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Surgical Justification

* SCDHHS contracts with Acentra Health to perform pre-surgical review of select surgical procedures.

* A list of codes requiring prior authorization can be found at Hospital Procedure Codes (scdhhs.gov).
— Examples include, but not limited to bariatric surgery, hysterectomies, device implants, spine surgery

* Refer to SCDHHS Hospital Services Provider Manual for full details.



https://provider.scdhhs.gov/internet/pdf/manuals/Hospital/Section%204.pdf

Cochlear Implant

1 Effective 1/1/2024 SCDHHS expanded coverage for cochlear implants (69930) to include
adults, age 21 and over. The procedure requires prior authorization.

] Request must be received before service is performed.
**Hearing aid trial is not required for members age 21 and over

1 InterQual® criteria will be used for medical necessity determination




Endovenous RF

) Effective 10/26/23 SCDHHS requires prior authorization for the following endovenous
radiofrequency ablation codes:
36475
36476
36478
36479

) Request must be received before service is rendered.

1 InterQual® criteria will be used for medical necessity determination



Hysterectomy

Surgical Procedures/Organ Transplant Prior Authorization Request Form
South Carolina Department of Health and Human Services

. . : . KePRO/SCDHHS now requires any Medicaid Provider submitting Prior Authorizations using their National Provider Identifier
S C D H H S req uires p re -ad mission su rg I Cal (NFI) to provide their 9 digit zip code. If you do not know your 9 digit zip code then please visit: Itpp://zip4. usps.com/zip4/welconte.jsp

jUStIfIC&tIOﬂ fOI’ hyStereCtOmleS . Submit fax request for Prior Authorization to: 1-855-300-0082. Requests may be submitted up to 10 days prior to schedule
Surgical Procedures/Organ Transplant services, provided Member is eligible.

* Prior authorization must be obtained even if

. 1. O Initial O Recertification O Change O Cancel Recert: Enter previous PA#
the surgery follows a delivery. i - g PA% Clangeor et
canceled.
* Providers should use the Request for 2 Date ol Requent Gumiddhmy) 5. Review Type (i one T applcabie
O Prior Authorization
Surgical Justification for Hysterectomy form [ Retrospective Prepayment Review (Date notified of eigiviliy /| | )
(If not USIng 1:|‘]e Web portal) AND the Consent 4. Member Medicaid 1D Number (10 digit Number): 3. Member Last Name: 6. Member First Name: ﬂ;::agiﬁ::;l 8. ;mf;re
for Sterilization form with each request. o
9 10. Treatment Setting 11. Primary Diagnosis Code/ Description:
P A hysterectomy mUSt be medlca”y necessary 2. NPI Requesting Service Provider Name & ID Number: g ];1111;:;:1;1]:—1:;13::1[&1 1
_ 3 4
and not for the sole purpose of rendering a b digitZp Code (Mandator) e ;
member sterile or incapable of reproducing. o I3 Prior Au SenEe Tpe
a. NPI Rendering Provider Name and ID Number:
O Organ Transplant
b. 9 digit Zip Code Mandators) O Surgical Procedure(s)




Sterilization Form

] Please use the most current form.

1 The physician should submit a properly completed
consent form that meets all federal requirements
associated with elective sterilizations.

1 There is a 30-day wait period from the date the
consent form is signed by the patient before the
surgery is performed, unless it is an urgent or
emergent case.

] Exceptions to the 30-day wait period:
- Premature delivery
- emergency abdominal surgery

J Please refer to the SCDHHS Hospital Services
Provider Manual for more specific details regarding
hysterectomy coverage and billing specifications.

Form Approved: OMB No. 0337-0M66
Expiralion date: 7312025

CONSENT FOR STERILIZATION

NOTICE: YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR WITHHOLDING
OF ANY BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEIVIMNG FEDERAL FLNDS,

B COMSENT TO STERILIZATION B

| have asked for and received information about sterilization from
. When | first asked

Docior ar Clinic

for the information, | was iold that the decision to be sterlized is com-
pletely up to me. | was told that | could decide not to be sterlized. H | de-
cide not o be sledlizad, my decision will not alfect my rght 1o fulue care
or remtment. | will not |ose any help or benefils from programs receving
Fedaral funds, such as Temporary Assistance for Neady Families (TANF)
or Madicaid that | am now getting or for which | may become aligible

| UNDERSTAMD THAT THE STERILIZATION MUST BE COMNSIDERED
PERMAMENT AND MOT REVERESIELE. | HAVE DEC|DED THAT | DO
NOT WANT TO BECOME PREGNANT, BEAR CHILDREM OR FATHER
CHILDREM.

| was told ebout those temporary methods of birh control that are
available and could be provided to me which will aliow me to bear or father
a child in the fulure. | have rejected these allermatives and chossn (o be
sharilized

| understand that | will be sterilized by an operation known as a

. The discomionts, risks

Spacify Type of Oparation
and banefls associaled with the operalion have been explained 1o me. All
iy questions have bean answered 1o my setisfaction.

