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Welcome 
 
Lisa Trumbell, MDHHS policy specialist for Durable Medical Equipment, Prosthetics, Orthotics 
and Supplies (DMEPOS), began the meeting with general information. 
 
Department Updates 
 
Tyler Wise shared the following information. 
 
Staffing Updates 
 

• Tyler Wise is now director of the Program Policy Division (falls under the Bureau of 
Policy and Strategic Engagement).  Tyler was previously a section manager and a 
policy specialist within the Program Policy Division. 

• Meghan Vanderstelt is now the director of the Bureau of Policy and Strategic 
Engagement. 

• Adriena Krul-Hall is now manager of the Ancillary Services section within the Program 
Policy Division.  Adriena’s position was previously held by Cindy Linn who retired in 
January.  

 
Federal- and State-Level Happenings 
 
Community Engagement (Work Requirements): Work is underway to implement the federal 
Medicaid Community Engagement (CE) requirements (often referred to as Work 
Requirements). MDHHS and multiple departments have developed workgroups to address the 
various criteria of the CE, and we continue to work closely with the Centers for Medicare & 
Medicaid Services (CMS). MDHHS anticipates more formal guidance from CMS to be finalized 
over the coming weeks and months that will help shape final policy. Community 
Engagements/Work Requirements are set to go live on January 1, 2027.   
 
Health and Human Services: MDHHS continues to track via weekly reports of State and 
Federal actions, court actions and directives to monitor impact on Medicaid operations. For 
example, there are some court litigations regarding Title X clinics and a handful of services that 
are being litigated against based upon the new federal administration moving in.  We are 
keeping current and ensuring that we communicate with providers as quickly and efficiently as 
possible to ensure alignment and that we are operating within the constraints of the federal 
requirements while also within state law. 
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State Budget: The governor's fiscal year (FY) 2027 executive budget recommendations were 
released earlier this month.  We are looking at a projected $150 million deficit within the 
department.  Negotiations will be held over the course of the next few months, probably into 
summer/late summer, between the House and the Senate to come to an agreement on a final 
budget to sign into law.  We went through a similar exercise last budget session and expect a 
similar evaluation and ongoing negotiation to occur as we work to iron out next year’s budget 
cycle and ensure that we are tracking the $150 million deficit that needs to be addressed. 
 
MDHHS Program Policy Division.  We have a handful of major projects underway which may 
not impact durable medical equipment (DME) providers and beneficiaries. Such projects are 
juvenile justice reform and mental health framework adjustments that will shift responsibility for 
coverages for individuals experiencing mental health conditions.  We are also working to 
license some new providers, including licensed midwives.  We have a prior authorization (PA) 
policy that is out for public comment and will be considered final on March 22.  We are also 
working through updates to our long-term care areas, including nursing facility bed certification 
processes and nursing facility non-available bed plans.  A long-term project MDHHS is working 
on is Electronic Visit Verification (EVV) projects to meet compliance with federal requirements. 
 
Bulletins and Letters 
 
• Bulletin MMP 26-02: Update to the Fee-for-Service Prior Authorization Process  
 
Samantha Rushman, Practitioner Policy Specialist in the Program Policy Division, and 
Gretchen Baker, Manager of the Program Review Division, provided a summary of bulletin 
MMP 26-02 (issued January 23, 2026).   
 
This bulletin speaks to standard and expedited prior authorization (PA) review requests.  This 
is a result of CMS's prior authorization final rule (CMS-0057-F). 
 
To request standard PA, MDHHS will make determinations for the standard PA request as 
quickly as we can and as quickly as the beneficiary's health condition requires, but certainly in 
no case later than 7 calendar days after the date MDHHS receives the request for services.  
PA decisions can be extended by up to 14 calendar days if the beneficiary or provider requests 
an extension or if MDHHS determines that more information is needed to make the final 
determination.  Expedited PA requests/determinations will be made as soon as possible, but in 
no case later than 72 hours after MDHHS receives the request. 
 
