Nutrition Training
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Introduction
1

WIC participants with qualifying medical conditions are eligible

to receive medical formula and foods. (‘

The objective for today is to:
— Review the Medically Necessary and Similac WIC Forms
— What steps are needed for approvals
— Common formulas and reasons for issuance

— |ssuance
4
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MEDICALLY NECESSARY WIC
% APPROVED FORMULA FORM
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Medically Necessary WIC Approwed Formula Request Form

Participant Mame:

Diate of Birth:

W

Today's Date:

Plezse complete Parts A and B to prescribe 2 Medical Formula. All reguests are subject to WIC staff spproval.

A. Medical Formulas/Nutritional Products

Please check the requested formaula, specify the amount, include the diagnosis, and the length of time the formaula is necessairy.

Premoture/Low Birth Weight:
O Enfacare

O Neosure

Contrect Formuia:

O GerberSood Start 5oy
O Similac Advance

O  Similac Sensitive

O Similac for Spit Up

O Similac Total Comfort

Othar:

O Ensure {adult)

O EO28 Splash
Neoczte Junior

O Nutren Junior

O Nutramigen Toddler

O Pedizsure

O Pedizsure Peptide

O Peptamen Junior

Talerex

¥ivonex Pediatric
o Other:

Spacify specinl versions of formula

(Le 1.5 kcalfoz., with fiber, enteral, atc.)

Prescribed Amount: = Maximum Allowable OR per day
Infant Products: Pediatric and Adult Products: Diagnosis:
Hypoolerganic:
¥ - - - - . ins
o Alfsmine = :I -w;.:JELr o . = :.hlk nr\u‘be.ln Ilz'g'(
o Alimentum m oost Kid Exsentials O Soyprotein sllerzy
o Elecare T Boost Qrigingl [adult) O Malabsorption
- O  Bright Beginnings Pediatric Drink (5o o Pr Uit
o e cngﬂ : 5;’1 "If:_- l::li ||:. I|n (5] : Emia .JI: ¥ R
=} at L i o r rt t
T Mutramigen Enflars LGE arnation rea.u ..s ssentials oW o E.ﬂf w eigh
_ .. O Compleat Pediatric O Tube Feeding
O Pregestimil : .
. O Elecars Junior O Orzl Motor Feeding Problems
O Purfming

= Other [please specify]:

Length of Time Formula is Requested:

O Months of Age®:

Te 1 year adjusted age
O To the end of certification
O {Other Date:

*Infonts showld be re-assessed at § montfs
for supplemental food readiness

Prescribing Medical Formula and Supplemental Foods
for Montzna WIC Partidpants

WIC participants with qualifying medical conditions are eligible to receive medical formula with the masimum amount based on the
participant's age and category. Infants six months and older, children and women may also receive supplemental foods for their

category, as listed below.

If 2 participant may recefve the full amownt of formulz as listed below, please check the “Maximum Allowsble™ box under Medics
Formula (Part &) on the front page. If 2 participant is to receive less, or an item is to be deleted, please indicate the item in the ame

box.

For Supplemental Foods, Part B, please review the WIC supplemental foods below and indicate on the front page which foods to

delete or substitute for the participant. If a participant may receive the full food package. please mark the box indicating this.
Please add any special instructions or information if you would prefer to have the WIC RD select and assizn the supplemental foods

please check the box in part B

6-11 months [when solids

0-3 months &£-5 months 6-11 months Y .
=re contraincicatec)
Infamt Formuls:
Powder
e ) . Up to 570 oz. Up to 9560 cz. Up o 656 oz. Up to 960 oz.
[reconstituted)
Concentrate
) . Up to 823 oz. Up to 596 cz. Up o 630 oz. Up to 896 oz.
[reconstituted)
Ready-to-feed Up to 832 oz. Up to 913 o Up o 643 oz. Up to 9130z
Infant Foods:
Infant Cereal Hone None 3 B oz containers Hone
Infant Vegetzbles/Fruits 32 4-pz. jars (formula fed)
Hore Hane 64 d-oz. jars [fully breastfed) Hane
Infan: Meats
mrant Hea - . Hone None 31 4oz jars
[Fully brezstfed anky)

Children
1-5 years

Up to 510 oz formala

4 pzllons milk®

B. Supplemental Foods (for Infants 6 months and slder, Children and Women)

2 B4-oz. bottles juice

36 oz. cereal

Please review the food packages to be issued on the back and check the approgriate issuance for the participant below, or;

O Defer to Local WIC Registered Dietitian to determine appropriate supplemental foods and length of time of their issuance.

