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PURPOSE

The Complex Care Add-on structure is intended for residents with “above and 
beyond” the normal scope of care needed for nursing home residents. The 
request is for extreme cases based on the complex care levels that are 
medically necessary and relate specifically to the resident’s diagnosis and 
documented plan of care. The program is intended for temporary assistance for 
these extreme cases; however, we do realize that it can be longer than short 
term help in some cases. 



MEDICAID ADD-ON STRUCTURE

• Per ARM 37.40.330 (2), The department may, in its discretion, pay as a separately billable item, a 
per diem nursing services increment for services provided to a ventilator dependent resident, trach 
dependent resident, behavior related needs resident, wound care resident, bariatric care resident, 
and residents with traumatic brain injury (TBI) diagnoses if the department determines that 
extraordinary staffing by the facility is medically necessary based upon the resident's needs.

• The Medicaid add-on structure for Nursing Facilities was updated in January 2024.  Reimbursement 
for add-ons are for residents with extreme or complicated cases. The specific add-on requests are 
for: 

1. Bariatric Care

2. Behaviors including Traumatic Brain Injury (TBI) or Brain Injury

3. Wound Care

• Individuals with tracheotomy or ventilator care will continue to be evaluated for prior authorization 
per ARM 37.40.330 and are not covered in the complex care structure.

https://rules.mt.gov/browse/collections/aec52c46-128e-4279-9068-8af5d5432d74/policies/b667a891-291a-49cf-8b17-21ca9952fa45


MEDICAID ADD-ON OVERVIEW

Medicaid nursing facilities are eligible for an enhanced rate payment to assist with 
safe, effective, and appropriate service delivery to at-risk populations residing in 
long-term care facilities. The Senior and Long Term Care Division requires a prior 
authorization process to occur prior to the Department’s authorization of eligible add-
on funding for complex care. Mountain Pacific Quality Health (MPQH) program staff 
will evaluate the applications as documented by the requesting provider to determine 
that:

• The request is for extreme cases that are medically necessary and relate specifically 
to the resident’s diagnosis and documented plan of care.

• The request coincides with one of the Complex Care Levels and provides a direct 
medical or remedial benefit to the resident adhering to health and safety standards 
and clinical best-practices.

• Resident is Medicaid eligible and enrolled. 



MEDICAID 
ADD-ON 
COMPLEX 
CARE LEVELS
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MEDICAID ADD-ON 
APPLICATION
• Resident must meet the criteria for the minimum 

level requested. 

• Fill out the applicant's name, Medicaid ID and the 
facility requesting the add-on.

• Mark if the request is new, or a continuation of a 
prior authorization.

• The level being requested should align with the 
appropriate description included on the Complex 
Care Levels table. 

• Include diagnoses related to the level being 
requested.

• The 30-Day Summary should include an overview of 
the client’s needs, conditions, and behaviors and 
include the goals relating to the request. 
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MEDICAID ADD-
ON COMPLEX 
CARE REQUIRED 
DOCUMENTATION 
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Required Documentation
• Face/demographic sheet
• History and physical (most recent)
• Care plan
• Applicable progress/chart notes
• Current medication and treatment orders
• Behavior chart log (behavior only)
• Behavioral plan (behavior only)
• Nutritionist order with current documented weight (bariatric only)
• Wound care team notes (wound care only) 

Documentation should include information from the last 1-3 months. 
Documentation submitted must reflect frequency and severity of the 
behaviors and each behavior must be documented separately. Facilities 
must demonstrate that the resident has a history of persistent disruptive 
behavior that is not easily altered and requires an increase in resources 
from nursing facility staff. Additional documentation may be requested 
as necessary and failure to submit the required documentation could 
result in denial. For HIPAA compliance, it is not advisable that providers 
submit more medical records than requested.



APPLICATION PROCESS

• The Complex Care Levels Request Form and applicable records need to be sent to Mountain Pacific’s website at: 
https://www.mpqhf.org/corporate/Medicaid-portal-home/.

• All documents required to process the request must be submitted with the application. You will be contacted if 
additional information is needed to review and/or process the application. Please make sure to send all required 
documents pertaining to the request, or it can be denied for insufficient information.

• No more than 3 months of notes, that are specific to the requested level, are required to be submitted with the 
application. For HIPAA compliance, it is not advisable that providers submit more medical records than 
requested.

• Applications cannot be backdated, the date they are submitted to MPQH is the date they are eligible to start from.

• A specific timeframe for approvals is set forth for each specific category. Authorizations related to wound care 
will be authorized for 90 days and all other services for 180 days. For continuation of any services, updated 
documentation must be submitted and reviewed at the end of each set timeframe. 
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REVIEW PROCESS

• Once request is received through MPQH Provider Portal, the application and supplemental documentation 
is reviewed. Additional information may be requested. 

