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ABA Intent to Initiate
Treatment form

Providers must complete
this form to notify the
Department of the intent
to initiate services.

DDP will also retroactively
reimburse for services.

MONTANA

I]P“Hs Applied Behavior Analysis (ABA) Services

Intent to Initiate Treatment

This form notifies DPHHS of the intent to initiate Applied Behavior Analysis (ABA) services for a
member with a provisional qualifying diagnosis as delineated in the Eligibility Criteria and who meets
Functional Impairment Criteria. DPHHS is unable to reimburse a provider for services rendered
unless this form is completely and accurately filled out and submitted. Please send all required
information and documentation to via the secure Montana File Transfer Service at

https:/itransfer.mt.qov to DDPServiceRequest@mt.gov.
Provisional Qualifying Diagnosis

[ ] Autism Spectrum Disorder®

|_| Serious Emotional Disturbance®

|_| DD Eligible**

*Any physician, licensed mental health professional, or qualified healthcare professional may refer a
member for the initiation of ABA services under these provisional qualifying diagnoses. However, to
be eligible for re-authorization of ABA services, the provisional qualifying diagnosis must have been
established a qualified healthcare professional with expertise in the diagnostic area.

*Any member being served with a qualifying diagnosis of Developmental Disability must have been
deemed eligible for the receipt of state-sponsored developmental disabilities services.

Date of Submission

Member Name

Date of Birth

Medicaid Card ID

Parent or Guardian/Caregiver Name

Parent or Guardian/Caregiver Contact Information

Provider Name

Provider Contact Information

Provider NPI

Provider License Number

Start Date for Services
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ABA Intent to Initiate Form

When you submit the Intent to Initiate Treatment form at https://transfer.mt.gov to
DDPServiceRequest@mt.gov, you can expect to hear back via email after the form is processed.
In this email, you will receive the begin and end date of the billing span. No PA will be required
during this billing span.

Hellg,

This email is to confirm that your request to initiate ABA services for member####### was received. For the initial 180 days,

01/02/2023 - 07/01/2023, |services can be billed without a prior authorization number. To continue services after 07/01/2023, you will

need to submit a request for continuation of services through Qualitrac.
https://www.mpaghf.org/corporate/medicaid-portal-home/

Review manuals, fee schedules and more at https://medicaidprovider.mt.gov/76.

Please let me know if you have any questions or concerns,

Thank you


https://transfer.mt.gov/
mailto:DDPServiceRequest@mt.gov

ABA Additional Units
Request form

This form must be submitted with:
** The Treatment Plan

+* Behavior Identification
Assessment, and

** One of the following:

o A Diagnostic Evaluation (for
members with an ASD or SED
Provisional Diagnosis), or

o Proof of DD Eligibility, or

o An annual Clinical Re-
Assessment (Only for
members with SED)

MONTANA
Applied Behavior Analysis (ABA) Services
Additional Units of Service Request

This foarn notifies the Department of the intent to cominue Applied Behavior Analysis (ABA) senices bayond
thee Initial or previously authorized 180 caendar days or 1,260 wunits of service for & member with a gualifying
diagnosis and who meets the FuncBional Impaiment and  Eligibllity Criteria.

The Department & wnable bo rermbunse a provider for sendces rendered unlass this form |s completely and
accuratedy filled out and submitted. Reimburserment may not be ghven retrosctively for tallure to submit Brmedy,
compete and reguired documentation. Please upbsad forme/documentation to Qualirac via the Medicasd
Utilzation Review Portal Medicald Portal - Home - Mountain£ acific Ouweslity Health (mpahif ong).

Date of Submission

Member Namea

Date of Birth

Medicald Card ID

Parent or Guardian/Caregihver Mame

Parent or Guardian/Caragiver Contact Infermation

Provider Hame

Provider Contact Information

Provider NP

Provider License Mumber

Start Date for Services

By signing below, the service provider confirms inwriting all of the following:

O A qgualfied heakhcare professional with expestise in the diagnostic area™ has performed a Diagnostic

Evaleation which has confirmed the qualifying diagnosis and the professional deems the sendce
medically necessary 1o ameliorate the symptorms of the stated qualfying diagnosis.

