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Name of Agency Personnel Responsible for Drafting,
Implementation and Enforcement: Wendy L. Boedigheimer,
P.O. Box 45504, Olympia, WA 98504-5504, (360) 725-1306.

No small business economic impact statement has been
prepared under chapter 19.85 RCW. These are just "house-
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A cost-benefit analysis is not required under RCW
34.05.328. Because there are just "housekeeping" changes, it
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June 9, 2010
Katherine I. Vasquez
Rules Coordinator

AMENDATORY SECTION (Amending WSR 08-05-010,
filed 2/7/08, effective 3/9/08)

WAC 388-501-0135 Patient review and coordination
(PRC). (1) Patient review and coordination (PRC) pro-
gram, formerly known as the patient review and restriction
(PRR) program, coordinates care and ensures that clients
selected for enrollment in PRC use services appropriately and
in accordance with department rules and policies.

(a) PRC applies to medical assistance fee-for-service and
managed care clients. PRC does not apply to clients eligible
for the family planning only program.

(b) PRC is authorized under federal medicaid law by 42
USC 1396n (a)(2) and 42 CFR 431.54.

(2) Definitions. The following definitions apply to this
section only:

" Appropriate use"—Use of healthcare services that are
adapted to or appropriate for a client's healthcare needs.

"Assigned provider"—A department-enrolled health-
care provider or one participating with a department con-
tracted managed care organization (MCO) who agrees to be
assigned as a primary provider and coordinator of services for
a fee-for-service or managed care client in the PRC program.
Assigned providers can include a primary care provider
(PCP), a pharmacy, a controlled substances prescriber, and a
hospital for nonemergent hospital services.

"At-risk"—A term used to describe one or more of the
following:

(a) A client with a medical history of:

* Indications of forging or altering prescriptions;

* Seeking and/or obtaining healthcare services at a fre-
quency or amount that is not medically necessary;

* Potential life-threatening events or life-threatening
conditions that required or may require medical intervention.

(b) Behaviors or practices that could jeopardize a client's
medical treatment or health including, but not limited to:

* Referrals from social services personnel about inappro-
priate behaviors or practices that places the client at risk;

* Noncompliance with treatment;

* Paying cash for controlled substances;

* Positive urine drug screen for illicit street drugs or non-
prescribed controlled substances; or

» Unauthorized use of a client's ((medieal-assistanee
identifieation)) services card or for an unauthorized purpose.

"Care management'"—Services provided to clients
with multiple health, behavioral, and social needs in order to
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improve care coordination, client education, and client self-
management skills.

"Client"—A person enrolled in a department healthcare
program and receiving service from fee-for-service pro-
vider(s) or a managed care organization (MCO), contracted
with the department.

"Conflicting"—Drugs and/or healthcare services that
are incompatible and/or unsuitable for use together because
of undesirable chemical or physiological effects.

"Contraindicated"—To indicate or show a medical
treatment or procedure is inadvisable or not recommended or
warranted.

"Controlled substances prescriber'"—Any of the fol-
lowing healthcare professionals who, within their scope of
professional practice, are licensed to prescribe and administer
controlled substances (see chapter 69.50 RCW, uniform con-
trolled substance act) for a legitimate medical purpose:

* A physician under chapter 18.71 RCW;

* A physician assistant under chapter 18.71A RCW;

* An osteopathic physician under chapter 18.57 RCW;

* An osteopathic physician assistant under chapter
18.57A RCW; and

* An advanced registered nurse practitioner under chap-
ter 18.79 RCW.

"Duplicative"—Applies to the use of the same or simi-
lar drugs and healthcare services without due justification.
Example: A client receives healthcare services from two or
more providers for the same or similar condition(s) in an
overlapping time frame, or the client receives two or more
similarly acting drugs in an overlapping time frame, which
could result in a harmful drug interaction or an adverse reac-
tion.

"Just cause"—A legitimate reason to justify the action
taken, including but not limited to, protecting the health and
safety of the client.

"Managed care organization" or "MCO'"—An orga-
nization having a certificate of authority or certificate of reg-
istration from the office of insurance commissioner, that con-
tracts with the department under a comprehensive risk con-
tract to provide prepaid healthcare services to eligible
medical assistance clients under the department's managed
care programs.

"Managed care client"—A medical assistance client
enrolled in, and receiving healthcare services from, a depart-
ment-contracted managed care organization (MCO).

"Primary care provider" or "PCP"—A person
licensed or certified under Title 18 RCW including, but not
limited to, a physician, an advanced registered nurse practi-
tioner (ARNP), or a physician assistant who supervises, coor-
dinates, and provides healthcare services to a client, initiates
referrals for specialty and ancillary care, and maintains the
client's continuity of care.

(3) Clients selected for PRC review. The department
or MCO selects a client for PRC review when either or both
of the following occur:

(a) A utilization review report indicates the client has not
utilized healthcare services appropriately; or

(b) Medical providers, social service agencies, or other
concerned parties have provided direct referrals to the depart-
ment or MCO.
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(4) When a fee-for-service client is selected for PRC
review the prior authorization process as defined in chapter
388-530 WAC may be required:

(a) Prior to or during a PRC review; or

(b) When currently in the PRC program.

(5) Review for placement in the PRC program. When
the department or MCO selects a client for PRC review, the
department or MCO staff, with clinical oversight, reviews a
client's medical and/or billing history to determine if the cli-
ent has utilized healthcare services at a frequency or amount
that is not medically necessary (42 CFR 431.54(e)).

(6) Utilization guidelines for PRC placement. Depart-
ment or MCO staff use the following utilization guidelines to
determine PRC placement. A client may be placed in the
PRC program when medical and/or billing histories docu-
ment any of the following:

(a) Any two or more of the following conditions
occurred in a period of ninety consecutive calendar days in
the previous twelve months. The client:

(1) Received services from four or more different provid-
ers, including physicians, advanced registered nurse practi-
tioners (ARNPs), and physician assistants (PAs);

(i1) Had prescriptions filled by four or more different
pharmacies;

(iii) Received ten or more prescriptions;

(iv) Had prescriptions written by four or more different
prescribers;

(v) Received similar services from two or more provid-
ers in the same day; or

(vi) Had ten or more office visits.

