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/A acs COMMUNITY MENTAL HEALTH CLINIC
_ PRIOR AUTHORIZATION REQUEST

A Xerox ;) Company Fage 2 of2
Pages 1 and 2 of this request must be pleted. Requests without both pages cannot be processed.
Provider Information Recipient Information
Provider Name I Recipient Mame I
Provider 1D I Recipient ID
Rehabilitation Services, Adult and Child Code Modifier Unit 18. Units Requested
Comp multidisipln evaluation [Functional assessment]. H2000 ... UG ... 15 min I
Oral med adm, direct observe [on-premises].............. 1 day I
Oral med adm, direct observe [off-premises]............... 1 day I
Skills train and dev [Group skill development] 15 min I
Skills train and dev [individual skl development]........ H2014 15 min I
Case management...........o L TIOTE L 15 min I
Rehabilitation Services, Child Only Code Modifier  Unit 19. Units Requested
Skills train and dev [Family skill developrment] H2014 HR 15 min I
Recipient Support Services (RSS) Code Unit 20. Units Requested

Psysoc rehab sve

Current GAF Score I (DBH review is required)

Explanation (fully describe the justification far the requested RSS; attach a separate paper if necessary):

By submission of this form, the provider:
+ Affirinz the sesessment of the reciplent's symptomatology snd current level of functionality is documented in the recipient's record and indicates the
units and duration of services requested are medically necessary;
+ Affirnz the recipient's record inclucdes documentstion of the interdisciplinary team, physician, of mentsl healtth clinician recommencation of the
recuested services as medically necessary;
= It the recipient is a severely emationally disturbed child, the documentation must shov that the interdisciplinary team reviewed the featment plan
and recommended the requested services as medically necessary.
= Ifthe recipient is @ severely emationally disturbed adutt or & chronically mentally il acutt, the documentstion must show that the recipiert's
mental heath professional clinician or the recipient's physician reviesved the trestment plan and recommended the requested services &z
medically necessary; and
+ Acknowvledes the services are subject to post-payment review for medical necessity and completeness of documentation according to
MedicaidDenali Kid Care program rules. The Department of Health and Social Services may recoup payment for any services that are not medically
necessary, not properly documented, or not in compliance with MedicaidDenali Kid Care program rules.

21. Clinic Signature Title
22. DEH Signature Date
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DAY TREATMENT SERVICES
PRIOR AUTHORIZATION REQUEST

(See instructions on the reverse side)

1. Request Date

2. Contact Name and Address (decision will be returned to this address) Additional Contact Information

3. Phone No.

4. Fax No.

5. E-Mail Address

6. Provider Name 7. Provider 1D No.

8. Recipient Name

9. Recipient ID No. 10. Date of Birth
11. (Use only if new request):  A.[ Initial Request B, Request Dates: From: Thru:
C. PA No. (For ACS use only)
12. (Use only if an update to an existing PA): A, O Update  B. Update: From: Thru:
C. PA No. (Required for PA updates only)

Day Treatment Services - SED Child Only Uni Code 13. Units Requested

Behavioral Health Day Treatment, per hour 1 hour H2012

By submission of this form the provider:

e affirms the assessment of the recipient’s symptomatology and current level of functioning is documented in the
recipient’s record and indicates the units and duration of Day Treatment Services requested are medically
necessary;

e affirms the recipient is a severely emotionally disturbed child at risk for out-of-home placement, and recipient’s
record includes documentation that the interdisciplinary team establishing the treatment plan has recommended
the requested Day Treatment Services as medically necessary; and

e acknowledges the services are subject to post-payment review for medical necessity and completeness of
documentation according to Medicaid/Denali KidCare program rules. The Department of Health and Social
Services may recoup payment for any services that are not medically necessary, not properly documented, or not /‘
in compliance with Medicaid/Denali KidCare program rules. 4 ACS

14. Signature Title A Xerox G\ Company
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I Services Authorized by ACS, cont.

