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Authorization requirements are applied to specific procedures and services according to state and federal law.  Certain procedures and services are subject to authorization by Medi-Cal field offices before reimbursement can be approved.  All inpatient hospital stays require authorization.

Most providers request authorization using a Treatment Authorization Request (TAR) form (50-1).  Long Term Care and Subacute Care providers use the Long Term Care Treatment Authorization Request 
(LTC TAR, form 20-1) to request authorization for their services.  Inpatient providers use the Request for Extension of Stay in Hospital (18-1) in certain circumstances.

Vision Care providers use the 50-3 TAR form to request authorization.  Refer to the TAR Completion for Vision Care section of the Part 2 Vision Care manual.  For a listing of the forms that may be used to request authorization, refer to “Medi-Cal Authorization Forms” in this section.  Additional authorization information is located in the TAR sections of the Part 2 manuals.

Providers generally should request authorization before rendering a service.  Services that require authorization are identified in the policy sections throughout Medi-Cal Part 2 manuals.  Outpatient and Medical Services providers also may refer to the TAR and Non-Benefit List section of the appropriate Part 2 manual.

Most authorization requests are submitted to one of six Medi-Cal field offices.  Authorization requests for most drugs are submitted to one of two Pharmacy field offices.  The location for submission of authorization requests is determined by the recipient’s county of service and/or the service rendered.  

Consultants in the field offices adjudicate TARs according to State regulations and Department of Health Care Services (DHCS) policy.  Adjudication of a TAR may result in an approval, an approval as modified, 

a deferral or a denial.

Authorization for 
Authorization requests for vision care services and eye appliances

Vision Care Providers
are processed by the DHCS Vision Care Policy Unit (VCPU).  Refer to 

the TAR Completion for Vision Care section in the Part 2 Vision Care manual for more information.

TAR Information
Requests for authorization should be submitted to the local Medi-Cal 

Requirements
field office or the appropriate regionalized field office, accompanied by documentation supporting the medical necessity of the service(s).  The authorization request must include:

· Principal and significant associated diagnoses

· Physician or licensed medical practitioner’s signed prescription or inpatient doctor’s order

· Medical condition necessitating the services

· Type, number and frequency of services to be rendered by each provider

Medical Necessity
The Medi-Cal program defines medical necessity as the provision of health care services that are reasonable and necessary to protect life, to prevent significant illness or significant disability, or to alleviate severe pain.


Authorization may be granted when the services requested are reasonably 

expected to:

· Restore lost functions

· Minimize deterioration of existing functions

· Provide necessary training in the use of orthotic or prosthetic devices

· Provide the capability for self care, including feeding, toilet activities and ambulation


Authorization may be granted when failure to achieve the goals listed above would result in the loss of life or result in significant disability.

Medi-Cal Authorization
The following forms are used by the provider type listed to request

Forms
Medi-Cal authorization.  Instructions for submitting these forms and other authorization information are located in the TAR completion


section of the appropriate Part 2 manual.

	Form Number
and Title
	Used By
Provider Type
	Purpose

	50-1:

Treatment Authorization Request
	Allied Health

Outpatient

Medical Services

Pharmacy
	Used to request authorization for CPT-4 procedure codes listed in the TAR and Non-Benefit List and select HCPCS and National Drug Codes (NDC).



	50-1C:

Treatment Authorization Request
	Same as previous
	Pin-fed version of 50-1.

	50-2:

Treatment Authorization Request (fax version)
	Outpatient

Pharmacy
	Used by hospices when transferring recipients to the general inpatient level of care, and for providers requesting authorization of drugs by fax.

	50-2C:

Treatment Authorization Request (fax version)
	Outpatient

Pharmacy
	Pin-fed version of 50-2.  Used by hospices when transferring recipients to the general inpatient level of care, and for providers requesting authorization of drugs by fax.

	50-3:

Treatment Authorization Request 
	Vision Care
	Used by Vision Care providers to request approval from the DHCS Vision Care Unit for any eye appliances requiring authorization.

	20-1:

Long Term Care Treatment Authorization Request
	Long Term Care
	Used to request authorization for all Medi-Cal recipients admitted to a Nursing Facility (NF).

