MENTAL HEALTH
NEW HAMPSHIRE MEDICAID BILLING MANUAL


MAY 13, 1994


PART II: PROVIDER SPECIFIC BILLING GUIDELINES

GENERAL PROVISIONS
2-1

MEDICATION RELATED SERVICES
2-1

PSYCHOTHERAPEUTIC AND EMERGENCY SERVICES
2-2

ASSESSMENTS, EVALUATIONS, AND TESTING
2-4

PARTIAL HOSPITALIZATION SERVICES
2-5

CASE MANAGEMENT SERVICES
2-8

MENTAL ILLNESS MANAGEMENT SERVICES (MIMS)
-12

CERTIFICATION STATUS FOR MENTAL HEALTH
2-15

SERVICES TO DETERMINE MEDICAID ELIGIBILITY
2-15

PROCEDURE CODE LISTING
2-17

SERVICES NOT OTHERWISE CLASSIFIED
2-19

PROVIDER ELIGIBILITY AND APPROVAL
2-19

PROVIDER PARTICIPATION
2-20

PSYCHOTHERAPY QUALIFICATIONS
2-20

MIMS QUALIFICATIONS
2-22

PARTIAL HOSPITALIZATION QUALIFICATIONS
2-24

DOCUMENTATION
2-25

Intensive Partial Hospitalization :
2-26

Restorative Partial Hospitalization:
2-27

Medication Documentation
2-27

MIMS Documentation
2-27

Termination Summaries
2-28

Case Management Documentation
2-28

RECIPIENT LIMITS
2-28

PRIOR AUTHORIZATION
2-29

REIMBURSEMENT
2-31

PAYMENTS
2-33

DEFINITIONS
2-34

HCFA-1500 CLAIM FORM EXAMPLE
2-36

HCFA-1500 COMPLETION INSTRUCTIONS
2-37

THIRD PARTY BILLING
2-44

CLAIMS DISPOSITION INFORMATION
2-46

REMITTANCE ADVICE (RA)
2-46

BANNER PAGE
2-46

BANNER PAGE EXAMPLE
2-47

RA SECTIONS
2-48

RA HEADINGS AND DESCRIPTIONS
2-48

PAID, DENIED, AND IN PROCESS CLAIMS
2-48

PAID CLAIMS RA EXAMPLE
2-51

DENIED CLAIMS RA EXAMPLE
2-52

IN PROCESS CLAIMS RA EXAMPLE
2-53

ADJUSTED CLAIMS
2-54

ADJUSTED CLAIMS RA EXAMPLE
2-56

FINANCIAL ITEMS
2-57

FINANCIAL ITEMS RA EXAMPLE
2-59

FISCAL PEND
2-60

FISCAL PEND RA EXAMPLE
2-61

TPL INFORMATION
2-62

EARNINGS DATA AND ERROR MESSAGE REPORT
2-63

TPL INFORMATION, EARNINGS DATA AND ERROR MESSAGES RA EXAMPLE
2-66




GENERAL PROVISIONS

The services listed below are covered services, available under the Medicaid program to all eligible Medicaid recipients when provided or recommended by a licensed or certified service provider.  All services identified here  may be provided by community mental health centers.  Community mental health providers shall only provide those services for which they have received approval. 

Services provided in an inpatient hospital setting are only  reimbursable through Medicaid if provided by a legally qualified psychiatrist. and Services provided in an IMD are not reimbursable.

Services recommended by a licensed or certified practitioner of the healing arts shall be provided in accordance with division rules and state law.

MEDICATION RELATED SERVICES

A.
Administration of medication by injection (W9024) when performed by a physician, physician assistant, registered nurse, or licensed practical nurse licensed to practice in New Hampshire is the administration of intramuscular medication required for the treatment of a recipient's mental illness.


The procedure does not include administration of oral medication, or medical analysis and review performed pursuant to a medication check.  Administration of medication by injection and medication check may be billed, using the respective billing codes, as part of the same visit.

B.
Routine medication check (W9176) is conducted by a physician or registered nurse within the purview of their respective professions.  The purpose of this procedure shall be to prescribe, review, and/or adjust prescribed medication.  This service refers to a single procedure, clinical event or encounter, regardless of the time spent providing it.  There may no more than 1 procedure billed per recipient per day.  Routine medication checks shall not be billed for recipients on days during which the recipient is in attendance at a partial hospitalization program (except for people who are on continuous treatment teams).

C.
Comprehensive medication check (W9173) is subject to all of the requirements for a routine medication check.  In addition  at least 3 of the following must be provided:

1.
Education of the recipient regarding the benefits and side effects of the medication(s);

2.
Instruction of the recipient regarding how to take the medication;

3.
Review with the recipient of the symptomatology of the illness, or

4.
Check of the recipient's vital signs and/or performance of an examination to ensure that adverse physical effects which currently exist or are likely to result from taking the medication(s) are minimized.

D.
Medication checks for clozapine/clozaril management (W2005) is to prescribe, monitor the effects of, review, and/or adjust prescribed clozapine/clozaril.  This service must be provided by staff functioning within the purview of their respective professional standards and  be available once per week for all clients certified to receive long-term services.   Treatment may be provided more often, as appropriate, up to a maximum of once per day, when a documented drop in the client's white blood cell count (WBC) occurs.


Medication checks for clozapine/clozaril management shall include the following:

1.
Ensuring that the required blood sample is drawn;

2.
Ensuring that the WBC is within established limits;

3.
Recording the WBC;

4.
Sending the results of the WBC to the prescribed clozapine/clozaril monitoring system;

5.
Writing the prescription for clozapine/clozaril as appropriate; and

6.
Ensuring that the client is provided with a supply of clozapine/clozaril as appropriate.

PSYCHOTHERAPEUTIC AND EMERGENCY SERVICES

A.
Individual psychotherapy (W9172) shall be verbal, with the therapist in direct, personal, face to face involvement with the recipient to the exclusion of other recipients, individuals, and duties.  This procedure is billed in 15 minute units.

B.
Group psychotherapy per person (W9175) is therapy performed in a direct, personal, face‑to‑face involvement with the recipient in a setting with other recipients or clients.  This procedure is billed in 15 minute units.

Group therapy must meet the following criteria:

1.
A ratio of 1 therapist to no more than 12 group members;

2.
Sessions shall be scheduled often enough to provide effective treatment consistent with the individual service plan;

3.
The group focus shall be face‑to‑face dialog of a verbal rather than performance nature; and

4.
Individual progress notes for each session are recorded in each recipient's record with specific attention directed toward goal achievement as stated in the recipient's individual service plan.

