The following form needs to be completed in its entirety to accurately bill South Dakota Medicaid for CHW Services
CHW Medicaid
Certified CHW Providing Services: _________________________________________________________________
Is this a billable Medicaid CHW Visit? ____ Yes     ____ No     ____ Unsure
Do you have a current (within the last 6 months) signed referral and service plan for this patient?
 ____ Yes     ____ No
Is the signed referral and service plan for this patient from a Substance Use Disorder Agency?
____ Yes     ____ No
Medicaid Recipient/Patient Information
Eligible Medicaid Recipient/Patient Full Name: ______________________________________________________
Date of Birth: _____________________	Patient Medicaid Number: _____________________
The patient/parent/legal guardian and/or CHW agency have identified barriers to video and audio telehealth communication: ____ Yes	____ No
Referring Provider Information
Referring Provider Full Name: ______________________________________________________________________
Referring Provider NPI Number: _______________________________ 
CHW Visit Logistics for Billing
Date of CHW Services: _____________________
Location of Services (Select the option that best fits. Note: “99 Other” may be used if no other option makes sense. For further definitions of the location of service, visit https://www.cms.gov/medicare/coding-billing/place-of-service-codes/code-sets):
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___ 01 Pharmacy
___ 02 Telehealth Provided Other than in Patient’s Home
___ 03 School
___ 04 Homeless Shelter
___ 05 Indian Health Service, Free-Standing Facility
___ 06 Indian Health Service, Provider-Based Facility
___ 07 Tribal 638, Free-Standing Facility
___ 08 Tribal 638, Provider-Based Facility
___ 09 Prison/Correctional Facility
___ 10 Telehealth Provided in Patient’s Home
___ 11 Office
___ 12 Home
___ 13 Assisted Living Facility
___ 14 Group Home
___ 15 Mobile Unit
___ 16 Temporary Lodging
___ 17 Walk-In Retail Health Clinic
___ 18 Place of Employment
___ 20 Urgent Care Facility
___ 21 Inpatient Hospital
___ 22 On-Campus Outpatient Hospital
___ 23 Emergency Room – Hospital
___ 24 Ambulatory Surgical Center
___ 25 Birthing Center
___ 26 Military Treatment Facility
___ 27 Outreach Site/Street
___ 31 Skilled Nursing Facility
___ 32 Nursing Facility
___ 33 Custodial Care Facility
___ 34 Hospice
___ 41 Ambulance – Land
___ 42 Ambulance – Air or Water
___ 49 Independent Clinic
___ 50 Federally Qualified Health Center
___ 51 Inpatient Psychiatric Facility
___ 52 Psychiatric Facility, Partial Hospitalization
___ 53 Community Mental Health Center
___ 54 Intermediate Care Facility/Individuals with Intellectual Disabilities
___ 55 Residential Substance Abuse Treatment Facility
___ 56 Psychiatric Residential Treatment Center
___ 57 Non-residential Substance Abuse Treatment Facility
___ 58 Non-residential Substance Abuse Treatment Facility
___ 60 Mass Immunization Center
___ 61 Comprehensive Inpatient Rehabilitation Facility
___ 62 Comprehensive Outpatient Rehabilitation Facility
___ 65 End-Stage Renal Disease Treatment Facility
___ 66 Programs of All-Inclusive Care for the Elderly (PACE) Center
___ 71 Public Health Clinic
___ 72 Rural Health Clinic
___ 81 Independent Laboratory
___ 99 Other Place of Service


Visit Delivery Method:  ____ In-Person     ____ Telehealth (two-way audio and video)     ____ Telephone Only
Begin Time of Service: _____________________
End Time of Service: _____________________
Total Minutes of Services Provided: _____________________
Number of Billable Units (based on total visit time)
___ 1 Unit – 16-45 minutes
___ 2 Unites – 46 minutes to 1 hour and 15 minutes
___ 3 Units – 1 hour and 16 minutes to 1 hour and 45 minutes
___ 4 Units – 1 hour and 46 minutes or longer
Individual or Group Services Provided:
_____ Individual (only to one patient)     _____ Group - If Group, Number in Group: _____
CHW Visit Objectives and Documentation
Objectives Addressed During Visit: 
___ Assess and assist with social determinants of health needs related to qualifying condition(s) and/or qualifying barrier(s).
___ Provide health system navigation and resource coordination related to qualifying condition(s) and/or qualifying barrier(s).
___ Provide health promotion and coaching regarding qualifying condition(s) and/or qualifying barrier(s) and subsequent social determinants of health needs.
___ Provide health education regarding qualifying condition(s) and/or qualifying barrier(s) and subsequent social determinants of health needs.
___ Other: _________________________________________________________________________________
Description of services provided relating to the above objectives (in detailed, paragraph form):
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Billing Diagnosis Code(s)
Primary Billing Diagnosis Code. Select the Diagnosis Code below that BEST represents the need that services supported during the visit.

