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"Level IV-A, intermediate care patient" means a person with physical
and/or mental and/or social dysfunction requiring on a daily basis
substantial assistance with personal care needs involving activities

of daily living. Nursing care at Level IV-A must be provided 24 hours

a day by licensed and non-licensed personnel under the general direction
of a registered professional nurse. These patients require continued
restorative and psycho-social services which as a practice matter can
only be provided in a Long Term Care Facility setting.

"Level IV-B, intermediate care patient" means an ambulant or semi-
ambulant person with physical and/or mental dysfunction requiring
minimal assistance with personal care needs on a daily basis. The
Level IV-B patient requires continuous on-site availability of licensed
and non-licensed personnel for each 24 hour period under the general
direction of a licensed practical nurse. The patients at this level of
care will require continuing restorative, preventive and maintenance
care which as a practical matter can only be provided in a Long Term
Care Facility setting. The Level IV-B patient is usually fairly self
sufficient in activities of daily living with or without self help
devices and his needs usually have greater social than medical signifi-
cance.

"Long Term Care Facility (LTCF)" means a Skilled Nursing Facility (SNF)
and/or an Intermediate Care Facility (ICF) which exists as a free-
standing institution or an identifiable part of an institution and which
meets all the State and Federal requirements for New Jersey Medicaid
Program participation as described in Section 1.15 of this manual. LTCF's
will be required to provide sufficient professional and non-professional
staff to comply with the regulations prescrlbed by the New Jersey State
Department of Health.

"Long Term Care Services for each patient" means an individually planned
program of care and rehabilitation as appropriate, in addition to the
basic requirements for food and shelter. The plan includes medical,
nursing, personal, rehabilitation, recreational and social services.
Rehabilitation services and restorative nursing are provided as required
by the individual needs of the patient with the degree of skill appro-
priate to each level of care.

"Medical Director'" means a physician licensed under New Jersey State
law who is responsible for the direction and coordination of medical
care in a LTCF.

"Medical Evaluation Team (MET)" means a team consisting of a Medicaid
Regional or Local Medical Consultant, a Medicaid Regional Nurse Supervisor
or Regional Staff Nurse, and a Medicaid Social Worker who are assigned

to the Local Medical Assistance Unit (LMAU). In addition, a social
worker from either the County Welfare Agency (CWA) or the Bureau of
Transitional Services (BTS) may be invited to participate as a team
member in specific instances.

A MET has the responsibility to review the medical nursing, and social
information obtained at the time of the patient's assessment as well as
any other supporting data in order to evaluate the need for long term
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Medical supplies

Medical supplies include incontinency pads, bandages, dressings,
compresses, sponges, plasters, tapes, cellu-cotton or other types

of pads used to save labor or linen, and other disposable item (e.g.,
colostomy bags), hot water bags, thermometers, catheters, rubber
gloves, and supplies required in the administration of medication
including disposable syringes. Routinely used medical supplies are
considered part of the institution's cost and cannot be billed
directly to the program by the supplier.

Durable medical equipment

Routinely used equipment ordered for Medicaid eligible patients in a
participating medical institution i.e., durable medical equipment
(e.g., walkers, wheelchairs, bed-rails, crutches, traction apparatus,
IPPB machine, electric nebulizers, and electric aspirators) and other
therapeutic equipment and supplies essential to furnish the services
offered by the facility for the care and treatment of its patients

is considered part of the institution's cost, and cannot be billed
directly to the program by the supplier. In exceptional situations
See Section 1.4(c).

Equipment necessary for administration of oxygen

Equipment for administration of oxygen for patients in a LTCF is a
required service. Oxygen itself must conform to United States
Pharmacopeial Standards in order to be used as a medicinal gas.

Housekeeping and maintenance services

Housekeeping and maintenance services necessary to maintain a sanitary
and comfortable environment are required services.

