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EXPLANATION OF MATERIAL TRANSMITTED:

This material is issued as procedural guidance for the
adjudication of requests from claimants seeking approval
for differing types of home and residential health care
services (HRHC) including in-home health care, hospice
services, and long-term residential care in an assisted
living facility or nursing home. The updated language
contained in this chapter was removed from Procedure Manual
Chapter 3-0300. The updated version of Chapter 3-0300 is
being released simultaneously with the release of this new
chapter. Changes and updates to the material previously
contained in Chapter 3-0300 include:

« Removes pagination from the Chapter and Page Number
column in the Table of Contents.

+ Removes the footer on all pages subsequent to the Table
of Contents.

+ Updates the policy pertaining to document retention and
storage in the OWCP Imaging System (OIS).

+ Updates the language pertaining to face-to-face medical
examinations required as part of the physician’s medical
rationale for prescribing in-home health care.

*» Provides new guidance pertaining to the claimant’s right
to make the final determination regarding the need for, or
the level of Home Health Care (HHC) to be provided.

» Provides additional guidance regarding the evaluation of
medical evidence and new language pertaining to the use of
Second Opinion (SECOP) Medical Examinations.

« Adds new language describing the role of the DEEOIC nurse
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» Provides additional guidance pertaining to the evaluation
of emergency authorization requests for HHC, following a
hospital discharge.



* Explains the necessary content of letter decisions to
claimants following a determination to reduce or deny care
and provides sample language.

* Adds language regarding the issuance of a recommended
decision in HHC cases.

* Outlines the process for the evaluation of new medical
evidence and the potential impact such new evidence might
have upon cases currently authorized, under consideration,
or cases that were previously denied.

* Adds new language explaining the need for concurrent
authorizations for different types and levels of HRHC
services.

* Provides new policy language regarding attendant services
provided by family members.

» Provides new policy language and procedural guidance
pertaining to DEEOIC’s Conflict of Interest policy
regarding the role of authorized representatives.

*+ Updates the language in the sections pertaining to
Billing Procedures and Authorizations periods, including an
allowance for 12-month authorization periods for assisted
living facilities.

e Exhibits: Adds a new Sample Medical Development Letter
(Physician) for use in developing medical evidence
necessary to adjudicate HHC requests.

» Exhibits: Updates the wording in the Sample Medical
Development Letter (Claimant).

* Exhibits: Updates the content of the Billing Codes
exhibit.

e Exhibits: Eliminates the follow-up medical development
letter (HHC).



* Exhibits: Eliminates the Sample Recommended Decision
pertaining to HHC.
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i Purpose and Scope. This chapter describes the
procedures for evaluating and approving requests from
claimants who are seeking approval for differing types of
Home and Residential Health Care (HRHC) services including
in-home health care, hospice services, and long-term
residential care in an assisted living facility or nu¥sing
home. This section also provides procedural guidance with
regard to the process for development and authoriZation of
these services.

During the processing of all HRHC claims thesMedical
Benefits Examiner (MBE), or other designated staff, are
responsible for ensuring all documents created during the
review process are properly scanned into OIS for
recordkeeping purposes and that all @appropriate £ase
management updates to the Energy Compensa@tion System (ECS)
occur.

2. In-Home Health Care Serwvices (HHC). This section
provides clarification with rega¥d to\the evidence needed
to authorize in-home health care (HHC), which includes
skilled nursing servicegs, and attendant services such as
home health aides, pefsonall care attendants, etc.

a. Bill Processing,Agent. All requests for HHC must
be submitteéd to #he Division of Energy Employees’
Occupational Idlness, Compensation (DEEOIC) bill
processing agent (BPA) via fax, mail, or
electronically,, £0 begin the authorization process.
Thel BPA creates'an electronic record of all relevant
documents and requests, and initiates an electronic
message y(thread) to the national office (NO), advising
of anew, ypending HHC request.

b. HHC requests are routed, via the BPA, to the
Workers’ Compensation Assistant (WCA). The WCA reviews
the request and forwards the information to the
appropriate MBE for review and adjudication.

C. Prior Authorization Required. All HHC requests
require prior authorization from a MBE, including
authorization for initial in-home assessments.
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d. Requests for an in-home assessment of a patient’s
needs, and/or requests for HHC, can be initiated by a
claimant, the claimant’s authorized representative,
any licensed doctor who is treating the claimant fox
an accepted condition, or a HHC provider.

e. Telephone Requests. The MBE must document _
telephone requests for HHC care in ECS. Moreover, the
MBE advises the callers that they must submit their
requests, in writing, before the authorizatioen! proceds
can begin.

f. Approving Initial In-Home Assessment Regquests.
The MBE must approve any requestdfor ‘amn initial in-
home HHC assessment, upon receipt of a ‘signed
prescription by the treating¢physidian. When an
initial HHC assessment request is properly documented
with a physician’s prescpdip®ion, the MBE approves the
initial request and sends an email o the WCA, who
sends a thread to the BPA _atthorizing the assessment.
If the MBE receivesga, request for an initial HHC
assessment without a physigian’s prescription, the MBE
sends a letter £0 the/claimant requesting a signed
prescription for“thefinitial assessment. In the
letter, the MBE advises that the claimant has 30 days
within whi€h tosubmit a signed physician’s request
for an initiald HHC evaluation. If medical
documentation or sdgned physician’s prescription is
not feceiwved within 30 days, the MBE denies the
redquest.

