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Medicaid Services Quick Guide

· All students who receive special education services with an IEP are considered to be Medicaid-eligible and appropriate paperwork (i.e. monthly billing, contemporaneous session notes) must be completed for each student.

· Every session note must be signed by the service provider and co-signed by the “Under the Direction Of” (UDO) supervisor, if appropriate.

· Make-up sessions must be provided in the same week as the session that was missed.  Additional guidance for missed session is forthcoming.

· Effective January 1, 2012, NPI # (National Provider Identification Number) will be required for all service providers.

· Medicaid billing for services is suspended subsequent to the student’s 21st birthday.

· Medicaid billing for evaluation/reevaluation is appropriate only if it is indicated on the student’s IEP.

· The CPT code is required on monthly billing forms as well as required as part of the session note.

· 2 separate CPT codes can be used for a session (i.e. 15 minutes eval., 15 minutes therapy), providing the “Rule of 8” (minimum of 8 minutes is considered billable for a 15-minute segment) is followed.

· NYS suggests that service providers keep originals of all documents and distribute copies to districts/agencies.

· Documentation must be retained for a minimum of 6 years from the time services were paid.  Speech therapy records must be retained until the student turns 22.

· Quarterly progress notes are required under IDEA.

NYSED Medicaid Guidance Documents

Initial Entry Into Preschool Supportive Services Flow Chart
http://www.oms.nysed.gov/medicaid/billing_claiming_guidance/flow_chart_process.pdf
Provider Qualifications and Documentation Requirements

http://www.oms.nysed.gov/medicaid/billing_claiming_guidance/PROV_DOC_REQUIREMENT_70610.pdf
Session Notes and Progress Notes

http://www.oms.nysed.gov/medicaid/billing_claiming_guidance/6_Session_Progress_Notes2.pdf
Billing and Claiming Guidance

http://www.oms.nysed.gov/medicaid/billing_claiming_guidance/8_BILLING_Claiming_guidance.pdf
Medicaid Billing CPT codes

http://www.oms.nysed.gov/medicaid/billing_claiming_guidance/documents/SSHSPCPTCodeList8.17.2010.pdf
Medicaid Services Questions and Answers (August, 2010)

http://www.oms.nysed.gov/medicaid/q_and_a/SSHSP_Q_A.pdf
NYSED Medicaid Training Power Point
http://www.oms.nysed.gov/medicaid/billing_claiming_guidance/documents/Medicaid_in_Education_2_2010_Final.ppt
Preschool Supportive Health Services Program (PSHSP)

 SESSION NOTES AND PROGRESS NOTES
Session Notes (Medicaid requirement):

Service providers must maintain contemporaneous records. Session notes specifically document that the servicing provider delivered certain diagnostic and/or treatment services to a student on a particular date. Session notes must be completed by all qualified providers furnishing the services authorized in a student’s IEP for each Medicaid service delivered and must include:

· Student’s name

· Specific type of service provided

· Whether the service was provided individually or in a group

· The setting in which the service was rendered (school, clinic, other)

· Date and time the service was rendered (length of session)

· Brief description of the student’s progress made by receiving the service during

· the session

· Name, title, signature and credentials of the servicing provider and

· signature/credentials of supervising clinician as appropriate

The duties of the provider are discussed in Social Services regulation at 18 NYCRR Section 504.3(a). Medicaid providers must prepare and maintain contemporaneous records that demonstrate the provider’s right to receive payment under the Medicaid program. “Contemporaneous” records means documentation of the services that have been provided as close to the conclusion of the session as practicable. In addition to preparing contemporaneous records, providers in the Medicaid program are required to keep records necessary to disclose the nature and extent of all services furnished and

all information regarding claims for payment submitted by, or on behalf of, the provider for a period of six years from the date the care, services or supplies were furnished or paid, whichever is later.

Quarterly Assessments (Progress Notes) (IDEA requirement):

Progress notes are completed, at a minimum quarterly, by the service provider

and must include:

· The present level of performance of the student,

· The progress that the student is making toward meeting projected

· outcomes of goals, and/or objectives of health related services as

· specified on the IEP.

