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[bookmark: _Toc377044594][bookmark: _Toc427043918]PURPOSE OF THE MEDICAL SERVICES REQUIRED PRACTICES HANDBOOK 
The Medical Services Required Practices Handbook is written to provide guidance to the Medical Services Coordinator (MSC), Medical Services Technician (MST), counselor, and Rehabilitation Services Technician (RST) who coordinate medical services for DRS consumers. The Handbook is a supplement to the Rehabilitation Policy Manual (RPM), DRS Business Procedures Manual (BPM), DRS Standards for Providers and the Maximum Affordable Payment Schedule (MAPS), and addresses the processes necessary to coordinate, authorize and pay for physical restoration services. 
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Seek		Be available in person or by phone or email
Be prompt to answer emails or phone calls
Obtain relevant information
Ensure consumer understands the process for coordinating medical services
Be familiar with policy and procedures
Reprioritize work when needed
Exceed	Go beyond expectations
Improve case flow
Arrange medical services in a timely manner and communicate any unexpected time delays in coordinating services
Respond	Encourage questions for understanding
Solve problems, issues & complaints in a timely manner
Resolve issues at the lowest possible level of management
Be helpful to all DRS staff 
Visualize	Maintain regular contact with medical providers to
develop good working relationships
Be pro-active to resolve problems and communicate on policy 
changes

Integrity	Maintain open communication
Be honest
Fulfill promises on time
Give credit to team members 
Create	Recruit new medical providers and Local Medical Consultants (LMCs)
Find opportunities to educate medical providers about DRS
Provide guidance to new DRS employees on coordinating and purchasing medical services when requested
Engage	Be present
Foster teamwork
Share information with other DRS staff
Volunteer for special projects
Get out of the office to meet medical providers
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Standardized medical service coordination and purchasing procedures will ensure consistent services for all DRS consumers and equivalent services when consumers are receiving treatment in multiple regions.
Treatment providers and facilities will receive uniform information in a recognizable format.
Medical purchasing and payment processes will be consistent, ensuring accurate and timely fiscal management, consideration of best value, and compliance with prompt payment requirements.
Designated Central Office partners will provide advice and direction in the application of DRS policy and procedures, ensuring uniform communication with DRS staff, consumers and service providers. 
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The following Central Office staff will provide clarification, guidance and support for the coordination and purchasing of medical services for DRS consumers.
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[bookmark: _Toc300581482]Physical restoration policy and procedures
Consultation on complicated, high cost, or unusual medical treatment cases 
Maintenance and revision of the Medical Services Required Practice Handbook
Case staffings with Medical Director
Coordination of University of Texas Southwestern Medical Center at Dallas (UTSW) prosthetic review contract
Member of the Central Office Orthotic and Prosthetic Review Committee (OPRC)
Training on physical disabilities and physical restoration
Analysis of program data for quality assurance and recommendations for program improvement
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[bookmark: _Toc300581483]Medical services purchasing
New medical vendor set-up
Vendor qualifications and Texas Medical Board actions
MAPS code assistance
Rates for medical services
Medical Director and State Prosthetic Consultant case review coordination
Member of the Central Office Orthotic and Prosthetic Review Committee (OPRC)
Training on purchasing physical restoration services
[bookmark: _Toc377044601][bookmark: _Toc427043925]Program Specialist for the Comprehensive Rehabilitation Services (CRS) Program and Neuromuscular Disabilities Responsibilities:
CRS program policy and procedures
Consultation on CRS and neuromuscular disability cases  
Allocation of CRS funds 
Removal of consumers from the CRS Interest and Waiting List
Budget and expenditures monitoring
Training on the CRS program and neuromuscular disabilities
Analysis of program data for quality assurance and recommendations for program improvement
[bookmark: _Toc427043926]Program Specialist for Rehabilitation Technology and Vehicle Modification Responsibilities:
· Rehabilitation technology policy and procedures
· Consultation with counselors and consumers on rehabilitation technology
· Durable medical equipment – DRS contract items
· Home and job site modifications 
· Loaner program for assistive devices & medical equipment
· Computer assessments 
· Mobility aids, environmental controls and aids for daily living
· Vehicle modifications 
· Recycling of consumer medical equipment 
· Training on rehabilitation technology and vehicle modifications
· Analysis of program data for quality assurance and recommendations for program improvement
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Anticipated ancillary services - Services typically provided to support a primary service.   Example:  For orthopedic surgery, radiology and lab are anticipated; for general surgery, lab is anticipated; for a consumer with cardiac issues, an EKG may be anticipated.
Begin date (contract) - The initial date on which contracted goods or services can be purchased from the contracted vendor.   

Co-insurance - The portion of costs paid by a consumer who is covered by Medicare, major medical insurance, a health maintenance organization (HMO), or a preferred provider organization (PPO) after the benefit has paid.  Usually a percentage of covered charges.
Co-payment - Per service payment required from a consumer covered by medical insurance, health maintenance organization (HMO) or preferred provider organization (PPO).  Usually a flat rate fee for service.
Courtesy case   - Copies of all documents from the original case file needed by the MSC/MST to coordinate medical services. See RESOURCES - COURTESY CASE CHECKLIST for specific documents required. 
Current Procedural Terminology (CPT) codes – 5 digit numerical codes assigned to medical procedures.  Use of these codes allows for uniformity across the medical professional and health insurance industry when describing medical procedures for the purpose of the billing and payment of medical services.  CPT codes are developed, maintained and copyrighted by the American Medical Association.  As the practice of health care changes, new codes are developed for new services, current codes may be revised, and old, unused codes are discarded.  CPT codes are reviewed and updated annually.
Date payment authorized  -  The latest date entered in the electronic case management system when considering the invoice receipt date, the goods/service receipt date, and the report receipt date (if applicable).
Deductible - The amount that a person must pay before medical insurance starts to pay its portion of costs for a covered health expense.
End date (contract) - The final date on which contracted goods or services can be purchased from the contracted provider.
End date (service record) - The anticipated date that a good is to be delivered or a service is to end.   An end date must fall within the fiscal year for the program selected.   When a service crosses the state fiscal year, the service record must be created with two line items where each starts and ends within a fiscal year—one ending 8/31 and one starting 9/1 in the same calendar year.
Fiscal year/Federal (FFY) - The twelve months beginning October 1 and ending September 30.
Fiscal year/State (SFY) - The twelve months beginning September 1 and ending August 31.
Global service period - The post-surgery time when the surgeon will provide his continued care without charge.  (Industry standard is 90 days post-surgery.)
Healthcare Common Procedure Coding System (HCPCS) Codes – 5 character alpha-numeric codes assigned to durable medical equipment and some medical procedures.
Home MSC- MSC coordinating services in the region where the consumer has an active case.
International Classification of Diseases, 10th revision (ICD-10) Codes – 5 character alpha-numeric codes used to classify the diagnoses of medical conditions. 
Invoice receive date - The date a complete and accurate invoice is date-stamped by the DRS office named on the purchase order under the "Invoice To" section.  If the invoice has an error, the invoice date is the date the error is resolved with the provider.  This date is entered in the invoice date field in the electronic case management system.
Maximum Affordable Payment Schedule (MAPS) codes – 5 character alpha- numeric codes that DARS uses to identify specific medical procedures, services and medical equipment.  The MAPS code gives the allowable DARS payment rate for the specific medical procedure, service or medical equipment.   Most MAPS codes are based on the American Medical Association CPT codes.
Necessary unplanned services - Services provided due to medical complications related to an authorized restoration service or an additional service ordered by the physician in support of an authorized service.  The medical provider should still contact DRS to obtain a purchase order prior to providing the requested service.
Outdated prescription or physician order – A prescription for medication or therapy that is over 30 days from the date signed by the physician.  
Outdated surgery or treatment recommendation – A surgery or treatment recommendation that is over 6 months from the date the DARS3110 Surgery and Treatment Recommendations form is signed by the physician.
Professional fee – The fee paid to a physician to interpret diagnostic medical services, such as, laboratory, pathology, radiology, EEGs, EKGs, etc.
Purchase order (PO) - An authorization for a provider to supply goods or services based upon specified terms and conditions.
Replacement purchase order – A type of backdated purchase order used in medical services coordination when an invoice for an authorized service is received, and the existing purchase order cannot be changed to pay for the service.  
Report receive date - The date when an acceptable, complete and accurate report of service is received and entered into the electronic case management system.   
Service MSC- MSC coordinating services in a region other than the region where the consumer has an active case.
Specification - Describes a product or service to be purchased, and enables DRS to communicate their expectations for the purchase to the provider.
Specification customization - The process of adding detailed information to a level four specification so the provider has a clear understanding of DRS expectations.  
Specification levels - Written descriptions of goods or services that go from general (level one) to detailed (level four), allowing buyers to drill down to what they need to buy. 
Start date (service record) - The date a good is ordered or the date a service is expected to begin.  A start date must fall within the fiscal year for the program selected.  When a service crosses the state fiscal year, the service record must be created with two line items where each starts and ends within a fiscal year - one ending 8/31 and one starting 9/1 in the same calendar year.

Technical fee - The fee paid for the technician to perform the diagnostic medical service, such as, laboratory, pathology, radiology, EEGs, EKGs, etc.
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The MSC/MST will coordinate:
Hospital based services including inpatient treatment, surgery, inpatient comprehensive medical rehabilitation and day surgery, as well as outpatient diagnostics, treatment, therapies, weight management programs and associated ancillary services
Ambulatory surgical center (ASC) services and associated ancillary services
Post-acute brain injury (PABI) services – residential, non-residential and 
associated ancillary services
Evaluations and treatment at medical schools
Hospital or facility discharge medications and durable medical equipment
The counselor/RST will coordinate:
Medical evaluations
Diagnostic tests at non-hospital facilities
Therapies at non-hospital facilities
Durable medical equipment (other than hospital/facility discharge)
Medications (other than hospital/facility discharge)
Prostheses and orthoses

Note:  The counselor/RST can issue a purchase order for a diagnostic test at a hospital if it is in conjunction with a medical evaluation, such as x-rays.  In this case, the counselor/RST should notify the appropriate MSC of the issued purchase order and use the MSC mailing address on the purchase order so that the MSC can process the hospital invoice for payment.
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Procedure for MSC/MST to receive and acknowledge a courtesy case when coordinating medical services:
Log in case in accordance with regional process.
Review case for completeness using the COURTESY CASE CHECKLIST. See RESOURCES for the form.
If case is complete, acknowledge receipt of complete courtesy case in a case note within 3 working days of receiving the case and proceed with coordinating service.
If case is incomplete due to missing information:
· Notify counselor that courtesy case is incomplete and identify missing or out dated information.  Document contact in a case note.
· Follow regional procedure to either return courtesy case to the counselor or hold the case until all required information is received. 
· Upon receipt of the missing information, document in a case note and proceed with coordinating requested physical restoration services.

Note:  It is the counselor’s responsibility to obtain missing information or update prescriptions, physician’s orders, or a DARS3110 Surgery and Treatment Recommendations form that is outdated.  Refer to INTRODUCTION-DEFINITIONS to determine if a prescription, physician order, or DARS3110 is outdated.
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The Health Insurance Portability and Accountability Act of 1996 (HIPAA) and the Privacy Rule of 2000 set national standards for the protection of individually identifiable health information by three types of covered entities:  health plans, health care clearinghouses, and health care providers. Personally identifiable information (PII) or protected health information (PHI) as defined by HIPPA must be stored and transmitted in a secure manner.  Emails with a consumer’s personal/medical information sent between DARS’ employees do not need to be encrypted or marked as confidential.  

If the DARS employee needs to send a consumer’s personal/medical information to a person outside of DARS, including a person in another state agency, use one of the following transmission procedures:
· Fax or mail and mark each page “Confidential”, or
· Send an email and place the consumer’s personal/medical information in an encrypted attachment.  
A detailed encryption Handbook can be found on the Chief Operating Officer’s Knowledge Base at: http://rehabstatetx.custhelp.com/app/answers/detail/a_id/1530.  For additional guidance, contact the DARS Help Desk (512) 424-4357, help.desk@dars.state.tx.us and refer to the DARS Business Procedures Manual Chapter 20.
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HIPPA and the Privacy Rule of 2000 prohibit the unauthorized release of a person’s medical information.  A provider specific authorization for release of information must be obtained to both receive consumer medical information and send consumer medical information requested by a provider.  If a medical release form is needed by the MSC/MST to coordinate medical services, the MSC/MST should notify the counselor/RST to obtain the needed release form from the consumer and forward the release to the MSC/MST.
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For the purpose of identifying responsibilities, the MSC in the region where the consumer has an active case is the Home MSC.   The MSC in the region where the requested service is to be provided is the Service MSC.

	Responsible Party
	Action

	Counselor/RST
	1. Sends complete courtesy case to the Home MSC.

	Home MSC
	1. Follows the established regional courtesy case receipt and acknowledgement process. 
1. Reviews courtesy case for completeness using the COURTESY CASE CHECKLIST.
1. Forwards the complete courtesy case to the appropriate Service MSC. 
1. Notifies the counselor of the out of region Service MSC assignment and the counselor responsibilities.    
1. Keeps a copy of the complete courtesy case in order to continue services when the consumer returns to the home region.
1. Enters a case note and action indicating that the complete courtesy case has been sent to the appropriate Service MSC.

	Service MSC
	1. Coordinates services as requested including a 30-day supply of medications and medical supplies at hospital or facility discharge.
1. Notifies counselor of additional service requests and coordinates services approved by counselor.
1. Obtains all written reports and invoices.
1. Provides the facility with the home counselor contact information, if needed, in order to maintain communication with the facility regarding the consumer’s treatment and progress.  
1. Coordinates with facility liaison counselor as needed. 
1. When out of region services are complete and follow-up services are to be provided in the home region, 
· Notifies the Home MSC and the counselor by email of specific services to be provided in the home region. 
· Submits to the Home MSC and counselor pertinent medical records, prescriptions, recommendations, etc. for services to continue in the home region. 
· Documents coordination activities in case notes.

1. Closes case according to procedures in this Handbook when out of region services are complete.  


	Home MSC
	1. Assumes primary responsibility for monitoring the transition and ensuring the timely provision of any continuing home services. 
1. If, after review of the recommendations for continuing service, the Home MSC and counselor agree that another MSC is responsible for the home region services:
· Forwards the existing courtesy case, along with the new recommendations, to the appropriate MSC for coordination of the home region services;
· Documents all contacts and decisions regarding the reassignment of the courtesy case and sends an action to the appropriate MSC; and
· Maintains contact with the assigned MSC until the service coordination is initiated. 

	Counselor
	1. Communicates with the Service MSC regarding any issues or questions concerning service coordination and treatment in the service region. 
1. Communicates with the Service MSC to provide authorization of additional or extended services.   
1. Limits contact with the providers to updates regarding treatment and clarification of additional service requests as needed.
1. Does not request written reports or invoices, or provide authorization for additional or extended services directly with providers.  Service MSC is the point of contact with the hospital or facility approval of service by issuing purchase order and payment of the service.
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Coordination of Vocational Rehabilitation (VR), Independent Living Services (ILS), and Comprehensive Rehabilitation Services (CRS)

While the coordination of medical services is essentially the same for the VR, ILS, and CRS consumers, there are special considerations and procedures for the CRS program that are addressed in a separate chapter. Refer to the COMPREHENSIVE REHABILITATION SERVICES PROGRAM chapter for these procedures. 
[bookmark: _Toc300581524]
If the MSC/MST is responsible for coordinating the medical service, the service should be arranged within 4 working days after receipt and acknowledgement of a complete courtesy case.  Any delay in the coordination of medical services should be documented in a case note and the counselor should be notified by email.

[bookmark: _Toc427043936]Medical Services Not Authorized 
· general medical care (that is, medical or surgical services that are not directly related to the vocational objective or do not support other VR services);
· maternity care; and 
· medical or surgical treatment associated with

· active tuberculosis,
· sexually transmitted diseases,
· cancer,
· organ transplantation,
· AIDS 
· end-stage renal disease
· investigational or emerging technologies

[bookmark: _Toc377044611]RPM 6.1.2
[bookmark: _Toc427043937]COMPARABLE BENEFITS
When planning medical services for a consumer, the counselor should verify the availability of comparable benefits that may cover all or a portion of the cost of the medical service.  Comparable benefits may include:

· Medicaid
· Medicare
· Health insurance (including major medical insurance, health maintenance organizations (HMO) and preferred provider organizations (PPOs)

For an expanded list of comparable benefits, refer to RPM 6.1.6
A consumer is not required to use comparable benefits for diagnostic tests ordered prior to eligibility or for the purchase of rehabilitation technology; however, comparable benefits may be used for these two services if the consumer agrees.
Based on 34 CFR 361.53(b) (1) and (5)
Use identified comparable benefits first unless:
· The use of the comparable benefit would result in an interruption or delay in the provision of VR services to a consumer who is determined to be at medical risk, based on medical evidence provided by an appropriate qualified medical professional.
· The treating physician who already has an established relationship with the consumer does not have privileges to perform the service at the facility or hospital where the comparable benefit is available.
Based on 34 CFR 361.53(a) and (c)
For counselor/RST coordinated medical services, the counselor/RST should verify the specific benefit coverage for the service prior to issuing a purchase order.  Refer to the Comparable Benefit Verification Worksheet in the Resources section of the Handbook.  The counselor/RST should obtain the specific benefit coverage information from either the medical provider or by teleconference with the consumer and the comparable benefit representative.  The comparable benefit coverage information should be documented in a case note to include the contact person providing the information, his/her title, and the date.

For MSC/MST coordinated services, the counselor should identify the comparable benefit information in the courtesy packet.  Upon receipt of the courtesy packet, the MSC/MST should verify the consumer’s specific benefit coverage for the service or procedure with the provider and/or facility/hospital prior to issuing a purchase order. Refer to the Comparable Benefits Verification Worksheet in the Resources section of the Handbook. The comparable benefit coverage information should be documented in a case note to include the contact person providing the information, his/her title, and the date.
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If the medical provider or specifications (MAPS) cannot be found in the electronic case management system, contact the Central Office Physical Restoration Specialist.
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While the counselor/RST coordinates most medical evaluations and non-hospital based services for consumers, at times the MSC/MST may need to coordinate medical evaluations such as, when a consumer is an inpatient in a hospital or facility.  In addition, MSC/MSTs coordinate needed services for the first 2 weeks following hospital or facility discharge. 

Procedure for counselor/RST or MSC/MST to coordinate professional medical services – physician and non-hospital based services.
 
1. Determine if a consumer has comparable benefits.
· Verify the specific comparable benefit coverage.
· Determine if the comparable benefit has a network of approved providers.  If so, use the provider list as the basis for consumer choice of provider.
1. For diagnostic tests, therapy or treatment:
Contact the physician’s office representative prescribing the diagnostic test, therapy, or treatment to verify the orders and ensure all required ancillary services are identified.
Verify continued availability of consumer’s comparable benefits if applicable.
Contact the selected service provider: 
Verify the specific benefit coverage with the provider for the medical service. Document information and source of information in a contact note.
Review DRS payment policies and notify provider of any payment limitations.  If comparable benefits are available, identify the consumer portion not covered by the comparable benefit.
Create service records.
Create service records for planned services and all anticipated ancillary services as applicable:
· Physician evaluations and office visits (MAPS)
· Professional interpretation fees for laboratory, pathology, radiology, 
EKG, EEG, etc. (MAPS)
· Technical fees for laboratory, pathology, radiology, EKG, EEG, etc. (MAPS)
· Therapy, non-hospital based, - physical, occupational, speech or cognitive therapy (MAPS)
If consumer has verified comparable benefits, create service records using the consumer portion not covered by the comparable benefit as the cost for the service.  The consumer portion amount cannot exceed the MAPS rate for the service.  If the consumer’s comparable benefits cannot be verified, create service records as if the consumer does not have any comparable benefits.


Notify counselor
Provide cost estimate for requested service(s) and anticipated ancillary services.
Document contact and approval in a case note.
Contact service provider 
Determine whether medical records are needed before consumer appointment or start date, and fax or mail records if needed.
Schedule appointment or start date for the consumer if directed by the counselor and document in a case note.
Issue purchase order(s) and send copy to service provider(s) 
Review the service records to confirm information is correct and ensure accurate purchase orders will be generated.
Issue purchase order(s) for planned service and all anticipated ancillary services.  If comparable benefits are verified, note the specific comparable benefit in the Payment or Special Instructions section of the purchase order and request a copy of the Explanation of Benefits with the invoice for payment. If comparable benefit coverage cannot be established prior to issuing the purchase order, note the reported comparable benefit in the Payment or Special Instructions section of the purchase order and alert the provider of possible benefit coverage.
Fax or mail purchase order(s) to provider(s).
Contact consumer
Contact the consumer by phone to advise of the appointment or start date, or to confirm that the provider contacted the consumer with the appointment or start date.
Send consumer a letter if needed with the appointment or start date.
If consumer schedules appointment or start date, document date in a case note.
Contact the service provider
Confirm that the consumer kept the appointment or started the service with the provider and document in a case note.
Verify that report or progress notes will be sent.
[bookmark: _Toc377044614][bookmark: _Toc427043941]Prostheses and Orthoses
Procedure for counselor/RST to coordinate prosthetic services:
1. Complete the DARS3601 Upper Extremity Amputation Checklist or the DARS3602 Lower Extremity Amputation Checklist.
Counselor completes pages 1 and 2 of the DARS3601 or DARS3602
Contact the physician’s office representative.
· Request recent medical records 
Obtain prescription for the prosthesis

Note: The purchase of individual replacement components or repairs to a prosthesis do not require a prescription.


