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INSERTREMOVE 
Date	 Section DateSection 

214.300 10/1/08	 214.300 8/1/09 

214.400 1/1/09	 _2J~L400 8/1/OiL 

Explanation of Updates_ 

Sections 2l4.300 and 214.400 are updated to clarify the age range for required-indusion of child's 
gestational age. 

Paper versions of this update transmittal have updated pages attached to file in your provider ~ 

manual. See Section I for instructions on updating the paper version of the manual. For electronic 
versions, these changes have already been incorporated. ' 

If you need this material in an alternative format, such as large print, please contact our Americans 
with Disabilities Act Coordinator at 501-682-8323 (Local); 1-800-482-5850, extension 2-8323 (T911
Free) or to obtain access to these numbers through voice relay, 1-800-877-8973 (TTY Hearing 
Impaired). 

If you have questions regarding this transmittal, please contact the EDS Provider Assistance Center 
at 1-800-457-4454 (Toll-Free) within Arkansas or locally and Out-of-State at (501) 376-2211, 

Arkansas Medicaid provider mantJals (incftlding update transmittals), official notices and-remittance 
advice (RA) messages are available for downloading from the Arkansas Medicaid website: 
www.medicaid.state.ar.us. 

Thank you for your participation in the Arkansas Medicaid Program. 

·1 
www.arkansas.gov/ dhs
 

Serving more than one million Arkansans each year
 



Section \IOccupati.onal~EJn:yslcal~-S:peech Therapy Services 

-ro-c·n.ol-r-equireCl--

214.300 Occupational and Physical Therapy Guidelines for Retrospective· 8.;1-09 
~~Rev'iew 

A. Occupational and physical therapy services are medically prescribed services for 
tMe-EJiagnosis and treatmenfof movem.ent dysfuAction, which-results-in fUr:lGtional 
disabiHties-.

Occupational and physical therapy services must be·medically necessary to the 
" treatment of the individual's illness or injury. To be considered medically.. 

neGe-ss-ary~-the-toI1owing=GoRditions-must::be-met: 

1	 Tfle services must be considered=onder-accepted:.standards-oLpractice to be 
a specific and effective treatment for the patient's condition. 

2.	 The services must be of such a level of complexity or the patient's condition 
must be such that the services required can be safely and effectively 

-performed only by or under the-supervision of a qualified-physical or 
occupational therapist. 

3.	 There must-ee-r:easQr:lable expectation that-tberapy will result ir:l-a-meaningful "I

improvement or a reasonable expe'ctation that therapy will prevent a 
worsening of the condition. (See lbe-JlledicaLnecessity dennition in the 
Glossary af-this-manual.) 

.i\_di.agnosis.alone is not sufficient documentation to support the medical necessity 
of therapy. Assessment for physical and/or occupational therapy includes a 
comprehensive evaluation of the patient's physical deficits and functional 
limitations, treatment planned and goals to addTess each identified problem. 

B.	 Evaluations: 

In order to determine that therapy services are medically necessary, an annual 
evaluation must contain the following information: 

1. Date of evaluation.
 

·2. Child's name arid date -of birth.
 

3.	 Diagnosis applicable to specific therapy. 

4.	 B(;ickground information including pertinent medical history; and, ifthe child is: 
12m.ont-hs o(ageoryouflg~r, gestational age. 

5.	 Standardized test results, including all subtest scores, if applicable. Test 
results, if applicable, should be--.a._djusted for .prematurity (less than 37 weeks " 
gestation) if the child is 12 months of age or younger. The test results should 
be noted in the evaluation. 

6.	 Objective information describing the child's grosslfine motor abilities/deficits, 
e.g., range ofmotion measurements, manual muscle testing, muscle tone or 
a narrative description of the child's functional mobility skills. 

7.	 Assessment of the results of the evaluation including recommendations for 
frequency and intensity of treatment. 

8.	 Signature and credentials of the therapist performing the evaluation. 

9.	 Non-school age children must be evaluated annually. 

10.	 School-age children must have a full evaluation every three years (a yearly 
update is required) if therapy is school related; outside of school, annual 
evaluations are required. "School related" means the child is of school age, 
attends public school and receives therapy provided by the school. 



Sectionll 

\ 

-G._Standardized Testing: 

1.	 Test used must be norm referenced, standardized and specific to the_tberapy 
provided. 

2. -rest-must be age appropriate-for thechild being tested. 
--3. "'Fest results-mtJst-be~ref3efted~as-stafidard~se{)reSTFseeres, T scores or 

.percentiles. Age-equivalent scores and, percentage of delay cannot be used 
to qualify for services. 

4.	 A score of- -1.50-standard=deviations=orITlore=from th--e--me-an=in~at~le-ast=one
subtest area or composite score is required to qualify for services. 

5.	 JLtbe-child -cannol-he tested-With-ano~erenced~:-standarclizecLtes1r-
criterion-based testing_or a functional descriptipJ1pf the chila's grosstfine 
motor de'ficits may be used. Documentation of the reason a sta'ndardized---' 
test could not be used must be included in the evaluation. 

6.	 The Mental Measurement Yearbook (MMY) is the standard reference to 
determine reliabilitylvalidity. Refer to sections 214.310 andL14.320 for a-Ust 
of standardized tests accepted by Arkansas Medicaid for retrospective 
reviews. 

D.	 Other-Oojective-Tests and Measures: 

1.	 Range of Motion: A limitation 'of-greater than ten degrees-and/or 
documentation of how a de'ficit limits function. 

2.	 Muscle Tone: Modified Ashworth Scale. 
3.	 Manual Muscle Test: A deficit is a muscle strength grade of fair (3/5) or 

below that impedes functional skills. With increased muscle tone, as in 
cerebral palsy, testing is unreliable. 

4.	 Transfer Skills: Documented as the amount of assistance required to 
perform transfer, Le., ma~imum, moderate, or minimal assistance. A deficit is 
de'fined as the inability to perform a transfer safely and independently. 

E.	 Frequency, Intensity and Duration of Physical and/or Occupational Therapy
 
Services:
 

The frequency, intensity and duration of therapy ser:vices should always be 
medically necessary and realistic for-:-the-age-of the child and the severity-af-the 
deficit or disorder. Therapy is indicated if improvement will occur as a direct result 
of these services and if there is a potential for improvement in the form of function~1 
gain. 

1.	 Monitoring: May be used to insure that the child is maintaining a desired skiU 
level or to assess the effectiveness and fit of equipment such as orthotics " 
and other durable medical equipment. Monitoring frequency should be 
based on a time interval that is reasonable for the complexity of the problem 
being addressed. 

2.	 Maintenance Therapy: Services that are performed primarily to maintain 
range of motion or to provide positioning services for the patient do not 
qualify for physical or occupational therapy services. These services can be 
provided to the child as part of a home program implemented by the child's 
caregivers and do not necessarily require the skilled services of a physical or 
occupational therapist to be performed safely and effectively. 

3.	 Duration of Services: Therapy services should be provided as long as 
reasonable progress is made toward established goals. If reasonable 
functional progress cannot be expected with continued therapy, services 



Occupational, Physical, SpeecnTherapy-Services	 Section II 

should be discontintle~afta':-ffieflit0r1n§~er-establisAment of a-AOme-~rQ§r:am-- . 
shGuld be-implemented. ' 

F.	 PrQg~§s Notes: 

1.	 Child's name. 

2.	 Date of service. 

3-.~---Time---i~---am:U:.im~t of each therapy session. 

~4~€lbj:eetives=a-edress-edist=lGuJ(Lcoincide-withJhe plan-of care). 

5.	 A description of specific therapy services provided daily and the activities 
-rendere-cLduriJ;lg~ach therapy_s_esslol'] ,_a loog~wUb_a. form_measuremen~. 

6.	 RroQress-I"lGtes must be-Iegible.....:- .---

7.	 Therapists-must sign each date of entry with a full signature and credentials. 

,8.	 Graduate students must have the supervising physical therapist or 
occupational th~rapist co-sign progress notes. 

214.400 Speech-Language Therapy Guidelines for Retrospective Review 8-1-09 

A.	 Spee.cbdanguage_the"r:ap-y_services mu-st-be medically-n-e-ce-s-sary to the treatment
 
of the individual's illness or injury. To be considered medically necessary, the
 
following _conditions-must bemet:
 

1.	 The services must be consiaerea under accepted standards ofpr~rcfice to--ee~ 

a specific-and effective-tr-ea-tmeFlt-f-ef-tAe-~atieAt~s-OORditi0A-;-

2.	 The services must be of such a level of complexity or the patient's condition 
must be such that the services required can be safely and effectively 
performed only by or under the supervision of a qualified speech and 
language pathologist. 

