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Key Contacts

Hours for Key Contacts are 8:00 a.m. to 5:00 p.m. Monday through Friday (Mountain Time),
unless otherwise stated. The phone numbers designated “In state” will not work outside Montana.

Provider Enrollment

For enrollment changes or questions:
(800) 624-3958 In state
(406) 442-1837  Out of state and Helena

Send written inquiries to:
Provider Enrollment Unit
P.O. Box 4936
Helena, MT 59604

Provider Relations

For questions about eligibility, payments, deni-
als, general claims questions, PASSPORT
questions, or to request provider manuals, fee
schedules:

(800) 624-3958 In state

(406) 442-1837 Out of state and Helena

Send written inquiries to:
Provider Relations Unit
P.O. Box 4936
Helena, MT 59604

Claims

Send paper claims to:
Claims Processing Unit
P. O. Box 8000
Helena, MT 59604

Third Party Liability
For questions about private insurance,
Medicare or other third-party liability:

(800) 624-3958 In state

(406) 442-1837 Out of state and Helena

Send written inquiries to:
ACS Third Party Liability Unit
P. O. Box 5838
Helena, MT 59604

Key Contacts

PASSPORT Client Help Line

Clients who have general Medicaid questions
may call the Client Help Line:
(800) 362-8312

Send written inquiries to:
PASSPORT To Health
P.O. Box 254
Helena, MT 59624-0254

PASSPORT Program Officer

Send inpatient stay documentation to:
PASSPORT Program Ofticer
DPHHS
Managed Care Bureau
P.O. Box 202951
Helena, MT 59620-2951

Provider’s Policy Questions

For policy questions, contact the appropriate
division of the Department of Public Health
and Human Services; see the Introduction
chapter in the General Information For Pro-
viders manual.

Technical Services Center

Providers who have questions or changes
regarding electronic funds transfer should call
the number below and ask for the Direct
Deposit Manager.

(406) 444-9500

Client Eligibility
For client eligibility, see the Client Eligibility

and Responsibilities chapter in the General
Information For Providers manual.
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CLIA Certification

For questions regarding CLIA certification
call or write:

(406) 444-1451 Phone

(406) 444-3456 Fax

Send written inquiries to:
DPHHS
Quality Assurance Division
Certification Bureau
2401 Colonial Drive
P.O. Box 202953
Helena, MT 59620-2953

Lab and X-ray

Public Health Lab assistance:
(800) 821-7284 In state
(406) 444-3444 Out of state and Helena

Send written inquiries to:
DPHHS Public Health Lab
1400 Broadway
P.O. Box 6489
Helena, MT 59620

Claims for multiple x-rays of same type on
same day, send to:

DPHHS

Lab & X-ray Services

Health Policy & Services Division

P.O. Box 202951

Helena, MT 59620

ACS EDI Gateway

For questions regarding electronic claims sub-
missions:

(800) 987-6719  Phone

(850) 385-1705 Fax

ACS EDI Gateway Services

2324 Killearn Center Blvd.
Tallahassee, FL 32309

ii.2
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Team Care Program Officer

For questions regarding the Team Care Pro-
gram:

(406) 444-4540 Phone

(406) 444-1861 Fax

Team Care Program Officer
DPHHS

Managed Care Bureau

P.O. Box 202951

Helena, MT 59620-2951

Nurse First

For questions regarding Nurse First Disease
Management or the Nurse Advice Line, con-
tact:

(406) 444-4540 Phone

(406) 444-1861 Fax

Nurse First Program Officer
DPHHS

Managed Care Bureau

P.O. Box 202951

Helena, MT 59620-2951

Prior Authorization

The following are some of the Department’s
prior authorization contractors. Providers are
expected to refer to their specific provider
manual for prior authorization instructions.

Surveillance/Utilization Review

For prior authorization for certain services (see
the PASSPORT and Prior Authorization chap-
ter in this manual), contact SURS:

For clients with last names beginning with A -
L, call:

(406) 444-3993 Phone
For clients with last names beginning with M -
Z, call:

(406) 444-0190

Information may be faxed to:
(406) 444-0778 Fax

Key Contacts
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Send written inquiries to:
Surveillance/Utilization Review
2401 Colonial Drive

P.O. Box 202953

Helena, MT 59620-2953

First Health
For questions regarding prior authorization
and continued stay review for selected menta
health services.

(800) 770-3084 Phone

(800) 639-8982 Fax

(800) 247-3844 Fax

First Health Services

4300 Cox Road
Glen Allen, VA 23060

Key Contacts
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Mountain-Pacific Quality Health
Foundation

For questions regarding prior authorization for
out-of-state hospital services, transplant ser-
vices, and private duty nursing services, or
emergency department reveiws, contact:

Phone:

(800) 262-1545 X5850 In state

(406) 443-4020 X5850 Out of state and
Helena

Fax:

(800) 497-8235 In state

(406) 443-4585 Out of state and Helena

Send written inquiries to:
Mountain-Pacific Quality
Health Foundation
3404 Cooney Drive
Helena, MT 59602

ii.3
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Key Web Sites

Web Address

Information Available

Virtual Human Services Pavilion (VHSP)

vhsp.dphhs.state.mt.us

Select Human Services for the following information:

Medicaid: Medicaid Eligibility & Payment System (MEPS). Eligibil-
ity and claims history information.

Senior and Long Term Care: Provider search, home/housing options,
healthy living, government programs, publications, protective/legal ser-
vices, financial planning.

DPHHS: Latest news and events, Mental Health Services Plan infor-
mation, program information, office locations, divisions, resources,
legal information, and links to other state and federal web sites.

Health Policy and Services Division: Children’s Health Insurance
Plan (CHIP), Medicaid provider information such as manuals, newslet-
ters, fee schedules, and enrollment information.

Provider Information Website
www.mtmedicaid.org

Medicaid news

Provider manuals

Notices and manual replacement pages
Fee schedules

Remittance advice notices

Forms

Provider enrollment

Frequently asked questions (FAQs)
Upcoming events

HIPAA Update

Newsletters

Key contacts

Links to other websites and more

Client Information Website
www.dphhs.state.mt.us/hpsd/medicaid/medrecip/
medrecip.htm

Medicaid program information
Client newsletters

Who to call if you have questions
Client Notices & Information

Center for Disease Control and Prevention
(CDC) web site
www.cdc.gov/nip

Immunization and other health information

Parents Lets Unite for Kids (PLUK)
www.pluk.org

This web site gives information on PLUK — an organization designed to
provide support, training, and assistance to children with disabilities and
their parents.

Medicaid Mental Health and Mental Health
Services Plan
www.dphhs.state.mt.us/about_us/divisions/
addictive mental disorders/services/
public_mental health services.htm

Mental Health Services information for Medicaid and MHSP

Key Contacts
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Key Web Sites (continued)

Web Address Information Available
ACS EDI Gateway ACS EDI Gateway is Montana’s HIPAA clearinghouse. Visit this web-
www.acs-gcro.com/Medicaid _Account/Montana/ site for more information on:
montana.htm * Provider Services

» EDI Support

¢ Enrollment

¢ Manuals

» Software

» Companion Guides

Washington Publishing Company * EDI implementation guides
www.wpc-edi.com * HIPAA implementation guides and other tools
» EDI education

Key Contacts ii.5
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PASSPORT and
Prior Authorization

What Is PASSPORT, Team Care and Prior Authorization?
(ARM 37.85.205 and 37.86.5101 - 5120)

PASSPORT To Health, the Team Care Program and prior authorization (PA) are
examples of the Department’s efforts to ensure the appropriate use of Medicaid
services. In each case, providers need approval before services are provided to a
particular client. PASSPORT approval and prior authorization are different, and
some services may require both. A different code is issued for each type of
approval and must be included on the claim form (see the Completing A Claim
chapter in this manual).

