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MINUTES  
 

Welcome/Introductions 
 
Lisa Trumbell began the meeting with meeting protocols and introductions. 
 
The purpose of the liaison meetings is to speak about policies, not only specific to orthotics 
and prosthetics but initiatives that are occurring within the Department, i.e., budget updates, 
Legislative actions that have occurred.  The Program Review Division (PRD) may have prior 
authorization (PA) information to share with the group, Claims may have system updates to 
share, and Provider Support may have updates as well.  The meetings are for items of a global 
nature and policy related; they are not specifically a billing session.  The meetings are not for 
discussion of individual case examples.   
 
O&P Rate Increases (Bulletin MMP 24-39)  
 
Orthotic and 
Prosthetic (O & P) 
Devices 

Reimbursed at 74% of 
Medicare O & P 
Reimbursement Rates 

Rates will apply to dates of services on 
and after October 1, 2024, and will be 
reviewed and updated annually, 
according to the January Medicare 
Durable Medical Equipment, Prosthetics, 
Orthotics and Supplies (DMEPOS) fee 
schedule. 

 
Meghan Vanderstelt, Director of the MDHHS Program Policy Division, gave a brief overview.  
An increase in specific Medicaid provider reimbursement rates became effective for dates of 
service on and after October 1, 2024.  With the budget component, it brings reimbursement up 
to 74% of Medicare rates for orthotic and prosthetic devices.  Providers were informed of this 
through bulletin MMP 24-39 which was issued August 29, 2024.  The bulletin included other 
budget-related updates as well. 
 
An updated fee schedule is not yet posted.  The rates were entered into the Community Health 
Automated Medicaid Processing System (CHAMPS) with an effective date of October 1.  Until 
the fee schedules are posted, the Medicaid Code Rate and Reference tool can be used; if you 
enter a Healthcare Common Procedure Coding System (HCPCS) code, you will see not only 
the parameters of the code, but also what the fee is. 
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Face-to-Face Encounters  
 
In previous meetings there was discussion about how Medicare had implemented a face-to-
face encounter requirement for certain items of durable medical equipment, prosthetics, 
orthotics and supplies (DMEPOS) and whether Medicare might eventually expand from DME 
to also include O&P items.  Medicaid implemented the face-to-face encounter requirement in 
2018, as required by the Affordable Care Act (ACA).  MDHHS has a list of items that require a 
face-to-face encounter with the physician or non-physician practitioner prior to ordering and 
delivering those items.  The items on the list are based off Medicare's master list of items that 
are potentially subject to face-to-face encounter and/or for Medicare prior authorization.  The 
MDHHS list cannot have less HCPCS codes on it than Medicare, but we can expand it to more 
codes than Medicare.  MDHHS will be implementing face-to-face encounters for some orthosis 
and prostheses soon, but an implementation date is not known.  Providers should reference 
the MDHHS Medicaid Provider Manual, Medical Supplier chapter; subsection 1.3 – Face-to-
Face (F2F) Visit Requirements for current policy.  Typically, the department would notify 
providers via a listserv notice when updating the face-to-face list; however, since the face-to-
face requirement will be new to O&P providers, MDHHS will send out an informational bulletin.  
 
The informational bulletin will go through the typical promulgation process.  Providers may 
submit comments once the bulletin is posted for public comment. 
 
 
Request to Cover L5647 (addition to lower extremity, below knee, suction socket)  
 
We received a request to expand coverage to the below-knee suction socket (HCPCS code 
L5647).  MDHHS reviewed the code and will expand coverage to this code effective January 1, 
2025.  This code will require PA.  As a note to providers, Medicaid covers the least costly 
alternative that meets the individual Medicaid beneficiary’s medical functional need.  In saying 
that, there are several different types of sockets that we currently cover, i.e., acrylic sockets, 
the cushion sockets, and various other ones.  When you submit a PA request for this code, 
you need to include with the documentation what other socket types you have considered and 
why those other types of sockets do not meet the individual beneficiary's medical functional 
need. 
 
