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*** ALL PROVIDERS ***
Is there an article you would like to see in this publication?  If so, please send your suggestions, on your company letterhead, to:  EDS, 7 Eagle Square, Concord, NH 03301, attn:  Michelle Dodge.  Our staff will research your suggestion for the article, and possibly publish your requested article.  

Thanks for helping us help you!

EDS HOLIDAYS
EDS' holidays for the remainder of the 2004 calendar year, are: 

	Veteran's Day
	Thursday 
	November 11, 2004

	Thanksgiving Day**
	Thursday 
	November 25, 2004

	Day after Thanksgiving
	Friday 
	November 26, 2004

	Christmas Day 
	Friday
	December 24, 2004


Please note: 

**  Electronic claim submissions must be received at EDS by 5:00 p.m. on the Tuesday prior to the holiday in order to guarantee they make that weekend’s financial cycle.

HINTS AND TIPS

Timely Filing - All claims must be submitted to EDS within one year of the date of service.  Claims that are beyond the one-year filing limit, but have previously been submitted and denied, must be resubmitted on paper.  This resubmission must be received within 15 months of the date of service.  Please refer to the June 2002 Edition of the NH Medicaid Bulletin for detailed information and process requirements.

EDS PROVIDER WEB SITE

Have you visited EDS’ new provider web site, www.nhmedicaid.com?  This is a great tool for obtaining the latest provider billing information, researching covered procedure codes for your provider type, or for sending us a question by e-mail.  You should receive a response to your e-mail within 1-2 business days.

DHHS WEB SITE 

The web address for the NH Department of Health and Human Services (DHHS) is:


http://www.DHHS.nh.gov
MEDICAID FRAUD UNIT

The Medicaid Fraud Unit of the New Hampshire (NH) Attorney General’s Office has statewide responsibility to investigate cases involving the suspected improper billing of NH Medicaid covered services.  This Unit, staffed by attorneys, investigators, and analysts, also investigates concerns of waste, fraud and abuse in the state administration of the NH Medicaid Program.  

For more information, or to report concerns in any of the above-noted areas, please contact the Medicaid Fraud Unit by phone at (603) 271-1246, by e-mail at mfcuinfo@doj.state.nh.us, or in writing to: Medicaid Fraud Unit, 33 Capitol Street, Concord, NH 03301.  Communications are treated as confidential.
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What Will Cause My Claim to be Returned Unprocessed

Under the New OCR Rules?
As of July 1, 2003, paper claims will be imaged and will then go through the OCR process as the first steps in claim processing and payment.  You can prevent delays to your anticipated payment date by following these tips:

· DO NOT submit laser printed red claim forms.

· DO NOT use highlighters on any claim form(s) or adjustment(s).  Highlighted areas show up as black lines, just as they do when highlighted forms are photocopied or faxed.
· DO submit only Red UB92 or HCFA claim forms.   Faxed claims or claim copies will not be accepted.

· DO use typewritten (BLOCK lettering) print when filling out claim forms; handwritten or script claims can cause delays and errors in processing.
· DO ensure that your printers are properly aligned, and that your print is dark and legible, if you are using a printer to create claim forms.
· DO use only black ink on ALL claims or adjustments that you submit to EDS.  The EDS imaging/OCR system reads only black ink.  

· DO make all appropriate corrections prior to re-submitting the claim(s) or adjustment(s). 

· DO call the Communications Unit at 1-800-423-8303 (NH and VT only) or (603) 224-1747 if you have questions.
OPTICAL CHARACTER RECOGNITION (OCR) PAPER CLAIMS SCANNING PROCESS

We are reminding all providers that the new paper billing guidelines went into effect on July 1, 2003.  In March 2003, providers received an important notice regarding these changes; workshops were held in April and May 2003 as well.  If you did not receive this information please go to our provider web site www.nhmedicaid.com to obtain a copy of the information that was provided.  If you have questions regarding the new paper billing guidelines, please contact the Communications Unit at 1-800-423-8303 (NH & VT only) or (603) 224-1747.

To avoid a delay in your payment because of claims returned as unable to be processed, please remember the following:

· Include the other insurance 4 digit carrier code (do not include carrier name) in the appropriate area on the claim (if applicable)

· HCFA/CMS 1500 - box 9d

· UB-92 - box 50
· ADA 1999, version 2000 - box 36
· Please indicate the other insurance payment on the claim form (if applicable)

· HCFA/CMS 1500 - box 29

· UB-92 - box 54

· ADA 1999, Version 2000:  total fee - payment by other plan = carrier pays 
(Box 60)
· Other insurance denial reason(s) should be indicated on claim; please enter information in correct box (if applicable)

· HCFA/CMS 1500 - box 19

· UB-92 - box 84 

· ADA 1999, version 2000 - box 60

Remember, effective July 1, 2003, paper crossovers are required to be attached to a claim form.  The claim form must:

· Match the claim type of the EOMB 

· Outpatient claims can not have a date span

· If crossovers span more than a day on outpatient, please enter the “from” and “to” date as the same in form locator 6

· If the services span across more than one claim form, roll services up to one claim, carefully adding the units and dollars

CONVERSION OF LOCAL CODES TO NATIONAL STANDARD CODES EFFECTIVE MARCH 1, 2004  - REMINDER

The implementation date for the conversion of NH Title XIX local codes to HIPAA-compliant national standard codes was deferred from January 1, 2004 to March 1, 2004.   Local codes typically begin with the letters W, X, Y or Z.

The significance of the March 1, 2004 implementation date:

· Beginning on March 1, 2004, any claim billing for local code procedures with dates of service March 1, 2004 or later must be billed using the designated replacement national standard code and applicable modifier combination.  Any claims for local code procedures having dates of service prior to March 1, 2004 must be billed using the local code.

· This conversion is a hard cutover.  Claims submitted that do not meet these service date/code criteria will deny.

Areas in which providers will be impacted:

· More extensive use of modifiers – Because many local codes in use today map to a single national standard code, combinations of up to four modifiers may be required to differentiate specific usage of the standard code.

· Units of measure may differ between local codes and the replacement national standard code, e.g., a local code that presently represents a 1-hour unit may be replaced with a national standard code that represents a 15-minute unit.

