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CHAPTER I

GENERAL INFORMATION ABOUT THE PROGRAM

100. WHO IS ELIGIBLE

In general, Medical Assistance will be available tc the following
individuals:

All individuals receiving financial assistance under the
State programs of 0ld Age Assistance, Assistance for
Dependent Children, Aid to the Blind and Assistance to

the Permanently and Totally Disabled. (These are referred
to as '"'categorical assistance' programs.)

Persons who would be eligible for financial assistance

under one of the above programs except for a requirement
that is specifically prohibited by Federal law or regu-
lations, such as execution of a reimbursement agreement,

Persons who meet the standard of need applicable to their
circumstances under one of the categorical assistance
programs, but who are not receiving and do not apply for
such assistance.

Children between 18 ard 21 who, axcept for school attendance
requirements, would be =2ligible for the State progrzm of
Assistance for Dependent Cnildren.

Children under 21 years o age in foster placemant undar
supervision of the Bureau of Children's Services for wuon
maintenance is being paid in whole or in part rfrom public
funds.

The spouse of a recipien: of old age asslstance, assistance
for the permanently aaf totally disabled, or assistzance for
the blind who is liviag with such ra2cipient and whos2 n22ds
are taken into acccunt in de:zer.iniag the ancunt of finzncial
assistance for the recipient*,



GENERAL INFORMATION

101.. HOW TO IDENTIFY A COVERED PERSON .

101.1 Plastic Identification Card (Exhibit 1)

This card identifies an individual or head of a family group found
eligible for paymcount for authorized health services under the

New Jersey Health Services Program administered by the Division of
Medical Assistance and Health Services, Department of Institutions
and Agencies. It will contain th= name of the individual or head
of the household and the Health Services Program Case Number,

This card is issued by the Division of Medical Assistance and
Health Services. It will serve as an identification card only.

NOTE: THIS CARD IS NOT A GUARANTEE OF ELIGIBILITY, BUT MUST BE
ACCOMPANIED BY A CURRENT MONTH VALIDATION FORM ISSUED BY A COUNTY
WELFARE BOARD OR THE STATE OF NEW JERSEY (SEE SECTION 101.2).

s NEW JERSEY )

leRLT_i{%ERUEC PROCRAM

Ca ',—(' C\:HLISZ?

Exhibit I

AUTHIRIZZO
SIGNATURE

\__ | y

101.2 vValidation Form (Exhibit II)

This validation for health services form is issued by the appropriate
County or State Agency monthly and indicates the individual is
currently eligible for coverage.

NOTE: THIS FORM IS THE SCLE INDICATOR OF ELIGIBILITY., THE PLASTIC
IDENTIFICATION CARD ALONE IS NOT SUFFICIENT,.

The sample shown contains all of the required information. However,
the form itself may vary from county to county,

IMPORTANT: Be sure to enter nzmz2, H,S.P, Czse Numbar, and Person
Number, EXACTLY as it appears oa thz Validaticn form on all Requests
for Authorizatioa and claim forms,




GENERAL INFORMATION

Exhibit II

COUNTY WELFARE BOARD

Valid Only for Month of Jan. 1970

BUCKINGHAM

01 John

02 Mary

20 Emna Jone
21 Lila

22 James

23 Belinda Smith

S

11 30 051234

VALIDATION FOR HEALTH SERVICES PROGRAM

24 0Olive
25 Sarah
26 Adolph

101.3 Temporary Identification and Validation Form

(Exhibit III)

In certain circumstances, a temporary identification and validation

form will be issued.

This form will identify the case as eligible

for health services for 30 days from the date of issue..

JEMPORARY IDFNTITICATION

STATE OF NSW JERSEY
DEPARTMENT OF INSTITUTIONS AMD AGENCIES
DIVISION OF MEDICAL ASSISTAMCE AND HEALTH SERVICES

AND VALIDATION OF ELTIGIRILITY

CURRENT CASE MO.

SFFECTIVE CAYE

CcTY

PROG

NUMBER

MO

DAY YR

NOTTICE TO PROVIDER OF HZALTH SEFVICES:

LAST NAME

FIRST NAME

BIRTH DATE

MO

nay

YR

This form, when sismed by cr on berall’ of the gerscn
wncse name is first listed, identifles the perscn(s)
listed as eldgible for veyrent for authorizad realth
services under the New Jersey Health Serivces Program.

This turm also serves as a terporary valldation of
eligibility for a pericd not exceeding 30 dzys from
tre effective date entered above.

Trhe informaticn acgez—ing cn this form should te used
in copleting the claim form to te sutdttted to tre
aporcoriate Centracter for the State of New Jersey.

NOTICE TC CLIZNT:

ol O O O

P, FCRM

v

MAP-16(11/69) T

EXHIBIT III

Trils form rmust be signed on the line telow marked
"Signature"” by or cn tehalf of the person wncse nzme
1s .rirst listed. This form must e presented to the
previder of nealth services to prove eldzitility for
payment. DO 0T LSZ thls form after recelving your
plastic ldantlificatlien card and your monthly

"

'Walicdaticn for Health Services”.

Sipnature

Praparcd By Oalu

Apprarsd 3y 483}




GENERAL INFORMATION

102, AUTHORIZED SERVICES FOR COVERED PERSONS

The items and seivices provided to covered persons will not normally
be limited in duration or amount. Any limitations imposed will be
consistent with the medical necessity of the patient's condition,

as determined by the attending physician or other practitioner, in
accordance with standards generally recognized by health professionals
and promulgated through the Division of Medical Assistance and

Health Services, The following items and services, more specifically
defined in subsequent sections of the appropriate manuz2l, are
authorized under the Program:

(a) Inpatient hospital services, other than services in an
institution for tuberculosis or mental diseases;

(b) Inpatient hospital services for persons 65 and older in a
public institution for tuberculosis or mental diseases;

(c) Outpatient hospital services;

(d) Clinic services, i.e., health services provided by an
outpatient facility not administered or operated by a hospital;

(e) Laboratory and x-ray services;
(f) Skilled nursing home services;

(g) Physicians' services, whether furnished in the office, patient's
home, hospital, skilled nursing home or elsewhere;