Behavioral Health Services

= To extend units beyond service limits for substance abuse
Services:

= Call the Division of Behavioral Health:
(907) 269-3697

(907) 269-3623 fax
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SUBSTANCE ABUSE TREATMENT SERVICES
AAC s

PRIOR AUTHORIZATION REQUEST
Effective 01/01/2010

A XErox @,) Company Page 1 0f2

Provider Information Recipient Information
1. Request Date I 8. Recipient Mame I
2. Provider Mame I 9. Date of Birth I 10. Recipient 1D
3. Provider ID | 11.Gendet: [~ Male [ Fernale
4. Contact Mame and Address 12. Recipient Address |

(decision will he returned to this address)

[T a. Private Home [" b. Foster Home

[T c. Office of Children's Services Rehabilitation Home
[~ d. TransitionaliSupported Living Home

5. Phone N, | [T e. Residential Substance Abuse Treatment Center

6. Fax Mo. I [T f HomelassiShelter [T g. Other-Explain

7. E-Mail Address I

12.[7 New Request Requested Dates: From: I Thru: I

14.[" Update to existing PA a. Update From I Thru: I b PA Mo
(Required for PAupdates onh.)

Alcohol and/or Drug (Substance Abuse) Program or Treatment Services
Services Code Modifier Unit 15. Units Req. Rate 16. § Req.
Drug screen, qualitate/multi

IMuttiple drugl 80100 1 screening | +
Medication managerent 90862..... 1 visit [ % g0 [
AlcohoFdrigrsubstance abuse treatment programysenice
+ Individual substance ahuse
counseling H2035 Ug 16 min | X $17.00
+ Asszessment fand diagnosis by
substance sbuse counselior.. ... CHOOM. 1 session...... | ¥ §100.00
+ Group counseling by a clinician...... CHODOE.... TGN I he §9.00
+ Case management
[eare coordination) HOOOG...... 18 min e | X B1E00
+ Acute detoxification fresidential
addichon program, oufpatient. HOo13 1 day. I— ¥ §300.00 l—
» |ntensive outpatient.. HOoOMA..... 15 i | ¥ E17.00
« Intervention semvice
(intermediate service] HODZ2..... 150 . [ % w0 [
* FamiyiCouple counseling
[farnily counseling) T1006...... 15 i | X E17.00
+ Skills development frehabiitation
treatment services] IO 2.... T % st [

17. Tatal § Requested

Pages 1 and 2 of this request must be completed. Requests without hoth pages cannot be processed.

“Per Medicars fee scheduls.
*CPT codes and descriptions are copyright 2009, Ametican Medical Sssociation. Al rights reserved. Applicsble FARSIDFARS apply. CPT code
desoriptions are shortened to 25 characters or less to comply with copyright restrictions. For full descriptions, please refer toyour CPT hook.

Effective 1410 Dates of Service. %
SR A\ ACS
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AAC s SUBSTANCE ABUSE
- PRIOR AUTHORIZATION REQUEST

A XErox @) Company Page 2 of 2

Pages 1 and 2 of this request must be completed. Requests without both pages cannot be processed.

Provider Information Recipient Information

Reguest Date I Recipignt Marmne I

Pravider Mame I Recipient D Mo,

18. Client meets Ametican Society of Addiction Medicine (ASAM) criteria for medical necessity as evidenced by:

ASAM Level Criteria
Dimension of Care
1.
2.
3
4.
o
G.

By submission ofthis fam, the provider:
+ Affirms the assessment of the recipient's symptomatology and current level of functionality is documented in the recipient's
record and indicates the units and duration of services requested are medically necessary,
+ Affirms the recipients record includes documentation of the clinical team recommendation of the reguested services as
medically necessary, and
« Acknowledges the services are subject to post-pavment review for medical necessity and completeness of documentation
according to Medicaid/Denali KidCare program rules.
The Department of Health and Social Services may recoup payment far any services that are not medically necessary, not properly
documented, or not in compliance with Medicaid/Denali KidCare program rules.

18, Signature Title

Ifthis farm regquests more than $10,000 of services infield 17, it must he approved by the Division of Behavioral Health {DBH)
Treatment & Recovery staff befare it is submitted ta Affiliated Cormputer Services, Ine.

