
Habilitation Coordination Authorizations 

Slide 1 – Introductory Slide 
 
Hello and welcome. My name is Vince Gonzales, Manager for Program Improvement 
with Intellectual and Developmental Disabilities Services. 
 
Today we’ll be discussing four key areas. Those areas are:   
• a quick introduction to Form 2358, including information on the internal 

authorization process;  
• Form Changes that came from a recent update to the form;  
• Common errors we see here at state office when we process the form; and 

finally, 
• Some discussion about authorizations including information on the Minimum 

Data Set (MDS), Medical Necessity (MN), and the Long Term Care Medicaid 
Information (LTCMI). 

Slide 2 – Form 2358 
We will cover the steps to the authorization of habilitation coordination a little later.  
For now, I’d like to focus on what this form is and what it does.  

The Habilitation Coordination Authorization Request Form, or Form 2358, is the 
form used by Habilitation Coordinators to request authorization of payment from 
HHSC for the provision of habilitation coordination to an individual. Without an 
authorization, there is no payment for the provision of Habilitation Coordination.  

The authorization process can be summed up into 4 steps. 

Step 1: Habilitation coordinators submit this form as an initial step to a manual 
authorization process: 

The habilitation coordinator completes all pertinent sections of the form based on 
the instructions provided on the HHS website and faxes it over to Provider Claims 
Services using the number on the form.  

Step 2: State office staff reviews the form to proof for any errors in completion. 

If staff sees incomplete areas or something needs to be corrected, they will reach 
out to the habilitation coordinator and provide technical assistance on completing 
the form.  

Step 3: Once the form is corrected and sent back to HHSC, the form is sent to 
Provider Claims Services to enter it into the Service Authorization System Online, or 
SASO, which feeds into the Medicaid Eligibility and Service Authorization 
Verification system, or MESAV. 



Step 4: Once Provider Claims Services enters the authorization into SASO, Local 
Intellectual and Developmental Disability Authorities (LIDDAs) can see the 
authorization in MESAV after five to seven business days. 

An authorization to provide habilitation coordination is created after the form goes 
through all four steps, allowing a habilitation coordinator to bill for the provision of 
services to an individual. 

Slide 3 – Form Changes 
There have been a few changes to the form since its first implementation.  

The first change was the addition of the LIDDA component code to the provider 
number section. Originally, we asked only for the provider number in this section. 
The provider number is important for Provider Claims as the authorization is linked 
to this number. What we found in our reviews of the form were that the component 
code was often used instead of the provider number. To help mitigate this issue we 
asked for both and turned it into a dropdown. A quick keys tip: if I’m looking for 
component code 280, I can Tab into this section and hit 2 repeatedly until 280 
comes up. 

Slide 4 – Continuation from Slide 3 Regarding Form 
Changes 
The next change was the addition of the termination code dropdown box. Originally, 
this section was an open text box and you had to have these codes handy when 
you were completing a termination. We found that it would be easier for habilitation 
coordinators if the options were readily available to them on the form. 

Slide 5 – Continued Discussion of From Changes 
The last major change was the additional request for the Habilitation Coordinator 
Email Address, Supervisor Printed Name, and the Supervisor Email Address. This is 
so that we can efficiently reach out to you to provide technical assistance, or 
request for you to revise the authorization form if we’ve found errors. Copying your 
supervisor is an easy way for us to follow up if we haven’t heard a response. 

Slide 6 – Common Errors 
Here are a few things that we’ve run into over the last year of reviewing form 2358. 
We see a lot of incorrect dates. Whether you’re submitting an initial or terminating 
services, it’s imperative that we check MESAV for the correct date. For instance, if 
I’m terminating someone’s habilitation coordination today, I would check MESAV for 



the effective date of the authorization that I’m trying to terminate. This helps our 
staff match up authorizations and make edits to them.  

If I’m at an initial or annual IDT today and the individual refuses habilitation 
coordination, the begin and end dates will be today’s dates. This will tell our system 
that we are authorizing one unit to be utilized today. We understand this guidance 
has changed over the course of this form. This is because as we started to 
authorize refusals, it became easier in this particular type of authorization to open 
and close the same day. 

Slide 7 – Continued Discussion of Common Errors 
The last bit of technical assistance we’ve consistently given is around the 
Community Living Option (CLO). The CLO type authorization will only be used for 
someone who has refused habilitation coordination. If an individual is open as an 
initial or an annual type authorization, that means they have 12 units, one for each 
calendar month. When you need to do CLO for these types of authorizations, the 
individual is already authorized, and CLO is built in to those 12 units of habilitation 
coordination. What we are seeing is that while an individual is authorized for 12 
units of service, an additional authorization form for 1 unit of CLO is sometimes 
submitted. This is not needed as CLO is built in to the existing 12 units.  

