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APPENDIX F
DENTAL PROCEDURES WHICH ARE THE RESPONSIBILITY OF THE
HEALTH PLAN

D/07340 Vestibuloplasty-ridge extension

D/07350 Vestibuloplasty-ridge extension (including soft tissue grafts, muscle
reattachments, revision of soft tissue attachment and management of

hypertrophied and hyperplastic tissue)

D/07440 Excision of malignant tumor — lesion diameter up to 1.25 cm

D/07441 Excision of malignant tumor — lesion diameter over 1.25 cm

D/07450 Removal of benign odontogenic cyst or tumor lesion diameter up to
1.25 cm

D/07451 Removal of benign odontogenic cyst or tumor lesion diameter over
1.25 ¢cm

D/07460 Removal of bemign non-odontogenic cyst or tumor lesion diameter up
to 1.25 ¢cm

D0/7461 Removal of benign non-odontogenic cyst or tumor lesion diameter
over 1.25 cm

D/07465 Destruction of lesions by physical methods; electrosurgery,
chemotherapy, cryotherapy or laser

D/07471 Removal of lateral exostosis — mandible or maxiila
D/07472 Removal of torus palatinus

D/O7473 Removal of torus mandibularis

D/7490 Radical resection of mandible or maxilla

D/07511 Incision and drainage of abscess-intra oral sofi-tissue-complicated

D/07520 Incision and drainage of abscess-extraoral soft tissue

D/07530 Removal of foreign body, skin, or subcutaneous areolar tissue

D/07540 Removal of reaction-producing foreign bodyies, musculoskeletal
system

D/07550 Sequestrectomy for osteomyelitis

D/07560 Maxillary sinusotomy for removal of tooth fragment or foreign body

D/07610 Maxilla — open reduction (teeth immobilized if present)

1D/07620 Maxilla — closed reduction (teeth immobilized if present)

D/07630 Mandible — open reduction (teeth immobilized if present)

D/07640 Mandible closed reduction (teeth immobilized if present)

HCPS codes will be billed with the “zero™ as the first character. CDT-3 codes will be billed with the “D”
as the first character.
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D/07710

D/07650 Malar and/or zygomatic arch-open reduction

D/07660 Malar and/or zygomatic arch-closed reduction

D/07670 Aveolus — stabilization of teeth, open reduction, splinting
D/07680 Facial bones — complicated reduction with fixation and multiple

| h

Maxilla — open reducti

D/07720 Maxilla — closed reduction

D/07730 Mandible — open reduction

D/07740 Mandible — closed reduction

D/07750 Malar and/or zygomatic arch-open reduction

D/07760 Malar and/or zygomatic arch-closed reduction

D/07770 Alveolus — complicated reduction with fixation and multiple surgical
approaches

D/07780 Facial bones — complicated reduction with fixation and multiple

surgical approaches

D/07810 Open reduction of dislocation

D/07820 Closed reduction of dislocation

D/07830 Mampulation under anesthesia

D/07840 Condylectomy

D/O7850 Surgical disectomy, with/without implant
D/07852 Disc repair

D/07854 Synovectomy

D/07856 Myotomy

D/07858 Joint reconstruction

D/O7860 Arthrotomy

D/07870 Arthrocentesis

D/07872 Arthroscopy — diagnosis, with or without biopsy
D/07873 Arthroscopy — surgical: lavage and lysis of adhesions
D/AY7874 Arthroscopy — surgical: disc repositioning and stabilization
D/07875 Arthroscopy - surgical: synovectomy

D/OT7876 Arthroscopy - surgical: discectomy

D/07877 Arthroscopy - surgical: dibridement

D/07880 Occlusal - orthotic device, by report

D/07910 Suture of recent small wounds up to 5 cm
D/07911 Complicated suture up to 5 cm

D/07912 Complicated suture over 5 cm

HCPS codes will be billed with the “zero” as the first character. CDT-5 codes will be billed with the “D”

as the first character.
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_ D/07920

Skin grafts (identify defect

D/07940 Osteoplasty for orthognathic deformities

D/07941 Osteotomy — mandibular rami

D/07943 Osteotomy mandibular rami with bone graft; include obtaining the
graft

D/07944 Osteotomy, segmented or subapical, per sextant or quadrant

D/07945 Osteotomy, body of mandible

D/G7946 Le Fort I (maxilla —total)

D/07947 Le For I (maxilla — segmented)

D/07948 Le Fort 11 or Le Fort III — (osteoplasty of facial bones for midface
hypoplasia retrusion) without bone graft)

D/07949 Le Fort I or Le Fort Il — with bone graft

D/07950 Osseous, osteoperiosteal, periosteal, or cartilage graft of the mandible
— autogenous or nonautogenous

D/07955 Repair of maxillofacial soft and hard tissue defects

D/07980 Sialolithotomy

D/07981 Excision of salivary gland, by report

D/07982 Closure of salivary fistula

D/O7990 Emergency tracheotomy

D/07991 Coronoidectomy

D/07995 Synthetic graft — mandible or facial bones, by report

D/07996 Implant — mandible for augmentation purposes (excluding alveolar
ridge), by report

D/07997 Appliance removal (not by dentist who replaced appliance), includes
removal of archbar

D/07999 Unspecified oral surgery procedure, by report

D/09226 General anesthesia - first 30 minutes (limitation: nitrous oxide for
unruly children or highly apprehensive adults; attach report or note)

