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Objectives

 Review paper claim submissions process for CMS 1500 and UB-04 forms and

common errors

* Review electronic claims submissions process and common errors
 Review Paper Work Attachments and requirements

* Review Individual Adjustment Requests and requirements

 Review Remittance Advice/835 and importance of this
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Paper Claim Submissions
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Paper Claims

Paper Claims submitted for payment must be on: All paper claims must be mailed to:

« CMS 1500 - For Professional Billing Claims Processing

e UB-04 - For Institutional Billing P. O. Box 8000

. ADA 2012 - For Dental Billing Helena, MT 59604

 MA-3 - Nursing Home

Please use original forms not copies.

e CMS requirement

 Forms can be purchased from most office supply stores.

« Forms can speed up processing time allowing automated processes to read them.



Codes Used Are Important conoue

* Providers are responsible for ensuring that coding Is accurate,
complete, and defensible.

* |n general, Medicaid and fiscal agent staff should not recommend
that Providers use specific codes In specific situations.

o At the national level, more and more guidance on how to code for
services Is avallable to Providers.



Claim Submission Process connum f3.

Step 1 Step 2 step 3 Step 4
Claim Creation Adjudication Pay, Suspended, Payment
and Submission Deny
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Claim Submission Path
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Specific Field Requirements
Instructions can be found at:

MT specific instructions for the
CMS-1500 and the CMS-1450/UB-04

NUCC and NUBC

Montana specific information can be found  The full instructions for the
under the forms section of the CMS-1500 can be found at:
medicaidprovider.mt.gov. WWW.NUCC.Org
 Sample forms are detailed information for
the individual box/field.  |Information for the UB-04 can
be found at:

www.nubc.org



Specific Field Requirements

CMS-1500
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The Medicaid system scans Boxes 1a, 9a, and 11 for the member ID.

MEDICARE MEDICAID TRICARE

l_-lrﬂ.ﬂedrcare.#,l Drﬂ.\!’edrc:ard#} |_] (DD o)

CHAMPYA

GROUP

2. PATIENT'S MAME (Last Name, First Mame, Middle initial)

REALTH PLAN — BLCLUNG — O e
D (Member ID#) |:| {10#) (ID#) |:| (ID#)
5

3 FﬁuENT‘S BIRTH DATE

EX
i oo Y M|_| F|_]

L. PATIENT'S ADDRESS (Mo., Street)

&, PATIENT RELATIONSHIP T INSURED

Se-lf|:| Sp:luselj Child|:| Diher:

7. INSURED'S ADDRESS (Mo., Streef)

CITY

STATE

()

AP CODE TELEPHOME (Include Area Code)

8. RESERVED FOR NUCC USE

CITY

STATE

IUMBER

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

c. RESERVED FOR NUCC USE

10. 15 PATIENT'S COMDITION RELATED TO:

a. EMPLOYMEMNT? (Currant or Prewvious)

YES |:| NO

~10E 'l
b. AUTO ACCIDENT? PLACE (Stats)

YES :| NO
c. OTHER ACCIDENT?

[Jves [ ]no

ZIP CODE TELEPHOMNE (Include Area Code)

b. OTHER CLAIM ID [Designated by NUGC)

c. INSURAMCE PLAN NAME OR FROGHAM NAME

d. INSURAMCE PLAN NAME OR PROGHRAM MAME

bl

SIGMED

10d. CLAIM CODES (Designated by NUCC)

READ BACK OF FORM BEFORE COMPLETIMNG & SIGHING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SKGNATURE | authonize the releass of any medical or other information necessany
o process this claim. | akso request payment of govemment bensfits sither to mysalf or to the party who sccepis essignment

DATE

d. IS THERE AMOTHER HEALTH EEMEFIT PLANT

services described below.

SIGMED

I:' NOI If yea, complete itams 9, 92, and 2d.

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

«————— PATIENT AND INSURED INFORMATION




Montana Specific Requirements 1500 «=*

Box 17 Name of Referring Provider or Other source.

Box 17a Unlabeled
« MT Medicaid reserves this box for Passport referral number

Box 17b NPI and Unlabeled Field
e MT Medicaid reserves this for Indian Health Services Referral Number.
Box 23 Prior Authorization Number.

14 DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMF) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
HAE Oks W o [LMF) | MM | DD, YY b =L w MM DE Y
I | CHUAL FROM : TO :
JAME OF REFERRING FROVIDER OR OTHER SOURCE IEE; ' & HOSFITALIZATION DATES RELATED TO CURRENT SERVICES
. MM, DD YY MM |, DD,  YY
. FROM | TO i i
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES

[ Jves [ [no |

22. HESLUBMISSION

21. DIAGNOSIS OR NATURE OF ILLMNESS OR INJURY Helate A-L to service line balow [24E)

IGO Ind. CODE ORIGINAL REF. NO.
A B. | C. | DL —
23. PRIOR AUTHORIZATION NUMEBER

E. | F | G. | H | !

L J. | K. | L |

24 A DATE(S) OF SERAVICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E F. G [ H[ L J.

From To PLACE (Explain Unusual Circumstances) DIAGNOSIS T |Fagy| D REMDERING

MM DD YY MM _ DD YY [sPRVIcE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan | QUAL PROVIDER ID. #

I o || e :

| || R | [ [w
|
|
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Montana Specific Requirements 1500

Box 21 Diagnosis or Nature of lliness or Injury
e With the adoption of ICD-10, the state accepts diagnosis codes A- L and the

corresgonding Diagnosis Pointer of A— L. (Box 24E)

[ vES
2 RESUBMIS
CODE

23. PRIOR AL
4. A DATE(S) OF SERVICE = L. . FRUGEDU » 2ERVIGES, UH SUPF F.
From To PLACE OF | Explain Unusual Circumisiances)
. MM oD Y MM DD Y |SERMCE| EMG | CFTHCPCS | MODIFIER ¥ CHARGH
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Montana Specific Requirements 1500

Box 29 Amount Paid
o Do NOT include Medicare Payment info here.

Box 33b  Taxonomy
o Must include “ZZ” modifier or the claim will be denied
If the prowder IS atyplcal or waiver needs to have “G2” then your ID number

25, FEDEHAL TAJ{ID NUMBEFL | SE-I"-I EIN . | 28 F'AT]ENT‘B AGCOUMTI'-D ?.T &EGEW I-G” . _ _ . 30. Revd for NUCC Use
99-9999999 X 123456789 X |ves. 10000| 25 00
a1. 1 F PHYSICIAN 32, SERVICE FACILTY LOCATION INFORMATION NG PR L INFC | 406 ) 555-1234

Dr. Provider, MD
123 Main Street

Anywhere, MT 54321-1234

/Z 2084I\I0400X

VED OMB-0938-119 JHh

Dr. Provider, MD 07/01/14
' 1234567891

APt

NUCC Instruction Manual available at: www.nucc.org PLEASE PRINTOR TYPE 1 1600 (0212

If Atypical Provider, 33a will be blank and 33b will have G2 preﬁx—> G2 Atypical ID
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Box 29 additional info

TPL and Medicare for Medicaid are treated differently.
Box 29 is for 3" party payments already received.

 If a Member has both Medicare and Medicaid, don’t put a yes in Box 11D and/or
a dollar amount in Box 29. LEAVE THEM BLANK

 Ifyou enter ayes in Box 11D or an amount in Box 29, the system will then see
that amount as a payment against this claim and the payment will be reduced



Required Fields
UB — 04 Institutional

July 19, 2018

Provider Mams
Phyysical Address
City, 5T Zip+4

S L3l

Passports

Ji6'14 17014

[ Member First Hame Last Name

19 EATHEATE [

In/Cnat nmilti ER. visits

. Dcr:mmm:ve codas mmdtudmmeermﬁs relating o the bill ﬂurmayefﬁeﬂpﬁwpmcvessiﬁg

T LT |
EIaTE

636 N4 63323047401 4 ML
636 14 50458016601 150 ML

| PAGE oF

Wahie Codes and Amounnts reflect Medicare Payment Information

1 8305
96365 1 32672
96366 1 3283
96367 1 63.50
20048 1 05.56
82055 1 121.37
7040 2 13306
27804 7 250 56
71020 TC 1 109 83
99284 25 1 687.38
T1630 4 15030
T1956 3 7595

ICREATION DATE | 8/11/14

Pessible TPL Payer 133456780

Ealca £ EST ARO_NT DUE [ Billmz NPT
42.30 ;

Member Name | Member ID : T

Prier Amthe

P4z are required i order for cemain semices to be paid.

e CaZeC LI VEFIT DORIT ROL HLBEE A va ERFLCWER Hekd

ICD-10 codes

K} '::I|. AL PROCE |'!.. [ T PRCK Fo :|E ; I — 13456780
Anending Last Mame First Name

agT FiRaT
B PR AR B]]angTa:.n:m:u}' ) §OTHER [ .'I-l | :.II-\.| |
B3 28 TRI00000T (1) Ll:Ag
[ § OTHER s .lll-\.l |
g FiR
CERET AT [0 s T ¥ (N 7 10 THIE [ & u ; b

WL e —
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Paper Claims — UB-04

Box 4, 18- 28, 31-37, and 39-41. Have to be found from outside resources.

