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SECTION

Intfroduction

Welcome! Respite Services for the Aged and Disabled Medicaid Waiver
program (AD Waiver) — provides assistance to persons who are aged or have
Department of Health & Human Services disabilities.

"Respite Care is temporary care of an aged adult or adult or child with disabilities
D H H S) to relieve the usual caregiver from continuous support and care responsioili-
ﬁ ties. Components of Respite Care Service are supervision, tasks related to the
individual’s physical needs, tasks related to the individual’s psychological needs,
and social/recreational activities.” (480 NAC 5-005.K)

Department of Health and Human Services (DHHS) - approved service providers
have an important role in the community. Providers of these services help persons
who are aged or have disabilities to have choices in how to live and where to live.

Some persons who are aged, or have disabilities, want to live in their own home or
apartment. However, their caregivers may need a break from continuously caring
for their loved ones. DHHS approved service providers can help these persons by
providing respite to the caregivers.

If approved as a DHHS service provider you or your agency would not be an
employee of the State. Rather, you are considered an “independent confractor” —
an individual or agency that contracts with the client o do certain tasks. Providers
are paid a reasonable rate by DHHS — on behalf of the client.

|

) Respite Services Provider 3
MS-13 (991277) 12/2015



SECTION

How to Become a Respite Service Provider
for DHHS

Working for a person who is aged or has disabilities is a serious responsibility. These
Department of Health & Human Services clients depend on their provider fo help them with their daily needs and safety. To

/ be approved by DHHS, a provider must:

D H HSJ 1. Agree to background checks, including:
NEB R AS KA < Criminal history

< Adult protective services registry

2 Child central registry

< Sex offender registry

2 License Information System

If services are going to be provided in your own home, background checks
must be completed on all household members.

2. Meet the standards listed in the Service Provider Agreement. The Services
Provider Agreement is a legally binding document describing the services you
are to provide, the maximum rate you are allowed, your responsibilities and
the responsibilities of Department staff.

3. Complete the provider enrollment process online via the Maximus portal. If you
do not have access to a computer please inform the “Resource Developer”
with whom you are working.

Resource Developers monitor service providers. A Resource Developer can be
found at a local DHHS office, an Area Agency on Aging, or a League of Human

Dignity office.

Every DHHS-approved service must meet “general standards.” These standards are

listed below. A Resource Developer will review the standards with the prospective

provider.

To be a DHHS-approved service provider, all providers must meet the following

general provider standards:

1. Follow all Nebraska Health and Human Services policies and procedures.

2. Accept payment as payment in full for the agreed upon service(s) unless the
client has been assigned a portion of the cost. Provider will not charge clients
any difference between the agreed upon rate and private pay rate.

3. Agrees not to provide services, if she/he is the legally responsible relative:
2 Spouse of a client
2 Parent of a minor child who is a client

Respite Services Provider 4
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SECTION

4. Not discriminate against any employee, applicant for employment, or
program participant because of race, age, color, religion, sex, handicap, or
national origin.

5. Retain financial and statistical records for six (6) years from the date of service

Department of Health & Human Services provision to support and document all claims.

| | | | / 6. Allow federal, state or local offices responsible for program administration
é or audit fo review service records. Inspections, reviews, and audits may be

N E B

R A S K A conducted on site.

7. Keep current any state or local license/certification required for service
provision.

8. Provide services as an “independent contractor,” if the provider is an individual,
recognizing that she/he is not an employee of DHHS or the State of Nebraska.

9. Agree and assure that any false claims (including claims submitted
electronically), statements, documents, or concealment of material fact may
be prosecuted under applicable state or federal laws.

10. Respect every client’s right to confidentiality and safeguard confidential
information. Understand if a client’s confidentiality is violated, the provider
agreement may be terminated immediately.

11. Understand and accept responsibility for the client’s safety and property.
12. Not transfer this agreement to any other entity or person.
13. Operate a drug free workplace.

14. Not use any federal funds received 1o influence agency or congressional staff.
(A Resource Developer can explain this).

15. Not engage in or have an ongoing history of, criminal activity that may be
harmful or endanger individuals for whom | provide services. This may include
a substantiated listing as a perpetrator on the child and/or adult central
reqistries of abuse and neglect, and/or the sex offender registries and the U.S.
Department of Health & Human Services Office of Inspector General’s List of
Excluded Individuals/Entities.

16. Allow Central Registry checks on himself/herself, family member if appropriate,
or if an agency, agree to allow DHHS staff to review agency policies regarding
hiring and reporting to ensure that appropriate procedures regarding abuse,
neglect, and law violations are in place.

17. Have the knowledge, experience, skills, and/or abilities necessary to perform
the fask(s) authorized.

18. Report changes 1o appropriate staff (e.g. the client’s Service Coordinator).
Reportable issues include informing the client and their Service Coordinator
if the provider is no longer able, or willing, to provide service or informing the

Service Coordinator of changes in the client’s well-being.
Respite Services Provider 5
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SECTION

19. Agree and assure any suspected abuse or neglect will be reported o law
enforcement and/or appropriate DHHS staff,

20. Be age 19 or older if an individual provider; or assure that agency staff who
assume the following roles are age 19 or older: director, administrator, agency

Department of Health & Human Services representative for signing legal documents, or provider of in-home client
D |_| H S / services.
ﬁ Respite providers must meet requirements

In addition to the general standards for all service providers, respite service has its
own requirements. Providers must certify:

1. Meet all the general provider requirements in 473 and 480 NAC, as explained
to me by the DHHS Representative.

2. Meet the Respite provider age requirements in 473 and 480 NAC to provide
Respite Care.

Have never been convicted of a crime.
Will never leave the client alone.

Will observe and report all changes to the caregiver and to the Case
Manager/Services Coordinator.

6. Wil prepare and serve any appropriate meals and/or snacks to comply with
the client’s dietary needs, as explained to me by the caregiver.

7. Am free of communicable disease, have the physical capability to provide
service, and am willing to provide a physician’s verification statement, if
requested by the DHHS representative.

Standards for Out-of-Home providers

I/my agency certify that the home/facility in which Respite Care will be provided
meets the following criteria:

1. The home/facility does not include household members/staff about whom a
report of adult abuse/neglect has been substantiated.

2. Ensure the facility or home is equipped to provide comfortable temperature
and ventilation conditions.

Tornado safety and fire evacuation plans have been developed.
An operable telephone is available,
Emergency phone numbers posted by the telephone.

AL S

The home/facility is accessible 1o the client, clean, in good repair, free from
hazards, and free of rodents and insects.

7. The toilet facilities are clean and in working order.

Respite Services Provider 6
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The cooking and eating areas and equipment are clean and in good repair.

The homey/facility is free from fire hazards such as exposed wiring, storage of
combuustibles near the furnace or water heater, and blocked exits.

10. The furnace, water heater, and any firearms, medications, and poisons
Department of Health & Human Services inaccessible to the client.

DHHS £

11. Any household pets have all necessary vaccinations current.

Respite agencies have additional standards
Agency providers must:

1. Employ respite staff based upon their qualifications, experience, and
demonstrated abilities.

2. Provide training to ensure that Respite staff is qualified to provide the
necessary level of care. Agree to make training plans available 1o the DHHS
representative,

3. Ensure adequate availability and quality of service.

If you are a respite service agency, as opposed to an “individual” service provider,
you must review the complete regulations on DHHS respite service providers. A
complete copy of these regulations are available, on-line, at the DHHS public
website.

You can find the regulations on Respite Service by clicking on Home and Commu-
nity-Based Waiver Services for Aged Persons or Adults or Children with Disabilities.

2 Title 480 -- Home and Community-Based Waiver Services and Optional
Targeted Case Management Services

Additionally, select applicable sections of the regulations are included in this
handbook.

Respite Services Provider 7
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Respite Services and Provider Responsibilities

Each client may need help with a different set of respite tasks. The client’s Services
Coordinator or the caregiver/parent will explain the specific tasks a provider would
do for each client. The services you provide may be a range of activities including
general supervision, personal assistance, specialized procedures, etc. The client’s

I—l S = Services Coordinator will authorize appropriate services for each client. Based on
R A S K A

Department of Health & Human Services

DH

N E

program guidelines and the assessed needs of the client, the potential services
include and are not limited to:

2 Supervision — Staying with the client for part of the day when she/he would
otherwise be alone and performing non-medical activities which are
necessary for the safety and comfort of the client

2 Specialized Procedures — Performing tasks such as insertion and care of
catheters, irrigation of any body cavity, application of dressings involving
prescription medication and sterile techniques, giving injections info veins,
muscles or skin, filling insulin syringes, administration of oxygen, or other health
maintenance activities covered by the Nebraska Nurse Practice Act (Neb
Rev. Stat. §71-1, 132.30) ONLY when under the direction of a competent adult
client or the direction of a caregiver of an incompetent adult.

2 Social/Recreational Activities — Taking the individual to social or recreational
activities while the parents/caregiver stay at home or take care of the needs of
other household memlbers or themselves.

The ‘Service Authorization’

For DHHS to pay an approved provider for a service, a Service Coordinator must
first “authorize” the provider to do the service. A current, written service authorization
for each client is required in order 1o be paid to provide services. It will state what
type and how much service a provider is authorized to provide. Don't start providing
service until a written service authorization is in-hand! Be sure the services provided
are within the authorization dates.

Can an individual provider ‘subcontract’ a service
authorization?

No. Only the person who passed the background checks and signed the Service
Provider Agreement can provide service under this agreement. A provider cannot
pay someone else to provide the contfracted service in their place.

Respite Services Provider 8
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DHHS £

———
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SECTION

Billing DHHS for Services

What rate are DHHS-approved respite providers paid?

Rates may be by the hour or day. DHHS Central Office sets maximum respite rates,
based upon available funding.

How are providers paid?
A Resource Developer will explain how to bill for services. Basically:

1. Record services provided—dates, times, and fasks performed—on a form pro-
vided by the Resource Developer. Submit a separate time sheet for each client,

The client must also sign that services billed were performed.

The billing document is submitted along with the time sheet. The Resource
Developer will provide information on where to subbmit it.

4. Designated staff will check the billing to assure there are no errors, and process
it for payment,

5. When the billing is approved, it is then forwarded to the claims center for final
processing. Payment is made after final processing is completed. Payment is
made through the method you choose during provider enroliment.

6. A payment takes about 15 days from when the local office receives it
Billing should be submitted only after the service is provided and within 90 days.

As part of agreeing to become a Respite provider, providers understand they
cannot submit billing for days they or the client spend in a hospital, nursing facility,
rehabilitation, or correctional facility. Additionally, providers understand they are
not to bill for fime they did not work with/for the client. Any such aftempt to bill

for payment may be considered fraud and is subject to prosecution and/or civil
monetary damages.

Does DHHS withhold Social Security tax?

Social security taxes are withheld based upon provider type. DHHS withholds Social
Security taxes (Federal Insurance Contribution Act, FICA) from provider payments
in some situations. The employee’s share of Social Security tax is withheld from
provider payments only when in-home service is provided by an individual not
associated with an agency.

DHHS acts on behalf of the client as an agent to withhold the mandatory taxes
from some provider’s earnings and pays the client’s matching share to the Internal
Revenue Service (IRS). DHHS withholds the tax from affected providers. If the
provider’s earnings do not reach the mandatory annual amount, the amount that
has been withheld is refunded to the provider.

Respite Services Provider 9



SECTION

Department of Health & Human Services

DHHS £

Terms and Conditions
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Will | have to keep records?

Yes. As a DHHS-approved service provider copies of the following materials must be
retained for six years:

Service Provider Agreement with DHHS.

1. Copies of time sheets and billings that support what services were provided, for
each client served.

All correspondence from DHHS regarding this service or specific clients.

Respite Services Provider 10
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Service Provider Rights and Responsibilities

Service provider rights and responsibilities

Depariment of Health & Human Services DHHS-approved service providers have certain rights and responsibilities,

/ depending on the program. For example, providers of AD Waiver services are
DHHS 4
N E B R A S K A

Medicaid providers and have the following rights and responsibilities:

1. The responsibility to maintain compliance with all applicable provider
standards and to report any changes that may effect this compliance;

The right to have provider standards correctly and consistently applied:;

The responsibility to provide correct and current information about the Social
Security number or federal identification number;

4. The right and responsibility to inform Services Coordination or Resource
Development staff when there is a change in the client’s situation which may
require a change in the client’s Plan;

The responsibility to provide quality services;

The responsibility to treat the client with respect, to be dependable, and
to schedule service delivery with the client and to notify the client of any
changes;

The right to receive information needed to do the job;
The responsibility to keep client-specific information confidential,

The responsibility to provide services according o the authorization provided
by the client’s Services Coordinator and to bill only for services authorized and
provided.