D/09221 General anesthesia — each additional 15 minutes

D/094220 Hospital calls (limitation: confinement must be approved; only under
physician’s request; no routine or follow-up visits)

HCPS codes will be billed with the “zero™ as the first character. CDT-3 codes will be billed with the “D”

as the first character.
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Long Term Care Evaluation Form 1147
Submission of Form 1147

a. Form 1147 must be completed and submitted to the DHS Consultant or his representative for
the following:

¢ Admission from residence to a long term care facility,

Transfer from an acute hospital to a long term care facility for admission or readmission,

Transfer between SNF, ICF and Hospice facilities,

Changes in level of care within a facility (includes swing bed),

Transfer from a Medicare or other health insurance status at a long term care institution

1o a Medicaid status, even though Medicaid may have been paying the co-insurance or

deductible,

¢ Private patients already confined in long term care institutions that apply for medical
assistance.

b. Forms should be submitted prior to admission, transfer or change in status. The use of any
other form is not permitted.

Action by DHS Consultant or his/her Representative

a. This section will be completed by MQD staff or his/her representative when performing
medical reviews or an independent professional review.

b. The Consultant will indicate the determination of level of care and the effective date.
Approval, when granted, is for the indicated level of care and medical care. It does not
establish eligibility for the Medicaid Program or authorize payment for care. Payment is
contingent on the patient being eligible under the Medicaid Program, the services being a
benefit of the Program, and the provider of service being Medicaid certified at the time
services are rendered.

¢. The DHS Consultant or his representative will sign and date the form. Medical authorization
for admission expires thirty (30) days from the date of approval.

d. Upon completion of the form by the DHS Consultant or his representative, the approved
copy will be returned to the sender, or, if the person is in a medical facility, to the long-term
care nstitution, or as requested by an appropriate note on the form.

Authorization Period
Medical authorization for admission expires 30 days from the date of approval. If the 30-day
authorization period expires before the patient is admitted or transferred, a new Form 1147

should he submitted to MQD with a copy of the old form. A statement such as “For Updating”
should be prominently written on the form 1o avoid confusion in handling.

H-1



Payment Requirement

Approval of the patient’s admission or transfer is not an authorization for payment or an

approval of charges. All payments by the Medicaid Program are dependent on the following

criteria:

o The patient must be eligible under the Medicaid Program at the time services are rendered.

s The provider of the service must be approved for Medicaid participation by DHS to render
services to Medicaid recipients.

Form Availability

The Long Term Care Evaluation form 1147 may be obtained from the Medicaid Fiscal Agent.



INSTRUCTIONS
DHS FORM 1147

SUBACUTE/LONG TERM CARE/HOSPICE LEVEL OF CARE EVALUATION

PAGE 1 - APPLICANT INFORMATION

1. NAME: Self-explanatory

2. BIRTHDATE: Self-explanatory
3. AGE: Self-explanatory

4, SEX: Self-explanatory

5. MEDICARE STATUS':
Answer questions specific to coverage by Medicare. Check Yes or No for Part A
coverage. Check Yes or No for Part B Coverage. Enter the Medicare 1.D. Number, if the
patient is has Part A and B coverage, only Part A, or only Part B.

6. MEDICAID STATUS:
If the person is eligible for Medicaid, check Yes and enter his/her Medicaid 1.D., Number.
If the patient has applied for Medicaid but has not yet been deemed eligible, check No
and enter date applied. DO NOT COMPLETE THE 1147 FORM UNLESS THE
PATIENT HAS APPLIED FOR MEDICAID. When the person becomes eligible for
Medicaid and has a valid number, a 1147a must be generated and approved by Mountain
Pacific in order for that facility to be paid.

7. PRESENT ADDRESS:
If Facility, provide name of the facility: if Residence, provide street address, city, and zip
code. Check appropriate box, which describes the address given.

8. ATTENDING PHYSICIAN:
Print name of the attending physician and give histher phone and fax numbers. The
attending physician can be the hospital-based physician responsible for the person’s
inpatient acute care, the nursing facility medical director, or the patient’s primary care
physician or physician specialist.

9. RETURN FORM TO:
State how yvou wish the form sent back to you--by mail or fax--and to whose attention
this should be directed. The form may not be mailed or faxed back to you with a cover

PROVIDER MANUAL: APPENDIX 4 Pages D1 to D44
AUTHORIZATION FORMS

Subacute/Long Term Care/Hospice Level of Care Evaluation  Pages D21 to D25
DHS 1147 Instructions H-3




10.

i1

sheet. Therefore, it is critical that this information is accurate. For reimbursement of the
level of care, enter your facility’s provider number for level of care on effective date. Ifa
facility wants a level of care determination ONLY and will not bill for the services, it
must submit the 1147 without a provider number.

REFERRAL INFORMATION:

A.

B.

Contact person: *
Title: #
Phone/Fax: *

*The name of the person (also, title, and phone and fax numbers) who should be
contacted if DHS or its designee require additional information or clarification of
information submitted on the 1147 form.

Source(s) of Information: Self-explanatory

Responsible Person:
The name, relationship, phone and fax numbers, and language spoken of the family
member/personal agent who would make decisions for the patient if he/she were not

able to act.

