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Q. What happens when a Beneficiary requests a different/change in schedule than what is 
discussed at their assessment, prior to our acceptance? The service plan tool does not allow for 
changes to days of the week. 

A. If a frequency change is needed, contact NCLIFTSS but before completing 
the service plan to assist with a revision. 

Q. Is NCLIFTSS doing assessments for the TP for new Medicaid patients? Or only for Medicaid direct 
patients? 

A. No, NCLIFTSS is currently not doing assessments for the Tailored Plans, only 
Medicaid Direct.  

 

Q. Is there a directory with scheduler direct contact information that could be posted online for PCS 
providers to utilize? The reason for this question is to reduce multiple call backs due to missed calls 
and to facilitate prompt assessments to ensure the timeframe for completing assessments are 
adhered to.  

A. The scheduler’s extensions are not posted online, however, when individuals 
are called to be scheduled, the schedulers provide their direct number as a call 
back option.  

 

Q. What is the process for independent assessors that are unable to be completed due to the 
Comprehensive Independent Assessment entity (CIAE) availability?  We have had several 
occasions when the nurse did not show up for the scheduled assessment and there was no call to 
inform the facility that the assessment would not be completed.  We have seen multiple residents’ 
assessments rescheduled 2 to 3 times, and new admissions are waiting 2 months for their 
assessment after 3051 submissions. 

A. When these occurrences happen, please contact NCLIFTSS customer 
support center and inform them of the delay and provide as much detailed 
information as possible. Your call will be escalated to determine the scheduling 
delays and the earliest scheduling appointment.   

 

Q. If a member was retroactively transferred to Medicaid Direct would the provider need to contact 
the Ombudsman to inquire if the Managed Care Organization (MCO) is responsible for payment of 
services? 

A.  Corresponding with the health plan and the provider Ombudsman is the best 
method in resolving payment issues when individuals are Yes, if there is an 
issue of retroactively disenrolled.  

Q. Does a PCS provider need to complete an out of system service plan for the mini assessment 
that comes before the face-to-face assessment upon a disenrollment from a PHP? 
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A. When an PCS beneficiary is disenrolled, a mini assessment is not required. 
The active service plan that was created during the enrollment in the plan will 
be used and referenced while NCLIFTSS arranges ongoing authorization for 
PCS.   

Q. If a PCS beneficiary goes into a rehabilitation facility and stays for more than 15 days, does the 
PCS provider need to discharge the beneficiary? 

A. No, the PCS provider does not have to discharge the beneficiary; however, 
the provider should follow their policy regarding an RN visit after discharge to 
assess the current needs of the beneficiary to ensure there is not a need for a 
change in status assessment due to changing condition. 

Q. The PCS prior authorizations (PA’s) in NC Tracks eligibility period stops at the end of each month 
instead of the last month of the full annual eligibility period. Why is that happening?  

A. PAs for beneficiaries enrolled in Medicaid Direct are authorized to receive 
PCS for up to 12 months. An annual authorization is provided to the provider. 
The PAs; however, are sent to NCTracks on a monthly basis to ensure the 
efficient processing of claims.  

Q. When beneficiaries are transitioning from one service to another such as CAP to assisted living, 
can the 3051 be processed?   We call DSS and they said disenrollment should be done through 
NCLIFTSS. We call back clarifying that we need the CAP flag removed by them. DSS said they will 
automatically be disenrolled in 90 days. How can we fix this? 

  A. Medicaid beneficiaries have the freedom of choice to select the services that 
best meet their needs when qualifying conditions are met. The 3051 can be processed while 
the  beneficiary is disenrolling from CAP. PCS cannot start until the beneficiary is disenrolled 
from CAP by the DSS.  

Q. Is there a plan for PCS providers to send the DHB 3051’s directly to NCLIFTSS once completed to 
expedite to the Managed Care Plans? 

A. A DHB 3051 for a Medicaid member enrolled in a plan should be set directly 
to the assigned plan. Sending that form to the assigned plan reduces delays in 
processing the PCS referral. When a 3051 is received at NCLIFTSS for a plan’s 
member, NCLIFSS forwards the 3051 in a batch process daily to the associated 
plans to ensure the PCS request is processed by the plan. When sending the 
3051 to the plans, NCLIFTSS does not validate, verify, or check the 3051’s for 
completeness. 

Q. It appears higher hours are awarded through TPs, will these higher hours be honored if a member 
moves back to Medicaid Direct (until there is a new authorization)? 

A. The 3L Clinical Coverage Policy (CCP) lists the maximum approvable hours 
for PCS. When a beneficiary is transitioned back to Medicaid Direct, the State 
Plan policy limit will be enforced through claim processing. If hours are billed 
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over the maximum limit within the policy, the claim will be cut back to PCS, the 
maximum limit. These maximum limits are a condition of Session Law.  

Q. If a PCS beneficiary has a doctor’s appointment during their scheduled services hours, can the 
hours of coverage change for the Aide to work, either before or after the appointment? 

A. The aide’s work hours should support the need of the beneficiary to prepare 
for or return from the appointment. Example: if assistance is needed with the 
ADLs to get ready for the appointment, the aide may go to work prior to the 
appointment. If assistance is needed with the ADLs after the appointment, the 
aide may go to work after the appointment. The hours worked during the days 
the PCS beneficiary has an appointment must coincide with the care plan.   

Q. If a disenrollment authorization is set to expire within 60 days, and a new assessment hasn’t 
been completed, can the interim authorization be extended until the new authorization becomes 
effective? 

A. All efforts are made to schedule an in-person assessment before the PA is 
set to expire to ensure there is no gap in services. When an in-person 
assessment is not scheduled timely, please contact NCLIFTSS. If it is 
determined to be a gap in services, the PAs can be extended to appropriately 
cover the gap. 


