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Roxie Sponsler, Manager
Bridget Robertson, Supervisor
Bryce Williamson, Supervisor
Leanna McDaniel, Supervisor
Lori Vandiver, Supervisor
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What Makes a case a

\

*+ Eligibility guidelines are the same as for regular MO
HealthNet cases.

* They become spend down if their income is over the
maximum allowable amount which is:
* $842.00 for a single person

* & $1135.00 for a couple at this time.
* These amounts are adjusted each year in April
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What Makes a case a

\

* The budget counts all gross income of the applicant &
spouse (if living together)
* A deduction of $20.00 is taken off the total gross amount

# Any health insurance premiums (including Medicare) are also
deducted from the gross income

+ There are additional deductions for Earned Income

* After deductions, if the remaining amount is over the
maximum, the dollar amount over is the spend down
amount that must be met each month.
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* 1 Person household-Income is Social Security of $1291.00
less $104.90 Medicare premium.

$1,291.00 Gross income
$ -20.00 Personal Income Exemption
$1,271.00 Adjusted Gross Income
$ -104.90 Medicare Premium
$1,166.10 Final Adjusted Gross Income
$ -842.00 MHABD Income Maximum
$ 324.10 Income over maximum

* Spend Down is $324.00 monthly
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Ways to meet the

* The client is responsible for the spend down amount each
month

|t is similar to a deductible, as soon as it is met, their MO

HealthNet coverage will go into effect on that date and
continue through the last day of the month
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Ways to meet the

* Ways to meet spend down are:
* Pay the spend down to the Premium Payment Unit by sending
a check or money order to:
* MO HealthNet Division
Premium Payment (Spend Down)
P O Box 808001
Kansas City, MO 64180-8001
* Or complete an auto withdrawal form to have it taken from a
checking or savings account monthly.

* When meeting spend down with this option, coverage begins
the first day of the month.
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Ways to meet the amount ..,

\

* Clients can send in bills or receipts they have received for
medically necessary services to the Spend Down Unit

* Coverage will begin the date the acceptable expenses meet
the spend down amount

* MO HealthNet Spend Down Provider form completed by
the provider and submitted to the Spend Down Unit.
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Verification of Expenses

\

* If meeting Spend Down with bills or receipts the document
must show the following:

*
*
*
*

*

Date of Service
Type of Service Provided
Charge for Service Provided

Amount of third party liability (amount paid and
adjusted/discounted by insurance and/or provider)

Amount client is responsible to pay

+* |temized statements or account summaries are not
acceptable.
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Verification of Expenses (Cont.)
——

* Bills are not typically received for prescriptions.
* Acceptable documentation is:

*# Tear strip showing the name of medication and fill date along with the
corresponding cash register receipt, or

* Patient Profile printout from pharmacy along with the cash register
receipt, or

* Patient Profile printout from pharmacy with the statement
“attested to by” on it and signed and dated by pharmacist.

* The pharmacist needs to understand they are attesting to the fact

that the amount listed on printout is what the client paid and the
medication that was received.

Spend Down 10



Provider Form Tips

\

+ Date of Service: Each row going across must be for one
date of service, cannot combine multiple dates of service
on one line.

« Service Description: This is a description of the medically
necessary service provided to the client.

* Procedure Code: This is the procedure code used to
submit claims to MO HealthNet Division.

* Name of Liable Third Party: This is any insurance other
than MO HealthNet.
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Provider Form Tips (Cont.)

o

* Total Amount of Charge: This is the total daily charge
incurred by the client before any payment, discounts or
deductions.

* Amount of Expense Billable to Third Party: This is the
amount the third party will or has paid.
* Enter $.00 if no Third Party.

* If payment hasn’t been received yet and you know what the
amount will be, you can initial and attest to the information as
being a good faith estimate as to what the client will owe and
be billed (Initial and attest in paragraph below columns on
form).
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Spend Down

Provider Form Tips (Cont.)

——

Write off or Other Discounts: This is the amount of incurred
expenses written off or any discounts given that will not be
billed to the client. Enter zero if no discounts.