20. DBH Signature Date
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I Services Authorized by ACS, cont.

= Dental
= Orthodontia & other dental procedures

= Enhanced adult dental services

= (907) 644-9861 Fax
= (800) 994-7934 or (907) 644-5997
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I DME Certificate of Medical Necessity

= A provider seeking prior authorization for DME may make
a request:

= |n writing on a certificate of medical necessity form:
Completed by attending physician, physician assistant or nurse practitioner

= Refer to section | of DME provider billing manual for a list
of items which require authorization.

= Requests for listed skin products require National Drug Code
(NDC) for the product.
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I Travel PA Request Procedure

= Call (907) 644-6800 or (800) 770-5650

= Have the following information ready:
= Recipient Alaska Medical Assistance ID number
= Appointment dates
= Diagnosis
= Referring and receiving provider
= Qrigin and destination
= Escort information, if applicable
= Letter of Medical Necessity (LDMN) may be required
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What Happens After | Request an
Authorization?

= Faxed or mailed requests are received in the ACS Prior
Authorization Unit.

= ACS:

= Tracks and manages all PAs.

= Verifies eligibility.

= Reviews history of prior services.
= Conducts medical review.

= Authorization is approved, denied, or pended (if additional
information is needed).

= Copy of PA Is forwarded to provider. :
A ACs
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I Pharmacy PA Resources

= MAP (Managed Access Program) Help Desk
= FHSC

= ProDUR (Prospective Drug Utilization Review) Help Desk
= Technical help desk
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I When to Call MAP Help Desk

Prescribing provider requests PA:

= Oxycodone/OxyContin® (single entity, in immediate release
and sustained release)

= Fentanyl patches (Duragesic™)
= Butorphanol nasal spray (Stadol™)

= Growth hormone

%\ACS
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I When to Call MAP Help Desk, cont.

Prescribing provider requests PA:
= Clozapine
= Chantix® (Varenicline)

= Proton Pump Inhibitors (PPIs)
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I MAP Contact Information

FHSC pharmacy MAP Help Desk in Houston, TX:

= Phone: (800) 331-4475
= Fax: (888) 603-7696
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I Oxycodone/Fentanyl/Butorphanol PA Form

AL ASKA DIVISION OF MEDICAL ASSISTANCE
REQUEST FOR PRIOR AUTHORIZATION

PRESCRIBING PHYSICIAN: MEDICAID PATIENT:

FIRET NAME LAST HAME FIRST HAME LAET HAME
FHONE NUMBER MEDICAD 1D NUMBER DIVISIE OF MEDIC AL ASSISTANCE 1D NUMBER
FAX KUMBER TIATE OF BIETH TEX
DISPENSING PHARMACY: AUTHORIZATION DATES:

HAME PHONE HUMBER FAX MIDHER REGLEST DATE BEGIN DATE

FPLEASE DOCUMENT BELOW THE APFROPRIATE CLINICAL INFORMATION FOR AUTHORIZING THIS
MEDICATION AND RETURN TO THE FAX NUMBER LISTED BELOW. THANK YOU FOR YOUR COOFPERATION.

NOTE: INCOMPLETE REQUESTS WILL BE DENIED UNTIL ALL REQUIRED INFORMATION IS RECEIVED,

EEQUESTED MEDICATION
CHECK BOX IO LEFT OF REQUESTED MEDICATION AND SUPFLY STRENGTH AND DAITY DOSE

OXYCODONE , IMMEDIATE RELEASE

HTRENGTH DALY CEI5E
OXYCODONE , SUSTAINED RELEASE

STRENGTH DAILY TSR
OXYCODONE , COMFOUNDED

STHENGIH DAILY DEEE
FENTANYL PATCHES

STHENGTH DALY DOSE
BUTORPHANOL NASAL SPRAY

STHENGTH DAILY DOEE

DIAGNOSIS FOR REQUESTED MEDICATION

OTHER ANALGESIC MEDICATION PREVIOUSLY TAKEN

RETHCATIGH RANE STHERAATH DATLY DOSE TATE STARTED TATE SITEFED
REDICATIGN HAME STHERGTH DATLY DOSE TATE STARTED TATE STTEFED
FEETHCATION FANE FTREGTH TAILY DE TATE STARTED TATE STCPFED
FRESCRIBER'S SIGMATURE HPECTALTY

AFFILIATED QOMPUTER SERVICES, INC. TSE ONLY: [ JAPPROVED [ | CHANGED [ ] DENIED

sk irst Heath Services Corp.

