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seq number \hNURSING FACILITY SERVICES

PROCEDURES

NH Medicaid will pay for nursing facility patients only when there is prior approval by the Office of Medical Services.  This is accomplished through the submittal of Patient Care Referral Forms.  (Form 276A, B and C; or Blue Cross Blue Shield Patient Care Referral Forms).  Submittal of these forms to the Office of Medical Services is accomplished through fax or mail from the hospital and/or nursing home social workers and referral agencies throughout the state.  These forms contain both medical and social information, and are used to make the medical decision as to whether or not the recipient/applicant meets the criteria necessary for NH Medicaid coverage.

NOTE:
For Intermediate Care Facilities for the Mentally Retarded, except Cedarcrest, referrals should be mailed to the Division of Mental Health and Developmental Services.

If the forms received in the Office of Medical Services are complete, signed by the physician, the admission date to the nursing facility is known, and the criteria is met, the approval is given.  The authorization letter will then be mailed to the nursing facility as well as the District Office.  Once you are in receipt of this authorization, you may bill NH Medicaid by adding this new person to your next Turn Around Document (TAD).  If you should have a question with any of the information on the authorization, specifically the dates and/or patient liability amounts, it will be necessary to call the District Office.

When the initial approval is given at the Office of Medical Services, it will be for a year in most cases for a level 2 (ICF) level of care.  The Office of Medical Services will extend all authorizations annually.

Approvals given for a skilled level of care (level 1) are given for a period of one month, and a utilization review form #277 is due monthly and needs to be approved by OMS for continued authorization.

PASARr

The Omnibus Reconciliation Act (OBRA) of 1987 enacted Pre-admission Screening and Annual Resident Review whereby all applicants to Medicaid certified nursing facilities need to be screened for mental illness/mental retardation.  All nursing facilities are responsible to do this screening.  If it is suspected that there is a mental illness/mental retardation, the medical/social Forms 276A, B, and C are faxed to the Division of Mental Health and Developmental Services (DMHDS) for evaluation and approval of placement.

IN SOME INSTANCES INVOLVING A MENTAL HEALTH DIAGNOSIS, THERE MAY BE A DELAY IN THE PROCESSING OF YOUR AUTHORIZATION.  IF THIS OCCURS, PLEASE CALL THE DIVISION OF MENTAL HEALTH AND DEVELOPMENTAL SERVICES AT (603) 271-5141.

CHANGES TO AN EXISTING AUTHORIZATION

If a recipient is discharged or expires while in a nursing home, the discharge code used on the TAD will close the authorization.  IT IS STILL NECESSARY FOR YOU TO CONTACT THE DISTRICT OFFICE CASE TECHNICIAN AND INFORM HIM/HER OF THE STATUS OF THE RECIPIENT.

CHANGES TO PATIENT LIABILITY

The patient liability indicated on the authorization can only be changed by the District Office case technician.  It is the responsibility of the nursing facility to contact the technician, via the 295 form, of any changes to the recipient's income.

SOCIAL SECURITY CHANGES

January social security changes need to be addressed to the case technician at the District Office.  You must complete form 295 and send to the technician no later than the first week of January.

Changes to the patient liability will be indicated on the authorization.

ACCIDENTAL INJURY OF A NH Medicaid PATIENT

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

COVERED SERVICES

Routine services are all items or services provided or made available routinely and uniformly to all patients.  This includes all general nursing services, supplies, items which are used by individual patients but which are re-usable such as wheelchairs and other durable medical equipment, and laundry services.  It also includes special dietary supplements and, as required by OBRA 87, all routine and emergency dental care.

Ancillary services are those items or services provided to individual patients/recipients based on their unique situation and/or needs.  When the nursing facility provides such services as physical or occupational therapy, laboratory or radiology, they are included in the cost base and therefore in the rate.  The exceptions to this rule are pharmacy services and prescribed drugs.  These costs have been excluded from the per diem rate.

ANCILLARY SERVICES

The provision of additional services to NH Medicaid nursing facility patients at an additional charge will be permitted subject to the following:

A.
The nursing facility rate is considered all inclusive and no additional or ancillary charges will be permitted, except pharmacy services and prescribed drugs.

