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Glossary/Acronyms

* ADL: Activities of Daily Living

e APS: Adult Protective Services

* CCH: Carolina Complete Health

* EVV: Electronic Visit Verification

« HHAX: HHAeXchange

* HHCS: Home Health Care Services

* ICD: International Classification of Diseases
 LME: Local Management Entity



Glossary/Acronyms

 NC LIFTSS: NC Linking Individuals and Families to Long Term
Services and Supports

* NPA: No Prior Authorization
e PCP: Primary Care Physician
* PCS: Personal Care Services
* TCL: Transition to Community Living



Learning Objectives

Determine how to locate the 3051 form.

Review tips for successfully completing the 3051
form.

Explain where to find assistance.

Describe Electronic Visit Verification's impact on
Personal Care Services.




Locating the 3051 Form.




3051 Form

* Must be completed to request independent assessment
conducted by North Carolina Medicaid or its designee

e Carolina Complete Health (CCH) completes form for Trillium
Health Resources.
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How to Locate the 3051 Form

* Link to Trillium’s 3051 form on Personal Care Services (PCS)
page on Trillium website

» Contact information for questions about PCS below form link

PCS program eligibility is determined by an independent assessment conducted by NC Medicaid or

its designee, and is provided according to an individualized service plan.

To request an independent assessment for a Trillium member, the physician caring for the member
should complete Trillium’s 3051 Form. The completed form should be emailed to
LTSS@trilliumnc.org 3.

6 Questions about PCS

If you have questions about PCS you may call Trilliums’ Provider Support Service Line at

855-250-1539 or you can submit questions online at

Ask aboutPCs [0



https://www.trilliumhealthresources.org/personal-care-services-pcs

Tips for Successfully Completing the

3051 Form.




How to Request Independent Assessment

1. Physician caring for member should complete Trillium’s
3051 Form

* *Non-medical change of status or change of provider requests
complete page three only.

2. Completed form emailed to LTSS@ftrilliumnc.org or just

click “Submit”.



https://www.trilliumhealthresources.org/sites/default/files/docs/Benefit-Plans-Services-Definitions/Trillium-Request-for-Independent-Assessment-PCS.pdf
https://www.trilliumhealthresources.org/sites/default/files/docs/Benefit-Plans-Services-Definitions/Trillium-Request-for-Independent-Assessment-PCS.pdf
mailto:LTSS@trilliumnc.org
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3051 Request for Independent Assessmen

Beneficiary Name: MID#:
Trillium

DMA-3051
aa REQUEST FOR INDEPENDENT ASSESSMENT FOR PERSONAL CARE SERVICES
(PCS) ATTESTATION OF MEDICAL NEED

MEDICAL CHANGE OF STATUS O HEW REQUESTS. PRACTITIONERS COMPLETE PAGES 15.20MLY
REGUEST TYPE (e se) ToTe oF REGueST

1 Ghange of siatus: edicat ] New Request | T Dlepedted Assessment Request

f— e ——
@ SECTION A BENCFICIARY DEMoGRAPHICS
Becetiarys Name:Frt [ e ——
[—— P, rsovse___1
Gender: 01 Moo 01 Ferie Language: ] Ergian 0] spurion 0 v
Aorens: c
Counr P Phoo
Altemate Contact (Select One): O Parent O Legal Guardian (required if beneficiary < 18) O other

ON-PCS Provides):

Name: Phone:( )

Active Aduit Protective Services Case? ([ ves (I no

[Beneficiary currently resides: [ At home [ duit Care Home [ Hospitalizedimecscai faciity [ Skied Nursing Faciity

O Group Home [ special care Unit (scu) [ other DIC Date (Hospital'SNF)___[__|

diagnoses related Dy Living,
(bathing. dressing. mobilty. toleting. and eating). List both the diagnosis and the COMFLETE ICD-10 Code-
€010 Tmpacts Date of Onset
Medical Diagnosis. D 10 P .
T Oves
One
2 Oves
ONo
3 Tves
Ono
B Dves
7777777 ONo
5 Oves
7777777 ONe
B Oves
77777777 Ono
7 Tves
_______ Ono
B Oves
7777777 Ono
B Oves
777777 ONo
0 Tves
7777777 Ono