PASSPORT To Health Managed Care Program is Montana Medicaid’s
Primary Care Case Management (PCCM) Program. Under PASSPORT,
Medicaid clients choose one primary care provider and develop an ongoing
relationship that provides a “medical home.” With some exceptions, all
services to PASSPORT clients must be provided or approved by the PASS-
PORT provider. Most Montana Medicaid clients must participate in PASS-
PORT with only a few exceptions. The PASSPORT Program saves the
Medicaid Program approximately $20 million each year. These savings
allow improved benefits elsewhere in the Medicaid Program. For more
information on PASSPORT To Health, see the General Information For
Providers manual, PASSPORT and Prior Authorization chapter.

Team Care is a utilization control and management program designed to
educate clients on how to effectively use the Medicaid system. Clients with
a history of using services at an amount or frequency that is not medically
necessary are enrolled in Team Care. These clients must enroll in PASS-
PORT, select a PASSPORT primary care provider (PCP) and a single phar-
macy, and call the Nurse First Advice Line prior to accessing Medicaid
health services (except for emergency services). These clients receive
extensive outreach and education from Nurse First nurses and are
instructed on the proper use of the Montana Medicaid healthcare system.
Team care is a component of the PASSPORT program, and all PASSPORT
rules and guidelines apply to these clients. For more information on the
Team Care Program and Nurse First, see the General Information For Pro-
viders manual or the Team Care page on the Provider Information website
(see Key Contacts).

Prior authorization refers to a list of services. If a service requires prior
authorization, the requirement exists for all Medicaid clients. When prior
authorization is granted, the provider is issued a PA number which must be
on the claim. See Prior Authorization later in this chapter for instructions
on how to obtain prior authorization for covered services.

PASSPORT and Prior Authorization

Q_ O

)

Medicaid

does not pay
for services
when prior
authorization
or PASSPORT
requirements
are not met.

Different codes
are issued for
PASSPORT
approval and
prior author-
ization, and
both must be
recorded on
the claim form.

4.1



Replacement Page, September 2004

Physician Related Services

In practice, providers will most often encounter clients who are enrolled in PASS-
PORT. Specific services may also require prior authorization regardless of
whether the client is a PASSPORT enrollee. Refer to Prior Authorization later in
this chapter and the fee schedules for PA requirements. PASSPORT approval
requirements are described below.

PASSPORT Information For All Providers

Client eligibility verification will indicate whether the client is enrolled in PASS-
PORT. The client’s PASSPORT provider and phone number are also available,
and the client may have full or basic coverage. Instructions for checking client eli-
gibility are in the Client Eligibility and Responsibilities chapter of the General
Information For Providers manual.

To be covered by Medicaid, all services must be provided in accordance with the
requirements listed in the Provider Requirements chapter of the General Informa-
tion For Providers manual and in the Covered Services chapter of this manual.
Prior authorization and Team Care requirements must also be followed.

PASSPORYT referral and approval

PASSPORT providers refer Medicaid clients for medically necessary services
that they do not provide. Referrals can be made to any other provider who
accepts Montana Medicaid. Referrals may be verbal or in writing, and must be
accompanied by the primary care provider’s PASSPORT number. The follow-
ing services do not require PASSPORT approval:

Services That Do Not Require PASSPORT Provider Approval

(by Provider Type)

Ambulance

Nursing facilities

Audiologists

Nursing facilities for the aged mentally retarded

Dentists (some services require authorization)

Optometrists and ophthalmologists

Dialysis Personal assistance services in a client’s home
Durable medical equipment Pharmacies

Eyeglass providers Podiatrists

Hearing aid providers Psychologists

Home and community based service providers

Residential treatment centers

Home infusion therapy providers

Social workers (licensed)

Hospice providers

Substance dependency (non-hospital inpatient, outpatient, and
day treatment providers)

Hospital swing bed

Targeted case management providers

Intermediate care facilities for the mentally
retarded

Therapeutic family care

Laboratory service providers

Therapeutic group home care

Licensed clinical professional counselors

Transportation (commercial and specialized non-emergency)

Mental health case management providers

X-ray providers

Mental health centers

Outpatient hospital emergency department services

4.2
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* The following table (PA Criteria for Specific Services) lists services that
require PA, who to contact, and specific documentation requirements. For
more details on each service listed in the following table, please contact the
prior authorization contact listed.

» For a list of prescription drugs that require PA, see the P4 Criteria for Pre-
scription Drugs table later in this chapter.

* Have all required documentation included in the packet before submitting a
request for PA (see the following PA Criteria for Specific Services table for
documentation requirements).

* Prior authorization criteria forms for most services are available on the
Provider Information website (see Key Contacts)

*  When PA is granted by the Surveillance/Utilization Review Section, pro-
viders will receive notification from both the Quality Assurance Divison
and the Claims Processing Unit. The Prior Authorization Notice from the
Claims Processing Unit will have a PA number. This PA number must be
included on the claim.

PASSPORT and Prior Authorization 4.7
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PA Criteria for Specific Services

Service

PA Contact

Documentation Requirements

e All transplant
services

e OQut-of-state
hosptial
inpatient
services

e All rehab
services

Mountain-Pacific Quality Health
Foundation

3404 Cooney Drive

Helena, MT 59602

Phone:

(406) 443-4020 X5850 Helena
(800) 262-1545 X5850 In/out-
of-state

Fax:

(406) 443-4585 Helena

(800) 497-8235 In/out-of-state

* Required information includes:

* Client’s name

* Client’s Medicaid ID number

» State and hospital where client is going

* Documentation that supports medical necessity. This var-
ies based on circumstances. Mountain-Pacific Quality
Health Foundation will instruct providers on required doc-
umentation on a case-by-case basis.

e Transportation
(scheduled
ambulance
transport,
commercial and
specialized non-
emergency
transportation)

(For emergency ambu-
lance transport services,
providers have 60 days
following the service to
obtain authorization.)

Mountain-Pacific Quality Health
Foundation

Medicaid Transportation

P.O. Box 6488

Helena, MT 59604

Phone:

(800) 292-7114

Fax:

(800) 291-7791
E-Mail:
ambulance@mpghf.org

» Ambulance providers may call, leave a message, fax, or E-
mail requests.
* Required information includes:
* Name of transportation provider
* Provider’s Medicaid ID Number
* Client’s name
* Client’s Medicaid ID number
* Point of origin to the point of destination
* Date and time of transport
* Reason for transport
 Level of services to be provided during transport (e.g.,
BLS, ALS, mileage, oxygen, etc.)
* Providers must submit the trip report and copy of the charges
for review after transport.
» For commercial or private vehicle transportation, clients call
and leave a message, or fax travel requests prior to traveling.

e Eye prosthesis

o New technology
codes (Category
III CPT codes)

e Other reviews
referred by
Medicaid
program staff

Surveillance/Utilization Review
Section

P.O. Box 202953

Helena, MT 59620-2953

Phone:

For clients with last names
beginning with A - L, call:
(406) 444-3993 In/out-of-state

For clients with last names
beginning with M - Z, call:
(406) 444-0190 In/out-of-state

Fax:
(406) 444-0778

» Documentation that supports medical necessity

» Documentation regarding the client’s ability to comply with

any required after care

Letters of justification from referring physician

* Documentation should be provided at least two weeks prior to
the procedure date.

4.8
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Completing a Claim Form

The services described in this manual are billed either electronically on a Profes-
sional claim or on a CMS-1500 paper claim form. Claims submitted with all of the
necessary information are referred to as “clean” and are usually paid in a timely
manner (see the Billing Procedures chapter in this manual).

