Billing 101 Training for Providers

Billing process start to finish

Conduent
Government Healthcare Solutions
Montana FAS July 2020



In this training...

* Covid-19 Policy Changes

* Preview of September’s training — new portal

* What order should things be done?

* Where to | go to get information, submit & reconcile claims?
 What access do | need before | can begin?

 What are my resources?

* Most common billing errors. Individual Adjustment forms.

* Questions?
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Covid-19 Policy Changes



Covid-19 Communications

Provider Notices:
Most changes were effective March 1, 2020

Medicaid Coverage and Reimbursement Policy for Telemedicine/Telehealth
Frequently Asked Questions on Telemedicine / Telehealth
Suspension of Face to Face Requirements for Some Medicaid Programs

Suspension of Prior Authorizations or Continued Stay Reviews and Clinical
requirements for Some Medicaid Programs



Covid-19 Communications

Changes to Youth Community-Based Psychiatric Rehabilitation and Support
Services

Requirements and Billing for Telehealth Services by Nursing Facilities
Temporary Suspension of the PCP Referral Requirement
Temporary Revision to Case Management General Provisions

Dental Telemedicine Notice

We still have no end date for these policies.
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New Web-Based Provider Services Portal



What to expect...

Self-service portal for a single point of access to enroll, update
&brtnalntaln_ rovider files, verify eligibility, submit claims and
obtain remits.

 Web based system — works on any computer.

« Self-service for new enrollments and changes. Allows you to
track applications and upload supplemental documents.

* Provider file updates — licenses, change of address, change
of ownership. Allows you to upload these documents and
follow up on changes.

* Link Rendering providers to your facility.



What to expect...cont’d

* Verify member eligibility with clear easy to understand
screéns.

» Easily add and delete additional users.

* New billing system with the ability to create templates for
ongoing treatment. Most beneficial for those using WINasap.

» Obtain payment remits.
* And much more!
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What order should things be done?



What order should things be done?

© 00O NO O1hWDN -

. Verify member eligibility.

. Obtain & review member’s prior authorization (if applicable).
. Select the proper diagnosis code.

. Select place of service.

. Select the proper CPT code (service provided).

. Verify Fee Schedule

. Enter and submit claim

. Verify claim status

. Obtain eSor to reconcile claims/payments




CONDUENT

Eligibility Verification with Portal
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Verify Member’s Eligibility

It is important to verify your member’s eligibility each month.

MATH Provider Web Portal
hitps://mtaccessiohealth.portal.conduent.com/

Call Center
1800-624-3958 Opt. 7, Opt. 3.


https://mtaccesstohealth.portal.conduent.com/

MATH Portal Access

2 26/ 2020

Prowider mame
Address
City ST Zip

Deaear Montamna Submitterr:

wvelcorme o Conduent ED Solutions. Please find below the information necessarny to
submit electronic transactions., based on yvour enrolliment selections. Carefully rewiews all
the items in this package. If yvou find any discrepancies., pleasse call Montanmna Prowvider
Relations at 1-800-624-3958.

Tradimng Partmer Logimn Information

Trading Partner Category

Trading Partner Mame Prowvider mname

Tradimng Partmner / Submitter 1Dy FFFFFTFT

Usar Marme ThAAFP 123256

Password/Useaer 1Dy A AN NOWFES

Submission Telephomne MNMumiber(s) A1-800-3F34-2832 or 1-800-334-a&550

Wve recommended that all providers register for the Montana Aacocess o Health Wel
FPortal. To register. use the credentials in this letter. Wisit the Provider Website
(httpsSOmmedicaidprovider.mit.gow) and select the MATH Web Portal limk from the rmmenu
on the left. Or, go directly to the web portal
(httpsSOmmmtaccesstobhealth portal .conduent. comemit'generalfhome.do) and choose Wd'aeb
Registration frorm the mene.

L Enter the Submitter Muumber imn both the NPT and Submitter fields.
2. Enter your Tax |ldentification Mumber and the password frorm thais lettaer.
3. From the prompt, create yvour User 1D that youwu will use to log in. Onoe the acoount is
registered. an email will bbe generated withh a temporarny passwornd.
4. Log in wwith the user ID yvou created and copy/paste the password frorm ffre ermadi.
5. From the prompt, change your password. (Use the temporary password from the
email as the old password_ ).
s, Once logged in o the MATH web portal, click Manage users and select Update or
Remowve Users to change acocess.

rNMote: Adl wendors, Billing Agents, and Clearinghouses must enroldl and test with
Conduent ED Solutions pror o submitting production transactions. f yvou are a
prowvider., please check with your contracted wendor. Billing ASAaogent, or Clearimnghouse

coMDUENMT 5 o



MATH Portal Access

WwWeb Portal Registration

Step One - Verification Set Up Process

* gdenotes reguired Fefdi=)

Montana Access to Health “Web Portal reguires registration for use of its secure functions. Step one
is a wverification process and step two is the creation/selection of the first Office Administrator {(O&)
for yvyour organization. This & will be responsible for managing users within your organization.

If wou anticipate managing more than one Provider Number, enter the Submitter I in both the
Prowvider Maoamber and Submitter ID fields. Otherwise, enter yvour Provider Number in the Prowvider

Mumber field. Then fill in the other required fields and click "Continue.” This information will be
used for verification purposes only.

= MNP or Prowvider Mumber: = EIMSSSM:
*= SQubmitter ID**; *= [ubrmitter Password:
| Continue | Clear Fields |

#F=¥+ Qubmitter ID is the Tradinag Partner ID



Log In

MONTANA

SRR

= L5

Montana Access tn I-I-aalth Web Portal
Welcome to Montana Access to Health Web Portal!

web Registration Montana Access to Health Web Portal provides the tools and resources to help healthcare
providers conduct business electronically. If you have already registered to use the Montana
Sl S gl llnlld  Access to Health Web Portal, Log In below. If you have already completed a Montana Enrollment
Form, but have not yet registered to use the Montana Access to Health Web Portal, click the Web
GG B GIML O ELGLE  Registration button on the left side of this page to begin. If you are a new provider or have not

Website already completed a Montana Enrollment Form, visit Provider Enrollment for step-by-step
instructions.

Electronic Billing
Log In

Provider Locator

Enter your User ID and Password and click ‘Log In." If you do not have a User ID and Password,
contact your Office Administrator.

