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CHAPTER I 

GENERAL I NFORMATION ABOUT THE PROGRAM 

100. WHO IS ELIGIBLE 

In general , Medical Assistance will be available tc the following 
i nd i viduals : 

All individuals receiving financial assistance under t he 
State programs of Old Age Assistance , Assistance for 
Dependent Children, Aid to the Blind and Assistance to 
t he Permanently and Totally Disabled. (These are referred 
to as "categorical assistance" programs .) 

Persons who would be eligible for financ ial assistance 
under one of the above programs except for a requirement 
that i s specifically prohibited by Federal law or regu­
l ations , such as execution of a reimbursement agreement . 

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

Children between 18 and 21 who, GXCept for school at~enda ce 
r equirements , would be eligible for the State program 0£ 
Assistance for Dependent Children. 

Children under 21 years o.Z age in foster placem-:nt und2r 
s upervision of the Bureau of Children's Services for whom 
maintenance is being paid in whole or in part from public 
f unds . 

The spouse of a recipien _ of old age assistance, assis tanc e 
f or the permanently and ·o ally disabled, or as sistance for 
t he blind who is livL1g with sech recipient and whose n~eds 
a re taken into accoun i:1 de ,,.. errdn:t:ig the a .. ount of fina-:cial 
a ssistance for the recipient . 
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GENERAL INFORMATION 

101. HOW TO IDENTIFY .A COVERED PERSON -

101.1 Plastic Identification Card (Exhibit I) 

This card identifies an individual 0r head of a ·family group found 
eligible for paym~nt for authorized health services under the 
New J ersey 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 t he 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 ). 

r 

Exhibit I 

101 . 2 Validation 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 SOLE I NDICATOR OF ELIGIEILITY. THE PLASTIC 
I DENTIFICATION CARD ALONE IS NOT SUFFICIENT. 

The s amp le sho~m cont~ins all of the r equired information . However, 
t he fonn itself may vary from county to county. 

IMPORTANT: Be sure to enter nam- , H.S.P. C~se Numb r, and Person 
Number , EXACTLY as it appears on tha Validation fo rm on all Requests 
f or Authorization and claim fo rms . 
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GENERAL INFORMATION 

COUNTY WELFARE BOARD 

VALIDATION FOR HEALTH SERVICES PROGRAM 

Exhibit II 

Valid Only fo r Month of Jan . 1970 

BUCKINGHAM 

01 John 
02 Mary 
20 Emma Jones 
21 Lila 
22 J ames 
23 Belinda Smith 

11 30 051234 

24 Olive 
25 Sarah 
26 Adolph 

101.3 Temporary Identification and Validation Form (Exhibit III) 

In certain circumstances , a temporary identification and validation 
~orm will be issued. This form will identify the case as eligible 
for health services fo r 30 days f rom the date of issue •. 

STATE OF NEW JERSEY 
DEPARTMENT OF INST !TUT mis AND AGENCIES 

DIVISH'N OF MED ICAL ASSISTAi':CE .AND 1-1EALTH SERVICES 

TEMPOPJl.RY I['f'J'ITFICA'I'ION AND VALID/1.TION OF EL rn-;:;:, r:... T'I"{ 

LAST NAME 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I 

I I I I I I I I I I I 

' I I I I I I I I I I 

I I I I I J I I I J I 

I I I I I I I I I I I 

I I I I I I I I I _J I 

I : I I I I I ' ' ' I 

Ti'AP-16( 11/69) ID'.P. :CffiJ 

CU RRENT CAS E NO. 

CTY PROG NUM0£R 

I I I I I I ' 

flRST N/\ME M .1. 
i3 1RTti DATE -· MO OAV YR 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I 

I I I I I I I I I 

I Li..lL..L I I '· 
I I I I I I I I I 

I I I I I I I . L ......J_ 

I I I I I ' I I _L_ 

I I ' ' ' ' ' I I 

BXHIBIT ~II 

4 

~FFEC!lv'E OA~·E 

MO 

I 

OAY YR 

l 

NO'I'TCE 'ID PROV1.L'£R OF HZALTI! SEP.VICES: 

Th.is form, when s.!.F.T1ed by or en c~r.a.lf of the pe:::"'3:::::n 
'llhcse r.2.rre is flrst listed, identifies the pe:-scr. (s) 
lJsted a'3 eligible for peyrent for aut!"io!"ized health 
sern.ces uncer the New Jersey !-l.ealth Serlv~es Prcsr-ai11 . 

This f1..,rm a.Lso s ervi?s as a terrporarJ va.lldat!c~ of 
eligibility for a period not exceedlr..g JO days !".:-on 
tte effective c!ate e.ntered above . 

'Il;e 1nfon:-at1.on api:;ea:::-±n~ en th!.s !'or.rt should ce used 
1n CCT.l) :.etiniz t he claim fc!m to te sc:::m.ttted to t!".e 
approoriate Cor.tr-o.ctcr for the State or New Jersey . 

NGI'ICE TO CLID?I': 

This fom r.-:u.:;t be sii;z:r:ed en tr.e l.1ne below r.a.r!-:ed 
"Si~2.ture" by or en - telulf of the pe:-:;cn w:;cse ~ 
1s .rtr-s: listed. This form must be presented to the 
prc·./:!.:ic~ of' tcalt:-i .:;e :---t:cs t~ prc~.c e:1?,t.t:.:~y rcr 
pay-rent . CO i:or IEE t:hls foc,n after receiving yccr 
plastic 1der.t1N.cat .~m card and yov.r r:'.Cl'lthl:, 
"Validation for- Eea.lth Services" . 

Signature ________________ _ 



GENERAL INFORMATION 

102 . AUTHORIZED SERVICES FOR COVERED PERSONS 

The items and services 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, 
a s determined by the attending physician or other practitioner, in 
accordance with standards generally recognized by health professionals 
and promulgated th~ough the Division of Medical Assistance and 
Health Services. The following it ems and services , more specifically 
defined in subsequent sections of the appropriate rnanu2l , are 
authorized under the Program : 

(a ) Inpatient hospital services, other than services in an 
i nstitution fo r tuberculosis or mental diseases ; 

(b) Inpatient ho spital services for persons 65 and older in a 
public institution fo r 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 ' s ervices , whether furnished in the office , patient ' s 
home , hospital , skilled nursing home or elsewhere ; 

(h) Other practitioners ' s ervices , limited by State law to podiatrists 
and optometris ts ; 

{i) . Den t a l services, i ncluding dentures ; 

(j) Home heP-lth care servi ces; 

(k ) Pharmaceut ical services - pres cr ibed drugs (legend and non-legend) 

(1 ) Prosthetic devices and appliances, medical s upp lies and equipment ; 
eyeglasses and hearing aids ; 

(m) Rehabilitation .servic es; 

(n) Transportation, i . e. , ambulance service to nnd from a medical 
f acility when the patient ' s condit ion precludes the use of 
o ther means of transportation . 
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GENERAL INFORMATION 

103. ELIGIBLE PROVIDERS 

Providers of services means any individual, partnership, association , 
corporation, institution, or public agency designated below, meeting 
applicable requirement s and standards for par ticipation i n the Program : 

Medical and Surgical Supply Dealers; 

Certified Independent Clinical laboratories; 

Dentists; 

Hearing Aid Dealers ; 

Home Hea lth Agencies; 

Hospitals; 

Skilled Nursing Homes; 

Opticians; 

Op tometrists; 

Approved Clinics (Independent Out?atient Health Facilities); 

Certified Orthot ists ; 

Pharmacies; 

Physicians; 

Podiatrists; 

Certified Prosthetist s ; (excluding dental ) 

Providers of Medical Transporta tion . 

