Michigan Department of Health and Human Services (MDHHS)
Health Services

Durable Medical Equipment and Supplies

Medicaid Provider Liaison Meeting
Microsoft Teams Meeting
Wednesday, March 26, 2025

MINUTES
Welcome

Lisa Trumbell, the MDHHS policy specialist for Durable Medical Equipment, Prosthetics,
Orthotics and Supplies (DMEPOS), began the meeting with general information.

Meeting Updates/Cancellations

Durable Medical Equipment (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. Occasionally, meetings may be cancelled.
It is likely that the June meeting will be cancelled, along with others, due to staff absence.
Details will be posted on the website and via MDHHS (Department) ListServ messages.
Providers should refer to the MDHHS website: https://www.michigan.gov/mdhhs/doing-
business/providers/providers/billingreimbursement/medical-suppliers-orthotists-prosthetists-
dme-dealers

Supervising Provider

An alert was posted on March 4 letting providers know about needed claim adjustments (refer
to: Medicaid Provider Alerts & Resources). For providers who have rendering providers within
the rendering field that require a supervising physician, if they had not been reporting a
supervising physician, providers have until March 30 to adjust the claims by adding a
supervising physician. If they do not adjust the claims, MDHHS will initiate the voids. These
voids are due to policy bulletin MSA 20-56 which was issued during COVID (August 12, 2020).
Prior to that, policy (MSA 20-28) stated that supervising physicians would not be needed;
however, MSA 20-56 rescinded that piece of the policy indicating that supervising physicians
would still need to be on these claims. Providers wishing to get claims in prior to March 30, if
you wish to adjust these claims that are past timely filing (MDHHS will initiate voids back to
2020), you will need to add the claim note “adjusting to add supervising NPI” so that the claims
do not hit for a timely filing. Any claims that are not adjusted prior to March 30 will be voided
by MDHHS. An additional alert will be posted by the end of this week (if not, first thing next
week) letting providers know what they can do to get new claims through once the void shows
on the remittance advice. Providers will have the opportunity to rebill the claims with timely
filing bypasses in effect for those claims where the rendering provider requires supervising
provider, and the supervising provider was not listed. Note: It is very important that when
rebilling or adjusting these claims, do not just list any supervising provider on the claim. Make
sure that you have the correct supervising provider who is responsible for that rendering
provider on the date of service so to align with normal billing guidelines.

Information can be found at www.michigan.gov/medicaidproviders > Policy, letters and Forms
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Comment: Does this affect the managed care plans as well?

Response: No, we have not received any word from the managed care plans that this was an
issue with them. Currently, this is just Medicaid Fee for Service.

Comment: Does this pertain just to orders that we get from hospitals where they may have a
nurse practitioner ordering and may need to have the supervising physician sign off on that too
or is this for any order that we receive? If there are nurse practitioners that have their own
practice, would they not have a physician over them? |s this just for orders that we get from,
example, a hospital discharge?

Response: This is more for the effect if a nurse practitioner is on the rendering field of the
claim. Not all claims require a rendering field to be stated. There is a policy from 2013 that did
say certain providers (MSA 13-17), for instance physician assistants, can order/refer a
provider. This does not necessarily apply to referring providers; this has to do with rendering
providers who would need a supervising physician on their claim.

In Michigan, part of the licensing rules through LARA (Department of Licensing and Regulatory
Affairs) is that these types of providers (nurse practitioners, physician assistants, and clinical
nurse specialists), even if they have their own business, require a supervising physician.

Bulletins and Letters

e MMP 25-05: Corrections to Children’s/Adolescent Products Parental/Legal Guardian
Agreement/Consent

Lisa provided a summary of bulletin MMP 25-05 (issued February 13, 2025) which is a
correction policy to the Children's/ Adolescent Products Parental/Legal Guardian
Agreement/Consent (previously issued May 31, 2024 as part of Bulletin MMP 24-18). Lisa
outlined the incorrect information that was included in policy (MMP 24-18), and the corrections
provided through bulletin MMP 25-05.

