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INPATIENT ACUTE CARE AND AMBULATORY OUTPATIENT SEQ NUMBER \H
seq number \hPROVIDER PARTICIPATION

To participate in the NH Medicaid program, all providers must:

A.
meet federal requirements and be state licensed;

B.
enroll in the NH Medicaid program;

C.
have an effective utilization review procedure;

D.
meet Medicare participation requirements; and

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

RECIPIENT ELIGIBILITY

NH Medicaid Only:

All NH Medicaid recipients are eligible to receive covered inpatient and outpatient services in New Hampshire hospitals and border hospitals upon the recommendation of their attending physician or dentist.

New Hampshire Medicaid Newborn Eligibility Only:

Infants, upon birth, are automatically eligible for Medicaid services, if the mother is N H Medicaid eligible on the infant’s birth date.  Providers may submit the claim with the mother’s name and Medicaid number written on the Remarks section, Field 84.  Place the infant’s name in Field 12, and leave Field 58 blank.  All Providers are instructed to submit claims to “Newborn Eligibility”, Box 2671, Concord, N H.  (EDS)
NH Medicaid Managed Care Organization (MCO):

All NH Medicaid State Paid MCO recipients are eligible to receive covered inpatient and outpatient services in New Hampshire hospitals and border hospitals upon the approval of their MCO physician as required in the guidelines of the MCO. 

NH Medicaid MCO Newborn Eligibility Only:

Infants, upon birth, are automatically enrolled in the same MCO as the mother. Claims must be billed to the MCO for the mother and the infant following the billing guidelines of the MCO.

A NH Medicaid number will still need to be issued to the infant, and the MCO will hold payment until the infant’s NH Medicaid identification number is issued.  Please send all claims for date of service 30 days or less, to the mother’s MCO for reimbursement.

INPATIENT SERVICES

A.
NH Medicaid recipients are eligible to receive inpatient services, which are those rendered to a patient who has been admitted to a hospital by the recommendation of a physician or dentist to receive room, board and professional services on a continuous daily basis.  For New Hampshire hospitals, the Northeast Health Care Quality Foundation, formerly referred to as (PRO) determines the quality, necessity and appropriateness of care and length of stay.  For border hospitals, the Foundation (PRO, PSRO) or other appropriate utilization review organizations within their state determines the quality, necessity and appropriateness of care and length of stay.  Payment for inpatient care in New Hampshire and border hospitals is made for acute care days only as approved by the Foundation (PRO, PSRO) or other appropriate utilization review organizations.

B.
For Medicare recipients, the 60-day "lifetime reserve" for  Medicare inpatient hospital benefits must be used before NH Medicaid inpatient hospital benefits are applicable.


NOTE:  The 60 - day lifetime reserve does not affect Part B 
 
   Medicare Coverage.
INPATIENT REIMBURSEMENT
The NH Medicaid Program reimburses by a prospective payment system based on diagnostic related groups (PPS/DRG) for all inpatient hospital services.

The PPS/DRG system for inpatient hospital services includes the following  provisions and components:

A.
The Medicare table of DRG coding and the HSI Medicare grouper  used to assign DRG's.

B.
Medicare relative weights and outlier trim points are utilized, except where otherwise specified.

C.
Generally, the table of DRG's relative weights and trim points are updated concurrently with Medicare changes.

D.
Relative weights and trim points may be changed more frequently or at different intervals for certain DRG's.

E.
The rate for each DRG is determined by NH Medicaid, taking into account hospital costs, available NH Medicaid funds and other economic indicators.

F.
Pricing is prospective; actual payments will be retrospective upon discharge.

G.
Prices are adjusted at least annually, with more frequent adjustments for certain DRG's.

H.
All hospitals, in-state, border and out-of-state are paid the same rate per DRG point, except for certain psychiatric and physical rehabilitation units/facilities and for certain neonatal DRG's, as follows:

1.
Psychiatric DRG's 425 through 432 in scatter beds in all general hospitals are paid a higher rate than would normally result from Medicare relative weights.

2.
Psychiatric DRG's 425 through 432 in Medicare certified Distinct Part Units of in-state hospitals only, are paid a higher peer group rate.

3.
Psychiatric DRG's 425 through 432 in Designated Receiving Facilities (DRF's) of in-state hospitals only, are paid different higher rates, initially based on a blend of a peer group and facility-specific rates.

4.
Rehabilitation DRG 462 of in-state physical rehabilitation specialty hospitals and of Medicare certified Distinct Part Units are paid at a flat rate per discharge, not to exceed the average peer Medicare TEFRA limit, with NO outlier  payments allowed.

5.
Neonatal DRG's 385 through 390 are reimbursed on a per diem basis of 65% of the full outlier amount.

I.
Interim billing and/or periodic interim payments (PIP's) ARE NOT made.

J.
Capital, direct medical education and non-physical anesthetist costs are allowed as pass-through payments for in-state facilities only. Payments are made quarterly.  


Note:  “Pass through payments” are additional funds paid quarterly to in-state hospitals that meet certain requirements.  These requirements  are concerned with :


(1)  Capital-related costs; and


(2)  Direct medical education activities.

K.
Indirect medical education costs (IME) for in-state teaching hospitals only, are recognized and paid per discharge, as an addition to the DRG/outlier amount.

L.
Day outliers, except where otherwise specified, are allowed and reimbursed on a per diem basis, at 60% of the full per diem amount.

M.
Cost outliers are neither recognized nor reimbursed.

N.
Payment rates are based on the relative weights and price per point in effect at the time of discharge.

Transfer Patients

Acute Facility to Acute Facility
Hospitals which transfer patients to the same type of provider/subprovider are paid at the outlier per diem basis (100% of the full per diem) not to exceed the DRG rate allowed. When billing, the UB-92 must indicate a patient status code 02 in form locator 22.

Hospitals which transfer patients to a different type of provider/subprovider are paid according to the straight DRG payment (plus an outlier payment when appropriate). When billing, the UB-92 must indicate a patient status code 05 in form locator 22.

For Psychiatric Units, a transfer to NH Acute Psychiatric Service (APS) State Hospital is considered the same type of facility.

Receiving acute hospitals and distinct part units will continue to be paid the DRG rate plus an outlier payment when appropriate.

Please Note:  Receiving facilities MUST  bill on a paper UB 92 claim form.

Acute Facility to different facility and returned to Acute Facility
If the patient is Medicaid eligible for the entire hospital stay, and, the patient has been transferred to different levels of care, i.e. acute care to psychiatric care, then returned to acute care, please use the following guidelines:

If the recipient is transferred back to the original facility, the claim should be continued on the original care claim started from the first stay.  This one claim should be submitted as follows:

1.
Date of Service - Must include the actual date of admit and the actual final discharge date for the first facility.  Must also include the admit date and final or second discharge date.

2.
Billed Amount - Must include the total billed amount minus the non covered service days (inclusive in non covered days, all ancillary charges) the patient was at the other facility.

3.
Patient Status - Patient status code will be the actual disposition at the time of the final discharge.

4.
Use appropriate revenue code for accommodation days, total units need to include ALL days from the first and last part of the patient stay.

5.
For ALL non-covered days, use Revenue Code 180 or 182 for the days the recipient was at the other type facility.

6.
Use form locator 36 to indicate dates of non-covered service, and form locator 84, Remarks section stating “ Patient transferred to different type facility, not a duplicate claim.”

Note:  Any claim which includes Revenue Code 180 or 182 must be submitted on a paper UB 92 claim form.
Please see pages 2-17 for an Acute Facility Example.
Rehabilitation Hospitals 
In-state rehabilitation hospitals/facilities are paid a flat reimbursement rate with no outliers allowed.  Please refer to the DRG Repricing Manual, Peer Group 3 for calculating information.

Readmissions

Readmissions occurring within 7 days from the date of discharge for the same diagnosis shall be reviewed by the Peer Review Organization (PRO) for appropriateness.

Split Eligibility
Split billing is necessary when the patient is NOT NH Medicaid eligible for the entire length of the acute inpatient hospital stay.

When a NH Medicaid patient is eligible for only a part of the hospital stay, the NH Medicaid reimbursement shall be paid at the outlier per diem, not to exceed the DRG allowed. The DRG rate shall be considered payment in full for all services rendered on those days for which the patient was eligible for NH Medicaid.

When submitting a split claim for payment, if the recipient is eligible for only a portion of the hospital stay, NOT including the  date of discharge, bill with patient status code 24 in field 22 on the UB-92.  The covered days MUST EQUAL THE DATES of the patient’s eligibility.  

When submitting a split claim for payment, if the recipient is eligible for only a portion of the hospital stay, which INCLUDES the date of discharge, bill with patient status code 25 in field 22 on the UB-92.  The covered days MUST EQUAL THE DATES of the patient’s eligibility MINUS THE DISCHARGE.

NOTE:  Please see pages 2-18 and 2-19 for split bill claim examples.

Acute Facility including Non-Acute Days Billing
If the patient is Medicaid eligible for the entire hospital stay, but, a portion of the patient’s stay was deemed NOT MEDICALLY NECESSARY by the Foundation (see below) or in-house quality assurance group, the non-acute days need to be billed as leave days.

If a claim is submitted when a portion of the recipient’s stay was deemed not medically necessary, the one claim should be billed as follows:

1.
Date of Service - Must include the actual date of admit through to actual discharge date.

2.
Billed Amount - Must include the total billed amount minus the non covered service days the patient was treated at the Acute Facility.

3.
Patient Status - Patient status code will be the actual disposition at the time of the final discharge field 22.

4.
Use appropriate revenue code for medically necessary accommodation days.  For non-covered days, use Revenue Code 180 or 182.

5.
Use form locator 36 to indicate dates of non-medically necessary.

Note:  Any claim which includes Revenue Code 180 or 182 must be submitted on a paper UB 92 claim form.
NOTES:  Please see page 2-20  for leave days claim example.

UTILIZATION REVIEW

For in-state and border facilities, the North East Health Care Quality Foundation formerly known as New Hampshire Foundation for Medical Care has the authority to review and determine the following:

· Medical necessity and appropriateness of admission, treatment, transfers, and outlier days.

· Appropriateness of setting (Inpatient or Outpatient).

The North East Health Care Quality Foundation (known as PRO), also applies quality of care screens to all cases reviewed and issues notification and recommendations when problems involving patient care or documentation are identified.

Review of specific cases are conducted following the payments of  hospital claims.  Failure to provide the complete medical record within the time frame specified may result in recovery of payment for that case.

UB 92 INPATIENT ACUTE CLAIM INSTRUCTIONS ONLY

The UB-92 Claim Form is required. Paper or electronic submissions are accepted.  See sample inpatient paper claim  on page 2-16.

Starred Form Locators are the minimum required fields for claims to process and adjudicate correctly.  Refer to the Third Party Billing Section (following the claim instructions) for details on how to bill a claim when the  recipient has other insurance and/or Medicare.

FORM LOCATOR
CONTENT

	*
	1.
	Provider Name, Address and Telephone Number
	Submit name as it appears on the Provider enrollment application.