Passport goes in Box 7

ag WALUE CODES 4]
CO0E A CLIMT . CODE

Value Codes and A_m unts

Mol LE CODES

AR CUIMT

" Provider N : Eh 4 ! R
ovider Name GNTL # aF B
Physical Address FEC. ¥
: i % B BIATEMENT GOWERS PERIOD
;o + & FED. TAX HO. 2Ll s sl
City, ST Zip+4 L TELLH Passport#
7/6/14 | 7/7/14
B PATIEHNT MAME & 9 PATIENT ADDRESS i
b | Member First Name Last Name b | ¢ Bl B
HREIRTHERIE 38X o pare | 9ER 14 TvPE 15 smc |180HR T STAT | 19 20 T a5 o8 27 o | e |
In/Out multi ER. visits 01 | Condition Codes relate to copay overrides
a1 DCGURAENGE OCGCURREMGE a3 JCGURRENCE 34 QCGLIAREMGE a5 DCCUHREMNMGE SPAM B[ CGGUAREMCE SPAM ar
GODE DATE CaTE COOE DATE | COOE CATE | SODE F RO : THRCUGH CODE FRO THRZIGH
Occurrence codes are used to dem:-tel evenr:s relating to the h]{l that may eq'ec‘r pTye-r processing

CONDUENT ’}




Paper Claims — UB-04

CONDUENT

Revenue codes go in Field 42, if the revenue code requires an NDC code the

Information needs to be in Field 43.

12 REV. CD

250
260
260
260
301
301
306
306
320
450
636
636

43 DESCRIFTION

N4 63323047401 4 ML
N4 50458016601 150 ML

96365
96366
96367
80048
82055
87040
87804

71020 TC
99284 25

J1630
J1956

7/6/14
7/7/14
7/7/14
7/7/14
7/7/14
7/7/14
7/7/14
7/7/14
7/7/14
7/7/14
7/7/14
7/6/14

S e S T O T e e e I e )

48 NON-COWVERED CHARGES

49




Paper Claims — UB-04

Box 50, 51, & 54 - TPL

Prior Authorization -

Field 63 —

necessary for payment.

CONDUENT

PAGE OF CREATION DATE | 8/11/14 - 2
50 PAYER NAME 51 HEALTH PLAN IC e o see B PRIORPAYMENTS | 55 EST AMOUNT DUE ssiel | Billing NPI
Possible TPL Paver 123456789 42 .80 57 X
OTHER B
PRV ID C
58 INSURED'S NAME S9PREL] 50 INSURED'S UNIQUE IC 61 GROUP NAME 62 INSURANCE GROUP NO.
Member Name Member ID »
D
C
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTRCL NUMBER 55 EMPLOYER NAME
Prior Auth# I
PAs are required in order for certain services to be paid. r
C
¢ e |
56 1 1 58
. ICD-10 codes
59 ADMIT TOPATIENT ‘ EHEES T2 73
DX BEASCON DX CODE ECI
74 PRINCIPAL PROCEDURE 3 OTHER PROCEDURE k. OTHER PROCEDURE 75 e L ~ P 1 QL 1Al
CODE DATE CODE DATE GODE DATE 6 ATTENDING F 123456789 _ | Sl |
| 57 Attending Last Name irirsT First Name
OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE
CODE DATE DE DATE CODE “DATE 7T OEERdInG ‘NF" ‘QUALI ‘
| ‘ LAST ‘FIF!ST
50 REMARKS SR Billine Taxonomv 76 OTHER ‘ ‘an ‘QUAL} ‘
- B3 28IN00000X LAST |FirsT
C 79 OTHER ‘ ‘NPI ‘OUALI ‘
d LaST ‘FIFIST

UB-04 CMS-1450
© 2005 NUBC

OME APPROVAL PENDING

NUBC & | |co213267

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.



Paper Claims — UB-04 o

Resources Available

« NUBC manual — From www.nubc.com — updated annually in June

e CMS has info on the CMS 1450 or UB-04

e List of resources in the General Provider Manual

e Peerresources



Remittance Advice(e!Sor) and 835
ERA
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Remittance Advice - elSor

« Past 90 days can be found on the MATH Web Portal.

« Information about upcoming events on the first page.

o Sections for paid claims, denied claims, and pending claims.
* Includes any takebacks or credit balance claims.

* Includes the Internal Claim Number(ICN).
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*hkkkkkkkk *THE

B13

B22
B7Y

MAO4

M57

M&8

M77
M86

N30

125

133

15

22

29
31

** *TOTAL WARRANT AMOUNT* ** 830.33

FOLLOWING IS A DESCRIPTION OF THE REASON/REMARK CODES THAT APPEAR ABOVE *#*%%¥%
PREVIOUSLY PAID. PAYMENT FOR THIS CLAIM/SERVICE MAY HAVE BEEN PROVIDED
IN A PREVIOUS PAYMENT.

THIS PAYMENT IS ADJUSTED BASED ON THE DIAGNOSIS.

THIS PROVIDER WAS NOT CERTIFIED/ELIGIBLE TO BE PAID FOR THIS
PROCEDURE/SERVICE ON THIS DATE OF SERVICE.

SECONDARY PAYMENT CANNOT BE CONSIDERED WITHOUT THE IDENTITY OF OR
PAYMENT INFORMATION FROM THE PRIMARY PAYER. THE INFORMATION WAS EITHER
NOT REPORTED OR WAS ILLEGIBLE.

MISSING/INCOMPLETE/INVALID PROVIDER IDENTIFIER.
MISSING/INCOMPLETE/INVALID ATTENDING OR REFERRING PHYSICIAN
IDENTIFICATION.

MISSING/INCOMPLETE/INVALID PLACE OF SERVICE.

SERVICE DENIED BECAUSE PAYMENT ALREADY MADE FOR SAME/SIMILAR PROCEDURE
WITHIN SET TIME FRAME.

PATIENT INELIGIBLE FOR THIS SERVICE.

PAYMENT ADJUSTED DUE TO A SUBMISSION/BILLING ERROR(S). ADDITIONAL
INFORMATION IS SUPPLIED USING THE REMITTANCE ADVICE REMARKS CODES
WHENEVER APPROPRIATE.

THE DISPOSITION OF THIS CLAIM/SERVICE IS PENDING FURTHER REVIEW.
PAYMENT ADJUSTED BECAUSE THE SUBMITTED AUTHORIZATION NUMBER IS
MISSING, INVALID, OR DOES NOT APPLY TO THE BILLED SERVICES OR PROVIDER.
PAYMENT ADJUSTED BECAUSE THIS CARE MAY BE COVERED BY ANOTHER PAYER PER
COORDINATION OF BENEFITS.

THE TIME LIMIT FOR FILING HAS EXPIRED.

CLATM DENIED AS PATIENT CANNOT BE IDENTIFIED AS QOUR INSURED.

PAGE: &5
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How do you get signed up to bill
Electronically?
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Where to find the forms to E- Bill?

Information to electronically submit claims and the forms that are required can be

found on the Medicaid Provider Web Site:

http://medicaidprovider.mt.gov/claims#515376129-electronic-submission-setup




EDI Required Forms
Trading Partner Agreement (TPA)

Establishes the basics.

« MATH Web portal access

e Access to elSor

e Creation of Trading Partner ID (TPID)
 Eligibility Verification
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CONDUENT EDI SOLUTIONS, INC.
TEADING PARTNER AGEEEMENT

THIS TRADING PARTNER
ACEEEMENT (“Agzresment™) ] by and
betwesn TEADING FPARTNER (“Trading
Paniper”) and CONDUENWT EDI SOLUTIONS
N (EDI Gateway ) collectively “the partiss™

WHEEEAS, Trading Parimer desires o
mansmit Trapsactons to EDI  Gateway for the
purpese  of submitting data w a Health Plan:

WHEEEAS, EDI Gateway desires to receive such
mansaciiens for this puwpese recognizing the EDI
Cateway performs such ssrvices on behalf of the Health
Plan; and

WHEEEAS, Trading Parmner @5 subject to the
Tranzaction and Code Set Eegulations with respect to the
mansmission of such Tansaciions.

ow, thersfore, the Partiz: agree as follows:

1. Definitions
EDI Gaeway means Condusnt EDT Solutions, Inc.

Trading Parmper means the party idendfied as
“Trading Pamner™ on the signanme lne of this
Apreement who is a Health Care Provider or Health
Care Clearinshouze as defined in 45 CFR 160.103.

Standard is defined in 45 CFR 160.103.

Transaction and Code Set Besulations means thoss
regulations governing the tansmission of certain
health claim: mansactions as published by DHHS
under HIPA S

(=]

Oblization: of the Parfies Effective Upon
Execution of this gement by Tradin

FPartner

A) The Pamips agree, in regard w aoy electoromic
Transactions between them-

1y They will exchanze dafa slecmomically using
only those Trpsaction types as selected by
Trading Parmer on the Codoemt EDI
Splutions Trading Parmer Enroliment Form
(TPEF).

1) They will exchange data elecoonically using
only thoss formats (versions) as specified on the
TPEF.

3) They will not changs any definition data
condition, or use of a dafa element of segment
in a 5Standard wansaction they exchange
glectmonically.

4y They will net add any data elements aor
sepments to the Maxinyam Defined Data Set.

51 They will not wse any code or data elements that
are oot in or are marked as “Mot Used” in a
Standard's implementation specificadon.

) They will net change the meaning or iotent of a
Standard's implementation specificadon.

T) EDI (Gateway may reject a  Transaction
submitted by Trading Pariner if the Transaciion
iz mot submifted using the dafa elements,
formats or Transaciion types set forh in the
TPEF. EDI Gateway may refuse w0 accept any
claims from Trading Panper if Trading Pariner
repeatedly submits Transactions that do Dot
mest the criteria set forth in TPEF ar if Trading
Pariper repeatedly submits macoarate or
incomplete Transactions to EDT Gateway

Trading Pamiper understands that EDI Gateway or
others may request an exception fom  the
Trapzaction and Code Set Eegulations from DHHS.
If ap exception iz granted, Trading Pariner will
participate fully with EDI Gateway in the testing,
venfication. and implementation of the modification
o a Transaction affected by the change.

ED Gateway understands that DHHS may modify
the Transacdon and Cede Set Fegulations. EDI
Gateway will modify, test, verify, and implement all
modifications or changes required by DHHS using a
schedule nmiaally agreed upon by Trading Paniper
and EDT Gateway.

Meither Trading Pariper nor EDI Gateway accepts
responsibility for technical or operatonal diffcultiss
that anse out of thind parmy service providers’
business  oblizations and requirements  that
undermine Transaction exchange between Trading
Pamiper and EDT Gateway
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EDI Required Forms  ——

Please return to:
Conduent EDI Solutions, Inc

X12N transaction paper work WP ZmE, o

EDI SUBMITTER ENROLLMENT FORM. Please print or type. Complete all areas of the Submitter Enrcllment
Form, wunless othenwize indicated.

E D I P rOVi d e r E n rO I I m e nt P aC ket fo r Section 1. Classification. Please indicate youwr classiicabion.
] Software Vendor ] Billing Agent ] Clearinghouse
X 1 2 N Tran SaCtI O n S Section 2. Submission Method. Please indicate how you plan to submit your electronic transactions.
Asynchronous (Mrect Submizalon to EDI) WINASAPSO10

Section 3. Submitter Information.
Bushess Name (if appicabie)

» Clearinghouse and Billing Agents P

Bushess Street ARIress

 Individual provider requests to set up

Teiephone Fax

for self billing. —— T

Section 4. Montana Submitter ID.

If you ars currently suomiting elecironic transactions drectly to Montana FAS, please
Indlcate your Montana 7-dight Submitber 10:

MOTE: This I8 your Montana DPFHHS Submitter D Asslgned by FAS. | | | | I:' I:'

Section 4a. SubmitteriTrading Partmer ID Number.

If you are currently suomitiing elecironlc transactions directly to EDI Solutons, |:| I:l |:| I:l |:| |—|
please Indlcate your Conduent EDI Solutions S-digit Submiltter 1D or 6-digit Trading

Partmer D

NOTE: Thig ls NOT your Moniana submitter ID

Section 3. Software Vendors Only
| i you have indicated that you are a Software Vendor in Section 1, please provide the following information:
18000878719 (phome) I 406 441 4407 ffax)
edisolufionseme; portal condusnt com

Iofd




EDI Required Forms
MATH Link Request

Connection between multiple NPI's and a
submitter ID for Web Portal

Applicable to group settings

Each NPl must have its own completed form.

Hint:

 Provider Name & NPI is who you want to link.

e Submitter ID is where you want the
Information to go.

CONDUENT

MONTANA

Dpnrnn:g

D e LI Ry S,

Montana Access to Health Web Portal
Link Request

For multiple providers to appear on your drop-down list in the Montana Access to Healith web
partal, you must submit a Link Request.

Each National Provider [dentifier (NPI) or Atypical Provider [dentifier (API) used as the hilling or
pay-to provider will have an electronic statement of remittance (elS0OR) generated; therefore, it
Is important to have the NPIFAPI linked to the submitterirading partner number for retrieval. You
may verify your submitter number by selecting "My Frofile® in the MATH wel portal.

Complete the information below. Complete a separate form for each NPIIAPI yvou want
linked. The form must be signed by the provider or an authorized representative. Mail or fax to
FProvider Relations, PO . Box 8000, Helena, MT 59804, 406 442 4402

Allow up to 10 days for Provider Relations to process the request.

Frovider Mame

MNPUAPI

Complete a separate form for each MPIFAPL you want linked.

Submitter 1D

Frinted Name

Title

Signature Date

Updated D42014



EDI Required Forms
835 request

e It can only be delivered to one place.
Usually this is the clearinghouse.

Used for sending and Electronic Remittance
Advice back to the requested submitter ID.

o Section Ais info about the Provider.

o Section B is for the Clearinghouse
iInformation that is being sent the 835
electronic information.

Form located at:
http://medicaidprovider.mt.gov/Portals/68/docs

CONDUENT ’}

MONTANA DPHHS EDI 835 REQUEST FORM

Please return to:
Conduent EDN Sclutions, Inc.
Attn: MT EDI
PO Box 4936
Helena, MT J9604
Or fax to 406-442-4402

CONDUENT

l“’_llllu

Provider Billing Agent/Clearinghouse Conduent EDI Solutions, Inc Authorization Form

Section A. Provider Information.

Business Name

Frovider Name (Last First. M and Sui)

Frovider Number Faderal Tax D Number

Business ATdress

Gy, Sfafe, and £Zip

[forms/montanamedicaid835request.pdf

Telephane Number Fax Number
Contadt Name E-mail Address
sectlon B. Authonzation Signaturs raquired).
Providar, hereby appoints

Provider name FProvider Representative name (please orint)

Biling Agent'Clearnghouse name (piease pint) BlNing Agent/Clearinghouse Conduent Trading ParmerSubmiter ID

to act as the authorzed agent for the purposs of submitting health care transactions electronically to Condusnt EDI
Solutlons, Inc. Provider also authorizes the Bllling AgentiClearinghouss's access to the following X12H transaction
rezponsss 1T sslectad Delow:

| 277-Claim Status Response | 271-Elglbility Responsa

| H35-Healthcars Clalms Payment Advice | 273-Prior Authorization Response
| Excaption Repaort [Print Image) | 9e3-implementation Acknowlsdgamant

277 CA-Healthcare Clalm Acknowledgement

Provader Provider Represeruative pame (Flease pring
£

[ ——

Provider/ Prinvider Representanve Sigmanre Date

1 500,987 6719 jphome) §. 806442 4407 fax)
edisohitommmds portal condeent com'goro

BE=




CONDUENT

Electronic Claim Submissions



CONDUENT

Electronic Transactions

 EDI = Electronic Data Interchange

e ASC = Accredited Standards Committee i1s a subcommittee of American National
Standards Institute (ANSI)

e X12N = Insurance format for the transfer of sensitive information

X12N became a requirement for insurance transactions

with the passage of HIPAA in 1996.



Electronic Claims

Different ways the claim files get to Conduent.

Provider

Sy
&

Biller

Initial HIPAA Compliance
~— o File viability

S

Clearinghouse

CONDUENT

Gateway

o 5
==

Submission Types :

e Web Portal

e WIinASAP (Modem)

e Direct Submission (e.g. FTP)

Medicaid
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Electronic Claims
837 transactions and the related paper claim

Transaction Type Related Paper Claim
837P Professional Claim (CMS-1500)
8371 Institutional Claim (UB-04)

837D Dental Claim (ADA 2012)
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Clearing House

Clearing House

Provider Claims System

Claim File \

835 —

_f_f:’):’j’; _ff”

A\

E!Sor’s file

o

July 19, 2018 36
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Electronic Claims
Transaction Descriptions

Transaction Descriptions

270/271 Eligibility inquiry

2177 Claim status inquiry

277CA Claim acknowledgement

999 Implementation acknowledgement
835 Electronic Remittance Advice (ERA)




CONDUENT

Electronic Submissions
Most common errors

 Provider did not complete the EDI Enrollment (X12N) packet to enable electronic
billing. Enroliment with Montana Healthcare Programs does not automatically
enroll you for billing electronically. If you are using a clearing house, this step may
already done.

e Missing or invalid taxonomy codes
 Non-matched ZIP + 4



CONDUENT

Electronic Submissions
Most common errors - How to fix them!

 Most important thing is make sure you are sending the most up to date
iInformation electronically.
 Make sure you are enrolled for electronic billing.

o If the iInformation is required on paper, it's required electronically.
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Resources for Electronic Billing

e Electronic Transaction Instructions for HIPAA 5010:

http://medicaidprovider.mt.gov/Portals/68/docs/EDI/Conduent_electronictrans
actioninstructionshipaa5010 03012018%20BR1290.pdf



835 or ERA file conpuenT

e Can only be directed to one place - usually that's the clearing house

 Requires software to parse the contents of the 835 file into usable

Information.

e Does contain additional information that could show a different total than

what was deposited or on the e!Sor PDF from the portal.



CONDUENT

Electronic Transaction Instructions
for HIPAA 5010:

General Montana-Specific Submission Rules:

 To indicate Prior Authorization, use ‘G1’ in loop 2300, REFO01 at the header or loop
2400, REFO1 on the line.
* To indicate a Passport referral number, use ‘9F’ in loop 2300, REFO01 at the header

or loop 2400, REFO1 on the line.



Paperwork Attachments and Electronic
Claims
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Electronic with Paper Attachments

Control Number JP“IIH
e NPI/API

e Members ID# T~

. Date of Service Papé Attachment Cover Sheet

Faperwork Attachmant Control Humber

Completed forms should be

Malled or Faxed {o: Data of Service
P.O. Box 8000 Bllling MPUARI

Helena, MT 59604

Fax: 406-442-4402 wemar 10 Numzer

Type of Attachmant




CONDUENT

Electronic with Paper Attachments

o Must indicate that Paperwork is being sent in the electronic claim file.

 Loop 2300, PWK segment
* Must be received by Claims Dept. within 30 days of electronic submittal.
o After 30 days, the claim will be denied and will need to be resubmitted with paper
attachments.

e Must include Paperwork Attachment Cover Sheet (copy included on flash drive).

e Can also be found on the website:
http://medicaidprovider.mt.gov/forms#240933498-forms-p--z
e Must include the Attachment Control Number in this format:

‘9999999999‘ - ‘ 888388888 ‘ : ‘ 11182015 ‘

NFI Member ID Date of
Number Service



Individual Adjustment Requests



o _ lll'llllu_
I n d IVI d u al AdJ u Stm e nt Montana Healthcare Programs

Medicaid e« Mental Health Services Plan ¢ Healthy Montana Kids

R e q uest F orm Individual Adjustment Request

I truc £l ons:
This form is for prowiders to comect a claim which has been paid at an incomect amount or was paid with incomect information.

