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24.1  Enrollment
To  enro ll in the  Ho me  Health Services  Program, ho me  

he alth s ervice s  and Home and Co mmunity Support 

Services  (HCSSA) providers  mus t comple te  the  Texas  

Medicaid Provider Enro llment Application. Medicare  certi-

ficatio n is  required fo r provide rs  that are  lice ns e d as  a 

Licens ed and Certified Home He alth Age ncy. Pro viders  

that are  licens e d as  a Licens ed Ho me  He alth Agency are  

no t re quire d to  enro ll in Medicare  as  a prerequis ite  to  

enro llment with the  Texas  Medicaid Program.

Licens ed and certified home  health agenc ies  that are  

enro lled as  Medicaid pro viders  can provide  pers o nal care  

s ervices  (PCS) us ing the ir exis ting provide r ide ntifie r.

PCS fo r c lients  younger than 2 1  years  o f age  will be  

provide d by the  Texas  Health and Human Se rvices  

Commis s io n (HHSC) under the  PCS be ne fit.

Refer to: " Pe rs o nal Care  Se rvices  (THSteps -CCP 

Only)"  on page  4 3 -6 5 .

To  provide  Te xas  He alth Ste ps  (THSteps )-Co mpre he ns ive  

Care  Program (CCP) s ervices , HCSSA providers  mus t 

fo llow the  enro llme nt pro cedures  in Section 4 3 .4 , 

“ THSteps -Comprehens ive  Care  Program (CCP).”

Enro lled pro viders  o f durable  me dical equipme nt (DME) 

and/ or expendable  medical s upplies  will be  is s ued a 

DME-Home He alth Se rvices  Pro vider Identifie r that is  

s pe c ific  to  ho me  health provide rs . All DME providers  mus t 

be  Me dicare -ce rtifie d be fore  applying fo r enro llme nt in the  

Texas  Medicaid Program.

Provide rs  may o btain the  application by writing to  the  

fo llowing addres s :

Texas  Me dicaid & Healthcare  Partne rs hip

Provider Enro llment 

PO Box 2 0 0 7 9 5

Aus tin, TX 7 8 7 2 0 -0 7 9 5

1 -8 0 0 -9 2 5 -9 1 2 6

Fax: 1 -5 1 2 -5 1 4 -4 2 1 4

For prio r authorization reques ts  on the  Home He alth 

Service s  co ntact:

Texas  Me dicaid & Healthcare  Partne rs hip

Home  Health Services

PO Box 2 0 2 9 7 7

Aus tin, TX 7 8 7 2 0 -2 9 7 7

1 -8 0 0 -9 2 5 -8 9 5 7

Fax: 1 -5 1 2 -5 1 4 -4 2 0 9

For gene ral que s tions , s uch as  c laims  his to ry info rmation, 

prio r autho rization his to ry, procedure  codes , pro cedural 

matte rs , o r to  ve rify if prio r autho rization has  already bee n 

is s ued, call the  TMHP Co mprehe ns ive  Care  Pro gram 

(CCP)-Home  Health Provider Line  at 1 -8 0 0 -8 4 6 -7 4 7 0 .

Important: All provide rs  are  re quire d to  re ad and comply 

with Se ction 1 , Provide r Enro llme nt and Re s pons ibilitie s . 

In addition to  re quire d compliance  with all re quire me nts  

s pe cific  to  the  Te xas  Me dicaid Program, it is  a vio lation o f 

Te xas  Me dicaid Program rule s  whe n a provide r fails  to  

provide  he alth-care  s e rvice s  or ite ms  to  Me dicaid c lie nts  

in accordance  with acce pte d me dical community 

s tandards  and s tandards  that gove rn occupations , as  

e xplaine d in Title  1  Texas  Adminis trative  Code  (TAC) 

§ 3 7 1 .1 6 1 7 (a)(6 )(A). Accordingly, in addition to  be ing 

s ubje ct to  s anctions  for failure  to  comply with the  re quire -

me nts  that are  s pe cific  to  the  Te xas  Me dicaid Program, 

provide rs  can als o  be  s ubje ct to  Te xas  Me dicaid Program 

s anctions  for failure , at all time s , to  de live r he alth-care  

ite ms  and s e rvice s  to  Me dicaid c lie nts  in full accordance  

with all applicable  lice ns ure  and ce rtification re quire me nts  

including, without limitation, thos e  re late d to  docume n-

tation and re cord mainte nance .

Refer to: " Provide r Enro llment"  o n page  1 -2  fo r infor-

mation about enro llme nt pro cedures .

24.1.1  Change of Address/ Telephone 
Number

A current phys ical and mailing addres s  and te lephone  

number mus t be  o n file  fo r the  age ncy/ company to  rece ive  

Remittance  & Status  (R&S) reports , re imburs ement 

che cks , Me dicaid provider proce dure s  manuals , the  Te xas 

Me dicaid Bulle tin (bimonthly update  to  the  Te xas Me dicaid 

Provide r Proce dure s Manual), and all o ther TMHP corre -

s pondence . Promptly s end all addres s  and te lephone  

number changes  to  TMHP Provide r Enro llme nt at the  

addres s  lis ted above  in " Enro llment"  on page  2 4 -4 .

24.1.2  Pending Agency Certification

Ho me  health agencie s  and DME-Ho me  Health Service s  

(DMEH) s upplie rs  s ubmitting c laims  be fore  the  e nro llment 

proce s s  is  co mple te  o r without authorizatio n fo r s ervice s  

is s ued by TMHP Ho me  Health Service s  Authorization 

Department will no t be  re imburs ed. The  e ffe ctive  date  o f 

enro llment is  when all Medicaid provider enro llment fo rms  

are  re ce ived and approved by TMHP.

Upon the  re ce ipt o f no tice  o f Me dicaid e nro llment, the  

age ncy/ s upplie r mus t co ntact TMHP’ s  Home  Health 

Services  Authorizatio n Departme nt be fo re  s erving a 

Medicaid c lient fo r s ervices  that require  a prio r authori-

zation number. Prior authorization cannot be  is s ued 

be fore  Medicaid enro llment is  comple te . Regular prio r 

authorizatio n procedures  are  fo llowed at that time .

Ho me  health agencie s  that pro vide  labo rato ry s e rvices  

mus t co mply with the  rules  and regulations  o f the  Clinical 

Laboratory Improve me nt Ame ndme nts  (CLIA). Providers  

who  do  no t comply with CLIA will no t be  re imburs ed fo r 

laboratory s ervices .

Do  not s ubmit Home  He alth Services  c laims  for payment 

until Medicaid certification is  rece ived and a prio r authori-

zatio n number is  as s igne d.

Refer to: " Clinical Laboratory Improvement Ame ndme nts  

(CLIA)"  on page  2 6 -2 .
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24.2  Medicaid Managed Care 
Enrollment
Certain provide rs  may be  required to  enro ll with a 

Medicaid Managed Care  plan to  be  re imburs ed for 

s ervices  provide d to  Medicaid Managed Care  c lients . 

Contact the  individual he alth plan for e nro llment 

information.

Refer to: " Medicaid Managed Care"  on page  7 -4 .

24.3  Reimbursement
The  re imburs ement me thodo logy fo r pro fe s s ional s ervices  

de live red by ho me  health agencie s  are  s tatewide  vis it 

rates  calculated in accordance  with 1  TAC § 3 5 5 .8 0 2 1 (a).

Fee  s chedules  fo r all s e rvices  in this  chapter are  available  

on the  TMHP webs ite  at www.tmhp.com/ file %2 0library 
/ file %2 0library/ fe e %2 0s chedule s .

A s killed nurs e  (SN) and/ or home  health aide  (HHA) vis it 

may be  provide d up to  a maximum o f 2 .5  hours  pe r vis it. 

A combined to tal o f three  SN and/ o r HHA vis its  may be  

re imburs e d per day. 

When s ervices  are  provided to  more  than one  c lient in the  

s ame  s e tting, only the  units  dire ctly provided to  each 

c lient at dis tinct, s eparate  time  periods  will be  

re imburs e d. Pro vider documentation mus t s upport the  

s ervices  we re  de livered at dis tinct, s eparate  time  periods . 

To tal home  health s ervices  billed fo r all c lients  cannot 

excee d the  individual pro vider’ s  to tal number o f hours  

s pe nt at the  place  o f s ervice  (POS).

One  as  nee de d (PRN) SN vis it may be  re imburs ed every 

3 0  days  outs ide  o f the  prio r authorize d vis its  when SN 

vis its  have  bee n autho rized fo r the  particular c lient.

For re imburs ement purpos e s , Ho me  Health SN and/ o r 

HHA s ervices  are  always  billed as  POS 2  (home) 

re gardles s  o f the  s e tting in which the  s e rvices  are  actually 

provide d. SN and/ o r HHA s ervices  provided in the  day 

care  o r s choo l s e tting will no t be  re imburs ed.

All unique  pro cedure  code s  mus t be  bille d according to  

the  des cription o f the  procedure  code . The  quantity billed 

mus t be  identified and each procedure  code  mus t be  

lis ted as  s eparate  line  items  on the  c laim. SN, HHA, 

phys ical therapy (PT), and occupational therapy (OT) vis its  

mus t be  billed in 1 5  minute  increments .

Procedural modifie rs  are  required when billing SN, HHA, 

PT, and OT vis its .

Ho me  health age ncie s  are  re imburs ed fo r DME and 

expe ndable  s upplies  in accordance  with 

1  TAC § 3 5 5 .8 0 2 1 . The  current DME fee  s chedule  is  

available  on the  TMHP webs ite  at www.tmhp.com. 

Pro viders  may als o  reques t a hard copy o f the  fee  

s chedule  by contacting the  TMHP Contact Center at 

1 -8 0 0 -9 2 5 -9 1 2 6 .

TMHP manually prices  DME and expendable  s upplies  that 

have  no  es tablis he d fee , o the r than nutritional products , 

bas ed on the  manufacturer’ s  s ugges ted re tail price  

(MSRP) le s s  1 8  percent, with documentation o f the  MSRP 

s ubmitted by the  provider. If there  is  no  MSRP available , 

re imburs e ment is  at an es tablis hed pe rcentage  o f the  

provider’ s  invo ice  cos t. Nutritional products  that require  

manual pric ing are  priced at 8 9 .5  percent o f the  average  

who les ale  price  (AWP). The  Texas  Medicaid Program does  

no t re imburs e  s e parate ly fo r as s oc iated DME charges , 

inc luding but no t limited to , batte ry dis pos al fees  o r s tate  

taxes . Re imburs ement fo r any as s oc iated charges  is  

inc lude d in the  re imburs ement fo r a s pe c ific  piece  o f 

equipme nt.

Refer to: " Texas  Medicaid Re imburs ement"  on page  2 -1  

fo r more  info rmatio n about re imburs ement.

24.3.1  Eligibility

To  verify c lient Medicaid e ligibility and re troactive  e ligi-

bility, the  home  health agency o r DMEH/ medical s upplie r 

s hould contact the  Automated Inquiry Sys tem (AIS) at 

1 -8 0 0 -9 2 5 -9 1 2 6  o r the  TMHP Electronic  Data Interchange  

(EDI) He lp Des k at 1 -8 8 8 -8 6 3 -3 6 3 8 .

Ho me health c lients  do  not need to  be  homebound to  

qualify fo r s e rvices . Pro viders  who  have  re ce ive d pre vious  

de nials  bas ed on ho mebo und crite ria ne ed to  appeal the ir 

c laims  with appropriate  do cumentatio n to  inc lude  a copy 

o f the  c laim, R&S report, and authorization re ques ts .

The  Medicaid c lient mus t be  e ligible  o n the  date (s ) o f 

s e rvices  (DOS) and mus t me et all the  fo llowing require -

ments  to  qualify fo r Ho me  Health Se rvices :

• Have  a medical nee d fo r home  health pro fes s ional 

s e rvices , DME, or s upplies  that are  co ns idered a 

bene fit unde r Ho me  Health Se rvices  and as  

do cumente d in the  c lie nt’ s  plan o f care  (POC).

• Rece ive  s e rvices  that me et the  c lient’ s  e xis ting medical 

ne eds  and can be  s afe ly provide d in the  c lient’ s  ho me .

• Rece ive  prio r authorization from TMHP for all home  

he alth pro fes s ional s e rvices , DME, o r s upplie s .

Ce rtain DME/supplie s may be  obtaine d without prior autho-

rization although provide rs must re tain a Home  He alth 

Se rvice s (Title  XIX) Durable  Me dical Equipme nt 

(DME)/Me dical Supplie s Physician Orde r Form re vie we d 

and signe d by the  tre ating physician for the se  c lie nts.

Refer to: “ Auto mated Inquiry Sys te m (AIS)”  on page  xiii.

Note: Me dicaid be ne fic iarie s  who  are  unde r 2 1  ye ars  o f 

age  are  e ntitle d to  all me dically ne ce s s ary private  duty 

nurs ing (PDN) s e rvice s  and/or home  he alth SN s e rvice s . 

Nurs ing s e rvice s  are  me dically ne ce s s ary whe n the  

re que s te d s e rvice s  are  nurs ing s e rvice s  as  de fine d in the  

Te xas  Nurs ing Practice  Act and its  imple me nting re gula-

tions ; the  re que s te d s e rvice s  corre ct or ame liorate  the  

be ne fic iary’ s  dis ability or phys ical or me ntal illne s s  or 

condition; and the re  is  no  third-party re s ource  that is  finan-

Modifier Visit Service Category

U2  SN or home  he alth aide  s e cond vis it pe r day

U3 SN or home  he alth aide  third vis it pe r day

GP PT

GO OT

http://www.tmhp.com
www.tmhp.com/file library/file library/fee schedules
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cially re s pons ible  fo r the  s e rvice s . Re que s ts  for nurs ing 

s e rvice s  mus t be  s ubmitte d on the  re quire d Me dicaid 

fo rms  and mus t include  s upporting docume ntation. The  

s upporting docume ntation mus t c le arly and cons is te ntly 

de s cribe  the  be ne fic iary’ s  curre nt diagnos is , functional 

s tatus  and condition; cons is te ntly de s cribe  the  tre atme nt 

throughout the  docume ntation; and provide  a s uffic ie nt 

e xplanation o f how the  re que s te d nurs ing s e rvice s  corre ct 

or ame liorate  the  be ne fic iary’ s  dis ability or phys ical or 

me ntal illne s s  or condition. Me dically ne ce s s ary nurs ing 

s e rvice s  will be  authorize d e ithe r as  PDN s e rvice s  or as  

Home  He alth SN s e rvice s , de pe nding on whe the r the  

be ne fic iary’ s  nurs ing ne e ds  can be  me t on a pe r vis it 

bas is .

24.3.1.1  Retroactive Eligibility

When a home  health agency is  providing s ervices  to  a 

c lient who  is  pe nding Me dicaid co ve rage , the  agency is  

re s po ns ible  fo r finding out the  e ffe ctive  dates  fo r e ligi-

bility, which can be  done  by contacting AIS at 

1 -8 0 0 -9 2 5 -9 1 2 6  or the  TMHP EDI He lp Des k at 

1 -8 8 8 -8 6 3 -3 6 3 8 .

TMHP mus t re ce ive  all documentation and c laims  for 

c lients  with re troactive  e ligibility within 9 5  days  from the  

date  e ligibility was  added to  TMHP’ s  e ligibility file .

24.3.1.2  Authorization of Retroactive Eligibility

After the  c lient’ s  e ligibility is  on TMHP’ s  e ligibility file , the  

age ncy has  95  days from the  add date  to  obtain authori-

zation for se rvice s alre ady re nde re d. The  age ncy mus t 

contact TMHP Ho me  Health Services  Authorization 

De partme nt to  obtain autho rization for curre nt se rvice s 

within thre e  busine ss days of the  c lie nt’s e ligibility be ing 

adde d to  TMHP’s e ligibility file . The  nurs e  who  made  the  

initial as s es s ment vis it in the  c lient’ s  home  s hould make  

this  call.

24.3.2  Prior Authorization

Prior authorization o f initial coverage  o f ho me  health 

s ervices  (SN, HHA, PT, OT) fo r an e ligible  c lient can be  

obtained by calling the  TMHP Contact Ce nter Home  Health 

Services  line  at 1 -8 0 0 -9 2 5 -8 9 5 7 , by fax to  

1 -5 1 2 -5 1 4 -4 2 0 9  or through the  TMHP webs ite  at 

www.tmhp.com. 

The  fo llowing authorizatio n reque s ts  can be  s ubmitted 

thro ugh the  TMHP webs ite  at www.tmhp.com:

• Ho me  Health Services  (Title  XIX) Durable  Me dical 

Equipme nt (DME)/ Medical Supplies  Phys ic ian Orde r 

Form.

• Medicaid Certificate  o f Medical Neces s ity fo r 

CPAP/ BiPAP or Oxygen Therapy.

• Medicaid Certificate  o f Neces s ity fo r Ches t Phys io -

therapy Device  Form— Initial Reques t.

• Medicaid Certificate  o f Neces s ity fo r Ches t Phys io -

therapy Device  Form— Extended Re que s t.

• Statement fo r Initial Wo und Therapy Sys te m In-Home 

Us e .

• Statement fo r Recertification o f Wo und The rapy Sys tem 

In-Home Us e .

• Whe elchair/ Scoo ter/ Stro lle r Seating As s e s s ment Form 

(THSteps -CCP/ Home He alth Service s ) (Attachments  

will be  s ent s eparate ly due  to  s ize  and de tailed 

info rmation).

• Ho me Health Se rvices  Plan o f Care  (POC).

Refer to: " Prior Authorizatio n Reques ts  Thro ugh the  TMHP 

Webs ite "  on page  5 -4  fo r more  info rmation, 

inc luding mandatory do cumentatio n 

require ments .

If a c lient’ s  primary coverage  is  private  ins urance , and 

Medicaid is  s econdary, prior authorizatio n is  required fo r 

Medicaid re imburs ement.

If the  primary coverage  is  Me dicare , and Medicare  

approves  the  s e rvice , and Medicaid is  s e condary, prio r 

authorization is  no t required. TMHP will only pay the  

co ins urance .

If Medicare  denie d the  s ervice , then Medicaid prior autho -

rization is  require d. Co ntact Medicaid within 3 0  days  o f 

rece ipt o f Medicare ’ s  final de nial le tter. The  final de nial 

le tte r from Me dicare  must acco mpany the  authorization 

reques t.

If the  s ervice  is  a Medicaid-o nly s ervice , prio r authorization 

is  required.

The  provider is  res pons ible  for de termining if e ligibility is  

e ffe ctive  by us ing AIS or an e le ctronic  e ligibility inquiry 

through TMHP EDI gate way.

The  provider mus t contact TMHP Ho me  Health Services  

Authorizatio n De partme nt within thre e  bus ines s  days  o f 

the  s tart o f care  (SOC) fo r pro fes s ional s ervice s  o r the  

DOS for DME/ medical s upplies  to  obtain authorization. 

Fo llo wing the  regis tered nurs e ’ s  (RN) as s e s s ment/ evalu-

ation o f the  c lie nt in the  ho me  s e tting, the  nurs e  who  

made  the  initial as s es s ment vis it in the  c lient’ s  home  

s hould make  this  call to  ans wer que s tions  about the  

c lient’ s  condition as  it re lates  to  the  medical neces s ity.

If inadequate  o r incomple te  information is  provided or is  

lacking medical neces s ity, the  provider will be  reques te d 

to  furnis h additional do cumentation as  re quired to  make  

a de c is ion o n the  reque s t. Providers  have  two  we eks  to  

s ubmit the  re ques ted docume ntation be caus e  it o fte n 

mus t be  obtained from the  c lient’ s  phys ic ian. If the  

additional do cumentatio n is  re ce ived within the  two -we ek 

pe rio d, authorizatio n can be  co ns idered for the  o riginal 

date  o f contact. If the  additional docume ntation is  

re ce ived more  than two  weeks  fro m the  re ques t fo r the  

do cumentatio n, autho rization is  no t cons ide re d be fo re  the  

date  the  additional do cumentatio n is  rece ived. It is  the  

DME/ s upplie r/ ho me  health agency’ s  res pons ibility to  

contact the  phys ic ian to  obtain the  re que s ted additional 

do cumentation.

TMHP’ s  Ho me  Health Se rvices  to ll-free  number is  

1 -8 0 0 -9 2 5 -8 9 5 7 . The  Home  Health Services  Authorization 

Che cklis t is  a us e ful res o urce  fo r ho me  health age ncy 

www.tmhp.com
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providers  comple ting the  authorization proces s . This  

optio nal fo rm o ffers  the  nurs e  a de tailed acco unt o f the  

c lient’ s  nee ds  when comple ted. Co ntact TMHP In-Home  

Care  Contact Center at 1 -8 0 0 -8 4 6 -7 4 7 0  fo r more  

information.

Refer to: " Durable  Me dical Equipment (DME) and 

Supplies "  on page  2 4 -2 9  fo r DME/ medical 

s upplie s  prio r authorizatio n and " Medicaid 

Re lations hip to  Medicare "  o n page  2 4 -7 0 .

Client e ligibility fo r Medicaid is  fo r one  month at a time . 

Providers  s hould verify e ligibility e ve ry month. Prior autho -

rization does  not guarantee  payme nt.

24.4  Home Health Services
The  bene fit period fo r ho me  health pro fe s s ional s ervices  

is  up to  6 0  days  with a current POC. In chro nic  and s table  

s ituations , DME and s upplie s  o rdered on a Home Health 

Services  (Title  XIX) Durable  Me dical Equipment 

(DME)/ Me dical Supplie s  Phys ic ian Order Form may be  

authorize d for up to  six months  with me dical ne ce s s ity 

de te rmination. Becaus e  a Me dicaid c lient’ s  e ligibility 

period is  fo r one  month, providers  s hould bill fo r a one  

month s upply at a time , e ve n though prio r authorization 

may be  granted fo r up to  s ix mo nths . This  exte nded autho -

rization period begins  on the  date  that c lients  rece ive  the ir 

firs t authorized ho me  health s ervice . The  Te xas  Medicaid 

Program allo ws  additional vis its , DME, o r s upplie s  that 

have  been determined to  be  medically ne ce s s ary and 

have  been autho rized by TMHP Home He alth Service s  

Authorization Department. Providers  mus t re tain all 

o rders , s igned and dated Title  XIX fo rms , de livery s lips , 

and invo ices  fo r all s upplies  provide d to  a c lie nt and mus t 

dis c lo s e  them to  the  HHSC o r its  des ignee  on reque s t. 

Thes e  re cords  and c laims  mus t be  re tained fo r a minimum 

o f five  ye ars  from the  date  o f s e rvice  (DOS) o r until audit 

ques tions , appe als , hearings , inves tigations , o r court 

cas e s  are  re s o lved. Us e  o f the s e  s e rvices  is  s ubje ct to  

re tros pe ctive  revie w.

24.4.1  Client Evaluation

When a home  health agency re ce ives  a re ferral to  provide  

ho me  health s e rvices , s upplies , o r DME for a Medicaid-

e ligible  c lie nt, the  age ncy-e mployed RN s hould e valuate  

the  c lient in the  home  be fore  calling TMHP fo r prio r autho -

rization. Although recommended, a home  vis it is  no t 

re quired if only DME or s upplie s  are  needed and be ing 

reques ted by the  phys ic ian on a Title  XIX form. DME or 

s upplie s  reques ted on a Ho me Health Services  POC 

re quire  an RN home  evaluation. It is  expected that appro -

priate  re fe rrals  will be  made  be tween home  health 

age ncies  and DME s upplie rs  fo r care . It is  re commended 

that DME s uppliers  keep ope n communication with the  

c lient’ s  phys ic ian fo r current re porting.

This  evaluation s hould inc lude  as s e s s me nt o f the  

fo llowing:

• Medical neces s ity fo r home  health s ervices , s upplies , 

o r DME.

• Safe ty.

• Appropriatene s s  o f care  in the  ho me  s e tting.

• Capable  caregiver available  if c lients  are  unable  to  

pe rform the ir own care  o r mo nitor the ir own medical 

condition.

Fo llowing the  RN’ s  as s es s ment/ evaluation o f the  c lient in 

the  ho me  s e tting fo r home  health s ervices  needs , the  

agency RN who  comple te d the  home  evaluation mus t 

contact TMHP for prior authorization within thre e  bus ines s  

days  o f the  SOC.

24.4.2  Physician Supervision—Plan of Care

For the  Home  Health Service s  plan o f care  (POC) to  be  

valid, the  tre ating phys ic ian mus t s ign and date  it, and 

indicate  when the  s ervices  will begin. The  home  health 

age ncy mus t update  and maintain the  POC at leas t e ve ry 

6 0  days  o r as  ne ces s itated by a change  in conditio n.

Medicare  Fo rm 4 8 5  is  no t accepted as  a POC. The  Home  

Health Service s  POC is  the  only acceptable  fo rm for 

re imburs ement from the  Texas  Medicaid Program.

24.4.2.1  Written Plan of Care

A Home  Health Se rvices  POC is  required fo r SN s e rvices , 

HHA, PT, and OT s e rvices . The  POC is  no t required as  an 

attachment with the  c laim, but a s igned and dated POC 

mus t be  re tained in the  c lient’ s  medical re cord with the  

provide r and re ques ting phys ic ian. The  c lie nt’ s  attending 

phys ic ian mus t reco mmend, s ign, and date  a POC. The  

POC does  not need to  be  s igned by the  phys ic ian be fore  

contacting TMHP for authorization when o rders  fo r home  

care  have  been rece ived from the  phys ic ian. The  POC s hall 

be  initiate d by the  RN in a c le ar and legible  fo rmat. The  

POC mus t contain the  fo llowing information:

• Activitie s  permitted.

• All pe rtinent diagnos e s .

• Available  care give r.

• Client Medicaid number.

• Date  the  c lient was  las t s een by the  phys ic ian. The  

c lient mus t be  s een by a phys ic ian within 30  days  o f the  

initial SOC and at leas t once  every s ix months  there -

afte r unles s  a diagno s is  has  bee n e s tablis hed by the  

phys ic ian and the  c lient is  curre ntly undergo ing 

phys ic ian care  and treatment. The  phys ic ian vis it may 

be  waived when a diagnos is  has  alre ady bee n es tab-

lis hed by the  phys ic ian and the  re c ipient is  under the  

continuing care  and me dical s upe rvis ion o f the  

phys ic ian. Any waive r mus t be  bas e d on the  phys ic ian’ s  

written s tate ment that an additio nal evaluation vis it is  

no t medically nece s s ary. The  o riginal mus t be  

maintained by the  re que s ting phys ic ian and a copy 

mus t be  maintained in the  providing provider’ s  file s .

• Equipment/ s upplies  re quire d.

• Ins tructions  fo r time ly dis charge  o r re fe rral.



24–8 CPT only copyright 2 0 0 7  American Medical As s oc iation. All rights  res erved.

Section 2 4   

• Lis t all community o r s tate  agency s ervices  the  c lient 

re ce ives  in the  home  (e .g., primary home  care  [PHC], 

PCS, community-bas ed alte rnative  [CBA], Medically 

De pende nt Children’ s  Program [MDCP]).

• Me dications  inc luding the  do s e , route , and frequency.

• Me ntal s tatus .

• Nutritional requirements .

• Phys ic ian licens e  number.

• Prior and current functional limitations .

• Prognos is .

• Provide r Medicaid number.

• Rehabilitation potential.

• Safe ty me as ures  to  pro te ct agains t injury.

• SOC date  fo r home  health s ervices .

• Tre atments , inc luding amount, duratio n, and freque ncy.

• Types  o f s e rvices  including amount, duration, and 

freque ncy.

• Wo und care  o rders  and me as ure me nts .

Phys ic ian orde rs  fo r PT and/ o r OT s e rvices  mus t inc lude  

the  Inte rnational Classification of Dise ase s, Ninth Re vision, 

Clinical Modification (ICD-9 -CM) diagnos is  codes  fo r an 

acute  o r exacerbate d event, if the  fo llowing co nditio ns  

apply:

• PT/ OT is  be ing reques te d.

• Spe cific  pro cedures  and mo dalities  are  to  be  us ed.

• Amo unt, freque ncy, and duration o f the rapy ne eded.

• Phys ical and/ or o ccupational therapy and goals .

• Name  o f therapis t who  partic ipated in de ve loping the  

POC is  lis ted.

The  phys ic ian and home  he alth age ncy nurs ing, PT, and 

OT pe rs onne l mus t re vie w the  POC as  o ften as  the  s e ve rity 

o f the  c lient’ s  condition requires  o r at le as t once  every 6 0  

days . This  s igned and dated do cumentation mus t be  

maintained in the  c lient’ s  medical re cord with the  o rdering 

phys ic ian and reques ting provider. This  applie s  to  all 

written and verbal o rde rs , and plans  o f care .

Ve rbal phys ic ian o rders  may only be  give n to  pe ople  autho -

rized to  re ce ive  the m unde r s tate  and federal law. They 

mus t be  re duce d to  writing, s igned, and dated by the  RN 

or qualified therapis t res pons ible  fo r furnis hing or s uper-

vis ing the  o rdered s ervice , and placed in the  c lient’ s  chart. 

The  phys ic ian mus t s ign the  written copy o f the  verbal 

o rde r within two  we eks  or per agency po licy if le s s  than 

two  we eks . A co py o f the  writte n ve rbal o rder mus t be  

maintained in the  c lient’ s  chart be fore  and afte r be ing 

s igned by the  phys ic ian.

The  type  and frequency o f vis its , s upplies , o r DME mus t 

appear o n the  POC be fo re  the  phys ic ian s igns  the  orde rs , 

and may not be  added after the  phys ic ian has  s igned the  

orde rs . If any change  in the  POC o ccurs  during an autho ri-

zation period (additional vis its , s upplie s , o r DME), the  

ho me  health age ncy mus t call TMHP Home  He alth 

Services  Authorizatio n Departme nt fo r authorizatio n and 

maintain a comple ted re vis ed reques t POC s igned by the  

phys ic ian.

Coverage  periods  do  no t ne ce s s arily co inc ide  with 

cale ndar weeks  o r months  but ins tead co ve r a number o f 

s e rvices  to  be  s che duled be twee n a s tart and end date  

that is  as s igne d during the  prior autho rization. The  age ncy 

must contact TMHP within three  bus ines s  days  after the  

SOC date  fo r prio r authorizatio n.

Refer to: “ Home  Health Services  Plan o f Care  (POC)”  on 

page  B-4 7 .

" Phys ical Therapy (PT) Services "  on page  2 4 -1 4 .

24.5  Benefits
Ho me  he alth s ervices  inc lude  SN s e rvices , HHA vis its , PT 

vis its , OT vis its , DME, and e xpendable  medical s upplies  

that are  pro vided to  e ligible  Me dicaid c lients  at the ir place  

o f res idence .

Medicaid bene fic iaries  under 2 1  ye ars  o f age  are  entitled 

to  all medically neces s ary DME. DME is  medically 

ne ces s ary whe n it is  re quired to  co rrect o r ame lio rate  

dis abilitie s  o r phys ical o r mental illnes s es  o r conditions . 

Any nume rical limit on the  amo unt o f a particular ite m o f 

DME can be  exceeded for Medicaid be ne fic iaries  unde r 

2 1  years  o f age  if me dically neces s ary. Like wis e , time  

periods  fo r replacement o f DME will no t apply to  Medicaid 

be ne fic iaries  under 2 1  years  o f age  if the  replacement is  

medically neces s ary. When prior autho rization is  re quire d, 

the  informatio n s ubmitted with the  reques t mus t be  s uffi-

c ient to  docume nt the  reas ons  why the  reques te d DME 

item o r quantity is  medically ne ces s ary.

Medicaid bene fic iaries  under 2 1  ye ars  o f age  are  entitled 

to  all medically ne ces s ary PDN s ervices  and/ or home  

he alth SN s ervice s . Nurs ing s ervice s  are  me dically 

ne ces s ary whe n the  re ques ted s e rvices  are  nurs ing 

s e rvices  as  de fine d by the  Te xas  Nursing Practice  Act and 

its  implementing re gulations ; the  reques ted s e rvices  

correct o r amelio rate  the  bene fic iary’ s  dis ability o r 

phys ical o r mental illnes s  o r condition; and there  is  no  

third party res ource  financially res pons ible  fo r the  

s e rvices . Re ques ts  fo r nurs ing s ervice s  mus t be  

s ubmitted o n the  re quired Medicaid fo rms  and inc lude  

s uppo rting do cumentatio n. The  s uppo rting do cumentation 

mus t: c learly and cons is tently de s cribe  the  be ne fic iary’ s  

current diagnos is , functio nal s tatus  and conditio n; cons is -

tently de s cribe  the  treatment throughout the  

do cumentation; and provide  a s uffic ient explanation as  to  

ho w the  reque s ted nurs ing s ervice s  co rrect o r amelio rate  

the  bene fic iary’ s  dis ability o r phys ical o r mental illnes s  o r 

condition. Medically neces s ary nurs ing s ervices  will be  

authorize d e ither as  PDN s ervice s  o r as  Ho me  He alth SN 

s e rvices , de pe nding o n whether the  bene fic iary’ s  nurs ing 

ne eds  can be  met o n a per vis it bas is .

Prio r authorization mus t be  obtaine d fo r all pro fe s s io nal 

s e rvices , s ome  s upplies , and mos t DME from TMHP within 

thre e  busine ss days of SOC. Altho ugh provide rs  may s upply 

s o me  DME and medical s upplies  to  a c lient without prior 

authorization, they mus t s till re tain a copy o f the  Home  
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He alth Services  (Title  XIX) Durable  Medical Equipme nt 

(DME)/ Me dical Supplie s  Phys ic ian Order Form that has  

be en comple te d and s igne d by the  c lient’ s  attending 

phys ic ian.

For re imburs ement, pro viders  s ho uld no te  the  fo llowing:

• The  c lient’ s  atte nding phys ic ian mus t re ques t pro fe s -

s ional and/ o r HHA s ervice s  through a home  health 

agency, and s ign and date  the  POC.

• Claims  are  appro ve d or denied acco rding to  the  e ligi-

bility, prio r authorization s tatus , and medical 

appropriate nes s .

• Claims  mus t repre s ent a quantity o f 1  month for 

s upplies  billed.

• Nurs ing, nurs e  aide , PT, and OT s e rvices  mus t be  

provide d thro ugh a Medicaid-enro lled home  health 

agency. Thes e  s ervices  mus t be  billed us ing the  home  

he alth agency’ s  pro vider identifie r. File  the s e  s e rvices  

on a UB-0 4  CMS-1 4 5 0  c laim fo rm.

• PT, OT, and/ o r s peech therapy (ST) are  always  billed as  

POS 2  and may be  authorize d to  be  pro vided in the  

fo llowing lo cations : home  o f the  c lie nt, home  o f the  

caregiver/ guardian, c lient’ s  day care  fac ility, o r the  

c lient’ s  s choo l. Services  provided to  a c lient on s choo l 

premis es  are  only pe rmitted when de live re d be fore  o r 

afte r s choo l hours . The  o nly THSteps -CCP therapy that 

can be  de livered in the  c lient’ s  s choo l during re gular 

s choo l hours  are  tho s e  de livered by s cho o l dis tricts  as  

Scho o l Health and Re lated Services  (SHARS) in POS 9 .

• DME/ s upplie s  must be  provided by e ithe r a Me dicaid 

enro lled home  health agency’ s  Medicaid/ DME s upply 

provide r o r an inde pe nde ntly-e nro lled Medicaid/ DME 

s upply provider. Both must enro ll and bill us ing the  

provider identifie r enro lled as  a DME s upplie r. File  

thes e  s ervices  on a CMS-1 5 0 0  c laim fo rm.

Note: Me dical s ocial s e rvice s  and s pe e ch-language  

pathology s e rvice s  are  available  to  c lie nts  2 0  ye ars  o f age  

and younge r and are  not a be ne fit o f Home  He alth 

Se rvice s . The s e  s e rvice s  may be  cons ide re d a be ne fit fo r 

c lie nts  who  qualify for THSte ps -CCP.

Us e  the  fo llowing type  o f s ervice  (TOS) codes  when 

providing home  health s ervices :

24.5.1  Home Health Skilled Nursing 
Services

Ho me  health SN s ervice s  are  a bene fit o f the  Home Health 

Service s  whe n a c lient requires  nurs ing s ervice s  fo r an 

acute  condition o r an acute  exacerbation o f a chronic  

condition that can be  met o n an intermittent o r part-time  

bas is  and typically has  an end-po int. SN vis its  may be  

provide d on cons ecutive  days . SN vis its  are  inte nded to  

provide  SN care  to  promote  indepe ndence  and s upport 

the  c lient living at home . Home Health Services  mus t be  

provide d by a licens ed and certified home  health agency 

enro lled in the  Texas  Medicaid Program.

Note: Nurs ing vis its  fo r the  primary purpos e  o f as s e s s ing 

a c lie nt’ s  care  ne e ds  to  de ve lop a POC are  cons ide re d 

adminis trative  and not billable . The s e  vis it cos ts  are  

re fle cte d on the  cos t re port.

An acute  condition is  cons ide re d a co nditio n or exacer-

bation that is  antic ipated to  improve  and reach res o lution 

within 6 0  days . An intermittent bas is  is  co ns idered an SN 

vis it provided fo r le s s  than e ight hours  pe r vis it and le s s  

frequently than daily. Intermittent vis its  may be  de livered 

in interval vis its  up to  2 .5  ho urs  per vis it, no t to  excee d a 

combined to tal o f three  vis its  pe r day. A part-time  bas is  is  

cons idered an SN vis it provided le s s  than e ight hours  pe r 

day fo r any number o f days  pe r week. Part-time  vis its  may 

be  co ntinuo us  up to  7 .5  hours  per day (no t to  excee d a 

combined to tal o f three  2 .5  hour vis its ). 

SN vis its  are  cons idered me dically neces s ary fo r c lients  

who  re quire  the  fo llowing:

• Skillful obs ervations  and judgment to  improve  health 

s tatus , s killed as s es s ment, o r s killed 

treatments / pro cedures .

• Individualized, intermittent, acute  s killed care .

• Skilled interventions  to  improve  health s tatus , and if 

s killed intervention is  de layed, it is  expected to  res ult 

in the  de te rio ratio n o f a chronic  co ndition o r one  o f the  

fo llowing:

• Los s  o f function.

• Imminent ris k to  he alth s tatus  due  to  medical 

fragility, o r ris k o f de ath.

Whe n do cumentatio n do es  no t s upport medical neces s ity 

fo r home  health SN vis its , providers  may be  dire cte d to  

po s s ible  alternative  s ervice s  bas ed on the  c lient’ s  age  

and ne eds .

24.5.1.1  Skilled Nursing Visits

All SN s e rvices  mus t be  prio r authorize d. 

SN vis its  are  limited to  SN procedures  performed by an RN 

or LVN licens ed to  perfo rm thes e  s ervices  unde r the  Te xas 

Nursing Practice  Act and inc lude  direct SN care , and 

pare nt o r guardian, caregiver training, and educatio n as  

we ll as  SN obs ervation, as s e s s me nt, and evaluation by an 

RN, provide d a phys ic ian s pe cifically re ques ts  that a nurs e  

vis it the  c lie nt fo r this  purpo s e , and the  phys ic ian’ s  o rder 

re fle cts  the  medical neces s ity fo r the  vis it.

For all c lients , SN vis its  may be  pro vided in the  fo llo wing 

lo cations :

• Ho me o f the  c lient, pare nt, guardian, o r caregiver.

• Fos ter homes .

• Independent living arrangeme nts .

TOS Description

1 Me dical s ervices  (including s ome  inje ctable  

drugs )

9 Medical s upplies

C Home He alth Procedure

J Purchas e  (new)

L Rental, monthly



24–10 CPT only copyright 2 0 0 7  American Medical As s oc iation. All rights  res erved.

Section 2 4   

Skilled Nursing Care

Skille d nursing care  co ns is ts  o f thos e  s e rvices  that mus t, 

under s tate  law, be  pe rformed by a RN or LVN, and mee t 

the  crite ria fo r SN s ervices  s pec ified in the  Title  4 2  Code  

of Fe de ral Re gulations  (CFR) § §  4 0 9 .3 2 , 4 0 9 .3 3 , and 

4 0 9 .4 4 ). 

In de te rmining whether a s e rvice  requires  the  s kill o f a 

licens ed nurs e , cons ideration mus t be  give n to  the  

inherent co mplexity o f the  s e rvice , the  condition o f the  

c lient, and the  accepted s tandards  o f me dical and nurs ing 

practice .

The  fact that the  SN s ervice  can be , o r is , taught to  the  

c lient o r to  the  c lie nt’ s  family o r friends  do es  no t ne gate  

the  s killed as pect o f the  s ervice  when the  s ervice  is  

pe rforme d by a nurs e .

If the  s ervice  co uld be  perfo rmed by the  average  

no nmedical pers on, the  abs ence  o f a compe te nt pers on 

to  perfo rm it does  not caus e  it to  be  an SN s ervice .

If the  nature  o f a s ervice  is  s uch that it can s afe ly and 

e ffe ctive ly be  perfo rmed by the  ave rage  no nmedical 

pe rs o n without dire ct s upe rvis ion o f a licens e d nurs e , the  

s ervice  cannot be  regarded as  an SN s ervice .

Some  s e rvices  are  c las s ified as  SN s e rvices  o n the  bas is  

o f complexity alo ne  (e .g., intraveno us  and intramus cular 

inje ctions  o r ins ertio n o f catheters ), and if re as onable  and 

neces s ary to  the  treatment o f the  c lient’ s  illnes s  o r injury, 

wo uld be  co ve red on that bas is . However, in s o me  cas es , 

the  c lient’ s  co ndition may caus e  a s e rvice  that would 

o rdinarily be  cons idered uns killed to  be  co ns idered an SN 

s ervice . This  would o ccur when the  c lient’ s  co ndition is  

s uch that the  s ervice  can be  s afe ly and e ffe ctive ly 

provide d only by a nurs e .

A s ervice  which, by its  nature , requires  the  s kills  o f a 

nurs e  to  be  provide d s afe ly and e ffe ctive ly continue s  to  be  

a s killed s ervice  even if it is  taught to  the  c lient, the  

c lient’ s  family, o r o ther caregivers . Where  the  c lient ne eds  

the  SN care  and there  is  no  one  trained, able  and willing 

to  provide  it, the  s ervice s  o f a nurs e  would be  reas onable  

and neces s ary to  the  treatment o f the  illnes s  o r injury.

The  SN s ervices  mus t be  reas onable  and ne ces s ary to  the  

diagnos is  and treatment o f the  c lient’ s  illnes s  o r injury 

within the  context o f the  c lient’ s  unique  medical condition. 

To  be  cons ide red re as onable  and ne ces s ary fo r the  

diagnos is  o r treatment o f the  c lie nt’ s  illnes s  o r injury, the  

s ervices  mus t be  cons is tent with the  nature  and s everity 

o f the  illnes s  o r injury, the  c lient’ s  particular medical 

ne eds , and within accepte d s tandards  o f medical and 

nurs ing practice . A c lient’ s  overall medical condition is  a 

valid factor in dec iding whe ther s killed s e rvices  are  

ne ede d. A c lie nt’ s  diagno s is  s ho uld ne ve r be  the  s o le  

facto r in dec iding whether the  s e rvice  the  c lient ne eds  is  

e ither s killed o r no t s killed.

The  determination o f whethe r the  s e rvices  are  re as onable  

and nece s s ary s hould be  made  in cons ideration o f the  

phys ic ian’ s  de termination that the  s ervice s  o rdered are  

re as onable  and neces s ary. The  s ervices  mus t, there fo re , 

be  viewe d from the  pers pective  o f the  co ndition o f the  

c lient when the  s ervice s  were  orde re d, and what was , at 

that time , reas onably e xpected to  be  appropriate  

treatment fo r the  illnes s  o r injury throughout the  certifi-

cation period.

The  SN care  mus t be  provide d on a part-time  or inte r-

mittent bas is .

Professional Nursing

Profe ssional nursing pro vided by an RN, as  de fine d in the  

Te xas Nurse  Practice  Act, means  the  pe rformance  o f an 

act that requires  s ubs tantial s pec ialized judgme nt and 

s kill, the  proper perfo rmance  o f which is  bas ed on 

kno wle dge  and application o f the  princ iples  o f bio logical, 

phys ical, and s oc ial s c ience  as  acquired by a comple ted 

cours e  in an approved s cho o l o f pro fes s ional nurs ing. The  

term do es  no t inc lude  acts  o f me dical diagno s is  o r the  

pres criptio n o f therape utic  o r co rrective  meas ures . Pro fes -

s io nal nurs ing invo lves :

• The  o bs e rvatio n, as s es s me nt, interve ntion, evaluatio n, 

rehabilitation, care  and couns e l, o r health teachings  o f 

a pers on who  is  ill, injured, infirm, o r experiencing a 

change  in no rmal he alth proce s s es .

• The  maintenance  o f health or prevention o f illnes s .

• The  adminis tration o f a medication or treatment as  

o rde re d by a phys ic ian, podiatris t, o r dentis t.

• The  s upe rvis ion o f de legated nurs ing tas ks  o r te aching 

o f nurs ing.

• The  adminis tration, s upervis io n, and evaluation o f 

nurs ing practices , po lic ies , and procedure s .

• The  perfo rmance  o f an act de legate d by a phys ic ian.

• De ve lopment o f the  nurs ing care  plan.

Pro fes s ional nurs ing als o  invo lves  as s is ting in the  e valu-

ation o f an individual’ s  res pons e  to  a nurs ing intervention 

and the  identification o f an individual’ s  nee ds  and 

engaging in o the r acts  that require  education and training, 

as  pres cribed by board rules  and po lic ies , commens urate  

with the  nurs e ’ s  experience , continuing education, and 

de mons trated co mpetency.

Vocational Nursing

Vocational nursing, as  de fined in the  Te xas Nurse  Practice  

Act, means  a directed s cope  o f nurs ing practice , inc luding 

the  pe rformance  o f an act that re quire s  s pe cialize d 

judgment and s kill, the  proper perfo rmance  o f which is  

bas ed o n kno wledge  and application o f the  princ iples  o f 

bio logical, phys ical, and s o c ial s c ie nce  as  acquired by a 

comple te d cours e  in an approved s cho o l o f vo cational 

nurs ing. The  te rm does  not inc lude  acts  o f medical 

diagno s is  o r the  pre s criptio n o f therapeutic  o r co rrective  

meas ures . Vocatio nal nurs ing invo lves :

• Colle cting data and pe rforming focus ed nurs ing as s e s s -

ments  o f the  health s tatus  o f an individual.

• Partic ipating in the  planning o f the  nurs ing care  needs  

o f an individual.

• Partic ipating in the  deve lopment and modification o f 

the  nurs ing care  plan.

• Partic ipating in health teaching and co uns e ling to  

promo te , attain, and maintain the  o ptimum he alth le ve l 

o f an individual.
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Vo cational Nurs ing als o  invo lves  as s is ting in the  evalu-

ation o f an individual’ s  re s pons e  to  a nurs ing interve ntion 

and the  identification o f an individual’ s  nee ds  and 

engaging in o the r acts  that re quire  e ducation and training, 

as  pre s cribed by board rule s  and po lic ies , commens urate  

with the  nurs e ’ s  expe rience , co ntinuing education, and 

de mo ns trated competency.

Us e  procedure  code  C-G0 1 5 4  fo r SN s ervices .

24.5.2  Home Health Aide Services

HHA vis its  are  a bene fit o f Home  Health Service s  when a 

c lient re quires  nurs ing s e rvices  fo r an acute  co ndition o r 

an acute  e xacerbatio n o f a chronic  condition that can be  

met on an intermittent o r part-time  bas is . HHA vis its  are  

intended to  provide  pers onal care  s ervices  under the  

s upervis ion o f a RN, PT, o r OT employed by the  home  

he alth age ncy to  promote  indepe ndence  and s upport the  

c lient living at home .

HHA vis its  are  cons idered medically neces s ary fo r c lients  

who  re quire  general s upervis ion o f nurs ing care  provide d 

by an HHA over who m the  RN is  adminis trative ly o r pro fe s -

s ionally res pons ible  in addition to  the  fo llo wing:

• Skillful obs ervations  and judgment to  improve  health 

s tatus , s killed as s es s me nt, o r s killed treatme nts  o r 

procedures .

• Individualized, intermittent, acute  s killed care .

• Skilled interventions  to  improve  health s tatus , and if 

s killed intervention is  de layed, it is  expected to  res ult 

in the  de te rio ratio n o f a chronic  condition o r one  o f the  

fo llowing:

• Los s  o f function.

• Imminent ris k to  health s tatus  due  to  me dical 

fragility, o r ris k o f death.

When docume ntation doe s  no t s uppo rt medical nece s s ity 

fo r HHA vis its , providers  may be  directed to  pos s ible  alte r-

native  s ervices  bas ed on the  c lie nt’ s  age  and ne eds .

24.5.2.1  Home Health Aide Visits

HHA vis its  are  intended to  provide  hands -on pers onal 

care , pe rformance  o f s imple  procedures  as  an extens ion 

o f the rapy or nurs ing s e rvices , as s is tance  in ambulation 

or exercis es , and as s is tance  in adminis tering me dications  

that are  o rdinarily s e lf-adminis tered.

Any HHA s ervices  o ffe red by a home  he alth agency mus t 

be  provided by a qualifie d HHA under the  s upe rvis ion o f a 

qualified lice ns e d individual (RN, PT, OT) e mployed by the  

ho me  health agency.

For all c lie nts , HHA vis its  may be  provide d in the  fo llo wing 

lo cations :

• Ho me  o f the  c lient, pare nt, guardian, o r caregiver.

• Fos ter home s .

• Independent living arrangements .

The  duties  o f an HHA during a vis it inc lude , but are  no t 

limited to :

• Ambulation.

• As s is tance  with medication that is  o rdinarily s e lf-

adminis tered.

• As s is ting with nutritio n and fluid intake .

• Comple ting appropriate  do cumentatio n.

• Exerc is e .

• Hous e ho ld s ervices  es s ential to  the  c lient’ s  health care  

at home .

• Obtaining and recording the  c lient’ s  vital s igns  (tempe r-

ature , puls e , re s piratio ns , and blo od pres s ure ).

• Obs ervation, re porting and documentation o f the  

c lient’ s  s tatus , and the  care  o r s e rvice  furnis he d.

• Pers onal care  (hygiene  and grooming) inc luding but no t 

limited to :

• Spo nge , tub or s hower bath.

• Shampoo , s ink, tub o r be d bath.

• Nail and s kin care .

• Oral hygiene .

• Pos itioning.

• Range  o f motion.

• Reporting changes  in the  c lient’ s  co ndition and ne eds .

• Safe  trans fer.

• Toile ting and e limination care .

Us e  procedure  co de  C-G0 1 5 6  when billing fo r HHA 

s e rvices .

24.5.2.2  Supervision of Home Health Aides

Supervis ion, as  de fine d by the  Te xas Nurse  Practice  act, is  

the  proces s  o f directing, guiding, and influencing the  

outcome  o f an individual’ s  pe rformance  o f an activity.

A RN or the rapis t (PT/ OT) mus t provide  the  HHA writte n 

ins tructions  fo r all the  tas ks  de legated to  the  HHA. A 

therapis t may prepare  the  writte n ins tructions  if the  c lient 

is  re ce iving only HHA vis its , which do  not inc lude  

de legate d SN tas ks , in addition to  the  therapy s ervice s .

