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The agency proposal follows:

Summary
Pursuant to N.J.S.A. 52:14B-5.1c, the Physician Services chapter, N.J.A.C. 10:54 will expire on November 26, 2013.  The Department has reviewed the chapter and finds that the continuation of the Physician Services rules is necessary to regulate fee-for-service reimbursement of physician services under the Medicaid/NJ FamilyCare programs.  The Department is proposing that the rules be readopted, with the amendments described below.

The Physician Services chapter includes the policies and procedures of the New Jersey Medicaid and NJ FamilyCare fee-for-service programs for physicians who prescribe, provide directly or personally direct medically necessary health services to Medicaid and NJ FamilyCare beneficiaries. The policies and procedures in this chapter foster the delivery of services in the most efficient and cost effective manner consistent with good medical practice.  The chapter contains nine subchapters and two appendices, which are described below.
Subchapter 1, General Provisions, includes purpose, scope, definitions, provider participation criteria, requirements for reimbursement based on specialist designation, certification of services requirements and provider signature requirements.

Subchapter 2, Physicians Services – General,  includes requirements regarding the general provision of physician services to Medicaid and NJ FamilyCare beneficiaries, including requirements related to patient choice of physician, direction of services, direction of Certified Registered Nurse Anesthetists, collaboration with Certified Nurse Midwives and advanced practice nurses, recordkeeping and documentation requirements.

Subchapter 3, Provision of Services, includes requirements regarding medical justification, prior authorization and authorization of services provided out-of-State.

Subchapter 4, Basis of Payment, includes general payment methodology, personal contribution requirements and copayment requirements for NJ FamilyCare – Children’s Program Plans C and D, HCPCS procedure codes and specific requirements regarding the basis of payment for various types of physicians services covered by the Medicaid and NJ FamilyCare programs.

Subchapter 5, Policies and Procedures for Provision of Services Prescribed or Rendered by a Physician, includes authorization, recordkeeping and performance requirements regarding the provision of various types of services provided directly by a physician or prescribed by a physician, including services provided under specific programs, such as EPSDT and Medicaid Waiver programs, in outpatient settings.
Subchapter 6, HealthStart – Maternity and Pediatric Care Services, includes the particular requirements that apply to HealthStart maternity and pediatric care services.

Subchapter 7, Physician Services Provided in Hospitals and Nursing Facilities, includes the requirements for the evaluation of patients for nursing facility services and the provision of physician services provided to Medicaid and NJ FamilyCare beneficiaries in hospitals, both inpatient and outpatient.

Subchapter 8, Pharmaceutical Services, includes requirements regarding the conditions for participation as a provider of pharmaceutical services to Medicaid and NJ FamilyCare beneficiaries, program restrictions, the medical exception process, physician administered drugs and the Federal Vaccine for Children program.

Subchapter 9, Health Care Financing Administration (HCFA) Common Procedure Coding System (HCPCS), addresses how HCPCS codes and assigned modifiers are utilized by Medicaid and NJ FamilyCare fee-for-service providers for payment for services rendered. The subchapter assists providers in determining the appropriate procedure code to be used for the service rendered, the minimum requirements needed and any additional parameters required for reimbursement purposes.  
N.J.A.C. 10:54 Appendix A contains the Fiscal Agent Billing Supplement, which is not reproduced in the New Jersey Administrative Code, but is given to the providers to assist them in submitting claims and obtaining reimbursement.

N.J.A.C. 10:54 Appendix B contains information related to the Electronic Media Claims manual, which is not reproduced in the New Jersey Administrative Code, but is given to the providers to assist them in submitting claims and obtaining reimbursement.

Summary of General Amendments

Throughout N.J.A.C. 10:54, all references to the “Health Care Financing Administration” and the acronym “HCFA” will be changed to “Centers for Medicare and Medicaid Services” and the acronym “CMS,” respectively, to reflect the name change of this Federal agency, effective July 1, 2001.

The Department is also proposing to amend numerous references to "Medicaid" to read "Medicaid/NJ FamilyCare" or "Medicaid/NJ FamilyCare program," as grammatically appropriate, to accurately indicate the full name of the program. Adding these full program name references does not represent any change whatsoever regarding eligibility requirements, available services or any other issue regarding the Medicaid program or NJ FamilyCare program, but simply non-substantively updates the text to reflect that these two separate programs are administered by the Division under a single name. Other amendments make minor non-substantive grammatical revisions connected to these rules. 
The Department is also proposing to amend all references to the terms “Certified Registered Nurse Anesthetists” and “CRNA” with references to “Advanced Practice Nurse specializing in anesthesia” and “APN/Anesthesia,” respectively.  These amendments to the terms reflect the New Jersey Board of Nursing (BON) requirements that all formerly CRNAs practicing in New Jersey be certified as an APN/Anesthesia effective June 16, 2009.  (See 39 N.J.R. 1991(b); 40 N.J.R. 3729(a))

Summary of Specific Amendments

At N.J.A.C. 10:54-1.2, proposed amendments revise the definition of "Early and periodic screening, diagnosis and treatment (EPSDT)" to clarify that these services are available for Medicaid/NJ FamilyCare program beneficiaries under 21 years of age.  Also at N.J.A.C. 10:54-1.2, proposed amendments add definitions for the following terms:  “APN” “Federal Funds Participation Upper Limit (FFPUL),” “Labeler code,” “National Drug Code (NDC),” “Product code” and “Unit of measure (UOM).”
At N.J.A.C. 10:54-1.3(b), proposed amendments add a website address at which the providers may download, complete and/or file a Medicaid/NJ FamilyCare provider application and provider agreement forms and change the name of the fiscal agent from “Unisys Corporation” to “Molina Medicaid Systems” to reflect the recent name change of the company.
At N.J.A.C. 10:54-1.3(c), proposed amendments specify that the acronym “APN” means “advanced practice nurse” for clarity.  
At N.J.A.C. 10:54-1.5(c)1 and 2, outdated text regarding services rendered between 1992 and 1996 is deleted.
N.J.A.C. 10:54-3.3(b) is proposed for deletion because the New Jersey-based physician who initiates the request for out-of-State hospital services does not receive written notification of the decision.

Recodified N.J.A.C. 10:54-3.3(b) is amended to indicate that the physician and the Medicaid/NJ FamilyCare beneficiary will both receive copies of the approval of the out-of-State service and that when submitting the claim, the out-of-State provider does not need to submit a copy of the letter, the provider only needs to enter the authorization number provided in the letter on the claim form.
At N.J.A.C. 10:54-4.16(a), 5.2(f) and 5.5(f), proposed amendments change the terms “Medicaid Maximum Allowable Fee,” "Maximum Fee Schedule" and "Medicaid fee allowance" to “Maximum Fee Allowance” to be consistent with the specific terminology used in N.J.A.C. 10:54-9.
At N.J.A.C. 10:54-5.1(c), proposed amendments update the name of a claim form and make associated grammatical changes.

At N.J.A.C. 10:54-5.7(a), proposed amendments clarify that the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) program is available to beneficiaries under 21 years of age.
Current N.J.A.C. 10:54-5.15(c) is proposed for deletion because the Medicaid/NJ FamilyCare program no longer reimburses providers for the provision of Norplant because Norplant is no longer available in the United States.   

N.J.A.C. 10:54-5.16(a)3, lists Home and Community-Based Services Waiver programs.  Waiver programs allow services to be provided to populations that may not be eligible for traditional Medicaid benefits.  For each Waiver program, a specific agency or Division is responsible for the daily operation of the program, while claims for services rendered are processed by the Medicaid/NJ FamilyCare fiscal agent.  Several amendments are proposed to this list, as described below, to clarify this information:

At N.J.A.C. 10:54-5.16(a)3i, proposed amendments delete the name “Community Care Program for the Elderly and Disabled (CCPED)" and replace it with “Global Options for Long-Term Care (GO)".  In 2009 three waiver programs, including CCPED, were replaced with a single program known as “Global Options for Long-Term Care (GO)” to provide services more efficiently.  Additional amendments indicate that this program is operated by the Department of Health and Senior Services (DHSS).

At N.J.A.C. 10:54-5.16(a)3ii, proposed amendments indicate that the AIDS Community Care Alternatives program (ACCAP) is operated by the Division of Disability Services (DDS).  
At N.J.A.C. 10:54-5.16(a)3iii, proposed amendments change the name of the waiver program from “Home and Community-Based Services Waivers for Blind or Disabled Children and Adults (Medicaid Model Waivers)” to “Community Resources for People with Disabilities (CRPD)” and indicate that this waiver program is operated by DDS.  The CRPD waiver is a merger of the three former Medicaid Model Waivers.
At N.J.A.C. 10:54-5.16(a)3iv, proposed amendments indicate that the Home and Community-Based Waiver for Persons with Traumatic Brain Injuries (TBI) is operated by DDS.

N.J.A.C. 10:54-5.16(a)3v, is proposed for deletion because the Home and Community-Based Services Waiver for Medically Fragile Children (ABC Program) waiver expired in October 2005 and was not renewed.  The children who were previously receiving services under this program now receive services under Medicaid/NJ FamilyCare or other waiver programs.  
N.J.A.C. 10:54-5.16(a)4, “Home Care Expansion Program (HCEP)” is proposed for deletion because this program, which is funded with all State funds, is not addressed in this chapter.  The HCEP is coordinated by the Department of Health and Senior Services and information concerning the program is available on their website or from their local offices.  
At N.J.A.C. 10:54-5.19(a), a proposed amendment changes the name “County Board of Social Services (CBOSS)” to “county welfare agency (CWA)” to reflect the correct name of the agency.

At N.J.A.C. 10:54-5.19(b), a proposed amendment changes a reference to “medical” eligibility to “clinical” eligibility because that terminology is preferred by the provider community.  Additional amendments require that the clinical eligibility be determined by the professional staff designated by DHSS, not the staff of the Medical Assistance Customer Centers, and that the assessment must demonstrate that the beneficiary meets minimum requirements for basic nursing facility services.  A citation to DHSS rules containing those requirements is provided.
At N.J.A.C. 10:54-5.20(a), a proposed amendment requires that the clinical eligibility be determined by professional staff designated by DHSS, not the staff of the Medical Assistance Customer Centers.  An additional amendment clarifies that individuals who remain at home shall receive community-based services.
At N.J.A.C. 10:54-5.20(b), proposed amendments make grammatical revisions to the sentence to clarify that the cost for providing home care services to beneficiaries enrolled in a Home and Community Based Waiver shall not exceed the cost of providing institutional services to the same beneficiary.

At N.J.A.C. 10:54-5.20(c), a proposed amendment changes a reference to “Expanded services and/or variation of services” to “Home and Community Based Waiver services.”  

At N.J.A.C. 10:54-5.20(c)1, proposed amendments require that the case manager be responsible for securing both the initial “and ongoing” assessment for the need for services, and revise the phrase "case management" to instead more correctly read "case/care management."
New N.J.A.C. 10:54-5.20(d)1 provides that each Waiver program has distinct parameters as contained in the Waiver document that is maintained by the agency responsible for the operation of the specific program.  This document is the agreement between the State of New Jersey and the Federal Centers for Medicare and Medicaid Services (CMS).  Examples of such parameters are provided. A cross-reference is provided to the rule that lists the agencies responsible for each program. 
At N.J.A.C. 10:54-5.21, the heading of the section is being revised to read “Home Care Services; Community Resources for People with Disabilities (CRPD) Waiver Services” because the CRPD waiver is a merger of the three former Medicaid Model Waivers, which are deleted from the heading.  Additional amendments at N.J.A.C. 10:54-5.21 codify the existing text as subsection (a), change the name of the Waiver program as discussed above for the section heading, delete existing references to case management and to the now non-existent Model Waiver III and adds language so that the services which may be offered under the waiver in addition to the regular Medicaid services are listed as N.J.A.C. 10:54-5.21(a)1 through 4.  These services include case/care management, private duty nursing, environmental/vehicle modifications, personal emergency response systems and community transitional services.  

N.J.A.C. 10:54-5.23, Home Care Services; Community Care Program for the Elderly and Disabled (CCPED), is proposed for repeal because the Community Care Program for the Elderly and Disabled (CCPED) was discontinued in 2009 when three programs, including CCPED, were replaced with a single program known as Global Options for Long-Term Care (GO).
New N.J.A.C. 10:54-5.23, Home Care Services; Global Options for Long-Term Care (GO), is proposed, which states that the GO waiver program offers all regular Medicaid services to adults over age 65 and permanently physically disabled adults between ages 21 and 64.  All GO participants will receive case/care management and a minimum of one additional service that is not covered under the regular Medicaid program.  These services are listed at proposed N.J.A.C. 10:54-5.23(a)1 through 15.  These services include:  assisted living, adult family care, attendant care, caregiver or participant training, chore services, community transition services, environmental accessibility adaptations, home-based supportive care, home-delivered meals, personal emergency response systems, respite care, specialized medical equipment and supplies, social adult day care, transitional care management, and transportation.  New N.J.A.C. 10:54-5.23(b) states that reimbursement will not be provided for the personal care assistant services and home-based supportive care services that are rendered to the same beneficiary on the same date of service.  A GO participant must choose one of these services only.
N.J.A.C. 10:54-5.25, Home Care Services; Home and Community-Based Waiver for Medically Fragile Children (ABC Program), is proposed for repeal because this waiver expired in October 2005 and was not renewed.  The children who were previously receiving services under this program now receive services under Medicaid/NJ FamilyCare or other waiver programs. 
N.J.A.C. 10:54-5.27, Home Care Services; Home Care Expansion Program (HCEP), is proposed for repeal.  Programs that provide State-funded-only home care services are still available; however, this section only addresses those services provided for which Federal Title XIX funding is received for the provision of services under regular Medicaid or Medicaid Waiver programs.  These services are coordinated by the Department of Health and Senior Services and information concerning the services is readily available on their website or from their local offices.  

At N.J.A.C. 10:54-5.33(c)3, the word “or” is added at the end of the paragraph to indicate that the items in the list at paragraphs (c)1 through 4 are disjunctive.