3.	 There must be a reasonable expectation that therapy will result in meaningful 
improvem~nt ora reasonable expectation that therapy will prevent a 
worsening of the condition. (See the medical necessity definition in the 
Glossary-of this manual.) 

A-diagnosis alone is-~otsufficientdocumentation to support the medical necessity 
of therapy. Assessment for speecb~language-tber.apy includes a comprehensive 
evaluation of the patient's speech language deficits and functional limitations, 
treatment planned and goals to address each identified problem. 

B.	 Evaluations: 

In oroer tcfaetermine-tnat" speech-language therapy services are medically 
necessary, an evaluation must contain the following information: 

1.	 Date of evaluation. 
2.	 Child's name and date of birth. 

3.	 Diagnosis specific to therapy. 

4.	 Background information inc:;luding pertinent medical history; and, if thechild is 
12 months of age or younger, gestational age. 

5.	 Standardized test results, including all subtest scores, if applicable. Test 
results, if applicable, shoula-oe adjusted for prematurity (less th~n 37 weeks 
gestation) if the child is 12 months of age or younger,and this should be 
noted in the evaluation. 

6.	 An assessment of the results of the evaluation including recommendations 
for frequency and intensity of treatment. 

II. __ 

II 



· '-Occupational,-Physical,5peech-T-herapy-5ervices~--	 , -,-5ection-II~---··" 

7.	 The child should be tested in his or her native language; if not, an 
explanation must be provided in the evaluation. 

8.	 Signature and credentials of the therapist performing the eva-luatieA~ 

C.	 FeediogLSwallowing/Orale:-Motor: 

1. -Can be formally or informally assessed~---

2-.-Mrrsrhave an io-;--deptl1functionaLptbfile on-oral motor structures and-
function. An in-depth functionaL profile of oral motoLstructure and function is 
a-description ofa-Ghild~s-orai- motor struetlfre tn-at speci"fically nole-s-how-such~---'~ 

structure is impaired in its function and justifies the medical necessity of 
feeding/swallowing/oral motor therapy s'ervices. 

3.	 If swallowing problems and/or signs of aspi(ation.ar.ELooted,Jhen a formal 
-medical-swaHow-stl:idy-must be stJbmitted. 

D.	 Voice: 

A medical evaluation' is a prerequisite to voice therapy. 

E.	 Progress-Notes: 

1.	 Child's name. 
2.	 Date oLs.e[\ljce. 
3.	 Time in~and-time out of each therapy session. 

4.	 ObJe_cJiyes addressed (should coincide with the plan of care). 

5.	 A desctlR.tlo_n~ of specific th~r~Q}t'_services provided dajJy_~od the activities 
rendered during each therapy session, along with a form of measurement. 

6.	 Progress notes must be legible. , 
7.	 Therapists mustsign each date of entry with a full signature and credentials.., 

8.	 Graduate students must have the supervising speech-language pathologist 
co-sign progress notes. 



_A_R-X_ A N 5 A 5 
---OlviSio-n-of Medfcal~Sefvlc-es-DEPARTMENT OF 

- ~Pragram E-lann-i-ng & Development1~::~ltH:UMAN 
P~~ox-+417,SlotS~295-'-:cittle-ROck,AR 72203-:1437
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TO: --A-rkansas~-edicaid=He-a1tlt:ea-re-Previders~-c£)evelopmental-eay--·
Treatment Clinic Services (DDTCS) 

DATE:
 

SUBJECT: Provider Manual Update Transmittal #124 

REMOVE INSERT 

Section Date Section Date 
220.100 10/1/08 220.100 8/1/09 

220.20el--- 12/1/07 220.200 8/1/09 

Explanation of Updates
 
Sections 220.1 00 and 220.200 are updated to clarify the age range for required inclusion of
 
documentation of a child's gestational age.
 

Paper versions of this update transmittal have updated pages attached to file in your provider
 
manual. See Section I for instructions on updating the paper version of the manual. For electronic
 
versions, these changes have already been incorporated.
 

If you need this material in an alternative format, such as large print, please contact our Americans
 
with Disabilities Act Coordinator at 501-682-8323 (Local); 1-800-482-5850, extension 2-8323 (TolI

Free) or to obtain access to these numbers through voice relay, 1-800-877-8973 (TTY Mearing
 
Impaired).
 

If you have questions regarding this transmittal, please contact the EDS Provider Assistance-Center
 
at 1-800-457-4454 (Toll-Free) withinArkansas or locally and-Cut-of-State.-aL(501l376-2211.
 

Arkansas Medicaid provider manuals (including update transmittals), official notices and remittance
 
advice (RA) messages are available for downloading from the Arkansas Medicaid website:
 
www.medicaid.state.ar.us.
 

Thank you for your participation in the Arkansas Medicaid Program.
 

Roy Jeffus, e or 

www.arkansas.gov/ dhs
 
Serving more than one million Arkansans each year
 



Section IIDevelopmental Day Treatment Clinic Services 

Occupational and Physical Therapy Guidelines for-Retrosp-e-ctive-220.100 
Review 

A. Occupational and physicanflerapy-services are-medicaily-prescribed -services-for 
---tfl-e =afa~gno=sis-and-tre·atment-of-movement dysfunction, which results in functional 

disabil1Ues. 

Occupational and physical therapy services must be medical'ly necessary for the 
treatment of the individual's illness or injury. To be considered medically 
necessary,Jhe following conditions-must-be-met:. ---

-- --~-1_:_·	 "fhe services-mllst-be considere-d-tJnder-accepted-standards-of practice-to-be
a specific and effective treatment for the patient's condition; 

2.	 The services must be of such a level of complexity or the patient's condition 
must be such that the services required can be safely and effectively 

-performed only -bY-Qr-under the super:vision of a qualified physical or 
occupational therapist. 

3.	 There must be reasonable eXR~9tation that therapy will result in a-meaningful 
improvement or a reasonable expectation that therapy will prevent a 

-worsening of the condition (See the medical necessity definition in the 
Glossary of this manual). 

A diagnosis alone is not sufficient documentation to support the medical necessity 
of therapy. Assessment for physical and/or occupational therapy includes a 
comprehensive evaluation of the patient's physical deficits and functional 
limitations, treatment planned and goals to address each identified problem. 

B.	 Evaluations: 

In order to determine that therapy services are medically necessary, an annual 
evaluation mustcontain the following: 

1.	 Date of evaluation. 
2.	 Child~s_name and date of birth. 

3.	 Diagnosis applicable to specific therapy. 

4.	 E38ckground il1formation including pertinent medical history; and, if the child is 
12.rrionths of .age·orY~:)~[Iger, gestational age. 

5.	 Standardized test results, including all subtest scores, if applicable. Te~t 

results, if applicable, should be adjusted for prematurity (less than 37 weeks 
-ge-station-) if the child is 12 months of age or younger. The-test results should 
be noted in the evaluation. 

6.	 Objective information describing the child's gross/fine motor abilities/deficits, 
e.g., range of motion measurements, manual muscle testing, muscle tone or 
a narrative description of the child's functional mobility skills. 

7.	 Assessment of the results of the evaluation, including recommendations for 
frequency and intensity of treatment. 

8.	 Signature and credentials of the therapist performing the evaluation. 

c.	 Standardized Testing: 

1.	 . Tests used must be norm-referenced, standardized tests specific to the 
therapy provided. . 

2.	 Tests must be age appropriate for the child being tested. 



) 

- -----Section-U--Developmenta:I=llay=:Hea:t-l1'M!nt=CUA~G-SePlh~es -- 

3.	 Test results must be reported as standard scores, Z scores., I-scores or 
percentiles. Age-equi-valemt scores and percentage OfaeraY-GarlRot be-used 
to ~1J~lifyJQLservices. 

