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Colorado Medical Assistance Program Colorado Choice Transitions
Colorado Choice Transitions Program
(CCT)

Program Overview

Colorado Choice Transitions (CCT), part of the federal Money Follows the Person Rebalancing
Demonstration, is a five-year grant program. The primary goal is facilitating the transition of Medicaid
members from nursing and other long-term care (LTC) facilities to the community using home and
community based (HCBS) services and supports. Services are intended to promote independence,
improve the transition process, and support individuals in the community. Participants of the CCT
program will have access to qualified waiver services as well as demonstration services. They will be
enrolled in the program for up to 365 days after which time they will
Q enroll into one of five HCBS waivers so long as they remain Medicaid
eligible. Days in a hospital or LTC facility for a period of less than 30
(CHOICE \N NS days during the enroliment period will not count towards the 365 days.
Qualified services are HCBS waiver services that will continue once
the CCT program has ended if the member continues to be eligible for
HCBS. Demonstration services are enhanced services provided during
an individual’s enrollment in the demonstration program post-transition and end on the last day of CCT
enrollment. The grant funding will also be used to streamline and improve the HCBS systems in
Colorado.

Medicaid members patrticipating in CCT must meet long-term care Medicaid eligibility requirements
(which include functional and financial eligibility); reside in a long-term care facility for a period of no less
than ninety days (90) not counting days for rehabilitation; have been Medicaid eligible for one day; and
be willing to move to qualified housing as defined in federal statute. To participate, members must meet
financial, medical, and program criteria to access services through the CCT program and be willing to
receive services in their homes or communities. A member who receives services through the CCT
program is also eligible for all Medicaid State Plan services. When a member chooses to receive
services under a waiver and the CCT program, the services must be provided by certified Medicaid
providers.

The CCT program will complement the Elderly, Blind, and Disabled Waiver, Persons with Brain Injury
Waiver, Community Mental Health Supports Waiver, Persons with Developmental Disabilities Wavier,
and Supported Living Services Waiver. The populations that will be transitioned through the program
include: elderly adults aged 65 years or older residing in Medicaid nursing facilities; adults aged 18-64
with physical disabilities residing in Medicaid nursing facilities; adults aged 18 and older with
developmental disabilities residing in Intermediate Care Facilities (ICFs) and Medicaid nursing facilities;
and adults 65 years and older and individuals under 22 residing in institutions for mental disease (IMDs).

Note: The Department of Health Care Policy and Financing (the Department) periodically modifies billing
information. Therefore, the information in this manual is subject to change, and the manual is updated as
new billing information is implemented.



Colorado Medical Assistance Program Colorado Choice Transitions

Policy Guidance for Services

The_Services and Supports Desk Reference offers essential information on CCT demonstration services
to providers, members, and stakeholders. The information includes service definitions, minimum provider
qualifications, service rates, and other pertinent information. The Department may periodically modify
policy guidance.

Providers are notified of changes in policy guidance in the monthly HCBS Provider Bulletin and other
Department communications.

Provider Participation

Before claims can be accepted for payment of goods and services provided to eligible members, the
provider of goods and services must be enrolled in the Colorado Medical Assistance program and
assigned a provider number.

Prior Authorization Requests (PARs) for CCT

All CCT services require prior approval before they can be reimbursed by the Colorado Medical
Assistance Program. Case management agencies complete the Prior Authorization Request for CCT
according to instructions provided by the Department.

The case management agencies responsibilities include, but are not limited to:

Assessing needs;

Determining CCT program eligibility;

Service planning and authorization;

Care coordination;

Risk mitigation;

Service monitoring;

Monitoring the health, welfare and safety of the member;
Promotion of member’s self-advocacy; and

Coordination of the member’s transition from the CCT program to one of the existing HCBS waivers
at the end of the member’s participation on the CCT program, as long as the member remains
eligible.
Approval of prior authorization does not guarantee Colorado Medical Assistance
Program payment and does not serve as a timely filing waiver. Prior authorization
only assures that the approved service is a medical necessity or assists members with
community living and is considered a benefit of the Colorado Medical Assistance
Program. All claims, including those for prior authorized services, must meet eligibility
and claim submission requirements (e.g., timely filing, provider information completed
appropriately, required attachments included, etc.) before payment can be made.

© 0o N TN RE

APPROVED

Prior approvals must be completed thoroughly and accurately. If an error is noted on an approved
request, it should be brought to the attention of the member’s case manager and the Department for
corrections. Procedure codes, quantities, etc., may be changed or entered by the member’s case
manager.

The authorizing agent or case management agency is responsible for timely submission and distribution
of copies of approvals to agencies and providers contracted to provide services.


https://www.colorado.gov/pacific/sites/default/files/Colorado%20Choice%20Transitions%20Services%20and%20Supports%20Desk%20Reference.pdf
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PAR Submission

All CCT PAR forms are fillable electronically and are located in the Provider Services Forms section of
the Department’s Website. The use of the forms is strongly encouraged due to the complexity of the
calculations.

Send all New,
Continued Stay
Review (CSR), and
Revised PARs for
CCT to Xerox State
Healthcare:

Xerox State Healthcare
PARs

P.O. Box 30

Denver, CO 80201-0030

Consumer Directed Attendant Support Services (CDASS)

For members authorized to receive CDASS, case managers will need to enter the data into the web
portal maintained by Public Partnerships, Limited (PPL) in addition to sending a PAR to the Department.

Case managers may also use the PAR form maintained by PPL to create the entire PAR for a member
receiving CDASS as a part of the CCT program. In addition, case managers will need to fax the final
PAR approval letter to PPL before attendant timesheets will be paid.

PAR Form Instructional Reference Table

Field Label Completion Format Instructions

Conditional

Complete if PAR is a revision.

PA Number being revised . .
Indicate original PAR number

assigned.
o Check box Required
Revision
OYes [ONo Check the appropriate box.
Text Required
Client Name Enter the member‘s Ias_t name,
first name, and middle initial.
Example: Adams, Mary A.
Client ID 7 characters, a letter prefix Required

followed by six numbers Enter the member's state

identification number. This
number consists of a letter
prefix followed by six numbers.

Example: A123456



https://www.colorado.gov/pacific/hcpf/provider-forms
http://www.colorado.gov/cs/Satellite/HCPF/HCPF/1197364086675
https://fms.publicpartnerships.com/PPLPortal/login.aspx
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Field Label Completion Format Instructions
Sex Check box Required
OM 0OF Check the appropriate box.
Birthdate 6 numbers Required
(MM/DD/YY)

Enter the member's birth date
using MM/DD/YY format.

Example: January 1, 2010 =

01/01/10.
Date of Discharge 6 numbers Required
(MM/DD/YY) Enter the member’s date of
discharge from qualified facility.
Requesting Physician 8 numbers Required
Provider # Enter the eight-digit Colorado

Medical Assistance Program
provider number of the
requesting provider.

Client’s County Text Required
Enter the member’s county of
residence.

Case Number (Agency Use) Text Optional

Enter up to twelve characters,
(numbers, letters, and
hyphens), which help identify
the claim or member.

Dates Covered 6 numbers for from date and 6 Required
(From/Through) numbers for through date Enter PAR start date and PAR
(MM/DDI/YY) end date.

Qualified/Demonstration Text N/A

Services Description List of approved procedure
codes for qualified and
demonstration services.

Modifier 2 Letters Required
The alphanumeric values in this
column are standard and static
and cannot be changed.

Max # Units Number Required

Enter the number of units next
to the services being requested
for reimbursement.

Revised: 12/14 Page 4
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Field Label Completion Format Instructions

Cost Per Unit Dollar Amount Required

Enter cost per unit of service.

Total $ Authorized Dollar Amount Required

The dollar amount authorized
for this service automatically
populates.

Comments Text Optional

Enter any additional useful
information. For example, if a
service is authorized for
different dates than in “Dates
Covered’ field, please include
the HCPCS procedure code and
date span here.

Total Authorized CCT Dollar Amount Required
Qualified Service

Expenditures Total automatically populates.

Total Authorized CCT Dollar Amount Required
Demonstration Service

Expenditures Total automatically populates.

Grand Total of CCT Qualified Dollar Amount Required

and Demonstration Services Total automatically populates.

Plus Total Authorized Home Dollar Amount Required

Health Expenditures Enter the total Authorized Home

(Sum of Authorized Home Health expenditures.
Health Services during the
HCBS Care Plan Period)

Equals Client’s Maximum Dollar Amount Required

Authorized Cost The sum of CCT Expenditures +

Home Health Expenditures
automatically populates.

Number of Days Covered Number Required

The number of days covered
automatically populates.

Average Cost Per Day Dollar Amount Required

The member’s maximum
authorized cost divided by
number of days in the care plan
period automatically populates.

Revised: 12/14 Page 5
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Field Label

Completion Format

Instructions

CDASS
Effective Date
Monthly Allocation Amt.

Date (MM/DD/YY)
Dollar Amount

Required for MI, EBD 65+ and
EBD-PD

Enter CDASS information (All
CDASS information must be
entered in PPL’s web portal).

Immediately prior to CCT Check box Required
enroliment, this C"eF‘F lived in OYes [ONo Check the appropriate box.
a long-term care facility
Case Manager Name Text Required
Enter the name of the Case
Manager.
Agency Text Required
Enter the name of the agency.
Phone # 10 Numbers Required
123-456-7890 Enter the phone number of the
Case Manager.
Email Text Required
Enter the email address of the
Case Manager.
Date 6 Numbers Required
(MM/DDIYY) Enter the date completed.
Case Manager’s Supervisor Text Required
Name Enter the name of the Case
Manager’s Supervisor.
Agency Text Required
Enter the name of the agency.
Phone # 10 Numbers Required
123-456-7890 Enter the phone number of the
Case Manager’s Supervisor.
Email Text Required
Enter the email address of the
Case Manager’s Supervisor.
Date 6 Numbers Required
(MM/DD/YY) Enter the date of PAR
completion.

Revised: 12/14 Page 6
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Claim Submission

Paper Claims

Electronic claims format shall be required unless hard copy claims submittals are specifically
authorized by the Department. Requests may be sent to the Department’s fiscal agent, Xerox
State Healthcare, P.O. Box 90, Denver, CO 80201-0090. The following claims can be
submitted on paper and processed for payment:

= Claims from providers who consistently submit 5 claims or fewer per month
(requires approval)

= Claims that, by policy, require attachments

= Reconsideration claims

For more detailed CMS 1500 billing instructions, please refer to the CMS 1500 General Billing
Information manual in the Provider Services Billing Manuals section.

Electronic Claims

Instructions for completing and submitting electronic claims are available through the 837 Professional
(837P) Web Portal User guide via the Web Portal found on the Provider Services web page and also on
the Department’s Colorado Medical Assistance Program Web Portal page.

Electronically mandated claims submitted on paper are processed, denied, and marked with the
message “Electronic Filing Required.”

The Special Program Indicator (SPI) must be completed on claims submitted electronically. Claims
submitted electronically and on paper are identified by using the specific national modifiers along with the
procedure code. The appropriate procedure codes and modifiers for CCT are noted throughout this
manual. When the services are approved, the claim may be submitted to the Department’s fiscal agent.

Paper Claim Reference Table

The following paper form reference table gives required fields for the CMS 1500 paper claim form for
CCT services.

CMS Field # | Field Label Field is? Instructions

1 Insurance Required | Place an “X” in the box marked as Medicaid.
Type

la Insured’s ID Required | Enter the member’s Colorado Medical Assistance
Number Program seven-digit Medicaid ID number as it appears on

the Medicaid Identification card. Example: A123456.

2 Patient’s Required Enter the member’s last name, first name, and middle
Name |n|t|a.|

3 Patient’s Required | Enter the patient’s birth date using two digits for the
Date of month, two digits for the date, and two digits for the year.

Birth / Sex Example: 070114 for July 1, 2014.



https://www.colorado.gov/pacific/hcpf/billing-manuals
https://www.colorado.gov/pacific/hcpf/provider-services
http://www.colorado.gov/cs/Satellite/HCPF/HCPF/1201542697178
https://www.colorado.gov/pacific/hcpf/web-portal

Colorado Medical Assistance Program

Colorado Choice Transitions

CMS Field # | Field Label Field is? Instructions
Place an “X” in the appropriate box to indicate the sex of
the member.

4 Insured’s Not

Name Reql.“red

5 Patient’s Not

Address Required
6 Patient’s Not
Relationshi Required
p to Insured
7 Insured’s Not
Address Required
8 Reserved
for NUCC
Use
9 Other Not
Insured’s Required
Name
9a Other Not
Insured’s Required
Policy or
Group
Number
9b Reserved
for NUCC
Use
9c Reserved
for NUCC
Use
ad Insurance Not
Plan or Required
Program
Name
10a-c Is Patient’s Not
Condition Required
Related to?