(b) Any one of the following occurred within a period of
ninety consecutive calendar days in the previous twelve
months. The client:

(i) Made two or more emergency department visits;

(i1) Has a medical history that indicates "at-risk" utiliza-
tion patterns;

(i) Made repeated and documented efforts to seek
healthcare services that are not medically necessary; or

(iv) Has been counseled at least once by a health care
provider, or a department or MCO staff member, with clini-
cal oversight, about the appropriate use of healthcare ser-
vices.

(c) The client received prescriptions for controlled sub-
stances from two or more different prescribers in any one
month in a period of ninety consecutive days in the previous
twelve months.

(d) The client's medical and/or billing history demon-
strates a pattern of the following at any time in the previous
twelve months:

(i) The client has a history of using healthcare services in
a manner that is duplicative, excessive, or contraindicated; or

(i1) The client has a history of receiving conflicting
healthcare services, drugs, or supplies that are not within
acceptable medical practice.

(7) PRC review results. As a result of the PRC review,
the department or MCO staff may take any of the following
steps:

(a) Determine that no action is needed and close the cli-
ent's file;
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(b) Send the client and, if applicable, the client's autho-
rized representative, a letter of concern with information on
specific findings and notice of potential placement in the
PRC program; or

(¢) Determine that the utilization guidelines for PRC
placement establish that the client has utilized healthcare ser-
vices at an amount or frequency that is not medically neces-
sary, in which case the department or MCO will take one or
more of the following actions:

(1) Refer the client for education on appropriate use of
healthcare services;

(i1) Refer the client to other support services or agencies;
or

(iii) Place the client into the PRC program for an initial
placement period of twenty-four months.

(8) Initial placement in the PRC program. When a
client is initially placed in the PRC program:

(a) The department or MCO places the client for twenty-
four months with one or more of the following types of
healthcare providers:

(i) Primary care provider (PCP) (as defined in subsection
(2) of this section);

(i1) Pharmacy;

(iii) Controlled substances prescriber;

(iv) Hospital (for nonemergent hospital services); or

(v) Another qualified provider type, as determined by
department or MCO program staff on a case-by-case basis.

(b) The managed care client will remain in the same
MCO for no less than twelve months unless:

(i) The client moves to a residence outside the MCO's
service area and the MCO is not available in the new loca-
tion; or

(i1) The client's assigned provider no longer participates
with the MCO and is available in another MCO, and the cli-
ent wishes to remain with the current provider.

(c) A managed care client placed in the PRC program
must remain in the PRC program for the initial twenty-four
month period regardless of whether the client changes MCOs
or becomes a fee-for-service client.

(d) A care management program may be offered to a cli-
ent.

(9) Notifying the client about placement in the PRC
program. When the client is initially placed in the PRC pro-
gram, the department or the MCO sends the client and, if
applicable, the client's authorized representative, a written
notice containing at least the following components:

(a) Informs the client of the reason for the PRC program
placement;

(b) Directs the client to respond to the department or
MCO within ten business days of the date of the written
notice about taking the following actions:

(1) Select providers, subject to department or MCO
approval;

(i1) Submit additional healthcare information, justifying
the client's use of healthcare services; or

(iii) Request assistance, if needed, from the department
or MCO program staff.

(c) Informs the client of hearing or appeal rights (see
subsection (14) of this section).
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(d) Informs the client that if a response is not received
within ten days of the date of the notice, the client will be
assigned a provider(s) by the department or MCO.

(10) Selection and role of assigned provider. A client
may be afforded a limited choice of providers.

(a) The following providers are not available:

(1) A provider who is being reviewed by the department
or licensing authority regarding quality of care;

(i) A provider who has been suspended or disqualified
from participating as a department-enrolled or MCO-con-
tracted provider; or

(iii) A provider whose business license is suspended or
revoked by the licensing authority.

(b) For a client placed in the PRC program, the assigned:

(1) Provider(s) must be located in the client's local geo-
graphic area, in the client's selected MCO, and/or be reason-
ably accessible to the client.

(i1) Primary care provider (PCP) supervises and coordi-
nates healthcare services for the client, including continuity
of care and referrals to specialists when necessary. The PCP
must be one of the following:

(A) A physician who meets the criteria as defined in
chapter 388-502 WAC;

(B) An advanced registered nurse practitioner (ARNP)
who meets the criteria as defined in chapter 388-502 WAC,;
or

(C) A licensed physician assistant (PA), practicing with
a supervising physician.

(iii) Controlled substances prescriber prescribes all con-
trolled substances for the client.

(iv) Pharmacy fills all prescriptions for the client.

(v) Hospital provides all nonemergent hospital services.

(c) A client placed in the PRC program cannot change
assigned providers for twelve months after the assignments
are made, unless:

(1) The client moves to a residence outside the provider's
geographic area;

(i1) The provider moves out of the client's local geo-
graphic area and is no longer reasonably accessible to the cli-
ent;

(iii) The provider refuses to continue to serve the client;

(iv) The client did not select the provider. The client may
request to change an assigned provider once within thirty cal-
endar days of the initial assignment;

(v) The client's assigned provider no longer participates
with the MCO. In this case, the client may select a new pro-
vider from the list of available providers in the MCO or fol-
low the assigned provider to the new MCO.

(d) When an assigned prescribing provider no longer
contracts with the department:

(i) All prescriptions from the provider are invalid thirty
calendar days following the date the contract ends; and

(i) All prescriptions from the provider are subject to
applicable prescription drugs (outpatient) rules in chapter
388-530 WAC or appropriate MCO rules.

(iii) The client must choose or be assigned another pro-
vider according to the requirements in this section.

(11) PRC placement periods. The length of time for a
client's PRC placement includes:
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(a) The initial period of PRC placement, which is a min-
imum of twenty-four consecutive months.

(b) The second period of PRC placement, which is an
additional thirty-six consecutive months.

(c) The third period and each subsequent period of PRC
placement, which is an additional seventy-two months.

(12) Department review of a PRC placement period.
The department or MCO reviews a client's use of healthcare
services prior to the end of each PRC placement period
described in subsection (11) of this section using the utiliza-
tion guidelines in subsection (6) of this section.

(a) The department or MCO assigns the next PRC place-
ment period if the utilization guidelines for PRC placement in
subsection (6) apply to the client.