Complete all the fields in Section A with nformation about the paid daim from your remittance statement. Complete only the
items in Sechon B that represent the incomect information that needs changing. For help with this form, refer to the Remittancs
Advices and Adpustments chapter in the General information for Providers manual or call Prowider Relations at 1.800.824 2253
{Montana and out-of-state providers ) or 208442 1837 (Helena).

4_Complsts all Aslds using the remittance advice for Inform athon.

1. Proviger Name, Address, and Telephone Mumbsr 3. Imternal Conirol Humber [ICH)

Necessary information:
= Provider name & address R
= Member name ‘ " —
= ICN#  Vember ame . bate orpayment
= NPI/API # e ——

B. Complate only the itema which need to be comectad.
= Member ID # o e ] [ e —
" Date of payment e —
= Amount of payment 5. DatesofServe (005)
= Corrected information S ———
= Signature & date _eurnce Credt Amouet

7. et (Blled - TPL or Medicans Paid)

= Medicaid remit from the paid claim  OaraTat (B8 e

4. NPUAPI

[

Signature Diase
Wirien the form ks complebed and signed, attach a copy of e remittance advice. A copy of e cormected clalm Is
optional. Mal o Claims, F.O. Box 8000, Helerss, MT 53604, or fax o (405) £242-L203.




Adjustment Request Form - Section A

Montana Healthcare Programs

Medicaid « Mental Health Services Plan  Healthy Montana Kids

Individual Adjustment Request

Instructions:

This form is for providers o cormect a claim which has been paid at an incomect amount or was paid with incomect information.
Complete all the fields in Section A with information about the paid claim from your remitance siatement. Complete only the
itemis in Section B that represent the incomect information that needs changing. For help with this form, refer to the Remittance
Advices and Adjusiments chapter in the General Informabon for Providers manual or call Provider Relations at 1.800.624.2858

(Montana and out-of-state providers) or 406.442 1837 (Helena).

CONDUENT

1. Provider Mame, Address, and Telephone Mumber
_The Clinic
Hame _
123 Malin Street

Sirest or PO B

Anywhere MT 59991

Clty Stae Z1P

406-111-2222

Tedephone Mumbsr
2. Member Name

John Doe

3

A. Complete all fields using the remittance adwice for information.

nternal Control Number (1CM)

214010001200000

MPLUAF

123456/891

Member ID Number

1133111

Date of F'-Eljlﬂ'lEI'It 01/0 1/2013

. Amiount of Payment h 55886




Adjustment Request Form - SectionB ™

B. Complete only the items which need to be comected.

Diate of Semvice or Line | Information on
ltem Mumber Statement Comected Information

Units of Sennce Line 3 1 unit T1028 2 Un|tS T2028

2. Procedure Code/MNDC/Revenue Code

3. Dates of Sennce [DO5)

4. Billed Amount 2500 | 5000

Personal Resource {Mursing Facility)

n

r_'| i

Insurance Credit Amount

7. HMet (Billed - TPL or Medicare Paid)
Cther’Remarks (Be specific.)

5=

— Sm@ @aa . 02/02/2014

When the form Is completed and signed, altach a copy of the remitance advice and a copy of the comacted dalm, and mall to Claims, P.O. Sox EODO,
Helena, MT 55604, or fax to 406.442 4402
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Submitting Adjustments

When should | request an adjustment?

= Claim was overpaid or underpaid.

= Claim was paid but the information on the claim was incorrect (e.g.,
member ID, provider number, date of service, procedure code,
diagnoses, units).

= |ndividual line is denied on a multiple-line UB-04 claim. The denied

service must be submitted as an adjustment rather than a rebill.
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Submitting Adjustments

When should | request an adjustment?

If there are a lot of corrections to make, you may want the claim
“cleared and reprocessed”. This has to be requested and needs to also include
the corrected claim. This needs to go in Box 8 of the Adjustment request.

1 Tl PP TR B WU U N ir kIHLlIJIIIH 1 Lul'u'llll._'ll_f

6. Insurance Credit Amount

7. Net (Billed - TPL or Medicare Paid)

8. Other/Remarks (Be specific.)
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Individual Adjustment Requests

Things to remember

= The wording Is very important - “corrected” or “new”
= A claim is not always necessary but the Medicaid remit Is necessary.
= Adjusting a claim past timely (365 days from date of service)

= 1 adjustment per ICN unless the claim has been split then all ICNs are
needed on line A3

= Adjusting the units

= Supporting documentation



Montana Access to Health (MATH)
Web Portal



CONDUENT ’}

Upload Claim Files

MONTANA

Healily Beiple. Healthy Compuimiics,

Exit
MT DPHHS

Montana Access to Health Web Portal Home Page

Mavigate to any of the functions in the Web portal by dlicking the following links or by using the top navigation bar. For
information about each function, click the corresponding column header. Click on "My Profile,” located in the "My Access’
section, to display your current Montana Access to Health Web Portal profile. You will be able to perform only those tasks

o Chose the Upload fIIeS Option al‘Eowed by the user privileges assigned to you.
under the Submissions tab.