There are some stipulations for the expedited review.  Some of those include that the service 
will be rendered within 10 calendar days following the date of submission of the PA request.  
Failure to provide those services within 10 calendar days could result in serious risk to the 
beneficiary.  An additional criterion for provision for expedited review is that it is medically 
necessary to correct a medical condition or prevent further deterioration or irreversible loss of 
function to the beneficiary. 
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All PA forms and the Community Health Automated Medicaid Processing System (CHAMPS) 
will be updated by March 22. 
 
Phone numbers were provided in the bulletin in the event you need to reach out for 
clarification.  MDHHS is making updates to the PA website as well as the MDHHS Medicaid 
Provider Manual; the manual will be updated over the course of several months. 
Communications related to further updates with the PA process will be published in 
forthcoming policy bulletins. 
 
The CHAMPS PA system is receiving a massive overhaul -- you will see some new things 
when you enter your PA request electronically. 
   
We continue to accept faxes, but some of the changes in CHAMPS will help make electronic 
submission much easier. Whether faxed or by electronic submission providers can go into 
CHAMPS to see the determination, review the individual tracking number or PA number, see 
the status, and see letters that are posted.  There is a communication section that is new that 
will be able to answer some questions.  
 
There will be a Provider Communication section of the CHAMPS PA subsystem.  The Provider 
Communication section will have several options for different types of communication 
categories that will help us sort through them faster and for you to specify what your question 
or comment is regarding.   
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If you need to upload new documentation (i.e., we return a request and have identified 
additional documentation that is needed), you will be able to upload that onto the existing PA 
that is in a return status and explain your question – for example, explain why you want to add 
an extension.  For any of the questions/categories, make sure to explain what it is that you are 
attaching.  MDHHS will get a notification that you have uploaded a new document or added a 
communication; you will then get a notification acknowledging that MDHHS has it and that we 
are working on it. 
 
You can request a change from standard to expedited pricing to an authorization (i.e., you 
realize that you had a wrong part number) or need an extension in the authorization period 
(i.e., the beneficiary was scheduled to come in and get their equipment on a certain day, near 
the end of the period they got sick and you now need another month to deliver the device).  
You can now communicate -- add your change requests, add your pricing request -- right to 
the PA through CHAMPS. 
 
Regarding PA returns, currently and through March 22, if a request is returned, then return is 
the final status, and you need to submit an entirely new request.  On and after March 23rd (the 
date the PA request was originally submitted), returned PAs are no longer considered final 
status. For PA requests received on and after March 23rd, returned PA requests stay in return 
status and tells us that we are waiting for additional information. The provider is given 14 days 
to upload the requested information into the CHAMPS Provider Communication portion of the 
PA. If the information is not submitted after 14 days, the PA will change to waiting status and 
an additional 14 days is allotted for the provider to submit the requested information.  After the 
second 14-day period if the information is not submitted the PA request will be expired and the 
provider will have to submit a new PA request. 
 

Question: If the documentation is submitted within the initial 14 days, is the original 
date of the service requested honored? 
 
Response: Yes.  If the request is for a 14-day extension not related to new 
documentation (i.e., if you submit a request today and then tomorrow something 
changes with the beneficiary – they are admitted to the hospital, and they say put a hold 
on that), you can ask us not to complete that review within the 7 calendar days.  That is 
a standard request.  You can ask us to delay our answer for 14 days – that is a request 
for a 14-day extension; that is where it also applies to the return status, but you can ask 
us to delay the decision on that PA. Providers can request this delay through the 
Provider Communication section of the PA. 

 
The Program Review Division (PRD) received approval to hire additional staff to meet these 
turnaround time expectations.  PRD has been operating, on average, across all our different 
request types right now less than 10 days.  We have improved efficiency and when we have all 
staff hired, we plan to provide a turnaround in 7 calendar days. 
 



Durable Medical Equipment and Supplies 
Medicaid Provider Liaison Meeting Minutes 
February 25, 2026 
Page 5 
 

 
Expedited versus Standard Requests: Our standard turnaround time is 7 calendar days.  On 
expedited requests, you will get an answer within 7 calendar days (i.e., approved, no action, a 
return).  For expedited, it is within 72 hours.  There has been a long-standing history of 
providers automatically indicating “urgent,” as part of their faxed PA request.  
 