Prior Authorizations (PA) – Pre-existing prior authorizations for local code services with units remaining that span March 1, 2004 will be converted to include the replacement national standard code and any associated modifiers.  This PA conversion will result in new PA letters issued to providers that will retain the original PA numbers, but will describe the replacement standard code/modifiers that must be used for billing the dates of service covered by the PA March 1, 2004 and after.

Provider information:

· In mid-January 2004, notices detailing the local code conversion were mailed to providers.  These notices were provider-type specific.

· Each notice contained a crosswalk that maps current local codes to national standard codes with required modifier combinations.  Crosswalks identified any unit of measure changes.  Detailed instructions explaining each crosswalk were included.

· A detailed explanation of the prior authorization conversion process and instructions on how to bill for prior authorized services correctly, post March 1, 2004, were incorporated into the January 2004 notice.

System modification status:

· System modifications to support the local code conversion process have been implemented.

As we appreciate the complex nature of this conversion, NH Title XIX and EDS are committed to effecting a smooth transition from using local codes to the use of HIPAA-compliant national standard codes.  

If you have any questions about the preceding information, please contact the Communications Unit at 1-800-423-8303 (NH & VT only) or (603) 224-1747.
HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA): 

New Challenges for Healthcare

 DHHS and EDS continue to be actively involved with HIPAA regulations.  This article is the sixteenth in a series of technical information articles which may be found in the NH Medicaid Bulletins for March, September and December 2000; March, June and September 2001; March, June, September and December 2002; March, June, September and December 2003; March 2004 and September 2004 at:
http://www.DHHS.nh.gov/DHHS /MEDICAIDPROGRAM/LIBRARY/ default.htm
on the NH Department of Health and Human Services (DHHS) website.  Click on “Medicaid Bulletin” to locate these editions.
Termination of Bulletin Board Service for the Submission of Non-HIPAA-Compliant Electronic Claims

The Department of Health and Human Services (DHHS) and EDS will terminate use of the Bulletin Board Service (BBS) for submission of non-HIPAA compliant (e.g., proprietary format) electronic claim files, effective September 17, 2004.  This action impacts only those providers who continue to submit claims electronically to EDS through the BBS.

The Health Insurance Portability and Accountability Act (HIPAA) of 1996 mandated that all health care related claims submitted electronically on or after October 16, 2003 be submitted using the appropriate X12N transaction formats.  Since we understood that not all providers or their agents would be able to make all of the necessary modifications to meet those requirements by the mandated HIPAA deadline, DHHS and EDS implemented a contingency plan that allowed for the continued use of the BBS to support the submission of non-compliant electronic claims.  Previously established contingency period deadlines of December 31, 2003 and March 31, 2004 were extended to September 16, 2004, in order to accommodate those providers still experiencing challenges to HIPAA-compliant claims submission.

DHHS and EDS have continued to work collaboratively with providers and their agents in support of their HIPAA transaction conversion and testing efforts.  Since early June, EDS Provider Relations staff has been contacting those providers still reliant on the BBS to alert them of the BBS termination and to work with those providers to review status, discuss alternatives, and to resolve any outstanding testing issues.  In addition, DHHS and EDS upgraded the Provider Electronic Solutions software, which is an alternative mechanism for those providers submitting a smaller claim volume, to support the submission of HIPAA-compliant claim transactions.  The most current release of the software is available free of charge and via download from the NH Title XIX Provider Services website, www.nhmedicaid.com.

Effective September 17, 2004, EDS will no longer accept electronic claims submitted in the propriety format and use of the BBS will be terminated.  Consistent with this transition, EDS will no longer produce a non-HIPAA compliant electronic remittance advice (RA) diskette.  All providers submitting electronic claims must convert to the HIPAA 835 transaction to receive an electronic RA.

All NH Title XIX (NH Medicaid/Healthy-Kids Gold) Providers and their authorized agents who intend to exchange HIPAA compliant X12N transactions with EDS must complete a Trading Partner Agreement (TPA) and Electronic Data Interchange (EDI) Registration form to gain access to the secure Web Portal using the Internet or Remote Access Server.  These forms are available for download at the NH Medicaid Provider Services web site www.nhmedicaid.com.  

The NH Medicaid Companion Guide, available at the same web address, provides instructions on NH Medicaid electronic billing requirements and how to use the NH Medicaid Transaction Services Web Portal.

Completed TPA and EDI Registrations must be mailed to:


Attn:  EDI Coordinator


EDS


PO Box 2040


Concord, NH 03302-2040

As was noted previously, EDS’ HIPAA compliant Provider Electronic Solutions software is available for downloading from the Provider Services web site, www.nhmedicaid.com, or by contacting the Provider Services Unit at 1-800-423-8303 (NH & VT) or (603) 224-1747.  Download time may vary depending upon your system capabilities.  The EDS Provider Services Unit staff is available to provide assistance with the download process.  

DHHS and EDS appreciate the collaborative effort put forth by providers and billing agents in overcoming the challenges presented by the HIPAA transactions rule and in achieving a successful transition to HIPAA-compliant electronic transaction processing.  Termination of the BBS is one of the last steps required to ensure full HIPAA-compliance in claims processing by DHHS and EDS.  

If you are a provider or billing agent that is still using the BBS, please take the steps necessary to transition to HIPAA-compliant claims submission prior to September 17, 2004.  If you have questions about the contents of this notice, please contact the EDS Communications Unit at 1-800-423-8303 (NH & VT only) or (603) 224-1747. 
If you have questions on EDI registration and certification, please contact the EDI Coordinator:  Kat McCalsky at (603) 225-4899 ext. 3014, e-mail:  kathleen.mccalsky@eds.com.

Remember, a TPA and EDI registration form must be completed prior to submitting any electronic transaction to EDS in the HIPAA compliant format.  The EDI registration form must list all the NH Title XIX provider numbers for whom the Trading Partner will submit electronic claim(s), access electronic remittance advice(s), check claims status electronically and/or perform batch eligibility checks.  Once the TPA and EDI forms have been completed, a Trading Partner ID will be assigned.  You will receive your Trading Partner ID and initial password in writing.