Revised: 12/14 Page 8
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CMS Field # | Field Label Field is? Instructions
10d Reserved
for Local
Use
11 Insured’s Not
Policy, Required
Group or
FECA
Number
11la Insured’s Not
Date of Required
Birth, Sex
11b Other Claim Not
ID Required
1lc Insurance Not
Plan Name Required
or Program
Name
11d Is there Not
another Required
Health
Benefit
Plan?
12 Patient’s or Required | Enter “Signature on File”, “SOF”, or legal signature. If
Authorized there is no signature on file, leave blank or enter “No
Person’s Signature on File”.
signature Enter the date the claim form was signed.
13 Insured’s or Not
Authorized Required
Person’s
Signature
14 Date of Not
Current Required
llIness
Injury or
Pregnancy
15 Other Date Not
Required
16 Date Patient Not
Unable to Required
Work in

Revised: 12/14 Page 9
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CMS Field # | Field Label Field is? Instructions
Current
Occupation
17 Name of Not
Referring Required
Physician
18 Hospitalizat Not
ion Dates Required
Related to
Current
Service
19 Additional Conditional | LBOD
Claim Use to document the Late Bill Override Date for timely
Information filing.
20 Outside Not
Lab? Required
$ Charges
21 Diagnosis Required | Enter at least one but no more than twelve diagnosis
or Nature of codes based on the member’s diagnosis/condition.
lliness or Enter applicable ICD indicator to identify which version of
Injury ICD codes is being reported.
9 ICD-9-CM
0 ICD-10-CM
22 Medicaid Conditional | List the original reference number for resubmitted claims.
Resubmissi When resubmitting a claim, enter the appropriate bill
on Code frequency code in the left-hand side of the field.
7 Replacement of prior claim
8 Void/Cancel of prior claim
This field is not intended for use for original claim
submissions.
23 Prior Not HCBS
Authorizati Required | | eave blank
on
24 Claim Line Information | The paper claim form allows entry of up to six detailed
Detail billing lines. Fields 24A through 24J apply to each billed

line.

Do not enter more than six lines of information on the
paper claim. If more than six lines of information are
entered, the additional lines will not be entered for
processing.

Revised: 12/14 Page 10
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CMS Field # | Field Label Field is? Instructions
Each claim form must be fully completed (totaled).
Do not file continuation claims (e.g., Page 1 of 2).
24A Dates of Required | The field accommodates the entry of two dates: a “From”
Service date of services and a “To” date of service. Enter the date
of service using two digits for the month, two digits for the
date and two digits for the year. Example: 010114 for
January 1, 2014
From To
01 (01|14
Or
From To
0101|1401 |01 ]| 14
Span dates of service
From To
0101|1401 |31]| 14
Practitioner claims must be consecutive days.
Single Date of Service: Enter the six digit date of service
in the “From” field. Completion of the “To field is not
required. Do not spread the date entry across the two
fields.
Span billing: Permissible if the same service (same
procedure code) is provided on consecutive dates.
Waiver services
Providers should refer to specific billing instructions on the
use of span billing.
24B Place of Required | Enter the Place of Service (POS) code that describes the
Service location where services were rendered. The Colorado
Medical Assistance Program accepts the CMS place of
service codes.
12 Home
24C EMG Not
Required
24D Procedures, Required | Enter the HCPCS procedure code that specifically
Services, or describes the service for which payment is requested.
Supplies Waiver services

Providers should refer to the Member’s approved Prior
Authorization (PAR).

Revised: 12/14 Page 11
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CMS Field #

Field Label

Field is?

Instructions

24D

Modifier

Required

Enter the appropriate procedure-related modifier that
applies to the billed service. Up to four maodifiers may be
entered when using the paper claim form.

Waiver services

Providers should refer to the Member’s approved Prior
Authorization (PAR).

24E

Diagnosis
Pointer

Required

Enter the diagnosis code reference letter (A-L) that relates
the date of service and the procedures performed to the
primary diagnosis.

At least one diagnosis code reference letter must be
entered.

When multiple services are performed, the primary
reference letter for each service should be listed first,
other applicable services should follow.

This field allows for the entry of 4 characters in the
unshaded area.

24F

$ Charges

Required

Enter the usual and customary charge for the service
represented by the procedure code on the detail line. Do
not use commas when reporting dollar amounts. Enter 00
in the cents area if the amount is a whole number.

Some CPT procedure codes are grouped with other
related CPT procedure codes. When more than one
procedure from the same group is billed, special multiple
pricing rules apply.

The base procedure is the procedure with the highest
allowable amount. The base code is used to determine
the allowable amounts for additional CPT surgical
procedures when more than one procedure from the
same grouping is performed.

Submitted charges cannot be more than charges made to
non-Colorado Medical Assistance Program covered
individuals for the same service.

Do not deduct Colorado Medical Assistance Program co-
payment or commercial insurance payments from the
usual and customary charges.

24G

Days or
Units

Required

Enter the number of services provided for each procedure
code.

Enter whole numbers only- do not enter fractions or
decimals.

24G

Days or
Units

General
Instructions

A unit represents the number of times the described
procedure or service was rendered.

Except as instructed in this manual or in Colorado Medical
Assistance Program bulletins, the billed unit must
correspond to procedure code descriptions. The following
examples show the relationship between the procedure
description and the entry of units.
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CMS Field # | Field Label Field is? Instructions
Home & Community Based Services
Combine units of services for a single procedure code for
the billed time period on one detail line. Dates of service
do not have to be reported separately. Example: If forty
units of personal care services were provided on various
days throughout the month of January, bill the personal
care procedure code with a From Date of 01/03/XX and a
To Date of 01/31/XX and 40 units.
24H EPSDT/Fam Not
ily Plan Required
24| ID Qualifier Not
Required
24J Rendering Not
Provider ID Required
#
25 Federal Tax Not
ID Number Required
26 Patient’s Optional Enter information that identifies the patient or claim in the
Account provider’s billing system.
Number Submitted information appears on the Provider Claim
Report (PCR).
27 Accept Required | The accept assignment indicates that the provider agrees
Assignment to accept assignment under the terms of the payer’s
? program.
28 Total Required | Enter the sum of all charges listed in field 24F. Do not use
Charge commas when reporting dollar amounts. Enter 00 in the
cents area if the amount is a whole number.
29 Amount Not
Paid Required
30 Reserved
for NUCC
Use
31 Signature Required | Each claim must bear the signature of the enrolled
of provider or the signature of a registered authorized agent.
Physician A holographic signature stamp may be used if
or Supplier authorization for the stamp is on file with the fiscal agent.
Including

Revised: 12/14 Page 13
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CMS Field # | Field Label Field is? Instructions
Degrees or An authorized agent or representative may sign the claim
Credentials for the enrolled provider if the name and signature of the

agent is on file with the fiscal agent.

Each claim must have the date the enrolled provider or
registered authorized agent signed the claim form. Enter
the date the claim was signed using two digits for the
month, two digits for the date and two digits for the year.
Example: 070114 for July 1, 2014.

Unacceptable sighature alternatives:

Claim preparation personnel may not sign the enrolled
provider's name.

Initials are not acceptable as a signature.

Typed or computer printed names are not acceptable as a
signature.

“Signature on file” notation is not acceptable in place of an
authorized signature.

32 32- Service Not
Facility Required
Location
Information
32a- NPI
Number
32b- Other
ID #

33 33- Billing Required | Enter the name of the individual or organization that will
Provider receive payment for the billed services in the following
Info & format:

Phone # 1stLine  Name

33a- NPI _

Number 2% Line  Address

33b- Other 3" Line City, State and ZIP Code
ID #

33a- NPI Number
Not Required
33b- Other ID #

Enter the eight-digit Colorado Medical Assistance
Program provider number of the individual or organization.

Revised: 12/14 Page 14
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Procedure/HCPCS Codes Overview

The Department uses procedure codes that are approved by the Centers for Medicare & Medicaid
Services (CMS). The codes are used to submit claims for services provided to Colorado

Medical Assistance Program members. The procedure codes represent services that

may be provided by enrolled certified Colorado Medical Assistance Program

providers.

The Healthcare Common Procedural Coding System (HCPCS) is divided into two

principal subsystems, referred to as level | and level Il of the HCPCS. Level | of the

HCPCS is comprised of CPT (Current Procedural Terminology), a numeric coding system - -
maintained by the American Medical Association (AMA). The CPT is a uniform coding system consisting
of descriptive terms and identifying codes that are used primarily to identify medical services and
procedures furnished by physicians and other health care professionals. Level Il of the HCPCS is a
standardized coding system that is used primarily to identify products, supplies, and services not
included in the CPT codes. These include ambulance services and durable medical equipment,
prosthetics, orthotics, and supplies (DMEPOS) when used outside a physician's office. Level Il codes
are also referred to as alpha-numeric codes because they consist of a single alphabetical letter followed
by 4 numeric digits. CPT codes are identified using 5 numeric digits.

Revised: 12/14 Page 15
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CCT Procedure Code Table

Colorado Choice Transitions

Providers may bill the following procedure codes for the CCT program. Below is a breakdown of

services by population.

CCT- Bl Services Procedure Code Table (Special Program Code 95)

Description Procedure Code + Modifier(s) Units
Qualified Services

Adult Day Services S5102 uc 1 unit =1 day
Assistive Technology, per purchase T2029 UC, HB 1 unit = 1 purchase
Behavioral Programming HO0025 UC, TF 1 unit = 30 minutes
"CDASS (Cent/Unit) T2025 ucC 1 unit=1cent
||CDASS Per Member/Per Month T2040 ucC 1 unit = 1 month
||Day Treatment H2018 uc 1 unit =1 day
"Home Modifications S5165 uc 1 unit = 1 modification
Independent Living Skills Training T2013 ucC 1 unit = 1 hour
(ILST)
||Mental Health Counseling, Family HO0004 UC, HR 1 unit = 15 minutes
||Mental Health Counseling, Group H0004 UC, HQ 1 unit = 15 minutes
||Mental Health Counseling, Individual H0004 ucC 1 unit = 15 minutes
||Non—MedicaI Transportation, Taxi A0100 ucC 1 unit = 1 way trip
Non-Medical Transportation, Mobility Van

Mileage Band 1 (0-10 miles) A0120 ucC 1 unit =1 way trip

Mileage Band 2 (11-20 miles) A0120 UC, TT 1 unit = 1 way trip

Mileage Band 3 (over 20 miles) A0120 UC, TN 1 unit = 1 way trip
Non-Medical Transportation, Mobility Van To and From Adult Day

Mileage Band 1 (0-10 miles) A0120 UC, HB 1 unit = 1 way trip

Mileage Band 2 (11-20 miles) A0120 UC, TT, HB 1 unit = 1 way trip

Mileage Band 3 (over 20 miles) A0120 UC, TN, HB 1 unit = 1 way trip
Non-Medical Transportation, Wheelchair Van

Mileage Band 1 (0-10 miles) A0130 uc 1 unit = 1 way trip

Mileage Band 2 (11-20 miles) A0130 UC, TT 1 unit =1 way trip

Mileage Band 3 (over 20 miles) A0130 UC, TN 1 unit = 1 way trip
Non-Medical Transportation, Wheelchair Van To and From Adult Day

Mileage Band 1 (0-10 miles) A0130 UC, HB 1 unit =1 way trip

Mileage Band 2 (11-20 miles) A0130 UC, TT, HB 1 unit =1 way trip

Mileage Band 3 (over 20 miles) A0130 UC, TN, HB 1 unit = 1 way trip
Personal Care T1019 UC, TG 1 unit = 15 minutes
Personal Emergency Response S5160 uc 1 unit = 1 purchase

System (PERS), Install/Purchase
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CCT- Bl Services Procedure Code Table (Special Program Code 95)

Description Procedure Code + Modifier(s) Units
PERs, Monitoring S5161 uc 1 unit = 1 month of service
"Relative Personal Care T1019 UC, HR, TG 1 unit = 15 minutes
||Respite Care, In Home S5150 ucC 1 unit = 15 minutes
Respite Care, NF HO0045 UC, TF 1 unit = 1 day
Substance Abuse Counseling, Family T1006 UC, HR, HF 1 unit = 1 hour
Substance Abuse Counseling, Group HO0047 UC, HQ, TF, HF 1 unit = 1 hour
Substance Abuse Counseling, HO0047 UC, TF, HF 1 unit = 1 hour
Individual
Supported Living Program T2033 ucC 1 unit = 1 day
Transitional Living, per day T2016 UC, HB 1 unit =1 day

Demonstration Services

Caregiver Education S5110 uc 1 unit = 15 minutes
Community Transition Services, T2038 ucC 1 unit = 1 transition
Coordinator
Community Transition Services, ltems A9900 uc 1 unit = 1 purchase
Purchased
||Dental D2999 ucC 1 unit = 1 procedure
||Enhanced Nursing, RN T1002 uc 1 unit = 15 minutes
"Home Delivered Meals S5170 uc 1 unit = 1 delivery/meal
"Home Modifications, Extended S5165 UC, KG 1 unit = 1 modification
||Intensive Case Management T1016 ucC 1 unit = 15 minutes
Peer Mentorship H2015 ucC 1 unit = 15 minutes
Transitional Specialized Day S5101 ucC 1 unit = 4-5 hours
Rehabilitation Services
Vision V2799 ucC 1 unit = 1 procedure

CCT- EBD 65+ Services Procedure Code Table (Special Program Code 95)

Description

Procedure Code + Modifier(s)

Units

Qualified Services

Support Services (CDASS),

(Cent/Unit)

Adult Day Services, Basic S5105 uc 1 unit = 4-5 hours
Adult Day Services, Specialized S5105 UC, TF 1 unit = 3-5 hours
Consumer Directed Attendant T2025 uc 1 unit=1 cent




Colorado Medical Assistance Program

Colorado Choice Transitions

CCT- EBD 65+ Services Procedure Code Table (Special Program Code 95)

Description Procedure Code + Modifier(s) Units

CDASS Per Member/ Per Month T2040 uc 1 unit = 1 month
(PM/PM)
"Home Modifications S5165 uc 1 unit = 1 modification
[Homemaker 5130 uc 1 unit = 15 minutes
"IHSS Health Maintenance Activities HO038 uc 1 unit = 15 minutes
liHSS Homemaker 5130 uc, KX 1 unit = 15 minutes
liHSs Personal Care T1019 uc, KX 1 unit = 15 minutes
liHSS Relative Personal Care T1019 UC, HR, KX 1 unit = 15 minutes
Medication Reminder, T2029 UC, TF 1 unit = 1 purchase
Install/Purchase
||Medication Reminder, Monitoring S5185 uc 1 unit = 1 month
||Non—MedicaI Transportation, Taxi A0100 ucC 1 unit = 1 way trip
Non-Medical Transportation, Mobility Van

