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Section 1. Purpose of Comagine Health Care Management
Program

The purpose of the Care Management program is to ensure that appropriate medical services are
provided in accordance with state and federal regulations, statutes, and policies to recipients of the
District of Columbia (DC) Department of Health Care Finance (DHCF) state Medicaid Plan (fee for
service).

1.1 History of Peer Review

The Federal government has expended significant dollars in developing and supporting review of care
in facilities. In fact, this type of review was required by law in 1972 for Medicaid and Medicare
programs. Comagine Health has been in existence since 1974, providing utilization management, care
coordination, case management, quality assurance services and special studies for Medicare, Medicaid,
and private sector entities.

1.2 Corporate Background and Experience

Comagine Health is one of the nation’s leading healthcare consulting and care management
organizations, helping to transform care and improve care delivery and patient outcomes. We work
with clients throughout the public and private sectors to advance the quality, efficiency, and value of
healthcare for millions of Americans every day.

Programs offered include traditional utilization management services, such as pre—service, concurrent,
retrospective review, coding validation, and medical consultation. Services designed for the managed
care arena include the early identification of high—risk patients, specialty referral management
services, consumer advocacy services and audits of access to care.

1.3 Organizational Mission and Vision

Mission: Together, with our partners, we work to improve health and to create a better health care
system so that people and communities will flourish.

Vision: Health care reimagined, together.

At Comagine Health, we believe in partnership and in community. Together, we work on initiatives and
implement programs aimed at impacting and aligning key levers or strategies to produce outcomes
that improve health and create a better health care system through systemwide quality improvement,
care management, research and evaluation, and data solutions.
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1.4 Utilization Management and Medical Necessity

Utilization management is the evaluation of medical necessity, appropriateness, and efficiency of
healthcare procedures and facilities under the applicable health benefit plan. Sometimes utilization
management is referred to as utilization review or UR.

Medical necessity, or medically necessary, is defined as health care services or supplies needed to
diagnose or treat an illness, injury, condition, disease, or its symptoms and that meet accepted
standards of medicine. The service shall, or is reasonably expected to:

e Prevent the onset of an illness, condition, or disability,

e Reduce or ameliorate the physical, mental, or developmental effects of an illness, condition, injury
or disability, and

e Assist the recipient to achieve or maintain maximum functional capacity in performing daily
activities, considering both the functional capacity of the recipient and those functional capacities
that are appropriate for individuals of the same age.
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Section 2. Communications with Comagine Health

Comagine Health'’s review process is flexible and is set up to handle review requests received via the
internet (preferred) and secure fax. Comagine Health offers secure web-based review capability using
the internet to create a two-way link, via the Comagine Health Provider Portal, which can be used to
exchange care management data and get your questions answered, thus facilitating real-time, online
approvals. Comagine Health also maintains toll-free, dedicated phone and fax numbers for Medicaid
providers to use to request and review services.

Comagine Health’s regular business hours are 8:30 am to 5:00 pm Eastern Time, Monday through
Friday; excluding scheduled holidays (please refer to Appendix A: Contact Information). Comagine
Health staff members are available to handle review requests received from 8:30 am to 5:00 pm on
regular business days.

2.1 Contacting Comagine Health by Phone

To reach Comagine Health’s customer service for questions about reviews you may also call (800) 251-
8890. In the event your call is after business hours, or an attendant is not available, your call will be
directed to Comagine Health’s 24-hour voice mail system.

During regular business hours, Comagine Health monitors the voice mail system, checking messages
and ensuring callbacks are handled in a timely manner. Messages left after 5:00 pm, or on weekends,
or holidays are retrieved on the next business day and calls are returned by 12:00 pm Eastern Time.

2.2 Contacting Comagine Health via the Provider Portal
(Preferred)

Providers submitting web-based review requests will need to obtain a User ID and password to log in
and access the Comagine Health Provider Portal. Registered, trained providers can log in and directly
enter information and attach documents required for the admission (i.e., prior-authorization, long-
term care reviews, service reviews and retrospective reviews).

For more information on how to submit web-based review submissions, please visit:
https://comagine.org/program/dc-medicaid-um/providers (scroll down to ‘Comagine Health Provider
Portal’ for links, Quick Start Guides, FAQs, and training videos) or contact Comagine Health at (800)
251-8890.

2.3 Contacting Comagine Health by Fax

Providers who submit infrequent requests may fax review requests to Comagine Health at the numbers
specified below (the preferred method of submitting a review is electronically via the Comagine Health
Provider Portal and reviews submitted in the Portal are prioritized). Faxed submissions (only one
patient per fax) must be legible and include all required demographic, clinical information, and forms.
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Completed medical necessity reviews may be faxed as indicated below. Please do not send the entire
medical record via fax; only the required pertinent clinical documentation to complete a review.

Toll-Free Fax Number: 1 (800) 731-2314 (for Providers who submit reviews infrequently)

A fax cover sheet with a confidentiality disclaimer is recommended.
The following are suggestions for submitting your fax:

e No bold font

e Noitalics

e No underlining

e Not all caps

e If possible, no special characters, i.e., * or = (quotes are OK)

e Normal spacing (i.e., looks like a normal document not written in a column that takes up a
horizontal third of the page)

e Typed is preferred over handwritten

Please complete the 719A and other DC DHCF forms completely as required by the review type. Forms
not completely filled out will be returned to the provider and if not completed, a technical denial will
be issued.

2.4 Comagine Health’s Communication of Review Determinations

Our secure Comagine Health Provider Portal Dashboard offers immediate feedback from Comagine
Health concerning the request for review— Processed, Pending Submission (draft), Pending Decision,
or pending for Further Information Required (from the provider). For requests submitted through the
preferred web-based review system, an internet-based notification of the final determination is posted
for the provider. Providers using the web-based system for their request submissions will not need to
wait for the transmission of a fax or mailed document to learn of the final determination.

For those requests that are not submitted through the web-based review system, Comagine Health will
communicate the determination and the Prior Authorization number (i.e., the certification number) to
the provider via fax. Comagine Health will send letter notifications for all adverse determinations and
appeal reviews within five business days after the determination is given. These notifications will be
sent to the recipient, (or if a minor, to the parent or guardian), and the requesting provider.
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Section 3. Compliance with URAC’s Utilization Review
Standards

Comagine Health complies with URAC health utilization management (UM) standards when performing
utilization reviews (UR). These standards provide a process for conducting a utilization review that is
clinically sound and respects recipients’ and providers’ rights. URAC standards ensure that only
appropriately trained, qualified clinical personnel conduct and oversee the utilization review process;
that a reasonable and timely appeals process is in place; and that medical decisions are based on valid
clinical criteria. Some frequently asked questions about making utilization review decisions are
answered in the following section.

3.1 Frequently Asked Questions about Utilization Review
Decisions

1. Who makes the utilization review decision?

URAC (formerly known as Utilization Review Accreditation Committee). Health Utilization Management
Accreditation requires Comagine Health to use a three-step process to determine if a proposed
medical treatment or service is medically necessary:

¢ Initial Clinical Review: A licensed clinical reviewer conducts this first step of the review process
using InterQual criteria, organization policies, American Society of Addiction Medicine (ASAM)
criteria, the DC’s DHCF regulations, criteria and review protocols, or additional guidance. If the
clinical information provided does not meet medical necessity criteria and review protocols for
approved services, or if, in the clinical reviewer’s judgment, a physician should review the case, it is
referred for peer clinical review.

e Peer Clinical Review: A licensed physician qualified to render a clinical opinion about the proposed
treatment or service performs a peer clinical review by reviewing all available information and then
making a decision about certifying care or services. When a non-certification decision is made by
the physician reviewer, a Comagine Health reconsideration process is available.

e Comagine Health Reconsideration (appeal) Process: A provider or recipient may initiate a written
request for reconsideration within 21 business days from the date of the non-certification notice
for all review types except for Nursing Home Medical Eligibility Reviews. A written request for
reconsideration for Nursing Home Medical Eligibility Reviews must be made within 30 business
days of the date of the non-certification notice. Requests may also be made via telephone,
followed by a written request. The process may be expedited, if requested (please refer to Section
16).

2. What recourse is there when we disagree with a Comagine Health determination?

Comagine Health’s written notice of non-certification decision contains instructions for initiating a
reconsideration request to Comagine Health or an appeal of the non-certification determination to the
District for the recipient. Please refer to Section 16 of this manual for details on the reconsideration
and appeal process. If, after reconsideration review, the recipient still disagrees with the Comagine
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Health determination, their reconsideration letter will outline the steps that must be taken to request
a Fair Hearing with the DC Medicaid.

3. What is considered an urgent review?

An urgent review is performed when a case involves urgent care and the application of the time
periods for making non—urgent care determinations (a) could seriously jeopardize the life or health of
the recipient or the ability of the recipient to regain maximum function, or (b) in the opinion of a
physician with knowledge of the recipient’s medical condition would subject the recipient to severe
pain that cannot be adequately managed without the care or treatment that is the subject of the case.

4. How are review timelines determined?

The number of days allotted for each type of review for the DC’s Fee for Service Medicaid program is
based on the District’s Fee for Service Medicaid Program review protocols. Review timelines differ by
review type and by urgent reviews and non-urgent reviews. If the review requires additional
information, additional time is allotted. A table of review timeliness is shown in following pages under
guestion 5 of this section.

When additional information is required to complete the review, the timeline is three (3) business
days. When this occurs, it is the provider’s responsibility to provide Comagine Health with the
additional information requested to complete the review. If the information is not received within
three business days, the review will be completed with the information already received or a technical
denial will be issued, putting the case at risk of potential non-certification. If the District’s required
forms are not filled out, a technical denial will be issued.

5. What are the time frames for Comagine Health Utilization Management Review
Decisions per District Requirements?

When all necessary clinical information has been received and no referral for clinical physician review
is needed, the timeframes for completion of reviews are as follows:

Table 1. Review Timeframes

Prior Authorization Review for Acute Care Hospital | 6 days
Specialty hospital admission 3 business days
Pre-Admission Review 3 days
Outpatient services and eyewear 6 days
Home Health & private duty nursing 6 days
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Direct and transfer Admission for all Acute Care

Hospital

Within 24 hours of admission

Retrospective Reviews for Acute Care

14 business days

Outpatient Medical Services and Surgical 6 days
Procedure

Durable Medical Equipment 6 days
Eyewear and Contact Lens 6 days

Out of State Nursing Home Placement

3 business days

Hospice

6 days

Nursing Facility Add-on

6 business days

Continued Stay Reviews

24 hours (or 1 business day)

Retrospective Reviews

6 business days

Level of Care Review - ICF/IDD

3 business days

Plan of Care

6 business days

EPD Waiver Program Medical Review

6 business days

LTC Assessment Reconsideration

20 business days

CASSIP Disability Determinations

6 business days

Katie Beckett/TEFRA

6 business days

Individual reviews for selected medical and
surgical procedures

6 days

State Plan 5 business days
Dental and Orthodontic Service 6 days
SUD Residential Treatment Facilities Admission 3 days

review

SUD Residential Treatment Facilities Continued
Stay Reviews

3 business day of the last certified day
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6. What if Comagine Health requests additional information?

When additional information is required to complete the review, the timeline is adjusted accordingly.
When this occurs, Comagine Health must inform the provider (by the date on which notice of the initial
decision would normally be due) of the additional information required to complete the review.

Should additional information be required to complete the review, Comagine Health will notify the
requesting provider and pend the review for three business days awaiting additional information. If the
information requested is not received within two business days, the review will be processed with the
information already provided or a technical denial will be issued.

For instances in which required forms are not completed or there is late notification, a technical denial
will be issued per District requirements. Technical denials are not eligible for reconsideration/appeals,
however a new review may be requested with required, completed forms and relevant clinical
information, if the required District review submission timelines have not expired.
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Section 4. HIPAA

Comagine Health provides care management services on behalf of its clients and is considered a
“Business Associate” of these clients under the Health Insurance Portability and Accountability Act
(HIPAA) “Administrative Simplification” regulations governing patient health information. These
regulations include the Standards for Privacy of Individually Identifiable Health Information (“Privacy
Rule”) and the Security Standard (“Security Rule”) and in accordance with the requirements of the DC.
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Section 5. Provider Billing Concerns

5.1 Claim Discrepancies

Providers are encouraged to thoroughly examine discrepancies in claims for accuracy prior to
contacting Comagine Health. Xerox Business Services, LLC, the fiscal agent for DC DHCF, has an inquiry
telephone line for this purpose. Providers may contact the fiscal agent at (202) 906-8319 (inside DC
metro area) or (866) 752-9233 (outside DC metro area).

Providers may call Comagine Health to investigate a discrepancy that has caused or has the potential to
cause a claim to fail. A discrepancy may occur when adjustments are made after an authorization has
been completed by Comagine Health and different information is submitted during the billing process.
The Provider is responsible for ensuring that submitted information is consistent from authorization
through the billing process. Examples of such discrepancies are as follows:

e The date(s) on the Comagine Health review does not match the certified admission or discharge
date on the claim. Admitting or principal diagnosis codes and/or modifiers on the Comagine Health
review do not match the code(s) on the claim.

* Incorrect recipient Medicaid Identification number indicated on the

e Comagine Health review.

* The Prior Authorization number (11 numeric characters) used for billing does not match.

* The Provider number (nine numeric characters) used for billing does not match.

5.2 Contingency for Payment

Comagine Health certification indicates only that admission is medically necessary. This certification
(approval) does not guarantee payment for services rendered. Payment is contingent upon eligibility
and compliance with the rules and regulations that govern Medical Assistance in DC.
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Section 6. Eligibility

The District’s Medicaid utilization review program has been established to provide a way to authorize
medically necessary services. The Federal and State Medicaid program was established and is
regulated by Federal and District Codes.

There are times when DC Medicaid recipients could be covered under another insurance or program,
and the requirements for review may vary. If another insurer is the primary, a review with Comagine
Health will not be required.

6.1 Provider Responsibility for Eligibility Verification

Providers are responsible for verifying recipient eligibility prior to submitting a review request to
Comagine Health for prior authorization (PA) of admission, continued stay, or retrospective review. The
following information is available to assist the provider in the eligibility verification process.

Prior to submitting a review request to Comagine Health, remember to verify eligibility first.

Verify recipient eligibility for Medicaid benefits and services at the beginning of each month or at each
visit/care encounter. Recipients may be enrolled in programs with restricted services. Certain services
require prior approval for reimbursement. Please refer to the fee schedule to confirm if a PA is
required. This information may be obtained from the Interactive Voice Response (IVR) system by
calling (202) 906-8319 (in District) or (866) 752-9231 (outside DC metro area).

The IVR will prompt you to enter your provider number. This is the nine-digit number assigned to you
through the Medicaid program. The system will then prompt you to enter the recipient number. This
nine-digit code is listed on the patient’s Medical Assistance Card.
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Section 7. Utilization Review Methods of Submission

7.1 Submission Methods

Comagine Health will accept review requests submitted by providers:

e Over the internet (Comagine Health Provider Portal is the preferred method of review submission),

or

e Via Fax (only for providers who submit reviews infrequently or for out-of-state providers).

Include demographics in your submission, any forms required by the District (entirely completed), and
relevant clinical information to substantiate the reason the service is being requested.

Table 2. Submission Methods

Internet (preferred)

The Comagine Health Provider Portal is the preferred method of review
submission. Providers log in to web-based review system and directly enter
prior authorization information for admission, concurrent (continued stay), or
retrospective review request instead of sending records for shorter stays. For
information on how to submit web-based review submissions, please visit:
https://comagine.org/program/dc-medicaid-um/providers (scroll down to
‘Comagine Health Provider Portal’ for links, Quick Start Guides, FAQs, and
training videos) or contact Comagine Health at (800) 251-8890.

Fax

Providers may request prior authorization for admission, concurrent
(continued stay), or retrospective reviews by faxing the request to Comagine
Health’s secure, HIPAA-compliant toll-free fax number: 1 (800) 731-2314.

(Please only send one Medicaid recipient request per fax; faxes containing
more than one request will be returned.) Include a cover sheet regarding
confidentiality, and your admission information from the medical record.

Page 19



https://comagine.org/program/dc-medicaid-um/providers

Section 8. Process for Utilization Review Submissions

Comagine Health has adopted a browser-based product that uses the internet to create a two-way link
between healthcare providers and Comagine Health Utilization Management Review to facilitate the
prior authorization review process. The web based Comagine Health Provider Portal review system
allows providers to submit utilization review requests to Comagine Health using a secure internet
connection and is available to the provider 24 hours a day, seven days a week. Reviews submitted
during non-office hours will be processed as received on the next business day (please refer to
Appendix A).

8.1 Responsibility

Providers are responsible for verifying eligibility prior to submitting all review requests as required by
the District’s Medicaid Program utilization review policies and regulations. Providers are responsible
for submitting all reviews to Comagine Health in a timely manner as required by DC, DHCF. Providers
are also responsible for submitting reviews to Comagine Health for recipients who are covered by
other Third-Party Liability (TPL) resources for admission and continued stay if utilizing DC Medicaid Fee
for Service as a form of primary reimbursement.

8.2 Requirements

Use of the Comagine Health Provider Portal, web-based review system, requires internet access and
establishment of provider logon information for each user. Training is conducted by Comagine Health
via Zoom sessions. If you are interested in receiving training, please see Comagine Health’s website at:
https://comagine.org/program/dc-medicaid-um/providers scroll down to ‘Comagine Health Provider
Portal’ for links, Quick Start Guides, FAQs, and training videos) or contact Comagine Health at (800)
251-8890.

8.3 Process and Procedures

8.3.1 Submission

If you have already received Comagine Health Provider Portal web-based review submission training
from the Comagine Health team, submit your review requests via the internet at the following web
address: https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin

For assistance with use of the web-based review submission once registration and training have
occurred, please contact the Comagine Health DC Office at (800) 251-8890 or email your inquiry to
dcmedicaid@comaginehealth.org. If you do not have internet access the preferred method of review
submission is via fax.

Operational hours for Comagine Health DC Medicaid utilization reviews are: 8:30 am to 5:00 pm
Eastern Time Monday through Friday except for designated holidays (please refer to Appendix A).
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The provider may submit the prior authorization review request to Comagine Health via the web-based
review system (preferred method) or fax for providers who submit infrequently or are out of state
providers.

8.3.2 How to Reach Comagine Health

Comagine Health Provider Portal:
https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin

Phone: 1 (800) 251-8890
Fax: 1 (800) 731-2314 (for all providers who submit reviews infrequently or are out of state)

8.3.3 Required Review Documentation

The provider will submit all required, completed DHCF forms, depending on the review type, in
addition to any relevant clinical information required to substantiate the service request.

Additional requirements for clinical documentation and/or other necessary information to complete
the review process are available within this manual. The requirements of the DC DHCF Policies and
Transmittals are available on the DHCF website at http://dhcf.dc.gov/page/dhcf-our-providers.

8.3.4 Medical Necessity Screening

Once the information for the specific review period has been received, Comagine Health’s clinical
reviewer will assess the medical information to determine whether the condition of the recipient
meets medical necessity for the services and level of care requested. If the Criteria, Federal and District
regulations are met, the Comagine Health clinical reviewer will issue a Prior Authorization number and
the review will be certified (please refer to https://www.changehealthcare.com/clinical-decision-
support/interqual for information about InterQual criteria, Appendix C for the DHCF’s Nursing Facility
Level of Care Assessment form, and Appendix D for DHCF’s Dental Criteria Guidelines).

8.3.5 Second-Level Peer Review

Cases that clinical reviewers have determined do not meet criteria are referred to a Comagine Health
physician reviewer (medical director or physician consultant). The physician reviewer will review the
clinical information and either certify the admission or issue a potential non-certification. In the event
of a potential non-certification, the attending physician will be given an opportunity to discuss the
review with the Comagine Health physician reviewer. Following the discussion, Comagine Health will
either certify or non-certify the medical review.

8.3.6 Adverse Determinations

If the Comagine Health physician reviewer issues an adverse determination of the medical review, a
Comagine Health representative will notify the appropriate facility by web-based review system or by
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fax. Comagine Health will send the non-certification letter within five business days to the following
parties: the recipient, guardian, or parents of recipient (if minor) and the requesting provider.

The adverse determination will be documented in the non-certification (denial) letter containing
justification for the non-certification as well as an explanation of the right to request a reconsideration
review to Comagine Health’s initial adverse determination and recipient appeal rights with the DC
Office of Administrative Hearing (OAH).

Comagine Health will not send letter notifications on certified (approved) reviews. Certified reviews
and prior authorization numbers can be found on the Comagine Health Provider Portal for reviews
submitted via the web. Providers who faxed their reviews will receive notification of their certified
reviews and prior authorization numbers via fax.

Comagine Health will send letter notifications for all non-certified reviews and Comagine Health
reconsideration reviews. These notifications will be sent to the recipient, guardian, or parent of
recipient (if minor) and the requesting provider or facility.

The DC DHCF will not reimburse providers for services that have not been approved by Comagine
Health, except for adverse determinations that are reversed as a result of a reconsideration review
performed by Comagine Health or a recipient Fair Hearing by the District.

8.3.7 Procedures for Admissions or Continued Stay (Concurrent) Review - Due on
Weekends and Holidays

In those instances where the concurrent review date falls or is due on Saturday, Sunday, or a holiday,
the concurrent review will take place on the preceding Comagine Health business day. Adverse
determinations can be retrospective to the first day the recipient was not meeting the level of care
criteria or protocols.

8.3.8 Late Submission Review Requests

Late review requests will result in a technical denial and authorization for services moving forward only
if the review was not submitted timely.

Reviews for continuing services are due on or before the last day of service authorized. The required
timeframe for submitting all review documentation to Comagine Health for all Acute Care Hospitals in
the State is within 24 hours of the actual admission.

In the event of an emergency transfer, it is the responsibility of the receiving hospital to obtain
authorization for the emergency admission within the timeframes outlined.
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8.3.9 Chart Requests

At the direction of the DC, DHCF, Comagine Health may request the chart of a recipient to verify quality
of care or accuracy of the information provided. The chart request may be made telephonically,
through the web-based review system, or in writing.
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Section 9. Prior Authorization

The most effective form of utilization review is prior authorization which takes place before the
recipient receives a service. The biggest advantage is that inappropriate health care services can be
avoided rather than contested after an expense is incurred.

The DC’s Medicaid utilization review program has been established to provide a way to prior authorize
before services are rendered. The Federal and State Medicaid program was established as a prior
authorization system and is regulated by Federal and State codes. Providers are required to submit
clinical reviews in a timely manner with complete documentation to substantiate the service request
for the recipient.

9.1 Responsibility

Providers are responsible for obtaining the prior authorization review from Comagine Health in
advance of delivering the services to the recipient.

Prior to submitting a review request to Comagine Health, remember to verify eligibility first.

Receiving providers are to submit review information to Comagine Health. The applicable portions of
the 719A form pertaining to the service being requested must be completed (the provider is to retain
the original copy of the 719A form). Only the relevant clinical information to satisfy the District’s Fee
for Service Medicaid Program utilization review protocols and InterQual criteria is required to complete
the review process.

Providers will be notified of incomplete 719A forms or incomplete clinical information and be given up
to three business days to submit additional information to complete the review. Notification of an
incomplete review submission will occur via the web portal for web submission (preferred), via fax for
fax submission. If the 719A form remains incomplete after three business days a technical denial will
be issued. If clinical information remains incomplete after three business days, a non-certification may
result when referred to the physician reviewer.

Comagine Health has five days to complete the review, once all the relevant information has been
received to complete the review process.

9.2 Requirements

All of the services listed below must be prior authorized by Comagine Health in order to be reimbursed
by the DC:

e Acute Care Hospitals
e Acute Care Hospitals Bordering Counties
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Acute Care Hospital Surgical

Community Support Services

Collaborative Care Model (CoCM)

Gastric Bypass Surgery

Outpatient Medical and Surgical Procedures

If a PA requirement is noted on the fee schedule
Specialty Hospital admission

Home Health and Private Duty Nursing Services
Hospice (Outpatient and Inpatient) Services
Eyewear and Contact Lenses

Dental and Orthodontic Services

Specific Durable Medical Equipment, Prosthetics, Orthotics,
Medical Supplies (DME/PQOS)

Out of State Nursing Home Placement

Intellectual and Developmental Disabilities Waiver
EPD Waiver Program Services

SUD Residential Treatment Facility

Authorization for services will remain valid for 12 months.

9.3 Information Needed for the Review
Comagine Health representatives require all the information below for clinical reviews.

Please refer to Appendix B for the 719A form.

Recipient name

Recipient birth date and age

Complete recipient address

Sex of recipient

Recipient Medicaid ID number

Admitting diagnosis codes (all five digits) and modifiers, if required
Physician name, address, and phone number

Physician Medicaid provider number

Facility name, address, phone number and fax number

Facility Medicaid provider number

Type of review requested

Primary and secondary reason for treatment

Admit or surgery/service date

Justification for the hospitalization or service request, and pertinent history
Anticipated discharge date

Documentation to justify the medical necessity of the service at the requested level of care,
including pertinent test results, labs, medications, and treatment

Discharge planning details to include placement (provider)
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* Prior authorization request dates of service must be within 6 months from the physician’s signature
date

9.4 Eyewear and Contact Lenses

Eyewear and contact lens requests may be submitted via the Comagine Health Provider Portal
including the required prescription documentation and the completed 719A form (the provider is to
retain the original copy of the completed 719A form).

9.5 Dental and Orthodontic Services

Dental and Orthodontic Service requests may be submitted via the Comagine Health Provider Portal.
Please include all the required documentation with your submission:

e Submit only services requiring prior authorization

e Complete all appropriate sections on the 719A form (retain the original copy of the 719A form)
e Attach electronic radiographs as required

e Please refer to Appendix D for the DHCF approved Dental Criteria Guidelines

9.6 Specific Durable Medical Equipment (DME)

e Specific DME requests may be submitted via the Comagine Health Provider Portal submitting the
complete required documentation:
e Submit requests only for services requiring prior authorization:

o prosthetic devices not included in the fee schedule

o medical supplies and equipment in excess of specific limitations

o cost, rental or lease equipment, specific procedure codes, and

o repair of purchased equipment should not exceed 75% of the purchase price of the equipment

e Completed 719A form (please refer to Appendix B).
e The provider is to retain the original copy of the 719A form
e For DME and items not included in the fee schedule

o Beneficiaries enrolled in IDD (Intellectual & Developmental Disability) waiver will have
Comagine Health notify the provider and refer the request with supporting documentation to
DHCF for review within three days of the completed 719A.

o Beneficiaries enrolled in Fee for Service Medicaid will have Comagine Health notify the provider
and refer the request with supporting documentation to DHCF for review within six days of the
completed 719A.

e Notification of authorization will be provided via the Comagine Health Provider Portal or fax
depending on the method of review submission.

9.7 Out of State Nursing Home Placement

May be appropriate when there is no appropriate nursing home bed available in the DC and requires
that the following additional information be submitted for an initial admission review. All forms must
be fully completed:

e Cover Page for Request for Out-of-State Nursing Facility Placement
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e Request for Out-of-State Placement

e Proof of Contact In-State Nursing Facilities is the responsibility of the requesting facility/provider
(a minimum of 1 DC facility must be contacted and deny placement within 48 hours of submission
to Comagine Health)

e Copy of the Level of Care (LOC) approval letter from the DHCF contractor

e Copy of the Request for Medicaid Nursing Facility Level of Care, DHCF Form 1728 or the completed
InterRAI by the DHCF contractor

e Copy of the Pre-admission Screening and Annual Resident Review (PASRR)

e Beneficiary Agreement

e Copy of the beneficiary history and physical as well as the discharge summary, if completed, and

e If the beneficiary requires specialized care (such as tracheostomy, dialysis, etc.), submit a copy of
the most recent physician orders and or relevant clinical notes (DHCF transmittal #17-09)

9.8 Timeframes for submission of Prior Authorization Reviews

Requests for Prior-Authorization require at least six days' advanced notice before the anticipated
service delivery date. If additional information is required, the review timeline may take longer than six
days due to Comagine Health awaiting additional information from the provider.

9.9 Timeframes for Pended Reviews

When a review has been submitted and is pended awaiting clinical/required relevant information,
Comagine Health will notify the provider via web-based review system fax or phone. The provider has
no more than three business days to submit the requested information before Comagine Health will
proceed to review with the information already submitted. This may result in an adverse
determination due to lack of documentation to support the review’s certification.

9.10 Medical Necessity Review Process

During the prior authorization review, Comagine Health’s clinical reviewer will review the medical
record and evaluate the medical necessity for admission at the requested level of care. When Medical
Necessity Criteria and review protocols are met, the Comagine Health Clinical Reviewer will issue a
Prior Authorization number, and the review will be authorized.

9.11 Transfer (Admission) Reviews

Transfers between hospitals require a separate admission review to be completed from the receiving
provider and a discharge from the referring facility. This includes inter-facility transfers, such as
discharge from acute inpatient to acute rehabilitation, for example, and discharges to different
facilities. Thus, each facility will have a unique Prior Authorization number to use on their claim form.
The following special considerations apply:

e All transfers from one inpatient setting to another require a prior authorization admission review
with the receiving facility. Transfers will be evaluated to ensure that the recipient continues to
meet severity of illness and intensity of service criteria for that level of care.
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¢ All transfer requests must be submitted by the receiving facility via the Comagine Health Provider
Portal or fax submission for providers who submit infrequently.
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Section 10. Specialty Hospital

The DC Medicaid utilization review program Specialty Hospital reviews allow for review in advance of
services being provided. Providers are required to submit clinical reviews in a timely manner with
complete relevant clinical documentation to substantiate the service request for the recipient.

10.1 Responsibility

Providers are responsible for obtaining the Specialty Hospital review from Comagine Health in advance
of delivering the services to the recipient. Receiving providers are to submit review information to
Comagine Health. The applicable portions of the 719A form pertaining to the service being requested
must be completed. Only the relevant clinical information to satisfy the District’s Medicaid Program
utilization review protocols and InterQual criteria is required to complete the review process.

Prior to submitting a review request to Comagine Health, remember to verify eligibility first.

Providers will be notified of incomplete 719A forms or incomplete clinical information and be given up
to three business days to submit additional information to complete the review. Notification of an
incomplete review submission will occur via the web portal for web submission (preferred), and via fax
for fax submission. If the 719A form remains incomplete after three business days a technical denial
will be issued. If clinical information remains incomplete after three days, a non-certification or
technical denial may result when referred to the physician reviewer.

Comagine Health has three business days to complete the review, once all the information has been
received to complete the review process.

10.2 Requirements

All inpatient services at the following hospitals listed below must complete Specialty Hospital review
and be approved by Comagine Health in order to be reimbursed by the DC.

e Specialty Hospital of Washington (Capitol Hill, Hadley, or other long term acute care hospital)
* National Rehabilitation Hospital or other rehabilitation hospital

e Hospital for Sick children (or other pediatric specialty hospital)

e Psychiatric Institute of Washington or other psychiatric inpatient facility

Authorization for services will remain valid for 12 months.

10.3 Information Needed for the Review

Comagine Health representatives require all the information below for clinical reviews. Please refer to
Appendix B for the 719A form.

e Recipient name
e Recipient birth date and age
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e Complete recipient address

e Sex of recipient

e Recipient Medicaid ID number

e Admitting diagnosis codes (all five digits) and modifiers, if required

e Physician name, address, and phone number

e Physician Medicaid provider number

e Facility name, address, phone number and fax number

e Facility Medicaid provider number

e Type of review requested

* Primary and secondary reason for treatment

e Admit or surgery/service date

e Justification for hospitalization and pertinent history

e Anticipated discharge date

e Relevant clinical documentation to justify the medical necessity of the service at the requested
level of care, including pertinent test results, labs, medications, and treatment

e Discharge planning details to include placement (provider)

10.4 Timeframes for Submission of Specialty Hospital Reviews

Requests for Specialty Hospital review require a minimum of three (3) days' advanced notice prior to
the anticipated date of the service delivery. If additional information is required, the review timeline
may take longer than three (3) days when Comagine Health is awaiting additional information from the
provider.

10.5 Medical Necessity Review Process

During the Specialty Hospital review, Comagine Health’s clinical reviewer will review the submitted
medical information and evaluate the medical necessity for admission at the requested level of care.
When Medical Necessity Criteria and review protocols are met, the Comagine Health clinical reviewer
will issue a Prior Authorization number, and the review will be authorized.

10.6 Transfer (Admission) Reviews

Transfers between hospitals require a separate admission review to be completed from the receiving
provider and a discharge from the referring facility. This includes inter-facility transfers, such as
discharge from one level of care to another and to different facilities. Thus, each facility will have a
unique Prior Authorization number to use on their claim form. The following considerations apply:

e All transfers from one inpatient setting to another require a prior authorization admission review
with the receiving facility. Transfers will be evaluated to ensure that the recipient continues to
meet severity of illness and intensity of service criteria for that level of care.

e All transfers require the receiving facility to submit a request for authorization prior to the transfer.
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Section 11. Acute Care Hospital Reviews

The DC’s Medicaid utilization review program Acute Care Hospital reviews allow for review of services
being provided within DC acute care hospitals, those in bordering counties, and surgical reviews.
Providers must submit clinical reviews promptly with complete relevant documentation to substantiate
the service provided for the recipient.

11.1 Acute Care Hospital Surgical

Comagine Health will review acute care services associated with surgical procedures, transplants,
medical procedures and testing on behalf of the DC DHCF. These reviews should follow the same
general requirements and information necessary for review as the other Acute Care Hospital reviews.

11.2 Responsibility

Providers are responsible for obtaining the prior authorization for the Acute Care Hospital review from
Comagine Health within two business days of the onset of service delivery to the recipient. For surgical
reviews, providers are responsible for obtaining the prior authorization from Comagine Health within
six business days of the onset of service delivery to the recipient. In either case, late review submission
or submission without relevant clinical information will result in a technical denial.

Prior to submitting a review request to Comagine Health, remember to first verify eligibility.

Providers will be notified of incomplete 719A forms or incomplete relevant clinical information and be
given up to three business days to submit additional information to complete the review. Notification
of an incomplete review submission will occur via the web portal for web submissions (preferred) or
via fax for fax submissions. If the 719A form remains incomplete after three business days a technical
denial will be issued. If clinical information remains incomplete after three days, adverse determination
may result when referred to the physician reviewer.

Comagine Health has 24 hours/one business day to complete the review, once all the relevant clinical
information has been received to complete the review process.

11.3 Requirements

All unscheduled admissions for inpatient services within the District and in bordering counties must be
authorized by Comagine Health in order to be reimbursed by the DC.

e Receiving providers are to submit review information to Comagine Health for all reviews within two
business days of admission.

e The applicable portions of the 719A form pertaining to the service being requested must be
completed.
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e Only the relevant clinical information to satisfy the District’s Medicaid Program utilization review
protocols and InterQual criteria is required to complete the review process.

11.4 Information Needed for the Review

Comagine Health representatives require all the information below for clinical reviews. Please refer to
Appendix B for the 719A form.

e Recipient name

e Recipient birth date and age

e Complete recipient address

e Sex of recipient

e Recipient Medicaid ID number

e Admitting diagnosis codes (all five digits) and modifiers, if required

e Physician name, address, and phone number

* Physician Medicaid provider number

e Facility name, address, phone number and fax number

e Facility Medicaid provider number

e Type of review requested

e Primary and secondary reason for treatment

e Admit or surgery/service date

e Justification for hospitalization and pertinent history

e Anticipated discharge date

e Documentation to justify the medical necessity of the service at the requested level of care,
including pertinent test results, labs, medications, and treatment

e Discharge planning details to include placement (provider)

11.5 Timeframes for Submission of Acute Care Hospital Reviews

The required timeframe for submitting all review documentation to Comagine Health for direct and
transfer admissions is within two business days of the actual admission. Submission deadlines depend
on the day the patient was admitted, for example:

e The following Monday for a Thursday admission

e The following Tuesday for Saturday and Sunday admissions
e The following Wednesday for a Monday admission

e The following Thursday for a Tuesday admission

e The following Friday for a Wednesday admission

In the event of an emergency transfer, it is the responsibility of the receiving hospital to obtain
authorization for the emergency admission within the timeframes outlined above.