g. Letter of Medical Necessity (LMN). The LMN is a
narrative)statement of the physician’s opinion
regarding the patient’s HHC needs and the medical
justification for such services. The treating
physician must prepare the LMN based upon a clear
understanding of the patient’s medical history
(including the accepted work-related illnesses),
reported findings from an in-home assessment, face-to-
face examination of the claimant, and consideration of
other sources of information (such as family members,
or prior nursing notes in the case of a
reauthorization of services).
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Upon receipt of a LMN, or a hospital discharge summary
specifically prescribing HHC services, the MBE must
conduct a complete review of the case file medical
evidence to determine if there is sufficient and welds=
rationalized documentation from the physician,
describing the medical reasons for HHC, as they ¥elate
to the covered medical condition(s). The necg®sary
information that the treating physician mustfprovide
in the form of a signed LMN includes:

(1) Medical Rationale. A descriptdion, of the HHC
needs of the patient, as they relate to, the
patient’s covered medical condition(s),| based
upon a face-to-face medical fexamination/ conducted
within the past 60 days. HHC exams must be
conducted by the patients tregating ‘physician, a
physician’s assistant, or ether medical
professional licensed®and authordzed by state law
to conduct such examinations within the
physician’s practice, 6r employed by the
physician. This, should inglude a detailed
description of, and distimction between the
patient’s meédical need for skilled nursing care,
personal .attendant caré, and/or any other type of
care, while in the home; and, an explanation as
to how the gequested care is linked to the
covered médical condition(s). The physician must
describé the findings upon physical examination,
and provideda complete list of all medical
conditions, including conditions not accepted by
DEEOIC. If a claimant has one or more non-covered
conditions, medical evidence must demonstrate how
thel requirement for in-home health care relates
specifically to the accepted conditions. The
physician should also describe laboratory or
other findings that substantiate a causal
relationship between the accepted condition(s)
and the need for assistance or skilled nursing
care in the home.

(2) Level of care required. The doctor’s
LMN must specify the appropriate type of
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health care professional who will attend to

the patient, i.e., Registered Nurse (RN),
Licensed Practical Nurse (LPN), Personal
Care Attendant (PCA), Certified Nursing
Assistant (CNA), or Home Health Aide (HHA).
Generally, approved in-home skilled nursing
services (RN/LPN) include services such aé:
administration of prescription medicatién,
wound dressing changes, administration of
intravenous medications, assessment of
patient’s medical condition, and
communication with treating physiciani(s)
regarding changes in accepted ‘€endition(s) .
Services provided by non-skidled persons
such as home health aides ©r personal (are
attendants are typicallyfintended for
assistance with activitiesyof dailyg living
which often include:gmobility within the
household, dressing and undressing,
toileting, bathing,, and meal preparation.

(3)

Extent of care reguited (hours, days,

weeks, etc.s). A written medical narrative

must describe, the extent of care to be
provided in allotments of time, to include
the ddratiom ofteach function or operation,
and the namber of times per hour/day/week a
particular function or operation is to be
performed)or repeated. The LMN must also
state the duration of time for which care is
being prescribed in days, weeks, or months.

h. Incomplete medical evidence. If, upon review, the

MBE finds that the medical evidence is incomplete
and/oxr the file does not contain an appropriate
medical rationale to support the type(s) of HHC being
prescribed for the patient, the MBE prepares
development letters to the prescribing physician
(Exhibit 1), and the claimant (Exhibit 2).

(1)

Physician Letter. The letter to the treating

physician is to include the MBE’s request for a
narrative medical report addressing the specific
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requirements needed to substantiate a clear
medical basis for HHC. The letter is also

to include a request that the physician estimate
the length of time for which the patient will
ultimately require HHC services. Lastly, the
letter is to reference the fact that DEEOIC
cannot process the claimant’s HHC requestfwithout
this additional information. A responsef from the
physician is requested within 30 daysd The MMBE
also faxes a copy of the request letterhtd® the
treating physician’s office.

(2) Claimant Letter. The MBE’S \letter to

the claimant acknowledges reCeipthof a request
for authorization of HHC s@rvices ‘and @advises
that further medical evidence s required to
process the claimant’s requesSt. Additionally,
the claimant letter gontains,a copy of the
development letter/to the preseribing physician,
which separately describes the medical evidence
requested by DEEQIC. The claimant letter is to
include an explanationgtha@t without the necessary
supporting gnedical evidence, the request for HHC
services cannotd be authorized. Finally, the MBE
is to reéquest that the claimant contact the
presc#ibinggphysician’s office to make certain
that “a, response to DEEOIC is provided within 30
days.

(3) 4 No response after 30 days. If, after 30
days, there is no satisfactory response from the
treating physician, or no response from the
claimant, the MBE prepares a second letter to the
claimant (accompanied by a copy of the initial
letter), advising that no additional information
has been received from the treating physician.
The MBE advises that an additional period of 30
days will be granted for the submission of
necessary medical evidence. The MBE further
advises in the letter that if the requested
information is not received, DEEOIC must deny the
claimant’s request for HHC services.
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(4) No response to second request. If the
claimant or the physician does not provide a
response to the second request for information
within the 30-day period allowed, the MBE issues
a letter decision to the claimant denying the
claim for HHC. The MBE sends an email to

the FO, who sends a thread to the BPA ady¥sing
that the service has been denied.

i. Claimant Has Final Authority. The claimaht, or
properly designated Authorized Representative (AR)4
has final decision-making authority #Z£egarding the
amount or type of HHC they want. If a claimant calls
and states that he/she does not require in-home health
care, wishes to discontinue carxe that 1is),cu¥rently
authorized, or requests a reductiom in the amount of
care, the MBE takes one of the following actions:

(1) Discontinue Care. Should the claimant wish
to discontinue care, the MBE requests that the
claimant send DEEOIC a signed letter declining
HHC services4 Upon regeipt of any written
statement from the claimant stating that HHC
services_ are ot being requested, or no longer
wanted,/ the MBE writes a letter to the claimant,
with & copypto the treating physician and any
designated HHC provider, confirming that the
claimant is declining HHC services and thus the
matter is)cdlosed. Additionally, the MBE sends an
email to the WCA, who sends a thread to the BPA
ad¥ising that HHC services are denied or
terminated, with an effective end-date in the
event of termination.