(b) When the department or MCO assigns a subsequent
PRC placement period, the department or MCO sends the cli-
ent and, if applicable, the client's authorized representative, a
written notice informing the client:

(i) The reason for the subsequent PRC program place-
ment;

(i1) The length of the subsequent PRC placement;

(iii) That the current providers assigned to the client con-
tinue to be assigned to the client during the subsequent PRC
placement period;

(iv) That all PRC program rules continue to apply; and

(v) Of hearing or appeal rights (see subsection (14) of
this section);

(vi) Of the rules that support the decision.

(c) The department may remove a client from PRC
placement if the client:

(i) Successfully completes a treatment program that is
provided by a chemical dependency service provider certified
by the department under chapter 388-805 WAC;

(1) Submits documentation of completion of the
approved treatment program to the department; and

(iii)) Maintains appropriate use of healthcare services
within the utilization guidelines described in subsection (6)
for six months after the date the treatment ends.

(d) The department or MCO determines the appropriate
placement period for a client who has been placed back into
the program.

(e) A client will remain placed in the PRC program
regardless of change in eligibility program type or change in
address.

(13) Client financial responsibility. A client placed in
the PRC program may be billed by a provider and held finan-
cially responsible for healthcare services when the client
obtains nonemergent services and the provider who renders
the services is not assigned or referred under the PRC pro-
gram.

(14) Right to hearing or appeal.

(a) A fee-for-service client who believes the department
has taken an invalid action pursuant to this section may
request a hearing.

(b) A managed care client who believes the MCO has
taken an invalid action pursuant to this section or chapter
388-538 WAC must exhaust the MCO's internal appeal pro-
cess set forth in WAC 388-538-110 prior to requesting a
hearing. Managed care clients can not change MCOs until the
appeal or hearing is resolved and there is a final ruling.
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(c) A client must request the hearing or appeal within
ninety calendar days after the client receives the written
notice of placement in the PRC program.

(d) The department conducts a hearing according to
chapter 388-02 WAC. Definitions for the terms "hearing,"
"initial order," and "final order" used in this subsection are
found in WAC 388-02-0010.

(e) A client who requests a hearing or appeal within ten
calendar days from the date of the written notice of an initial
PRC placement period under subsection (11)(a) of this sec-
tion will not be placed in the PRC program until the date an
initial order is issued that supports the client's placement in
the PRC program or otherwise ordered by an administrative
law judge (ALJ).

(f) A client who requests a hearing or appeal more than
ten calendar days from the date of the written notice under
subsection (9) of this section will remain placed in the PRC
program unless a final administrative order is entered that
orders the client's removal from the program.

(g) A client who requests a hearing or appeal within
ninety days from the date of receiving the written notice
under subsection (9) of this section and who has already been
assigned providers will remain placed in the PRC program
unless a final administrative order is entered that orders the
client's removal from the program.

(h) An administrative law judge (ALJ) may rule that the
client be placed in the PRC program prior to the date the
record is closed and prior to the date the initial order is issued
based on a showing of just cause.

(i) The client who requests a hearing challenging place-
ment into the PRC program has the burden of proving the
department's or MCOQ's action was invalid. For standard of
proof, see WAC 388-02-0485.

AMENDATORY SECTION (Amending WSR 00-11-141,
filed 5/23/00, effective 6/23/00)

WAC 388-501-0200 Third-party resources. (1)
((MAA)) The department requires a provider to seek timely
reimbursement from a third party when a client has available
third-party resources, except as described under subsections
(2) and (3) of this section.

(2) (MAA)) The department pays for medical services
and seeks reimbursement from the liable third party when the
claim is for any of the following:

(a) Prenatal care;

(b) Labor, delivery, and postpartum care (except inpa-
tient hospital costs) for a pregnant woman; or

(c) Preventive pediatric services as covered under the
EPSDT program.

(3) (MAA)) The department pays for medical services
and seeks reimbursement from any liable third party when
both of the following apply:

(a) The provider submits to ((MAA)) the department
documentation of billing the third party and the provider has
not received payment after thirty days from the date of ser-
vices; and

(b) The claim is for a covered service provided to a client
on whose behalf the office of support enforcement is enforc-
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ing an absent parent to pay support. For the purpose of this
section, "is enforcing" means the absent parent either:

(1) Is not complying with an existing court order; or

(i1) Received payment directly from the third party and
did not pay for the medical services.

(4) The provider may not bill (MA#A)) the department or
the client for a covered service when a third party pays a pro-
vider the same amount as or more than the (MA#)) depart-
ment rate.

(5) When the provider receives payment from the third
party after receiving reimbursement from ((MA#A)) the
department, the provider must refund to ((IMA#A)) the depart-
ment the amount of the:

(a) Third-party payment when the payment is less than
((MAA's)) the department's maximum allowable rate; or

(b) (MAA)) The department payment when the third-
party payment is equal to or greater than ((MAA's)) the
department's maximum allowable rate.

(6) (MAA)) The department is not responsible to pay
for medical services when the third-party benefits are avail-
able to pay for the client's medical services at the time the
provider bills (MA#)) the department, except as described
under subsections (2) and (3) of this section.

(7) The client is liable for charges for covered medical
services that would be paid by the third party payment when
the client either:

(a) Receives direct third-party reimbursement for such
services; or

(b) Fails to execute legal signatures on insurance forms,
billing documents, or other forms necessary to receive insur-
ance payments for services rendered. See WAC 388-505-
0540 for assignment of rights.

(8) (MAA)) The department considers an adoptive fam-
ily to be a third-party resource for the medical expenses of the
birth mother and child only when there is a written contract
between the adopting family and either the birth mother, the
attorney, the provider, or the adoption service. The contract
must specify that the adopting family will pay for the medical
care associated with the pregnancy.

(9) A provider cannot refuse to furnish covered services
to a client because of a third party's potential liability for the
services.

(10) For third-party liability on personal injury litigation
claims, (MA#A)) the department is responsible for providing
medical services as described under WAC 388-501-0100.

AMENDATORY SECTION (Amending WSR 06-13-042,
filed 6/15/06, effective 7/16/06)

WAC 388-502-0100 General conditions of payment.
(1) The department reimburses for medical services furnished
to an eligible client when all of the following apply:

(a) The service is within the scope of care of the client's
medical assistance program;

(b) The service is medically or dentally necessary;

(¢) The service is properly authorized;

(d) The provider bills within the time frame set in WAC
388-502-0150;

(e) The provider bills according to department rules and
billing instructions; and
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(f) The provider follows third-party payment procedures.