LENGETH OF AUTHORIZATION

MAF FHARMACIET F TECHMCEAM CUMMENTS

— %\ ACS

SUBMIT REQUESTE TO: AFFILIATED COMPUTER SERVICES, IIC.  FAX: (383) §03-740¢ TELEPHONE: (300) 331-4473

REVEED 0 A Xerox i) Company
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I Human Growth Hormone (HGH) PA Form

State of Alaska Divizion of Medical Assiztance
Human Growth Hormone Prior Anthorization Form
Revision 1, 4/3/03

Patient Name: Medicazd ID: City Stats
Patient DOB- Sex __ Diagnosis
Printed Physician Name Phone: Fax:
HGH st be preseribed by 2 Pediatric Endocrmologist.
Fequestsd | Drug Name Strength —Wate 5, 10 | Daily desage & frequency Cuantity of vials, | Stant date
product - mg o Canndze caridges
ki Strensth reguested
Genotropin
Humatrope
Waorditropin
Witropiz AQ,
Dspet
Frotropin
Saizen

Medical Assessment. pleass attach svowth chart:

Cwrrent hiezghs oIm, % 1le. Growth Velociny: cmyT. %aile. Last Exam data
Current Weight: ke %o ils. Mother's Heigh:: cm Father's Height: _ om Adopted

Bone Age: __ v__ mo Chronclogic Age: Epiphvses Open: TN

Growth Hormone Stimulation Tasting: Other Tests:

Methed: Diate Lavel: Tast: Date Rasul

Method: Date Lavel: Tast: Date Fesult
Impression Tast: Diate Fasul

Grenetic fest Thyreid Function Test:

Documentation of Medical Wecessity for product eoverazs wsed for srowth faillme and lzbeled mdications:

la. Patient has growth failure < 3 percentile ar = 2 5D below the 30" pexcentile an a growth chart
chowing between 3 and 97% parcentile; AND

1b. Growth retardation: Patient’s height velocity = 10™ percentile of normal for ags & sex and is tracked
over one vear; AND

lz.  Lack of response to standard GH stimulation tests: = 10 ng; for insulin/ L-Dopa / arginme / clomidine
! ghacagon / propranolel.

Ja. Patient has growth failure = 3 percentile or = 2 5D below the 50" percentile on a zrowth chart
showing betwaen 3 and 97 percantile for aze and sex; AND

Jb. Growth retardation: Patient’s height velocity = 10™ percentile of normal for aga & sex and is tracked
over one vear; AND A
2z, Clinieal mstory & lab measuwrements consistent with kidney failure. A c s
2 ; ~
2003 4 pa ghdac ! A Xerox @, Company
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I HGH PA Form second page

State of Alaska Division of Medical Assiztance
Human Growth Hormone Prior Authorization Form
Revizion 1, 4/3/03

o Turmer Svndrome — Coverage of GH for children with srowth vetardation who meet 3a. 3b, and 3c below:

%a. Patient has growth faihoe = 3 percentile or = 2 5D below the 50" percentile on a zrowth chart
showingz between 3™ and 97% percentile for az= and sex; AND

3b. Growth retardation: Patient's height velocity < 10™ percentils of novmal for age & sex and is tracked

over one vear; AND
3e. Duagnesis of Twners Syndrome 15 confirmed by appropriate genstic fesing.

2 Prader-Willt Symdrome - Coverage of GH for children with Prader-Wilh Svmdrome and srewth retardation

requires that patients meet 23 b, and Jc below:

4a. Patient has zrowth failure = 3 parcentils or = 2 5D below the 50™ percentils on a arowth chart

showing betwaen 3™ and 97 percentle for age and sex; AND

b, Growth retardation: Patient’s height veloeity < 1" percentila of nermzl for age & sex and is tracked
over one year; AND

4c. Diagnosis of Prader-Willi Syndrome 15 confixmed by appropriate genetic testing.