104 . FREE CHO ICE BY COVERED ?ERSON3 

A covered person i s f r ee t o c oose quali r ~ed facil . ties , p~a ctitio 1ers 
and providers of service which m2 ~t ~h_ Program s tand~-ds. I n the 
event tha t the patient has no pe=sonal practitioner , o~ no , e is 
available , the Local Medical A~ s istance Unit may a ss i st in ob tain i n3 
an appropriate practition ~r or ~ea th re sou-·ce , 
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GENERAL INFORMATION 

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 thP. State of New Jersey 
with the Hospital Se~:vice 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 fo r those providers who have selected 
the Plan as their intermediary under Title XVIII (MED ICARE). 
In addition, the Hospital Service Plan of New Jersey will process 
and pay all pharmaceuti.cal 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 Prudentia l 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 Hedical 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 section3. 

107. POLICY ON OUT OF STATE MEDICAL CARE AND SERVICES 

Prior approval of the Local Medical Assistance Unit shall be required 
f or medical care and servi.ces which are to be provided outside 
New J ersey, except in the following situations: 

1. Where necessary medical care is provic:led to a ·· patient who is 
t emporarily ab sent from the st ate . 

J 



GENERAL INFORMATION 

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 EXCLU SIONS 

The items listed here are general exclusions. There a~e certain 
additional specific exclusions and l imitations which are detailed 
in the appropriate manual sections. 

Payment is not made fo r : 

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

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

Note: There are certain exceptions to this rule. 
A writt en certification of medic al necess ity and a treatment 
plan must be submitted by the practitioner to the Local Medical 
Assistance Unit for consideration , and Prior Authorization 
is r equired. 

3. Private duty nurs ing service; 

4. Services or items f urnished for any sickness or injury occurr i ng 
while t he Covered Person is on active duty in the military; 

5. Services or items furnished for any condition or accidental 
inj ury arising out of and in the course of employment, for 
which any benefits are available under the provisions of any 
Workmen 's Compensation Law, Temporary Disability Benefits Law , 
Occupati0nal Disease Law or similar l egislation , whether or not 
t he Covered Person claims or receives benefits thereunder , and 
whether or not any recovery is had against a third party for 
r esulting 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 health benefit system, or through any simi lar 
third p~rty liability; 

7. Services or items furnished prior to J ~nuary 1, 1970, or prior 
to t he period for which. the patient presents evidence of 
e ligibi ity for Cv V-ra 0 e; 

8 



GENERAL INFORMATION 

8. Services or items furnished after the last day of the month in 
which t he patient ceases to be eligible for coverage; 

9. Any services or items furnished for which the Provider does no t 
normal l y 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 o~ member of the 
covered person ' s household . 

109. CONFIDENTIALITY OF RECORDS 

All i ndividual medical records of covered persons acquired under thi s 
Program shall be confidential and shal l not be released without the 
wr it ten 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, 
identif ied , nor shall it preclude exchange of information between 
individuals or institutions providing care , Contractors and State 
or local offic ial agencies . 

110. UTILIZATION OF I NSURANCE BENE~ITS 

Health, hospital , workmen ' s compensation , or accident insurance 
benefits shall be used to the fulle st i n meeting t he medical needs 
of the covered person . Supplementation of ava ilable benefit s shall 
be as f ollows: 

1. Title XVIII 

The Program, i n most instances, shall cover the amoun t of any 
deductible or co-insuranc2 liabili ty 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, t he Program 
r equires that such benefits be used . Supplern e~t a tion 3ha_l be 
made byte Progra~ ~an ne:~ ss ~~7, but the combined ~ot ~l sha _ 
not exceed the amount payable und2r the Progran in the absence 
of other coverage. 

9 
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GENERAL INFORMATION 

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. 

l12. 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 th&t 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 treatmen t 
or to accept any other health care or services provided under the 
Program fo r any purpose (o ther 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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201.l 

201. 2 

201. 3 

CH APTER II 

PROSTHETIC A.ND ORTHOTIC APPLIANCES 

PROSTHETIC AND ORTHOTIC APPLIANCES 

This chapter is concern.ed 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 eyegl2sses and artificial eyes and prosthetic 

devices used in conjunction with a surgical procedure , i.e., 

heart valves ( et a.l ). 
\ 

DEFINITIONS 

Prosthetic Appliances 

"Prosthetic Appliances II means appliances pres cr
1

ibed by a physician 

within the scope of his practice as defined by State Law, for the 

purpose of artificially 1·epJ.acing a missing portion of the body . 

Orthotic Appliances 

"Orthotic Appliar1ces 11 refers to custom-!!lade braces prescribed by 

a physician within the scope of his practice as defined by State 

Law, fo r the p~rpose of providing support , increased function and 

overcoming physical impairm2nts or defects . 

Cust om- Made 

For purp oses of Health Services Prog~c:.m policies 2s they r elate 

to prosthetic and orthotic appliances ( excluding hearing aids , 

dentures , and artificicl eyes) , this term me2ns a device or 

a ppliar1ce fabricated ( constructed anc./or assemhled) in an 

approved fac:li ty and designed to fit and perform a useful function 

solely for that sDeci:fic single individual for whom it was ordered . 

-12-



201. 4 

202. 

Certificat ion 

For purposes of Health Servi ces Prog1·am polJcies as they relate 

to pros thetic and orthot ic appliances , the t erm "certification" 

means a prosthetist , orthotist and/or facility who (which) has 

met the standards of qualification as est2blished by the American 

Board for Certification in Orthotics and Prosthetics , Inc . 

ELIGIBLE PROVIDERS 

Reimbursement for cust om-made prosthetic and orthotic appliances 

(excluding those in Sections 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 following 

criteria : 

A. Approval for Program Participation 

1. Appli ances are fabricated in the facility and not 

_ jobbed out ("facility" means the area of operation 

of the prosthetist/orthotist) . 

2. Certified Facility 

3. Certifi ed Personnel (owner and/or emp loyee [s ]). 

NOTE : If t he facility restric t.:; its appliances to 

prosthetics , then only a certified prosthetist i s 

:required; if orthot ics ,· a certified oi,-thotist ; if 

prostheti c and orthotic , a certifi ed prosthetist an d 

orthotist i s required . 

B. Provisional Approval for_ Program Part i ci pat i on 

1. Appliances are fabricated in t he ·facility and not 

jobbed out . 

2. Non-Certified Shop . 

3. Certifi ed Pers onnel ( owner and/or employee [s]). 

NOTE : See Part A. 

-13-
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203. 

203.1 

203.2 

204. 

20 4- . 1 

C. Provisional Approval for Pr~gram Participation . 

i. Appliances are fabricated in the facility and not 

jobbed out . 

2. Non-Certified Shop . 

3. Hon-Certified Personnel ( Neither the owner nor any 

employee is certified .) 

Related to categori es B (Parts 2 and 3) and C (Parts 2 

and 3) only , provisional approval ~ay be granted by the 

Divi9ion of Medical Assistance and Health Services to 
\ 

those 'fac~lities and personnel whose application for 

f acility and/or personnel certification is pending. 

PRESCRIPTION POLICIES 

Prosthetic and orthotic appliances r equire a personally signed and 

dated order (prescription) by the prescribing physician . 

·The prescription must include the following: 

1. Patient 's name , age , : address, HSP Number , Patient Person Number ) and 

2. Relevant diagnosis supporting need for custom-made prosthetic 

and orthotic 2pplian ces , and 

3. Detailed (meaningful) description· of the pros thetic and orthotic 

applia..rices order ed . (i . e. '·'back brace", "leg brace" , "artificial 

limb" , "or thopedi c shoe", etc . , on a prescript ion is unacceptable .) 

PRIOR AUTHORIZ ATI ON 

Prosthetic and Orthot ic A?pJ.iances 

The provider , upon receipt of an accP-ptable prescript ion (S ee 

Section 201.l and 203 . 2 - Pres c~ipti on Policies ), will submit, 

with t he pres cri pt i cn attached , his det ailed breakdown of the 

appliance order ed , according to the accepted New J ersey Pros t hetic 

-14-



204. 2 

and Orthotic nomenclature , to the appropriate Local Med.ical 

Assist ance Unit, on Prosthetic and Orthotic Claim Form (MC-15) . 