(h) Other practitioners'

and optometrists;

services, limited by State law to podiatrists

(1) Dental services, including dentures;
(j) Home hezlth care services;
(k) Pharmaceutical services - prescribed drugs (legend and non-legend)

(1) Prosthetic devices and appliances, medical supplies and equipment;
eyeglasses and hearing aids;

(m) Rehabilitation services;
(n) Transportation, i.e., ambulance service to and from a medical

facility when the patient's condition preciudes the use of
other means of transportation,

N



GENERAL INFORMATION

103, ELIGIBLE PROVIDERS
Providers of services means any individual, partnership, association,
corporation, institution, or public agency designated below, meeting
applicable requirements and standards for participation in the Program:

Medical and Surgical Supply Dealers;

Certified Independent Clinical laboratories;

Dentists;

Hearing Aid Dealers;

Home Health Agencies;

Hospitals;

Skilled Nursing Homes;

Opticians;

Optometrists;

Approved Clinics (Independent Outpatient Health Facilities);

Certified Orthotists;

Pharmacies;

Physicians;

Podiatrists;

Certified Prosthetists; (exclulding dental)

Providers of Medical Transportation.

104. FREE CHOICE BY COVERED 2ZR30N3

A covered person is free to choose gualified facilities, practitionars
and providers of service which mz:t che Frogram scandards. In the
event that the patient has no personal practitioner, or nona is
available, the Local Medical Assistance Unit may assist in obtaining
an appropriste practition3r or healch resou:ce,
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105. CONTRACTORS

The Division of Medical Assistance and Health Services will process
and make payment of claims for services by skilled nursing homes
and eligible state and county mental and tuberculosis hospitals.,

Contracts have been negotiated on behalf of the State of New Jersey
with the Hospital Seuvvice Plan of New Jersey and the Prudential
Insurance Company of America to function as its contractors.

The Hospital Service Plan of New Jersey will be responsible for the
processing and payment of hospital inpatient, hospital outpatient,
and home health agency claims for those providers who have selected
the Plan as their intermediary under Title XVIII (MEDICARE).

In addition, the Hospital Service Plan of New Jersey will process
and pay all pharmaceutical services claims (i.e., legend and non-
legend drugs), and claims for out of state hospitals and home health
agencies, Hospitals who have not participated in Title XVIII are
assigned to the Hospital Service Plan,

‘The Prudential Insurance Company of America will handle the
processing and payment of hospital inpatient, outpatient and home
health agency claims for those providers who have selected Prudential
as their intermediary under Title XVIII (MEDICARE). In addition, the
Prudential Insurance Company will process and make payment for all
other health services covered by the program.

106. PRIOR AUTHORIZATION

Under the Program, payment for certain services will require prior
authorization from the Local Medical Assistance Unit, except in an
emergency, It is the responsibility of the specified person or
institution providing such service to obtain prior authorization
before furnishing or rendering service, Specific instructions are
detailed in the appropriate manual sections.

107. POLICY ON OUT OF STATE MEDICAL CARE AND SERVICES

Prior approval of the Local Medical Assistance Unit shall be required
for medical care and services which are to be provided outside
New Jersey, except in the following situations:

1. Where necessary medical care is provided to a patient who is
temporarily absent from the state,
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2. When it is customary for persons in the area generally to
use medical care resources and facilities outside the
State of New Jersey.

3. When out of state care was provided in an emergency.

108. GENERAL EXCLUSIONS

The items listed here are general exclusions. Thare are certain
additional specific exclusions and limitations which are detailed
in the appropriate manual sections.

Payment is not made for:

1. Any service, admission or item which is not medically required
for diagnosis or treatment of a disease, injury or condition;

2. Any services or items furnished in connection with elective
cosmetic procedures;

Note: There are certain exceptions to this rule.

A written certification of medical necessity and a treatment
plan must be submitted by the practitioner to the Local Medical
Assistance Unit for consideration, and Prior Authorization

is required. ‘

3. Private duty nursing service;

4. Services or items furnished for any sickness or injury occurring
while the Covered Person is on active duty in the military;

5. Services or items furnished for any condition or accidental
injury arising out of and in the course of employment, for
which any benefits are available under the provisions of any
Workmen's Ccwmpensation Law, Temporary Disability Benefits Law,
Occupational Disease Law or similar legislation, whether or not
the Covered Person claims or receives benefits thereunder, and
whether or not any recovery 1s had against a third party for
resulting damages;

6. That part of any benefits which are covered or payable under any
health, accident, or other insurance policy, any other private
or governmental hecalth benefit system, or through any similar

- third party liability;

7. Services or items furnished prior to January 1, 1970, or prior
to the period for which the patient precents evidence of
eligibility for ccovaraze;
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8. Services or items furnished after the last day of the month in
which the patient ceases to be eligible for coverage;

9. Any services or items furnished for which the Provider does not
normally charge;

10. Any admission, service or item requiring Prior Authorization,
where authorization has not been obtained or has been denied;

11. Services furnished by an immediate relative or member of the
covered person's household.

109. CONFIDENTIALITY OF RECORDS

All individual medical records of covered persons acquired under this
Program shall be confidential and shall not be released without the
written consent of the covered person or his personal representative.
This shall not preclude the release of statistical or summary data

or information in which covered persons are not, and cannot be,
identified, nor shall it preclude exchange of information between
individuals or institutions providing care, Contractors and State

or local official agencies.

110. UTILIZATION OF INSURANCE BENEFITS

Health, hospital, workmen's compensation, or accident insurancea
benefits shall be used to the fullest in me=ting the medical needs
of the covered person. Supplenentation of available benefits shall
be as follows:

1. Title XVIII

The Program, in most instances, shall cover the amcunt of any.
deductible cor co-insurance liability under Title XVIII of the
Social Security Act for all covered persons 65 years of age
or older.

2. Workmen's Compensation

No Program payments shall be made for a patient covered by
workmen's compensation.

3. Other Health Insurance

When a covered person has other health insurance, the Program
requires that such benefits be used, Supplemeitation shall be
made by the Program when n2::3sivy, Sut the combinesd zo::l shall
not exceed the amcunt payable under the Progra: in the absence
of other coverage.