 Select a prosthetist with the consumer and coordinate an evaluation.
If the consumer has not previously selected a prothetist, identify prosthetic providers in the consumer’s geographical area or comparable benefit network.
Coordinate an evaluation of the consumer if not previously done.  
Send page 3 of the DARS3601 or DARS3602 to the prothetist for completion.
Review DRS purchasing policies, review or approval process if applicable, and notify the provider of any payment limitations.
Verify the availability of the consumer’s comparable benefits, if applicable, and specific benefit coverage.
Obtain a letter of specification for the prosthesis or orthosis.

Note:  Do not obtain 3 bids since a prosthesis or orthosis is a medically prescribed device.
Create a service record.
Create a service record utilizing the letter of specification L-codes for the prosthetic or orthotic components.
Determine need for UTSW technical review or Central Office Orthotic and Prothestic Review Committee (OPRC) approval of a specific unlisted MAPS component.
Send courtesy case to Central Office Program Specialist for Disabilities (PSPD) if the following applies:
If the DARS cost for the prosthesis is $12,500 or more and there are no unlisted MAPS codes for any components, follow procedures for the UTSW technical review of the letter of specifications in RPM 6.4.22. Orthoses and Prostheses.
Upon receipt of the UTSW report, send a copy of the report to the prosthetist
· If the counselor agrees with the UTSW recommendations, have the prosthetist create a new letter of specification with the changes recommended by UTSW.
· If the counselor agrees with the prosthetist’s recommendations, use the  prosthetist’s original letter of specification and document in a case note the reason for not following the UTSW recommendation(s).
Send courtesy case to Central Office Physical Restoration Specialist (PRS) if the following applies:
If the letter of specification has a component with an unlisted MAPS code, follow procedure to request and obtain Central Office OPRC approval in RPM 6.4.22 Orthoses & Prostheses.
Upon receipt of the Central Office OPRC decision, send a copy of the report to the prosthetist.
· Review the OPRC decision with the prothetist, and if the OPRC denied DRS purchase of the requested component(s), have the prothetist create a revised letter of specification with alternative component(s).
· To request OPRC reconsideration of a decision, send additional documentation from the prosthetist and counselor addressing the medical/vocational necessity of the requested component to the PRS.


Issue purchase order for the prosthesis.
If the DRS cost for the prosthesis is $25,000 or more, follow encumbrance guidelines in the SERVICE COORDINATION – BUDGET BUSTERS section.
Issue purchase order per the letter of specification (MAPS).
Mail or fax the purchase order to the prosthetist.
Contact consumer.
Notify consumer that purchase order has been sent to the prosthetist for fabrication of the prosthesis.
Inform consumer of the importance for follow-up appointments with the prosthetist for adjustments to the prosthesis.
Advise the consumer to notify the counselor when the prosthesis is received so that the prothetist’s invoice can be paid.
Document consumers receipt of prosthesis or orthosis in a case note.

An orthotic or other medical device, such as, a dynamic splinting device that has either an unlisted MAPS code or costs $2,000 or more, must be reviewed by the Program Specialist for Physical Disabilities.
[bookmark: _Toc377044615][bookmark: _Toc375209205][bookmark: _Toc375208987][bookmark: _Toc375208473][bookmark: _Toc375208275][bookmark: _Toc375205619][bookmark: _Toc427043942]HOSPITAL BASED SERVICES 
The MSC/MST coordinates several types of hospital-based services, including inpatient and outpatient diagnostic tests, therapies, and treatment, as well as surgery, ambulatory surgical services, and inpatient comprehensive medical rehabilitation services (ICMRS).
[bookmark: _Toc377044616][bookmark: _Toc427043943]Hospital - Diagnostic Tests, Therapies, and Treatment
Procedure for MSC/MST to coordinate inpatient and outpatient hospital diagnostic tests, therapies, treatment, and ICMRS.  

Refer to the Comprehensive Rehabilitation Services Program chapter if coordinating ICMRS for a CRS consumer.
1. Contact prescribing physician or physician office representative for clarification if needed.
Contact the physician or physician’s office representative prescribing the diagnostic test, therapy, or treatment, to verify the orders and ensure all required ancillary services are identified.
Verify comparable benefits and if the comparable benefit requires pre-authorization of service.  Verify with the physician’s office that the medical service has been approved.
Review DRS payment policies and limitations
Repeat steps with ancillary service providers.
Contact the hospital business office representative
Verify with the hospital representative the specific benefit coverage for the prescribed medical service. Document information and source of information in a contact note.
Obtain an estimate for the expected number of hospital days (if applicable), charges for the prescribed medical service, and the expected consumer portion if the consumer has comparable benefits.
Review DRS payment policies and limitations. Review hospital contract to obtain the contract payment rate and any specific issues related to the hospital contract. 
Create service records
Create service records for planned service and all anticipated ancillary services including, as applicable:
· Hospital services to include diagnostic test, therapies, treatment, laboratory/pathology, etc.  (per contract)
· Physician or Anesthesiologist services (MAPS)
· Professional interpretation fees - for laboratory, pathology, radiology, EKG, EEG, etc. (MAPS)
· Transportation, mileage reimbursement per RPM, billed charges or negotiated rate.
If consumer has verified comparable benefits, create a service record using the consumer portion not covered by the comparable benefit as the cost for the service.  The consumer portion amount cannot exceed the hospital contract rate or the MAPS rate for the ancillary service whichever one applies.  If consumer comparable benefits cannot be verified, create service records as if the consumer does not have any comparable benefits.

Note:  For ICMRS, create an initial service record for 30 days with the option to extend service in increments of 30 days or days needed to complete service if less than 30 days.  
Contact counselor
Provide cost estimates for requested service(s) and anticipated ancillary services.
Obtain counselor approval to encumber funds to cover the estimated costs of the service(s).
Document contact and approval in a case note.
Contact hospital representative
Determine whether medical records are needed before consumer appointment or start date.  Fax or mail records accordingly.
Determine if referring physician needs to schedule the hospital service and if so, obtain date.  If not, schedule appointment, start date, or admission date for the consumer if directed by the counselor.
Issue purchase order(s) and send copy to hospital representative and ancillary service providers as applicable.
Review the service records to confirm information is correct and ensure accurate purchase order(s) will be generated.
Issue purchase order(s) for planned service and all anticipated ancillary services.  If comparable benefits are verified, or reported but not verified, note the specific comparable benefit in the Payment or Special Instructions section of the purchase order and request a copy of the Explanation of Benefits with the invoice for payment.
Fax or mail purchase order(s) to hospital and any ancillary service providers.
Contact consumer
Contact the consumer by phone to advise of the appointment, admission, or start date, or to confirm that the provider contacted the consumer with the appointment, admission, or start date.
Send consumer a letter if needed with the appointment, admission, or start date.
Document appointment, admission, or start date and consumer contact in a case note.
Contact counselor
Notify counselor of consumer’s appointment, admission, or start date for the medical service.
Notify counselor if consumer fails to keep appointment or start service.
Forward medical reports and progress notes to the counselor when received.
[bookmark: _Toc377044617][bookmark: _Toc375208988][bookmark: _Toc375205620][bookmark: _Toc300581498][bookmark: _Toc427043944]Hospital Based Surgery
Process for MSC/MST to coordinate surgery in a hospital.
1. Contact surgeon or surgeon’s office representative 
Contact the surgeon or surgeon’s office representative to review and verify surgery-related information on the DARS3110 Surgery and Treatment Recommendations and identify all needed ancillary services.
Confirm the surgeon’s usual post-operative global service period.  Industry standard is typically 90 days post-surgery.
Verify consumer’s comparable benefits, specific benefit coverage, and expected consumer portion if applicable.  Document information and contact name, title, and date of information.
If the comparable benefit requires pre-authorization of service, verify with the surgeon’s office that the surgery has been approved and the surgeon’s orders have been sent to the hospital.
Review DRS payment policies and limitations.
Repeat steps with ancillary service providers.
Contact the hospital business office representative
Verify comparable benefits, if applicable, with the hospital representative and the specific benefit coverage for the surgery. Document information and source of information in a contact note.
Obtain an estimate for the hospital charges for the prescribed medical service and the expected consumer portion if the consumer has comparable benefits.  Document information and source of information in a contact note.
Review DRS payment policies and limitations.  Review hospital contract to obtain the contract payment rate and any specific issues related to the hospital contract. 
If hospital estimates are unusually high, follow step 3. If not, skip to step 4.


Address unusually high hospital cost estimates.
Request clarification of charges to identify specific charges that are unusually high and reason.
If the high cost is determined to be for implantable devices, refer to SERVICE COORDINATION – IMPLANTABLE DEVICES USED IN SURGERY 
If the high cost is not associated with implantable devices, consult with the Central Office Program Specialist for Physical Disabilities for guidance to determine best value option and document in a case note.
Create service records
Create service records for planned service and all anticipated ancillary services including, as applicable:
· Pre-operative diagnostic tests – not at hospital (MAPS)
· Physician consultations and evaluations – pre-operative, in hospital, and office visits following hospital discharge (MAPS)
Note:  Some post-surgical office visits are covered in the global surgical service
· Hospital services (per hospital contract)
Note:  May require 2 service records if pre-operative diagnostics are provided at the hospital.
· Surgeon, Surgical Assistant or Anesthesiologist services (MAPS)
· Professional interpretation fees - for laboratory, pathology, radiology, EKG, EEG, etc. (MAPS) 
· Transportation, mileage reimbursement per RPM, billed charges, or negotiated rate
If consumer has verified comparable benefits, create service records using the consumer portion not covered by the comparable benefit as the cost for the service.  The consumer portion amount cannot exceed the hospital contract rate or the MAPS rate for the ancillary service whichever one applies.  If consumer comparable benefits cannot be verified, create service records as if the consumer does not have any comparable benefits.
If hospital cost is estimated to be $30,000 or above, follow encumbrance guidelines in the SERVICE COORDINATION – BUDGET BUSTERS.
Contact counselor
Provide total estimate for requested service(s) and anticipated ancillary services.
Discuss Budget Busters if hospital cost is estimated to be $30,000 or greater and inform counselor that only $30,000 will be encumbered from the counselor’s budget and the remaining estimated cost will be requested from Budget Busters.
Obtain counselor approval of encumbrance.
Document contact and approval in a case note.
 Contact surgeon or surgeon’s representative.
Obtain surgery date.
Note:  In some cases the consumer schedules the surgery date.
Advise that purchase order(s) will be mailed or faxed.
Issue purchase order(s) and send copy to surgeon, hospital, and ancillary service providers.
Review the service records to confirm information is correct and ensure accurate purchase order(s) will be generated.  
Issue purchase order(s) for planned service and all anticipated ancillary services.  If comparable benefits are verified, or reported but not verified, note the specific comparable benefit in the Payment or Special Instructions section of the purchase order and request a copy of the Explanation of Benefits with the invoice for payment.
Fax or mail purchase order(s) to surgeon, hospital and any ancillary service providers.
Document the specific surgery, name of surgeon, hospital, and date of scheduled surgery in a case note.  Also, include a list of ancillary providers and services purchased.
Coordinate surgery date and pre-operative instructions with consumer.
Contact the consumer by phone or letter to either notify the consumer of the scheduled surgery date or request that the consumer schedule the surgery date and notify the MSC. 
Verify if consumer has received any special pre-operative medical instructions from the surgeon’s office. 
Notify counselor of consumer’s surgery date.
Contact hospital.
Contact hospital to confirm consumer’s discharge date.
Identify medical needs, i.e., supplies, durable medical equipment, medication, of the consumer for the first 2 weeks following hospital discharge.
If hospital reports complications requiring unanticipated extra hospital days, refer to SERVICE COORDINATION-COMPLICATIONS FOLLOWING SURGERY.
Contact counselor
Notify counselor of consumer discharge and any discharge medical needs that MSC/MST will coordinate. Obtain approval for encumbrances.  Document in case note.
Forward medical records to the counselor when received.
[bookmark: _Toc377044618][bookmark: _Toc375208989][bookmark: _Toc375205621][bookmark: _Toc300581495][bookmark: _Toc427043945]Ambulatory Surgery Center Services
Procedure for MSC/MST to coordinate surgery at an ambulatory surgery center.
1. Contact surgeon’s office representative 
Contact the surgeon’s office representative to review and verify surgery-related information on the DARS3110 Surgery and Treatment Recommendations form and identify all needed ancillary services.
Confirm the surgeon’s usual post-operative global service period.  Industry standard is typically 90 days post-surgery.
Verify consumer’s comparable benefits, specific benefit coverage, and expected consumer portion if applicable.  Document information and contact name, title, and date of information.
If the comparable benefit requires pre-authorization of service, verify with the surgeon’s office that the surgery has been approved.
Review DRS payment policies and limitations.
Repeat steps with ancillary service providers.
Contact the ambulatory surgery center representative.
Verify comparable benefits, if applicable, with the ambulatory surgical center representative to include the specific benefit coverage for the surgery and the expected consumer portion of the cost. Document information and source of information in a contact note.
Review DRS payment policies and limitations.
Create service records
· Create service records for planned service and all anticipated ancillary services including, as applicable:
· Pre-operative diagnostic tests – not at hospital (MAPS)
· Physician consultations and evaluations – pre-operative, in hospital,
and office visits following hospital discharge (MAPS)
Note:  Some post-surgical office visits are covered in the global surgical service. 
· Ambulatory surgical center services (MAPS) Refer to PURCHASING MEDICAL SERVICES – Ambulatory Surgery Center (ASC) Services
· Surgeon, Surgical Assistant or Anesthesiologist services (MAPS)
· Professional interpretation fees - for laboratory, pathology, radiology, EKG, EEG, etc. (MAPS)
· Transportation, mileage reimbursement per RPM, billed charges, or negotiated rate
If consumer has verified comparable benefits, create service records using the consumer portion not covered by the comparable benefit as the cost for the service.  The consumer portion amount cannot exceed the MAPS rate for the surgery or ancillary service. If consumer comparable benefits cannot be verified, create service records as if the consumer does not have any comparable benefits.
Contact counselor
Provide total estimate for requested service(s) and anticipated ancillary services.
Obtain counselor approval of encumbrance.
Document contact and approval in a case note.
Contact surgeon’s office representative.
Obtain surgery date. 
Note:  In some cases the consumer schedules the surgery date.
Advise that purchase order(s) will be mailed or faxed.


Issue purchase order(s) and send copy to surgeon, ambulatory surgical center, and ancillary service providers.
· Review the service records to confirm information is correct and ensure accurate purchase order(s) will be generated.  
· Issue purchase order(s) for planned service and all anticipated ancillary services.  If comparable benefits are verified, or reported but not verified, identify the specific comparable benefit and request a copy of the Explanation of Benefits with the invoice for payment in the Payment or Special Instructions section of the purchase order.
· Fax or mail purchase order(s) to surgeon, ambulatory surgical center, and ancillary service providers if applicable.
· Document the specific surgery, name of surgeon, hospital and date of scheduled surgery in a case note.  Also, include a list of ancillary providers and services purchased.
1. Coordinate surgery date and pre-operative instructions with consumer.
· Contact the consumer by phone or letter to either notify the consumer of the scheduled surgery date or request that the consumer schedule the surgery date and notify the MSC. 
· Verify if consumer has received any special pre-operative medical instructions from the surgeon’s office. 
· Notify counselor of consumer’s surgery date.
Contact ambulatory surgical center 
Contact ambulatory surgical center representative after the scheduled surgery to confirm surgery was completed without complications. 
If consumer had medical complications following surgery, refer to SERVICE COORDINATION – COMPLICATIONS FOLLOWING SURGERY.
Document in a case note.
  Contact counselor
Notify counselor that surgery was performed and report any pertinent medical issues.
Forward medical records to counselor when received.
[bookmark: _Toc377044619][bookmark: _Toc375208990][bookmark: _Toc375205622][bookmark: _Toc427043946]Post-Acute Brain Injury Services (PABI)
Procedure for MSC/MST to coordinate residential or non-residential post-acute brain injury services for eligible VR consumers.  Refer to the COMPREHENSIVE REHABILITATION SERVICES PROGRAM chapter if coordinating services for a CRS consumer.
1. Contact PABI facility.
Verify receipt of any required physician orders for residential or non-residential services and verify that the facility has completed an assessment confirming that the consumer is appropriate for facility services.
Verify comparable benefits, if applicable, with the PABI facility representative to include the specific benefit coverage for PABI services and the expected consumer portion of the cost. Document information and source of information in a contact note.
If the comparable benefit requires preauthorization for PABI services, verify that the PABI services were approved and place documentation of approval in the case file.
Review DRS payment policies and limitations.
Determine if consumer medical records need to be faxed or mailed to the facility and prescriptions updated.
1. Create service records.
Residential PABI services are paid using a daily contract rate.  Non-residential services are paid using an hourly rate. Refer to the specific PABI facility contract for the specific payment rate.
Create service records for all anticipated services.
· PABI facility services (per contract)
· Physician consultations (MAPS)
Note:  Routine medical management is included in the daily contract rate.  Refer to DRS Standards for Providers Manual Chapter 7
· Medications (at cost if purchased from an outside pharmacy- prescription required)
Note:  If facility is also a hospital and has a pharmacy, medications 
should be purchased applying the hospital contract rate.
· Individual therapies at a PABI facility (MAPS)
· Neuro-psychological evaluation (MAPS)
If consumer has verified comparable benefits, create service records using the consumer portion not covered by the comparable benefit as the cost for the service.  The consumer portion amount cannot exceed the hospital contract rate or the MAPS rate for the ancillary service whichever one applies.  If consumer comparable benefits cannot be verified, create service records as if the consumer does not have any comparable benefits.
1. Contact counselor
Provide total estimate for requested service(s) and anticipated ancillary services.
If VR consumer, discuss Budget Busters if PABI cost is estimated to be $30,000 or greater and follow encumbrance guidelines in the SERVICE COORDINATION – BUDGET BUSTERS section.
Obtain counselor approval of encumbrance.
Document contact and approval in a case note
1. Contact PABI facility representative.
Obtain admission or start date and advise that purchase order(s) will be mailed or faxed.
Obtain any pre-admission instructions for the consumer.
Document contact in a case note
1. Issue purchase order(s) and send copy to PABI facility and any ancillary service providers.
Review the service records to confirm information is correct and ensure accurate purchase order(s) will be generated.  
Issue purchase order(s) for planned service and all anticipated ancillary services.  If comparable benefits are verified, note the specific comparable benefit in the Payment or Special Instructions section of the purchase order and request a copy of the Explanation of Benefits with the invoice for payment. If comparable benefit coverage cannot be established prior to issuing the purchase order, note the reported comparable benefit in the Payment or Special Instructions section of the purchase order and alert the provider of possible benefit coverage.
Issue purchase order for an initial period of 90 days and extend PABI
services in 30-day increments (or less if fewer than 30 days are needed to complete the program).  Due to the length of the program, the purchase order should have multiple line items corresponding to the facility’s billing cycle and interim invoices.
Fax or mail purchase order(s) to PABI facility and ancillary service providers if applicable.
1. Contact consumer to coordinate admission or start date of PABI services
Contact the consumer/family by phone or letter to either notify the consumer of the admission or start date or request that the consumer/family schedule the admission/start date and notify the MSC. 
Verify if consumer has received any special instructions from the PABI facility.
Notify counselor of consumer’s PABI admission or start date, and any special instructions from the PABI facility.
Send consumer/family a letter if needed with facility admission or start date and include any required additional instructions.
Document information in a case note.
1. Contact PABI facility
Contact PABI facility representative within 1-2 days after scheduled admission or start date to confirm consumer started services. 
Make sure PABI facility representative knows to contact MSC/MST if consumer misses more than 2 days of PABI services.
Follow-up with PABI facility to obtain consumer treatment plan and monthly staffing progress reports.  
Contact hospital case manager prior to the date of expected discharge to identify medical needs for the consumer, i.e., supplies, durable medical equipment, medication, for the first 2 weeks following facility discharge for an in region case or the first 30 days if an out of region case.
1. Contact counselor
Notify counselor of consumer discharge and any discharge medical needs that the MSC/MST will coordinate.  Obtain approval for encumbrances and document in a case note.
Forward medical records to the counselor when received.
Notify counselor and Home MSC if applicable when case if returned to the counselor/RST or Home MSC. Discuss any additional case coordination needs. 
[bookmark: _Toc427043947]MEDICAL COMPLICATIONS FOLLOWING SURGERY
[bookmark: _Toc427043948]Medical Complications Prior to Hospital Discharge 
The MSC is responsible for confirming with the hospital that the consumer was discharged as planned and in accordance with the number of hospital days identified on the purchase order.  
If the consumer is not discharged as planned due to medical complications, follow the procedure below:
MSC will:
· Obtain initial information on the consumer’s medical status;
· Request interim medical records and forward the records to the counselor;
· Identify a hospital contact person who will provide on-going reports on the consumer’s medical status and need for additional medical treatment;
· Notify counselor, area manager, and ODP by email of case medical complications and any additional information provided by the hospital.

Note:  The MSC is the point of contact with the hospital concerning additional authorization of hospital days and medical treatment.