Upon receipt of this information at the Local Medical Assistance 

Unit, the l ocal medical cons ultant will review the medical 

(prosthetic or orthotic ) data and sign the MC-15 in the appropriate 

space, if approved . The Local Medical Assistance Unit will retain 

copy 3 fo r i ts files and forward the MC-15 to the _provider . The 

provider, upon approval , fabrication and delivery of the appliance 

to the r ecipient , with recipient's s i gnature , and certification 

\ 
as to quality an'cl Ji t of the appliance by the prescribing physician, 

will forward the completed claim form (MC-15) to the contractor 

.(See · Chapter III - Billing Procedures). 

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

the prosthetic and orthotic nomenclature accepted by this Division 

and t he approved New Jersey prosthetic and orthotic facilities, 

it shall be encurnbent upon the facility to transfonn the original 

prescription to conform to the accepted nomenclature . This does 

not imply that the physician ' s prescription will in any way be 

altered . 

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

may be unfamiliar wi t h ~ew Jersey nomenclature , the Division ' s 

Prosthetic and Orthotic Consultant will assume the responsibility 

of clarifying the claim to conf9r rn to the accepted ~orn2nclature . 

Orthopedic Appliances Not Requiring Prosthetic and Orthotic Facility 

Approval 

The following i t erns customarily listed as· orthot ic appli an ces are 

reimbursable, under the conditions imposed in Section 20 4 . 1, paragraph 1, 

-15-



from facili ties other than those with Di vision approval or 

provisional ·approval ( i . e . ph~rmacies , non-approved prosthetic 

and orthotic facilities, etc .) and require prior authorization : 

1. Cervical Collars 

a. Soft 

c. Malleable Frame 

2. Abdominal Belts (fashioned elastic type - not used for 

incisional hernia) 

3. Abdo~inal Corsets (non-elastic type) 
\ 
~ 

4. Abdominal Supports ( low back - non-elastic type - size 

to fit patient 

5. Sacra-iliac and lumbo-sacral corsets , supports or belts 

(male or female) 

6. Special corset , boned and reinforced with steel stays 

7. Combination corset with inside abdominal belt 

8. Elastic support stockings, etc . 

9. Surgical weight hose 

10. Trusses 

11. Knee Cage (standard) 

-12. Hand Orthosis 

a. Short Opponens 

(1) C-Bar 

( 2) Lumbrica l Bar 

13. Denis Browne Splints and Fillauer Bar 

14. · Shoe3 

-16-
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204 .3 POLICY ON SHOES 

Definition of· Shoe - For the purposes of the New Jers ey Heal th 

Services Program policies, an northopedi c shoe 11 is de fined as a 

s h oe , with or without accompanying appliances , used to prevent or 

correct gross deformi ties of the f eet and consisting of the 

fol l owing basi c parts : 

a. Correct straight las t line 

b. Heels with sufficient bearir.g surface 

\ 

c. Toe with 2.mple 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 fitti ng heel counter 

i. Properly fitted as to length and width 

Shoes are r eimbursable under the following conditions : 

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

b . When part of the normal (cu?'tomary , usual) post-operative 

or post-fracture treatment program and/or 

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

d . . Wr1en the talo-crural (ankle ) joint is inclyded in the shoe . 

The provider , upon receipt of an acceptab.le pr-escription (See 

Section 203 .1 and 203 . 2 - Prescription Policies ), must submit a 

copy of the pr€:s cri pt ion along with a cost estimate of the shoe 

(with alterations , additions , accompanying a pp li a~c2s , etc., 

where applicable ) to t he recipient ' s Local ·Iedical Assistance 

Unit . This cost esti mate must include a detail~d cost breakdrnm 

of the basic shoe p l us any additional charges for materials and/or 

s er-vi r.P.s . 17 . 
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204. 4 

20 4. 5 

'20.5 .. 

Repairs and Replacem~nt of Parts 

All repair and replacement of parts for' custom-made pro_s thetic and 

orthotic appliances require a personally signsd and dated order by 

the prescribing physician (Se e Section 203 . 1 ·- Prescription Policies) 

and must include the necessary information .required in Section 203. 2. 

Physician 's Certification 

Claims subrni tted for payment of prosthetic and orthotic appliances 

arid for r epair and .ceplacement of parts over $20. 00 , must be signed 

i n Section 14 of Prosthetic and Orthotic Claim Form ( MC-15) by the 

prescribing physician , certirying to the fit and quality of the 
\ 

appli ance / services dispensed . 
~ 

Guarantee/Warranty 

Health Services Program 

It is the r espons ibility of the provider to verify recipient 

eligibility . Payment cannot be made for i neligible recipients . 

Therefore , an authorization per se for any service(s) provided 

guaran~ees payment only if currsnt eligibility is established 

(See Chapter I, Section 101 , for instructions on identifying 

current eligib i lity .). 

Exceptions : 

1. If f abrication of an appliance (including repair or 

r eplacern2nt of parts on existing appliance ) has commen ced 

following authorization , but has not been completed , during 

t he period of recipient 's eligibility , reimbursement to the 

provider will be allowed . 

2. If death or other circumstances (i. e . moving out of state ) 

· i nvolving the recipient over which no or.e may have control , 

r eimbursement will be made in an amount consistent with the 
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Provider 

stage of comp l et ion of the appliance or , if completed , 

reimbursement will be made for the completed 

appli ance consistent with the Program's schedule of 

allowances . 

For a new appliance, the provi der shall s ubmit a unit price 

for each complete item in the New Jersey Prosthetic and 

Orthotic nomenclature and s~all include : 
// 

1. Cost of all labor required to prepare the appliance 

for final\ acceptance . 

2. Cost of materials . 

3. Cost for home visits beyond a 10-mi l e r adius from 

the prosthetic and orthot ic facility (maximum 

allowab le home visi ts - 3). 

4. Delivery of the appliance to .the recipient within 

45 calendar days of receipt of authorization by 

t he facility from the Local Medica l Assistance 

Unit. 

If i t is not poss ible to r~ovide an appliance 

within the stated time , the f acility shall notify 

the Local Medical AssistarJ.ce Unit that such time 

limit cannot be met in a particular case and state 

t he r eason(s ) why . 

Liabi lity for delinquency thereupon becomes a 

judgmental factor within the Local Medi cal 

Ass is tance Unit which will act accordingly . 

· -19 -



5. Provision that all appliances furnished by the approved 

facility will conform to the pre~criber's prescription 

and the description of appliances set forth in the 

accepted nomenclature , 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 appliances 

are prescribed . 
---------\ 

6. Assumption of liability for material defects over which 

/ 
they have (or should have) control . 

Exception: structural material defects over whose 

production, testing, inspection, etc., the facility has 

no control. 

7. Agreement to accept rejection of all appliances when the 

prescr i bing physician, after appropriate evaluation of 

the appliance(s ), determines that the appliance(s) does 

not conform to the prescription and description of the 

appli ance set forth in the accepted nomenclature , do not 

fit properly, are not acceptal:;1e quality or do not 

provide maximum efficiency and comfort consistent with t he 

conditions of t he recipient(s) for whom they are prescribed. 

8. Warranty against defective material and workmanship 

( except for parts normally worn from natural use ) for a 

period of one year froB date of delivery to and acceptancf­

by the r eci pi ent (s) . If it is found that either or both 

are defective t hen -
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a. the provider shall be allowed a reasonable 

opportunity to make such adjustments and/or 

corrections or replacement that may be necessary 

t o allow for acceptance of the appliance-as 

indicated in i tern 7 without additional charge . 