Requesting:
Check the setting which person or his/her agent requests that long term care (LTC)
be provided.

ASSESSMENT INFORMATION:

A.

Assessment Date:
The date the assessment was completed.

Assessor’s Name, Title, Signature, Phone and Fax Numbers:
A Registered Nurse (RN) or physician must perform the assessment. The name,
title signature, and phone and fax numbers of the assessor should be entered.

HCBS Option Counseling provided:

Enter Yes or No as to whether or not the person was given information about home
and community based programs and counseling about how his/her needs could be
met in the home and community setting. Provide an explanation if the person did
not receive information and/or counseling. 1f a person did receive information and

.. PROVIDER MANUAL: APPENDIX 4 Pages D1 to D44
AUTHORIZATION FORMS
Subacute/Long Term Care/Hospice Level of Care Evaluation  Pages D22 to D25
DHS 1147 Instructions

H-4



counseling. provide the name, title or relationship of the person who provided the
information and counseling.

12.  MEDICAL NECESSITY / LEVEL OF CARE ACTION
Completed by DHS or Designee. Leave Blank. DO NOT COMPLETE.

DISPOSITION
Completed by DHS or Designee. Leave Blank. DO NOT COMPLETE.

PAGE 2 - APPLICANT/CLIENT BACKGROUND INFORMATION

1. NAME: Self-explanatory
2. BIRTHDATE: Self-explanatory
3. FUNCTIONAL STATUS RELATED TO HEALTH CONDITIONS:

1 LIST SIGNIFICANT CURRENT DIAGNOSIS (ES): Primary and Secondary.
List the main diagnosis (ses) or medical conditions related to person’s need for long
term care. List the most important diagnosis first.

11, COMATOSE:
If the patient is comatose, enter Yes. Do not complete sections 11 To X111, Go
directly to section X1V. If the patient is not comatose, enter No and complete entire

page.

I 10 X11.
Circle the description that best describes the person’s functional ability in each
section. These sections require an assessment of the patient’s activities of daily
living. To provide accurate information, the assessor should consult the patient or
nursing staff, physicians, caregivers, etc. familiar with the patient. Completion of
these sections requires direct knowledge of the patient’s functional abilities on the
date the assessment is done. Therefore, these sections cannot be completed from
medical record review alone.

XHl.  TOTAL POINTS:
Enter the score by totaling the points circled in sections I11. Te XI1.

L+ PROVIDER MANUAL: APPENDIX 4 Pages D1 to D44
AUTHORIZATION FORMS
Subacute/Long Term Care/Hospice Level of Care Evaluation  Pages D23 to D25
DHS 1147 Instructions
H-5



XIv.

XV

PAGE 3

1,

2.

NAME:

MEDICATIONS/TREATMENTS:

List the significant medications the patient is currently receiving. These are
medications prescribed by a physician. They may be chronic and given on a fixed
schedule (such as antihypertensives). or short term medications (such as
antibiotics), or significant PRN medications (such as narcotics and sedatives). Do
not list stool softeners, enemas, and other agents to treat constipation,
acetaminophen, non-steroidal anti-inflammatory agents (NSAIDs) unless they are
given at least daily. If a patient has more than five (5) significant medications,
attach orders or treatment sheet.

ADDITIONAL INFORMATIONCONCERNING PATIENT’S FUNCTIONAL

STATUS:
Provide any additional clinical information, which will clarify his/her functional

status and support his/her need for long term care.

Self-explanatory

BIRTHDATE: Self-explanatory

XVi. SKILLED PROCEDURES:
If the services listed are provided daily, state the number of times they are performed.

Check if they are provided less than daily or never provided. Provide explanation,
details when requested.

XVIL SOCIAL SITUATION:

A.

Caregiving support system is willing to provide/continue to provide care with

assistance:
Answer Yes or No and then state the help the caregiver needs in order for

him/her to continue in the role of caregiver.

Name, Relationship, Address, Phone and Fax Numbers of Caregiver: (Self-
explanatory)

C.  Person currently has a home and can return home:

Answer Yes or No. If No, answer if, based on his/her clinical status, residential
setting is or is not appropriate for the patient.

PROVIDER MANUAL: APPENDIX 4 Pages D1 to D44

AUTH

ORIZATION FORMS

Subacute/Long Term Care/Hospice Level of Care Evaluation  Pages D24 to D25
DHS 1147 Instructions

H-6



D.  Patient is appropriate for:
Check all the residential settings in which the patient’s needs can be

appropriately met.
XVIII. RECOMMENDATIONS / DISCHARGE PLANS:

A.  Requested LOC:
Enter the L.OC the assessor feels most appropriate for the patient and is

requesting.

B.  Requested Effective Date of Medicaid Coverage:
This is the date being requested as the start of the Medicaid long-term care
benefit. For a patient dually eligible for Medicare and Medicaid, enter the date
that Medicare coverage will terminate—assuming that the patient has a
continuing need for long term care after the Medicare benefit ends.

C.  Effective Date of LOC:
This is the date the patient was deemed appropriate for a long term care (LTC)
LOC. It does NOT have to be the assessment date provided on Page 1 as the
assessment might have been completed while the person was at the acute .OC
or after a person who has been at a LTC LOC with Medicare or other health
insurance coverage becomes eligible for Medicaid. However. if no date is
entered, the assessment date is considered to be the effective date.