Counselor will:  
· Contact medical provider and consumer (if feasible) to monitor the consumer’s on-going medical status;
· Obtain information from the medical provider on the recommended treatment, expected prognosis for recovery, and expected prognosis for work;
· In conjunction with MSC provide at least a weekly case note documenting the consumer’s current medical status and keep area manager and ODP informed of pertinent case developments;
Field and regional office staff should contact the Central Office Program Specialist for Physical Disabilities for guidance as needed.
When severe complications arise and consumer is no longer eligible for VR services, follow the policy in RPM 6.2.2
[bookmark: _Toc427043949]Medical Complications After Hospital Discharge
Counselor should contact the consumer upon hospital discharge to ensure that the consumer understands the surgeon’s post-operative instructions and that the consumer is compliant with the instructions.  Counselor should verify with the consumer the expected post-operative treatment, such as, the first office appointment, start date of planned therapies, receipt of needed durable medical equipment, first scheduled home health care visit, etc.
If the consumer reports increasing medical symptoms related to the DRS sponsored surgery, counselor should facilitate an office visit to the surgeon and alert the MSC if the consumer is re-hospitalized.
[bookmark: _Toc377044620][bookmark: _Toc427043950]UNITS OF SERVICE
For therapy services, indicate the number of units and describe the services expected in the Payment or Special Instructions section of the purchase order.  Occupational therapy and physical therapy are provided in 15 minute units (4 units = 1 hour) and speech therapy is provided as 1 unit per session. The amount of time in a speech therapy session is not defined.
[bookmark: _Toc377044621][bookmark: _Toc375209206][bookmark: _Toc375208991][bookmark: _Toc375208474][bookmark: _Toc375208276][bookmark: _Toc375205623][bookmark: _Toc427043951]REDUCED PAYMENT AGREEMENTS 
A special reduced payment agreement can be executed with a hospital under the terms of the hospital contract.  The MSC/MST should attempt to negotiate a reduced payment agreement upon receipt of a hospital invoice with high charges due to unexpected medical complications requiring extended hospitalization.  A DARS3422 Reduced Payment Agreement must be signed by an authorized hospital representative and the DRS area manager or Operations Director for Programs (ODP), and placed in the consumer’s case file. 
RPM 6.3.4
[bookmark: _Toc377044622][bookmark: _Toc375209207][bookmark: _Toc375208992][bookmark: _Toc375208475][bookmark: _Toc375208277][bookmark: _Toc375205624][bookmark: _Toc427043952]COORDINATING NON-CONTRACT HOSPITAL SERVICES
If a consumer needs a medical service at a hospital that does not currently have a 
DARS contract, the assigned MSC/MST should contact the Regional Consumer 
Contract Specialist (RCCS) to negotiate a payment rate for the medical service.  A DARS3423 Exception to Contracted Hospital Purchase must be completed and submitted through the Regional Director (RD) for final approval by the DARS Chief Operating Officer.  
RPM 6.3.4
Procedure for obtaining a hospital contract exception:
Counselor justifies in a case note the needed physical restoration service and reason why a non-contract hospital must be utilized.
MSC/MST completes the DARS3423 with consumer information, needed hospital service, and why an alternative hospital cannot provide the service.
MSC/MST sends DARS3423 and a copy of counselor’s case note to the RCCS to negotiate a payment rate with the hospital for the medical service.
MSC/MST or RCCS sends contract exception and supporting documentation to the RD for review and approval.
Upon approval, RD sends the contract exception to the DARS Chief Operating Officer for final approval.
Copy of DARS3423 must be placed in the consumer’s case file.
[bookmark: _Toc377044623][bookmark: _Toc375209208][bookmark: _Toc375208993][bookmark: _Toc375208476][bookmark: _Toc375208278][bookmark: _Toc375205625][bookmark: _Toc427043953][bookmark: _Toc300581499]IMPLANTABLE DEVICES USED IN SURGERY 
Due to high hospital charges for implantable devices, DARS has added cost saving payment methodology language to most DARS hospital contracts at the time of contract renewal. 
For DARS purposes implantable devices are defined at this time as:
· plates
· rods
· screws
· artificial joints
· cages
· stents
· bone anchored hearing aids (BAHAs)
· cochlear implants
Surgical mesh, putty, cement, biologics or eye-related implants are excluded from the DARS definition even though these items are also identified in hospital invoices as part of Revenue code 278 - Supply/Implants.  Payment for DRS designated implantable devices is the manufacturer’s invoice amount or the net cost to the hospital, whichever is less, plus 10%.  Review the specific hospital contract comments in the electronic case management system to determine whether the implantable device payment language has been added to the contract.  If the implantable language has been added to the hospital contract, the MSC/MST will need a copy of the implant manufacturer’s invoice or other acceptable supporting documentation showing the net cost to the hospital in order to pay the hospital bill.  The MSC/MST should issue the hospital purchase order with 2 separate line items, hospital services and implants, so that the hospital services can be paid in a timely manner if the implantable device documentation is delayed.
If implants are expected to be used in surgery and the DRS hospital contract does not have specific implantable devices payment language:
Determine if the surgeon has privileges at another hospital that has a DARS contract with implantable device payment language.  If so, ask if the surgeon would agree to move the surgery to the alternate hospital.
If there are no other options, pay for the implantable devices at the established DARS contract rate for the hospital.
[bookmark: _Toc427043954]ROBOTIC ASSISTED SURGERY
DARS supports the surgeon’s choice of surgical technique, but does not provide additional reimbursement for procedures in which a robotic surgical technique or system, such as, a DaVinci system is used.  
[bookmark: _Toc377044624][bookmark: _Toc427043955]REQUEST TO EXCEED MAPS
Payment for a medical service that exceeds MAPS must be approved by the Medical Director.  The reason for the request must be included in the courtesy information submitted to the Medical Director and should meet one of the following criteria:  
The consumer is an established patient of the medical provider.
There are limited medical providers in the geographical area where the consumer resides.
The surgery or procedure is complicated and requires the special expertise of the medical provider.
The request is best value to DRS.
[bookmark: _Toc377044625][bookmark: _Toc427043956]BARIATRIC SURGERY
Counselors are encouraged to utilize Bariatric Surgery Centers accredited by the Metabolic and Bariatric Surgery Accreditation and Quality Improvement Program (MBSAQIP) and affiliated bariatric surgeons when these medical resources are available.  MBSAQIP is a certification awarded by The American Society for Metabolic and Bariatric Surgery and the American College of Surgeons for hospitals that pass a rigorous evaluation process indicating that the hospital has the resources, as well as surgeon and staff training to provide safe and effective bariatric surgery. To locate accredited centers and affiliated bariatric surgeons in Texas, refer to the website:  https://www.facs.org/search/bariatric-surgery-centers.  MSCs should assist counselors in identifying regional bariatric surgery resources for their consumers.  
[bookmark: _Toc427043957]MULTI-DISCIPINARY PRE-BARIATRIC OR WEIGHT LOSS PROGRAMS 
Bariatric research has shown that a person has the best chance for long term weight loss success when he/she participates in a multi-disciplinary program that includes weight monitoring, behavioral modification counseling, nutrition education, and exercise.  Counselors need to evaluate a pre-bariatric or weight loss program to ensure that the program has all 4 components.  In areas of the state with limited resources the counselor may need to create a multi-disciplinary pre-bariatric or weight loss program using independent providers.  MSCs should coordinate any of the component services that are hospital-based services.
Refer to “Tips for Creating a Multi-disciplinary Pre-bariatric or Weight Loss Program for a Consumer using Independent Providers” in the RESOURCES section.
[bookmark: _Toc377044627][bookmark: _Toc427043958][bookmark: _Toc375209210][bookmark: _Toc375208995][bookmark: _Toc375208478][bookmark: _Toc375208280][bookmark: _Toc375205627][bookmark: _Toc300581502]BUDGET BUSTERS 
[bookmark: _Toc375208281][bookmark: _Toc375205628]Budget Buster funds may be used for specific VR goods and services that have the potential to significantly impact a VR caseload budget because of the high cost of the service.  For each Budget Buster category, an affordability threshold has been identified.
[bookmark: _Toc375209211][bookmark: _Toc375208996][bookmark: _Toc375208818][bookmark: _Toc375208479][bookmark: _Toc375208282][bookmark: _Toc375205629]The following chart identifies the applicable Budget Buster categories for medical services, the affordability threshold, when the Budget Buster funds are requested, and the DRS staff responsible for requesting the Budget Buster funds.
	[bookmark: _Toc375205630][bookmark: _Toc375208283][bookmark: _Toc375208480][bookmark: _Toc375208819][bookmark: _Toc375208997][bookmark: _Toc375209212]VR Goods & Services Category
	[bookmark: _Toc375205631][bookmark: _Toc375208284][bookmark: _Toc375208481][bookmark: _Toc375208820][bookmark: _Toc375208998][bookmark: _Toc375209213]Affordability Threshold
	[bookmark: _Toc375205632][bookmark: _Toc375208285][bookmark: _Toc375208482][bookmark: _Toc375208821][bookmark: _Toc375208999][bookmark: _Toc375209214]When to Request
[bookmark: _Toc375205633][bookmark: _Toc375208286][bookmark: _Toc375208483][bookmark: _Toc375208822][bookmark: _Toc375209000][bookmark: _Toc375209215]Funds
	[bookmark: _Toc375205634][bookmark: _Toc375208287][bookmark: _Toc375208484][bookmark: _Toc375208823][bookmark: _Toc375209001][bookmark: _Toc375209216]Responsible DRS
[bookmark: _Toc375205635][bookmark: _Toc375208288][bookmark: _Toc375208485][bookmark: _Toc375208824][bookmark: _Toc375209002][bookmark: _Toc375209217]Staff

	[bookmark: _Toc375205636][bookmark: _Toc375208289][bookmark: _Toc375208486][bookmark: _Toc375208825][bookmark: _Toc375209003][bookmark: _Toc375209218]Hospitalization
	[bookmark: _Toc375205637][bookmark: _Toc375208290][bookmark: _Toc375208487][bookmark: _Toc375208826][bookmark: _Toc375209004][bookmark: _Toc375209219]$30,000
	Request amount over $30K when PO is issued
	[bookmark: _Toc375205639][bookmark: _Toc375208292][bookmark: _Toc375208489][bookmark: _Toc375208828][bookmark: _Toc375209006][bookmark: _Toc375209221]MSC/MST

	[bookmark: _Toc375205640][bookmark: _Toc375208293][bookmark: _Toc375208490][bookmark: _Toc375208829][bookmark: _Toc375209007][bookmark: _Toc375209222]PABI 
	[bookmark: _Toc375205641][bookmark: _Toc375208294][bookmark: _Toc375208491][bookmark: _Toc375208830][bookmark: _Toc375209008][bookmark: _Toc375209223]$30,000
	[bookmark: _Toc375205642][bookmark: _Toc375208295][bookmark: _Toc375208492][bookmark: _Toc375208831][bookmark: _Toc375209009][bookmark: _Toc375209224]Request BB funds when cost reaches $30K and PO needs to be changed up
	[bookmark: _Toc375205643][bookmark: _Toc375208296][bookmark: _Toc375208493][bookmark: _Toc375208832][bookmark: _Toc375209010][bookmark: _Toc375209225]MSC/MST

	[bookmark: _Toc375205644][bookmark: _Toc375208297][bookmark: _Toc375208494][bookmark: _Toc375208833][bookmark: _Toc375209011][bookmark: _Toc375209226]Rehabilitation Technology (DME)
	[bookmark: _Toc375205645][bookmark: _Toc375208298][bookmark: _Toc375208495][bookmark: _Toc375208834][bookmark: _Toc375209012][bookmark: _Toc375209227]$25,000
	[bookmark: _Toc375205646][bookmark: _Toc375208299][bookmark: _Toc375208496][bookmark: _Toc375208835][bookmark: _Toc375209013][bookmark: _Toc375209228]Request amount over $25K when PO issued
	[bookmark: _Toc375205647][bookmark: _Toc375208300][bookmark: _Toc375208497][bookmark: _Toc375208836][bookmark: _Toc375209014][bookmark: _Toc375209229]MSC/MST or counselor/RST

	[bookmark: _Toc375205648][bookmark: _Toc375208301][bookmark: _Toc375208498][bookmark: _Toc375208837][bookmark: _Toc375209015][bookmark: _Toc375209230]Prosthetics
	[bookmark: _Toc375205649][bookmark: _Toc375208302][bookmark: _Toc375208499][bookmark: _Toc375208838][bookmark: _Toc375209016][bookmark: _Toc375209231]$25,000
	[bookmark: _Toc375205650][bookmark: _Toc375208303][bookmark: _Toc375208500][bookmark: _Toc375208839][bookmark: _Toc375209017][bookmark: _Toc375209232]Request amount over $25K when PO issued
	[bookmark: _Toc375205651][bookmark: _Toc375208304][bookmark: _Toc375208501][bookmark: _Toc375208840][bookmark: _Toc375209018][bookmark: _Toc375209233]counselor/RST


[bookmark: _Toc375209235][bookmark: _Toc375209020][bookmark: _Toc375208842][bookmark: _Toc375208503][bookmark: _Toc375208306][bookmark: _Toc375205653]The Budget Buster template for requesting funds is found on the DARS intranet at 
DRS - System Essentials – Budget.  Submit Budget Buster related questions via e-mail to DARS.BudgetBuster@dars.state.tx.us
[bookmark: _Toc377044628][bookmark: _Toc375209236][bookmark: _Toc375209021][bookmark: _Toc375208504][bookmark: _Toc375208307][bookmark: _Toc375205654][bookmark: _Toc427043959]HOSPITAL DISCHARGE SERVICE COORDINATION 
For in region cases the MSC/MST should coordinate discharge medical services that the consumer will need in the first 2 weeks following hospital discharge or up to the first physician office visit.  Medical services would include needed medications, medical supplies, and durable medical equipment.
In order to promote seamless service coordination for the consumer, the MSC/MST must notify the counselor when the consumer’s case is being transferred back to the counselor/RST team for further coordination of medical services.  If the consumer had surgery, the MSC/MST should make sure that the counselor/RST understands the “global period” for that specific surgery as identified by the surgeon’s office.  Refer to definition of “global period” in the INTRODUCTION section of the Handbook.
For out of region cases the Service MSC should coordinate any discharge medications, medical supplies, or durable medical equipment that the consumer will need in the first 30 days following discharge to provide the necessary support to the consumer while the case is being transferred back to the Home MSC.  Refer to CASE MANAGEMENT- OUT OF REGION HOSPITAL OR FACILITY BASED SERVICES.   
[bookmark: _Toc377044629][bookmark: _Toc375209237][bookmark: _Toc375209022][bookmark: _Toc375208505][bookmark: _Toc375208308][bookmark: _Toc375205655][bookmark: _Toc300581503][bookmark: _Toc427043960]CASE CLOSURE
[bookmark: _Toc377044630][bookmark: _Toc375209023][bookmark: _Toc375205656][bookmark: _Toc300581504][bookmark: _Toc427043961]Documentation of Completed Services 
For any MSC/MST coordinated service, a final report of the service provided must be obtained by the MSC/MST before closing the case.
The final report of service may be a physician’s office note, a copy of the diagnostic test report, a therapy discharge report, a hospital or facility discharge summary, or other documentation of consumer’s progress and discharge.
For VR cases, after receipt of required reports and documentation of treatment, contact the counselor to determine whether the DARS3106 Work Restriction Checklist should be sent to the treating physician or surgeon.  If requested by the counselor, submit the form to the appropriate physician for review and completion.  Maintain contact with the physician until the document is returned. 
If the MSC/MST services are concluded, the counselor/RST should coordinate any needed follow-up services.
Documentation Examples:
Physician’s written report, summary of treatment, discharge/release. 
Physician’s office notes, such as the final office visit indicating the consumer’s treatment has concluded, or the consumer is to return as needed or within a specified time period.
Therapy notes, such as physical therapy, occupational therapy, speech, etc. Notes must include the discharge note or summary indicating the consumer’s progress.
Inpatient comprehensive medical rehabilitation treatment plans, treatment and progress notes, discharge summary.
Post-acute brain injury program treatment plans, treatment and progress notes, discharge summary.
Other documentation that identifies the consumer’s progress and/or that no further services are needed, including:
· Conversation with provider indicating that the consumer has been released, and the consumer should return as needed.
· Document this contact in case note. Include name of the contact and specifics of the conversation.
[bookmark: _Toc427043962]Case Closure Actions
When all services coordinated by the MSC/MST have been completed, MSC/MST issued purchase orders have been reconciled, medical reports have been received, and case documentation have been completed, close the courtesy case.
Procedure for closing MSC/MST courtesy case:
1. Review all courtesy case documents.
Note:  All reports should be sent to the counselor as soon as received 
Reconcile MSC/MST purchase orders with reports to ensure all MSC/MST purchased services are documented.
Notify counselor/RST team of courtesy case closure and 
Maintain a copy of the primary page of all paid invoices.  Copy should include the date stamp or fax date when the invoice was received and the payment information. 
Maintain a copy of supporting reports and/or documents required for payment. 
Review MSC/MST case notes to ensure all necessary documentation is present.
If any case notes are missing or need clarification, include the information in the closure case note.
Maintain the courtesy case for 1 year from the date the case was closed.
If no further services are required, the case should be destroyed after 1 year in closed status.


[bookmark: _Toc375209238][bookmark: _Toc375209025][bookmark: _Toc375208843][bookmark: _Toc375208506][bookmark: _Toc375208309][bookmark: _Toc375205658][bookmark: _Toc300581506]
[bookmark: _Toc377044632][bookmark: _Toc427043963]PURCHASING MEDICAL SERVICES


[bookmark: _Toc377044633][bookmark: _Toc375209239][bookmark: _Toc375209026][bookmark: _Toc375208507][bookmark: _Toc375208310][bookmark: _Toc375205659][bookmark: _Toc300581507][bookmark: _Toc427043964]PROCUREMENT STANDARDS
Counselors, RSTs, MSCs and MSTs purchase services and goods for consumers, subject to state and federal law, as well as DRS policies.  
DRS adheres to the following standards:
DRS develops and maintains written policies covering the nature and scope of the consumer goods and services it purchases, and the criteria under which each is provided.
DRS develops and maintains written policies to ensure best-value purchasing through emphasis on a balance between:
· quality
· timeliness
· service after the purchase; and 
· cost
DRS policies ensure that goods and services are provided in accordance with the consumer’s individual plan of service.
DRS provides each consumer the opportunity to make informed choices among providers of goods and services.
DRS maintains an acquisition system for consumer goods and services that ensures that providers perform in accordance with terms, conditions, and specifications.
All other available resources (comparable benefits) are identified and used before DRS pays for consumer goods and services.
DRS maintains a written code of standards governing the performance of its employees engaged in acquiring consumer goods and services.
RPM 17 


[bookmark: _Toc377044634][bookmark: _Toc375209240][bookmark: _Toc375209027][bookmark: _Toc375208508][bookmark: _Toc375208311][bookmark: _Toc375205660][bookmark: _Toc300581508][bookmark: _Toc427043965]PURCHASE ORDERS
[bookmark: _Toc377044635][bookmark: _Toc375209028][bookmark: _Toc375205661][bookmark: _Toc300581509][bookmark: _Toc427043966]General Information 
After the coordination of approved services, the MSC/MST will issue a purchase order for all anticipated services.  The purchase order should clearly identify the service authorized by DRS and will encumber the funds needed to pay for the planned service. A purchase order is the only valid authorization for payment of services and a purchase order must be issued prior to the start of service(s) with an accurate start and end date.
For hospital or facility based physical restoration services, authorized services are typically provided by multiple providers.  When multiple providers are involved, purchase orders should be issued for all anticipated ancillary services at the time the primary service is authorized, i.e. hospital, surgeon, assistant surgeon, anesthesiologist, radiologist, pathologist, consultants. 
When a purchase order is generated, the budget is committed to pay the provider for specified services and/or goods for the consumer.   If the total encumbered amount on the purchase order is not needed, promptly change down the purchase order.  If an anticipated service is no longer necessary, promptly close the purchase order.
[bookmark: _Toc377044636][bookmark: _Toc427043967][bookmark: _Toc300581510]Necessary Unplanned Medical Services 
Authorization to Purchase a Service 
DRS should not pay for any services that have not been pre-approved with a purchase order.
For additional consumer services not previously approved in an existing purchase order, 
Providers must:
Contact the counselor/RST or MSC/MST as appropriate to obtain DRS approval prior to initiating the service.
Counselor/RST or MSC/MST must:
Document provider service request in a case note and reason for request.
If MSC/MST receives the service request, notify the counselor by email as soon as possible not to exceed 3 working days of receipt of the service request from the provider. 
Counselor must:
Contact the provider for additional information if needed to make service authorization decision.
Enter case note with service authorization decision. 
Notify MSC/MST by email if applicable or inform the RST as soon as possible not to exceed 3 working days of service sponsorship decision.


MSC/MST or RST must:
[bookmark: _Toc375209029][bookmark: _Toc375205662]Create service record and issue purchase order per identified policy and procedures. 
[bookmark: _Toc377044637][bookmark: _Toc427043968]Back-dated Purchase Orders
Invoices for services provided without DARS pre-approval should be rare and infrequent, such as, for immediate services needed for the safety and welfare of a consumer outside DARS regular business hours.  These invoices must be submitted to the area manager for counselor/RST coordinated medical services or the ODP for MSC coordinated medical services for review and approval of a back-dated purchase order for payment. The area manager or ODP must document the review of the invoice and the decision regarding payment in the electronic case management system.
[bookmark: _Toc377044638][bookmark: _Toc375209030][bookmark: _Toc375205663][bookmark: _Toc427043969]Replacement Purchase Orders
In some cases, when an invoice for an authorized service is received, and the existing purchase order cannot be used due to needed changes in the specifications or provider, 
a replacement purchase order may be issued.  Document in a case note the need to issue
a replacement purchase order and include the original and replacement purchase order numbers in the case note.  Also, note the original purchase order number in the Payment or Special Instructions section of the replacement purchase order.
[bookmark: _Toc377044639][bookmark: _Toc375209031][bookmark: _Toc375205664][bookmark: _Toc300581512][bookmark: _Toc427043970]Purchase Order Comments
When a purchase order is issued, include specific information about the purchased service and provider instructions for payment in the Payment or Special instructions of the purchase order. 
Example of purchase order comments:
· DRS may pay the consumer’s portion to include the deductible, co-payment, and the co-insurance provided that the DRS payment does not exceed the MAPS or contract rate for the service.
Your contact information
Appointments
Service limitations/information, for example:
· 12 sessions PT – 12 sessions OT
· 3 follow-up office visits
· Follow-up office visit for results of MRI, lab, x-ray or other diagnostic test.
· Insurance information, for example:
· Copy of insurance card attached.
· Insurance:   Humana PPO
· Group # 1234567890.
· Bill insurance first and submit copy of Explanation of Benefits (EOB) with your invoice.
· Payment limitations/information, for example:
· Less any insurance, comparable benefit or consumer payment collected.
· DRS payment must be considered payment in full.
· Medicare Deductible Only.
· Medicaid benefits are expected to pay for hospital services through XX/XX/XX. DRS pay after XX/XX/XX.  
· HMO/PPO Co-Payment plus Co-Insurance.
Special payment arrangements, for example:
· Surgical implant is paid at cost plus 10%.  Manufacturer’s Invoice for Implant must be submitted with invoice.
· Consumer contribution expected at the time of the service
Vendor documentation requirements, for example:
· Reports must be submitted with invoice 
· Manufacturer’s invoice must be submitted with invoice.
· EOB must be submitted with invoice.
Instructions for follow-up,  for example:
· Any additional services, including lab and/or x-ray must be preapproved.  Include your contact information.
· Advise whether the patient will be referred to another provider or back to the primary care physician.
Delivery instructions for goods, for example:
· Obtain the patient’s signature at delivery and submit a copy with the invoice.
· Special instructions to the vendor 
FOB Destination. 
Notes clarifying purchase order changes typically sent to vendor, for example: 
· Purchase order end date extended to XX/XX/XX.
· Additional units authorized – 18 additional hours speech therapy.
· Insurance coverage has changed – New Provider:  Humana/Policy # 123456.


