September 19, 2012

Honorable John Mills
Honorable Joseph Lorigo
Bryan Fiume, Chief of Staff
County of Erie Legislature
Republican Caucus

92 Franklin Street

Buffalo, NY 14202

Dear Mr. Mills, Mr. Lorigo and Mr. Fiume,

| wanted to take a moment to summarize our meeting and send the list of “Who’s Who" in
our many years of contact with County representatives regarding the private hiring of
Medicaid enrolled nurses. | thank all of you for your time and look forward to working
together to make Erie County a better place to live for those who live in our community, or
want to come home to our community and have medically complexity.

The packet | left with you contained the basics of what we want bring to light. The State of
New York has rules and regulations that govern the provision of home care services to any
Medicaid recipient. Those rules and regulations are in place in every county in New York.
They provide a solid framework for families and individuals who need home care services
to understand how to get them. They also have rules and regulations that specify for
those who choose to provide home care services, ie. Licensed Agencies, Licensed
Practical Nurses, Registered Nurses what they must do to provide, bill and receive
payment for service rendered. We are asking that the County of Erie abide by those rules
and regulations when assisting individuals seeking home care. Furthermore, we would
ask that the County of Erie refrain from enforcing additional mandates, rules or
requirements beyond what the State has put in place.

Today you were able to hear first hand from Mrs. Mary Verdi, her son Gerald, Jr., their
family nurse Danie and Melissa and Robert Pilon with their daughter Marin how the
process that has been forced upon them by the Erie County Department of Social
Services has caused delays in the provision of services, delays in discharge from the
hospital, delays in payment to those who have rendered service. We also heard how this
process costs monies that in the economic environment we are in can hardly be justified —
longer hospital stays, additional medical care required due to medical complications
brought about by the continued unnecessary hospitalization, burning out of the informal
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caregivers who are the lifeline for these individuals, salaries of the additional County
employees needed to administer the processes in place.

SKIP of New York has worked diligently for over 22 years to help families throughout this
great State remain whole. To allow families to live in their communities and provide a
loving nurturing environment for their children and loved ones who have medical needs
that in the past could only be provided in institutional settings. These dedicated families
should be thanked and assisted in the unbelievably difficult task of caring for their loved
ones. We look forward to working with you and anyone else in the County of Erie to make
that possible for many more years to come.

Sincerely,

Donna Andrzejewski
Regional Manager

Da
Enc. “Who’s Who of Home Care in the County of Erie”
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SKIP of New York's Who's Who in WNY Home Care

County of Erie

Brenda Chavers, Director of Nursing — 858-2358

Her staff provides the nursing component to each home care assessment conducted by
CASA. She is employed by Jewish Family Services but works in the CASA offices located
in Room 230 in the Rath Building

Kristen Maricle, Esq. , Counsel, Erie County Department of Social Services — 8584883
She is the lead in the legal department that oversees the contract processes for all families
requesting private hire and nurses wanting to provide private hire services.

Louis Menza, Administrative Director Ill, Medicaid Long Term Care, Department of Social
Services —

He is in charge of CASA, Long Term Care Program and had previously been the Director
of the CASA Program when the private hire of nurses issues were first brought to the

County’s attention.

Mary Reagan, Administrative Director CASA and Medicaid Long Term Care — 858-2301
She had requested | send a letter to her asking for the process to be looked at after we
facilitated a meeting between the CASA staff and the Discharge Planners at Women and
Children’s Hospital. This meeting was held at the hospital's request because they wanted
to discuss the failure of the current processes in place to help families get their kids home
in a timely manner.
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N Women & Children’s
% Hospital of Buffalo

A Ksigicts Meeth Faclty

To whom it my concem;

I'am writing in regards to the difficult process of discharging medically fragile children
home with their families. The very experienced nurses in our department work closely
with all 8 counties in Western NY, as well as those in northern PA.

When our patient is from Erie County we have noticed through the years, there are more
and more steps to get these children home. Families who are already in a crisis state due
to a child with unexpected very special needs- are forced to deal with an even more
difficult challenge- navigating the system in Erie County.

As nurse discharge planners, we speak with the family, the agencies such as SKIP,
Nursing Agencies, County workers, state workers from various programs such as Care at
Home, or CASA. We work from day one to move as quickly as possible to get the
children home with their family- the best place for them to be cared for. However, the
process starts with a minimum of 30 days before we can begin the process of SSI
application, or Medicaid application. The family needs to pick a case management
agency, which in turn needs to meet with them for assessment. Letters of Medical
necessity that are very detailed are written, and provided to meet the required
documentation.

On top of all this, parents need to learn to care for there medically frail child and identify
a reliable back up care giver who also needs to be trained.

In Erie County a parent can not chose a private hire nurse without first checking all the
agencies to see if there is availability- and also provide written documentation of the
inability to staff. They are the ONLY county to do so. Time is lost, hospital days are
spent unnecessarily searching for nurses that don’t exist most times.

Once approval is attained- and nurses are found- which is NOT an easy task- a private
hire nurse must have written documentation from the community physician saying it is
OK to do so0. On top of that-the private nurses must also then sign a contract with the
county to take cases in Erie County. Again Erie County is the only county to require this
additional step.

We are in crisis! Nurses working as shift nurses in the homes with these special children
are very hard to find. The additional barriers the county of Erie has made make it even
more difficult to staff cases. In addition it makes it hard to staff cases quickly! Children
are ready to go, and the parent and child sit here waiting while the “process” for shift
nursing continues.
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Women & Children’s
Hospital of Buffalo

A Kaiuicly Hoskth Fecility
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We do have some issues with nurse finding in other counties. But the difficulties in Erie
County as well as the number of clients top the scale! We have actually had people move
to other counties after talking with other parents because it is so much less draining on
families to work with the counties other than Erie y to get their nurses approved and
staffed. It is the state that approves the nursing — so one would have to assume it is the
additional processes in Erie County that prohibits timeliness.

The sooner we move patients into the home once medically ready- the less tax payer
dollars spent for health care. Not to mention it is better for the patient who is already
compromised and does not need to contract any of the many viral/ bacterial infections
that are spread in hospitals despite all efforts to avoid this. This has indeed occurred
resulting in further extending their hospitalization, and loss of home nurses who have had
to move onto other cases. The domino effect of these unnecessarily prolonged
hospitalizations results in undue stress on already challenged families, lack of quickly
available beds for other sick children, burnout amongst staff who feel that the multiple
layers in the system are inefficient, burdensome, and unnecessary. This list goes on and
on.

Please look at county practice. Do all the steps need to be involved in securing a nurse to
care for a patient in their home? Every nurse should be licensed by the state in which they
work. Every physician that cares for the patient is not required to sign a contract. Does
there need to be so many additional steps that are only required by Erie County?

Thus far we have stated our many complaints. However, we are very willing to help with
solving the problems if asked to do so.

Patients and families should be the number one concern for all of us. Let’s try to DO
THE RIGHT THING!

Respectfully,

Roseann Kelly RN
Barbara Kourkounis RN
Lynette Panebianco RN
MaryAnn Nadolinski RN
Nancy Bujnicki RN
Jeanne Marmion RN

Patient Management Staff
Women and Children’s Hospital Of Buffalo
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NEW YORK STATE
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Nursing Services Prior Approval Guldefines
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Nursing Services Prior Approval Guidelines

Section | - Purpose Statement

The purpose of this document is to assist the provider community to understand and
comply with the New York State Medicaid (NYS-Medicaid) requirements and

expectations for:
e Obtaining Prior Approval
e Field by Field Instructions for Prior Approval Form (eMedNY 361 502)

This document is customized for Nursing Services providers and it should be used by
the provider’s billing staff as an instructional as well as a reference tool.

Version 2012 - 1 April 1, 2012 Page 2 of 11
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Nursing Services Prior Approval Guldelines

Section Il - Instructions for Obtaining Prior Approval

Electronic prior approval requests and responses can be submitted on the HIPAA 278
transaction. The Companion Guide for the HIPAA 278 is available on the
sww.nvhipaadesk.com website. Click on eMedNY Companion Guides and Sample
Files. Access to the final determinations will be available though eMedNY eXchange

messages or by mail. To sign up for eXchange, visit www.emedny.org.

Prior approval requests can also be requested via eéPACES. ePACES is an intemet-

based program available to enrolled Medicaid providers. For information about enrolling

in ePACES, contact CSC at (800) 343-9000. A reference number will be retumed to

your ePACES screen, which can be later used to check the approval status on
www.emedny.ora for more information.

Paper prior approval request forms, with appropriate attachments, should be sent to
Computer Sclences Corporation, PO Box 4600, Rensselaer, NY 12144-4600. A supply
of the new Prior Approval forms is available by contacting CSC at the number above.

This section of the manual describes the preparation and submission of the New York
State Medical Assistance (Title XiX) Program Order/Prior Approval Request Form
(eMedNY 361502). it is imperative that these procedures are used when completing
the forms. Request forms that do not conform to these requirements will not be
processed by eMedNY.

Services that require prior approval are underiined in the Procedure Code Section of
this Manual.

Recelpt of prior approval does NOT guarantee payment. Payment is subject to
client’s eligibility and other guidelines.

Regquests for prior approval should be submitted before the date of service or
dispensing date. However, sometimes unforeseen circumstances arise that delay the
submission of the prior approval request until after the service is provided. If this
occurs, the prior approval request must be received by the Department within 80 days
of the date of service, accompanied by an explanation of why the item was
dispensed/service was provided before the prior approval request was approved.

Prior approvals must be obtained before services commence; except in cases of
emergency. In that instance, no more than two (2) days [forty-eight (48) consecutive
hours) will be approved retrospectively. In cases where services are provided on an
emergency basis, the Medicaid Director or his/her designes must be notified on the next
business day. In limited circumstances, prior approval may be granted retrospectively
at the discretion of the Medicald Director, or his/her designee, providing the prior
approval request is received by the Medicaid Director or his/her designee within ninety

Verslon 2012 -1 April 1, 2012 Page 3 of 11
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Nursing Services Prior Approval Guldelines

(90) days of the date of service was provided

The request must give a detailed explanation for the delay. Requests submitted without
an explanation will be retumed, without action, to the provider.

To reduce processing errors (and subsequent processing delays), please do not run-
over writing or typing from one field (box) into another. The displayed Prior Approval
Request Form is numbered in each field to correspond with the instructions for

completing the request.

4090 smonces A -'k"w"-_-_.“’m"g"-“'---_“-m-._ L ol e g
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Nursing Services Prior Approval Guldelines

Paperwork Requirements for ‘New Cases’

A “New Case" refers to a client who has never received a Prior Approval number
from Medicald for Private Duty Nursing Services OR there has been a lapse in
service. If you are unsure what constitutes a new case, call the Prior Approval
office listed in the ‘Prior Approval Business Location’ section of this website

page.

1. Letter of Medical Necessity from ordering physician to include all skilled needs,
level of care (LPN or RN) and number of hours being recommended.

2. Nursing Assessment — This is a head-to-toe, system-by-system physical
assessment done by an RN. If the client is hospitalized, In a rehabilitation center
or skilled nursing facility, an in-house RN can do the assessment. [f the client is
cumrently residing at home in the community, then a Certified Home Heaith
Agency (CHHA) or Public Health Nurse (PHN) must do the assessment.

3. Back-upftraining statement signed and dated by the primary caregiver, l.e., “In
the event a nursing shift is not covered, | will be responsible for taking care of
(Beneficlary name), and have been fully trained in all skilled tasks.”

