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seq number \h
seq number \hRECIPIENT ELIGIBILITY

All NH Medicaid recipients are eligible for physician/Advanced Registered Nurse Practitioner (ARNP) services when the services are performed by a qualified physician/ARNP.

PROVIDER PARTICIPATION

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

A.
be licensed/certified in the state in which they practice;

B.
enroll in the NH Medicaid program; and

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

PHYSICIAN ASSISTANTS

Physician assistants can be enrolled as providers in the NH Medicaid Program. They may practice as employees of, or in collaboration with, a licensed, enrolled physician. Reimbursement for their services is paid to the enrolled collaborating physician, clinic or rural health clinic. Physician assistants cannot bill as an individual.

COVERED PHYSICIAN SERVICES

A.
AMBULATORY VISITS

Ambulatory visits are services performed anywhere other than the inpatient hospital environment and are limited to eighteen (18) visits per person per State fiscal year (July 1 through June 30).  Exception to the service limitation exists for recipients under the age of 21, recipients enrolled in special federally approved waiver programs and recipients in a nursing facility. A visit is defined as all physician services provided in one day to one recipient by one physician. However, if a physician sees one recipient twice in the same day it is considered two visits. A visit does not include laboratory tests or diagnostic X-rays, these should be billed as a separate detail. Physician services do include outpatient hospital visits, home visits and office visits. The appropriate procedure codes for billing are listed in the Physicians' Current Procedural Terminology (CPT) book.

B.
ANESTHESIA SERVICES

No allowance is made for topical anesthesia, local infiltration or digital block administered by the operating surgeon. When regional block or general anesthesia is provided by the surgeon the base anesthesia value without added value for time may be billed.

Payment for anesthesia is based upon the unit system. The Relative Value Guide (1973) of the American Society of Anesthesiologists (ASA) is used to determine the base anesthesia units for the respective surgical procedures and for procedures out of the operating room.

The base unit value includes usual preoperative and postoperative visits and the administration of fluids and/or blood incidental to the anesthesia. For procedures not listed in the ASA Guide, the base value is the same as that listed for a similar procedure. For multiple surgical procedures, the base value for the procedure with the highest unit value may be used. These procedures must have a statement or report attached to the claim before reimbursement can be made under the NH Medicaid Program.

To determine the total number of units to bill for anesthesia services, add the base value, which is relative to the complexity of the service, plus one additional unit for each fifteen (15) minutes of time or major fraction of hours thereof spent in the actual administration of the anesthetic agent. The total value is entered in the units field of the claim when submitting charges for payment. The addition of one (1) or more units for unusual circumstances will be considered when substantiated by a written report.

The period of anesthesia for which payment is made commences when the anesthesiologist begins to prepare the patient for the induction of the anesthesia in the operating room or equivalent area, and ends when the anesthesiologist is no longer in personal attendance.

Services provided by the billing anesthesiologist include:

1.
Preoperative evaluation;

2.
Anesthesia plan;

3.
Personal participation in the most demanding segments of the anesthesia service, including the induction, emergence, and all management of personnel associated with the delivery of the anesthetic agent;

4.
Observation of the course of the anesthetic procedure at frequent intervals; and

5.
Physical availability of the anesthesiologist in the setting where the anesthesia is administered. 

The anesthesiologist must not be responsible for the anesthetic care of more than two patients at one time.

When warranted by the necessity of supplemental skills, values for the services of more than one physician are considered on a "By Report" basis.

When an anesthesiologist is required to participate in and be responsible for monitoring the general care of the patient during a surgical procedure but does not administer anesthesia, an allowance will be made. No allowance will be made for the base value of the procedure.

When surgery is not deemed feasible by the anesthesiologist based on his preoperative evaluation of the patient, an allowance for the appropriate consultation code will be made.

Services not related to the administration of anesthesia must be billed as other physician services using the appropriate procedure codes.

For anesthesia procedures which are to be billed "By Report", a copy of the anesthesia record and the operative record must accompany the claim.

C.
CONCURRENT CARE

New Hampshire Medicaid allows benefits for concurrent care by two or more physicians only when each physician is treating the patient for an unrelated condition during the same period of time. The services of each physician will be covered when each is required to play an active role in the treatment because of the existence of more than one medical condition requiring more than one specialty or subspecialty.

d.
FAMILY PLANNING SERVICES

Family planning services are available to all eligible New Hampshire Medicaid recipients for the purpose of improving the health of a recipient, to strengthen the integrity of the family, and to provide recipients the freedom to determine the number and spacing of children within a family.

Acceptance of any family planning service shall be voluntary on the part of the recipient and shall not be a prerequisite or impediment to eligibility for the receipt of any other service or assistance program administered by the Department of Health and Human Services.

Family planning services covered by the NH Medicaid Program are:

1.
Physician or family planning clinic services;

2.
Contraceptive devices or drugs requiring prescriptions;

3.
Non prescription contraceptives (cream, jelly, foam, condoms);

4.
Surgery for voluntary contraceptive sterilization only (21 years of age and older);

5.
Related social services;

Payment for family planning clinics and family planning/physician referral programs is made in accordance with a rate schedule established by the Office of Medical Services, Division of Human Services.  When billing, you should indicate in box 24H on the HCFA 1500 that the service is for family planning by using a "4".  If the patient is under the age of 21 and receiving one of the above services then "1" should be used in 24H, indicating the service is both EPSDT and family planning..

E.
INJECTIONS

NH Medicaid reimburses for the administration of injections when provided as part of an examination and/or treatment in accordance with the following guidelines:

1.
HCPCS Codes J0110 - J7350 include the administration cost as well as the cost of the drug. In this case, injections may be billed separately or in conjunction with an office visit.