[bookmark: _Toc377044640][bookmark: _Toc427043971][bookmark: _Toc375209033][bookmark: _Toc375205666][bookmark: _Toc300581514]MEDICAL SERVICES PURCHASED BY MAXIMUM AFFORDABLE PAYMENT SCHEDULE (MAPS)
DRS uses MAPS rates to purchase professional medical services, non-hospital based diagnostic and therapy services, prostheses/orthoses, and ambulatory surgical center services.  Professional medical services include physician evaluations and office visits, as well as chiropractor, nurse practitioner, and physician assistant services.  The MAPS rates are established through an annual review process and are based on the Medicare rates.  Although Medicare revises rates annually (usually January 1st of each year), MAPS rate are not automatically revised at the same time, but may be revised by DARS on an annual basis.
[bookmark: _Toc427043972]Ambulatory Surgery Center (ASC) Services
Ambulatory surgery center (ASC) services are purchased using MAPS codes with a FAC identifier, such as, 29888FAC.
Procedure for paying ASCs:
1. Use the CPT/MAPS codes(s) provided by the surgeon to bring up ASC codes in the electronic case management system.
Ensure the codes entered for the ASC and for the surgeon are identical.
If necessary, use the multiple surgical procedure discount guidelines as in any other surgery that involves several procedures.  Follow the percentage discounts used for the surgeon.  Some surgical procedures may be exempt from multiple procedure discounts.  Refer to Surgery Guidelines.
Note:  There may be some procedure codes that are identified by the surgeon that will not be paid to the ASC, such as follow-up office visits, lab, x-ray, observation charges, etc.
For guidance regarding the ASC encumbrance or payment, contact the Central Office Physical Restoration Specialist.


[bookmark: _Toc427043973]Medical Providers Paid by MAPS
For the most commonly used providers paid by MAPS along with examples of documentation required for payment, see the table below:
	PROVIDER
	SERVICE
	PAYMENT METHODOLOGY
	DOCUMENTATION REQUIRED FOR PAYMENT

	Physician 
Chiropractor
Physician Assistant 
Nurse Practitioner
 
	Medical Evaluation  Treatment 


	MAPS
	Medical Report or 
Office Notes

	Surgeon 
Surgical Assistant
	Surgery
	MAPS
	Operative Report

	Anesthesiologist
Certified Registered
Nurse Anesthetist (CRNA)
	Anesthesia for diagnostic or surgical procedures
	MAPS 
Calculation using
Anesthesia Crosswalk & Log
	Hospital Anesthesia Log & Surgeon’s Invoice with CPT Codes

	Therapy Clinic
	Occupational Therapy Physical Therapy Speech Therapy Cognitive Therapy
	MAPS
	Therapy Notes

	Lab/Pathology/Radiology
	Diagnostic Testing
Prof. Interpretation
Technical
Prof. & Tech.
	MAPS
	Diagnostic Test Report

	Prosthetist/Orthotist
	Prosthesis or Orthosis
	MAPS
	Case Note documenting receipt of prosthesis or orthosis

	Ambulatory Surgery Center 
	Day Surgery
	(ASC) MAPS
	Discharge Summary and/or Operative Report


[bookmark: _Toc300581516]

[bookmark: _Toc377044641][bookmark: _Toc427043974]MEDICAL SERVICES PURCHASED BY CONTRACT
The Regional Consumer Contract Specialist (RCCS) is responsible for managing the contracts that DARS/DRS has with hospitals, PABI facilities, and durable medical equipment vendors.  Notify the RCCS if the counselor/RST or MSC/MST notes any issues with billing or the delivery of medical services as identified in the contract.  Use the DARS1303 Contractor Performance Report to document the issue or incident of non-compliance, or send an email to the RCCS and include the contractor’s name, contract number, Texas payee identification number, type of service provider, and date of non-compliance or incident, description of the issue and a chronology of actions taken by DRS staff.
[bookmark: _Toc377044642][bookmark: _Toc427043975]Hospital Services
DARS/DRS has contracts with hospitals across the state and negotiates a separate contract payment rate with each hospital based on a percentage of fair billing, utilizing hospital cost to charge data that is compiled by the Center for Medicare & Medicaid (CMS).  The RCCS negotiates and manages all hospital contracts.  Review the specific hospital contract each time medical services are planned for the hospital to ensure the correct payment rate is utilized and the contract is active for the expected dates of service.
RPM 6.3
	Provider
	Service
	Payment Methodology
	Documentation Required for Payment

	Hospital
	Inpatient surgery & treatment 


	Hospital Contract Rate
	Discharge summary
and/or operative report


	Hospital
	Inpatient diagnostic tests* (lab, pathology or radiology)
	Hospital Contract Rate
	No separate report required other than discharge summary


	Hospital
	Outpatient treatment,  
Therapy or diagnostic tests*
(lab, pathology or radiology)
	Hospital Contract Rate
	Treatment, therapy or diagnostic test report


[bookmark: _Toc375208510][bookmark: _Toc375208313][bookmark: _Toc375205667]* Professional interpretation of diagnostic tests are paid by MAPS.

[bookmark: _Toc377044643][bookmark: _Toc375209242][bookmark: _Toc375209034][bookmark: _Toc375208844][bookmark: _Toc427043976]Post-Acute Brain Injury Services (PABI)
[bookmark: _Toc375208511][bookmark: _Toc375208314][bookmark: _Toc375205668]DARS/DRS has contracts with PABI facilities across the state and negotiates a separate contract payment rate with each facility.  Residential services are purchased using a daily contract rate and non-residential services are purchased using an hourly rate. Review the specific PABI facility contract each time medical services are planned for the facility to ensure the correct payment rate is utilized and the contract is active for the expected dates of service.  Refer to Chapter 5 of the DRS Standards for Providers Manual for the services included in the daily rate for PABI residential services and additional information related to PABI services.
	[bookmark: _Toc375205669][bookmark: _Toc375208315][bookmark: _Toc375208512][bookmark: _Toc375208845][bookmark: _Toc375209035][bookmark: _Toc375209243]Provider
	[bookmark: _Toc375205670][bookmark: _Toc375208316][bookmark: _Toc375208513][bookmark: _Toc375208846][bookmark: _Toc375209036][bookmark: _Toc375209244]Service
	[bookmark: _Toc375205671][bookmark: _Toc375208317][bookmark: _Toc375208514][bookmark: _Toc375208847][bookmark: _Toc375209037][bookmark: _Toc375209245]Payment Methodology
	[bookmark: _Toc375205672][bookmark: _Toc375208318][bookmark: _Toc375208515][bookmark: _Toc375208848][bookmark: _Toc375209038][bookmark: _Toc375209246]Documentation Required for Payment

	[bookmark: _Toc375205673][bookmark: _Toc375208319][bookmark: _Toc375208516][bookmark: _Toc375208849][bookmark: _Toc375209039][bookmark: _Toc375209247]PABI Facility
	[bookmark: _Toc375205674][bookmark: _Toc375208320][bookmark: _Toc375208517][bookmark: _Toc375208850][bookmark: _Toc375209040][bookmark: _Toc375209248]Residential program
	[bookmark: _Toc375205675][bookmark: _Toc375208321][bookmark: _Toc375208518][bookmark: _Toc375208851][bookmark: _Toc375209041][bookmark: _Toc375209249]Facility contract daily rate
	[bookmark: _Toc375205676][bookmark: _Toc375208322][bookmark: _Toc375208519][bookmark: _Toc375208852][bookmark: _Toc375209042][bookmark: _Toc375209250]Progress/staffing notes
[bookmark: _Toc375205677][bookmark: _Toc375208323][bookmark: _Toc375208520][bookmark: _Toc375208853][bookmark: _Toc375209043][bookmark: _Toc375209251]Discharge summary at conclusion of service

	[bookmark: _Toc375205678][bookmark: _Toc375208324][bookmark: _Toc375208521][bookmark: _Toc375208854][bookmark: _Toc375209044][bookmark: _Toc375209252]PABI Facility
	[bookmark: _Toc375205679][bookmark: _Toc375208325][bookmark: _Toc375208522][bookmark: _Toc375208855][bookmark: _Toc375209045][bookmark: _Toc375209253]Non-residential day program
	[bookmark: _Toc375205680][bookmark: _Toc375208326][bookmark: _Toc375208523][bookmark: _Toc375208856][bookmark: _Toc375209046][bookmark: _Toc375209254]Facility contract  hourly rate
	[bookmark: _Toc375205681][bookmark: _Toc375208327][bookmark: _Toc375208524][bookmark: _Toc375208857][bookmark: _Toc375209047][bookmark: _Toc375209255]Progress/therapy/staffing notes

	[bookmark: _Toc375205682][bookmark: _Toc375208328][bookmark: _Toc375208525][bookmark: _Toc375208858][bookmark: _Toc375209048][bookmark: _Toc375209256]PABI Facility
	[bookmark: _Toc375205683][bookmark: _Toc375208329][bookmark: _Toc375208526][bookmark: _Toc375208859][bookmark: _Toc375209049][bookmark: _Toc375209257]Individual therapies:
[bookmark: _Toc375205684][bookmark: _Toc375208330][bookmark: _Toc375208527][bookmark: _Toc375208860][bookmark: _Toc375209050][bookmark: _Toc375209258]Occupational Therapy Physical Therapy
[bookmark: _Toc375205685][bookmark: _Toc375208331][bookmark: _Toc375208528][bookmark: _Toc375208861][bookmark: _Toc375209051][bookmark: _Toc375209259]Speech Therapy
[bookmark: _Toc375205686][bookmark: _Toc375208332][bookmark: _Toc375208529][bookmark: _Toc375208862][bookmark: _Toc375209052][bookmark: _Toc375209260]Cognitive Therapy
	[bookmark: _Toc375205687][bookmark: _Toc375208333][bookmark: _Toc375208530][bookmark: _Toc375208863][bookmark: _Toc375209053][bookmark: _Toc375209261]MAPS
	[bookmark: _Toc375205688][bookmark: _Toc375208334][bookmark: _Toc375208531][bookmark: _Toc375208864][bookmark: _Toc375209054][bookmark: _Toc375209262]Progress/therapy/staffing notes


[bookmark: _Toc377044644][bookmark: _Toc427043977]Contract Durable Medical Equipment (DME)
DARS/DRS has contracts with regional vendors for the following durable medical equipment items:
· Power wheelchairs 
· Manual wheelchairs
· Scooters
· Power units and controllers
· Seating / positioning systems
· Patient lifts
· Hospital beds
· Hearing Aids


	Provider
	Service
	Payment Methodology
	Documentation Required for Payment

	Contract DME
	Evaluation
	Some providers may charge for a wheelchair or lift home evaluation 
(MAPS) 
	Evaluation Report

	Contract DME
	DME
	Manufacturer’s suggested retail price (MSRP) less 18%*  (no sales tax)
	Case Note documenting receipt of DME



* The 18% discount does not apply to hearing aids or any hearing accessories.  Likewise, the 18% discount does not apply to other accessories such as, baskets, flags, cushions, etc.
A prescription is required for purchase of durable medical equipment.  The contractor must provide new or unused durable medical goods specified on a DRS purchase order with the discount indicated above. The product is to be delivered to the specified address on the date and time mutually agreed upon by the counselor, consumer and contractor within 30-45 days of the purchase order date. The product is to be delivered in an assembled and fully functional state. The consumer must be provided instruction in the operation and maintenance of the product.  The contractor is required to provide preventative maintenance, as applicable, to the product at the end of the 6th and 12th months of operation at no charge to DARS or the consumer. 
If the durable medical equipment (Rehabilitation Technology) cost DRS $25,000 or more, follow encumbrance guidelines in the SERVICE COORDINATION – BUDGET BUSTERS section.  
Refer to RPM Chapter 17 and DRS Standards for Providers Manual Chapter 10 for additional policy information.
[bookmark: _Toc375209263][bookmark: _Toc375209055][bookmark: _Toc375208865][bookmark: _Toc375208532][bookmark: _Toc375208335][bookmark: _Toc375205689]

[bookmark: _Toc377044645][bookmark: _Toc427043978]NON-CONTRACT DURABLE MEDICAL EQUIPMENT AND SUPPLIES
[bookmark: _Toc375209264][bookmark: _Toc375209056][bookmark: _Toc375208866][bookmark: _Toc375208533][bookmark: _Toc375208336][bookmark: _Toc375205690]Non-contract durable medical equipment and supplies are purchased at retail price.  Determine if a prescription or written recommendation is needed for purchase.  The counselor/RST or MSC/MST is encouraged to obtain prices from several vendors to determine the best value prior to purchase. If a consumer has HMO/PPO health insurance as a comparable benefit, select an insurance network vendor for non-contract DME purchases.
[bookmark: _Toc375209265][bookmark: _Toc375209057][bookmark: _Toc375208867][bookmark: _Toc375208534][bookmark: _Toc375208337][bookmark: _Toc375205691]For the purchase of non-contract, non-MAPS items, refer to RPM 17.8 
[bookmark: _Toc375209266][bookmark: _Toc375209058][bookmark: _Toc375208868][bookmark: _Toc375208535][bookmark: _Toc375208338][bookmark: _Toc375205692]For the purchase of dynamic splinting devices, consult with the Central Office Physical Restoration Specialist.
[bookmark: _Toc375209267][bookmark: _Toc375209059][bookmark: _Toc375208869][bookmark: _Toc375208536][bookmark: _Toc375208339][bookmark: _Toc375205693]For additional policy information concerning the purchase of non-contract DME and medical supplies, refer to RPM 17.8 
[bookmark: _Toc377044646][bookmark: _Toc427043979]MEDICATION
[bookmark: _Toc375209269][bookmark: _Toc375209061][bookmark: _Toc375208871][bookmark: _Toc375208538][bookmark: _Toc375208341][bookmark: _Toc375205695][bookmark: _Toc375205696][bookmark: _Toc300581523]Medication may be purchased for a consumer.  If the medication is purchased at a non-hospital pharmacy, pay the retail rate for the medication.  If medication is purchased at a hospital pharmacy, pay the hospital contract rate.  A prescription is required for purchase of medication.
[bookmark: _Toc377044647][bookmark: _Toc375209270][bookmark: _Toc375209062][bookmark: _Toc375208539][bookmark: _Toc375208342][bookmark: _Toc427043980]COMPARABLE BENEFITS
[bookmark: _Toc377044648][bookmark: _Toc375209271][bookmark: _Toc375209063][bookmark: _Toc375208872][bookmark: _Toc375208540][bookmark: _Toc375208343][bookmark: _Toc375205697][bookmark: _Toc427043981]Explanation of Benefits (EOB)
[bookmark: _Toc375209272][bookmark: _Toc375209064][bookmark: _Toc375208873][bookmark: _Toc375208541][bookmark: _Toc375208344][bookmark: _Toc375205698]Health insurance companies submit an Explanation of Benefits (EOB) to medical service providers along with the payment in order to clarify the payment made and to identify the patient’s responsibility (consumer portion).  DRS requires a medical provider to submit a copy of the EOB with the provider’s invoice when a consumer has comparable benefits so that the DRS payment responsibility can be determined.
[bookmark: _Toc375209274][bookmark: _Toc375209066][bookmark: _Toc375208875][bookmark: _Toc375208543][bookmark: _Toc375208346][bookmark: _Toc375205700]If a medical provider informs the counselor/RST or MSC/MST by telephone that the consumer has no benefit coverage for a service, document the date and contact name in a case note.  
[bookmark: _Toc375209275][bookmark: _Toc375209067][bookmark: _Toc375208876][bookmark: _Toc375208544][bookmark: _Toc375208347][bookmark: _Toc375205701]If the comparable benefit denies the service, review the EOB to determine the reason for the denial.  Contact the provider if the service was denied for insufficient documentation and request that the provider re-submit the claim with proper documentation.  DRS is not responsible for payment of services when a provider fails to timely file the claim with the comparable benefit.
For purchase orders open for an extended period of time waiting on an EOB to identify the comparable benefit payment, seek guidance from the area manager or ODP for successful resolution in a timely manner.
[bookmark: _Toc377044649][bookmark: _Toc375209276][bookmark: _Toc375209068][bookmark: _Toc375208877][bookmark: _Toc375208545][bookmark: _Toc375208348][bookmark: _Toc375205702][bookmark: _Toc427043982]Medicaid
[bookmark: _Toc375209277][bookmark: _Toc375209069][bookmark: _Toc375208878][bookmark: _Toc375208546][bookmark: _Toc375208349][bookmark: _Toc375205703]Medicaid is a state program that provides medical services to eligible persons and does not require a co-payment or deductible from a participant.  DRS does not supplement Medicaid.  A Medicaid payment is considered payment in full for the medical service.  DRS may purchase items, components, or medical services not covered by Medicaid.
[bookmark: _Toc375209278][bookmark: _Toc375209070][bookmark: _Toc375208879][bookmark: _Toc375208547][bookmark: _Toc375208350][bookmark: _Toc375205704]All Medicaid recipients receive the same basic services.  The major metropolitan areas have managed care contracts with organizations to deliver Medicaid services.  These managed care contracts may opt to provide value added services in line with their other managed care services, such as, unlimited prescriptions per month rather than the Medicaid standard of 3 prescriptions per month.  Rural areas are covered as a fee for service from participating providers.
Retroactive Medicaid Payments
Medicaid can be used for retroactively for payment of medical services up to 95 days prior to the date of application.
Third Party Resources (TPR)
The Third-Party Liability program helps reduce Medicaid costs by shifting claims expenses to third-party payers.  Medicaid pays only after the third party has met its legal obligation to pay (i.e., Medicaid is usually the payer of last resort). 
Note:  DRS is not an identified TPR so Medicaid should be used first to cover all eligible medical expenses.
[bookmark: _Toc376776345][bookmark: _Toc375209071][bookmark: _Toc375205705][bookmark: _Toc375209279][bookmark: _Toc375209072][bookmark: _Toc375208880][bookmark: _Toc375208548][bookmark: _Toc375208351][bookmark: _Toc375205706]Medicaid Buy-In Program
Medicaid offers another program for participants who do not qualify for traditional Medicaid.  The Medicaid Buy-In Program requires the consumer to be working at the time of application and meet the definition of disabled as defined by the Social Security Administration for the purposes of the federal Supplemental Security Income Program.  If determined eligible for the Medicaid Buy-In Program, the consumer will pay a monthly benefit amount for healthcare coverage.
[bookmark: _Toc375209280][bookmark: _Toc375209073][bookmark: _Toc375208881][bookmark: _Toc375208549][bookmark: _Toc375208352][bookmark: _Toc375205707]For additional information and assistance with Medicaid programs and benefits refer to:  www.hhsc.state.tx.us/medicaid
[bookmark: _Toc377044650][bookmark: _Toc375209074][bookmark: _Toc375205708][bookmark: _Toc300581527][bookmark: _Toc427043983]Medicare
[bookmark: _Toc375209281][bookmark: _Toc375209075][bookmark: _Toc375208882][bookmark: _Toc375208550][bookmark: _Toc375208353][bookmark: _Toc375205709][bookmark: _Toc258850664][bookmark: _Toc258843019][bookmark: _Toc258840510]Medicare is a federal health insurance program for:
[bookmark: _Toc375209282][bookmark: _Toc375209076][bookmark: _Toc375208883][bookmark: _Toc375208551][bookmark: _Toc375208354][bookmark: _Toc375205710]People age 65 or older
[bookmark: _Toc375209283][bookmark: _Toc375209077][bookmark: _Toc375208884][bookmark: _Toc375208552][bookmark: _Toc375208355][bookmark: _Toc375205711]People under the age of 65 with certain disabilities
[bookmark: _Toc375209284][bookmark: _Toc375209078][bookmark: _Toc375208885][bookmark: _Toc375208553][bookmark: _Toc375208356][bookmark: _Toc375205712]People of all ages with End-Stage Renal Disease (permanent kidney failure requiring dialysis or a transplant)
[bookmark: _Toc375209079][bookmark: _Toc375208886][bookmark: _Toc375208554][bookmark: _Toc375208357][bookmark: _Toc375205713]There are multiple “plans” available for Medicare participants.  The original Medicare plan is similar to a major medical insurance plan and Medicare Advantage Plans are HMO/PPO service plans.
[bookmark: _Toc375209285][bookmark: _Toc375209080][bookmark: _Toc375208887][bookmark: _Toc375208555][bookmark: _Toc375208358][bookmark: _Toc375205714]If a consumer has Medicare as a comparable benefit, DRS may pay the consumer’s portion not covered by Medicare to include the deductible (if applicable) and the co-insurance, provided that the DRS payment does not exceed the established MAPS rate or contract rate for the medical service.
[bookmark: _Toc375209286][bookmark: _Toc375209081][bookmark: _Toc375208888][bookmark: _Toc375208556][bookmark: _Toc375208359][bookmark: _Toc375205715]Medicare has two basic parts and a prescription drug program:
Part A (Hospital Insurance) benefits - provided at no cost to the participant and includes: inpatient hospitalization, critical access hospitals (small facilities that give limited outpatient and inpatient services to people in rural areas), skilled nursing facilities (not custodial or long-term care), hospice care, and some home health care. 
[bookmark: _Toc258850665][bookmark: _Toc258843020][bookmark: _Toc258840511]Part B (Medical Insurance) benefits - provided only if monthly premiums are paid by the participant and includes:  doctors' services, outpatient hospital care, and some other medical services that Part A does not cover, such as the services of physical and occupational therapists, and some home health care.  Part B helps pay for these covered services and supplies when they are medically necessary.  
[bookmark: _Toc258850666][bookmark: _Toc258843021][bookmark: _Toc258840512]Part D (Prescription Drug Program) – provided only if monthly premiums are paid by the participant.
[bookmark: PartA]Access the Medicare website for additional information and assistance with Medicare programs and benefits:  www.medicare.gov
[bookmark: _Toc375209287][bookmark: _Toc375209082][bookmark: _Toc375208889][bookmark: _Toc375208557][bookmark: _Toc375208360][bookmark: _Toc375205716][bookmark: _Toc377044651][bookmark: _Toc427043984][bookmark: _Toc375209288][bookmark: _Toc375209083][bookmark: _Toc375208890][bookmark: _Toc375208558][bookmark: _Toc375208361][bookmark: _Toc375205717]Major Medical Insurance / Preferred Provider Organizations (PPO) / Health
Maintenance Organizations (HMO)
[bookmark: _Toc375209289][bookmark: _Toc375209084][bookmark: _Toc375208891][bookmark: _Toc375208559][bookmark: _Toc375208362][bookmark: _Toc375205718]If a consumer has health insurance to include a major medical, a preferred provider organization (PPO), or a health maintenance organization (HMO) plan, DRS may pay the consumer portion not covered by the health insurance plan to include the deductible, co-insurance, and/or co-payment, provided that the payment for the medical service does not exceed the DRS MAPS or contract rate.