Automatically inserting “urgent,” on the PA request is not the true spirit of what “expedited” 
means.  It needs to mean that if the beneficiary does not have the service within 10 calendar 
days, then it poses serious risk to the beneficiary's health or function. Expedited means it is 
truly urgent and if the service is not rendered within 10 days there is going to be risk to the 
beneficiary’s health or function.  If you need the request reviewed within 72 hours to know 
whether you are approved to render the service, then mark it ‘expedited’.  You need to attest 
that the service is indeed going to be rendered within 10 days; otherwise, it is not truly urgent 
or expedited.  If you are not going to be able to do it, then it is not urgent and the 72 hours 
versus 7 days is not relevant.  Obviously with DME items that are custom or required to be 
ordered from a manufacturer, time for the manufacturer to make the product and then ship it to 
you, 10 days is not necessarily feasible.  For custom equipment, we understand that it may not 
be able to be rendered within 10 days, but you need to have ordered it from the manufacturer.  
When we get pricing or when your claim is submitted, the invoice must show that the 
equipment was ordered within those 10 days.  If custom-molded seating is needed, you can 
get the beneficiary in and get them molded but then you need to order it within 10 days.  We 
realize it is not going to come in and be able to be delivered directly to the beneficiary within 10 
calendar days.  We want it to be reasonable.  If a beneficiary requires a specific item and 
needs a new one right away, if you can get that ordered within 10 days, that is reasonable for 
an expedited request. 
 
Changes to PA request forms have also been made.  For PA requests submitted on or after 
March 22, providers are required to use the updated/new version.  If you are requesting 
‘expedited’ instead of ‘standard’, that will be incorporated in the PA form.  The MSA-1653 has 
never been required when providers submit electronic PA requests, and that has not changed.  
For some of the other areas, therapies for example, if the request is being submitted 
electronically through direct data entry (DDE), then you do not need to include a form because 
there will be a new section in CHAMPS that takes care of those forms.    
 

Question: If the documentation is submitted within the initial 14 days, is the original 
date of the service the original date of service requested? 
 
Response: Yes. 
 
Question: Is there any change in process for requesting expedited authorizations? 
 
Response: For expedited authorizations, you will have to answer some questions if you 
submit electronically.  There will be an area to check if you are requesting an expedited 
review and then some questions will pop up that you need to answer.  If the request 
does not meet the criteria to be expedited, you will get a notification as such, and it will 
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be reviewed as a standard review.  An informational sheet with some of the 
requirements of the new CMS rule will be posted on the same webpage where we will 
post today’s meeting minutes.  Refer to: Medical Suppliers / Orthotists / Prosthetists / 
DME Dealers. 

 
Question: If a custom item was authorized and the provider orders the product, but it 
isn’t an item that needs pricing, how would the provider prove that it was ordered within 
10 days?   
 
Response: When you submit your claims, do you have to include an invoice? 

 
Participant Response: If it is something that does not need to be priced, then 
no.  The Healthcare Common Procedure Coding System (HCPCS) is reported on 
the claim with the date of service. 

 
Response: MDHHS can always audit so those would be determined on audit.  If we 
see a pattern of several expedited items that would not typically be thought of as urgent, 
then that is a potential request to submit additional documentation demonstrating the 
need for urgency. 

 
Providers were reminded to respond to requests for additional documentation within required 
timeframes.  Providers should not submit a request that is clearly missing documentation that 
is required (i.e., if an Addendum A is required for a particular piece of equipment and you 
submit the request without Addendum A, you know it will be returned).  If you submit more than 
one request for a single beneficiary, make sure that you have the right documentation on the 
right request.  If a therapist has not provided you with information that is required per policy, 
then coach them -- suggest that they call us if they do not understand what is needed, but do 
not submit the request without the required documentation. 
 