	20-1C:

Long Term Care Treatment Authorization Request

(pin-fed version)
	Long Term Care
	Used to request authorization for all Medi-Cal recipients admitted to an NF.

	18-1:

Request for Extension of Stay in Hospital
	Inpatient
	Used to request authorization for acute inpatient hospital admissions.  The 18-1 also is used to request authorization for an extension of inpatient hospitalization.

	18-2:

Request for Extension of Stay in Hospital (fax version)
	Inpatient
	Used by hospitals enrolled in the fax submission program at their local Medi-Cal field office.
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	Form Number
and Title
	Used By
Provider Type
	Purpose

	18-3:

Request for Mental Health Stay in Hospital
	Inpatient:

Mental Health
	Used by inpatient hospitals enrolled as “HSM” providers to request approval for inpatient mental health hospital stays.  The HSM prefix is the mental health provider number used only when requesting authorization and billing for psychiatric inpatient hospital services.

	55-1:

Medi-Cal Managed Care Authorization Form


	Allied Health

Outpatient

Medical Services Pharmacy

Long Term Care
	Used to request authorization for post-discharge community services for recipients admitted to an acute hospital.


TAR Transmittal Forms
Providers may use a transmittal form to help track their TAR and TAR Appeal submissions.  The transmittal form accompanies a TAR submitted to the Medi-Cal field office or a TAR Appeal submitted 
to Medi-Cal Operations Division Headquarters.  Either a 

provider-developed form or DHCS Transmittal Form (MC 3020) is 

acceptable.


Refer to the TAR submission section of the appropriate Part 2 manual for MC 3020 completion instructions.

Initial and
A TAR submitted to the Medi-Cal field office for the first time is 
Reauthorization TARs
referred to as an initial TAR.  Any subsequent TAR submitted to the field office requesting additional authorization of the same service(s) for the same recipient but different service dates is referred to as a reauthorization TAR.  (Refer to “TAR Submission Methods” in this section for additional reauthorization TAR information.)

When Additional 
If, during the performance of an approved procedure, a provider 

Procedure Required
determines that an additional procedure is medically necessary, they should resubmit the approved TAR with modifications and justification to the appropriate Medi-Cal field office.

When Different 
If, during the performance of an approved procedure, a provider 

Procedure Required
determines that a different procedure is medically necessary, they should submit a new TAR to the appropriate Medi-Cal field office.
The submission should include a reference to the TAR number and


procedure previously approved.

TAR Approval Period
Authorization for Medi-Cal benefits will be valid for the number of days specified by the consultant on the TAR and must be rendered during the valid “from-through” period.

Where to Submit TARs
To facilitate TAR processing, Medi-Cal services are designated as 


core or regionalized services.  TARs requesting authorization for
core services must be processed at the Medi-Cal field office responsible for the geographic area in which the provider’s service address is located.  TARs requesting authorization for regionalized


services are processed only at specified field offices based on the service requested.  A chart outlining regionalized-service-TAR processing sites, telephone numbers and addresses is in the
TAR Field Office Addresses section of the Part 2 manual.

Core Services
Core services:

Adult Day Health Care (ADHC)

Dental hospitalizations

Elective hospital admissions

Elective hospital surgeries

Extensions of acute hospitalization

Home Health Agencies (HHA)

Hoptel

Hospice care (general inpatient level of care)
Hyperbaric oxygen

Intermediate Care Facility/Developmentally Disabled (ICF/DD)

Intermediate Care Facility/Developmentally Disabled - Habilitative (ICF/DD-H)

Kidney transplants 

Magnetic Resonance Imaging (MRI)

Nursing Facility – Developmentally Disabled - Nursing (NF/DD-N)

Office visits 

Outpatient surgeries *

Physician-administered drugs **

Plasmapheresis

Positive Emission Tomography (PET) scans

Psoriasis day care

Psychiatry

*
Please refer to the TAR and Non-Benefit List for specific services.

**
Please refer to the TAR and Non-Benefit List for specific drugs adjudicated by the medical staff in the field offices.