1 dozen eggs

58 fruit and vegetable benefit

Infants {5-12 months)
O Provide full food package

Issue medical formula only [no
foods)

Delete the following items from the
food package:

O Infant cereal

Infant wegetzbles/fruit

O Fruit/Vegetable Benefit 9-11 mo
[partial substitution)

O Infant meats

Children and Women
O Provide full food package

Delete the following items from the food
package:

O Cow's Milk Cheese

O Peanut Butter o Cereal

O Egps o Fruits/Vegetables
O ‘Whole Grains = Dry/Canned Beans
O Tuna/Salmon o Juice

Issue Whole Milk [children =2 and women)
in oddition to medical formula (Part &)

O Issue medical formula only (no foods)

Special Instructions, Restrictions

O Substitute soy beverage for cow's
milk

O Substitute goat's milk for cow’s milk
O Substitute infant cereal for child

O Substitute infant fruits vegetables for
fruits/vegetables cash benefit child or
woman

o Other:

18 oz. peanut butter or 1 b dry
beans or 4 16-02. canned beans

2 |b. whole wheat bread or
brown rice or whole wheat
tortillas or soft corn tortillas

Health Care Prowider Mame
amd Credentials{Printed]:

|signature]:

Effective 06/23/2016

Fhizne Mumiber:

*Cheese may be substituted for
some milk.

Fully Breastfeeding

‘Weomen

Pregnant or Substantially
Breastfeeding Women

Partially and Hon-
Breastfeeding Women

Up to 810 oz. formula

Ugp to 910 oz formula

Up to 910 oe. formula

6 gallons milk and
1b. chesze

5 1/2 gallons milk*

4 eallons milk*®

3 12-oz. juice [frozen)

3 12-0z. juice (frozen)

2 12-pz. juice |frozen)

36 oz cereal

36 oz. cereal

36 oz. cereal

2 dozen eg5Es

1 dozen eggs

1 dozen eggs

511 fruit and vegetable
benefit

511 fruit and vegetzble
benefit

511 fruit and vegetsble
benefit

1B oz, peanut butter
AND 1 |b. dry beans or
4 16-pz. cans beans

18 oz. peanut butter AND
1lb. dry beans or
4 16-02. cans beans

18 oz. peanut butter or
1 lb. dry beans or
4 16-p2. cans beans

1|b. whole wheat bread
or brown rice or whole

1 lb. whole wheat bread or
brown rice or whole wheat

whezt tortillas or soft tortillas or soft corn vortillas Nene
corn tortillas

30 oz tuna or pink

salman HNore Nore

Please contact your local WIC agency with any questions.
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ﬁ Participant Name:

—

Medically Necessary WIC Approved Formula Request Form

Diate of Birth:

T T T
PSR Illw

Today's Date:

Fleaze complete Parts A and B to prescribe a Medical Formula. All requests are subject to WIC staff approval.

A. Medical Formulas/MNutritional Products

Pleaze check the requested formula, specify the amount, include the diagnosis, and the length of time the formula is necessary.

Prescribed Amount:

o Maximum Allowable OR

per day

Infant Products:
Hypoallergenic:

Premature/Low Birth Weight:

O
O

Alfamino

Alimentum

Elecars

Neocate

Mutramigen Enflora LGG
Pregestimil

Purf&ming

Enfacare

Meozure

Contract Formula:

O
O
O
O
O

Gerber Good Start Soy
Similac Advance
Similac Sensitive
Similac for Spit Up
Similac Total Comfort

Other:

O

Pediatric and Adult Products:

I [y [y iy Oy i i i O v Ry i |

Alfamino Junior

Boost Kid Essentials

Boost Original {adult)

Bright Beginnings Pediatric Drink [Sovy)
Carnation Breakfast Essentials
Compleat Pediatric

Elecare Junior

Ensure (adult)

EO2E Splash

Neocate Junicr

Nutren Jumior

Nutramigen Toddler
Pediasure

Pediasure Peptide

Peptamen Jumior

Tolerex

Vivonex Pediatric

Other:

Specify special versions of formula
(i.e 1.5 kcalfoz., with fiber, enteral, etc.)