Mileage Band 1 (0-10 miles) A0120 ucC 1 unit = 1 way trip

Mileage Band 2 (11-20 miles) A0120 UC, TT 1 unit = 1 way trip

Mileage Band 3 (over 20 miles) A0120 UC, TN 1 unit = 1 way trip
Non-Medical Transportation, Mobility Van To and From Adult Day

Mileage Band 1 (0-10 miles) A0120 UC, HB 1 unit = 1 way trip

Mileage Band 2 (11-20 miles) A0120 UC, TT, HB 1 unit = 1 way trip

Mileage Band 3 (over 20 miles) A0120 UC, TN, HB 1 unit = 1 way trip
Non-Medical Transportation, Wheelchair Van

Mileage Band 1 (0-10 miles) A0130 uc 1 unit = 1 way trip

Mileage Band 2 (11-20 miles) A0130 UC, TT 1 unit = 1 way trip

Mileage Band 3 (over 20 miles) A0130 UC, TN 1 unit = 1 way trip
Non-Medical Transportation, Wheelchair Van To and From Adult Day

Mileage Band 1 (0-10 miles) A0130 UC, HB 1 unit = 1 way trip

Mileage Band 2 (11-20 miles) A0130 UC, TT, HB 1 unit = 1 way trip

Mileage Band 3 (over 20 miles) A0130 UC, TN, HB 1 unit = 1 way trip
Personal Care T1019 uc 1 unit = 15 minutes
Personal Emergency Response S5160 uc 1 unit =1 purchase
System (PERS), Install/Purchase
PERSs, Monitoring S5161 ucC 1 unit =1 month
||Re|ative Personal Care T1019 UC, HR 1 unit = 15 minutes
||Respite Care, ACF S5151 uc 1 unit =1 day
||Respite Care, In Home S5150 uc 1 unit = 15 minutes
||Respite Care, NF H0045 uc 1 unit=1 day




Colorado Medical Assistance Program Colorado Choice Transitions

CCT- EBD 65+ Services Procedure Code Table (Special Program Code 95)

Description Procedure Code + Modifier(s) Units

Demonstration Services

Assistive Technology, Extended T2029 uc 1 unit = 1 purchase
Caregiver Education S5110 ucC 1 unit = 15 minutes
Community Transition Services, T2038 ucC 1 unit = 1 transition
Coordinator

Community Transition Services, A9900 uc 1 unit = 1 purchase
Items Purchased

Dental D2999 ucC 1 unit = 1 procedure
Enhanced Nursing, RN T1002 uc 1 unit = 15 minutes
Home Delivered Meals S5170 ucC 1 unit = 1 delivery/meal
Home Modifications, Extended S5165 UC, KG 1 unit = 1 modification
Independent Living Skills Training H2014 uc 1 unit = 15 minutes
(ILST)

Intensive Case Management T1016 uc 1 unit = 15 minutes
Peer Mentorship H2015 uc 1 unit = 15 minutes
Substance Abuse Counseling H0047 UC, HF, HQ 1 unit = 1 hour
Transitional, Group

Substance Abuse Counseling H0047 UC, HF 1 unit =1 hour
Transitional, Individual

Transitional Behavioral Health H0025 uc 1 unit = 30 minutes
Supports

Transitional Specialized Day S5101 uc 1 unit = 4-5 hours
Rehabilitation Services

Vision V2799 ucC 1 unit = 1 procedure

CCT- EBD 18- 64 Services Procedure Code Table (Special Program Code 95)

Description Procedure Code + Modifier(s) Units
Qualified Services

Adult Day Services, Basic S5105 ucC 1 unit = 4-5 hours
Adult Day Services, Specialized S5105 UC, TF 1 unit = 3-5 hours
Consumer Directed Attendant T2025 ucC 1 unit =1 cent
Support Services (CDASS),
(Cent/Unit)
CDASS Per Member/ Per Month T2040 ucC 1 unit = 1 month
(PM/PM)
Home Modifications S5165 ucC 1 unit = 1 modification
Homemaker S5130 ucC 1 unit = 15 minutes




Colorado Medical Assistance Program

Colorado Choice Transitions

CCT- EBD 18- 64 Services Procedure Code Table (Special Program Code 95)

Description

Procedure Code + Modifier(s)

Units

Qualified Services

IHSS Health Maintenance Activities HO038 ucC 1 unit = 15 minutes
IHSS Homemaker S5130 UC, KX 1 unit = 15 minutes
IHSS Personal Care T1019 UC, KX 1 unit = 15 minutes
IHSS Relative Personal Care T1019 UC, HR, KX 1 unit = 15 minutes
Medication Reminder, T2029 UC, TF 1 unit = 1 purchase
Install/Purchase
Medication Reminder, Monitoring S5185 ucC 1 unit = 1 month
Non-Medical Transportation, Taxi A0100 uc 1 unit = 1 way trip
Non-Medical Transportation, Mobility Van
Mileage Band 1 (0-10 miles) A0120 uc 1 unit = 1 way trip
Mileage Band 2 (11-20 miles) A0120 UC, TT 1 unit = 1 way trip
Mileage Band 3 (over 20 A0120 UC, TN 1 unit = 1 way trip
miles)
Non-Medical Transportation, Mobility Van To and From Adult Day
Mileage Band 1 (0-10 miles) A0120 UC, HB 1 unit = 1 way trip
Mileage Band 2 (11-20 miles) A0120 UC, TT, HB 1 unit = 1 way trip
Mileage Band 3 (over 20 A0120 UC, TN, HB 1 unit = 1 way trip
miles)
Non-Medical Transportation, Wheelchair Van
Mileage Band 1 (0-10 miles) A0130 uc 1 unit = 1 way trip
Mileage Band 2 (11-20 miles) A0130 UC, TT 1 unit = 1 way trip
Mileage Band 3 (over 20 A0130 UC, TN 1 unit = 1 way trip
miles)
Non-Medical Transportation, Wheelchair Van To and From Adult Day
Mileage Band 1 (0-10 miles) A0130 UC, HB 1 unit = 1 way trip
Mileage Band 2 (11-20 miles) A0130 UC, TT, HB 1 unit = 1 way trip
Mileage Band 3 (over 20 A0130 UC, TN, HB 1 unit = 1 way trip
miles)
Personal Care T1019 ucC 1 unit = 15 minutes
Personal Emergency Response S5160 ucC 1 unit =1 purchase
System (PERS), Install/Purchase
PERSs, Monitoring S5161 ucC 1 unit = 1 month
Relative Personal Care T1019 UC, HR 1 unit = 15 minutes
Respite Care, ACF S5151 ucC 1 unit = 1 day
Respite Care, In Home S5150 ucC 1 unit = 15 minutes
Respite Care, NF HO0045 ucC 1 unit = 1 day




Colorado Medical Assistance Program

Colorado Choice Transitions

Demonstration Services

Assistive Technology, Extended T2029 uc 1 unit = 1 purchase
Caregiver Education S5110 ucC 1 unit = 15 minutes
Community Transition Services, T2038 ucC 1 unit = 1 transition
Coordinator

Community Transition Services, A9900 uc 1 unit = 1 purchase
Items Purchased

Dental D2999 ucC 1 unit = 1 procedure
Enhanced Nursing, RN T1002 uc 1 unit = 15 minutes
Home Delivered Meals S5170 ucC 1 unit = 1 delivery/meal
Home Modifications, Extended S5165 UC, KG 1 unit = 1 modification
Independent Living Skills Training H2014 ucC 1 unit = 15 minutes
(ILST)

Intensive Case Management T1016 ucC 1 unit = 15 minutes
Peer Mentorship H2015 ucC 1 unit = 15 minutes
Substance Abuse Counseling H0047 UC, HF, HQ 1 unit = 1 hour
Transitional, Group

Substance Abuse Counseling H0047 UC, HF 1 unit = 1 hour
Transitional, Individual

Transitional Behavioral Health H0025 ucC 1 unit = 30 minutes
Supports

Transitional Specialized Day S5101 uc 1 unit = 4-5 hours
Rehabilitation Services

Vision V2799 ucC 1 unit = 1 procedure

CCT- CMHS Services Procedure Code Table (Special Program Code 95)

Description Procedure Code + Modifier(s) Units
Qualified Services

Adult Day Services, Basic S5105 ucC 1 unit = 4-5 hours
Adult Day Services, Specialized S5105 UC, TF 1 unit = 3-5 hours
Consumer Directed Attendant T2025 ucC 1 unit =1 cent
Support Services (CDASS),
(Cent/Unit)
CDASS Per Member/ Per Month T2040 ucC 1 unit = 1 month
(PM/PM)
Home Modifications S5165 ucC 1 unit = 1 modification
Homemaker S5130 ucC 1 unit = 15 minutes
Medication Reminder, T2029 UC, TF 1 unit = 1 purchase
Install/Purchase




Colorado Medical Assistance Program

Colorado Choice Transitions

CCT- CMHS Services Procedure Code Table (Special Program Code 95)

Description Procedure Code + Modifier(s) Units
Medication Reminder, Monitoring S5185 ucC 1 unit = 1 month
Non-Medical Transportation, Taxi A0100 uc 1 unit = 1 way trip
Non-Medical Transportation, Mobility Van

Mileage Band 1 (0-10 miles) A0120 ucC 1 unit = 1 way trip
Mileage Band 2 (11-20 miles) A0120 UC, TT 1 unit = 1 way trip
Mileage Band 3 (over 20 A0120 UC, TN 1 unit = 1 way trip
miles)
Non-Medical Transportation, Mobility Van To and From Adult Day
Mileage Band 1 (0-10 miles) A0120 UC, HB 1 unit = 1 way trip
Mileage Band 2 (11-20 miles) A0120 UC, TT, HB 1 unit = 1 way trip
Mileage Band 3 (over 20 A0120 UC, TN, HB 1 unit = 1 way trip
miles)
Non-Medical Transportation, Wheelchair Van
Mileage Band 1 (0-10 miles) A0130 uc 1 unit = 1 way trip
Mileage Band 2 (11-20 miles) A0130 UC, TT 1 unit = 1 way trip
Mileage Band 3 (over 20 A0130 UC, TN 1 unit = 1 way trip
miles)
Non-Medical Transportation, Wheelchair Van To and From Adult Day
Mileage Band 1 (0-10 miles) A0130 UC, HB 1 unit = 1 way trip
Mileage Band 2 (11-20 miles) A0130 UC, TT, HB 1 unit = 1 way trip
Mileage Band 3 (over 20 A0130 UC, TN, HB 1 unit = 1 way trip
miles)
Personal Care T1019 ucC 1 unit = 15 minutes
Personal Emergency Response S5160 ucC 1 unit =1 purchase
System (PERS), Install/Purchase
PERs, Monitoring S5161 ucC 1 unit = 1 month
Relative Personal Care T1019 UC, HR 1 unit = 15 minutes
Respite Care, ACF S5151 ucC 1 unit = 1 day
Respite Care, NF H0045 ucC 1 unit = 1 day
Assistive Technology, Extended T2029 ucC 1 unit = 1 purchase
Demonstration Services
Caregiver Education S5110 ucC 1 unit = 15 minutes
Community Transition Services, T2038 ucC 1 unit = 1 transition
Coordinator
Community Transition Services, A9900 ucC 1 unit = 1 purchase
Items Purchased
Dental D2999 ucC 1 unit = 1 procedure
Enhanced Nursing, RN T1002 ucC 1 unit = 15 minutes




Colorado Medical Assistance Program Colorado Choice Transitions

CCT- CMHS Services Procedure Code Table (Special Program Code 95)

Description Procedure Code + Modifier(s) Units
Home Delivered Meals S5170 ucC 1 unit = 1 delivery/meal
Home Modifications, Extended S5165 UC, KG 1 unit = 1 modification
Independent Living Skills Training H2014 ucC 1 unit = 15 minutes
(ILST)
Intensive Case Management T1016 uc 1 unit = 15 minutes
Peer Mentorship H2015 ucC 1 unit = 15 minutes
Substance Abuse Counseling HO0047 UC, HF, HQ 1 unit = 1 hour
Transitional, Group
Substance Abuse Counseling HO047 UC, HF 1 unit = 1 hour
Transitional, Individual
Transitional Behavioral Health H0025 uc 1 unit = 30 minutes
Supports
Transitional Specialized Day S5101 uc 1 unit = 4-5 hours
Rehabilitation Services
Vision V2799 ucC 1 unit = 1 procedure

CCT- DD Services Procedure Code Table (Special Program Code 95)

Description Procedure Code Modifier(s) Level Units

Qualified Services

Behavioral Services

Line Service H2019 ucC 1 unit = 15 minutes
Behavioral Consultation H2019 UC, HI, TG 1 unit = 15 minutes
Behe}woral Counseling, H2019 UC, TF, TG 1 unit = 15 minutes
Individual

Behavioral Counseling, H2019 UC, TF, HQ 1 unit = 15 minutes
Group

Behavioral Plan T2024 UC, HI 1 unit = 15 minutes
Assessment

Day Habilitation

T2021 UC, HQ Level 1 1 unit = 15 minutes
T2021 UC. HI, HQ Level 2 1 unit = 15 minutes
T2021 UC, TF, HQ Level 3 1 unit = 15 minutes
Specialized Day Habilitation T2021 UC, TF, HI, HQ Level 4 1 unit = 15 minutes
T2021 UC, TG, HQ Level 5 1 unit = 15 minutes
T2021 UC, TG, HI, HQ Level 6 1 unit = 15 minutes

T2021 UC, SC, HQ Level 7 1 unit = 15 minutes




Colorado Medical Assistance Program Colorado Choice Transitions

CCT- DD Services Procedure Code Table (Special Program Code 95)

Description Procedure Code Modifier(s) Level Units

T2021 ucC Level 1 1 unit = 15 minutes
T2021 UC, HI Level 2 1 unit = 15 minutes
T2021 UC, TF Level 3 1 unit = 15 minutes

Supported Community T2021 UC, TF, HI Level 4 1 unit = 15 minutes

Connections T2021 UC, TG Level 5 1 unit = 15 minutes
T2021 UC, TG, HI Level 6 1 unit = 15 minutes
T2021 UC, SC Level 7 1 unit = 15 minutes

Dental

) ) D2999 UC, HI )

Dental, Basic/ Preventive 1 unit = 1 dollar
D2999 UC, TF

Dental, Major 1 unit = 1 dollar

Non- Medical Transportation

T2003 ucC 0-10 Miles 1 unit = 2 trips per day
Tq/From Day Program, T2003 UC, HI 11-20 Miles | 1 unit = 2 trips per day
Mileage Range . . .