(2) Modification of Care Currently Authorized.
If the claimant contacts DEEOIC and requests a
reduction in the amount of care being provided,
(e.g.; the claimant only wants a home health aide
in the home 8 hours a day, and not 24-hours a
day), the MBE instructs the claimant to call
his/her prescribing physician and request that
the physician prepare a new LMN for DEEOIC. The
MBE advises the claimant that DEEOIC cannot
modify the amount/type of care being authorized
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without a letter (LMN) from the physician. Upon
receipt of any such letter from the physician,
the MBE takes appropriate action with regard to
evaluating new medical evidence.

it Evaluating Medical Evidence. Upon receipt of
medical evidence pertaining to either a new HHC
request, or an existing HHC authorization, the MBE
must determine if the evidence is of sufficéient
probative value to authorize HHC. To determinedthe
probative value of any medical requestgfox HHC, it is
critical that the MBE undertake apprepriatesanalysis
of the case file documentation pert@ining to HHC
services before authorizing suchgare.

(1) The underlying function of the MBE is to
ensure that the covered emplOyee receives the
necessary medical carx@pfor ‘the accepted medical
condition(s) and that any suchgdrequest for care
reasonably correspondsdwith) the medical evidence
in the case file. If the physician does not
provide suffi€ient detaild concerning the
claimant’s gphysical condition, relationship of
the prescribed are to”the accepted condition(s),
or specdfic medical rationale for HHC, the MBE
must prepare and)send a letter to the treating
physieciand specifically describing the deficiency
ingthe'medicall evidence and stating clearly what
informationdis needed.

(290 When evaluating the medical evidence, the
MBE must base any determination solely on the
welght of medical evidence in the case file.
While the MBE can request clarification or seek
additional information regarding the medical
justification for home health care, it is not
appropriate to reduce or modify the type or level
of care without the support of medical evidence
obtained from a physician.

(3) Nurse Consultants and Medical Director.
DEEOIC employs nurse consultants and a medical
director, who are available to both the MBE and
CE staff, to assist in the evaluation and
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analysis of medical evidence. DEEOIC medical
staff serve as a technical resource to the
district offices in regards to claims-related
medical issues and can assist in the
determination of appropriate services and
procedures that require authorization by DEEGIC.

(4) Second Opinion (SECOP) Medical Examinationsh
Independent physicians, randomly sele€ted by a
third-party contractor, perform SECOP
examinations. If the MBE deems thesmedical
recommendations of the treatingdphysician ‘are not
supported by appropriate medical rationale and
if attempts by the MBE are unsuccessful/ in
clarifying the HHC needs of the claimant via the
treating physician, the MBE must immediately
arrange for a second medicalf opinien, or a
referee medical opind®n, depending on the
circumstances. (Refer to Federdl (EEOICPA)
Procedure Manual Chapteér 2<0800, Developing And
Weighing Medicad, Evidence,/for guidance
pertaining tel the \SECQR/Réferee examination
process.) The context of any SECOP or referee
examination“is £he medical necessity of HHC for
one or siore distinct six-month periods.

For SECOPf{medical examinations required to
evaluate HHC renewals, the MBE is to extend
the ‘existing HHC authorization until a SECOP
medi€al examination is completed. Under these
circumstances, the MBE takes the necessary
actions to update the ECS, and notify the WCA
(i.'es, an update to reflect a 30 or 60-day
extension of an existing HHC authorization),
while awaiting the findings of a SECOP doctor).

Upon receipt of the SECOP exam results, the MBE
considers the reports from both the SECOP
doctor and the claimant’s treating doctor and
determines if one report should be assigned a
greater probative value than the other. If the
MBE determines that the SECOP medical report is
of lesser or equal weight, the SECOP report
cannot be used to overturn the opinion of the
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claimant’s treating doctor. If the MBE determines
that the two reports are of equal value, the MBE
has the option of accepting the treating
physician’s report, or seeking resolution by
obtaining a referee medical opinion.

A determination regarding the weight of medical
evidence and a conclusion regarding thef HHC needs
of the claimant must clearly identifyfone of more
six-month periods of HHC. Once the peried{s) of
.HHC covered by second opinion decision expires,
the MBE treats any subsequent reéquest for HHC as
a new request.

k. Emergency Authorizations. AIn certain emergency
circumstances, the MBE may authorize HHC ‘for a
preliminary 30-day period whileya@ditional development
is undertaken. In order to'@btain)appf£oval for an
emergency authorizationjy the physician or hospital
staff contacts DEEOIC’s| BPAfand advises the BPA that a
claimant requires caxe of an emergency nature (e.g.,
the claimant is bging released{ from the hospital and
requires immediate in-home care).

