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Bookmark Usage Instructions

Bookmarks are used for easy navigation throughout the Alabama
Medicaid Provider Manual. These bookmarks are located on a
palette on the left side of your screen. To jump to a topic using its
bookmark, click the bookmark icon or text in the palette that
represents that topic.

Bookmarks can be subordinate to other bookmarks in their
hierarchy; a higher level bookmark in this relationship is the parent,
and a lower level bookmark is the child.

You can collapse a parent bookmark to hide all its children. When a
parent bookmark is collapsed, it has a plus sign (+) next to it. If the
bookmark you want to click is hidden in a collapsed parent, click the
plus sign (+) next to the parent to show it.
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This table contains a listing of pages containing changes made to the Alabama Medicaid
Provider Manual. This version replaces the entire manual.

To update your paper copy of the manual, replace the entire manual.

Changes have been tracked throughout the provider manual and noted in the margins. Additions
are easily identified by underlines and deletions by a strikethrough.

To request additional copies of the Alabama Medicaid Provider Manual, contact the HP Provider
Assistance Center by calling 1(800) 688-7989.

You can also go to http://www.medicaid.alabama.gov to download a complete, updated,
electronic version of the Alabama Medicaid Provider Manual from Medicaid’'s web site.

Find out more about the online version of the Alabama Medicaid Provider Manual in Chapter 1,
Section 1.2, Using the Online Version of the Manual.
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Introduction

Thank you for your participation in the Alabama Title XIX Medicaid Program. _

e . . : Added:
The Alabama Medicaid Provider Manual has been developed to assist you in Providers are
receiving reimbursement for providing medically necessary services to eligible urged...material
Medicaid recipients living in the state of Alabama. Providers are urged to study  is supplied.
it closely and update it as new material is supplied.

Please note this manual is not a legal description of all aspects of the Medicaid
law. It is a practical guide for providers who participate in the Medicaid
Program. Should there be a conflict between material in this manual and
pertinent laws or Alabama Medicaid Administrative Code provisions governing
this program, the latter are controlling.

The Alabama Medicaid Agency is the single state agency responsible for the
administration of the Alabama Title XI1X Medicaid program. The Alabama
Medicaid Agency has contracted with HP to be the fiscal agent for the Medicaid
program. Medicaid and HP developed this manual for Medicaid providers. HP is
responsible for maintaining and distributing the manuals to the Alabama
Medicaid provider community.

The HP Provider Relations Department is composed of field representatives
who are committed to assisting Alabama Medicaid providers in the submission
of claims and the resolution of claims processing concerns. If you have any
comments or suggestions for improving this manual, please contact HP
Provider Relations at the following address:

HP Provider Relations
P.O. Box 241685
Montgomery, AL 36124-1685
1 (800) 688-7989
e-mail: provrelations@alxix.slg.hp.com

This chapter describes how the manual is organized, how to access and use
the online version of the manual, and the method for distributing and
documenting changes to the manual.

How to Use this Manual

This section describes the organization of the Alabama Medicaid Provider
Manual and provides tips for using the manual to resolve billing and eligibility-
related questions.
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1.1.1 Manual Organization
The Alabama Medicaid Provider Manual is divided into three parts:
Part | — Provider Information

The information in Part | is intended for all health care providers who are
enrolled in the Alabama Medicaid Program and who provide services to
Medicaid recipients. Specifically, Part | addresses the following:

e Introduction, which describes the purpose and organization of the manual

e Becoming a Medicaid Provider, which briefly describes the enrollment
process required for participation in the Alabama Medicaid program

e Verifying Recipient Eligibility, which describes how to determine whether a
recipient is eligible to receive Medicaid benefits, and how to interpret the
eligibility verification response received through the Provider Electronic
Solutions software or Automated Voice Response System (AVRS)

e Obtaining Prior Authorization, which describes how to submit a request for
services requiring prior authorization

e Filing Claims, which informs providers how to correctly complete a claim
form for submission to Medicaid

e Receiving Reimbursement, which describes the Remittance Advice (RA)
statement, a report that lists claim and payment activity for a provider

¢ Understanding Your Rights and Responsibilities as a Provider, which
describes fair hearings, utilization review, maintaining provider records, and
other information regarding provider rights and responsibilities

Part Il — Alabama Medicaid Services

Part Il provides enrollment, billing, and reimbursement information specific to
each program type identified by the Alabama Medicaid Agency. Each chapter
within Part 1l describes a different program.

Providers who are unaccustomed to general billing or reimbursement
requirements should refer to Part | before using the information in Part Il.

Part Il — Appendices

Part Il contains referential information important to all providers, including the
following:

e Guidelines for billing EPSDT, family planning, and managed care claims
e Samples of forms used by Alabama Medicaid providers
e Lists of codes and other data useful for providers
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Introduction

1.1.2 Tips for Using the Manual

This section provides information that can enhance your ability to quickly locate
information in the manual. To make the manual easier to read, it includes
standardized section numbering and use of bold, italics, and notes.
Introductions to chapters and sections allow you to quickly determine whether a
particular section contains the information you seek. The manual also contains
an index and a table of contents to help you locate both broad topics and
specific information quickly.

Section Numbering and Page Numbering

The first page of each chapter features a large chapter number, shaded in
black, at the top right margin of the page. All major headings within chapters
include section numbers. The section numbers may contain up to three heading
levels, all of which are documented in the table of contents.

The header for each odd-numbered page identifies the chapter number. All
pages also contain the chapter title. The footer of each page contains a unique
page number, including the corresponding chapter number. Each chapter
begins again at page one: for instance, Chapter 1 numbers 1-1, 1-2, 1-3;
Chapter 2 numbers 2-1, 2-2; and so on.

Date Field

The bottom of each page contains a date field indicating when the page wentto Deleted:
print. The date field includes the month and year of distribution (for instance, Changes-to
January 2004). effoct.

Use of Bold and ltalics

To help you locate important information more quickly, chapter and section g:('fted:me*
headings are designated by bold and italics. As much as possible, the section

headings describe the content of the sections they introduce.

Table of Contents Deleted: The
The provider manual features a table of contents that uses three heading levels. |g.cion contain
In the online version of the manual, these headings are referred to as s-anindex:
“bookmarks.” You can position your cursor on a bookmark and click your left .
mouse button to jump to the corresponding page of the manual. For more Deleted: so-an

information about the online version of the manual, please refer to Section 1.2,  j;c1uded.
Using the Online Version of the Manual.

The online version of the manual features a search capability.

October 2013 1-3



Introduction

Deleted: pages
Added: updates
Deleted: added

Added: made

1.2

Deleted: Foryour
content-However,the

Deleted: Referto-the—other
features-described-

1-4

Notes

Throughout this document, note boxes and margin notes emphasize important
details, messages, or references to other sections in the manual. Because the
manual will be updated periodically, note boxes and margin notes do not
contain specific page references; rather, they contain section references as
appropriate. This way, as updates are made to the manual, you may still refer to
the same section references to access important data quickly and efficiently.

Note boxes display like this.

General Writing Style

To make the manual easier to read and understand, the manual uses a
standard writing approach that includes the following:

e Introductory paragraphs for each chapter and major section heading, which
briefly but clearly describe the contents of the chapter or section, enabling
you to scan the first few lines of a chapter or section to determine whether it
contains the information you seek

e Shorter sentences and paragraphs that employ bullet lists where
necessary, enabling you to quickly locate important information

e Tables and graphs, which can convey complex information more clearly
than text

Using the Online Version of the Manual

The billing manual is available in online format. The online version includes
enhanced features that allow you to access information more quickly. Some of
these features include:

e Point-and-click access to all sections of the manual, allowing you to quickly
locate information by section title

e Update tracking features, such as an update log and online notes indicating
the exact location and nature of all modifications to the provider manuals

e Powerful online search capabilities, allowing you to locate information by
keywords

The manual may be downloaded from the Alabama Medicaid Web site at no
charge.

October 2013
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1.2.1 Downloading the Online Manual

The online version of the manual is produced using Adobe® Acrobat™. Acrobat
files are in a portable document format (pdf). A pdf file is platform-independent,
meaning it may be viewed on a personal computer (PC) running on practically
any platform. You may already be familiar with this type of file: the federal
government uses pdf files as the standard for delivering documents over the
Internet. For instance, anyone who has ever downloaded a tax form from the
Internet has used a pdf file.

NOTE:

To use the online version of the manual, you must have all of the following:

e A PC with minimum hardware and software requirements, as listed
below

e The Acrobat Reader™, available to you at no charge through the
Alabama Medicaid Web Site or other sources on the World Wide Web
(WWW)

e An Online version of the Alabama Medicaid Provider Manual

This section describes the PC hardware and software requirements, how to
download the Acrobat Reader®, and how to download the online manual.

Hardware and Software Requirements

To use the online version of the Alabama Medicaid Provider Manual, your
computer must meet, at a minimum, the following hardware and software
requirements:

e Windows System Requirements: Intel 1.3GHz processor or equivalent,
Microsoft Windows 2000 with Service Pack 4; Windows Server 2003, 2008,
or 2008 R2; Windows XP Professional, Home Edition, or Tablet PC Edition
with Service Pack 2 or 3 (32 bit and 64 bit); Windows Vista Home Basic,
Home Premium, Business, Ultimate, or Enterprise with Service Pack 1 or 2
(32 bit and 64 bit); Windows 7 Starter, Home Premium, Professional,
Ultimate, or Enterprise (32 bit and 64 bit), 128MB of RAM (256MB
recommended), 335MB of available hard-disk space (additional space
required for installation), Internet Explorer 7 or 8; Firefox 3.6 or 10 (ESR)

e Macintosh System Requirements: PowerPC® G4, PowerPC G5, or Intel
processor, Mac OS X v10.4.11-10.5.8 (PowerPC); Mac OS X v10.4.11-
10.6.3 (Intel), 128MB of RAM (256MB recommended), 405MB of available
hard-disk space (additional space required for installation), Safari 3.0.4 or
later

Deleted: i486-er
Windows NT

Added: Intel 1.
processor
or...Firefox 3.6 or

10 (ESR)3GHz

Deleted: Apple
Power

Added:
PowerPC® G4
PowerPC
G5...Safari 3.0.4
or later

Acrobat files are also viewable on other platforms. For a complete listing of Deleted: OS/2®
system requirements, please refer to the Adobe home page. Click on the System
Download Acrobat Reader icon and scroll down the page to access the System Requirements
Requirements link.
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Acrobat Reader

To view a pdf file, you must have the Acrobat Reader installed on your PC, or
you must be able to access the Reader through a Local Area Network (LAN)
connection.

The Acrobat Reader is distributed free of charge, and is commonly bundled, or
delivered in conjunction with other software. You may already have a copy of
the Reader, acquired through downloading other files from the Web. If not, you
may download a free copy of the Reader, along with the Alabama Medicaid
Provider Manual, from the Alabama Medicaid Home Page.

Online Alabama Medicaid Provider Manual

These instructions are written for Internet Explorer. Other browsers may require
slightly different procedures. The instructions assume you know how to access
the WWW and how to perform a search.

Perform the following steps from your browser to download the manual:

Step 1 Access the Alabama Medicaid home page by choosing the Open option from
the File menu. The Open dialog box displays.

Step 2 Enter the following address in the text box: http://www.medicaid.alabama.gov

Step 3 Click OK. The Alabama Medicaid home page displays.

Alabama Medicaid Agency.

Medicaid

Home = Newsroom | Apply for Medicaid = Programs = Resources | Providers = Fraud/Abuse Prevention

| search 0]

Kews | Alerts | Calendar
Two Medicaid District Offices to

Delay Opening on Thursday,
February 10

Dr. R. Bob Mullins, Jr. appointed

Alabama Medicaid Commissioner

New Customer Service Center

improves access to Medicaid

services

More News EJRSS Feed Welcome

Welcome to the Alabama Medicaid Agency! Medicaid is a state/federal program that pays

for medical and long-term care services for low-income pregnant women, children, certain

people on Medicare, individuals with disabilities and nursing home residents. These TooL
individuals must meet certain income and other requirements. -

Clinical Suppaort Tool

MES Login | Home | Statements & Policies | Alabama.gov | Online Services | Media | Top
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Step 4
Step 5

Step 6

Step 7

Step 8
Step 9

Step 10

Click on the word Providers located across the top of the home page.

Click on Manuals. The Alabama Medicaid Manuals page displays. Click on
the most current version.

If your PC is not equipped with Acrobat Reader version 4.05 or higher, click
on the Download Acrobat Reader Icon. The Adobe Acrobat Download page
displays. Follow the instructions on the Adobe site, then return to the
Alabama Medicaid Manuals page.

If your PC is already equipped with Adobe Acrobat Reader version 4.05 or
higher, you are ready to download the manual.

Click on the appropriate Alabama Medicaid Provider Manual link.

If the File Download dialog box displays, choose the Save the File to Disk
option to save the manual to your PC. (You should save the manual to your
hard drive, to CD, or to ZIP disk.

When the file has finished downloading, open it by double clicking on the file
in Windows Explorer.

1.2.2 Benefits of Using the Online Manual

The following advantages will save you and your office staff time and money in
the billing process.

Maintenance-free and Always at Your Fingertips

The online manual takes up no desk space. It can never be misplaced, and if it
is inadvertently deleted, you can download another version. You will never need
to insert new pages and throw away old ones; merely download a new version
each time you are notified of changes to the manual.

Customized Display Options

Although you cannot alter the contents of the online manual, you can modify
how the manual displays online. Acrobat enables you to increase or reduce the
font size, which can be helpful if you have vision problems. You may also
customize other view options as available through the Acrobat Reader. The
help feature resident in Acrobat Reader will guide you through using the Reader
and customizing views.

Search and Browse Capabilities

The online manual features an online form of a table of contents that allows you
point and click access to all the manual’s sections. Acrobat calls each entry in
this table of contents a bookmark. To view the bookmarks, select the Bookmark
icon, the second icon from the left, on the Acrobat toolbar.

October 2013 1-7
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The bookmarks in the manual correspond to the section headings. Primary
headings, such as the names of chapters, display as the first level of
bookmarks. If a primary heading has secondary headings, a plus sign displays
next to the heading.

T M1 0Lpaf - Adobe Acrobat Pro —

Fie Edt Noew Window Help
fee: |  DEORE e BEREG

&) [1]im| 1\§.',|J| - mc =50

] | Boskmarks [w][»

[P B- B B
& 1 Introduction

g N 1.1 How to Use this Manual

1

Thark you for yeur pasticipation in the Alabarma Title XIX Medicaid Program
The: Alabarna Medicard Provider Manual has been developed 1o assst you in
receiving reimbursement bor providing medically necessary services ko ehgible
Medicaid recipients living n the state of Alabama.

11 Manual Organization
[P 1. Jips for Using the

1 Introduction

121 Downloading f)
Online Manual

[ 122 Benefits of Using the
Online Manual

IF 13 Manual Update Log

Please note this manual is not a legal description of all aspects of the Medicaid
law. Itis a practical guide for providers who participate in the Medicaid
Program. Should there be a conflict between material in this manual and
pertinent laws or Alahama Medicaid Adminisirative Code provisions goveming
this pragram, the latter are contralling

A plus sign
indicates more
bookmarks. A
minus sign
indicates all
bookmarks under
a main bookmark
are displayed.
Click on the plus
or minus sign to
change which
bookmarks
display.

The: Alabama Medicaid Agency & the single stali agency respensibhe for the

adminstrabion of the Alabama Title XIX Medicand program. The Alabama

Medicaid Agency has contracted with HP 1o be the frscal agent for the Medicaid

program. Medicad and HF developed thes manual for Medscad prowders. HP s
dle for mai ing and distributing the manuals to the Alabama

Mdicaid provider commanily.

The HF Provider Relations Dy is of field rep

wha are committed to assssting Alabama Medicaid providers in the submission
of claims and the resolution of claims processing concems. i you have any
comments of SLgestions for IMprovng this manual, please contact HiY
Provider Felations at the fallowing address:

HP Provider Relations
P.0. Box 241685
Mentgomery, AL 36124-1685
1{800) 688-7983
e-mail: provrelationsEalxix skg.hp.com

This chapber describes how the manual is organized, how o access and use
1he anline version of the manual, and the method for destributing and
documenting changes to the manu

1.1 How to Use this Manual

Simply click on the plus sign to view all headings beneath that heading level. To
jump to a particular section of the manual, click on the corresponding
bookmark.

You can also access the powerful online search capabilities of Acrobat to
quickly locate information by entering a keyword in the Find dialog box. Acrobat
searches the entire manual and displays the first occurrence of the word. You
can then search again to find the next occurrence.

Access the help functionality in the Acrobat Reader for further instructions on
using Acrobat.
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1.3

1.5

1.4

Quarterly Updates

HP makes updates to this Manual on a quarterly basis each year in:

January
April
July
October

Each quarter the entire Manual is posted on the Alabama Medicaid website at
the following address: www.medicaid.alabama.gov.

The Alabama Medicaid Program policy published in this manual represents
policy implemented as the publication date. Policy updates effective after
publication, are published in ALERTS or in the Alabama Medicaid Provider
Insider bulletin.

Copyright Disclaimer

Current Procedural Terminology (CPT) codes, descriptors, and other data are
copyright © 2013 American Medical Association (or such other date publication
of CPT). All rights reserved. Applicable FARS/DFARS apply.

The Current Dental Terminology (CDT) codes, descriptors and other data are
copyright © 2013 American Dental Association (or such other date publication
of CDT). All rights reserved. Applicable FARS/FARS apply.

The ICD-9-CM codes and descriptors used in this manual are copyright © 2013
under uniform copyright convention. All rights reserved.

Alabama Medicaid Provider Number

Any reference to the nine-digit provider number should be replaced with the
following:

“Prior to February 25, 2008, providers were assigned a nine-digit Alabama
Medicaid provider number for each service location.

Effective February 25, 2008, newly enrolled providers are assigned a variable
length Alabama Medicaid provider number for each service location. The length
ranges from a six-digit to a nine-digit number. The Alabama Medicaid provider
number assigned is provided on the notification letter sent to the provider along
with the National Provider Identifier (NPI) number.

The Alabama Medicaid provider number assigned should be submitted as the
secondary identifier when filing claims for a specific service location.”

October 2013
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Becoming a Medicaid Provider

HP is responsible for enrolling providers in the Medicaid program and for
maintaining provider information in the Alabama Medicaid Management
Information System (AMMIS, usually referred to as the ‘system’ in this
manual). Based on enrollment criteria defined by Medicaid, HP receives and
reviews all applications. Each application is approved, returned, or denied
within ten business days of receipt.

Most readers of this manual will be current Alabama Medicaid providers who
have already completed the enroliment process; however, this chapter briefly
discusses how to, access the enroliment portal, where to send supporting
documentation, and how to track the progress of an application. Refer to
Chapter 7, Understanding Your Rights and Responsibilities as a Provider, for
a description of how to notify HP of changes to provider enrollment
information.

Only physicians who are fully licensed and possess a current license to
practice medicine may enroll to become an Alabama Medicaid Provider.

Physicians with medical licenses who are participating in a Residency
Training program may enroll with Alabama Medicaid to file for prescriptions
issued to Medicaid recipients. An enroliment application for Ordering,
Prescribing, and Referring (OPR) providers can be accessed at the website
address indicated in the note box on page 2-2. In-state providers who are not
yet licensed by the Alabama Board of Medical Examiners must use the NPI
number of the supervising physician on claims

Physicians participating in an approved Residency Training program may not
bill for services performed as part of the Residency Training program.

Supervising physicians may bill for services rendered to Medicaid recipients
by residents who are rendering services as part of (through) the Residency
Training program. See Chapter 28 for more information.

October 2013 2-1



Becoming a Medicaid Provider

2.1

2-2

Completing an Application

A provider of medical services (including an out-of-state provider) who wants
to be eligible for Medicaid reimbursement must complete the required
Medicaid provider enrollment application and enter into a written provider
agreement with the Alabama Medicaid Agency.

If a provider has more than one location, each location must be enrolled
utilizing the provider’s assigned National Provider Identifier (NPI) number. If a
group consists of more than one physician, each physician must be enrolled
utilizing the physician’s assigned NPI number. This number identifies the
provider only and does not change if the provider changes jobs or locations.

The HP Provider Enrollment Department is processing for supplying the
application. To access the application, providers go to the following website
under Provider Enrollment and complete the online application:
http://medicaid.alabama.gov

You can also use the Provider Enrollment website to access the Alabama
Medicaid Participation Requirements document that outlines all
documents required to enroll based on the type of provider enrolling.

It is important to complete applications as soon as possible for new
enrollments and changes in enrollment status. Physicians and other individual
practitioners should not wait until they have obtained Medicare approval to
complete a Medicaid application. The provider will be assigned a Medicaid
effective date which may change to the Medicare effective date when the
provider has enrolled with Medicare.

NOTE:

Providers Who Have Obtained Medicare Approval

In order for HP to update providers’ files so that their claims can
automatically crossover from Medicare to Medicaid, providers must
submit, by fax or mail, a copy of their Medicare notification letter received
when they become a Medicare provider to HP’s Provider Enrollment Unit.
The letter should contain the provider's NPl number as well as secondary
identifiers for all service locations. Once this letter is received, information
will be updated and claims should begin to crossover.

HP’s fax number is (334) 215-4298 and the mailing address is listed
above.

October 2013
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Becoming a Medicaid Provider

2.2

2.3

Submitting the Application

Providers must complete the provider application and include any required
attachments as directed in the accompanying instructions. Once the online
application is complete, providers should submit the application to HP
Provider Enrollment, along with all supporting documentation using the bar
coded coversheet provided following application submission.

HP reviews the application and approves, denies, or returns the application
based on criteria set by Medicaid. Providers must correct and/or resubmit any
returned applications for approval prior to enrollment in the Alabama Medicaid
Program.

A provider will be enrolled utilizing his/her assigned National Provider
Identifier (NPI) number after HP determines that the provider qualifies for
participation in the Medicaid program based upon the qualifications set forth
by Medicaid.

Providers will not be reimbursed for claims submitted without a valid NPI.

A provider who does not submit claims within a consecutive 24-month
period will be disenrolled from the Medicaid program. To return to an
active status, the provider must re-enroll.

Tracking the Application

HP tracks the status of each application as it moves from initial review to
approval or denial. Upon receipt of the electronic application and supporting
documentation, HP places the electronic application into a tracking system. A
member of the HP enrollment team reviews the application based on state-
defined criteria and makes a determination whether corrections are required
within five business days.

e |f the application is approved, HP generates an enroliment notification
letter listing the NP1 number submitted by the provider and then mails the
letter to the provider within two business days of approval.

e If the application is denied, HP sends a letter to the provider listing the
denial reason and providing a contact at Medicaid through which the
provider may appeal the decision.

e If the application is incomplete, HP sends an email notification to the
provider listing the necessary information HP requires to complete the
enrollment process.

When HP returns an application to the provider, an enrollment representative
logs the return date in the tracking system. When the provider corrects and
returns the application, HP logs the date returned.

Providers may determine the status of their applications by contacting HP
Provider Enrollment at 1 (888) 223-3630 or by accessing the enrollment portal
and checking the enrollment status.
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Becoming a Medicaid Provider

To check on the status of the application by phone, the enrollment
representative will ask for the provider's name, NPl number, telephone

number, and Social Security Number (SSN) or Federal Identification Number
(FEIN).

HP maintains applications and includes additional correspondence received
from providers on file.
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3 Verifying Recipient Eligibility
The Alabama Medicaid Program is a medical assistance program that is
jointly funded by the federal government and the State of Alabama to assist in
providing medical care to individuals and families meeting eligibility

requirements. Income, resources, and assets are considered when
determining Medicaid eligibility.

Medicaid-eligible persons are referred to as recipients in the Alabama
Medicaid Program. Medicaid reimburses providers for services rendered while
the recipient is eligible for Medicaid benefits.

Providers who do not verify a recipient’s eligibility prior to providing
service risk a denial of reimbursement for those services. For this
reason, it is important that every provider understand the terminology
and processes associated with verifying recipient eligibility.

This chapter consists of three sections:

General Medicaid Eligibility, which describes who determines eligibility
and identifies the valid types of recipient identification

Confirming Eligibility, which describes the various methods for verifying
eligibility. Please note that possession of a Recipient Identification (RID)
card does not guarantee eligibility

Understanding the Eligibility Response, which provides explanations for
the various programs and limitations that define recipient eligibility.
Providers should pay particular attention to this section, because
there are several restrictions, limitations, and programs that may
limit eligibility

General Medicaid Eligibility

This section describes who grants eligibility, what constitutes Medicaid
eligibility, and what identification recipients must provide.

3.1.1  Granting Eligibility

Medicaid eligibility is determined by policies established by and through the
following agencies:

Department of Human Resources
Social Security Administration

Alabama Medicaid
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Names of eligible individuals and pertinent information are forwarded to
Medicaid who, in turn, makes the information available to HP. Any questions
concerning general or specific cases should be directed in writing to Medicaid
or the appropriate certifying agency.

3.1.2 Eligibility Criteria
A person may be eligible for medical assistance through Medicaid if the
following conditions are met:

The applicant must be eligible for medical assistance for the date the
service is provided. Services cannot be paid under the Medicaid
program if they are provided to the recipient before the effective
date of his or her eligibility for Medicaid, or after the effective date of
his or her termination of eligibility. Having an application in process
for Medicaid eligibility is not a guarantee that the applicant will
become eligible.

The service must be a benefit covered by Medicaid, determined medically
necessary (exceptions are preventive family planning and EPSDT
screenings) by the Medicaid program, and performed by an approved
provider of the service.

Applicants may be awarded retroactive eligibility to cover a time period
prior to the application and award for eligibility. When applicants are
awarded eligibility, they receive an award notice that includes the effective
dates of coverage. The notice indicates whether retroactive eligibility has
been awarded. Providers may contact the HP Provider Assistance Center
at 1 (800) 688-7989 to verify retroactive eligibility dates.

Medicaid does not guarantee future eligibility. Providers should not assume
future eligibility based on current eligibility. Providers who do not verify
eligibility prior to providing a service risk claim denial due to ineligibility.

NOTE:

Based on eligibility criteria, recipients may be eligible for full Medicaid
benefits, or for certain services only. A recipient’s age, health care
requirements, and place of residence may further define his or her
eligibility for Medicaid programs or services. Additionally, a recipient’s
history of Medicaid benefits may render him or her eligible or ineligible
for specific programs or services. For these reasons, it is very
important that the providers verify recipient eligibility and ensure they
understand all aspects of the eligibility response. Please refer to
Section 3.3, Understanding the Eligibility Response, for more
information.
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3.1.3 Valid Types of Recipient Identification

This section describes the unique number used to identify Alabama Medicaid
recipients and the valid forms of identification required for verifying recipient
eligibility. Providers should begin the verification process by asking the
recipient to present one of the following forms of identification:

e Plastic Alabama Medicaid Program identification card

¢ Notification letter for unborn or newborn child

¢ Notification letter for a recipient without a social security number

e Notification letter (or system print) for a recipient with retroactive eligibility

o Eligibility notification (in the form of a report) for nursing home residents

In addition to those identifications listed above, photo identification, such as a
driver’s license, should be requested from adult recipients, especially those
without one of the above forms of eligibility notification.

NOTE:

Providers are encouraged to check photo identification of adult
recipients, even if they have a plastic card or notification letter. If the
recipient does not have a photo ID, providers should verify that the
date of birth, sex, and race seem appropriate for the recipient
requesting the service. This helps guard against fraud: for example,
when an adult attempts to use a child’s card.

Providers are responsible for verifying the identity of the recipient
before accepting the card. If at any time you suspect that the
person receiving the service is not the person to whom the card
belongs, report the occurrence to the Medicaid Fraud Hotline at
the Alabama Medicaid Agency. Call the toll free number at 1-866-
452-4930 and select the fraud option.

Recipient Identification (RID) Number

Medicaid recipients are issued a unique, 13-digit Recipient ID number (RID).
This number is composed of a twelve-digit number plus a check digit. The
RID is used to verify eligibility, submit requests for prior authorization, and
submit claims. The RID is maintained on the Medicaid system and all
pertinent recipient information is associated with this unique number.

Although care is taken to ensure that recipients are issued only one RID,
there are instances where multiple RIDs may be issued for the same
recipient. This is especially likely when Medicaid issues a temporary RID for
recipients who do not have a Social Security Number. When these recipients
provide Medicaid with their SSN, they are issued a permanent plastic card
and RID.
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When you verify eligibility, the RID you enter and the ‘Current ID and check
digit’ value returned by the system for the recipient may differ. When this
occurs, it is often because a recipient was issued a temporary RID but has
since been issued a permanent RID. Medicaid links all RIDs for a recipient
and returns the most current RID as part of the eligibility verification process.
Either the original RID or the current RID may be used to submit the claim or
verify eligibility.

Plastic Identification Cards

Most Alabama Medicaid recipients have permanent plastic Medicaid cards.
These cards are white, blue, and green and resemble a credit card. Each card
is embossed on the front (with raised lettering) with the following:

e Recipient Identification (RID) humber
e Name

e Date of birth

e Sex and race

e Two-digit card number

The magnetic stripe on the back of the card has been encoded with the RID
for use with a point of service device or card swipe attached to a PC.

New recipients are issued permanent Medicaid cards within 10-14 working
days of eligibility determination.

Providers should check the two-digit card number against the card number
returned as part of the eligibility verification response. The first card issued
has a number of ‘00’; the second, ‘01’; and so on. If the numbers do not
match (for instance, if the plastic card number is ‘00’ but the eligibility
response returns a card number of ‘01’) please notify the recipient they are
using an old card and ask to see photo identification.

The Medicaid Agency has a Recipient Call Center available to assist
recipients with questions regarding their Medicaid cards. The recipient
Call Center may be reached at 1 (800) 362-1504.
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Below is a sample Medicaid card:

ALABAMA STATE SEAL

Alabama Medicaid Program 7\

NUMBER
RECIPIENT'S NAME MEDICAID CARD
ane s o L—  NUMBER
—DOB: 10/07/1961 — n-fn umﬁ
RECIPIENT'S
DATE OF BIRTH Shx AND RAGE

New Medicaid Cards to Contain a Security Hologram

Beginning in June 2011, Medicaid cards will contain a hologram which will be located
in the upper right corner. This hologram is designed to make card replication more difficult.
New cards will only be issued upon recipient request. Medicaid IS NOT issuing new cards to
all recipients.

As always providers should check eligibility prior to rendering services to Medicaid
recipients.

Front

= Alabama Medicaid Program ——

—_DOB: Card #

Back

. CARDHOLDER
SIGNATURE OF: SARDHOLDER o

This card is for identification and does not entitle the cardholder to any bencfits
under the progrum sdministered W State of Alabama. For questions concerning cardholder

Pﬂ!\‘m call: 1-800-727-T848 or (334) 215-0111
CARDHOLDERS should cell the Medicuid Recipient Hotline 1-800-362-1504 to ask
ns about their Medicaid.

UDULENT USE OF THIS CARD WILL RESULT IN CRIMINAL PROSECUTION

AND LOSS OF MEDICAID BEN|
Alahnmn Medicaid Agency
P.O. Box 5624
Alabama 36103-5624

1f found, pleascdmp n any L?S Mailbox - Return Postage Guaranteed,
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Notification Letters
Recipients may not have a permanent plastic card for some of the following reasons:

e Recipients without a Social Security Number (SSN), such as unborn children,
newborns, foster children, or some children who have been adopted

e Recipients with retroactive eligibility, but not current eligibility
e Recipients residing in a nursing facility who are not certified as QMB only

Examples of notification letters for recipients who do not have permanent plastic
cards follow on the next 4 pages.

Eligibility Notification Letter for Newborns/Unborns

Alabama Medicaid Agency

501 Dexter Avenue
P.O. Box 5624
Montgomery, Alabama 36103-5624

www.medicaid state.al.us
e-mail: almedicaid@medicaid state.al.us

OCTOBER 1, 1999

PARENT/GUARIIAN OF

UNBORN C DOE MEDICAID: 0600-555-05-5555-1
123 OAK LANE

MONTGOMERY, AL 12345-5555

Dear UNBORN C DOE,

This is your unbom baby’s Medicaid Eligibility card. Keep this letter and show it to the doctor’s staff, the hospital
staff, or whoever gives care to your baby. They will need to see this letter to make sure you are eligible to have
Medicaid pay for your new baby’s care. As soon as possible after your baby is bom, give the baby’s name and birth
date to the agency that certified you for Medicaid. Once you receive the baby’s Social Security Card, contact your
worker to provide the number. Then you will get a plastic Medicaid card for your child. If you have any questions
about your baby’sMedicaid, call 1-800-362-1504. The call is free.

PROVIDER: To verify eligibility, call 1-800-727-7848.
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Eligibility Notification Letter for Recipients without a Social Security Number

Alabama Medicaid Agency

501 Dexter Avenue
P.O. Box 5624
Montgomery, Alabama 36103-5624

www.medicaid state_al_.us
e-mail: almedicaid@medicaid stateal.us

DO NOT THROW AWAY THIS MEDICAID LETTER
OCTOBER 1, 1998

TEST A. RECORD

SHADY ACRESNH

123 EVERGREEN ST.

MONTGOMERY, AL 36103-0000 MEDICAID:  999-999-99-9999

Dear TEST A. RECORD,

This letter is to be used as a temporary Medicaid card until you give your social security number to the
agency that certified you for Medicaid. Then you will get a permanent plastic card that you can use as
long as you remain eligible for the program. If you have questions about your Medicaid, call 1-800-362-
1504. The call is free.

PROVIDER:  To verify eligibility, call 1-800-727-7848
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Eligibility Notification for Recipients with Closed or Retroactive Eligibility

Alabama Medicaid Agency

501 Dexter Avenue
P.O. Box 5624
Montgomery, Alabama 36103-5624

www.medicaid state.al us
e-mail: aimedicaid@medicakl state alus

OCTOBER 1, 1999

PARENT/GUARDIAN OF
JOHN R. DOE
123 MAIN STREET

MOBILE, AL 36606 MEDICAID NUMBER: 000-000-00-0000-0
The person named above was or is eligible for Medicaid for the most recent dates shown below:
04/97 — 05/97-Regular Medicaid 02/97 — 02/97-Regular Medicaid
06/95 — 08/96-Regular Medicaid
Retroactive Eligibility Issued Within the Last 12 Months:
Date Issued From To Date Issued From-To Date Issued From-To

05/02/97  02/97 02/97

Pregnancy related services limited to:
Claims submitted one year beyond the date of service must be filed within one year of the date issued.
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Eligibility Notification for Recipients in Nursing Homes

Nursing facility residents certified as QMB-only receive permanent plastic
cards; however, other Medicaid-eligible nursing facility residents do not
receive plastic cards. Each month, Medicaid sends nursing facilities a list of
eligible recipients residing in that facility.

A sample list displays below:

Alabama Medicaid Agency

501 Dexter Avenue
P.O. Box 5624
Montgomery, Alabama 36103-5624

www.medicaid state.al.us
e-mail: aimedicaidfimedicaid statealus

OCTOBER. 1, 1999

STATE OF ALABAMA FACILITY: JOHN DOE MANOR INC.
ALABAMA MEDICAID AGENCY 123 MAIN STREET

501 DEXTER AVENUE MONTGOMERY, AL

THE PEOPLE LISTED BELOW, EXCEPT AS NOTED, ARE ELIGIBLE FOR MEDICAID FOR THE
MONTH - JULY, 1999 NPI #
ELIGIBLE JANE JANE ROBERT JILL.
PERSON SMITH H. JONES JOHNS DOE
MEDICAID 999999999999 | 111-111-11-1111 | 444-444-44-4444 | TTT-TTI-TI-TTTT
NUMBER

SEX F F F F

RACE W W W w
BIRTHDATE 07/06/23 12/23/20 08/30/13 09/04/10
NEW 157

AWARDELIG

AGENCY CODE 51 51 51 51

AID CAT 1 1 1 1

OMB QMB QMB QMB QMB
MEDICARE 111111111D> T2I2I2IA 333333333A 444444444 A
NUMBER

MEDICARE TYPE A&B A&B A&B A&B

INS. CODE T-P T-P Q SP

# RESTRICTED TO HUMANA FOR INPATIENT HOSPITAL SERVICES UNLESS
EMERGENCY OR HUMANA PRIOR APPROVED.

* CERTAIN NURSING HOME SERVICES ARE RESTRICTED FOR THIS INDIVIDUAL.
THIS PERSON IS ELIGIBLE FOR OTHER MEDICAID.

Only the first position of the aid category appears on this report. In the
future, the full two-position aid category will appear.
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Confirming Eligibility
Whenever possible, providers should verify eligibility prior to providing
service. To verify eligibility, providers should perform the following:

Step 1 Request to see the recipient’s plastic card, or a copy of the
eligibility notification letter.

Step 2 Ask to see a driver’s license or other picture identification for adult
recipients.

Step 3 Perform eligibility verification using one of the methods described

in Section 3.2, Confirming Eligibility.

Step 4 Review the entire eligibility response, as applicable, to ensure the
recipient is eligible for the service(s) in question. Please note that
the eligibility response provides lock-in, third party, managed care
and dental information. You need all the available information to
determine whether the recipient is eligible for Medicaid.

Step 5 Maintain a paper copy of the eligibility response in the
patient’s file to reference, should the claim deny for
eligibility.

If the claim denies for ineligibility, the provider may contact the HP Provider

Assistance Center to review the eligibility verification receipt and discuss the

reasons the claim denied.

Providers may use various resources to verify recipient eligibility:

e Provider Electronic Solutions software

e Software developed by the provider’s billing service, using specifications
provided by HP

¢ Automated Voice Response System (AVRS) at 1 (800) 727-7848
e Contacting the HP Provider Assistance Center at 1 (800) 688-7989

e Web Portal https://www.medicaid.alabamaservices.org/ALPortal

Appendix B, Electronic Media Claims Guidelines, provides an overview of the
HP Provider Electronic Solutions software, which providers may use to verify
recipient eligibility and submit claims. Instructions for requesting the software
are also included in this appendix.

Providers who use a bhilling service may be able to verify eligibility through the
billing service’s software, providing the service obtained a copy of the vendor
specification. Please refer to Appendix B for contact information.

Appendix L, AVRS Quick Reference Guide, provides instructions for using
AVRS to verify recipient eligibility. Providers can obtain a faxed response
verifying eligibility by following the instructions provided.

Web User Guide provides instructions for using web portal to verify recipient
eligibility. Instructions for accessing and login are also included in the guide.
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Calling HP is not the preferred method for verifying eligibility. The
Provider Assistance Center is intended to assist providers with
problem claims and issues requiring further research. You can verify
eligibility more quickly and completely by using the Provider Electronic
Solutions software, or AVRS.

Understanding the Eligibility Response

When you use Provider Electronic Solutions software, or AVRS to verify
eligibility, the system returns a detailed eligibility response. You will receive
confirmation of the information displayed on the recipient’s plastic card, along
with verification that the recipient is eligible or ineligible for services performed
on the requested From Date of Service (FDOS). The eligibility response also
returns the following information:

e Recipient’s aid category

e Lock-in information

e Managed Care or Medicare affiliation, if applicable
e Third party information

e Maternity Waiver

e Benefit Limits

e Dental Benefit Limits

This section provides a description of each as it applies to recipient eligibility.

3.3.1 Alabama Recipient Aid Categories

Programs such as Managed Care and Maternity Care, and restrictions
such as lock-in, are not indicated by aid category. You must review
and understand the entire eligibility response before determining the
recipient is eligible for the proposed service.

There are many valid recipient aid categories. Below is a listing of aid
categories that indicate restrictions. Recipients with aid categories not
identified in the following lists receive full Medicaid benefits.

Partial Coverage
The following aid categories denote partial coverage:

5A Pregnancy-related services, family planning, and postpartum services
only

5B Pregnancy-related services, postpartum, and family planning, plus
Medicare deductibles and coinsurance for other services that Medicare
covers

5C Pregnancy-related services, postpartum, and family planning, plus
payment of the Medicare part B premiums

50 Family planning-related services only

58 Emergency Services for aliens, delivery/childbirth only
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95 Medicare deductibles and coinsurance (cover services only if Medicare
pays on the services) QMB-only (Category 1 recipients are described in
Section 3.3.6, Medicare)

96 Medicare deductibles and coinsurance (cover services only if Medicare
pays on the services) QMB-only (Category 1 recipients are described in
Section 3.3.6, Medicare)

R2 Medicare deductible and coinsurance (cover services only if Medicare
pays on the services) QMB-only (Category 1 recipients are described in
Section 3.3.6, Medicare)

R4 Pregnancy-related services, family planning, and postpartum services
only

R5 Pregnancy-related services, family planning, and postpartum services
only (plus Medicare deductibles and coinsurance for other services that
Medicare covers - retro)

R6 Emergency Services for aliens, delivery/childbirth only
Medicare Coverage

Category 2: See the description of Category 2 recipients in Section 3.3.5,
Medicare.