*Tor be eligibbe for re-authorization of ABA senices, the provisional gualifying disgnosis must have been
established by one of the following gualified healthcane professionals with expertize in the diagnostic

area

o Child and sdolescent peychiatrist

o (General peychiatnist with child and adolescent expanence

o Paychiatric mental health nurse practiioner wath child and adolascent experience
o Deweloprmentsl pediatrician

o Meuropaychologistipsychologist

O The licensed Board Certified Behavior Analyst (BCBA) delivering serdces has confirmed In witing the

continued medical necessity of the senvice and the expactation that the member's presenting deficis will
continue to improve to a clinlcally meaningful estant.

Created 02012022 Page10of2



Qualified Diagnosis

Page two of the Required
Document Components
checklist gives examples of
what counts as a qualified
diagnosis.

Diagnostic Evaluation

Applies only to Autism Spectrum Disorder (ASD) and Serious Emotional Disturbance (SED) provisional
qualifying diagnoses.

B 1. Performed by qualified health care professional with expertise in the diagnostic area

B 2. Establishes qualifying diagnosis

B 3. Indicates medical necessity of ABA services to ameliorate symptoms of the qualifying diagnosis
B 4. Documents the Functional Impairment Criteria met by the member at the time of evaluation

Clinical Re-Assessment
Required annually and applies only to SED.

B 1. Confirms qualifying diagnosis from Diagnostic Evaluation

B 2. Indicates medical necessity of continued ABA services to ameliorate symptoms of the qualifying
diagnosis
B 3. Documents the Functional Impairment Criteria met by the member at the time of re-assessment

DD Eligibility

Applies only to individuals being served under a Developmentally Disabled (DD) Eligible category.
B 1. DD eligibility letter confirming the individual has been determined eligible; or

B 2. Evaluation Determination Stand-Alone document from Care Management System with state review
section affiming person is eligible for Montana Milestones Part C or Family Education and Support

Services, dated within 365 days.



ABA Provider Transfer
Request Form

When you submit the
Provider Transfer Request
form, enter the total
number of units used so
that providers know how
many units are remaining.

MONTANA
Applied Behavior Analysis (ABA) Services
Provider Transfer Request

Please complete the form in its entirety and send via the secure Montana File Transfer Service at
https:/ftransfer.mt.gov to DDPServiceRequest@mt.gov.

Member Information
Member Name

Date of Birth

Medicaid Card ID

Provider Information

Agency Name and Contact Person

Telephone Number

Email Address

Current Authorization Information
Current Authorization Start and End Dates

Prior Authorization Number (if applicable)

Number of Units Used

Authorization Transfer Request
The end date of the amendment will be the same as the current authorization end date.

Anticipated Date of Requested Transfer

[ This transfer is requested to split hours of the current authorization with another provider.
OR

[1 This transfer is requested to transition the entire amount of the current authorization to the provider
requesting this change.

Justification for Transfer

Signatures
Both the original provider and additional provider must sign this amendment.

ORIGINAL Authorized Provider Printed Name

Signature and Credentials Date
ADDITIONAL Requested Provider Printed Name

Signature and Credentials Date




ABA Telehealth Exception
Request Form

The Public Health Emergency is
set to end May 11t, 2023.

After that time, providers must
complete this form for prior
authorization of services to be
delivered via Telehealth.

MONTANA Applied Behavior Analysis (ABA)

I]PHI'IS Telehealth Exception Request

Cormplele this form for prior authofization of services o ba delvered via elehealth.
Save and submil the completed fom o HHE DSD DDF Service Regueast

{ddpservicereguest @ mt gov) Wia the Monlana Stale File Transfer Service.

Pracliiorers should be familiar with and adheare o the g.lilﬂlE"HE'E &g Bp'l‘.'CiﬁEd in e Counci of
Aulism Service Providers (2021). Praclice FParamelars for Teighesih-imgiemeaniabion of Apaisy

Behawior Anslysis Second Edition. Wakefield, MA: Author.
Diate of Submission
Medmibear Marme
Memibar DOB

Member Medicaid Card 1D

BCHA Mame and Comact nbaem ation

BCBA MPI and License Mumbsar

Anbcipaled starl date Tor his regueas]

Inilial Request O

Renewal Request O

Descrilbe the spacific reason for his reguest.

Clearly identily why ABA Teleheallh delivery
] meﬂ-::al:,r Necassary for @i membes

De=cribe the patient charactarislics that
Suppon e use of ABA Telahaalth

Identily which, I any, geals and objeclives in
the Trealmenl Plan are nol suilabie for ABA
Tedahealth.

ABA Telehealth Exception Request 0972022

Page 1of 2



All ABA forms can be found at
https://medicaidprovider.mt.gov/76

as well as previous ABA trainings.