10. The right to receive notice when service authorization will end before the
originally-stated end date.

11. The right to complain or to file an appeal if the provider agreement is denied
\ or terminated.

What if changes need to occur to the service provider
agreement?

A provider and Resource Developer must sign and date a modification to the
agreement or a written amendment to change the existing service agreement to:

1. Add a service; or
2. Change a rafe.

Respite Services Provider 11
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What if changes to provider information occur after
signing up to provide services?

Providers must report changes in their personal information via the Maximus portal.
Changes, such as an address change which does not affect the service location,

Department of Heatth & Human Services change in provider name, FID number, or Social Security number should be
D I_l updated as soon as the change and any required supporting documentation e.g.
B

I_M court order showing name change, has been received.
N E R A S K A

Where can regulations governing Respite be found?

If you want to learn more about being a DHHS service provider, you can read the
complete regulations on-line. You can find the complete regulations on Respite
Service by clicking on Home and Community-Based Waiver Services for Aged
Persons or Adults or Children with Disabilities.

2 Title 480 -- Home and Community-Based Waiver Services and Optional
Targeted Case Management Services

Additionally, select applicable sections are included in this provider handbook.

Respite Services Provider 12
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ATTACHMENT A

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PO BOX 98833
LINCOLN NE 685090-8933
: Case Name - CLIENT"S NAME
Department of Health & Human Services CONTACT - SC NAME
Phone Number - (402)111-0000
Toll Free Number - (877)213-4754
/ Fax Number - (402)111-1111
R Date of Notice - 06-20-2014
N E B R A S K A Mail Date - 06-21-2014
PROVIDER, INC
0000 HUSKER DR
LINCOLN NE 68500
PROVIDER AUTHORIZATION UPDATE
Waiver Aged and Disabled
UPDATED ON 06-20-2014 AT 10:062m
PROVIDER INC
Provider Telephone - (402)000-0000 Provider ID: 22222222

On behalf of the client named below, the Department of Health and Human Services authorizes you to provide the service
indizatad below. This document authorizes you to provide and bill for the listed service in accordance with the units of
service, the rate of charge and the authorization period stated. In providing authorized services you accept responsibility
and liability for injury to client(s) or damage to clients’ property resulting from negligence by you or your employees in the
provision of services. All billings must be received by the Department within ninety (90) days of service provision.

CLIENT'S NAME
1234 ANY STREET Case Number; 12345678
LINCOLN NE 00000 Telephone: (402)222-2222
Authorized Service: RESPITE
Service Code: 00001113

ized Cli Client ID Sacisatica
CLIENT'S NAME 12345678 00000000

216.00 Hours

8.710 peg hour effective 07-01-2014

RESPITE CARE AUTHORIZED WHILE USUAL CAREGIVER HAS TIME AWAY FROM CARE DUTIES FOR MEDICAL
APPOINTMENTS, SHOPPING, PERSONAL ACTIVITIES (INCLUDING ILLNESS OR SLEEP) OR FAMILY
RESPONSIBILITIES.

CARE IS AN AVERAGE OF 18 HRS A MONTH. PLEASE BILL MONTHLY |

Respite Services Provider 14
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SECTION

ATTACHMENT E

Deporimentof Heolf & Human Servies—— Djvision of Medicaid and Long-Term Care Medicaid & Long-Term Care Use Only
DHHS Nebraska Service Provider Agreement Vedicald ID #
NEsras «a Provider Addendum N-Focus ID #

Provider Identification

Provider Name Date of Birth

H |

Social Security Number FTIN

Gen

eral Provider Requirements

By signing this agreement, the service provider agrees to:

1.
2.

3.

6
7.
8
9.
10.
11.

12.

Keep current any state or local license/certification required for service provision.

Not provide services if s/he is the legally responsible relative (i.e., spouse of client or parent of minor child who
is a client).

Not use any federal funds received to influence agency or congressional staff.

. Not engage in or have an ongoing history of criminal activity that may be harmful or may endanger individuals for

whom s/he provides services. This may include a substantiated listing as a perpetrator on the child and/or adult
central registries of abuse and neglect, and/or the sex offender registries and the U.S. Department of Health &
Human Services Office of Inspector General's List of Excluded Individuals/Entities.

. Allow Central Registry checks on himself/herself, family member if appropriate, or if an agency, agree to allow the

Department staff to review agency policies regarding hiring and reporting to ensure that appropriate procedures
regarding abuse, neglect, and law violations are in place.

. Have the knowledge, experience, and/or skills necessary to perform the task(s).

Submit billing documents after service is provided and within six months from date of service.

. Assure that the rate negotiated or charged does not exceed the amount charged to private payers; bill only for

services which are authorized and actually provided.

Respect every client's right to confidentiality and safeguard confidential information.

Understand and accept responsibility for the client's safety and property.

Report changes to appropriate Department staff (e.g., no longer able/willing to provide service, changes in client
function).

Agree and assure that any suspected abuse or neglect will be reported to law enforcement and/or appropriate
Department staff.

Service Provision

Service Code Service Maximum Rate Frequency

The party requesting a change in the above terms must notify the other party at least thirty (30) days before the date the proposed change is to be
implemented, except for rate changes due to minimum wage changes, rates regulated by governmental agencies, or other changes required by law.

Attach

documentation of basic or specialized status of Medicaid Personal Assistance Service Provider.

Comments

Signatures and Dates
| certify that | have read and understand the standards as stated and referenced above and agree to comply with all the terms of this Agreement.

Provider/Agency Representative Signature Date
Parent or Legal Guardian Signature (If required) Date
Signature of Authorized Representative - Nebraska Department of Health and Human Services Date
BE= MC-190 (09023) Revised 8/13
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ATTACHMENT F

REV. JUNE 8, 1998 NEBRASKA HHS FINANCE H & CB SERVICES
MANUAL LETTER # 32-98 AND SUPPORT MANUAL 480 NAC 5-001
D fHealth & H Servi TITLE 480
eparment o Fealih & Fuman Jervices HOME AND COMMUNITY-BASED WAIVER SERVICES
D | | | | S FOR AGED PERSONS OR ADULTS OR CHILDREN WITH DISABILITIES
_ Chapter 5 Home and Community-Based Waiver Services for Aged Persons or Adults or Children
N E B R A S K A With Disabilities

5-001 INTRODUCTION

A. GENERAL INTRODUCTION

Home and community-based waiver services offer eligible persons a choice between entering
a Nursing Facility (NF) or receiving supportive services in their homes. Medicaid funding
through the Nebraska Medical Assistance Program (NMAP) is used to fund either service
option. The average cost of waiver services funded by Medicaid must not exceed the average
cost to Medicaid for NF services.

To be eligible for support through this "Aged and Disabled Waiver," a potential client must meet
the following general criteria:

1. Have care needs equal to those of Medicaid-funded residents in Nursing Facilities;

2. Be eligible for Medicaid; and

3.  Work with the services coordinator to develop an outcome-based, cost effective service
plan.

B. PHILOSOPHICAL BASE

Waiver services build on client/family strengths and are intended to strengthen and support
informal and formal services already in place to meet the needs of the client and are not
intended to replace them.

Waiver services utilize a self-directed services philosophy and vision that holds that each client
has the right and responsibility to participate to the greatest extent possible in the development
and implementation of his’her service plan.

The services coordinator and the client together shall identify appropriate levels of services
coordination by considering risk factors or capacity to direct their own services. The services
coordination levels include:

! Self-Directed Services Coordination
! Supportive Services Coordination
! Comprehensive Services Coordination

Respite Services Provider 19
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ATTACHMENT F

REV. JUNE 8, 1998 NEBRASKA HHS FINANCE H & CB SERVICES
MANUAL LETTER # 32-98 AND SUPPORT MANUAL 480 NAC 5-001.B

Elements in the following areas shall be considered io determine the level of services

Deporiment of Healh & Human Services coordination both initially and as service levels change:

D H H S } 1. Determination of strengths, priorities, and resources.
I = 2. Planning for services.
N E B R A S K A 3. Connecting with needed services.
4. Advocacy.
5.  Monitoring.

5. CONNECTING/LINKING NEEDED SERVICES
PURPOSE: To translate the plan of services and supports into action.
To locate or develop resources to address identified service gaps.
To identify and promote an effective/optimum use of community resources.

The services coordinator shall prior authorize waiver services for up to a 12-month period,
based on the plan of services and supports and the results of ongoing monitoring
activities. Waiver services may not be authorized until the client's Medicaid eligibility has
been determined and the waiver consent form has been signed.

The services coordinator shall provide a written description to the provider, clearly defining
the parameters of service delivery. This must include at least the amount and frequency
of service provision, specific service components authorized, and any applicable time
limitations. Any applicable conditions or limitations relate solely to the eligibility of the
waiver client and program policies and do not constitute an effort to directly control
contract performance by the provider.

C. NOTIFYING OF ADVERSE DECISIONS

3.  Provider Notice

When a waiver client's services are being changed or terminated, the services coordinator
shall provide written notice to the provider of the change in service provision or
termination of payment for waiver services.

No provider notice is issued when service ends at the end of the service authorization
period.
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ATTACHMENT F

REV. JUNE 8, 1998 NEBRASKA HHS FINANCE H & CB SERVICES
MANUAL LETTER # 32-08 AND SUPPORT MANUAL 480 NAC 5-005

5-005 WAIVER SERVICES

Department of Health & Human Services

Medicaid services available to persons eligible for this home and community-based waiver program
are:

DHHS 4

K A

Adult Day Health Care;

Assisted Living Service,

Assistive Technology and Supports;
Child Care for Children with Disabilities;
Home Care/Chore;

Home-Delivered Meals;

Home Madifications;

Independence Skills Management;
Nutntion Services;

Personal Emergency Response System;
Respite Care; and

Transpaortation.

RESPITE CARE

FRETIOMMOO® R

=

1. Description

Respite Care is temporary care of an aged adult or adult or child with disabilities to relieve
the usual caregiver from continuous support and care responsibilities. Components of
respite care service are supervision, tasks related to the individual's physical needs, tasks
related to the individual's psychological needs, and socialrecreational activities.

Respite care may be provided in the individual's home or out of the home. If respite is
provided by a hospital or other facility, the individual is not considered a facility resident.

The need for this service must be reflected in one or more assessment areas of the
client’s plan of services and supports.
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ATTACHMENT F

2. Respite Care definitions

In-Home Care or Services: Care or services provided in the client's home.

Department of Health & Human Services Out-of-Home Care or Service: Care or services provided in a home or facility where the

/ client does not reside.
DHHS 4
N E B R A S

K A

Usual Caregiver: A person who resides with the client and is available on a 24-hour per
day basis to assume responsibility for the care and supervision of the client. This may
include a caregiver who is employed outside the home if s/he retains "on-call”
responsibility while away from the client.

3. Respite Care conditions of provision
Respite Care may be authorized for one or more of the following situations:

a. An emergency or crisis arises which -
(1) Requires the usual caregiver's absence; or
(2) Places an unusual amount of stress on the usual caregiver,
b. The usual caregiver requires health services (e.g., dental care, doctor appointments,
hospitalization, temporary incapacity of caregiver);
¢.  The usual caregiver needs relief for regular, prescheduled, personal activities (e.g.,
religious services, grocery shopping, or club meetings);
d. The usual caregiver requires irregular periods of "time out” for rest and relaxation; or
e. Usual caregiver vacations.

Respite care may not be used to allow the usual caregiver to accept or maintain
employment or pursue a course of study designed to fit him/her for paid employment or
professional advancement. (See instead Child Care for Children with Disabilities, 480
NAC 5-005.B.)
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ATTACHMENT F

Respite Care for a Live-in Housekeeper: Respite care may be used to relieve a live-in
housekeeper. However, if respite care is provided for a full day, no live-in housekeeper
payment may be approved for that day. Respite care paid for a portion of a day will not
change that day's live-in housekeeper rate.

