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TITLE XIX (mEDICAID) REIMBURSABLE services provided by dcyf (division FOR childREN, youth and families) 

The purpose of this billing manual is to describe those services provided to a target population identified by the Division for Children, Youth and Families (DCYF) which are reimbursable under the New Hampshire (NH) Title XIX program, and to outline the criteria and procedures for obtaining reimbursement for those services. 

The following service descriptions and reimbursement procedures were established to allow families and foster families of the target population to receive necessary services within the least restrictive environment.  These procedures are not intended to impose upon families, and/or the foster families, the responsibility to provide any services which they are not otherwise legally responsible to provide under RSA 186-C or other law. 

DEFINITIONS

Agency:  the board of directors, executive director, and employees of an organization that is incorporated and recognized by the NH Secretary of State.

Case Plan:  the DCYF written document, pursuant to RSA 170-G:4 III, which describes the service plan for the child and family, and addresses outcomes, tasks, responsible parties, and timeframes for correcting problems that led to abuse, neglect, delinquency, or other dysfunctional child and family situations. 

Child:  an individual from birth through age 20, except as stated otherwise in a specific provision. 

Child Protective Service Worker (CPSW):  a DCYF employee who manages child protection cases. 

Community-based Services:  legal, medical, social, and behavioral health services certified by DCYF pursuant to RSA 170-G:4 XVIII.

Court-ordered:  a written decree that is issued by a district, family, superior, probate, or supreme court.

DHHS:  Department of Health and Human Services.

Indicator:  a measure, for which data is available, that helps quantify the achievement of a desired result or outcome.

In-home Services:  child health support, crisis intervention, home-based therapy, intensive home and community services, and outreach and tracking services. 

Juvenile Probation and Parole Officer (JPPO):  a DCYF employee who manages juvenile services cases.

Licensed Practitioner:  a physician, physician assistant, advanced registered nurse practitioner, registered nurse, practical nurse, psychologist, pastoral psychotherapist, independent clinical social worker, clinical mental health counselor, or marriage and family therapist.

Non Court-ordered:   a voluntary agreement between DCYF and a family.

Outcome:  a condition of well-being for children, families, or communities.

Per Diem Rate:  The daily amount DCYF pays for each NH Title XIX program eligible child to an agency under contract with DCYF.

Prescribing Practitioner:  a psychologist or associate psychologist licensed by the NH Board of Mental Health Practice, a licensed physician, Physician Assistant, Advanced Registered Nurse Practitioner, or other practitioner described in 42 CRF 440.130(d).

Progress Report:  the DCYF written document, submitted on a monthly basis to DCYF by the provider, which includes a summary of contacts and improvement or lack of improvement that is being made toward treatment goals.

Provider:  the individual or agency that serves a child or family and receives financial reimbursement from DHHS.

Quality Assurance:  the process that DCYF uses to monitor the quality and effectiveness of community-based services. 

Therapeutic Foster Care:  a family-based treatment program provided by agencies under contract with DCYF in which foster parents provide intensive care to a child and implement a structured treatment plan.

Title XIX Program:  The joint federal-state program described in Title XIX of the Social Security Act and administered in New Hampshire by the Department of Health and Human Services under programs entitled Medicaid and Healthy Kids-Gold.

Treatment Plan:  the written, time-limited, goal-oriented plan for the child and family developed by the provider and DCYF, which is in agreement with the case plan.

General seq number \hRECIPIENT ELIGIBILITY

To be eligible for reimbursement by the NH Title XIX program for Medicaid eligible, DCYF covered services, an individual must:

A. Be eligible for the NH Title XIX program; 

B. Be less than 21 years of age;

C. Be identified by the facility’s prescribing practitioner as having a medical need for the services provided as per the specific procedures outlined in this section; and

D. Have Prior Authorization for the services provided, obtained by the service provider through DCYF, as per the procedures outlined in this section.

General PROVIDER PARTICIPATION

To participate in the NH Title XIX program, all providers billing for DCYF Community Based and Placement Services must:

A. be enrolled in the NH Title XIX program; 

B. be licensed in the state in which they practice, when required, for the service(s) being provided, as outlined in this section;

C. be certified by DCYF*;

D. obtain Prior Authorization, from DCYF, specific to the service(s) being provided;

E. meet the provider qualifications for the specific service(s) being provided, as outlined in this section; and

F.
adhere to billing guidelines detailed in this provider manual. 

*
To obtain certification, contact the DHHS District Office assigned within the location in which the services will be provided.  Upon receipt of documentation that certification requirements outlined in this section have been met, the Service Utilization Program Specialist will forward a certification letter which, in conjunction with the Prior Authorization (PA) form, will allow the provision of services for the time specified on the PA.  Re-certification occurs after three years, at which time a re-certification package will be mailed to the provider by DCYF.  Prior Authorization forms will also have an expiration date, and will need to be renewed according to that date.

COVERED DCYF SERVICES

	Procedure Code
	Type Of Service
	Service Description
	Unit of Service
	Prior Authorization Needed

	X9787
	9
	INDIVIDUALLY DESIGNED THERAPEUTIC SERVICES
	Per Day
	Yes

	X9790
	9
	THERAPEUTIC DAY TREATMENT ISO - IN HOME
	Per Day
	Yes

	X9783
	9
	HOME BASED SERVICES
	Per Day
	Yes

	X9784
	9
	THERAPY AND COUNSELING
	Per Hour
	Yes

	X9785
	9
	ONE ON ONE AID - OUT OF HOME
	Per Day
	Yes

	X9786
	9
	CHILD HEALTH SUPPORT SERVICE
	15 Min.
	Yes

	X9788
	9
	FOSTER CARE HEALTH SUPPORT
	1 Service Per Month
	Yes

	X9782
	9
	THERAPEUTIC FOSTER CARE
	Per Day
	Yes

	X9789
	9
	ISO, OUT OF HOME, CHILD SPECIFIC
	Per Day
	Yes

	X9791
	9
	ISO, OUT OF HOME, AGENCY SPECIFIC
	Per Day
	Yes


NOTE:   An audit will post on a claim when Therapeutic Foster Care Services (Procedure Codes X9782-9, X9789-9, and X9791-9) are billed for more than one day overlap based on dates of service.   The second service billed will always be denied.  Claims that hit this audit will deny with the following EOB message:

“Therapeutic Foster Care, ISO-Out of Home Child Specific, and ISO - Out of Home Agency Specific not covered with more than one day overlap.”

NON-COVERED DCYF SERVICES

The following DCYF services and activities are not covered under the NH Title XIX program:

A.  Programs, services or components of services provided to NH Title XIX program recipients which are academic in nature, e.g., traditional subjects such as:

1. Science;

2. History;

3. English literature;

4. Foreign languages; and

5. Mathematics.

B.  Programs, services, or components of services provided to NH Title XIX program recipients which are designed to provide a vocational program, e.g., those designed to prepare individuals for paid or unpaid employment;

C.  Vocational equipment and uniforms;

D.  Services which have not been prior authorized;

E.  Training hours, unloaded travel time, and mileage; and

F.  Claims for NH Title XIX program covered services which have not been submitted within one year from the earliest date of service on the claim.

PRIOR AUTHORIZATION

Prior Authorization (PA) must be obtained from the responsible DCYF Child Protection Social Worker (CPSW) or Juvenile Probation and Parole Officer (JPPO) and, when required by policy, also approved by the CPSW or JPPO supervisor for all DCYF-related services.  The PA is for the specific service requested and must be obtained before the delivery of the service.  PA’s are entered into the NH Title XIX program claims processing system by a DCYF Case Technician.

PRIOR AUTHORIZATION PROCESS:

For routine PA’s:

A. The responsible DCYF CPSW or JPPO will determine the effective start/stop dates and number of units for the requested service and, when required by policy, obtain supervisory approval signature on a Prior Authorization/Service Authorization request form.

B. The responsible DCYF CPSW or JPPO will forward the completed Prior Authorization/Service Authorization request form to the responsible DCYF Case Technician.

C. The DCYF Case Technician will enter the PA into the NH Title XIX program claims processing system using the appropriate procedure code specific to the service being provided.

D. The NH Title XIX program claims processing system will generate an authorization letter, which is then mailed to the provider within 24 hours by the fiscal agent.

For Child Specific Services (X9785:  One on One Aid-Out of Home; X9789:  ISO, Out of Home, Child Specific Rate; and X9790-9:  Therapeutic Day Treatment ISO-In Home):

A.
The responsible DCYF CPSW or JPPO will request prior authorization by submitting a treatment plan and fiscal budget to the DCYF Clinical Coordinator.  

B.
The DCYF Clinical Coordinator will approve the service and the effective start/stop dates for the prior authorization.  The approved treatment plan and budget will be forwarded to the DCYF Service Utilization Program Specialist who will assign the appropriate procedure code, ensure county agreement for payment and determine the number of units and the number of dollars per unit for the requested service.

C.
The DCYF Service Utilization Program Specialist will forward the PA to the Provider Services Supervisor for entry into the NH Title XIX program claims processing system.

D.
The NH Title XIX program claims processing system will generate an authorization letter, which will be mailed to the provider within 24 hours by the fiscal agent.

PRIOR AUTHORIZATION EXAMPLE
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Procedure specific guidelines

The following pages are intended as a guideline for the specific and unique procedures being provided by enrolled NH Title XIX program providers to this DCYF-identified target population. These guidelines are in accordance with New Hampshire Administrative Rule, He-C 6352.

Intensive home and community services

Intensive Home and Community Based Services are in-depth, short-term, outcome-oriented, individually designed therapeutic services which enable a child who is experiencing severe dysfunction to reside in the least restrictive, community-based setting.  DCYF will authorize payment for intensive home and community services pursuant to a court order or a non court-ordered agreement between DCYF and the family.  Each child receives an individually designed program, based on a clinical assessment, consisting of individual, group, and/or family system therapy and counseling.

Intensive Home and Community Services are billed under codes: X9787 - Individually Designed Therapeutic Services, and X9790 - Therapeutic Day Treatment ISO, In Home. 