N

N
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111. MEDICAL REVIEW AND EVALUATION (by Local Medical Assistance Units)

Under the provisions of Federal and State Law, the Division of
Medical Assistance and Health Services must provide for continuing
review and evaluation of the care and services provided in the
Program. This will include review of utilization of services of
practitioners and other providers,

112, PROVISION FOR APPEALS - FAIR HEARING

All providers of service or covered persons will be given the
opportunity for a fair hearing concerning grievances arising from
the claims payment process.

113. FRAUD

The State Agency will establish and maintain methods for identifying
situations in which a question of fraud in the program may exist,
and referring to law enforcement officials situations in which there
is valid reason to suspect that fraud has been practiced,.

114, CIVIL RIGHTS

Federal regulations require that services provided to covered
persons are given without discrimination on the basis of race,
color, religious belief, or national origin. Therefore, payments
are limited to providers of service who are in compliance with the
non-discrimination requirements of Title VI of the Civil Rights Act.

115. OBSERVANCE OF RELIGIOUS BELIEF

Nothing in the Program shall be construed to require any person to
undergo any medical screening, examination, diagnosis, or treatment
or to accept any other health care or services provided under the
Program for any purpose (other than for the purpose of discovering
and preventing the spread of infection or contagious disease or for
the purpose of protecting environmental health) if such person or
his parent or guardian objects thereto on religious grounds.

10
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*200.

201.

201.1

201.2

201.3

CHAPTER II

PROSTHETIC AND ORTHOTIC APPLIANCES

PROSTHETIC AND ORTHOTIC APPLIANCES )

This chapter is concerned only with those prosthetic and custom-
made orthotic appliances listed in Chapter IV of this Manual.

It is not concerned with medical supplies and equipment, dentures,
eye aids, including eyeglasses and artificial eyes and prosthetic
devices used in conjunction with a surgical procedure, i.e.,

heart valves (et al).

DEFINITIONS

Prosthetic Appliances

"Prosthetic Appliances' means appliances prescrﬁbed by a physician
within the scope of his practice as defined by State Law, for the

purpose of artificially replacing a missing portion of the body.

Orthotic Appliances

"Orthotic Appliances" refers to custom-made braces prescribed by

a physician within the scope of his practice as defined by State
Law, for the purpose of providing support, increased function and

overcoming physical impairments or defects.

Cuszfﬁn—Madg_

For purposes of Health Servicss Program policies as they relate
to prosthetic and orthotic appliances (excluding hearing aids,
dentures, and artificial eyes), this term meens a device or

B

appliance fabricated (constructed and/or assembled) in an

Hiy

approved facility and designed to fit znd nerform a useful function

-12-



201.4 Certification.

For purposes‘of Health Services Program policies as they relate
to brosthetic and orthotic appliances, the term "certification"
means a prosthetist, orthotist and/or faqility who (which) has
met the standards of qualification'as establishgd by the American
Board for Ceriification in Orthotics anlerosthetics, Inc. |

202, ELIGIBLE PROVIDERS

Reimbursement for custom-made prosthetic and orthotic appliances
(excluding those in Secfions 200, 204.2 and Shoes) shall be made
only to providers who are eligible to participate in the New
Jersey Health Services Program in accordance with the féllowing
criteria:

“A. Approval for Program Participation

1. Appliances are fabricated in the facility and not
jobbed out ("facility" means the area of operation
of the prosthetist/orthotist). |

2. Certified Facility

3. Certified Personnel (owner and/or employee[s]).

NOTE: If the facility restricts its appliances to

5

prosthetics, then only a certified prosthetist is
required; if orthotics, a certified orthotist; if

prosthetic and orthotic, a certified prosthetist and

orthotist is required.

- B. Provisional Approval for Program Participation
1. Appliancess are fabricated in the facility and not
jobbsd out.
2. Non-Certified Shop.

3. Certified Personnzl (owner and/or employeels]).
NOTE: See Part A.
' _143.



C. Provisional Approval for Program Participation

1. Appliances are fabricated in the faciiity and not
jobbed out.

2. Non-Certified Shop.

3. Non-Certified Personnel (Neither the owner nor any
employee is certified.) |

Related té categories B (Parts 2 and 3) and C (Parts 2

and 3) only, provisional approval may be granted by the

Division of Medical Assistance and Health Services to

those facilities and personnel whose application for

facility and/or personnel certification is pending.

203. PRESCRIPTION POLICIES

203.1 Prosthetic and orthotic appliances require a personally signed and

dated order (prescripticn) by the prescribing physician.
203.2 The prescription must include the following:
1. Patient's nam=, age,. address, HSP Number, Patient Person Number; and
2. Relevant diagncsis supporting need for custom-made prosthetic
and orthotic cppliances, and
3. Detailed (meaningful) description of the prosthetic and orthotic
appliances ordsrad. (i.e. "back brace'", "leg brace', "artificial

1"

limb", "orthopedic shoe'", etc., on a prascription is unaccsptable.)

204, PRIOR AUTHORIZATION

204.1 Prosthetic and Orthotic Acpliances

The provider, upon receipt of an acceptable prescription (See

Section 201.1 and 203.2 - Prascriptiocn Policies), will submit,

~14-



204.2

and Orthotic nomenclature, to the appropriate
Assistance Unit, on Prosthetic and Orthotic C

Upon receipt of this information at the Local

Local Medical
laim Form (MC-15).

lMedical Assistance

Unit, the local medical consultant will review the medical

(prosthetic or orthotic) data and sign the MC
space, if approved. The Local Medical Assist
copy 3 for its files and forward the MC-15 to
provider, upon approval, fabrication and deli
to the recipient, with recipient's signature,

~as to quality and fit of the appliance by the

will forward the completed claim form (MC-15)

-(See Chapter III - Billing Procedures).