However, if an individual refuses to receive habilitation coordination, they are open 
to only 1 unit of authorization. This is to cover the habilitation coordinator’s 
attendance in the IDT/SPT meeting. Since we billed for attendance at that meeting 
but are still expected to meet with that individual to conduct CLO, we will have to 
fill out another authorization and mark it as a CLO type. We’ve received a lot of 
feedback on why we can’t authorize three units immediately, one for the annual or 
initial IDT/SPT, and two for both times that CLO was conducted for that year. This 
is because we want to avoid “floating authorizations”: that is, authorizing units that 
will not be used in consecutive months. If we authorize you for three units, the 
expectation is that you use them one after the other. Since this wouldn’t be the 
case our approach is to authorize as you go. 
 

Slide 8 – Authorizations 
For Authorizations, I would really like to drill down some common acronyms or 
abbreviations we use and how different forms play into each other. These are key 
components to fully understanding the authorization process.  

I will begin by saying that when it comes to authorizations, local authorities should 
work with the nursing facilities (NFs) to see what coverage the person is using for 



their stay. This ranges from private pay or some type of third party private payor, 
Medicare, or Medicaid.   

One can also check the person’s SASO or MESAV screens to get types of coverage 
and effective dates, or the Begin and End date of coverage. 

Be mindful of triggers impacting Daily Care Service Authorization.  

Daily Care is obtained when the resident has active Medicaid and not Medicare (or 
Skilled Service) status.  I will elaborate on Daily Care and how it impacts 
Authorization after I discuss MDS, Form 3618, MN and LTCMI. 

Slide 9 – Continued Discussion of Authorizations from 
Slide 8 with Description of Minimum Data Set and Form 
3618 
The Minimum Data Set (MDS) Form is a comprehensive assessment required by 
the Centers for Medicare and Medicaid Services (CMS). 

All certified NFs must complete and transmit data for all NF residents. 
CMS allows data to be used by: 

• Regulatory Services; 
• Provider Claims Services to use MDS for Medicaid reimbursement; and 
• Quality Assurance and Improvement to use MDS for the Long-Term Care 

Quality Reporting System.  

The Form 3618, Resident Transaction Notice, informs HHSC transactions and 
status changes for Medicaid applicants and recipients; 

• Provides information for vendor payment; and  
• Provides data for statistical reporting 

 

Slide 10 - Continuing Discussion of Authorizations and 
Description of Medical Necessity 
Medical Necessity (MN) - is the determination that a person requires the level of 
care provided at an NF. MN is required to receive services.  

Per 40 TAC §19.101 (75) - Medical Necessity is the determination that a recipient 
requires the services of licensed nurses in an institutional setting to carry out the 
physician’s planned regimen for total care. A recipient’s need for custodial care in a 
24-hour institutional setting does not constitute a medical need. 



Slide 11 - Continuing Discussion of Authorizations with 
Caption Long Term Care Medical Information 
Long Term Care Medicaid Information (LTCMI) 

This form is found in the TMHP portal and covers demographic information along 
with Medicaid Information for individuals residing in NFs. LTCMI is required for NFs 
to bill for the provision of services. 

Slide 12 - Regarding Authorizations and How the 
Minimum Data Set, Medical Necessity and Long-Term 
Care Medical Information Relate 
How the MDS, MN and LTCMI relate 

Once the MDS and Form 3618 have both been received on the Long-Term Care 
(LTC) Online Portal, the NF staff responsible for completing the LTCMI form should 
immediately complete it and submit it on the LTC Online Portal so that the TMHP 
nurses can begin the medical necessity (MN) determination required as part of the 
Medicaid application process.  

Nursing facility staff must monitor the status of the LTCMI after submission to 
ensure that any requests for additional information are acted upon in a timely 
manner for the MN status. If MN is not approved, the Medicaid caseworker for the 
resident's application is informed and the application is denied.  

If MN is approved, the Medicaid caseworker continues to evaluate the Medicaid 
application to ensure that financial and other regulatory requirements are met. If 
so, the application for the Texas NF Medicaid Program is approved. 

Individuals that are on Medicare Bed Days but have Medicaid as a secondary 
funding source, are eligible for habilitation coordination.  

In this case, the habilitation coordination can move forward with submitting a 
request for authorization for the provision of habilitation coordination.  

Slide 13 – Authorizations and Descriptors of Service 
Group and Service Code 
What is a Service Group and what is a Service Code? We use these terms often 
when discussing individuals so it’s likely that you’ve not only heard HHS staff use 
this terminology, but also questioned exactly what it means.  



We can boil these two down to the following: Service Group identifies the group 
providing the service and a Service Code identifies the service or status.  

So, a Service Group 1 relates to the nursing facility (NF) and a Service Group 14 
relates to the local authority. 

 A Service Code 1 is associated to an individual having a Medicaid Status, a Service 
Code 3 relates to Medicare, and a Service Code 10H is Habilitation Services. 

Frequently with PASRR individuals, you hear that they are Service Group 1, Service 
Code 1. Group 1 tells us they are a resident in the NF, and Code 1 tells us that they 
are Medicaid recipients.  

Alongside this, Habilitation Coordination Authorizations appear as a Service Group 
14, Service Code 10H. Group 14 associates the individual to the local authority, and 
Code 10H associates the individual with habilitation services. 