Late review submission or submission without relevant clinical information will result in a technical
denial.
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11.6 Medical Necessity Review Process

During the Acute Care Hospital review process, Comagine Health’s Clinical Reviewer will review the
submitted clinical information and evaluate the medical necessity for admission at the requested level
of care. When Medical Necessity Criteria and review protocols are met, the Comagine Health Clinical
Reviewer will authorize the review, and a prior-authorization number will be issued.

11.7 Transfer (Admission) Reviews

Transfers between hospitals require a separate admission review to be completed from the receiving
provider and a discharge from the referring facility. This includes inter-facility transfers, such as
discharge from one level of care to another as well as discharges to different facilities. Thus, each
facility will have a unique Prior Authorization number to use on their claim form. The following special
considerations apply:

e All transfers from one inpatient setting to another require a prior authorization admission review
with the receiving facility. Transfers will be evaluated to ensure that the recipient continues to
meet severity of illness and intensity of service criteria for that level of care.

e All transfers require the receiving facility to submit a request for authorization prior to the transfer.
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Section 12. Continued Stay (Concurrent) Utilization
Reviews

The continued stay review process evaluates whether the patient needs an extension of inpatient
services and meets medical necessity for the level of care. During the continued stay review, the
Comagine Health Clinical Reviewer evaluates what services have already been provided to the patient
and the plan for continuing in-patient treatment. Providers should submit reviews in a timely manner,
on or preceding the last review date authorized.

A continued stay (concurrent) review takes place during the time in which a recipient is receiving
inpatient treatment at the acute care or residential care facility. If the first review was submitted
before the recipient is discharged from the facility, the subsequent reviews will be considered
continued stay reviews through the patient’s discharge date.

12.1 Responsibility

Providers are responsible for checking Medicaid eligibility prior to seeking authorization of services
from Comagine Health. Once eligibility has been established, submission via the Comagine Health web-
based portal is the preferred method for submitting a review request. Providers are responsible for
obtaining certification for continued stay (concurrent extensions) from Comagine Health. The clinical
reviewer will review all of the appropriate detailed clinical information for the requested review period
to satisfy InterQual Criteria or DHCF’s criteria before the continued stay review will be certified. The
provider is responsible for ensuring that the information submitted in the continued stay review
request is accurate for the review period and documented in the medical record.

12.2 Requirements
The continued stay request is to be received in advance of the next review date provided during the
previously certified review.

e BridgePoint (Capitol Hill and National Harbor)

e National Rehabilitation Hospital (or other rehabilitation hospital)

e Hospital for Sick children (or other pediatric specialty hospital)

e Continued stay Acute Care Hospitals

e Psychiatric Institute of Washington (or other inpatient psychiatric facility)

12.3 Process and Procedures

The provider will submit the continued stay review request to Comagine Health via the web-based
system (preferred method) or by fax.
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12.4 Procedures for Continued Stay Review - Due on Weekends
and Holidays

In those instances where the concurrent review date is due on Saturday, Sunday, or a holiday, the
concurrent review will take place prior to the next review date. Adverse determinations can be
retrospective to the first day the recipient was not meeting the level of care criteria or protocols.

12.5 Information Needed for the Review

e Clinical information provided must specifically substantiate the medical necessity of the continued
stay request and the length of stay requested.

* Information should also be provided to indicate progress with discharge planning and goals to meet
discharge readiness.

12.6 Continued Stay Review Process

Once the information for the review has been received, the Comagine Health clinical reviewer will
assess the documentation submitted using InterQual Criteria or DHCF Criteria to determine whether
the condition of the recipient meets criteria for the level of care and the type of services requested.

During the prior authorization review, the next review date is set for continued stay review. Comagine
Health will establish the date when a concurrent review will be due if the recipient has not been
discharged before this date. Providers are responsible for submitting current relevant clinical
information for continued stay review if the client has not been discharged. Providers are to contact
Comagine Health and submit the next continued stay review within the following timeframes.

12.7 Timeframes for Continued Stay Review Submissions

Comagine Health has 24 hours, or one (1) business day to complete the continued stay review if and
when all relevant clinical information is submitted to complete the review.

12.8 Timeframes for Pended Reviews

When a review has been submitted and is pended awaiting clinical/required information, Comagine
Health will notify the provider via the Comagine Health Provider Portal, fax, or phone, depending on
the mode of submission. The provider has no more than two calendar days to submit the requested
information before Comagine Health proceeds with the information already submitted. This may result
in an adverse determination due to lack of documentation to support certification of the review.

Page 35



Section 13. Substance Use Disorder

The DC Medicaid utilization review program Substance Use Disorder (SUD) Residential Treatment
Facility (RTF) allows review within 48 hours of admission. Providers are required to submit clinical
reviews in a timely manner with complete documentation to substantiate the level of care request for
the recipient.

13.1 Responsibility

Providers are responsible for checking Medicaid eligibility prior to seeking authorization of services
from Comagine Health. Once eligibility has been established, submission via the Comagine Health web-
based portal is the preferred method for submitting a review request. Providers are required to submit
clinical reviews in a timely manner with complete documentation to substantiate the level of care
request for the recipient. Within 48 hours of the individual presenting at the SUD residential
treatment provider, the accepting SUD residential treatment provider shall perform the Continuum
Assessment, in accordance with DBH’s Chapter 63, and submit the initial clinicals.

Providers will be notified of incomplete clinical information or missing documents and be given up to
two business days to submit additional information to complete the review. Notification of an
incomplete review submission will occur via the web portal for web submission (preferred), and via fax
for fax submission. If the information or document remains incomplete after three business days a
technical denial will be issued. If clinical information remains incomplete after three business days, a
non-certification or technical denial will be issued.

Comagine Health has three business days to complete the review, once all the information has been
received to complete the review process.

13.2 Requirements

The SUD residential treatment provider shall include the following documents in the request for
authorization:

e A completed Continuum Assessment which will include:

o Documentation of an active moderate to severe Substance Use and/or Addictive Disorder per
the DSM-V,

o Anindividualized, comprehensive biopsychosocial assessment of the patient’s Substance Use
and/or Addictive Disorder,

o An evaluation by a Qualified Provider (i.e., Physicians; Psychologists; Licensed Independent
Clinical Social Workers; Licensed Independent Social Workers; Licensed Professional
Counselors; Licensed Marriage and Family Therapists; and Advanced Practice Registered
Nurses) confirming medical necessity of the requested services,

o A medical history detailing the individual’s medical conditions, and

o Forlevel 3.3 ONLY, description of cognitive deficits of moderate to severe intensity.
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Within 48 hours of the individual presenting at the SUD residential treatment provider, the
accepting SUD residential treatment provider shall perform the Continuum Assessment, in
accordance with DBH’s Chapter 63, and submit the initial clinicals (described below) to DHCF's

contracted Quality Improvement Organization (QlO), beginning July 1, 2021. Authorization requests

should be submitted to the QIO via the Provider Portal
(https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin).

Additional medical information, including:

o Comprehensive urine toxicology screen results,

o Pregnancy test results for women (If a woman refuses a pregnancy test, the refusal must be
documented and submitted to the QIO. The QIO may require additional information.), and

o The glucose level to validate medical clearance for admission into the SUD residential

treatment provider.

13.3 Prior Authorization Process

Authorization for services will remain valid for 12 months.

Prior Authorization Review & Documentation Timeline Summary

Level 3.1, 3.3, & 3.5 SUD Residential Treatment

Level 3.7 WM SUD Residential Treatment

— Co-Triage, Continuum Assessments,
and SUD Plan of Care, MCO Approval Letter if
transitioning & Clinical Summary Progress

— Co-Triage, Continuum Assessments,
and SUD Plan of Care, MCO Approval Letter if
transitioning & Clinical Summary of Progress

Clinical Summary of Progress (for the
most recent 14 days, or less, of treatment)

— Updated Clinical Summary of Progress,
Continuum Assessment, and Plan of Care

— Updated Clinical Summary of Progress,
Continuum Assessment, and Plan of Care (for the
most recent 28 days, or less, of treatment)

— Clinical Summary of
Progress and any documentation updates (i.e.
Continuum or SUD Plan of Care)

—Clinical Summary of
Progress and any documentation updates (i.e.
Continuum or SUD Plan of Care)

Co-occurring Capable (BH by an External Org)

Co-occurring Capable (BH by an External Org)

Behavioral Health Assessment (Only to be
submitted once (unless updated) with the initial
Continuum and enhanced by Day 15 if needed)

See 3.1,3.3 & 3.5

Behavioral Health Plan of Care (Only to be
submitted once (unless updated) with the initial
Continuum and enhanced by Day 15 if needed)

For MCO to FFS Transitions (>15 days in any
month)

Page 37



https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin

Co-occurring Capable (BH by an External Org) Co-occurring Capable (BH by an External Org)

— Submit Clinical
Documents including Continuum Assessment,
Current Treatment Plan, and Clinical Summary of
Progress to Comagine Health along with MCO
Approval Letter

13.4 Medical Necessity Review Process

During the SUD Residential Treatment Facility review, Comagine Health’s clinical reviewer will review
the clinical information submitted and evaluate the medical necessity for admission at the requested
level of care. Medical Necessity Criteria and review protocols are met, the Comagine Health clinical
reviewer will issue a Prior Authorization number, and the review will be authorized.

13.5 Transfer (Admission) Reviews

Transfers between Facility’s require a separate admission review to be completed from the receiving
provider and a discharge from the referring facility. This includes discharges to different facilities. Thus,
each facility will have a unique Prior Authorization number to use on their claim form. The following
considerations apply:

e All transfers from one inpatient setting to another require a prior authorization admission review
with the receiving facility. Transfers will be evaluated to ensure that the recipient continues to
meet severity of illness and intensity of service criteria for that level of care.

e All transfers require the receiving facility to submit a request for authorization prior to the transfer.

Section 14. Retrospective Reviews

A retrospective review for medical necessity is indicated after services have been rendered, the client
has been discharged, and subsequent eligibility has been established.

Prior to submitting a review request to Comagine Health, remember to first verify active eligibility
dates were present during the time the services were provided.

Providers are required to submit a request for a retrospective review within the allotted timeframe of
12 months after discharge and/or that billing was initiated within the 12 months after discharge. The
provider is responsible for ensuring that the information submitted in the review is accurate for the
review period and documented in the medical record.

14.1 Process and Procedures

The provider will submit the Subsequent Eligibility Admission review request to Comagine Health via
the web-based system.
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14.2 Submitting Retrospective Reviews Via Web-based Review
System

e Subsequent Eligibility Admissions will be initiated by the provider. Providers should include
sufficient relevant clinical information for the clinical reviewer to complete the review. Please do
not send the entire medical chart for review. The entire review may be submitted into the web-
based system in seven-day (one week) increments with attached:

o Admission Summary

o Physician orders and notes

o Discharge Summary

o Review summary of progress toward meeting discharge goals for days of stay and for longer
lengths of stay each week, until last week of discharge, then daily clinical information submitted

14.3 Information Needed for the Review

Comagine Health representatives require all the information below for clinical reviews. Please refer to
Appendix B for the 719A form.

e Recipient name

e Recipient birth date and age

e Complete recipient address

e Sex of recipient

e Recipient Medicaid ID number

e Admitting diagnosis codes (all five digits) and modifiers, if required

e Physician name, address, and phone number

e Physician Medicaid provider number

e Facility name, address, and phone number

e Facility Medicaid provider number

e Type of review requested

e Primary and secondary reason for treatment

e Admit or surgery/service date

e Justification for hospitalization and pertinent history

e Anticipated discharge date

e Documentation to justify the medical necessity of the service at the requested level of care,
including pertinent test results, labs, medications and treatment

e Discharge planning details to include placement (provider)

14.4 Medical Necessity Screening

The Comagine Health clinical reviewer will review the information provided for the retrospective
review and will apply the appropriate InterQual Criteria. If the criteria, Federal and District regulations
are met, Comagine Health will issue a retrospective authorization number. Comagine Health
certification indicates that the admission was medically necessary.
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14.5 Timeframes for Retrospective Review Submissions

Comagine Health has 14 business days to complete acute care stay review if all required information is
submitted to complete the review.
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Section 15. Long Term Care Reviews

The Long-Term Care Reviews determine that the services and environment for delivery of those
services are medically appropriate to allow the consumer to live with a permanent or chronic
condition.

15.1 Responsibility

The Comagine Health clinical reviewer will receive and review all the appropriate detailed level of care
assessment form (please refer to Appendix D) information for the requested services before services
are delivered. The provider is responsible for ensuring that the relevant clinical information submitted
in the review is accurate for the review period and present in the documented medical record.

Prior to submitting a review request to Comagine Health, remember to verify eligibility first.

15.2 Requirements

Providers are responsible for submitting the long-term care review service requests and required
documents as indicated by DC policy:

e EPD Level of care (LOC) determinations (require DC Care Connect (DCCC) entry)
e EPD Waiver program medical reviews (require DCCC entry)
o Approved LOC for the certification/recertification period of request
o Completed Case Management Conflict Free Personalized Care Plan
e Level of care (LOC) determinations
o Pre-admission Screening and Resident Review (PASRR) must be included with LOC requests for
Nursing Home Placement and Nursing Home Reviews
* Nursing Facility Reviews (Nursing Home)
Pre-admission Screening and Resident Review (PASRR)
1728 DHCF LOC Request or InterRAI Assessment
1728 DHCF LOC or InterRAIl assessment Approval Letter from the DHCF contractor
Current or Up to Date Completed Minimum Data Set (MDS)
Physician Certification/Recertification every 60 days
Supporting Clinical Documents
e Nursing Facility continued stay reviews (Nursing Home)
Pre-admission Screening and Resident Review (PASRR)
1728 DHCF LOC Request or InterRAIl assessment form
1728 DHCF LOC or InterRAI Approval Letter from the DHCF contractor
Current or Up to Date Completed Minimum Data Set (MDS)
Physician Certification/Recertification every 60 days
Supporting Clinical Documents

O O O O O O

O O O O O O
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15.3 Information Needed for the Review

Comagine Health representatives require all the information below for clinical reviews. Please refer to
Appendix D for Form 1728, which must be attached to the Comagine Health Provider portal (preferred
mode of submission) during the review process or faxed to Comagine Health at 800-731-2314.
Incomplete forms will be returned to the provider, and two business days will be given to complete the
form. Forms that are incomplete will result in technical denial.

e Recipient name

e Recipient birth date and age

e Complete recipient address

e Sex of recipient

e Recipient Medicaid ID number

e Admitting diagnosis codes (all five digits) and modifiers, if required
e Physician name, address, and phone number

e Physician Medicaid provider number

e Facility name, address, and phone number

e Facility Medicaid provider number

e Type of review requested

e Primary and secondary reason for treatment

e Admit or service date

e Justification for the services and pertinent history

e Anticipated discharge date

e Discharge planning details to include placement (provider)

15.4 Submitting Level of Care Reviews via the Comagine Health
Provider Portal

e Level of Care Reviews (LOC) may be submitted via the Comagine Health Provider Portal, and the
1728 form may be attached to your review request in the web-based system. The provider is to
retain the original copy of the form.

e If you do not have internet access, you may fax your review request to 800-731-2314, including the
1728 form.

e Comagine Health will review the LOC request within three business days of receipt and issue a
determination.

e Approval notifications will be visible via the Comagine Health Provider Portal or faxed for those
review requests received via fax.

e If the Comagine Health physician reviewer non-certifies the LOC requested, the determination
status will immediately be posted in the web-based review system, and an adverse determination
letter will be mailed out within five business days to the following parties: the recipient and the
requesting provider/facility. The letters will contain justification for the adverse determination with
an explanation of the right to request reconsideration to Comagine Health and a description of the
recipient appeal procedure to the District. Please refer to Reconsideration and Appeals, Section 16.
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e DHCF will not reimburse providers for services that have been non-certified by Comagine Health,
except for non-certifications that are reversed because of an appeal review by Comagine Health, a
provider appeal, or recipient Fair Hearing by the State.

15.5 EPD Waiver Program Medical Reviews

e Level of Care Reviews (LOC) must be submitted in DC Care Connect (DCCC). A completed paper or
electronic interRAI assessment and level of need document must be included in your review
request from the provider agency or Aging and Disability Resource Center (ADRC) in DCCC. The
provider is to retain the original copy of the documentation.

e Once the LOC is approved Comagine Health sends the information to DHCF’s Long Term Care
Division (LTCD) and Case-management agency via DCCC. DHCF’s LTCD will then send a transmittal
to the Economic Security Association (ESA) to determine financial eligibility (for the initial LOC
approval).

e This process within ESA can take up to 45 days.

e Once Comagine Health is tasked from DHCFs Long Term Care Division or Provider agency,
Comagine Health will conduct a review of the Personalized Care Plan within six business days
according to DHCF’s Policy and Procedures to make a determination of services requested.

e Recertification for the LOC review; a task request is submitted from the provider agency via DCCC
to Comagine Health. The provider is to retain the original copy of the documentation.

15.6 Nursing Facility Reviews

* Nursing Facility Reviews will be performed at the Nursing Home facility by a Comagine Health

Clinical Review Specialist.

o A minimum of one week’s advanced notice will be provided prior to visiting the facility to
perform reviews.

o Reviews will be conducted within 30 days of admission to a nursing facility

o The recipient records subject to review will be faxed, or sent via secure email, in advance to the
Nursing Home facility with the review date notice.

o For readmissions to the nursing home, review will be conducted within 18 days, prior to
expiration of the bed hold

o Documentation to justify the level of care as well as the presence of a completed Pre-admission
Screening and Resident Review (PASRR), if required.

o The Nursing Home facility will have all individual medical records (electronically or hard copy)
available for review when the Comagine Health Clinical Review Specialist arrives at the facility.

e Continued Stay Reviews will be performed at the Nursing Home facility by a Comagine Health

Clinical Review Specialist:

o At least one week’s advanced notice will be provided prior to visiting the facility to perform
reviews.

o Reviews will be conducted 30 days from the nursing home admission date, 6 months from the
initial nursing home review and then annually

o The recipient records reviewed will be faxed or sent via secure email to the Nursing Home
facility with the review date notice.
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o Documentation to justify the level of care and a completed Pre-admission Screening and
Resident Review (PASRR), if required.

o The Nursing Home facility will have all individual medical records (electronic or hard copy)
available for review when the Comagine Health Clinical Review Specialist arrives at the facility.

Approval Determinations

o Comagine Health will send letter notifications for approved review requests.

o Notification of the approval determination will be provided via fax or via secure email within 5
business days of the approval determination being made for Nursing Home facility onsite
review.

15.7 Second-Level Peer Review

Cases that clinical reviewers have determined do not meet criteria are referred to a Comagine
Health Medical Reviewer

The physician reviewer will review the clinical information and either certify the admission or issue
a non-certification.

15.8 Adverse Determinations

If the Comagine Health physician reviewer non-certifies the medical review, a Comagine Health
representative will notify the appropriate facility by fax or secure email. Comagine Health will send
the adverse determination letter within five business days to the following parties: the recipient,
guardian, or parents of recipient (if minor) and the requesting provider.

The adverse determination letter will contain justification for the non-certification and an
explanation of the right to request reconsideration review to Comagine Health’s initial non-
certification determination as well as recipient appeal rights with the District.

Comagine Health will send a letter notification for all non-certified reviews and Comagine Health
reconsideration reviews. These notifications will be sent to the recipient and the requesting
provider or facility within five business days of the determination being made.

If the beneficiary and or the facility wishes to request reconsideration, the reconsideration request
must be made within 30 business days from the date the non-certified notification was sent.

The DC DHCF will not reimburse providers for services that have been non-certified by Comagine
Health, with the exception of adverse determinations that are reversed as a result of a reconsideration
review performed by Comagine Health or a recipient Fair Hearing by the DC Office of Administrative
Hearing (OAH).

Section 16. Utilization Review Reconsiderations and
Appeals

Comagine Health offers a process in all cases involving adverse determination. When a reconsideration
review determination is to non-certify a review request, Comagine Health will generate written
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notification of the adverse decision within one business day of the date the decision is made.
Comagine Health’s non-certification notification will include rights for an appeal review. Comagine
Health’s reconsideration process features a second opinion by a physician who specializes in the
services under review.

URAC requires that appeal reviews be conducted by individuals who:

* Are clinical peers

e Hold an active, unrestricted license to practice medicine or a health profession

e Are board-certified

e Areinthe same profession and in a similar specialty as typically manages the condition

e Are neither the individual who made the original non-certification nor the subordinate of such
individual

e Have no conflicts of interest with the patient, attending physician, or facility being reviewed.

There are two types of reconsiderations potentially available - expedited or standard. Instructions on
how to initiate each type of appeal are included in the adverse determination letter Comagine Health
sends.

16.1 Expedited Reconsideration
16.1.1 Definition

Expedited reconsideration is an appeal of an adverse determination in a case involving urgent care.

16.1.2 Process and Procedures

A request for an expedited reconsideration may be made by the Comagine Health Provider Portal or
fax within two business days of the date that appears at the top of the Non-Certification Letter if the
recipient has not yet been discharged. If an expedited appeal request is filed after two business days,
Comagine Health will respond to that request through the standard appeal process.

How to Request an Expedited Appeal from the Comagine Health DC Office

Requests for expedited appeals should be directed as follows:

Provider Portal: https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin
Fax: (800) 731-2314

Upon receipt of the request for an expedited appeal, the following will occur:

e Comagine Health will notify all appropriate parties of the request.
e Comagine Health will, if needed, request that any additional medical information necessary for the
appeal review be submitted to us within two hours.

Page 45


https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin

¢ The case will be referred to a Comagine Health physician reviewer who is licensed and/or
accredited in the appropriate specialty or subspecialty who is not the same individual who initially
reviewed and non-certified the review.

* The physician reviewer will review the medical information.

e If the physician reviewer reverses the non-certification decision, the Comagine Health
representative will issue a certification number and length of stay (if applicable) and will notify all
appropriate parties telephonically and in writing.

e If the physician reviewer modifies the decision or upholds the adverse determination, the
requesting physician or facility will be notified telephonically and in writing.

e The DC MMIS will be updated electronically accordingly if decision is either reversed or modified.

e Notification with the review outcome, including clinical rationale will be sent to the recipient,
attending physician as appropriate, and facility.

If the recipient, attending physician, or facility disagrees with the expedited outcome, a standard
appeal may be filed.

16.2 Standard Reconsideration

16.2.1 Definition

Standard reconsideration is an appeal of adverse determination. It is not an expedited appeal. In most
cases, standard appeals will not relate to cases involving urgent care. However, standard appeals may
also include secondary appeals.

16.2.2 Process and Procedures

A request for a standard reconsideration must be made through the Comagine Health Provider Portal
or fax within 21 days (for all review types with the exception of Medical Eligibility Nursing Home
Reviews and Dental Reviews) of the date shown on the Non-certification Letter. A request for a
standard reconsideration for Medical Eligibility Nursing Home Reviews and Dental Reviews must be
made within 30 business days of the date shown in the non-certification letter. Requests may also be
made via telephone, followed by a written request.

How to Request a Standard Appeal from the Comagine Health DC Office

Requests for standard appeals should be directed as follows:

Provider Portal: https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin
Fax: (800) 731-2314

Any request for reconsideration of an adverse determination will be reviewed by a Comagine Health
physician/practitioner consultant licensed and/or accredited in the appropriate specialty or
subspecialty as the attending physician but will not be the same individual(s) who initially non-certified
the review or the expedited appeal, if applicable.
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Comagine Health will issue the reconsideration decision within 14 days of receipt of the request for a
standard appeal; and issue a notice of determination within five (5) days of the decision to the
recipient and the provider. All appropriate parties will be notified in writing of Comagine Health’s
determination to uphold, reverse, or modify the initial non-certification decision.

Comagine Health’s reconsideration decision will take precedence over the initial adverse
determination or the expedited appeal decision, if applicable. For example, if the appeal review
certifies more facility days than the original review, then more facility days will be recommended for
certification.

16.3 DC DHCF Fair Hearing Rights for Recipients

The DC, DHCF Fair Hearing procedure is the process by which recipients can contest the Comagine
Health non-certification decision. Recipients may request a fair hearing by phone or in writing to the
Fair Hearing representative at DC Office of Administrative Hearings within 90 days of the date on
Comagine Health’s adverse determination or reconsideration determination letter non-certifying the
service.

For Nursing Home denials, if a recipient requests a fair hearing within thirty (30) calendar days of the
postmark date on the date of notice, the DC Medicaid program will continue to pay for the nursing
facility costs while your appeal is pending.

Recipients may still request a hearing after thirty (30) calendar days of the postmark date on this
notice, but the request must be filed no later than ninety (90) calendar days of the postmark date of
the notice letter. If the request is filed after the thirty (30) calendar day period, the DC Medicaid
program will not pay for the nursing facility costs during the appeal. The request must state the
rationale for requesting a Fair Hearing.

The address and phone number to request a fair hearing:

Office of Administrative Hearings
One Judiciary Square

441 4th Street, NW

Suite 450 North

Washington, DC 20001
Telephone: (202) 442-9094

Fax: (202) 442-4789

You may also call, write, or visit the Office of the Health Care Ombudsman at:

441 4th Street, NW, 2nd Floor
Washington, DC 20001
Telephone: (202) 724-7491 or 1-877-685-6391
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Fax: (202) 535-1216
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Section 17. Potential Quality of Care Reviews

Comagine Health is committed to promoting optimum quality of care for all recipients and therefore
will use the Centers for Medicare & Medicaid (CMS) Physician Reviewer Assessment Form (PRAF) “C”
Category of Concern codes to assess quality of care in various settings while performing reviews
(please refer to Appendix E) .

The facility and attending physician are responsible for delivering the utmost quality of care for their
patients. The Comagine Health clinical reviewer is responsible for identifying potential quality of care
concerns regarding DC Medicaid recipients. Potential quality of care concerns may be identified during
all types of reviews, including retrospective chart reviews.

17.1 Process

If the Comagine Health clinical reviewer identifies a potential quality of care concern, when performing
a review, the situation will be handled in one of two ways:

e If the clinical reviewer determines that the recipient’s quality of care is currently being
compromised, a Comagine Health physician (medical director or P/PC) will be consulted. If the
Comagine Health physician concurs that there is a potential quality of care concern, Comagine
Health will refer the case to DHCS for further action.

e If the clinical reviewer determines that there is a potential quality of care concern, but the
recipient’s care is not currently being compromised, a Comagine Health physician (medical director
or P/PC (physician reviewer) will be consulted. If the Comagine Health physician concurs that there
is a potential quality of care concern, Comagine Health will refer the case to DHCF for further action
and obtain the records if requested.
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Section 18. Miscellaneous Reviews

Miscellaneous reviews are received directly from the DHCF by Comagine Health. These ad hoc reviews
require a specialized clinician (networks of clinicians) to render expert opinion.

18.1 Process

Comagine Health will review and provide an expert opinion on individual cases subject to review by
another entity but referred to us by the Contract Administrator for the purpose of determining
whether the service under review was reasonable, medically necessary, and appropriate. Individual
reviews will be performed by a Medical Reviewer (RN or Physician) with the components of the review
to be determined by the individual case. Comagine Health will prepare an individual letter with
outcomes documented for each individual review. This letter, which is the written report of findings,
will also serve as the Special Cases Report that is submitted to the DHCF Contract Administrator within
48 hours of review of special cases.
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Appendix A: Contact Information and Business Hours

Comagine Health District of Columbia Office
PO Box 34800

Washington, DC 20043

Phone: 1 (800) 251-8890

Fax Number: 1 (800) 731-2314

Business Hours:
Monday through Friday,

8:30 am to 5:00 pm Eastern Time

Holiday Schedule:

New Year’s Day, Martin Luther King Jr. Day, Presidents’ Day, Memorial Day, Juneteenth, Independence

Day, Labor Day, Columbus Day, Veterans’ Day, Thanksgiving Day, Christmas Day

Comagine Health District of Columbia Office Leadership
Folasade “Sade” Akinkuowo, RN, MSN, CCM

QIO Project Director, Comagine Health, District of Columbia
Phone: 1 (800) 949-7536, ext. 2995
fakinkuowo@comagine.org

Foster C. “Bud” Beall Jr., MA

Vice President, Care Management, Comagine Health
Office Phone:1 (800) 949-7536 ext. 2041
bbeall@comagine.org

DC, DHCF
Cavella Bishop, MBA, BSN, RN-BC, CCM
Program Manager for Clinicians, Pharmacy, and Acute Provider Services

Department of Health Care Finance
One Judiciary Square

441 4th St., NW Suite 900S
Washington, DC 20001

Office Phone: 1 (202) 724-8936
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Appendix B: DC DHCF 719A Form

Government of the District of Columbia
Department of Health Care Finance
Fee-For-Service Medicaid Program

7194 Prior Authorization Request

Patient

Prescribing Provider

Servicing Provider

Beneficiary Name

Provider Mame

Provider Mame

DEID Mumber

Provider Mumber | NP

Provider Mumber | P

agddress City, State, Zip

Address City, State, Zip

Address City, State, Zip

Telephone Number DOo& EX Telephone NMumbsar Telephone NMumbsar
Other Health Insurance Coverage Requested Service Beneficiany Location
Surgery m| DME O Home O
Medical m Pharmacy o ICF/ MR o
Dental m Eyewsar o Nursing Home o
Hospice m Other o Hospital o
Discharge Date: Home Health: o Skilled Nurse oPT oOT oSLP oHHA CPrivate Duty Office o
Requested Service Data
Diagnosis Code  |Procedurs Code - . . Time Required Frequency or |Estimated Charges
22 Description of Services, DME and Suppliss =4 ,q oy '8
Units
Justification
For Dental Usa only
DEMOTE THE TEETH ALREADY MISSING BY “i", TO BE EXTRACTED BY"¢", X-RAYS TAKEN BY V"
ol FACIAL FALIAL o2
L [£F 03 - 04 o5 o oy L] Lk 10 11 12 13 - 14 15 ia
R F F L
i g s B c o E F I H i i & E
o = LIMGLLAL LIFSLIAL = F
= =
H g 1 5 3] [} L O N L L K E I
T & =
£ =
az 31 30 29 28 27 26 25 24 23 22 21 20 19 12 17
a4 FACLAL FACIAL o3

For DME, Home Health, Private Duty Use Only

Requesting Physician Certification: | certify that | have documented that a Face-to-Face encounter, related to the primary reason the beneficiary requires Home Health or DME
senvices, oocurred on between the benaficiary and the allowed prascriber (listed below).

oPrimary Physican 2 Nurse Practitoner o Certified Nurse Mid-wife = Physidian Assistant = Acute or Post-Acute Physican

Mame of allowed prescriber: Title: Diate;
Durable Medical Equipment Face to Face Regulations
Oany HCPCS code for the following types of DME: +Transcutaneous Electrical Merve Stimulation [TEMS) unit  ++Rollabout chair  ++Traction-carvical

++0wyzen and Respiratory equipment ++Hospital beds and accessories
o Any item of BME that appears on the DMEPOS Fee Schedule with a price ceiling at or greater than 51,000.
o any other itern of DME that WS adds to the list of Specified Covered tems

signature of the Requesting Provider: | Cartify that the services requasted are medically indicated and necessary for the health of this | P'ATE

patient and that the foregoing information is true, acourate, and complete.
Title:

Signature;

F194 June 2018
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Appendix C: DC DHCF Form 1728 - Request for Nursing
Facility Level of Care

% W K  Government of the District of Columbia

B  Departtment of Health Care Finance

I

SECTION A: BENEFICIARY
LastMame: First: I Medicaid I1D: SEN:
Permanent Strest Address: City: ST ZIP:

Present Location of Beneficiary (if different than above):

MNursing Facility Level of Care

Form 1728

Birth date: Gender:

aM dF
Phone:

Date of Request:

SECTION B: LEVEL OF CARE

O Mursing Facility O Adult Day Treatment| QO Elderly & Individuals w/Physical Disabilties (EPD) Waiver

Reason

3 Return from hospital after Medicaid
bed-hold expired*

QA Transfer from EPD Waiver toNF A Initialassessment
Q Annual reassessment 2 Annual reassessment
Q Initial MF placement O Initial assessment Q Transferfrom MNF to EPD Waiver

A Conversionfrom other payor source to
Medicaid. Start:

Q Transfer from NF

*If Medicaid bed-hold days <18 days no level of care required

SECTION C: LEGAL REPRESENTATIVE O POA O LEGAL GUARDIAN O NA

Mame: Street Address: City:

ST ZIP:

SECTION D: BENEFICIARY FUNCTIONAL STATUS

Independent Supervision or Limited Assistance
Activities (needs no {needs oversight, encouragement orcueing or
help} highly involved, but requiring assistance)
ADLs:
Bathing a Q
Dressing a a
QOwerall Mobility a a
Eating jm m]
ToiletUse jm m]
JADLs:
Medication Management a a
Meal Preparation Q Q
Housekeeping a a
Money Management g g

Using Telephone

List additional suppoarting documents here:
Beneficiany ventilator dependent? O Yes O Mo

Page1 of3
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Extensive Assistance
or Totally Dependent

(may help, but cannot perform w/o
help from staff or cannot doforself a

all)
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* h X Government of the District _oi Columbia Nursing Facility Level of Care
B  Ccepartment of Health Care Finance Form 1728
|

MName of Person Completing Form: Title: Phone: Date:

Signature:

SECTION E: CLINICIAN ATTESTATIONS & AUTHORIZATIONS

Street Address: City: ST. | ZIP:
3 Physician Q Physician Assistant
HdMurse Practitioner
Phone: NP #: Date: Signature:
| certify the information in this section isaccurasteto | Print Name: Title:
the best of my knowledge and understand that
knowingly submitting insccurate, incomplete, or m Diate:

misleading information constitutes Medicaid fraud

SECTION F: QUALITY IMPROVEMENT ORGANIZATION AUTHORIZATIONS

Certification Period (forEFD only): Date:
Level of Care: O Mursing Facility DAdult Day Treatment O EPD Waiver

Authorized Signature: Comments:

| certify the information in this section isaccurateto | Print Mame: Title:

the best of my knowledge and understand that
knowingly submitting inaccurate, incomplete, or m Date:
misleading information constitutes Medicaid fraud

To submitthisform elecronically after completion, visit the Qualis Health Provider Portal at www. qualishealth.org. Thenselect one
ofthe choicesinthe Healthcare Professional Drop-Down Menu: DC Medicaid or Provider Resources. ou can obtain ad ditional

assistance in registeringfor the Qualis Health Provider Portal by contacting ProviderPortal Hel piiqualishealth. ora.

Revised Oct 18, 2015

Page 2 of 3
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Appendix D-1

Introduction

DENTAL GRID

The following criteria will help to standardize the provider's and consultant’s exercise of professional judgment. If the clinical condition of the patient reflects the
criteria required by and such information is fully documented by the provider, the consultant may grant approval if in his/her professional judgment the service
request is reasonable and consistent with the dental needs of the patient and conforms to the intent of the program.

Without sufficient acceptable diagnostic information, the consultant has no option but to deny approval or defer a decision. The necessity for the consultant to
obtain adeguate information and, thereby, to make a judgment on dental necessity is an integral part of the prior authorization process.

of evaluation should be described and documented.

Examples of conditions reguiring this type of
evaluation may include dento-facial anomalies,
complicated peric-prosthetic conditions, complex
temporo-mandibular dysfunction, facial pain of
unknown origin, cenditions requiring multi-
disciplinary consultation, etc.

A benefit once per six months per patient per
prowvider.

The following procedures are not a benefit when

provided on the same date of service with DO160:

a. periodic oral evaluation (D0120),

b. limited oral evaluation-problem focused (D0140),

. comprehensive oral evaluation- new or established
patient (DO150),

d. re-evaluation-limited, problem focused [established
patient; not post- cperative visit) (DO170),

&. office visit for observation |during regularly
scheduled hours-no other services performed
(D9430).

f. Consultation-diagnostic service provided by dentist
or physician ather than requesting dentist or
physician {Dental provider who billed for DO160
cannot also bill for 02310 on the same date of
SEMVICE.

conditions,

c. complex temporo-mandibular
dysfunction,

d. facial pain of unknown origin,

e. severe systemic diseases requiring
multi-dizciplinary consultation.