Diagnosis:

Milk protein allergy

Soy protein allergy
Malabsorption

Frematurity

Low or Very Low Birth Weight
Tube Feeding

Oral Motor Feeding Problems

o oooooaoao

Other (please specify):

Length of Time Formula is Requested:

Months of Age®:

To 1 year adjusted age

To the end of certification
QOther Date:

*Infants should be re-assessed at & months
for supplemental food readiness




—

B. Supplemental Foods [for Infants & months and older, Children and Women)

Pleasze review the food packages to be issued on the back and check the appropriate issuance for the participant below, or;

O Defer to Local WIC Registered Dietitian to determine appropriate supplemental foods and length of time of their issuance.

Infants [6-12 months)
O Provide full food package

O lIssue medical formula only (no
foods)

Delete the following items from the
food package:

O Infant cereal
O Infant vegetables/fruit

O Fruit/Vegetable Benefit 9-11 mo
{partial substitution

O Infant meats

dealth care Provider Name
ind Credentials|Printed):

Children and Women

O
O

O

Provide full food package

Issue Whole Milk [children =2 and women |

in addition to medical formula (Part A)

lzsue medical formula only [no foods)

Delete the following items from the food

package:
O Cow's Milk c Cheess
O Peanut Butter o Cereal
O Eggs o Fruits/Vegetables
O Whole Grains o Dryf/Canned Beans
O TunafSalmon o Juice

[signature):

Effective D6/23/2016

(]

Special Instructions /Restrictions

Substitute soy beverage for cow's
miilk

Substitute goat’s milk for cows milk
Substitute infamt cereal for child

Substitute infant frutts/vegetables for
fruits/wvegetables cash benefit child or
Woman

Jther:

Phone Mumber:

Montana




Prescribing Medical Formula and Supplemental Foads
for Montana WIC Partidpants

WIC participants with qualifying medical conditions are eligible to receive medicl| formula with the maximum amount based on the
participant’s age and categony. Infants siv months and older, children and women may aloo receive supplemental foods for thedr
category, s listed below.

If & participant may recefve the full smount of formula as listed below, please check the "Maximum Allowable™ box under Medical
Formula [Part A) on the front page. I a participant is to receive less, or an item is to be deleted, please indicate the item in the mme
bowx.

For Supplemental Foods, Part B, please review the WIC supplemental foods below and indicate on the front page which foods to
delete or substitute for the participant. If 3 participant may receive the full food packsge, please mark the box indicating this.
Please add any special instructions or infermation if you would prefer to have the WIC RD select and assign the supplemental foods
pleaze check the box in part B..

E-11 ths [wh lids
0-3 months 4-5 months 6-11 months man -[w .en =
are contraindicated)
Infaint F I
Powder Up o 570 oz, Ug to 950 oz. Up o 636 oz. Up w0 860 0z,
[reconstituted)
C it rait
oresntrate Up to B23 oz Up to 895 oz Up to 630 az. Up to B55 az.
[reconstituted)
Ready-to-feed Up to 832 oz. Up to 913 oo Up to 643 oz. Up to 9130a.
Infant Foods:
Infant Cereal Hone None 3 B oz containers Mone
Infant VegetzblesFruits 32 d-oz. jars (formulz fed)
Hone Mane 64 d-0z. jars [fully breastfed) Hone
Infant Meats .
[Fully bresstfed anky) HNone None 31 d-oz. jars
Children Fully Breastfeeding Pregnant or Substantizlby Partially and Mon-
1-5 years ‘Women Breastfeeding Women Breastfeeding Women
Up to 510 oz. formula Up to 910 oz. formula Up 1o 910 oz formula Up to 910 pe. formula
4 pzllons milk*® 6 gallons milk and 5 1/2 gallons milk™ 4 gallons milk*