Uzer I1D: | | Password: |[esesesesssee

m Forgot Your Password?

July 2019 15



Eligibility Verification

MONTANA
= i R
.

el Co

| Exit
MONTAMA MEDICAID TEST1

Montana Access to Health Web Portal Home Page

Mawvigate to any of the functions in the Web portal by clicking the following links or by using the top navigation bar. For
information about each function, click the cormmesponding column header. Click on "My Profile,’ located in the "My Access’

section, to display vour current Montana Access to Health Web Portal profile. vYou will be able to performm only those tasks
allowed by the user privileges assigned to yvou.

Submissions] Retrievals ____JManage Users ________________JMy Access |

Upload Files Wiers/ Download Files Add Mew User to Organizatiocon My Profile
Wiews 2! SOR Reports Add Existing User to Organization Change Organization
Provider Payvment Summary My Inmboos Update or Remowsae Users/Resat Password Change Password
Claims—bas=ed Ma=dical History Manage Submitter I0Ds Manage Proxies

Electronic Health Record

Provider Locator

ATTENTION PROVIDERS: The Electronic Health Record limk has been added to allow wvou to view wvour patients’ claims
medical history. If vou need this access and do not hawve it, please contact vour office administrator. E-prescribing is now
awvailable. Please contact your office administrator to add prescribing rights to yvour user account.

You've logged into the organization displayved under the nawvigation bar on the right. This organization will be used to determins
the Provider Mumber and Submitter IDs you can wuse for yvour transactions (i.e., Inquiries, Submissions and Retrievals). To
change this organization, click "Change Organization® and follow the instructions.

July 2019



Member Information

MONTANA

femivtny H

wnke, Floaihp Cornriurrdinz,

Bwpariment of Fablic Enclil £ Homon S

Montana Access to Health Web Portal
Home = Inguiries = Eligibility Inguiry

Exit
MOMNTAMNA MEDICAID TEST1
Eligibility Inguiry

To submit an Eligibility Inguiry on a specific member, select a Provider Number, enter a Date of Service, complete one of the
following criteria sets and click "Submit.” If vour inquiry returns more than one member, vou will be asked to check vour
information and/or enter a different set of information.

= denotes reguired feld( =)

4 MNPI or Provider |

e dd coyy

Murber L *= pDate of Service: | | | || |
** Member Information:

Last Mame: | |

Member ID: or First Mame: | | M.I.:l
. e dd oy

Date of Birth: | ” || |

Service Type Code: |Health Benefit Plan Coverage V|
Submit | Clear Fields |

July 2019
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Verify Member

MONTANA

Fenple, Hoglthy Comruirities,

Dapartmear o Fabde: Enckrh £ Humn Sace

Montana Access to Health ¥Web Portal .

Home > Inguiries > Eligibility Inguiry > Eligibility Inguiry Confirmation

Eligibility Inquiry Confirmation

If this is the member you wish to inquire on, click "View Member Eligibility.'

Member Onginal
ID:

MName:
Date of Birth:
Gender Code:

July 2019

Back to Eligibility Inquiry

View Member Eligibility

Exit

MONTANA MEDICAID TEST1
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Eligibility Response

MONTANA

ke, Hoathp Cornruarmitie.

Dwparts Enclrh & Homon Sarwiood

r'r'luntana ACcass tu I—I-Eiith Web Portal

Home > Inguiries > Eligibility Inguiry = Eligibility Inguiry Confirm > Eligibility Inguiry Response

Eligibility Inquiry Response

Member Demographic Information

Exit
MONTAMA MEDICAID TEST1

=

Member Original ID:
Member Current ID:
Member ID:

Mame:

Address:

Citys

County Code:
State:

Fip Code:
Date of Birth:
Gender Code:

July 2019

NPI or Provider ID: 1003008251

Date of Service: o07/09,/2019
valid Reg il

50: Provider Ineligible T
Inguiries

M: Resubmission Mot
Allowed

Feject Reason Code:

ollow-up Action Code:

Cate of Death:

Trace Number:

201919012542480IT

19



Eligibility Response

Eligibility Spans About HMK/CHIP HELP Plan Standard Medicaid

. Insurance Type Payer Plan Coverage Eligibility Effective Eligibility Emd
SEIEl TR Code Name Description Date Date
30: Health Benefit Plan MC: Medicaid Medicaid Standard Medicaid Plan 05/01/2019 07/31/2019
Coverage

Managed Care Information

Plan/PCP Phone

Plan Coverage Description Plan/PCP Name Begin Date End Date

Numbear
Passport Provider MORTHWEST COMMUMNITY HEALTH CEMT 4062836900 09/01/2018 07/31/2019
Dental Treatment Information ﬁ
Treatment Used Remaining Reimbursement Effective Begin Effective End
Dental Treatment Type Lirit Anmount Balance Date Date
ADULT DENTAL TREATHENT £1,125.00 ¢ 0.00 % 1,125.00 07/01/2019 06/30/2020

LIMIT ﬁ

Please be advised that there may be other claims pending adjudication by the system which may be paid before your claim is
submitted thereby reducing the available remaining balance from the amount reported above. Limits should be verified on
each visit for the current date of service. The Treatment Limit amount shown is the amount Medicaid will reimburse for
dental services.

July 2019

20



Eligibility Response

Eligibility Spans About HMK/CHIP HELP Plan

Service Type Code Insurance Type Code Payer Name :I::::;::ge

30: Health Benefit Plan MC: Medicaid Medicaid Standard Medicaid
Coverage Plan

30: Health Benefit Pla QM Quallf ed Medicare 'y Medicaid/HMKPIus Qualified Medicare
Coverage 2 Beneficiary

54: Long Term Care LC are Medicaid Nursing Home
Medicare Information

Insurance Type Code Member Policy ID Eligibility Effective Date

MA: Medicare Part A 08/01/2002

MB: Medicare Part B 11/01/2009

July 2019

Standard Medicaid

Eligibility Effective Eligibility End
Date Date
01/01/2019 07/31/2019
11/01/2009 07/31/2019

01/01/2011 07/31/2019

Eligibility End Date
12/31/2099
12/31/2099

21
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Prior Authorizations
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Prior Authorizations

Prior Authorization letters are mailed by Conduent any time a
prior authorization has been entered into our system.

| etters may_contain multiple members. Each member will have
their own prior authorization number.