C.
Family therapy (W9177) is psychotherapy with the primary identified recipient or that recipient's natural and/or surrogate family member(s).  Only 1 family member's Medicaid identification number is billed regardless of the eligibility of other members or their inclusion in the problem.  If a child who has been determined eligible for services (in accordance with He‑M 401.06) is the primary reason for the family to be receiving therapy, then that child's Medicaid identification number shall be used when billing for services.  If the primary recipient is not present but continues to be the focus of the therapy, that recipient's Medicaid identification number is used when billing for services and the reason why the recipient was not present shall be documented.  This procedure shall be billed in 15 minute units.

D.
Emergency services (W9174) are face to face interventions for the purpose of reducing a recipient's acute psychiatric symptoms, reducing the likelihood of the recipient harming self or others, and/or assisting the recipient to return to his or her pre‑crisis level of functioning.  The therapist  is in direct, personal, face to face involvement with the recipient to the exclusion of other recipients and duties.  Emergency services may be billed only when provided after normal business hours, and when provided by staff who are in the emergency services program.  This procedure shall be billed in 15 minute units, and shall be limited to 6 units per recipient per day to a maximum of 6 sessions per period of acute psychiatric crisis.

ASSESSMENTS, EVALUATIONS, AND TESTING

A.
Comprehensive psychiatric evaluation (W9181) is provided by a psychiatrist and refers to 1 evaluation session.  It is limited to 1 session per recipient per 6 month period and must be billed as 1 unit.


In addition, comprehensive psychiatric evaluation shall include the following:

1.
History of present illness;

2.
Family and social history;

3.
Current mental status examination;

4.
Psychiatric diagnosis;

5.
Associated medical problems; and

6.
Individual service plan, including further diagnostic evaluation studies.

B.
Psychiatric assessment (W9194) must be performed by a psychiatrist,  is billed in 15 minute units, and must:

1.
Include an assessment of current functioning in relationship to goals;

2
Include assessments (above, under Comprehensive Psychological Evaluation) necessary to review a client's psychiatric impairment and, if appropriate, provide alternative treatment interventions; and

3.
Not be billed in place of a medication check (see Medicaid Related Services, Routine/Comprehensive Medical Check), although as a result of a psychiatric assessment it may be learned that a change in medication is indicated.

C.
Psychological testing (W9184) consists of psychometric and/or projective tests with a written report.  It is billed in 15 minute units and limited to 24 units per recipient per 6 month period.  Only persons licensed by state statute to provide psychological services shall provide this service.

D.
PASARR evaluations include psychiatric evaluations and related services to determine appropriateness for nursing home placement.

PARTIAL HOSPITALIZATION SERVICES

Partial hospitalization consists of intensive partial hospitalization services and restorative partial hospitalization services as described below.  Only clients certified to receive long‑term care services are eligible for these services.

Programs shall operate a minimum of 6 hours per day on weekdays and 4 hours per day on holidays and weekends for each day for which services are billed.  Billing for partial hospitalization services are in half day or full day units:

SYMBOL 183 \f "Symbol" \s 10 \h
One half day of partial hospitalization is attendance at staff directed programs for at least 2 and less than 3 hours; and

SYMBOL 183 \f "Symbol" \s 10 \h
A full day of partial hospitalization is attendance at staff directed programs for 3 or more hours.

A.
Intensive partial hospitalization services are clinically oriented programs designed to promote stabilization and rapid amelioration of the symptoms of acute and/or severe psychiatric disturbances.


Placement into intensive partial hospitalization is made only with a written order from a psychiatrist, and based on  symptoms affecting the recipient's ability to function adequately in a community setting.


Intensive partial hospitalization must be offered no fewer than 5 days per week and is designed to provide short‑term, structured, and active treatments.  Treatments are problem‑solving in nature  and are directed toward full or partial recovery from the prevailing crisis and the return of the recipient to a  pre‑crisis level of functioning.


The provision of intensive partial hospitalization services shall be based on identified recipient needs as documented in the recipient's individual service plan.


Intensive partial hospitalization services shall include:

1.
Individual and/or group psychotherapy;

2.
Psychological evaluations and testing;

3.
Medication monitoring, evaluation, administration and education;

4.
Clinical assessments to assist in individual service planning;

5.
Family/significant other psychotherapy; and

6.
Psychologically supportive individual and/or group activities;


The daily services and activities of an intensive partial hospitalization program shall consist of:

1.
A minimum of 2 hours per day of any combination of activities (listed in numbers 1-5 above); and

2.
The remainder of the day may consist of psychologically supportive individual and/or group activities  (number 6 above).


Participation in this program shall not exceed 20 treatment days per acute episode without a written order from a psychiatrist and a documented service plan review.

B.
Restorative partial hospitalization services are clinical  activities designed to maximize a recipient's strengths, increase his/her ability to function in his/her living environments, and lead to integration of the recipient into the community.


Services encourage the development of those skills necessary for transfer to a variety of community living environments, including employment settings.  As much as possible,  they reduce a recipient's dependency on state and/or federally funded programs while enabling the recipient to become a productive member of society, earn a wage, and live as independently as possible;


Placement and participation in restorative partial hospitalization services is based on the needs of the recipient as documented in the individual service plan and functional deficits identified in the certification process pursuant to He‑M 401.


Restorative treatment shall: 

1.
Promote emotional, behavioral or psychological change;

2.
Minimize the effects of mental disorders;

3.
Promote health maintenance through clinical activities which foster the reduction of psychological stress;

4.
Promote independent living;

5.
Help maintain the client in a community setting;

6.
Teach skills necessary for a client to function in the environment in which he or she lives and/or works; and

7.
Utilize accepted principles of psychosocial rehabilitation;


Restorative partial hospitalization services consist of the following: 

1.
A comprehensive identification of the recipient's skills, strengths, and deficits in relation to the skill demands and supports required in the particular environment in which the recipient wants or needs to function, as such environment is consistent with the goals listed in the client's ISP;

2.
Active recipient involvement which requires that assessment and intervention procedures be explained to and understood by the recipient;

3.
Teaching of skills necessary for the recipient to succeed in his/her chosen environments;

4.
A crisis management plan which shall serve to avert crises or shall mobilize resources rapidly to respond to crises and may be implemented by intensive partial hospitalization services staff, emergency services staff or other appropriate staff within the community mental health program; and

5.
Case management to assure linkage with all necessary services and people involved in the recipients' care, coordinated service planning, and monitoring of progress toward goals;


Restorative partial hospitalization services  include the following: 

1.
Individual and/or group counseling and psychotherapy;

2.
Medication monitoring, evaluation, administration and education;

3.
Family/significant other services, counseling and psychotherapy;

4.
Teaching daily living skills, community living skills and self‑care skills;

5.
Nutritional services;

6.
Basic education;

7.
Leisure/recreational services;

8.
Psychological evaluations and testing; and

9.
Psychologically supportive individual and/or group activities;


Recreational activities such as bowling, swimming and field trips shall be billable only when they are adjunct to, but not the only component of, the restorative partial hospitalization service.