1lb. cheese

2 64-oz. bottles fuice

3 12-pz. juice [frozen)

3 13-oz. juice {frozen)

2 12-pz. juice |frozen)

36 oz. o=real 36 oz. cereal 36 oz. cereal 36 oz. cereal

1 dozen egps 2 dozen egps 1 dozen eggs 1 dozen eggs

58 fruit and vezetable benefit 511 fruit and vegetable 411 fruit and vepetable 411 fruit and vegetshle
benefit benefit benefit

18 oz. peanut butver or 1 [b. dry
beans or 4 16-0z. canned beans

1B oz. peanut butter
AND 1 |b. dry beans or
4 16-oz. cans beans

1% oz. peanut butter AND
1 Ib. dry beans or
4 16-oz. cans beans

18 oz. peanut butter or
1 lb. dry beans or
4 16-0z. cans beans

2 |b. whele whiezt bread or
brown rice or whole wheat

11b. whole wheat bread
or brown rice or whaole

1 Ib. whale wheat bread or
brown rice or whole wheat

tortillas or soft corn tortillas wheat tortillas or soft tortillas or soft comn tortillas None
corn tortillas
30 oz. tuna or pink

*Cheese may be substituted for salmon None= None

some milk.

Please contact your local WIC sgency with any guestions.

Montana
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STEPS FOR APPROVAL WITH (‘

MEDICALLY NECESSARY
FORMULA
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Food Package Il

WIC Eligible formulas and nutritionals that
iInclude enteral WIC-eligible nutritional
products which are specifically formulated to
provide nutritional support for individuals
with a diagnosed medical condition(s) when
the use of conventional food is precluded,
restricted or inadequate.

Not all products that meet the definition of a
nutritional are eligible to be issued by WIC.




A CPA will ensure:

0 The medical diagnosis or condition is appropriate for the medical
formula or nutritional.

o If the box deferring to the RD is checked-than the RD must complete
as assessment.

0 Based on the prescription completion, length is determined

CPA or RD will document decision in participant folder

If formula is not available locally, the state office will order

&

the formula at the request of the local agency




ry
"
COMMON EXEMPT FORMULAS ON ('

“%® THE MEDICALLY NECESSARY
- FORM

N\ontono@



Locally Available Exempt Formulas and

WIC-eligible nutritionals

Locally Available Exempt Formulas and
WIC-eligible Nutritionals

Reason for Issuance

Alimentum Milk and/or soy protein allergy
Mutramigen Enflora Milk and/or soy protein allergy
MNeosure Prematunty

EnfaCare LIFIL

Prematurity or low birth weight

Pediasure, Pediasure w/ Fiber and Ensure

Tube-feeding, oral/motor problems or medical
conditions which increase nutrient needs (for
children over 1 year of age and women)

*Contract formula may be issued to children over the age of 1 and in select cases to an infant.

Montana




State Ordered Formulas

M B NEE LS AF N E N EAA B S AA f R R BRI A LR LA RS RS L RN AR R

e womrE nE e l.n.iu.r o
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Examples of State Ordered Formulas

Reason for Issuance

Resource Just for Kids, Resource Just for Kids
w/ Fiber, Mutren Junior

Tube feeding, oral motor problems or medical
conditions which increase nutrient needs (for
children over 1 year of age)

Elecare, Neocate, PurAmino

Severe malabsorption or allergy to intact
proteins

Peptamen Junior, Vivonex Pediatric,
Pediasure Peptide

Severe malabsorption or allergy to intact
proteins (for children over 1 year of age)

Pregestimil

Malabsorption; milk and/or soy protein allergy

Similac PM 60/40

Renal, cardiac or other conditions that require
lowered mineral intake

Metabolic Formulas

Metabolic disorders

*Contract formula may be issued to children over the age of 1 and in select cases to an infant.