[bookmark: _Toc377044652][bookmark: _Toc427043985]APPLYING COMPARABLE BENEFITS TO PHYSICAL RESTORATION SERVICES 
[bookmark: _Toc377044653][bookmark: _Toc375209290][bookmark: _Toc375209085][bookmark: _Toc375208892][bookmark: _Toc375208560][bookmark: _Toc375208363][bookmark: _Toc375205719][bookmark: _Toc427043986]Payment Examples
[bookmark: _Toc375209291][bookmark: _Toc375209086][bookmark: _Toc375208893][bookmark: _Toc375208561][bookmark: _Toc375208364][bookmark: _Toc375205720]No comparable benefits.  
[bookmark: _Toc375209292][bookmark: _Toc375209087][bookmark: _Toc375208894][bookmark: _Toc375208562][bookmark: _Toc375208365][bookmark: _Toc375205721]DRS pays the contract or MAPS rate.
[bookmark: _Toc375209293][bookmark: _Toc375209088][bookmark: _Toc375208895][bookmark: _Toc375208563][bookmark: _Toc375208366][bookmark: _Toc375205722]EXAMPLE		HOSPITAL SERVICES
[bookmark: _Toc375209294][bookmark: _Toc375209089][bookmark: _Toc375208896][bookmark: _Toc375208564][bookmark: _Toc375208367][bookmark: _Toc375205723]Hospital charge is $10,832.00
[bookmark: _Toc375209295][bookmark: _Toc375209090][bookmark: _Toc375208897][bookmark: _Toc375208565][bookmark: _Toc375208368][bookmark: _Toc375205724]DRS hospital contract rate is 73% = $7907.36
[bookmark: _Toc375209296][bookmark: _Toc375209091][bookmark: _Toc375208898][bookmark: _Toc375208566][bookmark: _Toc375208369][bookmark: _Toc375205725]DRS pay $7907.36
[bookmark: _Toc375209297][bookmark: _Toc375209092][bookmark: _Toc375208899][bookmark: _Toc375208567][bookmark: _Toc375208370][bookmark: _Toc375205726]EXAMPLE		MEDICAL PROVIDER SERVICES (MAPS)
[bookmark: _Toc375209298][bookmark: _Toc375209093][bookmark: _Toc375208900][bookmark: _Toc375208568][bookmark: _Toc375208371][bookmark: _Toc375205727]Physician office visit charge is $75.00
[bookmark: _Toc375209299][bookmark: _Toc375209094][bookmark: _Toc375208901][bookmark: _Toc375208569][bookmark: _Toc375208372][bookmark: _Toc375205728]Physician office visit 99212 MAPS rate is $39.33
[bookmark: _Toc375209300][bookmark: _Toc375209095][bookmark: _Toc375208902][bookmark: _Toc375208570][bookmark: _Toc375208373][bookmark: _Toc375205729]DRS pays $39.33
[bookmark: _Toc375209301][bookmark: _Toc375209096][bookmark: _Toc375208903][bookmark: _Toc375208571][bookmark: _Toc375208374][bookmark: _Toc375205730]EXAMPLE		CONTRACT DURABLE MEDICAL EQUIPMENT
[bookmark: _Toc375209302][bookmark: _Toc375209097][bookmark: _Toc375208904][bookmark: _Toc375208572][bookmark: _Toc375208375][bookmark: _Toc375205731]MSRP for manual wheelchair is $850.00
[bookmark: _Toc375209303][bookmark: _Toc375209098][bookmark: _Toc375208905][bookmark: _Toc375208573][bookmark: _Toc375208376][bookmark: _Toc375205732]DRS DME contract rate is $850.00 – 18% = $697.00
[bookmark: _Toc375209304][bookmark: _Toc375209099][bookmark: _Toc375208906][bookmark: _Toc375208574][bookmark: _Toc375208377][bookmark: _Toc375205733]DRS pays $697.00
[bookmark: _Toc375209305][bookmark: _Toc375209100][bookmark: _Toc375208907][bookmark: _Toc375208575][bookmark: _Toc375208378][bookmark: _Toc375205734]Medicaid 
[bookmark: _Toc375209306][bookmark: _Toc375209101][bookmark: _Toc375208908][bookmark: _Toc375208576][bookmark: _Toc375208379][bookmark: _Toc375205735]The Medicaid payment amount is considered to be payment in full.  DRS does not supplement the payment.
[bookmark: _Toc375209307][bookmark: _Toc375209102][bookmark: _Toc375208909][bookmark: _Toc375208577][bookmark: _Toc375208380][bookmark: _Toc375205736]EXAMPLE		HOSPITAL SERVICES
[bookmark: _Toc375209308][bookmark: _Toc375209103][bookmark: _Toc375208910][bookmark: _Toc375208578][bookmark: _Toc375208381][bookmark: _Toc375205737]Hospital charges are $7,500.00
[bookmark: _Toc375209309][bookmark: _Toc375209104][bookmark: _Toc375208911][bookmark: _Toc375208579][bookmark: _Toc375208382][bookmark: _Toc375205738]Medicaid pays $5000.00
[bookmark: _Toc375209310][bookmark: _Toc375209105][bookmark: _Toc375208912][bookmark: _Toc375208580][bookmark: _Toc375208383][bookmark: _Toc375205739]DRS pays $0.00
[bookmark: _Toc375209311][bookmark: _Toc375209106][bookmark: _Toc375208913][bookmark: _Toc375208581][bookmark: _Toc375208384][bookmark: _Toc375205740]EXAMPLE		MEDICAL PROVIDER SERVICES (MAPS)
[bookmark: _Toc375209312][bookmark: _Toc375209107][bookmark: _Toc375208914][bookmark: _Toc375208582][bookmark: _Toc375208385][bookmark: _Toc375205741]Physician office visit charge is $125.00
[bookmark: _Toc375209313][bookmark: _Toc375209108][bookmark: _Toc375208915][bookmark: _Toc375208583][bookmark: _Toc375208386][bookmark: _Toc375205742]Medicaid pays $50.00
[bookmark: _Toc375209314][bookmark: _Toc375209109][bookmark: _Toc375208916][bookmark: _Toc375208584][bookmark: _Toc375208387][bookmark: _Toc375205743]DRS pays $0.00
[bookmark: _Toc375209315][bookmark: _Toc375209110][bookmark: _Toc375208917][bookmark: _Toc375208585][bookmark: _Toc375208388][bookmark: _Toc375205744]EXAMPLE		NON-CONTRACT MEDICAL EQUIPMENT
[bookmark: _Toc375209316][bookmark: _Toc375209111][bookmark: _Toc375208918][bookmark: _Toc375208586][bookmark: _Toc375208389][bookmark: _Toc375205745]Retail price of shower bench is $50.00
[bookmark: _Toc375209317][bookmark: _Toc375209112][bookmark: _Toc375208919][bookmark: _Toc375208587][bookmark: _Toc375208390][bookmark: _Toc375205746]Medicaid pays $24.95
[bookmark: _Toc375209318][bookmark: _Toc375209113][bookmark: _Toc375208920][bookmark: _Toc375208588][bookmark: _Toc375208391][bookmark: _Toc375205747][bookmark: _Toc375209319][bookmark: _Toc375209114][bookmark: _Toc375208921][bookmark: _Toc375208589][bookmark: _Toc375208392][bookmark: _Toc375205748]DRS pays $0.00


Medicare
[bookmark: _Toc375209320][bookmark: _Toc375209115][bookmark: _Toc375208922][bookmark: _Toc375208590][bookmark: _Toc375208393][bookmark: _Toc375205749]DRS may pay the consumer’s portion to include the deductible 
[bookmark: _Toc375209321][bookmark: _Toc375209116][bookmark: _Toc375208923][bookmark: _Toc375208591][bookmark: _Toc375208394][bookmark: _Toc375205750](if applicable) and the co-insurance provided that the DRS 
[bookmark: _Toc375209322][bookmark: _Toc375209117][bookmark: _Toc375208924][bookmark: _Toc375208592][bookmark: _Toc375208395][bookmark: _Toc375205751]payment does not exceed the MAPS or contract rate for the service.
EXAMPLE		HOSPITAL SERVICES
Hospital charges are $3681.22
Medicare rate is $3,000.00
Unmet Medicare deductible is $150.00
Medicare rate – deductible = $2850.00
Medicare pays 80% of $2,850.00 = $2,280.00
Medicare 20% co-insurance = $570.00
DRS pays unmet deductible and co-insurance = $720.00
EXAMPLE		MEDICAL PROVIDER SERVICES (MAPS)
Physician office visit charge is $75.00
Medicare rate is $40.00
Medicare pays 80% = $32.00
Medicare 20% co-insurance = $8.00
DRS pays $8.00
EXAMPLE		NON-CONTRACT MEDICAL EQUIPMENT
Retail price of a shower bench is $50.00
Medicare rate is $30.00
Medicare pays 80% = $24.00
Medicare 20% co-insurance = $6.00
DRS pays $6.00


[bookmark: _Toc375209323][bookmark: _Toc375209118][bookmark: _Toc375208925][bookmark: _Toc375208593][bookmark: _Toc375208396][bookmark: _Toc375205752]Major Medical / PPO / HMO
[bookmark: _Toc375209324][bookmark: _Toc375209119][bookmark: _Toc375208926][bookmark: _Toc375208594][bookmark: _Toc375208397][bookmark: _Toc375205753]DRS may pay the consumer’s portion to include the deductible (if applicable),
co-payment, and the co-insurance provided that the DRS payment does not 
exceed the MAPS or contract rate for the service.
[bookmark: _Toc375209325][bookmark: _Toc375209120][bookmark: _Toc375208927][bookmark: _Toc375208595][bookmark: _Toc375208398][bookmark: _Toc375205754]EXAMPLE		HOSPITAL SERVICES
[bookmark: _Toc375209326][bookmark: _Toc375209121][bookmark: _Toc375208928][bookmark: _Toc375208596][bookmark: _Toc375208399][bookmark: _Toc375205755]Hospital charges are $18,300.00
[bookmark: _Toc375209327][bookmark: _Toc375209122][bookmark: _Toc375208929][bookmark: _Toc375208597][bookmark: _Toc375208400][bookmark: _Toc375205756]DRS hospital contract rate is 85% = $15,555.000
[bookmark: _Toc375209328][bookmark: _Toc375209123][bookmark: _Toc375208930][bookmark: _Toc375208598][bookmark: _Toc375208401][bookmark: _Toc375205757]PPO contract rate is $14,000.00
[bookmark: _Toc375209329][bookmark: _Toc375209124][bookmark: _Toc375208931][bookmark: _Toc375208599][bookmark: _Toc375208402][bookmark: _Toc375205758]Consumer co-pay is $2000.00
[bookmark: _Toc375209330][bookmark: _Toc375209125][bookmark: _Toc375208932][bookmark: _Toc375208600][bookmark: _Toc375208403][bookmark: _Toc375205759]Consumer unmet deductible is $1000.00
[bookmark: _Toc375209331][bookmark: _Toc375209126][bookmark: _Toc375208933][bookmark: _Toc375208601][bookmark: _Toc375208404][bookmark: _Toc375205760]PPO pays $11,000.00
[bookmark: _Toc375209332][bookmark: _Toc375209127][bookmark: _Toc375208934][bookmark: _Toc375208602][bookmark: _Toc375208405][bookmark: _Toc375205761]Consumer portion = $3000.00
[bookmark: _Toc375209333][bookmark: _Toc375209128][bookmark: _Toc375208935][bookmark: _Toc375208603][bookmark: _Toc375208406][bookmark: _Toc375205762]DRS pays $3000.00
[bookmark: _Toc375209334][bookmark: _Toc375209129][bookmark: _Toc375208936][bookmark: _Toc375208604][bookmark: _Toc375208407][bookmark: _Toc375205763]EXAMPLE		HOSPITAL SERVICES
[bookmark: _Toc375209335][bookmark: _Toc375209130][bookmark: _Toc375208937][bookmark: _Toc375208605][bookmark: _Toc375208408][bookmark: _Toc375205764]Hospital charges are $15,000.00
[bookmark: _Toc375209336][bookmark: _Toc375209131][bookmark: _Toc375208938][bookmark: _Toc375208606][bookmark: _Toc375208409][bookmark: _Toc375205765]DRS hospital contract rate is 70% = $10,500.00
[bookmark: _Toc375209337][bookmark: _Toc375209132][bookmark: _Toc375208939][bookmark: _Toc375208607][bookmark: _Toc375208410][bookmark: _Toc375205766]Major medical insurance pays $12,000.00
[bookmark: _Toc375209338][bookmark: _Toc375209133][bookmark: _Toc375208940][bookmark: _Toc375208608][bookmark: _Toc375208411][bookmark: _Toc375205767]Consumer portion = $3000.00
[bookmark: _Toc375209339][bookmark: _Toc375209134][bookmark: _Toc375208941][bookmark: _Toc375208609][bookmark: _Toc375208412][bookmark: _Toc375205768]DRS pays $3000.00
[bookmark: _Toc375209340][bookmark: _Toc375209135][bookmark: _Toc375208942][bookmark: _Toc375208610][bookmark: _Toc375208413][bookmark: _Toc375205769]EXAMPLE		NON-CONTRACT MEDICAL EQUIPMENT
[bookmark: _Toc375209341][bookmark: _Toc375209136][bookmark: _Toc375208943][bookmark: _Toc375208611][bookmark: _Toc375208414][bookmark: _Toc375205770]Retail price of seated walker is $120.00
[bookmark: _Toc375209342][bookmark: _Toc375209137][bookmark: _Toc375208944][bookmark: _Toc375208612][bookmark: _Toc375208415][bookmark: _Toc375205771]PPO pays $45.00
[bookmark: _Toc375209343][bookmark: _Toc375209138][bookmark: _Toc375208945][bookmark: _Toc375208613][bookmark: _Toc375208416][bookmark: _Toc375205772]Co-pay is $25.00
[bookmark: _Toc375209344][bookmark: _Toc375209139][bookmark: _Toc375208946][bookmark: _Toc375208614][bookmark: _Toc375208417][bookmark: _Toc375205773]Unmet deductible is $50.00
[bookmark: _Toc375209345][bookmark: _Toc375209140][bookmark: _Toc375208947][bookmark: _Toc375208615][bookmark: _Toc375208418][bookmark: _Toc375205774]DRS pays $75.00 
[bookmark: _Toc375209346][bookmark: _Toc375209141][bookmark: _Toc375208948][bookmark: _Toc375208616][bookmark: _Toc375208419][bookmark: _Toc375205775]EXAMPLE		MEDICAL PROVIDER SERVICES (MAPS)
[bookmark: _Toc375209347][bookmark: _Toc375209142][bookmark: _Toc375208949][bookmark: _Toc375208617][bookmark: _Toc375208420][bookmark: _Toc375205776]Surgeon charge for CPT 25111 is $350.00
[bookmark: _Toc375209348][bookmark: _Toc375209143][bookmark: _Toc375208950][bookmark: _Toc375208618][bookmark: _Toc375208421][bookmark: _Toc375205777]MAPS 2511 rate is $297.75
[bookmark: _Toc375209349][bookmark: _Toc375209144][bookmark: _Toc375208951][bookmark: _Toc375208619][bookmark: _Toc375208422][bookmark: _Toc375205778]HMO pays $230.00
[bookmark: _Toc375209350][bookmark: _Toc375209145][bookmark: _Toc375208952][bookmark: _Toc375208620][bookmark: _Toc375208423][bookmark: _Toc375205779]Consumer co-pay is $25.00 (no deductible)
[bookmark: _Toc375209351][bookmark: _Toc375209146][bookmark: _Toc375208953][bookmark: _Toc375208621][bookmark: _Toc375208424][bookmark: _Toc375205780]DRS pay consumer portion = $25.00


[bookmark: _Toc377044654][bookmark: _Toc375209352][bookmark: _Toc375209147][bookmark: _Toc375208622][bookmark: _Toc375208425][bookmark: _Toc375205781][bookmark: _Toc427043987]SURGERY GUIDELINES
Surgical fees usually include sufficient pre-operative and post-operative care to insure a successful convalescent period (global period). The period of time will vary from case to case depending on the complexity of the procedure and the general condition of the client. 

A medical complication, either acute or chronic, that results from the physical restoration service or is inherent in the condition under treatment is considered a part of the physical restoration service.  Treatments for medical complications are considered as services beyond the usual post-operative care.

RPM 6.2 based on 34 CFR Section 361.5(b)(40)(xiv)
[bookmark: _Toc427043988]Co-Surgeons
Two physicians will not be paid as co-surgeons on the same case at the same time except when the surgery requires the collaboration of two or more surgical specialties.  Medical Director approval is required to pay co-surgeons.
[bookmark: _Toc377044657][bookmark: _Toc375209150][bookmark: _Toc375205784][bookmark: _Toc427043989][bookmark: _Toc300581529]Surgical Assistant 
A licensed physician (M.D. or D.O.) may be paid as a surgical assistant at 25% of the surgeon’s fee.  A licensed physician’s assistant (PA), licensed surgical assistant (LSA), or registered nurse first assistant (RNFA) may be paid as a surgical assistant at 20% of the surgeon’s fee.
[bookmark: _Toc377044655][bookmark: _Toc375209148][bookmark: _Toc375205782][bookmark: _Toc427043990]Multiple Surgical Procedure Discount Guidelines
	Incision Site
	MAPS Payment Rate


	1
	100% - procedure with highest cost
50% - all other procedures

	2 or more incision sites
	100% - procedure with highest cost
75% -  procedure with highest cost at
           different incision site
50% - all other procedures


[bookmark: _Toc375205783][bookmark: _Toc300581528]

[bookmark: _Toc377044656][bookmark: _Toc375209149][bookmark: _Toc427043991]Multiple Procedure Reduction Exemption – Add-On Codes and Modifier-51
For complicated surgical procedures that require significant medical and surgical expertise, Medicare allows an exemption to the established multiple procedure reduction process.   These procedures (typically orthopedic or neurosurgical procedures) are exempt from the multiple procedure reduction and are identified, for billing purposes, with add on codes or modifier code-51.
	Special Designations
	Payment Guidelines

	Add-On

	Codes listed in the AMA CPT book as add-on CPT Codes are not subject to the multiple procedure reduction. 

	Multiple Procedures
(Modifier-51)
	Codes listed in the AMA CPT book with modifier-51 are not subject to the multiple procedure reduction. 


Note:  Use 100% of the MAPS allowable when issuing purchase orders for CPT add-on codes or modifier-51 codes.
[bookmark: _Toc377044658][bookmark: _Toc375209353][bookmark: _Toc375209151][bookmark: _Toc375208623][bookmark: _Toc375208426][bookmark: _Toc375205785][bookmark: _Toc427043992][bookmark: _Toc300581530]ANESTHESIA 
The American Society of Anesthesiologists (ASA) Anesthesia Crosswalk is the industry handbook for calculating a payment for anesthesia services. The Crosswalk identifies a corresponding ASA code that most specifically describes the anesthesia service for a particular CPT code.  The Crosswalk also identifies a value unit for each procedure.   
The payment for anesthesia services is based on the basic ASA value unit for each procedure plus the number of time units multiplied by the unit service charge.
An anesthesia fee for the administration of anesthesia is paid to an anesthesiologist or a certified registered nurse anesthetist (CRNA).  In the case of anesthesia provided by a CRNA under anesthesiologist supervision, the supervising anesthesiologist may be paid for supervision providing the anesthesiologist supervises four or fewer CRNAs.
An anesthesia fee may not be paid to a physician or surgeon who administers a local anesthetic in order to perform a surgical procedure.