The following aid categories denote full Medicaid coverage and ALL Medicare
coinsurance and deductibles:

14 24 31 44 56 R3
15 25 33 45 57 R8*
17 27 35 47 59
1E 2A 37 4A 5H
2E 3C 4E 5L
3D 4Q
3H SQ
3K TQ*
Category 3: See the description of Category 3 recipients in Section 3.3.5,
Medicare.

The following aid categories denote full Medicaid coverage, and coinsurance
and deductibles ONLY for Medicaid-covered services up to Medicaid’s benefit

limit:

12 22 3E 42 5D
13 23 3F 43 5J
18 28 48 5M
1D 2B 4B R7

2D 4D

4L

SL

TL*

* These aid categories cover Private Duty Nursing.
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Special Coverage

The following aid categories denote full Medicaid coverage that includes
private duty nursing services for adults.

Private Duty Nursing Service recipients are identified as adults who were
formerly receiving private duty nursing services through the EPDST Program
under the Medicaid State Plan, for whom private duty nursing services
continue to be medically necessary based upon approved private duty nursing
criteria. Waiver services provided are full Medicaid plus private duty nursing,
personal care/attendant service, medical supplies, assistive technology, and
targeted case management. Recipients may or may not also have Medicare.
If they do have Medicare the eligibility verification will denote Medicare
eligibility.

TT-R7 Full Medicaid plus private duty nursing services

TQ- R8 Full Medicaid coverage, all Medicare co-insurance and deductibles
plus private duty nursing services

TL-R7 Full Medicaid coverage and co-insurance and deductibles only for
Medicaid covered services up to Medicaid’s benefit limit plus private duty
nursing services

No Coverage

Recipients with aid categories 92, 93, 97 or RO (zero) receive no Medicaid
coverage.

3.3.2 Lock-in

The Alabama Medicaid Agency closely monitors program usage to identify
recipients who may be potentially overusing or misusing Medicaid services
and benefits. For those identified recipients, qualified Alabama Medicaid staff
performs medical desk reviews to determine overuse or misuse of service. If
the review indicates overuse and/or misuse of services, the recipient may be
locked in to one physician and/or one pharmacy. Additional limitations may be
placed on certain medications such as controlled drugs and/or other habit-
forming drugs.

Recipients who are placed on lock-in status are notified by certified letter of
the pending restriction. They are asked to contact the Recipient Review Unit
at the Alabama Medicaid Agency with the names of their chosen physician
and/or pharmacy. The physician and pharmacy are contacted by the
Recipient Review Unit to determine if they will agree to serve as primary care
physician/designated pharmacy while the recipient is restricted.

Referring Recipients with Lock-in Status

Physicians who serve as a restricted recipient's lock-in provider should use
the Restricted Recipient Referral Form (SUR-1-92 or Form 192), provided by
Medicaid to the lock-in physician, when referring the restricted recipient to
another physician. The lock-in physician should retain the white copy in the
recipient's file. The lock-in physician should mail the yellow copy to the
referred physician or provide the copy to the restricted recipient. The referral
may cover one visit or multiple visits so long as those visits are part of the
plan of care and are medically necessary. No referral can last more than one
year. Additional restricted recipient referral forms may be obtained by calling
the Recipient Review Unit at the Alabama Medicaid Agency at 1 (334) 242-
5430.
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The message indicating the recipient is restricted is part of the general
eligibility response provided AVRS or Provider Electronic Solutions
software.

A copy of the Recipient Referral Form is shown on the next page.

ALABAMA MEDICAID AGENCY
Restricted Recipient Referral Form

Mame of Referred Physician

Recipient's Mame

Recipient's Medicaid Number

Date of Referral

Reason for Referral

Primary Physician’s National Provider Identifier (NP1)

Signature of Primary Physician

When hilling Alahama Medicaid, the referred physician should place the Primary Physician's Medicaid
Provider Number in Block 17a of the CMS-1500 claim form to be paid for the services.

White copy should be retained in the primary physician's office.
Yellow copyshould be retained in the referred physician’s office.

SUR-1-92
Form 192 (Revised 4/24796)

3.3.3 Managed Care

During the eligibility verification process, providers should be aware of the
Managed Care information that Medicaid provides. AVRS and Provider
Electronic Solutions software reports Managed Care enrollment status under
the following managed care plan:

e Medicare Complete

Refer to Chapter 39, Patient 1st, for more detailed information about
managed care programs.
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Patient 1°

Patient 1* is a statewide Primary Care Case Management (PCCM) system.
Medicaid recipients eligible for this program are assigned to a Primary
Medical Provider (PMP) who is responsible for primary care services and
authorization of referrals.

The eligibility response from AVRS or Provider Electronic Solutions provides
the following information if the recipient is enrolled in Patient 1%

Verification of the recipient’s enroliment in Patient 1%

e PMP’s NPI

e PMP’s telephone number (and 24-hour phone number, if applicable)
o Effective and End Dates of enrollment

The PMP must be contacted to authorize any service requiring a referral.
Chapter 39, Patient 1%, provides information on referrals. Once the referral is
obtained, the claim is filed directly to HP for processing.

Maternity Care Program

The Maternity Care Program is a statewide program that covers maternity
services. The state is divided into 14 districts with a Maternity Care Primary
Contractor in each district. The primary contractor is responsible for the
coordination of care for recipients enrolled in the program.

The eligibility response from AVRS or Provider Electronic Solutions provides
the following information if the recipient is eligible for the Maternity Care
Program:

e Primary contractor’'s NPI
e Primary contractor’s telephone number
e Effective and End Dates of enrollment

Claims for services covered under this program should be filed directly to the
primary contractor. See Chapter, 24, Maternity Care, for more information on
the maternity care program.

Medicaid’s Medicare Advantage Managed Care Plan

There are currently four companies who contract with the Alabama Medicaid
Agency and offer Medicare Advantage coverage in Alabama — United
HealthCare's Medicare Complete, Viva Health’s VIVA Medicare Plus, Windsor
Health Care and Health Springs. When one of these companies notifies
Medicaid that a Medicaid recipient has enrolled in their Medicare Advantage
Plan, Medicaid makes a premium payment to the applicable plan. This
payment covers all Medicare coinsurance and deductibles. Therefore,
neither Medicaid nor the recipient will pay any co-payments, coinsurance or
deductibles for Medicare services incurred during the time that the individual
is enrolled in Medicaid’s Medicare Advantage Plan.

Claims can be submitted to Medicaid for copays, deductibles or coinsurances
for dates of service that are outside the dates that Medicaid has paid a
premium to one of the four Plans listed above. These claims should be billed
on a Medicare/Medicaid crossover claim and will be processed like any other
Medicare paid claim. (See Section 5.7.1 for specific billing instructions)
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There are several Medicare Advantage Plans that are servicing Medicaid
recipients. However, the four Plans mentioned above are the only ones with
whom Medicaid has a contract to pay premiums. Since Medicare Advantage
Plans pay in place of Medicare, any secondary claims to Medicaid for copays,
deductibles or coinsurance should be billed on a Medicare/Medicaid
crossover claim and will be processed by Medicaid in the same manner as a
Medicare paid claim. (See Section 5.7.1 for specific billing instructions)

The eligibility response from AVRS or Provider Electronic Solutions provides
the following information if the recipient is enrolled in a Medicare Advantage
Plan for which Medicaid is making a capitation payment:

e Verification of the recipient’s enroliment in a Medicare Advantage Plan
e Plan telephone number

Claims for services covered under this plan must be filed directly to the
applicable Medicare Advantage Plan.

3.3.4 Benefit Limits

The Alabama Medicaid Agency establishes annual benefit limits on certain
covered services. Certain services are excluded, such as services rendered
as a result of an Early Periodic Screening, Diagnosis, and Treatment
(EPSDT) screening. The EPSDT program covers recipients under 21 years of
age. SOBRA pregnant women under 21 are not covered under EPSDT. When
the recipient has exhausted his or her benefit limit for a particular service,
providers may bill the recipient.

Aid Categories 5A, 5B, 5C, 50, R4, R5, 58 and R6 are not covered
under EPSDT.

The table below describes the benefit limitations documented as part of
eligibility verification.

Benefit Limitation
Inpatient hospital days 16 per year
Outpatient hospital days 3 per year

Physician office visits 14 per year

Eyeglass frames

Not covered for recipients age 21 years and
older

Eyeglass lenses

Not covered for recipients age 21 years and
older

Eyeglass fitting exams

1 exam every three years for recipients 21
years and older

Eyeglass exams

1 exam every three years for recipients 21
years and older

Home health visits

104 per year

Ambulatory surgery center

3 per year

Dialysis services

156 per year

3-16
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Refer to specific program chapters for additional benefit limitation. To
verify benefit limits, refer to Appendix B, Electronic Media Claims (EMC)
Guidelines, or Appendix L, AVRS Quick Reference Guide.

3.3.5 Dental Benefit Limits

The Alabama Medicaid Agency establishes benefit limits on certain covered
dental services. Dental care is limited to Medicaid eligible individuals who are
under age 21 and are eligible for treatment under the EPSDT program. See
Chapter 13 of this manual for further information on Medicaid’s Dental
program.

The table below describes the benefit limitations documented as part of
eligibility verification.

Benefit Limitation
Dental Space Maintainer 2 per lifetime under 20 years, 3 with PA
Dental Fluoride <3 1 per 6 months
>3 1 per 6 months
Dental Prophylaxis 1 per 6 months
Full or Panoramic Xray 1 per 3 years
Oral Exam 1 per 6 months
Oral Evaluation < 3 years of age 1 per year
Fluoride Varnish < 3 years of age 3 per calendar year
Fluoride Varnish > 3 years of age 1 per calendar year
Periapical Xray
5per calendar year
Bitewing Xray 1 per 6 months

3.3.6 Medicare

Medicare, the federal health insurance program for the aged and disabled,
covers certain institutional (Part A) and medical (Part B) benefits for eligible
beneficiaries. The Title XIX Medicaid Program pays the Part B Medicare
monthly premiums for Medicaid/Medicare eligible recipients through a buy-in
agreement with the Social Security Administration (SSA). As a result of the
Medicare Catastrophic Coverage Act, there are three different categories of
Medicare recipients for which Medicaid is responsible for the deductible
and/or co-insurance:

Category Description

Category 1 QMB-only Medicare recipients are identified as QMB ONLY
QMB-only Medicare by using the Provider Electronic Solutions software, AVRS
recipients (Automated Voice Response System) or the Provider

Assistance Center.

These recipients are eligible only for crossover services and
ARE NOT eligible for Medicaid only services. That is, if
Medicare covers the service, Medicaid will consider for
payment the deductible and/or co-insurance. Premiums and
copayment will be considered for payment if the individual is
enrolled in a Medicare Advantage Plan.

Category 2 QMB Medicare/Medicaid recipients are identified as having
QMB Medicaid and QMB (QMB+) when eligibility is verified through
Medicare/Medicaid the Provider Electronic Solutions software, AVRS, or the
recipients Provider Assistance Center.

These recipients are eligible for the same benefits as QMB-
only recipients (category 1) and Medicaid/Medicare recipients
(category 3).
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Category Description

Category 3 Medicare/Medicaid recipients who do not qualify as QMB are
Medicare/Medicaid identified as having part ‘A’, ‘B, or ‘A & B’ when their eligibility
recipients is verified through the Provider Electronic Solutions software,

AVRS, or the Provider Assistance Center.

Medicare-related claims for Medicare/Medicaid recipients will
be paid only if the services are covered under the Alabama
Medicaid Program.

A QMB (Qualified Medicare Beneficiary) recipient is a Part A Medicare
beneficiary whose verified income does not exceed certain levels.

Part A Medicare/Medicaid Claims - Medicaid will pay the Medicare co-
insurance and deductible for services covered by Medicare for QMB
recipients. For non-QMB recipients, Part A claims are limited to those
services that are covered benefits under Medicaid and would have been paid
had the recipient not been eligible for Medicare. Medicaid will not pay
Medicare coinsurance and deductibles for individuals enrolled in Medicaid’s
managed care program for Medicare Advantage enrollees. For these
individuals, Medicaid’s premium payment covers Medicare coinsurance and
deductibles.

Part B Medicare/Medicaid Claims — Effective for claims with date of service
November 11, 1997 and after: For QMB recipients, Medicaid will pay
Medicare coinsurance and deductibles only for services covered by Medicare
and only to the extent of the lesser or lower of Medicaid and Medicare
reimbursement. For dates of service 5/14/2010 and after, ambulance
providers will no longer be paid the full deductible and coinsurance amounts.
For non-QMB recipients, any Medicaid non-covered services will be denied.
In no instance will total reimbursement to the provider (Medicare plus
Medicaid) exceed the lesser of the total Medicaid allowed amount or the
Medicare paid amount. If the amount allowed by Medicaid is less than or
equal to the amount paid by Medicare, Medicaid will pay nothing for the
procedure. Medicaid will not pay Medicare coinsurance and deductibles for
individuals enrolled in Medicaid's Medicare Advantage premium program. For
these individuals, Medicaid’s premium payment covers Medicare coinsurance
and deductibles.

3.3.7 Third Party Liability

Providers should verify whether a Medicaid recipient has other insurance prior
to submitting a claim to Medicaid. Because federal Medicaid regulations
require that any resources currently available to a recipient are to be
considered in determining liability for payments of medical services, providers
have an obligation to investigate and report the existence of other insurance
or liability to Medicaid. Cooperation is essential to the functioning of the
Alabama Medicaid Program.

October 2013



Verifying Recipient Eligibility

Medicare Advantage Plans should not be reported as Third Party
insurance since they are paying in place of Medicare. Medicaid's MMIS
system will continue to edit claims for Medicare coverage when a recipient
is enrolled in a Medicare Advantage Plan.

This section discusses the following:

o Verifying Other Insurance

e  Submitting Claims to Other Insurance

e Submitting Paid and Partially Paid Claims to Medicaid
e  Submitting Denied Claims to Medicaid

e Medicare Crossover Claims

e Duplicate Payment by a Third Party

NOTE:

Verifying third party resources reduces the risk of your claim denying
because of additional third party insurance. This is especially true in
situations where the recipient is enrolled in a plan that requires the
recipient to use certain providers or meet plan restrictions, such as pre-
certification or obtaining physician referrals. Medicaid payment may be
denied or recouped retroactively if the recipient’s health plan
requirements are not met.

Verifying Other Insurance

Recipients may be covered through a variety of health insurance resources.
Please ask the recipient about the following types of insurance coverage:

Insurance Coverage Scenarios Health Insurance Resources

If the recipient is married or Request information about possible health

working insurance through the recipient's or spouse's
employer

If the recipient is a minor Request information about insurance the mother,
father, or guardian may carry on the recipient

If the recipient is active or retired Request information about CHAMPUS coverage

military personnel and a Social Security number of the policyholder

If the recipient is over 65 or Request information about a Medicare HIC

disabled number; ask if the recipient has health insurance
such as a Medicare supplement policy, cancer,
accident, or indemnity policy, group health
insurance, or individual insurance

If the recipient receives treatment for an injury, question the recipient to
determine if there are potential third party resources. Examples include
automobile and homeowner's insurance; malpractice insurance; retention of
legal counsel; product liability; and workman's compensation coverage.
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COVERAGE TYPE DESCRIPTION COVERAGE TYPE
01 MEDICARE PART A
02 MEDICARE PART B
03 MAJOR MEDICAL MATERNITY
04 MAJOR MEDICAL NO MATERNITY
05 MAJOR MEDICAL MATENITY — MANAGED CARE
06 MAJOR MEDICAL NO MATERNITY — MANAGED
CARE
07 PRESCRIPTION DRUGS - COST AVOID
08 PRESCRIPTION DRUGS PAY — PAY AND CHASE
09 MAIL ORDER PRESCRIPTION DRUGS
10 DENTAL
11 DENTAL MANAGED CARE
12 ACCIDENT
13 CANCER
14 HOSPITAL/SURGICAL
15 HOSPITAL INDEMNITY
16 LONG TERM CARE
17 LONG TERM CARE — SKILLED ONLY
18 OPTICAL
19 MEDICARE SUPPLEMENT

3-20

Medicaid copayment received from the recipient is not considered a
third party resource and should not be recorded on the claim.

You can also verify other insurance while you verify recipient eligibility. HP
Provider Electronic Solutions software and AVRS provide third party
information when you verify recipient eligibility. Please refer to Appendix B,
Electronic Media Claims (EMC) Guidelines, and Appendix L, AVRS Quick
Reference Guide, for more information.
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NOTE:

If the other insurance data provided by AVRS/PES is incomplete,
please check with the patient for further information. If the recipient has
never been covered by the insurance listed or the policy is not in force,
please contact the appropriate third party representative, as listed
below, based on the recipient’s last name. Please provide, if possible,
the month, day, and year the coverage ended.

A through F — 334/242-5249
G through K — 334/242-5280
L through Q — 334/242-5254
R through Z — 334/242-5253

You may also report coverage changes by going to Medicaid’s website
and completing an email or faxable form to update health insurance:
http://www.medicaid.alabama.gov/CONTENT/6.0_Providers/6.1_Benef
it Coordination.aspx Select: Update Health Insurance Information
to choose the preferred method to report the change.

Submitting Claims to Other Insurance

When you identify a third party resource, you should submit the claim to that
resource using the address from the recipient. When you identify a third party
resource through eligibility verification, obtain the company code from the
eligibility response. Then refer to Appendix K, Top 200 Third Party Carrier
Codes for a list of company names (and addresses) that correspond to the
carrier codes.

Claims filed to third party resources on behalf of a Medicaid recipient may
fully pay, partially pay, or deny. Refer to Section 5.1.8, Submitting Paid and
Partially Paid Claims to Medicaid, or Section 5.1.9, Submitting Denied Claims
to Medicaid, for details.

Medicare Crossover Claims

Please refer to Section 5.6, Crossover Claim Filing, for information on filing
Medicare crossover claims.

For claims retroactively identified as Medicare-related, HP will withdraw
Medicaid payment and the provider will be instructed to file the claim with
Medicare. The provider may refile the claim with Medicaid for the balance of
the allowed charges after the Medicare claim has been filed with Medicare.

Duplicate Payment by a Third Party

All third party payments must be applied toward services for which payment
was made. These payments may not be applied against other unpaid
accounts.

If providers receive duplicate payments from a third party and Medicaid, all
duplicate third party payments must be refunded within 60 days. Providers
must do one of the following:

e Send a refund of insurance payment to the Third Party Division, Medicaid

« Request an adjustment of Medicaid payment
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If a provider releases medical records and/or information pertaining to a claim
paid by Medicaid and, as a result of the release of that information, a third
party makes payment to a source other than the provider or Medicaid, the
provider is responsible for reimbursing Medicaid for its payment.

If you have reason to believe other insurance exists that is not on
Medicaid's file, please call Third Party, Medicaid Agency at (334) 242-
5269 to report other insurance.
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Obtaining Prior Authorization

Prior authorization serves as a cost-monitoring, utilization review measure and quality
assurance mechanism for the Alabama Medicaid program. Federal regulations permit the
Alabama Medicaid Agency to require prior authorization (PA) for any service where it is
anticipated or known that the service could either be abused by providers or recipients, or
easily result in excessive, uncontrollable Medicaid costs.

This chapter describes the following:

Identifying services requiring prior authorization
Submitting a prior authorization request

Receiving approval or denial of the request

Using AVRS to review approved prior authorizations
Submitting claims for prior authorized services

Identifying Services Requiring Prior Authorization

The Alabama Medicaid Agency is responsible for identifying services that require prior
approval. Prior authorization is generally limited to specified non-emergency services. The
following criteria may further limit or further define the conditions under which a particular
service is authorized:

e Benefit limits (number of units or services billable for a recipient during a given
amount of time)

e Age (whether the procedure, product, or service is generally provided to a recipient
based on age)

e Sex (whether the procedure, product, or service is generally provided to a recipient
based on gender)

To determine whether a procedure or service requires prior authorization, access the
Automated Voice Response System (AVRS). Refer to Section L.6, Accessing Pricing
Information, of the AVRS Quick Reference Guide (Appendix L) for more information.

For all Magnetic Resonance Imaging (MRI) scans, Magnetic Resonance Angiogram
(MRA) scans, Computed Tomography (CT) scans, Computed Tomography Angiogram
(CTA) scans, and Positron Emission Tomography (PET) scans performed on or after
March 2, 2009, providers will be required to request prior authorization from
MedSolutions. Scans performed as an inpatient hospital service, as an emergency room
service, or for Medicaid recipients who are also covered by Medicare are exempt from the
PA requirement. Refer to Chapter 22, Independent Radiology, for the diagnostic imaging
procedure codes that require prior authorization.

Prior authorization requests for outpatient diagnostic imaging procedures may be made to
MedSolutions by phone at (888) 693-3211 or by fax at (888) 693-3210 during normal
business hours 7:00 a.m. to 8:00 p.m. C.T. Requests can also be submitted through
MedSolutions’ secure website at www.MedSolutionsOnline.com.

The program services chapters in Part Il of this manual may also provide program-specific
prior authorization information.
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Obtaining Prior Authorization

When a recipient has third party insurance and Medicaid, prior authorization must be
obtained from Medicaid if an item ordinarily requires prior authorization. This policy does
not apply to Medicare/Medicaid recipients.

4.2 Submitting a Prior Authorization Request

To receive approval for a PA request, you must submit a complete request using one of the
approved submission forms. This section describes how to submit online and paper PA
requests, and includes the following sections:

e Submitting PAs (278 Health Care Services Review-Request for Review and Response)
using Provider Electronic Solutions

e Submitting Paper PA Requests

e  Submitting PAs using the web portal

NOTE:

PAs are approved only for eligible recipients. It is therefore recommended that provider
verify recipient eligibility prior to submitting a PA request. Refer to Chapter 3, Verifying
Recipient Eligibility, for more information.

In the case of a retroactive request (retroactive eligibility), the recipient must have been
eligible on the date of service requested. The provider must submit the PA request
within 90 calendar days of the retroactive eligibility award (issue) date. If a retroactive
PA request is submitted and does not reference retroactive eligibility, the request will be
denied.

It is the responsibility of the physician to obtain prior authorization for any outpatient
surgical procedure to be performed in an outpatient hospital or ambulatory surgical
center.

If a medical emergency is referenced, the provider must submit the PA request within 30
days of the date of service. Supporting documentation must provide evidence that the
service was not scheduled and that delays greater than 72 hours would have resulted in
serious injury or harm.

Medical records must be submitted to justify the medical necessity of the requested item
or service. Checklists are not sufficient documentation to meet criteria.

Prior authorization requests that are received by HP and rejected due to incorrect
information will not be considered received timely unless resubmitted correctly within 30
days of the dispensed date.

4.2.1 Submitting PAs Using Provider Electronic Solutions

Beginning December 1, 1999, you can submit electronic PA requests using HP Provider
Electronic Solutions software, available to you at no charge. If you already use this software,
you will be mailed an upgrade; if you do not currently use the software, but would like to order
a copy, refer to Appendix B, Electronic Media Claims Guidelines, for contact information. The
electronic 278 Health Care Services Review- Request for Review and Response claim is not
limited to the use of the Provider Electronic Software. Providers may use other vendor’'s
software to submit a 278 electronic claim.
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Electronic PA Requests Requiring Attachments

If attachments are required for PA review, the attachments must be sent to HP within 48 hours
to be scanned into the system to prevent a delay in review and/or a denial for “no
documentation” to support the PA request. Do not fax this information to the Alabama
Medicaid Agency unless a request is made for specific information by the agency reviewer.
Attachments scanned can be located in the system and are linked by the PA number on the
Prior Authorization response returned by the system. Refer to Chapter 15 of the Provider
Electronic Solutions Manual for specific information. This chapter provides instructions for
submitting electronic 278 requests. Please be aware that the need to link the attachments sent
hard copy with a PA request submitted electronically has resulted in delays in PA processing.
In an effort to expedite this process follow the instructions below taken from Chapter 15,
Submitting Prior Authorization Requests, Provider Electronic Solutions Manual.

Please print a copy of the Prior Authorization response, which is received after your
submission, and attach the response to your attachments. It is also recommended that the
PA number received be written on each page of the attachments. Fax them to (334) 215-
4140, Attn: PA Unit, or mail the attachments to:

Attn: PA Unit P. O. Box 244032 Montgomery, AL 36124

4.2.2 Submitting Paper PA Requests

In the absence of electronic applications, providers may submit requests for prior authorization
using the Alabama Prior Review and Authorization Request Form (Form 342). No other form or
substitute will be accepted. Completed requests should be sent to the following address:

HP Prior Authorization Unit
P.O. Box 244032
Montgomery, AL 36124-4032

For a hardcopy request, the provider or authorized representative must personally sign the form
in the appropriate area or place his/her initials next to a typewritten or stamped signature to
certify that the requested service, equipment, or supply is medically indicated and is reasonable
and necessary for the treatment of the patient.

4.2.3 Submitting PA Requests Using the Web Portal

Providers may also submit PA requests through the interactive web portal. Please use this
link for the Alabama Medicaid Agency AMMIS Interactive Services Website User Manual:

http://www.medicaid.alabama.gov/documents/6.0 Providers/6.7 Manuals/6.7.7 Provider Manua
Is 2013/6.7.7.1 January 2013/6.7.7.1 Janl3 Webuser.pdf

See Section 13 of the AMMIS Interactive Services Website User Manual, Prior Authorization,
starting on page 174, for information about this process.

4.3 Completing the Alabama Prior Review and Authorization

Request Form

Providers use the Alabama Prior Review and Authorization Request Form to submit non-dental
PAs on paper. These forms are available through the Medicaid Agency and are on the following
website link:

http://medicaid.alabama.gov/documents/5.0 Resources/5.4 Forms Library/5.4.1 Billing/5.4.1
PA Form 342 Revised Fillable 12-7-11.pdf
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4.3.1

ALABAMA PRIOR REVIEW AND AUTHORIZATION REQUEST

Blank Alabama Prior Review and Authorization Request Form
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4.3.2

Instructions for completing the Alabama Prior

Review and Authorization Request Form

Section 1: Requesting Provider Information (Required)

PMP

Check if the patient has been assigned to a Primary medical
provider (PMP) under the Primary Care Case Management (PCCM)
program, known as Patient 1%,

License # or NPI

Enter the license number or the National Provider Identifier (NPI) of
the physician requesting or prescribing services.

Phone Enter the current area code and telephone number for the
requesting physician.
Name Enter the name of the prescribing physician.

Section 2: Rendering Provider Information (Required)

Transport Code

Rendering Enter the National Provider Identifier of the provider rendering

Provider NPI services.

Number

Phone Enter the current area code and telephone number for the provider
rendering services.

Fax Enter the current area code and fax number for the provider
rendering services.

Name Enter the name of the provider rendering services.

Address Enter the physical address of the provider rendering services.

City/State/Zip Enter the city, state, and zip code for the address of the provider
rendering services.

Ambulance Enter code to specify the type of ambulance transportation. Refer to

“Ambulance Transport Codes” in the section below for appropriate
codes. Used for ambulance services only.

Ambulance
Transport
Reason Code

Enter code to specify the reason for ambulance transportation. Refer
to “Ambulance Transport Reason Codes” in the section below for
appropriate codes. Used for ambulance services only.

DME Equipment

Enter a check mark indicating if the DME Equipment is New or
Used.

Section 3: Recipient Information (Required)

Recipient
Medicaid Number

Enter the 13-digit RID number.

Name

Enter the recipient’s full name as it appears on the Medicaid
eligibility transaction.

Address

Enter the recipient’s current address.

City/State/Zip

Enter the city, state, and zip code for the address of the recipient.

Section 4: Other Information

EPSDT Required field for all requests. Enter the date of the last EPSDT
Screening Date screening. Enter dates using the format CCYYMMDD. Example:
CCYYMMDD October 1, 1999 would be 19991001.

DOB Enter the date of birth of recipient.

Prescription Date
CCYYMMDD

Required field for all requests. Enter the date of the prescription
from the attending physician. Enter dates using the format
CCYYMMDD. Example: October 1, 1999 would be 19991001.

First Diagnosis

Required field for all requests. Enter the primary diagnosis code.

Second Enter the secondary diagnosis code.
Diagnosis
Service Type Required field for all requests. Outpatient hospitals requesting

physical therapy must use Service type 01 (medical) and not Service
Type AE (physical therapy.).

Patient Condition

Enter the code that best describes the patient’s condition. Refer to
“Patient Condition Codes” in the section below for appropriate
codes. Used for non-emergency ground transport, > 100 miles,

ambulance services and DME providers only.
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| Prognosis Code

| Required field for Service Types: 42, 44, and 74.

Section 5: Procedure Information (Required)

Dates of Service

Enter the line item (1, 2, 3, etc) along with start and stop dates
requested. Enter dates using the format CCYYMMDD. Example:
October 1, 1999 would be 19991001.

Place of Service

Enter a valid place of service (POS) code.

Procedure Code*

Enter the five-digit procedure code requiring prior authorization. If
this PA is for inpatient stay, a procedure code is not required.

Modifier 1 Enter modifier, if applicable.
Units Enter total number of units.
Cost/Dollars Enter price in dollars.

Clinical Statement

Provide a clinical statement including the current prognosis and the
rehabilitation potential as a result of this item or service. Be very
specific.

Signature of

After reading the provider certification, the provider signs the form.

requesting In place of signing the form, the provider or authorized

provider representative initials the provider's stamped, computer generated,
or typed name, or indicate authorized signature agreement on file.

Date Enter the date of the signature.

Additional information may be required depending on the type of request.

Procedure Code Modifiers

Procedure code modifiers are not available with the current electronic 278 Health
Care Services Review — Request for Review transaction. If procedure code
modifiers are necessary for a claim to process correctly, providers may submit a
paper PA form.

Ambulance Transport Codes (Ambulance Services Only)

Use this table for the appropriate code to describe the type of trip for ambulance
service requests.

Code Description
| Initial Trip

R Return Trip
T Transfer Trip
X Round Trip

Ambulance Transport Reason Codes (Ambulance Services Only)

Use this table for the appropriate code to describe the reason for the ambulance
transport request.

Code Description

A Patient was transported to nearest facility for care of symptoms.

B Patient was transported for the benefit of a preferred physician.

C Patient was transported for the nearness of family member.

D Patient was transported for the care of a specialist or for availability of

specialized equipment.
Patient transferred to rehabilitation facility.
Patient transferred to residential facility.

m

Tn
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Patient Condition Codes

The table below lists condition codes which may be used in different programs.
Some codes may not be appropriate for all provider types. Please refer to the
provider specific chapter of the Alabama Medicaid Provider Manual for
acceptable patient condition codes. (Used for non-emergency ground
transport, > 100 miles, for ambulance services.)

Code Description

01 Patient was admitted to a hospital

02 Patient was bed confined before the ambulance service

03 Patient was bed confined after the ambulance service

04 Patient was moved by stretcher

05 Patient was unconscious or in shock

06 Patient was transported in an emergency situation

07 Patient had to be physically restrained

08 Patient had visible hemorrhaging

09 Ambulance service was medically necessary

10 Patient is ambulatory

11 Ambulation is impaired and walking aid is used for therapy or mobility

12 Patient is confined to a bed or chair

13 Patient is confined to a room or an area without bathroom facilities

14 Ambulation is impaired and walking aid is used for mobility

15 Patient condition requires positioning of the body or attachments which
would not be feasible with the use of an ordinary bed

16 Patient needs a trapeze bar to sit up due to respiratory condition or
change body positions for other medical reasons

17 Patient’s ability to breathe is severely impaired

18 Patient condition requires frequent and/or immediate changes in body
positions

19 Patient can operate controls

20 Side rails are to be attached to a hospital bed owned by the beneficiary

21 Patient owns equipment

22 Mattress or side rails are being used with prescribed medically necessary
hospital bed owned by the beneficiary

23 Patient needs lift to get in or out of bed or to assist in transfer from bed to
wheelchair

24 Patient has an orthopedic impairment requiring traction equipment which
prevents ambulation during period of use

25 Item has been prescribed as part of a planned regimen of treatment in
patient’s home

26 Patient is highly susceptible to decubitus ulcers

27 Patient or a caregiver has been instructed in use of equipment

28 Patient has poor diabetic control

29 A 6-7 hour nocturnal study documents 30 episodes of apnea each lasting
more than 10 seconds

30 Without the equipment, the patient would require surgery

31 Patient has had a total knee replacement

32 Patient has intractable lymphedema of the extremities

33 Patient is in a nursing home

34 Patient is conscious

35 This feeding is the only form of nutritional intake for this patient

37 Oxygen delivery equipment is stationary

38 Certification signed by the physician is on file at the supplier’s office

39 Patient has mobilizing respiratory tract secretions

40 Patient or caregiver is capable of using the equipment without technical or
professional supervision

41 Patient or caregiver is unable to propel or lift a standard weight
wheelchair
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Code Description

42 Patient requires leg elevation for edema or body alignment

43 Patient weight or usage needs necessitate a heavy duty wheelchair

44 Patient requires reclining function of a wheelchair

45 Patient is unable to operate a wheelchair manually

46 Patient or caregiver requires side transfer into wheelchair, commode or
other

58 Durable Medical Equipment (DME) purchased new

59 Durable Medical Equipment (DME) Is under warranty

5A Treatment is rendered related to the terminal illness

60 Transportation was to the nearest facility

68 Severe

69 Moderate

9D Lack of appropriate facility within reasonable distance to treat patient in
the event of complications

9E Sudden onset of disorientation

9F Sudden onset of severe, incapacitating pain

9H Patient requires intensive 1V therapy

9J Patient requires protective Isolation

9K Patient requires frequent monitoring

AA Amputation

AG Agitated

AL Ambulation limitations

BL Bowel limitations, bladder limitations, or both (incontinence)

BPD Beneficiary is partially dependent

BR Bedrest BRP (bathroom privileges)

BTD Beneficiary is totally dependent

CA Cane required

CB Complete bedrest

CM Comatose

CNJ Cumulative injury

CO Contracture

CR Crutches required

DI Disoriented

DP Depressed

DY Dyspnea with minimal exertion

EL Endurance limitations

EP Exercises prescribed

FO Forgetful

HL Hearing limitations

HO Hostile

IH Independent at home

LB Legally blind

LE Lethargic

MC Other mental condition

NR No restrictions

oL Other limitation

oT Oriented

PA Paralysis

PW Partial weight bearing

SL Speech limitations

TNJ Traumatic injury

TR Transfer to bed, or chair, or both

UN Uncooperative

uTt Up as tolerated

WA Walker required
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Code Description
WR Wheelchair required

Patient Assignment Codes

Use this table to determine the appropriate patient assignment code.

Code Description

01 Medical Care

02 Surgical

12 Durable Medical Equipment - Purchase
18 Durable Medical Equipment - Rental
35 Dental Care

40 Oral Surgery

42 Home Health Care

44 Home Health Visit

54 Long Term Care Waiver Services
56 Medically Related Transportation
69 Maternity

72 Inhalation Therapy

74 Private Duty Nursing

75 Prosthetic Devices

Ad Psychiatric

AD Occupational Therapy

AE Physical Therapy

AF Speech Therapy

AL Vision - Optometry

CQ Case Management

Prognosis Codes (Home Health and Private Duty Nursing Services Only)

Use this table for the appropriate code to describe the patient’s prognosis.

Code Description
1-2 Good

4-6 Fair

7-8 Poor

4.3.3 Requesting a Revision to a Prior Authorization

Providers may request a change to a prior authorization for DME and certain
medical services by completing Form 471. Prior authorizations, for which a claim
has been paid, may not be revised until the claim has been voided. The form is to
be used for PA requests in evaluation status or for simple changes to an
approved PA, such as adding appropriate modifiers. The form is NOT to be used
for reconsiderations of denied PAs or for procedure code changes. Providers
must submit reconsideration for a denied PA following the usual process of faxing
or mailing the PA denial letter to HP, along with the supporting documentation for
reconsideration. Providers may submit a new PA for procedure code changes.
Complete the appropriate sections on the form and fax to the Alabama Medicaid
Agency at (334) 353-9352 or (334) 353-4909. Please allow three business days
for processing. The form may be accessed at
http://medicaid.alabama.gov/documents/5.0 Resources/5.4 Forms Library/5.4.1
Billing/5.4.1 Form%20471 PA Change Request fillable 12-8-11.pdf
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Obtaining Prior Authorization

NOTE:

Form 471 may not be used for dental, pharmacy or for Magnetic Resonance
Imaging (MRI) scan Magnetic Resonance Angiogram (MRA) scan, Computed
Tomography (CT) scan, Computed Tomography Angiogram (CTA) scan, and
Positron Emission Tomography (PET) scan prior authorizations. Prior
Authorization documents must support the requested change(s) or the
request will be denied.

Providers use this form to submit dental PAs on paper. These forms are
available through the Alabama Medicaid Agency. Dental prior authorizations may
also be submitted electronically through the Web Portal.
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4.3.4 Blank Alabama Prior Review and Authorization Dental Request Form

ALABAMA PRIOR REVIEW AND AUTHORIZATION DENTAL REQUEST

Section | — Must be completed by a Medicaid provider.
Requesting MPI or License #

Section ll
Medicaid Recipient Identification Mumber

{13-digit RID number s required)

Phone | i
Name as shown in Medicaid system
Name
Address Address
City'State/Zip City/StateFp

Medicaid Prowvider NP1 #

Telephone Mumber | i

Section Nl
DATES OF SERVICE REQUIRED
START STOP PROCEDURE QUANTITY TOOTH NUMBER(S) OR
CCYYMMDD CCYYMMDD CODE REQUESTED AREA OF THE MOUTH

PLACE OF SERVICE (Circle one}

11 = DENTAL OFFICE

22 = QUTPATIENT HOSPITAL

21 = INPATIENT HOSPITAL

Section IV

1. Indicate on the diagram below the tooth/teeth to be treated.
12 34567 891011121314 15186

323130292827262524 232221201918 17
2. Detailed description of condition or reason for the treatment:

3. Brief Dental/Medical History:

Cerfication Stalement: This |s to cartify Me requested sandce, squipment, of supply s medicaly Indicated and Is r2asonable and necessary for the ireatment of
this patient. This Form and any statement on my |efemead attached hersto have béen compieted Oy me or by my empioyes and reviewed by me. The Toregaing
Information ks true, accurate, and compless, and | understand that any falsteaton, omission, or concaalment of matana fact may sunject me to ovll or criminal a6ty

Signature of Reguesting Dentist

Date of Submission

FORWARD TO: HP. P.O. Box 244032, Monigomery, Alabama 351244032

Form 343
Revised 52613

Alzhama Medicaid Agency
'm.'n:—dc‘al:.aubama.gw
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Obtaining Prior Authorization

4.3.5 Instructions for Completing the Alabama Prior
Review and Authorization Dental Request Form

Section 1: Requesting Provider Information (Required)

Requesting NPI

Enter the NPI or license number of the physician requesting or

or License # prescribing services.

Phone Enter the current area code and telephone number for the
requesting dental provider.

Name Enter the name of the dental provider.

National Provider
Identifier

Enter the 10-digit NPI of the requesting provider.

Section 2: Recipient Information (Required)

Recipient
Medicaid Number

Enter the 13-digit RID number.

Name

Enter the recipient’s full name as it appears on the Medicaid
eligibility transaction.

Address Enter the recipient’s current address.

City/State/Zip Enter the city, state, and zip code for the address of the recipient.
Telephone Enter the recipient’s most current phone number.

Number

Section 3: Procedure Information

Dates of Service

Enter the start and stop dates of service requested. Enter dates
using the format CCYYMMDD. Use the date you complete the form
and add six months. For example, 20050401 (April 1, 2005)
through 20051001 (October 1, 2005).

Place of Service

Circle the appropriate two-digit place of service.

Procedure Code

Enter the five digit procedure code requiring prior authorization.
Use the correct CDT2005 procedure code.

Quantity
Requested

Enter the number of times the procedure code will be used/billed.

Tooth Number

Enter the tooth number(s) or area of the mouth in relation to the
procedure code requested.

Section 4: Medical Information

Complete Items 1-3 with the information requested. Documentation must be
legible. If x-rays are sent, place them in a separate sealed envelope marked
with recipient’s name and Medicaid number.