Progress notes are required, under IDEA and Part 200 of the Commissioner's

Regulations, for each reporting period. An annual review that contains progress

notes by appropriate providers, qualifies as one progress note.

Preschool Supportive Health Services Program (PSHSP)

BILLING/CLAIMING GUIDANCE
Documentation necessary to bill Medicaid (kept on file)

· Provider Information

· Certification/Licensure of all servicing providers (See Provider Matrix)

· “Under the Direction of” (UDO) documentation (if applicable; see UDO explanation/requirements)

· Provider Agreement and Statement of Reassignment (completed by outside contractors)

· Student Information

· Medicaid-eligible student

· Referral to the CSE/CPSE

· Individualized Education Program (IEP)

· Consent for Release of Information

· Referrals or written orders for services as required

· Special Transportation (medical need must be documented in IEP)

Provision of Service

· Service must be medically necessary and

· Documented in IEP

· Ordered by a practitioner acting within his/her scope of practice

· Provided by a qualified provider

· Provided “Under the Direction of” (UDO) or with supervision if applicable

Each encounter must have the following documentation
· Student’s name

· Specific type of service provided

· Whether the service was provided individually or in a group

· The setting in which the service was rendered (school, clinic, other)

· Date and time the service was rendered (length of session)

· Brief description of the student’s progress made by receiving the service during the session

· Name, title, signature, and credentials of the person furnishing the service and signature/credentials of supervising clinician as appropriate

For claims with date of service 6/30/09 and earlier
· Supporting documentation from Sections I and II is required

· Supporting documentation from Section III is required for the applicable minimum visits per month (e.g., two documented speech therapy sessions per month)

· Select applicable monthly rate code

· Transmit to billing agent

For claims with date of service 9/1/09 and later
· Supporting documentation from Sections I, II and III is required

· Provider who furnished the service documents Current Procedural Technology (CPT) code(s) (see SSHSP CPT codes for additional information) that apply to each encounter

· Transmit to billing agent

BILLING / CLAIMING GUIDANCE

	Date of Service
	Documentation Requirements
	Process

	Pre – July 1, 2009
	· Provider Qualifications/Credentials, Agreement and Statement of Reassignment

· Medicaid eligible student’s information including; referral to CPSE; IEP; consent for release of information; referrals or orders for services as required; special transportation needs if applicable.

· Contemporaneous session note documenting provision of service (minimum 2 sessions/month), including

· Student’s Name

· Specific type of service provided

· Whether the service was provided individually or in a group

· The setting in which the service was rendered (school, clinic, other)

· Date and time of service was rendered (length of session)

· Brief description of student’s progress made by receiving the service during the session

· Name, Title and signature of the person furnishing the service and signature of supervising clinician as appropriate

 
	Transmit to Billing Agent:
· Date of Service;

· Billing Code;

· Actual number of services provided in the month;

· Parental consent indicator for eligible students

	July 1, 2009 – August 31, 2009
	No PSHSP claims can be paid
	

	September 1, 2009 and forward
	· Provider Qualifications/Credentials, Agreement and Statement of Reassignment

· Medicaid eligible student’s information including; referral to CPSE; IEP; consent for release of information; referrals or orders for services as required; special transportation needs if applicable.

· Contemporaneous session note documenting provision of service for each encounter, including

· Student’s Name

· Specific type of service provided

· Whether the service was provided individually or in a group

· The setting in which the service was rendered (school, clinic, other)

· Date and time of service was rendered (length of session)

· Brief description of student’s progress made by receiving the service during the session

· Name, Title and signature of the person furnishing the service and signature of supervising clinician as appropriate

	Transmit to Billing Agent:

· Date of Service;

· CPT Code that corresponds to type of service and duration of session;

· Parental consent indicator for eligible students


Preschool Supportive Health Services Program (PSHSP)
Provider Qualifications and Documentation Requirements
NOTE: Delivered services must be signed/dated by qualified provider acting within his/her scope of practice.
Supporting documentation must be retained for six (6) years from the date the services were paid. 
	SERVICE / EVALUATION
	INITIAL
REQUIREMENTS
	IEP
	APPROVED MEDICAID
SERVICE PROVIDER1
	REQUIRED DOCUMENTATION 
FOR MEDICAID

