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COMPASSION WORKS MEDICAL, LLC

REIMBURSEMENT COVERAGE FOR MEDICAL 

FOODS AND ENTERAL NUTRITION

ALL WE HAVE IS EACHOTHER!
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INTRODUCTION

Raenette Franco, Owner, CEO, CBCS

Medical Food Reimbursement and Health 

Insurance Consultant Founder of 

Compassion Works Medical, LLC a non-

profit organization and Hearts Enteral DME 

(sister company)
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MEDICAL FOOD INSURANCE COVERAGE 

CHALLENGES AND SUPPLIER COMPLEXITIES. 

1. The complexity of the health care system can overwhelm even the savviest patient 
and/or clinical professional.  There is no uniformed way for medical food 
coverage. That is why Compassion Works Medical and Hearts Enteral DME was created 
to hold hands with patients and alleviate the burdens through the difficult process of 
medical food insurance coverage as well as supply your dietary nutrition products 
through our new sister company Hearts Enteral DME.

2. The challenges of finding a reliable supplier (DME or Pharmacy) could also 
become stressful. Once you find out your insurance will cover your dietary nutrition 
products, the question is can you trust your DME or Pharmacy supplier to be devoted to 
servicing your products on a long-term basis, and without surprise bills?? 

3. Hearts Enteral DME was created as a sister company to Compassion Works 
Medical.  “we had no choice” with several overwhelming DME discrepancy requests, we 
felt it’s time to stop doing the work for (or behalf) of the DME companies and open our 
own by integrating our actual experiences and being a certified medical food billing and 
coding expert. (CBCS) – Let’s get these claims paid and keep servicing our 
patients! 

4. To learn more about our new sister company Hearts Enteral DME, please visit 
www.heartsenteral.com. 
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Topics for Insurance Coverage and 

Medical Foods Reimbursement

 Brief Insurance terminology

 How to find out if your health insurance covers medical food, formula, B12 

and where to look

 How to file an appeal

 Health Insurance Waiver What is it, and how does it work?

 Information about Medicaid and waivers – Other avenues for coverage if 

straight Medicaid won’t pay for medical food/formula/B12, etc.

 What to do if your supplier doesn't carry your formula or stopped supplying 

your formula

 Medical food exclusion removals from employers.

 How assigned case managers from your insurance carrier could help with 

complex coverage support

 How to submit reimbursement to your insurance carrier on your own
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INSURANCE TERMINOLOGY

Without knowing the proper insurance 

terminology, understanding your insurance 

coverage for Medical Foods/Enteral 

Formula can be confusing and frustrating. 

Let’s start with a brief overview of 

insurance terminology here…..
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Brief Insurance Terminology
Medical food and dietary supplements coverage is a complete foreign language to the health insurance 

industry. There are five common terminologies used to help understand and obtain the most accurate 

coverage details with your health plan’s benefit specialist.

, 

19

1. 

Service 

Codes

2. 

In-network 

and out-of-

network 

3. The 

difference 

between 

prior 

authorizati

on and 

predetermi

nation

4. 

Diagnosis 

driven 

plan

5. 

State 

mandate 

coverage 

Other 

words

(also known as HCPCS 

codes -Healthcare 

Common Procedure 

Coding System (HCPCS) 

used to describe medical 

foods, enteral formula, 

dietary supplements and 

vitamins (i.e., B4104, 

B4155, B4157, B4162, 

B9998, S9435, S9435, 

J3420). These codes could 

be administered orally, tube 

feeding or vitamin injection. 

Vitamin injections are 

usually done at the clinic 

(not at home) for potential 

coverage under medical 

benefits

Helps to 

determine the 

most affordable 

way to obtain 

your dietary 

needs. Also 

known as 

participating or 

non-

participating.

Prior 

authorization 

(also know as 

precertification) 

is required 

before coverage 

and 

predeterminatio

n is not 

required before 

coverage but 

helps avoid any 

future denials.

This is a plan that 

will only cover if the 

diagnosis code such 

as your medical 

condition(s) matches 

the description of 

service. Your 

diagnosis codes 

starts with a letter 

(i.e., ICD-10: E71.1). 

If it matches, then 

you are covered. 

Diagnosis driven 

plans are easily 

mistaken as not 

covered, so if your 

benefit specialist 

mentions that it’s 

not covered ASK if 

your plan is diagnosis 

driven.