• Bulletin MMP 25-48: Revisions to Blood Pressure Monitoring Policy   
 
This bulletin was issued October 31, 2025, and effective December 1, 2025.  This is an update 
to policy regarding beneficiaries who are pregnant or in the postpartum period - that 12-month 
period following pregnancy.  Before this bulletin, MDHHS covered blood pressure monitors for 
beneficiaries who had uncontrolled blood pressure or hypertension during pregnancy, 
childbirth or the puerperium period.  Policy was updated to align with Public Act 244 of 2024 
that required coverage for beneficiaries who are pregnant or who are within their 12-month 
postpartum period.  Beneficiaries who are pregnant or in the postpartum period do not have to 
have hypertension or uncontrolled blood pressure to receive a blood pressure monitor.  The 
ordering practitioner must indicate on the order, a diagnosis code that is related to pregnancy 
or postpartum.  PA for this group was removed if the standards of coverage and 
documentation requirements are met. 
 

https://www.michigan.gov/mdhhs/doing-business/providers/providers/billingreimbursement/medical-suppliers-orthotists-prosthetists-dme-dealers
https://www.michigan.gov/mdhhs/doing-business/providers/providers/billingreimbursement/medical-suppliers-orthotists-prosthetists-dme-dealers
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• Bulletin MMP 25-51: Coverage Changes to Intermittent Catheters   
 
This bulletin was issued November 26, 2025, and effective January 1, 2026.  This policy is part 
of the incontinence supplies policy -- there was a change to coding for intermittent urinary 
catheters.   
 
In 2024, the CMS HCPCS Work Group established three new intermittent urinary catheters 
specific to hydrophilic-coated catheters.  The previous codes which still exist are A4351, 
A4352, and A4353; however, hydrophilic coated was removed from those code definitions. 
 
The new HCPCS codes specific to hydrophilic are A4295 (straight tip hydrophilic); A4296 
(Coude [curved] tip hydrophilic); and A4297 (hydrophilic catheter with insertion supplies sterile 
kit). 
 
The new codes and the changes to A4351 and A4352 were delayed until January 1, 2026; to 
give manufacturers time to get their hydrophilic products re-classified by the Pricing, Data 
Analysis and Coding (PDAC) and for other payers to prepare for the change in coding. Bulletin 
MMP 25-51 announces the following changes effective January 1, 2026: 

• Under standards of coverage, we removed the requirement that coverage for 
hydrophilic intermittent catheters is considered only for individuals that have Mitrofanoff 
stomas, partial stricture or small, tortuous urethras. 

• New documentation additions require the ordering practitioner to substantiate the 
medical need when ordering: 
o A coude tip versus a straight-tip catheter,  
o Hydrophilic coated rather than an uncoated or other coating type catheter, and  
o An intermittent catheter with insertion supplies sterile kit rather than clean 

catheterization.  Documentation needs to be kept in the beneficiary file and available 
upon request.  

• For Children's Special Health Care Services (CSHCS) beneficiaries, the order needs to 
come from a CSHCS-authorized physician subspecialist.  

• PA is removed from hydrophilic-coated intermittent catheters provided standards of 
coverage and documentation requirements are met.  PA would only be needed if the 
medical need for a hydrophilic catheter is beyond the standards of coverage or for 
quantities above the established program limits. 

 
Intermittent catheters, whether they are hydrophilic or other intermittent catheters, fall under 
the incontinence supply volume purchase contract.  Therefore, the beneficiary must obtain 
these items from the volume purchase contractor unless they have Medicare, or commercial 
insurance, in these instances the beneficiary may obtain the item from that payer’s enrolled 
DME supplier if it is a covered item and the DME is only billing Medicaid for the coinsurance 
and/or deductible following payment by Medicare or the other insurance. If the beneficiary is 
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enrolled in a Medicaid Health Plan (MHP), they need to go through a medical supplier that is 
contracted with the MHP. Those are the only instances in which the beneficiary may obtain 
these supplies outside/beyond the volume purchase contractor.  All other requirements of 
policy remain unchanged. 
 
We did not include the new and revised HCPCS codes in this bulletin when it was issued as 
MDHHS was waiting for CMS to send the official HCPCS file and for those codes to be added 
to our quarterly code bulletin.   
 

Question: Is there a preferred contact I can reach out to regarding discrepancies within 
this bulletin and the updated Provider Manual for January 1, 2026? 
 
Response: To clarify, there are no discrepancies.  When a new policy is issued as final 
it gets incorporated into the Provider Manual in the quarter following the effective date of 
the final bulletin. The policy became effective January 1, 2026, and is not scheduled to 
be incorporated into the Provider Manual for April 1, 2026. This is why at the bottom of 
MMP 25-51 it states that providers should retain the bulletin until incorporated into the 
Provider manual. 
 
