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Home Health Agency Prior Authorization Process Changes on June 5, 2007

To:  All Home Health Agencies providing services to Nebraska Medicaid clients

From: Gaylene R Jeffries, RN, BA, Administrator |
Home and Community Services Division
Nebraska Health and Human Services System

Beginning June 5, 2007, Home Health Agencies will no longer be required to
obtain prior authorization for services for Nebraska Medicaid covered clients.

Home Health Agencies are still responsible to comply with all regulations
concerning covered services. These regulations are found in 471 NACS8
including Chapters 1,2,3 and 9.

1) Home Health Agencies must keep all records of services provided,
in accordance with 471 NAC regulations.

2) Home Health Agencies may be subject to random reviews of claims
and services for monitoring and quality purposes.

3) Home Health Agency follows usual claim billing process, except that
a Prior Authorization number will not be required.

4) All Medicare benefits for Home Health services must be exhausted
before billing Medicaid for those clients who are eligible for both
Medicare and Medicaid.

5) For questions regarding claim status, use the Medicaid Inquiry Line.
877-255-3092

6) Remember to check client eligibility monthly. 800-642-6092.

7) For clients who are enrolled in a Nebraska Medicaid Managed Care
Plan, please contact that plan with prior authorization questions.

8) If you have questions about this memo, please call 402-471-9415.
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