Claims are completed differently for the different types of coverage a client has.
This chapter includes instructions and a sample claim for each of the following
scenarios:

Client has Medicaid coverage only

Client has Medicaid and Medicare coverage

Client has Medicaid and third party liability coverage

Client has Medicaid, Medicare, and third party liability coverage

Client has Medicaid, Medicare, and Medicare supplement coverage

When completing a claim, remember the following:

Required fields are indicated by “*”.

Fields that are required if the information is applicable to the situation or
client are indicated by “**”.

Field 24h, EPSDT/family planning, is used to override copayment and
PASSPORT authorization requirements for certain clients or services. The
following are accepted codes:

EPSDT/Family Planning Overrides

Code| Client/Service Purpose
1 EPSDT Overrides benefit limits for client under age 21
2 Family planning Overrides the Medicaid cost sharing and PASSPORT authori-
zation on the line
3 EPSDT and family planning Overrides Medicaid cost sharing and PASSPORT authoriza-

tion for persons under the age of 21

4 Pregnancy (any service provided |Overrides Medicaid cost sharing on the claim
to a pregnant woman)
6 Nursing facility client Overrides the Medicare edit for oxygen services on the line

Completing a Claim

Unless otherwise stated, all paper claims must be mailed to the following
address:

Claims Processing Unit

P.O. Box 8000

Helena, MT 59604

7.1
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Physician Related Services

Client Has Medicaid Coverage Only

‘ Field# H Field Title H Instructions
1 Program Check Medicaid.
la Insured’s ID number Leave this field blank for Medicaid only claims.
2% Patient’s name Enter the client’s name as it appears on the Medicaid client’s eligibility information.
Patient’s birth date and sex Client’s birth date in month/day/year format. Check male or female box.
Patient’s address Client’s address.

10 Is patient’s condition related to: |Check “Yes” or “No” to indicate whether employment, auto liability, or other accident involvement
applies to one or more of the services described in field 24. If you answered “yes” to any of these, enter
the two-letter state abbreviation where the accident occurred on the “Place” line.

10d*  [Reserved for local use Enter the client’s Medicaid ID number as it appears on the client’s Medicaid eligibility information.
11d*  |Is there another health benefit  |Enter “No”. If “Yes”, follow claim instructions for appropriate coverage later in this chapter.
plan?
14 Date of current illness, injury,  |Enter date in month/day/year format. This field is optional for Medicaid only claims.
pregnancy

16 Dates patient unable to work in |If applicable, enter date in month/day/year format. This field is optional for Medicaid only claims.

current occupation

17 Name of referring physician Enter the name of the referring physician. For PASSPORT clients, the name of the client’s PASSPORT
provider goes here.

17a** |ID number of referring physi-  |Enter the referring or ordering physician’s Medicaid ID number. For PASSPORT clients, enter the cli-
cian ent’s PASSPORT provider’s PASSPORT ID number.

18 Hospitalization dates related to |Enter dates if the medical service is furnished as a result of, or subsequent to, a related hospitalization.

current service This field is optional for Medicaid only claims.

19 Reserved for local use This field is used for any special messages regarding the claim or client.

20 Outside lab? Check “No”. Medicaid requires all lab tests to be billed directly by the provider who performed them.

21%* Diagnosis or nature of illness or |Enter the appropriate ICD-9-CM diagnosis codes. Enter up to four codes in priority order (primary, sec-
injury ondary, etc.).
23%% | Prior authorization number If the service requires prior authorization (PA), enter the PA number you received for this service.
24a*  |Date(s) of service Enter date(s) of service for each procedure, service, or supply.
24b*  |Place of service Enter the appropriate two-digit place of service (see Appendix C).
24c*  |Type of service Enter Montana’s type of service code: Nursing facilities are “9”, and all others are “0” (zero).
24d*  |Procedure, service, or supplies |Enter the appropriate CPT-4 or HCPCS code for the procedure, service, or supply. When applicable,
enter the appropriate CPT-4/HCPCS modifier. Medicaid allows up to three modifiers per procedure
code.
24e*  |Diagnosis code Enter the corresponding diagnosis code reference number (1, 2, 3 or 4) from field 21 (do not enter the
diagnosis code). Any combination of applicable diagnosis reference numbers may be listed on one line.
24f*  |Charges Enter your reasonable and customary charges (or the Department-designated charges) for the proce-
dure(s) on this line.
24g*  |Days or units Enter the number of units or days for the procedure and date(s) of service billed on this line (see Billing
Procedures, Coding for additional tips on days/units). Anesthesia providers must bill using minutes.
24h** |EPSDT/family planning If applicable, enter the appropriate code for the client/service: 1, 2, 3, 4, 5 or 6 (see complete description
in the EPSDT/Family Planning Overrides table earlier in this chapter).
24i**  |EMG (Emergency) Enter an “X” if this service was rendered in a hospital emergency room to override Medicaid copay.
28* Total charge Enter the sum of all charges billed in field 24f.

29 Amount paid Leave blank or enter $0.00. Do not report any client copay or Medicaid payment amounts on this form.

30 Balance due Enter the balance due as recorded in field 28.

31* Signature and date This field must contain an authorized signature and date, which is either hand signed, stamped, or com-
puter generated.

32 Name and address of facility Enter the name and address of the person, organization, or facility performing the services if other than
the client’s home or physician’s office.

33% Physician’s, supplier’s billing | Enter the name, address, phone number and Montana Medicaid provider number (not UPIN) of the phy-
name, address, phone number  |sician or supplier who furnished service.

* = Required Field

7.2

** = Required if applicable

Completing a Claim




Physician Related Services

Client Has Medicaid

Original Page, July 2002
Coverage Only

’_D]PICA

APPROVED OMB-0938-0008

For Medicaid use. Do not write in this area.

PICA

HEALTH INSURANCE CLAIM FORM

1. MEDICARE

MEDICAID
HE
(Medicare #) (Medicaid #) D (Sponsor's SSN) D (VA File #) D (SSN or ID)

CHAMPUS CHAMPVA GROUP

ALTH PLAN

|:| S |:| (ID)

FECA OTHER| 1a. INSURED'S I.D. NUMBER
BLK LI

(FOR PROGRAM IN ITEM 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

Smith, Chuckie L.

MM | DD | YY
04 128 196

3. PATIENT'S BIRTH DATE

SE! 4. INSURED’S NAME (Last Name, First Name, Middle Initial)

X
MX] e[ ]

5. PATIENT'S ADDRESS (No., Street)

123 Anystreet #1

6. PATIENT RELATIONS

Self

. SpouseD ChiIdI:l Other|:|

HIP TO INSURED 7. INSURED'’S ADDRESS (No., Street)

cImY STATE | 8. PATIENT STATUS oY STATE
AnytOWn MT Single. Married D Other D
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time,
59999 ( 406) 555-5555 [ Sucen ] Stocen C )

9. OTHER INSURED'’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

I:lYES

b. OTHER INSURED'S DATE OF BIRTH

MM
|
|

DD |
|

Yy

SEX b. AUTO ACCIDENT?

‘ M DYES

il

c. EMPLOYER’S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
DYES

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
DD | YY

MM | S!
(X . v

EX

L

PLACE (State) |[b. EMPLOYER'S NAME OR SCHOOL NAME
p:

c. INSURANCE PLAN NAME OR PROGRAM NAME

@NO

d. INSURANCE PLAN NAME OR PROGRAM NAME

999999999

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

I:lYES NO If yes, return to and complete item 9 a-d.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for

services described below.

