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CONTRACT LANGUAGE:  
2.4.3 Prohibited Services - The following services are not Medicaid Covered Services and shall not 
be provided to Enrollees under this Contract:  
2.4.3.1 Elective abortions (those not covered in Attachment B, MCO Covered Services and the MCO 
Manual) and related services. 
 
MCO Manual 
Induced Abortion - The use of public funds to provide induced abortion services must meet 
applicable state and federal laws, including the requirements of the Hyde Amendment (currently 
found in La. R.S. 40.1061.6 and the Consolidated Appropriations Act, 2014, Public Law 113-76, 
Division H, Title V, §506 and §507). 
MCO coverage of induced abortion is restricted to those that meet the following criteria:  

• A physician has found, and so certif ies, that on the basis of  his/her professional judgment, the life 
of the pregnant woman would be endangered if the fetus was carried to term.  

• The certif ication statement, which must contain the name and address of the enrollee, must be 
attached to the claim form. The diagnosis or medical condition which makes the pregnancy life 
endangering must be specified on the claim;  
OR 

• In the case of terminating a pregnancy due to rape or incest the following requirements must be 
met: 
o The enrollee shall report the act of rape or incest to a law enforcement official unless the 

treating physician certif ies in writing that in the physician’s professional opinion, the victim was 
too physically or psychologically incapacitated to report the rape or incest.  

o The report of the act of rape or incest to a law enforcement official or the treating physician’s 
statement that the victim was too physically or psychologically incapacitated to report the rape 
or incest must be submitted to the MCO along with the treating physician’s claim for 
reimbursement for performing an abortion. 

o The enrollee shall certify that the pregnancy is the result of rape or incest, and this certification 
shall be witnessed by the treating physician. 

o The “Office of Public Health Certif ication of Informed Consent-Abortion” form shall be 
witnessed by the treating physician. 

 
In order for Medicaid reimbursement to be made for an induced abortion, providers must attach a copy 
of the “Office of Public Health Certif ication of Informed Consent-Abortion” form to their claim form. The 
form is to be obtained from the Louisiana Office of Public Health via a request form or by calling (504) 
568-5330. 
 
Claims associated with an induced abortion, including those of the attending physician, hospital, 
assistant surgeon, and anesthesiologist must be accompanied by a copy of the attending physician’s 
certif ications, as applicable. Therefore, the MCO shall require providers to submit only hard-copy claims 
for payment consideration. All claim forms and attachments shall be retained by the MCO. The MCO 
shall forward a copy of the claim and its accompanying documentation to LDH if requested. 
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Threatened, Incomplete or Missed Abortion - As a condition of reimbursement, claims for treatments 
related to a threatened, incomplete, or missed abortion must include the enrollee history and complete 
documentation of treatment. Supportive documentation that will substantiate reimbursement may 
include one or more of the following, but is not limited to: 

• Sonogram report showing no fetal heart tones; 

• History indicating passage of fetus at home, enroute, or in the emergency room; 

• Pathology report showing degenerating products of conception; or 
• Pelvic exam report describing stage of cervical dilation. 

 
 
PURPOSE:  
 
Healthy Horizons in Louisiana will conduct a clinical claims review process for abortion, 
hysterectomy, and sterilization services to ensure compliance with the state documentation 
requirements.  
 
POLICY AND PROCEDURE: 
 
Policy:  
Healthy Horizons in Louisiana will ensure compliance with the applicable state and federal laws, 
including the requirements of the Hyde Amendment (currently found in La. R.S. 40.1061.6 and the 
Consolidated Appropriations Act, 2014, Public Law 113-76, Division H, Title V, §506 and §507). 
for Abortion, Hysterectomy and Sterilization services by pending applicable claims and performing a 
clinical claims review to verify all requirements for documentation are complete and align with the 
service performed.   
 