4. Documentation of training by facility staff (for hospitalized clients or those in a
rehabilitation or Skilled Nursing Facility).

5. Psychosoclal Assessment to include:

a. Who resides in the household with the client (include ages of any
children);

Caregiver(s) work schedules on their company letterhead;

if applicable, client's school schedule and calendar;

If primary caretaker is attending college, send course schedule on college
stationary.

epgo

6. Home assessment done by a Licensed Nursing Agency, PHN or CHHA. If the
client is vent dependent a respiratory company must complete the assessment.
This home assessment is to verify the safety of the client’s home environment.

7. If there is Primary Insurance, send an Explanation of Benefits (EOB) from the
insurance company

a. If the client has primary insurance and this is NOT disclosed on the
Medicaid system, this may significantly delay the Prior Approval process.

Verslon 2012 -1 April 01, 2012 Page § of 11
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Nursing Services Prior Approval Guldelines

8. All skilled tasks must be “specified.” For example, do not write suction ‘PRN,”
instead, document actual frequency such as suctioned Q 4hrs. For tube feedings
- list the actual time of day administered (i.e.: 8a, 12N, 4p, etc.) as well as the
name of the product, the amount per feeding and the method (bolus, gravity or
pump). Medications must include name of drug, route, dose and frequency.

9. For cases to be staffed by independently enrolled LPN's: a “letter of oversight”
signed by the ordering physician must be submitted. This letter should state, “|
am aware that there are independently enrolled LPN's staffing this case and | am
willing to provide oversight to them.” This must accompany the Initial prior
approval request form (eMedNY361502) along with a list of all independent
providers servicing the case and their NP! numbers.

10.1f PDN is for school, then submit a letter from the school district stating child
cannot attend without 1:1 nursing and the district cannot provide it, or send a
copy of the child’s |.E.P.

Upon receipt of a complete package, a medical determination will be given in
writing. The provider who has accepted the case can then begin providing
services and must submit a Prior Approval Form (eMedNY361502) within thirty
(30) days of the initial date of service, to Computer Sciences Corporation, in
order to receive the initial Prior Approval Number.

Please fax the above information to the appropriate Business Review
Location reviewing the request (call for fax number).

Version 2012 - 1 April 01, 2012 Page 6 of 11
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Nursing Services Prior Approval Guldelines

Section il - Field by Field (eMedNY 361502)
Instructions

PROVIDER TYPE (Field 1)

Place an X in the box labeled Nursing.

o D d 2

Indicate the month, day, and year on which the order was Initiated.
Example: September 9, 2005

ORDER DATE
NEINEIHDIEE

P S i d3
Enter the 10 digit Prescriber’s Provider Number as in the example below. .

Example:
Prov. No.
ot i2lal4lolelsisl s

PROF CODE (Field 4)

Leave blank.

PRESCRIBED BY (NAME) (Field 5)

Enter the last name followed by the first name of the practitioner initiating the order.
SCRIBER (Field 6

Enter the ordering practitioner's address.

Enter the telephone number of the ordering practitioner.

Version 2012 - 1 April 01, 2012 Page 7 of 11
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Nursing Services Prior Approval Guldelines

PRESCRI Sl eld 8

The ordering practitioner must sign the form in this field. If the form is filled out by the
nurse provider who has the written order on something other than the eMedNY 361502,
the provider must maintain the signed order in his/her files for six (6) years following the
date of payment. A copy of the written order must be submitted with the form.

PRIMARY DIAGNOSIS (Field 9)

Enter the ICD-9-CM diagnosis code that represents the condition or symptom of the
Client that establishes the need for the service requested. ICD-9-CM is the
Intemational Classification of Diseases - 9th Revision - Clinical Modification Coding
System.

Example:
RIMARY DIAGNOSIS
8lo]7 «]o] |
SECONDARY DIAGNOSIS (Field 10)

Enter the appropriate ICD-9-CM diagnosis code that represents the secondary condition
or symptom affecting treatment. Leave blank if there is no secondary diagnosis.

CLIENT ID (Field 11)

Enter the client's eight-character alphanumeric Welfare Management System (WMS) ID
number.

Example:

ENT ID NUMBER
AlAl1]2]314]5] X

NOTE: (WMS) ID numbers are composed of eight characters. The first two are
alpha, the next five are numeric, and the last one is alpha.

CLIENT NAME (Field 12)

Enter the last name followed by the first name of the dlient as it appears on the
Medicaid ID Card.

DD el
Enter the client’'s address.

Version 2012 -1 April 01, 2012 Page 8 of 11
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Nursing Services Prior Approval Guldelines

Indicate the month, day, and year of the client’s birth.
Example: April 5, 1840 = 04051940

DATE OF BIRTH
0j4]|0f5|1]9(4]{0

Enter the client's phone number.

SEX (Field 16)
Place an X on M for Male or F for Female to indicate the client's gender.

The order description must include the objectives of treatment, the estimated duration of
treatment, the length of time per day, and the number of days per week that nursing
services are necessary. In addition, the specific procedures that the nurse will
undertake to justify the need for either a registered professional or licensed practical
nurse should be entered.

S CING PROVIDER NO (Fie!

Enter the Servicing Nurse 10 digit provider number assigned to you.
Example

SERVICING PROVIDER NO
0]112]3]4]5(6]7]8]9

Enter the name of the independently enrolled private practicing nurse or the name of the
LHHCSA agency that will provide care. If more than one provider within the same
category of service will be sharing the prior approval, list all providers and their 10 digit
provider numbers in Field 17.

D eld 20
Enter the address of the provider listed in Field 19.

Version 2012 - 1 April 01, 2012 Page 9 of 11
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Nursing Services Prior Approval Guidellnes

LEPHO UMBI id 21
Enter the telephone number of the provider listed in Field 19.
LOC CODE (Field 22)

Enter the three-digit location code to specify where you would like to receive PA related
correspondence (Example 003).

DRUG CODI C d

This code indicates the service to be rendered to the recipient. Refer to the New York
State Procedure Code Section of this Manual. Enter the appropriate five-character
code.

MOD (Field 25)

Enter the appropriate two-character modifier, if applicable. Refer to the New York State
Procedure Code Section of this Manual.

RE L d 26
Leave this field blank.

DESCRIPTION (Field 27)

Enter the description of the service comesponding to the procedure code entered in
Field 24.

u u D (Fi

Enter the total number of hours of private nursing services for all the days for which
prior approval is being requested.

Example: Quantity of 1,232

UANTITY REQUESTED
ﬁ | 11]2]3]2e | ]

Enter the number of days on which private nursing services are requested.

Version 2012 -1 April 01, 2012 Pago 10 of 11
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Nursing Services Prior Approval Guldelines

OTAL AMO UESTED (Field 3

Enter the dollar amount requested for the specific prior-approved service. Calculate this
amount, based on the established fee for this client, to cover the total units requested.

(0] = COD e
This field is used to identify the state agency responsible for reviewing and issuing the

prior approval. See Information for All Provider, Inquiry Section for the appropriate
reviewing agency and enter the corresponding code as listed below.

CODE
A1 Bureau of Medical Review and Payment, Office of Heaith
Insurance Programs, NYS Department of Health (for clients
from all other counties not listed below)
55 Westchester County Department of Social Services

Version 2012 - 1 April 01, 2012 Page 11 of 11
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Private Duty Nursing Manual Policy Guidelines
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Private Duty Nursing Manua! Policy Guidelines

Section | - Requirements for Participation in Medicaid

Enroliment of providers of private duty nursing (PDN) services to Medicaid recipients
shall be limited to home care service agencies licensed in accordance with the
provisions of Part 765 Title 10, Rules and Regulations of the Department of Health
(DOH) and to private practicing licensed practical nurses (LPN) and registered
professional nurses (RN).

All nurses providing PDN services must possess a license to practice in the State of
New York and be currently registered by the New York State Education Department
(NYSED). .

A nurse who practices in another state and provides PDN to a New York Medicaid
recipient who is temporarily located outside New York State (NYS) must be currently
licensed and registered with the appropriate agency of the state in which he/she
practices.

Providers must be enrolled in the NYS Medicaid Program prior to the start of service.

Note: Independent enroliment In the Medicaid Program does not constitute
an exception to, or expansion of, the LPN scope of practice, as defined by
Section 6902(2) of the State Education Law.

The practice of nursing by LPNs must be under the direction of a RN,
licensed physician or other licensed health care provider legally authorized
to direct LPNs.

Receipt of provider ID # does not negate the need for a prior approval
number for individual cases. Please review the prior approval Information
section of the Private Duty Nursing Manual before starting any cases. You
will still be at financial risk if you begin a private duty nursing case before
obtaining the appropriate prior approval number.

Written Order Required

PDN services may be rendered only under the direction of a physician as partof a
comprehensive program of care. Each provider is required to obtain a physician's
written recommendation or order prior to the provision of such services.

Orders may also be written by certified nurse practitioners who are currently
registered by the NYSED and enrolled in the NYS Medicaid Program.

Version 2012 - 1 April 1, 2012 Page 2 of 11
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Record Keeping Requirements

Clinical Record

A record of the patient's care shall be maintained within the patient's home. The
documentation in the record shall include:

> The physician’s current written order and treatment plan, both of which shall be
revised as the needs of the patient dictate;

> The dates and hours of private duty nursing care provided, the identity of the LPN or
RN who provided the care;

> Patient status as observed, measured and evaluated by the nurse providing the care;

> A record of the administration of the patient's medications and other treatments, the
response to said medications and/or treatments;

> A record of other therapies provided and the observed functioning and adequacy of
the supporting medical therapies and equipment.

> The dlinical record must be sufficiently documented to enable another professional to
reconstruct what transpired during each hour of nursing service billed to Medicaid.

> A copy of the prior approval must remain in the beneficiary’s clinical record.

» In addition, the clinical record must be submitted to the Department upon request,
according to Medicaid policy and regulation.

Medical Review

Periodic documentation of the patient's progress, in accordance with the written order,
should be made by the providing nurse to the attending physician.

Version 2012 - 1 April 1, 2012 Page 3 of 11
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Private Duty Nursing Manua! Policy Guidelines

Section Il - Private Duty Nursing Services

Under the NYS Medicaid Program, medically necessary nursing services may be
provided to eligible individuals in their homes.

Reimbursable services include skilled nursing care rendered directly to the individual
and instructions to his/her family in the procedures necessary for the patient's treatment.

All nursing services must be in accordance with, and conform to, the ordering
physician‘s treatment plan.

Nursing Services in the Home

PDN services may be provided upon a written physician's order and when a written
assessment from a Certified Home Health Agency (CHHA), local department of social
services (LDSS), or recognized agent of an LDSS indicates that the patient is in need of

either:

» Continuous nursing services which are beyond the scope of care avallable from a
CHHA,; or,

> Intermittent nursing services which are nomally provided by a CHHA but which
are unavailable.

It is expected that those nursing services be provided by a Licensed Home Care
Services Agency (LHCSA) and that full and primary use be made of the services
provided by such agencies.

Services may be provided by RN or LPN on a private practitioner basis only when it has
been determined that:

> There is no approved home health agency in the area to provide the needed
skilled nursing services; or

> The patient requires individua! and continuous nursing care beyond that which is
available from a home health agency.

The written assessment shall include the reasons why the CHHA cannot service this
particular case as well as the CHHA's independent recommendations as to the leve!

and frequency of services medically necessary.

The nurse completing the written assessment shall not be a provider of the PDN
care to the patient, nor shall he/she be effiliated with the patient’s family or the
patient's physician.