Total Daily Expense Patient is Responsible to Pay: This is the
amount of the expenses that will be billed to the client and is
their responsibility to pay. This amount should equal the Total
Charge column minus Amount Billable to Third Party minus the
Write Off or Discounts.

Total Amount Billable to State Only Funds (DMH, DHSS
contracts): This field is only for expenses billable to Department
of Mental Health or Department of Health and Senior Services.

If you are sending expense documents to the Spend Down Unit,
please send each person individually and not as multiple
clients/patients in one fax. =




PROVIDER
FORM

EXAMPLE
(MO 886-4501)

A blank MO 886-4501 can be found
in the (on the

intranet) under:

Spend Down

> MISSOURI DEPARTMENT OF SOCIAL SERVICES
%_ FAMILY SUPPORT DIVISION

MO HealthNet Spend Down Provider Form

Provider Instructions: Please assist your‘-'patlent by completing the fo|lowang information. By completing this form, you are verifying
medical expenses have been incurred and are owed by your patient. The “Tolal Daily Expense Patient is Responsible to Pay” wlumn
shouid reflect the patient’s incurred expenses for which they are personally responsible to pay.

ATTENTION: All fields on this document are required to be completed, unless an attachment(s) verifying the required
information for the incomplete field is provided.

Patient Name (Print}: _Any One MO HealthNet Number: 12345678

Provider Name:  Djalysis Facility / Company
Check One:[] Doctor []Pharmacy Hospital:% Inpatient £ Other

Qut-patient
Date of Service Procedure | Name of Total Amount | Write off | Total Daily Total
Service Description | Code Liable Third | Amount | of or Other | Expense Amount
Party(s) of Charge | Expense | Discount | Patient is Billable to
Billable | (i.e. Responsible | State Only
to Third | Indigent | to Pay Funds (i.e.
Party Waiver) DMH,
DHSS
contracts)
ExampLe: | PR
asot0e2 | Medication 90862 DMH $80.00 $80.00 £0.00 $0.00 $80.00
Services
2015 Dialysis 90999 Medicare $4,386.80 $184.53 $4,155.07 S47.0 0.00
48312015 Dialysis 90999 Medicare $4,386.80 §184.53 $4,155.07 $47.20 30.00
46/2015 Dialysis 90999 Medicare $4,386.80 $184.53 $4,155.07 $47.20 $0.00
4812015 Dialysis 90999 Medicare $4,386.80 $184.53 §4,155.07 S4T.20 50.00
41072015 Dialysis 909%9 Medicare $4,386.80 $184.53 $4,155.07 $47.20 $0.00
41132015 Dialysis 90999 Medicare §4,386.80 $184.53 $4,155.07 $47.20 $0.00

BY COMPLETING AND SIGNING THIS DOCUMENT, YOU ARE ATTESTING TO THE ACCURACY OF THE
INFORMATION PROVIDED AND THAT THE PATIENT WILL BE BILLED FOR THE AMOUNT DUE. PLEASE INITIAL
HERE IF THIS FORM IS COMPLETED BASED ON A GOOD FAITH ESTIMATE OF THE EXPENSES OWED/BILLABLE
TO PATIENT:

THE FOLLOWING INFORMATION IS REQUIRED TO BE COMPLETED BY THE PROVIDER:
Name of Provider or Authotized Employee Completing Form (Please print): _Mary Jo Merry

Title:Patient Account Representative R Date:  1/14/2016
Address: 1234 North, Beautiful MO 60000, : Phone:  xxx-xxx-xxxx
Signature of person completing form: V” s )(n m,LWM

v e

This form is not consigdered acceptable verification of allowable spel% down expenses without completion of
the required fields and attestation. This form does not replace the responsibility of the provider to bill the
patient or submit a claim to MO HealthNet Division.