The  requirements  fo r HHA s upervis ion are  as  fo llows :

• When only HHA vis its  are  provided, an RN mus t make  a 

s upervis ory vis it to  the  c lie nt’ s  res idence  at leas t o nce  

every 6 0  days . The  s upe rvis ory vis it mus t o ccur when 

the  HHA is  providing care  to  the  c lient.

• Whe n SN, PT, and/ or OT vis its  are  provide d in addition 

to  a HHA vis it, an RN mus t make  a s upervis ory vis it to  

the  c lient’ s  res ide nce  at le as t e ve ry two  wee ks . The  

s upe rvis ory vis it mus t o ccur when the  HHA is  providing 

care  to  the  c lient.

• Whe n only PT and/ or OT vis its  are  pro vided in additio n 

to  HHA vis its , the  appropriate  therapis t may make  the  

s upervis ory vis it in place  o f an RN. The  s upervis ory vis it 

mus t o ccur when the  HHA is  providing care  to  the  c lie nt.

• Do cumentatio n o f HHA s upervis ion mus t be  maintained 

in the  c lient’ s  medical re cord.
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24.5.3  Home Health Skilled Nursing and 
Home Health Aides Services Provider 
Responsibilities

Provide rs  mus t be  a licens ed home  health age ncy e nro lle d 

in the  Texas  Medicaid Program and mus t comply with all 

applicable  federal, s tate , and lo cal laws  and regulations  

and Texas  Medicaid Pro gram po lic ies  and proce dure s . All 

providers  mus t maintain writte n po lic ies  and proce dure s  

fo r obtaining cons ent fo r medical tre atment fo r c lie nts  in 

the  abs ence  o f the  primary care give r that me et the  

s tandards  o f the  Te xas Family Code , Chapte r 3 2 , and 

obtaining phys ic ian s ignatures  fo r all te le phone  o rders  

within 1 4  calendar days  o f re ce ipt o f the  orde r.

Provide rs  mus t only accept c lie nts  on the  bas is  o f a 

re as o nable  expe ctatio n that the  c lie nt’ s  ne eds  can be  

adequate ly met in the  place  o f s e rvice . The  es s ential 

e lements  o f s afe  and e ffe ctive  home  he alth SN and/ or 

HHA s ervice s  inc lude  a trained pare nt, guardian, o r 

caregiver, a primary phys ic ian, co mpetent provide rs , and 

an enviro nment that s upports  the  c lient’ s  health and 

s afe ty needs .

The  place  o f s e rvice  mus t be  able  to  s upport the  health 

and s afe ty nee ds  o f the  c lie nt and mus t be  ade quate  to  

accommodate  the  us e , maintenance , and c le aning o f all 

me dical de vices , e quipment, and s upplie s  required by the  

c lient. Neces s ary primary and back-up utility, communi-

cation, and fire  s afe ty s ys tems  mus t be  available .

Note: A pare nt or guardian, primary care give r, o r alte rnate  

care give r may no t provide  SN and/or HHA s e rvice s  e ve n if 

he  or s he  is  an e nro lle d provide r or e mploye d by an 

e nro lle d provide r.

24.5.4  Home Health Skilled Nursing and 
Home Health Aide Services Prior Authori-
zation Requirements

SN s ervices  and HHA vis its  require  prio r autho rization. 

Reques ts  mus t be  s ubmitted by fax o r in writing by mail. 

Provide rs  mus t o btain authorization within three  bus ines s  

days  o f the  SOC date  fo r an initial authorizatio n. Fo r rece r-

tifications , provide rs  mus t obtain authorizatio n within 

s even bus ines s  days  o f the  new SOC date . During the  

authorizatio n pro ces s , provide rs  are  re quire d to  de live r 

the  re ques ted s e rvices  fro m the  SOC date  which is  the  

date  agree d to  by the  phys ic ian, the  RN, the  home  health 

age ncy, and the  c lie nt, parent, guardian, o r caregiver. The  

SOC mus t be  documented on the  POC. A provider 

re ques ting prio r autho rization for SN and/ or HHA Service s  

mus t s ubmit the  fo llowing documentation:

• A comple te d c lie nt as s e s s ment.

• A comple te d Texas  Medicaid Home  Health Services  

POC that mus t:

• Be s igne d and dated by the  as s e s s ing RN.

• Signe d and date d by the  phys ic ian or s ubmitte d with 

the  s igne d and dated phys ic ian’ s  o rde rs .

Prior authorization o f SN or HHA vis its  re quires  that a 

c lient’ s  primary care  phys ic ian comple te  the  fo llowing 

s teps :

• Pro vide  s pe cific , written, date d o rders  fo r SN or home  

health agency vis its  o r re certification that identifie s  that 

the  pres cribed vis its  are  medically nece s s ary as  

de fined in the  State ment o f Bene fits .

• Maintain documentation in the  c lient’ s  medical re cord 

that s upports  the  medical neces s ity o f the  pres cribed 

vis its .

• Maintain documentation in the  c lient’ s  medical re cord 

that demons trates  that the  c lient’ s  medical condition is  

s uffic ie ntly s table  to  pe rmit s afe  de livery o f the  

pres cribed vis its  as  des cribe d in the  c lie nt’ s  Ho me  

Health Services  POC.

• Es tablis h a medical plan o f care  that is  maintained in 

the  c lient’ s  me dical re cord.

• Provide  continuing care  and medical s upervis ion.

• Review and approve  the  c lient’ s  Home Health Se rvices  

POC once  every 6 0  days  o r more  frequently as  the  

phys ic ian de te rmine s  nece s s ary, inc luding but not 

limited to  a change  in the  c lient’ s  co ndition.

All s ignatures  mus t be  curre nt, unalte red, o riginal, and 

handwritten; computerized o r s tamped s ignatures  will no t 

be  acce pted. All docume ntation, inc luding all writte n and 

verbal o rde rs , and all phys ic ian-s igned POCs , mus t be  

maintained by the  o rdering phys ic ian, and the  ho me  

he alth age ncy mus t ke ep the  o riginal, s igned copy o f the  

POC in the  c lient’ s  medical re cord.

Reque s ts  mus t be  bas e d o n the  me dical ne eds  o f the  

c lient. Docume ntation mus t s upport the  quantity and 

freque ncy o f inte rmitte nt o r part-time  SN and/ o r HHA 

vis its  that will s afe ly meet the  c lient’ s  needs . The  amount 

and duration o f SN and/ or HHA vis its  reques ted will be  

evaluated by the  c laims  adminis trator. The  ho me  health 

age ncy mus t ens ure  the  reque s ted s ervice s  are  s upporte d 

by the  c lient as s es s ment, POC, and the  phys ic ian’ s  

o rde rs . 

The  le ngth o f the  authorizatio n is  de termined o n an 

individual bas is  and is  bas e d on the  goals  and time lines  

identified by the  phys ic ian, home  he alth agency, RN, and 

c lient, parent, guardian, o r care give r. SN and HHA vis its  

will be  prio r authorized fo r no  mo re  than 6 0  days  at a time . 

As  a c lient’ s  problems  are  res o lved and goals  are  met, a 

c lient’ s  condition is  expe cted to  become  more  s table , and 

the  c lient’ s  needs  fo r SN and HHA s ervices  may de creas e .

SN vis its  to  obtain routine  labo ratory s pe cime ns  may be  

cons ide re d when the  only alte rnative  to  obtain the  

s pec imen is  to  trans port the  c lient by ambulance . SN 

vis its  to  addres s  hyperbilirubinemia will no t be  cons idered 

fo r prio r autho rization if the  c lient has  an ope n authori-

zatio n fo r ho me  photo the rapy. Ho me  photo the rapy is  

re imburs e d as  a daily glo bal fe e  and inc lude s  co ve rage  o f 

SN vis its  fo r c lient o r parent, caregive r te aching and 

monito ring, and cus to mary and routine  labo ratory work. 

SN vis its  to  addres s  to tal parenteral nutrition (TPN)/ hype r-

alimentation will no t be  co ns idered fo r prio r authorization 

if the  c lient has  an o pe n autho rization fo r TPN/ hyperali-

mentatio n. TPN/ hyperalimentatio n is  re imburs ed as  a 

daily global fee  and inc ludes  cove rage  o f SN vis its  fo r 
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c lient, pare nt, o r care give r teaching and mo nitoring, 

cus tomary and ro utine  laboratory wo rk, and enteral 

s upplie s  and equipment. 

Up to  a maximum combined to tal o f three  SN and HHA 

vis its  may be  prior autho rized pe r day. One  vis it may las t 

up to  a maximum o f 2 .5  hours . SN and/ o r HHA vis its  may 

be  pro vided on co ns ecutive  days . 

When docume ntation doe s  no t s uppo rt medical nece s s ity 

fo r ho me  health SN and/ o r HHA vis its , pro viders  may be  

directed to  pos s ible  alte rnative  s e rvices  bas e d o n the  

c lient’ s  age  and nee ds .

A prior authorization for SN and/ o r HHA vis its  is  no  lo nge r 

valid when:

• The  c lient is  no  longer e ligible  fo r Medicaid.

• The  c lient no  lo nge r me ets  the  me dical ne ces s ity 

crite ria fo r SN and/ o r HHA s ervice s .

• The  place  o f s e rvice  cannot provide  fo r the  he alth and 

s afe ty o f the  c lient.

• The  c lient, parent, guardian, o r care giver re fus e s  to  

comply with the  attending phys ic ian’ s  plan o f tre atme nt 

and compliance  is  nece s s ary to  ens ure  the  health and 

s afe ty o f the  c lient. 

• The  c lient changes  providers  and the  change  o f no tifi-

cation is  s ubmitted to  the  c laims  adminis trator in 

writing with a prio r autho rization reque s t from the  new 

provider.

A nurs e / HHA may be  authorized to  provide  s e rvices  to  

more  than o ne  c lient ove r the  s pan o f the  day as  long as  

each c lient’ s  care  is  bas ed on an individualized POC and 

each c lie nt’ s  needs  and POC do  no t overlap with another 

c lient’ s  nee ds  and POC. Se ttings  in which a nurs e / HHA 

provide r may provide  s e rvices  in a provider-c lient ratio  

greater than 1 :1  inc lude , but are  no t limited to , homes  

with mo re  than o ne  c lie nt rece iving home  health s ervices , 

fo s ter ho mes , and independent living arrangements .

24.5.4.1  Canceling an Authorization

The  c lient has  the  right to  choos e  the ir ho me  health 

age ncy provide r and to  change  pro viders . If the  c lient 

changes  providers , TMHP mus t re ce ive  a change  o f 

provider le tte r with a new POC or Home  He alth Service s  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplies  Phys ic ian Order Form. The  c lient mus t s ign and 

date  the  le tter, which mus t inc lude  the  name  o f the  

previous  provider, the  current provider, and the  e ffe ctive  

date  fo r the  change . 

The  c lient is  re s pons ible  fo r notifying the  original provide r 

o f the  change  and the  e ffe ctive  date . Prior authorizatio n 

fo r the  ne w pro vider can only be  is s ued up to  thre e  

bus ine s s  days  be fore  the  date  TMHP rece ives  the  change  

o f provider le tter and the  new Ho me  Health Services  (Title  

XIX) Durable  Medical Equipment (DME)/ Medical Supplie s  

Phys ic ian Order Form.

24.5.4.2  Home Health Skilled Nursing Services and 

Home Health AIDE Services that will not be Prior 

Authorized

SN vis its  reques ted primarily to  provide  the  fo llowing will 

no t be  prio r authorized:

• Res pite  care .

• Child care .

• Activitie s  o f daily living fo r the  c lient.

• Ho us e kee ping s e rvices .

• Routine  po s t-o pe rative  dis e as e , treatme nt, o r 

medication te aching after a phys ic ian vis it.

• Routine  dis e as e , tre atment, o r medication teaching 

afte r a phys ic ian vis it.

• Individualized, comprehens ive  cas e  management 

be yo nd the  s e rvice  coordination required by the  Te xas 

Nurse  Practice  Act.

HHA vis its  reques ted primarily to  provide  the  fo llowing will 

no t be  prio r authorized:

• Ho us e kee ping s e rvices .

• Services  pro vided to  a c lie nt res iding in a hos pital, SN 

fac ility o r intermediate  care  fac ility.

Certain facilitie s  are  required by licens ure  to  meet all the  

medical needs  o f the  c lient. SNV and/ or HHA vis its  will no t 

be  authorized fo r c lients  rece iving care  in any o f the  

fo llowing fac ilitie s :

• Hos pitals .

• SN fac ilitie s .

• Intermediate  care  fac ilitie s  fo r the  mentally re tarded 

(ICF-MR).

• Special care  fac ilitie s , inc luding but no t limited to , s ub-

acute  units , and fac ilitie s  for the  treatment o f acquired 

immunode fic iency s yndrome  (AIDS).

24.5.5  Home Health Skilled Nursing and 
Home Health Aide Services Assessments 
and Reassessments

When a pro vider has  re ce ive d a re ferral and has  phys ic ian 

orde rs  fo r SN and/ or HHA s e rvices , the  pro vider mus t 

have  a RN perform an initial c lient as s es s ment in the  

c lient’ s  home . A c lient can be  re fe rred to  a home  health 

age ncy fo r SN and/ or HHA s e rvices  by the  c lient, the  

c lient’ s  phys ic ian, o r the  c lient’ s  family.

The  c lie nt as s e s s ment or reas s es s ment s ho uld inc lude , 

but is  no t limited to , the  fo llowing:

• Whether the  s e tting can s uppo rt the  he alth and s afe ty 

ne eds  o f the  c lient and is  adequate  to  accommo date  

the  us e , maintenance , and c leaning o f all medical 

de vice s , equipme nt, and s upplies  require d by the  

c lient.

• Compre he ns io n le ve l o f c lient, pare nt, guardian, o r 

caregiver.

• Receptivity to  training and ability leve l o f the  c lient, 

parent, guardian, o r caregive r.
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• A nurs ing as s e s s me nt o f medical nece s s ity fo r the  

re ques ted vis its  which inc ludes :

• Comple xity and intens ity o f the  c lie nt’ s  care .

• Stability and predictability o f the  c lient’ s  condition.

• Fre quency o f the  c lie nt’ s  ne ed for SN care .

• Ide ntifie d me dical ne eds  and goals .

• De s criptio n o f wo unds , if pre s ent.

• Cardiac  s tatus .

The  initial as s e s s ment and any reas s es s ments  perfo rmed 

by a RN are  re quire d whe n changes  in the  c lient’ s  

condition occur during the  cours e  o f the  authorization 

pe riod. If there  is  no  change  in the  c lient’ s  condition, the  

re as s es s me nt mus t do cument me dical ne ces s ity, as  

de fine d in the  Statement o f Be ne fits , to  s upport continued 

and o ngo ing SN and/ o r HHA vis its  be yond the  initial 

6 0 -day authorizatio n pe riod.

24.5.6  Supplies Submitted with a Plan of 
Care

The  cos t o f inc ide ntal s upplies  us ed during an SN vis it o r 

a HHA vis it may be  added to  the  charge  o f the  vis it ($ 1 0  

maximum fo r s upplie s  and inc luded in C-G0 1 5 4  vis it 

code ). Medical s upplie s  le ft at the  home  fo r the  c lient o r 

a s ubs equent home  health nurs e  to  us e  mus t be  billed 

with the  provider identifie r e nro lle d as  a DME s upplie r 

afte r prior authorization has  been granted by the  TMHP 

Ho me  Health Services  Prio r Authorization Department.

A ho me  health agency pro vider may reques t prio r autho ri-

zation fo r s upplies / DME by utilizing the  Home  Health 

Services  POC or the  Home  Health Services  (Title  XIX) 

Durable  Medical Equipment (DME)/ Me dical Supplie s  

Phys ic ian Order Form.

The  home  health agency may utilize  the  Ho me  Health 

Services  POC to  s ubmit a prio r authorization o f 

s upplies / DME that will be  us ed in conjunction with the  

pro fes s ional s e rvices  provide d by the  age ncy, s uch as  SN, 

PT, o r OT. The  ho me  health age ncy’ s  DMEH pro vider 

ide ntifie r mus t be  s ubmitte d on the  POC and all o f the  

s upplie s  that are  reques ted mus t be  lis ted in the  s upplies  

s ection o f the  POC. The  POC does  not require  a 

phys ic ian’ s  s ignature  prio r to  s ubmis s ion fo r prio r autho ri-

zatio n o f pro fes s ional s ervice s / DME and s upplie s .

If the  home  health agency utilizes  the  Home  Health 

Service s  (Title  XIX) Durable  Me dical Equipme nt 

(DME)/ Me dical Supplie s  Phys ic ian Orde r Form, the  age ncy 

mus t co mple te  Section A. The  phys ic ian mus t comple te  

Section B, and s ign prior to  s ubmis s ion to  TMHP for prio r 

authorizatio n o f the  re ques ted s upplies / DME.

The  fo llowing informatio n is  required to  cons ider thes e  

s upplie s  fo r authorization:

• Item des cription.

• Procedure  code .

• Quantity o f each s upply reques te d.

• MSRP fo r ite ms  that do  no t have  a maximum fee  

as s igned.

24.5.7  Medication Administration 
Limitations

Nurs ing vis its  fo r the  purpo s e  o f adminis te ring medica-

tions  are  no t a be ne fit if one  o f the  fo llowing co nditio ns  

exis ts :

• The  medicatio n is  not cons idered medically ne ces s ary 

to  the  treatment o f the  individual’ s  illnes s  o r is  no t Fo od 

and Drug Adminis tration (FDA)-approved.

• The  adminis tration o f medication exceeds  the  thera-

pe utic  fre quency o r duratio n by acce pted s tandards  o f 

medical practice .

• A medical reas on does  not prohibit the  adminis tration 

o f the  medication by mouth.

• The  c lient, a primary caregive r, a family member, 

and/ o r ne ighbor have  bee n taught or can be  taught to  

adminis ter SQ/ SC, IM, and IV injections  and has  

de mons trated co mpetency.

• The  medication is  a chemo therapeutic  agent o r bloo d 

product SQ/ SC, IM, and IV injections .

24.5.8  Physical Therapy (PT) Services

As  s tate d in the  TAC, in orde r to  be  payable  as  a Home 

He alth Services  bene fit, PT s e rvices  mus t be :

• Reques ted fo r a payable  ICD-9 -CM diagno s is  code .

• Provided by a phys ical therapis t o r phys ical therapis t 

as s is tant. A phys ical the rapis t as s is tant mus t be  

s upervis ed by a lice ns e d phys ical therapis t who  is  

currently licens ed by the  Executive  Co uncil o f Phys ical 

Therapy and Occupational Therapy Examiners .

• For the  treatment o f an acute  mus culo s ke le tal o r ne uro -

mus cular co ndition o r an acute  e xacerbatio n o f a 

chronic  mus culos ke le tal o r neuromus cular condition.

• Expected to  improve  the  c lient’ s  co nditio n in a 

reas onable  and generally pre dictable  period o f time , 

bas ed o n the  phys ic ian’ s  as s es s ment o f the  c lient’ s  

res torative  po tential afte r any ne ede d co ns ultation with 

the  therapis t.

• The  evaluation and function-oriente d treatment o f 

individuals  whos e  ability to  function in life  ro les  is  

impaired by recent o r current phys ical illnes s , injury, o r 

condition.

• Spec ific  goal-dire cte d activities  to  achieve  a functional 

leve l o f mobility and communication and prevent further 

dys function within a reas onable  length o f time  bas ed 

on the  therapis t’ s  evaluation and phys ic ian’ s  

as s es s ment and POC.

• PT POC s hould encourage  the  c lient and o ther 

caregivers  to  learn s e lf-therapy s kills  to  the  greates t 

extent pos s ible  while  s till providing all medically 

ne ces s ary s ervice s .

• Pro vided only until the  c lie nt has  reached the  maximum 

leve l o f improvement. Repe titive  s ervice s  des igned to  

maintain function when the  maximum leve l o f 

improvement has  bee n re ache d are  no t a bene fit. 

Services  re lated to  activities  fo r the  general good and 
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we lfare  o f c lie nts , s uch as  general e xe rc is e s  to  

promote  overall fitnes s  and flexibility, and activitie s  to  

provide  dive rs ion or ge ne ral motivatio n are  no t 

re imburs e d.

• Billed by the  home  health agency and re imburs ed to  the  

ho me  health agency.

Independently-enro lled therapis ts  are  not re imburs ed 

under Home  He alth Services .

PT authorization mus t be  reque s ted by the  ho me  health 

age ncy’ s  RN and reco mme nded to  be  done  afte r the  RN 

ho me  as s es s me nt. Re ques ts  are  no t accepted, nor autho -

rization granted, directly to  the  PT o r as s is tant PT.

Note: THSte ps -e ligible  c lie nts  who  qualify for me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  Home  He alth 

Se rvice s  be ne fit will re ce ive  thos e  s e rvice s  through 

THSte ps -CCP.

Refer to: Section 2 4 .3 .1 , “ Eligibility.”

24.5.8.1  Physical Therapy Prior Authorization 

Procedures

To  obtain prio r authorization fo r initial and recertification 

o f PT s ervices  pro vided through a home  health agency, 

provide rs  s hould contact the  TMHP Home Health Services  

Prio r Authorization Department at 1 -8 0 0 -9 2 5 -8 9 5 7 . Home  

health agencies  mus t pro vide  an initial o r s ubs equent 

POC to  inc lude  PT goals , accurate  diagnos tic  info rmation 

(inc luding ICD-9 -CM diagnos is  co de s ) and PT procedure  

codes  and PT evaluation or re -evaluation res ults  at the  

time  a reques t is  made  us ing the  POC.

Us e  the  procedure  codes  lis ted in " Phys ical 

Therapy/ Occupational Therapy Procedure  Code s "  on 

page  2 4 -1 5  o f this  manual to  s ubmit c laims  for PT 

s ervices  provide d through a home  health agency. Indicate  

modifie r AT (indicating the  s e rvice  pro cedure  is  an acute  

treatment) on each PT procedure  code . PT s e rvices  s hould 

be  billed on a UB-0 4  CMS-1 4 5 0  c laim fo rm.

Refer to: " THSteps -Comprehens ive  Care  Program 

(CCP)"  on page  4 3 -3 3  fo r phys ical therapy 

s e rvices  that are  not billed as  ho me  health 

s e rvices .

" Modifie rs "  on page  5 -1 8 .

24.5.8.2  Limitations

PT s ervices  mus t be  billed with the  AT modifie r and mus t 

be  pro vided acco rding to  the  current (within 6 0  days ) 

written o rders  o f a phys ic ian and mus t be  medically 

neces s ary. PT mus t be  billed with CPT procedure  codes .

The  AT modifie r is  des cribe d as  repres enting tre atment 

provided for an acute  condition, o r an e xacerbatio n o f a 

chronic  condition, which pers is ts  le s s  than 1 8 0  days  from 

the  s tart o f therapy. If the  condition pers is ts  fo r mo re  than 

1 8 0  days  from the  s tart o f therapy, the  condition is  

cons idered chronic , and treatment is  no  longer cons idered 

acute . Provide rs  may file  an appeal fo r c laims  de nied as  

be ing beyond the  1 8 0  days  o f therapy with s uppo rting 

do cumentatio n that the  c lient’ s  condition has  not become  

chronic  and the  c lient has  not reached the  po int o f 

plateauing.

Us e  procedure  co de  C-9 7 0 0 1  for Phys ical Therapy evalu-

ation co des . PT evaluations  are  payable  once  every 1 8 0  

days  fo r any provider. Us e  procedure  code  C-9 7 0 0 2  fo r 

Phys ical Therapy re -evaluatio ns . PT re -e valuatio ns  are  

payable  one  time  pe r month fo r any provider. Pro ce dure  

codes  C-9 7 0 0 1  and C-9 7 0 0 2  are  no t payable  on the  s ame  

day as  the  fo llowing pro cedure  code s : 

To  reques t whee lchair evaluations , us e  procedure  code  

1 -9 7 0 0 1 .

24.5.9  Physical Therapy/ Occupational 
Therapy Procedure Codes

The  pro cedure  co des  lis te d abo ve  fo r PT and OT are  only 

payable  to  Home  Health Agencie s . Inde pe ndently e nro lled 

occupational therapis ts  are  not paid unde r Home  He alth 

Services .

Therapy s ervices  that can be  des ignated e ither as  PT o r 

OT mus t be  reques ted and billed with the  correct proce -

dural modifie r.

PT and OT mus t be  billed with the  AT modifie r and mus t be  

provide d acco rding to  the  current (within 6 0  days ) written 

orde rs  o f a phys ic ian and mus t be  medically neces s ary. PT 

and OT s ervices  are  to  be  billed with CPT procedure  codes .

The  AT mo difie r is  des cribed as  repre s enting treatment 

provide d fo r an acute  co ndition, o r an exacerbatio n o f a 

chronic  condition, which pers is ts  le s s  than 1 8 0  days  from 

the  s tart o f therapy. If the  co ndition pers is ts  fo r more  than 

Procedure Codes

C-9 7 0 1 2 C-9 7 0 1 4 C-9 7 0 1 6

C-9 7 0 1 8 C-9 7 0 2 2 C-9 7 0 2 4

C-9 7 0 2 6 C-9 7 0 2 8 C-9 7 0 3 2

C-9 7 0 3 3 C-9 7 0 3 5 C-9 7 0 3 9

C-9 7 1 1 0 C-9 7 1 1 2 C-9 7 1 1 6

C-9 7 1 2 4 C-9 7 1 3 9 C-9 7 1 4 0

C-9 7 1 5 0 C-9 7 5 3 0

Procedure Codes

C-9 7 0 1 2 C-9 7 0 1 4 C-9 7 0 1 6

C-9 7 0 1 8 C-9 7 0 2 2 C-9 7 0 2 4

C-9 7 0 2 6 C-9 7 0 2 8 C-9 7 0 3 2

C-9 7 0 3 3 C-9 7 0 3 5 C-9 7 0 3 9

C-9 7 1 1 0 C-9 7 1 1 2 C-9 7 1 1 6

C-9 7 1 2 4 C-9 7 1 3 9 C-9 7 1 4 0

C-9 7 1 5 0 C-9 7 5 3 0 C-9 7 5 3 5

C-9 7 5 3 7 C-9 7 5 4 2 C-9 7 7 9 9

M odifier Visit Service Category

GP PT

GO OT
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1 8 0  days  from the  s tart o f therapy, the  condition is  

cons idered chronic , and treatment is  no  longer cons idered 

acute . Providers  may file  an appeal fo r c laims  de nied as  

be ing beyond the  1 8 0  days  o f therapy with s upporting 

do cumentatio n that the  c lient’ s  co nditio n has  not become  

chronic  and the  c lie nt has  no t re ached the  po int o f 

plateauing. Plateauing is  the  po int at which maximal 

impro vement has  been docume nted and furthe r 

impro vement ceas es . 

24.5.10  Occupational Therapy (OT) 
Services

As  s tated in the  TAC, to  be  payable  as  a Home He alth 

Service s  bene fit, OT s e rvices  mus t be :

• Reque s te d fo r a payable  ICD-9 -CM diagno s is  code .

• Provided by an o ccupational therapis t o r an o ccupa-

tio nal therapy as s is tant who  is  currently re gis tered and 

licens ed by the  Exe cutive  Co uncil o f Phys ical The rapy 

and Occupatio nal Therapy Examiners . An o ccupatio nal 

therapy as s is tant mus t be  s upe rvis ed by a lice ns ed 

occupational therapis t.

• For the  treatment o f an acute  mus culos ke le tal o r ne uro -

mus cular condition or an acute  exacerbation o f a 

chronic  mus culos ke le tal o r neuromus cular conditio n.

OT authorization mus t be  reques te d by the  ho me  health 

age ncy’ s  RN and reco mme nde d to  be  done  afte r the  RN 

as s es s me nt. Reques ts  are  no t accepted, nor authori-

zatio n granted, directly to  the  o ccupational therapis t o r OT 

as s is tant.

• For the  evaluation and function-o riented treatment o f 

individuals  whos e  ability to  function in life  ro les  is  

impaired by re cent o r curre nt phys ical illnes s , injury, o r 

condition.

• For s pec ific  go al-directed activitie s  to  achie ve  a 

functional leve l o f mobility and communication and 

prevent furthe r dys function within a reas onable  le ngth 

o f time  bas e d on the  therapis t’ s  evaluation and 

phys ic ian’ s  as s e s s ment and POC.

• Provided only until the  c lient has  re ached the  maximum 

leve l o f improvement. Re pe titive  s ervices  des igned to  

maintain function whe n the  maximum leve l o f 

improvement has  been reache d are  not re imburs ed. 

Service s  re lated to  activitie s  fo r the  gene ral go od and 

we lfare  o f c lie nts , s uch as  gene ral e xe rc is e s  to  

promote  overall fitnes s  and flexibility, and activitie s  to  

provide  dive rs io n or ge ne ral motivatio n are  no t 

re imburs e d.

Refer to: " Occupational Therapis ts  (THSteps -CCP 

Only)"  on page  4 3 -6 0 .

Note: THSte ps -e ligible  c lie nts  who  qualify for me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  Home  He alth 

Se rvice s  be ne fit will re ce ive  thos e  s e rvice s  through 

THSte ps -CCP.

Refer to: Section 2 4 .3 .1 , “ Eligibility.”

24.5.10.1  Occupational Therapy Prior Authorization 

Procedures

To  obtain prio r authorization fo r the  initial and recertifi-

cation o f OT s ervice s  pro vided through a home  he alth 

age ncy, pro viders  s hould co ntact the  TMHP Home He alth 

Services  Prio r Authorization Department at 

1 -8 0 0 -9 2 5 -8 9 5 7 . Home  health agencies  mus t provide  

accurate  diagnos tic  information (inc luding ICD-9 -CM 

diagno s is  code s ), OT pro cedure  code s , and an initial o r 

s ubs e quent plan o f care  to  inc lude  OT goals .

Us e  the  codes  lis ted under “ Phys ical Therapy/ Occupa-

tional The rapy Procedure  Co de s ”  to  s ubmit c laims  for OT 

s e rvices  that are  provide d thro ugh a ho me  he alth age ncy. 

Bill OT s ervices  on a UB-0 4  CMS-1 4 5 0  c laim fo rm. Us e  

procedure  code  1 -9 7 0 0 3  when reques ting prio r authori-

zation and billing fo r whee lchair evaluations .

24.5.10.2  Limitations

OT s ervices  mus t be  billed with the  AT modifie r. Services  

mus t be  provided according to  the  current (within 6 0  days ) 

writte n o rders  o f a phys ic ian and mus t be  medically 

neces s ary. OT is  billed us ing CPT procedure  codes .

The  AT mo difie r is  des cribed as  “ re pres enting tre atme nt 

provide d fo r an acute  co ndition, o r an exacerbatio n o f a 

chronic  condition, which pers is ts  le s s  than 1 8 0  days  from 

the  s tart o f the rapy.”  If the  condition pers is ts  fo r mo re  

than 1 8 0  days  from the  s tart o f therapy, the  condition is  

cons idered chronic , and treatment is  no  longer cons idered 

acute . Provide rs  may file  an appeal fo r c laims  de nie d as  

be ing be yond the  1 8 0  days  o f the rapy with s uppo rting 

do cumentatio n that the  c lient’ s  conditio n has  not become  

chronic  and the  c lient has  not reached the  po int o f 

plateauing.

Plateauing is  the  po int at which maximal impro ve me nt has  

be en documented and further improvement ceas es . Us e  

procedure  codes  C-9 7 0 0 3  and C-9 7 0 0 4  when billing fo r 

OT evaluation and re -evaluatio ns .

24.5.11  Medical Supplies

Medical s upplies  are  be ne fits  o f the  Home He alth 

Services  Program if they meet the  fo llo wing crite ria:

• A comple ted Ho me  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Orde r Form, pres cribing the  DME and/ or s upplies  mus t 

be  s igned and dated by a phys ic ian familiar with the  

c lient be fore  reques ting prio r autho rization fo r all DME 

and s upplies . All s ignatures  and dates  mus t be  current, 

unaltered, o riginal, and handwritten. Computerized o r 

s tamped s ignatures  and dates  will no t be  accepted. 

The  comple ted Home Health Services  (Title  XIX) 

Durable  Medical Equipment (DME)/ Me dical Supplie s  

Phys ic ian Order Fo rm mus t inc lude  the  procedure  co de s  

and quantitie s  fo r the  s e rvices  re ques ted. A copy o f the  

comple te d Ho me  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Orde r Form mus t be  maintained by the  DME provider 

and the  original mus t be  kept by the  pres cribing 

phys ic ian in the  c lie nt’ s  medical file .
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• The  provide r must contact TMHP within thre e  bus ines s  

days  o f pro viding the  s upplies  to  the  c lie nt and obtain 

authorizatio n, if re quired.

• The  reques ting provider and orde ring phys ic ian mus t 

keep all Home  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Orde r Forms  and Adde ndum to  Home  He alth Services  

(Title  XIX) DME/ Medical Supplies  Phys ic ian Order 

Forms  on file . The  phys ic ian mus t maintain the  o riginal 

s igned and dated Home He alth Service s  (Title  XIX) 

Durable  Medical Equipment (DME)/ Me dical Supplie s  

Phys ic ian Orde r Form copy in the ir re cords . Providers  

must re tain individual de live ry s lips  o r invo ices  fo r e ach 

DOS that do cument the  date  o f de live ry fo r all s upplie s  

provide d to  a c lie nt and mus t dis c lo s e  the m to  HHSC or 

its  des ignee  upon reques t. Docume ntation o f de livery 

mus t inc lude  one  o f the  fo llowing:

• De livery s lip o r invo ice  s igned and dated by 

c lient/ caregiver

• The  de livery s lip o r invo ice  mus t contain the  c lient’ s  

full name  and addre s s  to  which the  s upplies  were  

de live re d, the  ite m des cription and the  numerical 

quantities  that were  de livere d to  the  c lient.

• A date d carrie r tracking do cument with s hipping date  

and de livery date  mus t be  printed from the  carrie r’ s  

we bs ite  as  confirmatio n that the  s upplies  we re  

s hippe d and de livered. The  dated carrie r tracking 

document mus t be  attached to  the  de livery s lip o r 

invo ice .

The  date d de live ry s lip o r invo ice  mus t inc lude  an itemized 

lis t o f goo ds  that inc ludes  the  des criptions  and numerical 

quantities  o f the  s upplies  de livered to  the  c lient. This  

do cument could als o  inc lude  prices , s hipping we ights , 

s hipping charges , and any o the r de s cription.

Note: The s e  re cords  and c laims  mus t be  re taine d for a 

minimum o f five  ye ars  from the  DOS or until audit 

que s tions , appe als , he arings , inve s tigations , o r court 

cas e s  are  re s o lve d. Us e  o f the s e  s e rvice s  is  s ubje ct to  

re tros pe ctive  re vie w.

• The  reques ting provider o r o rde ring phys ic ian mus t 

do cument me dical s upplie s  as  me dically nece s s ary in 

the  c lient’ s  POC or o n a comple te d Ho me  Health 

Services  (Title  XIX) Durable  Me dical Equipment 

(DME)/ Medical Supplie s  Phys ic ian Order Form and 

Addendum to  Home  Health Services  (Title  XIX) 

DME/ Medical Supplies  Phys ic ian Order Form. TMHP 

mus t prio r autho rize  mo s t me dical s upplie s . They mus t 

be  us ed for medical o r therapeutic  purpo s e s , and 

s upplied through an enro lled DMEH provider in 

compliance  with the  c lient’ s  POC.

HHSC/TMHP re s e rve s  the  right to  re que s t the  Home  

He alth Se rvice s (Title  XIX) Durable  Me dical Equipme nt 

(DME)/Me dical Supplie s Physician Orde r Form and/or 

Adde ndum to  Home  He alth Se rvice s (Title  XIX) 

DME/Me dical Supplie s Physician Orde r Form at any time .

• Some medical s upplies  may be  obtained without prio r 

authorization; however, the  provide r mus t re tain a copy 

o f the  comple ted POC or Home  Health Services  (Title  

XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplie s  Phys ic ian Order Form in the  c lient’ s  file . For 

medical s upplies  no t requiring prio r authorization, a 

comple te d Ho me  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Order Form may be  valid fo r a maximum o f s ix months , 

unles s  the  phys ic ian indicates  the  duration o f ne ed is  

le s s . If the  phys ic ian indicate s  the  duration o f nee d is  

le s s  than s ix months , then a new Ho me Health Service s  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplie s  Phys ic ian Order Fo rm is  required at the  end o f 

the  de te rmined duratio n o f ne ed. 

Refer to: The  lis t o f DME/ medical s upplies  that may be  

provide d witho ut prio r autho rization are  lo cated 

in " Diabetic  Supplies / Equipment"  on 

page  2 4 -1 8 ; " Nebulizers "  on page  2 4 -5 8 ; 

" Vaporizers "  on page  2 4 -5 8 ; " Incontinence  

Supplies "  on page  2 4 -2 1 ; and " Pro cedure  

Codes  That Do  Not Require  Prio r 

Authorization"  on page  2 4 -6 7 . The  items  mus t 

be  us ed for the rape utic  purpos es  and dire ctly 

re late  to  the  c lient’ s  ne eds  and POC. 

All purchas e d equipme nt mus t be  ne w upo n de livery to  

c lient. Us ed equipment may be  utilized fo r leas e , but when 

purchas e d, mus t be  replaced with ne w equipment.

Note: Clie nt e ligibility can change  monthly. Provide rs  are  

re s pons ible  for ve rifying e ligibility be fore  providing 

s upplie s .

• Clients  with ongo ing needs  may re ce ive  up to  s ix 

months  o f prior authorizatio ns  fo r s o me  expendable  

medical s upplies  unde r Home  He alth Service s  whe n 

reques te d o n a Home  He alth Service s  (Title  XIX) 

Durable  Medical Equipment (DME)/ Me dical Supplie s  

Phys ic ian Orde r Form. Providers  may de live r me dical 

s upplie s  as  o rde re d on a Home  Health Service s  (Title  

XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplie s  Phys ic ian Order Form for up to  s ix months  

from the  date  o f the  phys ic ian’ s  s ignature . In thes e  

ins tances , a review o f the  s upplie s  reques te d by the  

phys ic ian familiar with the  c lie nt’ s  condition, and a new 

Home Health Se rvices  (Title  XIX) Durable  Medical 

Equipment (DME)/ Medical Supplies  Phys ic ian Order 

Form is  re quired fo r each new prior authorization 

reques t. Re ques ts  fo r authorization can be  made  up to  

6 0  days  be fore  the  s tart o f the  ne w authorization 

period. Pro fes s ional Home Health Se rvices  prior autho -

rization reque s ts  require  a review by the  phys ic ian 

familiar with the  c lient’ s  co ndition and a phys ic ian 

s ignature  every 6 0  days  when reques te d on a POC.

Note: The s e  re cords  and c laims  mus t be  re taine d for a 

minimum o f five  ye ars  from the  DOS or until audit 

que s tions , appe als , he arings , inve s tigations , o r court 

cas e s  are  re s o lve d. Us e  o f the s e  s e rvice s  is  s ubje ct to  

re tros pe ctive  re vie w.

• If a c lient o r caregiver has  bee n ins tructe d and s upe r-

vis ed o n pro pe r wo und care  technique  and no  longer 

require s  SN s e rvices , the  home  health agency (e nro lled 

as  a DMEH provider) can co ntinue  to  provide  s upplies  

that enable  the  c lient o r care give r to  adminis te r care . 

Supplie s  may be  provided as  long as  the  c lient meets  

ho me  health s e rvices  crite ria. The  fo llowing s upplies  
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are  thos e  co ns idered es s ential to  the  phys ic ian-

pres cribed treatment o f an ill o r injured c lient in the ir 

own ho me . Items  no t lis ted may, in s e le cte d ins tances , 

be  required fo r a particular c lie nt. Cons ide ratio n is  

give n on an individual cas e  bas is  to  items  not on this  

lis t that are  me dically docume nted by the  phys ic ian’ s  

POC. An RN must e valuate  the  c lie nt in the  home  se tting 

be fore  the  initiation of the  POC or have  a Home  He alth 

Se rvice s (Title  XIX) Durable  Me dical Equipme nt 

(DME)/Me dical Supplie s Physician Orde r Form 

comple te d and signe d by a tre ating physician se rving as 

a POC for DME and/or supplie s.

The  DOS is  the  date  o n which s upplies  are  de livered to  the  

c lient and/ o r s hipped by a carrie r to  the  c lient as  

evidenced by the  dated tracking docume nt attached to  the  

invo ice  fo r that date . The  provide r mus t maintain the  

s igned and date d re cords  s upporting docume ntation that 

an ite m was  no t billed be fore  de livery. The s e  re cords  are  

s ubject to  re tros pective  review.

Note: THSte ps -e ligible  c lie nts  who  qualify for me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  home  he alth 

be ne fit will re ce ive  thos e  s e rvice s  through THSte ps -CCP.

Refer to: “ Home  He alth Se rvices  (Title  XIX) DME/ Medical 

Supplie s  Phys ic ian Order Form Ins tructions  

(2  Pages )”  on page  B-4 2  and “ Home  Health 

Services  (Title  XIX) Durable  Me dical Equipment 

(DME)/ Me dical Supplies  Phys ic ian Orde r Form”  

on page  B-4 4  for copies  o f fo rms .

" Durable  Medical Equipme nt Supplie r (THSteps -

CCP Only)"  on page  4 3 -4 5  fo r s pec ific  info r-

mation about ce rtain DME and me dical s upplies .

" Me dicare / Me dicaid Authorization"  on 

page  2 4 -7 1  fo r a lis t o f s upplie s  that do  not 

re quire  prio r authorization.

" Eligibility"  on page  2 4 -5 .

24.5.11.1  Supply Procedure Codes

When s ubmitting s upplies  on the  CMS-1 5 0 0  c laim form, 

ite mize  the  s upplie s , inc luding quantities , and als o  

provide  the  He althcare  Co mmon Procedure  Coding 

Sys te m (HCPCS) national procedure  code s .

24.5.11.2  Canceling an Authorization

The  c lient has  the  right to  choos e  the ir DME/ medical 

s upply pro vider and to  change  providers . If the  c lient 

changes  providers , TMHP mus t re ce ive  a change  o f 

provide r le tte r with a new POC or Home  He alth Service s  

(Title  XIX) Durable  Me dical Equipment (DME)/ Medical 

Supplies  Phys ic ian Order Form. The  c lient mus t s ign and 

date  the  le tter, which mus t inc lude  the  name  o f the  

previous  provider, the  current provider, and the  e ffe ctive  

date  fo r the  change . The  c lie nt is  re s pons ible  fo r notifying 

the  o riginal pro vider o f the  change  and the  e ffe ctive  date . 

Prior autho rization fo r the  new provider can o nly be  is s ued 

up to  three  bus ines s  days  be fore  the  date  TMHP re ce ives  

the  change  o f pro vider le tter and the  ne w Home  He alth 

Service s  (Title  XIX) Durable  Me dical Equipme nt 

(DME)/ Me dical Supplie s  Phys ic ian Order Form.

24.5.12  Diabetic Supplies/ Equipment

Diabe tic  s upplies  and equipment are  a be ne fit through 

Ho me  Health Se rvices . Diabetic  s upplie s  and re late d 

tes ting equipme nt do  not require  prio r authorization 

unles s  o therwis e  s pec ified. The  fo llowing requirements  

mus t be  me t to  qualify fo r re imburs e ment:

• The  c lie nt mus t be  e ligible  fo r home  he alth be ne fits .

• The  equipment mus t be  medically neces s ary.

• The  crite ria appro priate  fo r the  re que s ted equipme nt 

mus t be  me t.

• Federal financial partic ipatio n mus t be  available .

• The  reques ted equipment o r s upplie s  mus t be  s afe  fo r 

us e  in the  home .

The  DME Certification and Rece ipt Form is  re quire d and 

mus t be  comple te d be fore  re imburs e me nt can be  made  

fo r any DME de live re d to  a c lient. The  ce rtificatio n fo rm 

mus t inc lude  the  name  o f the  item, the  date  the  c lient 

rece ived the  DME, and the  s ignatures  o f the  provider and 

the  c lient o r primary care give r. This  s igned and date d form 

mus t be  maintained by the  DME provider in the  c lient’ s  

medical re cord.

Glucos e  monito rs  and external ins ulin pumps  that have  

be en purchas e d are  antic ipate d to  las t a minimum o f five  

ye ars  and may be  cons idere d for replace me nt when five  

ye ars  have  pas s e d and/ o r the  equipment is  no  longer 

repairable . The  DME may then be  cons idered for prior 

authorizatio n. Re place me nt o f equipment may als o  be  

cons idered when los s  o r irreparable  damage  has  

occurred. A copy o f the  po lice  o r fire  re po rt when appro -

priate  o r applicable , and the  meas ure s  to  be  take n to  

prevent reoccurrence  mus t be  s ubmitte d. Additio nal 

s e rvices  may be  re imburs ed with prio r authorizatio n bas e d 

on docume ntation o f medical nece s s ity.

In s ituatio ns  where  the  e quipment has  bee n abus ed o r 

ne glected by the  c lie nt, the  c lient’ s  family o r the  care giver, 

a re fe rral to  the  Department o f State  He alth Service s  

(DSHS) THSteps  Cas e  Management Department will be  

made  by the  Home  Health Services  Prio r Authorization 

De partment fo r c lie nts  under 2 1  years  o f age . Providers  

will be  no tified that the  s tate  will be  monitoring this  

c lient’ s  s ervices  to  evaluate  the  s afe ty o f the  e nviro nment 

fo r bo th the  c lient and the  equipment.

A Texas  Medicaid-e ligible  c lient may obtain diabetic  

s upplie s  and re late d te s ting e quipment thro ugh Home 

He alth Se rvices . The  fo llowing requirements  mus t be  met 

to  qualify fo r re imburs e me nt under Home  Health Se rvices :

A comple te d Ho me  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Orde r Form that pres cribes  the  DME and/ or medical 

s upplie s  mus t be  s igned and dated by a pre s cribing 

phys ic ian who  is  familiar with the  c lient be fore  s upplying 

any me dical equipme nt o r s upplie s . All s ignatures  mus t 

be  current, unaltered, o riginal, and hand written. Comput-

erized o r s tamped s ignatures  and dates  will no t be  

acce pted. The  comple ted, s igne d, and date d Home Health 

Services  (Title  XIX) Durable  Me dical Equipment 

(DME)/ Medical Supplies  Phys ic ian Order Fo rm mus t be  

maintained by the  provider and the  pres cribing phys ic ian 
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in the  c lient’ s  medical record. The  phys ic ian mus t 

maintain the  original s igned and date d copy o f the  Home  

He alth Service s  (Title  XIX) Durable  Medical Equipme nt 

(DME)/ Me dical Supplie s  Phys ic ian Order Form. The  

comple te d Home  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Order Form is  valid fo r a pe riod up to  s ix months  from the  

phys ic ian’ s  s ignature  date .

The  phys ic ian mus t indicate  on the  Ho me  He alth Services  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplies  Phys ic ian Order Fo rm ho w many times  a day the  

c lient is  required to  te s t blood glucos e  leve ls .

24.5.12.1  Blood Testing Supplies

Bloo d te s ting s upplies  fo r diagno s es  o ther than thos e  

lis ted in the  diagno s is  table  be low may be  cons ide re d fo r 

prio r autho rization with do cumentatio n o f medical 

neces s ity. Quantitie s  will be  prio r authorized bas ed on the  

do cumentation o f medical neces s ity re late d to  the  

number o f te s ts  o rdered pe r day by the  phys ic ian. 

Quantities  o f bloo d te s ting s upplie s  beyond thos e  lis ted in 

the  procedure  co de  table  be low fo r diabetic  s upplies  and 

limitations , when reques te d fo r a diagnos is  lis ted in the  

diagno s is  table  be low, may be  cons idered for prio r autho -

rization with documentation o f medical neces s ity re lated 

to  the  number o f tes ts  the  phys ic ian o rdered per day. 

Blood tes ting s upplies  will be  re imburs ed fo r the  

quantities  lis ted in the  procedure  code  table  be low fo r 

diabetic  s upplie s  and limitations , o r the  quantity that was  

prio r autho rized.

The  quantity o f blood tes ting s upplies  billed fo r a one  

month s upply s hould re late  to  the  number o f tes ts  o rdered 

pe r day by the  phys ic ian.

Note: THSte ps -e ligible  c lie nts  who  qualify for me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  home  he alth 

be ne fit will re ce ive  thos e  s e rvice s  through THSte ps -CCP. 

Glucos e  tabs /ge l may be  bille d with proce dure  code  

9 -A9 1 5 0 .

Blood glucos e  tes t/ reagent s trips  (9 -A4 2 5 3 ) and home  

glucos e  dis pos able  monito rs  with tes t s trips  (9 -A9 2 7 5 ) 

are  limited to  a combined to tal o f fo ur per month without 

prio r autho rization.

Diabetic Supplies and Limitations

Diagnosis Codes

Diagno s es  not lis ted above  may be  co ns idered by HHSC 

with s uppo rting do cumentatio n o f medical neces s ity.

Diabe tic  s upplies  and re lated tes ting equipment do  no t 

require  prio r authorizatio n unle s s  o the rwis e  s pec ifie d by 

HHSC.

24.5.12.2  Blood Glucose Monitors

A blood glucos e  monito r is  a portable  batte ry-operated 

meter us ed to  de te rmine  the  leve l o f bloo d s ugar 

(glucos e ). Home gluco s e  mo nitor pro cedure  codes  

J-E0 6 0 7 , J-E2 1 0 0 , and J-E2 1 0 1  are  bene fits  o f Home  

He alth Services  and are  allowe d re imburs ement once  

every five  ye ars .

Prio r authorization is  no t require d fo r the  purchas e  o f a 

s tandard blood glucos e  monitor (J-E0 6 0 7 ), but is  limited 

to  the  diagnos e s  lis ted in the  diagnos is  table  above . 

Diagno s es  not lis ted may be  co ns idered for prio r authori-

zation with s uppo rting documentatio n o f me dical 

ne ces s ity.

Invas ive  co ntinuous  glucos e  monito rs  (CGMs ) are  us ed for 

diagno s tic  purpos es  to  as s is t the  c linic ian in es tablis hing 

or mo difying a c lie nt’ s  tre atme nt plan. Invas ive  CGMs  are  

no t be ne fits  o f Home  He alth Service s . No ninvas ive  CGMs  

are  co ns idered inves tigatio nal and are  not be ne fits  o f the  

Texas  Medicaid Program.