Version 2012 - 1 April 1, 2012 Page 4 of 11
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Section lll - Basis of Payment for Services Provided

Reimbursement for nursing services will be at hourly fees not to exceed those
negotiated by the LDSS Commissioners on behalf of their respective counties and
approved by the DOH, Office of Health Systems Management and by the State Budget
Director.

Claims for services provided in increments other than full hours should be rounded up
or down to the nearest full hour where appropriate.

It is the responsibility of the family, private duty nursing agency, RN or LPN to assess,
investigate, and exhaust all commercial insurance for the beneficiary prior to billing
Medicaid.

Prior Approval

Prior approval of the Medicaid Medical Director (Medicaid Director) or his/her designee
is required for all PDN services. All PDN services shall be in accordance with the
attending physician’s written order and treatment plan.

Approval for PDN services shall be at the LPN level unless:

> The physician’s order specifically justifies in writing the reasons why RN nurse
services are necessary. In this case the Medicaid Director or local designee must
be in agreement.

> The required skills are outside the scope of practice for an LPN as determined by
the NYSED.

Each prior approval request shall identify the name(s) of the PDN provider(s) who will
be providing the nursing services requested along with their provider ID or NP! number.

Prior approval requests shall identify the name(s) of informal support caregiver(s) and a
statement from the ordering practitioner (or educator) and the informal support caregiver(s)
that the named individual(s) are trained and capable of mesting all of the skilled and
unskilled needs of the patient.

Prior approval requests shall be accompanied by a written physician's order. Physician's
orders shall reference all diagnoses, medications, treatments, prognoses and other
pertinent information relevant to the nursing plan of care.

Additional clinical and/or social information may be required at the discretion of the
Medicaid Director or his/her designee.

In the instance that PDN services are to be provided wholly or in part by an
independently enrolled LPN, the ordering physician must certify the following in writing:
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Private Duty Nursing Manual Policy Gulideines

> He or she Is willing to be responsible for oversight of the independent nurse to
ensure adherence to the prescribed treatment plan; and

> The ordering physician (or his/her designee) will be available to consult with the
independent nurse should the patient's medical condition change or treatment plan

needs updating.

> The ordering physician will provide, or arrange, appropriate direction to any
independently enrolled LPN working the casse in accordance with State Education
Law.

Initial approval of PDN services shall be for a period of no more than three (3) months
but may be for a lesser or greater period if so determined in the medical judgment of the
Medicaid Director or his/her designes.

Approval for continued PDN care beyond three months or the lesser period determined
by the Medicaid Director or his/her designee shall be contingent upon:

> a reassessment by a CHHA, LDSS or recognized agent of a LDSS,
> updated medical orders from the prescribing physician and

> presentation of clinical evidence to the Medical Director or his/her designee which
supports the appropriateness of the continuation of care.

When, at any time, the Medicaid Director, or his/her designee determines that PDN
services are no longer clinically appropriate or safe, and the patient continues to request
nursing care, the patient shall be advised of the determination and of their right to
request a Fair Hearing.

When the determination to discontinue PDN services is made, the Medicaid
Director or his/her designee may authorize continuation of the nursing services
for a reasonable period of time sufficient to permit the patient’s caregivers and
his/her medical team time to implement an alternate treatment plan.

Prior approvals must be obtained before services commence; except in cases of
emergency. In that instance, no more that two days [48 consecutive hours] will be

approved retrospectively.

In cases where services are provided on an emergency basis, the Medicaid
Director or his/her designee must be notified on the next business day.

In limited circumstances, prior approval may be granted retrospectively at the discretion
of the Medicaid Director, or his/her designes, providing the prior approval request is
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recelved by the Medicaid Director or his/her designee within ninety (30) days of the date
service was provided.

Prior approval of PDN services is not a guarantee that there will be sufficient
licensed agency or independently enrolled personnel to service a case.

Out-of-State Providers

NYS Medicald recipients occasionally seek the services of an out-of-state provider.
Private practicing nurses and nursing agencies must be enrolled in the NYS Medicaid
Program and may accept an appropriately completed written recommendation from an
out-of-state physician who is duly licensed in the state where that practitioner is located.

In the event that a NYS Medicaid recipient who is temporarily residing outside NYS
requires the care of a PDN, services may be provided only by nurses who meet the
certification requirements of the state in which they are practicing and who are enrolled
in the NYS Medicaid Program.

Out-of-state nurses who wish to provide services within NYS must possess a
ficense and current registration from the NYSED.

PDN services, whether rendered or ordered by an out-of-state provider, must conform
to the prior approval requirements outlined in this Manual.

For more information regarding the provision of out-of-state medical care and services,
please refer to the Information for All Providers, General Policy manual.

Participants of the Long Term Home Health Care Program Waiver

PDN services, as described in this manual, are not available to participants of the Long
Term Home Health Care Program (LTHHCP) waiver.

All nursing services in the LTHHCP are provided or arranged for and billed by the
LTHHCP provider.
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Section IV - Unacceptable Practices

In addition to the guidelines that appear in the Infa mation for All Providers, Geners
Policy manual, PDN providers are specifically prohibited from engaging in practices
considered unacceptable, including, but not limited to the foliowing:

> Offering cash payments to a physician;

» Entering into agreements or arrangements of any kind with any practitioner or
representative of a health facility whereby any benefit, financial or otherwise, shall
accrue to the parties of such agreement;

> Billing for services available free of charge to the general public;

> Billing for services not properly ordered by a qualified or otherwise legally
authorized physician or certified nurse practitioner;

» Nursing services provided by an individual nurse exceeding sixteen (16) hours in
a 24-hour period;

> Billing for services provided by the patient’s legally responsible relative.

> Billing for PDN services while the patient is receiving comparable or duplicative
services In a physician's office, clinic, hospital or other medical facility;

> Billing for or providing PDN services for any component of dialysis or dialysis

time.
> Operating a motor vehicle while the nurse is purported to be providing nursing
services.
Version 2012 - 1 April 1, 2012 Pago 8 of 11
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Section V - The Care at Home Waiver Program

The Medicaid Care at Home (CAH) waivers are 1915¢ home and community based
services (HCBS) waivers for children under the age of 18 designed to care for a
disabled child in the home. Enrollees in CAH have access to all medically necessary
State Plan services as well as waiver services.

There are currently four CAH waivers in New York State. The Department of Health
(DOH) oversees a waiver known as CAH I/ll, which is operated on a daily basis by
Local Departments of Social Services (LDSS). The remaining three waivers, CAH lIi, IV
and Vi, are operated by the Office for Mental Retardation and Developmental
Disabilities (OMRDD) through its local Developmental Disabilities Service Offices
(DDSO).

General eligibility for all CAH waivers requires that a child must be:

e Under 18 years of age and unmarried;

» Disabled according Supplemental Security Administration (SSA) program
criteria;

* Able to be cared for safely in the community and at no greater cost to Medicaid
than in an appropriate facility.

For CAH I/ll, the child must also:

» Be certified physically disabled based on SSA criteria;

» Require a level of care provided in a hospital or skilled nursing facility;

* Be eligible for Medicaid when disregarding the parental income and if applicable
resources, or Medicaid eligible based on parental income.

Waiver services are case management, respite, home modification/vehicle adaptation,
and five palliative care services: family palliative care education, bereavement therapy,
pain and symptom management, expressive therapy (music, art, and play) and
massage therapy.

For CAH Ill, IV, and V1, the child must also:

Have a developmental disability;

Have a complex health care need:;

Be detemmined ineligible for Medicaid due to parents income and if applicable
resources, and then be detemmined eligible for Medicaid when parents’ income
and if applicable, resources are not counted.
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The walver services are respite, case management, and assistive technology. CAH I,
IV, and VI each has a capacity for 200 children. The monthly expenditure cap is
$16,000.

The “CAH Parent Handbook" can be found online at:
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Section VI - Definitions

For purposes of the Medicaid Program and as used in this Manual, the following terms
are defined to mean:

Certified Home Health Agency

A certified home health agency (CHHA) hoids a certification issued by the State
Commissioner of Health in addition to being an agency licensed to provide home health
services.

The agency can be public or private, a non-profit organization, or a subdivision of
such an agency or organization, which is primarily engaged in providing, directly
or through arrangement, skilled nursing services and other therapeutic services
to home-bound patients.

Such services are provided on a part-time or intermittent basis, in a place of
residence that is used as the individual's home.

Licensed Home Care Services Agency

A Licensed Home Care Services Agency (LHCSA) refers to an organization primarily
engaged in providing, directly or through contract arrangement, skilled nursing services
and other therapeutic services to home-bound patients.

Such services are provided on a long-term, continuous basis, in a place of
residence that is used as the individual’s home.

A LHCSA is one that has been licensed by the State Commissioner of Health as
evidenced by its possession of a current license.

Licensed Practical Nurse

A Licensed Practical Nurse (LPN) refers to an individual who is licensed and cumrently
registered to practice the profession of nursing as an LPN pursuant to Article 139 of the
NYS Education Law.

Registered Professional Nurse

A Registered Nurse (RN) refers to an individual who Is licensed and curmrently registered
to practice the profession of nursing as a registered professional nurse pursuant to
Article 139 of the NYS Education Law.
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New York State Medicaid
Enroliment Form

Thank you for your interest in enrolling with the New York State Medicaid
Program. As a Medicaid provider, you agree to comply with the rules, regulations
and official directives of the Department including, but not limited to, Part 504 of
18 NYCRR (i.e., Title 18). Title 18 can be found by choosing the Laws and
Regulations link of the Department of Health's website, www.health.ny.gov.

You will be at financial risk if you render services to Medicaid bensficiaries before
successfully completing the enroiiment process. Payment will not be made for any
claims submitted for services, care, or supplies fumished before the enroliment date
authorized by the Department of Health. If you have any questions, contact the
eMedNY Call Center at (800) 343-9000.

New York State's Personal Privacy Protection Law requires us to inform every person from
whom we request personal information why we are requesting information and how we will
use it. The information requested will permit proper payments to you as a Medicaid
provider, according to the provisions of applicable State and Federal Law and Regulations.
Coliection of this information is authorized by Section 367-b of the Social Services Law.
This information wiil be used as one element of various reviews before payment is made for
the goods or services fumished and/or for any post payment audits required by the State or
Federal authorities. This information wili also be used to satisfy the reporting requirement
imposed upon us by State and Federal Regulations (e.g., by IRS for payment information
reporting purposes). Failure to provide us with the information will prevent establishing the
records necessary to enroll you as a Medicaid provider. The information will be maintained
by the New York State Department of Health, Office of Health Insurance Programs, Division
of OHIP Operations, Bureau of Provider Enroliment, 150 Broadway, Albany, NY 12204
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INSTRUCTIONS FOR COMPLETING THE NY MEDICAID ENROLLMENT FORM FOR
CE D E

¢ Compiete ALL ltems on the form ypigsy otherwise instructed below. Fallure to compiste all required fieids will resull In your enrollment form being
retumed to you which may havo an impact on the enroliment effective date.

*  Required document (see #3 below) MUST cover the application date and bo continusus threugh the current date.

e  Compietion of signature fleld |+ required and must be original. Inifials or rubber stamped signatures will not be accepted.

®  Type or legibly print in black or biue ink. Do not use red i, nor whits-cut. Al gttachments will be scenned 5o they must be legidie and on standard 8 % x
11 paper in good condilion.

o Keep acopy of 2l documents submitted.

