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MINUTES 
 

Welcome/Introductions 
 
Lisa Trumbell began the meeting with meeting protocols and introductions. 
 
O&P Liaison Meetings  
 
The purpose of these meetings is for high level policy-related discussion/clarification about 
new policies or revisions to policies and provides opportunity for the MDHHS Program Review 
Division (PRD) to talk about prior authorization (PA) (issues, system issues, new processes).  
Occasionally, MDHHS Provider Support staff and Claims staff may have updates regarding 
resolutions to issues or claims.  Staff may have updates about new federal or state regulations 
or initiatives.  It is not a billing session.  Questions regarding the MDHHS Medicaid Provider 
Manual and/or Code Rate and Reference tool should be directed to Provider Support at 
providersupport@michigan.gov. 
 
Lisa sought input from meeting participants as to whether they are gaining any benefit from the 
liaison meetings.  Initially, liaison meetings were held quarterly, and we found that we were 
canceling several of the meetings per year.  The providers decided that a meeting twice a year 
would be sufficient for the group.  What Lisa is finding is that, over the course of the last six to 
seven years, at least one meeting is cancelled per year because of lack of topics or 
participants.  Should we/MDHHS continue to schedule these twice a year?  Do you want just 
an annual meeting?  Do you have other suggestions? 
 
Comments:  That would be up to you if you feel there are topics that are needed and 
necessary for us.  Annual could be fine unless you find that you need something to be done 
and call for a meeting. 
 
Yes.  These meetings are very beneficial.  Nice to touch base as a group. 
 
The October meeting, which Is scheduled for October 8, is tentative as Lisa Trumbell will 
probably/possibly be on extended leave.  If the meeting is cancelled, it will be on the Medical 
Supplier webpage Medical Suppliers / Orthotists / Prosthetists / DME Dealers (if you scroll 
down the page to the liaison meetings, it will say cancelled next to it), and typically a ListServ 
notice will be sent. 
 

mailto:providersupport@michigan.gov
https://www.michigan.gov/mdhhs/doing-business/providers/providers/billingreimbursement/medical-suppliers-orthotists-prosthetists-dme-dealers
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Upper Extremity Prostheses Policy – Bulletin MMP 25-08   
 
Bulletin MMP 25-08 regarding Upper Extremity Prostheses is a new policy effective May 1.  As 
policy will be incorporated into the MDHHS Medicaid Provider Manual in a future quarterly 
update of the Manual, providers should retain this bulletin until Manual incorporation.  We 
covered some of the body-powered prostheses in the past, but we never had this policy.  This 
bulletin establishes policy and expands coverage to passive prostheses as well as myoelectric 
and hybrid prostheses.  The HCPCS (Healthcare Common Procedural Coding System) codes 
that we have expanded coverage to will be in the Medicaid Code Rate and Reference tool 
effective May 1.  If you have a code in mind, enter that into the tool and it will show if it is 
covered.  The medical supplier fee screen or database is updated quarterly.  As this policy 
becomes effective May 1, the April version of the fee screen/database will not reflect this 
information prior to the effective date of the policy.  
 
Comment:  As far as the referral is concerned, what are we going to need from the ordering 
practitioner for the referral with the myoelectric?  Anything in addition or just notes? 
 
Response:  You will need the standard documentation that we require -- the order and the 
CMN (Certificate of Medical Necessity) or referral notes.  The CMN does not have to be a 
form; it can be a letter if it contains all the required data elements.  If the person is a new 
amputee, we will want the clinical team evaluation and treatment plan.  Make sure that 
everything that is in the documentation that is required is all pointed out in any letter of medical 
necessity that is submitted.  PRD is finding that with the lower extremities, they are not hitting 
all the marks that are needed for an approval for the new knee policy. 
 
The orthotics and prosthetics provider is responsible to ensure the clinical documentation 
submitted includes all required information. Make sure that the justification is individually based 
– that it is not just the definition of the part or the type of prosthesis.  Provide justification as to 
why the beneficiary needs this specific item versus other alternatives.  What is it about the 
particular make/model/style?  Whatever the device is, make sure that it is individualized to that 
patient and not just a general description of what the device is, but why and how it is helping 
that person functionally. 
 