Department of Health & Human Services

4. Respite Care standards

D H H S/ A provider may be an individual or agency. HHS annually contracts with providers of
m respite care to ensure that all applicable federal, state, and local laws and regulations are
met.

Respite providers must agree never to leave the client alone while providing the service.

Respite providers shall obtain adequate information on the medical and personal needs of
each client. The provider shall observe and report all changes to the services coordinator.

Agency provider standards
Each agency provider shall —

a. Employ respite care staff based upon their qualifications, experience, and
demonstrated abilities;

b. Provide training to ensure that respite staff are qualified to provide the necessary level
of care. Agree to make training plans available to the Department; and

¢. Ensure adequate availability and quality of service.

Respite Services Provider 23
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Out-of home provider standards

If respite care is to be provided outside of the client's home, the provider must -

Depariment of Health & Human Services a. Ensure that the facility or home is architecturally designed to accommodate the
needs of the clients being served;
D I_l I_l / b. Have available an operable telephone;
- ¢. Post emergency phone numbers by the telephone;
———— — d. Ensure that the home/facility is accessible to the client, clean, in good repair, free
AEW RS A from hazards, and free of rodents and insects;
e. Ensure that the facility or home is equipped to provide comfortable temperature and
ventilation conditions;
f.  Ensure that toilet facilities are clean and in working order;
g. Ensure that the eating areas and equipment are clean and in good repair,
h. Ensure that the home/facility is free from fire hazards;
I

Ensure that the furnace and water heater and any firearms, medications, and
poisons are inaccessible to the client; and
J.  Ensure that any household pets have all necessary vaccinations.

5. Respite Care rates

Respite Care rates shall be established by HHS central office. This established rate may
change annually. Frequency of service is hourly and/or daily.

The rate for Respite Care may include the cost of three full meals per day only when
respite care is provided on a 24-hour basis in a facility that is not a private residence.
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REV. DECEMBER 9, 2014 NEBRASKA DEPARTMENT OF H & CB SERVICES
MANUAL LETTER #80-2014 HEALTH AND HUMAN SERVICES 480 NAC 5-006 (10f2)

5-006 GENERAL PROVIDER STANDARDS

Department of Health & Human Services
GENERAL STANDARDS FOR ALL WAIVER PROVIDERS: All home and community-based
) services (HCBS) waiver providers are Medicaid providers (see 471 NAC 2-000). All HCBS waiver

-

N E B R A § K A

providers shall meet the following general provider standards:

1. Follow all applicable Nebraska Health and Human Services policies and procedures (Nebraska
Administrative Code Titles 465, 471, 473, 474, and 480).
a. Bill only for services which are authorized and actually provided.
b. Submit billing documents after service is provided and within 90 days.

2. Accept payment as payment in full for the agreed upon service(s) unless the client has been assigned
a portion of the cost. Provider will not charge clients any difference between the agreed upon rate and
private pay rate.

3. Agrees not to provide services, if s/he is the legally responsible relative (i.e., spouse of client or parent
of minor child who is a client).

4. Not discriminate against any employee, applicant for employment, or program participant or applicant

because of race, age, color, religion, sex, handicap, or national origin, in accordance with 45 CFR Parts
80, 84, 90; and 41 CFR Part 60.

5. Retain financial and statistical records for four years from date of service provision to support and
document all claims,

6. Allow federal, state, or local offices responsible for program administration or audit to review service
records, in accordance with 45 CFR 74.20 - 74.24; and 42 CFR 431.107. Inspections, reviews, and
audits may be conducted on site.

T, Keep current any state or local license/certification required for service provision.

8. Provide services as an independent contractor, if the provider is an individual, recognizing that s/he is
not an employee of the Department or of the State.

9. Agree and assure that any false claims (including claims submitted electronically), statements,
documents, or concealment of material fact may be prosecuted under applicable state or federal laws
(42 CFR 455.18).

10. Respect every client's rnight to confidentiality and safeguard confidential information.

1. Understand and accept responsibility for the client's safety and property.

12 Not transfer this agreement to any other entity or person.

13. Operate a drug-free workplace.

14. Not use any federal funds received to influence agency or congressional staff.

15. Not engage in or have an ongoing history of criminal activity that may be harmful or may endanger
individuals for whom s/he provides services. This may include a substantiated listing as a perpetrator on
the child and/or adult central registries of abuse and neglect.

16. Allow Central Registry checks on himself/herself, family member if appropnate, or if an agency, agree
to allow Department of Health and Human Services staff to review agency policies regarding hiring and
reporting to ensure that appropriate procedures regarding abuse, neglect, and law violations are in place.

17. Have the knowledge, experience, and/or skills necessary to perform the task(s).

18. Report changes to appropriate Department staff (e.g., no longer able/willing to provide service,
changes in client function).

19. Agree and assure that any suspected abuse or neglect will be reported to law enforcement and/or
appropriate HHS staff.

20. Be age 19 or older if an individual provider; or assure that agency staff who assume the following
roles_are age 19 or older: director, administrator, agency representative for signing legal documents, or
provider of in-home client services.
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REV. JUNE 8, 1998 NEBRASKA HHS FINANCE H & CB SERVICES
MANUAL LETTER # 32-98 AND SUPPORT MANUAL 480 NAC 5-006 (20f2)

Reports of Abuse or Neglect: If the provider is an agency, HHS staff shall review agency
policies regarding hiring and reporting to ensure that appropriate procedures regarding abuse
or neglect are in place.

Department of Health & Human Services

D H __ If the provider is an individual, HHS staff shall check the Central Registries to determine if any
N E B R A S K A substantiated reports of abuse or neglect by the provider exist. If the provider provides
services in his/her own home, HHS staff shall also check the Central Registries to determine if
any substantiated reports of abuse or neglect by household members exist. If a report of
abuse or neglect has been substantiated, HHS staff shall not contract with the individual
provider.

If a report of abuse or neglect concerning a current waiver provider (or household member) as
perpetrator is substantiated, staff shall immediately terminate the provider contract and notify
the services coordinator.

Reports of Convictions, Unacceptable Behaviors: Before approval, the provider shall provide a
statement to HHS staff, giving information concerning any felony and/or misdemeanor arrests
and convictions and pending criminal charges. Any other adult regularly present in the home
must also provide such a statement if services will be provided in the provider's home. These
statements must be signed and dated.

If additional information is needed to determine whether the provider meets this standard (e g,
the statement shows a questionable history or the staff has reason to question the validity of
the statement), HHS staff shall obtain a release of information and request information
available from law enforcement. Releases must also be obtained from household members,
as applicable. Refusal to sign a release of information is grounds for immediate denial or
termination of provider approval.

No provider approval will be issued or remain in effect if there is a conviction for, admission of,
or substantial evidence of crimes against a child or vulnerable adult, crimes involving
intentional bodily harm, crimes involving the illegal use of a controlled substance, or crimes
involving moral turpitude on the part of the provider or any other household members. The
provider and household members shall not engage in or have a history of behavior injurious to
or which may endanger the health or morals of the client.
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JUNE 8, 1998 NEBRASKA HHS FINANCE H & CB SERVICES
MANUAL LETTER # 32-98 AND SUPPORT MANUAL 480 NAC 5-007

5-007 PROVIDER APPROVAL PROCESS

Designated HHS staff use the following policies and procedures when evaluating and approving
providers of waiver services.

A. DEFINITIONS

Aagency Provider: Providers who have one or more employees or will be subcontracting any
one or part of the service(s) for which they are requesting approval.

Individual Provider: Providers who have no employees and will not normally be subcontracting
any service(s) for which they are requesting approval. Individual providers are independent
contractors and not employees of HHS or the State of Nebraska. (For the purpose of FICA
withholding, the provider is considered an employee of the client.)

Provider Identification Number: A nine-digit federal identification (FID) number or a nine-digit
Social Security number (SSN).

Service Provider Agreement: A legally binding document which may include an addendum and
all applicable provider checklists, describing the service(s) to be provided, and the maximum
rate(s) allowed for each provider. The responsibilities of the provider and of HHS are stated in
the agreement.

Subcontracting: Occurs when a service provider pays someone other than an employee to
provide the contracted service.

B. EVALUATING A POTENTIAL PROVIDER
HHS staff shall conduct an in-person interview with each potential provider.
If the provider does not meet standards at the time of the initial visit or interview, but is willing to
correct the deficiency within a reasonable period of time, staff shall continue the evaluation
process when proof of compliance is received.

All waiver providers must have a Social Security number or FID number, whichever is
appropriate, and provide it to HHS before contracting.

Conflict of Interest: No employee of HHS or its subdivisions may be approved as a service
provider if s’/he is in a position to influence his/fher own approval or utilization.

HHS Staff Relatives as Providers: HHS staff shall not approve, reapprove, evaluate, or
negotiate provider agreements with, or authorize service provision from, providers to whom
they are related. In situations where a HHS staff person's relative is the only resource, staff
shall obtain approval from the Service Area Administrator or designee.

Client Relatives as Providers: Legally responsible relatives (i.e., spouses of clients or parents
of minor children who are clients) shall not be approved as service providers for their relatives.
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JUNE 8, 1998 NEBRASKA HHS FINANCE H & CB SERVICES
MANUAL LETTER # 32-98 AND SUPPORT MANUAL 480 NAC 5-007.C

C. DENYING A POTENTIAL PROVIDER

Department of Health & Human Services
Denial of Application: If HHS staff determine that the potential provider does not comply with
D H H S) all the provider standards for the service(s) to be provided, s/he shall -
,44
—— |
N E B R A S K A

1.  Document the regulation(s) on which the denial is based and the reason(s) why the
potential provider does not comply with the cited regulations; and
2. Send a letter of notice to the potential provider including -

a. Explanation of the reasons for HHS's determination that the potential provider does
not comply with the cited regulations, or that HHS and the potential provider have
failed to agree on contracting issues;

b.  Citation of the regulations on which the denial was based; and

¢ Notification of the potential provider's right to appeal HHS's decision/action.

Voluntary Withdrawal: Written notice to the potential provider is not required if s/he voluntarily
withdraws from the evaluation process.

D. COMPLETING A PROVIDER AGREEMENT

When a potential provider has met all necessary requirements, HHS staff shall complete a
Services Provider Agreement. Staff shall explain that monitoring visits will oceur.

If the provider is a non-emancipated minor, the signature of his/her parent or legal guardian
must be obtained on the provider agreement.

Agreement Policies: The following policies govern service provider agreements:

1. Each provider must have a service provider agreement in effect before service can be
authorized for purchased;

2. Resource development staff shall evaluate and approve or disapprove all service
providers located within the office’s jurisdiction;

3. Service provider agreements are effective up to 12 months, are never back-dated, and
must be agreed upon and signed by all parties on or before the effective date; and

4. Changes in service provider agreementis require agreement and new signatures of the
contract. Address changes which do not affect the service location must be reported to
HHS staff and do not require a new agreement.

Monitoring: Staff assigned services coordination or resource development responsibilities shall
provide ongoing monitoring of the quality of services provision. Staff monitoring must also be
done any time there is reason to believe a provider is not fulfilling his/her responsibilities. Staff
shall report any suspected abuse or neglect to law enforcement and/or the appropriate HHS
staff.
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JUNE 8, 1998 NEBRASKA HHS FINANCE H & CB SERVICES
MANUAL LETTER # 32-98 AND SUPPORT MANUAL 480 NAC 5-007.E

E. NOTIFYING OF PROVIDER TERMINATION

Either HHS or the provider may terminate an agreement by giving at least 30 days advance
written notice. The 30-day requirement may be waived in case of emergencies such as iliness,
death, injury, or fire. If the provider violates or breaches any of the provisions of the Service
Provider Agreement, then the agreement may be terminated immediately at the election of
HHS.

When an agreement is to be terminated by HHS, staff shall -

1.  Document the reason(s) for the termination and provide written notice.
2. Provide written notice which includes:
a. Explanation of the reasons for the termination;
b. Citation of the regulations on which the termination was based; and
c. Notification of the provider's right to appeal HHS's decision/action.

Resource development staff shall notify services coordination staff of the provider termination.
F. APPEALING DECISION/ACTIONS

A provider of waiver services has the right to appeal any decision/action that has a direct

adverse effect on the provider (see 471 NAC 2-003). Hearnngs are scheduled and conducted

according to the procedure in 465 NAC 2-001.02 and 6-000.