TARGET POPULATION  

Intensive Home and Community Services are provided for children and adolescents who are:

1) Between the ages of 10 through 20;

2) Experiencing major dysfunction in one or more of the following domains:

a. Developmental,

b. Psychological,

c. Social,

d. Family,

e. Cognitive, and/or 

f. Educational; and

g. At imminent risk for out-of-home placement or actively engaged in reuniting with family and community.

PROVIDER QUALIFICATIONS  

A provider for Intensive Home and Community Services must:

1) Be an agency, not an individual;

2) Employ a prescribing practitioner who certifies that Intensive Home and Community Services are medically necessary when those services are prescribed in the family treatment plan for children who are both NH Title XIX program eligible and under the age of 21 years;

3) Employ the following staff:

a. A psychiatrist who is board certified by the American Board of Psychiatry and Neurology and is currently licensed by the NH Board of Registration of Medicine;

b. A psychologist who is licensed by the NH Board of Mental Health Practice;

c. A physician who is licensed by the NH Board of Medicine;

d. A social worker who holds a master’s degree from a school of social work accredited by the Council on Social Work Education and licensed by the NH Board of Mental Health Practice;

e. A mental health counselor with a master’s degree who is licensed by the NH Board of Mental Health Practice;

f. A substance abuse counselor who is licensed by the NH Board of Licensing for alcohol and other drug professionals;

g. A registered nurse who is licensed by the NH State Board of Nursing;

h. A practical nurse who is licensed by the NH State Board of Nursing;

i. A psychiatric nurse who is licensed by the NH State Board of Nursing; or

j. Other staff who have the education, training or experience which qualifies them to perform specified behavioral health functions, under the supervision of a licensed, certified or registered health professional;

4) Review each child and family referral, including pertinent documentation and previous evaluations, to determine appropriateness for treatment;

5) Conduct a clinical assessment, within seven (7) working days of referral, which includes an individual and family needs assessment and a mental status exam for each child, as appropriate to the program offering, unless current assessments or mental status exams have been completed within the past year;

6) Provide each family with a written description of program services;

7) Develop and implement an individually designed treatment plan, within 30 days of referral, in consultation with the CPSW or JPPO and the child and parents.  This treatment plan must include the following components:

a. A statement of the needs of the child and parents as identified by the provider and as stated in the case plan;

b. The treatment modalities, frequency, duration, tasks and other actions to be taken by the therapist to meet the needs of the child and parents;

c. The tasks and other actions to be taken by the parents to meet the needs of the children and parents;

d. The goals, objectives, measurable child and family outcomes, and time frames for completion;

e. The anticipated date of termination; and

f. The date and signatures of the therapist, clinical supervisor, family members and CPSW or JPPO;

8) Maintain the average number of hours of face-to-face contact with family members as specified in the case plan and determined by the service tasks, the needs of the family, and the recommendations by the CPSW or JPPO, the licensed practitioner for NH Title XIX program eligible children;

9) Review the treatment plan with the child, family, and CPSW or JPPO every 30 days and provide monthly progress reports to the CPSW or JPPO which include:

a. A summary of the progress or lack of progress in meeting the treatment plan including the tasks accomplished, timeframes, and measurable child and family outcomes achieved;

b. A description of the areas where additional improvement by parents is essential to address the needs of the child as identified by the provider and the case plan;

c. Any new information about the family that impacts the case plan;

d. Recommended changes in the treatment plan including the needs and reason for changes in goals, objectives, measurable child and family outcomes, timeframes, and anticipated date of discharge; and

e. The date and signatures of the provider and clinical supervisor;

10) Provide 24 hour emergency coverage, 7 days per week for the child and family;

11) Maintain a record for each child and family, which includes:

a. The child and family names, NH Title XIX program identification numbers, addresses, and birth dates;

b. The child’s medical, social, developmental, educational, and family history;

c. The child’s diagnosis and the name of attending physician, psychiatrist, or psychologist;

d. DCYF case plan;

e. Child’s individual education plan, if applicable;

f. A description of any tests ordered and their results;

g. A description of treatment including measurable goals and time frames;

h. A list of any medications prescribed;

i. Plan for coordinating services with other providers;

j. Daily progress notes indicating the services provided to the child;

k. Monthly progress summary which identifies the services provided and progress toward achievement of treatment goals; and

l. Discharge plan or summary that identifies the after care plan and summarizes the case in relationship to the treatment and plan of care.

12) Discharge the child and family from the program when any of the following conditions exist, and after consultation with the child, family, and CPSW or JPPO:

a. The child and family achieve 60 -100% of treatment goals;

b. The child’s behavior while in the program requires removal and referral to more intensive residential treatment;

c. The child and family are unable to utilize treatment and are referred to other services;

d. The child and family fail to adhere to conditions of participation; or

13) Submit a termination report, within 5 days of case closure, which includes:

a. A summary of contacts including dates, duration, and locations;

b. A summary of the progress or lack of progress in meeting the treatment plan including the tasks accomplished, timeframes, and measurable child and family outcomes achieved;

c. Any new information about the family that affects the case plan;

d. The resources available to manage future family problems;

e. Recommendations for on-going services, including a description of the areas where additional improvement by parents is essential to address the needs of the child, as specified in the provider’s treatment report and the case plan; and

f. The date and signatures of the therapist and clinical supervisor.

14) Ensure that clinical records are available for inspection and review by DCYF staff during any on-site quality assurance visit, pursuant to NH Administrative Rule, NH Administrative Rule, He-C 6352.05.

15) Provide programs after the close of the traditional school day, weekends, summer months, and vacations.

16) Provide weekly clinical supervision to staff which includes a review of the treatment plan for each family.

17) Provide monthly peer review and case consultation.

18) Complete annual staff evaluations. 

19) Provide 20 hours per year of mandatory in-service training for staff on such topics as:

a. Child abuse and neglect;

b. Family systems theory;

c. Developmental disabilities;

d. Sexual abuse;

e. Alcohol and drug abuse;

f. Eating disorders; and

g. Behavioral medicine; and

20) Maintain documentation of training which includes:

a. The dates of training;

b. The titles of training topics;

c. The number of hours per training; and

d. Certificates of training signed by the trainer, which are available at the time of on-site quality assurance monitoring, pursuant to NH Administrative Rule, 

He-C 6352.05.

SERVICE PROVISION GUIDELINES
Intensive Home and Community Services Include:

Intensive Home and Community Services are services ordered by the court or approved by the CPSW or JPPO based on a non-court agreement between the agency and the family.  The CPSW or JPPO must document in the “Case Plan” the need for service.

A) Intensive Home and Community Services must not be substituted for special education or other federally required educational services.

B) Multiple, specialized wrap-around services, to meet the unique needs of the child in his community, include any combination of the following:

1. Diagnostic evaluation;

2. Crisis intervention and stabilization;

3. Psychotherapies including individual, group, and family counseling which may occur in an out-patient or in-home setting;

4. Vocational assessment and planning or job training;

5. Health education including substance abuse prevention, AIDS prevention, nutrition counseling and physical fitness;

6. Parent education, parent skills training, and parent support groups; and

7. Therapeutic recreation, such as adventure-based and experiential activities.

C) Interagency referral, coordination, and collaboration between DCYF, education, behavioral health, developmental disabilities, medical, and any other involved discipline must be a component of the home service.

Service Limitation:

Intensive Home and Community Services must be limited to 6 months or 180 continuous calendar days per year.  A DCYF District Office Supervisor may waive the limitation to allow for an additional 30 days when the following conditions are met:

A. The family’s problems are not resolved and the child remains at risk for out of home placement; and 

B. The provider, who has discussed a continuation of services with family members submits a written request for an extension, with a copy to the County Human Services Administrator which specifies:

1. The goals and objectives;

2. A description of services to be provided;

3. The anticipated child and family outcomes; and

4. The responsibilities and tasks for each individual with time frames for completion, which is documented by the CPSW or JPPO in the case plan.

Families who receive Intensive Home and Community Services must not be authorized for another in-home service (Child Health Support, Home-Based Therapy, or Crisis Intervention) at the same time.  The service limitation may be waived by the DCYF District Office Supervisor to authorize two (2) in-home services at the same time when the following conditions are met:

1) The family’s problems have not been resolved and the child remains at risk for out-of-home placement;

2) The family has made progress on the established goals, but an alternative therapeutic approach is necessary to meet the conditions listed in the case plan; and

3) The CPSW or JPPO documents in the case plan the reasons for the second service, the goals and anticipated child and family.

HOME-BASED THERAPY SERVICES

Home Based Therapy Services are intensive, short-term, therapeutic interventions provided in the home setting to families to strengthen the family and prevent placement of the children  Home-base therapy services are authorized by DCYF pursuant to a court order or a non court-ordered agreement between DCYF and family.   
Home Based Therapy Services are billed under code:  X9783 - Home Based Services.

TARGET POPULATION   

Home-Based Therapy Services are provided for families who are at risk of having a child removed from the home due to maltreatment, out of control behaviors such as school truancy, running away, or delinquency, including but not limited to:

1)
Families unable to deal with their child-rearing responsibilities because of a family member’s physical or mental illness, disability, convalescence, alcohol or other drug abuse, or pregnancy;

2)
Families under stress with the care of a parent, child or another member of the family such as asking for a grandparent who is chronically ill, convalescing, permanently disabled, or when a parent has a prolonged grief reaction due to the death of a child or spouse;

3)
Families headed by grandparents or another relative; and

4)
Families for whom an alternative plan such as placement of the child has occurred and the parents need assistance preparing for the return of the child so the child may return to a safe environment.