Prio r authorization for bloo d glucos e  mo nitors  with s pec ial 

features  (procedure  codes  J-E2 1 0 0  and J-E2 1 0 1 ), s uch as  

auditory re s pons es  fo r vis ually impaire d c lie nts  may be  

cons idere d with do cumentation that s uppo rts  the  medical 

ne ces s ity o f the  s pe c ial feature  that was  re ques ted. This  

Procedure Code Maximum Limit

9 -A4 2 3 3 1  per 6  months

9 -A4 2 3 4 1  per 6  months

9 -A4 2 3 5 1  per 6  months

9 -A4 2 3 6 1  per 6  months

9 -A4 2 4 5 As  needed

9 -A4 2 5 0 2  boxes / month

9 -A4 2 5 3 4  boxes / month*  
* Combined to tal with 

A9 2 7 5

9 -A4 2 5 6 2  per year

9 -A4 2 5 8 2  per year

9 -A4 2 5 9 2  bo xes / month

9 -A4 6 0 1 1  per 6  months

1 -A9 1 5 0 1  per 6  months *  
* Us e  this  pro cedure  co de  

fo r Glucos e  tabs / ge l

9 -A9 2 7 5 4  pe r mo nth*  
* Co mbine d to tal with 

A4 2 5 3

Diagnosis Code

2 5 0 0 0 2 5 0 0 1 2 5 0 0 2 2 5 0 0 3 2 5 0 1 0

2 5 0 1 1 2 5 0 1 2 2 5 0 1 3 2 5 0 2 0 2 5 0 2 1

2 5 0 2 2 2 5 0 2 3 2 5 0 3 0 2 5 0 3 1 2 5 0 3 2

2 5 0 3 3 2 5 0 4 0 2 5 0 4 1 2 5 0 4 2 2 5 0 4 3

2 5 0 5 0 2 5 0 5 1 2 5 0 5 2 2 5 0 5 3 2 5 0 6 0

2 5 0 6 1 2 5 0 6 2 2 5 0 6 3 2 5 0 7 0 2 5 0 7 1

2 5 0 7 2 2 5 0 7 3 2 5 0 8 0 2 5 0 8 1 2 5 0 8 2

2 5 0 8 3 2 5 0 9 0 2 5 0 9 1 2 5 0 9 2 2 5 0 9 3

6 4 8 0 0 6 4 8 0 1 6 4 8 0 2 6 4 8 0 3 6 4 8 0 4

6 4 8 8 0 6 4 8 8 1 6 4 8 8 2 6 4 8 8 3 6 4 8 8 4

7 7 5 1

Procedure Code M aximum Limit
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can be  reques ted e ither by calling TMHP Home  Health 

Service s  Prior Autho rization De partment, o r by faxing the  

Ho me  Health Services  (Title  XIX) Durable  Me dical 

Equipment (DME)/ Medical Supplies  Phys ic ian Order Form 

to  TMHP Home He alth Services  Prio r Authorization 

Department.

To  avo id unne ces s ary denials , phys ic ians  mus t provide  

corre ct and co mple te  information, inc luding docume n-

tatio n o f the  medical neces s ity o f the  equipme nt and/ or 

s upplie s  that are  re ques ted. Phys ic ians  mus t maintain 

do cumentation o f medical neces s ity in the  c lient’ s  

me dical record. Reques ting provide rs  may be  as ke d fo r 

additional information to  c larify o r comple te  a re ques t fo r 

diabetic  e quipment or s upplies .

Purchas e  o f a blo od gluco s e  monitor with integrated vo ice  

s ynthes izer (J-E2 1 0 0 ) may be  prio r authorized with 

do cumentatio n that inc ludes  a diagnos is  o f diabe te s  and 

s ignificant vis ual impairment, inc luding a s tateme nt from 

the  phys ic ian that the  c lient is  unable  to  us e  a re gular 

mo nitor and that the  vis ual impairme nt is  no t corre ctable .

Purchas e  o f a bloo d glucos e  mo nitor with inte grate d 

lancing/ blood s ample  (J-E2 1 0 1 ) may be  prio r authorized 

with docume ntation that inc ludes  a diagno s is  o f diabe te s  

and s ignificant manual dexte rity impairment re lated to , 

but no t limited to , neuropathy, s e izure  activity, ce re bral 

pals y, o r Parkins o n’ s . The  docume ntation mus t inc lude  a 

s tatement from the  phys ic ian that the  c lie nt is  unable  to  

us e  a regular monito r and has  a s ignificant manual 

de xterity impairme nt that is  no t co rrectable .

The  docume ntation and a co mple ted Home  He alth 

Service s  (Title  XIX) Durable  Me dical Equipme nt 

(DME)/ Me dical Supplie s  Phys ic ian Order Form mus t be  

s ubmitted to  the  Home Health Services  Prio r Authorization 

Department.

24.5.12.3  Insulin and Insulin Syringes

Ins ulin and ins ulin s yringe s , all s ize s , are  re imburs e d 

thro ugh the  Vendor Drug Program purs uant to  a 

phys ic ian’ s  pres cription. The  Vendor Drug Program enro lls  

pharmacies  only.

24.5.12.4  Insulin Pump

The  fo llowing proce dure  codes  fo r the  exte rnal ins ulin 

pumps  and as s oc iated s upplies  are  a bene fit o f the  Texas  

Me dicaid Program and may be  cons ide re d thro ugh Home 

Health Services . Note  that a replace me nt leg bag may be  

reques ted with procedure  code  9 -A9 9 0 0 . The  initial le g 

bag is part of the  purchase  of the  pump.

Insulin Pump Procedure Codes and Limitations

Prio r authorization is  require d fo r exte rnal ins ulin pumps  

(J/ L-E0 7 8 4 ) with carrying cas es  and the ir re lated 

s upplie s . The  e xternal ins ulin pump s upplies  may be  

re imburs e d s eparate ly in addition to  the  exte rnal ins ulin 

pump rental.

The  fo llo wing informatio n, which mus t be  docume nted on 

the  External Ins ulin Infus ion Pump form, is  the  minimum 

do cumentatio n re quire d fo r co ns ideration o f me dical 

ne ces s ity:

• Lab values , current and pas t blo od gluco s e  leve ls , 

inc luding glycos ylated hemo globin (Hb/ A1 C) leve ls .

• His tory o f s evere  glycemic  excurs ions , brittle  diabe te s , 

hypo glyce mic / hyperglyce mic  re actions , nocturnal 

hypo glyce mia, any e xtreme  ins ulin s ens itivity and/ or 

very lo w ins ulin requirements .

• Any wide  fluctuatio ns  in blo od gluco s e  be fo re  

mealtimes .

• Any Dawn phenomenon where  fas ting bloo d glucos e  

leve l o fte n exceeds  2 0 0  mg/ dL.

• Day-to -day variatio ns  in work s che dule , mealtimes  

and/ o r activity leve l, which require  multiple  ins ulin 

inje ctions .

• Comple ted, s igne d, and dated Home He alth Service s  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplies  Phys ic ian Order Form.

The  external ins ulin pump may be  cons idered for purchas e  

afte r it has  bee n re nted for three  months  and the  

phys ic ian provide s  docume ntation that it is  the  appro -

priate  e quipment fo r the  c lie nt and the  c lie nt is  co mpliant 

with us e . This  do cumentatio n and a newly co mple ted 

Ho me  Health Se rvices  fo rm and new External Ins ulin 

Infus ion Pump form mus t be  s ubmitted to  TMHP Home  

He alth Service s  Prior Autho rization De partment fo r prio r 

authorizatio n.

An internal ins ulin pump will no t be  prio r authorized, 

be caus e  re imburs ement fo r the  pump is  inc luded in the  

re imburs e ment fo r the  s urgery to  place  the  ins ulin pump.

A de termination will be  made  by the  prio r authorization 

nurs e  as  to  whethe r the  equipme nt will be  rente d, 

purchas e d, repaired, o r modified bas e d on the  c lient’ s  

ne eds , duratio n o f us e , and the  age  o f the  e quipment.

To  avo id unne ces s ary de nials , the  phys ic ian mus t provide  

correct and comple te  information, inc luding docume n-

tation o f medical nece s s ity fo r the  equipment and/ o r 

s upplie s  re que s ted. The  phys ic ian mus t maintain 

do cumentation o f medical neces s ity in the  c lient’ s  

medical re cord. The  re que s ting provider may be  as ked fo r 

additional information to  c larify o r co mple te  a reques t fo r 

the  diabe tic  equipment or s upplies .

Procedure Code M aximum Limitation

9 -A4 2 3 0 1 0  per month

9 -A4 2 3 1 1 5  per month

9 -A4 2 3 2 1 0  per month

9 -A4 6 0 1 1  per 6  months

9 -A6 2 5 7 1 5  per month

9 -A6 2 5 8 1 5  per month

9 -A6 2 5 9 1 5  per month

9 -A9 9 0 0 Leg bag replacement only

J-E0 7 8 4 1  per 5  years

L-E0 7 8 4 3  months  trial

Procedure Code Maximum Limitation
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24.5.13  Incontinence Supplies and 
Equipment

Inco ntinence  s upplies  and DME are  de fined as  dis pos able  

s upplie s  s uch as  diapers , brie fs , pull-ons , liners , wipe s , 

underpads , s kin s ealants , pro tectants , mo is turizers , 

o intments , and DME that are  us ed by a c lient who  has  a 

medical condition that res ults  in a chronic  impairment o f 

urination and/ o r s to o ling, o r that re nders  them unable  to  

ambulate  s afe ly to  the  bathroom (with o r without mobility 

aids ). Fo r the  purpos e  o f this  po licy, a chronic  impairment 

o f urination and/ or s too ling is  de fined as  a condition that 

is  no t expected to  be  medically o r s urgically co rrected and 

that is  o f a lo ng and inde finite  duratio n (at leas t three  

months ).

Inco ntine nce  s upplie s , urinals , and bed pans  do  not 

re quire  prio r authorization up to  the ir allowed maximum 

limitations . Prio r autho rization is  required fo r incontinence  

s upplie s  if amounts  gre ater than the  maximum limits  are  

medically nece s s ary. Inco ntinence  s upplies  billed fo r a 

one -month pe rio d s ho uld be  bas e d on the  

freque ncy/ quantity o rdered by the  phys ic ian on the  Ho me  

He alth Service s  (Title  XIX) Durable  Medical Equipme nt 

(DME)/ Me dical Supplie s  Phys ic ian Order Form.

All c laims  s ubmitted fo r DME s upplie s  mus t inc lude  the  

s ame  quantities  o r units  that are  docume nted on the  

de live ry s lip o r invo ice  and on the  Home  Health Services  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplies  Phys ic ian Order Form. They mus t re fle ct the  

number o f units  by which each product is  meas ured. For 

example , diape rs  are  meas ured as  individual units . If one  

package  o f 3 0 0  diapers  is  de livered, the  de livery s lip o r 

invo ice  and the  c laim mus t re fle ct that 3 0 0  diapers  we re  

de live re d and no t that one  package  was  de livered. Diaper 

wipes  are  me as ured as  bo xe s / packages . If o ne  bo x o f 

2 0 0  wipes  is  de livered, the  de livery s lip o r invo ice  and the  

c laim mus t re fle ct that one  box was  de livered and not that 

2 0 0  individual wipes  were  de livered. There  mus t be  one  

date d de livery s lip o r invo ice  fo r e ach c laim s ubmitted fo r 

each c lient. All c laims  s ubmitted fo r DME s upplie s  mus t 

re fle ct the  s ame  date  as  the  de livery s lip or invo ice  and 

the  s ame  timeframe  co ve re d by the  Home Health Se rvices  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplies  Phys ic ian Order Form. The  DME Certification and 

Rece ipt Form is  s till required fo r all equipment de livered. 

To  re ques t prio r authorizatio n fo r incontinence  

s upplie s / e quipment, the  fo llowing docume ntation mus t 

be  pro vided:

• Diagno s tic  informatio n pertaining to  the  unde rlying 

diagno s es / conditio ns , to  inc lude  the  c lient’ s  overall 

he alth s tatus .

• Weight and he ight and/ o r wais t s ize , when applicable .

• Number o f times  per day the  phys ic ian has  o rdered the  

s upply be  us ed.

• Quantity o f dis pos able  s upplies  reques te d per month, 

o r quantity o f DME re que s ted.

Additional info rmation may be  re ques ted to  c larify o r 

comple te  a reques t fo r the  s upplies  and equipme nt.

The  Home He alth Services  (Title  XIX) Durable  Medical 

Equipment (DME)/ Me dical Supplies  Phys ic ian Order Form 

is  valid fo r up to , but no  more  than, s ix months  from the  

date  o f the  phys ic ian’ s  s ignature  on the  fo rm.

Note: THSte ps -e ligible  c lie nts  who  qualify for me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  Home  He alth 

be ne fit will re ce ive  thos e  s e rvice s  through THSte ps -CCP.

Refer to: Section 2 4 .3 .1 , “ Eligibility.”

24.5.13.1  Incontinence Supplies

Skin se alants, prote ctants, moisturize rs, and ointme nts  fo r 

c lients  4  years  o f age  and o lde r may be  cons idered fo r 

re imburs ement with prio r authorizatio n fo r c lie nts  who  

have  a medical co nditio n that res ults  in chronic  inconti-

ne nce  and increas ed ris k o f s kin bre akdo wn. Skin 

s e alants , pro tectants , mo is turizers  and o intme nts  are  

limited to  a maximum o f two  per month for c lients  four 

ye ars  o f age  and o lder. Prior authorization for c lients  

yo unger than 4  ye ars  o f age  mus t be  o btained through 

THSteps -CCP.

Note: Diape rs  and brie fs  are  de fine d as  incontine nce  

ite ms  attache d with tabs . Protective  underwear and 

pull-ons  are  de fine d as  incontine nce  ite ms  that do  not 

attach with tabs  and are  s lip-on ite ms . Line rs  are  inte nde d 

to  be  worn ins ide  diape rs , brie fs , and pull-ons  to  incre as e  

abs orbe ncy.

For c lients  four ye ars  o f age  and o lder with a medical 

condition that res ults  in chronic  incontinence , diape rs, 

brie fs, prote ctive  unde rwe ar, pull-ons, and line rs  may be  

cons ide re d for re imburs ement without prior authorizatio n 

up to  a to tal co mbination o f 3 0 0  pe r month. Amounts  

beyond 3 0 0  per month may be  cons idered fo r 

re imburs e ment whe n prior authorize d. A co mbination o f 

diapers , brie fs , and liners  may be  cons idered for 

re imburs e ment. A to tal accumulatio n o f one  or more  o f 

the  fo llowing products  is  limited to  a maximum o f 3 0 0  per 

month: diapers , brie fs , pull-ons , and liners . Amounts  

beyond 3 0 0  per month require  prio r authorization. 

Reus able  diapers / brie fs  are  not a bene fit o f Ho me  Health 

Services .

Note: Glove s  us e d to  change  diape rs  and brie fs  (including 

pull-ups ) are  not cons ide re d me dically ne ce s s ary unle s s  

the  c lie nt has  s kin bre akdown or a docume nte d dis e as e  

that may be  trans mitte d through the  urine  o r s too l.

Diape r wipe s  (9 -A4 3 3 5 ), o ther than urinary s kin c leans ing 

products , may be  cons idered for re imburs ement without 

prior authorizatio n for c lients  who  are  4  years  o f age  and 

o lder and are  als o  rece iving diapers / brie fs / pull-ons . 

Diaper wipe s , o ther than urinary s kin c leans ing products , 

are  limited to  a maximum o f two  boxes  per mo nth. Exce p-

tions  will no t be  cons idered through Home He alth 

Services . Additio nal quantities  may be  cons ide re d thro ugh 

THSteps -CCP fo r c lients  who  are  younger than 2 1  ye ars  o f 

age  with docume ntation o f medical nece s s ity and prio r 

authorization.
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Note: Provide rs  are  to  bill proce dure  code  9 -A4 3 35  

ins te ad o f proce dure  code  9 -A5 1 2 0  whe n providing diape r 

wipe s . Inappropriate  billing o f 9 -A5 1 2 0  will caus e  the  

proce dure  to  de ny.

Unde rpads  may be  co ns idered fo r re imburs ement without 

prio r autho rization fo r c lients  who  als o  rece ive  

diapers / brie fs , urine  co lle ctio n devices , o r bo we l 

management s upplie s . Underpads  are  limite d to  a 

maximum o f 1 5 0  per month without prio r authorizatio n. 

Amounts  greater than 1 5 0  per month may be  cons idered 

fo r prio r autho rization with do cumentatio n o f me dical 

ne ces s ity. Re us able  unde rpads  are  not a bene fit o f Ho me  

Health Services .

Note: The  Home  He alth Se rvice s  (Title  XIX) Durable  

Me dical Equipme nt (DME)/Me dical Supplie s  Phys ic ian 

Orde r Form for the  s upplie s  lis te d above  mus t re fle ct a 

one  month’ s  s upply o f the  incontine nce  product. More  

than the  maximum allowe d amount s hould no t be  on the  

Home  He alth Se rvice s  (Title  XIX) Durable  Me dical 

Equipme nt (DME)/Me dical Supplie s  Phys ician Orde r Form 

without prior authorization, unle s s  it has  be e n prior 

authorize d.

Ostomy supplie s  may be  co ns idered for re imburs ement 

without prio r authorization. The  phys ic ian mus t s pec ify the  

type  o f o s tomy de vice / s ys te m to  be  us e d and how o ften 

it is  to  be  changed on the  Home Health Service s  (Title  XIX) 

Durable  Medical Equipment (DME)/ Me dical Supplie s  

Phys ic ian Orde r Form witho ut prio r autho rization. The  

quantity o f o s to my s upplies  bille d fo r a one -month period 

s ho uld re late  to  the  numbe r o f change s  per mo nth bas e d 

on the  freque ncy orde red by the  phys ic ian.

Urine  Colle ction De vice s. The  home  s e tting is  cons idered a 

c lean environment, no t a s te rile  one . Ste rile  incontinence  

s upplies , inc luding gloves , will no t be  re imburs ed in the  

ho me  s e tting except when reques te d by a phys ic ian 

familiar with the  c lient fo r the  fo llowing:

• Indwe lling urinary cathe ters .

• Intermittent cathe ters  fo r c lients  who :

• Are  immuno s uppres s ed.

• Have  radio logically documented ves ico -ure teral 

re flux.

• Are  pregnant and have  a ne uroge nic  bladder due  to  

s pinal co rd injury.

• Have  a his to ry o f dis tinct, re current urinary tract 

infections , de fine d as  a minimum o f two  within the  

prior 1 2 -month pe rio d, while  on a Pro gram o f c le an 

intermittent cathe terization.

Note: Nons te rile  glove s  may be  cons ide re d for 

re imburs e me nt with prior authorization whe n a family 

me mbe r or frie nd is  pe rforming the  cathe te rization. 

Nons te rile /s te rile  glove s  for us e  by a he alth-care  provide r 

in the  home  s e tting, s uch as  an RN, LVN, or atte ndant, are  

no t a be ne fit o f Home  He alth Se rvice s .

Indwe lling cathe te rs and re late d inse rtion supplie s  may be  

cons ide re d for re imburs e ment without prio r autho rization 

fo r c lients  who  have  a do cumente d medical co nditio n that 

res ults  in a permanent impairment o f urination. Indwe lling 

cathe ters  and re lated s upplie s  are  limited to  a maximum 

o f two  per month. More  than two  indwe lling catheters  and 

re lated ins ertion s upplie s  per mo nth requires  prio r autho -

rization. The  phys ic ian mus t indicate  on the  Home  Health 

Services  (Title  XIX) Durable  Me dical Equipment 

(DME)/ Medical Supplie s  Phys ic ian Order Form how o ften 

the  c lient is  required to  change  the ir indwe lling catheter.

Inte rmitte nt cathe te rs and re late d inse rtion supplie s  may 

be  co ns idered fo r re imburs e ment fo r tho s e  who  have  a 

do cumented me dical condition that re s ults  in a 

pe rmanent impairme nt o f urinatio n. Intermittent catheters  

and re lated s upplies  are  limited to  a maximum o f 1 2 0  per 

month. More  than 1 2 0  intermittent catheters  and re lated 

ins ertion s upplies  requires  prio r autho rization. The  

phys ic ian mus t indicate  on the  Ho me Health Se rvices  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplie s  Phys ic ian Order Fo rm how o ften the  c lient is  

required to  perfo rm intermitte nt catheterizatio n.

Us e  pro cedure  co de s  9 -A4 3 5 1 , and/ or 9 -A4 3 5 2  when 

billing fo r intermittent cathe ters . Us e  procedure  code  

9 -A4 3 5 3  when billing fo r Intermittent catheters  with 

ins ertion s upplies . When billing thes e  codes  fo r inter-

mittent hydrophilic  cathe ters  us e  the  SC modifie r.

Exte rnal urinary colle ction de vice s  fo r c lients  4  years  o f 

age  and o lder, s uch as  male  e xte rnal catheters  and 

female  co lle ction devices , and re lated s upplies  may be  

cons ide re d for re imburs ement without prio r authorization 

fo r c lients  who  have  a do cumente d and/ or diagnos ed 

medical co ndition that re s ults  in a permane nt impairme nt 

o f urinatio n. Male  e xternal cathe te rs  are  limited to  3 1  per 

month. Female  co lle ction devices  may be  cons idered fo r 

re imburs e ment without prio r authorizatio n fo r a maximum 

o f four pe r mo nth. Prio r authorizatio n is  required fo r 

medically nece s s ary s ervices  beyond the  limits  lis ted in 

the  Incontinence  Procedures  and Limitations  table . The  

phys ic ian mus t indicate  on the  Ho me Health Se rvices  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplie s  Phys ic ian Order Fo rm how o ften the  c lient is  

require d to  change  the ir exte rnal urinary co lle ction device .

External urinary co llection de vice s  fo r c lie nts  younger than 

4  ye ars  o f age  require  prio r authorizatio n through THSte ps -

CCP. Docume ntation o f a medical condition that res ults  in 

an incre as e d urine  and/ or s to o l output beyond the  typical 

output fo r this  age  gro up is  re quired fo r re imburs ement 

cons ideration.

24.5.13.2  Incontinence Equipment

Inco ntine nce  equipme nt may be  cons idered for 

re imburs e ment fo r c lie nts  4  ye ars  o f age  and o lder who  

have  a medical condition that res ults  in an inability to  

ambulate  to  the  bathroom s afe ly (with o r without mobility 

aids ).

Urinals and be d pans  may be  cons ide red fo r 

re imburs ement without prior authorization for c lients  who  

have  a documented and/ o r diagno s ed medical co nditio n 

that res ults  in an inability to  ambulate  to  the  bathroom 

s afe ly (with o r without mobility aids ). Urinals  and bed pans  
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are  cons ide re d a purchas e  as  a purchas e  o nly. Urinals  

and bed pans  that e xcee d two  per year may be  cons idered 

with prio r authorization.

Commode  chairs and foot re sts  will be  co ns idered fo r prio r 

authorizatio n and re imburs ement bas ed on the  le ve l o f 

need. The  c lient mus t mee t the  criteria fo r the  leve l 

commode  chair o r foo t res t reques ted.

Re imburs ement may be  co ns idered fo r a commode  chair 

with o r without foo t re s t if the  c lient als o  has  a s tationary 

bath chair witho ut a co mmode  cutout.

Commode Chairs

Commode  chairs  are  limited to  o ne  per five  ye ars . 

Do cumentation mus t s upport the  me dical ne ces s ity o f a 

cus tomized commode  chair o r the  addition o f attachments  

to  a s tandard co mmode  chair.

Level 1: Stationary Commode Chair

A s tationary co mmo de  chair may be  co ns idered fo r 

re imburs e ment with prio r authorization fo r c lients  who  

have  a medical condition that res ults  in an inability to  

ambulate  to  the  bathroom s afe ly (with o r without mobility 

aids ).

Us e  procedure  codes  J-E0 1 6 3  or J-E0 1 6 5  fo r s tationary o r 

mobile  commode  chairs .

Level 2: M obile Commode Chair

A mobile  co mmode  chair with fixe d or removable  arms  

may be  cons idered fo r re imburs e me nt fo r c lie nts  who  

have  a do cumented me dical condition that re s ults  in an 

inability to  ambulate  to  the  bathroom s afe ly (with o r 

without mobility aids ).

A mobile  co mmode  chair with fixe d or removable  arms  

may be  cons idered fo r prio r autho rization and 

re imburs eme nt whe n:

• The  c lient has  a me dical conditio n that res ults  in the  

inability to  ambulate  to  the  bathroom s afe ly (with o r 

without mobility aids ).

• The  c lient mus t be  on a bo we l Pro gram and re quire  a 

combination commode / bath chair fo r perfo rming the  

bo we l program and bathing after.

• The  c lient do es  not als o  have  any type  o f bath chair. If 

the  c lient meets  the  crite ria fo r a s tationary bath chair, 

prio r autho rization o f a s tationary chair may be  

cons idered.

If the  c lie nt owns  a bath chair and has  medical neces s ity 

fo r a mobile  commode  chair, one  may be  cons ide re d 

through THSte ps -CCP for c lie nts  under 2 1  years  o f age .

Level 3: Custom Commode Chair

A cus tom s tationary o r mobile  co mmode  chair with fixe d 

or removable  arms  and head, neck and or trunk s upport 

attachments  may be  co ns idered for prio r authorization 

and re imburs eme nt when:

• The  crite ria fo r a Leve l 1  o r 2  co mmo de  chair has  be en 

met.

• The  c lient mus t have  a me dical co ndition that res ults  in 

an inability to  s upport the ir head, neck, and/ or trunk 

witho ut as s is tance .

• The  c lie nt does  not als o  have  any type  o f bath chair.

If the  c lie nt owns  a bath chair and has  medical neces s ity 

fo r a mobile  commode  chair, one  may be  cons ide re d 

through THSteps -CCP fo r c lients  under 2 1  years  o f age .

Us e  procedure  codes  J-E0 1 6 3  or J-E0 1 6 5  and modifie r TG 

(cus tom) when billing fo r cus tom s tationary o r mobile  

commode  chairs .

Us e  procedure  codes  J-E0 1 6 3  or J-E0 1 6 5  and modifie r TF 

(non-cus tom mobile ) when billing fo r non-cus tom mobile  

commode  chairs .

Extra wide/ Heavy Duty Commode Chair

An extra wide / heavy-duty co mmode  chair is  de fined as  

one  with a width gre ater than or e qual to  2 3  inches  and 

capable  o f s upporting a c lient who  we ighs  3 0 0  pounds  o r 

more .

An extra wide / heavy-duty co mmode  chair will be  

cons idered fo r prior authorization and re imburs ement 

when the  c lient has  me t the  crite ria fo r a Leve l 1 , 2 , o r 3  

commode  chair and we igh 3 0 0  pounds  o r more .

Us e  procedure  code  J-E0 1 6 8  and modifie rs  TF (mobile ) o r 

TG (cus tom) fo r an extra-wide / he avy-duty commode  chair. 

Foot Rest

A foot re st is  us ed to  s upport fe e t during us e  o f commode  

chair and may be  cons ide re d fo r prior authorizatio n and 

re imburs ement whe n:

• The  c lie nt has  me t the  crite ria fo r a Leve l 1 , 2 , o r 3  

commode  chair.

• The  foo t re s t is  ne ces s ary to  s uppo rt contractures  o f 

the  lower e xtre mitie s ; fo r a c lie nt who  is  paraplegic  o r 

quadriplegic .

Us e  procedure  co de  J-E1 3 9 9  when billing fo r a foo t res t.

Replacement Commode Pail/ Pan

Replace me nt co mmode  pails  o r pans  may be  cons idered 

fo r prio r authorization o nce  per year. Additional quantities  

may be  co ns idered for prio r autho rization with documen-

tation o f medical nece s s ity.

Us e  procedure  code  J-E0 1 6 7  when billing fo r a commode  

pail o r pan.

24.5.13.3  Incontinence Procedure Codes With 

Limitations

Note: Any s e rvice  or combination o f s e rvice s  no t ide ntifie d 

with a #  ne xt to  the  proce dure  code , e xce pt diape r wipe s , 

re quire s  prior authorization if the  maximum limitation is  

e xce e de d. Ite ms  ide ntifie d with a #  always  re quire  prior 

authorization. Re que s ts  for prior authorization o f diape r 

wipe s  that e xce e d more  than two  boxe s  pe r month will no t 

be  cons ide re d through Home  He alth Se rvice s .

Procedure Code Maximum Limitation

9 -A4 3 1 0 2  per month

9 -A4 3 1 1 2  per month

9 -A4 3 1 2 2  per month

9 -A4 3 1 3 2  per month
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9 -A4 3 1 4 2  per month

9 -A4 3 1 5 2  per month

9 -A4 3 1 6 2  per month

9 -A4 3 2 0 2  per month

9 -A4 3 2 2 4  per month

9 -A4 3 2 6 3 1  per month

9 -A4 3 2 7 4  per month

9 -A4 3 2 8 4  per month

9 -A4 3 3 0 As  needed

9 -A4 3 3 5 2  per month

9 -A4 3 3 8 2  per month

9 -A4 3 4 0 2  per month

9 -A4 3 4 4 2  per month

9 -A4 3 4 6 2  per month

9 -A4 3 4 9 3 1  per month

9 -A4 3 5 1 1 2 0  per month

9 -A4 3 5 1 -SC 1 2 0  per month

9 -A4 3 5 2 1 2 0  per month

9 -A4 3 5 2 -SC 1 2 0  per month

9 -A4 3 5 3 1 2 0  per month

9 -A4 3 5 3 -SC 1 2 0  per month

9 -A4 3 5 4 2  per month

9 -A4 3 5 5 2  per month

9 -A4 3 5 6 2  per month

9 -A4 3 5 7 2  per month

9 -A4 3 5 8 2  per month

9 -A4 3 6 1 As  needed

9 -A4 3 6 2 As  needed

9 -A4 3 6 3 As  needed

9 -A4 3 6 4 As  needed

9 -A4 3 6 5 1  box o f 5 0  per month

9 -A4 3 6 7 As  needed

9 -A4 3 6 8 As  needed

9 -A4 3 6 9 As  needed

9 -A4 3 7 1 As  needed

9 -A4 3 7 2 As  needed

9 -A4 3 7 3 As  needed

9 -A4 3 7 5 As  needed

9 -A4 3 7 6 As  needed

9 -A4 3 7 7 As  needed

9 -A4 3 7 8 As  needed

9 -A4 3 7 9 As  needed

9 -A4 3 8 0 As  needed

9 -A4 3 8 1 As  needed

Procedure Code Maximum Limitation

9 -A4 3 8 2 As  needed

9 -A4 3 8 3 As  needed

9 -A4 3 8 4 As  needed

9 -A4 3 8 5 As  needed

9 -A4 3 8 7 As  needed

9 -A4 3 8 8 As  needed

9 -A4 3 8 9 As  needed

9 -A4 3 9 0 As  needed

9 -A4 3 9 1 As  needed

9 -A4 3 9 2 As  needed

9 -A4 3 9 3 As  needed

9 -A4 3 9 4 As  needed

9 -A4 3 9 5 As  needed

9 -A4 3 9 6 As  needed

9 -A4 3 9 7 As  needed

9 -A4 3 9 8 As  needed

9 -A4 3 9 9 As  needed

9 -A4 4 0 0 As  needed

9 -A4 4 0 2 4  per month

9 -A4 4 0 4 As  needed

9 -A4 4 0 5 As  needed

9 -A4 4 0 6 As  needed

9 -A4 4 0 7 As  needed

9 -A4 4 0 8 As  needed

9 -A4 4 0 9 As  needed

9 -A4 4 1 0 As  needed

9 -A4 4 1 1 As  needed

9 -A4 4 1 2 As  needed

9 -A4 4 1 3 As  needed

9 -A4 4 1 4 As  needed

9 -A4 4 1 5 As  needed

9 -A4 4 1 8 As  needed

9 -A4 4 2 0 As  needed

9 -A4 4 2 1 As  needed

9 -A4 4 2 2 As  needed

9 -A4 4 2 8 As  needed

9 -A4 4 5 5 4  per month

9 -A4 5 5 4 1 5 0  per month

9 -A4 9 2 7 # 1  per month

9 -A5 0 5 1 As  needed

9 -A5 0 5 2 As  needed

9 -A5 0 5 3 As  needed

9 -A5 0 5 4 As  needed

9 -A5 0 5 5 As  needed

Procedure Code Maximum Limitation
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Refer to: The  Diapers / Brie fs / Liners  s ection o f " Inconti-

ne nce  Supplie s  and Equipment"  on page  2 4 -2 1  

fo r an explanation o f the  item limitations  

identified with an as teris k (* ).

24.5.13.4  Modifiers

24.5.14  Wound Care Supplies and/ or 
Systems

Wound care  s upplie s  and s ys tems  are  des igned to  as s is t 

in healing o f wounds  in conjunction with an individualized 

wo und care  the rapy regimen pre s cribed by a phys ic ian. A 

wo und care  s ys tem includes  a medical de vice  and its  

component s upplies  de s igned to  as s is t in healing o f 

wo unds  unres po ns ive  to  conventio nal wo und care  

therapy. Wound care  s upplie s  and wound care  s ys te ms  

may be  co ns idered for re imburs ement thro ugh Home 

Health Services .

Refer to: " Wound Care  Supplies  and/ or Sys tems "  on 

page  2 4 -2 5  fo r mo re  info rmation.

Prio r authorization is  require d fo r all the  medical s upplies  

and wo und care  s ys tems  addre s s ed in this  po licy and 

provide d thro ugh TMHP Ho me Health Service s  Prior Autho -

rization Department.

Note: THSte ps -e ligible  c lie nts  who  qualify for me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  home  he alth 

be ne fit will re ce ive  thos e  s e rvice s  through THSte ps -CCP.

24.5.14.1  Wound Care Supplies

Nons te rile / c lean wo und care  s upplie s  may be  cons ide re d 

fo r prio r autho rization when documentation s uppo rts  

medical neces s ity. The  home  s e tting is  cons idered a 

c lean environme nt, no t a s te rile  enviro nment.

Sterile  wound care  s upplie s , o the r than tho s e  required 

with a wo und care  s ys tem, may be  cons idered fo r prior 

authorizatio n whe n do cumentatio n s upports  medical 

ne ces s ity and jus tifie s  that no ns te rile / c lean wound care  

s upplies  will no t meet the  c lient’ s  needs .

Note: Es tablis he d trache os tomie s  and/or gas tros -

tomie s /buttons  are  not cons ide re d wounds , the re fore  

dre s s ing s upplie s  will no t be  cons ide re d for prior authori-

9 -A5 0 6 1 As  needed

9 -A5 0 6 2 As  needed

9 -A5 0 6 3 As  needed

9 -A5 0 7 1 As  needed

9 -A5 0 7 2 As  needed

9 -A5 0 7 3 As  needed

9 -A5 0 8 1 As  needed

9 -A5 0 8 2 As  needed

9 -A5 0 9 3 As  needed

9 -A5 1 0 2 2  per month

9 -A5 1 0 5 4  per year

9 -A5 1 1 2 2  per month

9 -A5 1 1 3 2  per month

9 -A5 1 1 4 2  per month

9 -A5 1 2 0 3 0  per month

9 -A5 1 2 1 As  needed

9 -A5 1 2 2 As  needed

9 -A5 1 2 6 As  needed

9 -A5 1 3 1 1  per month

9 -A5 2 0 0 2  per month

9 -A6 2 5 0 # 2  per month

9 -T4 5 2 1 * 3 0 0  per Month

9 -T4 5 2 2 * 3 0 0  per Month

9 -T4 5 2 3 * 3 0 0  per Month

9 -T4 5 2 4 * 3 0 0  per Month

9 -T4 5 2 5 * 3 0 0  per Month

9 -T4 5 2 6 * 3 0 0  per Month

9 -T4 5 2 7 * 3 0 0  per Month

9 -T4 5 2 8 * 3 0 0  per Month

9 -T4 5 2 9 * 3 0 0  per Month

9 -T4 5 3 0 * 3 0 0  per Month

9 -T4 5 3 1 * 3 0 0  per Month

9 -T4 5 3 2 * 3 0 0  per Month

9 -T4 5 3 3 * 3 0 0  per Month

9 -T4 5 3 4 * 3 0 0  per Month

9 -T4 5 3 5 * 3 0 0  per Month

9 -T4 5 4 3 * 3 0 0  per month

J-E0 1 6 3 # 1  per 5  years

J-E0 1 6 3 -TF# 1  per 5  years

J-E0 1 6 3 -TG# 1  per 5  years

J-E0 1 6 5 # 1  per 5  years

J-E0 1 6 5 -TF 1  per 5  years

J-E0 1 6 5 -TG# 1  per 5  years

J-E0 1 6 7 # 1  per year

Procedure Code Maximum Limitation

J-E0 1 6 8 # 1  per 5  years

J-E0 1 6 8 -TF# 1  per 5  years

J-E0 1 6 8 -TG# 1  per 5  years

J-E0 1 7 5 # 1  per 5  years

J-E0 2 7 5 2  per year 

J-E0 2 7 6 2  per year 

J-E0 3 2 5 2  per year 

J-E0 3 2 6 2  per year

M odifier

TF TG SC

Procedure Code Maximum Limitation
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zation. Dre s s ing s upplie s  for trache os tomie s  and/or 

gas tros tomie s  may be  cons ide re d for prior authorization 

with docume ntation o f me dical ne ce s s ity.

To  re que s t prio r autho rization fo r wound care  s upplies , the  

fo llowing documentation mus t be  provided:

• Accurate  diagnos tic  information pertaining to  the  unde r-

lying diagnos is / condition as  we ll as  any o the r medical 

diagno s es / conditio ns , to  inc lude  the  c lient’ s  overall 

he alth s tatus .

• Appropriate  medical his tory re lated to  the  current 

wo und:

• Wound me as urements  to  inc lude  le ngth, width and 

de pth, any tunne ling and/ o r unde rmining.

• Wound co lor, drainage  (type  and amount) and o dor, 

if pres e nt.

• The  pre s cribed wound care  re gime n, to  inc lude  

freque ncy, duration and s upplie s  nee ded.

• Treatment fo r infe ctio n, if pres ent.

• The  c lient’ s  us e  o f a pres s ure  reduc ing mattres s  

and/ o r cus hion, whe n appropriate .

• Identification o f the  c lient o r caregiver who  will be  

ins tructed how to  perfo rm and will be  res pons ible  fo r 

the  wo und care .

Note: Nons te rile  glove s  may be  cons ide re d for prior autho -

rization whe n ne ce s s ary to  pe rform me dical wound care  

provide d by the  c lie nt, a family me mbe r, or a frie nd. The  

home  he alth nurs ing age ncy mus t provide  the ir s taff with 

the  appropriate  s afe ty s upplie s  as  s tate d in the  Occupa-

tional Safe ty and He alth Adminis tration (OSHA) 

re quire me nts . Non-s te rile /s te rile  glove s  for us e  by a 

he alth-care  provide r in the  home  s e tting, s uch as  an RN, 

LVN, or atte ndant are  no t a be ne fit.

24.5.14.2  Wound Care System

A wo und care  s ys tem includes  a me dical de vice  and its  

compo ne nt s upplie s  des igne d to  as s is t in healing o f 

wo unds  unres po ns ive  to  co nventional wo und care  

therapy. Wound care  s ys te ms  may be  co ns idered for 

re imburs ement when prio r authorized.

A wo und care  s ys tem may be  cons idered for 

re imburs ement fo r c lients  with a Stage  III o r IV chronic , 

no nhe aling wound, s uch as  a pres s ure , venous  s tas is , 

diabetic  ulcer, po s ts urgical wound dehis cence , nonad-

he ring s kin grafts , o r s urgical flaps  required fo r covering 

s uch wounds .

Types  o f wound care  s ys tems  inc lude  the  fo llowing:

• The rmal wound care  syste m. A heating e le ment 

provide s  and maintains  a warm, mo is t wound 

environme nt and pro te cts  the  wound during the  healing 

proce s s  by s e aling it with an adhe s ive  drape  and 

applying inte rmitte nt heat to  the  s urrounding tis s ue .

• Se ale d suction wound care  syste m. A s ealed s uctio n 

wo und care  s ys tem provides  and maintains  a mo is t 

wo und e nvironme nt and pro tects  the  wound during the  

he aling pro ces s  by s ealing it with an adhes ive  drape  

and applying co ntinuous  o r intermittent s uction.

Note: Portable  hype rbaric  oxyge n chambe rs  that are  

place d dire ctly ove r the  wound and provide  highe r conce n-

trations  o f oxyge n to  the  damage d tis s ue  are  not a be ne fit 

o f Home  He alth Se rvice s .

24.5.14.3  Thermal Wound Care System

A thermal wound care  s ys tem co ns is ts  o f an o cc lus ive  

po cketed wound cover with foam buffe r to  co ve r the  

wound, a warming card that is  placed in the  wound cover 

po cket and an e lectric  te mperature  contro l unit (TCU). A 

thermal wound care  s ys tem de livers  s afe , contro lled 

warmth to  the  wo und s ite  and pe ri-wound tis s ue — witho ut 

touching the  wound. This  warmth te mporarily increas es  

blo od flo w and SQ/ SC oxyge n to  the  wound and 

s urrounding area to  fac ilitate  healing.

Dres s ing change s  as s o c iated with a thermal wound care  

s ys tem are  perfo rmed every one  to  three  days , depending 

on the  amo unt o f exudate  produced by the  wound. The  

warming card is  us e d on a s ingle  c lie nt, but is  no t required 

to  be  change d during treatment e xce pt to  acco mmo date  a 

de cre as ing wound s ize . The  TCU is  rented o n a mo nthly 

bas is . The  c lie nt, family, o r care give r can be  taught to  

pe rform a thermal wound care  s ys tem dres s ing change .

Us e  procedure  codes  9 -A6 0 0 0 , L-E0 2 3 1 , and L-E0 2 3 2  fo r 

a thermal wound care  s ys te m and as s oc iated s upplies .

24.5.14.4  Sealed Suction Wound Care System

A s e aled s uction wo und care  s ys tem co ns is ts  o f a ce ll 

fo am dres s ing that is  placed in the  wo und bed, a s uctio n 

cathe te r tip, an adhe s ive  drape  to  cover the  wound, 

s uction tubing, and a computerized vacuum pump. A 

s e aled s uction wo und care  s ys tem us es  co ntinuo us  or 

intermittent s ubatmos phe ric  pres s ure  to  evacuate  the  

exces s  inte rs titial fluid and remove  growth facto r inhib-

ito rs . The  re moval o f inhibito rs  allows  the  growth facto r to  

s timulate  ce ll pro life ratio n and migration. Removal o f 

exces s  fluid als o  he lps  decreas e  pe ri-wo und induratio n.

Dres s ing change s  as s o c iated with a s ealed s uctio n 

wo und care  s ys te m are  pe rformed e ve ry o ne  to  three  days  

de pe nding on the  amount o f exudate  produced by the  

wo und. The  co mputerize d vacuum pump is  re nted o n a 

monthly bas is . An RN is  re quired to  pe rform a s e aled 

s uctio n wound care  s ys te m dres s ing change .

Us e  the  procedure  codes  L-E2 4 0 2  and 9 -A6 5 5 0  fo r a 

s e aled s uction wo und care  s ys tem and as s oc iate d 

s upplie s .
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24.5.14.5  Pulsatile Jet Irrigation Wound Care 

System

A puls atile  je t irrigation wo und care  s ys tem cons is ts  o f a 

pis to l-s tyle  hand piece  with a trigge r to  contro l the  

puls atile  je t. A s uction pump is  us ed to  remove  the  fluid. 

The  wound is  then dres s ed us ing s tandard wound care  

s upplie s .

Dres s ing changes  as s o c iated with a puls atile  je t irrigatio n 

wo und care  s ys te m are  pe rfo rmed every o ne  to  three  days  

depending on the  amount o f exudate  pro duce d by the  

wo und. An RN is  required to  perfo rm a puls atile  je t 

irrigation wound care  s ys te m dres s ing change .

Us e  procedure  code  L-E1 3 9 9  fo r a puls atile  je t irrigation 

wo und care  s ys tem.

24.5.14.6  Wound Care System Criteria

Initial Criteria

Initial prio r authorization fo r a wound care  s ys te m may be  

cons idered for re imburs ement fo r up to  a 3 0 -day pe riod.

Recertification Criteria

Medically nece s s ary prio r authorized e xtens ions  may be  

cons idered for re imburs ement fo r 3 0 -day periods  up to  a 

maximum o f four mo nths  when documentatio n s uppo rts  

continued s ignificant improveme nt in wo und healing. 

Wound care  s ys te ms  may be  co ns idered fo r 

re imburs e me nt beyond four mo nths  o f treatment on a 

cas e -by-cas e  bas is  after re view by the  me dical dire cto r o r 

de s igne e  with docume ntation o f me dical ne ces s ity.

24.5.14.7  Prior Authorization

To  re ques t prio r authorizatio n fo r a wound s ys tem, the  

do cumentatio n lis te d be lo w mus t be  provided on the  

Statement o f Initial Wound Therapy Sys tem In-Ho me  Us e  

Form on page  B-9 1  for an initial o r re certification reques t 

and s ubmitted with the  s igne d and dated Home Health 

Services  (Title  XIX) Durable  Me dical Equipment 

(DME)/ Me dical Supplie s  Phys ic ian Order Form. The  

original documentation mus t be  maintained by the  

pres cribing phys ic ian in the  c lie nt’ s  medical re co rd. A copy 

o f the s e  do cuments  mus t be  maintained by the  

re ques ting provide r.

• Accurate  diagnos tic  information pertaining to  the  unde r-

lying diagno s is / conditio n and any o ther medical 

diagno s es / conditions , inc luding the  c lient’ s  overall 

he alth s tatus .

• The  c lie nt’ s  us e  o f a pres s ure  reducing mattres s , when 

appropriate .

• Albumin leve l within the  las t 3 0  days :

• If the  albumin leve l is  be low 3 .0 , docume ntation 

mus t s how that nutritio nal s upplement is  in place .

• Hemoglobin A1 c  obtained within las t 3 0  days  if the  

c lient has  a diagno s is  o f diabe tes  me llitus .

• Appropriate  medical his tory re lated to  the  current 

wo und:

• Documentatio n that the  wound is  fre e  o f ne cro tic  

tis s ue  and infection, o r if infection is  pres ent, that it 

is  be ing treated with antibio tics , inc luding the  name  

o f the  antibio tic , dos age , frequency, and route  o f 

adminis tration.

• Wound me as ure me nts  to  inc lude  length, width, and 

de pth, any tunne ling and/ or unde rmining.

• For rece rtificatio n, do cumentatio n that the  wound is  

improving.

• Wound co lo r, drainage  (type  and amount), and odor 

if pres ent.

• The  pre s cribed wound care  re gimen, to  inc lude  

freque ncy, duration, and s upplies  ne eded.

• Identificatio n o f the  caregiver who  agre es  to  be  

available  to  as s is t c lient during this  time  and 

agre ement o f this  pe rs o n no t to  o perate  the  negative  

pres s ure  o r the  puls atile  je t irrigation s ys tem if us ed.

• Do cumentatio n that an RN who  is  certified in the  us e  o f 

the  wo und care  s ys tem is  perfo rming the  wo und care  

when a ne gative  pres s ure  o r puls atile  je t irrigation 

wound care  s ys tem is  us ed. All requirements  fo r s killed 

nurs ing care  mus t be  met.

Wound care  s ys tem s upplies  are  limite d to  a maximum o f:

• 1 5  dres s ing kits  o r s upplies  pe r wound per month 

unles s  documentation s uppo rts  that the  wound s ize  

require s  mo re  than one  dre s s ing kit fo r each dres s ing 

change  o r if the  phys ic ian has  orde re d mo re  frequent 

dres s ing changes .

Whe n docume ntation s upports  evide nce  o f high-vo lume  

drainage , de fined as  greater than 9 0  ml per day, a 

s tationary pump with the  larges t capacity canis ter mus t be  

us ed. Extra canis te rs  re lated to  the  equipment failure  are  

no t cons idered me dically neces s ary.

Wound care  s ys tems  and re lated s upplie s  will no t be  prio r 

authorized nor co ns idered for re imburs ement when:

• The  c lient has  one  o f the  fo llowing contraindications :

• A fis tula to  the  body.

• Wound is chemia.

• Gangrene .

• Skin cancer in the  wo und margins .

• Pre s ence  o f ne cro tic  tis s ue , inc luding bone  (nonap-

plicable  to  the  puls atile  je t irrigation wound care  

s ys tem).

• Os teomye litis  (unles s  it is  be ing treated; the  

treatment mus t be  identified).

• Les s  than s ix months  to  live .

• In the  do cumente d judgement o f the  treating phys ic ian, 

adequate  wound healing has  o ccurre d and the  wound 

care  s ys tem is  no  longer required.

• No  meas urable  wo und healing has  o ccurred over the  

previous  3 0 -day pe rio d.

• A wound care  s ys tem was  us e d fo r four months  o r more  

in the  inpatient s e tting be fore  dis charge , except when 

do cumentation s upports  continued s ignificant 

improvement in wound healing.
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• The  wound care  equipme nt and s upplies  are  no  lo nge r 

be ing us e d by the  c lient. Stand-by us e  equipment and 

s upplie s  are  not a bene fit o f Home  He alth Services .

24.5.14.8  Wound Care Procedures and Limitations

Procedure Code Maximum Limitation

9 -A4 2 1 3 As  needed

9 -A4 2 1 7 As  needed

9 -A4 2 4 4 1  per month

9 -A4 2 4 5 Per box as  needed

9 -A4 2 4 6 1  per month

9 -A4 2 4 7 1  per month

9 -A4 4 5 0 2 0  per month

9 -A4 4 5 2 2 0  per month

9 -A4 4 5 5 4  per month

9 -A4 4 6 1 As  needed 

9 -A4 9 3 0 As  needed

9 -A6 0 0 0 1 5  per month

9 -A6 0 1 0 As  needed

9 -A6 0 1 1 As  needed

9 -A6 0 2 1 As  needed

9 -A6 0 2 2 As  needed

9 -A6 0 2 3 As  needed

9 -A6 0 2 4 As  needed

9 -A6 0 2 5 As  needed

9 -A6 1 5 4 As  needed

9 -A6 1 9 6 As  needed

9 -A6 1 9 7 As  needed

9 -A6 1 9 8 As  needed

9 -A6 1 9 9 As  needed

9 -A6 2 0 0 As  needed

9 -A6 2 0 1 As  needed

9 -A6 2 0 2 As  needed

9 -A6 2 0 3 As  needed

9 -A6 2 0 4 As  needed

9 -A6 2 0 5 As  needed

9 -A6 2 0 6 As  needed

9 -A6 2 0 7 As  needed

9 -A6 2 0 8 As  needed

9 -A6 2 0 9 As  needed

9 -A6 2 1 0 As  needed

9 -A6 2 1 1 As  needed

9 -A6 2 1 2 As  needed

9 -A6 2 1 3 As  needed

9 -A6 2 1 4 As  needed

9 -A6 2 1 5 As  needed

9 -A6 2 1 6  As  needed

9 -A6 2 1 7 As  needed

9 -A6 2 1 8 As  needed

9 -A6 2 1 9 As  needed

9 -A6 2 2 0 As  needed

9 -A6 2 2 1 As  needed

9 -A6 2 2 2 As  needed

9 -A6 2 2 3  As  needed

9 -A6 2 2 4 As  needed

9 -A6 2 2 8 As  needed

9 -A6 2 2 9 As  needed

9 -A6 2 3 0 As  needed

9 -A6 2 3 1 As  needed

9 -A6 2 3 2 As  needed

9 -A6 2 3 3 As  needed

9 -A6 2 3 4 As  needed

9 -A6 2 3 5 As  needed

9 -A6 2 3 6 As  needed

9 -A6 2 3 7 As  needed

9 -A6 2 3 8 As  needed

9 -A6 2 3 9 As  needed

9 -A6 2 4 0 As  needed

9 -A6 2 4 1 As  needed

9 -A6 2 4 2 As  needed

9 -A6 2 4 3 As  needed

9 -A6 2 4 4  As  needed

9 -A6 2 4 5 As  needed

9 -A6 2 4 6 As  needed

9 -A6 2 4 7 As  needed

9 -A6 2 4 8 As  needed

9 -A6 2 5 1 As  needed

9 -A6 2 5 2 As  needed

9 -A6 2 5 3 As  needed

9 -A6 2 5 4 As  needed

9 -A6 2 5 5 As  needed

9 -A6 2 5 6 As  needed

9 -A6 2 5 7 As  needed

9 -A6 2 5 8 As  needed

9 -A6 2 5 9 As  needed

9 -A6 2 6 0 As  needed

9 -A6 2 6 1 As  needed

9 -A6 2 6 2 As  needed

9 -A6 2 6 6 As  needed

9 -A6 4 0 2 As  needed

Procedure Code Maximum Limitation
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24.5.15  Durable Medical Equipment (DME) 
and Supplies

The  Texas  Medicaid Program de fines  DME as :

Me dical e quipme nt or appliance s that are  manufacture d to  

withstand re pe ate d use , orde re d by a physician for use  in 

the  home , and re quire d to  corre ct or ame liorate  a c lie nt’ s 

disability, condition, or illne ss.