D.  Hospice Elected:  Self-explanatory
E.  Appropriate for HCBS:  Self-explanatory
XIX.  PHYSICIAN'S SIGNATURE:

A physician who has either prepared or reviewed the 1147 should sign and enter the
date of signature. The physician’s name should be printed.

Comments:
Comments by the signing physician, or assessor can be entered here. Additional

information which would clarify the requested LOC, explain any discrepancies with
effective date of LOC, assessment date, and effective date of Medicaid coverage,
contribute to a clearer understanding of the patient’s medical or social condition, etc.
can be entered,

Ll PROVIDER MANUAL: APPENDIX 4 Pages D1 to D44
AUTHORIZATION FORMS
Subacute/Long Term Care/Hospice Level of Care Evaluation  Pages D25 to D25
DHS 1147 Instructions
H-7



Department of Human Services STATE OF HA\VAII

FORM 1147a

Mountain Pacific Quaiity Health Foundation

1360 Beretania 5t., Ste. 500
Honolulu, Hawaii 96814

Med-QUEST Division Level of Care (LOC) Reevaluation
Medical Standards Branch LT
Please Tvpe)
1. Patient Name (Last, First, M1 2. Medicaid I} Number 3. Date of Birth
Month/Day/Year

4, Sex 5. Admission Date
TOF OM Month/Dav/Year

6. Present addressffacility {Specify facility name when appheable)

7. Medicaid Provider [.D. Number

8. Attending Physician (PRINT Last, First, M.1.) 9. Contact Person (Last, First AND Title) Phone Numboey
10, Return form to: Via Fax:
Aztention Phone Via Mail:

Reason{z} — Check all that apply

[J Admission/Readmission after acute hospitalization to NI — Name: Date:
[7] Admission/Readmizsion after acute hospitalization to home and community-based program. Pate:
] Nursing Home Without Walls (NHWW) {1 HIV Community Care Program (HOCP)
{1 PACE Program {J Other — Name:
] Residential Alternatives Community Care Program (RACCP) {Case Management Agency)
Transfer from NF to NF - Name: ate:
[ Changes in LOC.
[ Annual LOC Determination for home and community-based program.
[} DHS required evaluation (example: Annual LOC Determination for Nursing Facility ICF LOC).
{3 Extension of Acute Waitlisted NF status (date of initial determination) Period requested From (mmddyy) To (mmddyy)
{73 At home, waitlisted for NF bed.
[3 At home, waitlisted for home and community-based program.
[7] In Nursing Facility, Requesting Home or Home & Community-Based Program.
71 Home & Community-Based Program placement not found/not suitable, requesting Nursing Facility.
Approved LOC on most current form — Date: LOC BEING REQUESTED — Effective Date:
[} Subacute Level 1 () SNF JIcr ] Subacute Level | (] SNF 1 ek
[] Subacute Level 11 [ Acute Waitlisted ICF [ Acute Waitlisted {1 Subacute Level 17 [ Acute Waitlisted ICF ] Acute Waitlisted
[7] Acute Waithsted SNF ] Hospice Subacute ™ Acute Waitlisted SNF [ Hospice Subacute

Current Status — Check all that apply

] No change in diagnoses - Specify primary diagnoses:

] Additional dingnoges ~ List:

7 Functional capabifities [ Nochange [J Change(s} - Specify:

[l Nursing needs [} No change [J Change(s) — Specify:

3 Change in LOC [ No change ] Change(s) — Specify:

Tlocument need for continuing LTC services at leve! of care being requested:

Anticipated time peeded at LOC being Requested - Dates  From: To: Effective Date:
Physician’s signature: Date:
Physician’s name (PRINT):
To Be Completed By State of Hawaii - DHS/DHS Designee Only
Appraved for[3 Subacute Length of approval: [ 1 year
[Jlevell {7 Levelz Approved LOC effective date
7 §NF [71 6 months
s Approved LOC effective date
1 Hospice ] Other — Speaify:
) Acuse Waitlisted ICF (approved dates) 1o
] Acute Waitlisted SNF (approved dates) to
1 Acute Waitlisted Subacute (approved dates) to
Deferred: ] New 1147 needed.
DHS Reviewer's/Designee's Signature: H-8 Date:

DHS 1147a tRev. 16:402) Do Not Modify Form - Legible photocopies and facsimiles will be acknow ledged as original



Form 1147

STATE OF HAWAH Meountain Pacific Quality Heaith Foundation
Department of Human Services 1360 Beretania St., Sie. 500
Med-QUEST Division Honoluly, Hawali 96814

SUBACUTE/LONG TERM CARE/HOSPICE LEVEL OF CARE EVALUATION
APPLICANT INFORMATION: (Please print or Type)

1. NAME {Last, First, MI} 2. BIRTHDATE 3. AGE | 4 SEX | 5 MEDICARE STATUS €. MEDICAID STATUS
MONTH/DAY/YEAR Part A Fan B T YES ID#
AOvyesONG LYESWUNO UNODateApplied
777777 iD#
7 PRESENT ADDRESS {Specify Facility Name When Applicable} 8 ATTENDING PHYSICIAN

