
 
 

3051 Rollout FAQ’s (1.29.15) 

New 3051 Rollout FAQ’s (2.1.15) 

The following questions were posted during the December 2014 webinar training on the new 3051 form 

along with anticipated questions Liberty believes will be asked in regards to the new 3051 form. 

 

General FAQ’s 

1. When do we start using the newly revised 3051 form? 
The new 3051 form, dated 2.2.15, will become effective 2.1.2015. Prior versions of the 3051 
form will not be accepted after 2.1.2015. 
 

2. Where can I find a copy of the new 3051 form and instructions? 
The form and completion instructions can be found on Liberty’s website at, http://nc-
pcs.com/Medicaid-PCS-forms/ or on the DMA website at, www.ncdhhs.gov/dma/pcs/pas.html 
 

3. I sent in a completed old form and then the new form. Will the PA effective dates be the date I 
sent in the old form or the new form? 
For new requests, PA effective dates will begin when Liberty receives the new 3051 form 
(2.2.15) completed in its entirety. 
 

4. Will an assessment be delayed if the PASRR number is not on the form or does the 30 day hold 
from the request date still apply? 
This process will remain the same. If a beneficiary resides in a facility and requires a PASRR, 
Liberty strongly encourages the PASRR# be indicated on the form for timely processing. If the 
PASRR# is not included on the revised 3051 at the time the request is submitted, Liberty will 
attempt to obtain the PASRR# within 30 days. If the PASRR# is obtained within 30 days, Liberty 
will release the assessment. If the PASRR# is not obtained, then the request will be denied and a 
letter of denial will be sent to the beneficiary. 

 
5. Why is it required for the practitioner to indicate if the diagnosis impacts the ADLs? 

According to Clinical Coverage Policy 3L, 3.2.2 (5), ‘The required PCS are directly linked to a 
documented medical condition or physical or cognitive impairment causing the functional 
limitations requiring the PCS’; therefore it is important the practitioner provide this information 
for the request review process. 
 

6. I received a denial letter that indicates I was denied because my medical diagnosis does not 
impact the ADLs; is this new? 
Yes, according to Clinical Coverage Policy 3L, 3.2.2 (5), ‘The required PCS are directly linked to a 
documented medical condition or physical or cognitive impairment causing the functional 
limitations requiring the PCS. 
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7. Are practitioners required to list all medical diagnosis or only those that affect ADL 
performance? Will the practitioner also be required to indicate a primary diagnosis? 
For a request for an independent assessment, the practitioner is only required to list the 
diagnoses that affect ADL performance.  
 

8. Does the doctor or practitioner need to initial all four of the criteria lines in the optional 
section of section B for the beneficiary to be considered for additional hours? 
Section B is the medical portion of the 3051 form. The practitioner will complete this section 
with the most accurate information regarding the beneficiary’s current medical state. Part of 
this feedback is completion of the optional attestation section that requires the practitioner to 
initial only the criteria that is applicable to the beneficiary. Hours are awarded based off the 
beneficiary’s current medical state and their ability to perform the activities of daily living.  
 

9. Does Liberty have the responsibility to contact the beneficiary when a form is not completed 
to minimize any delay? 
Liberty is not obligated to contact the beneficiary or practitioner when the 3051 form is not 
completed. Though not obligated, Liberty does attempt a courtesy call to the practitioner in an 
attempt to obtain the required information in order to process the request. If contact is not 
successful, Liberty will send the appropriate notification to either the practitioner or the 
beneficiary informing them that the request could not be processed. 

 

 

Additional Hours/Attestation FAQ’s 

1. How would we increase the number of hours for a client if we believe additional needs exist? 
If there is a need for an increase or decrease in PCS hours, a Change of Status Assessment will 
need to be requested. If the need for change in hours is a result of a change in the beneficiary’s 
health condition, then a Change of Status: Medical will need to be submitted by a practitioner. If 
the change of hours is a result in a change in setting or caregiver status, then a Change of Status: 
Non-Medical may be submitted by the beneficiary, power of attorney, legal guardian, or PCS 
provider. 
 

2. Are the Assessors going to automatically assess SCU/Dementia residents for extra hours? On 
the prior form, we have been instructed to write ‘extra hours requested’ or they do not get 
assessed for them. 
Section B is the medical portion of the 3051 form. The practitioner will complete this section 
with the most accurate information regarding the beneficiary’s current medical state. Part of 
this feedback is completion of the optional attestation section that requires the practitioner to 
initial only the criteria that apply to the beneficiary. Hours are awarded based on the 
beneficiary’s current medical state and their ability to perform the activities of daily living.  
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3. Additional hour requests aren’t necessarily medical or related to health. For instance, if a SCU 
resident begins wandering and exit seeking, this is more of a behavioral change, not a medical 
or health related issue. Please clarify if this would require a medical or non-medical Change of 
Status. 
All behavioral changes are considered changes in a beneficiary’s health condition when it comes 
to the completion of the 3051 form. Requests for an increase or decrease in PCS as a result of a 
behavioral change will need to be requested as a Change of Status: Medical and come from a 
practitioner. 

 

Change of Status FAQ’s 

1. Can you define and describe non-medical changes once again? 
A non-medical change in condition would be any of the following: 

 A change in caregiver status 

 A change in days of need 

 A change in setting that either improves or limits the beneficiary’s ability to perform 
ADLs 

 
2. Some Change of Status requests are both medical and non-medical; do we have to fill out 

both sections? 
In the scenario where both a medical and non-medical change in condition applies, just the 
medical portion needs to be completed by a practitioner and submitted. Liberty will assess for 
all changes during the assessment. 
 

3. If I have a medical change of status, do I need to see my doctor again to have them complete 
the form? 
In order for a practitioner to submit a medical change of status, it is required for the beneficiary 
to have seen their practitioner within the last 90 days. If the beneficiary has visited their 
practitioner in the last 90 days, a new appointment is not required, but may be requested by the 
practitioner to ensure the form is completed as accurately as possible. 

 
4. Do I need to get a change of status request from my doctor if my daughter has gone back to 

work full time and can no longer help me on certain days? 
No, this would be considered a ‘Non-Medical Change of Status’ and this request may be 
submitted by yourself, your caregiver, or PCS provider. 

 
5. I never had to see my doctor before in order to submit a change of status, why do I have to go 

see them now? 
According to Clinical Coverage Policy 3L, section 3.2.2 (6), ‘The beneficiary must be under the 
ongoing, direct care of a physician for the medical condition or diagnosis causing the functional 
limitations.’ If there is a change in your medical condition, it is important that you seek the care 
of your physician to determine the best treatment plan for you and confirm that additional 
hours of PCS is part of that care plan. 
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6. Can a PCS Provider still submit a Change of Status request through QiReport? 

Yes. A PCS provider can still submit a Change of Status request through QiReport, but only when 
the change is ‘non-medical’. 

 

 

Change of Provider FAQ’s 

1. Why can’t the PCS provider assist the client in completing a COP request if the reason is that 
they are unable to continue to provide requested services? 
It is important that all change of provider requests are the decision of the beneficiary or their 
legal guardian or power of attorney. To protect against false claims and HIPAA violations, all 
Change of Provider requests must be made by the beneficiary or their authorized representative 
only. 
 

2. If completing a Change of Provider request, does section A (beneficiary demographics) need to 
be completed along with section F? 
No. There is a section on the top of page 3 to complete the beneficiary’s demographics. 

 
 

 

 
 

 