	*
	2.
	Program Indicator
	Enter :  NH Medicaid Hospital Inpatient

	
	3.
	Patient Control Number
	Enter the 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.

	*
	4.
	Type of Bill
	Enter the applicable type of bill.  Only the following information is acceptable:

Type of Facility - 1st digit
1 = Hospital

Classification - 2nd digit
1 = Inpatient

Frequency - 3rd digit

1 = Admit through discharge claim

7 = Replacement of prior claim (use only after rebilling PRO recoupment of claim)

	
	5.
	Federal Tax Number
	N/A

	*
	6.
	Statement Covers Period
	Enter only the dates of the NH Medicaid covered days.  (If claim has leave days on bill, include ALL acute and non-acute days in covered period dates.)

	*
	7.
	Covered Days
	Enter number of covered days. (If claim has leave days on bill, include ALL acute and non-acute days in covered days number.)

	
	8.
	Noncovered Days
	N/A

	
	9.
	Coinsurance Days
	N/A

	
	10.
	Lifetime Reserve Days
	N/A

	
	11.
	Unlabeled Field
	N/A

	*
	12.
	Patient Name
	Enter the recipient's last name, first name and middle initial.  Name must correspond with the name on the NH Medicaid ID Card.

	
	13.
	Patient Address
	Enter the recipient's address.

	
	14.
	Patient Birthdate
	Enter the recipient's date of birth.

	
	15.
	Patient's Sex
	N/A

	
	16.
	Patient Marital Status
	N/A

	*
	17.
	Admission Date
	Enter the date the recipient was admitted for inpatient care.  Note:  If patient has been admitted through the ER or O/P, the admitting date will be the date the patient was cared for through the ER or O/P. 

	
	18.
	Admission Hour
	N/A

	*
	19.
	Type of Admission
	Enter the appropriate code indicating the priority of admission:

1 = Emergency - recipient requires immediate medical care.

2 = Urgent - recipient requires medical attention as soon as possible for the treatment of a physical or mental disorder.

3 = Elective - recipient's condition permits his or her decision for time of treatment.

4 = Newborn - birth of a baby.

	*
	20.
	Source of Admission
	Enter the appropriate code indicating the source of this admission:

1 = Physician Referral - recipient admitted by personal physician.

2 = Clinic Referral - recipient admitted by clinic physician.

3 = HMO Referral - recipient admitted by a Health Maintenance Organization physician.

4 = Transfer from a Hospital - recipient transferred from another inpatient facility.

5 = Transfer from a SNF - patient transferred from a Skilled Nursing Facility.

6 = Transfer from Another Health Care Facility - recipient transferred from another acute care facility.

7 = Emergency Room - recipient admitted through emergency room physician.

9 = Information Not Available - recipient source of admission unknown.

Newborn coding structure must be used when the Type of Admission Code in form locator 19 is a 4:

1 = Normal Delivery - A baby delivered without complications

2 = Premature Delivery - A baby delivered with time and/or weight factors qualifying it for premature status.

3 = Sick Baby - A baby delivered with medical complications other than those relating to premature status.

4 = Extramural Birth - A newborn born in a non-sterile environment.

	
	21.
	Discharge Hour
	N/A

	*
	22.
	Patient Status


	Enter the applicable patient status code as of the through date on the claim:

01 = Discharged to home or self care (routine discharge).

02 = Discharged/transferred to another short-term general hospital.

03 = Discharged/transferred to skilled nursing facility (SNF).

04 = Discharged/transferred to an intermediate care facility (ICF).

05 = Discharged/transferred to another type of institution (including distinct parts) or referred for outpatient services to another institution.

06 = Discharged/transferred to home under care of an organized home health service or organization.

07 = Left against medical advice or discontinued care.

24 = When the recipient is eligible for only a portion of the hospital stay, not including the day of discharge.

25 = When the recipient is eligible for the portion of the hospital stay which includes the date of discharge.

20 = Expired

	
	23.
	Medical/Health Record Number
	N/A

	*
	24-30.
	Condition Codes
	Enter 01 to indicate yes - EPSDT/CHAP
                                            no - Family Planning

Enter 04 to indicate no - EPSDT/CHAP
                                            yes - Family Planning

Enter    81 to indicate yes to both programs

Enter    82 to indicate no to both programs

	
	31.
	Unlabeled Field
	N/A

	*
	32-35. A-B
	Occurrence Codes and Dates
	Enter the applicable code and associated date defining a significant event relating to this bill that may affect processing:

01 = Auto Accident

02 = Auto Accident/No Fault Insurance Involved

03 = Accident/Tort Liability

04 = Accident/Employment Related

05 = Other Accident

06 = Crime Victim

52 = Not an Accident

	
	36.   A-B
	Occurrence Span Codes and Dates
	N/A

	
	37.   A-C
	Unlabeled Field
	N/A

	
	38.
	Responsible Party Name and Address
	N/A

	
	39.-41. A-D
	Value Codes and Amounts
	N/A

	*
	42.
	Revenue Code
	Enter the code which identifies a specific accommodation, ancillary service.  (See matrix section for valid codes.)

	*
	43.
	Revenue Description
	Enter a narrative description of the related revenue categories included on this bill.

	*
	44.
	HCPCS/Rates
	Enter the accommodation rate.

	
	45.
	Service Date
	N/A

	*
	46.
	Units of Service
	Units of service for all accommodation days on inpatient claims must be totaled and entered in the last block to correspond with total charges, Revenue Code 001.

	*
	47.
	Total Charges (by Revenue Code Category)
	Enter the total charges pertaining to the related revenue code.

	
	48.
	Noncovered Charges
	N/A

	
	49.
	Unlabeled Field
	N/A

	*
	50.   A-C
	Payer Identification
	Enter other insurance carriers on line A and B, if applicable.  Enter NH Medicaid information after any other insurance carrier information.

	*
	51.   A-C
	Provider Number
	Enter the 8 digit NH Medicaid provider number on corresponding line.

	
	52.   A-C
	Release of Information Certification Indicator
	N/A

	
	53.   A-C
	Assignment of Benefits Certification Indicator
	N/A

	
	54. A-C & P
	Prior Payments - Payer and Patients
	Enter the amount the provider has received toward payment of this bill prior to the NH Medicaid payment, if applicable.

	
	55. A-C & P
	Estimated Amount Due
	Enter the amount estimated by the provider to be due from NH Medicaid (estimated responsibility less prior payments), if applicable.

	
	56.
	Unlabeled Field
	N/A

	
	57.
	Unlabeled Field
	N/A

	*
	58.   A-C
	Insured's Name
	Enter the Medicaid recipient's last name, first name as it appears on the Medicaid ID Card.  If applicable, enter any other insurance subscriber's names on the lines prior to the Medicaid information.

	
	59.  A-C
	Patient's Relationship to Insured
	N/A

	*
	60.   A-C
	Certificate/Social Security Number/Health Insurance Claim/Identification Number
	Enter the recipient's Medicaid 11 digit ID number as it appears on the Medicaid ID Card.  If applicable, enter any other insurance policy numbers on the lines prior to the Medicaid information.

	
	61.   A-C
	Insured Group Name
	N/A

	
	62.   A-C
	Insured Group Number
	N/A

	
	63.   A-C
	Treatment Authorization Code
	Enter the prior authorization number that was assigned for the treatment covered by this bill, when applicable.

	
	64.   A-C
	Employment Status Code
	N/A

	
	65.   A-C
	Employer Name
	N/A

	
	66.   A-C
	Employer Name
	N/A

	*
	67.
	Principal Diagnosis Code
	Enter the ICD-9-CM codes describing the  diagnosis (i.e., the condition established after study to be chiefly responsible for the admission of the patient for care).

	*
	68.-75.
	Other Diagnosis Codes
	Enter any other ICD-9-CM diagnosis codes that may exist at the time of admission, or develop subsequently.

	
	76.
	Admitting Diagnosis
	Enter the ICD-9-CM diagnosis code provided at the time of admission as stated by the physician, if applicable.

	
	77.
	External Cause of Injury Code (E-Code)
	E-codes are not recognized for NH Medicaid.

	
	78.
	Unlabeled Field
	N/A

	
	79.
	Procedure Coding Method Used
	N/A

	*
	80.
	Principal Procedure Code and Date
	Enter the procedure (using the current year ICD-9-CM) that is performed for definitive treatment rather than one performed for diagnostic or exploratory purposes or to resolve a complication.

	
	81.   A-E
	Other Procedure Codes and Dates
	Enter other procedure codes that identify all significant procedures other than the principal procedure and the dates on which they were performed.

	*
	82.   A-B
	Attending Physician ID
	Enter the 8 digit provider number assigned by NH Medicaid for the attending physician.  This is the physician primarily responsible for the care of the patient from the beginning of this hospitalization.  If the provider number is not available, enter the physician's name.

	*
	83.   A-D
	Other Physician ID
	Line A - Enter the NH Medicaid provider number and/or the full name of the physician treating the patient.

Line B - Enter the NH Medicaid provider number and/or the full name of the physician who performed the principle procedure, if applicable.

Required only when surgery/procedure is billed.

	
	84.
	Remarks
	Enter any extenuating circumstances surrounding the claim, if applicable.

	*
	85.
	Provider Representative Signature
	Enter an authorized signature or signature stamp. Typed or computer generated signatures are not acceptable.

	*
	86.
	Date Bill Submitted
	Enter the date on which the bill was signed.


INPATIENT UB 92 CLAIM EXAMPLE

TRANSFER PATIENTS CLAIM EXAMPLE A
SPLIT BILL UB 92 CLAIM EXAMPLE A

SPLIT BILL UB 92 CLAIM EXAMPLE B

LEAVE DAYS CLAIM EXAMPLE

OUTPATIENT SERVICES

Outpatient hospital services are preventive, diagnostic, rehabilitative, therapeutic and palliative services, provided by or under the direction of a physician or dentist, for which the recipient is not admitted as an inpatient.

Outpatient hospital services are limited to 12 visits per State fiscal year (July 1 through June 30).

OUTPATIENT REIMBURSEMENT

The NH Division of Human Services will reimburse a percentage of the rate set by the Medicare fiscal intermediary in accordance with Federal regulations.

Laboratory Services

Laboratory services are reimbursed according to fee for service rates established for HCPC procedure codes.  When billing lab services, revenue codes 300 through 319 MUST be billed with the corresponding HCPC code identified in Field 44.

Observation Room Services
Observation room services are covered, but may not be billed separately if the recipient is admitted.

Please Note:  If the patient has been admitted through the Emergency Room or Outpatient, the admitting date will be the date the patient was cared for through the ER or O/P.

UB 92 OUTPATIENT CLAIM INSTRUCTIONS ONLY

The UB-92 Claim Form is required. Paper or Electronic submissions accepted.  See sample outpatient paper claim on page 2-30.

Starred Form Locators are the minimum required fields for claims to process and adjudicate correctly.  Refer to the Third Party Billing Section (following the claim instructions) for details on how to bill a claim when the  recipient has other insurance and/or Medicare.