In your clinical judgment, ADL imitations are: [ short Term (3 Montns) [ intemeciate (0 Montns) [ Age appropriate.
[ Expacted to resoive or improve (with or without restment) [ Chronic andstale
s Benefioiary Medically stavle? [T ves (] no

Is 244 regn il to iary’s safety? (1 ves [ no
Provider Support Serviees: 1-855.250-1538 ~
Business & Adminisirative Maters - 556.988.2557 TillumteatiResources org ==
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Request for Independent Assessment: Step 1 — Request Type

MEDICAL CHANGE OF STATUS OR NEW REQUESTS, PRACTITIONERS COMPLETE PAGES 1 & 2 ONLY
Step 1 »| REQUEST TYPE: (select one) DATE OF REQUEST:
] Change of Status: Medical L] New Request ! ! [|Expedited Assessment Request
Questions: Form Submission Email:

Click Here to Submit Questions LTSS @Trilliumnc.org
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Request for Independent Assessment: Step 2 - Section A Beneficiary
Demographics

r
as

Step 2 )| SECTION A. BENEFICIARY DEMOGRAPHICS

Beneficiary's Name: First: Ml Last DOB: / /
Medicaid ID#: RSID#(ACH Only): RSID Date: / /
Gender: | Male LI Female Language: [ English L] Spanish L] other
Address: City:
County: Zip: Phone: )

Alternate Contact (Select One): [l Parent [l Legal Guardian (required if beneficiary < 18) LI Other

Relationship to Beneficiary (NON-PCS Provider):

Name: Phone:_( )

Active Adult Protective Services Case? [ Yes [ ] No

Beneficiary currently resides: [] At home [ Adult Care Home [] Hospitalized/medical facility ] skilled Nursing Facility

N ] Group Home ] Special Care Unit (SCU) L] other D/C Date (Hospital/SNF):_02 | 0z [ 2024
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Request for Independent Assessment: Step 3 - Section B Beneficiary’s

Conditions

e i m e am——y — -

e e,

Step 3 )|

SECTION B. BENEFICIARY’S CONDITIONS THAT RE

SULT IN NEED FOR ASSISTAI

NCE WITH ADLS

Identify the current medical diagnoses related to the beneficiary’s need for assistance with qualifying Activities of Daily Living
(bathing, dressing, mobility, toileting, and eating). List both the diagnosis and the COMPLETE ICD-10 Code.

Medical Diagnosis

ICD-10
Code

Impacts
ADLs

Date of Onset
(mm/yyyy)

Oves
[No

[yes
[INo

[Iyes
LNo

[yes
[[INo

[Cvyes
ONo

Oyes
[ONo

[vyes
ONo

[yes
[ONo

LYes
[CINo

10.

[Oves
[No

In your

ADL limitations are: L_| Short Term (3 Months) ] Intermediate (6 Months) L1 Age Appropriate
|:| Expected to resolve or improve (with or without treatment) D Chronic and stable

Is Beneficiary Medically Stable? [ ves [ no

Is 24-hour caregiver availability required to ensure beneficiary’s safety? [T ves (I No

r
as



Request for Independent Assessment — Page 2

Beneficiary Name: MID#

OPTIONAL AT

Beneficiary requires an incraased level of supervision. Initit

rea for naves

: e
impaited memory. thirking. and behavior. incuding gradual merory loss, impaired judgment, disorientation
personaiy change, diffculty in learing, and the koss of language skits

oquires a o rdiess of setiing, that includes modifications snd safaty| Il
measures Lo safeguard ine beneficiary because of ine beneflciary's gradual merory loss, Impared judgment,
eisorientaten. personally change. dficulty in lsarming. and the 1085 of language skals

2 hi ingestion, apgressive ikl
behavior, and an increased incidence of alls

SECTIONG.

‘Aussting Practitioner's Nam;

Practitionsr NPIF:

Selectone: || Beneficiary's Primary Care Pracitoner |_| Outpstient Specialty Practitoner || Inpatient Practiioner
: Pig:,
Practice Stamp.
Addrass:
Phane:_(_| Fa

Date of last visit o Practitioner.