CASE MANAGEMENT SERVICES

A client shall be eligible to receive case management services when services are delivered in accordance with an individual service plan and when the individual is a severely mentally disabled person who is eligible to receive division‑funded services pursuant to He‑M 401.

Where case management clients are eligible to receive the services of state‑funded providers other than community mental health programs, the community mental health program may limit case management services to liaison and those other services which are not the mandate of any other program to provide.  Liaison activities include meeting with representatives of all involved programs and providers to develop a collaborative individual service plan which shall specify each program's or provider's roles, responsibilities and time frames.

A.
Case management involves the following:

1.
Promoting independence and successful community integration through service planning, mobilization, and monitoring; 

2.
Maintaining accountability for continuity of services;

3.
Ensuring that necessary services and supports are not limited to the setting of an office or to regular office hours;

4.
Ensuring that services and supports are provided without regard to the client's geographic or programmatic location within the state mental health services system; and

5.
Ensuring that outreach services and supports are available to persons who are eligible and homeless and/or have resisted treatment in the past.


Case management includes:

1.
Service planning, mobilization, linkage, monitoring, and advocacy, consisting of:
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Establishment and maintenance of a supportive relationship with a client to assure that problem solving, goal setting, and development of the skills necessary for successful community integration occur;
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Assuring that the client receives all planned and available services specified in the individual service plan;
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Mobilization and coordination of referral and service delivery as delineated in the individual service plan,  including but not limited to legal, housing, vocational, social, educational, and health care services;
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Advocacy to establish and maintain, for as long as is necessary and appropriate, eligibility for programs of individual financial assistance;
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Implementation of the case management component of the individual service plan;

SYMBOL 183 \f "Symbol" \s 10 \h
Ongoing monitoring, periodic review, and modification, if necessary, of the individual service plan;

SYMBOL 183 \f "Symbol" \s 10 \h
Periodic review (as specified in He‑M 408), with the client of his or her progress in achieving goals specified in the individual service plan;
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Mobilization of support systems that foster the client's independence in the community and that may include:

(a)
Fostering natural support from family and community, including providing consultation and education to family self‑help, community self‑help, and other groups, organizations, and individuals in the community; and

(b)
Assuring that the client and, with the consent of the client, significant others are educated about the client's symptoms of illness and prescribed medications;
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Promoting the client's independence and successful community integration, including:

(a)
Individual client advocacy to uphold the client's rights and support the client in obtaining needed resources and services as specified in the individual service plan; and

(b)
Providing information necessary for the client to make informed choices about opportunities and services;
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For a client who has been admitted to a facility:";
(a)
Providing ongoing case management services on behalf of the client in order to ensure that services and supports are established and maintained within the community and within the community mental health system;

(b)
Establishing and maintaining contact with community agencies and individuals to develop community resources, to foster access to services other than those offered through the state mental health system, and to encourage community support to the client when he or she returns to the community;

(c)
Arranging, in collaboration with the facility, community supports appropriate to the client's need; and

(d)
Securing from the facility any necessary staff privileges to carry out case management functions;";
2.
Crisis intervention monitoring, consisting of:";
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Ongoing monitoring to ascertain likely and emerging crises of the client, and to assist in planning to prevent and minimize the effects of such crises;
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Assessment of the crisis of a client and assistance to the client in obtaining further assessments and the least restrictive emergency service(s), including, for a client referred for admission to a facility:

(a)
Advocating for the use of the least restrictive service available, and coordinating alternate arrangements where indicated and as available;";
(b)
Facilitating the completion of preadmission screening requirements of the facility;

(c)
Assuring, whenever possible, that the client arrives at the facility with all required documentation, including the forms required for admission, if applicable, and the clinical information required by the facility; and

(d)
Facilitating alternative arrangements for the client if a facility does not accept the client for admission;

3.
Coordination and provision of assessment(s) and certification of eligibility for mental health services. 

4.
Coordination of the development and implementation of the individual service plan.


Case management services shall not include any other billable services identified pursuant to He‑M 426.06.

Mental Illness Management Services (MIMS)

A.
MIMS consist of the rehabilitative services and environmental supports necessary to sustain the client in his or her current living situation or other community setting of the client's choice. The services take place in the client's current living, employment, or educational situation or other community setting and includes group therapeutic intervention, medication education, symptom management, psychotherapeutic interaction, supportive counseling, crisis management, and family support.  Only clients eligible to receive long‑term services are eligible to receive MIMS.

B.
MIMS are face‑to‑face interventions, which include: 

1.
Group therapeutic intervention, which is the development and maintenance by a client of skills needed to live with other persons as roommates and neighbors, which skills shall include conflict resolution, personal responsibility, and communication;

2.
Medication education, which is the development by a client of the skills necessary to comply with physician prescribed medication;

3.
Symptom management, which is the identification and minimization of the negative effects of psychiatric symptoms which interfere with a client's daily living, financial management, personal development, and community integration;

4.
Individual psychotherapeutic intervention, which is the development by a client of interpersonal and self‑care skills and an understanding of his or her mental illness to enable the client to adapt to community settings in which he or she lives and functions;

5.
Supportive counseling, which includes interactions with a client and/or persons in the client's immediate support system and has as its objective the development and/or maintenance of client growth and supports necessary for that client to manage his or her mental illness;

6.
Crisis management, which includes client training regarding management of a psychiatric crisis and has as its objective the ability of a client to identify a psychiatric or personal crisis, implement the crisis management plan identified in the client's individual service plan, if appropriate, and/or seek needed support from either residential or clinical staff; and

7.
Family support provided to a client and/or family member(s), if the client and family member(s) wish to receive this service, which includes family education and consultation and has as its objective the development and maintenance of family support systems and/or better management by the client of his or her mental illness.

C.
MIMS  refers to a 15‑minute unit, however, if services are provided in a non‑hospital designated receiving facility  or if services are provided in a facility licensed by the division of public health services or certified as a community residence by the Division of Mental Health and Developmental Services, and if such facilities meet the following criteria, reimbursement shall be based upon a per diem rate:

1.
A psychiatrist shall be available 24 hours per day for consultation or treatment, as appropriate, to address medical, medication, and other issues under the domain of a psychiatrist;

2.
Supervision shall be provided by program staff who meet the criteria of (see under Provider Eligibility: MIMS Qualifications) and shall be sufficient to ensure client safety and implementation of individual service plans;

3.
Supervision of clients shall be provided whenever clients are present in the facility unless a client's individual service plan requires that that client be left alone;

4.
All service components shall be available within the program and may be provided on site or off; and

5.
There shall be regular communication between residential staff and each resident's case manager to ensure that services are provided in accordance with an individual service plan and that there is no duplication of service.