= Orphan Droe Indication:
Russell-Silver or Interuterine syowth retardation — Coveraze of GH for cluldren with srowth retardation who meet

all the following: The diaguosis of this requires review of the Medical Consultants, Qualiz.

o Re-guthorization: FGEH will be re-authorized every six months the fivrsé vear, then vearly theyeafter. Fe-
authonzation will be denied i 52, or 5b, or 5¢ 13 frue:
5a. Growth veloeity 15 less than 2 eovvy over one vear of therapy; or
5b. Growth epiphyses are fusing (Bone age is greater than or equal to 14 vears in gnls or 15 in bows); or
Se. Height iz within the 3™ parcentile of normal adult height {65 inches in bays, 60 inches in girls).

Physician's Siznamrs:

. . ., INC. USE OHLY: APPROVED [ ] CHANGED [ | DENIED
First Heath Services Corp. . tl t tl

IXATE TERGIH OF ALFTEORIZATION

MAF FHARMACIET DOMVENTH!

W HUMBER S
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I HGH PA Form third page

State of Alaska Division of Medical Assiztance
Human Growth Hormone Prior Authorization Form

Revizion 1, 4/3/03

Dhugz Mame & Labeled indications for Pediatrie Patients as of 11719/02: nsas ather than those balow requize
eview by our Medical Consultants

Geoofropin #- is indicated Sor Long-term treatment of pediamic patients who have growth failuze doe to 20 inadegaate secretion of
endegenpus growik homens (GH). Geoostropio Long-temm freatment of pediatnic patents who have growth fathire due to Prader-Wili
syndpome (PWE). The diagnosiz of BWS shoulid be confimed by appropoiate g2petic sestce.

HEumamope 48- — Pediatnc padents with growih failkre due fo madequate sacretion of nomeal spdogenon: growth hormons or Teament of
short stafre for these with Tumer’s Syodrome whose epiphyses have oot closed.

Merdmopm 8- Growth fadlore dae to GHI Growth failure in gids doe 1w gonadal dysesnesis (Tumer syndrome). Growth retardation In
prepizzerial childrer dus to Chronic Renal Disease.

Muropin ® - is also mdicated for the weatnent of growih fibare associated with chrowic repal insufficiency up 1o the tme of repal
transpiantation. Mumopin therapy should be nied in copjuncton with opimal management of chrowic repal msufficiency, Mumopin#] is
alzo indicated for the lonz-term freatment of short stange associased with Tarner syedrome.

Nutropin ACHE is indicated for the leng-tamm weatmaent of growtk fadlure due fo a lack of adequate sndogepous GH sacretion. Mumopin
A iz also ipdicated for the reatment of growth filare associated with chronic repal insutfciercy up 10 the dme of rezal
iranspinptaiion, MNumopin ACQ therapy should be ussd in copjupction with optimal management of chrowic repal insnfficiency. Nutropic
A s also mmdecared fior the long-term treatmeent of short statare associated with Tioper syndroms.

Nutropin Deped® is mdicated for eatmart of growth failure due to 2 lack of adaguate endogenous GH secretion

Promropin - is mdicarsd only for the lonz-term treatment of children whe have growth faiinrs dus 1o 2 lack of adagnate sndozenons
zrowih homwone secTebon.

Saizen @ - 15 mndicated for the lenz-tanm treatment of childres with growdh failure due fo madequate szcretion of endogenous growth
hompne.
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I Clozapine PA Form

ALASKA DIVISION OF MEDICAL ASSISTANCE
REQUEST FOR PRIOR AUTHORIZATION - Clozapine

FRESCRIBING PHYSICIAN: MEDICAID PATIENT:
FIRET MAME LAST NAME FIRST HAME LABT MAME
PHONE NMUMBER MEDICAID 1D KUMBER DIVISION OF MEDIGAL ASSIBTANCE :D NUMEBER
FAX MUMEER DATE OF BIRTH  BEX
DISPENSING PHARMACY: AUTHORIZATION DATES:
PHONE NUMBER  FAX NLWEER SEGUEST DATE BEGIN DATE
Diagnosis:
1l Schizophrenia

Treatment is resistant {failure to respond to adequate courses of two standard anti-psychotics): [] Yes [] No
{ir no checked, DA not authonzed.) List:

I Schizoaffective disorder
Patient has had trial of: [J Lithum in combination with neuroleptics
[1 Carbamazepine
1 Anti-depressant
[1 None of above trials. {if schizpaffeenive & “none of above” checked, P4 not authorized.