Regionalized Services
Regionalized services:

Breast pumps and supplies

Durable Medical Equipment (DME)

Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) services

Genetic enzyme replacement therapy

Hearing aids

Incontinence supplies

In-Home Medical Care (IHO)

Intravenous equipment

Medical supplies

Nonemergency medical transportation

Nursing facilities (Levels A & B)

Occupational therapy

Opiate detoxification

Organ transplants (except kidney)

Orthotics & Prosthetics

Out-of-State authorization

Oxygen/Respiratory equipment

Pharmacy

Physical therapy

Podiatry

Speech therapy

Subacute care

TAR Submission
TARs are submitted by mail or electronically for some services.  For 

Methods
exceptions (such as fax submissions), providers may refer to the TAR submission section of the appropriate Part 2 provider manual.

Reauthorization TAR
With the exception of drug TARs, no reauthorization TARs will be

Submission
accepted for processing when submitted via telephone or fax.
Pharmacy Providers

Reauthorization TARs must be submitted prior to the dispensing of the refills.

Fax Capability for
“Extension of Stay” fax TARs (18-2) are available for hospitals 

Extension of Stay and
enrolled in the fax submission program with their local Medi-Cal field 

Hospice TARs
office.  Fax TARs (50-2) are available for hospices transferring clients from other levels of care to the general inpatient level of care.

Typed, Complete,
TARs submitted by fax must be typewritten, complete and legible.  

Legible TARs
Hospice providers should refer to the Hospice Care:  General Inpatient Information Sheet section of the appropriate Part 2 manual.  The Hospice General Inpatient Information Sheet (DHS 6194) must be submitted with the fax TAR.

Fax Machine
If the field office fax machine does not answer after four to six rings, 

Does Not Answer
the receiving fax machine may be out of order.  Providers should


contact the field office by telephone for further directions.

Do Not Reuse TAR Forms
Once a TAR form has been used to transmit a TAR by fax to a field


office, providers must not use that same TAR (or any copies) again.  


Duplicate TAR Control Numbers are rejected by the TAR system.

Do Not Fax Correspondence
For paper TAR inquiries, general correspondence and attachments
to previously submitted TARs, documents must be sent via fax or regular mail.

Resubmission Due to Change
When a TAR-authorized hospital stay (50-1 or 18-1) must be rendered 

of Rendering Provider
in a different facility than the authorized facility, the rendering provider must submit a new TAR and written justification for the change and submit it to the Medi-Cal field office for authorization.

	If…
	Then…

	Original provider is unable to render approved services
	(
Field office checks claims billing status for dates of service billed (if any)
(
Field office end-dates TAR from old provider

	New provider submits TAR, end-dated on the same date as previous TAR
	(
Field office approves services at same quantity as previous TAR, without requiring additional medical documentation

	New provider submits continuation
TAR
	(
Field office reviews TAR for medical necessity
(
Services considered continuous

(
Reductions in level of services require appropriate Notice of Action (NOA) sent to recipient

	Provider has change of ownership
	(
Field office changes provider name or provider number on TAR, if applicable


Returned/Forwarded TARs
If a TAR is received in the wrong field office, it will be routed to the


correct office.  If the same provider submits a subsequent TAR to the wrong field office, the TAR will be returned to the provider with instructions about where it should be appropriately mailed.

“From-Through”
Approved TARs are returned to providers with a range of dates for

TAR Authorization
which the TAR is valid.  To be reimbursed, providers must render services within that range of dates (“from-through” or “from-to”).  If treatment warrants, “from-through” authorization for up to a maximum of one year (or up to two years for some nursing facility services) may be approved.
Manual of Criteria for
The Manual of Criteria for Medi-Cal Authorization is available for 

Medi-Cal Authorization
purchase from the Department of General Services, or may be downloaded from the “Medi-Cal Benefits Branch” page of the department's Web site at www.dhs.ca.gov/mcs/mcpd/mbb by clicking the “Manual of Criteria” link under “Special Interest.”  The 


manual states the criteria for inpatient and other Medi-Cal services and establishes the guidelines that Medi-Cal field office consultants follow when reviewing TARs.  The manual should assist providers in documenting the need for services and items on TARs.

Out-of-State Providers
TARs from out-of-state providers (non-border community) should be submitted to the San Francisco Medi-Cal Field Office, regardless of


the service type requested.  Individual border cities may refer to the TAR Field Office Addresses section in this manual to identify the correct office for TAR submissions.

TAR Deferral Policy
If necessary, a Medi-Cal field office consultant may defer a TAR.  Deferring a TAR means it is sent back to the provider for information or clarification.