FORM LOCATOR
CONTENT

	*
	1.
	Provider Name, Address and Telephone Number
	Submit name as it appears on the Provider enrollment application.

	*
	2.
	Program Indicator
	Enter:  NH Medicaid Hospital Outpatient

	
	3.
	Patient Control Number
	Enter the 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.

	*
	4.
	Type of Bill
	Enter the applicable type of bill.  Only the following information is acceptable:

Type of Facility - 1st digit
1 = Hospital

Classification - 2nd digit
3 = Outpatient

Frequency - 3rd digit

1 = Admit through discharge claim

7 = Replacement of prior claim (use only after rebilling PRO recoupment of claim)

	
	5.
	Federal Tax Number
	N/A

	*
	6.
	Statement Covers Period
	Enter the NH Medicaid covered date.  (Span dates are not allowed, from and through dates MUST BE the same date.)

	
	7.
	Covered Days
	Enter the number  1  for covered days.  

	
	8.
	Noncovered Days
	N/A

	
	9.
	Coinsurance Days
	N/A

	
	10.
	Lifetime Reserve Days
	N/A

	
	11.
	Unlabeled Field
	N/A

	*
	12.
	Patient Name
	Enter the recipient's last name, first name and middle initial.  Name must correspond with the name on the NH Medicaid ID Card.

	
	13.
	Patient Address
	Enter the recipient's address.

	
	14.
	Patient Birthdate
	Enter the recipient's date of birth.

	
	15.
	Patient's Sex
	N/A

	
	16.
	Patient Marital Status
	N/A

	*
	17.
	Admission Date
	Enter the date the recipient received care.

	
	18.
	Admission Hour
	N/A

	*
	19.
	Type of Admission
	Enter the appropriate code indicating the priority of admission:

1 = Emergency - recipient requires immediate medical care.

2 = Urgent - recipient requires medical attention as soon as possible for the treatment of a physical or mental disorder.

3 = Elective - recipient's condition permits his or her decision for time of treatment.

4 = Newborn - birth of a baby.

	*
	20.
	Source of Admission
	Enter the appropriate code indicating the source of this admission:

1 = Physician Referral - recipient admitted by personal physician.

2 = Clinic Referral - recipient admitted by clinic physician.

3 = HMO Referral - recipient admitted by a Health Maintenance Organization physician.

4 = Transfer from a Hospital - recipient transferred from another inpatient facility.

5 = Transfer from a SNF - patient transferred from a Skilled Nursing Facility.

6 = Transfer from Another Health Care Facility - recipient transferred from another acute care facility.

7 = Emergency Room - recipient admitted through emergency room physician.

9 = Information Not Available - recipient source of admission unknown.

Newborn coding structure must be used when the Type of Admission Code in form locator 19 is a 4:

1 = Normal Delivery - A baby delivered without complications

2 = Premature Delivery - A baby delivered with time and/or weight factors qualifying it for premature status.

3 = Sick Baby - A baby delivered with medical complications other than those relating to premature status.

4 = Extramural Birth - A newborn born in a non-sterile environment.

	
	21.
	Discharge Hour
	N/A

	*
	22.
	Patient Status
	Enter the applicable patient status code as of the through date on the claim:

01 = Discharged to home or self care (routine discharge).

02 = Discharged/transferred to another short-term general hospital.

03 = Discharged/transferred to skilled nursing facility (SNF).

04 = Discharged/transferred to an intermediate care facility (ICF).

05 = Discharged/transferred to another type of institution (including distinct parts) or referred for outpatient services to another institution.

06 = Discharged/transferred to home under care of an organized home health service or organization.

07 = Left against medical advice or discontinued care.

20 = Expired

	
	23.
	Medical/Health Record Number
	N/A

	*
	24-30.
	Condition Codes
	Enter 01 to indicate yes - EPSDT/CHAP
                                            no - Family Planning

Enter 04 to indicate no - EPSDT/CHAP
                                            yes - Family Planning

Enter    81 to indicate yes to both programs

Enter    82 to indicate no to both programs

	
	31.
	Unlabeled Field
	N/A

	*
	32-35. A-B
	Occurrence Codes and Dates
	Enter the applicable code and associated date defining a significant event relating to this bill that may affect processing:

01 = Auto Accident

02 = Auto Accident/No Fault Insurance Involved

03 = Accident/Tort Liability

04 = Accident/Employment Related

05 = Other Accident

06 = Crime Victim

52 = Not an Accident

	
	36.   A-B
	Occurrence Span Codes and Dates
	N/A

	
	37.   A-C
	Unlabeled Field
	N/A

	
	38.
	Responsible Party Name and Address
	N/A

	
	39.-41. A-D
	Value Codes and Amounts
	N/A

	*
	42.
	Revenue Code
	Enter the code which identifies a specific accommodation, ancillary service or billing calculation.

	*
	43.
	Revenue Description
	Enter a narrative description of the related revenue categories included on this bill.

	*
	44.
	HCPCS/Rates
	Enter HCPCS/Rates ONLY when revenue codes billed are 300  - 319.

	
	45.
	Service Date
	N/A

	
	46.
	Units of Service
	Units of service for outpatient claims must be totaled and entered in the last block to correspond with total charges, Revenue Code 001.

	*
	47.
	Total Charges (by Revenue Code Category)
	Enter the total charges pertaining to the related revenue code for the current billing period as entered in the statement covers period. (No span billing dates allowed.)

	
	48.
	Noncovered Charges
	N/A

	
	49.
	Unlabeled Field
	N/A

	*
	50.   A-C
	Payer Identification
	Enter other insurance carriers on line A and B, if applicable.  Enter NH Medicaid information after any other insurance carrier information.

	*
	51.   A-C
	Provider Number
	Enter the 8 digit NH Medicaid provider number on corresponding line.

	
	52.   A-C
	Release of Information Certification Indicator
	N/A

	
	53.   A-C
	Assignment of Benefits Certification Indicator
	N/A

	
	54. A-C & P
	Prior Payments - Payer and Patients
	Enter the amount the provider has received toward payment of this bill prior to the NH Medicaid payment, if applicable.

	
	55. A-C & P
	Estimated Amount Due
	Enter the amount estimated by the provider to be due from NH Medicaid (estimated responsibility less prior payments), if applicable.

	
	56.
	Unlabeled Field
	N/A

	
	57.
	Unlabeled Field
	N/A

	*
	58.   A-C
	Insured's Name
	Enter the Medicaid recipient's last name, first name as it appears on the Medicaid ID Card.  If applicable, enter any other insurance subscriber's names on the lines prior to the Medicaid information.

	
	59.  A-C
	Patient's Relationship to Insured
	N/A

	*
	60.   A-C
	Certificate/Social Security Number/Health Insurance Claim/Identification Number
	Enter the recipient's Medicaid 11 digit ID number as it appears on the Medicaid ID Card.  If applicable, enter any other insurance policy numbers on the lines prior to the Medicaid information.

	
	61.   A-C
	Insured Group Name
	N/A

	
	62.   A-C
	Insured Group Number
	N/A

	
	63.   A-C
	Treatment Authorization Code
	Enter the prior authorization number that was assigned for the treatment covered by this bill, when applicable.

	
	64.   A-C
	Employment Status Code
	N/A

	
	65.   A-C
	Employer Name
	N/A

	
	66.   A-C
	Employer Name
	N/A

	*
	67.
	Principal Diagnosis Code
	Enter the ICD-9-CM codes describing the  diagnosis (i.e., the condition established after study to be chiefly responsible for provision of treatment to the patient.

	*
	68.-75.
	Other Diagnosis Codes
	Enter any other ICD-9-CM diagnosis codes that may exist at the time of service, or develop subsequently.

	
	76.
	Admitting Diagnosis
	Enter the ICD-9-CM diagnosis code provided at the time of admission as stated by the physician, if applicable.

	
	77.
	External Cause of Injury Code (E-Code)
	Enter the ICD-9-CM diagnosis "E-codes" if applicable.

	
	78.
	Unlabeled Field
	N/A

	
	79.
	Procedure Coding Method Used
	N/A

	*
	80.
	Principal Procedure Code and Date
	Enter the procedure (using the current year ICD-9-CM) that is performed for definitive treatment rather than one performed for diagnostic or exploratory purposes or to resolve a complication.

	
	81.   A-E
	Other Procedure Codes and Dates
	Enter other procedure codes that identify all significant procedures other than the procedure and the dates on which they were performed, if applicable.

	*
	82.   A-B
	Attending Physician ID
	Enter the 8 digit provider number assigned by Medicaid for the attending physician.

	*
	83.   A-D
	Other Physician ID
	Line A - Enter the NH Medicaid provider number and/or the full name of the physician treating the patient.

Line B - Enter the NH Medicaid provider number and/or the full name of the physician who performed the procedure, if applicable.

Required only when surgery/procedure is billed.

	
	84.
	Remarks
	Enter any extenuating circumstances surrounding the claim, if applicable.

	*
	85.
	Provider Representative Signature
	Enter an authorized signature or signature stamp. Typed or computer generated signatures are not acceptable.

	*
	86.
	Date Bill Submitted
	Enter the date on which the bill was signed.


OUTPATIENT UB 92 CLAIM EXAMPLE

 SWING BED CARE
PROVIDER ELIGIBILITY

To participate in the NH Medicaid swing bed program, providers must:

A.
meet federal requirements and be state licensed;

B.
enroll in the NH Medicaid program;

C.
have an effective utilization review procedure;

D.
be a participating Medicare swing bed hospital; and

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

RECIPIENT ELIGIBILITY

All recipients are eligible to receive swing bed services, when prior authorized by the Office of Medical Services.

COVERED SERVICES

Included in the swing bed per diem rate are room and board, laundry and nursing services.

REIMBURSEMENT

Swing bed residential services are reimbursed at a per diem rate established by the Office of Medical Services.  Swing bed residential services are billed using the Turn-Around Document (TAD).

 TAD FORM INSTRUCTIONS

The following is a description of the fields on the monthly        Turnaround Document. After the facility supplies current patient information on a blank TAD form, fields 1 through 16 will be preprinted on the subsequent TADs.  Electronic claim submissions are also accepted.

Starred Form Locators are the minimum required fields for claims to process and adjudicate correctly.

	FIELD NUMBER AND NAME
	INSTRUCTIONS FOR COMPLETION

	*1. Provider Information
	This field contains the provider's NH Medicaid number, the TAD page number, the current date and the provider's name.

	2. Reference Number
	For EDS use only.

	*3. Patient Number
	This field contains the patient's NH Medicaid ID number (11 characters).

	*4. Patient Name
	This field contains the patient's first five letters of the patient’s last name and first two letters of the patient’s first name.

	*5. Primary Diagnosis
	This field contains the ICD-9-CM code for the principal diagnosis of the patient's medical condition.

	*6. Secondary Diagnosis
	This field contains the ICD-9-CM code for the secondary diagnosis.(Note:  If there is no secondary diagnosis use the primary diagnosis in this field as well.)

