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Webinar Objectives

The webinar is designhed to provide an
overview and updates on:

. Current Clinical Coverage Policy 3L,
Personal Care Services (PCS) forms and

. Technical Denials



/ Types of Processing Requests

3

Change of
Provider (COP)

v




/Required Forms to Submit Requests

- Licensed Residential Facilities (DMA 3068)
- Home Care Agencies (DMA 3041)

- Licensed Residential Facilities (DMA 3069)
- Home Care Agencies (DMA 3042)

Change of - Licensed Residential Facilities (DMA 3070)
Provider (COP) - Home Care Agencies (DMA 3043)




/ Types of Processing Requests




/Required Forms to Submit Requests

- Licensed Residential Facilities (DMA 3068)

(Revised 3/8/2013) - Home Care Agencies (DMA 3041)

- Primary Care Physician (PCP)

- Attending Physicians
- Nurse Practitioners
- Physician Assistants




New Referrals

Licensed

Residential
Facility
(DMA 3068)

N.C. Department of Health and Human Services — Division of Medical Assistance
REQUEST FOR INDEPENDENT ASSESSMENT FOR PERSONAL CARE SERVICES (PCS)

LICENSED RESIDENTIAL FACILITY:

Completed form serves as authorization to conduct eligibility assessment to receive PCS in licensed care home.

Complete this form and send to The Carolinas Center Medical Excellence (CCME) via fax at 877-272-1942 or mail:
CCME, ATTN: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8598. For
questions, contact CCME at 800-228-3365. E-mail questi to PCSA 1t@thecaroli ter.org.

Referral Date: (mm/dd/yyyy) Referral Entity: D PCP DA(lending MD D PA D Nurse Practitioner

Section A Patient Demographics

Medi 1D#:

Patient Name (as shown on Medicaid Card) First: Mi: Last:

Date of Birth: (mm/dd/yyyy) Gender: DMale D Female Primary Language:DEngﬂsh D Spanish D Other
Address: City:

County: State: Zip: Phone: (

Alternate Contact/Parent/Guardian (required if patient under 18): First: Last:

Relationship to Patient: Phone: (

Facility Name (Current Resi Provider Numb

Section B. Patient Medical History- List both the current medical diagnoses and ICD-9 codes that currently limit patient's ability to independently
perform Activities of Daily Living (bathing, dressing, mobility, toileting, and eating), prepare meals and manage medications.

Enter “O” for Onset or
Medical Diagnosis ICD-9 Code “E” for Exacerbation Date (mm/yyyy)

Conditions listed are(check all that apply): Dchronic Medical D Physical Disability D Mental lliness D MR/Developmental D Dementia
Medically Stable: DYSS DNO Check if Active Adult Protective Servlces:DYes DNO
Date Of Last Visit With Referring Practitioner: (mm/dd/yyyy)
Patient Currently Hospitalized Or In Medical Facility: D Yes D No If yes, Planned Discharge Date: (mm/dd/yyyy)
Other F Programs pient Is Currently Receiving: DCAP DMndlcare HH I:IPDN DHosplco
In the absence of caregivers, is resident at risk of any of the following? (check all that apply):
DFaIIs DMa!nulrilion DSkin Breakdown DAdverse C quences of Medication Non-Compli
Is 24-hour caregiver availability required to ensure resident safety? DYes DNo

.g., Does patient have unscheduled ADL needs or require safety supervision or structured living, or is patient unsafe if left alone for extended periods?

Section C. Attesting Practitioner Information
Practitioner Last Name: First Name:

Date of Patient’s Last Visit with Attesting Practitioner: (mm/dd/yyyy)

Practice Nameif

Office Contact Last Name: First: Position:

Phone: ( ) g Fax: ( E-mail:

Practitioner Signature: Date:
Dated signature is verification that information in Section B is accurate for this patient and authorization to conduct PCS eligibility assessment.

DMA-3068
Revised 3/8/13




Newii Bl | Licensed Residential Facility
(DMA 30638)

M.C. Depariment of Health and Human Services — Division of Medical Assistance
REQUEST FOR INDEFPEMDENT ASSESSMENT FOR PERSOMNAL CARE SERVICES (PCS)

LICENSED RESIDENTIAL FACILITY: NEW REFERRAL

Completed form senves a5 authonzalion fo conduct elgibility sssessmenf fo regeive PCS in Deensed care home,

CCME. ATTH: PCS Independent Assessment. 100 Regencp Forest Dirive, Suite 200, 'I:EI]" H[‘ 2‘?515-3‘595 For .
questions, contact CCME at 800-228-3365. E-mail questions to PCSAssessmentiithecarolinascenter.org.