NOTE:
Immunizations, allergies, allergy testing, etc. are billed according to HCPCS codes for the complete service. These services will be reimbursed at a global fee.

2.
HCPCS Codes J9000 - J9900 include the cost of the chemotherapy drug only. The administration cost is not included. In this case, NH Medicaid will reimburse for injections using the HCPCS Codes J9000 - J9900 series, and HCPCS Code 99070 for the cost of administering the injection.

3.
Some vaccines are available free of charge from the New Hampshire Division of Public Health.  They are not reimbursable by the NH Medicaid Program.  However, the cost of administering the vaccines may be billed using HCPCS code 99070.

Questions pertaining to the availability of these vaccines should be directed to:

New Hampshire Division of Public Health

6 Hazen Drive

Concord, New Hampshire 03301

Telephone:
1-800-852-3542 ext. 4463

F.
INPATIENT HOSPITAL VISITS

A visit will be paid to only one physician per day unless the patient presents with two or more unrelated diagnoses which are of an acute nature and warrant the concurrent care of two physicians.

When services are provided by a specialist on a consulting basis the initial visit is coded as a consultation. If the consulting physician assumes responsibility for management of a portion or all of the patient's condition(s), subsequent visits by the consultant must be billed as routine hospital visits.

Individual consideration will be given for cases requiring additional consultative services due to complications or the seriousness of the patient's condition.  In order to receive reimbursement for these services a written referral from the attending physician must be submitted with the claim.

G.
LABORATORY AND RADIOLOGY SERVICES

Payment will be made in accordance with fee allowances established by the Division of Human Services. 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. For specimens taken by a physician and sent to an outside laboratory, an allowance is made to the physician for securing and handling the specimen. This must be billed using CPT procedure code 99000. This service is billable for all specimens sent to each lab. Unusual services are considered "By Report".

Claims with dates of service September 1, 1992 to present will be denied if independent clinical laboratories have not submitted their Clinical Laboratory Improvement Act (CLIA) certification number to EDS.

Independent clinical laboratories enrolled in CLIA prior to June 1, 1993 are granted retroactive dates of enrollment back to September 1, 1992.

Independent clinical laboratories not enrolled in CLIA prior to June 1, 1993 will not be granted retroactive effective dates of enrollment back to September 1, 1992. The effective date will be the date your enrollment was processed by EDS.

Copies of your CLIA Certification number can be forwarded to EDS at the address below:

EDS Federal Corporation

Attn.: CLIA

P.O. Box 2040

Concord, N.H. 03302-2040

X-ray services, other than therapeutic x-rays, are limited to fifteen (15) services (procedure codes) per recipient per State fiscal year (July 1 thru June 30).

When billing for the professional component(s) only (supervision, interpretation, and written report) you must use modifier 26 next to the appropriate procedure code in field 24D on the HCFA 1500 claim form.

When billing the technical component(s) only (taking the film), you must use modifier TC next to the appropriate procedure code in field 24D on the HCFA 1500 claim form.

Complete x-ray procedures which include both the professional and technical component(s) do not require a modifier with the procedure code.

Please be sure to bill appropriately if you are providing either the professional component(s) or the technical component(s) only.  An adjustment will be required should you bill for both components in error.

H.
NURSING FACILITY CALLS

Routine visits to nursing facilities are limited to one visit per calendar month.  Acute care visits are not subject to service limitations for nursing facility patients.

I.
OBSTETRICAL SERVICES

Obstetrical services are considered surgical procedures (type of service 2) and are exempt from physician services limits. Obstetrical care includes prenatal care, delivery and postpartum care. 

Maternity Care and Delivery

Delivery includes vaginal delivery (with or without episiotomy, with or without forceps) or Cesarean section, and resuscitation of newborn infant when necessary. Postpartum care includes hospital and office visits following vaginal or Cesarean section delivery.

For medical complications of pregnancy (e.g., toxemia, cardiac problems, neurological problems, etc.) or other problems requiring additional or unusual services and requiring hospitalization, utilize procedure codes related to medical management.

Providers may now be reimbursed for identifying overall needs of pregnant women, and are encouraged to use standardized risk assessment forms (e.g. Hollister form).  This service may be billed once per pregnancy, in addition to global or individual services, and must:

SYMBOL 183 \f "Symbol" \s 10 \h
address risk status relative to overall health, family/social support, and the use of alcohol, tobacco and other substances.

SYMBOL 183 \f "Symbol" \s 10 \h
be provided by an MD or ARNP during the first 14 weeks of pregnancy.

SYMBOL 183 \f "Symbol" \s 10 \h
be documented by an assessment form retained in the medical record.

SYMBOL 183 \f "Symbol" \s 10 \h
be billed with type of service 9 and procedure code X9400, in field 24C and 24D on the HCFA 1500..

To use global delivery codes, the provider must have rendered at least three prenatal visits, the delivery services and the postpartum care, and the woman must have been NH Medicaid eligible throughout this service delivery period.  In the event of patient non-compliance with any one office visit, the provider must make a minimum of two attempts (by telephone and/or by mail) to engage her in care, and these attempts must be documented in the medical record to be able to bill global delivery codes.  If the woman either was not NH Medicaid eligible during the minimum service delivery period, or the minimum amount of care was not provided and documented, the provider must not bill a global code.  The delivery only codes, 59514 (C-Section only), 59515 (C-Section, including post-partum care), 59409 (Vaginal Delivery Only), and 59410 (Vaginal Delivery Including Post Partum Care), all type of service 2, must then be used.