	*7. Detail 
	This field contains a computer-generated line item identifier (the number 01 will always be printed).

	*8. Level of Care 
	This field contains a code that identifies the level of care.

	
	010 - SNF (Skilled Nursing )

	
	020 - ICF (Intermediate Level of Care)

	
	030 - SNF Atypical

	
	040 - ICF Atypical

	
	050 - Skilled Level of Care Facility-Swing Bed

	
	060 - Intermediate Level of Care Facility - Swing Bed

	*9. From Date 
	This field contains the beginning date of the service period in MM/DD/YY numeric format.

	*10. through Date 
	This field contains the last date of the service period. Only the day is entered.

	*11. Total Days 
	This field contains the total number of days in the billing period including both covered and non-covered leave days.

	*12. Patient Status 
	This field contains the patient status code.

	
	1  =  Discharged to Home

	
	2  =  Deceased

	
	3 = Discharged to Skilled Level or Atypical Care Facility

	
	4  =  Discharged to Intermediate Level of Care Facility

	
	5  =  Inpatient Hospital (No Leave Days)

	
	6 = Discharged to Home Under Care of a Home Health     Organization

	
	7  =  Left Against Medical Advice

	
	9  =  Still A Patient

	13. Type of Leave
	Enter the letter code for any leave days or NH Medicaid non-covered days during the month.

	
	H = Home Visit Leave (10 Days Per Fiscal Year are Covered)

	
	I = Hospital Admission Leave (Non-Covered)

	14. Start Leave
	Enter the beginning day of the leave period. Enter only the day of the month. A maximum of two separate leave per  TAD can be indicated in this field. Enter one above the other.

	15. Total Leave Days 
	Enter the total number of days for each leave type or period during the month.

	16. Patient Account No. 
	This is not a mandatory field and is for use by Nursing Facilities billing personnel.  If populated information will be returned on provider RA.

	Remarks 
	Enter additional recipient information pertinent to the processing of the claim.


PROCESSING OF CLAIMS

EDS processes NH Medicaid claims for Nursing Facilities in the State of New Hampshire on a claim form called a Turnaround Document also known as a (TAD).

On the twentieth (20th) of each month, EDS will generate a preprinted Turnaround Document (TAD).  The preprinted information on the TAD will include:

	· Provider Number
	· Provider Name

	· Patient Medicaid Identification Number
	· Patient Name

	· Primary Diagnosis
	· Secondary Diagnosis

	· Detail
	· Level of Care

	· From Date of Service
	· Through Date of Service

	· Total Days Billed
	· Patient Status

	· Type of Leave
	· Start Leave Days

	· Total Leave Days
	· Patient Account Number


The provider is to review and update the TADs by adding, changing or deleting patient information when needed. 

The basic information that will be changed by the provider is: 

Type of Leave, Leave Start Date and Total Leave Days. If a patient changes a level of care, the provider must discharge the patient from that level of care and add the patient back on a new detail line under a new level of care. The provider must also change patient status. The provider is to bill through the patient's last day of the month before sending the TAD to EDS for processing.

As a control measure to ensure that all TADs are processed together, please identify the envelope by marking the word "TAD" on the outside on all mailings to EDS at the following address:

TAD

EDS Corporation

PO Box 2029

Concord, NH  03302-2029

MONTHLY PREPRINTED TURNAROUND DOCUMENT (TAD)

On the next page is an example of the preprinted monthly Turnaround Document (TAD). The facility will receive this document after the twentieth of each month.

Please review the TAD carefully and update the information when appropriate. It may be necessary to add, change, or delete patient information. The examples on the following pages give specific instructions for updating the information of the TAD.

TAD CLAIM EXAMPLE

PROVIDER CERTIFICATION STATEMENT

Below is an example of the Provider Certification statement found on the last page of the Turn Around Document.  This statement certifies that a Swing Bed Facility has billed in accordance with Federal and State regulations.

This statement must be signed and dated by the administrator or authorized individual.  If this statement is not signed, the TAD cannot be processed.

PROVIDER CERTIFICATION STATEMENT EXAMPLE

This is to certify that the foregoing information is true, accurate and complete.  I understand that payment and satisfaction of this claim will be from Federal and State funds and that any false claims, statements or documents, or concealment of material fact, may be prosecuted under applicable Federal or State laws.  I hereby agree to keep such records as are necessary to disclose fully the extent of services provided and to furnish such information regarding any payments claimed as the state agency may request for a period of six years from the date the claim is received.  I further certify that goods and/or services were provided in compliance with Title VI of the Civil Rights Act of 1964.

I certify that the required physician's certification and recertifications are on file.

	Provider Signature _____________________________
	Date______________________


ACCIDENTAL INJURY OF A NH MEDICAID PATIENT


The nursing facility or swing-bed hospital must report any accident involving a NH Medicaid patient to the local District Office whenever the incident has required hospitalization or medical treatment of any sort which would warrant payment outside the normal schedule.

INVOLUNTARY RELOCATION

NH Medicaid recipients may not be involuntarily transferred or discharged without the concurrence of the Division of Human Services.

If the recipient does not agree with the relocation, the provider must forward the original of Form 933, a copy of the discharge plan and substantiating documents to the Office of Medical Services, give one copy of Form 933 to the recipient and retain one copy.

A.
The Division of Human Services shall concur with involuntary relocation if there is an adequate discharge plan (see below) and the NH Medicaid recipient is being relocated for one of the following reasons:

1.
Medical or other health-related reasons as set forth in writing by a physician.

2.
For the welfare of the recipient or others in the nursing facility or swing-bed hospital as set forth in writing by the person requesting the relocation.

3.
Nonpayment of any part of the non-Medicaid portion of the recipient's stay as set forth in a written statement by the nursing facility or swing-bed hospital administration.

4.
The recipient of a skilled nursing level of care facility, intermediate level of care facility or swing-bed hospital is being relocated to an appropriate area nursing facility bed.

5.
As required by State or Federal agencies authorized to enforce the provisions of the Social Security Act or provisions of law relating to the conditions and quality of care in nursing facilities or swing-bed hospitals.

B.
The Office of Medical Services will make its decision on concurrence as soon as possible, but no later than 7 working days from the date concurrence was requested. If notice of concurrence is not received by the facility within 7 working days, concurrence may be assumed.

C.
A NH Medicaid recipient cannot be relocated with less than 10 days notice of the date on which the Division of Human Services concurs with the relocation or the date on which concurrence is assumed unless the recipient consents thereto, or in cases of emergency requiring removal of patients.

D.
The Division of Human Services will provide the opportunity for a Fair Hearing to be held at the nursing facility or at the District Office nearest the facility for any recipient being involuntarily relocated with the concurrence of the Division of Human Services who requests a hearing within 10 days from the date of the concurrence.

The hearing's decision is to determine whether the Division properly concurred with the involuntary relocation. If the hearing upholds the decision, the recipient will be relocated. If the original bed is no longer available, some other reasonably suitable bed or location will be used. If the Hearings Officer denies the decision, the recipient will not be relocated.

E.
The nursing facility or swing-bed hospital itself may appeal the Office of Medical Services decision to the Administrator, Division of Human Services, Office of Medical Services.

F.
The Division of Human Services will not concur in the involuntary relocation of a NH Medicaid recipient unless there is an adequate discharge plan. In developing a discharge plan involving involuntary relocation, the following factors must be addressed in the plan for it to be considered adequate:

1.
The medical, social and rehabilitative needs of the NH Medicaid recipient and how they will substantially be met at the new location to the maximum extent reasonably possible in all circumstances.

2.
The proximity of the new location to the desired location of the NH Medicaid recipient.  Every reasonable effort must be made to locate the recipient as close to where he/she would like to be located.

3.
The interests and involvement of, and consultation with, the NH Medicaid recipient, family, or other interested parties, to the extent reasonably possible.

4.
The need for follow-up services, if any, and how they will be met at the new location.

5.
The physical description, location, and suitability of the new location for reasonably meeting the recipient's needs.

6.
The attending physician's medical opinion of the relocation (not limited to possible physical effects of the relocation).

7.
The Division of Human Services will not concur in the discharge of a NH Medicaid recipient from a swing-bed hospital bed if the sole reason the hospital is transferring or discharging the recipient is because the hospital is in need of an acute care bed.


Please refer to the New Hampshire Nursing Facility Billing Manual for further TAD information

SWING BED ANCILLARIES

Swing bed ancillary charges are reimbursed at a percentage of the rate set by the Medicare fiscal intermediary in accordance with Federal Regulations.

Swing bed ancillaries are billed on the UB-92 claim form using the following Revenue Codes:

250-259
Pharmacy
270-279
Medical Supplies
300-319
Laboratory Services
410-419
Respiratory Services
420-429
Physical Therapy
430-439
Occupational Therapy
440-449
Speech and Language Therapy

Type of Bill, Field 4, should be "28X" for level of care 5 (SNF) or "68X" for level of care 6 (ICF).  Span date billing for ancillary charges are allowed only with one of these two bill types.

PLEASE NOTE I:  Refer to the UB-92 Swing Bed instructions to determine which number should be used for the 3rd digit of the Type of Bill.

PLEASE NOTE II:  When a service is provided to a swing bed recipient and the ancillary revenue code does not fall within  the approved list of  swing bed ancillaries, the service may be billed on a general outpatient claim, TOB 131.  

UB 92 SWING BED ANCILLARY CLAIM INSTRUCTIONS ONLY

The UB-92 Claim Form is required. Paper or Electronic submissions accepted.  See sample Swing Bed paper claims on page 2-51.

Starred Form Locators are the minimum required fields for claims to process and adjudicate correctly.  Refer to the Third Party Billing Section (following the claim instructions) for details on how to bill a claim when the  recipient has other insurance and/or Medicare.

FORM LOCATOR




CONTENT
	*
	1.
	Provider Name, Address and Telephone Number
	Submit name as it appears on the Provider enrollment application. 

	*
	2.
	Program Indicator
	Enter:  NH Medicaid Swing Bed

	
	3.
	Patient Control Number
	Enter the 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.

	*
	4.
	Type of Bill
	Enter the applicable type of bill.  Only the following information is acceptable:

Type of Facility - 1st digit
2 = SNF Swing Bed Facility

6 = ICF Swing Bed Facility

Classification - 2nd digit
8 = Swing Bed

Frequency - 3rd digit

1=Admit through discharge claim

2 = First interim claim

3 = Continuing interim claim

4 = Last interim claim

5 = Late charges

	
	5.
	Federal Tax Number
	N/A

	*
	6.
	Statement Covers Period
	Enter the span dates the recipient was treated for swing bed inpatient care.

	*
	7.
	Covered Days
	Enter number of covered days.

	
	8.
	Noncovered Days
	N/A

	
	9.
	Coinsurance Days
	N/A

	
	10.
	Lifetime Reserve Days
	N/A

	
	11.
	Unlabeled Field
	N/A

	*
	12.
	Patient Name
	Enter the recipient's last name, first name and middle initial.  Name must correspond with the name on the NH Medicaid ID Card.