Category(s) of Service: Eqter the appropriate 4-digit code(s) on the Enroiment Fon: 0521 — Licensed Practical Nurse
0522 - Registered Nurse

v Check New Enroliment if the NPI or Provider listed Is not currently enrofled in NYS Medicaid

v Check Revalidation if the NP or Provider is currently enrolfled and you were notified that Revalidation is required
per 42 CFR, Part 455.414. The Provider ID can be found on the Revalidation Letter you received

v Check Relnstatems pactivation if the provider was previgusly enrolled but is not cumrently active.
Please note: You will be at financlal risk if you render services to Medicald beneficiaries before
successfully completing the enroliment process.

DEA Number & Dates: Leave Biank

Service Address: Enter your home address

Type of Practice - Leave Biank

Place of Service - Leave Biank

Association Types: Enter the letter (8, F, H, M, P or U) which best comssponds to the individual's role:

B: Board of Diractors Member F: Facility Administrator K Compilance Oficer
M: Managing Empioyee P: Supervising Pharmacist U: Laboratory Director
3. ADDITIONAL REQUIREMENTS

OMIG Provider Compliance Certification — Confimation notice for the OMIG Provider Complisnce Program may be required. Visit
YW, O Ny goy to determine if the Applicant / Provider must comgly. if yes, a copy of the confirmation notice (printed from the website)
must be included with this application.

To apply for the Medically Fragile Children PDN Enhancement, also complete form EMEDNY- 432301.

REQUIRED DOCUMENTS TO BE SUBMITTED WITH THIS FORM:
» Copy of Your License

EMEDNY-413301 (06/12)
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NY MEDICAID PROVIDER ENROLLMENT FORM ' Mail to:
for
P N Computer Sciences Corporation

g i o I

Category(s) of Service: Enter the 4-digit code(s) given in the instructions:

ﬁﬂﬂmﬂmﬂn nmm w

(enrolled; required to revalidats) It Applicant was previously
(not cumrently enrolled) excludediterminated from the Medicald
NY Provider ID # Program, compiets the Prior Conduct
{from Letter) Qusstionnaire found at

wyay aMedNY o and include it with this
Enrofiment Form

ApﬂbentNm(exacﬂyasitappeanonyomﬂcemalreg!mmn) Last, First, MI

NPlamuaD-Uhmmmwmaa&menhmmm. SSN
License # State of Licensure if not New York Limitad License?
DOves O no
Envolling for e-Prescribing only? Applicant’s e-Mail Address: Are you enrolled in Medicare?
Oves 0O no Qves O no
" DEA Number (if required) DEA Effective Date (MM/DD/YYYY) DEA Expiration Date (MM/DD/YYYY)
if affilated with 8 Group, do you Ifmbeto!amormmm ﬂmdamammﬂm:

have a Privato Practice a3 woll?

Group/Org Nams:
Oves Ono O na

Group/Org NPI:

CORRESPONDENCE: _(indicate whsre letters and claims forms sent) - PO Box not acceptable
Attention: Street Address Suite / Department/ Fioor

City Siate Zip Cods (5 digit)
County (if in New York) Telephons Number (w/ extension) Fax Number

“PAY TO ADDRESS: Mmm&mwmuMmmﬁweWmmmm):
Attention: Strest Address gr PO Box Suile / Department/ Fioor

City Site Zip Code (9 dign)

County (if in New York) Teiephons Number (w/ extension) Fax Number
M:Mmmmm 1099) shouid be sent)

Aftention: Strest Address g7 PO Box Suite / Department/ Floor

City State 2ip Code (9 digi)

County (f in New York) Telephone Number (w/ extension) o-Mall Address

EMEDNY-436801 (07/12) 2
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{This page may be copled for additional listings)

SERVICE ADDRESS: (where service is provided) — DO NOT LIST A PATIENT'S ADDRESS

_(ses [nstructions)
Attention: Street Address (PO Bax Is not acceptadble) | Suite / Department / Floor
City State Zip Codo (9 digit)
County (if in New York) Telephone Number (w/ extension) Fax Number
Type of Practice (Check One) 7Plaeeof$e~loe(cmdc0ne)
0 Individual (1) O Private Office (1) O Freestanding Clinic (3)
] 2 a tal/N: Home

SERVICE ADDRESS: (where service Is provided) - DO NOT LIST A PATIENT'S ADDRESS

(see Instructions) -
Attention: Strest Address (PO Box Is not acoeptatte) | Suite / Department / Floor
City Stata Zip Code (9 digit)
County (if in New York) Te!ephone Number (w/ extengion) Fex Number
Type of Practice (Check Ons) Place of Servico (Check Ons)
g Individual (1) gPdvataomoe(n O Freestanding Clinic (3)
G

SERVICE ADDRESS: (where service is provided) - BO NOT A PATIENT'S ADDRESS

(see instructions)
Attention: Street Address (PO Box Is not acceptable) | Sulte / Department / Floor
City Stats Zip Code (9 dight)
County (if in New York) Telephone Number (w/ extension) Fax Number

Type of Practice (Check One) "Piace of Service (Check One)

County (if tn New York) Telephone Number (w/ extension) Fax Number

Type of Practice (Check One) Piace of Service (Check One)
D Individuat (1) O Privato Office (1) O Freestanding Clinic (3)
a [ »]

EMEDNY-436801 (07/12) 3
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SECTION 1:

Disclosing Entity / Applicant (ndividuat named on page 2 of this application)

Name NP1
Homs Address (Strest) City & State Zip Code (9 digit)
SSN oaadsmn(ummwv)

Ownership in Applicant (f required by 18NYCRR, Section 504.1(d)(18)(v)). include familial reiationship to the
Applicant

- and other Owners (spouse, parent, child, sibling), if any. The address for corporats entities must include every
business address. See 42 CFR Part 455.104(b)(1)(i) for more information).

Name of Individuzi or Entlly % of Ownsrehip NP

Address (Homo Address i individual) Cily & Sze Zip Codo (0 digh)

SSN (T ndividuz)) FEIN ( ently) "Date of Birth (i ndviduz] Femila) Reiatonship (7 individual

(MM/DD/YYYY) if any)

SECTION 2:
Ownership Iin Other Disclosing Entities(ODE) (per 42 CFR Part 455 104(b)(3)) - (Complets if any identified
in Section 1 hasanownetsrdporcontmmueres!anDE)

Name (from Section 1)

ECT| .

Familial Relationship in Subcontractors (Complate if those identified in Section 3 have a “familial retationship
mmammmwmmmmwmmmwwmma
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SECTION 3:

Managing Employees (e.g. office manager, edministrator, director or other individuats who exercise operational or
managertal control over the day to day operations of the provider). nclude famillal relationship to the Applicant (e.g., spouse,
parent, child, sibling), if any. {This page may be copied for additional lstings)

Nome Association Type (see instructions)

Heme Address gasmm Zip Code (9 oigh)
Date of Birth

Home Address Cily & Statp Zip Codo (0 digiy)
3 Emiaﬁmvﬁéﬁ?ﬁn Familz) Relationship
Association Type (seo Instructions)

Name
Home Address [ City & St 2ip Cods (0 digi!)
SSN Deis of Birth (MM/OD/YYYY) "Famila Relgtonship

SECTION 6:

Respond to these questions on behalf of: 1. the Applicant
2. gll individuals and entities Identified in Section 1
3. any entity in which the Applicant has a 5% or more ownership

1. Have any of the individuals/entities (1, 2 and 3) been terminated, denied enrollment, suspended, restricted by
Agreement or otherwise sanctioned by the Medicaid Program in New York or in any other State, Medicare, or
any other governmental or private medical insurance program?

O Yes O No

2. Have any of the Individuals/entities (1, 2 and 3) ever been convicted of a crime related to the fumishing of, or
billing for, medical care or supplies or which is considered an offense involving theft or fraud or an offense
against public administration or against public heaith and morals in any State?

O Yes O No

3. Have any of the individuals/entities (1, 2 and 3) ever had their business or professional license or certification,
or the license of an entity in which they had an ownership interest over 5% ever been revoked, suspended,
surrendered, or in any way restricted by probation or agreement by any licensing authority in any State?

0O Yes O No

4. s there currently pending any proceedings that could result in the above stated sanctions for the individuals/
entities (1, 2 and 3)?
0O Yes O No

NOTE: if you answered “Yes" to any of the questions above, you must complete and submit the “Prior

Conduct Questionnaire” available at www.eMedNY.org.

S. Do you, including any entity in which you have ownership, have any unpaid balances owed to the NY
Medicaid Program? O ves O No If yes, indicate amount $

If yes, has payment been arranged? [ Yes [J No If yes, attach verification of arra
if no, this enroliment will be reviewed by the OMIG

BVIEDNY-436801 (07/12) S
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SIGNATURE AND AFFIRMATION

ByslgnhgmisenmmnemfmmprarﬂdpaummmeNewYomsmeMedicaidegm.theAppﬁwmIva!aer
undefstandsandagreestomefoﬁowing:

» Asamdmuﬁomywagreemoommmmmm wguhﬁonsmﬁoﬁhﬂaldlmcﬂvesofmebapamm
including MmtﬂnﬁmeansmdquCRRMcanbemmmDepamdeeamswabsue.

> !nadditbﬂ.pummquCFRPan%s.ws.bymmﬂbgmﬂwMedbaummyouagmmmme
mmmmmmmwmwmdmwmmm
of Health and Human Services.

(1)xmmwmmdwmmwmmmemmmm
nmabmmmmmmm.owdummumwewmmmmmmmw
(2)Mys@nﬂhmﬂummmmbenmnﬂwmvwwywmwwwm or between
mmmwmmmmwmmm@mdmm
» AsaMedcaMHoMermagreebaNdebyaﬂappﬂcahleFedemlandStatelansaswel as the rules and
mguiaﬂonsofoﬂmrNewYo:kStateaaendesparﬂwlartometypeofpmgmmeovewdbythlsenmﬁmm

application.

P For those providers for whom the CmnpﬂamLawappﬂes(see , the Provider has
mmmmomwmmwwummemmrsmmmwmmmmmm
aﬁnammmm.mlmummmmmmmmmmmm
requ!mtsofSodaiSewboLawSectbnm&wNYCRR Part 521. A copy of the certification confirmation
is inctuded with this enroliment.

» Unannounced site visits by Medicald CMSorthatragmﬁsldaslgnatedcontmctommayban initial
and continued enroflment. in addition thep:ov!detarworownefs(deﬁnedasmlaasta& interest) may be
Wmmwmmwmmﬂmmm.

> TheDepamnemmaydenyortemmmeemomwuasapmMe;lnmeMedicawpmgmmu tis determined that
emmmm.wm.mmmmdmmmmm

Applicant / Provider’s Signature (original; no stamps) Date (vmDO/YYYY)

Name&TeiephomNumberofPersonwhoPmparedApplbaﬁon

BVIEDNY-436801 (07/12) 6
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PRIOR CONDUCT QUESTIONNAIRE

Confidential Information

All responses must be thorough and complete. If there is not sufficient space available for a response, you may
attach additional sheets to this form. Failure to fully respond or to provide accurate and detailed information can
result in a delay in the processing of your application or can result in the denial of your request for enrollment or
reinstatement request

Please Note: For those entering information through Adobe Reader, character restrictions exist for lines
requiring details, when a limit is met please Tab to the next line and continue your explanation.

Applicant Name:
New York State Provider ID #: NPI &:
I. A Prior Medicare History (Federal Program, Title XIX)

1. Have you ever been excluded, terminated and/or suspended by Medicare?
Yes No, D —

If yes:

(a) Date of exclusion, termination or suspension. { {
MM / DD 7/ YY

(b) Cause of exclusion, termination or suspension (you must be specific and provide full details).