This 

terminology is 

used when 

your health 

plan overrides 

any exclusions 

based on your 

state mandate.

Out-of-pocket 

max, 

deductibles, 

fully insured, 

self-funded, 

gap exception.



How to find out if your health insurance covers 

medical food, formula, B12 and where to look?

For Employers' plans (Commercial Plans)

 Read through your Benefits Plan Booklet or the Evidence of 
Coverage policy under “exclusions” and search for words such as 
medical food, formula, enteral, orally, supplements to determine if 
it’s not covered. If there is no exclusion, it’s usually a good sign. 

Look out!

What's covered under the exclusion section:

 Look out for words that could be contradicting such as “may”, 
“unless”, “except” when reading through exclusions as you may 
overlook. These little words help with coverage under the 
exclusions section and could easily be missed.

 To find a policy for medical foods, nutrition, medical formula, go 
to the policy section on your plans website or search through the 
search engine. 
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Also, where to look………..

For Medicaid State plans

 Go to your state Medicaid website and find your 
DME benefits under provider resources (ex. Type in 
your search engine ((ex) NJ Medicaid DME provider 
manual)

 Once you have found the provider DME manual, 
search for words, Oral, Enteral, medical foods, 
Nutritional Products, Equipment and Supplies. It will 
bring you to the coverage area. 

 You could also narrow it down by searching for the 
non-covered services first.
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How to file an appeal – Submit a written 

request?

 There are typically two levels of appeal: independent external review (first level 
appeals) and the external review administered - Plan Administrator (second level 
appeals). 

 FIRST: Write a detailed appeal reconsideration letter describing the reasons why you 
were denied and why you believe the insurance company should reconsider based on 
medical necessity. Submit along the following documents: a letter of medical 
necessity, the denial letter from your insurance provider, state mandates (if 
any) and additional medical records that may provide extra support, 

 In the letter include:

 Member name and ID number

 Provider name

 Date(s) of service

 HCPCS codes for medical and NDC codes for pharmacy (ask your provider for these 
codes)

 A copy of the original Explanation of Benefits, voucher or bill

 Medical records (e.g., letter of medical necessity, Rx)

 In the event you are unable to put the request in writing, a Member Services 
representative can assist you. Or ask your provider if they can submit this information for 
you.

 Follow the 3-step process on the next slide………………….
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How to file an appeal – 3-step process.
 Step 1: Contact Member Services: Call the Member Services phone number on your member ID 

card. If your concern is not resolved through a discussion with your insurance provider representative, you may 

submit a written appeal.

 Step 2: Submit A Written Appeal (See previous slide): Insurance providers must receive 

your written appeal within 180 days of the date of notification of the denial of benefits or services. 

 Submit the letter addressed to the Member Services along with supported documentation (or the contact 

address info listed on your denial letter). Send the letter to the address that appears on your Member ID card. If 

you need help in finding the address, call Member Services. There may be a fax number you could submit your 

request for faster processing. 

**You may have an appeal form to file depending on your insurance provider that is available on your insurance 

providers website.

 Step 3: Appeal DENIAL – What to do next……

After you have submitted your first appeal, a decision is made within 60 calendar 

days. 

 If your first appeal is denied, you have the right  to file a second and final appeal. Follow the 

instructions from your insurance providers denial letter.     

 If you choose to file a second level appeal, you must file your second appeal within180 days from the day you 

are notified that your first appeal was denied.  

 If your second and final appeal is denied many members have a right to an independent external review of any 

final appeal or grievance decision. 

 If you are still having problems – DON’T GIVE UP, contact your state Department of Insurance commissioner if 

you feel your insurer is not cooperating with the appeals process (https://content.naic.org/state-insurance-

departments) . Or contact the Consumer Assistance Program at 

https://www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants. 

 If your health insurance is through your work, reach out to your HR representative and let them know what’s 

going on. Your employer hired this insurer to provide this service and should be able to help move things along.
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Health Insurance Waiver

What is it, and how does it work?

For Commercial plans 
A health insurance waiver is a document that when signed provides the 

option to opt out of a health insurance plan offered to you by making a 

formal request. This could apply to health insurance group plan that you 

are being offered as part of a program, your employer, school or other 

organization.

**Health insurance waivers are not available in all circumstances and may have 

specific requirements to qualify. 

 Waiving Medical Coverage: Is It a Good Idea?