Patient activities

An ongoing patient activities program shall be established as an
adjunct to the treatment program. The program shall be a planned
schedule of recreational, social, spiritual, and other purposeful
activities designed to meet the needs and interests of all patients,
whether ambulatory, chairbound, or bedfast. It shall enable the
patients to maintain a sense of usefulness and self respect, and when
possible, help to prevent regression. It shall encourage restoration
to self-care and resumption of normal activities and stimulate and
support the patient's desire to use physical and mental capabilities
to the fullest extent.

1. Staff

i. Patient activities staff shall meet the qualifications for
the positions of Patient Activities Coordinator and Patient

Activities Consultant as defined in the N.J. State Department

of Health Manual of Standards for Licensure of Long Term
Care Facilities (1.49, 1.50 and 13.5). The facility shall
appoint a patient activities coordinator who shall provide
patient activity services in the facility at least 10 hours
per week for every 15 patients.

-8~
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ment for any therapy claim which was denied by Medicare by
reason of '"mot medically necessary". If authorization is
granted by the LMAU the facility shall bill the Bureau of
Claims and Accounts in accordance with established procedures,
e.g., therapy charges, MCNH-14 (Exhibit #5) plus the form
Request for Authorization or Reauthorization for Prescribed
Rehabilitation Treatment Program, FD-06 (Exhibit #1).

ii. When submitting requests for prior authorization of physical
therapy or speech therapy to the LMAU on behalf of patients
not covered by Medicare benefits, the facility must state
that the "patient is not a Medicare beneficiary".

Medicaid patients not eligible for Medicare benefits

Prior authorization by the Medical Consultant of the LMAU is re-
quired for rehabilitation services. Authorization shall be
considered only when the request includes a written prescription
by a licensed physician who is the patient's attending physician,
substantiating the need, type of therapy, objective of treatment,
and an estimate of the number of treatment days. Prescriptions
must be definitive as to type and scope.

Orders such as '"Physical Therapy three times a week" will not be
accepted. Prior authorization may be for a period not exceeding
60 days. Subsequent authorizations for periods not exceeding 60
days may be issued by the Medical Consultant of the LMAU when the
request is supported by the written prescription of the attending
physician, including a statement of the anticipated number of
treatments required, and a progress report of the recipient's
condition.

Procedure regarding the acquisition of prior authorization for
prescribed rehabilitation services

i. All LTCFs requesting prior authorization of rehabilitation
services for Medicaid eligible patients receiving care in
their facilities will use the Form FD-06 (Exhibit #1).

ii. The LTCF will be responsible for the total completion of
the "Patient Information' and "Medical Information and
Therapy Requested" portions of the form, in triplicate. If
the request is for initial authorization of rehabilitation
service, it will not be necessary to complete #13 on the
form. Please note also that if the form is completed by
the therapist rather than the attending physician, the latter's
prescription must be attached to the request when it is
submitted to the LMAU.

iii. Following Medical Consultant review and disposition, the
billing and provider ccpies of the form will be returned to
the LTCF by the LMAU. The billing copy is to be submitted
to the Bureau of Claims and Accounts along with the MCNH-14
form, (Exhibit #5) for payment.
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(2) At the time of discharge or transfer, the facility shall
prepare a patient summary (See Patient Information
Transfer Form - Exhibit #30) which will accompany the
patient to the receiving facility or be available to
his attending physician if the discharge is to be to
the community. This summary shall include at a minimum
the diagnosis, current treatment, relevant medical,
nursing and social information and disposition of the
patient.

Certficiation and re-certification

A physician must certify in the patient's medical record the need for
services in a LTCF. This must occur at the time of admission or, if
later, at the time the patient applies for Medicaid. The need for
care at the given level must be recertified as follows:

1. Skilled Nursing Facility Level III and Intermediate Care Facility
Level IV-A - Every 30 days.

2. Intermediate Care Facility Level IV-B - Every 60 days.

Patient plan of care

The components of a patient plan of care:

1. The medical plan of care

2. The nursing plan of care

3. The social plan of care

4. Special Therapies
Note: The total plan of care shall be written based on the
Medical Plan of Care and shall be readily available for use by
all concerned with direct patient care. The plan shall be
revised whenever indicated by change in the patient's condition
and minimally at intervals described in Section 1.8(a)2 iv.