Since  the re  is  no  s ingle  autho rity, s uch as  a fe deral 

age ncy, that confe rs  the  o ffic ial s tatus  o f “ DME”  on any 

de vice  o r product, HHSC re tains  the  right to  make  s uch 

de te rminatio ns  with re gard to  DME bene fits  o f the  Te xas  

Medicaid Program. DME be ne fits  o f the  Texas  Medicaid 

Program mus t have  e ither a we ll-es tablis hed his to ry o f 

e fficacy o r, in the  cas e  o f no ve l o r unique  equipment, 

valid, pee r-reviewed e vidence  that the  e quipment co rrects  

o r ame lio rates  a covered medical co nditio n or functional 

dis ability. 

Reques ted DME may be  a bene fit when it me ets  the  

Medicaid de finition o f DME. 

The  majority o f DME and e xpendable  s upplies  are  co ve re d 

Ho me Health Se rvices .

If a s e rvice  cannot be  provided for a c lient younger than 

2 1  years  o f age  thro ugh Ho me Health Services , thes e  

s e rvices  may be  cove re d through THSteps -CCP if they are  

de te rmined to  be  me dically neces s ary.

To  be  re imburs ed as  a ho me  health bene fit:

• The  c lie nt mus t be  e ligible  fo r home  he alth be ne fits .

• The  crite ria lis ted fo r the  re ques ted equipment mus t be  

met.

• The  e quipment re ques ted mus t be  medically 

neces s ary, and fe deral financial partic ipation mus t be  

available .

• The  c lient’ s  he alth s tatus  would be  compro mis ed 

without the  reques te d equipment.

• The  reques ted equipment o r s upplie s  mus t be  s afe  fo r 

us e  in the  home .

• The  c lient mus t be  s ee n by a phys ic ian within one  year 

o f the  DOS.

A comple ted Home  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Order Form pres cribing the  DME and/ o r s upplies  mus t be  

s igned and date d by a phys ic ian familiar with the  c lient 

be fo re  reques ting prio r authorization for all DME 

equipment and s upplie s . All s ignatures  mus t be  current, 

unaltered, o riginal, and handwritten. Computerized o r 

s tamped s ignatures  will no t be  acce pted. The  comple ted 

Home Health Se rvices  (Title  XIX) Durable  Medical 

Equipment (DME)/ Me dical Supplies  Phys ic ian Order Form 

mus t inc lude  the  pro cedure  co de s  and quantities  fo r 

s e rvices  reques te d. The  co mple ted, s igne d, and date d 

fo rm mus t be  maintained by the  DME pro vider and the  

pres cribing phys ic ian in the  c lient’ s  me dical re cord. The  

comple te d Ho me  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Orde r Form with the  original s ignature  mus t be  maintained 

by the  pres cribing phys ic ian.

Prio r authorization is  required fo r mos t DME and s ervices  

provide d thro ugh Home Health Se rvices . Thes e  s ervice s  

inc lude  acce s s o rie s , modifications , adjus tme nts , and 

repairs  fo r the  equipme nt.

The  date  las t s een by the  phys ic ian mus t be  within the  

pas t 1 2  mo nths  unles s  a phys ic ian waiver is  obtaine d. 

The  phys ic ian’ s  s ignature  o n the  Ho me  Health Service s  

(Title  XIX) Durable  Medical Equipment (DME)/ Medical 

Supplie s  Phys ic ian Order Form is  only valid fo r 9 0  days  

be fo re  the  initiation o f s e rvices .

Obtain authorization within thre e  busine ss days  o f 

providing the  s ervice  by calling TMHP Home  Health 

Services  Authorizatio n Departme nt o r faxing the  Home  

He alth Service s  (Title  XIX) Durable  Me dical Equipme nt 

(DME)/ Medical Supplies  Phys ic ian Order Form. A de termi-

nation will be  made  as  to  whether the  equipment will be  

rented, purchas e d, repaired, modifie d, o r denied bas e d 

on the  c lient’ s  medical neces s ity.

9 -A6 4 0 3 As  needed

9 -A6 4 0 4 As  needed

9 -A6 4 0 7 As  needed

9 -A6 4 1 0 As  needed

9 -A6 4 1 1 As  needed

9 -A6 4 1 2 As  needed

9 -A6 4 4 1 As  needed

9 -A6 4 4 2 As  needed

9 -A6 4 4 3 As  needed

9 -A6 4 4 4 As  needed

9 -A6 4 4 5 As  needed

9 -A6 4 4 6 As  needed

9 -A6 4 4 7 As  needed

9 -A6 4 4 8 As  needed

9 -A6 4 4 9 As  needed

9 -A6 4 5 0 As  needed

9 -A6 4 5 1 As  needed

9 -A6 4 5 2 As  needed

9 -A6 4 5 3 As  needed

9 -A6 4 5 4 As  needed

9 -A6 4 5 5 As  needed

9 -A6 4 5 6 As  needed

9 -A4 6 5 7 As  needed

9 -A6 5 5 0 1 5  per month

9 -T1 9 9 9 As  needed

L-E0 2 3 1 1  per month

L-E0 2 3 2 1  per month

L-E1 3 9 9 1  per month (fo r us e  with Puls atile  

Je t Irrigation Wo und Care  Sys tem)

L-E2 4 0 2 1  per month

Procedure Code Maximum Limitation
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To  fac ilitate  a de te rminatio n o f medical nece s s ity and 

avo id unne ces s ary denials  when reques ting prio r authori-

zatio n, the  phys ic ian mus t pro vide  co rrect and co mple te  

informatio n s uppo rting the  me dical ne ces s ity o f the  

equipme nt and/ or s upplies  re ques ted, inc luding:

• Accurate  diagnos tic  information pertaining to  the  unde r-

lying diagnos is / condition as  we ll as  any o the r medical 

diagno s es / conditio ns , to  inc lude  the  c lient’ s  overall 

he alth s tatus .

• Diagno s is / co ndition caus ing the  impairment res ulting 

in a ne ed for the  equipme nt and/ or s upplies  reque s ted.

The  provider mus t have  the  c lient s ign the  DME Certifi-

cation and Rece ipt Form o n page  B-3 5  for all purchas ed 

DME fo r Medicaid c lie nts  be fore  s ubmitting a c laim for 

payment. The  clie nt’s signature  me ans the  DME is the  

prope rty of the  c lie nt. The  certification fo rm als o  re quires  

the  name  o f the  item and the  date  the  c lient rece ive d the  

DME. The  DME s upplie r s hould re tain this  fo rm, no t 

s ubmit it with the  c laim.

The  provider mus t keep all Home Health Services  (Title  

XIX) Durable  Medical Equipment (DME)/ Medical Supplie s  

Phys ic ian Orde r Forms  and Adde ndum to  Home He alth 

Services  (Title  XIX) DME/ Medical Supplies  Phys ic ian Orde r 

Forms  on file . Providers  mus t re tain de live ry s lips  o r 

invo ices  and the  s igned and dated DME Certification and 

Rece ipt Form docume nting the  item and date  o f de live ry 

fo r all DME pro vided to  a c lie nt and mus t dis c los e  them to  

HHSC o r its  de s ignee  on reques t.

• The  DME mus t be  us ed for medical o r therapeutic  

purpos e s , and s upplie d thro ugh an e nro lled DMEH 

provider in compliance  with the  c lie nt’ s  POC.

• The s e  re cords  and c laims  mus t be  re tained fo r a 

minimum o f five  years  from the  DOS or until audit 

ques tions , appe als , hearings , inves tigations , o r court 

cas e s  are  re s o lved. Us e  o f thes e  s ervices  is  s ubject to  

re tros pe ctive  re vie w.

Note: All purchas e d e quipme nt mus t be  ne w upon de live ry 

to  c lie nt. Us e d e quipme nt may be  utilize d for le as e , but 

whe n purchas e d, mus t be  re place d with ne w e quipme nt.

HHSC/ TMHP res erves  the  right to  reques t the  Home 

He alth Service s  (Title  XIX) Durable  Medical Equipme nt 

(DME)/ Me dical Supplie s  Phys ic ian Order Form and/ or 

Addendum to  Home  Health Services  (Title  XIX) 

DME/ Medical Supplies  Phys ic ian Orde r Form at any time .

DME mus t meet the  fo llowing re quireme nts  to  qualify fo r 

re imburs ement under Ho me Health Services :

• The  c lient re ce ived the  equipme nt as  pres cribed by the  

phys ic ian.

• The  e quipment has  be en pro perly fitted to  the  c lie nt 

and/ o r meets  the  c lie nt’ s  needs .

• The  c lient, the  parent or guardian o f the  c lient, and/ o r 

the  primary caregiver o f the  c lient, has  rece ived training 

and ins truction re garding the  equipment’ s  proper us e  

and maintenance .

DME mus t:

• Be  medically neces s ary due  to  illnes s  o r injury o r to  

improve  the  functioning o f a bo dy part, as  documente d 

by the  phys ic ian in the  c lie nt’ s  POC or the  Home  Health 

Services  (Title  XIX) Durable  Me dical Equipment 

(DME)/ Medical Supplie s  Phys ic ian Order Form.

• Be  prior authorize d by the  TMHP Home  He alth Services  

Prio r Authorization Department fo r re ntal o r purchas e  o f 

s upplie s  fo r mo s t equipme nt. Some  equipme nt does  

no t require  prio r authorizatio n. Prior autho rization for 

equipment rental can be  is s ued fo r up to  s ix months  

bas ed on diagnos is  and medical neces s ity. If an 

extens ion is  ne ede d, reques ts  can be  made  up to  6 0  

days  be fo re  the  s tart o f the  new authorizatio n pe rio d 

with a ne w Home He alth Service s  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Order Form.

• Mee t the  c lie nt’ s  exis ting medical and tre atme nt 

ne eds .

• Be cons idered s afe  fo r us e  in the  ho me .

• Be provided thro ugh an enro lled DMEH 

provide r/ s upplie r.

Note: THSte ps -e ligible  c lie nts  who  qualify for me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  home  he alth 

be ne fit will re ce ive  thos e  s e rvice s  through THSte ps -CCP.

DME that has  been de livered to  the  c lie nt’ s  ho me  and 

then found to  be  inappropriate  fo r the  c lient’ s  conditio n 

will no t be  e ligible  fo r an upgrade  within the  firs t s ix 

months  fo llowing purchas e  unles s  there  had been a s ignif-

icant change  in the  c lient’ s  co ndition, as  do cumente d by 

the  phys ic ian familiar with the  c lient. All adjus tments  and 

modifications  within the  firs t s ix months  after de live ry are  

cons ide re d part o f the  purchas e  price .

All DME purchas ed fo r a c lient beco me s  the  Me dicaid 

c lient’ s  pro pe rty upon rece ipt o f the  item. This  property 

inc ludes  equipment de livered which will no t be  prio r autho -

rized o r re imburs e d in the  fo llowing ins tances :

• Equipme nt de livered to  the  c lie nt be fore  the  phys ic ian 

s ignature  date  on the  POC or Home He alth Se rvices  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplie s  Phys ic ian Order Form or Adde ndum to  Home  

Health Services  (Title  XIX) DME/ Medical Supplies  

Phys ic ian Orde r Form.

• Equipment de livered more  than three  bus ines s  days  

be fore  obtaining prio r authorizatio n from the  TMHP 

Ho me Health Se rvices  Prio r Authorization Department 

and me ets  the  crite ria fo r purchas e .

Additional crite ria:

• The  TMHP Home  Health Services  Prio r Authorization 

Department will make  the  final de termination whether 

DME will be  rente d, purchas ed, o r re paire d bas ed on 

the  c lient’ s  duration and us e  nee ds .

• Periodic  re ntal payments  are  made  o nly fo r the  les s er 

o f e ithe r the  period o f time  the  equipme nt is  medically 

ne ces s ary, o r whe n the  to tal monthly re ntal payments  

equal the  reas onable  purchas e  co s t fo r the  equipme nt.
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• Purchas e  is  jus tified when the  es timated duration o f 

need multiplied by the  re ntal payme nts  would excee d 

the  reas onable  purchas e  cos t o f the  equipment o r it is  

o the rwis e  more  practical to  purchas e  the  equipme nt.

• DME repair will be  cons idered bas ed on the  age  o f the  

ite m and cos t to  repair it.

• A re ques t fo r repair o f DME mus t inc lude  a s tatement 

or medical info rmation from the  attending phys ic ian 

s ubs tantiating that the  me dical appliance  o r equipme nt 

continues  to  s erve  a s pec ific  medical purpo s e  and an 

itemized e s timate d co s t lis t from the  vendor o r DME 

provider o f the  repairs . Rental equipment may be  

provide d to  replace  purchas ed me dical equipme nt fo r 

the  period o f time  it will take  to  make  ne ces s ary repairs  

to  purchas ed medical equipment.

• If a DME/ medical s upply provider is  unable  to  de liver an 

authorize d piece  o f equipment or s upply, the  provide r 

s hould allow the  c lient the  option o f obtaining the  

equipment o r s upplies  fro m anothe r provide r.

Items  and/ or s ervices  addres s e d are  re imburs ed at a 

maximum fee  de te rmined by HHSC. If an ite m is  manually 

priced, the  MSRP mus t be  s ubmitted fo r cons ideration o f 

re ntal o r purchas e  with the  appropriate  proce dure  codes . 

Purchas e s  and re ntals  are  re imburs ed at the  MSRP minus  

a dis co unt as  de te rmine d by HHSC.

DME is  antic ipate d to  las t a minimum o f five  years  and 

may be  cons idered for replace me nt whe n five  ye ars  have  

pas s e d and the  equipment is  no  longer functional and 

repairable . The  DME may then be  cons idered for prio r 

authorization. Replacement o f equipment will be  

cons idered when los s  or irreparable  damage  has  

occurred. A co py o f the  po lice  o r fire  re port when appro -

priate , with the  meas ures  to  be  taken to  prevent 

re occurrence , mus t be  s ubmitted.

Replacement, adjus tments , modifications , o r repairs  will 

no t be  authorize d in s ituatio ns  where  the  e quipment has  

been abus e d o r negle cte d by the  c lient, the  c lient’ s  family, 

o r the  care give r. A re fe rral to  the  DSHS Medical Cas e  

Management Department will be  made  by TMHP Home  

Health Services  Prio r Authorizatio n De partment (o r CCP 

De partment, where  appro priate ) fo r c lients  younger than 

2 1  years  o f age . Providers  will be  no tified that the  s tate  

will be  monitoring this  c lient’ s  s e rvices .

Prior authorization is  re quired fo r re placement. 

Replacement will be  cons idered in at leas t one  o f the  

fo llowing s ituations :

• Afte r the  maximum limitation time  has  e laps ed and the  

DME is  no  longer functio nal and/ o r re pairable .

• When irre parable  damage  has  occurre d.

Documentation, which mus t accompany a reques t, 

inc ludes  a s tatement from the  pres cribing phys ic ian, 

which inc ludes :

• A copy o f the  fire  o r po lice  re po rt.

• The  caus e  o f the  lo s s  o r damage  and what meas ures  

will be  taken to  prevent reoccurrence .

Tho s e  who  s upply DME equipment and s upplies  to  

Medicaid Managed Care  c lients  mus t obtain a prio r autho -

rization fo rm. Services  and s upplie s  fo r STAR+PLUS 

Medicaid Qualified Medicare  Bene fic iary (MQMB) c lients  

s hould be  billed to  Medicare  firs t. If denied, s ubmit them 

to  TMHP to  cons ider. The  STAR+PLUS health plan is  not 

res pons ible  fo r thes e  s ervice s .

Cancelling an authorization

The  c lient has  the  right to  choo s e  his  DME/ medical s upply 

provide r and change  provide rs . If the  c lie nt changes  

provide rs , TMHP mus t re ce ive  a change  o f provider le tte r 

with a ne w Home He alth Service s  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Orde r Form. The  c lient mus t s ign and date  the  le tter, which 

mus t inc lude  the  name  o f the  previo us  provide r and the  

e ffe ctive  date  fo r the  change . The  c lient is  res po ns ible  fo r 

no tifying the  o riginal provider o f the  change  and the  

e ffe ctive  date . Prior authorization for the  new provide r can 

only be  is s ued up to  three  bus ines s  days  be fore  the  date  

TMHP re ce ives  the  change  o f provider le tter and the  new 

Home Health Se rvices  (Title  XIX) Durable  Medical 

Equipment (DME)/ Me dical Supplies  Phys ic ian Order Form.

Repairs

Repairs  will no t be  authorized in s ituations  where  the  

equipme nt has  be en abus e d or negle cted by the  c lient, 

c lient’ s  family, o r caregiver.

Routine  maintenance  o f rental e quipme nt is  the  provider’ s  

res pons ibility.

For c lients  requiring whee lchair repairs  only, the  date  las t 

s een by phys ic ian do es  no t need to  be  filled in on the  

Home Health Se rvices  (Title  XIX) Durable  Medical 

Equipment (DME)/ Me dical Supplies  Phys ic ian Order Form.

Bene fits  o f the  Home  Health Services  Program s uch as  

medical e quipment (re ntal, purchas e , o r repairs ) inc ludes , 

but is  no t limited to :

• Manual o r powered whee lchairs : noncustomize d, 

inc luding medically jus tified s eating, s upports , and 

equipme nt, o r customize d, s pec ifically tailo red o r 

individualized, whee lchairs , inc luding appropriate  

medically jus tifie d s eating, s uppo rts , and equipment 

no t to  e xce ed an amount s pecified by HHSC.

Example: If a whe e lchair is re que ste d, the  provide r 

should de fine  additional ite ms ne e de d, such as foot re sts 

or crutch holde rs, re movable  arms, or spe cial attachme nts.

• Canes , crutche s , walkers , and trapeze  bars .

• Bed pans , urinals , be ds ide  commo de  chairs , e levated 

commode  s e ats , bath chairs / benches / s eats , and bath 

tub rails  that are  no t wall-mo unte d.

• Electric  and no ne le ctric  hos pital be ds , mattres s e s , and 

be d-s ide  rails .

• Air flo tation o r air pres s ure  mattres s e s  and cus hions .

• Reas onable  and appropriate  appliances  fo r meas uring 

blo od pre s s ure  and blood gluco s e  s uitable  to  the  

c lient’ s  me dical s ituation to  inc lude  re place ment parts  

and s upplie s .
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• Fre es tanding lifts  fo r as s is ting the  c lie nt to  ambulate  

within the ir re s idence  or to  trans fer the  c lient from one  

pie ce  o f equipme nt to  ano ther.

• Pumps  fo r fee ding tubes  and IV adminis tratio n.

• Res piratory or oxygen-re late d equipment.

Payment may be  autho rized fo r re pair o f purchas e d DME. 

Maintenance  o f re ntal equipme nt (inc luding re pairs ) is  the  

s upplie r’ s  res pons ibility. The  to ll-free  number fo r the  

TMHP Ho me Health Se rvices  Prio r Authorizatio n 

Department is  1 -8 0 0 -9 2 5 -8 9 5 7 . Reques ts  fo r repairs  

mus t inc lude  the  co s t es timate , reas ons  fo r repairs , age  

o f e quipme nt, and s erial number.

Refer to: " Phys ic ian Supe rvis io n— Plan o f Care "  o n 

page  2 4 -7 .

“ DME Certification and Rece ipt Form”  on 

page  B-3 5 .

“ Home  Health Service s  Plan o f Care  (POC)”  on 

page  B-4 7 .

“ Home  He alth Se rvices  (Title  XIX) DME/ Medical 

Supplie s  Phys ic ian Order Form Ins tructions  

(2  Pages )”  on page  B-4 2  and 

“ Addendum to  Ho me  He alth Se rvices  (Title  XIX) 

DME/ Medical Supplies  Phys ic ian Order Form”  

on page  B-4 5 .

" Proce dure  Codes  That Do  Not Re quire  Prio r 

Authorization"  on page  2 4 -6 7  fo r equipment 

that does  not require  prior authorization.

" Provide r Enro llme nt"  on page  1 -2 .

24.5.16  Augmentative Communication 
Device (ACD) System

ACD s ys tems  are  a bene fit o f Ho me Health Se rvices  and 

re quire  prio r authorization. ACD s ys tems  fo r c lients  

yo unger than 2 1  years  o f age  who  do  no t meet the  crite ria 

fo r ho me  health s e rvices  may be  co ns idered unde r 

THSteps -CCP.

Refer to: " ACD Procedure  Codes  and Limitations "  on 

page  2 4 -3 6  fo r more  information.

24.5.16.1  ACD Systems

An ACD s ys tem, als o  known as  an augmentative  and alte r-

native  communicatio n (AAC) device  s ys tem, allo ws  a 

c lient to  overcome  the  dis abling e ffe cts  o f s e ve re  commu-

nicatio n impairme nt by re pres e ntation o f vocabulary o r 

ide as  and expres s ion o f mes s ages  and e nables  the  c lie nt 

to  meet the ir functional s peaking ne eds . For the  purpos e  

o f this  po licy, the  te rm “ ACD s ys tem”  re fe rs  to  the  ACD 

and all me dically ne ces s ary compone nts  and acces s ories . 

Pe rmanent los s  o f s peech is  de fine d as  a s e ve re  commu-

nication dis order with no  functional means / inte lligible  

s ound to  communicate  bas ic  nee ds  or thoughts .

An ACD s ys tem is  a bene fit o f the  Texas  Me dicaid Pro gram 

and may be  cons idered for prio r authorization as  a Home 

He alth Services  bene fit when the  fo llowing ho me  health 

s ervices  e ligibility crite ria are  met:

• The  c lie nt mus t be  e ligible  fo r home  he alth be ne fits .

• The  crite ria in this  s e ction mus t be  met.

• The  e quipment re ques ted mus t be  medically 

ne ces s ary.

• The  c lient’ s  s tatus  wo uld be  compro mis ed without the  

reques te d e quipment.

• Federal financial partic ipatio n mus t be  available .

• The  reques ted equipment o r s upplie s  mus t be  s afe  fo r 

us e  in the  home .

24.5.16.2  Prior Authorization and Required 

Documentation

Prio r autho rization is  re quire d fo r rental o r purchas e  o f an 

ACD s ys tem provide d through Home Health Se rvices . The  

prior authorization reques t s hould include  all re lated 

acces s o rie s  and/ or s upplies .

Be fore  reques ting prio r authorization, a comple te d Home  

He alth Service s  (Title  XIX) Durable  Me dical Equipme nt 

(DME)/ Medical Supplie s  Phys ic ian Order Form, 

pres cribing the  DME and/ or s upplies  mus t be  s igned and 

dated by a phys ic ian familiar with the  c lient. All s ignatures  

and date s  mus t be  current, o riginal, unaltered, and 

handwritten. Computerized o r s tamped s ignatures  will no t 

be  acce pted. The  date  o f the  Ho me  Health Service s  (Title  

XIX) Durable  Medical Equipment (DME)/ Medical Supplie s  

Phys ic ian Orde r Form can be  no  more  than three  months  

be fo re  the  s e rvice  s tart date . Forms  that are  s ubmitte d 

more  than three  months  be fore  the  s tart o f s e rvice  will 

res ult in an authorization re je ction. A le tte r will be  

generated to  the  provide r s tating that the  date  o f the  

Ho me  Health Se rvices  (Title  XIX) Durable  Medical 

Equipme nt (DME)/ Me dical Supplies  Phys ic ian Order Form 

is  prio r to  the  thre e -month limit. The  co mple ted, s igne d, 

and date d Home He alth Service s  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Orde r Form mus t inc lude  the  pro cedure  code s  and 

quantities  fo r s e rvices  re ques ted and mus t be  maintaine d 

by the  DME provider and the  pres cribing phys ic ian in the  

c lient’ s  medical re cord. 

To  fac ilitate  a de termination o f medical neces s ity and 

avo id unneces s ary de nials  when reque s ting prio r authori-

zatio n fo r an ACD s ys tem, the  phys ic ian mus t pro vide  

correct and comple te  information s uppo rting the  medical 

ne ces s ity o f the  e quipment and/ o r s upplie s  reque s ted, 

inc luding:

• Diagno s is / condition caus ing impairme nt o f 

communication.

• Accurate  diagno s tic  informatio n pertaining to  any o ther 

medical diagnos e s / co nditions , to  inc lude  the  c lie nt’ s  

overall he alth s tatus .

The  fo llowing docume ntation mus t be  s ubmitted with the  

comple te d Ho me  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Order Form:

• The  phys ic ian familiar with the  c lient will bas e  his / her 

recommendation on the  re view o f a fo rmal written 

evaluation o f cognitive  and language  abilitie s  
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comple te d by a s pe ech language  patho logis t (SLP). The  

prio r autho rization crite ria mus t be  addres s ed in this  

evaluation. The  pres cribing phys ic ian will re vie w the  

pro fes s ional e valuatio n/ as s e s s ment and bas e  the  

pres cription o n the  re comme ndations .

• The  formal writte n ACD s ys tem e valuation comple te d, 

s igned, and date d by a s pee ch-language  patho logis t 

(SLP) mus t inc lude  a minimum o f all o f the  fo llowing 

information:

• Current co mmunication impairme nt, inc luding the  

type , s everity, language  s kills , cognitive  ability and 

antic ipated cours e  o f the  impairment. 

• A de s cription o f the  functional co mmunication goals  

expe cte d to  be  achieve d and tre atment o ptions , 

inc luding the  ability o f the  reques ted ACD s ys tem, 

acce s s ories  and/ or s o ftware  to  me et the  pro jected 

communication needs  o f the  c lient, and the  length o f 

time  it is  expe cte d to  meet the ir needs  (mus t be  

antic ipated to  meet the  c lient’ s  needs  fo r a minimum 

o f 5  years ). 

• Antic ipated changes , modifications  o r upgrades  that 

will be  needed to  meet the  future  needs  (up to  5  

ye ars ) o f the  c lient, to  inc lude  pro je cte d long and 

s ho rt te rm time  frames . 

• A treatme nt plan that inc ludes  a training s che dule  fo r 

the  s e le cted de vice  and components  addre s s ing the  

ne eds  o f the  c lie nt and caregiver to  ens ure  appropri-

atenes s  and optimal us e  o f the  pres cribe d device . 

• Evaluation that the  c lient pos s es s es  the  cognitive , 

emotional and phys ical abilitie s  to  e ffe ctive ly us e  the  

s e le cte d de vice  and any acces s ories  to  co mmu-

nicate , inc luding cognitive , po s tural, mobility and 

s ens ory (vis ual and auditory) capabilitie s . 

• Evaluation o f the  res ide ntial, vocatio nal, educational 

and o ther s e ttings / s ituations  requiring communi-

cation (e .g., trans portation), alte rnative  ACD s ys tem 

evaluated, with a cons ideration o f the  advan-

tages / dis advantages  o f the  device  cons idered as  

we ll as  the ir appropriatenes s  fo r the  c lient. 

• How the  us e  o f the  ACD s ys tem will be  imple -

mented/ inte grate d into  vario us  environme nts  o f 

us e . 

• Medical s tatus / conditio n and medical diagnos is  that 

is  underlying the  s evere  expres s ive  s peech dis ability 

leading to  the  nee d fo r an ACD s ys tem. 

• An as s es s ment o f the  c lient’ s  daily co mmunication 

needs  and whethe r they could be  met us ing o the r 

natural modes  o f co mmunication. 

• Othe r fo rms  o f treatment that have  bee n co ns idered 

and ruled out. 

• The  rationale  fo r s e lectio n o f a s pec ific  de vice  and 

any acces s ories , inc luding why the  reques ted 

equipme nt is  the  mos t appro priate  and co s t e ffe ctive  

fo r the  particular c lient, and that the  c lie nt’ s  s pee ch 

dis ability will bene fit from the  device  o rdered.

Note: The  Te xas  Me dicaid Program may re que s t 

additional information to  c larify o r comple te  a re que s t for 

an ACD s ys te m and acce s s orie s .  
 
The  SLP e valuation mus t be  date d be fore  the  date  on the  

phys ician’ s  pre s cription (Home  He alth Se rvice s  (Title  XIX) 

Durable  Me dical Equipme nt (DME)/Me dical Supplie s  

Phys ician Orde r Form). 
 
An ACD s ys te m is  e xpe cte d to  s e rve  the  c lie nt’ s  ne e ds  fo r 

an e xte nde d pe riod o f time . Re fe r to  "Re place me nt"  on 

page  2 4 -3 5  fo r additional information.

24.5.16.3  Procedure Codes for ACD Systems and 

Accessories

ACDs and Access Devices

A digitize d spe e ch de vice , s ometime s  re fe rred to  as  a 

“ who le  mes s age”  s peech output device , utilizes  words  o r 

phras e s  that have  bee n recorded by s o me one  o ther than 

the  ACD s ys tem us e r fo r playback upo n command o f the  

ACD s ys tem us er. Us e  procedure  codes  J/ L-E2 5 0 0 , 

J/ L-E2 5 0 2 , J/ L-E2 5 0 4 , and J/ L-E2 5 0 6  fo r the  rental o r 

purchas e  o f a digitized s peech de vice .

A synthe size d spe e ch de vice  is  a te chno lo gy that trans -

lates  a us er’ s  input into  device -generated s peech us ing 

algo rithms  repres enting linguis tic  rule s . Us e rs  o f s ynthe -

s ized s peech ACD s ys tems  are  not limited to  pre -recorded 

mes s age s , but can independently create  mes s ages  as  

the ir communication nee ds  dictate .

Some  s ynthe s ize d s peech de vices  require  that the  us er 

make  physical contact with a ke yboard, to uch s creen, o r 

o the r dis play co ntaining le tters . Us e  procedure  code  

J/ L-E2 5 0 8  fo r the  rental o r purchas e  o f a s ynthes ized 

s peech device .

Other s ynthe s ize d devices  allo w multiple  me thods  o f 

mes s age  fo rmulation through le tters , words , pic tures , o r 

s ymbo ls . Such devices  als o  allow fo r multiple  methods  o f 

acces s  inc luding direct phys ical co ntact with a keybo ard o r 

touch s cree n; and one  or more  too ls  that aid in direct 

s e le ction, inc luding joys tick, he ad mous e , optical po inter, 

infrared and light po inters , s canning device , o r mors e  

code . Thes e  s ynthe s ize d s peech de vices  are  re imburs e d 

with procedure  code  J/ L-E2 5 1 0 .

Synthes ized s pee ch language  ge ne rating devices  with 

multiple  metho ds  o f mes s age  fo rmulation and multiple  

methods  o f device  acces s  are  re imburs ed with procedure  

code  J/ L-E2 5 1 0  and the  corres ponding modifie r TG (Inter-

mediate  leve l) o r TF (Complex/ High tech leve l) as  

indicated be low.

Re imburs ement fo r the  re ntal o r purchas e  o f s ynthes ized 

s peech generating devices  that have  multiple  methods  o f 

mes s age  fo rmulation and multiple  me thods  o f de vice  

acces s  may be  cons idered bas ed on the  fo llowing leve ls  

o f acces s  devices :

• Minimum leve l— bas ic  acces s  de vice , s uch as  a 

joys tick fo r c lients  with good gro s s  and fine  motor 

contro l (no  mo difie r required).
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• Me dium leve l— gro s s  mo to r contro l acces s  devices , 

s uch as  a s witch o r large  button, fo r c lie nts  with good 

gros s  motor s kills , but poor fine  motor extremity s kills  

(us e  modifie r TF).

• Maximum leve l— fine  motor and he ad co ntro l acce s s  

de vice s , s uch as  a las er o r infrared po inter, fo r c lients  

with goo d fine  motor head contro l, but po or fine  and 

gros s  motor extremity s kills  (us e  modifie r TG).

Items  inc luded in the  re imburs eme nt fo r an ACD s ys te m 

and not re imburs ed s e parate ly inc lude , but are  no t limited 

to , the  fo llo wing:

• ACD.

• Bas ic  es s ential s o ftware  (except fo r s o ftware  

purchas e d s pe c ifically to  enable  a c lient owne d 

compute r o r pe rs onal digital as s is tant [PDA] to  function 

as  an ACD s ys te m).

• Reques ts  fo r ACD s o ftware  may be  cons idered fo r 

prior autho rization if the  s o ftware  is  mo re  cos t 

e ffe ctive  than an ACD s ys te m.

• If an ACD s ys te m is  mo re  cos t-e ffe ctive  than 

adapting the  c lient owned lapto p PC or PDA, an ACD 

s ys tem will be  cons idered fo r prio r authorization 

ins tead o f the  ACD s o ftware .

• If s o ftware  is  purchas ed, ins tallation o f the  program 

and te chnical s upport are  inc luded in the  

re imburs e me nt fo r the  s o ftware . Rental o f ACD 

s ys te m s o ftware  is  no t a be ne fit. Spe ech gene rating 

s o ftware  is  identified with procedure  code  J-E2 5 1 1 .

Note: Eithe r an ACD s ys te m or ACD s o ftware  for a 

c lie nt-owne d laptop or de s ktop PC or PDA may be  autho -

rize d, but not bo th.

• Batteries .

• Battery charger, po we r s upplie s , A/ C, and/ or o ther 

adapte rs .

• Interface  cable s .

• Adequate  memory to  allow fo r s ys tem expans ion within 

a five  year time  frame .

• All bas ic  o peratio nal training ne ces s ary to  ins truct the  

c lient and family/ care giver(s ) in the  us e  o f the  ACD 

s ys te m.

• Manufacture r’ s  warranty.

• Interconnects .

• Sens ors .

• Mo is ture  guard.

• Acce s s  device  when ne ces s ary.

• Mo unting device  when ne ce s s ary.

24.5.16.4  ACD System Accessories

Acces s o rie s  fo r rental o r purchas e  are  a be ne fit o f Home 

Health Services  if the  crite ria fo r ACD s ys tem authori-

zatio n are  me t and the  me dical neces s ity o f e ach 

acces s ory is  c learly do cumente d in the  SLP written 

evaluation.

All acce s s o rie s  neces s ary fo r proper us e  o f an ACD 

s ys tem, inc luding thos e  neces s ary fo r the  po te ntial 

growth/ expans io n o f the  ACD s ys te m (s uch as  a memo ry 

card), s hould be  inc luded in the  initial pres cription fo r 

purchas e . 

The  fo llo wing acce s s o rie s  may be  cons idere d for 

re imburs ement if the  crite ria fo r ACD s ys tem authorizatio n 

are  met and the  medical neces s ity fo r e ach acces s ory is  

c learly docume nted in the  written e valuation:

• Acce s s  devices  fo r an ACD s ys te m inc lude , but are  no t 

limited to , devices  that enable  s e le ction o f le tters , 

wo rds  or s ymbo ls  via dire ct s e lectio n or too ls  that aid 

in direct s e le ction techniques  s uch as  optical he ad 

po inters , joys ticks , and ACD s canning devices .

• Gros s  motor acces s  devices , s uch as  s witche s  and 

buttons , may be  co ns idered for c lients  with po or head 

and hand contro l.

• Fine  motor, he ad co ntro l acces s  de vice s , s uch as  las er 

o r infrared po inters , may be  cons idered for c lients  with 

po or hand co ntro l and go od he ad contro l.

• Mois ture  guard.

• Extended warranty if cos t bene fic ial.

Us e  procedure  code  J/ L-E2 5 9 9  when billing fo r acces -

s o rie s  fo r s pee ch generating devices .

Mounting s ys tems  are  de vice s  nece s s ary to  place  the  

ACD s ys tem, s witches  and o ther acces s  devices  within 

the  re ach o f the  c lie nt. Mo unting devices  may be  

cons ide re d to  attach an ACD s ys tem or acce s s  device  to  

a whee lchair o r table . The  make , mo de l, and purchas e  

date  o f the  whe e lchair o r table  is  re quired whe n 

reques ting a whee lchair mo unting de vice . One  additio nal 

mounting device , s e parate  fo rm the  one  inc luded in the  

s ys tem, may be  co ns idered fo r prio r authorizatio n for the  

s ame  c lient. Us e  procedure  code  J/ L-E2 5 1 2  when billing 

fo r the  re ntal o r purchas e  o f mounting s ys te ms  when a 

s econd mount is  medically neces s ary.

24.5.16.5  Noncovered ACD System Items

Items  that are  no t re lated to  the  ACD s ys tem, o r s o ftware  

compo ne nts  which are  no t ne ces s ary to  operate  the  

s ys tem, are  not a be ne fit o f the  Te xas  Medicaid Program. 

Thes e  items  inc lude , but are  not limited, to  carrying cas e s  

and printers .

Note: THSte ps -e ligible  c lie nts  who  qualify for me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  Home  He alth 

Se rvice s  be ne fit will re ce ive  the s e  s e rvice s  through 

THSte ps -CCP.

24.5.16.6  Prior Authorization

All o f the  fo llowing criteria mus t be  me t in orde r to  

cons ider prior authorization o f an ACD s ys tem. Thes e  

crite ria mus t be  addres s e d in the  writte n evaluation. The  

c lient mus t have : 

• A s e ve re  co mmunication dis orde r with no  functional 

means / inte lligible  s ound to  communicate  bas ic  needs  

o r thoughts .
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• A minimum me ntal o r deve lopmental age  o f 2 4  mo nths .

• The  ability to  s ee , hear, and fee l s ens ation.

• The  ability to  fo llow two -s tep commands , take  turns , 

and initiate  an interaction.

• The  ability to  demons trate  perfo rmance , attention, 

des ire , interes t, flexibility, and independence .

• An unders tanding o f caus e  and e ffe ct and object 

pe rmanence .

• Someo ne  available  to  communicate  with or a s ituation 

to  co mmunicate  in.

• A family/ caregiver(s ) willing to  s upport the  c lient in the  

us e  o f the  ACD s ys tem.

24.5.16.7  Trial Period/ Rental/ Purchase

In orde r to  ens ure  and as certain that the  c lient’ s  nee ds  

are  met in the  mos t co s t e ffe ctive  manne r, an ACD s ys tem 

will no t routine ly be  prio r authorized fo r purchas e  until the  

c lient has  comple ted a 6 -month trial pe rio d that inc luded 

expe rience  with the  reques te d s ys tem. Prio r authorization 

may be  pro vided fo r rental during this  trial pe rio d. All 

components , s uch as  acces s  de vice s , mounting devices  

and lap trays  neces s ary fo r us e , mus t be  evaluated during 

this  trial period. 

In the  s ituation where  an ACD s ys te m is  no t available  fo r 

re ntal, purchas e  can be  cons idered with documentatio n 

that the  c lient has  had experience  with the  reque s te d 

s ys te m at s choo l o r in another s e tting.

A trial period is  no t required when replac ing an exis ting 

ACD s ys tem unles s  the  c lient’ s  needs  have  changed and 

anothe r ACD s ys tem o r acce s s  device  is  be ing 

cons idered. 

To  obtain prior authorizatio n fo r ACD s ys tem rental, all o f 

the  fo llowing documentation mus t be  s ubmitted:

• A formal written evaluatio n comple ted by an SLP be fore  

re ques ting an ACD s ys te m rental.

• A Home  Health Services  (Title  XIX) Durable  Me dical 

Equipment (DME)/ Medical Supplies  Phys ic ian Order 

Form lis ting the  pres cribed ACD s ys tem, acces s  device  

and acces s ories  s uch as  a mo unting de vice , mus t be  

comple te d, s igned, and dated by the  phys ic ian.

Purchase

Purchas e  o f an ACD s ys tem may be  cons idered fo r prior 

authorization whe n all o f the  fo llowing ACD s ys tem crite ria 

are  me t:

• A fo rmal writte n e valuation/ re -evaluation mus t be  

comple ted by an SLP be fore  re ques ting an ACD s ys tem 

purchas e . The  evaluation/ re -evaluation mus t inc lude  

do cumentatio n that the  c lient has  had s uffic ient 

expe rie nce  with the  re ques ted ACD s ys te m through 

trial/ re ntal, s choo l, o r anothe r s e tting.

• A Home  Health Services  (Title  XIX) Durable  Me dical 

Equipment (DME)/ Medical Supplies  Phys ic ian Order 

Form lis ting the  pres cribed ACD s ys tem, acces s  device  

and acces s ories  s uch as  a mo unting de vice , mus t be  

comple te d, s igned and date d by the  phys ic ian. 

24.5.16.8  DM E Certification

The  s igned and date d DME certification and Rece ipt Fo rm 

is  re quire d and mus t be  comple te d be fo re  re imburs ement 

can be  made  fo r any DME de live re d to  a c lient. The  ce rti-

ficatio n fo rm mus t inc lude  the  date  the  c lient rece ived the  

DME, the  item(s ) name , and the  s ignatures  o f the  provide r 

and the  c lient o r primary care giver. This  fo rm mus t be  

maintained by the  DME provide r in the  c lie nt’ s  re cord.

24.5.16.9  Reimbursement

Items  and/ or s ervice s  addres s ed in this  s ectio n are  e ither 

re imburs e d at a maximum fee  de te rmine d by HHSC or 

through manual pric ing. If an ite m is  manually priced, the  

MSRP mus t be  s ubmitted fo r cons ideration o f rental o r 

purchas e  with the  appropriate  pro cedure  co des . 

Purchas es  are  re imburs ed at MSRP minus  a dis count as  

de te rmined by HHSC.

24.5.16.10  Nonwarranty Repairs

Nonwarranty repairs  o f an ACD s ys tem may be  cons ide re d 

fo r prior authorization with do cumentation from the  

manufacture r explaining why the  re pair is  no t covered by 

the  warranty. A reques t fo r prio r authorizatio n o f ACD 

s ys tem repair(s ) no t co ve re d by warranty mus t be  

s ubmitted with the  fo llowing procedure  codes . Us e  

procedure  code  9 -E1 3 4 0  fo r non-warranty repairs . Us e  

procedure  code  9 -A9 9 0 0  fo r nonwarranty parts .

24.5.16.11  Replacement

An ACD s ys tem is  antic ipated to  las t a minimum o f five  

years . Docume ntation mus t be  s ubmitte d fo r the  fo llo wing 

s ituatio ns :

• If re que s ting a re place me nt with the  s ame  ACD s ys tem 

or re pair o f the  pres ent ACD s ys tem, a s tatement mus t 

be  s ubmitted indicating that the  c lient’ s  abilitie s  

and/ or communication ne eds  are  unchanged and/ o r 

no  o ther currently available  ACD s ys tem is  be tter able  

to  me et the  c lient’ s  needs .

• If reque s ting a diffe re nt ACD s ys tem from the  one  los t 

o r damaged, a ne w evaluation/ as s e s s ment is  required.

• When appropriate , a copy o f the  po lice  o r fire  report 

lis ting the  caus e  o f the  los s  o r damage , as  we ll as , 

what meas ures  will be  taken to  prevent reoccurrence . 

• In s ituations  whe re  the  equipment has  been abus ed o r 

ne glected by the  c lie nt, the  c lie nt’ s  family, o r the  

caregivers , the  Home Health Services  Prio r Authori-

zation Department will make  a re fe rral to  the  DSHS 

THSte ps  Cas e  Manage ment Program for c lie nts  under 

2 1  years  o f age . The  provider will be  no tified that the  

s tate  will be  monitoring this  c lient’ s  s e rvices  to  

evaluate  the  s afe ty o f the  environment fo r bo th the  

c lient and e quipment.
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Prior autho rization for replacement may be  co ns idered 

within five  years  o r more  from the  purchas e  date  o r when 

the  ACD s ys te m is  no  longer functional, and e ithe r cannot 

be  repaired or it is  no t cos t e ffe ctive  to  repair. 

Note: ACD s ys te m re place me nts  fo r c lie nts  unde r 

2 1  ye ars  o f age  that do  not me e t the  crite ria in this  

s e ction may be  cons ide re d through THSte ps -CCP.

24.5.16.12  ACD Procedure Codes and Limitations

24.5.17  Bath and Bathroom Equipment

Bath and bathroom equipment is  DME that is  inc luded in 

a treatment pro to co l, s e rves  as  a therapeutic  agent fo r life  

and health mainte nance , and is  re quired to  treat an 

ide ntified medical conditio n. Bath and bathro om 

equipme nt may be  co ns idered for re imburs ement fo r 

thos e  c lients  who  have  phys ical limitations  that do  not 

allow for bathing, s howering, o r bathroom us e .

Note: THSte ps  e ligible  c lie nts  who  qualify fo r me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  Home  He alth 

Se rvice s  be ne fit may be  cons ide re d unde r THSte ps -CCP.

The  fo llowing crite ria mus t be  me t to  qualify fo r Ho me  

Health Services :

• The  reque s ted equipme nt mus t be  medically 

ne ces s ary.

• The  c lie nt mus t be  e ligible  fo r home  he alth be ne fits .

• The  crite ria lis ted in this  po licy fo r the  re que s ted 

s upplie s / e quipment mus t be  me t.

• Federal financial partic ipatio n mus t be  available .

• The  reques ted equipment mus t be  s afe  to  us e  in the  

ho me .

Bath s e ats  are  not co ns idered fo r c lients  yo unger than 

one  ye ar o f age  or we ighing le s s  than 3 0  pounds . Prior 

authorizatio n is  required fo r all bath and bathro om 

equipment and re lated s upplies , inc luding any acce s -

s o rie s , modifications , adjus tments , replacements  and 

repairs  to  the  equipment. The  bath and bathro om 

equipment mus t be  able  to  acco mmodate  a 2 0  percent 

change  in the  c lient’ s  he ight and/ o r we ight. To  re ques t 

prio r autho rization for bath o r bathro om e quipment, the  

fo llowing docume ntation mus t be  provide d:

• Diagno s is / condition.

• Accurate  diagno s tic  information pertaining to  the  unde r-

lying diagno s is / co ndition, inc luding the  c lie nt’ s  o verall 

he alth s tatus , any o the r me dical nee ds , de ve lopme ntal 

leve l, and functional mobility s kills  and why regular bath 

o r bathroom equipment will not meet the  c lient’ s  needs

• The  age , he ight, and we ight o f the  c lie nt.

• As s es s ment o f the  c lient’ s  home  to  ens ure  the  

reques te d e quipment can be  s afe ly accommodated.

• Antic ipated changes  in the  c lie nt’ s  ne eds , inc luding 

antic ipated modifications  or acce s s o ry needs  and the  

growth po te ntial o f any cus tom s ho we r/ bath 

equipme nt.

A comple te d, s igned, and dated Home Health Se rvices  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplies  Phys ic ian Order Form pres cribing the  DME 

and/ o r s upplie s  mus t be  s igned and dated by a 

pres cribing phys ic ian who  is  familiar with the  c lient be fore  

reques ting authorizatio n. All s ignatures  mus t be  current, 

unaltered, o riginal, and handwritten. Computerized o r 

s tamped s ignatures  will no t be  acce pted. The  comple ted 

Ho me  Health Se rvices  (Title  XIX) Durable  Medical 

Equipme nt (DME)/ Me dical Supplies  Phys ic ian Order Form 

mus t be  maintained by the  DME pro vider and pres cribing 

phys ic ian in the  c lient’ s  record. The  original s ignature  

mus t be  maintained in the  c lient’ s  reco rd.

To  avo id unne ces s ary de nials , the  phys ic ian mus t provide  

correct and comple te  information, inc luding docume n-

tation o f the  medical nece s s ity o f the  reques te d 

equipme nt and/ o r s upplies . The  phys ic ian mus t maintain 

do cumentation o f medical neces s ity in the  c lient’ s  

medical re cord. The  re que s ting provider may be  as ked fo r 

additional information to  c larify o r co mple te  a reques t fo r 

the  bath o r bathro om e quipment. 

Rental o f equipment inc ludes  all ne ces s ary s upplie s , 

adjus tments , repairs , and re place ment parts .

Procedure Code Maximum Limitation

9 -E1 3 4 0 As  needed, with documentation o f 

warranty co ve rage

J-E2 5 0 0 1  per 5  years

J-E2 5 0 2 1  per 5  years

J-E2 5 0 4 1  per 5  years

J-E2 5 0 6 1  per 5  years

J-E2 5 0 8 1  per 5  years

J-E2 5 1 0 1  per 5  years

J-E2 5 1 0 -TF 1  per 5  years

J-E2 5 1 0 -TG 1  per 5  years

J-E2 5 1 1 1  per 5  years

J-E2 5 1 2 1  per 5  years

J-E2 5 9 9 1  per 5  years

L-E2 5 0 0 1  per month

L-E2 5 0 2 1  per month

L-E2 5 0 4 1  per month

L-E2 5 0 6 1  per month

L-E2 5 0 8 1  per month

L-E2 5 1 0 1  per month

L-E2 5 1 0 -TF 1  per month

L-E2 5 1 0 -TG 1  per month

L-E2 5 1 2 1  per month

L-E2 5 9 9 As  ne eded, with docume ntation o f 

warranty co ve rage



CPT only copyright 2 0 0 7  American Medical As s oc iation. All rights  res erved. 24–37

Texas  Medicaid (Title  XIX) Home  Health Services

24

A determination as  to  whether the  equipment will be  

rented, purchas ed, replaced, repaired, o r modified will be  

made  by HHSC or its  des igne e  bas ed on the  c lie nt’ s  

ne eds , duration o f us e , and age  o f the  e quipment.

Hand-Held Shower/ Shower Wand

A hand he ld s howe r/ s ho wer wand is  a s hower head 

attache d to  a flexible  tubing. Hand he ld s howers / s hower 

wands  with attachments  are  limited to  one  eve ry five  

ye ars .

A hand-he ld s hower/ s howe r wand with attachments  may 

be  cons idered fo r prio r autho rization only if the  c lie nt 

curre ntly owns  or mee ts  the  crite ria fo r a bath/ s hower 

chair, tub s too l/ bench, o r tub trans fe r be nch. Prior autho -

rization o f a hand-he ld s ho wer/ s hower wand inc ludes  all 

attachments  and acces s orie s . 

Us e  procedure  co de  J-E1 3 9 9  when billing fo r a hand he ld 

s ho we r/ s ho we r wand.

Hand he ld s howers / s hower wands  with attachments  are  

limited to  one  every five  years .

Bath/ Shower Chairs, Tub Stool/ Bench, Tub Transfer 
Bench

A bath/ s hower chair, tub s too l/ bench, o r tub trans fer 

bench may be  co ns idered fo r thos e  c lients  who  canno t 

s afe ly us e  a regular bath tub or s ho wer. Bath/ s hower 

chairs , tub s to o l/ benches  and tub trans fe r be nches  are  

grouped into  three  leve ls  o f des ign to  as s is t the  c lient 

bas ed on the ir phys ical co ndition and mobility s tatus .

Bath/ s ho wer chairs , tub s too l/ be nch, and tub trans fer 

benche s  are  limited to  one  eve ry five  years .

A bath/ s ho we r chair is  a s tatio nary or mo bile  s eat with or 

without uppe r bo dy/ he ad s upport us ed to  s upport a c lient 

who  is  unable  to  s tand or s it independently in the  s howe r 

o r tub. 

A tub s too l/ be nch is  a s tatio nary s e at/ be nch us ed to  

s upport a c lient who  is  unable  to  s tand o r s it indepen-

de ntly in the  s hower o r tub. 

