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SEQ NUMBER \H
SEQ NUMBER \HRURAL HEALTH CLINICS

The following guidelines represent the billing requirements for the Rural Health Clinics.

RECIPIENT ELIGIBILITY

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

PROVIDER PARTICIPATION

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

A.
certified as a Rural Health Clinic by Medicare; 

B.
enrolled in the NH Medicaid Program;

C.
composed of licensed and/or NH Board certified practitioners;

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

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

REIMBURSEMENT

A.
Recipient encounters with more than one health professional, or multiple encounters with the same health professional, which take place on the same day for the same diagnosis or treatment, shall be counted as one encounter  Cases in which the patient, subsequent to the first encounter, suffers illness or injury requiring additional diagnosis or treatment on the same day may be billed as a separate encounter.

B.
Payment shall be made in accordance with the fee schedules established by the Office of Medical Services.

C.
In field 24D, on detail 1, enter the encounter procedure code for your clinic.  Also enter the appropriate HCPC procedure codes for services actually rendered on concurrent details.  Payment will be made for the encounter procedure code only.

ENCOUNTER CODE BILLING
New Hampshire Medicaid requires that Rural Health Clinics bill their encounters using a state-specific procedure code on the HCFA 1500 claim form.

In order to meet cost reporting requirements, in addition to billing the state-specific procedure code, subsequent details of the HCFA 1500 claim form must list the CPT performed, and the usual and customary charges for that code.

Below are services which may be included in the encounter rate and should be listed following the encounter rate on the HCFA 1500:

	PROCECURE CODE
	TOS
	DESCRIPTION

	99201
	1
	New patient, office visit, level1

	99202
	1
	New patient, office visit, level 2

	99203
	1
	New patient, office visit, level 3

	99204
	1
	New patient, office visit, level 4

	99205
	1
	New patient, office visit, level 5

	99211
	1
	Established patient, office visit, level 1

	99212
	1
	Established patient, office visit, level 2

	99213
	1
	Established patient, office visit, level 3

	99214
	1
	Established patient, office visit, level 4

	99215
	1
	Established patient, office visit, level 5

	99050
	1
	Services after hours, in addition to basic service

	90844
	1
	Medical psychotherapy

	57452
	2
	Colposcopy, simple


	PROCECURE CODE
	TOS
	DESCRIPTION

	57454
	2
	Colposcopy with biopsy

	57511
	2
	Cryocautery

	10060
	2
	Excision/biopsy, simple

	11420
	2
	Excision, benign lesion .5

	11422
	2
	Excision 1.1 - 2.0 cm lesion

	12001
	2
	Simple repair, 2.5 cm or less

	10120
	2
	Foreign body removal

	17110
	2
	Wart removal

	17340
	2
	Wart removal with cryautery

	58300
	2
	IUD insertion

	99301
	1
	Nursing facility assessment, level 1

	99302
	1
	Nursing facility assessment, level 2

	99303
	1
	Nursing facility assessment, level 3

	99311
	1
	Nursing facility subsequent assessment, level 1

	99312
	1
	Nursing facility subsequent assessment, level 2

	99313
	1
	Nursing facility subsequent assessment, level 3

	99381
	1
	New patient > 1 yr. of age, preventative

	99382
	1
	New patient, 1 - 4 yrs. of age, preventative

	99383
	1
	New patient, 5 - 11 yrs. of age, preventative


	PROCECURE CODE
	TOS
	DESCRIPTION

	99384
	1
	New patient, 12 - 17 yrs. of age, preventative

	99385
	1
	New patient, 18 - 39 yrs. of age, preventative

	99386
	1
	New patient, 40 - 64 yrs. of age, preventative

	99387
	1
	New patient, 65 + yrs. of age, preventative

	99391
	1
	Established patient, > 1 yr. of age, well child exam

	99392
	1
	Established patient, 1 - 4 yrs. of age, well child exam

	99393
	1
	Established patient, 5 - 11 yrs. of age, well child exam

	99394
	1
	Established patient, 12 - 17 yrs. of age, well child exam

	99395
	1
	Established patient, 18 - 39 yrs. of age, preventative

	99396
	1
	Established patient, 40 - 64 yrs. of age, preventative

	99397
	1
	Established patient, 65 + yrs. of age, preventative


HOSPITAL SERVICES

Procedures performed in a hospital can be billed on a fee-for-service basis.  Beleow is a listing of codes which may be billed fee-for-service:

