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In this instruction:

What and why of adjustments.

Some adjustment particulars.

Where to request adjustments.

Submitting an Adjustment Request (Professional).
Submitting an Individual Adjustment Request (Facility).
Submitting an Adjustment Request (Dental).
Adjustments For Clearinghouses

When to revert to paper.

When adjustments are rejected.




What is an adjustment?

OR

Mandates




Some adjustment particulars




Adjustment particulars

% No denied

12 months

s

(o]

Paid




More adjustment particulars

0 39118 11 505 002300  —
Only ICN —
All charges

H

Newest ICN




Where to request adjustments




Where to Request

Montana Medicaid Enterprise Systems Portal (MES)

MES Home ESPANOL HELP LOGIN

WELCOME TO
Montana Healthcare Programs

ACCESS YOUR ACCOUNT

EE -
g?‘% DEPARTMENT OF EEE— -
MONTANA PUBLIC HEALTH &

DPHHS HUMAN SERVICES CONFIRM YOUR IDENTITY

State Employee Log in

For security purposes, two factor authentication is required to verify user’s
identity for login. Sign-in requires a combination of user name, password,
and a mobile phone or email.

Montana's Medicaid Enterprise Systems (MES}

Choose an authentication method.

Send one-time password to:

Email OTP to: tes**¥****@k+rk¥*a com 5]

HOME
To change default authentication method, go to "Account" tab in the top righ)
corner of the home screen after logglng in. UAT | Training,
MY TOOLS - UAT

i Optum o,

s://medicaidprovider.mt.gov/providerenrollment



https://portal.mt.healthinteractive.net/icapPortal/
https://medicaidprovider.mt.gov/providerenrollment

Professional

Where Else to Request

Claim Instructions

Claims System Modernization - New Montana Healthcare Programs Claims System Coming in 2027

The Department of Public Health and Human Services is pleased to announce we have contracted with Gainwell Technologies to implement a new system for
processing and paying Montana healthcare claims. The claims project kicked off in October 2024, with plans to roll out the new system in 2027. For more information
and to subscribe to receive updates to your inbox, please visit Claims Modernization on the DPHHS website.

New Provider Services Portal for Enrollment, Maintenance and Claims Entry available 12/13/2021.

Montana Healthcare Programs is excited to introduce a new Provider Services Module. Beginning December 13, 2021, you will notice a change to the online
enrollment links. All providers seeking to enroll with Montana Healthcare Programs will be directed to the new MPATH online application offering a more efficient way
to enroll, update information and easily submit claims!

MPATH Claims Entry Solution - The claims entry solution is an online tool allowing providers to manually enter claims. Available options include

im form templates - The system allows users to create and save templates for common claim submissi to start from scratch every time
tem has code res to assis) ‘

Electronic Submission Setup v
Electronic Submission Resources and Users Guides v
Electronic Claim Instructions ~
Paper Claim Instructions v
Electronic Adjustment Instructions v
Claims Training Resources v
Common Billing Errors v
Eligible Drug Manufacturers v
Additinnal FNI Informatinn v

https://medicaidprovider.mt.gov/claims

g

Facility

Dental


https://medicaidprovider.mt.gov/claims

Submitting an Adjustment Request

Professional Submission




Claim Status — Professional

JA M
@4 DEPARTMENT OF @ ]
(@M% PUBLIC HEALTH & Mome  icomacle  togou

WS HUMAN SERVICES

-~ Member search =z

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

® Search By Member ID
earch By Member Name
(_Search By Member SSM

Member ID:*

L 1

Service Date:®

MMDDACYYY [ 5]

Last login: 4282026

Hello, Conduent Test
* myMenu
Provider Resources FAQs

Forms

I Claims . L '
Claim Submission History

@

Remittance Advice
Claim Submission in Progress

Provider Profile s
Claim Submission Templates

Pravider Enrollment 2
Professional Submission

Provider Directory i f )
Facility Submission

Account Administration ——
Dental Submission

Bulk HIPAA Transactions

DEPARTMENT OF
PUBLIC HEALTH &
HUMAN SERVICES

Home > Claim Submission History

» Member search »

Claim Submission
History

3]
To Date:
3]

Home Contact Us Log Out

Hi Conduent Test

» Claim search results

You are viewing: Claims for NPVAPI 1003362864 and ume penod from 03/29/2026 10 04282026

= Claim activity

Member: FARNSWORTH, KEVIN

= B g Total amount billed $313.80
Date of service: Total amount paid $181.50
Patient account Date processed 0330726
Member FARNSWORTH, KEVIN Payment details
":'T?""bet' 10 Fs;; :;‘ e Payment number 584123
im 1 nalizedDen
et e = Payment date 0406726
Payment amount 5161.50
Line 1
E ATH & T UNITY HE ima Cost
Provider name:  MPATH NORTHWEST COMMUNITY HEALTHCARE ¢ Amount bifled s312.50
Provider NPVAPL 1003362864 this Amount paid by plan:$181.50
Date of senvice: 01/1326-01/1326 service

Procedure code: 90791




Search for Remittance — Professional

’ A o0 i
A% puBLIC HEALTH & n £ 5 e
Home Contact Us Log Out -
QA HUMAN SERVICES » Member se . Hi Conduent Test
i_-

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

® Search By Member ID

() Search By Member Name
() Search By Member SSN

Remittance advice

search . Remittance Advice

Mote : Fields marked with * are
required.

Only remittances with Date O] you experience a blank PDF Remittance Advice or 835 EDI, there may be no claims processed for
. Issued on or after September 01, the time frame you are inquiring on or the file is not available yet. Please check back at a later time.
2021, can be viewed and/or

Mernber ID:* BowHCEE, - Remittance advice search results
PID/EU:

Service Date:* I want to search by: To view remittance advice, use the remittance advice search portlet.
» EFT number

» Check number
+ Remittance advice number

Hello, Conduent Test Last login: 4/27/2026 * Remit date y
= myMenu To view remittance advice, use the remittance advice search portlet.
From Date:*

Provider Resources Forms FAQs .
06/01/2025 =]

Claims
E To Date:*
I Remittance Advice

07/31/2025 =
Pravider Profile

Search

©2026 Optum, Inc. All rights reserved.

- Remittance advice activity ? Help

Provider Enrollment

Pravider Directory

Account Administration

Bulk HIPAA Transactions




Remit Search Results — Professional

DEPARTMENT OF =
PUBLIC HEALTH & Home Contact Us Log Out
HUMAN SERVICES

Home > Remittance Advice

» Member search Hi Conduent Test

Remittance advice
search Remittance Advice

Fields marked with * are
required
Only remittances with Date @ you experience a blank PDF Remittance Advice or 835 EDI, there may be no claims processed for

Issued on or after September the time frame you are inquiring on or the file is not available yet. Please check back at a later time.
01, 2021, can be viewed and/or
downloaded

» Remittance advice search results
PID/EV: [Select PID/EU v |

| want to search by Provider NPVAPI: 1003362864

» EFT number You are viewing: Remittance Advice for NPVAPI 1003362864 and time period from 06/01/2025 to 07/31/2025.

+ Check number

* Remittance advice number - Remittance advice activity

~ Remit date
From Date:* |
losozo2s --
To Date:* Maven ¢ s ¢ o ¢ LUCT ¢ "I  woar ki
0713172025 5] 083925 01668862 000000000 £ 5161.50 Rownioad

091450 s68862 0000000 T $0.00 View  Download
Show[10_w] entries g 1 to 2 of 2 forms 163

©2026 Optum, Inc. All rights resenved.

AS OF 01/21/2026 HELENA, MT 59604

REMITTANCE ADVICE FOR MEDICATD/CHIP/MHSP
FRED' S FAMILTY CLINIC

123 E HIGHWAY RD
BUTTE MT 59701

VENDOR # 0001719771 REMIT ADVICE # 244219 EPT/CHK #020024060 DATE 01/26/2026 PAGE 5

NPI #: 1871685198 TAXONOMY: 193200000X
UNIT PROCEDURE
SERVICE DATES OF REVENUE TOTAL Co-
RECIF ID NHAME FROM TO SVC WDC CHARGES

DENIED CLAIMS - MISCELLANEOUS CLATM
FERCLATM TOTALFRREREFRdRdad i 207.00 0.00

DAVIS, HANNAH 01062026 01062026 1.000 99213 158.00 0.00
ICN 22600700255001990 PATIENT NUMBER=82291

0000706004 LOUISE EDEN PA-C

01062026 01062026 1.000 62211 28.00 0.00
FAACLATM TOTAL**®dkddddkddin 186.00 0.00
5441982 FARNSWORTH, KEVIN 06302025 06302025 1.000 &0791 178.50 101.48

ICN 22601500255003376 PATIENT WUMEER=78749

0001720381 EVE SVARINSKI

06302025 06302025 1.000 90832 135.00 80.02
**RCLATM TOTAL®*%kkddihk®dsdss 313.50 181.50
CLAIMS PENDING: MISCELLANEOUS CLATM
5167204 SMITH, HEATH 01162026 01162026 1.000 99213 158.00 0.00

ICN 22601900255002927 PATIENT NUMEER=82982

0001804777 IESSA NORBERRT

ALLOWED PAY REASON & REMARK CODES

a1

177 N30

31 MAGL

22 MAD4




Provider Services Portal Home Page

A m & A
() L 12 .

Account Settings Log Qut

~ DEPARTMENT OF
Pﬂf-lm PUBLIC HEALTH & Home  Comtact Us
HUMAN SERVICES

M

o — —T
~ Member sea -
Find everything you need to
know about a member in just
one search!
.

® Search By Member ID
(0 Search By Member Name

() Search By Member SSN

Member ID:*

Service Date:*

Hello, Conduent Test
~ myMenu
Provider Resources

Claims

Last login: 3/30/2026

FAQs

@

Claim Submission History

Remittance Advice 5 o
Claim Submission in Progress

Provider Profile A -
Claim Submission Templates

Provider Enrollment . L.
Professional Submission

Provider Directory o .
x Facility Submission

Account Administration .
Dental Submission

Bulk HIPAA Transactions




Provider ldentification

» Member search Hi Conduent Test

MPATH NORTHWEST
{ ’ COMMUNITY

a'a HEALTHCARE

Pmider;::::‘;l-mﬁs-zw = Professional Claim Submission Form ? Help
| Member Details
Claim Information
Terms and Agreements - Billing Provider
» myMenu Note : Fields marked with an asterisk * are required.
Provider Name:*
Program/Waiver:* |Montana IMedicaid (HMK Plus) |
Spedalty:* |CI|n|chenter; Federally Qualified Health Cerl
Service Location Address 1:*
Service Location Address 2 l:l
zp:
Taxonormy Code: *
Enrolment Unit:*

Referring Provider
[ There is a referring provider for this daim.
Ordering Provider

] There is 2 ordering provider for this claim.

Save and Continue




Member ldentification

DEPARTMENT OF
PUBLIC HEALTH &
HUMAN SERVICES

M -thn
PHH

Home > Professional Submission

» Member search 2

COMMUNITY
a'a HEALTHCARE
NPi#: 1003362864

[ provider Details
Member Details
Claim Information

ﬁ MPATH NORTHWEST

| Terms and Agreements

©2026 Optum, Inc. All rights reserved,

Hi Conduent Test

View Templates

- Professional Claim Submission Form
~ Member Details

Search By Member ID
Search By Member Name
.} Search By Member SSM

Enter Member ID:*

Service Date:*

01/20/2026 @]

Search

o0

By

Contact Us

Lok
Account Settings

V7 NP 1003362864

Provider Details
Member Details

Claim Information
Terms and Agreements

- Professional Claim

= Member Details

® Search By Member ID

Submission Form

Search By Member Name

O Search By Member SSN

Enter Member ID:*

[1234367 ]
Service Date:*
[izozzs )

Member ID

Patient Account Number
First Name:

Middle Name

Last Name:

Date of Birth

Gender

Mailing Address 1
Mailing Address 2:

City

State

apP:

1234567

EVIN

Il

FARNSWORTH

5/19/1992

i

l

55601-0000

o [




Diagnosis Codes

HEALTHCARE
MNFI#:
1003362864

Provider Details
IMember Details

NORTHWEST , : —
QCOMMUNH’Y - Professional Claim Submission Form ? Help

» Claim Information

Cloim nformator
Terms and Mote : Fields marked with an asterisk * are required. F20 schizophrenia
S TEE Mote : Do not indude any decimals when entering Diagnosis Code Information. Enter at least first three F200 Paranoid schizophrenia
before utilizing the search icon. F201 Disorganized schizophrenia
Diagnosis Codes F202 Cataton_\c schizophrema
E203 Undifferentiated schizophrenia
Diagnos's Codes (ICD 10 F205 Residual schizophrenia
1, 2 F208 Other schizophrenia
@E F2081 Schizophreniform disorder
7 ] F2089 Other schizophrenia
[ Q[ g F209 Schizophrenia, unspecified

Claim Details

Note s CO8 or NBE indicates 2l required fields for COB or NDC have been enterad.

Note : Use a comma *," if multiple values are needed in Medifier or Diagnosis Pointer fields.

Days

Diagnasis
iagnosk -::harges" COB NDC Ll

From Date* To Date* POS* z
Pointer*

E|[mvcorry [E|[Select v ]|

[MMDDAYYY Il s |[UN""~] cos moc I:l O
MDDy BR|Mmonarry B select | Q|| I s [ J[oN~] cop moc I:I O O

[wmoneve Bfjfumoonve BH|[Select w ] Q| [ [ Jov ~lcoe mc[ | O O @

MWDDAYYY BH|[MMDDA Yy B Select v | qj| I [s [ Jlon_w] cos moc I:l O O

Moy E|[Meoaney | Select v Q]| I s [ J[on +] coe moc I:I O O i

[ || | = | Q]| I s [ J[oN""+] cos noc I:I O Om

Moy BH|Mmooar B[ Select v | [« I s [ J[Un""+] cos moc I:I O O i

mwponoyy B|vmooanery B[ Select v | Qjf I [s [ JoN ~]goe moc[ | O O @

[Mporey E[mmoay B Select w]| Q| I B [ J[on"+] cos moc I:I O O

[y [|[Mmmorry B[ Select w || =] Il B [N ~]eor soc[ | O O e

S ol

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




Professional Claim Details

. NORTHWEST } - o
0' COMMUNITY - Professional Claim Submission Form ? Help
A/ HEALTHCARE

NPI#:

1003362864

Provider Details
Member Details

Claim Information
Terms and Note : Fields marked with an asterisk * are required.
Agreements

= Claim Information

Mote : 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,

» myMenu Diagnosis Codes

Diagnosis Codes (ICD 10k

Y 2 3 4 5 6

[F200 Q] | Q] | q] | q] | Q] | =)

T 8 9 10 " 12

| QJ | Qj | QJ | Qj | QJ | qQJ

Claim Details Search Results *

MNate - €08 or Nﬁc ndicates all required fields for COB or NDC have been entered rr -
Note : Use a comma *,” if multiple values are needed in Modifier or Diagnosis Pointer fields —_— ]
90791 PSYCH DIAGNOSTIC EVALUATION
7] - Days — -
i Diagnosis = PSYCH DIAGNOSTIC
Tl sl O ERE O zcc::.s % Pointers Charges . 2079122 EVALUATION;Increased Procedural Services
: o PSYCH DIAGNOSTIC EVALUATION; Unusual
E[[Sefect v | [SUR | Is v ~leoe mc[ ] O O @* 2079123 Anesthesia
Bseea~v Q] I Is N vleos moc[ ] O O 9079151 PSYCH DIF\GNOETIC F;JALUATION,MuIane
- Rl s v rocedures
g
Eseec v Q] | Is oV~ e[ ] O O @ m—— PSYCH DIAGNOSTIC
[ select v ql| [ s o8 ~leos e[ ] O O E— EVALUATION;Reduced Services
— - PSYCH DIAGNOSTIC
B~ Q] | 5 [ vlcos wc[ | O O i Hralsl EVALUATION; Discontinued Procedure
7 [ [Select v q| | 5 [N _vicos mog| | O O @ PSYCH DIAGNOSTIC EVALUATION;Staged
- or Related Procedure or Service by the
] Select v al Is [J[ON"+] con moc | O O 9079158 Same Physician or Other Qualified Health
Sy - — Care Professional During the Postoperative
T e | I Jov vics mc[ ] O OUg Period g
[ select ~ || ql I B [ ][N _+] cos noc i 9079159 PSYCH DIAGNOSTIC EVALUATION; Distinct
ol : : s Procedural Seni v
[ select ~ || [o] I Is [ J[M"~] cos moc E rocedurel emice

Total Charges: EI m

MNote : Total Claim Lines are imited to a maximum of 50 for each submission.




Completed Professional Details

From Date* To Date* POS* ?EE: Madifier [m?:;"" Charges* NDC EF'SDTET:niZq Ffaa;:iil:g
[oi13z026 0132026 EH|[11 w[so791 Q I [s75000 Jfocjlun_v]coe moc [ | O O @*
[oinazoze [Hfo1nazoze |11 vi[soss2 QJ Ik [$13500 J[locjuN_~v]coe mec [ | O O @
iz il B @ 5w Vs wc[ ] O O @
ey W B @ | 5 W Ve ws[ ] 0 O @
oy B[ B Q] T messwe[ ] O OB
iz Bl Bl @ 5w Aes me[ ] O O @
e W By Q5w Vo we[] O O @
[z Bl s @ 5w Ves we[ ] O O @
iz Bfmor B Q| 5 Jov Ve mc[ ] O O @
iz Bl Bl @ J5 I Jw View w<[] O O @,
Total Charges:[$ 28500 | [EEED




More Claim Information

v S]] Q| [s CIoN_~]coe mc [ ] O O 1
o ke Q| B TN ~lcos e [ ] O O @
= | al B v ~lges s [ | O O
T I | [ I Seemc[ ] O O
wporry B select + al B [ JoN_~leos e[ | O O
ooy Bsdect v Q| B N vles e[ ] O O @
oy B[seav] Q[ | [ o™ Veswc[ ] O O
woorry [fsdectv] Q]| [= o vleos e[ | O O il

Total Charg es:

Maote : Total Claim Lines are limited to & maximum of 50 for each submission.

Is this a void or replacement of a previously submitted claim ® ves O No

Select the Medicaid Resubmission Code:™ |jgplacement of prior clv

Enter the Original MMIS ICN:* |224199002550089§9
Are you submitting COB at the daim level? O ves O No

Is the member’s condition related to: | select v
First date related to Member's condition: | select hd

Is this Member deceased? O ves @ no
Is member unable to work in current occupation? O Yes @ no
Is hospitalization related to current services? O Yes @ nNo
Clinical Laboratory Improvemnent Amendment Number needed for this claim? O Yes ® No
Is there a prior authorization for this claim? O Yes ® No
Is there a Referral for this claim? O Yes ® No

Do you have attachments for this claim? O Yes|®]no




Terms and Agreements —Professional

o"e M

DEPARTMENT OF
Contact Us Account Settings Log Out

PUBLIC HEALTH & Home
Wkl HUMAN SERVICES

Home > Professional Submission

» Member search Hi Conduent Test

I

COMMUNITY
A/ HEALTHCARE
NPI#: 1003362864 : : cr
: ; - Professional Claim Submission Form ? Help
Provider Details
Member Details
Claim Information
Terms and Agreements - Terms and Agreements

0 MPATH NORTHWEST

Mote : Fields marked with an asterisk * are required.

» myMenu

Provider Mame:* |MPATH NORTHWEST €
MPLAPI* 1003362864

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

Submit

™
.Q I

©2026 Optum, Inc. All rights reserved.




Thank You — Professional

DEPARTMENT OF
PUBLIC HEALTH &
HUMAN SERVICES

» o,
N
PHH

Home > Professional Submission

» Member search -

MPATH NORTHWEST
COMMUNITY

a'a HEALTHCARE
NPI#: 1003362864

Provider Details

| Member Details

Claim Information
Terms and Agreements

T

Home

Hi Conduent Test

View Templates

- Professional Claim Submission Form

Thank you for your Submission

Your Claim was successfully submitted: MT260330P00889071.

35

Contact Us

RS &
Agccount Settings Log Out
? Help

@ mﬁ

Claim

Claim|'

Prof

Print
Total: 2 pages

Printer

| Save as PDF

Layout
o Portrait

: | Landscape

Pages

O Al

'l'_:_\:' Odd pages only
'l':\:' Even pages only

(O | eg.1-58 11-13

More settings «

Print using system dialog... (Ctrl+Shift+P)

Cancel




Original vs Adjusted — Professional

P/ Dingnos: Days

Emergency Family

- i *
POS HCPCS Modifier [ = ' Charges* or  Type COB NDCEPSDT Planning

Code* Units*
[o113z026 Eo1132028 E|[11 w]foo7er Q) 1 515000 J[1.0¢][UN_~] cos mpc |:| 0 O i

[or1azo2e Effo11anoze E|[11 v|[s0832 Q| 1 [s13500 |10c][N_wlcos moc [ | O O i
[wporrevy Mmooy B [Select v ql I Ils [ JON "] cos moc [ ] I i

[waomvvy Efumoorvr Effsdea vl Qf

[wwoorry Effwmoorry Eseect vl Q I[s [ JO"vicos mec[ ] O ¢
[mporry Mmooy i) [Select v [e1 s . JoN ~]cos moc [ ] O O
[vmorrry B oo [ Select v | QJ s [ J[oN_~] cos moc [ | =
[mmoorroy Moo | [Select v o1 s [ JoN_~]coe mec [ ] O O
[ q
| q

s N _~]eos noc [ ] O

o
o

B e e s s

3

MDDAYYYY | ooy [iH)[Select v ]| |$ ii_“UN wv| coB mDC l:l O O
. = [ JuN_~lcoe soc[ | O O iy
Tota C"a'ges: m

oy B[ |Se:ecivi:

E

ADJUSTED

Return Facility Dental




Submit an Adjustment Request

Facility Submission




Claim Status — Facility

s DEPARTMENT OF
@M% PUBLIC HEALTH &
WS HUMAN SERVICES

-~ Member search =z

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

® Search By Member ID
earch By Member Name
(_Search By Member SSM

Member ID:*

L 1

Service Date:®

MMDDACYYY [ 5]

Hello, Conduent Test
* myMenu
Provider Resources Forms

I Claims . L '
Claim Submission History

Remittance Advice
Claim Submission in Progress

Provider Profile s
Claim Submission Templates

Pravider Enrollment 2
Professional Submission

Provider Directory i f )
Facility Submission

Account Administration ——
Dental Submission

Bulk HIPAA Transactions

d DEPARTMENT OF
Contact Us Log Qut N PUBLIC HEALTH &
HUMAN SERVICES

Home > Claim Submission History

Claim Submission

History
.
Submission Date Range
From Date:
- )
To Date:
[
Search

Last login: 4282026

FAQs

@

Hore Contact Us Log Out

Claims Detail

Claim search results

You are viewing: Claims for NPVAP 1003362864 and time peniod from 032972026 to 04282026

ATI0U 3 SUPUUESY0 « Raturn 10 search

Member: KLINGER, MAXWELL

: Total amount billed 585275
Date of service: 01/1326-01/1326 Total amount paid $50138
Tot. unt
Patient account Date processed 033026
Member KLINGER, MAXWELL Payment details
Member ID: 517157458 Payment number 0
Clam status:  F2 Finalized/Denial PI"“‘G‘" date 0406726
yment dat
Payment amount 50
Line 1 Cost
Provider name:  MPATH NORTHWEST COMMUNITY HEALTHCARE lo? Amount biled: $85275
Provider NPVAPT: 1003362854 this Amount paid by plan: §501.38
Date of senice: 01/1326-01/1326 service

Procedure code: 90791




Search f

or Remittance — Facility

DEPARTMENT OF
PUBLIC HEALTH &
HUMAN SERVICES

DPHH

» Member search +» [

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

® Search By Member ID

() Search By Member Name
() Search By Member SSN

IMember ID:*

Service Date:*

Claims

I Remittance Advice
Provider Profile
Provider Enrollment
Pravider Directory
Account Administration

Bulk HIPAA Transactions

9

Hello, Conduent Test

\ E

Provider Resources

B

Home

0n N
s [

Contact Us Log Out

Last login: 427/2026

FAQs

Remittance advice

search

Mote : Fields marked with * are
required.

Only remittances with Date
Issued on or after September 01,
2021, can be viewed and/or
downloaded.

PID/EU: __Select PID/EU v

1 want to search by:
» EFT number
+ Check number
+ Remittance advice number

From Date:*
06/01/2025 E

To Date: *

07/31/2025 =

Search

©2026 Optum, Inc. All rights reserved.

HI Conduent TESt

Remittance Advice

@ you experience a blank PDF Remittance Advice or 835 EDI, there may be no claims processed for
the time frame you are inquiring on or the file is not available yet. Please check back at a later time.

- Remittance advice search results

To view remittance advice, use the remittance advice search portiet.

- Remittance advice activity

To view remittance advice, use the remittance advice search portlet.




Remit Search Results — Facility

DEPARTMENT OF n e

PUBLIC HEALTH & Home Contact Us Log Out
) HUMAN SERNCES SHERMAN'S MASH HOSPITAL
4077 UIJEONGBU PLC STE 1
HELENA MT 59602
Home > Remittance Advice
VENDOR # 0000396962 REMIT ADVICE # 231596 EFT/CHK #035208217 DATE 01/12/2026  PAGE 4
NPI #: 1346642262 TAXONOMY: 282K00000X
Hi Conduent Test LT PROCERURE
: Member searCh SERVICE DATES OoF REVENUE TOTAL Co-
BRECIP ID HAME FROM TO SVC NDC CHARGES ALLOWED PAY REASON & REMARK CODES
R tt d . PATD CLATMS - INPATIENT CLAIM
emitiance advice 12292025 12302025  1.000 301 182.00 0.00
] - 12292025 12302025 10.000 302 1248.00 0.00
search Remittance Ad\”ce 12292025 12302025  1.000 305 142.00 0.00
12292025 12302025  1.000 450 948.75 0.00
12202025 12302025  4.000 920 4377.00 0.00
- e FRECLATM TOTALK*###kkhssdaasds 15462.63  2365.04
Fields marked with * are
required - ) ) - . 6184982  KLINGER, MAXWELL 11102025 11112025  2.000 170 390.00 0.00
Only remittances with Date ® If you experience a blank PDF Remittance Advice or 835 EDI, there may be no daims processed for ICN 22600200256000695 PATIENT NUMBER=42303269
Issued on or after September the time frame you are inquiring on or the file is not available yet. Please check back at a later time.
- ‘ Xi DRG CODE 885 DRG
01, 2021, can be viewed and/or
domlaaded ) ) . 11102025 11112025  3.000 302 462.75 0.00
? - Remittance advice search results FHACLATM TOTAL**#kddddiddstss 852.75 501.38
PID/EV: | Select PIDVEU "! 1560865 O'REILLY, WALTER 12222025 12272025  6.000 110 19491.00 0.00
I want 1o search by Provider NPVAPI: 1003362864 ICN 22600700256001792 PATIENT NUMBER-42397491
re viewi mittan vice for NPYAP ind tirm fr 01/ to 07731/
» EFT number You are ing: Remittance Advice for NPVAPH 1003362864 and time period from 06/01/2025 to 07/31/2025 DR CODE 02802 TRE,
12222025 12272025  76.000 250 4928.56 0.00
+ Check number 12222025 12272025  12.000 272 0.12 0.00
» Remittance advice number s o 2 T 12222025 12272025 6.000 300 238.50 0.00
: = Remittance advice at_\wlt‘_\f 12222025 12272025  24.000 301 3834.25 0.00
~ Remit date 12222025 12272025  4.000 302 775.75 0.00
’ o 12222025 12272025  19.000 305 1819.25 0.00
From Date: | 12222025 12272025 2.000 306 1427.75 0.00
[06/01/2025 - 12222025 12272025  1.000 350 2106.25 0.00
e T REMITTANCE o DATE & y A PAYMENT . PAYMENTA 83 D0 12222025 12272025 1.000 390 638.75 0.00
To Date avNeR ¥ pmsuep ¥ O TOR ¥ e ¥ Tvme AMOUNT 12222025 12272025  1.000 402 1397.50 0.00
[07/31/2025 iss) - 12222025 12272025  1.000 450 2599.75 0.00
L ) 083525 01668862 000000000 B 550138 Downiced 12222025 12272025  1.000 483 2283.75 0.00
091430 se8862 0000000 T $0.00 Viges Rowelogd 12222025 12272025  1.000 921 1473.75 0.00
e FHECLATM TOTAL*###kkhssdaasds 43015.93  5661.00
Show[10 v |entries g 1to 2 of 2 forms 1€ <€ > >
6128886  STRAMINSKY, IGOR 06132025 06132025 1.000 170 2256.75 0.00
ICN 22600200256000700 PATIERT NUMBER-42305564
L
myMenu DRG CODE 0640-1 DRG
T— —

©2026 Optum, Inc. All rights resenved.




Provider Portal Home Page

; g N
s pEPARTMENT OF )f\l-t\ ] A ]
MPNHT#‘ PUBLIC HEALTH & Home  ContactUs Account Settings  Log Out
HUMAN SERVICES
—

~ Member sea i

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

® Search By Member ID

() Search By Member Name
() Search By Member SSN

Iember 1D:*

L ]

Service Date:*

Hello, Conduent Test Last login: 3/21/2026

Provider Resources FAQs

Claims ’
Claim Submission History

Remittance Advice

Claim Submission in Progress

Provider Profile . .
Claim Submission Templates

Provider Enrollment
Professional Submission

Provider Directory - sz
Facility Submission

Account Administration
Dental Submission

Bulk HIPAA Transactions




Facility Identification

Terms and Agreements

» myMenu

—

- Billing Provider

Note : Fields marked with an asterisk * are required.
MPLAPE* 1003362564
Provider Name:* MPATH NORTHWEST ¢
Pragram/\Waiver:* |M0ntana Medicaid (HMK Plus) |
Specialty:* |CIinichente'r; Federally Qualified Health Cerl
Service Location

Service Address 1:#
Service Address 2: l:l
Stete#
Taxonomy Code: *
Enrollment Unit:*

Other Provider(s)
Attending Provider

O There is an attending provider for this claim.

Operating Provider

[ There is 2n operating provider for this claim
Other Provider 1

[JThere is an other provider for this claim
Other Provider 2

L There is an other provider for this daim




Member ldentification

DEPARTMENT OF
- PUBLIC HEALTH &
HUMAN SERVICES

Home > Facility Submission

Hi Conduent Test

View Templates

- Fadility Claim Submission Form

» Member search

MPATH MORTHWEST

1 ’ COMPMUNITY

a'a HEALTHCARE
NPI#: 1003362864

Provider Details
Member Details
Claim Information

Terms and Agreements - Member Details

» myMenu
® search By Member ID

Search By Member Namsa
J Seanch By Member S5N

Enter Member ID:*

1234567

Senvice Date:*

01/20/2026 ]

Privacy

©2026 Optum, Inc. All rights resenved.

A

Home

il
Contact Us Account Settings  Log Out
? Help
Cancel

V7 NP 1003362864

Provider Details
Member Details

Claim Information
Terms and Agreements

- Facility Claim Submission Form

= Member Details

® Search By Member ID
Search By Member Name
O Search By Member SSN

Enter Member ID:*

[1234367 ]

Service Date:*

Member 1D
Patient Account Number
Frst Name
Midde Name (—]
Last Name
Date of Birth:
Mailing Address 1
Mailing Address 2: [
City [sEouL ]
ap: 59642-0101

oo )

t || Cancel |




Facility Claim Information

DEPARTMENT OF
PUBLIC HEALTH &
HUMAN SERVICES

ber sear

Find everything you need to
know about a member in just
one search!
® Search By Member ID
Search By Member Name

Search By Member SSN
Member ID:*

Service Date: *

MPATH NORTHWEST
COMMUNITY
a'a HEALTHCARE

Provider Details
Member Details
Claim Informat

Terms and Agr

Home Contact Us Account Settings Log Out

2 Hi Conduent Test

- Facility Claim Submission Form

» Claim Information

Note - Fields marked with an asterisk * are required

Type of Bill value field is 4 character code with the first value always being zerc. To void or replace a claim, enter the onginal
d Type of B

change the last digit to 8 (Void) or 7 (Replacement) and enter the 17-digit MMIS ICN in the Original MMIS

Type of Bill:*  Inpatient or Outpatient* Statement Period From:* Statement Period Th .
0127 L. v 03/12/2026 | 03/14/2026 i)
Admission Admission Admission  Source of Discharge Member Discharge

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

03/12/2026 [H] | ~| |2 |7 | ~| |0l

Original MMIS ICN:*
2241 9900255008999|

Note : 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 ?
Condition Codes

Accident State




Optional Fields

Claim Information Onginal MMIS ICN:*
Terms and Agresments 22419900255008999|
Note : Changing only the Type of Bill on the claim cannot be done via electronic adjustment. This must be done using the Individual
Adjustment Request
* myMenu
s Condition Codes ? L

Clair
Condition Codes

Remitiance Ad | o

Pry erofile Accident State

Select v|

Provider Enrollme
Occurrence Codes

! ik Occurrence Ocrurrence
Code Date Code Date

Acco Adrmur | f]

Bul \A Transactions | t]

[ 1 ;

Occurrence Span Codes
Occurrence From Through Corumence fFrom Through
Span Code . o Span Code. s A~ | I L AR | T T)

B [ s [acomnn B
. B [ s surrre W) oo ) Value Codes 2

" s voorerry I8 MWOOITYTY OOYYY To report Personal Resource Amount for
— l m | !] a skilled Nursing Facility claim enter

= Value Code:  An /Days
T 3] LERYYY E D [Mwoory B8 [acore ) Value Code 31 and enter the dallar ’

amount into the Amount/Days field

Value Codes ? [E . I

6
Value Code:  Amount/Days Value Code:  Amount/Days Value Code:  Amount/g ‘ | | | | | | |
1 5 3 3 7
N | S— —
2 6 10

Ni— E— ]




Facility Claim Details

- i s
Value Codes ?
Value Code:  Amount/Days Value Code:  Amount/Days Value Code:  Amount/Days
1 5 9
- |
2 L] 10
| i
3 7 1
)
4 ] 12 A
P | Code
| | R
0120 Room & Board Semiprivate (Two Beds)-
General Classification
Claim Details 0121 Room & Board Semiprivate (Two Beds)-
I Medical/Surgical/GYN
Note - HDC indicates all required fields for MDE have been entered 0122 Room & Board Semiprivate (Two Beds)-
@ - Use 3 comma ", if multiple vaigiés are needed in Modsier field Obstetrics (OB)
Revenue HCPCS Code 0123 Room & Board Semiprivate (Two Beds)-
I Pediatric
01200 (9071 @ |04/01/2026 [ 04/03/2026 114 3 | mpe [3341.25 0124 Room & Board SGFTA‘F”‘@E (Two Beds)-
7 Psychiatric
Q| Q_ﬂ H"‘""-“’DD""M H][“""WDW"" EH | hDC “ 0125 Room & Board Semiprivate (Two Beds)-
(o] Q | enad - Yaad - | | woc [3 Hospice
0126 Room & Board Semiprivate (Two Beds)-
Q| Q I DA YYY H“MM}EDWY‘! ml] | moc |3 — Detoxification
| Room & Board Semiprivate (Two-Beds)-
| P
(o1} Q D0 B AMIMDONYYY E" | woc [3 0127 Oneology
QJ Q) | [hans ks !H | mpec Ls 0128 Room & Board-Semiprivate (Two-Beds)-
_ Dahahilitatinn
ql [o] I 3] sl ] woc [3
Q| Q| | [pana 1] i woc I8 |
Q| Q J [nara s noc [§
QJ Q J [ i i noc | b .
Note - Do not include any decimals when entering Diagnosis Code Information. Enter at least first three (3) characters of a

Diagnasis and/or Procedure code before utilizing the search icon
Prmary Diagnosis Code:* Present on Admission*  Diagnoss Related Groups(DRG,

Q] [select v




Completed Facility Details

NULC . =2 T TUA GiC S dit IELlLJIIELI TTCTUS T TNLA W TIOW S LT T AT TS,

Mote : Use a cornma ", " if multiple values are needed in Maodifier field.

f Senvi
SV HCPCS Code: Modifier: From Date: To Date: e MDC:  Total Charges:*

Code:* ' Units:*

oY — e e
qJl q] vy B fawonr v B

=
1
]

[0120 Q]| Q|| [01132026 EH|[o1212026 |7 | moc [$34125 il 2
[o434 Q] Ql 01132026 [H|[or212026 3 | noc [546275 il
q q [ B o B B —
—q a oy B ooy B B
q q [y By B B

[ Q] Qll [rnaporrvy B [mmvoorrry B | woc [ i
q q v BAwomery B Y —
Q| a EEEea | Ve R —

| woc [s i

| |

s o,
Total Charges: | $§ 804.00




Diagnosis Information

Note : Do not include any decimals when entering Diagnosis Code information. Enter at least first three (3) characiessofid
Diagnosis and/or Procedure code before wtilizing the search icon Search Results x

Prmary Diagnosis Code:* Present on AdmissonsspiDiagnoss Related GroupsiDRG) Description

F200 Q] rY-Yes v 20 schizophrenia
E200 Paranoid schizophrenia
Nawe  Prmary Diagnoss Code should not be repeated within the listed Other Diagnosis Codes. E201 Disorganized schizophrenia
. F202 Catatonic schizophrenia
Other Diagnosis Codes i
- F203 Undifferentiated schizophrenia
Note - When you add Other Diagnosis Code, you Sig required to select Present on Admission F205 Residual schizophrenia
S - - : F208 Other schizophrenia
PR IR0 £ Ones ALOn AaTEEn F2081 Schizophreniform disorder
Q| |select v| F2089 Other schizophrenia
Q| [select | E209 Schizophrenia, unspecified
Q| [select v
Q| | select |
Q |Sselect v|

Add Diag s Code

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

ql q | a o}

Note - 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 v
Select v
Select v
Principal Procedure Code:  Date
QJ [mm )

Other Procedure Codes

Other Procedure Codes Date




Other Procedure Codes

Select v
Principal Procedure Code Date
Q A i)
Other Procedure Codes

Other Procedure Codes Date

o L 12 L

Q il

Prior Authorzation Number Referral Number Service Authorzation Exception Code
| Select w
|
Are you submitting COB at the claim level? Yes No
Do you have attachments for this caim? Yes No
Notes:

. |




Terms and Agreements—Facility

DEPARTMENT OF
S PUBLIC HEALTH &
HUMAN SERVICES

Home Contact Us Account Settings Log Out

Home > Eacility Submission

. MPATH NORTHWEST
COMMUNITY
7 HEALTHCARE
NPW: 100936206¢ = Facility Claim Submission Form

Provider Details
Member Details
Claim Information
Terms and Agreements » Terms and Agreements

» myMenu Note : Fields marked with an asterisk * are required.

Provider Name:* |MPATH NORTHWEST ¢

NPYAPL:* 1003362864

" | cert fy | have read the Terms and Condtions @:*ai apply to this bill and are made a part thereof

©2026 Optum, Inc. All rights resenved.




Thank You — Facility

@8\ . DEPARTMENT OF (0 S ]
MONTARA PUBLIC HEALTH & Home  Contact Us Account Settings  Log Out Clainy. . >
W5 HUMAN SERVICES cuinf  Print -
 Total: 2 pages
Pro
Home > Facility Submission Printer
| Save as PDF ~
» Member search B Hi Conduent Test o
o Portrait
MPATH NORTHWEST : Landscape
COMMUNITY
VY HEAI.._THCARE P
HENCIO0E 0304 - Facility Claim Submission Form ? Help o
Provider Details '

Member Details -'\'_:_\) Odd pages only

Claim Information

Terms and Agreements () Even pages only

Thank you for your Submission Brrint

(O | eg.1-58 11-13

More settings «

Your Claim was successfully submitted: MT260330P00889071

Print using system dialog... (Ctrl+Shift+P)

Cancel




Original vs Adjusted — Facility

u_'; ,.5;5 2 c-::“':: “ “:: :‘:;e ~:a~:e.s‘a':":‘ed;<; :l-",'--:(‘!l ';“; d
D Rc’;:'f HCPCS Code:  Modfier  From Date: mf NDC:  Total Charges:*
[0120 Q[ ql |[o1n32026 _[|[01212026 _[H|[7_ ] wpe [$34125 i &
Ll-l [0434 Q][ Q[ |ow132026 [|[01212026 [9|[3 | noc [s26275
— o — ) OO | ) s 3 2
m [sY] q ] A | ] noc [5 i
aq| a o B = | s 3
D o I — T -
—_— [sV]] (o1 [ B[ B[ ] nec [s i
D qJ[ qJ ]| | Jwoc [ I
< aq al TiA . | (O - | no (5 .,
Total Charges: __s 804.00 [ Add |

Return Professional Dental




Submitting Adjustment Requests

Dental Submission




Claim Status — Dental

’.. DEPARTMENT OF
@M% PUBLIC HEALTH &
WS HUMAN SERVICES

- Member search » [

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

® Search By Member ID
earch By Member Name
(_Search By Member SSM

Member ID:*

L 1

Service Date:®

Mooy B

Hello, Conduent Test
* myMenu
Provider Resources Forms

I Claims
Remittance Advice
Provider Profile
Provider Enrollment
Provider Directory
Account Administration

Bulk HIPAA Transactions

I Claim Submission History

Claim Submission in Progress
Claim Submission Templates
Professional Submission
Facility Submission

Dental Submission

0

Home

o N
ces ]
Contact Us Log Out

Last login: 4282026

FAQs

@

DEPARTMENT OF
PUBLIC HEALTH &
HUMAN SERVICES

Home > Claim Submission History

Claim Submission
History

Submission Date Range
From Date:

[Mana )
To Date:

; B

= Claim search results

Home Contact Us Log Out

You are viewing: Claims for NPUAP 1003362864 and time period from 03/29/2026 to 04282026

+ Claim activity

Member: WINCHESTER, CE
Date of service: 01/1326-01/1326
Patient account:

Member WINCHESTER, CE
Member ID: 517157458

Claim status.  F2:FinalizedDenial

Line 1

Provider name: MPATH NORTHWEST COMMUNITY HEALTHCARE

Provider NPVAPI: 1003362864
Date of service: 01/13/26-01/1326
Procedure code: 90791

Date processed: 033026

Total amount billed $322.00
Total amount paid $186.56
Payment details

Payment number 0
Payment date 04/06726
Payment amount 50

Cost

for Amount billed $322.00
this Amount paid by plan:$186 56
senvice




Search f

or Remittance — Dental

DEPARTMENT OF
PUBLIC HEALTH &
HUMAN SERVICES

DPHH

» Member search +» [

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

® Search By Member ID

() Search By Member Name
() Search By Member SSN

IMember ID:*

Service Date:*

Claims

I Remittance Advice
Provider Profile
Provider Enrollment
Pravider Directory
Account Administration

Bulk HIPAA Transactions

9

Hello, Conduent Test

\ E

Provider Resources

B

Home

0n N
s [

Contact Us Log Out

Last login: 427/2026

FAQs

Remittance advice

search

Mote : Fields marked with * are
required.

Only remittances with Date
Issued on or after September 01,
2021, can be viewed and/or
downloaded.

PID/EU: __Select PID/EU v

1 want to search by:
» EFT number
+ Check number
+ Remittance advice number

From Date:*
06/01/2025 E

To Date: *

07/31/2025 =

Search

©2026 Optum, Inc. All rights reserved.

HI Conduent TESt

Remittance Advice

@ you experience a blank PDF Remittance Advice or 835 EDI, there may be no claims processed for
the time frame you are inquiring on or the file is not available yet. Please check back at a later time.

- Remittance advice search results

To view remittance advice, use the remittance advice search portiet.

- Remittance advice activity

To view remittance advice, use the remittance advice search portlet.




Remit Search Results — Dental

DEPARTMENT OF LIS
PUBLIC HEALTH & Home Contact Us Log Out
HUMAN SERVICES

Home > Remittance Advice

» Member search Hi Conduent Test

Remittance advice

search Remittance Advice
Fields marked with * are
required
Only remittances with Date @ you experience a blank PDF Remittance Advice or 835 EDI, there may be no claims processed for

Issued on or after September the time frame you are inquiring on or the file is not available yet. Please check back at a later time.
01, 2021, can be viewed and/or

downloaded

» Remittance advice search results
PID/EV: [Select PID/EU v |

| want to search by Provider NPVAPI: 1003362864
You are viewing: Remittance Advice for NPVAPI 1003362864 and time period from 06/01/2025 to 07/31/2025.
* EFT number
» Check number
> BARRRAGR S0voR nissbet - Remittance advice activity
* Remit date
From Date:* |
losozo2s :
REMITTANCE DATE PAYMENT o PAYMENT,
Ty Data ¥ Avier ¥ msup ¥ MO S yem ¥ orvee v AMoUNT A
\07/31/2025 5] 083225 01668862 000000000 &7 518656 Rownicad
031430 668862 0000000 T $0.00 Vigw Donnicsd
Show[10_w] entries g 1 to 2 of 2 forms 163

©2026 Optum, Inc. All rights resenved.

REMITTANCE ADVICE FOR MEDICATD/CHIP/MHSP

DR. QUENTIN ROCKINGHAM, DMD
612 MCDONALD RD
POLSON MT 59860

VENDOR # 0001818219 REMIT ADVICE # 108357 EFT/CHK #019666017 DATE 07/28/2025 PAGE 3
NPT #: 1821981473 TAXONOMY: 193400000X

UNIT PROCEDURE
SERVICE DATES OF REVENUE TOTAL co-

BRECIP ID NAME FROM TO sVC NDC CHARGES ALLOWED PAY REASON & REMARK CODES

PAID CLAIMS - DENTAL CLAIM

04 12 Do
05 13 MO

RRACLATM TOTAL**kkwkhkddiibds 1185.00 616.51

H4T7637 HOULTHAN, MARGARET 07142025 07142025 1.000 02392 282.00

158.08
ICN 22520300552000153 PATIERT NUMBER=001477637

0001755233 WALTER WALDOWSKI
LINE TOOTH TQQTH
NUM NUM  SURFACE
01 03 MO

FHECLATM TOTAL*#dkkbdhkdddaiis 282.00 158.08

1136618  WINCHESTER, CE 04082026 04082026  1.000 00140 284.00 167.37
ICN 22520200552000004 PATIENT NUMBER=517786269
0001755208 QUENTIN ROCKINGEAM
06192025 06192025  1.000 00489 38.00 19.19
LINE TOOTH TOOTH
NUM NUM  SURFACE

0z 02 [s]
#HECLATM TOTAL*¥AFkkdhddddddy 322.00 186'.56
1136618 YAMATO, KELLIE 06232025 06232025 1.000 07140 210.00 84.41

ICN 22520200552000008 PATIENT NUMBER=517786269

0001755208  FHTL CARDOEO
LINE TOOTH TOQOTH
NUM NUM  SURFACE
01 31




Home Page For Provider Portal

A, TP
DEPARTMENT OF ):—\L ity J
BPHH PUBLIC HEALTH & Home  Contact Us Account Settings  Log Out
HUMAN SERVICES

YT

- Member sea > [—

Find everything you need to

know about a member in just

one search!

® Search By Member ID
Search By Member Name

(O Search By Member SSN

Member ID:*

[

Service Date:*

Hello, Conduent Test Last login: 3/31/2026
~ myMenu

Provider Resources FAQs

@

Claims - i
Claim Submission History

Remittance Advice

Claim Submission in Progress

Provider Profile . s
Claim Submission Templates

Provider Enrollment . i
Professional Submission

Provider Directory

acility Submission

Account Administration b
Dental Submission

Bulk HIPAA Transactions




Dental Provider Identification

v Member search 3 Hi Conduent Test

MPATH MORTHWEST
1 ’ COMMUNITY

a2 HEALTHCARE

NPl#: 1003362864 ] e
— : - Dental Claim Submission Form ? Help
| Provider Details
Member Details
| Claim Information
Terms and Agreements - g Dentist
v myM u Note - Fields marked with an asterisk * are required
Program/\Waiver:* |Mcm‘tana Medicaid (HMK Plus) |
Specialty:* [ClinigiCenter wv|

Service Location Address 1:+ 8IS
Service Location Address 2

City:* Helena

59601-0000
Texonomy Code: * 651000000
Enraliment Unit:* 001867467

Treating Dentist

NPI:* 346773231

. I EEE
A

Provider Name: * MPATH BARTON

Texxonomy Code: * 2084A0401X ik

@




Member ldentification — Dental

DEPARTMENT OF
PUBLIC HEALTH &

\ L by
MJNTmA
Wiy’ HUMAN SERVICES

Home > Dental Submission

» Member search  »

g MPATH NORTHWEST
0 COMMUNITY
A/ HEALTHCARE

NPI#: 1003362864

| Provider Details
| Member Details
| Claim Information

Terms and Agreements

©2026 Optum, Inc. All rights reserved.

Hi Conduent Test

- Dental Claim Submission Form

+ Member Details

@® Search By Member ID
Search By Member Name
) Search By Member 55N

Enter Member ID:*

1234567

Service Date:*

104/08/2026 ]

Search

o 2
=]
Home Contact Us Log Out
? Help

/7 COMTAUNITY

A<\ HEALTHCARE
NPi#: 1003362864

Provider Details

Member Details

Claim Information

Terms and Agreements

- Dental Claim Submission Form

- Member Details

® Search By Member ID
Search By Member Name
femnber 55

Search By

Enter Member ID:*
————————
1234567 |
Service Date:*

[osvezo26 [

Patient Account Number ]
First Name
Middie Name

Last Name:

Date of Birth
Gender

Mailing Address 1
Mailing Address 2
City.

State:




Claim Information: Services Provided

v Member search Hi Conduent Test

= Dental Claim Submission Form 7 Help

MPATH

NORTHWEST
‘ ’ COMMUNITY
a2 HEALTHCARE

NP
1003362864

Provider Details
Mermnber Details
Claim Information

» Claim Information

Coion ——— ]
Nate : Do nat include any decimals when entering Diagnosis Code Information. Enter ai

characters of a Diagnasis and/or Procedure code before utilizing the search icon e
: Code

Terms and Agreements

a

Mote © Fields marked with an asterisk * are required. D3310 endodontic therapy, anterior tooth
3 myMEnU = (excluding final restoration)
Record of services provided I endodontic therapy, bicuspid tooth
i (excluding final restoration)
. dodontic th [ luding final
Note - CDB indicates all required fields of COB have been entered. D3330 endadontic BZRSJ:S«;:)(EX( ucing:ina
Mate - Use a comma *," if multiple values are needed in Area of Oral Cavity; Tooth Num) -
Tooth Surface fields 03331 treatment of root canal obstruction; non-
= - == surgical access
- Tooth D3332 incomplete endodontic therapy;
Pracedure Area of Number(s) Tooth  Procedure _ & inoperable, unrestorable or fractured tooth
Date* Oﬁfl or Surface Code* Saenl D3333 internal root repair of perforation defects
ey Letter(s) D3345 retreatment of previous root canal therapy
= - anterior
| 04/08/36 | ” ” ” D33 Q” ” 1 3’153‘325’,’ retreatment of previous root canal therapy
— A - bicuspid
- | ” ” ” QH ” retreatment of previous root canal therapy
D3348 § |
T — - molar
ooy B | I | all I —

|
|
o = A E— Y E—

- ancel
e - I R R R W— =
e B T QI Ter—m———T
[
|
|

~ H | I | al I | cos | m

| | I | Qll I | cos | |m
uumerrey B | I | Ql I | cos | i
ey )| | I | Qll I | cos | [

Tatal Charges:| $262.00

o




Completed Dental Line Details

e 5 e o me PT
Canty | ettens) FowTiex
[oanazoze B I IG lo3z10 Q] IE | cos [262.00 | “
[04ma026 ][ Jjo2 o Jorsss QJf 0 Jcos[ss00 ]
[amoorvyy EH|| | I Il Q|| I | cos [ i
[anponvvy )| | | | Q| | | coB | i)
[moonoryy ()| | | | Q]| | | cos | il
[ammonyy )| | | | Q| | | cos | [
[amponory )| | | I Ql| | | cos | i
[ ~ | I all I | cos [ [ii
[ummorrry B | | ] Qll [ | cos | i
[Mmoonvyy EH)| | | | Qll | cos [/

Total Charges:| § 300.00 m




Diagnosis Codes

Tharaciers of & 5|agnos|5 Sndior Procedure coge betare zing The search icon.

Mate : Fields marked with an asterisk * are required.
» myMenu
Record of services provided

Note - €BB indicates all required fields of COB have been entered.
Naote : Use a comma *,* if multiple values are needed in Area of Oral Cavity, Tooth Numben(s) or Letten(s), and
Tooth Surface fields.

Tooth
_ Area of B Diagnosis
Procedure Numben(s) Tooth  Procedure _
Date* Or?l ar Surface Code* G_jd? Qroifiny? Qus (s
=iy Letter(s) R
[04/08/2026 ]| I I [[D3331 Q)| I 1| cos [$262.00]7 “
ooy B I a [ —
| | | I | Q| I | cos | i
| v | | I | Q| I | cos | |
| v )| | I | qfl I | cos [ i
v B q
| — 1
[ v | I | g "
— Code

| ! | ” ” ” g K02 Dental caries
| MDDy | ” ” ” d K023 Arrested dental caries

_ K025 Dental caries on pit and fissure surface
| it | ” ” ” g k0251 Dental caries on pit and fissure surface

o limited to enamel

Dental caries on pit and fissure surface
- penetrating into dentin

Maote : Total Claim Lines are limited to 8 maximum of S0 for each ko253 Dental caries on pit and fissure surface
— penetrating into pulp

. K026 Dental caries on smooth surface
Diagnosis Codes Ko261 Dental caries on smooth surface limited to
— enamel

i - -1 2 3 Dental caries on smooth surface
Diagnosis Codes (ICD 10): [ko2 @} Q[ EOZ62 penetrating into dentin

Dental caries on smooth surface
G, penetrating into pulp

Missing Teeth Information K027} Dental root caries v

Cancel




Ancillary Information

Andillary Claim/Treatment Information

Is this a void or replacement of a previcusly submitted claim: ® Yes (O No

Select the Medicaid Resubmission Code:*
Enter the Original MMIS ICN:* 03712511504001500

Are there EPSDT services for this daim?

®no
@no

Are you submitting COE at the claim level?

Place of Treatment:*

Is this Treatment or Crthodontics:* Treatment d

Replacement of Prosthesis: D ves @ o

Treatment Resulting From:

Predetermination Mumber:

Prior Authorization Number:

Do you have attachments for this daim?




Terms and Agreements — Dental

n B £

DEPARTMENT OF
ﬁ;ﬂﬂm PUBLIC HEALTH & Hue ~Cofsdis oo
HUMAN SERVICES

Home > Dental Submission

» Member Search 7 Hi Conduent Test

n PMPATH NORTHWEST

COMMUNITY
/) HEALTHCARE
e I e - Dental Claim Submission Form 7 Help
| Provider Details

Member Details
| Claim Information
| Terms and Agreements - Terms and Agreements

» myMenu Nate : Fields marked with an asterisk * are required.

Provider Marme:* ||MPATH NORTHWEST ¢
MNPIAPE* 1003362864

[ | certify | have read the Terms and Conditions ¥ that apply ta this bill and are made a part thereof.

.

Previous Save and Exit || Cancel |

Privacy

B2026 Optum, Inc. All rights reserved.




Thank You —

ental

DEPARTMENT OF
PUBLIC HEALTH &

MsNThh
%ialss’ HUMAN SERVICES

Home > Dental Submission

» Member search 2

COMMUNITY
s 2 HEALTHCARE
MNPI#: 1003362864

Provider Details
| Member Details
Claim Information
| Terms and Agreements

» myMenu
Privacy

O MPATH NORTHWEST

B2026 Optum, Inc. All rights reserved.

Hi Conduent Test

View Templates

- Dental Claim Submission Form

Thank you for your Submission

Your Claim was successfully submitted: MT260422D00091994.

Home Contact Us Log Out

? Help

Sprint

& Print

Claim
Clain

Print
Total: 2 pages

Printer

| Save as PDF

Layout
o Portrait

: | Landscape

Pages

O Al

'l'_:_\:' Odd pages only
'l':\:' Even pages only
(O | eg.1-58 11-13

More settings «

Print using system dialog... (Ctrl+Shift+P)

Cancel




Original vs Adjusted — Dental

Tooth Di 2
Number(s) Tooth  Procedure s

Area of

hy® *
cDr..al s cuface  Code* onr:e Quantity* COB  Fee
Y Letterls) e

[oanarzozs B [0 |G |[p3310 Q I | cos [262.00 il

[oarmarz0z6 )| Jlo2 Jlop1zss Q| (i | cos [3500 ]
R I I q( I | cos |
[uroorvy B | | | o)
(o ] | | | Q
[anwoorvy B | | | Q
[ansmor ) t | | Q | | cos |
| [o)
| Q

=

I cos

| | cos |

I | cos |

55 =585 8 5

oy T I
e B T I 1

[ Jeos[

I Joos[

I | cos |

ADJUSTED

Total Charges:| $ 300.00 m

Return Professional Facility




Clearinghouses




Adjustment Settings — Clearinghouses

CMS 837 Format

Loop 2300

CLM Segment: Claim Info

CLMO05-3: Frequency Type

7 = Replacement
8 = Void

REF*F8* = [Original ICN]




When to Revert to Paper




Reverting to Paper

@

12 months

g

Splits

7

]

Attachments




When adjustments are rejected




Which Claims Can Be Adjusted?

Can be adjusted: Cannot be adjusted:
Only paid claims Older than 12 months.
Claims with an ICN Split or overflow claims

Denied claims

Suspended claims
Previously adjusted claims
Encounter claims

Pharmacy 837 claims

Financial (gross) adjustments

Medicaid Provider Website
https://medicaidprovider.mt.gov/claims



https://medicaidprovider.mt.gov/claims

Adjustment Rejection Codes — A3

Code [Reason Possible Cause

A3 Already adjusted Duplicate Wait for final to submit
Unprocessable Splite\:a%im A4 Submit on paper
Denied Denied/non-covered charge Resubmit as original



Adjustment Rejection Codes — A4

Not found ICN is wrong Correct ICN & resubmit
Wrong claim type Resubmit as correct type
Too old None



Questions




Media Credits

Wrenchicon MS Office Lic

Money icon MS Office Lic

Old man with a cane icon MS Office Lic

Portal screenshots ©Optum Used under licence

Yellow paperclip icon by Jack Cai Freelmages Lic

Freckled woman looking puzzled by Windchime Freelmages Lic

MES screenshots ©State of Montana Used with permission

Medicaid Provider site screenshots ©State of Montana Used with permission
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