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EMERGENCY BILLING POLICY AND PROCEDURES

PURPOSE

This packet is designed to furnish providers with billing policies and procedures for services
rendered during the hurricane emergency period**. While some policies have been waived
or altered for hurricane evacuees, others are current Louisiana Medicaid policy and remain
unchanged.

**Ag of the date of publication, the Louisiana Department of Health and Hospitals
defines those individuals considered Hurricane evacuees as recipients residing in
the following Louisiana parishes:

Parish Name Parish Number
Orleans 36
Jefferson (East and West) | 26/65
St. Bernard 44
St. Tammany 52
St. Charles 45
St. John 48
LaFourche 29
Terrebonne 55
Tangipahoa 53
Plaguemines 38
Washington 59
St. James 47

PROVIDER ENROLLMENT

All providers rendering services for Louisiana Medicaid recipients must enroll with Louisiana
Medicaid in order to receive reimbursement from the Louisiana Medicaid Program.
Providers must complete and submit a Louisiana provider enrollment application. A link to
the Hurricane Emergency Provider Enroliment Packets may be found on the home page for
Louisiana Medicaid’s website at www.lamedicaid.com. Once approved, providers will
receive a Louisiana Medicaid 7-digit provider number assigned on a temporary basis. This
number is to be used when verifying recipient eligibility and when submitting claims. While
going through the enroliment process, providers may contact Provider Relations at 1-800-
473-2783 to obtain temporary access codes necessary to verify eligibility. Once each
provider receives a provider number, that number should be registered on the Louisiana
Medicaid website at www.lamedicaid.com and used for any future eligibility inquiries.

RECIPIENT ELIGIBILITY VERIFICATION

The Department of Health and Hospitals (DHH) offers several options to assist providers
with verification of current recipient eligibility. The following eligibility verification options are
available: (1) Recipient Eligibility Verification System (REVS), an automated telephonic
eligibility verification system; (2) e-MEVS, a web application accessed through
www.lamedicaid.com; and (3) Pharmacy Point of Sale (POS) for pharmacy providers only.
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Before accessing the REVS and e-MEVS eligibility verification systems, providers should be
aware of the following:

In order to verify recipient eligibility through REVS and e-MEVS, inquiring providers must
supply the systems with two (2) identifying pieces of recipient information.

Specific dates of service must be requested. A date range in the date of service field on
an inquiry transaction is not acceptable, and Provider Relations will not supply eligibility
information for date ranges.

Recipient Eligibility Verification System (REVS)

The Recipient Eligibility Verification System (REVS) is a toll-free telephonic eligibility
hotline that is used to verify Medicaid eligibility and is accessed through touch-tone
telephone equipment using the Unisys toll-free telephone number (800) 776-6323 or
the local Baton Rouge area number (225) 216-REVS (7387).

e-MEVS

Providers can verify eligibility for a Medicaid recipient using a web application
accessed through www.lamedicaid.com.

Note: Providers must establish an online account to access eligibility information.
Pharmacy Point of Sale (POS)

For pharmacy claims being submitted through the POS system, eligibility is
automatically verified as a part of the claims processing edits.

BILLING

Medicaid is accepting only hard copy billing claim forms from all providers
enrolled as “emergency” providers. Electronic claims submission will not be
accepted from providers enrolled on this emergency basis.

Claims must be submitted using the assigned 7-digit provider number received
from Louisiana Medicaid.

Some policies have been waived for evacuees only; however, other claims
processing edits remain in place such as eligibility edits, procedure and diagnosis
code edits, coverage edits, primary insurance edits, etc.

More complete policy information can be found on the Louisiana Medicaid
Website at www.lamedicaid.com.

The following emergency packet contains information on billing form completion instructions
and sample forms, post office boxes for submitting claims, general policy information, and
helpful phone numbers.
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STANDARDS FOR PARTICIPATION

Provider participation in Medicaid of Louisiana is entirely voluntary. State regulations and policy
define certain standards for providers who choose to participate. These standards are listed as
follows:

Provider agreement and enrollment with the Bureau of Health Services Financing
(BHSF) of the Department of Health and Hospitals (DHH);

Agreement to charge no more for services to eligible recipients than is charged on
the average for similar services to others;

Agreement to maintain medical records (as are necessary) and any information
regarding payments claimed by the provider for furnishing services;

NOTE: Records must be retained for a period of fiv e (5) years and be
furnished, as requested, to the BHSF, its authorize  d representative,
representatives of the DHH, or the state Attorney G eneral's Medicaid Fraud
Control Unit.

Agreement that all services to and materials for recipients of public assistance be in
compliance with Title VI of the 1964 Civil Rights Act, Section 504 of the
Rehabilitation Act of 1978, and, where applicable, Title VII of the 1964 Civil Rights
Act.

Picking and Choosing Services
On March 20, 1991, Medicaid of Louisiana adopted the following rule:

Practitioners who participate as providers of medic al services shall bill Medicaid for all
covered services performed on behalf of an eligible individual who has been accepted by
the provider as a Medicaid patient.

This rule prohibits Medicaid providers from "picking and choosing" the services for which they
agree to accept a client's Medicaid payment as payment in full for services rendered. Providers
must bill Medicaid for all Medicaid covered services that they provide to their clients.

Providers continue to have the option of picking and choosing from which patients they will

accept Medicaid. Providers are not required to accept every Medicaid patient requiring
treatment.
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Statutorily Mandated Revisions to All Provider Agre ements

The 1997 Regular Session of the Legislature passed and the Governor signed into law the
Medical Assistance Program Integrity Law (MAPIL) cited as LSA-RS 46:437.1-46:440.3. This
legislation has a significant impact on all Medicaid providers. All providers should take the time
to become familiar with the provisions of this law.

MAPIL contains a number of provisions related to provider agreements. Those provisions which
deal specifically with provider agreements and the enroliment process are contained in LSA-RS
46:437.11-46:437.14. The provider agreement provisions of MAPIL statutorily establishes that
the provider agreement is a contract between the Department and the provider and that the
provider voluntarily entered into that contract. Among the terms and conditions imposed on the
provider by this law are the following:

comply with all federal and state laws and regulations;

provide goods, services and supplies which are medically necessary in the scope and
quality fitting the appropriate standard of care;

have all necessary and required licenses or certificates;

maintain and retain all records for a period of five (5) years;

allow for inspection of all records by governmental authorities;

safeguard against disclosure of information in patient medical records;

bill other insurers and third parties prior to billing Medicaid;

report and refund any and all overpayments;

accept payment in full for Medicaid recipients providing allowances for copayments
authorized by Medicaid;

agree to be subject to claims review;

the buyer and seller of a provider are liable for any administrative sanctions or civil
judgments;

notification prior to any change in ownership;

inspection of facilities; and,

posting of bond or letter of credit when required.

MAPIL’s provider agreement provisions contain additional terms and conditions. The above is
merely a brief outline of some of the terms and conditions and is not all inclusive. The provider
agreement provisions of MAPIL also provide the Secretary with the authority to deny enroliment
or revoke enrollment under specific conditions.

The effective date of these provisions was August 15, 1997. All providers who were enrolled at
that time or who enroll on or after that date are subject to these provisions. All provider
agreements which were in effect before August 15, 1997 or became effective on or after August
15, 1997 are subject to the provisions of MAPIL and all provider agreements are deemed to be
amended effective August 15, 1997 to contain the terms and conditions established in MAPIL.

Any provider who does not wish to be subjected to the terms, conditions and requirements of
MAPIL must notify Provider Enrollment immediately that the provider is withdrawing from the
Medicaid program. If no such written notice is received, the provider may continue as an
enrolled provider subject to the provisions of MAPIL.
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Surveillance Utilization Review

The Department of Health and Hospitals’ Office of Program Integrity, in partnership with Unisys,
has expanded the Surveillance Utilization Review function of the Louisiana Medicaid
Management Information System (LMMIS). Historically, this function has been a combination of
computer runs, along with skilled Medical staff to review providers after claims are paid.
Providers are profiled according to billing activity and are selected for review using computer-
generated reports. The Program Integrity Unit of DHH reviews oral and written complaints sent
from various sources throughout the state, including the fraud hotline.

As of July 1, 1998, the surveillance and utilization review capability of the LMMIS has been
greatly expanded to review more providers than ever in the history of the Louisiana Medicaid
Program. Additional controls in fraud and abuse measures have been added to include a
personal computer-based Surveillance Utilization Review System with the full capability to
provide:

A powerful review tool at the desk-top level

The ability to monitor more providers than ever under the previous system
Enhanced exception processing

Episode of care profiling

A four-fold increase in review capability

Significant expansion of field reviews and audits

Higher focus on policy conformance issues.

If audited, providers should cooperate with the representatives of DHH, which includes Unisys
representatives, in accordance with their provider agreement signed upon enrollment. Failure to
cooperate could result in mild to severe administrative sanctions. The sanctions include, but are
not limited to:

Withholding of Medicaid payments
Referral to the Attorney General’s Office for investigation
Termination of Provider Agreement

The members of the Surveillance Utilization Review team and Program Integrity would once
again like to issue a reminder that a service undocumented is considered a service not
rendered. Providers should ensure their documentation is accurate and complete. All
undocumented services are subject to recoupment. Other services subject to recoupment are:

Upcoding on level of care

Maximizing payments for services rendered

Billing components of lab tests, rather than the appropriate lab panel

Billing for medically unnecessary services

Billing for services not rendered

Inappropriate use of provider number (allowing someone who cannot bill the program
to bill using your provider number).

Consults performed by the patient’s primary care, treating, or attending physicians.

This expansion also brings together the largest group of surveillance professionals in the state
to combat fraud and abuse within this Medicaid program, along with the advanced technology to
accomplish the goal.
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Provider Warning

Entities not enrolled as Medicaid providers are prohibited from using enrolled physicians’
Medicaid numbers in order to submit billing for their services. Physicians have unknowingly
become involved in this fraudulent billing practice and risk being drawn into a long, complicated
fraud investigation, and the unenrolled entities risk criminal prosecution.

Program Integrity and SURS Teams would also like to remind all providers that they are
bound by the conditions of their provider agreement which includes but is not limited to
those things set out in Medical Assistance Program Integrity Law (MAPIL) R.S. 46:437.1
through 440.3, The Surveillance and Utilization Review Systems Regulation (SURS Rule)
Louisiana Register Vol. 29, No. 4, April 20, 2003, and all other applicable federal and state
laws and regulations, as well as Departmental and Medicaid policies. Failure to adhere to
these could result in administrative, civil and/or criminal actions.

Fraud and Abuse Hotline

The state has a hotline for reporting possible fraud and abuse in the Medicaid Program.
Anyone can report concerns at (800) 488-2917.

Providers are encouraged to give this phone number to any individuals or providers who want to
report possible cases of fraud or abuse.
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IDENTIFICATION OF ELIGIBLE RECIPIENTS

Recipients enrolled in Louisiana’s Medicaid Program are issued Plastic Identification Cards;
however, some hurricane evacuees may be issued a Temporary Letter. These permanent
identification cards and temporary letters are issued as proof of Medicaid eligibility. Use of
these cards and letters will require provider verification. The Department of Health and
Hospitals (DHH) offers several options to assist providers with verification of current recipient
eligibility. The following eligibility verification options are available: (1) Recipient Eligibility
Verification System (REVS), an automated telephonic eligibility verification system. (2) e-
MEVS, a web application accessed through www.lamedicaid.com. (3) Pharmacy Point of Sale
(POS)

These eligibility verification systems provide conf irmation of the following:

Recipient eligibility
Third Party (Insurance) Resources
Service limits and restrictions

Before accessing the REVS and e-MEVS eligibility ve  rification systems, providers should
be aware of the following:

In order to verify recipient eligibility through REVS and e-MEVS inquiring providers must
supply the system with two (2) identifying pieces of information about the recipient.
Specific dates of service must be requested. A date range in the date of service field on
an inquiry transaction is not acceptable, and Provider Relations will not supply eligibility
information for date ranges.

Recipient Eligibility Verification System (REVS)

The Recipient Eligibility Verification System (REVS) is a toll-free telephonic eligibility hotline that
is used to verify Medicaid eligibility and is provided at no additional cost to enrolled providers.
REVS can be accessed through touch-tone telephone equipment using the Unisys toll-free
telephone number (800) 776-6323 or the local Baton Rouge area humber (225) 216-REVS
(7387).

Accessing REVS

Enrolled providers may access recipient eligibility by using two (2) pieces of the following pieces
of information:

Card Control Number (CCN) and recipient birth date

Card Control Number (CCN) and social security number

Medicaid ID number (valid during the last 12 months) and recipient birth date
Medicaid ID number (valid during the last 12 months) and social security number
Social Security number and recipient birth date
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REVS MENU — (800) 776-6323

The 7-digit Louisiana Medicaid provider number must

eligibility verification process.

Main Menu

1 — Recipient Eligibility
2 — Last Check Amount
3 — End this Call

Speak

A 4

A 4

Last Check Date and
Amount

be entered to begin the

Recipient Identification Menu
1 — Recipient ID & DOB

2 — Recipient ID & SSN

3 -CCN and DOB

4 - CCN & SSN

5—-SSN & DOB

8 — Main Menu

9 — End Call

A 4

Speak

Eligibility Information

A 4

Recipient Eligibility Menu

1 — Repeat Last Message

2 — New Recipient ID

3 — New Date of Service

4 — Main Menu

5 — Additional Eligibility Information
(if applicable)

9 — End this Call

\ 4
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e-MEVS

Providers can verify eligibility and service limits for a Medicaid recipient using a web application
accessed through www.lamedicaid.com. An eligibility request can be entered via the web for a
single recipient and the eligibility and service limits data for that individual will be returned on a
web page response. The application is to be used for single individual requests and cannot be
used to transmit batch requests.

Accessing e-MEVS
Enrolled providers may access recipient eligibility by using the following pieces of information:

Card Control Number (CCN) and recipient birth date
Card Control Number (CCN) and social security number
Social security number and recipient birth date
Recipient ID number and recipient birth date

Recipient ID number and social security number
Recipient ID number and recipient name

Recipient name and recipient birth date

Recipient name and social security number

Pharmacy Point of Sale (POS)

For pharmacy claims being submitted through the POS system, eligibility is automatically
verified. Checking eligibility through REVS and e-MEVS is not necessary except in an instance
of recipient retroactive eligibility.
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HEALTH NETWORK for LOUISIANA

ooN: 7 7799999099001 01

Modicald Lou Z O’Ana
Issue Date: 03-01-1998 BIN 610351
Oberthur-W 11/99 101923K-H

This card is for identification purposes. It is not proof of current eligibility.

EMERGENCIES - For emergencies, go to the nearest health care facility or
hospital emergency room. Please notify your Primary Care Physician (PCP) of
emergency care as soon as possible.

For questions about this Medicaid card or the Medicaid program, call
1-800-834-3333 for help.

PROVIDERS - To verify eligibility, swipe the card or call the Recipient Eligibility
Verification System (REVS) at 1-800-776-6323.

To report possible Medicaid fraud or abuse call 1-800-488-2917.
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LOUISIANA

STATE OF LOUISIANA
DEPARTMENT OF HEALTH AND HOSPITALS

Department of
HEALTH and
HOSPITALS

Kathleen Babineaux Blanco Frederick P. Cerise, M.D., M.P.H.
GOVERNOR SECRETARY
Date:

To Whom It May Concern:

This will serve as the Medicaid Eligibility Card for the persons listed below. These
persons have been affected by Hurricane Katrina.

Claims for medical services covered by Louisiana Medicaid provided to these individuals will
be processed and paid. For the period September 1, 2005 and ending midnight December
31, 20085, these eligibles are exempt from hospital pre-certification and prescription

limits.

Medicaid providers should maintain a copy of this letter in order to guarantee Medicaid
payment.

Medical providers should contact 1-800-473-2783 for questions regarding claims submission.

ATTENTION Medicaid Eligibles: As soon as you get a permanent address, report it to
Medicaid. At that time if you are still eligible, we can send you a plastic Medicaid card.

Name of Eligible Person Medicaid 1D Billing Number Date of Birth

Sincerely,

Ben A Bearden
Medicaid Director

By:
Louisiana Medicaid Eligibility Representative

MEDICAL VENDOR ADMINISTRATION
1201 CAPITOL ACCESS ROAD « P.O.BOX 91030 » BATON ROUGE, LOUISIANA 70821-5030
PHONE #: 225/342-3891 « FAX # 225/342-9508
“AN EQUAL OPPORTUNITY EMPLOYER”
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THIRD PARTY LIABILITY

Federal regulations and applicable state laws require that third-party resources be used before
Medicaid is billed. Third-party refers to those payment resources available from both private
and public health insurance and from other liable sources, such as liability and casualty
insurance, which can be applied toward the Medicaid recipient's medical and health expenses.
Providers should check the recipient's TPL segment to verify that the third-party liability (TPL)
codes are accurate according to the TPL listing and the name of the third-party insurance
carrier. (TPL carrier code listings can be found on the Medicaid website at
www.lamedicaid.com under “Forms/Files” or by contacting Unisys Provider Relations at
(800)473-2783 or (225)924-5040). If the TPL code is not correct, the provider should instruct
the recipient to contact his/her parish worker to correct the file, especially if the insurance has
been canceled. Claims submitted for payment will deny unless the insurance coverage is noted
on the claim with the appropriate TPL code or unless a letter explaining the cancellation of the
insurance from the carrier is attached to the claim.

NOTE: The lack of a third-party TPL code segment does not negate the provider's
responsibility for asking the recipient if he/she has insurance coverage.

In most cases it is the provider's responsibility to bill the third-party carrier prior to billing
Medicaid. In those situations where the insurance payment is received after Medicaid has been
billed and has made payment, the provider must reimburse Medicaid, not the recipient.
Reimbursement must be made immediately to comply with federal regulations.

TPL Billing Procedures

When billing Medicaid after receiving an Explanation of Benefits (EOB) from a TPL, the provider
must bill a hard copy claim and:

Attach a copy of the EOB/EOMB, making sure any remarks/comments from the other
insurance company are legible and attached.

Enter the amount the other insurance company paid in the appropriate block on the
claim form (except for Medicare).

Enter the six-digit carrier code assigned by Medicaid in the correct block on the claim
form (except Medicare).

NOTE: The six-digit carrier code for traditional Medicare (060100) is not needed to
process Medicare crossover claims. In fact, including the Medicare carrier code on
these claims may cause processing errors. The Medicare EOB should be attached to
each claim form. In addition, providers should not indicate the amount paid by Medicare
on their claim forms.

Additionally, the dates of service, procedure codes and total charges must match , or the claim
will deny. All Medicaid requirements such as precertification or prior authorization must be met
before payment will be considered.

NOTE: Claims submitted where the billing information does not match the EOB should
be sent to the Provider Relations Correspondence Unit with a cover letter explaining the
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discrepancy. Such instances would include payment for dates not precertified by
Medicaid and privately assigned procedure codes not recognized by Medicaid.

Requests to Add or Remove Recipient TPL/Medicare Co  verage

A request to add or remove TPL or Medicare coverage must include a cover letter indicating the
action requested, the claim, and the EOB or proof of coverage termination and should be mailed
to:

DHH Third Party Liability

Medicaid Recovery Unit
P.O. Box 91030

Baton Rouge, LA 70821

Payment Methodology When TPL is Involved

Medicaid payment is calculated by using cost comparison methodology after reimbursement is
made from the TPL. The total payment to the provider from all resources will not be more than
Medicaid allows for the service.

Example : A provider submits a claim to the private insurance company for procedure 99213 in
the amount of $70.00. The private insurance allows $50.00 for this procedure, $10.00 is applied
to the patient’s deductible and the insurance payment to the provider is $40.00. When the claim
and EOB are sent to Medicaid, the payment will be zero. Currently, Medicaid allows $36.13 for
this procedure. The $40.00 insurance payment to the provider is more than the Medicaid
allowable, thus the zero payment. This zero payment is considered an approved claim and is
payment in full. The provider may not bill the recipient any remaining balance including co-
payments and/or deductibles.

TPL carrier code listings can be found on the Louis iana Medicaid Website at
www.lamedicaid.com _ under “Forms/Files” or by contacting Unisys Provid er Relations at
(800) 473-2783 or (225) 924-5040.

Prenatal and Preventive Pediatric Care Pay and Chas e

Louisiana Medicaid uses the “pay and chase” method of payment for prenatal and preventive
care for individuals with health insurance coverage. This means that most providers are not
required to file health insurance claims with private carriers when the service meets the pay and
chase criteria. The Bureau of Health Services Financing seeks recovery of insurance benefits
from the carrier within 60 days after claim adjudication when the provider chooses not to pursue
health insurance payments.
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Service classes which do not require private health insurance claim filing by most providers are:

1. Primary prenatal diagnoses confined to those listed below. All recipients qualify. Hospitals
are not included and must continue to file claims w ith the health insurance carriers

V22.0 640.0 - 648.9
V22.1 651.0 - 658.9
V22.2 671.0-671.9
V23.0 - V23.9 673.0-673.8
Vv28.0 - V28.9 675.0 - 676.9

2. Primary preventive pediatric diagnoses confined to those listed below. Individuals under
age 21 qualify. Hospitals are not included and must continue to fil e claims with the
health insurance carriers ;

V01.0 - V05.0 V77.0-V77.7
V07.0 - V07.9 V78.2 -V78.3
V20.0 - vV20.2 V79.2 -V79.3
V70.0 V79.8
V72.0-V72.3 Vv82.3-V82.4
V73.0 -V75.9

3. EPSDT medical, vision, and hearing screening services (KIDMED screening services);
4. EPSDT dental services;

5. EPSDT services to children with special needs (formerly referred to as school health
services) which result from screening and are rendered by school boards;

6. Services which are a result of an EPSDT referral, indicated by entering “Y” in block 24H of
the CMS-1500 claim form or “1” as a condition code on the UB-92 (form locators 24 - 30).

7. Services for Medicaid eligibles whose health insurance is provided by an absent parent who
is under the jurisdiction of the State Child Support Enforcement Agency. All providers and
all services (regardless of diagnosis) qualify.

Voiding Accident-Related Claims for Profit

A provider who accepts Medicaid payment for an accident-related service or illness may not
later void the Medicaid claim in order to pursue payment from an award or settlement with a
liable third party. Federal regulations prohibit this practice. All providers enrolled in Louisiana's
Medicaid Program are required to accept Medicaid payment as payment in full and are not to
seek additional payment for any unpaid portion of the bill.
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Outgoing Medical Records Stamp

Providers who furnish medical information to attorneys, insurers, or anyone else must obtain a
3"x3” ANNOTATION STAMP and must assure that all outgoing medical information bears the
stamp, which notifies the receiver that services have been provided under Louisiana's Medicaid
Program (see example below).

Medicaid Provider No. (7 digits)
(Optional Control Number)

Services have been provided under Louisiana’s
Medicaid Program and are
Payable under R.S. 46:446:1 to:

DHH Bureau of Health Services Financing
P.O. Box 91030
Baton Rouge, LA 70821-9030
ATTN: Third Party Liability Unit

Any additional authorization needed may be
obtained from DHH/BHSF’s TPL unit at (225) 342-9250

Trauma Diagnosis Codes

Providers are reminded to include the appropriate trauma diagnosis code when billing for
accident-related injuries or illnesses. Provider cooperation is vital as trauma codes are used to
help uncover instances of unreported third party liability.

Third Party Liability Recovery Unit

Providers with questions about medical services to Medicaid recipients involved in accidents
with liable third parties, and providers wishing to refer information about Medicaid recipients
involved in accidents with liable third parties may contact the DHH Third Party Liability,
Trauma/Health Recovery Unit at (225) 342-9250 or fax information to (225) 342-1376.

HMO TPL Codes

Providers must determine, prior to providing a service, to which HMO the recipient belongs and
if the provider himself is approved through that particular HMO. (If the provider is not HMO
approved, the recipient should be advised that he/she will be responsible for the bill and be
given the option of seeking treatment elsewhere.)