Exception : This warranty does r.ot apply to 

corrections 2.nd/or conditions incidental to 

alterations or changes in the recipient's 

physical condition or misuse , abuse or alterati~ 
I 

in an appli ance not made by the original provider . 
/ 

9. Agreement that any controversies arising from the 

preceding 8 items shall be resolved by arbitration 

of a special committee appointed by the Director , 

Division of Medical Assistan~e and Health Services 

and consisting of personnel not involved in the case 

originally . The opinions of the committee shall be 

biP-ding on all concerned (Division , provider, 

prescribing physician, recipient) . 

10 . Acceptanc2 Gf any action, punitive or otherwise, by 

the Division of Medical Assistance and Health Services 

resulting from recommendations of the special 

committee appointed to r•es ol ve controversies as 

indicated in item 9. 

206 . Standing Committee 
The Direccor, Division of Medical Assista.rice and Health Services, shall 

appoint a standing committee to revi eH, alter and update pros thetic and 

orthotic nomenclatur e and this committe e sha.11 meet , at leas t annually , 

t o perform its assigned responsibility . 

-21-





.207. Basis of Payment 

Reimbursement shall be on the basis of the cus tomary charge , not to 

exceed an allowance dete rmine d reasonable by t:he Commissioner .of 

the Department of Institutions and Agencies , and further limited 

by federal policy relative to r e imbursement of practi ti one rs and 

other individual providers . In no event shall the allowance 

exceed the cha~ge by the provider to other gove~nmental agencies , 

or other groups or individuals in the community . 
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CHAPTER III 

BILLING PROCEDURES - PROS THETIC AND ORTHOTIC MA.NUAL 

BILLING PROCEDURES 

This Chapter contains bas i ,; informat ion necessary for the submission 

of a claim. Included is a sample claim fonn approve d for use in 

submitting bills for covered i tems or services, and appropriate 

ins tructions for the proper completion of the form. 

301. GENERAL POLICY 

A. New Appliances (including shoes ) 

Claims should be submitted for payment foll owing 

(1) de livery 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 Replacement of Parts 

(1) Claims of $20 or less require no prior authorization 

and should be submitted for paymen~ to the contractor 

with the physician 's prescript ion attached . 

(2) Claims over $20 require prior authorization and 

should be submitted for payment follrn-ring comp letion 

of t he authori zed repairs and/or replacement of 

parts and 

( a) de ~i very and acceptance of the repaired 

appli ance(s ) to the recipient and 

(b) phys i cicu1 1 s certifL:ation of the quality 

and fit of t he required app liance(s) . 
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302. PATIENT IDENTIFICATION 

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

and each visit thereafte r. This is done by viewing the patient 's 

Validati on Form (See Section 101) which is issue d on the first 

day of each month . It is especi ally important -to r e view a 

patient's Validation Form on each visi t when extended plans of 

treatment have bee n authorized . Prior authorization is no 

guarantee that a,.~ individual is covered . 

303. PRIOR AUTHORJZATION 

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 ce rtain the Prosthetic 

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

following s e ctions : 

Section 10 - Signat ure of Local Medical Consultant 

Section 13 

Section 14 

Patient certification 

Physici an 's certification 

Section 15 - Provider 's signature 

To assure p~ompt claim cons iderati~n , always furnish the prescribing 

physician's name and Social Security Number . 

304. COMBINATION MEDI CARE/ MEDICAID CLAIMS 

There will b e many p atients who also have Medicare Supplementary 

Medical Insurance benefits (Part B). In such cases , the Medi care 

Claim Form ( SSi\-1490 ) should be used i n place of the Prosthetic 

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

will be ·necessary to attach to the SSA-··14-90 , a .completed MC-15 

Form ( se·e Sect ion 204 . l - Prior Authorizations ); 
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NOTE: In cases where prior authorization is required for the 

Health Services Program , it must be obtained and submitted 

with the Medicare claim . Medicare C}aim Form (SSA-1490) ­

may be obtained on request from Prudential . 

305 v Requests for Author ization and other reports 

305.1 Mailing Instructions 

'!he first two dig i ts of the recipient's· Heal th Services Program Identification 
number indicate the Local Medi cal Assistance Unit having jurisdiction. Requests 
for author ization and any o ther reports required by the Local Medical Assistance 

Unit are to be sent to the Unit indicated. 

N.B. Inquiries concerning eligibility and applications for eligibility 
are to be sent to the County Welfare Board of patient 's residence . 

305.2 Directory of Local Medical Assistance Units 

County Code County Street Address Municipality Zip Code P.O. Box Telephone 

01 Atlantic ( 
05 Cape May ( 1601 Atlantic Ave. Atlantic City 08404 1970 609-3 44 - .2861 
02 Bergen 90 Main Street Hackensack 07601 ' 813 201-488-5667 
03 Burlington 50 Ra ncoc:as Rd . Mt. Holly 0806 0 607 609- 261-0448 
04 Camden 709 Market St . Camden 08101 19 609-365-3926 
06 Cumberland 7 East Broad st. Bridgeton 08 302 440 609-451-6550 
07 Essex . 505 So 15th Sto Newark 07103 1576 201-648-3700 
08 Gloucester( 
17 Salem ( 10 Harrison St. Woodbury 0 8086 1900 609-845 -7185 
09 Hudson 100 Newkirk St. J ersey City 07306 8216 201-792-6390 
10 Hunterdon ( 
18 Somerset ( 79 Main Sto Flemington 08822 19 201-782-113 0 
21 Warren ( 

11 Mercer 205 Eo State St. Trenton 08625 2465 609-292-7315 
12 Middlesex 75 Paterson St. New Brunswick 08903 1274 201-2 46 - 0653 
13 Monmouth 320 Broad St. Red Bank 07701 778 201-8 42-6440 
14 Morris ( 
19 Sussex ( 6 Court St. Morristown 07960 425M 201-·267-1700 
1 5 Ocean 952 President Ave-. ,.. 

Apt. #1 Toms River .08753 1005 201 -3 41-0804 
16 Passaic 152 Market St. Paterson 07509 286 3 201-523-2800 
20 Union 7 Bridge Sto Elizabeth 07201 776 201-3 55-8860 
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BILLING PROCEDURES 

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

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

306.l 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. I f claim includes shoes , please check . 
D. Enter description of appliances furnished, r epaired, or parts replaced 

using nomenclature as listed in Chapter IV. 
E. Enter quantity (i f applicable) 
F. Enter charges 

· 11 AUTHORIZING SIGNATU RE - When prior authorization is required, obtain 
signature from t he Local Medical Assistance Unit . 

12 PRESCRIBING PRACTI TIONER - Give t he Name and Social Security Number 
of t he physician pres cr i bing the prosthetic or orthotic applicance . 

13 LONG TE RM CARE - If the patient is confined to a long term facility 
such as an Extende d Car e Facility or a Skilled Nursing Home check the 
appropriate block and give t he name and address of the facility in 
t he space provided . 

-27-
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306.2 

BILLING PROCEDURES 

Under ordinary circums tances, the patient must sign the claim 
form when services have been r eceived . The claim form to be 
signed should indicate s ervices rendered, and the patient must not 
sign a blank claim form prior to receiving services or as a 
condition for r e ceiving 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 witnes sed 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 si gned on his behalf by: 

1. A parent, or 
2. A legal guardian, or 
3. A r e lative, or 
~- A friend, or 
5. An individual provider, or 
6. A representative of an institution 

providing care or support, or 
7. A r epresentative of a governmental agency 

providing assis tance. 

Attached to the claim form should be a .brief explanation of reas on 
patient was not personally abl e to sign and relationship of signee 
to the patient-re cipient . 

PHYSICIAN'S CERTIFICATION OF FI T - This signature must be obtained 
after the app liance is dispensed indicating satisfactory fit and 
quality. 

PROVI DER CE RT IFICATION - The Provider must sign and date this certification 
before the claim for payment may be cons idered. 