-15 in the appropriate
ance Unit will fetain k
the provider. The
very of the appliance
and certification

prescribing physician,

to the‘contractor

In the event that a physician's prescription does not conform to

the prosthetic and orthotic nomenclaturse accepted by this Division

and the approved New Jersey prosthetic and orthotic facilities,

it shall be encumbent upon the facility to transform the original

prescription tc conform to the accepted nomen
not imply that the physician's prescription w

altered.

clature. This does

i1l in any way be

In the case of a claim submitted by an out-of-state facility which

may be unfamiliar with New Jersey nomenclatur
Prosthetic and Orthotic Consultant will assum

of clarifying the claim to conform to the acc

ry

Orthopadic Appliances Not Requiring Prosthetic and

e, the Division's
e the responsibility
epted nomanclatura,

Ovrthotic Facility

Approval
The following items customarily listed as- ov:

reimbursabls, under the conditions imposed in

-15-
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hotic appliances ar

Secticn 204.1, paragraph



from facilities other than those witﬁ Division approval or
provisional approval (i.e. pharmacies, non-approved prosthetic
;nd orthotic facilities, etc.) and require prior authorization:
1. Cervical Collars
a. Soft
b. Hard
c. Malleable Frame
2. Abdominal Belts (fashioned elastic type - ﬁot used for
incisional hernia)
3. Abdominal Corsets (non-elastic type)
4, Abdominal Supports (low back - non-elastic type - size
to fit patient
5. Sacro-iliac and lumbo-sacral corsets, supports or belts
(male or female)
6. Special corset, boned and rsinforced with steel stays
7. Combination corset with inside abdominal belt
8. Elastic support stockings, etc.
9. Surgical welght hose
10. Trusses
11. Knee Cage (standard)
-12. Hand Orthosis
a. Short Oppoﬁens
(1) Cc-Bar
(2) Lumbrical Bar
13. Denis Browne Splints and Fillauer Bar

14, Shoes

-16-



204.3  POLICY ON SHOES

Definition of Shoe - For‘the purpcses of the New Jersey Health
Services Program policies, an "orthopedic shoe" is defined as a
shoe, with or without accompanying appliances, used to prevent or
correct gross deformities of the feet and consisting of the
following basic parts:

a. Correct straight last line

b. Heels with sufficient bearing surface

c. Toe with ample room for function

d. Sole with sufficient weight for foot protection

e. Rigid Shank

f. Properly fitting upper

. g. Smooth and protective lining

h. Snug fitting heel counter
1. Properly fitted as to length and width
Shoes are reimbursable under the following conditions:

a. When attached to a bracs or bar and/or

b. When part of the normal (customary, usual) post-operative

or post-fracturs treatmant ?rogram and/or

c. When used to corresct gross foot deformities and/or

d. When the talo-crural (anklzs) joint is included in the shoe.
The provider, upon receipt of an acceptable prescription (See

™A1

olicizs), must submit a
.9

e

Section 203.1 and 203.2 - Prescription
copy of the prescription along with a cost estimate of the shoe

(with alterations, additions, accompanyin:

Q
fu
'
j—t
[ e
u
5]
9]
NE
Ui
(1

t
0O
-

1

[
AU“
[aW
[
O
j8i)
}.—J
™
n
3]
-
0
t
63
0
]

Loca

w

where applicable) to the racipient
Unit. This cost estimate must include a detailzd cost bresakdown
of the basic shoe plus any additional charges for materials and/or

SAVVI Coa - .



204.4 Repairs and Replacement of Parts

All repair and replacement of parts for custom—made‘prqstheticband
orthotic appliances require a personally signad and dated order by
thé prescribing physician (See Section 203.1 ; Prescription Polipies)
and must include the necessary information.reduired in Section 203.2.

204.5 Physician's Certification

Claims submitted for payment of prosthetic and orthotic appliances
and for fepair and replacement of parts over $20.00, must be signed
in Section 14 of Prosthetic and Orthotic Claim Fo%m (MC-15) by the
prescribing physician, certifying to the fit and quality of the
appliance/serviées‘dispensed.

205, Guarantee/Warranty

Health Services Program

It is the responsibility of the provider to verify recipient
eligibility. Payment cannot be made for ineligible recipients.
Therefcore, an authprization per se for any service(s) provided
guarantees payment only if current eligibility is established
(See Chapter I, Section 101, for instructions on identifying
current eligibility.).

Exceptions:

1. If fabrication of an appliance (including repair or

I=e

replacemant of parts on existing appliznce) has commenced

oy
)

following authorization, but hss not been completed, during
the period of recipisnt's eligibility, reimbursement to the
provider will be alloﬁed.

2. If death or other circumstances (i.e. moving out of state)
"involving the recipient ovsr which no one may have control,

reimbursemant will be made in an amount consistent with the

-18-



stage of completion of

the appliance or, if completed,

reimbursement will be made for the completed

appliance consistent with the Program's schedule of

allowances.

Provider

For a new appliance, the provider shall submit a unit price

for each complete item in
Orthotic nomenclature and

1. Cost of all labor

.

the New Jersey Prosthetic and
shall include:

required to prepare the appliance

for final.acceptance.

2. Cost of materials.

3. Cost for home visits beyond a 10-mile radius from

the prosthetic and orthotic facility (maximum

allowable home visits - 3).

L. Delivery of the appliance to the recipient within

45 calendar days of receipt of authorization by

the facility from

Unit.

If it is not possi

within the stated

the Local lMedical

the Local MYedical Assistance

ble to provide an appliance
time, the facility shall notify

Assistance Unit that such time

limit cannot be met in a particular case and state

the reason(s) why.

Liability for deli

judzmental Tactor

nquency therevpon becomes a

Assistanca Unit which will act accordingly.

-16-



Provision that all appliaﬁces furnisﬁed by the approved
facility will conform to the prescriber's prescription
and the description of appliances set forth in the
accepted nomsnclaturs, will fit properly to the extent
that the recipient's condition(s) permit and will provide
maximum efficiency and comfort consistent with the
condition(s) of the recipient for whom the appliancéé
are prescribed.

Assumption of liability for material defects éver which
they have (or should have) control.

Exception: structural material defects over whose
production, testing, inspection, etc., the facility has
no control.

Agreement to accept rejection of all appliances when the
prescribing physician, after appropriate evaluation of
the appliance(s), detsrmines that the appliance(s) does
not conform to the prescription and description of the
appliance set forth in the accaptsd nomenclaturs, do not

fit properly, ars not acceptaile quality or do not

Na

provids maximum efficiency and comfort consistent with the
conditions of the recipient(s) for whom they are prescribad.

T

ve material and workmanship

Fie

nst defact

e

Warranty aga
(except for parts normally worn from natural use) for a
period of one year from date of delivery to and accsptancs

by the recipient(s). If it is found that either or both

-QQ_






10.