At N.J.A.C. 10:54-5.33(d)1, a proposed amendment changes the reference to the H.S.P. Case and Person number to “Health Benefits Identification (HBID) Number,” which is the name of the current form of identification number that is issued to Medicaid/NJ FamilyCare beneficiaries.
At N.J.A.C. 10:54-5.34(a)1, proposed amendments change the reference to the American Board of Certification in Orthotics and Prosthetics, Inc. (ABC) to reflect the new name of the organization, the American Board for Certification in Orthotics, Prosthetics and Pedorthics, Inc. and add the address of the DMAHS website at which the listing of MACC offices can be downloaded.  Subparagraph (a)1i is proposed for deletion because it describes alternative certification via the Board for Certification in Pedorthics; that organization no longer exists because it has now  merged with ABC.
Current N.J.A.C. 10:54-5.44(a)1 through 3 are proposed to be amended to indicate when an individual is eligible for a specific form of transportation.  References to CBOSS and/or MACC office have been deleted because transportation services are now provided a transportation broker contracted for the provision of specified transportation services.  Additionally, the requirement that prior authorization for services being provided by the MACC Offices is deleted because all authorizations are now provided by the transportation broker.
Proposed new N.J.A.C. 10:54-5.44(a)4 states that all non-emergency ground transportation services shall be coordinated and provided by an independent transportation broker under contract with the Division.  Proposed N.J.A.C. 10:54-5.44(a)1i through iv list examples of this type of transportation.

Proposed new N.J.A.C. 10:54-5.44(a)5 states that all emergency ground transportation services and all air ambulance services shall be provided by transportation providers enrolled as Medicaid/NJ FamilyCare providers in accordance with N.J.A.C. 10:49-3.2 and 10:50.

N.J.A.C. 10:54-5.44(b) is proposed for amendment to remove a reference to the MACC offices with related citations because these offices no longer authorize transportation services and the proposed amendments add a reference to N.J.A.C. 10:50, the Transportation Services chapter, which contains the procedures for obtaining authorization for transportation services.  The word “prior” is deleted from the sentence, because not all transportation services are authorized prior to the service being provided and all means of authorization of services are described in N.J.A.C. 10:50.
At N.J.A.C. 10:54-7.1(a), a proposed amendment revises the definition of “Pre-admission screening” to change the requirement that the screening be completed by Medical Assistance Customer Center office, to instead indicate that the screening will be completed by a professional staff person designated by the Department of Health and Senior Services.  
At N.J.A.C. 10:54-7.1(a), a proposed amendment revises the definition of “Pre-admission screening and annual resident review (PASARR)” to remove the word annual because these reviews are performed as medically indicated, not just annually.  Throughout N.J.A.C. 10:54-7, proposed amendments change the term “Pre-admission screening and annual resident review” to remove the word annual and change the corresponding acronym “PASARR” to “PASRR” as a result of this amended definition.
At N.J.A.C. 10:54-7.1(a), a proposed amendment deletes the definition of “Health Service Delivery Plan” and adds a definition of the terms “Service Authorization (SA) and Interim Plan of Care (IPOC)” (as a sub-definition in SA) to reflect the new procedures and form names used by the DHSS when performing the preadmission screening.
At N.J.A.C. 10:54-7.1(a), proposed amendments revise the definition of “Regional Staff Nurse (RSN)” to indicate that an RSN is employed by either the Department of Human Services or the Department of Health and Senior Services, not the Division, and adds more specificity regarding the rules to be applied by the RSN.
At N.J.A.C. 10:54-7.1(b) and at the definition of "track of care” at N.J.A.C. 10:54-7.1(a), a proposed amendment allows evaluations to be performed by any professional staff designated by DHSS, not only an RSN.  Also at 7.1(b), the unnecessary word "Medicaid" is deleted from the term Regional Staff Nurse.
At N.J.A.C. 10:54-7.2(b), a proposed amendment deletes the reference to the third edition of the Diagnostic and Statistical Manual (DSM) and replaces it with a reference to the current fourth edition of the manual and incorporates by reference, as amended and supplemented (which includes any future editions), to indicate that the most recent edition of the DSM should be used.  The DSM contains classifications of mental helath disorders based upon symptoms presented.
New N.J.A.C. 10:54-7.2(e) provides a website address at which all the forms needed for PASRR evaluations may be downloaded free of charge.
At N.J.A.C. 10:54-7.4(a), a proposed amendment allows evaluations to be performed by any professional staff designated by DHSS, not only an RSN.

At N.J.A.C. 10:54-7.5, a proposed amendment changes the term “ARR screen,” which indicated an annual resident review, to read simply “resident review” because these reviews are done as medically indicated, not only on an annual basis.
At N.J.A.C. 10:54-7.7(a), proposed amendments delete the reference to “Medicaid” because RSNs are employed by either the DHS or DHSS, not the Medicaid program, and allow an evaluation to be performed by any professional staff designated by DHSS, not only an RSN.

At N.J.A.C. 10:54-7.7(b)1, a proposed amendment allows evaluations to be performed by any professional staff designated by DHSS, not only an RSN.

At N.J.A.C. 10:54-7.7(b)2i, a proposed amendment informs providers that the necessary forms may be downloaded from the Department’s website and provides a cross reference to the citation at which the address is provided. 
Current N.J.A.C. 10:54-7.10(b)1 is proposed to be rewritten to require that authorization for partial hospitalization and/or acute partial hospitalization services be provided in accordance with the requirements of N.J.A.C. 10:52A, the chapter that contains the rules regarding the provision of these services.
Current N.J.A.C. 10:54-7.10(c)3i and ii are proposed to be deleted because the authorization request for these services shall be provided in accordance with N.J.A.C. 10:52A, as described above.  A reference at N.J.A.C. 10:54-7.10(c)3 to N.J.A.C. 10:54-7.10(c)3i and ii is therefore proposed for deletion as well.

At N.J.A.C. 10:54-8.2(a)13, a proposed amendment changes the name “Medicaid District Office (MDO)” to “Medical Assistance Customer Center (MACC)” to accurately reflect the current name of the agency.
Current N.J.A.C. 10:54-8.2(a)14 and 15 are proposed for deletion because the Medicaid/NJ FamilyCare program no longer covers the drugs described in these paragraphs, in order to permanently implement a requirement that is currently mandated by P.L. 2010, c. 35.

At N.J.A.C. 10:54-8.3(a), proposed amendments add explanatory language for the following acronyms:  PDUR, DHS, MEP and DHSS.  An additional amendment expands the acronym DUR to read NJ DURB and defines that as the New Jersey Drug Utilization Board.  A cross-reference to N.J.A.C. 10:51 is being provided to refer readers to the Pharmaceutical Services manual, which contains more detailed information related to the medical exception process.  A grammatical revision is also made.
At N.J.A.C. 10:54-8.3(b), (c) and (d), proposed amendments replace the term medical exception process with the acronym MEP.

At N.J.A.C. 10:54-8.3(c), a proposed amendment replaces the term DUR Board with the acronym NJ DURB.

At N.J.A.C. 10:54-8.3(d)1, a proposed amendment makes a grammatical correction to the sentence.

At N.J.A.C. 10:54-8.3(d)1i and ii,  proposed amendments correct the names of a form and code used as part of the medical exception process; specifically, the "Prescriber Notification Letter” has been renamed the “Medical Necessity Form” and the HSP Identification number has been replaced with the “Health Benefits Identification (HBID) number.”  At N.J.A.C. 10:54-8.3(d)3, a proposed amendment also corrects the reference to the HSP number to read HBID number.

At N.J.A.C. 10:54-8.4(a)1, proposed amendments revise the text to clarify that physician-administered medications shall be reimbursed directly to the physician and that the physician should bill using the appropriate “J” Code, in conjunction with the appropriate HCPCS procedure code, and delete references to Level III because J Codes are not considered Level III.
Proposed new N.J.A.C. 10:54-8.4(c) provides that in order for physician-administered drugs to be reimbursed by the Medicaid/NJ FamilyCare program, manufacturers must have in effect all rebate agreements required or directed pursuant to all applicable State and Federal laws and regulations. It also provides that, in order to confirm that a manufacturer has complied with such rebate provisions and that a particular drug manufactured by it is covered, a physician may consult a specific website, and provides the address for that website.

Proposed new N.J.A.C. 10:54-8.4(d) requires that physicians shall report the 11-digit National Drug Code (NDC), quantity of the drug administered or dispensed and a two-digit qualifier identifying the unit of measure for the medication on the claim when requesting reimbursement.  It further states that the labeler code and drug product code of the actual product dispensed must be reported on the claim form.  Proposed new paragraph (d)1 states that the package size code (positions No. 10 and 11 of the NDC) reported may differ from the stock package size used to fill the prescription, and that acceptable units of measure are limited to: F2 (international unit); GM (gram); ML (milliliter); and UN (unit/each).

At N.J.A.C. 10:54-8.5(a), proposed amendments delete a reference to NJ FamilyCare "Plan A" and delete a list of vaccines that have been identified as available under the VFC program.  The reference to Plan-A is being deleted because these vaccines are available to all NJ FamilyCare-Children’s Program beneficiaries, not only those enrolled under Plan-A.  Recodified paragraph (a)2 is amended to incorporate by reference a Federal “VFC Resolutions” list, as amended and supplemented, stating that the VFC Resolutions lists the vaccines provided by the VFC Program for individuals under age 19.  The paragraph also contains an amendment deleting other language regarding the previous vaccines list and stating that the Medicaid/NJ FamilyCare program shall not reimburse for any vaccine on VFC Resolutions that is not obtained from the VFC program.  A website where providers can access the VFC Resolutions list is provided. Proposed new subparagraph (a)1i states that any change to the reimbursement amount for the administration of vaccines administered under the VFC Program and/or the reimbursement amounts for such vaccines that are also appropriate for and administered to individuals who are not under age 19 and are, therefore, ineligible to receive them under the VFC Program, will be made by rulemaking in accordance with the Administrative Procedure Act, N.J.S.A. 52:14B-1 et seq. Proposed new paragraph (a)2 states that providers shall receive an administration fee for the administration of vaccines ordered directly from the VFC Program, and that the Medicaid/NJ FamilyCare program shall not provide reimbursement to providers for administering vaccines that are not obtained from the VFC program.
At N.J.A.C. 10:54-8.5(b), proposed amendments make a non-substantive grammatical correction.

At N.J.A.C. 10:54-8.5(c), proposed amendments update the HCPCs procedure codes listed for reimbursement for administering vaccines under the VFC program, accordingly change an existing reference to "APNs" to instead read "providers" (to whom the new codes apply) and update a cross-reference.

N.J.A.C. 10:54-9 will be renamed as the Centers for Medicare and Medicaid Services (CMS) Healthcare Common Procedure Coding System (HCPCS), to reflect the current name of the Federal agency, rather than the Healthcare Finance Agency.
At N.J.A.C. 10:54 Appendix A, proposed amendments update the name of the current fiscal agent, remove reference to revised Fiscal Agent Billing Supplement replacement pages being distributed to providers and provide a reference to the website where an updated version of the document can be found instead. 

At N.J.A.C. 10:54 Appendix B, proposed amendments update the name of the current fiscal agent, remove reference to revised EMC Manual replacement pages being distributed to providers and provide a reference to the website where an updated version of the document can be found instead.”

The Department has determined that the comment period for this notice of proposal will be at least 60 days; therefore, pursuant to N.J.A.C. 1:30-3.3(a)5, this notice is excepted from the rulemaking calendar requirement.

Social Impact
During State Fiscal Year 2010, an estimated 6,063 physicians participating as Medicaid/NJ FamilyCare providers administered services to monthly average of 95,106 Medicaid/NJ FamilyCare fee-for-service beneficiaries. 
The chapter provides for and regulates the reimbursement of physician services available under the New Jersey Medicaid and NJ FamilyCare programs. The rules proposed for readoption will continue to have a positive social impact on beneficiaries and providers because physicians will continue to be reimbursed for providing services to Medicaid/NJ FamilyCare program beneficiaries, and those beneficiaries will continue to receive those services and will have a better quality of life by continuing to be able to access quality medical care in their community.  The proposed amendments, repeals and new rules are not expected to have any social impact on beneficiaries and providers. 
Economic Impact
During State Fiscal Year 2010, the Department spent approximately $81,164,229 (Federal and State share combined) for fee-for-service physician services rendered to a monthly average of 95,106 Medicaid/NJ FamilyCare fee-for-service beneficiaries.  The rules proposed for readoption and the proposed amendments, repeals and new rules are not expected to significantly change the annual expenditures of the Medicaid/NJ FamilyCare fee-for-service program for the reimbursement of physician services.  

Fee-for-service physician services are reimbursed according to the requirements specified in this chapter. Readoption of the chapter will maintain the current system of reimbursement for fee-for-service physician services and, therefore, will continue to have a positive economic impact on Medicaid/NJ FamilyCare providers of physician services. 
Medicaid/NJ FamilyCare beneficiaries do not pay for physician services provided to them, and the rules proposed for readoption do not change that. The chapter will continue to have a positive economic impact by continuing to allow access to medical care for beneficiaries who might otherwise be unable to afford it. 
The proposed amendments, repeals and new rules are not expected to have any economic impact on beneficiaries or providers, or any economic impact on the State.

Federal Standards Analysis
Section §1905(a)(5) of the Social Security Act, 42 U.S.C. §1396d(a)(5), requires a Title XIX program to provide physician services to eligible beneficiaries.
Section 1927 of the Social Security Act, 42 U.S.C. §1396r–8, requires that in order for payment to be available for covered outpatient practitioner-administered drugs, the manufacturer of the drug must have entered into and have in effect a rebate agreement with the state.  42 CFR Section 447.520 contains conditions relating to physician-administered drugs and states that no state can request Federal funding for the cost of such drugs unless claims for these drugs identify drugs sufficiently for the state to bill a manufacturer for drug rebates.
Sections 1902(a)(62) and 1928 of the Social Security Act, 42 U.S.C. §§1396a(a)(62) and 1396s, respectively, require that each state establish a pediatric vaccine distribution program and contain requirements related to that program.

Title XXI of the Social Security Act allows states to establish a state children's health insurance program (SCHIP) for targeted low-income children. New Jersey elected this option through implementation of the NJ FamilyCare-Children's Program. Section 2103(a) of the Social Security Act, at 42 U.S.C. §§1397cc(a)(2)(A) and (c)(1)(B), require states to provide physician services as part of their children's health insurance program. Section 2110(a)(3) of the Social Security Act, 42 U.S.C. §1397jj(a)(3), includes physician services as part of a state children's health insurance program.
Federal regulations at 42 CFR §440.50(a) define physician services as services furnished by a licensed physician, within the scope of practice of medicine or osteopathy as defined by state law, in the physician's office, the beneficiary's home, a hospital, a skilled nursing facility or elsewhere.
The Department has reviewed the applicable Federal statutory and regulatory requirements and has determined that the rules proposed for readoption with amendments, repeals and new rules do not exceed Federal standards. Therefore, a Federal standards analysis is not required.

Jobs Impact
The Department anticipates that the rules proposed for readoption with amendments, repeals and new rules will not result in the generation or loss of jobs in the State of New Jersey.