Montana
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DIRECTIONS FOR ORDERING, 2
RECEIVING AND DISTRIBUTING (‘
FOR MEDICALLY NECESSARY
FORMULAS

Montono@




Ordering

« Send email to BOTH state Nutritionists
o Participant number
o Type of formula

0 How much formula to order (Policy 8.8 for
guidance)

* Once ordered, 7-10 business days for
delivery
0 Rush shipping is available at discretion of the state

-
W
A A x
S Ml o oy e pogy, g,
[ | ;lv.{_, _:.;;—»..\.?f &) | -_'\" "“. ™ r \
I ¥V W~/ L4 W | AW |




Recelving

* Once received, email BOTH state
Nutritionists
o Type of formula
o How much was received

Montono@



Distributing

« Participant must sign for formula

* The signature is scanned into participant

folder
« State Ordered Medical Formula Recelpt

*  Write on the check the type of formula, how much
IS given and have the participant sign the check

9
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MEDICAID REFERRALS ‘
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Steps for Montana WIC/Medicaid

Medicaid is first payer
When a RX comes in, follow the flowsheet to see if this is
something Medicaid may cover.

If you believe this should go to Medicaid, complete the
referral form and submit the information.

While waiting for Medicaid approval or to apply for
Medicaid, request 1 month supply from the state office.

G




Montana WIC/Medicaid
MNutrition Referral Flowsheet

Montana Medicaid and Montana WIC are requesting this process when considering the issuance of formula, exempt formula and
medical foods. Have the participant sign a release so that WIC can share this information with Montana Medicaid. The officlal request
for Medical Mecessity must come from the Health Care Provider but this referral from WIC allows for complete processing once the
request is received from the Health Care Provider,

Is the participant receiving the product as a tube

feeding?

IT Mo,
Does the justifcationddiagnoss meet the Medicaid reguirementsy

If Yo,

Refer to the Health Care Prowvider for
prescription o take to the Medicaid
formula provider o complete medical
mecessily foim, Submit the
WICRdaedicad Referral Form. ™

Malabaarption, Nonfunctioning Gl Tract, Swallowing Impairment, Intestinal Obetruction, Maussatvomiting, Hyper-
metabclic, Aspiration, Mental Incapacity, Impaired Censcicusness and followed by an Registered Dietdian)

T —

i UnclaanMayihe
IF possibly EPSOT rmight approse undsr an axception, refer

If ¥YES,
Rafer b the Health Cane Provider for

1F WO,

RD detsrmines if L i
rescription to take to the Meadicaid formula bo the: Health Cane Provider for prescription to taks to the
;ﬁlﬁ;}ﬁfﬁ; |:|F|I1:|'.-i|:|E|rll:| complete medical necessity form. Medicaid formula grovider bo comiplete madical necassity

fiorm. =~ Medicad will send request o EFSOT." Submit tha
WICMladicaid Refesral Farm.”

1

and lssue Grdar Submit the WIC/Medicast Referral Form.®
if e oessany l

Requast 1 month supgdy if
appropnate justification amd
allowable formula for WIHE whila
wraiting for Medicaid approval or
1o appdy for Medicsed, if
applicable.

Requesi 1 month supphy if

I WWIC can't gt justiScation for WIS Requeast 1 month supply if
prowide refer back “;F;E.pﬂlrul"ﬁ UEMEH a::lpn:lwal 3 pmpnaterl;_m‘ﬁé:l:a:aal_ll:_n far '|."l.|1l.'|.:
1o heealth cara or 1o apply for Medicaid, if i b= wealtl _ spproval or
prowider andior bo applicabls o eppdy for Medicaid, if applicatle.

private imauranc:s

=

*Fax the complated WICHedicaid Mulrition Referral Form to Medicaid DME Officer at 408-444-1861. Scan a copy into the paricipant's chart
~EPSDT (Early Pariodic Screaening, Diagnostic and Treatment Services) for information hitp:Vmedicadprovider migowDd and Gensral Provider Manual p 3.1 or call 406-444-0350.