Alternate care - discharge planning

See Section 1.5(b)3.

Post-payment review procedures

The Medicaid Program performs a post-payment review procedure at

the Central Office that allows for the development and review of

recipient utilization profiles, provider service profiles, and ex-

ceptions criteria, and identifies exceptions in order to rectify
mis-utilization practices of recipients and providers.

-19-
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Authorization process - (See Section 1.16 Admission policies)

(a)

(b)

(c)

(d)

(e)

If a Medicaid recipient has been prior authorized for admission, the
LTCF must submit a Notification from Long Term Care Facility of
Admission or Termination of a Medicaid Patient, Form MCNH-33 (Exhibit
#7) to the LMAU serving the County where the LTCF is located, within
two working days of admission.

If a Medicaid recipient did not require prior authorization for admission
and was admitted directly from an approved general or special hospital
after a 3 day inpatient stay the LTCF must submit an MCNH-33 form
(Exhibit #7 along with a copy of the Patient Information Transfer form,
Exhibit #30) to the LMAU serving the county where the LTCF is located,
within two working days of admission.

If a LTCF fails to notify the LMAU of the admission of a Medicaid
eligible recipient by submission of an MCNH-33 (Exhibit #7) and a
hospital information transfer form (Exhibit #30) within the 30 days
guaranteed authorization period, any time between the 30th day and the
date of assessment may not be authorized for payment.

The LTCF will be given written notification of any MET decision changing
the patient's authorized level of care by distribution of the form
Medical Authorization for Long Term Care MCNH-7 (Exhibit #3).

Prior authorization

1. Whenever the term 'prior authorization,'" "authorization," or '"re-
authorization" is used in this manual, it shall mean approval
granted by the Division of Medical Assistance and Health Services
through the appropriate LMAU for payment for LTCF services
rendered to an eligible recipient for a specific time period.
Payment will be made only for periods when the recipient is

Medicaid eligible.

2. Prior authorization must be obtained from the LMAU for Medicaid
recipients entering a LTCF from the patient's home or other place
of residence, County Mental Institutions, Special Class B, Class C
Hospitals, or Veterans Hospital. Medicaid patients admitted from
an Acute Care Hospital, Class A Special Hospital or N.J. Title XIX
Certified Psychiatric Hospital do not require prior authorization
for the first 30 days if the Medicaid patient had been admitted
for 3 days immediately preceding the admission to the LTCF.

3. The maximum durations for a single authorization for long term care
are as follows:

i. Level IITI - 3 months
ii. Level IV-A - 9 months
iii. Level IV-B - 12 months
Note: Although an authorization may be given for a maximum period
of time as indicated above the MET may give an authorization for a

shorter period of time.
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(2) 1If the Medicaid patient had been currently authorized
for long term care or has been newly admitted under
an assured Level IV-B 30 day authorization period, an
additional 20 day period of authorization from the date
the written notice of denial is sent will be permitted
in order to permit alternate placement. An MCNH-7
(Exhibit #3) covering this period is prepared and dis-
tributed in accordance with Section 1.6(g)3 i.

(3) 1If, however, extenuating circumstances exist whereby
placement cannot be made within the time frame defined
in the Medicaid letter of denial, the facility may
submit a request for a review of the situation in
writing to the Chief, Bureau of Local Adminitration,
Division of Medical Assistance and Health Services,

P. 0. Box 2486, Trenton, N.J. 08625.

(4) The request must be submitted prior to the end of the
grace period, sufficiently describing special circum-
stances which surround the case and the efforts that
have been extended to discharge the patient to a lesser
level of institutional care before consideration will
be given to extend the grace period of authorization.

Reauthorization procedures

1.

Within forty-five days before the expiration of an authorized period
of LTCF services, a Regional Staff Nurse shall assess the needs of
the patient to determine the patient's current health status,
continuing need for long term care and/or other appropriate alterna-
tives.

The MET will re-evaluate the available data to determine need of
continued LTCF placement and the appropriateness of alternatives.