(2) The department is the payer of last resort, unless the
other payer is:

(a) An Indian health service;

(b) A crime victims program through the department of
labor and industries; or

(¢) A school district for health services provided under
the Individuals with Disabilities Education Act.

(3) The department does not reimburse providers for
medical services identified by the department as client finan-
cial obligations, and deducts from the payment the costs of
those services identified as client financial obligations. Cli-
ent financial obligations include, but are not limited to, the
following:

(a) Copayments (co-pays) (unless the criteria in chapter
388-517 WAC or WAC 388-501-0200 are met);

(b) Deductibles (unless the criteria in chapter 388-517
WAC or WAC 388-501-0200 are met);

(c) Emergency medical expense requirements (EMER);
and

(d) Spenddown (see WAC 388-519-0110).

(4) The provider must accept medicare assignment for
claims involving clients eligible for both medicare and medi-
cal assistance before (MA#A)) the department makes any
payment.

(5) The provider is responsible for verifying whether a
client has medical assistance coverage for the dates of ser-
vice.

(6) The department may reimburse a provider for ser-
vices provided to a person if it is later determined that the per-
son was ineligible for the service at the time it was provided
if:

(a) The department considered the person eligible at the
time of service;

(b) The service was not otherwise paid for; and

(c) The provider submits a request for payment to the
department.

(7) The department does not pay on a fee-for-service
basis for a service for a client who is enrolled in a managed
care plan when the service is included in the plan's contract
with the department.

(8) Information about medical care for jail inmates is
found in RCW 70.48.130.

(9) The department pays for medically necessary ser-
vices on the basis of usual and customary charges or the max-
imum allowable fee established by the department, which-
ever is lower.

AMENDATORY SECTION (Amending WSR 08-08-064,
filed 3/31/08, effective 5/1/08)

WAC 388-502-0120 Payment for healthcare services
provided outside the state of Washington. (1) The depart-
ment pays for healthcare services provided outside the state
of Washington only when the service meets the provisions set
forth in WAC 388-501-0180, 388-501-0182, 388-501-0184,
and specific program WAC.

(2) With the exception of hospital services and nursing
facilities, the department pays the provider of service in des-
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ignated bordering cities as if the care was provided within the
state of Washington (see WAC 388-501-0175).

(3) With the exception of designated bordering cities, the
department does not pay for healthcare services provided to
clients in medical care services (MCS) programs outside the
state of Washington (see WAC 388-556-0500).

(4) With the exception of hospital services (see subsec-
tion (5) of this section), the department pays for healthcare
services provided outside the state of Washington at the
lower of:

(a) The billed amount; or

(b) The rate established by the Washington state medical
assistance programs.

(5) The department pays for hospital services provided in
designated bordering cities and outside the state of Washing-
ton in accordance with the provisions of WAC 388-550-
3900, 388-550-4000, 388-550-4800 and 388-550-6700.

(6) The department pays nursing facilities located out-
side the state of Washington when approved by the aging and
disability services administration (ADSA) at the lower of the
billed amount or the adjusted statewide average reimburse-
ment rate for in-state nursing facility care, only in the follow-
ing limited circumstances:

(a) Emergency situations; or

(b) When the client intends to return to Washington state
and the out-of-state stay is for:

(1) Thirty days or less; or

(i1) More than thirty days if approved by ADSA.

(7) To receive payment from the department, an out-of-
state provider must:

(a) Have a signed agreement with the department;

(b) Meet the functionally equivalent licensing require-
ments of the state or province in which care is rendered;

(c) Meet the conditions in WAC 388-502-0100 and 388-
502-0150;

(d) Satisfy all medicaid conditions of participation;

(e) Accept the department's payment as payment in full
according to 42 CFR 447.15; and

(f) If a Canadian provider, bill at the U.S. exchange rate
in effect at the time the service was provided.

(8) For covered services for eligible clients, (IMAA)) the
department reimburses other approved out-of-state providers
at the lower of:

(a) The billed amount; or

(b) The rate paid by the Washington state Title XIX
medicaid program.

AMENDATORY SECTION (Amending WSR 09-12-063,
filed 5/28/09, effective 7/1/09)

WAC 388-502-0150 Time limits for providers to bill
the department. Providers must bill the department for cov-
ered services provided to eligible clients as follows:

(1) The department requires providers to submit initial
claims and adjust prior claims in a timely manner. The
department has three timeliness standards:

(a) For initial claims, see subsections (3), (4), (5), and (6)
of this section,;
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(b) For resubmitted claims other than prescription drug
claims and claims for major trauma services, see subsections
(7) and (8) of this section;

(c) For resubmitted prescription drug claims, see subsec-
tions (9) and (10) of this section; and

(d) For resubmitting claims for major trauma services,
see subsection (11) of this section.

(2) The provider must submit claims to the department as
described in the department's current published billing
instructions.

(3) Providers must submit the initial claim to the depart-
ment and have ((an-internal)) a transaction control number
(M) (TCN) assigned by the department within three
hundred sixty-five calendar days from any of the following:

(a) The date the provider furnishes the service to the eli-
gible client;

(b) The date a final fair hearing decision is entered that
impacts the particular claim;

(c) The date a court orders the department to cover the
service; or

(d) The date the department certifies a client eligible
under delayed certification criteria.

(4) The department may grant exceptions to the time
limit of three hundred sixty-five calendar days for initial
claims when billing delays are caused by either of the follow-
ing:

(a) The department's certification of a client for a retro-
active period; or

(b) The provider proves to the department's satisfaction
that there are other extenuating circumstances.

(5) The department requires providers to bill known third
parties for services. See WAC 388-501-0200 for exceptions.
Providers must meet the timely billing standards of the liable
third parties in addition to the department's billing limits.

(6) When a client is covered by both medicare and med-
icaid, the provider must bill medicare for the service before
billing the initial claim to the department. If medicare:

(a) Pays the claim the provider must bill the department
within six months of the date medicare processes the claim;
or

(b) Denies payment of the claim, the department requires
the provider to meet the three hundred sixty-five-day require-
ment for timely initial claims as described in subsection (3) of
this section.