4.	 A score of -1.5 standard deviations or more from the mean in at1eas-t-one 
subtestarea-or:-composite score is required to qualify for-setvice·s.=-=-

5.	 If the child cannot be tested with a norm-referenced-s-tandaraized test, 
critel"ion-based testing or a functional deseription -af the child's grass/fiRe 
motor deficits may_be used. Documentation ortne reason why=a 

·stanaaraize-a=fesl-coLira -not be usetf=mlJsf'oe=rncluaed-i-n---=th-e-e'laltJatiElA::

6.	 The Mental MeasurementYearbook (MMY) is the standard reference to 
--Etetefm-il"le-l"eHaeility-aflEt-va-liEtny-~ -----~ ---~--- -- 

----:-Refer-t-o sections-2-2-e~1-1-0 and--2-20-;-"l-20-f-or-a-list of standaI"GlizeEt:-tests-
acce~ted by the Arkansas Medicaidprogram-;-

D.	 Other Objective Tests and Measures: 

1.	 Range of Motion: A limitation of-greater than ten-degrees and/or
 
documentation of how deficit limits function.
 

2.	 Muscle Tone: Modified Ashworth Scale. 

3.	 Manual Muscle Test: A deficit is.a-lllusde--str:e89!l:l-g@de of fair-(375)-or 
below 'that impedes functional s_kills_._ With increased muscle tone, as in_ 
cerebral palsy, testing is unreliable. . 

4.	 Transfer Skills: Documented as amount of-assistance requirecrto perform 
transfer, e.g., max~mum,moderate or minimal assistanGe. A-€iefiGit-is-Etefinee
as the inability to perform a transfer safely and independently. 

E.	 Frequency, Intensity and Duration of Physical and/or Occupational Therapy 
Services: 

Frequency, intensity and duration of therapy services should always be medically 
necessary and realistic for the age of the child and the severity of the deficit or 
disorder. Therapy is indicated if improvement will occur as a direct result of these 
services and if there is a potential for improvement in the form of functional gain. 

1.	 Monitoring: May be used to ensure that the child is maintaiAing a desired 
skill level-or-te-assess the effectiveness and fit of-equipment such as 
orthotics and other durable medical equipment. Monitoring frequency should=
be based on a time interval that is reasonable for the complexity of the 
problem being addressed. 

2.	 MaintenanceTherapy: Services performed primarily to maintain range of 
motiol"l--or to provic;je positioning-sel"Vices for -the pat~ent do not--qualify for 
physical or occupational therapy services. These services can be provided 
to the child as part of a home program implemented by the child's caregivers 
and do not necessarily require the skilled services of a physical or 
occupational therapist to be safe and effective. 

3.	 Duration of Services: Therapy services should be provided as long as 
reasonable progress is made toward established goals. If reasonable 
functional progress cannot be expected with continued therapy, services 
should be discontinued and monitoring or establishment of a home program 
should be implemented. - , 

F.	 Progress Notes: 

1.	 Child's name. 

2.	 Date of service. 



DeveloprriE!l'ftarOay-Treatment Clinic SeFVices	 Section II 

-3.	 =rime-=ifFat-fe4:i·me-et:ft:ef~-e-ach therapy sessiQn-:----- . 

- _-A_._Objectives addressed (should coincide with tRe plan of care). 

5.	 A descfipti0A-ef-specific therapy services previded daily and the activities 
reodere:d=dorihg ea:Ch--=tner:apy._sessloD,~aIQog-with a form meaStfrement. 

-fi--Progress notes must be legH~5IE~.~ 

7.	 Therapists-must-sjgneach date of entry with a full.signature-and credentia1s. 

-8.	 Graduate-students'-'must hav-e-=the=s-up-ervistng physical therapist or
 
occupational therapist co-sign progress notes.
 

8-1"09---~-- -..-220.200 - ~Speech~Language Therapy GuiCfelines=for Rel~ospeetive-Review 

A.	 Speech-language ther-apy services must be medic-ally necessary-forthe-treatment~---


of the individual's illness or injury. To be considered medically necessary, the
 
following conditions must be met:
 

1.- The serYices-ITlusihe considered under accepted standards of practice to be 
a specific and effective treatment for the patient's condition~ 

2.	 The services must be of such a level of complexity, or the patient's condition 
-----must be such that the services required can be safel~ and effectively 

performed only by-er-under the supervision of a qualified-speech and 
language pathologist. 

3.	 There must be reasonable expectation that-therapy will--fesliWifl meaningfLJI-
impTovem-ent-ora-re-as-onable-expectation that thefa~y-wiIH;>revent a--
worsening of the condition (See the medical necessity definition in the 
Glossary of this manual). 

A diagnosis alone is not sufficient documentation to support the medical necessity 
of therapy. Assessment for speech-language therapy includes a comprehensive 
evaluation of the patient's speech language deficits and functional limitations, 
treatment planned and goals to address each identified problem. 

B.	 Evaluations: 

In order to determine that speech-language therapy services are-medically 
necessary, an-evaluation-=mtfst contain the followiA§ information: 

1.	 Date of evaluation. 

2.	 Child's name and date of birth. 

3.	 Diagnosis specific to therapy. 

4.	 Background information including pertinent mlrdi-cal:-histGfYT-and, if the child is 
1i months or ageorY9unger, gestational age. 

5.	 Standardized test results, including all subtest scores, if applicable. Test 
results should be adjusted for prematurity (less than 37 weeks gestation) if 
the child is age 12 months or younger, and this should be noted in the 
evaluation. 

6.	 An assessment of the results of the evaluation, including recommendations 
for frequency and intensity of treatment. 

7.	 The child should be tested in his or her native language; if not, an
 
explanation must be J~I9vided in the evaluation.
 

8.	 Signature and credentials of the therapist performing the evaluation. 

C.	 Feeding/Syvallowing/Oral Motor: 

1.	 Can be formally or informally assessed. 



2.	 Must have an in-depth functional profile on oral motor structures and 
- -----ftJnctinn-:-rhis-profile-is a description of a child'-g-ol"al motor_structure that 

specifically notes how the structure is impaired and justifies-the medical 
necessity of feeding/swallowing/oral motor therapy services. Standardized 
for:ms are available-{-er-t-he completion of an rri:aeptnfunctional profile of oral . 
motor-strtJGture and:::fI;JAction-;=but::a._-standardized_formJs-r:lotr:equir:ed:::= _ 

3-.-If-swallowifl§-J)l''oblems and/or signs of aspiration are noted, a formal medical 
swallow study must be submitted. 

D-=-\1otee 

A medical evaluation is a_prerequisite for voice therapy. 

-E-.-Progress Notes: 

-1-.---ehildJ s name: -~-

2.	 Date of service. 

3.	 Time in and time out of each therapy session. 

4.	 ObjeGtives-addressed (sheuld coincide with the plan of care). 

5.	 A description of specific therapy services provided daily and the activities 
rendered during_each..the_r:ap-y~s_e-s-sjon,along with a,fomrof-measurement. 

6. Progress notes must be legible. 
-- --7. Therapists must sign each date of entry with a full signatare and credentials. 
__8._ Graduate students must have the supervising SLP co-sign progress notes. 



ARKANSAS
-C),ivi~siun-of-Me-dical-S-er.vi:ces

DEPART·MENT OF 
Program PlanninQ--&=Beve-lop~:ent 

~__-UMAN
- P.B;--Box 1437-':-S10t-S-1-9~' Little Rock,_AR22203-1437 

501-682-8368 . Fax: 501-682-248Gl7SERVICES 

-T-e;:- ::-~-:-Ai'k-afls-a-5=Medit:ajd=ktealtb=C_areJ~Jo~iders Phys"i'cianllndep'e-ntlem---
Lab/CRNAlRadiation TRerapy Center 

-AugusF1:-~lJ(l~L__ ----- DATE:--

SUBJECT-: Provider Manual Update-T-ransmittal #170 

REMOVE INSERT 

Section Date Section Date 
227.200 11/1/08 227.200 8/1/09 

227.300 111/09 227.200 8/1/09 

Explanation of Updates 
Sections 227.200 and 227.300 are updated to clarify the age range for required inclusion of 
documentation of a child's gestational age. 

Paper versions of this update transmittal have updated pages attached to file in your provider 
manual. See Section I for instructions on updating the paper version of the manual. For electronic 
versions, these changes have already been incorporated. 

If you need this material inan alternative format, such as large print, please contact our Americans 
with Disabilities Act Coordinator at 501-682-8323 (Local); 1-800-482-5850J extension 2-8323 (Toll
Free) or to obtain access to these numbers through voice relay, 1-800-877-8973 (TTY Hearing 
Impaired). 

If you have questions regarding this transmittal, please contact the EDS Provider Assistance Center 
at 1-800-457-4454--~Toll-Free)witMin Arkansas or loeally and Out:'of-State at (.501) 376-2211. 