Code Description Criteria and Benefits Required Documentation Comments
D160 | DETAILED AND A detailed and extensive problem focused evaluation 1. Written documentation for prior Plans generally include an age restriction:
EXTENSIVE ORAL entails extensive diagnostic and cognitive modalities authorization shall include documentation of extensive oral evaluation cannot be
baszed on the findings of a comprehensive oral findings that supports the existence of one of adeguately completed on a patient under the
EVALUATION — evaluation. Integration of more extensive diagnostic the following: age of 3. DO145 is used for reimbursement
PROBLEM FOCUSED, modalities to develop a treatment plan for a specific a. dento-facdal anomalies, purposes. A comprehensive oral evaluation-
BY REPORT problem is required. The condition reguiring this type b. complicated peric-prosthetic new or established patient (D0150]), detailed

and extensive oral evaluation [DO160), or
comprehensive pericdontal evaluation
[DO180) is allowed for the same patient and
by the same dentist at a subsequent date,
after the patient reaches three years of age.

The dental provider may bill once per six
manths per same provider.
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cowerage criteria under the orthognathic surgery
coverage pelicy are met AND information
obtained by a CB/CT Scan is considered critical in
determining surgical plan for the avoidance of
disruption, invasion or fracture of a surrcunding
critical oral-facial structure.

Code Description Criteria and Benefits Required Documentation Comments
Limitation:
Either one comprehensive oral evaluation (DO150),
one detailed and extensive oral evaluation (DO1E0), or
one comprehensive periodontal evaluation [D0180) is
allowed
D03ed | COMNE BEAM CT Cone Beam CT is covered for the following indications: | Written documentation for prior Cone Beam CT refers to a tomographic
CAPTURE AND 1. Evaluation prior to one of the following oral authorization which includes rationale fior imaging beam that is concentrated o a
surgery indications: request and narrow field of the body, as in the case of
INTERPRETATION A Removal of maxillo-facial tumor, cyst, dental wiews. Multi-dimensional images of the
WITH LIMITED FIELD neoplasm or other pathologic entities that, A. The panoramic radiograph indicates that | hard tissue of the jaw are created to assist the
OF VIEW- LESS THAN due to their size and/or anatomic location, a deviation from a routine surgical dentist in diagnosis and treatment planning
ONE WHOLE JAW appear to encroach, impinge or are invested approach is probable and further data for the patient. Cone beam CT provides an
infen critical anatomic structures [i.e., necessary to plan such an approach; image of hard tissue that has no distortion
inferior alvaalar nerve, maxillary sinus); and is anatomically correct. Views may
B. Arthroplasty of Temporomandibular {TI) -OR- include cross-sectional axial, coronal, sagittal,
fossae or condyle, TM joint replacement; cephalometric, or panaramic.
C. Developmental mid-face syndromes such as B. Informaticn obtained by a C&/CT Scan is Indications that are not covered |list may not
cleft palate, Treacher-Collins syndromes, considered critical in determining a be all inclusive)
et surgical plan for the avoidance of
D. Surgical reconstruction of severe oral-facial dis"'-lPTiﬂf'u iI'I'l.'T.:IS.iDI'I, ar fracFu re of a 1 Conebeam CT iz not coverad when used
trauma [such as those resulting from motor surrounding critical oral-facial structure. in conjunction with non-covered dental
vehicle accidents, gunshot wounds, boating procedures.
accidents or other disfiguring traumal. 2. Cone beam CT is not covered for other
In addition, when Cone Beam CT is medically related dental indications not
requested prior to an oral surgery (a-d listed as covered.
above), one of the following criteria must
atso be satls.fle‘d: . - CT to assist with the dental implant
E. The panoramic radiograph indicates that a . .
. - . . evaluation and placement of the implant.
deviation frem a routine surgical approach is (D0364-D0367)
probable and further data necessary to plan ’
such an approach;
-0R-
F. Information obtained by a CB/CT Scan is
considered critical in determining a surgical
plan for the avoidance of disruption,
invasion, or fracture of a surrounding critical
oral-facial structure.
2. Evaluation prior to orthegnathic surgery when
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Code Description Criteria and Benefits Required Documentation Comments
Diagnesis for patients who present with
contradictory or nonspecific clinical signs and
symptoms associated with untreated or
previously endodontically treated teeth.
Treatment of teeth with the potential for extra
canals and suspected complex morphology, such
as mandibular anterior teeth, and maxillary and
mandibular premolars and molars, and dental
anomalies.
Identification and localization of calcified canals.
Clinical examination and 2-D intraoral
radicgraphy are inconclusive in the detection of
wertical root fracture.
Evaluation of the nonhealing of previous
endodontic treatment to help determine the
need for further treatment, such as nonsurgical,
surgical or extraction.
Monsurgical retreatment to assess endodontic
treatment complications, such as overextended
root canal obturation material, separated
endodontic instruments, and localization of
perforations.
Presurgical treatment planning to localize root
apex/apices and to evaluate the proximity to
adjacent anatomical structures.
D0365 | COME BEAM CT See [M0364 Written documentation for prior See DO364
CAPTURE AND authorization which includes rationale for
uest
INTERPRETATION red
WITH FIELD OF VIEW
OF ONE FULL DENTAL
ARCH - MANDIBLE
D0366 | CONE BEAM CT See D364 Written documentation for prior S5ee D036
CAPTURE AND authorization which includes rationale for
INTERPRETATION request
WITH FIELD OF VIEW
ONE FULL DENTAL
ARCH — MAXILLA,
WITH OR WITHOUT
CRANILUM
0367 | COME BEAM CT See D364 Written documentation for prior See D0364
CAPTURE WITH authorization which includes rationale for
request
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Code

Description

Criteria and Benefits

Required Documentation

Comments

INTERPRETATION
WITH FIELD OF VIEW
OF BOTH JAWS, WITH
OR WITHOUT
CRANIUM

D0470

STUDY MODELS/
DIAGNOSTIC CASTS

Also known as dizgnostic models or study models.
Benefits are available for diagnostic casts when taken
as an initial diagnostic aid in determining a patient’s
total treatment plan. Diagnostic casts are for the
evaluation of orthodontic benefits only.

A benefit:

a. once per provider unless specal circumstances are
documentad (such as trauma or pathology which
has affected the course of crthodontic treatment).

b. for patients under the age of 21.

c. for permanent dentition {unless over the age of 13
with primary teeth still present or has a cleft
palate or cranicfacial anomaly].

Limitation:

Fees for working models, such as those wtilized for
preparation of crowns, bridges, pericdontal surgical
stents, occlusal guards, nightguards etc. are not
considered diagnostic in nature and are included in
the fees for those procedures. The patient cannot be
billed separately for such werking models. If definitive
prosthetic treatment (crown, bridge, dentures) is
completed within 12 months after date of service of
diagnostic casts, the fee for diagnostic casts will be
deducted from the definitive treatment fee.

Rationale:
Diagnostic models are considered part of the overall
treatment rendered.

1. Diagnostic casts are required to be
submitted for orthodontic evaluation and
are reimbursed only upon authorized
orthodontic treatment. Do not send
original casts, as casts will not be
returned.

2. Diagnostic casts shall be free of voids and
be property trimmed with centric
occlusion clearly marked on the casts.

3. Photographs submission via the Comagine
Health Provider Portal is preferred.

There are other situations for which study
madels/diagnostic cases are needed:
DE0E0 (adolescent orthodontia)

and D&939 (unspecified orthodentic
procedure by report) may require study
models.

Oral Surgery (D7140-07960) guidelines state:
“For Procedure D7320 (alvecloplasty on an
edentulous quadrant.) If radiographs are not
sufficient to justify a need, [i.e., for soft tissue
procedures) additional diagnostic material
[photographs or models) and/or a statement
of justification must be presented.”

Bridees are a non-covered benefit without
prior authorization from the District of
Columbia Department of Health Care

Finance [DHCF].
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Code | Description | Criteria and Benefits

Required Documentation

Commentis

RESTORATIVE (PROCEDURES D2000-D2999)

General Policies, Procedure D2799;

1. D2732 (Interim Crown-Further Treatment or Completion of Diagnosis Mecessary Prior to Final Impression).

02799 | Provisional Crown- 1. D2759 |s mot to be used as a temporary

Further Treatment or crown for routine crown restoration
R procedures.

Completion of 2. D2759 is placed for an extended period of
Diagnosis Necessary time (generally & months or more] to allow
Prior to Final for other treatment and/or completion of
Impression) is a diagnosis prior to the final
cavered benafit impression restoration.
under DC Medicaid.

Bt

Pre-operative radiograph of the tooth.

Full Mouth series of radiographs.

Marrative of Medical necessity must
incluede how long the Interim crown will be
utilized as an interim crown.

Reguires a tooth number.

rage ou
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ENDODONTICS (PROCEDURES D3110-D3450)

General Policies, Procedures D3110-D3450:
1. Includes those procedures which provide complete root canal filling on permanent teeth and pulpotomies (pulpectomies) on both deciduous and permanent teeth. Root canal therapy is

covered if dentally necessary. It is dentally necessary when pathology is present, when the tooth is nenvital or the pulp has been compromised by caries, trauma, or accdent which may lead
to the death of the pulp, and the criteria set forth in this manual.

2. The prognosis of the affected tooth, other remaining teeth, and the type of final restoration allowable will be evaluated in considering root canal therapy.

3. Authorization and reimbursement for root canal treatment includes, but is not limited to, any of all of the following procedures:
a. Any incision and drainage or open and medicating procedure necessary in relation to the root canal therapy.
b. Viality test.
c. Radiographs reguired during treatment including final treatment radiographs.
d. Culture.
e. Medicated treatment.
f. Final filling of canal(s).
g. Final treatment radicgraphs|s).

4. The initial opening into the canal, sealing of the access opening, all treatment visits and routine post-operative visits are included in the fee for the completed endodontic treatment.
5. Mecessary postoperative care within a ninety [20)-day period is included in the reimbursement fee.

6. Mecessary retreatment within a two [ 2)-year peried is included in the fee for completed endodontic treatment. The time limitation does not apply when the re-treatment procedure is
performed by a different provider/office.

7. Rootcanal therapy is not a benefit when extraction is appropriate for a tooth with a fractured root, external or internal resorption, or one that is easily replaced by addition to an existing
removable dental appliance.

8. FRoot canal treatment must be completed prior to the reguest for reimbursement.

9. The date of service on the reimbursement request should reflect the final treatment date.

10. Cement bases, and insulating liners are considered part of restorations and are included in the fee for the completed restoration{s).

11. Permanent restoration for an endodontically treated tooth is a benefit when the coverage criteria specified in this manual for the particular restoration are met.

12. A non-resorbable filling material and a resorbable paste or cement should be used (silver points are not acceptable).

13. Radicgraphs are taken as part of the root canal therapy are part of and included in the fee for the completed endodontic therapy.
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ROOT CANAL THERAPY (PROCEDURES D3310-D3348)

this manual.

the canal filling.

General Policies, Procedures D3310-D3348:
1. Retreatment procedures D3346 (anterior), 03347 (bicuspid), and 03348 (molar), are benefits with prior authorization for any permanent tooth and subject to criteria for coverage set forth in

b. The tooth is necessary to maintain adequate masticatory function; and

4. Reoot canal therapy (03310-03330) may be performed without prior authorization.

6. Radiographs taken as part of the root canal therapy are part of and included in the reimbursement for the root canal therapy.

2. Periapical precperative diagnostic radiographs of the invalved tooth [teeth), additicnally sufficient radicgraphs or other diagnostic material to establish the integrity of the remaining teeth
and arches are required for prior authorization of permanent roct canal therapy or retreatment of a previows root canal.

3. Root canal therapy is a benefit for permanent teeth when dentally necessary and the final post-treatment restoration of the treated tooth will afford acceptable retention longevity; and:
a. Missing teeth do not jeopardize the integrity or masticatery function of the dental arches; and

. Periodontal condition of the tooth and the remaining teeth must be no more involved than Pericdontal Case Types Il and Ill, as defined in General Policies - Periodontics procedures D4210
[Gingivectomy or Gingivoplasty) and D4920 [unscheduled dressing change).

5. All endodentic treatment procedures include the removal of posts, silver peint and previous root canal filling material, and any procedures necessary to prepare the canals for placement of

ENDODONTIC RETREATMENT (PROCEDURES D3346-D3348)

= Apical pathology or a draining fistula.

The existing root canal fill is inadequate (poorly condensed, overfilled, underfilled).

= Lingering pain from percussion or temperature.

= Teath must exhibit a minimum of 50% bone support

This procedure may include the removal of a post, pin(s), old root canal filling material, and the procedures necessary to prepare the canals and place the canal filling. This includes complete root
canal therapy. A request for endedontic re-treatment must meet at least one of the following criteria:

03346 | RETREATMENT OF
PREVIOUS ROOT
CAMAL ANTERIOR

An allowance for retreatment will be made when a
root canal previously completed by another dentist
has failed and retreatment is indicated.
Retreatment within 24 months by the same dentist
must be reviewed by the Dental Consultant.

1. Radiographs for prior authorization -
submit arch and periapical radiographs
demonstrating the medical necessity for
retreatment.

2. Written documentation for prior
authorization - if the medical necessity is
not evident on the radiographs,
documentation shall include the rationale
for retreatment. Provide the date of the
previous root canal obturation i
performed by the same provider.
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If a fistula is present, an oral photograph
of the respective tooth must be provided.

. Pericdontal Charting

4. Requires a tooth number.

D3347

RETREATMENT OF
PREVIOUS ROOT
CAMAL THERAPY -
BICUSPID

An allowance for retreatment will be made when a
root canal previously completed by another dentist
has failed and retreatment is indicated.
Retreatment within 24 months by the same dentist
must be reviewed by the Dental Censultant.

. Radiographs for prior authorization -

submit arch and periapical radiographs
demonstrating the medical necessity for
retreatment.

. Written documentation for prior

authorization - if the medical necessity is
nat evident on the radiographs,
documentation shall include the rationale
for retreatment. Provide the date of the
previgus root canal obturation for the
respective tooth if performed by the same
provider.

If a fistula is present, an oral photograph
of the respective tooth must be provided.

. Pericdontal charting.

. Requires a tooth number.

03348

RETREATMENT OF
PREVIOUS ROOT
CANAL - MOLAR

An allowance for retreatment will be made when a
root canal previously completed by another dentist
has failed and retreatment is indicated.
Retreatment within 24 months by the same dentist
must be reviewed by the Dental Consultant.

1 Radiographs for prior autheorization -

submit arch and periapical radiographs
demonstrating the medical necessity for
retreatment.

. Written documentation for prior

authorization - if the medical necessity is
not evident on the radiographs,
documentation shall include the rationale
for retreatment. Provide the date of the
previous root canal obturation for the
respective tooth if performed by the same
provider.

If a fistula is present, an oral photograph
of the respective tooth must be provided.

3. Pericdontal Charting.
4. Requires a tooth number.
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APEXIFICATION/ RECALCIFICATION (PROCEDURES D3331-D3353)

trauma or carnes.

General Policies, Procedures D3351-D3353:

1. Apexification/Apexogenesis is defined as a technique for encouraging continued root formation and apical closure in teeth with incomplete apical development when the pulp is affected by

2. Final cbliteration of the root canal(s) may be accomplished when a radiograph indicates sufficient apical formation. The criteria for authorizing root canal treatment also apply to apexification
and must be present prior to the initial pulpotomy treatment.

3. Mot reimbursed when procedure D3351 |apexification/recalcification, pulpal regeneration — initial visit (apical dosure/calcific repair of perforations, root resorption, pulp space disinfection,
etc. |, D3352 [apexification/recalcification - interim medication replacement (apical closure/calcific repair of perforations, root resorption, pulp space disinfection, etc.), or 3353
|apexification/recalcification, final visit), and a completed root canal treatment are performed on the same tooth on the same day.

D3351 | APEXIFICATION/
RECALCIFICATION/
PULPAL REGENER-
ATION - INITIAL VISIT
{APICAL CLOSURE/
CALCIFIC REPAIR OF
PERFORATIONS,
ROOT RESORPTION,
PULP SPACE
DISINFECTION, ETC.)

Includes opening tooth, preparation of canal spaces,
first placement of medication and necessary
radiographs. [This procedure may include first phase
of complete roct canal therapy).

A benefit:
3. Dnoe per permanent tooth.
b. fior patients under the age of 21.

Mot a benefit:

a. for primary teeth.

b. for 3rd maolars, unless the 3rd molar occupies the
1st or 2nd molar position or is an abutment for an
existing fixed partial denture or removable partial
denture with cast clasps or rests.

c. on the same date of service as any other

endodontic procedures for the same tooth.

This procedure includes initial opening of the tooth,
performing a pulpectomy, preparation of canal
spaces, placement of medications and all treatment
and post treatment radicgraphs.

1. Radiographs for prior authorization —
submit perapical radiegraphs.

2. Requires a tooth number.

3. If an interim medication replacement is
necessary, use apexification/
recalcification- interim medication
replacement {apical closure/calcific repair
of perforations, root resorption, etc.)
(D3352).

4. Upon completion of apexification,’
recalcification, prior authorization for the
final root canal therapy shall be submitted
along with the post-treatment radiograph

to demonstrate sufficient apical formation.
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APICOECTOMY/PERIRADICULAR SERVICES (PROCEDURES D3410-D3473)

General Policies, Procedures D3410-D3503:
1. Apicoectomy/Periradicular Services, procedures D3410, 03421, D3425 and 03426 do not require pricr authorization. D3471-03473 require prior authorization.

5. Mot a benefit in comjunction with root canal therapy.

4. Procedurs 03426 (apicoectomy, each additional reot) is reimbursed for a maximum of three (3] roots per tooth.

2. Apicoectomy/Periradicular surgery, proceduraes D3410, 03421, 03425, and D3426 are defined as the excisicn of the apical portion of the root of a previously endodontically treated tooth to
remaove the diseased tissue.

3. These procedures may be indicated when an abnormality or blockage of the root end prevents the deaning and sealing of the apical portion of a reot canal through a coronal appreach and
the tooth remains symptomatic. They may also be indicated if the tooth is asymptomatic as clinically indicated. This occurs most commonly when there is severe apical curvature, blockage
of the canal by calcific deposits, dentinal shavings or pulp chamber debris, or when a canal wall has been perforated or “shelved” during canal enlargement.

4. 03423 can only be used for a tooth contiguous to
the tooth approved for D3428.

5. Periradicular surgery {03471, D3472 and D3473)
for the respective tooth must be approved.

[*5]

D3428 | BONE GRAFT IN 1. Radiographs for prior authorization -

CONJUNCTION WITH 1. Periradicular surgery requires bone removal to submit arch and periapical radiographs

access the root area being treated and can hinder the demanstrating the medical necessity.
PERIRADICULAR long-term prognosis for the tooth. . B }
SURGERY- PER 2. ertten.dm_:ume_ntatlnn fu::-r pricr o
TOOTH, SINGLE SITE | 2. A bone graft (D3428) is placed to enhance the authorization - if the medical necassity is

healine nrocess for the toath not evident on the radicgraphs,

EF ) documentation shall indude the rationale

3. Involves the use of non-autogenous graft to and the identity of the root that requires

stimulate bone growth when periradicular pathology treatment.

has led to the deformity of bone. 3. Requires a tooth number.

4. 03428 includes any non-autogenous graft material.

5. Periradicular surgery {03471, D3472, and D3473)

for the respective tooth must be approved.

D3429 | BONE GRAFTIN 1 SEE 03423 1. Radiographs for prior authorization -
CONJUNCTION WITH ’ submit arch and periapical radiographs
PERIRADICULAR 2. 03428 must be approved for the respective tooth. demonstrating the medical necessity.
SURGERY-EACH 2. Written documentation for prior
ADDITIOMNAL 3. 03423 is utilized when an additional bone graft is authorization - if the medical necessity is
CONTIGUOUS TOOTH | Placed in a tooth contiguous to the graft placed on not evident on the radiegraphs,

IN THE SAME the tooth approved for D3428. documentation shall include the rationale
SURGICAL SITE and the identity of the root that requires

treatment.

. Requires a tooth number.

rage vo
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p3432 GUIDED TISSUE 1. 03432 is used for the regeneration of tissue 1. Radiographs for prior autharization -
REGEMNERATION, - . A ) submit arch and periapical radiographs
RESORBABLE associated with periradicular surgery and is requested demonstrating the medical necessity.
as a separate procedure.
BARRIER, PER SITE, 2. Wrritten documentation for prier
IN COMNJUNCTION 2. A barrier membrane is placed to stabilize the authorization - if the medical necessity is
WITH periradicular surgery site so that new bone can not evident on the radicgraphs,
PERIRADICULAR l‘nHtI.JI'E and h.eal without interference from the -:ll:lcume!'ltatiu:?n shall include the ratiu::fnale
healing soft tissue. and the identity of the root that requires
SURGERY treatment.
3. This type of barrier membrane is resorbed and .
does not require a second surgery for removal. 3. Requires a taoth number.
4. Periradicular surgery {03471, 03472, and D3473)
for the respective tooth must be approved.
D3471 SURGICAL REPAIR OF | For surgery an root of anterior teeth. 1. Radiographs for prior authorization -
iﬁ_{:gnl;l;iﬂﬂl'ﬂﬂﬂ There is evidence of external root resorption on the :;bmt arch_a nd peria pufal mdlugrflph:s
respective tooth. maonstrating the medical necessity.
2. Written documentation for pricr
D3471 does not include retrograde filling material authorization - if the medical necessity is
placement. not evident on the radicgraphs,
documentation shall include the rationale
A benefit for permanent and the identity of the root that requires
teeth only. treatment.
Mot 3 benefit- 3. Requires a tooth number.
a. To the original provider within 30 days of root canal
therapy except when a medical necessity is
dooumented.
b. To the original provider within 24 months of a prior
Apicoectomy/Periradicular surgery, same root.
. The same date of service as procedures D3410,
D3421, 3425, or D3426.
The fee for this procedure includes all treatment and
post treatment radiographs.
D3472 SURGICAL REPAIR OF | For surgery on root of premalar teeth. 1. Radiographs for prior authorization -
EESMT :E:::RPT.D" There is evidence of external root resorption on the :;bm't arch_a nd peria Fl!3| mdlugrflphs
respective tooth. maonstrating the medical necessity.
2. Written documentation for prior
D3472 does not include retrograde filling material authorization - if the medical necessity is
placement. not evident on the radicgraphs,
documnentation shall include the rationale
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A& benefit for permanent
teeth only.

Mot a benefit:

a. To the original provider within 20 days of root canal
therapy except when a medical necessity is
documented.

b. To the original provider within 24 menths of a prier
Apicoectomy//Periradicular surgery, same roct.

. The same date of service as procedures D3410,
D3421, 03425, or D3426.

The fee for this procedure includes all treatment and
post treatment radiographs.

and the identity of the root that requires
treatment.

3. Requires a tooth number.

D3473

SURGICAL REPAIR OF
ROOT RESORPTION-
MOLAR

For surgery on root of molar teeth.

There is evidence of external root resorption on the
respective tooth.

D3473 does not include retrograde filling material
placement.

A benefit for permanent
teeth only.

Mot a benefit:

a. To the original provider within 30 days of root canal
therapy except when a medical necessity is
dooumented.

b. To the original provider within 24 months of a prier
Apicoectomy/Periradicular surgery, same root.

c. The same date of service as procedures D3410,
D3421, 03425, or D3426.

The fee for this procedure includes all treatment and
post treatment radiographs.

1. Radiographs for prior authorization -
submit arch and periapical radiographs
demonstrating the medical necessity.

2. Written documentation for prior
authorization - if the medical necessity is
not evident on the radiographs,
documentation shall include the rationale
and the identity of the root that requires
treatment.

3. Requires a tooth number.
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OTHER ENDODONTIC PROCEDURES

D3921

DECOROMNATION OR
SUBMERGENCE OF
AN ERUPTED TOOTH

The purpose of decornation or submergence of
an erupted tooth and then retenticon of the root
is to preserve ridge height and width of bone
surrounding the retained root until the patient is
ready for the placement of an implant or
prosthesis that depends on adeguate bone for
suppaort.

A Decoronation or submergence procedure is
performed to remove the dinical crown and
gutta percha from the roots wherein the
remaining root structure and surrounding bone
is mot affected.

After an appropriate interval, the remaining root
iz remowved, and the implant or prosthesis is
placed.

The procedure is performed when an extraction
is contraindicated due to the risk of medication
or radiation induced osteonecrasis.

1. Radiographs for prior authorization -
submit arch and periapical radiographs
demonstrating the medical necessity.

2. Narrative to support the medical necessity
to preserve the alveolar bone to maintain
adeguate width and height of the alvealus
far the respective tooth for future implant
placement.

3. Requires a tooth number.
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PERIODONTICS (PROCEDURES D4000-D4999): General Policies and Procedures

Radiographs must be less than one (1) year old and of diagnostic quality, showing the entire treatment site.

Required Periodontal Charting:
*  Must be dated within 1 year of request and include the patient's full name.,
* Current periodontal charting taken (no more than 12 months old) w/4-6 probing depths per tooth

General policy for all periodontal surgical procedures - Periodontal surgical procedures include all necessary postoperative care, finishing procedures, evaluations for three months, as well as any
surgical reentry, except soft tissue grafts, for 24-36 months depending on the procedure. When a surgical procedure is billed within three months of the initial surgical procedure by the same
dentist/dental office, the fee for the surgery is DISALLOWED. In the absence of documentation of extraordinary circumstances, the fee for additional surgery by the same dentist/dental office for
24 months is DISALLOWED.

Pericdontal procedures shall be a3 benefit for patients aged 13 or older. Pericdontal procedures shall be considered for patients under the age of 13 when unusual circumstances exist such as
aggressive periodontitis and drug-induced hyperplasia and the medical necessity has been fully documented.

Current periapical radicgraphs of the involved areas and arch radiographs are required for pericdontal scaling and root planing procedures (04341 and D4342)) for prior authorizations. A
panoramic radiograph alene is non-diagnostic for periodontal procedures.

Gingivectomy or gingiveplasty (04210 and D4211) are a benefit once per quadrant in a 36-month period and shall not be authorized wuntil 30 days following scaling and root planing {04341 and
D4342) in the same quadrant. Patients shall exhibit a minimum of one Smm+ pocket and radiographic evidence of moderate to severe bone loss to qualify for osseous surgery.

Gingivectomy or gingivoplasty (04210 and D4211) includes three months of post-operative care and any surgical re-entry for 36 months. Documentation of extraordinary circumstances and/or
medical conditions will be given consideration on a case-by- case basis.

Scaling and roct planing (04241 and D4342) can be authorized in conjunction with prophylaxis procedures (D1110 and D1120). However, reimbursement shall not be made for any prophylaxis
procedure if the prophylaxis is performed on the same date of service as the scaling and root planing.

Gingivectomy or gingiveplasty (D4210 and D4211) and oszeous surgery (04260 and D4261) includes frenulectomy (frenectomy or frenotomy) (D7960), frenuloplasty {D7963) and/or distal wedge
performed in the same area on the same date of service.

PERIODONTICS (PROCEDURES D4210-D45920)

General Policies, Periodontal Procedures D4210-4920:
1. Pericdontal Definitions.
a. Type I-Gingivitis; inflammation of the gingiva, characterized dinically by gingival hyperplasia, edema, retractability, gingival pocket formation, pocket depth less than 4mm and no bone
loss.
b. Type |I-Early periodontitis; progression of gingival inflammation into the alveclar bone crest and early bene loss resulting in moderate pocket formation (4-&mm).
c. Type |ll- Moderate pericdontitis; 2 more advanced state with increased destruction of periodontal structures associated with moderate-to-deep pockets (5-8mm), moderate-to-severe
bome loss and tooth mobility.
d. Type IV-Advanced pericdontitis; further progression of pericdontitis with severe destruction of the periodontal structures with increased pocket depth, usually greater than 7-Bmm with
increased tooth mobility.
&. Type V-Refractory periodontitis; continues demonstration of numercus sites of pericdontitis where loss of attachment is progressing, even after traditional therapy has been completed
and good home care is evident.

2. Periodontal care shall be limited to those patients:
a. Who exhibits generalized periodontal pocket depths in excess of 4-5 mm.
b. Whao has a minimum of one isolated pocket 5 mm or greater in depth per quadrant, and
c. Where the isolated pockets of 5 mm or greater in depth hawve failed to respond to conservative treatment, including emergency treatment of periodontal abscesses.

3. Subgingival curettage, in the generally accepted sense, is a surgical service invelving removal of the epithelial lining, granulation tissue, and other pocket contents, and includes the planing of
the root surface to remove deposits and smoothing of the root surfaces. It is performed for patients with generalized pocket depths within the range of more than 4-5 mm and a minimum of
one isclated pocket over 5 mm in depth per guadrant. This procedure is usually performed with local anesthesia.
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4. Pericdontal services shall be approved on an ordered schedule initially encompassing only the direct, least invasive measures.

5. Inorder to make a fair evaluation of prior authorization requests for periodontal procedures the following infermation shall be included with the request:
a. Diagnostic radiographs dated within 1 year of the request.

b. Periodontal charting of pocket depths, bone koss, furcation invalvement, bleeding on probing and maobility of all teeth, in addition te charting missing and tocth treatment planned for
extraction. Additiecnal documentation of recession is also a consideration, as it points to one aspect of the preexisting condition of the hard and soft tissue.

6. Guidelines for Reviewing Pericdontal Treatment.
a. Case Type | is essentially gingivitis, little or no bone loss. Prophylaxis shall be adequate to control these cases. Authorization for sub-gingival curettage, muco-gingival or osseous surgery for
these cases shall not be granted.
b. Case Types |l and [l {Early to moderate periodontitis, deep pockets (4-& mm+), moderate to severe bone loss. The major emphasis of periodontal care coverad under the DDSGP shall be
the treatment of Case Types |l and Ill, provided in an ordered schedule of services. Generally, initial treatment shall be limited to nonsurgical services such as sub-gingival curettage,

followed by an evaluation period of a minimum of four (2] weeks.
. Case Type IV [deep pockets, severe bone loss, advanced mobility patterns) and Case Type W treatment plans shall not be authorized or rendered.

GINGIVECTOMY OR GINGIVOPLASTY (PROCEDURES D4210-D4212)

General Policies, Procedures D4210-D4211:
1. Gingivectomy or gingivoplasty procedures 04210 and 04211, are benefits in the treatment of moderate to deep gingival pockets (4-5 mm), moderate to severe bone loss, and include the
remaoval of the soft tissue side of the pocket, eliminating the pocket, and creating a new gingival contour.

2. The guadrant shall be indicated on the reqguest for prior authorization.

3. Procedures D4210/04211 (gingivectomy or gingivoplasty) may be allowable when an isolated pocket(s] has not responded to conservative treatment.
a. Any combinations of gingivectomy or gingivoplasty [procedures D4210 or D4211), gingival flap procedures including root planing procedures (D4240/D4241) are benefits once in thirty-six
{36) months in the same quadrant.
b. This procedure requires pericdontal charting of the patient's entire dentition.
4. Procedures D4210/D4211 (gingivectomy or gingivoplasty) may be allowable where a drug-induced hyperplasia is exacerbated in isolated areas.

E. These surgical procedures are directed at correction of the soft tissue around the teoth. Gingivectomy is the excision of the soft tissue wall of the periodontal pocket when the pocket is
uncomplicated by extension into the underlying bone. Gingivoplasty is the procedure by which gingival deformities (particularly enlargements) are reshaped and reduced to create normal and

functional form.

6. When muco-gingival procedures and osseous surgery are performed in the same quadrant and in the same treatment episode, the procedure code for the most inclusive procedure is
appropriate for the quadrant.

Da210 GINGIVECTOMY OR Itis performed to eliminate supra-bony pockets or to 1. Quadrant , current pericdontal charting (no
GINGIVOPLASTY- restore normal architecture when gingival maore than 12 months old) with & points
enlargements or asymmetrical or unaesthetic per tooth and narrative describing
FOUR OR MORE topography is evident with normal bony condition of the tissue.
CONTIGUOUS TEETH configuration. Count tooth bounded spaces for pocket
OR TOOTH BOUNDED | reduction surgery that includes a flap procedure 2. Full Maouth Series of radiographs.
SPACES PER (D4240). Do not count tooth bounded spaces for

3. Photographs for prior authorization- submit

04210, D4341; tonly "di ed
! + count omly - clssas photographs of the invelved arsas.

teeth/periodontium." A tooth bounded space is the
edentulous area bounded by two qualifying teeth. A 4_Written documentation for pricr

tooth bounded space counts as one space irrespective authorization — shall include a definitive
of the number of teeth that would normally exist in pericdontal diagnosis.

the space.

QUADRANT
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A benefit:

a. for patients aged 13 or older except in unusual
circumstances

b. once per guadrant every 36 months

This procedure cannot be prior authorized within 30
days following pericdontal scaling and root planning
{04341 and D4342) for the same quadrant.

mn

. A current and complete pericdontal

evaluation chart is reqguired for prior
authorization except in cases of pseudo-
pockets as a result of gingival hyperplasia,
which is demonstrated on a photograph.

. Requires a quadrant number.

b

Photographs for prior authorization- submit
photographs of the respective teeth for
the reguest.

D4211 | GINGIVECTOMY OR Itis performed to eliminate supra-bony pockets or to 1. Quadrant, current periodontal charting [no Benefit exceptions for individuals <age 13 will
GINGIVOPLASTY - restore normal architecture when gingival maore than 12 months old) with & points be considered in exceptional circumstances as
enlargements or asymmetrical or unaesthetic per tooth or narrative describing condition | concomitant medical conditions and/or
ONE TO THREE topography is evident with normal bony of the tissue wholesale neglect of dental care.
CONTIGUOUS TEETH, configuration.
OR TOOTH BOUMNDED | Crown lengthening involving soft tissue only is 2. Full Maowth Series of radiographs.
SPACES PER appropriately coded as D4211.
QUADRANT A benefit: 3. Photographs for prior authorization- submit
a. for patients aged 13 or older. photographs of the involved areas.
b. once per guadrant every 36 months. 4_Written documentation for prior
B . . . authorization — shall include a definitive
This procedure cannot be prior authorized within 30 ) - )
. . . . periodontal diagnosis.
days following pericdontal scaling and root planning
{04341 and D4342) for the same quadrant. 5. A current and comiplete pericdontal
evaluation chart is reqguired for prior
authorization except in cases of pseudo-
pockets as a result of gingival hyperplasia,
which is demonstrated on a photograph.
6. Requires a quadrant number.
7. If four or more diseased teeth are present
in the quadrant, use gingivectomy or
gingivoplasty (D4210).
D4A212 | GINGIVECTOMY OR ‘When rendered on the same date as the preparation 1. Current periodental charting {no more than
GINGIVOPLASTY TO of @ crown or other restoration it is included in the 12 months old) with 6 points per tooth or
ALLOW ACCESS FOR global fee for the restoration. :::Ji;.lm describing condition of the
RESTORATIVE Gingivectomies for restorative access should idealky
PROCEDURES PER be followed by an appropriate healing pericd before 2. Full Mouth Series of radiographs.
TOOTH placing the restoration.
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4. & current and complete pericdontal
evaluation chart is reqguired for prior
authorization.