If a pregnant, NH Medicaid-eligible woman is accepted into care during the first trimester and is seen according to the American College of Obstetrics and Gynecology (ACOG) guidelines, or more often if medically indicated, the provider may choose to bill for the recipient's care using the individual service and delivery codes, thereby generating reimbursement in excess of the global rate.  Individual prenatal and postpartum office visits can not be billed in addition to the global fee.

J.
CONSULTATIONS

A consultation is considered to include those services rendered by a physician whose opinion or advice is requested by another physician or agency in the evaluation and/or treatment of a patient's illness. If the consultant physician thereupon assumes the continuing care of the patient as the attending physician, any subsequent service(s) rendered by him/her will no longer be considered as a consultation.  When billing a consultation, type of service 3 should be used in field 24C on the HCFA 1500 beside the related procedure code.

A referral is considered to be the transfer of the total or specific care of a patient from one physician to another and is not a consultation.

K.
SURGICAL SERVICES

Surgical services consist of cutting procedures, for the treatment of illnesses and injuries, the treatment of fractures and dislocations, the treatment of burns, and invasive diagnostic and treatment services.

Surgical procedures performed in the inpatient hospital setting, which include surgery, assistance at surgery and anesthesia services will not be counted against the recipient's inpatient physician hospital benefits.

Allowances
Allowances paid for surgical procedures include the following:

1.
Related office visits within 5 days of surgery.

2.
Admission and preoperative visits in the hospital and/or Emergency Room.

3.
The surgery itself; and

4.
Normal uncomplicated follow-up care for 30 days following the surgery regardless of treatment setting, by any member of the operating team.

Preoperative visits and consultation by the operating surgeon in the hospital that are necessary to examine the patient, complete the hospital records, and initiate the treatment program are included in the surgical allowance.

Follow-up care includes normal postoperative care. Payment for pre or postoperative complications requiring additional and unusual services will be considered on a "By Report" basis only.

Incidental Procedures

Those procedures which are commonly carried out as an integral part of a total service do not justify a separate allowance, and no payment will be made. Some examples of incidental procedures are incidental appendectomy, sterilization during a C-section and lysis of adhesions during abdominal surgery.

Multiple Surgical Procedures
In the event that more than one surgical procedure in different operative fields is performed at the same time, allowance shall be made for the procedure for which the highest allowance is provided plus up to 50% of the allowance for the lesser procedure (s), except as otherwise specified.

When a second procedure in the same operative field adds significantly in time and complexity to the operation, payment will be made at up to 100% of NH Medicaid allowance for the highest benefit, and an additional allowance for the lesser procedure (s) will be determined by the Office of Medical Services on a "By Report" basis. Operative notes must be attached to the claim.

When two separate surgical procedures in different operative fields are performed by physicians of different operative specialties, 100% of the appropriate allowance will be allowed to each.

Surgical Assistants
Physicians who act as surgical assistants during operations for which an assistant's fee is justifiable may be paid up to 20% of the surgical allowance.

"By Report"

Certain services or procedures that require special skill or additional time must be reviewed on an individual basis by the Division of Human Services. The provider must attach a statement or report to the claim when submitted to EDS for processing. The "By-Report" must describe in detail the service or procedure performed. This statement must include pertinent information concerning the nature, extent and need for the procedure; the time involved; skill and necessary equipment, size, number; location of lesions or lacerations and post operative diagnosis. Anesthesiologists must also attach a copy of the anesthesia record.

Services which are commonly performed as part of a total charge cannot be billed as a separate charge. If an "Independent Procedure" is performed as a separate service, and not related to other services, the procedure will justify an allowance. An operative report may be requested by the Office of Medical Services if certain independent procedure charges are billed concurring with other surgical procedures.  All services outlined in this section are reimbursed under the NH Medicaid Program if performed by a licensed, enrolled physician.

Consideration of allowances for procedures identified as "By Report" require the following information:

1.
Pre and postoperative diagnoses.

2.
Description of the operation (operative record) and 
anesthesia record.

3.
Operative time.

4.
Date of service.

Allowances for surgery performed under the team concept will be determined "By Report". Attach a copy of the operative note to the claim.

Follow-up Period
When an additional surgical procedure is carried out within the listed period of follow-up care for a previous surgery, the follow-up periods will continue concurrently to their normal termination.

Amputations

Amputations following major vascular reconstruction procedures, when performed within fourteen (14) days following initial surgery by the same surgeon, will be compensated at up to 50% of the usual allowance.

Bilateral Procedures

Bilateral procedures which are not listed in the HCPCS Code should be billed "By Report".  The allowance for the second side will be up to 50%.

L.
SECOND OPINION

A second opinion on surgery requested by a NH Medicaid recipient is a covered service. NH Medicaid will pay for the second opinion at the same rate it pays for other comparable services. The claim must state the name of the primary physician, if known, in Field 19 of the HCFA-1500 claim form. All records pertaining to the recipient's medical history of the primary physician (if a NH Medicaid provider) shall be made available upon request to the physician rendering the second opinion.

DISABILITY EVALUATIONS/EXAMINATIONS

Claims for Initial Disability Evaluation/Examinations must be submitted on the green HCFA-1500 claim form.  Procedure codes for Initial Examinations are listed below:

X9155/1 - Initial Medicaid Evaluation/Physical (Form 915)

X9902/1 - Initial Medicaid Evaluation/Psychiatric Evaluation Psychiatrist Office (Form 920)

X9903/1 - Initial Medical Evaluation/Psychological Evaluation/Mental Health Center (Form 920)

Appropriate procedure codes may be billed for additional testing required to perform the evaluation.  However, additional procedure codes for form completion may not be billed in addition to the evaluation codes.