[bookmark: _Toc377044659][bookmark: _Toc375209152][bookmark: _Toc375205786][bookmark: _Toc300581531][bookmark: _Toc427043993]Anesthesia Crosswalk Examples
These Crosswalk examples show CPT codes with corresponding ASA codes and the assigned basic value unit for each procedure:
[image: http://www.asahq.org/images/gill21107.jpg]

Categories of Service and the maximum payment allowance: 
1. Physician anesthesiologist performing direct, one-on-one anesthesia care: per 15-minute time unit at $25.00 per time unit – identified on an invoice with modifier AA.
1. Physician anesthesiologist directly supervising four or fewer CRNAs: per 30-minute time unit at $25.00 per time unit – identified on an invoice with modifier QK. 
1. CRNA supervised by a physician anesthesiologist and billing in addition to physician anesthesiologist supervision charges: per 15-minute time unit at $12.50 per time unit – identified on an invoice with modifier QX. 
1. CRNA, supervised by the operative physician, without additional supervision charges by a physician anesthesiologist: per 15-minute time unit at $20.00 per time unit identified on an invoice with modifier QZ.


Information needed to calculate an anesthesia payment:
	CPT CODE
	ASA CROSSWALK CODE
	VALUE UNIT*
	ACTUAL TIME**
(in minutes) 
	TIME UNITS***

	20600
	01820
	3
	Found on anesthesiologist invoice and hospital anesthesia time log
	Number of   units

	*	When a surgery has multiple CPT codes, use the Anesthesia Crosswalk to determine the CPT code with the highest value unit.  Use the highest value unit to calculate the anesthesia payment.
	

	**	The anesthesia time log is required for all timed anesthesia services.  Verify that the time provided on the anesthesiologist’s invoice matches the time on the hospital anesthesia time log.  Anesthesia time is calculated from the time when the anesthesia was started to the time anesthesia was terminated and is not the same as the operation time.
	

	***	DRS anesthesia categories are typically provided in time units equal to 15 minutes except for the DRS service category: Anesthesiologist supervising for or fewer CRNAs that measures time in 30 minute units.  Always round up to the next full time unit.

	




Example 1:  Provider’s invoice and time log verify anesthesia time of 3.5 hours for CPT 20600  -  ASA 01820 provided by CRNA supervised by the operative physician.
	CPT CODE
	ASA CROSSWALK CODE
	VALUE UNIT
	ACTUAL TIME
(in minutes)
	TIME UNITS
(number of 15 minute units)

	20600
	01820
	3
	3.5 Hours = 210 minutes
	210 ÷ 15 = 14 units


Payment Formula:  3 + Time Units  X  Category of Service Payment Rate = DRS Payment 
                                		  3 + 14  X $20.00 per unit = DRS Payment
                                		        17  X  $20.00  = $340.00
Example 2:  Provider’s invoice and time log verify anesthesia time of 3.5 hours for CPT 20600 - ASA 01820 provided by an anesthesiologist supervising 4 or fewer CRNAs
	CPT CODE
	ASA CROSSWALK CODE
	VALUE UNIT
	ACTUAL TIME
(in minutes)
	TIME UNITS
(number of 30 minute units)

	20600
	01820
	3
	3.5 Hours = 210 minutes
	210 ÷ 30 = 7 units


Payment Formula:  3 + Time Units X  Category of Service Payment Rate = DRS Payment 
	3 + 7     X  $25.00 per unit = DRS payment
	10     X  $25.00 = $250.00
Note:  If a consumer has a comparable benefit, pay the consumer portion not covered by the comparable as identified on the EOB provided that the consumer portion does not exceed the calculated maximum DRS anesthesia payment rate.
An additional payment may be made to the anesthesiologist when the following procedures are performed:
· 99116 total body hypothermia - add 5 basic value points, 
· 99135 controlled hypotension - add 5 basic value points,
· arterial line - add $85.00,
· central venous pressure line - add $85.00,
· pulmonary artery line - add $140.00 and,
· evoked response monitoring by anesthesiologist - add $85.00. 
No payment should be made for a central venous pressure line if it is done in addition to a pulmonary artery line. 
[bookmark: _Toc300581533][bookmark: _Toc375205787]Note:  When unusual circumstances are present at the time of surgery, modifiers P3 or P4 may be listed in addition to the procedure code.  No additional payment should be made for these modifiers.

[bookmark: _Toc377044660][bookmark: _Toc375209354][bookmark: _Toc375209153][bookmark: _Toc375208624][bookmark: _Toc375208427][bookmark: _Toc427043994]PAYING MEDICAL SERVICE INVOICES
[bookmark: _Toc375208625][bookmark: _Toc375208428][bookmark: _Toc375205788]The counselor/RST or MSC/MST will pay for medical services approved by purchase order only after the receipt of an accurate invoice, a complete report if required, and verification of the delivery of the good or service.
[bookmark: _Toc377044661][bookmark: _Toc375209355][bookmark: _Toc375209154][bookmark: _Toc375208954][bookmark: _Toc375208626][bookmark: _Toc375208429][bookmark: _Toc375205789][bookmark: _Toc427043995]Verifying and Receiving the Invoice
[bookmark: _Toc375209356][bookmark: _Toc375209155][bookmark: _Toc375208955][bookmark: _Toc375208627][bookmark: _Toc375208430][bookmark: _Toc375205790]All invoices must be date-stamped on the date that invoice is received in the DARS office.

[bookmark: _Toc375209357][bookmark: _Toc375209156][bookmark: _Toc375208956][bookmark: _Toc375208628][bookmark: _Toc375208431][bookmark: _Toc375205791]Required Invoice Information
[bookmark: _Toc375209358][bookmark: _Toc375209157][bookmark: _Toc375208957][bookmark: _Toc375208629][bookmark: _Toc375208432][bookmark: _Toc375205792]Vendor’s complete name & remittance address
[bookmark: _Toc375209359][bookmark: _Toc375209158][bookmark: _Toc375208958][bookmark: _Toc375208630][bookmark: _Toc375208433][bookmark: _Toc375205793]Vendor’s 14-digit Texas Identification Number (TIN)
[bookmark: _Toc375209360][bookmark: _Toc375209159][bookmark: _Toc375208959][bookmark: _Toc375208631][bookmark: _Toc375208434][bookmark: _Toc375205794]Vendor’s contact name and telephone number, fax number, or email address
[bookmark: _Toc375209361][bookmark: _Toc375209160][bookmark: _Toc375208960][bookmark: _Toc375208632][bookmark: _Toc375208435][bookmark: _Toc375205795]DARS purchase order number
[bookmark: _Toc375209362][bookmark: _Toc375209161][bookmark: _Toc375208961][bookmark: _Toc375208633][bookmark: _Toc375208436][bookmark: _Toc375205796]DARS office name & address or the DARS delivery address
[bookmark: _Toc375209363][bookmark: _Toc375209162][bookmark: _Toc375208962][bookmark: _Toc375208634][bookmark: _Toc375208437][bookmark: _Toc375205797]DARS contract number, if application
[bookmark: _Toc375209364][bookmark: _Toc375209163][bookmark: _Toc375208963][bookmark: _Toc375208635][bookmark: _Toc375208438][bookmark: _Toc375205798]Description of services – CPT or MAPS codes
[bookmark: _Toc375209365][bookmark: _Toc375209164][bookmark: _Toc375208964][bookmark: _Toc375208636][bookmark: _Toc375208439][bookmark: _Toc375205799]Dates of service
[bookmark: _Toc375209366][bookmark: _Toc375209165][bookmark: _Toc375208965][bookmark: _Toc375208637][bookmark: _Toc375208440][bookmark: _Toc375205800]Quantity / Units of Service
[bookmark: _Toc375209367][bookmark: _Toc375209166][bookmark: _Toc375208966][bookmark: _Toc375208638][bookmark: _Toc375208441][bookmark: _Toc375205801]Accurate cost calculations per unit of service and total amount of invoice
RPM 17.7.1
Procedure for verifying and receiving the invoice in the electronic case management system.
1. Within 3 working days after the receipt of the invoice, review the invoice for accuracy and completeness.
1. If invoice is complete with all the required invoice information, and the invoice and purchase order agree, acknowledge receipt of the invoice in the electronic case management system by entering the date that the invoice was date stamped as received in the DRS office identified on the purchase order.
1. If the provider invoice does not have all the required vendor or DARS information, but the service date(s), description, quantity, and calculations are accurate:
Print out a copy of the matching DRS invoice and staple to the vendor’s invoice.
If within 21 calendar days following receipt of the orginial invoice, acknowledge  receipt of the invoice in the electronic case management system by entering the date that the copy of the DRS invoice was printed.
If after 21 calendar days, acknowledge receipt of the invoice in the electronic case management system by entering the date that the invoice was date stamped as received in the DRS office identified on the purchase order.

1. If the provider invoice has an error in date(s) of service, quantity of service, CPT/MAPS codes, or no EOB was included with the invoice when the consumer has comparable benefits:
Do not acknowledge receipt of the invoice in the electronic case management system.
Return the invoice to the provider within 21 calendar days following receipt of the original invoice.
Include a dated cover letter explaining why the invoice could not be paid. Request any additional needed information and a corrected copy of the invoice.
Enter a case note of explanation in the electronic case management system and place a copy of the letter in the courtesy case file.
When a corrected copy of the invoice and EOB (if applicable) is received, enter the date that the corrected copy of the invoice was date stamped as received in the electronic case management system.
1. If the provider’s invoice and the DARS purchase order do not agree, and the error is in the purchase order:
Change the purchase order information in the electronic case management system.
If the purchase order cannot be changed to reflect the correct information, issue a replacement purchase order.

Note:  Occasionally a surgeon has to modify the expected surgical procedure which will result in a necessary variation in the CPT/MAPS codes submitted on the provider’s invoice.
[bookmark: _Toc377044662][bookmark: _Toc375209168][bookmark: _Toc375205803][bookmark: _Toc300581535][bookmark: _Toc427043996]Verifying and Receiving the Goods or Services 
Goods should be delivered in good condition and meet specifications.  Services should be completed in accordance with specifications. The date of service, discharge date, or receipt date of the DME or prothesis should be entered as the goods or service receive date in the electronic case management system.  
[bookmark: _Toc377044663][bookmark: _Toc300581536][bookmark: _Toc427043997]Verifying and Receiving a Report
In most cases, medical services require a report as verification of service completion in accordance with specifications.  Refer to the payment charts in this chapter to determine if a report is needed with the invoice for payment of a specific medical service.  The report must be acceptable, complete and accurate before acknowledging receipt in the electronic case management system.  The report receive date is the date a complete and accurate report was date stamped as received in the DRS office identified on the purchase order.  The report receipt date must be entered in the electronic case management system within 3 working days of the receipt of the report.
Note:  The professional charges for inpatient lab, radiology, pathology and other diagnostic tests do not require a separate report for payment other than the hospital discharge summary.  If a report is not required for payment of an invoice, enter the date that a complete and accurate invoice was received in the report receive field in the electronic case management system.
[bookmark: interest][bookmark: _Toc300581537][bookmark: _Toc375205804][bookmark: _Toc375209169][bookmark: _Toc377044664]RPM 17
Prompt Payment
The Texas Prompt Payment Act requires the state to pay a vendor within 30 days from receipt of an accurate invoice and verification that the specifications are met by goods as received or by services completed.
Interest Due on Late Payments
The Texas Prompt Payment Act also states that interest will be paid to a vendor for late payments for goods or services.  Interest starts accruing on goods and service payments on the first day that the payment is late (31st day).  The law sets the rate that is to be used for the interest calculation. 
As of September 1, 1999, the statewide accounting system automatically computes and adds interest to the late payment. The vendor can determine whether interest was included in a payment by looking for the word “interest” on the last line of the warrant stub or within the direct deposit payment information. 
Texas Government Code 2251
[bookmark: _Toc258850652][bookmark: _Toc258843007][bookmark: _Toc258840507]Note:  Since interest starts accruing on invoices that are not paid within 30 days, it is imperative that the invoice receipt date, the goods/service receipt date and, when required, the report receipt date are entered accurately in the electronic case management system. The prompt payment time clock starts on the date the payment is authorized which is the last date entered in the electronic case management system when considering the invoice receipt date, the goods/services receipt date, and the report receipt date.


[bookmark: _Toc375205805][bookmark: _Toc377044665][bookmark: _Toc375209369][bookmark: _Toc375209170][bookmark: _Toc375208968][bookmark: _Toc375208640][bookmark: _Toc375208443][bookmark: _Toc427043998]COMPREHENSIVE REHABILITATION SERVICES PROGRAM 


[bookmark: _Toc377044666][bookmark: _Toc427043999]PURPOSE OF THE CRS PROGRAM
The comprehensive rehabilitation services (CRS) program is a state funded program that helps consumers who have acquired traumatic brain injury (TBI) and/or traumatic spinal cord injury (SCI) improve their ability to function independently in the home and the community, with a focus on mobility, self-care, and communication. The program consists of three core services to address functional ability:
Inpatient comprehensive medical rehabilitation services (ICMRS)
Post-acute brain injury rehabilitation services (PABI)
Outpatient therapy services
[bookmark: _Toc377044668][bookmark: _Toc427044000]GUIDANCE ON MEDICAL CASE ISSUES
When surgical services are planned, a Local Medical Consultant (LMC) review is required before approving the purchase.  Refer to RPM 1.4.1.  The CRS counselor should also seek consultation with the LMC whenever there is a question about the medical stability and rehabilitation readiness of a consumer, as well as issues related to an intercurrent illness, prescribed durable medical equipment, or medication.  The CRS counselor should first seek consultation with the CRS Program Specialist prior to sending a case to the Medical Director 
for review. 

To be eligible for the CRS program, a consumer must be medically stable enough to actively participate in a program of services (40 TAC Section 107.707).  A consumer who has a traumatic brain injury (TBI) must be functioning at or above Level IV of the Rancho Los Amigos Levels of Cognitive Functioning Scale or equivalent in order to receive CRS program services. (40 TAC Section 107.711)  If the consumer’s records do not document a Rancho level, request the Rancho level from the treatment provider. 
[bookmark: _Toc377044669][bookmark: _Toc427044001]IMPORTANCE OF CLOSE CASE MONITORING
It is important that the CRS counselor/RST and MSC/MST work together to provide close monitoring of a consumer participating in the CRS program.  
The CRS counselor is a member of the interdisciplinary treatment team and is responsible for ensuring that the consumer benefits from treatment.  Participation in consumer staffings allows the counselor to evaluate consumer progress, as well as collaborate with other team members to recommend modifications to the treatment plan to better achieve the identified CRS goals.  
In general, DARS should not pay for rehabilitation services when a consumer either refuses to participate or is unable to participate in his/her treatment program due to medical issues; however, there may be legitimate reasons for missed treatment sessions. 
When a consumer is admitted to the hospital/facility, the MSC/MST should request that the hospital/facility case manager assigned to the consumer, notify the MSC/MST when the consumer misses 2 consecutive full days of his/her treatment program. In turn, the MSC/MST must notify the CRS counselor when the hospital/facility contacts the MSC/MST about the consumer’s treatment program participation. The CRS counselor should investigate the reason for missed treatment sessions and work with the consumer, family, and hospital/facility staff to re-establish consumer participation in his/her treatment program if possible.
The CRS counselor should consider discharge from the hospital/facility treatment program, if it is determined that the consumer has significant medical complications or other barriers that will not allow the consumer to participate in rehabilitation services in a reasonable period of time.
It is the responsibility of the MSC/MST to closely review invoices and staffing progress notes to ensure that the consumer is participating in rehabilitation services on the dates that are billed on the invoice.  Any discrepancies between consumer participation and billed services should be addressed to the CRS counselor and the Regional Consumer Contract Specialist (RCCS) for further investigation and guidance concerning payment of billed treatment. 
[bookmark: _Toc377044670][bookmark: _Toc427044002]PURCHASING CRS SERVICES
[bookmark: _Toc377044671][bookmark: _Toc427044003]Services not Purchased in the CRS Program
Assessments that require inpatient hospitalization.
Assessments to determine eligibility or plan services for another DRS program.
Acute and/or extended general medical care except for treatment of an intercurrent illness that prevents a consumer from participating in rehabilitation activities.
Driving evaluations and/or vehicle modifications.
Vocational services of any kind. 
Services to groups of persons with disabilities.

Removing CRS Consumers from the CRS Waiting List
In the beginning of the month, the CRS Program Specialist/designee or CRS Administrative Support will send an email to the regional offices for dissemination to CRS staff with the expected number of consumers that will be removed from the CRS Waiting List for the next month.  It is the responsibility of management, the CRS counselor and MSC to constantly monitor the CRS Waiting List to identify their consumers who will be removed from the list the next month.