MMP 25-05 includes a reminder to DME providers that current policy in the Medical Supplier
chapter (MDHHS Medicaid Provider Manual, Provider Enroliment subsection) states that
providers must accept returns of substandard, defective or unsuitable items. That is across
the board for all DME items; as an example: for children's products, if the item does not fit in
or cannot be used in the intended space, if it does not fit the child, or the child is unable to use
the item, that would be considered unsuitable and you must accept return of the item and
provide them a more appropriate item.
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o Letter L 25-04: Corrections to Nursing Facility Per Diem List

Letter L 25-04 (issued January 31, 2025) is a correction letter to the nursing facility per diem
list. In December, we posted a nursing facility per diem list. This is a list of HCPCS codes that
are included in the nursing facility per diem or payment and cannot be billed separately by a
DME provider to Medicaid because such items are included in the nursing facility per diem.
We updated the list and discovered afterwards there was a mistake. While hospital beds are
included in the nursing facility per diem, bariatric hospital beds are not. Effective March 1, we
removed the bariatric hospital beds from that list (HCPCS codes E0301 through E0304).

e MMP 24-58: Complex Rehabilitation Technology (CRT) Equipment
» CRT Provider List

Bulletin MMP 24-58 regarding Complex Rehabilitation Technology (CRT) Equipment was
issued November 27, 2024 and effective January 1, 2025. In our last meeting, it was
announced that the governor had just signed Public Acts 103 and 104 of 2024 with an
immediate effective date and that we were in the process of promulgating policy. This is the
official policy. To summarize, the public acts require the Department to identify specific
HCPCS codes as CRT equipment and accessories. It also limits the provision of complex
rehab to those DME providers that are enrolled with Medicaid Fee for Service as a CRT
provider. This also applies to the managed care plans, but they may have different providers
that enroll as CRTs. It limits the provision of these items to enrolled CRT providers unless a
CRT provider is not available in the beneficiary's geographic location. In that instance, the
Department has the authority, on a case-to-case basis, to approve a non-CRT DME to provide
the CRT item(s) to that individual beneficiary. This is on a case-to-case basis; it is not across
the board (i.e., the CRT is not available in the beneficiary’s geographic location so you will get
approved across the board -- no, it is just on a case-to-case basis for an individual beneficiary).

During the public comment period, several commenters requested that the Department
develop a list of enrolled CRT providers. After this policy was implemented, Lisa reached out
to each enrolled CRT provider and requested information (company name, location that is
enrolled, contact information, and the counties that each location serves). The “Michigan
Medicaid Fee-for-Service Enrolled Complex Rehabilitation Technology (CRT) Providers” list is
available on the MDHHS website at Medical Suppliers / Orthotists / Prosthetists / DME
Dealers.

NOTE: This website also provides the following information:

DMEPOS fee schedules

CRT HCPCS Codes

Nursing Facility Per Diem Codes
Wheelchair Accessory Reimbursement
DME Face-to-Face List


https://www.michigan.gov/mdhhs/doing-business/providers/providers/billingreimbursement/medical-suppliers-orthotists-prosthetists-dme-dealers
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¢ Wheelchair Repair/Labor Guide
e 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

Provider Support recently identified an issue with claims going back to January 1 for CRT
providers that were denying because the system was not identifying their provider type. That
was identified and corrected, and the claims team is in the process of correcting those claims.

Mobility, CRT, and MSA-1656 Items

e Photos of MSA-1656 and Addendums

MDHHS Program Review Division (PRD) has received photos of documentation/looks like
photos of the documentation that were taken by the therapist and submitted to the DME
provider who then submitted them to PRD. We want to reiterate that if you need to use
photographs, if for some reason you know an electronic format, fax, a PDF or other type of
document format cannot be submitted or uploaded into CHAMPS directly, then make sure that
those photos are clear to read (not at an angle that makes it hard to make out exactly what is
being stated) and that they are done and handled in a HIPAA-compliant manner. Uploading
them into CHAMPS is HIPAA-compliant, but make sure that the photos are not being taken
with, transmitted by, or maintained on anyone's personal cell phones as that would be a
violation of HIPAA requirements.


https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/medicaid-providers/policyforms/policy-letters-and-forms
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¢ Requests for Higher Level Base Items and Optional Accessories (Group 4 versus
Group 3)

> Justify the functional need

The reason for asking for a justification for certain items is not for the therapist to provide a
definition of what the device does; PRD has that information. What PRD needs to know is why
the specific item is needed for the individual beneficiary; make it beneficiary-specific
(personalized/individualized to the beneficiary). When a request or a justification for a male
beneficiary that refers to what ‘she’ or ‘her’ needs are, it clearly was not written or carefully
looked at to state who the request is really for. Make sure that documents are correct and that
you are not using standard or canned language which is not specific to the individual. When
requesting a higher level of an option than a beneficiary's past existing wheelchair or other
equipment might be, the justification needs to include why the beneficiary needs something
beyond what they have been using for years. PRD needs to know what has not been working,
has the beneficiary’s function been limited, or has their medical condition deteriorated. State
the reason the beneficiary needs something different than what was previously approved and
justified — why the need for something at a higher level than what they are currently using.