Indicate whether the recipient has missing teeth and indicate the missing teeth
with an X on the diagram.

After reading the provider certification, the provider signs and dates the form. In
place of signing the form, the provider or authorized representative initials the
provider’s stamped, computer generated, or typed name, or indicate authorized
signature agreement on file.

The completed form should be forwarded to HP at the address given on the
form.
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4.5

4.4 Receiving Approval or Denial of the Request

Letters of approval will be sent to the provider indicating the approved ten-digit
PA number, dates of service, place of service, procedure code, modifiers, and
authorized units or dollars. This information should be used when filing the claim
form. All electronic claims (278) will generate a 278 Health Care Services
Review — Response, to notify the requester that of the response. Once the State
has made a decision on the request, it will trigger an electronic 278 response to
the provider. The electronic 278 response will either contain the PA number,
rejection code or cancellation code information.

Section 1: Decision Codes

Current Decision Codes: HIPAA Decision Codes:

Approved X Cancelled
Evaluating 4 Rejected
Denied

Modified PA Request
Pending

Dismissed No Hearing
Approved

R Rejected

mn|o|Z|/om|>»

Letters of denial will also be sent to the provider and recipient indicating the
reason for denial.

Letters of approval or denial will be sent to both the provider and recipient for
private duty nursing PAs.

Requests for reconsideration of a denied request may be sent with additional
information that justifies the need for requested service(s). The Alabama
Medicaid Agency must receive this request for appeal within 30 days from the
date of the denial letter, or the decision will be final and no further review will be
available.

Providers may NOT bill a Medicaid recipient for an item for which a PA was
denied.

Using AVRS to Review Approved Prior
Authorizations

AVRS allows the provider to access information about an approved prior
authorization number to confirm start and stop dates, procedure code(s), total
units, and dollar amount authorized.

To inquire about approved prior authorizations (PAs), press 6 (the number 6)

from the main menu, then AVRS prompts you for the following:

e Your National Provider Identifier (NPI), followed by the pound sign

e The ten-digit prior authorization number, followed by the pound sign
AVRS performs a query and responds with the following information for
the PA:

e Recipient number

e Procedure code or NDC, if applicable (some PAs do not require procedure
codes or NDCs)
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4.6

e Start and stop dates
e Units authorized

e Dollars Authorized

e Units used

e Dollars Used

When the response concludes, AVRS provides you with the following options:

e Press 1to repeat the message
e Press 2 to check another Procedure Code or NDC for the same provider
e Press 9 to return to the Main Menu

e Press 0 to speak with a Provider Assistance Center representative (please
note that the Provider Assistance Center is available during normal business
hours only)

e Hang up to end the call

Submitting Claims for Prior Authorized Services

Once the approved ten-digit PA has been received, providers may submit the
claim electronically. The claim must match the approved PA with respect to
procedure code, modifier, if any, approved dates, units and servicing provider
NPI. The claims processing system will match the approved PA to the claim
submitted.

Providers must also have the appropriate Patient 1° referral for certain
patients and/or services. Refer to Chapter 39.
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5 Filing Claims
Because Medicaid cannot make payments to recipients, the provider who

performed the service must file an assigned claim and agree to accept the
allowable reimbursement as full payment.

Federal regulations prohibit providers from charging recipients, the Alabama
Medicaid Agency, or HP a fee for completing or filing Medicaid claim forms. The
cost of claims filing is considered a part of the usual and customary charges to all
recipients.

Effective March 1, 2010, all claims which do not require attachments or an
Administrative Review override by Medicaid must be submitted
electronically. This chapter provides basic information for filing claims. The
information is not specific to provider type; it is intended to give all providers an
understanding of the various methods for claims submission and instructions on
completing claims forms. Once you understand the information in this section, you
can refer to the chapter in Part Il that corresponds to your provider type for
additional claims filing information.

This chapter contains the following sections:

e Before You Submit Your Claim, which describes how claims are processed,
which claim forms are approved for submission to Medicaid, and other general
claim-related information

e Completing the CMS-1500 Claim Form, which provides detailed billing
instructions for the CMS-1500 claim form

e Completing the UB-04 Claim Form, which provides detailed billing instructions
for the UB-04 claim form

e Completing the ADA Dental Claim Form, which provides detailed billing
instructions for the ADA Dental claim form

e Completing the Pharmacy Claim Form, which provides detailed billing
instructions for the Pharmacy claim form

e Crossover Claim Filing, which provides billing instructions for the medical claim
form. Please note that for an administrative or manual review Alabama
Medicaid requires paper crossovers for professional claims to be
submitted using the approved Medical Medicaid/Medicare-related
crossover claim form. Institutional providers should use the UB-04 claim
form for crossovers.

¢ Required Attachments, which lists and describes the Alabama Medicaid
required attachments

¢ Adjustments, which provides instructions for submitting online adjustments.
e Refunds, which provides instructions on receiving refunds

e Inquiring about Claim and Payment Status, which describes various methods
for contacting HP to inquire about claim and payment status
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51 Before You Submit Your Claim

This section discusses claim types, how HP processes claims, and the various
methods for submitting claims. It includes the following topics:

e Valid Alabama Medicaid claim types

e How claims are processed

e Methods for submitting claims with attachments
e Electronic claims submission

e Filing limits and approved exceptions

e Recipient signatures

e Provider signatures

5.1.1 Valid Alabama Medicaid Claim Types

Alabama Medicaid processes eight different claim types (Managed Care
claims are described in Chapter 39, Patient 1%). The claims must be
submitted in electronic format. Alabama recognizes two standard claim
forms (UB-04 and CMS-1500) and three Medicaid non-standard claim
forms (Pharmacy, Dental, and one Medicare/Medicaid-related claim
form). The provider’s provider type determines which claim type to bill, as
illustrated in the table below.

Claim Claim Form HIPAA Providers Who Bill Using This Claim
Type Transaction Type
Medical CMS-1500 837 . Physicians

Professional e  Physician Employed Practitioners

(CRNP and PA)

. Independent Labs

. Independent Radiology

e  Transportation

. Prosthetic Services

. DME

. Podiatrists

. Chiropractors

. Psychologists

e  Audiologists

e  Therapists (Physical, Speech,
Occupational)

. Optometrists/Opticians

. Optical Dispensing Contractor

e  Clinics
e  Rural Health Clinics (IRHC, PBRHC)
e FQHC

. County Health Departments

. Targeted Case Management

e Independent Nurse Practitioner
. Hearing Aid Dealer

e  Waiver Services (Homebound, Elderly
and Disabled, MR/DD)

. Maternity Care

e  State Rehab Services (Mental Health
Centers, DYS, DHR)

. CRNA

. Nurse Midwife
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Claim Claim Form HIPAA Providers Who Bill Using This Claim
Type Transaction Type
Dental 2006 ADA 837 Dental Dentists/Oral Surgeons when billing CDT
codes
Pharmacy | XIX-BC-10-93 NCPDP Pharmacists
Inpatient UB-04 837 e  Hospitals
Institutional e ICF/MR Facility
. Nursing Facility
Outpatient | UB-04 837 . Hospitals
Institutional

Ambulatory Surgical Centers (straight
Medicaid)

. Hemodialysis
. Private Duty Nursing
. Hospice Facility
. Home Health Services
. Lithotripsy (ESWL)
Medical Medical 837 All providers listed under the medical claim
crossover Medicare/Medi | Professional type
caid-Related e Ambulatory Surgical Centers (crossover
Claim claims)

5.1.2 How Claims are Processed

This section briefly describes claims processing, from assigning a unique tracking
number to a claim, to generating and mailing the payment.

Internal Control Number

All claims entered into the HP system for processing are assigned a unique 13-digit
Internal Control Number (ICN). The ICN indicates when the claim was received
and whether it was sent by paper or through electronic media. The ICN is used to
track the claim throughout processing, on the Remittance Advice (RA), and in
claims history.

For more information about the ICN numbering system used for claims processing,
refer to Appendix F, Medicaid Internal Control Numbers.

Claims Processing

HP verifies that the claim contains all of the information necessary for processing.
The claim is processed using both clerical and automated procedures.

First, the system performs validation edits to ensure the claim is filled out correctly
and contains sufficient information for processing. Edits ensure the recipient’s
name matches the recipient identification number (RID); the procedure code is
valid for the diagnosis; the recipient is eligible and the provider is active for the
dates of service; and other similar criteria are met.

For electronically submitted claims, the edit process is performed several times per
day; for paper claims, it is performed five times per week. If a claim fails any of
these edits, it is returned to the provider.

The system then performs the National Correct Coding Initiative (NCCI) procedure
to procedure and medically unlikely edits.

Once claims pass through edits, the system reviews each claim to make sure it
complies with Alabama Medicaid policy and performs cost avoidance. Cost
avoidance is a method that ensures Medicaid is responsible for paying for all
services listed on the claim. Because Medicaid is the payer of last resort, the
system confirms that a third party resource is not responsible for services on the
claim.
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The system then performs audits by validating claims history information against
information on the current claim. Audits check for duplicate services, limited
services, and related services and compares them to Alabama Medicaid policy.

The system then prices the claim using a State-determined pricing methodology
applied to each service by provider type, claim type, recipient benefits, or policy
limitations.

Once the system completes claims processing, it assigns each claim a status:
approved to pay, denied, or suspended. Approved to pay and denied claims are
processed through the financial cycle twice a month, at which time a Remittance
Advice (RA) report is produced and checks are written, if applicable. Suspended
claims must be worked by HP personnel or reviewed by Alabama Medicaid Agency
personnel, as required.

Claims approved for payment are paid with a single check or electronic funds
transfer (EFT) transaction according to the checkwriting schedule published in the
Provider Insider, the Alabama Medicaid provider bulletin produced by HP. The
check is sent to the provider's payee address. If the provider participates in
electronic funds transfer (EFT), the payment is deposited directly into the provider's
bank account. Effective March 1, 2010, Medicaid no longer prints and distributes
paper Remittance Advices (RAs) to providers. RAs are described in Chapter 6,
Receiving Reimbursement.

5.1.3 Methods for Submitting Claims

HP accepts all claims which do not require attachments or an Administrative
Review override by Medicaid in electronic format. Paper claims submitted for an
administrative or manual review must be submitted using the approved claim
formats listed in the table in Section 5.1.1, Valid Alabama Medicaid Claim Types.

To improve hard copy claims processing, HP now scans paper claims and
performs Optical Character Recognition (OCR) to enter data from the claims into
the Medicaid system. All CMS-1500 and UB-04 paper claims must be submitted
using red dropout forms. The scanner drops any red or blue markings on the claim
form, leaving only the data the provider entered on the claim form.

All claim forms must be completed in dark BLACK ink. Do not circle,
underline, or highlight any information on the claim. Send original claim
forms only; do not send copies.

Providers should submit typewritten or computer-generated paper claims whenever
possible to speed up the data entry process. Keep in mind the following guidelines:

e Make sure typed information does not fall outside the specific boxes.

e Change printer ribbons often, since claims with print too light to be scanned will
be returned.

Providers can obtain Medicaid/Medicare-related claim forms free of charge from
HP.
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5.1.4 Electronic Claims Submission

Electronic claims may be submitted using a variety of methods:

e Provider Electronic Solutions software, provided at no charge to Alabama
Medicaid providers

o Value Added Networks (VANS) or billing services on behalf of an Alabama
Medicaid provider

e Tapes or other electronic media, as mutually agreed to by the Alabama
Medicaid Agency and the vendor

Electronic Claims Submission (ECS) offers providers a faster and easier way to
submit Medicaid claims. When you send your claims electronically, there is no
need to complete paper Medicaid forms. Your claim information is submitted
directly from your computer to HP.

If filing claims using the PES software, please refer to the Provider Electronic
Solutions User Manual for the appropriate claim filing instructions and values.

Electronic claims begin processing as soon as they are received by the system.
Paper claims must go through lengthy processing procedures, which could result in
delayed payment on the claims. An electronically submitted claim displays on the
next Remittance Advice (RA) following the claim submission. Unless your claim
suspends for medical policy reasons, it should finalize (pay or deny) in the
checkwriting step.

All of the Electronic Claims Submission (ECS) options are provided free of charge.
Providers also have the option of using software from a software vendor or
programmer. HP furnishes file specifications at no charge. If you have further
guestions or wish to order software, contact the HP Electronic Claims
Submission (ECS) Help Desk at 1(800) 456-1242 (out of state providers call
(334) 215-0111).

5.1.5 Filing Limits and Approved Exceptions

Generally, Medicaid requires all claims to be filed within one year of the date of
service; however, some programs have different claims filing time limit limitations.
Refer to your particular provider type program chapter for clarification.

Claims more than one year old may be processed under the following
circumstances:

e Claims filed in a timely manner with Medicare or other third party payers may
be processed if received by the fiscal agent within 120 days of the third party
disposition date. These claims may be filed electronically. Providers should
enter the TPL paid date in the appropriate field. The HP claims processing
system will then compare the TPL paid date to the assigned ICN; if the claim is
received within 120 days it will process. Claims for services rendered to a
recipient, during a retroactive eligibility period, may be processed if received by
the fiscal agent within one year from the date of the retroactive award.
Providers must submit these claims electronically.
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e Claims for services that were previously paid by Medicaid and later taken back,
either at Medicaid’s request or the provider’s request, may be processed if
received by the fiscal agent within 120 days of the recoupment. This date
must be indicated in the appropriate remarks section of the claim as specified
in the claim billing instructions for each type of provider in the following format:
“Recouped Claim 11-01-02” or “Recouped Claim Nov. 1, 2002". A copy of the
Medicaid Remittance Advice (RA), showing the recoupment and the date must
be attached to the claim.

Added: NOTE NOTE:

This section shall not apply to claims recouped through medical record reviews
and/or investigations. Recouped claims from medical record reviews and/or
investigations are considered final and are not subject to resubmission. Medical
record reviews include, but are not limited to those performed by: the Medicaid
Program Integrity Division, the Recovery Audit Contractor (RAC), the Medicaid
Integrity Contractor (MIC) and Payment Error Rate Measurement (PERM)
contractor.

Submit claims more than one year old that meet the above criteria, to the following

address:
HP Provider Assistance Center
P.O. Box 244032
Montgomery, AL 36124-4032
NOTE:

Refer to Section 7.2.1, Administrative Review and Fair Hearings, for more
information regarding administrative reviews.

5.1.6 Recipient Signatures

While a recipient signature is not required on individual claim forms, all providers
must obtain a signature to be kept on file, (such as release forms or sign-in sheets)
as verification that the recipient was present on the date of service for which the
provider seeks payment. Exceptions to the recipient signature are listed below:

e The recipient signature is not required when there is no personal contact
between recipient and provider, as is usually the case for laboratory or
radiology.

o llliterate recipients may make their mark, for example, "X," witnessed by
someone with his dated signature after the phrase "witnessed by."

e A representative may sign for a recipient who is not competent to sign because
of age, mental, or physical impairment.

e The recipient signature is not required when a physician makes a home visit.
The physician must provide documentation in the medical record that the
services were rendered.

e For services rendered in a licensed facility setting other than the provider’s
office, the recipient’s signature on file in the facility’s record is acceptable.
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The use of Sign-In Sheets, as verification that the recipient was present on the
date of service for which the provider seeks payment, is permissible under the
Privacy Rule, but should be limited to the minimum necessary. For example, it
should not have a column asking for “reason for visit.” A provider’s sign-in
sheet may simply ask for the patient’s name and nothing more.

5.1.7 Provider Signatures

This section discusses the various requirements for provider signatures when filing
electronic or hard copy claims.

Medical Claims

The provider's signature on a claim form/medical submission agreement or the
Provider Agreement certifies that the services filed were performed by the provider
or supervised by the provider and were medically necessary.

NOTE:

Prior to October 1999, individual practitioners (not groups or clinics) may have
signed a Medical Claims Submission Agreement with Medicaid for the
submission of paper claims instead of signing individual claim forms. Effective
October 1, 1999, the Medical Claims Submission Agreement was incorporated
into the Alabama Medicaid Provider Agreement which must be completed and
signed by all providers.

By signing the Provider Agreement, the provider agrees to keep any records
necessary to enable the provider to perform the following responsibilities:

o Disclose the extent of services the provider furnishes to recipients

e Furnish Medicaid, the Secretary of HHS, or the state Medicaid Fraud Control
Unit, upon request, any information regarding payments received by the
provider for furnishing services

e Certify that the information on the claim is true, accurate, and complete, and
the claim is unpaid

o Affirm the provider understands that the claim will be paid from federal and
state funds, and any falsification or concealment of a material fact may be
prosecuted under federal and state laws

Providers who have either a completed Medical Claims Submission Agreement or
Provider Agreement on file should place the words "Agreement on File" in block
31.

The individual practitioner may also personally sign the claim form in the
appropriate area and must initial the claim form beside a typewritten or stamped
signature. An individual practitioner's name or initials may be signed by another
person who has power of attorney from the practitioner.

October 2013 5-7



Filing Claims

5-8

Tape Billers

Providers submitting claims through a tape biller must have a contract on file with
HP signed by the provider or the billing agent authorizing tape submission of
claims.

Tapes that HP receives must be accompanied by a transmittal form signed by the
billing provider or the billing agent.

Electronic Billers

Providers billing electronically must have a contract signed by the provider on file
with HP. When applicable, the billing agent's signature must also appear on the
contract.

Diskette Billers

Providers submitting claims on diskette to HP must have a contract signed by the
provider on file with HP.

Computer Generated Claim Forms

Computer generated claim forms may be submitted with the provider's name
generated on the form. In which case, the provider's handwritten name or initials
must accompany the name.

"Agreement on File" may also be printed on computer generated claim forms in lieu
of the provider's signature, if either a Medical Claim Submission Agreement or
Provider Agreement is on file.

The policy provisions for provider signatures can be found in the Alabama Medicaid
Agency Administrative Code, Chapter 1.

5.1.8 Submitting Paid and Partially Paid Claims to Medicaid

Providers may submit paid, partially paid, and deductible applied third party claims
to Medicaid using the approved paper or online filing methods as described in
Chapter 5, Filing Claims. Additionally, to capture third party payment information, a
TPL panel (for electronic claims) or a Medicaid Other Insurance Attachment form
(for paper claims) is required to provide the other payer amounts that were applied
to the following: paid amount, deductible amount, coinsurance amount, and co-pay
amount. Completion instructions for the TPL panel may be found in the Provider
Electronic Solutions (PES) User Guide and the interactive Service-Web User
Guide. Completion instructions for the Medicaid Other Insurance attachment form
may be found in section 5.8 of this chapter. The following third party-related
information is also required on the claim, in addition to the other required claim
data:

Claim Form Include the Following Third Party Information In These Claim
Fields
CMS-1500 e Other Insured’s name, policy number, insurance | e  Blocks 9-9d
co. . Block 10
. Was condition related to (accident) . Block 19

TPL paid dates

UB-04 e  Other payer name e  Block 50
. Insured’s name . Block 58
. Other payer policy number . Block 60
. Insured’s group name . Block 61
. Insurance group number . Block 62
. Medicaid emergency/accident indicator . Block 73
e  TPL paid date . Block 80
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Claim Form Include the Following Third Party Information In These Claim
Fields
ADA Dental e Is patient covered under another dental plan? e Block 4
. Other Insured’'s Name (Last, First, Middle Initial, . Block 5
Suffix) e Block8
. Policyholder/Subscriber ID (SSN or ID#) . Block 9
. Plan/Group Number . Block 10
. Relationship to Insured . Block 11
. Other Carrier Name, address, and zip code
Pharmacy e  Carrier code/name/policy number e  TPL carrier
e Other insurance dollars paid (if applicable) and information
reason code for TPL payment e TPL
payment/denial
information

The Medicaid Other Insurance Attachment form is not required in addition to
the Pharmacy claim form.

Failure to list the third party payment in the appropriate space on the claim
may result in a denied claim.

If the claim is less than one year old and the other payer processed a payment or
applied all the allowed charges toward the patient’s responsibility, (ie. deductible,
coinsurance, or co-pay), then the claim may be submitted electronically and
Medicaid does not require the attachment of the third party Remittance Advice (RA)
Claims more than one year old may be submitted electronically if 1) the third party
payer has made a payment or applied the charges toward patient responsibility and
2) the claim submission date is within 120 days of the third party payment. If a
claim is more than one year old and the third party payer has denied the claim, the
claim must be submitted on paper, along with an attached copy of the third party
Remittance Advice (RA). Claims more than one year old must be submitted within
120 days of the third party payment.

Claims meeting the requirements for Medicaid payment will be paid in the following
manner if a third party payment is indicated on the claim:

e Other payer patient responsibility amounts (the deductible, coinsurance, and
co-pay amounts) will be captured by Medicaid and used in determining the
amount of Medicaid payment. In order for claims to be considered for
payment, the patient responsibility must be greater than zero or the claim will
be denied with the denial message “TPL Patient Responsibility is Zero for
payor”. Patient responsibility will be calculated by adding together any co-
payment, coinsurance, and deductible.

e For professional claims, other payer amounts will be captured at the header
and the detail levels. The total submitted at the header should balance the
totals submitted at the detail. Medicaid will pay the lesser of the other payer
patient responsibility or the Medicaid allowed amount minus the other payer
paid amount.
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e Other payer-paid amounts exceeding the Medicaid allowed amount will
receive no further payment from Medicaid. Medicaid will place a zero paid
amount on the claim and include an explanatory EOB code on the Remittance
Advice (RA). Patients cannot be billed under this condition.

The Medicaid Other Insurance Attachment form is required only when a claim must
be submitted on paper for administrative or manual review, and third party
insurance has made a payment or applied charges to patient responsibility.

Providers cannot charge the recipient for other insurance co-pays when the service
is billed to Medicaid. As stated above, other payer co-pays, coinsurance, and
deductibles are to be submitted to Medicaid as other payer patient responsibility
amounts and are considered for payment during Medicaid’s claims processing.
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5.1.9 Submitting Denied Claims to Medicaid

Providers may submit denied third party claims to Medicaid. The following third
party-related information is required on the claim, in addition to the other
required claim data:

Claim Form Include the Following Third Party In These Claim
Information Fields
CMS-1500 e  Other Insured’s name, policy number, e  Blocks 9-9d
insurance co. e Block 10
. Was condition related to (accident) . Block 19
e  TPL denied dates
UB-04 e Other payer name e  Block 50
. Insured’s name . Block 58
. Other payer policy number . Block 60
. Insured’s group name . Block 61
. Insurance group number . Block 62
. Medicaid emergency/accident indicator . Block 73
e  TPL denied date . Block 80
ADA Dental e Is patient covered under another dental e Block 4
plan? . Block 5
. Other Insured’s Name (Last, First, Middle . Block 8
Initial, Suffix) e Block 9
. Policyholder/Subscriber ID (SSN or ID#) . Block 10
e  Plan/Group Number e  Block 11
e  Relationship to Insured e  Block 35
. Other Carrier Name, address, and zip code Remarks
e  TPL Denial Date (with EOB ATTACHED)
Pharmacy e  Carrier code/name/policy number e  TPL carrier
e Other insurance dollars paid (if applicable) information
and reason code for TPL denial . TPL
payment/denial
information

All claims with a third party denial must be submitted on paper with a copy of the
third party denial attached. Claims with a third party denial cannot be submitted
electronically.

Providers must submit legible copies of third party denials when billing Medicaid for
services denied by the third party. For claims with dates of service over one year to
be considered for payment, the denial must be dated by the insurance company
and the claim must be submitted within 120 days of third party denial.

Be sure to indicate on the claim form that it denied for TPL. The table above
lists, by claim type and block number, the fields that must be filled out to
submit a claim that denied for TPL.
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5.2

Completing the CMS-1500 Claim Form

This section describes how to complete the CMS-1500 claim form for submission to
HP. For a list of providers who bill for services using the CMS-1500 claim form,
please refer to Section 5.1.1, Valid Alabama Medicaid Claim Types.

These instructions are intended for use by all providers who bill using this claim
form. For program-specific billing information, please refer to the chapter in Part Il
that corresponds to your provider type.

CMS-1500 Electronic Billing

Electronic billers must submit CMS-1500/837 Professional claims in approved
formats. The 837 Professional transaction allows providers to bill up to 50 details
per Professional (837 transaction) claim type.

Providers can obtain Provider Electronic Solutions software from HP free of charge.
Providers may also utilize Medicaid's Interactive Web Portal. HP also provides
specifications to providers developing in-house systems, software developers, and
vendors. Because each software developer is different, location of fields may vary.
Contact the software developer or vendor for this information. Direct development
requirements and questions to the HP Electronic Claims Submission Help Desk at
1(800) 456-1242.

CMS-1500 Claims Form Paper Billing

CMS-1500 forms may be purchased through HP. Providers may also obtain copies
of the claim form from a printer of their choice. For scanning purposes, these forms
must be printed in the standard CMS format using red dropout ink.

Claims must contain the billing provider's complete name, address, and NPI.
Critical claim information includes:
¢ Recipient’s first and last name

¢ Recipient’s 13-digit Medicaid number — NOTE: Effective January 17, 2011, the
Medicaid number submitted must begin with a “5”. Medicaid will DENY any
claims received on or after January 17, 2011, that are submitted with the old
Medicaid ID number (number beginning with “000”).

e First two characters of the provider group name
o Payee’s 10-digit NPI
¢ Rendering (performing) provider's 10-digit NPI (on each line item)

A claim lacking any of the critical claim information cannot be processed. Also,
each claim form must have a provider signature, initials, a stamped signature, or
have an agreement on file with HP to omit signature requirement. Refer to section
5.1.7, Provider Signatures, for appropriate signature requirements.
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Guidance Regarding NDC’s on the CMS-1500 Form

Effective August 2008, Alabama Medicaid mandated that the National Drug Code
(NDC) number be included on the CMS-1500 claim form for the Top 20 physician
administered drugs as defined by CMS. Effective October 1, 2010, the NDC
number will be mandatory on ALL physician-administered drugs in the following
ranges: JO000-J9999, S0000-S9999 and Q0000-Q9999. Refer to Appendix H for
more information. Medicaid requires that each submitted NDC contain 11-digits
(no dashes or spaces). The first 5-digits identify the labeler code of the
manufacturer of the drug. The next 4-digits identify the specific strength, dosage
form, and formulation of that drug. The last 2-digits identify the package size of the
drug.

There may be some instances when an NDC does not contain all eleven digits on
the product’s container. In the following instances, the correct format for
submission of the NDC in Item Number 24D is given:

o XXXX-XXXX-XX; in this case a zero (0) would need to be added in front of the
first set of numbers.

Result: OXXXXXXXXXX.

o XXXXX-XXX-XX: in this case a zero (0) would need to be added in front of the
second set of numbers.

Result;: XXXXX0XXXXX.

o XXXXX-XXXX-X: in this case a zero (0) would need to be added in front of the
third set of numbers.

Result: xxxxxxxxx0x.

Please refer to the Food and Drug Administration (FDA) website below for more
information regarding the National Drug Code,
http://www.fda.gov/Drugs/InformationOnDrugs/ucm142438.htm.

For additional questions regarding physician administered drugs, please contact
Pharmacy Services at (334) 242-5050.
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5.2.1 CMS-1500 Blank Claim Form

HEALTH INSURANCE CLAIM FORM

APPROVED BY MATIONAL UNIFORM CLAIM COMWTTEE nins

"5 |- CARRIER —»

[T A PiICA T TT
1. MEDICARE MEDEE D .' CHAMPYS ﬁﬁﬂl+ OTHER 1a INSLRED'S LD, NUMBER (For Program i Hem 1}
[ adicars o) [ | atocicars -l[jrs;»mmssw Dmmm[]rsmnrrﬂpfwljrssm oo
2. PATIENT'S NAME (L&st Name. Fist Mama, Micdie infial) 3 PRTIENT S BIRTH DATE Sev 4 INSURED'S MAME {Last Name, Firs! Hame, Msde initial
P[]
5. PATIENT'S ADDRESS (Mo, Street) €. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADORESS (No., Streat)
sat[ SpoumU cnia[ ] omee[ |
fev [STATE | B PATIENT STATUS ey STATE
singia [ | Maried E] Qm.D
ZIP CODE TELEPHONE (inslude dusd Code) 2P CODE TELEFHOMNE [include Area Codaj

(3

Fui-Tieras Pan-Ti
Empiayed D Snuant Student

()

O OTHER INSURED'S NAME (Last Mame. Farst Narme, Middle initlal)

& JTHER INSUREDS POLICY OR GROUP NUMBER

b. CTHER INSURED'S DATE OF BIRTH SEX
i oo ¥y

o]

¢ EMPLOYER'S NAME DR SCHOOL NAME

10, 15 PATIENT'S CONDITICN RELATED TO:

A, EMPLOYMEMNTT (Curmrent or Préviows)

Cres [

B, AT ACCIDENT? PLACE (State]

;'“l‘ﬂzs El NO
¢ OTHER AGCIDENT?
[

DYEE

11 INSURED'S POUICY GACUP OR FECA NUMBSER

a. INSURED'S DATE OF BIATH SEX
MW DD L

ML

b. EMPLOYER'S NAME OR SCHOOL NAME

£ INSURAKCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN RAME

ED FOR LOCAL USE

17. RAME OF REFERAMNG PROVIDER OR OTHER SOURCE

ERE ANCTHEHR HEALTH BENEFIT PLANT

ATIENT AND INSURED INFORMATION

0 PERSCN'S SIGNﬂ

18, HOSPITALIZATION DATES RELATED TO CLRRENT SERVICES
" i1 s R [ B

FROM o '

19, RESERVED FOR LOGAL USE

&0, OUTSIDE LAB? 5 CHARGES

(e (oo | |

21, MAGMOSIS OR NATURE OF ILLNESS OF INJURY (Reiate Bewma 1, 2, 3 or 4 19 lem 24E by Line|

oy

- E‘EE‘EMD R ORIGINAL REF. NO.

L S, a
3. PRICR AUTHORIZATION NUMBER
2 | B 4.
24 A DATE(S| OF SERVICE 8 | © | D PROCEDURES, SEAVICES, OR SUFFLIER E. £ G 1H] I | J. z
i From T PLAGE 0 (Explain Unususl Girumstances) DIAGHOSIS, b = RENDEFING =]
MM_ DD WY MM 00 Y¥ |somvcg| EMG | CPT/HCPCS | MODIFER POINTER 3 CHARGES uTs | P | Qus PROVIDER ID. 4 g
f L1 | i | I 75 —
| J | g
PR ! Xk i b2
f Ll 1 I L [ g
3; ¥ o T E
Thets Y : e Lol DO C it e Aok
l S 1 e | | [ we 5
4 ; iR A ]
T N Bl R T AR, 0=
I
E - 1 | I g
5- 5 ! L. .. e meom 2
| | | 4 i J 1 | WP . 3
© | || 1- S || :
25. FEDERAL TAX |.D, NUMBER S5M EIN 26, PATIENTS ACDOUNT MO 27, ECCEPY J\ESIGM N‘I'“ | 28 TOTAL CHARGE 20, AMOUNT BaID 20, BALANCE DUE 3
YES Ho | s § i 5 |
| 31, SGNATURE OF PHYSICIAN DR SUPPLER 32 SERVICE FACILITY LOCATION INFORMATIGN ¥ EILLING FROVIDER INFO & PHA ) !
| NCLUDING DEGPEES OF GREDENTIALS | |
| certify that the statements on the reverss |
| =iy o this B4l end are made a par heresl |
l |
;_SIEIED DATE N 1h i | * P ¥
NUCC Instruction Manual available at: www.nugc.org PLEASE PRINT OR TYPE

5-14

Printed on Fscyclad Paper

October 2013

AFPROVED OME-0938-0999 FORM CMS-1500 (08-05)



Filing Claims

5.2.2 CMS-1500 Claim Filing Instructions

The instructions describe information that must be entered in each of the block
numbers on the CMS-1500 Claim Form. Block numbers not referenced in the
table may be left blank. They are not required for claims processing by HP.

Block No.

Description

Guidelines

la

Insured’s ID no.

Enter the patient’s 13-digit recipient number (12 digits
plus the check digit) from the Medicaid identification
card and/or eligibility verification response. Effective
January 17, 2011, the Alabama Medicaid Agency is
phasing out the acceptance of the old Medicaid ID
Number (number beginning with ‘000”). Only the new
Medicaid ID number (number beginning with a “5”) will
be accepted for claims processing purposes for
claims received on or after January 17, 2011. For
instructions on performing an eligibility
verification transaction, please refer to Chapter 3,
Verifying Recipient Eligibility.

Patient's name

Enter the recipient’s name exactly as it is given to you
as a result of the eligibility verification transaction.
Please note that the recipient name on the claim
form must match the name on file for the RID
number you entered in Block 1.

If a recipient has two initials instead of a first name,
enter the first initial along with a long space, then the
second initial and no periods. If a recipient’s first name
contains an apostrophe, enter the first name including
the apostrophe.

Examples: For recipient A. B. Doe, enter "Doe A B"
with no punctuation.

For recipient D’Andre Doe, enter "Doe D’Andre" with
an apostrophe and no spaces.

Patient’s date of
birth
Patient’s sex

Enter the month, day, and year (MM/DD/YY) the
recipient was born.

Indicate the recipient’s sex by checking the
appropriate box.

Patient's address

Enter the patient’s complete address as described
(city, state, and ZIP code).

9-9d

Other insured’s
name

If the recipient has other health insurance coverage,
enter all pertinent information. Providers must
submit the claim to other insurers prior to
submitting the claim to Medicaid.

10

Was condition

related to:

A) Patient’s
employment

B) Auto
accident

C) Other
accident

Indicate by checking the appropriate box. If
applicable, enter all available information in Block 11,
"Other Health Insurance Coverage."

17

Name of referring
physician or other
source

Enter one of the following, if applicable:

¢ The name of the referring Patient 1% provider

e The EPSDT referring provider if the services are
the result of an EPSDT screening

e The referring lock-in physician if the eligibility
verification response indicates the recipient has
Lock-In status

Please refer to Section 3.3, Understanding the

Eligibility Response, for information on Lock-in or as

they relate to recipient eligibility Appendix A, EPSDT,

provides referral instructions for EPSDT.

October 2013
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Block No.

Description

Guidelines

17B

Referring NPI
number

A referring NPI should only be included for lock-in,
Patient 1%, EPSDT or anesthesia referrals.

19

Reserved for Local
use

Use this block to provide remarks, as appropriate.
Examples include, but are not limited to the following:
e Home accident

e Treatment due to disease

e TPL paid (MM/DD/YY)

e TPL denied (MM/DD/YY)

o Retroactive eligibility award date

The substitute provider’s name may also be indicated
here.

21

Diagnosis or nature
of illness or injury

Enter the ICD-9 diagnosis code to the highest number
of digits possible (3, 4, or 5). Do not include diagnosis
descriptions. Do not use decimal points in the
diagnosis code field.

23

Prior Authorization
Number

For prior authorization requests approved by
Medicaid, the prior authorization number will be
automatically entered into the claims system by
Medicaid’s contractor. For general information
regarding prior authorization, refer to Chapter 4,
Obtaining Prior Authorization. For program-specific
prior authorization information, refer to the chapter in
Part Il that corresponds to your provider or program
type. Do not use for any other number. Leave
blank if this does not apply.

24a

Date of service
(DOS)

Enter the date of service for each procedure provided
in a MM/DD/YY format. If identical services (and
charges) are performed on the same day, enter the
same date of service in both "from" and "to" spaces,
and enter the units perform in Block 24g.

Exception: Provider visits to residents in nursing
facilities must be billed showing one visit per line.

24b

Place of service
(POS)

Enter a valid place of service (POS) code for each
procedure. For program-specific POS values, refer to
the chapter in Part |l that corresponds to your provider
or program type.

24c

EMG

This field is used to indicate certain co-payment
exemptions:

e Enter an “A” for Native American Indian with an
active user letter

e Enter an “E” for certified emergency
e Enter a “P” for pregnancy

Do not enter Y or N.

24d

Procedures,
Services, or
Supplies
CPT/HCPCS and
MODIFIER

Enter the appropriate five-digit procedure code (and
two-digit modifier, as applicable) for each procedure
or service billed. Use the current CPT-4 book as a
reference. If entering NDC information, enter N4
qualifier in the first two positions, left justified, followed
immediately by the 11 character NDC number (no
hyphens).

Note: Up to 4 modifiers can be entered per procedure
code.

24e

Diagnosis code

Enter the line item reference (1, 2, 3, or 4) for each
service or procedure as it relates to the primary ICD-9
code identified in Block 21. If a procedure is related to
more than one diagnosis, the primary diagnosis to
which the procedure is related must be the one
identified. Enter only one digit in this block.

24f

Charges

Indicate your usual and customary charges for each
service listed. Charges must not be higher than fees
charged to private-pay patients.
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Block No. Description Guidelines

249 Units Enter the appropriate number of units. Be sure that
span-billed visits equal the units in this block. Use
whole numbers only.

24h EPSDT Enter one of the following values, if applicable:
Family Planning e “1"if the procedure billed is a result of an EPSDT
referral

e “2"if the procedure is related to Family Planning
e “3"if the procedure is a Patient 1% referral

e “4”if the procedure is EPSDT and Patient 1%
referral

241 ID Qual Enter in the shaded area of 24l the qualifier identifying
if the number is a non-NPI. This will only be used for
providers that are not required to obtain an NPI.
These providers should use the following identifier in
241: ID which identifies the number being used as a
Medicaid provider number. Should a provider need to
use a taxonomy code on a claim, use the following:
ZZ which identifies the number being used is a
provider taxonomy code.

24) Rendering provider The individual provider performing the service is

ID reported in 24J. If not entering an NPI, the number
should appear in the shaded area of the field. The
NPI number should be entered in the non-shaded
area.

Secondary ID: Enter the secondary identifier for the
performing provider in the shaded area of the field.
The secondary identifier should be the legacy
Medicaid provider number of provider which rendered
the service. This is an optional field, but is required
for providers with multiple service locations.

26 Patient account This field is optional. Up to 20 alphanumeric

number characters may be entered in this field. If entered, the
number appears on the provider’'s Remittance Advice
(RA) to assist in patient identification.

28 Total charge Enter the sum of all charges entered in Block 24f lines
1-6.
30 Balance due Subtract Block 29 from Block 28 and enter the
balance.
31 Signature of After reading the provider certification on the back of
physician or the claim form, sign the claim. In lieu of signing the
supplier claim form, a signed Medicaid Claims Submission

Agreement or the Provider Agreement, must be on file
with HP. The statement "Agreement on File" must be
entered in this block. The provider or authorized
representative must initial the provider's stamped,
computer generated, or typed name.

33 Billing Provider Info 1st Line: Name of the Payee provider as it appears in
and Phone Number the HP system

2nd Line: Address

3rd Line: City, State and Zip Code (include zip+4)
33A: Enter the payee (group) NPI

33B: Enter the two-digit qualifier (G2) identifying the
non-NPI number followed by the ID number. Do not
enter a space, hyphen or other separator between the
qualifier and the number. (Only for providers who do
not qualify to receive an NPI).
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5.3

Completing the UB-04 Claim Form

This section describes how to complete the UB-04 claim form for submission to HP.
For a list of providers who bill for services using the UB-04 claim form, please refer
to Section 5.1.1, Valid Alabama Medicaid Claim Types.

These instructions are intended for use by all providers who bill using this claim
form. For program-specific billing information, please refer to the chapter that
corresponds to your provider type.

UB-04 Electronic Billing

Electronic billers must submit UB-04/837 Institutional claims in approved formats.
The 837 Institutional transaction allows providers to bill up to 999 details per
Institutional (837 Institutional transaction) claim type. Providers can obtain Provider
Electronic Solutions software from HP free of charge. HP also provides
specifications to providers developing in-house systems, software developers, and
vendors. Because each software developer is different, location of fields may vary.
Contact the software developer or vendor for this information. Direct development
requirements and questions to the HP Electronic Claims Submission Help Desk at
1(800) 456-1242.

UB-04 Claims Form Paper Billing

HP does not supply the UB-04 claim form. Providers may obtain copies of the
claim form from a printer of their choice. For scanning purposes, these forms must
be printed in the standard UB-04 format using red dropout ink.

Claims must contain the billing provider's complete name, address, and NPI.
Critical claim information includes:

e Recipient’s first and last name

e Recipient’s 13-digit Medicaid number— NOTE: Effective January 17, 2011, the
Medicaid number submitted must begin with a “5”. Medicaid will DENY any
claims received on or after January 17, 2011, that are submitted with the old
Medicaid ID number (number beginning with “000”).

e First two characters of the provider group name
e Provider’s 10-digit NPI

A claim lacking any of the critical claim information cannot be processed.