Mailing Instruct ioPs 

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

The Prudential Insurance Company of Am~rica 
P . O. Box 1900 
Millville, New Jersey 08332 

Retain the Provider copy for your records . 
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CHAPTER IV 

PROCEDURE CO DES AND DESCRIPTION 

Orthotics - Upper Extremity ( 3700-3775) .............. 30,31 
Component Parts ( Repairs and Replacement )(377 8-3792) .31 
Orthoti c Spinal Braces ( 3800-3 835 ) ................... 32 
Component Parts - {3840-3921) .................. . ....... 33,34 
Orthotics - Lower Extremity 

(Aluminum or Steel ) (3929-4086 ) .......... 35,36,37,38 
Prosthetics - Lower Extremity ( 4090-4228 ) ......... ,~ .. 39,40,41 
Prosthetics - Upper Extremity ( 4240-4366 ) .......... ~. 42 ,43,44 
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NUMBER. 
CODE 

• 3700 
3701 
3702 
3705 

3710 
3711 
3712 
3713 
3714 
3715 

3720 
37.21 
3722 · 
37 26 

3730 
3731 
3.732 

3740 
3741 
3742 
37t;.3 

3744 
3745 

37 50 
3751 
37 52 
3753 

3754 

3755 

37 5S 
3757 

' · 

CHAPTER. IV 

ORTHOTICS UPPER E:<T f<.E~·! ITY 

· NARRATIVE DESCRIPTION 

Should8r 
Abduction 

Free ElbOi·r 
Stiff Elbor.-r 
Erb 's ·Palsy' 

Adduction 
Elbow 

Pron2tion 
Suppination 
Lateral Notion 

-· :: : Stiff J oint 
Free Joint 
Lock J oint 

.Wrist 
Coe}< up 

Fixed 
Spring A5sist ( Klenzc~ ) 
Spring Coil 

Reciproc2l action extension with 
finge-r- flexion 

Hand 
Short oppone:.1s 
Long O9pc~2ns 
Plastic hand orthasis 

Fingers 
Fle xor hi.:1.g2 splint , finger d~lven 
Fle.xo"C' hing::: spEZtt , c 2bl2 dri.".iS:1 
Flexor hinge splin~ , wrist drive~ 
Flex~r ~~ni~ S?~~~t , ar~ific~al 
muscle· c r i ,,.·==~ 
Ext~r..so:- -=.3s is t 
Po~er==d ~r~h~~~~o~ . . , 

Wl. t.:1. 

f .r i c ;: i cri j o .~ n;: 

Fu.I\C :: Ioc-::=..2.. /·.3 s i_3 ~ 3r2.ces 
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Axlll2..,."'y . 
By-p c::iS · ( sus~~:1.sioe1 lcop ) 
Ca9 
At t2c~"1 iil. '::::'.:. -;:3 ( cdd to 2.b ov2 ) 

• Rc,tc.tio:1 str·--,.:.1iz~c 2~d E0r~2.~m, 
cuff tJ;?2 el:io:-; , fle :,:io~ c.33 is t 
Ro t_,::. ~ i o •_:. s t a i li z ~ :'."' , 0 o i: h s :c .:J u l d ':: r 
2. r. d ':: , ~ c >i f 1 --=:: x -~ c :.1 2.-:; _; i '3 t s 
S2:-r.~ as 375:, '.-ri. th l od: i.r.i '=~:~c-i j oiZ:. 1 

Sc.::-.~ 2._:; 375 .3 :-riL:1 f o'._··~-:::.::-:-:1 ::'~t2.t~c~ 
s t2.~i E Z'::!~ o-c' 2.ssis t 



Nlft-IBER 
CO DE 

3758 

3759 

3760 

3765 

·3766 
3767 
3768 

3770 
3771 
-3774 
3-775 

377.8 
3779 
3780 
3781 

3782 
37 83 

378!.;. 

3785 
37 85 

_. 3790 
3791 

ORTHOTICS UPPE:R EXTR;~L'IITY ( Con tin Lv.~d ) 

NARRATIVE DESCRUTION 

Rot ation stabiJ.izer , lez reciprocator , 
shoulder arid elbrn-i flex..i.oi:1 as sist > 
fo r2arQ rotation stabilizer or assist , 
fre e elbor.-r j oint 
Shoulder - supported function a l arm 
brace with locking elbo·.-r, shoulder 
rotation stu~ilizer aud forearm 
rotation stabilizer or assist 
Shoulder-supported func tional arm brace , 
artificial muscle-activated 

Arm 
Ball bearing arm balancer or fe e der 
Ball bearing arm with 

1 artificial muscle 
2 artificial muscles 
3 artificial musc l es 

HAND, including fingers (Weniger , Bunnell) 
Flexer (per finger) 

With wrist assi st 
llitensor (per finger) 

With wrist assist 

COMPo:;sNT p ARTS 

H2I,d 
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NUMBER 
CO DE 

"3800 
3801 
3802 

3805 
3806 
3807 
3808 

·3810 

·3813 
3814 
3815 
3816 
3819 

3 822 
3 823 

3826 

3827. 

3828 

~830 

3831 

3 83~ 

3835 

ORTHOTICS - S?rnAL BR..t\CSS 

NARRATIVE DESCRIPTIOiJ 

Lurrbo-sacra l brace 
A - P Control 
A - P and Lateral Control 
Posterior and Lateral Control 

Dorso-Lurwar Brace 
A P Control 
A - P and Lateral Control 
A P Lateral and Rotar-y Control 
Anterior Control - Hyperextension 

Scoliosis 
·Cervical 

Collars 
Ante r ior Control 

Soft 
Hard 
Malleable Frame 
Hard with Chin Support 

A - P Control ( Hard with chin and 
occipital support ) 

Posters 
A - P Contro l 

2 or l+ ~oster 
2 or 4 poster with rigid attach­
ment b'2 ttieen chin and occipital 
s upports 

A - P Contro l C!.:.d Un~-;2i.ge1 tlri.g 
2 or 4 post2r ~! th ~igid i~tac~­
ment b et·,.;e2n c:'1in 22:d occipi-cal 
s uppo~t 2-.~d slig~tly 2~o~g2 c=i 
uprights 

A - P, Late r:11 s ~.ot2.ri Con tr':)l 
Cus.tom.i.z2c. oost2r =.:-:0li.2.i.-:.c~ '.-iith . - ~ 

r igid 2.-::: ta:::::.~(e .:-: ': 0e~:-i2en c:-1.i.:1 and 
occipi t~-1 sup? brt (I rr\?li2s 12.rg'::r , 
more contour~d chin .a~d occipital 
s upport .) 
Sa ~e as 3827 with a~~ition of 
t horac [c ::02~d attac~ts:: with ::-igid 
upri~:t to thoracic ?l2t2 

A - ? , L2t2ral 2~d Rot2ry Control 
and Cn',i-:::~~/1ti0. 6 

Custoii'.iZ-=C. poit-2r =-?Pli2E1c2 ~-iith 
ri gid 2tt~c~Te~t b~t~~3n c~in and 
ocdp i t -3-l s L:? :?-Tc ~3 2.:--cc. s li €) t t ly 
e 100. z :=-;::-== ·-=- 1.lJri. ~Cl°t:3 

:,r:) u l c. ":' :: - ~ '= :::. ':: :~ ~ -~ ( :ci ::: ~ ~ £'.) -ci c ~ -:i .... h - -:1 .. ~ -= .. ~ 

nec2.s.3.:::-e71 ) o-~ pl-::.3:: ic·) mou1ded or 
l a~in2t2d ov~r malifi~d 903itiv2 cas t 

A - P L,?.te r2.l and RotarJ Co,:1tro l 



NUt✓rnER 

CO DE 

• 
38l~Q 
3841 

- 38l~2 
3843 

.3846 
3847 

3850 
3851 
3852 

3855 
3856 

·3857 
3858 
3859 
3860 

3864 
3865 
3866 

386 7 
386 8 
3869 

3875 
· 3876 

3879 
3880 
3881 

3885 
3886 

3 88.3 
" · 3890 

3 89 1 
• 

3 895 
3 8·36 
3 S·n 
3 3'J3 

ORTHOTI CS - SPltfAL BRACES (Contin ua3d ) 

