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CHAPTER 3   

TARGETED CASE MANAGEMENT FOR CHILDREN AT RISK OF 

ABUSE AND NEGLECT 

PROCEDURE CODES AND FEE SCHEDULE 

 

Overview 
   

   

Introduction  This chapter identifies the targeted case management for children at risk of 
abuse and neglect procedure codes and the maximum fees that Medicaid 
reimburses. 

   

   

In This Chapter  This chapter contains: 

   

  TOPIC PAGE 

  Reimbursement Information 3-1 

  Procedure Code Modifiers 3-3 

  Appendix A:  Procedure Codes and Fee Schedule A-1 

   

   

Reimbursement Information 
   

   

Procedural Code 

Origination 

 The procedure codes listed in this handbook are Level II Healthcare Common 
Procedure Coding System (HCPCS) codes.  The codes are part of the 
standard code set described in HCPCS Level II Expert code book.  Please 
refer to the HCPCS Level II Expert code book for complete descriptions of the 
standard codes.  The HCPCS Level II Expert code book is copyright 2007 by 
Ingenix, Inc.  All rights reserved.   

   

   

Units of Service  Targeted case management services for children at risk of abuse and neglect 
are reimbursed in time increments called units of service. One unit of service is 
equal to 15 minutes of timeone month of services.   

   

   

Reimbursement 

Maximum 

 Medicaid reimburses targeted case management services for children at risk 
of abuse and neglect a maximum of 694 units of service per child per month, 
up to a maximum of 8,328 12 units of service, per child, per year.   
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Reimbursement Information, continued 
   

   

Exceptions to 

Service Limits 

 Requests to exceed service limits for recipients must be made through 
Medicaid’s prior authorization process. 

   

   

One Claim 

Submission per 

Date of Service 

 In order for the CSC to receive reimbursement for the federal match, the CSC 
or designated billing agent must prepare one claim per month, that includes no 
more than the total number of units of service delivered in that month, per 
eligible recipient. 
 
 

   

   

Entering Provider 

Numbers on the 

Claim Form 

 The targeted case management agency must enter the CSC’s group provider 
number as the pay-to provider and the case management supervisor’s provider 
number in the field titled treating provider on the claim form.  Under no 
circumstances may the targeted case management supervisor’s Medicaid 
number be entered as the pay-to provider number. 
 
Note:  See Chapter 1 in the Medicaid Provider Reimbursement Handbook, 
Non-Institutional 081, for additional information on entering provider numbers 
on the claim form.  Effective March 1, 2008, the Medicaid Provider 
Reimbursement Handbook, Non-Institutional 081, was replaced by the 
Medicaid Provider Reimbursement Handbook, CMS-1500. 

   

   

Procedure Code 

Table  

 The procedure code on the Procedure Codes and Fee Schedule, Appendix A, 
corresponds to the targeted case management for children at risk of abuse and 
neglect target group.  The maximum fee shows the maximum amount that 
Medicaid will reimburse for the procedure code, per unit of service, and the 
maximum units shows the maximum number of units that Medicaid reimburses 
per recipient, per date of service. 
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Procedure Code Modifiers 
   

   

Definition of 

Modifier 

 For certain types of services, a two-digit modifier must be entered on the claim 
form.  Modifiers more fully describe the procedure performed so that accurate 
payment may be determined. 
 
Targeted case management providers must use the modifiers with the 
procedure codes listed on Appendix A, Procedure Codes and Fee Schedule, 
when billing for the specific services in the procedure code descriptions.  The 
modifiers listed in Appendix A can only be used with the procedure codes listed.  
Use of modifiers with any other procedure codes will cause the claim to deny or 
pay incorrectly.   
 
Note:  See Chapter 1 in the Florida Medicaid Provider Reimbursement 
Handbook, Non-Institutional 081, for additional information on entering modifiers 
on the claim form.  Effective March 1, 2008, the Medicaid Provider 
Reimbursement Handbook, Non-Institutional 081, will be replaced by the 
Medicaid Provider Reimbursement Handbook, CMS-1500. 
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