Multiple page claims are not accepted for the paper UB-04s.

Guidance Regarding NDC'’s on the UB-04 Form

Effective September 2008, Alabama Medicaid mandated that the National Drug
Code (NDC) number be included on the UB-04 claim form for the Top 20 physician
administered drugs as defined by CMS. Effective October 1, 2010, the NDC
number will be mandatory on ALL physician-administered drugs in the following
ranges: JO000-J9999, S0000-S9999 and Q0000-Q9999. Refer to Appendix H for
more information. Alabama Medicaid would like to clarify the required format for
the NDC number that is submitted on this claim form. Medicaid requires that each
submitted NDC contain 11-digits (no dashes or spaces). The first 5-digits identify
the labeler code of the manufacturer of the drug. The next 4-digits identify the
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specific strength, dosage form, and formulation of that drug. The last 2-digits
identify the package size of the drug.

There may be some instances when an NDC does not contain all eleven digits on
the product’s container. In the following instances, the correct format for
submission of the NDC in Form Locator 43 (Description) is given:

o XXXX-XXXX-XX; in this case a zero (0) would need to be added in front of the
first set of numbers.

Result: OXXXXXXXXXX.

o XXXXX-XXX-XX: in this case a zero (0) would need to be added in front of the
second set of numbers.

Result: XXXXX0OXXXXX.

o XXXXX-XXXX-X: in this case a zero (0) would need to be added in front of the
third set of numbers.

Result: xxxxxxxxx0x.

Please refer to the Food and Drug Administration (FDA) website below for more
information regarding the National Drug Code,
http://www.fda.gov/cder/ndc/index.htm

For additional questions regarding the CMS list of Top 20 physician administered
drugs, please contact Pharmacy Services at (334) 242-5050.
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5.3.1 UB-04 Blank Claim Form
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5.4

UB-04 Claim Filing Instructions

The instructions describe information that must be entered in each of the block
numbers on the UB-04 Claim Form. Block numbers not referenced in the table
may be left blank. They are not required for claims processing by HP.

Block Description Guidelines
No.
1 Provider name, address, Enter the provider name, street address, city,
and telephone number state, ZIP code, and telephone number of the
service location.
2 Pay to name/address Required when the pay-to name and address

information is different from the billing
information in block 1. If used, providers must
include, name, address, city, state, and zip.

3A Patient control number Optional: Enter patient’s unique number

3B assigned by the provider to facilitate retrieval
of individual’'s account of services containing
the financial billing records.

3B: Enter the patient’s medical record number
assigned to the hospital. This number will be
referenced on the provider's Remittance
Advice for patient identification. Up to twenty-
four numeric characters may be entered in

this field. .
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Block
No.

Description

Guidelines

Type of bill (TOB)

Most commonly used:

111 Inpatient
hospital

131 Outpatient
hospital

141 Non-patient
(laboratory or
radiology
charges)

211 Long Term
Care

331 Home health
agency

811 Hospice

831 Ambulatory

Surgical Center

Enter the four-digit type of bill (TOB) code:

1°' Digit — Type of Facility

1 Hospital

2 Long Term Care

3 Home Health Agency

7 Clinic (RHC, FQHC) * see note

8 Special Facility ** see note

2" Digit — Bill Classification

1 Inpatient (including Medicare Part A)

2 Inpatient (Medicare Part B only)

3 Outpatient

4 Other (for hospital-reference
diagnostic services; for example,
laboratories and x-rays)

3" Digit — Frequency

Nonpayment/zero claim

Admit through discharge

Interim — first claim

Interim — continuing claim

Interim — last claim

5 Late charge(s) only claim
*Clinic requires one of the following as the
2" Digit — Bill Classification:

A WNEFELO

1 Rural Health

2 Hospital-Based or Independent
Renal Dialysis Center

3 Free-Standing

4 Outpatient Rehabilitation Facility
(ORF)

5 Comprehensive Outpatient
Rehabilitation Facility (CORF)

6-8 Reserved for National Assignment

9 Other

**Special Facility requires one of the
following as the 2" Digit — Bill
Classification:

1 Hospice (non-hospital-based)
Hospice (hospital-based)
Ambulatory Surgical Center
Free-Standing Birthing Center
Critical Access Hospital
Residential Facility
Reserved for national assignment
Other

LOﬂO’U‘I-b(.\JI\J
(e¢]

Statement covers period

Enter the beginning and ending dates of
service billed. For inpatient hospital claims,
these are usually the date of admission and
discharge.

5-22
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Block Description Guidelines
No.
8 Patient’'s Name Enter the recipient’'s name exactly as it is given

to you as a result of the eligibility verification
transaction. Please note that the recipient
name on the claim form must match the
name on file for the RID you entered in
Block 60.

If a recipient has two initials instead of a first
name, enter the first initial along with a space,
then the second initial and no periods. If a
recipient’s first name contains an apostrophe,
enter the first name including the apostrophe.
Examples: For recipient A. B. Doe, enter "Doe
A B" with no punctuation. For recipient D’Andre
Doe, enter "Doe D’Andre" with an apostrophe
and no spaces.

12 Admission Date/Start Enter the total days represented on this claim
Date of Care that are not covered. This is not required for
outpatient claims.

Enter numerically the date (MM/DD/YY) of
admission for inpatient claims; date of service
for outpatient claims; or start of care (SOC) for
home health claims.

13 Admission hour Military time (00 to 23) must be used for the

(required field) time of admission for inpatient claims or time
of treatment for outpatient claims. Code 99 is
not acceptable. This block is not required for
outpatients (TOB 141) or home health claims

(TOB 331).
14 Type of admission Enter the appropriate type of admission code
for inpatient claims:
1 Emergency
2 Urgent
3 Elective
4 Newborn (This code requires the use
of special source of admission code
in Block 20)
5 Trauma Center
15 Source of admission Enter the appropriate source of admission

code for inpatient claims.
For type of admission 1, 2, or 3
Physician referral
Clinic referral
HMO referral
Transfer from a hospital
Transfer from a skilled nursing facility
Transfer from another health care
facility
7 Emergency room
8 Court/Law enforcement
9 Information not available
For type of admission 4 (newborn)
1 Normal delivery
Premature delivery
Sick baby
Extramural birth
Information not available
Transfer from another health care
facility

OO WNPRE

o0 wWN

16 Discharge hour For inpatient claims, enter the hour of
discharge or death. Use military time (00 to
23) to express the hour of discharge. If this is
an interim bill (patient status of "30"), leave the
block blank. Code 99 is not acceptable.
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Block
No.

Description

Guidelines

17

Patient discharge status

For inpatient claims, enter the appropriate two-
digit code to indicate the patient’s status as of
the statement "through" date. Refer to the
UB-04 Billing Manual for the valid patient
status codes.

If status code 30, the total days in blocks 7
and 8 should include all days listed in the
statement covers period. If any other status
code is used, do not count the last date of
service (discharge date).

18-28

Condition Codes

Used to indicate EPSDT-Referrals, Family
Planning Services, and Co-payment
exemptions.

Al Denotes services rendered as the
result of an EPSDT screening. Block
78 must also contain the screening
10-digit NPl number.

A4 Denotes services rendered as the
result of family planning and will
exempt the claim from copay.

Al Denotes services rendered for Native
American Indian with an active user
letter and will exempt the claim from
copay.

29

Accident State

REQUIRED ONLY IF AUTO ACCIDENT:
Indicate two-digit state abbreviation where the
accident occurred.

31-34

Occurrence Codes

Accident related occurrence codes are
required for diagnoses between 80000-99499.

39-41

Value Codes and
Amounts

Enter the appropriate value code and amount
according to the following:

73  Denotes the Medicare Paid Amount

74  Denotes the Medicare Allowed Amount

80 Denotes the Covered Days

81 Denotes the Non-Covered Days

82 Denotes the Co-Insurance Days

83 Lifetime Reserve Days

Al Denotes the Medicare Deductible
Amount

A2 Denotes the Medicare Co-Insurance
Amount

42,43

Revenue codes,
revenue description

Enter the revenue code(s) for the services
billed. Revenue 001 (total) must appear on
each claim. If entering NDC information, enter
N4 qualifier in the first two positions, left
justified, followed immediately by the 11
character NDC number (no hyphens).

44

HCPCS/Rates

Inpatient Enter the accommodation
rate per day.

Home Health Home Health agencies must
have the appropriate HCPCS
procedure code.

Outpatient Outpatient claims must have
the appropriate HCPCS,
procedure code.

The UB-04 claim form is limited to 23 detail

charges.
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Block
No.

Description

Guidelines

45

Service date

Outpatient: Enter the date of service that the
outpatient procedure was performed.

Nursing Homes: Enter the beginning date of
service for the revenue code being billed.
Span Billing: When filing for services such as
therapies, home health visits, dialysis,
hospice, and private duty nursing within a
month, the time period being billed should be
entered in form locator (FL) 6 (statement
covers period). In FL 45, the service date
should be the first date in the statement
covers period. The number of units should
match the number of services reflected in the
medical record.

46

Units of service

Enter total number of units of service for
outpatient and inpatient services. For inpatient
claims, this will be same as covered plus non-
covered days.

47

Total charges

Enter the total charges for each service
provided.

48

Non-covered charges

Enter the portion of the total that is non-
covered for each line item.

50

Payer

Enter the name identifying each payer
organization from which the provider might
accept some payment for the charges.

56

NPI Number

Enter the 10- digit NPl Number

58

Insured’s name

Enter the insured’s name.

60

Insurance identification
number

Enter the patient’s 13-digit RID from the
Medicaid eligibility verification response and
the policy numbers for any other insurance on
file. Effective January 17, 2011, the Alabama
Medicaid Agency is phasing out the
acceptance of the old Medicaid ID Number
(number beginning with ‘000”). Only the new
Medicaid ID number (number beginning with a
“5") will be accepted for claims processing
purposes for claims received on or after
January 17, 2011.

61

Insured group’s name

Enter the name of the group or plan through
which the insurance is provided to the insured.

62

Insurance group number

Enter the group number of the other health
insurance.

66

ICD Version Indicator

The qualifier denotes the version of the ICD
reported. 9=Ninth Revision 0=Tenth Revision.

67

Principal diagnosis code
Present on admission
indicator

Enter the ICD-9 diagnosis code for the
principal diagnosis to the highest number of
digits possible (3, 4, or 5). Do not use decimal
points in the diagnosis code field.

Enter the present on admission (POA)
indicator in shaded part of the field. This
indicator is required for certain diagnosis
codes and only on inpatient claims.

Valid values are:

Y — Diagnosis was present at time of inpatient
admission.

N — Diagnosis was not present at the time of
inpatient admission.

U — Documentation insufficient to determine if
condition was present at the time of inpatient
admission.

W — Clinically undetermined. Provider unable
to clinically determine whether the condition
was present at the time if inpatient admission.
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Up to 3...into this field.

Block
No.

Description

Guidelines

67A-67Q

Other diagnosis codes
Present on admission
indicator

Enter the ICD-9 diagnosis code to the highest
number of digits possible (3, 4, or 5) for each
additional diagnosis. Do not use decimal
points in the diagnosis code field. Enter one
diagnosis per block.

Enter the present on admission (POA)
indicator in the shaded part of the field. This
indicator is required for certain diagnosis
codes and only on inpatient claims.

69

Admitting diagnosis

For Inpatient Claims: Enter the admitting
ICD-9 diagnosis code to the highest number
of digits possible (3, 4, or 5). Do not use
decimal points in the diagnosis code field.

5-26

70

Patient Reason DX

For Outpatient claims only- Enter the
diagnosis for reason the recipient came in for
treatment. Up to 3 patient reason diagnosis
codes may be entered into this field.

NOTE: This diagnosis is not always the same
as the primary diagnosis.

73

Medicaid
emergency/accident
indicator

Enter an "H" to indicate that the service was
rendered as a result of a home accident or
treatment due to disease.

Enter an "E" to indicate a certified emergency.
A certified emergency ER claim must be
certified by the attending physician.

Both values may be entered, as applicable.

T4a-74e

Principal and other
procedure codes and
dates

For inpatient hospital claims only, enter the
ICD-9 procedure code for each surgical
procedure and the date performed. Up to 5
surgical procedure codes and dates may be
entered into this field.

76

Attending Physician ID

Enter the attending physician’s NPI number
and the appropriate qualifier “OB” followed by
the physician’s license number. Refer to the
Alabama Medicaid Agency Provider License
Book for a complete listing of valid license
numbers.

77

Operating physician ID

For inpatient hospital claims only, if surgical
procedure codes are entered in Block 74,
enter the surgeon’s NPl number and the
appropriate qualifier “OB” followed by the
surgeon’s license number.

78

Other physician ID

Enter the referring physician’s NPl number
followed by the appropriate qualifier “DN” for
the following types of referrals:
* EPSDT referrals
st
* Patient 1 referrals
* Lock-in Physician referrals
If not applicable, leave blank

80

Remarks

Use this block to provide remarks, as
appropriate. Examples include, but are not
limited to the following:

e  TPL paid (MM/DD/YY)
e  TPL denied (MM/DD/YY)
. Retroactive eligibility award date
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5.5

Completing the ADA Dental Form

This section describes how to complete the 2006 ADA Dental form for submission
to HP. For a list of providers who bill for services using the ADA Dental form,
please refer to Section 5.1.1, Valid Alabama Medicaid Claim Types.

These instructions are intended for use for all providers who bill using this claim
form; for program-specific billing information, please refer to Chapter 13, Dental.

Only version 2006 ADA Dental form is acceptable. If you experience problems with
HP processing your forms, contact HP for resolution.

ADA Dental Electronic Billing

Electronic billers must submit ADA Dental claims in approved formats. Providers
may bill up to 50 details per dental (837 Dental transaction) claim type.

Providers can obtain Provider Electronic Solutions software from HP free of charge.
Providers may also use Medicaid’s Interactive Web Portal. HP also provides
specifications to providers developing in-house systems, software developers, and
vendors. Because each software developer is different, location of fields may vary.
Contact the software developer or vendor for this information. Direct development
requirements and questions to the HP Electronic Claims Submission Help Desk at
1(800) 456-1242.

ADA Dental Claim Form Paper Billing

HP does not supply the ADA Dental claim form. Providers may obtain copies of the
claim form from a printer of their choice.

Claims must contain the billing provider's complete name, address, and NPI.
Critical claim information includes:

¢ Recipient’s first and last name as it appears when verifying eligibility. NOTE:
Recipient’s Medicaid cards can have the name spelled differently that what is
in our system.

o Recipient’s 13-digit Medicaid number— NOTE: Effective January 17, 2011, the
Medicaid number submitted must begin with a “5”. Medicaid will DENY any
claims received on or after January 17, 2011, that are submitted with the old
Medicaid ID number (number beginning with “000”).

e First two characters of the provider group name
e Provider’s 10-digit NPI

A claim without the above information cannot be processed. Each claim form must
have a provider signature, initials by a stamped signature, or an agreement on file
with HP to omit signature requirement. Refer to section 5.1.7, Provider Signatures,
for appropriate signature requirements.

Because HP uses a new scanning process, do not use a blue pen to
complete paper claims. Do not circle, underline, write notes or highlight any
information on the claim. Send original claim forms only; do not send
copies.
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Providers should submit typewritten or computer-generated paper claims whenever
possible to speed up the data entry process. Keep in mind the following guidelines:

e Make sure typed information does not fall outside the specific boxes.

e Change printer ribbons often, since claims with print too light to be scanned will
be returned.
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5.5.1 ADA Dental Blank Claim Form

ADA, Denlal_Clalm Form

HEADER INFORMATION

1. Type of Transaction (Mark all applicable boxes)
D Statement of Actual Services D Request lor Predetermination/ Preauthorzation
[Jepsorirue xix

2. Predetermination/ Preautharization Mumber

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3}
12. Pollcyholder/Subscriber Name (Last, First, Middie nitial, Sufli), Address, City, State, Zip Code

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Mame, Address, City, State, Zip Coda

13, Date of Birth (MM/DDICCYY) olider/Subscriber ID (SSN or ID#)

L
OTHER COVERAGE

16. Plan/Group Numnber

4. Other Dental or Madical Coverage? [ No (Skip 5-11) [ ves (compiate s-11)

5. Nama of PolicyholderSubscriber in 84 (Last, First, Middie Inftial, Sulfic)

7. Gentar

Civ C=

6, Date of Birth (MMDIVCCYY) 8. Palicyl 1D [SSN or DB}

10, Pafient’ s Relationship to Person Named i #5

[Jset  [Ispouse [ Jospencen [ otner

9. Plan/Group Numbar

11. Cthar Insyrance Company/Dantal Benefit Plan Name, Address, City, State, Zip Code

23. Patiant ID/Account # (Assignad by Dentist)

RECORD OF SERVICES PROVIDED

! .
2 |
2 ;
4 |
s !
£ :
z :
8 ;
° :
10 H
MISSING TEETH Parmanent Pritrary 2. Othar i E
34, (Place an o on 6 7 8|9 10 11 12 13 14 15 16]A B ¢ D E|F & H I 4 Feals) :

27 26 25/2¢ 23 22 21 20 19 8 17]7T s R o Plo N M Lk [saTosirel :

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

38. | have been Informed of the treal
chargas for dental sarvices and maten
1he treating dentist of dental practice b

4nd associated lees. | agree 1o be responsibie tor al
. painqwmm“.r‘nmmmmummmmu
n

a

g all o< a partion of
my

38, Place of Traatment
[ Providers office [_] Hosptat [ Jecr [ cuner

38, Mumber of Enclosures [00 1o 99)
i el

such charges. To (he exienl permitied by hulwlﬁ UF uga and di

health

infarmalion ke carry out payment activities in connection this claim,

.
Palignt/Guardian signature Data

40. |s Treaiment for Orthodontics?
[N (skip 41-42) [ Jves iGompiete 41-¢2)
42 Months of Ti 44, al P

41. Date Applance Placed (MM/DD/CCYY)

44. Date Prict Placemeant (MMDDICCYY)

37. | hereby authorize and direct
deniist or dental eniily

olfirwise payabie 1o me, drectly i the below named

X
Subscriber signature Date

[ to [ ves icompiete 4y
45, Treatment Aesulling from

D Occupational inass/injury ] other actident
46. Dale of Accident (MWDDICCYY) | 47 Auto Accident State

D Aulo accident

BILLING DENTIST OR DENTAL ENTITY (Leave biank if dentist o dental ertity ks ot

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

Claim on behall of the patient or iInsured/subscriber)

48. Name, Address, City, State, Zip Code

s‘a"l’:mm cariffy that he procedures as indicatad by date are in progress {ior procedures that require mutliols
or

X
Sigrid { Treating Demtist) Cale
54. NPl 55. License Numbar
56. Address, City, State, Zip Code LA ravider
| Specialy Code
48 NP1 150_ Licansa Numoer 51.SSN or TIN
5% Prcoe E2A. Addional 57. Phona | i
- - 3 t A 5B Additional
Number | ) Provider D Numbec | ) - Provider 1D

-
2006 American Dental Association
J400 (Same a5 ADA Dental Claim Form — J401, JA02, J403, J404)
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5.5.2 ADA Dental Filing Instructions

The instructions describe information that is required to be entered in each of the
block numbers on the ADA Dental Form. Block numbers not referenced in the
table may be left blank. They are not required for claims processing by HP.

ADA
Block No.

ADA Description
Alabama Medicaid Use

Guidelines

3

Company/Plan Name, Address,
City State, Zip Code

For Medicaid Claims enter:
HP,

P.O.Box 244032,
Montgomery, AL 36124-4032

4-11

Other Coverage
[These blocks are only required if
patient has other insurance].

4. Other Dental or Medical Coverage?
Check the applicable box

5. Name of Policyholder/subscriber in #4. Enter
other insured's name
(Last, First, Middle Initial, Suffix)

8. Policy Holder/Subscriber Identifier (SSN
or ID#) Enter the Other Insurance Policy
Number

9. Plan/Group Number
Enter the plan/group number

10. Relationship to Insured
Check the applicable box

11. Other insurance Company/Dental Benefit

Plan Name, Address, City, State, Zip
Code

12

Policyholder/subscriber name
(Last, First, Middle Initial, Suffix)
Address, City, State, Zip Code
[Medicaid Recipient Information]

Enter the Medicaid recipient's name as Last,
First. Enter the name EXACTLY as it is given to
you as a result of the eligibility verification
transaction. Please note the name on the claim
must match the information on the HP system
for the Medicaid number. If the recipient has
two initials instead of a first name, enter the first
initial with a space, then the second initial
without periods.

If a recipient’s name contains an apostrophe,
enter the first name including the apostrophe.
Examples: For recipient A. B. Doe, enter Doe, A
B without punctuation.

For recipient D’Andre Doe, enter Doe, D’Andre
with an apostrophe and no spaces.

15

Subscriber Identifier (SSN or ID#)

Enter the recipient’s 13-digit Medicaid Number
(RID) from the Medicaid eligibility verification
response. For instructions on performing
eligibility verification transaction, please refer to
Chapter 3 of the provider billing manual,
Verifying Recipient Eligibility. Effective January
17, 2011, the Alabama Medicaid Agency is
phasing out the acceptance of the old Medicaid
ID Number (number beginning with ‘000”). Only
the new Medicaid ID number (number
beginning with a “5”) will be accepted for claims
processing purposes for claims received on or
after January 17, 2011.

24

Procedure Date
(MM/DD/CCYY)

Enter numerically (MM/DD/CCYY) the date of
service for each procedure provided.
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ADA ADA Description Guidelines

Block No. Alabama Medicaid Use

25 Area of the Oral Cavity If applicable, enter the Oral Cavity Designation
Code associated with the procedure being
performed on a specific tooth.

00 —Full Mouth

01 —Upper Arch

02 —Lower Arch

09 —Other Area of Oral Cavity

10 —Upper Right Quadrant

20 —Upper Left Quadrant

30 —Lower Left Quadrant

40 —Lower Right Quadrant

L —Left

R—Right

There are few procedures that require an oral
cavity designation code. Some of these
include but are not limited to D4341, D4355,
D4910, D7970 and D7971.

27 Tooth Number(s) or Letter(s) Enter the appropriate tooth number for the
permanent teeth (01-32) or the appropriate
letter for primary teeth (A-T) as indicated on
the claim form.

Enter AS — TS for children and 51-82 for
adults with supernumerary teeth regardless of
location in maxilla or mandible.

Permanent teeth must be two-digit fields. For
tooth number 1-9, you must indicate 01-09.

28 Tooth Surface Enter the appropriate tooth surface alpha
character of the tooth on which the service is
performed (BDM, MOB, MODL, MODBL).
The block is left blank for exams, X-rays,
fluoride and crowns.

M — Mesial F — Facial; Labial

O — Occlusal L — Lingual or Cingulum
D - Distal | — Incisal

B —Buccal; Labial

29 Procedure Code Enter the appropriate ADA procedure code(s)
for the procedure.

31 Fee Enter the usual and customary charges for
each line of service listed. Charges must not
be higher than the fees charged to private pay
patients.

35 Remarks The only information that should be written in
this section is “TPL Denial Attached” and the
date of the third party denial (other insurance)
Make sure the EOB denial statement is
attached. NO OTHER comments should be
written in this section.

38 Place of Treatment Check applicable box.

***Jse the Hospital box to indicate outpatient
hospital or inpatient hospital.

45-47 Treatment Resulting from If applicable, check applicable box.

If auto accident, provide date of accident
(mm/dd/ccyy) and the two-digit state
abbreviation of the state in which the accident
happened.

48 Billing Dentist or Dental Entity Enter the billing provider's name, street

(Name, Address, City, State, Zip address, city, state, and zip code.
Code)

49 NPI Enter the Organizational/Billing NPl number.

52A Additional Provider ID Enter the billing provider's Alabama Medicaid

provider number.
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ADA ADA Description Guidelines

Block No. Alabama Medicaid Use

53 Treating Dentist and Treatment Each claim form must have a provider

Location Information signature, initials by a stamped signature, or an
[provider’s signature] agreement on file with HP to omit signature
requirement.
Refer to the Alabama Medicaid Provider
Manual, Chapter 5 section 5.1.7, Provider
Signatures, for appropriate signature
requirements.

54 NPI Enter the NPI of the actual dentist performing
the service, i.e. the treating (rendering or
performing) NPl nhumber.

56A Provider Specialty Code Enter the taxonomy code of the treating
(rendering or performing) dentist.

58 Additional Provider ID Enter the treating (rendering or performing)

provider's Alabama Medicaid provider number.
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5.6

Completing the Pharmacy Claim Form

This section describes how to complete the pharmacy claim form for submission to
HP. For a list of providers who bill for services using the pharmacy claim form,
please refer to Section 5.1.1, Valid Alabama Medicaid Claim Types.

These instructions are intended for use for all providers who bill using this claim
form; for program-specific billing information, please refer to Chapter 27,
Pharmacy.

Pharmacy Electronic Billing

Electronic billers must submit pharmacy claims in approved formats. Providers can
obtain Provider Electronic Solutions software from HP free of charge. Providers
may also use Medicaid’s Interactive Web Portal. HP also provides specifications to
providers developing in-house systems, software developers, and vendors.
Because each software developer is different, location of fields may vary. Contact
the software developer or vendor for this information. Direct development
requirements and questions to the HP Electronic Claims Submission Help Desk at
1(800) 456-1242.

Pharmacy Paper Billing

Medicaid pharmacy claim forms may be purchased through HP. Providers may
also obtain copies of the claim form from a printer of their choice. For scanning
purposes, these forms must be printed using red dropout ink.

Claims must contain the billing provider's complete name, address, and NPI.
Critical claim information includes:

¢ Recipient’s first and last name

¢ Recipient’s 13-digit Medicaid number— NOTE: Effective January 17, 2011, the
Medicaid number submitted must begin with a “5”. Medicaid will DENY any
claims received on or after January 17, 2011, that are submitted with the old
Medicaid ID number (number beginning with “000”).

e First two characters of the provider group hame
e Provider’s 10-digit NPI
e Rx number (cannot be more than 7 digits)

A claim without the above information cannot be processed. Each claim form must
have a provider signature, initials by a stamped signature, or an agreement on file
with HP to omit signature requirement. Refer to section 5.1.7, Provider Signatures,
for appropriate signature requirements.
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5.6.1 Pharmacy Blank Claim Form

ALABAMA MEDICAID PHARMACY CLAIM XIX-DC-10-93

RECIPIENJ ORIG RX DATE TPL CARRIER INFORMATION PHYSICIAN LICENSE NO.
NAME 1 CARRIER CODE/
CO. NAME
2
MEDICAID
NUMBER 3 POLICY NO.
SUBMIT TO
PHARMACY PROVIDER NO./NAME  DATE DISPENSED THIS IS TO CERTIFY THAT THE FOREGOING INFORMATION P.0. BOX 244032
IS TRUE, ACCURATE, AND COMPLETE AND THE CLAIM IS MONTGOMERY, ALABAMA 36124-4032
UNPAID. | UNDERSTAND THAT PAYMENT OF THIS CLAIM
WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY
FALSIFICATION OR CONCEALMENT OF A MATERIAL FACT
PHARMACY ADDRESS MAY BE PROSECUTED UNDER FEDERAL AND STATE LAWS.
COPAY PRIOR
AUTHORIZATION NO.
PHARMACIST 1
2
EIVED 3
G CODE
N ™ s REFILL(S) ARY
ER NO. PRODUCT/ D G. PLY TH| NO. CENTS
2
3
TOTAL
DOLLARS CENTS | " DOLLARS CENTS | "2 DOLLARS CENTS | "o
JL PP JE PP PP PP PP
October 2013
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5.6.2 Pharmacy Filing Instructions

The instructions describe information that must be entered in each of the fields on
the Pharmacy Form. Fields not referenced in the table may be left blank. They
are not required for claims processing by HP.

Field Description

Guidelines

Recipient name and
Medicaid number

Enter the recipient’s name exactly as it is given to you as a
result of the eligibility verification transaction. Please note
that the recipient name on the claim form must match
the name on file for the RID you entered in the
Medicaid Number block. Effective January 17, 2011, the
Alabama Medicaid Agency is phasing out the acceptance
of the old Medicaid ID Number (number beginning with
‘000"). Only the new Medicaid ID number (number
beginning with a “5”) will be accepted for claims processing
purposes for claims received on or after January 17, 2011.
For recipients who have two initials for their first name,
enter the first initial with a long space, then the second
initial and no periods. For example, A. B. Doe would be
filed as Doe A B. For recipients who have an apostrophe in
their first name, enter the first letter of the first name and
the apostrophe. For example, D’Andre Doe would be filed
as Doe D’Andre.

Orig. Rx Date

Enter the date of the original prescription

TPL Carrier Information

Complete this portion only if the recipient has other
insurance.

Carrier code/Co. hame The insurance company
name or carrier code may be
obtained from Appendix K of
this manual or by calling the
HP Provider Assistance
Center at 1 (800) 688-7989.
The insured’s insurance
policy number

Policy no.

Physician’s license no.

Enter the physician’s state license number or National
Provider Identifier (NPI), which should display on the
prescription

Pharmacy license
no./name

Enter the 10-digit NPl and name

Date dispensed

Enter the date the prescription is dispensed to the recipient

Pharmacy address

Enter the pharmacy street address, city, state, and zip
code.

Pharmacist

An authorized representative must sign his or her name or
initial his or her computer-generated, stamped, or typed
name.

Received by

Obtain the recipient’s signature or enter "Signature on file"
if the provider has the recipient’s signature on file (such as
a sign in sheet) as verification that the recipient was
present on the date of service for which the provider seeks
payment.

Copay

Enter "P" if the recipient is pregnant to indicate copay
exemptions.

Enter “A” if the recipient is a Native American Indian with
an active user letter to indicate copay exemptions.

Prior Authorization

For prior authorization requests approved by Medicaid, the
prior authorization number will be automatically entered
into the claims system by Medicaid’s contractor.

Enter the ten-digit prior authorization number
(0000999527) only when using the 72 hour emergency
supply prior authorization number.

Rx number

Enter the prescription number

Drug code

Enter the NDC code
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Field Description

Guidelines

B/N

Brand Necessary. This field is also known as the "Dispense as
Written (DAW)" or Product Selection field. Valid values are as
follows:

@=No Product Selection Indicated-This is the field default
value that is appropriately used for prescriptions where product
selection is not an issue. Examples include prescriptions written
for single source brand products and prescriptions written using
the generic name and a generic product is dispensed.

1=Substitution Not Allowed by Prescriber-This value is used
when the prescriber indicates, in a manner specified by prevailing
law, that the product is to be Dispensed As Written.

2=Substitution Allowed-Patient Requested Product
Dispensed-This value is used when the prescriber has indicated,
in a manner specified by prevailing law, that generic substitution
is permitted and the patient requests the brand product. This
situation can occur when the prescriber writes the prescription
using either the brand or generic name and the product is
available from multiple sources. (Not permitted by Alabama
Medicaid)

3=Substitution Allowed-Pharmacist Selected Product
Dispensed-This value is used when the prescriber has indicated,
in a manner specified by prevailing law, that generic substitution
is permitted and the pharmacist determines that the brand
product should be dispensed. This can occur when the prescriber
writes the prescription using either the brand or generic name
and the product is available from multiple sources.

4=Substitution Allowed-Generic Drug Not in Stock-This value
is used when the prescriber has indicated, in a manner specified
by prevailing law, that generic substitution is permitted and the
brand product is dispensed since a currently marketed generic is
not stocked in the pharmacy. This situation exists due to the
buying habits of the pharmacist, not because of the unavailability
of the generic product in the marketplace.

5=Substitution Allowed-Brand Drug Dispensed as a Generic-
This value is used when the prescriber has indicated, in a
manner specified by prevailing law, that generic substitution is
permitted and the pharmacist is utilizing the brand product as the
generic entity.

6=Override (Not permitted by Alabama Medicaid)

7=Substitution Not Allowed-Brand Drug Mandated by Law-
This value is used when the prescriber has indicated, in a
manner specified by prevailing law, that generic substitution is
permitted but prevailing law or regulation prohibits the
substitution of a brand product even though generic versions of
the product may be available in the marketplace.

8=Substitution Allowed-Generic Drug Not Available in
Marketplace-This value is used when the prescriber has
indicated, in a manner specified by prevailing law, that generic
substitution is permitted and the brand product is dispensed since
the generic is not currently manufactured, distributed, or is
temporarily unavailable.

9=Substitution Allowed- Plan Requests Brand Dispensed —
This value is used when the prescriber has indicated, in a
manner specified by prevailing law, that generic is permitted, but
the plan’s formulary requests the brand product to be dispensed.

Note: These "Dispense as Written" values are required for
the DAW field for electronic pharmacy claims. For more
information on DAW, please visit Chapter 27 of the Billing
Manual.
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Field Description Guidelines

Quantity Enter the quantity or number of units dispensed.

Please note there are five (5) spaces on the claim form

for quantity. All five spaces must be completed.

There are three dispensing units:

e Each (ea): tablets, capsules, suppositories, patches,
and insulin syringes. For example, one package of
Loestrin should be coded on the claim form as 00021.

o Milliliter (ml): Most suspensions and liquids will be billed
per milliliter. Most injectables that are supplied in
solution are also billed per milliliter. For example, a 5ml
of ophthalmic solution should be coded 00005.

e Gram (gm): Most creams, ointments, and powders will
be billed per gram. For example, a 45gm tube of
ointment should be coded as 00045.

If a product is supplied in fractional units (for instance,
a 3.5gm tube of ointment), Medicaid providers should
submit claims involving decimal package sizes for the
exact amount being dispensed. In this example, the
guantity billed should be 0003.5

Days supply Enter the amount of time the medication dispensed should
last. The days supply is limited to 34.
Refills Enter the number of refills authorized by the prescribing

physician. Values can be 0-11 for non-controlled drugs, O-
5 for Class IlI-V narcotics, or 0 for Class Il narcotics.
Alabama Medicaid will not recognize values greater than 11.

Usual and customary Enter the amount (dollars and cents) of your customary
charge.

TPL payment/denial These fields are completed only if the recipient has other

information insurance. If the other insurance makes a payment, it should

be indicated in the dollars/cents field. The appropriate
NCPDP other coverage reason code must also be indicated.
If the other insurance did not make a payment, the
dollars/cents field should be zero, but the NCPDP other
coverage reason code must be included.
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heading
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Form

Deleted: Medical

5-38

Completing the Medical Medicaid/Medicare Related
Claim Form

Medical and inpatient institutional claims filed to Medicare (at BCBS Alabama)
crossover directly to Medicaid weekly for claims processing. Providers should wait
at least 21 days from the date of the Medicare Explanation of Medical Benefits
(EOMB) before electronically filing a medical or inpatient crossover claim to HP
Outpatient institutional claims, out-of-state Medicare claims, and those medical and
inpatient claims 21 days old or older must be submitted electronically to HP using
the appropriate Medicare/Medicaid-related Claim Form.

Electronic billers must submit crossover claims in approved formats. Provider
Electronic Solutions software allows crossover billing via the 837 Institutional
transactions and is available from HP free of charge for providers. Providers may
also use Medicaid’s Interactive Web Portal. Specifications are also available to
providers developing in-house systems, software developers, and vendors.
Because each software developer is different, location of fields may vary. Contact
the software developer or vendor for this information. Direct development
requirements and questions to the HP Electronic Claims Submission Help Desk at
1 (800) 456-1242.
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5.7.1 Medical Medicaid/Medicare-related Blank Claim Form Replaced form
MEDICAL
MEDICAID/MEDICARE
Do not write m this space. Do not use red ik to complete this form. RELATED CLAIM
1. RECIFIENT INFORMATION 2. OTHER INSURAMNCE INFORMATION
2 Medicaid ID a. mwh:esﬂwmiw {Except Medicare)?
b. First Name b. if other insurance rejected, attach rejection to
completed claim and mail to HP and enter date TPL
c. Last Mame was denied here (MMIDDMNY).
d. Med. Rec. # c. If ather nswrance paid, attach the completed Medicaid Other Insurance
= Fateni Aol B Attachment form (ALTPLO1) and mad to HP.
(Optional)

3. DIAGNOSIS CODES

B. G. D. E F. 4. VERSIOMN: 8=ICD-0, 0=ICD-10 | |

G. H. L J K. L

5. DETAIL OF SERVICES PROVIDED

a DATES OF SERVICE | c. NDC : g. h MEDICARE
= . . DIAG —
FROM | mau | T°° | 4 PROCEDURE v | MoD | org | CHARGES i i k. L
CODE ALLOWED | COINS. | DEDUCTIELE |  PAID

' I ||

5 TOTALS [ = B = T A

It is mot necessary to attach Medicare EOME to — -
this claim unless claim dates of service are over 7. Billing Provider Name
one year old AND Medicare payment is less than — B
120 days old. 7. Billing Provider IO

4. Performing Provider Name

of W
o
[=%
®

p

8. Performing Provider ID

o]
(2]
[=1
m

Submit completed claim to:
8. Billing Provider mailing address required in block below:

HP

Post Office Box 244032

Montgomery, AL 36124-4032

Form 340 Revised 10/12
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Added: Medical

Medicaid/Medicare-
related Claim Filing
Instructions section

Deleted: Medicaid1b#
Added: Recipient Information

Deleted: First-NameLastName,-Med
OtherInsurance

Added: Other Insurance Information

Deleted: Name-of other-insurance

company
Deleted:

Deleted: insurance-company-carrier
code

Deleted: 1%DX,2™ DX,3" DX, 4" DX

Added: Diagnosis Codes, A-L, Enter the
diagnosis...the DX fields.

Added: Version, Enter 9 for ICD-9
diagnosis codes

5-40

5.7.2 Medical Medicaid/Medicare-related Claim Filing
Instructions

The Medical Medicaid/Medicare-related claim form may be obtained from HP at no
charge when an Administrative Review is being requested. For scanning purposes,
only those forms printed with red dropout ink will be accepted.

NOTE:

Providers must use the Medical Medicaid/Medicare-related claim form when
billing Medicaid for Medicare Advantage plan co pays. These claims will be
processed by Medicaid in the same manner as a Medicare paid claim. When
providers file a secondary claim to Medicaid, they should use the original
Medicare number in the HIC # field on the crossover claim rather than the
Medicare Advantage Plan’s assigned number. Medicare Advantage co pays
should be reported in the Medicare Coinsurance field.

Refer to Appendix L, AVRS Quick Reference Guide, for information on checking

claim status.

This form is required for all medical Medicare-related claims in lieu of the CMS-
1500 claim form and the Medicare EOMB. The only required attachments are for
third party denials or TPL attachment form if third party paid. The Medicare
EOMB is no longer required.

The (837) Professional and Institutional electronic claims and the paper claim have
been modified to accept up to four Procedure Code Modifiers.

Block Number

Field Description

Guidelines

Recipient Information

a. Enter the recipient’s 13-digit RID number.
Effective January 17, 2011, the Alabama
Medicaid Agency is phasing out the
acceptance of the old Medicaid ID Number
(number beginning with ‘000"). Only the
new Medicaid ID number (number
beginning with a “5”) will be accepted for
claims processing purposes for claims
received on or after

January 17, 2011.

Enter the recipient’s first name.

Enter the recipient’s last name.

d. Enter the recipient's medical record
number. (Optional)

e. Enter recipient’s patient account number
(to be referenced on the Remittance
Advice (RA) for patient identification). Up
to 20 characters may be entered into this
field. (Optional)

oo

2 Other Insurance a. Covered by other insurance (Except
Information Medicare)? Enter Y if yes or N if no
b.  If other insurance rejected attach rejection
to completed claim and enter date TPL
was denied (MM/DD/YY)
c. If other insurance paid attach TPL form
(ALTPLOL1) to the claim.
3 Diagnosis Codes A. - L. Enter the diagnosis codes in these
blocks to the highest number of digits possible
(3, 4, or 5). Do not enter decimal points in the
DX fields.
4 Version Enter 9 for ICD-9 diagnosis codes
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Block Number

Field Description

Guidelines

5

Detail of Services Provided

a.

b.

Enter the from and through dates in
MMDDYY format.

Enter the two-digit place of service as filed
to Medicare.

Enter identifier N4 and the National Drug
Code (NDC) for the procedure, if required.
Enter the five-digit procedure code.

Enter the number of units of service.
Enter the modifiers for the procedure
code. Enter up to 4 modifiers.

Enter diagnosis pointer (Ex. Enter A or B)
Enter the charge for each line item.

Enter the Medicare allowed amount for
each line item.

*FQHC, PBRHC, and IRHC should enter
the per diem encounter rate established
by Medicaid for the facility for each line
item.