T2003 UC, TF 21- up Miles | 1 unit =2 trips per day
Other (Public Conveyance) T2004 ucC 1 unit = 1 dollar
Pre-Vocational Services

T2015 UC, HQ Level 1 1 unit = 15 minutes

T2015 UC, HI, HQ Level 2 1 unit = 15 minutes

) ) T2015 UC, TF, HQ Level 3 1 unit = 15 minutes

Pre-Vocational Services . .

T2015 UC, TF, HI, HQ Level 4 1 unit = 15 minutes

T2015 UC, TG, HQ Level 5 1 unit = 15 minutes

T2015 UC, TG, HI, HQ Level 6 1 unit = 15 minutes
Residential Services

T2016 UC, HQ Level 1 1 unit = 15 minutes

T2016 UC, HI, HQ Level 2 1 unit = 15 minutes

T2016 UC, TF, HQ Level 3 1 unit = 15 minutes
Group Home T2016 UC, TF, HI, HQ Level 4 1 unit = 15 minutes

T2016 UC, TG, HQ Level 5 1 unit = 15 minutes

T2016 UC, TG, HI, HQ Level 6 1 unit = 15 minutes

T2016 UC, SC, HQ Level 7 1 unit = 15 minutes
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Colorado Medical Assistance Program

Colorado Choice Transitions

CCT- DD Services Procedure Code Table (Special Program Code 95)

Description Procedure Code Modifier(s) Level Units

T2016 ucC Level 1 1 unit = 1 day
T2016 UC, HI Level 2 1 unit =1 day
T2016 UC, TF Level 3 1 unit = 1 day

Personal Care Alternative T2016 UC, TF, Hi Level 4 1 unit = 1 day
T2016 UC, TG Level 5 1 unit = 1 day
T2016 UC, TG, HI Level 6 1 unit = 1 day
T2016 UC, SC Level 7 1 unit =1 day
T2016 UC, TT Level 1 1 unit =1 day
T2016 UC,HI,TT Level 2 1 unit = 1 day
T2016 UC, TF, TT Level 3 1 unit =1 day
T2016 UC, TF, HI, TT Level 4 1 unit = 1 day

Host Home )
T2016 UC, TG, TT Level 5 1 unit =1 day
T2016 UC, TG, HI, TT Level 6 1 unit =1 day
T2016 UC,SC, TT Level 7 1 unit = individual

approved rate

Supported Employment

Supported Employment, T2019 UcC, sSC All Levels 1 unit = 15 minutes

Individual, All Levels (1-6) (1-6)
T2019 UC, HQ Level 1 1 unit = 15 minutes
T2019 UC, HI, HQ Level 2 1 unit = 15 minutes

Supported Employment, T2019 UC, TF, HQ Level 3 1 unit = 15 minutes

Group T2019 UC, TF, HI, HQ Level 4 1 unit = 15 minutes
T2019 UC, TG, HQ Level 5 1 unit = 15 minutes
T2019 UC, TG, HI, HQ Level 6 1 unit = 15 minutes

Job Development, H2023 ucC Level 1-2 1 unit = 15 minutes

Individual, Level 1-2

Job Development, H2023 UC, HI Level 3-4 1 unit = 15 minutes

Individual, Level 3-4

Job Development, H2023 UC, TF Level 5-6 1 unit = 15 minutes

Individual, Level 5-6

Job Development, Group, H2023 UC, HQ All Levels 1 unit = 15 minutes

All Levels (1-6)

Job Placement, Individual, H2024 ucC All Levels 1 unit = 1 dollar

All Levels (1-6) (1-6)

Job Placement, Group, All H2024 UC, HQ All Levels 1 unit = 1 dollar

Levels (1-6) (1-6)

Specialized Medical Equipment

Specialized Medical T2028 uc 1 unit = 1 dollar

Equipment and Supplies,
Disposable




Colorado Medical Assistance Program Colorado Choice Transitions

CCT- DD Services Procedure Code Table (Special Program Code 95)

Description Procedure Code Modifier(s) Level Units
Specialized Medical T2029 UC, TF 1 unit = 1 dollar
Equipment
Vision V2799 UC, HI 1 unit = 1 dollar

Demonstration Services

Assistive Technology, T2029 ucC 1 unit = 1 purchase
Extended

Caregiver Education S5110 uc 1 unit = 15 minutes
Community Transition T2038 ucC 1 unit = 1 transition
Services, Coordinator

Community Transition A9900 ucC 1 unit = 1 purchase
Services, Items Purchased

Enhanced Nursing, RN T1002 uc 1 unit = 15 minutes
Home Accessibility S5165 UC, KG I unit = 1 modification
Adaptations, Extended

Intensive Case T1016 ucC 1 unit = 15 minutes
Management

Peer Mentorship H2015 uc 1 unit = 15 minutes
Substance Abuse

Counseling Transitional, HO0047 UC,HF, HQ 1 unit = 1 hour
Group

Substance Abuse

Counseling Transitional, H0047 UC, HF 1 unit = 1 hour
Individual
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Colorado Medical Assistance Program

Colorado Choice Transitions

CCT- SLS Services Procedure Code Table (Special Program Code 95)

Description Procedure Code Modifier(s) Level Units
Qualified Services
Assistive Technology * T2035 uc 1 unit = 1 dollar
Mentorship H2021 uc 1 unit = 15 minutes
Personal Care T1019 UC, TF 1 unit = 15 minutes
Personal Emergency S5161 ucC oo
Response (PERS) 1 unit = 1 dollar
Vehicle Modifications * T2039 ucC 1 unit = 1 dollar
Vision * V2799 UC, HI 1 unit = 1 dollar
Behavioral Services
Line Services H2019 ucC 1 unit = 15 minutes
Behavioral Consultation H2019 UC, HI, TG 1 unit = 15 minutes
Behavioral Counseling, H2019 UC, TF, HQ 1 unit = 15 minutes
Group
Beha}woral Counseling, H2019 UC, TF, TG 1 unit = 15 minutes
Individual
Behavioral Plan T2024 UC, HI 1 unit = 15 minutes
Assessment
Day Habilitation
T2021 UC, HQ Level 1 1 unit = 15 minutes
T2021 UC. HI, HQ Level 2 1 unit = 15 minutes
Specialized Day Habilitation T2021 UC, TF, HQ Level 3 1 unit = 15 minutes
P y T2021 UC, TF, HI, HQ Level 4 1 unit = 15 minutes
T2021 UC, TG, HQ Level 5 1 unit = 15 minutes
T2021 UC, TG, HI, HQ Level 6 1 unit = 15 minutes
T2021 uc Level 1 1 unit = 15 minutes
T2021 UC, HI Level 2 1 unit = 15 minutes
Supported Community T2021 UC, TF Level 3 1 unit = 15 minutes
Connections T2021 UC, TF, HI Level 4 1 unit = 15 minutes
T2021 UC, TG Level 5 1 unit = 15 minutes
T2021 UC, TG, HI Level 6 1 unit = 15 minutes
Dental
Dental, Basic/ Preventive D2999 UC, HI o
. . 1 unit = 1 dollar
Services
Dental, Major Services * D2999 UC, TF 1 unit = 1 dollar
Homemaker
Homemaker, Basic S5130 UC, HI 1 unit = 15 minutes




Colorado Medical Assistance Program Colorado Choice Transitions

CCT- SLS Services Procedure Code Table (Special Program Code 95)

Description Procedure Code Modifier(s) Level Units

Qualified Services

Homemaker, Enhanced S5130 UC, TF 1 unit = 15 minutes

Home Accessibility S5165 uc

Adaptations * 1 unit = 1 dollar

Non- Medical Transportation

; T2003 ucC 0-10 Miles 1 unit = 2 trips per day
To/From Day Program, T2003 UC, HI 11-20 Miles | 1 unit = 2 trips per day
Mileage Range . . .

T2003 UC, TF 21- up Miles | 1 unit =2 trips per day
Mileage Not Day Program * T2003 UC, HB 1 unit = 4 trips per
week
Other (Public Conveyance) * T2004 uc 1 unit = 1 dollar
Pre-Vocational Services
T2015 UC, HQ Level 1 1 unit = 15 minutes
T2015 UC, HI, HQ Level 2 1 unit = 15 minutes
) ) T2015 UC, TF, HQ Level 3 1 unit = 15 minutes
Pre-Vocational Services . .
T2015 UC, TF, HI, HQ Level 4 1 unit = 15 minutes
T2015 UC, TG, HQ Level 5 1 unit = 15 minutes
T2015 UC, TG, HI, HQ Level 6 1 unit = 15 minutes
Professional Services
Massage Therapy 97124 uc 1 unit = 15 minutes
Movemept Therapy, G0176 UC, HN 1 unit = 15 minutes
Bachelor's Degree
Movem’ent Therapy, G0176 ucC 1 unit = 15 minutes
Master’'s Degree
Hippotherapy, Group S8940 UC, HQ 1 unit = 15 minutes
Hippotherapy, Individual S8940 uc 1 unit = 15 minutes
Rec Pass, Access Fee S5199 ucC 1 unit = 1 dollar

Respite Care

Respite Care, Camp T2036 uc 1 unit = 1 dollar
Respite Care, Group S5151 UC, HQ, TG 1 unit = 1 dollar
Rgsplte Care, Individual, 15 S5150 UC, TG 1 unit = 15 minutes
Minutes

Respite Care, Individual, S5151 UC, TG

1 unit = 1 dollar

Day




Colorado Medical Assistance Program

Colorado Choice Transitions

CCT- SLS Services Procedure Code Table (Special Program Code 95)

Description Procedure Code Modifier(s) Level Units
Qualified Services
Specialized Medical Equipment and Supplies
Specialized Medical T2028 uc 1 unit = 1 dollar
Equipment and Supplies,
Disposable
Specialized Medical o
Equipment T2029 UC, TF 1 unit = 1 dollar
Supported Employment
Supported Employment, T2019 UC, HI All Levels 1 unit = 15 minutes
Individual, All Levels (1-6) (1-6)
T2019 UC, HQ Level 1 1 unit = 15 minutes
T2019 UC, HI, HQ Level 2 1 unit = 15 minutes
Supported Employment, T2019 UC, TF, HQ Level 3 1 unit = 15 minutes
Group T2019 UC, TF, HI, HQ Level 4 1 unit = 15 minutes
T2019 UC, TG, HQ Level 5 1 unit = 15 minutes
T2019 UC, TG, HI, HQ Level 6 1 unit = 15 minutes
Job Development, H2023 ucC Level 1-2 1 unit = 15 minutes
Individual, Level 1-2
Job Development, H2023 UC, HI Level 3-4 1 unit = 15 minutes
Individual, Level 3-4
Job Development, H2023 UC, TF Level 5-6 1 unit = 15 minutes
Individual, Level 5-6
Job Development, Group, H2023 UC, HQ All Levels 1 unit = 15 minutes
All Levels (1-6)
Job Placement, Individual, H2024 ucC All Levels 1 unit = 1 dollar
All Levels (1-6) (1-6)
Job Placement, Group, All H2024 UC, HQ All Levels 1 unit = 1 dollar
Levels (1-6) (1-6)

Demonstration Services

Caregiver Education S5110 ucC 1 unit = 15 minutes
Community Transition T2038 ucC 1 unit = 1 transition
Services, Coordinator *

Community Transition A9900 ucC 1 unit = 1 purchase
Services, Items Purchased *

Enhanced Nursing, RN T1002 ucC 1 unit = 15 minutes
Home Accessibility S5165 UC, KG I unit = 1 modification

Adaptations, Extended *




Colorado Medical Assistance Program Colorado Choice Transitions

CCT- SLS Services Procedure Code Table (Special Program Code 95)

Description Procedure Code Modifier(s) Level Units
Demonstration Services

Independent Living Skills H2014 ucC 1 unit = 15 minutes
Training (ILST)
Intensive Case T1016 uc 1 unit = 15 minutes
Management *
Substance Abuse H0047 UC,HF, HQ 1 unit = 1 hour
Counseling Transitional,
Group
Substance Abuse HO0047 UC, HF 1 unit =1 hour
Counseling Transitional,
Individual

* Qutside of Service Plan Authorization Limit (SPAL)
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Colorado Medical Assistance Program Colorado Choice Transitions

Late Bill Override Date

For electronic claims, a delay reason code must be selected and a date must be noted in the “Claim
Notes/LBOD” field.

Valid Delay Reason Codes

1 Proof of Eligibility Unknown or Unavailable

3 Authorization Delays

7 Third Party Processing Delay

8 Delay in Eligibility Determination

9 Original Claim Rejected or Denied Due to a Reason Unrelated to the Billing Limitation Rules
11 Other

—— =

The Late Bill Override Date (LBOD) allows providers to document compliance with timely filing
requirements when the initial timely filing period has expired. Colorado Medical Assistance Program
providers have 120 days from the date of service to submit their claim. For information on the 60-day
resubmission rule for denied/rejected claims, please see the General Provider Information manual in the
Provider Services Billing Manuals section.

Making false statements about timely filing compliance is a misrepresentation and falsification that, upon
conviction, makes the individual who prepares the claim and the enrolled provider subject to fine and
imprisonment under state and/or federal law.

Billing Instruction Detail Instructions
LBOD Completion ¢ Electronic claim formats provide specific fields for documenting the
Requirements LBOD.

e Supporting documentation must be kept on file for 6 years.
e For paper claims, follow the instructions appropriate for the claim
form you are using.
» UB-04: Occurrence code 53 and the date are required in FL 31-
34.
» CMS 1500: Indicate “LBOD” and the date in box 19 — Additional
Claim Information.

> 2006 ADA Dental: Indicate “LBOD” and the date in box 35 -
Remarks

Adjusting Paid Claims If the initial timely filing period has expired and a previously submitted
claim that was filed within the original Colorado Medical Assistance
Program timely filing period or the allowed 60 day follow-up period was
paid and now needs to be adjusted, resulting in additional payment to
the provider.

Adjust the claim within 60 days of the claim payment. Retain all
documents that prove compliance with timely filing requirements.

Note: There is no time limit for providers to adjust paid claims that
would result in repayment to the Colorado Medical Assistance
Program.



https://www.colorado.gov/pacific/hcpf/billing-manuals

Colorado Medical Assistance Program Colorado Choice Transitions

Billing Instruction Detail

Instructions

LBOD = the run date of the Colorado Medical Assistance Program
Provider Claim Report showing the payment.

Denied Paper Claims

If the initial timely filing period has expired and a previously submitted
paper claim that was filed within the original Colorado Medical
Assistance Program timely filing period or the allowed 60 day follow-up
period was denied.

Correct the claim errors and refile within 60 days of the claim denial
or rejection. Retain all documents that prove compliance with timely
filing requirements.

LBOD = the run date of the Colorado Medical Assistance Program
Provider Claim Report showing the denial.

Returned Paper Claims

A previously submitted paper claim that was filed within the original
Colorado Medical Assistance Program timely filing period or the
allowed 60 day follow-up period was returned for additional information.

Correct the claim errors and re-file within 60 days of the date
stamped on the returned claim. Retain a copy of the returned claim that
shows the receipt or return date stamped by the fiscal agent.

LBOD = the stamped fiscal agent date on the returned claim.

Rejected Electronic Claims

An electronic claim that was previously entered within the original
Colorado Medical Assistance Program timely filing period or the
allowed 60 day follow-up period was rejected and information needed
to submit the claim was not available to refile at the time of the
rejection.

Correct claim errors and refile within 60 days of the rejection.
Maintain a printed copy of the rejection notice that identifies the claim
and date of rejection.

LBOD = the date shown on the claim rejection report.

Denied/Rejected Due to
Member Eligibility

An electronic eligibility verification response processed during the
original Colorado Medical Assistance Program timely filing period
states that the individual was not eligible but you were subsequently
able to verify eligibility. Read also instructions for retroactive eligibility.

File the claim within 60 days of the date of the rejected eligibility
verification response. Retain a printed copy of the rejection notice that
identifies the member and date of eligibility rejection.

LBOD = the date shown on the eligibility rejection report.

Retroactive Member
Eligibility

The claim is for services provided to an individual whose Colorado
Medical Assistance Program eligibility was backdated or made
retroactive.

File the claim within 120 days of the date that the individual’s eligibility
information appeared on state eligibility files. Obtain and maintain a
letter or form from the county departments of social services that:

e Identifies the patient by name
e States that eligibility was backdated or retroactive




Colorado Medical Assistance Program Colorado Choice Transitions

Billing Instruction Detail

Instructions

¢ Identifies the date that eligibility was added to the state eligibility
system.

LBOD = the date shown on the county letter that eligibility was added
to or first appeared on the state eligibility system.

Delayed Notification of
Eligibility

The provider was unable to determine that the patient had Colorado
Medical Assistance Program coverage until after the timely filing period
expired.

File the claim within 60 days of the date of notification that the
individual had Colorado Medical Assistance Program coverage. Retain
correspondence, phone logs, or a signed Delayed Eligibility
Certification form (see Certification & Request for Timely Filing
Extension in the Provider Services Forms section) that identifies the
member, indicates the effort made to identify eligibility, and shows the
date of eligibility notification.

¢ Claims must be filed within 365 days of the date of service. No
exceptions are allowed.

e This extension is available only if the provider had no way of
knowing that the individual had Colorado Medical Assistance
Program coverage.

e Providers who render services in a hospital or nursing facility are
expected to get benefit coverage information from the institution.

¢ The extension does not give additional time to obtain Colorado
Medical Assistance Program billing information.

¢ If the provider has previously submitted claims for the member, it is
improper to claim that eligibility notification was delayed.

LBOD = the date the provider was advised the individual had Colorado
Medical Assistance Program benefits.

Electronic Medicare
Crossover Claims Delayed
Notification of Eligibility

An electronic claim is being submitted for Medicare crossover benefits
within 120 days of the date of Medicare processing/payment. (Note: On
the paper claim form (only), the Medicare SPR/ERA date field
documents crossover timely filing and completion of the LBOD is not
required.)

File the claim within 120 days of the Medicare processing/payment
date shown on the SPR/ERA. Maintain the original SPR/ERA on file.

LBOD = the Medicare processing date shown on the SPR/ERA. The
provider was unable to determine that the patient had Colorado
Medical Assistance Program coverage until after the timely filing period
expired.

File the claim within 60 days of the date of notification that the
individual had Colorado Medical Assistance Program coverage. Retain
correspondence, phone logs, or a signed Delayed Eligibility
Certification form (see Certification & Request for Timely Filing
Extension in the Provider Services Forms section) that identifies the
member, indicates the effort made to identify eligibility, and shows the
date of eligibility notification.
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Billing Instruction Detail

Instructions

¢ Claims must be filed within 365 days of the date of service. No
exceptions are allowed.

e This extension is available only if the provider had no way of
knowing that the individual had Colorado Medical Assistance
Program coverage.

e Providers who render services in a hospital or nursing facility are
expected to get benefit coverage information from the institution.

e The extension does not give additional time to obtain Colorado
Medical Assistance Program billing information.

e |f the provider has previously submitted claims for the member, it is
improper to claim that eligibility notification was delayed.

LBOD = the date the provider was advised the individual had Colorado
Medical Assistance Program benefits.

Medicare Denied Services
Electronic Medicare
Crossover Claims

The claim is for Medicare denied services (Medicare non-benefit
services, benefits exhausted services, or the member does not have
Medicare coverage) being submitted within 60 days of the date of
Medicare processing/denial.

Note: This becomes a regular Colorado Medical Assistance Program
claim, not a Medicare crossover claim.

File the claim within 60 days of the Medicare processing date shown
on the SPR/ERA. Attach a copy of the SPR/ERA if submitting a paper
claim and maintain the original SPR/ERA on file.

LBOD = the Medicare processing date shown on the SPR/ERA. An
electronic claim is being submitted for Medicare crossover benefits
within 120 days of the date of Medicare processing/payment. (Note: On
the paper claim form (only), the Medicare SPR/ERA date field
documents crossover timely filing and completion of the LBOD is not
required.)

File the claim within 120 days of the Medicare processing/payment
date shown on the SPR/ERA. Maintain the original SPR/ERA on file.

LBOD = the Medicare processing date shown on the SPR/ERA.

Medicare Denied Services

The claim is for Medicare denied services (Medicare non-benefit
services, benefits exhausted services, or the member does not have
Medicare coverage) being submitted within 60 days of the date of
Medicare processing/denial.

Note: This becomes a regular Colorado Medical Assistance Program
claim, not a Medicare crossover claim.

File the claim within 60 days of the Medicare processing date shown
on the SPR/ERA. Attach a copy of the SPR/ERA if submitting a paper
claim and maintain the original SPR/ERA on file.

LBOD = the Medicare processing date shown on the SPR/ERA.

Commercial Insurance
Processing

The claim has been paid or denied by commercial insurance.

File the claim within 60 days of the insurance payment or denial.
Retain the commercial insurance payment or denial notice that




Colorado Medical Assistance Program Colorado Choice Transitions

Billing Instruction Detail

Instructions

identifies the patient, rendered services, and shows the payment or
denial date.

Claims must be filed within 365 days of the date of service. No
exceptions are allowed. If the claim is nearing the 365-day limit and the
commercial insurance company has not completed processing, file the
claim, receive a denial or rejection, and continue filing in compliance
with the 60-day rule until insurance processing information is available.

LBOD = the date commercial insurance paid or denied.

Correspondence LBOD
Authorization

The claim is being submitted in accordance with instructions
(authorization) from the Colorado Medical Assistance Program for a 60
day filing extension for a specific member, claim, services, or
circumstances.

File the claim within 60 days of the date on the authorization letter.
Retain the authorization letter.

LBOD = the date on the authorization letter.

Member Changes Providers
during Obstetrical Care

The claim is for obstetrical care where the patient transferred to
another provider for continuation of OB care. The prenatal visits must
be billed using individual visit codes but the service dates are outside
the initial timely filing period.

File the claim within 60 days of the last OB visit. Maintain information
in the medical record showing the date of the last prenatal visit and a
notation that the patient transferred to another provider for continuation
of OB care.

LBOD = the last date of OB care by the billing provider.

Commercial Insurance
Processing

The claim has been paid or denied by commercial insurance.

File the claim within 60 days of the insurance payment or denial.
Retain the commercial insurance payment or denial notice that
identifies the patient, rendered services, and shows the payment or
denial date.

Claims must be filed within 365 days of the date of service. No
exceptions are allowed. If the claim is nearing the 365-day limit and the
commercial insurance company has not completed processing, file the
claim, receive a denial or rejection, and continue filing in compliance
with the 60-day rule until insurance processing information is available.

LBOD = the date commercial insurance paid or denied.

Correspondence LBOD
Authorization Commercial
Insurance Processing

The claim is being submitted in accordance with instructions
(authorization) from the Colorado Medical Assistance Program for a 60
day filing extension for a specific member, claim, services, or
circumstances.

File the claim within 60 days of the date on the authorization letter.
Retain the authorization letter.

LBOD = the date on the authorization letter. The claim has been paid
or denied by commercial insurance.




Colorado Medical Assistance Program Colorado Choice Transitions

Billing Instruction Detail Instructions

File the claim within 60 days of the insurance payment or denial.
Retain the commercial insurance payment or denial notice that
identifies the patient, rendered services, and shows the payment or
denial date.

Claims must be filed within 365 days of the date of service. No
exceptions are allowed. If the claim is nearing the 365-day limit and the
commercial insurance company has not completed processing, file the
claim, receive a denial or rejection, and continue filing in compliance
with the 60-day rule until insurance processing information is available.

LBOD = the date commercial insurance paid or denied.

Member Changes Providers | The claim is for obstetrical care where the patient transferred to
during Obstetrical Care another provider for continuation of OB care. The prenatal visits must
Correspondence LBOD be billed using individual visit codes but the service dates are outside

Authorization the initial timely filing period.

File the claim within 60 days of the last OB visit. Maintain information
in the medical record showing the date of the last prenatal visit and a
notation that the patient transferred to another provider for continuation
of OB care.

LBOD = the last date of OB care by the billing provider. The claim is
being submitted in accordance with instructions (authorization) from the
Colorado Medical Assistance Program for a 60 day filing extension for
a specific member, claim, services, or circumstances.

File the claim within 60 days of the date on the authorization letter.
Retain the authorization letter.

LBOD = the date on the authorization letter.

Member Changes Providers | The claim is for obstetrical care where the patient transferred to
during Obstetrical Care another provider for continuation of OB care. The prenatal visits must
be billed using individual visit codes but the service dates are outside
the initial timely filing period.
File the claim within 60 days of the last OB visit. Maintain information
in the medical record showing the date of the last prenatal visit and a
notation that the patient transferred to another provider for continuation
of OB care.