Refarral Date: [l Y Refarral Entity: Y / =) Hurse Pracitioner

Sactlon & Patlant Demographbes
Medicakd ID#:

Patlent Hame (a8 shown on Madlcald Card) Firat: MiIZ Lask:

Date of Birth: ﬂ ! immiddiyyyy) Gender: __ Mals __ Femals Primary Languags: _ Engllsh __ Spanish __
Address: Clty

County: Siate: Jip:

altarnate ContactiParentiGuardlan [reguired If patlent unger 18): First
Relationshlp fo Patlent:

Phona: | ]
Facllity Hame (Cument Reskdenca) Prowider Humbsar:




Licensed Residential Facility

New Referrals
(DMA 3068)

Emnr‘ﬂ'f:rr-

for EuanabHJm

_ Physical Disabdity  Mental liness

Medically Stable:  Yes _ MNo Check if Active Adult Protective Services: Yes _ MNo

Diate OF Last Visit With Referming Practitioner: imemidd i)

Patient Currenily Hospitalized Or In Medical Facility: _ Yes _ No I yes, Planned Discharge Date:

Cther Federal'State Programs Recipient s Currently Recetving: _ CAP . Medicare HH __ PON _ Hospice
In the absence of caregivers, is resident at risk of any of the following ? (check all that apoly):

Falls _ Maluirition _ Skin Breakdown Adverse Conseguences of Medication Non-Compliance

Is 24-hour caregiver availability required to ensure resident safety? Yes Mo
[=3., Does resident have unscheduled ADL pEsds o naguine sa%aty superdsion or stnoctuned [Wirg, or IS reoident unsass if alon= for exisnded periods? )

All New Referrals will require the referring entity to
provide both the Medical Diagnosis and the ICD-9 Code.



Newit B ls Licensed Residential Facility
(DMA 3068)

Practittoner Last Mama: Firsf Mama:
Date of Resldant's Last Vialt with Attesting Practitionsr: [mmiddiyyyy)

Practice Mama:
(i appiicahie]

Office Contact Last Mame:
Phone: | ]

—_—

Practittoner Signaturs: - Dat:

e ——— - immiddyNYY)
Dated signafure [s vediication tha iInformedion bn Sechion B ks sccurale for this patienf and auwthonzaton to conduct PCS el

iDLy assessment.

DMA-2068
Revisad 382013
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A

= y
New Referrals

Home Care
Agency
(DMA 3041)

N.C. Department of Health and Human Services — Division of Medical Assistance
REQUEST FOR INDEPENDENT ASSESSMENT FOR PERSOMAL CARE SERVICES (PCS)

Home Care Agency: NEW REFERRAL

lete this form and send to The Carolinas Center for Medical Excellence [CCME) via fax at 877-272-1942 or mail:
CCME, ATTM: PCS Independent Assessment, 100 R
For @ vl

[ ontact L1

Referral Entity: PCP Atending MD PA __ MNurse Practitioner  Referral Date: (mmiddyyyy)

Section A Patient Demograp!
Medicaid 1D
Patient Mame (s shown on Medicaid Card) First: MI; Last;

Date of Birth: (mmiddiyyyy) Gender: & Male £ Female Primary Language: & English
Address: i
County: Stafe: Ap:

Alternate Contact’Parent/Guardian (reguired if patient is under 18} First:
Relationship to Patient

ion B. Patient's Medical Hist List both the cument medical diagnoses and ICD-9 codes that cumently limit the patient's
i thing, dressing, maobility, toileting and eating). prepare meals and manage

Medically Stable: D‘\‘EED o Check if Active Adult Protective Services |:|

Date Of Last Visit With Referring Practitioner: {mrmiddyyyy)

Patient Currently Hospitalized Or In Medical Fat:ility’.lzl_‘fes I:I_ND [f yes, Planmed Dischamge Date: {mmiddfyyyy)
Other Federal/State Programs Patient Is Currently Receiving: J:lC‘AFDMEdiI:arE HHI:I F'ENDHDspi-r:

Section C. Referring Practitioner

NP K Last Namee:
Facility Contact Name: Contact Position:

Phone: ) " Email:.

Section D. Primary Demographics
Same As Referring Practitioner _ Yes _ Mo If yes, go to Section E.
Practitioner First Mame:
Contact Person:

Fax: | ) Email:,

Section E. Authorization For PERSOMAL CARE SERVICES (PCS) Assessment
Referring Practitioner Signature: o Diate: {mmiddiyyyy)
If hospital or medical facility discharge, signed order from referring practitioner available in medical records? D‘fes DND

Signature of facility representative: = Date:  immiddiyyyy)




Home Care Agency
New Referrals (DMA 3041)

N_.C. Department of Health and Human Services — Division of Medical Assistance
REGUEST FOR INDEPENDENT ASSESSMENT FOR PERSONAL CARE SERVICES (PCS)

Home Care Agency: NEW REFERRAL

Complete this fonm and send to The Carolinas Center for Medioal Evcellence [CCME) wia fax st B77-272-1942 or mail:

CCME, ATTH: PCS Independent Assi::::'.rr!:frl'_.ll 10 R ' Forest Drive, Suite 200, Cary NC 27518-B558.
For guestions, contact OCNE at 800-228-3365 or PCEAssecsmeentEthecarolinascenter.org.
Raferral Emtity- FCP Aftendng MDD PA _ Nurse Praciiioner  Refarral Dats: (mmiadYYY)

Sachion A Patlent Demographica

Madicald I0:E:

Patlent Hams (a5 shown on Medicald Cand) First: Wil Last;
Date of Birth: [mmidd'yyyy) Gentder:{T Male © Famale

Aress:; R v |
County:

Stafe: ap: Phons: | i

Primary Language- © English © Spanish @ Other

Altsrmats Contact'Parent'Guardian (required I patient Is under 181 First

Reladoneghip to Patlent




Home Care Agency

New Referrals (DMA 3041)

Section B. Patient's Medical History — List both the current medical diagnoses and ICD-9 codes that cumenthy limit the patient's
ability to independently perform Activities of Daily Living (bathing, dressing, mobility, toileting and eating), prepare meals and manage

- mber L tor Unsetor
ICD-8 Code E xacearhation

Medically Stable: D‘\"Es |:|_M::| Chieck if Active Adult Protective Services |:|

Diate OF Last Visit With Referring Practitioner: (mmicdyyyy

Patient Currently Hospitalized Or In Medical Facility: |:|_‘1"EE DND If yes, Planned Discharge Date:

Cither Federal/State Programs Patient Is Currently Receiving: ]:l CAFD Medicare HHD F'IZINDHDE pice

All New Referrals will require the referring entity to
provide both the Medical Diagnosis and the ICD-9 Code.