(7) The following applies to claims with a date of service
or admission before July 1, 2009:

(a) Within thirty-six months of the date the service was
provided to the client, a provider may resubmit, modify, or
adjust any claim, other than a prescription drug claim or a
claim for major trauma services, with a timely (F&N)) TCN.
This applies to any claim, other than a prescription drug
claim or a claim for major trauma services, that met the time
limits for an initial claim, whether paid or denied. The depart-
ment does not accept any claim for resubmission, modifica-
tion, or adjustment after the thirty-six-month period ends.

(b) After thirty-six months from the date the service was
provided to the client, a provider cannot refund overpayments
by claim adjustment; a provider must refund overpayments
by a negotiable financial instrument, such as a bank check.
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(8) The following applies to claims with a date of service
or admission on or after July 1, 2009:

(a) Within twenty-four months of the date the service
was provided to the client, a provider may resubmit, modify,
or adjust an initial claim, other than a prescription drug claim
or a claim for major trauma services.

(b) After twenty-four months from the date the service
was provided to the client, the department does not accept
any claim for resubmission, modification, or adjustment.
This twenty-four-month period does not apply to overpay-
ments that a provider must refund to the department by a
negotiable financial instrument, such as a bank check.

(9) The department allows providers to resubmit, mod-
ify, or adjust any prescription drug claim with a timely
((¥€EN)) TCN within fifteen months of the date the service
was provided to the client. After fifteen months, the depart-
ment does not accept any prescription drug claim for resub-
mission, modification or adjustment.

(10) The fifteen-month period described in subsection
(9) of this section does not apply to overpayments that a pre-
scription drug provider must refund to the department. After
fifteen months a provider must refund overpayments by a
negotiable financial instrument, such as a bank check.

(11) The department allows a provider of trauma care
services to resubmit, modify, or adjust, within three hundred
and sixty-five calendar days of the date of service, any
trauma claim that meets the criteria specified in WAC 388-
531-2000 (for physician claims) or WAC 388-550-5450 (for
hospital claims) for the purpose of receiving payment from
the trauma care fund (TCF).

(a) No increased payment from the TCF is allowed for an
otherwise qualifying trauma claim that is resubmitted after
three hundred sixty-five calendar days from the date of ser-
vice.

(b) Resubmission of or any adjustments to a trauma
claim for purposes other than receiving TCF payments are
subject to the provisions of this section.

(12) The three hundred sixty-five-day period described
in subsection (11) of this section does not apply to overpay-
ments from the TCF that a trauma care provider must refund
to the department. A provider must refund an overpayment
for a trauma claim that received payment from TCF using a
method specified by the department.

(13) If a provider fails to bill a claim according to the
requirements of this section and the department denies pay-
ment of the claim, the provider or any provider's agent cannot
bill the client or the client's estate. The client is not responsi-
ble for the payment.

AMENDATORY SECTION (Amending WSR 10-10-022,
filed 4/26/10, effective 5/27/10)

WAC 388-502-0160 Billing a client. (1) The purpose of
this section is to specify the limited circumstances in which:

(a) Fee-for-service or managed care clients can choose to
self-pay for medical assistance services; and

(b) Providers (as defined in WAC 388-500-0005) have
the authority to bill fee-for-service or managed care clients
for medical assistance services furnished to those clients.
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(2) The provider is responsible for:

(a) Verifying whether the client is eligible to receive
medical assistance services on the date the services are pro-
vided;

(b) Verifying whether the client is enrolled with a depart-
ment-contracted managed care organization (MCO);

(c) Knowing the limitations of the services within the
scope of the eligible client's medical program (see WAC 388-
501-0050 (4)(a) and 388-501-0065);

(d) Informing the client of those limitations;

(e) Exhausting all applicable department or department-
contracted MCO processes necessary to obtain authorization
for requested service(s);

(f) Ensuring that translation or interpretation is provided
to clients with limited English proficiency (LEP) who agree
to be billed for services in accordance with this section; and

(g) Retaining all documentation which demonstrates
compliance with this section.

(3) Unless otherwise specified in this section, providers
must accept as payment in full the amount paid by the depart-
ment or department-contracted MCO for medical assistance
services furnished to clients. See 42 CFR § 447.15.

(4) A provider must not bill a client, or anyone on the cli-
ent's behalf, for any services until the provider has completed
all requirements of this section, including the conditions of
payment described in department's rules, the department's
fee-for-service billing instructions, and the requirements for
billing the department-contracted MCO in which the client is
enrolled, and until the provider has then fully informed the
client of his or her covered options. A provider must not bill
a client for:

(a) Any services for which the provider failed to satisfy
the conditions of payment described in department's rules,
the department's fee-for-service billing instructions, and the
requirements for billing the department-contracted MCO in
which the client is enrolled.

(b) A covered service even if the provider has not
received payment from the department or the client's MCO.

(c) A covered service when the department denies an
authorization request for the service because the required
information was not received from the provider or the pre-
scriber under WAC 388-501-0165 (7)(c)(i).

(5) If the requirements of this section are satisfied, then a
provider may bill a fee-for-service or a managed care client
for a covered service, defined in WAC 388-501-0050(9), or a
noncovered service, defined in WAC 388-501-0050(10) and
388-501-0070. The client and provider must sign and date the
DSHS form 13-879, Agreement to Pay for Healthcare Ser-
vices, before the service is furnished. DSHS form 13-879,
including translated versions, is available to download at
http://www1.dshs.wa.gov/msa/forms/eforms.html. The
requirements for this subsection are as follows:

(a) The agreement must:

(1) Indicate the anticipated date the service will be pro-
vided, which must be no later than ninety calendar days from
the date of the signed agreement;

(i1) List each of the services that will be furnished;

(iii) List treatment alternatives that may have been cov-
ered by the department or department-contracted MCO;
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(iv) Specify the total amount the client must pay for the
service;

(v) Specify what items or services are included in this
amount (such as pre-operative care and postoperative care).
See WAC 388-501-0070(3) for payment of ancillary services
for a noncovered service;

(vi) Indicate that the client has been fully informed of all
available medically appropriate treatment, including services
that may be paid for by the department or department-con-
tracted MCO, and that he or she chooses to get the specified
service(s);

(vii) Specify that the client may request an exception to
rule (ETR) in accordance with WAC ((388-526-2610)) 388-
501-0160 when the department denies a request for a noncov-
ered service and that the client may choose not to do so;

(viii) Specify that the client may request an administra-
tive hearing in accordance with WAC 388-526-2610 to
appeal the department's denial of a request for prior authori-
zation of a covered service and that the client may choose not
to do so;

(ix) Be completed only after the provider and the client
have exhausted all applicable department or department-con-
tracted MCO processes necessary to obtain authorization of
the requested service, except that the client may choose not to
request an ETR or an administrative hearing regarding
department denials of authorization for requested service(s);
and

((629)) (x) Specify which reason in subsection (b) below
applies.