D.
Reimbursement for MIMS on a per diem basis shall not preclude the possibility of billing for MIMS in 15 minute units if such billing is allowable pursuant to "C" above. 

CERTIFICATION STATUS FOR MENTAL HEALTH

The following modifiers are used to capture certification status for Mental Health.

	MODIFIER
	LEVEL OF CERTIFICATION

	L1
	Severe and persistent mental illness (SPMI)

	L2
	Severe mental illness (SMI)

	L3
	Former severe and persistent mental illness (F/SPMI)

	L4
	Former severe mental illness (F/SMI)

	L5
	Low utilizer (one of the above certification categories where it is difficult to engage the person in services)

	L6
	Seriously emotionally disturbed child (SED)

	L7
	Seriously emotionally disturbed child with interagency involvement (SED-Inter)

	L8
	Child at risk for developing a serious emotional disturbance (At Risk)

	L9
	Child at risk for developing a serious emotional disturbance with interagency involvement (At Risk)

	L0
	Non-Certified


If a mental health procedure code is billed without a modifier, the claim will automatically deny with an Explanation of Benefits (EOB) code of 724.

Services to Determine Medicaid Eligibility

A.
Copying a portion of a recipient's record to be used for Medicaid eligibility determination is limited to 1 unit per 6 month period.


Completion of division of human services' report of mental status,  which does not involve an examination is limited to 1 unit per recipient per 6 month period, is also a covered community mental health program service.

B.
Psychiatric evaluation for Medicaid eligibility refers to one evaluation session for any duration, and is limited to one session per recipient per 6‑month period. Such evaluation includes the following:

1.
History of present illness;

2.
Family and social history;

3.
Current mental status examination;

4.
Psychiatric diagnosis;

5.
Associated medical problems; and

6.
An assessment of disability including a suggested individual treatment plan and further diagnostic evaluation studies, with a written report to the division of human services (DHS).

procedure code listing

	PROCEDURE CODE
	DESCRIPTION

	W9172
	Psychotherapy, Individual

	W9175
	Psychotherapy, Group

	W9177
	Family Therapy

	W9174
	Emergency Visit

	W9181
	Comprehensive Psychiatric Evaluation

	W9194
	Psychiatric Assessment

	W9184
	Psychological Testing

	W9903
	Medicaid Eligibility Exam

	W9554
	Completion of Eligibility Forms

	W9553
	Copy of Client Record

	W9024
	Injection Administration

	W9173
	Comprehensive Medication Check

	W9176
	Routine Med Check

	W2005
	Chlozaril Medication Check

	W9190
	Intensive Partial Hospitalization, Full Day

	W9191
	Restorative Partial Hospitalization, Full Day

	W9192
	Intensive Partial Hospitalization for CTT, Full Day

	W9193
	Restorative Partial Hospitalization for CTT, Full Day

	W9195
	Intensive Partial Hospitalization, Half Day

	W9196
	Restorative Partial Hospitalization, Half Day

	W9197
	Intensive Partial Hospitalization for CTT, Half Day

	W9198
	Restorative Partial Hospitalization for CTT, Half Day


	PROCEDURE CODE
	DESCRIPTION

	W9210
	MIMS Individual 15 Minutes

	W9215
	MIMS Group

	W9220
	MIMS Per Diem

	W9225
	MIMS in a Crisis Care Unit

	W9825
	Case Management


Services Not Otherwise Classified

A.
"Not otherwise classified" is a category of covered community mental health program services consisting of treatment or services rendered which do not meet the requirements as outlined in this manual. 


The invoice for services "not otherwise classified" must be accompanied by a statement of extenuating circumstances which shall include the following:

1.
The name of the recipient receiving the service(s);

2.
The type, frequency, and duration of the service(s);

3.
The name, title, and professional qualifications of the person(s) providing the service(s); and

4.
The reason(s) why the service(s) was provided, which shall include reference to the recipient's individual service plan.

B.
Services "not otherwise classified" are designed to meet a specific need identified in a recipient's individual service plan and are allowed by federal requirements.

PROVIDER ELIGIBILITY AND APPROVAL

In order to receive Medicaid reimbursement, Community Mental Health centers must be licensed by the DMHDS, and meet the requirements of He-M 403.  Other agencies referred to as "Community Mental Health Providers" may provide mental health Medicaid reimbursable services under the following circumstances:

A.
They work with the regional mental health center to provide services to eligible clients.

B.
The community mental health provider shall have an interagency agreement with the regional community mental health program describing methods for collaborative service planning.

C.
The community mental health provider shall prepare a quality assurance plan.

A community mental health provider provides only those services and/or serves only those specific clients that they are approved to provide and/or serve.   Approval to provide additional services shall only be possible following a community mental health provider's request to provide such services.

Provider Participation

Providers of services must meet the requirements of applicable federal, state, and local laws and regulations.  They must also  provide sufficient privacy to maintain confidentiality of communication between recipient and staff members.

Community mental health centers are staffed by a multidisciplinary team consisting of licensed or certified practitioners of the healing arts in psychiatry, psychology, psychiatric social work, and psychiatric nursing.

Community mental health centers shall also have a medical director who is a psychiatrist who is either board certified or eligible for application for certification according to the most recent regulations of the American Board of Psychiatry and Neurology, Inc., or its successor organization, to assume medical responsibility for all clinical diagnoses and treatment programs.  The medical director shall be at the center a minimum of 2 1/2 working days per week, or equivalent.  

In addition, Community Mental Health centers must also meet criteria pursuant to He-M 403.

Psychotherapy Qualifications

A.
For the purpose of providing psychotherapy without supervision, clinical staff of community mental health programs and community mental health providers shall meet the applicable following minimum qualifications:

1.
Psychiatrists shall meet the requirements of RSA 135‑C:2, XIII;

2.
Psychologists shall be certified in accordance with RSA 330‑A:11;

3.
Associate psychologists shall be certified in accordance with RSA 330‑A:16‑a;

4.
Psychological assistants shall be registered in accordance with RSA 330‑A:16‑b;

5.
Pastoral counselors shall be certified in accordance with RSA 330‑A:16‑c;

6.
Clinical social workers shall be certified in accordance with RSA 330‑A:16‑d, or have met all requirements of RSA 330‑A:16‑d except for having passed the national examination and be members of the Academy of Certified Social Workers (ACSW); and

7.
Nurses shall be registered as required by RSA 326‑B and have a master's degree in psychiatric nursing or shall be certified as an advanced registered nurse practitioner with a psychiatric mental health specialty in accordance with RSA 326‑B:10.