Questions regarding HMOs should be referred to the DHH Third Party Liability/Medicaid
Recovery Unit at (225) 342-3855. The fax number is (225) 342-2703.
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HMO and Medicaid Coverage

Louisiana Medicaid has adopted the following policy concerning HMO/Medicaid coverage based
on CMS (Centers for Medicare and Medicaid Services) clarification.

The recipient must use the services of the HMO that  they freely choose to join.
These claims must be submitted hard copy with a copy of the HMO EOB from the carrier
that is on file with the state.

If the HMO denies the service because the service is not a covered service offered
under the plan, the claim will be handled as a straight Medicaid claim and processed
based on Medicaid policy and pricing.

If the HMO denies the claim because the recipient sought medical care outside of the
HMO network and without the HMO's authorization, Medicaid will deny the claim with a
message that HMO services must be utilized.

If the recipient uses out of network providers for emergency services and the HMO does
not approve the claim, Medicaid will deny the claim with a similar edit.

If the provider of the service plans to file aclai  m with Medicaid, copayments or any other
payment cannot be accepted from the Medicaid recipi ent.

Qualified Medicare Beneficiaries (QMBS)

QMBs are covered under the Medicare Catastrophic Coverage Act of 1988 . This act
expands Medicaid coverage and benefits for certain persons aged 65 years and older as well as
disabled persons who are eligible for Medicare Hospital Insurance (Part A) benefits and who:

Have incomes less than 90 percent of the Federal poverty level,

Have countable resources worth less than twice the level allowed for Supplemental
Security Income (SSI) applicants,

Have the general nonfinancial requirements or conditions of eligibility for Medical
Assistance, i.e., application filing, residency, citizenship, and assignments of rights.

Individuals under this program are referred to as Qualified Medicare Beneficiaries (QMBSs). The
three groups of recipients under this category are: QMB Only, QMB Plus and Non QMB.

QMBs Status

QMB Only Identified through the REVS and e-MEVS systems and

(Formerly Pure QMB) are eligible only for Medicaid payment of deductibles and
coinsurance for all Medicare covered services.

QMB Plus Individuals who are eligible for both Medicare and

(Formerly Dual QMB) traditional types of Medicaid coverage (SSlI, etc). QMB

Plus is identified by the REVS and e-MEVS systems and
are eligible for Medicaid payment of deductibles and
coinsurance for all Medicare covered services as well as
for Medicaid covered services.
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Non QMBs Identified in the TPL segment of REVS and e-MEVS.
Non QMBs are eligible for only Medicaid covered
services.

In addition, for those persons who are eligible for Part A premium, but must pay for their own
premiums, the State will now pay for their Part A premium, if they qualify as a QMB. The State
will continue to also "buy-in" for Part B (Medical Insurance) benefits under Medicare for this
segment of the population.

Medicare Crossover Claims

If problems occur with Medicare claims crossing over electronically, please follow the steps
listed below:

If your Medicare claims are not crossing electronically, please call Unisys Provider
Relations at (800) 473-2783 or (225) 924-5040. Be very specific with your inquiry. You
should indicate whether all of your claims are not crossing over or only claims for certain
recipients. Were the claims crossing over previously and suddenly stopped crossing, or
is this an ongoing problem? The more information you can give, the better. The Unisys
representative will check certain pieces of information against the provider and/or
recipient files to determine if an identifiable file error exists. If a file update is required,
the Unisys representative will route this information to the Unisys Provider Enrollment or
Third Party Liability Unit to correct the Medicaid file. If a problem cannot be identified,
you may be referred to the Third Party Liability Unit for further assistance.

If you are not certain that you have supplied your Medicare provider number(s) to Unisys
Provider Enrollment, please write to this unit to have your number(s) loaded correctly on
your Medicaid provider file. Many Medicare providers have a primary provider number
and one or more secondary provider numbers linked to this primary number. Claims

will cross electronically ONLY if the Medicare prov ider number(s) is cross-

referenced to the Medicaid provider humber. If any or all of your Medicare provider
numbers have not been reported to Unisys Provider Enroliment, please do so
immediately .

Medicare adjusted claims DO NOT crossover. Providers must submit Medicaid adjustments
with the Medicare adjustment EOB attached for corrected payment.

Providers are responsible for verifying on the Medi caid Remittance Advice that all

Medicare payments have successfully crossed over. If Medicare makes a payment which
is not adjudicated by Medicaid within 30 days of th e Medicare EOB date, you should
submit your crossover claim hard copy with the Medi care EOB attached. All timely filing

requirements must be met even if a claim failstoc  ross over.

Also, if you are submitting a claim which Medicare has denied, the EOMB
attached must include a complete description of the denial code.
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Medicare Advantage

All recipients participating in Medicare Advantage must have both Medicare Part A and
Medicare Part B.

The Managed Care Plans currently participating in this program are: Humana Gold Plus, Tenet
(Tenet 65 and Tenet PPO) and Sterling (Sterling Option One). These plans have been added to
the Medicaid Third Party Resource File for the appropriate recipients with six-digit alpha-
numeric carrier codes that begin with the letter “H”.

When possible these plans will cross the Medicare claims directly to Medicaid electronically, just
as Medicare carriers electronically transmit Medicare crossover claims. These claims will be
processed just as claims crossing directly from a Medicare carrier. If claims do not cross
electronically from the carriers within 30-45 days from the Medicare plan EOB date, providers
must submit paper claims with the Medicare plan EOB attached to each claim.

NOTE: Sterling Option One will not electronically transmit claims to Unisys. Providers in the
Sterling Option One network should submit claims hard copy to Unisys.

When it is necessary for providers to submit claims hard copy, the appropriate carrier code must
be entered on each hard copy claim form in order for the claim to process correctly. The carrier
codes follow:

Humana Gold Plus H19510 Tenet 65 H19610
Tenet PPO H19010 Sterling Option One  H50060

Hard copy claims submitted without the plan EOB and without a six-digit carrier code beginning
with an “H” will deny 275 (Medicare eligible). Both the EOB and the correct carrier code are
required for these claims to process properly.

Providers may not submit these claims electronically. Electronic submissions directly from
providers will deny 966 (submit hard copy claim).

When it is necessary to submit these claims hardcopy, a Medicare Advantage institutional or
professional cover sheet MUST be completed for each claim and attached to the top of the
claim and EOB. Once finalized, these cover sheets will be available on the Louisiana Medicaid
website for easy download. Claims received without this cover sheet will be rejected.

The calculated reimbursement methodology currently used for pricing Medicare claims will be
used to price these claims. Thus, claims may price and pay a zero payment if the plan payment
exceeds the Medicaid allowable for the service.

Timely filing guidelines applicable for Medicare crossover claims apply for Medicare
Advantage claims.

2005 Emergency Billing Policy and Procedures for Hu __ rricane Evacuees 16

Louisiana Medicaid Professional Provider Services



CLAIMS PROCESSING REMINDERS

Unisys Louisiana Medicaid images and stores all Louisiana Medicaid paper claims on-line. This
process allows the Unisys Provider Relations Department to respond more efficiently to claim
inquiries by facilitating the retrieval and research of submitted claims.

Prepare paper claim forms according to the following instructions to ensure appropriate and
timely processing:

Submit an original claim form whenever possible. Do not submit carbon copies under
any circumstances. If you must submit a photocopy, ensure that it is legible, and not too
light or too dark.

Enter information within the appropriate boxes and align forms in your printer to ensure
the correct horizontal and vertical placement of data elements within the appropriate
boxes.

Providers who want to draw the attention of a reviewer to a specific part of a report or
attachment are asked to circle that particular paragraph or sentence. DO NOT use a
highlighter to draw attention to specific information.

Paper claims must be legible and in good condition for scanning into our document
imaging system.

Sign and date your claim form. Unisys will accept stamped or computer-generated
signature, but they must be initialed by authorized personnel.

Continuous feed forms must be torn apart before submission.
Use high quality printer ribbons or cartridges - black ink only.

Use 10-12 point font sizes. We recommend font styles Courier 12, Arial 11, and Times
New Roman 11.

Do not use italic, bold, or underline features.
Do not submit two-sided documents.

Do not use a marking pen to omit claim line entries. Use a black ballpoint pen (medium
point).

The recipient’s 13-digit Medicaid ID number must be used to bill claims. The CCN
number from the plastic card is NOT acceptable.
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Rejected Claims

Unisys currently returns illegible claims. These claims have not been processed and are
returned along with a cover letter stating what is incorrect.

The criteria for legible claims are:

(1) all claim forms are clear and in good condition,

(2) all information is readable to the normal eye,

(3) all information is centered in the appropriate block, and
(4) all essential information is complete.

Attachments

All claim attachments should be standard 8% x 11 sheets. Any attachments larger or smaller
than this size should be copied onto standard sized paper. If it is necessary to attach
documentation to a claim, the documents must be placed directly behind each claim that
requires this documentation. Therefore, it may be necessary to make multiple copies of the
documents if they must be placed with multiple claims.

Changes to Claim Forms

Louisiana Medicaid policy prohibits Unisys staff f rom changing any information on a
provider’s claim form. Make all changes to the cla  ims prior to submission. Please do
not ask Unisys staff to make any changes on your be  half.

Data Entry

Data entry clerks do not interpret information on claim forms-data is keyed as it appears on the

claim form. If the data is incorrect, or IS NOT IN THE CORRECT LOCATION, the claim will not

process correctly.
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TIMELY FILING GUIDELINES

In order to be reimbursed for services rendered, all providers must comply with the following
filing limits set by Medicaid of Louisiana:

Straight Medicaid claims must be filed within 12 months of the date of service.

Claims for recipients who have Medicare and Medicaid coverage must be filed with the
Medicare fiscal intermediary within 12 months of the date of service in order to meet
Medicaid's timely filing regulations.

Claims which fail to cross over via tape and have to be filed hard copy MUST be
adjudicated within six months from the date on the Explanation of Medicare Benefits
(EOMB), provided that they were filed with Medicare within one year from the date of
service.

Claims with third-party payment must be filed to Medicaid within 12 months of the date
of service.

Dates of Service Past Initial Filing Limit

Medicaid claims received after the initial timely filing limits cannot be processed unless the
provider is able to furnish proof of timely filing. Such proof may include the following:

A Remittance Advice indicating that the claim was processed earlier (within the
specified time frame)

OR

Correspondence from either the state or parish Office of Eligibility Determination
concerning the claim and/or the eligibility of the recipient.

To ensure accurate processing when resubmitting the claim and documentation, providers must
be certain that the claim is legible. Proof of timely filing documentation must reference the
individual recipient and date of service.

At this time Louisiana Medicaid does not accept printouts of Medicaid electronic remittance
advice screens as proof of timely filing. Documentation must reference the individual recipient
and date of service. Postal "certified" receipts and receipts from other delivery carriers are not
acceptable proof of timely filing.

Submitting Claims for Two-Year Override Considerati  on
Providers requesting two-year overrides for claims with dates of service over two years old must

provide proof of timely filing and must assure that each claim meets at least one of the three
criteria listed below:
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1) The recipient was certified for retroactive Medicaid benefits, and the claim was filed
within 12 months of the date retroactive eligibility was granted.

2) The recipient won a Medicare or SSI appeal in which he or she was granted retroactive
Medicaid Benefits.

3) The failure of the claim to pay was the fault of the Louisiana Medicaid Program rather
than the provider’s each time the claim was adjudicated.

All provider requests for two-year overrides must be mailed directly to:

Unisys Provider Relations Correspondence Unit
P.O. Box 91024
Baton Rouge, LA 70821

The provider must submit the claim with a cover letter describing the criteria that has been met
for consideration along with all supporting documentation. Supporting documentation includes
but is not limited to proof of timely filing and evidence of the criteria met for consideration.

Claims submitted without a cover letter, proof of timely filing, and/or supporting documentation

will be returned to the provider without consideration. Any request submitted to DHH staff will
be routed to Unisys Provider Relations.
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THE REMITTANCE ADVICE

The purpose of this section is to familiarize the provider with the design and content of the
Remittance Advice (RA). This document plays an important communication role between the
provider, the BHSF, and Unisys. Aside from providing a record of transactions, the Remittance
Advice will assist providers in resolving and correcting possible errors and reconciling paid
claims.

The Purpose of the Remittance Advice

The RA is the control document which informs the provider of the current status of submitted
claims. It is sent out each week when the provider has adjudicated claims.

On the line immediately below each claim a code will be printed representing denial reasons,
pended claim reasons, and payment reduction reasons. Messages explaining all codes found
on the RA will be found on a separate page following the status listing of all claims. The only
type of claim status which will not have a code is one which is paid as billed.

If the provider uses a medical record number (which may consist of up to 16 alpha and/or
numeric characters), it will appear on the line immediately following the recipient's number.

At the end of each claim line is the 13-digit internal control number (ICN) assigned to that claim
line. Each separate claim line is assigned a unique ICN for tracking and audit purposes.
Following is a breakdown of the 13 digits of the ICN and what they represent:

Position 1 Last Digit of Current Year
Positions 2-4 Julian Date - ordinal day of 365-day year
Position 5 Media Code - 0 = paper claim with no attachments

1 = electronic claim
2 = systems generated
3 = adjustment

4 = void

5 = paper claim with attachments
Positions 6-8 Batch Number - for Unisys internal purposes
Positions 9-11 Sequence Number - for Unisys internal purposes
Positions 12-13 Number Of Line within Claim - 00 = first line

01 = second line
02 = third line, etc.

Unisys Provider Relations responds to inquiries concerning particular claims when the provider
has reconciled the RA and determined that the claim has denied, pended, paid or been rejected
prior to entry into the system. It is not possible for Unisys Provider Relations to take the place of
the provider's weekly RA by checking the status of numbers of claims on which providers, billers
or collection agencies are checking.
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In situations where providers choose to contract with outside billing or collection agencies to bill

claims and reconcile accounts, it is the provider’s responsibility to provide the contracted agency
with copies of the RAs or other billing related information in order to bill the claims and reconcile
the accounts.

Electronic Remittance Advices (e-RAS)

The EDI Department offers Electronic Remittance Advices (e-RAs). This allows providers to
have their Remittance Advices transmitted from Unisys and posted to accounts electronically.
There is a minimal fee for this service. Further information may be obtained by calling the
Unisys EDI Department.

Remittance Advice Breakdown

Claims presented on the RA can appear under one of several headings: Approved Original
Claims (paid claims); Denied Claims; Claims in Process; Adjustment Claims; Previously Paid
Claims; and Voided Claims. When reviewing the RA, please look carefully at the heading under
which the claims appear. This will assist with your reconciliation process.

Always remember that claims appear under the heading "Claims in Process" to let the provider
know that the claim has been received by the Fiscal Intermediary, and should not be worked
until they appear as either "Approved Original Claims" or "Denied Claims." "Claims in Process"
are claims which are pending in the system for review. Once that review occurs, the claims will
move to a paid or denied status on the RA. If claims pend for review, they will appear on an
initial RA as "Claims in Process" as they enter the processing system. After that point, they will
appear only once a month under that heading until they are reviewed.

Remittance Summary

"Approved Original Claims" may appear with zero (0 dollar) payments. These claims are still
considered paid claims. Claims pay a zero amount legitimately, based on other insurance
payments, maximum allowable payments, etc.

When providers choose to return checks to adjust or void a claim rather than completing an
adjustment/void form, the checks will initially appear as a financial transaction on the front of the
RA to acknowledge receipt of that check. The provider's check number and amount will be
indicated, as well as an internal control number (ICN) which is assigned to the check. If claims
associated with the check are processed immediately, they will appear on the same RA as the
check financial transaction, under the heading of "adjustment or void" as appropriate, as well as
the corresponding "previously paid claim." The amount of the check posted to the RA should
offset the amount recouped from the RA as a result of the adjustment/void, and other payments
should not be affected. However, if the adjustments/voids cannot be processed on the same
RA, the check will be posted and appear on the financial page of the RA under "Suspense
Balance Brought Forward" where it will be carried forward on forthcoming RAs until all
adjustments/voids are processed. As the adjustments/voids are processed, they will appear on
the RA and the amount of money being recouped will be deducted from the "Suspense Balance
Brought Forward" until all claims payments returned are processed.
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It is the provider's responsibility to track these refund checks and corresponding claims
until they are all processed.

When providers choose to submit adjustment/void forms for refunds, the following is an
important point to understand. As the claims are adjusted/voided on the RA, the monies
recouped will appear on the RA appropriately as "Adjustment Claims" or "Voided Claims." A
corresponding "Previously Paid Claim" will also be indicated. The system calculates the
difference between what has already been paid ("Previously Paid Claim") and the additional
amount being paid or the amount being recouped through the adjustment/void. If additional
money is being paid, it will be added to your check and the payment should be posted to the
appropriate recipient's account. If money is being recouped, it will be deducted from your check
amount. This process means that when recoupments appear on the RA, the paid claims must
be posted as payments to the appropriate recipient accounts through the bookkeeping process
and the recoupments must be deducted from the accounts of the recipients for which
adjustment or voids appear. If the total voided exceeds the total original payment, a negative
balance occurs, and money will be recouped out of future checks. This also includes state
recoupments, SURS recoupments and cost settlements.

Below are the summary headings which may appear on the financial summary page and an
explanation of each.

A refund check or portion of a refund check carried
forward from a previous RA because all associated
claims have not been processed.

Total of all approved (paid) claims appearing on this
RA.

Total of all claims being adjusted on this RA.

Suspense Balance Brought
Forward

Approved Original Claim

Adjustment Claims

Total of all previously paid claims which correspond
to an adjustment or void appearing on this RA.
Void Claims Total of all claims being voided on this RA.

Previously Paid Claim

Total number of all claims related transactions
appearing on this RA (approved, adjustments,
previously paid, voided, denied, claims in process).
Total number of all financial transactions appearing
on the RA.

Net Current Claims Transactions

Net Current Financial
Transactions

If a negative balance has been created through
adjustments or voids processed, the negative balance
is carried forward to the next RA. (This also includes
state recoupments, SURS recoupments and cost
settlements.)

Prior Negative Balance
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Withheld for Future Recoveries Difference between provider checks posted on the
RA and the deduction from those checks when
associated claims are processed on the same RA as
the posting of the check. (This is added to Suspense
Balance Brought Forward on the next RA.)

Total Payments This RA Total of current check.

Total Copayment Deducted Total pharmacy co-payments deducted for this RA.

This RA

Suspense Balance Carried Total of Suspense Balance Brought Forward and

Forward withheld for future recoveries.

Y-T-D Amount Paid Total amount paid for the calendar year.

Denied Claims Total of all denied claims appearing on this RA.

Claims in Process Total of all pending claims appearing on this RA.

Claims in Process

When the ICN of a claim appears on a remittance advice (RA), with a message of “Claim In
Process,” the claim is in the process of being reviewed. The claim has not been approved for
payment yet, and the claim has not had payment denied. During the next week, the claim will be
reviewed and will appear as a “paid” or “denied” claim on the next RA unless additional review is
required. The “Claim In Process” listing on the RA appears immediately following the “Denied
Claims” listing and is often confused with “Denied Claims.”

Pended claims are those claims held for in-house review by Unisys. After the review is
completed, the claim will be denied if a correction by the provider is required. The claim will be
paid if the correction can be made by Unisys during the review.

Claims can pend for many reasons. The following are a few examples:

Errors were made in entering data from the claim into the processing system.

Errors were made in submitting the claim. These errors can be corrected only by the
provider who submitted the claim.

The claim must receive Medical Review.
Critical information is missing or incomplete.

On the following pages are examples of remittance advice pages and a TPL denied claims
notification list (this is normally printed at the end of the remittance advice).

Denied Claim Turnarounds (DTAS)

Denied claim turnarounds, also printed at the end of the remittance advice, are produced when
certain errors are encountered in the processing of a claim. (Not all denial error codes
produce denied claim turnarounds .) The denied claim turnaround document is printed to
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reflect the information submitted on the original claim. It is then mailed to the provider to allow
him to change the incorrect items and sign and return the document to Unisys. Once the
document is received at Unisys, the correction is entered into the claims processing system an
adjudication resumes for the original claim. Note, however, that the turnaround document
must be returned to Unisys with appropriate correct ions as soon as possible, as they are
only valid for 30 days from the date of processing of the original claim.

TPL Denied Claims Notification List

The TPL denied claims notification list is generated when claims for recipients with other
insurance coverage are filed to Medicaid with no EOB from the other insurance and no
indication of a TPL carrier code on the claim form. This list notifies the provider that third party
coverage exists and gives the name and carrier code of the other insurance. Once the private
insurance has been billed, the claim may be corrected and resubmitted to Unisys with the third
party EOB.
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REMITTANCE ADVICE CLAIM DENIAL RESOLUTION FOR
LOUISIANA MEDICAID

This section is designed to assist providers in resolving some of the more general claim denials
appearing on the Louisiana Medicaid Remittance Advices. When claims deny and appear on a
remittance advice, a three-digit error code is given with the claim information. At the end of the
remittance advice, all error codes received are listed with a narrative description that gives an
explanation of the error code. The purpose of this explanation is to aid providers in correcting
errors and resubmitting their claim(s) for processing.

Some of the more common error codes are listed in this section, along with an explanation of

the denials and suggestions on how to correct them. These error codes are grouped by
category, and apply to most Medicaid programs.

General Claim Form Completion Error Codes

ERROR CODE 003 — RECIPIENT NUMBER INVALID OR LESS T HAN 13 DIGITS

Cause: The recipient ID number on the claim form was less than 13 digits in length or
included letters or other non-numeric characters.

Resolution : Verify the correct 13-digit recipient ID number using REVS or e-MEVS and enter
this number where required on the claim form.

ERROR CODE 009 - SERVICE THRU DATE GREATER THAN DAT E OF ENTRY

Cause: The claim was received by Unisys prior to one or more dates of service billed.

Resolution : Correct the date span on the claim and rebill OR wait until all dates of service on
the claim have passed and rebill.

ERROR CODE 028 - INVALID OR MISSING PROCEDURE CODE

Cause: 1. No procedure code was entered on the claim form, OR

2. The procedure code entered on the claim form is invalid (e.g., usually because it has fewer
than five characters).

Resolution : Enter the correct procedure code on the claim form and resubmit.

Recipient Eligibility Error Codes

ERROR CODE 215 - RECIPIENT NOT ON FILE

Cause: The recipient ID number on the claim form is not in the State eligibility files.

Resolution : Verify the correct 13-digit recipient ID number using REVS or e-MEVS and enter
this number where required on the claim form. If there is an e-MEVS printout that verified
eligibility and was printed on the date of service in question, send a copy of the claim and a
copy of the printout to the Unisys Correspondence Unit with a cover letter stating the problem.
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ERROR CODE 216 - RECIPIENT NOT ELIGIBLE ON DATE OF SERVICE

Cause: The recipient ID number on the claim is in the State eligibility files, but the recipient’s
eligibility does not cover the date of service filed on the claim.

Resolution : Verify the recipient’s eligibility using REVS or e-MEVS for all dates of service on
the claim. If there is an e-MEVS printout that verified eligibility and was printed on the date of
service in question, send a copy of the claim and a copy of the printout to the Unisys
Correspondence Unit with a cover letter explaining the problem.

Note: Prior authorization does not override eligibility issues. Only dates of service during a
recipient’s eligibility will be reimbursed.

ERROR CODE 217 — NAME AND OR NUMBER ON CLAIM DOES N OT MATCH FILE
RECORD

Causes: 1. The name on the claim form does not match the recipient ID number as recorded
in the Unisys eligibility files. (This is sometimes caused when a recipient marries and
changes her surname, or if several family members have similar ID numbers.) OR

2. The first and last names have been entered in reverse order on the claim form.

Resolution : Verify the correct spelling of the name via REVS or e-MEVS using the 13-digit
recipient ID number. Ensure that the first and last names are entered in the correct order on
the claim. Make corrections if necessary and resubmit.