~—— PATIENT AND INSURED INFORMATION ——— | <—CARRIER—>

below.
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD | YY INJURY (Accident) OR GIVEFIRSTDATE MM | DD | YY MM | DD | YY MM | DD | YY
09 ' 10} 00 PREGNANCY (LMP) ! ! FROM ! ! TO | !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD | YY MM | DD | YY
Doug Ross, MD 9989999 FROM | ! T0 L
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
DYES NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
ORIGINAL REF. NO.
1 38120 s 474.01
23. PRIOR AUTHORIZATION NUMBER
21474 12 4 L
24. A B 9 D E F G H 1 J K
DATE(S) OF SERVICE. Place | Type |PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSI DAYS [EPSDT| RESERVED FOR
From To of of (Explain Unusual Circumstances) CGODOES s $ CHARGES OR |Family| o\ | co LOCAL USE
MM DD YY MM [s]s} YY |Service Service] CPT/HCPCS | MODIFIER UNITS| Plan
| | | | |
l03i 18102 | I [24]0 | 69436 |50 1 50000 | 1
| | | | |
03018102 | 1 |24|0 | 4283051/ 2.3 450100 | 1
| | | | |
| | | | ‘ |
3 I I I I I
| | | | |
| | | | |
4 I I I I ‘ |
| | | | |
| I | | 1 |
5 I | I I I
|
| | | | |
oL | L | 3
|
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
For govt. claims, see back) | | |
99-9999999 C1X 99999 ves | | no $ 95000 | 0/00 | ¢ 95000

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

ﬁw Ross, LY 03/20/02

SIGNED

32. NAME AND ADDRESS OF FACILITY WI

DATE

RENDERED (If other than home or office)

Anytown Surgicenter
123 Medical Drive
Anytown, MT 59999

HERE SERVICES WERE |33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE

#PHONEY The Pediatric Center

P.O. Box 999
Anytown, MT 59999
ene 0000099999 | ooy (406) 555-5555

»
>

~«——— PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90), FORM RRB-1500,

FORM OWCP-1500

Completing a Claim
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Replacement Page, September 2004 o ] Physician Related Services
Cﬁlent Has Medicaid and Medicare Coverage
‘ Field# H Field Title H Instructions
1 Program Check Medicaid.
la* Insured’s ID number Enter the client’s Medicare ID number.

2% Patient’s name Enter the client’s name as it appears on the Medicaid client’s eligibility information.

3 Patient’s birth date and sex Client’s birth date in month/day/year format. Check male or female box.

4 Insured’s name Enter the name of the insured or “SAME”.

5 Patient’s address Client’s address.

7 Insured’s address Enter the insured’s address and telephone number or “SAME”.

10 Is patient’s condition related to: |Check “Yes” or “No” to indicate whether employment, auto liability, or other accident involvement
applies to one or more of the services described in field 24. If you answered “yes” to any of these, enter
the two-letter state abbreviation where the accident occurred on the “Place” line.

10d*  |Reserved for local use Enter the client’s Medicaid ID number as it appears on the client’s Medicaid eligibility information.
11 Insured’s policy group This field should be blank.
1lc Insurance plan or program This field should be blank.
11d*  |Is there another health benefit  |Check “NO”.
plan?
14 Date of current illness, injury,  |Enter date in month/day/year format.
pregnancy
16 Dates patient unable to work in |If applicable, enter date in month/day/year format.
current occupation

17 Name of referring physician Enter the name of the referring physician. For PASSPORT clients, the name of the client’s PASSPORT

provider goes here.
17a** |ID number of referring physi-  |Enter the referring or ordering physician’s Medicaid ID number. For PASSPORT clients, enter the cli-
cian ent’s PASSPORT provider’s PASSPORT ID number.

18 Hospitalization dates related to  |Enter dates if the medical service is furnished as a result of, or subsequent to, a related hospitalization.

current service

19 Reserved for local use This field is used for any special messages regarding the claim or client.

20 Outside lab? Check “No”. Medicaid requires all lab tests to be billed directly by the provider who performed them.

21% Diagnosis or nature of illness or |Enter the appropriate ICD-9-CM diagnosis codes. Enter up to four codes in priority order (primary, sec-
injury ondary, etc.).
23** | Prior authorization number If the service requires prior authorization (PA), enter the PA number you received for this service.
24a*  |Date(s) of service Enter date(s) of service for each procedure, service, or supply.
24b*  |Place of service Enter the appropriate two-digit place of service (see Appendix C).
24c*  |Type of service Enter Montana’s type of service code: Nursing facilities are “9”, and all others are “0” (zero).
24d*  |Procedure, service, or supplies |Enter the appropriate CPT-4 or HCPCS code for the procedure, service, or supply. When applicable,
enter appropriate modifiers. Medicaid recognizes two pricing and one informational modifier per code.
24e*  |Diagnosis code Enter the corresponding diagnosis code reference number (1, 2, 3 or 4) from field 21 (do not enter the
diagnosis code). Any combination of applicable diagnosis reference numbers may be listed on one line.
24f*  |Charges Enter your reasonable and customary charges (or the Department-designated charges) for the proce-
dure(s) on this line.
24g*  |Days or units Enter the number of units or days for the procedure and date(s) of service billed on this line (see Billing
Procedures, Coding for additional tips on days/units). Anesthesia providers must bill using minutes.
24h**  |EPSDT/family planning If applicable, enter the appropriate code for the client/service: 1, 2, 3,4, 5 or 6 (see complete description
in the EPSDT/Family Planning Overrides table earlier in this chapter).
24i**  |EMG (Emergency) Enter an “X” if this service was rendered in a hospital emergency room to override Medicaid copay.
28%* Total charge Enter the sum of all charges billed in field 24f.

29 Amount paid Leave this field blank. Do not include any adjustment amounts or coinsurance. The Medicare payment
amount will be determined from the EOMB attached to the claim.

30 Balance due Enter the balance due as listed in field 28.

31* Signature and date This field must contain an authorized signature and date, which can be hand signed, stamped, or com-
puter generated.

32 Name and address of facility Enter the name and address of the person, organization, or facility performing the services if other than
the client’s home or physician’s office.

33%* Physician’s, supplier’s billing  |Enter the name, address, phone number and Montana Medicaid provider number (not UPIN) of the phy-
name, address, phone number  |sician or supplier who furnished service.

* = Required Field ** = Required if applicable




Physician Related Services

Original Page, July 2002

Client Has Medicaid and Medicare Coverage

PICA

APPROVED OMB-0938-0008

For Medicaid use. Do not write in this area.

HEALTH INSURANCE CLAIM FORM Pica [T 1]

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S I.D. NUMBER (FOR PROGRAM IN ITEM 1)
HEALTH PLAN BLK LUNG
(Medicare #) (Medlca/d # D (Sponsor's SSN) D (VA File #) D (SSN or ID) D (SSN) D (ID) 999999999 A
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PV\/?&IENT;DSDBIRT?YDATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
| |
Jones, Jerry 02 104/33 w ] Same
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)
4321 Anystreet Self |:| SpouseD ChildD omerD Same
cIry STATE | 8. PATIENT STATUS CITY STATE
AnytOWfl MT Single@ Married I:l Other I:l
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time
59999 (406) 555-9999 [X] sudent [_] Student C )

9. OTHER INSURED'’S NAME (Last Name, First Name, Middle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'’S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

|Z|No

I:lYES

b. OTHER INSURED'S DATE OF BIRTH
MM | DD | YY
| } ‘ M

b. AUTO ACCIDENT? PLACE (State)

DYES

c. EMPLOYER'S NAME OR SCHOOL NAME

Rho
c. OTHER ACCIDENT?

DYES NO

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED’S DATE OF BIRTH
MM | DD | YY
I I

K =l

EX

L

b. EMPLOYER’S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

999999999

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

I:lYES m NO

If yes, return to and complete item 9 a-d.

below.