5-008 PROVIDER AGREEMENT RENEWAL

HHS staff shall use established standards to re-evaluate each service provider before the expiration
of a provider agreement. Provider agreements must be renewed based on the same procedures
used for initial approval, including conducting an in-person interview and completing provider
checklists.

5-009 RESOURCE DEVELOPMENT DOCUMENTATION

Resource development documentation shall be maintained for each provider, and retained for four
years. Documentation must include:

Provider agreements, addendums, and checklists;

Verification of Central Registry checks;

Felony and/or misdemeanor statements;

Written notices to, and other communication with, the provider;

Activities related to services delivery monitoring;

Narrative documentation (e.g., resource development staff decisions and actions; and
other factual, relevant information); and

Billing and payment records.

e L U
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5-010 PROVIDER SOCIAL SECURITY TAX WITHHOLDING

Affected Providers: In some situations, HHS withholds Social Security taxes (Federal
Insurance Contribution Act, FICA) from provider payments. The employee's share of Social
Security tax is withheld from provider payments only when in-home service is provided by an
individual not affiliated with an agency. HHS, upon receiving a signed "Employer Appointment
of Agent,” acts on behalf of clients who receive in-home services to withhold mandatory FICA
taxes from individual providers and pays the client's matching tax share to the Intemnal
Revenue Service (IRS).

Eamings Taxed for Social Security: Affected providers are subject to Social Security tax
payment for each calendar year in which they are paid a federally determined amount or more
for services provided to one client. (For example, for calendar year 1995 the base amount was
$1,000 paid for FICA-covered services per client.) HHS shall withhold this tax from all
payments to affected providers. If a provider's earnings do not reach this annual amount for
FICA services per client, the amount withheld for that vear is refunded.

Social Security Tax Rates: HHS remits to the IRS an amount equal to the current Social
Security tax rate for specified "in-home" services. Half of this amount is withheld from the
provider as the employee's share; the other half is provided by HHS on behalf of the client

employer.
5-011 PROVIDER RECORD KEEPING
Providers of waiver services must retain for four years the following material:

Documentation which supports provision of services to each client served under the waiver;
Any other documentation determined necessary by HHS to support selection and provision ol
services under a plan of services and supports;

Financial information necessary to allow for an independent audit under the waiver,
Documentation which supports requests for payment under the waiver; and

Provider agreements with HHS.

DEERERC S0y =
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REV. JULY 11, 2009 NEBRASKA DEPARTMENT OF NMAP SERVICES
MANUAL LETTER # 56-2009 HEALTH AND HUMAN SERVICES 471 NAC 1-000
TITLE 471

NEBRASKA MEDICAL ASSISTANCE PROGRAM SERVICES

CHAPTER 1-000 ADMINISTRATION

1-001 Introduction: This title addresses services provided under the Nebraska Medical Assistance
Program (also known as Nebraska Medicaid).

1-001.01 Legal Basis: The Nebraska Medical Assistance Program (NMAP) was established under
Title XIX of the Social Security Act. The Nebraska Legislature established the program for
Nebraska in NebRev.Stat §68-1018. NMAP is administered statewide by the Nebraska
Department of Health and Human Services Finance and Support (HHS Finance and Support or the
Department).

1-001.02 Purpose: The Nebraska Medical Assistance Program was established to provide medical
and other health-related services to aged, blind, or disabled persons; dependent children; and any
persons otherwise eligible who do not have sufficient income and resources to meet their medical
needs.

1-001.03 Title XIX Plan; The State Plan for Title XIX of the Social Security Act - Medical Assistance
Program is a comprehensive written commitment of the state to administer the Nebraska Medical
Assistance Program in accordance with federal requirements. The Title XIX Plan is approved by the
Federal Department of Health and Human Services. The approved plan is a basis for determining
federal financial participation in the state program. The rules and regulations of NMAP implement
the provisions of the Title XIX Plan.

1-002 Mebraska Medicaid-Coverable Services: The Nebraska Medical Assistance Program covers
the following types of service, when medically necessary and appropriate, under the program
guidelines and limitations for each service:

Inpatient hospital services,

Outpatient hospital services;

Rural health clinic services;

Federally qualified health center services;

Laboratory and x-ray services,

MNurse practitioner services;

Nursing facility (NF) services;

Home health services;

Early and periodic screening, diagnosis, and treatment (HEALTH CHECK);
10. Family planning services,

11. Physician services and medical and surgical services of a dentist;

12. MNurse midwife services;

13. Prescribed drugs,

14. Services in intermediate care facilities for the mentally retarded (ICF/MR);
15. Inpatient psychiatric services for individuals under age 21,

CRNBOAS N
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16. Inpatient psychiatric services for individuals age 65 and older in an institution for
Department of Health & Human Services mental disea?es' s
17. Personal assistance services;
18. Clinic services:;
DHHS 4 e
__ 20. Dental services and dentures;
N E B R A S K A 21. Physical therapy services,
27 Speech pathology and audiology services;
23. Medical supplies and equipment;
24, Prosthetic and orthotic devices;
25. Optometric services;
26. Eyeglasses;
27. Private duty nursing services;
28. Podiatry services;
29. Chiropractic services;
30. Case management services;
31. Medical transportation, including ambulance services;
32. Occupational therapy services;
33. Emergency hospital services;
34, Screening services (mammograms); and
35. Home and community-based waiver services (see Title 480 NAC).

(Certain services covered under the home and community-based waivers may not meet the
general definition of "medical necessity" and are covered under the NMAP.)

Respite Services Provider 32
MS-13 (991277) 12/2015



SECTION

ATTACHMENT G

JULY 7, 1998 NEBRASKA HHS FINANCE NMAP SERVICES
MANUAL LETTER # 45-98 AND SUPPORT MANUAL 471 NAC 1-002.02

1-002.02 Limitations and Requirements for Certain Services

Department of Health & Human Services

1-002.02A Medical Necessityy: NMAP applies the following definition of medical
D H H / necessity:
,)
—————
N E B R A S K A Health care services and supplies which are medically appropriate and -

1. Necessary to meet the basic health needs of the client;

2. Rendered in the most cost-efficient manner and type of setting appropriate for
the delivery of the covered service;

Consistent in type, frequency, duration of treatment with scientifically based
guidelines of national medical, research, or health care coverage organizations
or governmental agencies;

Consistent with the diagnosis of the condition;

Required for means other than convenience of the client or his or her physician,
No more intrusive or restrictive than necessary to provide a proper balance of
safety, effectiveness, and efficiency;,

Of demonstrated value; and

No more intense level of service than can be safely provided.

w

SN Dok

The fact that the physician has performed or prescribed a procedure or treatment or the
fact that it may be the only treatment for a particular injury, sickness, or mental illness
does not mean that it is covered by Medicaid. Services and supplies which do not meet
the definition of medical necessity set out above are not covered.

Approval by the federal Food and Drug Administration (FDA) or similar approval does not
guarantee coverage by NMAP. Licensure/certification of a particular provider type does
not guarantee NMAP coverage.

1-002.02B Place of Service: Covered services must be provided at the least expensive
appropriate place of service. Payment for services provided at altemate places of service
may be reduced to the amount payable at the least expensive appropriate place of
service, or denied, as determined by the appropriate staff of the Medicaid Division.

1-004 Federal and State Requirements: The Department is required by federal and state law to
meet certain provisions in the administration of the Nebraska Medical Assistance Program.
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1-004.02 Free Choice of Providers: An NMAP client may obtain covered services from any
provider qualified to perform the services who has been approved to participate in NMAP.
The client's freedom of choice does not prevent the Department from -

Department of Health & Human Services 1. Determining the amount, duration, and scope of services;
2 Setting reasonable and objective standards for provider participation; and
< Establishing the fees which are paid to providers for covered services.

DHI—M & B - ‘
N EB R AS KA Clients participating in the Nebraska Medicaid Managed Care Program are required to
access services through their primary care physician.

1-004.03 Utilization Review (UR): The Department or its designee perform utilization review
activities related to the kind, amount, and frequency of services billed to NMAP to ensure
that funds are spent only for medically necessary and appropriate services. The Depariment
or its designee may request information from clients' records as part of the utilization review
process. In the absence of specific NMAP state UR regulations, Medicare UR regulations

may apply.
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CHAPTER 2-000 PROVIDER PARTICIPATION

Department of Health & Human Services

DHHS £

2-001 Provider Eligibili

2-001.01 Definition: A provider is any individual or entity which fumnishes Medicaid goods or
services under an approved provider agreement with the Department.

2-001.02 Eligibility: To be eligible to participate in the Nebraska Medical Assistance Program
(NMAP), the provider shall meet the general standards for all providers in Chapters 1-000, 2-
000, and 3-000 of this title, if appropriate, and the standards for participation for that provider
type. The standards for participation are listed in each provider chapter of this title; in Title 480
NAC for home and community-based waiver services, and in Title 452 for managed care
services. The Department shall not pay a provider who is required to be licensed and/or
certified but who is not licensed and/or certified at the time of service,

2-001.02A Denial of Provider Agreement for Good Cause: The Department may refuse
to execute, or may cancel, a provider agreement with a provider when there is

demonstratable good cause. Good cause is, defined as but is not limited to -

1. The provider does not meet the standards for participation required by the
Nebraska Medical Assistance Program (NMAP) which are listed in the
appropriate chapter of Titles 471, 480, and/or 482 for each type of service; or

2. The provider, or an employee of the provider, has been excluded, sanctioned,
or terminated from participation by Medicare or Medicaid in Nebraska or
another state (see 471 NAC 2-002).

No provider agreement will be issued or remain in effect if there is a conviction for,
admission of, or substantial evidence of crimes against a child or vulnerable adult, cnmes
involving intentional bodily harm, crimes involving the illegal use of a controlled
substance, or crimes involving moral turpitude on the part of the provider or any other
household members. The provider and household members shall not engage in or have
a history of behavior injurious to or which may endanger the health or morals of the client.

2-001.03 Provider Agreements: Each provider is required to have an approved agreement
with the Department. By signing the agreement, the provider agrees to -

1.  Fully meet standards established by the federal Department of Health and Human
Services, and any applicable state and federal laws govermning the provision of their
services;

2. Provide services according to the regulations and procedures of the Department for
NMAP;

3. Provide services in compliance with Title VI of the Civil Rights Act of 1964 and
section 504 of the Rehabilitation Act of 1973,
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4. Accept as payment in full the amount paid in accordance with the rates established
by the Department after all other sources (including third party resources, Medicare,
or excess income) have been exhausted. Exception: If a client resides in a nursing

—— facility, a payment to the facility for the client to occupy a single room is not
N E B R A S K A
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considered income in the client’s budget if Medicaid is or will be paying any part of
the nursing facility care;

5. Submit charges to the Department which do not exceed the provider's charges to
the general public,

6. Submit claims which are true, accurate, and complete,

7. Maintain records on all services provided for which a claim has been made, and
furnish, on request, the records to the Department, the federal Department of Health
and Human Services, and the federal or state fraud and abuse units. Providers
shall document services rendered in an institutional setting in the client’s institutional
chart before billing the Department;

8. Submit claims electronically, if applicable, under proper signature of the provider or
the provider's authorized representative;

9 Maintain computer software used in the submission of claims and furnish, on
request, the documentation to the Department, the federal Department of Health and
Human Services and the federal or state fraud and abuse units;

10. Follow the submittal procedures, record layout requirements, service verification
requirements, and provider and/or authorized representative certification
requirements for the electronic submission of claims; and

11. A provider shall not establish a policy to automatically waive copayment or
deductibles established by the Department.

Failure to meet these requirements may result in termination or suspension of the provider
agreement (see 471 NAC 2-002).

Signing the provider agreement and enrolling in NMAP does not constitute employment.

2-001.03A Signature Date of Provider Agreement- A provider agreement must be signed
and on file with the Department before payment for services is made. Payment may be
made for covered services provided before the signature date of the agreement if the
agreement is signed and on file with the Department before payment and the provider
met all eligibility requirements at the time the service was provided.