(b) The provider must select on the agreement form one
of the following reasons (as applicable) why the client is
agreeing to be billed for the service(s). The service(s) is:

(i) Not covered by the department or the client's depart-
ment-contracted MCO and the ETR process as described in
WAC 388-501-0160 has been exhausted and the service(s) is
denied;

(i1) Not covered by the department or the client's depart-
ment-contracted MCO and the client has been informed of
his or her right to an ETR and has chosen not to pursue an
ETR as described in WAC 388-501-0160;

(iii) Covered by the department or the client's depart-
ment-contracted MCO, requires authorization, and the pro-
vider completes all the necessary requirements; however the
department denied the service as not medically necessary
(this includes services denied as a limitation extension under
WAC 388-501-0169); or

(iv) Covered by the department or the client's depart-
ment-contracted MCO and does not require authorization,
but the client has requested a specific type of treatment, sup-
ply, or equipment based on personal preference which the
department or MCO does not pay for and the specific type is
not medically necessary for the client.

(c) For clients with limited English proficiency, the
agreement must be the version translated in the client's pri-
mary language and interpreted if necessary. If the agreement
is translated, the interpreter must also sign it;

(d) The provider must give the client a copy of the agree-
ment and maintain the original and all documentation which
supports compliance with this section in the client's file for
six years from the date of service. The agreement must be
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made available to the department for review upon request;
and

(e) If the service is not provided within ninety calendar
days of the signed agreement, a new agreement must be com-
pleted by the provider and signed by both the provider and
the client.

(6) There are limited circumstances in which a provider
may bill a client without executing DSHS form 13-879,
Agreement to Pay for Healthcare Services, as specified in
subsection (5) of this section. The following are those cir-
cumstances:

(a) The client, the client's legal guardian, or the client's
legal representative:

(i) Was reimbursed for the service directly by a third
party (see WAC 388-501-0200); or

(i1) Refused to complete and sign insurance forms, bill-
ing documents, or other forms necessary for the provider to
bill the third party insurance carrier for the service.

(b) The client represented himself/herself as a private
pay client and not receiving medical assistance when the cli-
ent was already eligible for and receiving benefits under a
medical assistance program. In this circumstance, the pro-
vider must:

(1) Keep documentation of the client's declaration of
medical coverage. The client's declaration must be signed
and dated by the client, the client's legal guardian, or the cli-
ent's legal representative; and

(ii) Give a copy of the document to the client and main-
tain the original for six years from the date of service, for
department review upon request.

(c) The bill counts toward the financial obligation of the
client or applicant (such as spenddown liability, client partic-
ipation as described in WAC 388-513-1380, emergency med-
ical expense requirement, deductible, or copayment required
by the department). See subsection (7) of this section for bill-
ing a medically needy client for spenddown liability;

(d) The client is under the department's or a department-
contracted MCO's patient review and coordination (PRC)
program (WAC 388-501-0135) and receives nonemergency
services from providers or healthcare facilities other than
those to whom the client is assigned or referred under the
PRC program,;

(e) The client is a dual-eligible client with medicare Part
D coverage or similar creditable prescription drug coverage
and the conditions of WAC 388-530-7700 (2)(a)(iii) are met;

(f) The services provided to a TAKE CHARGE or family
planning only client are not within the scope of the client's
benefit package;

(g) The services were noncovered ambulance services
(see WAC 388-546-0250(2));

(h) A fee-for-service client chooses to receive nonemer-
gency services from a provider who is not contracted with the
department after being informed by the provider that he or
she is not contracted with the department and that the services
offered will not be paid by the client's healthcare program;
and

(1) A department-contracted MCO enrollee chooses to
receive nonemergency services from providers outside of the
MCO's network without authorization from the MCO, i.e., a
nonparticipating provider.
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(7) Under chapter 388-519 WAC, an individual who has
applied for medical assistance is required to spend down
excess income on healthcare expenses to become eligible for
coverage under the medically needy program. An individual
must incur healthcare expenses greater than or equal to the
amount that he or she must spend down. The provider is pro-
hibited from billing the individual for any amount in excess
of the spenddown liability assigned to the bill.

(8) There are situations in which a provider must refund
the full amount of a payment previously received from or on
behalf of an individual and then bill the department for the
covered service that had been furnished. In these situations,
the individual becomes eligible for a covered service that had
already been furnished. Providers must then accept as pay-
ment in full the amount paid by the department or managed
care organization for medical assistance services furnished to
clients. These situations are as follows:

(a) The individual was not receiving medical assistance
on the day the service was furnished. The individual applies
for medical assistance later in the same month in which the
service was provided and the department makes the individ-
ual eligible for medical assistance from the first day of that
month;

(b) The client receives a delayed certification for medical
assistance as defined in WAC 388-500-0005; or

(c) The client receives a certification for medical assis-
tance for a retroactive period according to 42 CFR §
435.914(a) and defined in WAC 388-500-0005.

(9) Regardless of any written, signed agreement to pay, a
provider may not bill, demand, collect, or accept payment or
a deposit from a client, anyone on the client's behalf, or the
department for:

(a) Copying, printing, or otherwise transferring health-
care information, as the term healthcare information is
defined in chapter 70.02 RCW, to another healthcare pro-
vider. This includes, but is not limited to:

(i) Medical/dental charts;

(i1) Radiological or imaging films; and

(iii) Laboratory or other diagnostic test results.

(b) Missed, cancelled, or late appointments;

(c) Shipping and/or postage charges;

(d) "Boutique," "concierge," or enhanced service pack-
ages (e.g., newsletters, 24/7 access to provider, health semi-
nars) as a condition for access to care; or

(e) The price differential between an authorized service
or item and an "upgraded" service or item (e.g., a wheelchair
with more features; brand name versus generic drugs).