Pract nature AND

rodential

: Must be < 90 days from Received Date

“Signaure sismp ot alowed

compiete,

the provision f senices by

testation may res

i nerety
understand that my

ander lows ©

SECTION D. CHANGE OF STATUS: MEDICAL Compiet for medical changs of status request only.

Describe the speciic medical change i condilion and 3 mpact on the beneficiary's need for hands on assistancs (Reguired)

-- PRACTITIONER FORM ENDS HERE -

Care Management
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Care Management

Request for Independent Assessment: Step 4 — Optional Attestation

r
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=

OPTIONAL ATTESTATION: Practitioner should review the following and initial only if applicable:

Beneficiary requires an increased level of supervision.

Beneficiary requires caregivers with training or experience in caring for individuals who have a
degenerative disease, characterized by irreversible memory dysfunction, that attacks the brain and results in
impaired memory, thinking, and behavior, including gradual memory loss, impaired judgment, disorientation,
personality change, difficulty in learning, and the loss of language skills.

Beneficiary requires a physical environment, regardless of setting, that includes modifications and safety
measures to safeguard the beneficiary because of the beneficiary's gradual memory loss, impaired judgment,
disorientation, personality change, difficulty in learning, and the loss of language skills.

Beneficiary has a history of safety concerns related to inappropriate wandering, ingestion, aggressive
behavior, and an increased incidence of falls.

Initial:

Initial:

Initial:

Initial:
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Request for Independent Assessment: Step 5 - Section C Practitioner
Information

behavior, and an increased incidence of talls.

N under the applicable federal and state laws.”

Step 5 )| SECTION C. PRACTITIONER INFORMATION

Attesting Practitioner’'s Name: Practitioner NPI#:

Selectone: | Beneficiary’s Primary Care Practitioner L Outpatient Specialty Practitioner L Inpatient Practitioner

Practice Name: NPI#:
Practice Stamp
Practice Contact Name:
Address:
Phone:_( ) Fax:_( )
Date of last visit to Practitioner: ! / **Note: Must be < 90 days from Received Date

Practitioner Signature AND Credentials: / /

*Signature stamp not allowed*
“I hereby attest that the information contained herein is current, complete, and accurate to the best of my knowledge and belief.
understand that my aftestation may result in the provision of services which are paid for by state and federal funds and | also understand
that whoever knowingly and willfully makes or causes to be made a false statement or representation may be prosecuted
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3051 Non-Medical Change of Status or Change of Provider Request

Beneficiary N M+
“ TrllIUMoN MEDICAL CHANGE OF STATUS OR CHANGE OF PROVIDER REQUESTS, COMPLETE PAGE 3 ONLY
m REQUEST TYPE: (sslect ons) | oATE oF REQUEST:
T3 change of sttus:Nonecioat L] change o Prowaer | L1 [N ——
Questis
LTSS @Trliumme
sten 2
Beneficiary’s Name: First: ME__ Last_ DOE: 1 I
Medicaid ID#:_ Gender: [ msie [ remsiz Langusge: [ engien [ sparien
Address: ci O Otrer,
County Phone: 1
‘Nerate Cortact(SeiectOnel, 01 Parent 0] Logel Guardin requred fberchciary<18) 0l Ofar
Relatonship S Provider)
Nams: —

Beneficiary currently resides: L] At home [ Adut Care Home [ Hospializetimedical facirty [ Skiled Nursing Faciity

D sroup Home [J special Care Unit (scu) [ otrer oic ]
SN CHANGE oF STATUS NOWNEDIAL
AR L O X

Pcs Beneficiary | [ Legal | 0 Power of ‘:I Responsiviel[] Family (Relationship):
(Select One): Provider Guardian | Atiomey (POA) Pary
Requestor Name:
PGS Provider NPH#: PGS Provider Locator Code#t __
Facility License # (f applicable): Date;
‘Gantact's Pastion:
Provider Phone: (1 Provider Faic Emai.