Home Care Agency

New Referrals (DMA 3041)

Section C. Refarring Praciitionsr
HPE: Practitioniar Flrst Mama: Last Hama:

Facliity Contact Hams: Confact Posithoen:
Phons: [____ | Fax: | 1 Emiall:

Same As Referring Practitlonsr __ Yes Mo If yes, go to Saction E

HPIZ: Practticnsr First Mamis:

Facliity Contact Hams: Contact Parson:
Phons: | I Fax: [ ] Emiall:

Secton E. Authorlzation For PERSOMAL CARE SERVICES

Raferring Practiionar Signaturs: e Dats: (Ut Yy
It hoapital or medical faciitty dlachargs, signed order from referring practitionar avallable In medical records? [_Jres Dm
Signature of tacllity represantative: - Date: [y

DM A-30241
Ry 2813




How to Submit New Referrals

Completed referrals should be typed or printed legibly.

Forms may be faxed to CCME at 877-272-1942

Forms may be mailed to:

CCME

ATTN: PCS Independent Assessment
100 Regency Forest Drive, Suite 200
Cary, NC 27518-8598




" How Are New Referrals Processed?

UNABLE TO PROCESS: Due to missing information

COMPLETE: Non-qualifying

v




How Are New Referrals Processed?

UNABLE TO PROCESS : Due to missing information

o Beneficiary Name o Date of Request

o Beneficiary Address o Referring Entity

o Medicaid Number o Required Signatures

o Date of Birth o Referral Source Name and NPI




How Are New Referrals Processed?

——
INCOMPLETE : Due to missing information

o Date of last MD visit is not answered
o Medical stability question is not answered

o Medical diagnoses are not listed
o ICD-9 diagnoses codes are not listed




\

How Are New Referrals Processed?

COMPLETE: Non-qualifying

o Date of last visit with referring MD is greater than 90 days

o Medical stability question is marked no




ue

UNABLE TO COMPLETE: Non-
PROCESS : Due to qualifying
missing

information
Will result in a Technical Denial of the Request




Complete and Qualifying New Referrals

If the New Referral is complete and adheres to the requirements
as outlined in Clinical Coverage Policy 3L, Section 5.4.5, the
referral will be processed.

Resident will be contacted by a CCME Scheduler
A Medicaid PCS eligibility assessment will be conducted on the

resident

Provider will receive the referral on the QiRePort Provider Interface
or via fax

Provider will accept or decline the referral

Upon acceptance of the referral an authorization notice will be
issued to beneficiary. The provider will receive a copy.




How to Obtain
Copies of the
Independent
Assessment?

QiRePort
CCME Call Center

LRF Fax Request

N.C. Departmeant of Health and Human Sarvices — Divislon of Madlcal Asalatance
PERSOMAL CARE SERVICES (PCS5) FOR LICENSED ADULT CARE HOME RESIDENTS

LICENSED FACILITY REQUEST FOR PCS INDEPENDENT ASSESSMENT COPY

Licensed Adult Care Homs Provider Use this form to request a copy of the completed PCS Assessment for Medicaid
beneficiaries that reside in your facility.
Send completed form o CCME wia fax at B77-272-1342, or mall to:
CCME. ATTN: PCS indapendent Assassment, 100 Regeancy Forest Drive, Sume 200, Cary NC Z7518-8598.
Recslpt may be comimmed with CCME at 800-238-3365. E-mall questions to PCSAssessmeantil
PLEASE COMPLETE ALL FIELDS.

Sectlon A. Facllity Information Complete all felds. Today's Date: i !
FactyMame: [ | medicald Provider Number
Facliity Contact Pmﬂn:J:L ContsctPosttion: [ ]
Facllity Fax Number: | ) - Facliity Phone: | } - county: [ ]

Section B. List of Assessments nesded List sach request on & separate ine, and compieis ail felds.

Madicald D Firat Hame Last Mame Date of Birth
(mimddiyyyy)

1.
2.
3.
4
5.
B
T.
a.
a

Attach adoitlonal sheet o request more fhan 25 PCS Assessments.




/ Types of Processing Requests
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Required Forms to Submit Requests

- Licensed Residential Facilities (DMA 3069)
- Home Care Agencies (DMA 3042)

(Revised 3/8/2013)

- Provider
- Beneficiary

- Beneficiary’s family, guardian, or
person with Power of Attorney

- Beneficiary's Physician




Change of Status (COS)

® Providers may report status changes for
beneficiaries approved for PCS services. A
Change of Status reassessment should be
requested for a beneficiary who, since the
previous assessment, has experienced a
change in condition that affects the needs
for hands-on assistance with Activities of
Daily Living (ADLs) or other services
covered under Clinical Coverage Policy 3L.