[bookmark: _Toc377044673][bookmark: _Toc427044004]NECESSARY UNPLANNED CRS SERVICES 
Authorization to Purchase a Service 
DARS/DRS should not pay for any services that have not been pre-approved with a purchase order. 
For additional consumer services not previously approved in an existing purchase order, 
Providers must:  
Contact the MSC/MST or counselor/RST as appropriate to obtain DRS approval prior to initiating the service.  
MSC/MST or CRS Counselor/RST must:
Document provider service request in a case note and reason for request.
If the MSC/MST receives the service request, notify the CRS counselor by email as soon as possible not to exceed 3 working days of receipt of the service request from the provider.
CRS Counselor must:
Contact the provider for additional information if needed to make service authorization decision.
Enter case note with service authorization decision. 
Notify MSC/MST by email or inform RST as soon as possible not to exceed
3 working days of service sponsorship decision
CRS Counselor/ RST or MSC/MST must:
Create a service record per identified policy and procedures. 
Issue a purchase order to provider for the approved service when funds are allocated.
Note:  Invoices for services provided without DARS pre-approval should be rare and infrequent, such as services needed for the safety and welfare of a consumer outside DARS regular business hours.  These invoices must be submitted to the area manager for counselor/RST coordinated medical services or the ODP for MSC coordinated medical services for review and approval of a backed-dated purchase order for payment. The area manager or ODP must document the review of the invoice and the decision regarding payment in the electronic case management system. 
[bookmark: _Toc427044005]CREATING SERVICE RECORDS AND ISSUING PURCHASE ORDERS FOR CRS CONSUMERS WITH COMPARABLE BENEFITS
The CRS counselor/RST or MSC/MST will attempt to obtain specific consumer comparable benefit coverage information, such as, Medicare, Medicaid, or medical insurance benefits from the PABI facility, hospital, or provider. Comparable benefit information should be documented in a case note to include the information received, date, and name and title of the person providing the information.  If comparable benefits can be verified, issue a purchase order for the consumer’s portion, provided that the consumer portion does not exceed the MAPS rate or the contract rate for planned service.
If specific comparable benefit information cannot be verified for a CRS consumer, create a service record and issue a purchase order according to the established process for the full expected DRS cost for the service. 
[bookmark: _Toc427044006]SERVICES THAT CAN BE PURCHASED WHILE THE CONSUMER IS ON THE CRS INTEREST AND WAITING LIST 
Medical records and needed assessments can be purchased for a consumer on the CRS Interest and Waiting List.  Create a service record according to the outlined process and issue a purchase order for the needed medical records or assessment when funds are allocated.
For consumers who have been determined eligible for the CRS program, but may or may not have a completed IWRP, services may be purchased to address the following: 
Contractures that are expected to cause permanent damage if not treated in a timely manner.  Counselor may sponsor rehabilitation therapy.  Hours of sponsored therapy count towards the total hour limit of 120 hours of outpatient therapy.
Violent behavioral dyscontrol to the extent that consumer risks significant bodily harm, incarceration or psychiatric commitment.  Counselor may sponsor up to 14 days of inpatient medical behavior management at a comprehensive medical rehabilitation hospital or post-acute brain injury (PABI) facility.  Services may be extended an additional 7 days. Treatment days count towards the total day limit of 90 days of inpatient comprehensive medical rehabilitations services (ICMRS) or 6 months of PABI.
Create a service record according to the outlined process and issue a purchase order for purchase of the needed service when funds are allocated.
[bookmark: _Toc377044676][bookmark: _Toc427044007]
SPECIFIC CRS SERVICES
[bookmark: _Toc377044677][bookmark: _Toc427044008]Post-Acute Brain Injury (PABI) Services 
Not to exceed 6 months combined residential & non-residential services 
PABI services included in the daily rate:
Comprehensive initial evaluations
On-going assessments as recommended by the interdisciplinary team
Case management
Room and board (residential services only)
Medical management-routine medical supervision to ensure the health and safety of the consumer while participating in facility services
Staff meetings that occur at a minimum on a monthly basis, or more frequently, if necessary, depending on patient acuity
Nursing services to include medication administration
Local service-related transportation-not to include transportation to and from the consumer’s home
Additional PABI services that may be provided in the daily rate based on the individualized treatment plan:
Psychological services
Cognitive rehabilitation services
Occupational therapy
Physical therapy
Speech and language therapy
Medication management training with consumer and family
Counseling services
Substance use and abuse education
Personal attendant services
Standards for Providers Manual Chapter 5 Section 5.5
PABI Residential Services
Develop a service record and when funds are allocated, issue a purchase order for the number of days needed in the quarter by the CRS consumer with the start date not to precede the 1st day of the quarter and the end date not to extend past the last day of the quarter.  Refer to the specific PABI facility contract for the daily payment rate.  Identify needed ancillary services for the specific PABI facility.   Create a service record according to the outlined process and issue a purchase order for purchase of the needed service when funds are allocated. Residential services are counted 7 days per week.  Estimate services for the next quarter up to a maximum of 6 months based on consumer need and progress.  Issue purchase order with a line item for each billing cycle.  Staffing reports should match billing cycle for payment of the facility invoice.
Physician Evaluations at a PABI Facility
Routine physician evaluations for medical management are included in the daily rate as part of the PABI contract.  Other types of specialist evaluations, such as, neuro-ophthalmology, neuro-psychological, etc. require the issuance of a separate purchase order and must be approved by the CRS counselor prior to the evaluation.  
Medications at PABI Facility
If the CRS consumer is receiving his medications from an outside pharmacy during his/her stay at the PABI facility, the MSC/MST should obtain medication prescriptions. Create a service record according to the outlined process. When funds are allocated, issue a purchase order to the pharmacy for the retail cost of the medications. Obtain a signed receipt from the facility that the medications were delivered to the PABI facility prior to paying the pharmacy invoice.  
The MSC/MST should request that a copy of 1 day of the consumer’s Medication Administration Record (MAR) be included with the monthly staffing report to verify that the consumer’s medications were not only received by the facility, but were given to the consumer.  Any irregularities between the signed pharmacy receipt and the MAR should be reported to the CRS counselor and RCCS for contact and discussion with the PABI facility’s administrator.  
If PABI facility is also a hospital and medication is dispensed from the hospital pharmacy, determine if the pharmacy charges will be listed as a line item on the facility invoice or if a separate pharmacy invoice will be submitted to DRS requiring a separate purchase order.  Pay medications according to hospital contract rate. 
PABI Non-residential Services
Develop a service record and when funds are allocated issue a purchase order for up to 90 days depending on the number of days needed by the CRS consumer in the quarter with the start date not to precede the 1st day of the quarter and the end date not to extend past the last day of the quarter.  Refer to the specific PABI facility contract for the hourly payment rate and refer to the number of therapy hours per day on the consumer’s treatment plan.  Identify needed ancillary services for the specific PABI facility, create service records according to the outlined process, and issue purchase orders when funds are allocated.  Non-residential services are generally provided 5 days per week. Check the consumer’s treatment plan to verify the number of days per week of non-residential PABI services that have been prescribed.  Issue the purchase order with line items corresponding to the billing cycle dates.  
Therapy notes or staffing reports matching the dates of service are required for payment of the facility invoice.
[bookmark: _Toc377044678][bookmark: _Toc427044009]Inpatient Comprehensive Medical Rehabilitation Services (ICMRS)
Not to exceed 90 days
The CRS counselor may direct the MSC/MST to develop 3 separate service records, each up to 30 days, and when funds are allocated, issue a purchase order based on the consumer’s need and progress.  ICMRS are hospital-based services and should be paid according to the hospital contract rate.  Identify needed ancillary services, create service records according to the outlined process, and issue purchase orders when funds are allocated.   ICMRS may only be sponsored when the consumer’s initial contact date is within 1 year of the date of injury.
Physician Evaluations
ICMRS requires separate purchase orders for all physician medical management services.  MSC/MST should contact the ICMRS hospital to obtain a list of the specialists who will be providing services and an estimate of the number of expected visits during the hospitalization period.
Medications at an ICMRS Hospital
If a consumer is receiving ICMRS, medications will be provided from the hospital pharmacy department.  Pharmacy charges will appear as a line item on the hospital bill and will be paid according to the contract rate for the hospital.
[bookmark: _Toc377044679][bookmark: _Toc427044010]Outpatient Therapy Services
Not to exceed 120 hours
Develop a service record and issue a purchase order when funds are allocated for the type and number of therapy hours per the prescription for the quarter.  Pay attention to the unit of service, i.e., 1 unit of physical therapy =15 minutes; a unit of speech therapy is 1 session.  The CRS program allows a maximum of 120 hours of therapy for a CRS consumer.  Outpatient therapy services can only be sponsored when the consumer’s initial contact date is within 2 years of the date of injury. Therapies provided as outpatient services at a hospital should be paid according to the hospital contract rate.  Therapies at PABI facilities and clinics should be paid according to MAPS.  Verify that therapy notes match dates of service prior to paying invoice.
[bookmark: _Toc377044680][bookmark: _Toc427044011]Durable Medical Equipment (DME)
Obtain prescription(s) for DME and identify vendor for equipment purchase.  Create service records according to the outlined process and issue purchase order when funds are allocated.  Non-contract items are paid at retail cost.  DARS contract items, i.e., hospital beds, patient lifts, manual and power wheelchairs, power units and controller, seating and positioning systems, and scooters are paid at the manufacturer’s suggested retail price (MSRP) less 18% discount.  If the consumer has Medicare, make sure that the vendor accepts Medicare assignment.  Also, for non-contract DME, if a consumer has HMO or PPO medical insurance as a comparable benefit, obtain the in-network DME vendor list and select a vendor from the approved list.
[bookmark: _Toc377044681][bookmark: _Toc427044012]Prostheses and Orthoses
Follow purchasing policy and procedures outlined in SERVICE COORDINATION – Prostheses and Orthoses, as well as RPM 6.4.  Create a service record according to the outlined process and issue the purchase order when funds are allocated.
An orthotic or other medical device, such as, a dynamic splinting device that has either an unlisted MAPS code or costs $2,000 or more, must be reviewed by the Program Specialist for Physical Disabilities. For a non-contract, non-MAPS DME purchase request, refer to RPM 17.8.2 
[bookmark: _Toc377044682][bookmark: _Toc427044013]Personal Attendant Services
Provide personal attendant services only when necessary to enable the consumer to participate in CRS core rehabilitation services. Create a service record according to the 
Identified procedure and issue a purchase order when funds are allocated.
RPM 17
Note:  A DARS3472 Contracted Service Modification Agreement form cannot be used to pay a PABI provider for more personal attendant care than what is provided by contract.
[bookmark: _Toc377044683][bookmark: _Toc427044014]Psychological Services
Psychological therapy sessions count as a part of the 120 hour maximum for outpatient therapy services.  Create a service record according to the outlined process and issue a purchase order when funds are allocated.
RPM 17
[bookmark: _Toc377044684][bookmark: _Toc427044015]Transportation Services
Transportation services may be sponsored if needed by a consumer to travel to and from a rehabilitation facility or to allow a family caregiver to participate in specific training that addresses the consumer’s rehabilitation needs. Create a service record according to the outlined process and issue a purchase order when funds are allocated. 
[bookmark: _Toc377044685][bookmark: _Toc427044016]INTERCURRENT ILLNESS
Acute medical care may be sponsored for the consumer if the services are of short duration and the illness is preventing the consumer from participating in rehabilitation services.  If the medical condition requires extensive or ongoing care, the medical treatment should be funded through other comparable benefits resources to include indigent health services or county hospital system.  Create a service record according to the outlined process in Necessary Unplanned CRS Services.  Email an alert to the CRS Program Specialist and CRS Administrative Support with a copy to the RD/ODP, if an expedited purchase order is needed.  Make sure that case documentation is up-to-date for DRS management review of the case.
[bookmark: _Toc377044686][bookmark: _Toc427044017]PAYING CRS INVOICES
Process payments according to RPM 17 and PURCHASING MEDICAL SERVICES in the Handbook.
[bookmark: _Toc377044687][bookmark: _Toc427044018]Applying Comparable Benefits to CRS Invoices
Refer to PURCHASING MEDICAL SERVICES – Comparable Benefits
[bookmark: _Toc377044689][bookmark: _Toc427044019]CASE CLOSURE
For MSC/MSTs, refer to SERVICE COORDINATION – CASE CLOSURE in the Handbook.
For CRS counselors, refer to RPM 15.11 Requirements for CRS Case Closure.



[bookmark: _Toc427044020]MSC-MST ADMINISTRATIVE ACTIVITIES

[bookmark: _Toc258850682][bookmark: _Toc258843037][bookmark: _Toc258840523]

[bookmark: _Toc377044693][bookmark: _Toc375209373][bookmark: _Toc375209174][bookmark: _Toc375208644][bookmark: _Toc375208447][bookmark: _Toc375205809][bookmark: _Toc300581544][bookmark: _Toc427044021] MEDICAL SERVICES COORDINATOR ESSENTIAL JOB FUNCTIONS
1. Implements and manages recruitment process and maintains effective business relationships with medical providers/facilities in accordance with established policies and procedures.
As directed, participates in medical service provider/facility monitoring.
As directed, conducts case review and monitoring activities to ensure compliance with established medical purchasing and policy procedures. 
As requested by management and field staff, provides technical assistance, training and consultation in the areas of medical/surgical planning, coordination or services, and utilization of MAPS, other medical payment methods and policies and procedures.
Conducts training activities as agency representative with medical community and other organizations including attendance at conferences and committee meetings.
Establishes courtesy case records, schedules, coordinates and arranges requested medical services.
Prepares and/or coordinates the preparation as well as reconciliation of fiscal documents and approves payments in accordance with established policies and procedures.
As directed, serves as team leader to assigned support staff in managing workload priorities to promote effective MSC/MST/MST team.
Performs other duties and special projects as assigned.
[bookmark: _Toc377044694][bookmark: _Toc427044022][bookmark: _Toc300581549]MEDICAL SERVICES COORDINATOR RESPONSIBILITIES
The MSC provides information, consultation and guidance to regional DRS staff and to the medical community regarding DARS/DRS policy and procedures, medical and surgical planning, utilization of MAPS, payment methodologies, etc.
[bookmark: _Toc377044695][bookmark: _Toc427044023]Medical Providers
Contacts providers, hospitals, and facilities to promote a positive working relationship and establish role in DARS/DRS medical services coordination.
Provides medical providers with accurate DARS/DRS policy and procedures, and pays provider invoices in a timely manner according to established payment methodologies.
Attends provider meetings, staffings, and consumer related conferences as requested.
Advises regional management and Central Office Physical Restoration Specialist of any medical provider issues that are noted in service provision, treatment, consumer safety, licensure, etc.
Notifies Regional Consumer Contract Specialist (RCCS) of any issues related to the provisions of services for contract medical providers.
Attends hospital or facility monitoring activities at the request of regional management.
[bookmark: _Toc377044696][bookmark: _Toc427044024]Medical Provider Recruitment
The MSC provides assistance to DRS staff to locate physicians to provider consumer medical services.  These requests may be made by staff in the MSC’s region or by staff in other regions who are requesting the names of medical providers in the MSC’s region.
Resources for identifying potential DRS medical providers include:
Internet search
Local physician registries
Visits to medical professional buildings
Contact with contracted hospitals for information regarding staff physicians
Other medical providers
Texas Medical Board website, Medicare website, Medicaid website.  Refer to RESOURCES – On-Line Physician Search
When initiating the recruitment process, clearly identify the DRS mission and the types of services that may be requested, expected documentation of the services provided, DRS participation when comparable benefits are available, payment methodologies and fee schedules.  If the recruited medical provider provides services by contract, consult with the RCCS and follow the direction and guidance provided.
[bookmark: _Toc377044697][bookmark: _Toc427044025]DRS Consultant Recruitment
The MSC may be asked to provide assistance to recruit a Local Medical Consultant (LMC), Regional Psychological Consultant (RPC), or a Regional Dental Consultant (RDC) at the request of regional management.
MSC should:
Review the duties and responsibilities of consultants in RPM 1.4. before initiating contact with possible providers in order to provide accurate information regarding expected services.
Meet with the provider to discuss the role, responsibilities, and payment rate for DRS consultant.
If the medical provider is interested in becoming a DRS consultant, obtain the medical provider’s curriculum vitae.
Have the RD or ODP submit the provider’s curriculum vitae to the DRS Medical Director for review and approval.
Upon approval by the Medical Director, coordinate with the RCCS for completion of a contract for services.
[bookmark: _Toc377044698][bookmark: _Toc427044026]Training
Provides individual staff coaching on physical restoration issues.
Provides training to DRS staff as requested regarding all aspects of medical services.
[bookmark: _Toc427044027]Case Reviews
Regional management may request that the MSC conduct limited case reviews of medical services purchased by a counselor/RST team.  These reviews will focus on the application of DARS policy to specific medical goods and/or services purchased.  The MSC will complete the assigned case reviews and provide a written report to supervisor identifying issues, trends and recommended action to resolve findings.
[bookmark: _Toc427044028]MSC MONTHLY ACTIVITY REPORT
The MSC Monthly Activity Report is an optional management tool for use by the ODP.  The report is based on the MSC essential job functions and can provide an accurate assessment of the MSC’s administrative and physical activities.

[bookmark: _Toc377044701][bookmark: _Toc375209374][bookmark: _Toc375209177][bookmark: _Toc375208645][bookmark: _Toc375208448][bookmark: _Toc375205812][bookmark: _Toc300581551][bookmark: _Toc427044029]MSC MONTHLY ACTIVITY REPORT FORM

MSC:  _______________________________________________________________

Month:  ______________________________________________________________

Courtesy Case Management                                                                                 EJF 6

	
	VR
	ILS
	CRS

	Active Cases (In service at the beginning of the month)
	
	
	

	Cases Received
	
	
	

	Cases Closed
	
	
	

	
	
	
	

	Total Active Cases
	
	
	



Fiscal Case Management (Comparable Benefits/Funds Saved) 	EJF 6

	CONSUMER
	TYPE
	VR 
(Amount)
	ILS (Amount)
	CRS (Amount)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Total
	
	
	
	



Fiscal Case Management (Purchase Orders)	EJF 7

	PURCHASE ORDERS
	VR
	ILS
	CRS
	TOTAL

	
	
	
	
	

	ISSUED
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Service Provider/Facility Visits      
Monitoring Visits 	EJF 1, 2, 9 

	Provider/Facility
	Comments/Activities

	
	

	
	

	
	

	
	




New Providers/Facilities Recruited	EJF 1, 9
LMC/RDC

	Provider/Facility
	Service
	Contract Needed
Referred to RCCS

	
	
	

	
	
	

	
	
	



Training Activities/Presentations	EJF 4, 5, 8, 9

	Date
	Type of Training/Presentation
	Comments

	
	
	

	
	
	

	
	
	



Case Reviews 	EJF 3, 9

Focus Area:_________________________________________________________


Number of Reviews Completed:  __________________________________________


Special Projects:



[bookmark: _Toc377044702][bookmark: _Toc375209375][bookmark: _Toc375209178][bookmark: _Toc375208970][bookmark: _Toc375208646][bookmark: _Toc375208449][bookmark: _Toc375205813][bookmark: _Toc300581552][bookmark: _Toc427044030]RESOURCES


[bookmark: _Toc377044703][bookmark: _Toc375209376][bookmark: _Toc375209179][bookmark: _Toc375208647][bookmark: _Toc375208450][bookmark: _Toc375205814][bookmark: _Toc300581553][bookmark: _Toc427044031]COURTESY CASE CHECKLIST
CONSUMER:  	___________________________________________________
SSN:			___________________________________________________
COUNSELOR:	___________________________________________________
PROGRAM:              VR  __________           CRS  __________         ILS  _________


	REQUIRED INFORMATION
	PAPER COPY
	ELECTRONIC COPY
	COMMENTS/NOTES

	ACTION TO MSC/MST
	
	
	

	PERTINENT MEDICAL RECORDS
	
	
	

	CASE NOTES
	
	
	

	PLAN (IF NEEDED)
	
	
	

	DARS 3101 (IF NEEDED)
	
	
	

	DARS 3110 (IF NEEDED)
	
	
	

	PRESCRIPTIONS
(IF NEEDED)
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	INSURANCE CARD
FRONT & BACK
	
	
	

	
	
	
	

	MEDICARE CARD
FRONT & BACK
	
	
	

	
	
	
	

	MEDICAID (LETTER OR OTHER DOCUMENTS)
	
	
	

	
	
	
	

	REQUIRED APPROVALS
	AREA MGR
	LMC
	LDC
	MED DIR
	OTHER 


[bookmark: _Toc377044704][bookmark: _Toc375209377][bookmark: _Toc375209180][bookmark: _Toc375208648][bookmark: _Toc375208451][bookmark: _Toc375205815][bookmark: _Toc300581555][bookmark: _Toc300580955]

[bookmark: _Toc427044032]SURGERY SCHEDULING REQUEST 
The information requested is necessary in order to provide final approval of the recommended surgery.

PATIENT:     ________________________________________________________  
DOB:            __________________
PLEASE RETURN COMPLETED FORM TO:       ___________________________________________________________________

___________________________________________________________________

PHONE:   ___________________________  FAX:         ______________________ 

Surgery recommendations for the above referenced patient have been reviewed and approved pending your acceptance of the DRS payment rates.  DRS maximum allowable payment for each recommended procedure is provided below.

If the rates are acceptable, please sign/initial your approval of the allowable rate as payment in full for each procedure.   

	CPT Code
	Procedure/Notes
	Allowable Payment 
	Approval Signature/Initial

	MSC/MST
	MSC/MST
	MSC/MST
	PROVIDER

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Facility/Hospital:  PROVIDER

	Special Instructions:  PROVIDER 



If the DRS payment rate is acceptable, please schedule the surgery and contact me as soon as you have confirmed the date with the patient.  Advance notice of all scheduled appointments and/or surgery is required in order to ensure payment for services.      

	
	Date
	Comment/Provider 

	Confirmed Surgery Date
	PROVIDER
	

	Surgeon Pre-Op Office Visit (if needed)
	PROVIDER
	

	Pre-Op Office Visit (specialist or primary care physician if needed)
	PROVIDER
	

	Pre-Op Lab, X-ray, EKG, etc. at hospital or other facility
	PROVIDER
	

	Other:
	
	

	Other:
	
	


Please fax the completed form to the number provided above.  Final approval will be submitted by purchase order(s).  You must receive copies of these documents prior to beginning services.
[bookmark: _Toc377044705][bookmark: _Toc375209378][bookmark: _Toc375209181][bookmark: _Toc375208649][bookmark: _Toc375208452][bookmark: _Toc375205816][bookmark: _Toc427044033]CPT CODE MODIFIERS 
AA	Anesthesia services personally furnished by an anesthesiologist
QK	Anesthesiologist direction of two, three, or four concurrent anesthesia procedures involving qualified CRNAs.
QX	CRNA services under the supervision of an anesthesiologist.
QZ	CRNA services under the direction of the surgeon without additional supervision of an anesthesiologist.
26	Professional Component:  Certain procedures are a combination of
professional and technical components.  When only the professional component is reported, the service is identified by adding modifier 26 to the procedure code.
TC	Technical Component:  Certain procedures are a combination of professional 
and technical components.  When only the technical component is reported, the service is identified by adding modifier TC to the procedure code.
50	Bilateral Procedure:  Unless otherwise identified in the listing, bilateral
procedures that are performed at the same operative session should be
identified by adding this modifier to the appropriate five-digit code describing the first procedure.
62	Two Surgeons:  Under certain circumstances, the skills of two surgeons (usually with different skills) may be required in the management of a specific surgical procedure.  Under such circumstances, separate services may be identified by adding modifier 62 to the procedure code used by each surgeon for reporting his/her services.
80	Assistant Surgeon:  Surgical assistant and/or physician assistant services must be identified by adding modifier 80 to the usual procedure code(s).
99	Multiple Modifiers:  Under certain circumstances, two or more modifiers may be necessary to completely describe a service.
LT	Left Side:  Used to identify procedures performed on the left side of the body.
RT	Right Side:  Used to identify procedures performed on the right side of the body.

[bookmark: _Toc377044706][bookmark: _Toc375209379][bookmark: _Toc375209182][bookmark: _Toc375208650][bookmark: _Toc375208453][bookmark: _Toc375205817][bookmark: _Toc427044034][bookmark: _Toc300581556]MEDICARE DEFINITIONS 
Benefit Period—The way that Original Medicare measures the consumer’s use of hospital and skilled nursing facility (SNF) services. A benefit period begins the day the consumer goes into a hospital or skilled nursing facility. The benefit period ends when the consumer has not received any inpatient hospital care (or skilled care in a SNF) for 60 days in a row. If the consumer goes into a hospital or a skilled nursing facility after one benefit period has ended, a new benefit period begins. The consumer must pay the inpatient hospital deductible for each benefit period. There is no limit to the number of benefit periods. 
Critical Access Hospital—A small facility that provides outpatient services, as well as inpatient services on a limited basis, to people in rural areas. 
Custodial Care—Nonskilled personal care, such as help with activities of daily living like bathing, dressing, eating, getting in or out of a bed or chair, moving around, and using the bathroom. It may also include the kind of health-related care that most people do themselves, like using eye drops. In most cases, Medicare doesn’t pay for custodial care. 
Lifetime Reserve Days—In Original Medicare, these are additional days that Medicare will pay for when the consumer is in a hospital for more than 90 days. The consumer has a total of 60 reserve days that can be used during his/her lifetime. For each lifetime reserve day, Medicare pays all covered costs except for a daily coinsurance. 
Long-Term Care Hospital—Acute care hospitals that provide treatment for patients who stay, on average, more than 25 days. Most patients are transferred from an intensive or critical care unit. Services provided include comprehensive rehabilitation, respiratory therapy, head trauma treatment, and pain management. 
Medically Necessary—Services or supplies that are needed for the diagnosis or treatment of his/her medical condition and meet accepted standards of medical practice. 
Medicare-Approved Amount—In Original Medicare, this is the amount a doctor or supplier that accepts assignment can be paid. It includes what Medicare pays and any deductible, coinsurance, or copayment that the consumer pays. It may be less than the actual amount a doctor or supplier charges.
Medicare Health Plan—A Medicare health plan is offered by a private company that contracts with Medicare to provide Part A and Part B benefits to people with Medicare who enroll in the plan. This term is used throughout this handbook to include all Medicare Advantage Plans, Medicare Cost Plans, Demonstration/Pilot Programs, and Programs of All-inclusive Care for the Elderly (PACE). 
Quality Improvement Organization (QIO)—A group of practicing doctors and other health care experts paid by the Federal government to check and improve the care given to people with Medicare. 
Referral—A written order from the consumer’s primary care doctor for him/her to see a specialist or to get certain medical services. In many Health Maintenance Organizations (HMOs), the consumer needs to get a referral before the consumer can get medical care from anyone except his/her primary care doctor. If the consumer does not get a referral first, the plan may not pay for the services. 
Service Area—A geographic area where a health insurance plan accepts members if it limits membership based on where people live. For plans that limit which doctors and hospitals the consumer may use, it’s also generally the area where the consumer can get routine (non‑emergency) services. The plan may dis-enroll the consumer if the consumer moves out of the plan’s service area. 
Skilled Nursing Facility (SNF) Care—Skilled nursing care and rehabilitation services provided on a continuous, daily basis, in a skilled nursing facility. Examples of skilled nursing facility care include physical therapy or intravenous injections that can only be given by a registered nurse or doctor.
[bookmark: _Toc377044707][bookmark: _Toc375209380][bookmark: _Toc375209183][bookmark: _Toc375208651][bookmark: _Toc375208454][bookmark: _Toc375205818][bookmark: _Toc427044035]TEMPLATE FOR PAYING HOSPITAL BILL WITH IMPLANTS 

Total Hospital Charges= $_______________

Total Hospital Charges – Implant Charges = 	$_______________
· Revenue code 278 – Implants
· Includes screws, bolts, plates, cages
artificial joints & stents.
· Leave charges for mesh, putty, cement or biologics in 
with hospital charges.