L_MO BAB-4R01 (9-32 (oy)



http://dssweb/fsd/policyprocedure/formsmanual/volume2/index.htm
http://dssweb.cds.state.mo.us/fsd/policyprocedure/formsmanual/fsforms/mhn-spend-down-provider.exe
http://dssweb.cds.state.mo.us/fsd/policyprocedure/formsmanual/fsforms/mhn-spend-down-provider.exe

PROVIDER
FORM

EXAMPLE
(MO 886-4501)

Spend Down

MISSOURI DEPARTMENT OF SOCIAL SERVICES
FAMILY SUPPORT DIVISION

MO HealthNet Spend Down Provider Form

L

&

f

Provider Instructions: Please assist your patient by completing the following information. By completing this form, you are verifying
medical expenses have been incurred and are owed by your patient. The *Total Daily Expense Patient is Responsible to Pay” column
should reflect the patient's incurred expenses for which they are personally respansible to pay,  *

ATTENTION: All fields on this decument are required to be completed, unless an attachment(s) verifying the required
information for the incomplete field is provided.

Patient Name (Print): _Any One MO HealthNet Number: 12345678
Provider Name:  pi,lysis Facility / Company
Check One:[ ] Doctor [JPharmacy Hospital: E In-patient Other

Qut-patient
Date of Service Procedure | Name of Total Amount | Write off | Total Daily Total
Service Description | Code Liable Third | Amount | of or Other | Expense Amount
: Party(s) of Charge | Expense | Discount | Patient is Billable to
Billable | {i.e. Responsible | State Only
to Third | Indigent | to Pay Funds (i.e.
Party Waiver} DMH,
DHSS
contracts)
exampLe: | 6°R
oaroz01z | Medication 90862 DMH $80.00 $80.00 $0.00 $0.00 $80.00
Services
411512015 Dialysis 90999 Medicare $4,386.80 $184.53 $4,155.07 §47.20 $0.00
4172015 Dialysis 90999 Medicare $4,386.80 $184.53 54,155.07 $47.20 $0.00
41202015 Dialysis 9099% Medicare $4,336.80 $184.53 $4,155.07 S47.20 $40.00
472212015 Dialysis 90959 Medicare 54,386.80 $184.53 $4,155.07 $47.20 58.00
4242015 Dialysis 90999 Medicare 54,386.80 3184.53 $4,155.07 §47.20 50.00
4272015 Dialysis 90999 Medicare 54,386.80 $184.53 $4,15507 | $47.20 $0.00

BY COMPLETING AND SIGNING THIS DOCUMENT, YOU ARE ATTESTING TO THE ACCURACY OF THE
INFORMATION PROVIDED AND THAT THE PATIENT WILL BE BILLED FOR THE AMOUNT DUE. PLEASE INITIAL
HERE IF THIS FORM IS COMPLETED BASED ON A GOOD FAITH ESTIMATE OF THE EXPENSES OWED/BILLABLE
TO PATIENT:

THE FOLLOWING INFORMATION [S REQUIRED TO BE COMPLETED BY THE PROVIDER:
Name of Provider or Authorized Employee Completing Form (Please print):  Mary Jo Merry
4
Title: Patient Account Representative £ Date:  1/14/2016
Address: 1234 North, Beautiful MO 60000 Phone: XXX-XXX-XXXX

Signature of person completing form: M‘Mt{ a]) “(l vt

This form is not considpjed acceptable verification of allowable spend down expenses without completion of
the required fields and attestation. This form does not replace the responsibility of the provider to bill the
patient or submit a claim to MO HealthNet Division.

MO 8864501 (9-12 rev)




PROVIDER
FORM

EXAMPLE
(MO 886-4501)

Spend Down

MISSOURI DEPARTMENT OF SQCIAL SERVICES
FAMILY SUPPORT DIVISION

MO HealthNet Spend Down Provider Form

Provider Instructions: Please assist your patient by completing the following_informatiun. By completing this form, you are verifying
medical expenses have been incurred and are owed by your patient. The “Total Daily Expense Patient is Responsible to Pay” column
should reflect the patient’s incurred expenses for which they are personally responsible to pay.  *

ATTENTION: Alf fields on this document are required to be completed, unless an attachment(s) verifying the required
information for the incomplete field is provided.