Department of Health and Human Services — Division of Medical Assistance
PERSONAL CARE SERVICES
INDEPENDENT ASSESSMENT REQUEST FOR LICENSED FACILITY RESIDENT: CHANGE OF STATUS

Complete this form and send to The Carolinas Center for Medical Excellence (CCME) via fax at 877-272-1942 or mail:
CCME, ATTM: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8598.
For questions, contact CCME at 300-228-3365 or PCoAssessment@ihecarolinascenier.ore.

RequestedBy: _  PCP _ AftendingMD _ licensed Facility PCS Provider _ Beneficiany/Responsible Party
_ Cither ¥ Other, Relationship to Benefidany

Date of Request: _ ([ (mmdddyyyy)

Section A_B figiary D i

Medicaid ID#:

Beneficiary Name (a5 shown on Medicaid Card) First

Date of Birth: __ [ f_ immiddyyyy] Gender:

Change of e
Status (COS e

Licensed
Residential

Facility

nid
I'ItEl . 'or Unset or BEnter
"E” for Ex:ﬂ:-erhaﬁc-n Date {mm"j'm]
]

Medically Stable: __ rfes Mo Check if Active Adult Protective Services

Reason for Change in Condition Requiring Reassessment for Services:
Change in medical condition ge i i Change in beneficiary location affecting ability o perform ADLs
Hospitalization i L immiddiyyyy) Other

Briefly describe the change in condition and its impact on beneficiary’s need for assistance (required for all reasons):

Section C. Facility PCS Provider Information: (Complete if request submitted by Licensad Facility PCS Provider)
Facility' PCS Provider Mame: NPEE:
Medicaid Provider Mumber: Facility License Number, License Date,
Location:
Facility Type: Family Care Home  Adult Care Home LF-5600a  SLF-5600c _ Adult Care bed in Mursing Facility
Special Care Unit? _ Yes _ Mo (Selsct Yes if stand-adlone Special Cars Unit OR bed)
Facility Contact Mame:
Phone: | ] - Fax E-miail
Section D, Referring Practitioner Demoaraphics (Complets if request submitted by PCP or Attending MO}

Practitioner First Name: Last Name:

Contact Position:

Fax:




Change of Status (COS) Licensed Residential
Facility (DMA 3069)

M.C. Department of Health and Human Services — Divigion of Medical Assistance
PERSONAL CARE SERVICES
INDEPENDENT ASSESSMENT REQUEST FOR LICENSED FACILITY RESIDENT: CHANGE OF STATUS

Complete this form and send to The Carolinas Center for Medical Excellence [CCNIE) via fax at 877-272-1942 or mail:

CCME, ATTH: PCS Independent Assessment, 100 Regency Forest Drive, Eurte 1[!1.. Earl_f MC 2T518-8598.
For guestions, contact OCMWE at 800-228-3365 or PCoAszess = =L 1]

Requested By: FCP Atiending MD Licensed Facility PCS Provider BensficianyResponsible Party
Cither F Drher, Relationship to Beneficiany

Date of Request: i d imrmitddyyyy)
Section A Beneficiary hi

Medicaid 1D
Beneficiary Name (a= shown on Medicaid Card) First M Last
Date of Birth: { ! immi'ddyyyy] Gender: Elale I:IFemale Primary Language: _ English _Spanish _ Tther
Address: Cliiky
State: . Jp: Phone: |

Alternate Contact’Parent'Guardian (regured if beneficiary under 13) First: Last:

Relationship to Beneficiany: Phone: |




Change of Status (COS) Licensed Residential
Facility (DMA 3069)

Beneficary Medical History — List both the current medical diagnoses and ICD-9 codes that currently limit the benefidarny’s ability to

independently perform Activities of Daily Living [bathing, dressing, mobility, toileting, and eating], prepare meals and manage medications.

Medically Stable: =z Mo Check if Active Adult Protective Services

Reason for Change in Condition Requiring Reassessment for Services:
Change in medical condition Change in caregiver status Change in beneficiany location affecting ability to perfiorm ADLs
Hospitalization Discharge Date: i ! [mmdddhyyyy) Cther

Eriefly describe the change in condition and its impact on beneficiany’s need for assistance (required for all reasons):

All Change of Status requests will require the referring entity to
provide both the Medical Diagnosis and the ICD-9 Codes.



Change of Status (COS) Licensed Residential
Facility (DMA 3069)

Section C. Facility! PCS Prowider Information : (Cormplete if reguest submitted by Licensad Facility PCS Prowider)

Facility/ PCS Provider Mame: HPE:
Medicaid Provider Number: Facility License Number, License Date
Losc-ation:

Facility Type: Family Care Home — Adult Care Home — SLF-5600a  SLUF-5600c  Adult Care bed in Mursing Facility
Special Care Unit? _ Yes _ No (Select Yes if stand-alone Special Care Unit OF SCU bed)

Facility Contact Mame: Contact Position:

Phone: | 1 - Fam: | ] - E-miail:

Section 0. Referring Practitioner Demographics (Complete if request submitied by PCP or Attending MD.)

NP Fractitioner First Mame: Last Mame:
Practice Contact Name: Contact Position:
Phone: | ] Fam: |

D A-30649
Revised 38013




Change of
Status (COS
Home Care
Agency
(DMA 3042

MN.C. Department of Health and Human Services — Division of Medical Assistance
PERSONAL CARE SERVICES
INDEPEMDENT ASSESSMENT REQUEST FOR HOME CARE AGEMNCIES: CHANGE OF STATUS

Complete this form and send to The Carclinas Center for Medical Excellence (CCME) via fax at 877-272-1942 or mail:
CCME, ATTN: PC5 Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8598.
For questions, contact CCME at 800-228-3365 or PCSAssessmenti@thecarolinascenter.org.