	
	13.
	Patient Address
	Enter the recipient's address.

	
	14.
	Patient Birthdate
	Enter the recipient's date of birth.

	
	15.
	Patient's Sex
	N/A

	
	16.
	Patient Marital Status
	N/A

	*
	17.
	Admission Date
	Enter the date the recipient was admitted to receive care.

	
	18.
	Admission Hour
	N/A

	*
	19.
	Type of Admission
	Enter the appropriate code indicating the priority of admission:

1 = Emergency - recipient requires immediate medical care.

2 = Urgent - recipient requires medical attention as soon as possible for the treatment of a physical or mental disorder.

	*
	20.
	Source of Admission
	Enter the appropriate code indicating the source of this admission:

1 = Physician Referral - recipient admitted by personal physician.

2 = Clinic Referral - recipient admitted by clinic physician.

3 = HMO Referral - recipient admitted by a Health Maintenance Organization physician.

4 = Transfer from a Hospital - recipient transferred from another inpatient facility.

5 = Transfer from a SNF - patient transferred from a Skilled Nursing Facility.

6 = Transfer from Another Health Care Facility - recipient transferred from another acute care facility.

7 = Emergency Room - recipient admitted through emergency room physician.

9 = Information Not Available - recipient source of admission unknown.

	
	21.
	Discharge Hour
	N/A

	*
	22.
	Patient Status
	Enter the applicable patient status code as of the through date on the claim:

01 = Discharged to home or self care (routine discharge).

02 = Discharged/transferred to another short-term general hospital.

03 = Discharged/transferred to skilled nursing facility (SNF).

04 = Discharged/transferred to an intermediate care facility (ICF).

05 = Discharged/transferred to another type of institution (including distinct parts) or referred for outpatient services to another institution.

06 = Discharged/transferred to home under care of an organized home health service or organization.

07 = Left against medical advice or discontinued care.

24 = When the recipient is eligible for only a portion of the hospital stay, not including the day of discharge.

25 = When the recipient is eligible for the portion of the hospital stay which includes the date of discharge.

20 = Expired

30 = Still a patient

	
	23.
	Medical/Health Record Number
	N/A

	*
	24-30.
	Condition Codes
	Enter 01 to indicate yes - EPSDT/CHAP
                                            no - Family Planning

Enter 04 to indicate no - EPSDT/CHAP
                                            yes - Family Planning

Enter 81 to indicate yes to both programs

Enter 82 to indicate no to both programs

	
	31.
	Unlabeled Field
	N/A

	*
	32-35. A-B
	Occurrence Codes and Dates
	Enter the applicable code and associated date defining a significant event relating to this bill that may affect processing:

01 = Auto Accident

02 = Auto Accident/No Fault Insurance Involved

03 = Accident/Tort Liability

04 = Accident/Employment Related

05 = Other Accident

06 = Crime Victim

52 = Not an Accident

	
	36.   A-B
	Occurrence Span Codes and Dates
	N/A

	
	37.   A-C
	Unlabeled Field
	N/A

	
	38.
	Responsible Party Name and Address
	N/A

	
	39.-41. A-D
	Value Codes and Amounts
	N/A

	*
	42.
	Revenue Code
	Enter the code which identifies a specific accommodation, ancillary service or billing calculation.

	*
	43.
	Revenue Description
	Enter a narrative description of the related revenue categories included on this bill.

	
	44.
	HCPCS/Rates
	Enter HCPCS/Rates ONLY when revenue codes 300  - 319 are billed.

	
	45.
	Service Date
	N/A

	*
	46.
	Units of Service
	Units of service for all accommodation days on swing bed claims must be totaled and entered in the last block to correspond with total charges, Revenue Code 001.

	*
	47.
	Total Charges (by Revenue Code Category)
	Enter the total charges pertaining to the related revenue code.

	
	48.
	Noncovered Charges
	N/A

	
	49.
	Unlabeled Field
	N/A

	*
	50.   A-C
	Payer Identification
	Enter other insurance carriers on line A and B, if applicable.  Enter NH Medicaid information after all other insurance carrier information.

	*
	51.   A-C
	Provider Number
	Enter the 8 digit NH Medicaid provider number on corresponding line.

	
	52.   A-C
	Release of Information Certification Indicator
	N/A

	
	53.   A-C
	Assignment of Benefits Certification Indicator
	N/A

	
	54. A-C & P
	Prior Payments - Payer and Patients
	Enter the amount the provider has received toward payment of this bill prior to the NH Medicaid payment, if applicable.

	
	55. A-C & P
	Estimated Amount Due
	Enter the amount estimated by the provider to be due from NH Medicaid (estimated responsibility less prior payments), if applicable.

	
	56.
	Unlabeled Field
	N/A

	
	57.
	Unlabeled Field
	N/A

	*
	58.   A-C
	Insured's Name
	Enter the Medicaid recipient's last name, first name as it appears on the Medicaid ID Card.  If applicable, enter any other insurance subscriber's names on the lines prior to the Medicaid information.

	
	59.  A-C
	Patient's Relationship to Insured
	N/A

	*
	60.   A-C
	Certificate/Social Security Number/Health Insurance Claim/Identification Number


	Enter the recipient's Medicaid 11 digit ID number as it appears on the Medicaid ID Card.  If applicable, enter all other insurance policy numbers on the lines prior to the Medicaid information.

	
	61.   A-C
	Insured Group Name
	N/A

	
	62.   A-C
	Insured Group Number
	N/A

	
	63.   A-C
	Treatment Authorization Code
	Enter the prior authorization number that was assigned for the treatment covered by this bill, when applicable.

	
	64.   A-C
	Employment Status Code
	N/A

	
	65.   A-C
	Employer Name
	N/A

	
	66.   A-C
	Employer Name
	N/A

	*
	67.
	Principal Diagnosis Code
	Enter the ICD-9-CM codes describing the principal diagnosis (i.e., the condition established after study to be chiefly responsible for occasioning the admission of the patient for care).

	*
	68.-75.
	Other Diagnosis Codes
	Enter any other ICD-9-CM diagnosis codes that may exist at the time of admission, or develop subsequently.

	
	76.
	Admitting Diagnosis
	Enter the ICD-9-CM diagnosis code provided at the time of admission as stated by the physician, if applicable.

	
	77.
	External Cause of Injury Code (E-Code)
	E-codes are not recognized for NH Medicaid .

	
	78.
	Unlabeled Field
	N/A

	
	79.
	Procedure Coding Method Used
	N/A

	*
	80.
	Principal Procedure Code and Date
	Enter the principal procedure (using the current year ICD-9-CM) that is performed for definitive treatment rather than one performed for diagnostic or exploratory purposes or to resolve a complication.

	
	81.   A-E
	Other Procedure Codes and Dates
	Enter other procedure codes that identify all significant procedures other than the principal procedure and the dates on which they were performed, if applicable.

	*
	82.   A-B
	Attending Physician ID
	Enter the 8 digit provider number assigned by NH Medicaid for the physician attending the swing bed patient.  This is the physician primarily responsible for the care of the patient from the beginning of this hospitalization.  If the provider number is not available, enter the physician's name.

	*
	83.   A-D
	Other Physician ID
	Line A - Enter the NH Medicaid provider number and/or the full name of the physician treating the patient.

Line B - Enter the NH Medicaid provider number and/or the full name of the physician who performed the procedure, if applicable.

	
	84.
	Remarks
	Enter any extenuating circumstances surrounding the claim, if applicable.

	*
	85.
	Provider Representative Signature
	Enter an authorized signature or signature stamp. Typed or computer generated signatures are not acceptable.

	*
	86.
	Date Bill Submitted
	Enter the date on which the bill was signed.


SWING BED UB 92 CLAIM EXAMPLE

COVERED SWING BED ANCILLARY REVENUE CODES

	250
	Pharmacy-General

	251
	Pharmacy-Generic

	252
	Pharmacy-Nongeneric

	257
	Pharmacy-Nonprescription

	258
	Pharmacy-IV Solution

	259
	Pharmacy-Other

	270
	Medical/Surgical Supplies-General

	272
	Medical/Surgical Supplies-Sterile Supply

	274
	Medical/Surgical Supplies-Prosthetic Device

	275
	Medical/Surgical Supplies-Pacemaker

	278
	Medical/Surgical Supplies-Other Implants

	279
	Medical/Surgical Supplies-Other

	300*
	Laboratory-General

	301*
	Laboratory-Chemistry

	302*
	Laboratory-Immunology

	303*
	Laboratory-Renal

	304*
	Laboratory-Non-Routine Dialysis

	305*
	Laboratory-Hematology

	306*
	Laboratory-Bacteriology/Microbiology

	307*
	Laboratory-Urology

	309*
	Laboratory-Other

	310*
	Pathological-General

	311*
	Pathological-Cytology

	312*
	Pathological-Histology

	314*
	Pathological-Biopsy

	319*
	Pathological-Other

	410
	Respiratory Services-General

	412
	Respiratory Services-Inhalation

	413
	Respiratory Services-Hyperbonic Oxygen

	419
	Respiratory Services-Other

	420
	Physical Therapy-General

	421
	Physical Therapy-Visit Charge

	422
	Physical Therapy-Hourly Charge

	423
	Physical Therapy-Group Rate

	424
	Physical Therapy-Evaluation/Re-evaluation

	429
	Physical Therapy-Other

	430
	Occupational Therapy-General

	431
	Occupational Therapy-Visit Charge

	432
	Occupational Therapy-Hourly Charge

	433
	Occupational Therapy-Group Rate

	434
	Occupational Therapy-Evaluation/Re-evaluation

	439
	Occupational Therapy-Other

	440
	Speech Therapy-General

	441
	Speech Therapy-Visit Charge

	442
	Speech Therapy-Hourly Charge

	443
	Speech Therapy-Group Rate

	444
	Speech Therapy-Evaluation/Re-evaluation

	449
	Speech Therapy-Other


*  HCPC CODE REQUIRED WHEN BILLING THIS REVENUE CODE. 

HOSPITAL BASED RURAL HEALTH CLINICseq number \h
The following guidelines represent the billing requirements for Hospital Based Rural Health Clinics (HBRHC).

RECIPIENT ELIGIBILITY

All NH Medicaid recipients are eligible for hospital based rural health services when the services are performed by a qualified Hospital Based Rural Health Clinic.

PROVIDER PARTICIPATION

To participate in the NH Medicaid program, all providers must be:

A.
certified as a Hospital Based Rural Health Clinic by Medicare;

B.
enrolled in the NH Medicaid program;

C.
composed of licensed and N.H. Board certified practitioners;

D.
able to provide medical care on an outpatient basis; and

E.
adhere to the billing guidelines outlined in this manual.

REIMBURSEMENT

A.
Recipient encounters with more than one health professional, or 

multiple encounters with the same health professional, which take

place on the same day for the same diagnosis or treatment, shall be

counted as one encounter.  Cases in which the patient, subsequent 

to the first encounter, suffers illness or injury requiring additional 

diagnosis or treatment on the same day may be billed as separate

encounters.