No TAR Deferral
Medi-Cal no longer defers TARs for Other Health Coverage (OHC)

for OHC Denials
denials.  However, this process does not supersede or eliminate a provider’s requirement to submit documentation that OHC has been billed.


Note:
Fee-for-service TARs will continue to be deferred for recipients enrolled in Medi-Cal managed care plans and for recipients under age 65 with a Medicare denial and diagnosed with End Stage Renal Disease.


For information about billing OHC, refer to the Other Health Coverage (OHC) and Other Health Coverage (OHC):  CPT-4 and HCPCS Codes sections of the appropriate Part 2 manuals.
Frank v. Kizer
Pursuant to the court order in Frank v. Kizer, when the Department denies or reduces a request for previously approved services, the recipient has the right to receive continued Medi-Cal approval of those


services pending the outcome of a timely fair hearing.  Such approval


is called “aid paid pending.”  Pursuant to the Memorandum of


Understanding (MOU) for implementing the court order, if the recipient wishes to receive the services requested on the TAR, they must request the fair hearing within 10 days from the date of the 


Department’s notice of action of the denial or reduction or prior to the 


expiration of the previous TAR that was approved for the same services, whichever is later.  However, the recipient must still be


receiving the requested services in order for aid paid pending to be instituted.


The scope of the MOU applies only to Medi-Cal services that have not been rendered, and more specifically, for “continuing service” TARs.


For additional information about Frank v. Kizer, refer to the TAR 


Deferral/Denial Policy (Frank v. Kizer) section in the Part 2 manual.
Common TAR and
Providers should verify all information on TARs returned by the 

Claim Completion Errors
Medi-Cal field offices.  Examples of common provider errors include:

· Incorrect quantity (must match claim form)

· Units billed in excess of those authorized (units billed must not exceed the TAR-approved units)

· Incorrect procedure/drug code

· Incorrect provider ID number 

· TAR-authorized services and non-TAR authorized services billed on the same claim (they must be billed on separate claims)

· Incorrect authorization periods

EDS Does Not Correct
If an error is discovered on the TAR, providers should send a written 

TAR Information
request for a correction to the Medi-Cal field office.  Providers should not contact EDS (or EDS staff located at the Medi-Cal field office) because EDS cannot change TAR information.  The field office may request a new TAR or correct the existing TAR.  In either case, the field office will transmit the correct TAR data to EDS.

Requesting TAR
Providers may request that the Medi-Cal field office correct or modify 

Correction from
recipient information (name, BIC number, date of birth, gender) on a 

Field Office
TAR within a year of the TAR’s original approval date.  The field office consultant will not correct this information if the TAR is more than one year old.

TARs in “History” Status
TARs that are completely paid or in “approved” status for longer than one year are placed in “History” status on the TAR Master File.  Providers submitting a claim, Claims Inquiry Form (CIF) or claim appeal for services authorized on a TAR in “History” status should attach a legible copy of the TAR.  The Medi-Cal field office will not reactivate the TAR or authorize a replacement TAR.

TAR Status Inquiry and
Providers may inquire about the status of paper TARs through the

Provider Telecommunications
Provider Telecommunications Network (PTN).  PTN is available at

Network
1-800-786-4346 from 7 a.m. to 8 p.m., seven days a week. For additional information, refer to the Provider Telecommunications Network (PTN) section in this manual.
TAR Notice Sent
Under certain circumstances, DHCS will notify a Medi-Cal recipient

to Recipients
when a TAR is denied, modified or deferred.  This Notice of Action (NOA) contains:

· Provider’s name, address and telephone number

· Services requested

· Type of action taken by the Medi-Cal field office, reason(s) for the action taken, recipient fair hearing and appeal rights, and the Medi-Cal field office or Pharmacy Section name and address

Submitting Claims for
Refer to the claim form special billing instructions section of the

TAR-Authorized Services
appropriate Part 2 manual for information about submitting claims for TAR-authorized services.

TAR Appeals
Refer to the TAR:  Submitting Appeals section in the appropriate Part 2 manual for information about TAR appeals.






















































































































































































































1 – TAR Overview


August 2007

1 – TAR Overview

January 1999

1 – TAR Overview
3
September 1998