206. Standing Committes

a. the providér shall be allowed a reasonable
opportunity to make such adjustments and/or
corrections or replacement that may be necessary
to allow for acceptance of the appliance- as
indicated in item 7 without additional charge.
Exception: This warranty does not apply to
corrections and/or conditions incidental to
alterations or changes in the recipient's
physical condition or misuse, abuse or alteratian

:
in an appliance not made by the original provider.

Agreement that any controversies arising from the

preceding 8 items shall be resolved by arbitration

6f a special committee appointéd by the Director,

Division of Medical Assistance and Health Services

and consisting of personnel not involved in the case

originally. The opinions of the committee shall be
binding on all concerned (Division, provider,
pfescribing physician, recipient).

Acceptancz of any action; punitive or otherwise, by

the Division of Medical Assistance and Health Services

resulting from recommendations of the special
committee appointed to resolve controversies as

indicated in item 9.

o

. The Diréctor, bivision of Medical Assistance and Health Services, shall

committes to review, alter and update prosthetic and

r2 and this commitize shall meet, at least annually,

-21-






207. Basis of Payment

Reimbursement shall‘be on the basis of the customary charge, not to
exceed an allowance determined reasonable by the Commissioner of
the Department of Institutions and Agencies, and further limifed
by federal poilcy relative to reimbursement of practitioners and
other individual providers. In no event shall the allowance

exceed the charge by the provider to other governmental agencies,

or other groups or individuals in the community.
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CHAPTER III

BILLING PRGCCEDURES - PROSTHETIC AND ORTHOTIC MANUAL

300. BILLING PROCEDURES

This Chapter contains basic information necessary for the submission
of a claim. Included is a sample claim form approved for use in
submitting bills for covered items or services, and appropriate
instructions for the proper completion of the form.

301. GENERAL POLICY

A. New Appliances (including shoes)

Claims should be submitted for payment following
(1) delivery and acceptance of the completed
appliance{s) to the recipient and
(2) physician's certification as to the quality
and fit of the appliance.

B. Repair and/or Replzacement of Parts

© (1) Claims of $20 or less require no prior authorization
and should be submitted for payment to the contractor
with the physician's prsscription attached.

(2) Ciaims cvar $20 regquir

J
(O

prior authorization and

should be submitted for payment following completion
of the authorized repairs and/or replacement of

parts and

[¢N

(a) delivery and acceptance of the rspaired
appliance(s) to the recipient and

ication of the cuality

Dl



302.

303.

304,

PATIENT IDENTIFICATION

Verify that the patient is a covered person on the first visit

and each visit thereafter. This 1s done by viewing the patient's
) o

Validation Form (See Saction 101) which is issuéd on the first
aay of each month. It is especially important to review a
patient's Validation Form on each visit when extended plans of
treatment have been authorized. Prior authorization is no

guarantee that an individual is covered.

PRIOR AUTHORIZATION

Items or services requiring prior authorization should not be
provided until prior authorization is received (See Section 204.1).
When submitting claims for payment make certain the Prosthetic

and Orthotic Claim Form (MC-15) has been properly signed in the
following sections:

Section 10

Signature of Local Medical Consultant
Section 13 - Patient certification
Section 14 - Physician's certification

Section 15 - Provider'

s signature
To assure prompt claim consideration, always furnish the prescribing

physician's name and Social Security Number.

COMBINATION MEDICARE/MEDICAID CLATMS

There will be many patients who also have Medicare Supplementary
Medical Insurance benefits (Part 3). In such cases, the Medicare
Claim Form (SSA-1480) should be used in place of the Prosthetic

and Orthotic Appliance Claim Form (1C-15). In this instance, it

(V2]

will be necsssary to attach to the S52A-14380, a completed ¥C-15

Form (See Seacticn 204.1 - Prior Authiorizatlions):

~-25-



305.

305.1

NOTE

with the Medicare

claim.

Requests for Authorizatior and other reports

Mailing Instructions

may be obtained on request from Prudential.

In cases where prior authorization is required for the

Health Services Program, it must be obtained and submitted

Medicare Claim Form (SSA-1490)-

The first two digits of the recipient's Health Services Program Identification
number indicate the Local Medical Assistance Unit having jurisdiction.
for authorization and any other reports required by the Local Medical Assistance
Unit are to be sent to the Unit indicated.

N.B.

305.2 Directory of Local Medical Assistance Units

County Code County
01 Atlantic(
05 Cape May (
02 Bergen
03 Burlington
04 Camden
06 Cumberland
07 Essex .
08 Gloucester (
17 Salem (
09 Hudson
10 Hunterdon (
18 Somerset
21 Warren (
11 Mercer
12 Middlesex
13 Monmouth
14 Morris (
19 Sussex (

. 15 Ocean

16 Passaic
20 Union

Street Address

1601 Atlantic Ave.
90 Main Street

50 Rancocas Rd.
709 Market St.

7 East Broad St.
505 s. 15th St.

10 Harrison St.
100 Newkirk St.

79 Main St.

205 E. State St.
75 Paterson St.
320 Broad St.

6 Court St.

952 President Ave.
Apt. #1

152 Market St.

7 Bridge St.

-/05~

Inquiries concerning eligibility and applications for eligibility
are to be sent to the County Welfare Board of patient's re51dence._

Requests

Municipality Zip Code P.O. Box Telephone

Atlantic City 08404 1970 609-344-2861
Hackensack 07601 813 201-488-5667
Mt. Holly 08060 607 609-261-0448
Camden 08101 19 609-365-3926
Bridgeton 08302 440 609-451-6550
Newark 07103 1576 201-648-3700
Woodbury 08086 1900 609-845-7185
Jersey Caty 07306 8216 201-792-6390
Flemington 08822 19 201-782-1130
Trenton 08625 2465 609-292-7315
New Brunswick 08903 1274 201-246-0653
Red Pank 07701 778 201-842~-6440
Morristown 07960 425M 201-267-17090
Toms River 08753 1005 201-341-0804
Paterson 07509 2853 201-523-2800
Elizabeth 07201 776 201-355-83%0



BILLING PROCEDURES

306. PROSTHETIC AND ORTHOTIC APPLIANCE CLAIM (MC-15)

This form is to be used for the purpose of hilling for Prosthetic and
Orthotic appliances. IF THE CLAIM IS $20.00 OR LESS, A COPY OF THE
PRESCRIPTION MUST BE ATTACHED.