Requested By: DF‘CF’ O#.tta\di ng MD O PCS Agency OEleneﬁtiar)r.'R»Ep-uniible Party
Date of Referral: {mmiddiyyyy)
Section A Beneficiary D "

Medicaid ID#:
Beneficiary Name (a5 shown on Medicaid Card) First:

Date of Birth: (mmiddiyyyy) Gender: Dl.lale (J)Female  Primary Language: OEninsho panishODlher

Address: City
State: dp: Phone: (
Alternate ContactParent/Guardian (required if beneficiary is under 13)First: Last

Relationship to Beneficiany”

Medically Stable: fes Check if Active Adult Protective Services
Reason for Change in Condition Requiring Reassessment for Services:

__ Change in medical condition __ Change in caregiver status
. Change in beneficary's location affecting ability to perform ADLs

__ Hospitalization Discharge Date: ! ! {mmiddlyyyy) _ Other
riefly describe the change in condition and its impact on beneficiary’s need for assistance (required for all reasons):

Last Mame:

Contact Position:

Same As Referring Practitioner: Y M: K yes, request s complete; submit to CCME
NPk Practitioner First Name:

Facility Contact Mame:




Change of Status (COS)
Home Care Agency - DMA 3042

H.C. Department of Health and Human Services — Division of Medical Assistance
PERSOHAL CARE SERVICES
INDEPEMDENT ASSESSMENT REQUEST FOR HOME CARE AGENCIES: CHAMNGE OF STATUS

Complete this form and send to The Carolinas Center for Medical Excellence [CCME) via fax at 877-272-1942 or mail:
CCME, ATTN: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8598,
For guestions, contact CCME at B00-228-3365 or PCSAssessment@thecarolinascenter.org.

Requested By: (LJFCFP m.ﬁ.ttml:ling Mo O PCS Agency (D Beneficiary/Responsible Party
Date of Referral: {rrmiddyyyy)

Section A Beneficiary [ hi

Medicaid I0#:
Beneficiary Mame (as shown on Medicaid Card) First: Ml Last:

Date of Birth: (mm'ddyyyy) Gender: {:] Male (OFemale Primary Language: OEI'I-E”Eh C] Spanish O other

Address: Clify:
State: Ap: Phone: [
Alternmate ContactParent/Guardian (required if beneficiany s under 13):First: Last

Relationship to Beneficiary: Phomne: |




Change of Status (COS)
Home Care Agency - DMA 3042

Medically Stable: fes Check if Active Adult Protective Services ||
Reason for Change in Condition Requiring Reassessment for Senvices:

] Change in medical conditon [ Change in caregiver status

] Change in benseficany's location affecting ability o perform ADLs

] Hospitalization Discharge Date: ! ! [ ddyryryy) [ oOther
Briefly describe the change in condition and its impact on beneficiary’s need for assistance (required for all reasons):

All Change of Status requests will require the referring entity
to provide both the Medical Diagnosis and the ICD-9 Codes.



Change of Status (COS)
Home Care Agency - DMA 3042

First HName: Last Mame:

Facility Contact Name: _ Contact Position:

Phone: | | - Fase:{____ }__ -

Section D. Pri Care Physician D hi

Same As Referring Practitioner: Ul M; If yes, request Is compiets; submit to CCME

NP k- Practitioner First Name: Last Name:
Facility Contact Name: Contact Position:

Phone: | |

— —

D A-3042
DEA1 1711 Rew 3313




When Should a Change of Status
(COS) be Submitted?

Change of Status Request should be submitted if
there has been a change in:

® The beneficiary’s health that affects their
ability to perform ADLSs

@ Caregiver status

® The location or environment that affects
ability to perform ADLs



/ Types of Processing Requests

Change of j
Provider

(COP) /




Required Forms to Submit Requests

Change of - Licensed Residential Facilities (DMA 3070)
Provider (COP) - Home Care Agencies (DMA 3043)

WhO Can - Primary Care Physician (PCP)
Su bm|t a - Physician Assistant
- Nurse Practitioner
Change Of - Attending Physician
Provider - Beneficiary

(COP)7 - Beneficiary’s responsible party




N.C. Department of Health and Human Services — Division of Medical Assistance
PERSOMAL CARE SERVICES [PCS)
REQUEST FOR CHANGE OF PROVIDER/ FACILITY TRANSFER FOR LICENSED FACILITY RESIDENT

Complete this form and send to The Carolinas Center for Medical Excellence [CCME) via fax at 877-272-1942 or mail:
CCME, ATTN: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary MC 27518-8598.
For questions, contact CCME at 800-228-3365 or PCSAssessmenti@thecarolinascenter.org.

Requested By: PCP | Attending MD Beneficiary Beneficiary's Responsible Party
Licensed facility provider (check only if beneficiary transfer fo a icenzed facilily iz planned or occurred)
Date of Request: ! i) (mm/ddfyyyy)

Section A. Beneficiary Demographics

Change of e

Beneficiary Mame (as shown on Medicaid Card) First: ME__ Last

Date of Birth: i 4 (mm/ddiyyyy] Gender: |  Male |  Female Primary Language: _ English | Spanish = Other

Provider (COP e — o

Alternate Contact/Parent'Guardian (required if beneficiary under 18 Last:

o r T r. a n S f e r Relationship to Bensficiary: Phone: (

fion B. Provider/Facility Information

Reason for ProvideriFacility Change (select one):

L]
L I C e I l S e d = Bensficiary choice O Curmrent agency/facility unable to continuing prowviding senices

O Other:

Status of PCS Services (select one):

L] L}
Re S I d e n t I aI _ DischargedTransfemed on r I = Scheduled for discharge/transfer on ! !