ERROR CODE 222 — RECIPIENT INELIGIBLE ON ONE OR MORE SERVICE DATE (S)

Cause: The recipient ID number on the claim is in the State eligibility files, but the recipient’s
eligibility does not cover all dates of service filed on the claim.

Resolution : 1. Verify the recipient’s eligibility using REVS or e-MEVS for all dates of service
on the claim. If there is an e-MEVS printout that verified eligibility and was printed on the date
of service in question, send a copy of the claim and a copy of the printout to the Unisys
Correspondence Unit with a cover letter stating the problem.

2. If there is no verification of eligibility for the date of service, resubmit the claim for covered
dates of service only.

ERROR CODE 223 — RECYCLED RECIPIENT NOT ON FILE

Cause: The recipient ID number on the claim form is not in the State eligibility files. The
claim has been “recycled” a number of times looking for the ID number in the eligibility files.

Resolution : Verify the correct 13-digit recipient ID number using REVS or e-MEVS and enter
this number where required on the claim form. If there is an e-MEVS printout that verified
eligibility and was printed on the date of service in question, send a copy of the claim and a
copy of the printout to the Unisys Correspondence Unit with a cover letter stating the problem.

ERROR CODE 364 — RECIPIENT INELIGIBLE/DECEASED

Cause: The State eligibility files indicate the recipient was deceased prior to the billed date of
service.

Resolution : Verify the recipient’s date of death with Unisys Provider Relations. If you have
documentation proving the date of death on file is incorrect, submit the claim and your
documentation, along with a cover letter explaining the problem, to Unisys Provider Relations
Correspondence Unit.
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Timely Filing Error Codes

ERROR CODE 272 — CLAIM EXCEEDS 1 YEAR FILING LIMIT

Cause: The date of service on the claim form is more than one year prior to the date the
claim was received by Unisys. All such claims must be accompanied by proof of timely filing
in order to be paid.

Resolution : Resubmit the claim with proof of timely filing attached. Proof of timely filing is
usually a copy of an RA page that shows the claim was processed by Unisys within one year
from the date of service. Such claims may be mailed with a cover letter requesting an
override for proof of timely filing to the Unisys Correspondence Unit.

Note: When refiling claims over one year old, it is not enough for the provider to know or to
believe that they have filed the claim to Unisys within one year from the date of service. The
provider must attach proof of timely filing to the claim, or the claim will deny.

A history can be ordered to assist in determining if payment has been made or if a claim has
been filed timely. The Field Analyst for your territory may also assist in placing such an order.

ERROR CODE 030 — SERVICE “THRU” DATE MORE THAN TWO YEARS OLD

Cause: The date of service on the claim form is more than two years prior to the date the
claim was received by Unisys.

Resolution : Timely filing guidelines dictate that, in general, claims with dates of service over
two years old are not payable. Unisys staff does not have the authority to override such
claims. In the case of retroactive eligibility, DHH must review the claim and approve any
overrides for timely filing.

ERROR CODE 371 — ATTACHMENT REQUIRES REVIEW/FILING DEADLINE

Cause: The date of service on the claim form is more than one year prior to the date the claim
was received by Unisys. The claim has pended in the Unisys computer system so that it can
be checked for attached proof of timely filing.

Resolution : If the claim was submitted with proof of timely filing attached, no further action is
required. If no proof of timely filing was attached to the claim form, attach proof of timely filing
to the claim and mail it with a cover letter requesting an override for proof of timely filing to the
Unisys Correspondence Unit.

Note: Code 371 is not a true “error” code, as the claim has not been denied. The message is
to notify the provider why the claim is in process.

Duplicate Claim Error Code

VARIOUS ERROR CODES SPECIFIC TO EACH PARTICULAR MED ICAID PROGRAM

Cause: The claim is a duplicate of one that has already been paid by Unisys.

Resolution : On the remittance advice, the denial refers the provider to the conflicting control
number and adjudication date of the previously paid claim. Refer to the remittance advice
date indicated to find the claim that has already been paid. Do not resubmit the claim if it has
already been paid.
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Third Party Liability Error Codes

ERROR CODE 273 - 3RD PARTY CARRIER CODE MISSING - REFER TO CARRIER
CODE LIST

Cause: No carrier code was indicated on the claim for a recipient with other insurance
coverage.

Resolution : Verify the recipient’s third party liability carrier code using REVS or e-MEVS.
Resubmit the claim with the six-digit carrier code in the appropriate block and attach the EOB
from the third party liability.

If you have verification that the recipient was not covered by other insurance for the date(s) of
service, send a copy of the claim and the verification to the Unisys Correspondence Unit with
a cover letter stating the problem.

ERROR CODE 290 - NO EOB ATTACHED FOR RECIPIENT WITH OTHER RESOURCE
INDICATED

Cause: 1. No EOB from the other insurance was attached to the claim for a recipient with
other insurance coverage, OR

2. There is a carrier code indicated on the claim form, but no EOB from the carrier is attached
to the claim.

Resolution : Resubmit the claim with a copy of the EOB from the third party carrier.

If the carrier code was indicated on the claim form in error, remove it and resubmit the claim.

If you have verification that the recipient was not covered by other insurance for the date(s) of
service, send a copy of the claim and the verification to the Unisys Correspondence Unit with a
cover letter stating the problem.

ERROR CODE 292 - NO TPL AMOUNT INDICATED ON CLAIM/R EQUIRES REVIEW

Cause: A carrier code was indicated on the claim form, but no TPL amount was entered on
the claim.

Resolution : Indicate the amount paid by the third party carrier in the appropriate block on the
claim form and resubmit the claim (including the third party carrier EOB).

If the carrier code was indicated on the claim form in error, remove it and resubmit the claim.

ERROR CODE 032 - EOB(S) ATTACHED/CARRIER CODE DOES NOT MATCH

Cause: The EOB attached to the claim does not appear to be from the third party carrier
indicated on the State resource file for the recipient.

Resolution : Verify the recipient’s third party liability carrier code using REVS or e-MEVS.
Correct the carrier code if necessary and resubmit the claim (including the third party carrier
EOB).

If the carrier code on the claim is correct, ensure that the EOB submitted with the claim is from
the correct third party carrier. If not, attach the correct EOB if necessary and resubmit the
claim. If the EOB submitted with the claim is from the correct third party carrier, submit the
claim and the EOB to Unisys Provider Relations Correspondence Unit along with a cover letter
explaining the problem.

ERROR CODE 918 — MEDICAID ALLOWABLE AMOUNT REDUCED BY OTHER
INSURANCE

Cause: The amount paid by third party liability (as indicated on the claim form) has been
subtracted from the amount Medicaid would usually pay.
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Resolution : Ensure that the amount shown in the “deductions” column of the remittance advice
is the same as the other insurance payment on the claim form. If the claim form was completed
incorrectly, indicating an incorrect amount paid by other insurance, an adjustment must be filed
to obtain correct payment.

Note: The message is to notify the provider why the payment is not the usual reimbursement
amount.

Medicare/Medicaid Error Codes

ERROR CODE 275 — RECIPIENT IS MEDICARE ELIGIBLE

Cause: The state files indicate that the recipient is eligible for Medicare. Since Medicaid is
always the payer of last resort, it will be necessary to bill Medicare first and then submit the
claim to Medicaid along with the EOMB.

Resolution : Submit the claim to Medicare. Once the Medicare EOB is received, attach it to the
claim and send to Medicaid for adjudication.

ERROR CODE 330 - QMB NOT MEDICAID ELIGIBLE

Cause: The claim was filed for a recipient who is a QMB ONLY, meaning that Medicaid will
only pay the co-insurance or deductible after Medicare has made payment. If the service is not
a Medicare covered service or if Medicare did not make a payment on the claim (for whatever
reason), Medicaid will not pay either. This type of recipient is not truly a Medicaid recipient.
The recipient only has Medicaid coverage if Medicare has paid the claim and only co-
insurance/deductible is owed.

Resolution : In general, recipients may be billed for services considered non-covered by
Medicaid.

ERROR CODE 922 — MEDICARE EOMB INVALID/OR MISSING

Cause: 1. The claim was received by Unisys with no Explanation of Medicare Benefits (EOMB)
attached; OR

2. The claim was received by Unisys with an EOMB which was invalid (missing date of service,
recipient name, etc.).

Resolution : If no Medicare EOB was filed with the claim, resubmit the claim with the
corresponding EOMB. If an invalid EOMB was attached to the claim, resubmit the claim with a
corrected EOMB.

ERROR CODE 942 — DENIED BY MEDICARE, NOT COVERED BY MEDICAID

Cause: The billed service was denied by Medicare and so is not payable by Medicaid.

Resolution : Unless the recipient is a QMB plus, Medicaid is not required to make payment on
services when Medicare denies payment. If the Medicare denial states the service was “not
medically necessary,” the service is not payable by Medicaid, even for QMB PLUS recipients. If
the service is for a QMB PLUS and the denial is for other than medical necessity, the claim and
EOMB should be submitted to the Correspondence Unit with a cover letter explaining the
problem.

ERROR CODE 996 — DEDUCTIBLE & OR CO-INSURANCE REDUC ED TO MAX
ALLOWABLE

Cause: The Medicaid payment was reduced because of a Medicare payment.

Resolution : This claim has been approved and is considered paid in full. The provider cannot
bill the patient for any remaining balance. In determining the Medicaid payment, the computer
system will calculate the amount Medicaid would pay if there were no Medicare. If Medicare
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has paid more than that amount, the claim is considered approved at $0.00. Otherwise,
Medicaid will pay the difference between the Medicaid allowable and what Medicare paid, up to
the coinsurance and deductible amount.

Adjustment/Void Error Codes

ERROR CODE 798 — HISTORY RECORD ALREADY ADJUSTED

Cause: An adjustment/void form has been submitted for an internal control number (ICN) that
has already been adjusted or voided. Therefore, the ICN cannot be adjusted or voided again.

Resolution : Review previous RAs to determine all activity for the particular claim. Only the
most recent paid claim (either original or adjustment) can be adjusted or voided. If an
adjustment or void is still required, resubmit the adjustment/void form for the most recent paid
ICN.

Note: Only paid claims can be adjusted or voided. It is impossible to process an adjustment or
void of a denied claim.

ERROR CODE 799 — NO HISTORY RECORD ON FILE FOR THIS ADJUSTMENT

Cause: An adjustment/void form has been submitted for an internal control number (ICN) that
is not in the Unisys claim history.

Resolution : Review previous RAs to determine the correct ICN to be adjusted. If the ICN
submitted on the adjustment/void form is incorrect, submit a corrected adjustment or void. If the
ICN on the claim is correct, send a copy of the adjustment/void form and all related
documentation to Unisys Correspondence Unit with a cover letter explaining the problem.

Note: Adjustments and voids may only be processed if the adjudication date (RA date) of the
last paid claim is under two years old.

Miscellaneous Error Codes

ERROR CODE 299 - PROCEDURE/DRUG NOT COVERED BY MEDICAID

Cause: The procedure code entered on the claim form is not a payable code.

Resolution : Review the claim that was filed, ensuring that the correct procedure code was
entered on the claim form, including any modifiers that are appropriate. Make any necessary
corrections and resubmit the claim.

ERROR CODE 232 - PROCEDURE/TYPE OF SERVICE NOT COVERED BY PROGRAM

Cause: Usually this is caused by an error in entering the procedure code on the claim form
(e.g., inadvertently reversing two digits of the procedure code).

Resolution : Verify that the procedure code entered on the original claim form is correct. If
not, correct the procedure code and resubmit the claim. In addition, verify that the procedure
code is one covered for your provider type.

Please be reminded that you cannot always bill the recipient for a service on
which you have received a 299 or 232 denial.

Some CPT codes are in a non-payable status on our f  iles because their services
as described in CPT are included in other codes, wh ich are covered.
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When the denied service is not payable on the file because it is a component of a
payable service, it cannot be billed to the recipie  nt. For example, Code 92015
(determination of refractive state) cannot be bille  d to the recipient because its fee
is included in the fee for the office visit. Theref  ore, Code 92015 cannot be billed to
the recipient if denied with a 299 or 232.

Provider Eligibility Error Codes

ERROR CODE 201 — PROVIDER NOT ELIGIBLE ON DATES OF SERVICE

Cause: The billing provider number entered on the claim form is on the State provider files, but
the provider’s enrollment was not effective on the claim date(s) of service.

Resolution : Review the claim that was filed, ensuring that the correct Medicaid provider
number was entered on the claim form. Make any necessary corrections and resubmit the
claim.

Note: Providers must be enrolled as Medicaid providers in order to be reimbursed by Medicaid.

ERROR CODE 206 — BILLING PROVIDER NOT ON FILE

Cause: The billing provider number entered on the claim form is not on the State provider files.

Resolution : Review the claim that was filed, ensuring that the correct Medicaid provider
number was entered on the claim form. Make any necessary corrections and resubmit the
claim.

Note: Medicaid provider numbers are seven digits in length and begin with “1.” All seven digits
of the Medicaid provider number must be correct in order for the claim to be paid.
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PROVIDER ASSISTANCE

The Louisiana Department of Health and Hospitals and Unisys maintain a website to
make information more accessible to Medicaid providers. At this online location,
www.lamedicaid.com, providers can access information ranging from how to enroll as a
Medicaid provider to directions for filling out a claim form.

Below are some important links for Hurricane Katrina information found on the website:

Emergency Billing Policy and Procedures for Hurricane Katrina Evacuees
Emergency Provider Enroliment Packets

Emergency Telephone Numbers

Fee Schedules

Forms/Files

Hurricane Katrina Emergency Notices Provider Support

Pharmacy

Provider Update / Remittance Advice Index

Provider Web Account Registration Instructions

Along with the website, the Unisys Provider Relations Department is available to assist
providers.

Unisys Provider Relations Telephone Inquiry Unit
(800) 473-2783 or (225) 924-5040

The telephone inquiry staff assists with inquiries such as obtaining policy and procedure
information/clarification.

Unisys Provider Relations Correspondence Group

The Provider Relations Correspondence Unit is available to research and respond in writing to
guestions involving claim denials and problems. Providers who wish to submit problem claims
for research and want to receive a written response, must submit a cover letter explaining the
problem or question, a copy of the claim(s), and all pertinent documentation (e.g., copies of RA
pages showing prior denials, recipient chart notes, copies of previously submitted claims, etc.)
to the Correspondence Unit at the following address:

Unisys Provider Relations Correspondence Unit

P. 0. Box 91024
Baton Rouge, LA 70821
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IMPORTANT UNISYS ADDRESSES

Please be aware that separate post office boxes are used for the various Medicaid programs. If

you are submitting an original “clean” hard copy claim or adjustments/voids, please utilize the

following post office boxes and zip codes.

Type of Claim P.O. Zip
Box Code
Pharmacy 91019 | 70821
CMS-1500 Claims
gﬁﬁg I\:I:Crl[ia::gement FQHC Professional
P . Hemodialysis Professional Services 91020 | 70821
Durable Medical S
Equipment Independent Lab Rural Health Clinic
EPSDT Health Mental Health Substance Abuse and Mental
: Rehabilitation Health Clinic
Services
Inpatient and Outpatient Hospitals, Freestanding Psychiatric Hospitals,
\ ) - ) 91021 | 70821
Hemodialysis Facility, Hospice, Long Term Care
Dental, Home Health, Rehabilitation, Transportation (Ambulance and
Non-ambulance) 91022 | 70821
ALL Medicare Crossovers and All Medicare Adjustments and Voids 91023 | 70821
KIDMED 14849 | 70898

Unisys also has separate post office boxes for the various departments. They are as

follows:

P.O. Zip
Department Box Code
EMC, Unisys business & Miscellaneous Correspondence 91025 | 70898
Prior Authorization 14919 | 70898
Provider Enrollment 80159 | 70898
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AMBULATORY SURGICAL CENTERS (NON-HOSPITAL)

Ambulatory Surgical Centers are reimbursed a flat fee per occurrence.
The flat fee reimbursement is for facility charges only.

Reimbursement is based on four groupings:

Group 1 $220.39
Group 2 $262.36
Group 3 $282.40
Group 4 $320.56

Reimbursement amounts can be found on the Professional Services Fee Schedule* under
type of service (TOS) 08. (‘Evaluation and Management’ and laboratory CPT codes also
indicated as TOS 08 on the fee schedule DO NOT APPLY to ASC's.)

Procedures not found on the fee schedule under TOS 08, but listed as TOS 03, are
reimbursed at $300.00.

Ambulatory Surgical Center claims should be completed on the CMS 1500. There should
be only one line item per claim form.

Only one procedure code may be billed per outpatient surgical session.

Chronic pain management is not a covered service. Funds reimbursed for this purpose will
be recouped.

*Professional Services Fee Schedule can be found at www.lamedicaid.com
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ANESTHESIA SERVICES

Surgical Anesthesia

CPT procedure codes in the range 00100 through 01999 shall be used to bill for surgical
anesthesia procedures.

Reimbursement for surgical anesthesia procedures will be based on formulas utilizing base
units, time units (1= 15 min) and a conversion factor.

Reimbursement for conscious sedation procedures and maternity-related procedures other
than general anesthesia for vaginal delivery will be flat fee.

Minutes must be reported on all anesthesia claims except where policy states otherwise.

The following modifiers are to be used to bill for surgical anesthesia services:

Modifier | Servicing Provider | Surgical Anesthesia Service

AA Anesthesiologist | Anesthesia services performed personally by the
anesthesiologist

Medical direction* of one CRNA (See definition at end of

QY Anesthesiologist this section)

QK Anesthesiologist | Medical direction of two, three, or four concurrent
anesthesia procedures involving qualified individuals

QX CRNA CRNA service with direction by an anesthesiologist

QZ CRNA CRNA service without medical direction by an

anesthesiologist

The following is an explanation of billable modifier combinations:
o0 Modifiers which can stand alone: AA and QZ.

0 Modifiers which need a partner: QK, QX and QY.
o0 Legitimate combinations: QK and QX
QY and QX

Reimbursement will not be made for the direction of five or more anesthesia procedures
being performed concurrently UNLESS the patient is a Medicare/Medicaid beneficiary.

Only anesthesiologists will be reimbursed for medical direction.
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Reimbursement Formulas for Surgical Anesthesia

The formulas for determining payment for surgical procedures requiring anesthesia are as
follows:

Anesthesia performed personally by the anesthesiologist (AA)
Base units plus time units times conversion factor = X - 20% = fee.

Medical direction of 2, 3 or 4 concurrent anesthesia procedures by anesthesiologist (QY)
Base units plus time units times conversion factor = X - 50% =Y - 20% = fee.

Medical direction of one CRNA by an anesthesiologist (QK)
Same as for QY

CRNA service with medical direction by an anesthesiologist (QX)
Base units plus time units times conversion factor = X - 50% =Y - 20% = fee.

Anesthesia performed by the CRNA without medical direction (QZ)
Same formula as for AA.

In billing for anesthesia for second and third degree burn excision or debridement with or
without skin grafting, report the total anesthesia time with code 01952 and report the
appropriate number of units of body surface area with code 01953.

o0 Reimbursement for code 01952 will be as follows: Base units of 01952 plus time
units for 01952 and 01953 (1 = 15 minutes) times conversion factor ($16.41) = X
-20% =fee.

0 Reimbursement for code 01953 will be: One base unit for each unit of 01953
times the conversion factor ($16.41) = X - 20% = fee. For 01953 only, report units
instead of time in Item 24G.

A surgeon who performs a surgical procedure will not also be reimbursed for the
administration of anesthesia for the procedure.

Anesthesia for arteriograms, cardiac catheterizations, CT scans, angioplasties and MRIs
should be billed with the appropriate code from the Radiological Procedures sub-heading in
the Anesthesia section of CPT.

Anesthesia for dental restoration should be billed under CPT anesthesia code 00170 with
the appropriate modifier, minutes and most specific diagnosis code. Reimbursement is
formula-based, with no additional payment being made for a biopsy. A provider does not
have to perform a biopsy to bill this code.
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Maternity-Related Anesthesia

CPT codes in the range 01960 through 01969 shall be used by anesthesiologists and CRNAs to
bill for maternity-related anesthesia services. The delivering physician should use CPT codes in

the Maternity Care and Delivery section of CPT to bill for maternity-related anesthesia services.
Reimbursement for these services shall be flat fee except for general anesthesia for vaginal

delivery.

The following chart is an explanation of the billable modifiers used for maternity-related
anesthesia, the Louisiana Medicaid billing definitions, and the provider type that may bill using

the modifier.
Modifier Provider Type Billing Definition
That May Bill
AA Anesthesiologist | Anesthesia services performed personally by the
anesthesiologist
QY Anesthesiologist | Medical direction*of one CRNA
QK Anesthesiologist Medical direction of two, three, or four concurrent
anesthesia procedures
QX CRNA CRNA service with medical direction by an
anesthesiologist
Qz CRNA CRNA service without medical direction by an
anesthesiologist
47 Delivering Anesthesia provided by delivering physician
Physician
52 Delivering
Physician or Reduced services
Anesthesiologist
QS** Anesthesiologist or
CRNA Monitored Anesthesia Care Service

**The QS modifier is a secondary modifier only and must be paired with the appropriate
anesthesia provider modifier (either the anesthesiologist or the CRNA). The QS modifier

indicates that the provider did not introduce the epidural catheter for anesthesia, but did monitor

the patient after catheter placement.
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Billing Add-on Codes:

When an add-on code is used to fully define the anesthesia service provided, the date of
delivery should be the date of service for both the primary and add-on code.

A group practice frequently includes anesthesiologists and/or CRNA providers. One
member may provide the pre-anesthesia examination/evaluation, and another may fulfill
other criteria. The medical record must indicate the services provided and must identify
the provider who rendered the service. A single claim must be submitted showing one
member as the performing provider for all services rendered. In other words, the billing
of these services separately will not be reimbursed.

An add-on code in and of itself is not a full service and cannot be reimbursed separately
to different providers.
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Billing for Maternity Related Anesthesia

Use the following chart when:

Anesthesiologist performs complete anesthesia service, or only supervision of CRNA,;
OR
CRNA performs complete anesthesia service with or without supervision by anesthesiologist.

TYPE OF CPT CODE MODIFER TIME REIMBURSEMENT
ANESTHESIA
Vaginal Delivery 01960 Valid Modifier Record Formula
General Minutes
Anesthesia
Epidural for 01967 AA or QZ Record $324.00
Vaginal Delivery Minutes
QK or QY $162.00
QX $162.00
Cesarean 01961 AA or QZ Record $403.76
Delivery, only Minutes
(epidural or
genera|) QK or QY $201.88
QX $201.88
Cesarean 01967 AA or QZ Record $324.00
Delivery after + 01968 Minutes $79.76
Epidural, for
planned vaginal QKor QY $162.00
delivery $39.88
QX $162.00
$39.88
Cesarean 01967 AA or QZ Record $324.00
Hysterectomy + 01969 Minutes $79.76
after Epidural and
Cesarean QK or QY $162.00
Delivery $39.88
QX $162.00
$39.88
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Use the following chart when:

The delivering physician provides the entire anesthesia service for a vaginal delivery.
The most appropriate code from codes 59410, 59610, 59612 and 59614 should be billed
with modifier 47. Delivering physician should bill delivery and anesthesia on a single
claim line. Reimbursement for both services will be made in a single payment.