Medicare Part B must be billed for certain ancillary services if NH Medicaid skilled level of care recipients have the coverage and are eligible for the benefits. Medicare will remain the primary payer for covered services, even after Part A coverage has been exhausted. As the skilled level of care rate is all inclusive, the Division of Human Services has paid for the services and must receive the Part B remittance statement from Medicare. Physical, speech, and inhalation therapy as well as all prosthetic devices (to include catheter equipment, colostomy equipment, belts, trusses, braces, etc.) are covered by Medicare Part B. If there is a duplicate payment, the funds must be segregated and remitted to the Division of Human Services at the close of the provider's fiscal year.

NOTE:
Whenever a NH Medicaid eligible patient is referred or admitted to a skilled level of care facility under Medicare, facilities must contact the local District Office so that the patient's financial eligibility can be reviewed.

ATYPICAL CARE NURSING HOMES

A new nursing facility designation, atypical care, was added effective February 1, 1994.  An atypical unit is a nursing facility or a distinct part of a nursing facility which has the physical characteristics and appropriate staffing for highly specialized care.  Services are devoted exclusively to highly specialized care.

An atypical unit may be an Intermediate Care Facility (ICF) or a Skilled Nursing Facility (SNF) level and is subject to the same policies and procedures as any other Nursing Facility.

Examples  of care needs in an atypical unit:

· Brain/spinal cord injury rehabilitation

· Dependence on life sustaining mechanical devices

· Children with severe physical/mental disability

· Behavioral treatment requiring extensive direct staff intervention

· Complex medical needs requiring direct, hands on, one on one care by a licensed nurse of greater than four hours per day

The Office of Medical Services may approve admission to any atypical unit if the recipient requires the care and services provided, and if the care and services cannot be provided in a less intensive and less costly setting.

Qualification:  A facility may be designated as a provider of atypical care only when granted such status by the Office of Medical Services.

The Provider must:

· Submit a proposal in writing to the Office of Medical Services

· Describe the care and services

· Establish admission criteria

· Document the costs

The Office of Medical Services will:

· Review the proposal
· Determine need and appropriateness for proposed services
· Determine the rate of reimbursement
· Approve or deny application
Please send the application to the Office of Medical Services at the address below:

ATYPICAL CARE UNIT

Office of Medical Services

6 Hazen Drive

Concord, New Hampshire  03301-6521

PERSONAL ACCOUNTS

All nursing facilities are required to maintain an accounting system for the management of personal funds belonging to patients residing there. The patient or representative must have a complete understanding and final approval of all transactions. A declaration of intent must be completed for each patient residing in the institution. This declaration must identify either the nursing facility, the patient, relative(s), or legal guardian as being accountable for the patient's funds. Regardless of whether it is an individual or general account, any interest accrued belongs to the patient(s) and not the facility or anyone else. There must be no charge for these services and proper documentation must be maintained. A patient may request a quarterly accounting and make withdrawals at any time.

NH Medicaid recipients or their relatives or representatives may use personal funds to reimburse the nursing facility for leave days if it is necessary to hold the bed during an absence. Use of these funds is subject to the following:

A.
The Division of Human services can make no payment for a day or period paid for by the recipient or their representative(s).

B.
If a recipient's personal funds are used, either the patient, their representative(s), or both, must be aware of and fully understand the proposed expenditure in advance, and grant permission in writing for such use. The facility must then document the transaction in the patient's personal account.

No personal funds can be used to pay for or supplement any item or service already included in Division of Human Services reimbursement to a provider.

PATIENT INCOME

A NH Medicaid recipient, approved for nursing care, is responsible for applying available monthly income towards the costs incurred. Available income is reported on the Nursing Facility Prior Authorization Form at the time of initial authorization.

Recipients are allowed $40.00 of their monthly income for their personal use.

Any available patient resources, except the $40.00, must be applied to the nursing care charge. The application of zero resources by the provider is not automatic for the initial or last month of care. The resources indicated on the "Nursing Facility Prior Authorization" form or "Adjustment to Previous Nursing Facility Prior Authorization" must be applied to the nursing facility claim for every month, except that zero resources may be indicated in the month of admission if, in fact, no resources were available to the facility. For the first month of nursing care the resources indicated will apply unless the provider contacts the District Office in a timely fashion. AFTER CONTACT IS MADE, an "Adjustment to Previous Nursing Facility Prior Authorization" can be completed to change the resources.