Was patient cempliant with trials [non-cempliance does not constitute failure or resistance}.
[]Yes [[No (¥ nochecked, PA not auihonzed )
{1 Other Diagnosis (name)
{If other checked, fax this form to ACS, Anchorage 907-544-5024 )
Check side effects to previous drugs experienced by patient:
0 Allergy JEPS [] Neurcleptic!™ ©  ant Syndrome [] Tardive dyskinesia

Patient progress measured by BPFRS:
Initial BPRS score:
Subsequent BPRS score:

Improvement: []Yes [ Mo

{If ho imp 1 chackad, SUbE9q Pids noz auzhonzed.)
Initial authorization limited to two months. Subsequent autheorizations granted for twelve months.
Estimated tablets of each strength for 2 months supply: Dose mgfday 23myg 100mg

Subsequent authorization limited to twelve months. Estimated tablets of each strength for 12 months supply:
Estimated tablets of each strength for 12 months supply: Dose mgiday 23mg 100mg

Prescriber signature: Speciality
FOR ACS LISE GNLY: [ JAPPROVED [ JCHANGED [ ]
DEMIED
For FHSC use only
DATE LENGTH OF AUTHOAIZATION
WMAF PEARMACIST | TECHNICIAN ‘COMMENTS

HOC RUMBERS

SUBMIT REQUESTS TO: %\ A c S

AFFILIATED COMPUTER SERVICES, IHC. FAX: (388) 603-7696  TELEPHONE: (300) 331-475  (Form L27406)

T Ot TTCOt T UCT VICCO SOt -

A Xerox @,) Company
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I When to call ProDUR

Pharmacy requests PA:
= Lupron depot

= Calcium
= Premarin (for male patients)

= Aquasol A infant drops

ﬂ\ ACS
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I When to call ProDUR, cont.

Pharmacy requests PA:

= Non-fluoride infant vitamins (such as Tri-Vi-Sol) while
mother Is breast feeding

= Naltrexone
= Synagis
= Actig

%\ ACS

A Xerox @,) Company




I When to call ProDUR, cont.

Pharmacy requests PA:
= Revatio

= Early refill overrides

= Care Management Program overrides
7 AAC 105.600

ﬂ\ ACS
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I Naltrexone PA Form

Form G103]
DIVISION OF BEHAVIORAL HEALTH (DBH)
MEDICATID NALTREXONE PRIOR-AUTHORIZATION

Aceroy SecTion (To BE COMPLETED BY THE COUNSELOR])

SrEsTANCE ABUsE COUNSELOR (FRINT BAMT AND SR CERTIFICATION ¥UMEER AND Exr. DaTtze

The centified mreatment counzelor ksted above certifies that the patient Hsted Delow is 12 years of age or older, = aloehel or opizte
dependeat, with alcchol or opiate dependonce as the primary addiction: has besn admitted 10 and is cumently in a Substance Abuse
treammert pragram, funded and approved by the Duvision of Behavioral Health: and that Substance Abuse freatment is scheduled
o be provided for & maximnm of sixteen (16} weeks

ParrenT SEcrion (To EE CCMPLETFD BY THE PATIENT)
ParmenT Naume Pariznt MEpicarn IDE Arurssron Darte DErENDENCY

Carccmor [Jorware

PATIENT AUTHORIZATION FOR DISCLOSURE OF CONFIDENTIAL INFORMATION
(T BE COMPLETED BY PATIENT)

i authorize the cemified submance abuze counsslor mdicatsd above o
discipse patent identifying information. my stamis as 2 patient aond their weatment recommendaton fo my physician and the
pharmacy mdicatzd below for the parpese of acquinng 2 prescription for palirexons.

Physician:

Pharmacy:

I uederstand that wy records are protecied under Faderal Confidsptabiny Feguliations (22 CFR, Part 2) and canpodt be disclosed
without my written consent unless otherwise provided for in the regulations. I alse understend that I may reveke this consent at
any ome exncept 1o the extent thar action bas beep taken in reliapee on it This consenr shall expirs &0 days from the dae sigoed. I
further ackoowladee that the information 1o be Teleased was fully explaized 1o me and thar this consent i3 given of my owe f2a
will.