Vaginal Delivery

Complete Anesthesia Service by Delivering Physician

TYPE OF ADDITIONAL
ANESTHESIA CPT CODE MODIFIER TIME REIMBURSEMENT
for Anesthesia
Epidural 59410, 47 Record $325.08
59610, minutes
59612 or
59614
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Use the following charts when the anesthesia service for vaginal delivery is shared by:

The delivering physician and the anesthesiologist/CRNA

OR

The anesthesiologist and CRNA

Vaginal Delivery

Introduction Only, by Delivering Physician

TYPE OF CPT CODE MODIFER TIME RElAMDBDJTRIgllz\IQENT
ANESTHESIA .
for Anesthesia
. 59410, 59610, Record
Epidural 50612 or 59614 47and 52 minutes $178.20
Vaginal Delivery
Introduction Only, by an Anesthesiologist
TYPE OF
ANESTHESIA CPT CODE MODIFER TIME REIMBURSEMENT
Epidural 01967 AAands2 | Record $178.20
minutes
Vaginal Delivery
Monitoring by Anesthesiologist or CRNA
TYPE OF
ANESTHESIA CPT CODE MODIFER TIME REIMBURSEMENT
AA and QS
or R q
Epidural 01967 QZ and QS ecor $145.80
minutes
Or
QX and QS
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Use the following charts when the anesthesia service for cesarean delivery is shared by:

The delivering physician and the anesthesiologist/ CRNA

OR

The anesthesiologist and CRNA

Cesarean Delivery

Introduction Only, by Delivering Physician

TYPE OF ANESTHESIA | CPT CODE MODIFER TIME ADDITIONAL
REIMBURSEMENT
for Anesthesia
Most appropriate 59515, 47 and 52 Record $217.80
59618, minutes
59620 or
59622

Cesarean Delivery

Introduction Only, by Anesthesiologist

TYPE OF ANESTHESIA | CPT CODE MODIFER TIME REIMBURSEMENT
C Delivery after Epidural 01961 AA and 52 ,\Ffl.ecord $213.99
inutes
C Delivery following
, 01967 Record $178.20
eplo_lural for planned +01968 AA and 52 minutes $35.89
vaginal delivery
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Cesarean Delivery

Monitoring by Anesthesiologist or CRNA

TYPE OF ANESTHESIA | CPT CODE MODIFER TIME REIMBURSEMENT
AA and QS
Or Record
C Delivery after Epidural 01961 QZ and QS minutes $189.77
Or
QX and QS
. . AA and QS
c %ﬂ;‘;‘f;grfo'l';’mgg 01967 or Record $145.80
pid P +01968 QX and QS minutes $43.87
vaginal delivery
. . QZ and QS
c %ﬂ;‘;‘f;grfo'l';’mgg 01967 or Record $145.80
pid P +01968 QX and QS minutes $43.86
vaginal delivery

Anesthesia for Tubal Ligations and Hysterectomies

Anesthesia reimbursement for tubal ligations and hysterectomies is formula-based with the
exception of anesthesia for cesarean hysterectomy (code 01969) following administration of an
epidural and cesarean delivery.

The reimbursement for code 01967 and code 01969 when billed together will be a flat sum
of $403.75. Code 01968 is implied in code 01969 and should not be placed on the claim
form if a cesarean hysterectomy has to be performed after C-section delivery.
Anesthesiologists and CRNAs must attach Form 96, Consent to Sterilization, to their
claims for reimbursement for sterilizations, and Form 96-A, Acknowledgement of
Hysterectomy Information, to their claims for reimbursement for hysterectomies.

Pediatric Conscious Sedation

CPT codes 99141 and 99142 are specific to the reporting of conscious sedation when the
physician who is performing the procedure also administers the sedation. Conscious sedation
includes performance and documentation of pre- and post-sedation evaluations of the patient,
administration of the sedation and/or analgesic agent(s), and monitoring of cardiorespiratory
function (i.e., pulse oximetry, cardiorespiratory monitor and blood pressure). The use of these
codes requires the presence of an independent trained observer to assist the physician in
monitoring the patient’s level of consciousness and physiological status. These claims do not
require modifiers and/or minutes. Billing for a maximum of two units indicates a minimum of one
hour of pre- and post-sedation services.

Codes 99141 and 99142 are restricted to recipients birth to 13 years of age. Exceptions to
the age restriction will be made for recipients up to the age of 21 who are severely
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developmentally disabled. No claims will be reimbursed for recipients twenty-one years of
age or older.

Claims for conscious sedation should be submitted hard copy with supporting
documentation that indicates the medical necessity for conscious sedation.
Documentation should also reflect pre- and post-sedation clinical evaluations of the
patient.

Louisiana Medicaid has adopted the 2005 CPT guidelines, which lists procedures that
include conscious sedation as an inherent part of providing the procedure. Claims paid
inappropriately are subject to recoupment.

Pain Management

Epidurals administered for the prevention or control of acute pain, such as that which occurs
during delivery or surgery, are covered by the Professional Services Program for this purpose
only. Epidurals given to alleviate chronic, intractable pain are not covered.

If a recipient requests treatment for chronic intractable pain, the provider may submit a claim for
the initial office visit. Subsequent services provided for the treatment or management of this
chronic pain are not covered and are billable to the patient. Claims paid inappropriately are
subject to recoupment.
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Additional Anesthesia Information

Anesthesia time begins when the provider begins to prepare the patient for induction and
ends with the termination of the administration of anesthesia.

Time spent in pre- or postoperative care may not be included in the total anesthesia time.
Anesthesia for multiple surgical procedures in the same anesthesia session must be billed

on one claim line using the most appropriate anesthesia code with the total anesthesia time
spent reported in Item 24 G on the claim form.

The only secondary procedures that are not to be billed in this manner
are tubal ligations and hysterectomies.

Anesthesia claims with a total anesthesia time less than 10 minutes or greater than 224
minutes must be submitted hard copy with the anesthesia graph attached.

Anesthesia claims for two separate operative services performed on the same recipient on
the same date of service will be reviewed by Medical Review. The hard copy claim should
be submitted with a cover letter indicating that two separate operative services were
provided. The two separate operative reports and anesthesia graphs from the surgical
procedures should also be included. The claim and attachments should be submitted to:

Unisys Provider Relations Correspondence Unit
P.O. Box 91024
Baton Rouge, La 70821

Anesthesia claims that deny with error codes 749 (delivery billed after hysterectomy was
done) or 917 (lifetime limits for this service have been exceeded) must be submitted with a
cover letter outlining the situation which seems to be causing the claim denial. Please send
these claims to the Unisys Provider Relations Correspondence Unit at the address listed
above for special handling and consideration for payment.

*Medical Direction

The anesthesiologist must be physically present in the operating suite to bill for direction of
concurrent anesthesia procedures.

Medical direction is defined as:

° Performing a pre-anesthetic examination and evaluation;

°  Prescribing the anesthesia plan;

° Personally participating in the most demanding procedures in the anesthesia plan,
including induction and emergence;

Ensuring that any procedures in the anesthesia plan that he/she does not perform are
rendered by a qualified individual;

°  Monitoring the course of anesthesia administration at frequent intervals;

° Remaining physically present and available for immediate diagnosis and treatment of
emergencies; and

Providing the indicated post-anesthesia care.

2005 Emergency Billing Policy and Procedures for Hu __ rricane Evacuees 52

Louisiana Medicaid Professional Provider Services



The anesthesiologist may bill for the direction of up to four concurrent anesthesia
procedures for straight Medicaid recipients.

If anesthesiologists are in a group practice, one physician member may provide the pre-
anesthesia examination and evaluation and another may fulfill the other criteria. Similarly,
one physician member of the group may provide post-anesthesia care while another
member of the group furnishes the other component parts of the anesthesia service. The
medical record must indicate, however, the services were furnished by physicians and must
identify the physicians who rendered them. A single claim must be submitted showing one
group physician as the performing physician for all the services rendered. In other words,
split billing of these services will not be allowed.
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CHEMOTHERAPY

Chemotherapy administration is covered by Louisiana Medicaid when administered in the office
setting. Providers are to use the appropriate chemotherapy administration procedure code in
addition to the “J-code” for the chemotherapeutic agent. If a significant separately identifiable
Evaluation and Management service is performed, the appropriate E/M procedure code may
also be reported.

Providers may refer to the Professional Services Fee Schedule on the Louisiana Medicaid
website at www.lamedicaid.com to verify coverage for specific chemotherapeutic agents and
services. If a provider would like the Department to consider coverage of additional
chemotherapeutic agents, the request should be submitted in writing to Medicaid at the address
below:

DHH Program Operations
Professional Services Program Manager
P.O. Box 91030
Baton Rouge, LA 70821
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CLINICAL NURSE SPECIALISTS/CERTIFIED NURSE
PRACTITIONERS/CERTIFIED NURSE MIDWIVES

Billing Information

Clinical Nurse Specialists (CNS), Certified Nurse Practitioners (CNP), and Certified
Nurse Midwives (CNM) must obtain individual Medicaid provider numbers.

CNS/CNP/CNM services are billed on the CMS-1500 form.

CNS/CNP/CNM'’s not linked to a physician group must place their individual provider
number in block 33 of the form as the billing provider.

Physicians who employ or contract with CNS/CNP/CNM’s must obtain a group provider
number and link the individual provider number of the CNS/CNP/CNM to the group
number. Physician groups must notify Provider Enroliment of such employment or
contract(s) when CNS/CNP/CNM'’s are added/removed from the group.

0 Services provided by a CNS/CNP/CNM must be identified by entering the
provider number of the CNS/CNP/CNM in block 24K and the group number in
block 33 of the form.

0 CNS/CNP/CNM'’s employed or under contract to a group or facility may not bill
individually for the same services for which reimbursement is made to the group
or facility.

Reimbursement

Unless otherwise excluded by the Medicaid Program, coverage of services will be
determined by individual licensure, scope of practice, and terms of the physician
collaborative agreement. Collaborative agreements must be available for review upon
request by authorized representatives of the Medicaid program.

Immunizations and Kidmed medical, vision, and hearing screens are reimbursed at
100% of the physician fee on file. All other payable procedures are reimbursed at 80%
of the physician fee on file.

Qualified CNS/CNP’s who perform as first assistant in surgery should use the
“-AS” modifier to identify these services.
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CONCURRENT CARE

Inpatient Concurrent Care (Under age 21 Only)

Inpatient concurrent care is defined as the provision of services by more than one physician to
the same patient on the same day. Louisiana Medicaid does not pay for concurrent care for
recipients age 21 and older. Concurrent care is reimbursed for recipients under the age of 21
only.

In order to qualify for concurrent care, a patient must have a condition(s) or a diagnosis(es)
which requires the services of a physician(s) whose specialty, in the majority of cases, is
different from that of the primary care physician. Additionally, the patient’s condition(s) or
diagnosis(es) must be of such severity and/or complexity that the medical community would
consider the rendering of concurrent care to be reasonable and warranted. It must be expected
that the request by the primary care physician for the provision of concurrent care services
would be upheld by peer review. In all cases, concurrent care must be medically necessary,
unduplicative, and reasonable. All claims are subject to post-payment review.

Concurrent Care

Concurrent care for simple outpatient surgical procedures and uncomplicated
diagnoses is not covered.

Concurrent care policy does not apply to state-funded foster children.

Concurrent care of patients in the intensive care areas of the hospital is allowed.
Concurrent care by more than one provider of the same specialty will be sent to medical
review prior to reimbursement. In these cases, a request for, and a review of, the
medical documentation will occur before the decision to authorize payment is made.
Providers may bill only one hospital visit per day per recipient, even if the patient must
be seen more than once daily. The level of code billed for that date should reflect all the
services rendered that day.

Hospital discharge day management codes should be billed on the date of discharge.
Each concurrent care provider will be reimbursed for the services on the date of
discharge, as long as his specialty is different from those of the other concurrent care
providers.

The patient’s hospital records must be available for review, should it be necessary to
substantiate the need for concurrent care.

Consultants and Concurrent Care

A consultant may become a concurrent care provider on a case if his/her services after the
consultation are necessitated by the condition of the patient, and meet the reasonableness test
for standard of care. The consultant may bill for the initial consultation (if it meets the definition
of a consultation described in the “Consultations” section of this manual), but not for additional
consultations, as he/she cannot be both a consultant and a concurrent care provider on the
same case. Subsequent care after the initial consultation should be submitted as the
appropriate level hospital inpatient service.

If, after consultation, the surgeon’s role is assumed by the consultant, the consultant may bill for
neither additional consultations nor follow-up care, as the global surgery period policy (GSP)
supersedes this policy.
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SAME-DAY OUTPATIENT VISITS

Same-Day Outpatient Visits (Under age 21 only)

Same-day outpatient visit policy does not apply to state-funded foster children (aid
category 15).

Same-day outpatient visits are not covered if the patient’s diagnosis is simple, or if the
condition requires non-complex care.

Same-day outpatient visits may be considered for payment for recipients under 21 if the
visit can be justified when:

o the physician needs to check on the progress of an unstable patient treated
earlier in the day;

0 an emergency situation necessitates a second visit on the same day as the first;
or

0 any other occasion arises in which a second visit within a 24-hour period is
necessary to ensure the provision of medically necessary care to the recipient.

Two same-day outpatient visits per specialty per recipient are allowed.
o In billing for the second same-day outpatient visit, no higher level visit than 99212
should be billed. CPT codes 99211 and 99212 may be billed twice on the same

day, or in combination.

The patient’'s medical record must be available for review and must substantiate the
need for the second same-day visit.

An outpatient visit and critical care services may be billed on the same day for the
recipient.

An emergency department visit and critical care services may be billed on the same day
for the recipient.

If a KIDMED screening has been paid, no higher level office visit than 99212 is payable
for the same recipient, same date of service and same attending provider.

A same day follow up office visit for the purpose of fitting eyeglasses is allowed, but no
higher level office visit than 99211 should be billed for the fitting.
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CONSULTATIONS

Note: Much of the confusion in reporting consultative services begins with terms
used to describe the service requested. The terms “consultation” and “referral”
may be mistakenly interchanged. These terms are not synonymous. Careful
documentation of the services requested and provided will alleviate much of this
confusion.

When a physician refers a patient to another physician it should not automatically
be considered a consultation. A consultation would be appropriate if the service
provided meets the criteria described below. Referral of a patient to another
physician without a documented written request for a consultation should be
reported using office or hospital care codes.

Louisiana Medicaid reimburses for a consultation, in either a hospital or office setting when:

The service is performed by a physician other than the attending/primary care
physician.

The consultation is performed at the request of the attending/primary care physician,
i.e., the ‘requesting physician’. This physician’s request for the consultation, as well as
the need for the consultation, must be documented in the patient’s medical record.

Consultations should not be requested unless they are medically necessary,
unduplicative, reasonable, and needed for adequate diagnosis and/or treatment. The
patient’s medical records must be available for review, and the documentation therein
must substantiate the need for the consultation. Consultations for patients with simple
diagnoses or who require non-complex care are not covered.

The physician consultant may initiate diagnostic services.

The consulting physician renders an opinion and/or gives advice to the requesting
physician regarding the evaluation and/or management of a patient. The consultant’s
opinion and any services that were ordered or performed must also be documented in
the patient’'s medical record and communicated by written report to the requesting
physician.

Both physicians’ records should be reflective of the request for, and the results of the
consultation.

Confirmatory consultations are not covered.

All claims are subject to post-payment review.
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Billing for Consultations
The following criteria should be used to determine if a consultation code may be billed:

See “Note” and consultation criteria at the beginning of this section to determine if the
service is a “referral” or a “consultation” prior to billing for consultations.

If the consulting physician is to perform any indicated surgery, a consultation MAY NOT
be billed. The appropriate level evaluation and management code may be billed if it
does not conflict with global surgery policy. The GSP takes priority over consultation
policy for recipients regardless of their age.

If, by the end of the service, the consulting physician determines and documents in the
patient’s record that the patient does not warrant further treatment by the consultant, the
consultation code should be billed. If the patient returns at a later date for treatment,
subsequent visits should be billed using the appropriate level evaluation and
management service codes.

If, by the end of the consultation, the consulting physician knows or suspects that the
patient will have to return for treatment, the appropriate level evaluation and
management code should be billed rather than the consultation code*. The patient’s
record should document the fact that the consulting physician expects to treat the
patient again.

Recipients Age 21 or Older

One consultation may be billed in conjunction with diagnostic procedures, if it meets the
definition of a consultation as previously described. Follow-up consultations for recipients who
are age 21 or older are not covered by Louisiana Medicaid.

Recipients under Age 21
Outpatient Consultations

Outpatient consultation policy does not apply to state-funded foster children (aid
category 15).

Three office consultations per recipient per specialty per 180 days are allowed. (The
consultant should be a specialist who is asked by the requesting physician to advise
him on the management of a particular aspect of the recipient’s care on three different
occasions within a six month period.) If a fourth consultation is needed, reimbursement
will be made only after the documentation has been reviewed and medical necessity of
the additional consultations is approved by Medical Review.

A consultation by a provider of the same specialty as that of the requesting physician
will be allowed when circumstances are of an emergent nature as supported by
diagnosis; and the requesting physician needs immediate consultation regarding the
patient’s condition. In this circumstance, no higher consultation code than 99244
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should be billed. These claims will be sent to Medical Review and a review of the
documentation will be made before reimbursement is authorized.

The consulting physician may always bill for the initial consultation, if it meets the
definition of a consultation as previously described. However, if the consultant
subsequently assumes responsibility for some or all of the patient’s care after the initial
consultation, he/she must bill evaluation and management codes for established
patients. If a provider bills an evaluation and management code for the initial visit, the
provider cannot then bill a consultation code for subsequent visits.

Claims for consultations should indicate the name of the requesting provider, which
should be different from that of the consulting physician.

The consulting physician should not have served as the primary care or concurrent care
provider within the 180 days prior to performing the consultation.

Inpatient Consultations
Inpatient consultation policy does not apply to state-funded foster children.

One initial and two follow-up consultations are allowed per recipient per specialty per 45
days. If a third follow-up consultation is needed, reimbursement will be made only after
the documentation has been reviewed and medical necessity of the additional
consultation is approved by Medical Review.

A consultation by a provider of the same specialty as that of the requesting physician
will be allowed when circumstances are of an emergent nature as supported by
diagnosis; and the requesting physician needs immediate consultation regarding the
patient’s condition. In this circumstance, no higher consultation code than 99252
should be billed. These claims will be sent to Medical Review and a review of the
documentation will be made before reimbursement is authorized.

Only one same-specialty consultation will be allowed every 365 days.

The consulting physician may always bill for his initial consultation?*, if it meets the
definition of a consultation as previously described. However, if the consultant
subsequently assumes responsibility for some or all of the patient’s care after the initial
consultation, he/she must bill subsequent hospital care codes for established patients
for his daily visit services. If a provider bills a hospital visit code for his initial visit, the
provider cannot then bill a consultation code for subsequent visits.

Claims for consultations should indicate the name of the requesting physician, which
should be different from that of the consulting physician. The consulting physician

should not have served as the primary care or concurrent care provider within 730 days
prior to performing the consultation.

*This is dependent upon the age of the recipient.
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EXCLUSIONS AND LIMITATIONS

The following is not an exhaustive list of procedures or services excluded or limited by Louisiana
Medicaid. Included are items that have generated questions from providers.

Billing for Services Not Provided

Providers may not bill Medicaid or the recipient for a missed appointment or any other services
not actually provided. Additionally, services not documented are considered services not
rendered and are subject to recoupment.

Aborted Procedures

Medicaid will not pay professional, operating room or anesthesia charges of an aborted surgical
procedure, regardless of the reason.

First Assistant in Surgery

Louisiana Medicaid will reimburse for only one first assistant in surgery. Ideally, the first
assistant to the surgeon should be a qualified physician. However, in those situations when a
qualified physician is not available; qualified, enrolled, advanced practice registered nurses
(effective August 1, 2005) and physician assistants (effective July 1, 2005) may function in the
role of a surgical first assistant and submit claims for their services under their Medicaid
provider number. The reimbursement of claims for more than one first assistant is subject to
recoupment.

Infertility

Louisiana Medicaid does not pay for services relating to the diagnosis or correction of infertility
problems, including sterilization reversal procedures. This policy extends to any surgical,
laboratory, or radiological service when the primary purpose is to diagnosis infertility or to
enhance reproductive capacity. Claims for these services will be denied.

New Patient Evaluation and Management Codes

Louisiana Medicaid will pay no more than one new patient evaluation and management code

per two-year period to the same group practice, regardless of specialty, except when identifying
the initial pre-natal visit of each new pregnancy.
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GLOBAL SURGERY PERIOD

Louisiana Medicaid’s Global Surgery Period policy is not the same as Medicare’s policy.

Medicaid does not pay for the day before, the day of, and the assigned GSP after surgery.
Louisiana Medicaid assigns a GSP 1, 10, or 90 days. If you look at the Professional Services
Fee Schedule*, the Global Surgery Period can be found in column 11.

If a procedure has a GSP of “1”, the provider cannot bill for an evaluation and management
service (E/M) the day before or the day of the procedure.

If a procedure has a GSP of “10”, the provider cannot bill for an E/M service the day before, the
day of, or 10 days following the procedure.

If a procedure has a GSP of “90”, the provider cannot bill for an E/M service the day before, the
day of, or 90 days following the procedure.

Error code 690 (payment included in surgery fee) results when an E/M service is denied for a
date of service within the GSP of the surgery or procedure that has been paid.

Error code 691 (visit paid in GSP; void visit, rebill surgery) results when a surgery or procedure
is denied because an E/M service has been paid for a date of service within the GSP of the
surgery or procedure. The paid claim for the E/M service must be voided before the claim for the
surgery or procedure can be considered for payment.

E/M services should be billed separately only if the diagnosis and service rendered are
unrelated to the diagnosis of the GSP procedure. If a visit is to be billed for a date of service
within the GSP for unrelated diagnosis, it should be filed on a claim form separate from that of
the GSP surgery or procedure.

*Professional Services Fee Schedule can be found at www.lamedicaid.com
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GYNECOLOGICAL SERVICES

Hysterectomies

Federal regulations governing payment of hysterectomies under Medicaid (Title XI1X) prohibit
payment for a hysterectomy under the following circumstances:

If the hysterectomy is performed solely for the purpose of terminating reproductive
capability.

OR

If there was more than one purpose for performing the hysterectomy, but the procedure
would not have been performed except for the purpose of rendering the individual
permanently incapable of reproducing.

In addition, if a hysterectomy is performed, payment can be made only if the patient is informed
orally and in writing that the hysterectomy will render her permanently incapable of reproducing
and only if she has signed a written acknowledgment of receipt of this information.

This regulation applies to all hysterectomy procedures, regardless of the woman's age,
fertility, or reason for the surgery.

BHSF Form 96-A

Due to the displacement of Louisiana Medicaid recipients by Hurricane and the possible loss of
medical records, the following waiver has been issued effective for dates of service August 25,
2005 through October 31, 2005. Please note the dates of this waiver.

For out of state providers, the Louisiana Medicaid hysterectomy consent form will be waived if
the recipient is an evacuee. If the provider is unable to obtain a Louisiana Medicaid consent
form prior to surgery, the Medicaid consent form used by the state in which the procedure is
performed will be accepted. The provider should attach a copy of the completed consent and
any supportive documentation obtained for the hysterectomy procedure with the hard copy
claim.

For Louisiana Medicaid providers, the Louisiana consent form is to be used

A copy of the Louisiana Medicaid hysterectomy consent form (Form 96-A) can be obtained by
contacting the Department of Health and Hospitals, Program Operations via telephone at (225)
342-1304 or fax (225) 376-4700. For standard billing or policy issues please refer to our
website @ www.lamedicaid.com under “Training”. Please direct any other billing or claims
processing questions to the Unisys Provider Relations Telephone Inquiry Unit at (800) 473-2783
or (225) 924-5040

The Form 96-A or each state’s equivalent must be signed and dated by the recipient on or
before the date of the hysterectomy. In addition, the physician should share the consent form
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with all providers involved in that patient’s care, (such as hospital, anesthesiologist, and
assistant surgeon) as each of these claims must also have a valid consent form attached.