The BPA obtadns any pertinent medical documentation
and assessés thefemergency nature of the request. A
mere dischargeffollowing hospitalization is not a
sufficiient basis te authorize emergency HHC. The
hospiffalization discharge documentation must clearly
desribe / the emergent medical need for HHC related to
an accepted condition. It must also specify the level,
exXtent; yand duration of HHC required at the emergency
level, offcare. Upon receipt of an emergency HHC
authorization request, the BPA immediately contacts
the WCA, advises the nature of the emergency, and
Provides electronic copies of all documentation
obtained. The WCA forwards the information to the MBE
for review. The BPA does not make a decision regarding
the request, but simply obtains the pertinent
documentation and advises of the emergency request.

(1) Upon receipt of supporting medical
documentation, the BPA sends the information to
the WCA, who sends the information to the MBE for
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review. The MBE must carefully evaluate these
situations to ensure the medical documentation
clearly indicates that the patient’s care and
well-being are dependent upon HHC services for_a
DEEOIC accepted medical condition. If the BPA
has not already obtained medical documentatdion to
support this need, the MBE requests the attending
physician discharge summary and discharge plan
stating the level of care needed in the homé. If
necessary, the MBE may call the hospital .or
attending physician for clarificatden of the need
for emergency care and discuss needed medical
evidence.

(2) 1If discharge informatdon froma t&eating
physician supports the néed fofr" immediate
authorization; the MBE prowvides angemergency 30-
day approval pendinggadditional development.

When granting an emergency HHCfauthorization, and
for each 30-day tempordry extension (while
awaiting medical evidence), the MBE notifies the
claimant andprovider,,infwriting, of the initial
and subséquént periods of authorization. The MBE
sends an _email £o the WCA advising of any
authorizZations, and the WCA forwards the
informationgto the BPA in the form of a thread.

(3dm. Upon inigdal approval of 30-day emergency
care, the MBE sends a letter to the treating
physician, with a copy to the claimant,
reduesting the necessary medical evidence to
substantiate that the approved level of care is
medically necessary to give relief for the
accepted medical condition(s). This should occur
within the initial 30-day authorization period.
The MBE may grant extensions in increments of 30
days, while awaiting the necessary evidence to
document that the level of care is medically
warranted and necessary. These extensions should
generally not exceed a total of 90 days.

(4) Some emergency authorization requests may
not warrant approval. In some situations, the
evidence supplied may not justify the emergency
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request. After careful review of the evidence
supplied, the MBE sends a letter to the claimant,
with a faxed copy to the requestor, if

other than the claimant. In the letter, the MBE
explains the deficiency that exists in the
medical evidence necessary to support the reguest
for emergency care. The MBE further advis@s that
a LMN is required, clearly describing the
patient’s discharge circumstances that support
the need for a specific level of in-home health
care. In addition, the MBE sends anmemail,to the
WCA, who updates the thread regdest indicating
the emergency authorization request is under
development.

1. Authorization Letters tofClaim@nts. ‘If the MBE
determines that the medical evidence, o# the emergency
request, warrants approvadiof the, HHC{being
prescribed, authorizatign may be granted for up to 6
months (up to 90 days for emergency requests). The MBE
prepares a letter deeision notifying the claimant and
the home health cafre provider06f the authorization
being approved, g&and delineating the following
information. (SeeExhibit"3"for a sample authorization
letter):

(1) “Covefed medical condition(s) for which
care 1s ‘authorized.

(2) 4 Levelvand duration of the type(s) of
in<home care to be provided, i.e., RN 1 hour
per day and Home Health Aide 8 hours per
day,» 7 days a week for a period of 6 months.

(3) Authorized billing codes relevant to
the level and duration of the care
authorized (see Exhibit 4 for a description
of the pertinent codes).

(4) Period of authorization with specific
start and end dates.

m. Approval Actions by the MBE. Upon sending the
authorization letter to the claimant and provider, the
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MBE completes the authorization process with the
following steps:

(1) Create Authorization: The MBE sends an emadl
to the WCA, who initiates an electronic thread to
the BPA to authorize the specific level(s) of
care, billing codes (with units), and tim@& pexriod
of the authorization.

(2) ECS Reminder. The MBE creates a remifider
note to review the HHC authorizatiom60 ‘days
prior to the expiration of the a@uthorized period
(or within 30 days of the letter for emergency
authorization requests).

n. Insufficient Evidence. After appropriate
development as outlined above, ifif the MBE reviews the
medical evidence in the fdl@é)and detefmines that there
is insufficient evidencg to warrantdauthorization of
HHC, the MBE sends a detailéd letter-decision to the
claimant (with a copy,to the HHC provider) advising of
DEEOIC’s determination. A letté€r decision is also
required any timé medical evidence is received that
warrants a reductionf{in the”level of HHC services
currently bedng authorized. Letter decisions to either
reduce or deny HHC must include a copy of any SECOP or
Referee reportdif that report serves as the basis for
the deciésion to reduce or deny the requested level of
cares The narrative content of the letter decisions
must clearly explain how the MBE evaluated the medical
evidence, and must provide a rationale for his/her
determination. Further, all letter decisions must
cleakrly ddentify the six-month period(s) being
addressed by the decision. The letter-decision must
include a sentence at the end with language as
foldows:

If you disagree with this decision and wish to request
a formal decision, please immediately advise this
office, in writing, that you wish to have a
Recommended Decision issued in this case, providing
you with your rights of action.
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o. Issuing a Recommended Decision. In the event that
the claimant does request a Recommended Decision (RD),
the MBE prepares and issues the decision.

p. Receipt of new medical evidence. Upon receipt of
new medical evidence during development of a new®HHC
request, during a currently authorized periodof HHE,
after an authorized period of HHC has expired, or
following a denial of a HHC request, the MBE must
review that new evidence to determine if anyha€tion s
required. New medical evidence could petentially
result in one of the following scenarios:

(1) Approval of the HHC reguest ' currently under
consideration, (includingsix-month
reauthorization), or appfoval «6f an “HHC request
previously withdrawn or denied.