Physicians are required to complete, sign, and date all sections of Form 915.  Specialists need to complete and sign the appropriate section, and page 4 of Form 915.

Form 920 must be completed, signed and dated by a psychiatrist or psychologist.

Please mail all green HCFA-1500 claims to:

EDS Federal Corp.

P.O. Box 711

Concord, NH  03302-0711

A toll free number (1-800-446-2399) is available for Psychiatrists, Psychologists, and Physicians who wish to use a dictation service.  Private Secretary, Inc., is available 24 hours a day, seven days a week at no charge, for disability determination reports required under the APTD Program.

Private Secretary, Inc., will mail you the original report, one copy and a self addressed postage paid envelope, within two (2) working days.  Please review your report for accuracy, sign and date the original, and return it to the Division of Human Services in the envelope provided.  The green HCFA 1500 is still used to bill the evaluation and is mailed to EDS Federal Corp. at the address listed above.

PRESCRIBING MAINTENANCE MEDICATION

Maintenance medication must be prescribed and/or dispensed in a quantity sufficient to treat the recipient for at least 30 days, or in a package of 100 dosage units, whichever is greater.

When the prescribing physician's judgment indicates that possession of these quantities of medication would not be in the patient's best medical interest, the physician may prescribe as his/her judgment directs, but the prescription and claim must clearly indicate that an exception to the requirement is being made.

Payment for medication is made directly to the dispensing pharmacist. A maintenance medication is paid for on the basis of Maximum Allowable Cost (MAC) plus the prevailing professional fee or the usual and customary charge, whichever is less, minus the co-payment amount. Payment for any refill prescriptions for that same maintenance medication within that 30-day period for the same recipient will be only for the cost of the medication unless the reason for the exception is documented on the prescription.

NON-COVERED SERVICES

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

1.
acupuncture

2.
biofeedback

3.
broken appointments

4.
cosmetic surgery

5.
detoxification centers

6.
dietary services and/or exercise programs for the treatment of obesity

7.
exams to determine educability

8.
experimental or investigational surgery as determined by Medicare guidelines

9.
hypnosis, except when performed by a psychiatrist as part of an established treatment plan

10.
occupational ailments or injury

11.
operations for impotency

12.
physician care in a non-medical government or public institution

13.
reversal of voluntary sterilization

14.
routine foot care

15.
services or items that are free to the public

16.
sex change operations

17.
TENS and SENS

18.
visual training

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.

ABORTIONS, STERILIZATIONS, HYSTERECTOMIES

Definitions

A.
Abortion - The premature expulsion or extraction from the uterus of the products of conception, the embryo, or a nonviable fetus. Abortions are not considered family planning services.

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

C.
Hysterectomy - Any medical procedure or operation 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 in a mental hospital or other facility for the care and treatment of mental illness.

E.
Informed consent is 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 performed 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 loss of, 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, or for complications relating to abortions.  The exception is 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 HCFA-1500 claim form, with a "Certification of Need to Terminate Pregnancy", Form 904, attached.

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

Physicians providing 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 abortions on the HCFA-1500 with Form 904, "Certification of Need to Terminate Pregnancy" attached;

All abortion certifications and documentation will be maintained for a period of three (3) years, 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 or mentally incompetent. 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 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 the recipient's decision not to be sterilized;

C.
Informed consent is obtained from the recipient on Form 112, which must be attached to the HCFA-1500 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(s) who performed the procedure was (were) the physician (s) authorized on the consent form; and

I.
The physician signs and dates the consent form after performance of the sterilization procedure. This may be the same day of the procedure, or a date after the procedure was performed.

J.
Physicians rendering 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 abortions on the HCFA-1500 claim form with Form 904, Certification of need to terminate pregnancy;

4.
Submitting charges for sterilizations on the HCFA-1500 claim form with Form 112, Sterilization Consent Form attached; and

5.
Submitting charges for hysterectomies 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.

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

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

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

Hysterectomy

A.
All hysterectomy claims must be processed in accordance with federal guidelines. 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.
The recipient was already sterile at the time of the hysterectomy, or if the recipient requires emergency hysterectomy because of a life threatening emergency situation.  (The emergency situation must render the recipient incapable of upstanding 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 rendering 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 abortions on the HCFA-1500 claim form with Form 904, Certification of Need to Terminate Pregnancy;

4.
Submitting charges for sterilizations on the HCFA-1500 claim form with Form 112, Sterilization Consent Form, attached; and

5.
Submitting charges for hysterectomies 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.

EXAMPLE OF FORM 904

EXAMPLE OF FORM 112

EXAMPLE OF FORM 910

EXAMPLE OF FORM 911

ADVANCED REGISTERED NURSE PRACTITIONER (ARNP)

ARNP COVERED SERVICES

A.
INJECTIONS

NH Medicaid reimburses for the administration of injections when provided as part of an examination and/or treatment in accordance with the following guidelines:

1.
HCPCS Codes J0110 - J7350 include the administration cost as well as the cost of the drug. In this case, injections may be billed separately or in conjunction with an office visit.

NOTE:
Immunizations, allergies, allergy testing, etc. are billed according to HCPCS codes for the complete service. These will be reimbursed at a global fee.

2.
HCPCS Codes J9000 - J9900 include the cost of the chemotherapy drug only. The administration cost is not included. In this case, NH Medicaid will reimburse for injections using the HCPCS Codes J9000 - J9900 series, and HCPCS Code 99070 for the cost of administering the injection.

3.
Some vaccines are available free of charge from the New Hampshire Division of Public Health.  They are not reimbursable by the NH Medicaid Program.  However, the cost of administering the vaccines may be billed using HCPCS code 99070.

