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	DEPARTMENT OF HEALTH SERVICES

Division of Long Term Care

F-00152  (01/2011)
	STATE OF WISCONSIN

	MCO REQUEST TO PAY OVER THE MEDICAID FEE-FOR-SERVICE REIMBURSEMENT RATE

	Completion of this form meets contract requirement and is required to determine eligibility for a reimbursement rate over the Medicaid fee-for-service established rate. Failure to complete the form will result in the denial to pay a provider over the Medicaid fee-for-service rate. The Office of Family Care Expansion (OFCE) will review only requests that are submitted using this form. No Personally identifiable (PI) information is required on this form.

	Section 1: Managed Care Organization (MCO) Information

	Name - MCO

     
	Name - Contact Person
     

	Program

 FORMCHECKBOX 
 Family Care     FORMCHECKBOX 
 Family Care Partnership    FORMCHECKBOX 
 PACE
	Telephone Number

(   )      

	E-mail Address
     

	Section 2: Request Information (Completed F-00152A must accompany this form)

	 FORMCHECKBOX 
 New Request

 FORMCHECKBOX 
 Renewal Request
	Date of Previous Approval

     

	If Renewal, provide details on other options pursued since last request

     

	Description of service

     

	What is the proposed rate based on?

     
	Projected Total Annual Cost (attach F-00152A)

$      

	Rational for request (include if this proposed rate will increase the likelihood for the member achieving outcomes and if the increase is necessary to increase access to services
     

	Date of Request

     
	Length of waiver

 FORMCHECKBOX 
 one time     FORMCHECKBOX 
 Annual (reviewed annually during Provider Network review)  

	Section 3: Provider Information

	Request for  FORMCHECKBOX 
 Individual or  FORMCHECKBOX 
 Multiple provider(s) – list multiple providers in section 7

	Type of Provider

     
	Is the Provider Medicaid certified? 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Is the Provider Medicare certified?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Name - Provider
     
	Provider Address (street address, city, state, zip code)

     

	Section 4: Member Information

	Request for

 FORMCHECKBOX 
 Individual or  FORMCHECKBOX 
 Multiple member(s)
	Member(s) Initials

     
	County(ies) of Residence

     

	Explain how this service will add quality or value to increase the likelihood of achieving the member’s outcome

     

	Section 5: Additional Information 

	List other options that have been explored

     
	List other providers that have been contacted

     

	Does this rate increase pose any conflicts of interest? (Is the intended provider a related party, or a party the MCO is associated with?)

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes—explain:      

	Court Ordered Service?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Language in Court Order (if applicable)

     


	Section 6: OFCE Information (for OFCE staff only)

	Date received: 

     
	Date approved/denied:

     
	OFCE Contract Coordinator

     

	Review Team recommendation

 FORMCHECKBOX 
 Approve

 FORMCHECKBOX 
 Partial Approval

 FORMCHECKBOX 
 Denied
	Comments

     

	List of Review Team Members

     
	Management Team Comments, if required

     

	Final Decision: 

 FORMCHECKBOX 
 Approved     FORMCHECKBOX 
 Approved with limits     FORMCHECKBOX 
 Denied
	End Date of Waiver

     
	Limits

     

	Section 7: Multiple Providers Information

	Is the Provider Medicaid certified

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
	Type of Provider
     

	Is the Provider Medicare certified

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
	Name – Provider
     

	Address – Street
     
	City
     
	State
  
	Zip code

     

	Is the Provider Medicaid certified

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
	Type of Provider

     

	Is the Provider Medicare certified

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
	Name – Provider

     

	Address – Street

     
	City

     
	State

  
	Zip code

     

	Is the Provider Medicaid certified

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
	Type of Provider

     

	Is the Provider Medicare certified

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
	Name – Provider

     

	Address – Street

     
	City

     
	State

  
	Zip code

     

	Is the Provider Medicaid certified

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
	Type of Provider

     

	Is the Provider Medicare certified

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
	Name – Provider

     

	Address – Street

     
	City

     
	State

  
	Zip code

     

	

	MCO Contract language (Article VIII, M.5): 

The MCO shall not pay itself or its providers, except for nursing home providers, more than the Medicaid fee-for-service rates for Medicaid covered services in the benefit package unless the Department approves a higher level of payment. The Department will base the approval on whether the service will result in added quality or value, or if the availability of service providers at the Medicaid fee-for-service rate is not sufficient.
The Department will base the approval on contract requirements:

1. whether the service will result in added quality or value that will increase the likelihood of the member achieving his/her outcomes; or 

2. if the availability of service providers at the Medicaid fee-for-service is not sufficient and the proposed higher rate is necessary to increase access to services; or

3. if the proposed higher rate is not a conflict of interest for the MCO, the Department or provider. 

Other factors the Department may take into consideration when making decisions on requests:

1. What is the financial impact to the MCO and the Department if the proposed higher rate is approved?

2. Is the proposed higher rate consistent with the Medicaid policy?

3. Are there other extenuating circumstances that should be considered?



	Submit completed form to the MCO’s assigned OFCE Contract Coordinator.