(2) An increase in the current level of
authorized services. In this instance the MBE
must terminate_the current/authorization and
begin a new six-month ¢dHEfauthorization period.

(3) A reduction in the current level of
authoriZed serwvices, but only if ordered by the
treatdng physician who initially prescribed the
care, ywor,,based on a SECOP medical exam and
report.When & decrease in care is warranted, the
MBE ‘must' terminate the existing authorization and
begin a new six-month authorization period.

(4), A denial of the current level of authorized
services. (Examples of this would be in cases
where HHC was authorized on an interim basis
while awaiting results of a SECOP exam, or where
a temporary emergency authorization was granted
while awaiting additional medical evidence.)

If the claimant’s treating physician provides new
medical evidence supporting a reduction in, or a
termination of care, that reduction or termination is
communicated to the claimant by letter. There is no
need to include language regarding the claimant’s
right to request a recommended decision.
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g. Letters advising of a reduction or termination of
services must be copied to the HHC provider and must
specifically advise the claimant that the reduction or
termination will occur 15 days from the date of the
letter. The letter must provide an explanation ofgany
new level of authorized services.

Tfs No overlapping HHC authorizations. It iS
important for the MBE to understand that ofily on€ six-
month HHC authorization period can exist at'any given
time. Regardless of differing types ofgservice(s)
authorized, there can be no overlappding dates. If the
medical evidence dictates a change 4n the care
currently authorized, the authoriZzation must' be
closed, with an end-date, and a new authoriZzation
begun.

For example: If the claimanty) was authorized 8 hours a
day of skilled nursing and 8 hours»a day of home
health aid (HHA) care, fors@ six-month period, and if
the treating doctorgprescribed an increase in the HHA
care, to 16 hoursda day, the.entire authorization
would be terminated and a new authorization period
would be approved for both the skilled nursing and the
increased level of HHA care.

S. ReauthoriZation of HHC Services. The following
actionsmpare taken Py the MBE during the course of an
exisfing ‘authorizZation:

(g 60 Days prior to the expiration of a HHC
authorization the MBE reviews the case record to
determine if new medical evidence exists in
support of a reauthorization of services.

(2) If new evidence exists (face-to-face medical
exam, updated medical report, etc.) supporting a
reauthorization of services, the MBE follows the
guidance under “p” and re-evaluates the case for
consideration of a new 6-month period of care.

(3) In the absence of new medical evidence
supporting a reauthorization, the MBE sends a
letter to the treating physician, with a copy to
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the claimant. The letter advises of the upcoming
expiration date and emphasizes the need for
updated medical evidence, if continuing HHC
services are necessary.

(4) Following a request for updated

medical information, prior to a six-month
reauthorization, if no response is forthcoming,
the HHC authorization expires and the MBE takes
appropriate action to close the HHC claim.
However, if the provider or the ed@imant )submits
a request for a continuation off services, the MBE
evaluates the request, and any accompanying
medical evidence.

S Attendant Services Provided by Familly Members. A
claimant’s spouse, or relative, may provide @authorized
attendant care services if properly credentialed.
Requirements for licensing, gertification, or training,
vary from state-to-state. Therefare two ways an individual

can qualify for reimbursement by DEEQIC as a provider of
HHC services:

a. A qualified“individual can enroll with DEEOIC
(OWCP.dol.acS~inc.com), as a HHC provider and can be
authorizedd for péimbursement for a maximum of 12 hours
per day.

b. The employee’s spouse or relative can be employed
by @ DEEQIC enrolled medical provider of HHC services.
In thisdinstance, licensing, certification and
training become the responsibility of the enrolled
provider.

4. Confldict of Interest Policy. DEEOIC has developed a
Conflietsof Interest Policy regarding the role of
authorized representatives. (Refer to Federal (EEOICPA)
Procedure Manual Chapter 2-0400.) Conflicts of interest can
arisse when a duly authorized representative (AR) has direct
financial interests as a result of his or her role, aside
from the permitted fee enumerated under the EEOICPA.
Because the “role” of an AR is so important, DEEOIC will
consider the AR to have a prohibited “conflict of interest”
if that individual could directly benefit financially from
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their client’s EEOICPA claim due to something other than
the statutorily limited fee for representing a client in
connection with his or her EEOICPA claim.

With regard to HHC services, a DEEOIC enrolled provider of
medical services will be considered to have a prohibited
conflict of interest if, in addition to being the glbient’s
authorized representative, they are also being padd by
DEEOIC, directly or indirectly, as a provider of authorized
medical services to that individual. Because therefis an
obvious conflict of interest in these circumsStances; DEEOIC
will not recognize the enrolled provider ds an AR. Under
these circumstances, DEEOIC will inform ‘€he claimant of the
need to designate another person as authorized
representative, who does not have su€h a confilict.

OF Hospice Care. This section prowvides clarification
with regard to the evidence needéd to authoérize in-home
hospice care services.

a. Hospice care ismgenerally requested and
authorized when agphysiciangphas determined that an
individual has af terminal illness and has no more than
six months to_ one wear of life remaining. When a
treating phySician“determines that in-home hospice
care is requiredspfor an accepted condition and
prescribes these services for a claimant, it remains
the rolepof the claimant’s treating physician to
determine and prescribe all medical services and care,
required by the'patient for the accepted condition(s).

b. All requests for in-home hospice care require
prior authorization from the MBE and must be submitted
to DEEOIC’s BPA via fax, mail, or electronically, to
begin/ the authorization process. Upon receipt, the BPA
creates an electronic record of the request and
generates a thread advising that a new hospice request
is pending CE approval.

