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Benefit Extension Requests
	7-1-22


A.
The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other services benefit limit each apply to the outpatient setting.

1.
Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal Year (SFY: July 1 through June 30), and radiology/other services benefits are limited to five hundred dollars ($500) per SFY.

2.
Radiology/other services include without limitation diagnostic X-rays, ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).
3.
Diagnostic laboratory services and radiology/other services defined as Essential Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.
B.
Requests to extend benefits for outpatient rehabilitative hospital visits. diagnostic laboratory services, and radiology/other services must be mailed to DHS or its designated vendor.

View or print contact information for how to submit the request.

Benefit extension requests are considered only after a claim has been filed and denied because the benefit is exhausted.

C.
A copy of the Medical Assistance Remittance and Status Report reflecting the claim’s denial for exhausted benefits must accompany the request for review. Do not send a claim.

D.
Additional information needed to process a benefit extension may be requested from the provider. Failures to provide requested additional information within the specified timeline will result in technical denials, reconsiderations of which are not available.

E.
A benefit extension request must be received within ninety (90) calendar days of the date of the benefits-exhausted denial.

F.
Correspondence regarding benefit extension requests and requests for reconsideration of denied benefit extension requests does not constitute documentation or proof of timely claim filing.

	215.121
Request for Extension of Benefits for Clinical, Outpatient, Diagnostic Laboratory, and Radiology/Other Services, Form DMS-671
	7-1-22


A.
The Medicaid Program’s diagnostic laboratory services benefit limit, and radiology/other services benefit limit each apply to the outpatient setting.

1.
Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal Year (SFY: July 1 through June 30), and radiology/other services benefits are limited to five hundred dollars ($500) per SFY.

2.
Radiology/other services include without limitation diagnostic X-rays, ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).
3.
Diagnostic laboratory services and radiology/other services defined as Essential Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.
B.
Consideration of requests for benefit extensions requires correct completion of all fields of Form DMS-671, “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic Laboratory, and Radiology/Other Services.” View or print Form DMS-671.
C.
The request date and the signature of the provider’s authorized representative are required on the form. Both stamped and electronic signatures are accepted.

D.
Dates of service must be listed in chronological order on Form DMS-671. When requesting benefit extension for more than four (4) encounters, use a separate form for each set of encounters.

E.
Enter a valid ICD diagnosis code and brief narrative description of the diagnosis.

F.
Enter a valid revenue code or procedure code (and modifiers, when applicable) and a brief narrative description of the procedure.

G.
Enter the number of units of service requested under the extension.
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Documentation Requirements
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A.
The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other services benefit limit each apply to the outpatient setting.

1.
Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal Year (SFY: July 1 through June 30), and radiology/other services benefits are limited to five hundred dollars ($500) per SFY.

2.
Radiology/other services include without limitation diagnostic X-rays, ultrasounds, and electronic monitoring or machine tests, such as electrocardiograms (ECG or EKG).
3.
Diagnostic laboratory services and radiology/other services defined as Essential Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt from counting toward either of the two new annual caps.
B.
Records supporting the medical necessity of extended benefits must be submitted with benefit extension requests.

C.
Clinical records must:

1.
Be legible and include records supporting the specific request;
2.
Be signed by the performing provider;
3.
Include clinical, outpatient, and emergency room records for the dates of service (in chronological order);
4.
Include related diabetic and blood pressure flow sheets;
5.
Include current medication list for date of service;
6.
Include the obstetrical record related to current pregnancy (if applicable); and
7.
Include clinical indication for diagnostic laboratory and radiology/other services ordered with a copy of orders for diagnostic laboratory and radiology/other services signed by the physician

D.
Diagnostic laboratory and radiology/other reports must include:

1.
Clinical indication for diagnostic laboratory and radiology/other services ordered;
2.
Signed orders for diagnostic laboratory and radiology/other services;
3.
Results signed by the performing provider; and
4.
Current and all previous ultrasound reports, including biophysical profiles and fetal non-stress tests if applicable.
	216.112
Process for Requesting Extended Therapy Services for Beneficiaries Under Twenty-One (21) Years of Age 
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A.
Requests for extended therapy services for beneficiaries under twenty-one (21) years of age must be submitted to DHS or its designated vendor.

View or print contact information for how to submit the request.

The request must meet the medical necessity requirement, and adequate documentation must be provided to support this request.

1.
Requests for extended therapy services are considered only after a claim is denied due to regular benefits exceeded.

2.
The request must be received within ninety (90) calendar days of the date of the benefits-exceeded denial. The count begins on the next working day after the date of the Remittance and Status Report (RA) on which the benefits-exceeded denial appears.

3.
Submit a copy of the Medical Assistance Remittance and Status Report reflecting the claim’s benefits-exceeded denial with the request. Do not send a claim.
B.
Form DMS-671 “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic Laboratory, and Radiology/Other Services”, must be utilized for requests for extended therapy services. View or print Form DMS-671. Consideration of requests requires correct completion of all fields on this form. The instructions for completion of this form are located on the back of the form. The provider must sign, include credentials, and date the request form. An electronic signature is accepted, provided it complies with Arkansas Code Annotated §25‑31‑103. All applicable documentation that supports the medical necessity of the request must be attached.

C.
DHS or its designated vendor will approve, deny, or ask for additional information within thirty (30) calendar days of receiving the request. Reviewers will simultaneously advise the provider and the beneficiary when a request is denied. Approved requests will be returned to the provider with an authorization number.