NARRATIVE DESCRI~TION 

COMPONENT PARTS ( Replace ment , r epair , et c.) 
Bands ( Exclusive of ·l eathe r work ) 

Pelvi c 
Straight 
Angul ar 
Butterfly 
Gluteal Extension 

Thoracic 
Interscapul a.r 

Uprights 
Pos t eri or 
Late11al 
Oblique Lateral 

-· 1.bdomin?..l Support 
Full Front 
Corset Front 
Elast ic Front 
Full Corset 
Apron 
Haterni ty 

Other 
Axillary Strap 
Stern2.l Plate 
Thor~cic b2.ad extension and s ub -

. c lavicul2-~ pads 
&1teri cr hyp~~ex~e~s io~ f ra~~ and p ad 
Axillary Cr1.1.tc~2s 
Perin~al Straps 

ColL:.r 
Chin Cup 
Occipital 2xtensi.ou 

Po.3 t:2 ·c-

Tnor=.c ic 3~,_d 
Rigid ce> ~r,2::-ti.on b2t:-r22n 6 -~In 2_:,.d 

S co liJ).3 i.s 
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?elvi c Girdle 
IA ~t71.~r 
Plastic 

Kyte x 
~10~2 :!_ 

Fib2 r 6 l2ss ( ?lcstic ) 
Uprigh ts 

Post2·~ior 
A'- te r ~ ·:) ·c-



$ · SPI NAL BRACES 

NUMBER 

CODE 

3902 
3903 

• 
3906 
3907 

3910 
3911 
·3915 
3916 

. 3917 
3918 
3919 

3920 
3921 

• 

COMPmfENT PARTS ( Cont i nu,::d ) 
-----·- -------------

NARRATIVE DESCRIPTIOt-f 

-34-

Occip ut 
Stan dard 
Split 

Chin Piece 
Standard 
Th1.,oat 

Co1"'rect i ve Pads 
Lumbar 

Sta ndard 
· . Me ch anical (spri ng ) 
Dorsal 
Axillar y 
Neck 
Sternal 
Kyphosis 
Shoulder 

Ring 
Girdl e 



:ii 

NUMBER 
• CO DE 

• 

392S 
3926 

3927 
3928 
3929 

3933 
. ·393 4 

393 5 
- 39LW 

3944 
3945 

·3'.346 
39.47 

3950 

3951 
39 52 

3"955 

3956 
395 7 
39 5 8 

3953 

3960 

3%5 
3966 
3969 
3970 
39 71 
39 72 

- 1 

·, 

ORTHOTICS LmfSR EXTR.EHITY 

(Aluminum or Steel ) 

NARR..r\TIVS DESCRIPTION 

Short Leg Brace ( Includes solid stirrup , 
free motion ankle j oint , calf band , 
ca l f cuff ) · 

.Single Bar ( round ) 
Single Bar ( steel or aluminum ) 
Double Bar (steel or aluminum ) 
Posterior Spring 
Wire Frame 

Short Leg arac2 with Tibial Torsion 
Single Bar ( round ) 
Single Bar ( steel or aluminum) 
Douhle Bar ( stee l or aluminu:n ) 

Long Le g Brace(Includes solid stirrup , 
free motion a~~ le joint , free mot ion 
knee j oint , calf band , calf cuff , • \ 
2 t high bands , 2 thi gh c uf fs , knee pad opt i onal 
Other Long Leg Braces 

Functional 
Perthes 
BoA L<::gs 

Single B2.r 
Double B2.r 

Knee C2g2 
St2i:-ld2~d ( E2-2sti.c 1:-iith medi~l ar.d 
l a tera l sup?ort s ) 
Cus ton L·io u lc 2 c. 

Leath2r ~~th kn2 2 Joints 
Plastic wi t~ knee joln~s 

C0/-'.? 1J~ ;2 ,::T ? _.:,_ RTS ( ~~pair and :-s?l.~c~se::-i t ) 
Shoe a ~d Foot Att2c~~ent 

-35-

Stirru9 
Solid 
Split r,r i tl-1 . . . 

2.7: -C2.C ~CT1. -2C-~ "C 

C2lip2r ( rou~d ) 
Foot Pl~t~ (s t2~'."l l2ss 

plat= 

.: ::nto11!'.'ed ) 
Foot ?l~ t~ and San~~l (contou~ed ) 
He e l to· toe sh 2.!',k 

Ankle Jo.i.'."lt 
Sp rir.g f ..3 3 ls t 

· Dors i - .f 12 ::--i. o::. 
Dor.,si - . c=..n ,:! pl-=1 0. t2r-fl2:--:ion 

Li mt t s d ~-:otion 
Fr22 : '.o,: i c ". 
Solid 
90° s ~op 



• 

. ,,; 

.NUMBER 

CO DE 

• 3975 

3976 
• · 3977 

3978 
3979 
398b 
3981 

3984 

3985 
3986 
3987 
3988 
3989 
3990 

3993 

· 3994 
. 3995 

3996 
3997 
3998 
3999 

4002 
4003 
4004 
40 05 
4006 
4007 
4008 

4011 
4012 
4013 

4015 
401 7 

4018 
4019 
4020 

4024 
4025 

·ORTHOTICS - LOl'lER EXT REMITY (Continy_~_d....,:.) ______________ _ 

NARRATIVE Dt:SCRIPTION 

Knee Joint 
Aluminum 

Free Motion 
D-I'op (ring ) Lock 

Medial 
Lateral 
Bilateral 

Spring Loaded Drop Lock 
Cam Lock 
Adj us t ab l e Flexion 

Steel 
Free Motiori 
Drop (ring ) Lock 

Medial 
Lateral 
Bilateral 

Spring I.0 2.ded Drop Lock: 
Cam Loe.~ 
Adjus table Flexion 

Stainless Stee l 
Free Motiori 
Drop ( ring) Lock 

Hedial 
Lateral 
Bi la. t<:;"'.:'2. l 

Spring Load~d Drop Lock 
Cam Lock 
Adj ust~ le ?le ;d ori 

Cuffs ( to t.;. " w.:.c·::h ) 
Calf 
Thign_ - Mid 
Thigh - Up?er 
Split 
Long Tioicl Cuf~ 
PTB Pl2.sti~ Scc~et 

Calf 
Thigh - :-rid 
Thig0. 

Sid~ Bar 
UpfH~r 

Ext20:sio i:1 
Uppsr 

. Lrn·ier 

:(~,::; -2 ::, :: _,J 

St:::. :--, c ,~~c: 
Pu ll 
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• 

• 

NUMBER 
CODE 

4030 
4031 
4032 
4033 

403G 
4037 
4038 
4039 

4oi1-2 
4043 
4044 
4045 

4048 
4049 
4050 

4053 
4054 
4055 

4058 
.4059 
4061 
4062 
40 53 . 

. 4064 
4065 
4066 

40 69 
4070 

.. 4071 
4072 
4073 
4074 

4075 
4076 

4077 
4073 
4082 

ORTHOTICS ..:. ~.J~-iE R EXT REMITY ( Cootinu-~d) 

NARRr'\TIVS DESCRIPTION 

Hip Joint · 
Aluminum 

Free Hotio:1 
Locked · 
Limited Hotion 
180° Stop 

Ste-e l 
Free Motiorl 
Locked 
Limited Motion 
180° Stop 

Stainles s Stee l 
Free Motion 

-·... Lo-eked 
Limited L·1otion 
180° Stop 

Pelvic Band 
Uni lateral . 