I understard that the operation will not be done bl at least 30 days
aftar | sign this foom. | understand that | can change my mind at any tima
and thet my decision at any tme not to be stenlized will not result in the
withiholding of any benefie o medical services provided by fedesally
Turdad progrisms.

Lam atb east 21 years of age and was borm an:

Date
I , harelyy consent of my awn

fress will 1o be stedlized by

Dioctor or Clmie

by & method called . My
Specily Type of Cparalion
consent expires 180 days from the date of my sgnsture balow.
| also consent to the release of this fon and other medical records
abaul the operation 10:
Representatives of the Depatment of Health and Human Services,
or Employees of programs or projects funded by the Deparimant
but anly for gatarmining if Faderal lews ware obserdad.
| hawe received a copy of this fom.

Sgre Date
You arg réquested 10 supply the fallowing nformation, bt it is not re-

quired: [Etfvicty angd Race Designalion) (Mease check)
Elfusicily. Race [k e o e
[ Hespanic or Latino [ American Indian or Alaska Native
[ mick Hisgariie or Lating [ Asian

[ Black or African American

Mative Hawaian or Other Pacsic |slander
O wikie:

B INTERPRETER'S STATEMENT B

|f an irderpreter is provided to assist the individual 1o be sterilized:

| nave translated the informatien and sdvice presented orally to the in-
dividual 1o be slerlized by the person cblaining this consent. | have also
résad himher the consént form in

language and eplained &5 contents o himfher. To the best of my

knowledoe and belef be'she undersiood this explanation.

B STATEMENT OF PERSON OBTAINING CONSENT W
Batora sigred ihe
Nare af lndnadual
consent fom, | explained to himdber the nature of sterifzation operation
,the fact that it is

apaciy Type of Dparation
intended 0 be a fnal and imeversible procedune and the discomions, risks
and benefits associated with &

| counseled the individual io be sterilized that aliemative methods of
birth control are avallable which are termparary. | explained that starlza-
tion i different becawse it s pemanent. | informed the ndividual 10 be
sledlized  thal hishher oonsent can  be wilhdiawn at any time and thal
hefshe will not lose any health sendces or any benefits prosided by
Faderal funds.

To the bast of my knowledge and belief the individeal o be sterlized (s
at least 21 years old and sppears mentally competent. HaShe knowingly
ardd woluntady requesied fo be slerlized and appeass 1o understand the
nature and consequences of the procadune,

Signature of Parsan Obisining Conssnt Crata

FaCIy

Address
B PHYSICIAN'S STATEMENT B
Shortly befare | performed a slerileation eperation upon
an
Name of Individual Drate of Sterization
| explained to himher the nature of the sterilzation oparation
e fect that Bis

Specily Type of Dperation
Interded o be & final and imeversible procedure and the discomions, risks
and benefits associated with £

| counseled ihe individual to be slarilized thal gliemalive metheds of
birth canrol are available which ane termporary, | esplained that slerifea-
tion is different because & is permanent

| informed the indiidual to be sterlized that nisfher consent can
be withdrawn &t any time and that he'she will not lose eny health servicas
or benafits provided by Federal funds.

To the best of my knowledge and belief the individual 10 be sterilized is
at least 21 years old and appears mentaly compaterd. HerShe knowingly
and voluntarily requested ta be sterilzed and appeared 1o undarstand the
nature and consequences of the procadure,

(Instructions for use of alternative final paragraph: Use ihe first
paragraph below axcept in the casa of pramature delivary or amangancy
abdoming sumgery where the stedlizalion is performed Jess than 30 days
after the dale of the individual's signalure an the consenl fom In hose
cases, Ihe second paragraph below must be used. Cross oul the pas-
gragh which is not used. )

(1) At least 20 days have passed betwesn tha data of the ingividusl's
signeture on this consent form and the dete the sterilizetion was
parfomrmed.

(2} This sterilization was parformed less than 30 days but more then 72
hours afier the date of the individuals signature on this consent fom
because of the following circumstances (check applicable box and fill in
infarmatiom raquasted)

[ Premature delivery

Individual’s expacied date of delwary:

[ Emergency abdeminal surgery fdescribe cicumstancas):

Interpreters Signsiue Drafe
HHS-E8Y (07/2025)

Physicran's Signadurs Dhate



Prior Authorization Requests

Authorization requests should be submitted
prior to services being rendered.

Authorization requests may be submitted

online at https://portal.kepro.com or by fax
using the Surgical Justification Request form

Sterilization Consent form must be included if
requesting any form of sterilization.




Authorization Types

JPrior Authorization

Should always be submitted before the
service is rendered.

] Retrospective Authorization

“Retro”

Needed when services were performed before

the member was eligible for Medicaid and the

member has since been granted retrospective

eligibility covering the date of service.