(mm/dd/yyyy) (mm/ddiyyyy)
Z Continue receiing sendces until established with a mew provider agency; no dischame/tansfer planned at this ime

F a C i I i t Beneficiary's Preferred Provider/Faeility (if known):
y Agency/Facility Mame:
Medicaid Provider Number: Facility License Numb
(DMA 3070) Lo
Facility Type: Family Care Home | Adult Care Home |__ SLF-5800a __SLF-5800c,  Adult Care bed in Nursing Facility

Special Care Unit? _ Yes Mo (Select Yes if stand-alone Special Care Unit O SCU bed)

Beneficiary's Alternate Preferred Provider/Facility (if known):

Agency/Facility Mame:
Medicaid Provider Number: Facility License Mumber

Locati

Facility Type: Family Care Home = Adult Care Home | SLF-5600a SLF-5800c tdult Care bed in Mursing Facility
Special Care Unit? = Yes Mo [Select Yes if stand-alone Special Care Unit OR SCU bed)

Section C. Contact Information for Questions about Change of Provider Request (if not Beneficiary or Alternate Contact listed
in Section Aj:

Contact Mame: Relationship to Beneficiary:
Phaone: (. . E-mail:

DMA-207D
121e2012




Change of Provider (COP) Licensed
Residential Facilities DMA 3070

M.C. Department of Health and Human Services — Divizion of Medical Azsistance
PERSOMAL CARE SERVICES (PCS)
REQUEST FOR CHANGE OF PROVIDER! FACILITY TRANSFER FOR LICENSED FACILITY RESIDENT

Complete this form and send to The Carolinas Center for Medical Excellence [CCME) via fax at 877-272-1942 or mail:
CCME, ATTN: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8598.

For questions, contact CCME at B00-228-3365 or PLCSAssessmenti@ thecarolinascenter.org.
Requested By: PCP Attending MD Beneficiary Beneficiary's Responsible Pary
Licensed facility provider (check only if beneficiary transfer fo 3 icenzed facilily iz planned or occurrad)
Date of Request: ! i) (mmSddfryyyl

Section A. Beneficiary Demographics
Medicaid ID#:

Beneficiary Mame [as shown on Medicaid Card) First: ME __ Last

Date of Birth: ____ 7/ [mmuddiyyyy] Gender:  Male |  Female Primary Language: | English | Spanish = Cher
Current Address: City:

County: State: Aip:

Alternate Contact/Parent'Guardian (required if beneficary under 18} First:

Relaticnship to Beneficiany:




Change of Provider (COP) Licensed
Residential Facilities DMA 3070

Section B. Provider/Facility Information

Reason for Provider/Facility Change (select onej:
T Beneficiany choics C Current agencyTacility unable to continuing prowding sendces
C Other:

Status of PCS Services (sebect one)

T DischargedTransfemed on / / C Scheduled for dischamgehransfer on ) !
(mam/ddfyyyy) (rmmJddiyyyy)

C Continue receiving sennces unlil established with a new prowsder agency; no dischargeitansier planmed at this time

Beneficiary's Preferred Provider/Fagility (if known]:
Agency’Facility Mame: Fhone: { i
Medicaid Provider HBumber: Facility License Numb-er License Date

Location:

Facility Type: Family Care Home| Adult Care Home | SLF-5600a __SLF-5600c|  Adult Care b=d in Mursing Facility
Special Care Unit? | Yes | No (Select Yes if stand-alone Spedial Care Unit OR SCU bed)

Beneficiary’s Alternate Prefemmed ProvideriFacility (if knowni:
AgencyFacility Name: Phone: | i
Medicaid Provider Number: Facility License Numb-er License Date

Loszatiomn:

Facility Type:| Family Care Home | Adult Care Home | SLF-5600a | SLF-5800c | 8dult Care b=d in Mursing Facility
Special Care Unit? | Yes  MNo (Select Yes if stand-alene Special Cars Unit OF SCU bed)




Change of Provider (COP) Licensed
Residential Facilities DMA 3070

Section C. Contact Information for Questions about Change of Provider Request (if not Beneficiary or Alternate Contact listed
in Section A):
Contact Name: Relationship to Beneficiary:

Phone: | ] - ] | ' - E-mail:

DMA-3070
12192012




N.C. Department of Health and Human Services — Division of Medical Assistance
PERSOMNAL CARE SERVICES (PCS)

Complete this form and send to The Carolinas Center for Medical Excellence [CCME) via fax at 877-272-1942 or mail:
CCME, ATTM: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8598.
For questions, contact CCME at 800-228-3365 or PCSAssessmenti@thecarolinascenter.org.