Procedure: 
 
Providers must submit paper claims for abortion, hysterectomy and sterilization services. When  
Humana’s Claims Department receives the claim with CPT codes and/or diagnosis related to 
procedures requiring a form submission (All Abortion, Hysterectomy and Sterilization claims) and 
pends to the Clinical Claims Review (CCR) team for review.  
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1) CCR Coordinator Process  
a) The coordinator reviews the request to determine if the claim was received within the 

allowable timeframes and if the enrollee was eligible for Medicaid benefits at the time 
services were rendered.  

b) Once the coordinator determines the claim meets the timeframe and member eligibility 
requirements, they will review the request to determine if the necessary clinical information 
and forms are attached. If the clinical notes or forms are not included in the request, the 
coordinator will return the claim to the claims team for claim denial. If the proper/required 
documentation is attached, the coordinator will forward the claim to a CCR clinician for 
review.  

c)  All Abortion, Hysterectomy and sterilization cases require clinical review regardless if the 
code falls on the Humana Prior-authorization list. 

2) CCR Clinician Process 
a) The nurse reviews the request and clinical notes to determine if the request includes 

abortion, hysterectomy or sterilization services.  
b) If abortion, hysterectomy or sterilization services are identif ied on the claim, the nurse 

compares the clinical information and service to the appropriate form requirements.  
c) The nurse determines that all required sections of the forms are accurately and appropriately 

completed.  
d) If the required form is not complete, has errors or missing clinical information, the nurse will 

forward the claim to a medical director. Nurses may not approve the claim for payment if all 
the specific requirements for documentation are not met.  

e) Once the medical director review is complete, the decision is entered into the authorization 
system and the decision is returned to claims for final processing.  

f) Associated services (Anesthesia, laboratory testing, hospital services, etc.) are not covered if 
the abortion, hysterectomy, or sterilization services do not meet the payment requirements.  

g) Those claims that include appropriately completed forms are approved for payment by the 
clinician and returned to the claims team for processing.  
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Documentation Requirements 
Procedure Form Purpose Person Signing 

Abortion Office of Public 
Health 
Certif ication of 
Informed 
Consent-Abortion 

Certif ication that 
the procedure 
meets one of a 
listed criteria 

Witnessed by the treating physician 
 

 
 
Hysterectomy* 

Acknowledgement 
of Receipt of 
Hysterectomy 
Information 
BHSF Form 96-A 

Acknowledgement 
that hysterectomy 
results in sterility 

1. Must be signed and dated by the 
member on or before the date of 
the hysterectomy.  

2. If witness signature is needed 
when member is unable to sign and 
indicates “x” or indicates mental 
incapacity, witness signature must 
match the date of the member’s 
signature 

3. Physician obtaining form must 
share with all providers involved in 
member’s care.  

 
 
 
 
Sterilization 

Sterilization 
consent forms 
(HHS-687 English 
and HHS-687-1 
Spanish) 

Consent to be 
sterilized 

1. Person being sterilized 
2. Interpreter, if applicable 
3. Person obtaining consent 
4. Physician performing the procedure 

Necessary conditions:  
• The individual has voluntarily given consent is at least 21 years old at the 

time of consent; is not mentally incompetent and has voluntarily given 
informed consent.  

Timeframes for consent:  
• At least 30 days and ≤ 180 days between the informed consent and date 

of sterilization.  

•  With emergency abdominal surgery − ≥ 72 hours before sterilization 

• With premature delivery − ≥ 72 hours before sterilization and − ≥ 30 days 
before the expected delivery date 

*Individual’s signature is not required for hysterectomy if the individual was already sterile before the 
procedure OR if procedure was performed for a life-threatening emergency that precluded prior 
acknowledgement OR the member was retroactively certified for Medicaid benefits and the 
physician who performed the hysterectomy certifies in his own writing that the individual was 
informed before the operation.  
 
* Members who undergo a covered hysterectomy must complete a hysterectomy consent form but 
are not required to complete a sterilization consent form.  
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Abortion  
 
Threatened, incomplete, or missed abortion: 
As a condition of reimbursement, claims for treatments related to a threatened, incomplete, or 
missed abortion must include the member history and complete documentation of treatment. 
Supportive documentation that will substantiate reimbursement may include one or more of the 
following, but is not limited to:  

1) Sonogram report showing no fetal heart tones;  
2) History indicating passage of fetus at home, enroute, or in the emergency room;  
3) Pathology report showing degenerating products of conception; or  
4) Pelvic exam report describing stage of cervical dilation. 