PROVIDER QUALIFICATIONS  

A provider for home-based therapy services must:

1) Be an agency, not an individual;

2) Have a licensed practitioner who certifies that Home-Based Therapy Services are medically necessary when prescribed in the family treatment plan for children who are NH Title XIX program eligible and under the age of 21 years;

3) Employ therapists who:

a. Possess a master’s or bachelor’s degree from a college or university with a major study in social work, counseling, psychology, or a related field with a minimum of 2 years direct experience in working with families and children;

b. Maintain a one to 6 average therapist to family caseload, with a maximum therapist to family caseload not exceeding one to 7;

c. Initiate contact with the referred family within 48 hours of referral, excluding weekends and holidays;

d. Hold a face-to-face meeting, within 5 working days of referral that includes the parents, children, and other family members as necessary to meet the conditions of the case plan, and invite the CPSW or JPPO who refers the family;

e. Provide each family with a written description of program services;

f. Develop an immediate therapeutic plan that includes strategies for maintaining family member’s safety;

g. Maintain an average of 3.5 hours of face-to-face visits with each family each week;

h. Encourage the involvement of all individuals who are connected with the family, including but not limited to counselors, child care providers, clergy, relatives, and school personnel;

i. Submit a written treatment plan to the CPSW or JPPO, within 15 days of initial contact, and after consultation with the parents, children, and CPSW or JPPO, which must include:

1. A statement of the needs of the children and parents as identified by the provider and by DCYF as recorded in the case plan;

2. The treatment modalities, frequency, duration, tasks and other actions to be taken by the provider to meet the needs of the children and parents;

3. The tasks and other actions to be taken by the parents to meet the needs of the children and parents;

4. The goals, objectives, measurable child and family outcomes, and time frames to be achieved by the children and parents;

5. The anticipated date of termination; and

6. The date and signatures of the therapist, clinical supervisor, family members, and CPSW or JPPO;

j. Participate with the family and CPSW or JPPO in updating the case plan;

k. Coordinate other community services;

l. Document each family visit including:

1. The type of service;

2. The date of service;

3. The name of the staff person providing service;

4. A brief summary of the session;

5. The length of service; and

6. The provider’s signature;

m. Provide 24 hour emergency coverage, 7 days per week;

n. Submit a progress report on a monthly basis to the CPSW or JPPO, completed in consultation with the parents, the children, and the CPSW or JPPO, which includes:

1. A summary of the progress or lack of progress in meeting the treatment plan including the tasks accomplished, timeframes, and measurable child and family outcomes achieved;

2. A description of the areas where additional improvement by parents is essential to address the needs of children as identified by the provider and the case plan;

3. Any new information about the family that impacts the case plan;

4. Recommended changes in the treatment plan including the needs and reasons for changes in goals, objectives, measurable child and family outcomes, time frames, and anticipated date of discharge; and

5. The date and signatures of the therapist and clinical supervisor;

o. Discuss termination of services with the family and the CPSW or JPPO and submit a termination report, within 10 business days of case closure, which includes:

1. A summary of contacts including dates, duration, and locations;

2. A summary of the progress or lack of progress in meeting the treatment plan including the tasks accomplished, timeframes, and measurable child/family outcomes achieved;

3. Any new information about the family that impacts the case plan;

4. The resources available to manage future family problems;

5. Recommendations for on-going services, if necessary, including a description of the areas where additional improvement by parents is essential to address the needs of children, as specified in the provider’s treatment report and the case plan; and

6. The date and signatures of the therapist and clinical supervisor;

p. Participate in weekly supervision that includes a review of each family’s case; and

q. Complete a minimum of 24 hours of training per year which includes topics pertaining to family systems, alcohol and drug abuse, abuse and neglect, mental illness, safety planning, and child development;

r. Maintain on file documentation of training which includes:

1. The dates of training;

2. The titles of training topics;

3. The number of hours per training; and 

4. The certificates of training signed by the trainer, to be available at the time of on-site quality assurance monitoring as described in NH Administrative Rule, He-C 6352.05.

4) Have agency supervisors who possess a master’s degree in social work, psychology, counseling, or a related field with a minimum of one year supervisory experience;

5) Have a minimum of one full-time supervisor for every 6 therapists, who is available to therapists 24 hours per day, 7 days per week;

6) Identify and track a minimum of 2 child and family outcomes;

7) Identify and track indicators for each outcome; and

8) Provide a report at the time of re-certification to DCYF that summarizes aggregate statistical data regarding outcomes and indicators.

SERVICE PROVISION GUIDELINES

Home-based therapy services include:

1) Counseling;

2) Crisis intervention;

3) Supportive counseling with the family members and persons in their immediate support system with the objective of developing or maintaining family growth and supports necessary for independent family functioning;

4) Parenting skills;

5) Intensive supervision and monitoring;

6) Coordination with the involved providers including placement facilities; and

7) Referrals to community services and support;

Service Limitation:  

Services are limited to a period of time not to exceed 90 days per year from the date of first service per family.  The DCYF District Office Supervisor may waive the 90 day limitation for an additional 30 days per year from the date of first service per family when the following conditions are met:

1) The family’s problems are not resolved and the child remains at risk for out of home placement; and

2) The provider, who has discussed continued services with family members submits a written treatment plan, with a copy to the county human services administrator and specifies:

a. The goals and objectives for the continued period of service;

b. A description of services to be provided;

c. The anticipated child and family outcomes; and

d. The responsibilities and tasks for each individual with timeframes for completion.

Families who receive Home-Based Therapy Services must not be authorized for another in-home service (Child Health Support, Intensive Home and Community, or Crisis Intervention) at the same time.  The service limitation may be waived by the DCYF District Office Supervisor to authorize two (2) in-home services at the same time when the following conditions are met:

1) The family’s problems have not been resolved and the child remains at risk for out-of-home placement;

2) The family has made progress on the established goals, but an alternative therapeutic approach is necessary to meet the conditions listed in the case plan; and

3) The CPSW or JPPO documents in the case plan the reasons for the second service, the goals and anticipated child and family.

CRISIS INTERVENTION SERVICES

Crisis Intervention Services include short-term, in-home services designed to stabilize families by responding immediately to a family’s needs.  Payment for Crisis Intervention Services are authorized by DCYF pursuant to a court order or non-court ordered agreement between DCYF and the family.
Crisis Intervention Services are billed under codes:  X9784 - Therapy & Counseling In-home One on One Aid, and X9785 - Out of Home One on One Aid.

TARGET POPULATION
Crisis Intervention services are provided for:

1)
Families not currently receiving DCYF services that are experiencing a crisis which requires the immediate removal of a child due to physical abuse or neglect, out of control behaviors such as school truancy or running away, or delinquent behavior;

2)
Families currently receiving DCYF services who are experiencing another crisis and the child is at imminent risk of placement;

3)
Families in crisis whose children are immediately placed in emergency care for safety reasons after the initial DCYF assessment, but whose goal is for the children to return home with crisis intervention services being provided; and

4)
Families with children who have returned home and who are at risk of returning to placement due to a crisis.

PROVIDER QUALIFICATIONS  

A provider for crisis intervention services must:

1) Be an agency, not an individual;

2) Have a licensed practitioner who certifies that crisis intervention services are medically necessary when prescribed in the family treatment plan for children who are NH Title XIX program eligible and are under the age of 21 years;

3) Employ crisis workers who:

a. Possess a bachelor’s degree from a college or university with a major study in social work, counseling, psychology, or a related field with a minimum of 2 years direct experience in working with children and families;

b. Have an average caseload that does not exceed 3 families, except that 4 families may be served during the transition phase when ending service with one family and beginning service with another;

c. Work a flexible schedule according to family need, 24 hours a day, 7 days per week;

d. Meet face-to-face with the family immediately or within 24 hours of the referral;

e. Spend a portion of the intake meeting with the family and the CPSW or JPPO who referred the family to discuss case circumstances, treatment needs, and case plan;

f. Provide each family with a written description of program services;

g. Engage the family, defuse the crisis, develop an immediate safety plan with the family, or if safety cannot be assured, inform the CPSW or JPPO and develop an alternative plan for family members’ safety;

h. Provide therapeutic, solution-oriented interventions, accomplished collaboratively with the family;

i. Include, and endeavor to maintain, the involvement of all individuals who are connected with the family, including formal and informal networks such as other professionals or extended family members;

j. Complete, with the family and CPSW or JPPO and within 72 hours of the referral, a written treatment report which identifies:

1. The specific nature of the crisis;

2. The needs of the children and the parents as identified by the provider and the case plan;

3. The treatment modality, frequency, duration, tasks and other actions to be taken by the crisis intervention worker to meet the needs of the children and parents;

4. The tasks and other actions to be taken by the parents to meet the needs of the children and parents;

5. The goals, objectives, measurable child and family outcomes, and the anticipated timeframes for diffusing the crisis and terminating services; and

6. The date and signatures of the crisis worker, the family members, and the CPSW or JPPO;

k. Assist the CPSW or JPPO to develop and update the case plan,

l. Maintain an average of 5 hours per week in face-to-face contact with family members, with a greater number of hours spent in face-to-face contact during the first 15 days and a decreased number of hours spent in face-to-face contact during the last 15 days;

m. Keep an on-going log of contacts with family members, collateral contacts such as school or health professionals, and travel time, and submit logs on a weekly basis to the CPSW or JPPO;

n. Provide immediate verbal notification to the CPSW or JPPO if termination is necessary before completion of the treatment plan and, within five (5) working days, submit a written report that specifies the reasons;

o. Continue to assist the family, if a family separation is indicated but the plan’s goal is for family reunification within 72 hours, or if the family is separated for a longer period, the crisis worker will continue to work with the family for up to ten (10) hours within five (5) working days before terminating services;

p. Discuss the reasons for termination of services with the family and the CPSW or JPPO;

q. Submit a termination report to the CPSW or JPPO, within seven (7) working days of the end of providing services which includes:

1. A summary of contacts including dates, duration, and locations;

2. A summary of the progress or lack of progress in meeting the treatment plan including the tasks accomplished, timeframes, and measurable child and family outcomes achieved;

3. Any new information about the family that impacts the case plan;

4. The resources available to manage future family problems;

5. Recommendations for on-going services, if necessary including a description of the areas where additional improvement by parents is essential to address the needs of children, as specified in the provider’s intake or assessment report and the case plan; and

6. The date and signatures of the crisis worker and clinical supervisor;

r. Complete a minimum of 24 hours of training per year on crisis intervention and family systems theory;

s. Maintain on file documentation of training which includes:

1. A written summary of the dates of training;

2. The titles of training topics;

3. The number of hours per training; and

4. Certificates of training that have been signed by the trainer, and are available at the time of any on-site quality assurance monitoring by DCYF pursuant to NH Administrative Rule, He-C 6352.05; and

t. Receive at least one hour of clinical supervision from the supervisor identified in (4) below to include a review of each child and family case;

4) Employ supervisors who:

a. Possess a master’s degree from a college or university with a major study in social work, counseling, psychology, or a related field with a minimum of 2 years direct, clinical experience in working with families in crisis and one year supervisory experience;

b. Submit a copy of each supervisor’s resume that describes education and experience to DCYF at the time of application and re-certification;

c. Are available 24 hours per day, 7 days per week to crisis workers; and

d. Are assigned to supervise not more than 5 crisis workers;

5) Identify and track a minimum of 2 child and family outcomes;

6) Identify and track indicators for each outcome; and

7) Provide a report at the time of re-certification to DCYF that summarizes aggregate statistical data regarding outcomes and indicators.