Hospital Charges X contract rate % = $______________
(without implant charges)

Obtain manufacturer’s Invoice for listed implants.

Make sure number of implant units on hospital bill match the number on the manufacturer’s invoice.  If more units of an implant appear on the manufacturer’s invoice than the number listed on the hospital bill, calculate the unit cost for 1 unit and multiply by the number charged on the bill.

Total Implant Charges + 10% of Total Implant Charges = $__________
 (for consumer on manuf. invoice)

Hospital Charges + Implant Charges =$_______________
(contract rate)           (manuf. invoice         DARS Payment
                                   cost +10%)		                       


[bookmark: _Toc300581557][bookmark: _Toc427044036]UNBUNDLING CODE GAMING
There are numerous billing tactics that are being used to increase revenue for medical providers.
Call it unbundling, a la carte billing, exploding charges, upcoding, code creep, visit churning, deliberate miscoding, or multiple billing.
It all falls under the category of code gaming, and consultants and payers claim it's responsible for physician charges increasing at an alarming rate.
How extensive is the problem?
Payers say they're still trying to determine that, but estimates vary from a miniscule percentage of total physician claims to as high as 15 percent.  However, consultants warn that even a fraction of a percent of all physician claims can translate into thousands of dollars in alleged overcharges.
Exploding charges is another kind of fragmentation.  A physician may bill for 17 different lab tests run as part of a single blood screening or panel.  Again, itemizing brings in more money.
Other gimmicks:  
Upcoding is assigning a code that represents a more complex procedure or level of care than the one actually required or provided.
Visit churning involves scheduling more than the necessary number of physician visits, usually on an outpatient basis.
Multiple visit coding would be when a physician who admits a patient directly from the emergency room bills separately for seeing the patient in the ER and for a complete hospital visit following the inpatient admission.  The doctor has seen the patient only once but has billed twice.
While some surgical procedures do legitimately require the skills of two surgeons, Leslie Levy, M.D., president of Artificial Intelligence for Medicine, Inc., Farmington, Conn., reports it is becoming increasingly common to see cases in which the bill is for "co-surgeons" doing a procedure that would normally take only one surgeon, or one surgeon and a surgical nurse.
From:  Business Net.  Maria R. Traska.   “Unbundling Could Be Costing You a Bundle”
[bookmark: _Toc375209381][bookmark: _Toc375209184][bookmark: _Toc375208652][bookmark: _Toc375208455][bookmark: _Toc375205819][bookmark: _Toc300581558]

[bookmark: _Toc377044708][bookmark: _Toc427044037]SPECIALIST REFERRALS
	DISORDER/DISEASE
	PREFERRED SPECIALIST

	Alcoholism
	Psychiatrist (Psychologist)

	Allergies
	Allergist - Immunologist

	Anal Disorders
	Colo-rectal Surgeon, General Surgeon

	Amputation
	Orthopedist, Physiatrist

	Anemia
	Hematologist

	Arthritis
	Rheumatologist (General Internist)

	Asthma
	Pulmonologist (Allergist)

	Back Disorders
	Orthopedist (Neurosurgeon)

	Blood Disorders
	Hematologist, General Internist

	Borderline Intellectual Functioning
	Psychologist

	Cancers of Skin/Breast/GI tract/Endocrine
	General Surgeon

	Cancers of Brain/Spinal Cord
	Neurosurgeon, Physiatrist

	Cancers of Genitourinary Tract, Male
	Urologist

	Cancers of Genitourinary Tract, Female
	Gynecologist

	Cancers of Chest/Lung
	Thoracic Surgeon

	Cancers, Metastatic (Chemotherapy)
	Oncologist (Internist)

	Cardiac Disorders
	Cardiologist (Internist)

	Cataracts
	Ophthalmologist

	Cerebral Palsy
	Neurologist

	Colon Disorders
	Gastroenterologist (General Surgeon)

	Cystic Fibrosis
	Pulmonologist (Internist)

	Deaf/Hearing Impaired
	Otologist, Otolaryngologist (Audiologist)

	Dental Disorders
	Dentist (Oral Surgeon)

	Diabetes
	Endocrinologist (Internist)




	Drug Abuse
	Psychiatrist (Psychologist)

	Ear Disorders
	Otologist, Otorhinolaryngologist

	Epilepsy
	Neurologist

	Eye Disorders
	Ophthalmologist

	Female Disorders
	Gynecologist

	Foot Disorders
	Orthopedist, Podiatrist

	Fractures
	Orthopedist

	Gallbladder Disorders
	General Surgeon

	Head Injury
	Neurosurgeon, Physiatrist

	Hemophilia
	Hematologist (Internist)

	Hernia
	General Surgeon

	Herniated Disc
	Neurosurgeon, Orthopedist, Physiatrist

	Kidney Disorders
	Urologist, Nephrologist

	Learning Disorders
	Psychologist

	Leukemia
	Oncologist (Internist, Hematologist)

	Liver Disorders
	Gastroenterologist (Internist)

	Lung Disorders
	Pulmonologist (Internist)

	Lupus (Systemic Lupus Erythematosis)
	Rheumatologist (Internist)

	Lymphoma
	Oncologist (Internist)

	Male Genital Disorders
	Urologist

	Maxillofacial Deformities
	Oral Surgeon, Plastic Surgeon, Otolaryngologist

	Mental Illness
	Psychiatrist (Psychologist)

	Mental Retardation
	Psychologist (Psychiatrist)

	Multiple Sclerosis
	Neurologist, Physiatrist

	Morbid Obesity
	Internist, Endocrinologist (General Surgeon)

	Muscular Dystrophy
	Neurologist, Physiatrist

	Neuromusculoskeletal Conditions
	Physical Medicine & Rehabilitation, Physiatrist




	Pain, Chronic
	Anesthesiologist, Physiatrist

	Parkinson's Disease
	Neurologist

	Poliomyelitis
	Neurologist, Physiatrist

	Reconstructive Surgery
	Plastic Surgeon, Maxillofacial Surgeon, Hand Surgeon

	Rectal Disorders
	Colo-rectal Surgeon, General Surgeon

	Sickle Cell Disease
	Hematologist

	Spina Bifida
	Neurosurgeon (Orthopedist)

	Spinal Cord Injury
	Neurosurgeon

	Stomach Disorders
	Gastroenterologist (General Surgeon, Internist)

	Stroke
	Neurologist, Physiatrist

	Throat Disorders
	Otolaryngologist

	Tuberculosis
	Pulmonologist, Internist

	Tumors
	See Cancers

	Urinary Disorders
	Urologist

	Varicose Veins
	General Surgeon

	Visual Disorders
	Ophthalmologist, Optometrist

	Vocal Cord Disorders
	Otolaryngologist


[bookmark: _Toc375209382][bookmark: _Toc375209185][bookmark: _Toc375208653][bookmark: _Toc375208456][bookmark: _Toc375205820][bookmark: _Toc300581559]

[bookmark: _Toc377044709][bookmark: _Toc427044038]ON-LINE PHYSICIAN SEARCH
[bookmark: _Toc375205821][bookmark: _Toc300581560]Texas Board of Medical Examiners
www.tmb.state.tx.us
Home Page – Go To:	TMB Public Verification
				Accept Usage Terms
				Select Search Criteria
[bookmark: _Toc427044039]MEDICARE 
www.medicare.gov
Home Page - Go To:   	Medicare Resources
			Search Tools
			Find a Doctor or Other Healthcare Professional
			Find a Provider
			Select Search Criteria
[bookmark: _Toc377044711][bookmark: _Toc427044040]TEXAS MEDICAID & HEALTHCARE PARTNERSHIP
www.tmhp.com  
Home Page – Go To:	Look for a Provider
				Select a Plan
				Select Search Criteria
[bookmark: _Toc377044712][bookmark: _Toc427044041]MEDICAL WEBSITES
MedlinePlus:  http://medlineplus.gov
WebMD:         http://www.webmd.com
Mayo Clinic:   http://mayoclinic.com


[bookmark: _Toc427044042]MEDICATION ASSISTANCE PROGRAMS

	Rx Assist 
	Patient assistance program to help access free or low-cost meds.
Created by Vounteers in Health Care, a national, nonprofit resource center for uninsured.  Income eligibility requirements based on percentage of Federal Poverty Income Level (FPL).
	· Resources for low-cost meds.
· Searchable database by drug or pharmaceutical company.
· Online applications available.
	www.rxassist.org


	Rx Outreach
	Mail order discount drug program.
Eligibility based solely on income.
	· $20 for 180-day supply for more than 150 medications; same price for any dose or strength.
	www.rxoutreach.com


	Together Rx Access card
	Prescription discount for individuals/families with no prescription drug coverage.
	· 25-40% savings on brand-name prescription products.
· Savings also available on generic drugs.
· Pharmacy locator for card use.
	www,togetherrxaccess.com/Tx/isp/home.isp

1-888-743-7214

	Drugstore.com
	Online discount drug program.
	· Discounted medicines up to 70% on generic prescription drugs, up to 30% on brand-name prescription drugs.
· Cost comparison listing.
· A+ rating from Better Business Bureau.
	www.drugstore.com
425-372-3200




MEDICATION ASSISTANCE PROGRAMS

	NeedyMeds.org
	501(c) (3) non-profit founded in 1997 as a resource for information about patient assistance programs.  Provides links to companies and programs offering low cost medications.
	· Web site includes comprehensive lists of programs and companies offering lower cost meds.  Can search by brand name drugs, generic drugs, programs, and companies
· Provides online PAP applications, medication coupons, and application assistance.
	www.needymeds.org/indices/needymedspage.shtml

	CVS/pharmacy
Health Savings
Pass
	Co-pay assistance program for specified generic drugs; $10 annual enrollment fee.
	· 90 day supply of generic prescription for $9.99.
· >400 generic medications available.
· >6300 CVS pharmacies nationwide.
	www.cvs.com/CVSApp/promoContent/promoLandingTemplate.isp?promoLandingid=1046



	Kroger 
	$4 generic drug program, no enrollment fee.
	· Specified generic drugs $4 for 30-day supply; $10 for 90 day supply.
	www.kroger.com/generic/Pages/default.aspx

	My HEB Rx Rewards
	Prescription discount program; one-time $5 enrollment fee.
	· 500 generic drugs @$5 for 30-day supply.
· $9.99 for 90-day supply on some medications.
	www.heb.com/yourHEBStore/SD-pharmacy-rewardProgramFAQ.isp






MEDICATION ASSISTANCE PROGRAM

	Target Generics Drug Program
	$4 generic drug program; no enrollment fee.
	· Specified generic drugs $4 for 30 day supply;
· $10 for 90 day supply.
	http://sites .target.com/site/en/health/generic
drugs.isp


	Walgreens Prescription Savings Club
	Prescription discount program; $20 individual/$35 family annual membership fee.
	· Over 400 generic drugs priced at $12 for 90-day supply and $9.99 for 30-day supply.
	www.walgreens.com/pharmacy/default.isp

	Walmart’s Prescription Program
	$4 prescription program; no enrollment fee.
	· Specified generic drugs:  $4 for 30 days supply; $10 for 90 day supply.
	www.walmart.com/catalog/catalog.gsp?cat=546834

	Merck Prescription Drug
Program for the Uninsured
	Prescription discount program for uninsured individuals and families.
	· 15-20% savings on Merck medicines at participating pharmacies.
	www.merck.com/merckhelps/uninsured/home.html

	Pfizer Pfriends
	Helps qualified patients without prescription coverage save on many branded Pfizer medicines at participating pharmacies.
	· 32% off retail prices of Pfizer medications, for people at or below 400% of FPIL.
· 15% discount for individuals and families earning more than 400% of FPIL.
	www.pfizerhelpfulanswers.com/pages/Programs/programdetails.aspx?p=1


1-866-706-2400

	AZ&MeTM
Prescription
Savings Program
for people
without
insurance
	Provides AstraZenca
Medicines at no cost to help patients who do not have prescription drug coverage and who meet other eligibility criteria.
	· Free 90-day supply of AstraZaneca meds. at no cost; refills.
	www.astrazeneca-us.com/help-affording-your-medicines/

1-800-292-6363


*Organizations listed above are intended to be informational only and do not have the endorsement of the Texas Department of State Health Services.  Websites may not be accessible to people with disabilities.
[bookmark: _Toc427044043]TIPS FOR CREATING A MULTI-DISCIPLINARY PRE-BARIATRIC OR WEIGHT LOSS PROGRAM FOR A CONSUMER USING INDEPENDENT PROVIDERS
Research shows that a consumer has the best chance for long term weight loss success with a multi-disciplinary approach that includes medical weight management, behavior modification counseling, nutritional education, and regular exercise.  In geographical areas that have limited resources, a counselor may need to create a multi-disciplinary pre-bariatric or weight loss program for a consumer utilizing independent service providers.

The frequency of the multi-disciplinary services should be based on the specific needs of the consumer, but a consumer should have at least monthly contact with service providers.  It is important that the counselor obtain timely progress reports from service providers so that the counselor can provide counseling regarding compliance, attendance, and motivation, as well as adjust the frequency of contact with service providers as needed.  The counselor may choose to use the DARS3515 Pre-Bariatric Surgery Program or DARS3510 Weight Loss Progress Reports, but may also use reports submitted by the individual service providers.  As a member of the multi-disciplinary team, the counselor should obtain permission from the consumer to staff the individual progress reports with other team members.

The following MAPS codes should be used when developing an individual multi-disciplinary program for a consumer:

Medical Supervision of Pre-bariatric or Weight Loss Program

Supervised by a licensed M.D. or D.O.

99203                     	Initial visit-new patient-30 min. 
99212                     	Office consultation-10min.

Behavior Modification Counseling

Conducted by a licensed psychologist, social worker, or licensed professional 
counselor (LPC).

DRS 18                  	Counseling provided by a licensed psychologist
DRS 23	Counseling provided by a licensed social worker
DRS 25                  	Counseling provided by a licensed professional counselor (LPC)


Nutritional Education

Conducted by a licensed dietician.

97802      Initial assessment        	
97803      Reassessment – nutrition counseling

Exercise Program

Conducted by a licensed physical therapist.

97001      Evaluation to develop a home exercise program 

97530      Monthly session to check progress with home exercise program.
                Therapeutic activities-direct 1 to 1 patient contact	

Note:  DRS does not pay for gym membership or home exercise equipment per RPM 6.4


[bookmark: _Toc427044044]COMPARABLE BENEFIT VERIFICATION WORKSHEET

Type of Benefit_________________________________________________

Contact Name__________________________________________________

Date Verified______________   Telephone Number__________________

Coverage Began___________  	Coverage Ended____________________ 

  

Physical Restoration Service______________________________________

Medical Provider________________________________________________

Hospital or Facility_______________________________________________

Covered Benefit:  Yes___________                      No___________________

Pre-authorization Required:  Yes__________      No________________

Approved:  Yes________    No_______ Pending_______  N/A________


Benefit Detail

Deductible__________________

Deductible Met:  Yes______    No_______ Deductible Remaining_______

Co-Payment:  Yes________    No________ Amount______________

Co-insurance (percentage)_______      Amount_________________

Total Consumer Portion_____________

Lifetime maximum____________           Used to date_____________

If PPO or HMO:  
Is Provider:      In-Network__________           Out-of-Network_______________

Hospital or Facility:  In-Network___________ Out-of-Network______________

[bookmark: _Toc377044713][bookmark: _Toc375209383][bookmark: _Toc375209187][bookmark: _Toc375208654][bookmark: _Toc375208457][bookmark: _Toc375205823][bookmark: _Toc300581563][bookmark: _Toc427044045]SAMPLE LETTERS
[bookmark: _Toc427044046]Surgery Scheduled by Consumer


Date
Consumer
Address
Re:  Scheduling Surgery

Dear ____________________
Please be advised that the purchase order (authorization) for your procedure has been issued and faxed to the Surgery Coordinator at (physician’s name) office.  The Surgery Coordinator will be contacting you to schedule the surgery; however, if you do not receive a call from the surgeon’s office within 3 business days from receipt of this letter, please contact the Surgery Coordinator at (telephone number) regarding the status of scheduling your surgery.
Once your surgery is scheduled, please call me at (telephone number) to let me know the date of your surgery.  If I am not available, please leave a voice message with your name and the date of your procedure.
Please contact my office if you have any questions.
Respectfully,
MSC/MST
Contact Information


[bookmark: _Toc427044047][bookmark: _Toc377044715]Hospital Invoice Balance Write-Off 

Date

Provider
Address

Re:   Consumer’s Name
         Consumer’s DOB
         Account # 

Attention: Business Office


Your invoice for services provided to above reference patient has been received and reviewed.

After reviewing our records, we have confirmed that payment has been made per our contract: 

Payment Amount     __________________
Payment Date          __________________
Warrant Number      __________________

Our contractual agreement indicates that DRS payment will be accepted as final payment for services for patients sponsored by DRS.  The payment was made in compliance with our contract and should be considered payment in full.  Please discount the remaining balance.

If you have questions or need additional information, please contact me at the number provided.

Thank you for your prompt attention to this matter.


Sincerely,


MSC/MST
[bookmark: _Toc300581567]Contact Information

[bookmark: _Toc427044048]Medical Services Report Request 


Date

Provider
Address

Re:  Consumer’s Name
        Consumer’s DOB
        Date of Service

Attention: Business Office


Your invoice for the patient referenced above has been received.
After review of the invoice and our authorization records, DRS is responsible for payment of the services identified.  However, a report of the service provided is needed in order authorize payment.  Please submit a report for the billed services as soon as possible.  The invoice will be held pending receipt of the required documentation. 
In order to expedite payment, you may fax the required documents to the number provided.
If you have questions or need additional information, please do not hesitate to contact me.
Thank you for your prompt attention to this matter.
Sincerely,
MSC/MST or Counselor/RST
Contact Information
Attachment:  Invoice


[bookmark: _Toc427044049]Explanation of Benefits (EOB) Request


Date

Provider
Address


Re:  Consumer’s Name
        Consumer’s DOB
        Account #

Attention:  Business Office


This patient has been verified to have ________________ health insurance.  Your invoice is being returned since no Explanation of Benefits (EOB) was attached.  DRS must receive a copy of the EOB to determine the amount paid by insurance prior to authorizing any payment for services rendered.
Please obtain the patient’s EOB from the insurance carrier and re-submit your invoice with the
EOB for payment.
Thank you for your prompt attention to this matter.
Sincerely,

MSC/MST or Counselor/RST
Contact Information

Attachment:  Invoice 


For questions or comments about this handbook, please contact:
Diane Himmel
Division for Rehabilitation Services
Consumer Services Support
Program Specialist for Physical Disabilities
4900 North Lamar Blvd., MC3038
Austin, Texas 78751-2399
512/424-4208 Voice
512/424-4982 Fax
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Sample CROSSWALK Entries

20600 01820 3+TM  Anesthesia for all closed procedures on racus, ina, wris, or hand bones.
Artrocentesi,aspaton andlor injcton;smal jont o bursa (6. fngers, 0s)
Alterate(s): 01462, 01470, 01810

‘Slecton ofether th prinary anesthesia code ofone ofthe aemate s determine by th st oftho surgcal procedre.

31628 00520 6+TM  Anesthesia for closed chest procedures;
(iclucing ronchosoopy) ot ihenvise speife.
Bronchoscopy,igh o fexdse, wih o wilhoutfuoroscpic uidance wih ansbronhial Lng icpsy(s), singe obe.
Altemate(s): 00326

(Considr patet ago when slcting anosthesia code

38381 00541 15+TM  Anesthesia forthoracotomy procedures involving lungs, pleura, diaphragm, and
mediastnum (inlcing surgical thoracoscopy); utizing one lung ventiaton
Suture andlorigaton or hoaci dut; horacic approach
Alternatefs): 00540

(Considersingle o doute g veiiatn when selctng anesthesia code.

4934 00840 64T Anesthesia for ntrapertoneal pocedures i lower abdomer
othenwise specified
Laparoscopy, gl it inserion of naprioneal cann o cahetr pormanent.
Alterate(s): 00790

~Report 00730 i cathetr plced above ubicus.

luding laparoscopy; not