Verbal Prior Authorizations  
 
If something is emergent or urgent, call PRD and get a verbal authorization because PRD 
does not do retroactive authorization.  If PRD receives a submission a week after the fact, it 
will be denied if a verbal authorization was not obtained.  Make sure to get verbal 
authorizations when they are needed (i.e., coming out of surgery = walking boots). 
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Prior Authorization Questions and Answers  
 
PRD has had to return a quantity of material to providers for additional information.   
 
Reminders: 
 
• Brand information must be on the prior authorization request.  (Some people just put the 

model number.)  A supplier of a brand of products is not the same as the manufacturer.  It 
is the maker of the product that is needed (brand/make/model).   
 

• It is very helpful, when you have multiple lines, to have each line different versus cutting 
and pasting in each one because it can be difficult to determine (especially if it is a 
prosthetic) which one goes to what. 

 
• Providers need to verify eligibility.  We are sending a lot of returns for either being in a 

health plan, Plan First, or QMBs.   Plan First is denied because that benefit plan does not 
cover orthotics and prosthetics. 

 
• If one item requires a prior authorization, such as the molded inner boot, the whole thing 

requires a prior authorization; so make sure to review the policy and coding requirements, 
otherwise it gets sent back and you have to resubmit it with all the pieces. 

 
• When submitting prior authorizations online, the servicing NPI is not the prescribing 

physician.  The O&P provider may be the requesting provider but is also the servicing 
provider.  PRD is receiving a lot of PA requests where the O&P provider is putting the 
ordering physician’s NPI in the servicing NPI field. 

 
• Documentation.  Review all documentation prior to submitting a PA request (including the 

ordering practitioner’s CMN, medical notes).  Make sure all required information is there 
and that the prescription is within the timeframe that policy requests (60 days).  If you see 
that it is not within the 60 days, you need to get a new prescription along with electronic 
signatures.  Electronic signatures are acceptable, but it must state that it is electronically 
done.  PRD will not accept the prescription without having it stated that it is an electronic 
signature.  Material will be sent back for not meeting electronic signature requirements. 

 
• Unilateral orthotics require a modifier.   
 
• Review the MDHHS letters you receive.  A lot of times PRD will get resubmissions from 

return letters, and the provider submits the same material without resubmitting with the 
requested information that is indicated in the return letter.  If you have questions about the 
letters, call PRD (800-622-0276) and we can walk through them.  
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Other Topics  
 
Comment:   Currently, Medicaid allows us to bill using L1843 or L1845 for a customized AFO.  
In Medicare's policy, they give us an alternate because sometimes those codes/those items do 
not need to be customized to the patient, but that is the item that they need, so there is no 
proof of customization.  If it is not custom, then it is just off the shelf.  Medicare gives an 
alternative that you can bill the same product for an L1851 or L1852, but there is nothing in 
Medicaid's world that allows us to do that. 
 
Response:  We will take that under advisement and review for potential coverage. There is a 
difference between prefabricated items that can be customized to the beneficiary by bending, 
molding, trimming or providing add-ons versus custom-fabricated items.  For our purposes, 
you can use the prefab codes that are customized to the beneficiary since MDHHS does not 
cover the equivalent off-the-shelf codes.  The department will review the off-the-shelf codes for 
potential coverage.  
 
The Pricing, Data Analysis and Coding contractor is not Medicaid’s contractor but is 
Medicare’s contractor responsible for assigning HCPCS codes to manufacturer products.  
MDHHS often uses PDAC as a guide but MDHHS reserves the right to assign a different 
HCPCS code.  
 
Comment:  For things that are made in-house for the PA (prior authorization), I think we are 
just writing in “in-house”.  Is there a term that you like better or is that good? 
 
Response: “In-house” is fine as long as it actually is fabricated within your facility.  PRD has 
received PAs with the comment made “in house” for shoes before that are not made by the 
O&P provider but by a manufacturer.  (Joints are not made in-house -- you put them together, 
maybe in-house, but the joints are not made in-house so those will be returned.)  
 
Comment:  Is there a policy or any requirements for billing repairs or replacements for 
Medicaid (i.e., to repair or replace an AFO)? 
 