LBOD = the last date of OB care by the billing provider.
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CCT PAR and Claim Examples
CCT-Bl PAR Example

STATE OF COLORADO DEPARTMENT OF HEALTH CARE POLICY AND FINANCING

Y REQUEST FOR ADULT HCBS PRIOR APPROVAL AND COST CONTAINMENT CCT-UC
)ft'HrurF CCT - Persons with Brain Injury Demonstration PA Number being revised:
Revison? [ Yes [¥]no
1. CLIENT NAME 2 CLEENTID 3. 5EX 4 BIRTHDATE 5. DATE OF DISCHARGE
|Doe, Jane A555555 [m F 4/7/1954
[ REQUESTING PROVIDER & [7. CLIENT'S COUNTY 8 CASE NUMBER, [AGENCY USE) [3. DATES COVERED
12345678 |Alamosa [From: 050142 [Troush 0403013
STATEMENT OF REQUESTED SERVICES
10. Qualified Services Description 11. Modifier | 12.Max # | 13.CostPerUnit | 14.Total§ [ 15. Commente
Units Authorized
155102 Adult Day Services (UC) 182 $45.88 $8,350.16
T2029 Assistive Technology, per purchase (UC)
H0025 Behavioral Programming (UC)
T2025 CDASS, (Cent/Unif) (UC)
T2040 CDASS Per Member/ Per Month (PMIPM) (UC)
H2018 Day Treatment (UC)
155165 Home Modifications (UC)
T2013 Independent Living Skills Training (ILST} (UC)
H0004 Mental Health Counseling, Family (UC) HR
H0004 Mental Health Counseling, Group (UC) HQ
H0004 Mental Health Counseling, Individual (UC)
A0100 Non Medical Transportation (NMT), Taxi (UC)
A0120 [NMT, Mobility Van [Mileage Band 1 (0-10 mi) (UC)
A0130 |NMT, Wheelchair Van |Mileage Band 1 (0-10 mi) (UC)
T1019 Personal Care (UC) TG 2080 $3.53 $7,342.40

§55160 Personal Emergency Response System (PERs), InstalllPurchase (UC)
I55161 PERs, Monitoring (UC)

T1019 Relative Personal Care (UC) HR, TG
H0045 Respite Care, NF (UC)
155150 Respite Care, In Home (UC)

T1006 Substance Abuse Counseling, Family (UC) HR, HF
H0047 Substance Abuse Counseling, Group (UC) HQ, HF
H0047 Substance Abuse Counseling, Individual (UC) HF

T2033 Supported Living Program (UC)
T201€ Transitional Living, per day (UC)
Demonstration Services Description

§55110 Caregiver Education (UC) 20 $12.19 $243.80)|
T2038 Community Transifion Services, Coordinator (UC) 1 $2,000.00 $2,000.00)one time
A9800 Community Transition Services, ltems Purchased (UC) 1 $1,500.00 $1,500.00]one time

D2999 Dental (UC)
T1002 Enhanced Nursing, RN (UC)

155170 Home Delivered Meals (UC) 728 $10.80 $7.862.40|
155165 Home Modifications, Extended (UC) KG
T101€ Intensive Case Management (UC) 2000 $21.10 $42 200.00|

H2015 Peer Menforship (UC)
155101 Transitional Specialized Day Rehabilitation Services (UC)
V2799 Vision (UC)

16a. TOTAL AUTHORIZED CCT QUALIFIED SERVICE EXPENDITURES (SUM OF QUALIFIED SERVICES) 515,592.55' 16c. Grand Total

16b. TOTAL AUTHORIZED CCT DEMONSTRATION SERVICE EXPENDITURES (SUM OF DEMONSTRATION SERVICES) 553,806.20' $69,498.76

17. PLUS TOTAL AUTHORIZED HOME HEALTH EXPENDITURES (SUM OF AUTHORIZED HOME HEALTH SERVICES DURING THE HCBS CARE PLAN PERIOD) $0.00

18. EQUALS CLIENT'S MAXIMUM AUTHORIZED COST (CCT SERVICES EXPENDENITURES + HOME HEALTH EXPENDITURES) $69,498.76

18. NUMBER OF DAYS COVERED (FROM FIELD 8 ABOVE) 3654

20. AVERAGE COST PER DAY (Client's maximum authorized cost divided by number of days in the care plan period) $190.41
A. Montnly State Cost Containment Amount $0.00
B. Divided by 30.42 days = Daily Cost Containment Ceiling $0.00

21. Immediately prior to CCT Services enroliment, this client lived in a: [Tiong-Tem Care Facllity [ Mo [T Haspital [Ine

22. CASE MANAGER NAME 23. AGENCY 24. PHONE # 25. EMAIL 26. DATE

Authorized Case Manager Business Name 111-111-1111 authorizedcms@business.com 52/201 2|

27. CASE MANAGER'S SUPERVISOR NAME 28. AGENCY 29. PHONE # 30. EMAIL 31. DATE

Authorized Case Manager's Supervisor Business Name 222-222-2222 authorizedcms@business.com 522012}

D0 NOT WRITE BELOW - AUTHORIZING AGENT USE ONLY

CASE PLAN: |:| Approved Date: D Denied Date: Retum for correcfion- Date:

REGULATICONIS) upon which Denial or Retum is based:

DEPARTMENT APPROVAL SIGNATURE: DATE

[Jecr-B1ce [ ccr-81-300




Colorado Medical Assistance Program Colorado Choice Transitions

CCT-CMHS (formerly MI) PAR Example

STATE OF COLORADO DEPARTMENT OF HEALTH CARE POLICY AND FINANCING
REQUEST FOR ADULT HCBS PRIOR APPROVAL AND COST CONTAINMENT CCT-UC
PA Number being revised:

)Q(CH_OI'CE

CCT - Community Mental Health Supports Demonstration

Revison?  [Jves [Z]No

1. CLIENT NAME 2.CLIENT ID 3.SEX 4. BIRTHDATE

Porter, Client A888888 M [r 12/25/1999
15. REQUESTING PROVIDER # 6. CLIENT'S COUNTY 7. CASE NUMBER (AGENCY USE) 8. DATES COVERED
12345678 Jefferson From: 07/01/12[Through:

STATEMENT OF REQUESTED SERVICES
9. Qualified Services Description 10. Modifier 11.Max # Units| 12. Cost Per Unit 13.Total §

Authorized
|55105 Adult Day Services, Basic (UC)
|$5105 Adult Day Services, Specialized (UC) TF 9% $27.83 $2,671.68
T2031 Alternative Care Facility (ACF) (UC)
T2025 Consumer Directed Attendant Support Services (CDASS) (UC)
72040 CDASS Per Member/ Per Month (PM/PM) (UC) $310.00
$5165 Home Modifications (UC)

aker (UC) 600 $3.47 $2,082.00]
T2029 Medication Reminder, Install/Purchase (UC)

$5185 Medication Reminder, Monitoring (UC)

A0100 Non-Medical Transportation, Taxi (UC)

A0120 Non-Medical Transportation, Mobility Van (UC)

:A0130 Non-Medical Transportation, Wheelchair Van (UC)

[A0425 Non-Medical Transportation, Wheelchair Van Mileage (UC)

71019 Personal Care (UC)

155160 Personal Emergency Response System (PERs) Install/Purchase (UC)
|$5161 PERs, Monitoring (UC)

|71019 Relative Personal Care (UC) HR
|H0045 Respite Care, NF (UC)

|S5151 Respite Care, ACF (UC)
Demonstration Services Description
T2029 Assistive Technology (UC)
$5110 Caregiver Education (UC)
T2038 Community Transition Services, Coordinator (UC) 1 $2,000.00 $2,000.00
[A9900 Community Transition Services, Items Purchased (UC) 1 $1,500.00 $1,500.00
D2999 Dental (UC)

71002 Enhanced Nursing, RN (UC)

85170 Home Delivered Meals (UC)

Iss1sg Home Modifications, Extended (UC) KG
H2014 Independent Living Skills Training (ILST) (UC)
T1016 Intensive Case Management (UC) 1000 $21.10 $21,100.00
H2015 Peer Mentorship (UC)
H0047 Substance Abuse Counseling, Transitional, Group (UC) HQ HF
H0047 Substance Abuse Counseling, Transitional, Individual (UC) HF

H0025 Transitional Behavioral Health Supports (UC)

|$5101 Transitional Specialized Day Rehabilitation Services (UC)
V2799 Vision (UC)

15a. TOTAL AUTHORIZED CCT QUALIFIED SERVICE EXPENDITURES (SUM OF A QUALIFIED SERVICES)
15b. TOTAL AUTHORIZED CCT DEMONSTRATION SERVICE EXPENDITURES (SUM OF DEMONSTRATION SERVICES)

16. PLUS TOTAL AUTHORIZED HOME HEALTH EXPENDITURES (SUM OF AUTHORIZED HOME HEALTH SERVICES DURING THE HCBS CARE PLAN PERIOD)-
Excludes In-Home Support Services amounts

06/30/13}

14. Comments:

one time
one time

$4,753.68 | 15c. Subtotal
$24,600.00 $29,353.68

$0.00
17. _EQUALS CLIENT'S MAXIMUM AUTHORIZED COST (CCT EXPENDENITURES + HOME HEALTH EXPENDITURES) $29,353.68
18. NUMBER OF DAYS COVERED (FROM FIELD 8 ABOVE) 365
19. AVERAGE COST PER DAY (Client's maximum authorized cost divided by number of days in the care pian period) $80.42
A. Monthly State Cost Containment Amount $5,361.22
B. Divided by 30.42 days = Daily Cost Containment Ceiling $176.24
20. CDASS (amounts must malch client's allocation worksheet) |Effective Date: | [Monthly Allocation Amt: | $0.00Monthly Admin Fee: | $0.00
21. Immediately prior to CCT enroliment, this client lived in a long term care facility? Yes E] No
22. CASE MANAGER NAME |23 AGENCY 24. PHONE # 25. EMAIL 26. DATE
Authorized Case Manager |Business Name 11111111 authorizedcm@business.com 71112012
27. CASE MANAGER'S SUPERVISOR NAME ]28 AGENCY 29. PHONE # 30. EMAIL 31. DATE
Authorized Case Manager's Supervisor lBusiness Name 222-222-2222 authorizedcms@business.com 71112012

DO NOT WRITE BELOW - AUTHORIZING AGENT USE ONLY

32. CASE PLAN: (] Approved Date: [[] penied pate: Return for correction- Date:
33. REGULATION(S) upon which Denial or Return is based:

34. DEPARTMENT APPROVAL SIGNATURE:

36.  [Jcer-mi-ce [ ccr-mi-300

[35. DaTE:

Revised: 12/14 Page 38
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CCT-DD PAR Example

STATE OF COLORADO DEPARTMENT OF HEALTH CARE POLICY AND FINANCING

0 REQUEST FOR ADULT HCBS PRIOR APPROVAL AND COST CONTAINMENT CCT-UC
)(cuowcs CCT - Persons with Developmental Disabilities Demonstration PA Number being revised:
Revision? [ ]Yes No

1. CLIENT NAME 2. CLIENT ID 1sex OMEIF |4. BIRTHDATE: 32011986
Client. Ima A333333 s.supeorTLEvEL (1 LJ1LI2 3 Dlalds e L7
6. REQUESTING PROVIDER # |7. CLIENT'S COUNTY 8. CASE NUMBER (AGENCY USE) 9. DATES COVERED
12345678 I Boulder From: 3231 2|Thrcugh' 3/22/2013
STATEMENT OF REQUESTED SERVICES
10. Qualified Services Description 11. Support 12. Modifier 13 Max # 14. Cost Per Unit 15. Total § 16. Comments:
Level Units Authorized

[Behavioral Services
H2019 Line Services (UC)

H2019 Behavioral Consultation (UC) HL TG

H2019 Behavioral Counseling, Individual (UC) TF. TG

H2018 Behavioral Counseling, Group (UC) TF. HQ 416 $7.75 §3.224.00)2x week/ 1 yr
T2024 Behavioral Plan Assessment (UC) Hi

[Day Habilitation
T2021 Specialized Day Habilitation (UC) ——
T2021 Supported Community Connections (UC) g
[Dental

D2999 Dental, Basic/ Preventive (UC)
02899 Dental, Major (UC) TF
(Non-Medical Transportation

T2003 To/From Day Program. Mileage Range (UC) [— | | | | [
T2004 Other (Public Conveyance) (UC) | | | | | |

[Pre-Vocational Services
T2015 Pre-Vocational Services (UC) - | | | [ |
[Residential Services

T2016 Group Home (UC) e
T2016 Personal Care Alternative (UC) -
T2016 Host Home (UC) ——

Supported Employment

T2019 Supported Employment, Individual, All Levels (1-8) (UC) Hi 104 $12.01 §1,249.04|1 hr week/ 6 months
T2018 Supported Employment, Group (UC) o

H2023 Job Development, Individual (UC) Level 1-2

H2023 Job Development, Individual (UC) Level 3-4 Hi

H2023 Job Development, Individual (UC) Level 5-6 TF

H2023 Job Development, Group. All Levels (1-6) (UC) HQ

H2024 Job Placement, Individual, All Levels (1-6) (UC)

H2024 Job Placement, Group, All Levels (1-8) (UC) HQ

Specialized Medical Equipment

T2028 Specialized Medical Equipment, Disposable (UC)
T2029 Specialized Medical Equipment (UC)

V2799 Vision (UC)

Demonstration Services Description

T2029 Assistive Technology (UC)

$5110 Caregiver Education (UC)

T2038 Community Transition Services, Coordinator (UC)
A8900 Community Transition Services, ltems Purchased (UC)
T1002 Enhanced Nursing, RN (UC)

S5165 Home Accessibility Adaptations, Extended (UC) KG
T1016 Intensive Case Management (UC) 1097.2 $21.10 $23,150.92]1 week for 52 weeks
H2015 Peer Mentorship (UC) 54 $5.36 §289.44|3 hrs/week for 3 months
HO047 Substance Abuse Counseling, Transitional, Group (UC) HF. HQ
H0047 Substance Abuse Counseling, Transitional, Individual (UC) HF
17a. TOTAL AUTHORIZED CCT QUALIFIED SERVICES EXPENDITURES (SUM OF QUALIFIED SERVICES) $4,473.04| 17c. Subtotal
17b. TOTAL AUTHORIZED CCT DEMONSTRATION SERVICES EXPENDITURES (SUM OF DEMONSTRATION SERVICES) $23,440.38 $27,913.40
18. PLUS TOTAL AUTHORIZED HOME HEALTH EXPENDITURES (SUM OF AUTHORIZED HOME HEALTH SERVICES DURING THE HCBS CARE PLAN PERIOD) $0.00
19. EQUALS CLIENTS MAXIMUM AUTHORIZED COST (CCT EXPENDENITURES + HOME HEALTH EXPENDITURES) $27.913.40
20. NUMBER OF DAYS COVERED (FROM FIELD 9 ABOVE) 365
21, AVERAGE COST PER DAY (Client's maximum authorized cost divided by number of days in the care plan period) §76.48
22. Immediately prior to CCT enroliment, this client lived in a long term care facility? Fves TINo
23. CASE MANAGER NAME 24. AGENCY 25. PHONE # 26. EMAIL 27. DATE
Authorized Case Manager Busi Name 111111111 authorizedem@busi com 3/24/2012
28. CASE MANAGER'S SUPERVISOR NAME 29. AGENCY 30. PHONE # 31. EMAIL 32. DATE
Authorized Case Manager's Supervisor Business Name 222-222-2222 authorizedems@business.com 3i24/2012