(c) Were you reinstated? Yes__ | | No_ L
If yes, provide a copy of your reinstatement letter.

{d) Provide information and documentation of any corrective steps you have taken to demonstrate
the causes that led to your exclusion, termination or suspension will not be repeated. (See
reinstatement instructions with application for examples)

2. Have you ever been restricted by agreement or sanctioned by Medicare which did not resuitin a
exclusion, termination or suspension?

Yes No,

(a) Identify date and type of action

(b) Identify reason for restriction or sanction.

(c) Are you currently participating in Medicare without any restrictions or sanctions?
Yes L_ No, [____.,

(d) Date the restriction or sanction ended? / /

EMEDNY-431001 (09/10) -1-
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B. Prior Medicaid History (State Program, Title XVill)
1. Haveyoueverbmnexduded,henninatedand!o:suspended by Medicaid in any state?

Yes D No. D
if yes:
(a) Date of exclusion, termination or suspension. / /

MM / DD [/ YY
(b) Cause of exclusion, termination or suspension (you must be specific and provide full details).

(c) Were you reinstated? Yes L_] No ﬂ
It yes, provide a copy of your reinstatement letter.

(d) Provide information and documentation of any corrective steps you have taken to demonstrate
the causes that led to your exclusion, termination or suspension will not be repeated. (See
reinstatement instructions with application for examples)

2. Have you ever been denied enrollment by Medicaid in any state?
Yes D No P
If yes:
(8) Identify state(s), date of denial and reason.

(b) Submit a copy of your dental letter,

3. Have you ever been restricted by agreement or sanctioned by Medicaid which did not resuit in an
exclusion, termination or suspension?

Yes No D
(a) Identify date and type of action.

(b) Identify reason for restriction or sanction.

(c) Are you currently participating in Medicare without any restrictions or sanctions?

Yes No D
(d) Date the restriction or sanction ended? I /
MM /7 DD / YY
EMEDNY-431001 (09/10) -2-
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n A 1

m A 1.

Have you ever been convicted of stealing from any federally or state funded Medicaid/Medicare
Program? (Medicald/Medicare Fraud)

Yes No, D
if yes
(a) What was the date and location of the conviction?

(b) What were the causes that resuited in the conviction?

(c) Provide a copy of your conviction papers.
(d) Are you currently on probation?
Yes D No D
if yes, provide a copy of your probation papers and a current status report.

(e) Provide information and documentation of any comective steps you have taken to demonstrate
the causes that led to your conviction will not be repeated. (See reinstatement instructions with

application for examples)
Have you ever been convicted of public assistance or welfare fraud?

Yes___D_ No___g__

If yes:
(a) Identify the state and date of the conviction.

(b) What penalty was imposed as a result of the conviction?

Have you ever been convicted of any crime relating to the fumishing of or billing for medical care,
services or supplies or which is considered an offense involving fraud, theft, against public
administration, or against public health and morals, other than previously listed on this form?

Yes E] No D
it yes:
(a) ldentify the state(s) and date of conviction.

(b) What penalty was imposed as a result of the conviction?

Has your medical license or registration ever been revoked and/or suspended In any state?
Yes D No, | !

if yes:

(a) Identify the state(s) and the date of revocation and/or suspension.

EMEDNY-431001 (09/10) -3-
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(b) Identify the causes for the revocation and/or suspension.

() Has your license been restored?  Yes No__ [ ]
(d) Date your license was restored. yi /
MM / DD /7 YY
(e) Are you currently on probation? Yes No D
(f) Date you expect probation to end. / /

MM / DD 7 YY
(9) Provide information and documentation of any corrective steps you have taken to demonstrate
the causes that led to the revocation, termination or suspension of your medical license will not
be repeated. (See reinstatement instructions with application for example)
8. 1. Has your medical license or registration ever been surrendered in any state?
YesL No D
If yes:
(a) Identify state(s) and date your license was surrendered.

(d) Identify the reason you surrendered your license.

(c) Date your license was re-issued. { /
MM 7 DD [/ YY

C. 1. Has your license and/or registration ever been placed on probation or have you entered into any type
of agreement by any licensing authority in any state?

Yes D No, D
ifyes.

(a) Identify state(s) and date(s) of action.
(b) Identify reason for the action.

(c) List any restrictions placed on your license.

(d) lfwnenuyonpfobaﬁon.anadwatenerwhbhindbamsyouarecun'enuyinmpﬁancemaﬂ
terms of your probation.

EMEDNY-431001 (08/10) -4-
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V. A 1. Nemereanypending ingsthat it in any sanction in any state?

listed below:

it yes:

Yes,

(a) Identify all sanctions that may result from the pending action:

%E:

termination from Medicare

dential of enroliment by Medicare
suspension from Medicare

restriction by agreement from Medicare
conviction of Medicare fraud

E

[T &

termination from Medicald

denial of enroliment by Medicaid
suspension from Medicaid

restriction by agreement from Medicaid
conviction of Medicaid fraud

conviction for stealing

conviction for welfare fraud or public assistance fraud
license or registration revoked

license or registration suspended

license or registration surendered

license or registration restricted by probation

license or registration restricted by agreement

B. 1. Expected date in which a decision should be rendered.

1

/

MM / DD / YY

| certify that the answers provided are cormrect.

Full name (please print):

Middle

Last

Provider Signature

EMEDNY-431001 (09/10)

Date MM/DD/YY
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PRIVATE HIRE PROCEDURE

Private hire responsibility of clients/directing party:

1. CASA Caseworker (CW) and Nurse complete an assessment to determine an
appropriate care plan for the client per CASA'’s routine assessment process.

2 SupervisorandAC’l‘Numapprovalpefrouﬁneprmedmu

3. SSTWeomasaHprovidmfortheirabﬂitywwvicetheappmvedemepm
(ForCAHcases—dowmcMonﬁomSKIPofanprovidmoomaaedandtheir

responses is acceptable).

4. Meetingwillbehaldwithcliemldirecting party, CASA, and interested providers
etc., to determine if care plan can be filled.

5. Ifcmeplancannotbeﬁﬂedbythe‘!‘mdhiynalﬁgensd?myidm:dignﬂ
dhecﬁngpmtycaanuestpﬁvmddueahnemnsmgﬁedmnﬂduwungpmy
willinformCASACWoftheirintereainPﬁvatcHireModel of service.

6. Caseworker will complete a 1295 with the family’s and client’s name, address,
phonenumber.appmvadweplan.potenﬁaldischargedm(hospitab,anda
mmmmﬁwwmmmmmmlewm
the case. Addwlzﬁofmenquestisforsnightpﬁmhimoramb:edmodel
Emypﬁmﬁtemnsesnamesandlorm#hasbeenslmedwithﬁe

CW Supervisor will fax completed 1295 to DSS Legal Office (Kristian
Maricle). ECDSS Legal Department fax mumber is 858-6222.
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7. ugalDepmeﬂlfaxasmtememwtheCWSuwvisOrindicaﬁnsapprovalto
: stmtthePﬁvatefﬁumwss.Casework&xpuvisorwminfmmthecasMrkerof
approval. Caseworker“ﬁﬂtheninfomthefamilyofaﬂneededdowmemspm
Private Hire Nurse checkdist (Appendix A).

After receipt and approval of the 1295 mformatxon.thebegalDepanmentmll
send out the client/directing party’s contract.

8. Client/directing party and rivate hire nurses must send all information to
theCthowillforwardongnalstoACT SSTW Liaison for holding until items
1-5 are received.

9. Asthe SSTW Liaison receives 1-5 of the contract information per nurse, she will
forward oﬁginalswtheugalDepartmemmTl‘:KﬁsﬁnMaﬁcle). Ifitem 6
“Malpmeticelnsmnnccisreceived.alldoanmtswitlbeforwm'ded

Item6ofeomraainformaﬁon—thelegaldcpamnamwillworkwithnurse(s)w
hmdleaﬂpmblemsandqucsﬁonsthmmsewithﬂwwmoﬁcelnsumw.

I0.0ncetheLegalDepmmenthasmceivednumbm 1-6 of the contract and family
infomaﬁon,theywﬂlmaileachnmetheirindhidualwmaforsignmm.cm
fegal dqmentwilldeveloptwowmofconmw.CAHandnﬁICasthePﬁor
AppmvalsarenotreqniredwithCAHandthecomctlangnsgeisdiﬁ'erent),

11. After receiving the signed eonnaets.thelegaldepanmemWiﬂinformCWICW
:sor when all contracts are final. Theywillthanmaﬂaoopyofﬁnalcontmm

Superviso
to CASA, client/directing party, and each appropriate private hire urse.

lLOnoethecﬁeml&maingpmymdpMehirem(s)havewmaedwithBﬁe
County.thefonovﬁngmus!hembmiuedtotheCASACWbeforepﬁvatehim
services can be approved and start

mnseohtainsaMAnnmber,thestatewill sendthcmaprovidermammland
infomaﬁononobminingpﬁorapprovals. (NopﬁorapprovalonCareAtHome

o MDorder&Onennmamaytaketheleadinobmininsphysieian'sordmfonhe
of murses.
o Smmsignedbympa“MedimidmagememlnfomaﬁonSystm
Provider Manual — Nursing Services” - Section 2-42 (Attachment 0).
° Aﬁrstmomhsehedlﬂeofhowdwmeswiﬂﬁﬂthempm
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13 AﬁerCASAhavemwvedallappmpnatedoamenm.theﬁnalreviewand
apprwalhavebeenumde.theAC’l‘SSTWumsonmll mail a copy of the
completed Prior Approval form to the client/directing party.
(Service can now start)

MxedModelandCAHspeciﬁcpﬁvatahh’epmoedmwmbedcvelopedataMer
date.

6-21-06
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Guidelines for Client/Caregiver
Seeking To Obtain Independently Enrolled Nursing Services

These guidelines were developed to clarify the process of participating in the Independently Enrolled
Nmmng(TEN)modelofEncCountyCASA’shomeea:eservxee 'l'hmgmdehnesreﬂeathemost

NOTE: ALL NURSES WORKING YOUR CASE MUST HAVE A SIGNED CONTRACT
WITH ERIE COUNTY BEFORE SERVICING THE CASE IN ORDER TO RECEIVE

MEDICAID PAYMENT.

It is the responsibility of the elient/caregiver to:
1 manage the scrvices of the nurse(s) including:
e recruiting, interviewing, hiring the nurse(s),
e monitoring that the nurse follows written physician’s orders,
o scheduling, orienting, evaluating, and dismissing nurse(s).
2. assure that all nurses selected have clinical competency to care for the client.

Client/Caregivers Requirements:

A. Ohtaining a Confract:
1. If active with the Private Duty Nursing Program (CASA), notify your Caseworker (CW) of your

interest in IEN.
OR
If active with the Care at Home Program, notify your Case
Management Agency of your interest in IEN.
Per the New York State Fair Hearing Office, Independently Enrolled Nursing is allowed only

when Erie County Contracted Licensed Provider Agencies cannot service your case. Therefore,
CASA must pursue your coverage from the Licensed Provider Agencies first.

Private Duty Nursing Program
If no provider can be found to service the case, your CASA CW will inform Erie County Department

of Social Services (ECDSS) Legnl Department that you are seeking IEN.
Care at Home Program
If no provider can be found to service the case, your CAH Case Manager will notify the CASA CW,
who will then inform Erie County Department of Social Services (ECDSS) Legal Department that
you are seeking IEN.