Patient Name (Print: _Any One
Provider Name:  Djalysis Facility / Company

. stalr [ In-patient
Check One:[ ] Dector [JPharmacy Hospital: T outpatient B Other

MO HealthMNet Number: 12345678

Date of Service Procedure | Name of Toftal Amount | Write off | Total Daily Total
Service Description | Code Liable Third | Amount of or Other | Expense Amount
Party(s} of Charge | Expense | Discount | Patient is Billable to
Billable | (i.e. Responsible | State Only
to Third | Indigent | to Pay Funds (i.e.
Party Waiver) DMH,
DHSS
contracts}
o A O O DMH $60.00 $60.00 $0.00 50.00 $80.00
080372012 | ‘gl
472912015 Dialysis 90999 Medicare §4,386.80 $184.53 $4,155.07 $47.20 $0.00

BY COMPLETING AND SIGNING THIS DOCUMENT, YOU ARE ATTESTING TQ THE ACCURACY OF THE
INFORMATION PROVIDED AND THAT THE PATIENT WILL BE BILLED FOR THE AMOUNT DUE. PLEASE INITIAL
HERE IF THIS FORM IS COMPLETED BASED ON A GOQD FAITH ESTIMATE OF THE EXPENSES QWED/BILLABLE
TO PATIENT:

THE FOLLOWING INFORMATION 1S REQUIRED TQ BE COMPLETED BY THE PROVIDER:
Name of Provider or Authorized Employee Completing Form (Please print):  Mary Jo Merry
. %
Title:Patient Account Representative Date:  1/14/2016
Address: 1234 North, Beautiful MO 60600 |, Phone;  xxx-xxx-xxxx
Signature of person completing form: VV! 0 ,W (\D WUZ,W}A

This form is not considaged acceptable verlflcatlon of allowable s{end down expenses without completion of
the required fields and attestation. This form does not replace the responsibility of the provider to bill the
patient or submit a claim to MO HealthNet Division.

MO 886-4501 (9-12 rev)
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Carryover Policy

\

* Carryover can be a very confusing policy

* These are some key points to remember:
* Client may use expenses that were paid or incurred.
* Being aware of the allowable time frame is essential.

* The expenses must have been incurred within the three months
prior to the current month and can be requested to be applied to
the current month and/or any of the next three months.

* For example, if we receive a request to carryover expenses in
January, the expenses would need to have been incurred in October,
November or December. We can apply the expense to January
(current month), February, March or April.

Spend Down 19



Carryover (cont.)

o

It is usually better for the client if these expenses are not MO
HealthNet eligible such as dental, optical or chiropractic
* |F the charges can be covered by MO HealthNet, the client needs
to be aware that if they are carried over to another month they
are forfeiting coverage for that month
* They cannot meet their spend down that month or the bill would
be paid and there would be nothing to carry over

« If itis a bill that MO HealthNet covers and client wants it applied
to the month of service, the expense will be paid by MO
HealthNet leaving nothing to carry over

* Expenses cannot have been used for Out of Pocket or applied
towards meeting their spend down in the month it was incurred.

Spend Down 20



Carryover (Cont.)

\

* Once expenses have been designated to a specific month,
the client cannot later go back and designate them to a
different month

* The designation must be in writing, signed and dated by the
client and/or spouse.

* When the carryover form is completed, it must be signed each
time carryover is requested.

* These forms should not be photocopied with client’s
signature and resubmitted each month.

Spend Down 21



Carryover (Cont.)

‘\

* Client must have been an active Spend Down participant
and not receiving SLMB2 in the month the expense was
incurred.

* A provider form cannot be used for carryover.
* We must receive a bill or invoice.

Spend Down 22



Contacting the

* All expenses should be sent to the Spend Down Unit either
by fax or email.

* If emailing, the expenses must be attached to the email as
a pdf document. Numbers are listed below:

* Faxes:

* 855-600-3754 (Toll Free Fax for Spend Down ONLY)
* Email

*  sesd@ip.sp.mo.gov

Spend Down 23
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Contacting the Unit (cont.)

\

* Any questions or concerns can be directed to our Spend
Down Unit by phone or email as follows:

* Phone: (Toll Free) 855-600-4412

* Manager and Supervisor Extensions
* Roxie Sponsler, Manager 250
* Bridget Robertson, Supervisor 227
*  Bryce Williamson, Supervisor 229
* Leanna McDaniel Supervisor 270
* Lori Vandiver, Supervisor 246

* Email:

* Spenddown.unit@dss.mo.gov
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