6. Extended Care Facilities. This section provides
clarification with regard to the evidence needed to
authorize placement in an extended care facility. When a
treating physician determines that extended care is
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required for an accepted condition and provides a LMN to
that effect, the CE may authorize the services.

a. Care in a nursing home, skilled nursing facilityy
or an assisted living facility may be authorized when
the claimant does not need acute care but does require
medical services and assistance with activitie® of
daily living.

b. All requests for extended care require prdor
authorization from the MBE and must begsubmitted to
DEEOIC’s BPA via fax, mail, or electronically, to
begin the authorization process. The BPA creates an
electronic record of all such doguments and requests,
and initiates a thread to the district ‘office FO,
advising of a new and pendingf request for extended
care. The FO forwards the requestf{to the MBE for
review and adjudication.

i/ Billing Procedures and Authorization Periods. This
section provides guidancegwith " regard to billing protocol
and authorization periods relevant to all types of
ancillary medical sepVices/(e.g. home health care, hospice
care and extended care facilities).

a. Authofization Period. All types of care (with the
exception“of Assisted Living Facilities) may be
authorized for a period not to exceed six months.
Assisted living ma@y be authorized for a period not to
exceed 12/ months. Recertification is required for
eachiWsuccessive six-month, or 12-month period, or part
thereof, and should be completed before the current
authorization expires, to allow uninterrupted care.
The MBE should make every effort to complete
recertification before a current authorization
expires.

b. Billing Procedures. The provider submits Form
OWCP-1500, which must be accompanied by supporting
documentation (e.g. nursing notes, attendant care
notes, and itemization of charges with dates and hours
of care). Exhibit 4 lists and describes the various
billing codes used by DEEOIC, when approving HHC
services.
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SAMPLE MEDICAL DEVELOPMENT LETER (PHYSICIAN)

Physician Name Patient Name:

Street Address Patient Date of Birth:

City, State Zip DEEOIC Case ID:

Dear Dr.

This letter is in reference to your patient, , who has beent awarded medical

benefits under the Energy Employees Occupational Illness Compensation Program Act
(EEOICPA), for the following accepted, work-related conditions:fInser: Medical
Conditions.]

Non-covered conditions which are noted in your patient’s'records, and for which benefits
are not provided, [Insert non-covered conditions.]

You recently wrote to the Division of Energy Employees Occupational Illness
Compensation (DEEOIC) on [Insert Date of Physician Letter]{ prescribing the following
home health care services:

. [Insert description of services'prescribed by the doctor]
WHAT DEEOIC IS REQUESTINGFROM YOU:

DEEOIC can only authorize home health care services deemed medically necessary for
the accepted medical conditions listed above. After a review of your narrative letter and
your patient’s medical tecords, we are seeking clarification from you regarding the
medical necessity forthe home health care services you have prescribed, as they relate to
your patient’s‘accepted condition(s). If home health care is medically necessary for the
treatment of'these conditions, we require a narrative letter, describing in detail the
specificimedicaland/or ancillary services required by your patient, and an explanation as
to how theseiservices are causally related to the DEEOIC accepted conditions. Medical
evidence should include findings upon physical exam (a face-to-face exam conducted
within the past 60 days is required), laboratory and other test results, and any other
supporting docimentation related to your examination and findings.

Your narrative letter must clearly differentiate between skilled nursing services and non-
skilled home health services, and provide specifics as to the frequency and duration of the
care your patient requires, i.e.; number of hours a day, days a week, and the time period
for which these services are needed. Skilled and non-skilled services should be separately
delineated as follows:

(a)  Skilled Nursing Care: A description of the specific medical services to be
performed by a licensed professional such as a RN/LPN including the frequency that

Exhibit 1
Page 1 of 2



FEDERAL (EEOICPA) PROCEDURE MANUAL CHAPTER 3-1000

Part 3 - Fiscal Home and Residential Health Care

each of these services is to be performed in a 24-hour period (or in a calendar week, if the
frequency is less than once a day), and the period of time for which you are prescribing
these services.

(b)  Non-Skilled Home Health Services: Services of a general nature - - assistance
with activities of daily living - - such as bathing, personal hygiene, feeding, and
assistance with ambulation, are generally performed by home health aides (HHA),
personal care attendants (PCA), or certified nursing assistants (CNA). The need for non=
skilled services must be separately described, along with the number of hours each day,
or week, for which you are prescribing care.

Thank you for your assistance in providing this requested infofmation. Please respond
within 30 days to the address on the letterhead.

The DEEOIC does not endorse or sponsor any homehealth care providér. Any nursing
assessment or other documentation presented from(a homesealth provider is the product
of that provider and should be evaluated carefully in conjunction with your knowledge of
the patient’s physical findings and medical history.

Physicians may bill DEEOIC for report preparation using CPT Code 99080, in addition
to billing for customary medical services,(e.g., office visits, diagnostic testing, laboratory
services, etc.) provided during the physical examination as long as they relate to an
accepted condition. Supporting documentation (e.g., medical reports, evaluation reports,
assessment reports, progressireport/notes, clinical notes and diagnostic testing results)
must be submitted with the completedOWCP-1500 to DEEOIC’s bill processing agent.
Reimbursement for sefvices will be in accordance with the OWCP fee schedule.