If yo u do not re Ic;el etyour prior authorizations in time for billing;
enter



Prior Authorization Letter

APFROVER ID:70=

HFI:
ROV IDER -

ROC RANGE J MGD
== : |

EEASON:

OE0T1LS O&071LS

ITOOITHE NUM  SUTERERCE:

THEFRR CLASS:

- - . -__--——— —_—
ITTERM UHITS DOTL.IARS FR—DTE TOo—DTE
o1 15 O_. 00 DeDO319 OeD319 e 5 20425
TSOTE HUM S STERERCE: TEERAR CLAEE: ETATUCE: ATPRD
o2 i O-00 QEQ31S Os0C32195 Fulrg = AT929
TOOTH NUM  SUREFACE: THERR CLASS: STATUS: APPROVED
S2037C
o LA TS - AP PROWED BEASCH 5
--------
ITEM UHNITS DOLIARS FR-DTE TO-—-DTE BEOT
o1 1 o_ OD DeD7LS Os071S9S 2EDaz=TT =4 Zz=7T
STRIUS: AFPPFER

CE J/ MHCD

IDIAS

REASON:

FANE
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Diagnosis Codes (ICD-10)



Diagnosis Codes

ICD-10 is short for International Classification of Diseases, 10"
Revision.

There are many websites out there to obtain this information.
Here i1s my favorite:

https://icd10coded.com/



https://icd10coded.com/
https://icd10coded.com/
https://icd10coded.com/

Diagnosis Codes

ICD-10 Code Lookup

[CD-10 data & code lookup

Alphabetic Index

Search
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Place of Service
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Place of Service

Place of Service List:

https://dphhs.mt.gov/Portals/85/dsd/documents/D
DP/MMIS%20Transition/PlaceofServicelist.pdf

This link will give you a list of acceptable place of service
codes.


https://dphhs.mt.gov/Portals/85/dsd/documents/DDP/MMIS%20Transition/PlaceofServicelist.pdf
https://dphhs.mt.gov/Portals/85/dsd/documents/DDP/MMIS%20Transition/PlaceofServicelist.pdf

Place of Service

Place of Service list needed for claim submission.

O1 Pharmacy

03 School

04 Homeless Shelter

OS5 IHS Freestanding Facility

06 THS Provider-Based Facility

O7 Tribal 638 Freestanding Facility
O8 Tribal 638 Provider-Based Facility
11 Office

12 Home
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CPT Code (service provided)

Fee Schedule



CPT Code

Billable CPT Codes can be located on your provider page, under Fee Schedule.
Provider manuals should be reviewed for service specifics.
Check recent Provider Notices for any changes that may affect your claim.

https://medicaidprovider.mt.gov



Rev Codes

In addition to CPT codes; Hospitals, Federally Qualified
Health Centers, Rural Health Clinics, Indian Health
Services, Hospice and Critical Access Hospitals also
use Rev Codes.

Rev Codes can be found in the UB-04 manual.



Locating your Provider Page

T omt=asn=
FHealthcare
FProZSnmamnms

FFrexrelc yv o re JFor
SEFVEFrTD

M Frrfcrrrder "S
FFeeerFrFeccrre
e T FFE
NFeerreDers_

Prowvider File
UUpdates._

- RRevwvalidation.
arnd T~Nevwr
Prowider
Inforrmation

Resources by
Prowider T ywpae

~ Prowvider
Fnrollrment

O - SERWICES AASENCIES L<OSIN SEARCH MOMNT AN GO . v
1 < 1 .A L S T . AT E v E B S =
MO N TANA
nP“Hs Sheila Hozsan, Dirrsectox
= ; Aot (s Puieetines S Evends Flealth Data S Statistics Coontact (s S — 2 Toudec
Mhontana Flecalthcare Proorams Provider Tnformmation » home

"W elcome to the Zviomtana Healthoecare
ProSSnaiinms
Prowvidesr Tnfor-smnmnatiomnm VW ebsited

Txrmprortami Amnouncenents

CTall Center T elephone Options EFiave
Changed

As of hMondasy, Janmnuary 28 2019 the options im the Call Center phone sy sterms
wwrill chanoe for both providers and members. Please listen carefianllyv o the
options whern callimg the call centers im order o be directed to the correct

extensSior

"WV eblx Trainimg Available

IDid vou know thhere are rmonthily WebEx Trainmningos with thhe
Programm Officers? These fraimines are a great opportunaty for
Prowviders to learmn about thheir prograrn. policy changes_ and aslkc
guestions._

INavicatimzs tThhe FProvider WhWebsite — Fimdimgo tThhe imformmanatiomnm
»owum meed withhoumt mMmaking a phome call.

Ermialie Bovles, Publications Specialist. Dviontana Prowvider
Relations Tinlw TR at 700 Pl DTS T



Resources by Provider Type

Providers are listed in alphabetical order

Select Your Provider Type

Provider types are listed in alphabetical order. Available resources include fee schedules, provider notices,
provider manuals, and more.

A-C D-F GK 1I-O PQ R-Z

Providers A — C

03/26/2019 Ambulance

03/26/2019 Ambulatorv Surgical Center

03/26/2019 Audiologist




Resources Available on Your Page

All provider pages are set up the same.

Ambulance
l Priocr Anthori=atios I l Form= I l Ciaimm Sownoesr Newsletters I
> Provider Marnwmals
" Medicaid Rules and Regulations

. Fee Schedules — Ambulance

Provider INotices

Other Resolurces

To locate older documents. access the Archive Page.




Example: Ambulance

All provider type sections are set up in the same format

Ambulance

Provider Manuals

General Information for Providers 06/2018

Medicaid manual with general information for all provider types.

Ambulance Services 08/2017

This manual has information specific to your provider type.