Microprocessor Knee-Shin Policy  
 

• Documentation (warranty information)  
o General documentation for all DMEPOS items (MDHHS Medicaid Provider Manual, 

Medical Supplier chapter, subsection 1.6 Medical Necessity) 
 

 Physician/Non-Physician, prescription/order 
 Certificate of Medical Necessity; and 
 Copy of applicable medical record; and  
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o Specific to Microprocessor Knee-Shin  (MDHHS Medicaid Provider Manual, Medical 

Supplier chapter, subsection 2.36.A. Microprocessor Knee-Shin Systems)  
 
Documentation must be less than 60 days old and include the following: 
 
 Diagnosis/medical condition related to the service requested. 
 Current functional "K" level. 
 Ordering practitioner documentation substantiating beneficiary physical ability 

(including ample cardiovascular and pulmonary reserve) to use the device. 
 Manufacturer warranty for the knee-shin system and componentry (e.g., life of 

warranty, componentry included in warranty, and include warranty number if 
the manufacturer issues warranty numbers). 

 An occupational or physical therapy evaluation may be required on a case-by-
case basis when prior authorization (PA) is required. 

 
• Request for L7367 Lithium- ion battery, rechargeable, replacement 

 
• Request for L7368 Lithium- ion battery charger, replacement only 

o Lost/damaged 
 

• Medicare expansion to K2 
 
Lower extremity prosthesis functional level 2:  has the ability or potential for ambulation with 
the ability to traverse low level environmental barriers such as curbs, stairs or uneven 
surfaces.  Typical of the limited community ambulator. 
 
We implemented this policy just over a year ago and we want to revisit the documentation 
requirements as well as warranty information.  For documentation for all items of DMEPOS, 
there is general required documentation and additional documentation requirements specific to 
individual policies.  For all items that are DMEPOS (prosthetics, orthotics, medical supplies, 
durable medical equipment), a physician or non-physician prescription/order is required.  The 
Children's Special Health Care Services (CSHCS) program requires the order to be from an 
approved physician subspecialist.  In addition, a certificate of medical necessity (CMN) or a 
letter of medical necessity is required from the ordering practitioner.  Copies of any applicable 
medical records that apply to specific policy should be included.  In addition to the general 
documentation that is required, specific to microprocessor knees we require the diagnosis/ 
medical condition related to the need for the requested device.  The prosthetist may provide 
the functional K level.  The ordering practitioner must submit documentation that substantiates 
that person's physical ability to use that device, and that would include the cardiovascular and 
pulmonary reserve to use this device.  In addition, documentation must include the 
manufacturer warranty, componentry included in the warranty, and the life of the warranty.  If 
the manufacturer issues warranty numbers, those should be included in the documentation.  
We may require an evaluation by the occupational or physical therapist on a case-by-case 
basis. 
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Since the policy was implemented, the Program Review Division (PRD) has received PA 
requests lacking medical justification as to why the beneficiary requires a microprocessor knee 
when he/she already has an above-knee prosthesis.  Examples of missing information:  why 
an upgrade to a microprocessor knee, missing functional K level, missing certificate of medical 
necessity/letter of medical necessity.  Providers are reminded that the letter of medical 
necessity must be completed and signed by the ordering practitioner.  Sending just a 
prescription and the clinical notes is not sufficient.   
 
Note:  Warranty information needs to be kept in the beneficiary file and available to MDHHS, 
especially when requesting a replacement/repair. 
 
Comment:  We usually wait until we have the PA before we order anything.  For the 
manufacturer warranty, would that just be pulling the information that they provide for the parts 
ahead of time and then once we have it delivered and authorized, then we can include our 
warranty number after that? 
 
Response:  For a new item, the warranty information must be provided to the beneficiary upon 
delivery and a copy kept in the beneficiary file.  When requesting prior authorization for repair 
or replacement of the microprocessor knee, providers must submit the warranty information.  
 
Comment:  Can you tell us exactly what is included in the CMN that you are looking for? 
 
Response:  Providers should reference policy in the MDHHS Medicaid Provider Manual, 
Medical Supplier chapter; subsection 1.6.D. – Certificate of Medical Necessity Requirements.  
The demographic information can be completed by the providers, but other data elements, like 
the diagnosis, need to be completed by the physician or non-physician practitioner.  They need 
to indicate (document) the beneficiary’s physical ability to use the device. 
 
Comment:  The referral notes are what you are considering the CMN? 
 