B.
Except as provided pursuant to "A" above, anyone providing psychotherapy services who does not meet these standards shall:

1.
Have completed at least 1 year of work in the field of psychiatric/mental health services under the supervision of a psychiatrist, doctoral level psychologist or a certified/licensed mental health professional or person with equivalent credentials; and

2.
Have at least a master's degree in psychology, social work, rehabilitation counseling or education/counseling from an accredited college or university; or

3.
Be a registered nurse with a certificate in mental health nursing from the American Nurse's Association.

C.
Persons who qualify to provide psychotherapy  (see "C" above) must have ongoing supervision of at least 2 hours per month.  There shall be direct supervision of 1 hour per month by a licensed or certified practitioner of the healing arts.  The second hour may be peer review or case review, such as client‑centered conferences.  Direct supervision shall occur when the supervisor meets with the clinician to review his/her clinical records in order to evaluate his/her performance.

D.
Individuals who are enrolled in formal internships in the field of  mental health services and who provide psychotherapy services must:

1.
Be enrolled in at least a master's degree program in psychology, social work, rehabilitation counseling, education/ counseling, or nursing at an accredited college or university; or

2.
Be enrolled in a doctoral or post doctoral program at an accredited college or university in psychology; or

3.
Be an M.D. enrolled in a residency training program in psychiatry from an accredited college or university.

4.
Persons providing psychotherapy shall receive direct supervision of at least 1 hour per week from a licensed or certified practitioner of the healing arts, appropriate to the intern's field of study. 

E.
The Medicaid program shall reimburse community mental health centers and community mental health providers only when supervision occurs and is documented.  Direct supervision shall occur when the supervisor meets with the intern to review his/her clinical records in order to evaluate his/her performance.  The supervisor shall write and sign a weekly note in the intern's supervisory record stating his/her observations and recommendations relative to the intern's performance, and a monthly note summarizing his/her evaluation.


Persons providing Medicaid reimbursed psychotherapy services in approved community mental health programs prior to July 1, 1987, are   considered to have met the standards for other providers of psychotherapy and may be supervised in accordance with the applicable requirements in "C" above.


Providers of community mental health services shall have multidisciplinary staff conferences to review the progress of current cases.  Each community mental health center and community mental health provider shall have a quality assurance program including utilization and peer review to evaluate the effectiveness of covered services.

MIMS Qualifications

A.
All staff providing MIMS shall be supervised by a supervisor who provides program administration, coordinates such services with other service providers to assure continuity of recipient service, and shall at a minimum have:

1.
3 years of full time employment experience in programs for persons with long term mental illness;

2.
1 year of supervisory, management, or administrative experience; and

3.
A baccalaureate degree in social work, rehabilitation, psychology, education or a related human services field.

B.
Each staff person providing MIMS shall at a minimum have:

1.
A baccalaureate degree in social work, rehabilitation, psychology, education, or a related human services field and 1 year of experience working with persons with long‑term mental illness or 2 years' experience in a human services field; or

2.
An equivalent combination of education and experience, such that:

a.
One additional year of education in a human service field may be substituted for each year of experience required; and

b.
One additional year of experience in a human service program may be substituted for 1 year of education required; and

c.
Other experience in the provision of services to persons with mental illness, including the experience acquired by family members of persons with mental illness or by other persons who have personal knowledge of mental illness, may be substituted for the experience required.

C.
Any staff person who does not meet the criteria above shall be eligible to provide Medicaid reimbursable MIMS services if such staff person was providing MIMS as described above in a division funded program on or before July 19, 1991, and the following criteria are met:

1.
The staff person shall have completed at least 2 years of college coursework in the field of human services;

2.
The staff person shall receive individual and, at the supervisor's discretion, group supervision of at least 2 hours per week provided by a supervisor meeting the qualifications for a psychotherapist's supervisor (see under Psychotherapy Qualifications).

3.
A supervisor meeting the criteria of number 2 above shall be available at all times to provide back‑up support and/or consultation; and

4.
A record of the following shall be maintained in the staff person's personnel file:

a.
The staff person's educational background;

b.
Supervision provided, including the professional title and level of education of the supervisor, the supervisory schedule and the staff development and training needs and how they have been addressed; and

c.
Specific arrangements made to ensure compliance with He‑M 426.11 (e) (3).

Partial Hospitalization Qualifications

Staff who provide partial hospitalization services shall meet the following criteria:

A.
A partial hospitalization program shall employ a partial hospitalization supervisor who shall perform the following duties:

1.
Supervise all staff of the partial hospitalization program;

2.
Provide program administration; and

3.
Ensure partial hospitalization services are coordinated with other services to assure continuity of recipient service;

B.
The supervisor of partial hospitalization services shall minimally have:

1.
Three years of full time employment experience in programs for persons with long term mental illness;

2.
One year of supervisory, management or administrative experience; and

3.
A baccalaureate degree in social work, rehabilitation, psychology, education or a related human services field.

C.
All partial hospitalization program staff shall minimally have:

1.
A baccalaureate degree in social work, rehabilitation, psychology, education or a related human services field and 1 year of experience working with persons with long‑term mental illness or 2 years' experience in a human services field; or

2.
An equivalent combination of relevant education and experience, such that:

a.
One additional year of education in a human services field may be substituted for each year of experience required;

b.
One additional year of experience in a human services program may be substituted for 1 year of education required; or 

c.
Other experience in the provision of services to persons with mental illness, including the experience acquired by family members of persons with mental illness or by other persons who have personal knowledge of mental illness.

Documentation

A.
Clinical information as required by He‑M 408 shall be maintained by the community mental health program or community mental health provider.  When a client requires a service which must be provided immediately and an ISP cannot be prepared, preliminary plans shall be developed within 30 days of onset of service provision.


Community mental health programs or community mental health providers shall maintain individual service plans as required by He‑M 401 which are developed annually and shall be signed by a psychiatrist stating the:

1.
Reason for admission to or provision of a service, including, if this is a transfer from another service, the reasons for the transfer;

2.
Estimated length of stay in service;

3.
Goals and anticipated outcomes; and

4.
Specific services including frequency.

B.
Community mental health programs or community mental health providers shall maintain, at least weekly for recipients receiving intensive partial hospitalization services and at least every 6 months for recipients receiving restorative partial hospitalization services, an individual service plan review which shall be signed by a psychiatrist.


In addition, an individual service plan review shall be conducted and documented when one or more of the following occurs:

1.
A change in diagnosis;

2.
A change in treatment goals, modalities or time frames; and

3.
A medication change.


Documentation of services shall include the date, place and type of service rendered, the time spent rendering the service, and a description of the recipient's progress.  Except for emergency services, notes shall relate to the goals stated in the individual service plan.  Notes shall be signed with degree/certification of the person rendering the service.  All notes by interns shall be countersigned by their clinical supervisors.


The following documentation requirements shall also be met:

Intensive Partial Hospitalization :

1.
Individual notes, which document all individual/group/family psychotherapy and medication activities and relate the activities to the individual service plan by goal for each date on which a service is provided; and

2.
A weekly summary, which documents attendance and participation including dates, times and types of service rendered, documents the relationship of treatment activities to the goals identified in the individual service plan and indicate recipient progression and documents justification for the recipient continuing in the service.