A tub trans fe r bench is  a s tationary bench that s its  in the  

tub and e xte nds  outs ide  the  tub us ed to  s upport a c lient 

who  is  unable  to  s tand or s it independently in the  s howe r 

or tub to  s it and allo ws  the  c lient to  s coo t/ s lide  o ve r the  

s ide  o f the  tub.

Level 1 Group

A leve l 1  de vice  is  de fined as  s tationary equipment.

Leve l 1  device s  may be  cons idered if the  c lient meets  

e ither o f the  fo llowing two  crite ria:

• Is  unable  to  s tand independently o r is  uns table  while  

s tanding.

• Is  unable  to  independently e nter o r exit the  s hower/ tub 

due  to  limite d functio nal us e  o f the  uppe r or lo wer 

extremities  and one  o f the  fo llo wing:

• Maintains  the  ability to  ambulate  s hort dis tances  

(with o r without as s is tive  device ).

• Has  a co ndition that is  de fined as  a s ho rt-te rm 

dis ability without a concomitant long-term dis ability 

(inc luding, but no t limited to  po s to pe rative  s tatus ).

Us e  procedure  co de  J-E0 2 4 0  fo r leve l 1  group 

bath/ s hower chairs .

Level 2 Group

A leve l 2  device  is  de fined as  mobile  equipment with or 

without a commode  cut out. A leve l 2  device  may be  

cons idered if the  c lient has  good upper body s tability and 

one  o f the  fo llowing:

• Has  impaired functional ambulatio n, inc luding, but no t 

limited to  lower body paralys is , o s te oarthiritis .

• Is  nonambulato ry.

The  c lient mus t have  a s hower that is  adapted fo r ro lling 

equipme nt; ramps  are  not acceptable  fo r acces s  to  

s howers . Us e  procedure  code  J-E0 2 4 0  with modifie r TF 

(Interme diate  Le ve l) fo r le ve l 2  group bath/ s ho we r chairs .

Level 3 Group

A leve l 3  device  is  a cus to m s tationary o r mobile  chair with 

or without a commo de  cut out. A leve l 3  device  may be  

cons ide re d if the  c lie nt requires  trunk and/ o r head/ neck 

s uppo rt o r pos itioning to  acco mmodate  conditions  that 

inc lude , but are  not limited to , s pas tic ity or frequent/  

uncontro lle d s e izures .

A bath/ s hower chair may be  prio r authorize d fo r c lie nts  

who  meet the  leve l 1 , 2 , o r 3  crite ria. A cus tom 

bath/ s hower chair may be  co ns idered for re imburs ement 

only if the  c lie nt doe s  not als o  have  any type  o f commode  

chair. Us e  procedure  code  J-E0 2 4 0  with the  TG modifie r 

(Complex/ high le ve l) fo r le ve l 3  gro up bath/ s hower chairs .

A leve l 3  cus tom bath/ s hower chair may be  prio r autho -

rized only if the  c lient doe s  not als o  have  any type  o f 

commode  chair. The  c lient mus t have  a s hower that is  

adapte d fo r ro lling e quipment; ramps  will no t be  prio r 

authorize d fo r acces s  to  s ho we rs . A tub trans fe r be nch 

may be  co ns idered if the  c lient meets  the  Leve l 1  o r 2  

crite ria. A tub s too l/ bench may be  prior authorized fo r 

c lients  who  mee t the  leve l 1  crite ria. Us e  procedure  code  

J-E0 2 4 5  fo r a tub/ s to o l bench. Us e  pro cedure  co de  

J-E0 2 4 7  fo r a tub trans fe r be nch.

A he avy duty tub trans fer bench may be  cons idered for 

c lients  who  meet the  leve l 1  o r 2  crite ria and who  we igh 

more  than 2 0 0  pounds . Us e  procedure  code  J-E0 2 4 8  fo r 

a he avy duty tub trans fer bench.

Bathroom Equipment

Non-fixed Toilet Rail, Bathtub Rail Attachment, and 
Raised Toilet Seat

No n-fixed to ile t rails  s it on the  floor and attach to  the  

commode  to  allow s upport while  s itting/ s tanding during 

us e  o f the  to ile t. Non-fixed to ile t rails  are  limited to  two  

every five  ye ars .

A bathtub rail attachme nt is  a rail that s crews  onto  the  

s ide  o f the  tub to  pro vide  s upport while  c limbing into  o r out 

o f the  tub. Bathtub rails  are  limited to  one  every five  years . 

A rais e d to ile t s eat is  a de vice  that adds  he ight to  the  

to ile t s eat. It is  e ither fixed he ight or adjus table  and is  

e ithe r attached to  the  to ile t o r is  re s ting on the  bo wl. 

Rais ed to ile t s eats  are  limited to  one  every five  years . 
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No n-fixed to ile t rails , bathtub rail attachme nts , and rais ed 

to ile t s eats  may be  cons ide re d fo r prior autho rization fo r 

a c lient who  has  de creas e d functional mobility and is  

unable  to  s afe ly s e lf-to ile t o r s e lf-bathe  witho ut as s is tive  

equipme nt. 

Us e  procedure  code  J-E0 2 4 3 , J-E0 2 4 4 , o r J-E0 2 4 6  fo r 

no n-fixed to ile t rails , bathtub rails  o r rais ed to ile t s e ats .

Portable Sitz Bath

Po rtable  s itz bath is  us ed to  imme rs e  only the  perineum 

and butto cks , that fits  over co mmo de  s eats . Po rtable  s itz 

baths  that fit o ve r commode  s eats  are  limited to  two  pe r 

ye ar.

A po rtable  s itz bath, may be  co ns idered for prio r authori-

zation if the  c lient requires  any o f the  fo llowing:

• Cleaning, irrigation, o r pain re lie f o f a perianal wound.

• Relie f o f pain as s oc iated with the  pe lvic  area (hemo r-

rho ids , bladder, vaginal infections , pros tate  infections , 

he rpes , tes tic le  dis orders ).

• Mus cle  toning for bowel and bladder incontinence .

Us e  procedure  codes  J-E0 1 6 0  or J-E0 1 6 1  fo r portable  s itz 

baths .

Bath Lifts

A bath lift is  a c lient lift for us e  in the  bathroo m des igne d 

to  accommodate  the  s malle r s pace . The  purchas e  o f bath 

lifts  are  limited to  one  every five  ye ars . The  re ntal o f bath 

lifts  are  limited to  one  per month.

A bath lift may be  cons ide re d for prio r autho rization if the  

c lient has :

• An inability to  trans fer to  the  bathtub/ s hower indepen-

dently us ing as s is tive  device s  including but no t limited 

to , a cane , walker, bathtub rails .

• The  c lient requires  maximum as s is tance  by the  

caregiver to  trans fer to  the  bathtub/ s hower.

• The  c lient’ s  bathro om and tub/ s ho we r me et the  

manufacture r’ s  reco mme nde d depth, width, and he ight 

fo r s afe  bath lift ins tallation and operation.

Us e  proce dure  co de  J/ L-E0 6 2 5  for the  purchas e  o r rental 

o f bath lifts .

The  purchas e  o f a lift s ling is  limite d to  o ne  every five  

years . Us e  procedure  code  J-E0 6 2 1  fo r the  purchas e  o f a 

lift s ling.

Ho me  adaptation fo r us e  o f me dical equipme nt is  no t a 

be ne fit o f Home  He alth Services . The  fo llowing are  

payable  proce dure  codes  fo r bath and bathro om 

equipme nt:

Bath and bathroom equipment that have  been purchas e d 

are  antic ipated to  las t a minimum o f five  ye ars  and may 

be  co ns idered fo r replacement when five  ye ars  have  

pas s e d and/ or the  equipment is  no  longer re pairable . The  

DME may then be  cons idered for prior authorization. 

Replacement o f equipment may als o  be  cons idered when 

los s  o r irreparable  damage  has  o ccurred. A copy o f the  

po lice  o r fire  re po rt, whe n appro priate , and the  me as ure s  

to  be  taken to  prevent a re curre nce  mus t be  s ubmitted.

Modifications, Adjustments, and Repairs

Modifications  are  the  replacement o f components  

be caus e  o f change s  in the  c lie nt’ s  conditio n, no t 

replacement be caus e  the  co mponent is  no  longer 

functioning as  de s igne d.

All modifications / adjus tments  within the  firs t s ix months  

afte r de live ry are  co ns idered part o f the  purchas e  price . 

Modifications  to  cus to m equipme nt may be  prio r autho -

rized s hould a change  occur in the  c lie nt’ s  ne eds , 

capabilities , o r phys ical/ mental s tatus  which cannot be  

antic ipated. Docume ntation mus t inc lude  all pro je cted 

changes  in the  c lients  mobility needs , the  date  o f 

purchas e , the  s erial number o f the  curre nt equipme nt, 

and the  cos t o f purchas ing ne w equipme nt vers us  

modifying current equipment. All modifications  within the  

firs t s ix mo nths  afte r de live ry are  co ns idered part o f the  

purchas e  price .

Adjus tments  do  not require  s upplies .

Adjus tments  made  within the  firs t s ix months  afte r 

de livery will no t be  prio r authorized. Adjus tments  made  

within the  firs t s ix months  after de livery are  cons idered 

part o f the  purchas e  price .

A maximum o f o ne  ho ur o f labor fo r adjus tments  may be  

prior authorized as  needed after the  firs t s ix months  

fo llowing de livery.

Repairs  to  c lient-owned equipment may be  prio r autho -

rized as  ne eded with docume ntation o f me dical neces s ity. 

Technic ian fee s  are  co ns idered part o f the  cos t o f the  

repair. Re pairs  require  the  replaceme nt o f co mponents  

that are  no  longer functional.

Providers  are  res pons ible  fo r maintaining documentation 

in the  c lient’ s  medical re co rd s pecifying the  repairs  and 

s upporting medical neces s ity.

Bathroom/ to ile t lift re ntals  may be  prio r authorized during 

the  pe rio d o f repair up to  a maximum o f fo ur months  per 

life time  per c lient.

Procedure Code Maximum Limitation

J-E0 1 6 0 2  per year

J-E0 1 6 1 2  per year

J-E0 2 4 0 1  every 5  years

J-E0 2 4 3 2  every 5  years

J-E0 2 4 4 1  every 5  years

J-E0 2 4 5 1  every 5  years

J-E0 2 4 6 1  every 5  years

J-E0 2 4 7 1  every 5  years

J-E0 2 4 8 1  every 5  years

J-E0 6 2 1 1  per year

J-E0 6 2 5 1  every 5  years

J-E0 6 3 0 1  every 5  years

J-E1 3 9 9 1  every 5  years

L-E0 6 2 5 1  per month

Procedure Code Maximum Limitation
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Prior autho rization will no t be  cons idered fo r modifica-

tions , adjus tments , o r repairs  to  bath o r bathro om 

equipment de livered to  a c lie nt’ s  ho me  and then found to  

be  inappropriate  fo r the  c lient’ s  condition within the  firs t 

s ix months  after de livery. This  applies  unles s  there  is  a 

s ignificant change  in the  c lient’ s  co ndition that is  

documented by a phys ic ian familiar with the  c lient.

Routine  maintenance  o f rental equipme nt is  the  pro vider’ s  

res pons ibility.

In s ituations  whe re  the  equipment has  been abus ed o r 

ne glected by the  c lient, the  c lie nt’ s  family, o r the  

caregiver, a re fe rral to  the  DSHS THSteps  Cas e  

Management Department will be  made  by the  Home  

Health Services  Prio r Authorization Department fo r c lie nts  

under 2 1  years  o f age . Providers  will be  no tified that the  

s tate  will be  monitoring this  client’ s  s e rvices  to  evaluate  

the  s afe ty o f the  enviro nment fo r bo th the  c lient and 

equipment.

Accessories

Equipment acces s o rie s  inc luding, but no t limited to , 

pres s ure  s uppo rt cus hio ns , may be  prior authorized with 

do cumentation o f medical neces s ity.

24.5.18  Blood Pressure Devices

Bloo d pres s ure  devices  are  a payable  be ne fit o f Home 

Health Services  when:

• Medically neces s ary and appropriate .

• Pres cribed by a phys ic ian.

• The  c lient has  one  o f the  fo llowing cove red diagnos es : 

e s s ential o r s econdary hypertens ion, hype rtens ive  

he art dis e as e , hype rtens ive  renal dis eas e , chronic  

pulmonary heart dis eas e , heart failure , nephritis  o r 

ne phro pathy, acute  renal failure , o r hype rtens ion 

complicating pregnancy, childbirth, and the  puerpe rium. 

When billing fo r thes e  devices  us e  procedure  codes  

9 -A4 6 6 0  and 9 -A4 6 7 0

If the  c lient is  no t e ligible  fo r home  health s ervices , blood 

pres s ure  devices  may be  provided unde r THSteps -CCP for 

c lients  yo unger than 2 1  ye ars  o f age .

Prior authorizatio n is  re quired fo r bloo d pres s ure  devices . 

Ele ctronic  blood pres s ure  device s  are  not a bene fit 

thro ugh Home Health Services . Re ntal o f e le ctro nic  bloo d 

pres s ure  devices  may be  prior authorize d through 

THSteps -CCP fo r c lients  younge r than 12  months of age .

Refer to: " Ele ctronic  Bloo d Pres s ure  Mo nitoring 

De vice "  on page  4 3 -5 3  fo r mo re  info rmation.

24.5.19  Breast Pumps

A breas t pump is  a be ne fit o f Title  XIX Home He alth 

Services  and requires  prior authorization.

A manual breas t pump may be  cons ide re d for purchas e  

only with the  appro priate  docume ntation s upporting 

medical neces s ity.

The  purchas e  o f a breas t pump is  limited to  one  every 

three  years . Us e  procedure  codes  J-E0 6 0 2  or J-E0 6 0 3  fo r 

the  purchas e  o f a manual o r e le ctronic  breas t pump. 

An e lectric  breas t pump may be  cons idered for purchas e  

only with appro priate  do cumentatio n s upporting me dical 

ne ces s ity and an e xplanatio n o f why a manual breas t 

pump was  no t e ffe ctive . Suppo rting do cumentation may 

inc lude  an evaluation from a lactation cons ultant o r RN, 

s uch as  an expe rience d perinatal nurs e .

Replacement o f the  breas t pump will be  cons idered when 

los s  o r irreparable  damage  has  o ccurre d, with a copy o f 

the  po lice  o r fire  repo rt whe n appropriate , and with the  

meas ures  to  be  taken to  prevent re occurrence . 

Replacement will no t be  authorized in s ituations  where  the  

equipme nt has  be en abus e d or negle cted by the  c lient, 

the  c lient’ s  family, o r the  caregiver.

Procedure  code  J/ L-E0 6 0 4  fo r a hos pital grade  breas t 

pump is  not a be ne fit o f Home  Health Services .

Note: Bre as t pumps  are  als o  available  through the  

Spe cial Supple me ntal Nutrition Program for Wome n, 

Infants , and Childre n (WIC).

24.5.20  Continuous Passive Motion (CPM) 
Device

A CPM de vice  may be  co ns idered for prio r authorization 

through Home Health Services . Re imburs eme nt fo r a CPM 

de vice  is  cons ide re d afte r jo int s urgery, s uch as  kne e  

replacement, whe n pre s cribed by a phys ic ian and 

s ubmitted with c linical docume ntation o f medical 

ne ces s ity/ appropriate ne s s .

A CPM de vice  is  re imburs ed o n a daily bas is  and is  limited 

to  once  per day. Re imburs ement inc ludes  de livery, s e t-up 

and all s upplies . Us e  procedure  code  L-E0 9 3 5  when 

billing fo r a CPM machine .

Note: THSte ps  e ligible  c lie nts  who  qualify for me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  Home  He alth 

Se rvice s  be ne fit may be  cons ide re d unde r THSte ps -CCP.

24.5.21  Intravenous (IV) Therapy 
Equipment and Supplies

The  fo llowing equipment and s upplie s  are  us ed in the  

de live ry o f IV therapy and are  a bene fit o f Home  Health 

Services . Additio nal s upply pro cedure  co de s  may be  

cons idered with documentation o f me dical ne ces s ity:

Procedure Code

9 -A4 2 0 6  9 -A4 2 0 7  9 -A4 2 0 8  

9 -A4 2 0 9  9 -A4 2 1 2  9 -A4 2 2 2  

9 -A4 2 4 5  9 -A4 2 4 7  9 -A4 3 0 0  

9 -A4 3 0 5  9 -A4 3 0 6  9 -A4 4 5 0  

9 -A4 4 5 2  9 -A4 9 3 0  9 -A6 2 0 6  

9 -A6 2 0 7  9 -A6 2 5 7  9 -A6 2 5 8  

9 -A6 4 0 2  9 -A9 9 0 0  9 -S1 0 1 5  
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Types  o f IV acces s  de vices  inc lude  but are  not limited to : 

• Pe ripheral IV lines .

• Central IV lines , inc luding but no t limited to , periph-

erally-ins erted central cathe ters , s ubc lavian catheters , 

and ve na cava cathete rs .

• Central venous  lines , inc luding but no t limited to , 

tunne led and periphe rally ins e rted ce ntral venous  

cathe te rs .

• Implantable  ports , inc luding but not limited to , acces s  

de vice s  with s ubcutaneo us  po rts .

Prior authorization o f IV equipment and s upplies  may be  

cons idered when adminis tration o f the  drug in the  ho me  is  

me dically nece s s ary and is  appro priate  in the  home  

s e tting. IV e quipment may be  prio r authorized fo r rental o r 

purchas e  de pending on the  c linic ian’ s  predicte d length o f 

treatme nt.

An IV infus ion pump that has  be en purchas e d is  antic i-

pate d to  las t a maximum o f 5  years  and may be  

cons idered for replacement when 5  ye ars  have  pas s e d 

and/ o r the  equipme nt is  no  longer repairable . The  DME 

may then be  co ns idered for prio r authorization. 

Replaceme nt o f equipment may als o  be  cons ide re d when 

los s  o r irreparable  damage  has  occurred. A copy o f the  

po lice  o r fire  re po rt, when appropriate , and the  meas ures  

to  be  taken to  prevent a reoccurrence  mus t be  s ubmitted.

A comple te d Home  Health Services  (Title  XIX) Durable  

Me dical Equipment (DME)/ Medical Supplies  Phys ic ian 

Orde r Form that pres cribes  the  DME and/ or medical 

s upplie s  mus t be  s igned and date d by a pres cribing 

phys ic ian who  is  familiar with the  c lient be fo re  reques ting 

authorizatio n. All s ignatures  mus t be  curre nt, unalte re d, 

o riginal, and handwritte n. Computerize d o r s tampe d 

s ignatures  will no t be  accepted. The  comple ted, s igned, 

and dated Home He alth DME Prio r Authorization Form 

mus t be  maintained by the  reques ting pro vider and the  

pres cribing phys ic ian. The  o riginal s ignature  copy mus t be  

kept in the  phys ic ian’ s  medical re cord fo r the  c lient.

To  avo id unne ce s s ary de nials , the  phys ic ian mus t pro vide  

corre ct and co mple te  information, inc luding docume n-

tatio n o f the  medical neces s ity o f the  equipme nt and/ or 

s upplie s  reque s ted. The  phys ic ian mus t maintain 

do cumentation o f medical neces s ity in the  c lient’ s  

me dical re cord. The  reque s ting provide r may be  as ked for 

additional information to  c larify o r comple te  a re ques t fo r 

the  IV therapy equipment and s upplie s .

To  re ques t prio r authorizatio n fo r IV s upplie s  and 

equipme nt, the  fo llo wing do cumentatio n mus t be  

provide d:

• Diagno s tic  informatio n pe rtaining to  the  unde rlying 

diagno s is / co ndition.

• A phys ic ian’ s  o rder and do cumentation s upporting 

medical neces s ity.

• The  medication be ing adminis tered, the  duration o f 

drug therapy, and the  freque ncy o f adminis tration.

The  fo llo wing s tandards  are  us ed when co ns idering prio r 

authorizatio n o f IV s upplies :

• The  as eptic  te chnique  is  acce ptable  fo r IV catheter 

ins ertion and s ite  care ; the  s te rile  technique  is  not 

require d:

• No n-s terile  gloves  are  acceptable  fo r the  ins e rtion o f 

a peripheral IV catheter and for changing any IV s ite  

dres s ing.

• The  s te rile  te chnique  may be  medically nece s s ary. 

Examples  o f medical neces s ity inc lude , but are  no t 

limited to , a c lient who  is  immuno-compromis ed.

• A pe riphe ral IV s ite  is  ro tate d no  more  frequently than 

every 7 2  hours , but it is  ro tated at le as t wee kly.

• The  IV adminis tration s e t (with o r without dial flow 

regulator), extens ion s e t (with or without dial flow 

regulator), and any add-o n de vice s  are  change d every 

7 2  hours .

• One  IV acce s s  catheter is  us ed per ins ertio n.

• Saline / heparin-locked cathe ters :

• Us e  one  s yringe  to  flus h the  catheter be fo re  admin-

is tration o f an inte rmitte nt infus ion to  as s es s .  

• Us e  two  s yringe s  to  flus h the  catheter after the  inte r-

mittent infus io n— o ne  to  c lear the  medication and 

one  to  infus e  the  anticoagulant o r o ther me dication 

us ed to  maintain IV pate ncy be twee n do s es , 

inc luding, but no t limited to , heparin.

• An injection po rt is  c leane d be fore  adminis tering an 

intermittent infus io n and capped afte r the  infus io n. 

• IV catheter s ite  care :

• Dis infe ct the  s ite  with an appropriate  antis eptic  

(inc luding but not limited to  2  percent chlorhexidine -

bas ed preparation, tincture  o f iodine , o r 7 0  percent 

alco ho l).

• Cover with s te rile  gauze , trans parent dres s ing, o r 

s e mi-perme able  dre s s ing.

• Replace  the  dres s ing if it becomes  damp, loo s ened, 

o r vis ibly s o ile d.

Stopco cks  increas e  the  ris k o f infe ctio n and s ho uld not be  

routine ly us ed for infus ion adminis tration. Routine  us e  o f 

in-line  filte rs  is  no t re commended fo r infe ction contro l.  

Note: Non-s te rile /s te rile  glove s  fo r us e  by a he alth-care  

provide r in the  home  s e tting, s uch as  an RN, LVN, or 

atte ndant, are  not a be ne fit o f Home  He alth Se rvice s .

Stationary infusion pumps  are  e le ctrical device s  witho ut a 

battery, o r with a battery that re quires  fre quent re charging 

(mo re  fre que ntly than eve ry 4  hours ), us ed to  de liver an 

intraveno us  s o lution or parente ral drugs  at a s teady flo w 

rate . Statio nary infus io n pumps  may be  a be ne fit when the  

infus ion rate  mus t be  more  cons is tent and cannot be  

obtaine d with gravity drainage . 

Ambulatory infusion pumps  are  e le ctrical devices  that 

have  an extended batte ry life  (four hours  o r longer witho ut 

recharging) us ed to  de liver an intravenous  s o lution or 

J/ L-E0 7 7 6  J/ L-E0 7 7 9  J/ L-E0 7 8 0  

J/ L-E0 7 8 1  J/ L-E0 7 9 1  

Procedure Code
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pare nteral drugs  at a s te ady flow rate . Ambulatory infus ion 

pumps  may be  a be ne fit when the  length o f infus io n is  

greater than two  ho urs , the  c lient mus t be  invo lved in 

activities  away fro m ho me , and whe n the  infus ion rate  

mus t be  more  co ns is te nt and cannot be  obtained with 

gravity drainage . 

Elastome ric  infusion pumps  are  no n-e le ctrical, s ingle  us e , 

s implified devices  that de liver parenteral drugs  at a fixe d 

vo lume  and flow rate . Elas to me ric  infus io n pumps  may be  

a bene fit fo r s ho rt-term us e  whe n the  care give r canno t 

adminis ter the  infus ion via pump. Dial flow regulators , 

s uch as  dial-a-flow, are  incorporate d into  IV extens ion s e ts  

o r IV tubing. They are  non-e le ctrical, s ingle  us e , s implified 

de vices  that de liver pare nteral drugs  at a fixed vo lume  and 

flow rate  utilizing a dial s ys tem to  s e t a flow rate . 

If additional s upplies  are  ne eded be yo nd the  s tandards  

lis ted in this  po licy, prio r authorization may be  cons idered 

with do cumentation s upporting me dical ne ces s ity.

• For additional IV acce s s  catheters , s upporting 

do cumentation s hould have  evidence  that inc ludes , but 

is  no t limited to :

• Dehydration.

• Ve in s carring.

• Fragile  ve ins , inc luding but no t limited to , c lients  who  

are  infants  o r e lderly.

• For more  frequent IV s ite  changes , s uppo rting 

do cumentation s hould have  evidence  that inc ludes , but 

is  no t limited to :

• Phlebitis .

• Infiltration.

• Extravas ation.

• For more  freque nt IV tubing or add-o n changes , 

s upporting do cumentation s hould have  evidence  that 

inc ludes , but is  no t limited to :

• Phlebitis .

• IV cathe ter-re lated infe ction.

• The  adminis tered infus ion requires  mo re  frequent 

tubing changes .

Elas tomeric  devices  and dial flow regulators  are  

s pec ialized infus ion de vices  that may be  cons idered fo r 

prio r authorization when the  de vice :

• Will be  us ed fo r s hort-te rm medication adminis tration 

(le s s  than two  weeks  duratio n)

• Is  expe cted to  increas e  c lient compliance

• Will be tter fac ilitate  drug adminis tration

• Cos ts  les s  than the  co s t pump re ntal/ tubing

• The  care give r can no t adminis ter infus ion via pump

Elas tomeric  devices  may be  re imburs e d us ing pro cedure  

codes  9 -A4 3 0 5  and 9 -A4 3 0 6 .

The  fo llowing crite ria mus t be  me t fo r prio r authorization 

o f a s tationary infus ion pump:

• An infus ion pump is  required to  s afe ly adminis ter the  

drug.

• The  s tandard method o f adminis tration o f the  drug is  

through pro lo nged infus io n or intermittent infus ion, and 

the  infus ion rate  mus t be  mo re  cons is tent than can be  

obtained with gravity drainage .

• The  drug be ing adminis tered requires  IV infus ion (i.e ., 

the  drug canno t be  adminis tered orally, intramus cu-

larly, o r by pus h technique ).

The  fo llowing crite ria mus t be  me t fo r prio r authorization 

o f an ambulatory infus ion pump:

• An infus ion pump is  required to  s afe ly adminis ter the  

drug.

• The  s tandard method o f adminis tration o f the  drug is  

through pro longed infus ion or intermittent infus ion and 

the  infus ion rate  mus t be  mo re  cons is tent than can be  

obtained with gravity drainage .

• The  drug be ing adminis tered requires  IV infus ion (i.e ., 

the  drug canno t be  adminis tered orally, intramus cu-

larly, o r via pus h technique ).

• The  infus ion adminis tration is  mo re  than two  ho urs  and 

the  c lient is  invo lve d in activities  away from home , 

inc luding, but no t limited to , phys ic ian vis its .

Rental o f an infus io n pump may be  prior authorize d on a 

monthly bas is  fo r a maximum o f fo ur months  per life time . 

Purchas e  o f an infus ion pump (ambulatory or s tatio nary) 

may be  prio r authorize d with docume ntation o f medical 

ne ces s ity that s uppo rts  re pe ated IV adminis tratio n fo r a 

chronic  condition.

For c lients  who  require  cardiovas cular me dications , 

infus ion pumps  will be  rented, but no t purchas ed.

Repairs  to  c lient-owned equipment may be  prio r autho -

rized as  needed with docume ntation o f medical neces s ity. 

Technic ian fee s  are  co ns idered part o f the  cos t o f the  

repair. Providers  are  re s po ns ible  fo r maintaining 

do cumentation in the  c lie nt’ s  medical reco rd that 

s pec ifie s  the  repairs  and s upports  medical nece s s ity.

All repairs  within the  firs t s ix months  after de livery are  

cons ide re d part o f the  purchas e  price . Additio nal 

do cumentatio n, s uch as  the  purchas e  date , s e rial 

number, and manufacture r’ s  info rmation, may be  

required.

IV therapy, s upplies , and e quipment are  no t cons idered a 

be ne fit whe n the  infus io n/ medication be ing adminis tered:   

• Is  not cons idere d medically ne ces s ary to  the  treatment 

o f the  c lie nt’ s  illnes s .

• Exce eds  the  fre que ncy and/ o r duration o rdered by the  

phys ic ian.

• Is  a chemo therapeutic  agent o r bloo d pro duct.

• Is  no t FDA-approved, unles s  the  phys ic ian do cuments  

why the  o ff-labe l us e  is  me dically appropriate  and not 

like ly to  re s ult in an adve rs e  reaction. In order to  

cons ider coverage  o f an o ff-labe l (non-FDA approved) 



24–42 CPT only copyright 2 0 0 7  American Medical As s oc iation. All rights  res erved.

Section 2 4   

us e  o f a drug, do cumentation mus t inc lude  why a drug 

us ually indicate d fo r the  s pec ific  diagno s is  o r conditio n 

has  not been e ffe ctive  fo r the  c lient.

In s ituations  where  the  equipment has  been abus ed o r 

ne glected by the  c lient, the  c lie nt’ s  family, o r the  

caregiver, a re fe rral to  the  DSHS THSteps  Cas e  

Management Department will be  made  by the  Home  

Health Services  Prio r Authorization Department fo r c lie nts  

under 2 1  years  o f age . Providers  will be  no tified that the  

s tate  will be  monitoring the  c lient’ s  s ervices  to  evaluate  

the  s afe ty o f the  environment fo r bo th the  c lient and the  

equipme nt. 

The  co mple ted, s igne d, and date d DME Certification and 

Rece ipt Form is  require d be fore  re imburs e me nt can be  

made  for any DME de livered to  a c lient. The  certification 

fo rm mus t inc lude  the  name  o f the  item, the  date  the  

c lient re ce ived the  DME, and the  s ignatures  o f the  

provide r and the  c lie nt o r primary care give r. This  fo rm 

mus t be  maintained by the  DME provider in the  c lient’ s  

medical re cord.

Routine  maintenance  o f re ntal e quipment is  inc luded in 

the  re ntal price .

24.5.22  Phototherapy Devices

Photo the rapy devices  fo r us e  in the  home  are  a be ne fit o f 

the  Texas  Me dicaid Pro gram for low-ris k infants . Medium- 

to  high-ris k infants , as  de fine d by the  American Academy 

o f Pe diatrics  (AAP), s hould be  cons idered for o ther, mo re  

exte ns ive  tre atme nt in an inpatie nt s e tting. Home  photo -

therapy devices  us e  light e xpo s ure  with white , blue , o r 

green lights  to  increas e  bilirubin excre tion in the  infant 

with e levated bilirubin leve ls . Home  photo therapy s ervices  

inc lude  pare nt/ guardian e ducatio n and o btaining 

laboratory s pec imens . Labo rato rie s  perfo rming analys is  o f 

laboratory s pec imens  may bill according to  e s tablis hed 

proce dures . Home  photo therapy mus t be  prio r authorize d 

under a pro vider identifie r that is  e nro lle d as  a DME 

s upplie r. Home  pho to therapy de vice s  require  prio r autho -

rization and are  provided only fo r the  days  that are  

me dically neces s ary. Cons ideration for the  rental o f a 

ho me  photo the rapy de vice  inc ludes , but is  no t limite d to , 

the  fo llowing primary diagno s es :

Authorizatio n re quireme nts  inc lude  fo llo wing the  curre nt 

guide line s  and s tandards  s e t by the  AAP:

Note: Bilirubin le ve ls  are  e xpre s s e d in mg/dl

• Lower ris k infants  are  gre ater than or e qual to  3 8  we eks  

ges tatio n and we ll.

• Ris k facto rs  may inc lude  but are  no t limited to  

is o immune  he mo lytic  dis eas e , G6 PD de fic ie ncy, 

as phyxia, s ignificant le thargy, temperature  ins tability, 

s e ps is , ac idos is , o r albumin <3 .0  g/ dl (if meas ured).

Do cumentation o f medical neces s ity is  required if the  

infant do es  no t me et autho rization require ments . 

Do cumentation o f medical neces s ity inc ludes :

• Serum bilirubin leve l (in mg/ dl).

• Ges tational age .

• Any known ris k factors  (fo r e xample : breas t feeding, 

jaundice  within the  firs t 2 4  ho urs , blood group 

incompatibility).

• Phys ic ian’ s  POC fo r intervention after s even days .

• Antic ipated number o f days  the  c lient will need the  

photo the rapy light.

• Do cumentatio n o f pare ntal education regarding the  

importance  o f mo nitoring and fo llo w-up.

Note: The  to tal s e rum bilirubin le ve ls  lis te d are  guide s  for 

authorization only.

Prior authorization may be  give n up to  a maximum o f 

s e ve n days  at a time  with the  do cumentatio n o f medical 

ne ces s ity that is  lis te d above . A ne w prio r authorization is  

require d fo r re ques ts  beyond s even days .

Home  photo therapy devices  will no t be  cons idered fo r 

prior authorization if the  c lient has  an open authorization 

fo r s killed nurs ing vis its  to  addres s  hyperbilirubenemia.

In acco rdance  with AAP guide line s , the  Texas  Medicaid 

Program expects  that there  will be  an ongo ing 

as s es s ment fo r ris k o f s eve re  hyperbilirubenemia fo r all 

infants  who  re ce ive  home  photo the rapy.

Retroactive Eligibility

Ne wborn babies  may no t have  a Medicaid number at the  

time  that s ervice s  are  o rdered by the  phys ic ian and 

provide d by the  s upplie r. In the s e  cas es , authorization 

may be  give n re troactive ly fo r s ervices  rendered be twee n 

the  s tart date  and the  date  that the  c lient’ s  Medicaid 

number beco me s  available .

• The  provide r is  res pons ible  fo r finding o ut the  e ffe ctive  

dates  o f c lient e ligibility.

• The  provider has  9 5  days  from the  date  on which the  

c lient’ s  Medicaid number become s  available  (add date ) 

to  o btain autho rization fo r s ervices  that were  already 

rendered.

Routine  maintenance  o f rental e quipme nt is  the  provider’ s  

res pons ibility. 

Rental o f a pho to therapy de vice  is  re imburs ed as  a daily 

global fee . The  global fee  inc ludes  s killed nurs ing vis its  

(SNV) fo r c lie nt teaching, monito ring, and cus tomary and 

routine  labo rato ry work. 

The  SNV will be  denied as  part o f the  photo therapy device  

rental.

Note: Provide rs  may not bill for thos e  days  the  photo-

the rapy de vice  is  at the  c lie nt’ s  home  and is  not in us e .

Diagnosis Codes

7 7 4 0  7 7 4 1  7 7 4 2  7 7 4 3 0  7 7 4 3 1  

7 7 4 3 9  7 7 4 4  7 7 4 5  7 7 4 6  7 7 4 7  

Indications for phototherapy in the home for infants 35 

weeks gestation or greater

0 -2 4  

hours

2 5 -4 8  

hours

4 9 -7 2  

hours

>7 2  

hours

Low Ris k 6 -1 0 1 0 -1 6 1 3 -1 8 1 6 -2 1
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Us e  procedure  code  L-E0 2 0 2  fo r home  photo therapy 

de vice s .

Note: Se rvice s  provide d afte r the  c lie nt’ s  Me dicaid 

numbe r is  available  mus t be  prior authorize d within thre e  

bus ine s s  days .

Note: THSte ps  e ligible  clie nts  who  qualify fo r me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  Home  He alth 

Se rvice s  be ne fit may be  cons ide re d unde r THSte ps -CCP.

Refer to: Section 2 4 .3 .1 , “ Eligibility.”

24.5.23  Hospital Beds and Equipment

Hos pital beds  are  de fined as  medical beds  that are  us ed 

by a c lient who  has  a medical condition that re quires  

po s itio ning the  body in ways  that are  no t fe as ible  with an 

ordinary be d. He ad/ uppe r bo dy e levation o f le s s  than 3 0  

de gre es  doe s  not require  us e  o f a hos pital bed. Hos pital 

beds  and re lated equipme nt are  cons ide red fo r 

re imburs ement fo r the  diagnos is  o r treatment o f illnes s  o r 

injury or to  improve  the  functio ning o f a malformed bo dy 

member.

Note: If the  c lie nt is  no t e ligible  for home  he alth s e rvice s , 

hos pital be ds  may be  provide d unde r THSte ps -CCP for 

c lie nts  younge r than 2 1  ye ars  o f age .

Ho s pital be ds  re quire  prior autho rization.

Ho s pital be ds  may be  cons ide red fo r thos e  c lie nts  who  

cannot s afe ly us e  a regular bed. To  reques t prio r authori-

zation for a hos pital bed, the  fo llowing do cumentation 

mus t be  s ubmitted:

• Accurate  diagnos tic  information pertaining to  the  unde r-

lying me dical diagnos es / conditions  (e .g., gas tros to my 

fe eding, s uctioning, ventilato r de pendent, o the r re s pi-

rato ry e quipment/ ventilation as s is tance  devices ) to  

inc lude  the  c lient’ s  o ve rall health s tatus .

• The  c lient’ s  he ight and we ight.

• The  c lient’ s  functional mobility s tatus .

• The  c lient’ s  us e  o f any pres s ure -reducing s upport 

s urfaces , if applicable .

A hos pital bed without s ide  rails  and/ o r mattre s s  is  no t a 

be ne fit o f Home  He alth Se rvices . Side  rails  o r mattre s s e s  

may be  cons idered fo r re imburs e me nt fo r replace me nt 

only. A replacement mattres s  o r s ide  rails  may be  

cons idered if a c lient’ s  condition re quires  a replacement 

o f an inners pring mattres s  o r s ide  rails  and it is  a c lient-

owned hos pital bed. A de te rmination will be  made  by 

HHSC or its  des ignee  as  to  whether the  equipment will be  

rented, purchas e d, repaire d, o r mo dified bas ed o n the  

c lient’ s  nee ds , duration o f us e , and age  o f the  equipment.

The  fo llowing types  o f hos pital beds  are  addres s ed in this  

po licy:

• A fixed he ight hos pital bed with manual head and leg 

e levatio n adjus tme nts  but no  he ight adjus tment.

• A variable  he ight hos pital bed with manual he ad and leg 

e levation adjus tments  and manual he ight adjus tment.

• A s e mie lectric  bed with manual he ight adjus tment and 

with e le ctric  he ad and leg e levatio n adjus tme nts .

• A full e le ctric  bed has  an e lectric  head and le g 

adjus tment, plus  e le ctric  he ight adjus tment.

• Heavy-duty hos pital beds :

• A he avy-duty, extra wide  hos pital bed is  capable  o f 

s upporting a c lient who  we ighs  mo re  than 

3 5 0  pounds , but no  more  than 6 0 0  pounds  or

• A extra heavy-duty, extra wide  ho s pital be d is  

capable  o f s uppo rting a c lient who  we ighs  more  than 

6 0 0  pounds .

A ho s pital bed is  no t one  that is  typically s o ld as  furniture . 

A home  furniture  bed may cons is t o f a frame , box s pring 

and mattres s . It is  a fixed he ight and has  no  head or leg 

e le vatio n adjus tme nts .

A fixe d he ight be d may be  cons idered for prio r authori-

zatio n if the  c lie nt requires  the  he ad o f the  bed to  be  

e levated more  than 3 0  de grees  mos t o f the  time  becaus e  

o f co nditions  s uch as  co nges tive  heart failure , chronic  

pulmonary dis eas e , o r problems  with as piration. Pillows  o r 

we dge s  mus t have  been us e d and fo und to  be  ine ffective .

Us e  procedure  co de  J/ L-E0 2 5 0  when billing fo r a fixed 

he ight bed.

A variable  he ight hospital be d may be  co ns idered fo r prio r 

authorization if the  c lie nt meets  the  crite ria fo r a fixed 

he ight hos pital bed and re quires  a bed he ight diffe rent 

than a fixe d he ight hos pital be d to  permit trans fe rs  to  

chair, whee lchair, o r s tanding po s itio n.

Us e  procedure  code  J/ L-E0 2 5 5  when billing fo r a variable  

he ight hos pital bed.

A se mi-e le ctric  hospital be d may be  cons idered for prio r 

authorizatio n if the  c lie nt mee ts  the  crite ria fo r a variable  

he ight bed and re quires  fre que nt change s  in body pos ition 

and/ o r has  an imme diate  ne ed for a change  in bo dy 

po s ition.

Us e  procedure  co de  J/ L-E0 2 6 0  when billing fo r a s emi-

e le ctric  hos pital bed.

A fully e le ctric  hospital be d may be  co ns idered if the  

manufacture r’ s  product information and MSRP for 

manually priced items  documentation is  inc lude d fo r 

c lients  who  cannot function without a fully e le ctric  bed. A 

fully e le ctric  be d may be  cons idered fo r prio r authorizatio n 

if it is  found to  increas e  the  c lient’ s  ability to  s e lf-care  and 

will no t be  authorized fo r the  convenience  o f the  caregiver.

Us e  procedure  co de  J/ L-E0 2 6 5  when billing fo r a fully 

e le ctric  hos pital bed.

A he avy-duty, e xtra wide  hospital be d is  capable  o f 

s upporting a c lient who  we ighs  more  than 3 5 0  pounds , 

but no  more  than 6 0 0  pounds . A heavy-duty, extra wide  

hos pital be d may be  cons ide re d fo r prior authorization if 

the  c lient me ets  the  criteria fo r one  o f the  o ther hos pital 

be ds . 

Us e  procedure  co de  J/ L-E0 3 0 3  when billing fo r a heavy-

duty, extra wide  hos pital bed.

An e xtra he avy-duty, e xtra wide  hospital be d is  capable  o f 

s upporting a c lient who  we ighs  more  than 6 0 0  pounds . An 

extra heavy-duty, extra wide  ho s pital be d may be  
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cons idered for prior authorization if the  c lient meets  the  

criteria fo r one  o f the  o the r ho s pital beds  and who s e  

we ight me ets  the  de s criptio n o f a heavy-duty ho s pital bed.

Us e  procedure  code  J/ L-E0 3 0 4  when billing fo r an extra 

he avy-duty, extra wide  hos pital bed.

Equipment

All equipme nt mus t be  prio r autho rized.

A trape ze  bar attache d to  a be d may be  co ns idered fo r 

re imburs ement if the  c lient needs  this  device  to  s it up, to  

change  bo dy po s itio n, fo r o the r me dical reas o ns , o r to  ge t 

in o r out o f be d with docume ntation o f medical nece s s ity. 

Us e  procedure  code  J/ L-E0 9 1 0  or J/ L-E0 9 1 1  when billing 

fo r a trapeze  bar attached to  a bed.

Fre e  standing trape ze  e quipme nt may be  cons idered fo r 

re imburs ement if the  c lient do es  no t have  a covered 

ho s pital be d but the  c lie nt needs  this  device  to  s it up to  

change  body pos ition fo r o ther me dical reas ons , o r to  ge t 

in o r out o f bed. Us e  procedure  codes  J/ L-E0 9 1 2  or 

J/ L-E0 9 4 0  when billing for free  s tanding trapeze  

equipme nt.

An ove r-be d table  may be  cons idered for re imburs ement if 

c lient is  bed bo und and nee ds  the  equipment fo r treat-

ments . Us e  procedure  code  J-E0 3 1 5  when billing fo r an 

over-bed table .

A s afe ty enclos ure  (J/ L-E0 3 1 6 ) us ed to  prevent a c lie nt 

from le aving the  be d is  not a be ne fit o f the  Home He alth 

Services . A s afe ty enc los ure  may be  cons idered thro ugh 

THSteps -CCP.

Traction equipment, s uch as  procedure  codes  J/ L-E0 8 9 0 , 

J/ L-E0 9 4 7 , and J/ L-E0 9 4 8 , (exc luding procedure  codes  

J/ L-E0 9 1 0  and J/ L-E0 9 4 0  trapeze  devices ) are  no t a 

be ne fit o f Home  He alth Services .

Pressure-Reducing Support Surfaces

Pres s ure -reducing s uppo rt s urfaces  mus t be  prio r 

authorize d.

A pres s ure -reducing s uppo rt s urface  inc ludes  thre e  

s eparate  groups  o f mattres s / mattres s -like  equipme nt 

de s igned to  as s is t in the  healing o f wounds . Thes e  

de vice s  are  us ed in co njunctio n with conventio nal wound 

care  therapy and/ or to  prevent the  occurrence  o f s aid 

wo unds  in s us ceptible  c lie nts . Pre s s ure -reducing s upport 

s urfaces  are  de s igned to  pre ve nt s kin breakdown or 

promote  the  he aling o f pre s s ure  ulcers  by re ducing o r 

e liminating tis s ue  interface  pres s ure . Mo s t o f thes e  

de vice s  reduce  interface  pres s ure  by confo rming to  the  

conto urs  o f the  body s o  that pre s s ure  is  dis tribute d over 

a larger s urface  area rather than concentrated on a mo re  

c ircums cribed lo catio n.

Pres s ure -reducing s upport s urfaces  are  a be ne fit o f Ho me  

He alth Se rvices  o n a cas e -by-cas e  bas is . To  re ques t prio r 

authorizatio n fo r a pres s ure -reducing s uppo rt s urface  the  

fo llowing docume ntation mus t be  provide d:

• Client’ s  o ve rall health s tatus  and all o the r me dical 

diagno s is / co ndition (e .g., his to ry o f de cubitus ).

• Documentation o f the  c lient’ s  limited mobility o r 

confine ment to  a be d.

• Previous  us e  o f pres s ure -reduc ing s upport s urfaces  

with c lient outcome , (e .g., wound improvement, s tas is , 

o r degradation).

• Current wound therapy if any.

• Wound meas urements  to  inc lude  lo cation, length, 

width, de pth, any undermining and/ or tunne ling, and 

odor if applicable .

Pre s s ure -reducing s upport s urfaces  containing multiple  

components  are  cate gorize d according to  the  c linically 

predominant co mponent (us ually the  topmo s t layer o f a 

multilaye r product).

A s uppo rt s urface  that doe s  not mee t the  characteris tics  

s pec ified in the  pres s ure -reducing s upport s urface  po licy 

may be  denied as  no t medically nece s s ary.

Home  Health Services  will only cover alte rnating air 

mattres s es  and low-air-lo s s  beds  whe n they mee t the  

de finitio n o f DME. Air mattre s s es  that are  no t durable  o r 

made  to  withs tand pro lo nge d us e  do  not mee t the  

de finition o f DME.

For all types  o f pre s s ure -reducing s upport s urfaces , the  

s uppo rt s urface  provided for the  c lie nt s hould be  one  in 

which the  c lie nt doe s  not bottom out. The  Centers  fo r 

Medicare  & Medicaid Services  (CMS) de fines  “ bo tto ming 

out”  as  whe n an outs tre tche d hand, palm up, be tween the  

unde rs urface  o f the  overlay or mattre s s  and in an area 

unde r the  bony promine nce  can readily palpate  the  bo ny 

prominence  (coccyx or late ral trochanter). This  bo ttoming 

out crite rio n s hould be  tes ted with the  c lient in the  s upine  

po s ition with the ir head flat, in the  s upine  po s ition with 

the ir head s lightly e le vate d (no  more  than 3 0  degre es ), 

and in the  s ide lying po s ition.

24.5.23.1  Criteria for Grouping Levels

Group 1 Support Surfaces

A gro up 1  Support Surface  may be  co ns idered if the  c lient 

is  comple te ly immobile  without as s is tance , or e ither o f the  

fo llowing firs t two  crite ria:

• The  c lient has  limited mobility, or

• The  c lient has  an exis ting pres s ure  ulcer on the  pe lvis  

o r trunk, and

And at leas t one  o f the s e  fo ur crite ria:

• Impaire d nutritio nal s tatus

• Fecal o r urinary incontinence

• Alte re d s ens ory pe rce ption

• Compro mis ed c irculatory s tatus

Each o f the  s upport s urfaces  de s cribed be low are  

cons ide re d a bene fit o f the  Ho me Health Se rvices  

Pro gram when medical nece s s ity crite ria fo r Group 1  

s uppo rt s urfaces  are  me t.

Pre ssure  pads for mattre sse s/nonpowe re d pre ssure -

re ducing mattre ss ove rlays  are  de s igne d to  be  place d on 

top o f a s tandard hos pital o r home  mattres s . Pre s s ure  

pads / no npo we re d pres s ure -re ducing mattres s  overlays  
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fo r mattres s es  with the  fo llowing features  may be  

cons idered for re imburs ement with do cumentation o f 

medically neces s ity:

• A ge l o r ge l-like  laye r with a he ight o f two  inches  or 

greater.

• An air mattres s  ove rlay with inte rco nnected air ce lls  

that are  inflated with an air pump and a ce ll he ight o f 

thre e  inches  or greate r.

• A wate r mattres s  o ve rlay with a filled he ight o f thre e  

inches  or greate r.

• A foam mattres s  overlay with all the  fo llowing features :

• Bas e  thicknes s  o f two  inches  o r greater and peak 

he ight o f thre e  inches  o r gre ater if it is  a co nvo luted 

overlay (e .g., e ggcrate ) o r an overall he ight o f at leas t 

three  inches  if it is  a nonconvo luted overlay.

• Foam with a de ns ity and o ther qualities  that provide  

adequate  pres s ure  re duction.

• Durable , waterproo f cover.

Nonpowe re d pre ssure -re ducing mattre sse s  are  des igne d 

to  be  placed directly on a hos pital bed frame . Nonpowered 

pres s ure -reducing mattres s e s , with the  fo llowing fe atures , 

may be  cons idered for re imburs ement with documentation 

s upporting medical neces s ity:

• A fo am mattres s  with all the  fo llo wing fe atures  may be  

cons idered with docume ntation s upporting medical 

neces s ity. Docume ntation mus t inc lude  all o f the  

fo llowing features :

• A foam he ight o f five  inches  o r greater.

• Foam with a de ns ity and o ther qualities  that provide  

adequate  pres s ure  re duction.

• Durable , waterproo f cover.

• Can be  placed directly o n a hos pital bed frame .

• An air, water o r ge l mattres s  with all the  fo llowing 

fe atures  may be  co ns idered fo r re imburs ement:

• A he ight o f five  inche s  o r greater.

• Durable , waterproo f cover.

Powe re d pre ssure -re ducing mattre ss  ove rlay s ys tems  

(alte rnating pres s ure  or low air lo s s ) are  des igned to  be  

placed on to p o f a s tandard hos pital o r home  mattres s . A 

powered pres s ure  reducing mattres s  overlay s ys te m, with 

all the  fo llowing features , may be  cons idered fo r 

re imburs e me nt whe n documentation s upports  medical 

ne ces s ity:

• The  s ys tem inc lude s  an air pump or blower which 

provide s  e ither s e quential inflation and de flation o f air 

ce lls , o r a low interface  pres s ure  thro ughout the  

overlay.

• Inflated ce ll he ight o f the  air ce lls  through which air is  

be ing c irculate d is  2 .5  inches  o r greater.

• Height o f the  air chambers , pro ximity o f the  air 

chambers  to  one  another, fre que ncy o f air cyc ling (fo r 

alte rnating pres s ure  overlays ), and air pre s s ure  provide  

adequate  c lient lift, reduces  pres s ure , and prevents  

bo ttoming o ut.

• The  manufacturer’ s  product information s ubs tantiates  

that the  product is  e ffe ctive  fo r the  treatment o f condi-

tions  des cribed by the  coverage  crite ria fo r Gro up 2  

s upport s urfaces .