Montana WIC/Medicaid Nutrition Referral Form

Complete the following:

1. Client's name:

2. Guardian®s name {if applicable):

3. Name and address of the WIC clinic:

4. WIC phone number

5. Signature of WIC staff person: Date:

Check the applicable box:
U Client is not eligible for the Montana WIC Nutrition Program. Befer to Medicaid, il applicable.

L Client is eligible for the Montana WIC Mutrition Program bat the requested formula is not approved
for issuance through the Montana WIC program (complete this form and fax to Montana Medicaid,
ATTN: Medicaid DME Officer at 406-444-1861; send a copy of this form with the participant for
reference with pharmacy and PCP)
Mame of the requested formula i
*Instruct the client to go to their PCP and have them request the formula from Montana
Medicaid.

L Client is eligible for the Montana WIC Mutrition Program bat the medical formula and medical
condition may** qualify for coverage through Medicaid as first payer (tube feed or chromic/significant
medical condition which impairs nutrient absorption and is being followed by PCP, specialists and/or
R,
Mame of ihe formula (complete this form and fax to Montana Medicaid, ATTN: Medicaid DME
Officer at 406-444-1861 send a copy of this form with the participant for reference with
pharmacy and PCF)
Marme of formula requested )
*Instruct the client to go 1o their PCP and have them request the formula from Montana

Medicaid.

* Montana WIC may continue to cover WIC eligible formula until Medicaid coverage is assessed and
approved. Please have a release of information on file to communicate with PCP and Medicaid to
coordinate coverage of formula by the appropriate entity.

Montana




. REQUEST FOR SIMILAC FORMULA %
% FORM
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Participant Name:

Request for Similac Formula
Montana

Date of Birth: Today's Date:

A. Formula (Required)

Prescribed Amount;

o Maximum Allowable

OR per day

Formula (select one):

Reason for issuance: [Len gth of time formula is required:

O

O

O

Similac Sensitive
(Low lactose)

Similac Total Comfort
(Partially hydrolyzed whey
protein, low lactose)

Similac for Spit Up
(Rice starch added, low lactose)

Mo other formula may be
requested with this form.

o Malabsorption

o Diarrhea
o Vomiting
o Reflux

o Colic

o Other:

o Until first birthday (end of the month)

o Other date

Montana




| |
B. Supplemental Foods (for Infants & months and older)

Infants (6-12 months): Special Instructions,/Restrictions:

o Provide full food package
o Do not provide any foods at this time; issue formula only

o Provide a modified food package including the following foods:

o Infamt cereal
o Infant vegetables/fruit

Health care Provider Mame [Printed): [Signature): _Phone Number:
Submit to:
Local agency: Phone Number: Fax Mumber:

Montana




STEPS FOR APPROVAL FOR ( {
SIMILAC PRESCRIPTIONS

°@®
Montono@



« A CPA will ensure:

o0 The medical diagnosis or condition is appropriate for the
formula.

« CPA will document approval in participant folder

9
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FORMULAS AVAILABLE ON THE ¥
SIMILAC EORM

L
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Formula (select one):

0o Similac Sensitive
(Low lactose)

0 Similac Total Comfort
(Partially hydrolyzed whey
protein, low lactose)

0o Similac for Spit Up
(Rice starch added, low lactose)

No other formula may be
requested with this form.

Montono@
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DIRECTIONS FOR ORDERING, (‘
RECEIVING AND DISTRIBUTING
FOR SIMILAC PRESCRIPTIONS

s _~--
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 These are all formulas that should be
avallable in local stores

*  Print on checks
« Redeemed at stores

Montono@



Overview

Similac Request

*  Approved by CPA

These are 19 kcal/oz formulas

* Do not meet the definition of standard formula for USDA

They do not meet the exempt formula definition but they are
contracted and must be rebatable for WIC issuance.

«  This is why there is a RX but they do not count for food
package llI

«  They cannot be allowed past one year
They cannot sub more formula past 6 months in place of food

Medically Necessary WIC Approved Formula
Approved by CPA/RD

«  Specific requirements

Food Package lll is required

*  More formula can be issued in place of food

¢ They cannot be approved for longer than the prescriptionf\ot ~ ~t~
certification period. LI




Questions?

Montono@
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