2-001.03B Required Forms: Providers shall complete the appropriate form listed below
and submit the signed form to the Department:

1. Form MC-19, "Medical Assistance Provider Agreement,” (see 471-000-20);

2. Form MC-20, "Medical Assistance Hospital Provider Agreement” (see
471-000-91); or

3. Form MC-81, "Medical Assistance SNF/ICF/ICF-MR Provider Agreement,” (see
471-000-104).

Certain providers of home and community-based services are required to complete
provider agreement forms as indicated in Title 480. Certain providers of medical
fransportation services are required to complete the provider agreement form as
indicated in Titles 473 and 474.
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The Department does not accept provider agreements that have been altered in any way.
An altered agreement will be returned to the potential/current provider; a new agreement
will be required or participation in NMAP will be terminated.

Depariment of Health & Human ﬁ
|: | | NMAP may require a new agreement to update information and/or eligibility. The
N E B R A S K A appropriate form will be required to secure and maintain an updated agreement on file for

each provider. If an updated agreement is requested by the Department, the provider
shall complete and sign the updated agreement.

2-001.03C Approval and Enrollment: Submitted provider agreements are reviewed
before approval and enrollment. A Medicaid provider number is assigned. This number
is used for billing Medicaid.

2-001.04 Standards for Participation: Providers shall meet the following minimum standards;

1. Accept the philosophy of service provision which includes acceptance of, respect
for, and a positive attitude toward Medicaid clients and the philosophy of client
empowerment;

2. Meet any applicable licensure or certification requirements and maintain current
licensure or certification;

3. Obtain adequate information on the medical and personal needs of each client, if

applicable;

Mot discriminate against any client, employee, or applicant for employment because

of race, age, color, religion, sex, handicap, or national origin, in accordance with 45

CFR Parts 80, 84, 90, and 41 CFR Part 60,

Agree to a law enforcement check and Adult Protective Services and Child

Protective Services Central Reqistry checks;

Operate a drug-free workplace;

Attend training on the NMAP as deemed necessary by the Department;

Provide services within the scope of practice under applicable licensure or

certification requirements; and

Agree to maintain up-to-date and accurate provider agreement information by

submitting any changes to the Department.

i

o ®eNDD O

Employees of providers are subject to the same standards.

2-001.05 Employees as Providers: No employee of the Department and its subdivisions, except
clinical consultants, may serve as providers of medical services under the Nebraska Medical
Assistance Program or as paid consultants to providers under the Nebraska Medical Assistance
Program without the express written approval of the Director.

Respite Services Provider 37
MS-13 (991277) 12/2015



SECTION

ATTACHMENT H

REV. OCTOBER 15, 2003 NEBRASKA HHS FINANCE NMAP SERVICES
MANUAL LETTER # 59-2003 AND SUPPORT MANUAL 471 NAC 2-001.06

2-001.06 Principles of Providing Medical Assistance: Medical care and services are provided
through NMAP to maintain good physical and mental health, to prevent physical disease and
disability, to mitigate disease, and to rehabilitate the individual. The amount and type of

D | | | S) service required is defined for each case through utilization review. The provider shall limit
—’——44
N E B R A S K A
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services to essential health care. The plan for providing services within program guidelines
through NMAP is based on the following principles:

1. All plans for medical care must provide for essential health services and for
integration of treatment with social planning to reduce economic dependency;

2. Medical care and services must be coordinated with health services available
through existing public and private sources;

3. Medical care and services must be provided as economically as is consistent with
accepted standards of medical care and fair compensation to providers;

4. Medical care and services must be within the licensure of the provider giving the
care or service; and

5. The client must be allowed, within these limitations, to exercise free choice in the
selection of a qualified provider.

2-001.07 Provider Handbooks: The Department issues provider handbooks for specific
provider types addressed in this Title. Each provider handbook contains -

1. Chapters 1-000, 2-000, and 3-000 of Title 471,
2. The appropriate provider chapter; and
3. Instructions for forms and electronic transactions.

While the handbooks contain policy related to specific provider groups, they may not contain
all rules and regulations of NMARP for all possible circumstances. In these cases, regulations
contained in the Nebraska Department of Health and Human Services Finance and Support
Manual will prevail. The individual provider is responsible for ensuring that s/he has an up-to-
date provider handbook, that s/he has all applicable rules and regulations, and that
employees, consultants, and contractors are informed about the regulations of this program.

2-001.08 Provider Bulletins: The Medicaid Division may issue provider bulletins to inform
providers of regulation interpretations.

2-001.09 Electronic Information Exchange: Any entity that exchanges standard electronic
transactions with the Department must have an approved trading partner agreement with the
Department.
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2-002 Administrative Sanctions

Department of Health & Human Services

D H __ 1. Establishes the basis on which certain claims for NMAP services or merchandise
N E B R A S

K A will be determined to be false, fraudulent, abusive, or in violation of NMAP policies,
procedures, and regulations;

2. Lists the sanctions which may be imposed; and

3. Describes the method of imposing the sanctions.

2-002.01 Purpose: This section -

The Surveillance and Utilization Review (SURS) Unit in the Medicaid Division has
responsibility for these functions.

2-002.02 Definitions: The following definitions apply within this section:

Abuse: Provider practices that are inconsistent with sound fiscal, business, or medical
practices and result in an unnecessary cost to the Nebraska Medical Assistance Program
{NMAP) or in reimbursement for services that are not medically necessary or that fail to
meet professionally recognized standards for health care. This may include under-
utilization, lack of treatment, or lack of appropriate referrals. Abuse also includes client
practices that result in unnecessary cost to NMAP.

Affiliates: Persons having an overt or covert relationship such that any one of them
directly or indirectly controls or has the power to control another.

Billing: Presenting, or causing to be presented, a claim for payment to the Department,
its agents, or assignees.

Billing Agent: An entity that submits or facilitates the submission of claims for payment to
the Department.

Claim: A request for payment for services rendered or supplied by a provider to a client.

Clearinghouse: An entity that processes or facilitates the processing of information
received from another entity in a nonstandard format or containing nonstandard data
content into a standard transaction, or that receives a standard transaction from another
entity and processes or facilitates the processing of that information into nonstandard
format or data content for a receiving entity.

Closed-End Provider Agreement: An agreement that is for a specific period of time that
must be renewed to allow the provider to continue to participate in NMAP.

Excluded Person: Any person who has been formally denied enroliment or continued
participation in NMAP.

Exclusion: Denial of enroliment or continued participation in NMAP.
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Fraud: An intentional deception or misrepresentation made by a person with the
knowledge that the deception could result in some unauthorized benefit to himselfherself
or some other person. Itincludes any act that constitutes fraud under applicable federal

D H H S/ or state law.

,_)

—————

N E B R A S K A Fraud includes, but is not limited to, the willful false statement or representation, or

impersonation or other device, made by a client or applicant, provider, Departmental

employee, or any other person, for the purpose of obtaining or attempting to obtain, or
aiding or abetting any person to obtain -

Department of Health & Human Services

1. An assistance certificate of award to which s/he is not entitled;
2. Any commodity, food stuff, food coupon, or payment to which the individual is
not entitled or a larger amount of payment than that to which the individual is

entitled;

3.  Any payment made on behalf of a client of medical assistance or social
Services;

4.  Any other benefit administered by the State of Nebraska, its agents or
assignees; or

5. Assistance in violation of any statutory provision relating to programs
administered by the Nebraska Department of Health and Human Services
Finance and Support.
NHC: The Nebraska Health Connection (Medicaid managed care) (see Title 482 NAC).
NMMCP: The Nebraska Medicaid Managed Care Program (see Title 482 NAC).

Open-Ended Provider Agreement: An agreement that has no specific termination dates
and continues in force as long as it is agreeable to both parties.

Overutilization: A documented pattemn of ordering or performing and billing tests,
examinations, medical visits, and/or surgeries, drugs and merchandise for which there is
no demonstrable need, when the determination of demonstrable need is made by the
Medicaid Medical Director or consultants.

Participation: Participation in NMAP includes providing, referning, fumishing, ordering, or
prescribing services to a Medicaid client or causing services to be provided, referred,
fumished, ordered, or prescribed for a Medicaid client.

Payment: Reimbursement or compensation by the Department, its agents, or assignees,
e.g., managed care plans.

Person: Any individual, company, firm, association, corporation, or other legal entity.

Provider: Any person which furnishes Medicaid goods or services under an approved
provider agreement with the Department.

Proper Patient Waiver: An agreement by which the client or client's legal representative
agrees to release his/her medical records to state or federal authorities accomplished by
the client signing Form DA-100, "Application for Assistance.”
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Suspension from Participation: An exclusion from participation in NMAP for a specified
period of time.

Department of Health & Human Services

DHHS 4

K A

Suspension of Payments: Withholding of payments due a provider until the resolution of
the matter in dispute between the provider and the Department.

Termination from Participation: A permanent exclusion from participation in NMAP,

Trading Partner Agreement (TPA) An agreement related to the electronic exchange of
information.

Trading Partner: A health care plan, provider or clearinghouse that transmits any health
information in electronic form.

Underutilization: Lack of treatment/referrals when there is a demonstrable need, when
the determination of demonsirable need is made by the Medicaid Medical Director or
consultants.

Usual and Customary Charge: Charge to the general public.

Withholding of Payments: A reduction or adjustment of the amounts paid to the provider
on pending and subsequently submitted claims to offset overpayments previously made
to the provider.

2-002 03 Reasons for Sanctions: The grounds for the Department to impose sanctions upon
a provider include, but are not limited to, the following:

1. Presenting, or causing to be presented, any false or fraudulent claim for goods or

services or merchandise for payment;

Submitting, or causing to be submitted, false information for the purpose of obtaining

greater payment than that to which the provider is legally entitled;

Billing in excess of the usual and customary charges;

Altering medical records to obtain a higher classification of the client than is truly

warranted,

Submitting, or causing to be submitted, false information for the purpose of meeting

prior authorization/approval requirements, or obtaining payments prior to the

effective date;

6. Failing to disclose or make available to the Department, or its authorized
representatives, records of services provided to NMAP clients and records of
payments by the Department, its agents and others made for those services, when
requested,

7. Failing to provide and maintain quality, necessary, and appropriate services within
accepted medical standards as determined by a body of peers, as documented by
repeat deficiencies noted by the survey and certification agency, a peer review
committee, medical review teams, or independent professional review teams, or by
the determination of the Medicaid Director and/or consultants, or the Department or
its designee, the Department's Quality Assurance Committee, any Department
Inspection of Care, or a managed care plan's quality assurance committee;

oM

o

Respite Services Provider 41
MS-13 (991277) 12/2015



SECTION

ATTACHMENT H

REV. OCTOBER 15, 2003 NEBRASKA HHS FINANCE NMAP SERVICES
MANUAL LETTER # 59-2003 AND SUPPORT MANUAL 471 NAC 2-002.03 (10f2)

8. Breaching the terms of the Medicaid provider agreement or submitting false or
fraudulent application for providing participation;

9. Violating any provision of the Nebraska laws regarding NMAP or any rule or
regulation of NMAP,

10. Failing to comply with the terms of the provider certification on the Medicaid claim
form;

11. Owerutilizing the Medicaid program by inducing, furnishing, or otherwise causing a
client to receive services or merchandise not otherwise required by the client,
ordered by the attending physician, or deemed appropriate by utilization review
committee. Note: A determination of overutilization may be based on a comparison
of treatment practices of a specific provider compared to peers for similar types of
clients;

12. Underutilizing the Medicaid program by not furnishing required services;

13. Presenting a claim, billing, or causing a claim to be presented for payment for
services not rendered (including "no-shows");

14 Rebating or accepting a fee or portion of a fee or charge for a Medicaid patient
referral:

15 Soliciting, offering, or receiving a kickback, bribe, or rebate;

16. Violating any laws, regulations, or code of ethics governing the conduct of
occupations or professions or regulated industries;

17. Failing to meet standards required by state or federal law for participation (e.g.,
licensure and/or certification),

18. Not accepting Medicaid payment as payment in full for covered services and
collecting or attempting to collect additional payment from others, the client or
responsible person, or collecting a portion of the service fee from the client or the
client's family, except for required co-payments;

19. Refusing to execute a new provider agreement at the Department's request, failing
to update as required in 471 NAC 20-001.09C, 32-004.03A, and 35-002 or failing to
update provider agreement information when changes have occurred,

20. Failing to comrect deficiencies in operations or improper billing practices after
receiving written notice of these deficiencies/practices from the Department or its
agent (for example, HHS Regulation and Licensure for home and community-based
waivers, managed care plans);