Ricazon for Change in Condition Requiring Reassessment

(Select One} Changein Days of Nead L Change in Carsgiver Ststus ] Change in Benfiiary looaion sfects
O oer, abifty to perform ADLs

Deseribe he speciia shangs in conditin and i impacton s benshian’s need fo hands on assistance (Reaured]

Requestea by (Saiect One): ) Care Fasity L Baneficary ] Otmer (Rettionship):

Requestors Contact Name: Pronel )

Reazon for Provider Change

(Select One)

tatus of PCS Services (Select Ons):
o o

O Beneficiary or legal ‘D Current provider unable to ‘D Other.

a
Date__1__1 Date___I__I Continue reseiving services unél estabiished wih a new provider
@ BENEFICIARY'S PREFERRED PROVIDER (Ssiect One):
O Home Care | L Famity Care| L1 Aduit Care | LI Adik Care Bedin Nursing | 1 SLF- | I SLF- | LJ Special Care
Agency Home Home Facilty 560 seo0 Unit
Agency Name: Phoned )
Frovider NFI#: Provider Locator Code#:
Faciity License # f appii Datei__1

Physical Addrass:

DMA-3051
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Non-Medical Change of Status/Change of Provider Request: Step 1 —
Request Type

REQUEST TYPE: (select one)

DATE OF REQUEST:

L] Change of Status: Non-Medical L] Change of Provider

/ /

|:| Expedited Assessment Required

Questions:
Click Here to Submit Questions

Form Submission Email:

LTSS @Trilliummc.org
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Non-Medical Change of Status/Change of Provider Request: Step 2 —
Beneficiary Demographics

Click Here to Submit Questions LTSS @Trilliummec.org

r
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Step 2 ) | BENEFICIARY DEMOGRAPHICS

Beneficiary’s Name: First: MI:__ Last: DOB:
Medicaid ID#: Gender: L] Male Ll Female Language: L] English L] Spanish
Address: City: L] other

County: Zip: Phone: ( )

Alternate Contact (Select One): L] Parent Ll Legal Guardian (required if beneficiary < 18) ] Other

Relationship to Beneficiary (NON-PCS Provider):
Name: Phone: ( )

Beneficiary currently resides: |_] At home |_] Adult Care Home |_| Hospitalized/medical facility |_ Skilled Nursing Facility
O] Group Home L] Special Care Unit (SCU) L] other D/C Date (Hospital/SNF): /
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Non-Medical Change of Status/Change of Provider Request: Step 3 —
Section E Change of Status: Non-Medical

L1 Group Home L Special Care Unit (SCU) L1 Other, D/C Date (Hospital/SNF ): f
@ SECTION E: CHANGE OF STATUS: NON-MEDICAL

Requested by [1pcs |[Beneficiary| [ Legal [ 1 Powerof |l Responsible|[_] Family (Relationship):
(Select One): Provider Guardian Attorney (POA) Party
Requestor Name:

PCS Provider NPI#: PCS Provider Locator Code#: __

Facility License # (if applicable): Date: / 1

Contact's Name: Contact's Position:

Provider Phone: ( ) Provider Fax:_( ) Email:
Reason for Change in Condition Requiring Reassessment

Select One): [ change in Days of Need [l change in Caregiver Status [ change in Beneficiary location affects

L] other: ability to perform ADLs

Describe the specific change in condition and its impact on the beneficiary’s need for hands on assistance (Required):




Care Management

Non-Medical Change of Status/Change of Provider Request: Step 4 —
Section F Change of PCS Provider

Step 4 )| SECTION F: CHANGE OF PCS PROVIDER

Requestor's Contact Name:

Requested by (Select One): [ Care Facilty [| Beneficiary [ Other (Relationship):

Phone: (

)

Reason for Provider Change
(Select One):

] Beneficiary or legal
representative’s choice

1 Current provider unable to
continue providing services

1 Other:

Date: !

iStatus of PCS Services (Select One):
[] Discharged/Transferred | Scheduled Discharge/Transfer [ No Discharge/Transfer Planned.