 
Induced Abortion 

1) Reimbursement for induced abortion services is restricted to the following circumstances and 
a copy of the “Office of Public Health Certif ication of Informed Consent-Abortion” form is 
attached to their claim form: 
a) A physician has found, and so certif ies, that on the basis of his/her professional 

judgment, the life of the pregnant woman would be endangered if the fetus was carried to 
term. 

b) The certif ication statement, which must contain the name and address of the member, 
must be attached to the claim form. The diagnosis or medical condition which makes the 
pregnancy life endangering must be specified on the claim. OR  

2) In the case of terminating a pregnancy due to rape or incest the following requirements must 
be met:  
c) The member shall report the act of rape or incest to a law enforcement official unless the 

treating physician certif ies in writing that in the physician’s professional opinion, the victim 
was too physically or psychologically incapacitated to report the rape or incest. 

d) The report of the act of rape or incest to a law enforcement official or the treating 
physician’s statement that the victim was too physically or psychologically incapacitated 
to report the rape or incest must be submitted to the MCO along with the treating 
physician’s claim for reimbursement for performing an abortion.  

e) The member shall certify that the pregnancy is the result of rape or incest, and this 
certif ication shall be witnessed by the treating physician.  

f) The “Office of Public Health Certif ication of Informed Consent-Abortion” form shall be 
witnessed by the treating physician. 
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3) Certif ication and Claims 
g) A copy of the “Office of Public Health Certification of Informed Consent-Abortion” form 

must be attached to their claim form.  
h) Claims associated with an induced abortion, including those of the attending physician, 

hospital, assistant surgeon, and anesthesiologist must be accompanied by a copy of the 
attending physician’s certif ications, as applicable. Providers are required to submit only 
hard copy claims for payment consideration. All claim forms and attachments shall be 
retained by the MCO. The MCO shall forward a copy of the claim and its accompanying 
documentation to the state, if requested. 

 
 
Hysterectomy 
  
1) Providers will not be reimbursed for hysterectomy services if:  

a) The hysterectomy was performed solely for the purpose of rendering an individual 
permanently incapable of reproducing. 

b) There was more than one purpose to the hysterectomy, and it would not have been 
performed but for the purpose of rendering the individual permanently incapable of 
reproducing. 

2) Providers will be reimbursed for hysterectomy services only if:  
c) The person securing authorization to perform the hysterectomy has informed the individual 

and her representative (if any), both orally and in writing, that the hysterectomy will make the 
individual permanently incapable of reproducing; and 

d) The individual or their representative (if any) has signed a written acknowledgement of 
receipt of that information. These regulations apply to all hysterectomy procedures, 
regardless of the member’s age, fertility, or reason for surgery. 

e) For a hysterectomy performed during a period of an individual's retroactive Medicaid 
eligibility, the physician who performed the hysterectomy certifies in his own writing that the 
individual was informed before the operation that the hysterectomy would make the member 
permanently incapable of reproducing.  

f) Informed consent for hysterectomy must include the following:  
i. The Acknowledgement of Receipt of Hysterectomy Information (hysterectomy consent 

form) must be signed and dated by the member on or before the date of the hysterectomy. 
The consent must include signed acknowledgement from the member stating the member 
has been informed orally and in writing that the hysterectomy will make the member 
permanently incapable of reproducing. Members who undergo a covered hysterectomy 
must complete a hysterectomy consent form but are not required to complete a sterilization 
consent form.  

ii. The physician who obtains the consent must share the consent form with all providers 
involved in that member’s care (e.g., attending physician, hospital, anesthesiologist, and 
assistant surgeon).  
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iii. When billing for services that require a hysterectomy consent form, the name on the 
Medicaid file for the date of service in which the form was signed should be the same as 
the name signed at the time consent was obtained. If the member’s name is different, the 
provider must attach a letter from the physician’s office from which the consent was 
obtained. The letter must be signed by the physician and must state that the member’s 
name has changed and must include the member’s social security number and date of 
birth. This letter must be attached to all claims requiring consent upon submission for 
claims processing.  

i. A witness signature is needed on the hysterectomy consent when the member meets one 
of the following criteria:  

1) Member is unable to sign their name and must indicate “x” on the signature line; or  
2) There is a diagnosis on the claim that indicates mental incapacity. 

i. If a witness signs the consent form, the signature date must match the date of the 
member’s signature. If the dates do not match, or the witness does not sign and date the 
form, claims related to the hysterectomy will deny. 