21. Being formally reprimanded or censured by an association of the provider's peers for
unethical practices;

22. Being suspended or terminated from participation in another govemmental medical
program such as Worker's Compensation, Medically Handicapped Children's
Program, Vocational Rehabilitation Services, Medicare, or Medicaid in another state
or a Medicaid managed care plan; being convicted for civil or criminal violations of
NMAP, or any other state's Medicaid (medical assistance) program;, or having
sanctions applied by the Depariment's agents or assignees or any other state's
Medicaid program;,

23. Failing to repay or make arrangements for the repayment of overpayments or
otherwise erroneous pavments:

Department of Health & Human Services
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24 Submitting duplicate bills, including billing NMAP twice for the same service, or
billing both NMAP and another insurer or government program,
25. Billing before the goods or services are provided or dispensed prior to the date of

Department of Health & Human Services

D H H S } billing (pre-billing);

—4 26. Any action resulting in a reduction or depletion of a nursing facility or ICF/MR

N E B R A S K A Medicaid client's personal allowance funds or reserve account (liquid assets) unless
specifically authorized in writing by the client, or legal representative;

27. Billing for services provided by non-enrolled providers, sanctioned providers, or
excluded persons;

28. Billing for services rendered by someone else as though the provider performed the
services him/herself;

29. Billing for services provided by an individual who is required to be licensed or
certified and who did not meet that requirement when the service was provided;

30. Billing for services provided outside the provider's scope of practice;

31. Upgrading services billed and rendered from those actually ordered;

32. Upcoding services billed or billing a higher level of service than those actually
pravided;

33. Reporting of unallowable cost items on a provider's cost report or reporting any item
which is obviously unallowable except when the unallowable entry was included in
the cost report only to establish a basis for appeal;

34 Violating conditions of an exclusion;

35. Violating conditions of probationary or restricted licensure;

36. Not having the appropriate Drug Enforcement Administration (DEA) license or state
drug license;

37. Loss, restriction, or lack or hospital privileges;

38. Failure or inability to provide and maintain quality, necessary and appropnate
services due to physical or mental health conditions of the service provider,

39. Endangering health and safety of clients;

40. Failure to obtain or maintain required surety bond(s);

41. Failure to provide Department with documentation of authorization for third party to
submit claims for the provider for payment to the Department or failing to update this
information when changes have occurred; or

42. Breaching the terms of a Trading Partner Agreement to exchange information
electronically.

2-002.04 Sanctions: The Department may invoke one or more of the following sanctions
against a provider based on 471 NAC 2-002.03:

Termination from participation in the Medicaid program;

Suspension of participation in the Medicaid program;

Suspension or termination of participation in the NMMCP (NHC);

Suspension or withholding of payments to a provider;

Recoupment from future provider payments;

Transfer to a closed-end provider agreement not to exceed 12 months, or the
shortening of an already existing closed-end provider agreement; or

7. Attendance at provider education sessions.

Sth sia b=

2-002 04A Excluded Persons: The Department may exclude non-participating persons
based on 471 NAC 2-002.03; this includes, but is not limited to, billing agents,
clearinghouses, and accountants.
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2-002.05 Imposition of a Sanction: The decision on the sanction to be imposed is at the
discretion of the Director. The following factors are considered in determining the sanctions to
be imposed:

Department of Health & Human Services
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Seriousness of the offenses;

Extent of violations;

History of prior violations;

Prior imposition of sanctions;

Prior provision of provider education;

Provider willingness to comply with program rules;

Whether a lesser sanction will be sufficient to remedy the problem; and
Actions taken or recommended by peer review groups and licensing boards.

SN RLON =

The Department shall notify the provider at least 30 days before the effective date of the
sanction, unless extenuating circumstances exist. The Depariment shall give the provider an
opportunity to submit additional information or to appeal the sanction. The provider must file
the appeal within 30 days of the date of the natice of the sanction. When the clients’ health
and safety is threatened, appropriate administrative sanctions may be taken without a full
evidentiary hearing. The provider may file an appeal regarding this action; however, the
sanction will remain in effect until the hearing decision is made. When a sanction is imposed,
the Department shall give general notice to the public of the restriction, its basis, and its
duration.

To prevent inappropriate Medicaid payments or to avoid further overpayments, the Department
may sanction a provider by suspending the provider's payments with an immediate effective
date. The Department will notify the provider by letter that its payments have been
suspended. The provider may file an appeal regarding this action; however, the suspension of
payments will remain in effect until the hearing decision is made.

If a provider participates under one or more provider number, or changes numbers, payments
can be suspended, withheld or recouped from one or all of the provider numbers.

2-002 05A Conditions of Suspension or Termination: When a provider is suspended or
terminated from NMAP, NMAP may not make reimbursement for services, items, or drugs
that are provided, referred, fumished, or prescribed by the suspended or terminated
provider or caused to be provided, referred, furnished, ordered, or prescribed for a
Medicaid client.

A Medicaid client may not be billed for any services provided, referred, fumished,
ordered, or prescribed by an excluded provider.

Exception: NMAP may pay claims from a submitting provider, such as a pharmacy, until
the submitting provider and the client are notified of the suspension or termination of the
prescribing/attending provider. NMAP may pay claims for emergency medical services
when Medicaid Division staff or consultants determine that the services were medically
necessary.
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: 2-002.05B Sanction of Affiliates: The Department may sanction all known affiliates of a

Department of Health & Human Services : e : s :
provider when each decision to include an affiliate is made on a case by case basis after
considering all relevant facts and circumstances. The Department may determine the
affiliate’s violation, failure, or inadequacy of performance when the provider's action which

D | | | | / resulted in a sanction took place in the course of the affiliate’s official duty or with the
|<

A knowledge or approval of the affiliate.

2-002.05C Claims Submitted by an Excluded Provider: Suspension or termination from
participation of any provider shall preclude the provider from submitting claims for
payment, either personally or through any clinic, group, corporation, or other association,
to the Department for any services or supplies provided under NMAP, except for those
services or supplies provided before the suspension or termination.

2-002.05D Excluded Person: No clinic, group, corporation, or other association which is
a provider of services shall submit claims for payment to the Department for any services
or supplies provided by a person within the organization which has been excluded from
participation in NMAP except for those services or supplies provided before the
suspension or termination. If these provisions are violated by a clinic, group, corporation,
or other association, the Department may suspend or terminate the organization and/or
any individual person within the organization responsible for the violation.

A provider shall not submit any claims to NMAP that contain the costs of services
provided by excluded persons.

2-002.05E Notification of Other Agencies: When a provider has been sanctioned, the
Department shall notify, as appropriate, the applicable professional society, board of
registration or licensure, and federal or state agencies of the findings made and the
sanctions imposed.

2-002 0SF Notification of Local HHS Offices: When a provider's participation in NMAP
has been suspended or terminated, the Department will notify the local HHS offices of the
suspension or temination.

2-002 05G Provider Education: A provider who has been sanctioned may be required to
participate in a provider education program as a condition of continued participation.

Provider education programs may include -

Telephone and written instructions;

Provider manuals and workshops;

Instruction in claim form completion;

Instruction in the use and format of provider manuals;
Instruction in the use of procedure codes;

Key provisions of the Medicaid program;

Instructions on reimbursement rates; and

Instructions on how to inquire about coding or billing problems.

O DO e B =
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2-002 05H Denial of Enroliment: At the discretion of the Department, providers who
have previously been terminated or suspended may or may not be re-enrolled as
providers of Title XIX (Medicaid) services.

2-002 05J Reinstatement: Atthe end of the suspension period, the provider may request
in writing that the Department reinstate his/her provider agreement. The Medicaid
Division may approve or deny reinstaternent of the provider agreement. The provider
may be reinstated conditionally with a closed-end provider agreement or other restrictions
or requirements.

2-002.06 Audits: All services for which claims for payment are submitted to the Department
are subject to audit. During a review audit, the provider shall furnish to the Department, or its
authorized representative, pertinent information regarding claims for payment. If an audit
reveals that incorrect payments were made or that the provider's records do not support
payments that have been made, the provider shall make restitution.

2-002.06A Sampling and Extrapolation. The Department's procedure for auditing
providers may involve the use of sampling and extrapolation. Under this procedure, the
Department selects a statistically valid sample of the services for which the provider
received payment for the audit period in question and audits the provider's records for
these services. All incorrect payments determined by an audit of the services in the
sample are totaled and extrapolated to the entire universe of services for which the
provider has been paid during the audit period. The provider shall pay to the Department
the entire extrapolated amount of incorrect payments calculated under this procedure
after notice and opportunity for hearing under 471 NAC 2-002.05 and 2-003.

2-002.06B Hearings: The Department shall allow the provider an oppaortunity to rebut the
Department's audit findings. If the findings are based on sampling and extrapolation, the
provider may present an independent 100% audit of his/her Medicaid payments during
the audit period in lieu of accepting the Department’s sampling and extrapolation. Any
audit of this type must demonstrate that the provider's records for the unaudited services
provided during the audit period were in compliance with the Department's regulations.
The provider must be prepared to submit supporting documentation to demonstrate this
compliance.
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: . . :
Department of Health & Human Services 2:003 Provider Heafings

2-003.01 Right to al: Every provider of medical services has a right to appeal to the

D H H S/ Director of the Department for a hearing on an action taken by the Department which has a
I = direct adverse effect on the provider. Decisions of the medical review organization must first

N E B R A S K A be reconsidered by the medical review organization. These actions may include but are not

limited to, reductions or disallowances of claims, retroactive (year-end) adjustments, and
administrative sanctions, including suspension or termination.

2-003.02 Request fora Hearing: A provider shall request a hearing within 90 days of the date
of the action. Administrative sanctions must be appealed within 30 days of the date of the
notice of the sanction. Requests for refunds must be appealed within 30 days of the date of
the action. The date of the action is the original request date as indicated on the Refund
Request Report MCP-248, or the date of the letter which notified the provider of the action.

2-003.02A Suspension or Termination: If the provider has been notified by the
Department of a proposed suspension or termination, the provider may request a hearing
before the effective date of the proposed suspension or termination, and the suspension
or termination will not take effect until after the hearing decision has been made. If the
provider requests a hearing after the suspension or termination has taken effect, the
suspension or termination will remain in effect until after the hearing decision has been
made.

2-003.03 Filing a Request: If the provider wishes to appeal an action of the Department, the
provider must submit a written request for an appeal to the Director of the Department. The
provider shall identify the basis of the appeal in the request.

2-003.04 Scheduling a Hearing: When the Director receives a request for a hearing, the
request is acknowledged by a letter which states the time and date of the hearing.

2-003.05 Hearings: Hearings are scheduled and conducted according to the procedures contained
in 465 NAC 6-000.
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2-005 Advance Directives: An advance directive is a written instruction, such as a living will or
durable power of attorney for health care, recognized under state law (statutory or as recognized by
the courts of the state) that relates to the provision of medical care if the individual becomes
incapacitated.

Depariment of Heath & Human Services All Medicaid-participating hospitals, nursing facilities, providers of home health care or personal

care services, hospice programs, health maintenance organizations, and health insuring

/ organizations shall comply with this section. They shall -
,)
—_———a
N E B R A S K A

1. Maintain written policies, procedures, and materials conceming advance directives;

2. Provide written information (see 471-000-304) to all adult (as defined by state law)
individuals receiving medical care by or through the provider or organization concerning
their rights under state law to -

a. Make decisions conceming their medical care;

b. Accept or refuse medical or surgical treatment; and

c. Formulate advance directives, such as living wills or durable power of attorney for
health care;

3.  Provide written information to all adult individuals on the provider's policies conceming
implementation of these rights;

4.  Document in the individual's medical record whether the individual has executed an
advance directive;

5. Not condition the provision of care or otherwise discriminate against an individual based

on whether that individual has executed an advance directive;

6. Ensure compliance with requirements of state law (whether statutory or as recognized by
the courts of the state) concerning advance directives, and

7.  Provide for educating staff and the community on advance directives.
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. 2-005.01 When Providers Give Information Concerning Advance Directives: Providers shall
Department of Health & Human Services e - s - == : -
give information concerning advance directives to each adult patient as follows:
| | | S) 1. A hospital shall give information at the time of the individual's admission as an
| inpatient;
N E B R A § K A 2. Anursing facility shall give information at the time of the individual's admission as a
resident;
3. A provider of home health care or personal care services shall give information to
the individual in advance of the individual's coming under the care of the provider;
4. A hospice program shall give information at the time of initial receipt of hospice care
by the individual; and
5. An HMO/HIO shall give information at the time the individual enrolls with the

organization, i.e., when the HMO enrolls or re-enrolls the individual. 1f an HMO has
more than one medical record for its enrollees, it must document all medical
records.