Group 2 Support Surfaces

A Group 2  s upport s urface  may be  cons idered if the  c lient 

has  multiple  s tage  II ulcers  on the  trunk or pe lvis  and has  

been on a comprehens ive  ulce r treatment program for at 

leas t the  pas t month which has  inc luded the  us e  o f a 

Group 1  s upport s urface .

The  c lient mus t als o  have  at leas t one  o f the  fo llowing:

• The  ulcers  have  re mained the  s ame  or wors ened over 

the  pas t month.

• There  are  large  o r multiple  s tage  III o r IV pres s ure  

ulce rs  on the  trunk or pe lvis .

• A myo cutaneous  flap o r s kin graft fo r a pre s s ure  ulcer 

on the  trunk o r pe lvis  within the  las t 6 0  days , and have  

be en on a Gro up 2  o r 3  s upport s urface  immediate ly 

be fore  dis charge  from the  hos pital o r a nurs ing facility 

(dis charge  within the  pas t 3 0  days ).

Each o f the  s upport s urfaces  des cribed be lo w are  

cons ide re d a bene fit o f the  Ho me Health Se rvices  

Pro gram when medical nece s s ity crite ria fo r Group 2  

s uppo rt s urfaces  are  met.

Powe re d pre ssure -re ducing mattre ss  (alte rnating pre s s ure  

low air lo s s , o r powe red flo tation without air lo s s ) is  

de s igned to  be  placed directly on a hos pital be d frame . 

This  device  with all the  fo llowing features  may be  

cons idered fo r re imburs ement when docume ntation 

s uppo rts  medical neces s ity:

• The  s ys tem inc ludes  an air pump or blower which 

provide s  e ither s equential inflation and de flation o f the  

air ce lls  o r a low inte rface  pres s ure  thro ughout the  

mattres s .

• Inflated ce ll he ight o f the  air ce lls  through which air is  

be ing c irculated is  five  inche s  o r greate r.

• Height o f the  air chambers , pro ximity o f the  air 

chambers  to  one  another, fre que ncy o f air cyc ling (fo r 

alte rnating pres s ure  mattres s ), and air pres s ure  to  

provide  ade quate  c lient lift, reduce  pres s ure , and 

prevent bo ttoming o ut.

• A s urface  de s igned to  reduce  fric tion and s he ar.

A se mi-e le ctric  hospital be d with fully inte grate d powe re d 

pre ssure -re ducing mattre ss  that has  all o f the  feature s  

de s cribed abo ve  may be  co ns idered for re imburs ement 

when documentatio n s upports  me dical ne ces s ity.

An advance d nonpowe re d pre ssure -re ducing mattre ss 

ove rlay is  des igned to  be  placed on top o f a s tandard 

hos pital o r home  mattres s . This  de vice , with all the  

fo llowing fe atures , may be  cons ide re d fo r re imburs ement 

when documentatio n s upports  me dical ne ces s ity.
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• He ight and de s ign o f individual ce lls  which provide  

s ignificantly more  pres s ure  re ductio n than Group 1  

overlay and prevent bo ttoming out.

• Total he ight o f 3  inches  or greate r.

• A s urface  de s igne d to  reduce  frictio n and s he ar.

• The  manufacture  product informatio n s ubs tantiate s  

that the  product is  e ffe ctive  fo r the  treatment o f co ndi-

tio ns  de s cribed by the  co ve rage  criteria fo r Group 2  

s upport s urfaces .

A powe re d pre ssure -re ducing mattre ss ove rlay (low air 

lo s s , powe re d flo tation witho ut low air lo s s , o r alte rnating 

pres s ure ) is  de s igne d to  be  place d on to p o f a s tandard 

ho s pital o r ho me  mattre s s  de s igned to  reduce  fric tio n and 

s hear. This  device , with all the  fo llowing features , may be  

cons idered for re imburs ement when documentation 

s upports  me dical ne ces s ity:

• The  s ys tem inc lude s  an air pump or blower which 

provide s  e ither s equential inflation and de flatio n o f the  

air ce lls  o r a low interface  pres s ure  thro ughout the  

overlay.

• Inflated ce ll he ight o f the  air ce lls  through which air is  

be ing c irculate d is  3 .5  inches  o r gre ater.

• He ight o f the  air chambers , proximity o f the  air 

chambers  to  one  another, freque ncy o f air cyc ling (fo r 

alternating pres s ure  overlays ), and air pres s ure  to  

provide  adequate  c lient lift, re duce  pres s ure  and 

prevent bo ttoming out.

An advance d nonpowe re d pre ssure -re ducing mattre ss  is  

de s igned to  be  placed directly on a hos pital bed frame . 

This  device  with all the  fo llo wing features  may be  

cons idered for re imburs ement when documentation 

s upports  me dical ne ces s ity:

• He ight and de s ign o f individual ce lls  which provide  

s ignificantly more  pres s ure  than a Group 1  mattres s  

and prevent bo ttoming out.

• Total he ight o f five  inches  o r greater.

• A s urface  de s igne d to  reduce  frictio n and s he ar.

• Do cumente d evidence  s ubs tantiate s  that the  product is  

e ffe ctive  fo r the  treatment o f conditions  des cribe d by 

the  coverage  crite ria fo r Gro up 2  s upport s urfaces .

She e pskin and lambs wool pads  are  co ns idered a bene fit 

o f the  Ho me Health Se rvices  Pro gram unde r the  s ame  

conditions  as  alte rnating pres s ure  pads  and mattre s s e s  

(Gro up 2  pre s s ure -re ducing s upport s urface s ).

Group 3 Support Surfaces

A Group 3  s uppo rt s urface  may be  cons ide re d if all the  

fo llowing crite ria are  met:

• Pres ence  o f a s tage  III o r IV ulcer.

• Severe ly limited mobility re ndering the  c lient bed o r 

chair bound.

• Without an air-fluidize d bed, the  c lie nt would be  

ins titutionalized.

• The  c lie nt has  be en placed on a Gro up 2  s upport 

s urface  fo r at le as t a mo nth be fore  o rde ring the  air-

fluidized be d with the  ulcer(s ) no t improving or 

wo rs ening.

• The re  has  be en at leas t we ekly as s es s ment o f the  

wo und by the  phys ic ian, a nurs e  o r o the r licens ed 

he alth-care  pro fes s ional and the  treating phys ic ian has  

do ne  a compre hens ive  e valuatio n o f the  c lient’ s  

condition within the  week be fo re  o rdering the  air-

fluidized be d.

• A trained adult care give r is  available  to  as s is t the  c lie nt 

with activitie s  o f daily living, maintaining fluid balance , 

s upplying die tary needs , aiding in re po s itio ning and 

s kin care , adminis te ring pres cribed treatments , recog-

nizing and managing alte red mental s tatus , and 

managing the  air-fluidized bed s ys te m and its  po te ntial 

problems , s uch as  leakage .

• The  phys ic ian continue s  to  reevaluate  and dire ct the  

ho me  treatment re gimen monthly.

• All o the r alternative  equipme nt has  be en cons ide re d 

and ruled out.

The  e xis te nce  o f any one  o f the  fo llowing conditio ns  may 

res ult in noncoverage  o f the  air-fluidized bed:

• Coexis ting pulmonary dis e as e  (the  lack o f firm back 

s uppo rt can re nder co ughing ine ffe ctive  and dry air 

inhalatio n thickens  pulmonary s ecre tions ).

• Wounds  requiring mo is t wo und dres s ings  that are  not 

pro tected with an impervio us  covering s uch as  plas tic  

wrap or o ther o cc lus ive  material (if wet-to -dry dres s ings  

are  be ing utilized, dres s ing changes  mus t be  frequent 

enough to  maintain the ir e ffe ctivenes s ).

• For c lie nts  2 1  ye ars  o f age  and o lder, the  care giver is  

unwilling o r unable  to  provide  the  type  o f care  required 

by the  c lient on an air-fluidized bed.

• The  home ’ s  s tructural s uppo rt o r e le ctrical s ys te m 

canno t s afe ly acco mmo date  the  air-fluidize d bed.

The  groups  fo r pres s ure -reducing s upport s urfaces  us ed 

in this  po licy are  de fined as  fo llows .

Initial prio r authorization fo r a Group 3  pres s ure -reducing 

s upport s urface  will be  fo r no  more  than 3 0  days . Prio r 

authorize d exte ns io ns  may be  co ns idered fo r 

re imburs e ment in incre me nts  o f 3 0 -day periods , up to  a 

maximum o f four months , when do cumentation s uppo rts  

continue d s ignificant impro ve me nt in wo und healing. 

Coverage  beyond four months  will be  on a cas e -by-cas e  

bas is  afte r re vie w by the  medical dire cto r o r des ignee .

An air-fluidize d be d us es  warm air under pres s ure  to  s e t 

s mall ce ramic  beads  in motio n, which s imulate  the  

movement o f fluid. Whe n the  c lie nt is  placed in the  be d, 

the  c lient’ s  bo dy we ight is  evenly dis tributed over a large  

s urface  area, which create s  the  s ens ation o f floating. Air-

fluidized be ds  may be  co ns idered for re imburs ement when 

the  medical neces s ity crite ria fo r Gro up 3  s upport 

s urfaces  are  met.
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24.5.23.2  Decubitus Care Accessories

A be d blanket cradle  (keeps  bed covers  from touching 

affe cte d s kin) may be  cons idere d for re imburs ement when 

do cumentatio n s upports  medical neces s ity (e .g., diabetic  

ulce rs , decubiti o r burns , o r go uty arthritis ).

A hee l o r e lbo w protector may be  cons ide re d fo r 

re imburs e me nt whe n documentation s upports  medical 

ne ces s ity.

The  s taging o f pres s ure  ulce rs  us ed in this  po licy is  as  

fo llows :

Stage I: Obs ervable  pres s ure  re late d alte ration o f intact 

s kin whos e  indicato rs  are  as  fo llows :

• Compare d to  the  adjacent o r oppos ite  area on the  body 

may inc lude  changes  in one  o f more  o f the  fo llowing: 

s kin temperature  (warmth o r coo lnes s ), tis s ue  cons is -

te ncy (firm or boggy fee l) and/ or s ens ation (pain, 

itching).

• The  ulcer appe ars  as  a de fine d area o f pers is tent 

rednes s  in lightly pigmented s kin, whe re as  in darker 

s kin tone s , the  ulce r may appear with pers is te nt red, 

blue  o r purple  hues .

Stage II: Partial thicknes s  s kin los s  invo lving epidermis , 

de rmis , o r bo th. The  ulce r is  s uperfic ial and pres ents  c lini-

cally as  an abras ion, blis ter, o r s hallow crater.

Stage III: Full thicknes s  s kin lo s s  invo lving damage  to , o r 

ne cros is  o f, SQ/ SC tis s ue  that may exte nd do wn to , but 

no t through, underlying fas c ia. The  ulce r pres ents  c lini-

cally as  a deep crater with o r without unde rmining o f 

adjacent tis s ue .

Stage IV: Full thicknes s  s kin los s  with extens ive  

de s truction, tis s ue  necros is , o r damage  to  mus cle , bone , 

o r s upporting s tructures  (e .g., te ndon, jo int caps ule ). 

Undermining and s inus  tracts  als o  may be  as s o c iated with 

Stage  IV pre s s ure  ulce rs .

Bed rails  and frames  that have  bee n purchas ed are  antic -

ipated to  las t a minimum o f 5  years  and may be  

cons idered for re placement when 5  ye ars  have  pas s e d 

and/ o r the  equipme nt is  no  longer functio nal and no  

longer repairable . The  durable  medical equipment may 

then be  cons idered for prio r authorizatio n. Replace ment o f 

equipment will als o  be  cons idered when los s  o r irrepa-

rable  damage  has  occurred. A co py o f the  po lice  o r fire  

re po rt when appropriate , and the  meas ures  to  be  take n to  

prevent re occurrence  mus t be  s ubmitted.

In s ituations  whe re  the  equipment has  been abus ed o r 

ne glected by the  c lient, the  c lie nt’ s  family, o r the  

caregiver, a re fe rral to  the  DSHS THSteps  Cas e  

Management unit will be  made  by the  Home  Health 

Services  prio r authorization unit fo r c lients  under 2 1  ye ars  

o f age . Providers  will be  no tified that the  State  will be  

monitoring this  c lient’ s  s ervices  to  evaluate  the  s afe ty o f 

the  environment fo r bo th the  c lient and equipment. 

24.5.23.3  Hospital Beds and Equipment Procedure 

Code Table

Procedure Code Maximum Limitation

J-E0 1 8 4 1  every 5  years

J-E0 1 8 5 1  every 5  years

J-E0 1 8 6 1  every 5  years

J-E0 1 8 7 1  every 5  years

J-E0 1 9 8 1  every 5  years

J-E0 1 9 9 1  every 5  years

J-E0 2 5 0 1  every 5  years

J-E0 2 5 5 1  every 5  years

J-E0 2 6 0 1  every 5  years

J-E0 2 6 5 1  every 5  years

J-E0 2 7 1 1  every 5  years

J-E0 3 0 3 1  every 5  years

J-E0 3 0 4 1  every 5  years

J-E0 3 0 5 1  every 5  years

J-E0 3 1 0 1  every 5  years

J-E0 3 1 5 1  every 5  years

J-E0 3 7 1 1  every 5  years

J-E0 3 7 2 1  every 5  years

J-E0 3 7 3 1  every 5  years

J-E0 9 1 0 1  every 5  years

J-E0 9 1 1 1  every 5  years

J-E0 9 1 2 1  evert 5  years

J-E0 9 2 0 1  every 5  years

J-E0 9 4 0 1  every 5  years

J-E0 9 4 6 1  every 5  years

L-E0 1 8 4 1  per month

L-E0 1 8 5 1  per month

L-E0 1 8 6 1  per month

L-E0 1 8 7 1  per month

L-E0 1 9 3 1  per month

L-E0 1 9 4 1  per month

L-E0 1 9 6 1  per month

L-E0 1 9 7 1  per month

L-E0 1 9 8 1  per month

L-E0 2 5 0 1  per month

L-E0 2 5 5 1  per month

L-E0 2 6 0 1  per month

L-E0 2 6 5 1  per month

L-E0 2 7 7 1  per month

L-E0 3 0 3 1  per month

L-E0 3 0 4 1  per month

L-E0 3 7 1 1  per month
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24.5.24  Reflux Slings and Wedges

Ho me  Health Services  may cover re flux s lings  o r we dge s  

fo r c lients  who  are  younge r than 1 2  months  o f age . The s e  

may be  us ed as  pos itioning de vices  fo r infants  who  

re quire  e levation afte r fe edings  when pres cribed by a 

phys ic ian as  me dically ne ce s s ary and appropriate . Re flux 

s lings , wedges , o r covers  require  prio r authorization.

If the  c lie nt is  no t e ligible  fo r ho me  health s e rvices , re flux 

s lings  and we dges  may be  provided under THSteps -CCP. 

Us e  procedure  code  J-E1 3 9 9  when billing fo r re flux s lings  

and wedges .

24.5.25  Special Needs Car Seats and Travel 
Restraints

Spec ial needs  car s eats  and trave l re s traints  are  not 

s ervices  available  under Home  He alth Service s .

Refer to: " Special Needs  Car Se ats  and Trave l 

Res traints "  on page  4 3 -5 7  fo r de tails  abo ut 

coverage  through THSteps -CCP.

24.5.26  Mobility Aids

Medical appliances  and equipment inc luding mobility aids  

s uch as  cane s , crutches , walke rs , and whee lchairs  are  

re imburs ed to  as s is t c lients  to  move  about in the ir 

environment.

Mobility aids  are  a bene fit through Home  Health Services  

when the  fo llowing crite ria are  met:

• The  c lient mus t be  e ligible  fo r home  he alth bene fits .

• The  crite ria lis ted in this  po licy fo r the  reques ted 

equipme nt mus t be  met.

• The  e quipment re que s ted mus t be  me dically 

ne ces s ary.

• Federal financial partic ipation mus t be  available .

• The  c lient’ s  mobility s tatus  would be  compromis ed 

without the  reques te d equipment.

• The  reque s te d equipment or s upplies  mus t be  s afe  fo r 

us e  in the  home .

Note: A mobility aid for a c lie nt unde r 2 1  ye ars  o f age  is  

me dically ne ce s s ary whe n it is  re quire d to  corre ct o r 

ame liorate  a dis ability or phys ical illne s s  or condition.

The  fo llowing mobility aids  are  no t a bene fit o f Home  

Health Services :

• Fee de r s eats , floo r s itte rs , co rner chairs  and trave l 

chairs  are  not cons idered medically neces s ary de vices . 

• Items  inc luded but no t limite d to  tire  pumps , a co lo r fo r 

a whee lchair, gloves , back packs  and flags  are  no t 

cons idered me dically neces s ary.

• Mobile  s tande rs  are  not a be ne fit o f Title  XIX Home 

Health Services .

• Vehic le  lifts  and mo dificatio n.

• Permanent ramps , vehic le  ramps  and home  

modifications .

The  Texas  Me dicaid Program does  not re imburs e  

s e parate ly fo r as s o c iated DME charges , inc luding batte r 

dis pos al fee s  o r s tate  taxes . Re imburs eme nt fo r 

as s oc iate d charges  is  inc luded in the  re imburs ement fo r 

the  s pec ific  pie ce  o f e quipme nt. White  canes  fo r the  blind 

are  cons ide re d s e lf he lp adaptive  aids  and are  no t a 

bene fit o f Home  Health Services .

Note: THSte ps -e ligible  c lie nts  who  have  a me dical ne e d 

fo r s e rvice s  be yond the  limits  o f this  Home  He alth 

Se rvice s  be ne fit may be  cons ide re d unde r THSte ps -CCP.

Refer to: Section 2 4 .3 .1 , “ Eligibility.”

24.5.26.1  Canes, Crutches, and Walkers

Canes , crutches , and/ or walkers  may be  prior authorized 

as  a home  health s e rvice  with do cumentatio n s upporting 

medical neces s ity and appropriatene s s  o f the  reques te d 

item. This  documentation by a phys ic ian familiar with the  

c lient mus t inc lude  info rmation on the  c lie nts  impaired 

mobility.

24.5.26.2  Feeder Seats, Floor Sitters, Corner 

Chairs, and Travel Chairs

Feeder s e ats , flo or s itte rs , co rner chairs , and trave l chairs  

are  no t cons idered me dically neces s ary de vices  and are  

no t a bene fit o f Te xas  Medicaid. If a child requires  s e ating 

s uppo rt and meets  the  crite ria fo r a s e ating s ys tem, a 

s tro lle r may be  cons idere d fo r re imburs ement with prio r 

authorizatio n thro ugh THSte ps -CCP o r a whee lchair may 

be  cons idered for re imburs ement with prior authorization 

from TMHP Ho me  Health Services  Prio r Authorization 

De partment.

24.5.26.3  Wheelchairs

A whee lchair is  a pro fes s ionally manufacture d s eating 

s ys tem mounted on a four- o r s ix-whee led bas e , with a 

combination o f tires  and cas te rs  e s pe cially fo r the  us e  o f 

prope lling the  o ccupant.

A whee lchair may be  co ns idered for prio r authorization fo r 

s hort-term us e  o r purchas e  as  a home  he alth s ervice  with 

do cumentatio n s uppo rting the  me dical ne ces s ity and 

appropriate ne s s  o f the  re ques ted item. This  documen-

tation by a phys ic ian familiar with the  c lient mus t inc lude  

info rmation on the  c lient’ s  impaired mobility and phys ical 

require ments . 

L-E0 3 7 2 1  per month

L-E0 3 7 3 1  per month

L-E0 9 1 0 1  per month

L-E0 9 1 1 1  per month

L-E0 9 1 2 1  per month

L-E0 9 2 0 1  per month

L-E0 9 4 0 1  per month

L-E0 9 4 6 1  per month

Procedure Code Maximum Limitation
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In addition, one  o f the  fo llo wing information mus t be  

s ubmitted with do cumentation o f medical neces s ity:

• Why the  c lient is  unable  to  ambulate  a minimum o f 

1 0  fee t due  to  his / her condition (including AIDS, s ickle  

ce ll ane mia, fractures , a chro nic  diagnos is , o r 

chemotherapy.

• If the  c lient is  able  to  ambulate  further than 1 0  fe e t, 

why a whee lchair is  re quired to  mee t the  c lie nt’ s  needs .

• A comple te d Whee lchair/ Scoo ter/ Stro lle r Seating 

As s es s ment Form with s eating meas urements  that 

inc ludes  do cumentatio n s upporting medical nece s s ity, 

except when reques ting a s tandard s ling s e at/ s ling 

back whee lchair.

• An itemize d co mponent lis t fo r cus tom manual o r power 

whee lchairs .

A s tandard manual whee lchair may be  prio r authorized fo r 

re ntal o r purchas e  if the  c lie nt owns , o r is  reques ting, a 

s tandard or cus tom power whee lchair.

A cus tom manual whe e lchair may be  prio r authorized fo r 

re ntal o r purchas e  if the  c lie nt o wns , o r is  reques ting a 

cus tom power whe e lchair.

Prior authorization for labor to  create  a mo lded s eating 

s ys tem is  limited to  1 5  hours  o r le s s .

As s es s ment o f the  acces s ibility o f the  c lient’ s  res idence  

mus t be  comple te d and inc luded in the  prior autho rization 

do cumentation to  ens ure  that the  whee lchair is  us able  in 

the  home  s uch as  doors  and halls  wide  eno ugh, no  

obs tructions .

24.5.26.4  Seating Assessment for Manual and 

Power Custom Wheelchairs

A s e ating as s e s s me nt, which inc ludes  s pec ifications  fo r 

exact mobility/ s eating equipment and all neces s ary 

acces s ories , mus t be  comple te d by a phys ic ian, lice ns ed 

occupational therapis t, o r licens ed phys ical the rapis t.

To  reques t prio r authorization for a cus to m manual/ power 

whee lchair, a Whee lchair/ Sco o ter/ Stro lle r Seating 

As s es s ment Fo rm mus t be  comple te d by a phys ic ian or a 

licens ed phys ical o r o ccupational therapis t us ing the  

procedure  codes  1 -9 7 0 0 1  and 1 -9 7 0 0 3 .

The  fo llowing do cumentation mus t be  provided:

• A s eating evaluatio n and s eating meas urements , 

pe rformed by a phys ic ian o r a licens e d occupational o r 

phys ical therapis t, which inc ludes  s pec ifications  fo r 

exact mobility/ s eating equipment, all neces s ary acce s -

s ories , and how the  c lient and/ or family will be  trained 

in the  us e  o f the  e quipment.

• Antic ipated changes  in the  c lient’ s  ne eds , antic ipated 

modifications , o r acce s s o ry nee ds , as  we ll as  the  

growth po te ntial o f the  whee lchair. A whee lchair mus t 

have  a growth po tential, which mus t accommodate  

2 0  percent o f he ight and we ight changes .

• Significant medical info rmation pertinent to  mobility 

and re que s ted equipme nt inc luding inte lle ctual, 

po s tural, phys ical, s ens ory (vis ual and auditory), and 

phys ical s tatus . Addres s  trunk and head contro l, 

balance , arm and hand function, exis tence  and s everity 

o f o rthopedic  de formities , as  we ll as  any re cent 

change s  in the  c lient’ s  phys ical and/ o r functional 

s tatus , and any expected/ po tential s urgeries  that will 

improve  o r further limit mobility.

• A des cription o f the  current mobility/ s eating 

equipment, how long the  c lient has  been in the  current 

equipme nt and why it no  lo nger me ets  the  c lient needs .

• Client’ s  he ight, we ight, and a de s criptio n o f where  the  

equipment is  to  be  us ed. Inc lude  the  acces s ibility o f 

c lient’ s  re s ide nce .

• Manufacturer’ s  re tail pric ing information, with itemized 

pric ing inc luding the  de s criptio n o f the  s pec ific  bas e , 

any attached s eating s ys tem components  and any 

attache d acces s ories  as  we ll as  the  manufacturer’ s  

re tail pric ing info rmation and itemized pric ing fo r 

manually price d co mponents .

If the  whee lchair as s e s s ment fo rm is  co mple ted by a 

phys ic ian, re imburs ement is  co ns idered part o f the  

phys ic ian o ffice  vis it and will no t be  authorized us ing the  

above  therapy procedure  code s .

24.5.26.5  Manual Wheelchairs—Custom

Standard manual whee lchairs  may be  prio r autho rized fo r 

s hort-te rm rental o r fo r purchas e , if the  c lient has  a 

condition which does  no t require  s pec ialized s e ating.

Cus to m manual whee lchairs  may be  cons ide re d fo r prio r 

authorization fo r a c lie nt who  me ets  crite ria fo r a manual 

whee lchair, has  a co ndition that requires  s pe c ialize d 

s eating, and cannot s afe ly utilize  a s tandard manual 

whee lchair.

24.5.26.6  Levels for Custom Manual and Powered 

Wheelchairs

Leve l 1  is  a bas ic  s tandard whe e lchair (no  mo difie r 

required).

Leve l 2  is  a cus tom s ys tem with growth po te ntial, 

inc luding compone nts  fo r pos ture  s upport (TF [Inte rme -

diate  Le ve l] mo difie r required).

Leve l 3  is  a cus to m s ys te m that me ets  the  Le ve l 2  

de finition with the  addition o f a mo lded s eating s ys tem, 

tilt and s pace  and re c lining capacities  (TG [Complex, high 

leve l] modifie r required).

24.5.26.7  Power Wheelchairs—Standard

Standard power whe e lchairs  may be  cons idered fo r s hort-

term rental up to  6  mo nths  o r fo r purchas e  fo r a c lie nt who  

mee ts  crite ria fo r a whee lchair when the  c lie nt has  a 

condition that does  not re quire  s pec ialized s eating, and is  

unable  to  s e lf-prope l a manual whe e lchair. 

An attendant contro l is  no t a bene fit o f Home Health 

Services .

Prio r authorization for a s tandard powe r whee lchair 

require s  all docume ntation neces s ary fo r a cus tom 

manual whee lchair, as  we ll as  the  fo llowing 

do cumentation:
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• The  c lient’ s  phys ical and me ntal ability to  re ce ive  and 

fo llow ins tructions  re lated to  res pons ibilitie s  o f us ing 

equipme nt. The  c lient must be  able  to  o perate  a po we r 

whee lchair independe ntly. The  the rapis t mus t pro vide  

written docume ntation that the  c lient is  phys ically and 

cognitive ly capable  o f managing a po wer whe e lchair.

• How the  power whee lchair will be  operated s uch as  

joys tick, head po inte r, puff and go .

• The  capability o f the  caregiver/ c lient to  care  fo r the  

po wer whe e lchair and acces s ories .

• The  capability o f the  c lient to  unders tand how the  power 

whee lchair operates .

Rental o f a manual whee lchair may be  prior autho rized 

when the  c lient’ s  power whee lchair is  be ing repaired or 

re placed.

24.5.26.8  Power Wheelchairs—Custom

Cus to m po we r whee lchairs  may be  cons idered fo r a c lient 

who  me ets  crite ria fo r a power whe e lchair, has  a conditio n 

that requires  s pec ialized s eating, and cannot s afe ly utilize  

a s tandard po wer whe e lchair.

An attendant contro l is  no t a bene fit o f the  Ho me  Health 

Services .

For s afe ty, all power chairs  are  to  inc lude  a s top s witch. 

Seat lift chairs  and s e at e levators  o r mechanis ms , 

inc luding thos e  us ed for power whee lchairs , are  not a 

be ne fit o f the  Te xas  Me dicaid Pro gram 

Prior authorization for a cus tom po we r whee lchair requires  

all docume ntation neces s ary fo r a cus tom manual whe e l-

chair, as  we ll as  the  fo llowing:

• The  c lient’ s  phys ical and me ntal ability to  re ce ive  and 

fo llow ins tructions  re lated to  res pons ibilitie s  o f us ing 

equipme nt. The  c lient must be  able  to  o perate  a po we r 

whee lchair independe ntly. The  the rapis t mus t pro vide  

written docume ntation that the  c lient is  phys ically and 

cognitive ly capable  o f managing a po wer whe e lchair.

• How the  power whee lchair will be  operated s uch as  

joys tick, head po inte r, o r puff and go .

• The  capability o f the  caregiver/ c lient to  care  fo r the  

po wer whe e lchair and acces s ories .

• The  capability o f the  c lient to  unders tand how the  power 

whee lchair operates .

An atte ndant contro l s ys tem is  not a be ne fit o f the  Te xas  

Me dicaid Program. For s afe ty, all po wer chairs  are  to  

inc lude  a s top s witch.

Note: Se at lift chairs , s e at e le vators , or me chanis ms , 

including thos e  us e d for powe r whe e lchairs , are  not a 

be ne fit o f the  Te xas  Me dicaid Program.

24.5.26.9  Scooters

A s coo te r is  a pro fe s s io nally manufactured, thre e  or four-

whee le d mo to rized bas e  with a pro fes s ionally manufac-

ture d bas ic  s eating s ys te m for c lients  who  have  little  o r no  

po s itio ning needs .

Scoo te rs  may be  approved for a s hort te rm re ntal o r initial 

three -month trial period bas e d on do cumentatio n 

s uppo rting the  me dical nece s s ity and appropriate nes s  o f 

the  de vice .

Scoo te rs  may be  co ns idered for re imburs ement fo r 

ambulatory impaired c lie nts  with go od he ad, trunk and 

arm/ hand contro l, without a diagnos is  o f progres s ive  

illnes s  s uch as  progres s ive  neuromus cular dis eas es  s uch 

as  amyotrophic  lateral s c le ros is .

As s es s ment o f the  acces s ibility o f the  c lient’ s  res idence  

mus t be  comple te d and inc luded in the  prio r autho rization 

do cumentatio n to  e ns ure  that the  s coo ter is  us able  in the  

ho me  s uch as  do ors  and halls  wide  eno ugh, no  

obs tructio ns .

All s co o ters  mus t have  a growth po tential, which mus t 

acco mmo date  2 0  percent o f he ight and we ight changes .

To  re que s t prio r authorizatio n fo r a s co o ter the  c lie nt mus t 

no t own or be  e xpected to  re quire  a po we r whe e lchair 

within five  years  o f the  purchas e  o f a s coo te r.

All do cumentation re quired fo r a s tandard power whee l-

chair mus t be  provided, alo ng with the  fo llo wing 

do cumentation:

• The  c lient’ s  phys ical and cognitive  ability to  re ce ive  and 

fo llow ins tructions  re lated to  the  res pons ibilitie s  o f 

us ing the  equipment.

• The  ability o f the  c lient to  phys ically and co gnitive ly 

operate  the  s coo te r independently.

• The  capability o f the  c lient to  care  fo r the  s coo ter and 

unde rs tand ho w it ope rates .

• A comple ted Whee lchair/ Sco o ter/ Stro lle r Se ating 

As s es s ment Form with s eating meas urements  that 

inc ludes  do cumentation s upporting me dical neces s ity, 

except when reques ting a s tandard s ling s e at/ s ling 

back whe e lchair.

Cus to m s e ating fo r s coo te rs  is  no t a bene fit o f Ho me 

Health Services .

Repairs  to  s coo ters  may be  cons idered only fo r thos e  

s coo ters  purchas ed by the  Texas  Me dicaid Program.

24.5.26.10  Client Lift

A lift is  a portable  trans fer s ys tem us ed to  mo ve  a c lie nt 

from bed to  chair and chair to  be d.

A c lient lift will no t be  authorized fo r the  convenience  o f a 

caregiver.

Hydraulic  lifts  are  operated by the  we ight o r pres s ure  o f a 

liquid.

Ele ctric  lifts  is  operated by e le ctric ity. An e le ctric  lift may 

be  cons idered when a hydraulic  lift will no t meet the  

c lient’ s  needs .

Barrie r fre e  lifts  are  not a be ne fit o f Home  Health Se rvices .
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24.5.26.11  Hydraulic Lift

Prior autho rization for a hydraulic  lift may be  cons idered 

with the  fo llo wing documentation:

• The  c lient mus t be  unable  to  as s is t in his  own 

trans fers .

• The  we ight o f the  c lie nt and the  we ight capacity o f the  

re ques ted lift.

• The  availability o f a caregiver to  operate  the  lift.

• Training by the  provider to  the  c lient and the  caregiver 

on the  s afe  us e  o f the  lift.

24.5.26.12  Electric Lift

Prior authorization for an e lectric  lift may be  cons idered 

when the  c lient me ets  crite ria fo r a hydraulic  lift and 

additional documentation explains  why a hydraulic  lift will 

no t me et the  c lie nt’ s  ne eds .

24.5.26.13  Standers

A s tander is  a de vice  us ed for the  c lient with ne uromus -

cular conditio ns  who  is  unable  to  s tand alo ne . Stande rs  

and s tanding programs  can improve  diges tio n, increas e  

mus cle  s tre ngth, decreas e  contractures , increas e  bone  

de ns ity, and minimize  de calc ification.

Standers , inc luding all acces s orie s , re quire  prior 

authorization.

Prior autho rization may be  co ns idered for the  s tande rs  

with the  fo llo wing documentation:

• Diagno s es  re levant to  the  reques te d equipment, 

inc luding functioning leve l and ambulatory po te ntial.

• Antic ipated bene fits  o f the  equipme nt.

• Frequency and amount o f time  o f a s tanding program.

• Antic ipated length o f time  the  c lient will require  this  

equipment.

• Client’ s  he ight/ we ight/ age .

• Antic ipated changes  in the  c lient’ s  ne eds , antic ipated 

modifications , o r acce s s o ry nee ds , as  we ll as  the  

growth po te ntial o f the  s tander.

Standers , gait trainers , and parapodiums  will no t be  

authorized fo r a c lient within one  ye ar o f each o ther.

24.5.26.14  Gait Trainers

Gait traine rs  are  device s  with whee ls  us e d to  train c lie nts  

with ambulatory potential. They provide  the  s ame  bene fits  

as  the  s tander, in addition to  as s is ting with gait training.

Prio r authorization for the  gait trainer may be  cons idered 

with docume ntation s uppo rting me dical nece s s ity and an 

as s es s ment o f the  acces s ibility o f the  c lient’ s  res idence  

to  ens ure  that the  whee lchair is  us able  in the  home  (i.e ., 

do ors  and halls  wide  enough, no  obs tructions ) when a 

phys ic ian familiar with the  c lie nt documents  that the  c lient 

has  ambulatory po tential and will bene fit from a gait 

training program, and when the  c lient me ets  the  crite ria 

fo r a s tander.

Standers , gait trainers , and parapodiums / s tanding 

frames / braces / vertical s tanders  that are  cove re d thro ugh 

THSteps -CCP will no t be  authorized fo r a c lient within one  

ye ar o f each o ther.

24.5.26.15  Batteries and Battery Charger

A battery charger and initial batteries  are  inc lude d as  part 

o f the  purchas e  o f a power whee lchair.

Batteries  and battery chargers  will no t be  prio r authorize d 

fo r replacement within s ix months  o f de live ry.

Replacement batte rie s  o r a battery charger may be  

cons idered fo r re imburs ement unde r Ho me Health 

Services  if they are  no  lo nger under warranty.

To  reques t prior authorizatio n fo r replacement batteries  o r 

a battery charger, the  provide r mus t document the  date  o f 

purchas e  and s e rial number o f the  currently owned whee l-

chair as  we ll as  the  re as on for the  re placement batte rie s  

o r batte ry charger.

Documentation require d s upporting the  nee d to  replace  

the  batteries  o r battery charge r mus t inc lude :

• Why the  batteries  are  no  lo nger meeting the  c lient’ s  

ne eds , and/ o r

• Why the  battery charge r is  no  longer mee ting the  

c lient’ s  needs .

A maximum o f one  hour o f labor may be  cons idered for 

re imburs ement to  ins tall new batteries . Labor is  no t 

re imburs e d with the  purchas e  o f a new power whee lchair, 

o r with replacement batte ry chargers .

24.5.26.16  Accessories

Acce s s o rie s , modificatio ns , adjus tments , and repairs  are  

bene fits  as  outline d in this  po licy. All modifications , 

adjus tments , and repairs  within the  firs t s ix mo nths  after 

de live ry are  cons idered part o f the  purchas e  price .

Equipment acces s ories , inc luding pre s s ure  s upport 

cus hions , may be  prior authorized with do cumentation o f 

medical neces s ity.

24.5.26.17  Modifications

Modifications  are  replacement o f co mponents  due  to  

changes  in the  c lient’ s  condition, no t replacement due  to  

the  compo ne nt no  lo nger functioning as  des igne d.

Prio r authorization may be  cons idered for modifications  to  

cus to m equipme nt s hould a change  occur in the  c lient’ s  

needs , capabilitie s , o r phys ical/ mental s tatus , which 

cannot be  antic ipated. 

Do cumentation mus t include  the  fo llowing:

• All pro je cted changes  in the  c lient’ s  mobility needs

• The  date  o f purchas e  and s e rial numbe r o f the  current 

equipme nt, and the  cos t o f purchas ing new equipme nt 

vers us  modifying current equipme nt. All modifications  

within the  firs t s ix months  afte r de livery are  cons idered 

part o f the  purchas e  price .
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24.5.26.18  Adjustments

Adjus tments  do  not require  s upplies . A maximum o f one  

ho ur o f labo r fo r adjus tme nts  may be  cons ide re d fo r 

re imburs ement through Home Health Services  as  needed 

afte r the  firs t s ix months  from de livery.

All adjus tme nts  within the  firs t s ix mo nths  afte r de live ry 

are  cons idered part o f the  purchas e  price  and will no t be  

cons idered for prior authorization.

24.5.26.19  Repairs

Repairs  require  re placement o f compo ne nts  that are  no  

longer functional. 

Repairs  to  c lient-owned equipment may be  prio r autho -

rized as  ne ede d with do cumentatio n o f me dical ne ces s ity. 

Repairs  to  c lient-owned equipme nt may be  co ns idered fo r 

re imburs ement with prio r authorization under Ho me 

Health Services .

Technic ian fee s  are  co ns idered part o f the  labor cos t on 

the  re pair.

Providers  are  res pons ible  fo r maintaining do cumentation 

in the  c lient’ s  medical record s pec ifying repairs .

Rentals  may be  cons idered fo r re imburs ement during the  

pe rio d o f re pair.

Routine  maintenance  o f rental equipme nt is  the  pro vider’ s  

res pons ibility.

24.5.26.20  Replacement

A re ques t fo r replace me nt o f equipment and/ o r acce s -

s ories  may be  co ns idered for re imburs ement and mus t 

inc lude  an o rder fro m the  pres cribing phys ic ian familiar 

with the  c lie nt and an as s e s s ment by a phys ic ian, 

licens ed o ccupational o r phys ical therapis t with docume n-

tatio n s uppo rting why the  current equipme nt is  no  lo nge r 

me eting the  c lient’ s  needs .

Replacement, adjus tments , modifications  and repairs  will 

no t be  authorize d in s ituatio ns  where  the  e quipment has  

be en abus ed o r ne glected by the  c lient, c lie nt’ s  family, o r 

caregiver.

24.5.26.21  Wheelchair Ramp—Portable and 

Threshold

A po rtable  ramp is  de fined as  a ramp that is  able  to  be  

carrie d as  ne eded to  acces s  a ho me , we ighs  no  more  than 

9 0  po unds , and/ or meas ures  no  mo re  than 1 0  fe e t in 

length. A thre s ho ld ramp pro vides  acce s s  over e levated 

thre s ho lds .

One  portable  and one  thre s ho ld ramp for whe e lchair 

acces s  may be  cons idered for prior authorization when 

do cumentatio n s upports  medical nece s s ity. The  fo llo wing 

do cumentatio n s upporting me dical ne ces s ity is  re quire d:

• The  date  o f purchas e  and s erial number o f the  c lient’ s  

whee lchair o r do cumentatio n o f a whe e lchair reques t 

be ing re vie wed for purchas e .

• Diagno s is  with duration o f expected nee d.

• A diagram o f the  ho us e  s howing the  acces s  po ints  with 

the  ground-to -flo or e levation and any o bs tac les .

Ramps  may be  cons idere d fo r rental fo r s hort te rm 

dis abilitie s .

Ramps  may be  cons idere d fo r purchas e  fo r long te rm 

dis abilitie s .

Mobility aid lifts  fo r vehic le s , and vehic le  modifications  are  

no t a be ne fit o f the  Te xas  Me dicaid Pro gram.

Note: Pe rmane nt ramps , ve hicle  ramps  and home  modifi-

cations  are  not a be ne fit o f the  Te xas  Me dicaid Program.

24.5.26.22  Procedure Codes and Limitations for 

M obility Aids

Procedure Code Maximum Limit

Canes

J-E0 1 0 0 1  per 5  years

J-E0 1 0 5 1  per 5  years

Crutches

9 -A4 6 3 5 As  needed

J-E0 1 1 0 1  per 5  years

J-E0 1 1 1 1  per 5  years

J-E0 1 1 2 1  per 5  years

J-E0 1 1 3 1  per 5  years

J-E0 1 1 4 1  per 5  years

J-E0 1 1 6 1  per 5  years

J-E0 1 5 3 1  per 5  years

L-E0 1 1 0 4  months  maximum

L-E0 1 1 1 4  months  maximum

L-E0 1 1 2 4  months  maximum

L-E0 1 1 3 4  months  maximum

L-E0 1 1 4 4  months  maximum

L-E0 1 1 6 4  months  maximum

Walkers

9 -A4 6 3 6 As  needed

9 -A4 6 3 7 As  needed

J-E0 1 3 0 1  per 5  years

J-E0 1 3 5 1  per 5  years

J-E0 1 4 0 1  per 5  years

J-E0 1 4 1 1  per 5  years

J-E0 1 4 3 1  per 5  years

J-E0 1 4 4 1  per 5  years

J-E0 1 4 7 1  per 5  years

J-E0 1 4 8 1  per 5  years

J-E0 1 4 9 1  per 5  years

J-D0 1 5 3 1  per 5  years

J-E0 1 5 4 1  per 5  years
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J-E0 1 5 5 1  per 5  years

J-E0 1 5 7 1  per 5  years

J-E0 1 5 8 1  per 5  years

J-E0 1 5 9 1  per 5  years

L-E0 1 3 0 4  months  maximum

L-E0 1 3 5 4  months  maximum

L-E0 1 4 1 4  months  maximum

L-E0 1 4 3 4  months  maximum

L-E0 1 4 4 4  months  maximum

L-E0 1 4 7 4  months  maximum

L-E0 1 4 8 4  months  maximum

L-E0 1 4 9 4  months  maximum

Gait Trainers

J-E8 0 0 1 1  per day

Seating Assessments

1 -9 7 0 0 1 As  needed

1 -9 7 0 0 3 As  needed

Wheelchairs

J-E1 0 5 0 1  per 5  years

J-E1 0 6 0 1  per 5  years

J-E1 0 7 0 1  per 5  years

J-E1 0 8 3 1  per 5  years

J-E1 0 8 4 1  per 5  years

J-E1 0 8 5 1  per 5  years

J-E1 0 8 6 1  per 5  years

J-E1 0 8 7 1  per 5  years

J-E1 0 8 8 1  per 5  years

J-E1 0 8 9 1  per 5  years

J-E1 0 9 0 1  per 5  years

J-E1 0 9 3 1  per 5  years

J-E1 1 0 0 1  per 5  years

J-E1 1 1 0 1  per 5  years

J-E1 1 3 0 1  per 5  years

J-E1 1 4 0 1  per 5  years

J-E1 1 5 0 1  per 5  years

J-E1 1 6 0 1  per 5  years

J-E1 1 6 1 1  per 5  years

J-E1 1 7 0 1  per 5  years

J-E1 1 7 1 1  per 5  years

J-E1 1 7 2 1  per 5  years

J-E1 1 8 0 1  per 5  years

J-E1 1 9 0 1  per 5  years

J-E1 1 9 5 1  per 5  years

J-E1 2 0 0 1  per 5  years

J-E1 2 2 0 1  per 5  years

Procedure Code Maximum Limit

J-E1 2 2 0 -TF 1  per 5  years

J-E1 2 2 0 -TG 1  per 5  years

J-E1 2 2 9 1  per 5  years

J-E1 2 3 1 1  per 5  years

J-E1 2 3 2 1  per month

J-E1 2 3 3 1  per month

J-E1 2 3 4 1  per 5  years

J-E1 2 3 5 1  per 5  years

J-E1 2 3 6 1  per 5  years

J-E1 2 3 7 1  per 5  years

J-E1 2 3 8 1  per 5  years

J-E1 2 4 0 1  per 5  years

J-E1 2 5 0 1  per 5  years

J-E1 2 6 0 1  per 5  years

J-E1 2 7 0 1  per 5  years

J-E1 2 8 0 1  per 5  years

L-E1 0 5 0 1  per month

L-E1 0 6 0 1  per month

L-E1 0 7 0 1  per month

L-E1 0 8 3 1  per month

L-E1 0 8 4 1  per month

L-E1 0 8 5 1  per month

L-E1 0 8 6 1  per month

L-E1 0 8 7 1  per month

L-E1 0 8 8 1  per month

L-E1 0 8 9 1  per month

L-E1 0 9 0 1  per month

L-E1 0 9 3 1  per month

L-E1 1 0 0 1  per month

L-E1 1 1 0 1  per month

L-E1 1 3 0 1  per month

L-E1 1 4 0 1  per month

L-E1 1 5 0 1  per month

L-E1 1 6 0 1  per month

L-E1 1 6 1 1  per month

L-E1 1 7 0 1  per month

L-E1 1 7 1 1  per month

L-E1 1 7 2 1  per month

L-E1 1 8 0 1  per month

L-E1 1 9 0 1  per month

L-E1 1 9 5 1  per month

L-E1 2 0 0 1  per month

L-E1 2 3 1 1  per month

L-E1 2 3 2 1  per 5  years

Procedure Code Maximum Limit
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L-E1 2 3 3 1  per 5  years

L-E1 2 3 4 1  per month

L-E1 2 3 5 1  per month

L-E1 2 3 6 1  per month

L-E1 2 3 7 1  per month

L-E1 2 3 8 1  per month

L-E1 2 4 0 1  per month

L-E1 2 5 0 1  per month

L-E1 2 6 0 1  per month

L-E1 2 7 0 1  per month

L-E1 2 8 0 1  per month

Power Wheelchairs

J-E1 2 2 0 -TF 1  per 5  years

J-E1 2 2 0 -TG 1  per 5  years

J-K0 8 1 3 1  per 5  years

J-K0 8 1 4 1  per 5  years

J-K0 8 1 5 1  per 5  years

J-K0 8 1 6 1  per 5  years

J-K0 8 2 0 1  per 5  years

J-K0 8 2 1 1  per 5  years

J-K0 8 2 2 1  per 5  years

J-K0 8 2 3 1  per 5  years

J-K0 8 2 4 1  per 5  years

J-K0 8 2 5 1  per 5  years

J-K0 8 2 6 1  per 5  years

J-K0 8 2 7 1  per 5  years

J-K0 8 2 8 1  per 5  years

J-K0 8 2 9 1  per 5  years

J-K0 8 3 5 1  per 5  years

J-K0 8 3 6 1  per 5  years

J-K0 8 3 7 1  per 5  years

J-K0 8 3 8 1  per 5  years

J-K0 8 3 9 1  per 5  years

J-K0 8 4 0 1  per 5  years

J-K0 8 4 1 1  per 5  years

J-K0 8 4 2 1  per 5  years

J-K0 8 4 3 1  per 5  years

J-K0 8 4 8 1  per 5  years

J-K0 8 4 9 1  per 5  years

J-K0 8 5 0 1  per 5  years

J-K0 8 5 1 1  per 5  years

J-K0 8 5 2 1  per 5  years

J-K0 8 5 3 1  per 5  years

J-K0 8 5 4 1  per 5  years

Procedure Code Maximum Limit

J-K0 8 5 5 1  per 5  years

J-K0 8 5 6 1  per 5  years

J-K0 8 5 7 1  per 5  years

J-K5 0 5 8 1  per 5  years

J-K0 8 5 9 1  per 5  years

J-K0 8 6 0 1  per 5  years

J-K0 8 6 1 1  per 5  years

J-K0 8 6 2 1  per 5  years

J-K0 8 6 3 1  per 5  years

J-K0 8 6 4 1  per 5  years

J-K0 8 6 8 1  per 5  years

J-K0 8 6 9 1  per 5  years

J-K0 8 7 0 1  per 5  years

J-K0 8 7 1 1  per 5  years

J-K0 8 7 7 1  per 5  years

J-K0 8 7 8 1  per 5  years

J-K0 8 7 9 1  per 5  years

J-K0 8 8 0 1  per 5  years

J-K0 8 8 4 1  per 5  years

J-K0 8 8 5 1  per 5  years

J-K0 8 8 6 1  per 5  years

J-K0 8 9 0 1  per 5  years

J-K0 8 9 1 1  per 5  years

J-K0 8 9 8 1  per 5  years

J-K0 8 9 9 1  per 5  years

L-K0 8 1 3 1  per month

L-K0 8 1 4 1  per month

L-K0 8 1 5 1  per month

L-K0 8 1 6 1  per month

L-K0 8 2 0 1  per month

L-K0 8 2 1 1  per month

L-K0 8 2 2 1  per month

L-K0 8 2 3 1  per month

L-K0 8 2 4 1  per month

L-K0 8 2 5 1  per month

L-K0 8 2 6 1  per month

L-K0 8 2 7 1  per month

L-K0 8 2 8 1  per month

L-K0 8 2 9 1  per month

L-K0 8 3 5 1  per month

L-K0 8 3 6 1  per month

L-K0 8 3 7 1  per month

L-K0 8 3 8 1  per month

L-K0 8 3 9 1  per month

Procedure Code Maximum Limit
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L-K0 8 4 0 1  per month

L-K0 8 4 1 1  per month

L-K0 8 4 2 1  per month

L-K0 8 4 3 1  per month

L-K0 8 4 8 1  per month

L-K0 8 4 9 1  per month

L-K0 8 5 0 1  per month

L-K0 8 5 1 1  per month

L-K0 8 5 2 1  per month

L-K0 8 5 3 1  per month

L-K0 8 5 4 1  per month

L-K0 8 5 5 1  per month

L-K0 8 5 6 1  per month

L-K0 8 5 7 1  per month

L-K0 8 5 9 1  per month

L-K0 8 6 0 1  per month

L-K0 8 6 1 1  per month

L-K0 8 6 2 1  per month

L-K0 8 6 3 1  per month

L-K0 8 6 4 1  per month

L-K0 8 6 8 1  per month

L-K0 8 6 9 1  per month

L-K0 8 7 0 1  per month

L-K0 8 7 1 1  per month

L-K0 8 7 7 1  per month

L-K0 8 7 8 1  per month

L-K0 8 7 9 1  per month

L-K0 8 8 0 1  per month

L-K0 8 8 4 1  per month

L-K0 8 8 5 1  per month

L-K0 8 8 6 1  per month

L-K0 8 9 0 1  per month

L-K0 8 9 1 1  per month

L-K0 8 9 8 1  per month

L-K0 8 9 9 1  per month

L-K5 0 5 8 1  per month

Scooters

J-E1 2 3 0 1  per 5  years

J-K0 8 0 0 1  per 5  years

J-K0 8 0 1 1  per 5  years

J-K0 8 0 2 1  per 5  years

L-E1 2 3 0 1  per month

L-K0 8 0 0 1  per month

L-K0 8 0 1 1  per month

Procedure Code Maximum Limit

L-K0 8 0 2 1  per month

Wheelchair Parts

J-E0 7 0 0 1  per year

9 -E0 7 0 5 1  per 5  years

J-E0 9 4 2 1  per year

J-E0 9 4 4 1  per year

J-E0 9 4 5 1  per year

J-E0 9 5 0 1  per year

J-E0 9 5 1 2  per year

J-E0 9 5 2 2  per year

J-E0 9 5 5 1  per year

J-E0 9 5 7 2  per year

J-E0 9 5 8 1  per year

J-E0 9 6 0 As  needed

J-E0 9 6 1 1  per year

J-E0 9 6 9 1  per year

J-E0 9 7 0 1  pair per year

J-E0 9 7 1 1  pair per year

J-E0 9 7 3 1  per year

J-E0 9 7 4 1  per year

J-E0 9 7 8 1  per year

J-E0 9 8 0 1  per year

J-E0 9 9 0 2  per year

J-E0 9 9 2 1  per year

J-E0 9 9 4 2  per year

J-E0 9 9 5 2  per year

J-E1 0 0 2 1  per 5  years

J-E1 0 0 3 1  per 5  years

J-E1 0 0 4 1  per 5  years

J-E1 0 0 5 1  per 5  years

J-E1 0 0 6 1  per 5  years

J-E1 0 0 7 1  per 5  years

J-E1 0 0 8 1  per 5  years

J-E1 0 0 9 1  per 5  years

J-E1 0 1 1 As  needed

J-E1 0 1 4 1  per 5  years

J-E1 0 1 5 2  per year

J-E1 0 1 6 2  per year

J-E1 0 1 7 2  per year

J-E1 0 1 8 2  per year

J-E1 0 2 8 1  per 5  years

J-E1 0 2 9 1  per 5  years

J-E1 2 9 6 1  per 5  years

J-E1 2 9 7 1  per 5  years

Procedure Code Maximum Limit
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J-E1 2 9 8 1  per 5  years

J-E2 2 0 1 1  per 5  years

J-E2 2 0 2 1  per 5  years

J-E2 2 0 3 1  per 5  years

J-E2 2 0 4 1  per 5  years

J-E2 2 0 5 1  per 3  years

J-E2 2 0 6 1  per 3  years

J-E2 2 0 7 1  per 5  years

J-E2 2 0 8 1  per 5  years

J-E2 2 0 9 1  per 5  years

J-E2 2 1 0 1  per year

J-E2 2 1 1 1  per 6  months

J-E2 2 1 2 1  per 6  months

J-E2 2 1 3 1  per 6  months

J-E2 2 1 4 1  per 6  months

J-E2 2 1 5 1  per 6  months

J-E2 2 1 6 1  per 6  months

J-E2 2 1 7 1  per 6  months

J-E2 2 1 8 1  per 6  months

J-E2 2 1 9 1  per 6  months

J-E2 2 2 0 1  per 6  months

J-E2 2 2 1 1  per 6  months

J-E2 2 2 2 1  per 6  months

J-E2 2 2 3 1  per 6  months

J-E2 2 2 4 1  per 6  months

J-E2 2 2 5 1  per 6  months

J-E2 2 2 6 1  per year

J-E2 2 9 1 1  per 3  years

J-E2 2 9 2 1  per 3  years

J-E2 2 9 3 1  per 3  years

J-E2 2 9 4 1  per 3  years

J-E2 3 1 0 1  per 5  years

J-E2 3 1 1 1  per 5  years

J-E2 3 2 1 1  per 5  years

J-E2 3 2 3 1  per 5  years

J-E2 3 2 4 1  per 5  years

J-E2 3 2 5 1  per 5  years

J-E2 3 2 6 1  per 5  years

J-E2 3 2 7 1  per 5  years

J-E2 3 2 8 1  per 5  years

J-E2 3 2 9 1  per 5  years

J-E2 3 3 0 1  per 5  years

J-E2 3 4 0 1  per 5  years

J-E2 3 4 1 1  per 5  years

Procedure Code Maximum Limit

J-E2 3 4 2 1  per 5  years

J-E2 3 4 3 1  per 5  years

J-E2 3 5 1 1  per 5  years

J-E2 3 6 8 1  per 5  years

J-E2 3 6 9 As  needed

J-E2 3 7 0 As  needed

J-E2 3 7 3 1  per 5  years

J-E2 3 7 4 1  per 5  years

J-E2 3 7 5 1  per 5  years

J-E2 3 7 6 1  per 5  years

J-E2 3 7 7 1  per 5  years

J-E2 3 8 1 2  per year

J-E2 3 8 2 1  pair per 5  years

J-E2 3 8 3 1  pair per 5  years

J-E2 3 8 4 1  pair per 5  years

J-E2 3 8 5 1  pair per 5  years

J-E2 3 8 6 1  pair per 5  years

J-E2 3 8 7 1  pair per 5  years

J-E2 3 8 8 1  pair per 5  years

J-E2 3 8 9 1  pair per 5  years

J-E2 3 9 0 1  pair per 5  years

J-E2 3 9 1 1  pair per 5  years

J-E2 3 9 2 1  pair per 5  years

J-E2 3 9 3 1  pair per 5  years

J-E2 3 9 4 1  pair per 5  years

J-E2 3 9 5 1  pair per 5  years

J-E2 3 9 6 1  pair per 5  years

J-E2 6 1 1 1  per year

J-E2 6 1 2 1  per year

J-E2 6 1 3 1  per year

J-E2 6 1 4 1  per year

J-E2 6 1 5 1  per year

J-E2 6 1 6 1  per year

J-E2 6 1 7 1  per year

J-E2 6 1 8 1  per 5  years

J-E2 6 1 9 1  per year

J-E2 6 2 0 1  per year

J-E2 6 2 1 1  per year

L-E1 0 2 0 1  per 5  years

L-E2 2 0 7 1  per month

L-E2 2 0 8 1  per month

L-E2 2 0 9 1  per month

Procedure Code Maximum Limit
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24.5.27  Respiratory Equipment and 
Supplies

Res piratory equipment is  de fine d as  any device  that 

as s is ts  a c lie nt’ s  ve ntilation. Res pirato ry equipment and 

s upplie s  may be  pro vided in the  home  under Home Health 

Services .