Question: A4351 has a U4 modifier for 21 and under beneficiaries, but new code 
A4295 does not.  That U4 included a larger fee screen for that U4.  Will that be 
changed/added at some point? 
 
Response: The U4 modifier was used previously with A4351 or A4352 for hydrophilic 
catheters as these items are more expensive than the non-coated or other coating 
types. With establishment of the new hydrophilic catheters the U4 modifier is no longer 
applicable to these codes.  An L-letter is forthcoming.  The new HCPCS codes and 
rates were loaded into CHAMPS and are retroactive to January 1.    

 
• Numbered Letter L 25-25: Continuous Positive Airway Pressure (CPAP) and Bi-Level 

Positive Airway Pressure (BiPAP) Supply Quantity Limit Changes Effective July 1, 
2025 (issued May 12, 2025)   

 
This letter announced new quantity limits for some of the CPAP/BIPAP codes effective date of 
July 1, 2025. 
 

Question: When the policy for filters says 24 per year, can you get that full quantity at 
the beginning of the year and then nothing more for the remainder of the year? Other 
insurances often set the limits at a monthly limit. How does that work when it says per 
year?  Can the whole quantity limit be billed at once? 
 
Response: Providers need to keep utilization and frequency in mind. You can 
technically do that but, if later in the year the beneficiary is requesting more of that 
supply, it will require submission of a PA request and medical justification for that over 
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quantity.   Some insurers allow a 3-month supply at a time, this is allowable for 
Medicaid, but you need to span the ‘from’ and ‘to’ dates. 
 
Question: If we were to bill twice for A7031 on one claim, if we do not surpass the 
quantity, will we be OK? 
 
Response: You should be. But also, be aware of Medicaid National Correct Coding 
Initiative (NCCI) rules.  There is an medically unlikely edit (MUE) where essentially it 
says “it is medically unlikely that a beneficiary would need more than this quantity on 
this date by the same provider (i.e., if the MUE is set at 1), you cannot bill “from” and 
“to” dates (i.e., February 25th from date, February 25th to date) as that will deny 
because it would be over the MUE limit. 
 
Comment: It sounds like it is probably safest to space the billing, like in monthly 
quantities, instead of trying to bill too many things at one time just for the sake of 
denials. 
 
Response: Right. Providers need to keep in mind how frequently the supplies need to 
be replaced.   

 
• Numbered Letter L 25-69: Clarification of Negative Pressure Wound Therapy (NPWT) 

Equipment and Supplies When Provided to Beneficiaries in the Home Setting (issued 
November 25, 2025)   

  
This letter clarifies provision of NPWT equipment and supplies when the service is provided in 
the beneficiary’s home versus a practitioner office or outpatient setting. There has been some 
confusion lately with providers of NPWT pumps, canisters and supplies when supplying in the 
home versus in a practitioner’s office or outpatient setting.  When these items are provided in 
the beneficiary's home, they are billable by a DME supplier.  When the service is provided in 
the practitioner's office or in an outpatient setting (i.e., a wound clinic), these items (the pump, 
the canister, the supplies) are part of the payment mechanism for that provider type and are 
not separately billed to Medicaid by a medical supplier. 
 
We do not cover these items for a beneficiary to pick up at the physician’s office. It is the 
responsibility of the DME/ medical supplier to deliver the supplies to the beneficiary’s home. 
 
In addition, there has been some confusion on the prior authorization of negative pressure 
wound therapy.  Prior authorization of negative pressure wound therapy equipment and 
supplies is through our telephonic PA process.  The PA is not initiated by the medical supplier; 
it is initiated by the ordering practitioner or the practitioner’s clinical staff. They call the PA 
telephone number, provide the analyst all the required medical information, and an immediate 
decision is made then and there.  Once it is approved, a copy of the approval letter is sent to 
the medical supplier. 
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As indicated in this letter, this is not a policy change – it is a clarification; you should retain the 
letter until notified otherwise. 
 