If the MET decision is to approve long term care, the MCNH-7
(Exhibit #3) will serve as notification to County Welfare Agencies,
Long Term Care Facilities and the Bureau of Claims and Accounts.

Challenges and changes

It is recognized that certain level of care decisions made by the LMAU
MET will occasion disagreement from either the LTCF, the attending
physician or the patient and/or patient sponsor. The disagreement

may involve a challenge to a recent MET decision or a change in the
patient's condition during a period of authorization. The procedures

to be followed are as follows:

1.

Challenge to a recent MET decision concerning a newly authorized
Medicaid eligible patient.

i. A written statement signed by the attending physician must
be submitted within 30 days of receipt of the MCNH-7 to
the Local Medical Assistance Unit Administrator requesting a
reconsideration of the case.

_23_
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Have the right to wear his own clothing. If clothing is provided
to the patient by the facility, it shall be of a proper fit.

Have the right to retain and use his personal property in his
immediate living quarters, unless the facility can demonstrate that
it is unsafe or impractical to do so.

Have the right to receive and send unopened correspondence and to
have unaccompanied access to a telephone at a reasonable hour, in-
cluding the right to a private phone at the patient's expense.

Have the right to obtain from his physician complete and current
information concerning his medical diagnosis, treatment and prognosis
in terms and language the patient can reasonably be expected to
understand, except when the physician deems it medically inadvisable
to give such information to the patient and records the reason for
such decision in the patient's medical record. In such a case, the
physician shall inform the patient's next-of-kin or guardian. The
patient shall be afforded the opportunity to participate in the
planning of his total care and medical treatment to the extent

that his condition permits and shall have the right to refuse treat-
ment. A patient shall have the right to refuse to participate in
experimental research, but if he chooses to participate, his informed
written consent must be obtained and he may cancel his participation
at any time.

Have the right to confidentiality and privacy concerning his medical
condition and treatment, except that records concerning said medical
condition and treatment may be disclosed to another LTCF or health
care facility on transfer, or as required by law or third party
contracts. Written consent of the patient shall be obtained for
release of information to all other persons and/or agencies.

Have the right to unrestricted communication, including personal
visitation with any persons of his choice, at any reasonable hour.

Have the right to present grievances on behalf of himself or others
to the administrator, State governmental agencies or other persons
without threat of discharge or reprisal.

Have the right to a safe and decent living enviromment and care
rendered with due respect, recognizing the dignity and individuality
of the patient.

Have the right to refuse to perform services for the LTCF that are
not included for therapeutic purposes in his plan of care as .
recorded in his medical record by his physician.

Have the right to reasonable opportunity for interaction with
members of the opposite sex. If married, the patient shall enjoy
reasonable privacy in visits with his spouse and, if both are
patients of the LTCF, they shall be afforded the opportunity, where
feasible, to share a room, unless medically inadvisable.

_32_
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(b)

(c)

(d)
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Certified Facilities

Only Skilled Nursing Facilities as defined in Section 1.2 certified by
the Department of Health, Education and Welfare and the New Jersey
Department of Health are eligible to be reimbursed by Medicare for
services rendered consistent with all Medicare requirements. These
facilities may at the time of certification or at their option apply
to the Division of Medical Assistance and Health Services for approval
as a participating provider in the New Jersey Medicaid Program.

Medicare (Part A) Coverage of Skilled Nursing Care Benefits

Medicare covers eligible beneficiaries needing post-hospital skilled
nursing care when they are placed in Medicare Certified Facilities.

Expiration of Part A Medicare Benefits

When Medicare benfits are terminated or exhausted because of coverage
limitations, Medicaid may be billed on behalf of eligible recipients
provided that:

1. The services are allowable and provided within the standards and
procedures established by the New Jersey Medicaid Program as
described in this manual.