To receive payment for services, you must be enrolled as a DEEOIC provider. For more
information e how to become@n enrolled provider, please contact the DEEOIC bill
processing agent at 1-866-272-2682 or at http://owcpstaff.dol.acs-inc.com. DEEOIC
requires‘that providers meet basic qualifications, which includes maintaining appropriate
licensure, to'be enrolled. If you have any questions regarding this request, please contact
me at 1-888-XXX-XXXX.

Sincerely,
[Insert Name]
Claims Examiner

cc: [Insert Patient Name]

Attachments: [Individually describe any medical records or other documents attached]

Exhibit 1
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SAMPLE MEDICAL DEVELOPMENT LETTER (CLAIMANT)

(Date)

Employee Name

Employee Address Employee:
City, State Zip Case ID:

Dear (Insert Employee Name):

We recently received a claim requesting that home health care services be provided to
you under the Energy Employees Occupational Illness Compensation Program Act
(EEOICPA). You have previously been awarded medical benefits, which'may include
home health care services, for the following work-related conditions: /Insert Accepted
Medical Conditions]

After a careful review of your claim, we have determined that additional medical
evidence is needed in order to evaluate yourtequest. We have#ritten to your doctor
requesting the additional information that We requiresA copy of our letter is attached.

Please contact your doctor’s office to'confirm that they received our request, and that a
response will be provided. If youbelieve that ouriréquest should be directed to a doctor
other than the one identified in'this attached,letter, please contact me right away.
Ultimately, it is your responsibility to:make certain that we receive the medical
information needed in‘support©f your réquest. We are asking that you and your physician
provide us with a response within the,next 30 days.

If you have afny questions, or néed to contact me regarding this letter, please call me at 1-
888-XXX-XXXX. ¢

Sincerely,

(Insert Name)
Claims Examiner

En¢l. Letter to Physician

If you have a disability (a substantially limited physical or mental impairment); please contact our
office/claims examiner for information about the kinds of help available, such as communication assistance
(alternate formats or sign language interpretation), accommodations and modifications.

Exhibit 2
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SAMPLE AUTHORIZATION LETTER

Date:

Claimant Name (or Authorized Representative)
Street Address
City, State, ZIP

Re: Claim Number (Insert Claim Number)
Dear :( Insert Claimant or Authorized Representative Name) :

This letter is in reference to your claeim fer compensation
under the Energy Employees Occupatiofial Illness
Compensation Program Act (EEOICPA)L

We recently received a requestgfor authorizZation of in-home
medical care for the following covered medical conditions:

Pulmonary Fibrosis
Silicosis
Chronic Obstructive P@lmonary Disease (COPD)

After a thorough g£eview of your case file including
communication wdth your txreating physician [if applicable]
the following authofization is granted for the period of
December 4, 2006 through June 4, 2007:

Registered Nurse [Billing Codes T1030 (per diem)
and 89123 (hourly)] to administer medication and
conduct \physical evaluation 1 hour per day, every 5
days:

Home Health Aid or equivalent [Billing Codes
85126 (per diem) and S9122 (hourly)], 16 hours per
day, seven days per week, to assist with ambulating,
bathing, general personal hygiene, food preparation
and feeding, and oxygen canister replacement.

You are free to select any licensed provider willing to

perform the authorized services; however, the DEEQOIC
requires that the provider be enrolled in our medical bill

Exhibit 3
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payment system. Providers may call toll free 1-866-272-
2682 for program enrollment information or for answers to
payment questions. If you have any questions or concerns
regarding this authorization please call your claims
examiner at (XXX) XXX-XXXX.

Sincerely,

(Insert CE Name)
Claims Examiner

CCl Provider

mental impairment); please contact our
the kinds of help available, such as communication assistance
ion), accommodations and modifications

Ifyou have a disability (a substantia
office/claims examiner for info
(alternate formats or sign I

Exhibit 3
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Billing Codes

T1001: Nursing Assessment/Initial Evaluation: A
physician’s written report and a Claims Examiner’s
prior authorization is required before the in-home
assessment is conducted. Typically only one (1) 4An-
home initial evaluation is authorized for a claimant.
Once an authorization is approved by the DEEOIC, an
assessment can be performed.

T101l7: Targeted Case Management (15 minutes,='1
Unit): This service requires prior authorizationdfrom
the DEEOIC Claims Examiner for a Registered\Nurse to
perform targeted case management. This is limited to
the clinical impact of a claimant’s accepted work-
related condition on his/her clirrent medical status.
The skill level of a Registeted Nu¥se is'required for
this targeted case management ‘@ctivityd» The Claims
Examiner’s authorizationdwill specify the number of
hours authorized for a/case management visit. Each
unit of a T1017 code is eg@al to 15 minutes;
therefore, if a nupse,case manager is at the
claimant’s home for an ass@ssment for one hour, the
proper number of unitls _to bill for this T1017 code is
4 units.

T1019: Personal Care Attendant (PCA) (15 Minutes =1
Unit): This @Service requires prior authorization from
the Claims Examiner. Attendant services are non-
skilfled services| routinely provided in an in-home
setting./ These services assist claimants with
activities of daily living (i.e. bathing, feeding,
dressing, etc.) Attendant services must be provided
by "ayhome» health aide, licensed practical nurse, or
similarly trained individual. A family member who is
also/a trained personal care attendant can only be
approved for up to 12 hours of care per day.

An attendant can only be approved for care if there is
sufficient medical rationale from a physician
stipulating the specific need for personal care
services related to the accepted work related
condition that requires an attendant.

Exhibit 4
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Each unit of a T1019 code is equal to 15 minutes;
therefore, if an attendant provides services for one
hour, the proper number of units to bill for this
T1019 code is 4 units. Under no circumstances should
this code be authorized for more than 7 hours andf45
minutes (31 units) of care per day.