Arkansas Medicaid provider manuals (including update transmittais};--official'notices- and remittance 
advice (RA) messages are available for downloading from the Arkansas Medicaid website: 
www.medicaid.state.ar.us. 

Thank you for your participation in the Arkansas Medicaid Program. 

- -7~L,~~
 
Roy Jeffus:Dlf'eor r ' 

www.arkansas.gov/dhs
 
Serving more than one million Arkansans each year
 



8-1-09 227.200 

-Section-IIPhysicianllndependent Lab/CRNAlRadiation Therapy Center 

TfJe-not-re-quired 

Occupational and Physical Therapy 'G-LJidelines -for Retrospective 
-Review 

A.	 Occupational an(rpnysical~tHerapy'services-are-m-edic-ally-prescribedsenLices_fof_ 
,- -lhe diagnosis and treatment of movement dysfunction, which results in functional-

disabilities_. 

Occupational and physical therapy services must be medically necessar:Y-to the 
treatment of the individual's illness or injury. To be considered medically 
neeessary,the-f-ellewiAg-eflooit1eBS=ffi~sbee-met,-:-

___ J~.-=--Tne services mOsfoe considered under-accepted stan-da-rds of practice'to be 
a specific and effective treatment for the patient's condition. 

2.	 The services mustbe of such a level of complexity, or the patient's condition 
must be such that the services required can be safely and_effectively 
performed only by or under the supervision of a qualified physical or 
occupational therapist. 

3.-	 Ibe[e_musthe- reasonable expectation-that therapy will-res'ult in a meaningful 
improvement or a reasonable expectation that therapyvvill-prevent-a 
worsening of the condition (Se-e-medical necessity definition in the Glossary 
of this manual.) 

A diagnosis alone is not sufficient documentation to support the medical necessity 
of therapy. Assessment for physical and/or occupational therapy includes a 
comprehensive evaluation of the patient's physical deficits and functional 
limitations, treatment planned and goals to address each identified problem. 

B.	 Evaluations: 

In order to determine that therapy services are medically necessary, an annual 
evaluation must contain the following: 

1.	 Date of evaluation. 

2.	 Child's name and date ofbirth. ' 

3.	 Diagnosis applicable to specific the'rapy. 

4.	 [3ackground information including pertinent medical history; and, if the child is <

12rnonths of age or younger, gestational age. 

5.	 Standardized test results; including all subtest scores, if applicable. ,Test 
results, if applicable, should be adjusted for prematurity (less than 37 weeks 
gestation) if the child is 12 months of age or younger:. ,he-te-st resu1ts shoutd 
be noted in the evaluation. 

6.	 O~jective information describing the child's gross/fine motor abilities/deficits, , 
e.g., range of motion measurements, manual muscle testing, muscle tone or 
a narrative description of the child's functional mobility skills. 

7.	 Assessment of the results of the evaluation, including recommendations for 
frequency and intensity of treatment. 

8.	 Signature and credentials of the therapist performing the evaluation. 

C.	 Standardized Testing: 

1.	 Tests used must be norm-referenced, standardized tests specific to the 
therapy provided. 

2.	 Tests must be age appropriate for the child being tested. 



----t'P-h·ysiGi.anlJRd~endem;;bab/CRNAlRadiati{;)n-Thefapy-Geriter~-~- -- -.	 -Section-II 

3.	 Test results must bJ~JeRPlt~ctas standard-scores, Z scores, I. sc.ores or 
percentiles. Ag-e-equivalent scor:es-and per-Gentage of delay cannot be used 
to qoaHfy.=.fof-services. 

4.	 A score of -1.5 standard dev-iat10ns or'more from the-mean in at leastone 
subtest area or compos"ite-score H3 requir:ed-to-qualify-for-serVices. 

5.	 If the -ehHcl-eaAfloloe tested with a norm-referenced standardized test, 
critefion-based testing or a-flARe-tional description of the child's gross/fine 
motor o-e"fi"citsmay be usoed. Dco~c_umentation~o.f=tbe-I'"eason-why a 
·stanaarOiz-e-d"'tErstcOtfkt-net be=l;Jsed must-be-inclDded in the- evalUation. 

\ 

6. The Mental Measurement Yearbook (MMY) is the standard reference to 
. ·-------detefmine=reJ-iaailitY and-val~eity-;-RefeF--te-see-ti0AS-::-2-2-l.210 and _2-2-;J~220_for a 

lisLotstandardized-tests-recogoized-by-tbe-Q-uality-l.mpr:ov.ement
Organizatio---n-CQlOtfor retrospe_ctive reviews. 

D.	 Other Objective Tests and Measures: 

1.	 Range of~Motion: A limitation of greater than ten degrees and/or
 
documentation of how-deficit-limits-ftJnction.
 

2.	 Muscle Tone: Modified Ashworth Scale. 

3.	 Manual Muscle Test: A deficit-is a muscle strength-grade of fair (3/5) or 
below tharimpedes functional skills. With increased muscle tone, as in 

-eefeGFal-f)alsy, testing-is unreliaole. 

4. Transfer Skills: Documented-as amol:Jflt-olassistance reqtJired~to-perform
 

transfer, e.g.!.,_ maXimum, m.oderat~,_or minimal assistance. A deficit is
 
defined as the inability to perform a transfer safely and independently.
 

E.	 Frequency, Intensity and Duration of Physical and/or Occupational Therapy 
Services: 

'Frequency, intensity and duration of therapy services should always be medically 
necessary and realistic for the age of the child and the severity of the deficit or 
disorder. Therapy is indicated if improvement will occur as a direct result of these 
services and if there is a potential for improvement in the form of functional gain. 

1.	 Monitoring: May be used to ensure that the child is maintaining a desire_d_ 
skill level.or to assess the effectiveness and fit of equipment such as 
orthotics and other durable_medicaLe-Q-Wpment. Monitoring-frequency should 
be based on a time interval that is reasonable for the compleXity of the 
problem being addressed. 

2.	 Maintenance Thera'py: Services that are performed primarily to maintain 
range of motion or topr:ovide positioning services for the patient-Qo- not 
qualify for physical or occupational therapy services. These services can be 
provided to thechild as part of a home program that can be implemented by 
the child's caregivers and do not necessarily require the skilled services of a 
physical or occupational therapist to be performed safely and effectively. 

3.	 Duration of Services: Therapy services should be provided as long as 
reasonable progress is made toward established goals. If reasonable 
functional progress cannot be expected with continued therapy, then services 
should be discontinued and monitoring or establishment of a home program 
should be implemented. 

F.	 Progress Notes: 

1.	 Child's' name. 

2.	 Date of service. 



Section IIPhysician/Independent Lab/CRNAJRadiation Therapy Center 

3.	 Time-ifl-8fle=time-e~t-ef-ea€n=tRer-a~y-sessioFl. 

4.	 Objectives addressed (should coincide with the plan of care). 
5. A description of specific therapy services provided daily and the activities 
--rendered during each-=tberapy session, along with a form measurement. 

6.	 Progress notes must be legible. 
7.	 Therapists must sign each date of~entry with a full signature and credentials. 

--.,- - -8. ---- Graduate students .must have~thEfsupervising_p:b¥sicattbeJqpist-or 

occupational therapist co-sign progress notes. 

227.300 SpeeGh-b-aAguage-"fl1eFapy--Guidelirles-for Retrospective Review 

A.	 Speech-language therapy services must be medically necessary to the treatment 
of the individual's illness or injury. To be considered medically necessary, the 
following conditions must be met: 

1.	 The services must be considered under accepted standards of practice to be 
a specific and effective treatment for the patient's condition. 

2.	 The services-must be of such a level of complexity, or the patient's condition
must be suctLthaLthe services required can be safely and effectively 
performed only -by or under the supervision of a qualified speech and 
language pathulo-glst. 

3.	 There must be reasonable expectation that therapy will res-Ulfin meaningful 
"improvement or a reasonable expectation that therapy will prevent a 
worsening of the condition. (See medical necessity definition in the Glossary 
of the Arkansas Medicaid manual.) 

A diagnosis alone is not sufficient documentation to support the medical necessity 
of therapy. Assessment for speech-language therapy includes acomprehensive 
evaluation_of the patient's speech language deficits and functional limitations, 
treatment planned and- goals to address ~ach identified problem. 