SIGNED

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

DATE

13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SIGNED

~—— PATIENT AND INSURED INFORMATION ——— > |<—CARRIER—>

14. DATE OF CURRENT: ILLNESS (First symptom) OR
MM | DD | YY INJURY (Accident) OR

! ! PREGNANCY(LMP)

GIVE FIRST DATE MM }
L

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
1YYy
|

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DD | YY MM | DD | YY

|
FROM } } TO } }

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

Carter, Edward MD

17a. 1.D. NUMBER OF REFERRING PHYSICIAN

9999999

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

MM | DD | YY MM | DD | YY
FROM 12! 07 {01 12 124 01

19. RESERVED FOR LOCAL USE

20. OUTSIDE LAB? $ CHARGES

DYES @NO ‘ ‘

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) j

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

L1486 sl
23. PRIOR AUTHORIZATION NUMBER
2. L 4. p—
24. A B C D E F G H | J K
Place | Type |PROCEDURES, SERVICES, OR SUPPLIES DAYS |[EPSDT
o el | o Cren | G5 | scranoes | 08,7 evo | cos | “oonvse
112107 101 [12107 o1 [21 [0 | 99223 | | 1 200100 | 1
J 12108 101 [12108 01 [21]0 | 99223 | | 1 75100 | 1
S 12109 101 12109 |01 |21 |0 | 99223 | | 1 75100 | 1
J 12110 01 12110 01 [21]0 | 99223 | ! 1 75100 | 1
J 12113 101 (12113 o1 |21 [0 | 99223 | | 1 75100 | 1
L 12015101 12115 01 |21 |0 | 99223 | | 1 75500 1
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ég%%cgég%lg!;ly;&zﬁ) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
99-9999999 CIX] | 99999999ABC X]ves [ ]no s 575100 % | s 575000

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

Edward Carter, MD 06/15/02

SIGNED

DATE

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

Anytown Hospital
12345 Medical Drive
Anytown, MT 59999

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
&PHONE# Family Healthcare

321 Medical Drive
Anytown, MT 59999

9999999 | srps (406) 555-5555

PIN#

»
>

~—— PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90),
FORM OWCP-1500

FORM RRB-1500,

Completing a Claim
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Physician Related Services

Client Has Medicaid and Third Party Liability Coverage

‘ Field# H Field Title H Instructions
1 Program Check Medicaid.

la* Insured’s ID number Enter the client’s ID number for the primary carrier.

2% Patient’s name Enter the client’s name as it appears on the Medicaid client’s eligibility information.

3 Patient’s birth date and sex Client’s birth date in month/day/year format. Check male or female box.

4 Insured’s name Enter the name of the insured or “SAME”.

5 Patient’s address Client’s address.

7 Insured’s address Enter the insured’s address and telephone number or “SAME”.

9-9d |Other insured’s information Use these fields only if there are two or more third party insurance carriers (not including Medicaid and
Medicare).

10 Is patient’s condition related to: |Check “Yes” or “No” to indicate whether employment, auto liability, or other accident involvement
applies to one or more of the services described in field 24. If you answered “yes” to any of these, enter
the two-letter state abbreviation where the accident occurred on the “Place” line.

10d*  |Reserved for local use Enter the client’s Medicaid ID number as it appears on the client’s Medicaid eligibility information.
11 Insured’s policy group Leave this field blank, or enter the client’s ID number for the primary payer.
Ilc*  |Insurance plan or program Enter the name of the other insurance plan or program (i.e. BlueCross BlueShield, New West, etc.).
11d*  |Is there another health benefit |Check “YES”.
plan?
14 Date of current illness, injury,  |Enter date in month/day/year format.
pregnancy
16 Dates patient unable to work in |If applicable, enter date in month/day/year format.
current occupation

17 Name of referring physician Enter the name of the referring physician. For PASSPORT clients, the name of the client’s PASSPORT

provider goes here.
17a** |ID number of referring physi-  |Enter the referring or ordering physician’s Medicaid ID number. For PASSPORT clients, enter the cli-
cian ent’s PASSPORT provider’s PASSPORT ID number.

18 Hospitalization dates related to  |Enter dates if the medical service is furnished as a result of, or subsequent to, a related hospitalization.

current service

19 Reserved for local use This field is used for any special messages regarding the claim or client.

20 Outside lab? Check “No”. Medicaid requires all lab tests to be billed directly by the provider who performed them.

21%* Diagnosis or nature of illness or |Enter the appropriate ICD-9-CM diagnosis codes. Enter up to four codes in priority order (primary, sec-
injury ondary, etc.).
23%* | Prior authorization number If the service requires prior authorization (PA), enter the PA number you received for this service.
24a*  |Date(s) of service Enter date(s) of service for each procedure, service, or supply.
24b*  |Place of service Enter the appropriate two-digit place of service (see Appendix C).
24c* | Type of service Enter Montana’s type of service code: Nursing facilities are “9”, and all others are “0” (zero).
24d*  |Procedure, service, or supplies |Enter the appropriate CPT-4 or HCPCS code for the procedure, service, or supply. When applicable,
enter appropriate modifiers. Medicaid recognizes two pricing and one informational modifier per code.
24e*  |Diagnosis code Enter the corresponding diagnosis code reference number (1, 2, 3 or 4) from field 21 (do not enter the
diagnosis code). Any combination of applicable diagnosis reference numbers may be listed on one line.
24f* Charges Enter your reasonable and customary charges (or the Department-designated charges) for the proce-
dure(s) on this line.
24g* | Days or units Enter the number of units or days for the procedure and date(s) of service billed on this line (see Billing
Procedures, Coding for additional tips on days/units). Anesthesia providers must bill using minutes.
24h**  |EPSDT/family planning If applicable, enter the appropriate code for the client/service: 1, 2, 3, 4, 5 or 6 (see complete description
in the EPSDT/Family Planning Overrides table earlier in this chapter).
24i**  |EMG (Emergency) Enter an “X” if this service was rendered in a hospital emergency room to override Medicaid copay.
28%* Total charge Enter the sum of all charges billed in field 24f.
29% Amount paid Enter the amount paid by the other insurance. Do not include any adjustment amounts or coinsurance.
30* Balance due Enter the balance due (the amount in field 28 less the amount in field 29).
31%* Signature and date This field must contain an authorized signature and date, which can be hand signed, stamped, or com-
puter generated.

32 Name and address of facility Enter the name and address of the person, organization, or facility performing the services if other than
the client’s home or physician’s office.

33% Physician’s, supplier’s billing | Enter the name, address, phone number and Montana Medicaid provider number (not UPIN) of the phy-
name, address, phone number  |sician or supplier who furnished service.