Metal 
Leather 
Extra Padding 

Bilateral 
Metal 
Leather 
Ext ra ?2.c.c.ing , 

Twist: 2rs 
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Cable (2ccorcing to lengt h and thickness) 
Uni lat2r2.l 
Bilater a l 

&'1~<le J o.:.~~ 
l<i7. e-2 Jo:h.t 
Hip Joh:: 
Pe l~,i c 3 2..:.-i.d 
Calf Str -::.2 
C2.lf Cu.ff 

" T 11 o r "T' S t:c-=.o ( i/2.-:-,1...1.s - './a.lg1..1.s ) 
~Iould.'=d C.::.l~ Cu.££ (to 4") 
Mou.ld '==d. Cc.lf C1-.2.~f ( 4 11 to o rr) 
Mould2d Th i 6 :--: Cu£f ( t o 4 11

) 

Stirruf) 
Glu·t22l ?-.o ll. lop 
I schi.-::.1 S~:::.t 

Ri ng 
H2 t2l 
Leat her 



· ORTHOTICS LOHER EXTREMITY (Continued ) 

NUMBE:R 
· CODE NARR.A.TI VF: DESCRIPTION. 

Shoe Build-up 
" Rubber 

l!Q83 1st inch 
4084- Each additional 1/2 II . 

• Cork 
· 4085 1st inch 

4086 Each additional 1/2" 

• 

-38-
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NUMBER 
CO DE --

.4090 
€-

4091 

4095 

4096 
4100 

4101 

4102 

4103 

4104 

4105 
4106 

4110 

4111 

4112 

4117 

4118 

4119 

4120 

• lll21 

4125 

PROSTHETICS - LO;-lE R EXTREMITY 

NARRATIVE: DESCRIPTIOtf 

LEG PROSTHESIS 
Trans Met a.tarsal (Includ-~s moulded leather 
with steel plate , felt toe area made to 
cast , l aced front) 

Laminated plas tic , custom made foot 
Ankle ( Sym2s) 

• Standard (leather and metal frame , 
conventional foot) 

-39-

Plast ic with SACH foot 
B/K ( Includes SACH foot, wood socket , 
knee . joint , corset) 

B/K (S ACH foot, plastic socket , 
knee joint , cor3et ) 
PTB (S AC8 foot , hard plastic socket, 
cuff s uspei!sion 
PTB ( SACH foot , soft insert , cuff 
suspension 
PTB (S ACH foot , soft ins ert , knee 
joint , corset 
PTS (S ACH foot , hard insert, wedge) 
PTS (S ACH foot , soft insert , wedge ) 

Krie e Bearing 
Conventional (Includes SACH foot, wood 
or plas~ic shin > outside knee joints , 

1 -, r"'I ...:.., i • y,, ~ ~ - ._ •-.. ,..... • - '.,.- ~ .L.. ~ .::::,, r" • • ...:... Y"'\ -. p _c...::, i__C o .. J__c:;.•_ c.cr .:)o_c .... ,_1_ , CL---·'- SLc.cp , 

e xten3io::1 aid) 
With A/K (I~clud23 SACH foo t , single 
axis f r iction kn.ee , plastic total 
co:'.1 tac~ s oc~2: ) 
With A/K ( Incl~~es SAC~ foot , L~ng 
k n.22 > pl-=.s-:: :. c ~ot ::.l cc .. :i_ t2.ct s oc:c::: t) 

A/K ( I~clt.:d2s 3 ,.l_Ci-1 f ooc , 3i~gl2 ~:<i3 
fri cti~n ~~~2 , wo~d que.~~~l-=.~er~l sock2t l 
pelvic b~l-: 2.~c hi? join~) 

A/K (3_~::-: fo ,:)t , 3i.::_gI.2 2:<:is f -~, i. C 1: i. O!l. 

kri.22, :-r::,c:.I suctior1 soc\::::-c , 3i l2s i 2!. 
b elt ) 
A/K (S ~C~ foot > si2gl2 axis friction 
lc-12~ , pl2:3 tic a_ 1.::.2c_,.,l.l~t2~2l soc'.<: 2t 092:1 
.e nd , pelvic b2l-: 2.:.1d hi.? j oi:--.t 
AF< (S A:::::-:: foot , 3_i ~gl2 2.:-:~s f ric:::Ion 
kn22 -> ?l2.s t:rc t o .ta::. c oe1 t2.--:::t soc\:st , 
p e 1 vi c b 2 l t 2,_ d ::. i. p j o i ~ t ) 
A/K (S AC~ ~oo :, 3i~gle a~I3 friction 
kn22 , ?l2stic total co~t2ct soc~s t 
a :-: d S i 1-:: .:; i .::..:1 :::i 2 2- -f:: ) 

:ii? ~i_ .s -=. :'t i::_:l~-':~cn ("::c1.c2- ~<:.':: ::.: S,~_C:-{ f oo-c, 
• .. • - • • • ' 't .. . .. 

Sl r':.gJ...~ 2. :-::_3 ~ -.:-1 2.c~.:..c,0.. .<~2 -~ , ~-tCJ ·2. :: :-.l.~ ~1 , 

plc:.sti c soc\:2t , 2.£:-:::-::rioe pl2.c2d :iip 
j0Ic1t ) 



• 

"· 

• 
A, 

NUMBER 
CODE 

4121 

· 413( 
413] 

413L 
413~ 

413E 
413S 
414C 

4142 
4144 
4145 

4148 
41L:-9 

4151 
4·152 

4155 
4156 

4158 
4159 

4152 
4153 

4154 
4165 
4166 
4167 

4170 . 
4171 
417 l;-
4175 

4176" 
4177 

PROSTHETICS L0\1ER EXTREt-il1'Y 

NARRATIVE DESCRIPTION 

Hemi..:pclvectorny (Includes SACrl -foot, single 
a xis fric tion kn2e , w_ood thigh , plastic 
socket with is chiai sec1.t to opposite side 
o r thoracic support , ahterior placed hip 
joint ) 
Preparatory Prosthesis (temporary pylon ) 

A/K · 
Plaster 
Plas tic 

B/K 
Plaster 
Plastic 

COMPONENT PARTS 
Foot 

SACH 
Single axis a'1kle motion 
Uni versal motion 

A.Tlk le Joint and Bli:--.1::k 
Single Axis 
Universal 
Ankle block including lamination 

Knee Joints 
Initial 

Steel 
Unilater2l 
Bilateral 

Stainless Steel 
Unil2.ter2. l 
Bilateral 

Rep L-:ic2:::e:1t 
Steel 

Uni lateral 
Bi l2.t2::---= 1 

Staiciless 3tee l 
Unilater::::l 
Bilateral 

Single a~is friction kn~e 
Single a~is· friction kne2 with.built ­
in· exte::.si.on 
Single axis f riction knee , sa~ety type 
Single 2.:c~.s f -:._,.., icd.or1- ~;:,_ee , ::i-= ""' u.::: , lock 
S i ~0"1.::. ~ ., :~ :-:1.::in11al loe1 • ..-

-"1 0 - - C. . --~ l ' ··- · - - - -''-

M~lti (p olyc~~trlc ) 2xis - L2n~ or 
c oi::p-3.re.0 l =-

Hip J oht 
.A/K only 

S t 2.:1 d2. '-'C. 

:~09 Lack (2ip O~sa~tic~l~t~ on ) 
;~ter ior pl~c2d (C2~-3.2i2~-~lp 
Di.s c. rticL~l::1.t i.:in) 
St ·e1id.'== Cc,:-t tro l 



PROSTH ETICS 

NUHBER 
-com: 

4180 

• • 
4181 
4182 

: .J 4185 
4186 
'-l-187 

4188 
4189 

4192 
4193 
4194 
4200 

. 4201 

4205 
4206 
4207 
4208 

4209 
4210 

4213 
4214 

4217 
lt-218 

lt-222 

1!223 
4224 
4227 
4228 

• 

Lm/ ER EXT R[ 1H TY 

NARRATIVE DSSCRIPTIOtT 

Sus pens ions_> Belts and Bands 
Cuff suspension 
Pelvic Belt ( A/K) 

Standard 
Padded 

Pelvic Band 
Silesian ·Belt . (standard) 
Shoulder ~usp ender 
Wais t Belt (B/K) 

Standard 
Padde.d 

Thigh Corset 
Standard 
Gluteal 
Ischial 

Che e:< Str2p 
Fork St rap 

Sockets 
Wood (A/K) 
Suction (A/K - wood) 
Plas tic , opsn end 
Plastic total contact 
Hip Disarticulation 

Plastic 
Hould~d Leathe r 

He mi -p~l ·12 '.:tO0ty 

Plastic 
Moulded L22th~r 

B/K Soft I ns2r': 
?TB 
·PTS with w'= dg~ 

Ree.l.2sti c L~g cov:;r (B/K) 
St u~p Soc'-cs 

LA30~ 
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for 



.. .. 