Device Replacements 
 
This is a reminder relative to complaints from beneficiaries regarding base equipment.  
Although there are replacement schedules for accessories and such, this is related to any 
piece of DME (be it a wheelchair, a hospital bed, a CPAP, a BiPap, etc.).  Just because our 
policy limits are, for example, one per five years does not mean that the beneficiary should 
automatically get a new device.  If the device, at the end of the five years, is still in good 
working order, it meets the beneficiary’s medical functional need, and if it can be repaired 
(parts are still available), then it is expected that it will be repaired.  There are sometimes 
instances where it is less costly to replace the item than to repair it, but calling up a beneficiary 
and saying “hey, Lisa, you qualify for a new CPAP machine --you want me to get the 
paperwork started?” this is not acceptable. 
 

Question: With replacements, is there a threshold -- meaning I think there is an old 
wives tale out there that says if it is 90% of the replacement cost.  At what point do we 
say “look, you know it is X amount to replace the chair, and it costs X amount to repair 
the chair”.  Who makes that ultimate decision?  Obviously, you folks are reviewing the 
documentation but…. 
 
Response: There are some states that determine if the cost of repairing the chair is 
80% of the cost to replace it, then it should be a replacement.  MDHHS does not have 
that in policy.  It is expected that the provider will keep all the repair invoices over the 
life of the item in the beneficiary’s file and do a cost to repair versus replace the item. 
This information should be sent with the PA request. 
 
Comment: We do.  It is just that sometimes when seeing a patient at clinic who has had 
their chair for five or six years, I am not necessarily going to be the person doing the 
repair.   So, we are almost having to see this patient twice, sometimes three times, to 
provide what it is that you are looking for.  Sometimes that proves to be a very big 
hindrance in the continuum of care and trying to provide prompt service.  It is a 
challenge at times to have to make multiple appointments to basically replace a chair.   
 
Response: We have talked about repair versus replacement and understand the 
challenges that come with it.  One thing to keep in mind which may be helpful to know 
and may be helpful in decreasing some of the redundancy a bit is if someone has 
Medicaid and a primary commercial insurance, if we have not seen the repair request(s) 
or claims have not come to us, we do not know that there is a history of multiple repairs.  
In that situation, you can provide a history of repairs and what those repairs have been 
(not a ton of narrative or anything like that but remember that we do not necessarily 
have that history when there is a commercial involved or Medicare involved).  Sharing 
this history of repairs may help with clarity for everyone involved and may mean less 
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questions. 

 
Other Topics/Issues 
 
Question: Is DME, more specifically wheelchairs, a covered benefit under Medicaid when the 
patient resides in a long-term care facility, skilled nursing facility (SNF), or nursing home?  If 
yes, what type of wheelchairs?  Does the wheelchair need be used in conjunction with custom-
molded seating? 
 
Response: The majority of DME items are included in the nursing facility per diem and are not 
separately billable to Medicaid by the medical supplier.  The payment would be between the 
nursing home and the DME provider.  Regarding wheelchairs, most are in the per diem but in 
the instance, of a power wheelchair or a manual wheelchair with custom seating, these items 
are not included in the facility per diem and are separately billed by the DME provider.  
However, these items require a wheelchair evaluation, paperwork from the nursing facility and 
PA. The DME submits the PA to the Program Review Division. 
 
Comment/Question: Please clarify required documentation (I know there is something on the 
1656 but looking for elaboration).  Also, if the patient does not participate in active physical or 
occupational therapy at the facility, is that a precursor for a denial? 
 
Response: MDHHS did a presentation in 2024.  This is posted on the MDHHS website scroll 
down the page past the fee schedule and there is a listing of items that are included in the 
nursing facility per diem.  
 
For documentation, in addition to what is normally required (i.e., the practitioner order) is the 
physical therapist (PT) or occupational therapist (OT') evaluation, the MSA-1656 form with 
Addendum A, the most recent nursing facility minimum data set (the entire document), the 
most recent plan of care from the nursing facility (the entire document),  and the past two 
months of nursing notes. 
 
There is no precursor for a denial if the patient is not actively participating in PT or OT at the 
facility. 
 