B.
Payment shall be made in accordance with encounter code rates

established by the Department of Health and Human Services. 


C.
When billing lab services, revenue codes 300 through 319 MUST 

be billed with the corresponding HCPC code identified in Field 44.

D.
The services provided by a Hospital Based Rural Health Clinic shall 
be subject to all limits, including, but not restricted to, the limit of   
18 outpatient visits per recipient per State fiscal year.

ENCOUNTER CODE BILLING

New Hampshire Medicaid requires that Hospital Based Rural Health Clinics bill their encounters using the revenue code 521 on the  UB92 claim form.

FEE FOR SERVICE BILLING

Certain procedures performed in a Hospital Based Rural Health Clinic should be billed on a fee for service basis.  Below is a listing of revenue codes which may be billed fee for service.

COVERED HOSPITAL BASED RURAL HEALTH CLINIC REVENUE CODES
	250
	Pharmacy, General

	259
	Other Pharmacy

	260
	IV Therapy, General

	270
	Medical/Surgical Supplies and Devices, General

	300*
	Laboratory, General

	311*
	Laboratory, Cytology

	320
	Radiology, Diagnostic, General

	321
	Angiocardiography

	391
	Blood Administration

	410
	Respiratory Services, General

	412
	Inhalation Services

	420
	Physical Therapy, General

	430
	Occupational Therapy

	440
	Speech Therapy

	470
	Audiology, General

	730
	EKG/EEG, General

	740
	EEG, General

	921
	Peripheral Vascular

	922
	Electromylogram

	923
	Pap Smear


* HCPC CODE REQUIRED WHEN BILLING THIS REVENUE CODE.

COVERED SERVICES

Hospital Based Rural Health Clinic encounters include:

The services of a physician, when the physician has an agreement to be paid by the clinic for such services;

The services of a nurse practitioner, or physician assistant, provided within the scope of his/her training and/or certification; and

The services and supplies that are furnished as incidental to the professional services of a physician, nurse practitioner, or physician assistant.

HOSPITAL BASED RURAL HEALTH CLINIC

UB 92 CLAIM INSTRUCTIONS ONLY

The UB-92 Claim Form is required. Paper or Electronic submissions are accepted.  See sample outpatient paper claim on page 2-64.

Starred Form Locators are the minimum required fields for claims to process and adjudicate correctly.  Refer to the Third Party Billing Section (following the claim instructions) for details on how to bill a claim when the  recipient has other insurance and/or Medicare.

FORM LOCATOR
CONTENT

	*
	1.
	Provider Name, Address and Telephone Number
	Submit name as it appears on the Provider enrollment application.

	*
	2.
	Program Indicator
	Enter:  NH Medicaid HBRHC

	
	3.
	Patient Control Number
	Enter the 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.

	*
	4.
	Type of Bill
	Enter the applicable type of bill.  Only the following information is acceptable:

Type of Facility - 1st digit
1 = Outpatient

Classification - 2nd digit
3 = Outpatient

Frequency - 3rd digit

1 = Admit through discharge claim

7 = Replacement of prior claim (use only after rebilling PRO recoupment of claim)

	
	5.
	Federal Tax Number
	N/A

	*
	6.
	Statement Covers Period
	Enter the NH Medicaid covered date.  (Span dates are not allowed, from and through dates MUST BE the same date.)

	
	7.
	Covered Days
	Enter the number  1  for covered days.  

	
	8.
	Noncovered Days
	N/A

	
	9.
	Coinsurance Days
	N/A

	
	10.
	Lifetime Reserve Days
	N/A

	
	11.
	Unlabeled Field
	N/A

	*
	12.
	Patient Name
	Enter the recipient's last name, first name and middle initial.  Name must correspond with the name on the NH Medicaid ID Card.

	
	13.
	Patient Address
	Enter the recipient's address.

	
	14.
	Patient Birthdate
	Enter the recipient's date of birth.

	
	15.
	Patient's Sex
	N/A

	
	16.
	Patient Marital Status
	N/A

	
	17.
	Admission Date
	Enter the date the recipient received care.

	
	18.
	Admission Hour
	N/A

	
	19.
	Type of Admission
	N/A

	
	20.
	Source of Admission
	N/A

	
	21.
	Discharge Hour
	N/A

	*
	22.
	Patient Status  (Note:  Required only when submitting electronically)
	Enter the applicable patient status code as of the through date on the claim:

01 = Discharged to home or self care (routine discharge).

02 = Discharged/transferred to another short-term general hospital.

03 = Discharged/transferred to skilled nursing facility (SNF).

04 = Discharged/transferred to an intermediate care facility (ICF).

05 = Discharged/transferred to another type of institution (including distinct parts) or referred for outpatient services to another institution.

06 = Discharged/transferred to home under care of an organized home health service or organization.

07 = Left against medical advice or discontinued care.

20 = Expired

	
	23.
	Medical/Health Record Number
	N/A

	*
	24-30.
	Condition Codes
	Enter 01 to indicate yes - EPSDT/CHAP
                                            no - Family Planning

Enter 04 to indicate no - EPSDT/CHAP
                                            yes - Family Planning

Enter    81 to indicate yes to both programs

Enter    82 to indicate no to both programs

	
	31.
	Unlabeled Field
	N/A

	*
	32-35. A-B
	Occurrence Codes and Dates
	Enter the applicable code and associated date defining a significant event relating to this bill that may affect processing:

01 = Auto Accident

02 = Auto Accident/No Fault Insurance Involved

03 = Accident/Tort Liability

04 = Accident/Employment Related

05 = Other Accident

06 = Crime Victim

52 = Not an Accident

	
	36.   A-B
	Occurrence Span Codes and Dates
	N/A

	
	37.   A-C
	Unlabeled Field
	N/A

	
	38.
	Responsible Party Name and Address
	N/A

	
	39.-41. A-D
	Value Codes and Amounts
	N/A

	*
	42.
	Revenue Code
	Enter the code which identifies the encounter or service.

	*
	43.
	Revenue Description
	Enter a narrative description of the related revenue categories included on this bill.

	*
	44.
	HCPCS/Rates
	Enter HCPCS/Rates ONLY when revenue codes billed are 300  - 319.

	
	45.
	Service Date
	N/A

	
	46.
	Units of Service
	Units of service for outpatient claims must be totaled and entered in the last block to correspond with total charges.

	*
	47.
	Total Charges (by Revenue Code Category)
	Enter the total charges pertaining to the related revenue code for the current billing period as entered in the statement covers period. (No span billing dates allowed.)

	
	48.
	Noncovered Charges
	N/A

	
	49.
	Unlabeled Field
	N/A

	*
	50.   A-C
	Payer Identification
	Enter other insurance carriers on line A and B, if applicable.  Enter NH Medicaid information after any other insurance carrier information.

	*
	51.   A-C
	Provider Number
	Enter the 8 digit NH Medicaid provider number on corresponding line.

	
	52.   A-C
	Release of Information Certification Indicator
	N/A

	
	53.   A-C
	Assignment of Benefits Certification Indicator
	N/A

	
	54. A-C & P
	Prior Payments - Payer and Patients
	Enter the amount the provider has received toward payment of this bill prior to the NH Medicaid payment, if applicable.

	
	55. A-C & P
	Estimated Amount Due
	Enter the amount estimated by the provider to be due from NH Medicaid (estimated responsibility less prior payments), if applicable.

	
	56.
	Unlabeled Field
	N/A

	
	57.
	Unlabeled Field
	N/A

	*
	58.   A-C
	Insured's Name
	Enter the Medicaid recipient's last name, first name as it appears on the Medicaid ID Card.  If applicable, enter any other insurance subscriber's names on the lines prior to the Medicaid information.

	
	59.  A-C
	Patient's Relationship to Insured
	N/A

	*
	60.   A-C
	Certificate/Social Security Number/Health Insurance Claim/Identification Number
	Enter the recipient's NH Medicaid 11 digit ID number as it appears on the NH Medicaid ID Card.  If applicable, enter any other insurance policy numbers on the lines prior to the NH Medicaid information.

	
	61.   A-C
	Insured Group Name
	N/A

	
	62.   A-C
	Insured Group Number
	N/A

	
	63.   A-C
	Treatment Authorization Code
	Enter the prior authorization number that was assigned for the treatment covered by this bill, when applicable.

	
	64.   A-C
	Employment Status Code
	N/A

	
	65.   A-C
	Employer Name
	N/A

	
	66.   A-C
	Employer Name
	N/A

	*
	67.
	Principal Diagnosis Code
	Enter the ICD-9-CM codes describing the  diagnosis (i.e., the condition established after study to be chiefly responsible for provision of treatment to the patient.

	
	68.-75.
	Other Diagnosis Codes
	Enter any other ICD-9-CM diagnosis codes that may exist at the time of service, or develop subsequently.

	
	76.
	Admitting Diagnosis
	Enter the ICD-9-CM diagnosis code provided at the time of admission as stated by the physician, if applicable.

	
	77.
	External Cause of Injury Code (E-Code)
	Enter the ICD-9-CM diagnosis "E-codes" if applicable.

	
	78.
	Unlabeled Field
	N/A

	
	79.
	Procedure Coding Method Used
	N/A

	
	80.
	Principal Procedure Code and Date
	Enter the procedure (using the current year ICD-9-CM) that is performed for definitive treatment rather than one performed for diagnostic or exploratory purposes or to resolve a complication.

	
	81.   A-E
	Other Procedure Codes and Dates
	Enter other procedure codes that identify all significant procedures other than the procedure and the dates on which they were performed, if applicable.

	*
	82.   A-B
	Attending Physician ID
	Enter the 8 digit provider number assigned by NH Medicaid for the attending physician.

	*
	83.   A-D
	Other Physician ID
	Line A - Enter the NH Medicaid provider number and/or the full name of the physician treating the patient.

Line B - Enter the NH Medicaid provider number and/or the full name of the physician who performed the procedure, if applicable.

Required only when surgery/procedure is billed.

	
	84.
	Remarks
	Enter any extenuating circumstances surrounding the claim, if applicable.

	
	85.
	Provider Representative Signature
	Enter an authorized signature or signature stamp. Typed or computer generated signatures are not acceptable.

	*
	86.
	Date Bill Submitted
	Enter the date on which the bill was signed.


HOSPITAL BASED RURAL HEALTH CLINIC

 UB 92 CLAIM EXAMPLE

THIRD PARTY BILLING

Instructions below are for  paper submissions.
A.
Medicare

Payment

If  Medicare makes a payment you may bill NH Medicaid using the Medicare Explanation of Benefits (EOMB) or Medicare Remittance Advice.  You must indicate on the EOMB the Medicaid identification provider name and provider number, and recipient's NH Medicaid number.  Please circle the detail in blue or black ink on the EOMB of the claim being submitted.  DO NOT HIGHLIGHT OR USE COLORED INK.