Inquiries Submissicas My Access
Eligibility Upload Files Wiew/Download Files Add Mew User to Organization My Profile

Claim Status View e!SOR Reports Add Existing User to Organization Change Croanization
Provider Payment Summary My Inbox Update or Remove Users/Reset Password Changs Password
Clzims-bazed Medical History Manage Submitter IDs Manags Proxies

Electronic Health Record

Provider Locator

LOVIDERS: The Electronic Health Record link has been added to allow you to view your patients' claims
If you need this access and do not have it, please contact your office administrator. E-prescribing is now
ease contact your office administrator to add prescribing rights to your user account.

You've logged into the organization displayed under the navigation bar on the right. This organization will be used to determine
the Provider Number and Submitter IDs vou can use for your transactions (i.e., Inquiries, Submissions and Retrievals). To
change this organization, click 'Change Organization” and follow the instructions.
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Choose the File to upload

e Click the “Browse” button and

select the location and file to be l.‘l"llllu

Exit
u p I Oaded . Home > Submissions = Upload Files : e

MT DPHHS
Upload Files

iny ¥12 HIPAA compliant files may be uploaded to the system. You cannot upload a file larger than 100ME (megabytes) in
size.

Click the “upload” button.

Select a Submitter ID, and either enter the path of the file to upload or click "Browse' to select a file.

Submitter IO | 77799599 W

Filz Path: Browse...

Check your “View/Download

| Clear Fields |

Files” option in a few hours.




Clearinghouse or Billing Agent



Clearinghouse or Billing Agent conpuET
Things to know

We can’t tell you who to choose, you have to do your due diligence to choose the
best fit for your practice.

How are issues going to be resolved?

« Wil the clearinghouse or billing agent be reaching out for resolutions or
Issues? Or Is that responsibility on you?



CONDUENT

Clearinghouse or Billing Agent
Things to know

If your intent is to have your claims sent electronically, make sure that is how the
company is submitting your claims.

e Be sure that they are not taking your information electronically and then
filling out a form and mailing or faxing it to us.

Clearinghouse or billing agent need to be familiar with the Montana Specific
Electronic Submission Standards.

e They have to make changes to get the claim into the system not Medicaid.

Know what the expectations are and what you are getting into.



Practice Management Software
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Practice Management Software

Scheduling

Electronic Health Records

Patient Roster

May or may not have billing component for submitting claims
Store claims data for comparison of billed vs paid

Some have electronic reconciliation (835 files)



Practice Management Software o
Things to know

We can’t tell you what software to choose.

* You have to do your due diligence to choose the best software to fit for your practice.

 Some Clearinghouses will/can offer software, ask If it's available.

 WINASAP is not Practice Management Software.



WINASAP



WINASAP- What Is It? o

Windows Accelerated Submission And Processing (WINASAP)

 |tis NOT Practice Management Software. It only creates the claim file.

It creates an X12N HIPAA compliant electronic message that can be used to submit
claims data.

Free!! but also has very limited technical support.
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WINASAP

Known issue

Microsoft released a security patch in June, 2016 that is not compatible with WINASAP.
This security patch has made WINASAP incompatible with Windows 10.
At this time there is no available ETA on when or if this will be addressed.

 Please check the medicaidprovider.mt.gov website. Any changes in this status will

be updated here.



WINASAP-It can be found! o

conduent Montana MMIS . CONDUENT

It's on the Medicaid Provider web page. Choose
“Resources”, then Electronic Billing. It can be
found in Software Downloads and Users Guides.
http://edisolutionsmmis.portal.conduent.com/gcro/winasap s
-software Accelerated
There Is a User Guide: Submission and

_ _ Processing
* Very useful info about setting up the program. WINASAP 5010

Montana hf'l_edicaid, Healthy

e Most of the trouble shooting via the phone is Honlth Senvices Pl (MHSP)

August 20107

from this guide.

http://medicaidprovider.mt.gov/Portals/68/docs/manuals/

montanawinasap5010guide.pdf
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If you have gquestions...
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Provider Relations Contact Information

Provider Relations Call Center:

« (800) 624-3958 or (406) 442-1837
- Monday through Friday
- 8a.m. -5 p.m. Mountain Time

Field Representative:
- Dan Hickey (406) 457-9553
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© 2017 Conduent Business Services, LLC. All rights reserved. Conduent and Conduent Agile Star are trademarks of Conduent Business Services, LLC in the United States and/or other countries.
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