B.	 Evaluations: 

In order to determine that speech-language therapy services are medically 
necessary, an evaluation must contain the following information: 

1.	 Date of evaluation. 
2.	 Child's name and date of birth. 
3.	 Diagnosis-specific=-to-therapy. 

4.	 E3a(;~gro~rldinformation_ including pertinent medical history and, if the child is 
12 month-s of age-oryounger, gestational age. 

5.	 Standardized test results, including all subtest scores, if applicable. Test 
results should be adjusted for prematurity (less than 37 weeks gestation), if 
the child is 12 months of age or younger, and this should be noted in the 
evaluation. 

6.	 An assessment of the results of the evaluation, including recommendations 
for frequency and intensity of treatment. 

7.	 The child should be tested in their nati.v-e-laQQuage; if not, an explanation 
must be provided in the evaluation. 

8.	 Signature and credentials of the t~erapist performing the evaluation. 

C.	 Feeding/Swallowing/Oral Motor: 
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1.	 Can be formally or infor'mally assessed~ 

2.	 ' Must have an in-depth funcUonai-profile on oral motor structures and 
function. -An-in..deptl':l-furlctiGnal--pro'filEH;)f -oraHilotor-strtJcttire-andfunction is 
a description of a child's oral motor structu(eJhatsp_e_cJfic_ally_oote.s_bow_such

-structure is impairedin-its-fuflction and justifies the medical necessitY-Qf----
fe-edingfs~ailowingforalmt>tOTiheTapy-services. 

3.	 If swallowing pre91ems and/or signs of aspiration are-Roted, a.fermal medical 
--swallow study must be submitted. 

D.	 Voice: 

A medical evaluation is a prerequisite to voice therapy. 

~~__E._e[o_gressJ~otes:_ A __ 

1.	 Child's name. 

2.	 Date ofservice. 

3. Time in and time out of each therapy session. 

~-. Objectives addressed (shouJd'coincide with the plan of care). 

5.	 A description of specific therapy services provided daily and the activities 
--rendered during each therapy session, along-with a form of measurement. 

6.	 Progress notesmusLbe legible: 

7.	 Therapists must sign each date of entry with a full signature and credentials; 
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ARK A N 5 A 5 
.D EPA R T ME NT 0 F -Divi·slon. of~Med:tcal Servi-ces 
.'~ HUMAN =P-1o-gr-am~lanl'lh!Q-& De~elopmen:t=-=~-
~ "7 P.O.-BQx-U37, Slot S-29.5~ittie Rock, AR.72203-1437 
-~f'-SERYJCES,---' - 501-682-8368 . Fax: 501·682-2480 

----Arkansas Medicaia-Fleallh Care Pnrvi<lers --Nurse Practitioner 

DATE: August 1, 2009 

-SUBJECT: Pr()vide-r=Manuatljpdate-Trarismittal-#115~·~-_. 

REMOVE INSERT 

Section Date Section Date 
214.812 12/1/07 214.8-1-2 --8/-1-/-09 

Explanation-of-Update.s- . 
Section-2t4..8J 2j.$._'yp~<;IQted to clarify the age-range for required inclusion ofdos\;Jmentation of a
 
child's ge~tational age.
 

Paper versions ofthis update transmittal have updated pages attached-to fi·le in your-provider"
 
manual. See Section Ilor instructiohs-off updating-the paper version of the manaal-:-for electromic-

versions, these changes have already been incorporated.
 

If you need this material in an alternative format, such as large print, please contact our Americans
 
with Disabilities Act Coordinator at 501-682-8323 (Local); 1-800-482-5850, extension 2-8323 (Toll.,;
 
Free) or to obtain access to these numbers through voice relay, 1-800-877-8973 (TTY Hearing ,
 
Impaired).
 

If you have questions regar.dirig this transmittal, please contact the EDS Provider Assistance Center
 
at 1-800-457-4454 (Toll-Free) within Arkansas or locally and Out-of-State at (501) 376-2211. 'I
 

Arkansas Medicaid provider manuals (including update transmittals.)•. official notices and remittance
 
advice (RA) messages-are available for downloading from the Arkansas Medicaid website:
 I 

www.medicaid.state.ar.us.
 

Thank you for your participation in the Arkansas Medicaid Program.
 

. ~.b#-~

Roy Jeffus, Dir· {;r ~ 

., 

www.arkansas.gov/dhs 
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TOC not required-'---- --

8-1-09-~---SpeecJ1:tahgUage· Therapy-Retrospective- RevievrGuldelines 214.812 

~A. Speech-Ianguage-thel"apy_s~rviqesmust be meqically necess8r¥ tothe-tfeatment=-'- 
- (SrtFie -inoiviaual's-illnes-s-or-injury:-fo-be considered medicaIlY-fleG€rssary~he' 

, following conditions must be met: 

-1-=------ The services must-ee-GGrlsidered under acceptea"standards of pJactice~to-bR 
-a specific and effective treatment for~tfle~~~:menrsconaitibn-.- _ 

2. The services must be of such a level of complexity, or the patient's condition 
--=-"mus-t=tre-SlJehTthatihe--s-erviGes~r-egtlir:edcan--be=safe!¥=-andeffeGtively
------perform-ed only--by-or-t1nder the sl;lf3efvisioA-Gf--a-{lualified speech-and----

language pathologist. 

3.	 There must be reasonable expectation that therapy will result in meaningful 
improvement or a -reasonable expectation that therapy will prevent a 
worsening of the condition. (See medical necessi!~in glossary of the 
Arkansas Medicaid manual.) 

A diagnosis alone-is-not suffic.ient docl;fmentation to support the medical necessity 
of therapy. Assessment for speech-Ianguage-ther-apy-=inell;fees a comprehensive 
evaluation ofihe patient's speechlangtlage deficits ane-functionallirnitations, 
treatment planned and goals to address each identified problem. 

B.	 Evaluations: 

In order to determine that speech-language therapy services are medically 
necessary., an evalu~tion must contain the following information: 

1.	 Date of evaluation. 

2.	 Child's name and date of birth. 

3.	 Diagnosis specific to therapy. 

4.Bac~gr.c?undinformationincludingpertinent medical history; and, if the child is 
12m(Jnths of a'gear young'er! gestational age. 

5.	 Standardized test results, including all:subtest scores, if applicable. ,Test 
results,- if applicable, should be-adjusted focprema-turity (when less than 37 
weeks gestation) if the child is 12 months ofage or younger this-sl:tQblld be 
noted in the evaluation-. 

6.	 An assessment of the results of the evaluation including recommendations 
for frequency and intensity of treatment. 

7.	 Thecl1i1d should be tested in theirnative language;it-not, an explanation 
must be provided in the evaluation. 

8.	 Signature and credentials of the therapist perforTl)ing the evaluation. 

.The mental measurement yearbook is the standard reference to determine good 
reliability/validity of the test(s) administered in the evaluation. 

c.	 Birth to Three: 

1.	 - (minus) 1.5 SO (standard score of 77) below the mean in two areas ~ 
(expressive, receptive) or a - (minus) 2.0 SO (standard score of 70) below 
the mean in one area to qualify for language therapy. 

2.	 Two language tests must be reported with at least one of these being a 
global norm-referenced standardized test with good reliability/validity. The 
second test may be criterion referenced. 



ARK A N 5 A 5 
Division of Medle=a:J=Service:s=-·DEPARTMENT OF 

--P-regram Planning &-Devel-opment~~HUMAN-
P.o. Box 1437, Slot 5-295 . Li-ttle---Rock,-_AILZ.2203~1A37 

501-682-8368 . Fax: 501-682-2480 l7SERVICES 

TO:	 Ar-ksnsas Medicaid-Health Car--e'::P-r~v'ldefs~--j,tospitaIJ'::Cr:~;ti:ca-t=A~cess
Hospital (CAH) I End-stage Renal Disease (ESRD) 

DA+E:	 August 1, 2009- . 

SUBJECT:	 Provider Manual Update Transmittal #157 

REMOVE INSERT
 
Section  Date- ..Section Date
 
218~101 12/1/07 218.101 8/1/09
 

218.200 1/1/09	 2-18-;-200 ----at1109 

Explanation-of Updates.
 

Sections 218.101 and 218.200 are updated to clarify the age range for required inclusion of
 
documentation of a child's gestational age.
 

Paper versions of this update transmittal have updated pages attached to file in your provider
 
manual. See Section I for instructions on updating the paper version of the manual. For electronic
 
versions, these changes have already been incorporated.
 