5. Marrative of Medical necessity.

6. Requires a tooth number.

OTHER PERIODONTAL SURGERY (PROCEDURES D4240- D4261)
D4240 GINGIVAL FLAP A soft tissue flap is reflected or resected to allow 1. Current periodental charting {no more than
PROCEDURE debridement of the root surface and the removal of 12 months old) with 6 points per tooth and
granulation tissue. narrative describing condition of the
INCLUDING ROOT —
PLANNING — FOUR This procedure is performed in the presence of 2. Full Maouth Series of radiographs.
OR MORE meoderate to deep probing depths, loss of attachment,
d t intai theti d for i d
CONTIGUOUS TEETH | 2 neaa I maintain &5 £ BNEEC TAr INErease 3. Photographs for prior authorization- submit
OR TOOTH BOUNDED access to the root surface and alveolar bone, or to hato his of the imvolved
determine the presence of a cracked tooth, fractured photographs of the Involved areas.
SPACES PER root, or external root resorption. 4. Narrative of Medical necessity.
QUADRANT .
Scaling and root planing procedures (D4341, D4342) 5. Requires a quadrant number.
do not precede this procedure. Scaling and root
planing are included with D4240.
One 04240 per guadrant per 24 months
04241 | GINGIVAL FLAP A soft tissue flap is reflected or resected to allow 1. Current periodontal charting {no more than
PROCEDURE debridement of the root surface and the removal of 12 menths old) with & points per tooth and
granulation tissue. narrative describing condition of the
INCLUDING ROOT tissue.
PLANMMNING — ONE TO This procedure is performed in the presence of
THREE CONTIGLUOUS moderate to deep probing depths, loss of attachment, | 2. Full Mouwth Series of radiographs.
TEETH OR TOOTH a need to maintain esthetics, a need for increased
he root surface and alvealar bone, or to
BOUNDED SPACES accesstot . i ization- submi
determine the presence of a cracked tooth, fractured 3 Ph:tﬁm ph: fu;s:u.r autlhu:zatmn submit
PER QUADRANT root, or external root resorption. photographs of the Involved areas.
4. Marrative of Medical necessity.
Scaling and root planing procedures (D4341, D4342) )
do not precede this procedure. Scaling and root 5. Requires a quadrant number.
planing are induded with D4241.
One 04241 per quadrant per 24 months
D4249 | CLINICAL CROWN
LENGHTENING-HARD This procedure is performed to allow a restorative 1. Full Mowth Series of radiographs.
TISSUE procedure on a tooth with little or no tooth structure
to e exposed in the oral cavity. 2. Photographs for prior authorization- submit
photographs for the respective teeth.
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This procedure requires

1. Reflection of a full thickness flap, and
removal of bone.

2. Removal of bone to expose more tooth
structure.

3. Toberendered in a healthy
periodontal environment.

4. A healing period of at least six [5)
weeks prior to the crown preparation
for the tooth.

Once per lifetime per tooth.

3. Current periodontal charting {no more than
12 months old) with & points per tooth or
narrative describing condition of the tissue.

4. Narrative of Medical necessity.

L. Requires a tooth number.

(including elevation
of a full thickness
flap and closure) —
one to three
contiguous teeth or
tooth bounded
spaces per quadrant

periocdontal pocketing and bone loss to more
effectively remove the plague buildup that causes
inflammation and continued attachment/bone loss.
The procedure also removes some of the bone to
create easier to clean contours and reposition the
gingival flaps more apically.

This procedure requires
1. Reflection of a full thickness flap.

D4260 | OSSEQUS SURGERY This procedure is performed to treat teeth with 1. Full Mouth 5Series of radiographs.
{including elevation periocdontal pocketing and bone loss to more
' effectively remove the plague buildup that causes 2. Current periodontal charting {no more than
of a full thickness inflammation and continued attachment/bone loss. 12 months old) with & points per tooth and
flap and closure) — The procedure also removes some of the bone to a narrative describing condition of the
four or more create easier to clean contours and reposition the tissue.
contiguous teeth or | gingival flaps more apically. : Narracie of Medical _
. Marrative edical necessity.
tooth bounded This procedure requires
spaces per quadm“t 1. Reflection of a full thickness flap. 4. Requires a quadrant.
2. Removal of supporting bone
{ostectomy) andor non-supporting
bone (osteoplasty).
3. Toberendered in a healthy
pericdontal environment.
4. A healing period of at least six [5)
weeks prior to the crown preparation
for the tooth.
pazel | OSSEOQOUS SURGERY This procedure is performed to treat teeth with 1. Full Mouth Series of radiographs.

2. Current periodontal charting {no more than
12 months old) with & points per tooth and
narrative describing condrtion of the
tissue.

=

. Marrative of Medical necessity.

4. Requires a quadrant.
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2.

Removal of supporting bone
{ostectomy) and/or non-supporting
bone (ostecplasty).

Ta be rendered in a healthy
periodontal environment.

A healing period of at least six (&)
weeks prior to the corown preparation
far the tooth.
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BONE REPLACEMENT GRAFT PER QUADRANT (D4263-D4267)

General Policies, Procedures D4263-D4264:

1. A diagnosis of Type lll or Type IV pericdontal disease is required for 4263 to be considered for prior autharization.
2. When bone loss results in deep, narrow pockets, a bone replacement graft may be placed to treat the bony defect.
3. Bone replacement grafts procedures {04263 and D4264) are limited to pericdontal defects associated with a natural tooth.
4_If the bone replacement graft is placed in an extraction site or implant remaoval site for the purpose of socket preservation D7953 is to be requested.
L. If the bone replacement graft is placed for ridge augmentation in edentulous areas D7350 is to be requested.

04263 | BONE REPLACEMENT
GRAFT FIRST SITE IN
QUADRANT

This procedure involves the use of osseows auto
grafts, osseous allografts or non-osseous grafts to
stimulate periodontal regeneration when the disease
process has led to a defarmity of the bone. This
procedure does not include flap entry and closure,
wound debridement, ossecus contouring or the
placement of biclogic materials to aid osseous tissue
regeneration or barrier membranes. Cther separate
procedures may be required concurrent to 04263 and
should be reported using their own unique codes,

. Diagmostic radiographs.

. Current pericdontal charting (no more

than 12 months old) charting of pocket
depths, bone loss, furcation involvement.

. Requires tooth number

D4a264 | BOME REPLACEMENT
GRAFT EACH
ADDITIONAL SITE IN
QUADRANT

This pracedure invalves the use of osseouws autografts,
osseous allografts or non-osseous grafts to stimulate
periodental regeneration when the disease process
has led to a deformity of the bone. This procedure
does not include flap entry and closure, wound
debridement, osseocus contouring or the placement of
biologic materials to aid osseous tissue regeneration
ar barrier membranes. This code is used if performed
concurrently with D4263 and allows reporting of the
exact number of sites involved.

. Diagnostic radiographs.

. Current pericdontal charting (no more

than 12 months old) charting of pocket
depths, bone loss, furcation involvermnent.

. Requires tooth number(s).

04265 | BIOLOGIC
MATERIALS TO AID
IN SOFT AND
OS5E0US TISSUE
REGENERATION, PER
SITE

This pracedure is used after laying a gingival flap
{D4240,/D4241) and/or during osseous surgery
(D4260,/D4261), biologic materials may be placedin a
periodontal defect to aid in the regeneration of soft
and ossepus tissue.

Diagnostic radiographs.

Current periodental charting (no more
than 12 months old) charting of pocket
depths, bone loss, furcation involvement.

Marrative of Medical necessity.

Describe the location of the area being
treated with the biologic materials.

Identify the specific material used for
periodontal regenerative procedures.

Requires tooth number|s).
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NON- RESORBABLE
BARRIER, PER SITE

{GTR) is placed to prevent the fast growing gingival
from encroaching on the surgical site until new bone
has had time to fill in the pericdontal defect.

The non-resorbable barrier membrane (D4267)
requires a second surgery to remaove it four to six
weeks after placement.

Current periodental charting {no maore
than 12 months old) charting of pocket

depths, bone loss, furcation invalvement.

A diagnosis of moderate to severe
periodontal disease with 5mm pocket
depths or greater with treatable bony
defects.

Marrative of Medical necessity

Identify the specific material used for the
guided tissue regenerative procedure.

Requires tooth number|s).

DA266 GUIDED TISSUE This procedure can be used for pericdontal defects Diagnostic radiographs and intra-oral Thgre isa 24-maonth exclusion period for the
around natural teeth. delivery of the same procedure to treat the
REGEMNERATION, - . - . photos to document the need for GTR.
NATURAL TEETH A barrier membrane for guided tissue regeneration same area of the mouth.
(GTR) is placed to prevent the fast-growing gingiva Current periodental charting (no maore
RESORBABLE from attaching to the root before the new bone can than 12 months old) charting of pocket
BARRIER, PER SITE mature and attach to the root. depths, bone loss, furcation invalvement.
The resorbable barrier membrane (D4266) is ) )
integrated into the regeneration site and/or resorbed A dl.agnnsls nf.madera.te to severe
or broken down by the body in the healing process. periodantal dlsaase.wmh smim pocket
This type of barrier membrane does not reguire a depths or greater with treatable bony
second surgery for removal. defects.
Marrative of Medical necessity.
Identify the specific material used for the
Euided tissue regenerative procedure.
Requires tooth number|s).
D4267 | GUIDED TISSUE This procedure can be used for periodontal defects Diagnostic radiographs and intra-oral Thgre isa 24 month exclusion periad for the
around natural teeth. delivery of the same procedure to treat the
REGEMNERATION, - . - . photos te document the need for GTR.
A barrier membrane for guided tissue regeneration same area of the mouth.
MNATURAL TEETH -

The removal of the non-resorbable barrier is
included in the reimbursement rate for
D4267.
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PERIODONTAL SCALING AND ROOT PLANING (D4341-D43432)

General Policies, Procedures D4341-D4342: Please refer to Transmittal 10-26 for exception for the special needs population.
1. Pericdontal scaling and root planing procedures 04341 and D4342, require prior authorization and shall be authorized by guadrant, the following information shall be included with the Pricr
Authorization Request:
a. Diagnostic radiographs.
b. Periodontal charting of pocket depths, bone loss, furcation involvemnent, bleeding on probing and mobility of all teeth, in addition charting of missing teeth and teeth treatment planned
for extraction.
2. Each guadrant requested must have a minimum of gne (1) 5 mm or greater pocket.
3. When justified, a maximum of five (3} quadrant treatments may be authorized in a twelve [12}-month period.

4. Procedures D1110-01120, prophylaxis, adult & child, are not reimbursed for the same date of service as scaling and root planing procedures D4341,/04342

5. Periodontal scaling and root planing procedures D4341/04342 are not reimbursed for the same date of service as any surgical periodontal procadure.

E. Generally, periodontal scaling and root planing procedures D4341,/D4342 is parformed pricr to the provision of either procedures D4210/04211, gingivectomy or gingiveplasty, or procedures
D4260,/D4261 osseous and muco-gingival surgery.

7. The full mowth pericdontal charting should also show 4mm and above pocket depths and bone loss seen on the x-rays (BWX/PA) with the presence of calculus on the root surface in multiple

quadrant(s).

D4341 | PERIODONTAL This procedure invalves instrumentation of the crown | 1. Full mouth periodontal charting including 4 | Benefit exceptions for individuals <age 13 will

SCALING AND ROOT and root surfaces of the teeth to remove plague and to 6 probing depths per tooth; indication be considered in exceptional circumstances as
calculus from these surfaces. It is indicated for of furcation involvement, mobility, or concomitant medical conditions and/or

PLANING - FOUR OR patients with periodontal disease and is therapeutic, bleeding upon probing. Consideration whalesale neglect of dental care.

MORE TEETH PER not prophylactic, in nature. Root planing is the shiould also be given to include recession if

QUADRANT definitive procedure designed for the removal of documented. Please refer to Transmittal 10-26 (link below)
cementurm and dentin that is rough, and/or 2. Radiographs for prior authorization — due to exceptional circumstances granted to
permeated by calculus or contaminated with toxins or submit periapical radicgraphs of the the special needs" population for 04341
microorganisms. S5ome soft tissue removal ocours. inwolved areas and arch radiographs.
This procedure may be used as a definitive treatment 3. Written documentation for pricr https: /e dc-
in some stages of pericdontal authorization — shall include a definitive medicaid.com/dcwebportal/documentinform
disease and/or as a part of pre-surgical procedures in periodontal diagnosis. ation/getDocument/7033
aothers. 4. & current and comiplete pericdontal

evaluation chart is reguired for prior
authorization.
. Requires a quadrant number.
&. If three or fewer diseased teeth are presant
in the quadrant, use pericdontal scaling
and root planning (D4342).

A benefit:

a. for patients aged 13 or older.

b. when there is 3 minimum of one 4mm+ pocket on
each diseased tooth.

. once per guadrant every 12 months. Exception for
special needs population may reguire procedure
more than once a year.

mn

Gingivectomy or gingivoplasty (04210 and D4211)
cannot be prior authorized within 30 days following
this procedure for the same gquadrant.

Prophylaxis (D1110 and D1120) are not reimbursed
for the same date of service
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04342

PERIODONTAL
SCALING AND ROOT
PLANING — ONE TO
THREE TEETH PER
QUADRANT

This procedure involves instrumentation of the crown
and root surfaces of the teeth to remove plague and
calculus from these surfaces. It is indicated for
patients with periodontal disease and is therapeutic,
not prophylactic, in nature. Root planing is the
definitive procedure designed for the removal of
cementum and dentin that is rough, and/or
permeated by caloulus or contaminated with toxins or
microorganisms. S5ome soft tissue removal ocours.
This procedure may be used as a definitive treatment
in some stages of pericdontal

disease and/or as a part of pre-surgical procedures in
others.

A benefit:

a. for patients aged 13 or older.

b. when there is 3 minimum of one 4mm+ pocket on
each diseased tooth.

c. once per guadrant every 12 months. Exception for
special needs population may reguire procedure
more than once a year.

Gingivectomy or gingivoplasty (04210 and D4211)

cannat be prior authorized within 30 days following

this procedure for the same quadrant.

Prophvylaxis (01110 and 01120} are not reimbursed
for the same date of service

1. Full mouth periodontal charting including 4
to 6 probing depths per tooth; indication
of furcation invelvement, mobility, or
bleeding upon probing. Consideration
should also be given to include recession if
documented.

2. Radiographs for prior authorization —
submit periapical radiographs of the
involved areas and arch radiographs.

3. Written documentation for pricr
authorization — shall include a definitive
periodontal diagnosis.

4_ A current and complete pericdontal
evaluation chart is required for prior

authorization.

5. Requires a quadrant number.

Benefit exceptions for individuals <age 13 will
be considered in exceptional circumstances as
concomitant medical conditions and/or
wholesale neglect of dental care.
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IMPLANTS AND IMPLANT SUPPORTED PROSTHETICS

General Policies, Procedures D6010-D6113

Dental implants are an accepted method for tooth replacement. The therapeutic goal of dental implants is to support restorations that replace a missing tooth or teeth so as to provide the member
comfort and function and to assist in the ongoing maintenance of the remaining intracral and perioral structures.
The first dertal implant was a titanium implant in @ human volunteer in Sweden by Dr. Per-Ingvar Branemark, a Swedish Orthopedic Surgeon in 1365.

There are three types of dental implants, the endosseous, subperiosteal and transosteal. Dental Implants can be performed as delayed procedures (over months or years) or immediate (at the time
of tooth extraction).

An abutment is a connection to a dental implant that is a manufactured component usually made of machined high noble metal, ttanium, titanium alloy or ceramic. A custom abutment is fabricated
for a specfic member using a casting process and usually is made of noble or high noble metal.

Surgical stents are highly recommended for more accurate placement of dental implants.
Factors influencing the selection of /patients for dental implants include age, general and dental health and individuals with special needs.
Candidates for dental implants must be age 18 or older and not pregnant.

‘When a tooth or teeth adjacent to the site of the requested dental implants requires restoration, the tooth or teeth should be treated prior to requesting the dental implant. If the tooth or teeth
demonstrate significant disease treat the diseased tooth or teeth prier to submitting for the dental implant reguest. If there is injury to the tooth or teeth, and/or multiple missing teeth, maore
conservative treatment shall be considered as an alternative to dental implants to treat the condition and replace all missing testh.

IMPLAMTS AMND IMPLANT SUPPORTED PROSTHETICS
Implants: {Implant Readiness)

A. Before requesting implants, pericdontal health and dental health (endodontic, extractions, crowns and filings) must be completed.
Pre-screening and determining eligibility for the implants using periodontal charting, x-rays and a narrative stating why this procedure is necessary.

B. All extraction sites for implants must be healed and radiopague.
C. Additional requirements for the Implant Site:
1. Bone grafting: D7953 Bone Replacement Graft/ridge preservation is allowed to restore bone height for extraction sites that are a candidates for implant placement.
2. The implant site - no ridge augmentation is needed.
3. Bone grafting at the time of implant placement is not recognized because the implant site should be ready/healing of the bone.
[ Second molar implamts will be determined by the review of the clinical narrative and supporting documentation for the request.
E. CT scan [DO365/66/67) are allowsd to assist the provider in the evaluation of the implant site and placement.
. Single dental implants are medically appropriate when a functional deficit exists.

1. Dental implant bodies are medically appropriate to anchor a removable denture, not a fired prosthesis, if the traditional removable dentures cannot be worn or are painful.
Coverage is limited to four upper dental implant bodies in the maxilla or two lower dental implant bodies in the mandible for the edentulous patient.

. Dental implants are not medically appropriate in the following situations:

*  Presence of local or systemic conditions that may interfere with the normal healing process and subsequent tissue homeostasis.
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VI

WVIL
VI

*  |nadequate guality or guantity of alveclar bone and soft tissues.
*  The patient currently has active periodontal disease and poor hygiene.

*  Replacement of a second melar if used to extend the functional first melar occlusion, unless the patient has an opposing tooth to prevent the extrusion of the oppesing tooth, or
an Orthodontic problem,

*  Replacement of wisdom teeth | 1, 16,17 and 32).

. When maintenance of the tooth testh isfare not considered. By this, it is meant that placement of dental implants in an area which is not truly of functional benefit to the
patient or in an arch which should actually be edentulated altogether should not be covered. In this case, it will be up to the Comagine dental reviewer to determine if the
patient can reasonably and successfully [or at least adequately) function with non-implant-borne dentures.

*  When the teeth are not in occlusion (meeting of the upper and lower teeth when the jaw is closed and the tooth/testh surfaces come in contact). There is the possibility that the
dental implant would be placed in a site unopposed (i.e. not in occlusion) with natural dentition but would be functioning against a denture tooth in the opposing arch.

Four (4] dental implants per arch will be authorized for the partially edentulous patient; for the completely edentulous, four (4) in the maxilla and two (2 Jin the mandibular area.
When more than four (4) teeth are missing in the same arch, consideration must be given to a removable partial denture as an alternative benefit.

There must be at least 3 mm of inter-dental space between dental implants and naturally existing teeth to maintain periodontal health and form.
If stents are required for dental implant placement, one stent per arch will be allowed.
Dental implants will be re-evaluated via intracral radiographs or CT scans prior to the authorization of abutments or crowns four to six months after dental implant placement.

After abutments or crowns are seated, a final intracral radiograph, intraoral photo, or CT scan must be reviewed by Comagine Health dental reviewers before any further services in
that area can be authorized.

If an anterior tooth has been extracted due to trauma, gross caries or endodontic failure, with good general and periodontal health and controllable risk factors , an anterior dental
implant is justified and will be autheorized.

If bone grafting and augmentation is necessary, there must be a 4-& months interval with good guality/contrast ¥-Rays or CT Scan for review by Comagine dental reviewers.
1. Candidates for implants must be age 18 or older and not pregnant.
2. 5table periodontal health and overall dental health in the entire mouth must be demonstrated.

3. Doocumentation submitted must demonstrate absence of radiographic and clinical calculus, pre-and post-periodontal charting and treatment, and an adult
prophylactic/preventive procedure date not to exceed & months prior to the request for implant restoration.

Tooth (teeth) to be replaced must have an opposing occlusion.
Authorization to replace wisdom teeth (1,16,17 and 32) will not be approved.

Dental implants that fail shall not be replaced. (**).

he L

Four (4) implants per arch shall be authorized for the partially edentulous patient, and for the complately edentulous, four (4] in the maxilla and two (2 ] in the
mandibular.

8. There must be at least 3 mm of inter-dental space between implants and naturally existing teeth.
9. If stents are required for dental implant placement, one stent per arch shall be allowed.

10. Dental implants will be re-evaluated with X-rays and or CT scans prier to the autherization of abutments or crowns after 4-6 months.
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11. If bone graft augmentation is necessary, there must be a 6-month interval before a dental implant can be placed and good quality/contrast x-rays or CT scans must be
submitted for review.

12. The optimal dimensions of available alveclar bone for most forms of implant placement are: Smm in width, 13-15 mm in height and & mm in length.
13. All reguests for dental implants, implant abutments, and implant crowns shall be reviewed by dentists

14. Other Contraindications for dental implants shall incude:

Treatment including but not limited to long-term steroid therapy, radiation therapy to a potential implant site, chemotherapy, hemodialysis, heart surgery
{within the last six months), recent Myocardial Infarction, {within past & maonths) or hyperbaric oxygen treatment for osteoradionecrosis.

b. Cencomitant use of anticoagulants or medications that contraindicates implant success, such as bisphosphonates
. Known illicit drug use (e.g., Crack, methamphetamine, heroin, cocaine or other drugs that can be smoked and/or applied to the intracral tissues)

Uncontrelled metabolic disorders, chronic renal disease, or a severe systemic disease (including but not limited to leukemia and collagen disorders such as
systemic lupus erythematosus and scleroderma).

e.  Uncontrolled bulimia, GERD, or other conditions causing acid reflux
f.  Presence of intra- and peri-oral piercings
g. WUnstable psychiatric or chronic illness as noted above included poorly controlled diabetes mellitus with a current Hemoglobin A1c] HgbAlc=7%).

h.  Any history of dental implant failure or intraoral bone graft failure

Medical and Dental health history

The patient must have generally healthy, well maintained and stable dentition.

Medical Histary

Documentation provided should show absence of radicgraphic and clinical calculus, a full-rmowth pericdontal charting, and an adult oral prophylaxis procedure, the date not to exceed 6
morths prior to request for implant restoration.

Initial documentation shiould clearly indicate any areas of current facial anesthesia, paresthesia, or dysesthesia as might be encountered in a patient with a past history of trauma, oral-
maxillofacial surgical procedures, tumors, anatomical anomalies, etc.

Tooth (teeth] to be replaced must have an opposing occlusion

The patient must have no dental habits or oral conditions that preclude the placement of implants, including but not limited to:
—  bruxism, craze lines,

—  severe ulceration or erosive lesions,
—  temporomandibular joint disorder or myofascial pain disorder,
—  histery of facial fractures (which may preclude the placement of implants; however this will be considered on a case by case situation).

The patient should have no history of dental implant failure or intracral bone graft failure.
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PRE-SURGICAL SERVICES

De190

RADIOGRAPHIC/
SURGICAL
IMPLANT INDEX,
BY REPORT

A radiographic index or a surgical guide used to assist in
surgical implant placement.

Full mouth radiographs (Parorex or full
mouth series of x-rays) including
Periapicals of the site requesting dental
implant,

Full-mouth periodontal charting, unless
patient is completely edentulous
Requires tooth (implant site) number
Clinical justification for the dental
implants, including the reasons
conventional removable dentures
cannot be used to replace the missing
teath.

Narrative to include the name and
contact information of the dental
provider who will restore the dental
implant.

One unit per arch.
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indicate date denture or partial denture
wias completed and any realignments
within 2 years. NOTE: if requests for
implants is due to ill-fitting dentures
patient must have been in dentures for
2 years and had at least 2 realignments.

SURGICAL SERVICES
DEe010 | SURGICAL Includes second stage surgery and placement of 1. Date of last dental cleaning listed on All radicgraphs submitted must be free of
PLACEMENT OF healing cap Coverage is only for replacement of 71%9a form box 13 tartar and show mouth is stable with no
. missing natural teeth. Implants done solely to restore ' decay or extractions needed.
IMPLANT BODY: a space beyond the normal complement of natural 2. Full rr.wuth.ra-:llagtaphs [Panu.rex or
EMDOSTEAL h d C5X) including Periapicals of site . }
teeth are not covered. B . &, Dental implants are not medically
requesting dental implant,
IMPLANT appropriate in the following situations:
3. F“'”_"“':"_Jth periodontal charting, unless o Presence of local or systemic
patient is completely edentulous conditions that may interfere with the
4. Requires a tooth (implant site) number normal healing process and
5. Clinical justification for the dental subsequent tissue homeostasis.
implants, including the reasons = Inadequate guality or quantity of
conventional removable dentures alveolar bone and soft tissues.
cannot be used to replace the missing o The patient currently has active
teeth. periodontal disease and poor hygiene.
6. Marrative to include the name and = Replacement of a second melar if used
contact information of the dental to extend the functional first malar
provider who will restore the dental occlusion, unless the patient has an
implant. Orthodontic problem.
7. Reqguests for edentulous patients must

= Replacement of wisdom teeth
{1, 16,17 and 32).

= When maintenance of the tooth/testh
isfare not considered. By this, itis
meant that placement of dental
implants in an area which is not truly
of functional benefit to the patient or
in an arch which should be
edentulated altogether should not be
covered. Inthis case, it will be up to
the Comagine dental reviewer to
determine if the patient can
reasonably and successfully (or at least
adequately] function with non-
implant-borne dentures.

Page 83




Dental Utilization Review Criteria Guidelines January 2025

Appendix D-29

= When the teeth are not in occlusion
{meeting of the upper and lower teeth
when the jaw is closed and the
tooth/teeth surfaces come in contact).
There is the possibility that the dental
implant would be placed in a site
unopposed li.e. not in occlusion) with
notural dentition but would be
functioning against a denture tooth in
the opposing arch.

. Four (4] dental implants per arch will be

authorized for the partially edentulous
patient; for the completely edentulous,
four (4] in the maxilla and two (2 Jin the
mandibular area.

. Whean more than four (4] teeth are

missing in the same arch, consideration
must be given to a removable partial
denture as an alternative benefit.

. There must be at least 3 mm of inter-

dental space between dental implants and
naturally existing teeth to maintain
periodontal health and form.

If stents (D6190] are required for dental

implant placement, one stent per arch will
be allowed.

Dental implants will be re-evaluated via
intraoral radiographs, intraoral photos, or
CT scans prier to the authorization of
abutments or crowns four to six months
after dental implant placement.

. After abutments or crowns are seated, a

final intraoral radiograph or CT scan must
be reviewsd by Comagine Health dental
reviewers before any further services in
that area can be authorzed.
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H.

If an anterior tooth has been extracted
due to trauma, gross caries or endodontic
failure, with good general and periodontal
health and contrellable risk factors , an
anterior dental implant is justified and will
be authorized.

If bone grafting and augmentation is
necessary, there must be a 4-6 months
interval with good quality/ contrast X-Rays
or CT 5can for review by Comagine dental
FEVIEWEFS

SURFACES AND FLAP
ENTRY AND CLOSURE

Clinical narrative to support the
debriderment of the implant

DEe100 SURGICAL REMOWVAL One unit per dental implant site. 1. Periapical radiograph of the implant.
OF IMPLANT BODY 2. Requires a tooth (implant site] number.
3.  Delivery date of implant if known.
4. Clinical narrative to support the remaoval
of the implant body.
5. Photo(s) of the implant body with
required dooumentation.

De101 DEBRIDEMENT OF & *  The implant site must have healed for at least six 1. Radiographic Image: full periapical set One unit per implant site
PERIIMPLANT DEFECT months and be fully osseous integrated. with bitewings. Panorex with bitewings
AND SURFACE & Implant must have good crown/root ratio and PAs -::fan_aa {nat Erefem_hlefpannreu

*  Nust not have more than two threads above the needs to be high quality) of involved teeth,
CLEANING OF alvealar crest as well as contralateral and opposing sites.
EXPOSED IMPLANT * Implant must not be closer than 1-1.5mm to 2. Pre-op radiographic images of defect of
SURFACES, adjacent roots the implant and narrative
INCLUDING FLAP 3. Intm.:r:ll Photo -:.:fthE h-::r.r,r defect area
4. Requires tooth {implant site Jnumkber
ENTRY AND CLOSURE 5. Clinical narrative to debridement of the
implant
6. The implant site must have healed for at
least six months
7. Evidence of a bony defect surrounding the
dental implant.

DEe102 DEBRIDEMIENT AND * The implant site must have healed for at least six 1. ARadiographic Image: full periapical set One unit per implant site
OSSEOUS maonths and be fully osseous integrated. with bitewings. Panorex with bitewings

Direct loading will be considered and PAs of area (not preferable/panorax
CONTOURING OF A Implant must have good crown,root ratio needs to ke high quality) of invalved teeth,
PERIIMPLANT *  Nust not have more than two threads above the as well as contralateral and opposing sites.
DEFECT; INCLUDES alvealar crest 2. Pre-op radiographic images of defect and
SURFACE *  Implant must not be closer than 1-1.5mm to narrative.
CLEANING OF adjacent roots 3. Intra Oral Photo of the bony defect area.

4. Requires tooth (implant site) number.

EXPOSED IMPLANT
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D103 BOMNE GRAFT FOR *  The implant site must have healed for at least six 1. Radicgraphic Image: full periapical set
REPAIR OF PERI- mznths and be fully osseous integrated. with bitewings. I;am:-rex with I:-i:rewings
* Direct loading will be considerad and PAs of area (not preferable/panorex
'MP!'ANT PEFE{:T * |mplant must have good crown/root ratio needs to be high quality) of involved teath,
not including flap +  Must not have more than two threads above the as well as contralateral and opposing sites.
entry and closure or, alvealar crest 2. Pre-op radiographic images of defect and
when indicated, *  |Implant must not be cleser than 1-1.5mm to 2 :"3 "?'g"'el- Chota of the bomy def
adiacent roots . Imtra Oral Photo e bony defect area.
pla-:::‘:ment ofa ! 4. Clinical narrative to support the bone graft
barrier membrane or for the implant.
biologic materials to %. Requires a tooth (implant site) number.
aid in osseous
regeneration
DE104 BOMNE GRAFT AT Placement of a barrier membrane or biologic 1. Radicgraphic Image: full periapical set
TIME OF IMPLANT materials to aid in osseocus regeneration are reported with bitewings. I;anc-rex with I:-i:rewing;s
separately. and PAs of area (not preferable/ panorex
PLACEMENT needs to be high quality) for the implant
Criteria as for D6101 site, as well as contralateral and ocpposing
sites.
Mot allowed on same day as other bone grafting 2. Pre-op radiographic images of defect and
procedures. narrative.
3. Imtraoral Photo of bony defect area.
4. Requires tooth (implant site)] number.
D105 | REMOVAL OF The non-surgical removal of an implant body that 1. Periapical radiograph of the implant. One unit per dental implant site.
IMPLANT BODY NOT does not reguire flap elevation and bone remowval at 2. Requires tooth (implant site) number.
the implant site. 3. Delivery date of implant if known.
REQUIRING BONE 4. Clinical narrative to support the remaoval
REMOVAL OR FLAP of the implant body.
ELEVATION 5. Phote(s) of the implant body with
required dooumentation.
De106 | GUIDED TISSUE This ptucedure is used fior Perl-ll'[\plarlt defects . 1. Diagnostic radiographs and intra-oral Thgre is a 24-month exclusion period for the
A barrier membrane for guided tissue regeneration delivery of the same procedure to treat the
REGENERATION, - . photes to document the need for GTR.
{GTR) is placed around an implant that has ossecus zame area of the mouth.
RESORBABLE defects due to peri-implantitis. 2. Current periodontal charting {no more
BARRIER, PER than 12 months old) charting of pocket
IMPLANT A bone graft is not always required when a barrier depths, bone loss, furcation invalvement.
membrane is used. Some regeneration technigues
encourage bone regrowth without the need for a 3. Marrative of Medical necessity.
bone graft. 4. Identify the specific material used for the
Euided tissue regenerative procedure.
This type of barrier membrane does not reguire a
second surgery for removal. 5. Requires tooth (implant site) number.
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DE107 GUIDED TISSUE This procedure is used_ﬁ::r pErI-Il‘I‘lp|HI.’It defects Diagnastic radiographs and intra-oral Thgre iz @ 24-maonth exclusion period for the
REGENERATION, A r.mn-re.'s-l:lrbal:rle I:harnE.r membrane is placEc_d for photos to document need for GTR. delivery of the same procedure to treat the
guided tissue regeneration {STR} around an implant same area of the mouth.
NON-RESORBABLE that has osseous defects due to peri-implantitis. Current periodental charting {no mare
BARRIER, PER than 12 months old) charting of pocket The remowval of the non-resorbable barrier is
IMPLANT A bone graft is not always required when a barrier depths, bone loss, furcation involvement. | included in the reimbursement rate foar
membrane is used. 5ome regeneration technigues . . . Del06.
encourage bone regrowth without the need for a Narrative of Medical necessity
bone graft. Identify the specific material used for the
guided tissue regenerative procedure.
This type of barrier membrane reguires a second Requires tooth (implant site) number.
surgery for remaval.
IMPLANT SUPPORTED PROSTHETICS
D&056 PREFABRICATED A comnection to an implant that is .a man !Jl'acture-d Periapical radiograph of fully integrated
ABUTMENT compenent, usually made of machined high noble implant
mietal, titanium, titanium alloy or ceramic. ’
INCLUDES Madification of a prefabricated abutment may be Requires a tooth (implant site] number.
MODIFICATION AND necessary and is accomplished by altering its shape ) )
PLACEMENT using dental burrs/diamaonds. :ﬁ.n:h radlu-g_m ph showing placed
integrated implant.
Intracral photo of the healed tissus
surrounding the healing cap of the
implant.
D&O5E ABUTMENT A single crown restoration that is retained, supported Periapical radiograph of integrated
SUPPORTED and stabilized by an abutment on an implant. implant with abutment, and arch
radiograph with the abutment placed.
PORCELAIN / Requires a tooth (implant site] number
CERAMIC CROWN Imtraoral photo of healed abutment,
wehich shows healthy gingiva surrcunding
abutment.
Periodontal charting, if the patient has
any remaining teeth present |i.e.
edentulous patients do not require
periodontal charting).
If an implant provisional crown was
approved [DE0BS) then intracral photos
and x-rays of the implant provisional
crown must be included.
DeOE2 | IMPLANT A single crown restoration that is retained, supported Periapical radiograph of fully integrated
SUPPORTED CROWN and stabilized by an implant. implant \ ]
Requires a tooth {implant site] number.
- PORCELAIN FUSED Arch radiograph showing placed
TO PREDOMINANTLY integrated implant.
BASE ALLOYS
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Intra oral photo of the healed tissue
surrounding the healing cap of the
implant.

DE0OR3 IMPLANT A single crown restoration that is retained, supported Periapical radiocgraph of fully integrated
SUPPORTED CROWN and stabilized by an implant. implant.

- PORCELAIN FUSED Reqmre»s_a tooth 1|mpl.ant site] number.
Arch radiograph showing placed

TO NOBLE ALLOYS integrated implant.

Intra oral photo of the healed tissus
surrgunding the healing cap of the
implant.

DE&0RS IMPLANT A single crown restoration that is retained, supported Periapical radiocgraph of fully integrated
SUPPORTED CROWN and stabilized by am implant. implant.

Requires a tooth {implant site] number,

- PORCELAIN FUSED Arch radiograph showing placed

TO TITANIUM AND integrated implant.

TITANIUM ALLOYS Intra oral photo of the healed tissue
surrounding the healing cap of the
implant.

DE0ORS INTERIM IMPLANT One unit per dental implant site. Periapical radiocgraph of fully integrated
CROWN implant.

Requires a tooth {implant site] number
Arch radiograph showing placed
integrated implant.

Intra oral photo of healed tissue
surrounding healing cap of implant.
Marrative of Medical necessity to include
how long the Interim crewn will be
utilized as an interim crown.

DE110 IMPLANT Removable complete maxillary denture that attaches Intracral 1) phota showing healthy
SUPPORTED to abutments gingiva surrcunding abutment.
REMOVABLE Criteria for implants must be met and o ) )

- . Periapical radiograph of integrated

COMPLETE DENTURE :F:I:L:Ti:::;"‘:gdg:‘:lis must be complete pricr implant with the abutment placed.

FOR EDENTULOUS

ARCH- MAXILLARY If beneficiary has received a maxillary denture within

ARCH 5 wears, existing denture must be retrofitted to fit

newly placed implants and abutments.

D111 | IMPLANT Removable Mandibular complete denture that ' Intraoral {10] photo showing heslthy
SUPPORTED ateaches to abutments gingiva surrounding the abutment.
REMOVABLE Criteria for implants must be met and . Periapical radicgraph of integrated
COMPLETE DENTURE | implant/abutment process must be complete prior implant with the abutment placed.

FOR EDENTULOUS to requesting overdenture

ARCH- MANDIBULAR

ARCH
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If beneficiary has received a mandibular denture
within 5 years, existing denture must be retrofitted to
fit newly placed implants and abutments.

denture within 5 years, existing denture must be
retrofitbed to fit newly placed implants and
abutments.