2-005.02 Information Concerning Advance Directives at the Time an Incapacitated Individual
1s_Admitted: An individual may be admitted to a facility in a comatose or otherwise

incapacitated state and be unable to receive information or articulate whether s/he has
executed an advance directive. In this case, to the extent that a facility issues materials about
policies and procedures to the families or to the surrogates or other concerned persons of the
incapacitated patient in accordance with state law, it shall also include the information
conceming advance directives. This does not relieve the facility from its obligation to provide
this information to the patient once s/he is no longer incapacitated.

2-005.03 Previously Executed Advance Directives: When the patient or a relative, surrogate,
or other concerned or related individual presents the facility with a copy of the individual's
advance directive, the facility shall comply with the advance directive to the extent allowed
under state law. This does not preclude a facility from objecting as a matter of conscience, if it
is permitted to do so under state law.

Absent contrary state law, if no one comes forward with a previously executed advance
directive and the patient is incapacitated or otherwise unable to receive information or
articulate whether s/he has executed an advance directive, the facility shall note that the
individual was not able to receive information and was unable to communicate whether an
advance directive existed.
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2-006 Disclosure of Information by Providers: Under 42 CFR 455, Subpart B, the Department
requires that providers disclose information on -

Department of Health & Human Services

| ” | } 1. Ownership and control;

| 2. Business transactions; and

N E B R A § K A 3. The providers' owners and other persons convicted of crimes against Medicare,
Medicaid, or Title XX (Social Services Block Grant) programs.

2-006.01 Ownership and Control: Providers are required to disclose -

1. The name, address, Employer ldentification Number or social security number of:
a. Each person with an ownership or control interest in the entity or any
subcontractor in which the provider directly or indirectly has a five percent or
more ownership interest; and
b. Any managing employee of the entity;
2. Whether any of the persons named in compliance with the above paragraph is
related to another as spouse, parent, child, or sibling; and
3. The name of any other entity in which a person named in 471 NAC 2-006.01(1) has
an ownership or controlling interest.

For purposes of this section, "person with an ownership or control interest” means, with
respect to an entity, a person who:

1. (a) Has directly orindirectly an ownership interest of five per centum or more in the
entity;

(b) Isthe owner of a whole or part interest in any mortgage, deed of trust, note, or
other obligation secured (in whole or in part) by the entity or any of the property
or assets thereof, which whole or part interest is equal to or exceeds five per
centum of the total property and assets of the entity, or

2. Is an officer or director of the entity, if the entity is organized as a corporation; or
3. Is a partner in the entity, if the entity is organized as a partnership.

The term "managing employee” means, with respect to an entity, an individual, including a
general manager, business manager, administrator, and director, who exercises operational or
managerial control over the entity, or who directly or indirectly conducts the day-to-day
operations of the entity.

Any provider that is subject to periodic survey and certification of its compliance with Medicaid
standards shall supply this information to the Department at the time it is surveyed. Any
provider that is not subject to periodic survey and certification shall supply the information
before entering into an agreement with the Department.

The Department shall not approve a provider agreement, and shall terminate an existing
agreement, if the provider fails to disclose ownership or control information. The Department
shall not pay a provider who fails to disclose ownership or control information.

A provider shall notify the Department of any changes or updates to the information supplied
under 471 NAC 2-006.01 not later than 35 days after such changes or updates take effect.
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2-006.02 Business Transactions: When requested, providers shall disclose, within 35 days of
the date on the request, full and complete information on -

Department of Health & Human Services
D H H S } 1. The ownership of any subcontractor with whom the provider has had business
I = transactions totaling more than $25,000 during the 12-month period ending with the
N E B R A S K A date of the request; and
2. Any significant business transaction between the provider and any wholly-owned
supplier, or between the provider and any sub-contractor, during the five-year period
ending on the date of the request.

The Departiment shall not pay providers who fail to comply with a request for this information,
or pay for services provided during the period beginning on the day following the date the
information was due to the Department and ending on the day before the date the Department
received the information.

2-006.03 Persons Convicted of Crimes: Before the Department enters into or renews a
provider agreement, or upon request, the provider shall disclose to the Department the identity
of any person who -

1. Has ownership or control interest in the provider, or is an agent or managing
employee of the provider, and

2. Has been convicted of a criminal offense related to that person’s involvement in any
problem under Medicare, Medicaid, or the Social Services Block Grant (Title XX)
programs since the inception of those programs.

The Department may refuse to enter into or renew a provider agreement if any person who
has an ownership or control interest in the provider, or who is an agent or managing employee
of the provider, has been convicted of a criminal offense related to that person's involvement in
any program under Medicare, Medicaid, or the Social Services Block Grant (Title XX). The
Department may refuse to enter into or may terminate a provider agreement if it determines
that the provider did not fully and accurately disclose this information.
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CHAPTER 3-000 PAYMENT FOR MEDICAID SERVICES

Department of Health & Human Services 3001 Definitions:

Claim means a request for pa nit for services rendered or supplied by a provider to a client.
DHHS 4 e ity
N E B R A S K A

Standard Transaction means an electronic transaction that complies with the applicable
standard adopted under federal law.

Transaction means the exchange of information between two parties to camry out financial or
administrative activities related to health care.

Trading Partner Agreement (TPA) means an agreement related to the electronic exchange of
information.

Warrant means a paper check or electronic funds transfer.
3-002 Approval and Payment
3-002.01 Approval: Payment for medical care and services through Medicaid funds must be

approved by the Department. Claims will be approved for payment when all of the following
conditions are met:

1. A provider agreement is on file with the Department, as well as the certification and
transmittal from the state licensing agency or the Centers for Medicare and Medicaid
Services (CMS) Regional Office when required;

2. The client was eligible for Medicaid when the service was provided, or the service
was provided during the period of retroactive eligibility,

3. No more than 6 months have elapsed from the date of service when the claim is
received by the Department (see 471 NAC 3-002.01A for exceptions);

Respite Services Provider 52
MS-13 (991277) 12/2015



SECTION

ATTACHMENT |

REV. JULY 2, 2013 NEBRASKA DEPARTMENT OF MEDICAID SERVICES
MANUAL LETTER # 54-2013HEALTH AND HUMAN SERVICES 471 NAC 3-002.01

The medical care and services are within the guidelines of Medicaid,;

The client's case record must contain information to meet state requirements; and
A ftrading partner agreement has been approved, if required, for clearinghouses,
billing agents, and praviders submitting claims using electronic transactions.

Department of Health & Human Services

DHHS £

& L b

3-002.01A Exceptions: Payment may be made by the Department for claims received
more than 6 months after the date of service if the circumstances which delayed the
submittal were beyond the provider's control. Some circumstances that are considered by
the Department to be beyond the provider's control include, but are not limited to -

Provider's eligibility;

Client's retroactive eligibility;

Client's failure to submit appropriate information;

Unusual Central Office delay; or

Third party casualty situations (see 471 NAC 3-004.06C).

bWk =

The Department shall determine whether the circumstances were beyond the provider's
control based on documentation submitted by the provider.

Payment may be made by the Department for claims that are received within one year
after the date of service for Medicaid-approved special education services provided by
school districts, as authorized by Neb. Rev. Stat. § 43-2511.

3-002.01B Timely Payment of Claims: The Department shall pay claims within 12
months of the date of receipt of the claim. This time limitation does not apply to -

1. Refroactive adjustiments paid to providers who are reimbursed under a
retrospective payment system;

2. Claims which have been filed in a timely manner for payment by Medicare, for
which the Department may pay a Medicaid claim relating to the same services.
Claims for the Medicaid portion must be submitted to the Departiment within six
months from the date of the Medicare remittance advice;

3. Claims from providers under investigation for alleged fraud or abuse;

4,  Payments made -

a. Inaccordance with a court order,

b. To carry out hearing decisions or agency comective actions taken to
resolve a dispute;

c. To extend the benefits of a hearing decision, corrective action, or court
order to athers in the same situation as those directly affected by it; or

5. Third party casualty situations as specified in 471 NAC 3-004.06C.

3-002.01C Denial: The Department shall not pay claims received more than two years
after the date of service, except under the circumstances specified in 471 NAC 3-002.01B
or 3-004.06B.
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3-002.01D Provider's Failure to Cooperate in Securing Third Party Payment: The
Department may deny payment of a provider's claims if the provider fails to apply third
party payments to medical bills, to file necessary claims, or to cooperate in matters
necessary fo secure payment by insurance or other liable third parties.

3-002.02 Payment

3-002.02C Payment in Full: Providers participating in NMAP shall agree to accept as
payment in full the amount paid according to the Department’s payment methodologies
after all other sources have been exhausted.

3-002.02D Charges to the General Public: Providers shall not exceed their charges to
the general public when billing NMAP. A provider who offers a discount to certain
individuals (for example, students, senior citizens, efc.) shall apply the same discount to
Medicaid clients who would otherwise qualify for the discount.

3-002.02E Method of Payment: Effective January 1, 2009, payment for all approved
medical services within the scope of NMAP will be made by electronic funds transfer
(EFT) to the provider who supplied the services.

3-002.02F Billed Charges: Ifthe provider's billed charges are less than the Department's
allowable payment, the Department pays the provider's billed charges.

3-002.03 Post-Payment Review: Payment for a service does not indicate compliance with
NMAP policy. Monitoring may be accomplished by post-payment review to verify that NMAP
policy has been followed. A refund will be requested if post-payment review finds that NMAP
payment has been made for claims/services not in compliance with NMAP policy. During a
post-payment review, claims submitted for payment may be subjected to further review or not
processed pending the outcome of the review.
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3-002 05 Excess Income/Share of Cost: Individuals who are otherwise eligible but who have
excess income shall obligate the excess amount for medical care before payment for medical
services can be approved through NMAP. Obligation or payment of the excess amount is
documented on Form DSS-160, "Record of Health Cost-Share of Cost-Medicaid Program” (see
471-000-79). For further information, the provider may contact the client’s local office.

Department of Health & Human Services
D I_l I_l / 3-002.06_Inquiry on Status of Claims: For questions regarding claim status, providers may

- contact Department staff as directed in the claim submission instructions in the appendix to this
—— —— | Title or the standard electronic Health Care Claim Status Request and Response transaction
ARNERLELE LS S (ASC X12N 276/277) (see standard Electronic Transaction Instructions at 471-000-50).
Providers may direct questions regarding regulations to the Medicaid Division.

3-002.07 Adjustments to Payment Reductions or Disallowances: Providers are restrictedtoa
maximum time limitation of 90 days to request an adjustment to a claim that has been paid with

a portion reduced or disallowed, or a claim that has been disallowed in total, unless
documentation of extenuating circumstances is submitted to the Medicaid Division. The 90-day
limitation begins with the payment date of the paper remittance advice (Form MCP-248) or with
the payment date of the electronic remittance advice (ASC X12N 835).

3-002.08 Refunds

3-002.08A Refunds Requested by the Department: When the Department requests a
refund of all or part of a paid claim, the provider is allowed 30 days to refund the amount
requested, to show that the refund has already been made, or to document why the
refund request is in error or appeal. The provider's failure to respond within 30 days shall
be cause for the Department to recoup from future provider payments until the situation is
resolved or to sanction the provider. The refund request shall constitute notice of the
sanction to recoup from future payments. For refunds due to third party resources, see
471 NAC 3-004.10.

Note: NE-POP providers may be requested to void claims through the NE-POP system
instead of submitting checks.

3-002.08B Third Party Liability Refunds: Whenever third party liability payments are
received after a claim has been submitted to the Department, the provider shall refund the
Department within 30 days. The refund must be accompanied by a copy of the
documentation, such as the explanation of benefits or electronic coordination of benefits.

3-002.08C Provider Refunds to the Department: Providers have the responsibility to
review all payments to ensure that no overpayments have been received. The provider
shall refund all overpayments to the Department within 30 days of identifying the

overpayment.
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3-002.10 Administrative Finality: Administrative decision or inaction in the allowable cost
determination process for any provider, which is otherwise final, may be reopened by the
Department within three years of the date of notice of the decision or inaction.