There are many reasons you may decide that you want to waive your 

health insurance coverage, but before you do, it is always a good idea to 

look into the advantages of dual coverage or coordination of benefits 

(i.e., more than one health plan). Sometimes it is more beneficial to 

take advantage of multiple plans if you have a lot of medical costs or 

specific needs. Always explore all your options.
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What is a Medicaid Program Waiver?

Under a Medicaid Waiver, a state can waive certain Medicaid eligibility 
requirements, covering care for people who might not otherwise be 
eligible for Medicaid.

1. Freedom of choice: Section 1915(b) waivers (for MCO plans). The Medicaid statute generally 
guarantees beneficiaries freedom of choice of providers, but Section 1915(b) waivers permit states to 
implement service delivery models (e.g., those involving managed care plans (MCO)) that 
restrict choice of providers or enhance benefits. States can also use Section 1915(b) to waive 
state wideness requirements (e.g., to provide managed care in a limited geographic area) and 
comparability requirements (e.g., to provide enhanced benefits to managed care enrollees). 

2. Home and community-based services (HCBS): Section 1915(c) waivers.  Section 1915(c) 
waivers authorize states to provide HCBS as an alternative to institutional care in nursing homes, 
intermediate care facilities for individuals with intellectual disabilities, and hospitals (e.g., Facilities or 
at home care) Under HCBS waivers, states can provide targeted sets of services to specific 
populations including, for example, people with physical or developmental disabilities, and individuals with 
specific conditions. 

3. Section 1115 research and demonstration waivers -demonstrations and waiver authorities in 
section 1915 of the Social Security Act are vehicles states can use to test new or existing ways to 
deliver and pay for health care services in Medicaid and the Children’s Health Insurance Program 
(CHIP). Although the specifics of each initiative vary, states have used Medicaid funds under Section 1115 
authority to purchase premiums for exchange coverage, achieve savings through enrollment and 
eligibility restrictions or premium and cost sharing increases, expand the use of managed care, 
and restructure service delivery and payment systems. https://www.kff.org/medicaid/issue-
brief/medicaid-waiver-tracker-approved-and-pending-section-1115-waivers-by-state/#Table3

 You can also contact your state Medicaid office to determine which services are covered. For 
more information go to https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-
Native/AIAN/LTSS-TA-Center/info/state-medicaid-policies

Generally, Medicaid waivers are for people with disabilities and chronic health conditions.  To apply for a medical waiver,  a person can 
check their eligibility online or by contacting Medicaid. They can learn about eligibility requirements and how to apply in their state. Many 
states allow people to apply online. People who do not qualify for a Medicaid waiver program may still be eligible for help from resources 
such as the SSI.
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What to do if your DME supplier doesn't carry or stopped carrying 

your Medical food, Formula, B12 products?

 It could be frustrating when your supplier doesn't supply your nutritional products 

or dropped you, but don’t give up!  Try the below steps:

1. Contact the manufacture company that supplies your formula and/or supplements and 

ask for “supplier assistance”. They will search for a DME supplier on your behalf. 

2. Go to your insurance carrier's website and search for a in-network provider – search 

for DME providers. Exclude the DME’s that don’t supply medical foods/formula/supplements. 

This will help narrow your search. Contact the DME company and ask if they carry your 

nutritional products and go from there.

3. Ask for a recommended DME supplier through social media such as Facebook, 

Instagram, non-profit organizations, etc.

4. Find an out-of-network provider and ask if they could provide a gap exception (in-

network waivers) from your insurance carrier and supply your nutritional products.

5. Skipping the DME supplier: If you decide to skip the DME supplier and order directly 

from the manufacture, submit your own claim - submit your out-of-pocket payment to your 

insurance carrier for reimbursement.  Ask the manufacture if the have any discounted prices 

for out-of-pocket payments. – It may be more affordable!?

6. Contact your insurance carrier and try to work with your pharmacy benefits 

instead of your medical benefits (DME) to help obtain coverage and supplies through 

your local pharmacy or mail order. Explain to member services that you are having trouble 

finding a supplier for your medical food and the importance it is to your health - for further 

assistance. 14



Medical food exclusion removals from 

employers

For Commercial plans

Typically, exclusions come from your employer’s health plan contract.  This is 
your health plan that was chosen by your employer.

 To help remove an exclusion, you will need to present a letter of medical 
necessity (LOMN) and a written request letter for medical food 
exclusion removal and submit to your Human Resource Department for 
assistance. They will reach out to their insurance adjuster to determine 
the capabilities to help remove the exclusion.