DE112 | IMPLANT Removable Maxillary partial denture that attaches to _ Intraoral {10} photo showing healthy

abutments L -
SUPPORTED gingiva surrounding the abutment.
REMOVABLE PARTIAL Criteria for implants must be met and . Periapical radiograph of integrated
DENTURE FOR implant/abutment process must be complete prior implant with the abutment placed.
PARTIALLY to reguesting overdenture Full n odl I charti

. t t rting.

EDENTULOUS ARCH- . . - - ull mouth periodontal charting
MAXILLARY ARCH If_h-e.neﬁcmr\r has .rec_:en.rEd a maxillary partial denture

within 5 years, existing denture must be retrofitted to

fit newly placed implants and abutments.

D6113 | IMPLANT Remowable Mandibular partial denture that attaches .

10 Sbutments Intracral (I0) photo showing healthy
SUPPORTED gingiva surrcunding abutment.
REMOVABLE PARTIAL Criteria for implants must be met and . Periapical radicgraph of integrated
DENTURE FOR implant/abutment process must be complete prier implant with the abutment placed.
PARTIALLY to reguesting overdenture Full mouth periodontal charti

. Full ma eriodontal charting.

EDENTULOUS ARCH- ) ] i ] F ®
MANDIBULAR ARCH If beneficiary has received a mandibular partial

TuUp- v
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THE PRESENCE OF
INFLAMMATION OR
MUCOSITIS OF A
SINGLE IMPLANT,
INCLUDING
CLEANING OF THE
IMPLANT SURFACES,
WITHOUT FLAP

year

site; and bleeding sites. Consideration
shiould also be given to include recession if
documented.

2. Acurrent and complete pericdontal

evaluation chart is required for prior
authorization.

Radiographs for prior authorization —
submit periapical radiographs of the
involved areas.

Wrritten documentation for prior
authaorization — shall indude a definitive
periodontal diagnosis.

Intra-oral photos of the implant site.
Requires a tooth (implant site) number.

OTHER IMPLANT SERVICES
D6081 | SCALING AND Prior Authorization is required. DEOB1 is billed one 1. Full meuth periodental charting including 4 | The dental provider cannat bill for DE0E1 on
DEBRIDEMENT IN unit per dental implant site and once per calendar to 6 probing depths per tooth and implant | the same date of service for the following

SCENATIDS!

1. 01110 and D4910 are billed.
2. D4341, D4342,04240, D4241, are billed for
thie same quadrant.

3. D101 has been reimbursed for the same
dental implant site in a calendar year.

D606

REMOVE BROKEN
IMPLANT RETAINING
SCREW

Ome unit per dental implant site.

The implant retaining screw is broken and the
remaining screw fragment could not be removed using
standard and conventional technigues.

Periapical radiograph of the broken
implant screw.

Requires a tooth (implant site) number.

Clinical narrative to support the remaoval
of the broken implant retaining screw.

Photo(s) of the fractured implant screw.

ORAL SURGERY (PROCEDURES D7140-D7960)

General Policies, Procedures D7140-D7960:

1. Diagnostic periapical radiographs are required for all surgical procedures that are submitted for authorization and/or reimbursement except:
a. For procedures performed on soft tissue structures.

b. For Procedure 07320 (alveoloplasty on an edentulows quadrant.) If radicgraphs are not sufficient to justify a need, (i.e., for soft tissue procedures) additional diagnostic material
[photographs or models) and for @ statement of justification must be presented.

b. Teeth, which are involved with a cyst, tumar, or other neoplasm.

. Unerupted teeth, which are distorting the normal alignment of erupted teeth or causing the resorption of the roots of other teeth.

2. Submitted periapical radicgraphs should show all aspects of a suspected pathologic area or neoplasm, the entire crown and apices of all teeth to be excised or extracted. In those cases where
the radiograph of the crown of the tooth is not complete but there is sufficdent evidence presented to substantiate the need for the surgical procedure, the surgical procedure may be
allowed.

3. Oral surgery services to comrect longstanding abnormalities of the mandible or maxilla, e g, prognathia or retroegnathia, or skin grafts for denture retention purposes or interosseous implants
for procedures is not a benefit.

4. Extraction of asymptomatic teeth is not a benefit. The following includes, but is not all inclusive of, conditions which may be considered symptomatic when documented:
a. Fully bony impacted supernumerary teeth, mesiodens, or teeth unerupted because of lack of alveclar ridge length.
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f. Perceptible radiclogic pathology that fails to elicit symptoms.

g. Bxtractions that are reguired to complete dentally necessary orthodontic dental services.

5
[
7. The fees for oral surgery procedures include local anesthesia and routine postoperative visits.
8. The fee for extractions includes the excision of associated minor oystic or inflamed tissue.

]

d. Misaligned tooth (teeth), which cause the exacerbation of pericdontal disease in adjacent teeth/areas.

. Routine postoperative wisits (within 30 days following surgical procedure) are considered part of, and included in, the global fee for the surgical procedure.

. Extractions of asymptomatic deciduous teeth that appear by radiographic evaluation ready to exfoliate naturally are not a benefit.

. The charge for a stent in conjunction with oral surgery is part of and included in the fee for the surgery.

e. Extractions of primary teeth required to minimize malocclusion or misalignment when there is inadeguate space to allow normal eruption of the permanent tooth (teeth).

D7251

CORONECTOMY —
INTENTIONAL
PARTIAL TOOTH
REMOVAL

Intentional partial tooth removal is performed when a
neurovascular complication is likely if the entire
impacted tooth is remowed.

1. Written documentation for prior
authorization which includes rationale for
the reguest.

2. Panorex.

3. Requires a tooth number.
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BIOPSY OF ORAL TISSUE (D7285-D7286)

General Policies, Procedures D7285-D7286:
1. Procedures D7285 (biopsy of oral tissue, hard) and D7286 (biopsy of oral tissue, soft] are benefits as an independent procedure for collecting tissue specimens).

2. D7286 does not require pricr authorization.

4. Please indicate the area of the lesion and submit operative and pathology reports.

3. Mot a benefit in conjunction with the extraction of a tooth or root or excsion of any body part or necplasm in the same area or region on the same day.

D7285

BIOPSY OF ORAL
TISSUE — HARD
(BOME, TOOTH)

For remaval of specimen only. This code involves
biopsy of osseouws lesions and is not used for
apicoectomy/periradicular surgery.

A benefit:

a. for the removal of the specimen only.

b. once per arch, per date of service regardless of the
areas invokeed.

Mot a benefit with an apicoectomy,’ periradicular

surgery [D3410-D3426), an extraction [D7111-D7250)

and an excision of any soft tissues or intracsseous

lesions (D7410-D7451) in the same area or region on

the same date of service.

1. Radiographs for prior authorization —
submit a pre-operative radicgraph.

2. A pathology report from a certified
pathelogy laboratery is required for prior
authorization.

3. Requires an arch number.

If during the listed endodontic or oral surgery
procedures, the provider finds an unexpected
or unanticipated lesion that in hisfher
professional judgment necessitates excision
and biopsy, this should be allowed by special
report.

The processing of the biopsy (i.e. Laboratory
and pathologist fees) are a benefit through
the patient's Medicaid; this information is
given to the laboratory processing the
specimen. The medical portion will have
codes in place so that these secondary fees
can be covered.
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ALVEOLOPLASTY (D7310-D7350)

General Policies, Procedures D7310-D7320:
1. Alveolectomy (alveoloplasty] is a collective term for the operation by which the shape and condition of the alveclar process is improved for preservation of the residual bone.

2. Tuberosity reductions are considered to be included as part of the global fee for an alvecloplasty or multiple extractions in the same gquadrant.

3. Some form of alveclectomy is indicated in almost every case of multiple extractions and frequently in single extractions as well. Nermally alvealectomy procedures necessary in conjunction
with the extraction of teeth are included as part of the extraction procedures.

D7310 | ALVEOLOPLASTY IN
COMNJUNCTION WITH
EXTRACTIONS —
FOUR OR MORE
TEETH OR TOOTH
SPACES, PER
QUADRANT

The alvecloplasty is distinct (separate procedure)
from extractions and/or surgical extractions. Usually
in preparation for a prosthesis or other treatments
such as radiation therapy and transplant surgery.

A benefit on the same date of service with two or
miore extractions [D7140-D7250) in the same
quadrant.

Mot a benefit when anly one tooth is extracted in the
same guadrant on the same date of service.

1. Radiographs for prior authorization—submit
radiographs of the invalved areas.

2. Requires a quadrant number.

3. Clinical narrative to support the request for
the alvecloplasty.

D7320 | ALVEOLOPLASTY NOT
IN CONJUNCTION
WITH EXTRACTIONS
— FOUR OR MORE
TEETH OR TOOTH
SPACES, PER
QUADRANT

No extractions performed in an edentulous area. See
07310 if teeth are being extracted concurrently with
the alvecloplasty. Usually in preparation for a
prosthesis or other treatrents such as radiation
therapy and transplant surgery.

et

. Radiocgraphs for prior authorization—
submit radiographs of the invelved areas if
photographs do not demonstrate the
medical necessity.

2. Photographs for prior authorization-submit
photographs of the involved areas.

. Requires a quadrant number.

4. Clinical narrative to support the request for

the alvecloplasty.

=

D7340 | VESTIBULOPLASTY-
RIDGE EXTENSION
(SECONDARY
EPITHELIALIZATION)

Benefit allowance includes sutures, local anesthesia
and routine post-operative care.

Benefits are allowed once in a 60-month (5 year)
period per arch

Mot a benefit:

a. on the same date of service with a vestibuloplasty —
ridge extension {D7350) same arch.

b. on the same date of service with extractions
{D7111- D7250) same arch.

(=1

. Radiographs for prior authorization —
submit radiographs.

2. Photographs for prior authorization —
submit photographs.

=

- Written documentation for prior
authorization- shall describe the specific
conditions to be addressed by the
procedure, the rationale demeonstrating
the medical necessity, any pertinent
histery and the proposed prosthodontic
treatment.

4. Requires an arch number.
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D7350

VESTIBOULOPLASTY-
RIDGE EXTENSION
(INCLUDING SOFT
TISSUE GRAFTS,
MUSCLE
REATTACHMENT,
REVISION OF SOFT
TISSUE ATTACHMENT
AND MANAGEMENT
OF HYPERTROPHIED
AND HYPERPLASTIC
TISSUE)

Benefit allowance includes sutures, local anesthesia
and routine post-operative care.

Benefits are allowed once in a &0-manth {5 year)
period per arch

Mot a benefit:

a. on the same date of service with a vestibuloplasty —
ridge extension {D7340) same arch.

. on the same date of service with extractions
{D7111- D7250) same arch.

1. Radiographs for prior authorization —
submit radiographs.

2. Photographs for prior authorization —
submit photographs.

3. Written documentation for prier
authorization- shall describe the specific
conditions to be addressed by the
procedure, the rationale demonstrating
the medical necassity, any pertinent
histery and the proposed prosthodontic
treatment.

4. Requires an arch number.
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EXCISION OF CYST (D7450-D7461)

E. Postoperative care within a thirty (30

General Policies, Procedures D7450-D7461:
1. The appropriate procedure number shall be determined by the measurement of the cystic image on the diagnostic x-ray presented unless
otherwise documented by report.

2. Prior authorization will not be made without an adeguate radiograph of the neoplasm in guestion.
3. Pleasze identify the area of the lesion and provide the operative and pathology reports.

4. Biopsy D72E86 on same day for same area is not 3 covered service.

|-day pericd following surgery shall be included in the fee for the services.

The processing of the biopsy (i.e. Laboratory
and pathologist fees) are a benefit through
the patient’s Medicaid; this information is
given to the laboratory processing the
specimen. The medical portion will have
codes in place so that these secondary fees
can be covered.

LESION DIAMETER
UP TO 1.25 CM

D7451 REMOVAL OF 1. Radiographs for prior authorizationr—submit

BENIGN a radiograph of the cyst or tumor.
2. Written documentation for pricr
ODONTOGENIC CYST authorization- shall include the area or
OR TUMOR — LESION region, describe the specific conditions
DIAMETER GREATER addressed by the procedure, the rationale
THAN 1.25CM demonstrating the medical necessity and
any pertinent history.

3. A pathology report from a certified
pathology laboratery is reguired for prior
authorization.

DTFA60 REMOVAL OF 1. Radiographs for prior authorization- submit
BENIGN a radiograph of the cyst or tumor.
2. Written documentation for prier
NONODONTOGENIC authorization- shall include the area or
CYST OR TUMOR -

region, describe the specific conditions
addressed by the procedure, the rationale
demaonstrating the medical necessity and
any pertinent history.

3. A pathology repert from a certified
pathology laboratory is reguired for priar
authorization.
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EXCISION OF BONE TISSUE (D7471-D7430)

2. Mot a benefit if the condition is:
a. Asymptomatic; or
b. Will be bypassed by a dental prosthesis.

General Policies, Procedures D7471-D7490:

1. Abenefit when done in conjunction with the construction, reconstruction, or reline of a removable dental prosthesis for the removal of an exostosis, overgrowth, or enlargement of normal
bone oocurring at the midline of the hard palate.

3. The extent and severity of this procedure is difficult to diagnose using x-rays only, therefore justification by models, photos, narrative, or other diagnestic modalities may be reguired.

D7471 | REMOVAL OF A benefit: 1. Photographs for prior authorization—submit
LATERAL EXOSTOSIS a. once per quadrant. pre-operative photographs.
b. fior the removal of buccal or facial exostosis 2. Wrritten documentation for pricr
(MAXILLA OR authorization- shall include the area or
MANDIBLE) region, describe the specific conditions
addressed by the procedure, the rationale
demaonstrating the medical necessity, any
pertinent history and the proposed
prosthodontic treatment.
3. Requires a quadrant number.
D7472 | REMOVAL OF TORUS 1. A benefit when done in conjunction with the 1. Photographs for prior authorization —
PALATINUS, construction, reconstruction, or reline of a submit pre-operative photographs.
remowable dental prosthesis for the removal of an | 2. Written documentation for prier
exostosis, and overgrowth which develops in the authorization- shall include the area or
midline of the roof of the mouth. region, describe the specific conditions
2. A benefit once per lifetime. addressed by the procedure, the rationale
3. Mot a benefit if the condition is: demaonstrating the medical necessity, any
a. Asymptomatic; or pertinent history and the proposed
b. Will be bypassed by a dental prosthesis. prosthodontic treatment.
3. The extent and severity of this procedure is
difficult to diagnose using «-rays only.
Justification by models, photos, narrative,
or other diagnostic medalities may be
reguired.
D747T3 REMOWVAL OF TORUS 1. A benefit when done in conjunction with the 1. Photographs for prior authorization —
MANDIBULARIS construction, reconstruction, or reline of a submit pre-operative photographs.
remowable dental prosthesis for the removal of an | 2. Written documentation for prier
ex0stosis, overgrowth, or enlargement of normal authorization- shall include the area or
bone occurring on the lingual aspect of the region, describe the specific conditions
mandible. addressed by the procedure, the rationale
2. A benefit once per Quadrant per date of service demanstrating the medical necessity, any
3. Mot a benefit if the condition is: pertinent history and the proposed
a. Asymptomatic; or prosthodontic treatment.
b. Will be bypassed by a dental prosthesis. 3. Requires a quadrant number.
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4. The extent and severity of this procedure is
difficult to diagnose using x-rays only.
Justification by models, photos, narrative,
or other diagnostic modalities may be
reguired.
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SURGICAL INCISION (D7509-D7530)

A

General Policies, Procedures D7509 - D7530:

D7509 — Marsupialization of Odontogenic Cyst is a covered benefit that requires prior authorization
D7510 — Incision and Drainage of Abscess-Intra-Oral Soft Tissues is a covered benefit and does not require prior authorization.
07511 — Incision and Drainage of Abscess- Intra-Oral Soft Tissue-Complicated is not a covered benefit.
D7520 — Incision and Drainage of Abscess-Extra-Oral Soft Tissue is a covered benefit and does not require prior authorization

07530 — Removal of Foreign Body from Mucosa, Skin, or Subcutaneous Alveolar Tissue is a covered benefit and does not require prior authorization

D7509 | MARSUPIALIZATION
OF ODONTOGENIC
CY5T

This procedure imvolves an incision into a large
maxillary or mandibular cystic lesion and making a
window, typically removing a portion of the cyst for
biopsy and creating a longer-term cpening from the
outside similar to a pouch, allowing for decompression
or drainage.

1. 5ubmit a radiograph of the cyst .

2. Written documentation for pricr
authorization- shall include the area or
region, describe the specific conditions
addressed by the procedure, the rationale
demonstrating the medical necessity and
any pertinent history.

3. Requires tooth number or quadrant
number.
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OTHER ORAL SURGERY PROCEDURES (D7840-D7939)

Procedure D7961: Buccal/ Labial Frenulectomy - Separate Procedure not Incidental to Another Procedure.

1. Abenefit where it is documented that:
a. A short labial frenum interferes with the maobility of the central portion of the lip.

b. A hypertrophy of the frenum and papilla palatina interferes with the proper fitting and retention of a prosthetic appliance.
c. & hypertrophy of the frenum and overextension to the papilla palatine produces a diastema in children; or
d. Where attachment of frenum displaces interdental papilla or marginal gingival with consequent periodontal disease.
e. Where a restriction of the labial frenum is negatively impacting infant feeding.
2.
2. Appropriate diagnostic material must be submitted in order to process for the prior authorization.
3. Routine postoperative care [within 30 days of surgical procedure) is considered part of and included in the global fee for the procedure.

4. Mot reimbursed when provided in conjunction with vestibuloplasty, alvecloplasty with ridge extension, or excision of hyperplastic tissue.

1. A benefit where it is documented that:

An unusually strong lingual fremum that is affecting speech and mastication.

A benefit in cases of ankyloglossia where there is interference with proper mastication.
The lingual frenum interferes with the normal use or function of a prosthetic appliance.
The lingual frenum exhibits a restriction that is negatively impacting infant feeding.

anow

2. Appropriate diagnostic material must be submitted in order to process for the prior authorization.
3. Routine postoperative care (within 30 days of surgical procedure) is considered part of and included in the global fee for the procedure.

4. Mot reimbursed when provided in conjunction with vestibuloplasty, alvecloplasty with ridge extension, or excision of hyperplastic tissue.

Procedure D7970: Excision of Hyperplasic Tissue — Per Arch

1. O7970 is used to remowve hyperplastic tissue.

function of a prosthetic appliance.

Procedure D7962 Lingual Frenectomy (Frenulectomy) — Separate Procedure not Incidental to Another Procedure.

2. Reimbursed when inflammatory hyperplasic tissue interferes with normal mastication er in an edentulous area where the inflammatory hyperplasic tissue interferes with normal use or
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Imaging modalities may include panoramic
radiograph, periapical and for occlusal radicgraphs,
maxillary and/or mandibular radiographs, computed
temography, cone beam computed tomography,
positron emission tomography, positron emission
tomography/computed tomography, and magnetic
resonance imaging. In determining studies to be
performed for imaging purposes, principles of ALARA
{as low as reasonably achievable showld be followed.

D7840 | CONDYLECTOMY Surgical remaoval of all or portion of the mandibular 1. Radiographs for prior autherization —
condyle [separate procedurs). submit an appropriate imaging.
2. Wrritten documentation for prier
Imaging modalities may include panoramic authorization — shall describe the specific
radiograph, periapical and for ecclusal radiographs, conditions to be addressed by the
maxillary and/or mandibular radiographs, computed procedure, the rationale demonstrating
tomography, cone beam computed tomography, the medical necessity, the location {left or
positron emission tomography, positron emission right) and any pertinent history.
tomography/computed tomography, and magnetic
resonance imaging. In determining studies to be
perfarmed for imaging purposes, principles of ALARA
{as low as reasonably achievable showld be followed.
D7850 | SURGICAL Excision of the intra-articular disc of a joint. 1. Radiographs for prior authorization —
DISCECTOMY, WITH/ . . . . submit appropriate imaging.
Imaging modalities may include paneramic
WITHOUT IMPLANT radiograph, periapical and for occlusal radicgraphs, 3. Written documentation for prior
maxillary and/or mandibular radicgraphs, computed ) authorization — shall describe the specific
temography, cone beam computed tomography, conditions to be addressed by the
positron emission tomography, positron emission procedure, the rationale demenstrating
tomagraphy/ computed tomography, and magnetic the medic;I necessity, the location (left or
resgnance imaging. In determining studies to be right] and any pertinernt history.
performed for imaging purposes, principles of ALARA
{as low as reasonably achievable should be followed. 3. An operative report shall be submitted.
D7860 | ARTHROTOMY Cutting into joint (separate procadure). 1. Radiographs for prier authorization —
Imaging modalities may include panoramic submit appropriate imaging
radiograph, periapical and for ecclusal radicgraphs, 2. Written documentation for prior
maxillary and/or mandibular radiographs, computed ) authorization — shall describe the specific
temography, cone beam computed tomography, conditions to be addressed by the
positron emission tomography, positran emission procedure, the rationale demonstrating
tomography; computed tomography, and magnetic the mEdic;I necessity, the location {left or
resonance imaging. In determining studies to be right] and any pertinernt history.
performed for imaging purposes, principles of ALARA
{as low as reasonably achievable showld be followed. 3. An operative report shall be submitted .
D7940 OSTEQPLASTY — Reconstruction of jaws fcr cnrrectin_n of cnngenita.l, 1. Radiographs for prior authorization —
FOR ORTHOGNATHIC td::telnpm;:tﬂ:r al:q:lrfed tral.fmlatn: nr:ﬁdefurrnlt'; submit appropriate imaging.
DEFORMITIES may be addressed via surgical correction.

. Wiritten documentation for prior

authorization — shall describe the specific
conditions to be addressed by the
procedure, the rationale demonstrating
the medical necessity, and the proposed
treatment.

. An operative report shall be submitted for

pricr authorization.
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Thi edure is for ri tati
e e
OSTEOPERIOSTEAL, volume of residual shvealar ril:lggel photos to document need for the graft
OR CARTILAGE ' . . .
MNarrative of Medical necessity.
GRAFT OF THE D7950 is not for grafting procedures for the following: i . .
MANDIBLE OR 1 Periodontal disease Identify the specific material used for the
MAXILLA — 2 Inconjunction with an extraction guided tissue regenerative procedure.
AUTOGENOUS OR 3. Implant removal Requires the specific arch for the graft.
4. Other disease conditions.
NONAUTOGENOUS,
BY REPORT
D7as3 BOME REPLACEMENT | Ossecus autograft, allograft or non-osseous graft is . Radicgraphs for prior authorization —
GRAFT placed in an extraction or implant remaoval site at the submit a pre-operative photograph.
time of the extraction or removal to preserve ridge . Written documentation shall include the
integrity [e.g. clinically indicated in preparation for rationale demonstrating the medical
implant reconstruction or where alveolar contour is necessity and the spedfic area the
critical to planned prosthetic reconstruction). treatment was performed.
Membrane, if used, should be reported separately. . Requires a tooth number or guadrant
number.
D7956 | GUIDED TISSUE This procedure is for placing a resc:rbahle barrier Disgnostic radiographs and intra-oral Thgre is a 24 month exclusion period for the
REGENERATION membrane for bone regeneration in edentulous delivery of the same procedure to treat the
1] - - . . photos to document the need for GTR.
areas, such as ridge augmentation or sinus lifts. zame area of the mouth.
EDENTULOUS AREA- . .
Tooth (implant site) number(s).
RESORBABLE A bone graft is not always required when a barrier . ) .
BARRIER, PER SITE membrane is used. Some regeneration technigues Narrative of Medical necessity.
encourage bone regrowth without the need for a Identify the specific matarial used for the
bone graft. guided tissue regenerative procedure.
This type of barrier membrane does not require a
second surgery for removal.
D7as57 | GUIDED TISSUE This procedure is for placing a Pon.-res-urbable barrier Diagnostic radiographs and intra-oral Thgre is a 24-month exclusion period for the
REGENERATION membrane for bone regeneration in edentulous delivery of the same procedure to treat the
" - - . . photos to document the need for GTR.
areas, such as ridge augmentation or sinus lifts. same area of the mouth.
EDENTULOUS AREA- : .
Toaoth [implant site) number(s).
NON- RESORBABLE A bone graft is not always reguired when a barrier . . . The removal of the non-resorbable barrier is
BARRIER, PER SITE membrane is used. Some regeneration technigues Narrative of Medical necessity. included in the reimbursement rate for
encourage bone regrowth without the need fora Identify the specific material used for the | D7357.
bone graft. guided tissue regenerative procedura.
This type of barrier membrane requires a second
surgery for remaoval.
D7961 | BUCCAL/LABIAL Surgical remaval or release of mucesal and muscle 1. Photographs for prior authorization —
FRENULECTOMY — elements of a buccal or labial frenum that is submit a pre-operative photograph.
associated with a patholegical condition, , a speech 2. Written documentation for pricr
concern identified by a licensed speech-language autherization — shall include the rationale
pathologist, or interferes with proper oral demaonstrating the medical necessity and
development, infant feeding, or treatment.
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the specific area the treatment to be
A benefit once per arch per lifetime performed.
3. Requires the specific arch.
D7962 LINGUAL Surgical removal or release of mucosal and muscle 1. Photographs for prior authorization —
FRENULECTOMY elements of a lingual frenum that is assodated with a submit a pre-operative photograph.
pathological condition, a speech concern identified by | 2. Written documentation for prior
a licensed speech-language pathologist, or interferes authorization — shall include the rationale
with proper aral development, infant feeding, or demanstrating the medical necessity and
treatment. the specific area the treatment to be
performed.
A benefit once per arch per lifetime
D7970 | EXCISION OF Excision of hyperplastic tissue caused by an ill-fitting 1. Photographs for prior authorization —
HYPERPLATIC TISSUE- denture. submit a pre-operative photograph.
2. Written documentation for prior
PER ARCH authorization —shall include the rationale
demaonstrating the medical necessity and
the specific area the treatment to be
performed.
3. Requires an arch number.
D7972 | SURGICAL A benefit once per quadrant per date of service. 1. Photographs for prior authorization—submit
REDUCTION OF a pre-gperative photograph.
This procedure is included in the fees for other 2. Written documentation— shall include the
FIBROUS surgical procedures that are performed in the same rationale demonstrating the medical
TUBEROSITY quadrant on the same date of service necessity and the actual or proposed
prosthodontic treatment.
3. Requires a quadrant number.
D7979 | NON-SURGICAL A sialolith is removed from the gland or ductal portion | 1. Photographs —submit a pre-operative
SIALOLITHOTOMY of the gland without surgical incision into the gland ar photograph.
the duct of the gland, for example via manipulation, 2. Written documentation— shall include the
ductal dilation, or any aother non-surgical method. patient’s symptoems and raticnale
demonstrating the medical necessity for
the procedure.
3. Requires a quadrant number.
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ORTHODONTIC GENERAL POLICIES (D8000-D8999)

1. Orthodontic procedures are benefits for medically necessary handicapping malocclusion, cleft palate and facial growth management cases for patients under the age of 21 and shall be prior
autharized.

2. Only those cases with permanent dentition shall be considered for medically necessary handicapping malocclusion, unless the patient is age 13 or older with primary teeth remaining. Cleft
palate and craniofacial anemaly cases are a benefit for primary, mixed and permanent dentitions. Craniofadal anomalies are treated using facial growth management.

3. All necessary procedures that may affect erthodeontic treatment shall be completed before orthodontic treatment is considered.

4. The Handicapping Labic-Lingual Deviations (HLDY) Index is a quantitative, chjective method for evaluating pricr authorization requests for comprehensive orthodontic treatment. The HLD Index
form allows for identification of certain automatic qualifying conditions and provides a single score, based on a series of measurements, which represent the presence, absence, and degree
of handicap. The HLD Index form must be submitted with all PA requests for comprehensive orthodontic treatment.

5. The beneficiary's orthodontia provider shall demonstrate that the beneficiary meets at least one of the fellowing criteria:

a. The beneficiary has an adjusted score greater than or equal to fifteen (15) on the Handicapping Labio-Lingual Deviation [HLD) Index.

b. Exhibits one [1) or more of the following Automatic Gualifying Conditions that causes dysfunction due to a handicapping malocdusion and is supported by evidence in the beneficiary’
treatment records:

1. Cleft palate deformity. If the cleft palate is not visible on the diagnostic casts written documentation from a credentialed spedalist shall be submitted, on their professional
letterhead, with the prior authorization request,

Craniofacial anomaly. Written documentation from a credentialed specialist shall be submitted, on their professional letterhead, with the prior autheorization request,

A deep impinging overbite in which the lower incisors are destroying the soft tissue of the palate where tissue laceration and/or clinical attachment loss are present,

A crossbite of individual anterior teeth causing dinical attachment loss where recession of the gingival margin is present,

An overjet greater than 9 mm or reverse overjet (mandibular protrusion) is greater than 3.5 mm,

A severe traumatic deviation (such as loss of a premaxilla segment by burns, accident or osteomyelitis or other gross pathology). Written decumentation of the trauma or
pathology shall be submitted with the prior authorization reguest.

ML f L b

c.  Has otherwise established a medical need for orthodontic treatment by demonstrating two (2) or mere of the conditions below and justified the need in an accompanying narrative
prepared by the ordering or referring dentist, orthodontist, primary care physician, speech pathologist, or behavioral health provider:

A speech pathology that has proven non-responsive to medical treatment without orthodontic treatment, which has been diagnosed by a licensed speech therapist;
Dysfunctional masticatory capacity as a result of the existing relationship between the maxillary and mandibular arches;

Significant facial asymmetry.

Sewvere maxillary, mandibular, or bi-maxillary protrusion or other physical deviation; or

Other conditions that affect the medical, social, or emotional function of the patient as demonstrated by cbjective evidence provided by the patient’s primary care physician
or behavioral health provider.

ol b

6. If the patient's orthodontic bands have to be temporarily removed and then replaced due to a medical necessity, a claim for comprehensive orthodontic treatment of the adolescent dentition
{DE&030) for rebanding shall be submitted along with a letter from the treating physician or radiclogist, on their professicnal letterhead, stating the reason why the bands needed to be
temporarily removed.
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DRORD COMPREHEMNSIVE These codes should be wsed when there are multiple 1. The following shall be submitted together
ORTHODOMNTIC phases of treatment provided at different stages of far prior authorization: DHCF reimburses the dental providers a
dentofacial development. For example, the use of an a. Completed OC HLD Scoring sheet. global fee for the entire orthodontic case.
TREATMENT OF activater is generally stage one of a two-stage b. comprehensive orthodontic treatment DB680 Orthodontic Retention (Remaoval of
THE ADOLESCENT treatment. In this situation, placement of fixed of the adolescent dentition [DE080), Appliances, Construction and Placement of
DENTITION appliances will generally be stage two of a two-stage and Retainers) does not require prior
treatment. Both phases should be listed as c. diagnostic casts [D0470). authaorization.
comprehensive treatment modified by the
appropriate stage of dental development. This is used | 2. Written documentation for prior
to report the coordinated diagnosis and treatment authorization for cleft palate and facial One per lifetime
leading to the improvement of a patient’s cranicfacial growth management cases shall be
dysfunction and/or dentofacial deformity including submitted:
anatemical, functional and aesthetic relationships. a. cleft palate cases require
Treatment wusually, but not necessarily, utilizes fixed documentation from a credentialed
orthodontic appliances. Adjunctive procedures, such specialist, on their professional
as extractions, maxillofacial surgery, nasopharyngeal letterhead, if the cleft palate is not
surgery, mycfunctional or speech therapy and visible on the diagnestic casts, or
restorative or pericdontal care, may be coordinated b. facial growth management cases
disciplines. Optimal care requires long-term reguire documentation from a
consideration of patient's needs and periedic re- credentialed specialist, on their
evaluation. Treatment may incorporate several professional letterhead, of the
phases with specific ohjectives at various stages of craniofacial anomaly.
dentofacdal development.
A benefit:
a. for handicapping malocdusion, deft palate and
facial growth management cases.
b. for patients under the age of 21.
c. for permanent dentition (unless the patient is age
13 or clder with primary teeth still present or has
a cleft palate or cranicfacial anomaly).
d. once per patient per lifetime.
All appliances (such as bands, arch wires, headgear,
and palatal expanders) are included in the fee for this
procedure. Mo additional charge to the patient is
permitted.
This procedure includes the replacement, and repair
of brackets, bands and arch wires by the original
provider.
DE091 | COMPREHENSIVE These codes should be used when there are multiple 1. The fellowing shall be submitted together DHCF reimburses the dental providers a
ORTHODONTIC phases of treatment provided at different stages of for prior authorization: global fee for the entire orthodoentic caze.
dentofacal development. For example, the use of an a. Completed OC HLD Scoring sheet. D520 Orthodentic Retention (Removal of
TREATMENT WITH activator is generally stage one of a two-stage b. Comprehensive orthodontic treatment Appliances, Construction and Placement of
ORTHOGNATHIC treatment. In this situation, placement of fixed with Orthognathic surgery [DE091), Retainers) does not require prior
SURGERY appliances will generally be stage two of a two-stage autharization.
treatment. Both phases should be listed as
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comprehensive treatment modified by the
appropriate stage of dental development. This is used
to report the coordinated diagnosis and treatment
leading to the improvement of a patient’s craniofacial
dysfunction and/or dentofacial deformity including
anatomical, functional and aesthetic relationships.
Treatment usually, but not necessarily, utilizes fixed
orthodontic appliances. Adjunctive procedures, such
as extractions, maxillofacial surgery, nasopharyngeal
surgery, myofunctional or speech therapy and
restorative or pericdental care, may be coordinated
disciplines. Optimal care requires leng-term
consideration of patient's needs and pericdic re-
evaluation. Treatment may incorporate several
phases with specific objectives at various stages of
dentofacial development.

A benefit:

a. for handicapping malocdusion, deft palate and
facial rowth manazement cases.

b. for patients under the age of 21.

c. for permanent dentition {unless the patient is age
13 or clder with primary teeth still present or has
a cleft palate or cranicfacial anomaly].

d. once per patient per lifetime.

All appliances (such as bands, arch wires, headgsar,
and palatal expanders) are included in the fee for this
procedure. Mo additional charge to the patient is
permitted.

This procedure includes the replacement, and repair
of brackets, bands and arch wires by the original
provider.

c. Classification of craniofacial
abnormalities and/or malocclusion,
and

c. diagnostic casts (DO470).

Supporting documentation of the
medical necessity for correction of
maxillary and mandibular skeletal
deformities associated with masticatory
malocclusion. The documentation must
demonstrate that the skeletal
deformities are contributing to
significant dysfunction and preclude
adequate treatment through dental
therapeutics and orthodontics alone.

Skeletal, facial, or craniofacial deformity
defined by study models and pre-
orthodontic imaging such as
cephalometric radiographs and
cephalometric diagrams with standard
computer-generated measurements.

Written documentation for prior
authorization for deft palate and facial
growth management cases shall be
submitted:

a. cleft palate cases require
documentation from a credentialed
specialist, on their professional
letterhead, if the cleft palate is not
visible on the diagnostic casts, or

b. facial growth management cases
reguire documentation from a
credentialed specialist, on their
professional letterhead, of the
cranicfacial ancmaly.

One per lifetime

D86I5

REMOVAL OF FIXED
ORTHODONTIC
APPLIANCES FOR
REASONS OTHER

DB&95 should not be reported by the current treating
dentist when the remowval of the oral appliances is a
part of the normal sequence of treatment or when
the appliances are removed after the completion of
treatment.

‘Written documentation for prior
authorization— shall include the rationale
demonstrating the reason for the
premature remaoval of the appliance and




Dental Utilization Review Criteria Guidelines January 2025

Appendix D-51

THAN COMPLETTION

indicate that the dentist who removed
the appliances and they are not the

PROCEDURE, BY
REPORT

2. Has a CDT code that is not a benefit, but the patient
has an exceptional medical condition to justify the
medical necessity.

Mot a benefit to the original provider for the
adjustment, repair, replacement or removal of
brackets, bands or arch wires.

. Radiographs for prior autherization -submit

radicgraphs if applicable for the type of
procedure.