Print last, First, Ml

Prasent Address is J Home D Hospial 0l SNF 3 IGF D Watthsted 23 Care Home 3 Oher v Phone: Fax, i
9. RETURN FOGRM TC: 23 VIA FAX (Print Fax Number Below) L BY MAIL (Print Address Below)
Attention
Prone Provider Medicaid ID# ... {Enter provider # for level of care on effective date.)
19, REFERRAL INFORMATION {To Be Completed by Referring Party) 11. {Te Be Completed by RN or Physician)
A. CONTACT PERSON A ASSESSMENT DATE i I
8. TITLE B. ASSESSOR'S NAME
C. PHONE .. FAX )
0. SOURCE(S) OF INFORMATION Last, First, Mt
O CLIENT O RECORDS O OTHER
0 RESPONSIBLE PERSON TITLE
Name SIGNATURE
Last, First, Mi

Relationship PHONE . FAX

PHONE FAX C. HCBS Option Counseling provided [ Yes O No

Language [ English U Other HNOexplain
E. Requesting L Nursing Facility (NF) i Acute Waitlisted If YES. by whom (Name)

LU PACE Program L1 Hospice
0 Home & Community Based Services (HCBS) Title/Relationship
O nNHwWW W RACCP L HCCP

TO BE COMPLETED BY STATE GF HAWA MEDICAL CONSULTANT OR DESIGNEE ONLY
12, MEDICAL NECESSITY/LEVEL OF CARE ACTION

| O LOC APPROVED EFFECTIVE DATE R
0 SUBACUTE [ Level ! Ulevelll J SNF QICF U HOSPICE
U ACUTE WAITLISTED SNF from o
UACUTE WAITLISTED ICF from oo 20
{ ACUTE WAITLISTED SUB-ACUTE from o
Next Review in 31 Morth 13 Months {6 Months U Annual {specify mmiyy} 1) Cther
NEXT 1147/1147a due on (date) ...
i L DEFERRED

1. L DENIED
Comments .

NOTE: THIS IS NOT AN AUTHORIZATION FOR PAYMENT CR APPROVAL OF CHARGES. PAYMENT BY THE MEDICAID PROGRAM 15 CONTINGENT ON THE
INDIVIDUAL BEING ELIGIBLE, THE SERVICES BEING COVERED BY MEDICAID AND THE PROVIDER BEING MEDICAID CERTIFIED AT THE TIME SERVICES ARE
RENDERED. INDIVIDUAL'S ELIGIBILITY MUST BE VERIFIED BY THE PROVIDER AT THE TIME OF SERVICE.

DHS REVIEWER'S/DESIGNEE'S SIGNATURE DATE

13. DISPOSITION.

0 Home and Community-Based Services

J Nursing Home Without Wails (NHWW) ¥ Nursing Facility
21 Residential Alternatives Comrmunity Care Program (RACCP) [ Hospice
Otevelt Oievel2 0 Own Home
03 HIV Community Care Pragram (HCCP) 0 Extended Care ARCH
LI PACE Program 0 Other
Comments
Signature Date
Y
DHS 1147 {Rev. 10/02) L= Fage 103

DO NOT MODIFY FORM
Legible photosopies and facsimites will be acknowledged as original



STATE OF HAWAL
Departmeni of Human Services
Med-QUEST Division

APPLICANT/CLIENT BACKGROUND INFORMATION (Please print or Type}

1. NAME (PRINT Last, First, Mi}

2. BIRTHDATE

3. FUNCTIONAL STATUS RELATED TO HEALTH CONBITIONS

i LIST SIGNIFICANT CURRENT DIAGNOSIS(ES): |

FRIMARY:

SECONDARY:

Vil MOBILITY/AMBULATION {check a maximum of 2 for a through d)

[0} &. independently mobile with or without device.

[1]b. Ambulates with or without device but unsteady/subject to falls.
{2]¢. Able to walk/be mebile with minimal assistance.

[3]¢. Able to walk/be mobile with one assist.

4} &. Able 10 walk/be mobile with more than one assist.

5]1 Unable to walk.

[ IX. BOWEL FUNC TIONICONTINENGE

f0]a. Continent.

[11b. Continent with cues.

[2]c. Incontinent {&t least once daily).
L

3]d. incontinent (more than once daily, # of limes N 3

. COMATOSE U No O Yes if “Yes,” go to XIV.
I VISIONHEARING/SPEECH

10} a. individual has normal or minimal impairment (with/without corrective
device)of.[J Bearing L Vision T Speech
{11b. Individual has impairment (with/without corrective device) of:

OHearing L Vision [ Speech
{21c. Ingividual has complete absence of:
D Hearing W Vision [ Speech

V. COMMUNICATION \

[0] a. Adeguately communicates nesds/wants.
[1]b. Has difficulty communicating needs/wants
[2}¢. Unable to communicate needsiwanis.

v. MENTAL BEHAVIQOR (circie alt that apply) |

[0]a. Criented (mentaily alert and aware of surroundings),

[1]¢. Disoriented {pariially or intermittently; requires supervision}.
[2]d. Disoriented and/or disruptive.

[31f. Aggressive and/or abusive.

E X. BLADDER FUNCTION/ICONTINENCE

[0]a. Continent.

[11%. Continent with cues.

[2]c. Incontinent {at least once daily).

[31d. Incontinent (more than once daily, # of times

| X1.BATHING

{01a. Independent bathing.
[1]b. Unable to safely bathe without minimal assistance and supervision.
{3) ¢. Cannot bathe without total assistance {tub, shower, whirlpoo! or bed bath},

[ XILDRESSING AND PERSONAL GROOMING

0]a. Appropriate and independent dressing, undressing and grooming.