The  fo llowing res pirato ry equipment re quires  prio r 

authorization:

• Inte rmittent po s itive  pres s ure  breathing de vice .

• Electrical pe rcus s o r.

• Intrapulmonary percus s ive  ventilation (IPV).

• High-frequency ches t wall compre s s ion s ys tem 

(HFCWCS).

• Cough-s timulating device .

• Continuo us  po s itive  airway pres s ure  (CPAP) s ys te m.

• Bi-leve l po s itive  airway pres s ure  s ys tem without backup 

(s uch as  BPAP S).

• Bi-leve l po s itive  airway pres s ure  s ys tem with backup 

(s uch as  BiPAP ST).

• All ho me  me chanical ventilatio n equipme nt.

• Home o xygen s ys tems .

• Oral de vice / appliance .

Rental o f equipment inc lude s  all ne ces s ary s upplie s , 

adjus tments , repairs , and replace ment parts .

Res piratory equipment is  antic ipate d to  las t a minimum o f 

5  years . 

For re placement o f equipment due  to  lo s s  by the ft o r fire , 

a copy o f the  po lice  o r fire  re port mus t be  s ubmitte d with 

the  meas ures  to  be  taken to  prevent re occurrence .   

In s ituatio ns  where  the  e quipment has  bee n abus ed o r 

ne glected by the  c lie nt, the  c lie nt’ s  family, o r the  

caregiver, a re fe rral to  the  DSHS THSteps  Cas e  

Management unit will be  made  by the  Home  Health 

Services  unit fo r c lie nts  under the  age  o f 2 1  years . 

Providers  will be  no tified that the  State  will be  monitoring 

this  c lient’ s  s e rvices  to  evaluate  the  s afe ty o f the  

environment fo r bo th the  c lient and equipment. 

Wheelchair/ Pressure/ Positioning Cushions

J-E0 1 9 0 1  per 5  years

J-E2 6 0 1 1  per year

J-E2 6 0 2 1  per year

J-E2 6 0 3 1  per year

J-E2 6 0 4 1  per year

J-E2 6 0 5 1  per year

J-E2 6 0 6 1  per year

J-E2 6 0 7 1  per year

J-E2 6 0 8 1  per year

J-E2 6 0 9  1  per year

J-E2 6 1 1  1  per year

J-E2 6 1 2  1  per year

J-E2 6 1 3  1  per year

J-E2 6 1 4  1  per year

J-E2 6 1 5  1  per year

J-E2 6 1 6 1  per year

J-E2 6 1 7  1  per year

J-E2 6 1 8  1  per 5  years

J-E2 6 1 9  1  per year

J-E2 6 2 0  1  per year

J-E2 6 2 1  1  per year

J-K0 7 3 4 1  per year

J-K0 7 3 5 1  per year

J-K0 7 3 6 1  per year

J-K0 7 3 7 1  per year

Batteries

J-E2 3 6 1 2  per year

J-E2 3 6 3 2  per year

J-E2 3 6 6 1  per 5  years

J-E2 3 7 1 1  pair per 5  years

J-K0 7 3 3 2  per year

Safety Equipment

J-E0 7 0 0 1  per year

J-E0 7 0 5 1  per 5  years

J-E0 9 4 2 1  per year

J-E0 9 4 4 1  per year

J-E0 9 4 5 1  per year

J-E0 9 6 0 As  needed

J-E0 9 7 1 1  pair per year

J-E0 9 7 4 1  per year

J-E0 9 7 8 1  per year

J-E0 9 8 0 1  per year

Lifts

J-E0 6 3 0 1  per 5  years

Procedure Code Maximum Limit

J-E0 6 3 5 1  per 5  years

L-E0 6 3 0 1  per month

L-E0 6 3 5 1  per month

Miscellaneous

9 -A9 9 0 0 As  Needed

9 -E1 3 4 0 As  Needed

J-E1 3 9 9 As  Needed

J-K0 1 0 8 As  Needed

Procedure Code Maximum Limit
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The  durable  medical equipment (DME) provide r/ s upplie r 

mus t have  the  appro priate  licens e  and/ o r certification 

from DSHS regarding s upplying o f me dical de vices  and 

oxyge n. 

Note: Re s piratory e quipme nt and re late d s upplie s  that are  

no t cons ide re d a be ne fit unde r Home  He alth Se rvice s  may 

be  cons ide re d fo r re imburs e me nt through THSte ps -CCP 

for c lie nts  younge r than 2 1  ye ars  o f age , who  are  THSte ps -

CCP e ligible  (e .g., c lie nts  re s iding in re s ide ntial tre atme nt 

ce nte rs ).

24.5.27.1  Nebulizers

A ne bulizer is  a de vice  with a compres s or that de live rs  

re s pirato ry me dications  by inhalation in the  fo rm o f a mis t.

Medications  fo r us e  with the  nebulizer will no t be  

re imburs e d to  a DME company. The s e  medications  may 

be  cons ide red unde r the  Ve ndo r Drug Pro gram.

Ne bulizers  do  not require  prio r authorizatio n fo r the  

diagno s es  lis ted be low. Other diagnos es  re quire  prior 

authorizatio n and may be  co ns idered bas e d on review o f 

do cumentatio n by HHSC o r its  de s ignee .

Ne bulizers  may be  re imburs ed fo r purchas e  o nly, and that 

purchas e  is  limited to  one  every five  years .

Us e  procedure  code  J-E0 5 7 0  fo r purchas e  o f the  

ne bulizer.

The  fo llowing ne bulizer s upplies  may be  billed with the  

diagnos is  codes  lis ted above :

Ultras onic  ne bulizers  do  no t require  prio r authorizatio n fo r 

the  diagnos es  lis ted be low. Us e  procedure  code  J-E0 5 7 5  

when billing fo r the  ultras onic  nebulizer.

The  ultras onic  nebulizer will be  re imburs ed only fo r the  

fo llowing diagnos is  co des :

Us e  procedure  codes  9 -A7 0 0 9  or 9 -A7 0 1 7  when billing 

s upplie s  with an ultras onic  nebulize r.

24.5.27.2  Vaporizers

The  vaporize r is  a machine  that creates  a mis t, which is  

re leas ed into  the  air.

Vapo rizers  may be  re imburs ed for purchas e  o nly, and that 

purchas e  is  limite d to  once  every five  years .

Us e  procedure  code  J-E0 6 0 5  when billing fo r vaporizers .

Vapo rizers  do  not require  prio r autho rization fo r the  

diagnos es  lis ted be low. Vaporizers  will be  re imburs ed fo r 

the  fo llowing diagnos e s  only:

24.5.27.3  Humidification Units

Humidification units  fo r nonmechanically ventilate d 

c lients  will be  purchas ed whe n a purchas e  is  de termined 

to  be  mo re  co s t e ffe ctive  than le as ing the  device  with 

s upplies . Us e  procedure  co de  J-E1 3 9 9  when billing fo r 

humidification units  fo r nonmechanically ventilate d 

c lients . Procedure  code  J-E1 3 9 9  will be  re imburs ed with a 

maximum fee  o f $ 1 ,2 3 0 .0 0  o r MSRP les s  1 8  percent, 

which ever is  the  les s er cos t. Supplies  to  be  us e d with 

c lient owned humidification units  will be  cons idered fo r 

purchas e  and mus t be  billed with the  appropriate  HCPCS 

code  fo r e ach item reques te d. Do cumentatio n o f medical 

ne ces s ity mus t be  inc luded with s ubmis s io n o f the  

reques t.

24.5.27.4  Secretion Clearance Devices

Incentive Spirometer

Ince ntive  s pirometers , inc luding e le ctronic  s pirometers , 

are  no t a be ne fit o f the  Home Health Se rvices .

Intermittent Positive-Pressure Breathing (IPPB) 
Devices

Inte rmitte nt pos itive -pres s ure  bre athing is  the  application 

o f po s itive  pres s ure , fre que ntly with aeros o ls  o r humidity, 

to  a s pontane ous ly breathing c lie nt, as  a s hort-term 

treatment. Each treatment us ually does  not las t more  

than 1 5  or 2 0  minutes .

IPPB de vice s  require  prio r authorizatio n.

The  IPPB machine  may be  re imburs ed for re ntal only, and 

that re ntal is  limited to  once  pe r month for a maximum o f 

fo ur months  per life time .

Rental o f the  IPPB device  inc ludes  all s upplie s , s uch as  

humidificatio n and tubing.

Diagnosis Codes

1 3 6 3 2 7 7 0 0 2 7 7 0 1 2 7 7 0 2 2 7 7 0 3

2 7 7 0 9 4 6 6 0 4 6 6 1 1 4 6 6 1 9 4 8 0 1

4 8 6 4 8 8 4 9 1 0 4 9 1 1 4 9 1 2 0

4 9 1 2 1 4 9 1 8 4 9 1 9 4 9 2 0 4 9 2 8

4 9 3 0 0 4 9 3 0 1 4 9 3 0 2 4 9 3 1 0 4 9 3 1 1

4 9 3 1 2 4 9 3 2 0 4 9 3 2 1 4 9 3 2 2 4 9 3 8 1

4 9 3 8 2 4 9 3 9 0 4 9 3 9 1 4 9 3 9 2 4 9 4 0

4 9 4 1 4 9 5 0 4 9 5 1 4 9 5 2 4 9 5 3

4 9 5 4 4 9 5 5 4 9 5 6 4 9 5 7 4 9 5 8

4 9 5 9 4 9 6 5 0 7 0 5 0 7 1 5 0 7 8

5 5 3 3 7 4 6 9 7 6 9 7 7 0 7 7 8 6 0 9

7 8 6 1

Procedure Codes

9 -A4 6 1 7 9 -A7 0 0 3 9 -A7 0 0 4

9 -A7 0 0 6 9 -A7 0 0 7 9 -A7 0 0 9

9 -A7 0 1 1 9 -A7 0 1 3 9 -A7 0 1 5

9 -A7 0 1 6 9 -A7 0 1 8

Diagnosis Codes

1 3 6 3 2 7 7 0 0 2 7 7 0 1 2 7 7 0 2 2 7 7 0 3

2 7 7 0 9

Diagnosis Codes

4 6 2 4 6 4 4 4 6 5 0 4 6 5 8 4 6 5 9

4 6 6 0 4 6 6 1 1 4 6 6 1 9
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Us e  procedure  code  L-E0 5 0 0  when billing fo r the  IPPB.

Purchas e  o f the  IPPB device  (J-E0 5 0 0 ) is  no t a bene fit.

The  IPPB de vice  may be  autho rized fo r the  fo llowing 

diagno s es :

Othe r diagnos es  may be  co ns idered bas e d o n re vie w o f 

do cumentatio n by HHSC o r its  de s ignee .

Mucous Clearance Valve

The  mucous  c learance  valve  is  a s mall handhe ld device  

that provides  po s itive  expirato ry pres s ure  (PEP) therapy 

fo r c lients  who  have  chronic  obs tructive  pulmo nary 

dis e as e  (COPD), chronic  bronchitis , cys tic  fibros is , 

ate le ctas is , o r o ther co nditio ns  producing re taine d 

s ecre tions .

The  muco us  c learance  valve  requires  prio r authorization.

The  muco us  c learance  valve  is  age -re s tricted to  6  years  o f 

age  and o lder.

The  mucous  c learance  valve  may be  re imburs ed for 

purchas e  only, and that purchas e  is  limited to  one  every 

five  years .

Us e  procedure  code  J-S8 1 8 5  fo r the  purchas e  o f a 

mucous  c learance  valve .

The  mucous  c learance  valve  will be  re imburs ed fo r the  

fo llowing diagnos is  codes  only:

Othe r diagnos es  may be  co ns idered bas ed o n review o f 

do cumentatio n by HHSC o r its  de s ignee .

24.5.27.5  Electrical Percussor

An e lectrical pe rcus s o r is  a device  that produces  vibra-

tio ns  whe n applie d to  the  ches t wall. The  purpos e  o f this  

de vice  is  to  improve  the  e ffe ctivene s s  o f ches t 

phys io therapy.

The  e le ctrical pe rcus s o r de vice  require s  prior 

authorization.

The  e le ctrical percus s or may be  re imburs ed fo r rental o r 

purchas e  depending on the  phys ic ian’ s  predicted length 

o f treatment. Purchas e  is  limited to  one  eve ry five  years  

and rental is  limited to  once  pe r mo nth fo r a maximum o f 

fo ur months  pe r life time .

In additio n to  the  comple te d Ho me  Health Services  (Title  

XIX) Durable  Medical Equipment (DME)/ Medical Supplie s  

Phys ic ian Orde r Form, a des cription o f all previous  

cours es  o f the rapy and why the y did no t adequate ly as s is t 

the  c lient in airway mucus  c learance  is  re quire d to  obtain 

authorizatio n fo r an e le ctrical percus s or.

Us e  procedure  co des  J-E0 4 8 0  and L-E0 4 8 0  when billing 

fo r the  pe rcus s or.

24.5.27.6  Chest Physiotherapy Devices

Either an IPV, cough-s timulating device , or the  HFCWCS 

generator with ves t will be  prio r authorized. Thes e  

s ys tems  are  not prio r authorize d s imultane ous ly.

Note: Che s t phys io the rapy to  promote  bronchial drainage  

that is  pe rforme d by a the rapis t or any o the r he alth-care  

pro fe s s ional, including a private  duty nurs e , will no t be  

authorize d during the  pe riod o f time  that the  HFCWCS, 

cough-s timulating de vice , or intrapulmonary pe rcus s ion 

ve ntilation de vice  is  prior authorize d.

Prio r autho rization for the  rental o r purchas e  o f equipme nt 

in this  s ection requires  a Home  Health Services  (Title  XIX) 

Durable  Medical Equipment (DME)/ Me dical Supplie s  

Phys ic ian Orde r Form and the  Me dicaid Ce rtificate  o f 

Me dical Ne ce ssity for Che st Physiothe rapy De vice s  fo rm 

comple ted by a phys ic ian familiar with the  c lient.

High-Frequency Chest Wall Compression System

A High-Fre quency Ches t Wall Compre s s io n Sys tem 

(HFCWCS) is  compos ed o f an inflatable  ves t and an air-

puls e  generator. The  ge ne rato r produces  high-freque ncy 

pres s ure  puls es , which rapidly inflate  and de flate  the  ve s t, 

creating os c illatio n o f the  che s t wall.

Payment o f the  HFCWCS is  limited to  the  fo llowing 

diagno s is  code s :

Other diagno s es  may be  co ns idered bas e d on re view o f 

do cumentation by HHSC or its  des ignee .

A HFCWCS is  re imburs ed only when it is  de mons trated 

that o ther mechanical devices  o r ches t phys io the rapy by a 

caregiver and/ or s e lf have  bee n ine ffe ctive .

The  HFCWCS requires  prio r autho rization. Re ques ts  may 

be  cons idered fo r prio r authorization for the  initial three -

month rental o f a HFCWCS generator and ves t. All o f the  

fo llowing information mus t be  provided:

• A de s cription o f all pre vious  therapy co urs es  that have  

been tried and why thes e  tre atme nts  did no t adequate ly 

as s is t the  c lient in airway mucus  c learance . This  mus t 

inc lude  the  information that the  c lie nt has  us ed 

Diagnosis Codes

2 7 7 0 0 2 7 7 0 1 2 7 7 0 2 2 7 7 0 3 2 7 7 0 9

3 3 5 1 0 3 3 5 1 1 3 3 5 1 9 3 5 9 1 3 5 9 2 1

3 5 9 2 2 3 5 9 2 3 3 5 9 2 9 4 9 6 5 1 4

5 1 5 5 1 6 2 5 1 6 3 5 1 8 5

Diagnosis Codes

2 7 7 0 0 2 7 7 0 1 2 7 7 0 2 2 7 7 0 3 2 7 7 0 9

4 9 0 4 9 1 0 4 9 1 1 4 9 1 2 0 4 9 1 2 1

4 9 1 8 4 9 1 9 4 9 2 0 4 9 2 8 4 9 3 0 0

4 9 3 0 1 4 9 3 0 2 4 9 3 1 0 4 9 3 1 1 4 9 3 1 2

4 9 3 2 0 4 9 3 2 1 4 9 3 2 2 4 9 3 8 1 4 9 3 8 2

4 9 3 9 0 4 9 3 9 1 4 9 3 9 2 4 9 4 0 4 9 4 1

4 9 5 0 4 9 5 1 4 9 5 2 4 9 5 3 4 9 5 4

4 9 5 5 4 9 5 6 4 9 5 7 4 9 5 8 4 9 5 9

4 9 6

Diagnosis Codes

2 7 7 0 0  2 7 7 0 1  2 7 7 0 2  2 7 7 0 3  2 7 7 0 9  

3 3 5 1 0 3 3 5 1 1 3 3 5 1 9 3 5 9 1 4 9 6
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e le ctrical percus s or the rapy for a minimum o f fo ur 

mo nths  be fo re  the  reque s t and that this  therapy has  

be en ine ffective .

• A phys ic ian’ s  s tatement o f a trial o f the  HFCWCS in a 

c linic , ho s pital, o r the  ho me  s e tting do cumenting the  

e ffe ctivenes s  and to le rance  o f the  s ys tem, inc luding a 

s tatement that the  c lie nt has  not e xacerbate d any 

gas tro inte s tinal manifes tations  nor caus ed as piration 

and exacerbatio n o f pulmonary manife s tations  nor an 

exacerbation o f s e izure  activity s econdary to  the  us e  o f 

the  s ys te m.

• Diagno s is  and background his to ry inc luding complica-

tions , medications  us ed, his to ry o f any IV antibio tic  

therapy with do s age , fre quency and duration, his to ry o f 

re cent hos pitalizations  and/ or his to ry o f s choo l, work, 

o r extracurricular activity abs e nces  due  to  diagnos is - 

re lated complicatio ns .

• Any re cent illnes s es  and/ or complicatio ns .

• Me dical diagno s is  o r o ther limitatio ns  preve nting the  

c lient/ care give r from do ing ches t phys io the rapy.

Prior authorization for an extens ion o f another thre e  

mo nths  rental may be  co ns idered with the  above  

do cumentation.

Reques ts  fo r authorization o f the  purchas e  o f a HFCWCS 

generator may be  cons idere d bas ed o n the  o utcome  o f a 

s ix-mo nth re ntal period and the  fo llowing required 

do cumentation.

Do cumentatio n o f ve s t to le rance  and pos itive  

outco me s / res ults  o f therapy, inc luding:

• Phys ic ian’ s  des cription/ as s es s ment o f the  e ffe c -

tivenes s  s uch as  de creas e d me dication us e , s horter 

ho s pital length o f s tay, de cre as e d hos pitalizatio ns , and 

fe wer s cho o l, wo rk or extracurricular activity abs ences  

due  to  diagno s is  re lated complicatio ns .

• The  frequency and co mpliance  graphs  fo r the  s ix-mo nth 

pe rio d s ho wing us e  o f the  s ys te m at le as t 5 0  pe rce nt 

o f the  maximum time  pres cribed by the  phys ic ian for 

each day.

• Res piratory s tatus , inc luding any rece nt ho s pitalization.

• A s tatement that the  c lie nt has  not exacerbate d any 

gas tro intes tinal manifes tations  nor caus ed as piration 

and exacerbatio n o f pulmonary manife s tations  nor an 

exacerbation o f s e izure  activity s econdary to  the  us e  o f 

the  s ys te m.

Rental co s t o f the  HFCWCS applies  toward the  purchas e  

price .

A HFCWCS generator purchas e  and ves t purchas e  will be  

re imburs e d only o nce  pe r life time , due  to  the  life time  

warranty pro vided by the  manufacturer.

Reques ts  fo r a ves t replacement due  to  growth will be  

cons idered with appropriate  documentation.

In addition to  a co mple ted Ho me Health Se rvices  (Title  

XIX) Durable  Medical Equipment (DME)/ Medical Supplie s  

Phys ic ian Orde r Fo rm do cumenting the  me dical nece s s ity 

and appropriate ne s s  o f the  de vice , pro viders  mus t s ubmit 

a comple te d Me dicaid Certificate  o f Medical Ne ces s ity fo r 

Ches t Phys io therapy Device s  Initial o r Extended form. 

Thes e  s igned and date d forms  mus t be  maintained by the  

provide r and the  pres cribing phys ic ian in the  c lie nt’ s  

medical re cord.

Us e  procedure  code  J/ L-E0 4 8 3  when billing fo r HFCWCS 

fo r e ithe r a re ntal o r purchas e .

Intrapulmonary Percussive Ventilation (IPV)

IPV o ffe rs  a fo rm o f phys io therapy which is  pneumatically 

de livered. The  IPV de livers  mini-burs ts  o f gas  into  the  

lungs  at a high-frequency with aeros o l therapy and pos itive  

pres s ure . Its  purpos e  is  to  mobilize  s ecre tions .

The  IPV requires  prio r autho rization.

The  IPV may be  re imburs ed for monthly re ntal only and 

inc ludes  all acces s o rie s .

Us e  pro cedure  co de  L-E0 4 8 1  when re ques ting authori-

zatio n fo r re ntal o f the  IPV.

The  IPV may be  re imburs ed for the  fo llo wing cys tic  fibros is  

diagno s is  code s : 

Other diagnos es  will be  cons idered bas ed on review o f 

do cumentation by HHSC or its  des ignee .

The  IPV is  re imburs e d only when it is  demons trated that 

an e le ctric / pne umatic  percus s or o r ches t phys io therapy 

by a caregiver and/ o r s e lf have  not been e ffe ctive .

The  IPV may be  approved initially fo r a thre e -month rental 

pe rio d bas ed o n the  fo llo wing require d do cumentation:

• Diagno s is  and background his to ry inc luding rece nt 

illnes s es , complications , medications  us ed, his tory o f 

any IV antibio tic  the rapy with do s age , freque ncy and 

duratio n, his to ry o f re cent hos pitalizations  and/ or 

his to ry o f s cho o l, wo rk, and extracurricular activity 

abs ences  due  to  diagnos is  re lated co mplications .

• Any medical reas ons  why the  c lient/ caregiver cannot do  

che s t phys io therapy.

• A de s criptio n o f all pre vio us  therapy cours es  that have  

be en tried and why thes e  tre atme nts  did no t adequate ly 

as s is t the  c lient in airway mucus  c le arance . This  mus t 

inc lude  information on why o the r tre atme nts  have  no t 

be en trie d, and that the  c lie nt has  us e d e lectrical 

pe rcus s o r the rapy for a minimum o f four months  be fore  

the  reques t and that this  therapy has  be en ine ffective .

Reques ts  fo r prio r authorization o f an extens ion mus t 

inc lude  documentation by a phys ic ian familiar with the  

c lient that indicates  that the  c lie nt is  compliant with the  

us e  o f the  equipme nt and that the  tre atment is  e ffe ctive .

Either an IPV, co ugh s timulating device , o r the  high-

frequency ches t wall compres s ion generator with ves t will 

be  authorized. Thes e  s ys tems  will no t be  authorized 

s imultaneo us ly.

In addition to  a co mple ted Home  Health Services  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplies  Phys ic ian Order Fo rm docume nting the  me dical 

neces s ity and appropriatenes s  o f the  device , providers  

Diagnosis Codes

2 7 7 0 0 2 7 7 0 1 2 7 7 0 2 2 7 7 0 3 2 7 7 0 9

3 3 5 1 0 3 3 5 1 1 3 3 5 1 9 3 5 9 1 4 9 6



CPT only copyright 2 0 0 7  American Medical As s oc iation. All rights  res erved. 24–61

Texas  Medicaid (Title  XIX) Home  Health Services

24

mus t s ubmit a comple ted Medicaid Certificate  o f Medical 

Neces s ity fo r Ches t Phys io therapy Device s  Initial o r 

Extended form. 

Medicaid Certificate  o f Medical Neces s ity fo r Ches t 

Phys io therapy De vices  Initial o r Extended fo rm mus t be  

s igned, dated, and maintaine d by the  provide r and the  

pres cribing phys ic ian in the  c lient’ s  me dical re cord. 

Cough-Stimulating Device (Cofflator)

The  cough-s timulating device  as s is ts  c lients  in s ecre tion 

c learance  by applying po s itive  pres s ure  to  the  airway via 

mas k, mo uthpie ce  o r tracheo s to my adapter. It then cyc les  

to  negative  pres s ure  s timulating a co ugh res pons e .

The  co ugh-s timulating device  requires  prio r authorization.

The  cough-s timulating device  may be  re imburs ed for 

monthly rental o nly and inc ludes  all s upplie s .

Us e  procedure  code  L-E0 4 8 2  when reques ting rental o f a 

cough-s timulating de vice .

The  cough-s timulating device  may be  re imburs ed fo r thos e  

c lients  with chro nic  pulmonary dis eas e  and/ or neuro mus -

cular dis o rders  that affe ct the  re s piratory mus culature .

The  co ugh-s timulating device  may be  approved initially fo r 

a thre e -month rental pe riod bas ed on the  fo llowing 

re quire d docume ntation:

• Diagno s is  and background his to ry including recent 

illnes s es , complications , medications  us ed, his to ry o f 

any IV antibio tic  therapy with dos age , frequency and 

duration, his to ry o f re cent hos pitalizations , res ults  o f 

pulmonary function s tudies  if applicable , and/ or his tory 

o f s cho o l/ work/ e xtracurricular activity abs ences  due  to  

diagno s is  re lated complications .

• Medical reas ons  why the  c lient/ caregiver cannot do  

che s t phys io therapy.

• A des cription o f all previous  therapy cours es  that have  

be en tried and why thes e  tre atme nts  did not adequate ly 

as s is t the  c lient in airway mucus  c learance . This  mus t 

inc lude  informatio n on why o the r treatments  have  not 

been trie d, and that the  c lient has  us e d e lectrical 

pe rcus s o r therapy for a minimum o f four mo nths  be fore  

the  re ques t and that this  therapy has  be en ine ffective .

Reque s ts  fo r prio r authorization o f an extens ion mus t 

inc lude  documentation by the  phys ic ian familiar with the  

c lient that the  c lient is  compliant with the  us e  o f the  

equipme nt and that the  treatment is  e ffe ctive .

24.5.27.7  Positive Airway Pressure System Devices

In addition to  the  Home  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Order Form, a Medicaid Certificate  o f Medical Neces s ity 

fo r CPAP/ BiPAP or Oxygen Therapy Form mus t be  

comple ted by the  phys ic ian familiar with the  c lient and 

s ubmitted by the  provide r fo r all pos itive  pres s ure  s ys tem 

de vice s .

24.5.27.8  Continuous Positive Airway Pressure 

(CPAP) System

A CPAP s ys tem is  us ed to  provide  noninvas ive  pos itive  air 

pres s ure  through the  nos e  with a mas k or nas al pillows  to  

prevent the  co llaps e  o f the  o ro pharyngeal walls  during 

s le ep. It is  us e d primarily fo r the  treatment o f obs tructive  

s le ep apne a. Othe r conditions  may be  cons idered bas ed 

on medical nece s s ity.

The  CPAP s ys tem re quires  prio r authorization.

The  CPAP s ys te m may be  re imburs ed fo r rental o r 

purchas e  depending on the  phys ic ian’ s  predicted length 

o f treatment. Purchas e  is  limited to  a maximum o f once  

every five  ye ars  with medical nece s s ity. Re imburs e me nt 

fo r rental is  limited to  once  per month and inc ludes  all 

s upplie s  and acces s ories .

Us e  procedure  co de  J/ L-E0 6 0 1  when reques ting authori-

zatio n fo r the  rental o r purchas e  o f the  CPAP s ys tem.

Clients  who  have  a current prior authorizatio n fo r a 

CPAP/ BiPAP S may co ntinue  to  re nt thes e  ite ms  until the  

authorizatio n period expires . After the  current authori-

zation pe riod expire s , then the  crite ria in the  fo llowing 

paragraph applie s  to  any further authorizatio ns  o f 

CPAP/ BiPAP. Pro viders  mus t s upply a ne w CPAP/ BiPAP to  

c lients  at the  beginning o f the  new authorization pe riod.

The  CPAP may be  approved initially fo r a three -month 

rental pe rio d bas ed on docume ntation s upporting the  

medical neces s ity and appropriatene s s  o f the  de vice .

CPAP may be  appro ved initially fo r three  months  if the  

duratio n o f the  s ymptoms  is  at leas t s ix months  and one  

o f the  fo llowing:

• The  Slee p Study Res piratory Dis turbance  Index (RDI) o r 

Apne a/ Hypopnea Index (AHI) is  greate r than 1 5  per 

ho ur.

• The  Sleep Study RDI o r AHI is  greate r than 1 0  per hour 

with the  lowes t o xygen s aturation during the  s tudy is  

les s  than 8 0  pe rcent.

24.5.27.9  Pediatric CPAP Changes

One  o f the  fo llowing oxygen s aturation leve ls  may be  us ed 

fo r c lients  unde r 2 1  ye ars  o f age : 

• An oxyge n s aturatio n o f 8 9  to  9 2  percent, taken at res t, 

breathing ro om air.

• An oxygen s aturation le s s  than 9 2  percent with 

documentatio n o f medical nece s s ity provided by a 

phys ic ian familiar with the  c lient.

24.5.27.10  CPAP Prior Authorization Renewal

Prio r authorization for purchas e  afte r the  initial three -

month rental pe riod may be  grante d if the  c lient is  

continuing to  us e  the  equipment at a minimum o f four 

ho urs  per night and s ymptoms  are  improved as  

documented by a phys ic ian familiar with the  c lient. This  

do cumentatio n o f compliance  and e ffe ctivenes s  mus t be  

provided with a new comple ted Ho me Health Services  

(Title  XIX) Durable  Medical Equipment (DME)/ Medical 



24–62 CPT only copyright 2 0 0 7  American Medical As s oc iation. All rights  res erved.

Section 2 4   

Supplies  Phys ic ian Order Form and a Medicaid Certificate  

o f Medical Nece s s ity fo r CPAP/ BiPAP or Oxygen Therapy 

fo rm.

Rental o f CPAP/ BiPAP S inc ludes  all s upplies . 

CPAP/ BiPAP S may be  rente d up to  a maximum o f 

1 3  months . The  e quipment is  co ns idered purchas ed afte r 

1 3  months  rental.

24.5.27.11  Bi-level Positive Airway Pressure System 

(BiPAP S) Without Backup

A BiPAP S is  us ed to  provide  noninvas ive  ins piratory 

po s itive  airway pres s ure  and e xpirato ry pos itive  airway 

pres s ure  thro ugh the  nos e  with a mas k to  prevent the  

co llaps e  o f the  o ropharyngeal walls  during s lee p. This  

equipme nt is  us e d primarily fo r o bs tructive  s le ep apne a.

The  BiPAP S require s  prio r authorizatio n.

The  BiPAP S may be  re imburs ed for rental o r purchas e  

de pending o n the  phys ic ian’ s  predicte d length o f 

treatme nt. Purchas e  is  limited to  a maximum o f once  

every five  ye ars  with medical nece s s ity. Re imburs eme nt 

fo r re ntal is  limited to  o nce  pe r month and inc ludes  all 

s upplie s .

The  BiPAP S will no t be  authorized once  a CPAP is  

purchas e d.

Us e  procedure  code  L/ J-E0 4 7 0  when reques ting authori-

zation fo r the  rental o r purchas e  o f the  BiPAP S.

Clients  who  have  a curre nt prio r authorizatio n fo r a 

CPAP/ BiPAP S may continue  to  rent thes e  items  until the  

authorization period expire s . Afte r the  current authori-

zation period expire s , then the  crite ria in the  fo llowing 

paragraph applie s  to  any furthe r authorizations  o f 

CPAP/ BiPAP. Providers  mus t s upply a ne w CPAP/ BiPAP to  

c lients  at the  time  o f purchas e , if the  item is  purchas ed 

afte r a re ntal period.

The  BiPAP S may be  appro ve d initially fo r a thre e -month 

re ntal pe rio d bas ed on documentation s uppo rting the  

me dical ne ces s ity and appropriate ne s s  o f the  de vice .

The  BiPAP S may be  approved initially fo r three  months  if 

the  fo llowing co nditions  are  me t:

• The  c lient has  demons trated the  inability to  to le rate  the  

CPAP s ys tem, and

• Duratio n o f s ympto ms  o f at leas t s ix mo nths , and

• The  Slee p Study RDI o r AHI is  greate r than 1 5  pe r hour, 

or

• The  Sle ep Study RDI o r AHI gre ater than 1 0  pe r ho ur 

with the  lowe s t o xygen s aturatio n during s tudy is  le s s  

than 8 0  percent o r o xygen s aturatio n equal to  o r les s  

than 9 2  percent fo r c lients  under 2 1  ye ars  o f age .

Prio r authorization fo r purchas e  afte r the  initial three -

mo nth re ntal pe rio d may be  granted if the  c lient is  

continuing to  us e  the  equipment at a minimum o f four 

ho urs  per night and s ympto ms  are  improved as  

documented by a phys ic ian familiar with the  c lient. This  

do cumentatio n o f compliance  and e ffe ctivenes s  mus t be  

provide d with a new comple te d Ho me  Health Services  

(Title  XIX) Durable  Me dical Equipment (DME)/ Medical 

Supplies  Phys ic ian Order Form and a Medicaid Certificate  

o f Medical Nece s s ity fo r CPAP/ BiPAP or Oxyge n Therapy 

fo rm.

Rental o f CPAP/ BiPAP S inc ludes  all s upplies . 

CPAP/ BiPAP S may be  rented up to  a maximum o f 

1 3  months . The  e quipment is  co ns idered purchas ed after 

1 3  months  re ntal.

24.5.27.12  Bi-level Positive Airway Pressure System 

With Backup (BiPAP ST)

A BiPAP ST is  us ed to  provide  timed no ninvas ive  

ins piratory pos itive  airway pres s ure  and e xpirato ry 

po s itive  airway pres s ure  thro ugh the  nos e  with a mas k 

when BiPAP S has  bee n proven ine ffective  o r thro ugh a 

tracheo s tomy.

The  BiPAP ST requires  prior authorization.

The  rental o f a BiPAP ST may be  re imburs ed only once  per 

month.

Purchas e  o f the  BiPAP ST is  not a bene fit.

The  BiPAP ST may be  appro ve d initially fo r a three -mo nth 

rental pe rio d bas ed on docume ntation s upporting the  

medical neces s ity and appropriatene s s  o f the  de vice .

Us e  e ither procedure  code  L-E0 4 7 1  or L-E0 4 7 2  when 

reques ting authorizatio n fo r the  re ntal o f the  BiPAP ST.

BiPAP ST may be  appro ve d initially fo r thre e  months  if the  

fo llowing co nditio ns  are  me t:

• A diagno s is  o f central s le ep apne a, o r a neuro mus cular 

dis eas e  producing re s pirato ry ins uffic iency,  and

• Slee p s tudy reco rds  ce ntral apnea greate r than 5  RDI 

or AHI pe r ho ur, or

• Oxygen s aturatio n e qual to  o r le s s  than 9 2  percent in 

c lients  unde r 2 1  ye ars  o f age .

• The  c lie nt has  an arterial PO2  at o r be low 5 6  mm Hg, 

o r an arte rial oxyge n s aturation at o r be low 8 9  percent 

by trans cutane ous  o xime try as s oc iated with a 

diagno s is  o f neuromus cular re s piratory ins uffic iency o r 

failure  (not COPD).

Continue d autho rization for rental after the  initial three -

month rental pe rio d may be  grante d if the  c lie nt is  

continuing to  us e  the  equipment at a minimum four hours  

pe r night and has  a trans cutane ous  s aturation greater 

than 8 8  percent while  us ing the  e quipme nt as  

documented by a phys ic ian familiar with the  c lient o r 

9 2  percent o r le s s  fo r c lients  under 2 1  ye ars  o f age . This  

do cumentatio n o f compliance  and e ffe ctivenes s  mus t be  

provide d with the  abo ve  docume ntation plus  a new 

comple te d Ho me  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Orde r Form and a Me dicaid Ce rtificate  o f Me dical 

Ne ces s ity fo r CPAP/ BiPAP or Oxygen Therapy form.

Home M echanical Ventilation Equipment

Ventilators  are  us e d fo r c lie nts  who  do  not have  adequate  

res pirato ry functio n. Co ntinuo us  us e  ventilators  are  us ed 

fo r 1 2  or more  ho urs  pe r day. Inte rmitte nt us e  ventilato rs  

are  us ed fo r le s s  than 1 2  ho urs  per day.
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Mechanical ve ntilation is  e ithe r provide d by po s itive  

pres s ure  ventilation (vo lume  ventilator) o r ne gative  

pres s ure  ve ntilation (iron lung).

All ventilators  require  prio r authorization.

The  comple ted, s igned, and dated Ho me He alth Service s  

(Title  XIX) Durable  Medical Equipment (DME)/ Me dical 

Supplies  Phys ic ian Order Form mus t s pec ify all ventilator 

s e ttings  and mus t be  maintained by the  DME provider and 

the  pres cribing phys ic ian in the  c lient’ s  medical re cord.

24.5.27.13  Volume Ventilators

A vo lume ve ntilator may operate , us ing room air and/ or 

oxyge n, in various  phas es , modes  and variable s , which 

are  time  contro lle d, pres s ure  contro lle d, vo lume  

contro lled or a co mbination o f the s e . A vo lume  ve ntilator 

may be  operated in any o f the  fo llowing:

Ventilation Modes

• Contro l.

• As s is t co ntro l.

• Synchronized inte rmitte nt mandatory ventilation 

(SIMV).

• CPAP.

Breath Types

• Spo ntaneous  (c lient triggere d and cyc led).

• Ve ntilator as s is ted (c lie nt o r machine  triggere d and/ or 

cyc led) (e .g., pres s ure  s upport o r pres s ure -as s is ted).

• Mandatory (machine  triggere d and/ or machine  cyc led).

The  vo lume  ventilator is  prio r authorized fo r rental only fo r 

thos e  c lients  who  have  a tracheos tomy.

The  monthly ve ntilator rental includes  all ventilato r 

s upplie s , s uch as  (but no t limited to ):

• Internal filte rs .

• External filte rs .

• Ventilator c ircuits  with an exhalation valve .

• High and low pres s ure  alarms .

• All humidification s ys tems  inc luding s upplie s  and 

s o lutions  (i.e ., s te rile / dis tilled water).

• Compres s ors  and s upplies .

• Trache os tomy filte rs / heat mo is ture  exchangers .

Us e  procedure  codes  L-E0 4 5 0 , L-E0 4 6 3 , and L-E0 4 6 4  

when reques ting prio r autho rization for the  vo lume  

ve ntilator.

24.5.27.14  Negative Pressure Ventilators

A ne gative  pres s ure  ventilato r de creas e s  atmos pheric  

pres s ure  to  a pre determine d negative  pres s ure  imme di-

ate ly outs ide  the  ches t o r body to  allow pas s ive  lung 

expans io n from normal air pres s ure .

Ne gative  pres s ure  ve ntilators  may be  prio r authorize d fo r 

rental only fo r individuals  who  have  the  ability to  s peak, 

eat, drink and do  not have  a tracheos tomy.

The  ventilato r re ntal inc ludes  all component parts  (pillo w, 

mattres s , gas kets , e tc .).

Us e  procedure  code  L-E0 4 6 0  when reques ting prio r autho -

rization for a negative  pres s ure  ve ntilator.

One  o f the  fo llowing devices  may be  autho rized with a 

po rtable  ne gative  pre s s ure  ventilato r us ing pro cedure  

codes  J/ L-E0 4 5 7  and J/ L-E0 4 5 9 . Thes e  devices  may be  

re imburs ed fo r an initial thre e -month rental pe riod.

The  lis ted application de vice s  may be  purchas ed fo llowing 

the  initial thre e -month rental pe riod depending on the  

phys ic ian’ s  predicte d length o f tre atment and the  c lie nt’ s  

compliance .

The  purchas e  o f a ches t s he ll (cuiras s ) and che s t wrap is  

limite d to  a maximum o f o ne  every five  ye ars . 

Re imburs ement fo r rental is  limited to  once  per month for 

a to tal o f fo ur months .

24.5.27.15  Ventilator Service Agreement

A ve ntilator s e rvice  agreeme nt may be  prio r authorize d fo r 

a c lient who  owns  the ir own ve ntilator, when documen-

tation s uppo rts  medical neces s ity/ appropriate ne s s  fo r 

continue d ve ntilator us age .

A ventilator s ervice  agre ement re quires  prio r authori-

zatio n, which mus t inc lude  s ubmis s ion o f a comple ted 

Title  XIX fo rm and the  ventilato r s ervice  agreement. The  

comple te d Ho me  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Orde r Form mus t inc lude  all ventilator s e ttings .

The  comple te d, s igned, and dated Home He alth Se rvices  

(Title  XIX) Durable  Medical Equipment (DME)/ Medical 

Supplie s  Phys ic ian Order Form and the  Ventilato r Service  

Agre ement fo rm mus t be  maintained by the  provide r and 

the  pres cribing phys ic ian in the  c lient’ s  medical re cord.

A ventilator s ervice  agre ement may be  re imburs ed only 

once  per mo nth.

Us e  procedure  co de  9 -A9 9 0 0  when reques ting the  venti-

lato r s e rvice  agre ement.

The  c lient-owne d ventilato r mus t be  functional at the  time  

o f the  reque s t fo r prior autho rization and documentatio n 

mus t inc lude  the  make , mode l number, s erial number, 

and the  date  o f ventilato r purchas e  and all ventilator 

s e ttings .

The  ventilato r s e rvice  agree me nt contract may be  

cons idered fo r re ne wal every s ix months .

The  pro vider mus t agree  to  inc lude  all o f the  fo llowing 

components  in the  ventilato r s ervice  agreement:

• Ens ure  that all ro utine  s e rvice  procedures  as  outlined 

by the  ventilato r manufacturer are  fo llowed.

• Provide  all internal filte rs , exte rnal filte rs , tracheos tomy 

filte rs , and all ventilator c ircuits  (with the  exhalation 

valve ) as  a part o f the  ventilator s ervice  agreement.

• Provide  a re s pirato ry therapis t and back-up ve ntilator on 

a 2 4 -hour call bas is .
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• Provide  monthly ho me  vis its  by a ce rtifie d re s pirato ry 

therapis t to  ve rify prope r functioning o f the  ve ntilator 

s ys te m and the  c lie nt’ s  s tatus . The  provide r mus t 

maintain docume ntation on monthly vis its .

• Provide  a s ubs titute  ve ntilator while  the  manufacture r’ s  

re commended pre ve ntive  mainte nance  is  be ing 

pe rforme d on the  c lient-o wne d ve ntilator.

Reques ts  fo r a continue d s ix-month authorization o f a 

ve ntilator s ervice  agre ement mus t inc lude  the  above  

do cumentation and the  fo llowing:

• The  reco mmende d preventive  maintenance  s chedule  

fo r the  ve ntilator make  and mode l.

• Do cumentatio n o f the  mo nthly ventilato r/ c lie nt 

as s es s me nts .

• Do cumentation o f all s ervice  perfo rmed during the  

previous  s ervice  agre ement.

24.5.27.16  Oxygen Therapy

Oxygen therapy is  de fine d as  s upplemental oxygen admin-

is tration fo r the  purpos e  o f re lieving hypo xe mia and 

preventing damage  to  the  tis s ue  ce lls  as  a res ult o f 

oxyge n deprivatio n.

All oxyge n therapy and re late d equipment re quire s  prio r 

authorizatio n.

Oxygen therapy home  de live ry s ys tems  may be  

re imburs e d fo r re ntal o nly o nce  pe r mo nth.

Multiple  oxygen de livery s ys tems  (e .g., liquid o r gas ) will 

no t be  authorize d concurrently.

Mo is ture  exchangers  fo r us e  with non-mechanically ve nti-

lated c lie nts  may be  co ns idered fo r re imburs ement whe n 

billed with procedure  code  9 -A9 9 0 0 .

Rental o f oxygen equipment inc ludes  all s upplie s  and 

re fills .

Supplies  and re fills  may be  prio r authorized fo r thos e  

c lients  that o wn the ir own o xygen s ys tems .

One  o f the  fo llowing c linical indications  s hould be  pre s ent 

when reques ting approval fo r in-ho me  o xygen the rapy:

• Bronchopulmonary dys plas ia and o ther res pirato ry 

diagno s es  due  to  prematurity.

• Res piratory failure  o r ins uffic iency.

• Mus culo s ke le tal weakne s s , s uch as  that caus e d by 

Duchenne ’ s  o r s pinal mus cle  atrophy.

• Clus te r headache s .

• Hypoxemia-re late d s ympto ms  and findings  that might 

be  expe cted to  improve  with oxygen therapy (e xamples  

o f thes e  s ympto ms  and findings  are  pulmonary hyper-

te ns io n, recurring conges tive  heart failure  due  to  

chronic  co rpumonale , e rythrocytos is , impairment o f the  

cognitive  pro ces s , no cturnal res tle s s nes s , and morning 

he adache ).

• Severe  lung dis eas e , s uch as  COPD, diffus e  inters titial 

lung dis e as e , whethe r known or unknown e tio logy s uch 

as  cys tic  fibro s is , bronchie ctas is  o r wides pread 

pulmonary neoplas m.

Note: In addition to  the  comple te d Home  He alth Se rvice s  

(Title  XIX) Durable  Me dical Equipme nt (DME)/Me dical 

Supplie s  Phys ic ian Orde r Form, a Me dicaid Ce rtificate  o f 

Me dical Ne ce s s ity for CPAP/BiPAP or Oxyge n The rapy 

form mus t be  comple te d by the  phys ician familiar with the  

c lie nt and s ubmitte d by the  provide r.