SERVICE PROVISION GUIDELINES

The provider will receive the following case information from the CPSW or at the time of the referral:

1) The family’s name, home address, and telephone number;

2) The precipitating crisis and perceived immediacy of concern; and

3) The strengths in the family that could facilitate resolution.

Service Limitation:

Crisis Intervention Services are limited to a period of time not to exceed 30 days per year from the date of first service per family.  A service extension may be granted to a provider for up to 30 days per year from the date of first service per family.  The DCYF district office supervisor will grant approval of the service extension based on the following criteria:

1) A family’s crisis has not been resolved to avoid placement of a child; 

2) The provider, who has discussed a continuation of services with family members and the CPSW or JPPO, submits in writing to the CPSW or JPPO the following information:

a. The reason(s) for continued services;

b. The begin and end dates for continued services;

c. The goals for the continued period of services; and

d. The anticipated child and family outcomes. 

3)
The elements listed in (2) above comply with the court order and the DCYF case plan.

Families who receive Crisis Intervention Services must not be authorized for another in-home service (Child Health Support, Intensive Home and Community, or Home-Based Therapy) at the same time.  The service limitation may be waived by the DCYF District Office Supervisor to authorize two (2) in-home services at the same time when the following conditions are met:

1) The family’s problems have not been resolved and the child remains at risk for out-of-home placement;

2) The family has made progress on the established goals, but an alternative therapeutic approach is necessary to meet the conditions listed in the case plan; and

3) The CPSW or JPPO documents in the case plan the reasons for the second service, the goals and anticipated child and family.

CHILD HEALTH SUPPORT SERVICES

Child Health Support Services are in-home support services for children and families provided through supportive counseling, health assessment, health education, behavioral health management, assistance, referral to resources, coordination of services, and other supports for improving health and well-being of children and other family members.  Payment for Child Health Support Services must be pre-approved by DCYF and must be pursuant to a court order or a non court-ordered agreement between DCYF and the family.

Child Health Support Services are billed under:  X9786 - Child Health Support Service, and X9788 - Foster Care Health Support.

NOTE:  Covered services for foster children are provided by Registered Nurses (RNs) and include a brief health screening at the time of the child’s placement, referrals for comprehensive health and development assessments, health planning conferences, and follow-up care.  Covered services for children in their own homes include an initial health assessment/health education, support counseling, and behavioral health management.  Supervision of the services for children in their own homes is provided by a RN or licensed practical nurse (LPN).  Supervision of the services for children in their own homes may be provided by a Master’s level social worker, mental health worker or counselor when the services are support counseling and/or behavioral health management.  Services provided to children in their own homes are limited to three (3) months.  

TARGET POPULATION  

Child Health Support Services may be provided to:

1) Families at risk of having a child being removed from the home due to emotional or physical neglect or maltreatment;

2) Families in which a child has suffered from Shaken Baby Syndrome;

3) Families in which a child is diagnosed by a physician as failure to thrive;

4) Families facing difficulties in parenting;

5) Young parents, including teen parents and others who are inexperienced and struggling with their parental responsibilities;

6) Socially isolated families who lack appropriate parenting role models and access to supportive services.

7) Families in which ineffective child management techniques are being used and children are withdrawn or depressed, aggressive, delinquent, anxious, or display self-destructive behaviors;

8) Families in which parents are unable to effectively carry out parenting functions because of physical or mental illness, disabilities, convalescence, alcohol, other drug abuse, or complications of pregnancy;

9) Families in which the parents’ ability to effectively parent their children is diminished due to preoccupation with the care of one or more family members, such as their spouse, child or a grandparent who is chronically ill, convalescing, or permanently disabled, or where a parent has a prolonged grief reaction over the death of a spouse, child, or other person.

10) Families needing help in learning how to care for children due to lack of knowledge, emotional immaturity, or overwhelming responsibility for many children;

11) Families headed by grandparents or other relatives who are overwhelmed with the responsibilities of parenting, placing the child at risk of placement in another home;

12) Families in which the child has been placed out of the home on a temporary basis and the parents need intervention to prepare for the return of the child, including help with issues such as appropriate parenting, child management techniques, discipline, communication skills, and anger management, as well as safety of the physical home environment; and

13) Families who need intervention in order to avert future neglect, abuse delinquency, emotional disturbances, and out-of-home placement of a child.

PROVIDER QUALIFICATIONS  

A provider for Child Health Support Services must:

1) Be an agency, not an individual provider;

2) Employ child health support aides who:

a. Are at least 21 years of age;

b. Possess a bachelor’s degree from a college or university with a major study in one of the following areas:

1. Nursing;

2. Health;

3. Psychology, social work, or sociology;

4. Education or guidance; or

5. A related field emphasizing human relations, physical or behavioral health; or

c. Possess a high school diploma or general equivalency diploma and 4 years’ experience working with families;

d. Complete a minimum of 24 hours per year of in-service training, 12 hours of which may include supervisory training;

e. Maintain on file documentation of training which includes:

1. A written summary of the dates of training;

2. The titles of training topics;

3. The number of hours per training; and

4. Certificates of training signed by the trainer;

f. Are available during non-traditional work hours to meet the needs of the family;

g. Review the case plan;

h. Complete an initial health and behavioral health assessment for each family and, within 30 calendar days of the referral, prepare and implement a treatment plan through services provided in face-to-face interactions with the child and parent or guardian in the child’s home, a health agency, or another location;

i. Provide each family with a brochure or written description of program services;

j. Include the following components in the treatment plan, developed in conjunction with the family, the CPSW or JPPO, the licensed practitioner, and the child health support service’s program consultant and forward to the CPSW or JPPO within 30 calendar days of referral:

1.  The findings of the initial assessment which include a statement of the needs of the children and parents as identified by the provider and the case plan;

2.  The treatment modalities, frequency, duration, tasks and other actions to be taken by the child health support aide to meet the needs of the children and parents;

3.  The tasks and other actions to be taken by the parents to meet the needs of the children and parents;

4.  The goals, objectives, measurable child and family outcomes, and timeframes for achievement;

5.  The anticipated date of termination; and

6.
The date and signatures of the licensed practitioner, child health support aide, program consultant, family members as applicable, and CPSW or JPPO;

k. Maintain the number of face-to-face contacts with family members as specified in the case plan and determined by the service tasks, the needs of the family, and the recommendations of the CPSW or JPPO, the licensed practitioner, and the program consultant (described on Page 3-29, paragraph 6));

l. Provide a written report of the family’s progress towards meeting the goals of the treatment plan at the end of the second month, and each month thereafter, which includes:

1. A summary of the progress or lack of progress in meeting the treatment plan including the tasks accomplished, dates, and measurable child and family outcomes achieved;

2. A description of the areas where additional improvement by the parents is essential to address the needs of children as identified by the provider and the case plan;

3. Any new information about the family that affects the case plan;

4. Recommended changes in the treatment plan including the needs and reasons for changes in goals, objectives, measurable child and family outcomes, timeframes, and anticipated date of termination; and

5. The date and signatures of the child health support aide and the program consultant (described on Page 3-29, paragraph 6));

m. Document each family visit including;

1. The type of service;

2. The date of service;

3. The name of the staff person providing the service;

4. A brief summary of the session;

5. The length of service; and

6. The provider’s signature;

3) Have sufficient child health support staff to maintain a one to 6 average aide to family caseload, with a maximum aide to family caseload not exceeding one to 9;

4) Have child health support staff who, prior to providing vehicular transportation of a child or family member, meet the following requirements:

a. Possess a valid driver’s license, and maintain a copy of the license in their agency’s file;

b. Operate vehicles that have a current registration and safety inspection;

c. Have current automobile liability insurance that includes coverage for accidental injury and death, and maintain a copy of the policy in their agency’s file; and

d. Have no convictions for impaired driving or multiple motor vehicle violations, and maintain a copy of the motor vehicle record in their agency’s file.