AMENDATORY SECTION (Amending WSR 00-15-049,
filed 7/17/00, effective 8/17/00)

WAC 388-502-0210 Statistical data-provider
reports. (1) At the request of the ((medieal-assistanee-admin-
istrationr{(MAAY)) department, all providers enrolled with
((MAA)) department programs must submit full reports, as
specified by (MAA)) the department, of goods and services
furnished to eligible medical assistance clients. (IMA#A)) The
department furnishes the provider with a standardized format
to report these data.

[91

WSR 10-13-163

(2) (MAA)) The department analyzes the data collected
from the providers' reports to secure statistics on costs of
goods and services furnished and makes a report of the anal-
ysis available to ((MAA's)) the department's advisory com-
mittee, the state welfare medical care committee, representa-
tive organizations of provider groups enrolled with (MA#A))
the department, and any other interested organizations or
individuals.

AMENDATORY SECTION (Amending WSR 99-16-070,
filed 8/2/99, effective 9/2/99)

WAC 388-502-0220 Administrative appeal contrac-
tor/provider rate reimbursement. (1) Any enrolled
contractor/provider of medical services has a right to an
administrative appeal when the contractor/provider disagrees
with the ((me&eﬂ—&sﬂ%afree—&dﬁmﬂs&&&eﬂ—s—&%))
department reimbursement rate. The exception to this is
nursing facilities governed by WAC 388-96-904.

(2) The first level of appeal. A contractor/provider who
wants to contest a reimbursement rate must file a written
appeal with (MA#A)) the department.

(a) The appeal must include all of the following:

(1) A statement of the specific issue being appealed;

(i1) Supporting documentation; and

(iii) A request for (MA#A)) the department to recalculate
the rate.

(b) When a contractor/provider appeals a portion of a
rate, (MAA)) the department may review all components of
the reimbursement rate.

(c) In order to complete a review of the appeal, (MAA))
the department may do one or both of the following:

(1) Request additional information; and/or

(i1) Conduct an audit of the documentation provided.

(d) (MAA)) The department issues a decision or
requests additional information within sixty calendar days of
receiving the rate appeal request.

(i) When ((MA#A)) the department requests additional
information, the contractor/provider has forty-five calendar
days from the date of (MAA's)) the department's request to
submit the additional information.

(i) (MAA)) The department issues a decision within
thirty calendar days of receipt of the completed information.

(e) (MAA)) The department may adjust rates retroac-
tively to the effective date of a new rate or a rate change. In
order for a rate increase to be retroactive, the contractor/pro-
vider must file the appeal within sixty calendar days of the
date of the rate notification letter from ((MAA)) the depart-
ment. ((MA#A)) the department does not consider any appeal
filed after the sixty day period to be eligible for retroactive
adjustment.

() (MA#A)) The department may grant a time extension
for the appeal period if the contractor/provider makes such a
request within the sixty-day period referenced under (¢) of
this subsection.

(g) Any rate increase resulting from an appeal filed
within the sixty-day period described in subsection (2)(e) of
this section is effective retroactively to the rate effective date
in the notification letter.
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(h) Any rate increase resulting from an appeal filed after
the sixty-day period described in subsection (2)(e) of this sec-
tion is effective on the date the rate appeal is received by the
department.

(i) Any rate decrease resulting from an appeal is effec-
tive on the date specified in the appeal decision letter.

(j) Any rate change that (MA#)) the department grants
that is the result of fraudulent practices on the part of the con-
tractor/provider as described under RCW 74.09.210 is
exempt from the appeal provisions in this chapter.

(3) The second level of appeal. When the contractor/
provider disagrees with a rate review decision, it may file a
request for a dispute conference with ((MA#)) the depart-
ment. For this section "dispute conference" means an infor-
mal administrative hearing for the purpose of resolving con-
tractor/provider disagreements with a department action as
described under subsection (1) of this section, and not agreed
upon at the first level of appeal. The dispute conference is not
governed by the Administrative Procedure Act, chapter 34.05
RCW.

(a) If a contractor/provider files a request for a dispute
conference, it must submit the request to (MA#A)) the depart-
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ity. The program provides twenty-four hour specialized nurs-
ing services and an intense level of specialized therapy
(speech, physical, and occupational) for a diagnostic category
for which the client shows significant potential for functional
improvement (see WAC 388-550-2501).

"Add-on procedure(s)" means secondary procedure(s)
that are performed in addition to another procedure.

"Admitting diagnosis" means the medical condition
responsible for a hospital admission, as defined by ICD-9-M
diagnostic code.

"Advanced registered nurse practitioner (ARNP)"
means a registered nurse prepared in a formal educational
program to assume an expanded health services provider role
in accordance with WAC 246-840-300 and 246-840-305.

"Aging and disability services administration
(ADSA)" means the administration that administers directly
or contracts for long-term care services, including but not
limited to nursing facility care and home and community ser-
vices. See WAC 388-71-0202.

"Allowed charges" means the maximum amount reim-
bursed for any procedure that is allowed by ((MA#)) the
department.

ment within thirty calendar days after the contractor/provider
receives the rate review decision. (MA#A)) The department
does not consider dispute conference requests submitted after
the thirty-day period for the first level decision.

(b) (MAA)) The department conducts the dispute con-
ference within ninety calendar days of receiving the request.

(¢) A department-appointed conference chairperson
issues the final decision within thirty calendar days of the
conference. Extensions of time for extenuating circum-
stances may be granted if all parties agree.

(d) Any rate increase or decrease resulting from a dispute
conference decision is effective on the date specified in the
dispute conference decision.

(e) The dispute conference is the final level of adminis-
trative appeal within the department and precede judicial
action.

(4) (MAA)) The department considers that a contractor/
provider who fails to attempt to resolve disputed rates as pro-
vided in this section has abandoned the dispute.

AMENDATORY SECTION (Amending WSR 04-20-059,
filed 10/1/04, effective 11/1/04)

WAC 388-531-0050 Physician-related services defi-
nitions. The following definitions and abbreviations and
those found in WAC 388-500-0005, apply to this chapter.
Defined words and phrases are bolded the first time they are
used in the text.

" Acquisition cost" means the cost of an item excluding
shipping, handling, and any applicable taxes.

"Acute care" means care provided for clients who are
not medically stable. These clients require frequent monitor-
ing by a health care professional in order to maintain their
health status. See also WAC 246-335-015.