* A Retro case is NOT one that is submitted
late for any reason other than eligibility.

* Untimely requests will be administratively
denied.

*  Providers must identify a request as
RETRO on the fax request form or by
request type in Atrezzo.




Processing Timelines

Acentra Health completes requests for services

expeditiously and within contractual

timeframes. The review completion timeframe
IS measured from the date Acentra Health
receives a request.

»New Request/Admission review — 5 business days

»Retrospective Reviews — 5 business days




Review Process

10

-~
@

Administrative
Requirements

Member eligibility
verified
Provider eligibility
verified

Medicaid Guidelines
applied

Nurse Review

InterQual® or State
defined criteria
applied

May pend for
additional clinical
information

Approve if criteria met

Refer to physician
reviewer if
documentation does
not support medical
necessity.

O
X3

7~ N\

Physician Review

The medical director,
or another qualified
physician reviewer will
review the case
against InterQual® or
State defined criteria
and national
standards to provide a
decision

The physician or
gualified practitioner
may approve or deny
the review



Pended Reviews
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A review may be pended for one of the following reasons:

— Missing required information such as plan of care or provider
number

— Additional information or clarification is needed before a
decision can be made
Notifications are sent via fax or web portal

A provider has 2 business days to respond to the additional
information request

— |f the case contains no clinical information, the case will be
administratively denied.

— If the case has insufficient clinical information and there is no
response to the pended, the case will move to the physician
reviewer for a determination.

If a review is administratively denied, the provider may
submit a new request once they have all the necessary
information.




Responding to Pended Reviews

* If you submitted the request online thru

12

the Portal:
— Log into the Portal and open the
pended case
— ACTION TAB - additional Clinical
Information

type the information in the note
section.

Mo letters available

i Extend

-

— Upload the requested documents or

m—)

Copy

Add Additional Clinical Information

Reconsideration | .+ » dional Clinical Information

Request Authoriza o
Case 222570001  BERNESSA PEARSON (F)  MS Advanced Diagnostic Imaging

Request 01 011211961 OQutpatient

Note

Allowed File Types: doc, docx, jpg. jpeg,
mdi, pdf, tif, tiff, xs, xlsx, xps. Drag And Drop Or Browse Your Files.

Document Type

Select One

CANCEL SUBMIT




Denials and Reconsiderations
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*When any portion of the review is denied because it does not
comply with Medicaid regulations

Adm”’“Stratlve Den|a| «Example: untimely, insufficient information

*Provider may submit a new case for the service if an administrative
denial is received. This does not apply to those cases that were
denied for untimely submission.

*Occurs when any portion of the requested service is denied by a
physician reviewer due to medical necessity

C I I n I Cal De n I al *Does not meet state Medicaid criteria with information submitted or
does not meet other national evidence-based criteria

*May only be requested for clinically denied cases

R econs | d e ra'“ on *Not used for Administrative Denials




Reconsiderations

14

May be submitted within 30 calendar days of the clinical denial
date

— This is your opportunity to provide more detailed clinicals

May be submitted via

— Web portal *preferred

— Fax

— phone *least preferred (will still require additional information to

be faxed)

A clinical reviewer will review any additional information submitted.
If unable to meet InterQual® or State approved criteria, it will be
referred to the physician reviewer.

A physician reviewer — a different physician from the one who
originally reviewed the case - will look at the case and any new
information submitted to support the reconsideration
The physician reviewer may

— Uphold original decision (no change made)

— Overturn the original decision (approve the case)

If original decision is upheld, provider may appeal the decision to
SCDHHS.




Appeals
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° If a reconsideration is upheld, an appeal
may be requested. Specific instructions will
be included in the reconsideration
determination letter.

* SCDHHS will review the provider’s request
and conduct a Fair hearing.

°* Members may request an appeal within 30
calendar days from the reconsideration
determination notice:

— online at www.scdhhs.gov/appeals,
— Fax 803 255 8206
— Email appeals@scdhhs.gov

— Mail Office of Appeals and Hearings
PO BOX 8206
Columbia, SC 29202



http://www.scdhhs.gov/appeals

Resources and Education

16

SCDHHS Physician Provider Manual

Hospital Services Manual - 02-01-2024 (scdhhs.gov)
Provider Training Resources | SCDHHS

SC Acentra Health website

Acentra Health Customer Service
— 1-855-326-5219



https://provider.scdhhs.gov/internet/pdf/manuals/Physicians/Manual.pdf
https://provider.scdhhs.gov/internet/pdf/manuals/Hospital/Manual.pdf
https://www.scdhhs.gov/provider-training-resources
https://scdhhs.kepro.com/hubfs/Client%20Sites/SC%20DHHS/Training/How%20to%20Add%20a%20User%20-%20Quick%20Reference%20Guide.pdf?hsLang=en
mailto:scproviderissues@kepro.com
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