• 

NUMBER 
CODE 

4242 

4243 

4247 
4250 

4255 

4256· 

4260 
426 1 
4 25 5 

P ROSTHETICS - UPPE:R EXTR[(HTY 

. . . 
. •• 

NARRATIVE DES CRI PT ION 

AP.J-1 PROSTH ES IS 
Partial Hand ( Details by report ) 
B/E 

Wrist Di sarticulation ( Includes 
leather o r p l astic double wall 
s ocket , friction i-;rist , harness and 
control asserr~ ly 
Long B / E or S_tandard (Includes do·ub le 
wall socket , fri c tion wrist , 
biceps c uff~ elbow j oints , harness 
and c9ntro l assermly ) 
Sho~et B/ E (Includes double wall 
socke t , frict i on wrist , biceps cuff , 
elbow j oint , harness 2...r1d cor1trol 
asserrb1y ) 
Ver-y- Short B/E ( Includes split socket , 
f ri c tion wrist , b i ceps cuff , elbow 
joint , harness and control assembly ) 
Muenster 

Elbow Disarticulation ( Plastic doub l e wall 
s oc<et , for~2rm outside locking j oints , 
ma...rrnal friction wrist , harness a...7.d 
c ontrol a ss2.:-b ly 
A/E 
Sta.r1c.a.rd A/2, ( In.eludes daub le ·"'°all socket 
with l ocking eJ..bo: .. r , filanu2.l friction wrist , 
h a.rn2ss 2-:_-,d co::-i.t:rol -=.ss2~ly) 
Short A/:, (Iri.cl11,=.:::3 ,:.o i :'.,2_~ ~-;all scc.;-: -=t 
with loddr.g ~sc:-i , '.T1:=.L 1El fric-::Lon "ril' i:3T.: , 

h 2.~r:.23 :5 ~--i. -i c ue~ ~~ol =._3 3 ::.~_0 lj- > for "2 2.-~s 

s pri~g 2.ss is~) . 
Should~r Qis =.:..,., ti ·::1-ll2.tl cC1 ( !~c.L.:d.'=s 9 l~.s ~_:_ c 
with sh o:.J.2. ,:.~::.· -=..__c.ucti.on joir~t: , lo12:<:i.r:.~ 
e lbc:-; >- c~---. ~=-:. f~.ictlon. wrist , h2. ·c0.::: .3 -3 

a nd co::--:.trol 2.s se:-:-0ly , f or2 ,~r :-:1 Sfff•.:. ~6 .=-5..3:s:-:) 
F lexion a.-;_~ • .l_'._;:::uct :. 00. 
,,.. ., . . , 
~10C1.0...!...l C:::-L 

Fo r'2au.=.:c·::-2r (=:nc.11..lri':: .3 do1j-_)le w2.ll 3ho1.1lc.~-~ 
b ·ui,rl - T, r,l.=~-;-ic ,.,i-:-h .... :-;oi 1ld:::, ·"' .::7--.~ , ic,i ,~,:. 

__ ._ l.....,i;"" l r----- -- , 4 - - -· .:::::, ~- -- ~-i... ~..._._ ,__ .._) 

j oint 1 loct:i.ng 2 l'Jc:-r , ::i.-:::1.u .. :=:.l f~icti ,:)n 
W:'i3t 3 h~ ~,.,0.'::33 a.'."':.J. c.::x1trol 233~:-::bly , 

f or':::2.e;-;: sp ·~,.i_~g c..33 ~3:::) 

Termi~ ~l ~~vices 
Hatui.s 

VollE"1.·~2~"'i c ·1os i.C"ig 

Volt1..nt2::j Cpeni:1.g 

-42-
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if 

NUt-lBER 
CODE 

4273 
427l} 

t- 4275 
4276 
4277 

• 4278 
4283 

4290 
4291 
4292 · 
4293 
4294 
4295 
429 6 
4297 
4298 
4299 
4300 
4301 
4310 
4311 
4_312 

4320 
4321 
4322 
4323 
4324 
4325 

4330 

4335 
4335· 
4337 

43 40 

• 
43 4 5 

.L 43 L~Q 
4 ,.,.,, -, 

;) •, I 

43 L}8 
43 49 
43 50 

PROSTHETI CS - f.JPPSR EXTREMITY (Continued ) 

NARRATIVE DE:SCf~IPTION 

Sierra 
Dorrance 
Becker Lock Grip 
Becker Ply lite 
Robin Aids 
APRL - VO 

Cosmetic 
Hooks 

DorraI1ce 
3-
5 
sx 
SXA 
555 
6 
7 
710 
8 
lOX 
88X 
99X 

Sierra A?RL 
Sierra 2-load 
T:routm3J.'1 

Congenital ( DetJils by r eport ) 
Cine?:~sty ( Details by r~port ) 

"'Q;',~('V-:' '' 1 -:::> ,, :; -;15 ( ?::,,ll 1 - --, =,-,,::,,,-,.:... ) ., - ~ J .,...., t, _ .. . "\~ ,... - '-.... ,i;---C.C-.a -s al-

So c\:e"t3 
Do...:b le W 2.11 

Elboc-i Disa~·:i.cul2.-t:ion 
Sta.nd-3._rj A/2 
Short A/S 
Hus2r2.l Heck 
Shoulder Dis 2rticul~tion 
Fo r eqt.!.2.I't2 ·c-

Spli-;: 
Very Short 3/E 

k...,..s Co, :90:-1. e::. ~ 
Half C~1.EE 
Full Cuff 
Triceps ?2.,: 

Pl. / G ? 0 ~~22.-t'~:t .:0~·lp or1~~ t 
St2.:1d~rd ? or~2-:1:T! Sh2ll 
W:cls:: 2.c.,.::. T~r::i i. -:--:=-.1 J2 ·:ic2 
I nte :rc:1 =-.,.-• ;'= -=.".J 12 ?o :cs2.r::~ ? 1~._ 

.Elb cw G-=:: ,ri-2 2 
Flexible :i.:.,:g :':S 

?igi.d ( 0r 3-:::< - :' i. gL::) 
w:: -2;, - i_: ) 

Outsid.2 
Loc.\:i:-,3; 
For~2-.:."'i:l 

Lo-: !~ ~i!.g r{ i -t15-= 
::: ! .~J c ·,.i ( H 8 3 :;--_ ':; r ) 
'T"' .. - ...1..- " • • 

.L.: l ;::- 1.. nS .:3 l. S t: 



NUMBER 

CO DE 

4355 
4356 
4357 

Li35E 
4359 

. 4360 

4365 
4366 

PROSTHETICS - UPPER EXTPD HTY ( Continu~d ) 

NARRA1'IVE DE SCRIPTIO!f 

Harness and Contr61s 

B/E Fi.zure 8 ( " Olf Ping) 
A/E Figure 8 ( "O'r Ring) 
Basi c chest strap with dual control 
( shoulder extension , shoulder 
elevation , manual or nudge control 
o f elbow lock ) 
Saddle Type 
B/E Single Contro l 
A/E Dual Contro l 

Gloves 
Custom ( Re2l2st ic) 
Standard 

/ 