___ Z550 Illiteracy and Low-Level Literacy
___ Z552 Failed School Examinations
___ Z553 Underachievement in School
___ Z554 Educational Maladjustment and Discord with Teachers and Classmates
___ Z556 Problems Related to Health Literacy
___ Z558 Other Problems Related to Education and Literacy
___ Z559 Problems Related to Education and Literacy, Unspecified
___ Z560 Unemployment, Unspecified
___ Z5689 Other Problems Related to Employment
___ Z569 Unspecified Problems Related to Employment
___ Z5889 Other Problems Related to Physical Environment
___ Z5900 Homelessness, Unspecified
___ Z5901 Sheltered Homelessness
___ Z5902 Unsheltered Homeless
___ Z5910 Inadequate Housing, Unspecified
___ Z5912 Inadequate Housing Utilities
___ Z5919 Other Inadequate Housing
___ Z5941 Food Insecurity
___ Z5948 Other Specified Lack of Adequate Food
___ Z59811 Housing Instability, Housed, with Risk of Homelessness
___ Z59812 Housing Instability, Housed, Homelessness in Past 12 Months
___ Z59819 Housing Instability, Housed Unspecified
___ Z5982 Transportation Insecurity
___ Z5989 Other Problems Related to Housing and Economic Circumstances
___ Z599 Problem Related to Housing and Economic Circumstances, Unspecified
___ Z600 Problems of Adjustment to Life-Cycle Transitions
___ Z602 Problems Related to Living Alone
___ Z603 Acculturation Difficulty
___ Z604 Social Exclusion and Rejection
___ Z608 Other Problems Related to Social Environment
___ Z651 Imprisonment and Other Incarceration
___ Z652 Problems Related to Release from Prison
___ Z653 Problems Related to Other Legal Circumstances
___ Z753 Unavailability and Inaccessibility of Health-Care Facilities
___ Z754 Unavailability and Inaccessibility of Other Helping Agencies
___ Other: _______________________________________

Secondary Billing Diagnosis Code. Select up to five additional Diagnosis Codes below that BEST represent the need that additional services supported during this visit. 

___ Z550 - Illiteracy and Low-Level Literacy
___ Z552 Failed School Examinations
___ Z553 Underachievement in School
___ Z554 Educational Maladjustment and Discord with Teachers and Classmates
___ Z556 Problems Related to Health Literacy
___ Z558 Other Problems Related to Education and Literacy
___ Z559 Problems Related to Education and Literacy, Unspecified
___ Z560 Unemployment, Unspecified
___ Z5689 Other Problems Related to Employment
___ Z569 Unspecified Problems Related to Employment
___ Z5889 Other Problems Related to Physical Environment
___ Z5900 Homelessness, Unspecified
___ Z5901 Sheltered Homelessness
___ Z5902 Unsheltered Homeless
___ Z5910 Inadequate Housing, Unspecified
___ Z5912 Inadequate Housing Utilities
___ Z5919 Other Inadequate Housing
___ Z5941 Food Insecurity
___ Z5948 Other Specified Lack of Adequate Food
___ Z59811 Housing Instability, Housed, with Risk of Home Homelessness
___ Z59812 Housing Instability, Housed, Homelessness in Past 12 Months
___ Z59819 Housing Instability, Housed Unspecified
___ Z5982 Transportation Insecurity
___ Z5989 Other Problems Related to Housing and Economic Circumstances
___ Z599 Problem Related to Housing and Economic Circumstances, Unspecified
___ Z600 Problems of Adjustment to Life-Cycle Transitions
___ Z602 Problems Related to Living Alone
___ Z603 Acculturation Difficulty
___ Z604 Social Exclusion and Rejection
___ Z608 Other Problems Related to Social Environment
___ Z651 Imprisonment and Other Incarceration
___ Z652 Problems Related to Release from Prison
___ Z653 Problems Related to Other Legal Circumstances
___ Z753 Unavailability and Inaccessibility of Health-Care Facilities
___ Z754 Unavailability and Inaccessibility of Other Helping Agencies
___ Other: __________________________________________

Confirmation Signature
Please print and sign your name below to certify that the information entered within this form is correct to the best of your knowledge.

___________________________________________
(Printed Name) 
___________________________________________
(Signature) 
Date Signed: _____________________
Additional comments or notes regarding claim: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