Please Note: Only one payment request is allowed per transaction control number.  Therefore, you cannot bill multiple recipients on the same EOMB or multiple claims for the same recipient on one EOMB, you can only bill one Medicare control number per EOMB.

The above must be done ONLY if the claim does not cross over electronically from Medicare to NH Medicaid.
Non-Allowed Services
If Medicare does not allow services billed (the amount is $0.00 in the Medicare Allowed column on the EOMB), you must write the provider name, provider number, recipient's NH Medicaid identification number, and (type of service on Part B claims only)  on the EOMB and circle the claim lines to be processed.  Additionally, attach the EOMB to a COMPLETED UB-92 claim form (UB on top), complete Fields 50, 58, and 60 on the UB-92 and submit to EDS for processing.

TYPE OF SERVICE  (For Part B Claims Only)

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

 Denial

If the service is approved by Medicare but denied for payment you must complete Fields 50, 58, and 60.  There are two options for substantiating the denial; you may attach the EOMB to the UB-92 with the detail circled OR indicate in Field 84 the reason for the denial from Medicare (you do not need to attach the EOMB if the second option is chosen).  
The above must be done ONLY if the claim does not cross over electronically from Medicare to NH Medicaid.

Reminder: Only one payment request is allowed per transaction control number.  Therefore, you cannot bill multiple recipients on the same EOMB, you can only bill one Medicare control  number per EOMB.  Always circle the claim information to be processed.

B.        No Medicare A Benefits and/or Exhausted Benefits

In some cases a recipient may not have Medicare Part A entitlement, therefore only those services covered under Part B may be billed to Medicare.  Follow the steps below for proper Medicaid processing:

1.
Submit ancillary services to your Medicare Intermediary as Part B billing, indicating that the recipient is Medicaid eligible.  The Medicare claim will cross over to Medicaid.

2.
Medicaid will pay coinsurance and deductible for  Part B services up to the Medicaid allowed amount.

3.
Bill Medicaid for the inpatient stay with the following guidelines:

· Type of Bill 111 

· Include in the billing all accommodation and all ancillary services, (billing Medicaid for the entire stay)

· In Field 50A, indicate Medicare B / Medicaid, respectively.

· Indicate in form locator 50 Insurance code 88 (Medicare has been billed)

· Other Insurance amount should equal what Medicare and Medicaid have paid  combined for the Part B services in form locator 54.

· In Field 55C indicate the net balance (the difference between the total claim and the Medicare/Medicaid payments).

· Indicate in the "remarks" section, form locator 84, of the  claim, "No Medicare Part A Entitlement.”

· Medicaid will pay based on Diagnosis Related Group (DRG), less the previous payments.

ONLY USE BLUE OR BLACK INK COLORS, NEVER HIGHLIGHT OR USE COLORED INK ON THE CLAIM.

C.
No Medicare B Benefits

In some cases a recipient may not have Medicare Part B entitlement, therefore only those services covered under Part A may be billed to Medicare.  Follow the steps below for proper Medicaid processing:

1. Submit Medicare Intermediary Part A, (Accommodation charges), indicating patient has Medicaid.  The Medicare claim will cross over to Medicaid.

2. Medicaid will pay coinsurance and deductible for  Part A services.

3. Bill Medicaid for Part B (ancillary portion) of the patient’s stay with the following guidelines:

· Type of Bill 131 

· Submit ancillary and/or any other services Medicare does not cover.

· Indicate in form locator 50 Insurance code 88 (Medicare has been billed)

· Indicate in the "remarks" section, form locator 84, of the claim, "No Medicare Part B Entitlement.”


D.
Other Insurance

Payment
If other insurance makes a payment,  you must enter the name of the other insurance carrier in form locator 50, lines A and B, the corresponding policy number in form locator 60, lines A and B, the name of the insured in form locator 58, lines A and B, and indicate the amount paid by the other carrier in form locator 54, and identify the balance due from NH Medicaid in form locator 55, line C.

Denial

If other insurance denies you must still complete the form locator identified above but there will be no payment, so form locator 54 will indicate $0.00 paid and form locator 55 will show the entire balance due from NH Medicaid.  To substantiate the reason for no payment you have two options, you may attach the Explanation of Benefits from the other insurance carrier to the UB-92 OR you may indicate concisely in form locator 84 on the UB the reason for the denial (you do not need to attach the EOB if the second option is chosen).

E.
No Insurance Coverage or Insurance Coverage has Changed

If a recipient denies having third party liability or the coverage has changed, please do one of the following:

1.
Contact the Communications Unit, inform the representative 
that the recipient has indicated they no longer have insurance or 
their insurance has changed.





OR

2.
Request the recipient to contact their District Office for  
verification and possible updating of the insurance 
information on file.

Submit your claim with the following statement in form locator 84 of the UB-92:

"This patient has no other medical insurance coverage"
If the payment is then denied for third party liability, contact the EDS Communications Unit at 1-800-423-8303 (in-state) or 1-603-224-1747 (out of state) for further follow-up.

F.
Non-Covered Services

If the provider is aware of other insurance, but the particular service is not covered by  the other insurance:

Submit your claim with the following statement in form locator 84 of the claim form:

"Non-covered service by [name of third party]"

Complete form locators 50, 55, 58, and 60.

G.
No Response from Third Party

If a claim is pending with the other insurance and the date of service is at least six (6) months old but not over the one-year billing limitation:

Submit your claim with the following statement in form locator 84 of the claim form:

"No response from [name of third party] received within 6 months"

Complete form locators 50, 55, 58, and 60.

 PHYSICIAN FEES

Physician fees appearing on the hospital UB-92 form must be shown as follows:

A.
For Radiology and Pathology, the professional component charge is included as part of the total charge for services.

B.
Professional component charges for all other services must be shown separately.  When billing the correct revenue code in the range 960 through 986 refer to matrix for covered revenue codes.

HOSPITAL MEDICAID GUIDELINES FOR ABORTIONS, STERILIZATION AND HYSTERECTOMIES

The following guidelines are the responsibility of the attending physician.  Please use these to verify that all documentation is accurate and complete prior to patient admission for these procedures.  In all cases, the applicable forms must be submitted with the claim.

DEFINITIONS

A.
Abortion - A procedure causing the premature expulsion or extraction from the uterus for the purpose of terminating the pregnancy and the products of conception.  Abortions are not considered family planning services.

B.
Sterilization - Any surgical procedure which renders an individual permanently incapable of reproducing and which is not a necessary part of treatment of an existing illness or injury, or is medically indicated as an operation on the genitourinary tract.

C.
Hysterectomy - A surgical procedure for the purpose of removing the uterus.  Hysterectomies are not considered family planning services.

D.
Institutionalized Individual - An individual who is:

1.
involuntarily confined or detained, under a civil or criminal statute, in a correctional or rehabilitative facility, including a mental hospital or other facility for the care and treatment of mental illness, etc.; or

2.
confined under a voluntary commitment to a mental hospital or other facility for the care and treatment of mental illness.

E.
Informed Consent - The voluntary, knowing assent from the recipient on whom the sterilization is to be performed after the recipient has been given:

1.
an understandable explanation verbally and in writing of the procedures to be followed and an understanding of the irrevocable nature of such procedures;

2.
a description of the attendant discomforts and risks;

3.
a description of the benefits to be expected;

4.
counseling concerning the appropriate alternative methods;

5.
an offer to answer inquiries concerning the procedures; and

6.
instructions that the recipient is free to withhold or withdraw consent at any time prior to the sterilization without jeopardizing, or losing, any benefits provided by the Division of Human Services to which the recipient may be entitled.

F.
Mentally Incompetent Individual - An individual who has been declared incompetent by a Federal, State or local court of competent jurisdiction for any purpose unless the individual has been declared competent for purposes which include the ability to consent to sterilization.

ABORTIONS

The NH Medicaid Program will not pay for hospitalization, anesthesia, surgical, obstetrical or medical procedures to induce or accomplish abortions, except under the following circumstance:

When a physician has found, and so certified in writing to the New Hampshire Division of Human Services, Office of Medical Services, that on the basis of his/her professional judgment, the life of the mother would be endangered if the fetus were carried to term, and has provided the name and address of the mother.

Charges for abortions must be submitted on the UB-92 claim form, with "Certification of Need to Terminate Pregnancy", Form 904, attached.

Treatment of incomplete or missed abortion and of ectopic pregnancies does not require certification.

Physicians performing abortions are responsible for the following:

A.
informing recipients of their rights, alternatives, procedures and risks;

B.
obtaining all necessary documentation and consent;

C.
submitting charges for physicians services on the HCFA-1500 claim form with Form 904, "Certification of Need to Terminate Pregnancy" attached.

All abortion certifications and documentation, for a period of three (3) years, will be maintained to safeguard against improper disclosure of any information contained in these documents.

STERILIZATION

All sterilization claims must be processed in accordance with Federal guidelines. No payment is made for sterilization of a recipient who is either under age 21, mentally incompetent or institutionalized. No payment is made for hysterectomy solely for the purpose of rendering an individual permanently incapable of reproducing. [No payment will be made if there is more than one purpose for the procedure and the hysterectomy would not have been performed otherwise.]

Payments will be made for emergency, non-emergency or voluntary contraceptive sterilization provided that:

A.
The sterilization is performed at the request of a mentally competent, non-institutionalized recipient at least 21 years old at the time consent was obtained;

B.
The recipient is advised at the outset and prior to giving informed consent, that no benefits provided by the Division of Human Services will be withdrawn because of a recipient's decision not to be sterilized;

C.
Informed consent is obtained from the recipient on Form 112, Sterilization Consent Form, which must be attached to the UB-92 claim form when submitting charges;

D.
The procedure is completed at least 30 days but not more than 180 days after the signing of Form 112 (consent may be withdrawn at any time prior to the procedure);

E.
In the case of premature delivery, the physician certifies that the sterilization was performed not less than 72 hours after Form 112 was signed and provided the expected date of delivery was at least 30 days from the signing of Form 112;

F.
In the case of emergency abdominal surgery, the physician certifies that the sterilization was performed not less than 72 hours after Form 112 was signed and describes the circumstances;

G.
Documentation of informed consent includes the signature of the recipient, the person obtaining the consent, the interpreter if used, and the attending physician;

H.
The physician who performed the procedure was the physician authorized on the consent form;

I.
The physician signs and dates the consent form after performing the sterilization procedure. This may be the same day of the procedure, depending upon the time of the procedure, or a date following the procedure.

J.
Physicians performing sterilizations are responsible for the following:

1.
Informing recipients of their rights, alternatives, procedures and risks;

2.
Obtaining all necessary documentation and consent;

3.
Submitting charges for physicians services on the HCFA-1500 claim form with Form 112, Sterilization Consent Form attached.


NOTE:  NH Medicaid will not pay for reversal of voluntary sterilization procedures.

Please Note: Any provider submitting charges for sterilization procedures must attach a legible copy of the Sterilization Consent, Form 112, to the claim and mail to EDS for processing. Any claims received without a valid consent form attached will be denied.

