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Attachment 4.16-168

COOPERATIVE AGREEMENT BETWEEN THE
MISSOURI DEPARTMENT OF SOCIAL SERVICES
Division of Medical Services
and the
MISSOURI DEPARTMENT OF HEALTH
Bureau of Special Health Care Needs
Head Injury Program

NON-EMERGENCY MEDICAL TRANSPORTATION

I
STATEMENT OF PURPOSE
The Missouri Department of Social Services (DSS],-Divisinn of Medical Services (DMS) and the
Department of Health, Bureau of Special Health Care Needs, Head Injury Program
- (DOH/BSHCN), in order to provide the most efficient and cost effective Non-Emergency

Medical Transportation (NEMT) services, hereby agree to the conditions included in this
cooperative agreement.

%

II
MUTUAL OBJECTIVES

Il To ensure transportation services to and from covered Missouri Medicaid services for
head injured Medicaid cligible recipients age 21 or over, who have no other

transportation resources. Transportation will be provided through the DOH/BSHCN for
described individuals in the most appropriate, least costly manner.

I
RESPECTIVE RESPONSIBILITIES

DSS agrees to:

I Reimburse DOH/BSHCN the Title XIX Federal share of actual and reasonable costs
established for the administration of medically necessary non-emergency medical
transportation. The rate of reimbursement for cligible costs will be 50%. Chan gesin |

Federal regulations af fecting the matching percentage, and/or costs eligible for enhanced
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Attachment 4.16-168

or administrative match, which become effective subsequent to the execution of the
agreement will be applied as provided in the regulations.

2 Provide DOH/BSHCN access to the information necessary to properly provide
transportation administration and information regarding Medicaid eligibility.

el Meet and consult on a regular basis, at least annually, with DOH/BSHCN on issues
related to this agreement,

Develop and conduct periodic utilization reviews in cooperation with DOH/BSHCN to

ensure payments made to DOH/BSHCN do not duplicate other Medicaid NEMT
Paymenis.

5. Refer recipients who meet the following criteria to the DMS NEMT broker: have not
reached their 21 birthday; are injured before age 22; or are on the DOH waiting list for
transportation by DOH, but for which DOH funds are not available. Referral for NEMT
services should be to the appropriate NEMT broker depending on the county of residence.

6. Maintain the confidentiality of client records and eligibility information received from
DOH and use that information only in the administration, technical assistance and
coordination of activities authorized under this agreement,

DOH/BSHCN aerees to-

1. Identify Medicaid eligible head injury recipients age 21 or over who have been approved
by DOH for Comprehensive Day Rehab service and determine those who do not have

access to free non-emergency medical transportation for scheduled medically necessary,
Medicaid covered services.

Lo be eligible for Medicaid coverage of NEMT services, individuals must be eligible for
Medicaid or MC+ under a federally matched eligibility category. Individuals eligible
under State Only Eligibility Categories: (ME Codes 02, 08,09, 51, 52, 57, 59 and. 64), are
not eligible for the Medicaid NEMT program nor-QMB (ME Code 55), nor Medicaid
Expansion recipients (ME Codes 71-77 and 80).

2. Arrange/Schedule the most cost-effective, nan

-emergency medical transportation service
appropriate for the needs of the recipient,

A. DOH Program Staff will identify those individuals who have reached their 21
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Aftachment 4.16-168

binﬁday and are receiving transportation services through the Comprehensive Day Rehab
program funded by Medicaid,

B. Notify DSM (via disk) of all recipients approved for transportation to Medicaid
funded Comprehensive Day Rehab services for which DOH will certify the state share
and claim services under the terms of this agreement.

C. Notify DMS of all recipients who are on a waiting list for DOH transportation, and as

the waiting list is updated, the updated listing will be forwarded to the DSM NEMT
coordinator in disk format.

DMS will use the waiting list to identify those individuals who are eligible to receive
NEMT to Comprehensive Day Rehab services through the broker. As individuals are

moved from the waiting list to the approved list (item B) DOH will assume t:hr: g
responsibility for transport.

D. DOH program staff will report transportation costs for Medicaid eligible recipients
recerving transportation from DOH as provided under the terms of this agreement.

3t Certify to DSS the provisions of the non-federal share for transportation services via
completion of DMS Certification of General Revenue for the Department of Social
Services Division of Medical Services Title XIX Transportation Program form (Appendix
A) and on each invoice for Medicaid Administration of Transportation (Appendix B).
DOH will supply DMS with a copy of their methodology for reimbursable DOH

contracted transportation vendors for whom they will submit invoices for cost of
transport of Medicaid recipients,

4. Provide, as requested by the state Medicaid agency, the information necessary to request
Federal funds available under the state’s Medicaid match rate. Information will include
at least: Recipient name: Medicaid Departmental Client Number (D CN); Date of Service:

Name of Medicaid provider to whom recipient was transported; and actual cost of NEMT

service and mileage. v

A. Submit claims on a quarterly basis via Invoice for Medicaid Administration of
Transportation form (Appendix B). +

B. DOH will supply DMS with a copy of their methodology for reimbursing DOH

contracted transportation vendors for whom they will submit invoices for cost of
transport of Medicaid recipients.
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Attachment 4,16-168

5. Accept responsibility for disallowances and incur the penalties of same resulting from the
activities associated with this apreement. Return to DSS any Federal funds which are
deferred or ultimately disallowed or both arising from the administrative claims
submitted by DSS on behalf of DOH/BSHCN.

6. Meet-and consult on a regular basis, at Jeast annually, with DSS on issues arising from
this agreement.

7. Conduet all activitics recognizing the authority of the state Medicaid agency in the
administration of the Medicaid State Plan on issues, policies, rules and regulations on
program-matters.

8.  Maintain all necessary information for a minimum of five (5) years to support the claims
and provide HCFA any necessary data for auditing purposes. .
9. Maintain confidentiality of client records and eligibility information received from DSS

and use that information only in the administration, technical assistance and coordination
of activities authorized under this agreement. ;

: IV
TERMS OF THIS AGREEMENT

* The period of this Cooperative Apreement shall be from J anuary 1, 2000 and remain in effect
until canceled by one or both parties. This agreement may be canceled at any time upon
agreement by both parties or by either party after giving thirty (30) days prior notice in writing to
the other party, provided, however that any financial arrangement(s) pertaining to this agreement
shall remain in effect and reimbursement shall be made for the period when the contract is in full

force and in effect. This agreement may be modified at any time by the written agreement of
both parties.
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