 
 

Sterilization  
1) Providers will be reimbursed for sterilization services only if  all of the following requirements are 

met:  
a) The individual is at least twenty-one years old at the time consent is obtained. 
b) The individual is not a mentally incompetent individual. 
c) The individual has voluntarily given informed consent in accordance with all federal 

requirements.  
d) At least thirty days, but not more than one hundred eighty days, have passed between the 

date of the informed consent and the date of the sterilization, except in the case of premature 
delivery or emergency abdominal surgery. An individual may consent to be sterilized at the 
time of a premature delivery or emergency abdominal surgery, if at least seventy-two hours 
have passed since he or she gave informed consent for the sterilization. In the case of 
premature delivery, the informed consent must have been given at least thirty days before 
the expected date of delivery; and 

e) The Medicaid provider requesting payment for the sterilization submits to the department a 
copy of the consent form.  

f) Informed consent for sterilization. 
i. The current sterilization consent form (HHS-687 English and HHS-687-1 Spanish) from the 

U.S. Department of Health and Human Services website must be signed and dated by:  
1) The individual to be sterilized;  
2) The interpreter, if one was provided;  
3) The person who obtained the consent; and  
4) The physician performing the sterilization procedure. If the physician who performed 

the sterilization procedure is the one who obtained the consent, the physician must 
sign both statements.  
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g) For services requiring a sterilization consent form, the member’s name on the Medicaid file 
for the date of service must be the same as the name signed at the time of consent. If the 
member’s name is different, the provider must attach a letter from the provider’s office from 
which the consent was obtained. The letter must be signed by the physician and must state 
the member’s name has changed and must include the member’s social security number and 
date of birth 

 
Prior to reimbursement, The Plan ensures that the sterilization consent form is obtained. The Plan 
allows ancillary providers and hospitals to submit claims without the hard copy consent. The Plan 
reimburses these providers only if the provider performing the sterilization submitted a valid 
sterilization consent and was reimbursed for the procedure. 
 
Additional Resources & Required Forms: 
MCO Manual 
Medicaid | Department of Health | State of Louisiana | (lamedicaid.com) -all forms 
Microsoft Word - BHSF Form 96-A Acknowledgment of Receipt of Hysterectomy Information, 
Revised 02 2020 (lamedicaid.com)- BHSF Form 96-A- “Acknowledgment of Receipt of 
Hysterectomy Information” 
Consent for Sterilization: Form HHS-687- Consent for sterilization 
Pregnancy Info Materials Request Form | La Dept. of Health- Office of Public Health Certification of 
Informed Consent-Abortion request form.  
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DISCLAIMER:  
 
Humana follows all federal and state laws and regulations. Where more than one state is impacted 
by an issue, to allow for consistency, Humana will follow the most stringent requirement.   
  
This document is intended as a guideline. Situations may arise in which professional judgment may 
necessitate actions that differ from the guideline. Circumstances that justify the variation from the 
guideline should be noted and submitted to the appropriate business area for review and 
documentation. This (policy/procedure) is subject to change or termination by Humana at any time. 
Humana has full and final discretionary authority for its interpretation and application. This 
(policy/procedure) supersedes all other policies, requirements, procedures or information conflicting 
with it. If viewing a printed version of this document, please refer to the electronic copy 
maintained by CMU to ensure no modifications have been made.  
  
 
NON-COMPLIANCE:  
  
Failing to comply with any part of Humana’s policies, procedures, and guidelines may result in 
disciplinary actions up to and including termination of employment, services or relationship with 
Humana. In addition, state and/or federal agencies may take action in accordance with applicable 
laws, rules and regulations.  
  
Any unlawful act involving Humana systems or information may result in Humana turning over all 
evidence of unlawful activity to appropriate authorities. Information on handling sanctions related to 
non-compliance with this policy may be found in the Expectations for Performance, and Critical 
Offenses policies, both of which may be found in the Associate Support Center via Humana’s secure 
intranet of Hi! (Workday & Apps/Associate Support Center).  
 

 