	Speech Therapy Services
	Signed/dated written referral from: physician; physician assistant; nurse practitioner; or speech-language pathologist (SLP) with NYS license and ASHA CCC
Written referral included in the student’s record


	Yes
	NYS licensed/registered SLP having a certificate of clinical competence (CCC) from the American Speech-Language-Hearing Association (ASHA) or certified teacher of the speech and hearing handicapped operating under the direction of a licensed/registered SLP having a CCC from ASHA
	Contemporaneous Session Notes2

	Physical Therapy Services
	Signed/dated written order from: physician; physician assistant; nurse practitioner
Written order included in the student’s record


	Yes
	NYS licensed/registered physical therapist3 or a certified physical therapy assistant under the direction of a NYS licensed/registered physical therapist3
	Contemporaneous Session Notes2

	Occupational Therapy Services
	Signed/dated written order from: physician; physician assistant; nurse practitioner
Written order included in the student’s record


	Yes
	NYS licensed/registered occupational therapist or a certified occupational therapy assistant (COTA) under the direction of a NYS licensed/registered occupational therapist
	Contemporaneous Session Notes2

	Psychological Counseling Services
	Referral by an appropriate school official, such as a school administrator or the chairperson of the CSE/CPSE or other licensed practitioner acting within his/her scope of practice
Referral included in the student’s record


	Yes
	NYS licensed/registered psychiatrist; NYS licensed/registered psychologist; NYS licensed/registered clinical social worker; or licensed/registered master social worker under the supervision of a qualified psychiatrist, psychologist, or LCSW
	Contemporaneous Session Notes2

	Skilled Nursing Services
	Signed/dated written order from: physician; physician assistant; nurse practitioner
Written order included in the student’s record


	Yes
	Licensed registered nurse or licensed practical nurse supervised by a registered nurse, a physician, dentist or other licensed health care provider in accordance with the Nurse Practice Act
	In accordance with the Nurse Practice Act

	SERVICE/
EVALUATION
	INITIAL
REQUIREMENTS
	IEP
	APPROVED MEDICAID
SERVICE PROVIDER1
	REQUIRED DOCUMENTATION FOR MEDICAID

	Psychological Evaluation
	Referral by an appropriate school official, or other official, or other licensed practitioner acting within his/her scope of practice 
Referral included in the student’s record 


	Yes
	NYS licensed/registered psychiatrist or a NYS licensed/registered psychologist 
	If used to identify student’s health related needs for the IEP, must be reflected in the IEP 

	Medical Evaluation
	Referral by CSE/CPSE documented as part of the IEP process 


	Yes
	NYS licensed/registered physician; physician assistant; or a nurse practitioner 
	If used to identify student’s health related needs for the IEP, must be reflected in the IEP 

	Medical Specialist Evaluation
	Referral by CSE/CPSE or primary care practitioner documented as part of the IEP process 


	Yes
	NYS licensed/registered physician specialist; specialist assistant; or a nurse practitioner 
	If used to identify student’s health related needs for the IEP, must be reflected in the IEP 

	Audiological Evaluation
	Signed/dated written order from: physician; physician assistant; or nurse practitioner 
Written order included in the student’s record 


	Yes
	NYS licensed/registered audiologist having a certificate of clinical competence (CCC) from the American Speech-Language-Hearing Association (ASHA) 
	If used to identify student’s health related needs for the IEP, must be reflected in the IEP 

	Special Transportation
(On a one-way basis)
	CSE or CPSE must identify special transportation needs; must be indicated on the IEP; and billed only on a day that a Medicaid reimbursable service (other than transportation) was delivered, at the rate for each one-way trip 


	Yes
	A vendor lawfully authorized to provide transportation services on the date the services are rendered 
	Bus/transportation logs must be maintained 


1APPROVED MEDICAID SERVICE PROVIDER: Provider licenses, registrations and certifications must be on file prior to submitting claims for Medicaid reimbursement. 