DO NOT WRITE BELOW - AUTHORIZING AGENT USE ONLY
33 CASE PLAN: ] Approved Date: [JDenied Date: Retum for correction- Date:
34. REGULATION(S) upon which Denial or Return is based:
35. DEPARTMENT APPROVAL SIGNATURE 36. DATE:

37. Occr-poce  [LlccT-DD-300




Colorado Medical Assistance Program Colorado Choice Transitions

CCT-EBD (18-64) PAR Example

STATE OF COLORADO DEPARTMENT OF HEALTH CARE POLICY AND FINANCING

0 REQUEST FOR ADULT HCBS PRIOR APPROVAL AND COST CONTAINMENT CCT-UC
){ CHOICE 7 CCT- Persons who are Elderly, Blind, and Disabled Demonstration, PA Number being revised:
18-64

Revisin? [ ves [“]No

1. CLIENT NAME 2. CLENT ID 3. SEX 4 BIRTHDATE
|Poe, John A666666 m e 2/14/1967
|5. REQUESTING PROVIDER # IG, CLIENT'S COUNTY 7. CASE NUMBER (AGENCY USE) 8. DATES COVERED

12345678 |Pueblo [From: 0811512 [Through: 08114113
STATEMENT OF REQUESTED SERVICES

IQ. Qualified Services Description 10. Modifier 11. Max # Units| 12. Cost Per Unit 13, Total § 14. Comments:

Authonzed

| 5105 Aduit Day Services, Basic (UC)

ISS105 Adult Day Services, Specialized (UC) TF
T2031 Alternative Care Facility, (ACF) (UC)
i A

$310.00

1060 $3.47 $3,678.20

&R

71019 IHHS Personal Care (UC)

T1019 IHHS Relative Personal Care (UC) HR, KX
155185 Medication Reminder, Monitoring (UC)

72029 Medication Reminder, Install/Purchase (UC)
[A0100 Non-Medical Transportation, Taxi (UC)

A0120 Non-Medical Transportation, Mobility Van (UC)
A0130 Non-Medical Transportation, Wheeichair Van (UC)

A0425 Non-Medical Transportation, Wheelchair Van Mileage (UC)
71019 Personal Care (UC) 1060 $3.47 $3,678.20
onse System (PERs) Install/Purchase (UC)

S5161 PERs, Monitoring (UC)
71019 Relative Personal Care (UC) HR

1 $2,000.00 $2,000.00|one time
1 $1,500.00| $1,500.00] one time

S5170 Home Delivered Meals (UC)

$5165 Home Modifications, Extended (UC) KG
H2014 Independent Living Skills Training (ILST) (UC)

11016 Intensive Case Management (UC)
H2015 Peer Mentorship (UC)

[H0047 Substance Abuse Counseling, Transitional, Group (UC) il

047 nce Al nseling. Transitional. Individual (UC) HF
n: vioral Heal (UC)
15101 Transitional Specialized Day Rehabilitation Services (UC)
V2799 Vision (UC)
15a. TOTAL AUTHORIZED CCT QUALIFIED SERVICES EXPENDITURES (SUM OF QUALIFIED SERVICES) $7,356.40 15¢. Subtotal
15b. TOTAL AUTHORIZED CCT DEMONSTRATION SERVICES EXPENDITURES (SUM OF DEMONSTRATION SERVICES) $3,500.00 $10,856.40
16. PLUS TOTAL AUTHORIZED HOME HEALTH EXPENDITURES (SUM OF AUTHORIZED HOME HEALTH SERVICES DURING THE HCBS CARE PLAN PERIOD)- Excludes In-Home Support
Services amounts $0.00
17. EQUALS CLIENT'S MAXIMUM AUTHORIZED COST (CCT EXPENDENITURES + HOME HEALTH EXPENDITURES) $10,856.40
18. NUMBER OF DAYS COVERED (FROM FIELD 8 ABOVE) 365
19. AVERAGE COST PER DAY (Client's maxil authorized cost divided by number of days in the care pian period) $29.74
A. Monthly State Cost Containment Amount $5,082.88 |
B. Divided by 30.42 days = Daily Cost Contai Ceiling $167.09
20. CDASS (amounts must match clients alocation worksheet) | Effective Date:| [ Monthly Atocaton Amt | $0.00]  Monthly Admin Fee: $0.00f
21. Immediately prior to CCT enroliment, this ciient lived in a long term care facility? Yes [_]No
22. CASE MANAGER NAME 23, AGENCY 24. PHONE # 25. EMAIL 26. DATE
Authorized Case Manager Business Name 1111111111 authorizedem@business.com 8/1512012
27. CASE MANAGER'S SUPERVISOR NAME 28. AGENCY 29. PHONE # 30. EMAIL 31. DATE
Authorized Case Manager's Supervisor Business Name 2222222222 authorizedcms@business.com 8/15/12012

DO NOT WRITE BELOW - AUTHORIZING AGENT USE ONLY
32. CASE PLAN:  [] Approved Date: [[J penied Date: Retum for correction- Date:
33. REGULATION(S) upon which Denial or Retumn is based:
34. DEPARTMENT APPROVAL SIGNATURE: 35. DATE:
6. [ Jccreo-ce [ ccr-pp-300

Revised: 12/14 Page 40



Colorado Medical Assistance Program

Colorado Choice Transitions

CCT-EBD (65+) PAR Example

STATE OF COLORADO DEPARTMENT OF HEALTH CARE POLICY AND FINANCING

S(CHG:}:'E" NS

REQUEST FOR ADULT HCBS PRIOR APPROVAL AND COST CONTAINMENT
CCT- Persons who are Elderly, Blind, and Disabled Demonstration, 65+

cCT-Uc

PA Mumber being revised:

Revision?

[ Yes No

1. CLIENT NAME 2. CLIENT ID

3, SEX.

4. BIRTHDATE

Client, Ima ATTTTTT

Um [r

11/15/1923

5. REQUESTINGPROVIDER # _ [6. CLIENT'S COUNTY

7. CASE NUMBER (AGENCY USE)

8. DATES COVERED

12345678 [Delta

From:

09/03/12 [Through: 09/02/13

STATEMENT OF REQUESTED SERVICES

9. Qualified Services Description

10. Modifier 1. Max # Units 12. Cost Per Unit

13. Total § Authorized| 14. Comments:

|85105 Adult Day Services, Basic (UC)

|s5105 Adult Day Services, Specialized (UC)

TF

T2031 Alternative Care Facility (ACF) (UC)

72025 Consumer Directed Attendant Support Services (CDASS) (UC)

72040 CDASS Per Member/ Per Month (PMPM) (UC)

$310.00

55165 Home Modifications (UC)

1 $8,500.00

$8,500.00

85130 Homemaker (UC)

624 $3.47

$2,165.28 3x week for 52 weeks

1Hnusa IHHS Health Maintenance Activiies (UC)
5130 IHHS Homemaker (UC)

Z|R

71019 IHHS Personal Care (UC)

71019 IHHS Relative Personal Care (UC)

HR, KX

72029 Medication Reminder, InstallPurchase (UC)

155185 Medication Reminder, Monitoring (UC)

AD100 Non-Medical Transportation, Taxi (UC)

A0120 Non-Medical Transportation, Mobility Van (UC)

A0425 Non-Medical Tran tion, Wheelchair Van Mileage (UC)

71019 Personal Care (UC)

500 $3.47

$1,735.00

$5160 Personal Emergency Response System (PERs) InstalllPurchase (UC)

(uc)

HR

H0045 Respite Care, NF (UC)

55150 Respite Care, In Home (UC)

|55151 Respite Care, ACF (UC)

Demonstration Services Description

T2029 Assistive Technology (UC)

$5110 Careqiver Education (UC)

r (UC)

A9900 Community Transiion Services, Items Purchased (UC)

D2999 Dental (UC)

T1002 Enhanced Nursing, RN (UC)

$5170 Home Delivered Meals (UC)

55165 Home Modifications, Exiended (UC)

KG

H2014 Independent Living Skills Training (ILST) (UC)

300 $9.33

$2,799.00

T1016 Intensive Case Management (UC)

H2015 Peer Mentorship (UC)

HO0047 Substance Abuse Counseling, Transitional, Group (UC)

HGQ, HF

H0047 Substance Abuse Counseling, Transitional, Individual (UC

HF §72.94

$3,792.88

H0025 Transitional Behavioral Health Supports (UC)

55101 Transitional Specialized Day Rehabiitation Services (UC)

V2799 Vision (UC)

15a. TOTAL AUTHORIZED CCT QUALIFIED SERVICE EXPENDITURES (SUM OF QUALIFIED SERVICES)

$12,400.28 | 15c. Subtotal

150. TOTAL AUTHORIZED CCT DEMONSTRATION SERVICE EXPENDITURES (SUM OF DEMONSTRATION SERVICES)

$6,591.88 §$18,992.16

Services amounts

16. PLUS TOTAL AUTHORIZED HOME HEALTH EXPENDITURES (SUM OF AUTHORIZED HOME HEALTH SERVICES DURING THE HCBS CARE PLAN PERIOD)- Excludes In-Home Support

$0.00

17. EQUALS CLIENT'S MAXIMUM AUTHORIZED COST (CCT EXPENDENITURES + HOME HEALTH EXPENDITURES)

$18,992.16

18. NUMBER OF DAYS COVERED (FROM FIELD 8 ABOVE)

365

19. AVERAGE COST PER DAY (Client’s maximum authorized cost divided by number of days in the care plan period)

$52.03

A. Monihly State Cost Containment Amount
B. Divided by J0.42 days = Daily Cost Containment Ceiling

$5,082.88
$167.09

20. COASS (amounts must match client's allocation worksheet)

[Effective Date: |

[Monthly Allocation Amt: |

$0.00{Monthly Admin Fee: § | $0.00]

21, Immediately prior to CCT enroliment, this client lived in a long term care facility?

Yes DNo

22 CASE MANAGER NAME |23 AGENCY

24, PHONE # 25. EMAIL

[26. DATE

Authorized Case M. Bi Name

1111111111

authorizedcm@business.com

[9r3:2012

27_CASE MANAGER'S -SUPERVISCIR NAME 28 AGENCY

29. PHONE # 30. EMAIL

|31. DATE

Authorized Case Manager's Supervisor |Business Name

222-222-2272

authorizedcms@business.com

|9nrzu12

DO NOT WRITE BELOW - AUTHORIZING AGENT USE ONLY

32 CASE PLAN: [ Approved Date:

D Denied Date:

Retumn for correction- Date:

33. REGULATION(S) upon which Denial or Return is based:

34. DEPARTMENT APPROVAL SIGNATURE:

35. DATE:

% [Jeerewoce [ ccr-ELp3on

Revised: 12/14 Page 41



Colorado Medical Assistance Program Colorado Choice Transitions

CCT-SLS PAR Example

STATE OF COLORADO DEPARTMENT OF HEALTH CARE POLICY AND FINANCING

0 REQUEST FOR ADULT HCBS PRIOR APPROVAL AND COST CONTAINMENT ccT-uc
)(c HOICE CCT - Supported Living Services Demonstration PA Number being revised
Revision?[_] Yes Mo

[1 CLIENT NAME 2 CLIENTID 35eX IIMLIF  [FERTHDATE: 101281875
Doe, John Adaddaq 5. SUPPORT LEVEL (1-6) 10z [MsOsOs O
[f_REQUESTING PROVIDER # [7_CLIENTS COUNTY B_CASE NUMBER (AGENCY USE] 4 DATES COVERED

12345678 |Arapahoe From: 03-"01.-'12|Thrcu9h: 02/28113)

STATEMENT OF REQUESTED SERVICES
10. Qualified Services Description 11. Support |12 Modifier 13.Total £ | 14. Cost Per Unit 15. Total § 16. Comments:
Level Units. | Authorized
Authorized

T2035 Assistive Technology (UC) *
H2021 Mentorship (UC)

71019 Personal Care (UC) 624 $4.57 $2,851.683x week
$5161 Personal Emergency Response (PERs) (UC)
T2039 Vehicle Modifications (UC) *

V2799 Vision (UC)*

|Behavioral Services

H2019 Line Services (UC)

H2019 Behavioral Consultation (UC) HI, TG
H2019 Behavioral Counseling, Group (UC) TF, HQ
H2019 Behavioral Counseling. Individual (UC) TF, TG
T2024 Behavioral Plan Assessment (UC) HI

|Day Habilitation
T2021 Specialized Day Habilitation(UC) ~ [eeeen

T2021 Supported Community Connections (UC) Level 3 TF 208 $3.26 SST&OBl
|Dental

D2999 Dental, Basic/ Preventive Services (UC) * | | | | | |
D2999 Dental. Major Services (UC) * | [ | | | |

|Homemaker

$5130 Homemaker, Basic (UC)

55130 Homemaker, Enhanced (UC) HI

55165 Home Accessibility Adaptations (UC) *

INon-Medical Transportation

T2003 To/From Day Program, Mileage Range (UC)* |-

T2003 Mileage Not Day Program (UC) * HB

[T2004 Other (Public Conveyance) (UC) *

|Pre-\Vocational Services

T2015 Pre-Vocational Services(UC)  |e=een | |

|Professional Services

187124 Massage Therapy (UC)

G0176 Movement Therapy, Bachelors Degree (UC)

G0176 Movement Therapy, Masters Degree (UC) HI

8940 Hippotherapy, Group (UC) HQ

S8940 Hippatherapy, Individual (UC)

$5199 Rec Pass, Access Fee (UC)

|Respite Care

T2036 Respite Camp (UC)