Restorative Partial Hospitalization:

1.
Individual notes, which shall include all individual/group/family counseling and psychotherapy and medication activities and such activities shall have documentation relating the activities to the individual service plan by goal for each date on which a service is provided;

2.
A monthly summary, which shall document justification for the recipient continuing in the program; and

3.
Attendance records, which shall document each recipient's attendance and participation, including the dates and times and types of services rendered;

Medication Documentation 

As required by He‑M 1201;

MIMS Documentation

1.
A comprehensive identification in the ISP of the recipient's skills, strengths, and deficits in relation to the skill demands and supports required in the particular environment in which the recipient wants or needs to function, as such environment is consistent with the goals listed in the client's ISP;

2.
Active recipient involvement such that assessment and intervention procedures shall be explained to and understood by the recipient;

3.
A monthly summary which shall provide justification for the recipient to continue in the program and specify progress made toward meeting goals specified in the ISP, and, for services provided in a sheltered care facility, an assessment of the level of recipient participation in such services; and

4.
The dates, duration, location, and types of services rendered, or, for services provided in a sheltered care facility, the dates and types of services rendered, and, for all services, the identity of the person(s) receiving the service(s);

Termination Summaries 

1.
As specified by He-M 408
2.
The community mental health programs or community mental health providers will keep a copy of each prior authorization issued by DMHDS for services above $12,000/year.

Case Management Documentation

Programs and providers that offer case management services are responsible for maintaining in the client record accurate and up-to-date written documentation of services and activities, to include at least:

1.
Documentation of each case management service provided including the date, duration, type of service, location, persons involved, and the case manager providing the service.

2.
Information on the unmet service needs of clients and of groups of clients, which shall be forwarded to the division; and,

3.
All other case management related documentation required for the individual clinical record pursuant to He‑M 408.

RECIPIENT LIMITS

Service Limitations

Except for those Medicaid recipients certified to receive long‑term care, the limit for all community mental health services is $1,000 per recipient per state fiscal year, which runs from July 1 to June 30.

Medicaid recipients certified to receive long‑term care may receive these services up to a limit for all mental health services of $12,000 per recipient per state fiscal year.  However, individual service limits shall still apply.  If the recipient has been certified for long‑term care, but his/her individual service plan calls for services which will exceed the $12,000 limit, the community mental health program or community mental health provider may obtain prior authorization from the DMHDS for additional Medicaid coverage for community mental health services.

Service Limitations for Long Term Care Certification

A client qualifies for services in excess of $1,000 but not more than $12,000 if that client has been certified for long‑term care by:

1.
Certification by the community mental health program that the client is eligible to receive division funded services pursuant to He‑M 401; or

2.
Determination by a community mental health program that a child through age 17 is eligible for services pursuant to He‑M 401.

All certifications and recertifications shall:

1.
Be made as required by He‑M 401;

2.
Be signed and dated by the responsible clinical staff member;

3.
Be reviewed and approved by a psychiatrist at the community mental health program; and

4.
Be retained in the recipient's clinical record.

Certification is effective on the date signed by the responsible clinical staff member except when the review and approval by the psychiatrist is not made within 10 working days of such signature, then the effective date shall be the date of approval by the psychiatrist.  A certification statement for continued long-term care shall be entered in the recipient's record, pursuant to He‑M 401, which states the recipient's need for continued long-term mental health services according to the stated criteria in He‑M 401.

PRIOR AUTHORIZATION

Additional long-term care in excess of the $12,000 limit is available to recipients who have been certified for long-term care in accordance with He‑M 401 and have an individual service plan which requires services which will exceed the $12,000 limit.

Requests for authorization for additional long‑term care shall be made by the community mental health program or community mental health provider in writing to DMHDS, office of community mental health services.

The determination for additional long term care shall be made during the yearly client centered conference or quarterly service plan review, and prior to the point where a client has reached the $12,000 limit.

Requests for additional long term care shall be submitted within 30 days after these service planning events.  Requests shall include:

1.
The name and address of the community mental health program or community mental health provider making the request;

2.
The name, case number, Medicaid number, and diagnosis of recipient for whom the request is being made;

3.
A listing of the type, frequency, and duration of services to be provided;

4.
A copy of the most recent certification or eligibility determination made pursuant to He‑M 401 showing the need for services and/or long‑term care in excess of the $12,000 limit;

5.
For resubmissions when a recipient has been denied additional care, a copy of the prior authorization denial letter;

6.
The signature of the clinical staff person making the request and date signed; and

7.
The signature of the psychiatrist reviewing the request and date signed.

The division will review each request for authorization to determine if additional long-term care shall be authorized  and will issue a written decision on the request.  Additional long-term care shall be authorized if, following a review it is determined that the requirements have been met.

The effective date of an approved authorization for additional long-term care shall be the date the request is completed and signed by the responsible clinical staff member except that if review and approval by the psychiatrist is not made within 10 working days of such signature, the effective date shall be the date of its approval by the psychiatrist.

Approved authorizations for additional long-term care shall remain in effect until the end of the state fiscal year.

A copy of the approved authorization for additional long‑term care shall be retained in the recipient's clinical record at each community mental health program or community mental health provider.

DMHDS shall recover any Medicaid payments in excess of the $1,000 and/or $12,000 services limits per state fiscal year for a recipient under each of the following circumstances:

1.
The recipient's record lacks a properly completed certification statement which covers long‑term care or additional long‑term care services billed for the period under review;

2.
The certification period has expired and the recertification has not been completed;

3.
Documentation in the clinical record fails to substantiate that the recipient meets the criteria for certification for long‑term care; and

4.
The recipient's diagnosis does not meet the criteria in He‑M 401.

REIMBURSEMENT

Limits

Reimbursement for services of Community Mental Health Centers is in accordance with fees established by the Division of Mental Health and Developmental Services.  Fees are based on costs of providing services.

Payment is limited to a maximum of $1,000 per fiscal year per recipient for all mental health services, or $12,000 per fiscal year per recipient for those certified for long term care.

Case Management Services

Case management services provided to an individual recipient shall be reimbursable only for calendar months during which at least one face‑to‑face case management service is provided.  To be reimbursable, any case management service shall be consistent with the goals identified in the individual service plan and at a times and in a location that is most appropriate to the recipient.

Case management services offered by the provider or program shall include all of those specified in He‑M 421.05 (b).

Partial Hospitalization

Intensive Partial Hospitalization - There will be no reimbursement from Medicaid for any treatment exceeding 30 days per episode, or 90 days per state fiscal year.