It is not necessary to have someone witness the recipient signing the BHSF 96-A form, unless
the recipient meets one of the following criteria:

Recipient is unable to sign her name and must indicate “x” on signature line;
There is a diagnosis on the claim that indicates mental incapacity.

If a witness does sign Form 96-A or the state’s equivalent, the date they indicate MUST match
the date that the recipient signed. The withess must sign and date the form. If the dates do not
match, or the witness does not sign and date the form, all claims that are related to the
hysterectomy will deny. This means that not only will the surgeon’s claim deny, but also the
anesthesiologist, hospital, and any other provider billing for this service.

Exceptions

Obtaining a Form 96-A or the state’s equivalent consent is unnecessary only in the following
circumstances:

The individual was already sterile before the hysterectomy, and the physician who
performed the hysterectomy certifies in his own writing that the individual was already sterile
at the time of the hysterectomy and states the cause of sterility.

The individual required a hysterectomy because of a life-threatening emergency situation in
which the physician determined that prior acknowledgment was not possible, and the
physician certifies in his own writing that the hysterectomy was performed under these
conditions and includes in his narrative a description of the nature of the emergency.

The individual was retroactively certified for Medicaid benefits, and the physician who
performed the hysterectomy certifies in his own writing that the individual was informed
before the operation that the hysterectomy would make her permanently incapable of
reproducing. In addition, if the individual was certified retroactively for benefits, and the
hysterectomy was performed under one of the two other conditions listed above, the
physician must certify in writing that the hysterectomy was performed under one of those
conditions and that the patient was informed, in advance, of the reproductive consequences
of having a hysterectomy.

In any of the above events, the written certification from the physician must be attached to the
hard copy of the claim in order for the claim to be considered for payment.
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Sterilizations

In accordance with Federal requirements, Medicaid payments for sterilization of a mentally
competent individual require that:

The individual is at least 21 years old at the time that consent was obtained;

The individual is not a mentally incompetent individual;

The individual has voluntarily given informed consent in accordance with all federal
requirements;

*At least 30 days, but no more then 180 days, have passed between the date of the
informed consent and the date of sterilization, except in the case of premature delivery
or emergency abdominal surgery. An individual may consent to be sterilized at the time
of premature delivery or emergency abdominal surgery, if at least 72 hours have passed
since he or she gave informed consent for the sterilization. In the case of premature
delivery, the informed consent must have been given at least 30 days before the
expected date of delivery.

*Due to the displacement of Louisiana Medicaid recipients by Hurricane and the possible loss
of medical records, the following waiver has been issued effective for dates of service August
25, 2005 through October 31, 2005. Please note the dates of this waiver.

For out of state providers, the Louisiana Medicaid sterilization consent form will be waived if the
recipient is an evacuee and the sterilization occurred with a delivery. If the provider is unable to
obtain a Louisiana Medicaid consent form prior to surgery, the Medicaid consent form used by
the state in which the procedure is performed will be accepted. The provider should attach a
copy of the completed consent and any supportive documentation obtained for the sterilization
procedure with the hard copy claim. The thirty-day waiting period from recipient consent to date
of sterilization is also waived for the situation outlined above.

For Louisiana Medicaid providers, the Louisiana consent form is to be used, however, the thirty-
day waiting period from recipient consent to date of sterilization is waived.

A copy of the Louisiana Medicaid sterilization consent form can be obtained by contacting

via telephone at (225) 342-1304 or fax
(225) 376-4700. For standard billing or policy issues please refer to our website @
www.lamedicaid.com under “Training”. Please direct any other billing or claims processing
guestions to the Unisys Provider Relations Telephone Inquiry Unit at (800) 473-2783 or (225)
924-5040.

Emergency Abdominal Surgery

An individual may consent to be sterilized at the time of emergency abdominal surgery if at least
72 hours have passed since he or she gave informed consent for the sterilization.

The consent form must contain the signatures of the following individuals:

The individual to be sterilized;
The interpreter, if one was provided;
The person who obtained the consent; and
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The physician who performed the sterilization procedure.
(If the physician who performs the sterilization procedure is the one who obtained the
consent, he/she must sign both statements.)

Consent Forms and Name Changes

When billing for services that require a BHSF Form 96 or Form 96-A, the name on the Medicaid
file for the date of service in which the forms were signed should be the same as the name
signed at the time consent was obtained. If the patient’s name changes before the claim is
processed for payment, the provider must attach a letter from the physician’s office from which
the consent was obtained. The letter should be signed by the physician and should state that
the patient’'s name has changed and should include the patient’s social security number and
date of birth. This letter should be attached to all claims requiring consent upon submission for
claims processing.

Additional Form

Louisiana Medicaid also accepts a sterilization form approved by the Office of Management and
Budget (OMB). The form is typically distributed through area health units and is available
through written request to:

OPA Clearinghouse
P.O. Box 30686
Bethesda, MD 20824-0686

Threatened, Incomplete, or Missed Abortions

For a threatened abortion, please submit patient history, sonogram reports, documentation of
treatment, and discharge summary. The sonogram report must indicate that there were no fetal
heart tones or that the mother was in active labor and that the cervix had fully dilated without
any medical intervention. In other words, that labor had begun on its own accord.

Incomplete or missed abortion claims must be submitted hardcopy with appropriate
documentation.

This documentation should include:

1) sonogram report indicating no fetal heart tones;

2) history indicating passage of fetus at home, in an ambulance, or in the emergency room;
3) pathology report indicating degenerating products of conception; or

4) operative report indicating products of conception in the vagina.

All reports are not needed. These are examples of the information needed to provide enough
documentation to properly review the claim and substantiate payment.
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IMMUNIZATIONS

If a provider or recipient/family member calls the local parish health units in Louisiana for
immunization records, the health unit will search the LINKS (Louisiana Immunization Network
for Kids Statewide) database for the records and fax the record, if available. The record will
only be available on LINKS if the provider was connected to and used the LINKS system. If the
immunization record was not in LINKS and the Louisiana provider is not able to provide the
immunization record then the immunizations would most likely need to be given/restarted as if
the recipient had not received the immunizations in the past.

A listing of the local parish health units in Louisiana can be found online at:
www.oph.dhh.state.la.us following the “OPH Contacts” and “What is a Parish?” links
Links website address: http://linksweb.oph.dhh.louisiana.gov. Contact information for
regional immunization consultants available at this website.

In order for providers to receive reimbursement for the administration of immunizations,
providers must indicate the CPT code for the specific vaccine in addition to the appropriate
administration CPT code(s). All vaccine CPT codes will be paid at zero ($0) because the
provider obtains the vaccine from the Vaccines for Children Program at no cost. The listing of
the vaccine on the claim form is required for federal reporting purposes.

Billing For a Single Administration

Providers should bill CPT code 90471 (Immunization administration...one vaccine) when
administering one immunization. The next line on the claim form must contain the specific CPT
code for the vaccine, with $0.00 in the “billed charges” column.

Billing For Multiple Administrations*

When administering more than one immunization, providers should bill as described above for
the single administration. Procedure code 90472 (Immunization administration...each additional
vaccine) should then be listed with the appropriate number of units for the additional vaccines
placed in the “units” column. The specific vaccines should then be listed on subsequent lines.
The number of specific vaccines listed after CPT code 90472 should match the number of units
associated with CPT code 90472.

*Hard Copy Claim Filing for Greater Than Four Administrations

When billing hard copy claims for more than four immunizations and the six-line claim form limit
is exceeded, providers should bill on two CMS-1500 claim forms. The first claim should follow
the instructions above for billing the single administration. A second CMS-1500 claim form
should be used to bill the remaining immunizations as described above for billing multiple
administrations.

COMBINATION VACCINES ARE ENCOURAGED IN ORDER TO MAXIMIZE
THE OPPORTUNITY TO IMMUNIZE AND TO REDUCE THE NUMBER OF
INJECTIONS A CHILD RECEIVES IN ONE DAY.
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***PROVIDERS LOCATED IN THE STATE OF TEXAS:*****

The Texas Department of State Health Services (DSHS) has opened a temporary call center to
assist school personnel, physicians and parents in getting copies of immunization records for
children who came to Texas from Alabama, Mississippi or Louisiana because of Hurricanes.

DSHS has obtained direct access to the Louisiana Department of Health and Hospitals’
statewide immunization registry and will contact registries in Alabama and Mississippi on behalf
of requestors.

School personnel, physicians and parents may call the DSHS center at (800) 252-9152 to
request records. Hours of operation are 7 a.m. to 7 p.m. weekdays. The registries in the
evacuees’ home states may not contain records for all children vaccinated. Copies of records
found by DSHS will be faxed or mailed to requestors. Requestors also will be notified if records
are not found.

The child’s full name, date of birth and gender and the full name of the parent or guardian will be
needed to process requests. There is no charge for this service.

School personnel may download an online roster form allowing them to fax requests for records
for all children enrolled in their schools. The form is available online at
www.lmmunizeTexas.com.
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The following chart lists vaccines for immunization services.

VACCINE CODES

Vaccine -

Code Description

90476" Adenovirus vaccine, type 4, live, for oral use

90477 Adenovirus vaccine, type 7, live, for oral use

90581~ Anthrax vaccine, for subcutaneous use

90585 Bacillus Calmette-Guerin vaccine (BCG) for tuberculosis, live, for percutaneous use

90586 Bacillus Calmette-Guerin vaccine (BCG) for bladder cancer, live, for intravesical use

90632 Hepatitis A vaccine, adult dosage, for intramuscular use

90633* Hepatitis A vaccine pediatric/adolescent dosage, 2-dose schedule, for intramuscular use

90634* Hepatitis A vaccine, pediatric/adolescent dosage, 3-dose schedule, for intramuscular use

90636 Hepatitis A and Hepatitis B vaccine (HEPA-HEPB), adult dosage, for intramuscular use

90645* Hemophilus Influenza B vaccine (HIB), HBOC conjugate, 4-dose schedule, for intramuscular use

90646* Hemophilus Influenza B vaccine (HIB), PRP-D conjugate, for booster use only, intramuscular use

90647* Hemophilus Influenza B vaccine (HIB) PRP-OMP conjugate, 3-dose schedule, for intramuscular use

90648* Hemophilus Influenza B vaccine (HIB), PRP-T conjugate, 4-dose schedule, for intramuscular use

90655* Influenza virus vaccine, split virus, preservative free, for children 6-35 months of age, for intramuscular use

90656 Influenza virus vaccine, split virus, preservative free, for use in individuals 3 years and above, for
intramuscular use

90657* Influenza Virus vaccine, split virus, 6-35 months dosage, for intramuscular use

90658* Influenza Virus vaccine, split virus, 3 years and above dosage, for intramuscular use

90660* Influenza Virus vaccine live, for intranasal use

90665" Lyme Disease vaccine, adult dosage, for intramuscular use

90669* Pneumococcal conjugate vaccine, polyvalent, for children under 5 years, for intramuscular use

90675" Rabies vaccine, for intramuscular use

90676" Rabies vaccine, for intradermal use

90680 Rotavirus vaccine, tetravalent, live, for oral use

90690" Typhoid vaccine, live, oral use

90691~ Typhoid vaccine, VI capsular polysaccharide (VICPS), for intramuscular use

90692~ Typhoid vaccine, heat-and phenol-inactivated (H-P) for subcutaneous or intradermal use

90693 Typhoid vaccine, acetone-killed, dried (AKD), for subcutaneous use (US Military)

90698 Diphtheria, Tetanus Toxoids, Acellular Pertussis vaccine, Haemophilus influenza Type B, and Poliovirus
vaccine, inactivated, (DT-aP-Hib-IPV) for intramuscular use

90700 * | Diphtheria, tetanus toxoids, and acellular pertussis vaccine (DTaP) for use in individuals younger than 7
years, for intramuscular use

90701 Diphtheria, Tetanus Toxoids, and Whole Cell Pertussis vaccine (DTP), for intramuscular use

90702* Diphtheria and Tetanus Toxoids (DT) absorbed for use in individuals younger than 7 years, for
intramuscular use

90703 Tetanus Toxoids for trauma, for intramuscular use

90704 Mumps Virus vaccine, live, for subcutaneous use

90705 Measles Virus vaccine, live, for subcutaneous use

90706 Rubella Virus vaccine, live, for subcutaneous use

90707* Measles, Mumps and Rubella Virus vaccine (MMR), live, for subcutaneous

90708 Measles and Rubella Virus vaccine, live, for subcutaneous use
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VACCINE CODES

Vaccine Description

Code

90710 Measles, Mumps, Rubella, and Varicella vaccine (MMRV), live, for subcutaneous use

90712 Poliovirus vaccine, any type(s), (OPV), live, for oral use

90713* Poliovirus vaccine, inactivated, (IPV), for subcutaneous or intramuscular use

90714* Tetanus and diphtheria toxoids, (Td) absorbed, preservative free, for use in individuals seven years or older,
for intramuscular use

90715 Tetanus, diphtheria toxoids and acellular pertusis vaccine (Tdap), for use in individuals 7 years or older, for
intramuscular use

90716* Varicella Virus vaccine, live, for subcutaneous use

90717 Yellow Fever vaccine, live, for subcutaneous use

90718* Tetanus and Diphtheria Toxoids (TD) adsorbed for use in individuals 7 years or older, for intramuscular use

90719 Diphtheria Toxoid, for intramuscular use

90720 Diphtheria, Tetanus Toxoids, and Whole Cell Pertussis vaccine and Hemophilus Influenza B vaccine (DTP-
HIB), for intramuscular use

90721* Diphtheria, Tetanus Toxoids, and Acellular Pertussis vaccine and Hemophilus Influenza B vaccine (DTAP-
HIB), for intramuscular use

90723* Diphtheria, Tetanus Toxoids, Acellular Pertussis vaccine, Hepatitis B, and Poliovirus vaccine, inactivated
(DTAP-HEPB-IPV), for intramuscular use

90725 Cholera vaccine for injectable use

90727 Plague vaccine, for intramuscular or jet injection use

90732 Pneumococcal polysaccharide vaccine, 23-valent, adult or immunosuppressed patient dosage, for use in
individuals 2 years or older, for subcutaneous or intramuscular use

90733 Meningococcal polysaccharide vaccine (any group(s)), for subcutaneous use

90734* Meningococcal conjugate vaccine, serogroups A, C, Y and W-135 (tetravalent), for intramuscular use

90735 Japanese Encephalitis Virus vaccine, for subcutaneous use

90740 Hepatitis B vaccine, dialysis or immunosuppressed patient dosage, 3-dose schedule, for intramuscular use

90743 Hepatitis B vaccine, adolescent, 2-dose schedule, for intramuscular use

90744* Hepatitis B vaccine, pediatric/adolescent dosage, 3-dose schedule, for intramuscular use

90746* Hepatitis B vaccine, adult dosage, for intramuscular use

90747 Hepatitis B vaccine, dialysis or immunosuppressed patient dosage, 4-dose schedule, for intramuscular use

90748* Hepatitis B and Hemophilus Influenza B vaccine (HEP-HIB), for intramuscular use

* indicates the vaccine is available from the Vaccines For Children (VFC) program in Louisiana
A indicates the vaccine is payable for QMB Only and QMB Plus recipients

REMINDERS:

Procedure code 90703 (Tetanus Toxoid for Trauma) will be payable at the rate of $2.42, and it is
not available through the VFC program.

If the units for 90472 are greater than the actual vaccines reported for procedure code 90472, the
units will be cutback to reflect the number of vaccine codes being reported.

If the units for 90472 are less than the actual vaccines reported for procedure code 90472, the
entire claim will be approved and paid appropriately (based on the information given on the claim

form).

Meningococcal conjugate vaccine, code 90734, will be available from the Vaccines For Children
(VFC) Program in late fall 2005. Please check availability of this vaccine with the VFC Program.
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PLEASE
DO NOT
STAPLE
INTHIS
AREA

EXAMPLE OF:

1 Immunization Given

FicA

HEALTH INSURANCE CLAIM FORM

AFFROVED OMB-0938-0008

FICA

1. MEDICARE MEDICAID CHAMPUS CHAMPYA GROUF FECA OTHER|1a.INSURED'S I.D. NUMBER (FOR PROGRAM IN ITEM 1)
HEALTH PLAN ELKLUNG
(M edicare #) D[Medicaid #) D[Spur\sor's SEN) D (VA File #) (SN ar D) [SEN) D(ID) 9752432916523

HENRY, JOHN

2. PATIENT'S MAME (Last Name, First Name, Widdle Initial)

3 PATIENT'S BIRTH DATE
SEX

082520051 [

4. INSURED'S NAME (LastName, First Hame, Middle Initia)

5 PATIENT'S ADDRESS (Ho, Street)

6. PATIEMT RELATIONSHIP TO INSURED

e[ svoms[Jeme[] o]

T.INSURED'S ADDRESS (No., Street)

cITY

STATE

& PATIENT STATUE
Other I:l

ZIF CODE TELEFHOME (Include

C )

Area Code)
FullTime
Student

smgte[ | wames [
Employed Fart-Time
[ L] swee [

CITY STATE

ZIP CODE TELEPHONE (INCLUDE AREACODE)

C )

O.OTHER INSURED'S NAME (LastName, First Name, Middle Initial)

10,15 PATIENT'S CONDITION RELATED TO:

3. OTHER INSURED'S POLICY OR 6ROUP NUMBER

TPL carrier code if applicable

a EMPLOYMENT?(CURRENT OR PREVIOUS)

[

TES

b.OTHER INSURED'S DATE OF BIRTH

SER
MM | DD | oYY
1 |

1 1 " D

b AUTO ACCIDENT?

FD vEs

| E—

. EMPLOVER'S NAME OR SCHOOL NAME

PLACE (State)
ml
. OTHER ACCIDENT?

[Jes [

1.INSURED'S FOLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM | DD | YY
| |
| |

“[

b. EMPLOYER'S NAME OR SCHOOL NAME

¢ INSURANCE FLAN HAME OR PROGRAM NAME

d. INSURANCE FLAN HAME OR FROGRAM HAME

10d. RESERVED FOR LOCAL USE

LIS THERE ANOTHER HEALTH BENEFIT PLANT

DYES I:lND

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

PATIENT AND INSURED INFORMATION —————————»|4—CARRIER —)»

READ BACH OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGHATURE
to process this claim. | als requestpayment of government benefits eitherto myself orto the party who accepts assignment

| authorize the release of any medical orotherinformation neceszary

3.INSURED'S OR AUTHORIZED FERSON'S SIGNATURE | authorize
paymentof medical benefits to the undersigned physician orsupplier for
sermices described below

below
SIGNED DATE SIGNED
14, DATE OF CURRENT ILLNESS (First symptom) OR 15.IF PATIENT HAS HAD SAME OR SIMILAR ILLHESS 16.DATES PATIENTUHABLE TO WORK IN CURRENT OCCUPATION
MM | DD | VY INJURY (Aceident) OR GIVE FIRSTDATE MM | DD | ¥Y MM L MM ooy
! ! PREGNANCYILMP) ! ! FROM ! } T ! }
17.MAME OF REFERRING FHYSICIAN OR OTHER SOURCE 17a2. 1.0 . MUMBER OF REFERRING FHYSICIAN 18.HOSFITALIZATION DATES RELATED TO CURREMNT SERVICES
MM | DD oYY MM o DD YY
FROM | I o | 1
1 I I 1
18.RESERVED FOR LOCAL USE 20.0UTSIDE LAB? FCHARGES
O« e |
21.DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 0R 4 T0 ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
CODE ORIGINALREF.NO
V202 s : |
23.PRIOR AUTHORIZATION NUMBER
2 L a L.
24. A [ C o 3 F © H | I K
DATECS) OF SERVICE Place | Type |[PROCEDURES, SERVICES, OR SUFPLIES DIAGNOSS DAYS [EFSDT RESERVED FOR
From i af of (Explain Unusual Girsumstances) tooe 5 CHARGES OR [Famiv| o com LOCAL USE
M bt [ Rad MM oo YY [Service|Service| CPTMHCPCS | MODIFIER UNITS | Plan

07,0510 07.05/11

90471 | 1

9:45

07/ 0510 07!05/11

90707 |

00

w

=

n

]

25.FEDERAL TAX I.D.NUMBER SSN EIN

LI

26 PATIENT'S ACCOUNT NO. 27.ACCEPT ASSIGHMENT?

Forgowt claims. see back)
YES D NO

28, TOTALCHARGE 28 AMOUNTPAID 30, BALANCE DUE

: 9! 45/ . |- 9145

21.SIGHNATURE OF PHYESICIAN OR SUFFLIER
INCLUDING DEGREES OR CREDENTIALS
(| certify thatthe statements on the reverse
zpply to this bill and are mads 2 part thereaf)

Jma Biller 11/15/0

3

32 MAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If otherthan home or office)

DF'John Smith
45 Oak St, Sunny, LA 70000
nre 1111111

———————————— PHYSICIAN OR SUPPLIER INFORMATION

(APFROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)
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PLEASE
DO NOT
STAPLE
INTHIS
AREA

EXAMPLE OF:

4 Immunizations Given

[T T Jprea

HEALTH INSURANCE CLAIM FORM

AFFROVED OMB-0938-0008

PICA

1. MEDICARE MEDICAID CHAMPUS

CHAMPYA

GROUP
ALTH PLAN

FECA
BLK LU

OTHER

HE NG
(Medicare #) D(Medi:sid #) D(Spnr\sm"s SEN) D (VA File #) D (SEN ar D) D (SEN) D(ID]

1a.

9752432916523

INSURED'S L.D.NUMBER (FOR PROGRAM IN ITEM 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 FATIENT'S BIRTH DATE SEX 4 INSURED'S NAME (LastName, First HName. Middle Initial)
R 250
25 03] -[]
HENRY, JOHN 08 25
5. PATIENT'S ADDRESS (No., Street) 6 FPATIENT RELATIONSHIF TO INSURED 7. INSURED'S ADDRESS (No., Steet)
e [Jeree[Jere[] o]
cITY STATE |8 FATIENT STATUS CITY STATE
Sing\eD Married I:l Other I:l
ZIP CODE TELEPHOMNE (Inolide Area Code) ZIF CODE TELEPHONE (INCLUDE AREACODE)
Empleved Full-Time Part-Time
() [ ] swaere [ ] swaem L] C )
9. OTHER INSURED'S NAME (LastName, First Name, Middle Initial) 1015 PATIENT'S CONDITION RELATED TD 11, INSURED'S FOLICY GROUF OR FECA NUMBER

3. OTHER INSURED'S POLICY OR 6ROUP NUMBER

TPL carrier code if applicable

a EMPLOYMENT?(CURRENT OR PREVIOUS)

[(T= [

o

SER
MM | DD | oYY
I |

1 1 " D

b. OTHER INSURED'S DATE OF BIRTH
‘[

b PLACE (State)

o

AUTO ACCIDENTY
Ll

| E—

¢ EMPLOYER'S NAME OR SCHOOL NAME

3

[Je:
[Te [

INSURED'S DATE OF BIRTH
MM | DD | oYY
| |
| |

b

EMPLOYER'S MNAME DR SCHOOL NAME

LIMSURAMCE PLAN NAME OR FROGRAM NAME

d. INSURANCE PLAN HAME OR PROGRAM NAME

LOTHER ACCIDENT?
10d. RESERVED FOR LOCAL USE

IS THERE AMOTHER HEALTH BENEFIT PLAN?

[Jee o

Ifyes, return to and complete item 9 a-d

READ BACH OF FORM BEFURE COMPLETING & SIGNING THIS FORM.