55151 Respite Care, Group (UC) HQ

S5150 Respite Care_ Individual_15 Minutes (UC)

S$5151 Respite Care, Individual,_ Day (UC)
pecialized Medical Equip and Supplies

T2028 Specialized Medical Equipment and Supplies, Disposable (UC) | | | | | |

12029 Specialized Medical Equipment (UC) | [ [ | | |
Supported Employment

T2019 Supported Employment. Individual, All Levels (1-6) (UC) HI
72019 Supported Employment, Group (UC) | e

H2023 Job Development, Individual (UC) Level 1-2

H2023 Job Development, Individual (UC) Level 3-4 HI
H2023 Job Development Individual (UC) Level 5-6 TF
H2023 Job Development, Group, All Levels (UC) Ha
H2024 Job Placement. Individual, All Levels (1-6) (UC)

H2024 Job Placement, Group. Al Levels (1-6) (UC) HQ

IDemonstration Services Description
55110 Caregiver Education (UC)

72038 Community Transition Services, Coardinator (UC) * 1 $2,000.00 $2,000.00[one time
A9900 Community Transition Services_Items Purchased (UC) * 1 $1,500.00 $1,600.00/one time
T1002 Enhanced Nursing, RN (UC)

55165 Home Accessibility Adaptations, Extended (UC) * Ke

H2014 Independent Living Skills Training (ILST) (UC)

71016 Intensive Case Management (UC) * 520 $21.10 $10,972.00

H0047 Substance Abuse Counseling, Transitional, Group (UC) HF, HQ




Colorado Medical Assistance Program Colorado Choice Transitions

CCT-SLS PAR Example (Continued)

17a. TOTAL AUTHORIZED CCT QUALIFIED SERVICE EXPENDITURES (SUM OF QUALIFIED SERVICES) $3,529.76 | 17c. Subtotal
17b. TOTAL AUTHORIZED CCT DEMONSTRATION SERVICE EXPENDITURES (SUM OF DEMONSTRATION SERVICES) $14,472.00 | $18,001.76
18._TOTAL WITHIN SPAL EXPENDITURES (SUM OF ALL SPAL SERVICES IN COLUMN 15 ABOVE) $3,529.76
19. PLUS TOTAL AUTHORIZED HOME HEALTH EXPENDITURES (SUM OF AUTHORIZED HOME HEALTH SERVICES DURING THE HCBS CARE PLAN PERIOD) $0.00
20. EQUALS CLIENT'S MAXIMUM AUTHORIZED COST (CCT EXPENDENITURES + HOME HEALTH EXPENDITURES) $18,001.76
121._NUMBER OF DAYS COVERED (FROM FIELD 9 ABOVE) 365}

22. AVERAGE COST PER DAY (Client's maximum authorized cost divided by number of days in the care plan period) $49.32
23. Immediately prior to CCT Services enrollment, this client lived in a long term care facility? Yes (o

24. CASE MANAGER NAME 125. AGENCY 26. PHONE # 27. EMAIL 28. DATE
Authorized Case Manager |Business Name 1111111111 authorizedcm@business.com 3112012
29. CASE MANAGER'S SUPERVISOR NAME [30 AGENCY 31. PHONE # 32. EMAIL 33. DATE
Authorized Case Manager's Supervisor [Buslnan Name 222-222-2222 authorizedcms@business.com 3112012

* Qutside of Service Plan Authorization Limit (SPAL)

D0 NOT WRITE BELOW - AUTHORIZING AGENT USE ONLY

33. CASEPLAN: [ Approved Date: ] penied Date: Retum for correction- Date:
34. REGULATION(S) upon which Denial or Return is based:
35. DEPARTMENT APPROVAL SIGNATURE: 136 DATE:
7. [Jccrsis-ce [ ccr-sisaoo

Revised: 12/14 Page 43



Colorado Medical Assistance Program Colorado Choice Transitions

CMS 1500 CCT-BI Claim Example

THE E
HEALTH INSURANCE CLAIM FORM %
APPROGED Y RATIONAL LN PORR CLAM COMBITTEE (HUCC) 0212 =
—l—l—ln:n [ |—|—|— l_

1. WECHCARE MEDMEAD TRCARE CHARITWA, [P FECA OTHER |1 IKSUREL'S | D qusEER ilor Progoam i Ham 1)
HEALTH PLAN BLE LLMNG B
Pelachoms 8] |5 (Medicai 81 R Bt i [t AO8) i ) e o [a"-EEEFFE}
2 PATIERTS MANME (Last Nams, Fosi bems, Vidds Bl = Fﬂ'lh FEDHITH_'I?;'-I'L B 4 IWSUFELTS RAKE (Lad Mama, Pt R, Midds indal)
Chent, Ima A 1016 45 » =
S PATIENTS ADCPESE Pio., Strest] £ PATIERT FELATORSHIP TO INSLRED T IWESURELDNS ADDRESE (Mo, Slwal)
S | X Boouss =] Dttwr
CITY ETATE |5 NESEMVED PO NUGS DSt CITY STRTE E
E
ZF CODE TELEPHCME {inchads Foma Cade) IF COCE TELEFHORE {Inchads foma Cade) ;
[ { ) &
B OTHER INSUNE DTS MAME [Laxt harcs, F il e, Widde ksl B0 15 PATIERT & GORCITION NELATED T 1. IRSUNEL S POLUCT GIEOUP OF FECA MUVEEI -
n OTHER INSUREDS POLICY Of GROUP RUMBER & ENPLOYMERTT (Cureet or Presoos) 3. INEURECT DATE OF SIRTH BLE, E
1
YEE W | | il ¥ g
b, FESERONG FOR oG Lo b AL ACCIOENT? PLACE St} [b OTHER CLAIN 10 Dasigratad by KLICS) o
YES wa | 5
c. RESEFWLD MO RUCC LSt o OTHER &5 CIDENTT . N MANCE PLAN MANE O PROGHREN KAME E
TES R E
2 IREUNARCE PLEN MANE O FROGRAM RARL 10d. RESEMVED POt LOCAL USE 2 5 THENE ANOTHER HEALTH SEMEFTT FLART E
YES SN0 pes, compeie feree S, e and Bd
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SO
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- - T ———
14 DATE OF © ELLMESE, IRILRT, o FIRLGRARLY (LMP) | 15,0 THER DATL . E DATLS PATIEMT URABLE T0 WACITK I CURNENT DCCLPATION
W [a}a} Y L) oo b4 1% (& o) T ("1 ooy ¥
| | o | s el o |__| A
T OF MEFEIINNG PROMDEN GIE O THEN SOUNCE F EATI TED T
1T B HOSPITELER qul::nla?? HELATED T0 CURMENT SEMWCES
T | A Fleom | L]
19 AOOIT IORAL CLAIM INFOMMET KO | Duaigratmd by RG] 20 CUTEIDE LABT S CHARGES |
YES RO |
T, DURDROSE DI HATURE CF ILLHESS CF IRI0NT  Meisie A-L o serice s Sekw (AL |C00nd |9 ) T ELEIEMISITH P ——
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Colorado Medical Assistance Program Colorado Choice Transitions

CMS 1500 CCT-CMHS Claim Example

HEALTH INSURANCE CLAIM FORM

APPROSTED B RSUTHORESL. LI PO L DOl [ TTIEE M LCC ) 0o 3

CARPIER —

—|_|_|n:-=- ] |_|_|_
1. WEDHCARE MEDICAD TRCARE = AR, aRoUe FECA OTHER |1n IKSUREL'S |0, SuMSER ilor Progam i Ham 1)
HEALTH PLAN ELE. LL®G E
PMladears 8 W (Medcae 8 PORTo 0] [Member 8] IO e L " EF]
2 PATIERTS MAME (Lust Nemvs, First Kams, Mddis il & INSUFELTS RAME (Lus Mama, Pt hares, Midds intsl)
. I 3 nm.r.h r;_gurl-i_ll_:_._l.n. SR Y n
Chent, Ima A 10|16 | 45 » "
& PATIENTS ADDRESS o, Sresl] £ PATENT RELATIORSHP TO MSILRED T IWIURELNS ADCREEE (Mo, Eteal]
Sl [ Gocomm = Ditwr
CITY STATE |2 RESEMWVLD FOR RUGC LSS CITY STRIE E
=
TP GOLE TELE PHOML | nchuds frss Cade) TP GOLE §
(0 5
B OTHLR INSUNRE DS SAME (Lust harss, P el s, Vidcis sl B0 15 PATIENT 5 GORDITION NELATED Ti0 11 INSUREL'S POLICT GIDOUP 08 FECA MUVESER z
n OTHER INSUREDS POLICY DF GROUP HUMBER . EMPLOYMERT? (Curnant or Pravious) ] wwl.u’:-_i_ﬁ'r. :I_'E_II-E'H SEE, E
1
YES (] | " F g
b FEUSE VD FOR! KLIGE LISE b ALTD ACCEIENTT PLACE Stwta) b OTHER CLAIM I {Demgratsd by RS E
TES -0 | E
= NESEMVED PO RLUCG LSt o CTHER ACCIDENT? o INEUNARNCE PLEAN MAME O PROGREM FaRE =
YES (] E
£ IR NANCE FLEN MAME O N PROGHEW REsE 10d. MESEED PO LOCEL SE 5 THENE AMOTHEN HEALTH BEREFIT PLART E
YES  MINO s complels e 5 S end Bd
RERDBACK OF FORM BEFORE COMPLETING & SIGRING THE FORM 13 INSUREDS O AUTHONLIE D PERSON S SOHATURE | sithorios
12 FATIERT 5 QR AUTHOMIZED FERION S SHOMATUNE | sitcrios B ressss of any medioal or ciher informaetion necssssry papre o medicel Cerafits o the undemeigned physiden or sepler for
o procems him ciir. | piec eouss! @ ymet o ovenmet bere B s o s o T e @ty whe scspls sEeigment s T T
= =L
——— Signature on Fie Sl 1115 R——
—_— T —————————
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| ]| | = || S
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Pl | WA Froom I 1]
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YES WO
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Colorado Medical Assistance Program Colorado Choice Transitions

CMS 1500 CCT-DD Claim Example

X E
HEALTH INSURANCE CLAIM FORM )
APPROVED Y RATIOMAL LM PO CLARM © DMBITTEE (HLCC) 0212 =
—I_l_ln:n- FGA |_|_|_ L

1. WiDCars MELICAD TraCARE e RO FLTA OTHER | 1n INSUREL'S LD, sunaBER ¢For Progmm in Hem 1)
HEALTH PLAM ELK LUMG E
Pelsdcers 8] W (Medced 8 fia” T ia 1 [Me b ) iy RO nom [s"-EEFEE]
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Colorado Medical Assistance Program

Colorado Choice Transitions

CMS 1500 CCT-EBD (18-64) Claim Example

HEALTH INSURANCE CLAIM FORM

APPRIVELD B RATIONAL LRIFOIM SLAR COME | TTEE (HLUTC) TN 2

1. REDICARE

NEDSCAD TRICARE CHAKITE, anoLe FECA OTHER | 1o IREURED'S | D0 SUMBER {For Progmm in Ham 1)
HEALTH PLAN _ BLK LUNG .
Pelacioers 8] W) (Meaca 8 PR a0 [Masber O8] (LHY ) 58| D4 ana
2 PATIERTS MAME (Lant Murs, Firsd ems, Viddis Bl 3 Filllh Fﬁ-g"rl'l_rﬂ;'-li e 4 INEUFELTS RARE (Lael Sara, Pt hams, Midds indal)
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Colorado Medical Assistance Program

Colorado Choice Transitions

CMS 1500 CCT-EBD (65+) Claim Example
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Colorado Medical Assistance Program Colorado Choice Transitions

CMS 1500 CCT-SLS Claim Example

HEALTH INSURANCE CLAIM FORM
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Colorado Medical Assistance Program

CCT Revisions Log

Colorado Choice Transitions

Relslision Additions/ Changes Pages Made by
ate
09/2012 | Creation of reference manual cc
09/27/2012 | Formatted manual All ig9
Added PAR and claim examples 24-35
Created TOC
10/05/2012 | Revised PAR form modifier instructions to include HB, TT, TN 4 cc
Removed A0125 from BI, EBDs, & MI. 9-16
Added mileage bands to Bl, EBDs, & Ml 9-16
01/24/2013 | Revised IHHS to IHSS 11-15 cc
Added CDASS 11-15
Added TG modifier to SLS, Respite Care 22
03/19/2013 | Removed Alternative Care Facility from all procedure code 11-16 cc
tables 5-6
Revised PAR table instructions to match PAR table.
08/22/2013 | Added Date of Discharge requirement to PAR Reference Table 5 cc
09/26/2013 | Revised modifiers for BI, CMHS, EBD, DD and SLS 10-23 cc
03/06/2014 | Formatted Throughout Jg
Updated TOC I
Updated the Bl PAR example 28
Fixed signatures on claim examples 35-40
7/11/14 | Changed CO 1500 claim examples to CMS 1500 claim Throughout ZS
examples
7/11/14 | Changed CO 1500 claim examples to CMS 1500 claim ZS
examples
7/11/14 | Replaced all CO 1500 references with CMS 1500 Throughout ZS
7/14/2014 | Updated web links to reflect new website links Throughout mm
7/14/2014 | Updated references from Member to Member per new Throughout Mm
standards
7/18/14 | Added CDASS Cent/Unit and Member/Month codes per Benefit 17 mm
Manager
11/25/14 | Corrected grammatical errors 11, 29 rm
11/25/14 | Spelled out Reserved and Phone 14 rm
11/25/14 | Removed duplicative rows for Qualified Services 17-26 rm
11/25/14 | Removed Appendix H information, added Timely Filing 34, 35 rm
document information
12/05/2014 | Formatting and TOC changes Throughout bl
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