2. No payment is received from any other source, including third-party
insurance or from the relatives of the recipient or the recipient
except as stated below.

i. Any regular income received by the recipient (e.g., pension,
Social Security, etc.) as determined by the County Welfare
Agency and reported on form Statement of Income Available
for Long Term Care Payment PA-3L (Exhibit #27) shall be used
to offset Medicaid per diem payments except for a $25
Personal Needs Allowance (PNA), and any other deductions
allowed for maintenance of a home, spouse, or dependents.

ii. Recipient's Personal Needs Allowance (PNA) monies cannot be
required to be used to pay for any medically necessary
service received and covered by Medicaid.

Note: ACCEPTANCE BY A PROVIDER OF PAYMENT TO SUPPLEMENT
MEDICAID REIMBURSEMENT CONSTITUTES A VIOLATION OF
NEW JERSEY MEDICAID REGULATIONS. ADDITIONALLY,
SEPARATE CHARGES FOR CARE AND SERVICES LISTED IN
SECTION 1.3 ARE ALSO PROHIBITED.

3. The Certified Facility provides written documentation of a denial
of Medicare coverage:

i. The requirement of documentation applies to billings under
Part A Medicare by Certified Facilities regardless of the
beneficiary's level of care or placement in a non-certified
section within the facility. The Certified Facility must

_37_
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Rehabilitation services, such as physical therapy or speech
pathology. When the beneficiary in the Certified Facility has
exhausted Part A benefits the facility must apply, for Medicare

Part B payments for outpatient physical therapy and speech pathology
before billing Medicaid. (Use Form SSA-~1483, Exhibit #23).

Drugs furnished by the facility during the patient's stay

Medical supplies such as splints and canes

Use of appliances such as a wheelchair

-Application of Part B Medical Insurance Benefits to Medicare-Medicaid
patients

The Medicaid Agency pays Part B Medicare insurance premiums for all
eligible Medicare-Medicaid patients. Claims for Part B services may
be billed to Medicaid only after these Medicare benefits have been

exhausted.

1.

The following services are covered by Medicare Part B;

i.

ii.

1ii.

iv.

Physicians' Services

Medicare-Medicaid patients, regardless of level of care or
placement in a Certified Facility, are entitled to physicians'
services, and services of other practitioner providers covered
by Medicare Part B. The following services if given to
Medicare-Medicaid patients in LTCFs must be billed to Medicare
on a standard Medicare claim forms. The patient's Health
Services Program Case Number must be included in item 5 of the
Request for Medicare Coverage SSA-1490 (Exhibit #24).

(1) Medical and surgical services by a Doctor of Medicine or
Osteopathy.

(2) Certain medical and surgical services by a Doctor of
Dental Medicine or a Doctor of Dental Surgery.

(3) Certain services by Podiatrists which they are legally
authorized to perform by the state in which they practice.

(4) Other services which are ordinarily furnished in the
doctor's office and included in his bill such as
diagnostic tests and procedures and medical supplies.

(5) Drugs and biologicals‘which cannot be self-administered.

Limited services by chiropractors

Outpatient hospital services

Medical services and supplies

Home health services

-39-
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ii. Deductibles:
Medicaid does assume responsibility for deductible payments

for Part B Medical Insurance services if the serivce/item is
medically necessary.

Therapy Charges

1.

Medicaid may reimburse Medicare Certified SNF's through their Part A
Intermediary (Blue Cross or Prudential) for the unsatisfied de-
ductible (Medicare Part B) when physical therapy or speech pathology
services are performed for patients eligible for both programs.

When the facility is requesting reimbursement for physical therapy
and speech pathology services for combination Medicare/Medicaid
patients, the SSA-1483 Claim form (Exhibit #23) shall be utilized.
Item 10 on the SSA-1483 form (Exhibit #23) must indicate New Jersey
Medicaid Program. Item 11 must show the beneficiary's Health
Services Program Number (HSP #). No prior authorization from the
LMAU is required for such Medicare/Medicaid combination Claims.

Note 1: When a Medicare certified facility requests reimbursement
for physical, and/or speech therapy services for a patient which
has been denied by Medicare but for which authorization has been
obtained from the LMAU they should use the MCNH-14 billing form
(Exhibit #5).

Note 2: Reimbursement under any circumstances will not be made
unless the authorization form FD-06 (Exhibit #1) has been submitted
to the Bureau of Claims and Accounts.