Specifications for all HIPAA compliant transactions may be found in the DHHS Companion Guide.  An electronic copy of the Companion Guide may be obtained at the EDS provider web site: www.nhmedicaid.com.  The Companion Guide provides Trading Partners with system requirements as well as clarification regarding situational data elements that will be necessary for claims processing through the NH Title XIX program.

If you have any questions about the information in this article, or have questions about DHHS’ or EDS’ HIPAA readiness, please contact the following individuals:

For DHHS Readiness Questions:
Patti Lambert



271-7240

Diane Delisle



271-7238

For EDS Readiness Questions:
Michelle Dodge


225-4899, ext. 3041

SERVICE LIMITS - PRIOR AUTHORIZATION REQUESTS TO EXCEED – FORM REVISION

Some Medicaid services have limits on the number of services that will be reimbursed in a state fiscal year (July 1 – June 30).  Procedures have been in place since 1995 for providers to request additional units of covered services for recipients 21 years of age and over.  For recipients under 21 years of age, procedures have been in place since 1993 to allow providers to request, under the medical necessity provisions of the Early Periodic, Screening, Diagnosis, and Treatment Program (EPSDT), certain non-covered, yet “coverable,” services which include services in excess of the service limits.  (See Important Notice, “Child Health Care Services,” dated March 1993.)

In accordance with current NH Title XIX rules, providers who wish to receive NH Title XIX reimbursement for services which exceed the service limits must request and receive authorization from the Office of Medicaid Business and Policy (OMBP) before providing the services.  In an effort to streamline and expedite provider requests for authorization to exceed the service limits, OMBP has revised the Form 272E, “Request for Prior Authorization in Excess of Service Limits,” which providers should utilize when making such requests.  Your careful and thorough completion of Form 272E will help us process your request with greater efficiency.  

A copy of the newly-revised Form 272E can be found at the back of this quarterly newsletter and also may be accessed on the EDS web site, at: www.nhmedicaid.com.  Please make copies of this revised form for future use.  We request that you begin using this revised prior authorization request form as soon as possible.

Once you submit a Form 272E, it will be reviewed by OMBP.  If it is incomplete and/or more information is required, the Form 272E will be returned to you with the area(s) in question highlighted, and an attached cover sheet indicating the necessary action. 

If your request is authorized, you will be sent a computer-generated confirmation form, “New Hampshire Medicaid Prior Authorization” by EDS.  The prior authorization number indicated on this confirmation form must be utilized when you bill for the specific service. 

If your request is denied, OMBP will forward a notice of denial, “Medical Assistance Program Denial for Prior Authorized Services,” Form 272a, to the recipient with a copy to you, the provider.

If you have any questions about this process, please contact the Office of Medicaid Business and Policy at:  1-800-852-3345 ext. 4795 (in-state only) or (603) 271-4795.

If you are requesting an override of psychotherapy or community mental health service limits, please do not follow the above procedures.  An informational packet and a copy of the Application for Prior Authorization of Psychotherapy Services in Excess of the Service Limits form may be obtained by contacting Joy Cadarette, Community Mental Health Services, at:  1-800-852-3345, ext. 0800 (in-state only) or (603) 271-0800, or by email at Jcadarette@dhhs.state.nh.us.  

A copy of the Application for Prior Authorization of Psychotherapy Services in Excess of the Service Limits form may also be accessed from the June 2004 NH Medicaid Bulletin, at: 

http://www.dhhs.nh.gov/DHHS/MEDICAIDPROGRAM/LIBRARY/Newsletter/medicaid-bulletin.htm,

or on the EDS provider web site, at:   www.nhmedicaid.com.    

ARCHIVING OF DOWNLOADABLE FILES ON THE TRANSACTION SERVICES PAGE OF THE NH MEDICAID PROVIDER WEB SITE - REMINDER

The “Trading Partner Web Page User's Guide” located in the Companion Guide indicates that  “Files will be available for 90 days, and then will be removed from your page and archived.”  This is a reminder that EDS will shortly begin this archiving process.  If you need copies of anything in your Download Directory, please be certain you have downloaded and saved a hard or soft copy. 

PAPER CLAIM ADJUSTMENTS

Frequently, requests for adjustments can not be processed or must be returned to the provider.  To help expedite processing of claim adjustments, we are offering the following suggestions:

· Claims/details, which have already been denied, cannot be adjusted.  Please submit a new claim to EDS, which corrects the original reason for the denial. 

· Your signature is required on paper adjustments.

· The transaction control number of the paid claim you are adjusting and the recipient name and ID fields must match.

· All fields on the adjustment form must be completed, including the Remittance Advice (RA) date.

· Adjustments must be competed within 24 months of the paid date of the original claim.

· Pharmacy claim adjustment requests must be submitted to First Health for processing.

NOTE:  Remember, adjustments/voids may now be filed electronically.  

Please contact the Provider Services Unit at 1-800-423-8303 (NH & VT) or (603) 224-1747  if you have further questions regarding adjustments and voids. 

ELECTRONIC ADJUSTMENTS/VOIDS

On your banner page beginning May 21, 2004, we announced that EDS is ready to accept electronic adjustments and voids regarding claims submitted to NH Title XIX for payment.  In that banner page announcement a reference to the 278 transaction was made.   However, we should not have referenced the 278, which is unrelated to the adjustment and void transactions.  We apologize for any inconvenience that this may have caused you.
COCHLEAR DEVICE IMPLANTATION – BILLING PROCESS CHANGE 

Effective August 1, 2004, Cochlear Device Implantation with or without mastoidectomy, Code 69930, requires prior approval before the claim may be submitted to NH Title XIX for payment. To obtain prior approval, please contact the Office of Medicaid Business and Policy at:  1-800-852-3345 ext. 4795 (in-state only) or (603) 271-4795.
THIRD PARTY LIABILITY CARRIER CODE ADDITIONS/CHANGES
The following third party liability carrier codes have been changed since the June 2004 edition of the NH Medicaid Bulletin:  

	CODE
	COMPANY NAME

	0297
	John Deere Health, 3800 Avenue of Cities, Suite 200, Moline IL 61265

	0304
	Managed Health Funding, PO Box 48098, Jacksonville, FL 32247-8098

	0008
	United Healthcare, PO Box 1600, Kingston, NY 12402  (Additional address:  for Medicare supplement policies, mail to this address.)