Response:  If the referral notes contain all the required data elements as indicated in policy 
and are signed and dated by the ordering practitioner, then yes, the referral notes could be 
considered the CMN.  Providers should reference policy in the MDHHS Medicaid Provider 
Manual, Medical Supplier chapter; subsection 1.6.D. – Certificate of Medical Necessity 
Requirements.   
 
Remember that documentation must be specific to the individual.  Simply indicating the 
diagnosis/medical condition (e.g., wrist disarticulation) does not justify the medical/functional 
need for the microprocessor knee.  
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Request for L7367 Lithium- ion battery, rechargeable, replacement 
 
As part of the microprocessor knee-shin policy, we received a request to cover the 
replacement lithium ion battery (L7367) and a request to cover the replacement charger 
(L7368).  The requestor indicated that chargers often get lost or damaged.  Starting with the 
battery (L7367), the following was reviewed:  other payers, the FDA listing, studies regarding 
the average life of lithium ion batteries, and manufacturer websites.  Manufacturer websites did 
not provide life of the battery but rather the warranty period of the overall knee, how long the 
knee holds the charge and average expected life of the entire knee.  Most microprocessor 
knees have a 3-year warranty period which includes the battery.   
 
Of the manufacturers contacted, all indicated that they expect the life of that battery to be the 
life of the overall microprocessor knee.  If the battery fails during the warranty period, the 
manufacturer would replace the battery.  For most of the knees on the market, the battery 
cannot be changed in the field by the prosthetist.  The entire knee would need to be sent to the 
manufacturer’s service department.  MDHHS will not expand coverage to the L7367.  In the 
rare instance where the battery needs to be replaced and it is outside of the warranty period, 
we will consider on a case-by-case basis with PA and a NOC code will be used. 
 
Comment:   When you were speaking with the manufacturers, did you inquire with them 
whether or not these codes were considered included in their base code or if these are codes 
that they are recommending in addition to the base code upon initial provision of the device?   
 
Response:  No, because the battery is included in the reimbursement for the microprocessor 
base code.  
 
Comment:  That was why I was asking.  On those devices where it is not integrated, they are 
two fully separate devices and are usually coded separately.  That may have been the reason 
for the question regarding code additions-- they are not integrated with the knee. 
 
Response:  The batteries are not separately reimbursed for the initial microprocessor knee.  
L7367 is the replacement battery. 
 
Request for L7368 Lithium- ion battery charger, replacement only   
 
We also had a request to cover the replacement charger (L7368).  Most of these chargers 
have a minimum of a one-year warranty on them.  During that warranty period, if the charger 
malfunctions, it would be the manufacturer that would replace the charger.   
 
MDHHS will not expand coverage to L7368.  We will consider it on a case-by-case basis with 
PA using a NOC code.  It will depend upon how it was damaged or lost.  An example:  It is 
outside the warranty period, and it was not a malfunction of the charger itself, i.e., the 
beneficiary had a house fire and it was damaged during that house fire.  We would expect 
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either the police or fire report to be submitted with the PA request.  It is expected the 
beneficiary report the loss to the homeowner’s or renter’s insurance first and MDHHS will need 
a copy of that insurer’s decision.  A handwritten statement from the beneficiary (signed and 
dated) summarizing what occurred must be included with the PA request.  All this information 
is needed for the department to determine if damage is the result of beneficiary misuse/abuse 
or if the damage is due to circumstances beyond the beneficiary’s control.  
 
Medicare expansion to K2   
 
There was a request/a comment asking if Medicaid will expand the microprocessor knee policy 
to include K2 functional levels (which is that typical of the limited community ambulator) like 
Medicare did.  MDHHS will not expand to functional level K2.  We will certainly take that under 
advisement for future consideration but, at this time, we are keeping our policy as it is right 
now. 
 
Comment:  Medicare updated the functional levels as well.  For functional levels 1, 2, 3, and 
4, they have more detail for what actually represents a level 2, a level 3, and so on.  Have you 
seen those? 
 
Response:  According to the reference book (for the HCPCS level 2 - 2024 definitions), it 
stayed the same.   
 
UPDATE:  The participant shared information with MDHHS following the meeting.  While the 
Functional level definitions did not change, Medicare provided clarification in policy to the 
typical characteristics for each functional level. 
 