Agriculture Industry Impact
The rules proposed for readoption with amendments, repeals and new rules are not expected to have an impact on the agriculture industry in New Jersey.

Regulatory Flexibility Analysis
Physician services are provided through a network of individual physician offices, single specialty group practices and multi-specialty group practices, as well as in public health, clinic and institutional settings. When a physician is practicing individually or in a group practice, this practice will constitute a small business as the term is defined by the Regulatory Flexibility Act at N.J.S.A. 52:14B-17.
The rules provide for the delivery of physician services to eligible persons. State and Federal laws provide for certification and approval of the provider category and specify that the provider of health services maintain records of services provided to individuals. Providers are required by law to maintain sufficient records to fully document the name of the patient being treated, dates and the nature of services, plan of diagnosis, treatment, medications and other requirements, as set forth in existing requirements at N.J.S.A. 30:4D-12 and N.J.A.C. 10:49. These requirements must apply equally to all providers participating in the New Jersey Medicaid/NJ FamilyCare program, regardless of business size, in order to protect the health and safety of beneficiaries and the fiscal integrity of the Medicaid/NJ FamilyCare program. Consequently, the Department is not authorized to exempt a provider, whether or not the provider is a small business, from the documentation and reporting to the Medicaid program of any services provided to Medicaid beneficiaries.
The proposed amendments, repeals and new rules concerning the new billing procedures for physician-administered drugs are being proposed to ensure compliance with 42 CFR 447.520, which provides that no state can request Federal funding for the cost of practitioner-administered drugs unless claims for these drugs identify drugs sufficiently for the state to bill a manufacturer for drug rebates.  These new procedures will ensure that the Medicaid and NJ FamilyCare programs can properly bill drug manufacturer rebates and be compliant with all Federal drug rebate regulations.  
A Medicaid/NJ FamilyCare provider may find it preferable to engage the services of a professional firm to handle its accounting, billing or data services, or other such functions, in order to provide the reports or records required by the readopted rules and amendments, repeals and new rules, but this is an administrative decision of the provider and is not required by the rules. There should be no capital costs associated with the rules proposed for readoption with amendments, repeals and new rules.

Smart Growth Impact
Since the rules proposed for readoption and proposed amendments, repeals and new rules concern the provision of physician services to Medicaid/NJ FamilyCare program beneficiaries, the Department anticipates that the rules will have no impact on the achievement of smart growth in New Jersey or on the implementation of the State Development and Redevelopment Plan. 

Housing Affordability Impact Analysis
Since the rules proposed for readoption and proposed amendments, repeals and new rules concern the provision of physician services to Medicaid/NJ FamilyCare program beneficiaries, the Department anticipates that the rules will have no impact on affordable housing in New Jersey and there is no likelihood that the rules would evoke a change in the average costs associated with housing.

Smart Growth Development Impact Analysis
Since the rules proposed for readoption and proposed amendments, repeals and new rules concern the provision of physician services to Medicaid/NJ FamilyCare program beneficiaries, the Department anticipates that there is no likelihood that the rules would evoke a change in housing production in Planning Areas 1 or 2, or within designated centers, under the State Development and Redevelopment Plan in New Jersey. 

Full text of the rules proposed for readoption may be found in the New Jersey Administrative Code at N.J.A.C. 10:54.  

Full text of the proposed amendments, repeals and new rules follows (additions indicated in boldface thus; deletions indicated in brackets [thus]):  

SUBCHAPTER 1. GENERAL PROVISIONS

10:54-1.2 Definitions

The following words and terms, when used in this chapter, shall have the following meanings, unless the context clearly indicates otherwise.

“APN” means an advanced practice nurse, as that term is defined at N.J.A.C. 10:58A-1.2.
...
"Early and periodic screening, diagnosis and treatment (EPSDT)" means a preventive and comprehensive health program for Medicaid/NJ FamilyCare program beneficiaries [through 20] under 21 years of age, including the assessment of an individual's health care needs through initial and periodic examinations (screenings), the provision of health education and guidance[,] and the assurance that any identified health problems are diagnosed and treated at the earliest possible time.
“Federal Funds Participation Upper Limit (FFPUL)” means the maximum allowable cost or “MAC price” as defined by the Centers for Medicare and Medicaid Services (CMS).

...
“Labeler code” means a five-digit numeric code assigned by the Food and Drug Administration, which identifies the firm that manufactures or distributes a specific drug.  This code is the first segment of the National Drug Code.

...
“National Drug Code (NDC)” – means an 11-digit number that identifies a drug product.  The first five digits represent the labeler code identifying the drug manufacturer, the next four digits identify the drug product and the last two digits identify the package size.

...
“Product code” means a four-digit numeric code, assigned by a firm that manufactures and distributes a drug, which identifies a specific strength, dosage form and formulation of the drug.  This code is the second segment of the National Drug Code.

...
“Unit of measure” or “UOM” means a value of measurement used to define a drug product.  Acceptable UOM codes are: F2 (international measure), GM (gram), ML (milliliter) or UN (unit/each).

...
10:54-1.3 Provider participation criteria

(a) All physicians, licensed doctors of medicine or surgery (M.D.)[,] or doctors of osteopathy (D.O.) or podiatric medicine pursuant to N.J.A.C. 13:35 (incorporated herein by reference), authorized to provide medical and surgical services by the State of New Jersey, who are an approved Medicaid/NJ FamilyCare program participating provider in accordance with (b) below, and who comply with all the rules of the New Jersey Medicaid/NJ FamilyCare program, are eligible to provide medical and surgical services for Medicaid/NJ FamilyCare program beneficiaries.

1. Any out-of-State physician may provide medical and surgical services under this Program if he or she meets the comparable documentation and licensing requirements in the State in which he or she is practicing, and is a New Jersey Medicaid/NJ FamilyCare participating provider.

2. (No change.)
(b) In order to participate in the Medicaid/NJ FamilyCare program as a physician, the physician shall apply to, and be approved by, the New Jersey Medicaid/NJ FamilyCare program.  An applicant for approval by the New Jersey Medicaid/NJ FamilyCare program as a physician provider shall complete and submit the "Medicaid/NJ FamilyCare Provider Application" (FD-20) and the "Medicaid/NJ FamilyCare Provider Agreement" (FD-62).  These forms can be downloaded free of charge or completed and filed online at www.njmmis.com.  The FD-20 and FD-62 can also be found as Forms #8 and #9 in the Appendix at the end of the Administration [Chapter] chapter (N.J.A.C. 10:49)[,] and may be obtained from and submitted to:

[Unisys Corporation] Molina Medicaid Solutions
Provider Enrollment

PO Box 4804

Trenton, New Jersey 08650-4804

(c) Upon signing and returning the Medicaid/NJ FamilyCare Provider Application, the Provider Agreement and other enrollment documents to the fiscal agent for the New Jersey Medicaid/NJ FamilyCare program, the physician will receive written notification of approval or disapproval. If approved, the physician will be assigned a Medicaid/NJ FamilyCare Provider Billing Number, a Medicaid/NJ FamilyCare Provider Service Number[,] and will be provided with an initial supply of pre-printed claim forms.

1. Each physician, or each Certified Nurse Midwife or Advanced Practice Nurse (APN), who is the provider of the service or member of the group practice, shall place a Medicaid/NJ FamilyCare Provider Service Number (MPSN) on all written prescriptions and shall provide the MPSN with all telephone orders. The MPSN shall be entered on all claims submitted by the provider, to expedite the processing of claims. The Medicaid/NJ FamilyCare Provider Billing Number is also required on all Medicaid/NJ FamilyCare claim forms as a condition of payment. (See also N.J.A.C. 10:49-3.4.) In the case of a physician/practitioner group, the group number is the Medicaid/NJ FamilyCare Provider Billing Number.

(d) (No change.)
10:54-1.4 Reimbursement based on specialist designation

(a) (No change.)
(b) An applicant for specialist designation by the New Jersey Medicaid/NJ FamilyCare program, except as noted in (c) below, shall be a licensed physician who:

1. – 2. (No change.)

(c) For any physician who was an approved physician provider in the New Jersey Medicaid/NJ FamilyCare program with "specialist" status prior to the effective date of the adoption of this [Chapter] chapter, any of the following three criteria are permissible to define the term "specialist"[.]:
1. – 3.  (No change.)

10:54-1.5 Certification of physician services

(a) (No change.)
(b) Physician services furnished by another physician who is not the primary physician during a period not exceeding 14 continuous days, in the case of an informal reciprocal arrangement, or for 90 continuous days, in the case of an arrangement involving per diem or other fee-for-service compensation, shall be permitted as exceptions to (a) above, in accordance with the following:

1. (No change.)
2. If the covering physician is a Medicaid/NJ FamilyCare physician provider in his or her own right, then the covering physician may bill under his or her own Medicaid/NJ FamilyCare Provider Service Number (MPSN) for services rendered during the "covering period," in accordance with N.J.A.C. 10:49-3.4.

(c) For the certification of a physician who provides services to a child under the age of 21 or to a pregnant woman, whether the service is pregnancy related or a service unique to children under 21 years of age, including a physician who provides prenatal care to a presumptively eligible pregnant woman, the following requirements shall be met:

1. [For physician services to a child under 21 years of age, for the period of January 1, 1992 through December 31, 1996, a physician who does not meet any of the specified criteria in (c)1i through v below, but has a provider agreement with a State Medicaid agency, shall be considered certified under (c)vi below to receive reimbursement under Medicaid for services provided.]  Effective January 1, 1997, in order to receive reimbursement for services to a child under 21 years of age, a physician who is a Medicaid/NJ FamilyCare provider shall meet at least one of the specified criteria which follows:

i.   (No change.)
ii. Employment or affiliation with a Federally qualified health center, as the term is defined in Section 1905(l)(2)(B) of the Social Security Act (42 U.S.C. §1396(l));
iii. Admitting privileges at a hospital participating in an approved State Medicaid/NJ FamilyCare Plan;

iv. – vi.  (No change.)

2. [For physician services to a pregnant woman, for the period of January 1, 1992 through December 31, 1996, a physician who does not meet any of the criteria in (c)2i through v below, but who has a provider agreement with a Medicaid agency, shall be considered certified under vi below, to receive reimbursement under Medicaid for services provided.]  Effective January 1, 1997, in order to receive reimbursement for services to a pregnant woman, a physician who is a Medicaid/NJ FamilyCare provider shall meet at least one of the specified criteria listed in [i] (c)2i  through v below:

i. – ii. (No change.);

iii. Admitting privileges at a hospital participating in an approved State Medicaid/NJ FamilyCare Plan;

iv. – vi.  (No change.)

SUBCHAPTER 2. PHYSICIAN SERVICES--GENERAL

10:54-2.1 Patient choice of physician

The patient shall be allowed free choice of physicians, except for individuals enrolled as Medicaid/NJ FamilyCare program beneficiaries in Managed Care organizations (such as HMOs), in which case, the provisions of  N.J.A.C. 10:74 shall apply.

10:54-2.3 Physician personal direction of [Certified Registered Nurse Anesthetists (CRNA)] an Advanced Practice Nurse specializing in anesthesia

(a) Anesthesia services provided by [Certified Registered Nurse Anesthetists (CRNA)] an Advanced Practice Nurse specializing in anesthesia (APN/Anesthesia), according to the conditions for practice in N.J.A.C. 13:37-13.1 and 13.2, shall be eligible for reimbursement provided:

1. The [CRNA] APN/Anesthesia is employed by a physician who is a specialist in anesthesia;

2. The physician specialist is an approved provider in the New Jersey Medicaid/NJ FamilyCare program; and

3. The physician specialist submits the claim for services rendered under his or her Medicaid/NJ FamilyCare Provider Billing Number.

(b) The [CRNA's] APN/Anesthesia’s services shall be performed under the personal direction of the employer anesthesiologist throughout the period of anesthesia.  (See N.J.A.C. 10:54-2.2 for rules related to personal direction.) When personally directing [a CRNA] an APN/Anesthesia, the anesthetist shall:

1. – 3.  (No change.)

10:54-2.4 Physician collaboration with Certified Nurse Midwives

(a) (No change.)
(b) Under the New Jersey Medicaid/NJ FamilyCare program, the Certified Nurse Midwife may be either a direct provider of midwifery services[,] or an employee of a physician, physician group, physician/practitioner group, another certified nurse midwife, hospital[,] or independent clinic (see as [appropriate,N.J.A.C.] appropriate, N.J.A.C. 10:54, [N.J.A.C.] 10:52, [N.J.A.C.] 10:58 or  [N.J.A.C.] 10:66).

10:54-2.6 Recordkeeping; general

(a) – (d)  (No change.)

(e) The required medical records including progress notes, shall be made available, upon their request, to the New Jersey Medicaid/NJ FamilyCare program or its agents.

SUBCHAPTER 3. PROVISION OF SERVICES

10:54-3.1 Medical Justification Program

(a) The Medical Justification [program] Program of the New Jersey Medicaid/NJ FamilyCare program defines certain surgical and diagnostic procedures [which] that are reimbursable only when acceptable written justification by the physician accompanies the claim form.  The procedures [which] that require medical justification are identified in the [HCFA] Centers for Medicare and Medicaid Services (CMS) Healthcare Common Procedures Coding System by the indicator "M" preceding the HCPCS code.  (See N.J.A.C. 10:54-9.)

(b) Physicians shall maintain written records that substantiate the use of a given procedure code.  These records shall be available for review and/or inspection if requested by the New Jersey Medicaid/NJ FamilyCare program.

10:54-3.2 Prior authorization

(a) Prior authorization, as used in this [Chapter] chapter, is the approval granted by the New Jersey Medicaid/NJ FamilyCare program before a service is rendered or an item provided.  For additional information about prior and retroactive authorization, see also N.J.A.C. 10:49-6 and [N.J.A.C.] 10:54-5 and 7.

(b) Certain services require prior authorization, such as cosmetic surgery, certain psychiatric services[,] and all out-of-[state]State inpatient and outpatient hospital services, except in the conditions listed in (c) below.  Services rendered to Medicaid/NJ FamilyCare program beneficiaries enrolled in a Health Maintenance Organization (HMO) may also require authorization by the Health Maintenance Organization (for details, see Managed Health Care Services in  N.J.A.C. 10:74).

(c) Prior authorization shall not be required for the following:

1. – 2.  (No change.)

3. Any covered service that requires prior authorization as a prerequisite for payment to New Jersey Medicaid/NJ FamilyCare providers also requires prior authorization if it is to be provided and reimbursed by the New Jersey Medicaid/NJ FamilyCare program in any other state.

10:54-3.3 Authorization of reimbursement for out-of-State hospital services

(a) (No change.)