The following third party liability carrier codes have been added since the June 2004 edition of the NH Medicaid Bulletin:  

	CODE
	COMPANY NAME

	0690
	Express Scripts, Inc. – Tricare, PO Box 66518, St. Louis, MO 63166, Attn:  S.A Team

	0691
	PPO USA, Attn:  Marketing/Sales Dept., 310 NH Mulberry, Lees Summit, MO 64086

	0692
	Save RX, 224 N Park Street, Fremont NE 68025

	0693
	Electrisola, Inc., 126 High Street, Boscawen, NH 03303

	0694
	Benefirst, 1020 Plain Street, Suite 220, Marshfield, MA 02050

	0695
	Dental Comp, PO Box 10599, Harrisburg, PA 17105


A complete list of Carrier Codes may be obtained on the EDS Provider Web Site at:

www.nhmedicaid.com
by clicking on “Downloads,” “Procedure Codes,” and then “Carrier Codes.”  Providers are welcome to call the Communications Unit at 1-800-423-8303 (NH & VT only) or (603) 224-1747 with any questions.

*** AMBULANCE PROVIDERS ***

AMBULANCE TRANSPORT LEVEL OF CARE – RELEASE OF REVISED AMBULANCE MEDICAL NECESSITY FORM

When transporting a New Hampshire (NH) Medicaid recipient for emergency services by ambulance, the most appropriate level of transport should be provided.  The NH Title XIX program has defined the following levels of transport:

Basic Life Support  (BLS) – services provided by an ambulance that provides transportation plus the equipment and staff needed for such services as control of bleeding, splinting fractures, treatment for shock, delivery of babies and cardio-pulmonary resuscitation within the scope of non-invasive practice rendered by emergency medical care providers.

Advanced Life Support (ALS) – services provided by an ambulance certified to provide specialized life-sustaining services and equipment such as intravenous medication, anti-shock trousers, establishing and maintaining a patient’s airway, defibrillating the heart, relieving pneumothorax conditions, and monitoring within the scope of practice rendered by advanced emergency medical care providers in accordance with RSA 151-B: 10.

To ensure timely payments of claims for these emergency services by ambulance:

· If paper claims are submitted, a completed “Ambulance Medical Necessity Form,” Form ALS or Form BLS, as applicable, must be attached to each claim; and

· If electronic billing is used, the provider must retain a completed Form ALS or Form BLS, as applicable, at the provider location to support each claim.

NOTE:  A physician, physician assistant or advanced registered nurse practitioner must sign the Ambulance Medical Necessity form.

A copy of each newly revised “Ambulance Medical Necessity Form” is located at the end of this bulletin.   The forms may also be printed from the EDS web site at: www.nhmedicaid.com.  

Questions regarding level of care for ambulance transport should be directed to the Medical Services Consultant at: 1-800-852-3345 (in- state only), or (603) 271-7658.

If you have any questions about the preceding information, please contact the Communications Unit at 1-800-423-8303 (NH & VT only) or (603) 224-1747.

*** DME PROVIDERS ***

WHEELCHAIR COMPONENTS OR ACCESSORIES - PROCEDURE CODE REVISION 

When billing for wheelchair components or accessories that do not have a specific HCPC code defined, please use procedure code K0108. 

· If the sum of the components/accessories is $800.00 or less, please bill using procedure code K0108 with modifier U1.  No prior authorization is required.  The $800.00 maximum allowance for K0108-U1 includes any "labor charges" billed, not just material costs.  Also note that when billing under K0108-U1, non-covered components may not be included (e.g., services not normally approved under the NH Hampshire Title XIX program, or new options not already installed on the wheelchair).  
· If the cost of those components/accessories exceeds $800.00, please bill using procedure code K0108 without a modifier.  A prior authorization will be required.

If you have any questions about the preceding information, please contact the Communications Unit at 1-800-423-8303 (NH & VT only) or (603) 224-1747.
*** HCBC-ECI AND HOME HEALTH PROVIDERS ***

BILLING WHEN OTHER INSURANCE IS INVOLVED – NH MEDICAID IS PAYOR OF LAST RESORT
In accordance with state and federal law, Medicaid is the payor of last resort.  When billing for HCBC-ECI or Home Health Services, all other medical insurance (third party insurance), including Medicare, held by or covering a NH Title XIX-eligible individual must be billed before submitting a claim for payment by NH Title XIX.  

Before providing services to a NH Title XIX-eligible individual, providers must verify the individual’s NH Title XIX eligibility and any sources of third party insurance coverage.   If third party insurance coverage is determined, that insurance must be billed before claims are submitted to NH Title XIX.  If a NH Title XIX-eligible individual’s third party insurance limits the individual’s choice of medical providers, then s/he must follow the terms of that insurance and seek care only through providers identified as covered providers or obtain a referral from her/his other insurance to allow a different choice of provider, when/if possible.  If the terms of the third party insurance are not followed, then NH Title XIX will also not pay for the service.  


DHHS enforces this third party insurance requirement in two ways:  

· edits are placed within the NH Title XIX payment system that prevent payment for services without proof of third parties having been billed, and 

· NH Title XIX paid claims are reviewed to determine if they were paid in error.  When DHHS determines that a payment was made in error, the provider that was paid is required to reimburse the payment to DHHS.  RSA 167:60 allows the suspension or termination of a provider’s enrollment status if he/she refuses to reimburse the amount of overpayment to DHHS.

Instructions regarding third party liability billing procedures are contained in your provider-specific section of the NH Medicaid Billing Manual, which may also be accessed on line at:  

www.nhmedicaid.com/Downloads/manuals.html.

Thank you for cooperation in following the requirements of this essential billing procedure.  If you have any questions about these billing requirements, please contact your EDS Provider Relations Representative at:  1-800-423-8303 (NH and VT only) or 603-224-1747.  