5) Demonstrate approval of the NH Title XIX program-covered child health support services by having a licensed practitioner sign the child and family’s treatment plan;

6) Employ, or contract with, a program consultant who will be available for consultation and supervision of child health support staff and who meets one of the following criteria:

a. For cases in which the primary issue is physical health, the program consultant must be:

1. A physician or physician assistant; or

2. An advanced registered nurse practitioner, registered nurse, or licensed practical nurse; and

b. For cases in which the primary issue is behavioral health, the program consultant must be:

1. A licensed psychologist;

2. A licensed pastoral psychotherapist; or

3. A licensed clinical social worker, licensed clinical mental health counselor, or licensed marriage and family therapist;

7) Have the program consultant review each treatment plan no less than quarterly, and document the review by signing and dating the treatment plan;

8) Discuss needs and reasons for termination of services with the family members and the CPSW or JPPO;

9) Submit a termination report to the CPSW or JPPO, within 10 working days of the end of services, which includes:

a. A summary of contacts including dates, duration, and locations;

b. A summary of the progress or lack of progress in meeting the treatment plan including the tasks accomplished, timeframes, and measurable child and family outcomes achieved;

c. Any new information about the family that impacts the case plan;

d. The resources available to manage future family problems;

e. Recommendations for on-going services, if necessary including a description of the areas where additional improvement by parents is essential to address the needs of children, as specified in the provider’s intake or assessment report and the case plan; and

f. The date and signatures of the child health support aide and program consultant;

10) Identify and track a minimum of 2 child and family outcomes;

11) Identify and track indicators for each outcome;

12) Provide a report at the time of re-certification to DCYF that summarizes aggregate statistical data regarding outcomes and indicators; and

13)
Maintain records of billing and payments.

a. Provide a written report of the family’s progress towards meeting the goals of the treatment plan at the end of the second month and each month thereafter which includes:

1. A summary of the progress or lack of progress in meeting the treatment plan including the tasks accomplished, dates, and measurable child and family outcomes achieved;

2. A description of the areas where additional improvement by the parents is essential to address the needs of children as identified by the provider and the case plan;

3. Any new information;

4. Recommended changes in the treatment plan including the needs and reasons for changes in goals, objectives, measurable child and family outcomes, timeframes, and anticipated date of termination; and

5. The date and signatures of the child health support aide and the program consultant;

b. Document each family visit in the DCYF case file including:

1. The type of service;

2. The date of service;

3. The name of the staff person providing the service;

4. A brief summary of the session;

5. The number of units of service; and

6. The provider’s signature;

c. Meet the following requirements prior to providing vehicular transportation of a child, adolescent, or family member:

1. Possess a valid driver’s license, and maintain a copy of the license in their agency’s personnel file;

2. Operate vehicles that have a current registration and safety inspection;

3. Have current automobile liability insurance that includes coverage for accidental injury and death, and maintain a copy of the policy in their agency’s personnel file; and

4. Have no convictions for impaired driving or multiple motor vehicle violations, and maintain a copy of the motor vehicle record in their agency’s personnel file;

d. Discuss needs and reasons for termination of services with the family members and the CPSW or JPPO;

e. Submit a termination report to the CPSW or JPPO, within 10 business days of the end of services which includes:

1. A summary of contacts including dates, duration, and locations;

2. A summary of the progress or lack of progress in meeting the treatment plan including the tasks accomplished, timeframes, and measurable child and family outcomes achieved;

3. Any new information;

4. The resources available to manage future family problems;

5. Recommendations for on-going services, if necessary including a description of the areas where additional improvement by parents is essential to address the needs of children, as specified in the provider’s intake or assessment report and the case plan; and

6. The date and signatures of the child health support aide and program consultant;

f. Identify and track a minimum of 2 child and family outcomes, on an individual and aggregate basis;

g. Identify and track indicators for each outcome, on an individual and aggregate basis;

h. Provide a report at the time of re-certification to DCYF that summarizes aggregate statistical data regarding outcomes and indicators; and

i. Maintain records of billing and payments.

SERVICE PROVISION GUIDELINES

Child Health Support is a method of delivering family-centered, rehabilitative support services in the areas of physical and behavioral health, social support, parenting education and other therapeutic services to children and families.  The goals of the services are to strengthen family skills as an alternative to placing a child outside the family home and/or to prepare a child to return home.

Child Health Support Services include:

1) An initial health and behavioral assessment;

2) Family-based supportive counseling including education, consultation, and follow-up activities which develop and maintain family support systems and enhance and encourage parental coping and nurturing skills;

3) Parent or guardian and child interaction assessment including supervision of court-ordered parent-child visits for parents and their children who are temporarily in an out-of-home placement;

4) Development and implementation of behavior modification plans for the children and parents or guardians in conjunction with child development, education and parenting skills to inform and prepare parents and guardians for a child’s behaviors and needs, including age appropriate socialization skills of the child;

5) Home health care, education, and symptoms management of physical or behavioral illnesses and assistance to parents in implementing medical regimes as they relate to their tasks of daily living;

6) Ongoing risk assessment and referral for substance abuse treatment, as well as supportive counseling for those in addiction treatment programs to reduce the negative effects these addictions have on parenting abilities;

7) Child-focused education, parenting skills instruction, and role modeling provided to parents or guardians including managing the child’s behavior through appropriate discipline, and preventing shaken baby syndrome and other physical violence;

8) Safety instruction to eliminate, reduce, or avoid hazards in the home as well as household management skills, which includes emphasizing the importance of cleanliness on the child’s health;

9) Nutritional education including safe food handling procedures and dietary needs of children;

10) Behavioral health supportive counseling focused on stress management, conflict resolution, and impulse control;

11) Linkages with community agencies and encouraging parents to use community services; and

12) Life skills development and community support counseling for securing and maintaining safe housing and other necessities.

Service limitation:

Child health support services will be limited to a period of time not to exceed 90 days per year from the date of first service per family, with the exception of court-ordered supervision of parent-child visitations which must occur within the period of time mandated by the court order.  A district office supervisor may waive the limitation for up to 90 days per year from the date of first service per family when the following conditions are met:

1) The family’s problems have not been resolved and the child remains at risk for out of home placement; and

2) The provider, who has discussed a continuation of services with family members and the CPSW or JPPO, submits the following information in writing to the CPSW or JPPO:

a. The reasons for continued services;

b. The begin and end dates for continued services;

c. The goals for the continued period of services; and

d. The anticipated child and family outcomes.

3)
The supervisor must send a copy of the approval or denial to the provider, and if the extension is approved, send a copy of the approval to the County Human Service Administrator.

Families who receive Child Health Support Services must not be authorized for another in-home service (Crisis Intervention, Intensive Home and Community, or Home-Based Therapy) at the same time.  The service limitation may be waived by the DCYF District Office Supervisor to authorize two (2) in-home services at the same time when the following conditions are met:

1) The family’s problems have not been resolved and the child remains at risk for out-of-home placement;

2) The family has made progress on the established goals, but an alternative therapeutic approach is necessary to meet the conditions listed in the case plan; and

3) The CPSW or JPPO documents in the case plan the reasons for the second service, the goals and anticipated child and family.

THERAPEUTIC FOSTER CARE  

Therapeutic Foster Care services are client centered family mental health counseling, individual counseling, crisis intervention and stabilization and medical care coordination.  Therapeutic Foster Care services are authorized by DCYF pursuant to a court order or a non-court-ordered agreement between DCYF and the family, and are not subject to the 12 visit per recipient per state fiscal year limit for psychotherapy services.

Therapeutic Foster Care Services are billed under codes:  X9782 - Therapeutic Foster Care; X9789 - ISO, Out of Home, Child Specific Rate; and X9791 - ISO,  Out of Home, Agency Specific Rate.

PROVIDER QUALIFICATION

In order to be compensated for NH Title XIX program covered services, agencies providing therapeutic foster care must be:

A. Under contract with DCYF;

B. Certified for payment by DCYF in accordance with NH Administrative Rule, He-C 6350;

C. Enrolled as a NH Title XIX program provider.

Agencies providing therapeutic foster care must:

A.
Meet all requirements of NH Administrative Rule, He-C 6350.

B.
Ensure that each child, who is due for a medical exam through the Child Health Assurance Program (CHAP) according to the schedule in NH Administrative Rule, He-W 504.10, receives a CHAP screening within 30 days of admission and future exams according to the CHAP requirements of NH Administrative Rule, He-W 504.10.

C.
Develop a written treatment plan for each child in accordance with their DCYF contract.

D. 
Keep logs at least as frequently as weekly on each child indicating that one or more of the NH Title XIX program covered services were provided to the child in accordance with a written treatment plan.

E.
Submit claims for covered services to the NH Title XIX program fiscal agent.

F.
Enroll as therapeutic foster care parents, only foster families who meet the following requirements:

1) Are licensed as a foster home in accordance with NH Administrative Rule, He-C 6446;

2) Are certified as a New Hampshire specialized foster care home;

3) Will contain at least one parent who will be available for supervision of the child 24 hours per day;

4) Will provide therapeutic foster care for only one child, and will not provide foster care to any other children unless a waiver is granted by DCYF;

5) Will not provide child day care services in their home while providing therapeutic foster care;

6) Will have received sufficient training, education, or experience which qualifies them to perform the child care services;

7) Will not be members of the foster child’s family;

8) Will provide services that are recommended by prescribing practitioner; and

9) Will document, through daily entries into a log, that at least one of the services contained in the treatment plan was provided each day.  The log entries be detailed enough to support the material recorded in the progress notes.

COVERED SERVICES

NH Title XIX program covered therapeutic foster care includes:

A. Psychiatrist and psychologist services;

B. Physician and nursing services; and

C. Rehabilitative services, which include:

1. Client centered family mental health counseling;

2. Crisis intervention and stabilization;

3. Individual mental health counseling and psychotherapy;

4. Medical care coordination, including arranging for individual and family treatment; and

5. Preparation of medical reports, development of individual service plans, and documentation of services.

Services must be part of a child’s treatment plan and must be provided by staff meeting the qualifications described in the provider contract in order to be reimbursed by The NH Title XIX program.

SERVICE PROVISION GUIDELINES
NH Title XIX program covered services in therapeutic foster care homes may be prior authorized by DCYF for a child who is:
1. A categorically or medically needy NH Title XIX program recipient; and

2. Under age 21 years.

A prescribing practitioner must demonstrate approval of the NH Title XIX program covered services in writing by signing the child’s treatment plan.

NH Title XIX program covered services for the child must be determined by DCYF to be medically necessary as described in NH Administrative Rule, He-C 6421.05 by conducting an assessment, evaluating reports, evaluations, and other reports pursuant to RSA 169-B:5a, 160-c:12b, and 169-D:4-9.  A therapeutic foster care service will be determined to be medically necessary if:

A. It is designed to provide maximum reduction of physical or mental disability and restoration of a NH Title XIX program recipient to his or her best possible functional level; and

B. There is no other equally effective course of treatment available, or suitable, for the NH Title XIX program recipient that is more conservative or substantially less costly.
A written treatment plan, as described in the provider contracts, must encompass NH Title XIX program covered services provided in therapeutic foster care and must be in effect during the time the child remains in a therapeutic foster care home.
Each NH Title XIX program eligible child will be eligible for covered therapeutic foster care services for as long as a prescribing practitioner signs a treatment plan recommending the therapeutic foster care services.
hcfa-1500 claim form example

(see next page)
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HCFA-1500 COMPLETION INSTRUCTIONS

NOTE:
The 12-90 version of the HCFA-1500 Claim Form is required for processing.