12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE
to process this olaim

| autherize the release of any medical erother information necessary
lako requestpayment of government benefits either to myself orto the party who accepts assignment

3

INSURED'S DR AUTHORIZED PERSON'S SIGNATURE | autharize
paymentof medical benefitz to the undersigne d physieian orsupplier for
seniices desoribed belomw

PATIENT AND INSURED INFORMATION ——————————»<€—CARRIER —}

below
Y
SIGNED DATE SIGHNED
14.DATE OF CURRENT ILLNESS (First symptam) OR A5 IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS 18.DATES FPATIENTUNABLE TO WORK IN CURRENT OCCUFATION JL‘
MM | DD oYY INJURY (Aceident) OR GIVE FIRSTDATE MM | DD | | DDy MM | DD | Y
} } PREGNANCY(LMF) : : FROM ! } To } }
17.MAME OF REFERRING FHYSICIAN OR OTHER SOURCE 17a. 1.0 NUMBER OF REFERRING FHYSICIAN 18.HOSFITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD oYY MM DD Y
FROM I } TO | :
L
18. RESERVED FOR LOCAL USE 20.0UTSIDE LAB™ FCHARGES
O O |
21.DIAGNOSIS OR MATURE OF ILLNESS OR INJURY . (RELATE ITEMS 123 0R 4 TO ITEM 2Z4E BY LINE) 22.MEDICAID RESUBMISSION
CODE ORIGINALREF. ND.
V202 : — |
23.FPRIOR AUTHORIZATION NUMBER
z. | L 4, |
24, A [ © o E F © H ! J K =
DATECS) OF SERVICE Place | Type |[PROCEDURES, SERVICES, OR SUFPLIES DIAGNOS IS DAYS [EPSDT RESERVED FOR 9
Frem Te of o (Explain UnusualGircumstan ces) CopE § CHARGES 0f |Famiyf oo | com LOCAL USE =
M M DD had 1 W ) Y |Service|Service| CPTHEPCS | mMobiFIER UNITS | Plan %
lo\ | 1 x
1 07: 05109 0705 1 90471] 1 91451
LU/ ‘ . o
=
| | | | 1 =
10:07:05/1007 05| 1 90716 ! 1 0,001 i
| | | 1 | w
! ]
|
| | 1 | 1 | o
10:07 051007 05| 1 90472| | 1 28:35 3 5
I I 1 | 1 =
w
| | | l 1 o
10:07 105100705 | 1 90707 | 1 0,00] 1 °
I 1 1 1 I
| =
I =
| | | | | | o
10:071051007:05/ 1 90669 | 1 0:.001 5
I 1 1 1 ! I %)
I >
! I
| | | | 1
10:07:05/10 07.05] 1 90645 | | 1 000 1 .
| | I 1 I
25.FEDERAL TAX I.D . NUMBER SSN EIN 26 . PATIENT'S ACCOUNT NO. 27 . ACCEPT ASSIGHNMENT? 28, . TOTALCHARGE 2. AMOUNTPAID 30.BALANCE DUE
Forgoawt claims,see back) | | |
0 [T e : L L !
I
31.51GHATURE OF PHYSICIAN OR SUFPLIER 32.MAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33 PHYSICIAN'S, SUFFPLIER'S BILLING NAME. ABGRESS ZIF GODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If atherthan home ar affice) &wEﬂOhn Smlth
(| certify thatthe statements on the reverse -
apply to this bill and are made a partthersof.) N H L - 70709
ew rnope, Loulsiana
516 NED DATE P IH# ‘GRP# 1111111

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

EXAMPLE OF:

5 Immunizations Given

[T T Jprea

HEALTH INSURANCE CLAIM FORM

AFFROVED OMB-0938-0008

Page 1 of 2

PICA

1. MEDICARE MEDICAID CHAMPUS CHA

GROUP
ALTH PLAN

FECA
BLK LU

M PV A

OTHER

HE NG
(Medicare #) D(Medi:sid #) D(Spnr\sm"s SEN) D (VA File #) D (SEN ar D) D (SEN) D(ID]

1a.INSURED'S LD.NUMBER

9752432916523

(FOR PROGRAM IN ITEM 1)

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

HENRY, JOHN

2. PATIENT'S BIRTH DATE

08 12503+ [7

4 INSURED'S NAME (LastName, First Hame. Middle Initia )

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

6. PATIEMT RELATIONSHIP TO INSUR

ED

Y i N o O o P o

TOINSURED'S ADDRESS (No., Stieet)

3. OTHER INSURED'S POLICY OR 6ROUP NUMBER

TPL carrier code if applicable

[T== [

SER
MM | DD | oYY
I |

1 1 " D

b. OTHER INSURED'S DATE OF BIRTH
‘[

b AUTO ACCIDENTY

O

¢ EMPLOYER'S NAME OR SCHOOL NAME

mE
¢. OTHER ACCIDENT?
O- O-

a EMPLOYMENT?(CURRENT OR PREVIOUS)

PLACE (State)

| E—

cITY STATE |8 FATIENT STATUS i STATE
Sing\eD M arrie d I:l Other I:l
ZIP CODE TELEPHOMNE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREACODE)
Employed Full-Time Fart-Time
() [ swaemt [ ] swaene [] C )
9. OTHER INSURED'S NAME (LastName, First Hame, Middle Initial) 1018 FATIENT'S CONDITION RELATED TO 11 IMSURED'S FOLICY GROUF OR FECA HUMBER

a INSURED'S DATE OF BIRTH
MM | DD | oYY
| |
| |

b. EMPLOYER'S NAME OR SCHOOL NAME

¢ INSURANCE FLAN NAME OR FROGRAM NAME

d. INSURANCE PLAN HAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

IS THERE AMOTHER HEALTH BENEFIT PLAN?

[Jee o

Ifyes, return to and complete item 9 a-d

PATIENT AND INSURED INFORMATION ——————————»<€—CARRIER —}

12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE
to process this olaim

READ BACH OF FORM BEFURE COMPLETING & SIGNING THIS FORM.

| autherize the release of any medical erother information necessary
lako requestpayment of government benefits either to myself orto the party who accepts assignment

3. INSURED'S OR AUTHORIZED PERSON'S SIGHATURE | autharize
paymentof medical benefitz to the undersigne d physieian orsupplier for
seniices desoribed belomw

below
™y
SIGNED DATE SIGHNED
14.DATE OF CURRENT ILLNESS (First symptom) OR 15 IF PATIENT HAS HAD SAME OR SIMILAR ILLHESS 18.DATES FPATIENTUNABLE TO WORK IN CURRENT OCCUFATION JL‘
MM | DD oYY INJURY (Aceident) OR GIVE FIRSTDATE MM | DD | | DD 1YY MM | DD | Y
} } PREGNANCY(LMF) : : FROM ! } To } }
17.MAME OF REFERRING FHYSICIAN OR OTHER SOURCE 17a. 1.0 NUMBER OF REFERRING FHYSICIAN 18.HOSFITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD oYY MM DD Y
FROM | | T | 1
I I I 1
18. RESERVED FOR LOCAL USE 20.0UTSIDE LAB™ FCHARGES
O O |
21.DIAGNOSIS OR MATURE OF ILLNESS OR INJURY . (RELATE ITEMS 123 0R 4 TO ITEM 2Z4E BY LINE) 22.MEDICAID RESUBMISSION
CODE ORIGINALREF. NO.
. V202 , _ & |
23.FPRIOR AUTHORIZATION NUMBER
z. | . 4, |
24. A [ © o 3 F o H ! Il K
DATECS) OF SERVICE Place | Type |[PROCEDURES, SERVICES, OR SUFPLIES DIAGNOS IS DAYS [EPSDT RESERVED FOR
Frem Te of o (Explain UnusualGircumstan ces) CopE § CHARGES 0f |Famiyf oo | com LOCAL USE
MM DD A 1 bt oD Y [Service|Service| CPTMHEPCS | mMobiFIER UNITS | Plan

,.10/07 |05/10! 07/05/11 9

0471] | 1

91451

10 07 105/10/07 |05/ 11

90713| |

1

0:00 |1

w

s

o

@

25.FEDERAL TAX I.D. NUMBER SSN EIN

LI

26,  PATIENT'S ACCOUNT NO.

HO

27.ACCEPT ASSIGNMENT?

For gowt claims, see baok)
2

28, TOTAL CHARGE 28 AMOUNTPAID 30, BALANCE DUE

| I |
¥ | ¥ | $ |
I I L

31.5I6NATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(1 certify that the statements an the reverse

apply to this bill and are made & parttherzof.)

Ima Biller 10/15/q5

SIGNED DATE

32.MAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If otherthan home or office)

“I%¥*John Smith
New Hope, Louisiana 70709
1111111

‘ GRP#

—————————— PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)
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PLEASE
DO NOT
STAPLE
INTHIS
AREA

EXAMPLE OF:

5 Immunizations Given

FicA

HEALTH INSURANCE CLAIM FORM

AFFROVED OMB-0938-0008

Page 2 of 2

FICA

1. MEDICARE MEDICAID CHAMPUS

CHAMPYA GROUF

EALTH PLAN

FECA
BLK LU

OTHER

H NG
(M edicare #) D[Medicaid #) D[Spur\sor's SEN) D (VA File #) D (SN ar D) D [SEN) D(ID)

1a.INSURED'S LD.NUMBER (FOR FROGRAM IN ITEM 1)

9752432916523

2. PATIENT'S MAME (Last Name, First Name, Widdle Initial)

HENRY, JOHN

3 PATIENT'S BIRTH DATE

0825 03.00 [

4. INSURED'S NAME (LastName, First Hame, Middle Initia)

5 PATIENT'S ADDRESS (Ho, Street)

G PATIEMT RELATIONSHIP TO INSURED

e[ svoms[Jeme[] o]

T.INSURED'S ADDRESS (No., Street)

cITY

STATE

& PATIENT STATUE
Other I:l

ZIF CODE

C )

TELEFHOME (Include Area Code)

Full-Time
Student

smgte[ | wames [
Employed Fart-Time
[ L] swee [

CITY STATE

ZIP CODE TELEPHONE (INCLUDE AREACODE)

C )

O.OTHER INSURED'S NAME (LastName, First Name,

Middle Initialy 10.15 PATIENT'S CONDITION RELATED TO:

3. OTHER INSURED'S POLICY OR 6ROUP NUMBER

TPL carrier code if applicable

a EMPLOYMENT?(CURRENT OR PREVIOUS)

DYES DND

b.OTHER INSURED'S DATE OF BIRTH
MM | DD | oYY
1 |

1 1 " D

SEX &

AUTO ACCIDENT? PLACE (State)
ml

‘[

| E—

. EMPLOVER'S NAME OR SCHOOL NAME

Dygs
[Jes [

1.INSURED'S FOLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM | DD | YY
| |
| |

“[

b. EMPLOYER'S NAME OR SCHOOL NAME

LINSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE FLAN HAME OR FROGRAM HAME

. OTHER ACCIDENT?
10d. RESERVED FOR LOCAL USE

LIS THERE ANOTHER HEALTH BENEFIT PLANT

DYES I:lND

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

PATIENT AND INSURED INFORMATION —————————»|4—CARRIER —)»

READ BACH OF FORM BEFURE COMPLETING & SIGNING THIS FORM.

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE

| authorize the release of any medical orotherinformation neceszary

to process this claim. | als requestpayment of government benefits eitherto myself orto the party who accepts assignment

belom

SIGNED

DATE

@

INSURED'S OR AUTHORIZED FERSON'S SIGNATURE | autherize
paymentof medical benefits to the undersigned physician orsupplier for
sermices described below

SIGNED

14.DATE OF CURRENT
MM | DD Y
I

! INJURY (Accident) OR
1 1

PREGHNANCYILMP)

{

ILLNESS (First symptam) OR 15

IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS
GIVE FIRETDATE MM I ) :
1 1

18.DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD | oYY MM | DD | Y

| | TO | I

1 1 1 1

FROM

17.MAME OF REFERRING FHYSICIAN OR OTHER SOURCE 17a2. 1.0 . MUMBER OF REFERRING FHYSICIAN 18.HOSFITALIZATION DATES RELATED TO CURREMNT SERVICES
MM | DD oYY MM | DD | YY
FROM | I o | 1
1 I I 1
18.RESERVED FOR LOCAL USE 20.0UTSIDE LAB? FCHARGES
O« e |
21.DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 0R 4 T0 ITEM 24E BY LINE) j 22 MEDICAID RESUBMISSION
V202 CODE ORIGINALREF.NO
1 MeVe = L ‘
23.PRIOR AUTHORIZATION NUMBER
2 L a L.
24. A [ C o 3 F © H | I K
DATECS) OF SERVICE Place | Type |[PROCEDURES, SERVICES, OR SUFPLIES DIAGNOSS DAYS [EFSDT RESERVED FOR
From Te af of (Explain Unusual Girsumstances) tooe 5 CHARGES OR [Famiv| o com LOCAL USE
M bt [ Rad MM oo YY [Service|Service| CPTMHCPCS | MODIFIER UNITS | Plan

1007 |0510; 07/ 05 1

90472| | 1

3840

10,07 05/10; 07| 05

90657 |

0 00

10,07 05/10, 07, 05

90744

10: 07 05|10, 07 OF

90700, |

0 00
0 00

1
1
1
1

10107051007 | 0§

1
1
1
1

90716| |

R

0 |00

25.FEDERAL TAX I.D.NUMBER SSN EIN

LI

26 PATIENT'S ACCOUNT NO. 27.ACCEPT ASSIGHMENT?

Forgowt claims. see back)
YES D NO

28, TOTALCHARGE 28 AMOUNTPAID 30, BALANCE DUE
I I |

% | # 1 5 |
Il 1 L

21.SIGHNATURE OF PHYESICIAN OR SUFFLIER
INCLUDING DEGREES OR CREDENTIALS
(| certify thatthe statements on the reverse
zpply to this bill and are mads 2 part thereaf)

32 MAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If otherthan home or office)

Ima Biller 10/15/05

SIGNED DATE

33 PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE

“DY"John Smith
New Hope, Louisiana 70709

1111111

‘ GRP#

———————————— PHYSICIAN OR SUPPLIER INFORMATION

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

PLEASE PRINT OR TYPE

rricane Evacuees

FORM HECFA-1500 (12-80),
FORM OWCP-1500

FORM REB-1600,
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“INCIDENT TO” BILLING CLARIFICATION

Louisiana Medicaid issues the following clarification for billing services as “incident to” a
physician’s professional service.

“Incident to” a physician’s professional services means that the services or supplies are
furnished as an integral, although incidental, part of the physician’s personal
professional services in the course of diagnosis or treatment of an injury or illness. This
means that the physician, under whose provider number a service is billed, must perform
or be involved with a portion of the service billed. Physician involvement may take the
form of personal participation in the service or may consist of direct personal supervision
coupled with review and approval of the service notes at a future point in time.

Please note that direct personal supervision by the physician must be provided when the
billed service is performed by auxiliary personnel. Direct personal supervision in an
office means the physician must be present in the office suite and immediately available
to provide assistance and direction throughout the time the aide is performing services.

In addition to services performed by non-physicians, such as nurses or aides, services
performed by other non-physicians whose licenses allow them to perform physician-type
services (Nurse Practitioners, Physician Assistants, and others) may qualify as incident
to a physician’s service. However, it is important to remember that, even if the physician
supervision requirements are met, the service does not qualify as ‘incident to’ unless the
physician performs or is involved with some portion of the service billed.

In situations where non-physicians such as an NP or PA provides all parts of the service
independent of a supervising physician’s involvement, the service does not meet the
requirements of “incident to” billing. Instead, the service must be billed using the
provider number of the non-physician practitioner and must meet the specific coverage
requirements of the practitioner’s scope of practice.
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INJECTABLE MEDICATIONS

Payable injection codes can be found on the Professional Services Fee Schedule*.

Injection Policy
Antibiotic injections are covered for recipients under age 21.

Providers should use CPT code 90788 for the reimbursement of injectable
antibiotics supplied and administered by the physician.

Immunizations: see specific policy section in this manual.

Physicians may write prescriptions for injectable medications covered by the Louisiana
Medicaid pharmacy program and have the recipient bring the prescription to a Medicaid
pharmacy to be filled. The recipient may bring the dispensed medication to the
physician’s office for injection. A low-level office visit (procedure code 99211) for the
administration of the injection could be billed by the provider. If the injection is
administered during the course of a more complex office visit, the appropriate code for
the visit should be billed and there would not be a separate charge for administering the
injection.

*Professional Services Fee Schedule can be found at www.lamedicaid.com
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LABORATORY SERVICES

Specimen Collection

Physicians who collect specimens and forward them to an outside laboratory may not bill for
collection of the specimen or performance of the test. Only the provider who has performed the
test (i.e., the outside laboratory) may bill for the test. The collection of the specimen is included
in the office visit fee.

CLIA Certification

Clinical Laboratory Improvement Amendments (CLIA) claim edits are applied to all claims for lab
services that require CLIA certification. Those claims that do not meet the required criteria will
deny.

Claims are edited to ensure payment is not made to:
providers who do not have a CLIA certificate

providers submitting claims for services rendered outside the effective dates of
the CLIA certificate

providers submitting claims for services not covered by their CLIA certificate

Providers must submit a copy of the CLIA certification to Unisys Provider Enroliment initially to
have the certification added to the provider file. Once the CLIA certification has been added to
the file, certification updates are done automatically via CMS'’s file updating process (OSCAR)
and are sent to Medicaid without provider involvement.

For out of state providers enrolled in Louisiana Me dicaid due to the hurricane
emergency:

In order to be reimbursed for laboratory services, CLIA certification must be added to the
provider’s file.

Providers may submit a copy of the CLIA certificate associated with their practice via fax
to Unisys Provider Enroliment at (225) 216-6392. The provider’'s name and individual
Louisiana Medicaid provider number should be writte n legibly on the faxed copy.

If there is more than one provider in a practice that would use the same laboratory and
CLIA certificate, multiple provider names and numbers may be added to a single faxed
certificate.

CLIA certificates should not be submitted until the Louisiana Medicaid provider number
is obtained.
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Questions regarding this process may be directed to Unisys Provider Enrollment at (225)
216-6370.

Louisiana Medicaid maintains a current provider CLIA file. Therefore, providers do not have to
include their CLIA certification number on claim forms. In fact, the CLIA certificate number
should not be entered on the claim form for Medicai d services.

Providers with regular accreditation, partial accreditation, or registration certificate types are
allowed by CLIA to bill for all lab codes.

Providers with waiver or provider-performed microscopy (PPM) certificate types shall be paid for
only those waiver and/or provider-performed microscopy codes approved for billing by CMS.

Providers with waiver or provider-performed microscopy (PPM) certificates wishing to bill for
codes outside their restricted certificate types should obtain the appropriate certificate through
Health Standards. If the certificate type is upgraded, claims can be paid only for dates of
service that fall within the upgraded certification dates.

Providers are notified of additions and deletions to the CLIA file through Provider Updates and
Remittance Advice messages.
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MEDICAL REVIEW

The Unisys Medical Review Department is responsible for several functions, including reviewing
claims for all manually priced procedures and designated procedures and diagnoses which
require medical documentation to ensure compliance with Medicaid policy.

Federal and Louisiana Medicaid guidelines for certain types of gynecological procedures
(including abortions, hysterectomies, and sterilizations) are very stringent. Consequently, a
number of gynecological procedures are reviewed to ensure that the procedures billed are
actually those performed and that non-covered services are not being billed as covered
services. In addition, Medical Review also reviews claims submitted for multiple surgical
procedures and bilateral procedures.

Expediting Correct Payment
Listed below are suggestions for facilitating correct payment:

1. All attachments should be clear, legible, and easy-to-read.

2. Correctly date all operative reports.

3. Use specific, appropriate diagnosis codes.

4. Submit requested documentation as soon as possible so that correct payment can be
quickly determined. When submitting requested documentation, attach it behind a copy
of the original claim form, as Unisys has ho mechanism to match incoming medical
records with previously submitted claims.

5. Refrain from submitting two or more identical CMS-1500 forms at the same time. Bill all
procedures performed under the same anesthesia session on the same CMS-1500 form.

Use correct maodifiers and attach all pertinent documents with the claim.

6. Assistant surgeons should always append an -80 modifier on each claim line. Assistant
surgeons are not required to use the -51 modifier for second procedures.

7. All reports (i.e. operative, history and physical, etc.) must be submitted as one sided for
accurate imaging.

Bilateral Procedures
Providers should submit bilateral procedures on one claim line, append modifier 50, and place a
“1” in the units column. These claims must be submitted hard copy with operative reports

attached. Attaching operative notes to all surgery claims will expedite review and prevent a
denial requesting operative notes.
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Multiple Surgical Procedures

When more than one surgical procedure is submitted for a recipient on the same date of
service, the claim is always evaluated by the Medical Review Unit, regardless of the method or
timing of claim submittal.

When submitting multiple surgical procedures within the same anesthesia session, providers
should bill the major procedure with no modifier and append a -51 modifier on all other

procedures.

If the provider has not designated a primary procedure by appending a -51 modifier to the
secondary procedure(s), the claim will be processed as follows: (if none of the billed CPT codes
pend for any other edit)

1)

2)

3)

4)

5)

The lowest numerical CPT code will be paid as the primary procedure by the
system.

Subsequent codes will pend to Medical Review. The procedure with the highest
billed amount will be considered the primary procedure. (Unless the procedure
with the highest billed amount is an add-on code, in which case the primary
procedure will be the code with the second highest billed amount.)

If more than one procedure has the same billed amount, the primary procedure
will be determined based on the nature of the procedures.

The primary procedure will be paid at 100% of either the Medicaid allowable fee
or the billed charge, whichever is lower. All other procedures will be paid at 50%
of the Medicaid allowable fee, or 50% of the billed charge, whichever is less.

Any procedure performed bilaterally and as a secondary procedure will be paid at
75% of the Medicaid allowable fee or 75% of the billed charge, whichever is less.

Multiple Surgical Modifiers

Multiple modifiers may be appended to a procedure code when appropriate. Billing both
multiple surgical procedures and bilateral procedures during the same surgical session should
follow the rules for each type of modifier: bilateral procedures should be billed with modifier -50;
the principal procedure should be billed without the -51 modifier and secondary procedures
should have the modifier -51 appended.
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Keloid Policy

Providers will not be reimbursed for the removal of keloids if removal is/was for cosmetic
reasons. The initial diagnostic visit is excluded from this policy. Such claims must be submitted
hardcopy with a copy of the patient’s chart notes documenting the visit and an accompanying
statement from the physician indicating that the visit was the initial visit during which the
problem was diagnosed. (Follow-up visits for keloid removal are not payable.)

Unlisted Procedures

Claims submitted for unlisted procedure codes are subject to review, and should be submitted
hardcopy with operative reports attached. The operative reports should accurately describe the
unlisted procedure; underlining such portions of the report that describes the services performed
will expedite the medical review process. If a CPT code exists that describes the service that
was billed as an unlisted procedure code, the claim will be denied.
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MODIFIERS

For recipients with Medicare and Medicaid, providers should submit the claim to Medicaid with
the same modifiers used for Medicare. The following maodifier listing identifies those modifiers
that may impact Louisiana Medicaid claim processing and reimbursement.

Modifier Use/Example Special Billing Reimbursement
Instructions

22 — Unusual Service provided is greater Attach supporting 125% of the fee on

Service than that which is usually documentation which file

required (e.g., delivery of
twins); not to be used with visit
or lab codes

clearly describes the extent
of the service

26 — Professional
Component

Professional portion only of a
procedure that typically
consists of both a professional
and a technical component
(e.g., interpretation of
laboratory or x-ray procedures
performed by another
provider)

40% of the fee on
file

Note:

Louisiana Medicaid does not reimburse techni

claims. Reimbursement is not allowed for both the

same procedure.

cal component only on straight Medicaid

professional component and full service on the

50 — Bilateral Procedure was performed Attach supporting 150% of the fee on
Procedure bilaterally during the same documentation; bill on a file
operative session single line with 1 unit
51 — Multiple More than one procedure was | Attach supporting 100% of the fee on
Procedures performed during the same documentation; use the file for primary; 50%
operative session modifier on all procedures of the fee on file for
except the primary one all others
52 — Reduced Service or procedure is Attach supporting 75% of the fee on
Services reduced at the physician’s documentation file

election

54 — Surgical Care
Only

Surgical procedure performed
by physician when another
physician provides pre- and/or
postoperative management

70% of the fee on
file

55 —
Postoperative
Management Only

Postoperative management
only when another physician
has performed the surgical
procedure

20% of the fee on
file
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Modifier Use/Example Special Billing

Instructions

Reimbursement

Preoperative management
only when another physician
has performed the surgical
procedure

56 — Preoperative
Management Only

10% of the fee on
file

Note: If full service payment is made for a proced
modifier), additional payment will not be made for
operative care only, or preoperative care only. In
modifiers 54, 55, and 56 would be used, each provid
the service performed. Claims that are incorrectly
correct modifier in order to allow payment of other

ure (i.e., the procedure is billed and paid with no
the same procedure for surgical care only, post-
order for all providers to be paid in the case whe n
er must use the appropriate modifier to indicate
billed and paid must be adjusted using the
claims billed with the correct modifier.