Providers should make sure that the ATP (Assistive Technology Professional) reviewing the
order participated in the evaluation — that someone with the knowledge of the beneficiary and
the clinical information is reviewing the documentation before you submit it to PRD.

¢ Telehealth Evaluations by Physical Therapist

Equipment evaluations need to be done in person. The only time an equipment evaluation
(form MSA-1656 or addendums) or the equipment evaluation in general can be done via
telehealth is if that evaluator has seen the beneficiary in person previously. PRD has received
a number of requests from therapy evaluations done in Utah and we doubt that all of the
beneficiaries have really been to Utah to see therapists at this facility. Providers need to
read/reference the Telemedicine chapter in the MDHHS Medicaid Provider Manual. There are
specific requirements if evaluations are being done by an out-of-state provider; prior
authorization is needed unless they are borderland, and there are other contingencies.

CPAP Supplies

¢ Request to Increase Quantities to Improve Beneficiary Compliance

This agenda topic was added per provider request. Lisa asked meeting participants to express
their concerns.

Comment: The quantities are limited by Medicaid, (i.e., what patients can get whether it is
filters, masks, cushions). Do you know when this was last reviewed?
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Response: It has been a while. Disposable filters were increased quite some time ago. Are
there specific supplies, are you saying, across the board?

Comment: It is pretty much any of the supplies that the patient is going to need that helps
them stay compliant with their therapy. Filters are a big one because they directly affect the
machine, but even the cushions and the pillows — it is not keeping up with the Medicare
guidelines and not with the manufacturer’s guidelines. During the rental period, the supplier
must provide the patient whatever they need so if they need another cushion or another mask,
it comes at our expense. When the masks and the cushions are not replaced on a regular
basis, the beneficiary may experience a variety of health issues. The patients start getting
frustrated with their equipment. They think it is not working correctly (the machine may be
working correctly — it is just that the mask is worn as it is not meant to last a year).

Response: We will review this request and follow-up with providers. Some of the items that
Medicare replaces do not need replacing as frequently.

Comment: When this starts happening, beneficiary non-compliance starts and before you
know it, their ER visits are increased, their hospitalizations are increased, and whatever
comorbidities they have with their sleep apnea -- whether it is hypertension, any cardiovascular
-- all of that is going to affect the patient. They are going to end up in the hospital more
frequently and Medicaid is going to be paying more money for all of those types of diagnoses
versus a simple mask or tubing -- something along that line.

Response: MDHHS will review. Beneficiaries should be following guidelines for equipment
use and maintenance. That is not indicative of just the Medicaid population — it is across the
board. We do disagree though with some of the replacement schedules for some of these
items, but we will review supply quantities and frequency.

Comment: If for some reason we have a patient that needs an over-quantity of supplies within
the year, are we still able to request an authorization for that, just showing that either the mask
is broken or the tubing is ripped or something?

Response: Yes. In the prior authorization request, make sure to explain what happened and
why they need the over-quantity.

Other Topics/Issues

Comment: Centers for Medicare & Medicaid Services (CMS) has a number of new HCPCS
codes going live 4/1/2025. When is it anticipated that Michigan Medicaid will recognize? Also
looking at E1022 and E1023.

Response: Recently, there were questions about adding HCPCS codes that the CMS
HCPCS (Healthcare Common Procedure Coding System) work group developed and that the
pricing, data analysis and coding (PDAC) contractor assigned to specific products, etc. We get
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a file from CMS on a quarterly basis of new, revised and deleted HCPCS codes. Sometimes
CMS does not get that file to us in a timely manner. If a code is deleted, we cannot use that
code anymore and if it is a replaced or revised HCPCS code that we cover, then it will be
revised, etc. If a new HCPCS code is established, that does not necessarily mean that the
Department is required to cover it, and just because Medicare covers a new HCPCS code
does not mean that Medicaid must cover it. The caveat here is if Medicare covers a code and
Medicare makes payment on it, Medicaid, even if we do not typically cover that code, must
cover the coinsurance and/or deductible following Medicare payment up to our allowable, as
indicated in the Coordination of Benefits chapter of the MDHHS Medicaid Provider Manual.
The PDAC contractor is responsible for assigning HCPCS codes to specific products. PDAC,
while we will use that as a guide, PDAC is not our contractor. Just because the PDAC
contractor assigned a product(s) a new HCPCS code does not mean that Medicaid must cover
that code. Medicaid uses various criteria when reviewing these HCPCS codes. In no order,
we look at the definition and the function of the product. Does it meet our definition for durable
medical equipment and medical supply? Is it registered with the FDA (Food and Drug
Administration)? Is the item experimental, investigational, or a convenience item? Ifitis, it is
not covered. Does our current budget allow for expansion to that item? Are there clinical
studies that substantiate the efficacy of the item? These are some of the things that we
consider when we look at HCPCS codes and whether we are going to expand coverage to
them. If the HCPCS code(s) in question is related to mounting hardware (E1028), that code
was split into three additional codes (E1032, E1033 and E1034). One is for the joystick,
another is for the headrest and another one for trunk and hip. E1028 was revised into
mounting hardware other or something to that effect. The Department made the decision to
cover these new codes. Parameters of coverage can be found in the Medicaid Code Rate and
Reference tool that will be available April 1. The database will be updated with the forthcoming
April fee schedule. New, revised and deleted codes are detailed in quarterly bulletins that are
issued to providers.