[(b) The physician making the request will receive written notification of the decision regarding the request.]
[(c)] (b) If authorized, the authorization letter of a medical consultant of the New Jersey Medicaid/NJ FamilyCare program will be forwarded to the attending physician and the Medicaid/NJ FamilyCare program beneficiary. When submitting the claim for service to the Medicaid/NJ FamilyCare fiscal agent, the physician shall [attach the authorization letter to] enter the authorization number on the claim.

SUBCHAPTER 4. BASIS OF PAYMENT

10:54-4.4 HCPCS codes for new patients visits

(a) (No change.)
(b) When the CPT manual refers to office or hospital inpatient or outpatient services-new patient, the Medicaid/NJ FamilyCare program will consider this service an initial visit.

1. – 2.  (No change.)
(c) – (e)  (No change.)

10:54-4.7 Use of HCPCS codes for emergency department services

(a) (No change.)
(b) When a patient is seen by a hospital-based emergency room physician who is a Medicaid/NJ FamilyCare provider, then only the following "Visit" codes shall be used:

1. (No change.)
10:54-4.12 Physician reimbursement in special situations

(a) A hospital-based physician who is salaried and whose services are reimbursed as part of the hospital's cost shall not bill fee-for-service to the New Jersey Medicaid/NJ FamilyCare program.

(b) A physician practicing in a hospital outpatient department whose reimbursement is not part of the hospital's cost may bill fee-for-service to the New Jersey Medicaid/NJ FamilyCare program, independent of the hospital charges for professional services, if the physician's arrangement with the hospital permits it.

(c) – (h)  (No change.)
10:54-4.13 HCPCS codes for surgical procedures; general

(a) The New Jersey Medicaid/NJ FamilyCare program shall reimburse for surgical services based on a surgical package concept, which includes the following components:

1. – 4.  (No change.)
10:54-4.15 Simultaneous visit and other procedures

(a) If the physician bills for an office/outpatient visit at the time of the surgical procedure, reimbursement may be made for either the surgical procedure, at 100 percent of the Medicaid/NJ FamilyCare maximum fee allowance, or for the office/hospital outpatient visit.

(b) – (c)  (No change.)
10:54-4.16 Multiple surgical procedures; same session

(a) Multiple surgical procedures during the same operative session shall be reimbursed as follows:

1. The primary surgical procedure shall be reimbursed at 100 percent of the [Medicaid] Maximum [Allowable] Fee Allowance;

2. The secondary surgical procedure(s) shall be reimbursed at 50 percent of the [Medicaid] Maximum [Allowable] Fee Allowance; and

3. The maximum reimbursement threshold for any operative procedure is 200 percent of the amount of the Maximum Fee [Schedule] Allowance of the primary surgical procedure.

(b) Incidental surgical procedures shall not be reimbursed in addition to any primary and/or secondary surgical procedure(s). A list of those procedure codes considered by the New Jersey Medicaid/NJ FamilyCare program to be incidental procedures is located in  N.J.A.C. 10:54-9.11(b).

10:54-4.18 Ligation or transection of fallopian tubes

(a) Ligation or transection of fallopian tube(s), when done at the operative session (time) of a Caesarean Section or intra-abdominal surgery, shall be reimbursed by the New Jersey Medicaid/NJ FamilyCare program for additional reimbursement from the primary surgical procedure (Caesarean Section) or intra-abdominal surgery.  The physician shall use HCPCS 58611 when billing for the ligation/transection of fallopian tube(s) done at the same operative session as the Caesarean Section or intra-abdominal surgery.  Multiple surgery pricing shall not apply.

(b) (No change.)
10:54-4.19 Anesthesiology

(a) Anesthesiologists shall be reimbursed for anesthesia services provided to a Medicaid/NJ FamilyCare program beneficiary for the total of the anesthesia base units (ABUs) plus anesthesia time.

(b) – (e)  (No change.)
 (f) Reimbursement for anesthesia shall be determined by the following, unless otherwise noted:

1. – 3.  (No change.)

4. The New Jersey Medicaid Management Information system (NJMMIS) does not recognize the CPT-4 anesthesia codes (00100-01999) as valid on the procedure code file.  Therefore, claims submitted using these anesthesia codes, including automatic crossover claims from the Medicare Carrier will be suspended or denied.  If a new [HCFA] CMS 1500 claim form with an Explanation of Medicare Benefits (EOMB) notice attached is submitted, claims will be processed.

(g) Reimbursement for anesthesia services provided by [Certified Registered Nurse Anesthetists (CRNA)] an Advanced Practice Nurse specializing in anesthesia shall be made, provided:

1. He or she is employed by a physician who is a specialist in anesthesia who is:

i. An approved provider in the New Jersey Medicaid/NJ FamilyCare program; and

ii. (No change.)

2. The [CRNA's] APN/Anesthesia’s services were performed under the personal direction of the employer anesthesiologist throughout the period of anesthesia.  (See N.J.A.C. 10:54-2.2(a) and (b) for rules related to personal direction of the [CRNA] APN/Anesthesia, as applicable).

(h) The New Jersey Medicaid/NJ FamilyCare program shall not reimburse [a CRNA] an APN/Anesthesia directly, nor shall it reimburse charges submitted by an anesthesiologist for services rendered by [a CRNA] an APN/Anesthesia who is not in his or her employ, but is in the employ of a health care facility. 
10:54-4.21 Radiology; diagnostic imaging and ultrasound

(a) – (f)  (No change.)
(g) The fee schedule for all radiological services performed in a hospital setting (as indicated in the column in the HCPCS codes) represents the professional component (PC) for those radiologists whose reimbursement is on a fee-for-service basis and not part of hospital costs.  In this case, the radiologist shall bill the Medicaid/NJ FamilyCare program directly.

(h) Physician radiological services to both hospital inpatients and outpatients, for which the physician is customarily reimbursed directly by the hospital under contractual or other arrangements, shall be a reimbursable hospital cost and shall be billed by the hospital and not directly to the Medicaid/NJ FamilyCare program by the physician.

(i) (No change.)
10:54-4.22 Radiology; Computerized Tomography (CT), Magnetic Resonance Imaging (MRI) and Ultrasound

(a) - (b)  (No change.)
(c) Magnetic resonance imaging (MRI) shall be considered a covered service when provided in an inpatient or outpatient hospital setting, in an MRI consortium or in a physician's office. Reimbursement shall be contingent upon the provider of service[,] and place of service.

1. When a hospital submits a claim for charges for an MRI service provided to an inpatient or outpatient, the technical component (TC) shall be separated from the professional component (PC).

i. The charge for the technical component (TC) provided to a hospital inpatient shall be billed by the hospital where the patient is registered as an inpatient, irrespective of where the MRI service is performed.  When a hospital is providing an MRI service to an inpatient of another hospital, the hospital providing the service bills the charge to the referring hospital for reimbursement and the referring (inpatient) hospital bills the "rebundled charge" to the Medicaid/NJ FamilyCare program.

ii. The technical component (TC) provided to a hospital outpatient shall be billed by the hospital.  The charge is subject to the Medicaid/NJ FamilyCare cost-to-charge ratio.  (See N.J.A.C. 10:52.)

iii. For both hospital inpatients and outpatients, the professional component shall be billed on the [HCFA] CMS 1500 claim form, either by the physician or by the MRI-based hospital on behalf of the physician, and not on any other form.

2. MRI services provided by a consortium to a hospital inpatient shall be billed as follows:

i. (No change.)
ii. For reimbursement for MRI services provided to other than a hospital inpatient by a consortium, the professional component (PC) and technical component (TC) shall not be split.  The composite (global) rate listed in N.J.A.C. 10:54-9.6 in the last column, entitled "Maximum fee allowance," shall be billed to Medicaid, using the [HCFA] CMS 1500 claim form.

3. For reimbursement for MRI services provided by a physician in an office setting to a beneficiary who is not a hospital inpatient, the technical component (TC) and the professional component (PC) shall not be split. The composite (global) rate shall be billed to the Medicaid/NJ FamilyCare program, using the [HCFA] CMS 1500 claim form.

4. (No change.)
10:54-4.25 Radiology; portable and mobile diagnostic

(a)-(i) (No change.)
(j) The provider shall identify the radiologist who interpreted the film in order to receive payment on the physician claim form ([HCFA] CMS 1500) on Item 24. If the provider is a radiologist, the physician referring the patient shall also be identified on the claim form ([HCFA] CMS 1500) on Item 17 and 17a.

10:54-4.26 Consultation services; general

(a) (No change.)
(b) When a consultation is requested from an approved [state] State agency, a letter of agreement between the appropriate [state] State agency and the New Jersey Medicaid/NJ FamilyCare program shall be made and the request shall be consistent with good medical practice.  If there is a referral by a State agency with an appropriate contract with the New Jersey Medicaid/NJ FamilyCare program, the report shall be sent to the appropriate State agency and payment for a consultation may be reimbursed.

(c) If the consultation is performed in an emergency room setting and the patient is admitted within 24 hours to the consultant's service as an inpatient, either a consultation or initial visit may be billed.  The Medicaid/NJ FamilyCare program will reimburse for only one, as appropriate.  Continuing visits by the physician who has assumed the care of the patient shall be billed as subsequent hospital visits.

(d) If the patient is seen by another physician and admitted/transferred to that other physician's service, then the initial physician may continue to follow the patient and shall be reimbursed by the Medicaid/NJ FamilyCare program for concurrent care, if concurrent care can be justified as medically necessary.  When a consultant assumes the continuing care of the patient, any subsequent services provided by him or her shall no longer be considered consultation, and these visits shall be billed as routine or follow-up visits.  (See N.J.A.C. 10:54-4.7 for regulations on concurrent care.)

10:54-4.30 Consultation; use of all consultation codes

(a) – (d)  (No change.)
(e) When consultative services are performed in the physician's office or the beneficiary home, the name and individual Medicaid/NJ FamilyCare Provider Service Number (MPSN) of the referring physician or the name of the person from the State agency making the referral must be included on the claim form.

(f) – (j)  (No change.)

10:54-4.31 Concurrent care; physicians

(a) – (c)  (No change.)

(d) Concurrent care shall not be reimbursed in the case of an inappropriate admission to the service of an attending physician who is supplying no significant portion of the management of a patient, but acts only as a vehicle for the patient to receive the necessary services of another physician.  The Medicaid/NJ FamilyCare program shall deny payment of the claim submitted by the physician whose services were deemed inappropriate.  (See N.J.A.C. 10:54-1.2 for the definition of concurrent care.)

10:54-4.33 Services provided in a birthing center

A physician may bill the Medicaid/NJ FamilyCare program directly for medical care provided in a birth center.  These services may include assistance or consultation related to the delivery[,] or pediatric medical care or a pediatric consultation to the infant.  All services provided must meet all applicable requirements for the procedure billed as otherwise required in this subchapter.

SUBCHAPTER 5. POLICIES AND PROCEDURES FOR PROVISION OF SERVICES PRESCRIBED OR RENDERED BY A PHYSICIAN

10:54-5.1 Apnea monitors; home

(a) The New Jersey Medicaid/NJ FamilyCare program shall reimburse durable medical service providers for the use of home apnea monitors under the provisions of N.J.A.C. 10:59 and  [N.J.A.C.] 10:54-5.2 and 5.3.

(b) When an order or prescription for a home apnea monitor is received by the durable medical equipment (DME) provider, the DME provider shall complete and the prescribing physician shall sign a "Home Apnea Monitor Certification" form (FD-287) and the [durable medical equipment (]DME[)] provider shall forward it along with the [HCFA] CMS 1500 claim form to the appropriate Medical Assistance Customer Center (MACC) for the initial prior authorization.

1. – 4.  (No change.)

(c) When it is anticipated by the physician that the need for home apnea monitoring will exceed the period of current authorization, the prescribing physician caring for the infant's apnea problem must complete and sign the recertification portion of the FD-287 and the DME provider shall complete and submit a new [Health Insurance Claim form (HCFA] CMS 1500[)] claim form with this recertification portion to the MACC. The physician should sign this recertification portion in the course of the follow-up and reassessment of the infant's need for continued apnea monitoring. It is the DME provider's responsibility to inform the infant's parent/guardian of the recertification requirement and to remind them, in the course of the follow-up of the need to take the infant to the physician for reassessment.

(d) – (h)  (No change.)

10:54-5.2 Clinical laboratory services

(a) "Clinical laboratory services" means professional and technical laboratory services performed by a clinical laboratory certified by [HCFA] CMS in accordance with the Clinical Laboratory Improvement Act (CLIA) and ordered by a physician or other licensed practitioner (including the certified nurse midwife[,] and advanced practice nurse), within the scope of his or her practice as defined by the laws of the State of New Jersey or of the state in which the physician or practitioner practices.

(b) Clinical laboratory services are furnished by clinical laboratories and by physician office laboratories (POLs) that meet the [Health Care Financing Administration] Centers for Medicare and Medicaid Services regulations pertaining to clinical laboratory services defined in the Clinical Laboratory Improvement Amendments (CLIA) of 1988, section 1902(a)(9) of the Social Security Act, 42 U.S.C. [§] §1396(a)(9), and as indicated at N.J.A.C. 10:61-1.2, the Medicaid/NJ FamilyCare program's Independent Clinical Laboratory Services chapter, and  N.J.A.C. 8:44 and  [N.J.A.C.] 8:45.

(c) All independent clinical laboratories and other entities performing clinical laboratory testing shall possess one of the following certificates:

1. – 4.  (No change.)

5. Certificate of Accreditation.

(For certification information, contact the [Health Care Financing Administration] Centers for Medicare and Medicaid Services, CLIA Program, P.O. Box 26689, Baltimore, MD 21207-0489.)

(d) – (e)  (No change.)

(f) If the components of a profile are billed separately, reimbursement for the components of the profile (panel) shall not exceed the [Medicaid] maximum fee allowance for the profile itself.

(g) Rebates by reference laboratory, service laboratories, physicians or other utilizers or providers of laboratory service are prohibited under the Medicaid/NJ FamilyCare program.  This refers to rebates in the form of refunds, discounts or kickbacks, whether in the form of money, supplies, equipment[,] or other things of value.  Laboratories shall not rent space from, or provide personnel or other considerations to, a physician or other practitioner, whether or not a rebate is involved.

10:54-5.3 Cosmetic surgery

(a) Cosmetic surgery means that surgery, which is performed solely for the purpose of beautifying an individual and which has no significant redeeming medical necessity.  For purposes of the New Jersey Medicaid/NJ FamilyCare program, cosmetic surgery is not a covered or reimbursable service, except as specified in (b) below.