Questions pertaining to the availability of these vaccines should be directed to:

New Hampshire Division of Public Health

6 Hazen Drive

Concord, New Hampshire 03301-6521

Telephone:
1-800-852-3542 ext. 4463

B.
INPATIENT HOSPITAL VISITS

A visit will be paid to only one (1) provider per day unless two or more unrelated diagnoses are shown which are of an acute nature and which warrant the concurrent care of two providers.  These services will be considered on a "By Report" basis only.

C.
LABORATORY PROCEDURES

HCPCS Code 99000, type of service 1, allows reimbursement for the collection and referral of specimens sent out for analysis.  Lab work sent out to an independent NH Medicaid Laboratory should be billed to NH Medicaid by the Laboratory.

D.
MATERNITY CARE AND DELIVERY

Obstetrical services are considered surgical procedures (type of service 2) and are exempt from physician services limits. Obstetrical care includes prenatal care, delivery and postpartum care. 

Delivery includes vaginal delivery (with or without episiorrhaphy, with or without forceps) and resuscitation of newborn infant when necessary. Postpartum care includes hospital and office visits following vaginal delivery.

For medical complications of pregnancy (e.g., toxemia, cardiac problems, neurological problems, etc.) or other problems requiring additional or unusual services and requiring hospitalization, utilize procedure codes related to medical management.

Providers may now be reimbursed for identifying overall needs of pregnant women, and are encouraged to use standardized risk assessment forms (e.g. Hollister form).  This service may be billed once per pregnancy, in addition to global or individual services, and must:

SYMBOL 183 \f "Symbol" \s 10 \h
address risk status relative to overall health, family/social support, and the use of alcohol, tobacco and other substances.

SYMBOL 183 \f "Symbol" \s 10 \h
be provided by an MD or ARNP during the first 14 weeks of pregnancy, and
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be documented by an assessment form retained in the medical record.

To use global delivery codes, the provider must have rendered at least three prenatal visits, the delivery services and the postpartum care, and the woman must have been NH Medicaid eligible throughout this service delivery period.  In the event of patient non-compliance with any one office visit, the provider must make a minimum of two attempts (by telephone and/or by mail) to engage her in care, and these attempts must be documented in the medical record to be able to bill these codes.  If the woman either was not NH Medicaid eligible during the minimum service delivery period, or the minimum amount of care was not provided and documented, the provider must not bill a global code.  The delivery only codes (59410, type of service 2 or 59515, type of service 2) and the individual prenatal visit codes (X5905, type of service 2 and T5906, type of service 2) must then be used.

If a pregnant, NH Medicaid-eligible woman is accepted into care during the first trimester and is seen according to the American College of Obstetrics and Gynecology (ACOG) guidelines, or more often if medically indicated, the provider may choose to bill for the recipient's care using the individual service and delivery codes, thereby generating reimbursement in excess of the global rate.  Individual prenatal and postpartum office visits can not be billed in addition to the global fee.

E.
NURSING FACILITY CALLS

Routine visits to nursing facilities are limited to one visit per calendar month.  Acute care visits are not subject to service limitations for nursing facility patients.

F.
AMBULATORY VISITS

Ambulatory visits are services performed anywhere other than the inpatient hospital environment and are limited to eighteen (18) visits per person per fiscal year (July 1 through June 30).  Exception to the service limitation exists for recipients under the age of 21, recipients enrolled in special federally approved waiver programs and recipients in a nursing facility. A visit is defined as all ARNP services provided in one day to one recipient by one ARNP. However, if an ARNP sees one recipient twice in the same day it is considered two visits. A visit does not include laboratory tests or diagnostic X-rays, these should be billed as separate details on the claim. ARNP services include outpatient hospital visits, home visits and office visits. The appropriate procedure codes for billing are listed in the Physicians' Current Procedural Terminology (CPT) book.

CHAP - CHILD HEALTH ASSURANCE PROGRAM

BACKGROUND

All State Medicaid programs are required to have an Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Program for categorically needy individuals under age 21.  The EPSDT program, known in New Hampshire as CHAP Plus, (Child Health Assurance Program), is a preventive and comprehensive child health program that provides for initial and periodic examinations and medically necessary follow up care for all Medicaid recipients up to the age of 21.  The program objective is to encourage routine screening through the developmental years to find and treat physical and mental problems before they become more complex and costly to treat.

Recent Federal directives have significantly expanded EPSDT benefits to include any medically necessary service which could have been covered under the Title XIX State Plan.  These expanded services include an array of services designed to meet each individual need and are limited only by the medically necessary criteria.

The following pages describe covered services for NH Medicaid eligible children up to age 21.

CHAP PLUS MEDICAID POLICY GUIDELINES

The New Hampshire Medicaid Program Policy Guidelines listed in this section may be subject to change.  Providers will be notified of policy changes by NH Medicaid through bulletin updates and replacement pages which will be mailed by EDS.  All services in this section are subject to utilization review procedures.

CHAP Plus consists of three elements:

A.
Informing
All parents, foster parents, and other individuals responsible for the care of CHAP Plus- Eligible children are informed of the availability and importance of CHAP Plus.

1.
Initial clients are verbally informed by the CHAP Specialist within 60 days of financial eligibility determination, and by mailing.

2.
All clients are informed by an annual mailing.

B.
Screening
Eligible children are screened within 120 days of request for service to provide an assessment of the child's physical and mental status in order to identify potential or apparent physical, dental or mental health problems requiring diagnosis and possible treatment.

C.
Follow - up
Follow - up is done by the Division of Human Services to monitor possible referrals for timely treatment of conditions found in an abnormal screening, and to offer any supportive services necessary to provide the child with ongoing treatment.