REIMBURSEMENT

NH Medicaid rates nursing facilities are developed by the Division of Human Services in accordance with Form 356, "Reimbursement for Long-Term Care Facilities".

INVOLUNTARY RELOCATION

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

DENIALS
1.
When an applicant or recipient has been denied nursing facility services, the District Office, nursing facility, and the applicant or recipient are notified as follows:

a.
Pre-admission applicants, and applicants currently residing in an intermediate level of care facility are notified via Form 942, "Notice of Adverse Determination, Pre-Admission Denial".

b.
Recipients currently receiving nursing facility payments under NH Medicaid are notified via Form 943, "Continued Stay Denial".
NOTE:
A period of time not to exceed sixty (60) days is allowed in order to make alternative plans for placement or to further substantiate the original placement when a recipient currently receiving nursing facility care under NH Medicaid is denied continued intermediate level of care. During this time, the Office of Medical Services will authorize payment to the nursing facility.

FAIR HEARINGS

1. 
Payments to nursing facilities will be authorized if medical assistance has been continued as a consequence of an appeal for a fair hearing up until the time a hearing decision has been made. Additional requirements are the fair hearing is requested within ten (10) days of the denial letter and the recipient is currently receiving care in a nursing facility under NH Medicaid.

NOTE:
No action will be taken on cases of initial applications for any level of care until a decision is made by the fair hearings officer.

PROCESSING OF CLAIMS

EDS processes NH Medicaid claims for Nursing Facilities in the State of New Hampshire on a preprinted Turnaround Document (TAD).

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

	SYMBOL 183 \f "Symbol" \s 10 \h
Provider Number
	SYMBOL 183 \f "Symbol" \s 10 \h
Provider Name

	SYMBOL 183 \f "Symbol" \s 10 \h
Patient Medicaid Identification Number
	SYMBOL 183 \f "Symbol" \s 10 \h
Patient Name

	SYMBOL 183 \f "Symbol" \s 10 \h
Primary Diagnosis
	SYMBOL 183 \f "Symbol" \s 10 \h
Secondary Diagnosis

	SYMBOL 183 \f "Symbol" \s 10 \h
Detail
	SYMBOL 183 \f "Symbol" \s 10 \h
Level of Care

	SYMBOL 183 \f "Symbol" \s 10 \h
From Date of Service
	SYMBOL 183 \f "Symbol" \s 10 \h
Through Date of Service

	SYMBOL 183 \f "Symbol" \s 10 \h
Total Days Billed
	SYMBOL 183 \f "Symbol" \s 10 \h
Patient Status

	SYMBOL 183 \f "Symbol" \s 10 \h
Type of Leave
	SYMBOL 183 \f "Symbol" \s 10 \h
Start Leave Days

	SYMBOL 183 \f "Symbol" \s 10 \h
Total Leave Days
	SYMBOL 183 \f "Symbol" \s 10 \h
Patient Account Number


The provider is to review and update the TADs by adding, changing or deleting patient information when needed. The basic information that will be changed by the provider is:  Type of Leave, Leave Start Date and Total Leave Days. If a patient changes a level of care, the provider must discharge the patient from that level of care and add the patient back on a new detail line under a new level of care. The provider must also change patient status. The provider is to bill up to the patient's last day of the month before sending the TAD to EDS for processing. In order to ensure prompt payment, the provider is to mail the TAD to EDS by the 5th of each month.

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

TAD

EDS Corporation

PO Box 2029

Concord, NH 03302-2029

TAD CLAIM FORM EXAMPLE

TAD FORM INSTRUCTIONS

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

	FIELD NUMBER AND NAME
	INSTRUCTIONS FOR COMPLETION

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

	2. Reference Number
	For EDS use only.

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

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

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

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

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

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

	
	010 - SNF (Skilled Nursing )

	
	020 - ICF (Intermediate Level of Care)

	
	030 - SNF Atypical

	
	040 - ICF Atypical

	
	050 - Skilled Level of Care Facility-Swing Bed

	
	060 - Intermediate Level of Care Facility - Swing Bed

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

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

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

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

	
	1 = Discharged to Home

	
	2 = Deceased

	
	3 = Discharged to Skilled Level or Atypical Care Facility

	
	4 = Discharged to Intermediate Level of Care Facility

	
	5 = Inpatient Hospital (No Leave Days)