PATIENT™S SIGNATURE: DIATE:

PHARMACY SECTION (TO BE COMPLETED BY THE PHARMACY)

I have received & prescription for palirexens for the pattert named above Tom the patient's prescriber 2nd have filled the

prescriptor as authorzed I understand that reimbursement from Alaska Madical Assistance for alirexone shail only be mads

under the following cordition:

1. The recipient is Medicaid sligible,

1. The medication 1= provided as part of 2 comprehensive meatment program 25 venfiad by the certifisd
Substance Abuss Covmselor above,

. Payment for the medicanon 15 limitad to 16 weeks of continuens uss. The madication i5 lmired 1o a 30 day
supply on exch £11 not to exceed four Alls.

. The phamaacy shall inciude the prescobing physician's Medicaid Prescrber ID Muniber on the Mediczid clam,

The phamacy mwst obmie prior-authonzaton from the ACS Pro-DUR Help Desk prier 1o aach £,

. Racord of the cemificaton shall be kept on fils af the pharmacy for Madicaid sudit parpeses. Prescopitons retmbursed
by Alaska Madical Assistance for paltrexone without this certification record oo file well be considered overpayment.

[

T

PHARMACIST’S SIGNATURE: DATE: A ACS
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Synagis PA Form

Synagis® Prior Authorization Request Form
Alaska Medicaid

FAX Requests to: (888) 603-7696 (ioll free) MAIL Requests to: P& Unit
14955 Heathrow Forest Pl
Houston, TX 77032

Approval does not ensure eligibilly. Piease verify Medicakd eligibiily before complating this forn

Submitted By: O Prescriber O Pharmacy
RECIPIENT NAME MEDICAID 1D # (10 digits) DATE OF BIRTH ({mmiddiayy)
{ Last ! First
PRESCRIBER Information PHARMACY Infarmation
Name
Phone #
NPl # (Not DEA #)
First Health is directed to FAK a response to the Prescriber Fax# Pharnacy Fax #
following fax number(s):

Synagis approvals may begin October 15% with the last date of therapy notto exceed May 149,

Drug Requested Quantity Directions for Start Date for this PA National Drug Code
use

1 | Synagis 50 mg 1 dose per month BO5T4411401
2 | Synagis 100 mg 1 dose per month GO5T4411301
What is the age of the child {in months) atthe onset of REY season? manths
What i5 the child's weight (n Kiloarams)? Ko
What was the childs gestational age when helshe was bom?
O = 28weeks O = 29 weeks but = 32 weeks O = 32 weeks but = 35 weeks O = 38weeks
Does the patient a congenital abnommality of the airvayor a
neuromuscular condition that compromises handling of respiratory secretions? O Yes O Mo

If yes, please list diagnosis:
Dioes the patient have Chronic Lung Disease {CLD)? O Yes O Mo

Ifthe child has CLD, has heishe received medical

therapy for CLD after April 15th of this year? O Yes O Mo

Dines the patient have hemodynamically significant Congenital Heart Disease (CHD)? O Yes O Mo

Please check any of the following risk factors the patient has:

O Child care or day care attendance O Crowded living environment
(= 3 childrenfbedroom ot = 7 people per househald)

O Sibling present younger than &vears of age O Lack of running water in the home

Additional comments conceming RSY prophylaxis in this patient.

%\ACS
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Authorization Criteria; Complete criteria available online at. hitpiihss state ak usidhes/phanmacyimedaiorauthoriz.hirm
Revised 30509
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I ProDUR Contact Information

FHSC ProDUR technical help desk in Houston, TX:
(800) 884-3238

/\Acs
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When to send Pharmacy PA Request to ACS
Anchorage

= Lupron depot (When it does not meet diagnosis criteria
for PA from ProDUR help desk.)

= Use AK-PA form for request.

= Medical documentation from the prescribing
provider must be included with PA request.