*** OUT OF STATE HOSPITALS ***

INPATIENT HOSPITAL SERVICES PRIOR AUTHORIZATION FORM  - REVISION

In accordance with New Hampshire Medicaid and Healthy Kids-Gold (NH Title XIX) rules, inpatient hospital services must be prior authorized by the Office of Medicaid Business and Policy (OMBP) when provided at out-of-state hospitals, excluding border hospitals.  Except for emergency services, inpatient services at out-of-state hospitals are limited to diagnostic, surgical, or medical care that can not be provided in a New Hampshire hospital.

In order to streamline and improve the prior authorization process for inpatient hospital services at out-of-state hospitals, NH Title XIX has revised Form 272H, “Request for Prior Authorization, In-Patient Hospitalization - Out of State,” which is used when requesting NH Title XIX prior authorization for an inpatient service at an out-of-state hospital.  This revised form is found at the end of this quarterly newsletter, and also may be accessed on the EDS provider web site, at: www.nhmedicaid.com.  Please make copies of this revised form for future use.  We request that you begin using this revised prior authorization request form as soon as possible.

Once you complete a Form 272H, you may fax it to OMBP at (603) 271-4376.  If your request is approved, you will receive a form letter, Form 272L, confirming approval of your request and instructing you to send the hospital discharge summary and the UB 92 billing form to OMBP.  OMBP will enter a prior authorization number on your UB 92 billing form prior to submitting the claim to EDS for processing.

If your request is denied, OMBP will forward a notice of denial, “Medical Assistance Program Denial for Prior Authorized Services,” Form 272a, to the recipient with a copy to you, the provider.

Please note that approvals received via Form 272L are for a maximum time frame of 30 days.  It is your responsibility to request approval for extensions beyond the 30 day maximum prior to expiration of the Form 272L approval.  An extension may be requested by submitting a new Form 272H with documentation substantiating the need for extending the inpatient stay.  Approval or denial of the extension will be processed as detailed above.

Please note that you must bill only the number of actual acute care inpatient days for which service is provided, regardless of the maximum number approved.

If you have any questions about this process, please contact the Office of Medicaid Business and Policy:  1-800-852-3345 ext. 4795 (in-state only) or (603) 271-4795.

*** PHARMACISTS AND PRESCRIBING PROVIDERS ***

PREFERRED DRUG LIST (PDL)

The NH Medicaid Preferred Drug List (PDL) implementation began on September 1, 2004.  A PDL specifies the prescription medications within a therapeutic drug class which have been determined to be clinically sound and cost effective, and which will be the preferred drug when prescribed for NH Medicaid and Healthy Kids-Gold (NH Title XIX) recipients.  

All drugs currently covered by the NH Medicaid program will remain available to NH Title XIX recipients, but for those medication classes for which a preferred drug has been determined, NH Title XIX will now require providers to affirmatively arrange for continuation of a non-preferred drug if the drug is not on the PDL as Chapter 188 of the Laws of 2004 requires that Medicaid only cover non-preferred drugs upon a finding of medical necessity by the prescribing physician.  

If it is medically necessary to begin a patient on a non-preferred drug, or if it is medically necessary to continue use of a non-preferred drug, providers will need to contact First Health to arrange for their patient to receive a non-preferred medication.  Chapter 188 requires that the determination of medical necessity be based on the following criteria:  allergic reaction, drug interactions, previous episode of side effect or therapeutic failure, specific age indications, unique indications supported by the FDA or peer reviewed literature or clinically unacceptable risk with a change in pharmaceutical therapy. 

When the above-noted process is followed, NH Title XIX recipients can be assured that medically necessary non-preferred drugs will remain available to them.  In the event that prior arrangements are not completed appropriately, a 72-hour emergency supply of non-preferred medication will be available to a recipient. 

Prescribing providers who have patients who are NH Title XIX recipients, and who are currently receiving medications which will be non-preferred, were sent a list of those patients on August 11, 2004.  Providers are encouraged to review this list and consider if a preferred drug is clinically indicated.  If the prescribing provider determines that it is medically necessary to continue the current pharmaceutical regimen, the First Health prior authorization center should be contacted in advance to arrange for continuation of the current medical regimen.

Effective September 1, 2004, NH Title XIX claims for non-preferred drugs will begin denying at the pharmacy if no authorization or arrangements have been obtained.  Implementation of the full PDL will occur over a three-month period.  Pharmacy and prescribing providers received a mailing, dated August 1, 2004, which provided the complete PDL, the rollout schedule, and the PDL FAX form.  That information may also be obtained by visiting the NH Title XIX PDL website at: 

http://www.dhhs.state.nh.us/DHHS/MEDICAIDPROGRAM/pdl.htm
Additionally, an information session for providers will take place on October 14, 2004, from 10:00 am to 11:00 am, in the auditorium of the Brown Building, 129 Pleasant Street, Concord, NH 03301.  Directions to the Brown building may be obtained by using the following web link: 

http://www.dhhs.nh.gov/DHHS/Contact+Directory/default.htm
If you have any questions about this process, please contact Robin Calley of the Office of Medicaid Business and Policy:  1-800-852-3345 ext. 8166 (in-state only) or (603) 271-8166.

DRUG LABELER CODES

The following drug labelers have signed rebate agreements and joined/rejoined the NH Medicaid Drug Rebate Program effective 7/1/2004:
	NAME
	LABELER CODE

	Marlex Pharmaceuticals, Inc.
	68135

	Instituto Grifols
	68516


The following drug labelers joined effective 10/1/04:

	NAME
	LABELER CODE

	Biomarin Pharmaceuticals, Inc..
	68135

	Precision Dose, Inc.
	68094

	Alliant Pharmaceuticals
	68188

	Presutti Laboratories, Inc.
	66378

	JSJ Pharmaceuticals
	68712

	Eyetech Pharmaceuticals, Inc.
	68782


The following drug labeler withdrew/was terminated effective 7/1/2004:
	NAME
	LABELER CODE

	RIJ Pharmaceutical Corporation
	53807


The following drug labelers withdrew/will be terminated effective 10/1/2004:
	NAME
	LABELER CODE

	Becton Dickinson
	08290

	Excelsior Medical Corporation
	63807

	D and K Healthcare Resources
	65759


*** SKILLED NURSING FACILITY PROVIDERS ***

MEDICARE PART A SKILLED NURSING CROSSOVER CLAIMS - ELECTRONIC SUBMITTAL PROCEDURES 
The purpose of this notice is to provide information from the Department of Health and Human Services (DHHS) and EDS regarding changes to the method of submission and claims processing of the 837 Institutional Transaction for Coinsurance claims (crossover claims) as submitted by Skilled Nursing Facilities (SNFs) for payment of NH Title XIX covered skilled nursing services.  It also includes instructions that must be shared with Nursing Facility Information Systems Claims Processing or vendor staff.

Previously, when SNF providers submitted electronic Part A crossover claims, the claims were denied and follow-up requests were made for paper submission of the claims, which required attaching a copy of the applicable DHHS Form 270 - “Resources to Apply to Medicare Co-Insurance” to the paper claim.  Although electronically submitted Part B crossover claims for SNF services were processed automatically, those claims were suspended for review and only released for payment when they could be verified as Part B claims. 

Beginning with claims submitted on or after August 1, 2004,  DHHS and EDS will implement claims processing enhancements that include automated processing of electronic Part A SNF crossover claims, and streamlined processing of electronic Part B SNF crossover claims.

Required Data For Successful Electronic Submission Of Medicare Crossover Claims
Part A crossover claims that are submitted electronically must contain the following data:  

· the Primary Insurance Payer (Medicare A), 

· the Primary Insurance Subscriber Name, 

· the Primary Insurance Payment Date, 

· the Primary Insurance Payment Amount, 

· the Primary Insurance Allowed Amount, 

· the Patient Liability Amount ( NH Medicaid Form 270, Liability Amount), 

· the Primary Insurance Coinsurance Amount, 

· and the Primary Insurance Deductible Amount (if applicable).  

The Facility Code for Part A crossover claims must be “21.”  Because Part A Crossover claims are claims for inpatient services, the 837 transaction must meet all other data requirements for claims for inpatient services as documented in the “837 Institutional Implementation Guide,” including the 2002 Addenda, as published by Washington Publishing Company.

· The Recipient Liability Amount on a claim for a given recipient for a specific date of service must match the applicable amount from the Form 270, “Resources to Apply to Medicare Co-Insurance” issued for that recipient.  Electronic SNF claims submitted with a liability amount greater than $0 (zero dollars) will be processed through to payment, provided there are no other errors on the claims.  Post-payment review of SNF claims to verify reported liability amounts periodically will be conducted.
· Electronic SNF claims that are submitted with a Recipient Liability amount equal to $0 (zero dollars) will be suspended for verification of the Recipient Liability Amount, using the “Recipient Skilled Nursing Liability Amount” in the NewHEIGHTS System.  NewHEIGHTS is the source system for generation of the Form 270.  If, following NewHEIGHTS verification, it is determined that the Recipient Liability Amount is greater than zero dollars, the corrected Recipient Liability Amount will be entered on the suspended claim.  Following verification that the Recipient Liability amount is either $0 or has been corrected to equal the “Recipient Skilled Nursing Liability Amount” from NewHEIGHTS for the date of service, claims will be released for processing.

Part B Crossover claims that are submitted electronically must contain the following data:

· the Primary Insurance Payer (Medicare B), 

· the Primary Insurance Subscriber, 

· the Primary Insurance Payment Date, 

· the Primary Insurance Payment Amount, 

· the Primary Insurance Allowed Amount, the Primary Insurance Coinsurance amount, and 

· the Primary Insurance Deductible amount (if applicable).  

The Facility Code for Part B Crossovers must be “22.”  Because Part B Crossover claims are claims for outpatient services, the 837 transaction must also meet all other data requirements for claims for outpatient services as documented in the “837 Institutional Implementation Guide,” including the 2002 Addenda, as published by Washington Publishing Company.

· There is no patient liability amount for Medicare Part B services.

· Part B Crossover claims that are submitted without error will be processed through to payment and no longer will be held in suspense.

Data Requirements For The X12n 837 Institutional Transaction

The following table contains the updated data requirements for the X12N 837 Institutional Transaction specific to Part A Crossover billing.  Other requirements for the 837 transactions may be found in the “837 Institutional Implementation Guide,” and in the “NH Medicaid Companion Guide.”  Please be sure to provide this information to your Information Systems staff and/or vendor.  These updates have been incorporated in the NH Medicaid Companion Guide, which may be downloaded from the NH Medicaid Provider Services web page at:    

http://www.nhmedicaid.com.

	Loop #
	Loop Name
	Segment
	Segment Name
	Element #
	Element Name
	Comment

	2000B
	Subscriber 
	SBR
	Subscriber Information
	SBR01
	Payer Responsibility
	Value - S

	2300
	Claim Information
	CLM
	Health Claim
	CLM05-1
	Facility Code
	Part A - 21

Part B - 22

	2300
	Claim Information
	AMT
	Patient Paid Amount
	AMT01
	Amount Qualifier Code
	Value - F5

	2300
	Claim Information
	AMT
	Patient Paid Amount
	AMT02
	Patient Amount Paid
	Value - Form 270 Liability Amount 

(Part A only)

	2320
	Other Subscriber
	SBR
	Subscriber Information
	SBR01
	Payer Responsibility
	Value - P

	2320
	Other Subscriber
	CAS
	Claim Level Adjustment
	CAS02
	Claim Adjustment Reason Code
	Value - 2 Medicare coinsurance

Value - 3 Medicare deductible

	2320
	Other Subscriber 
	CAS
	Claim Level Adjustment
	CAS03
	Claim Adjustment Amount
	Report amount of copay/

deductible

	2320
	Other Subscriber 
	AMT
	Payer Prior Payment
	AMT01
	Amount Qualifier Code
	Value - C4



	2320
	Other Subscriber 
	AMT
	Payer Prior Payment
	AMT02
	Amount
	Medicare payment amount

	2320
	Other Subscriber 
	AMT
	Coordination of Benefits Allowed Amount
	AMT01
	Amount Qualifier Code
	Value - B6

	2320
	Other Subscriber 
	AMT
	Coordination of Benefits Allowed Amount
	AMT02
	Amount
	Medicare allowed amount

	2330B
	Other Payer Name
	NM1
	Organization Name
	NM108
	ID Code Qualifier
	Value - PI