Response:  We do have a generalized repair/replacement policy.  Frequency and quantity 
would be in the Code Rate and Reference tool.  Anything that goes over limits requires PA.   
 
Comment:  Does the repair policy require a narrative for miscellaneous parts or certain 
modifiers on the claim?  Medicare requires this information. 
 
Response:  No, but I cannot speak for claims.  If you had a PA on it because it is over 
quantity, I would not know what the repair was for.  For PA you must describe the repair and 
parts used. For claims, NOC codes do not require a description; PA does. 
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Comment:  Based on the repair and replacement codes (for example, in AFO such as the 
L4205, L4210), are there any requirements on the claims?  I believe Lisa just said no narrative 
is needed, correct? 
 
Response:  That is correct. 
 
Comment:  Are any modifiers needed or anything specific? 
 
Response:  If modifiers or anything like that are needed, you would need to look at the 
Medicaid Code Rate and Reference tool.  That will show if modifiers are required. 
 
The Medicaid Code Rate and Reference tool is an external link that is found in CHAMPS.  
There is also a database in there that will give you additional information as well. 
 
Comment:  For cranial remolding helmets (S1040), do you still take pediatricians as a valid 
subspecialist to write a script for them?   
 
Response:  Yes, if the beneficiary is not a Children’s Special Health Care Services (CSHCS), 
unless the CSHCS program approved the pediatrician for that beneficiary. As long as it is not a 
CSHCS type thing -- that has to be a very specific doctor that does it.  If they have both 
Medicaid and CSHCS, then it can be the pediatrician.  If they have CSHCS only, then it has to 
be the subspecialist, not the pediatrician.  For CSHCS, an NP or a PA cannot sign -- it must be 
the physician subspecialist. 
 
Comment:  We have a lot of health plans that are denying our authorizations for S1040, 
stating it requires a subspecialist.  They are misunderstanding where it states that, for CSHCS, 
it has to be a subspecialist.  We have pushed back on one MHP quite a bit, but they have 
stuck to it.  They state a subspecialist is required so they will not take it from the pediatrician. 
They make the patients be taken to some type of neurologist. 
 
The real issue is the very short window that we have to fit these children.  To send them to 
another specialist, it is like we are taking time away from when they truly need this device and 
when it is going to be effective. 
 
It is frustrating that they just misunderstand the policies, and we point to policy.  The verbiage 
that you have on the CSHCS in the policy is on every policy – it is not exclusive to the cranial 
molding helmets. 
 
Response:  I would suggest that you contact the MDHHS Managed Care Division at mdhhs-
mhpcontractmanagers@michigan.gov.  When communicating via email, in the subject line you 
will state what specific health plan you have been having difficulty with and in the body of the 
email specify the issue and how you have tried to resolve it.  However, you need to exercise 
your full grievance process with the health plan before contacting the Managed Care Division.   
 

mailto:mdhhs-mhpcontractmanagers@michigan.gov
mailto:mdhhs-mhpcontractmanagers@michigan.gov
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2025 O&P Meetings 
 
The 2025 O&P Liaison meetings are posted on the MDHHS website.  Providers/suppliers 
registered with the Department’s ListServ should receive a notice informing them of upcoming 
liaison meetings.  The notice is usually issued about a month prior to the meeting.  If you have 
topic suggestions for the meeting that are global in nature, please submit them to Lisa 
Trumbell at TrumbellL@michigan.gov for consideration/discussion.  Providers may also refer 
to www.michigan.gov/medicaidproviders >> Billing & Reimbursement >> Provider Specific 
Information >> Medical Suppliers/Orthotists/ Prosthetists/DME Dealers for meeting schedules.  
 
Covered codes are listed on the Medical Supplier fee schedule and also in the Medicaid Code 
Rate and Reference tool.  The fee schedule can be found at 
www.michigan.gov/medicaidproviders >> Billing & Reimbursement >> Provider Specific 
Information. 
 
ListServ instructions can be found at www.michigan.gov/medicaidproviders >> Listserv 
Instructions (under ‘Resources’). 
 
PA concerns can be shared with the Program Review Division at 1-800-622-0276. 
 
 

mailto:TrumbellL@michigan.gov
http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders

