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MPATH Provider Services Billing 101




MPATH Provider Services Portal
Claims Entry

The MPATH Provider Services Claims Entry solution is an online tool allowing providers to
manually enter claims. Available features include:

« Single submission claim forms — The system allows direct claim form entry for claim submission.

« Claim form templates - The system allows users to create and save templates for common claim
submissions. No need to start from scratch every time.

« Diagnosis and Procedure code look up - The system has code look-up features to assist with
entering correct information.

« Ability to submit multiple claim types - including Professional, Facility and Dental claims.

« Electronic Claim Adjustments - Paper adjustment forms are no longer required. The system
allows for online claim adjustments which process faster than paper adjustments.



MPATH Provider Services Portal
Electronic Claims Submission

Log in to the Provider Services Portal
Sign In

Optum GovlD or Email Address

| testprovider@test.com v ‘

@@ Sign in with your Optum GovID Password
|. © ‘
Forgot Dptum GoviD? FO[QDI Password?

> I

‘ Create Optum GovlD ‘

‘ Manage My Optum GovID ‘

(® Help Center”


https://identity.optumgovid.com/app/index.html#/login

MPATH Provider Services Portal
Single Professional Claim Submission

Provider Services Portal Home Page

f94@.. DEPARTMENT OF }@\ :Of“w {C}} E| “
%ﬂﬁﬁm PUBLIC HEALTH & Home  ContactUs Account Settings  Log Out 2
HUMAN SERVICES

Claim Submission History

I Claims @ -

Remittance Advice

Claim Submission in Progress

. ——
- Member search - [
. ——

Find everything you need to
know about a member in just
one search! —

Hover the mouse over
Claim Submission Templates MO AR 8Lz myMenU

Provider Profile

@® Search By Member ID . PI"D\."idEI' EI"'II'D”mE'ﬂt . o SeCtion On the Ieft naVigation
O Search By Member Name Professional Submission o .
Oearch 8 Member S5 o and select “Professional
Mermber ID-* Provider Directory . o . . . ”
) & Facility Submissicn Claim Submission
Service Date:™
— Account Administration .
Lot Dental Submission
Bulk HIPAA Transactions
, Test User Last lagin: 5/14/2024

Provider Resources Forms FAQs

Remittance Advice

Provider Profile
Provider Enrcllment
Provider Directory
Account Administration

Bulk HIPAA Transactions




MPATH Provider Services Portal

Single Professional Claim Submission — Selecting correct PID/Team#

- Billing Provider

Select your
provider NPI : A" Mote © Fields marked with an asterisk * are reguired.
associated
demographics NPVAP *
including PID and

—

Select NPUAPI  w ]

1234567890

Team# will be 1111111111
automatically l 2222222222
populated after
selecting
Program/Specialty.

3333333333




MPATH Provider Services Portal

Single Professional Claim Submission — Selecting correct PID/Team# SDMI ALF

- BI”Iﬂg Provider Program/taiver: |Se1.rere Disabling Mental lliness Waiver (S V|
Specialty:* l Select Specialty hd
Mote : Fields marked with an asterisk * are reguired. Select Specialty [
3 - Assisted Living Facility S
MPIAFL= 1234567890 :l CommunityBehavioral Health/HCBS Waiver
Provider Mame:* Test Provider
Program/\Waiver:* Select Program/\Waiver NPUAPL* 1234567830 E
Select Program/Waiver Provider Name:* | Test Provider ]
‘| Severe Disabling Mental lliness Waiver (SDIMI) - _
ProgramMaiver: * 4 |Se1.rere Disabling hental lllness Waiver (5l V|
Big Sky Waiver
\ Specialty:* | Assisted Living Facility v |
Program/\Waiver:* 9 | severe Disabling Mental lllness Waiver (5[ v | Service Location Address 1:* 123 1St ]
Specialty:® Select Specialty Service Location Address 2: | |
City:* |Bi||ing5 |
Assisted Living Facili
isted Living Fadility Ciate |I"u-'IT |
Community/Behavioral Health/HCBS Waiver
ZIP:* [59102-3320 |
Taxonomy Taxonomy Code: * |210400000% |
Team# Team Number:* [TEAM 51 |

P|D/EU Enrollment Unit:* 1111111 :|




MPATH Provider Services Portal

Single Professional Claim Submission — Selecting correct PID/Team# SDMI HCBS

- Billing Provider

Program/\Waiver: * | Severe Disabling Mental lliness Waiver (S[ + |

Specialty:* Select Specialty
Mote : Fields marked with an asterisk * are required.

Assisted Living Facility
MPVARL 1234567890 ]
Community/Behavioral Health/HCBS Waiver

Provider Name: =

Test Provider

Program/\Waiver:* Select Program/Waiver NPIAPI* 1234567890 ﬂ
Select Program/Waiver Provider Name:* Test Provider ]
1 Severe Disabling Mental lliness Waiver (SDMI) L — .
Program/Waiver: | Severe Disabling Mental lliness Waiver (SI v |
\ Big Sky Waiver
Specialty-* 4 |Cummunityfﬂehauinral Health/HCBS Wair v |
ng ra""‘.-"‘v.-"."Ei".‘-E'r'Z * 2 - | SE"‘.“E‘T’E D|Sab||r|g MEH‘LEH "lnE‘E’S W-Eli".’er {5[ hd | Senri{e LDCHUD” _'ﬂ,ldljress "| :ir 123 1St St ]

Specialty:* Select Specialty Service Location Address 2: | |
City:* [Billings |
Assisted Living Facility

State:®
Community/Behavioral Health/HCBS \Waiver |MT |
ZIP:+ [59102-2320 |
Taxonomy Taxonomy Code: * |251500000% |
Team# Team Number:* [TEAM 51 |

Pl D/EU Enrollment Unit:* 2222222 :|




MPATH Provider Services Portal

Single Professional Claim Submission — Selecting correct PID/Team# BSW ALF

- Billing Provider

Mote : Fields marked with an asterisk * are required.

MPLAP:=

Provider Name: =

ProgramAWaiver: *

1T

Program/Waiver * \

1234567890 :I

Test Provider

Select Program/\Waiver b

= I ard
Severe Disabling Mental lliness Waiver (SDIMI)
Big Sky Waiver

| Big Sky Waiver

Specialty:*

Select Specialty

Select Specialty

Assisted Living Facility
Community/Behavioral Health/HCBS Waiver

Taxonomy
Team#
PID/EU

Program/Waiver: = | Big Sky Waiver w |
Specialty:* l Select Specialty hd
Select Specialty
3
Community/Behavioral Health/HCBS Waiver
NP 1234567890 v
Provider Mame:* Test Provider ]
Program/\Waiver: * | Big Sky Waiver V|
Specialty:* 4 | Assisted Living Facility V|
Service Location Address 1:* 123 15t St :|
Service Location Address 2: | |
City:* [Billings |
State:® |M‘I’ |
ZIP:* [59102-3320 |
Taxonomy Code: * |310400000% |
Teamn Mumber:* [TEAM B1 |
Enrollment Wnit:* 1111111 J




MPATH Provider Services Portal

Single Professional Claim Submission — Selecting correct PID/Team# BSW HCBS

- Billing Provider

Mote : Fields marked with an asterisk * are required.

MPLAP* 1234567890 :I

Provider Name: = Test Provider

Program/\Waiver:* Select Program/Waiver v

Severe Disabling Mental lliness Waiver (SDIMI)

1 - Big Sky Waiver

Program/Waiver * | Big Sky Waiver

Specialty:* Select Specialty

Assisted Living Facility
Community/Behavioral Health/HCBS Waiver

Taxonomy
Team#
PID/EU

Programaiver: * | Big Sky Waiver V|

Specialty:* | Select Specialty v |
Select Specialty

Assisted Living Facility

NPAPL: 1234567890

vider Name:* l Test Provider
Program/Waiver:* 4 | Big Sky Waiver v |
Specialty:* | Community/Behavioral Health/HCBS Wai v |

Service Location Address 1:* 123 15t St J

Service Location Address 2: |

|
City:* [Billings |
State:* [T |
ZIp:+ |59102-3320 |
Taxonomy Code: * |251500000% |
Team Number:* [TEAM B1 |
Enroliment Unit:» 2222222 ] 9




MPATH Provider Services Portal

Single Professional Claim Submission — Selecting correct PID/Team# DDP HCBS

- Billing Provider

Mote : Fields marked with an asterisk * are required.

MPLAP* 1234567890 :I

Provider Name: = Test Provider

Program/\Waiver:* | Select Program/Waiver hd |

Select FrogramAWaiver

Severe Disabling Mental lliness Waiver (SDII)
Big Sky Waiver

Developmentally Disabled Waiver (DDF)

o 1 - -

Program/waiver:* Developmentally Disabled Waiver (DDF)

Specialty:* Select Specialty
Select Specialty

CommunityBehavioral HealthVHCBS \Warver

2 —

Community Based Residential Treatment Facility, Intellectual and/or Developmental Disabilities

|
City | KALISPELL |
State:* |Mr |
zIp:* |59901-1916 |
Taxonomy Taxonomy Code: * |251500000X |
Team Mumber:* [TEAM 01 |
Enrollment Unit:* 1111111 :| 1

PID/EU

Program/Waiver: = | Developmentally Disabled Waiver (DDP) |

select Specialty w

Select Specialty
CommunityBehavioral Health/HCBS Waiver

Specialty.*

3

Community Based Residential Treatment Facility, Intellectual andfor Developmental Disabilities |

MPLARL* 1234567890 E

Provider Narne:* Test Provider ]

Program/\Waiver: * | Developmentally Disabled Waiver (DDF) V|
Specialty:* 4 | Community/Behavioral Health/HCBS Wai |
Senvice Location Address 1:* 123 15t St :|

Service Location Address 2: |




MPATH Provider Services Portal

Single Professional Claim Submission — Selecting correct PID/Team# DDP CBRT

- Bllllf"lg Provider Program/\Waiver:*
Specialty-*

Mote : Fields marked with an asterisk * are required.

3

MPLAP* 1234567890 :I

Provider Name: =

Test Provider

Program/\Waiver:* | Select Program/Waiver hd |

Severe Disabling Mental lliness Waiver (SDII)

Big Sky Waiver
o 1 - - - | Developmentally Disabled Waiver (DDF)
FrogramAhaiver * Developmentally Disabled Waiver (DDP)
Specialty:* Select Specialty v |

[
CommunityBehavioral HealthVHCBS \Warver
2" - Community Based Residential Treatment Facility, Intellectual and/or Developmental Disabilities

Developmentally Disabled Waiver (DDF) v

lSeIect Specialty v I
Select Spedialty
CommunityBehavioral HealthVHCBS Waiver

O Based eS0e

\

MPLAP:* 1234567890

~]

Provider Mame:*

Test Provider

)

Program/Waiver: *

| Developmentally Disabled Waiver (DDP) |

Specialty:* 4 |<::n:|mmunitj,.r Based Residential Treatment w |

Service Location Address 1:# 123 15t St

]

Service Location Address 2: |

|
City:* [kKaLsPELL |
State:* [T |
ZIP:* [59901-1916 |
Taxonomy Code: * |320900000x |
Team Number:* [TEAM 01 |

Enrollment Unit:* 2222222

]
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MPATH Provider Services Portal

Single Professional Claim Submission — Selecting correct PID/Team# IHSC

- Billing Provider

MPLAP:=

Provider Name: =

ProgramAWaiver: *

Mote : Fields marked with an asterisk * are required.

1234567890 ]
Test Provider
| Select Program/\Waiver A |

Program/Waiver: =

Specialty:*

Severe Disabling Mental lllness Waiver (SDIMI)
Big Sky Waiver

Montana Medicaid (HME Plus)

Select Specialty
Select Specialty
In Home Supportive Care

MNursing Care

Taxonomy

Team#
PID/EU

Program/aiver: *

Specialty:*

Enrollment Wnit:*

| Montana Medicaid (HMK Plus)

v

_—

In Home Supportive Care

2|

1234567 —|

Select Specialty
3 -
Mursing Care
Forer .
1234567890 v
Provider Mame:* Test Provider ]
Programy\Waiver:* | tontana Medicaid (HRME Plus) V|
Specialty:* | Im Home Supportive Care V|
4 Select Address
Service Location Address 1:* .123 1St —|
Service Location Address 2: |AFI’ A |
City:* |Bi||ing5 |
State:® |I"u'I'I' |
ZIP:* [59102-3200 |
Taxonomy Code: * |253z00000% |
Team Mumber:* [TEAM AB |

12



MPATH Provider Services Portal
Single Professional Claim Submission

Enter Member ID (Card#/SSN) and click “Search” - Enter Patient Account Number (optional).

Enter Member ID:*

[1234567 | Member
2 demographics are
Mermber ID: [1224567 | automatica”y

Patient Account Number: | |

- Professional Claim Submission Form

1

- Member Details

Mote © Fields marked with an asterisk * are reguired.

populated when

First Mame: | Test . .
S | entering a valid
Enter Member ID:= | M b ID
Last Mame: Member e m e r
Search
SeleCt Sea rCh 1234567 | Date of Birth: |

Mailing Address 1: |

Nailing Address 2: |

City: |

State: |MT

|
|
Gender: [zle |
|
|
|
|
|

ZIP [53521-0000

Select Save

and Continue

Previous Save and Exit ‘ Cancel
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MPATH Provider Services Portal
Single Professional Claim Submission

Click the “?Help”
link on any page for
more information

~ Professional Claim Submission Form

= Claim Information

MNote : Fields marked with an asterisk * are required.

Note : Do not include any decimals when entering Diagnosis Code Information. Enter at least first three (3} characters of a Diagnosis and/or
Procedure code before utilizing the search icon.

Diagnosis Codes

Diagnesis Codes (ICD 10)

T Enter at least one
[ Ql | QJ | Ql | Ql | Ql | QJ . .
Diagnosis Code

7 8 9 10 1 12

| Q| Q| Ql | Q| Ql | Q

Claim Details

> P
Note @ or NDE indicates al required fields for COB or NDC have been entered.

g Diagnosis e

Emergency Family
Service Planning

Enter required fields: Service Dates,
Place of Service Code, Diagnosis
Pointer(s), Charge, and Units .

From Date* To Date* POS* HCPCS  Modifier Pointer* Charges* or COB NDC EPSDT
Code* Units*

(Do B [ MDD B select || a1l s ] com
(oA Mo | [Select v )| QL E T ces
(oD MDD B Select || Q| s [ ] cos
[ B [MDD B select + || | s ] com
(DDA MDD B Select ~ || Q| B [ cos
(oA Mo | [Select v )| QL E T ces
(oD MDD B Select || |l s [ ] cos
[ B [MDD B select + || | s ] com
(DDA MDD B Select ~ || Q| B [ com
(Do B [ DD B select || a__ |l s [ com
Total Cherges[§ |

Mote : Total Claim Lines are limited to a maximum of 50 for each submission

3

=
=]
3]

O o
oo

=
o
o

O
O

=
o
s}

=
=]
5]

oo
[N

=
=]
3]

=
5
o
O
O

=
o
o

oo
[N

=
=]
5}

B
Jodooooouy

B
]
]

1




MPATH Provider Services Portal
Single Professional Claim Submission

Enter the Diagnosis
Code. The magnifying
glass will allow users to
search for the specific
Diagnosis Code if
unknown.

Enter at least first three
(3) characters of a

Diagnosis to search
code list.

Diagnosis Codes 1 [, 593“'-'" Results %
Diagnoss Codes (€D 10) Code
1+ 5 & F20 schizophrenia
Q| | Ql | Q| F200 Paranoid schizophrenia
10 1" 12 F201 Disarganized schizophrenia
F202 Catatonic schizophrenia
Q' | Q| | /Q| 2 F203 Undifferentiated schizophrenia
F205 Residual schizophrenia
Diagnosis Codes F208 Other schizophrenia
F2081 Schizophreniform disorder
Diagnosis Codes (ICD 10} F2089 Other schizophrenia
1. 3 4 5 6 E208 Schizophrenia, unspecified
[F200 Q| QJ | QJ | QJ | QJ | Q
7 B 9 10 11 12
| QJ | QJ | QJ | QJ | QJ | QJ

Cancel
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MPATH Provider Services Portal

Single Professional Claim Submission

Enter the CPT/HCPCS
Code. The magnifying

CPFT/ Days

Diagnosis Emergency Family
HCPCS Modifier —o9"0"°  Chargest or COB NDC EPSDT o oorcy remiy

= MG
To Date POS Service Planning

*
From Date e

Code* Units*
glass will allow users to § FETRCETEETR - | 100 cos
search for the specific ol
i Claim Details
COd € If un known . B 50791 PSYCH DIAGNOSTIC EVALUATION
Mote | & or ﬁ indicates all raquired fields for COB or NDC have been entered. 3 | 2079122 EVALUAﬂOﬁgeilﬁfggfLﬂm Services
. - PSYCH DIAGNOSTIC EVALUATION;Unusual
Enter at |eaSt f| rst th ree " s o CFTJ_ . Diagnosis - [}f?s — __Emergency Family — Anesthesia
From Date To Date* POS HCPCS  Modifier Pointar® Charges S COB MNDC EPSDT Service  Planning — PSYCH DIAGNOSTIC EVALUATION. Muliple
(3) characters of a Code ons: S— Procedures
CPT/HCPCS h [03/082024 []|[03082024 EH|[11 w|[o0791 Qe : $ 150.00 COE MDC D 0 1 9079152 EVALE%%'N?F'{':‘SESEE;KES
to Sea rc o o — — PSYCH DIAGNOSTIC
COd e Iist L'*'”""1"JD3"' l'*'l”""1"JD3"'| Select v ” Q” || “ 5 |D COE NDC — — 07153 EVALUATION; Discontinued Procedure
. A Y = — — PSYCH DIAGNOSTIC EVALUATION;Staged
'*'"""1"'D"" MR D""| Selact v || Q” || “ 5 |D COB  NDC — — N . or ReFl‘ited Procedct)irs oréenirifcedbs}i‘thfh
— — . . ame 1cian or Other Qualified Healtl
‘-JH'\.-1.-"D3.-' ‘-;'II‘»-1.-"D3.-‘| Selact w || Q” || “ 5 |D COB NDC J U Care Proffssional During the Postoperative
Period
MDD YRR | MDD YBR[ Select v || qQ | IE | COE  MDG 0O O R PSYCH DIAGNOSTIC EVALUATION: Distinct

Procedural Service

-

-

MDD/ YYYYER]|
MDD/ YYYYER]|
MDD/ YY Y YER]|
MIADDAYYYYER]|
MIADDAYYYYER]|

MDD Y YBR[ Select v | ol | [E
MDD Y Yy VER| [ Select v | Q| | [E
MDD Yy VB Select v | Q| | [E
MDD Y YBR[ Select v || ol | [E || coe
MDD Y YBR[ Select v | ol | [E || coe
Total Charges:[$150.00 |

J
J

9]
2
m
=
(=]
L]

CJ
O

Iy

(]

m
=
(=]
L]

OO
E
B
JuoooooUot

CJ
O

=
=)
)

CJ
O

=
-]
L]

L |

Cancel
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MPATH Provider Services Portal
Single Professional Claim Submission

Total Charges:

Mote : Total Claim Lines are limited to a maximum of 50 for each submission.

Is this a void or replacement of a previously submitted daim:* O Yes @ no
Are you submitting COB at the claim level? O ves O No

Is the member's condition related to:
First date related to Member's condition:

Is this Member deceased?* O ves @ No Select YeS/NO rad io

Is mernber unable to work in current occupation?* O Yes @ No b f

Is hospitalization related to current services?# O Yes @ nNo u tto n S O r

Clinical Laboratory Improvement Amendmeant Number needed for this claim? * (O ves @ No req u i red * fi e I d S
Is there a prior authorization for this claim?* O ves @ No

Is there a Referral for this claim?* O Yes ® No

Do you have attachments for this claim? =

O ves @ No

Select Save

and Continue [ o cone | R

‘ Sawe and Exit H Cance ‘




MPATH Provider Services Portal
Single Professional Claim Submission

» Professional Claim Submission Form ? Help

» Terms and Agreements

Mote : Fields marked with an asterisk * are required.

Proviger Mame:* | Test Provider

Te rms a nd " I certify | have read the Terms and Conditions *= that apply to this bill and are made a part thereof.

Conditions

Select Submit




MPATH Provider Services Portal

Single Professional Claim Submission

Print/Save PDF of claim submission (optional).

~ Professional Claim Submission Form ? He

&' Print 2

Thank you for your Submission  wmd &-- Claim: OC240308P03 17908

Claim Tvpe: Professional

Your Claim was successfully submitted: OC240308P0517496. . .
Provider Detail:

Billing Provider:

NPL'API: 1234567890

Print

Destination

3 2 pages

19



MPATH Provider Services Portal

(Service specific) Professional Claim Template

Hover the mouse over
“Claims” in the myMenu

section on the left navigation
and select “Claim
Submission Templates”

=

Claim Submission History

Claim Submission in Progress

Provider Profile . _
Claim Submission Templates

Provider Enrollment _ o
Professional Submission

Provider Directo - o
v Facility Submission

Account Administration o
Dental Submission

Bulk HIPAA Transactions

20



MPATH Provider Services Portal
(Service specific) Professional Claim Template

To create a template, click the blue button to Create Professional Claim Submission. Templates
may be Member or Service (without member) specific.

- Professjonal Claim Template ? Help

~ MemBer Details

~ Claim Submission Templates 7 Help

Maximum Templates Allowed : 2000 Filter your results: Enter Membe\ ID:

Actions Name 4 DatelastModified 4 |
Mo claim submission templates found.

Showing 0 to 0 of 0 entries 1< < > >l

Select Save

Show entries
Select “Create

Professional Claim : - — : -
o Create Professional Claim Create Facility Claim Create Dental Claim
Submission Submission Template Submission Template Submission Template

and Continue

Template”

21



MPATH Provider Services Portal
(Service specific) Professional Claim Template

Click the “?Help”

| - Professional Claim Template ? Help

link on any page for
more information

+ Claim Information

Mote : Fields marked with an asterisk * are required.

Mete : Do not include any decimals when entering Diagnosis Code Information. Enter at least first three (3} characters of a Diagnosis and/or
Procedure code before utilizing the search icon.

Diagnosis Codes

Diagnosis Codes (ICD 10}
1. 2 3

a
| qQl | Q| Ql | Q| qQl | Q

7 B 9 10 1 12

| Ql | Ql | Ql | Ql | Ql | Q

Claim Details

{2 %)
Note : COB or HBG indicates al required fields for COB or NDC have bzen entered

CPTY Days
Charges* or COB NDC EPSDT

Diagnosis
Pointer*

Emergency Family

From Date* To Date* POS* HCPCS  Modifier - .
Service Planning

Code*

»

Do

Ve 5]

'-JII'-.-‘-'DE:""\“T| Select v H Cl” H “ 3 “:I COB
MM/DDAY YBR[ Select | Q| I [B [ coe
To‘.aICharges 22

Mote : Total Claim Lines are limited to a maximum of 50 for each submission.

=
(=]
o]

Mpor Y ER|[seect v Q) || E [Tee we [ ] O O @
moor VB MDD | [Select || Q| I [B | Jeoe wc|[ | O O @
MDD B MDD B Select | [o1] I [B " Jeoe wc|[ | O O f@
mor YR MDD | [Select || Q| I [B || Jeoe mwc | | O O @
nDr B MDD v Select w | q I [B [ Jeoe wec | | O O @
woprn B[ oD B [select v q I [B | Jeoe wc|[ | O O @
MDD R [ MDD R Select | o] I [B [ ] coe mpc |:| O O
naor B [ mivoosen | [Select || Q| I [B | Jeoe wc|[ | O O i
) i

L m

MIM/DDAY Y Y YR

=
(=]
o]

4




MPATH Provider Services Portal
(Service specific) Professional Claim Template

Dynamic data (Date of Service, Diagnosis) is entered when submitting the template.

Select Save and

Continue Freviews || e

23

=
=
i

MR f AND 3.-"r'1"f'1|| Selact w || Q” ” || % |\:\ C0oB
DDA YER|[rDD v YBR[ Select v | Q| | s | ]cos
MDD 3.-"r'1"1"1| MK/D 3.-"r'1"f'1| Select w || Cl” ” || 3 |\:\ o8B
Total Cﬂarges:

OJ
O

=
=
i

OJ
O

=
=
™

OJ
O

Diagnosis Codes Is this a void or replacement of a previously submitted claim: ) Yes ® Mo
Diagnasis Codes (ICD 10): Avre you submitting COB at the claim level? O ves O No
|1 Q |2 a |3 a r a |5 al |6 al E nter Statlc Is t_he member's condition rellated t-::f:. |
2 8 5 10 1" 12 First date related to Member's condition:
[ = N =V I VB =V B data for the s this Member deceasec? O Yes ® 1o
Claim Details te m plate Is member unable to wark in current occupation? O Yas @® o
E te - Statlc o - _ e . — Is hospitalization related to current services? O Yes ® No
n From Date To Date HEE HCCOP;; Modifier :3?:;?5 Charges Ums AT ERE T r:::eiireq P[::r:: :g Clinical Laboratory Improvernent Amendrment Number needed for this claim? O ves @ No
data fOF the v (20791 Q” ”1 || 3 150.00 | £0B NDC E 0O O @ - Is there a prior authorization for this daim? O Yes ® No
te m plate DDA YR naDD VB Sefect v | q I s ] <oe npc D a O m s there a Referral for this claim? ) Yes ® Mo
morlEeEY @ |5 [ Jeem<[ ] O O @
; QT F JJewm[] 0 O@
o Q5 | Jeemc[ ] O O @
oo Blsma v Q| E Jeemc[ ] O O i
= V| B Jerwmc[ ] O O @
[ i
[ i
[ i

A




MPATH Provider Services Portal
(Service specific) Professional Claim Template

Save Template, naming service specific template for quick reference

- Professional Claim Template

- Save Template

Please enter a claim submission template name.

Name template Template Name:# PS)[Ch Eval Prof

Mota(s):

Template Name must satisfy the following conditions:
a. Minimurn length: 3 characters.

0. Maximum length: 35 characters.

<. Cannot contain special characters other than: Space *

Select Submit

? Help

* or Underscore *_" or Dash /

» Claim Submission Templates

Maximum Templates Allowed - 2000
Actions

7 M

Show entries

Create Professional Claim
Submission Template

Name

Psych Eval Prof

Filter your results:

FY

Showing 1 to 1 of 1 templates

Create Facility Claim
Submission Template

? Help

Date Last Modified 4

03/08/2024

1< < > 21

Create Dental Claim
Submission Template

24




MPATH Provider Services Portal
(Service specific) Professional Claim Template

over “Claims” in A

the myMenu IC|alm5 Claim Submission History 1 = —— |

section on the left ermittance Adus | - '2C aim Submission Templates ? Help
navigation and Claim Submission in Progress

hMaximum Templates Allowed : 2000 Filter your results:

“ : Provider Profil
SeleCt C|a|m roviaerTIetiE Claim Submission Templates

. . j Name 4 Date Last Modified s
Submission Provider Enroliment \ndﬁl\> 03/08/2024 v

TemplateS” to Professional Submission Vi Psych Eval Prof

Prowvider Directo N o Show |10+ |entries Showing 1 to 1 of 1 templates 1< € > »I
access saved v Facility Submissicn

Tem P lates Account Administration . Create Professional Claim Create Fadility Claim Create Dental Claim
Dental Submission Submission Template Submission Template Subrnission Template

Bulk HIPAA Transactions

25



MPATH Provider Services Portal
(Service specific) Professional Claim Template

~ Billing Provider
Select you r Mote - Figlds marked with an asterisk = are required.
provider NPI. NPAPL* | 1234567890 Optiona|
. Provider Mame:* Test Provider .
AI I aSSOCI ated Program/Waiver: = [1Montana Medicaid (HMK Plus) | Re n q erin g
d e m 0 g ra p h |CS Specialty:= [ Community/Behavioral Healkh/SDMI HCE v | P rOV| d e r
. Service Location Address 1:* . .
Wi II be Service Location Address 2: ] SeleCtlon IS
' cry: available
automatically - A
pOpUlated. 2+ when
affiliated
Enrollment Unit:* 1234567 .
providers are
Enter Other Referring Provider added
O ptional [ There is a referring provider for this claim.
provider data Ordering Provider
aS need ed [ There is a ordering provider far this claim.
Select Save

and Continue

26



MPATH Provider Services Portal
(Service specific) Professional Claim Template

Enter Member ID and click “Search” - Enter Patient Account Number (optional).

Enter Member ID:*

|1234567 |
2

Mernber ID: [1234567 |

- Professional Claim Submission Form

- Member Details

Fatient Account Mumber:
Mote © Fields marked with an asterisk * are reguired. | |

First Name: | Test |
Middle Narme: | |
Enter Mermoer ID:*
Last Name: | Member |
Select Search 1234567 | |
Date of Birth: | |
Gendar: [Mzle |

IMailing Address 1: | |

Iailing Address 2: | |

City: | |
State: |MT |
ZIP: [59521-0000 |

Select Save

and Continue




MPATH Provider Services Portal
(Service specific) Professional Claim Template

Template
retains the
static data
entered

allowing
for
dynamic
data entry

Diagnosis Codes

Diagnesis Codes (ICD 10} 1
14 2 3 4 5 6

\ Ql —aH L SH—at——

7 8 9 10 1 12

\ Ql | Ql | Ql | QJ | Q| o]

Claim Details

(2 )
Note: COB or MBS ingicates al required figlds for COB or NDC have been entered.

CPT/ Days
From Date* To Date* POS* HCPCS  Modifier

Diagnosis .
Pointer= Charges’ r._or_ COB NDC EPSDT

Code* Units*
o B[ 11 v][eorer Q |E |51s000 1ot cos moc [ | O 0

Mote : Total Claim Lines are limited to a maximum of 50 for each submission.

Emergency Family
Service Planning

MDD ER|

Is this 2 void or replacement of a previously submitted claim: = O Yes ® no
Are you submitting COB at the claim level? O ves O No
Is the member's condition related to
First date related to Member's condition:
Is this Member deceased?* O Yes @ No
Is member unable to work in current occupation?* O ves ® no
Is hospitalization related to current services?= O Yes ® No

Clinical Laboratory Improvement Amendment Number needed for this claim? * O ves @ No

Is there 2 prior authorization for this claim?* O Yes @ o
Is there 2 Referral for this claim?* O Yes ® o
Do you have attachments for this claim? = O Yes @ no

Diagnosis Codes (ICD 10): 2
3 4 5 &

2
[F00 Q| Ql | Ql | Ql | Ql | q

7 B ] 10 1 12

1=

| qQJ | QJ | QJ | qQJ | QJ | QJ

Claim Details

ey )
Note : COE or MDC indicates 2l required figlds for COB or NDC have been entered.

CPT¥ Days
Charges* or COB NDC EPSDT

Diagnosis
Pointer*

Emergency Family
Service Planning

|[ 3 150.00 [1. uum O O
Total Charges:

From Date* To Date* POS* HCPCS  Modifier

Code*

03082024 [ 03082024 [ v|[s0791 Q) IE

Select Save

Save and Exit H Cancel ‘

I Save and Continue ‘ Previous

Continue
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MPATH Provider Services Portal
(Service specific) Professional Claim Template

» Professional Claim Submission Form ? Help

» Terms and Agreements

Mote : Fields marked with an asterisk * are required.

Provider Mame:* [ Test Provider ]

NPLYAFI:* [ 1234567890 :|

Agree to

Te rms a nd " | certify | have read the Terms and Conditions = that apply to this bill and are made a part thereof.

Conditions

Select Submit

Previous Save and Exit Cancel




MPATH Provider Services Portal

(Service specific) Professional Claim Template

Print/Save PDF of claim submission (optional).

~ Professional Claim Submission Form

Thank you for your Submission

Your Claim was successfully submitted: OC240308P0517496.

— Srrint

& Print

Claim:

OC240308P0517496

Claim Tvpe: Professional

Provider Detail:

Billing Provider:

NPLAPT:

1234567890

Print

Destination

3 2pages
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MPATH Provider Services Portal
Single Facility Claim Submission

Provider Services Portal Home Page

DEPARTMENT OF }@\ 2& {C}} E|

PUBLIC HEALTH & Home Contact Us Account Settings Log Out
HUMAN SERVICES

L]

MS’NT&QA
DPHH

ICIaims 2@ -

Remittance Advice

Claim Submission History 3

Claim Submission in Progress

. ——
- Member search - [
| D——

Find everything you need to
know about a member in just . —

Provider Profile _ L
Claim Submussion Termplates

one search! .
® Search By Member ID . Provider Enrollment _ o Hover the mouse over
O search By Member Name Professional Submission 7 . o
O 5earch By Member 55N ] ) CIaImS In the myMenu
Mermber ID-* Provider Directory . o . . .
S Facility Submission section on the left navigation
—— & ‘Q Account Administration - and select “FaC|||ty Claim
MR Dental Submission o 5
| Submission
Bulk HIPAA Transactions
ello, Test User Last login: 5/14/2024

Provider Resources Forms FAQs
Claims @
Remittance Advice

Provider Profile

Provider Enrcllment

Provider Directory

Account Administration

31
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MPATH Provider Services Portal
Single Facility Claim Submission

- Billing Provider

SeleCt your Mote © Figlds marked with an asterisk = are required. Optional

provider NPI, 123456780 Rendering

a” Other Provider Narme:* Test Provider .
. Program/Waiver.* | Montana Medicaid (HMK Plus) v | P rOV I d e r
associated —_—

demographic Service Location

.
S WI ” be Service Adcress 1:+

[in Home Supportive Care vl selection is
available

when
affiliated
providers are
added.

Service Address 2:

automatically -
populated.

ZIP:* 9802-3911

Taxonomy Code: * 261QRO405X
{Team Number:* TEAM AB

. NEIE
g =

Enrollment Unit:*

Enter other
optional I

Other Provider(s)

[ There is an attending provider for this daim.

provider data
as needed.

Operating Provider

[ There is an operating provider for this claim.

Other Provider 1

O There is an other provider for this daim.

Other Provider 2
O There is an other provider for this daim Se Iect Save
i 32
p— and Continue




MPATH Provider Services Portal
Single Facility Claim Submission

Enter Member ID (Card#/SSN) and click “Search” - Enter Patient Account Number (optional).

Enter Mamber ID:*
1234567 | 2 Member
Demographics are
Member ID: 1234567 | automatica”y
Patient Account Murmber: | |
populated when

- Professional Claim Submission Form

1

- Member Details

Mote © Fields marked with an asterisk * are reguired.

First Mame: | Test . .
S | entering a valid
Enter Member ID:= | M b ID
Last Mame: Member e m e r
Search
SeIECt Sea rCh | B i) | Date of Birth: |

Mailing Address 1: |

Nailing Address 2: |

|
|
Gender: [zle |
|
|
|
|
|

City: |
State: |MT
ZIP [53521-0000

Select Save and
. Previous Save and Exit ‘ Cancel
Continue
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MPATH Provider Services Portal
Single Facility Claim Submission

Hover over any
“?” to see a

quick list of
common values

- Facility Claim Submission Form

+ Claim Information

Maote © Figlds marked with an asterisk = are requirsd.

Maote © Type of Bill value field is 4 character code with the first value always being zero. To void or replace 2 claim, enter the criginal
submitted Type of Bill, change the last digit to & (\Vioid) or 7 (Replacement) and enter the 17-digit MMIS ICN in the Criginal MPMIS

ICM figld.

Type of Bill:*  Inpatient or Quipatient:* Statement Period From:* Statement Period Through:*
| | [select ] [moDiery EH| [mwoprorry EH|
Adrnission Adrnission  Admission  Source of Discharge Member Discharge

Date: Hour: Type: * Admission:*  Hour: Status:*

[vwoorrery BE| [select v | | | | | [seledv| | |

Mote : Changing only the Type of Bill on the claim cannot be done via electronic adjustment. This must be done using the
Individual Adjustment Request.

? Help

v

Condition Codes ?

Condition Codes:

Accident State:

Click the ?Help link

on any page for
more information

Enter required fields: Type of Bill,
Inpatient/Outpatient, From/Through
Date(s), Admit Type/Source/Status

Other fields may be
required based on
selections

Condition Codes {;:

Commeon Condition Codes are:
Condition Codes: A1 - EPSDT, &4 - Family Planning,
| | | | | | B3 - Pregnancy, Al - Sterilization.

Refer to the current applicable
Accident State:

coding manual for mare information.
el |
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MPATH Provider Services Portal
Single Facility Claim Submission

Hover over any
“?”tosee a

quick list of
common values

Occurrence Codes

Occu r.rence Date. Oceu rfen € e
Code: Code:

[mamoroey B[]
[rmoomee B [
[smsooreoey B[]

Occurrence Span Codes

ol

Cccurrence Occurrence

Span Cods: Frorm: Through: Span Code: From:

Through:

[MmDDAYYY [y E [MiDDreryy [MDDAYY

Enter optional fields as necessary:

Occurrence Codes, Occurrence Span

[mwoorrey B [maooreey B E [aporery Bl [mamoreery

codes, Value Codes.

]
E | MDD Y | RO Y E | MBADDNY Y Y | MRDIDN Y Y
]

[MmDDAYY [y E [y [MvDDArey

5 (BB |ER BB

Value Codes ?

Value Code:  Amount/Days: Value Code:  Amount/Days:
1 5
2 6
3 7

P Value Codes 2

Value Code:  Amount/Days To report Personal Resource Amount for
an 2@ skilled Nursing Facility claim enter

9
Value Code:
] ] Value Code 31 and enter the dollar

amount into the Amount/Days field.

tDays:

10 1
N [ - ]
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MPATH Provider Services Portal
Single Facility Claim Submission

Enter Revenue Code,
Optional HCPCS Code,
Optional Modifier, Date(s) of
Service, Units, and Charges

Claim Details

(2
Note : NDC indicates 2 required fields for NDC have been entered.

Mate - Use 3 comma ",

if multiple values are needad in Modifier field.

Tﬂg;“f HCPCS Code:  Modifier:  From Date:* To Date:* Eg‘f
Ql| Q|| |[raorrery B [maoprerry B |
Q| Q| |[raraorery B [amprerry B |
Q| Q|| |[rramorrery B [namprerry B |
Q|| Ql| |[rramorrery B [amprerr B |
Q|| Ql| |[reamorrery B[ raoreery B |
Ql| Q|| |[meamorrery B[ raoorere B |
Ql Q|| |[meamprrery B[ naoorere B |
Ql Q|| |[meamorrery B[ naooreere B |
Ql| Q|| |[meamorrery B[ raooreere B |
Q| Q|| |[meamorrery B[ raooreere B |

NDHC:

MOC

Total Charges.*

Total Charges: [§

|
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MPATH Provider Services Portal
Single Facility Claim Submission

Enter the Revenue
Code. The magnifying

Revenue

ek HCPCS Code:

Modifier: From Date:* To Date:*

Service

Units:* NDC:

Total Charges:*

fo6r1a2024 )| 06142024 B

glass will allow users to
search for the specific
Revenue Code if
unknown.

Enter at least first three
(3) characters of a

Revenue

— HCPCS Code:

wiodifier: From Date:* To Date:*

Service

Units:* NDC:

Total Charges:*

Revenue Code to

o120 Q[F Q||

|[06/142024 [¥|[06M42024 B[

WDC | % 150.00 i

search code list.

Search Results

Room & Board Semiprivate (Two Beds)-
General Classification

Room & Beard Semiprivate (Two Beds)-

0121 Medical/Surgical/GYN
0122 Room & Board Semiprivate (Two Beds)-
I Obstetrics (OB)
Room & Beard Semiprivate (Two Beds)-
0123 o
Pediatric
Room & Board Semiprivate (Two Beds)-
0124 R
Psychiatric
Room & Beard Semiprivate (Two Beds)-
0125 :
Hospice
Room & Board Semiprivate (Two Beds)-
Detoxification
Room & Board Semiprivate (Two-Beds)-
o127
COncology
0122 Room & Board-Semiprivate (Two-Beds)-

Rahzhilitatinn

-

Cancel




MPATH Provider Services Portal
Single Facility Claim Submission

Optional: Enter the
HCPCS Code. The
magnifying glass will
allow users to search
for the specific HCPCS
Code if unknown.

Enter at least first three
(3) characters of a
HCPCS to search code
list.

Revenue
Code:*

HCPCS Code:

hModifier:

From Date:* To Date:*

Total Charges:*

Description

| 50791 PSYCH DIAGNOSTIC EVALUATION
PSYCH DIAGNOSTIC
9079122 EVALUATION;Increased Procedural Services
5079123 PSYCH DIAGNOSTIC EVA_LUATION;UnusuaI
Anesthesia
2 PSYCH DIAGNOSTIC EVALUATION; Multiple
Revenue -~ s . Service 9079151 '
HCPCS Code: Modifier: From Dgie:* To Date:* _ Total Charges: Frocedures
Code:* Units:* 9079152 PSYCH DIAGNOSTIC
— — == EVALUATION;Reduced Services
® [o6r1472024 BH|| 061142024 BH|[1 npc  |$ 150.00 S PSVCH DIAGNOSTIC
_ EVALUATICN;Discontinued Procedure
PSYCH DIAGNOSTIC EVALUATION;Staged
or Related Procedure or Service by the
9079158 Same Physician or Other Qualified Health
Care Professional During the Postoperative
Perod
9079159 PSYCH DIAGNOSTIC EVALUATION; Distinct

-

Procedural Service

Cancel
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MPATH Provider Services Portal
Single Facility Claim Submission

Enter Primary
Diagnosis Code. The
magnifying glass will
allow users to search
for the specific
Diagnosis Code if

unknown.

Enter at least first three
(3) characters of a
Diagnosis to search
code list.

Mote - Do not include any decimals when entering Diagnosis Code Information. Enter at leastH

three (3) characters of 2

Search Results %

2 Code

Diagnosis and/or Procedure code before utilizing the search icon. 1 £20 Schizophrenia
Primary Diagnosis Code:*  Present on Admissios=—TTagnosis Related Groups(DRG): E200 Paranoid schizophrenia
20 Q| fseea vl | = F201 Disorganized schizophrenia
F202 Catatonic schizophrenia
Motea : Prirnary Diagnosis Code should not be repeated within the listed Other Diagng F203 Undifferentiated schizophrenia
F205 Residual schizophrenia
Primary Diagnosis Code:* Present on fssion:*  Diagnosis Related GroupsiDRG): 3 F208 Other schizophrenia
F2081 Schizophreniform disorder
F200 L | Select v| | F2089 Other schizophrenia
F209 Schizophrenia, unspecified

Cancel
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MPATH Provider Services Portal
Single Facility Claim Submission

Enter optional
information, then

select save and
continue

Other Diagnosis Codes
Mot : When you add Other Diagnosis Code, you are required to select Present on Admission.

Other Diagnosis Codes:  Present on Admission:

| QJ [select v]
| Q) (e v
| Q) [seen v]
| Q) [ v
| Q) [sec v
Admitting Diagnosis Code:  Member's Reason for Visit Diagnoses:

|

| QJ | QJ | Q]

Mata - When you add External Cause of Injury Codes, you are required to select Present on Admission.
External Cause of Injury Codes:  Present on Admission:

Select

Select

Select

[
Il

Principal Procedure Code:  Date:

Q/ [mmoorrrey

Other Procedure Codes

Other Procedure Codes:  Date:

| Q] [mmponere
[ Q| [mapoirry
| Q| [wmporrrey
[ Q| [mmpoirry
|

Q| [y

Prior Authorization Number: Referral Number:

Service Authorization Exception Code:

| |Se|ect v|

Advanced Search

Are you submitting COB at the claim level?  Ovas ONo

Do you have attachments for this caim? O ves O No

Notes:

Enter optional

information

Select Save

and Continue

Save and Continue |

EVIOUS | Save and Exit || Cancel
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MPATH Provider Services Portal
Single Facility Claim Submission

~ Facility Claim Submission Form ? Help

» Terms and Agreements

Mote : Fields marked with an asterisk * are required.

Proviger Mame:* | Test Provider

MPLAP* 1234567890

Agree to
Terms and " | certify | have read the Terms and Conditions = that apply to this bill and are made a part thereof.

Conditions
SeIeCt SmeIt Previous Save and Exit Cancel




MPATH Provider Services Portal
Single Facility Claim Submission

Print/Save PDF of claim submission (optional).

- Facility Claim Submission Form

& Print
Thank yOU fOI' yOUF SmeISSIOH — éﬂr nt Claim: 220301101585
Claim Type: Facility

Your Claim was successfully submitted: QC22030110158541
Provider Detail:

Billing Provider:

NPI/APL:

1234567890

Print

Destination

3 2 pages

42



MPATH Provider Services Portal
Developing a (Service specific) Facility Claim Template

Hover the mouse over

“Claims” in the myMenu
section on the left navigation Claim Submission History
and select “Claim Remittance Advid
Submission Templates”

h

2

Claim Submission in Progress

Provider Profile _ o
Claim Submission Templates

Provider Enrollment . .
Professional Submission

Provider Directo . o
v Facility Subrmission

Account Administration o
Dental Submission

Bulk HIPAA Transactions




MPATH Provider Services Portal
(Service specific) Facility Claim Template

To create a template, select Create Facility Claim Template. Templates
may be Member or Service (without member) specific.

1

k|

“laim Submission Templates

cility Claim Template 5 ? Help

A t
& ¥

~ Claim Submission Templates ? Help

~ Member Details

Enter MeXnber 1D
Maximum Templates Allowed : 2000 Filter your results:

)
Actions Name & Date Last Modified 4

Mo claim submission templates found.

: At ris Showing 0 te 0 of O entries 1< ¢ > >l Select Save and
Select “Create Continue

( Facility Claim Create Facility Claim Create Dental Claim
5 Submission Submission Template Submission Template

Template”
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MPATH Provider Services Portal
(Service specific) Facility Claim Template

- Facility Claim Template ? Help Click the ”?Help”
link on any page for
i o . :

Claim Information more information

Mote : Type of Bill value field is 4 character code with the first value always being zero. To void or replace a claim, enter the original
submitted Type of Bill, change the last digit to & (Void) or 7 (Replacement) and enter the 17-digit MMIS ICN in the Original MMIS

ICM field.
Type of Bill.  Inpatient or Outpatient? Statement Period From: Statement Period Through:
| Select v| ||__,| NDDAYYY | ||__, MDDAYYY |
Admission Admission Admission Source of  Discharge Member Discharge
Date: Hour: Type: Admission: Hour: Status:
||__, MDDMYYY | | Select V| | | | | | Selact V| | |

Mate : Changing only the Type of Bill on the claim cannot be done via electronic adjustment. This must be done using the
Individual Adjustment Request.

Condition Codes ?

Caondition Codes:

N N N B |

Occurrence Codes

Occurrence QOccurrence .
Date:
Code:

Date:




MPATH Provider Services Portal
(Service specific) Facility Claim Template

Dynamic data (Date of Service, Diagnosis) is entered when submitting the template.

E nte r Statlc Type of Bl Inpatient or Qutpatient? Statement Period From: Statement Period Through: Claim Details

[0120 | | Inpatient v| [rraporrree B [mraporreer B 1 ) ) ) . 2
data for the Mote : Use a comma "," if muliple values are needad in Modifier field.

Admission Admission Admission Source of  Discharge Member Discharge Revenue

Date: Hour: Type: Admission: Hour: Status: Code: HCPCS Code: Modifier: From Date: To Date: Service Units:  NDC:  Total Charges:

template (oo B [sdeav] | ] [T ] [seav] o2 ] _
(0120 Q| Q| |[awoorvvy B|[mamonory BB | mpc [sis000 g C
Mote : Changing only the Type of Bill on the claim cannot be done via electronic adjustrnent. This must be done using the | Q| | Q” || D ” AT ” | NDC @_

Individual Adjustment Request.

Condition Codes ?

Condition Codes:

N O N O |

Accident State:

Occurrence Codes

3

Save and Continue Previous Cance|

Occurrence . Qecurrance .
Date:
Code:

Select Save
and Continue

Date:
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MPATH Provider Services Portal

(Service specific) Facility Claim Template

Save Template, naming service specific template for quick reference

“Facility Claim Template Qe

- Save Template

Please enter a claim submission template name.
Name template Template ame*  Psych Eval Facil

Mota(s):

Template Name must satisfy the following conditions:
a. Minimurn length: 3 characters.

0. Maximum length: 35 characters.

<. Cannot contain special characters other than: Space " * or Underscore *_" or Dash "- /

Select Submit

» Claim Submission Templates

Maximum Templates Allowed : 2000
Actions

7 M

Show entries

Create Professional Claim
Submission Template

Name

Psych Eval Facil

Create Facility Claim
Submission Template

? Help
2

Filter your results:

Create Dental Claim
Submission Template

4 Date Last Modified =
03/08/2024
Showing 1 to 1 of 1 templates 1< € > >
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MPATH Provider Services Portal
(Service specific) Facility Claim Template

Hover the mouse

over “Claims” in the -
myMenu section on Claim suomission History 1 M |3im submission Templates 5 7hep
the left naVlgat|on Remittance Advice : S
" . Claim Submission in Progress ,
and select “Claim Maximum Templates Allowed : 2000 Filter your results: |
. Provider Profile _ L
Submission laim Submission Template Actions Nare A DatelastModfied &
Templates” to access Provider Enrollment o ofessional Submission 7 1 psvch Eval Facil 03/08/2024
saved Temp|ates Show .cn_mri,c-_s Shawing 1 ta 1 of 1 templates 1< € > >l

Provider Directo . o
v Faclty Submission

A + Administrati Create Professional Claim Create Facility Claim Create Dental Claim
cooun rhinistration Dental Submission Submission Template Submission Template Submission Template

Bulk HIPAA Transactions
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MPATH Provider Services Portal
(Service specific) Facility Claim Template

Select your
provider NPI.
All other
associated
demographics
will be
automatically

populated.

Enter other
optional
provider data
as needed.

- Billing Provider

Mote : Fields marked with an aster

Team Number:*
Enroliment Unit:*
Other Provider(s)

Attending Provider

sk * are required.

1234567890

Test Provider

|Montana IMedicaid (HMEK Plus) ‘

[ Montana Medicaid (HMK Pius) v|

[ In Home Supportive Care v|

MISSOUL

[JThere is an attending provider for this claim

Operating Provider

[ There is an operating provider for this claim

Other Provider 1

O There is an other provider for this daim.

Other Provider 2

Se I ect Save [ There is an other provider for this daim
and Continue
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MPATH Provider Services Portal
(Service specific) Facility Claim Template

Enter Member ID and click “Search” Enter Patient Account Number (optional) if necessary.

- Professional Claim Submission Form

- Member Details

Mote © Fields marked with an asterisk * are reguired.

Enter Member ID:* /
Select Search (1234567 |

Enter Member ID:*

Mernber ID: [1234567

4ti9'|t Account Mumber: |

First Mame: | Test

Middle Name: |

Last Mame: | Member
Date of Birth: |
Gender: [Mzle

IMailing Address 1: |

Iailing Address 2: |

City: |
State: |MT
ZIP: [59521-0000

2

Select Save
and Continue
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MPATH Provider Services Portal
(Service specific) Facility Claim Template

Template retains the static data entered allowing for dynamic data entry.

Type of Bill.  Inpatient or Qutpatient? Statement Period From: Statement Period Through: Claim Details 2
| 0120 | | Inpatient  w | ||.-'| WODAYYY | MM/DDAYYY 1
Mote - Use a comma “, " if multiple values are needed in Madifier field.
Admission Admission Admission Source of  Discharge Member Discharge HEIEE
Date Haur: Tyoe: Admission:  Hour: Status: Code: HCPCS Code: Modifier: From Date: To Date: Service Unitss NDC:  Total Charges:
maooarrey B [selectv] [ | [ | [seleciv] [0z | -
(0120 Q| Qll | [onaorrvey B8] [wmorrry BB | noc [sis000 i
Mate : Changing only the Type of Bill on the claim cannot be done via electronic adjustment. This must be done using th )
Hover over a ny Individual Adjustment Request. | Q| | Q” || MMDDN Y ﬂ| MMDDN Y ﬂ| | MNDC m

“?” tosee a
quick list of

Condition Codes ?

Condition Codes:
N O O
ReveNUe  |\cpcs Code:  Modifier:  From Date: To Date: NDC:  Total Charges:*

Accident State: Code:*

=
= [o120 Q| Q| ~ |[o6r142024 [¥|[osr142024 BE|[1 | mpc .
Total Charges: | Add |

common
values

Occurrence Codes

Occurrence QOccurrence
Date: Date:

Select Save K
and Previous Cance

Continue
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MPATH Provider Services Portal
(Service specific) Facility Claim Template

- Facility Claim Submission Form ? Help

» Terms and Agreements

Mote : Fields marked with an asterisk * are required.

Proviger Mame:* | Test Provider

MPLAP* 1234567890

Agree to

Te rms a nd " | certify | have read the Terms and Conditions = that apply to this bill and are made a part thereof.

Select Submit

Conditions




MPATH Provider Services Portal
(Service specific) Facility Claim Template

Print/Save PDF of claim submission (optional).

- Facility Claim Submission Form

& Print 2 Print 3 2 pages
Thank you for your Submission _ & Claim: 0220301101583
Claim Type: Faclity Destination B soveaseor v
aim was successfully submitted OC22030110158541 Provider Detail: -‘ N - |_
Billing Provider:
NPI/APT: 1234567890
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MPATH Provider Services Portal
Claim status

Enter
Member ID
(Card#/SSN)
and click
“Go”

Provider Services Portal Home Page

j98".. DEPARTMENT OF m Q :-, @ E|
ﬂOPNI:"-ﬂjA PUBLIC HEALTH & Home Contact Us Account Settings  Log Out

HUMAN SERVICES

1

.

- Member search -

Find everything you need to
know about a member in just
one search!

@ Search By Member ID

O Search By Member Mame
O Search By Member 55N

Member ID:*

1234567

Service Date:”

06/14/2024 s

Hello, AaronProd MPATH login: 5/14/2024

¥ myMenu Provider Resources Forms FAQs

Claims @
Remittance Advice

Provider Profile

Provider Enroliment

Provider Directory

Account Administration

Bulk HIPAA Transactions

—

- Member search

Find everything you need to
know about a member in just
one search!

® Search By Member ID

(O Search By Member Name
(O Search By Member 55N
Member ID:*

1234567 |

Service Date: ™

06/14/2024

* Member search

Member found!

You are currently viewing:
Test Member |1234567

Select Clear Search

“Claims

Inquiry”
and click
“Search”

@ Claims Inquiry
O Eligibility

N search
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MPATH Provider Services Portal
Claim status

Select/Enter
Search
criteria as
necessary

» Member search

Hi AaronProd MPATH

Claim search

NPUAPL [ 1234567050

| want to view:

Claims Detall

Claims for
@| Test Member
(06/14/2000) -~ Claim search results
Time period
From Date: Member: TestMember 1234567 7

|C'6f1 4/2024 You are viewing: Claims for NPI/API 1234567890 and time period from 06/14/2024 to 06/14/2024.

To Date:
[06/14/2024

~ Claim BCTiVity @Download &Print  ? Help
Claim number

Patient account number

Filter your results:

OFTUM

A A  SERVICE 4 MEMBER 4 A A BILLED 4  PLAN

| ‘ IcN cLam % DATE ¥ NAME ¥ PROVIDER 3 STATUS AMOUNT ¥ pays ¥
HNUMBER

22419900255 0C2241 06/14/2024 Test Member Test Provider F1 $10000 SSOOO

Showing 1 to 1 of 1 Claims 1< < > >l

Show entries
» myMenu
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MPATH Provider Services Portal
Claim status

-~ Claim activity 1 ®oownoad @pint el | = Claim act vity 2 o B =T T

Filter your results: Mo | 22419900255008999 0C224110158541 m
OPTUM

SERVICE o MEMBER 4

BI PLAN
KN *  cLam A& DATE ¥ Name ¥ PROVIDER § STATUS§ AM'E.LEDNT ¥ s ¥ Member: Test Member Total zmourt billed: $100.00
NUMBER Date of Service: 6/14/24 ey .
Patient Account Date Processed: 6/14/24 SCEERAT TR S $50.00
‘ 22419900255 0C2241 06/14/2024 Test Member Test Provider | F1 || $100.00  $50.00 et Tos SRRV
Payment details
Claim status,  F1:FiralizedPayment Payment number; 0000054 2396
Payrment date: 6/14/23
Payrnent amaount: $50.00
Test Provider Cost for Amaount billect $100.00
cst Trovide this service  Amount paid by plan: | $50.00
6/14/24
90791




MPATH Provider Services Portal
Remittance Advice

Provider Services Portal Home Page

Wills GAMPATH B &

Provider Services Home  Contact Us Account Settings

- Member search

Member search
Enter Member ID *

~ myMenu
- myMenu

Select “Remittance Advice” in B - s y | Claims 2

Claims

the myMenu SeCtion On the Remittance Advice .- = , I

Remittance Advice

N

left navigation.

Hello, Test Provider Last login: 3/7/2024

Provider Profile

Provider Enrollment Provider Resources Forms FAQs

: ; £y
Provider Directory = @

Account Administration

Bulk HIPAA Transactions
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MPATH Provider Services Portal
Remittance Advice Retrieval

Select NPl and PID/EU (if
necessary). Select Remit
Date and select from/to
date. Click Search.

Click “View” under the PDF
header.

» Member search 2 Hi Test User

Remittance advice
Remittance Advice

search

Mote : Fields marked with * are
reqrumed

& - - - I' my 3 = s
S 1234567890 Remittance advice search results

FIOVEL 1234567 ; der NFUAR: 1234567890

I want to search by

# EFT numbser

» Chegk numiber dvi L

» Rerittance advics numiber nce agdyvice ElLII-.-'J'[:,-

= Remit date 1 2
Frown Date
(e WA o DNE o e 4

To Date: ®
1234567

Showe |10 w |entries

e

1 o3
[11/032022 & 0342022 )

e oa2IR0e2 1234567 §
m p LErwwry ONTA2022 1234567 FETEEL

%

Filter your resulis: |

' PAFMENT

Y TETYT AMOUMT T
Cnecic §29633 52
Checic
Check
Check 35835

Showing 1 to 4 of 4 forms

iou ane viewing: Remittance Advice for WPVARI 1234567890 and time period from 11022002 to

POF
e
Wy
e

1€

11032022

T Help

Do

{f

£ 2 2
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MPATH Provider Services Portal
Electronic Adjustment (void/replace)

Electronic Adjustment (void or
void/replace) either voids a claim

entirely or reverses and replaces The following claims cannot be adjusted electronically:
a PAID claim.

* Claims over 12 months from paid date (use paper form)

Claims that have already been adjusted (use the ICN of the adjusted claim
instead)

Claims that are over lines (Split or Overflow claims)
Financial adjustments (aka gross adjustment)
Denied or in-process (suspended) claims

The Adjustment is “as the claim
should be” not only what is
changed. What is sent is the
entire new claim. Always include

previous required information
(Prior Authorization number,
Paperwork Attachments, COB) to
avoid denial.
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MPATH Provider Services Portal
Electronic Adjustment (void/replace)

Only PAID (even paid at SO) can
be adjusted. Only the 17-digit
MMIS ICN from the remittance
advice is valid for Adjustments —

any other value (Optum claim#,
Member ID, Account Number)
will electronically reject as “not
found.”

- PAID CLAIMS - MISCELLANEOUS CLAIM

1234567 Test Member 05222008 05222004
‘ ICN 22419900255008999 = PATIENT NUMBER=1335317450

1234567 Test Provider

1.000 99394

347.00

149.27
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MPATH Provider Services Portal Professional Claim
Electronic Adjustment (void/replace)

Provider Services Portal Home Page

MONTANA an iy )
DPHlig (WMPATH n B & A T
- Provider Services 1 Home  ContactUs Account Settings  Log Out

Claim Submission History

ICIaims 2@_

Remittance Advice

- Member search

Member search . —

Claim Submission in Progress

Hover the mouse over

Claim Submission Templates “Claims” in the myMenu
section on the left navigation
and select “Professional
Facility Submission Claim Submission”

Provider Profile

Enter Member ID ~ ——

Provider Enrollment _ o
Professional Submission

Provider Directory

[ o |

Claims

Account Administration o
Dental Submission

Remittance Advice

Hello, Test Provider Last login: 3/7/2024

Bulk HIPAA Transactions

Provider Profile

Provider Enroliment Provider Resources Forms FAQs

; : A
Provider Directory =
I =
=

Account Administration

Bulk HIPAA Transactions

22024 Optum, Inc. All rights reserved

61



MPATH Provider Services Portal Professional Claim
Electronic Adjustment (void/replace)

~ Billing Provider

Select your

Mote - Figlds marked with an asterisk = are required.

p:'IOthger NPI, NPUAP* [ 1234567890 -
all other

Provider Mama:* Test Provider

a S S O Ci ate d Program/haiver: [Montana Medicaid (HMK Plus) |
. Spedialty:* [ Community/Behavioral Healkh/SDMI HCE v |

demographics Sence Locaton Address 1:
Wi I I be Service Location Address 2: |:|
automatically
populated. e

Enrollment Unit:* 1234567

Enter other Referring Provider
0] pt|0na| O There is a referring provider for this claim.
provider data Orderng Frover
as needed.

[ There is a ordering provider far this claim.

Select Save

and Continue




MPATH Provider Services Portal Professional Claim

Electronic Adjustment (void/replace)

Select Search

Enter Member ID (Card#/SSN) and click “Search” - Enter Patient Account Number (optional) as desired.

- Professional Claim Submission Form

1

- Member Details

Mote © Fields marked with an asterisk * are reguired.

Enter Member ID:=

Enter Member ID:*

1234567 | 2

Member ID: [1234567 |

First Mame: | Test
Middle Name: |

Last Name: | Member
Date of Birth: |

Mailing Address 1: |

Nailing Address 2: |

|
|
Gender: [zle |
|
|
|
|
|

City: |
State: |MT
ZIP [53521-0000

Select Save

and Continue

LA patiant Account Number | |

Save and Continue Previous

Member
demographics are
automatically

populated when
entering a valid
Member ID

Save and Exit ‘ Cancel
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MPATH Provider Services Portal Professional Claim
Electronic Adjustment (void/replace)

~ Professional Claim Submission Form , ‘ CIICk the ”?Help”
link on any page for
more information

= Claim Information

MNote : Fields marked with an asterisk * are required.

Note : Do not include any decimals when entering Diagnosis Code Information. Enter at least first three (3} characters of a Diagnosis and/or
Procedure code before wtilizing the search icon.

Diagnosis Codes

Diagnesis Codes (ICD 10) Enter at Ieast One
ararararar g Diagnosis Code

Claim Details

2
Note @ or NDE indicates al required fields for COB or NDC have been entered.

g Diagnosis e

Emergency Family

From Date* To Date* POS* HCPCS Modifier e Charges* or COB NDC EPSDT __ .
Painter = Service Planning

Code* Units*
(Do B [ MDD B select || a1l s ] com
(oA Mo | [Select v )| QL E T ces
[y | oo B [Select v | Q| 5 ] cos
(Mmoo | (oD | select ]| | [E | coe
[ | oo B [Select v | Q| |E [ ces
(oA Mo | [Select v )| QL E T ces
[y | oo B | [Select v | |l 5 [ ] cos
(Mmoo | (DDA | select ]| | [E ] cos
[ | oo B [Select v | Q| |E ] cos
(Do B [ DD B select || a__ |l s [ ] cos moc
Total Cherges[§ |

Mote : Total Claim Lines are limited to a maximum of 50 for each submission

Enter required fields: Service Date(s),
Place of Service Code, Diagnosis
Pointer(s), Charges, and Units .

3

=
=]
3]

O o
oo

=
o
o

O
O

=
o
s}

=
=]
5]

=
o
o

=
5
o
O
O

E
Joodouoon

=
o
o

oo
[N

g |
3
3

O
O
B8 85885858 8 5

1

5]
(e]
L]
]
]




MPATH Provider Services Portal Professional Claim
Electronic Adjustment (void/replace)

Enter the Diagnosis
Code. The magnifying
glass will allow users to
search for the specific
Diagnosis Code if
unknown.

Enter at least first three
(3) characters of a

Diagnosis to search
code list.

Diagnosis Codes

Diagnosis Codes (ICD 10):

Search Results x
L

2™ Cole [ Deapion

1+ 5 & F20 schizophrenia
Q| | Ql | Q| F200 Paranoid schizophrenia
10 1" 12 F201 Disarganized schizophrenia
F202 Catatonic schizophrenia
Q' | Q| | /Q| F203 Undifferentiated schizophrenia
F205 Residual schizophrenia
Diagnosis Codes F208 Other schizophrenia
F2081 Schizophreniform disorder
Diagnosis Codes (ICD 10): 3 F2089 Other schizophrenia
1. 3 a 5 & E209 Schizophrenia, unspecified
[F200 Q| QJ | QJ | QJ | QJ | Q
7 B 9 10 11 12
| QJ | QJ | QJ | QJ | QJ | QJ

Cancel
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MPATH Provider Services Portal Professional Claim
Electronic Adjustment (void/replace)

Enter Date of Service, select Place of Service, CPT/HCPCS (Enter at least first three (3) characters of a

CPT/HCPCS to search code list), Modifier (optional), Diagnosis Pointer(s), Charges, and Unit(s).

CF1/ Days

Diagnosis
Pointer*

Emergency Family

From Date* To Date* POS* HCPCS Modifier ) .
Service Planning

Charges* or COB NDC EPSDT

foie Unis= Search Results x
- fosros2022 (03082024 [ ~][s07e [ s 150.00 |[1.0¢] coe ' .
fozail PSYCH DIAGNOSTIC EVALUATION

PSYCH DIAGNOSTIC
EVALUATION;Increased Procedural Services

2 9079122

Claim Details 070122 PSYCH DIAGNOSTIC EVALUATION; Unusual

Note - GOB or HBG indicates 2l required fieids for COB or NDC have been entered. 3 I PSVCH DIAENOS;IECS%L?EFUATION;I‘»‘Iultiple
S rocedures

[03/082024 [H|[03082024 EE[11 ~|[e0721 Q| 4 || [$15000 |10 coe moc [ | O O @~ e EVALUA'I'?I\‘SC‘)TI:\I:;'E_Jis[-):lgr?til\rfesc?Igrccedure

(00 VBB oo B seect v QY| T Jee we[] O O @ o eltes Procadure or Semice by e

ooy Q7 [ Jews we[ ] O O @ sssiag | ssme s o Ot Qulfed e

MDD VB MDD VB select v | q I E e wc[ ] O O @ - PSYCH DIAGNOSTT;nEc:fALUATION;Distinct

(DD B [vDo i [ select v | q I [E [ Jeoe mee | | O O fi L Procedural Service <

[MroDrn v ER|[ MDDy R [Select v || q I [E [ Jcoe mec| | O O f

MDD Y YV MDD Y Y Y| Select v || Q| I |5 [ Jcoe mc| | O O i

MDAV MDD Y YBR[ Select v || q I s [ Jcoe mc| | O O

(DDA B [vDD i [ select v | q I [E [ Jcoe moec | | O O

MDD YRR MDD B [ Select v || QJ I |5 [ Jeoe moe [ | O O .

Total Charges:



https://www.cms.gov/medicare/coding-billing/place-of-service-codes/code-sets

MPATH Provider Services Portal Professional Claim
Electronic Adjustment (void/replace)

Click Yes on “Is this a void or replacement of a previously submitted claim?” radio button \

]

Cllck Yes on IIIS thls a VOld or replacement Is this a void or replacement of & previously submitted claim: ® ves () Mo
of a previously submitted claim?” radio

Select the Meadicaid Resubmission Code:* | Replacement of prior ¢ V|

2

Enter the Original MRIS ICH:* |224‘|990025500899‘5‘ |

button. Select submission code . Enter the |§
17_digit MMIS ICN Are you submitting COE at the claim level? O ves O Mo

Is the member's condition related to:
First date related to Member's condition:
Is this a void or replacement of & previously submitted claim: ves () Mo Is this Member deceased?* O ves ® Mo
Select the Medicaid Resubmission Code:* Is member unable to work in current occupation?* O Yes @ o
1 Is hospitalization related to current services?* O Yes @ Mo
Entar the Original MMIS ICM:* ‘: Replacement of prior claim Clinical Laboratory Improvement Amendment Number needed for this claim? * O ves @ Mo
Vioid of prior claim L _
Is there & prior autnorization for this claim?= O ves @ Mo
Is there a Referral for this claim?* O Yes @ Mo

Do you have attachments for this claim? =

O ves @ o

Select Save

and Continue [ seveard coniwe |

Save and Exit ‘

Cancel ‘F




MPATH Provider Services Portal Professional Claim
Electronic Adjustment (void/replace)

» Professional Claim Submission Form ? Help

» Terms and Agreements

Mote : Fields marked with an asterisk * are required.

Proviger Mame:* | Test Provider

Ag re e to N [ o 1234567890

Te rms a nd " | certify | have read the Terms and Conditions = that apply to this bill and are made a part thereof.

Conditions
Se I ect S U b m it Previous Save and Exit Cancel
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MPATH Provider Services Portal Professional Claim

Electronic Adjustment (void/replace)

Print/Save PDF of claim submission (optional).

~ Professional Claim Submission Form

& Print 2

Thank you for your Submission _ = Claim: OC240308P03 17908

Claim Tvpe: Professional

aim was successfully submitted: OC240308P0517496. . .
Provider Detail:

Billing Provider:

NPL'API: 1234567890

Print

Destination

3 2 pages
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MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

Provider Services Portal Home Page

nﬁiﬁs (0 MPATH

Provider Services

- Member search

Member search

Enter Member ID ~

- myMenu

Claims

Remittance Advice
Provider Profile

Provider Enroliment
Provider Directory
Account Administration
Bulk HIPAA Transactions

22024 Optum, Inc. All rights reserved

L —
L ——
L —

Hello, Test Provider

Provider Resources

1

A

Home

-
flﬂ)" 5
Contact Us

My Ir"-.
L
Account Settings  Log Out

Last login: 3/7/2024

FAQs

)

Claim Submission History

ICIaims 2@-

Remittance Advice

Claim Submission in Progress

Provider Profile _ o
Claim Submission Template

Hover the mouse over
Professional Submission “CIaims” in the myMenu
Facility Submission section on the left navigation

and select “Facility Claim
Dental Submission Submission”

Provider Enrollment

Provider Directory

Account Administration

Bulk HIPAA Transactions
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MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

Select your
provider NPI,

- Billing Provider

Mote : Fields marked with an aster

sk * are required.

Pl/APL* 1234567890
a” Other Provider Na Test Provid
. ragram/w; [Montana Medicaid (HMK Pius) |

associated (CCerer i =
demog raphic Service Location
s will be ddre
automatically
populated. __

Code:

Unit [ 1234567 ]
Enter other e vt

optional
provider data
as needed.

Attending Provider

[JThere is an attending provider for this claim

Operating Provider

[ There is an operating provider for this claim

Other Provider 1

O There is an other provider for this daim.

Other Provider 2

Se I ect Save [ There is an other provider for this daim
and Continue
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MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

Select Search

Enter Member ID (Card#/SSN) and click “Search” - Enter Patient Account Number (optional) as desired.

- Professional Claim Submission Form

1

- Member Details

Mote © Fields marked with an asterisk * are reguired.

Enter Member ID:=

| Search

1234567

v

Enter Member ID:* 2

1234567 | Member
Demographics will be

Member ID: 1234567 B automatically

Patient Account Number: | |

populated when

First Mame: | Test |

Middle Name: | | entering a valid
Last Name: | member B Member ID

Date of Birth: | |

Gender: [zle |

Mailing Address 1: | |

Nailing Address 2: | |

City: | |

State: [T |

ZIP [53521-0000 |

Select Save
and Continue —

Save and Continue Previous

Save and Exit ‘ Cancel
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MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

Change the last digit of the originally
submitted Type of Bill to 8 for Void and
enter the 17-digit MMIS ICN.

Change the last digit of the originally
submitted Type of Bill to 7 for Void
/Replace and enter the 17-digit MMIS
ICN.

Mote : Type of Bill value field is 4 character cods with the first value always being zero. To void or replace a claim, enter the original
submitted Type of Bill, change the last digit to 8 (Void) or 7 (Replacement) and entar the 17-digit MMIS ICN in the Criginal MMIS
ICM figld.

Type of Bill:*  Inpatient or Outpatient:* Statement Pericd From:* Statement Pericd Through:*
|0127 ﬁpatient v| MDAy B MIMDDAYYY B

Enter all other

Admission Admission  Admission  Source of Discharge NWember Discharge
Date:* Hour:* Type: = Admission:* Hour:* Status:*

[irvoorrree BH| [ select v | | || | [selectv| | |

claim data as
required.

Original MMIS ICH:*

[22419200255008992 |

Mote : Changing only the Type of Bill on the claim cannot be done via electronic adjustmeant. This must be done using the
Individual Adjustment Reguest.
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MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

- Facility Claim Submission Form

~ Claim Information

Maote - Figlds marked with an asterisk * are required.

Mot - Type of Bill value field is 4 character code with the first value always being zero. To void or replace a claim, enter the original

submitted Type of Bill, change the last digit to & (Vioid) or 7 (Replacement) and enter the 17-digit MMIS ICN in the Original MMIS
ICM figld.

| Type of Bill: Inpatient or Outpatient:* Statement Period From:*®  Statement Period Through:*

027 [iotent_"

Admission Admission  Admission Source of  Discharge Member Discharge
Date:* Hour:#* Type: * Admission:* Hour:* Status:*
[MmvDDANYY [selectv]| | | | | [selectv] | |

Criginal MMIS ICN:*
|22419300255008999 |

Mote - Changing only the Type of Bill on the claim cannot be done via electronic adjustment. This must be done using the
Individuzl Adjustment Request.

Condition Codes:

e I e e I e e e e e
Accident State:

7 Help

Click the ?Help link

on any page for
more information

Enter required fields: Type of Bill,
Inpatient/Outpatient, From/Through
Date(s), Admit Type/Source/Status

Other fields may be
required based on
selections
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MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

Hover over any
“?” to see a

quick list of
common values

Occurrence Codes

Occurrence Occurrence
Date: Data:

Code: Code:
]

Occurrence Span Codes

ol

Qccurrence
Span Code:

Cccurrence

Span Cods: From:

From: Through:

Through:

[MmDDAYYY [y E

[MiDDreryy [MDDAYY

| MBADDNY Y Y | MRDIDN Y Y

[mwoorrey B [maooreey B E

[aporery Bl [mamoreery

]
E |I'-.-"I"-.-1.-‘DD.-'“|"' VY |r'-.-'1"-,-1.-‘DD.-"(‘ Y E
]

[MmDDAYY [y E

[y [MvDDArey

= | [ |

Value Codes ?

Value Code:  Amount/Days: Value Code:  Amount/Days:

[N | IS b N | B

Value Code:  Amount/Days:
9

10

1

12

I [

Enter optional fields as necessary:

Occurrence Codes, Occurrence Span
codes, Value Codes.

Value Codes 2

To report Personal Resource Amount for
a skilled Mursing Facility claim enter
Value Code 31 and enter the dollar
amount into the Amount/Days field.

Value Code:  An

tDays:

r | ||
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MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

Enter Revenue Code,
Optional HCPCS Code,
Optional Modifier, Date(s) of
Service, Units, and Charges

Claim Details

()
Note : NDC indicates 2 required fields for NDC have been entered.

Mate - Use 3 comma ",

if multiple values are needad in Modifier field.

Tﬂg;“f HCPCS Code:  Modifier:  From Date:* To Date:* Eg‘f
Q| Q|| |[raorrery B [maoprerry B |
Ql| Q|| |[raraorery B [amprerry B |
Q| Q|| |[rramorrery B [namprerry B |
Q| Q|| |[rramorrery B [amprerr B |
Q| Q|| |[reamorrery B[ raoreery B |
Ql| Q|| |[meamorrery B[ raoorere B |
Ql Q|| |[meamprrery B[ naoorere B |
Ql Q|| |[meamorrery B[ naooreere B |
Ql| Q|| |[meamorrery B[ raooreere B |
Q|| Q|| |[meamorrery B[ raooreere B |

NDHC:

MOC

Total Charges.*

Total Charges: [§

|
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MPATH Provider Services Portal Facility

Claim Electronic Adjustment (void/replace)

Enter the Revenue
Code. The magnifying
glass will allow users to
search for the specific
Revenue Code if
unknown.

Enter at least first three
(3) characters of a
Revenue Code to
search code list.

Revenue
Code:*

HCPCS Code:

Modifier:

From Date:* To Date:*

Service
Units:*

NDC:

Revenue

HCPCS Code:

Code:*

wiodifier:

HOBTT&Z022 0] 06/142024 B

From Date:* To Date:*

Service

Units:* NDC:

lo120 Q|

Q||

3

|[06/142024 [¥|[06M42024 B[

Total Charges:*

Total Charges:*

S13000 i

Search Results

Room & Board Semiprivate (Two Beds)-

General Classification

Room & Beard Semiprivate (Two Beds)-

0121 Medical/Surgical/GYN
0122 Room & Board Semiprivate (Two Beds)-
I Obstetrics (OB)
Room & Beard Semiprivate (Two Beds)-
0123 o
Pediatric
Room & Board Semiprivate (Two Beds)-
0124 R
Psychiatric
Room & Beard Semiprivate (Two Beds)-
0125 :
Hospice
Room & Board Semiprivate (Two Beds)-
Detoxification
Room & Board Semiprivate (Two-Beds)-
o127
COncology
0122 Room & Board-Semiprivate (Two-Beds)-

Rahzhilitatinn

-

-

Cancel




MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

Enter the optional FEE;EZ:J*E HCPCS Code:  Modifier: From Date:* To Date:* E'::;;cf Total Charges:*

HCPCS Code. The

magnifying glass will

allow users to search =1 SIS

for the Speciﬁc HCPCS EVALUATION; Increased Procedural Services
Service 9079151

PSYCH DIAGNOSTIC EVALUATION; Unusual
. Anesthesia
Cod e |f un known . Revenue PSYCH DIAGNOSTIC EVALUATION;Multiple
— HCPCS Code: Modifier: From Dgie:* To Date:* _ Total Charges: Frocedures
Code:* Units:* 9079152 PSYCH DIAGNOSTIC
== EVALUATION;Reduced Services

[o6r1472024 BH|| 061142024 BH|[1 S 55VCH DIAGNOSTIC
_ EVALUATICN;Discontinued Procedure

|[06r1472024 | 06142024 |1

9079123

Enter at least first three
PSYCH DIAGNOSTIC EVALUATION;Staged
(3) Ch a r‘a Cte r's Of a or Related Procedure or Service by the

9079158 Same Physician or Other Qualified Health

H CPCS to Sea rCh COd e Care Professional [;::iigg the Postoperative

. 9079159 PSYCH DIAGNOSTIC EVALUATION; Distinct .
ISt. Procedural Service

Cancel
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MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

Search Results ®
Enter the D|agn05|s Mate : Do not include any decimals when entering Diagnosis Code Infarmation. Enter at least-FrstThree (3) characters of 2 2 Code
. . Diagnosis and/or Procedure code before utilizing the search icon. 1 - 0 | schizoohrema |
Code. The magnifying —— sl .
E200 ! Paranoid schizophrenia
gIaSS will allow users to E201 Disorganized schizophrenia
. r- F202 Catatonic schizophrenia
SearCh for the Sp@lelC F203 Undifferentiated schizophrenia
Diagnosis Code |f F205 Residual schizophrenia
un known Primary Diagnosis Code:*  Present on ission:*  Dizagnosis Related Groups(DRG): F205 Other schizophrenia
. 3 F2081 Schizophreniform disorder
|F2I}D AfﬁrrSeler_—. v| | F2089 Other schizophrenia
F209 Schizophrenia, unspecified

Enter at least first three
(3) characters of a
Diagnosis to search
code list.

Cancel
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MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

Enter optional

information

Other Diagnosis Codes
Mot : When you add Other Diagnosis Code, you are required to select Present on Admission.

Other Diagnosis Codes:  Present on Admission:

| Q [seea vl
| Q) [seke v
| Q) [seea v
| Q) [ v
| Q) [seea v

Add Diagnosis Code

Admitting Diagnosis Code:  Member's Reason for Visit Diagnoses:

| QJ | QJ | Q]

|

Mata - When you add External Cause of Injury Codes, you are required to select Present on Admission.
External Cause of Injury Codes:  Present on Admission:
Select

Select

[
1

Select

Principal Procedure Code:  Date:

Qj | MDDy

Other Procedure Codes

Other Procedure Codes: Date:

L
o
3
3
B

Q| [y

Prior Authorization Number: Referral Number:

Service Authorization Exception Code:

| | Select

Advanced Search

Are you submitting COB at the claim level?  Ovas ONo

Do you have attachments for this caim? O ves O No

Notes:

Enter optional

information

Select Save

and Continue

Save and Continue | Previous

| Save and Exit || Cancel
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MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

- Facility Claim Submission Form ? Help

» Terms and Agreements

Mote : Fields marked with an asterisk * are required.

Proviger Mame:* | Test Provider

MPLAP* 1234567890

Agree to

Te rms a nd " | certify | have read the Terms and Conditions = that apply to this bill and are made a part thereof.

Conditions

Select Submit




MPATH Provider Services Portal Facility
Claim Electronic Adjustment (void/replace)

Print/Save PDF of claim submission (optional).

- Facility Claim Submission Form

/'

Thank you for your Submission _ &

Your Claim was successfully submitted: QC22030110158541

1 ? He

& Print 2 Print
Claim: OC220301101585
Destination

Claim Type: Facility
Provider Detail:

Billing Provider:
NPL/APIL:

1234567890

Cancel
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Provider Relations Contact Information

Provider Relations Call Center:
(800) 624-3958

Monday through Friday 8am to 5pm MST

General, Claims, TPL, and EDI questions:
MTPRHelpdesk@conduent.com

Enrollment Questions and documents:

MTEnrollment@conduent.com

Note: Conduent helpdesks cannot accept secured emails, please do not include HIPAA/PHI/PII.


mailto:MTPRHelpdesk@conduent.com
mailto:MTEnrollment@conduent.com

Provider Relations Contact Information

MPATH Provider Services Helpdesk

MTEnrollment@conduent.com

When emailing the Helpdesk, please provide the following so we can research &
submit a help ticket to our Tech Team.

GovID:

Name:

Email registered:

NPI attempting/registered:
Phone number:

A screen shot of the error:


mailto:MTEnrollment@conduent.com
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