Fee Schedule: Ambulance

All provider type pages have this section

i Fee Schedules — Ambulance

Julv 2018 Ambulance Coversheet Version 2
July 2018 Ambulance Fee Schedule Version 2 PDF
Julv 2018 Ambulance Fee Schedule Version 2 Excel

Julv 2018 Ambulance Coversheet
Julv 2018 Ambulance Fee Schedule PDF
Julyv 2018 Ambulance Fee Schedule Excel

January 2018 Ambulance Cover Sheet
January 2018 Ambulance Fee Schedule PDF
January 2018 Ambulance Fee Schedule Excel

Coversheet: January 2017 Ambulance rev. 10/26/2017
PDF: January 2017 Ambulance rev. 10/26/2017
Excel: January 2017 Ambulance rev. 10/26/2017




Fee Schedule Example

Montana Healthcare Programs Fee Schedule
Ambulance Services

July 1, 2019
Froc Mod Description Effective Method Fees
ADD21 - QUTSIDE STATE AMBULAMCE SERY THMR2019 FEE SCHED 315,696 55
AD3E0 -  BASIC LIFE SUPPORT MILEAGE TM2019 FEE SCHED 33.86
AD3B2 -  BASIC SUPPORT ROUTINE SUPPLS TM2018 M5SRP 30.00
ADZE4 - BLS DEFIBRILLATION SUFPPLIES THM2z01a8 M5SRF 30.00
AD3S0 - ADVAMCED LIFE SUPPORT MILEAG TM2019 FEE SCHED 33.86
AD3S2 - ALS DEFIBRILLATION SUFPPLIES THMR2018 MSRP $0.00
AD3G4 - ALS IV DRUG THERAPY SUPPLIES THMR2018 MSRP F0.00
AD3IGE - ALS ESOPHAGEAL INTUB SUPPLS TM2z019 FEE SCHED 31270
AD3GE - ALS ROUTIMNE DISPOSBLE SUPPLS THMR2018 MSRFP 30.00
ADL22 - AMBULANCE 02 LIFE SUSTAINING THMR2019 FEE SCHED F13.08
AD425 - GROUND MILEAGE THM2019 FEE SCHED 33.86
AD4ZE - ALS 1 TM2019 FEE SCHED 164 22
ADL2T - ALST-EMERGEMCY TM2019 FEE SCHED 326005
AD428 - BLS THM2019 FEE SCHED F136.85



Example: Ambulance

All provider type pages have this section.

b Provider WNolfices

2019
03/20/2019 Prior Authorization Oualitrac Portal

2018

11/20/2018 Approprnate Bialling Reminder

11/08/2018 Rate UUpdates Niass Adjustment

10/19/201 8 Medicaid Fee Schedules

O7/ 022018 Updated CLIA Claims Editing

06/04,/2018 Coding Resources Changce

04/04/2018 Updated Passport Eligible Populations & Reimbursement
02/26/2018 INew Rendering Onlv Provider Enrollment Application

2017

12/20/2017 Ambulance Reimmbiursement Rate Changes

12/11/2017 Montana Plan First Procedure and Service Codes - Contraceptive (ITUJD) TUpdate
12/01/2017 Montana NMedicaid Expansion Prior Authornzation Changces

11/20/2017 Oualified MMedicare Beneficiarv (OMNEB) Claimmn A djustmments

11/02/2017 INew Medicare Card

10/02/2017 Montana Medicaid Expansion Changes

09/14/2017 MMontana Plan First Anesthesia UUpdate

08/21/2017 Clinucal Pharmacist Practitioner

O08/08/2017 HMK CHIP Ambulance Claims Administration Change

08/01/2017 Telemedicine — Correction

05/26/2017 Federal Final Rule, "Nondiscrmimmination in Health Progoram and Activifies®™ and Implication for Coveragce of
Services Related to Gender Transition

04/06/2017 INew EPSDT Request Formm
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Claim Submission
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Electronic Transactions

* EDI = Electronic Data Interchange

e ASC = Accredited Standards Committee is 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 us.

Provider

S <5

Blller - Initial HIPPA Compliance
- File viability MT Medicaid
~ Compliance
~. \\z\' Claims )
Iq § Processing
Q Gateway RS
\
Montana
Clearinghouse Medicaid

@%
Submission Types :
- Web Portal

e WIiNnASAP (Modem)
- Direct Submission (e.g. FTP)



Paper Claims

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

- CMS 1500 - For Professional Billing Claims Processing

- 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.
« CMS requirement

= Forms can be purchased from most office supply stores.
= Forms can speed up processing time allowing automated processes to read them.



Specific Field Requirements

Instructions can be found at:

MT specific instructions for the NUCC and NUBC
CMS-1500 and the CMS-1450/UB-04
* Montana specific information can * The full instructions for the
be found under the forms section CMS-1500 can be found at:
of the medicaidprovider.mt.gov WWW.NUCC.Org
* Sample forms are detailed * Information for the UB-04
information for the individual can be found at:

box/field. www.nubc.og



http://www.nucc.org/
http://www.nubc.og/

Required Fields
CMS 1500

Required Information:

Members ID-box 13
Members Name- box 4

Dx-box 21

DOS-box 24

POS-box 24b

Procedure code-box 24d

DX pointer-box 24e

Line Charge-box 24f
Days/Units-box 249

Taxonomy & Qualifier

MPI or Atypical PID —box 24}-(and qualifier)24i
Total Charges-box 28

Provider Signature and Date-31

Billing Provider Name, Address, & Zip code
+4-box 33

NP or Atypical PID (and qualifier)-box 33 a&b

CONDUENT
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Required Fields
‘UB 04

Required Information:

= Providers Physical Address-field 1
= Bill Type-field 4

= Coversed Dates-fisld §

= Patient Mame-fizld 2a

= Admit Date'hour-field 12

= Discharge Status-fisld 17

= Rev Codes-fisld 42

= HCOPCE Codes field 44

= Sernvice Dates-field 45

= Service units-fisld 46

= Charges-field 47

= Crestion Date

= Payer Name-fizld 50

= Plan ID-fisld 51

= Prior Paymenis-field 54

= Billing Provider MPI|-fisld 55

- Mamber Name-field 52 T s e s s e
- Mamber [D-fizld 50 i

= DX Codes-field 63

»  Aftending Provider NPI-field 76
*  Billing Provider Taxonomy (B3 Qualifier)-field 31

CONDUENT
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ADA Dental

Required Information:

* Member Name

* Member ID

* Provider Name

* Provider Taxonomy (No qualifier needed)
* Provider Signature

* Bill Date

* Line Date of Service

* Procedure Code

e Total Charge for Each Line

Billed by:

Dentists, Dental Hygienists, Denturists, and HMK
Dentists

CONDUENT
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MA-3 Claim Type Billers

Nursing Homes SNF/ICF Mental Aged

*Each section is one claim *Montana Mental Health Nursing Care Center

*One form can have 6 claims
ICF-Intermediate Care Facility
SNF-Skilled Nursing Facility

* Turn around documents (TADs) are MA-3 reports pre-completed with billing information for residents who were in the facility
the previous month.