• Reviewer determines whether the request meets the criteria for the level being requested. Reviewer has 
the ability to approve a lower level if it meets the criteria. 

• Once a determination has been made, the decision is updated in MPQH Provider Portal and can be 
reviewed by the provider.

• Denials are peer reviewed by a physician.

• If additional information that was requested is not submitted within the requested timeframe, a technical 
denial will be issued. Requester will have up to 30 days to go back in and reopen the case and add the 
information that was requested. A new start date will be issued based on the date the application was 
reopened. 

• Denials, or approvals at a lower level than requested will be explained in the acceptance/denial letter.

• The denial letter includes a description for why the request was denied and the appeal process is 
provided in the letter.
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REMINDERS FOR COMPLETE 
APPLICATION
• 30 day summary needs to provide a thorough description of the resident’s needs, condition 

and behaviors. Resident goals related to the request need to be included in this summary 
and match the goals included in the care plan.

• Supplemental documentation should support the 30 day summary. Reviewers are finding 
that the 30 day summary does not always align with other documentation or appropriate 
documentation is not provided with application. A determination will not be made based on 
the information provided solely in the 30 day summary. 

• Chart notes should give an accurate description of day to day interactions with the resident 
and include interventions from staff that are needed to address resident’s needs. 
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COMMON DENIAL REASONS

• Request does not meet criteria.
• Appropriate documentation is not submitted with request.
• Retroactive requests cannot be approved. It is only acceptable to have the 

start date as the day that the application is sent to Mountain Pacific. 
• Residents must have and be enrolled in Medicaid to be able to participate. 

Add-Ons are a Medicaid program.
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FY 2024 Requests
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FY 2024 Authorized Amount Approved Denied

Behavior/TBI $1,126,690.00 70 58

Wound Care $571,015.00 56 10

Bariatric $357,901.30 22 7

Medical Complexity $9,100.00 1 0

Total $2,064,706.30 149 75



REMINDERS
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• Ensure that a Level Of Care (LOC) is submitted to Mountain Pacific Quality Health (MPQH) for eligibility determination to be 
made first. Residents must be eligible and enrolled in Medicaid to participate in the add-on program.

• When requesting an Add-on in the Mountain Pacific Medicaid Provider Portal, the line entry where you would put the 
ordering physician and the rendering physician must both be for the specific Nursing Facility that is requesting the Add-on. 
Add-ons are paid specifically to the facility and not a specific physician or doctor. 

• Nursing Home Spans are required for ALL Nursing home facilities and need to be in place before any add-ons can be 
billed/paid to Medicaid. They must also be current through the application and billing date span.

• Add-ons are a “MEDICAID ONLY” program. Billing to Medicare is not necessary. 

• Reimbursement for add-on rates can only occur while resident resides at the facility. If the resident leaves for any prolonged 
length of time, discharges to home, or expires, MPQH must be notified. 

• Resident’s transferring from one facility to another that already have an approved add-on will be able to transfer the 
remainder of the add-on authorization to the receiving facility. This also applies to any facilities that have change of 
ownerships. However, in order to make this continuity of care happen, MPQH must be notified of the transfer/CHOW to 
make sure the authorization is updated to reflect the new changes. If notification is not done, claims will not process. 



Billing Procedure
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1. All add-on requests require prior authorization

2. Fill out all highlighted areas of the 1500 form. 

3. Enter all resident info in the sections highlighted, make sure to check the 
“NO” box on if the resident has any TPL. This claim is for MEDICAID 
ONLY - TPL is not relevant.

4. Enter your auth number above the charges. 

5. Enter the diagnosis code/pointer on line 1.

6. Make sure your dates are exactly within the span you were authorized.

7. Enter the place of service - for nursing facilities you enter 31.

8. The code for add-ons is A9999. 

9. The dollar amount you were authorized is multiplied by the days that 
were authorized to get your total charges. (30 days X $ amount per day)

10. Enter your tax ID in box 25.

11. ONLY enter the address of the facility the resident resides. The facility 
info must be the only information on this claim at the bottom in box 32 
and 33 to be valid. DO NOT enter any other provider info anywhere on 
this claim.

12. Your taxonomy code must be submitted in box 33b at the bottom right of 
the claim with a “ZZ” modifier in front to process.

13. You MUST sign and date this form for it to be valid.

14. Any questions on how to fill out this form call Jenifer Thompson, claims 
specialist, at Senior and Long-Term Care: 406-444-3997

BILLING FOR 
MEDICAID ADD-ONS



CONTACTS

• MPQH Contact #: 1-800-219-7035
• Questions about application, status or decision

• Jenifer Thompson, Jenifer.Thompson@mt.gov or 406-444-3997

• Claims questions
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mailto:Jenifer.Thompson@mt.gov


RESOURCES

• MPQH: https://www.mpqhf.org/corporate/Medicaid-portal-home/

• Nursing facility website: https://medicaidprovder.mt.gov/26
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