	2330B
	Other Payer Name
	NM1
	Organization Name
	NM109
	ID Code 
	Value - 0088

	2330B
	Other Payer Name
	DTP
	Claim Adjudication Date
	DTP01
	Date/Time Qualifier
	Value - 573

	2330B
	Other Payer Name
	DTP
	Claim Adjudication Date
	DTP03
	Date/Time Period
	Value - Medicare claim payment date


Modifications To NH EDS’ Provider Electronic Solutions Software

Providers intending to use the EDS Provider Electronic Solutions Software to submit electronic SNF crossover claims must download Version 2.1.5 of the software from the NH Provider Services website, at:  www.nhmedicaid.com.  Modifications made to the NH EDS Provider Electronic Solutions software, Version 2.1.5, are as follows:

Medicare Part A Skilled Nursing Crossover Claim Billing:

Form Type – 837 Institutional Inpatient

· Screen –  HDR 1:  Select “Type of Bill 21X” to bill a Medicare Part A Crossover Claim

· Screen – HDR 6:  New Field – “Patient Liability Amount” – enter the Form 270 Liability Amount.

· Screen – OI:  Completion of the OI Screen and the Policy Holder list entry or Medicare is required.

· Screen – OI ADJ:  Completion of the OI Adjustment Screen with Medicare payment, allowable, coinsurance and deductible is required. 
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Medicare Part B Crossover Claim billing remains the same:

Form Type – 837 Institutional Outpatient

· Screen – HDR 1:  Select Type of Bill 22X to bill Medicare Part B Crossover Claim

· Screen – OI:  Completion of the OI Screen and the Policy Holder list entry for Medicare is required.

· Screen – OI ADJ: Completion of the OI Adjustment Screen with Medicare payment, allowable, coinsurance and deductible is required.

EDS’ HIPAA compliant Provider Electronic Solutions software is available by download from the NH Medicaid Provider Services web site, www.nhmedicaid.com, or by contacting the Provider Services Unit at 1-800-423-8303 (NH & VT) or (603) 224-1747.  Download time may vary depending upon your system capabilities.  
Paper Submission Of Medicare Skilled Nursing Crossover Claims

Paper submissions of Medicare Part A Skilled Nursing Crossover claims:

· Type of Bill value = 21X where X is equal to the Frequency Code

· Claim Type – UB92

· Attachments – Medicare Explanation of Benefits and NH DHHS Form 270

Paper submissions of Medicare Part B Skilled Nursing Crossover claims:
· Type of Bill value = 22X where X is equal to the Frequency Code

· Claim Type – UB92

· Attachments – Medicare Explanation of Benefits

A provider workshop was held, on August 17, 2004, to review these new billing instructions and the new version, Version 2.1.5, of NH EDS’ Provider Electronic Solutions Software.

If you have questions about the contents of this notice, please contact the EDS Communications Unit at 1-800-423-8303 (NH & VT only) or (603) 224-1747. 



AMBULANCE MEDICAL NECESSITY FORM

BASIC LIFE SUPPORT
NH Medicaid and Healthy Kids-Gold (NH Title XIX) benefits are payable for ambulance services provided to eligible NH Title XIX recipients only when the use of any other method of transportation is medically contraindicated by that patient’s condition.  Documentation of the medical necessity for the ambulance services is required by the Centers for Medicare & Medicaid Services (CMS).

Claims submitted to NH Title XIX for Basic Life Support Ambulance Services must be completed by someone with medical knowledge of the case, must be signed by one of the following:  Physician, ARNP, or Physician’s Assistant, and must be attached to the HCFA 1500 claim form.
Patient Name: ______________________________________

DOB: ________________________

Patient’s NH Medicaid ID# (11 digits): ___________________________________________________

1.
Please describe the patient’s condition: ________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

2.
Was the patient ambulatory?










 FORMCHECKBOX 


Yes


 FORMCHECKBOX 


No

3.
Could other means of transportation (automobile, chair car, van, public transportation) have been used without endangering the patient’s condition?



 FORMCHECKBOX 


Yes


 FORMCHECKBOX 


No

4.
If the patient was transported to the outpatient department of a hospital, indicate the services performed:


 FORMCHECKBOX 


Scheduled Clinic Visit


 FORMCHECKBOX 


Emergency Services


 FORMCHECKBOX 


X-ray (specify type)  ________________________________________________________



 FORMCHECKBOX 


Other (specify type)  _________________________________________________________

5.
If the patient was transferred from one institution to another, please give reason: _______________

__________________________________________________________________________________

__________________________________________________________________________________

Name of person completing this form: ___________________________________________________

                      (Please type or print)
Ambulance Provider Number: __________________________________________________________

Signature of (please circle one):   MD   ARNP   PA:  ___________________________________________

Date:
____________________________________________________________________________

AMBULANCE MEDICAL NECESSITY FORM

ADVANCED LIFE SUPPORT
NH Medicaid and Healthy Kids-Gold (NH Title XIX) benefits are payable for ambulance services provided to eligible NH Title XIX recipients only when the use of any other method of transportation is medically contraindicated by that patient’s condition.  Documentation of the medical necessity for the ambulance services is required by the Centers for Medicare & Medicaid Services (CMS).