24.5.27.17  Initial Oxygen Therapy Medical 

Necessity Certification

Authorizatio n o f home  oxygen the rapy for the  initial period 

o f three  months  will be  granted if the  Home  Health 

Services  (Title  XIX) Durable  Me dical Equipment 

(DME)/ Medical Supplie s  Phys ic ian Order Fo rm and the  

Medicaid Certificate  o f Medical Neces s ity fo r CPAP or 

BiPAP or Oxygen Therapy fo rm is  comple ted and all o f the  

fo llowing co nditio ns  are  me t:

• Sympto ms  have  a duration o f at leas t three  months  (o r 

le s s  with s pec ial c ircums tances ).

• For c lie nts  under 2 1  years  o f age  one  o f the  fo llowing 

parameters  mus t be  us ed:

• An o xygen s aturation o f 8 9  to  9 2  percent, take n at 

res t, breathing ro om air.

• An oxygen s aturation le s s  than 9 2  pe rcent with 

do cumentatio n o f medical neces s ity provided by a 

phys ic ian familiar with the  c lient.

• An arte rial PO2  at o r be low 5 6  mm Hg, o r an arte rial 

oxygen s aturatio n at o r be lo w 8 9  pe rcent, taken at res t, 

breathing ro om air, o r during s le ep and as s o c iate d with 

s igns  or s ympto ms  re as o nably attribute d to  hypo xe mia.

• Hypo xe mia as s o c iated with obs tructive  s lee p apnea 

mus t be  unres pons ive  to  CPAP or BiPAP therapy be fo re  

oxygen therapy can be  approve d. In thes e  cas es , 

coverage  is  provided only fo r us e  o f oxygen during 

s leep, and then only one  type  o f de livery s ys tem will be  

cons ide re d a bene fit under the  Home He alth Service s  

Pro gram.

• Portable  oxyge n s ys te ms  are  cons idered a be ne fit o f 

the  Ho me  Health Se rvices  Program when the  me dical 

do cumentation indicate s  that the  c lient re quires  the  

us e  o f oxyge n in the  home  and would be ne fit from the  

us e  o f a po rtable  o xygen s ys tem whe n trave ling o uts ide  

the  ho me  e nviro nment. Po rtable  o xygen s ys tems  are  

no t cons ide re d a bene fit o f the  Ho me Health Se rvices  

Program when trave ling outs ide  the  home  environme nt 

fo r c lients  who  qualify fo r oxygen us age  bas ed s o le ly on 

oxygen s aturatio n le ve ls  during s le ep.

• A c lie nt who  demo ns trates  an arte rial PO2  at o r above  

5 6  mm Hg, o r an arterial oxygen s aturation at o r above  

8 9  percent, during the  day while  at re s t and who  s ubs e -

quently e xperiences  a de cre as e d arterial PO2  o f 5 5  mm 

Hg or be lo w, o r de cre as e d arterial o xygen s aturatio n o f 

8 8  percent o r be low during exerc is e . In this  cas e  

s upple mental oxyge n can be  pro vided if there  is  
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evide nce  that the  us e  o f oxygen improves  the  

hypo xe mia that was  demons trated during exerc is e  

when the  c lient was  breathing room air.

In-home  oxyge n the rapy can be  approved fo r c lus te r 

he adache s  with the  docume ntation o f the  fo llowing 

c linical indications :

• Ne uro logical evaluation with diagnos is , and

• Do cumented failed me dication therapy.

Note: Lab value s  are  no t indicate d with this  diagnos is .

24.5.27.18  Oxygen Therapy Recertification

Authorization o f oxygen therapy after an initial thre e -month 

re ntal period may be  granted with the  s ubmis s io n o f a new 

comple te d Home  Health Services  (Title  XIX) Durable  

Medical Equipment (DME)/ Medical Supplies  Phys ic ian 

Order Form and a new Medicaid Certificate  o f Medical 

Neces s ity fo r CPAP/ BiPAP or Oxyge n The rapy form and the  

fo llowing:

• Do cumentation o f continued need.

• Documentatio n o f c lient compliance  by the  phys ic ian 

familiar with the  c lient.

Note: The  initial Me dicaid Ce rtificate  o f Me dical Ne ce s s ity 

fo r CPAP/BiPAP or Oxyge n The rapy Form cannot be  us e d 

fo r re ce rtification purpos e s .

24.5.27.19  Oxygen Therapy Home Delivery System 

Types

The  oxygen concentrator s ys tems  are  the  pre ferre d 

(s tandard) de livery s ys tem o f in-home  oxygen therapy. 

This  type  o f s ys te m conce ntrate s  o xygen molecules  from 

the  ambient air, ge ne rating co ncentrations  o f up to  9 0  to  

9 8  percent.

Us e  procedure  code  L-E1 3 9 0  fo r the  rental o f an oxygen 

concentrator s ys tem.

The  re imburs ement payment fo r the  rental o f the  

procedure  code  L-E1 3 9 0  inc ludes , but is  no t limited to , 

cannula or mas k, tubing, and humidification. Thes e  items  

will no t be  re imburs ed s eparate ly.

If o the r type s  o f oxygen therapy ho me  de livery s ys tems  are  

re quired, do cumentatio n o f medical nece s s ity exception 

mus t be  provided.

Othe r type s  o f de livery s ys tems  inc lude :

• Compres s ed gas  cylinder s ys tems  (no npo rtable  tanks ) 

(L-E0 4 2 4 ).

• Liquid oxygen res ervo ir s ys tems  (L-E0 4 3 9 ).

Note: The  re imburs e me nt fo r compre s s e d gas  cylinde r 

and liquid oxyge n re s e rvo ir s ys te ms  include s  all o f the  

s upplie s  that are  no te d in the  proce dure  code  de s cription.

• Po rtable  oxyge n s ys te ms — Po rtable  oxyge n therapy 

may be  authorize d if the  me dical neces s ity conditions  

are  met, and the  medical docume ntation indicate s  that 

the  c lient requires  the  us e  o f oxyge n in the  home  and 

would bene fit from the  us e  o f a portable  oxygen s ys tem 

when trave ling outs ide  the  home  environment.

• Portable  oxygen s ys tems  are  not cons idered a 

be ne fit o f the  Home He alth Services  Program fo r 

c lients  who  qualify fo r oxygen s o le ly bas ed on blood 

gas  s tudies  obtained during s leep.

• Us e  procedure  co des  L-E0 4 3 1 , L-E0 4 3 4 , and 

L-K0 7 3 8  when billing fo r the  portable  oxygen 

s ys tems . When procedure  code  L-K0 7 3 8  is  billed fo r 

the  s ame  dates  o f s e rvice  as  proce dure  code  L-

E0 4 3 1 , procedure  code  L-E0 4 3 1  will be  denied.

• Rental o f the  portable  o xygen s ys tem inc ludes  all 

s upplies  and re fills . Re fills  fo r a c lient-o wned s ys tem 

mus t be  obtained fro m a DSHS-licens ed vendor.

24.5.27.20  Tracheostomy Tubes

A tracheos tomy tube  fits  into  a tracheal s toma and is  us e d 

fo r thos e  c lie nts  who  have  undergone  s urgical tracheo -

s tomy. The  procedure  codes  and mo difie rs  noted in the  

fo llowing tables  may be  us ed whe n reque s ting prior autho -

rization fo r a tracheos tomy tube . Prio r authorization 

reques ts  mus t pro vide  s uffic ie nt information to  s upport 

the  determination o f me dical nece s s ity fo r the  reques te d 

item.

A tracheos to my tube  may be  re imburs ed for purchas e  only 

and is  limited to  one  per month. Authorization for a 

tracheos tomy tube  will be  cons idered with procedure  code  

9 -A7 5 2 0 , 9 -A7 5 2 1 , o r 9 -A7 5 2 2 . Add modifie r TF when 

billing a tracheos tomy with s pec ialized functions . Add 

modifie r TG when billing a cus tom made  tracheos tomy. 

The  manufacturer’ s  re tail pric ing info rmation and a 

phys ic ian s tatement addres s ing the  reas on the  c lient 

cannot us e  a s tandard trache os tomy tube  are  required 

when reques ting prio r authorizatio n.

Us e  procedure  co de  9 -A4 6 2 3  when reques ting prio r 

authorization fo r the  tracheos to my tube  inne r cannula.

An inner cannula is  limited to  one  per month and will no t 

be  prio r autho rized whe n a cus tom manufactured tracheo -

s tomy tube  (9 -A7 5 2 0 -TG or 9 -A7 5 2 1 -TG) is  reques ted.

24.5.27.21  Pulse Oximetry

Puls e  o ximeters  are  no t a bene fit o f Home  Health 

Services .

Authorizatio n fo r re imburs ement o f s ens or probes  

(reus able  o r dis po s able ) may be  co ns idered only fo r thos e  

with a c lient owned puls e  oximeter (e .g., purchas ed 

through ano ther s ource ).

Us e  procedure  co de  9 -A4 6 0 6  fo r re imburs ement o f 

s e ns o r probes  (reus able  o r dis po s able ).

24.5.27.22  Procedure Codes and Limitations for 

Respiratory Equipment and Supplies

Procedure Code Limitations

Nebulizers

9 -A4 6 1 7 2  per mo nth

9 -A7 0 0 3 2  per mo nth

9 -A7 0 0 4 2  per mo nth
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9 -A7 0 0 6 2  per month

9 -A7 0 0 7 2  per month

9 -A7 0 1 1 Every 6  months

9 -A7 0 1 3 1  per month

9 -A7 0 1 5 2  per month

9 -A7 0 1 6 2  per month

9 -A7 0 1 8 4  per month

9 -S8 1 0 1 2  per month

J-E0 5 7 0 Every 5  years

Ultrasonic Nebulizers

9 -A7 0 0 9 Every 2  years

9 -A7 0 1 4 1  per year

J-E0 5 7 5 Every 5  years

Vaporizers

J-E0 6 0 5 Every 5  years

Intermittent Positive-Pressure Breathing (IPPB) 

Device

L-E0 5 0 0 4  mo nths  pe r life

Mucous Clearance Valve (i.e., Flutter)

J-S8 1 8 5 Every 5  years

Chest Physiotherapy Devices

9 -A7 0 2 5 Every 5  years

9 -A7 0 2 6 2  per year

J-E0 4 8 0 Every 5  years

J-E0 4 8 3 1  per life time

L-E0 4 8 0 1  per month

L-E0 4 8 1 1  per month

L-E0 4 8 2 1  per month

L-E0 4 8 3 1  per month

CPAP/ BiPAP

9 -A7 0 3 4 Every 3  months

9 -A7 0 3 5 Every 6  months

9 -A7 0 3 7 1  per month

9 -A7 0 3 8 Every 6  months

J-E0 4 7 0 1  per 5  years

J-E0 4 7 1 1  per 5  years

J-E0 5 6 1 1  per 5  years

J-E0 5 6 2 1  per 5  years

J-E0 6 0 1 Every 5  years

J-K0 5 5 3 1  per 3  months

J-K0 5 5 4 2  per month

J-K0 5 5 5 2  per month

L-E0 4 7 0 1  per month

L-E0 4 7 1 1  per month

L-E0 5 6 1 1  per month

Procedure Code Limitations

L-E0 5 6 2 1  per month

L-E0 6 0 1 1  per month

Home Mechanical Ventilator Equipment

9 -A4 4 8 1 3 1  per month

9 -A4 4 8 3 3 1  per month

9 -A4 6 1 1 Every 5  years

9 -A4 6 1 2 Every 5  years

9 -A4 6 1 3 Every 5  years

9 -A4 6 1 4 2  per year

9 -A4 6 2 3 1  per mo nth

9 -A4 6 2 9 3 1  per month

9 -A7 5 2 0 1  per mo nth

9 -A7 5 2 0 -TF 1  per month

9 -A7 5 2 0 -TG 1  per month

9 -A7 5 2 1 1  per mo nth

9 -A7 5 2 1 -TF 1  per month

9 -A7 5 2 1 -TG 1  per month

9 -A7 5 2 2 1  per mo nth

9 -A7 5 2 2 -TF 1  per month

9 -A7 5 2 2 -TG 1  per month

9 -A7 5 2 5 4  per mo nth

9 -A7 5 2 6 8  per mo nth

9 -L8 5 0 1 2  per year

J-E0 4 5 7 Every 5  years

J-E0 4 5 9 1  per life time

J-S8 1 8 9 Limited per po licy

L-E0 4 5 0 1  per month

L-E0 4 5 7 1  per month

L-E0 4 5 9 1  per month

L-E0 4 6 0 1  per month

L-E0 4 6 3 1  per month

L-E0 4 6 4 1  per month

L-E0 5 8 0 1  per month

Ventilator Maintenance Agreement

9 -A9 9 0 0 1  per mo nth

Oxygen Therapy

9 -A4 6 1 5 Every 2  weeks

9 -A4 6 1 6 Every 3  months

9 -A4 6 1 8 4  per mo nth

J-E0 5 6 5 Every 5  years

J-E1 3 5 3 1  per year

L-E0 4 2 4 1  per month

L-E0 4 3 1 1  per month

L-E0 4 3 4 1  per month

Procedure Code Limitations
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When procedure  code  L-K0 7 3 8  is  billed with procedure  

code  L-E0 4 3 1 , procedure  code  L-E0 4 3 1  will be  denied.

24.5.28  Procedure Codes That Do Not 
Require Prior Authorization

The  procedure  code s  lis ted in the  fo llowing table  do  not 

require  prio r authorization fo r c lients  re ce iving s ervices  

under Home  Health Service s . Although prior authorization 

is  not required, providers  mus t re tain a comple ted Ho me  

He alth Service s  (Title  XIX) Durable  Medical Equipme nt 

(DME)/ Me dical Supplie s  Phys ic ian Order Form fo r thes e  

c lients . Fo r me dical s upplie s  no t requiring prior autho ri-

zation, a comple te d Home  Health Service s  (Title  XIX) 

Durable  Medical Equipment (DME)/ Me dical Supplie s  

Phys ic ian Orde r Form may be  valid fo r a maximum o f s ix 

months  unles s  the  phys ic ian indicates  the  duratio n o f 

ne ed is  le s s . If the  phys ic ian indicates  the  duratio n o f 

ne ed is  le s s  than s ix mo nths , the n a new Home He alth 

Services  (Title  XIX) Durable  Me dical Equipment 

(DME)/ Medical Supplies  Phys ic ian Order Form is  required 

at the  end o f the  duration o f nee d. It is  expecte d that 

reas onable , medically neces s ary amounts  will be  

provided. 

Us e  o f thes e  s ervice s  is  s ubject to  re tros pective  revie w. 

This  is  no t an all inc lus ive  lis t. 

24.5.29  Nutritional (Enteral) Products, 
Supplies, and Equipment

24.5.29.1  Nutritional Products and Supplies

Enternal nutritional products  are  thos e  foo d products  that 

are  inc luded in an ente ral tre atment pro to co l. They s erve  

as  a therapeutic  age nt fo r health maintenance  and are  

required to  treat an identified medical co ndition. Nutri-

tional pro ducts , s upplie s , and e quipment may be  provided 

in the  ho me  unde r Ho me  Health Se rvices .

Enteral products , inc luding nutritio nal fo rmulas , food 

thickener, and re lated s upplie s  and e quipment, are  a 

be ne fit unde r Ho me  Health Se rvices  fo r c lients  2 1  years  

o f age  and o lde r who  require  tube  feeding as  the ir s o le  

s o urce  o f nutritio n. Prio r authorizatio n is  required fo r all 

ente ral products , s upplies , re late d DME, and s e rvices  

provide d thro ugh Home Health Se rvices . The  prior autho ri-

zation als o  inc lude s  all re late d acces s ories  and/ or 

s upplie s . Reque s ts  are  reviewed fo r medically neces s ary 

amo unts  bas ed o n caloric  needs  as  indicated by the  

c lient’ s  phys ic ian. Enteral pro ducts  fo r c lients  who  can 

take  nutrition by mouth and/ or that are  us ed as  a 

s upplement will no t be  prio r authorized.

Nutritional pro ducts  and s upplies  will no t be  re imburs ed 

fo r c lients  rece iving TPN. Any nutritional pro ducts  and/ o r 

s upplie s  are  inc luded as  part o f the  re imburs ement fo r 

TPN. Reques ts  are  reviewed fo r reas onable  amounts . 

L-E0 4 3 9 1  per month

L-E0 4 4 1 1  per month

L-E0 4 4 2 1  per month

L-E0 4 4 3 1  per month

L-E0 4 4 4 1  per month

L-E0 5 6 5 1  per month

L-E1 3 9 0 1  per month

L-K0 7 3 8 1  per month

Suction Pumps

9 -A4 6 0 5 1 0  per month

9 -A4 6 2 4 9 0  per month

9 -A4 6 2 8 2  per month

9 -A7 0 0 0 4  per month

9 -A7 0 0 2 8  per month

J-E0 6 0 0 Every 5  years

Miscellaneous

9 -A4 6 0 6 4  per month

9 -A4 6 2 7 Every 6  months

J-S8 9 9 9 1  per year

L-E1 3 9 9 Limited by po licy

Procedure Code Limitations

Procedure Codes

Nebulizer Supplies/ Equipment*

9 -A4 6 1 4 9 -A4 6 2 7 9 -S8 1 0 1

J-E0 5 7 0 J-E0 5 7 5 L-E0 5 8 0

Incontinence Supplies* *

9 -A4 3 1 0 9 -A4 3 1 1 9 -A4 3 1 2

9 -A4 3 1 3 9 -A4 3 1 4 9 -A4 3 1 5

9 -A4 3 1 6 9 -A4 3 2 0 9 -A4 3 2 1

9 -A4 3 2 2 9 -A4 3 2 6 9 -A4 3 2 7

9 -A4 3 2 8 9 -A4 3 3 0 9 -A4 3 3 5

9 -A4 3 3 8 9 -A4 3 4 0 9 -A4 3 4 4

9 -A4 3 4 6 9 -A4 3 5 1 9 -A4 3 5 2

9 -A4 3 5 3 9 -A4 3 5 4 9 -A4 3 5 5

9 -A4 3 5 6 9 -A4 3 5 7 9 -A4 3 5 8

9 -A4 4 0 2 9 -A4 5 5 4 9 -A5 1 0 2

9 -A5 1 0 5 9 -A5 1 1 2 9 -A5 1 1 3

9 -A5 1 1 4 9 -A5 1 2 0 9 -A5 1 2 1

9 -A5 1 2 2 9 -A5 1 3 1

*  Prior authorization is required for certain diagnoses and if 
limitations are exceeded. Refer to "Nebulizers" on 
page 24-58  
* *  Prior authorization is required for some procedure codes if 
the maximum limitation is exceeded. Refer to "Incontinence 
Supplies and Equipment" on page 24-21
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Ente ral pro ducts  fo r c lients  who  can take  nutritio n by 

mouth and/ or that are  us ed as  a s upplement will no t be  

prio r autho rized. 

To  avo id unne ce s s ary de nials , the  phys ic ian mus t pro vide  

corre ct and comple te , s igned, and dated info rmation, 

inc luding documentatio n o f the  medical neces s ity o f the  

equipme nt and/ or s upplies  re ques ted. The  phys ic ian 

mus t maintain docume ntation o f medical neces s ity in the  

c lients  medical reco rd. The  re ques ting provide r may be  

as ked fo r additional info rmation to  c larify o r co mple te  a 

re ques t fo r the  nutritional products , s upplie s , o r 

equipme nt.

To  be  re imburs e d as  a ho me  health be ne fit:

• The  c lient mus t be  e ligible  fo r home  he alth bene fits .

• The  crite ria lis ted in this  po licy fo r the  reques ted 

s upplie s / e quipment mus t be  met.

• The  s upplie s / e quipment re que s ted mus t be  me dically 

ne ces s ary.

• Federal financial partic ipation mus t be  available .

• The  c lient’ s  nutritio nal s tatus  wo uld be  co mpromis ed 

witho ut the  reques te d enteral nutritional 

products / s upplies / equipment.

Note: For c lie nts  unde r 2 1  ye ars  o f age  who  do  not me e t 

crite ria through Home  He alth Se rvice s , products , 

s upplie s , and e quipme nt may be  cons ide re d through CCP.

The  co mple ted, s igne d, and date d DME Certification and 

Rece ipt Form is  require d be fore  re imburs e me nt can be  

made  for any DME de livered to  a c lient. The  certification 

fo rm mus t inc lude  the  name  o f the  item, the  date  the  

c lient re ce ived the  DME/ products / s upplies , and the  

s ignatures  o f the  provide r and the  c lie nt o r primary 

caregiver. This  fo rm mus t be  maintained by the  DME 

provider in the  c lient’ s  medical re cord.

To  re ques t prio r authorizatio n fo r nutritio nal 

fo rmula/ s upplies / e quipment, the  fo llowing do cumen-

tatio n mus t be  provided:  

• Accurate  diagnos tic  information pertaining to  the  unde r-

lying diagnos is / condition as  we ll as  any o the r medical 

diagno s es / conditio ns , inc luding the  c lie nt’ s  overall 

he alth s tatus .

• Diagno s is / co ndition (inc luding the  appropriate  

ICD-9 -CM co de ).

• A s tatement from the  o rdering phys ic ian noting that 

ente ral nutritional products  are  the  c lient’ s  s o le  s o urce  

o f nutrition.

• Total calo ric  intake  pres cribed by the  phys ic ian.

• Acknowledgement that the  c lient has  a gas tro s to my o r 

nas ogas tric  tube .

• Ne ces s ary product information.

The  DME may be  cons idered for prio r authorization when 

criteria fo r nutritio nal pro ducts  are  me t.

Prior authorization may be  give n for up to  twe lve  months . 

Prior autho rization may be  re certified with docume ntation 

s uppo rting ongo ing medical nece s s ity fo r the  nutritio nal 

products  reque s ted.

Comparability will be  de termined from information 

provided by the  manufacturer o f the  nutritional products . 

Do cumentatio n mus t inc lude  bo th the  diagnos is  indicating 

the  metabo lic  dis orde r and the  nutritio nal product which 

mus t be  fo r us e  in metabo lic  dis o rders .

24.5.29.2  Enteral Nutritional Products

All ente ral nutritional products  paid unde r the  Texas  

Medicaid Program are  paid bas ed on units  o f 1 0 0  calories  

(as  docume nted by the  manufacturer) with the  appro priate  

“ B”  co de  (as  do cumente d by the  Statis tical Analys is  DME 

Regional Carrie r [SADMERC] Product Clas s ificatio n Lis t fo r 

Enteral Nutrition in e ffe ct at the  time) and with the  appro -

priate  modifie r bas e d on the  product’ s  AWP le s s  

1 0 .5  percent (as  documented by the  Red Book).

It is  the  provider’ s  res pons ibility to  know the  correct “ B”  

code , the  correct units  o f 1 0 0  calo ries , and the  modifie r 

fo r reques ting prior autho rization and fo r payment. 

Supporting documentation fo r thes e  components  mus t be  

maintained in the  provide r’ s  re cords  and be  made  

available  upon reques t by HHSC or TMHP. Payment is  

bas ed o n the  lowe r o f billed charge s  o r the  Medicaid 

allo we d fee , with the  Me dicaid allowe d fe e  bas ed on the  

appropriate  “ B”  code , modifie r, and units  o f 1 0 0  calo ries . 

It is  the  provider’ s  res pons ibility to  know when products  

are  dis co ntinued by the  manufacturer, when container 

s izes  change  and whe n name s  change . Ple as e  s ubmit 

reques ts  fo r prior autho rization and payment accordingly.

The  Palme tto  GBA SADMERC Pro duct Clas s ification Lis t is  

lo cate d on its  webs ite  (www.palmettogba.co m). 

Procedure Codes

9 -B4 1 0 0  
No mo difie r 

required

9 -B4 1 5 0  
with modifie rs  

U2 , U3 , U4 , U5

9 -B4 1 5 2  
with modifie rs  

U2 , U3 , U6

9 -B4 1 5 3  
with modifie rs  

U5 , U6 , U7 , U8 , 

U9

9 -B4 1 5 4  
with modifie rs  

U1 , U2 , U3 , U4 , 

U5 , U6 , U7 , U8 , 

U9 , UA, UB, UC, 

UD

9 -B4 1 5 5  
with modifie rs  

U2 , U3 , U4 , U5 , 

U8 , UC

9 -B4 1 5 7  
No mo difie r require d

Modifier Fee Per Unit

U1 $ 0 .3 0

U2 $ 0 .5 0

U3 $ 0 .7 0

U4 $ 0 .8 5

U5 $ 1 .0 5

U6 $ 1 .7 0

U7 $ 2 .0 0

U8 $ 2 .5 0

U9 $ 3 .0 0

UA $ 4 .0 0

http://www.palmettogba.com
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24.5.29.3  Enteral Feeding Pumps

Ente ral fe eding pumps  with alarms  are  a bene fit o f Home 

He alth Services  fo r tho s e  c lients  who  re quire  ente ral 

fe eding. Enteral feeding pumps  with alarms  re quire  prio r 

authorization.

The  Home Health Services  (Title  XIX) Durable  Medical 

Equipme nt (DME)/ Me dical Supplie s  Phys ic ian Order Fo rm 

re ques ting ente ral fee ding pumps  and s upplies  mus t be  

comple te d, s igne d, and date d by a phys ic ian familiar with 

the  c lient be fore  re ques ting prio r authorization.

So le  s ource  ente ral equipme nt is  a be ne fit o f Home  

He alth Service s  fo r c lie nts  regardles s  o f age . When 

ente ral nutrition is  no t the  c lient’ s  s o le  s ource  o f nutrition, 

ente ral e quipment is  o nly a be ne fit fo r c lients  unde r 

2 1  years  o f age .

Ente ral fee ding pumps  may be  leas ed o r purchas ed with 

documentatio n that gravity o r s yringe  fee dings  have  

caus ed complicatio ns  or are  o therwis e  not indicate d. 

Complications  may inc lude , but are  not limited to , the  

fo llowing:

• Reflux and/ or as piration.

• Severe  diarrhea.

• Dumping s yndrome .

• Adminis tration rate  o f le s s  than 1 0 0  ml/ hr.

• Bloo d glucos e  fluctuatio ns .

• Circulatory overload.

• Gas tros tomy/ je juno s tomy tube  us e d fo r fe eding.

Ente ral fee ding pumps  that have  bee n purchas ed are  

antic ipated to  las t a minimum o f 5  years  and may be  

cons idered for re placement when 5  ye ars  have  pas s e d 

and/ o r the  equipme nt is  no  longer repairable . The  DME 

may then be  co ns idered for prio r authorization. 

Replacement o f equipment may als o  be  cons idered when 

los s  o r irreparable  damage  has  occurred. A copy o f the  

po lice  o r fire  re po rt, when appropriate , and the  meas ures  

to  be  taken to  prevent re o ccurrence , mus t be  s ubmitte d.

In s ituations  whe re  the  equipment has  been abus ed o r 

ne glected by the  c lient, the  c lie nt’ s  family, o r the  

caregiver, a re fe rral to  the  DSHS THSteps  Cas e  

Management Department will be  made  by the  Home  

Health Services  Prio r Authorization Department fo r c lie nts  

under 2 1  years  o f age . Providers  will be  no tified that the  

s tate  will be  monitoring the  c lient’ s  s ervices  to  evaluate  

the  s afe ty o f the  enviro nment fo r bo th the  c lient and 

equipment.

Enteral Supplies

Enteral s upplies  require  prio r authorization. Enteral 

fe edings  may re quire  s o me  o r all the  fo llowing s upplies :

• Ne edle les s  s yringes , any s ize .

• Enteral e xte ns io n tubing.

• Gravity bags / nutritional co ntainers .

• Irrigation s yringes  (bulb o r pis ton).

• Feeding s upply kits -Bo lus , pump, and/ or gravity.

Syringes  witho ut needles  are  cons ide re d re us able  fo r 

ente ral adminis tration o f me dication. The s e  s yringes  are  

limited to  e ight per month.

Irrigation s yringes , bulb o r pis ton, fo r enteral adminis -

tratio n o f nutritio nal pro ducts  are  limited to  fo ur per 

month.

Fee ding s upply kits  are  limited to  one  per day. Gravity 

bags  and pump nutritional co ntainers  are  inc lude d in the  

feeding s upply kits  and will no t be  re imburs ed s eparate ly.

So le  s ource  ente ral feeding s upplie s  are  a bene fit o f 

Home  Health Services  fo r c lients  regardle s s  o f age . When 

ente ral nutrition is  no t the  c lie nt’ s  s o le  s o urce  o f nutrition, 

ente ral fee ding s upplie s  are  only a bene fit fo r c lie nts  

unde r 2 1  ye ars  o f age .

A fo od s cale  is  payable  fo r c lients  on s pec ific  die ts  with 

fo ods  me as ure d in grams  (e .g., ke togenic  die ts ). This  

s e rvice  re quires  prio r authorization and has  a maximum 

allowable  fee  o f $ 6 0 .

Medical nutritional products  fo r c lients  2 0  years  o f age  

and yo unge r remain a be ne fit o f THSteps -CCP.

Note: THSte ps -e ligible  c lie nts  who  qualify for me dically 

ne ce s s ary s e rvice s  be yond the  limits  o f this  home  he alth 

be ne fit will re ce ive  thos e  s e rvice s  through THSte ps -CCP.

The  TMHP Home  Health Services  Prio r Authorization 

Department will no t is s ue  authorization o f enteral 

products / s upplies / equipme nt if the  c lient is  rece iving 

TPN/ hyperalimentation. TPN/ Hyperalimentation is  

re imburs ed as  a daily glo bal fee  to  co ver vis its  by an RN 

fo r teaching and mo nitoring the  c lient, cus tomary and 

routine  labo rato ry work, and enteral s upplie s  and 

equipme nt.

Refer to: " In-Home Total Pare nteral (TPN)/  Hyperalimen-

tation Supplie r"  on page  2 7 -1 .

Nasogastric and Gastrostomy/ Jejunostomy Tubes

Nas ogas tric  fe eding tubes  require  prio r authorization. 

Additional devices  may be  re imburs ed if documentatio n 

s ubmitted indicates  medical neces s ity.

Nonobturated gas tros tomy/ je junos tomy tubes  will be  

limite d to  two  pe r ye ar. Additional tubes  may be  

re imburs e d if do cumentatio n s ubmitte d indicate s  medical 

ne ces s ity, s uch as  infection at gas tros tomy s ite , leakage  

or o cc lus ion. Obturated gas tros tomy tube  re placements  

are  pe rformed in the  phys ic ians  o ffice  o r o utpatie nt 

s e tting and are  not a bene fit o f Ho me  Health Services .

24.5.30  Limitations, Exclusions

Payment cannot be  made  for any s e rvice , s upply or 

equipment fo r which FFP is  not available .

UB $ 5 .0 0

UC $ 6 .0 0

UD Manually priced

Modifier Fee Per Unit
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For c lients  who  are  younger then 2 1  years  o f age  and who  

are  e ligible  to  re ce ive  THSteps  s ervice s , re fe r to  

" THSteps -Comprehens ive  Care  Program (CCP)"  o n 

page  4 3 -3 3  to  find which o f the s e  items  are  a be ne fit fo r 

THSteps -CCP.

Ho me  Health Services  do es  no t cover the  fo llowing:

• Adaptive  s tro lle rs , trave l s e ats , pus h chairs , car s eats .

• Adminis tratio n o f no n-FDA-approved medications / treat-

me nts  or the  s upplies  and e quipment us e d fo r 

adminis tratio n.

• Aids  fo r daily living, s uch as  to o thpas te , s po ons , fo rks , 

knives , and reachers .

• Allergy inje ctions .

• Any s ervice s , e quipme nt, o r s upplies  furnis he d to  a 

c lient who  is  a re s ide nt o f a public  ins titution o r a c lient 

in a hos pital, SN fac ility, o r intermediate  care  fac ility.

• Any s ervice s  o r s upplie s  furnis hed to  a c lient be fore  the  

e ffe ctive  date  o f Medicaid e ligibility as  certified by 

HHSC o r afte r the  date  o f te rmination o f Me dicaid 

e ligibility.

• Any s ervice s  o r s upplies  furnis he d without prior 

approval by TMHP, except as  lis te d.

• Any s upplies  o r e quipment us ed in a phys ic ian’ s  o ffice , 

o r ins erted by a phys ic ian (fo r example , low pro file  

gas tros tomy tube ).

• Apne a mo nitors .

• Bloo d products  (the  adminis tration o r the  s upplies  and 

equipme nt us ed to  adminis te r blo od products ).

• Cardiac  te leme try monitoring.

• Chemotherapy adminis tration o r the  s upplie s  and 

equipme nt us ed to  adminis te r che mo therapy.

• De ve lopme ntal therapy.

• Diapers  and wipe s  fo r c lie nts  younge r than 4  years  o f 

age .

• Drugs  o r bio lo gicals  (exce pt as  s pec ifically pro vided fo r 

in this  manual).

• Dynamic  Orthotic  Cranioplas ty (DOC).

• Environmental equipme nt, s upplies , o r s e rvices , s uch 

as  room dehumidifie rs , air co nditio ners , heate r/ air 

conditione r filte rs , s pace  heaters , fans , water purifi-

cation s ys tems , vacuum cleaners , treatments  fo r dus t 

mite s , ro de nts , and ins e cts .

• Ho me maker s e rvices . Clients  requiring this  type  o f care  

s ho uld co ntact the ir lo cal DSHS o ffice  fo r information 

about co mmunity-bas e d programs  for PHC, day activ-

itie s , o r o ther re lated s ervices .

• Home whirlpoo l baths , s pas , home  exerc is e rs / gym 

equipme nt, hemo dialys is  equipment, s afe ty wall rails , 

to ys / therapy equipment.

• Inpatient rehabilitation.

• Medical s o c ial s e rvices .

• Me ntal he alth ps ychiatric  s e rvices .

• Nurs ing vis its  to  adminis te r long-te rm SQ/ SC, IM, o ral, 

o r topical medications , s uch as  ins ulin, vitamin B1 2 , o r 

de fe roxamine , o r to  s e t up medications  s uch as  pre fill 

ins ulin s yringes  o r medication bo xe s , o n a lo ng-term 

bas is .

• Nutritional co uns e ling.

• Orthotics , braces , pros thetics  inc luding but no t limited 

to  vo ice  pros thetic , and artific ial larynx.

• Parapo diums .

• Pneumocardiograms .

• PDN s ervices .

• Res pite  care  (caregiver re lie f).

• Seat lift mechanis ms  and s eat lift chairs .

• Services  payable  by any he alth, acc ident, o the r 

ins urance  co ve rage , o r by a private  o r o the r govern-

mental be ne fit s ys tem o r legally liable  third party 

res ource .

• Shipping, fre ight, de livery trave l time .

• SN vis its  when:

• The  medication is  no t cons idered medically 

neces s ary to  the  treatment o f the  individual’ s  illnes s  

o r is  no t FDA-approved.

• The  adminis tration o f medication e xce eds  the ra-

pe utic  fre quency o r duratio n by acce pted s tandards  

o f medical practice .

• A medical reas on does  not prohibit the  adminis -

tratio n o f the  me dicatio n by mouth.

• The  c lient, a primary caregive r, a family member, 

and/ o r ne ighbor has  previous ly be en taught to  

adminis ter SQ/ SC, IM and IV inje ctions  medications  

and has  demons trate d co mpetency.

• The  purpo s e  o f the  vis it is  to  adminis ter chemothe r-

apeutic  age nts  o r blo od products .

• Speech therapy.

• Structural changes  to  ho mes , domic iles , o r o the r living 

arrangements .

• Vehic le  mechanical and/ or s tructural mo dificatio ns , 

s uch as  whee lchair lifts .

• Vis its  made  primarily fo r pe rforming ho us e kee ping 

s e rvices  are  no t cons ide re d a bene fit o f the  Ho me  

He alth Service s  Program. The s e  reques ts  s ho uld be  

re fe rre d to  in-home  and family s uppo rt s e rvice  at HHSC.

Refer to: " Texas  Medicaid Program Limitations  and 

Exclus ions "  on page  1 -1 9 .

24.6  Medicaid Relationship to 
Medicare

24.6.1  Possible Medicare Clients

It is  the  provider’ s  res pons ibility to  de termine  the  type  o f 

coverage  (Medicare , Me dicaid, o r private  ins urance ) that 

the  c lient is  entitled to  rece ive .
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Ho me  health provide rs  s hould fo llo w thes e  guide lines :

• Clients  yo unger than 6 5  o f age  years  witho ut Medicare  

Part A or B:

• If the  age ncy errone ous ly s ubmits  a SOC no tice  to  

Medicare  and do es  no t contact TMHP fo r authori-

zation, TMHP does  no t as s ume  res pons ibility fo r any 

s ervices  pro vided be fore  co ntacting TMHP. The  SOC 

date  is  no  more  than three  bus ine s s  days  be fo re  the  

date  the  agency contacts  TMHP. Vis its  made  be fore  

this  date  are  no t cons ide re d a bene fit o f the  Ho me  

Health Services  Program.

• Clients  o lder than 6 5  ye ars  o f age  without Me dicare  

Part A or Part B and c lients  with Medicare  Part A o r B 

re gardle s s  o f age :

• In filing home  health c laims , home  health providers  

may be  required to  obtain Medicare  denials  be fo re  

TMHP can approve  coverage . When TMHP rece ive s  a 

Medicare  denial, the  SOC is  de te rmined by the  date  

the  age ncy reques te d co verage  from Me dicare . If 

neces s ary, the  9 5 -day c laims  filing deadline  is  

waived for thes e  c laims , provided TMHP rece ives  

no tice  o f the  Medicare  denial within 3 0  days  o f the  

date  on the  denial le tte r from Medicare .

• If the  age ncy rece ives  a Medicare  denial le tter and 

continues  to  vis it the  c lie nt without co ntacting TMHP 

by te le pho ne , mail, o r fax within 3 0  days  from the  

date  on the  denial le tte r from Medicare , TMHP will 

provide  coverage  o nly fo r s e rvices  pro vided from the  

initial date  o f co ntact with TMHP. The  SOC date  is  

de te rmine d accordingly. TMHP mus t have  the  

Medicare  Remittance  Notice  and final review 

de c is ion le tter be fore  co ns idering the  re ques t fo r 

authorization.

24.6.2  Benefits for Medicare/ Medicaid 
Clients

For e ligible  Medicare / Medicaid c lients , Medicare  is  the  

primary co ins urance  and provide rs  mus t contact Medicare  

firs t fo r authorization and re imburs ement. Medicaid pays  

the  Me dicare  deductible  on Part B c laims  fo r qualifie d 

ho me  health c lients . Home  he alth s ervice  autho rizations  

may be  given for HHA s ervices , ce rtain me dical s upplies , 

equipme nt, o r appliances  s uitable  fo r us e  in the  ho me  in 

one  o f the  fo llowing ins tance s :

• When an e ligible  Medicaid c lient (enro lled in Medicare ) 

who  does  not qualify fo r home  health s e rvices  under 

Medicare  be caus e  SN care , PT, o r OT are  no t a part o f 

the  c lient’ s  care .

• When the  medical s upplies , equipment, o r appliances  

are  no t a bene fit o f Medicare  Part B and are  a bene fit 

o f Home Health Services .

Federal and s tate  laws  require  the  us e  o f Me dicaid funds  

fo r the  payment o f mos t medical s e rvices  only after all 

reas onable  meas ure s  have  been made  to  us e  a c lient’ s  

third party re s ource s  o r o the r ins urance .

Note: If the  c lie nt has  Me dicare  Part B cove rage , contact 

Me dicare  for authorization re quire me nts  and 

re imburs e me nt. If the  s e rvice  is  a Part B be ne fit, do  not 

contact TMHP for prior authorization. Te xas  Me dicaid will 

only pay the  co ins urance  and de ductible  on the  e le ctronic  

cros s ove r c laim. 
 
TMHP will no t authorize  or re imburs e  the  diffe re nce  

be twe e n the  Me dicare  payme nt and the  re tail price  fo r 

Me dicare  Part B e ligible  c lie nts .

Refer to: " Third Party Res ources  (TPR)"  on page  4 -1 4 .

24.6.3  Medicare/ Medicaid Authorization

Contact TMHP for authorization o f Medicaid s e rvices  

(bas ed o n me dical nece s s ity and bene fits  o f Ho me  Health 

Services ) within 3 0  days  o f the  date  on the  Medicare  final 

denial le tte r.

Note: For MQMB clie nts , do  no t s ubmit authorization 

re que s ts  to  TMHP if the  Me dicare  de nial re as on s tate s  

“ no t me dically ne ce s s ary.”  Me dicaid only will cons ide r 

authorization re que s ts  if the  Me dicare  de nial s tate s  “ not 

a be ne fit”  o f Me dicare .

Qualified Me dicare  Bene fic iarie s  (QMB) are  no t e ligible  fo r 

Medicaid be ne fits . The  Texas  Medicaid Program is  only 

res pons ible  fo r premiums , co ins urance , and/ o r deduct-

ibles  on thes e  c lients . Provide rs  s hould not s ubmit prio r 

authorizatio n re ques ts  to  the  TMHP Home Health Se rvices  

Prio r Authorizatio n Departme nt thes e  c lie nts .

24.6.4  Medicare/ Medicaid Authorization 
and Reimbursement

To  ens ure  Medicare  bene fits  are  us e d firs t in accordance  

with Texas  Medicaid Program re gulations , the  fo llowing 

procedure s  apply when reques ting Medicaid authorization 

and payment o f ho me  health s e rvices  fo r c lients .

Contact TMHP for authorization o f Medicaid s e rvices  

(bas ed o n me dical nece s s ity and bene fits  o f Ho me  Health 

Services ) within 3 0  days  o f the  date  on the  Medicare  final 

de nial le tter. Fax a copy o f the  o riginal Medicare  final 

de nial le tte r and the  Me dicare  appeal review le tte r to  the  

TMHP Home Health Se rvices  Prio r Authorizatio n 

De partment fo r prio r authorizatio n.

A Medicare  denial le tte r is  no t required when a c lient is  

e ligible  fo r Medicare / Me dicaid and ne eds  HHA vis its  only. 

Ho we ve r, a s killed s upervis ory nurs ing vis it mus t be  made  

on the  s ame  day as  the  initial HHA vis it and at le as t every 

6 0  days  (on the  s ame  day a HHA vis it is  made ) thereafte r 

as  long as  no  s killed need exis ts . A SN s upervis ory vis it is  

re imburs able , but an SN vis it made  fo r the  primary 

purpos e  o f as s es s ing a c lie nt’ s  nurs ing care  is  no t.
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The  SOC date  will be  the  date  o f the  firs t reques ted 

Me dicare  home  health s ervices  vis it as  lis ted on the  

original Medicare  denial le tte r.

Note: Claims  fo r STAR+PLUS MQMB clie nts  (thos e  with 

Me dicare  and Me dicaid) s hould always  be  s ubmitte d to  

TMHP as  note d on the s e  page s . The  STAR+PLUS he alth 

plan is  not re s pons ible  for the s e  s e rvice s  if Me dicare  

de nie s  the  s e rvice  as  no t a be ne fit.

When the  c lient is  o lde r than 6 5  ye ars  o f age  o r appears  

o therwis e  e ligible  fo r Medicare  s uch as  blind and 

dis able d, but has  no  Part A or Part B Me dicare , the  TMHP 

Home  Health Services  Prio r Authorization Department 

us e s  re gular prio r authorizatio n proce dures . In this  

s ituation, the  c laim is  he ld fo r a midyear s tatus  de te r-

mined by HHSC. The  maximum le ngth o f time  a c laim may 

be  he ld in a “ pending s tatus ”  fo r Medicare  de te rminatio n 

is  1 2 0  days . After the  waiting pe riod, the  c laim is  paid o r 

de nied. If de nied, the  EOB co de  on the  R&S  re po rt 

indicates  that Medicare  is  to  be  billed.

Refer to: " Home  Health Skilled Nurs ing Services "  o n 

page  2 4 -9 .

24.7  Prohibition of Medicaid Payment 
to Home Health Agencies Based on 
Ownership
Me dicaid de nies  home  he alth s e rvices  c laims  when TMHP 

re cords  indicate  that the  phys ic ian orde ring treatment has  

a s ignificant owners hip inte res t in, o r a s ignificant 

financial o r contractual re lations hip with, the  nongovern-

me ntal ho me  health agency billing fo r the  s ervices . 

Federal regulation Title  4 2  CFR § 4 2 4 .2 2  (d) s tates  that “ a 

phys ic ian who  has  a s ignificant financial o r co ntractual 

re lations hip with, o r a s ignificant owne rs hip in a nongov-

ernmental home  health agency may no t certify o r re certify 

the  nee d fo r home  health s e rvices  care  s ervice s  and may 

no t es tablis h or review a plan o f tre atment.”

A phys ic ian is  co ns idered to  have  a s ignificant owners hip 

interes t in a home  he alth agency if e ither o f the  fo llowing 

conditions  apply:

• The  phys ic ian has  a dire ct o r indire ct owners hip o f five  

percent o r more  in the  capital, s tock, o r pro fits  o f the  

ho me  health age ncy.

• The  phys ic ian has  an owners hip o f five  percent o r mo re  

o f any mo rtgage , dee d o f trus t, o r o ther o bligatio n that 

is  s ecure d by the  age ncy, if that interes t equals  five  

pe rce nt o r mo re  o f the  agency’ s  as s e ts .

A phys ic ian is  co ns idered to  have  a s ignificant financial o r 

contractual re latio ns hip with a home  he alth age ncy if any 

o f the  fo llowing conditio ns  apply:

• The  phys ic ian re ce ives  any co mpens ation as  an o fficer 

o r dire cto r o f the  ho me  health agency.

• The  phys ic ian has  indire ct bus ine s s  trans actions , s uch 

as  contracts , agre ements , purchas e  orde rs , o r leas es  

to  obtain s e rvices , s upplies , equipment, s pace , and 

s alarie d emplo yment with the  home  he alth age ncy.

• The  phys ic ian has  direct o r indirect bus ines s  trans ac-

tions  with the  ho me  health agency that, in any fis cal 

year, amount to  more  than $ 2 5 ,0 0 0  o r five  percent o f 

the  age ncy’ s  to tal o pe rating e xpens es , whiche ve r is  

le s s .

When providing CCP s e rvices  and general home  he alth 

s e rvices , the  pro vider mus t file  thes e  on two  s eparate  

UB-0 4  CMS-1 4 5 0  fo rms  with the  appropriate  prio r autho -

rization numbe r, and s hould s end them to  the  appropriate  

addres s .

Claims  denied becaus e  o f an owners hip co nflic t will 

continue  to  be  de nied unle s s  the  home  he alth age ncy 

s ubmits  do cumentatio n indicating that the  orde ring 

phys ic ian no  longer has  a s ignificant owners hip interes t 

in, o r a s ignificant financial o r co ntractual re lations hip 

with, the  home  health agency providing s e rvices . 

Do cumentatio n s ho uld be  s ent to  TMHP Pro vider 

Enro llment at the  addres s  indicated in “ Written Communi-

cation with TMHP”  on page  xi.

24.8  Claims Information
Us e  only type  o f bus ine s s  (TOB) 3 3 1  in Form Locato r 

(FL) 4  o f the  UB-0 4  CMS-1 4 5 0 . Other TOBs  are  invalid and 

res ult in c laim denial.

Ho me  Health s e rvices  mus t be  s ubmitted to  TMHP in an 

approved e le ctronic  fo rmat o r on a CMS-1 5 0 0  or a UB-0 4  

CMS-1 4 5 0  c laim form. Submit ho me  health DME and 

medical s upplies  to  TMHP in an approved e le ctronic  

fo rmat, o r on a CMS-1 5 0 0  or on a UB-0 4  CMS-1 4 5 0  c laim 

fo rm. Providers  may purchas e  UB-0 4  CMS-1 4 5 0  and 

CMS-1 5 0 0  c laim forms  fro m the  ve ndor o f the ir cho ice . 

TMHP does  not s upply them.

When comple ting a CMS-1 5 0 0  or a UB-0 4  CMS 1 4 5 0  

c laim fo rm, all required information mus t be  inc luded o n 

the  c laim, as  info rmation is  no t ke yed from attachments . 

Superbills , o r itemized s tatements , are  no t accepted as  

c laim s upplements .

Refer to: Section 3 , “ TMHP Electronic  Data Interchange  

(EDI)”  fo r information on e lectronic  c laims  

s ubmis s io ns .

" Claims  Filing"  on page  5 -1  fo r general info r-

mation about c laims  filing.

" UB-0 4  CMS-1 4 5 0  Claim Filing Ins tructions "  o n 

page  5 -3 0 .

" CMS-1 5 0 0  Claim Filing Ins tructions "  o n 

page  5 -2 2  fo r ins tructions  o n co mple ting pape r 

c laims . Blo cks  that are  no t re fe re nced are  not 

required fo r proces s ing by TMHP and may be  le ft 

blank.

The  prio r authorization number mus t appear on the  UB-0 4  

CMS-1 4 5 0  c laim in Block 6 3  and in Block 2 3  o f the  

CMS-1 5 0 0 . The  ce rtificatio n dates  o r the  revis e d re que s t 

date  o n the  POC mus t co inc ide  with the  DOS on the  c laim. 

Prio r authorization does  no t waive  the  9 5 -day filing 

de adline  re quire me nt.
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24.9  Claim Filing Resources
Refer to  the  fo llowing s ections  and/ or fo rms  when filing 

c laims :

Resource

Page 

Number

Automated Inquiry Sys tem (AIS) xiii

TMHP Electronic  Data Inte rchange  (EDI) 3 -1

CMS-1 5 0 0  Claim Filing Ins tructions 5 -2 2

UB-0 4  CMS-1 4 5 0  Claim Filing Ins tructions 5 -3 0

TMHP Electronic  Claims  Submis s ion 5 -1 3

Communication Guide A-1

DME Certification and Rece ipt Form B-3 5

External Ins ulin Pump B-3 9

Medicaid Certificate  o f Medical Neces s ity fo r 

Ches t Phys io therapy Devices  (High-Frequency 

Ches t Wall Compre s s ion Sys tem [HFCWCS]; 

Intrapulmonary Pe rcus s ive  Ventilation De vice  

[IPV]; Cough-Stimulating Device  [Co fflato r]- 

Initial Reques t)

B-5 2

Medicaid Certificate  o f Medical Neces s ity fo r 

Ches t Phys io therapy Devices  (High-Frequency 

Ches t Wall Compre s s ion Sys tem [HFCWCS); 

Intrapulmonary Pe rcus s ive  Ventilation De vice  

[IPV]; Cough-Stimulating Device  [Co fflato r]-

Extende d Reques t)

B-5 3

Home Health Se rvices  (Title  XIX) DME/ Medical 

Supplies  Phys ic ian Order Form Ins tructio ns  

(2  Pages )

B-4 2

Home Health Se rvices  (Title  XIX) Durable  

Medical Equipment (DME)/ Me dical Supplie s  

Phys ic ian Order Form

B-4 4

Home Health Se rvices  Plan o f Care  (POC) B-4 6

Home Health Se rvices  Plan o f Care  (POC) 

Ins tructions

B-4 7

Home Health Services  Prio r Authorization 

Checklis t

B-4 8

Whe e lchair Seating Evaluation Form (THSte ps -

CCP/ Home Health Se rvices ) (ne xt s ix pages )

B-1 1 7

Home  Health Services  DME/ Medical Supplies  

Claim Example

D-1 6

Home Health Se rvices  SN Vis it Claim Example D-1 6

Home Health Services  SN Vis it and Phys ical 

Therapy Claim Example

D-1 7

Acro nym Dictionary F-1