By clicking on the designated
buttons on the right, a drop-down
menu will appear with all the forms
or trainings.

Applied Behavior Analysis Services

Prior Authonzation

Provider Manuals
Medicaid Rules and Regulations

Fee Schedules - Applied Behavior Analysis Services

Provider Notices

Vs

Forms

\
4 )

ABA Trainings

\.

Other Resources


https://medicaidprovider.mt.gov/76

¢ Creating Templates in MPATH

Billing Process = ="
** Submitting Claims in MPATH



Claim Submission Templates

This function is a time saving tool for reoccurring claims.

Example:
You see the same member for the same service on a consistent basis. You can create a

template for that member with all the claim information that remains the same over
time.

When it is time to submit their claim; select the billing provider NPl & Rendering Provider
NPI (if applicable). Enter any additional required information on the Claim Information

screen. Submit your claim.



Creating a Template

To create a template, select » Claim Submission Templates

the Claims Submission
Templates tab.

A Daie Lawt Modfed 5

§
f

TE 1 202021
12092021
12012021

121152021

shaw |10 v | entries Showng 1 to 4 of 4 templates 1€ € > ¥

Click the blue button for the
claim form required.

o N N
SH===F

Crpaie Prodessonal Claim Create Faclity Claim C reabe Derital ©laim

Submieon Template Submisson Template Submmsion Template



Creating a Template

Enter the member’s MT
Medicaid ID number.

Click Search.

When the member
information populates, verify
and click Save and Continue.

- Member Details

S



Creating a Template

Complete the fields that will
not change.

For instance, the diagnosis
code, CPT code, modifier &
diagnosis point fields will most
likely not change for
reoccurring visits.

« Claim Information

roMe LDING The sesrTh '\CON

Diagnasis Codes

o o () L (U (e 2 L




Creating a Template

Answer all the questions at the
bottom of the screen.

If your claim requires a Prior
Authorization, make sure you
add that number to your
template.

Click Save and Continue.




Creating a Template

The last step is to name the
template. Then click Save.

Your template is now visible.

To submit a claim, click on the
Name.

To edit a template, click on the
Pencil icon.

To delete a template, click on the
Garbage can icon.

- Facility Claim Template

v ave el

nplate

Please enter a daim submission template name

Template Name: *

Note(s):
Template Name must satisfy the following conditions:
a. Minimum length: 3 characters

b. Maximum length: 35 characters

<. Camnot contain speaal characters other than: Space *

Acticns

/1
/1
/1
/1

Member B
Ortno
Test 121

Testerd]

' or Underscare ©

_" or Dash *-*

& nate Last Modified

121082021
1210972021
1210172021
12152021

A
;i



Submitting a Claim

To submit a claim using a
template, place your curser on
the Claims tab.

Select Claim Submission type
for one-time claims or Claim
Submission Templates to
submit a claim from a
template.

Claim Submiss



Submitting a Claim — Billing Provider Screen

Select the Billing Provider file.

If you have multiple NPIs listed
under Manage Billing Providers,

the NPI/API field will have a drop
down.

Select NPI.
Select Program/Waiver.
Select Specialty.

Click Save and Continue.

NPUAPI:*
Provder Name: *
Program/Waiver *

Speaalty: *

Service Location Address 1:*

Service Location Address 2
City:*

State:*

7P+

Taxonomy Code: *

Enrollment Unat*

(1245490713 |

[NORTH WEST HOME CAi|
Montana Medicaid (HMK Plus) v
In Home Supportive Care v

[818 W CENTRAL iy |
l |
[MISSOULA ]
M e

253Z00000X Frogram s aheer *

|0000262208 Specians®

Sendce Location Sddress 1:°

Serdice Loacation Address 2:

T ™

State: ™

ZIF: =

Taxonormy Code:

E mrol vt Lbwwit: =

103 SCH0E0 -

[LUBERTY PLACE, INC |

Il Severa Disabling Mental lllness W akver [ w I
-3

Select Prograrmu W ahser
Severe Disabling Mental lliness W akvar [ SIDbAI)