Claims submitted to NH Title XIX for Basic Life Support Ambulance Services must be completed by someone with medical knowledge of the case, must be signed by one of the following:  Physician, ARNP, or Physician’s Assistant, and must be attached to the HCFA 1500 claim form.
Patient Name: ______________________________________

DOB: ________________________

Patient’s NH Medicaid ID# (11 digits): ____________________________________________________

Ambulance dispatched to:
____________________________

Date:  ________________________

Patient taken to:  ____________________________________________________________________

1.
Suspected Diagnosis or Presenting Symptoms: 


 FORMCHECKBOX 

  Cardiac arrest



 FORMCHECKBOX 
   Chest pain




 FORMCHECKBOX 
  Respiratory Arrest


 FORMCHECKBOX 

  Unconscious




 FORMCHECKBOX 
   Shock






 FORMCHECKBOX 

  Burns


 FORMCHECKBOX 

  Seizures





 FORMCHECKBOX 

  Respiratory Distress

 FORMCHECKBOX 

  OD/Poison


 FORMCHECKBOX 

  Dizziness or Syncope

 FORMCHECKBOX 

  Other: ______________________________________________


 FORMCHECKBOX 

  Trauma: _____________________________________________________________________


 FORMCHECKBOX 

  Acute Medical: ________________________________________________________________


 FORMCHECKBOX 

  Chronic Medical: ______________________________________________________________

2.
Emergency Care:


 FORMCHECKBOX 

  CPR








 FORMCHECKBOX 
   EOA/EGTA Placement
 FORMCHECKBOX 
  Extrication


 FORMCHECKBOX 

  Endotracheal Tube Placement
 FORMCHECKBOX 

  Bleeding Control


 FORMCHECKBOX 

  EKG (circle one):  
Monitor
 Telemetry


 FORMCHECKBOX 

  O2 Ventilation and Route


 FORMCHECKBOX 

  I.V. Therapy




 FORMCHECKBOX 

  Back/Neck Immobilization


 FORMCHECKBOX 

  MAST Trousers





 FORMCHECKBOX 

  Splint/Traction Applied
 FORMCHECKBOX 

  Defibrillation

3.
Other Pertinent Information:  ________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Name of person completing this form:___________________________________________________

                                       (Please type or print)
Ambulance Provider Number: _________________________________________________________

Signature of (please circle one):   MD   ARNP   PA: __________________________________________

Date:
_____________________________________________________________________________

REQUEST FOR PRIOR AUTHORIZATION IN EXCESS OF SERVICE LIMITS

	*** PLEASE PRINT OR TYPE ALL INFORMATION ***

	PROVIDER NAME: ____________________________
	DATE OF REQUEST:   ___________________________

	
	

	ADDRESS:________________________________________________________________________________________________________________________________CONTACT NAME:  ____________________________       
	NH MEDICAID PROVIDER # (Eight Digits):
  _____  _____  _____  _____  _____  _____  _____  _____

	
	 PROVIDER FAX #:        (         ) ____________________

	
	CONTACT PHONE #:    (         ) ____________________



	RECIPIENT: ______________________________________________________            DOB:   __________________

	                                                   (Last Name)                                                          (First  Name)                                            (MI)

	RECIPIENT MEDICAID ID # (Eleven Digits):  ____  ____  ____  ____  ____  ____  ____  ____  ____  ____  ____



	
	

	Referring Physician Name and Address:             
	Diagnosis  (Written, not ICD9):
   Primary:

   Secondary:

	TYPE OF TREATMENT
	PROCEDURE CODE
	FREQUENCY OF TREATMENT 
	TOTAL NUMBER OF UNITS
	DATES OF SERVICE

        FROM            TO

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Anticipated result(s) of providing these additional services:



	*******************************************

Please attach supporting medical documentation providing goals and objectives, including but not limited to, the following:  Medical Care Plan, Relevant Diagnostic Tests, and Progress Notes.

*******************************************

	

	Please mail this form to:

Medical Services Bureau 

Attn:  PA Unit

29 Hazen Drive

Concord, NH 03301



CERTIFICATION OF MEDICAL NECESSITY (To be signed by a treating physician, PCP or treating ARNP.)
I certify that the requested treatments and/or therapies are medically necessary and cost effective in obtaining measurable, realistic goals for the above-named recipient.

____________________________________________________
     

___________________________________


              


SIGNATURE
















DATE

PLEASE PRINT:
    __________________________________________


___________________________________
       




                


NAME 





                 







SPECIALTY


REQUEST FOR PRIOR AUTHORIZATION 

In-Patient Hospitalization - OUT OF STATE


If you are enrolled as a Border Provider, you do not have to use this form.

If you are unsure of your provider status, please call the Communications Unit at 1-800-423-8303 (NH & VT only) or (603) 224-1747.
	*** PLEASE PRINT OR TYPE ALL INFORMATION ***

	PROVIDER NAME: ____________________________
	DATE OF REQUEST:   ___________________________

	
	

	ADDRESS:__________________________________________________________________________________________________________________________________________________________________________________
	NH MEDICAID

PROVIDER # (Eight Digits):   

	
	 _____  _____  _____  _____  _____  _____  _____  _____

	
	PROVIDER FAX #:      (         ) ____________________

	_______________________________________________
	

	NAME OF PROVIDER 
	PROVIDER 

CONTACT PHONE #: (         )  ____________________



	CONTACT: ____________________________________       
	

	
	

	RECIPIENT: __________________________________________________________      DOB:   __________________

	                                                   (Last Name)                                                          (First  Name)                                            (MI)

	RECIPIENT MEDICAID ID # (Eleven Digits):  ____  ____  ____  ____  ____  ____  ____  ____  ____  ____  ____



	REFERRING NH MEDICAID PHYSICIAN:  
	REFERRING NH MEDICAID PHYSICIAN PHONE #:  



	 PLANNED DATE OF ADMISSION:             
	EXPECTED LENGTH OF STAY  - (Number of Days/Units):  

            

	DIAGNOSIS  



	PRIMARY:
	SECONDARY:

	PROCEDURE/SERVICE REQUESTED :

	

	PRIMARY INSURANCE  (Circle one):    YES      NO      Carrier:  __________________________________________________________

Primary Insurance Prior Authorization Number (if applicable):   _______________________________________________________  

  


[image: image3.png]
Please fax this form to (603) 271-4376, or mail to:

Medical Services Bureau

Attn:  Prior Authorization Unit

29 Hazen Drive 

Concord, NH 03301-6504       
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Provider Relations, EDS


The goal of this publication is to provide current, accurate information relevant to providers of NH Medicaid.  This publication is intended to complement the policy and billing information contained in the Provider Billing Manuals, Banner Pages, and Important Notices.  We encourage input and feedback from you to assist us with this goal.

Please address inquiries and comments to the attention of your Provider Relations Representative at the address listed below:

EDS Provider Relations

PO Box 2040

Concord, NH  03301
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