Department of Health & Human Services "Reopening” means an action taken by the Director to reexamine or question the comectness

of a determination or decision which is otherwise final. The Director is the sole authority in
D I_l I_l S / deciding whether to reopen. The action may be taken -

—'——)/

N E B R A S K A

1. On the initiative of the Department within the three-year period;

2. Inresponse to a written request from a provider or other entity within the three-year
period. Whether the Director will reopen a determination, which is otherwise final,
depends on whether new and material evidence has been submitted, a clear and
obvious error has been made, or the determination is found to be inconsistent with
the law, regulations and rulings, or general instructions; or

3. Atany time fraud or abuse is suspected.

A provider has no right to a hearing on a finding by the Director that a reopening or correction
of a determination or decision is not warranted.

3-002 11 Billing the Client: Providers participating in NMAP agree to accept NMAP's payment
as payment in full. The provider shall not bill the client for Medicaid coverable services if the
claim is denied by the Department for lack of medical necessity or for failure to follow a
procedural requirement (such as prior authorization, claim submission instructions, timely
claims filing limits, etc.). The provider shall not

bill the client for services covered by NMAP._ It is not a violation of NMAP's regulations for the
provider to bill the client for services not covered by NMAP_ Itis not a violation for a provider to
bill the client for services when itis determined that the client has received money from a third
party resource and that money was designated to pay medical bills. See 471 NAC 3-004.10B,
3-004.05, and 3-004.05F.

If the client agrees in advance in writing to pay for the non-covered service, the provider may
bill the client.

The provider has the responsibility to verify the client's eligibility for Medicaid and any
limitations, such as lock-in or managed care, that apply to a specific client_ It is the provider's
responsibility to be aware of requirements for medical necessity, prior authorization, referral
management, etc.

3-002.12 Section 1122 Sanctions: When the Department of Health and Human Services
imposes a sanction under section 1122 of the Social Security Act and instructs the Department
to withhold or recoup the federal share of the capital expenditure, the Department shall
withhold the federal and the state share of the capital expenditure.

3-002.13 Disclosure of Information: See 465 NAC 2-005.02.

3-003 Billing Requirements
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3-003.01B Practitioner Services: Claims for the following services must be submitted by
using the paper Form CMS-1500 or the standard electronic Health Care Claim:
Professional transaction (ASC X 12N 837) (see Claim Submission Table at 471-000-49 ):

Department of Health & Human Services 1. Ambulatory Surgical Center, 6. Non-Hospital-Based Ambulance;
2. Durable Medical Equipment and Supplies; 7. Non-Rural Health Clinic;
D I_l I_l S / 3. Federally Qualified Health Center; 8. Personal Care Aide™; and
J 4. Licensed Practitioner (to submit claims for 9. Private Duty Nursing™™*.
m Dental services, see 471 NAC 3-003.01D);
5. Medical Transportation®;

** Form MC-82 must be used for paper submission of claims for Personal Care Aide
Services (see 471-000-60).

3-003.02 Claim Certification: The submission of the claim form by the provider, the provider's
authorized representative, or the provider’s billing agent on behalf of an approved provider
certifies that:

1. The services were medically indicated and necessary to the health of the patient,
and were personally rendered by the provider, or under the provider's direction;

2. The services were provided in compliance with the provisions of Title VI of the Civil
Rights Act of 1964 and Section 504 of the Rehabilitation Act of 1973;

3. The amounts claimed are in compliance with the Department's policies, and no

additional charge has been or will be made;

The information on the claim is true, accurate, and complete;

Each service is documented in the provider's files, and documentation is available to

the Department, the federal Department of HHS, and state and federal fraud and

abuse units; and

6. The provider understands that payment and resolution of this claim will be made
from federal and state funds, and that any false claims, statements, or documents, or
concealment of a matenal fact may be prosecuted under applicable federal or state
laws.

o b

3-003.02A Paper Submission: The provider, the provider's authorized representative, or
the provider's billing agent on behalf of an approved provider must sign the paper
Medicaid billing forms that contain signature fields. Computer generated signatures are
accepted and must be the signature of the service rendering provider, not the clinic or
corporation. When a computer-encoded document is used as the Medicaid billing
mechanism, the Department may request the provider's source input document from the
provider for input verification and signature requirements. The signature constitutes
certification as required by 471 NAC 3-003.02.

3-003.02B Electronic Submission: The submission of any electronic claim by the
provider, the provider's authorization representative, or the provider's billing agent on
behalf of an approved provider constitutes certification as required by 471 NAC 3-003.02.

Respite Services Provider 57
MS-13 (991277) 12/2015



SECTION

ATTACHMENT |

3-003.04 Electronic Claims and Computer-Encoded Claim Documentation: The provider shall
allow the authorized representatives of the federal Department of HHS, the Department, and
state and federal fraud and abuse units to review and audit the provider's or the provider's
billing agent's or clearinghouse’s data processing procedures and supportive software

Department of Health & Human Services documentation involved in the production of the computer-encoded claims or electronic claims
submitted to the Department. The provider has agreed to allow the Department and its

D I_l I_l S authorized representatives access to its records under the provider agreement.

m 3-004 Third Party Resources (TPR): All third party resources available to a Medicaid client must be

utilized for all or part of their medical costs before Medicaid. Third party resources (TPR) are any
individual, entity, or program that is, or may be, contractually or legally liable to pay all or part of the
cost of any medical services furnished to a client. Third party resources include, but are not limited
to-

Excess income/share of cost (see 471 NAC 3-001.05);

0. Workers' compensation;

1. Other federal programs (unless excluded by statute, such as Indian Health Services
programs and Migrant Health programs, and Title V, Maternal Child Health Program);

12. Liable third parties who are not insurance carriers;

13. Medical payments provisions of automobile and commercial insurance policies; and

14. Any other party contractually or legally liable to pay medical expenses.

1. Private health insurance;

2. Casualty insurance, including medical payment provisions;

3. Employment-related group health insurance;

4. Group health plans defined under section 607(1) of ERISA;

5. Medicare Part A and/or Part B,

6. Medicare Part C (Medicare Advantage plans);

7. Medicare Part D;

8. Medical support from non-custadial parents (court or administrative ordered) (see 471
NAC 3-004.08);

9.

1

1

3-004.01 Definitions: The Nebraska Medical Assistance Program (NMAP) uses the following
definitions in relation to third party resources:

Adjudicate: To determine whether a claim or adjustment is to be paid or denied.

Balance Billing: Billing NMARP or client for remaining amount left after a provider has agreed to
accept a lesser amount from the primary payor as payment in full. Balance billing is prohibited.

Client Assignment of Rights: The client's action to assign to the Department his/her rights (and
the rights of any other eligible individuals on whose behalf s/he has legal authority under state
law to assign such rights) to medical support and to payment for medical care from any third
party resource (except Part A and B of Medicare). Assignment of rights is accomplished by
signing the Medicaid application.
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Cost Avaidance: A method of adjudicating claims as payor of last resort in order to utilize all
third party resources before Medicaid payment can be made.

Denial: Non-payment of benefits by a third party resource. See 471 NAC 3-004 06D 1.
Department of Health & Human Services

Excess Income/Share of Cost: The amount of the client's income that must be abligated or
D I_l I_l S paid for medical care before Medicaid payment can be made.
—'——)/
N E B R A S K A

3-004.03 Pavor of Last Resort: Medicaid clients who have third party resources must exhaust
these resources before Medicaid considers payment for any services. Medicaid shall not pay
for medical services as a primary payor if a third party resource is contractually or legally
obligated to pay for the service.

Providers shall bill all third party resources and/or the client (when there is an excess
income/share of cost obligation) for services provided to the client, except for waiver claims
(see 471 NAC 3-004 03A). Providers shall submit all charges and Medicare covered services
provided to Medicare/Medicaid clients to Medicare plus any Medicare supplement plans for
resolution prior to billing Medicaid. Medicaid is the payor of last resort.

3-004.03A Waiver Claims: Certain services, defined as "waiver claims,” are an exception
to the requirement of 471 NAC 3-004.03. Providers may submit these claims to Medicaid
before filing for TPR; NMAP pays these claims and COB staff initiate recovery activities
for any TPR. This does not prohibit the provider from billing the TPR before billing
Medicaid. In these situations, the provider does not bill Medicaid until the claim is
resolved.

Waiver claims, for health insurance purposes, are claims for which the Department has
applied and received a "cost avoidance” waiver from CMS or claims that are mandated to
have cost avoidance waived under 42 CFR 433.139 (preventive pediatrics, prenatal
services, medical support from "uncooperative” non-custodial parents).
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3-004.10 Client Rights and Responsibilities

3-004.10A Client's Rights: A provider shall not refuse to furnish services to an individual
wlm_is eligible for Medicaid because of a third party's potential liability for payment of
Department of Health & Human Services service.

3-004.10B Client's Failure to Cooperate: A Medicaid client has the obligation to assist
l the provider and the Department in obtaining payment from all available third party
N E B R A S K A

resources. This may include complying with any requests from the insurer for additional
information, ensuring that the provider or the Department receives remittance
advice/coordination of benefits and/or payments from the insurer, or appearing in court in
litigation situations. If the client fails to cooperate with the provider in securing third party
resources, the provider may contact the COB/TPL Unit. Failure by the client to cooperate
may cause the client to lose his/her Medicaid eligibility. The client will be responsible for
charges on the denied services.

3-004.10C _Client Responsibility When Enrolled in HMO or PPO Plan: Clients are
required to utilize the services provided through and to obtain all necessary prerequisites
as set out by the HMO or PPO plan (e.qg., obtaining prior authorizations, using network
providers, etc.). Failure to do so is considered lack of cooperation and will result in loss of
Medicaid eligibility. The client is responsible for the charges on the denied services.

3-004.10D _Client Responsibility When Health Insurance Premiums are Paid by the
Department: If the Department determines it is cost effective to pay the premiums for a
Medicaid eligible client to maintain their current commercial insurance coverage, the client
shall follow any preauthorization or referral provisions of the plan or utilization of specific
providers in the network. Claims denied by TPR because client did not utilize a network
provider or obtain necessary authorizations or referrals will not be paid by Medicaid. The
client will be responsible for the charges on the denied services.

3-004.10E_Client Responsibility When Client Chooses to Enroll in Medicare Advantage
(Medicare C) Plans: Medicaid will not pay claims denied by Medicare for Medicaid clients
enrolled in Medicare Advantage plans who move out of the service area without
complying with notification requirements. The client will be responsible for the charges on
the denied services.
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of NMAP funds for medically necessary services provided to eligible clients. Prior authorization of
payment for specific covered services, as a utilization control tool, is one method used to meet this
responsibility. The Department uses prior authorization to -

Dt i =i S Ao ey Safeqguard against unnecessary or inappropriate care and services;
Safeguard against excessive payments,
D I_l I_l S/ Assess the quality and timeliness of service;
I = Determine if less expensive, altemative care, services, or supplies could be used;
N E B R A S K A Promote the most effective and appropriate use of available services and facilities; and

Eliminate misutilization practices of providers and clients.

=

3-005.01 Senvices Requiring Prior Authorization: Services which require prior authorization of
payment, prior authorization requirements, and methods are listed in the chapter of the
Nebraska Department of Health and Human Services Finance and Support Manual related to
the specific type of service.

3-005.02 Limitations of Prior Authorization: Prior authorization is issued only if the client is or
was eligible for NMAP for the period for which services are authorized. If the client becomes
ineligible for NMAP (through spend-down, suspension, or closing of the case) dunng the
authorization period, the authorization is invalid in the period of ineligibility. The authorizing
agent shall not submit a prior authonzation request until eligibility for NMAP has been
determined. Prior authorization is not transferable to other clients or other providers.

3-005.02A Medicare/Medicaid Eligibility: If the client is eligible for Medicare as well as
Medicaid and the requested services are covered by Medicare, prior authonzation is not
issued. In some cases, as defined in the specific service policy, the provider must receive
a denial of coverage from Medicare before a prior authorization is issued. The provider
shall submit a copy of the denial with the claim form to receive payment.

3-005.03 Notification of the Client: The provider or local office shall notify the client of
approval or denial of prior authorization according to the prior authorization procedures under
the individual chapters of this Title.
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