(b) (No change.)
(c) Repair or reconstruction of changes due to trauma, infection or surgery whose need for correction demonstrates a significant medical necessity is not considered cosmetic surgery within the intent of the New Jersey Medicaid/NJ FamilyCare program and therefore would not require prior authorization.

10:54-5.5 Diagnostic endoscopic procedure; without biopsies

(a) – (c)  (No change.)

(d) If two or more diagnostic endoscopic procedures are performed by the same physician during a single session and each procedure involves a different body system (as outlined in the CPT-4 classification system) each endoscopic procedure may be billed and may be reimbursed at 100 percent of the Medicaid/NJ FamilyCare Maximum [Allowable] Fee Allowance.

(e) (No change.)
(f) When certain multiple (two or more) endoscopic procedures are defined as complex and/or involve another, different anatomical site necessitating the use of a different scope and the initiation of an independent procedure, the physician shall request reimbursement for each procedure separately at 100 percent of the Medicaid/NJ FamilyCare Maximum Fee Allowance. (See N.J.A.C. 10:54-9.4 on HCPCS for a list of these procedures.)

10:54-5.7 Early and Periodic Screening, Diagnosis and Treatment (EPSDT); general

(a) Early and Periodic Screening, Diagnosis and Treatment (EPSDT) program is a comprehensive health program for Medicaid/NJ FamilyCare program beneficiaries [from birth through 20] under 21 years of age.  The goal of the program is to assess the beneficiaries health needs through initial and periodic examinations (screenings); to provide health education and guidance; and to assure that health problems are prevented; or diagnosed and treated at the earliest possible time.

(b) (No change.)
10:54-5.8 EPSDT; conditions of participation

(a) As a condition of participation in Medicaid/NJ FamilyCare, all ambulatory care facilities (including hospital outpatient departments) providing primary care to children and adolescents from birth through 20 years of age, shall participate in the EPSDT program and shall provide, at a minimum, the required EPSDT screening services.

(b) (No change.)
10:54-5.9 EPSDT; services

(a) The required EPSDT services include the following:

1. – 4.  (No change.)
5. Other medically necessary health care, diagnostic services and treatment and other measures to correct or ameliorate defects and physical and mental illnesses and conditions discovered by the screening services.

i. For requirements for prior authorization for organ procurement and transplant services in general, see N.J.A.C. 10:54-5.32(a) and (d). For requirements for prior authorization for organ procurement and transplantation services for Medicaid/NJ FamilyCare program beneficiaries of EPSDT services, see N.J.A.C. 10:54-5.32(d).

(b) (No change.)
10:54-5.15 Family planning services

(a) (No change.)
(b) Services provided primarily for the diagnosis and treatment of infertility, including sterilization reversals[,] and related office visit, drugs, laboratory services, radiological and diagnostic services[,] and surgical procedures are not covered by the New Jersey Medicaid/NJ FamilyCare program, except:

1. (No change.)
[(c) The Norplant System (NPS) is a Medicaid-covered service when provided as follows:

1. The NPS is used only in reproductive age women with established regular menstrual cycles.

2. The Food and Drug Administration (FDA)-approved physician prescribing information is allowed.

3. Patient education and counseling are provided relating to the NPS, including pre and post insertion instructions, indications, contraindications, benefits, risks, side effects, and other contraceptive modalities.

4. The physician office visit relating only to the insertion and removal of the Norplant System (NPS) is not reimbursable on the day of insertion or removal.

5. Only two insertions and two removals of the NPS per beneficiary are permitted during a five year continuous period.

6. The physician shall not be reimbursed for the NPS in conjunction with other forms of contraception, for example, intrauterine device.]
10:54-5.16 Home Care Services; general

(a) The following groups or programs of services or programs are included under Home Care Services:

1.   (No change.) 

2. Personal Care Assistant Services (PCA); and
3. Home and Community-Based Services Waiver programs, including:

[i. Community Care Program for the Elderly and Disabled (CCPED);]
i. Global Options for Long-Term Care (GO), operated by the Department of Health and Senior Services (DHSS);
ii. AIDS Community Care Alternatives program (ACCAP), operated by the Division of Disability Services (DDS);

[iii. Home and Community-Based Services Waivers for Blind or Disabled Children and Adults (Medicaid Model Waivers); and] 
iii. Community Resources for People with Disabilities (CRPD), operated by DDS; 
iv. Home and Community-Based Services Waiver for Persons with Traumatic Brain Injury Program (TBI)[.], operated by DDS; and
[v. Home and Community-Based Services Waiver for Medically Fragile Children (ABC Program) administered by the Division of Youth and Family Services (DYFS); and]
[vi.] v. Home and Community-Based Services Waiver for Mentally Retarded/Developmentally Disabled (CCW) [administered] operated by the Division of Developmental Disabilities (DDD)[; and].
[4. Home Care Expansion Program (HCEP).] 
(b)  (No change.)
10:54-5.17 Home Care Services; Home Health Services (HH)

(a) Medicaid reimbursement shall be limited to home health services provided by [Medicare certified] Medicare-certified, New Jersey State Department of Health and Senior [Services licensed] Services-licensed home health agency that is a participating provider in the New Jersey Medicaid/NJ FamilyCare program. (See N.J.A.C. 8:42 and [N.J.A.C.] 10:60-1.2.)

(b) – (c)  (No change.)

10:54-5.18 Home Care Services; Personal Care Assistant Services (PCA)

(a) Personal care assistant services may be provided by a [Medicare certified] Medicare-certified, licensed home health agency or by an accredited proprietary or voluntary non-profit homemaker agency approved to participate as a provider of services in the New Jersey Medicaid/NJ FamilyCare program, in accordance with  N.J.A.C. 10:60-1.2.

(b) – (c)  (No change.)

10:54-5.19 Home Care Services; Home and Community-Based Services Waiver programs eligibility

(a) Financial eligibility for Medicaid for Home and Community-Based Services Waiver programs will be determined by either the [County Board of Social Services (CBOSS)] county welfare agency (CWA) or by the Social Security Administration.

(b) [Medical] Clinical eligibility for Medicaid for Home and [Community Based] Community-Based Services Waiver programs will be determined by the [Medical Assistance Customer Center (MACC) for the appropriate level of care designation] professional staff designated by the Department of Health and Senior Services (DHSS), based on a comprehensive needs assessment that demonstrates that the beneficiary requires, at a minimum, basic nursing facility services as described in N.J.A.C. 8:85, Long-Term Care Services.
10:54-5.20 Home Care Services; Home and Community-Based Services Waiver programs; general

(a) Individuals served in the Home and Community-Based Services Waiver program shall be medically in need of nursing facility care, as determined by the [Medical Assistance Customer Center (MACC)] professional staff designated by the Department of Health and Senior Services but elect to remain at home with community-based services.

(b) The cost of providing home care services for a beneficiary enrolled in a Home and Community-Based Waiver shall not exceed the cost of institutional care.

(c) [Expanded services and/or variation of] Home and Community-Based Waiver services are provided within a case managed delivery system, as follows:

1. "Case/Care Management" means a system in which a social worker or professional nurse is responsible for the planning, locating, coordinating[,] and monitoring of a group of services designed to meet the health needs of the Medicaid beneficiaries being served. The case manager is responsible for the initial and ongoing assessment of the need for home care services[,] and is the pivotal person in establishing a service plan to meet those needs. 
(d) Each program targets specific groups to be served, such as the blind, the disabled, the elderly, children[,] or those with Acquired Immune Deficiency Disease (AIDS)[,] or survivors of traumatic brain injuries.

1. Each program has distinct parameters relative to the operation of the specific waiver program.  These include, but are not limited to, beneficiary eligibility and enrollment criteria; target populations; available services, including any limitation on those services; cost caps; program policies; and operational procedures.  These parameters are contained in the waiver document approved by the Centers for Medicare and Medicaid Services (CMS) and maintained by the Department of Human Services or agency responsible for the operation of the specific waiver.  See N.J.A.C. 10:54-5.16(a).

(e) (No change.)
[10:54-5.21 Home Care Services; Home and Community-Based Waiver Services for blind and disabled children and adults (Model Waivers I, II, and III) 
Home and Community-Based Waiver Services for Blind or Disabled Children and Adults (Model Waivers I, II, and III) offer all New Jersey (Title XIX) Medicaid services except nursing facility services, plus Case Management.  Model Waiver III additionally offers private-duty nursing, which is defined as individual and continuous care, as differentiated from part-time or intermittent care, provided by licensed nurses.]
10:54-5.21 Home Care Services; Community Resources for People with Disabilities (CRPD) Waiver Services

 (a) Community Resources for People with Disabilities (CRPD) Waiver Services offer all New Jersey (Title XIX) Medicaid services except nursing facility services.  In addition to all regular Medicaid services, the following services may be offered as part of CRPD services:

1. Case/care management; 

2. Private duty nursing; 

3. Environmental/vehicular modifications; 

4. Personal emergency response system (PERS); and 

5. Community transitional services (CTS).
[10:54-5.23 Home Care Services; Community Care Program for the Elderly and Disabled (CCPED) 
(a) The Community Care Program for the Elderly and Disabled (CCPED) provides only the following package of services:

1. Case management;

2. Home health;

3. Homemaker;

4. Medical day care;

5. Social adult day care;

6. Non-emergency medical transportation; and

7. Respite care at home or in a nursing facility.]
10:54-5.23 Home Care Services; Global Options for Long-Term Care (GO) 

(a) The Global Options (GO) waiver program offers all New Jersey (Title XIX) Medicaid services, to eligible adults age 65 years of age and older and to adults between the ages of 21-64, who are permanently physically disabled.  In addition to all regular Medicaid services, a GO participant will receive care/case management services and a minimum of one of the additional waiver services listed below:

1. Assisted living;

2. Adult family care;

3. Attendant care;

4. Caregiver/participant training;

5. Chore service;

6. Community transition services;

7. Environmental Accessibility Adaptations (EAA);

8. Home-Based Supportive Care (HBSC);

9. Home-delivered meals;

10. Personal Emergency Response System (PERS);

11. Respite care; 

12. Specialized medical equipment and supplies;

13. Social adult day care;

14. Transitional care management; and 

15. Transportation.
(b) The Medicaid/NJ FamilyCare program will not reimburse Personal Care Assistant (PCA) services (see N.J.A.C. 10:54-5.18) and Home Based Supportive Care (HBSC) services for the same beneficiary on the same date of service.  A GO participant must choose only one of these services.
10:54-5.25 [Home Care Services; Home and Community-Based Waiver for Medically Fragile Children (ABC Program)] (Reserved)
[The Home and Community-Based Waiver for Medically Fragile Children (the ABC Program) offers all New Jersey (Title XIX) Medicaid services, except nursing facility services, to children through 21 years of age who are under the care and supervision of the Division of Youth and Family Services (DYFS).  In addition, the ABC Program offers case management, homemaker, respite care, environmental modifications, transportation, specialized medical equipment and supplies, private duty nursing, specialized nutrition, pediatric hospice, Special Home Service Provider supervision, Specialized Group Foster Home Care and non-legend drugs.  DYFS has responsibility for the overall administration of the program with preadmission screening, care plan approval and monitoring by DMAHS.] 
10:54-5.27 [Home Care Services; Home Care Expansion Program (HCEP)] (Reserved)
[The Home Care Expansion Program (HCEP) is a State-only funded program serving an elderly and disabled population and includes the same services as those listed in  N.J.A.C. 10:54-5.28, Home Care Services; CCPED.  The HCEP differs from CCPED in that HCEP has higher income and resource program eligibility limits.  Financial eligibility is determined by the Bureau of Pharmaceutical Assistance to the Aged and Disabled (PAAD), and medical necessity for HCEP is determined by the designated case manager, based on the standards contained in N.J.A.C. 10:60.]
10:54-5.28 Home Care Services; private duty nursing for EPSDT

For the policy related to private duty nursing services in a home setting for Medicaid/NJ FamilyCare program beneficiaries of EPSDT services, see Home Care Services, N.J.A.C. 10:60-1.3(b) and  [N.J.A.C. 10:60-]1.12(b) and (c).

10:54-5.29 Hospice services; general

(a) The New Jersey Medicaid/NJ FamilyCare program provides hospice services under N.J.A.C. 10:60-2.15(a)7 and [N.J.A.C. 10:60-]3.16(a)7, the AIDS Community Care Alternatives Program (ACCAP)[,] and  N.J.A.C. 10:53A-3.4, hospice services to other Medicaid beneficiaries.

(b) Hospice care under the ACCAP program shall be approved by the attending physician and available to ACCAP beneficiaries on a 24-hour a day basis, as needed, in accordance with the beneficiary's plan of care, by a Medicaid/NJ FamilyCare approved, Medicare certified hospice agency. Reimbursement shall be at an established fee paid on a per diem basis to the hospice. Hospice services under ACCAP include only:

1. – 9.  (No change.)

(c) (No change.)
(d) The attending physician, who must be a doctor of medicine (M.D.) or osteopathy (D.O.), must be the physician identified by the Medicaid/NJ FamilyCare applicant at the time the applicant elects to receive hospice services as the primary physician in the determination and the delivery of the applicant's medical care.

(e) – (n)  (No change.)

(o) The New Jersey Medicaid/NJ FamilyCare program shall reimburse the hospice provider for direct patient care services furnished to Medicaid/NJ FamilyCare hospice beneficiaries by a hospice physician employee, and for physician services furnished under arrangements made by the hospice, unless the physician services were provided on a volunteer basis.

(p) (No change.)
(q) Physician services furnished on a volunteer basis shall be excluded from Medicaid/NJ FamilyCare reimbursement. The hospice may bill for services [which] that are not provided on a volunteer basis, but the physician shall treat Medicaid/NJ FamilyCare beneficiaries on the same basis as other individuals in the hospice. For example, a physician shall not designate all physician services rendered to non- Medicaid/NJ FamilyCare individuals as volunteered and at the same time seek payment from the hospice for all physician services rendered to Medicaid/NJ FamilyCare hospice beneficiaries.

(r) The hospice shall directly bill the fiscal agent of the New Jersey Medicaid/NJ FamilyCare program on behalf of the physician, only for other direct personal care physician services (beyond interdisciplinary group activities, administration and/or supervision) furnished by hospice physician employees and for the same physician services under arrangements made by the hospice provider (unless the services are provided on a volunteer basis).

(s) In determining which hospice services are furnished on a volunteer basis and which services are not, a physician shall treat the Medicaid/NJ FamilyCare hospice beneficiary on the same basis as other individuals in the hospice.

(t) The hospice provider shall reimburse the physician for physician services described in (d) above.  In this instance, the costs of the direct patient care of the attending physician, as an employee of the hospice agency, shall be billed on the [HCFA] CMS 1500 claim form by the hospice to the fiscal agent of the New Jersey Medicaid/NJ FamilyCare program.