1.12 Out-of-state placement

9/79

(a)

(b)

(c)

When payment for out-of-state long term care is required for any reason,
payment is limited to emergency situations only.

The out-of-state facility must be licensed as a SNF or ICF by the state

and the rate of reimbursement may not exceed that authorized by the

Title XIX program in the State in which the facility is located or the

reimbursement rate authorized by the New Jersey Health Services Program,

whichever is lower, for the level of care required by the patient.

Claims on behalf of persons in out-of-state LTCFs will not be approved
until a review of the completed medical record has been made to determine
the need for long term care services and to determine appropriateness

of moving the person to a LTCF in New Jersey. The complete medical
record must be submitted to:

Department of Human Services

Division of Medical Assistance and Health Services
Bureau of Long Term Care

P.0. Box 2486

Trenton, New Jersey 08625
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1.14 Records

i' (a) As a condition for participation in the New Jersey Medicaid Program
it is required that LTCFs maintain medical, nursing, social, patient
activities and billing records on all long term care Medicaid patients
in accordance with accepted professional standards and practices.

(b) Required Clinical Records
(See Section 1.8(b)

(c) Required Nursing Records
1. Nursing Evaluation

i. The initial evaluation of the patient is begun on the day of
admission to the LTCF. It is the complete, documented and
identifiable appraisal of the patient's current health status
and provides a data base for assessment of the existing and
potential requirements for care.

ii. The tools utilized shall include a nursing history form,
admission form(s), transfer form(s), the medical plan of care,
and narrative admission notes by all disciplines involved in
therapy.

iii. Other data utilized should include the following - clinical
signs and symptoms; patient strength and weaknesses; mental,
" emotional, behavioral and social aspects; relevant safety
requirements; attention to patient comfort and dignity; and
plans for alternate care where applicable.

iv. The nursing care plan (i.e., the nursing diagnoses, patient
goals, and nursing approaches) shall derive from the
evaluation.

v. A re-evaluation of the patient is a documented comparision of
the patient's previous and present health status. The content
should identify the effectiveness of, and the patient's re-
sponse to, therapeutic intervention and, whenever possible, the
reason for any ineffectiveness in patient response should be
included. This procedure should be accomplished through team
conferences including all levels and shifts of nursing staff
(in so far as possible) in a review of the patient's total
record.

vi. Re-evaluations shall be documented in a consistently identi-
fiable manner distinct from other content in the nurses' notes.
Re-evaluations shall be completed whenever there is a notice-
able change in the patient's condition indicating a need for
change in the nursing care plan and minimally according to the
level of care. (See Nursing Care Plan 1.14(c)2).

From the information available selected pertinent information

vii
&g' will be designated as the basis for continuing or revising
the current plan of care.
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2. Nursing Care Plan

i.

ii.

iii.

This is an easily identifiable and accessible record of
individualized nursing care to be provided to the Medicaid ¢
patient as part of the total patient care plan. It is cogni-
zant of the medical plan of care, includes patient participation
and directs the approaches of nursing staff in meeting the
patient's needs for nursing care. The plan contains short and
long term goals; restorative and/or rehabilitative nursing care
including follow-up of special therapies; personal, preventive
and maintenance care requirements. The nursing care plan
properly instituted by qualified nursing staff will provide the
best method of ensuring effective nursing care.

For Intermediate Care, Levels IV-A and IV-B, the care plan
will indicate nursing-social care planning.

The nursing care plan shall be reviewed regularly and revised
as often as necessary according to changes in patient's con-
dition and to attainment of and/or revisions in goals as
indicated. Revisions shall be based on appropriate documen-
tation of the re-evaluation procedures. Minimal review and
documentation shall be weekly for Level III, bi-weekly for
Level IV-A and monthly for Level IV-B.

3. Nurses' Notes

ii.

iii.

The nurses notes shall be legible, individualized summaries of
the patient's current condition and response to the nursing care
plan as carried (i.e., to the effectiveness of approaches and
progress toward established goals). They will include appropri-
ate attention to preventive, maintenance, restorative and/or
rehabilitation nursing interventions performed in relation

to physical, mental, emotional, behavioral and social care.