2CONTEMPORANEOUS SESSION NOTES: The duties of the provider are discussed in Social Services Law at 18 NYCRR Section 504.3(a). Providers must prepare and maintain contemporaneous records that demonstrate the provider’s right to receive payment under the Medicaid program. “Contemporaneous” records means documentation of the services that have been provided as close to the conclusion of the session as practicable. 

3Having graduated from a Commission on Accreditation in Physical Therapy Education (CAPTE) approved program.

“Under the Direction of” 

(UDO) 

Medicaid Supervision Guidelines 

“Under the Direction of” (UDO) Medicaid Supervision Guidelines

1. The UDO supervisor’s responsibility is to observe each eligible student at the beginning of and periodically (2 or more times per student per quarter for Speech Therapy services {ASHA Guidelines}, 1 hour/week or 2 hours every other week of in-person clinical supervision {NYS Medicaid Plan Amendment, 09-61}) during treatment.  All students who have an IEP are considered to be Medicaid eligible. The purpose of supervision is to ensure students are receiving services in a “safe and efficient manner” according to best practice standards and to monitor the need for continued service.  However, if the UDO supervisor feels that the services being provided are not appropriate, she/he will work with you to change the amount and/or direction of services provided.  
2. The UDO supervisor is professionally responsible for each Medicaid-eligible student for whom you are providing services, she/he will need to be familiar with each student, their goals/objectives, proposed treatment plan, and treatment progress.  The UDO supervisor will need the following information from you: 
· A copy of your schedule – please submit a new copy each time your schedule changes
· A list of students and their home district, and if they are receiving services as a preschooler with a disability

· Each student’s IEP
· Your contact information (school phone #/extension, cell phone #) 
· Access to attendance and contemporaneous treatment session records   
3. The Therapist and UDO Supervisor should work together to ensure that all prescriptions/orders/referrals and any other required paperwork are acquired.  Districts/agencies will expect to receive documentation in a timely fashion, so you are expected to be prepared to have the UDO supervisor sign all documentation in a timely fashion. 
4. The UDO supervisor will provide you with her/his schedule and contact information as soon as possible and will update you whenever it changes.  

5. If you have any questions, concerns or suggestions about the Medicaid supervision process, please contact your UDO or area Special Education Supervisor. 

Medicaid UDO Supervision Guidance - Continued

6. UDO Supervisors must provide each district/agency with “Under the Direction Of” and contact information, as well as copies of appropriate professional certificates/licenses and must update information throughout the school year, as needed. 

Remember, Medicaid will only pay for documented progress, not maintenance.  Considerations regarding need for continuing services must be made periodically.

NYSED UDO Supervision Guidance

http://www.oms.nysed.gov/medicaid/billing_claiming_guidance/2_UNDER_DIRECTION_SUPERVISON.pdf
“UNDER THE DIRECTION OF”
“Under the direction of” means that the qualified practitioner: 
· Sees the student at the beginning of and periodically during treatment; 
· Is familiar with the treatment plan as recommended by the referring physician or other licensed practitioner of the healing arts practicing under State law; 
· Has input into the type of care provided; 
· Has continued involvement in the care provided, and reviews the need for continued services throughout treatment; 
· Assumes professional responsibility for the services provided under his or her direction and monitors the need for continued services; 
· Spends as much time as necessary directly supervising services to ensure students are receiving services in a safe and efficient manner in accordance with accepted standards of practice; 
· Ensures that providers working under his or her direction have contact information to permit them direct contact with the supervising therapist as necessary during the course of treatment and 
· Keeps documentation supporting the supervision of services and ongoing involvement in the treatment of each student. 
“UNDER THE SUPERVISION OF”
Applies only to a Licensed Master Social Worker (LMSW) 
“Under the supervision of” means that: 
Supervision of the clinical social work services provided by the LMSW, with respect to each Medicaid beneficiary (student), shall consist of contact between the LMSW and supervisor during which: 
· The LMSW apprises the supervisor of the diagnosis and treatment of each client; 
· The LMSW’s cases are discussed; 
· The supervisor provides the LMSW with oversight and guidance in diagnosing and treating clients; 
· The supervisor regularly reviews and evaluates the professional work of the LMSW; and 
· The supervisor provides at least one hour per week or two hours every other week of in-person individual or group clinical supervision, provided that at least two hours per month shall be individual clinical supervision. 
The supervisor of a licensed master social worker (LMSW) may be: 
· A qualified licensed clinical social worker (LCSW); 
· A licensed and registered psychologist; or 
· A qualified licensed and registered psychiatrist. 
Preschool Supportive Health Services Program (PSHSP)
“UNDER THE DIRECTION OF”/ 
“UNDER THE SUPERVISION OF”
	SERVICE
	PROVIDER
	“Under the Direction Of”/
“Under the Supervison Of”