"Acute physical medicine and rehabilitation
(PM&R)" means a comprehensive inpatient and rehabilita-
tive program coordinated by a multidisciplinary team at ((an
MAA-approved)) a department-approved rehabilitation facil-
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"Anesthesia technical advisory group (ATAG)"
means an advisory group representing anesthesiologists who
are affected by the implementation of the anesthesiology fee
schedule.

"Bariatric surgery" means any surgical procedure,
whether open or by laparoscope, which reduces the size of
the stomach with or without bypassing a portion of the small
intestine and whose primary purpose is the reduction of body
weight in an obese individual.

"Base anesthesia units (BAU)" means a number of
anesthesia units assigned to a surgical procedure that includes
the usual pre-operative, intra-operative, and post-operative
visits. This includes the administration of fluids and/or blood
incident to the anesthesia care, and interpretation of noninva-
sive monitoring by the anesthesiologist.

"Bundled services'" means services integral to the
major procedure that are included in the fee for the major pro-
cedure. Bundled services are not reimbursed separately.

"Bundled supplies" means supplies which are consid-
ered to be included in the practice expense RVU of the med-
ical or surgical service of which they are an integral part.

"By report (BR)" means a method of reimbursement in
which (MAA)) the department determines the amount it will
pay for a service that is not included in (MAA's)) the depart-
ment's published fee schedules. (IMA#A)) The department
may request the provider to submit a "report" describing the
nature, extent, time, effort, and/or equipment necessary to
deliver the service.

"Call" means a face-to-face encounter between the cli-
ent and the provider resulting in the provision of services to
the client.

"Cast material maximum allowable fee" means a
reimbursement amount based on the average cost among sup-
pliers for one roll of cast material.

"Centers for Medicare and Medicaid Services
(CMS)" means the agency within the federal Department of
Health and Human Services (DHHS) with oversight respon-
sibility for medicare and medicaid programs.
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"Certified registered nurse anesthetist (CRNA)"
means an advanced registered nurse practitioner (ARNP)
with formal training in anesthesia who meets all state and
national criteria for certification. The American Association
of Nurse Anesthetists specifies the National Certification and
scope of practice.

"Children's health insurance plan (CHIP)," see chap-
ter 388-542 WAC.

"Clinical Laboratory Improvement Amendment
(CLIA)" means regulations from the U.S. Department of
Health and Human Services that require all laboratory testing
sites to have ecither a CLIA registration or a CLIA certificate
of waiver in order to legally perform testing anywhere in the
U.S.

"Conversion factors' means dollar amounts (MA#A))
the department uses to calculate the maximum allowable fee
for physician-related services.

"Covered service" means a service that is within the
scope of the eligible client's medical care program, subject to
the limitations in this chapter and other published WAC.

"CPT," see "current procedural terminology."

"Critical care services" means physician services for
the care of critically ill or injured clients. A critical illness or
injury acutely impairs one or more vital organ systems such
that the client's survival is jeopardized. Critical care is given
in a critical care area, such as the coronary care unit, intensive
care unit, respiratory care unit, or the emergency care facility.

"Current procedural terminology (CPT)" means a
systematic listing of descriptive terms and identifying codes
for reporting medical services, procedures, and interventions
performed by physicians and other practitioners who provide
physician-related services. CPT is copyrighted and published
annually by the American Medical Association (AMA).

"Diagnosis code" means a set of numeric or alphanu-
meric characters assigned by the ICD-9-CM, or successor
document, as a shorthand symbol to represent the nature of a
disease.

"Emergency medical condition(s)" means a medical
condition(s) that manifests itself by acute symptoms of suffi-
cient severity so that the absence of immediate medical atten-
tion could reasonably be expected to result in placing the
patient's health in serious jeopardy, serious impairment to
bodily functions, or serious dysfunction of any bodily organ
or part.

"Emergency services' means medical services required
by and provided to a patient experiencing an emergency med-
ical condition.

"Estimated acquisition cost (EAC)" means the depart-
ment's best estimate of the price providers generally and cur-
rently pay for drugs and supplies.

"Evaluation and management (E&M) codes" means
procedure codes which categorize physician services by type
of service, place of service, and patient status.

"Expedited prior authorization" means the process of
obtaining authorization that must be used for selected ser-
vices, in which providers use a set of numeric codes to indi-
cate to ((MAA)) the department which acceptable indica-
tions, conditions, diagnoses, and/or criteria are applicable to
a particular request for services.
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"Experimental" means a term to describe a procedure,
or course of treatment, which lacks sufficient scientific evi-
dence of safety and effectiveness. See WAC 388-531-0550.
A service is not "experimental" if the service:

(1) Is generally accepted by the medical profession as
effective and appropriate; and

(2) Has been approved by the FDA or other requisite
government body, if such approval is required.

"Fee-for-service" means the general payment method
((MAA)) the department uses to reimburse providers for cov-
ered medical services provided to medical assistance clients
when those services are not covered under ((MAA's)) the
department's healthy options program or children's health
insurance program (CHIP) programs.

"Flat fee'" means the maximum allowable fee estab-
lished by ((MAA)) the department for a service or item that
does not have a relative value unit (RVU) or has an RVU that
is not appropriate.

"Geographic practice cost index (GPCI)" as defined
by medicare, means a medicare adjustment factor that
includes local geographic area estimates of how hard the pro-
vider has to work (work effort), what the practice expenses
are, and what malpractice costs are. The GPCI reflects one-
fourth the difference between the area average and the
national average.

"Global surgery reimbursement," see WAC 388-531-
1700.

"HCPCS Level II" means a coding system established
by CMS (formerly known as the Health Care Financing
Administration) to define services and procedures not
included in CPT.

""Health care financing administration common pro-
cedure coding system (HCPCS)" means the name used for
the Centers for Medicare and Medicaid Services (formerly
known as the Health Care Financing Administration) codes
made up of CPT and HCPCS level II codes.

"Health care team' means a group of health care pro-
viders involved in the care of a client.

"Hospice' means a medically directed, interdisciplinary
program of palliative services which is provided under
arrangement with a Title XVIII Washington licensed and cer-
tified Washington state hospice for terminally ill clients and
the clients' families.

"ICD-9-CM," see "International Classification of Dis-
eases, 9th Revision, Clinical Modifi