Specific references shall be made to the patient's reaction to
medications and treatments; to special therapies; observations
of clinical signs and symptoms; and current physical, mental,
emotional, behavioral and social problems.

Nursing entries shall be made as often as necessary to the
Medicaid recipient's condition but minimal requirements by
level of care:

(1) Skilled Nursing Care (Level III)

Medicaid patients shall have daily summaries for the first
five days after admission written by staff of each shift
and weekly summaries thereafter, as a minimum.

(2) Intermediate Care (Level IV-A)

Medicaid patients shall have daily summaries for the first

five days after admission written by staff of each shift

and bi-weekly summaries, including nursing-social care, )
thereafter, as a minimum.
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Intermediate Care (Level IV-B)

Medicaid patients shall have daily summaries for the first
five days after admission written by each shift and monthly
summaries related to nursing-social care, thereafter, as

a minimum.

Problem-Oriented Medical Records

When problem-oriented medical records, or a modification
of this format, are attempted in lieu of certain other
medical, nursing, social and special therapy records,
each system will be evaluated by the Medicaid MET as to
whether it effectively and consistently includes all
aspects of the minimal record requirements as to content,
location and identify.

Medication and Treatment Record
For each Medicaid patient, a specific medication and treat-

ment record shall be kept on which all medications,
treatments, and special procedures for patient safety

-ordered by the attending physician are signed for by a

qualified member of the nursing staff when administered
or when omitted.

Incident Reports

Any incident occurring to a Medicaid eligible patient
which has, or could have, physical or emotional adverse
effect upon his safety or well-being shall be entered

in the nurses' notes and a completed incident report shall
be appended to the Medicaid patient's medical record
and/or on file in the Administrator's office. This
report shall include the date, time and location of the
incident with details and circumstances under which it
occurred, the action taken and any other relevant
information. The incident report shall be signed by

the reporting nurse with subsequent comments and counter-
signed by the attending physician.

Social Service Record

1.

Purpose

The purpose of the social record is to provide a concise, permanent
account of personal and social information about the patient and
family leading to a better understanding of the patient and his needs,
and a more appropriate treatment program. Information noted should
be germane to the patient's illness and plan of care, and should
reflect individualized goals and needs. The record should be
organized in such a way as to faciliate communication among those

who use it.
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2. Confidentiality and accessibility

i.

ii.

iii.

iv.

The social record is a confidential document. It shall be
available only to the attending physician, appropriate
members of the nursing and other professional staff, and to
health and welfare agency personnel who are directly involved
in the patient's care.

The patient's written consent (or that of a responsible
person acting on his behalf) must be obtained before social
information is transmitted to an outside agency or individual.
The consent form must be filed with or on the patient's chart.
All personnel having access to the record shall be trained

to appreciate its confidential nature.

The individual social record must be a part of the medical
chart. Any information determined prejudicial or damaging

to the patient shall be maintained apart from the medical
chart, with an entry in the record indicating the availability
of the additional material upon approval of the staff person
responsible for social care.

The social history and three years of progress notes (if
appropriate) shall be on the medical chart.

3. Content and quality

i.

ii.

1ii.

iv.

Social record is a documentation on the patient chart of
social history, progress notes, clinical notes and referrals.
All notes shall be signed and dated.

Social history: shall include family background, education,
employment, interests, activities, organizational memberships,
psycho-social functioning, relationships with family and
friends, reason for and feelings about placement, social plan
and goals, discharge plan and services to be provided to

meet social needs.

Progress notes: shall summarize changes in patient's condition
and feelings. Frequency of family visits shall be noted, as
well as patient's and family's attitude toward each other and
relationships within facility as they affect patient's medical
condition and plan of care. Participation in activities shall
be indicated. Changes in goals, service provision and discharge
plan shall be identified. All referrals to outside resources
must be documented and dated on the record. Follow-up to

the referral shall be provided to ensure that social needs

are met. Clinical notes of counseling shall also be recorded.