Slide 14 - Authorizations with Information About Daily 
Care Service Authorizations 
Daily Care Service Authorization or simply Daily Care refers to a status a resident 
has when they have Medicaid and reside in a nursing facility. Conversely, a resident 
is said to be on Skilled Care when they are on Medicare in the nursing facility. The 
resident cannot be on Skilled Care status when the NF is requesting NF specialized 
services. If the resident does not have Daily Care, the request for NF specialized 
service will be rejected by SAS. For Habilitation Coordination, it’s a little different. 
The ideal status for an individual to receive authorization for habilitation 
coordination would be Service Group 1, Service Code 1. The individual is in the NF, 
they have Medicaid, and as a result have Daily Care. Habilitation coordinators can 
request authorization and can bill for the provision of services.  

If the individual is a Service Group 1, Service Code 3, this means they are on a 
Medicare stay. As long as the individual has Medicaid as a secondary payor source, 
habilitation coordinators are still able to request authorization and bill for the 
provision of services.  

However, if the individual is a Service Group 1, Service Code 3 and are solely on 
Medicare, the provision of habilitation coordination will not be funded.  

LIDDAs are NOT responsible for ensuring the resident has Daily Care, instead it is 
the responsibility of the NF to ensure the resident has Daily Care before and during 
the request for PASRR services. LIDDAs are advised to check the individual’s 
Medicaid status to ensure they are eligible for services.  



The expectation is for LIDDAs to work with NFs and sometimes there is a language 
barrier in terms of terminology. NFs use language like Daily Care and Skilled Care, 
where LIDDAs may be a bit unfamiliar with what this really means.  

This information can be included in a habilitation coordinator’s arsenal to help 
better understand an individual’s status and to bridge the gap when working 
directly with an NF. 

Slide 15 - Continuing Discussion of Daily Care Service 
Authorizations 
Now that we established that Daily Care requires a Service Group “1” and Service 
Code “1”, let’s list the triggers that compromise Daily Care. The following are some 
typical reasons an individual would lose their Daily Care status: 

• Resident leaves the NF to go to the hospital for medical treatment; 
• Resident goes solely on Medicare or Skilled care such as wound care or 

rehabilitation therapy; 
• Resident loses Medicaid; 
• *Resident elects Hospice; or  
• NF goes through Change of Ownership. 

For the first three bullets the NF needs to wait until the resident has completed 
Skilled care or regains Medicaid before submitting a request for PASRR services. 
The last two already have processes in places.  

Hospice: This would be a significant change and the team would need to meet and 
a new resident review will be required. It should be noted that an individual in 
hospice can still receive habilitation coordination and other PASRR services.  

Change of Ownership (CHOW): CHOWs may trigger a loss of Daily Care or the 
Service Group 1, Service Code 1, but they do not affect someone’s habilitation 
coordination. Once someone goes through a CHOW they still remain authorized for 
HC during the whole process as it is tied to the LIDDA and not the Nursing Facility. 
The authorization should remain unaffected by the CHOW as long as the individual 
regains Daily Care.  

Slide 16 - Authorizations and Transfers 
Transfers are another area we felt we needed to touch on. I will say first that the 
authorizations are tied to LIDDAs. If an individual leaves one LIDDA and moves to 
another LIDDA’s catchment area, a habilitation coordinator will need to coordinate 
that transfer process.  



The receiving habilitation coordinator is responsible for completing the bottom 
portion of Form 2358 to request authorization; they will then send the form to the 
previous providing LIDDA and request that the LIDDA complete the top portion of 
the form requesting to terminate the current authorization allowing the receiving 
LIDDA to start theirs. The previous providing LIDDA will return the completed form 
to the receiving habilitation coordinator within three business days. The habilitation 
coordinator will then submit the form through our normal process to request 
authorization.  

It should be mentioned that if the previous providing LIDDA or habilitation 
coordinator fails to return the form as requested within three business days, the 
receiving habilitation coordinator should reach out to HHS staff at the PASRR SPA 
Mailbox which will be provided later.  

Slide 17 – Summary 
In summary, Form 2358 was changed to improve the content being submitted and 
eliminate errors. We continue to seek ways to improve this process overall.  

The MDS, MN and LTCMI are all required data and processes needed to obtain 
services. 

This presentation provided information about different aspects of Authorization 
giving you a better understanding of the process and triggers to look for when 
conducting your LIDDA tasks. 

Slide 18 – Resources 
Lastly, when you have a question and are seeking guidance on an issue or policy or 
procedure, feel free to use the email boxes made available to for your use after 
referencing the PASRR Handbook.  

Be sure to include your contact information, the issue, and the Document Locator 
Number relating to the individual or resident.  Remember to comply with HIPAA 
regulations when submitting your inquiry. 

For the HHS website, click here. 

For questions, email IDD-BH_PASRRSPA@hhsc.state.tx.us or 
PASRR.Support@hhsc.state.tx.us. 

Thank you. 

 

https://hhs.texas.gov/
mailto:IDD-BH_PASRRSPA@hhsc.state.tx.us
mailto:PASRR.Support@hhsc.state.tx.us
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