. Photographs for prior authorization -submit

photographs if applicable for the type of
procedure.

- Written documentation for prior
authorizatior— describe the specific
conditions addressed by the procedure,
the rationale demonstrating the medical
necessity, any pertinent history and the
proposed or actual treatment.

. Decumentation shall include the medical
condition and the specific COT code
associated with the treatment. [describe
procedure in narrative format).

OF TREATMENT " A
dentist that placed the orthodontic
appliance.
Intracral photos.
DE703 REPLACEMENT OF Tr:H:zELTcmzt c;fsltc_:;::‘r:;r::t?gmaxillaw retainer \Written dacume ion for prior Two per lifetime
LOST OR BROKEN F v P ' authorization— shall include the rationale
RETAIMER- demonstrating the reason the retainer
MAXILLARY needs to be replaced.
The replacement of lost or broken mandibular Two per lifetime
DE704 | REPLACEMENT OF retain:r reviously place post-orthodontics Written documentation for prior ’
LOST OR BROKEN P ve P : authorization— shall include the rationale
RETAIMER- demaonstrating the reason the retainer
MANDIBULAR needs to be replaced.
D8299 | UNSPECIFIED Used for procedure that: . Prior authorization is required for non-
ORTHODONTIC 1. Is not adequately described by a CDT code. emergency procedures.
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ADJUNCTIVE GENERAL POLICIES (D9000-D3393)

a.
b.
.
d.

Anesthesia (D9210-D9248)

1. General anesthesia (09222, and D9223) is defined as a controlled state of unconsciousness, accompanied by a partial or complete loss of protective reflexes, induding the loss of the ability to
independenthy maintain an airway and respond purposefully to physical stimulation or verbal command, produced by a pharmacologic or non-pharmacologic method or combination thereof.

2. Inhalation of Nitrows Oxide/Analgesia, Anxiclysis (2230 does not require prior authorization.

3. Deep sedation/general anesthesia (09222, and D9223) shall be considered for prior authorization when it is documented why local anesthesia is contraindicated. Such contraindications
shall include but are not limited to the following:

a severe mental or physical handicap,
extensive surgical procedures,

an uncocperative child,

an acute infection at an injection site,

a failure of a local anesthetic to control pain.

4. The administraticn of deep sedation/general anesthesia (9222 and D2223), and nitrous oxide [¥9230),) is a benefit in conjunction with Medicaid covered associated procedures. Prior
authorization shall be denied if any associated procedures by the same provider are denied.

5. Providers who administer general anesthesia (D9223) shall have valid anesthesia permits

6. Anesthesia time for general anesthesia is defined as the period between the beginning of the administration of the anesthetic agent and the time that the anesthetist is no longer in personal
attendance.

7. Bedation is 3 benefit in conjunction with the surgical removal of wires, bands, splints and arch bars.
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ADJUNCT PROCEDURES (PROCEDURES D9000-D9999)

2. This precedure is only reimbursed to

1. General anesthesia is an exduded benefit unless provided in conjunction with authorized oral surgery procedures, such as the surgical extraction of impacted teeth, procedures D7220-D7240.

providers holding a valid general anesthesia permit; please include the general anesthesia permit number on the claim form.

may be safely left under the observation of trained
personnel and the doctor may safely leave the room
to attend to other patients or duties.

The lewvel of anesthesia is determined by the
anesthesia provider's documentation of the
anesthetic's effects upon the central nervous system
and not dependent upon the route of administration.

[The difference between general anesthesia and
intravenous sedation is that the patient cannot
support his/her own airway while under general
anesthesia.]

Drugs typically used: Fentanyl, Versed
or Valium, Sodium Bretival

. An anesthesia record that indicates the

anesthetic agent(s) and the anesthesia
time shall be submitted for prior
authorization.

. The guantity, in 15-minute increments,

that was necessary to complete the
treatment shall be indicated on the 71594
Form .

. Copy of Anesthesia license on file, if not

on file submit a copy.

09222 | DEEP SEDATION/ Anesthesia time begins when the doctor 1. 'Written documentation for prior

GENERAL administering the anesthetic agent initiates the authorization—shall justify the medical

appropriate anesthesia and noninvasive monitoring necessity based on a mental or physical
ANESTHESIA protocol and remains in continwous attendance of the limitation or contraindication to a local
—FIRST 15 MINUTES patient. Anesthesia services are considered anesthetic agent.

completed when the patient may be safely left under : o

the observation of trained personnel and the doctor - An anEﬂ!‘ESIa record that indicates t!1&

may safely leave the room to attend to other patients a_nesthetn: agent[s]_and the al?esthesm

or duties. The level of anesthesia is determined by the time ﬂja” !JE submitted for prior

anesthesia provider's documentation of the authorization.

anesthetic's effects upon the central nervous system . The quantity is for the first 15-minutes ,

and not dependent upon the route of administration. that are necessary to complete the

treatment shall be indicated on the 7134
Not a benefit: Form.
a. on the same date of service as analgesia, anxiolysis, . .
inhalation of nitrous oxide [D9230), - Copy of Anesthesia license on file, if not
b. when any associated procedures on the same date on file submit a copy.
of service by the same provider are denied.
D9223 DEEP SEDATION Anesthesia time begins when the doctor . . . Exception for Howard University Hospital

GENERAL / administering the anesthetic agent initiates the : Wntter_l dl:fcumenta?lnn.for priar . Dentistry, anesthesia services are

appropriate anesthesia and noninvasive monitering authnr.lzatmn—shall_justlhr the medlc:al administered under hospital, not reguired to
ANESTHESIA protocol and remains in continwous attendance of the I-_IBE_EE_IW based on .a rr'!ent.al or physical submit anesthesia license information with
— EACH ADDITIONAL patient. Anesthesia services are considered Ilm“atlur_" or contraindication to  local requests.
15 MINUTES completed when the patient anesthetic agent.

1TuUg- avu
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General anesthesia is allowed with these services:
{when the procedure is a coverad bensfit):

Apicoectomy [D3410-D3428).

Retrograde filling {D3430).

Root amputation (D3450).

Hemisection [D3920).

Surgical extractions (D7210-D7241).

Root recovery [D7250).

Coronectomy (D7251).

Other oral surgery procedures (D7260-07291).

Alvecloplasty [D7310-D7321).

Vestibuloplasty (D7340-D7350).

Removal of tumaors, cysts and necplasms (D7410-
D7461).

Excizion of bone tissue (D7471-D7490).

Surgical Incision (D7503- D7560).

Treatment of fractures-simple [D7610-D7620).

Treatment of fractures-compeound (D7710-D7780).

Reduction of dislocation of temporo-mandibular joint
(D7810-D7877).

Repair of traumatic wounds [D7310).

Excision of hyperplastic tissue {D7370).

Placement of Implant DE0L0

Special needs patients that is combative during
exam/treatment | must be part of waiver
program)

Not a benefit:

a.on the same date of service as analgesia, anxiolysis,
inhalation of nitrous oxide (09230},

b.when all associated procedures on the same date of
service by the same provider are denied.

09420 | HOSPITAL OR
AMBULATORY
SURGICAL CENTER
CALL

Care provided outside the dentist's office to a patient
who iz in hospital or ambulatory surgical center.
Services delivered to the patient on the date of
service are documented separately using the
applicable procedure codes.

Mot a benefit:
a. for an assistant surgeon.

b. for time spent compiling the patient history, writing
reports or for postoperative or follow up visits.

1

The operative report for prior
authorization — shall include the total time
in the operating room or ambulatory
surgical center.

A benefit for each hour or fraction thereof
as documented on the operative report.

Documentation of past dental treatment
notes, radiographs, 10 photos may be
requested.
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— | R ble dental li hich designed to
09944 [ OCCLUSAL GUARDS — T Reriowsiederia ssmiances 1) e 85872052 . nvaoaprovogapns nd rasogaps
HARD APPLIANCE, B B of occlusal / incisal wear.
FULL ARCH occlusal factors.
~ Allowed in cases of bruxism only. 2. furch radiographs.
~ Dcclusal guards submitted in comjunction with Thill 3 WFIIIEI.'I d:?cumentatl.nn for prior
authorization — shall include the
therapy are not covered. . ; . .
diagnosis and rationale demonstrating
the medical necessity for the appliance.
4. Requires the specific arch.
— | R ble dental li hich designed to
D3345 | OCCLUSAL GUARDS m?;?:; tieir;f:;f:fl:::::ﬂ ! 'n:ir: ]I::flr:ether 1. Intracral photographs and radiographs
SOFT APPLIANCE, e E of occlusal / incisal wear.
EULL ARCH occlusal factors.
~ Allowed in cases of bruxism only. 2. Arch radiographs.
~ Dcclusal guards submitted in comjunction with Thill 3. Written documentation for prior
therapy are not covered. authorization — shall include the
diagnosis and rationale demonstrating
the medical necessity for the appliance.
4. Requires the specific arch.
— | R ble dental li hich designed to
D9946 | OCCLUSAL GUARDS m‘?:iI::E ;E‘::._f:;f:fl:::::t ! 'n-:ir: ]I::flr:iher 1. Intracral photographs and radiographs
HARD APPLIANCE, occluzal factars e E of occlusal / incisal wear.
PARTIAL ARCH i .
~ Allowed in cases of bruxism only. 2. Arch radiographs.
~ Occlusal guards submitted in conjunction with Thil 3. Written documentation for prior
therapy are not covered. authorization — shall include the
diagnosis and rationale demonstrating
the medical necessity for the appliance.
4. Requires the specific arch.
General 5 oms alene such as snoring,
D9547 CUSTOM SLEEP - R 1. A prescription for the sleep apnea 'g'mp‘t . . B &
APPLIANCE The patient does not have 3 contraindication to the ) s _ trouble sleeping, nighttime wakening, or
use of an oral appliance appliance from a physician who is board falling asleep during the day are not sufficient
FABRICATION AND ET-H:-:EC' by the AASM ar slesp board for diagnosing sleep apnea in the absence of a
PLACEMENT Dental conditions that interfere with or will not & Ig_' = } . sleep study |P5G-polysomnography.)
. . 2. Written documentation that the patient
support an oral appliance. Examples incdude braces, . . -
. . . is unable to use Continuous Pasitive . -
retainers, the largely edentulous patient, active ; . Sleep Apnea is not a dental condition.
. ) ) Airway Pressure |{CPAP) machine or - . .
periodontal disease, anatomical defects, or other . _ Therefore, ordering and interpreting
. demonstrate non-compliance with CPAP. - L .
related conditions. . . . objective tests aiming to establish the
3. Clinical narrative to indude the N . -
description of the sleep appliance and diagnosis of obstructive sleep apnea (OSA]
Patients that do not have the manual dexterity to the exnacted outcame or primary snoring is conducted by the
place and remowe the sleep apnea appliance. 4 Eul P th seri £ d h phiysician board certified by the American
- Full mOuth Senes af radiographs or Academy of Sleep Medicine [AASM) or sleep
Ll:rh?"ajzlét-:‘sl.::::dedr;r;e oral sleep apnea appliance 5 IF::::::I;EI charting, board eligible.
peno. 6. Medical and dental history.
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Any adjustment or repair of the sleep apnea
appliances are included in the first six (&) months of
wear after delivery.

If the sleep appliance is lost or broken, the dental
provider will need to submit supporting
documentation with a clinical narrative, photos if
applicable, for review.

The qualified dentist to provide the sleep
apnea appliance {D9947) must have at
least one of the following: certification in
dental sleep medicine by a non-profit
organization, designation as the dental
director of a dental sleep medicine
facility accredited by 3 non-profit
organization, or documentation of
recognized continuing education in
dental sleep medicine (e.g., American
Dental Association Continuing Education
Recognition Program [ADA CERP] or
Academy of General Dentistry Program
Approval for Continuing Education [AGD
PACE]) provided by a dental sleep
medicine focused non-profit crganization
or accredited dental school in the last
WO years.

Requires the specific arch.

D9352 is indicated to achieve functional relationships
and masticatory efficiency in conjunction with
restorative, orthodontia, orthognathic surgery, or jaw
trauma.

D95952 is for a comprehensive series of visits, not a
single visit.

D95952 is reimbursed once per lifetime.

Th hapi fth lusal surf fteeth t
D951 | OraLusAL cr:a:Esa ;I:Iri:r?nunicu: :I:‘I:t'f:t ::Iat:::lez h:MEZn Written dacume ion for prior
ADJUSTMENT- the maxillary 2nd mandibular t P authorization — shall include the
LIMITED Y ) diagnosis and rationale demonstrating
C'9551 is not indicated when the procedure only the medical necessity.
involves the occlusal (bite) adjustment in the post- . .
delivery for a direct or indirect restoration or a fixed Th? specific teeth requiring occlusal
. adjustment.
or removable prosthesis.
If the ooclusal adjustment is reguired within a short
period of completion of a restorative procedure, it
considered a part of the global fee for the restorative
procedure.
09352 ire study casts to b ted
D952 | OCCLUSAL articulaT:rﬂt:Eai:llr;e :-::Irl.:al dis:a:'nr;:: e Written docume ion for prior
ADJUSTMENT- . authorization — shall include the
COMPLETE diagnosis and rationale demonstrating

the medical necessity.

The specific teeth reguiring ocdusal
adjustment.

If needed in conjunction with restorative
treatment, orthodontics, orthognathic
SUTEErY, Or jaw trauma.
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D9953

RELINE CUSTOM
SLEEP APNEA
APPLIANCE
(INDIRECT)

This procedure is utilized to indirectly reline an
appliance that is specifically custom fabricated to
treat sleep apnea.

The gualified dentist to reline the sleep
apnea appliance {D9947) must have at
least one of the following: certification in
dental sleep medicine by a non-profit
organization, designation as the dental
director of a dental sleep medicine
facility accredited by a non-profit
organization, or documentation of
recognized continuing education in
dental sleep medicine (e.g., American
Dental Association Continuing Education
Recognition Program [ADA CERP] or
Academy of General Dentistry Program
Approval for Continuing Education [AGD
PACE]) provided by a dental sleep
medicine focused non-profit organization
or accredited dental schoal in the last
Two years.

Clinical narrative to document an ill-
fitting sleep apnea device.

Full Mowuth series of radiographs or
panorex.

Phatos of the sleep apnea appliance.

Mot reimbursed

to the provider of

placement within six (&)

miznths of the sleep apnea appliance
placement.

D9959

UMNSPECIFIED SLEEP
APMEA SERVICES, BY
REPORT

This procedure is utilized to report a procedure not
adequately described by an existing sleep apnea code.

1.  The qualified dentist rendering the
slzep apnea procedure (99353)
must have at least one of the
following: certification in dental
sleep medicine by a non-profit
organization, designation as the
dental director of a dental sleep
medicine facility accredited by a
non-profit organization, or
documentation of recognized
continuing education in dental sleep
medicine (e.g., American Dental
Association Continuing Education
Recognition Program [ADA CERF] or
Academy of General Dentistry
Program Approval for Continuing
Education [AGD PACE]) provided by
a dental sleep medicine focused
non-profit organization or
accredited dental school in the last
WO YEars.

General symptoms alone such as snoring,
trouble sleeping, nighttime wakening, or
falling asleep during the day are not sufficient
for diagnosing sleep apnea in the absence of a
sleep study {PSG-polysemnography.)

Sleep Apnea is not a dental condition.
Therefore, ordering and interpreting
objective tests aiming to establish the
diagnosis of obstructive sleep apnea [054)
or primary snoring is conducted by the
physician board certified by the American
Academy of Sleep Medicine |AASM) or sleep
board eligible.
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The dental provider must submit
the following:

a. clinical narrative owtlining the
specific nature of the
treatment,

b. dental records to document
prior placement of sleep apnea
dewice,

.. the materials and technigues
used,

d. the time and resources
required,

e.  the dinical justification for the
procedure.

Full mouwth series of radiographs or
panorex.

Pericdontal charting.

IMedical and dental history.
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Appendix E: CMS PRAF “C” Category of Concern Codes
for Quality Review

Centers for Medicare and Medicaid Services
PRAF “C” Category of Concern Codes

The quality review process involves the use of the Centers for Medicare & Medicaid (CMS) Physician Reviewer
Assessment Form (PRAF) “C” Category of Concern codes to screen for quality of care. These codes can be
applied to any setting of care, including acute inpatient, long term care, residential treatment center care, and
outpatient services.

DESCRIPTION AND USE

co1

Apparently did not obtain pertinent history and/or findings from examination.

This category is used for a failure to provide an accurate history; this is also for failure to
include information obtained by the performance of an appropriate physical exam.

co02

Apparently did not make appropriate diagnoses and/or assessments.

This category is used for a failure to perform an appropriate assessment and establish a
diagnosis.

Cco3

Apparently did not establish and/or develop an appropriate treatment plan for a defined
problem or diagnosis which prompted this episode of care [excludes laboratory and/or imaging
(see CO6 or CO9) and procedures (see CO7 or C08) and consultations (see CI3 and C14)].

This category is used for a lack of organized, appropriate diagnostic and management plans
related to the condition for which the patient was admitted; incomplete, inappropriate, or lack of
treatment plan for principal diagnosis.

Cco4

Apparently did not carry out an established plan in a competent and/or timely fashion (e.g.
omissions, errors of technique, unsafe environment).

This category is used for failure to take necessary precautions; lack of appropriate equipment
maintenance; medication errors; technical and/or procedural errors; failure to follow physician’s
orders; delayed completion or reporting of studies.

Co05

Apparently did not appropriately assess and/or act on changes in clinical/other status results.

This category is used for failure to recognize clinical changes which occur in the patient’s
condition; this category also applies if the clinical changes are noted but not acted on.

C06

Apparently did not appropriately assess and/or act on laboratory tests or imaging study results.

This category is used for a failure to provide ongoing monitoring and evaluation of the patient’s
laboratory or imaging studies by failing to evaluate and/or act on diagnostic studies.

co7

Apparently did not establish adequate clinical justification for a procedure which carries patient
risk and was performed.

This category is used for failure to document accepted indications for a procedure.

co8

Apparently did not perform a procedure that was indicated (other than lab and imaging, see
C09).

This category is used for failure to perform a medically necessary procedure that is indicated
by the patient’s condition.
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DESCRIPTION AND USE

Co09

Apparently did not obtain appropriate laboratory tests and/or imaging studies.

This category is used for failure to order diagnostic (laboratory and/or imaging) studies that are
deemed appropriate for the patient’s condition.

c10

Apparently did not develop and initiate appropriate discharge, follow-up, and rehabilitation
plans.

This category is used for a lack of follow-up arrangements or plans for conditions continuing to
require treatment and/or monitoring prior to or following discharge; failure to develop a plan
that reflects an appropriate transition of care; failure to identify additional needed resources;
failure to provide appropriate teaching; failure to transmit pertinent information.

C11

Apparently did not demonstrate that the patient was ready for discharge.

This category is used for failure to assure that the patient is stable enough for discharge to the
setting into which the patient is being discharged.

C12

Apparently did not provide appropriate personnel and/or resources.

This category is used for lack of sufficient staff to handle patient load; lack of credentialed staff
for provision of offered services; equipment unavailable to carry out treatment plan.

C13

Apparently did not order appropriate specialty consultation.

This category is used for those cases in which a specialty consultation that would have been
necessary to adequately assess and treat the patient was not ordered. If there is a distinct
clinical management concern over and above failure to order the consultation, cite that
category as well, even if it is C.03.

C14

Apparently, specialty consultation process was not completed in a timely manner.

This category is used when a specialty consultation is not ordered in a timely manner or is not
completed in a timely manner. If the only issue is the delay, do not additionally cite C.03. If
there is a distinct clinical management concern over and above the delay in ordering or
completing the consultation, cite that category as well, even if it is C.03.

C15

Apparently did not effectively coordinate across disciplines.

This category is used when there is poor communication and coordination between specialists
or clinicians that adversely impacts the patient's care.

C16

Apparently did not ensure a safe environment (medication errors, falls, pressure ulcers,
transfusion reactions, nosocomial infection).

This category is similar to category C04 but is more specific to patient safety and protection
from injury.

c17

Apparently did not order/follow evidence-based practices.

This category of concern is used when there is a specific aspect of the treatment plan that
doesn't follow current guidelines and evidence-based practices.

C18

Apparently did not provide medical record documentation that impacts patient care.

This category is used for poor or missing documentation that makes it difficult to follow the plan
of care and patient progress.

C40

Apparently did not follow-up on patient's noncompliance (NOTE: Only applies to MA or
Managed Care patient).

This category is used when there is no follow-up on patient compliance with a previously
prescribed treatment plan for a patient enrolled in an MA or Managed Care Plan.
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c99 Other quality concern not elsewhere classified.

This category is used in exceptional cases. The vast majority of cases should be able to fit into
the above listed categories.
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&m n PO Box 24800 Office: 1.800.251.8890
agl e washington, DC 20043-4800 Toll Free: 1.800.731.2314

H ed |t h WwWw comagine.org

<<Member_Name:>=
<<Member Full Address=>

If you do not speak and'or read English, please call 300-251-8850 between 8:00 AM and 5:00 PM. A
representative will assist vou.

i wsted no habla v/ o lee Inglés, por favor [lame al 800-251-88%0 enire 3-00a.m -5-00 p.m. Un
representante le asisird - SPANISH

MBHETEUREEE |, #4588 F T o ade s G 800- 251-5590,

A THEABRSEENE. - CHINESE

R T ey oeRs YAFA mile TG 800-251-8300

n 8:00 am. nan 5:00 p.m. 94 T @AT BEMA ACSF NINMATE | ANVHARIC
B EAlol Hoi2 28 &= GiHL 218 - Us AL, o sl 2 sA] AL
800-2351-8890 2 FSHE fHAAMS BEEAS 29 =3 TLICH - KOREAN

Wéuban khdngnéi vi  hedc doc iéng Anh, xin goi $00-251-8850, 3.00-5:00. Mot dai dign o8 giip ban. -
VIETNAMESE



DCMEDICAID
PLEASE READ CAREFULLY
THIS ISALETTER ABOUT A DENIAL DECISION

=<Notice_Date>>

=<Member Name:>:=
<<Member Full Address=>

Patient Mame: <<Member_Name>:= Medicaid ID%: <<Insurance_JDr==
Diate of Birth: <=Member DoB==

Faciliry: <= Admitting Name>==> Prior Authorization®: <= Heference IDv-:=-
Physician Name: <= Treating_Nama>>

Admit Date: <= Admit_Dhate= Discharge Diate: <= [ischarge_Date>:=
Approved Day(s): ==]P_Stay_Total Approved Days=>

Approved Procedure(s):  <<Approved_Procedures=:-

Denied Dav(s): <=]P_Stay_Total Denied Days=:-

Denied Procedursis) <<=Denied_Procedures:->

Diagnosis: <=Diagnosis=>

In order to promote high quality health care, Comagine Health has been designated by the D.C. Department of
Health Care Finance (DHCF) to review and determine medical necessity of certain medical admissions and
surgical procedures provided to D.C. Medicaid beneficiaries. Your request for the medical procedure described
abowe has been denied.

The final decision regarding medical reatment is between you and your physician. Comagine Health will notify
D.C. Medicaid, your attending physician and the hospital (facility) of this denial. D .C. Medicaid program will
not pay for services denied by Comagine Health.

WHY IS THIS HAPPENING?
Each review is completed by a phyvsician reviewer, using available clinical information. Based on the
information available at the time of the review, a determination was made to deny (not pay for) vour request for
. This determination was based on the following: {Insert the appropriate
InterCual criteria or other clinical rationale}.

WHAT SHOULD I DO IF I DISAGREE WITH THIS DECISION?
If vou dizagree with thiz decision, you may request Comagine Health to reconsider its determination. Your
request must be submited in writing within 21 calendar davs to:

Comagine Health
Atm: Care Management Deparment
10700 Meridian Ave M, Suite 300
Seattle, WA 98133
Toll Free: (800) 251-5850
Fax: (B00) 731-2314

Please keep a copy of this letter and the envelope in which this letter was sent in the event there are
guestions about when vour request for reconsideration was made.
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ARE THERE ANY OTHER ACTIONS I CAN TAKE?

Yes, vou mav alse ask for a fair hearing from the Office of Administrative hearing or the Office of the Health
Care Ombudsman.

REQUESTING A FAIR HEARING
You may ask for a fair hearing from the Office of Administative Hearings or the Office of Health Care
Ombuedsman. You have 90 days from the postmark date of this letter to ask for a fair hearing. You can call,
write, or visit the Office of Administrative Hearings or the Office of Health Care Ombudsman to ask for a fair
hearing.

The contact information for the Office of Administrative Hearings is:

Difice of Administrative Hearings
One Judiciary Square
441 4% Sraar, W Suite 450 North
Washington, DC 20001
Phone: (202) 442-9094
Fax: (202) 442-4789

The contact information for the Office of Health Care Ombudsman is:

Office of Health Care Ombudsman
441 49 Sgeer, NW, 2nd Floar
Washingson, DC 20001
Telephone: (202) 724-7491
Fax: (202) 535-1216

WHATIF INEED HEIPASKING FOR AFATR HEARING?
For assistance with requesting a fair hearing, yvou may be able to get free legal services. See the lists below of
legal services in the District of Columbia.

Legal Resources

L .
1331 H Sixeet NW, Suite 350

Washington, DC 2000
(202) 628-1161

2041 Martin Luther King Jr Ave S5E
Suite 201

Washington, DC 20020
(202) 628-1161

7. .
G4 New York Awve, NE Suite 180

Washington, DC 20002
(202) 832-6577

4609 Polk 5t NE

Washington, DC 20019
(202) 832-6577

3- |I. :Jl-'! L3

770 1 Sweet NE, Suite 130
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Washington, DC 20002
(202) 547-0198 (voice)
(202) 547-2657 (TTY)

WHAT HAPPENSAFTER IASK FOR AFAIR HEARING?
The Dffice of Adminisoative Hearings will send vou a letter with vour hearing date.

WHAT HAPPENS AT THE FAIR HEARING?
The Office of Administrative Hearings will send you a letter which describes the hearing process. This
informadion will be included in the letter with vour hearing date.

You may bring a friend, relatve, advocate or lawyer who is not an employee of the District of Columbia to assist
wvou at your fair hearing. You may zlso bring wimesses and any other documents you would like to present.

If you have any questons regarding this letter, please contact Comagine Health at (800) 251-8890.

Sincerely,
%—n [
Doug Boenning, MD

Medical Director for the Comagine Health Clinical Review Team

cc: << AdmittingMame>:=
<< Treating_Name>:>
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Appendix G: Letter — Reconsideration Upheld, Inpatient

L]
Qm n PO Box 34800 office: 1.800.251.8690
agl e Washington, DC 20043-4800 Toll Free: 1.800.731.2314

Hea |th www_comagine org

<<Member_Name::
<<Member_Full_Address>:>

If yvou do not speak and/or read English, please call 1-500-251-8890 between 8:00 am. and 5:00 p.m. &
representative will assist youw.

Siusted nohabla v/ olee Inglés, por faver llame al 800-251-86%0 enme 3:00 a.m -5:00p.m. Un
Tepres entante le asisird - SPANISH

MBEATEHREEE | #F4EE AT T o s 95 E500- 251-8590,

EAM LA BRSHEE - CHINESE

RS NG oe1e oeRg aFa mibe TG 800-251-8800

h B:00 am. kah 500 pom. 94 Tk a-AT BLehe KOS+ WTAMA Y C ANHARIC
B SAI0| Yoz oS &= SHL 88 = 2is F2, 2 sAdid oF sA| Aol
800-251-8890 £ 2 MEAE st &Ale. HEBAI =9 =3 TLICH - KOREAN

Weéu ban khéng néi va Chelc doc déng Anh, xin goi $00-251-8850_ 8:00-5:00. Mdr dai difn 52 giip ban. -
VIETNAMESE
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DC MEDICAID
FLEASE READ CAREFULLY
THIS ISALETTER ABOUT AN UPHELD RECONSIDERATION DECISION

=<Modce_Date==>

<<Member_Name>:=
<<Memhber_Full Address>=

Patient Mame: <<Ilember Name:>=- Medicaid ID=: <<Insurance_ID&=
Date of Birth: <<IMember DoB=>

Facility: << Admiming Name:>>

Physician Mame: <<Treating_Mame>=

Admit Date: << Admit Date== Discharge Date: <<DMischarge_Date=:-
Denied Dayis): <<]P 5tay Total Denied Days=>

Denied Procedure (s): <<Denied Procedures>>

Diagnosis: <<Diagnosis==

We have received vour request for a reconsideration. In order to promote hizgh quality health care, Comagine
Health has been designated by the D.C. Department of Health Care Finance (DHCF) to review and determine
medical necessity of certain medical admissions and surgical procedures provided to D.C. Medicaid
beneficiaries. The decizion after reconsideration is to uphold the orizinal denial.

The final decision regarding medical weatment is between you and your physician. Comagine Health will notify
D.C. Medicaid, your attending physician and the hospital (facility) of this denial. D .C. Medicaid program will
not pay for services denied by Comagine Healdh.

WHY I5 THIS HAPPENING?

Each review iz completed by a phvsician reviewer, using available clinical information. Based on the
information available, the decision was based on the following: {Insert the appropriate Inter(Jual criteria or
other clinical rationale}. A copy of the clinical criteria used for the decision will be provided upeon vour
request.

ARE THERE ANY OTHER ACTIONS 1 CAN TAKE?
Yes, you may also ask for a fair hearing from the Office of Administrative hearing or the Office of the Health
Care Ombuedsman. Insert informatdon from the Comagine Health letter.

REQUESTING A FATR HEARING

You may also ask for a fair hearing from the Office of Administrative Hearings or the Office of Health Care
Cmbuedsman. You have 80 dayvs from the postmark date of this letter to ask for a fair hearing. You can call,
write, or visit the Office of Administrative Hearings or the Office of Health Care Ombuedsman to ask for a fair
hearing.
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The contact information for the Office of Administatve Hearings is:

Office of Administrative Hearings

One Judiciary Square

441 4% Sracr, NW Suite 450 North

Washington, DC 20001
Phone: (202) 442-3094
Fax: (202) 442-4789

The contact information for the Office of Health Care Ombudsman is:

Office of Health Care Ombudsman
441 47 sneer W, 9% Floor

Washington, DC 20001

Telephone: (202) 724-7481

Fax: (202) 335-1216

WHATIFINEED HETLPASKING FOR ATAIR HEARING?

For assistance with requesting a fair hearing, vou may be able to get free legal services. See the lists below of

legal zervices in the District of Columbia.
Legal Resources

1. Legal Aid Seciety of the District of Columbia
1331 H Street NW, Suite 350
Washington, DC 2000
{202) 628-1161

900 Delaware Awve 5
Washington, DC 20024
(202) 628-1161

2041 Marrin Luther King Jr Ave SE
Washington, DC 20020

{Advocates for Justice and Education in the Anacostia Professional Building the:"Big Char=™)

(202} 628-1161
2. Neishborhood Legal Services
4608 Polk 5: NE
Washington, DC 20032
{202) B32-6577

630 Rhode Island Ave NE
Washington, DC 20002
(202) 8326577

(202) 269-5100

2811 Pennsylvania Ave SE
Washington, DC 20020
(202) 8328577

3. University Lezal Services, Protection and Advocacy Program

220 I Sireet NE, Suite 130
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Washington, DC 20002
(202} 547-0198 (voice)
(202) 347-2637 (TTY)

WHAT HAPPENSAFTER TASK FOR AFATR HEARING?

The Office of Adminisoative Hearings will send you a letter with your hearing date.
WHAT HAPPENS AT THE FAIR HEARING?

The Office of Administrative Hearings will send vou a letter which describes the hearing process. This
information will be included in the letter with vour hearing date.

You may bring a friend, relative, advocate or lawyer who is not an employee of the District of Columbia to assist
vou at your fair hearing. Youw may also bring wimesses and any other documents you would like to present.

If vou have any questions regarding this letter, please contact Comagine Health at (800) 231-8830.
Sincerely,

e

Doug Boenning, MDY
Medical Director for the Comagine Health Clinical Review Team

cc <<= Admitting_MName>>
<< Treating_Name:>:>
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Appendix H: Letter — Prior Authorization for EPD Waiver
Services

.
&m n PO Box 34800 Office: 1.800.251.8890
ugl e Washington, DC 20043-4800 Toll Free: 1.800.731.2314

H ed |th Www.comagine.org

<<Member Name>:>
<<Member Full Address>>

Siusted no habla v/ o lee Inglés, por favor llame al 800-251-8590 enmre 3:00 a.m.- 500 p.m. Un
representantele asisird - SPANISH

mEETSERTEIE | #FEF FS B3 T o s a4 > 15 5 500 251-8590,
WA T A BBV, - CHINESE

YA Ting me1d R hads mile +TC 500-251-8300
n B:00 am. hanh 5:00 p.m. M Tk a=0T B ROCH A4 BTN T - AVMHARIC

Brel Ealo| e o8 &= SHL e = 81s H2, o sAlollid 2% s A Aol
B00-251-8800 S F FMEE # Ao EEAT 2o 23 ZLICH - KOREAN

Weéu ban khéng ndi va holdc doc tidng Anh, xin goi 800-251-8850, 5:00-5:00. LI6r dai didn o€ gidip ban. -
VIET™AMESE
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<= Froup_Name= =
PLEASE READ CAREFULLY
THIS ISALETTER ABOUT PRIOR AUTHORIZATION FOR EFD WAIVER SERVICES

«<<Motice_Date==

=< Admiring Name>:=
<< Admitting_Full Address=>

Patient Name: <<Member Name:>:> Medicaid ID#: <<Insurance [D=:=
Date of Birth: <<Member_ DoB:=> Prior Authorization®:  <<Reference [D==
Facility: <=Farility==

Physicians Name: << Treating_Mame:=>

Start Date: <<Service Start Dates> End Date: <<Service_End Date>=>
Approved Service(s): <<Approved Procedures->

Approved Unit(=s): << Total Approved Units==

DHagnosis: <<[agnosis_Code>> - <<Diagnesis_Description-=>

RE: Prior Authorization for EPD Waiver Services

Dear <<#Admitting_MNamea>>,

Your authorization request on behalf of Medicaid Beneficiary, ==Member Name=>=, Medicaid ID
# <<Insurance [DV=> has been approved for the following services.

Servicing Provider: <<AdmittingName==>
Anthorization # <<Referenca_[Dr==
Thank vou,

Comagine Health
Utilization Rewview Team

cc: Authorization #: <<HReference D=
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Appendix I: Comagine Health Provider Portal Quick Start
Guides

To support the use of the Comagine Health Provider Portal (CHPP), we have created Quick Start Guides for the
different submissions through the portal. This section contains selected examples; the entire set are posted on
our website at https://comagine.org/program/dc-medicaid-um/providers.

1.1 Acute Care Hospitals

The following are the steps for submitting Acute Care Hospital Prior Authorization (PA) requests via the CHPP.
Please note that Acute Care Hospital requests must be submitted within 48 hours of admission and Comagine
Health does not review emergency room admissions.

Steps
1) Main View:
A. Home (Splash) Page — Where Comagine Health posts provider announcements.
B. Dashboard Menu (New Request or Search Request) — Where work can be managed individually
(through the To Do tab) or as a team (through Team tab).
C. Menu —To start a New Request or Search for a request.
D. Memory List — Keeps a running list of the episodes viewed so they can be found easily while in the
CHPP. Should be cleared out at the end of each session.

Comclglne Home @ Dashboard = Menu [ memory List Calendar

Health

Home Page

06/22/2022 - Adding documents in Jiva- PLEASE READ

2) Submit a New Request:
A. Click on Menu and select New Request.

Home @B Dashboard = Menu [ Memory List

Provider

Member MNew Request |

Search Reguest

B. Client: Select DC MEDICAID
C. Insurance ID, enter Medicaid ID number, starting with 7.
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D. Click on Search.

ot ¥
Client * | e MEDICAID v

Insurance ID * 077777

3) Medicaid Recipient Search:
A. Verify correct member name, date of birth, and insurance ID.

Member Last Name
Member First Name

Member DOB -

Jiva Member ID IMemberName I I Member Date of Birth I I Insurance ID I Gender Coverage ID

Coverage Start Date

& werenr MEDICAID, SADE o1/012001 71077777 F a3s7977 02012014

Gient * | G MEDICAID ~

LT L —

Coverage End Date.