Restorative Partial Hospitalization - Medicaid reimbursement for RPH services shall not be made for a recipient for any day in which the recipient receives fewer than 2 hours of service, exclusive of recreational activities, unless in a given week the average per day participation in non-recreational activities exceeds 2 hours per day of service to the recipient.

In addition to the above reimbursement criteria for intensive and restorative partial hospitalization services shall include the following:

1.
Out-of-facility activities shall be covered under the following circumstances:

a.
The activities shall be directed by the partial hospitalization staff as part of a program based in the community mental health center; and

b.
Stipends shall not be paid to recipients of partial hospitalization services in connection with the activities.

2.
The Medicaid rate for partial hospitalization shall be all inclusive and, on a day that a recipient receives partial hospitalization services, no reimbursement for other covered services shall be made except for:

a.
Case management services when provided under an approved case management option of the Medicaid program;

b.
Emergency visits if they occur outside of the normal operating hours of the partial hospitalization program;

c.
Services provided by a continuous treatment team;

d.
Mental illness management services;

e.
Medication checks for clozaril management; and

f.
Psychiatric evaluation for Medicaid eligibility;

3)
Services provided on a day the recipient did not attend partial hospitalization shall be billed in the normal manner for the service; and

4)
Reimbursement for partial hospitalization services shall be limited to services for outpatients.

Medicare Crossover Payments

Medicare must be billed prior to billing Medicaid for all services covered by Medicare.  When a person has both Medicaid and Medicare, the provider must indicate that the client is covered by Medicaid on the claim prior to sending the claim to Medicare.

If services are provided that are not covered by Medicare, bill Medicaid directly.

If Medicare denies some of the services billed on the claim because the Medicare cap has been reached, bill those services to Medicaid if they are covered by Medicaid.

Please note that Medicare reduces its allowance on psychiatric services by 37.5%.  HCFA rules do not allow Medicaid to reimburse this 37.5% reduction.

Payments

Medicaid payments shall be made for community mental health center services rendered to recipients with both psychiatric and mental retardation diagnoses for services related to the psychiatric diagnosis.  HCFA 1500 form and medical records shall support this classification.  The claim shall indicate the primary diagnosis related to the service rendered.

Community mental health services shall be paid at rates set by DMHDS.

Claims for Medicare eligible Medicaid recipients shall be submitted to Medicare for all Medicare covered services prior to submitting claims to Medicaid.

Except for claims for people not eligible for Medicaid, claims for service shall be submitted on the HCFA-1500 form to:

Professional Claims

EDS Corporation

P.O. Box 2001

Concord, NH  03301

Claims for services necessary to determine the appropriateness of nursing home referral, PASARR, for people who are not eligible for Medicaid shall be submitted to:

NH Division of Mental Health & Developmental Services

PASARR Office

105 Pleasant Street

Concord, NH  03301

DEFINITIONS

A.
"Acute episode" means a sudden, generally unexpected, debilitating, and precipitous event in a psychiatric disorder.

B.
"Family member" means the parent, foster parent, legal guardian, child, brother, sister, spouse, significant other, grandparent, grandchild, stepparent, aunt, uncle or first cousin of the client.

C.
"Individual service plan" (ISP) means a written proposal developed annually as a result of the client‑centered conference or other clinical activity for a recipient's treatment and rehabilitation, and includes but is not limited to recipient's needs, specific goals, methods and timelines for achieving such goals.

D.
"Licensed or certified practitioner of the healing arts" means a person who provides psychotherapy and/or other services identified pursuant to this manual and meets the qualifications found under section "A" of Psychotherapy Qualifications in this manual.

E.
"Long‑term care" means services covered by Medicaid which are beyond the $1,000 limit for Medicaid recipients who have been certified according to the criteria outlined in He‑M 401, or for children, through the age of 17, who have been determined eligible for placement into the division of mental health and developmental services (DMHDS) mental health service delivery system according to the criteria outlined in He‑M 401.

F.
"Mental illness," means "mental illness" as defined under RSA 135‑C:2.

G.
"Mental illness management services" (MIMS) means a covered service that consists of rehabilitative services, including group therapy, medication education, symptom management, psychotherapeutic interactions, supportive counseling, crisis management, and family support.

H.
"Psychotherapy" means face to face clinical intervention, based on psychological treatment principles, which has as its purpose the improvement of interpersonal and self‑care skills, psychological understanding, and/or a change in behavior(s), when provided by a professional qualified pursuant to this manual, monitored through the clinical record, and based on an individual service plan.

I.
"Sheltered care facility" means a residence that is licensed by the division of public health services for 4 or more residents and that serves people with mental illnesses.

J.
"State fiscal year" means the period of time extending from July 1 of one year through June 30 of the following year.

K.
"Unit" means a period of time during which services are rendered.  Where units refer to a specific length of time, units are reimbursed in whole units and time of service is rounded to the nearest whole unit.

HCFA-1500 CLAIM FORM EXAMPLE

HCFA-1500 COMPLETION INSTRUCTIONS

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

Starred Form Locators are the minimum required for claims processing.  Refer to the Third Party Billing Section following this section for instructions on claim completion when other insurance and Medicare payment/denial is involved.

FORM LOCATOR
CONTENT
	
	1.
	Carrier Identification
	Check the Medicaid box.

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

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

	
	3.
	Patient's Birth Date
	N/A

	
	4.
	Insured's Name
	N/A

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

	
	6.
	Patient's Relationship to Insured
	N/A

	
	7.
	Insured's Address
	N/A

	
	8.
	Patient Status
	N/A

	
	9.
	Other Insured's Name
	N/A

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

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

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

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


FORM LOCATOR
CONTENT
	*
	10.
	Is Patient's Condition Related to
	a. Check whether or not employment related.

	
	
	
	b. Check whether or not auto accident related.

	
	
	
	c. Check whether or not other type of accident.

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

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

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

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

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

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

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

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

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

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

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

	
	17a.
	ID Number of Referring Physician
	N/A


FORM LOCATOR
CONTENT
	
	18.
	Hospitalization Dates Related to Current Services
	N/A

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

	
	20.
	Outside Lab
	N/A

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

	
	22.
	Medicaid Resubmission
	N/A

	
	23.
	Prior Authorization Number 

(If Applicable)
	Enter the applicable prior authorization number

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

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

	
	
	CODE
	DESCRIPTION

	
	
	11
	Office

	
	
	12 
	Home

	
	
	21
	Inpatient Hospital

	
	
	22
	Outpatient Hospital

	
	
	23
	Emergency Room Hospital

	
	
	24
	Ambulatory Surgical Center

	
	
	25
	Birthing Center

	
	
	26
	Military Treatment Facility

	
	
	31
	Skilled Nursing Facility

	
	
	32
	Nursing Facility

	
	
	33
	Custodial Care Facility

	
	
	34
	Hospice

	
	
	41
	Ambulance - Land

	
	