Recipient Eligibility

Any NH Medicaid recipient who is under age 21 is eligible to receive expanded NH Medicaid services through CHAP Plus, the New Hampshire Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Program.

NOTE:
There is no special enrollment process for CHAP Plus.  Applications can be taken at the Division of Human Services District Offices, WIC, Maternal and Child Health Clinics, Family Planning and Early Intervention Clinics and any New Hampshire Hospital that has a disproportionate share worker.

recipient participation

Recipient participation in CHAP Plus is voluntary.  However, the federal mandate is for 80% participation in each of the following age groups:

SYMBOL 60 \f "Symbol"1 year of age, 1-5 years, 6-14 years, and 15-20 years.

Participation is defined as having at least one screening per year.

Provider Participation

Any enrolled NH Medicaid Provider may provide services within the scope of the EPSDT Program.  These services may be provided by, or under the supervision of, a licensed practitioner. Providers are encouraged to use the appropriate billing codes for screening services.

Screening Services

A.
Medical screening services are comprised of the following:

1.
comprehensive health and development history, including assessment for both physical and mental health development;

2.
comprehensive unclothed physical exam;

3.
appropriate immunizations according to age and health history;

4.
laboratory tests, including lead and blood level assessments appropriate to age and risk; and

5.
health education.

B.
Vision Services

Vision services include age appropriate assessments and the diagnosis and treatment of defects, including eyeglasses.

C.
Hearing Services

Hearing services include age appropriate assessments and the diagnosis and treatment of defects, including hearing aids.

D.
Dental Services

Dental services include preventive and restorative dental care, as well as initial direct referral to a dentist and for relief of pain and infections.

E.
Health Education

Health education includes information on expected child development and benefits of healthy lifestyles, as well as accident and disease prevention.

Screening services are recommended at the intervals listed in the periodicity schedule; however, interperiodic and/or partial screens are also covered services.

PERIODICITY SCHEDULE

RECOMMENDED MEDICAL SCREENING PERIODICITY SCHEDULE

A.
Infancy, 1 examination at ages:


1.
newborn;


2.
2-4 weeks;


3.
2 months;


4.
4 months;


5.
6 months;


6.
9 months;


7.
12 months.

B.
Early Childhood, 1 examination at ages:


1.
15 months;


2.
18 months;


3.
24 months;


4.
3 years;


5.
4 years;


6.
5 years.

C.
Late Childhood, 1 examination at ages:


1.
6 - 7 years;


2.
8 - 9 years;


3.
10 - 11 years;


4.
11 - 12 years.

D.
Adolescent, 1 examination at ages:


1.
14 - 15 years;


2.
16 - 17 years;


3.
18 - 19 years;


4.
20 - 21 years.

E.
Any other interval as medically appropriate.

BLOOD/LEAD ASSESSMENT

Effective with dates of service on or after December 23, 1993, the Medicaid requirements for childhood lead testing changed in accordance with the requirements set forth by the Department of Health and Human Services, pursuant to a Federal District Court ruling.  The three changes required to the current New Hampshire Medicaid guidelines pertain to the method and schedule of lead screenings, and the questionnaire used to determine risk category.

SYMBOL 183 \f "Symbol" \s 10 \h
The New Hampshire Medicaid program will no longer recognize the EP test, alone, for lead testing.  The blood lead test through venipuncture must be used.

SYMBOL 183 \f "Symbol" \s 10 \h
Blood lead testing must be done at ages 12 and 24 months, unless the child is determined earlier to be in the high risk category (if any question on the questionnaire is answered with a "yes") in which case a blood lead test must be done at that time.
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The revised lead screening questionnaire must be completed for the first time at 6 months.

Please refer your protocol questions to:

Childhood Lead Poisoning Prevention Program

Bureau of Health Risk Assessment

6 Hazen Drive

Concord, NH 03301-6521

1-(800)-852-3345, Extension 4507

1-(603)-271-4507

The New Hampshire Division of Public Health Laboratory also offers blood lead analysis on capillary and venom specimens as well as specimen kits.

For more information, please call the Public Health Laboratory at 1(800)-852-3345, Extension 4661 or 1-(603)-271-4661.

RECOMMENDED DENTAL PERIODICITY SCHEDULE

A.
1 visit every 6 months, beginning no later than age 3; and

B.
yearly bitewing X-rays, or if necessary, semi-annual bitewing X-rays.

VISION AND HEARING PERIODICITY SCHEDULES

Vision and hearing exams should be provided as necessary before the child begins to attend school, one exam between the ages of 3 and 6 years is recommended.

IMMUNIZATION PERIODICITY

A.
Infancy immunizations shall occur at ages:


1.
Newborn;


2.
2 months;


3.
4 months;


4.
6 months.

B.
Early childhood immunizations shall be at ages:


1.
15 months;


2.
18 months;


3.
24 months;


4.
5 years.

C.
Adolescent immunizations shall be at age 14 - 15.

D.
Any other interval, as medically appropriate.

DIAGNOSTICS

Diagnostic services may include, but are not limited to, urinalysis, sickle cell screening, tuberculin test and hematocrit or hemoglobin.

TREATMENT SERVICES

Conditions identified as a result of a screen must be treated or referred and will be covered if included in the NH Medicaid State plan.  NH Medicaid services, whether limited or non-covered, may be requested and prior authorized provided that the primary care          provider or treating physician documents the medical necessity for the request.  The Office of Medical Services shall give each request independent consideration.  The guidelines for requests are listed below.