Group Name Action

DCMEDICAID Add Request v

4) Under Action, click where it says Add Request and select Inpatient (IP) from the drop-down menu.

Action

I Add Reguest v]

Add Request

Outpatient

5) Fill out the Episode Details with the red asterisk, including the Treatment Class. For Inpatient requests

complete:
A. Request Type*: Select Prior Authorization.

B. Time Request: Does not need to be filled in.

C. Treatment Class: Select Currently Admitted, Discharged (Retros only), Future Admission or
N/A (this field MUST be completed even though an asterisk is not present).

D. Request Priority*: Will auto-populate with Non-Urgent.
E. For Treatment Type*: Select Acute Care Hospitals.

© Episode Details Request e * | Noine .

Time Request

I Treatment Class I ‘ Seled One— v

Admit Type

*
| Request Priority I—Ss\sdﬂns— v

—Select One— v

Treatment Type %

.

—Select One—

~Select One—
Acute Care Hospitals
Acute Care Hospitals Bardering Counties

Assessment Reconsideration
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6) Fill out the Diagnosis section:
A. For the Code Type*: ICD10 will auto-populate.
B. Under Diagnosis*: Only enter one diagnosis at a time.
e The diagnosis codes will appear in a drop-down menu as you start typing, and you can then
select it.

e Example: J44.0 will appear below and can be selected by clicking on it.

e |[f there are multiple diagnoses, the primary diagnosis (Primary Dx) can be amended by
selecting the yellow star on the Primary Dx line.

Diagnosis
Li] | CndeT!Ee* IICDWU v Diagnosis * OPD

J44.0-Chronic obstructive pulmonary disease with (acute) lower respiratory

infection

Ja4.1-Chronic obstructive pulmonary disease with (acute) exacerbation

Primary Dx Code Type Diagnosis J44.9—Chronic obstructive pulmonary disease, unspecified

- * ICD10 J44.0-Chronic abstructive pulmonary disease with (acute) lower respiratory infection

7) Complete the Provider Details section:
A. To add an organization, click the paperclip icon beside the Requesting Provider drop-down
menu underneath Provider Details.
e This entry is required for users to access the case via the CHPP and receive updates on status from
Comagine Health.
B. After adding the organization, please select Attach Providers by clicking on the blue Attach
Providers button to the right of the paperclip.

Requesting Provider General Hospital [~ ®

C. Once selected, you will see the screen below. You can do a basic Search or Advanced Search for
providers. Enter the DC Medicaid Provider ID that starts with zero, or the National Provider
Identification Number (NPIN).

e For facility/vendors and Individual selections, searching for the Medicaid Provider ID or the NPIN
may help narrow requests rather than searching by last name.

No Prowiders Attached.
Frovider Details ‘
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Attach Providers

€ Enter any search criteria
Client DC MEDICAID

Provider Last Name / Facility

Provider First Name Provider First Nam

Provider ID

F Advanced Search

Aftach Cancel

e An errant search will trigger you to call Comagine Health for assistance. You may do so or attempt
your search again using different parameters.
D. Click Search. The search results for the agency will appear on the right.

Attach Providers

@ Enter any search criteria
Glient  DCMEDICAID Search Results
Provider LastName fFacilly  Genera Hospital Q ProviderD  Providerhame  Location  Type ProviderRole  Specialty In Network?

Provider Firsthame | oo b pame a & cH General 100 Organization Requesiv|  Anesthesiology | N
Hospital Main Hospital
Street

NPIN Dallas,

TX-
Provider ID 76024
usa

Advanced Search & ohm General R FaclityNendor Admittini v n
Hospital
Admitting,

Attach Cancel

E. Each provider entry must be paired with a specific provider role selected from the drop-down
contained inside the Provider Role column within the search result itself. Tip: Disregard the
Provider Network drop-down.

e Facility/vendor is always paired with Admitting.

e Individual is always paired with Treating.

e QOrganization is always paired with Requesting.

F. Click on the gear icon (¥ ) under search results and choose Multiple Attach.

e The list of providers will appear under Selected Provider’s List

e The entry will remain there while you complete additional searches to complete your entries.

e When all entries are selected and you are ready to attach, select Attach from the bottom left of
the screen.

e If you prefer selecting Single Attach instead of Multiple Attach, this will allow you to attach one
provider at a time. You will have to recomplete step C - forward for any additional entries.
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G.

Once all providers have been selected, click the green Attach button to save all providers.

AICH Providers

) ERar iy Sk ch R

,—. © [— Lozanon [H—— ——
° e P— 100 M S e =1 | e

Chen OC VEDICHD Swarch Foubuts

Provider Lastiiome | Faclly oo prai smapital a FreaseriD  Fooedermame  Locaomm  Type Prowmasr sow spromey n e
T R [8fan |omm |4 |owese | [Fupey] | deseiim | &

N Sheat

n-

i o
=3 - T e o T .

i

.......

Dallas, TX-TH324
s

-] aHAL LT [ —-— - [rre—
(-] aHTE Trasting Dchar Ganmest - Teatng - Ol o gtk
H. If a provider is selected in error, click the icon under Action to detach the provider; a pop-up
message will ask, “Do you want to detach from request?” Click OK.
L (=ilk) 2 (-]
L] Xt o . S g e Vo L B e -
[} i
Pooraier Cwisim o s Locaton L) [ Prors: Mt
o T gt [ +] e N
Lifh
[+ 1] Ceereral vempial é:ul:nrr?.-r:m [ % Dut of Yrbwer -]
(]
it “weerl gl g :J.n-n-u . Tl of b -]
— e © . E=m

8) Complete the Stay Request section for Inpatient (IP) admits only:

A.

G mMmOoOO®

Service Type: Leave blank.

Place of Services: Leave blank.

Requested Level of Care: N/A (May be useful).

Expected Admit Date*: Enter the date.

Actual Admit Date: Enter the date.

LOS Requested *: Enter number of days requested. For example, one day.
Click the blue Add button.
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Stay Request -
[—] Service Type — o | Expected Admit Date * 0300002 o |

Place of Service ‘Actual Admit Date
~Select One~ M =]

Requested Level Of Care | LOS Requested * 4 ]

—Select One— v

7]

9) To edit a Stay Request:
A. Click on the gear icon ¥ under Action. A new screen will open for edits.
10) To remove a Stay Request:
a. Click on the gearicon ¥ under Action and select Remove. A box will open to confirm you want
to remove it, click OK to remove.

Stay Request
ILI Action Service Type Place of Service Los Requested # Expected Admit Date Actual Admit Date Requested Level Of Care

& 1 03/20/2023

11) Add Assessments. Click on the Add Assessment tab.

Add Assessment

Add Assessment
Assessments
Search Assessment Q
[0 DCM Provider Initial Assessment
Save Cancel

A. Select and complete the DCM Provider Initial Assessment.

o There are three questions in the DCM Provider Initial Assessment.

e Enter contact name, contact phone number, and contact fax.

e Always select Complete when finished with an assessment and not just Save.

Assessment : DCM Provider Initial Assessment Version : 1 ( CLIENT)
Save  Save and Generate POC  Gancel Assessment (POC) Review | Share With Member
Timer 00:00:30 I < % 1.Contact Name (first name, last name): o)

Add Note

Question Groups

Provider Initial Assessment (0 of 3) * 2 Contact Phone Number (format: 000-000-0000): (o]
Add Note
3. Contact Fax Number (format: 000-000-0000, optional): o)
Add Note
Previous || Next

12) In the Documents section:
A. Click on the blue Add Documents button. Documents

Add Documents

B. Document Title*: Enter the name of the document being uploaded.
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C. Document Type and Description: Can be left blank.

D. Select Document*: Choose Browse and locate your document to upload.
e Tip: Please only use PDF or DOC files.
e Tip 2: TIFF files will not be accepted and Comagine Health will ask for clinicals to be resubmitted in
either PDF or DOC format.
E. Once you have selected the document to be added, click the green Add button.

Add Documents

Document Title Clinical Progress Notes
Document Type —Select One— S

Document Desenplion s 5000 characlers on

*
Seiect Document —

[ Y

F. If you have multiple documents, please complete step A through E for each document.
G. Once all documents have been uploaded, select Save.

H. The maximum number of allowed documents attached is four (4). If the number of uploaded documents
exceeds four an error message will appear (see below). Click OK. If you need to add more than this, you
may either combine documents into one attachment, or attach additional documents after the request
has been submitted. The process for this is outlined below in Step 15.

Message from webpage X

| Maximum number of allowed documents attached

12) Under the Notes section, enter the following information:
A. Note Type: Will auto-populate to Web.
B. Note Text: Add notes according to the request (i.e., additional information submitted).
C. Note Encounter Date and Note Encounter Time: Will auto-populate the date and time.
D. Click Save.

Page 133



Mot Encountier Date: e -
Moie Encounte: Time " ™ =]

m -
File- Edt- View- Formal- Tools -

B r u %o

Faate revdem B pre-admission reques for soute ahsb.

ql

l¢

13) Submit, save, or delete.

A. Submit: Episode will be submitted to Comagine Health. Review to ensure your entered information is

correct and click Submit. It will ask you to confirm — click OK.
B. Save as Draft: Episode will not submit to Comagine Health; but will be saved for later edits.
C. Delete: The request will be deleted.

Save as Draft Delete Cancel

14) Make a note of the CHPP Reference ID number for your records to locate the episode faster.
A. Selecting Episode Abstract here allows you to review what was submitted; however, you
cannot edit from here.

Request Details
Episode Abstract
Episode Type: OP Episode Number - 2607997 Episode Status : OpenRequest Reference ID - 92303200005

Authorization Drug Details.

No Specialty Drug Requests Added
Episode Abstract

Request Details Service ID Service Code Requested # Assigned # Denied Auth Start Date Auth End Date Service Type Frequency D

3545068 D4341(CDT) 1 0 0 NA Per Day Pe

ecision

B. You can print by selecting Printable View.
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Episode Abstract Printable View
Wember Defails v
Palicy Holder Name Stratfontest, Eve Jiva Member ID 4387857 Wember 1D 4387857
Gender F DOB 01/01/2001 Insurance ID 88442211
Episode Overview v
Marital Status Phone Alternate 1D
Notes
Address Client DC MEDICAID

Diagnosis v

Policy Holder
Providers v

Episode Oveniew
Stay Summary

Reference ID 92303080002 Start Date 03/06/2023 Type of Episode oP
Semice Summary v N
Episode ID 2607736 Treatment Class Episode Status. OpenRequest

Drug Service Summary Extemnal Episode ID RequestType  Prior Authorization AssignedTo  Intake Portal
Assessment Summary Treatment Type Dental and Orthadontic Service

Notes

Diagnosis

Diagnosis # Diagnosis Type Description

H53.2 ICDA0{MDC)Primary) Diplopia

FIidas

15) If additional documents need to be submitted, locate the submitted episode by clicking on Memory List at

the top of the screen, or by completing a search by clicking Menu and then Search Request.

[ Memaory List B Calendar

Medicaid, Sade(3441113) = IP(1701761) = edit
request

Medicaid, Sade(3441113) = IP(1701761)

Medicaid, Sade(3441113) = create IF request
Close All

n DC MEDICAID

A. Either select the episode you were working on in the Memory List or search for the Reference ID in the

Search Request.

B. Click on Add Document and follow Step 11 above to add additional documents.

¥ Documents

Episodes View

CT Scan

Xrays

Hx & Physical

Clinical Progress Notes
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AdminProvider, Yvette

AdminProvider, Yvette

AdminProvider, Yvette

Add Document

Description



16) Always go to the Memory List and close out of all episodes. This will ensure Comagine Health has access to
review your submission. Click on the x next to the episodes or click Close All to clear the Memory list.

|__E| Memory List ﬁ Calendar

Medicaid, Sade(3441113) = IP{(1701761) = edit
request

Medicaid, Sade(3441113) > IP(1701761) Group DC MEDICAID

Medicaid, Sage(3441113) = create IP request X
Close All

For CHPP Technical Assistance: 1-800-251-8890

CHPP Log-On Link:
https://comaginepp.zeomega.com

1.2 Specialty Hospital

The following are the steps for submitting Long-Term Acute Care Hospital (LTACH) Pre-Admission
requests via the CHPP.

Steps
1) Main View:

A. Home (Splash) Page — Where Comagine Health posts provider announcements.

B. Dashboard Menu (New Request or Search Request) — Where work can be managed
individually (through the To Do tab) or as a team (through Team tab).

C. Menu—To start a New Request or Search for a request.

D. Memory List — Keeps a running list of the episodes viewed so they can be found easily while in
the CHPP. Should be cleared out at the end of each session.

I ln"lﬂglne Home @@ Dashboard = Menu E] Memory List Calendar
mealth

Home Page

2) Submit a New Request:
A. Click on Menu and select New Request.
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Home @ Dashboard = Menu [ Memory List

Provider

Mew Reguest
Search Reguest

B. Client: Select DC MEDICAID.
C. Insurance ID: Enter Medicaid ID Number, which starts with 7.
D. Click on Search.

i *
Client DC MEDICAID v

Insurance ID * 71077777

3) Medicaid Recipient Search:
A. Verify correct Member Name, Member Date of Birth, and Insurance ID.

Member Last Name Client * | ¢ yepICAD v
. *
Member First Name. Insurance D% 71077777

Member DOB

Jiva Member ID I WMember Name I I Member Date of Birth I I Insurance ID I Gender Coverage ID Coverage Start Date Coverage End Date Group Name

& 437077 MEDICAID, SADE 0110172001 71077777 F 4387977 020112014 DC MEDICAID

[ hdaroest .

4) Under Action, click where it says Add Request and select Inpatient (IP) from the drop-down menu.

Action

I Add Reguest vl

Add Request

Cutpatient [E

5) Fill out the Episode Details with the red asterisk, including the Treatment Class. For Inpatient
requests, complete:
A. Request Type*: Pre-Admission.
B. Time Request: Does not need to be filled in, and automatically populates to 1 day.
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C. Treatment Class: Select Currently Admitted, Discharged (Retros only), Future Admission, or
N/A (this field MUST be completed even though an asterisk is not present).

D. Request Priority*: Will auto-populate with Non-Urgent.
E. Treatment Type*: Select Specialty Hospital of Washington.

0| Episode Details % |
- Cread D2 3023 1530 RowsstPIO ™ gantarg v
* Admit Type
Request Type ‘ Pre-Admission v‘ ‘ ~Select One~ v‘
Time Request |4 paye Treaiment Typs ¥ l Specialty Hospital of Washington VI
Treaiment Class ‘ Select One— v‘

6) Fill out the Diagnosis section:

A. Code Type*: ICD10 will auto-populate.

B. Diagnosis*: Only enter one diagnosis at a time.

e The diagnosis codes will appear in a drop-down menu as you start typing, and you can then
select it.

e Example: J44.0 will appear below, and you select it by clicking on it.

e |[f there are multiple diagnoses, the primary diagnosis (Primary Dx) can be amended by selecting
the yellow star on the Primary Dx line.

||
Diagnosis I Cada e I
&d o010 v IﬂﬁM'EUPD

J44.0—Chronic obstructive pulmonary disease with (acute) lower res piratory

infection

J44.1-Chronic obstructive pulmonary disease with (acute) exacerbation

Primary Dx Code Type Diagnosis J44.9-Chronic obstuctive pulmonary disease, unspeciied

* D10 J44.0~Chronic obstructive pulmonary disease with (acute) lower respiratory infection

7) Complete the Provider Details section:
A. To add your Organization, click the paperclip icon beside the Requesting Provider drop-down
underneath Provider Details. This entry is required for users to access the case via the Provider
Portal and receive updates on status from Comagine Health.
B. After adding your Organization, select Attach Providers by clicking on the blue Attach Providers
button to the right of the paperclip.

Provider Details Mo Providers Attached.
Requesting Provider General Hospital ~] @ M
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C. Once selected, you will see the screen below. You can do a basic Search or Advanced Search for

providers. Enter the DC Medicaid Provider ID that starts with a zero, or the National Provider

Identification Number (NPIN).
e For facility/vendors and individual selections, searching for the Medicaid

Provider ID or the NPIN may help narrow the requests rather than searching
by a last name.

e An errant search will trigger you to call Comagine Health for assistance. You
may do so or attempt your search again using different parameters.

Attach Providers

€ Enter any search criteria

Chient DC MEDICAID

Proveder Last Name J Facility

Provider First Nams

TR
-

Advanced Seanch

D. Click Search. The search results for the agency will appear on the right.

Attach Providers

€@ Enter any search criteria
Client

Provider Last Name / Facility
Provider First Name
NPIN

Provider 1D

m cance!

DC MEDICAID

General Hospital

Provider First Name

Search Advanced Search

——

Provider ID

-4 GH1

-4 GHA1

Provider Name

General
Hospital,

General
Hospital
Admitting,

Location  Type ProviderRole  Specialty

100 Organization Reques! ~ Anesthesiology,
Wain Hospital

Street

Dallas,

T%-

76024

usa

FacilityVendor Admiting ~

In Network?

N

E. Each provider entry must be paired with a specific provider role selected from the drop-down

contained inside the Provider Role column within the search result itself.

e Facility/vendor is always paired with Admitting.

e Individual is always paired with Treating.

e QOrganization is always paired with Requesting.

F. Click on the gear icon (*) under search results and choose Multiple Attach.
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e The list of the providers will appear under the Selected Provider’s List.

e The entry will remain there while you complete additional searches to complete your entries.

e When all entries are selected and you are ready to attach, select Attach from the bottom left of
the screen.

e |[f you prefer selecting Single Attach instead of Multiple Attach, this will allow you to attach one
provider at a time. You will have to recomplete step C - forward for any additional entries.

G. Once all providers have been selected, click on the green Attach button to save all providers.

Attach Providers

€ Enter any search criteria

Selected Providers List €
Provider ID

(-] GH1

GHA1

)
l (-] GHT1

Provider Last Name / Facility

Provider First Name

Client DC MEDICAID

General Hospital

Provider First Name

NPIN

Provider ID

Provider Name

General Hospital,

General Hospital Admitting,

Treating Doctor, General

Search Results

Provider ID
GH1 General
Hospital,
£ GHAt General
Hospital
Admitting,
<
Location
100 Main Street
Dallas, TX- 76024
usa

Provider Name

Location  Type Provider Role  Specialty In Ne

100 Organization Treating v Anesthesiology. N

Wain Hospital

Street

Dallas,

TX-

76024

usA

FacilityiVendor Treating v M
Provider Role Provider Network

Requesting ~ Out of Netwark
Admitting ~ Out of Network
Treating ~ Out of Netwark

H. If a provider is selected in error, click the icon under Action to detach the provider; a pop-up
message will ask, “Do you want to detach from request?” Click OK.
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8) Stay Request section for Inpatient (IP) admits only:

A. Service Type: Leave blank.

B. Place of Service: Leave blank.

C. Requested Level of Care: Select Acute Medical/Surgical, Rehab, or N/A.

D. Expected Admit Date*: Enter date.

E. Actual Admit Date: Enter Date (if already admitted)

F. LOS Requested™: Enter number of days requested. For example, 7 days.

G. Click the blue Add button.

H. To edit a Stay Request, click on the Gear under Action. A new screen will
open for edits.

I. Toremove a Stay Request, a box will open to confirm you want to remove it,
click OK to remove.

—Select One- v | Expected AUmitDate * g3 500033 o |

Place of Service ‘Actual Admit Date
~Select One— M =]

Requested Level OTCare | _q_ci ones ” | LOS Requested ¥ |

Add h

J. At the end you should see the Stay Request entered, as below.

Stay Request
ILI Action service Type Place of Service Los Requested # Expected Admit Date Actual Admit Date Requested Level Of Care

& 1 03/20/2023

9) Add Assessments. Click on the Add Assessment | | tab.

A. Select and complete the DCM Provider Initial Assessment.

Add Assessment

Assessments
Search Assessment Q

Cancel

e There are three questions in the DCM Provider Initial Assessment.
e Enter Contact Name, Contact Phone Number, and Contact Fax.
e Always select Complete when finished with an assessment and not just Save.
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IAssessmem: DCM Provider Initial Assessment I Version : 1( CLIENT)
(¢SS save  Save and Generate POC  Cancel

Timer 00:00:-30 W c % 1. Contact Name (first name, last name):

Add Note

Question Groups

* 2. Contact Phone Number (format: 000-000-0000):

Add Note

3. Contact Fax Number (format: 000-000-0000, optional):
Add Note

Assessment (POC) Review | Share With Member

10) Add Documents section:
A. Click on the blue Add Documents

Documents Add Documents

button.

B. Document Title*: Enter the name of the document being uploaded.

C. Document Type and Description: Can be left blank.

D. Select Document*: Choose Browse and locate your document to upload.
e Tip: Please only use PDF or DOC files.

e Tip 2: TIFF files will not be accepted and Comagine Health will ask for clinicals to be resubmitted

in either PDF or DOC format.

E. Once you have selected the document to be added, click the green Add button.

Add Documents

*
Document Tifle I Clinical Progress Notes

Document Type _Select One—

Document Description Allows 5000 characters only

*
Select Document No File Selected

l

Save Cancel

F. If you have multiple documents, please complete step A through E for each document.

T o

Once all documents have been uploaded, select Save.
The maximum number of allowed documents attached is four (4). If the number of uploaded

documents exceeds four an error message will appear (see below). Click OK. If you need to add
more than this, you may either combine documents into one attachment, or attach additional
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documents after the request has been submitted. The process for this is outlined below in Step
14,

11)

oo w >

m Web Note Encounter Date 0212312023 Py

Notes

Message from webpage >

| Maximum number of allowed documents attached

Notes section:
Note Type: will auto-populate to Web.

Note Text: Add notes according to the request (i.e., additional information submitted).
Note Encounter Date and Note Encounter Time: Will auto-populate the date and time.
Click Save.

—

File~ Edit~ View~ Format~ Tools ~

12)

Submit, save, or delete.
Submit: Episode will be submitted to Comagine Health. Review to ensure your entered

information is correct and click Submit. It will ask you to confirm — click OK.

Save as Draft: Episode will not be submitted to Comagine Health but will be saved as draft for
later to edit.

Delete: The request will be deleted.

Save as Draft Delete Cancel

13) Make a note of the CHPP Reference ID number for your records to locate the episode faster.

A.

Selecting Episode Abstract here allows you to review what was submitted; however, you
cannot edit from here.
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Request Details /

Episode Type: OP Episode Number - 2607997 Episode Status - OpenRequest
Request Details Service ID Service Code Requested # Assigned # Denied Auth Start Date Auth End Date Service Type Frequency Decision
3546068 D4341(COT) 1 0 0 NA Per Day Pending

Authorization Drug Details

- No Specialty Drug Requests Added

B. You can print by selecting Printable View button in the top right corner.

Member Details v [Eemherpeat
Policy Holder Name  Strattontest Eve JivaMemberlD 4387857 MemberiD 4387857

Gender  F DOB 010172001 Insurance ID 88442211
Episode Oveniew v

Warital Status Phone Alternate ID
Notes
Address Client  DCMEDICAID
Diagnosis v
Policy Holder

Providers v

Episode Overview
Stay Summary v

Reference D 92303060001 StaDate  03/0612023 Type of Episode 1P
Senice Summary
EpisodelD 2607735 Treatment Class Episode Status  OpenRequest
Assessment Summary External Episode ID RequestType  Prior Authorization AssionedTo  Intake Portal
TreaimentType  Acule Care Hospilals
Notes
Diagnosis
Diagnosis # Diagnosis Type Description
Jas0 ICDAOMDC)Admit) Chronic obstructive pulmonary disease with (acute) lower respiratory infection
Providers
Name Provider ID Role Service Location Contact information Type Specialty
General Hospital Admitiing, GHA1 Aamitting - Facilityrvendor -
Treating Doctor,General GHT1 Treating - Ingividual -
General Hospital, GH1 Requesting 100 Main Street Organization Anesthesiology
Dallas, TX-76024
Usa
P Details
Episode Status End Date

14) If you need to submit additional documents, go to the Memory List at the top of the screen.
Select the episode you were working on in the Memory List.

bst, Eve(4387857) = OP(2607736)
tst Eve(d4387857) = create OF request

Strattontest, Eve(4387857) = IP(2607735)

Strattontest, Eve(4387857) = create IP request
Close All

A. Click on Add Document and follow Step 10 above to add additional documents.
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¥ Documents

Episodes View

Name Type

CT Scan

Xrays

Hx & Physical

G & o n

Clinical Progress Notes

Date Added

02/23/2023 12:30:03

02/23/2023 12:30:03

02/23/2023 12:30:02

02/23/2023 12:30:02

Add Document

Added User Description

AdminProvider, Yvette

AdminProvider, Yvette

AdminProvider, Yvette

AdminProvider, Yvette

15) Always go to the Memory List and close out of all episodes. This will ensure Comagine Health has
access to review the submission. Click on the x next to the episodes or click Close All to clear the

Memory List.

I__EI Memory List ﬁ Calendar

Medicaid, Sade(3441113) = IP{1T701761) = edit
request

WMedicaid, Sade(3441113) = IP(1701761)

Medicaid, Sagle(3441113) = create IP request
Close All

Group DC MEDICAID

For CHPP TECHNICAL ASSISTANCE: 1-800-251-8890
CHPP LOG-ON LINK: https://comaginepp.zeomega.com

1.3 Continued Stay Review

The following are the steps for submitting continued stay review inpatient (IP) extension requests via

the CHPP.

Steps
1) Log In:

A. Enter current user ID and password.

B. Compatible with Chrome, Edge, and Firefox. |.E. mode in Edge not required.
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https://comaginepp.zeomega.com/

Jiva

** USER WARNING **

This Provider User And Confidentiality Agreement
by and between Comagine Health

In order to ensure the integrity, security and confidentiality of information maintained within this system, and, to limit disclosure and use of this data to only thatwhich is permitted by law, | agree to abide by all provisions setforth in my System
User Agreement (SUA) with Comagine Health. | hereby acknowledge having received notice of the potential criminal, administrative andior civil penalties for violating any terms of my SUA. If| have questions about my obligations regarding
the terms of my SUA, | understand that | may seek from my System

If you agree then click on " | Agree ™

T Agree JllT Disagree

Contact Us

2) Main View:
A. Home (Splash) Page — Where Comagine Health posts provider announcements.
B. Dashboard — Where work can be managed individually (through the To Do tab) or as a team
(through Team tab).
C. Menu —To start a New Request or Search Request.

06/22/2022 - Adding documents in Jiva- FLEASE READ

3) To submit a continued stay review extension request:
A. Click on Menu and select Search Request from the drop-down.

Home @ Dashboard = Menu [ Memory List

Provider

Member Mew Reguest h

Search Reguest

Client: Select DC MEDICAID.
Insurance ID: Enter the Medicaid ID number, starting with 7.
Enter the Reference ID number.

mooOw®

Click on Search.

4) Medicaid Recipient Search:
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A. Verify correct member name, date of birth, and insurance ID.
B. Click on the gear icon next to episode you want to work.
C. Select Open from the drop-down menu.

meugine Home @b Dastboard = Menu

Search Request

Member Last Name

[ MemoryList B Calendar

=] Request Added From =]
Clent * DC MEDICAID ~
rance ID *

7o Provider Name: _Select One. v

i > Select One e Submitted By ~Select One— ~
Request Type Select Values.
Action Episode ID 1 MemberName. Episode Type Request Type: Treatment Type Insurance D Date of Service Reference ID. Procedure Codes Created By Status.
- 1702731 MEDICAID, SADE " Pre-Admission Psychiatric Institute of Washington 71077777 0610272023 92306020002 Provider, Sade Processec d

5) Stay Request:

A. Go to the Stay Request section and click the box next to the last approved length of stay (LOS)

Service Type Place of Service Level of Care LOS Requested # Expected Admit Date Actual Admit Date
7 05/28/2023
Requested Date ¥ 3500093 - LOS Requested # * |
Please enter a value in this field
Request Received Time * 16 “ 29 “
Requested Level Of Care _Select One—

*

Request Type Pre-Admission v
*

Request Priority Standard -

B. Click on the Extension button and enter the number of days requested.

¥ Stay Request

C. If the extension request is 24 hours past the last approved date, then you may receive an error
message that looks like the following screenshot. This is because currently it is set to error 24
hours from the last approved date or the next review due date. Comagine health is working on

extending this 24-hr. timeline, so this error will change.
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2pp.zeomega.com/cms/Zellfindex_htmi#/episode/view_episode/251091/IB 1703039/

F Menu comaginehealthZpp.zeomega.com says

167) You have exceeded the time frame for an extension

1T} 357-

D. Even if you receive the error message and do not have the Extension button available to add
the number of days requested in the LOS extension request, proceed to the Workflow tab to
add your assessment.

Jine Home @ Dashboard = Menu [ Memorylist  E# Calendar = 2 e ‘Apmvmep Sade™

D, SADE (Female) DOB: 02012001 (22y) Goverage ID: 3441113  Insurance ID: 74077777 1= 38 Episodes

222 DG MEDICAI . DG Phone & Email Coverage DG MEDICAID Group DC MEDICAID PCP/IPCM Allergies

Overview > IP(1702731) Stay/Service Summary I Workflow v x
Primary Dx Assigned To Reference ID Request Type Treatment Type )
F02.80 Intake Portal 92306020002 Pre-Admission Psychiatric Institute of Washington Related Episodes G

6) Update the Notes section:
A. Click Add Notes.

PCP/PCM

Group DC MEDICAID Allergies

Stay/Service Summary +

Treatment Type )
Psychiatric Institute of Washington Related Episodes D

¥ Note Add Notes | View All Notes
Username : Provider, Sade Number of days requested
Title : Date span requested
Note Type : Web Name/ Phone number
Source : Episode Note Discharge information if applicable

Note Encounter Date : 06/02/2023
16:41:00 06/02/2023  16:44:38

B. Note Type: Select Web.

C. Note Text: Add notes according to the request, such as the number of days requested, or your
name, phone number, and email address.

D. Add the discharge date, discharge disposition, and follow up appointments, as applicable.
Note Encounter Date and Note Encounter Time: Auto-populates the date and time.
Click Save.
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Note Details ‘ Note Type ¥ |\

B 7 Y ¥ B

Nuriber of days requested: 7

Date span requested: 6/2/23 thru 6/8/23
Name/ Phone number: Sade / 000-00C-0C00

Discharge information ff applicable: N/A

Comments *
File~ Edit~ View~ Format~ Tocls ~

*
Note Encounter Date ¥ g/05o050

Note Encounter Time ¥

7) Submit the extension:

A. Click on the Submit Extension button if you are allowed to complete the LOS extension request,
add notes, and complete the assessment. Click on the IP (episode #) to navigate in the episode

for assessments and notes.

Member Overview = IP(17008588)

Member Overview = |P(1700888)

Primary D
F32.0

Status
Decisioned

Submit Extension

 Stay Request

Place of Service

(|
O Initial
0O Extension

<

8) Click on the x in the right corner to close the episode when you have completed your request.
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Group DC MEDICAID Allergies

Stay/Service Summary « Workflow v x
° |
:’;Tct:rllﬁliir::il—ylzititute of Washington Related Episodes C}J
¥ Note Add Notes ~ Wiew All Notes .

Username : Provider, Sade Number of days requested: 7

Title : Date span requested: 6/2/23 thru 6/8/23

Note Type : Web Name/ Phone number: Sade / 000-000-0000

Source : Episode Note Discharge information if applicable: N/A

Note Encounter Date : 06/02/2023

16:47:00 06/02/2023  16:49:58

9) Always go to Memory List and close out of episodes. This will ensure Comagine Health will have
access to review your submission.
A. Click on the x next to the episode or click Close All at the bottom to clear the Memory List.

D Memory List E Calendar

Medicaid, Sade(3441113) = OP(1702620)

Medicaid, Sadg(3441113) = IP(1702731)
C MEDICAID PCP/PCM Allergies
Close All

For CHPP Technical Assistance: 1-800-251-8890

CHPP Log-On Link:
https://comaginepp.zeomega.com

1.4 Outpatient Medical Services & Surgical Procedures

The following are the steps for submitting an outpatient (OP) authorization request via the CHPP.

Steps
1) Main View:

A. Home (Splash) Page — Where Comagine Health posts provider announcements.
B. Dashboard Menu (New Request or Search Request) — Where work can be managed
individually (through the To Do tab) or as a team (through Team tab).
C. Menu - To start a New Request or Search for a request.
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D. Memory List — Keeps a running list of the episodes viewed so they can be found easily while in
the CHPP. Should be cleared out at the end of each session.

Comﬂglne Home @@ Dashboard = Menu D Memory List Calendar

Health

Home Page

2) Submit a New Request:
A. Click on Menu and select New Request.

Home @ Dashboard = Menu [ Memory List

Provider

Member Mew Request h

Search Reguest

B. Client: Select DC MEDICAID.
C. Insurance ID: Enter Medicaid ID Number, which starts with 7.
D. Click on Search.

i *
Client DC MEDICAID ~

Insurance ID * 71077777

3) Medicaid Recipient Search:
A. Verify correct Member Name, Member Date of Birth, and Insurance ID.

New Request

Member Last Name. Client * | pc mepiCAID v
Member First Name. Insurance D% 21077777

Mombor DOB
a

Jiva Mombar 1D I Mombor Name I I Momber Date of Birth I I Insurance ID I Gender Coverage ID Coverage Start Date Coverage End Date Group Name

& aererr MEDICAID, SADE 011012001 71077777 3 1387077 0210112014 DC MEDICAID [ Aaawequest -

4) Under Action, click where it says Add Request and select Inpatient (IP) from the drop-down menu.
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Action

| Add Request o |

Add Request

Inpatient
i Einpakeniing — B
Cutpatient k

5) Fill out the Episode Details with the red asterisks, including the Treatment Class. For Outpatient
requests complete:

A.
B.
C.

Request Type™: Enter Prior Authorization or Retrospective.

Time Request: Does not need to be filled in.

Treatment Class: Select N/A (this field MUST be completed even though an asterisk is not
present).

Request Priority*: Will auto-populate with Non-Urgent.

Treatment Type*: Select the specific type requested: DME/PQS, Dental and Orthodontic
Service, Eyewear and Contact Lenses, Home Health Aide Services, Hospice, Nursing Home Add-
On, Home Health Occupational Therapy, Home Health Private Duty Nursing, Home Health
Physical Therapy, Home Health Skilled Nursing, OP Medical and Surgical DX or Home Health
Speech Therapy.

QOutpatient Request

Prior Authorization v Standard

Time Request 108y i ~Select One~ v ‘

—Seled One-
Treatment Class _SelectOne—
Dental and Orthodontic Senice

Eyewear and ContactLenses

Home Healih Aide Sevices
S

6) Fill out the Diagnosis section:

A.
B.

For the Code Type*: ICD10 will auto-populate.

Under Diagnosis*: Only enter one diagnosis at a time.

The diagnosis codes will appear in a drop-down menu as you start typing and can then be
selected.

Example: C25.4.0 will appear below and can be selected by clicking on it.

If there are multiple diagnoses, the primary diagnosis (Primary Dx) can be amended by
selecting the yellow star on the Primary Dx line.
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7) Fill out the Provider Details section.
A. To add your organization, click the paperclip icon beside the Requesting Provider drop-down

underneath Provider Details.

e This entry is required for users to access the case via the CHPP and receive update on the status
from Comagine Health.

B. After adding your organization, please select Attach Providers by clicking on the blue Attach
Providers button to the right of the paperclip.

Provider Details .
Requesting Provider General Hospital ) Attach Providers

C. Once selected, you will see the screen below. You can do a basic Search or Advanced Search for
providers. Enter the DC Medicaid Provider ID that starts with a zero, or the National Provider
Identification Number (NPIN).

e For facility/vendors and individual selections, searching for the Medicaid Provider ID or the

No Providers Attached. ‘

NPIN may help narrow the requests rather than searching by a last name.
e An errant search will trigger you to call Comagine Health for assistance. You may do so or
attempt your search again using different parameters.

Attach Providers

€ Enter any search criteria

Client DC MEDICAID

Provider Last Name / Facility LastName / Facility
Provider First Name Pre

MNPIN

Advanced Search

\EII

Attach Cancel
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D. Click Search. The search results for the agency will appear on the right.