Enter the Medicare coinsurance amount
for each line item. Do not enter Medicaid
copayment amount. Do not enter
Medicare payments.

Enter the amount applied to the Medicare
deductible for each line item.

Enter the Medicare paid amount for each
line item

*FQHC, PBRHC, and IRHC should enter
the Medicare per diem paid amount for
each line item.

Totals

Total for charges.

Total for allowed amount.
Total for coinsurance amount.
Total for deductible amount.
Total for paid amount.

Billing Provider Name

Enter the billing/payee provider name.

Billing Provider ID

olple oo oe

o

NPI: Enter the NPI of the billing/payee
provider

Taxonomy: Enter the taxonomy code of
the billing provider (optional)

Qu: Enter the appropriate qualifier code
for the secondary identifier. If using the
legacy Medicaid provider number, use
qualifier code “1D".

Secondary ID: Enter the secondary
identifier for the billing provider ID. The
secondary identifier should be the legacy
Medicaid provider number. This is an
optional field, but is required for providers
with multiple service locations.

Performing Provider Name

Enter the name of the provider which
performed the service.

October 2013
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Added: required in block below

5.8

5-42

Block Number Field Description

Guidelines

8 Performing Provider ID

b.

C.

NPI: Enter the NPI of the provider which
performed the service.

Taxonomy: Enter the taxonomy code for
the provider which performed the service.
(Optional)

Qu: Enter the appropriate qualifier code
for the secondary identifier. If using the
legacy Medicaid provider number, use
qualifier code “1D".

Secondary ID: Enter the secondary
identifier for the performing provider. The
secondary identifier should be the legacy
Medicaid provider number of provider
which rendered the service. This is an
optional field, but is required for providers
with multiple service locations.

9 Provider Mailing Address
required in block below

Enter the billing address, city, state, and zip
code for the rendering (performing) provider.

Effective January 1, 2009, the Institutional Medicaid/Medicare
related claim form is no longer accepted. Please refer to
instructions on completing the UB-04 claim form to indicate

Medicare information.

Required Attachments

Providers are required to submit attachments for particular services. The table
below describes Alabama Medicaid required attachments.

third party.

Attachment Guidelines
Third party denials other than Providers must submit legible copies of third party
Medicare denials when billing Medicaid services denied by a

Third party payment other than
Medicare

When a claim must be submitted on paper for an
administrative or manual review and a third party
payment was made, attach form ALTPL-01 10/12.

NOTE:

NOTE:

All third party denials must be attached with the claim and sent hard copy.
Claims with third party denials may not be sent electronically.

When a claim must be submitted on paper for administrative or manual review
and third party insurance has made a payment or applied charges to patient
responsibility, Form ALTPL-01 10/12 — Medicaid Other Insurance Attachment
must be attached with the claim and sent hard copy.
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5.8.1 TPL Attachment Forms

Providers are to submit TPL forms when third party payment is made. These forms
are scanned and matched electronically with the related claims before processing.

5.8.1.1 TPL Attachment Blank Form

Do not write in this space. Do not use red ink to complete this form.

OTHER INSURANCE ATTACHMENT

MEDICAID

1. Billing Provider ID a

Hame

2. Medicaid ID a

Name

3. List other payors in order of rezponsibility. Sequence 1=Primary, 2=Secondary, 3=Terliary

SEQ b.

a.
HEALTH PLAN ID

PAYOR MAME AND ADDRESS

C.
POLICY NUMBER

d.
DATE PAID

4. Indicate TPL payment amounts per claim detail. (Note: For header amount on Institutional claims use detail number 0.}

a. b. C.
DTL PAYOR SEQ COPAY

d.

COINSURANCE

2,
DEDUCTIBLE

f.

TPL PAID

Submit completed claim to:
HP

Post Office Box 244032
Montgomery, AL 36124-4032

Form ALTPL-01 10/12

October 2013
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5.8.2 TPL Attachment Filing Instructions

Added: TPL . . o . . . .
Attachment Filing The instructions describe information that is required to be entered in each of the block
Instruction section numbers on the Medicaid Other Insurance Attachment Form. Block numbers not

referenced in the table may be left blank. They are not required for claims
processing by HP.

Block Number Field Description Guidelines
1 Billing Provider ID a. Enter billing Provider NPI
b. Enter billing Provider name
2 Medicaid ID a. Enter recipient Medicaid ID
b.  Enter the recipient full name
3 List of Payors Enter the following information in order of
responsibility:
a. Health Plan ID
b. Payor name and Address
c. Policy Number
d. Date Paid
4. TPL payment amounts Enter the TPL amounts per claim detail.

Note: For header amount on institutional claims use
detail number 0.

Detail number

Payor sequence

Copay amount

Coinsurance amount

Deductible amount

. TPL paid amount

Note: Sequence 1= Primary, 2= Secondary, 3=
Tertiary

pooop

-+
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5.9

5.8.3 Required Consent Forms

Consent forms are no longer required attachments with the claim form. The
accompanying claim may be sent electronically however, the actual forms must be
sent hard copy to the claims address. These forms are scanned and matched
electronically with the related claims before processing.

Consent Form Guidelines
Sterilization consent form A sterilization consent form is required for tubal
ligations and vasectomies.
Hysterectomy consent form A hysterectomy consent form is required when

seeking payment for reasons of medical necessity,
and not for purpose of sterilization.

Abortion certification form An abortion certification and documentation of
abortion form are required for abortions. Medicaid will
not pay for any abortion or services related to an
abortion unless the life of the mother would be
endangered if the fetus were carried to term.

Adjustments

Adjustments may be performed only on claims paid in error (for example,
overpayments, underpayments, and payments for wrong procedure code, incorrect
units, or other errors). The adjustment process allows the system to "take back" or
cancel the incorrect payment and reprocess the claim as if it were a new claim.
Providers must submit their adjustment requests electronically. For all waiver
provider claims adjustment refer to Chapter 107 — Waiver Services.

5.9.1 Online Adjustments

Providers can submit electronic adjustments using the HP Provider Electronic
Software or vendor-supplied software designed using specifications received from
HP. Through this process, providers can recoup previously paid claims with dates
of service up to three years old. Claims within the timely filing limit may be adjusted
for correction and resubmitted for accurate payment the same day the electronic
adjustment is made.

To submit electronic online adjustments, providers must use accurate information
relating to the previously paid claim. The HP Provider Electronic Solutions software
or provider’s vendor system will require that provider submit a new (837)
Professional, Institutional or Dental transaction, with Original Internal Control
Number (ICN) field populated. This electronic adjustment claim will be assigned a
new ICN number with a region of 52.

The adjustment claim will process accordingly, and result in a new (835) electronic
Remittance Advice (RA) and the original claim information will appear on the 835
(RA) as a void, if processed within the same check write cycle.

Adjustments appear in the Adjusted Claims section of the provider Remittance
Advice (RA) and consist of two segments: Credit (Repaid at lower amount/denied)
and Debit (Repaid at higher/same amount). The Credit segment lists the amount
owed to HP from the original paid claim. This amount will also display in the
Financial Items section of the RA as a deduction.

The Debit segment indicates there is a repayment of an original claim and provides
a complete breakdown of corrected information. The paid amount is included in the
total paid claims amount.

An Adjustment occasionally results in a denied claim. Denied Adjustments do not
display in the Adjusted Claims section on the RA, they are listed in the Denied
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Claims section. The amount is withheld from the current explanation of payment
and listed in the Financial Items section.

Refer to Chapter 6, Receiving Reimbursement, for more information relating to
adjustments as described in the RA.

The filing deadline applies to any claim that must be resubmitted due to an
adjustment.

5.10 Refunds

If you receive payment for a recipient who is not your patient or are paid more than
once for the same service, it is your responsibility to refund the Alabama Medicaid
Program.

Provide refunds to the Medicaid Program by using the Check Refund Form (a
sample can be found in Appendix E) accompanied by a check for the refund
amount. Make the check payable to:

HP — Refunds
P.O. Box 241684
Montgomery, AL 36124-1684

Please provide the following information in the appropriate fields on the Check
Refund Request exactly as it appears on your Remittance Advice (RA) for each
refund you send to HP:

e Provider Name and NPI

e Your check number, check date, check amount

e 13-digit claim number or ICN (from RA)

e Recipient’s Medicaid ID number and name (from RA)
e Dates of service

e Date of Medicaid payment

e Date of service being refunded

e Services being refunded

e Amount of refund

e Amount of insurance received, if applicable (third party source other than
Medicare)

e Insurance name, address and policy number
e Reason for return (from codes listed on form)
e Signature, date and telephone number

This information will allow your refunds to be processed accurately and efficiently.
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5.11

All third party payments must be applied toward services for which payment was
made. These payments may not be applied against other unpaid accounts. If
providers receive duplicate payments from a third party and Medicaid, all
duplicate party payments must be refunded within 60 days by:

e Sending a refund of insurance payment to the Third Party Division, Medicaid,;
or

e Requesting an adjustment of Medicaid payment (a copy of the request must
be sent to the Third Party Division, Medicaid).

Providers are responsible for ensuring that Medicaid is reimbursed from any third
party payment made to a source other than Medicaid as a result of the provider
releasing information to the recipient, the recipient’s representative, or a third party.

Inquiring about Claim and Payment Status

Providers may use any of several options to inquire about claim and payment
status:

e Call AVRS Provider Electronic Solutions Software
o Review the Remittance Advice (RA) for the corresponding checkwrite
e Contact the HP Provider Assistance Center at 1(800) 688-7989

e Contact HP Provider Relations in writing at HP Attn: Provider Relations P.O.
Box 241685 Montgomery, AL 36124-1685.

e Access the Alabama Medicaid Agency Interactive Services Website at
https://www.medicaid.alabamaservices.org/ALPortal

Calling AVRS

Please refer to Appendix L, AVRS Quick Reference Guide, for instructions on using
AVRS to inquire about claim and payment status.

Contacting the HP Provider Assistance Center

The HP Provider Assistance Center (PAC) is available Monday through Friday,
8:00 a.m. — 5:00 p.m. at 1(800) 688-7989. An assistance center representative can
answer your questions about claim status, eligibility, or other claims related issues.
It is recommended that you use AVRS, Provider Electronic Solutions
Software or access the Alabama Medicaid Agency Interactive Services
website before calling the HP Provider Assistance Center. To ensure the
Assistance Center is available to all providers, HP must limit providers to
three transactions per telephone call. Through AVRS, however, providers
may perform up to ten inquiries, including prior authorization requirements,
claim status inquiries, and multiple eligibility verification requests.

When a provider calls the Provider Assistance Center, the PAC representative logs
a "ticket" in the call tracking system, including the NPI, contact name and number,
and a description of the problem, question, or issue. If the issue is resolved during
the call, the PAC representative records the resolution and closes the ticket. If the
issue requires research, the PAC representative records the issue and keeps the
ticket in an open status. Other HP and Medicaid personnel can review the open
ticket and participate in the resolution of the issue. The ticket stays open in the call
tracking system until the issue is resolved. This enables HP to monitor its service to
providers.
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Contacting HP in Writing

Providers may contact HP in writing to resolve more complex billing issues. This
correspondence will be reviewed by HP Provider Relations, which is composed of
field representatives who are expert in Medicaid billing policy. HP will respond to
written inquiries within seven (7) business days and telephone inquiries by the end
of the next business day.

The difference in response time occurs because HP’ Provider Assistance Center is
fully staffed during regular business hours, and can receive, resolve, or forward all
billing and claim-related calls, ensuring they are answered in a timely fashion.
Provider Representatives, who provide responses to written requests, travel on a
regular basis, providing billing assistance to the Alabama Medicaid provider
community. It is therefore recommended that providers contact the Provider
Assistance Center to begin the inquiry process, and follow up with written
correspondence as the need arises.

Accessing the Alabama Medicaid Agency Interactive Services Website

The Alabama Medicaid Agency Interactive Services secure website gives you the
opportunity to view claim status and eligibility verification inquiries and to upload
and download standard X12 and NCPDP transactions.

Contact HP Helpdesk if you need a User ID and Password.
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6.1

Receiving Reimbursement

This chapter describes the Remittance Advice (RA) report and the
reimbursement schedule for Medicaid fee-for-service claims.

Reimbursement information specific to managed care is described in
Chapter 39, Patient 1* of this manual.

Remittance Advice (RA) Report

It is the responsibility of each provider to follow up on claims submitted to HP.
The Remittance Advice (RA) is a vital tool for this process. The RA indicates
claims that have been adjudicated (paid or denied) and lists claims that are
currently in process (suspended claims). Providers are urged to examine
each RA carefully and to maintain the document for future reference. Claims
listed as claims in process are being processed and will appear on one of the
next two RAs as paid, denied, or still in process.

Effective March 1, 2010, Medicaid no longer prints and distributes paper RAs
to providers. A provider can receive an electronic copy of the RA or download
a copy from the WEB. The electronic copy is the 835 Health Care Claim
Payment/Advice. The electronic media has been expanded to include more
information. Providers wishing to receive the 835 must be assigned a
‘submitter ID” and an indicator must be set in the system to generate the
electronic report. The Electronic Remittance Advice Agreement Form is
available on the Alabama Medicaid website.

The EOB (Explanation of Benefit) code that displays next to a paid or denied
claim explains the adjudication of the claim. A provider who wishes to
question a paid or denied claim should do so by calling the HP Provider
Assistance Center at 1(800) 688-7989. To request an adjustment of a
previously paid claim, refer to Section 5.10, Adjustments, for more
information.

Any claim that does not appear on an RA within forty-five working days from
the time of submission should be resubmitted immediately. Before
resubmitting, please verify that the claim has not been returned to you for
correction or additional information.

Providers are required to maintain a copy of each claim submitted. The claim
copies should be used for comparison if there are questions concerning the
disposition of claims as shown on the RA.
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6.1.1 Provider Remittance Advice (RA)

Twice a month, providers are issued a single remittance check or Electronic
Funds Transfer (EFT) transaction for all claims that have been processed for
payment for that checkwrite’s pay period.

The RA displays the paid or denied status of adjudicated (settled) claims, as
well as lists claims currently in process, claims credited to the Medicaid
Agency, and any refunds that are processed. The sections of the RA are
described in the following paragraphs.

Each page displays the payee provider's submitter ID, name, address,
National Provider Identifier (NPI) and the service location name, if different
from the payee name, printed as it currently appears on HP’ provider file. The
RA number and checkwrite date display on each page of the RA as well.

The columns that display at the top of every page correspond to the header
information in the sections that list paid and denied claims. Detail information
for each claim has heading descriptions on each claim.

Claim data pages sort together by claim type, then in Adjusted, Paid, Denied
and In Process within claim type. The exception is Inpatient Encounter
claims. These claims sort within the inpatient claim type following each
inpatient claim status section.

First Page

A “Banner Message” from HP appears on this page. The “Banner Message”
delivers information to the provider community and includes updates to
current policies and procedures.

Paid Claims

The RA lists a payment for each claim in alphabetical order by recipient last
name.

Claims are grouped by claim type, with a total for each. A grand total of paid
claims and paid amounts displays at the end of this section.

Paid claims may include an EOB code to provide more information about the
payment amount. For example, a provider may bill an amount higher than
Medicaid allows for a procedure. The EOB code next to this paid claim
explains why the provider received a lower payment than he submitted.

Paid claims have been finalized. No additional action will be taken on them
unless the provider or Medicaid requests an adjustment and makes
appropriate corrections.
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Denied Claims

The RA lists each denied claim in alphabetical order by recipient last name.
An EOB appears beside each claim. Please reference the listing at the end of
each RA that defines the codes used on that RA.

Claims are grouped by claim type, with a total for each. A grand total of
denied claims and billed amounts displays at the end of this section.

Denied claims are finalized. No additional action will be taken on them unless
the provider makes appropriate corrections and re-files the claim. This section
also includes denied adjustments.

Claims In Process

The Claims In Process section of the RA lists claims currently in process for
the provider, in alphabetical order by recipient last name. Claims that appear
in this section are paid, denied or suspended as appropriate on a future RA.
Providers should not submit inquiries or resubmit suspended claims as long
as they appear on the RA as suspended. If a claim appears in this section for
more than two remits, please contact the HP Provider Assistance Center to
verify the status of this claim.

RA Claim Page Field Descriptions

Most of the field descriptions for each of the claim type Adjusted, Paid,
Denied, and In Process are the same. Each claim type/Status may have
fewer of the fields and a few have fields specific to the claim type. For
example, Dental contains tooth references, Drug contains NDC codes.

The following table lists the fields in all the claims sections. The table includes
all fields that display on all claim types. The Adjustments pages contain a few
more fields that are described in the next section.

Note: The fields listed in the following tables are based on information
available at the time of publication. The information is subject to change
based on further review.

Field Description

Name Displays the recipient's last name, and first name.
Claims are displayed in alphabetical order by last name.

Pat Acct No. Displays the Patient Account Number assigned to the
recipient by the provider.

ICN Displays the internal control number of the claim. Use
this number when inquiring about the claim.

MRN Displays the Medical Record Number assigned to the
recipient by the provider.

Rendering Provider Displays the National Provider Identifier (NPI) of the
rendering provider.

Attending ID Displays the National Provider Identifier (NPI) of the
attending physician, if applicable.

Recipient ID Displays the 12 digit recipient Medicaid ID number as
submitted by the provider.

Admit Date Displays the admitting date submitted on the claim, if
applicable.
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Field

Description

Dispense Date

Displays the dispense date submitted on the claim, if
applicable.

Days

Displays the number of days submitted on the claim, if
applicable.

Dates Of Service

First Date Of Service - Last
Date Of Service,

Displays the dates of service submitted on the claims in
MMDDYY format. This displays for each line item billed,
if applicable.

Dist Plan (District Plan)

Displays the District Plan Code for the inpatient claim, if
applicable

Surf (Tooth Surface)

Displays the tooth surface on the detail line, if applicable.

POS Or PL SERV (Place Of
Service)

Displays the place of service as submitted on the claim,
if applicable.

TN (Tooth Number)

Displays the tooth number on the detail line, if
applicable.

Procedure/Revenue/ NDC
Code

Displays these codes as they were submitted on the
claim. This displays for each line item billed, if
applicable.

Modifiers Displays the procedure code modifiers as they were
submitted on the claim.
Desc Displays the first six characters of the NDC code

description

Billed Amount

Displays the amount billed on the claim. This displays for
each line item billed, if applicable.

Non Allowed

Displays the amount of the billed amount that Medicaid
will not cover. This displays for each line item billed, if
applicable.

Allowed Amount

Displays the amount of the billed amount that Medicaid
will cover. This displays for each line item billed, if
applicable.

Patient Liability

This displays the patient liability applied to the claim
payment, if applicable.

TPL Amount Displays the amount paid by a third party insurance. This
displays for each line item billed, if applicable.
Paid Amount Displays the amount Medicaid paid the provider for the

claim. This displays for each line item billed, if
applicable.

HEADER And DETAIL EOBS

Displays an Explanation Of Benefit code about claim
adjudication. This displays for each header and line item
billed, if applicable.

Copay Amount This displays the copay applied to the claim payment, if
applicable.

QTY Or UNITS Displays the quantity or units submitted.

Rx No. Displays the prescription number.

Total Billed Displays the total billed for all the claim.
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Field Description

Total Non Allowed Displays the total payment that Medicaid will not cover
for all the claims.

Total Allowed Displays the total allowed amount for all the claims.

Total Patient Liability Displays the total patient liability for all the claims.

Total Copay Amount Displays the total copay for all the claims.

Total TPL Amount Displays the total TPL for all the claims.

Total Paid Amount Dlis_plays the total amount of Medicaid payment for the
claims.

Adjusted Claims

This section of the RA lists adjustments made to correct payment errors in
alphabetical order by recipient last name. Each adjustment has a single
‘mother’ line with the Internal Control Number (ICN) of the claim that is
adjusted, followed by the ‘daughter’ claim with the adjustment ICN.

Additional Payment: If the adjustment generates an additional
payment, the additional amount is displayed below that adjustment.

Net Overpayment (AR): If the adjustment generates an accounts
receivable, the amount due is displayed below that adjustment.

Refund: If a cash receipt is posted for a claim, the amount applied is
displayed below that adjustment.

Financial Transactions Page

There are three sections:

Payouts: This lists non-claim expenditures made to the provider.
Refunds: This lists cash receipts received from the provider.

Accounts Receivable: This lists both non-claim and claim accounts
receivables. A non-claim AR may be set up to be reduced for a
specific dollar amount or percentage per financial cycle. This section
displays the original amount, the amount applied and the remaining
balance for each AR.
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Summary Page

This page of the RA is divided into two sections. Claim activity reports first,
followed by payment reporting.

Payment reporting is displayed as follows:

e The ‘top’ of the payment section contains payment information and
the check/EFT amount appears as NET PAYMENT. If a credit
balance is due to Medicaid, this number will appear as $0.00. The
amount owed to Medicaid is contained on the CREDIT BALANCE
DUE ‘letter’ at the end of the RA.

e If you are to receive a Capitation Payment, it will appear as a single
line and the amount in this ‘top’ section.

e The ‘bottom’ of the payment section displays any other financial data
that may affect your NET EARNINGS.

o If any of your payment is being sent to the IRS, the deduction amount
is noted in the ‘bottom’ section, and detailed in a message at the very
bottom of the page.

Each section displays current and year-to-date totals.

The last RA issued for the calendar year notifies providers of the amount
submitted to the Internal Revenue Service for tax reporting.

Third Party Insurance Information

If a claim has denied for third party insurance, the claim ICN will post on this
page with the third party carrier and policy information.

EOB Codes

Following the summary page is a listing of definitions for the EOB codes used
on each statement. This section also contains Adjustment codes identifying
adjustments.

Encounter Data

These sections of the RA contain encounter claim data and follow each of the
Inpatient pages as the main part of the RA. The encounter data is for
informational purposes only and does not show any dollar amounts paid.
However, the provider should resubmit any correctable denied encounter data
claims for payment. The plan code identifies the payer of these claims
followed by the district. Example: PXX would be a Maternity Care claim
processed by the Maternity Contractor in district XX and HXX would be a PHP
claim processed by district XX.
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Reimbursement Schedule

Claims that have been accepted for processing either through electronic
submission or manually by HP staff are processed on a daily basis. Payment
for these claims is disbursed based on the twice a month checkwriting
schedule as approved by the Alabama Medicaid Agency.

Information regarding checkwriting schedules is listed in the bimonthly
publication of the Alabama Medicaid Provider Bulletin and can also be
obtained on the Medicaid website at www.medicaid.alabama.gov
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7.1

Understanding Your Rights and
Responsibilities as a Provider

This chapter describes provider rights and responsibilities as mandated by the
Alabama Medicaid Agency Administrative Code. The chapter contains the
following sections:

e Provider Responsibilities
e Medicare/Medicaid Fraud and Abuse Policy
e Refunds

Provider Responsibilities

Providers who agree to accept Medicaid payment must agree to do so for all
medically necessary services rendered during a particular visit. For example,
if pain management services are provided to Medicaid recipients during labor
and delivery, (such as, epidurals or spinal anesthetic) these services are
considered by Medicaid to be medically necessary when provided in
accordance with accepted standards of medical care in the community.
Medicaid covers these services. Providers may not bill Medicaid recipients
they have accepted as patients for covered labor and delivery-related pain
management services.

Providers, including those under contract, must be aware of participation
requirements that may be imposed due to managed care systems operating
in the medical community. In those areas operating under a managed care
system, services offered by providers may be limited to certain eligibility
groups or certain geographic locations.

This section describes provider responsibilities such as maintenance of
provider information, retention of records, release of confidential information,
compliance with federal legislation, billing recipients, and agreement to the
certification statement described in the Alabama Medicaid Agency
Administrative Code.

7.1.1 Maintenance of Provider Information

Providers must promptly advise the HP Provider Enrollment Department in
writing of changes in address (physical or accounting), telephone number,
name, ownership status, tax ID, and any other information pertaining to the
structure of the provider’s organization (for example, rendering providers).
Failure to notify HP of changes affects accurate processing and timely claims
payment. Send change requests to:

HP Provider Enrollment
P.O. Box 241685
Montgomery, AL 36124-1685
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7.1.2 Reporting Change of Ownership Information

Medicaid requires the owner of a Medicaid enrolled facility to report any
change of ownership to Medicaid 30 business days prior to making such
change. A change of ownership requires that all parties involved shall
collaborate to ensure that services are billed and paid to the correct owner
using the correct NPl number.

Effective January 1, 2009, currently enrolled providers will be required to
complete the Change of Ownership Information form and mail to the System
Support Unit, Alabama Medicaid Agency, 501 Dexter Avenue, Montgomery,
Alabama 36103. This information will be used in determining how the
change in ownership will be processed. If necessary, Medicaid will instruct
HP to close the provider’s file. This form can be obtained by accessing
Medicaid’s website: www.alabama.medicaid.gov.

The new owner must submit a complete Medicaid Provider Enrollment
Application packet to enroll as a Medicaid provider. The effective date of the
new owner’s enrollment is either the date of the sale or the date the
application is received, whichever is later.

7.1.3 Retention of Records

The provider must maintain and retain all necessary records, Remittance
Advices (RAs), and claims to fully document the services and supplies
provided to a recipient with Medicaid coverage. These must be available,
upon request, for full disclosure to the Alabama Medicaid Agency. The
Alabama Medicaid Agency Administrative Code, Chapter 1, states the
following:

Alabama Medicaid providers will keep detailed records in
Alabama, of such quality, sufficiency, and completeness
except as provided in subparagraph (5) Rule No. 560-X-16-
.02, that will fully disclose the extent and cost of services,
equipment, or supplies furnished eligible recipients. These
records will be retained for a period of three (3) years plus the
current year.

In the event of ongoing audits, litigation, or investigation, records must be
retained until resolution of the ongoing action.

The provider must be able to provide, upon request and at no charge to
Medicaid, related state or federal agencies, or the Alabama Medicaid fiscal
agent, HP, original records. These records may include, but are not limited to,
documents relating to diagnostic tests, treatment, service, laboratory results,
and x-rays.

Providers will make all such records available for inspection and audit by
authorized representatives of the Secretary of Health and Human Services,
the Alabama Medicaid Agency, and other agencies of the State of Alabama.
Provider records and operating facilities shall be made available for inspection
during normal business hours.
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Providers participating in the Alabama Medicaid program shall make
available, free of charge, within ten (10) days, the necessary records and
information to Medicaid investigators, members of the Attorney General's
staff, or other designated Medicaid representatives who, in the course of
conducting reviews or investigations, have need of such documentation to
determine fraud, abuse, and/or other deliberate misuse of the Medicaid
program. Depending on the number of records requested, Medicaid may
provide a reasonable extension.

Failure to supply requested records might result in recoupment of the paid
claims in question and additional action as deemed necessary by Medicaid
including referral to law enforcement agencies.

Information pertaining to a patient's charges or care may be released only as
directed by the Medicaid Regulations (see the Alabama Medicaid Agency
Administrative Code, Chapter 20, for information pertaining to Third Party).

7.1.4 Release of Confidential Information

Information about the diagnosis, evaluation, or treatment of a recipient with
Medicaid coverage by a person licensed or certified to perform the diagnosis,
evaluation, or treatment of any medical, mental or emotional disorder, or drug
abuse, is usually confidential information that the provider may disclose only
to authorized people. Family planning information is sensitive, and
confidentiality must be assured for all recipients.

Records and information acquired in the administration of the Social Security
Act are confidential and may be disclosed only under the conditions
prescribed in the rules and regulations of the U.S. Department of Health and
Human Services (HHS) or on the express authorization of the Commissioner
of Social Security. The regulations of HHS regarding the confidentiality of
records and information apply to both governmental and private agencies
participating in the administration of the Program; to institutions, facilities,
agencies, and persons providing services; and to those administrative
services under an agreement with a provider of services. The rules governing
release of private information and disclosure of classified information are
contained in Chapters 20 and 27 of the Alabama Medicaid Agency
Administrative Code, which is available to all Alabama Medicaid providers.

Information furnished specifically for purposes of establishing a claim under
the Medicaid Program is subject to these rules. Such information includes the
individual’'s Medical Assistance (Medicaid Title X1X) Identification (ID)
Number, facts relating to entitlement to Medicaid benefits, other medical
information obtained from state of Alabama agencies or the Medicaid Fiscal
Agent, HP.

7.1.5 Compliance with Federal Legislation

Participating providers of services under the Medicaid Program must comply
with the requirements of Titles VI and VIl of the Civil Rights Act of 1964,
Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of
1975, and the Americans with Disabilities Act of 1990.

Under the provisions of these Acts, a participating provider or vendor of
services receiving federal funds is prohibited from making a distinction based
on race, color, sex, creed, handicap, national origin, or age.

October 2013 7-3



Understanding Your Rights and Responsibilities as a Provider

7-4

Once accepted, recipients must have access to all portions of the facility and
to all services without discrimination. Recipients may not be segregated within
any portion of the facility, provided a different quality of service, or restricted in
privileges because of race, color, sex, creed, national origin, age, or
handicap.

Medicaid is responsible for investigating complaints of noncompliance. Send
written complaints of noncompliance to the following address:

Alabama Medicaid Agency Commissioner
501 Dexter Avenue
P. O. Box 5624
Montgomery, AL 36103-5624

7.1.6 Utilization Control — General Provisions

Title XIX of the Social Security Act, Sections 1902 and 1903, mandates
utilization control of all Medicaid services under regulations found at Title 42,
Code of Federal Regulations, Part 456. Utilization review activities required by
the Medicaid program are completed through a series of monitoring systems
developed to ensure services are necessary and in the appropriate quality
and quantity. Both recipients and providers are subject to utilization review
monitoring.

Utilization control procedures safeguard against unnecessary care and
services (both under and over utilization), monitor quality, and ensure
payments are appropriate according to the payment standards defined by the
Alabama Medicaid Agency. Most monitoring is performed using the
Surveillance and Utilization Review (SUR) system, and the Quality
Improvement and Standards Division. However, utilization review may also
involve an examination of particular claims or services not within the normal
screening when a specific review is requested by the Alabama Medicaid
Agency or any related state or federal agency.

All providers identified as a result of provider review are made available to the
Provider Review Department of the Alabama Medicaid Agency.

The primary goal of utilization review is to identify providers with practice
patterns inconsistent with the federal requirements and the Alabama Medicaid
Program scope of benefits. This review relies on a number of parameters
including comparison of resource utilization with that of the provider’s peer
group.

The principal approach to resolution of inappropriate use is education of the
provider. The education may include a provider representative visit or letter to
assist with the technical aspects of the program, and (or) a physician
education visit or letter to explain program guidelines relative to medical
necessity, intensity of service, and the appropriateness of the service.

Depending on the intensity of the identified problem, the letter or visit may
result in a review of claims before payment. This is indicated on the provider
records maintained by HP, and may refer to claims for similar services, or all
claims submitted by a particular provider. All claims that match the review
criteria determined by Medicaid will suspend for manual review. As part of the
review process, providers may be required to submit supporting
documentation (for example, the medical record extract) for billed services.
The documentation is used to ascertain the medical necessity for the services
rendered.

October 2013



Understanding Your Rights and Responsibilities as a Provider

7.1.7 Provider Certification

The Medicaid Program is funded by both the state and the federal
government. Therefore, the providers of medical services are required to
certify compliance with, or agreement to, various provisions of both state and
federal laws and regulations. The agreements required by the Medicaid
Program are explained in the following paragraphs.

Payment for services is made on behalf of recipients to the provider of service
in accordance with the limitations and procedures of each program.

Offering incentives and advertising discounts.

Provider is prohibited from offering incentives (such as discounts, rebates,
refunds, or other similar unearned gratuity or gratuities) other than an
improvement(s) in the quality of service(s), for the purpose of soliciting the
patronage of Medicaid recipients. Should the Provider give a discount or
rebate to the general public, a like amount shall be adjusted to the credit of
Medicaid on the Medicaid claim form, or such other method as Medicaid may
prescribe. Failure to make a voluntary adjustment by the Provider shall
authorize Medicaid to recover same by then existing administrative
recoupment procedures or legal proceedings.

Advertising the waiver of, or routinely waiving, Medicaid copayments is a
prohibited “remuneration” under Section 22-1-11, Code of Alabama and
1128B of the Social Security Act (SSA). Section 1128A (i) (6) of the SSA
defines “remuneration” to include waiver of coinsurance and deductible
amounts, unless (1) the waiver is not part of an advertisement or solicitation,
(2) the provider does not routinely waive deductibles and copays, and (3) the
provider either waives the amount after determining the recipient is in financial
need or fails to collect the payment after making reasonable collection efforts.

Medicaid payment can never be made directly to recipients.

By submitting Medicaid claims, the provider agrees to abide by policies and
procedures of the Program as reflected by the information and instructions in
the Alabama Medicaid Agency Administrative Code. The provider also agrees
to the following certification statement: "This is to certify that the foregoing
information is true, accurate, and complete. | understand that payment of this
claim will be from Federal and State funds, and that any falsification or
concealment of a material fact may be prosecuted under Federal and State
laws." The requirements for this certification may be found in 42 Code of
Federal Regulations §447.18.

Services must be reasonable and medically necessary.

Medicaid is continuously evaluating and updating medical necessity for claims
payment. In an effort to ensure accurate coding and payment of claims,
diagnosis/procedure code criteria is applied. The correct use of a CPT or ICD-
9 code alone does not guarantee coverage of a service. All services must be
reasonable and necessary in the specific case and must meet the criteria of
specific governing policies. Medical record documentation must support
coding utilized in claim and/or prior authorization submission.
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7.1.8 Billing Recipients

When the provider of medical care and services files a claim with the
Medicaid Program, the provider must agree to accept assignment. By
accepting assignment, the provider agrees to accept the Medicaid
reimbursement, plus any cost-sharing amount to be paid by the recipient, as
payment in full for those services covered under the Medicaid Program. The
Medicaid recipient, or others on his behalf, must not be billed for the amount
above that which is paid on allowed services.

Recipients may not be billed for claims rejected due to provider-
correctable errors or failure to submit claims in a timely manner.

The recipient may be billed for services that are non-covered and for which
Medicaid will not make any payment. Services that exceed the set limitation
(for example, physician visits, hospital visits, or eyeglasses limit) are
considered non-covered services. Medicaid does not reimburse providers for
completing forms for school, family medical leave or other purposes not
requested at the time of service. Providers may bill the recipient for this
service under certain conditions. Providers are requested to confer with and
inform recipients prior to the provision of services about their responsibilities
for payment of services not covered by the Medicaid program. The
requirements for payment can be found in 42 Code of Federal Regulations
§455.18.

Recipients under 21 may qualify for additional Medicaid covered services
beyond the yearly benefit limit. If treatment is deemed medically necessary to
correct or improve conditions identified through the EPSDT screening
process, these services will not be considered in the normal benefit
limitations.

7.1.9 Payment Adjustment for Provider Preventable
Conditions (PPC’s)

Medicaid is mandated to meet the requirements of 42 CFR Part 447, Subpart

A, and sections 1902(a)(4),1902(a)(6), and 1903 with respect to non-payment

for Provider Preventable Conditions (PPC’s) and Other Provider Preventable
Conditions (OPPCs).

No reduction in payment for a PPC will be imposed on a provider when the
condition defined as a PPC for a particular patient existed prior to the initiation
of treatment for that patient by that provider.

It is the responsibility of the provider to identify and report any PPC and not
seek payment from Medicaid for any additional expenses incurred as a result
of the PPC.

Non-payment of PPCs shall not prevent access to services for Medicaid
beneficiaries.

To be reportable, PPC’s must meet the following criteria:

e The PPC must be reasonable preventable as determined by a root
cause analysis or some other means.

e The PPC must be within the control of the provider.
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e The PPC must be clearly and unambiguously the results of a
preventable mistake made and provider procedures not followed, and
not an event that could otherwise occur.

e The PPC must result in significant harm. The OPPC'’s for
considerations should be limited to those that yield a serious adverse
result. Serious adverse result is defined as one that results in death,
a serious disability or a substantial increase in the duration and/or
complexity of care that is well beyond the norm for treatment of the
presenting condition. A serious disability is defined as a major loss of
function that endures for more than 30 days, is not present at the time
services were sought and is not related to the presenting condition.

e Any process for identifying non-payable events must actively
incorporate some element of case-by-case review and determination.
While the source and cause of some adverse events may be clear,
most would require further investigation and internal root cause
analysis to determine the cause of the serious preventable event and
to assign ultimate accountability.

Inpatient Hospitals must report Hospital Acquired Conditions (HACs) on the
UB-04 claims form. Refer to Provider Manual Chapters 19 (Hospital) and 33
(Psychiatric Treatment Facilities).

All providers must report OPPCs via encrypted emailing of the required
information to:

AdverseEvents@medicaid.alabama.qgov.

Providers that do not currently have a password for the Adverse Event
reporting may require one by contacting Jerri Jackson at
Jerri.Jackson@medicaid.alabama.gov or via phone at 334-242-5630.

Reportable OPPCs include but are not limited to:
e Surgery on a wrong body part or site
e Wrong surgery on a patient
e Surgery on a wrong patient
The following information is required for reporting:
e Recipient first and last name
e Date of Birth
e Medicaid humber
e Date event occurred
e Eventtype

A sample form is on the Alabama Medicaid Agency website at
http://www.medicaid.alabama.gov under Programs/Medical Services/Hospital
Services. Providers may submit their own form as long as it contains all of
the required information.
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7.1.10 340 B Entities

The Veterans Health Care Act of 1992 enacted section 340 B of the Public
Health Services Act, "Limitation on Prices of Drugs Purchased by Covered
Entities". This Section provides that a manufacturer who sells covered
outpatient drugs to eligible 340B entities must sign a pharmaceutical pricing
agreement with the Secretary of Health and Human Services in which the
manufacturer agrees to charge to Medicaid a price for covered outpatient
drugs that will not exceed the average manufacturer price decreased by a
rebate percentage.

Eligible 340B entities are defined in 42 U.S.C. § 256b(a)(4).

When an eligible 340B entity, other than a disproportionate share hospital, a
children’s hospital excluded from the Medicare prospective payment system,
a free-standing cancer hospital exempt from the Medicare prospective
payment system, sole community hospital, rural referral center, or critical
access hospital, submits a bill to the Medicaid Agency for a drug purchased
by or on behalf of a Medicaid recipient, the amount billed shall not exceed the
entity's actual acquisition cost for the drug, as charged by the manufacturer at
a price consistent with the Veterans Health Care Act of 1992, plus the
dispensing fee established by the Medicaid Agency.

A disproportionate share hospital, children’s hospital excluded from the
Medicare prospective payment system, free-standing cancer hospital exempt
from the Medicare prospective payment system, sole community hospital,
rural referral center, or critical access hospital may bill Medicaid the total
charges for the drug. As manufacturer price changes occur, the entities must
ensure that their billings are updated accordingly.

Eligible 340B entities are identified on the Department of Health and Human
Service’s website. These entities shall notify Medicaid of their designation as
a 340B provider.

Audits of the eligible 340B entities' (claims submissions and invoices) will be
conducted by the Medicaid Agency. Eligible 340B entities, other than the
providers listed above, must be able to verify acquisition costs through review
of actual invoices for the time frame specified. Charges to Medicaid in excess
of the actual invoice costs will be subject to recoupment by the Medicaid
Agency in accordance with Chapter 33 of the Administrative Code.
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7.2

Provider Rights

This section describes the fair hearings process, informal conferences,
appeals, and HP and Alabama Medicaid Agency responsibilities towards
providers participating in the Alabama Medicaid Program.

Providers have freedom of choice to accept or deny Medicaid assignment for
medically necessary services rendered during a particular visit. This is true for
new or established recipients.

The provider (or their staff) must advise each recipient when Medicaid
payment will not be accepted prior to services being rendered, and the
recipient must be notified of responsibility for the bill. The fact that Medicaid
payment will not be accepted must be recorded in the recipient’s medical
record.

7.2.1 Administrative Review and Fair Hearings

Title XIX Medical Assistance State Plan for Alabama Medicaid provides that
the Office of the Governor will be responsible for fulfillment of hearing
provisions for all matters pertaining to the Medical Assistance Program under
Title XIX. Agency regulations provide an opportunity for a hearing to providers
aggrieved by an agency action.

For policy provisions regarding fair hearings, please refer to Chapter 3 of the
Alabama Medicaid Agency Administrative Code.

When a denial of payment is received for an outdated claim, the provider may
request an administrative review of the claim. A request for administrative
review must be received by the Medicaid Agency within 60 days of the
time the claim became outdated. In addition to a clean claim, the provider
should send all relevant RAs and previous correspondence with HP or the
Agency in order to demonstrate a good faith effort at submitting a timely
claim. This information will be reviewed and a written reply will be sent to the
provider.