* These are generated and sent to facilities during the 3 week of the month.
* Providers must make all the necessary changes to the TADs before returning them for processing.

* |f there are changes, the provider must make out the No. of days, total charges, personal resources and/or net charges and enter
the corrected information.

* Any new or additional information such as a new DX/recent complications may also e entered

* The authorized agent must sign, date and send in the reports after all changes are made and after the last billing date.



MA-3

Required Information:

O 0 N O U A W Db PRE

=
= O

-
NN

NPI and taxonomy
Patient last and First Name
Member ID

DX Code

Date of Birth

Date of Admission
Statement Period
Number of Days
Level of Care

Total Charges
Personal Resource

Net Charges

Provider Sicnatiire and Date

CONDUENT

STATE OF MONTANA - PUBLIG HEALTH & HUMAN SERVICES

FOR USE BY NURSING HOMES
NUREING HOME  NAWE RO ADORESS

PLEASE TYPE OR PRINT :

WAL 10
MONTANA MEDIGRID |
LerT A3 i
PO.BOXKN |
HELENA, MT 5560
TELEPHONE NUMBER
1-BNHied-35R

n !
i (13 |
!

MIDLE IMITIAl CuKTY
| . k

i

. 2 B '

PATIENT: LAST KANE

REW DIAGNCEIERECENT COMPLICATICNS

WODLE INTHL| |

NIY IHURSLL AL MRS \

| !
;| HETH ||h|'.|,|'.'.||| | TTHTEMENT PERDD

W0 07 TR | W0, O v N ]
1 [V YEAR W) DY YRR

WO LEELOFIME | TUMCHGES | T
it ; SN AL RESCURLES

s |




CONDUENT ’;

Paperwork
Attachments and

' Electronic Claims




EOB for Primary Insurance

It is important that you send in all required information from the
primary insurance’s EOB.

* The page that shows the member and all their charges. Must show
date of service, CPT codes, amount billed and amount paid by the
primary insurance.

* The page that shows the “Key” to the codes listed on the EOB. This
is normally the last page of the EOB.

« If there is more than one patient on the page, please cross out the
iInformation for other patients.



EOB Example - Incomplete

FATTINT:
FERT M
ELATH M

fien 7 T2

OaTes Fi Piy

BLA0-0lr00/08 B2
flAH-al00/18 Bl
bisle-0itslas18 B2
HL/09-00s00/08 82
$1/30-01/240/18 B2
/17-06717/18 82

AMOUNT FAID TO PROVIDER FOR THIS CLAIM:

e
e
PR
PRd
PRD
PR

FROC

Cabe

1LY
1LY
LY
LY
LY
LY

IBENTIFICATION
PATTENT NO:

WD ALLOWABLE  SERVICES DEGUETToRR/BTHR iDL
BILLED  amiUNT MO COVERED TWELIGIRLE Pl
160,00 .00 1.8 1 1) 0.4 0,00
160, 00 .00 1.8 (1) 0.4 0.00
160,00 .00 1008 1 1) 0.4 0.00
160, 00 .00 1008 1 1) 0.4 .00
160,00 .00 1088 1 1) 0.4 0.0
160,80 149,00 L4 0.4 s
40,00 180,00 5008 0. 160,89
100,00

TOTML SURVICES WOT COVERED: 560
PATTEWT S Sk ; 0,00

NUNBER OF CLAINS:

ANDUNT BILLED:

AMOUNT OVER MAXIMUN ALLOMANCE:
AMOUNT OF SERVICES NOT COVERED:
AHOUNT PREVIOUSLY PAID:

PROVIDER CLATNS ANOUNT SINARY
1| AROUNT PAID TO SUBSCRIBER:
o | ANOUNT PAID TO PROVIDER:
0o | RECOUPNENT AMOUNT:
660000 | NET AMONT PAID TO PROVIDER:
no | SUPPRESSED PAYMENT ANOT:

...............................................................................................................

¥ PLACE OF SERVICE (PS)
03, PHYSICIAN'S OFFICE,

lllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll

(1), DUPLICATE BILLING, PREVIOUS CLAIN SUBNITTED,



EOB Example - Correct

. SURTOHERCE WA L= 1 L] -
PRHOARCT -

EAT-T-Tai—3 T4 Wi}
LA BATE: CATE EECEFED:
EmE D PO RE D PR
FATEMNT T PaTEnNT I ALTHURDT CRG  [DRG WITIGHT CLAS G || L mmmmh"-m
CoRTROL ! U R Ealian LT oo | mma AT ERILITY
o R (=N
K=
OF TR0 Ak - troosn | 0 £ 10000
SEEVECE LIE DT LS
jamE CTELE| DaTES OF | Sun ] SO | R | WIS (A Ty CriARTEE sl T ALk APRDFUNT CEP | Tl P A TREEMT HIE R
SERWICE | PESDy | EoE AL CEEDY o || s A LA NT EWOTES
WS EAT S N
-1 o
ORI TRl (i1l 1018 - SRR T ] FA00D o0 F 800 00 Eiem n'E'I'Fh B K B 3 |
1955 i{r i |
= Badafis laL Eanos0] Hoims o8 ) [Tl
PATWEENT OF BEMEFTTS HAS BEEN MADE M &CCOVRTSTE WWTH THE TERMS OF THE MANAGED CARE SYSTEM.
[ T AL PATALE E 103 P vIBE ] e | ]

MOTES
FR1 PATIENT RESPOMNSIBILITY - DEDLUMCTIEBLE AMOUMNT
BENEFITS FOR THIS SERVICE HAVE BEEMN APPLED TO vVOUIR DEDIMSTISLE. THE AMOUNT YO OWE SHOWWM O

W
THES STATEMEMT IS THE AMOUMNT O MAY CWE YOUR PROVIDER.



CONDUENT ':,

Electronic with Paper Attachments

Control Number R

- NPVAPI i.""llllu

« Members ID#

« Date of Service Paperwork Attachment Cover Sheet

Paperwork Attachmeént Control Number

Completed forms should be

Mailed or Faxed to: NP
P.O. Box 8000 R
Helena, MT 59604

Fax: 406-442-4402 Member ID Number

Type of Attachment




Electronic with Paper Attachments

* 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.