Big Sky W akwar

[ECOTSTRAP RAMCH E|
|BELGRADE

|
[MT |
[se714-8121 ]
]
|

| 25 1 Sa0u a0

[ Caee 1 34




- Billing Provider

Smeitting a CIaim - Billing Note | Fieldgs marked with an asterisk ~ ar
Provider Screen e —

m

requirec

Provider Name: * | WHICKER GROUP |

If the B||||ng f||e you Chose Prc;g'-s'm Waiver:* [h{‘lontana l‘v’&\"leBK} (HMK Plus)
. . . Specialty-= [Single Specaity

reqUIreS d Renderlng PrOVIder' Service Location Address 1-* [2600 WILSON ST STE 4|
the Rendering Provider drop Siokietbmion et | ,
down will dappear. City [ies ciry |

State [raT |

ZIP [52301-5094 |
Select your rendering NPI from Taxonomy Code: * [183200000% |
the drOdeWI’\. Enroliment Unit-= [oooo732212 |

Rendering Provider

*Rendering providers must be _— A |
affiliated to the billing NPI, to Lz

appear in the dropdown 764561635

Referring Provider

L] There is a referring provider for this claim

Click Save and Continue. Ordering Provider

L] There is 2 ordering provider for this claim



Submitting a Claim

If the Billing file you chose,
requires a Team number.

(CSCTs & some waiver
programs)

Select Team number.

Click Save and Continue.

MPLAPL*
Provider Name:*
Program/Waiver:*

Spedalty:*

Service Location Address 1:#

Service Location Address 2
City

State®

ZIF*

Taxonomy Code: *

Team Mumber: *

Enrollment Unit: =

“lote : Fields marked with an asterisk = are required.

[1497871255

|EXPRESS PERSONMNEL 5|

| Developmentally Disabled Waiver (DDF) V|

|Nur5if|g Care

|3709 BROOKS ST

[MIssouLA

[T

|59801-7334

|251)00000X

|TEAM 01

|0000623934




Submitting a Claim

Enter the member’s MT
Medicaid ID number.

Click Search.

When the member @

information populates, verify
you have the correct member.

- Member Details

Click Save and Continue.



Submitting a Claim

Complete all required fields _, g" O N S s e s S

and questions. s

Required information is -
denoted with a red asterisk * b el Son R

Emn’:}rﬁ‘! Farmily

CO8 NOC EFSDT
" NOCE Servce  Paning

= H B

-] Bjseecv Q - 2P =
[ B|seec v Q s <8

= B o= [=Y 5  Jees ! [ ]

o B seec v Q) 3 oe ||

= B v Q ; oo [ |

B Blsee=v] Q s 8| |

™ BV Q s s ||

B Byl o B cos | |

fau | seec v Q B | it




Submitting a Claim

Complete all required fields
and questions.

Required information is
denoted with a red asterisk *

Click Save and Continue.




Common Errors  ommon Billing Errors

s Common Documentation Errors



Common Billing Errors

» Intent to Initiate Treatment form not completed

» Billing past 180 days or 1260 units (whichever comes first) without a PA
» Billing more units per date of service than allowed

» Missing/Invalid information

» Prior Authorization number missing or invalid

» Exact duplicate

» Proc. Code not covered/not allowed for Provider Type

» Recipient not eligible DOS

» Using the incorrect modifier for a provider type



Common Documentation Issues

Non-Clinical Errors
» Personal Representative Panel not Completed
» Request for Additional Units of Service incomplete or not submitted

» Incorrect start date on Request for Additional Units of Service form (must be start date of requested
span)

» Missing diagnostic evaluation for the initial Additional Units of Service request

» Requests that should be continued stay reviews (CSRs) are opened as new cases, rather than a CSR
from a previously approved case.

Clinical Errors

» Lack of parent goals or parent goals written incorrectly
» Coordination of care is missing

» Missing baseline data

» Missing data/graphs/tables from assessments



Resources

For more training on billing, you may visit
https://medicaidprovider.mt.gov/docs/training/2022Training/Billing101Traininq07212
022.pdf.

For generic questions about billing, you may email MTPRhelpdesk@ Conduent.com.

For specific questions about billing, you may email MTEnrollment@conduent.com.
You may also call Provider Relations at 1 (800) 624-3958 Opt. 7, Opt. 2

Note. Provider Relations cannot tell you what/how to bill. They can only explain required
information and denial reasons.

You may also visit https://medicaidprovider.mt.gov/76 for additional ABA trainings.



https://medicaidprovider.mt.gov/docs/training/2022Training/Billing101Training07212022.pdf
https://medicaidprovider.mt.gov/docs/training/2022Training/Billing101Training07212022.pdf
mailto:MTPRhelpdesk@Conduent.com
mailto:MTEnrollment@conduent.com
https://medicaidprovider.mt.gov/76

Questions?
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