Client DC MEDICAID ISeerh Results I
Provider Last Name / Facility Last Name / Facility Q Provider ID Provider Name Location Type Provider Role Specialty In Network? Provider Network K

Provider First Name Provider First Name a & oo1nan HOME 1234DC Facility/vendor Treatr v N OutofNet

HEALTH MEDICAID ST

NPIN SERVICES, 'WASHINGTON

- 14344444444 DC-22222
USA
Provider ID

B QH3ss HOME 124DC Qrganization — N OutoiNet

HEALTH MEDICAID ST

Advanced Search SERVICES, WASHINGTON,

DC- 22222
Usa

Page 10 1

Im Ganee

E. Each provider entry must be paired with a specific provider role selected from the drop-down
contained inside the Provider Role column within the search result itself. Tip: Disregard the
Provider Network drop-down.

e Facility/vendor is always paired with Admitting.

e Individual is always paired with Treating.

e QOrganization is always paired with Requesting.

F. Click on the gear (*) under search results and choose Multiple Attach.

e The entry will remain there while you complete additional searches to complete your entries.

e When all entries are selected and you are ready to attach, select Attach at bottom left of the
screen.

o If you prefer selecting Single Attach instead of Multiple Attach, this will allow you to attach one
provider at a time. You will have to recomplete step C - forward for any additional entries.

G. Select each provider role from the drop-down. They will appear under Provider Details.

e Admitting: PA is issued to the servicing provider on the 719A.

e Treating: The prescribing provider who also signs the 719A.

e Requesting: Ensure CH ID is selected; this allows access to the episode.

H. Once all providers have been selected then click on the green Attach button to save all
providers.
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Client

Provider Last Name / Facility

Provider First Name.

NPIN

Provider ID

Selected Providers List @

Provider ID
[-] 00111211
(-] QH34455
[} 034270500

DC MEDICAID

Last Name / Facility

Provider First Name

034270500

Advanced Search

Provider Name

HOME HEALTH SERVICES,

HOME HEALTH SERVICES,

AKRAS, JAMES | A

Search Results

Provider ID

E 034270500

Location

1234 DC MEDICAID ST
WASHINGTON, DC - 22222
UsA

1234 DC MEDICAID ST
WASHINGTON, DG - 22222
USA

3001 HOSPITAL DR

3001 HOSPITAL DRIVE
CHEVERLY, MD -207851180
UsA

Phone: 2147483648

Provides

AKRAS,
JAMES,

r Name

A

Location

3001
HOSPITAL
DR
3001
HOSPITAL
DRIVE
CHEVERLY,
MD -
207851189
UsA
Phone:
2147483648

Type

Individual

Provider Role  Specially  InNetwork?  ProviderNetwork  Keyword
Treatir v K In Network G
Load
»
Page 101

Provider Role

Admiting

Requesting

Treating

Provider Network

M Out of Network
M Out of Network
M In Network

I. If a provider is selected in error, click the icon under Action to detach the provider
message will ask, “Do you want to detach from request?” Click OK.

. A pop-up
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8) Service/Specialty Drug Request (OP only), enter the following information:

IomMmmMmoOO® >

— -
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Service Type: Leave blank.
Place of Service: Leave blank.

Code Type*: Select appropriate code type (CPT).
Service Code™: Enter code or search for code; select code by clicking from drop-down box.
Time Frame: Auto-populates to per day.
Time Period: Leave blank.
Modifier: Leave blank.
Start Date*: Enter MM/DD/YYYY or select from calendar.
End Date*: Auto-populates and can be modified up to 60 days for home health requests.
Requested #*: Enter number requested.



K.
L.

Units: Auto-populates to 1 and can be adjusted; must match requested number.
Click on the blue Add button.

Service/Specialty Drug Service Type

—Select One— Modifier

[

Request Search Modifier

Place of Service Start Date *

—Select One—

[

02/23/2023

Code Type * cPT End Date *

<

06/24/2023

*
Service Code 73720-MRI LOWER EXTREM OTH/THN JT W/O & W/CC Requested # * |

0

Advanced Search

UCR Cost s o Units 1

Time Frame Per Day

[

Time period 1

9) Outpatient (OP) Service Request view:

A.
B.

To edit a service request, click on the gear icon under Action. A new screen will open for edits.
To remove a service request, a box will open to confirm removal. Click OK to remove.

Service Request

Action Primary Service Code Requested# Start Date End Date Service Type Place of Service
- * D4341(CDT) 1 0372012023 08/23/2023 NA

10) Add Assessments. Click on | | the Add Assessment tab.

Add Assessment

Search Assessment Q

TETIES

[J DCM Provider Initial Assessment

Cancel

Select and complete the DCM Provider Initial Assessment.

There are three questions in the DCM Provider Initial Assessment.

Enter contact name, contact phone number, and contact fax.

Always select Complete when finished with an assessment and not just Save.
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Assessment : DCM Provider Initial Assessment Version : 1 ( CLIENT)

Complete Save Save and Generate POC Cancel Assessment (POC) Review Share With Member

Timer  00:00:30 NI < % 1.Contact Name (first name, last name): o

Question Groups

Provider Initial Assessment (0 of 3

Add Note

% 2. Contact Phone Number (format: 000-000-0000):
Add Note

3. Contact Fax Number (format: 000-000-0000, optional): o)
Add Note

11)

G m m O

In the Documents section:
Click on the blue Add Documents Documents AddBocuments button.

Document Title*: Enter the name of the document being uploaded.

Select Document*: Choose Browse and locate your document to upload.

Tip: Please only use PDF or DOC files.

Tip 2: TIFF files will not be accepted and Comagine Health will ask for clinicals to be resubmitted
in either PDF or DOC format.

Document Description: Can be left blank

Once you have selected the document to be added, click the green Add button.

If you have multiple documents, please complete Steps A through E for each document.

Once all documents have been uploaded, select Save. If there are multiple documents, repeat

the steps above.

Add Documents

Save

*
Document Title Clinical Progress Notes ]

Document Type —Select One—

Document Description Allows 5000 characters only

*
Sefect Document Browse  No File Selected

Cancel

H. The maximum number of allowed documents attached is four (4). If you need to add more than

this, you may either combine documents into one attachment, or attach additional documents
after the request has been submitted. The process for this is outlined below in Step 14.
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Meszage from webpage x

| Maximum number of allowed documents attached

12) Under the Notes section, enter the following information:

A. Note Type: Auto-populates to Web.
B. Note Text: Add notes according to the request (i.e., additional information submitted).
C. Note Encounter Date and Note Encounter Time: Will auto-populate the date and time.
D. Click Save.
Notes m‘ web ‘ =]
E
L

File~ FEdit~ View~ Format- Tools ~

B 7 U T B

Please review this pre-admission request for acute fehab.

E. Submit, save, or delete. Review to ensure your entered information is correct and click Submit.
It will ask you to confirm — click OK.

e Submit: Episode will be submitted to Comagine Health.

e Save as Draft: Episode will not be submitted to Comagine Health but will be saved as draft for
later to edit.

o Delete: The request will be deleted.

| | Save as Draft Delete Cancel

13) Make a note of the CHPP Reference ID number for your records to locate the
episode faster.

Page 158



Request Details
Episode Abstract

Reference ID : 02303200005

Auth End Date

Episode Type: OP Episode Number - 2607997 Episode Status : OpenRequest

Request Details. Service D Service Code Requested # Assigned # Denied Auth Start Date Service Type Frequency Decision

3546068 D4341(CDT) 1 0 0 NiA PerDay Pending

Authorization Drug Details

No Specialty Drug Requests Added

A. Selecting Episode Abstract here allows you to review what was submitted; however, you
cannot edit from here.
B. You can print by selecting Printable View in the upper right corner on this screen.

14) If additional documents need to be submitted, locate the submitted episode by

clicking on Memory List at the top of the screen, or by completing a search by
clicking Menu and then Search Request.

B8 calendar

D Memory List

st Eve(4387857) = OP(2607736)
st Eve(4387857) = create OP request
Strattontest, Eve(4387857) = IP(2607735)

- A

Strattontest, Eve(4387857) = create IP request
Close All

A. Click on Add Document and follow the above step to add additional documents.

~ Documents

Add Document

Episodes view
s Tpe  Daw Added Added User Description
F.Y CT Scan 02/23/2023 12:30:03 AdminProvider, Yvette
& Xrays 02/23/2023 12:30:03 AdminProvider, Yveite
o Hx & Physical 02/23/2023 12:30:02 AdminProvider, Yvette
F.Y Clinical Progress Notes 02/23/2023 12:30:02 AdminProvider, Yvette
15) Always go to the Memory List and close out all episodes. This will ensure Comagine Health has

access to review the submission. Click on the x next to the episodes or click Close All to clear the

Memory List.
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[ Memory List # Calendar

Medicaid, Sade(3441113) = IP(1701761) > edit
request

Medicaid, Sade(3441113) = IP(1701761) Group DC MEDICAID

Wedicaid, Sade(3441113) = create IP request X
Clase All

For CHPP TECHNICAL ASSISTANCE: 1-800-251-8890
CHPP LOG-ON LINK: https://comaginepp.zeomega.com

1.5 Durable Medical Equipment, Prosthetics, Orthotics, and
Medical Supplies (DME/POS)

The following are the steps for submitting Durable Medical Equipment (DME) Prior Authorization
requests via the CHPP.

Steps
1) Main View:

A. Home (Splash) Page — Where Comagine Health posts provider announcements.

B. Dashboard Menu (New Request or Search Request) — Where work can be managed
individually (through the To Do tab) or as a team (through Team tab).

C. Menu—To start a New Request or Search for a request.

D. Memory List — Keeps a running list of the episodes viewed so they can be found easily while in
the CHPP. Should be cleared out at the end of each session.

2) Submit a New Request:
A. Click on Menu and select New Request.
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Home # Dashboard = Menu [ Memory List

Provider

Membe New Reguest
Search Request

B. Client: Select DC MEDICAID.
C. Insurance ID: Enter Medicaid ID number, starting with 7.
D. Click on Search.

i *
Client DC MEDICAID v

Insurance ID * 1077777

3) Medicaid Recipient Search:
A. Verify correct Member Name, Date of Birth, and Medicaid Insurance ID.

Marvor Lt Hinme f- S e r—
R Tl ane simncn i &

IP—— =
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4) Under Action, click where it says Add Request and select Inpatient (IP) from the drop-down menu.

Action

|- Add Reguest o |

Add Request

E Inpatient k
Outpatient

5) Fill out the Episode Details with the red asterisks, including the Treatment Class. For Outpatient
requests complete:
A. Request Type*: Enter Prior Authorization.
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B. Time Request: Does not need to be filled in, automatically populates to 1 day.
C. Treatment Class: Select N/A (this field MUST be completed even though an asterisk is
not present).

D. Request Priority*: Will auto-populate with Non-Urgent.
E. Treatment Type*: Select SPECIFIC DME/PQOS, or DME MADS.

Outpatient Request

[0 Episode Details * % i
0 Episode et | Request Type Prior Authorzation v Request Proriy Standarg v
*
Time Request |4 pays Treatment Type I Specific DMEIPOS v

Treatment Class select Oner

6) Fill out the Diagnosis section:

A.
B.

For the Code Type*: ICD10 will auto-populate.

Under Diagnosis*: Only enter one diagnosis at a time.

The diagnosis codes will appear in a drop-down menu as you start typing and can then be
selected.

Example: 167.9 will appear below and can be selected by clicking on it.

If there are multiple diagnoses, the primary diagnosis (Primary Dx) can be amended by
selecting the yellow star on the Primary Dx line.

© Diagnosis

CodeType * | cp10 " Diagnosis * |/ pyagnosis Q

Primary Dx Code Type Diagnosis Actions

ﬁ * IcD10 167 9-Cerebrovascular disease, unspeciied

7) Fill out the Provider Details section.

A.

To add your Organization, click the paperclip beside the Requesting Provider dropdown
underneath Provider Details.
This entry is required for users to access the case via the Provider Portal and receive updates on

status from Comagine Health.
After adding your Organization, please select Attach Providers by clicking on the blue Attach
Providers button to the right of the paperclip.
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Provider Details

Requesting Provider

General Hospital

No Providers Altached.

v LY

C. Once selected, you will see the screen below. You can do a basic Search or Advanced Search for

Providers. Enter the DC Medicaid Provider ID that starts with a zero, or the National Provider

Identification Number (NPIN).

e For facility/vendors and Individual selections, searching for the Medicaid Provider ID or the

NPIN may help narrow requests versus searching by last name.

e An errant search will trigger you to call Comagine Health for assistance. You may do so or

attempt your search again using different parameters.

Attach Providers

€ Enter any search criteria
Client
Pravioer Last Name | Facility
Provider First Name P

MNPIN

Provider ID

\EII

LastName

DC MEDICAID
Facility

Advanced Search

D. Click Search. The search results for the agency will appear on the right.

Client  DCMEDICAID
Provider Last Name / Facility Last Name / Facility

Provider First Name

Provider First Name

033333332

Advanced Search

Q

Q

ISearch Results

Provider ID Provider Name

& 033333332 DME
PROVIDER,

& QH33232 DME
PROVIDER,

Location Type

234DC
MEDICAID ST
WASHINGTON,

DC-22222
USA

234DC
MEDICAID ST
WASHINGTON,

DC-22222
USA

Organization

Facility/Vendor

Provider Role

Treatir ~

Treatir v

Specialty

In Network?

N

Provider Network

OutofNet v

OutofNet v

Page 1 of|

E. Each provider entry must be paired with a specific provider role selected from the drop-down

contained inside the Provider Role column within the search result itself.

e Facility/vendor is always paired with Admitting.
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Individual is always paired with Treating.

Organization is always paired with Requesting.

Click on the gear (*) under search results and choose Multiple Attach.
The entry will remain there while you complete additional searches to complete your entries.

When all entries are selected and you are ready to attach, select Attach at bottom left of the

screen.

If you prefer selecting Single Attach instead of Multiple Attach, this will allow you to attach one

provider at a time. You will have to recomplete step C - forward for any additional entries.

Select each provider role from the drop-down.

Admitting: PA is issued to, also the servicing provider on the 719A.

Treating: the prescribing provider who also signs the 719A.

Requesting: Ensure QH ID is selected; this allows access to the episode.
Once all providers have been selected, click on the green Attach button to save.

Client

Provider Last Name / Facility

Provider Firet Name

NPIN

Provider ID

Selected Providers List €

Provider ID

033333332

QH33332

034270500

DC MEDICAID
Last Name / Facility

Provider First Name

034270500

Advanced Search

Provider Name.

DME PROVIDER,
DME PROVIDER,

AKRAS, JAMES A

Search Results

Provider ID

E 034270500

Location

234 DC MEDICAID ST
WASHINGTON, DC - 22222
UsA

234 DC MEDICAID ST
WASHINGTON, DC - 22222
UsA

2001 HOSPITAL DR

3001 HOSPITAL DRIVE
CHEVERLY, MD - 207851189
UsA

Phone: 2147483648

Provider Name

AKRAS,
JAMES, A

Location Type

3001 Individual
HOSPITAL
DR

3001
HOSPITAL
DRIVE
CHEVERLY,

207851189
UsA
Phone:
2147483648

Provider Role

Treatir

~

Specialty  InNetwork?  Provider Network  Keyword

¥ Provider

Load

In Networt v

»

Page 1 0f 1

Provider Role

Admitting

Requesting

Treating

Provider Network

Out of Network -

Out of Network -

In Network ~

If a provider is selected in error, click the icon under Action to detach the provider; a pop-up
message will ask, “Do you want to detach from request?” Click OK.
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8) Service/Specialty Drug Request (OP only):

A.

T IOoOmMMmMmOoOO0O®

— X <

Service Type: Leave blank.

Place of Service: Leave blank.

Code Type*: Select appropriate code type (CPT).

Service Code*: Enter code or search for code, select code by clicking from drop-down box.
Time Frame: Auto-populates to per day.

Time Period: Leave blank.

Modifier: Leave blank.

Start Date*: Enter MM/DD/YYYY or select from calendar.

End Date*: Auto-populates and can be modified up to 3 months for DME requests.
Requested #*: Enter number requested.

Units: Auto-populates to 1 and can be adjusted, must match requested number.
Click on the blue Add button.

Service/Specialty Drug

Service Type —Selsct One- v Modfler | Search Moditer Q

. *
Place of Senvice ~Select One- v StartDate * | | g3 112023 ]
*
[Code Tyoe Here o @ 0611912023 ]
= — R *
K0195—Elevating leg rests, par for use with capped rental wheslchair a 3
‘Advanced Search
os nis
UCRCost [ g Unit
Time Frame Per Month v
Time period 5 v

9) Outpatient (OP) Service Request view:

A.
B.

To edit a service request, click on the Gear under Action. A new screen will open for edits.
To remove a service request, a box will open to confirm you want to remove, click OK to
remove.
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Service Request

Action Primary Service Code Requested# Start Date End Date Service Type Place of Service

£ * D4341(COT) 1 03/20/2023 0912312023 NIA

10) Add Assessments. Click on the green I I Add

Assessment button.

A. Select and complete the DCM Provider Initial Assessment.

Add Assessment

Assessments

Search Assessment Q

I [J DCM Provider Initial Assessment I

e There are three questions in the DCM Provider Initial Assessment.
e Enter Contact Name, Contact Phone Number, and Contact Fax.
e Always select Complete when finished with an assessment and not just Save.

Aasessmena - DOM Proviger sl Assessman Version : 1 [ CLIENT}
i Larer Larer and Cemrerate PO Assesmerd (POC) Review  Share Vit hiember
Teer 0002 M W o # 1. Conta Mame st nams, Last N o
Adid Bicas
Question Groups
(ENESESTENIE e s
skl Bicas
2 Contam Fan Memsisar fomsat: 009000 0003, sptisnal]: (o]
ket Biota
Documents Add Documents

11) In the Documents section:
Click on the blue Add Documents button.
Document Title*: Enter the name of the document being uploaded.

Document Type and Description: Can be left blank.

Select Document®*: Choose Browse and locate your document to upload.

e Tip: Please only use PDF or DOC files.

e Tip 2: TIFF files will not be accepted and Comagine Health will ask for clinicals to be
resubmitted in either PDF or DOC format.

o0 P

E. Once you have selected the document to be added, click the green Add button.
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Add Documents

*
Document Thie = | iyl Progress Noles

oocument Type

—Select One— [v]

Document Description 00 characters only

setect Document * | 5 oce | no File selected

N~

Cancel

If you have multiple documents, please complete step A through E for each document.
Once all documents have been uploaded, select Save.

The maximum number of allowed documents attached is four (4). If the number of uploaded
documents exceeds four an error message will appear (see below). Click OK. If you need to add
more than this, you may either combine documents into one attachment, or attach additional

documents after the request has been submitted. The process for this is outlined below in Step
15.

12)

o0 w P

Message from webpage X

| Maximum number of allowed documents attached

Under the Notes section, enter the following information:
Note Type: Auto Populates to Web.
Note Text: Add notes according to the request (i.e., additional information submitted).

Note Encounter Date and Note Encounter Time: Will auto-populate the date and time.
Click Save.

=== ] [ —

s " ] - &
S

B J W ¥ &

i wrm b S o v e b et et
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13) Submit, save, or delete.
A. Submit: Episode will be submitted to Comagine Health. Review to ensure your entered
information is correct and click Submit. It will ask you to confirm — click OK.
B. Save as Draft: Episode will not be submitted to Comagine Health but will be saved as draft for
later to edit.

C. Delete: The request will be deleted.

Save as Draft Delete Cancel

14) Make a note of the CHPP Reference ID number for your records to locate the episode faster.

A. Selecting Episode Abstract here allows you to review what was submitted; however, you
cannot edit from here.

Request Details
Episode Abstract
Episode Type: OP Episode Number - 2607997 Episode Status - OpenRequest Reference ID - 92303200005

Request Details service ID Service Code Requested # Assigned # Denied Auth Start Date Auth End Date service Type Frequency Decision

3545968 D4341(COT) 1 0 0 NIA Per Day Pending

Authorization Drug Details

No Specialty Drug Requests Added
Episode Absiract

B. You can print by selecting Printable View button in the top right corner.
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Episode Absiract

Memger Dataits
Pasbicy Holder
Epito Deaniiw
odes

Dingrsis
Frowders

a3y Summary

v | Mambe Dstads

Saosiesi Eve

e :]

Phone

43gTRET

D201

NemberlD  4MTEST

BE4Z2T

Chert  DCMEDICHD

SIE360002 iR ] TweolEpisede  OP
Senkes sumedy ! 2077 Cpenaguest
D Senace Summary Frior Auboszabon Iintaie Pordal
Asgessmint Summary Diental and Oodonbic Senice

Biokes

Dlagmasis

Diagnosis # Diagnesis Type Descrighon

HE12 ICOAHMDC HPrisary) Dipingiz

SN

15) If you need to submit additional documents, go to the Memory List at the top

of the screen.

[ Memory List

est, Eve(4387857) > OP(2607736)

est, Eve(4387857) = create OP request

Strattontest, Eve(4387857) = IP(2607735)

Strattontest, Eve(4387857) = create IP request
Close All

A.

B.
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Reference ID in the Search Request.

Click on Add Document and follow Step 11 above to add additional documents.




¥ Documents
Episodes View
Name Type Date Added Added User Description
& CT Scan 02/23/2023 12:30:03 AdminProvider, Yvette
o Xrays 02/23/2023 12:30:03 AdminProvider, Yvette
& Hx & Physical 02/23/2023 12:30:02 AdminProvider, Yvette
& Clinical Progress Notes 02/23/2023 12:30:02 AdminProvider, Yvette

16) Always go to the Memory List and close out all episodes. This will ensure
Comagine Health has access to review your submission. Click on the x next to
the episodes or click Close All to clear the Memory List.

[ Memory List B Calendar

Medicaid, Sade(3441113) = IP(1701761) = edit
request

Medicaid, Sade(3441113) > IP(1701761) Group DC MEDICAID

Medicaid, Sage(3441113) = create IP request X
Clase All

Required Documents for Home Health
e A DC Medicaid-approved 719A form, completed in its entirety to include frequency, duration, and
number of units requested and signed by a physician, nurse practitioner, or physician assistant.

e Any pertinent supporting clinical documentation.
e Supporting clinical documentation: An independent manufacturer’s price quote - cannot be the
same as the requesting provider, if using a miscellaneous code.

For CHPP TECHNICAL ASSISTANCE: 1-800-251-8890
CHPP LOG-ON LINK: https://comaginepp.zeomega.com

.6 Dental & Orthodontic Service

The following are the steps for submitting Dental and Orthodontic Prior Authorization requests via the
CHPP.

Steps
1) Main View:
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A. Home (Splash) Page — Where Comagine Health posts provider announcements.

B. Dashboard Menu (New Request or Search Request) — Where work can be managed
individually (through the To Do tab) or as a team (through Team tab).

C. Menu—To start a New Request or Search for a request.

D. Memory List — Keeps a running list of the episodes viewed so they can be found easily while in
the CHPP. Should be cleared out at the end of each session.

2) Submit a New Request:
A. Click on Menu and select New Request.

Home @ Dashboard = Menu [ Memory List

Provider

Member Mew Request |
Search Reguest

B. Client: Select DC MEDICAID.
C. Insurance ID: Enter Medicaid ID number, starting with 7.
D. Click on Search.

i *
Client DC MEDICAID v

Insurance ID * 1077777

3) Medicaid Recipient Search:
A. Verify correct Member Name, Date of Birth, and Medicaid Insurance ID.
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4) Under Action, click where it says Add Request and select Outpatient (OP) from the drop-down
menu.

Action

|. Add Request ~ |

Add Request

L Inpatient k
Cutpatient

5) Fill out the Episode Details with the red asterisks, including the Treatment Class. For Outpatient
requests complete:
A. Request Type*: Select Prior Authorization.

B. Time Request: Does not need to be filled in.

C. Treatment Class: Select N/A (this field MUST be completed even though an asterisk is not
present).

D. Request Priority*: Will also auto-populate with Non-Urgent.

E. Treatment Type*: Select Dental and Orthodontic Service.

| Episode Details * *
- RequestT4Pe ¥ | | prior suthorization v RequestPriorty * 1 iangang v
Tme Request 4 gy Treament 402 * | penig) ang orhodoniicService v
Treaiment Class ~Selact One~ v

6) Fill out the Diagnosis section:
A. For the Code Type*: ICD10 will auto-populate.

B. Under Diagnosis™: Only enter one diagnosis at a time.
e The diagnosis codes will appear in a drop-down menu as you start typing and can then be
selected.
e Example: K05.30 will appear below once you select it by clicking on it.
e |[f there are multiple diagnoses, the primary diagnosis (Primary Dx) can be amended by
selecting the yellow star on the Primary Dx line.
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© Diagnosis .
’ Loweres ] icom v [ [a]

Advanced Search

Primary Dx Code Type Diagnosis

“t ico1o KK05.30—-Chronic periodontits, unspecified

Actions.

7) Complete the Provider Details section.
e To add an organization, click the paperclip icon beside the Requesting Provider drop-down menu
underneath Provider Details.

e This entry is required for users to access the case via the CHPP and receive updates on status from
Comagine Health.

e After adding the organization, please select Attach Providers by clicking on the blue Attach
Providers button to the right of the paperclip.

Mo Providers Altached.
Provider Details

Requesting Provider General Hospital v % M

C. Once selected, you will see the screen below. You can do a basic Search or Advanced Search for
Providers. Enter the DC Medicaid Provider ID that starts with a zero, or the National Provider
Identification Number (NPIN).

e For facility/vendors and individual selections, searching for the Medicaid Provider ID or the
NPIN may help narrow the requests rather than searching by a last name.

Attach Providers

€ Enter any search criteria
Cliant DC MEDICAID
Pravioer Last Name | Facility

Name ! Facilit

Provider First Name

MPIN

Advanced Search

\EII

e An errant search will trigger you to call Comagine Health for assistance. You may do so or
attempt your search again using different parameters.
D. Click Search. The search results for the agency will appear on the right.
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Client  DCMEDICAID Search Results

Provider LastName /Fadilty || oot Name | Facilty Q ProviderD  ProviderName  Location Type ProviderRole  Specialty  InNetwork?  ProviderNetwork K

Provider First Name Provider First Name Q & 09122222 DC DENTAL, 22 Facility/Vendor N

MEDICAID ST

WASHINGTON
NN | 1o11280000 ¢

USA

Trealr v OutofNet v

Provider ID
i} QH22222 DC DENTAL, 222 Organization
MEDICAID ST
Advanced Search WASHINGTON
Dc
USA

Trealr v OutofNet v

1 »

Page 10of 1

Im ceneel

E. Each provider entry must be paired with a specific provider role selected from the drop-down
menu contained inside the Provider Role column within the search result itself. Tip: Disregard
the Provider Network drop-down.

e Facility/vendor is always paired with Admitting.

e Individual is always paired with Treating.

e QOrganization is always paired with Requesting.

F. Click on the gear icon ( *) under search results and choose Multiple Attach.

e The list of providers will appear under Selected Provider’s List.

e The entry will remain there while you complete additional searches to complete your
entries.

e When all entries are selected and you are ready to attach, select Attach from the bottom
left of the screen.

e If you prefer selecting Single Attach instead of Multiple Attach, this will allow you to attach
one provider at a time. You will have to recomplete Step C - forward for any additional
entries.

G. Select each provider role from the drop-down menu.

e Admitting: PAisissued to, also the servicing provider on the 719A.

o Treating: The prescribing provider who also signs the 719A.

e Requesting: *Ensure CH ID is selected; this allows access to the episode*

H. Once all providers have been selected, then click on the green Attach button to save all
providers.
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Client  DC MEDICAID Search Results

Provider Last Name / Facility

Last Name | Facillty Q Provider D ProviderName  Location Type Provider Role  Specialty  In Network?  Provider Network  Ke!
Provider First Name e a QH22222 DC DENTAL, 22 Organization Treatit v N P
MEDICAID ST
o WASHINGTON,
DC

usA

Provider ID PR

« .
m Advanced Search Page 1071

Selected Providers List @
(-] 011333333 DOCTOR, fﬁémﬁg;ﬂ;}? SDTD Treating ~ Out of Network -
-] 09122222 DC DENTAL, fﬁ;xﬁg;c;:n sDTC Admitting - P —— e
° oH2222 DC DENTAL ZzzuEDCADST, Requesting <] | oworenen v
I. If a provider is selected in error, click the icon under Action to detach the provider. A pop-up
message will ask, “Do you want to detach from request?” Click OK.
st
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8) Service/Specialty Drug Request (Outpatient only):

A.

I 6mMmOoO®

1—'—

Service Type: Leave blank.

Place of Service: Leave blank.

Code Type*: Select appropriate code type (CPT).

Service Code*: Enter code or search for code; select code from drop down box.
Time Frame: Auto-populates to per day.

Time Period: Leave blank.

Modifier: Leave blank.

Start Date*: Enter MM/DD/YYYY or select from calendar.

End Date*: Auto-populates and can be modified up to 6 months for dental requests.
Requested #*: Enter number requested.

Units: Auto-populates to 1 and can be adjusted; must match requested number.
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L. Click on the blue Add button.

serwce/sneuagzq?‘:n: Senice Type Select One— - Modifier ‘Search Modifier
Fice of Service —Select O v 032012023
ot v 09232023
D4341-periodontal scaiing and root planing - four ormore teeth perqu | Q 1
Advanced Search
UCRCost [ g Unts [y
Time Frame Per Day v
Time period h -
[ o R

9) Outpatient (OP) Service Request view:

A. To edit a service request, click on the gear icon ( #) under Action. A new screen will open for

edits.

B. To remove a service request, a box will open to confirm you want to remove it, click OK to

remove.

Service Request

Action Primary Service Code Requested# Start Date End Date Service Type
& * D4341(CDT) 1 03/20/2023 0012312023 NiA

Place of Service

10) Add Assessments. Click on the green Add Assessment I I tab.

Add Assessment

Assessments
Search Assessment Q

Cancel

[ DCM Provider Initial Assessment

A. Select and complete the DCM Provider Initial Assessment.
e There are three questions in the DCM Provider Initial Assessment.

e Enter Contact Name, Contact Phone Number, and Contact Fax.
e Always select Complete when finished with an assessment and not just Save.
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Assessment : DCM Provider Initial Assessment Version : 1( CLIENT)

Save  Saveand Generate POC  Cancel Assessmen it (POC) Review | Share With Member

i D (1 < # 1. Contact Name (first name, last name): le)

Add Note

Question Groups

* 2. Contact Phone Number (format: 000-000-0000): o)
Add Note

3. Contact Fax Number (format: 000-000-0000, optional): o)
Add Note

11) In the Documents section: Documents Add Documents
Click on the blue Add Documents button.
Document Title*: Enter the name of the document being uploaded.

Document Type and Description: Can be left blank.

o0 w >

Select Document*: Choose Browse and locate the document to upload.
e Tip: Please only use PDF or DOC files.

e Tip 2: TIFF files will not be accepted and Comagine Health will ask for clinicals to be
resubmitted in either PDF or DOC format.
E. Once you have selected the document to be added, click the green Add button.

Add Documents

s R
Document Title ™ ¥ ciinical Progress Notes

Document Type _Select One— ﬂ

Document Description

*
Seiect Document Browse | Mo File Selected

| B
E Cancel

F. If you have multiple documents, please complete step A through E for each document.

G. Once all documents have been uploaded, select SAVE.

H. The maximum number of allowed documents that can be attached is four (4). If the number of
uploaded documents exceeds four an error message will appear (see below). Click OK. If you
need to add more than this, you may either combine documents into one attachment, or attach
additional documents after the request has been submitted. The process for this is outlined
below in Step 15.
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Message from webpage >

| Maximum number of allowed documents attached

12) Under the Notes section, enter the following information:
Note Type: Will auto-populate to Web.

Note Text: Add notes according to the request (i.e., additional information submitted).
Note Encounter Date and Note Encounter Time: Will auto-populate the date and time.
Click Save.

oo w >

0T

o R

B Fr u T8

Twaam rosies e pre- admission reguet for soute et

13) Submit, save, or delete.
A. Submit: Episode will be submitted to Comagine Health. Review to ensure your entered
information is correct and click Submit. It will ask you to confirm — click OK.
B. Save as Draft: Episode will not submit to Comagine Health; but will be saved as draft for later to
edit.
C. Delete: The request will be deleted.

Save as Draft Delete Cancel

14) Make a note of the CHPP Reference ID number for your records to locate the episode faster.

A. Selecting Episode Abstract here allows you to review what was submitted; however, you
cannot edit from here.
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Request Detalls
Episode Abstract

Episode Type: OP Episode Number - 2607997

Request Details. Service ID Service Code Requested #

3546062 D4341(CDT) 1

Authorization Drug Details.

Episode Abstract

Reference ID: 92303200005

Auth End Date

Episode Status : OpenRequest

Assigned # Denied Auth Start Date Service Type Frequency

0 0 NIA Fer Day

No Specialty Drug Requests Added

Decision

Pending

B. You can print by selecting Printable View in the upper right corner on this screen.

¢ i '
Memier Datats v | Memie Drals
Py Holoe Name  Sysmontest Ewe Jo Mgt D 4187857 MesberlD  £87RST
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A o D MEDRCAID
Diagrosis v
Piobicy Hiidar
Proders 4
Epizié Desriiw
Hay Femmany
Redarence IO S0 an Date [ ] @ o o
Sensics Summ: e
- sode il 260TYME Treatment Class Episooe Staus  OpenRrquest
Drug Senace Sumeary Exemal Eptsoe I RequesiTipe  Prioe Auloszabion assignedTe  latake Podal
Assessmant Summary Trestmeeni e Diental and Oethodonlic Senice
Hies
Dizgrasis
Dragnasis # Diagrosis Type Descriphon
HEa2 ICOMDC)Prmarn) Diplogsia

15) If additional documents need to be submitted, locate the submitted episode by clicking on
Memory List at the top of the screen, or by completing a search by clicking Menu and then Search

Request.

[ Memory List

g Calendar

st, Eve(4387857) = OP(2607736)
st, Eve(4387857) = create OP request
Strattontest, Eve(4387857) = IP(2607735)

Strattontest, Eve(4387857) = create IP request
Close All

= X M X
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A. Select the episode you were working on in the Memory List or search for the Reference ID in
the Search Request.

B. Click on Add Document and follow Step 11 above to add additional documents.

Episodes View
Name Type Date Added Added User Description
& CT Scan 0272372023 12.30:03 AdminProvider, Yvette
£+ 4 Xrays 0212372023 12:30:03 AdminProvider, Yvette
o 1 Hx & Physical 022372023 12:30:02 AdminProvider, Yvetie
& Clinical Progress Notes 02/23/2023 12:30:02 AdminProvider, Yvette

16)

Always go to the Memory List and close out of all episodes. This will ensure Comagine Health
has access to review your submission. Click on the x next to the episodes or click Close All to clear
the Memory List.

[ Memory List B calendar

Medicaid, Sade(3441113) = IP(1701761) = edit
request

Group DC MEDICAID

Medicaid, Sade(3441113) > IP(1701761)

Medicaid, Sgde(3441113) = create IP request X
Close All

Required Documents for Dental Reviews

Include a 719A form — the appropriate descriptions of the dental service, summary reason
regarding the nature of the question and the dental procedure code on the 719A form used to
request prior authorization.

DC Medicaid-approved 719A form completed in its entirety to include duration and number of
units requested for the respective service.

The 719A form is to include a dental diagnosis (ICD-10 code) related to the need for the dental
service.

A brief summary justification regarding the services requested.

Letter of necessity for a beneficiary with cognitive, physical, or psychologically impairment.
Anesthesia request —submit on the 719A form the service codes that are related to the anesthesia
request. Include the anesthesia code and anesthesia licensure number on the 719A form.
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e X-ray(s), dental CBCT scan if applicable, Panorex, periodontal charting and pictures must include
(the date of service, name, and date of birth of the beneficiary).
e Supporting clinical documents/medical history.

For CHPP TECHNICAL ASSISTANCE: 1-800-251-8890
CHPP LOG-ON LINK: https://comaginepp.zeomega.com
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