Starred  (*) Form Locator fields are the minimum fields required for claims processing.

 FORM LOCATOR
CONTENT
	
	1.
	Carrier Identification
	Check the NH Title XIX Program box.

	*
	1a.
	Insured's ID Number
	Enter 11-digit member number as shown on the NH Title XIX Program ID card.

	*
	2.
	Patient's Name
	Enter recipient's last name, and first name as shown on the NH Title XIX Program ID card.

	
	3.
	Patient's Birth Date
	N/A

	
	4.
	Insured's Name
	N/A

	
	5.
	Patient's Address
	Enter the recipient's address

	
	6.
	Patient's Relationship to Insured
	N/A

	
	7.
	Insured's Address
	N/A

	
	8.
	Patient Status
	N/A

	
	9.
	Other Insured's Name
	N/A

	
	9a.
	Other Insured's Policy or Group Number
	If the claim is being submitted as a NH Title XIX Program crossover, enter the NH Title XIX Program recipient's 11-digit member number

	
	9b.
	Other Insured's Date of Birth
	N/A

	
	9c.
	Employer's Name or School Name
	N/A

	
	9d.
	Insurance Plan Name or Program Name
	N/A

	*
	10.
	Is Patient's Condition Related to
	a. Check whether or not employment related. b. Check whether or not auto accident related.

	
	
	
	c. Check whether or not other type of accident.

	
	11.
	Insured's Policy Group or FECA Number (If applicable)
	Enter the applicable primary insurance (excluding Medicare) policy number and name of policyholder.

	
	11a.
	Insured's Date of Birth
	N/A

	
	11b.
	Employer's Name or School Name (If Applicable)
	Enter the insured's employer or school name.

	
	11c.
	Insurance Plan Name or Program Name
	Enter the applicable carrier name (required if form Locator 11 is completed).

	
	11d.
	Is There Another Health Benefit Plan
	N/A


FORM LOCATOR
CONTENT
	
	12.
	Patient's or Authorized Person's Signature?
	N/A

	
	13.
	Insured's or Authorized Person's Signature?
	N/A

	
	14.
	Date of Occurrence (If/when Applicable)
	If 10a, b or c = Yes, enter date of accident indicated in Form Locator 10.

	
	15.
	If patient Has Had Same or Similar Illness
	N/A

	
	16.
	Dates Patient Unable to Work in Current Occupation
	N/A

	
	17.
	Name of Referring Physician or Other Source
	Enter name of Physician or Other Source when billing TOS 3 or 5.

	
	17a.
	ID Number of Referring Physician
	N/A

	
	18.
	Hospitalization Dates Related to Current Services
	N/A

	
	19.
	Reserved for Local Use
	When it is necessary to submit for what appears to be duplicate services on the same date, you MUST indicate in field 19 "NO DUPLICATE SERVICES BILLED". This statement should be noticeable at a glance, for example, written in a contrasting colored ink. This statement ensures the claim will be manually reviewed for possible payment. Supporting documentation, describing why apparent duplicated services are being submitted, is required.

	
	20.
	Outside Lab
	N/A

	
	21.
	Diagnosis or Nature of Illness or Injury
	Enter ICD-9-CM diagnosis code(s) at 1, 2, 3, 4.

	
	22.
	NH Title XIX Program Resubmission
	N/A

	*
	23.
	Prior Authorization Number 


	Enter the applicable prior authorization number


FORM LOCATOR
CONTENT
	*
	24A.
	Date(s) of Service
	Enter date of service.  If “From and To” Dates are the same, only one date is required.

	*
	24B.
	Place Of Service
	Enter the applicable two-digit Place of Service code.

	
	
	CODE
	DESCRIPTION

	
	
	11
	Office

	
	
	12 
	Home

	
	
	21
	Inpatient Hospital

	
	
	22
	Outpatient Hospital

	
	
	23
	Emergency Room Hospital

	
	
	24
	Ambulatory Surgical Center

	
	
	25
	Birthing Center

	
	
	26
	Military Treatment Facility

	
	
	31
	Skilled Nursing Facility

	
	
	32
	Nursing Facility

	
	
	33
	Custodial Care Facility

	
	
	34
	Hospice

	
	
	41
	Ambulance - Land

	
	
	42
	Ambulance - Air or Water

	
	
	51
	Inpatient Psychiatric Facility

	
	
	52
	Psychiatric Facility Partial Hospitalization

	
	
	53
	Community Mental Health Center

	
	
	54
	Intermediate Care Facility/Mentally Retarded

	
	
	55
	Residential Substance Abuse Treatment Facility

	
	
	56
	Psychiatric Residential Treatment Center

	
	
	61
	Comprehensive Inpatient Rehabilitation Facility

	
	
	62
	Comprehensive Outpatient Rehabilitation Facility

	
	
	65
	End Stage Renal Disease Treatment Facility

	
	
	71
	State or Local Public Health Clinic

	
	
	72
	Rural Health Clinic

	
	
	81
	Independent Lab

	
	
	99
	Other Listed Facility


  FORM LOCATOR
CONTENT
	*
	24C.
	Type of Service
	Enter the applicable one-digit Type of Service code.

	
	
	CODE
	DESCRIPTION

	
	
	1
	Medical Care

	
	
	2
	Surgery

	
	
	3
	Consultation

	
	
	4
	Diagnostic X-Ray

	
	
	5
	Diagnostic Laboratory

	
	
	6
	Radiation Therapy

	
	
	7
	Anesthesia

	
	
	8
	Assistance at Surgery

	
	
	9
	Other Medical Service

	
	
	A
	DME Rental

	
	
	F
	Ambulatory Surgery Center

	*
	24D.
	Procedure Code
	Enter the applicable 5-digit procedure code and any applicable modifier.  Modifiers are required when billing for an abnormal examination.

	
	24E.
	Diagnosis Code
	Relate diagnosis to reference numbers from form locator 21.

	*
	24F.
	Detail Charge
	Enter the usual and customary charge for service(s) rendered.

	*
	24G.
	Days or Units
	Enter the number of days or units of service(s) rendered.

	
	24H.
	EPSDT/Family Planning
	Enter the applicable number:

	
	
	
	1. Both EPSDT and Family Planning.

	
	
	
	2. Neither EPSDT nor Family Planning.

	
	
	
	3. EPSDT only.

	
	
	
	4. Family Planning only.

	
	24I.
	EMG
	N/A

	
	24J
	COB
	N/A

	
	24K.
	Reserved for Local Use

(If Applicable)
	Enter applicable 8-digit Performing Provider Number Required when billing as a group practice.

	
	25.
	Federal Tax ID Number
	N/A

	
	26.
	Patient's Account Number
	Enter applicable information up to 12 alpha/numeric characters.  This field will be keyed if it is completed and the information will appear on the Remittance Advice.

	
	27.
	Accept Assignment
	N/A

	*
	28.
	Total Charge
	Enter total of submitted detail charges from Form Locator 24F.


FORM LOCATOR
CONTENT
	
	29.
	Amount Paid
	Enter any payments received from other sources.

	*
	30.
	Balance Due
	Enter the difference between the Total Charge and Amount Paid.

	*
	31.
	Signature/Date
	Enter the authorized signature either written or a signature stamp. (Typed or Computer generated is not acceptable). Enter the date of signature.  To become an authorized signer you may send a letter to the Provider Enrollment Unit indicating the person you are authorizing with their signature and printed name included in the body of the letter.

	
	32.
	Name and Address of Facility Where Services Were Rendered
	N/A

	*
	33.
	Physician's, Supplier's Billing Name, Address, Zip Code & Phone #
	Enter the provider name, as enrolled with The NH Title XIX program, and the 8-digit NH Title XIX program provider number.


CLAIMS DISPOSITION INFORMATION

REMITTANCE ADVICE (RA)

The Remittance Advice (RA) is a computer-generated report mailed to providers by the Fiscal Agent.  The RA indicates the status of all claims that have been submitted for processing, and is mailed on a weekly basis.

Banner Page

The first page of the RA is referred to as the banner page.  Messages are printed on this page to keep providers informed of important changes in policy or billing procedures.

An example of the banner page may be found on the next page.

BANNER PAGE EXAMPLE
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                              RA DATE:   11/17/2000

ATTENTION  ALL PROVIDERS:  EDS WILL BE CLOSED THURSDAY NOVEMBER 23 AND FRIDAY NOVEMBER 24 FOR THE THANKSGIVING HOLIDAY.  ELECTRONIC CLAIMS SUBMISSIONS MUST BE SUBMITTED BY 5:00 PM ON TUESDAY NOVEMBER 21 IN ORDER TO GUARENTEE THAT THEY MAKE THAT WEEKEND’S FINANCIAL CYCLE.

ABC PROVIDER

35 PEAR STREET

CONCORD, NH 03301

REMITTANCE ADVICE (ra) Sections

The RA is divided into the following sections:

PAID CLAIMS - All claims paid in the current cycle, including Medicare crossover claims paid in the amount of zero.  Zero payment results when a claim is approved for payment, but Medicare payment has exceeded the NH Title XIX program allowance.  Message numbers (EOBs) under the claim header and details indicate the reason(s) for the payment amount.  There may be as many as 10 Explanation of Benefits (EOBs) per header and per detail.

DENIED CLAIMS - All claims denied in the current cycle. Message numbers (EOBs) under the claim header and details indicate the reason(s) for the denial.  There may be as many as 10 Explanation of Benefits (EOBs) per header and per detail.

IN PROCESS CLAIMS - Claims requiring manual review by either the Fiscal Agent or the Medicaid Administration Bureau (MAB) will be identified in this section prior to disposition.  The purpose of this section is to inform the provider that the Fiscal Agent has received the claim, and payment or denial will be forthcoming.

ADJUSTED CLAIMS - Claims for which adjustments have been processed to correct overpayment, underpayment, or payment to the wrong provider.

FINANCIAL ITEMS - Financial transactions such as recoupments, manual payouts and TPL recoveries.