	PROCEDURE CODE
	TOS
	DESCRIPTION

	99221
	1
	Initial inpatient, level 1

	99222
	1
	Initial inpatient, level 2

	99223
	1
	Initial inpatient, level 3

	99231
	1
	Subsequent hospitalcare, level 1

	99323
	1
	Subsequent hospital care, level 2

	99233
	1
	Subsequent hospital care, level 3

	99431
	1
	Newborn care

	99433
	1
	Subsequent newborn care

	99238
	1
	Hospital discharge

	99281
	1
	Emergency room visit, level 1

	99282
	1
	Emergency room visit, level 2

	99283
	1
	Emergency room visit, level 3

	99284
	1
	Emergency room visit, level 4

	99285
	1
	Emergency room visit, level 5

	99291
	1
	Critical care, 1st hour

	99292
	1
	Critical care, each additional 30 minutes

	54150
	2
	Circumcision

	59409
	2
	Vaginal Delivery


	PROCECURE CODE
	TOS
	DESCRIPTION

	59514
	8
	Assist C-section

	62270
	2
	Lumbar puncture

	53670
	2
	Catherization, bladder

	36406
	2
	Venipuncture < age 3, other vein

	99251
	3
	Inpatient hospital consult, level 1

	99252
	3
	Inpatient hospital consult, level 2

	99253
	3
	Inpatient hospital consult, level 3

	99254
	3
	Inpatient hospital consult, level 4

	99255
	3
	Inpatient hospital consult, level 5

	99218
	1
	Initial obervation care, level 1

	99219
	1
	Initial observation care, level 2

	99220
	1
	Initial observation care, level 3


COVERED SERVICES

Rural Health Clinic visits may include:

1.
the services of a physician, when the physician has an agreement to be paid by the clinic for such services;

2.
the services of a nurse practitioner or physician assistant provided within the scope of their training and/or certification;

3.
services and supplies that are furnished as incidental to a physician's, nurse practitioner's or physician assistant's professional services;

4.
laboratory services essential to the immediate diagnosis and treatment of the patient; or

5.
part-time or intermittent visiting nurse services when provided:

a.
To a homebound patient, excluding individuals in hospitals or skilled nursing facilities;

b.
Under a plan of care written by the supervising physician, physician attendant or nurse practitioner and reviewed at least every sixty (60) days by the supervising physician; or

c.
In areas designated by the Department of Health and Human Services as having a shortage of home health agencies.

6.
other ambulatory services provided within the scope of the rural health clinic practice.

DEFINITIONS

A.
Clinic Visits

A clinic visit is a face-to face encounter between a patient and a physician, a physician assistant or a nurse practitioner, either at the clinic or away from the clinic.

B.
General Supervision by a Physician

Indirect supervision by a physician who provides the medical direction to the clinic's health care activities, reviews the patient's records, provides medical care services and is available through direct telecommunications for consultation, assistance and referral.

C.
Nurse Practitioner
A registered professional nurse who is currently licensed to practice under the State and Federal requirements governing the qualifications of nurse practitioner.

D.
Physician

A Doctor of Medicine or Osteopathy legally authorized to practice medicine in the State.

E.
Physician Assistant
A person who meets the applicable State and Federal requirements for assistants to primary care physicians.

F.
Rural Health Clinic
Primary care facility certified by Medicare which is located in an area designated by the Bureau of the Census as rural and the Department of Health and Human Services as having a shortage of personal health services or primary care manpower, which is not a rehabilitation agency or a facility primarily for the care and treatment of mental diseases.

FEDERALLY QUALIFIED HEALTH CENTERS

The following guidelines represent the billing requirements for the Federally Qualified Health Centers (FQHC).

RECIPIENT ELIGIBILITY

All Medicaid recipients are eligible for Federally Qualified Health Center services when the services are performed by a qualified health center.

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;

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

D.
be designated by the Health Care Financing Administration (HCFA);

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

COVERED SERVICES

Federally qualified health center services are defined as follows:

1.
Physician services.

2.
Services and supplies incident to physician services (including drugs and biologicals that cannot be self-administered).

3.
Pneumococcal vaccine and its administration.

4.
Influenza vaccine and its administration.

5.
Physician assistant services.

6.
Nurse practitioner services.

7.
Clinical psychologist services.

8.
Clinical social worker services.

9.
Services and supplies incident to clinical psychologist and clinical social worker services as would otherwise be covered if furnished by or incident to physician services.

REIMBURSEMENT

Reimbursement for Federally Qualified Health Center core services shall be at the encounter rate as determined by the Medicare fiscal intermediary.

In field 24D, on detail 1, enter the encounter procedure code for your clinic.  Also enter the appropriate HCPC procedure codes for services actually rendered on concurrent details.  Payment will be made for the encounter procedure code only.

Reimbursement for Federally Qualified Health Center services provided off-site and listed below will be at the NH Medicaid fee for service rate:

ENCOUNTER CODE BILLING
New Hampshire Medicaid requires that Federally Qualified Health Centers bill their encounters using a state-specific procedure code on the HCFA 1500 claim form.

In order to meet cost reporting requirements, in addition to billing the state-specific procedure code, subsequent details of the HCFA 1500 claim form must list the CPT performed, and the usual and customary charges for that code.