62 — Two
Surgeons

Performance of procedure
requiring the skills of two
surgeons

Attach supporting
documentation which
clearly indicates the name
of each surgeon and the
procedures performed by
each

80% of the fee on
file

63 — Infants less Indicates a procedure Attach supporting

125% of the fee on

than 4 kg performed on an infant documentation if multiple file
less than 4 kg modifiers are used (i.e. 51
and 63)
66 — Surgical Performance of highly complex | Attach supporting 80% of the fee on
Team procedure requiring the documentation which file

concomitant services of
several physicians (e.g., organ
transplant)

clearly indicates the name
of each surgeon and the
procedures performed by
each

In order for correct payment to be made in the case
providers involved must bill correctly using approp
for a procedure (i.e., the procedure is billed and
be made for the same procedure for two surgeons or
any procedure billed for both full service (no modi
even one of the surgeons involved bills with no mod
made to any other surgeon for the same procedure. C
modifier and are paid must be adjusted using the co
other claims billed with the correct modifier.

of two surgeons or a surgical team, all
riate modifiers. If full service payment is made
paid with no modifier), additional payment will not
surgical team. Payment will not be made for
fier) and for two surgeons or surgical team. |If
ifier and is paid, no additional payment will be
laims which are incorrectly billed with no
rrect modifier in order to allow payment of

80 — Assistant
Surgeon

Services of a physician
surgical assistant

May be used only by
licensed physicians
enrolled in Louisiana
Medicaid

MD’s = 20% of the
full service physician
fee on file.

Certified Nurse
Midwives = 80% of
MD’s ‘Assistant
Surgeon’ fee.

2005 Emergency Billing Policy and Procedures for Hu  rricane Evacuees

83

Louisiana Medicaid Professional Provider Services




AS- First
Assistant in
Surgery: Qualified
Phys. Assistant,
Nurse Practitioner,
or Clinical Nurse

80% of MD’s
‘Assistant Surgeon’
fee.

Specialist
Q5 — Reciprocal Services provided by a The regular physician 100% of the fee on
Billing substitute physician on an submits the claim and file
Arrangement occasional reciprocal basis not | receives payment for the

over a continuous period of substitute. The record must

longer than 60 days. Does not | identify each service

apply to substitution within the | provided by the substitute.

same group.
Q6 — Locum Services provided by a The regular physician 100% of the fee on
Tenens substitute physician retained to | submits claims and file

take over a regular physician’s | receives payment for the

practice for reasons such as substitute. The record must

illness, pregnancy, vacation, or | identify each service

continuing education. The provided by the substitute.

substitute is an independent

contractor typically paid on a

per diem or fee-for-time basis

and does not provide services

over a period of longer than 60

days.
TH — Prenatal Required to indicate E&M pre- Normal fee for
Visits natal services rendered in the prenatal services

MD office

(exempts the
recipient from the 12
visit limit)

QW - Laboratory

Required when billing certain
laboratory codes (refer to
Laboratory Section of packet)

Fee on file (use of
the —QW does not
increase or
decrease
reimbursement)
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NEWBORN CARE

Physician providers billing for initial newborn care should use code 99431 (history and
examination of normal newborn infant, initiation of diagnostic and treatment programs, and
preparation of hospital records) for the initial examination rendered. Code 99431 is limited to
one per lifetime of the recipient.

Procedure code 99433 (subsequent hospital care, each day; newborn services) should be billed
for each day of normal newborn care subsequent to the date of birth other than the discharge
date. Code 99433 is limited to 3 per lifetime of the recipient.

Discharge Services

When the date of discharge is subsequent to the admit date, submit claims using the
appropriate Hospital Discharge Services code from CPT.

When newborns are admitted and discharged from the hospital or birthing room on the
same date, use code 99435. This code is used for services within the first 24 hours of
the child’s life.

Circumcision

Routine circumcision of newborn infants and other routine circumcisions, for which the medical
necessity is not documented, is not covered by Louisiana Medicaid. As a non-covered service,
this is a billable service to the recipient. All medically necessary circumcisions will continue to be
a covered service.
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OBSTETRICAL SERVICES

All prenatal visit codes must be modified with -TH in order to process correctly and the modifier
must be placed in the first position after the CPT code.

The -TH maodifier is not required for observation or inpatient hospital physician services.
Initial Prenatal Visit(s)

Recipients shall be allowed two initial prenatal visits per pregnancy (270 days). These two visits
cannot be performed by the same provider.

The appropriate CPT code from the 99201 through 99205 section of Office or Other Outpatient
Services range of codes shall be billed for this service, as each pregnancy will be considered a
new pregnancy whether or not the recipient is a new patient to the provider. Additionally, a
pregnancy-related diagnosis code must be used on the claim form as either the primary or
secondary diagnosis.

Reimbursement for the initial prenatal visit, which must be modified with -TH, includes a routine
dipstick urinalysis (CPT code 81002 or 81003), the examination, preparation of records, and
health/dietetic counseling.

One laboratory obstetric panel code is payable per pregnancy.

If the pregnancy is not verified or if the pregnancy test is negative, the appropriate level
evaluation and management code from the 99201-99215 range of codes should be billed
WITHOUT the -TH modifier.

Follow-Up Prenatal Visits

The appropriate CPT code from the range of 99211-99215 section of Office or Other Outpatient
Services range of codes shall be billed for each follow-up prenatal office visit. The code for
each of these visits MUST BE MODIFIED WITH —TH.

The reimbursement for this service includes payment for routine dipstick urinalysis, the exam,
routine fetal monitoring (excluding fetal non-stress testing-CPT code 59025), and diagnosis and
treatment of conditions both related and unrelated to the pregnancy.

Delivery Codes
The most appropriate CPT code should be billed for deliveries.

In cases of multiple births (twins, triplets, etc.), providers must submit claims hardcopy. The
diagnosis code must indicate a multiple birth and delivery records should be attached. A -22
modifier for unusual circumstances should be used with the most appropriate CPT code for a
vaginal or C-Section delivery when the method of delivery is the same for all births. If the
multiple gestation results in a C-Section delivery and a vaginal delivery, the provider should bill
the most appropriate CPT code for the C-Section delivery without a modifier and should also bill
the most appropriate CPT code for the vaginal delivery and append modifier -51.
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Postpartum Care Visit

CPT code 59430, which does not need to be modified, shall be billed for the postpartum care
visit. The reimbursement for this service shall include all the services (examination, routine
dipstick urinalysis, weight and blood pressure checks, etc.) normally associated with releasing a
patient from OB care.

Each recipient is allowed one postpartum visit. Subsequent postpartum visits should be billed
using the appropriate evaluation and management code.

Laboratory Services

One laboratory obstetric panel code is payable per pregnancy.

A complete urinalysis (CPT code 81000 or 81001) is payable only once per pregnancy per
recipient per billing provider unless the primary diagnosis code for subsequent billings is within

the 590-599 (Other Disease of Urinary System) diagnosis range or 646.6.

All lab work must be substantiated by appropriate diagnosis codes, e.g. urinalysis should be
substantiated by a diagnosis of U.T.I.

Ultrasounds

Three ultrasounds will be allowed per pregnancy. This includes ultrasounds performed by all
providers regardless of place of treatment. Payment for additional ultrasounds may be
considered when medically necessary and must be submitted with the appropriate
documentation. This documentation should include evidence of an existing condition or
documentation to rule out a suspected abnormality.

Reimbursement for CPT codes 76811 and 76812 is restricted to maternal fetal medicine
specialists.

Providers should bill the most appropriate CPT code for the service rendered.
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Expanded Dental Services for Pregnant Women
Program Information

Effective November 1, 2003, Medicaid has implemented an adult dental program for pregnant
women, entitled the “Expanded Dental Services for Pregnant Women Program”. This program
provides coverage for certain designated dental services for Medicaid eligible pregnant women
ages 21 through 59 years in order to address their periodontal needs during pregnancy.

The BHSF Form 9-M is the referral form that is used to verify pregnancy for the Expanded
Dental Services for Pregnant Women (EDSPW) Program. This referral form also provides
additional important information from the physician to the dentist. The form must be signed by
the medical professional providing pregnancy care, and must be kept in the patient’s dental
record.

The patient is required to obtain the original completed BHSF Form 9-M from the medical
professional providing her pregnancy care and give it to the dentist prior to receiving dental
services. This form is necessary for the dental provider to be reimbursed. If you have a patient
that will benefit from this service, please complete the form for the patient to give to their dental
provider.

The BHSF Form 9-M was revised with an issue date of 12/03. Effective April 2004, the BHSF
Form 9-M with the issue date of 12/03 became the only version accepted by Medicaid. A copy
of the revised BHSF Form 9-M (Referral For Pregnancy Related Dental Services) with an issue
date of 12/03 can be found on the following page. Blank forms may be photocopied for
distribution as needed. Additional copies of this form may also be obtained from the LA
Medicaid website (www.lamedicaid.com) or from Unisys Provider Relations by calling (800) 473-
2783 or (225) 924-5040.
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BHSF Form 9-M
Issued 12/03

Medicaid Program

Referral For Pregnancy Related Dental Services
(Must Be Completed By The Medical Professional Providing Pregnancy Care)

Part I:  All tems Must Be Complete

Name of Patient:

Street Address: City: Zip Code:

Medicaid Recipient ID #:

Estimated Date of Delivery (MM/DD/YYYY):

Part Il: Check ( ) All Conditions That Apply

Bleeding Gums Pain associated with teeth or gums

Swollen, puffy gums Bad breath odor that does not go away with normal brushing
Loose teeth Spaces between the teeth that were not there before

Teeth with obvious decay Inability to chew or swallow properly

Teeth that appear longer Tender gums that bleed when brushing

Are there any medical or perinatal complications that the dentist should be aware of prior to the delivery of
dental services? YES NO If yes, please describe below:

Is pre-medication or other medication required prior to dental treatment? YES NO
(If yes, please attach a photocopy of the prescription.)

Part Ill: Check () Any Services That Are Contraindicated

Local Anesthetic Restoration(s)
Radiograph(s) Gum Treatment — Ultrasonic Cleaning and/or Scaling Below the Gum Line
Teeth Cleaning Extraction(s)

Part IV: Please include other comments and/or recommendations below:

I have confirmed the pregnancy with diagnostic testing for the above-named patient.

()

Medical Professional Signature (Required )  Provider Type & License # Office Telephone # Date

To locate a Medicaid enrolled dentist, you may cont  act the
Medicaid Referral Assistance Hotline toll-free at 1~ -877-455-9955.
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ORAL AND MAXILLOFACIAL SURGERY PROGRAM

Medically necessary oral and maxillofacial medical procedures are reimbursed when required in
the treatment of injury or disease related to the head and neck.

Non-Covered Services

Tooth extractions for recipients age 21 and older except for those covered in the
Expanded Dental Services for Pregnant Women Program
Procedures performed for cosmetic purposes

Enrolled dental providers are limited in the types of surgical services that may be billed through
the Professional Services Program. Please refer to the Dental Services Hurricane Emergency
Billing Policy & Procedures Packet for additional information regarding Dental program policy
and billing procedures.
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ORGAN TRANSPLANT SERVICES

When a Louisiana Medicaid recipient receives an organ transplant, all charges incurred in the
transplant are to be billed under the Medicaid recipient’s name and Medicaid ID number. This
includes all procedures involved in the harvest of the organ from the donor. However, Medicaid
does not pay for harvesting of organs when a Louisiana Medicaid recipient is the donor of an
organ to a non-Medicaid recipient.

All claims for organ transplants must be submitted hard copy with a copy of the approved
authorization letter and a dated operative report. Examples of the transplant form (TP-01) and
the transplant approval letter follow.

If Medicare covers and pays on the transplant, you do not need an approval letter for the

transplant, however, if the recipient has private insurance and the transplant is covered, you do
need an approval letter for the transplant.
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Prior Authorization Request For Transplant Procedure(s)
Louisiana Department of Health and Hospitals
Bureau of Health Services :
Medical Assistance Program

Date of Request : / / Original Request Re-Evaluation Request

1) Patient's Name 2) Date of Birth: _/

3) Patient's Medicaid Identification Number( 13-digits)

4) Type of Transplant : 5) Primary Diagnosis :

6) Secondary Diagnosis: 7) Procedure Description |

8) Prognaosis (with and without transplant, specifying morbidity, mortality, life expectancy and any other
considerations:

9) Patient's history of present illness is attached and includes the following: Yes No
__Pertinent sacial history, clinical findings, consults, and key test results (representing the patient's current
status)

10) Copy of Transplant Selection Committee's Notes and/or Minutes is attached and signed by a Transplant
Committee Physician and includes the following information: Yes No
__Listing of Committee members present { Name & Title) , their discussions including any psychosocial concerns, e.qg.,
e.g., drug or alcohol abuse, on patient suitability, quality of life, and compliance.

11) Do Urgent or Emergency conditions exist? Yes No ( If Yes, please attach explanation).

NOTE: For each item above, please attach additional information to support your request for transplant(s).
Emergency Requests can be submitted by faxing all documentation to:

UNISYS PRIOR AUTHORIZATION DEPARTMENT (EMERGENCY TRANSPLANT REQUEST) AT (225)-929-6803

I centify that the requested transplant is not investigational or experimental and is regarded as standard therapy by the medical community, This
transplant program is in compliance with DHH Medicaid transplant registration and approval requirements for organ or tissue. Our transplant
program will notify vou if there are pertinent changes between approval and actual date of transplant that could necessitate reconsideration of 1l
request. We are submitiing or preparing to submit scientific documentation for recent applicable transplant developments.

12) 13)

(Physician Name and Title , Please Print) (Physician Signature and Title)

14) 15)

(Transplant Coordinator or Contact Person) (Telephone Number / Fax Number)

16)Site Where Transplant is to be Performed (Hospital Name & Address)

TP-01 FORM, Issued 04/97

Mail to: Unisys / La. Medicaid , Prior Authorization/Dept., P.O. Box 1'491_9; BatoniRouge, La. 70898-4919

Telephone Number for Unisys Prior Authorization Dept. (800) 488-6334 or (225) 928-5263
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LOUISIANA

STATE OF LOUISIANA
DEPARTMENT OF HEALTH AND HOSPITALS

Department of
HEALTH and

HOSPITALS
Kathleen Babineaux Blanco Frederick P. Cerise, M.D., M P.F.

GOVERNCA SECRETARY
July 20, 2005
Reference:

ID#:

SS#:
Dear Ms.
This is to confirm that a kidney transplant has been approved for to be done at

. Coverage is authorized for the evaluation, transplant and follow-up care.

The approval for this procedure is contingen upon your acceptance of Medicaid payment as payment in full
and that you are a Louisiana Medicaid enrolled provider. To be reimbursed for services rendered, all
providers must comply with timely filing guidelines set by the Louisiana Medicaid Program. Also, the
client must be eligible for Medicaid on dates of services in order to receive reimbursement from Medicaid,

If you have any questions regarding the reimbursement rate, you may cali Ms.

Please attach a copy of this letter to your claim form as your authorization when hilling Unisys Corporation
for this service and share this letter with all other providers associated with this transplant.

You have the right to appeal this decision. If you wish to do so, please write to the Department of Heaith
and Hospitals, Bureau of Appeals, P. O. Box 4183, Baton Rouge, LA 70821-4183 within thirty (30) days of
receipt of this letter.

Sincerely,

Ben A. Bearden
Director

BAB/SG/sgw

cc: D. Gough
J. Womack
5. Guarina
P. Misner

OFFICE OF MANAGEMENT & FINANCE « BUREAU OF HEALTH SERVICES FINANCING
1201 CAPITOL ACCESS ROAD « £. 0. BOX 31030 + BATON ROUGE, LOUISIANA 70821-8030
PHONE # 225/342-3881 = FAX ¥ 225/342-3508
"AN EQUAL CPFORTUNITY EMPLOYER"
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PHYSICIAN ASSISTANTS

Louisiana Medicaid enrolls and issues individual Medicaid provider numbers to Physician
Assistants (PA). The effective date for use of the provider number is dates of service July 1,
2005, forward. As of that date, Medicaid requires that all services provided by the PA be billed
identifying the physician assistant as the attending provider.

Unless otherwise excluded by Louisiana Medicaid, the services covered are determined by
individual licensure, scope of practice, and supervising physician delegation. The supervising
physician must be a Medicaid enrolled physician. Clinical practice guidelines and protocols
shall be available for review upon request by authorized representatives of Louisiana Medicaid.

Services provided by a physician assistant shall not be billed when he/she is employed by or
under contract with providers whose reimbursement is based on costs that include these
salaries.

The reimbursement for services rendered by a physician assistant shall be 80% of the
professional services fee schedule and 100% for Kidmed medical, vision, and hearing screens
and immunizations.

Billing Information

Please note the following billing instructions and enrollment requirements regarding PA services

PA services are billed on the CMS 1500 form.

Services provided by the PA must be identified by entering the provider number of the
PA in block 24K, and the group number must be entered in block 33.

Physicians who employ or contract with PAs must obtain a group provider number and
link the PA’s individual provider number to the group number. Physician groups must
notify Provider Enroliment of such employment or contracts when PAs are added or
removed from the group.

Qualified PA’s who perform as first assistant in surgery should use the “-AS” modifier to
identify these services.

Effective July 1, 2005, services rendered by the ph  ysician assistant that are billed and

paid by Medicaid using a physician’s number as the attending provider are subject to
recoupment.
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RADIOPHARMACEUTICAL DIAGNOSTIC IMAGING AGENTS

Billing Information

Deleted CPT code 78990 (Provision of diagnostic radiopharmaceutical) was placed in non-pay
status effective June 1, 2005. Providers should use the appropriate HCPCS code for the agent
provided when submitting claims to Medicaid. Several imaging agents have been made
payable effective January 1, 2005.

If there is a diagnostic imaging agent that is used by a provider that is not currently payable, a
request that it be considered for payment may be submitted in writing to Medicaid at the
following address:

DHH Program Operations
Professional Services Program Manager
P.0O. Box 91030
Baton Rouge, LA 70821
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SPIROMETRY

Spirometry (CPT code 94010) is a comprehensive code that includes respiratory flow volume
loop (CPT code 94375). When spirometry is billed, respiratory flow volume loop may not be
billed on the same date of service by the same provider or group for the same recipient.
Bronchospasm evaluation (CPT code 94060) is a comprehensive code that includes spirometry
and respiratory flow volume loop (CPT code 94010 and 94375). Therefore, when a
bronchospasm evaluation is billed, neither spirometry nor respiratory flow volume loop may be
billed on the same date of service by the same provider or group for the same recipient.
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TELEMEDICINE

Telemedicine is generally described as the use of an interactive audio and video
telecommunications system to permit real time communication between distant site health care
practitioners and patients. Louisiana Medicaid requires that providers use the HIPAA compliant
modifier to identify services provided via telemedicine.

Claim Submission

Medicaid covered services provided using telemedicine must be identified on claim submissions
by appending the modifier “GT” (via interactive audio and video telecommunications system) to

the applicable procedure code. The recipient’s clinical record at both the originating and distant
sites should reflect that the service was provided through the use of telemedicine.
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CLAIMS FILING

Instructions for Completing CMS-1500

Professional services are billed on the CMS-1500 (formerly known as HCFA-1500) claim form.
Items to be completed are either required or situational. Required information must be entered
in order for the claim to process. Claims submitted with missing or invalid information in these
fields will be returned unprocessed to the provider with a rejection letter listing the reason(s) the
claims are being returned. These claims cannot be processed until corrected and resubmitted
by the provider. Situational information may be required (but only in certain circumstances as
detailed in the instructions below). Claims should be submitted to:

Unisys
P.O. Box 91020
Baton Rouge, LA 70821

*1. REQUIRED Enter an “X” in the box marked Medicaid (Medicaid #)

*1A. REQUIRED Enter the recipient’s 13 digit Medicaid ID number exactly as it
appears in the recipient’s current Medicaid information using the
plastic Medicaid swipe card (MEVS), e-MEVS, or through REVS

NOTE: The recipients’ 13-digit Medicaid ID number must be used to bill claims. The CCN
number from the plastic ID card is NOT acceptable.

Note: If the 13-digit Medicaid ID number does not match the recipient's name in block 2, the
claim will be denied. If this item is blank, the claim will be returned.

*2. REQUIRED Print the name of the recipient: last name, first name, middle
initial. Spell the name exactly as verified through MEVS, e-MEVS
or REVS

3. SITUATIONAL Enter the recipient’s date of birth as reflected in the current

Medicaid information available through MEVS, e-MEVS or REVS,
using six (6) digits (MM DD YY). If there is only one digit in this
field, precede that digit with a zero. Enter an “X” in the
appropriate box to show the sex of the recipient.

4, SITUATIONAL Complete correctly if appropriate or leave blank

5. SITUATIONAL Print the recipient’s permanent address

6. SITUATIONAL Complete if appropriate or leave blank

7. SITUATIONAL Complete if appropriate or leave blank

8. SITUATIONAL Leave blank

9. SITUATIONAL Complete if appropriate or leave blank
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9A.

9B.
9C.
9D.
10.

11.

11A.
11B.

11C.

12.

13.

14,

15.

16.

17.

17A.

18.

19.

20.

*21.

22.

23.

SITUATIONAL

SITUATIONAL
SITUATIONAL
SITUATIONAL
SITUATIONAL
SITUATIONAL
SITUATIONAL
SITUATIONAL
SITUATIONAL
SITUATIONAL
SITUATIONAL
SITUATIONAL
SITUATIONAL
SITUATIONAL

SITUATIONAL

SITUATIONAL
SITUATIONAL
SITUATIONAL

SITUATIONAL

REQUIRED

SITUATIONAL

SITUATIONAL

*24A. REQUIRED

*24B. REQUIRED

2005 Emergency Billing Policy and Procedures for Hu

If recipient has no other coverage, leave blank. If there is other
coverage, put the state assigned 6-digit TPL carrier code in this
block - make sure the EOB is attached to the claim.

Complete if appropriate or leave blank

Complete if appropriate or leave blank

Complete if appropriate or leave blank

Leave blank

Complete if appropriate or leave blank

Complete if appropriate or leave blank

Complete if appropriate or leave blank

Complete if appropriate or leave blank

Complete if appropriate or leave blank

Obtain signature if appropriate or leave blank

Leave blank

Leave blank

Leave blank

If services are performed by an in
the name of the referring physician.

dependent laboratory, enter

Leave blank

Leave blank

Leave blank

Leave blank

Enter the ICD-9 numeric diagnosis code and, if desired, narrative
description. Use of ICD-9-CM coding is mandatory. Standard
abbreviations of narrative descriptions are accepted.

Leave blank

Complete if required or leave blank

Enter the date of service for each procedure. Either six-digit
(MMDDYY) or eight-digit (MMDDCCYY) format is acceptable.