The NH Medicaid program has defined medically necessary as:

"Reasonably calculated to prevent, diagnose, correct, cure, alleviate or prevent the worsening of conditions that endanger life, cause pain, result in illness or infirmity, thereafter to cause suffering or result in illness or infirmity, threaten to cause or aggravate a handicap, or cause physical deformity or malfunction, and if there is no other equally effective course of treatment available or suitable for the recipient requesting a medically necessary service."

REQUESTS FOR MEDICALLY NECESSARY SERVICES

Services that are not covered by an HMO which are deemed to be medically necessary may be covered by NH Medicaid if a request is sent to the Office of Medical Services.  Certain cap limitations established by the Office of Medical Services may be overridden if deemed medically necessary for continued treatment.  Requests for medically necessary services must have the concurrence of at least one of the following:

physician;

ARNP;

psychologist; or

associate psychologist.*

* 
Other health care providers, such as chiropractors, are not precluded from requesting medically necessary services.

The request for medically necessary services must, at a minimum, contain:

•
recipient diagnosis, whether a pre-existing or presenting condition, and the effect on the recipient without the treatment;

•
the medical need for the service(s) or equipment being prescribed;

•
the expected outcome and timetable of the prescribed treatment;

•
any historical data, if applicable, of treatment plans which may or may not have been successful to treat the current condition;

•
a listing of any individuals or agencies to whom the recipient is being referred; and

•
assurance that the prescribed service(s) or equipment is the least restrictive, most cost effective service available to meet the recipient's needs.

Requests for medically necessary services may be phoned in to the Office of Medical Services, Client Services (1-800-852-3345, Ext. 4344) followed by a letter or office notes signed by one of the disciplines listed above and sent to:

NH Division of Human Services

Office of Medical Services

6 Hazen Drive

Concord, NH 03301-6521

Attn: Requests for Medically Necessary Services

APPROVAL/DENIAL OF REQUESTS FOR MEDICALLY NECESSARY SERVICES

The Office of Medical Services shall evaluate medical necessity on a case-by case basis for each request and, will notify the provider, in writing, whether authorization is approved.

The Office of Medical Services will notify the recipient, in writing, if the prior authorization request is denied.  The notice, will include:

•
recipient identifying information;

•
the reason for the denial;

•
the factual basis for the denial; and 

•
the recipient's rights to appeal the decision.

NON-COVERED NH MEDICAID SERVICES

The following services shall not be covered:

•
Any treatment for which there is no medical necessity or for which the medical necessity has not been established.

•
Experimental or investigational procedures.

•
Treatment plans and/or equipment that lack effectiveness or have not been proven to be safe as outlined in reputable medical peer review literature.

•
Treatment plans and/or equipment more costly than lesser costing plans and/or equipment which would provide the recipient with the same expected outcome.

BILLING PROCEDURES

The HCFA-1500 Claim Form must be used for billing.

For State and Federal reporting purposes, modifiers are required when billing for an abnormal exam.  The modifier to be applied to the appropriate E/M code in all instances is AB- Abnormal.  The AB should be placed beside the applicable procedure code in field 24D.  Referrals must be made for corrective treatment of any conditions revealed by screening.  Modifier AB requires an additional modifier indicating the intent of follow up care.  This modifier is placed beside the AB in field 24D.  The additional modifiers are:

AP = appointment made

RT = referred for treatment 

TD = treated

PR = patient refused treatment

The following procedure codes are applicable for billing services that are provided.

Additionally, you must indicate in field 24H that the service being provided is an EPSDT service by placing a "3" in that field.  A 3 should be used for any service provided to a NH Medicaid recipient under the age of 21.  If the recipient is under age 21 and is also receiving family planning then a "1" should be used in 24H.

New Patient

99381-TOS 1
Initial evaluation and management of healthy individual.  Include comprehensive history and examination, identification of risk factors and ordering of appropriate laboratory/diagnostic procedures; infant (age birth to one year)

99382-TOS 1
Early Childhood: ages 1 through 4 years

99383-TOS 1
Late Childhood: ages 5 through 11 years

99384-TOS 1
Adolescent: ages 12 through 17 years

99385-TOS 1
Young Adult: ages 18 through 20 years

Established Patient

99391-TOS 1
Periodic re-evaluation and management of healthy individual requiring comprehensive history and examination, identification of risk factors and ordering of appropriate laboratory/diagnostic procedures; infant (age birth to one year.)

99392-TOS 1
Early Childhood: ages 1 through 4 years

99393-TOS 1
Late Childhood: ages 5 through 11 years

99394-TOS 1
Adolescent: ages 12 through 17 years

99395-TOS 1
Young Adult: ages 18 through 20 years

Case Management Team Conferences

99361-TOS 1
Medical conference by a physician with interdisciplinary team of health professionals or representatives of community agencies to coordinate activities of patient care. (30 minutes)

99362-TOS 1
As above (60 minutes).

Care Coordination

X9906-TOS 1/9
Defined as a social worker or registered nurse designated by a program or provider to monitor and facilitate the planning and delivery of Medically Necessary Services for NH Medicaid eligible children under the age of 21.

Other Services which may be provided in conjunction with the screenings which include, but are not limited to:

99371-TOS 1
Telephone call by physician to patient or for consultation or medical management or for coordinating medical management with other health care professionals.

99000-TOS 1
Handling/conveyance of specimen for transfer from the physician to a laboratory.

90782-TOS 1
Therapeutic injection of medication/immunization; as well as immunization-specific codes.

Reimbursement for the basic preventative visit will be increased by ten percent for abnormal exams.

In addition to the Preventative Medicine Codes, the following list of immunizations may be billed as applicable.