2. You, as the client/caregiver, must enter into contract with ECDSS. The ECDSS Legal Department
will contact you with instructions on obtaining a contract.

Client/Caregiv/TENGuidc.doc 4/9/09bsc
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3. Assisting the Nurse obtain his/her contract:

Eanhnmseisreq\ﬁredtohavcacomavdthEGDSSLegalDepartmentfbrMCASAorCareat
Home cHent he/she services.

Ihenmsewinnwdwwmpﬂeapacbaofmq\ﬂmdiﬁomaﬁmnmmyfmmmmaand
forward the completed packet to you. Once you have collected items a —e, you will need to send
them tothecw.ThenwsemaychoosetoforwmdtheinfamaﬂontotheCdeecﬁy.inwhichcase

you need to be aware that this packect must consist of the following items:

a Copyofthenmse’scunentNewYorkSmeNmingLicense
b. Copy of the nurse’s current CPR certification
c. Copy of the nurse’s currcnt National Provider Information (NPI) number
d. Copyofthe nurse’s current Physical Report from his/her personal Physician
e. Copyofthem’scunentPPDmdMimmnniuﬁons
f ***Malpractice Insurance Certificate with Eric County named as
additiona) insured.***

NB: Do not send the information one item ata time as this will slow down the contract
process.

*8%[f the murse has not obtained item f, the ECDSS Legal Department can assist them in obtaining the
Malpractice Certificate.***
B. C 0 i uirements:

OneeyoumdthemthewivedsignedwmmmmEﬁeComty.thefonoWMgmnstbe
submitted to the CASA CW before the Independently Enrolled Nurse can start servicing your case.

1. Physician Orders & Plan of Treatment:
Onenmemaymlwmeleadhobm?ﬁngmephysidm'smdmmdplmofuememforauﬂxe
nurses servicing the client. CASA has developed a general “Physician’s Ordering Form” (attached),

which use may be beneficial to you.

2. Statement of Oversight signed by Physician:
Thissmtmmncmufomdhthe“MzdimidegememmfomaﬁmSyswanvidaMmud-
Numthervim".mPhysidmmnancmisspedﬁcmeachoﬁcmwbewvieed;thereforeeach
purse’s name does not need to be listed on the statement.

NOTE: It is strongly suggested that Nurses/Directing Party use CASA's form titled
“Independently Earolied Nurse(s) Physician®s Order for Home Care Services™ (attached), which

hasdmphysician’sovmightsmmantineorpoxmed.
3. For New IEN Cases, a first month schedule of how the purses will fill the suthorized
service hours are required.

Client/Caregiv/IENGuide.doc 4/9/09bsc
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4. Items B: 1-3, once obtained, must be sent to your CASA CW.
*Sending items one at a time will slow down the process/start of service.

5. Prior Approval Form

Form must be completed and sent to Computer

If your case is authorized for LPN level of care and a RN work the case, when billing, the RN
code must be listed on the prior approval form for the hours he/she worked. The RN will be paid

8t LPN ratg.

NOTE:

e Cases authorized for RN & LPN hours, or RN working at a LPN rate, the different levels
ere not interchangeable,

e The Prior Approval must list the number of hours to be allocated to RN level or RN
working at LPN rate and the number of hours allocated to the LPN level.
(E.g. Total authorized LPN hours for the 6 month period = 1400 hrs. The prior approval
must list under the LPN code 800 hr. and under the RN code (working at LPN rate) 600

hours.

Your CASA CW will notify you when IEN services can start.
Allowing the nurse to service your case before your CW has notified you could result in the nurse not being

reimbursed for services.

ALL E-MEDNY FORMS CAN BE FOUND ON: e-medny.gov.

Clicnt/Caregiv/IENGuide.doc 4/9/09bsc
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Guidelines for-Nurses Seeking to Work
On CASA CASES as an Independently Enrolled Nurse

These guidelin&sweredevelopedtoclaﬁfythepmewsofpm-ﬁcipaﬁnginthe
Nm&ing(tEN)modelofEﬁeCounﬁCASA'sbomemmviw. These guidelines reflect the most

commonly asked questions.

It is the responsibility of the client/caregiver to:
1. manage the services of the purse(s) including:
o recruiting, interviewing, hiring the nurse(s),
e monitoring that the murse follows written physicien’s orders,
o scheduling, oricnting, evaluating, and dismissing nurse(s).
2. assure that all nurses selected have clinical competency to care for the client.

Independently Enrolled Nurse Requirements:

A. AsavaidsrAgamyformelndcpendenﬁmeolledesingmodelofwc,youmusthaveobtaineda
National Provider Information (NPI) number. The NPI aumber can be obtained by calling the Office

of Health Insurance Program at (518) 474-8161.

B. Youmustenta’imoeonmctwithﬁrie(:omty:
Toobtainaeonﬂact.thcfollowingsixiwmsimust
youbytheECDSSLega!Depmm:nt.

copyofyomam‘entNewYo:k State Nursing License
CopyofyonrmemCPReeniﬁcation
CopyofyomamentNaﬁonalProviderlnfomnﬁonMDnumba
CopyofymnamentPhysiealRepon&omyompasonanhysician
CopyofyouranremPPDandMimmnnimﬁons

¢sMalpractice Jnsurance CeniﬁcatewithExieMnamed as additional insured.**

be sert to CASA before & contract will be issued o

RIS

Once items 1-5 have been obtained, forward them to the client/caregiver or CASA CW.
“‘lfycnhmnotobtainadim6, the ECDSS lzgachparMcanassistyoninobtainhgthe
Malpractice Certificate.***

Special Notes:
1. ServieeeannotstartnmiltthASACWhunoﬁﬂed the nurse and the client/caregiver. If you

movidamrebafowscrviwbauthoﬁm&paymmtmaymtbe@pme&neCASACWismeonly
personwhocangivepemissionforservicetosmt.

2. Allbillinsandpriorapprwnl quesﬁonsmbedimctedw:
Computer Science Corporation (CSC) at (800) 343-9000.
As an Independently Enrolled Nurse, you arc your own provider; therefore, please refer to your NYS
Medicaid Program Nursing Service Prior Approval Guideline Manual issued to you from the Officc
of Health Insurance Program. Individual Provider Training is available by calling (800) 343-9000

Client/Caregiv/IENGuidc.doc 4/9/09bsc
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3. Prior Approval Form:
The original Prior Approval Form must be completed and sent to Computer
Science Corporation (CSC) by the Independently Enrolled Nurse or Clien
ot Xed copy of ¢ DY APPIY ]

Directing Person. CSC will not ace h

1f the case is authorized for LPN level of care and a RN is working the case, when billing, the RN
code must be listed on the prior approval form for the hours he/she worked. The RN will be paid

8t LPN mite. :

NOTE:
e Cases authorized for RN & LPN hours, or RN working at a LPN rate, the different levels

are not interchangegble.
o Tbe Prior Approval must Jist the muraber of hours to be allocated to RN level or RN
woddngatI.PNmteandthenmbaofhomsallocatedtotheLPNlevel.(E.g.'I'otal
authorized LPN hours for the 6 month period = 1400 brs. The prior approval must list
under the LPN codc 800 br. and under the RN code (working at LPN rate) 600 hours.

4, Each nurse is required to have a contract with ECDSS Legal Department for each CASA or Care at
Home client he/she service.

5. Physician Orders & Plan of Treatment:
One nurse may take the lead in obtaining the physician’s orders and plan of treatment for all the
purses scrvicing the client. CASA has developed a general “Physician’s Ordcring Form™ (attached),
which use may be beneficial to you.

6. Statement of Oversight signed by Physician:
This statement can be found in the “Medicaid Management Information System Provider Manual-

NmsingScrvim”.nePlvsidansmtcmmisspedﬁctoeachcﬁemwbewviced;therefomeach
nurse’s name does not need to be listed on the statement.

NOTE: 1t is strongly suggested that Nurscs/Directing Party use CASA's form titled
“Independently Enrolled Nurse(s) Physician’s Order for Home Care Services” (attached), which
has the physician’s oversight statement incorporated.
7. For New IEN Cases, a first month schedule of how the nurses will fill the authorized service
hours are required.

ALL E-MEDNY FORMS CAN BE FOUND ON: e-medny.gov.

Client/Caregiv/IENGuide.doc 4/9/09bsc 5
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INDEPENDENT ENROLLED NURSE (S)
PHYSICIAN'S ORDER FOR HOME CARE SERVICES

Client Name: D.O.B Sex:
Address: CIN #.
Prior Approval Dates: From To

Servite Hours:

Orders Obtained By: Phone #.

Medical Diagnosis:

Seizure Precautions: Allergies:

Funetional Limitations:
Prognosis:

Medications:

Trentments:

Diet:

(contised on back)

Client/Caregiv/TENGuide.doc 4/9/09bsc
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Pege 2

Additlongl Comments:

New York State DOH requires, in the instance that private duty nursing services are to be provided wholly or
in part by an Independently Enrolled LPN or RN, the ordering physician must certify to the following:

¢ He or she is willing to be responsible for oversight of the independent nurse to ensure adherence to
the prescribed treatment plan; and

e The ordering physician (or histher designee) will be available to consult with the indepeadent nurse
should the patient's medical condition change or treatment plan needs updating.

o The ordering physician will provide, or arrange, appropriate direction to any indcpendently enrolled
LPN working the case in accordance with State Education Law.

I CERTIFV TO THE ABOVE INDEPENDENT ENROLLED NURSE (S) OVERSITE STATEMENT AND THAT THE
ABOVE MEDICAL INFORMATION 1S CORRECT TO TRE BEST OF MY KNOWLEDGE.

NOTE: If additional pages are attached, NYS DOH dictates that each page must be signed by the physician.

Physician: Address:
Pioase Print
Phone #:
Fax #:
Physician’s Signature Date
New York State License #:

Client/Caregiv/TENGuide.doc 4/9/09bsc
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Aug. 16. 2007 1:58PM ; No. 7439 P. 2

(Exhibit A)

ADM 0050 wioresone

Agreoment made the day of 200_, by and
between the County of Erie through the Erie County Department of Social
Services, 85 Frankfin Street, Buffalo, New York 14202, hereinafter referred to as
the Department, and , hereinafter referred to as the
Consumer, indMvidually, and as parents and natural guardians of
» @ recipient of home care services under the Medicald

program, residing at

WHEREAS, 18NYCRR 505.8 provides that under the specific
circumstances set forth thsrein a recipient of home care services under the
Medicaid program is authorized either individually or through a surrogate to
directly obtain the services of individual Licensed Practical Nurees and Licensed
Registered Nurses, hersinafter referred to as Privats Duty Nurses (PDN), so long
as those PDN are registered providers enrolled in the Medicaid program and, as
a consequence thereof, are in receipt of a Medicald Management Information
System (MMIS) identification number necessary to facilitate the payment for
home care gervices rendered, and

WHEREAS, the Dspartment and the Consumer agree that under the
specific circumstances of the home care services needed herein that the direct
hire of PDN by the Consumer would allow for greater flexibllity and freedom of
choice consistent with the intent of 18NYCRR 505.8 to benefit chronically ill
and/or physically disabled individuals while reducing administrative costs and

WHEREAS, although the PDN that are authorized to be hired privatsly are
not a party to this Agreement, the PDN will be required to execute a separate
Agreement with the Dspartment confiming his or her responsibilities as
enumerated under this Agreement, and that separate Agreement shall be
deemed a condition precedent to any payment under the Medicaid program from
the New York State Department of Health for the home care services rendered to

the recipient.
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Avg. 16. 2007 1:59PM No. 7439 P. 3