(u) – (v)  (No change.)

(w) The New Jersey Medicaid/NJ FamilyCare program shall reimburse for attending physician services and other specialty physician services (including physician consultation services) separate from the hospice per diem rates, under the following conditions:

1. The hospice shall notify the New Jersey Medicaid/NJ FamilyCare program by stating in the plan of care, the election of and the name of the physician who has been designated the attending physician, whenever the attending physician is not a hospice employee; [and]
2. The attending physician shall not be a volunteer and/or shall not be part of the administrative staff or medical director of the hospice; [and]
3. The attending physician shall provide direct patient care as an employee of the hospice or under arrangements with the hospice; [and]

4. The attending physician services related or unrelated to the individual’s terminal illness[.]; and
5. Under the circumstances listed in (w)1 through 4 above, the attending physician or physician consultant shall submit the [HCFA] CMS 1500 claim form directly to the fiscal agent of the New Jersey Medicaid/NJ FamilyCare program[,] and not through billing procedures of the hospice provider.

10:54-5.30 Medical supplies and durable medical equipment (DME) services

(a) "Medical supplies" means item(s), which are:

1. – 2.  (No change.)
3. Medically necessary for use by a Medicaid/NJ FamilyCare program beneficiary (for example, suction catheters).

(b) (No change.)
(c) Medical supplies and durable medical equipment that are essential for the patient's medical condition are allowable with the following limitations:

1. They are prescribed by a licensed practitioner and supplied by an approved Medicaid/NJ FamilyCare provider;

2. They are not reimbursable by the New Jersey Medicaid/NJ FamilyCare program when available at no charge from community resources (for example, the American Cancer Society[,] or other service organizations); and

3. Environmental equipment, such as an air conditioner or an air filtering device, shall not be reimbursed under the New Jersey Medicaid/NJ FamilyCare program.

(d) (No change.)
10:54-5.31 Nursing facility services

(a) An attending physician shall prescribe, and certify in the medical record, the medical necessity for nursing facility services for a Medicaid/NJ FamilyCare program patient.

(b) – (d)   (No change.)
10:54-5.32 Organ procurement and transplantation services

(a) – (c)  (No change.)

(d) The candidate for transplantation shall have been accepted for the procedure by the transplant center. Such acceptance shall precede a request for prior authorization from the medical staff in the Division's Office of Utilization Management, if applicable. All out-of-State hospitalizations for transplantations require prior authorization from the MACC serving the beneficiary's county of residence (see N.J.A.C. 10:49-6.2). Prior authorization shall be required for hospitalizations for organ procurement and transplantation for Medicaid/NJ FamilyCare beneficiaries for anatomical sites not explicitly listed in (a) above.

(e) Organ transplantations shall be medically necessary.  Transplantations, with the exception of cornea transplantations, shall be performed only to avert a potentially life-threatening situation for the patient.

1. If all factors pertinent to decision-making concerning the site of performance of a transplant procedure are essentially equal, preference shall be given to a New Jersey transplant center.  However, Medicaid/NJ FamilyCare policy of equitable access also applies (see [42CFR] 42 CFR 431.52(c)).

10:54-5.33 Orthopedic footwear services

(a) For purposes of the New Jersey Medicaid/NJ FamilyCare program, "an orthopedic shoe" means footwear, with or without accompanying appliances, used to prevent or correct gross deformities of the feet, which is properly fitted as to length and width, and consists of the following basic parts:

1. – 8.  (No change.)

(b) Except as provided at  N.J.A.C. 10:49-2.3, orthopedic footwear shall be reimbursed under the New Jersey Medicaid/NJ FamilyCare program when prior authorized in accordance with  N.J.A.C. 10:55-1.5(c) and prescribed under the following conditions:

1. When attached to a brace or bar; [and/or]

2. – 3.  (No change.)

(c)  Services for flat foot conditions (regardless of the underlying etiology and encompassing all phases of services in connection with flat feet) shall be reimbursed as a Medicaid/NJ FamilyCare program covered service only under the following circumstances:
1. – 2. (No change.)

3. Treatment where the talo-crural joint is involved; or
4. (No change.)
(d) Orthopedic footwear and foot orthotics require a personally signed and dated order (prescription) by the prescribing physician for prosthetic and orthotic appliances, repair and replacement of parts for custom-made prosthetic and orthotic appliances[,] and orthopedic footwear.  The prescription shall include the following:

1. Patient's name, age, address[, H.S.P. (Medicaid) Case and Person] and Health Benefits Identification (HBID) Number; [and]
2. – 3.  (No change.)
(e) (No change.)
10:54-5.34 Prosthetic and orthotic services (P & O)

(a) Custom-made prosthetic and orthotic appliances (required to replace, support or strengthen parts of the body) are allowable when prescribed by a licensed physician. For purpose of the New Jersey Medicaid/NJ FamilyCare program, "custom-made" means a device or appliance fabricated (constructed and/or assembled) in an approved facility under the specific direction of a prescribing physician and designed to fit and perform a useful function solely for that specific individual for whom it was ordered.  
1. Custom-made appliances must be fabricated by a person certified as a prosthetist and/or orthotist by the American Board [of] for Certification in Orthotics, [and] Prosthetics and Pedorthics, incorporated and fabricated in a facility accredited by the same certification board. The facility must be approved by the New Jersey Medicaid/NJ FamilyCare program to provide either prosthetic or orthotic (P & O) services or both to Medicaid/NJ FamilyCare program beneficiaries. The physician may contact the Medical Assistance Customer Center to determine which P & O dealers are eligible under the program. The P & O provider must obtain prior authorization from the Medical Assistance Customer Center to provide these services. For a listing of Medical Assistance Customer Centers, see the end of N.J.A.C. 10:49, Administration [Chapter] Manual, or the list can be downloaded free of charge from the Division of Medical Assistance and Health Services’ website:
http://www.state.nj.us/humanservices/dmahs/home/index.html.

[i. In lieu of accreditation/certification by the American Board of Certification in Orthotics, and Prosthetics, certification by the Board for Certification in Pedorthotics may be accepted for providers limiting their scope of practice to shoe orthotics, custom molded shoes, and shoe modifications. (See also N.J.A.C. 10:55-1.3 incorporated herein by reference.)]
(b) – (c)  (No change.)
10:54-5.40 Second opinion program for elective surgical procedures--hospital inpatient and ambulatory surgical centers (ASC) services

(a) A second opinion shall be required for the elective surgical procedures listed under (b) below.  The outcome of the second opinion will have no bearing on payment.  Once the second opinion is rendered, the patient will retain the right to decide whether or not to proceed with the surgery; however, failure to obtain a second opinion for these procedures will result in a denial of the surgeon's claim.  (See N.J.A.C. 10:54-9.11(c) and (d) for the list of HCPCS codes that require a second opinion.)

1.  (No change.)
2. A second opinion shall be required for any of the elective procedures whenever the New Jersey Medicaid/NJ FamilyCare program is to be billed for any portion of the physician claim.  Therefore, if a Medicaid patient is covered by other insurance (except when Medicare coverage is involved) which makes only partial payment on the claim, the New Jersey Medicaid/NJ FamilyCare program shall not make supplementary payment unless the second opinion requirement has been met.  However, the New Jersey Medicaid/NJ FamilyCare program shall make payment on the claim if the operating physician receives documentation that a second opinion was arranged and paid by another insurer.  A copy of this documentation must be attached to the claim.

3. (No change.)
(b) – (i)  (No change.)

(j) For physician claim submission, the operating surgeon, upon receipt of the Second Opinion "Authorization of Payment" shall go through the normal process for arranging the surgery, ensuring the hospital, independent clinic[,] or ASC receives its copy of the authorization.

1. (No change.)
2. Once the surgery is performed, the physician must attach to the Physician's claim form ([HCFA] CMS 1500) either the operating physician's copy of the "Authorization of Payment" or a statement certifying as to the urgent or emergency nature of the procedure.

3. (No change.)
 10:54-5.41 Sterilization; general

(a) The Division covers sterilization procedures performed on Medicaid/NJ FamilyCare program beneficiaries based on Federal regulations (42 CFR 441.250 through [42 CFR] 441.258) and related requirements outlined in this section and in the billing instructions. For sterilization policy and procedures, see (b) through (e) below. Billing instructions are outlined in the Fiscal Agent Billing Supplement.

(b) – (e)  (No change.)

(f) Any New Jersey physician with electronic billing capabilities shall submit a "hard copy" of the [HCFA] CMS 1500 claim form (including for inpatient and outpatient services) for all sterilization claims with the "Consent Form" attached to the [HCFA] CMS 1500 claim form and must not submit the claim through EMC claim processing.

10:54-5.42 Hysterectomy

(a) – (c)  (No change.)

(d) The specific requirements to be met and/or documented on the Hysterectomy Receipt of Information Form (FD-189, Rev. 7/83) or, under certain conditions, a physician certification are:

1. A hysterectomy on a female of any age may be performed when medically necessary for a pathological indication provided the person who secured authorization to perform the hysterectomy has:

i. – ii. (No change.)

iii. The physician who performed the hysterectomy certifies, in writing, that the individual:

(1) Was sterile before the hysterectomy (include cause of sterility); [or]
(2)  (No change.)

(3) Was operated on during a period of the person's retroactive Medicaid/NJ FamilyCare program eligibility (see N.J.A.C. 10:49-2.7) and the individual was informed, before the operation, that the hysterectomy would make her permanently incapable of reproducing or one of the conditions described in (1) or (2) above was applicable (include a statement that the individual was informed or describe which condition was applicable).

(e) – (f)  (No change.)

(g) Any New Jersey physician with electronic billing capabilities shall submit a "hard copy" of the [HCFA] CMS 1500 claim form for all hysterectomy claims with the FD-189 form attached to the claim form and must not submit the claim through the EMC claims processing.

10:54-5.43 Termination of pregnancy

(a) The Division shall reimburse for medically necessary termination of pregnancy procedures on Medicaid/NJ FamilyCare program beneficiaries when performed by a physician in accordance with N.J.A.C. 13:35-4.2, of the rules of the New Jersey State Department of Law and Safety, Division of Consumer Affairs, Board of Medical Examiners.

(b) A physician may take the following factors into consideration in determining whether a termination of pregnancy is medically necessary on a Medicaid/NJ FamilyCare program beneficiary:

1.  To save the life of the mother; [or]
2. That the pregnancy was the result of an act of rape; [or]

3. (No change.)

4. That in the physician’s professional [judgement] judgment, the termination was medically necessary and consistent with the Federal court ruling that a physician may take the following factors into consideration in determining whether a termination of pregnancy is medically necessary:


i. Physical, emotional[,] and psychological factors;


ii. Family reasons; and[,]


iii. (No change.)

(c) The determination of medical necessity shall be subject to review by the Medicaid/NJ FamilyCare program in accordance with existing rules and regulations of the Medicaid/NJ FamilyCare program and consistent with the New Jersey State Department of Law and Safety, Division of Consumer Affairs, Board of Medical Examiners, N.J.A.C. 13:35-4.2.

(d) A "Physician Certification" (Form FD-179) shall be attached to the hospital's Medicaid claim form, either for inpatient or outpatient services, if any of the procedures on the claim relate to a voluntary elective abortion.

1. A copy of the completed FD-179 shall also be attached to:

i. The physician's Medicaid/NJ FamilyCare claim form, as appropriate; and[,]
ii. The anesthesiologist's Medicaid/NJ FamilyCare claim form.

(e) Any New Jersey physician with electronic billing capabilities must submit a "hard copy" of the [HCFA] CMS 1500 claim form (for inpatient or outpatient services) for all termination of pregnancy claims with the "Physician Certification" attached to the claim form and must not submit the claim through EMC claim processing.

10:54-5.44 Transportation services

(a) The Division recognizes transportation services as covered services when a beneficiary is transported for the purpose of obtaining a Medicaid/NJ FamilyCare covered service. The mode of transportation is based upon the beneficiary's medical condition, as follows:

1. An ambulatory patient who does not require assistance or supervision [may be referred to the County Board of Social Services (CBOSS) for] shall be eligible for "lower mode" transportation (that is, car, bus, train[,] or taxi)[. No prior authorization shall be required from the Medical Assistance Customer Center (MACC).];
2. A wheelchair-bound patient who does not need emergency ambulance service and/or a patient who is physically unable to use public conveyances [may be referred to a provider of] shall be eligible for invalid coach service [or to the appropriate MACC. Prior authorization shall be obtained from the MACC for invalid coach service, except when a patient is transported to or from a nursing facility (NF).];
3. When emergency service is needed or the beneficiary is stretcher-bound, the beneficiary may obtain ambulance service directly from a provider of ambulance service, including Mobile Intensive Care Unit (MICU) service or air ambulance service when these modes of transportation are medically justified[. Authorization shall be obtained from the MACC for the payment of air ambulance service.];
4. Non-emergency medical ground transportation services shall be provided by an independent transportation broker or vendor under contract with the Division of Medical Assistance and Health Services.  This includes, but is not limited to:

i. Ground ambulance service (non emergency); 

ii. Mobility assistance vehicle service; 

iii. Livery services, including modified livery services; and 

iv. All lower-mode transportation services, including arranging for transportation by taxi, train, bus, plane or other public conveyance;
5. Emergency ground transportation services and all air ambulance services shall be provided by transportation providers enrolled in the Medicaid/NJ FamilyCare program in accordance with N.J.A.C. 10:49-3.2 and 10:50; and
[4.] 6. (No change in text.)
(b) For further information on [prior] authorization for transportation services [contact the appropriate MACC. (See N.J.A.C. 10:49, Appendix A, and] see N.J.A.C. 10:50, Transportation Services.[)] 
10:54-5.45 Vision care services

(a) The Division recognizes vision care services, and optical appliances and services provided only by the following eligible providers, within the restrictions of their respective licensure or requirements in the state in which they are located[.]:
1. An ophthalmologist means a licensed physician who is a diplomate of the American Board of Ophthalmology or who has been recognized by the New Jersey Medicaid/NJ FamilyCare program as a specialist in ophthalmology[.];
2. An optometrist means a person who is licensed by the New Jersey State Board of Optometry to engage in the practice of optometry, or similarly licensed by a comparable agency of the state in which he or she performs such functions[.];
3. An optician means a person licensed by the New Jersey State Board of Examiners of Ophthalmic Dispensers and Ophthalmic Technicians, or similarly licensed by a comparable agency of the state in which he or she performs such functions[.];
4. A recognized ocularist who provides artificial eyes, upon the recommendation of a prescribing practitioner. (See the Vision Care Services Chapter[,] at N.J.A.C. 10:62-3[.]);
5. An independent clinic approved by the Division to render eye care services; [or a]
6. Hospital meeting the definition of an approved general hospital, approved special hospital, or approved private or state and county governmental psychiatric hospital, as adhering the conditions of participation as described in [the Hospital Services Chapter in] N.J.A.C. 10:52[.], Hospital Services Manual; or
7. An ophthalmologist, optometrist, optician[,] and ocularist practicing in another state who are duly licensed or meet the requirements of the [State] state in which they are practicing with regard to dispensing optical appliances.
(b) (No change.)
(c) For Medicaid/NJ FamilyCare purposes, prior authorization shall be required for a low vision work-up, vision training work-up[,] and vision training. The Vision Care Services Chapter, at N.J.A.C. 10:62-2.5, lists the optical appliances that require prior authorization.