Comment: We make communication devices for individuals who are unable to consistently 
communicate verbally.  Regarding the current MDHHS Medicaid Provider Manual, specifically 
a perfect segue regarding PT and OT reports when students/individuals are not receiving PT 
and OT and how to best address that because speech pathologists are pushing back on us 
saying this is not a requirement but, according to the Provider Manual, it is.  We are curious to 
know how to best support speech therapists and other providers when they are submitting for 
a Speech Generating Device (SGD)/an E2510 for communication. 
 
Response: You can share with the SLP or direct them to the MDHHS Medicaid Provider 
Manual which explains what is needed and what is expected of the PT or OT.  Sometimes it is 
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lengthier if you have someone who has multiple physical limitations (i.e., fine motor control 
issues, balance issues, vision) versus someone who does not (which could be a very brief 
evaluation).  Because MDHHS requires this, we will cover/reimburse for the evaluation.  That 
should not be a deterrent to getting PT/OT input because it provides more information on the 
beneficiary's ability to functionally maneuver mobility, balance, and access the device from a 
motor balance standpoint. 
 

Question: What if they are not involved in PT or OT services period (they are not 
eligible for/do not need it)? 
 
Response: They do not have to be in ongoing therapy.  They just need an evaluation.   
 
Comment: Having worked in the schools as well as a speech pathologist, it is not an 
easy feat to get someone evaluated to get them into OT or PT.  To get them on a 
caseload would really delay the potential of getting them evaluated by a PT or OT.  
Many hospitals have such an extensive wait list to get them in that a lot of the teams are 
stopping the process of trying to get fundable communication devices because of this -- 
what they are calling a hurdle because months, if not a year, could pass. 
 
Response: If they have it on their Individualized Education Plan (IEP), why do they 
have such a hard time getting a brief one-time evaluation done? 
 
Comment: They would not have an IEP for PT/OT if they are not eligible. 
 
Response: If they have an IEP for an orientation and mobility (O&M) device and you 
can show the school the policy that requires a PT or OT evaluation, we have had them 
covered. 
 
Comment:  That would be the same for vision and hearing?  Is that also a requirement? 
 
Response: It is a requirement if there are related issues for vision and hearing if they 
have had those evaluations.  Review the policy if you still have questions with the 
wording, but those are if they are applicable and available for hearing and vision; the PT 
or OT is a requirement.  

 
Next Meeting  
 
The next meeting is scheduled for September 16, 2026. 
 
Two meetings are scheduled for this year.  If it appears that another meeting is needed, it will 
be scheduled.  A note to CRT providers: Because the complex rehabilitation technology 
(CRT) benefit is new for us, a meeting may be needed to go over some things we are noticing 
-- kind of field some questions.  That will probably not happen until the end of the year or the 
beginning of next year. 
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Comment: CRT providers have challenges that we are dealing with regarding 
telehealth (i.e., months to get evaluations done because there are not enough providers 
to do them; we are in-person and the person is telehealth -- we are unable to do that for 
initials).  Those are some of the concerns we are running into -- making the clients wait 
months to get evaluated and such.  I would like to be able to have that conversation as 
part of a CRT meeting, along with some of the things that we are dealing with at the 
Managed Care Organizations (MCOs) on policy changes and other inconsistencies.  
Some things we can at least bring and give to you guys ahead of time.   

 
Miscellaneous Information for Providers   
 
DME Liaison meetings are posted on the MDHHS website at the beginning of the year.  
Approximately one month prior to the meeting, an L-letter is issued to providers with details 
about registration and topics.  The purpose of DME Provider Liaison Meetings is from a policy 
perspective.  The meetings are of a global nature to address policy related to DME and 
medical supplies and provide an opportunity for the Department to give updates on budget, 
federal and state regulations, etc.  The meetings provide MDHHS Program Review Division 
(PRD) staff an opportunity to give updates and discussion.  MDHHS Claims staff and Provider 
Support staff may share updates regarding claims, CHAMPS, and other related issues.  The 
meetings are not billing sessions; they are to review and discuss Medicaid Fee for Service 
(FFS) policy and current MDHHS initiatives.  Providers who have concerns regarding individual 
cases should contact MDHHS Provider Support for assistance.  Concerns related to policy, 
prior authorization, billing coding questions, etc. that are specific to a health plan should be 
directed to that specific health plan. 
 