NOW THEREFORE, the parties do mutually agree as follows:

1, The Consumer, mdlvtduanyandaspatentsandnamralguardtansof
, a recipient of home care services under the

Medicaid program.agmeetobasoblymsponsib!ebundeﬂakehe
following:

a.  Manage the services of the PDN employed, including: recruiting,
interviewing and hiring PDN; monitoring the activiies and care
given by the PDN to insure that PDN adequately and properly
abldes by and follows the written directions of the treating primary
physician; insuring that PDN has adequate and proper training
sufficient to establish cfinical competency for the care of recipient.

b.  Confirm that the PDN Is currently ficensed in the State of New York.

c Contact references provided by the PDN prior to the PDN rendering
care to the reciplent. It is recommended that a background check
be conducted to determine if the PDN has a history of any previous
substance abuss, and/or disciplinary problems.

d.  Confim that PDN has malpractice insurance, with the Department
being as an additional ingured therein. A copy of that insurance
must be forwarded to the Department.

e. Actasanemp!oyerofﬂwPDNorcomaingpany,achowledgm
matﬂtaDepammmaﬂnotbeeonsldemdasthecmplowand
that the PDN shall be deemed an independent contractor. The
Consumer shall be responsibls, to the extent required under local,
state or federal law, rules, regulations or ordinances, for workers’
compensation, unemployment insurance bensfits, social security
eovamge.pmvlslonofhxformandcﬂmrappﬁcablebeneﬁts. The
Consumer agrees and acknowledges that the PDN are hired and
supervisedbymemandﬁlatﬂteoepamnerummnesnoﬁabﬂny
for the above referenced requirements.

f. Assure that the PDN is In good health and has proof of required
immunizations.

g- Confirms that the PDN has curvent CPR certification by asking to
seo tho cument certification issued by a person or agency
authorized to train and issue such certification.

h.  Assure that the PDN follow the written directions of the treating
pﬂmyphystdanandﬂtatPDNdocmemmwrﬂmgaﬂmedlcatbm
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Aug. 16. 2007 1:59PM No. 7439 P. ¢4

administered treatments provided, and all other hands on care
rendered to the recipient. Such documentation shall be maintained
for a period of a minimum of six (6) years.

i Assure that the PDN provide adequate and proper Universal
Precaution Suppliss and that PDN follow the Center for Disease

Control (CDC) guidelines.

I8 Allow a home assessment by Erfe County CASA six (6) months
‘from the date of execution of this Agreement, and once every six
(6) months thereafter if this Agreement is extended upon written
mutual consent of the parties, to determine the level and amount of
care required and provided for the benefit of the recipient.

k.  Shall not discriminate against PDN in interviewing, hiring and
monitoring of home care services being performed on the basis of
race, creed, color, national origin, gender, disablility, marital status,
sexual preference or veteran status.

l. Abide by, and not act in violation of, any and all applicable local,
state and federal laws, rules, regulations and ordinances, including,
but not limited to, applicable civil rights and labor laws, rules and
regulations, and ordinances in the interviswing, hiring, monitoring
and establishment of work hours and conditions.

m.  Obtain from the treating primary physician a written certification that
the model of home care service delivery established pursuant to
this Agreement provides adequate and proper medical safety for
this recipient.

n Provide to the Department proof that the PDN has executed the
above referred to separate Agreement confiming his or her
responsibilities as enumerated in this Agreament; provide a copy of
the PDN'’s current professlonal licenses issued of the State of New
Yori; provide a copy of the PON’s malpractice insurance naming
Erie County as an additional insured, as required herein; provide a
copy of verification that that PDN is enrolled in the Medicaid
program and the MMIS identification number Issued to PDN upon
such enrollment; provide copies of the written directions issued by
the treating primary physician for the adequate and proper home
care services to be rendered to the recipient and the completed and
properly exscuted prior approval form, DSS-3615. it being the
mutual understanding of the parties that the commencement of this
Agresment is conditioned upon the Department receiving these
documents and proof and that no payment to the PDN will be
authorized in the absence of such receipt.
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0. vaidetomebepamnantfortyﬂve(dﬁ)daysbeforameemhaﬂon
dateofﬂteabuverefarenoedpdorappmvaifonn DSS-3815
ammwrmendlncﬁms:ssuedbymemaﬁngpmryphysuan.

p. wmmwummmemmm.meoepammm
CASAitsagents.oﬂbelsandemp!uymarenottesponsiblefor
anyandaﬂdaimso:tossesammgormsumm,ﬁwhom
earasewicespatfomadbymePDNhMbyﬂwConsumef

harmless Erie County ﬂteDepaxhne!\tandCASAﬁumallsuﬁs.
geuséegNdacﬁ@on&daMaMdmagesmmmdsuchmw

q. AssmammePDNworbthehoumofhommseMeesﬁ\at
PDNsumnmmthoMmldpmmmnforpaymmmmahom
care services mndefedpmuanttoﬁmtamsofﬂbegmmm

r. Adsmowtedgestmtmeoapammwaﬂnotbompansibleto
pmvuaPDNasbaekuph\mosamstanmﬁmtﬂwPDNhhedby
conmmeramnotavaﬂabbmpeﬁomﬁtemcameemces

required.

Tmoepammmmgi\CASA,agmestobesote!ympomlbteto
undertake the following:

a (‘AMandenanhfommﬁonﬂecont&himaeompteted
memmmmmmwmpm

PDN's medical malpractice insurance; a completed Pnor approvel
form (DSS-3615), Indicating in Section 1 ‘Multiple providers will
shammbf;andawwofmwﬂtten%ys!dan'somand
dlredionsmdlmﬁng.a!mngoﬂterltemﬂmnlsanmptable,
safeplanforaseﬂ-emptoyed PDN privately hired by the Consumer
to provide the required care.

b. Pmm.uponmein.mvtewandappmvalofu\eabova
mdommmm“.meWappmvalandemer
merequlsitoh\fomaﬁononMWSauﬂwmmPDNtosmn
dalmsforpaymemwhommservlwsmndexed. A copy of the
prior approval, documsnting the total approved number of hours for
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all the PDN caring for the recipient during the approved period of
service, will be retumed to each nurse submilting the above
referenced documents and information. Only nurses who have
provided such documents and information can provide home care
services for the recipient pursuant to the terms of this Agreement
and claim reimbursement therefor.

3. The parties agree to the rates herein shown.

a. These rates are contingent upon the approval of the New York
State Department of Health and are subject to change by it.

-b.  The partles agree to accept changes in these ratss by the New
York State Department of Social Services without the need to
amend this Agreement subject to the parties’ right to administrative
or judicial review of these changes.

Description Rates Per Hour
Licensed Practical Nurse $21.63
Licensed Registered Nurse $28.78

4. The Consumer agrees that no payment shall be made hereunder until
such time as the Consumer has applied for, recsived and facilitated
payment to the PON hired under the terms of this Agreement by third party
health insurance available to the Consumer for the payment of the home
care services provided by those PDN. The funds available under that third
party health insurance must be exhausted prior to any payment under the
Medicald program.

5.  The partiss agree to renegotiato this Agresment in the event that the
Department of Health; NYDSS; and applicable federal agencies issue new
or revised requirements on the Department as a condition for receiving
continued or state reimbursement.

6. This Agreement contains afl the terms and conditions agreed upon by the
parties. Any items Incorporated by reference are to be attached. No other
understanding, oral or otherwise, regarding the subject matter of this
Agreament, shall be deemed to exist or to bind the parties hereto.
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XXXX, 2008, . .

documentation and Information required herein demonstrating that the
Consumer has privately hired PON enrolled in the Medicald program
smﬂﬁdenttopmvidethehmmm&cmmﬁcrﬂmdhecﬁonofﬂw
primary treating physicianasprlorappmvedbyCASA.whld'tevershall
ocwrﬁmt.andshaﬂtumlnammwe(12)monﬁ\sﬁxereaﬂar.

8. ThlsAgmementmaybetetminat@dutanyﬁmebyomlorwﬁttennoﬁce
ﬂmnmaoepammntuponttsdeteminaﬁonthmﬂwmnsmerhas
violated the tarms of this Agresment. Termination shall otherwise be upon
thlrty(30)dayswrittenmﬁceﬁmnnmpartytomeomer. in the event of
tanninaﬁon.ﬂmpmﬁesagmﬂomopemtelntheordeﬁyhansfertotha
provision of requisite home care services to the reciplent by qualified
home care agencies.

9. mbwmashaﬂbedeenmmwonwmmeommdmney
avaﬁabbtomastatefntﬂmpufmmmeoftmtamhereofami no
ﬁabﬂityonamummewofshallbelnwnadbymesmaofNewYork
boyondmonbsavaﬁab%eforﬂteputposeﬁwmof.

NMWOF.WWWMWNMMWmM

date and year first writton above.
APPROVED AS TO FORM

ay:

ECDSS Office of Counsel

DATE:
CONSUMER
STATE OF NEW YORK)
COUNTY OF ERIE ) §8.:
Onlh_dayof_____,zw.mumm::m __ to ma known,
mmmmmammmmcsmmm _, that (s)he Is an (the)
anmmmmmmm@hwmm
thersto

B e W T T T T8

NOTARY PUBLIC OR COMMISSIONER OF DEEDS
My CommissionBxpires _______
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Aug. 16. 2007 1:59PM

FOR THE ERIE COUNTY DEPARTMENT
OF SOCIAL SERVICES:

FOR THE COUNTY OF ERIE:

No. 7439 P. 8

Commissionsr

County Executive
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AGREEMENT PDN #QED

BETWEEN

Private Duty Nurses
and the Erle County Department f Social Services

to Provide Home Care Services

AGREEMENT, made the day of 200 , by and between
the County of Erie through the Erie County Department of Social Services, 95
Franklin Street, Buffalo, New York 14202, hereinafter referred to as the
Department and » @ licensed registered nurse enrolled in

the Medicaid program, hereinafter referred to as the private duty nurse (PDN),
res/ding at QS ———

WHEREAS, the Department has entered into a separate Agreement, with
hereinafter referred to as the Consumer,

individually, and as parents and natural guardians of a
recipient of home care services under the Medicaid program, for the private hire
by the Consumer of PDN to provide those services pursuant to 18NYCRR 505.8,

and

WHEREAS, the above referenced PDN, a licensed registered nurse
enrolled in the Medicaid program, desires to be privately hired by the Consumer
subject to the prior approval by the Department, through CASA, to provide home
care services to the recipient and receive payment for those services rendered
from the New York State Department of Heaith.

NOW, THEREFORE, the parties do mutually agree as follows:

1. The PDN confirms that she has read the above referenced
Agreement between the Department and the Consumer, agrees
to meet the PDN responsibilities enumerated therein, and
acknowledges that those responsibilities, as well as those set
forth in this separate Agreement, are a condition precedent for
any prior approval from the Department and payment from the
New York State Department of Health for any home care
services provided to the recipient. A copy of Agreement
between the Department and the Consumer is marked Exhibit
A, attached hereto and made a part of this Agreement.
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2. The PDN must submit the following documents and information
to the Department prior to providing home care services to the
recipient.

a. Copy of his or her nursing license.

b. Copy of his or her Medicaid Provider Enroliment number
documents issued by the New York State Department of
Health setting forth enroliment and eligibility for payment
under the Medicaid Management Information System
(MMIS).

c. Certified copy of medical malpractice insurance naming
- the Department as an additional insured.