[11b. Can groom/idress self with cueing. (Can dress, but unable 1o choose or
tay aut clothes.)

{2]c. Physical assistance needed on a regular basis,

{3]4. Requires total help in dressing, undressing and grooming.

[xm.T01AL POINTS

4]g. Wanders at OoDay  Onight O Both, or in danger of self-inflicted Total Points Indicated ... -
harm or seif-neglect.
XV MECICATIONS/TREATMENTS Requires PRNs Only
VI.EEEDING/MEAL PREPARATION | Supervision Actuai
iList gl Signifcant Medicalions, Dosage. Freguenty and mada:
{01a. Independent with ar without an assistive device. Frag
{11b. Feeds se¥f but needs help with meal preparation. Attzct: Treatment sheet if more space i heeded
[2}c. Needs supervision or assistance with feeding. Bnt'ﬂﬂr_
[41d. Is spoonisyringe/tub fed, does not participate. monitoring
VILIRANSFERRING . [E———
[0 & Independent with or without a device, ] -
[2}b. Transfers with minimal/stand-by haip of another person.
[3}¢. Transfers with supervision and physical assistance of anoiber parson. L3 JT—
[4] 4. Does not assist in transfer or is bedfast. g
i3 _

XV.ADDITIONAL INFORMATION CONCERNING PATIENT'S FUNCTIONAL STATUS

DG NGT MODIFY FORM

Legible photocopies and facsiﬂegﬁél be acknowledged as original
Page 20f3
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STATE OF HAWAL
Depariment of Human Services
Med-QUEST Divisien

1. NAME (PRINT Last, First, M) 2. BIRTHDATE

XV], SKILLED PROCEDURES D=Indicate number of times per day (Check L or N if appropriate) L=Lass than once per day N=Not applicableNever

PROFESSIONAL NURSING ASSESSMENTICARE RELATED TO MANAGEMENT OF:

=

bW L

Tracheostomy carefsuctioning in ventilator dependent person.
Tracheostomy care/suctioning in non-ventilator dependent person.
Nasopharyngeal suctioning in persons with no tracheosiomy.
Totai Parenteral Nutrition (TPN) Specify number of hours per day.

Maintenance of periphera¥icentral iV tnes.
IV Therapy — Specify agent & frequency. .

Decubitus ulcers — Stage lil and above.
Decubitus ulcers ~ Less than Stage IH; Wound care - Specify nature of uiceriwound and care prescribed.

cooooooo
D000

_ 3 I instillation of medications via indwelfing urinary catheters — Specify agent.

m} Intermittent urinary catheterization.
G a 1M/SQ Medications - Specify agent.

o Q Difficully with administration of oral medications -~ Expiain.

—— d Swallowing difficulties and/or choking.

4 a Stable Gastrostomy/Nasogastric/Jejunostomy tub feedings; Enteral Pump? U Yes T No

_ ] Gastrostomy/Nasogastric/lejunostomy tube feedings in persons at risk for aspiration. Specify reason person at risk for aspiration.

2 Initial phase of Oxygen therapy; Oxygen therapy requiring dronchodilators.
= Compicating problems of patients on renat dialysis, chemotherapy, radiation therapy, with orthopedic traction, Circle problem(s) and describe.

,,,,,, B | [m] Behavioral problems retated to neurological impairment. Describe.

P u GCther - Specify condition and describe nursing intervention

[dYes  Therapeutic Diet ~ Describe.

dvYes Restorative Therapy. PT/OT/Speech - Circle therapy and submit/attach evaluation and treatment plan.

Xvil. SOCIAL SITUATION

A. Caregiving support system is willing to provide/continue 1o provide care with assistance. Chves O No

State assistance needed by Caregiver

HYES, complete B & C ¥NO, gote D.

B. Name ___ Relationship

Last, First, Mi
Address

Fhone

Fax

C. Person currently has a home and can return home U Yes 1 No Residential setting can be considered as an alternative to faciity. & Yes U No
3. Patient is appropriate for o Care Home L Assisted Living o Hospice Residence
Check ali appropriate site{s} [ Foster Cars I Sheiter L3 Other

XViH. RECOMMENDATIONSIDISCHARGE PLANS

A. Requested LOC 0. Hospice Elected [ Yes L3 No
8. Requested Efective Date of Medicaid Coverage. E. Appropriate for HCBS () Yes [ No
C. Efiective Date of LOC _ N

XIX. PHYSICIAN'S SIGNATURE y DATE

Physician's Name

Please Print
Commenis

3111

=11
DHS 1147 {Rev. 10/02) DO NOT MODIFY FORM
Legible photocopies and facsimies will be acknowledged as original
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INSTRUCTIONS
DHS 1147a

LEVEL OF CARE (LOC) REEVALUATION

APPLICANT INFORMATION

i Patient Name: Self-explanatory

2 Medicaid 1.D. Nunther:
The Medicaid 1.DD. Number and check digit should be entered: if the patient has
applied for Medicaid but has not yet been deemed eligible piease write in
“Pending.”