* = Required Field

** = Required if applicable




Physician Related Services Original Page, July 2002
Client Has Medicaid and Third Party Liability Coverage

APPROVED OMB-0938-0008

PLEASE T
DO NOT For Medicaid use. Do not write in this area. x
STAPLE ]
IN THIS [
AREA EE
O
[T Jpica HEALTH INSURANCE CLAIM FORM PICA #
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED’S I.D. NUMBER (FOR PROGRAM IN ITEM 1) 1
HEALTH PLAN BLK LUNG
(Medicare #) |X|(Medicaid #) D (Sponsor’s SSN) D (VA File #) D (SSN or ID) D (SSN) D (ID) 999999999B
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. P'\AA,:AFIENTSDBIRTvYDATE SEX 4. INSURED'’S NAME (Last Name, First Name, Middle Initial)
| |
Jackson, Renee P. 0831180 wm[] Same
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
4321 Anystreet Self |X| SpouseD Chndl:' omerD Same
cITY STATE | 8. PATIENT STATUS cITY STATE =
(o]
Anytown MT Single Married I:l Other I:l =
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) é
Employed Full-Time Part-Time ( ) o
59999 (406)999-9999 [ Sten [] Stemt &
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER %
999999999B 2
a. OTHER INSURED’S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURED'S DATE OF BIRTH SEX %
MM | DD | YY
I:lYES DNO i i M |:| F |:| %)
i | z
b. OTHER INSURED’S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b. EMPLOYER'S NAME OR SCHOOL NAME o
MM | DD | YY =
il o[ ] (= [
| | ‘ [E— <
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME E
w
[Jes [ Paywell Insurance =
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? E
9999999 YES D NO If yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM | DD | YY INJURY (Accident) OR GIVE FIRSTDATE MM | DD | YY MM | DD | YY MM | DD | YY
01116 102 PREGNANCY(LMP) } } From " | | o | |
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
. MM | DD | YY MM | DD | YY
Smith, Steven R. MD 9999999 FROM | 1 o 1 1
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
e Ko |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1184502 sl
23. PRIOR AUTHORIZATION NUMBER
2. L 4. R
24. A B C D E F G H 1 J K z
DATE(S) OF SERVICE. Place | Type |PROCEDURES, SERVICES, OR SUPPLIES DAYS |EPSDT RESERVED FOR 9
From To of of (Explain Unusual Circumstances) DIACGCL\‘[%SIS $ CHARGES OR [Family| o\~ | co LOCAL USE =
MM DD YY MM DD YY |ServicgService] CPT/HCPCS | MODIFIER UNITS| Plan %:
| | | | o
401116 102 | of 16/ 02| 11 o] 99203 | 1 7500 | 1 5
| | | £
| | =
01116 102 | 01 161 02] 11 O 73610‘ | 1 45100 | 1 &
x
| | | |
L0116 102 | 0f 16! 02 11 0] L1930 | 1 125 00| 1 o
0
I I I I I x
| | | | ‘ | (@)
4 I I I ! ! >
| | | | | 2
I | I | 1 I ]
5 I I I I I )
>
| | | | | I
of L - | :
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
For gowt. claims, see back) | | ‘
L ves [ ]no s 245[00 |  129/00]* 116 00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE | 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE #
(I certify that the statements on the reverse The FOOt Grou The FOOt Group
apply to this bill and are made a part thereof.) p P O BOX 999
. 25 Medical Drive ‘v
John Pied, DPM 01/16/02 Anytown, MT 59999
Anytown, MT 59999 406) 999-9999
SIGNED DATE PIN# 999999 GRP# ( ) -
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM HCFA-1500 (12-90), FORM RRB-1500,

FORM OWCP-1500

Completing a Claim 7.7
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Physician Related Services

Client Has Medicaid, Medicare, and Third Party Liability Coverage

‘ Field# H Field Title H Instructions

1 Program Check Medicaid.

la* Insured’s ID number Enter the client’s Medicare ID number.

2% Patient’s name Enter the client’s name as it appears on the Medicaid client’s eligibility information.

3 Patient’s birth date and sex Client’s birth date in month/day/year format. Check male or female box.

4 Insured’s name Enter the name of the insured or “SAME”.

5 Patient’s address Client’s address.

7 Insured’s address Enter the insured’s address and telephone number or “SAME”.

9-9d |Other insured’s information Use these fields only if there are two or more third party insurance carriers (not including Medicaid and
Medicare).

10 Is patient’s condition related to: |Check “Yes” or “No” to indicate whether employment, auto liability, or other accident involvement
applies to one or more of the services described in field 24. If you answered “yes” to any of these, enter
the two-letter state abbreviation where the accident occurred on the “Place” line.

10d*  |Reserved for local use Enter the client’s Medicaid ID number as it appears on the client’s Medicaid eligibility information.
11* Insured’s policy group Enter the client’s primary payer (TPL) ID number.
11c*  |Insurance plan or program Enter the name of the primary payer.
11d*  |Is there another health benefit  |Check “YES”.
plan?
14 Date of current illness, injury,  |Enter date in month/day/year format.
pregnancy
16 Dates patient unable to work in |If applicable, enter date in month/day/year format.
current occupation

17 Name of referring physician Enter the name of the referring physician. For PASSPORT clients, the name of the client’s PASSPORT

provider goes here.
17a** |ID number of referring physi-  |Enter the referring or ordering physician’s Medicaid ID number. For PASSPORT clients, enter the cli-
cian ent’s PASSPORT provider’s PASSPORT ID number.

18 Hospitalization dates related to  |Enter dates if the medical service is furnished as a result of, or subsequent to, a related hospitalization.

current service

19 Reserved for local use This field is used for any special messages regarding the claim or client.

20 Outside lab? Check “No”. Medicaid requires all lab tests to be billed directly by the provider who performed them.

21% Diagnosis or nature of illness or |Enter the appropriate ICD-9-CM diagnosis codes. Enter up to four codes in priority order (primary, sec-
injury ondary, etc.).
23** | Prior authorization number If the service requires prior authorization (PA), enter the PA number you received for this service.
24a*  |Date(s) of service Enter date(s) of service for each procedure, service, or supply.
24b*  |Place of service Enter the appropriate two-digit place of service (see Appendix C).
24c* | Type of service Enter Montana’s type of service code: Nursing facilities are “9”, and all others are “0” (zero).
24d*  |Procedure, service, or supplies |Enter the appropriate CPT-4 or HCPCS code for the procedure, service, or supply. When applicable,
enter appropriate modifiers. Medicaid recognizes two pricing and one informational modifier per code.
24e*  |Diagnosis code Enter the corresponding diagnosis code reference number (1, 2, 3 or 4) from field 21 (do not enter the
diagnosis code). Any combination of applicable diagnosis reference numbers may be listed on one line.
24f* | Charges Enter your reasonable and customary charges (or the Department-designated charges) for the proce-
dure(s) on this line.
24g*  |Days or units Enter the number of units or days for the procedure and date(s) of service billed on this line (see Billing
Procedures, Coding for additional tips on days/units). Anesthesia providers must bill using minutes.
24h**  |EPSDT/family planning If applicable, enter the appropriate code for the client/service: 1, 2, 3,4, 5 or 6 (see complete description
in the EPSDT/Family Planning Overrides table earlier in this chapter).
24i**  |EMG (Emergency) Enter an “X” if this service was rendered in a hospital emergency room to override Medicaid copay.
28%* Total charge Enter the sum of all charges billed in field 24f.
29% Amount paid Enter the amount paid by the primary payer (not Medicare). Do not include any adjustment amounts or
coinsurance. The Medicare payment amount will be determined from the EOMB attached to the claim.
30* Balance due Enter the balance due (the amount in field 28 less the amount in field 29).
31* Signature and date This field must contain an authorized signature and date, which can be hand signed, stamped, or com-
puter generated.

32 Name and address of facility Enter the name and address of the person, organization, or facility performing the services if other than
the client’s home or physician’s office.

33%* Physician’s, supplier’s billing  |Enter the name, address, phone number and Montana Medicaid provider number (not UPIN) of the phy-
name, address, phone number  |sician or supplier who furnished service.

* = Required Field

** = Required if applicable




Physician Related Services

Original Page, July 2002

Client Has Medicaid, Medicare, and Third Party Liability Coverage

APPROVED OMB-0938-0008

PLEASE T
DO NOT For Medicaid use. Do not write in this area. o
STAPLE w
IN THIS o
AREA x
<
(@]
T pprea HEALTH INSURANCE CLAIM FORM pca [TV
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] la. INSURED'S |.D. NUMBER (FOR PROGRAM IN ITEM 1) 1
HEALTH PLAN BLK LUNG
(Medicare #) .(Medicaid # D (Sponsor's SSN) D (VA File #) D (SSN or ID) D (SSN) D (ID) 999999999
2. PATIENT’'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT’S BIRTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
MM | DD | YY S
ame
Olsen, Karen Z. 11.07.62 m[] F
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
98765 Anystreet #2 sei [X] spouse[ Jonia[ ] omer ] Same
ary STATE | 8. PATIENT STATUS Iy STATE >
[e]
AnytOWn MT Married D Other D =
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) <§(
Employed Full-Time Part-Time ( ) @
59999 ( 406) 999-9999 D Student Student (@]
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER LZL
999999999A a
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) | a. INSURED'S DATE OF BIRTH Sex %
MM | DD | YY
I:lYES @NO i | M D F |:| [}
I I z
b. OTHER INSURED’S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b. EMPLOYER'S NAME OR SCHOOL NAME [a)
MM | DD | YY =
| ‘ M FD DYES @NO
I I ‘ L <
c. EMPLOYER’'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME E
w
e [Xpo Paywell Insurance =
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? §
999999999 I:l NO If yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON’S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM_| DD I YY. INJURY (Accident) OR GIVE FIRSTDATE MM | DD | YY MM | DD | YY MM | DD | YY
06! 23102 PREGNANCY (LMP) } } FROM } } TO } }
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD | YY MM | DD | YY
FROM } } TO } }
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

DYES NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
ODE ORIGINAL REF. NO.
1 1690.10 sl .
23. PRIOR AUTHORIZATION NUMBER
2. 078 10 4 L
24, A B C D E F G H ] J K =
DATE(S) OF SERVICE. Place | Type |PROCEDURES, SERVICES, OR SUPPLIES| [ xcnosis DAYS [EPSDT] RESERVED FOR o
From To of of (Explain Unusual Circumstances) OR | Family =
MM DD YY MM DD YY|SewicdService] CPTIHCPCS | MODIFIER CODE 8 CHARGES UNITS| Plan | EMG | COB LOCAL USE %Z
| | | | | o
1 12120101 |12120 (01 |11 |O 17110 ‘ 1 1.2 79120 | 1 )
z
| | | | | =
| | I | ‘ | x
2 I I | I I W
-}
| | | | | aQ
| I | | ‘ | o
3 1 1 | 1 | 8
o4
L L | 8
4 | | | | | =
| | | | | =
| I I | 1 I o
5 ] ! ! ! ! %)
>
| | | | | x
1 | L ! “
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? [ 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
ior govt. claims, see back) | | |
99-9999999 X [X]ves [ ]wo s 7920 |¢  32.00[°%  47.20
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE # S S| MD
(I certify that the statements on the reverse Steven Sloan MD teven Oana
apply to this bill and are made a part thereof.) g P O BOX 999
P.0. Box 999 o
e nytown, MT 59999
Steven Sloan, MD 01/31/02 Anytown, MT 59999 yIow,
SIGNED DATE pnvg 999999 ‘ GRP# (406) 999-9999
e
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM HCFA-1500 (12-90), FORM RRB-1500,

FORM OWCP-1500

Completing a Claim

7.9
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Physician Related Services

Client Has Medicaid, Medicare, and Medicare Supplement Coverage

‘ Field# H Field Title H Instructions
1 Program Check Medicaid.

la* Insured’s ID number Enter the client’s Medicare ID number.

2% Patient’s name Enter the client’s name as it appears on the Medicaid client’s eligibility information.

3 Patient’s birth date and sex Client’s birth date in month/day/year format. Check male or female box.

Insured’s name Enter the name of the insured or “SAME”.
Patient’s address Client’s address.
Insured’s address Enter the insured’s address and telephone number or “SAME”.
9-9d |Other insured’s information Use these fields only if there are two or more third party insurance carriers (not including Medicaid and
Medicare).

10 Is patient’s condition related to: |Check “Yes” or “No” to indicate whether employment, auto liability, or other accident involvement
applies to one or more of the services described in field 24. If you answered “yes” to any of these, enter
the two-letter state abbreviation where the accident occurred on the “Place” line.

10d*  |Reserved for local use Enter the client’s Medicaid ID number as it appears on the client’s Medicaid eligibility information.
11* Insured’s policy group Enter the client’s ID number for the primary payer.
Ilc*  |Insurance plan or program Enter the name of the other insurance plan or program (i.e. BlueCross BlueShield, New West, etc.).
11d*  |Is there another health benefit  |Check “YES”.
plan?
14 Date of current illness, injury,  |Enter date in month/day/year format.
pregnancy
16 Dates patient unable to work in |If applicable, enter date in month/day/year format.
current occupation

17 Name of referring physician Enter the name of the referring physician. For PASSPORT clients, the name of the client’s PASSPORT

provider goes here.
17a**  |ID number of referring physi-  |Enter the referring or ordering physician’s Medicaid ID number. For PASSPORT clients, enter the cli-
cian ent’s PASSPORT provider’s PASSPORT ID number.

18 Hospitalization dates related to  |Enter dates if the medical service is furnished as a result of, or subsequent to, a related hospitalization.

current service

19 Reserved for local use This field is used for any special messages regarding the claim or client.

20 Outside lab? Check “No”. Medicaid requires all lab tests to be billed directly by the provider who performed them.

21%* Diagnosis or nature of illness or |Enter the appropriate ICD-9-CM diagnosis codes. Enter up to four codes in priority order (primary, sec-
injury ondary, etc.).
23*% | Prior authorization number If the service requires prior authorization (PA), enter the PA number you received for this service.
24a*  |Date(s) of service Enter date(s) of service for each procedure, service, or supply.
24b*  |Place of service Enter the appropriate two-digit place of service (see Appendix C).
24c*  |Type of service Enter Montana’s type of service code: Nursing facilities are “9”, and all others are “0” (zero).
24d*  |Procedure, service, or supplies |If applicable, enter the appropriate CPT-4 or HCPCS code for the procedure, service, or supply. When
applicable, enter appropriate modifiers. Medicaid recognizes two pricing and one informational modi-
fier per code.
24e*  |Diagnosis code Enter the corresponding diagnosis code reference number (1, 2, 3 or 4) from field 21 (do not enter the
diagnosis code). Any combination of applicable diagnosis reference numbers may be listed on one line.
24f*  |Charges Enter your reasonable and customary charges (or the Department-designated charges) for the proce-
dure(s) on this line.
24g*  |Days or units Enter the number of units or days for the procedure and date(s) of service billed on this line (see Billing
Procedures, Coding for additional tips on days/units). Anesthesia providers must bill using minutes.
24h** |EPSDT/family planning Enter the appropriate code for the client/service: 1, 2, 3, 4, 5 or 6 (see complete description in the
EPSDT/Family Planning Overrides table earlier in this chapter).
24i**  |EMG (Emergency) Enter an “X” if this service was rendered in a hospital emergency room to override Medicaid copay.
28* Total charge Enter the sum of all charges billed in field 24f.
20%* Amount paid Enter the amount paid by the Medicare supplement insurance only. Do not include any adjustment
amounts or coinsurance. Medicare payment is determined from the EOMB attached to the claim.
30% Balance due Enter balance due (amount in field 28 less the amount in field 29).
31%* Signature and date This field must contain an authorized signature and date, which can be hand signed, stamped, or com-
puter generated.

32 Name and address of facility Enter the name and address of the person, organization, or facility performing the services if other than
the client’s home or physician’s office.

33% Physician’s, supplier’s billing | Enter the name, address, phone number and Montana Medicaid provider number (not UPIN) of the phy-
name, address, phone number  |sician or supplier who furnished service.

* = Required Field

** = Required if applicable




Physician Related Services

Qualified Medicare Beneficiary
(QMB)

QMB clients are clients for whom Medicaid
pays their Medicare premiums and some or all
of their Medicare coinsurance and deductibles.