FISCAL PEND - Indicates what has been fiscal pended by Transaction Control Number (TCN).
TPL INFORMATION AND EARNINGS DATA - The "TPL Information" represents other insurance and Medicare information for recipients with related denials on the Remittance Advice.  The "Earnings Data" section of the RA is provided to show the current RA totals as well as cumulative year-to-date details.

MESSAGE CODES - Definitions of the Explanation of Benefit (EOB) codes listed on the Remittance Advice.

Further detailed information regarding each RA, section as well as examples, are found on the following pages.

REMITTANCE ADVICE (RA) Headings and Descriptions

Paid, Denied and In Process Claims:

RECIPIENT NAME - Recipient name is listed in alphabetical order.  The name appears in last name, first name format.

MID - The recipient's NH Title XIX program identification number.
TCN - Each claim and its attachments received by the Fiscal Agent is assigned a unique identifying number, called the Transaction Control Number (TCN).  This number is displayed in the third column on the RA.  This fifteen (15) digit number aids in identifying, locating or researching the claim, either during or after processing.  The following summary describes what each number represents:



TCN DIGIT



DESCRIPTION


1-2

Valid region code values for paper claims are: 




10 - Hand Written




11 - Computer Generated




12 - Paper TADs




13 - CCFs 




Valid region code values for adjustments are:




20 - Single Adjustments




25 - Mass Adjustments

  


Valid region code values for ECS claims are: 




40 - ECS (transmits and diskettes)




41 - Tape Crossover Claims




42 - Tape Claims




43 - Point-of Sale Claims (pharmacy only)




44 - ECS TADs




45 - 3780 Transmits




46 - HMO Pseudo Claims

Note:  The valid region code values for financial items are listed in the “description of the financial items” section.


3-6

The year the claim was received by the Fiscal Agent.


7-9

Three digits indicating the Julian Date on which Fiscal Agent received the claim.  For example, 001 corresponds with January 1 and 365 corresponds with December 31.


10-15
The last six digits following the date are designed for Fiscal Agent control purposes.  These numbers uniquely identify each claim and allow Fiscal Agent personnel to access either paper or electronic claims.

HVER - The version number of the claim.  The original claim paid for the services rendered is version 00.  The first adjustment to any payment is version 01, etc.
PT ACCT - The patient account or medical record number is reported as it appeared on the claim.

BLD AMT - The amount charged for the service.

ALW AMT - The NH Title XIX program allowed reimbursement.

OI AMT - The amount paid by another insurance for this claim or detail.

LIAB AMT - The amount for which the patient is responsible, excluding co-pay.

PD AMT - The amount paid for this claim.

HEADER MESSAGES - These numbers relate to the message codes printed under the header information. These numbers, which are referred to as EOBs (Explanation of Benefits), indicate the reasons for payment or denial of the claim at the header level (top portion of the claim).

DNUM - The detail number.

DVER - The version of the detail.  The original detail paid is version 00.  The first adjustment to any payment is version 01, etc.

FDOS - The from date of service as it appears on the claim.

TDOS - The to date of service as it appears on the claim.

PROC - The procedure code as it appears on the claim.

TOS - The type of service as it appears on the claim.

M1 - The primary modifier as it appears on the claim.

M2 - The secondary modifier as it appears on the claim.

QTY BLD - The number of units of service as it appears on the claim.

DETAIL MESSAGES - These numbers relate to the message codes printed under the detail information.  These numbers indicate the reasons for payment or denial on the detail level of the claim.

PAID CLAIMS RA EXAMPLE
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DENIED CLAIMS RA EXAMPLE
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NEW HAMPSHIRE MEDICAID
PRIOR AUTHORIZATION

PROVIDER NUMBER (If approval has been granted)

87654321
PROVIDER NAME AND ADDRESS PRIOR AUTHORIZATION NO.

THIS NUMBER MUST
ABC Provider 13579 ( f’\@rgég ON YOUR
35 Pear Street
Concord, NH 03301

AUTHORIZED BY:

@H#$%"8*()

THE FOLLOWING ITEMS HAVE BEEN APPROVED

DIAGNOSIS/ TYPE MAXIMUM
PROCEDURE/ TQOTH NUMBER OF MAXIMUM MAXIMUM TOTAL
DESCRIPTION REVENUE/NDC & SURFACE__SERV___ UNIT CHARGE UMITS  ALLOWED
THERAPEUTIC FOSTER CARE X9782 9 | $100.00
RECIPIENT NAME AND ADDRESS: 1 2I30/1 999
APPROVAL DATE:
John A Smith START DATE:
123 Apple Street 01/01/2000
Concord, NH 03301
STOP DATE:
0270172000
MEDICAID ID NUMBER:
12345678901

TO THE PROVIDER:

This form is notification of the approved service, the proper billing codes, units of service, rate of payment and authorization number to be
used upon submission of claim. The recipient's medicaid efigibility must be checked prior ta praviding any medical services for valid eligibility
dates and possibie third party insurance coverage.





IN PROCESS CLAIMS RA EXAMPLE
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HEALTH INSURANCE CLAIM FORM

APPROVED OMB-0938-0008

pica | 1]

1. MEDICARE MEDICAID CHAMPUS

CHAMPVA
BLK LUNG
|:| {Medicare #) Izl {Medicaid #) D {Spensor's SSN) |:| (VA File #) I:l (SSNOI !D) D (58N} D (D)

G ROUP FECA

LAN

OTHER]

1a. INSURED’S |.D. NUMBER

12345678901

(FOR PROGRAM IN ITEM 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial}

Smith, John

3. PATIENT'S BIRTH DATE

| | SEX
| |

L M1 Pl

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

seif [ ] spouse| ] ohid[ | oter|” |

7. INSURED'S ADDRESS (No., Street)

cITY

STATE

8. PATIENT STATUS
otrer ]

ZIP CODE TELEPHONE (Include Area Cade)

( )

single[ | Married [_|
Full-Time Part-Time

Employed
Student Student

CITY STATE

ZiP CODE TELEPHONE (INGLUDE AREA CODE)

( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS}

D YES NO

b. OTHER INSURED'S DATE OF BIRTH

MM DD | YY¥
! ! ‘MD

SEX

il

b. AUTO ACCIDENT? PLACE (State}

DVES [X‘NO o

<. EMPLOYEF{ S NAME OR SCHOOL NAME

<. OTHER ACCIDENT?
X

D YES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
WM | DD YY

1 M FO

b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURANGE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

3,18 THERE ANOTHER HEALTH BENEFIT PLAN?
[Tdves [[INo  ##yes, return to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ———— > | <— CARRIER—>

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of gavernment benafits sither 1o myself or to the party who accepts assignment

. INSURED'S OR AUTHORIZED PERSON'’S SIGNATURE | authorize
payment of medical benefits 1o the undersigned physician or supplier for
services describad below.

below.

SIGNED _ o . . DATE ] SIGNED . e .Y
14. DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15. F PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 6. DATES PATIENT UNABLE TO WORK IN CURRENT QCOUPATION A

MM | DD 1YY INJURY (Accident) OR GIVE FIRSTDATE MM | DD 1 MM Yy

! ! PREGNANCY(LMP) ! ! FROM 1 : O .
7. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1D. NUMBER OF FEFERAING PHYSIIAN 16, HOSPTTALIZATION DATES RELATED TO GURRENT SERVIGES
MM | DD | YY MM, DD | YY
FROM ! ! TO ! !

19. RESERVED FOR LOCAL USE 20, OUTSIDE LAG? % CHARGES

[Jves [no | |

INCLUDING DEGREES OR CREDENTIALS
(i certify that the statements on the reverse
apply to this bill and are made a part thereof.)

01/01/00

DATE

Jim Jones

SIGNED

27, DIAGNOSTS OR NATURE OF ILLNESS OR INJURY. (RELATE [TEMS 1,2.3 OR 4 TO [TEM 24E BY LINE) —-—+ 22 MEDICAD FESUBMISSION __ """
L) SO Fc T I
23, PRIOR AUTHORIZATION NUMBER 1 3579
21 . al .
24 A B c b E F € T o] 1 3 3 z
DATE(S) OF SERVICE Place| Type |PROCEDURES, SERVIGES, OR SUPPLIES DAYS [EPSDT] ]
Frap o) To of | of (Explain Unusual Gircumstances) DiAGNOSIS $ GHARGES R |Famiy| e | coe | " reemuee |
MM__ DD YY MM DD__ YY|ServicSarvice] CPT/MCPCS | MODIFIER UNITS| Plan F
A o T
| | | | | ! =
0101 00 |01:01 00 |99|9 | X9782 | | | 100 100 |1 S
! I
o o : | | | &
2 | I I | f | Vi } &
| ! 5
\ | | | i | | o
I I I ! | b 1 | o
3 L L 1 : a
! : T ! . 5
4 i | | . ‘ 1 =
i <
| ! | ! : \ | | Q
5 L Il L L L 1l I
I
| | | | : | ! E
o ! } ! ; 4 ! ] ! &
: ! !
5, FEDERAL TAX |.D. NUMBER SSN EIN 26, PATIENT'S AGCOUNT NO, 27(ADC|%E5"T SSSISNENTY 56, TOTAL CHARGE 25 AMOUNT PAD | 30, BALANGEDUE | |
10 [[]ves [ ]wo s 100 00 |s s 100_00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

RENDERED (If ather than home or office)

3. z’g—lsol(lfllé'; SRB’GIWINAME ADDRESS, ZIP COGE
35 Pear Street
Concord, NH 03301

} 87654321
GRP#

PINg

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 {12-90}
FORM OWGP-1500 FORM RRB-1500
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ADJUSTMENT/RECOUPMENT REQUEST

Please retura to:

EDS
PO Box 2040
Concord, NH 033022040

1 Provider Nonw & Addiess

Feelbetter Inc.