Date:

f

Continue receiving services until established with a new provider.
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Non-Medical Change of Status/Change of Provider Request: Step 5 —
Beneficiary’s Preferred Provider

walws. I I} wawvs. i I A IUTIUG TSWSIvi IB DT VIVED WU SoWREmAionsud VWil a 11wy PIUVIUGI‘
BENEFICIARY’S PREFERRED PROVIDER (Select One):
_l Home Care L Family Care | L] Adult Care | L] Adult Care Bed in Nursing | LI SLF- L] SLF- LI Special Care

Agency Home Home Facility 5600a 5600c Unit
Agency Name: Phone:_( )

Provider NPI#: Provider Locator Code#: |
Facility License # (if applicable): Date: /

Physical Address:
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3 Where to Find Assistance.




Where to Find Assistance

* Visit Trillium’s Benefit Plans/Service Definitions page and look
for Personal Care Services (PCS)

 Call Trillium’s Provider Support Service Line Monday through
Saturday from 7 a.m. to 6 p.m. at 855-250-1539

 Electronically submit a question at Personal Care Services
Questions



https://www.trilliumhealthresources.org/personal-care-services-pcs
https://app.smartsheet.com/b/form/c7b90449c1b148d18cd2c15513e94c3b
https://app.smartsheet.com/b/form/c7b90449c1b148d18cd2c15513e94c3b
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4 Electronic Visit Verification’s Impact on

Personal Care Services.
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Electronic Visit Verification (EVV)

* Trillium contracts with HHAeXchange (HHAX) for EVV
software.

* Helpful Links:

 North Carolina Home Health HHAeXchange Provider Enrollment Form
| Onboarding Form Link

e Local Management Entity (LME) Provider Portal Questionnaire
« HHAeXchange Knowledge Base | HHAeXchange job aids and resources



https://www.cognitoforms.com/HHAeXchange1/NorthCarolinaHomeHealthHHAeXchangeProviderEnrollmentForm
https://urldefense.com/v3/__https:/www.cognitoforms.com/HHAeXchange1/lmeproviderportalquestionnaire__;!!L0gOPXnDnA!LwqVb7Y3fWfRE7DxS27hEGoWl9j5EZEwxrG8VWgmX7w69qiczQFC3UsyF9lO2ZU2EaC56RyqwFWWLsE3v2gT8AkRURGpgbMDpzmgDuOkmEM$
https://knowledge.hhaexchange.com/provider/Content/Home/Home-C.htm

EVV Resources

e EVV — For Providers | Trillium Health Resources

* Information available includes:
* EVV Terms and Acronyms
* EVV Q&A
* EVV Tip Sheet

* To determine services subject to EVV, visit the EVV Service
Code List.



https://www.trilliumhealthresources.org/for-providers/evv
https://medicaid.ncdhhs.gov/evv-service-codes-list/download?attachment
https://medicaid.ncdhhs.gov/evv-service-codes-list/download?attachment
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PCS Services — Hard Launch Guidelines — Effective July 1, 2024

 All providers expected to be fully compliant with EVV
requirements.

e EVV data must be validated prior to claims adjudication.
 Claims without required EVV criteria will be denied.

* No Prior Authorization (NPA) period: July 1, 2024 through
September 30, 2024

* During this time, no authorization for PCS EVV required.
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Home Health Care Services (HHCS) — Soft Launch until January 1, 2025

* HHCS providers encouraged to submit EVV information to
HHAX during soft launch period to ensure all systems
operating as intended for successful hard launch.

* If experiencing challenges with claims submission during soft
launch, providers can submit claims outside of HHAX while
working collaboratively with Trillium to resolve barriers.



Summary

* The 3051 form must be completed by the primary care
physician or treating physician to request an independent
assessment.

* For help, visit Trillium’s website, call the provider support line
or submit questions electronically.

* Electronic Visit Verification attaches certain criteria to claims
for services provided in a member’s home.



	Personal Care Services
	Slide Number 2
	Slide Number 3
	Learning Objectives
	Locating the 3051 Form.�
	Slide Number 6
	Slide Number 7
	Tips for Successfully Completing the 3051 Form.�
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	Where to Find Assistance.
	Slide Number 24
	Electronic Visit Verification’s Impact on Personal Care Services.
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Slide Number 29
	Slide Number 30
	Slide Number 31
	Slide Number 32
	Slide Number 33