Reference Lab Billing

Reference lab billing occurs when a Medicaid
provider draws a specimen and sends it to a
“reference lab” for processing. The reference
lab then sends the results back to the Medicaid
provider and bills the provider for the lab ser-
vice. The Medicaid provider is then expected
to bill Medicaid for the lab service. Medicaid
does not cover lab services when they are
billed by the referring provider.

Relative Value Scale (RVS)

A numerical scale designed to permit compari-
sons of appropriate prices for various services.
The RVS is made up of the relative value units
(RVUs) for all the objects in the class for
which it is developed.

Relative Value Unit
The numerical value given to each service in a
relative value scale.

Remittance Advice (RA)

The results of claims processing (including
paid, denied, and pending claims) are listed on
the RA.

Resource-Based Relative Value Scale
(RBRVS)

A method of determining physicians’ feeq
based on the time, training, skill, and other fac;
tors required to deliver various services.

Retroactive Eligibility
When a client is determined to be eligible fof
Medicaid effective prior to the current date.

Definitions and Acronyms

Replacement Page, September 2004

Routine Podiatric Care

Routine podiatric care includes the cutting or
removing of corns and calluses, the trimming
and debridement of nails, the application of
skin creams, and other hygienic, preventive
maintenance care.

Sanction
The penalty for noncompliance with laws,
rules, and policies regarding Medicaid. A
sanction may include withholding payment
from a provider or terminating Medicaid
enrollment.

Special Health Services (SHS)

SHS assists children with special health care
needs who are not eligible for Medicaid by
paying medical costs, finding resources, and
conducting clinics.

Specified Low-Income Medicare Ben-
eficiaries (SLMB)

For these clients, Medicaid pays the Medicare
premium only. They are not eligible for other
Medicaid benefits, and must pay their own
Medicare coinsurance and deductibles.

Spending Down

Clients with high medical expenses relative to
their income can become eligible for Medicaid
by “spending down” their income to specified
levels. The client is responsible to pay for ser-
vices received before eligibility begins, and
Medicaid pays for remaining covered services.

Team Care

A utilization control program designed to edu-
cate clients on how to effectively use the Med-
icaid system. Team Care clients are managed
by a “team” consisting of a PASSPORT PCP,
one pharmacy, the Nurse First Advice Line,
and Montana Medicaid.

D.5
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Third Party Liability (TPL)

Any entity that is, or may be, liable to pay all
or part of the medical cost of care for a Medic-
aid, MHSP or CHIP client.

Timely Filing

Providers must submit clean claims (claims
that can be processed without additional infor-
mation or documentation from or action by the
provider) to Medicaid within the latest of

* 12 months from whichever is later:
* the date of service

* the date retroactive eligibility or
disability is determined

* 6 months from the date on the Medi-
care explanation of benefits approving
the service

* 6 months from the date on an adjust-
ment notice from a third party payor
who has previously processed the
claim for the same service, and the
adjustment notice is dated after the
periods described above.

D.6

Physician Related Services

Usual and Customary

The fee that the provider most frequently
charges the general public for a service or
item.

Virtual Human Services Pavilion
(VHSP)

This internet site contains a wealth of informa-
tion about Human Services, Justice, Com-
merce, Labor & Industry, Education, voter
registration, the Governor’s Office, and Mon-
tana. http://vhsp.dphhs.state.mt.us

WINASAP 2003

WINASAP 2003 is a Windows-based elec-
tronic claims entry application for Montana
Medicaid. This software was developed as an
alternative to submitting claims on paper. For
more information contact ACE EDI Gateway
(see Key Contacts).

Definitions and Acronyms
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R
Radiology services, billing for multiple ..........cccccoevieriiiiiiiieci e 6.8
RBRYVS fee SChedule ........ooiiiiie e 9.1
Recover payment from the third party payer ........ccccoceeriiiiiiiieiieece e 53
Reference 1ab Dilling .......c.coccoiiiiiiiiiiiiiie ettt st 6.11,D.4
Referral, Referrals
ANA THS ettt ettt bt et esate e beeseteeatea 43
authorization, and follow-up by PASSPORT provider ..........cccoeveeeviierieniieniienieennen, 4.4
may be verbal Or N WITHING ....c..eeeiiiiiiiiieciie ettt e sree e e e e e 4.2
to other Medicaid PrOVIAETS .......cccuiiiiiiiiieiieeiieiee ettt ettt 4.2
Relative value scale (RVS) .o D4
Relative value UNTt .......oooiiii et D4
Remittance AdVICE (RA) ..eeiiiiieeeeeee ettt et e e e e e araeeenas 8.1,D.4
ReEPIaCeMENt PAZES ...cvvieeiiieeiiieeiee ettt ettt et e et ee e be e e eenreeenreeenenes 1.1
Reporting SUrZICAl SETVICES ...cvviiiiiieeiiieeiieeciteeeiee et e e rireeeeee e e teeesbaeessaeeesaseeesaeessseeennes 6.12
Requesting an eXEMPLION .......cccuieiiiiiiiiiiieiie ettt ettt ee st eb e s teenbeeseeeenbeesaeeeas 5.5
Resource-Based Relative Value Scale (RBRVS) ..o D.5
Response, none from third Party ........ccceecveeeiiieciieecieeee e e e 5.5,5.6
Retroactive @lIgIDIItY .....c.cooiiiiiiiieiee e D.5
Retroactively eligible clients, billing fOr ..........cccoocieiiiiiiiiiiecieece e 6.4
Review, utilization and peer €dUCAtION ........cccveeeiuiieiiiieeiiie e 4.6
Routine podiatric care, defInItion ..........ccoociiiiiiiiiiiieiee e D.5
Routine podiatric care, COVErage Of .......c.ccieiiieiiieriieiiieiieeie ettt e eee et seeeaeeseneenaeens 2.6
S
SANCLIOM .ttt ettt e s bt et e sb et st e e e be e eab e e nbeesabeenaeenae D.5
Service, Services
additional for Children ..........cocoiiiiiiii e 3.1
paid or denied by MEdICare .........ccceecuieiieiiiieiiieeieeiee ettt ae e e 5.2
provided by independent diagnostic testing facilities ..........ccceevveeeiieeecieeniieeeiee e, 2.3
provided by independent imaging facilities ...........cccceevieriieiiiiiienieeeee e 2.2
provided by independent 1abOTatories ............ccveviiiiiieiiieiiecie e 2.2
provided by mid-level practitioners ..........c.ccoccvieeiieeriieeriieeeiee e eeee e sree e e e 2.1
provided by PRYSICIANS ......ooiuiiiiiiiieiie ettt e 2.1
Provided DY POAIALIISES ...ccuviiiiieiiieiieciie ettt ettt et e s saeebeesaaeesbeenseas 2.1
that do not require CoSt ShAriNg .........cccveeiiiiieiiiiiecie e 6.3
that do not require PASSPORT provider approval ........cccceoeeieniiiiniininicniecneee. 4.2
that may be billed to Medicaid firSt .........ccceeviieiiieiiiiiieieceeeeee e 54
WiIthin SCOPE OF PIACTICE ..ocvviiieiiiiciieectie ettt e e e e enseeenene 2.1
when providers Cannot dENY ..........ccoccuieiiiiriiiiiieie ettt 6.4
Site of service differential ..........c.coooiiiiiiiiiiie s 9.2
Special Health Services (SHS) ..ottt e D.5
Specified Low-Income Medicare Beneficiaries (SLMB) .........ccccovviieiiiiiiiiiienieeiiee D.5
Speech and [aNGUAZE SCTEEI ......cueeiuiieiieriieeiieciieeteerteeeeeete et e e beeseeeebeesseeesseesaeenseeseennnas 3.5
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