(907) 644-6800
(907) 644-5924 fax

%\ACS
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I Qualis Health PA Requests

= Long-Term Acute Care facility admissions and continued
stays

= |npatient psychiatric hospital admissions
= Residential Psychiatric Treatment Centers (RPTC)

= Qualis Health:

(877) 200-9046
(877) 200-9047 fax

%\ACS
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I Qualis Health PA Requests, cont.

= |npatient acute care hospital admissions and continued
stays

= Selected procedures identified in pre-certification list
= http://www.QualisHealth.org

= (800) 783-9207

%\ACS
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I Inpatient Psychiatric Hospital PA Requests

= Non-emergency admissions:
= May be telephonic review with the provider.

= Emergency admissions:
= Notify Qualis by the end of the next working day.

= Continued stays:
= Required for stays beyond initial authorization.

= For behavioral health care admissions, review is conducted
at least every seven days.

%\ACS
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Three-Day Stay Guidelines

(Inpatient Hospital)

= A review must be obtained if patient is not discharged by
the third day. (Day of admission is day one.)

= Review must occur on or before day four of stay.

%\ACS
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I Exception to Three-Day Benchmark

Length of hospitalization:

= Length of maternal and newborn stay related to childbirth:

= Vaginal delivery: 48 hours from delivery

= Delivery/birth is the day after admission. Discharge is within two days
of delivery.

= Cesarean delivery: 96 hours from delivery

= Delivery/birth is the day after admission. Discharge is within four days
of delivery.

%\ACS
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I Residential Psychiatric Treatment Center (RPTC)
Services

= Authorized only for Alaska Medical Assistance recipients
21 years of age or younger.

= Authorizations obtained through Qualis Health:

= Prior authorization of emergency, non-emergency
admissions, and continued stays.

%\ACS
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I Division of Senior and Disabilities Services

= Long-term care admission and level of care determination
= Swing bed and administrative-wait beds

= Personal Care Attendant services

= \Waiver services
(907) 269-3666

%\ACS
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I PA Edits

Edit Codes:

Slide 54

486 — Claim data does not match PA data

487 — Units billed have been exhausted

547 — PA required MD/ANP; Call (800) 331-4475

549 — Non-preferred drug; PA required by pharmacy
550 — PA number not on PA file

551 — Claim provider does not match PA provider

552 — Claim recipient does not match PA recipient

553 — Claim procedure or diagnosis code does not match PA
554 — Claim procedure modifier does not match PA
555 — Invoice type does not match PA

556 — From service date outside effective date on PA
557 — Thru service date outside effective date on PA
558 — PA units or dollars have already been exhausted
600 — PA number missing or not greater than 0
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Centers for Medicare and Medicaid Services (CMS) Standard
5010 Implementation January 1, 2012

Regulate Electronic Transmission of Healthcare Transactions
5010 Transactions Testing

ﬁ\ ACS
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e Center for Medicare and Medicaid Services (CMS)
Mandate

e Two components

- ICD-10-CM Diagnosis Codes

« ICD-10-PCS Institutional Procedure Codes
e Service Date Driven

- Outpatient Claims

- Inpatient Claims

e Prepare Now
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e CMS ICD-10 Website

o Affiliated Computer Services (ACS) Alaska Medical Assistance Website
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e CMS 5010 D.0 Websites

o Affiliated Computer Services (ACS) Alaska
Medical Assistance Website
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I Need More Help?

The ACS Website at http://medicaidalaska.com

= Provides the necessary information you will need for successful billing.
= Includes access to Provider Medicaid Billing Manuals and fee schedules.

Or, you may call the following Departments by dialing:
(907) 644-6800 or (800) 770-5650 (Toll-free in Alaska).
Option keys are noted below:

Billing/Coverage/Claim Status Questions: Option 1 or
(800) 770-5650 (Toll-free in Alaska), option 1, 1

Electronic Commerce Customer Support/PayerPath: Option 3 or
(800) 770-5650 (Toll-free in Alaska) option 1, 4

Provider Inquiry (907) 644-6800 option 1 or
(800) 770-5650 (Toll-free in Alaska) option 1, 1
Enroliment Questions: Option 2 or

(800) 770-5650 (Toll-free in Alaska), # 1, 3 A acs
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