Frequency of recording

(1) Social record shall be completed within seven days following
admission and updated regularly; at least every six months
thereafter. Significant changes in patient's situation
shall be recorded. Referrals to outside agencies shall
be recorded on the day of the referral.
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(2) Updated entries shall be made by the person responsible
for providing social care to the patient, i.e., the
facility social worker/social work designee, or a social
agency staff person functioning under a contractual
arrangement with the facility.

(e} Patient activities record
1. Purpose

The purpose of the patient activities record is to enable staff to
understand the patient's past interests, hobbies, leisure time, work
and religious experiences as they relate to his current social needs
within the facility. His current participation in activities must
be recorded so that patient's social life can be coordinated with
medical and nursing needs.

2. Accessibility

An individual record must be kept on the medical chart. It should
include the initial evaluation and two years of progress notes. The
activity coordinator may keep a separate calendar of activities and
record of general participation.

3. Content

i. The activity record shall include the initial evaluation and
progress notes. The initial evaluation and all notes shall be
signed and dated. The initial evaluation shall identify
patient background information, including patient interests,
skills, past employment, hobbies, organizational memberships,
religious preferences. These may be obtained from the social
history and interviews with the patient and/or family upon
admission. Initial goals shall be stated, and a plan formulated
to engage patient in an activity program in keeping with his
interests and medical condition.

ii. Progress notes shall summarize patient participation in
individual and group activities. Patient attitudes with changes
in interest, medical condition, goals, plans, and discharge
program.

4. TFrequency

i. An initial evaluation of patient's needs and interests must
be conducted and recorded in the patient's individual record
within seven days of the date of admission.

ii. There shall be a quarterly review of patient's activity plan,
in cooperation with the patient and a written evaluation of
the patient's progress, identification of needs, and estab-
lishment of activity goals for the next quarter.
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Exhibit 6
STATE OF NEW JERSEY
DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES
POST OFFICE BOX 2486
TRENTON, NEW JERSEY 08625

MEDICAID PROVIDER APPLICATION

1. 2.
Legal and/or Trade Name of Organization Type of Business or Facility
3.
Address Street City County State Zip Code
4. 5. 6.
SSA and/or Empioyer ID Number Telephone Number Length of Time at Above Address
7. 8. |
Billing Address, If Different Name of Administrator, Chief Executive Officer,
Director or Other Official
9.  List the specific service(s) for which you are requesting approval for reimbursement under the Medicaid Program
10. Do you operate from more than one location? [ ]} Yes [ ] No If yes, list all other subsidiary or affiliated
organization below: (Name and address)
1.
2,
3.

Please attach additional sheet if necessary.

l1.  Please indicate your preference to receive central or local reimbursement:
[ 1 Reimbursement to each Satellite Location
[ ] Reimbursement to Central Location
Billing through a central location is allowable and left to the provider’s discretion. However, if the provider chooses
to bill centrally, pre-addressed claims MUST be utilized since they reflect the proper address and provider number for
that location.

12. Do you require a Certifisate of Need under the Health Facilitics Planning Act from the New Jersey Department of
Health? [ ] Yes [ ] No If yes, have you applied for the Certificate? Attach copy of Certification of Need.

If no, explain why you don’t require a Certificate.

13.  If your business or facility requires a license(s), list type of license(s), license number(s) effective date of license(s),
and attach a non-returnable copy.

14. CERTIFICATION, ACCREDITATION OR APPROVAL - - Specify type and attach copy. For Example JCAH
(Hospitals); New Jersey Department of Health (Clinics); Office of Community Services (Mental Health Clinics);
State Board of Dentistry (Dental Clinics); State Board of Pharmacy (Providers offering Pharmaceutical Services);
American Board for Certification in Orthotics and Prosthetics (Prosthetist and/or Orthotist) See also question 15.

l:_—£ Approved by Medicare? [ ] Yes [ ] No If yes, attach copy of your approval, if applicable. If no, have you
applied for Medicare approval? [ ] Yes [ ] No attach documentation.
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