 After 30 days, the claim will be denied and will need to be resubmitted with paper
attachments.

* Must include Paperwork Attachment Cover Sheet.
« Can be found on the website:
* https://medicaidprovder.mt.gov/forms#240933498-forms-p--z

e Must include the Attachment Control Number.

| 9999999999 | - | 888888888 | - | 11182015 |

NPI Member ID Date of
Number Service



https://medicaidprovder.mt.gov/forms#240933498-forms-p--z
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Claim Status

MONTANA

OPHIHS

St Cornrmnreiines

Exit
MONTAMNS MEDICAID TEST1

Montana Access to Health Web Portal Home Page

Mawigate to any of the functions Iin the Web portal by clicking the following links or by using the top navigation bar. For
information about each function, click the cormesponding column headear. Click on "My Profile,’ located in the "My S&ccess’

saction, to display vour current Montana Access to Health Wweb Portal profile. You will be able to perforrm only those tasks
allowwed by the user privil2eges assigned to wouw.

Site Contents

Inquiries ___________JSubmissions]Retrievals _____JManage Users My Access |

Eligibrilit Upload Files Wiewr/ Drownload Files Add Mew Liser to Organizaticmn My Profil=
Wiewr =!SCOR RBeports Add Existing User to Organization Change Organizaticn
Prowvider Pawvmment Summary By T Updats or Remowve Users/Resat Password Change Passwwword

Claims—bas=d Madical Histormy

Manage Submitter ID=s

Manage Proxies
Electronic Health Record

Prowvider Locator

ATTENTION PROVIDERS: The= Electronic Health Record link has been added to allow wou to wiew wvour patisnts” claims

medical history. If vou nmneed this access and do not hawve it, please contact vour office administrator. E-prescribing is now
awvailable. Please contact yvour office administrator to add prescribing rights to vour user account.

You'we logged into the organization displayved under the nawvigation bar on the right. This crganization will be used to determins
the Prowvider Mumber anmnd Submitter IDs vou cam use for vour transactions (i.e., Inguiries, Submissions and Retrievals). To
change this organization, click "Change Organization®” and follow the instructions.




Claim Status Inquiry

Mﬂlillmﬂﬂ

Ewpartmenr of Fatlic Kechs & Hemon e

Montana ACccess tl:l |—|Ei"lh wab Portal

Home = Inquiries = Claim Status Inmguiry

Claim Status Inguiry

Exit
MOMTAMS MEDICAID TEST1L

Select a Provider Number and enter available information in the remaining fields before clicking 'Submit’. Searches will be

performed only against claims processeaed in the last three yvears.

*= danotes reguired feld(=s)
o Prenider | I |
Mumber:

*= Member Infornmation:

Client ID: | |
- - - e dd [

Claim First Date of Service: | I | or ECN/TCN:
~ i Trm odd [

Claim Last Date of Service: | I I |

[Clear Fisids |




Sample Claim Detail

Exit
Horme Inguirnces Claim Stotus Imguiry Claim Deeteail MOMT ARG MEDIDICASTID TEST L

Clairry Detaail

o
(=,
Clairmm Dakta
‘Status Information S T
Effective [rate OF S A 2001 TP T i
Status Category Code:s Do Entity mot found - chanmngse search criteria
Status: 1=Z2: Entity™s Medicaid prowideaer id.
Sarvice Period: Frocrmm T
R - . Patient Account Muamiber or Tracse ]
Bill Type Identifier: Fd s —— dbraga_ |
Charged Soarmoaarie: £ OO0 Adjudication or Pawyrment Datbe:
FPawrmaent Armocosmt: £ OLOD Check Issue or EFT Effective Date:

Prowider Daata

NMPL or Prowider MFRumiber: |

Mame or Serwincimoa
g arsi==tior s

Crate of Birtlh: Sender s

Payer Data

rdanne
Identification: FFO=ED

TmFforrmmatiom Receiver Data

FrMarnmme or Swubmittimg
Crrgani=atiorm s

Portal User Iz FTIOo99

| Imguiries | [ Back to Claim Status lnguiry |
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Obtaining your eSOR

MONTANA

JPhNHS

Foalehy Covnrriursis

Bepartenes ol Pub —

Montana Acu:ess to Health ¥Web Portal - Exit
MONTANA MEDICAID TEST1

Montana Access to Health Web Portal Home Page

MNavigate to any of the functions in the Web portal by clicking 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 Wweb Portal profile. You will be able to perform only those tasks
allowed by the user privileges assigned to you.

Site Contents
Eligibility Upload Files d Files Add New User to Organization My Profile
Claim Status Change Organization

Provider Payment Summanry My Inbo3x Update or Remove Users/Reset Passwvord Change Password
Claims-based Medical History Manage Submitter IDs Manage Proxies
Electronic Health Record

Provider Locator

The Electronic Health Record link has been added to allow you to view your patients’ claims
access and do not have it, please contact your office administrator. E-prescribing is now
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 you can use for your transactions (i.e., Inquiries, Submissions and Retrievals). To
change this organization, click 'Change Organization’ and follow the instructions.



Obtaining your eSOR

Montana Access to Health Web Portal Exit
Home > Retrievals > View/Download Electronic Statement of Remittance MONTANA MEDICAID TEST1

View/Download Electronic Statement of Remittance

Select a provider number and click "Submit” to retrieve a list of Electronic Statement of Remittance Report files,

NPI or Provider Number: -v Submit




eSOR by Date

View/Download State of Remittance

A portion of this payment is made from American Recovery Investment Act funds. Go to
v http://recovery.mt.qgov to follow how we are reinvesting and rebuilding Montana with funding from the
dtl, Recovery and Reinvestment Act.

Report files will be stored for 90 days, after which time they will be deleted from the Web Portal.