306.1 Instructions for Completion of Form MC-15 (See Exhibit)

1-4 NAME, ADDRESS, CASE NO. and PERSON NO. - Copy Patients Name,
H.S.P. Case Number and Patient Person Number EXACTLY as it
appears on the monthly Validation Form. (See Section 101).

5-6 Self Explanatory

7 Other Insurance Or Liability Coverage - If patient has other
Health Insurance or Liability coverage, check appropriate
block, provide the name and address of the carrier (s), and
show amount paid.

8 ‘Employment related - If patient's illness or injury is work related
enter name and address of employer.

9 Name and Address of Provider - (This information may be pre-
printed)
10 A. Enter date service was provided.
B. Enter appliance code number as listed in Chapter IV
C. If claim includes shoes, please check.
D. Enter description of appliances furnished, repaired, or parts replaced

using nomenclature as listed in Chapter IV.
. Enter quantity (if applicable)
. Enter charges

™ m

11 AUTHORIZING SIGMATURE - When prior authorization is required, obtain
signature from the Local Medical Assistance Unit.

12 PRESCRIBING PRACTITIONER - Givs the Name and Social Security Number
' of the physician prescribing the prosthetic or orthotic applicance.

13 LONG TERM CARE - If the patient is confined to a long term facility
such as an Extended Care Facility or a Skilled Nursing Home check the
appropriate block and give the name and address of the facility in
the space provided.

-27-



BILLING PROCEDURES

14

15

16 .

306.2

Under ordinary circumstances, the patient must sign the claim

form when services have been received. The claim form to be
signed should indicate services rendered, and the patient must not
sign a blank claim form prior to receiving services or as a
condition for receiving services.

However, when the patient's signature is unobtainable, the
following procedures may be used:

A. Illiterate Patient

The patient may sign by mark (X), and the signature
must be witnessed by another person including the
provider of service who signs his name and address on
the same line.

B. Other

If a patient is physically or mentally incapable of

signing, a minor child, deceased, or for other reasons

the patient's signature is not obtainable through

reasonable effort, the form may be signed on his behalf by:

. A parent, or

A legal guardian, or

A relative, or

A friend, or

. An individual provider, or

A representative of an institution

providing care or suppori, or

7. A representative of a governmental agency
providing assistance.

O EWN

Attached to the claim form should be a.brief explanation of reason
patient was not personally able to sign and relationship of signee
to the patient-recipient.

PHYSICIAN'S CERTIFICATION OF FIT - This signature must be obtained
after the appliance is dispensed indicating satisfactory fit and
quality.

PROVIDER CERTIFICATION - The Provider must sign and date this certification
before the claim for payment may be considered.

Mailing Instructionrs

Mail the Original Copy (Contractor's Copy) and prescriptions (where appropriate)

to:

The Prudential Insurance Company of America
P.0. Box 1900
Millville, New Jersey 08332

Retain the Provider copy for your records.

-2g-



CHAPTER 1V

PROCEDURE CODES AND DESCRIPTION

Page
Orthotics - Upper Extremity (3700~3775)........ eee...30,31
Component Parts (Repairs and Replacement)(3778-3792).31
Orthotic Spinal Braces (3800-3835)....... B
Component Parts (3840-3921).cieeeccanncanass teeress..33,34
Orthotics - Lower Extremity

(Aluminum or Steel) (3929-4086)....ccc... .35,36,37,38

Prosthetics - Lower Extremity (4090-4228)......... ©..39,40,u1
Prosthetics - Upper Extremity (L2U0-U3E6)..iieccccsn. 42, 43,44
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NUMBER .

CODE

3700
3701
3702
3705

3710
3711
3712
3713
371k
3715

3720

3721
3722
3726

.

3730
3731
3732

3740
3741
3742
37L3

374y
3745

3750
3751
3752
3753

CHAPTER 1V

ORTHOT ICS - UPPER EXTREMITY

" NARRATIVE Ct ION‘

,('J
r—-l

Shoulder
© Abduction
Free Elboir
Stifr Elbcw
Erb's Palsy
Adduction
Elbow
Pronation
Suppination
, Lateral lot
- e Stifl Joint
Free Joint
Iock Joint

ion

Wrist
Cock up
Fixed
Spring Assist (Klenzak)
Spring Coil

and
Shorit opponans
- Longz ospenzns
Plastic hznd orthaosis
Fingars
Flexor hingz splint, fingsr drivan
Flexor hings solint, cadls driven
Flexor hinzs spiint, weist drivan
Flaxse =F sziinz, 21
1= 2,

+

[72]

o
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L
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NUMBER

_CODE.

3758
3759

3760

3765

3766
3767
376¢€

3770
3771
3774
3775

3778
3773
3780
3781

3782
3783

3784

{

37233
3785

3730
3751

ORTHOTICS -

(ITY

~-31-

UPPER EXTRID (Continuad) o
E,EFA I”L D= SC“ ‘”IOJ .
Rotation stabilizer, legz reciprocator,
shoulder and elbow flexion assist,
foresarm rotation sLabvli zar or assist,
free elbow joint
‘ Shouldsr - supported functional arm
. brace with locking elbow, shouldar
i rotation stabilizer and forsarm
rotation stehilizer or assist )
Shouldsr-supported functional arm bracs,
artificial muscle-activate .
Arm .
Ball bearing arm balancer or feader
. Ball bearing zvm with -
e J artificial muscle
2 avtificicl muscles
3 grtificial muscles
HAND» including fingers (Weniger, Bunnell)
Flexor (per finger)
With wrist assist
) Edtensor (per finger)
N With wrist assist
COMPOLINT PARTS (Rapair or prsplacemant)
: Hand ' .
Sheort Copon=ns
+ C-bar )
D"[TL B
Fives
) ~ Inte:
m==
Luno
- Yoz
fio
U=t
egss
© Spr
.Spr
Longz Co
’ Azl Flaxlcn asslist
N Adiu ingzal
flax
anz z=2z21
flexicn .