- d. Completed prior approval form(DSS-3615), indic‘:'ating in
Section 1’Multiple providers will share prior’.

e. Copy of primary treating physician’s orders, including, but
not limited to, a statement that that physician deems the
plan for the privately hired PDN to be a safe plan for the
provision of requisite home care services to the recipient.
(One PDN is authorized by the Department to obtain
such physicians orders for the group of PDNs to be
privately hired by the Consumer.

3. The Department, after reviewing and approving the
documentation and information provided by the PDN and the
Consumer pursuant to the Separate Agreement, if acceptable,
will process the prior approval and enter the requisite
information on MMIS which is necessary to allow the PDN to
submit claims for payment to the extent that the PDN is entitled
to such payment. A copy of the prior approval, documenting the
total approved number of hours for all PDN providing home care
services to the reciplent during the approved period of service
will be retumed to each nurse.

4. The PDN agrees that he or she can claim reimbursement only
for actual hours worked at authorized level and may not claim
for training or overtime under the Medicaid program. The PDN
further agrees and acknowledges that Medicaid payment is not
approved for PDN to care to the Recipient in the hospital or
other institutions, and the PDN will not be paid for any care

delivered to the recipient in those settings.
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5. The PDN agrees and acknowledges the total number of hours
billed for home care services by the muiltiple PDN hired by the
Consumer to provide home care services to the recipient shall
not exceed the total number of hours approved for each
designated service (licensed practical nurse or licensed
registered nurse) prior approved by the recipient during the
approved period of service. The PDN agrees and
acknowledges that in the event that a licensed registered nurse
works hours prior approved and authorized as licensed practical
hours, that licensed registered nurses shall be paid at the
licensed practical nurses rate. The PDN agrees and
acknowledges that neither the Department nor the New York
State Department of Social Services shall be responsible for
payment for hours of home care services rendered in excess of
the prior approved hours and services during the approved
period of service.

6. The PDN agrees to provide the home care services ordered by,
and under the direction of, the primary treating physician,
documenting all shifts during which those services are
performed and maintaining a medical record with nursing notes
for all services rendered during those shifts. This
documentation must be maintained by the PDN for a minimum
of six (6) years in accordance with the laws of the State of New

York.

7. The PDN agrees and acknowledges that he or she is an
independent contractor hired by the Consumer, is solely
employed by the Consumer and works under the supervision of
the Consumer. The Department and the Consumer assumes
no responsibility for worker's compensation, unemployment
insurance benefits, social security coverage or other benefits
required by local, state or federal law, rules regulations or
ordinance, including, but not limited, to the deductions and/or
payments for either local, state or federal taxes on behalf of the

PDN.

8. The PDN agrees and acknowledges that he or she is
responsible for billing and receiving payment from any third
party health insurance available to the Consumer for the
payment of home care services provided to recipient prior to
making any claim for payment under the Medicaid program.

9. The PDN shall provide to the Department, forty-five(45) days
before the prior approval expires, the documentation and
information set forth above necessary for the Department to
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issue any further prior approvals and authorization for payment.
10. The parties agree to the rates herein shown.

a. These rates are contingent upon the approval of the New
York State Department of Health and are subject to change

by it.

b. The parties agree to accept changes in these rates by the
New York State Department of Social Services without the
need to amend this Agreement subject to the parties’ right to
administrative or judicial review of these changes.

Description Rates Per Hour
Licensed Registered Nurse s

11.The parties agree to renegotiate this Agreement in the event
that the Department of Health, NYDSS, and applicable federal
agencies issue new or revised requirements on the Department
as a condition for receiving continued or state reimbursement.

12. This Agreement contains all those terms and conditions agreed
upon by the parties. Any items incorporated by reference are to
be attached. No other understandings, and or otherwise,
regarding the subject matter of this Agreement, shall be deemed
to exist or to bind those parties hereto.

13.Except as otherwise stated herein the term of this

Agreement shall commence on Sl and terminate
on

a. The term of this Agreement shall coincide with the term
of the separate, attached Agreement between the
Department and the Consumer except as set forth below.
If the term of that separate, attached Agreement is
terminated this Agreement shall be deemed terminated.
Additionally, the PDN agrees and acknowledges that as
an employee of the Consumer it shall be within the
authority of the Consumer to terminate that employment
at any time as long as that termination is not in violation
of applicable local, state or federal law, rules, regulations
or ordinances.
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Text of law should be glven as amended. Do not include matter being eliminated and do not use
italics or underiining to Indicate new matter.

[County [JCity [JTown [JVillage
Seloct oney
of Erle -

Local Law No. 6 ' of the year 2011
A local law "escinding a Local Law In refstion to regutation of home healthcare services provided to

%mﬂmpmmmmwmmdm

Be it enacted by the Erie County Legisiature of the
Piamo of Loghissve Boy) . ,

&]County [JCity [(JTown [JVillage
{Seinct ane) .
of Erie as follows:

SECTION 1. LEGISLATIVE INTENT. mmm1wmmﬁummmm
healtheare services in Erie County. These requirements are redundant to requiremients of New York State Law. This
redundancy increases costs to home healthcare providers as wel as unnecessarily strains county resources. Repeal
of the law will decrease costs to taxpayers and home healthcare providers with no effect on the provision of home

healthcare services.

SECTION 2. Local Law No. 14-2004, which undertock and exercised its regusaory authorily with regard to activities
subject to regulation of home healthcare services, be and the same hereby is rescinded In its entirety.

SECTION 3. Hereafter the regulations set forth by the State of New York In reguiation of home healthcare senvices
shall provide the regulatory framswork for and gevern home heatthcare services in the County of Erie.

SECTION 4. This Local Law shall take effect immediately upon filing In the office of the New York State Secretary of
State, and in accordance with Section 27 of the Municipal Home Rule Law shall be filed within twenty (20) days after

this Local Law shall heve been adopted.

SPONSORED BY
LEGISLATOR RAYMOND WALTER

(if additional space is neoded, attach pages tho same size as this sheet, and number each.)

108-0239-H [Rev. 02/10) _ Page2of4
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sy W) PREVASTR @) e

L1 ‘mn"\wn. '“0!’\. w’ -

on 20 , in sccordance with the applicable
(Nameo of Legisiaive Body)
provisions of taw.

2. (pmwmwmmnmmqmmwmmwwmaﬂn
Chief Exccutive Officer”.)

|wmwmmw%mwuwmm° of2011__of

the ] of : was duly passed by the

%W on OCiober®, 2011 and was (approved)(mobamounasix

. oupassodmfieocisnppeseel) by the S0 County Beetle ___ and was desmed duly adopted
Mwmm

on October 25, 20[3]1). in accordance w ith the applicabis provisions of law.

s (Flml&dwabymndim

IWWMWMWMMWGMWN& of20___ . of

the (County)(City)(Town)(Viliage) of was duly passed by the
on ' 20 , and was (approved)(not approved)

(Namo of Legisiative Body) . '

(repassed after disapproval) by the i on 20

mmmwmmmmwmd.(m)@aﬂw@wﬂwmmm
mdnmﬁmmmmwmmwwxmmmm

20 . tn accordance with the appiicable previsiens of law.

4. muwmwmmmmmmmmmmmmum)
nmwﬁummwwmhmwuwwm of 20 of

the (County)(City)(Town)(Vilage) of ' was duly passed by the
on 20 , and was (approved)(not approved)

(Name of Legisiative Body)
(repassed after disapproval) by T S
mmmwmmmmamw@wmmmwwmmmwud
zo_.hmmwnhmmmmdw.

on 20 . Such local

'MWWWWUWNMWM&.M“@.WM«.UM
bammmdmmmw.hmdawG'morhnmdnmmwoﬁwb
vested with the power to spgrave of veto focal laws or orfinances.

005023944 (Rev. 02M0) Pagp 3cf4

e T P ST o ——
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6. (County local law concerning adoption of Chartar.)

| hereby certify that the local law annexed hareto, w-wwm of 20 of
the County of State of New York, having been submiitad to the clectors at the General Election of
November 20, pursuant to subdivisions § and 7 of section 33 of the Municipal Home Rule Law, and having

received the affirmative vote of a majority of the qualified electors of the cilies of said esunty as a unit-and a majority of the
qualified electors of the towns of sald county considered as a unit voting at sald general election, became cperative.

(if any other authorized form of final adoption has been followed, pleasa previde an appropriate certification.)
IWWMIMMMMMMWMMWMM iie In thi§ office and that the same Is @

paragraph .2 above.

(Seal) - 1 4

(corﬁﬂctﬂonwbomamdhycwmw\mﬂw %rponﬂonComd.TmAﬂoﬂny Viilage Attornsy or other
mmmabaﬂu)

RK
st

I, the undersigned, hereby certify that the foregaing local law contains the correct text and that all proper proceedings have
been had or taken for the enactment of the local taw annexed hereto.

Signaturo
Assistont County Attorney

- cetsames e 00 DCE - =0 OBEALROO o T ST T e e —rT TV
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LOCAL LAWNO. __2011
LOCAL LAW INTRO. NO. 6-2011

Ammwmm;amuﬂhmﬁbnmngmﬁuofhmmmmm
providedtoBdeComtyxesidmtsmnmwcmmawmdedbyMCMofEﬁa

BBYTMBYTHBLEGISLAWREOFMCOUNTYASFOHJOWS:

SECTION 1. LEGISLATIVE INTENT. Loeal Law No. 14-2004 creates certain local
requirements that govern home healthcare servioes in the Erie County. These requirements are
mdlmdmwquofNewYoxksmLaw. This redundancy increases costs to home
mmmwsmmwmymwammvﬁn
dmmwmmmmdmwwvéﬁmeﬁwmmemﬁsimof

home healthcare services.

SECTION 2. Local Law No. ILM,MMMWMWM
whhmgmdwmﬁviﬁesénbjeawmgxﬂaﬁmofhomemwﬁmbemdﬂmmé

hezeby is rescinded in its entirety.

SECTION 3. HauﬁuthexegulaﬁonssetfoﬂhbytheSMeofNewYo:kinmdaﬁonofhom
mmmm&ﬂnm@mwmmmmm

.--4.-.W'*'-*#W— ™71 ™ —————— e \
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SECTION 4. This Local Law shall take effect immediately upon filing in the office of the New
York State Secretary of State, end in ascordance with Section 27 of the Municipal Home Rule
Law shall be filed within twenty (20) days after this Local Law shall have been adopted.
SPONSORED BY

LEGISLATOR RAYMOND WALTER

¢ p— e e e — e i e T - oo pe———gy——--
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BUrrALL, N.X ., UCIODET O, ZU1 1
TO WHOM IT MAY CONCERN:

| BRREBY CERTIFY, That at the 20th Session of the Legislature of Erie County, held
in the Legislative Chambers, in the City of Buffalo, on the Sixth day of October, 2011 A.D., a
Resolution was adopted, of which the following is a true copy:

AYES: 15
NOES: 0

REFERENCE: Local Law Intro 6-1 (2011)

ATTEST
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County of Esic designated for this purpose, and afier due deliberation thereon, . CHRIS
COLLINS, County Executive of Erie County, do hereby APPROVE and SIGN said Local Law
thisG8 ™ day of 2011.

APubﬁcHeningwaslnldontheiomgoinglnalLawlnno.No.&mllonmes@y,
October 25, 2011, due notice thereof having been published in the official newspapers of the
County of Erie designated for this purpose, and after due deliberation thereon, I, CHRIS
COLLINS, County Executive of Erie County, do hereby DISAPPROVE and VETO said Local

Law this day of , 2011.

,—--——m—! —— 11 T - Tt e e Sp—————
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