In the case that the administrative review results in a denial of a timely
request, the provider has the option to request a fair hearing. This written
request must be received within 60 days of the administrative review denial.

In some cases, providers should not send requests for fair hearing for denied
claims. An administrative review denial is the final administrative remedy for
the following reasons:

o Recipient has exceeded yearly benefit limits.

¢ Recipient was not eligible for dates of service.

¢ Claim was received by the Agency more than 60 days after the claim
became outdated.
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Send requests for Administrative Review to the following address, care of the
specific program area:

Administrative Review
Alabama Medicaid Agency
501 Dexter Avenue
P.O. Box 5624
Montgomery, AL 36103-5624

Include the program area in the address (for instance, write “Attn: System
Support”).

If all administrative remedies have been exhausted and the claim denies,
the provider cannot collect from either the recipient or his/her sponsor or
family.

If the Administrative Review does not result in a favorable decision, the
provider may request an informal conference before proceeding to a Fair
Hearing

NCCI Administrative Review and Fair Hearing

Individual claim denials may be appealed at three levels. The levels, listed in
order, are:

1. Redetermination Request—see section 7.2.4 below
2. Administrative Review — see below
3. Fair Hearing — see below

If all appeals have been exhausted and the claim denies, the provider cannot
collect from either the recipient or his/her sponsor or family. This denial is a
provider liability.

Administrative Review

When the redetermination request results in a denial by HP, the provider may
request an administrative review of the claim as long as the claim is within the
timely filing limit. The request should clearly explain why the provider
disagrees with the redetermination denial. The request for an administrative
review must include:

. Completed Form 403 - Request for National Correct Coding Initiative
(NCCI) Administrative Review
http://medicaid.alabama.qgov/CONTENT/5.0 _Resources/5.4 Forms_Libr
ary/5.4.1 Billing_Forms.aspx

. Corrected Paper Claim for ONLY the procedure codes that denied for
NCCI. The corrected claim must include the applicable modifier(s)

. Copy of previous request for redetermination correspondence sent to HP

. Copies of all relevant remittances advices or HP’s redetermination denial
notification

. Copy of any other useful documentation
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Send the request for an Administrative Review along with all supporting
documentation to:

NCCI Administrative Review
Alabama Medicaid Agency
Attn: System Support Unit

501 Dexter Avenue
P. O. Box 5624

Montgomery, AL 36103-5624

Documentation that is submitted after the Administrative Review request has
been filed may result in an extension of the time required to complete the
review. Further, any documentation noted in the redetermination as missing
and any other evidence relevant to the appeal must be submitted prior to the
issuance of the Administrative Review decision. Documentation not submitted
at the Administrative Review level may be excluded from consideration at
subsequent levels of appeal unless you show good cause for submitting the
documentation late.

This information will be reviewed and a written reply will be sent to the
provider within 60 days.

Fair Hearing

When the administrative review does not resolve the issue, the provider has
the option to request a fair hearing. A written request must be received within
60 days of the date of the administrative review decision. The request must
identify any new or supplemental documentation. Send the written request for
a fair hearing to:

Alabama Medicaid Agency
Attn: Office of General Counsel
501 Dexter Avenue
P. O. Box 5624
Montgomery, AL 36103-5624

7.2.2 Informal Conferences

A provider who disagrees with the findings of a utilization review may request
an informal conference. Providers must make the request in writing to the
Alabama Medicaid Agency at the above address. The informal conference is
the intermediate step between the Administrative Review and the Fair
Hearing process.

7.2.3 HP Responsibilities

The Alabama Medicaid Agency contracts with a fiscal agent to process and
pay all claims submitted by providers of medical care, services, and
equipment authorized under the Alabama Title XIX State Plan. The present
fiscal agent contract is with HP, P.O. Box 244032, Montgomery, Alabama
36124-4032. Their toll free telephone number is 1(800) 688-7989.
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HP provides current detailed claims processing procedures in a manual format
for all claim types covered by Medicaid services. HP prepares and distributes
the Alabama Medicaid Agency Provider Manual to providers of Medicaid
services. This manual is for guidance of providers in filing and preparing
claims.

Providers with questions about claims should contact HP. Only unsolved
problems or provider dissatisfaction with the response of HP should be
directed to Alabama Medicaid Agency, 501 Dexter Avenue, Montgomery,
Alabama 36104, or by calling (334) 242-5000.

7.2.4 NCCI Redetermination Process

Effective November 9, 2010, Medicaid introduced the NCCI edits into the
Medicaid claims processing system. These edits were set as “informational”
edits. On March 23, 2011, these edits were set to deny for any services that
do not meet the NCCI edit criteria and were furnished on or after October 1,
2010.

The use of applicable modifiers is critical in successful implementation of the
NCCI procedure to procedure edits. Once a claim or line item on the claim has
been denied for an NCCI procedure to procedure edit, then the claim cannot
be adjusted by the provider.

If a claim is denied for an NCCI Medically Unlikely Edit (MUE), the provider can
resubmit the claim with the correct units as long as the units are equal to or
lesser than the NCCI MUE edit allows. If the units are more than the NCCI
MUE edit allows, then an appeal must be requested.

NCCI procedure to procedure edits are coding edits, and are based on coding
principles. The Medicaid NCCI Coding is available on the CMS NCCI website
at:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Data-
and-Systems/National-Correct-Coding-Initiative.html

If the NCCI edit responsible for an NCCI denial has a modifier indicator of
“0”, an appeal can NEVER overturn the denial. These claims are final
and no appeal is applicable except for an administrative law judge who
can determine that the denied column two code should be paid. These
instances will be rare.

If the NCCI edit responsible for an NCCI denial has a modifier indicator of “1”
or is for an MUE, an appeal can be submitted.

All NCCI denials begin with an error code “59nn”. To validate a claim denied

for an NCCI error code, download the remittance advice from the web-portal
which contains the Medicaid specific error codes.
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First Level of Appeal: Redetermination Request

HP is responsible for the redeterminations, which is the first level of appeals
and adjudication functions.

When a claim is denied for NCCI, the provider may request a redetermination
as long as the claim is within the timely filing limit. A redetermination is an
examination of a claim and operative notes/medical justification by HP
personnel. The provider must complete the HP Enterprise Services Request
for NCCI Redetermination Review form. The request for a redetermination
must include:

e Completed NCCI Redetermination Review form

http://medicaid.alabama.gov/CONTENT/5.0 Resources/5.4 Forms_Libra
ry/5.4.1 Billing Forms.aspx

o Corrected Paper Claim for ONLY the procedure codes that denied for
NCCI. The corrected claim must include the applicable modifier(s)

e Operative Notes/Medical Justification/Supportive reports

Send the request for a Redetermination Review along with all supporting
documentation to:

HP Enterprise Services
Request for NCCI Redetermination
PO Box 244032
Montgomery, AL 36124-4034

HP will normally issue a decision via the remittance advice within 90 days of
receipt of the redetermination request. The ICN region for the redetermination
request will begin with ‘91’. For example: 9111082123456.

7.2.5 Alabama Medicaid Agency’s Responsibilities

The Alabama Medicaid Agency is responsible for mandating and enforcing
Medicaid policy for the Alabama Medicaid Program.

Medicare/Medicaid Fraud and Abuse Policy

The Program Integrity Division is responsible for planning, developing, and
directing Agency efforts to identify, prevent, and prosecute fraud, abuse
and/or misuse in the Medicaid Program. This includes verifying that medical
services are appropriate and rendered as billed, that services are provided by
qualified providers to eligible recipients, that payments for those services are
correct, and that all funds identified for collection are pursued.

Federal regulations require the State Plan for Medical Assistance to provide
for the establishment and implementation of a statewide surveillance and
utilization control program that safeguards against unnecessary or
inappropriate utilization of care and services and excess payments. The
Alabama Medicaid Agency has designated the Program Integrity Division
through its Provider Review, Recipient Review, and Investigations Units to
perform this function. These units are responsible for detecting fraud and
abuse within the Medicaid Program through reviewing paid claims history and
conducting field reviews and investigations to determine provider/recipient
abuse, deliberate misuse, and suspicion of fraud. In addition, these units are
utilized to aid in program management and system improvement.
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Cases of suspected recipient fraud are referred to local law enforcement
authorities for prosecution upon completion of investigation. Cases of
suspected provider fraud and patient abuse are referred to the Medicaid
Fraud Control Unit in the Alabama Attorney General's Office. This office was
established under Public Law 95-142 and Health and Human Services
guidelines to investigate, for possible prosecution, alleged provider fraud and
patient abuse in the Medicaid Program. The requirements can be found in 42
Code of Federal Regulations Part 455, Program Integrity: Medicaid.

7.3.1 Providers Must Screen for Excluded Individuals

The HHS Office of Inspector General (HHS-OIG) excludes individuals and
entities from participation in Medicare, Medicaid, the State Children’s Health
Insurance Program (SCHIP), and all Federal health care programs (as
defined in section 1128B(f) of the Social Security Act (the Act)) based on the
authority contained in various sections of the Act, including sections 1128,
1128A, and 1156. In addition, the Alabama Medicaid Agency also excludes
individuals and entities from participation in the Medicaid program under its
own authority as specified in 42 CFR Part 1002.

When the HHS-OIG has excluded a provider, Federal health care programs
(including Medicaid and SCHIP programs) are generally prohibited from
paying for any items or services furnished, ordered, or prescribed by excluded
individuals or entities. (Section 1903(i) (2) of the Act; and 42 CFR section
1001.1901(b)) Also, when the Medicaid Agency has excluded a provider, the
Medicaid Agency is prohibited from paying for any items or services
furnished, ordered, or prescribed by excluded individuals or entities. (42 CFR
section 1002.211) This payment ban applies to any items or services
reimbursable under a Medicaid program that are furnished by an excluded
individual or entity, and extends to:

* All methods of reimbursement, whether payment results from itemized
claims, cost reports, fee schedules, or a prospective payment system;

» Payment for administrative and management services not directly related to
patient care, but that are a necessary component of providing items and
services to Medicaid recipients, when those payments are reported on a cost
report or are otherwise payable by the Medicaid program; and

» Payment to cover an excluded individual's salary, expenses or fringe
benefits, regardless of whether they provide direct patient care, when those
payments are reported on a cost report or are otherwise payable by the
Medicaid program.

In addition, no Medicaid payments can be made for any items or services
directed or prescribed by an excluded physician or other authorized person
when the individual or entity furnishing the services either knew or should
have known of the exclusion. This prohibition applies even when the Medicaid
payment itself is made to another provider, practitioner or supplier that is not
excluded. (42 CFR section 1001.1901(b))

The listing below sets forth some examples of types of items or services that
are reimbursed by Medicaid which, when provided by excluded parties, are
not reimbursable:

* Services performed by excluded nurses, technicians, or other excluded
individuals who work for a hospital, nursing home, home health agency or
physician practice, where such services are related to administrative duties,
preparation of surgical trays or review of treatment plans if such services are
reimbursed directly or indirectly (such as through a pay per service or a
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bundled payment) by a Medicaid program, even if the individuals do not
furnish direct care to Medicaid recipients;

*Services performed by excluded pharmacists or other excluded individuals
who input prescription information for pharmacy billing or who are involved in
any way in filling prescriptions for drugs reimbursed, directly or indirectly, by a
Medicaid program;

» Services performed by excluded ambulance drivers, dispatchers and other
employees involved in providing transportation reimbursed by a Medicaid
program, to hospital patients or nursing home residents;

* Services performed for program recipients by excluded individuals who sell,
deliver or refill orders for medical devices or equipment being reimbursed by a
Medicaid program;

* Services performed by excluded social workers who are employed by health
care entities to provide services to Medicaid recipients, and whose services
are reimbursed, directly or indirectly, by a Medicaid program;

* Services performed by an excluded administrator, billing agent, accountant,
claims processor or utilization reviewer that are related to and reimbursed,
directly or indirectly, by a Medicaid program;

* Items or services provided to a Medicaid recipient by an excluded individual
who works for an entity that has a contractual agreement with, and is paid by,
a Medicaid program; and

* Items or equipment sold by an excluded manufacturer or supplier, used in
the care or treatment of recipients and reimbursed, directly or indirectly, by a
Medicaid program.

To further protect against payments for items and services furnished or
ordered by excluded parties, all current providers and providers applying to
participate in the Medicaid program must take the following steps to
determine whether their employees and contractors are excluded individuals
or entities:

* Screen all employees and contractors to determine whether any of them
have been excluded by searching the exclusion list located on the Alabama
Medicaid Agency’'s website. All providers must check the list prior to hiring
staff to ensure potential staff has not been excluded from participation in the
program. All providers must check the list again monthly to ensure existing
staff have not been excluded from participation in the program since the last
search.

» Search the HHS-OIG website by the names of any individual or entity. All
providers must search the HHS-OIG website monthly to capture exclusions
and reinstatements that have occurred since the last search.

* Providers must immediately report to Medicaid any exclusion information
discovered.

Civil monetary penalties may be imposed against Medicaid providers and
managed care entities (MCEs) who employ or enter into contracts with
excluded individuals or entities to provide items or services to Medicaid
recipients. (Section 1128A (a) (6) of the Act; and 42 CFR section 1003.102(a)

)
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7.5

Where Providers Can Look for Excluded Parties

While the MED is not readily available to providers, the HHS-OIG maintains
the List of Excluded Individuals/Entities (LEIE), a database accessible to the
general public that provides information about parties excluded from
participation in Medicare, Medicaid, and all other Federal health care
programs. The LEIE website is located at
http://oig.hhs.gov/exclusions/index.asp and is available in two formats. The
on-line search engine identifies currently excluded individuals or entities.
When a match is identified, it is possible for the searcher to verify the
accuracy of the match using a Social Security Number (SSN) or Employer
Identification Number (EIN). The downloadable version of the database may
be compared against an existing database maintained by a provider.
However, unlike the on-line format, the downloadable database does not
contain SSNs or EINs.

Additionally, Medicaid maintains an exclusion list, pursuant to 42 CFR section
1002.210, which includes individuals and entities that the State has barred
from participating in State government programs. The exclusion list is located
on the Medicaid website under the Fraud/Abuse Prevention tab. All providers
are obligated to search this list monthly whenever they search the LEIE.

Appeals

If eligibility of a provider has been terminated because of a criminal conviction
for Medicaid fraud or abuse, or because of loss of required licensure, then no
fair hearing need be given. A certified copy of the judgment of conviction or of
the decision to revoke or suspend a provider's license shall be conclusive
proof of ineligibility for further participation in the Medicaid Program. The
pending status of an appeal for any such conviction or license revocation or
suspension shall not abate the termination of Medicaid eligibility. If a
conviction, license revocation, or suspension is reversed on appeal, the
recipient or provider may apply for reinstatement to the Medicaid program.
However, Medicaid will examine the reasons for the reversal and
reinstatement will be at the sole discretion of the Commissioner.

Refunds
Medicaid Refunds

If you receive payment for a recipient who is not your patient, or are paid
more than once for the same service, please complete the Check Refund
form. Refer to Section 5.11, Refunds, for instructions on completing the form.
Appendix E, Medicaid Forms, contains a sample of the form.

Medicaid Adjustments

If you wish to have an overpayment deducted from a future remittance, do not
attach a check. Instead, state that you wish to have funds deducted from a
future remittance. If you require an adjustment on a fully or partially paid
claim, please use one of the following methods:

e Complete an online adjustment using Medicaid’s Interactive Web Portal
an online adjustment using Medicaid’s Interactive Web Portal.

e Complete an online adjustment using Provider Electronic Solutions
software or approved vendor software as described in Section 5.10,
Adjustments.
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For large numbers of adjustments, please contact the Provider Assistance
Center at 1 (800) 688-7989.

All third party payments must be applied toward services for which payment
was made. These payments may not be applied against other unpaid
accounts.

If providers receive duplicate payments from a third party and Medicaid, all
duplicate third party payments must be refunded within 60 days by:

e Sending a refund of insurance payment to the Third Party Division,
Medicaid

e Requesting an adjustment of Medicaid payment (a copy of the request
must be sent to the Third Party Division, Medicaid).

If the provider releases medical records and/or information pertaining to a
claim paid by Medicaid and, as a result of the release of that information, a
third party makes payment to a source other than the provider or Medicaid,
the provider is responsible for reimbursing Medicaid for its payment.
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8.1

Ambulance (Ground & Air)

Medicaid covers transportation costs to and from medical care facilities for
eligible recipients. The approved plan includes the following services:

e Reimbursement of ambulance service for emergency and non-
emergency situations

e Reimbursement of non-emergency transportation coordinated by the
Alabama Medicaid Agency (See Appendix G, Non-Emergency
Transportation (NET Program)

The policy provisions for transportation providers can be found in the
Alabama Medicaid Agency Administrative Code, Chapter 18.

Enrollment

HP enrolls transportation providers and issues provider contracts to
applicants who meet the licensure and/or certification requirements of the
state of Alabama, the Code of Federal Regulations, the Alabama Medicaid
Agency Administrative Code, and the Alabama Medicaid Provider Manual.

For ambulance providers, Medicaid requires a new service contract in the
following instances:

o Expiration of state license and issuance of new license
e Change of ownership

HP is responsible for enrolling any qualified ambulance service that wishes
to enroll in the Medicaid Transportation Program.

Refer to Chapter 2, Becoming a Medicaid Provider, for general enroliment
instructions and information. Failure to provide accurate and truthful
information or intentional misrepresentation might result in action ranging
from denial of application to permanent exclusion.

Federal requirements mandate providers re-enroll periodically with the
Alabama Medicaid program. Providers will be notified when they are
scheduled to re-enroll. Failure to re-enroll and provide appropriate
documentation to complete enroliment will result in an end-date being
placed on the provider file. Once a provider file has been closed for failure
to timely re-enroll, providers will have to submit a new application for
enrollment.

National Provider Identifier, Type, and Specialty

A provider who contracts with Medicaid as a transportation provider is
added-to the Medicaid system with the National Provider Identifier provided
at the time application is made. Appropriate provider specialty codes are
assigned to enable the provider to submit requests and receive
reimbursements for transportation-related claims.
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8.2

The current 10 digit National Provider Identifier (NPI) is required when
filing a claim.

Transportation providers are assigned a provider type of 26
(Transportation).

Valid specialties for transportation providers include the following:
e Emergency Ground Ambulance (260)

e Helicopter (261)

e Fixed Wing (268)

Enrollment Policy for Transportation Providers

To participate in the Alabama Medicaid Program, transportation providers
must meet the following requirements:

e Must be certified for Medicare Title XVIII

e Must maintain a disclosure of the extent and cost of services,
equipment, and supplies furnished to eligible recipients

e Must be licensed in the state of Alabama and/or the state in which
services are provided

¢ The effective date of enrollment of an Ambulance Provider will be the
date of Medicare certification. However, if a provider’s request for
enrollment is received more than 120 days after the date of their
Medicare certification, then the effective date will be the first day of the
month the enrollment is initially received by Medicaid’s Fiscal Agent.

Benefits and Limitations

This section describes program-specific benefits and limitations. Please
refer to Chapter 3, Verifying Recipient Eligibility, for general benefit
information and limitations.

Medicaid reimburses a maximum of one round trip per date of service per
recipient. A round trip consists of the transport from home base (home,
nursing home, etc) to the destination (physician’s office, hospital, etc) and
transport from the destination back to home base on the same date of
service.

Medicaid requires that the recipient be taken to the nearest hospital that
has appropriate facilities, physicians, or physician specialists needed to
treat the recipient’s condition. The hospital must have a bed or specialized
treatment unit immediately available. If the recipient is not taken to the
nearest appropriate hospital, payment will be limited to the rate for the
distance from the pick-up point to the nearest appropriate hospital.

All transportation must be medically necessary and reasonable.
Documentation must state the condition(s) that necessitate ambulance
service and indicate why the recipient cannot be transported by another
mode of transportation. Medicaid will not reimburse ambulance service if
some other means of transportation could have been used without
endangering the recipient's health.
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8.2.1 Non-Emergency Transportation (NET)
Program Services

To eliminate transportation barriers for recipients, Medicaid operates the
Non-Emergency Transportation Program (NET). The NET Program ensures
that necessary non-ambulance transportation services are available to
recipients. See Appendix G, Non-Emergency Transportation (NET)
Program, for specifics about the program.

All payments for NET services require authorization.

8.2.2 Non-Emergency Ambulance Services

Medicaid reimburses non-emergency ambulance services provided to
eligible recipients for the following origins and destinations:

e Hospital to home following hospital admission

e Home to hospitals or specialized clinics for diagnostic tests or
procedures for non-ambulatory recipients

e Home to treatment facility for recipients designated on Home Health
Care Program who are confined as "bedfast" recipients

e Nursing facility to hospital or specialized clinic for diagnostic tests within
the state when medically necessary and out of state with Alabama
Medicaid determined placement only.

e Nursing facility to nursing facility
e Hospital to hospital
e Hospital to nursing facility following hospital admission

» Physician’s Office

8.2.3 Emergency Ambulance Services

Medicaid reimburses emergency ambulance services provided to eligible
recipients for the following origins and destinations:

e Location of emergency to a local hospital
e Nursing facility to a local hospital
e Hospital to hospital

Medicaid reimburses emergency ambulance services if the recipient
expires during transport, but not if the recipient was pronounced dead by
authorized medical personnel before transport.

If more than one recipient is transferred in the same ambulance at the
same time, please file a separate claim form for each recipient.
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8.2.4 Air Transportation Services

Medicaid reimburses air transportation services for all Medicaid recipients
with prior authorization approval only. Air transportation for adults is
reimbursed at the ground ambulance rate.

Air transportation may be rendered only when basic and advanced life
support land ambulance services are not appropriate. Medical necessity
applies when transport by land or the instability or inaccessibility to land
transportation threatens survival or seriously endangers the recipient's
health. Medicaid may authorize air transportation in certain cases when the
time required to transport by land as opposed to air endangers the
recipient's life or health. Medicaid will not reimburse air transportation when
provided for convenience.

Medicaid requires that the recipient be taken to the nearest hospital that
has appropriate facilities, physicians, or physician specialists needed to
treat the recipient’s condition. The hospital must have a bed or specialized
treatment unit immediately available. If the recipient is not taken to the
nearest appropriate hospital, payment will be limited to the rate for the
distance from the pick-up point to the nearest appropriate hospital.

NOTE:

Medicaid does not consider trips of less than 75 loaded miles to be
appropriate unless extreme, extenuating circumstances are present
and documented.

NOTE:

If more than one recipient is transferred in the same air transport trip,
only one recipients transport will be reimbursed.

If Medicaid determines that land ambulance service would have been more
appropriate, payment for air transportation will be based on the amount
payable for land transportation.

Prior Authorization and Referral Requirements

When filing claims for recipients enrolled in the Patient 1% Program, refer to
Chapter 39, Patient 1*" to determine whether your services require a referral
from the Primary Medical Provider (PMP).

When requesting prior authorization, please give the recipient's name, RID
number, address, diagnosis, attending physician, reason for movement
(from and to), and the name of the ambulance provider who will be used.
Refer to Chapter 4, Obtaining Prior Authorization, for general guidelines.

In the case of Retroactive Eligibility, the provider has 90 days after the date
on which the award of retroactive eligibility was made to submit their
request for prior approval. It is the provider's responsibility to submit a copy
of the retroactive eligibility determination along with the prior approval
request to Medicaid.
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NOTE:

“Clean” Prior Authorization (PA) requests must be received by our
Fiscal Agent (HP) within thirty (30) business days from the date of
service. A “Clean” PA request is one where valid information is
submitted on both the provider and the recipient regarding services
that were rendered on a specific date of service and without any RTPs
(Return To Provider) which would create a delay for your request.

Prior Authorization for Non-Emergency Transportation

All non-emergency ambulance services 100 miles or greater one way
requires prior authorization. However, the provider has thirty (30) business
days from the date the service was rendered to obtain the prior
authorization (PA).

When submitting Prior Authorization requests for non-emergency
ground ambulance transport >100 miles, the following condition
codes are the only ones recognized by Alabama Medicaid:

Condition Description

Code

02 Bed confined before the ambulance service
04 Moved by stretcher

05 Unconscious or in shock

o7 Physically restrained

08 Visible hemorrhaging

Authorization for Air Transportation

All payments for air transportation services require authorization from
Medicaid.

The following steps must be followed for air ambulance providers to receive
reimbursement:

1. Medicaid’s Fiscal Agent must receive authorization requests no later
than the thirtieth (30”‘) business day after the service was rendered.
Please include the following:

. Air versus ground time and/or distance
. Age of recipient
. Diagnosis and severity of condition

e Any other pertinent medical data as deemed necessary to
document air transportation

2. The provider must supply the above documentation for any service
requiring immediate transportation. The documentation must also
include a copy of the flight record, progress notes from institution that
requested air transport, and documentation of reason why ground
transport is not feasible.

3. Medicaid’s Fiscal Agent assigns a prior authorization number and
forwards the request to the Medicaid Prior Approval Program for
review.

4. The Prior Approval Program reviews the request and forwards it to the
contracted Medicaid designee reviewer for approval/denial.
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5. If Medicaid or the contracted Medicaid designee reviewer determines
that air transportation is not medically necessary and the criteria are
met for ground transportation, the request is approved at the
emergency ground rate. The provider will bill authorized amount and be
reimbursed at the emergency ground rate.

6. Providers who are dissatisfied with the decision of Medicaid or the
contracted Medicaid designee reviewer must request an informal
review of medical information. The request must be in writing and
received by Medicaid within thirty days of the modified approval letter.
If additional information is not submitted for review, the decision will be
final and no further review will be available.

7. Provider is instructed to submit claim to Medicaid’s Fiscal Agent for
payment with the assigned prior authorization number.

8. Prior authorization requests will be accepted from newly enrolled
providers for dates retroactive to the first day of the month preceding
the month of the effective date provider is added to the Medicaid
system.

NOTE:

In the event an air transport provider is unable to verify a recipient’s
eligibility prior to or at the time of the transport due to the patient being
unconscious or disoriented and no family member being available, the
provider’s prior authorization request will be reviewed on a case by
case basis. The request must include documentation detailing the
reason eligibility was not verified prior to transport.

Prior authorization requests may be submitted to Medicaid’s Fiscal
Agent per FAX or regular mail. Providers are instructed to follow-up
with the fiscal agent within four to five days to be certain request was
received, and again in two weeks, if no reply has been received.

Cost Sharing (Copayment)

The copayment does not apply to services provided by transportation
providers.

Billing Recipients

By filing a claim with the Medicaid Program, a provider is agreeing to
accept assignment and by accepting assignment, the provider agrees to
accept the Medicaid reimbursement, plus any cost-sharing amount (copay)
to be paid by the recipient, as payment in full for those services covered
under the Medicaid Program. The Medicaid recipient, or others on his
behalf, must not be billed for the amount above that, if any, which is paid on
an allowed service.
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8.6

Completing the Claim Form

To enhance the effectiveness and efficiency of Medicaid processing,
providers should bill Medicaid claims electronically.

Transportation providers who bill Medicaid claims electronically receive the
following benefits:

e Quicker claim processing turnaround

e Immediate claim correction

e Enhanced online adjustment functions

e Improved access to eligibility information

Refer to Appendix B, Electronic Media Claims Guidelines, for more
information about electronic filing.

When filing a claim on paper, a CMS-1500 claim form is required.
Medicare-related claims must be filed using the Medical
Medicaid/Medicare-related Claim Form.

This section describes program-specific claims information. Refer to
Chapter 5, Filing Claims, for general claims filing information and
instructions.

8.6.1 Time Limit for Filing Claims

Medicaid requires all claims for transportation to be filed within one year of
the date of service. Refer to Section 5.1.5, Filing Limits, for more
information regarding timely filing limits and exceptions.

8.6.2 Diagnosis Codes

The International Classification of Diseases - 9th Revision - Clinical
Maodification (ICD-9-CM) manual lists required diagnosis codes. These
manuals may be obtained by contacting the American Medical Association,
P.O. Box 10950, Chicago, IL 60610.

ICD-9 diagnosis codes must be listed to the highest number of digits
possible (3, 4, or 5 digits). Do not use decimal points in the diagnosis
code field.

Ground transportation providers must use a valid diagnosis code. Ground
transportation providers may use more than one diagnosis code from the
approved list per claim.

Air transportation providers should only bill diagnosis code used on the
prior authorization.

Diagnosis codes for emergency ground transportation are listed below. If
you bill a diagnosis code for an emergency ground transport that is not
on this list, your claim will deny. For non-emergency ground transport, any
valid ICD-9 diagnosis code may be used.
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*  An asterisk indicates additional digits are required. See the ICD-9 manual for
appropriate digit(s).

NOTE: This chart displays diagnosis codes with the decimal point to facilitate code lookup
in the ICD-9 manual. Do not include the decimal point when entering a diagnosis code on
the claim form.

040.82  413.9 426.54 437.1 511.8 638.6 771.81  801.2* 805.5 807.2 820.03  852.2*
250.1* 41412  426.6 437.2 511.9 638.7 772.0 801.3* 805.6 807.3 820.09  852.3*
250.2* 414.8 426.7 437.3 512.0 639.1 772.3 801.4* 805.7 807.4 820.10  852.4*
250.3* 415.0 426.81 437.4 512.1 639.2 772.4 801.5* 806 807.5 820.11  852.5*
251.0 415.19  426.82 4375 512.8 639.3 773.3 801.6* 806.0 807.6 820.12 853.0*
282.62 41512  426.89  437.6 518.0 639.5 775.3 801.7* 806.00  808.0 820.13  853.1*
290.3 416.0 426.9 437.7 518.1 639.6 775.6 801.8* 806.01  808.1 820.19  854.0*
290.41  416.1 427.0 443.21 5184 639.8 776.0 801.9* 806.02 808.2 820.20  854.1*
291.0 416.8 427.1 443.22 518.5 639.9 776.2 802.0 806.03  808.3 820.21  860.0

291.3 416.9 427.2 443.23 518.81 640 777.5 802.1 806.04 808.41  820.22 860.1

291.4 417.0 42731 44324 518.82 640.0* 778.4 802.20 806.05 808.42 820.30 860.2

291.5 417.1 427.32  443.29 518.84  640.8* 778.5 802.21 806.06 808.43 820.31 860.3

292.0 417.8 427.41 4440 518.89  641.1* 779 802.22  806.07 808.49  820.32 860.4

292.11 4179 427.42 4441 519.01 641.2* 779.0 802.23  806.08 808.51  820.8 860.5

292.12  420.0 427.5 4442 519.09  641.3* 779.2 802.24  806.09 808.52  820.9 861.00
292.2 420.90  427.60 4448 519.11  641.8* 779.4 802.25  806.1 808.53 821.00 861.01
292.81  420.91  427.61 44481 519.2 641.9* 779.5 802.26  806.10 808.59 821.01 861.02
293.0 420.99  427.69  444.89 537.83  642.5* 779.81 80227 806.11  808.8 821.10  861.03
295.0* 421.0 427.81 4449 537.84  642.6* 779.82 802.28  806.12 808.9 821.11  861.10
295.1* 421.1 427.89  445.01 540 642.7 779.85 80229 806.13  810.1* 821.20 861.11
295.2* 421.9 427.9 445.02 540.0 644.0* 780.0* 802.30 806.14  811.1* 821.21  861.12
295.3* 422.0 428.0 44581 540.1 644.1* 780.1 802.31 806.15 812.10 821.22 861.13
295.4* 422.90 428.1 445.89 569.69  644.2* 780.2 802.32 806.16 812.11  821.23  861.20
295.5* 42291  428.20 449 569.85  652.7* 780.31  802.33  806.17 812.12  821.29 861.21
295.6* 422.92  428.21  453.9 569.86  659.3 780.32 802.34 806.18 812.13 821.30 861.22
295.7* 422.93  428.23  465.9 572.2 661.3* 780.39 80235 806.19 812.19 821.31 861.30
295.8* 422.99  428.30  480.0 578.0 663.0* 78550 802.36 806.20 812.30 821.32 861.31
296.0* 423.0 428.31  480.1 578.1 663.1* 785,51 802.37 806.21 81231 821.33 861.32
296.1* 423.1 428.33  480.2 578.9 663.2* 785.52 802.38  806.22 81250 821.39  862.0

296.2* 423.2 428.40  480.3 592.1 663.00 785.59 80239 806.23 81251  822.0* 862.1

296.3* 423.3 428.41  480.8 592.9 666.0* 786.00 802.4 806.24 81252  822.1* 862.21
296.4* 423.8 428.43  480.9 633.0* 666.1* 786.01  802.5 806.25 812.53  823.1* 862.22
296.5* 423.9 428.9 481 634.1* 666.2* 786.02 802.6 806.26  812.54  823.3* 862.29
296.6* 424.0 429.2 482.0 634.2 682.2 786.03  802.7 806.27 81259 824.1 862.31
298.0 424.1 429.4 482.1 634.3* 741.0% 786.1 802.8 806.28  813.10 824.3 862.32
298.1 424.2 429.5 482.2 634.4 746.86 786.50  802.9 806.29  813.11 8245 862.39
298.2 424.3 429.6 482.30 634.5* 747.9 786.51  803.0* 806.30 813.12 8247 862.8

298.3 42490 429.81 48231 634.6* 762.1 786.52 803.1* 806.31  813.13  824.9 862.9

298.4 42491  429.82  482.32 634.7 762.2 786.59  803.2* 806.32 813.14 827.1 863.0

298.8 42499  429.89  482.39 634.8* 762.4 789.0* 803.3* 806.33 813.15 828.1 863.1

322.9 425.0 430 482.4* 635.0 762.5 789.4 803.4* 806.34  813.16  850.0 863.50
345.1* 425.1 431 482.81 635.1* 765.0% 789.51  803.5* 806.35 813.17 850.1 863.51
345.2 425.2 432.0 482.82 635.2 765.1* 789.6 803.6* 806.36  813.18  850.2 863.52
345.3 425.3 432.1 482.83 635.3* 767.0 790.1 803.7* 806.37 813.30  850.3 863.53
345.4* 425.4 432.9 482.89 635.4 767.4 790.2 803.8* 806.38 813.31 850.4 863.54
345.5* 425.5 433.0* 482.9 635.5* 767.8 790.3 803.9* 806.39  813.32 850.5 863.55
410.0* 425.7 433.1* 483* 635.6* 768.2 799.01  804.0* 806.4 813.33  850.9 863.56
410.1* 425.8 433.2* 484.1 635.7 768.3 799.02 804.1* 806.5 81350 850.11  863.59
410.2* 425.9 433.3* 484.3 636.1* 768.4 799.1 804.2* 806.60 813.51  850.12 863.90
410.3* 426.0 433.8* 484.5 636.2 768.5 800.0* 804.3* 806.61  813.52  851.0* 863.91
410.4* 426.10  433.9* 484.6 636.3* 768.6 800.1* 804.4* 806.62 813.53  851.1* 863.92
410.5* 426.11  434.0* 484.7 636.4 768.9 800.2* 804.5* 806.69  813.54  851.2* 863.93

410.6* 426.12  434.1* 484.8 636.5* 769 800.3* 804.6* 806.7 813.90  851.3* 863.94
410.7* 416.13  434.9* 485 636.6* 770.1 800.4* 804.7* 806.70 813.91  851.4* 863.95
410.8* 426.2 435.0 486 636.7 770.8 800.5* 804.8* 806.71  813.92  851.5* 863.99

410.9* 426.3 435.1 487.0 638.0 770.81  800.6* 804.9* 806.72 813.93  851.6* 864.1*
411.0 426.4 435.2 487.1 638.1 770.82  800.7* 805.0* 806.79  818.1 851.7* 865.0*
411.1 426.50  435.3 487.8 638.2 770.83  800.8* 805.1* 806.8 819.1 851.8* 865.1*

411.81  426.51  435.8 506* 638.3 770.84  800.9* 805.2 806.9 820.0* 851.9* 866.1*
411.89 426,52  435.9 511.0 638.4 770.85  801.0* 805.3 807.0* 820.01  852.0* 867.1
413.1 426.53 436 511.1 638.5 771.8 801.1* 805.4 807.1* 820.02  852.1* 867.3
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867.5
867.7
867.9
868.1*
869.1
870.3
870.4
871.0
871.1
871.2
871.3
871.5
871.6
873.1
874.00
874.01

874.02
874.10
874.11
874.12
874.2
874.3
874.4
874.5
875.0
875.1
876.0
876.1
877.1
878.0
878.1
878.2

878.3
878.4
878.5
878.6
878.7
879.1
879.2
879.3
879.4
879.5
880.1*
880.2*
881.1*
881.2*
882.1
882.2

887.0
887.1
887.2
887.3
887.4
887.5
887.6
887.7
890.1
890.2
891.1
891.2
896.0
896.1
896.2
896.3

897.0
897.1
897.2
897.3
897.4
897.5
897.6
897.7
925.1
925.2
926.0
926.11
926.12
926.19
926.8
927.00

927.01
927.02
927.03
927.09
927.10
927.11
927.8

928.00
928.01
928.10
928.11
928.20
928.21
933.1

934.0

934.1

934.8
940.2
940.3
940.4
940.5
941.2*
941.3*
941.4*
941.5*
942.3*
942.4*
942.5*
943.2*
943.3*
943.4*
943.5*

July 2013

944.3*
944.4*
944.5*
945.3*
945.4*
945.5*
946.3
946.4
946.5
947.1
947.2
947.3
947.4
947.8
948.10
948.11

948.20
948.21
948.22
948.3*
948.4*
948.5*
948.6*
948.7*
948.8*
948.9*
950*

951*

952.00
952.01
952.02
952.03

952.04
952.05
952.06
952.07
952.08
952.09
952.1*
952.2
952.3
952.4
952.8
958.0
958.1
958.4
991.6
992.0

992.1
992.2
992.3
992.4
992.6
992.7
994.0
994.1
994.7
994.8
995.0
996.73
997.1
997.3
998.0
998.1*

998.2
998.3
998.31
998.32
999.1
999.4
E9289
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8.6.3 Procedure Codes and Modifiers

Transportation providers use the following procedure codes and modifiers. The
(837) Institutional electronic claim and the paper claim have been modified to
accept up to four Procedure Code Modifiers.

Ambulance services billed will be commensurate with services actually performed.
Services rendered are independent of the type of call received or the type staff /
equipped ambulance service responding.

Procedure Codes for Basic Life Support (BLS) Services

Basic Life Support Service (BLS) is an ambulance service which includes
equipment and staff to render basic services such as control of bleeding, splinting
fractures, treating shock, performing cardiopulmonary resuscitation (CPR), delivery
of babies, use of horizontal immobilizers, restraints for combative recipients, and
use of gauze pads/bandages.

Procedure Description

Code

A0429 Ambulance Service, basic life support, emergency transport (BLS -
Emergency)

A0425 Ground Mileage, per mile (100) miles or more requires prior authorization)

Procedure Codes for Advanced Life Support (ALS) Services

An ALS ambulance has similar equipment, crew, and certification requirements
under Medicare as a basic ambulance, except the ALS ambulance has complex
specialized life-sustaining equipment. It is ordinarily equipped for radio-telephone
contact with a hospital or physician. A typical ALS ambulance may be a mobile
coronary care unit or other vehicle appropriately equipped and staffed by personnel
authorized to initiate and administer 1V fluids, establish and maintain a recipient's
airway, defibrillate the heart, relieve pneumothorax conditions, administer
cardiopulmonary resuscitation (CPR), provide anti-shock therapy ,administer life
sustaining drugs, venous blood draws, cardiac monitoring (EKG), administer pacing
nebulizer and perform other advanced life support procedures or services to
recipients during the transport. Documentation must support need for ALS services.

Procedure Description
Code
A0225 Neonatal Emergency Transport, transport of a critically ill neontate, a level of

interfacility service provided beyond the scope of the Paramedic. This service
should be billed only for the transport of a neonate.

A0427 Ambulance service, advanced life support, emergency transport, Level 1 (ALS1)
Must provide medically necessary supplies and services, including the provision
of an ALS assessment or at least one ALS intervention.

A0433 Advanced Life Support Level 2 (ALS2). The administration of at least three
different medications and the provision of one or more of the following ALS
procedures: Manual defibrillation/cardioversion, endotracheal intubation, central
venous line, cardiac pacing, chest decompression, surgical airway, intraosseous
line.