If you need this material in an alternative format, such as large print, please contact our Americans
 
with Disabilities Act Coordinator at 501-682-8323_.(Local); 1-800-482-5850, extension 2-8323 (TolI

Free) or to-Qbtair:l--access to these numbers through voice relay, 1-800-877-8973 (TTY Hearing
 
Impaired).
 

If you have questions regarding this transmittal, please contact the EDS Provider Assistance Center
 
at-1-800-457-4454 (Toll-Free) within Arkansas or locally and Out-of~State at-(50-1) 376-2211.
 

Arkansas Medicaid proviaeTmanuals (including update transmittals), official notices and remittance
 
advice (RA) messages are available for downloading from the Arkansas Medicaid website:
 

. www.medicaid.state.ar.us.
 

Thank you for your participation in the Arkansas Medicaid Program.
 

www.arkansas.gov/ dhs
 
Serving more than one million Arkansans each year
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TO-C not r-eqtiirea---==-

218.101	 Documenting Evaluations' 8-1-09 

DocumeAtatien-ef-an--annual ev-a-luatiQrl-mustGontain the following 

---1\-.--Date-af-evaluation 

-B-;--' --Patient's name and date of birth 

C. -"Dia-gnnsis-applie-abte to specific therapy 

\ D.' Background information including pertinenfmedical history; and, if the child is 12 
~months=6f age ·ol.you-n-ge-.,.-ge~tational=age. . 

-E~-·-·StaAEJar-Gized test results, including all suotest -scor:esr when-appHca5Ie

F.	 Test results adjusted for prematurity (less than 37 weeks gestation), when 
applicable, when the child is 12 months of age or younger. 

G.- ObjectbleJnformation_describing the child~s gross/fin~ motor abilities/deficits, e.g., 
range of motion measurements, manual muscle testing, muscle tone or a narrative' 
description of the patient's functional mobility skills. 

----=fl ~Assessment of the results of the evaluation, includkl9-recommendations for 
freql.,l~ncy and intensity of treatment. 

I.	 Signatur:e--and-credentiaJs of-the-therapist p.edor:mlng the evaluation. 

218.200	 Speech-Language Therapy Guidelines for Retrospective Review for 8-1-09 
Beneficiaries Under Age 21 . 

.A. Medical Necessity 

Speech-language therapy services must be medically necessary to the treatment 
of the individual~s illness or injury. To be considered medically necessary, the 
loUowing conditions must be met: 

1.	 +Me serviees must be considered under -accepted:...star-ldards of practice to be 
a-specific and effective treatment for the patient's c0fldition. 

2.	 "fhe-services-must be of such a level of complexity or the patient's condition 
must be such that the services required can be safely and effectiVely 
performed only by or under the supervision of a quali'fied speech and 

. language pathologist. 

3.	 There must be a reasonable expectation that th~rapy will result in meaningful 
improvement or a reasonable expectation thaflnerapy will prevent a .. 
worsening of the condition. (See the medical necessity definition in the 
Glossary of this manual.) . 

A diagnosis alone is not sufficient documentation to support the medical necessity 
of therapy. Assessment for speech-language therapy includes a comprehensive 
evaluation of the patient's speech language deficits and functional limitations, 
treatment planned~nd goals to address each identified. pro~lem. 

B.	 Evaluations 

Inorderto determine that speech-language therapy services are medically 
necessary, an evaluati.on must contain the following information: 

1.	 Date of Evaluation. 

2.	 Patient's name and date of birth. 
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3.	 Di~gnosis~~e.cific to therapy. ~ 

4.	 Background information including pertinent medical history;and;ifthe child-is 
12 months of age or younger, gestationaJ-age. 

5:	 Standardized test results, including all suetest--se0Fes-if applicable. Test -
-- --results if applicabLe_,_sbo_tJld-.b~e=adjustedfor prematarityitessJbar:l-31 we-eks 

gestation) if the child is 12 months of age or younger, and this should be 
noted i~ne=evaluation. 

6.	 An-assessment of -the-results-of ttle-evaluation, incl~QJng-ree0mmeneations 

for frequency and intensity of treatment. 

7.	 An explanation wb¥ the child was not tested in his or her native language; if 
not, an explahationl11ust- befpTovideu--=irFt-h-e~v:a-lffatia-R-~ ~--- 

--S. -Sigflature ana creoenfials offne fnerapfsf performing tne evaluation. 

C.	 Feeding/Swallowing/Oral Motor 

1.	 The patient may be formally or informally a~sess~d. 

2.	 The_patLent must have an in:-depth functional profile on oral motor structures, 
and function. An in-depth-functionalprofile of oral motor structure and 
function is a description ota patient's oral motor: structure. thatspecificall¥_ 
notes how sucnsfnitfure--isimpaired in its function and justifies the medical-------------
necessity of-feedipg/swallowing/oral motor theIap¥ services. 

3.	 If swallowing problems and/or signs ofaspiration are noted,Jhen a formal 
-medical swallow study must be submitted. 

--·-D~-~·- Voice 

A medical evaluation is a prerequisite for voice therapy. 

E.	 Progress Notes 

Progress notes must be legible and must include the following information. 

1.	 Patient's name. 
--2-:-	 Date of service.
 

3-;-- Time in and time out of each therapy session.
 

4.	 Objectives addressed (should coincide with the plan of care). 

5.	 DescIiptions of specific therapy services provided daily and activities 
rendered during each therapy session, along with a form of measurement. 

6.	 Measurements of progress with respect to treatm,ent goals and objectives. 
7.	 Therapist's full signature and credentials for each date of service. 

~8·.	 The supervising-speech and language pathologist's co-signature on graduate 
students' progress notes. 



ARKANSAS . D~visi-()n~of-M'ed1-cat-S-er\lic~_s_.D E P-A R-T-M E N T 0-' 
Program Planning &_Oey.eJe.pm.e-llt-_

~H'UMAN-
P.O.	 BQx-1437, Slot=S-~95..:..Little Rock, AR 72203·1437 

501-682-8368 . Fax: 501-682-2480 l7SERVICES 

~"):o-:- __Ar-kan:s:as::M:edicaidJ:Le.alth Care Providers - C-hild Heaith-Management
Services 

--DATE:-'- -··---August-t;-2009=:---- ..------- ---

SUBJECT: Provider Manual Update Transmiftal1t'r2-1-

REMOVE INSERT
 

Section Date Section Date_
 
245.100 10/1/08	 245.100 8/1/09 

245.200 1/1L09	 245.200 8/1/09 

Explanation of Updates 
Sections 245.100 and 245.200 are updated to c1arifyihe age range for required inclusion of
 
documentation of a child's gestational age. .
 

Paper versions of this update transmittal have updated pages attached to file in your provider
 
manual. See Section 1for instructions on updating the paper version of the manual. For electronic
 
versions, these changes have already been incorporated. ..
 

If you need this material in an alternative format, such as large print, please contact our Americans
 
with Disabilities Act Coordinator at 501-682-8323 (Local); 1-800-482-5850, extension 2-8323 (Toll

Free) or to obtain access to these numbers through voice relay, 1-800-877-8973 (TIY Hearing
 
Impaired).
 

If you have questions regarding this transmittal, please contact the EDS Provider Assistance Center
 
at 1-800-457-4454-(.:r-QII~i=ree)within A~kansas or locally and Out-of-State at (501) 376-2211.
 

Arkansas Medicaid provider manuals (including update transmittals), offiGial91otices-af18--remittance
 
advice (RA) messages are available for downloading from the Arkansas Medicaid website:
 

_www.medicaid.state.ar.us.
 

Thank you for your participation in the Arkansas Medicaid Program.
 

Roy Je'207tc# ~----------

www.arkansas.gov/ dhs
 
. Serving more than one million Arkansans each year
 



--ro·C·-not-requ;~ed 

8.-1-09245.100 Occupational and Physical Therapy GuJdelines_for-:-.Relr_ospective 
Review . . 

i 

A.	 'OccupationataAe physicajiherapy..::s.eDlices_are_med'ically.prescrioee-serviees for 
the-diagnosis .and.lreatment of movement dysfunction that result in functional 
disabilities. 

-0cGupational-and physical-ctherapy seT\1ices-m\;Jst~be~medicaUY=Aec-:e_sS'a~fof=:t~e,--~ 

treatment of the individual's illness ·or injury. To be considered medically 
necessary, the following-conditions must be met: 

---1.-...	 Tl"le-servicemustbe-considered_under-.acce.pte_d_s1andards otpraGtice to be a 
specific andeffective treatment for the patient's condition. 