Comment: They also put information out about transit systems (E1022 and E1023) which are
normally not Medicare but are typically a Medicaid-covered item.

Response: E1022 will be added. We currently cover transit options under a NOC (Not
Otherwise Classified) code (KO108) and only when the beneficiary needs it for their own
personal vehicle.

Comment: |received an authorization for a client that had two items: B4155 with a BO
modifier and a B4155 with a U3 modifier. Both of these services will be provided on the same
date of service. My question to Provider Support was ‘will this claim process as two individual
claim lines (B4155 U3 and B4155 BO)? Will the second one on that claim process correctly
because it is differentiated by a modifier, or will it deny as a duplicate because the base code
is still the same?
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Response: We, unfortunately, do not like to tell you ‘yes, it will process this way’, ‘yes, you
will be paid for this’, etc. because we do not have claim examples. If you have a prior
authorization for it, they are separated by a modifier. Should it process the way that you are
explaining it? Yes. Will it? We hope so. There are multiple things Provider Support cannot
tell you (i.e., how to code, how to get paid, guarantee reimbursement payment or proper
transfer processing), but we can help you along the way on how to work through those
processes. If you have a prior authorization, there should not be an issue if everything you are
billing matches the prior authorization (i.e., dates of service are within the span).

Comment: Regarding the Code Rate and Reference tool, | looked up a product HCPCS code
(E2622) to see if there was a replacement timeline and, under the limit groups where it
normally will tell you this can be replaced every xxx, nothing was listed. | could not find any
sort of replacement timeline in the Medical Supplier chapter of the Provider Manual. Where
can limit group information be found?

There is no code rate and | wondered if it had something to do with the fact that it was
manually coded and has a PA requirement. It may be one of those types of situations where it
is reviewed on a case-by-case basis and the determination is made based on medical
documentation, etc.

Response: Yes; however, it depends. If the item is manually-priced, that requires PA and
there would not be a limit group.

Comment: PRD had indicated that the Code Rate and Reference tool should have an area
for modifiers available to us as a medical supplier. It is not there and maybe needs to be an IT
concern. We used to be able to see the associated modifiers (i.e., for E0482, not seeing an
RB modifier) but PRD could see it on their end.

Response: The Medicaid Code and Rate Reference tool is under the external links in
CHAMPS (Community Health Automated Medicaid Processing System) at the top. The only
time that a modifier will be shown is if it is required (i.e., RT or LT for a leg brace). Providers
do not always have that option unless it is required, so that could be what is triggering you not
being able to see them.

Under the code rates, there is a small magnifying glass in the right-hand corner of each box
that you can click on to see more information than what fits in the box on the main screen. The
magnifying glass will show detail that may not have fit in the box on the first screen that you
get on a particular code.

Next Meeting

The next DME liaison meeting is tentatively scheduled for June 18, 2025. Providers will be
informed via ListServ communication.
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An L-letter will be issued with meeting details. Providers may also refer to
www.michigan.gov/medicaidproviders >> Billing & Reimbursement >> Provider Specific
Information >> 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.

If the meeting is cancelled, a ListServ notice will be issued and a notice will also be posted on
the website.

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.

The purpose of DME Provider Liaison Meetings is from a policy perspective. The meetings are
of a global nature to address policy related to durable medical equipment (DME) and medical
supplies. The meetings also provide the Michigan Department of Health and Human Services
(MDHHS) Program Review Division (PRD) staff an opportunity to provide updates and
discussion. MDHHS Claims staff and Provider Support staff may also share updates regarding
claims and other related issues. The meetings are not billing sessions; they are to review and
discuss policy and current MDHHS initiatives. Providers who have concerns regarding
individual cases should contact MDHHS Provider Support for assistance.

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, NPl 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.

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.
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