1. (No change.)
SUBCHAPTER 6. HEALTHSTART--MATERNITY AND PEDIATRIC CARE SERVICES

10:54-6.2 Scope of services

(a) HealthStart maternity care services shall include all medical services recommended by the American College of Obstetricians and Gynecologists (ACOG) and the American College of Nurse Midwives (ACNM), as well as a program of health support services.  HealthStart pediatric care services shall include the nine preventive visits recommended by the American Academy of Pediatrics and all of the necessary immunizations.  This subchapter includes provisions for provider participation, standards for service delivery, procedure codes from the [HCFA] CMS Healthcare Common Procedure Coding System (HCPCS)[,] and directions for submitting claims.

(b)  - (c)  (No change.)
10:54-6.18 Policy for reimbursement for HealthStart providers

(a) (No change.)
(b) A HealthStart Provider shall submit the same claim form presently in use for the type of service provided.

	
	Physician services
	[HCFA] CMS 1500 Claim Form

	
	Nurse Midwifery services
	[HCFA] CMS 1500 Claim Form

	
	Independent clinics
	[HCFA] CMS 1500 Claim Form

	
	Local Health Departments
	[HCFA] CMS 1500 Claim Form


Hospital Outpatient Departments--Use present procedure for billing except for HealthStart Health Support Services (W9040-W9043) and the HealthStart Pediatric Continuity of Care (W9070), which are billed on the [HCFA] CMS 1500 [claim form] Claim Form.

10:54-6.19 HealthStart maternity care code requirements

(a) HealthStart Maternity Care code requirements are as follows:
1. Separate reimbursement shall be available for Maternity Medical Care Services and Maternity Health Support Services[.];
2. Maternity Medical Care Services shall be billed as a total obstetrical package, when feasible, but may be billed as separate procedures[.];
3. The enhanced reimbursement for the delivery and postpartum care may be claimed only for a patient who had received at least one antepartum HealthStart Maternity Medical or Health Support Service[.];
4. The modifier "WM" in the HCPCS list of procedure codes refers to those services provided by certified nurse midwives who shall include the modifier at the end of each code[.]; and
5. (No change.)

(b) HealthStart Maternity Medical Care procedure codes are provided in N.J.A.C. 10:54-9.10(k) and (l), [Health Care Financing Administration] Centers for Medicare and Medicaid Services Healthcare Common Procedure Coding System (HCPCS).

SUBCHAPTER 7. PHYSICIAN SERVICES PROVIDED IN HOSPITALS AND NURSING FACILITIES

10:54-7.1 Pre-admission screening for nursing facility (NF) placement

(a) The following words and terms, when used in this section, shall have the following meanings, unless the context clearly indicates otherwise.
"Pre-admission screening" (PAS) means that process by which all Medicaid/NJ FamilyCare program beneficiaries and individuals who may become Medicaid/NJ FamilyCare program beneficiaries within six months following admission to a Medicaid certified nursing facility (NF), who are seeking admission to a Medicaid certified NF, receive pre-admission screening by [the Medical Assistance Customer Center] professional staff designated by the New Jersey Department of Health and Senior Services (DHSS) to determine the appropriateness of placement prior to admission to [a] an NF, pursuant to N.J.S.A. 30:4D-17.10. (P.L. 1988, [c.97] c. 97.)

"Pre-admission screening and [annual] resident review [(PASARR)] (PASRR)" means that process by which mentally ill (MI) or mentally retarded (MR) individuals, applying for admission or continued stay are screened to determine the need for specialized services and for appropriateness of NF services.

"[PASARR] PASRR Level I" means the identification of individuals diagnosed with a serious mental illness (MI) or mental retardation (MR).

"[PASARR] PASRR Level II" is the function of evaluating and determining whether nursing facility (NF) services and specialized services are needed.

"[PASARR] PASRR specialized services for mentally ill individuals" means requiring inpatient psychiatric care.

["Health Services Delivery Plan (HSDP)" means an initial plan of care prepared by the Medicaid Regional Staff Nurse (RSN) during the Pre-admission Screening (PAS) assessment process.  The HSDP reflects each patient's current or potential problems, required care needs, and the Track of Care, and shall be forwarded to the authorized care setting.]
...
"Regional Staff Nurse (RSN)" means a registered professional nurse employed by the [Division] Department of Health and Senior Services or the Department of Human Services who performs health needs assessments as required by the regulations [of the Division] contained in this chapter.

“Service Authorization (SA) and Interim Plan of Care (IPOC)” means the plans and documents that have replaced what was formerly called the Health Service Delivery Plan (HSDP).  
1. The Service Authorization (SA) reflects the level of care determination and authorization or denial for services authorized by DHSS professional staff upon completion of the Pre-Admission Screen (PAS) assessment process.  

2. The Interim Plan of Care (IPOC) is an initial plan of care prepared by professional staff designated by DHSS during the PAS assessment process.  The IPOC reflects the potential service options discussed and identifies next steps by the consumer in order to access services.  The SA and IPOC shall be forwarded to the authorized care setting and are to be attached to the beneficiary’s medical record.

"Track of care" means the setting and scope of Medicaid/NJ FamilyCare program services approved by the RSN or other professional staff designated by the DHSS following assessment of the Medicaid/NJ FamilyCare program beneficiary or potential [Medicaid] beneficiary, as follows:

1.   (No change.)
2. “Track II” means short-term NF care; and[,]

3. (No change.)
(b) The determination of the necessity of NF services shall be performed through the Pre-admission Screening (PAS) as mandated by N.J.S.A. 30:4D-17.10. Pre-admission Screening (PAS) authorization is required prior to admission to a Medicaid certified NF for a Medicaid/NJ FamilyCare program beneficiary or an individual who may become a Medicaid/NJ FamilyCare program beneficiary within six months following placement in a Medicaid certified NF and for individuals identified as meeting [PASARR] PASRR Level I criteria. [the Medicaid] The Regional Staff Nurse (RSN) or other professional staff designated by the DHSS shall assess each individual need for [long term] long-term care services, evaluate the appropriate setting for the delivery of services[,] and authorize appropriate placement (Track of Care).

(c) PAS authorization shall be required for the Pre-admission Screening and [Annual] Resident Review ([PASARR] PASRR) of individuals identified as having mental illness or mental retardation.  The [PASARR] PASRR assessment and authorization process shall be subsumed within the State's PAS protocols.  (See N.J.A.C. 10:52-1.9(d))[.]
10:54-7.2 Pre-admission Screening and [Annual] Resident Review ([PASARR] PASRR); Level I

(a) [PASARR] PASRR Level I Identification Screens shall be required for individuals diagnosed as mentally ill, mentally retarded or with related conditions.

(b) An individual is considered to have a mental illness if he or she has a "serious mental illness such as: schizophrenia; mood disorder; paranoia; panic or other severe anxiety disorder;" listed in the Diagnostic and Statistical Manual, [Third] Fourth Edition [revised in 1987 (DSM-III-R)] (DSM-IV), incorporated by reference herein, as amended and supplemented, which leads to a chronic disability and which meet the [PASARR] PASRR requirements on Diagnosis, Level of Impairment and Duration of Illness found in the [PASARR] PASRR Identification Criteria for Serious Mental Illness (SMI) and MR at N.J.A.C. 10:54-7.3. 
1. (No change.)
(c) An individual is considered to have mental retardation if he or she has a level of retardation (mild, moderate, severe or profound) described in the "American Association on Mental Deficiency's, Manual on Classification in Mental Retardation (1983)" or a related condition as defined by and pursuant to Section 1905(d) of the Social Security Act (Omnibus Budget Reconciliation Act of 1987--P.L. 100-203); 42 U.S.C. §1396(d).  An individual with a diagnosis of MR or a related condition, as described in (d) below, and a diagnosis of dementia, shall receive a [PASARR] PASRR Level II Screen.

(d)  (No change.)
(e) All forms required for PASRR evaluations may be downloaded free of charge at:  http://www.state.nj.us/humanservices/dmhs/home/forms.html.
10:54-7.3 [PASARR] PASRR Level I; [PASARR] PASRR Identification criteria for serious mental illness (SMI) and mental retardation

(a) The criteria for serious mental illness includes:

1. – 2.  (No change.)
3. During the past two years and due to a mental illness, either or both of the following have occurred:

i. (No change.)
ii. The normal living situation has been disrupted to the point that supportive services were required to maintain that client in that home or residence, or housing or law enforcement officials intervened.

NOTE: Psychotic drug use no longer constitutes a mandatory criteria for a [PASARR] PASRR Screen.

(b) (No change.)
10:54-7.4 [PASARR] PASRR Level II Screens

(a) [PASARR] PASRR Level II screens shall be conducted for mentally ill or mentally retarded individuals only if the RSN's assessment or the assessment by the professional staff designated by the DHSS results in authorization for NF placement.

(b) Level II screens require that a psychiatric examination be performed by a Medicaid/NJ FamilyCare participating psychiatrist to determine the need for specialized services.  (See N.J.A.C. 10:52-1.9(e).)

(c) (No change.)
10:54-7.5 [PASARR] PASRR Level II; Readmission following psychiatric hospitalization

Readmission of an individual to a nursing facility following hospitalization in a psychiatric unit of an acute care hospital or from a psychiatric hospital for treatment of an acute episode of a serious mental illness is exempt from preadmission NF and Specialized Services screens.  If the Minimum Data Set (MDS), which must be completed on admission, indicates a significant change in the resident's mental or behavioral status, the NF must immediately secure [an ARR screen] a resident review.  If the resident's mental condition is stabilized, the [ARR] resident review may be performed in the normal 12 cycle.  In addition, if a resident is transferred from one NF to another, the discharging NF must forward to the admitting facility a copy of the most recent MDS, a copy of the most recent [PASARR] PASRR NF authorization letter and Specialized Services determination outcome.

10:54-7.6 [PASARR] PASRR Level II; Alzheimer's or related dementias

For individuals diagnosed with Alzheimer's or related dementias, documentation must be provided to the admitting Medicaid certified nursing facility for the individual's clinical record on the history, physical examination[,] and diagnostic workup to support the diagnosis of dementia, Alzheimer's disease or related dementias.

10:54-7.7 [PASARR] PASRR and PAS Screens; Necessity for nursing facility services

(a) The determination of the necessity for NF services shall be performed through Pre-admission Screening (PAS) as mandated by N.J.S.A. 30:4D-17.10. The [Medicaid] Regional Staff Nurse (RSN) or other professional staff designated by the DHSS shall determine the necessity for nursing facility services for Medicaid/NJ FamilyCare program beneficiaries and for individuals who may become Medicaid/NJ FamilyCare program beneficiaries within six months following admission to a Medicaid certified facility and for individuals identified as meeting [PASARR] PASRR Level I criteria.

(b) The [PASARR] PASRR Level II Screen prior to NF admission shall be performed by a psychiatrist and forwarded to the Division of Mental Health Services (DMHS) for final determination of the need for specialized services.

1. The hospital discharge planning unit and/or social services department shall immediately arrange through the individual's attending physician, a consultation by a board eligible or board certified hospital staff psychiatrist, who shall also be a Medicaid/NJ FamilyCare participating provider, to conduct the active treatment review and complete the "Psychiatric Evaluation" form.  (The "Psychiatric Evaluation" form is not to be completed until such time as the RSN or other professional staff designated by the DHSS has approved placement in a[ ] anNF.)

2. Within 48 hours of the psychiatrist's review of the beneficiary or potential Medicaid/NJ FamilyCare program beneficiary, the completed "Psychiatric Evaluation" form shall be sent to the Division of Mental Health Services, PO Box 727, Trenton, New Jersey 08625-0727, Attention: [PASARR] PASRR Coordinator. 
i. A supply of the "Psychiatric Evaluation" form may be ordered from the [PASARR] PASRR Coordinator in the Division of Mental Health Services[.] or downloaded from the Department’s website.  (See N.J.A.C. 10:54-7.2(e))
(c) Annual Resident Reviews (ARR) for individuals identified as having mental illness residing in Medicaid certified nursing facilities shall be performed by the individual's attending physician and forwarded to the Division of Mental Health Services for final determination of the need for specialized services.

1. The MACC will send [a] an NF [PASARR] PASRR Reassessment List to the NF in the first week of every month. The reassessment date is based upon the month the individual was initially admitted to the NF. The attending physician completes the psychiatric evaluation form by the [fifteenth] 15th of the following month on those individuals with mental illness.  

2. – 3.  (No change.)
10:54-7.8 Physician services to the hospital patients

(a) Physician services that are rendered to a patient registered in the hospital outpatient department that are reimbursed as part of hospital costs shall not be billed directly by the physician to the Medicaid/NJ FamilyCare program. Any arrangement, contractual, employment, grant or otherwise, for payment of the physician(s) providing a service(s) to such a registered clinic patient is between the hospital and the physician(s). Physician services provided in the hospital outpatient department to Medicaid/NJ FamilyCare program beneficiaries that are not included in hospital costs may be billed by the physician directly to the New Jersey Medicaid/NJ FamilyCare program.

(b) – (c)  (No change.)
10:54-7.9 Psychiatric services; inpatient services

(a) The New Jersey Medicaid/NJ FamilyCare program recognizes as a covered service, a medically necessary inpatient service [which] that is provided to a Medicaid/NJ FamilyCare program beneficiary in an approved private psychiatric hospital or the psychiatric section of an approved general hospital with the following limitation. (See N.J.A.C. 10:49-2.3(b) for the Medically Needy program and the Hospital Services Chapter, N.J.A.C. 10:52-1.15, 2.9 and 4.2 for policies and procedures for hospital outpatient psychiatric services).

1. (No change.)
(b) When hospitalization is out-of-State, prior authorization is required for elective psychiatric hospitalizations but not for emergency hospitalizations.