Payment Date

05/27/2019
05/20/2019
05/13/2019
05/06/2019
04/29/2019
04/22/2019
04/15/2019
04/08/2019
04/01/2019
03/25/2019
03/18/2019
03/11/2019
03/04/2019
02/25/2019
02/18/2019

File Name

05272019 1003902909 O0O1.pdf

05202019 1003902909 O1.pdf

05132019 1003902909 O1.pdf

05062019

1003902909

O1.

pdf

04292019

1003902909

O1.

pdf

04222019

1003902909

O1.

pdf

04152019

1003902909

O1.

pdf

04082019

1003902909

O1.

pdf

04012019

1003902909

O1.

pdf

03252019

1003902909

O1.

pdf

03182019

1003902909

O1.

pdf

03112019

1003902909

O1.

pdf

03042019

1003902909

01.

pdf

02252019

1003902909

01.

pdf

02182019

1003902909

O1.

pdf

File Size

68,369
29,707
39,367
58,707
39,373
29,707
39,371
39,371
39,375
49,039
58,701
68,363
87,695
68,367

126,352 bytes

bytes
bytes
bytes
bytes
bytes
bytes
bytes
bytes
bytes
bytes
bytes
bytes
bytes
bytes

Download Speed

Calculate
Calculate
Calculate
Calculate
Calculate
Calculate
Calculate
Calculate
Calculate
Calculate
Calculate
Calculate
Calculate
Calculate
Calculate



Remit Example

RENITTANCE ADVICE FOR MEDICAID/CHIF/MASP

HEELENA MT 58602

VENDOR # 000 REMIT ADVICE ¢ 431 Erv/cex ¢ 24l pat= 010772019

NPI #: 14 'ruonou:_

UNIT PROCEDURE

SERVICE DATES OF EEVENUE TOTAL 0~
RECIP ID NAME FROM TO sVC DT CHARGES ALLOWEDR PAY REASON & REMARKE CODES

FAID CLAINS - MISCELLANEOUS CLAIM

e TAN 12042018 12042018 1.000 90837 165.00 89.92
TeW 21836100255 PATTENT NUNEER-73710
...mu mTAL."........‘.‘. 165-00 89.92

B B (2052015 12052018 1.000 90837 165.00 89.92

ICN 21836 100255_ PATIENT NUMBER=T73720

SYRCLATM TOTAL®trerttmrt ety 185.00 86_ 92



Example of Denial Reason Codes

***THE FOLLOWING IS A DESCRIPTION OF THE REASON/REMARK CODES THAT APPEAR ABOVE ***
N286 Missing/incomplete/invalid referring provider primary identifier.

133 The disposition of this service line is pending further review. (Use only with Group
Code OA). Note: Use of this code requires a reversal and correction when the service
line is finalized (use only in Loop 2110 CAS segment of the 835 or Loop 2430 of the
837).

15 The authorization number is missing, invalid, or does not apply to the billed services
or provider.
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Common Billing Errors

e Missing/Incorrect Passport number or in incorrect field. (17a for 1500/7 for UB)

* Missing PWK indicator on electronic claims.

* Incomplete primary EOB. Missing pages that contain code remarks.

* Member not eligible on date of service. Remember coverage could change monthly.

* Exact duplicates. Can be avoided by checking eSORs weekly or using IARs for claim
corrections.

* Missing/incorrect Prior Authorization number or in incorrect field. (23 for 1500/63 for
UB)



CONDUENT

Submitting Individual Adjustment Requests
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CONDUENT ‘:.

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).

* Individual line is denied on a multiple-line UB-04 claim. The denied service must be

submitted as an adjustment rather than a rebill.

If there are a lot of corrections to make, you may want the “claim voided and
reprocessed”. This has to be requested on the adjustment form and needs to include
the corrected claim.



CONDUENT l;

Adjustment Requirements

« Must be requested on the Individual Adjustment Request Form.
* Only be submitted on paid claims; denied claims cannot be adjusted.
« Always require a remit from the paid claim.

« Claims Processing must receive individual claim adjustments within 12 months
from the date of Payment. After this time, gross adjustments are required via
DPHHS.



CONDUENT Il

Adjustment Request Form =

ontana Healthcare Programs
icaid « Mental Health Services Plan « Healthy Montana Kids

One adjustment form per Internal Control Number fee e e

3 e ASRUSITANEL CRApT in Dot Gavierad IMfivrsation Ry Freviders mamudl of call Prowvissr Relatsans, 3 1500 A28 30
Wharving s cut-of-Sne proseders | or 800 442 1337 [Hulena)

A Complet all Teslds wiang D DasiTlaeede kv Toa ol Ol s

' . = e F . Wember 1D M
Section A — Must be completely filled out -

T. Aot of Parrrest |

Section B — Only the info that needs changing N i il P

1. Usit of Sefvice

o Cscha DR Cox

D of Sermce (DOIS)

S Bl Arvaeint

Parsonal Resourod [Rurseg Facliny

Imvarance Cresit Amoer

- i (=] L3 i kx

Mt (Billadd - TP, or llachoare Pad)
T, Lo Clerrarks (D 1pecie |

| = D

e e fam i cormpietes and egred. JEach 3 mpy & T cETIELSE JWCE TSl 3 Tpy OF The coreced e and mal T Carms,. PO e 5000
s, MT 58804, o ax i ST A0S




CONDUENT g3

Adjustment Request Form - Section A

Completing an Individual Adjustment Request Form — Section A

Field Description

1. Provider Name and Address Provider's name and address (and mailing address if different).

2. Name The member's name

There can be only one ICN per Adjustment Request Form. When adjusting a

3. Internal Control Number (ICN) claim that has been previously adjusted, use the ICN of the most-recent claim.

4. Provider number The provider's NPI/API.
9. Member Medicaid Number Member's Medicaid 1D number.
6. Date of Payment Date claim was paid.

7. Amount of Payment The amount of payment from the remittance advice.




Adjustment Request Form - Section B

CONDUENT g%,

Completing an Individual Adjustment Request Form — Section B

Field Description

1. Units of Service If a payment error was caused by an incorrect number of units, complete this line.

2. Procedure Code/NDC Revenue Code | If the procedure code, NDC, or revenue code are incorrect, complete this line.

3. Dates of Service (DOS) If the date of service is incorrect, complete this line.

4. Billed Amount If the billed amount is incorrect, complete this line.

5. Personal Resource (Nursing Facility) | If the member’'s personal resource amount is incorrect, complete this line.

6. Insurance Credit Amount If the member's insurance credit amount is incorrect, complete this line,

7. Not (B TPLor Modicars i |1 28y rr s causd oy & missng o et urace rec, campete
8. Other/Remarks t|:-. E?::f the above items apply or if unsure what caused the payment error, complete




Adjustment Form Examples

Example #1 — Incorrect units billed

Actual Claim

1541234 Mouse, Mickey 08012019 08312019 1.000 S0215 53.04 0.39
ICN 21925200255001234 PATIENT NUMBER-=1541234

TEAM NUMBER 01
***CLATIM TOTAL****x*x*xkkxx*x*xxx 53 04 0.39

This is what the initial paid claim looks like on the eSOR.