Providers may refer to Medical Suppliers / Orthotists / Prosthetists / DME Dealers for meeting 
information.  All meetings will be held from 1:00 - 2:30 p.m. via conference call and Microsoft 
Teams. 
 
Providers will also be informed via Listserv communication.     
 
Occasionally, meetings may be cancelled.  Details will be posted on the website and via 
MDHHS (Department) Listserv messages.   
 
For information regarding Listserv, refer to To join a LISTSERV:  Under “Medicaid Services 
Subscription Topics”, choose ‘PRO_PROV’ to receive information relative to Medical 
Suppliers; if you want to receive ALL Listservs, you would choose ‘ALL_PROV’.  If you are 
signed up for our Listserv, you should get meeting announcements, L-Letters, policy bulletins, 
and other information as applicable.  Listserv messages will be delivered to the e-mail you 
used to subscribe and will be from MDHHS@govsubscriptions.michigan.gov.  If you should 
have filters established for your e-mail system, adjustments should be made to receive mail 
from this sender.   
 

https://www.michigan.gov/mdhhs/doing-business/providers/providers/billingreimbursement/medical-suppliers-orthotists-prosthetists-dme-dealers
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder1/Folder36/MSA-Listserv-Instructions.pdf?rev=9aced7a5f280452cafa9ddbb0855781b
mailto:MDHHS@govsubscriptions.michigan.gov
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If you are not receiving Listserv messages and letters (which are issued about a month prior), 
let Lisa Trumbell know via email at trumbellL@michigan.gov. 
 
Providers should refer to the MDHHS website at Medical Suppliers / Orthotists / Prosthetists / 
DME Dealers for the following information: 
 

• DMEPOS fee schedules 
• CRT Provider List 
• CRT HCPCS Codes 
• Nursing Facility Per Diem Codes 
• Wheelchair Accessory Reimbursement 
• DME Face-to-Face List 
• Wheelchair Repair/Labor Guide 
• Nursing Facility Medicaid DME Coverage Presentation 3-20-2024 
• Liaison meeting information 

 
Providers should also reference the MDHHS webpage Policy, Letters and Forms.  This 
webpage provides readers with the following information: 
 

• MDHHS Medicaid Provider Manual 
• Policy Bulletins 
• Proposed Policy 
• Numbered Letters 
• Forms 
• Brochures 

 
Alerts about CHAMPS issues or claim issues are accessible at Medicaid Provider Alerts & 
Resources.   
 
Providers should refer to the MDHHS Medicaid Provider Manual (and bulletins that were 
issued but are pending incorporation into the Manual during Manual quarterly updates) and the 
Medicaid Code Rate and Reference tool prior to contacting MDHHS with policy, billing, and 
eligibility questions.  If questions remain after reviewing these documents, Provider Support 
may be contacted at:  Provider Inquiry, Department of Health and Human Services, P.O. Box 
30731, Lansing, Michigan 48909-8231, or e-mailed to ProviderSupport@michigan.gov.  When 
you submit an e-mail, be sure to include your name, affiliation, NPI number, and phone 
number so you may be contacted if necessary.  Typical Providers may phone toll-free 800-
292-2550.  Atypical Providers may phone toll-free 800-979-4662. 
 
Concerns related to policy, prior authorization, billing coding questions, etc. that are specific 
to a health plan should be directed to that specific health plan. 
 

mailto:trumbellL@michigan.gov
https://www.michigan.gov/mdhhs/doing-business/providers/providers/billingreimbursement/medical-suppliers-orthotists-prosthetists-dme-dealers
https://www.michigan.gov/mdhhs/doing-business/providers/providers/billingreimbursement/medical-suppliers-orthotists-prosthetists-dme-dealers
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/medicaid-providers/policyforms/policy-letters-and-forms
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/medicaid-providers/medicaid-provider-alerts
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/medicaid-providers/medicaid-provider-alerts
mailto:ProviderSupport@michigan.gov
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Emails to MSAPolicy@michigan.gov should be limited to providers and to the public submitting 
comments on proposed policies and requests for the Department to consider coverage of a 
service or device that is not currently covered. 
 
 
 

mailto:MSAPolicy@michigan.gov