ORTHOTICS - SPINAL BRACES

NUMBER o .
_CODE NARL\TTV DESCRIPTION
’L Lunbo-sacral brace
3800 . A - P Control
. 3801 _ . _ A - P and Lateral Control
3802 : ' Posterior and Lateral Control
o Dorso-Lusbar Brace
3805 ‘ : A - P Control
3806 ' A - P and Lateral Control
3807 ' A - P Lateral and Rotary Contr
3808 _ , ' o Anterior Control - Hyperextens ion
‘3810 - Scoliosi
Cervical
Collars
Anterior Control
3813 Soft
3814 ‘ Hard
3815 . Malleabls Frams
3816 - . Hard with Chin Support
3819 g A - P Control (Hard with chin and
' occipital support)
Posters
o A - P Control
3822 © 2 or Lk poster
3823 2 or 4 poster with vigid attach-
) maent Dbetwzen chin and occipital
: supports
- A - P Control and Unwaighting
3826 ter wit ™
3827
3328
3830
3831
3234
3835

o



- NUMBER
CODE

13840
3gul
- 3842
3843
3846
3847

3850
3851
3852

3855

3856

3857

3858

3859
. 3850

386h
3865
3856

3857

3868

3869

3875
- 3870

3879
3880
3831

3835
3825

3583
3830
3831

i 0o 0o

Co ouL ouu WO

w www :
W~

Qo

4
i

ORTHOTICS - SPINAL BRACES (COlLan >d)

tar
“Abdominal Support

NARRATIVE DESCRIPTION

COMPONENT PARTS (RﬂpTa amant, r“pair,etc.
Bands (Exclusive of leather work )
Pelvic
Straight
Angular
Butterfly
. Bluteal Extension
. Thoracic
Interscapular
Uprights
Posterior
Lateral

Oblique Lataral

Full Front
Corset Front
Elastic Front
Full Cors

Apron
Maternlty
Other
Axillary Strap
Sternal Plate
Thoracic band extension and sub-
‘claviculz» pads
Antarior hypzraxtensicn framz and pad
Axillary Crutcnss
Perin=al Straps
Collzar
Chin Cup
Occipital Zxt=nsion
Postzo -
Postsar
Thorzcic 3204
Rigid conn2ciicn bDatwasn chin and
ocoisital siaoort
Scolinsis o
Pelvic Zirvdie
Lazther
Plastic
Girdla RzinTorcszmants
Kytzx
Vional
Fibsrg
Uprights
Poster -
Al
Tisie
Crast
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+

NUMBER
CODE

3902
3903

3306
3807

3310
3911
3915
3916
. 3917
3918
3919

3920
3921

SPINAL BRACES - COMPOUENT PARTS (Continuad)

NARRATIVE DESCRIPTIOU

Occiput
Standard
Split

Chin Piece
Standard
Throat

Corrective Pads
Lumbar

Standard

Mechanical (spring)

Dorsal
Axillary
Neck

-3u-



NUMBER
- _cope

3925
3926
3927
3928
3929

3933
393y
3935
_ 3940

3guy
3gus

3945
3947

3950

3951
3952

3955
3955
3ags7
33558
3353
3350

O

.
w w
w WO W
Sy RN @)
w o W»n

w W W

G

< o~
O

[N]
w WO
~J
N

Iy

ORTHOTICS - LOWER EXTRE:

(Aluminum or Stezl)

NARRATIVE DESCRIPTION

Short Leg Brace (Includes solid stirrup,

free motion ankle joint, calf band,
calf cuff)

Single Bar (round)

Single Bar (steel or aluminum)
Bar (ste2l or aluminum)

"~ 0

o
8]
£

e O o T

O
R
H
jal]

3
D

[sslus oS el]

3 O

racz2 with Tibial Torsiocn
ar (round)

ar (steel or aluminun)
ar (steel or aluminun)

calf cuf

IS}
D with armtachmani plafa
Calipaw» (round)
Foot Pizz= (sta’'nli=ss zontou
Foot 2iz=z =-2 Sandzl (econzours
2

Bracz(Includss solid stirrup,
ion ankla joint, frze motion
T

r)
1igh cuffs, knee pad

optional

.
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'NUMBER

cobt

3975

397¢
©3977
3978
3979
3380
3981

3984

3985
3986
3987
3988
3989
3390

SMITY (Continued)

ORTHOTICS - LOVER EXI!

NARRATIVE DESCRIPTION

Knee Joint
Aluminum
" Free Motion
Drop (ring) Lock
Medial
Lateral
Bilateral
Spring Loaded Drop
Cam Lock
Adjustable Flexion
Steel
Free Motion
Drop (ring) Lock
Medial
Lateral
Bilateral
Spring lozdsd Drop
Cam Lock
Adjustable Flexion
Stainless St==l
Free Motion
Drop (ring) Lock

Media
Lateral
Bilataral
Spring Loadad Drep
Can Lock
Adjustedlse Flaxion
Cufris (fo 4" widih)
Calr
Thign - Uid
Tnign - Upoer
Splix
Lonz Tibial Cutff
PT3 Plastic Sccket
Shin Gusz»2
Bznlis
Calft
Thigh - Mid '
Thigh - Uopar
Sid=a 3zn
Uopar
Lawam
Extznsiecn
Upper
Losier
Bth
Yonze 722
Stzandarnd
Puil

-36-
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" NUMBER
CODE

4030
4031
4032
4033

4036
4037
4038
L03s

uoL2
4043
Lot
Bous

4ous
Lous
4050

4053
Losy
L4055

4058
L4053
4051
4352
4053
. bosu
5055
k056

5053
4C70
-~ 4071
o972
4073
yo74

~

N

ORTHOTICS = LOWER EXTREMITY (Continuxd)

NARRATIVE DESCRIPTION

Hip Joint
Aluminum )
Free Motion
Locked
Iimited lMotion
180° Stop
Steel
Free Motion
Locked
ILimited Motion
180° Stop
Stainless Ste=zl
Free Motion
Locked
Limited lMotion
180° Stop
Pelvic Band
Unilateral
Metal
Leather
Extra Padding
Bilateral
Metal
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- ORTHOTICS - LOWER EXTREMITY (Continuad)