1. – 3.  (No change.)
4. When the request for authorization is approved, both the request letter and the provider's claim form will be returned to the provider.  When a claim is submitted for reimbursement, the provider must attach the request for approval and the approval to the UB-92 ([HCFA]CMS-1450), the hospital claim form.

5. (No change.)
10:54-7.10 Psychiatric services (including prior authorization); hospital outpatient and other settings

(a) (No change.)
(b) Psychiatric services [which] that are medically necessary rendered in an approved hospital outpatient department or in other settings, to a registered patient who is a Medicaid/NJ FamilyCare program beneficiary, shall not require prior authorization, except in the following situations:

[1. Prior authorization is required for partial hospitalization after the first 90 calendar days.  Each authorization for this service may be granted for a maximum period of six months.  Additional authorization may be requested.  A new prior authorization request for partial hospitalization is required when a departure from the Plan of Care (PoC) is made because a change in the patient's clinical condition may necessitate an increase in the frequency and intensity of services, or a change which exceeds the type of services authorized.] 
1. Authorization for partial hospitalization and/or acute partial hospitalization services shall be provided in accordance with N.J.A.C. 10:52A, Psychiatric Adult Acute Partial Hospital and Partial Hospital Services.
2. Prior authorization is required for mental health services exceeding $900.00 in reimbursement to the physician rendered to a Medicaid/NJ FamilyCare program beneficiary in any 12-month service year, commencing with the patient's initial visit, when provided in other than an inpatient hospital setting. Reimbursement shall not be paid by the program for physician psychiatric services rendered to a registered hospital outpatient.

3. Prior authorization shall be required for mental health services exceeding $400.00 in payments in any 12-month service year rendered to a Medicaid/NJ FamilyCare program beneficiary residing in either a nursing facility or a residential health care facility.

(c) The request for authorization shall include the diagnosis, as set forth in the ICD-9 (latest revision), and also must include the treatment plan and progress report in detail. No post facto authorization will be granted.

1. For those Medicaid/NJ FamilyCare program beneficiaries who do not reside in a nursing facility and live in a community setting, including a residential health care facility, or for those receiving mental health services in the outpatient department of a hospital, an independent clinic or a physician's office, the request for prior authorization shall be submitted directly to Office of Utilization Management, Mental Services Unit, Division of Medical Assistance and Health Services, PO Box 712, Mail Code #18, Trenton, New Jersey [08635-0712] 08625-0712 on the "Authorization of Mental Health Services (FD-07)" form.

2. For a Medicaid/NJ FamilyCare program beneficiary residing in a nursing facility, the request for prior authorization shall be submitted directly to the appropriate Medical Assistance Customer Center that serves that nursing facility on the "Authorization of Mental Health Services and/or Mental Health Rehabilitation Services (FD-07)" and the "Request for Prior Authorization: Supplemental Information (FD-07A)" forms.

3. When approved by the New Jersey Medicaid/NJ FamilyCare program, each authorization may be granted for a maximum period of one year [except as listed in (c)3i and ii below].  Additional authorizations may be requested.

[i. Authorization for partial care and partial hospitalization shall be limited to a maximum period of six months.

ii. Prior authorization shall be required for partial hospitalization after the first 90 calendar days.  (See N.J.A.C. 10:52-2.9--Hospital Services Chapter, for further policies and procedures.)]
4. (No change.)
SUBCHAPTER 8. PHARMACEUTICAL SERVICES

10:54-8.1 Pharmaceutical; conditions for participation as provider of pharmaceutical services

(a) All covered pharmaceutical services shall be provided under the New Jersey Medicaid program shall be provided to Medicaid/NJ FamilyCare program beneficiaries within the scope of N.J.A.C. 10:49, Administration; [N.J.A.C.] 10:51, Pharmaceutical Services; and [N.J.A.C. 10:54-8, Physician Services] this subchapter.

(b) All drugs shall be prescribed.
1. "Prescribed drugs" means simple or compound substances or mixtures of substances prescribed for the cure, mitigation, or prevention of disease, or for health maintenance, that are:
i. Prescribed by a practitioner licensed or authorized by the State of New Jersey, or the state in which he or she practices, to prescribe drugs and medicine within the scope of his or her license and practice[:];
ii. Dispensed by licensed pharmacists in accordance with [regulations] rules promulgated by the New Jersey Board of Pharmacy, N.J.A.C. 13:39; and
iii. (No change.)
10:54-8.2 Pharmaceutical; program restrictions affecting payment for prescribed drugs

(a) The choice of prescribed drugs shall be at the discretion of the prescriber within the limits of applicable laws. However, the prescriber's discretion is limited for certain drugs. Reimbursement may be denied if the requirements of the following rules are not met:

1. – 7.  (No change.)
8. Prescription Drug Price and Quality Stabilization Act (N.J.S.A. 24:6E-1 et seq.) (see N.J.A.C. 10:51-1.20, incorporated herein by reference)[;].
i. Products listed in the current New Jersey Drug Utilization Review Council (DURC) Formulary, (hereafter referred to as "the Formulary"), and all subsequent revisions, distributed to all prescribers and pharmacists[; and].
ii. Non-proprietary or generic dispensing (see N.J.A.C. 10:51-1.9, incorporated herein by reference)[.];

9. – 10. (No change.)

11. Drug Manufacturers' Rebate Agreement with the [Health Care Financing Administration (HCFA)] Centers for Medicare and Medicaid Services (CMS) of the United States Department of Health and Human Services (see N.J.A.C. 10:51-1.22, incorporated herein by reference);

12. (No change.)
13. In addition, diabetic testing materials, including blood glucose reagent strips, urine monitoring strips, tapes, tablets[,] and lancets. Electronic blood glucose monitoring devices or other devices used in the monitoring of blood glucose levels are considered medical supplies and are covered services by Medicaid/NJ FamilyCare. These services may require prior authorization from the [Medicaid District Office (MDO)] Medical Assistance Customer Center (MACC) (See [Medical Supplier Services,] N.J.A.C. 10:59, Medical Supplier Services); and
[14. For claims with service dates on or after July 1, 1998, all drugs prescribed for the treatment of impotency shall be limited to male beneficiaries over the age of 18 years and to four treatments per month;

15. For claims with service dates on or after August 1, 1998, prescribers shall write "Diagnosis of Impotency" on the face of any prescription for impotency drugs. Claims for such prescriptions without this written statement shall be subject to recoupment by the State of New Jersey; and]
[16.] 14. (No change in text.)
10:54-8.3 Medical exception process (MEP)

(a) For pharmacy claims with service dates on or after September 1, 1999, which exceed prospective drug utilization review (PDUR) standards recommended by the New Jersey [DUR] Drug Utilization Review Board (NJ DURB) and approved by the Commissioners of the Department of Human Services (DHS) and the Department of Health and Senior Services (DHSS), the Division of Medical Assistance and Health Services has established a [Medical Exception Process] medical exception process (MEP).  (See N.J.A.C. 10:51, Pharmaceutical Services)
(b) The [medical exception process] MEP shall be administered by a contractor, referred to as the MEP contractor, under a contract with the Department of Human Services.

(c) The [medical exception process] MEP shall apply to all pharmacy claims, regardless of claim media, unless there is a recommended exemption by the [New Jersey DUR Board] NJ DURB, which has been approved by the Commissioners of DHS and DHSS, in accordance with the rules of those Departments.

(d) The [medical exception process (]MEP[)] is as follows:

1. The MEP contractor shall contact prescribers of conflicting drug therapies, or drug therapies [which] that exceed established PDUR standards, to request written justification to determine medical necessity for continued drug utilization.

i. The MEP contractor shall send a [Prescriber Notification Letter] Medical Necessity Form (MNF), which includes, but may not be limited to, the beneficiary name, [HSP identification] Health Benefits Identification (HBID) number, dispense date, drug quantity[,] and drug description. The prescriber shall be requested to provide the reason for the medical exception, diagnosis, expected duration of therapy[,] and expiration date for medical exception.

ii. The prescriber shall provide information requested on the [Prescriber Notification] MNF to the MEP contractor. 

2. (No change.)
3. The MEP contractor shall notify the pharmacy and prescriber of the results of the review and include, at a minimum, the beneficiary's name, mailing address, [HSP] HBID number, the reviewer, service description, service date[,] and prior authorization number, if approved, the length of the approval and the appeals process if the pharmacist does not agree with the results of the review.

4. – 5.  (No change.)
10:54-8.4 Pharmaceutical; Physician-administered drugs

(a) The New Jersey Medicaid/NJ FamilyCare program shall reimburse physicians for certain approved drugs administered by inhalation, intradermally, subcutaneously, intramuscularly or intravenously in the office, home[,] or independent clinic setting according to the following reimbursement methodologies:

1. Physician-administered medications shall be reimbursed directly to the physician [under certain situations.  (See N.J.A.C. 10:54-9.8 for a listing of HCPCS procedure codes, "J" codes and applicable Level III procedure codes with a few exceptions such as, immunizations)]. For this methodology, the physician is required to bill the appropriate "J" code[, Level III,] in conjunction with the appropriate HCPCS procedure code as described below.  

i. (No change.)
ii. The New Jersey Medicaid/NJ FamilyCare program has assigned HCPCS procedure codes and Medicaid maximum fee allowances to certain, selected drugs for which reimbursement to the physician is based on the Average Wholesale Price (AWP) of a single dose of an injectable or inhalation drug[,] or the physician's acquisition cost, whichever is less.

iii. – vii.  (No change.)
2. The second method of reimbursement shall be limited to situations where a drug required for administration has not been assigned a "J" code[, Level III HCPCS procedure code].  In these situations, the drug shall be prescribed and obtained from a pharmacy which directly bills the New Jersey Medicaid/NJ FamilyCare program.  In this situation, the physician shall bill only for the administration of the drug using HCPCS 90799.

3. (No change.)
(b) (No change.)
(c) In order for physician-administered drugs to be reimbursed by the Medicaid/NJ FamilyCare program, manufacturers must have in effect all rebate agreements required or directed pursuant to all applicable State and Federal laws and regulations.  To confirm that a manufacturer has complied with such rebate provisions and that a particular drug manufactured by the manufacturer is eligible for reimbursement, a physician may consult the Medicaid/NJ FamilyCare program’s fiscal agent website at: 
https://www.njmmis.com/ndcLookup.aspx.

(d) Physicians shall report the 11-digit National Drug Code (NDC), quantity of the drug administered or dispensed, and a two-digit qualifier identifying the unit of measure for the medication on the claim when requesting reimbursement.  The labeler code and drug product code of the actual product dispensed must be reported on the claim form.  

1. The package size code (that is, positions No. 10 and 11 of the NDC) reported may differ from the stock package size used to fill the prescription.  Acceptable units of measure are limited to: F2 (international unit); GM (gram); ML (milliliter); and UN (unit/each).

10:54-8.5 New Jersey Vaccines for Children program

(a) The New Jersey Vaccines for Children (VFC) program provides free vaccines for administration to beneficiaries under 19 years of age who are eligible for New Jersey Medicaid and NJ FamilyCare-Children's Program[-Plan A] services. Medicaid and NJ FamilyCare-Children's Program will not provide reimbursement to providers for administering these vaccines exclusive of the VFC program.

[1. Vaccines that have been identified as available under the VFC program include, but are not limited to, the following, individually or in combination: Diphtheria, Tetanus, Pertussis; Haemophilus Influenzae Type b (Hib); Rotavirus Vaccine; Hepatitis B (Pediatric/Adolescent); Hepatitis Type B Immunoglobulin; Hepatitis A (Pediatric); Mumps, Measles, Rubella; Oral Polio Vaccine; E-Inactivated Polio Vaccine; Varicella Vaccine; Influenzae Vaccine; and Pneumococcal Vaccine.]
[2.] 1. The Center for Disease Control (CDC) is expected to periodically add vaccines to the approved list for the VFC program. This list, “VFC Resolutions,” effective March 9, 2009, is hereby incorporated by reference, as amended and supplemented.  The VFC Resolutions lists the vaccines provided by the VFC Program for individuals under age 19.  The Medicaid/NJ FamilyCare-Children’s Program shall not reimburse for any vaccine so added to the VFC [list of approved vaccines] Resolutions that are not obtained from the VFC Program.  Providers can access the VFC Resolutions on the CDC website at http://www.cdc.gov/vaccines/.  

i. Any change to the reimbursement amount for the administration of vaccines administered under the VFC Program and/or the reimbursement amounts for such vaccines that are also appropriate for and administered to individuals who are not under age 19 and are, therefore, ineligible to receive them under the VFC Program, will be made by rulemaking in accordance with the Administrative Procedure Act, N.J.S.A. 52:14B-1 et seq.
2. Providers shall receive an administration fee for the administration of vaccines ordered directly from the VFC Program. The Medicaid/NJ FamilyCare program shall not provide reimbursement to providers for administering vaccines that are not obtained from the VFC Program.

(b) The vaccines [listed] described in (a)1 above may be provided to any child without health insurance and those children who are American Indian or an Alaskan Native.

(c) [APNs] Providers shall bill the HCPCs procedure code [W9356] 90471, 90472, 90473 or 90474 to receive reimbursement for administering vaccines under this program, as appropriate. See N.J.A.C. 10:58A-[4.4(b)]4.5(c).
(d) (No change.)
APPENDIX A

FISCAL AGENT BILLING SUPPLEMENT
AGENCY NOTE: The Fiscal Agent Billing Supplement is appended as a part of this chapter but is not reproduced in the New Jersey Administrative Code. When revisions are made to the Fiscal Agent Billing Supplement, [replacement pages will be distributed to providers and copies] an updated version will be placed on the fiscal agent website (www.njmmis.com) and a copy will be filed with the Office of Administrative Law. For a copy of the Fiscal Agent Billing Supplement, access www.njmmis.com or write to:

[Unisys Corporation] Molina Medicaid Solutions
PO Box 4801

Trenton, New Jersey 08650-4801


or contact:

Office of Administrative Law

Quakerbridge Plaza, Building 9

PO Box 049

Trenton, New Jersey 08625-0049

APPENDIX B

EMC MANUAL

AGENCY NOTE: The Electronic Media Claims (EMC) Manual is appended as a part of this chapter, but is not reproduced in the New Jersey Administrative Code. When revisions are made to the EMC Manual, [replacement pages will be distributed to providers and copies] an updated version will be placed on the fiscal agent website (www.njmmis.com) and a copy will be filed with the Office of Administrative Law. The EMC Manual may be reviewed and downloaded by accessing www.njmmis.com.  For a paper copy of the EMC Manual, write to:
[Unisys Corporation] Molina Medicaid Solutions
PO Box 4801

Trenton, [N.J.] NJ 08650-4801