4123 Healthy Ave.

X Adjustment

[ reconpment

2. Provider Namer G digis)

Anywhere, NH 03000

11223344
3 RA D & RA Nmier 8 i)
01/05/2002 77774444

5. Patient N (Lt PN \-

6 Medizsid 1D Nursher (11 characters)

11112223333

7. Trarsaction Control Numbsr (15 digt)

44200201199999

Doe, John

Please copy the information requested In boxes 8 through 18 from the Remitancy advice (RA)

Betty Bittpu
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Date of service should be 09/11/01. Please adjust.
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Adjusted Claims

This section of the RA includes detailed information on both the original and the adjusted claim.  The original claim data is displayed first; followed by the adjusted claim data and an explanation of the effect the adjustment had on the original claim.

RECIPIENT NAME - Recipient name on the adjusted claim is listed in alphabetical order.  The name appears in last name, first name format.

MID - The recipient's NH Title XIX program identification number on the adjusted claim.

TCN - The transaction control number of the adjusted claim.

HVER - The version number of the adjusted claim.  The original claim paid for the services rendered is version 00.  The first adjustment to any payment is version 01 etc.

PT ACCT - The patient account or medical record number is reported as it appeared on the adjusted claim.

BLD AMT - The amount charged for the service on the adjusted claim.

ALD AMT - The NH Title XIX program allowed reimbursement on the adjusted claim.

OI AMT - The amount paid by another insurance for this claim or detail on the adjusted claim.

LIAB AMT - The amount for which the patient is responsible on the adjusted claim.

PD AMT - The amount paid for the adjusted claim.

HEADER MESSAGES - These numbers relate to the message codes printed under the header information. These numbers, which are referred to as EOBs (Explanation of Benefits), indicate the reasons for payment or denial of the claim at the header level (top portion of the claim).

DNUM - The detail number on the adjusted claim.

DVER - The version of the detail on the adjusted claim.  The original detail paid is version 00.  The first adjustment to any payment is version 01, etc.

FDOS - The from date of service as it appears on the adjusted claim.

TDOS - The to date of service as it appears on the adjusted claim.

PROC - The procedure code it appears on the adjusted claim.

TOS - The type of service as it appears on the adjusted claim.

M1 - The primary modifier as it appears on the adjusted claim.

M2 - The secondary modifier as it appears on the adjusted claim.

QTY BLD - The number of units of service as it appears on the adjusted claim.

DETAIL MESSAGES - These numbers relate to the message codes printed under the detail information.  These numbers indicate the reasons for payment or denial on the detail level of the adjusted claim.

ADJUSTMENT REASON - A text field that explains why the adjustment took place.

NET ADJUSTMENT AMOUNT - This field indicates the net effect the adjustment had on the provider.  The value is equal to the difference between the Original Claim Paid Amount and the Adjusted Paid Amount.

ADJUSTMENT OPTIONS

OPTION 1:  The provider can return the full amount on a check made out to the “Treasurer, State of NH” and send the check to the Fiscal Agent.  Please include a note asking the Fiscal Agent to recoup the claim, and write the TCN number on the note.  Attach the claim that needs to be submitted, and the Fiscal Agent will submit the claim once the recoupment is complete.

OPTION 2:  The provider can submit an “Adjustment Request” asking the Fiscal Agent to recoup the claim in the “reason for request” box.  The provider should attach a corrected claim to the adjustment with a note asking that the corrected claim be submitted when the original claim is recouped.  The original “paid amount” will be deducted from the Remittance Advise in the Financial Items section, and the new claim will be submitted for processing.


adjustment example


ADJUSTED CLAIMS RA EXAMPLE



Financial Items

The Financial Items section of the RA is printed only when a financial activity other than claims adjudication takes place.  The following summary describes the information in the Financial Items section:

CCN - The Cash Control Number of the financial transaction.  The first two digits of the number (the region codes) indicate the type of financial transaction.  Valid region codes, and their explanations, are:

TPL Recoveries:


30 - Positive


33 - Negative


35 - Accounts Receivable


36 - Accounts - (TPL - State)


37 - Accounts Receivable - (TPL - FISCAL AGENT)


38 - Accounts Payable

Provider Related:


50 - Positive


53 - Negative


55 - Accounts Receivable


58 - Accounts Payable

Recipient Related:


60 - Positive


63 - Negative




65 - Accounts Receivable


68 - Accounts Payable

Insurance Premium Related:


70 - Positive


73 - Negative


75 - Accounts Receivable


78 - Accounts Payable

A/L NUM - The number assigned to the provider's ledger to account for the transaction.

MID - The recipient's NH Title XIX program ID number is shown if the financial transaction is related to a specific claim.  When the transaction does not relate to a specific claim, this space is blank.

TCN - The Transaction Control Number of the claim is shown if the financial transaction is related to a specific claim.  When the transaction does not relate to a specific claim, this space is blank.

HVER - The version number of the related claim, if applicable.

DNUM - The detail number on the related claim, if applicable.

DVER - The detail version number of the claim, if applicable.

SETUP DATE - This field indicates the date the transaction was entered and logged in the provider's account ledger.

ORIG AMT - The original amount to be exhausted by financial transactions.

SETUP AMT - The dollar amount corresponding to the transaction.  This is the actual amount of money included, or withheld, from the payment and applied to the original amount.

BALANCE - The remaining balance to be exhausted by future financial cash transactions (amount still owed against the receivable or payable).  This value is equal to the Original Amount less the Transaction Amount.

RSN CD - This field describes why the transaction was performed.

TOTAL FINANCIAL ITEMS - The total number of financial items (transactions) processed for that specific provider during the past week.

FINANCIAL ITEMS REASON CODE DESCRIPTIONS - A list of all financial reason codes and their descriptions referenced in the “Total Financial Items” for that specific provider.

FINANCIAL ITEMS RA EXAMPLE



EARNINGS DATA AND ERROR MESSAGES REPORT

The Earnings Data and Error Messages Report displays the financial data for both the current RA and year-to-date.  Error Messages are any errors that were found on any claims (EOB codes) at the header or the detail level.

NO. OF CLAIMS PROCESSED (CURRENT) - The total number of claims processed during the past week.  This figure includes all paid, denied, in process, and adjusted claims appearing on the RA.

NO. OF CLAIMS PROCESSED (YTD) - The total number of claims processed this calendar year.  This figure includes all paid, denied, in process, and adjusted claims appearing on the RA; it is equal to the sum of the Number of Claims Processed fields on each RA year-to-date.

CLAIMS PAID AMOUNT (CURRENT) - The dollar amount paid for claims processed during the past week.

CLAIMS PAID AMOUNT (YTD) - The dollar amount paid for claims processed this calendar year.  This figure is equal to the sum of the Dollar Amount Processed fields on each RA year-to-date.

SYSTEM PAYOUT AMOUNT (CURRENT) - The dollar amount paid out as a result of system generated financial transactions during the past week.

SYSTEM PAYOUT AMOUNT (YTD) - The dollar amount paid out as a result of system generated financial transactions for this calendar year.  This figure is equal to the sum of the System Payout Amount fields on each RA year-to-date.

LIEN AMOUNT WITHHELD (CURRENT) -  The dollar amount withheld as a result of lien transactions occurring during the past week.
LIEN AMOUNT WITHHELD (YTD) - The dollar amount withheld as a result of lien transactions for the calendar year.  The figure is the sum of the Lien Amount Withheld on each RA year-to-date.
RECOUP AMOUNT WITHHELD (CURRENT) - The dollar amount withheld as a result of recoupment financial transactions during the past week.

RECOUP AMOUNT WITHHELD (YTD) - The dollar amount withheld as a result of recoupment financial transactions for this calendar year.  This figure is equal to the sum of the Recoup Amount Withheld Amount fields on each RA year-to-date.

TOTAL CHECK AMOUNT (CURRENT) - The total dollar amount paid for claims submitted and financial transactions incurred.

TOTAL CHECK AMOUNT (YTD) - The total dollar amount paid for claims submitted and financial transactions incurred for the calendar year.  This figure is equal to the sum of the Payment Amount fields on each RA year-to-date.

MANUAL PAYMENT AMOUNT (CURRENT) - The dollar amount paid out through manual checks during the past week.

MANUAL PAYMENT AMOUNT (YTD) - The total dollar amount paid out through manual checks for this calendar year.  This figure is equal to the sum of the Manual Payout Amount fields on each RA year-to-date.

CREDIT ITEMS (CURRENT) - The dollar amount relating to any credit items for the past week.  Credit items are all NH Title XIX program void transactions, State void transactions, and refund transactions.

CREDIT ITEMS (YTD) - The total dollar amount relating to any credit items for the calendar year.  Credit items are all NH Title XIX program void transactions, State void transactions, and refund transactions.  This figure is equal to the sum of the Credit Items fields on each RA year-to-date.

NET ADJUSTMENT AMOUNT (CURRENT) - The total net adjustment amount from adjusted claims processing during the past week.  This figure is equal to the sum of the Net Adjustment Amount fields located in the Adjustments section of the RA for each adjusted claim.

NET ADJUSTMENT AMOUNT (YTD) - The total net adjustment from adjusted claims processing for the calendar year.  This figure is equal to the sum of the Net Adjustment fields for each RA year-to-date.

NET 1099 ADJUSTMENT (CURRENT) - The net 1099 adjustment incurred from financial transactions during the past week.  This figure is equal to the net sum of all positive and negative 1099 transactions during the past week.

NET 1099 ADJUSTMENT (YTD) - The total net 1099 adjustment incurred from financial transactions for the calendar year.  This figure is equal to the net sum of the NET 1099 Adjustment fields on each RA year-to-date.

NET EARNINGS (CURRENT) - The net earnings for the past week.  This figure is calculated as follows:

Dollar Amount Processed


+
System Payout Amount


+
Manual Payout Amount


( 
Recoup Amount Withheld


(
Credit Items


+/-
Net 1099 Adjustment (may be positive or negative)

_____________________

=
Net Earnings

NET EARNINGS (YTD) - The total net earnings for the calendar year.  This figure is equal to the sum of all the Net Earnings fields on each RA year-to-date.

MESSAGE CODES - The Explanation Of Benefits (EOB) codes displayed in other sections of the RA and a written explanation for each.

EARNINGS DATA AND ERROR MESSAGES RA EXAMPLE
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