Below are services which may be included in the encounter rate and should be listed following the encounter rate on the HCFA 1500:

	PROCECURE CODE
	TOS
	DESCRIPTION

	99201
	1
	New patient, office visit, level1

	99202
	1
	New patient, office visit, level 2

	99203
	1
	New patient, office visit, level 3

	99204
	1
	New patient, office visit, level 4

	99205
	1
	New patient, office visit, level 5

	99211
	1
	Established patient, office visit, level 1

	99212
	1
	Established patient, office visit, level 2

	99213
	1
	Established patient, office visit, level 3

	99214
	1
	Established patient, office visit, level 4

	99215
	1
	Established patient, office visit, level 5

	99050
	1
	Services after hours, in addition to basic service

	90844
	1
	Medical psychotherapy

	57452
	2
	Colposcopy, simple


	PROCECURE CODE
	TOS
	DESCRIPTION

	57454
	2
	Colposcopy with biopsy

	57511
	2
	Cryocautery

	10060
	2
	Excision/biopsy, simple

	11420
	2
	Excision, benign lesion .5

	11422
	2
	Excision 1.1 - 2.0 cm lesion

	12001
	2
	Simple repair, 2.5 cm or less

	10120
	2
	Foreign body removal

	17110
	2
	Wart removal

	17340
	2
	Wart removal with cryautery

	58300
	2
	IUD insertion

	99301
	1
	Nursing facility assessment, level 1

	99302
	1
	Nursing facility assessment, level 2

	99303
	1
	Nursing facility assessment, level 3

	99311
	1
	Nursing facility subsequent assessment, level 1

	99312
	1
	Nursing facility subsequent assessment, level 2

	99313
	1
	Nursing facility subsequent assessment, level 3

	99381
	1
	New patient > 1 yr. of age, preventative

	99382
	1
	New patient, 1 - 4 yrs. of age, preventative

	99383
	1
	New patient, 5 - 11 yrs. of age, preventative


	PROCECURE CODE
	TOS
	DESCRIPTION

	99384
	1
	New patient, 12 - 17 yrs. of age, preventative

	99385
	1
	New patient, 18 - 39 yrs. of age, preventative

	99386
	1
	New patient, 40 - 64 yrs. of age, preventative

	99387
	1
	New patient, 65 + yrs. of age, preventative

	99391
	1
	Established patient, > 1 yr. of age, well child exam

	99392
	1
	Established patient, 1 - 4 yrs. of age, well child exam

	99393
	1
	Established patient, 5 - 11 yrs. of age, well child exam

	99394
	1
	Established patient, 12 - 17 yrs. of age, well child exam

	99395
	1
	Established patient, 18 - 39 yrs. of age, preventative

	99396
	1
	Established patient, 40 - 64 yrs. of age, preventative

	99397
	1
	Established patient, 65 + yrs. of age, preventative


HOSPITAL SERVICES

Procedures performed in a hospital can be billed on a fee-for-service basis.  Beleow is a listing of codes which may be billed fee-for-service:

	PROCEDURE CODE
	TOS
	DESCRIPTION

	99221
	1
	Initial inpatient, level 1

	99222
	1
	Initial inpatient, level 2

	99223
	1
	Initial inpatient, level 3

	99231
	1
	Subsequent hospitalcare, level 1

	99323
	1
	Subsequent hospital care, level 2

	99233
	1
	Subsequent hospital care, level 3

	99431
	1
	Newborn care

	99433
	1
	Subsequent newborn care

	99238
	1
	Hospital discharge

	99281
	1
	Emergency room visit, level 1

	99282
	1
	Emergency room visit, level 2

	99283
	1
	Emergency room visit, level 3

	99284
	1
	Emergency room visit, level 4

	99285
	1
	Emergency room visit, level 5

	99291
	1
	Critical care, 1st hour

	99292
	1
	Critical care, each additional 30 minutes

	54150
	2
	Circumcision

	59409
	2
	Vaginal Delivery


	PROCECURE CODE
	TOS
	DESCRIPTION

	59514
	8
	Assist C-section

	62270
	2
	Lumbar puncture

	53670
	2
	Catherization, bladder

	36406
	2
	Venipuncture < age 3, other vein

	99251
	3
	Inpatient hospital consult, level 1

	99252
	3
	Inpatient hospital consult, level 2

	99253
	3
	Inpatient hospital consult, level 3

	99254
	3
	Inpatient hospital consult, level 4

	99255
	3
	Inpatient hospital consult, level 5

	99218
	1
	Initial obervation care, level 1

	99219
	1
	Initial observation care, level 2

	99220
	1
	Initial observation care, level 3


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.


FORM LOCATOR
CONTENT
	
	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

	
	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.


FORM LOCATOR
CONTENT
	
	27.
	Accept Assignment
	N/A

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

	
	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