All Sterilization certifications and documentation for a period of three (3) years, will be maintained to safeguard against improper disclosure of any information contained in these documents.

HYSTERECTOMY

A.
All hysterectomy claims must be processed in accordance with Federal guidelines. No payment is made for a hysterectomy solely for the purpose of rendering an individual permanently incapable of reproducing. No payment will be made if there is more than one purpose to the procedure and the hysterectomy would not be performed but for the purpose of rendering the individual permanently incapable of reproducing.

B.
Payment will be made for hysterectomies not covered by the above only if:

1.
The person securing the informed consent has informed the recipient orally and in writing that the hysterectomy will render her permanently incapable of reproducing.  The recipient or her representative, the physician and a witness must sign a written acknowledgment of the receipt of that information, Form 910, Acknowledgment of Sterilization as a Result of Hysterectomy, prior to performance of the procedure, a copy of which must accompany the claim.

2.
For Hysterectomy Exceptions, the recipient was already sterile at the time of the hysterectomy, or if the recipient requires an emergency hysterectomy because of a life threatening emergency situation.  The emergency situation must render the recipient incapable of understanding or responding to the information pertaining to the acknowledgment agreement because of the emergency nature of her admission. The Exception to Acknowledgment Requirement, Form 911, must be completed and a copy must accompany the claim.

C.
Physicians performing hysterectomies are responsible for the following:

1.
Informing recipients of their rights, alternatives, procedures and risks;

2.
Obtaining all necessary documentation and consent;

3.
Submitting charges for physicians services on the HCFA-1500 claim form with Form 910, Acknowledgment of Sterilization as a Result of Hysterectomy, or Form 911, Exception to Acknowledgment Requirement attached.

COMPLETED FORM 904 - CERTIFICATION OF NEED TO TERMINATE PREGNANCY

SAMPLE

COMPLETED FORM 112 - STERILIZATION CONSENT FORM

SAMPLE

COMPLETED FORM 910 - ACKNOWLEDGMENT OF STERILIZATION AS A RESULT OF HYSTERECTOMY

SAMPLE

COMPLETED FORM 911 - EXCEPTION TO ACKNOWLEDGMENT REQUIREMENT

SAMPLE

PRIOR AUTHORIZATION

Prior authorization is required for:

A.
Out of state inpatient hospitalizations;

B.
Procedures in excess of the Medicaid medically necessary service limits.

C.
Reconstructive Surgery

D.
Transplant Surgery

CPT CODES

Automated hemogram indices (CPT Codes 85029 and 85030) were never covered by NH Medicaid.  These codes will be updated in the system as PAC 9 codes (non-covered services) with dates of service beginning April 1, 1996.  Codes 85029 and 85030 are should not be reimbursed as HCFA considers indices as measurements that are automatically calculated along with the performance of each hematology profile.

CPT guidelines state that any combination of automated tests must be bundled together into the appropriate automated panel procedure code (see attached list).  Automated tests are not paid for as individual tests if broken out of an automated laboratory report.  Only the fee for the automated panel procedure will be paid.

The CPT Codes which should be bundled into panels when submitted for payment  are listed below.  These codes should not be paid as individual lab tests when combinations are billed for the same client on the same date of service.

Chemistry Panel Test CPT Code Description
Subject To Paneling
Albumin

82040

Bilirubin Total OR Direct

82250

Bilirubin Total AND Direct

82251

Calcium

82310

Carbon Dioxide Content

82374

Chlorides

82435

Cholesterol

82465

Creatnine

82565

Glucose

82947

Lactic Dehydrogenase (LDH)

83615

Alkaline Phosphatase

84075

Phosphorous

84100

Potassium

84132

Total Protein

84155

Total Protein

84160

Sodium

84295

Transaminase (SGOT)

84450

Transaminase (SGPT)

84460

Blood Urea Nitrogen (BUN)

84520

Uric Acid

84550

Chemistry Panel CPT Code Description
CPT Code
1 or 2 clinical chemistry automated multichannel test(s)

80002

3 clinical chemistry automated multichannel tests

80003

4 clinical chemistry automated multichannel tests

80004

5 clinical chemistry automated multichannel tests

80005

6 clinical chemistry automated multichannel tests

80006

7 clinical chemistry automated multichannel tests

80007

8 clinical chemistry automated multichannel tests

80008

9 clinical chemistry automated multichannel tests

80009

10 clinical chemistry automated multichannel tests

80010

11 clinical chemistry automated multichannel tests

80011

12 clinical chemistry automated multichannel tests

80012

13-16 clinical chemistry automated multichannel tests

80016

17-18 clinical chemistry automated multichannel tests

80018

19 or more clinical chemistry automated multichannel tests
80019

NON-COVERED INPATIENT/OUTPATIENT SERVICES

Services not covered by the NH Medicaid Program include but are not limited to:

A.
Broken appointments

B.
Cosmetic surgery

C.
Detoxification centers

D.
Dietary services

E.
Experimental surgery as determined by Medicare guidelines

F.
Hospital inpatient care which is not medically necessary

G.
Occupational ailments or injury

H.
Operations for impotency

I.
Physicians care in a non-medical government public 
institution

J.
Reversal of voluntary sterilization

K.
Services ancillary or directly related to a non-covered service or 
procedure

L.
Services or items that are free to the public

M.
Sex change operations

If any of the above services are provided to a NH Medicaid recipient, you must inform them it is non-covered by NH Medicaid prior to providing the service.  The recipient is then responsible for payment if they choose to proceed with the service.

CLAIMS DISPOSITION INFORMATION

REMITTANCE ADVICE (RA)

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

Please Note:  Some providers that are enrolled with New Hampshire Medicaid are issued more than one provider number for services rendered. When a provider submits claims with different provider numbers to EDS, that provider will receive an RA for claims submitted under each provider number.

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.  

Please note:  The Banner Page ALWAYS supersedes billing manual information.  Check the Banner Page for any possible changes every week the RA is received. 

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

BANNER PAGE EXAMPLE

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 Medicaid allowance.  Message numbers (EOBs) under the claim header and details indicate the reason(s) for the payment amount.

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 20 Explanation of Benefits (EOBs) per header and per detail.

Please Note:   Inpatient claims are reimbursed by DRG.  An inpatient claim will process and pay or deny the entire claim.



 Outpatient claims are reimbursed as a  percentage of the rate set by the Medicare fiscal intermediary in accordance with Federal regulations.  An outpatient claim will process and pay by each detail on the claim.

IN PROCESS CLAIMS - Claims requiring manual review by either EDS or OMS will be identified in this section prior to disposition.  The purpose of this section is to inform the provider that EDS has received the claim, and payment or denial will be forthcoming.  The claim will appear in this section of the RA once.

Please Note:  If a claim has been submitted to EDS, and has been “IN PROCESS” for more than 4 weeks, please submit a status inquiry request form to EDS for current claim information. 

ADJUSTED CLAIMS - Claims for which adjustments have been processed to correct payment issues such as overpayment, underpayment, or payment to the wrong provider.  Adjustments may also be processed to correct nonpayment issues as well, such as dates of services, or epsdt indicators.  

Reminder: Only paid TCN details can be adjusted, a denied claim CAN NOT be adjusted .

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

TPL INFORMATION AND - The "TPL Information" represents other insurance and Medicare information for recipients with related denials on the Remittance Advice.

EARNINGS DATA - 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 last page of the Remittance Advice.

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

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 Medicaid identification number.

TCN - Each claim and its attachments received by EDS is assigned a unique identifying number called the Transaction Control Number (TCN).  This number is displayed in the third column on the RA.  The 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:


DIGIT



      DESCRIPTION

1-2

Valid region code values for Paper Claims are: 




10 - Computer Generated  or Hand Written




20 - TADs




18 - Priority Keyed claims




19 - No Duplicate Services




Valid region code values for ECS claims are: 




41 - Tape Crossover Claims




42 - ECS Tad Claims




30 - Point-of Sale Claims (pharmacy only)




44 - UB 92 & HCFA Claims 

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 at EDS.

7-9

Three digits indicating the Julian Date on which EDS 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 EDS control purposes.  These numbers uniquely identify the claim and allow personnel to access the claim both manually and through the computer.

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.

DRG - See “INPATIENT REIMBURSEMENT” section.

BLD AMT - The amount charged for the service.

ALW AMT - The Medicaid allowed reimbursement.

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

OUTLIER AMT - Outlier Days X Outlier Per Diem = Outlier Amount 

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 to middle 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.

REV/PROC - The revenue and procedure codes as they appear 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

DENIED CLAIMS RA EXAMPLE

IN PROCESS CLAIMS RA EXAMPLE

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 Medicaid 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.

DRG -  See “INPATIENT REIMBURSEMENT” section.

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

ALW AMT - The Medicaid allowed reimbursement on the adjusted claim.

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

OUTLIER AMT - Outlier Days X Outlier Per Diem = Outlier Amount.               

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 to middle 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.

REV/PROC - The revenue and procedure codes as they appear 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 ass 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.

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:

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

MID - The recipient's Medicaid 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) for the provider processed during the past week.

FINANCIAL ITEMS REASON CODE DESCRIPTIONS - A list of all financial reason codes and their descriptions referenced in the above section for the provider.

FINANCIAL ITEMS RA EXAMPLE

TPL INFORMATION

The TPL and Medicare Information Report displays the recipients for whom claims denied for other insurance during the week, it is generated only when such transactions occur.  The report lists only the insurance carrier that caused the claim to fail. 

RECIPIENT NAME - The name of the recipient who had other insurance coverage for the denied claim.

TCN - The Transaction Control Number assigned to each denied claim.

HVER - The header version number corresponds to the TCN and indicates the version of the claim.  The original header has a version number of '00'.  Subsequent version numbers (01, 02, etc.) are the result of adjustments made to the header.

DVER - The detail version number corresponds to the detail and indicates the version of the detail.  The original detail has a version number of '00'.  Subsequent version numbers (01, 02, etc.) are the result of adjustments made to the detail.

DNUM - The detail number corresponds to the TCN and indicates the detail of the claim.

OTHER INSURANCE - The name and address of the insurance carrier with whom the recipient has other insurance coverage.

CARRIER CODE - The carrier code of the insurance carrier listed above.

POLICY NAME - The name of the person who holds the insurance policy.

RELATIONSHIP DESCRIPTION - The relationship between the recipient and the policy holder.

POLICY - The policy number of the insurance policy that the recipient holds with the insurance carrier.

GROUP - The group number that the insurance policy falls under.  This field is only populated if the recipient's insurance policy is a group policy.

MEDICARE - This field indicates the Medicare type.  Possible values are 'PART A' and 'PART B'.

MEDICARE ID - The Medicare ID of the recipient, if applicable.

EARNINGS DATA AND ERROR MESSAGES REPORT

The Earnings Data and Error Messages Report displays the financial data for the current RA and year-to-date.  The 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 Medicaid 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 Medicaid 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.

TPL INFORMATION, EARNINGS DATA, AND ERROR MESSAGES RA EXAMPLE
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