Enter the appropriate code from the approved Medicaid place of
service code list.
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24C. SITUATIONAL Leave blank
*24D. REQUIRED Enter the procedure code(s) for services rendered.
*24E. REQUIRED Reference the diagnosis entered in item 21 and indicate the most
appropriate diagnosis for each procedure by entering either a “1”,
“2", etc. More than one diagnosis may be related to a procedure.
Do not enter ICD-9-CM diagnosis code
*24F. REQUIRED Enter usual and customary charges for the service rendered
*24G. REQUIRED Enter the number of units billed for the procedure code entered on
the same line in 24D
24H. SITUATIONAL Leave blank or enter a “Y” if services were performed as a result
of an EPSDT referral
241.  SITUATIONAL Leave blank
24J. SITUATIONAL Leave blank
24K. SITUATIONAL If attending provider number is same as billing provider number,
leave blank
25. SITUATIONAL Leave blank
26. SITUATIONAL Enter the provider specific information assigned to identify the
patient. This number will appear on the Remittance Advice (RA).
It may consist of letters and/or numbers and may be a maximum
of 16 characters.
27. SITUATIONAL Leave blank. Medicaid does not make payments to the recipient.
Claim filing acknowledges acceptance of Medicaid assignment.
*28. REQUIRED Total of all charges listed on the claim
29. SITUATIONAL If block 9A is completed, indicate the amount paid; if no TPL,
leave blank
30. SITUATIONAL If payment has been made by a third party insurer, enter the
amount due after third party payment has been subtracted from the
billed charges
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*31. REQUIRED The claim form MUST be signed. The practitioner is not required
to sign the claim form. However, the practitioner’s authorized
representative must sign the form. Signature stamps or computer-
generated signatures are acceptable, but must be initialed by the
practitioner or authorized representative. If this item is left blank,
or if the stamped or computer-generated signature does not have
original initials, the claim will be returned unprocessed.

Date Enter the date of the signature
32. SITUATIONAL Complete as appropriate or leave blank
*33.  REQUIRED Enter the provider name, address including zip code and seven

(7) digit Medicaid provider identification number. The Medicaid
billing provider number must be entered in the space next to
“Group (Grp) #.”

Note: If no Medicaid provider number is entered, the claim will be returned to the provider for
correction and re-submission.

Marked (*) items must be completed or form will be returned.
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Sample CMS-1500 Form

PLEASE
DO NOT
STAPLE

N

AREA

THIS

Fica

HEALTH INSURANCE CLAIM FORM

APPROVED OMB-0838.0008

PICA

1

MEDICARE MEDICAID CHAMPUS

GROUP
EALTH PLAN

FECA
BLKLU

CHAMPYA OTHER

H NG
(M edicare #) E(Med\caid #) D[Spur\sor‘s SEM D (WA File #) D (SN or D) D (SEM) D(\Dj

1a. INSURED'S .D.NUMBER (FOR PROGRAM IN ITEM 1)

9722916737815

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

Thyme, Justine

3.PATIENT'S BIRTH DATE
SEX

61146101 .0 O

4. INSURED'S HAME (LastName, First Name, Middle In

OTHER INSURED'S POLICY OR GROUP NUMBER

a.EMFLOYMENT? (CURRENT OR FREVIOUS)

vES

b

WM

TPI info, if applicable

OTHER INSURED'S DATE OF BIRTH
oL oYY

L O

SEX

b AUTD ACCIDENT? PLACE (Stats)

VES O

[o
il O

JE—

3

EMPLOYER'S NAME OR SCHOOL NAME

¢ OTHER ACCIDENT?

ml

[:}

L

5. FATIENT'S ADDRESS (Mo., Street) B PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
e Qv [Jene[] owel]

CiTY STATE |8.PATIENT STATUS cITY STATE

Slng\ED Married I:l Other I:‘

ZIF CODE TELEFHONE (include Area Cade) ZIP CODE TELEPHOMNE (INCLUDE AREA CODE)

Employed Full Time Part Time
() [ sheers [ S ] )
9 OTHER INSURED'S NAME (LastName, First Name, Middle Initial) 10,16 PATIENT'S CONDITION RELATED TO 11.INSURED'S FOLICY GROUF OF FECA HUMBER

a INSURED'S DATE OF BIRTH
|oeogoYY
| I
| |

b, EMFLOYER'S NAME OR SCHOOL NAME

INSURANCE PLAN NAME OR FROGRAM NAME

d

INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

IS THERE ANOTHER HEALTH BENEFIT FLAN?

[Jee [Jeo

Ifyes, return to and complete tem @ a-d.

PATIENT AND INSURED INFORMATION —FT—’(— CARRIER —»

READ BACK OF FOURMBEFORE COMPLETING & SIGNING THIS FORM.

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE

to process this ol

| authorize the release of any medical or otherinformation necess ary

I ako request payment of government benefits eitherto myself or to the party who accepts assignment

3.INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
paymentof medical benefits to the undersigned physician o1 supplier for
services deseribed below,

below
SIGNED DATE SIGHED
14.DATE OF CURRENT ILLNESS (First symptam) OR 15 IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM 1 DD oYY INJURY (Assident) OR GIVE FIRSTDATE MM | DD | MM | DD oYY MM | DD | Y
I I PREGNANCY(LMP) I I FROM ! ! To ! !
17.HAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0 NUMBER OF REFERRING FHYSICIAN 18.HOSFITALIZATION DATES RELATED TO CURRENT SERVICES
| DD oYY MM | DD oYY
FROM | I To 1 i
| ! I !
19.RESERVED FOR LOCAL USE 20.0UTSIDE LAB? 5 CHARGES
O [ |
1.DIHGHOSIS OR NATURE OF ILLNESE OR INJURY. (RELATE ITEMS 12,3 OR 4 TO ITEM 24E BY LINE) 22.MEDICAID RESUBMISSION
CODE ORIGINAL REF.ND
. .250 ST |
23.PRIOR AUTHORIZATION NUMBER
z. | . 4 | .
24. A B C o E F 3 H J K
DATE(S) OF SERVICE Flace | Type [FROCEDURES, SERVICES, OR SUFFLIES DIAGHOSIS DAYS EPSDT) RESERVED FOR
From e ot ot (Explain UnusualCircumstan ces) cooe B CHARGES OR (Famiy| o | cae LOCAL USE
MW oo Y MM oD Y |SerwicelService| CFTHCFC S | mMonIFIER UNITS | Flan

9! 07:05/9!07:05| 11

99213 ! 1

50 | 00

PHYSICIAN OR SUPPLIER INFORMATION

z | 1 1 1
| | | | |
I 1 1 1 ‘ |
3 I 1 1 1 |
| 1 1 1 |
i 1 1 1 ‘ I I
4 1 1 1 1 ] 1
|
| ! I ! | }
| | I | l | |
5 I I 1 1 i
| ! I ! |
| ! I ! |
5 I 1 1 1 I
25 FEDERAL TAX 1D HUMBER SEM EIN 26. PATIENT'S ACCOUNT NO 27.ACCEFT ASSIGHMENT? |25, TOTAL CHARGE 20, AMOUNT PAID 30.BALANCE DUE
For govt. claims, see back) )
OO WP 50000 | |+ 50,00
d
F1.SIGHATURE OF FHYSICIAN OR SUFFLIER 52 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS REMDERED (If other than home or offise) & PHONE #
Clcertify thatthe statements on the reverss John Roe
2pply to this bill and are made 3 part thereot.)
45 Oak St, City, State 12345
11/20/05 1000001
J
516 NED DATE PN GRP#

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

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-00), FORM RRB-1500,

FORM OWCP-1500
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ADJUSTMENT/VOID CLAIMS

Claims paid on the CMS-1500 form are adjusted or voided using the Unisys 213
adjustment/void form. This form can be downloaded from the Louisiana Medicaid website
www.lamedicaid.com under form/files.

Only one claim line can be adjusted or voided on each adjustment/void form.

Only a paid claim can be adjusted or voided. Denied claims must be corrected and
resubmitted—not adjusted or voided.

Only the paid claim's most recently approved control number can be adjusted or voided. For
example:

1. Aclaimis paid on the RA dated 7-15-05, ICN 5170567890123.

2. The claim is adjusted on the RA dated 8-19-05, ICN 5200590123456.

3. If the claim requires further adjustment or needs to be voided, only ICN 5200590123456
may be used.

Claims paid to an incorrect provider number or for the wrong Medicaid recipient cannot be
adjusted. They must be voided and corrected claims submitted.

To file an adjustment, the provider should complete the adjustment as it appears on the original
claim form, changing the item that was in error to show the way the claim should have been
billed. The approved adjustment will replace the approved original and will be listed under the
"adjustment" column on the RA. The original payment will be taken back on the same RA in the
"previously paid" column. An example of an adjustment appears on page 88.

To file a void, the provider must enter all the information from the original claim exactly as it
appeared on the original claim. When the void claim is approved, it will be listed under the
"void" column of the RA and a corrected claim may be submitted (if applicable).

Filing Adjustments for a Medicare/Medicaid Claim

When a provider has filed a claim with Medicare, Medicare pays, then the claim becomes a
“crossover” to Medicaid for consideration of payment of the Medicare deductible or co-payment.

If, at a later date, it is determined that Medicare has overpaid or underpaid, the provider should
rebill Medicare for a corrected payment. These claims may “crossover” from Blue Cross to
Medicaid, but cannot be automatically processed by Medicaid (as the claim will appear to be a
duplicate claim, and therefore must be denied by Medicaid).

In order for the provider to receive an adjustment, it is necessary for the provider to file a hard
copy claim (Unisys Form 213) with Medicaid. These should be sent to Unisys, Attention:
Crossover Adjustments, P.O. Box 91023, Baton Rouge, LA 70821, and should have a copy
of the most recent Medicare explanation of benefits and the original explanation of benefits
attached. In addition, the provider should write “2X7” at the top of the adjustment/void form to
indicate the adjustment is for a Medicare/Medicaid claim.
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INSTRUCTIONS FOR FILING ADJUSTMENT/VOID CLAIMS

*1. REQUIRED ADJ/VOID—Check the appropriate block
*2. REQUIRED Patient’s Name
a. Adjust—Print the name exactly as it appears on the original claim if not adjusting
this information
b. Void—Print the name exactly as it appears on the original claim
3. Patient’s Date of Birth
a. Adjust—Print the date exactly as it appears on the original claim if not adjusting
this information
b. Void—Print the name exactly as it appears on the original claim
*4, REQUIRED Medicaid ID Number—Enter the 13 digit recipient ID number
5. Patient’s Address and Telephone Number
a. Adjust—Print the address exactly as it appears on the original claim
b. Void—Print the address exactly as it appears on the original claim
6. Patient’s Sex
a. Adjust—Print this information exactly as it appears on the original claim if not
adjusting this information
b. Void—~Print this information exactly as it appears on the original claim
7. Insured’s Name— Leave blank
8. Patient’s Relationship to Insured—Leave blank
9. Insured’s Group No.—Complete if appropriate or blank
10. Other Health Insurance Coverage—Complete with 6-digit TPL carrier code if appropriate
or leave blank
11. Was Condition Related to—Leave blank
12. Insured’s Address—Leave blank
13. Date of—Leave blank
14. Date First Consulted You for This Condition—Leave blank
15. Has Patient Ever had Same or Similar Symptoms—Leave blank
16. Date Patient Able to Return to Work—Leave blank
17. Dates of Total Disability-Dates of Partial Disability—Leave blank
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18. Name of Referring Physician or Other Source—Leave this space blank

18a. Referring ID Number—Leave blank.

19. For Services Related to Hospitalization Give Hospitalization Dates—Leave blank
20. Name and Address of Facility Where Services Rendered (if other than home or office)—
Leave blank

21. Was Laboratory Work Performed Outside of Office—Leave blank
*22.  REQUIRED Diagnosis of Nature of lliness

a. Adjust—Print the information exactly as it appears on the original claim if not
adjusting the information

b. Void—~Print the information exactly as it appears on the original claim

23. Attending Number—Enter the attending number submitted on original claim, if any, or
leave this space blank

24. Prior Authorization #—Enter the PA number if applicable or leave blank

*25. REQUIRED A through F

a. Adjust—Print the information exactly as it appears on the original claim if not
adjusting the information

b. Void—Print the information exactly as it appears on the original claim

*26. REQUIRED Control Number—Print the correct Control Number as shown on the
Remittance Advice

*27. REQUIRED Date of Remittance Advice that Listed Claim was Paid—Enter MM DD YY
from RA form

*28. REQUIRED Reasons for Adjustment—Check the appropriate box if applicable, and
write a brief narrative that describes why this adjustment is necessary

*29. REQUIRED Reasons for Void—Check the appropriate box if applicable, and write a
brief narrative that describes why this void is necessary

*30. REQUIRED Signature of Physician or Supplier—All Adjustment/VVoid forms must be
signed

*31. REQUIRED Physician’s or Supplier's Name, Address, Zip Code and Telephone
Number—Enter the requested information appropriately plus the seven (7) digit Medicaid
provider number. The form will be returned if this information is not entered.

32. Patient’'s Account Number—Enter the patient’s provider-assigned account number.

Marked (*) items must be completed or form will be returned.
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Blank Unisys 213 Adjustment/Void Claims

A. PATIENT'S EMPLOYMENT
YES NO
B. AN AUTO ACCIDENT

PHYSICIAN OR SUPPLIER INFORMATION

JKIDATE OF ILLNESS (FIRST SYMPTOM) OR DATE FIRST CONSULTED YOU FOR HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS?
INJURY (ACCIDENT) OR THIS CONDITION
PREGNANCY (LMP) YES NO
[EDATE PATIENT ABLE TO [id DATES OF TOTAL DISABILITY DATES OF PARTIAL DISABILITY
RETURN TO WORK
FROM THROUGH FROM I THROUGH

RELY REFERRING ID NUMBER FOR SERVICES RELATED TO HOSPITALIZATION GIVE HOSPITALIZATION DATES

ADMITTED DISCHARGED
WAS LABORATORY WORK PERFORMED OUTSIDE OF OFFICE?

CHARGES

pk:l NAME OF REFERRING PHYSICIAN OR OTHER SOURCI
PIl NAME AND ADDRESS OF FACILITY WHERE SERVICE

'S RENDERED (IF OTHER THAN HOME OR OFFICE)

2
3 e
AUTHORIZATION NO.
22 DATE(S) OF SERVICE 8 oiace £
From T OF ) DAYS |EPSDT
SERVICE R DIAGNOSIS E FAMILY
MM oD Yy MM oD Yy OCEDURE CODE CHARGES UNITS | PLAN TPLS
T

THIS IS FOR CHANGING OR VOIDING A PAID ITEM. (THE
CORRECT CONTROL NUMBER AS SHOWN ON THE
REMITTANCE ADVICE IS ALWAYS REQUIRED.)

EIREASONS FOR ADJUSTMENT

01 THIRD PARTY LIABILITY RECOVERY
02 PROVIDER CORRECTIONS

03 FISCALAGENT ERROR "
90 STATE OFFICE USE ONLY - RECOVERY .

99 OTHER - PLEASE EXPLAIN

PETREASONS FOR VOID

10 CLAIM PAID FOR WRONG RECIPIENT
11 CLAIM PAID TO WRONG PROVIDER
99 OTHER - PLEASE EXPLAIN

ERISIGNATURE OF PHYSICIAN OR SUPPLIER A PHYSICIAN OR SUPPLIER'S PROVIDER NUMBER, NAME, ADDRESS, ZIP CODE AND TELEPHONE
(I CERTIFY THAT THE STATEMENTS ON THE REVERSE
APPLY TO THIS BILL AND ARE MADE A PART HEREOF.)

EFIYOUR PATIENT'S ACCOUNT NUMBER

UNISYS -213
5/97

FISCAL AGENT COPY
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X

Jeffers, Kelly 06/11/89 1234567891234

TPL Carrier Code if applicable

V202
11 09 05 11 09 05 11 90471 1 945 1 TPL amt, if any
5000456789501 11-29-05
Services not rendered
X

John Roe
12/30/05 23456 Drive, City, State 12345

Provider # 111111
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EXPLANATION OF PROFESSIONAL FEE SCHEDULE

The most current version of the professional fee schedule can be found on the Louisiana
Medicaid website (www.lamedicaid.com). Providers are encouraged to view the fee schedule on
the website monthly for review of additions, deletions and updates. Providers will continue to be
notified of significant fee schedule changes through RA messages and Provider Updates.

The following two pages include an example page from the fee schedule and the legend that is
found at the end of the schedule.

Column 5 displays any age restrictions on the codes. At this time, the system cannot display
months or days; therefore, providers should follow CPT coding guidelines in lieu of the fee
schedule.

Column 10 displays service limitations as they apply to the individual code. Any limitations
guided by policy for groups/combinations of codes will not be displayed here. For example, a
group of ultrasound codes for pregnancy is limited by policy to 3 per pregnancy (any
combination) but not by the individual code. This limitation does not display on our fee schedule,
but is explicit in policy publications.
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LAM5M110 LOUISIANA MEDICAID MANAGEMENT INFORMATION SYSTEM
RUN: 07/27/05 18:45:01
LOUISIANA MEDICAID PROFESSIONAL SERVICES FEE SCHEDRE

COLUMN:

1 2 3 4 5 6
AGE MED

TS CODE DESCRIPTION FEE MIN- MAX REV

07 62355 REMOVE SPINAL CANAL CATHETER 335.34 00 15

03 62360 INSERT SPINE INFUSION DEVICE 129.87

07 62360 INSERT SPINE INFUSION DEVICE 177.44 00 15

03 62361 IMPLANT SPINE INFUSION PUMP 310.97

07 62361 IMPLANT SPINE INFUSION PUMP 324.92 00 15

02 62362 PROGRAMMABLE PUMP INCLUDE PREP OF PU 81.48

03 62362 IMPLANT SPINE INFUSION PUMP 407.36

07 62362 IMPLANT SPINE INFUSION PUMP 407.95 00 15

03 62365 REMOVE SPINE INFUSION DEVICE 333.46

07 62365 REMOVE SPINE INFUSION DEVICE 338.11 00 15

03 62367 ANALYZE SPINE INFUSION PUMP 39.61

05 62367 ANALYZE SPINE INFUSION PUMP 15.84

07 62367 ANALYZE SPINE INFUSION PUMP 44.74 00 15

03 62368 ANALYZE SPINE INFUSION PUMP 59.46

05 62368 ANALYZE SPINE INFUSION PUMP 23.78

07 62368 ANALYZE SPINE INFUSION PUMP 97.08 00 15

02 63001 RELIEVE SPINAL CORD PRESSURE 207.43

03 63001 RELIEVE SPINAL CORD PRESSURE 1,037.20

07 63001 RELIEVE SPINAL CORD PRESSURE 1,039.88 00 15

02 63003 RELIEVE SPINAL CORD PRESSURE 207.43

03 63003 RELIEVE SPINAL CORD PRESSURE 1,037.20

07 63003 RELIEVE SPINAL CORD PRESSURE 1,050.99 00 15

02 63005 RELIEVE SPINAL CORD PRESSURE 171.87

03 63005 RELIEVE SPINAL CORD PRESSURE 859.37

07 63005 RELIEVE SPINAL CORD PRESSURE 986.43 00 15

02 63011 RELIEVE SPINAL CORD PRESSURE 225.2

03 63011 RELIEVE PSINAL CORD PRESSURE 1,126.03

07 63011 RELIEVE PSINAL CORD PRESSURE 1,126.03 00 15

02 63012 LAMINECTOMY W/REM ABNORM FACETS-LUMB 225.9

03 63012 LAMINECTOMY W/REM ABNORM FACETS-LUMB  1,129.50

07 63012 LAMINECTOMY W/REM ABNORM FACETS-LUMB  1,129.50 00 15

02 63015 RELIEVE SPINAL CORD PRESSURE 231.14

03 63015 RELIEVE SPINAL CORD PRESSURE 1,155.72

07 63015 RELIEVE SPINAL CORD PRESSURE 1,258.02 00 15

02 63016 RELIEVE SPINAL CORD PRESSURE 231.14

03 63016 RELIEVE SPINAL CORD PRESSURE 1,155.72

07 63016 RELIEVE SPINAL CORD PRESSURE 1,243.59 00 15

02 63017 RELIEVE SPINAL CORD PRESSURE 195.57

03 63017 RELIEVE SPINAL CORD PRESSURE 977.89

07 63017 RELIEVE SPINAL CORD PRESSURE 1,049.50 00 15

02 63020 NECK SPINE DISK SURGERY 171.87

03 63020 NECK SPINE DISK SURGERY 859.37

07 63020 NECK SPINE DISK SURGERY 988.03 00 15

02 63030 LOW BACK DISK SURGERY 176

03 63030 LOW BACK DISK SURGERY 880.07

07 63030 LOW BACK DISK SURGERY 880.07 00 15

02 63035 ADDED SPINAL DISK SURGERY 455

03 63035 ADDED SPINAL DISK SURGERY 227.5

07 63035 ADDED SPINAL DISK SURGERY 2275 00 15

02 63040 NECK SPINE DISK SURGERY 195.57
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Professional Fee Schedule Legend

LOUISIANA MEDICAID PROFESSIONAL SERVICES FEE SCHEDULE

Listed below are some aids we hope will help you un
below, you need further clarification of an item, p

COLUMN 1. TS (Type Service): Definition: Files on w

to which a claim goes for pricing is determined by,

by the modifier appended to the procedure code.

Listed below is an explanation of the types of serv

01 - Anesthesia file. Anesthesia claims are priced

02 - Assistant surgery file. Assistant surgeon clai

03 - Full service file; also the file from which ph

paid.

04 - File from which lab services billed by "sole ¢

05 - Professional component file. Claims with modif

07 - Full service file for CommunityCARE PCP enhanc
recipient age

08 - File from which lab services billed by other h

centers are paid.

COLUMNS 2, 3 and 4. CODE, DESCRIPTION and FEE: Self
obstetrical visits.

COLUMN 5. AGE MIN and MAX: Some codes have minimum
date of service is outside the minimum or maximum a
codes is 00-99.

COLUMN 6. MED REV (Medical Review): Claims for some
attachments or for manual pricing. These claims can
COLUMN 7. PA (Prior Authorization): Some services m
request is approved, a PA number will be issued for
payment for the service will be made.

COLUMN 8. SEX (Restriction): Some procedure codes ¢
restricted to males or to females.

COLUMN 9. PSR (Provider Specialty Restriction): If

its performance will not be made to other specialis
Medicaid’s intrathecal baclofen policy, are payable
neurological surgery.

COLUMN 10. SL (Services Limitation): A few codes ha
each time they're billed. Code 99431 is an example
lifetime.

COLUMN 11. GSP (Global Surgery Period) DAY: A numbe
global surgery period. During this period (as well
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derstand this fee schedule. If, after reading the i
lease call Unisys Provider Relations at 1-800-473-2

hich codes are loaded and from which claims are pai
among other things, the type of provider who is bi

ice found on this schedule.

off this file.

ms are priced off this file.

ysician, physician-owned lab and independent lab se

ommunity hospitals" are paid.
ier -26 are priced from this file.
ed services and other enhanced physician services b

ospitals are paid; also the file from which ambulat
-explanatory. Codes with modifier TH are for prenat

or maximum age restrictions. If the recipient’'s age
ge, claims will deny. The minimum and maximum age f

codes pend to the Medical Review Team for a review
not be electronically billed.

ust be prior authorized before they are rendered. |
inclusion on the claim. If a PA request is not app

an be performed on only one sex. These codes will b
a code has a provider specialty restriction, reimbu

ts. For example, codes 62367 and 62368, two of the
only to physicians with specialties in anesthesiol

ve service limitations on them; that is, they may n
of a code with this limitation. It can be billed on

r in this column tells one the number of days in a
as the day before surgery

nformation
783.

d. The file
lling and

rvices are

ased on
ory surgery
al

on the
or most

of the

faPA
roved, no

e
rsement for
codes in
ogy and

ot be paid
ly once per

code’s
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