	Procedure Code
	Description

	90701-TOS 1
	Diphtheria and tetanus toxoids and pertussis vaccine (DPT)

	90702-TOS 1
	Diphtheria and tetanus toxoids (DT)

	90703-TOS 1
	Tetanus toxoid

	90704-TOS 1
	Mumps virus, live

	90705-TOS 1
	Measles virus, live, attenuated

	90706-TOS 1
	Rubella virus, live

	90707-TOS 1
	Measles, mumps and rubella virus, live (MMR)

	90708-TOS 1
	Measles and rubella, live (MR)

	90709-TOS 1
	Rubella and mumps, live

	90712-TOS 1
	Poliovirus, live, oral

	90713-TOS 1
	Poliomyelitis

	90714-TOS 1
	Typhoid

	90717-TOS 1
	Yellow fever

	90718-TOS 1
	Tetanus and diphtheria toxoids, adult (Td)

	90719-TOS 1
	Diphtheria toxoid

	90724-TOS 1
	Influenza virus

	90725-TOS 1
	Cholera

	90726-TOS 1
	Rabies (Pre and Post Exposure)

	90727-TOS 1
	Plague

	90728-TOS 1
	BCG

	90731-TOS 1
	Hepatitis B *(At Physician's discretion)

	90732-TOS 1
	Pneumoccal, polyvalent

	90733-TOS 1
	Meningoccal polysaccharide

	90737-TOS 1
	Hemophilus influenza B (HIB)

	90741-TOS 1
	Immune serum globulin (ISG)

	90742-TOS 1
	Specific hyperimmune serum globulin (e.g. hepatitis B, Measles, Pertussis, Rabies, Rho(D), Tetanus, Vaccinia, Varicella-zoster)

	90749-TOS 1
	Unlisted immunization: provide name, strength, quantity


*
Immunization vaccines are available through the Division of Public Health.  Reimbursement is made for injection only.

Other applicable codes:

	86585-TOS 5
	Tuberculin Tine Screen

	90782-TOS 1
	Therapeutic injection

	99371-TOS 1
	Physician phone call

	99000-TOS 1
	Lab Handling fee

	99335-TOS 1
	Titmus Vision Screen

	92551-TOS 1
	Pure Tone Hearing Screen

	X9906-TOS 1
	Care Coordination

	X9840 - TOS 5
	Lead Screening Kit

	X9042 TOS 1
	Developmental Screening Test - RPDQ Denver


On the following page is a complete list of CHAP Plus codes and their maximum allowable fees under Medicaid.

COMPLETE LIST OF CHAP CODES

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

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

	
	
	
	b. Check whether or not auto accident related.

	
	
	
	c. Check whether or not other type of accident.

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

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

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

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

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


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

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

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

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

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

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

	
	17a.
	ID Number of Referring Physician
	N/A

	
	18.
	Hospitalization Dates Related to Current Services
	N/A

	
	19.
	Reserved for Local Use
	When it is necessary to submit for what appears to be duplicate services on the same date, you MUST indicate in field 19 "NO DUPLICATE SERVICES BILLED". This statement should be noticeable at a glance, for example, 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


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

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

	
	
	CODE
	DESCRIPTION

	
	
	11
	Office

	
	
	12 
	Home

	
	
	21
	Inpatient Hospital

	
	
	22
	Outpatient Hospital

	
	
	23
	Emergency Room Hospital

	
	
	24
	Ambulatory Surgical Center

	
	
	25
	Birthing Center

	
	
	26
	Military Treatment Facility

	
	
	31
	Skilled Nursing Facility

	
	
	32
	Nursing Facility

	
	
	33
	Custodial Care Facility

	
	
	34
	Hospice

	
	
	41
	Ambulance - Land

	
	
	42
	Ambulance - Air or Water

	
	
	51
	Inpatient Psychiatric Facility

	
	
	52
	Psychiatric Facility Partial Hospitalization

	
	
	53
	Community Mental Health Center

	
	
	54
	Intermediate Care Facility/Mentally Retarded

	
	
	55
	Residential Substance Abuse Treatment Facility

	
	
	56
	Psychiatric Residential Treatment Center

	
	
	61
	Comprehensive Inpatient Rehabilitation Facility

	
	
	62
	Comprehensive Outpatient Rehabilitation Facility

	
	
	65
	End Stage Renal Disease Treatment Facility

	
	
	71
	State or Local Public Health Clinic

	
	
	72
	Rural Health Clinic

	
	
	81
	Independent Lab

	
	
	99
	Other Listed Facility


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

	
	
	CODE
	DESCRIPTION

	
	
	1
	Medical Care

	
	
	2
	Surgery

	
	
	3
	Consultation

	
	
	4
	Diagnostic X-Ray

	
	
	5
	Diagnostic Laboratory

	
	
	6
	Radiation Therapy

	
	
	7
	Anesthesia

	
	
	8
	Assistance at Surgery

	
	
	9
	Other Medical Service

	
	
	A
	DME Rental

	
	
	F
	Ambulatory Surgery Center

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

Modifiers are required when billing for an abnormal examination.

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

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

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

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

	
	
	
	1. Both EPSDT and Family Planning.

	
	
	
	2. Neither EPSDT nor Family Planning.

	
	
	
	3. EPSDT only.

	
	
	
	4. Family Planning only.

	
	24I.
	EMG
	N/A

	
	24J
	COB
	N/A

	
	24K.
	Reserved for Local Use

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

	
	25.
	Federal Tax ID Number
	N/A

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

	
	27.
	Accept Assignment
	N/A

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


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

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

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

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

	*
	33.
	Physician's, Supplier's Billing Name, Address, Zip Code & Phone #
	Enter the provider name, as enrolled with 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 Messages 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