3. Birthdate: Self-explanatory
4. Sex: Self-explanatory

5 Admission Date:
Date of admission to the current level of care (LOC).

6. Present Address/Facility:
1f Facility, provide name of the facility: if Residence, provide street address, city,
and zip code.

7. Medicaid Provider ID;
Medicaid Provider 1.D. number specific to the LOC {example, if waitlisted in an
acute hospital, provide the appropriate waitlisted number)--if unknown, state

“waitlisted SNF.”)
s Attending Physician: Self-explanatory

9. Contact Person: and Phone Number:
The name and phone number of the person able to provide additional information

about the patient if needed.

10. Return Form:
State how you wish the form sent back to you--by mail or fax and to whose
attention this should be directed. The form will not be mailed or faxed back to
you with a cover sheet. Therefore, it is critical that this information is accurate.

21 PROVIDER MANUAL: APPENDIXR Pages D1 {0 D44
AUTHORIZATION FORMS
Level of Care (LOC) Reevaluation Pages D27 of D29

DHS 1147a Instructions H-12



REASON(S): (Check all that apply) Self-explanatory, except, as follows:

Change in LOC

Check this if a LOC change is being requested. The blocks “Approved LOC on Most
Current Form” and “LOC Being Requested” specify the specific LOC change being
requested.

In Nursing Facility, Requesting Home and Community Based Program

Do not check this unless the patient needs information on home and community based
options. A direct referral to the Home and Community Based Program in which the
patient is interested should be done.

APPROVED LOC ON MOST CURRENT FORM (date): The LOC approved in
Section 12. Page 1 of the most current 1147 form or on the most current 1147a should be
checked and the effective date of the LOC should be entered.

LOC BEING REQUESTED (effective date}. The LLOC being requested should be
checked and the requested effective date should be entered.

CURRENT STATUS: (Check all that applv)

No change in diagnoses: (List diagnoses)
Diagnoses should be taken from the most current 1147 Form (page 2), or on the most
current 1147a. The primary diagnosis should be listed first.

Additional Diagnoses: (List diagnoses)

Any new diagnosis (ses) which affect(s) the medical care and NOT listed on the most
current 1147/1147a Form should be entered. If more than one, the most important
diagnosis should be listed first.

Changes in Functional Capabilities: (Specify)
These refer to increases/decreases/ in ADLs, behavioral, and cognitive functioning.

Changes in Nursing Needs: (Specify)
These refer to increases/decreases in skilled nursing needs

Changes in LOC: (Specify current LOC and explain the change)
These refer to increases/decreases in functional capabilities or skilled nursing needs
sufficient to change a person’s LOC.

24 PROVIDER MANUAL: APPENDIXR Pages D1 to D44
AUTHORIZATION FORMS
Level of Care (1.LOC) Reevaluation Pages D28 of D29

DHS 1147a Instructions H-13



DOCUMENT NEED FOR CONTINUING LTC SERVICES:

This is an assessment of the individual and his/her current status and why LTC services
need to be continued. ! the answers to “current status”™ are sufficient to document the
need, you may enter “see above.”

ANTICIPATED TIME NEEDED AT CURRENT LOC: Self-explanatory

EFFECTIVE DATE:
This is the effective date of the LOC being requested.

PHYSICIAN’S SIGNATURE: Self-explanatory

DATE is the date the physician signature was obtained.

PHYSICIAN’S NAME: Self-explanatory

PROVIDER MANUAL: APPENDIXR Pages D1 to D44
AUTHORIZATION FORMS
Level of Care (L.OC) Reevaluation Pages D29 of D29

DHS 1147a Instructions

H-14



Hawaii Early And Periodic, Screening, Diagnosis, and Treatment (EPSDT) Exam

-PATIENT INFORMATION

Health Plan tsiand of Residence Indicate the EPSDT perodic streening age being reported Type
AHBHBRRBREBRRHBBBEEBRRARAE HHHHHHE
O{0{O|0j0I0JO|00|0{0 00000000 |O{0}0(0I0|0 O|C|0|C|0|0]|C|0
Teday's Date (MMDDYY Name {L.ast, First, Middle Initial} Medicaid/QUEST ID Birthdate (MMDDYY) M1F

010 {0 00

List any birthinewbom complications, including abnormal NB Screens, significant ilinesses,
injuries, surgery, and hospitakizations. (APGAR, Birth Weigh! are optional after 1 year of age)

MEASUREMENTS Allergies Medications
Temperatare-C or F Blood Pressure

i A CU BTN RPN SRV LI (it ol abnormal findings andior concerns noted in Measuremgg s urveiiance and/or Screening (Also list
SURVEILLANCE normal except as noted other screening tocls used). Use this space for additional oo 4 ‘

VisionfHearing/Dental/Orall Development and
Behavior, Lead & TB Assessment, Health Education,

Counseling & Age Appropriate Anticipatory Guidance
SCREENING done today Y N
SnelienfAllens. . 5. 5. 8, 10y, 1y, 14y 18y, 18y, 20y

Audiogram (20-25 db screen) ¥

Blood Lead Levet o -12m.2
Hgh/He) - 12m, Femaies-12y — 165

PPD tam, 2y, 1294y
Dey: PEDSIAS() o 12m, 18m 25, 3y, 4. &
Other Dev/Beh - List
DIAGNOSIS/STATUS
O well chid

List Acuie ilness{es):