A0434 Specialty Care Transport (SCT), in a critically injured or ill patient, a level of
interfacility service provided beyond the scope of the Paramedic. This service is
necessary when a patient’s condition requires ongoing care that must be
provided by one or more health professionals in an appropriate specialty area
(for example, nursing, emergency medicine, respiratory care, cardiovascular
care, or a paramedic with additional training).
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Procedure Codes for Non-emergency Services

Procedure Description
Code
A0426 Ambulance service, advanced life support, Level 1 (ALS1, Must provide

medically necessary supplies and services including the provision of an ALS
assessment or at least one ALS intervention), non-emergency transport,
(cannot be billed with A0422)

A0428 Ambulance service, basic life support, (BLS), non-emergency transport
A0425 Ground Mileage, per mile (100) miles or more requires prior authorization)

Miscellaneous Procedure Codes

Procedure Description

Code

A0382 BLS routine disposable supplies

A0422 Ambulance (ALS or BLS) oxygen and oxygen supplies, life sustaining situation
A0425 Ground Mileage, per mile (100) miles or more requires prior authorization)

Services Not Covered by Medicare That Are Covered by Medicaid

e Some non-emergency ambulance services are non-covered by Medicare but
are covered by Medicaid if billed in conjunction with the modifiers below. These
claims should be filed on a medical claim electronically.

+ Modifiers DD, DG, DJ, DN, DP, DR, ED, GD, GP,HD, HP, ND, JP,NP, PD, PE,
PG, PH, PJ, PN, PP, PR, RD, or RP

o AD422, A0425, A0426, A0428, A0429

Procedure Codes for Medicare Crossovers Only

Medicaid will reimburse providers for only the coinsurance and deductible for the
following procedure codes:

Procedure Description

Code

A0432 Paramedic ALS intercept (PI), rural area, transport furnished by a volunteer
ambulance company which is prohibited by state law from billing third party
payers

Procedure Codes for Air Transportation

Procedures not included in this list are not covered by Medicaid.

Procedure Modifier Description

Code

A0435 Air mileage, fixed wing, per statute mile

A0436 Air mileage, rotary wing, per statute mile

A0430 Ambulance service, conventional air services, transport, one way
(fixed wing)

A0431 Ambulance service, conventional air services, transport, one way
(rotary wing)

A0070 Ambulance service, oxygen, administration and supplies, life
sustaining situation, limited to 1 unit per trip

A0215 Miscellaneous disposable supplies, limited to 1 unit per claim
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First Modifier

The first place alpha code is the origin; the second place alpha code is the
destination. The valid origin/destination modifiers and their explanations are

listed below:

Modifier Description

D Diagnosis or therapeutic site other than P or H when these are used as origin
codes

E Residential, domiciliary, custodial facility (other than 1819 facility)

G Hospital-based dialysis facility (hospital or hospital related)

H Hospital

| Site of transfer (e.g., airport or helicopter pad) between modes of ambulance
transport

J Non-hospital based dialysis facility

N Skilled nursing facility (SNF) (1819 facility)

P Physician's office (includes HMO non-hospital facility, clinic, etc.) (Note: Bed-
bound recipients only, NET Program prior authorization required)

R Residence

S Scene of accident or acute event

For example, when a recipient is picked up at the residence (origin code R) and
taken to the hospital (destination code H) for an ALS emergency transport
(procedure code A0427), the claim is coded as AO427RH.

The following are all of the valid combinations for the first modifier fields:

DN EH GE HG HR JH NG RD RN
DD DR EJ GH HH IH JN NH RE SH
DG ED EN GN HI IN JR NJ RG Sl
DH EE ER GR HJ JD ND NN RH I
DJ EG GD HE HN JE NE NR RJ

For ground ambulance transport from a residence to an airport or helicopter site
the ground provider should use the modifier combination “SI” since the reason
for transport would be an accident or “acute event”.

Second Modifier (These are not required by Medicaid)

Modifier Description

2A Accidental injury home/nursing home

3A Accidental injury

4A Recipient in shock

6A Transported by stretcher

8A Hospital lacks facility (recipient admitted to second hospital)
9A Rectal bleeding

5B Dead on arrival (DOA) at hospital

6B Died en route to hospital
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Repeat Trip

Modifier TS (Follow up Service) is used in the second modifier position to indicate a
repeat trip for the same recipient on the same day.

When a recipient is picked up at a hospital (origin code H), taken to another hospital
(destination code H), and returned to the original hospital, bill the procedure code
with a TS modifier for Follow-up Service.

8.6.4 Place of Service Codes

The following place of service codes apply when filing claims for transportation
services:

POS Description
41 Ambulance — Land
42 Ambulance — Air or Water
8.6.5 Required Attachments

To enhance the effectiveness and efficiency of Medicaid processing, your
attachments should be limited to claims with third party denials.

When an attachment is required, a hard copy CMS-1500 claim form must be
submitted.

Refer to Section 5.7, Required Attachments, for more information on attachments.

8.7 For More Information
This section contains a cross-reference to other relevant sections in the manual.

Resource Where to Find it

CMS-1500 Claim Filing Instructions Section 5.2

Medical Medicaid/Medicare-related Claim Section 5.6.1
Filing Instructions

Electronic Media Claims (EMC) Submission Appendix B

Guidelines

AVRS Quick Reference Guide Appendix L
Alabama Medicaid Contact Information Appendix N
NET Program Appendix G
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9.1

Ambulatory Surgical Centers (ASC)

The policy provisions for ASC providers can be found in the Alabama Medicaid
Agency Administrative Code, Chapter 38.

Ambulatory surgical services are procedures typically performed on an
inpatient basis that can be performed safely on an outpatient or ambulatory
surgical center (ASC) basis.

Enrollment

HP enrolls ASC providers and issues provider contracts to applicants who
meet the licensure and/or certification requirements of the state of Alabama,
the Code of Federal Regulations, the Alabama Medicaid Agency
Administrative Code, and the Alabama Medicaid Provider Manual.

Refer to Chapter 2, Becoming a Medicaid Provider, for general enroliment
instructions and information. Failure to provide accurate and truthful
information or intentional misrepresentation might result in action ranging from
denial of application to permanent exclusion.

Federal requirements mandate providers re-enroll periodically with the
Alabama Medicaid program. Providers will be notified when they are
scheduled to re-enroll. Failure to re-enroll and provide appropriate
documentation to complete enroliment will result in an end-date being placed
on the provider file. Once a provider file has been closed for failure to timely
re-enroll, providers will have to submit a new application for enroliment.

National Provider Identifier, Type, and Specialty

A provider who contracts with Alabama Medicaid as an ASC provider is added
to the Medicaid system with the National Provider Identifiers provided at the
time application is made. Appropriate provider specialty codes are assigned to
enable the provider to submit requests and receive reimbursements for ASC-
related claims.

All ten characters are required when filing a claim effective.

ASC Providers are assigned a provider type of 02 (ASC). Valid specialties for
ASC providers include the following:

e Ambulatory Surgical Center (020)
e Lithotripsy (520)

Enrollment Policy for Ambulatory Surgical Center Providers

To participate in the Alabama Medicaid Program ASC providers must meet the
following requirements:

o Certification for participation in the Title XVIII Medicare Program

e Approval by the appropriate licensing authorities

o Possess a copy of a transfer agreement with an acute care facility (refer to
the Alabama Medicaid Agency Administrative Code rule no. 560-X-38-05
for details)
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9-2

Benefits and Limitations

This section describes program-specific benefits and limitations. Refer to
Chapter 3, Verifying Recipient Eligibility, for general benefit information and
limitations.

ASC services are items and services furnished by an outpatient ambulatory
surgical center in connection with a covered surgical procedure.

Rates of reimbursement for ASC services include, but are not limited to:
e Nursing, technician and related services
e Use of an ambulatory surgical center

e Lab and x-ray, drugs, biologicals, surgical dressings, splints, casts,
appliances, and equipment directly related to the provision of the surgical
procedure

o Diagnostic or therapeutic services or items directly related to the provision

of a surgical procedure
e Administrative, record keeping, and housekeeping items and services
e Materials for anesthesia

Outpatient dental care (procedure code D9420) must be prior approved
and is covered only for recipients under the age of 21. The dentist is
responsible for obtaining prior approval from the Alabama Medicaid
Agency Dental Program at (334) 242-5472. Dental services provided to
SOBRA adult females are non-covered.

ASC services do not include items and services for which payment may be
made under other provisions. Ambulatory surgical center services do not
include:

e Physician services
e Lab and x-ray not directly related to the surgical procedure

e Diagnostic procedures (other than those directly related to performance of

the surgical procedure)
e Prosthetic devices (except intraocular lens implant)
e Ambulance services
e Leg, arm, back, and neck braces
o Atrtificial limbs
e Durable medical equipment for use in the patient's home
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ASC services are reimbursed by means of a predetermined fee established by
Medicaid. All ASC procedures will be reimbursed at the lesser of the
predetermined rate for the procedure or the provider's submitted charge less
the copay amount.

Ambulatory surgical center services are limited to three encounters each
calendar year.

Medicaid pays for a surgical procedure performed on an outpatient basis for a
Medicaid recipient only if the procedure is on the approved surgical list found
in Appendix .

Covered Surgical Procedures

Covered surgical procedures are procedures that meet the following criteria:

e Surgical procedures commonly performed on an inpatient basis in
hospitals but may be safely performed in an ambulatory surgical center
setting

e Surgical procedures limited to those requiring a dedicated operating room
and generally requiring a post-operative recovery room or short-term (not
overnight) convalescent room

e Surgical procedures not otherwise excluded under 42 C.F.R. § 416.65 or
other regulatory requirement

e Procedure codes within the range of 10000-69XXX

Medicaid maintains a listing of the covered surgical procedures in Appendix I,
ASC Procedures List. This list is reviewed and updated on a quarterly basis.
Providers should refer to the fee schedule before scheduling outpatient
surgeries since some procedures are restricted to recipients under age 20 and
others may require prior authorization.

Ambulatory Surgical Center Transfer Procedures

The ambulatory surgical centers must have an effective procedure for the
immediate transfer to a hospital of recipients requiring emergency medical
care beyond the capabilities of the center. The hospital will have a provider
contract with Medicaid. The center must have a written transfer agreement
with said hospital, and each physician performing surgery in the center must
have admitting privileges at said hospital. Changes in this submitted
information will be made available to the HP as they occur.

Surgical Procedures Groups

The surgical procedures are classified into separate payment groups. All
procedures within the same payment group are reimbursed at a single rate.
These rates are subject to adjustment by Medicaid.

If one covered surgical procedure is furnished to a Medicaid recipient in an
operative session, Medicaid pays either the submitted charges minus the
copayment amount or the predetermined rate for the procedure minus the
copayment, whichever is lowest.
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If more than one covered surgical procedure is furnished to a Medicaid
recipient in a single operative session, Medicaid pays the lesser of either the
submitted charges or the full amount for the procedure with the higher
predetermined rate less the copay amount. Other covered surgical procedures
furnished in the same session will be reimbursed at the lesser of the submitted
charges or at 50 percent of the predetermined rate for each of the other
procedures, whichever is lowest.

Payment Adjustment for Provider Preventable Conditions
(PPC’s)

Medicaid is mandated to meet the requirements of 42 CFR Part 447, Subpart
A, and sections 1902(a)(4),1902(a)(6), and 1903 with respect to non-payment
for Provider Preventable Conditions (PPC’s) and Other Provider Preventable
Conditions (OPPCs).

No reduction in payment for a PPC will be imposed on a provider when the
condition defined as a PPC for a particular patient existed prior to the initiation
of treatment for that patient by that provider.

It is the responsibility of the provider to identify and report any PPC and not
seek payment from Medicaid for any additional expenses incurred as a result
of the PPC.

Non-payment of PPCs shall not prevent access to services for Medicaid
beneficiaries.

To be reportable, PPC’s must meet the following criteria:

e The PPC must be reasonable preventable as determined by a root
cause analysis or some other means.

e The PPC must be within the control of the provider.

e The PPC must be clearly and unambiguously the results of a
preventable mistake made and provider procedures not followed, and
not an event that could otherwise occur.

e The PPC must result in significant harm. The OPPC'’s for
considerations should be limited to those that yield a serious adverse
result. Serious adverse result is defined as one that results in death, a
serious disability or a substantial increase in the duration and/or
complexity of care that is well beyond the norm for treatment of the
presenting condition. A serious disability is defined as a major loss of
function that endures for more than 30 days, is not present at the time
services were sought and is not related to the presenting condition.

e Any process for identifying non-payable events must actively
incorporate some element of case-by-case review and determination.
While the source and cause of some adverse events may be clear,
most would require further investigation and internal root cause
analysis to determine the cause of the serious preventable event and
to assign ultimate accountability.

OPPCs must be reported via encrypted emailing of the required information to:

AdverseEvents@medicaid.alabama.gov. Providers that do not currently have
a password for the Adverse Event reporting may require one by contacting
Patricia Williamson at patricia.williamson@medicaid.alabama.gov or via phone
at 334-353-4142.
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9.3

Reportable OPPCs include but are not limited to:
e Surgery on a wrong body part or site

e Wrong surgery on a patient
e Surgery on a wrong patient

The following information is required for reporting:
e Recipient first and last name

e Date of Birth

e Medicaid humber

e Date event occurred
e Eventtype

A sample form is on the Alabama Medicaid Agency website at
http://medicaid.alabama.gov/ under Programs/Medical Services/Hospital
Services. Providers may submit their own form as long as it contains all of the
required information.

Prior Authorization and Referral Requirements

Certain procedures require prior authorization. Please refer to the ASC
Procedures List in Appendix I. A “Y” in the PA column on the list indicates
surgical procedures that require prior approval. Payment will not be made for
these procedures unless authorized prior to the service being rendered.

When filing claims for recipients enrolled in the Patient 1% Program, refer to
Chapter 39, Patient 1%, to determine whether your services require a referral
from the Primary Medical Provider (PMP).

All requests for prior approval must document medical necessity and be signed
by the physician. Requests should be sent to HP, Attention Prior Authorization,
P.O. Box 244032, Montgomery, Alabama 36124-4032.

The prior authorization number issued must be listed on the UB-04 claim form
when billing for the prior authorization service.

It is the responsibility of the physician to obtain prior authorization for any
outpatient surgical procedure to be performed in an outpatient hospital or
ambulatory surgical center.

9.3.1 Patient 1% Referrals

By verifying eligibility, providers can get information regarding whether a
recipient is enrolled in the Patient 1% program. If the recipient is enrolled in
Patient 1%, the provider must document information regarding the recipient’s
primary medical provider (PMP) and obtain a referral for services prior to
rendering services. A Patient 1* referral form is available; however, any
method of documenting the required information is acceptable. The referral
form must identify the PMP, the reason for the referral, authorized dates of
service, and name of staff member giving referral.

As a specialty provider, ASCs are required to obtain a referral from the
recipient’s PMP before rendering services. Without a referral from the PMP,
reimbursement cannot be made. Refer to Chapter 5, Filing Claims, for
specifics on completing the UB-04 claim form with this referral information.
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9.4

9.5

9.3.2 EPSDT Referrals

Children under 21 years of age can receive medically necessary health care
diagnosis, treatment and/or other services to correct or improve conditions
identified during or as a result of an EPSDT screening. Refer to Appendix A,
EPSDT, for more specifics on obtaining these referrals.

Cost Sharing (Copayment)

The copayment amount for an ASC encounter is $3.90 per encounter. The
copayment does not apply to services provided for pregnant women, nursing
facility residents, recipients less than 18 years of age, emergencies, family
planning, and crossovers. Native American Indians that present an “active
user letter” issued by Indian health Services (IHS) will be exempt from the
Medicaid required copayment.

Completing the Claim Form
To enhance the effectiveness and efficiency of Medicaid processing, providers
should bill Medicaid claims electronically.

ASC providers who bill Medicaid claims electronically receive the following
benefits:

e Quicker claim processing turnaround

e Immediate claim correction

e Enhanced online adjustment functions

e Improved access to eligibility information

Refer to Appendix B, Electronic Media Claims Guidelines, for more information
about electronic filing.

When filing a claim on paper, a UB-04 claim form is required. Medicare-
related claims must be filed using the Medical Medicaid/Medicare Related
Claim Form.

This section describes program-specific claims information. Refer to Chapter
5, Filing Claims, for general claims filing information and instructions.

For straight Medicaid claims, ASCs should bill Medicaid on the UB-04 claim
form. Medicare-related claims should be filed using the Medical
Medicaid/Medicare Related Claim Form.

9.5.1 Time Limit for Filing Claims

Medicaid requires all claims for ambulatory surgical center providers to be filed
within one year of the date of service. Refer to Section 5.1.4, Filing Limits, for
more information regarding timely filing limits and exceptions.

9.5.2 Diagnosis Codes

The International Classification of Diseases - 9th Revision - Clinical
Modification (ICD-9-CM) manual lists required diagnosis codes. These
manuals may be obtained by contacting the American Medical Association,
P.O. Box 10950, Chicago, IL 60610.
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ICD-9 diagnosis codes must be listed to the highest number of digits
possible (3, 4, or 5 digits).

9.5.3 Procedure Codes and Modifiers

ASC providers use the Current Procedural Terminology (CPT) coding system.
The CPT manual lists most required procedure codes. This manual may be
obtained by contacting the Order Department, American Medical Association,
515 North State Street, Chicago, IL 60610-9986. The (837) Institutional
electronic claim and the paper claim have been modified to accept up to four
procedure code modifiers.

Only procedures listed in the ASC Procedures List are reimbursable in the
ambulatory surgical setting. The list of covered outpatient procedures is
located in Appendix .

NOTE:

Procedures not listed on the ASC Procedures List may be covered under
special circumstances. Approval must be obtained prior to the surgery.
Refer to Section 9.3, Prior Authorization and Referral Requirements, for
more information. Prior to providing services, providers should inform
recipients of their responsibilities for payment of services not covered by
Medicaid.

954 Place of Service Codes

Place of service codes do not apply when filing the UB-04 claim form.

9.55 Required Attachments

To enhance the effectiveness and efficiency of Medicaid processing, your
attachments should be limited to the following circumstances:

e Claims with Third Party Denials

When an attachment is required, a hard copy UB-04 claim form must be
submitted.

Refer to Section 5.7, Required Attachments, for more information on
attachments.
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9.6 For More Information

This section contains a cross-reference to other relevant sections in the

manual.
UB-04 Claim Filing Instructions Section 5.3
Medical Medicaid/Medicare-related Claim Section 5.6.1
Filing Instructions
Sterilization/Hysterectomy/Abortion Section 5.7
Requirements
Electronic Media Claims (EMC) Appendix B
Submission Guidelines
AVRS Quick Reference Guide Appendix L
Alabama Medicaid Contact Information Appendix N
ASC Procedures List Appendix |
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Audiology/Hearing Services

Audiological function tests and hearing aids are limited to Medicaid recipients
who are eligible for treatment under the Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) Program. These services do not require
an EPSDT referral. See chapter 39 for Patient 1% referral requirements.
Hearing aids are provided through hearing aid dealers who are contracted to
participate in the Alabama Medicaid Hearing Aid Program.

An eligible recipient with hearing problems may be referred to a private
physician or to a Children's Specialty Clinic for medical evaluation.

The policy provisions for audiology and hearing services providers can be
found in the Alabama Medicaid Agency Administrative Code, Chapter 19.

Enrollment

HP enrolls hearing services providers and issues provider contracts to
applicants who meet the licensure and/or certification requirements of the
state of Alabama, the Code of Federal Regulations, the Alabama Medicaid
Agency Administrative Code, and the Alabama Medicaid Provider Manual.

Refer to Chapter 2, Becoming a Medicaid Provider, for general enroliment
instructions and information. Failure to provide accurate and truthful
information or intentional misrepresentation might result in action ranging from
denial of application to permanent exclusion.

Federal requirements mandate providers re-enroll periodically with the
Alabama Medicaid program. Providers will be notified when they are
scheduled to re-enroll. Failure to re-enroll and provide appropriate
documentation to complete enroliment will result in an end-date being placed
on the provider file. Once a provider file has been closed for failure to timely
re-enroll, providers will have to submit a new application for enroliment.

Only in-state and bordering out-of-state (within 30 miles of the Alabama state
line) audiology and hearing aid providers who meet enrollment requirements
are eligible to participate in the Alabama Medicaid program.

National Provider Identifier, Type, and Specialty

A provider who contracts with Alabama Medicaid as an Audiology/hearing
provider is added to the Medicaid system with the National Provider Identifiers
provided at the time application is made. Appropriate provider specialty
codes are assigned to enable the provider to submit requests and receive
reimbursements for hearing-related claims.

The 10-digit NPl is required when filing a claim.

Hearing service providers are assigned a provider type of 22 (Hearing Aid
Dealer) and/or 20 (Audiologist). The valid specialty for Hearing Aid providers
is Hearing Aid Dealer (220). The valid specialty for Audiology is 200.
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10.2

10.3

10.4

10-2

Enrollment Policy for Audiology Providers

Audiologists must hold a valid State license issued by the state in which they
practice.

HP is responsible for enrollment of audiologists. Licensed audiologists
desiring to participate in the Alabama Medicaid Program must furnish the
following information to HP as part of the required enroliment application:

e Name

e Address

e Specialty provider type
e Social Security Number
e Tax ID Number

e Copy of current State license

Hearing Aid Dealers

Dealers must hold a valid license issued by the Alabama Board of Hearing
Aid Dealers, as issued by the state in which the business is located.

Benefits and Limitations

This section describes program-specific benefits and limitations. Refer to
Chapter 3, Verifying Recipient Eligibility, for general benefit information and
limitations.

Prior Authorization and Referral Requirements

Hearing services procedure codes generally do not require prior authorization.
Any service warranted outside of these codes must have prior authorization.
Refer to Chapter 4, Obtaining Prior Authorization, for general guidelines.

When filing claims for recipients enrolled in the Patient 1% Program, refer to
Chapter 39, Patient 1%, to determine whether your services require a referral
from the Primary Medical Provider (PMP). When an EPSDT referral is
required for treatment of medically necessary services, the Alabama Medicaid
Referral Form (Form 362) must be appropriately completed by the screening
physician including the screening date that the problem was identified and the
reason for the referral.

Cost Sharing (Copayment)

Copayment does not apply to hearing services.
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10.5 Completing the Claim Form

An audiologist employed by a physician cannot file a claim for the same
services billed by that physician for the same patient, on the same date
of service.

To enhance the effectiveness and efficiency of Medicaid processing,
providers should bill Medicaid claims electronically.

Hearing services providers who bill Medicaid claims electronically receive the
following benefits:

e Quicker claims processing turnaround

e Ability to immediately correct claim errors
e Online adjustments capability

e Enhanced access to eligibility information

Refer to Appendix B, Electronic Media Claims Guidelines, for more
information about electronic filing.

When filing a claim on paper, a CMS-1500 claim form is required
Medicare-related claims must be filed using the Medical
Medicaid/Medicare-related Claim Form.

This section describes program-specific claims information. Refer to Chapter
5, Filing Claims, for general claims filing information and instructions.

10.5.1 Time Limit for Filing Claims

Medicaid requires all claims for hearing services to be filed within one year of
the date of service. Refer to Section 5.1.4, Filing Limits, for more information
regarding timely filing limits and exceptions.

10.5.2 Diagnosis Codes
Hearing aid dealers must bhill diagnosis code V729 on all claims.

Audiologists are required to use a valid ICD-9 diagnosis code. The
International Classification of Diseases - 9th Revision - Clinical Modification
(ICD-9-CM) manual lists required diagnosis codes. These manuals may be
obtained by contacting the American Medical Association, P.O. Box 10950,
Chicago, IL 60610.

10.5.3 Cochlear, Auditory Brain Stem and Osseointegrated
Implants

Cochlear Implants

Cochlear Implants are covered on an inpatient basis only. Prior authorization
for the preoperative evaluation and the implantation must be requested by a
Medicaid-approved cochlear implant team surgeon, using the Authorization
for Cochlear Implants Form (PHY-96-11).
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Specialty Code 740 is needed to enroll for Cochlear Implants.

The Criteria for the Team members is as follows;

1.

Surgeon Board certified otolaryngologist

Completion of Nucleus Pediatric Cochlear Implant Surgeons’ Course
or show evidence of training during residency.

Successfully performed previous Pediatric Cochlear Implantations

Audiologist Master’s degree from an accredited institution
Certificate of Clinical competence in audiology

Alabama License in audiology

Completion of the Cochlear Implant Workshop

Speech/Language Pathologist

Master’s degree from an accredited institution

Certificate of Clinical Competence in Speech/Language Pathology
Alabama License in Speech/Language Pathology

Experience in auditory-verbal and total communications methodologies

Rehabilitation Specialist-not required as part of the team, but must have
available for consultation the following professionals:

Psychologists

Social Workers

Physical Therapists

Occupational Therapist

Medicaid may reimburse for cochlear implant services for recipients who meet
the following criteria:

1.
2.
3.

EPSDT referral
Chronological age 1 through 20 years of age

Profound (>90 dBHL) sensorineural hearing loss bilaterally and minimal
speech perception under best aided conditions

Minimal or no benefit obtained from a hearing (a vibrotacile) aid as
demonstrated by failure to improve on age appropriate closed-set work
identification task. Appropriate amplification and rehabilitation for a
minimum six-month trial period is required to assess the potential for
aided benefit. Benefits may be extended to candidates with severe
hearing impairment and open-set sentence discrimination that is less than
or equal to 30 percent in the best aided conditions.

No medical or radiological contraindications, and otologically stable and
free of active middle ear disease prior to cochlear implantation.

Families/caregivers and possible candidates well-motivated. Education
must be conducted to ensure parental understanding of the benefits and
limitations of the device, appropriate expectations, commitment to the
development of auditory and verbal skills, dedication to the child’s
therapeutic program and the ability to adequately care for the external
equipment.
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Effective June 1, 2002, Medicaid will reimburse for a personal FM system for
use by a cochlear implant recipient when prior authorized by Medicaid and not
available by any other source. The replacement of lost or damaged external
components (when not covered under the manufacturer’s warranty) will be a
covered service when prior authorized by Medicaid.

Reimbursements for manufacturer’s upgrades will not be made within the first

three years following initial implantation.

Prior Authorization Procedures are as follows:

1. The Alabama Prior Review and Authorization request (Form 342) must be
completed, signed and mailed to the address indicated on the form.

2. The prior authorization number issued for the cochlear implant must be
indicated in the clinical statement section of form 342.

3. Additional medical documentation supporting medical necessity for FM
system (V5273) or replacement external components should be attached.
Auditory Brain Stem Implants (ABI)

An ABI is covered on an inpatient basis only and requires prior authorization.
The Alabama Prior Review and Authorization request (Form 342) must be
completed, signed and mailed to the address indicated on the form.

Medicaid may reimburse for ABI services for recipients who meet the
following criteria:

1. Must be 12-20 years of age

2. Physician notes must indicate the diagnosis of Neurofibromatosis Type |l
3. Medical assessment to ensure candidate is able to tolerate surgery
4

Documentation of anticipatory guidance to child/parents concerning
expected outcomes, complications, and possible aural rehabilitation

Osseointegrated Implant (BAHA)

An Osseointegrated Implant (BAHA) is covered on an inpatient basis only and
requires prior authorization. The Alabama Prior Review and Authorization
request (Form 342) must be completed, signed and mailed to the address
indicated on the form.

Medicaid may reimburse for osseointegrated implant services for recipients
who meet the following criteria:

1. Must be 5-20 years of age; and

2. Congenital or surgically induced malformations of the external ear canal
or middle ear; or

3. Chronic external otitis or otitis media when a conventional hearing aid
cannot be worn; or

4. Tumors of the external canal.

Must all meet audiologic criteria of: pure tone average bone conduction
threshold of up to 70 dB and speech discrimination score better than
60%.

For Single Sided Deafness (SSD), criteria are as follows:
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1. Must be 5-20 years of age; and

2. Bone conduction of 35-40 dB or better in the contralateral ear.

10.5.4 Procedure Codes and Modifiers

Audiological function tests must be referred by the attending physician before
testing begins. The (837) Professional electronic claim has been modified to
accept up to four Procedure Code Modifiers.

Audiology Tests

The following CPT codes represent comprehensive audiological tests that
may be performed each calendar year. Additional exams may be performed
as needed when medically necessary to diagnose and test hearing defects.

Procedure Code

Description

92531

Spontaneous nystagmus, including gaze

92532

Positional nystagmus

92533

Caloric vestibular test, each irrigation (binaural, bithermal stimulation
constitutes four tests)

92534

Optokinetic nystagmus

92541

Spontaneous nystagmus test, including gaze and fixation
nystagmus, with recording

92542

Positional nystagmus test, minimum of 4 positions with recording

92543

Caloric vestibular test, each irrigation (binaural, bithermal stimulation
constitutes four tests), with recording

92544

Optokinetic nystagmus test, bi-directional, foreal or peripheral
stimulation, with recording

92545

Oscillating tracking test, with recording

92546

Torsion swing test, with recording

92547

Use of vertical electrodes in any or all of above vestibular function
tests counts as one additional test

92557

Basic comprehensive audiometry (92553 & 92556 combined)

92582

Conditioning play audiometry (for children up to 5 years old)

92585

Brainstem evoked response recording (evoked response (EEG)
audiometry)

Procedure codes 92531-92547 are normally performed on adults;
however, children are occasionally tested.

The following procedure codes are not included in the annual limitations.

Procedure Code

Description

92551

Screening test, pure tone, air only

92552

Pure tone audiometry (threshold); air only

92553

Pure tone audiometry (threshold); air and bone

92555

Speech audiometry; threshold only

92556

Speech audiometry; threshold and discrimination

92558

Evoked otoacoustic emissions; screening, automated analysis.

92560

Bekesy audiometry; screening

92561

Bekesy audiometry; diagnostic

92562

Loudness balance test, alternate binaural or monaural

92563

Tone decay test

92564

Short increment sensitivity index (SISI)

92565

Stenger test, pure tone

92567

Tympanometry

92568

Acoustic reflex testing

10-6
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Procedure Code Description

92569 Acoustic reflex decay test

92571 Filtered speech test

92572 Staggered spondaic word test

92573 Lombard test (Deleted 1/1/07)

92575 Sensorineural activity level test

92576 Synthetic sentence identification test

92577 Stenger test, speech

92583 Select picture audiometry

92584 Electrocochleography

92585 Brainstem evoked response recording

92587 Evoked otoacoustic emissions

92588 Comprehensive/diagnostic evaluation

92590 Hearing aid examination and selection; monaural

92591 Hearing aid examination and selection; binaural

92592 Hearing aid check; monaural

92593 Hearing aid check; binaural

92594 Electroacoustic evaluation for hearing aid; monaural

92595 Electroacoustic evaluation for hearing aid; binaural

92626 Evaluation of Auditory Rehabilitation Status; first hour

92627 Evaluation of Auditory Rehabilitation Status; each additional 15 mins

92630 Auditory Rehabilitation; pre-lingual hearing loss

92633 Auditory Rehabilitation; post-lingual hearing loss

92640 Diagnostic analysis with programming of auditory brainstem implant,
per hour

Cochlear & Auditory Brain Stem Implants (ABI) and BAHA System

Procedure Code Description

69930 Cochlear Device Implantation (See NOTE below)

L8619* Processor repair/replacement- Will be reimbursed at invoice price

S2235%+ Implantation of Auditory Brain Stem Implant

V5299 Hearing service, miscellaneous ( for non lithium processor batteries,
cords, etc)

92601 Diagnostic analysis of Cochlear Implant, patient under 7 years of age;
with programming.

92602 Diagnostic analysis of Cochlear Implant, patient under 7 years of age;
subsequent reprogramming.

92603 Diagnostic analysis of Cochlear Implant, age 7 years or older, with
programming.

92604 Diagnostic analysis of Cochlear Implant, age 7 years of age or older;
subsequent reprogramming.

92507 Treatment of speech, language, voice, communication, and/or
auditory processing disorder; individual

92508 Group, two or more individuals

92626 Evaluation of Auditory Rehabilitation Status; first hour

92627 Evaluation of Auditory Rehabilitation Status; each additional 15 mins

92630* Auditory Rehabilitation; pre-lingual hearing loss

92633* Auditory Rehabilitation; post-lingual hearing loss

92640 Diagnostic analysis with programming of auditory brainstem implant,
per hour

V5273 Assistive listening device, includes FM receiver and transmitter for
use with Cochlear Implant

V5299 Hearing service, miscellaneous code for repair done for V5273

69714** Implantation, osseointegrated implant, temporal bone, with
percutaneous attachment to external speech processor/cochlear
stimulator; without mastoidectomy

69715** Implantation, osseointegrated implant, temporal bone, with
percutaneous attachment to external speech processor/cochlear
stimulator; with mastoidectomy
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Procedure Code

Description

69717** Replacement, osseointegrated implant, temporal bone, with
percutaneous attachment to external speech processor/cochlear
stimulator; without mastoidectomy

69718** Replacement, osseointegrated implant, temporal bone, with
percutaneous attachment to external speech processor/cochlear
stimulator; with mastoidectomy

L8691 Auditory osseointegrated device, external sound processor,
replacement — Will be reimbursed at invoice price

L8627 Cochlear Implant, external speech processor, component,
replacement —will be reimbursed at invoice price

L8628 Cochlear Implant, external controller component, replacement-will be

reimbursed at invoice price

*Cannot bill 92507 on the same day as 92630 or 92633
**Requires Prior Authorization

The Cochlear, ABI and BAHA Device is purchased at contract price
established by hospital and supplier and covered through the hospital per
diem.

Hearing Aid Monaural

Procedure Code Description

V5030 Hearing aid, monaural, body worn, air conduction

V5040 Hearing aid, monaural, body worn, bone conduction

V5050 Hearing aid, monaural, in the ear

V5060 Hearing aid, monaural, behind the ear

V5070 Glasses, air conduction

V5080 Glasses, bone conduction

V5244 Hearing aid, digitally programmable analog, monaural, completely in
the ear canal

V5245 Hearing aid, digitally programmable analog, monaural, in the canal

V5246 Hearing aid, digitally programmable analog, monaural, in the ear

V5247 Hearing aid, digitally programmable analog, monaural, behind the
ear

V5254 Hearing aid, digital, monaural, completely in the ear canal

V5255 Hearing aid, digital, monaural, in the canal

V5256 Hearing aid, digital, monaural, in the ear

V5257 Hearing aid, digital, monaural, behind the ear

Hearing Aid Binaural

Binaural aids should be billed with one unit.

Procedure Code Description

V5100 Hearing Aid, bilateral, body worn

V5120 Binaural, body

V5130 Binaural, in the Ear

V5140 Binaural, behind the Ear

V5150 Binaural, glasses

V5210 Hearing aid, bicros, in the Ear

V5220 Hearing aid, bicros, behind the Ear

V5250 Hearing aid, digitally programmable analog, binaural, completely in
the ear canal
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Procedure Code Description

V5251 Hearing aid, digitally programmable analog, binaural, in the canal
V5252 Hearing aid, digitally programmable analog, binaural, in the ear
V5253 Hearing aid, digitally programmable analog, binaural, behind the ear
V5258 Hearing aid, digital, binaural, completely in the ear canal

V5259 Hearing aid, digital, binaural, in the canal

V5260 Hearing aid, digital, binaural, in the ear

V5261 Hearing aid, digital, binaural, behind the ear

(Extra ear mold is a billable expense in connection with binaural aids.)

Hearing Aid Accessories

Procedure Code Description

V5298 Stethoscope (1 every 2 years)

V5298 Harness (Huggies)

V5266 Batteries (1 package every 2 months for use with monaural aid)

V5298 Battery Cover

V5266 Batteries (2 packages every 2 months for use with binaural aids)

V5298 Receiver

V5264 Ear mold (1 every 4 months for use with monaural aid)

V5298 Garment Bag

V5298 Cords

V5298 Ear Hook

V5014 Factory Repair of Aid (out of warranty) (1 every 6 months for use
with monaural aid)

V5264 Ear Mold (2 every 4 months for use with binaural aids)

V5014 Factory Repair of Aids (out of warranty) (2 every 6 months for use
with binaural aids)

V5267 Hearing aid supplies/accessories

When billing for hearing services, replacement items and
supplies, providers should bill the actual acquisition cost.

Place of Service Codes

The following place of service codes apply when filing claims for hearing
services:

POS Code Description
11 Office

10.5.5 Required Attachments

To enhance the effectiveness and efficiency of Medicaid processing, your
attachments should be limited to claims with third party denials.

When an attachment is required, a hard copy CMS-1500 claim form must
be submitted.

Refer to Section 5.7, Required Attachments, for more information on
attachments.
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10.6 For More Information

This section contains a cross-reference to other relevant sections in the

manual.

CMS-1500 Claim Filing Instructions Section 5.2
Medical Medicaid/Medicare-related Claim Filing Section 5.6.1
Instructions

Electronic Media Claims (EMC) Submission Appendix B
Guidelines

AVRS Quick Reference Guide Appendix L
Alabama Medicaid Contact Information Appendix N
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Chiropractor

Chiropractors are enrolled only for services provided to QMB recipients or to
recipients referred as a result of an EPSDT screening.

The policy provisions for chiropractors can be found in the Alabama Medicaid
Agency Administrative Code, Chapter 11.

Enrollment

HP enrolls chiropractors and issues provider contracts to applicants who meet
the licensure and/or certification requirements of the state of Alabama, the
Code of Federal Regulations, the Alabama Medicaid Agency Administrative
Code, and the Alabama Medicaid Provider Manual.

Federal requirements mandate providers re-enroll periodically with the
Alabama Medicaid program. Providers will be notified when they are
scheduled to re-enroll. Failure to re-enroll and provide appropriate
documentation to complete enroliment will result in an end-date being placed
on the provider file. Once a provider file has been closed for failure to timely
re-enroll, providers will have to submit a new application for enroliment.

Refer to Chapter 2, Becoming a Medicaid Provider, for general enroliment
instructions and information. Failure to provide accurate and truthful
information or intentional misrepresentation might result in action ranging from
denial of application to permanent exclusion.

National Provider Identifier, Type, and Specialty

A provider who contracts with Alabama Medicaid as a Chiropractor is added
to the Alabama Medicaid system with the National Provider Identifiers
provided at the time application is made. Appropriate provider specialty
codes are assigned to enable the provider to submit requests and receive
reimbursements for chiropractic-related claims.

The 10-digit NPl is required when filing a claim.

Chiropractors are assigned a provider type of 18 (Chiropractor). Valid
specialties for chiropractors include the following:

e Chiropractor (150)
e QMB/EPSDT (600)

Enrollment Policy for Chiropractors

To participate in the Medicaid program, chiropractors must have a current
certification and/or be licensed to practice and operate within the scope of
practice established by the state's Board of Chiropractic Examiners.

October 2013 11-1



Chiropractor

11-2

11.2

11.3

11.4

Benefits and Limitations

This section describes program-specific benefits and limitations. Refer to
Chapter 3, Verifying Recipient Eligibility, for general benefit information and
limitations.

Chiropractic services are only covered for QMB recipients or for recipients
referred directly as a result of an EPSDT screening.

For more information about the EPSDT program, refer to Appendix A,
EPSDT.

Prior Authorization and Referral Requirements

Chiropractic services generally do not require prior authorization since
services are limited to QMB recipients and EPSDT referrals. Some codes
may require prior authorization before services are rendered. Refer to
Chapter 4, Obtaining Prior Authorization, for general guidelines on
determining if a prior authorization is needed and how to obtain the
information.

When filing claims for recipients enrolled in the Patient 1% Program, refer to
Chapter 39 to determine whether your services require a referral from the
Primary Medical Provider (PMP).When an EPSDT referral is required for
treatment of medically necessary services, the Alabama Medicaid Referral
Form (Form 362) must be appropriately completed by the screening physician
including the screening date that the problem was identified and the reason
for the referral.

Signature Requirement for Referrals: Effective May 16, 2012:

For hard copy referrals, the printed, typed, or stamped name of the primary
care physician with an original signature of the physician or designee is
required. Stamped or copied signhatures will not be accepted. For
electronic referrals, provider certification is made via standardized electronic
signature protocol.

Cost Sharing (Copayment)

The copayment amount for office visit* including crossovers is:

$3.90 for procedure codes reimbursed $50.01 and greater
$2.60 for procedure codes reimbursed between $25.01 and $50.00
$1.30 for procedure codes reimbursed between $10.01 and $25.00

* The following CPT codes are considered office visits and the copayment is
based on Medicaid’s allowed amount (fee schedule) for each procedure:

90847, 90849, 90853, 90865, 92002, 92004, 92012, 92014, 99201, 99202,
99203, 99204, 99205, 99211, 99212, 99213, 99214, 99215, 99241, 99242,
99243, 99244, 99245, 99281, 99282, 99283, 99284, 99285, 99341, 99342,
99343, 99344, 99345, 99347, 99348, 99349, 99350

If one of these CPT codes is applicable for your practice, then copay applies.