2.	 The service must be hf such a level of complexity or the patient's condition 
must be such that the services required can be safely and effectively 
performed only by or under the supervision of a qualified physical or 
occupational therapist. " . . 

3.	 There must be reasonable expectation that therapy will result in a meaningful 
improvement or a reasonable-expectation that therapy will prevent a ; 
worsening of the condition. (See the !l1edical necessity definition in the 
Glossary of this manual.) , 

A-diagnosis alone is not sufficient documentation to support the medical necessity. 
-of therapy~ssessmentfor-physical 8fle/er-occupational therapy inGluQes-a . 
comprehensive evaluation of the patient's physical deficits and functional 
limitations, treatment planned and goals to address each identified problem. 

, 
B.	 Evaluations: 

j In order to determine that therapy services are medically necessary, an annual 
evaluation must contain the following: 

-1~-	 Date of evaluation. 

'2~	 Child's name and date of birth. 

3.	 Diagnosisapplic~ble to speci'f!c therapy~ 

4.	 BaGk~r()LJl1dinf()rT-l1ationincluding pertinent medicalhistory;-and, if the child is 
12month~of. ~ge or youl1ger, gestational age. . 

5.	 Standardized test reSUlts, including all subtest scores, if applicable. Test 
results, if applicable, should be adjusted for prematurity (less than 37 weeks' 
gestation) if the~child· is 12 months of age or younger. The' test results should 
be noted in the evaluation.' ~ 

6.	 Objective information describing 'the child's gross/fine motor abilities/deficits, 
e.g., range of motion measurements, manual muscle testing, muscle tone or 
a narrative description of the child's functional mobility skills. 

7.	 Assessment of the results of the evaluation, including recommendations for 
frequency and intensity of treatment. 

8.	 Signature and credentials ofthe therapist performing the evaluation. 

C.	 Standardized Testing: 

1.	 Tests used musrb-e norm-referenced, standardized tests specific to the 
therapy provided. 

2.	 Tests must be age appropriat~ for the child being tested. 



I Cl1ilcfBeattllManagement Services	 Section II 

3.	 Test results must be reported as standard scores, Zscores, T scores-or 
percentiles. Age equivalent scores anEJ-{)erGeAt-age-{)f~eJa'Y"-Cannotbe-used 
_to qualify for services. 

4.	 Ascote of -1.50 standard deviations or more'from the mean in at least one 
subtest area or::composite score is reqUirecrfo-quaHfy4or--=serviGes. 

-§~-lf-f11e--GnilEJ-G-aARet be tested with a norm-FefereRt--ed;-standa-rdiZE:rd=t~st-,
criterion~based testing. or a functional-eeseRJ9tieR-{)f-tt"le-eAile~:s-§r0ss/fi ne 
motor deficits .may-=be-used-.-Documemation of the reason why a ' 

-- - ---staJ:IQa.r:Gti~eEJ;test,=C(lUld=l],o.tc=bedJsed~mustbe- indDded fflttle evaIUaliorl. ' 

6.	 The Mental Measurement Yecarbook (MMY) is the standard referenceto 
determine reliability and validity. 

Refer-ta-sections 245._t:L0_all(r2~:S~j20Jor a listof-standardjzed-tests-accepted-by---,---·-
the Arkansas Medicaid program for retro-spe~ctive review.' 

D.	 Other Objective Tests and Measures: 

1.	 Range of Motion: A-limitation of-greater than ten degrees and/or
 
documentation of how deficit limits-function.
 

2.	 Muscle Tone:, Modified Ashworth Scale. 

3.	 ManlJal Muscle Test: A deficifis a muscle strength-grade of fair (3f5~-or--
below that impedes functional skills:---With increased muscle tone, as in 
cerebral palsy, testing is-l:JRreHable-;

4.	 TransferSkills: Documented as amount ofassistance-required-to perform 
transfer,j~~~,maximum, moderate, minimal assistance. A deficit is_defioe_d_as_.__ 
the inability to perform a transfer safely and independently. q 

E.	 Frequency, Intensity and Duration of Physical and/or Occupational Therapy 
Services: 

Frequency, intensity.and duration of therapy services should always be-medically 
necessary and realistic for the age ofthe child and the severity of the deficit or 
disorder. Therapy is indicated if improvement will occur as a direct result of these 
services and if there is a potential for improvement in the form of functional gain. 

1.'	 Monitoring: May be used to ensure that the child is maintaining a desired 
skill level or to_assess the effectiveness and fit of equipment such as 
ortt-'lotics and other durable medic~ equipment. MonitoringJre.{Juency should 
be based on a time interval that is reasonabie for the complexity of the 
problem being addressed; 

2.	 Maintenance T.herapy: Services that are performed primarily to maintain 
range ofmotion QIJ9PJQ,vide positioQing services-for the patient do not 
qualify for physical or occupational therapy services. These services can be 
provided to the child as part of a home programthat can be implemented by 
the child's caregivers and do not necessarily require the skilled services of a 
physical or occupational therapist to perform safely and effectively. 

3.	 Duration of Services: Therapy services should be provided as long as 
reasonable progress is made toward established goals. If reasonable 
functional progress cannot be expected with continued therapy, then services 
should be disc(j)ntinued and monitoring or establishment of a home program 
should be implemented. 

F.	 Progress Notes: 

1.	 Child's name. 

2.	 Date of service. 



·---~Section-II-~~-· 

··--·-3.-	 Time-in-and time out of eacb-tber:ap~'-session.-.-

4.	 Objectives addressed (should coincide with ~he plan of care). 

5.	 A description of specific therapy services provided daily and the activities 
~-r-ef:lclered 8l;JFingeach therapy-session, -along..:.witb.a form measur:ement.
 

_. --':6~--- -=Pro-=gresS=-neles-=musnjelegiole .

7...__~'I:h~Hapists must sign each-date"'6f:'entry-=v'lithc;l-ftJH-signattire-afld credentials. 

8.	 -=Gr;aGt.uatestud.ents...m.ust-bave the supervising physiCaUherapist or 
-=eccupationat-therapistco-s-ign -prog're-s-s notes. 

245.200~--S-peech"'~an-guage3"::tlerapy G.uidellnes for Retrospective-Review--- _8~1~O.9_ 

--A-:	 Speech-language therapy servi6es~ml;Jst~ee-meEtiGaltY-flecessary-fQr-the treatment 
of the individual's illness or injury. To be considered medically necessary, the 
following conditions must be met: ' 

1.	 The services must be considered under accepted standards of practice to be 
a sp.ecific and effective treatment for the patient's c6ncfitTon. 

2.	 The services must be ofsuch a level of complexity, or the patient's condition 
must be suc~that-the services required can-be' safely and effectively
performed only by or under the supervision of a qualifi~d speech and 
language patho'iogist. 

-3~ There-m·ust be reasonableexpectatioTLtbat~therapy-will restJlt-in meaningful 
-impr:ovement-of-a-r:easonable exp.ectationJhattherap}LWiILprevent a. 

worsening of the condition. (See the medical necessity definition in the 
Glossary of this manual.) 

A diagnosis alone is not sufficient documentation to support the' medical necessity 
of therapy. Assessment for speech-language therapy includes a comprehensive 
evaluation of the patient's speech language deficits and functional limitations, 
treatm-ent planned and goals to address each identified problem. . 

B.	 Evaluations: 
J 

In order to determine thatspeech~language therapy services are medically 
necessal¥,.an evaluation must contain the following information: 

1.	 Date of evaluation. 

2.	 Child's name and date of birth. 

3.	 Diagnosis specific to therapy 

4.	 Back,ground information incluein!fH;>ertinent medical history; and, if the child is 
12monthsofageoryounger, gestational age. 

5.	 Standardized test results, including all subtest scores, if applicable. Test 
results, if applicable, should be adjusted for prematurity (less than 37 weeks 
gestation) if the child is 12 monJhs old or younger and this should be noted in 
the evaluation. 

6.	 An assessment of the results of the evaluation inCluding recommendations 
for frequency and intensity of treatment. 

7.	 The child should be tested in his or her native language; if not, an
 
explanation must be proVided in the evaluation.
 