Requested By PCP Agtending MD Beneficiany Beneficary's Responsible Party
Date of Request ! ! {rremvddyyyyh

Section A Beneficiary D .
Medicaid ID#:

Change of R e——— B

Date of Birth: d | immiddiyyyy)  Gender: Male _ Female Primary Language:  English_ Spanish

[
Provider - o
County: State: Ap:
Alternate Contact/Parent/Guardian (required if Beneficiary under 18): First:

(COP) A ———

Section B Provider Informati

Home Care Reason for Provider Change:

| Benaficiary choice
Current agency unable to continuing providing senices
Oither:

Status of PCS Services:

] Discharged on 1§ (moiddiyyyy)
D M A 4 [ scheduled for dischargeon___(  (mmiddiyyy)
D Continue receiving sendces until established with a new provider agency; no discharge planned at this time

Beneficiary’s Preferred Provider (if kmown):
Agency Name:
Location:

Phone:

Agency Mame [Alternate):
Location:

Phone:

Section C. Contact Information for Questions about Change of Provider Request (if not Beneficiary or Alternate Contact listed
In Section A1

Contact Name: Relationship to Beneficiary:

Phone: | : E-mail

DMA-3043
DED11




Change of Provider (COP) Home Care
Agency DMA 3043

MN.C. Department of Health and Human Services — Division of Medical Assistance
PERSOMNAL CARE SERVICES (PCS)

BEQUEST FOR CHANGE OF PROVIDER FOR HOME CARE AGENCY BENEFICIARIES

Complete this form and send to The Carolinas Center for Medical Excellence (CCME) via fax at 877-272-1942 or mail:
CCME, ATTH: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8558.
For questions, contact CCME at 800-228-3365 or PCSAssessmenti@thecarolinascenter.org,

Requested By PCP Aitending MD Beneficiary Beneficary's Responsible Party
Date of Request { ) {rremfddyyy)

section A Beneficiary [ hi
Medicaid 10

Beneficiary Mame (as shown on Medicaid Card) First: ML __ Last

Diate of Birth: { i immiddiyyyy) Gender: Male  Female Primary Language:  English_ Spanish

Fddress: City:

County: State: L
Ahternate Contact’Parent'Guardian (requirad if Beneficiary under 18] First:

Relationship to Beneficiary.




Change of Provider (COP) Home Care
Agency DMA 3043

Section B. Provider Information

Reason for Provider Change:

[] Beneficiary chaice
Camment agency unable to continuing providing sendces
Cither:

Status of PCS Services:

Discharged on i [mmiddyyyy)
|:| Scheduled for dischange on ! { immiodiyyyy)

O continue receving sennces wntl established with a new provider agency: no discharge planned at his time

Beneficiary’s Preferred Provider (if kmnowm):
Agency Hame:
Location:

Phone: | | -

— —

Agency Mame |[Alternate):
Location:

Phone: | | -

— —




Change of Provider (COP) Home Care
Agency DMA 3043

Relationship to Beneficiany;

E-mail:




/Required Forms to Submit Requests

- Licensed Residential Facilities (DMA 3068)
Revised (3/8/2013) @ - Home Care Agencies (DMA 3041)

- Licensed Residential Facilities (DMA 3069)
- Home Care Agencies (DMA 3042)
Revised (3/8/201

Change of - Licensed Residential Facilities (DMA 3070)
Provider (COP) - Home Care Agencies (DMA 3043)




Locating Forms to Submit Requests

Revised 3/8/2013

Revised 3/8/2013

Change of
Provider (COP)

- Division of Medical Assistance Personal

Care Services (PCS) Webpage

- Carolina Center for Medical Excellence

(CCME) Personal Care Services (PCS)
Webpage

- Division of Medical Assistance Personal Care

Services (PCS) Webpage

- Carolina Center for Medical Excellence (CCME)

Personal Care Services (PCS) Webpage

-QiRePort Provider Interface*

- Division of Medical Assistance Personal Care

Services (PCS) Webpage

. Carolina Center for Medical Excellence

Personal Care Services (PCS) Webpage

- QiRePort Provider Interface*
- CCME Call Center




4
Locatingy SRt |

Division of Medical Assistance (DMA) Personal Care
Services Webpage - www.ncdhhs.gov/dma/pcs/pas.html

Carolina Center for Medical Excellence (CCME)Personal
Care Services webpage - www.thecarolinascenter.org/pcs

B




Locating Forms to Submit Requests:

DHHS Home | A-Z Site Map | Divisions | About Us | Contacts | En Espafiol

DMA Website

P search DHHS Wsearch DMA I o

NC Division of
Medical Assistance

NC _
FOR BENEFICIARIES FOR COUNTY STAFF For Providers STATISTICS AMD REPORTS

DMA HOME

¥ Medicaid Providers

A-Z Provider Topics
Calendars

Claims and Billing
Community Care (CCNC/CA)
Contacts for Providers
Enrollment

EPSDT and Health Check
Fee Schedules/Cost Reports
Forms

Fraud and Abuse

HIFAA

Library (bulletins, policies)
MNational Provider Identifier
Programs and Services

Seminars

DHHS = DMA =

Consolidated Personal Care Services (PCS)

EFFECTIVE DATE: January 1, 2013
The Consolidated Personal Care Services (PCS) program is a Medicaid State Plan benefit designed to

provide personal care services to individuals residing in a private living arrangement, or a residential facility
licensed by the State of North Carolina as an adult care home, or 3 combination home as defined in G.5.
131E-101({13).G.5. 131E-101{1a); or resides in a group home licensed under Chapter 122C of the General
Statutes and under 104 NCAC 27G .5601 as a supervised living facility for two or more adults whose
primary diagnosis is mental illness, a developmental disability, or substance abuse dependency.