** If you need a medical food exclusion template letter, please go to our 
website at www.compassionworksmrs.com and download a copy.  Your 
physician will need to complete the letter. 

 Some employers that have over 150 people may not be able to make 
changes as they would need to make changes for all employees. If this is 
the case or you cannot remove the exclusion, try opting out and 
searching for a health plan on your own. Or you could be added to 
someone else’s health plan. See slide 12 for further instructions. 
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How assigned RN case managers from your insurance 

carrier could help with complex coverage support?

What is a RN Case Manager? RN Case Managers serve as a liaison between 
patients and their insurance providers to promote quality, cost-effective care with 
the best patient outcomes.

 Do you currently have an assigned RN Case Manager through your health plan? 
If not, contact member services and request an assigned nurse case manager. 

 If you have trouble with medical food coverage, your case manager will work 
extra hard by collaborating with the health plan team, doctors, and medical 
professionals to help give their patients comprehensive care.  

** I have personally witnessed complex cases triumph based on the RN 
Case Managers hard work. 

 If you do have a RN Case Manager and haven’t worked with him/or her yet 
with your complex case, I highly advise that you work with your case manager 
before trying to figure things out on your own.

 If you have worked with your case manager and were unsuccessful with your 
complex case(s), perhaps you should request another case manager.
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How to submit reimbursement to your 

insurance carrier on your own.
 You’ll need to fill out a claim form and mail or fax it to your insurance carrier. Then the 

insurance carrier can figure out what your plan covers and how much. The insurance 
carrier will reimburse you for charges your plan should pay.

STEPS:

 FIRST: Prepare a cover letter describing the nutritional product purchased, what it’s for, and medical 
necessity.  Add the DOS, charged amount(s) for each product, HCPCS code(s) and ICD10 code. **very 
helpful **

** If you need a cover letter template, please visit our website at www.compassionworksmrs.com and 
download a copy. 

 Go to your insurance carrier's website and find members reimbursement claim form (usually under 
“Forms”). If you cannot find the form, contact member services for further assistance. The form typically comes with 
instructions. 

 Gather information: 

1. Proof of payment such as receipts, itemized bill(s),

2. Date for each service rendered (DOS), 

3. Valid procedure code (HCPCS) (description of services rendered, ex. S9435 medical foods for inborn error of 
metabolism diseases) for each charge, 

4. Charge amount for each product rendered, 

5. Valid diagnosis code (description for services rendered, ex. ICD10: E72.11-HCU). 

 Submit the claims cover letter, member claim form and required information to your insurance carrier for 
reimbursement via mail, fax or online.

 Time Frame - Claims must be paid within 30 days (a claim that isn't missing information or documentation that 
prevents the health plan from paying on time).  All claims must be paid or denied within 60 days.

17

http://www.compassionworksmrs.com/


Rule No. 1: ALWAYS Never 

take NO for an answer!

 This presentation is based on actual experiences. I 
believe there are no true experts with all the 
answers.

We are the champions! Never give up. 

 (1) BE  PERSISTENT. 

 (2) BEING AS SPECIFIC as possible about why, 
what, how, including as much evidence as you can, 

 (3) COMMUNICATE upwards, downwards and 
sidewards.

ALL WE HAVE IS EACHOTHER! We cannot rely on 
our broken healthcare system. 

18



Any Questions?
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YOUR RESCUE FOR COVERAGE! 

AND DME SUPPORT

 Compassion Works Medical (CWM) mission is to provide true Medical 
Food/Nutrition Coverage and Reimbursement support to people with all
types of rare genetic diseases.  

Over 11 years of successful reputation and growing stronger!!

 For supplier assistance questions, contact CWM’s sister company Hearts 
Enteral DME – www.heartsenteral.com.

 Our way of working is unique and not mechanical or “too” corporate. We 
are natural and ourselves kind of professionals. We work on a personal 
level with all our clients.

 We are the first responders for coverage support!

 You are not alone. We are here to hold your hand all the way through 
the difficult tasks of medical food coverage!
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QUESTIONS AND SUPPORT

 How to get help….

 Contact Raenette Franco at 

Compassion*Works Medical, LLC at 

(973) 832-4736, Fax (973) 387-1223 or 

email: raenettef@compassionworksmrs.com

We want to help you get there!
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Our Motto:  “There is no better exercise for your 

heart than reaching down and helping to lift 

someone up” 
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