Adjustment Form Examples

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

1. Provider Name, Address, and Telephone Number 3. Intemmal Control Number (ICN)
DDP Provider 21925200255001234
MName
123 Any Street 4. NPUAPI
T p—r - 1010101010
City MT 12345
City Siate ZIP 5. Member ID Number
4065551212 T
Telephone Number
09/09/2019
2. Member Name 6. Date of Payment
Mickey Mousa 7. Amount of Payment $ 039

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

Date of Service or Line | Information on
ltem Number Statement Comected Information

1. Units of Service 01 1 136




Adjustment Form Example #1

Adjustments — Two parts.

1541234 Monse, Mickey 0801201% 08312019 1.000 50215 533.04- 0.39-
ICH 21%28800255101700 PATIENT HNUMBEER=1541234
TEAM NUMEBEE 01

R wCLATM TOTAL®®dkkkkdkdkdkdkkdkd /K3 04- 0,359-

1541234 Monse, Mickey 0801201% 08312019 136.000850215 33.04 53.04
ICH 21%28800255201700 PATIENT NUMBEER=1541234

TEAM NUMBEE 01
¥ &k *CLATM TOTAL*® ki ki kb bt dddd 53, 04 53.04

This is what the paid adjusted claim looks like on the eSOR.



Adjustment Form Example #2

Example #2 - Incorrect Units and Billed Amount

1123175 Duck, Donald 08012019 08312019 1.000 T2021 596.47 195.19
ICN 21525300255013567 PATIENT NUMBER=1123173
TEAM NUMBER 01

08012019 08312015 1.000 T2002 248.45 248.45
% LATM TOTAL*#*dkdwddkdnhin® 544, 02 443,64

This is what the initial paid claim looks like on the eSOR.



Adjustment Form Example #2

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

1. Prowvider Name, Address, and Telephone Number 3. Internal Control Mumber (ICH)
DDP Provider 2192530025501 3567
Mame
123 Any Street 4. NPUAPI
Street or P O Box 1010101010
City MT 12345
City State ZIP 5. Member ID Number
4065551212 1123175
Telephone Number 09/09/2019
2. Member Mame 6. Date of Fayment
Sl DL 7. Amount of Payment 3 44364

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

Date of Service or Line Information on
Item Number Statement Corrected Information
1 Units of Service o1 1 18
2 Procedure Code/NDC/Revenue Code I
3. Dates of Service (DOS)
4. Billed Amount 01 596 47 955.95




Adjustment Form Example #2

Adjustments — Two parts.

1123175 Duck, Donald 08012015 033120195 1.000 T2021 296.47- 1595.15-
ICH 21528300255102500 PATIENT NUMBEER=1123175
TEAM NUMBEER 01

08012015 033120195 1.000 T2002 2483 .45- 24%53.45-
*HFCLATM TOTAL*®dkkikdiddkd 744,52 443.64-

1123175 Duck, Donald 0801201% 08312015 18.000§T2021 95.95
ICH 21528300255202500 PATIENT NUMBEER=1123175
TEAM NUMBEER 01

0801201% 0833120195 1.000 T2002 248.45 248.45
*HFCLATM TOTAL*® &k kikkdhdkkd ]13744 .40 1244.40

This is what the paid adjusted claim looks like on the eSOR.



Adjustment Form Example #3

Example #3 — Multiple lines to correct

4054321 Doo, Scooby 08012015 080720159 60.000 553133 331.35 331.33
ICH 21523800255065%330 PATIENT NUMBER-4054321
TEAM NUMBEER 01
08102015 08102019 12.000 553133 66.27 66.27
08132015 08172015 60.000 55135 331.35 331.33
*R ([ ATM TOTAL*hedkddddddwkdd T2R GT T28,K 47

This is what the initial paid claim looks like on the eSOR.



Adjustment Form Example #3

A. Complete all fields using the remittance advice for information.
1. Provider Mame, Address, and Telephone Mumber 3. Internal Control Mumber (ICRK)
DDFP Provider 21923800255069330
-N.a.rne
123 Any Street 4 NMNPIAPI _
T R 1010101010
City MT 12345
City State Fd =) 5. Member ID Number
4065551212 Rt
Telephone Mumber
D902r201%
2. Member Mame 6. Date of Payment
Toioles 7. Amount of Payment s 72897

L 'l 1

8. Other/Remarks (Be specific.)
Line 1 - decrease from 60 units to 15 units. Line 2 - decrease from 12 units to 3 units. Line 3 - decrease from 60 wnits to 15 units.

8. Other/Remarks (Be specific.)

Line 1 - Decrease from 15 units to 3 units & Decrease billed amount from $82 84 to $66.27
Line 2 - Decrease from 14 units to 4 units & Increase billed amount form $77 .32 1o $88.36




Adjustment Form Example #3

Adjustments — Two parts.

4054321 Doo, Scooby 080120159 083072015 &0.000 55135 331.35—- 331.35-—
ICH 2159288002551 03600 PATIENT NHNUMBER=—40534321
TEAM NUMBEERE 01
0810201% 081020159 12.000 55135 a6 .27 a6 .27T—
08132019 03172015 e0.000 55135 331.35—- 331.35-
R HCTATM TOTAL S ok i o o ol ool o o T28.97—- T28.597T-—

4054321 Doo, Scooby 0301201% 03072015 331.35% 331.35

ICH 21%23800255203600 PATIENT HNUMBER=4054321
TEAM NUMBEER 01

0810201% 08102015 a6 .27 66 .27

081320159 08172015 331 .35 331.35

Rk ACLATM kA Ak kA kA Ak E T2H QT T28.97

This is what the paid adjusted claim looks like on the eSOR.
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If You Have Questions...

<&



CONDUENT

Provider Relations Contact Information

Provider Relations Call Center:

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

IVR - Automated system available 24/7:
(800) 714-0060

Field Representative:
Deb Braga (406) 457-9553
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