Consolidated Personal Care Services (PCS) is available to individuals who has a medical condition,
disability, or cognitive impairment and demonstrates unmet needs for, at a minimum three of the five
qualifying activities of daily living (ADLs) with limited hands-on assistance; two ADLs, one of which
requires extensive assistance; or two ADLs, one of which requires assistance at the full dependence level.

The five qualifying ADLs are eating, dressing, bathing, toileting, and mobility.

PCS program eligibility is determined by an independent assessment conducted by the Division of Medical
Assistance or its designee; and shall be provided in accordance with an individualized plan of care.

ABOUT DMA

CONTACT DMA DMA Clinical Policy & Programs

Home and Community Care-Personal Care Services

Archived 1915 bfc Waiver Phone 919-855-4340

Content E-Mail: PCS_Program_Questions@dhhs.nc.gov




Locating Forms to Submit Requests:
DMA Website

QUICK LINKS ¥

Archived 1915 b/c Waiver Phone 9159-855-4340

Content E-Mail: PC5_Program_Questions@dhhs.nc.gov
Basic Medicaid Billing Guide

Clinical Coverage Policies and
Provider Manuals Important Links
DM& Contract Standardized PCS Clinical Palicy 3L
Training

Medicaid Bulletin
Proposed Medicaid Clinical
Coverage Policies

Related Sites

MH/DD/SAS Home Page

House Bill 950 Session Law 2012-142

M.C. Medicaid State Plan and Amendments

MNorth Carolina Medicaid State Plan Amendment {SPAY NC 12-013 - Personal Care Services
House Bill 5

Carclina Center for Medical Excellence [(CCME]

1915 State Plan Archives

Subscribe to received HPES Medicaid Alerts

Send PCS questions by email to CCME

QI Report Welcome Page

Additional Information

Expand All Items Below | Collapse Items Below

Frequently Asked Questions

Announcements

Training

Bulletins /

Forms

Archives




Locating Forms to Submit Requests:
CCME Website

News Room | Events | Careers | Login/Registration

The Carolinas Center

i Search |CCI"J'IE Medicare V| |Ent5r Keyvword(z) |\t)
for Medical Excellence

Who We Are Who We Serve What We Do My CCME

Home = What We Do = State Programs Management = Perzonal Care Services FontSize [l AJA| &

Home Care Agencies PMMW&IWM(PJ) S

Licensed Residential The North Carolina Division of Medical Assistance [DMA) has contracted with The Carolinas
Facilities

Center for Medical Excellence (CCME) to conduct Independent Assessments for Personal Care
Senices (PCS) for Medicaid recipients in Morth Carclina. Medicaid PCS for recipients in all settings -
including private residences and licensed adult care hames (ACH). family care hames, 56003 and
5600c supemvised living homes, and combination homes with ACH beds — will be provided under a

_ consolidated Clinical Coverage Policy 3L, PCS henefit.
PCS Important Links

Quéok Links

* HCA Announcements

* LRF Announcements

ShareThis




Locating Forms to Submit Requests:

The Carolinas Center
for Medical Excellence

CCME Website

HNews Room | Events | Careers | Login/Registration

Search |CCME Medicare Vl |E“tEFKE¥‘WUFdEE} |\:)

Who We Are Who We Serve What We Do My CCME

Home = VWhatWe Do = S5tate Programs Management = Personal Care Services = PCS Forms Font Size I: Al A A :| [E]

Home Care Agencies

Licensed Residential
Facilities

PCS Important Links

QM 2 inks

* Home Care Agencies

* Licensed Residential
Facilities

rcs Forms

This section contains forms pertaining to the PCS program only. Please visit cur Home Care

Agencies Forms page or Licensed Resident Facilities Forms page for specific forms

pertaining to each.

Hote: ou may need to download and install plug-ins on your computer in order to access and open certain files from
thiz page. Fres copies may be downloaded by viziting our Plug-Iln Downloads webpage. Decumentz on thiz page are

in POF format unles=s noted.

Change of Provider

Change of Status Request Form
Clinical Coverage Policy 3L
Electronic Plan of Care

MHew Referral

Provider Billing NHumber Update Form

Change of Provider

T Licensed Residential Facility Change of Provider (102 ke;

Form (DMA 3070} to request a change of provider or a facility transfer for a licensed residential facility
resident.

T Home Care Agency Change of Provider Form (82 KB}
Fillakle farm (DMA 3043) for current PCS beneficiaries to change their home care agency provider




Provider Resources

March 27, 2013 Medicaid PCS Webinar Follow up
Question & Answer Conference Call

o Wednesday, April 3, 2013 11:00am-12:00pm - For all
PCS providers

o Call in number and access code to participate are:

Conference Call Number: 1-866-409-2889
Code: 763-122-0923

52



© ProviderResources

Division of Medical Assistance (DMA)

* DMA Personal Care Services Webpage: http://www.ncdhhs.gov/dma/pcs/pas.html
* Home and Community Care Section: 919-855-4340
* Email: PCS_program_guestions@dhhs.nc.gov

Carolina Center for Medical Excellence (CCME)
* Personal Care Services webpage www.thecarolinascenter.org/pcs
* CCME Call Center: 1-800-228-3365 (Mon-Fri from 8- 5pm)
* Option 2 - Independent Assessment of PCS
* Option 3 - Personal Care Services Claims
* Email: PCSAssessment@thecarolinascenter.org

HP Enterprise Services (HPES)
* Toll Free: 1- 800-688-6696
* Option 3 - Provider Services

« Option 7 - PASRR /
53



http://www.ncdhhs.gov/dma/index.htm