" NUMBER

;EQDE NARRATIVE DHSCRIPTIQ&
Shoe Build-up
, . v Rubber
4083 ~ 1st inch
4osy Each additional 1/2"
S ) Cork '
- 4085 lst inch

L085 ' ' Each additional 1/2"

-38-



NUMBER
_ CODE

.4030

3091
1095

40396
4100

45101
4102
4103
4104

43105
4106

3110
4111

4112

4117
4118
113
- 4120

gi121

PROSTHETICS - LOWER EXTREMITY

NARRAT

IVE DESCRIPTION e

LEG PROSTHESIS
Trans Metatarsal (Includas moulded leather
with steel plate, felt toe area made to
cast, laced frout)

Laminated plastic, custom made foot

Ankle (Symzs)

>

Standard (leather and metal frame,
conventional foot) '
Plastic with SACH foot

B/K (Includes SACH foot, wood socket,
knee joint, corset)

Knz= Besaring

-39-

B/K (S&CH foot, plastic socket,
knee Jjoint, corset)

PTB (SACH foot, hard plastic soc
cuff suspensio

PTB (SACH foot

suspansion

PTB (SACH foot, soft insert, knee
joint, corse
PTS (SACH fo
PTS (SACH £

]

, soft insert, cuff

Conventional

(¥
T

[

<

1. b U

-0 (O e (O
[3Y] ¥

e

o o)
~ 2
POt
Ty
wnro

knsz, 2i=
pelvic b=ls
&/K (8alE o
k: nlasti



NUMBER
CODE

L2

- 413C
4131

413t
B13¢

L13¢
413¢
y1uc

B1ya
hluy
§145

B1u8
4149
4151
4152

4155

156

4158
4159

4152
4153

4154
4165
4166
4167

4170
w171
L1754

4175

4176
5177

LOWER EXTREN

Iy

PROSTHETICS

NARRATIVE DESCRIPTION

Hemi-pelvectony (Includes SACH -foot, single
axis friction knee, wood thigh, plastic
socket with ischial seat to opposite side
or thoracic support, anterior placead hip
joint) B
Preparvatory Prosthesiz (temporary pylon)
A/K
Plaster
Plastic
B/K
Plaster
Plastic
COMPOMENT PARTS
Foot
SACH
Single axis ankle motion
Universal motion
Ankle Joint and Bloik
Single Axis
Universal
Ankle block including lamination
Knee Joints
Initial

Unilateral
Bilateral
tainlass 3tcal
Unilateral
Bilateral
Replzcamant

Xn==2
Sinzle zwis Iriction knes
Singls zamlis-friction knea with bullt-
in extzasion
Singls axis IZriction xn2a, salziy tyoe
Single zxis Irlction xnsa2, manual lock
Singla z2x’s, manual lock
Mulni (polyceniric) axis - Lzng or
comparna~lz
Hip Joint
A/K on -
Sta
Soo
oo L Dizzwii lom)
ant=vri zczd (Cznzd
Diszvtic )
Stnids C
Adjust , 2nZarice (hall and sockat)

N



NUMBER
CODE

———e

4186

4181
4182
4185
4186
4187

4188
4189

4192
4193
4194
4200
T 4201

4205
4206
4207
5208

4209
§210

4213
y21y

4217
4218

4222

4223
4224
4227
4228

PROSTHETICS - LOWER EXTREMITY

-

NARRATIVE DESCRIPTION

Suspensions, Belts and Bands
Cuff suspension -
Pelvic Belt (A/K)
Standard
Padded

Pelvic Band

Silesian Belt (standard)

Shoulder Suspendar

Waist Belt (B/X)
Standard
Paddad

Thigh Corset
Standard
Gluteal

. Ischial

Check Strep

: Fork Strap

Sockets
Wood (A/X)

Suction (A/K - wood)
Plastic, open end
Plastic totel contact
Hip Disarticulation

Plastic

Moulded Lazther
Hemi-palvaciomy

Plastic

pPis

g
—
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. PROSTHETICS - UPPER EXTREHITY
NUMBER . | ‘ | L
CODE | NARRATIVE DISCRIPTION
AR PROSTHESIS
Partial Hand (Detalls by report)
: B/E .
L2uo - v '~ Wrist Disarticulation (Includas

leather or plastic double wall
socket, friction wrist, harness and
control asserbly
4241 - Long B/E or Standard (Includes double
' wall socket, friction wrist,
biceps cuff, elbow joints, harnass
and control assambly)
u242 ar Short B/E (Includes double wall
' socket, friction wrist, bicaps cuff,
elbo joint, harasss and control
asserbly )
4243 : Very Short B/E (Includes split socket,
’ friction wrist, biceps cuff, elbow
joint, harna=ss cnd control asser oLy)

y247 - - Muenster

4250 Elbow Disarticulation (Plastic double wall
socket, forzzrm ouitsids locking jeints,
manuﬂl fviction wrist, harnsss and

4255

4256

o0 oy O
N O

B
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IR g
ro rD

[STRNS Y]
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NUMBER

CODE

4273
4274
y27s
L276
T U277
4278
L283

- 4290
4291

y292°

4293
{42394
4235
- 4296
. 4297
4298
4239
4300
4301
4310
4311
4312

4320
4321
4322
4323
L324
4325

43390

335
4335
4337

L350

k345
L3tz
4347
4343
4343
4350

PROSTHETICS -

EXTREHITY (Continued)

NARRATIVE DESCRIPTION

—43-

Sierra
Dorrance

Becker Lock Grip
Becker Plylite

- Robin Aids

APRL - VO
Cosmetic

Hooks

P

Z:)

S
~

]

Dorrance

3

5

5X

5XA

555

6

7

7L0

8

10X

88X

99X
Sierra APRL
Sierra 2-load

Troutman
tal (Datalls by repor
ty (22tzils by rzgor
ARTS (Replacamant)

Hhla W=11
Elbow Disar=iculation
Standard =
Stort A/
dumzrzl Hack
Snoulicdar Diszarticulziion
Foraguizntzn
Solit
2
Vary Short 3/3
Cormponanc
Half Cur?®
full Curtfo
Tricesps Zad
ToTa2En Can
Standand To
Noiss z2n2 7T
Interchanzzs
v Daviza
“iola
3 (s Hing=s
.