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

	
	7 = Left Against Medical Advice

	
	9 = Still A Patient

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

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

	
	I = Hospital Admission Leave (Non-Covered)

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

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

	16. Patient Account No. 
	This is not a mandatory field.  For use by Nursing Facilities billing personnel.

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


PROVIDER CERTIFICATION

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

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

PROVIDER CERTIFICATION STATEMENT

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

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

	Provider Signature
	
	Date
	


MONTHLY PREPRINTED TURNAROUND DOCUMENT (TAD)

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

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

Do not mail the TAD to EDS until the first day of the following month. The TAD must be received by the fifth of the month to insure prompt payment.

DELETING A PATIENT FROM THE TURNAROUND DOCUMENT (TAD)

To delete a patient from the TAD, draw a single fine line through the patient information. The information must remain legible to process the deletion. The patient will not appear on the TAD for the next month.

example of DELETING A PATIENT FROM THE TURNAROUND DOCUMENT (TAD)

BILLING FOR A PRIOR MONTH

To bill for a prior month, enter the additional information on concurrent lines or in the lower portion of fields for lines 7 through 12, as shown in this example. The  "2" entered in field 7 identifies this information as a second detail line for the patient.

Enter only two prior months on the preprinted TAD page; use an add-on page for any additional months. Place this add-on page directly  behind the preprinted page that lists the patient's last name.

You may bill for a total of twelve prior months on any one TAD; additional months beyond twelve must be billed on the next monthly TAD.

EXAMPLE OF BILLING FOR A PRIOR MONTH

PATIENT  LEAVE DAYS

Enter code "H" for Home Visit or  "I" for Inpatient Visit in Field 13 and the first day of the visit in Field 14. Enter the total number of leave days in Field 15. All leave days are governed by the NH Medicaid Program.

EXAMPLE OF PATIENT LEAVE DAYS

PATIENT DISCHARGED/PATIENT DATE OF DEATH

On the next page are examples of a patient who has become deceased, and a patient who is transferred to a different facility.

Make the necessary changes in fields 10 through 12 by drawing a single line through the preprinted information and entering the correct information in the lower portion of each field, as shown in this example. This patient will not appear on the next monthly TAD.

The nursing facility will not receive payment for the date of discharge or date of death.

REF #1  is Deceased

REF #2  is Transfered to a Different Facility

EXAMPLE OF PATIENT DISCHARGED/PATIENT DATE OF DEATH

PATIENT CHANGE IN LEVEL OF CARE

The patient must be discharged on the TAD and added directly below the preprinted detail line, as detail 02. Fields 7 through 12 must be complete.

Make the necessary changes in fields 10 through 12 on the TAD by drawing a single line through the preprinted information and entering the correct information in the lower portion of each field, as shown in this example. This patient will not appear on the next monthly TAD as an intermediate level of care. 

EXAMPLE OF PATIENT CHANGE IN LEVEL OF CARE

ADD-ON PAGE

The add-on page may be used for two purposes: to add or reinstate patients for the current month or to bill for prior months.

Please supply all the information required in fields 2 through 12.  Fields 13 through 15 must be completed if applicable. You may add or reinstate up to sixteen patients on one add-on page. Place this add-on page at the end of the monthly TAD.

The facility will receive add-on pages with every monthly preprinted TAD.

EXAMPLE OF ADD-ON PAGE

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

	1st - 2nd digit:
	10
	Handwritten

	
	11
	Computer Generated

	
	12
	Paper TADs

	
	13
	CCFs

	
	
	

	Valid region code values for adjustment 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.


	

	3rd - 6th digit:
	The year the claims was received at EDS.

	7th - 9th digit:
	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.

	10th - 15th digit:
	The last six digits following the date are designed for EDS control purposed.  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.

ALD 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.

COPAY AMT - The co-payment amount related to the claim.

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.

LOC - The location code 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.

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

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

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

COPAY AMT - The co-payment amount related to the 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.

LOC - The location code 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

 TPL Information

The TPL and Medicare Information Report displays the recipients for whom claims denied for other insurance during the week and 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 HOLDER NAME - The name of the person who holds the insurance policy.

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

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

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

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

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

Earnings Data and Error Messages Report

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

NUMBER 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.

NUMBER 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

PAGE  
iii