T1020: Personal Care Services (PCA) Per Diem (8
hrs.): This service requires prior authorizatien from
the DEEOIC Claims Examiner. Attendant services are
non-skilled services routinely providedmin an »in-home
setting. These services assist claimants with
activities of daily living (i.e. bathing, feeding,
dressing, etc.) Attendant servic¢es must be /provided
by a home health aide, licensed practical surse, or
similarly trained individualgd A family member who is
also a trained personal care atteéndantgcan only be
approved for up to 12 hou¥sSpof ‘care per day.

An attendant can only be approved for care if there is
sufficient medical xrationale from a physician
stipulating the specific needdfor personal care
services related to the accepted work related
condition that regquires an”attendant.

l2-hourgdecare: g4 For personal care services approved
for 12"heour4care, the bill must be submitted with
one unit of a Tl020 code, which covers the 8-hour
petiod of provdded services, and 16 units T1019
which cover the 4-hour period of provided services.

Under no circumstance should a per diem code be used
for \less than 8 hours of care.

T1030: Nursing Care, in-home, by Registered Nurse
(RN) , Per Diem (8 Hours): This service requires prior
authorization from the DEEIOC Claims Examiner for a
Registered Nurse to perform in home health care (per 8
hour shift). An RN can only be approved for ongoing
care if there is sufficient medical rationale from a
physician stipulating the specific medical services
related to the accepted work-related condition that
require an RN for an 8 hour shift(s).

Exhibit 4
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24-hour care: 1If this code is approved for 24 hour
care, the bill must be submitted with 3 units of a
T1030 code which covers the 24 hour period of
provided services, regardless of the number of RNs
assigned. For example, if two nurses are utiliZed
for two 12 hour shifts, the bill must reflect ¢€three
units of the authorized T1030 code.

Under no circumstances should a per diem gode bg used
for less than B8 hours of care. ‘

T1031l: Nursing Care, in-home, by Licensed Practical
Nurse (LPN) Per Diem (8 Hours): This service requires
prior authorization from the DEE@IC Claims Examiner
for a Licensed Practical Nursegfo perform dn-home
health care (per 8 hour shiff). Adn LPN ‘can only be
approved for ongoing care if there is sufficient
medical rationale from agphysician stdpulating the
specific medical serviges related &0 the accepted
work-related condition{thatfrequire an LPN for an 8
hour shift (s).

24-hour care:4 1f this CPT code is approved for 24

hour care, the bill mustrybe submitted with 3 units

of a T103X code“which covers the 24 hour period of

provided! services, wwregardless of the number of LPNs
assignéd. For example, if two nurses are utilized

for two 12 hour Shifts, the bill must reflect three
undts of the adthorized T1031 code.

Undexr, n® circumstances should a per diem code be used
for less than 8 hours of care.

§5126: Attendant: Home Health Aide (HHA), Certified
Nurse Assistant (CNA), Per Diem (8 Hours): This
service requires prior authorization from the DEEIOC
Claims Examiner. A HHA/CNA can only be authorized for
care if there is sufficient medical rationale from a
physician documenting the medical necessity of the
service for the accepted work-related condition. 1If a
HHA/CNA is authorized and a RN/LPN is utilized, bills
should be submitted with the S$5126 code.

24-hour care: 1If this CPT code is approved for 24
hour care and the care is provided, the bill must be
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submitted for 3 units which cover the 24 hour period
of provided services, regardless of the number of
HHA/CNAs assigned. For example, if two HHA/CNAs are
utilized for two 12 hour shifts, the service
provided still covers the authorized three 8 ho@ir
shifts and the bill should reflect 3 units of “the
authorized S5126 code.

Under no circumstances should a per diem gode bé used
for less than 8 hours of care.

S9122: Home Health Aide (HHA) or Certified Nurse
Assistant (CNA) Hourly Code'(less than 8 hour care):
This service requires prior authérization from the
DEEOIC Claims Examiner for a HHA or CNA)todperform in
home health care (per hour code ondy). A HHA or CNA
can be approved if there is suffdcientgmedical
rationale from a physiciafifistipulating the specific
medical services related to the aceepted work-related
condition that requires ,a HHA ox CNA. Under no
circumstances shouldsan hourly /code be authorized for
more than 7 hoursd (units) of . are per day.

§9123: Nursing Care in-home Registered Nurse (RN)
Hourly Codes(less than 8 hour care): This service
requires prior authorization from the DEEOIC Claims
Examiner ‘for & RN to perform in home care (per hour
code ondy) .. A RN &£an only be approved for ongoing
carel if there vdisfsufficient medical rationale from a
physician stipulating the specific medical services
related to the accepted work-related condition that
requires a RN. Under no circumstances should an hourly
code, betauthorized for more than 7 hours (units) of
care per day.

S9124: Nursing Care in-home License Practical Nurse
(LPN) Hourly Rate (less than 8 hour care): This
service requires prior authorization from the Claims
Examiner for a LPN to perform in home care (per hour
code only). A LPN can only be approved for ongoing
care if there is sufficient medical rationale from a
physician stipulating the specific medical services
related to the accepted work-related condition that
requires a LPN. Under no circumstances should an
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hourly code be authorized for more than 7 hours
(units) of care per day.

$9126: Hospice Care, in the home, Per Diem (8 Hou
Shifts): This service requires prior authorizati
from the DEEOIC Claims Examiner. Hospice care
generally requested and authorized when an e oy
determined to be terminally ill.

o
%,
<&
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