QO|0|0|0j0]|0]|0
O 0[0]010|0|0

Codes of CSHCN

Q | Acute linsss

REFERRALS MADE TODAY [8R Y- indicate below Frint names of specialists ko whom referrals were made today

O {x#xss O jooo o Q | Ophthalmology

O {PHN o |Chid O Q ! Nephrclogy

Welare

O icamHp | O |DOE

Gastroenterology O i Umology

Other(s)--fist

List additional information or other assistance needed

Managing medical condition
andfcr medications
o Coordinating multiple
appoiniments
0 Obtaining specially services
Qbtaining foreigh
O | Ganstaion _ Other
¢ | Witten plan of care (POC) has bean O | Family needs assistance in If assistance is needed, please provide parent’s/
given to fhe family fofiowing the PGC caregiver's tefephone no. 1o facilitate coordination

¢ iHepB O |DTaP O IV O iHib QO |Rolav QO |PCV O | MMR
O i influenza O | Varicella O iHPY O i MCVAMPSY4 O | Tdap O |HepA O | Other(s)
List Other(s) mmunizations up fo date {ateh up scheduled

rmed today by me or my staff under my supervision.

FProviger Name (Prind} Signature Phone #
Y N
Q10
DHS 8015 {07107} Original ~ Claim/Encourder Atachment  Copy —Provider

i-1



Hawai'i Early And Periodic, Screening, Diagnosis, and Treatment (EPSDT) Exam
ADDITIONAL JNFORMATION
Foday's Date (MMDDYY) - Name (Last, First, Middie Initial)

‘Additional information, comments, concerns, and/or clarification pertaining to HISTORY:

- Provider Name [Print}

Additional information, comments, concerns, andor clarification pertaining to PHYSICAL EXAMINATION MEDICATiOﬁS ALLERGIES

mments, concerns, andlor clarification pertaining tﬁ SURVEILLANCE, SCREENING, and DIAGNOSIS/STATUS

Additional information, co

Additional information, comments, concerns, an&for clarification pertaining to REFERRALS AND CARE COORDINATION

Additional infonnatign, comments, conterns, andlor clarification pertaining to IMMUNZATIONS:

Additional infonnétéon, comments, concemns, andlor clarification pertaining to OVERALL HEALTH STATUS

PROVIDER INFORMATION: By signing befow. | attest that the services indicated above were performed today by me or my staff urder my supervision.

DHS 8015A (07/07) Original - Claim/Encounter Attachment  Copy - Recipient's Medical Record

1-2




Hawaii Early And Periodic Screening, Diagnosis, and Treatment (EPSDT) IMMUNIZATION CATCH-UP &

PATIENT INFORMATION

FOLLOW-UP Form

istand of Residence

Health Plan
. Medicaid
AlphaCare é"g;ssﬁr C'J(Sgg{r Summeriin E;:‘e—eﬁr Other Hawsil Kauai Lanai Maui Molokat Qahu
o O O 9] 0] O o O o} O O O
Today's Date (MMDDYY) Neme £ ast, First, Middie initial) : Medicaid ID# Hirthdate (MIVED?YY) M F
ONSGIVENTODAY O Y.makbelow O N

SCREENING DONE OR REPEATED TODAY

Screening Y

DTaP (Diphiheria, 1PV (Inactivated Hits {Haemophi
- philus ) PV
© | HepB (Hepais B) O | Tetanus, Acellular o Poliovirug) O nfuenza Type B) O | Rolay (Rotavinus) © {Preumocoseal)
oo i
dap {Tetanus,
MMR {Measles, ) - . HPY (Human MCVAMPSVE
(o] Mmps, Rubeta) O | Diphteria, Acellular O | varicela O Sapilomavires) e) (Moringtoocoal) O | Infruenza
Pertugsis}
List ather(s)
O | Heph (Hepaiitis A} O | Gtherls)
- Comments on catch «p of immunization status
0| vpto gt O | ptoral o

SnefleniAlien

Audio {20-25 db screen)

Blood Lead Level

Figh/Ht

PPD

Jev:

PEDS/ASQ

C|O|0I0I0|0)|=

O

Other Dev/Beh - List
FOLLOW-UP ON DIAGNOSIS{SES) AND TREATMENT

Well chitd

o

List abrormalities and/or concerns related to the screenings performed today and or abnormalities in Mgb/Hct, PPD, blood iead
or screening results not previously noted during an EPSDT exam

£ Y-indicate below
O | CSHON

O N

identified today

Agencylies)

Specialtis{s)
CARE COORDINATION ASSISTANCE NEEDED

Bringing immunizations up to date

|0

Arranging transportation

Scheduling/Keeping appointments

Obtaining foreign/sign Janguage franslation

Q  Y-indicate below

O Y -indicate below

D N

O N

List addifional information or other assistance needed

i “Y" fist agencylies} and specialist(s). For follow-up, list resuits from previous referrai(s)

If ¥ st congition(s) andior treatment follow-up provided today andfor new condition{s}

Ci0|0|0|0O

If assistance is needed, please provide parent'sicaregiver’s telephong no. to

Other facilitate coordination
PROVIDER INFORMATION: By signing below | aftest that the immunizations and screenings indicated above were given today by me or my staff under my supervision
Provider Name {Print) Signature NP # Phone #
DHS 8016 Original—Claim/Encounter Attachment Copy-- Provider
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