8.	 Signature and credentials of the therapist performing the evaluation. 

C.	 Feeding/Swallowing/Oral.Motor: 

1.	 Can be formally or informally assessed. 
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2. Must have in-depth functional profile on oral motor structures and function. 
~AR--i~el3tA-functional	 profile of oral-m()t()r~tr-tJetureand function is a 
description of a child's oral motor structure that specifically notes how such
structure is impaired inits function ana-justifies U1E3mea-icafnecessity of 
feeding/swaIIo-wing/ora I motor therapy-services-:

D.	 --\1oice

~-7S.. meaical-evalLfation is a prerequisite for voice ttlerapy. 

E.	 Progress-Notes 

1.	 Child's-name. 

2.	 Date ofservice. 

3. ._Iime in-and-time-ouLof-eactl-therapy-sessiQI'l..-

4.	 Objectives addressed (should coincide with-the plan of,care). 

5.	 A description of specific therapy services provided daily and the activities 
rendered during each therapy session, along with a form of measurement. 

6.	 P-F0€jFess notes must-be-I~g ible. 

7.	 Therapists must sign each date of e-ntry witha full signature and credentials] 

----8-.	 Graduate sttJeeflts-ml:-.ls-t-l1ave-the supervisingspeech';langtiage pathoIQgI~L _ 
co-sign progress notes; 



ARKANSA.S 
J~li-v~s~ien~f-MeGiGCi1=ServicesD E-P A .=T"M-E--.-T-=O=:f-
Program Plan-ning.& .D~¥e-lQPJnQP.t

~7·-H'U.MA..-N- p.o.	 Box 1437, 81et~S-295 . Little Rock, AR 72203·1437 
501~6g2-8368 . Fax: 501-682-2480 ~ -SERVICES 

~.e.;= -A-r-kansas-Medicaid Health Care Providers -=Rehabmtiltive Hospital--

DATE: August 1, 2009 

- ---SU-BJ.ECl"-:-  -,P-r-OVider. ManuaLUpdat:e..:I[ansmittaI1tt'[3:= 

REMOVE . INSERT 

Section Date Section Date 
216.101 12/1/07 216.101 8/1/09 

216.200 1/1/09 216.200 8/1/09 

Explanatiorl-of.-Updates 

Sections 216.101 and 216.200 are updated to clarify the age ral1ge for required inclusion of 
documentation of a child's gestational age. ' 

Paper versions of this upClate-tra-nsmittal have updated pagesatt~rcm::d-to--tile-in-your1>rovider 

manual. See Section I for instructions on updating the paper version of the manual. Fcir electronic 
versions, these changes have already been incorporated. . . 

If you need this material in an alternative format, such as large print, please contact our Americans 
with Disabilities Act Coordinator at 501-682-8323 (Local); 1-800-482-5850, extension 2-8323 (ToII
Free) or to obtain access to these numbers through voice relay, 1~800-877-8973 (TTY Hearing 
Impaired).	 . 

If you have questions regarding this transmittal, please contact the EDS Provider Assistance Center 
at 1-800-457-4454 (Toll-Free) within Arkansas or locally and Out-of::State a1(501) 376-2211. 

Arkansas MedicaiEl-j3r.ovider manuals~(including update.:tr-ansmittals); official notices and remittance 
advice (RA) messages are available for downloading from the Arkansas~Medicaid--Website: 

www.medicaid.state.ar.us. . 

Thank you for your participation in ttie Arkansas Medicaid Program.. 

~.~~. 
Roy Jeffus, Dlr~1' . 

www.arkansas.gov/ dhs
 
Serving more than one milliOl:! Al."kansans each y~ar
 



--RetlatJilitative1'lospital . 

-r.O-C-not~equited-

216.101	 Documenting Evaluations - 8-1-09 

DocumeAtati0A-ef an annual evaluatiqn must contain the-follow!n-g:

A. Date of evaluation
 

-8. Patient's name-and date of birth'
 

G.G>iagnosis-a~~Hcable to sJ3eeifJe--tnerapy 

D.	 BackgroLJndinformati(>n including pertinent medical history; and, if the- child is12 
months of 'age or:-young_er,_gestationaLage. __ 

-=E--:--- Standardized-test restJlts-;-ineltldiflg-all-stJstes-t-seer-es,wRen apf3liGaele

F..	 Test results adjusted for prematurity (less than 37 weeKs gestation), when 
applicable, when the child is less than 12 months of age or younger 

G.	 Objective information describing the child's gross/fine motor abilities/deficits, e.g., 
range of motion measurements, manual muscle testing, muscle tone or a narrative . 
description of the patient's functional mobility skills. 

H.	 . Assessment of the res1Jltsofthe~e,,raluatlon, including recommendations for 
frequency and intensity of treatment. . 

I.	 Signature and credentials of the therapist performing the evaluation. 

216.200	 Speech-Language Therapy Guidelines for Retrospective Reviewlor 8-1-09 
Beneficiaries Under Age 21 

A.	 Medical Necessity 

Speech-language therapyser\iices must be medically necessary to the treatment 
of the individual's illness or-injury. To be considered medically necessary, the 
following conditions must be met: 

1.	 The services must be considered under accepted standards of practice to be 
a specific and effective treatment for the patient's condition. 

2.	 The services must be of such a level of complexity or-tt~e-~atient's condiUon 
mtJst-be- such that tne services required can be safely and effectively 
performed only by orunder the supervision of a qualified speech and 
language pathologist. . 

3.	 There must be reasonable expectation that therapy will result in meaningful 
improvement ora-reasonable expectation that-tberapy will prevent a 
worsening of the condition. (See the medical necessity definition in the 
Glossary of this manual). 

A diagnosis alone is not sufficient documentation to support the medical necessity 
of therapy. Assessment for speech-language therapy includes a comprehensive 
evaluation of the patient's speech-language qeficits and functional limitations, 
treatment(s) planned and goals to address each identified problem. 

B.	 Evaluations 

In order to determine that speech-language therapy services are medically 
necessary, an -evaluatieA'-W1t1st contain the following information: 

1.	 Date of evaluation. 

2.	 Child's name and date of birth. 
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3.	 Diagnosis specific to therapy. 
'"	 '-4--;-~-BackgroundinformCJtioninciuding pertin'ent medi-ca1-tl"istory; aodjf:the chiJdJs_
 

12moAt~sof age or young.er, gestatLQf"lalj~lg~.
 

5.	 Standardized test results, including all subtest sCores if-a.pplicable. Test 
results, if applicable, should be adjusted for prematl:lrity=<"Je~s~tfian<~?_we_eks~~.. _ .. .. 
QestatiQr:frif.=t~e-G~i,IG-is12 months ~t~g~ _9J.:YQU r:lQer~-antt'thts-sh-ould-b-e-=--' -- .~.- ,',. 
noted in the evaluation. 

£~	 An assessment of the-resuUs-of--theevaluation, including recommendations 
.- --for=freqtJencyand-'intensity"'0f4reatment-;--,

7.	 The child should be tested in his or her native language; if not, an
 
.. e.xplaoation mus_tb.e_p(o~ide_dJnJb.e_eY:atua1ibn.
 

__8.~,. Signature...ancLcredentials-oft6elflerapJst performing::ttle-evaluatiQR-.-'-------- 

C.	 Feeding/Swallowing/Oral Motor 

1.	 The patient may be formally or informally assessed. 

2.	 The patient must have an in-depth functional profile on oral motor 
structures and function. An in-depth fun~tional profile of oral motor structure. 
and function is a description of a patient's oral motor structure that . 
specifically-Rotes how'such structure is impaired in its function and justifies---' 
the medical necessity of feeaing/swallowingJoral'motor therapy services. 

3.	 If swallowing problems and/or signs of aspiration are noted, a formal medical 
swallow study must be submitted.. 

D.	 Voice 

A medical evaluation is a prerequisitEffor voice therapy. 

E.	 Progress Notes 

Progress notes must be legible and must include the following information: 

1.	 Patient'~ name. 
2.	 Date of service. 

3.	 Time in and time outofeach therapy sess.ion. 
4.	 Objectives addressed (should coincide with the plan of care). 
5.	 Descriptions ofspecific therapy services~provideddaHy~and__activiUes_ 

rendered duri,ng each therapy session, along with a form of measurement. 

6.	 Measurements of progresswith respect to treatment goals and objectives. 

7.	 Therapist's must sign each date of entry with a full signature and credentials. 

8-.- The supervising speech-and-Ianguage pathologist's co-signature on graduate 
students' progress notes. " 