	42
	Ambulance - Air or Water

	
	
	51
	Inpatient Psychiatric Facility

	
	
	52
	Psychiatric Facility Partial Hospitalization

	
	
	53
	Community Mental Health Center

	
	
	54
	Intermediate Care Facility/Mentally Retarded

	
	
	55
	Residential Substance Abuse Treatment Facility

	
	
	56
	Psychiatric Residential Treatment Center

	
	
	61
	Comprehensive Inpatient Rehabilitation Facility

	
	
	62
	Comprehensive Outpatient Rehabilitation Facility

	
	
	65
	End Stage Renal Disease Treatment Facility

	
	
	71
	State or Local Public Health Clinic

	
	
	72
	Rural Health Clinic

	
	
	81
	Independent Lab

	
	
	99
	Other Listed Facility


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

	
	
	CODE
	DESCRIPTION

	
	
	1
	Medical Care

	
	
	2
	Surgery

	
	
	3
	Consultation

	
	
	4
	Diagnostic X-Ray

	
	
	5
	Diagnostic Laboratory

	
	
	6
	Radiation Therapy

	
	
	7
	Anesthesia

	
	
	8
	Assistance at Surgery

	
	
	9
	Other Medical Service

	
	
	A
	DME Rental

	
	
	F
	Ambulatory Surgery Center

	*
	24D.
	Procedure Code
	Enter the applicable 5-digit procedure code and any applicable modifier.

Modifiers are required when billing for an abnormal examination.

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

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

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


FORM LOCATOR
CONTENT
	*
	24H.
	EPSDT/Family Planning
	Enter the applicable number:

	
	
	
	1. Both EPSDT and Family Planning.

	
	
	
	2. Neither EPSDT nor Family Planning.

	
	
	
	3. EPSDT only.

	
	
	
	4. Family Planning only.

	
	24I.
	EMG
	N/A

	
	24J
	COB
	N/A

	
	24K.
	Reserved for Local Use

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

	
	25.
	Federal Tax ID Number
	N/A

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

	
	27.
	Accept Assignment
	N/A

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


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

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

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

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

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


THIRD PARTY BILLING

A.
Other Insurance

Payment
If other insurance makes a payment, you must enter the policy and/or group number of the other insurance carrier in Field 11, the name of the other insurance carrier in Field 11c, the amount paid in Field 29, and change the balance due in Field 30 to reflect the payment in Field 29.

Denial

If other insurance denies, you must still complete Fields 11 and 11c as with a payment.  There is no payment in this case so Fields 29 and 30 would remain the same.  You then have two options for substantiating the denial; you may attach the denial from the other insurance carrier to the HCFA 1500 or indicate in Field 19 the reason for the denial (you do not need to attach the EOB if the second option is chosen).

B.
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 write on the EOMB the Provider name, Provider number, Recipient's NH Medicaid number, and type of service.  In addition, circle the claim information you would like processed.

Not Allowed
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 number, and type of service on the EOMB and circle the claim lines to be processed.  Additionally, attach the EOMB to a completed HCFA-1500 claim form (HCFA on top).  You must complete Field 9a with the recipient's Medicare number and specify Medicare in Field 9d.

Denial
If the service is approved by Medicare but denied for payment you must also complete Fields 9a and 9d with the information indicated above.  You then have two options for substantiating the denial; you may attach the EOMB to the HCFA 1500 with the detail circled or indicate in Field 19 the reason for the denial from Medicare (you do not need to attach the EOMB if the second option is chosen).

Please note that the above must be done if the claim does not crossover 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, DO NOT HIGHLIGHT.

C.
No Insurance Coverage

If a recipient denies having third party liability, they must be directed to contact their District Office for verification and possible updating of the insurance information on file.

Submit your claim with the following statement in Field 19 of the HCFA 1500 claim form:

"This patient has no other medical insurance coverage"

If the payment is then denied for third party liability, you may contact EDS at 1-800-423-8303 (in-state) and 1-603-224-1747 (out-of-state) for further assistance.

D.
Non-Covered Services

If the provider is aware of other insurance, but the particular service is not covered by the other insurance, submit the HCFA 1500 with the following statement in Field 19:

"Non-covered service by [Name of Third Party]"

Complete Field 11 and 11c on the HCFA 1500.

E.
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 Field 19 of the claim form:

"No other insurance payment/denial received within 6 months"

Complete Field 11 and 11c on the HCFA 1500.

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.  The RA is mailed on a weekly basis.

BANNER PAGE

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

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

BANNER PAGE EXAMPLE

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.  There may be as many as 10 Explanation of Benefits (EOBs) per header and per detail.

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

IN PROCESS CLAIMS - Claims requiring manual review by either 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.

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

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

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

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

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

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 - Hand Written




11 - Computer Generated




12 - Paper TADs




13 - CCFs 




Valid region code values for adjustments are:




20 - Single Adjustments




25 - Mass Adjustments

  


Valid region code values for ECS claims are: 




40 - ECS (transmits and diskettes)




41 - Tape Crossover Claims




42 - Tape Claims




43 - Point-of Sale Claims (pharmacy only)




44 - ECS TADs




45 - 3780 Transmits




46 - HMO Pseudo Claims

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.

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.

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

PD AMT - The amount paid for this claim.

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

DNUM - The detail number.

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

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

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

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

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

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

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

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

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

PAID CLAIMS RA EXAMPLE

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.

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

ALD 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.

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

PD AMT - The amount paid for the adjusted claim.

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

DNUM - The detail number on the adjusted claim.

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

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

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

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

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

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

M2 - The secondary modifier 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:

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

TPL Recoveries:


30 - Positive


33 - Negative


35 - Accounts Receivable


36 - Accounts - (TPL - State)


37 - Accounts Receivable - (TPL - EDS)


38 - Accounts Payable

Provider Related:


50 - Positive


53 - Negative


55 - Accounts Receivable


58 - Accounts Payable

Recipient Related:


60 - Positive


63 - Negative


65 - Accounts Receivable


68 - Accounts Payable

Insurance Premium Related:


70 - Positive


73 - Negative


75 - Accounts Receivable


78 - Accounts Payable

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

MID - The recipient's 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

FISCAL PEND

 This section of the RA includes information regarding fiscal pended claims.  Each claim is shown separately by TCN with the amount from the claim which is in fiscal pend.

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

MID - The recipient's Medicaid identification number on the pended claim.

TCN - The transaction control number of the pended claim.

HVER - The version number of the pended claim..

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

DNUM - The detail number on the pended claim.

DVER - The version of the detail on the pended claim

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

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

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

PEND AMT - The amount pended for each TCN listed.

FISCAL PEND RA EXAMPLE

TPL INFORMATION

The TPL  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 ICN 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 ICN 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 MESSAGE REPORT

The Earinings 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

i