Manually Priced Items - Reminder  
 
PRD staff stated they have received numerous requests for items that are manually priced 
items.  As reminder, when PA is approved for manually priced items, providers must submit 
the actual invoice so PRD can price the item.  The code is set at a penny until the invoice is 
received.  Some providers are only getting paid a penny because the provider never sent the 
invoice with a request to change the pricing.  For clarification, for items that are custom-made 
in-house that we have used a NOC code for, we reimburse the labor (using the most 
appropriate labor code) for the actual time spent fabricating the device.  Evaluation, fitting, and 
measuring is part of the overall service and not separately reimbursed.  For materials, we use 
a rough estimate of the materials used to make the device for the individual; do not include the 
cost of bulk ordered material.  For items that are considered hardware (excluding rivets), an 
invoice showing a part number is required.   
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Other Topics  
 
To clarify, these meetings are fee for service Medicaid.  If you are having issues with a 
particular health plan, you need to follow the health plan’s rules and their requirements for prior 
authorization, documentation, and billing.  The Medicaid Health Plans must, at a very 
minimum, cover what fee for service covers, but they can cover over and beyond.  They can 
also have other documentation requirements.  If you have attempted to resolve the issue with 
the plan but the issue is still not resolved, you can submit an e-mail to the Managed Care 
Division contract managers at MDHHS-MHPContractManagers@michigan.gov.  Indicate in the 
subject line the name of the health plan so that your e-mail gets to the appropriate contract 
manager, and the contract manager will research the issue with the plan to gain resolution. 
 
NOTE:  When you submit emails, make sure that they are encrypted if you are submitting 
HIPAA information. 
 
Comment:   You stated that the Medicaid health plans can follow the fee schedule to a 
minimum, and they can add as much as they want.  Does that also apply to the Medicaid 
policy? 
 
Response:  The health plans can reimburse items based off of our fee schedule; however, 
they can negotiate rates with their contracted providers, so that could potentially be lower than 
the fee-for-service rate.  Regarding policy, the Health Plans cannot be more restrictive than 
fee-for-service Medicaid but may have different PA and documentation requirements. 
 
Comment:  Could you clarify for me what you mean about diagnosis?  Example:  If you find a 
specific product group (i.e., upper extremities) and the description of what is medically 
necessary for upper extremities is not being followed by the Medicaid provider or health plan, 
do they have to follow that 100% according to Medicaid's policy or can they interpret it however 
they want to? 
 
Response:  This question is more appropriate for the health plan division.   
 
Comment:  Medicare has a newer code for the user-adjustable limb volume management 
system (L5783).  Is this a code that MDHHS has considered or would consider?     
 
Response:  This will be taken under consideration. When reviewing new codes the 
department considers the following:  the code description and whether it meets the definition of 
prosthetic and orthotic, medical equipment, etc.; Is the item something that needs to be 
ordered by a practitioner or is it a commercially available item and would not be considered a 
piece of medical equipment?; Is it registered with the FDA?; Is there a service or device that 
we currently cover that would meet the need for a set of medical conditions globally?; Does the 
budget allow for expansion?; and we review clinical studies and standards of care. 
 

mailto:MDHHS-MHPContractManagers@michigan.gov
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UPDATE:  Following the meeting, MDHHS staff reviewed the internal review of the new code.  
The department reviewed this code back in March, 2024, and determined that we would not 
expand coverage at this time.  This decision was based off lack of substantiated evidence from 
clinical studies of the efficacy of these products.  MDHHS will reconsider in the future upon 
clinical study evidence (non-manufacturer sponsored studies) of its safety and effectiveness. 
 
Comment:  Are there any plans to require physician notes for O&P items like we do for 
Medicare?  For many of the codes for Medicare, we are required to have the physician notes.  
Is that something that is going to be implemented for the vast number of codes like we do for 
Medicare or is there an implementation that is going to come out for that? 
 
Response:  That is part of the documentation that we require and would be indicated on the 
CMN or letter of medical necessity. 
 
Providers should reference policy in the MDHHS Medicaid Provider Manual, Medical Supplier 
chapter; subsection 1.6.D. – Certificate of Medical Necessity Requirements.   
 
2025 O&P Meetings (TBD) 
 
The 2025 O&P Liaison meetings should be posted on the website by the end of December, 
2024.  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/Jessica at 1-800-622-0276. 
 
The meeting adjourned at 2:15PM. 
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