	Speech-Language Services
	Speech-Language Pathologist (SLP)
	N/A

	
	Teacher of the Speech and Hearing Handicapped
	Under the direction of a Speech-Language Pathologist

	Physical Therapy
	Physical Therapist (PT)
	N/A

	
	Physical Therapy Assistant (PTA)
	Under the direction of a Physical Therapist

	Occupational Therapy
	Occupational Therapist (OT)
	N/A

	
	Certified Occupational Therapy Assistant (COTA)
	Under the direction of an Occupational Therapist

	Psychological Evaluations
	Psychiatrist
	N/A

	
	Psychologist
	N/A

	Psychological Counseling Services
	Psychiatrist
	N/A

	
	Psychologist
	N/A

	
	Licensed Clinical Social Worker (LCSW)
	N/A

	
	Licensed Master Social Worker (LMSW)
	Under the supervision of an LCSW, psychiatrist, or psychologist

	Skilled Nursing
	Registered Nurse (RN)
	N/A

	
	Licensed Practical Nurse
	Under the direction of a licensed registered nurse, physician, or other licensed health care provider authorized under the

Nurse Practice Act

	
	Physician
	N/A

	
	Dentist
	N/A

	Medical Evaluation
	Physician
	N/A

	
	Physician Assistant
	N/A

	
	Nurse Practitioner
	N/A

	Medical Specialist Evaluation
	Physician Specialist
	N/A

	
	Specialist Assistant
	N/A

	
	Nurse Practitioner
	N/A

	Audiological Evaluations
	Audiologist
	N/A


Cattaraugus County Youth Bureau 

Children with Special Needs Preschool Program 

Certification of “Under the Direction of” (UDO) and “Accessibility”

OT/PT/Counseling/Skilled Nursing

School Year: 2010-2011



                       Date: 9/1/10

The following Related Service Providers are “under the direction of” the following qualified practitioner:

UDO Supervisor (Print Name): 











1. 







5. 








2. 







6. 






3. 







7. 






4. 







8. 






“Direction” and “accessibility” are provided in the following manner (please check all that apply and provide additional information as appropriate):

___ 1. On-Site visits

___ 2. Routine meetings

___ 3. Observations

___ 4. Review of documentation, completion of documentation 

as appropriate (i.e. referral/recommendation forms).

___ 5. Access via telephone, e-mail, fax, mail, writing, memos, video/audio tapings, 

etc., as is warranted. 

___ 6. Exchanges/discussions of any type may be regularly scheduled/planned, or 

occurs on an as needed basis via request on either party’s part as is appropriate, necessary, and/or warranted (average minimum time spent/therapist/week: one hour).

___ 7.  I co-sign the bottom of Medicaid billing forms as a way 

to attest to “Medicaid Direction” on behalf of that child and his/her therapist.

___ 8. Other: ____________________________________________________________

UDO Supervisor- Printed Name


             

UDO Supervisor - Signature
NPI#: 







NYS Licensure #: 






Contact Information: 





________________________________





________________________________

________________________________

________________________________

________________________________

Work: ____________________     Cell: ___________________

Note:  A new UDO form must be completed and sent to the appropriate district(s) whenever an additional service provider is added to the UDO Supervisor’s caseload. 

Cattaraugus County Youth Bureau 

Children with Special Needs Preschool Program 

Certification of “Under the Direction of” and “Accessibility”

Speech-Language Pathology

School Year: 2010-2011



                     



  Date: 9/1/10

The following Teacher(s) of the Speech and Hearing Handicapped (TSHH) are “under the direction of” 

_______________________________, a New York State Licensed/ASHA Certified Speech-Language Pathologist:

1. _______________________________________     6. _________________________________________


2. _______________________________________     7. _________________________________________



3. _______________________________________     8. _________________________________________
4. _______________________________________     9. _________________________________________

5. _______________________________________    10. _________________________________________



“Direction” and “accessibility” are provided in the following manner (please check all that apply and provide additional information as appropriate):

___ 1. On-Site visits

___ 2. Routine meetings

___ 3. Observations

___ 4. Review of the TSHH’s documentation and student files.

___ 5. Access via telephone, e-mail, fax, mail, writing, memos, video/audio tapings, 

etc., as is warranted. 

___ 6. Exchanges/discussions of any type may be regularly scheduled/planned, or 

occurs on an as needed basis via request on either party’s part as is appropriate, necessary, and/or warranted (average minimum time spent/therapist/week: one hour).

___ 7.  I co-sign Medicaid billing and session notes, and provide UDO documentation as a way 

to attest to “Medicaid Direction” on behalf of that child and his/her therapist.

___ 8.  Provide written referrals for speech-language therapy services.

___ 9.  Other: _______________________________________________________________________________________

It should be noted that occasionally, portions of some therapist’s caseloads may be “directed” by a different licensed/certified speech/language pathologist. 

_____________________________        ____________________________________________
        Speech/Language Pathologist


                   Signature of Speech/Language Pathologist

NYS Licensure #: __________                  ASHA Certification #: ________                 NPI#:__________

                        Contact Information: 



_________________________

_________________________

_________________________

_________________________

Work:                          Cell: 

(Note to Speech-Language Pathologists:  Please complete and submit this form whenever you provide “direction” to speech-language therapists with Medicaid-eligible caseloads.  The form should be submitted whenever such services are initiated and when updating is warranted.  Copies of the completed form should be forwarded to your supervisor and via the non-NYS licensed/ASHA certified therapists you “direct,” to the CPSE/CSE Chairperson(s) of school districts represented by the Medicaid-eligible students you “track” (all preschoolers on the caseload of a therapist being “directed” are “tracked”).  Speech-Language Pathologists may wish to indicate, in parentheses after the therapist’s name, the actual period of time they “directed” a therapist, especially if the therapist did not complete work for the entire year.  [i.e. (9/8/99-12/16/99) partial year; (9/99-6/00 full year].

Medicaid Supervision Log

2010-2011

Student: 






District/Agency: 





Provider:






UDO Supervisor: 





Related Service:  Speech  OT  PT  Counseling

NPI#: 







	Date
	Time
	I/G
	Direct
	Indirect
	Observations-Comments-Actions

	
	
	
	
	
	Signature:                                                                          

	
	
	
	
	
	Signature:

	
	
	
	
	
	Signature:

	
	
	
	
	
	Signature:

	
	
	
	
	
	Signature:

	
	
	
	
	
	Signature:

	
	
	
	
	
	Signature:

	
	
	
	
	
	Signature:

	
	
	
	
	
	Signature:


Cattaraugus County Preschool Program

Medicaid Supervision Documentation Review Log

Year: 2010-2011    

Medicaid/UDO Supervisor: _____________________________________________
___
ASHA #: _______________
NPI# : ________________
Signature: ______________________________________________________________    
License #: ________________    Date: __________________

	
	
	
	
	Monthly Billing Reports Signed
	
	Quarterly Report Cards/ IEP Updates

	Student
	Therapist
	Sessions

I/G
	Script
	S
	O
	N
	D
	J
	F
	M
	A
	M
	J
	Initial

Contact
	Student Contact Dates
	1st
	2nd
	3rd
	4th

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Key (Therapist Name):











Medicaid Guidance Resources

GENERAL INFORMATION/GUIDANCE:

http://www.oms.nysed.gov/medicaid/
SPEECH THERAPY:

http://www.oms.nysed.gov/medicaid/services/speech_therapy/home.html
http://www.asha.org/docs/pdf/KS2005-00083.pdf
ASHA Guidelines:  http://www.asha.org/docs/pdf/GL2005-00056.pdf
OCCUPATIONAL THERAPY:

http://www.oms.nysed.gov/medicaid/services/occupational_therapy/home.html
PHYSICAL THERAPY:

http://www.oms.nysed.gov/medicaid/services/physical_therapy/home.html
PSYCHOLOGICAL COUNSELING:

http://www.oms.nysed.gov/medicaid/services/counseling/home.html
SKILLED NURSING:

http://www.oms.nysed.gov/medicaid/services/nursing/home.html
[image: image2.jpg]



REQUIRED

FORMS

Cattaraugus County Youth Bureau

Children with Special Needs Preschool Program

Prescription for

Evaluation

Child’s Name: 






Date of Birth: 



School District: 


















Recommendation for the following evaluations:

Check all that apply:


Reason for Evaluation
· Speech













· Physical Therapy











· Occupational Therapy











· Audiological












Comments:

Recommendation by (Print Name & Title): 









(Physician, PA, Nurse Practitioner, NYS Licensed Speech/Language Pathologist)
Signature: 





License #: 


     Date: 

  

(Physician, PA, or Nurse Practitioner)
Signature: 






License #: 


     Date: 

 

(NYS Licensed Speech/Language Pathologist)

ASHA #: 






NPI #: 














(If Applicable)

Address: 






Phone #: 



Cattaraugus County Youth Bureau 

Children with Special Needs Preschool Program

Prescription for

Health Related Support Services

Indicated on a Student’s 

Individualized Education Program

Child’s Name: 






Date of Birth: 



School District: 


















Recommendation for the following health related support services to be provided for the

2010 – 2011 School Year (effective ___/___/___ to ___/___/___).

Check all that apply:


Reason for Ordered Services
· Speech Services











· Physical Therapy











· Occupational Therapy











· Skilled Nursing Services*










* A specific physician’s order for Skilled Nursing Service with specific instruction is required.

Medical Diagnosis Code:

Comments:

Recommendation by (Print Name & Title): 









(Physician, PA, Nurse Practitioner, NYS Licensed Speech/Language Pathologist)
Signature: 





License #: 


     Date: 

  

(Physician, PA, or Nurse Practitioner)
Signature: 






License #: 


     Date: 

 

(NYS Licensed Speech/Language Pathologist)

ASHA #: 






NPI #: 














(If Applicable)

Address: 






Phone #: 



Cattaraugus County Youth Bureau

Children with Special Needs Preschool Program

Parental Consent for Release of Educational Information

For Medicaid Funding

TERMS, RIGHTS AND RESPONSIBILITIES

By signing this application, I understand and confirm that:

· I have been fully informed in my native language or other mode of communication that the granting of my consent to share information for the purpose of obtaining Medicaid reimbursement for he services provided per my child’s individualized education program (IEP) is voluntary and may be revoked at any time and that if I revoke my consent, it does not negate (undo) an action that occurred after my consent was given and before my consent was revoked.

· If I refuse consent to allow use of Medicaid insurance to pay for special education services, the school district and County must still provide all required special education services at no cost to me.  

· The use of Medicaid insurance for special education services will not decrease the available lifetime coverage, increase premiums or lead to the discontinuation of benefits, result in my family paying for services required for my child outside of school that would otherwise be covered by the Medicaid program or otherwise diminish my family’s insured benefits under the Medicaid program.

· I will not incur an out-of-pocket expense such as payment of a deductible or co-pay amount.

I, 







, as parent/guardian of

                       (Print name of parent/guardian)










 ,

(Print child’s name)

give permission to the public agency (school district, municipality or Medicaid provider) to use Medicaid to pay for IEP services and to such public agency and to each approved private special education school or provider who provides IEP services to my child to disclose information regarding diagnosis and procedure codes for billing.  Medicaid for services described in my child’s IEP and for evaluations in relation to the services; and in the event of an audit, documentation required to support services reimbursed by Medicaid from my child’s educational records to local, State and federal agency representatives for the sole purpose of claiming Medicaid reimbursement for covered health-related support services for each service and for each school year in which services is provided as recommended in my child’s IEP if my child is or becomes Medicaid-eligible. 

I give my consent voluntarily and understand that I may withdraw that consent at any time.  I also understand that my child’s entitlement to a free and appropriate public education (FAPE) is in no way dependent on my granting consent.

Signature: 






 Date: 



CATTARAUGUS COUNTY YOUTH BUREAU

CHILDREN WITH SPECIAL NEEDS PRESCHOOL PROGRAM

MONTHLY THERAPY REPORT FORM

CHILD’S NAME 








MONTH/YEAR 










SERVICE TYPE 





AGENCY/THERAPIST 









FREQUENCY/DURATION 



	Service

Date
	CPT Code
	Location
	Time In

(Please initial)
	Time Out (Please Initial)
	Session Length
	Group

Individual
	KEY
	Verifying Signature

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	






TOTAL 30-MIN SESSIONS RECEIVED _____

THERAPIST’S SIGNATURE: 










DATE: 





SUPERVISOR’S SIGNATURE: 











LICENSE NUMBER: 




ASHA NUMBER: 




NPI #: 




Contemporaneous Session Notes

(BACK OF MONTHLY THERAPY REPORT FORM)
Student:______________________________________________

Month/Year:______________

	Session Progress Notes:  Brief Description of the student’s progress made by receiving the service during the session.  Each session provided must have a signed and dated progress note.

	CPT Code(S)
	SESSION NOTES
	SIGNATURE(S)
	DATE

	
	
	Therapist
	

	
	
	UDO
	

	
	
	Therapist
	

	
	
	UDO
	

	
	
	Therapist
	

	
	
	UDO
	

	
	
	Therapist
	

	
	
	UDO
	

	
	
	Therapist
	

	
	
	UDO
	

	
	
	Therapist
	

	
	
	UDO
	

	
	
	Therapist
	

	
	
	UDO
	

	
	
	Therapist
	

	
	
	UDO
	

	
	
	Therapist
	

	
	
	UDO
	

	
	
	Therapist
	

	
	
	UDO
	

	
	
	Therapist
	

	
	
	UDO
	


Therapist’s Signature: 




Supervisor’s Signature: 




Title: 







Title: 







Date: 



License #: 


Date: 



License #: 



CATTARAUGUS COUNTY YOUTH BUREAU

CHILDREN WITH SPECIAL NEEDS 

PRESCHOOL PROGRAM

QUARTERLY ASSESSMENT

( 1st Qtr (2nd Qtr (3rd Qtr ( Annual Review

Child’s Name: 





School District: 





Address: 














Date of Birth: 





Age: 








Provider Name: 





Agency: 







Service: 






Date Initiated: 






Location of Service: 







Present Level of Services:

( SEIT 


( Related Services

( Center-based Classroom
 


( SEIT

__Individual/ __Group

____ times/wk 
____ minutes/visit
( OT 

__Individual/ __Group

____ times/wk 
____ minutes/visit 
      

( PT  

__Individual/ __Group

____ times/wk 
____ minutes/visit       

( Speech  
__Individual/ __Group

____ times/wk 
____ minutes/visit 

( Counseling
__Individual/ __Group

____ times/wk 
____ minutes/visit

( 1:1 Aide




____ times/wk 
____ minutes/visit


Physical Assessment: (Include physical status as well as changes in medical status) 



































Developmental Assessment: (Identify progress per objective in service plan for which you are providing service.  Include dates, assessments performed, tools & methodology used, and results.) 





























































































































































Recommendation for Service: (Include need for additional evaluation, change in service, etc.) 

































Provider’s Signature



License #



Date

Licensed Provider’s Signature


License #



Date

ASHA #





NPI #
KEY


CA- Child Absent


CU- Child Unavailable


TA- Therapist Absent


TU- Therapist Unavailable


NS- No School


MU- Make-Up Session





N





Is student referred for evaluation(s)? 








Student is not classified as a student with a disability and does not receive SSHS











Student referred to CSE/CPSE due to a suspected disability 








Was a disability identified?








Student is not classified with a disability. Evaluation is not Medicaid billable under PSHSP











Student is classified with a disability. CSE/CPSE meets to develop IEP











IEP documents all evaluations and services to be delivered  





Student receives services per IEP. District may bill Medicaid for Medicaid-covered evals/services if student is Medicaid eligible and services are documented.





Y





Y





N
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