Copayment does not apply to services provided for pregnant women, nursing
home residents, recipients less than 18 years of age, emergencies, and family
planning. Native American Indians that present an “active user letter” issued
by Indian Health Services (IHS) will be exempt from the Medicaid required
copayment.
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The provider may not deny services to any eligible Medicaid recipient
because of the recipient’s inability to pay the cost-sharing (copayment)
amount imposed.

11.5 Completing the Claim Form > Electronic
claims
To enhance the effectiveness and efficiency of Medicaid processing, submission
providers should bill Medicaid claims electronically. gan Savg you
Ime an
Chiropractors who bill Medicaid claims electronically receive the following money. The
benefits: system alerts
) you to
e Quicker claim processing turnaround common
] } ; errors and
¢ Immediate claim correction allows you to
. . . t and
e Enhanced online adjustment functions feosrLebcmﬁn
e Improved access to eligibility information claims online.

Refer to Appendix B, Electronic Media Claims Guidelines, for more
information about electronic filing.

When filing a claim on paper, a CMS-1500 claim form is required.
Medicare-related claims must be filed using the Medical
Medicaid/Medicare-related Claim Form.

This section describes program-specific claims information. Providers should
refer to Chapter 5, Filing Claims, for general claims filing information and
instructions.

11.5.1 Time Limit for Filing Claims

Medicaid requires all claims for chiropractors to be filed within one year of the
date of service. Refer to Section 5.1.4, Filing Limits, for more information
regarding timely filing limits and exceptions.

11.5.2 Diagnosis Codes

The International Classification of Diseases - 9th Revision - Clinical
Modification (ICD-9-CM) manual lists required diagnosis codes. These
manuals may be obtained by contacting the American Medical Association,
P.O. Box 10950, Chicago, IL 60610.

ICD-9 diagnosis codes must be listed to the highest number of digits
possible (3, 4, or 5 digits). Do not use decimal points in the diagnosis
code field.

11.5.3 Procedure Codes and Modifiers

Chiropractors use the Current Procedural Terminology (CPT) coding system.
The CPT manual lists most Medicaid required procedure codes. This manual
may be obtained by contacting the Order Department, American Medical
Association, 515 North State Street, Chicago, IL 60610-9986. The (837)
Professional, Institutional and Dental electronic claims and the paper claim
have been modified to accept up to four Procedure Code Modifiers.
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11.5.4 Place of Service Codes

The following place of service codes apply when filing claims for chiropractic
services:

POS Code Description
11 Office

11.5.5 Required Attachments

To enhance the effectiveness and efficiency of Medicaid processing, your
attachments should be limited to the following circumstances:

e Claims with Third Party Denials

When an attachment is required, a hard copy CMS-1500 claim form must
be submitted.

Refer to Section 5.7, Required Attachments, for more information on
attachments.

For More Information

This section contains a cross-reference to other relevant sections in the
manual.

Resource Where to Find It

CMS-1500 Claim Filing Instructions Section 5.2
Medical Medicaid/Medicare-related Claim Filing Section 5.6.1
Instructions

EPSDT Appendix A
Electronic Media Claims (EMC) Submission Appendix B
Guidelines

AVRS Quick Reference Guide Appendix L
Alabama Medicaid Contact Information Appendix N
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12.1

12.2

12.3

Comprehensive Outpatient Rehabilitation
Facility (CORF)

Rehabilitative services are specialized services for the restoration of people
with chronic physical or disabling conditions to useful activity. These services
will be provided to recipients on the basis of medical necessity.

Enrollment

CORFs are enrolled only for services provided to QMB eligible recipients
(crossover claims).

HP enrolls CORF providers and issues provider contracts to applicants who
meet the licensure and/or certification requirements of the state of Alabama,
the Code of Federal Regulations, the Alabama Medicaid Administrative Code,
and the Alabama Medicaid Provider Manual.

Refer to Chapter 2, Becoming a Medicaid Provider, for general enroliment
instructions and information. Failure to provide accurate and truthful
information or intentional misrepresentation might result in action ranging
from denial of application to permanent exclusion.

National Provider Identifier, Type, and Specialty

A provider who contracts with Alabama Medicaid as a CORF provider is
added to the Medicaid system with the National Provider Identifiers provided
at the time application is made. Appropriate provider specialty codes are
assigned to enable the provider to submit requests and receive
reimbursements for rehabilitation-related claims.

The 10-digit NP1 is required when filing a claim.

CORF providers are assigned a provider type of 012 (Rehabilitation Center).
The valid specialty for CORF providers is Rehabilitation Hospital (012).

Benefits and Limitations

This section describes program-specific benefits and limitations. Refer to
Chapter 3, Verifying Recipient Eligibility, for general benefit information and
limitations.

CORF providers are limited to Medicare-related claims billed on the UB-04
claim form.

Prior Authorization and Referral Requirements

COREF procedures do not require prior authorization or referrals since they are
limited to Medicare crossovers only.
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12.5

» Electronic

claims
submission can
save you time
and money. The
system alerts
you to common
errors and
allows you to
correct and
resubmit claims
online.

12-2

Cost Sharing (Copayment)

Copayment does not apply to services provided by CORF providers.

Completing the Claim Form

To enhance the effectiveness and efficiency of Medicaid processing, provider
should bill Medicaid claims electronically.

CORF providers who bill Medicaid claims electronically receive the following
benefits:

e Quicker claim processing turnaround

¢ Immediate claim correction

e Enhanced online adjustment functions

e Improved access to eligibility information

Refer to Appendix B, Electronic Media Claims Guidelines, for more
information about electronic filing.

When filing a claim on paper, a UB-04 claim form is required. Medicare-
related claims must be filed using the Institutional Medicaid/Medicare
Related Claim Form.

This section describes program-specific claims information. Refer to Chapter
5, Filing Claims, for general claims filing information and instructions.

12.5.1

Medicaid requires all claims for CORF to be filed within one year of the date
of service. Refer to Section 5.1.4, Filing Limits, for more information regarding
timely filing limits and exceptions.

Time Limit for Filing Claims

12.5.2 Diagnosis Codes

The International Classification of Diseases - 9th Revision - Clinical
Modification (ICD-9-CM) manual lists required diagnosis codes. These
manuals may be obtained by contacting the American Medical Association,
P.O. Box 10950, Chicago, IL 60610.
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ICD-9 diagnosis codes must be listed to the highest number of digits
possible (3, 4, or 5 digits). Do not use decimal points in the diagnosis
code field.

12.5.3 Revenue Codes

CORF providers use the revenue codes identified by Medicare.

12.5.4 Place of Service Codes

Place of service codes do not apply when filing the UB-04 claim form.

12.5.5 Required Attachments

To enhance the effectiveness and efficiency of Medicaid processing, your

attachments should be limited to claims with third party denials.

When an attachment is required, a hard copy Institutional
Medicaid/Medicare-related claim form must be submitted.

Refer to Section 5.7, Required Attachments, for more information on

attachments.

For More Information

This section contains a cross-reference to other relevant sections in the

manual.

Resource Where to Find It

UB-04 Claim Filing Instructions

Institutional Medicaid/Medicare-related Claim
Filing Instructions

Electronic Media Claims (EMC) Submission
Guidelines

AVRS Quick Reference Guide

Alabama Medicaid Contact Information

Section 5.3
Section 5.6.2

Appendix B

Appendix L
Appendix N
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13.1

Dentist

Certain dental health care services are available for eligible children as part of the
Early and Periodic Screening, Diagnosis, and Treatment up to age 21 as long as
the child remains eligible for Medicaid with the exception of SOBRA children
who cease to be eligible upon reaching their 19" birthday.

Dental services are any diagnostic, preventive, or corrective procedures
administered by or under the direct supervision of a licensed dentist. Such
services include treatment of the teeth and the associated structures of the oral
cavity, and of disease, injury, or impairment, which may affect the oral or general
health of the individual.

As defined in the Rules of The Board of Dental Examiners of Alabama, Rule 270-
X3.06, “Direct supervision is defined as supervision by a dentist who authorizes
the intraoral procedure to be performed, is physically present in the dental facility,
and available during the performance of the procedure, and takes full professional
responsibility for the completed procedure”.

Any facility that utilizes unlicensed graduate dentists to treat Medicaid Recipients
must meet the requirements set forth in Section 270-X-4.02 of the Dental Practice
Act.

A dental consultant is available for clinical consultation regarding coverage
for unusual services and may be contacted through the Dental Program
Manager at (334) 242-5472.

The policy provisions for dental providers can be found in the Alabama Medicaid
Agency Administrative Code, Chapter 15.

Current Dental Terminology (including procedure codes, nomenclature,
descriptors and other data contained therein) is copyrighted by the American
Dental Association. All rights reserved. Applicable FARS/DFARS Apply.

Enrollment

HPES enrolls dental providers who meet the licensure and/or certification
requirements of the state of Alabama, the Code of Federal Regulations, the
Alabama Medicaid Agency Administrative Code, and the Alabama Medicaid
Provider Manual.

Refer to Chapter 2, Becoming a Medicaid Provider, for general enroliment
instructions and information. Failure to provide accurate and truthful information or
intentional misrepresentation might result in action ranging from denial of
application to permanent exclusion.
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Federal requirements mandate providers re-enroll periodically with the Alabama
Medicaid program. Providers will be notified when they are scheduled to re-
enroll. Failure to re-enroll and provide appropriate documentation to complete
enrollment will result in an end-date being placed on the provider file. Once a
provider file has been closed for failure to timely re-enroll, providers will have to
submit a new application for enrollment.

National Provider Identifier, Type, and Specialty

A provider who contracts with Alabama Medicaid as a Dental provider is added to
the Medicaid system with the National Provider Identifiers provided at the time
application is made. Appropriate provider specialty codes are assigned to enable
the provider to submit requests and receive reimbursements for dental-related
claims.

The 10-digit NPI is required when filing a claim.

Dental providers are assigned a provider type of 27 (Dentist). Valid specialties for
dental providers include the following:

e General Dentistry (271)

e Oral and Maxillofacial Surgery (272)
e Endodontist (275)

e Pediatric Dentistry (276)

e Orthodontist (277)

e Periodontist (278)

e Mobile Provider (299)

e Anesthesiologist (311)

Oral Surgeons are assigned a provider type of 62, depending on the source of the
licensure information sent to the HP provider enrollment unit. The valid specialty
for Oral Surgeons is Oral and Maxillofacial Surgery (272).

Oral Surgeons billing medical procedures or CPT procedure codes should refer to
Chapter 28, Physician and Chapter 5, Filing Claims. Dental procedures (current
CDT procedure codes) should always be billed on the ADA dental claim form—
Version ADA 2006.

Enrollment Policy for Dental Providers

To participate in the Alabama Medicaid Program, dental providers must be
licensed to practice in the state where care is provided. Each dental provider must
enroll with a NPI that will follow them to each office location (a Service Location
Provider Number will be assigned for each office location to assist in identifying
where the service was provided). This also applies for reimbursement for
preventive services and must be performed at a fixed physical office location.
Each claim filed constitutes a contract with the Alabama Medicaid Agency. Dental
providers are required to complete and sign a coding sheet (often referred to as a
“super bill") listing all procedure codes/ descriptions performed on each date of
service for each Medicaid recipient. For audit purposes, these coding sheets are
required to be maintained on file for a period of three (3) years from the date of
service.
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Dentists who perform anesthesia (general) or IV sedation services must
submit a copy of their GA/IV certification to HP with their provider enrollment
application.

Out of state providers must follow the enroliment procedures of the Alabama
Medicaid Agency, please refer to Chapter 2 - Becoming a Medicaid Provider.
All program policies apply regardless of where care is provided.

Enrollment of Mobile Dental Clinics

A mobile dental facility or portable dental operation (Mobile Dental

Clinic) is any self-contained facility in which dentistry or dental hygiene is
practiced which may be moved, towed, or transported from one location to
another.

Mobile Dental Clinics shall comply with all Medicaid rules and
regulations as set forth in the State Plan, Alabama Medicaid Administrative
Code, Code of Federal Regulations and applicable Medicaid billing manuals.

In order to enroll as a Mobile Dental Clinic, an operator shall:

(a) obtain a certificate of registration issued by the Board of Dental Examiners
(the Board); and

(b) complete an Alabama Medicaid Provider Enrollment application.

Mobile Dental Clinics shall comply with the following consent requirements:
(a) The operator of a Mobile Dental Clinic shall not perform services on a
minor without the signed consent from the parent or guardian. The consent
form shall be established by the Board.

(b) The consent form shall inquire whether the prospective patient has
received dental care from a licensed dentist within one year and if so, the
consent form shall request the name, address, and phone number of the
dental home. If the information provided to the operator does not identify a
dental home for the prospective patient, the operator shall contact the
Alabama Medicaid Agency for assistance in identifying a dental home for
Medicaid eligible patients. If this information is provided to the operator, the
operator shall contact the designated dental home by phone, facsimile, or
electronic mail and notify the dental home of the prospective patient's interest
in receiving dental care from the operator. If the dental home confirms that an
appointment for the prospective patient is scheduled with the dentist, the
operator shall encourage the prospective patient or his or her guardian to seek
care from the dental home.

() The consent form shall document that the patient, or legal

guardian, understands the prospective patient has an option to receive dental
care from either the Mobile Dental Clinic or his or her designated dental home
if applicable.

(d) The consent form shall require the signature of a parent or

legal guardian.

Each Mobile Dental Clinic shall maintain a written or electronic record detailing
all of the following information for each location where services are performed:

€)) The street address of the service location.

(b) The dates of each session.

(c) The number of patients served.

(d) The types of dental services provided and the quantity of each

service provided.
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(e) Any other information requested by rule of the Board or
Medicaid.

At the conclusion of each patient's visit to the Mobile Dental Clinic, the patient
shall be provided with a patient information sheet which shall also be provided
to any individual or entity to whom the patient has consented or authorized to

receive or access the patient's records. The information sheet shall include at
a minimum the following information:

(a) The name of the dentist or dental hygienist, or both, who performed the
services.

(b) A description of the treatment rendered, including billing service codes
and fees associated with treatment and tooth numbers when
appropriate.

(©) If applicable, the name, address, and telephone number of any dentist
to whom the patient was referred for follow-up care and the reason for
such referral.

(d) The name, address, and telephone number, if applicable, of a parent or
guardian of the patient.

Mobile Dental Clinics shall comply with the following requirements for
Emergency Follow-up Care:

(a) The operator shall maintain a written procedure for emergency

follow-up care for patients treated in a Mobile Dental Clinic, which includes
arrangements for treatment and follow-up care by a qualified dentist in a
dental facility that is permanently established within a 50-mile radius of where
mobile services are provided.

(b) An operator who either is unable to identify a qualified dentist in

the area or is unable to arrange for emergency follow-up care for patients
otherwise shall be obligated to provide the necessary follow up via the Mobile
Dental Clinic or the operator may choose to provide the follow-up care at his
or her established dental practice location in the state or at any other
established dental practice in the state which agrees to accept the patient.

(c) An operator who fails to arrange or provide follow-up care as required
herein shall be considered to have abandoned the patient, and will subject the
operator and any dentist or dental hygienist, or both, who fail to provide the
referenced follow-up treatment to termination as a Medicaid provider.

The provider shall not charge Medicaid for services rendered on a no-charge
basis to the general public.

A Mobile Dental Clinic that accepts or treats a patient but does not refer
patients for follow-up treatment when such follow-up treatment is clearly
necessary, shall be considered to have abandoned the patient and will subject
the operator and any dentist or dental hygienist, or both, who fails to provide
the referenced follow-up treatment to termination as a Medicaid provider.

Mobile Dental Clinics shall comply with the following requirements for sale or
cessation of operation:

(a) Inthe event a Mobile Dental Clinic is to be sold, the current

provider shall inform the Board and Medicaid, at least 10 days prior to the sale
being completed and shall disclose the purchaser to the Board and Medicaid,
via certified mail within 10 days after the date the sale is finalized.
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(b) The provider shall notify the Board and Medicaid, at least 30 days

prior to cessation of operation. Such notification shall include the final day of
operation, and a copy of the notification shall be sent to all patients and shall
include the manner and procedure by which patients may obtain their records
or transfer those records to another dentist.

(c) Iltis the responsibility of the provider to take all necessary action to
ensure that the patient records are available to the patient, a duly authorized
representative of the patient, or a subsequent treating dentist. For purposes
of this subsection, a patient shall mean any individual who has received any
treatment or consultation of any kind within two years of the last date of
operation of the Mobile Dental Clinic.

NOTE:

If you are already a Medicaid Provider, you do not have to re-enroll with
Medicaid to be a Mobile Dental Provider. As a mobile dental provider you
will need to submit a request to HPES Provider Enrollment, P.O. 241685,
Montgomery, AL 36124, to add the mobile provider specialty (299) to your
existing provider file along with a copy of your certification received from
the Alabama Dental Board. When filing claims for mobile dental
services please indicate your place of service as 15.

1% Look — The Oral Health Risk Assessment and
Dental Varnishing Program

Medicaid covers the application of fluoride varnishes for children 6 months
through 35 months of age who have a high caries risk based on the risk
assessment by Patient 1°' medical providers or their clinical staff (RNs,
PAs, Nurse Practitioners, LPNs) that have received the 1% Look Training.
This assessment and varnish program is to be incorporated into the well child
visit and be part of the comprehensive care in a medical home. The medical
provider and staff must be trained in oral health risk assessment, anticipatory
guidance and fluoride varnish application. This training includes oral health
risk assessment, education on performing anticipatory guidance/counseling,
demonstration of fluoride varnish application and the provision of information
on recommendations for a dental home. Upon completion of the oral health
risk assessment training program for pediatricians and other child health
professionals, a specialty indicator (274) will be added to the provider file in
order for the provider to receive reimbursement.
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The trained Patient 1* provider does include the nurse practitioner under
his/her Patient 1% practice. An enrolled nurse practitioner that has been
trained in the 1% Look program can bill for the 1% Look services provided.

Once training is completed, a list is sent to the Medicaid Agency for the
new specialty to be added to the provider’s file. The effective date of the
specialty is the same as the date of certification.

Dental Home as defined by the American Dental Association — The
ongoing relationship between the dentist who is the Primary Dental Care
Provider and the patient, which includes comprehensive oral health care,
beginning no later than age one, pursuant to ADA policy.

A list of Medicaid Dental Providers is available on the Medicaid website at:
http://medicaid.alabama.gov/CONTENT/4.0 Programs/4.4.0 Medical Ser
vices/4.4.2.6 Locate Participating Dentist.aspx .

Patient 1* medical providers will be able to bill in accordance with Medicaid
reimbursement policies for the oral assessment (D0145) and the applications
of the fluoride varnish (D1206).

Procedure D0145 may be billed once by the pediatric medical provider and
once by the dental provider for children age 6 months through 35
months of age. Records must document the content of anticipatory guidance
counseling given to parents/caregivers, the results of the Caries Assessment
Tool (CAT) and that a referral has been made to the Patient 1* Care
Coordinators for all high-risk children. Documentation must also include
where referral to a dental home has been made.

At least two high risk indicators must be present in the high risk category
to classify a child as being high risk.

Procedure D1206 will be limited to three per calendar year, regardless of
the provider and cannot exceed a maximum of six fluoride varnish applications
between 6 months through 35 months of age. Once a recipient is referred
to a dental home, D1206 (application of fluoride varnish) is no longer a
covered service when performed by the 1% Look Medical Provider.
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13.3 Patient Record

13.4

The patient record shall include the following:

1.
2.
3

oA

10.

Patient’s full name, address and treatment date;

Patient’s nearest relative or responsible party;

Current health history, including chief complaint, if applicable, and a listing of
all current medications;

Diagnosis of condition

Specific treatment rendered and by whom; (e.g. Tooth #04 DO resin 1.8 cc of
Lidocaine by Dr. Smith)

After each date of service, the Rendering Provider's SIGNATURE must be
present after the written documentation of the service in the Patient’s
Operative Notes. Reimbursement for services without the Rendering
Provider's SIGNATURE in the Patient’'s Operative Notes is subject to
recoupment.

Name and strength of any medications prescribed, dispensed or
administered along with the quantity, date provided and authorized refills;
Treatment plan;

Applicable radiographs; and

Informed consent.

Informed Consent

Informed consent shall be documented in the record for all patients for whom
treatment is to be provided. The consent form should be procedure specific and
include the following:

Name and date of birth of patient;

Name and relationship to the patient/legal basis on which the person is
consenting on behalf of the patient;

Description of the procedure in simple terms;

Disclosure of known adverse risk(s) of the proposed treatment specific to that
procedure;

Professionally-recognized or evidence-based alternative treatment(s) to
recommended therapy and risk(s);

Place for custodial parent or legal guardian to indicate that all questions have
been asked and adequately answered,;

Places for signatures of the custodial parent or legal guardian, dentist, and
office staff member as a witness.

Consistent violation of the informed consent requirement can result in further
investigation and appropriate action.
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13.5 Benefits and Limitations
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Dental care is limited to Medicaid eligible individuals who are under age 21
and are eligible for treatment under the EPSDT Program.

Medicaid reimburses for services that are determined medically necessary
and do not duplicate another provider’s service. In addition, the services must
meet the following criteria:

e The services must be individualized, specific, consistent with
symptoms or confirmed diagnosis of the illness or injury under
treatment, and not in excess of recipient’s needs.

e The services cannot be experimental or investigational.

e The services must reflect the level of services that can be safely
furnished, and for which no equally effective and more conservative or
less costly treatment is available statewide; and

e The services must be furnished in a manner not primarily intended for
the convenience of the recipient, the recipient’s caretaker, or the
provider.

Covered procedures are located in section 13.8.2

13.5.1 Orthodontic Services

Medicaid provides medically necessary orthodontic services for eligible and
qualified recipients. Orthodontic services must be requested through a
multidisciplinary clinic administered by Alabama Children's Rehabilitation
Service at 1(800) 441-7607or another qualified clinic enrolled as a contract
vendor in the Medicaid Dental Program. All medically necessary orthodontic
treatment must be prior authorized by Medicaid before services are provided.

Requests for orthodontic services must include the recommendations of the
multidisciplinary team, photos and x-rays.

Criteria for coverage include the following diagnoses when medical necessity
exists:

e Cleft palate or cleft lip deformities

e Cleft lip with alveolar process involvement
e Velopharyngeal incompetence

e Short palate

e Submucous cleft

e Alveolar notch

e Craniofacial anomalies included but not limited to
e Hemifacial microsomia

e Craniosynostosis syndromes

e Cleidocranial dysplasia

e Arthrogryposis

e Marfan's syndrome

e Apert's syndrome

e Crouzon’s Syndrome

e Other syndromes by review
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e Trauma, diseases, or dysplasias resulting in significant facial growth
impact or jaw deformity.

Extractions for orthodontic purposes are not covered unless there is
a Medicaid approved orthodontia case.

Specific non-covered services include the following diagnoses:
e Dento-facial Anomaly, NOS (not otherwise specified)

e Orofacial Anomaly, NOS

e Severe Malocclusion

NOTE:

Procedures billable only by Alabama Children’s Rehabilitation
Service providers:

D8080 — Comprehensive orthodontic treatment of the adolescent dentition

D8680 — Orthodontic retention (removal of appliances, construction and
placement of retainer(s))

D9310 — Consultation — diagnostic service provided by dentist or physician
other than requesting dental or physician.

13.5.2 Non-Covered Services

The following dental services are non-covered except where noted. Non-
covered dental services include but are not limited to the following:

e Procedures which are not necessary or do not meet accepted standards
of dental practice based on scientific literature. This will be determined
thru review of submitted radiographs and written documentation which
must support the medical necessity of the service rendered.

e Surgical periodontal treatment (Exceptions require prior authorization:
Pharmaceutically induced hyperplasia and idiopathic juvenile
periodontosis).

e Orthodontic treatment (Exception: medically necessary orthodontic
services after evaluation by CRS and referral to the Alabama Medicaid
Agency for prior authorization. See section 13.5.1 for additional
information).

e Prosthetic treatment, such as fixed or removable bridgework (D6240 and
D6750), or full or partial dentures (Exceptions require prior authorization:
prosthesis for closure of a space created by the removal of a lesion or due
to congenital defects (permanent tooth congenitally missing).

e Panoramic films on recipients under age 5.
e Dental transplants

e Dental implants

e Prosthetic implants

e Esthetic veneers

e Silicate restorations
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Pulp caps on primary teeth
Pulpotomies on permanent teeth

Space maintainers for premature loss of primary incisors or as “pedo
bridges”

Space maintainers placed greater than 180 days after the premature loss
of a primary tooth

Space maintainers placed where the extracted tooth was a restorable
tooth

Space maintainers for teeth A, J, K, T, M and R for recipients greater than
14 years of age

Space maintainers for teeth B, I, L and S age eight years and older
Bilateral space maintainer for teeth C and H

Repair of a damaged space maintainer or replacement of a lost space
maintainer

D2940 for teeth A-T for recipients greater than 6 years of age and older
D2951 for teeth A-T

D3220 and D3230 for teeth N, O, P and Q

D4355 for recipients under age 6

D1120 for recipients less than 3 years of age

Non-diagnostic radiographs

Extraction of exfoliating primary teeth without a valid indication (e.g. pain,
eruption interference, abscess, etc.) documented in the record

Acrylic, plastic restorations (class Il or V)
Acrylic, plastic restorations (class 1V)
Plastic crowns (acrylic)
Porcelain/ceramic substrate crowns

Permanent crowns, core buildups, and post & cores on recipients under
the age of 15

Adult Dental Care

Temporomandibular joint disorder

Palliative (emergency) treatment (D9110) is not covered when billed with
another therapeutic (definitive) procedure but can be billed with diagnostic
procedures.

13-10
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13.6 Prior Authorization (PA) and Referral Requirements
Prior authorization from Medicaid is required for the following services:

e Periodontal treatment (scaling and root planing, periodontal maintenance
procedures)

e Excision of hyperplastic tissue

¢ Inpatient and Outpatient hospitalizations for dental care for children 5
years and older (not required for any out-of state hospitalizations).

e Inpatient and outpatient hospitalization and anesthesia charges for adults
when hospitalization is required because (1) the individual’'s underlying
medical condition and status is currently exacerbated by the dental
condition, or (2) the dental condition is so severe that it has caused a
medical condition (for example, acute infection has caused an increased
white blood count, sepsis, or bacterial endocarditis in a susceptible
patient)

e Space maintainers (after the first two)
e Apicoectomy/periradicular surgery
¢ Removal of completely bony impactions

e Home visits or treatment of any recipient under age 21 in a licensed
medical institution (nursing facility)

e Diagnostic models (when requested by Medicaid)

e Oral/Facial Images (e.g., photographs or slides when requested by
Medicaid)

e Therapeutic drug injection (by report)

Prior authorization does not guarantee eligibility. Providers are
responsible for verifying eligibility prior to rendering services.

Refer to Chapter 4, Obtaining Prior Authorization, for general guidelines.

13.6.1  Obtaining Prior Authorization for Dental Services

Emergency Prior Authorizations

In an emergency situation where the delay for written request of prior
authorization would endanger the health of the recipient, initiate prior
authorization by contacting HPES/Dental PA Unit at (334) 215-4144, please
be sure to include all the information listed below. If the emergency situation
occurs after hours, on weekends, or on a holiday, a voice message will be
accepted. The voice mail message must include the following information:

e Recipient's name
e Recipient’s Medicaid number (13 digits)
e NPI of dentist

e Phone number of dentist, including area code
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e Nature of emergency
e Contact person, if other than dentist for follow-up

A paper or electronic PA request must be received by HPES within ten
business days of the telephone call and orfvoice message request. If the
request is not received within ten business days of the telephone call, the
authorization will be denied. The request must meet established guidelines
and criteria.

Paper PA Request

Providers must use the Prior Review and Authorization Dental Request Form
(form 343, revised 5/28/13) to request prior authorization for those procedures
requiring a prior authorization (e.g., D7241 removal of impacted tooth; D9420
(hospital or ambulatory surgical center call, etc.) as noted in section 13.6. All
sections of this form must be completed. If the form is not completed in its
entirety or if the PA request is submitted on any other form, the request will be
denied. The completed form must be submitted with the required legible
documentation. If the required documents are not received with the paper PA
request, the PA will be denied. The form and required documentation should
be forwarded to:

HPES Dental PA Unit
P.O. Box 244032
Montgomery, AL 36124-4032

or

301 Technacenter Drive
Montgomery, AL 36117

Electronic PA Requests

Providers may use Medicaid’'s web portal of PES software to submit an
electronic PA for those procedures requiring a prior authorization (e.g., D7241
removal of impacted tooth; D9420 (hospital or ambulatory surgical center call,
etc.) When submitting an electronic request, select “Dental” if the service is
being performed in the dental office. Select “Surgical” if the service is being
performed in hospital setting.

Following submission of an Electronic PA request the legible documentation
must be mailed to HPES/Dental PA Unit, P.O. Box 244032, Montgomery, AL
36124-4032 or 301 Technacenter Drive, Montgomery, AL 36117. The
documents must have the PA number written legibly in the upper right hand
corner of each page (e.qg. clinical notes, radiographs, etc.) so that
documentation can be matched to the electronic PA request.

PA requests will be held for up to 10 business days to allow sufficient time for
providers to mail required supporting documents. If legible documents are not
received in this time period, the PA will be denied. For reconsideration of the
PA, a new paper PA request must be submitted with all the required
documents attached.
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Additional Instructions for Completing PA Request:
e For treatment in the dental office:

When completing the Alabama Prior Review and Authorization Dental
Request (Paper or Electronic), ONLY list those procedures that require
prior authorization.

e For treatment in outpatient/inpatient hospital or nursing facility:

When completing the Alabama Prior Review and Authorization Dental
Request (Paper or Electronic), list ALL procedures planned even if they
do not normally require prior authorization.

e Providers cannot charge or collect money from the recipient to schedule a
service or guarantee patient compliance

Refer to Chapter 4, Section 4.4, Obtaining Prior Authorization, for instructions
on obtaining prior authorization and completion of the form. PA request may
be submitted via paper, web portal of PES.

Prior authorization requests take approximately two to three weeks for
processing. Providers should call the Provider Assistance Center (PAC) at
1(800) 688-7989 to verify request is in the system if approval/denial is not
received within this time frame.

13.6.2 Criteria for Prior Authorization

This section discusses specific criteria for prior authorization for certain
periodontal, preventive anesthetic and inpatient/outpatient procedures. There
are additional dental procedures that require prior authorization as indicated in
Section 13.8.2, Procedure Codes.

Documentation Necessary for Hospital Cases Requiring Dental Prior
Authorization (For recipients age 5 or older)

Prior authorization for patients 5 years through 20 years of age, at least one of
the following criteria justifying use of general anesthesia in the hospital must
be met:

1. Child or adolescent who requires dental treatment has a physical or
mentally compromising condition

2. Patient has extensive orofacial and dental trauma

3. Procedure is of sufficient complexity or scope to necessitate
hospitalization; the mere extent of caries or large quantity of teeth to be
treated, or preference to provide all treatment in one appointment, or need
for premedication, are not, by themselves, qualifying reasons for
hospitalization.

4. Child who requires dental treatment is extremely uncooperative due to
acute situational anxiety, attention deficit disorder, or emotional disorder
(requires an additional report described in a. — k. below)
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Approval is typically given for a specified time frame not to exceed six
months. Treatment must be dentally necessary and supported by a treatment
plan and appropriate radiographs. Requests for treatment in a hospital setting
based on lack of cooperation, anxiety, attention deficit disorder, or emotional
disorder are not typically approved when the dental history shows treatment
was rendered in the office in the past.

Documentation from the medical record justifying one or more of the above
four criteria is required to be submitted with the Prior Authorization request
along with a completed Informed Consent. On children under age 5,
documentation in the record will be required to support the necessity of
the treatment performed in a hospital setting.

If Criteria number 4 above (without a physical or mental disability) is cited as
the justification for treatment in a hospital setting, it additionally requires a
report of at least one active failed attempt to treat in the office. This report
must include (if applicable):

a. recipient’s behavior preoperatively

b. type(s) of behavior management techniques used that are approved by
the American Academy of Pediatric Dentistry

recipient’s behavior during the procedure
the use, amount, and type of local anesthetic agent
use and dosage of premedication, if attempted

use and dosage (%, flow rate and duration) of nitrous oxide analgesia
used

g. procedure(s) attempted
h. reason for failed attempt
i. start and end times of the procedure(s) attempted

~® a0

j-  name(s) of dental assistant(s) present in the treatment room

k. presence or absence of parents or guardians in the treatment room

If requirements d, e, or f above were attempted but not successfully
accomplished, the report must state the reason(s) for not carrying out or
accomplishing these requirements.

If above criteria is met the provider should submit a Prior Authorization request
(paper or electronic) listing the CDT code D9420. If the Prior Authorization is
approved, the approval letter will generally reflect the approval of only one
procedure code (usually the hospital code) and the other requested
procedure codes will show as pending. The letter will also contain a
statement to the effect: “Outpatient/Inpatient Hospital Approved; all other
procedures CONTINGENT UPON: preoperative radiographs (type will be
specified) being taken at the hospital and submitted with list of actual
treatment procedures directly to Medicaid Agency for review and treatment
meeting criteria.”
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After treatment is completed radiographs and a claim documenting actual
services rendered should be sent to:

HPES Dental PA Unit
P.O. Box 244032
Montgomery, AL 36124-4032

or

301 Technacenter Drive
Montgomery, AL 36117

Once the prior authorization is reviewed and updated, a letter will be sent to
the provider indicating services approved. Upon receipt of the letter, the
provider may file their claim for services approved by Medicaid.

Outpatient/ASC Admission (D9420, limited to 4 times per recipient per
calendar year)

Prior authorization is not required for children under 5 years on date of service
(dos), unless the planned procedure code itself requires a Prior Authorization
(e.g. scaling and root planing D4341)

Adult Anesthesia and Facility Fees (D9420, limited to 4 times per
recipient per calendar year)

e Coverage may be available for facility and anesthesia charges through the
prior authorization process for medically compromised adults whose
dental problems have exacerbated their underlying medical condition. This
code covers Anesthesia and Facility fee only and does not cover any
dental procedures.

e Criteria for coverage of adult anesthesia and facility fees include the
following conditions:

e Uncontrolled diabetes
e Hemophilia

e Cardiovascular problems (for example, CHF, prosthetic heart valves,
acute endocarditis)

e When an existing qualifying medical condition is presently exacerbated by
the dental condition or when the dental condition is so severe that it has
caused a medical condition (for example, acute dental infection has
caused an increased white blood cell count, sepsis, or bacterial
endocarditis in a susceptible patient)

Documentation by the patient’s primary care physician must be included with
the completed Alabama Prior Review and Authorization Dental request form,
which confirms the medical compromise indicated.

Additional dental prior authorization criteria will be provided to all Medicaid
dental providers, as they become available.
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13.6.3 Referral Requirements

EPSDT Referral

Dental screenings must be performed on children from birth through age two
by observation (subjective) and history. Refer to Appendix A for EPSDT
services.

Medicaid does support the recommendations of The American Academy
of Pediatric Dentistry which recommend children be enrolled and under
the care of a dentist by age one.
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PATIENT 1°" SERVICES NOT REQUIRING PMP REFERRAL

Service | Claim System Identification
Type

Dental M Dentists & Federally Qualified Health Centers (Claim
D Type D only), Clinics- Children’s Dental/Orthodontia and
0] Orthodontists, Oral, Maxillofacial Surgeons

Procedure Codes: D8080 (Comprehensive orthodontia
treatment of adolescent dentition), D8680 (Orthodontic
retention-removal of appliances, construction/
placement of retainers), D9430 (Office visit for obs
services during regular hours) Outpatient facility
procedure codes D9420. Note: OP facilities do not
require a referral for DENTAL procedures.

When filing claims for recipients enrolled in the Patient 1% Program, refer to
Chapter 39, Patient 1% to determine whether your services require a referral
from the Primary Medical Provider (PMP).

Case Management Care Coordination

Alabama’s Patient 1% program requires that Medicaid recipients understand
the importance of dental care and how to use the dental health care system.
Now, professional case managers in the patient's county of residence can
complement the dental services of your practice by working with patients you
identify as needing additional assistance.

Referrals should be limited to “special cases” only. These include but are not
limited to children with special needs who require follow-up care, children
needing assistance with referral for specialty care, and missed appointments
for children lost to follow-up during treatments such as root canals.

If you have a child that meets the “special cases” criteria, then refer this
patient to the targeted case manager in the patient's county of residence for
further screening, support, counseling, monitoring and education. For a list of
managers in your area, call the Dental Program at (334) 242-5472 or visit the
Alabama Medicaid Agency’s website at www.medicaid.alabama.gov.
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13.7 Cost Sharing (Copayment)

Dental Providers cannot charge Medicaid Recipients, since copayment does
not apply to services provided by dental providers.

13.8 Completing the Claim Form

Effective June 1, 2008, all Medicaid dental providers must use the 2006 version
of the American Dental Association Dental claim form. If you experience
problems with HP processing your forms, contact HP for resolution, 1-800-688-
7989. Refer to Chapter 5, Filing Claims, Section 5.5, Completing the ADA Dental
Form, for complete instructions on filling out the ADA Dental Form.

To enhance the effectiveness and efficiency of Medicaid processing, provider
should bill Medicaid claims electronically.

Dental providers who bill Medicaid claims electronically receive the following
benefits:

o Quicker claim processing turnaround

o Immediate claim correction

o Enhanced online adjustment functions

o Improved access to eligibility information

Refer to Appendix B Electronic Media Claims Guidelines, for more information
about electronic filing.

This section describes program-specific claims information. Refer to Chapter 5,
Filing Claims, for general claims filing information and instructions.

13.8.1 Time Limit for Filing Claims

Medicaid requires all claims for Dental providers to be filed within one year of
the date of service. Refer to Chapter 5, Filing Claims, Filing Limits, Section
5.1.5, Filing Limits, for more information regarding timely filing limits and
exceptions.

13.8.2 Procedure Codes

Use the code numbers and procedure descriptions as they appear in this section
when filling out the ADA dental form. The listing of a procedure in this section
does not imply unlimited coverage. Certain procedures require prior
authorization as noted in the PA Required column.
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Diagnostic Clinical Oral Examinations

Procedure
Code

Description of Procedure

Prior
Authorization
Required

D0120

Periodic oral examination is an evaluation a
patient of record to determine any changes in the
patient's dental and medical health status since a
previous comprehensive or periodic evaluation.
This may require interpretation of information
acquired through additional procedures.

Report additional diagnostic procedures
separately.

This examination is limited to once every six
months (per calendar month) for eligible Medicaid
recipients. A full six month period between oral
exams is not required. For example, if a recipient
received an oral exam on January 15, 2002, he
or she is eligible for another exam any time in
July 2002 (the sixth month).

Cannot be billed within 6 months of D0150 by
same provider for the same recipient.

Non-emergency oral examinations (D0120 and
DO0150) are limited to 2 (two) per calendar year
whether it is a comprehensive oral examination
and one periodic oral examination or 2 (two)
periodic oral examinations in a 12 month period.

No

D0140

Limited oral evaluation — problem focused
(emergency treatment)

A limited oral examination is an evaluation or re-
evaluation limited to specific health problems.
This may require interpretation of information
acquired through additional procedures.

Report additional diagnostic procedures
separately. Definitive procedures may be
required on the same day.

Typically, recipients receiving this type of
evaluation have been referred for a specific
problem or are presented with dental
emergencies, such as acute infection.

Providers using this procedure code must report
the tooth number or area (please refer to page 40
for specific instructions) of the oral cavity,
symptom(s), diagnosis, and emergency treatment
in the dental record where the specific problem is
suspected.

This procedure cannot be billed in conjunction
with periodic or comprehensive oral
examinations.

Limited to one per recipient per provider/provider
group per calendar year.

No

October 2013

13-19



Dentist

Procedure
Code

Description of Procedure

Prior
Authorization
Required

D0145

Oral Evaluation for a Patient Under Three Years
of Age and Counseling with Primary Caregiver :

This code is intended to be for the first visit to a
dental and/or *medical office for a patient under
three years of age, for evaluation of caries
susceptibility, development of an appropriate
preventive oral health regimen and
communication with and counseling with the
child’s parent or guardian.

This code will only be allowed once per recipient
lifetime (only exception is the 1* Look Program).

Cannot be billed on the same date of service as
procedure codes D0120 (periodic exam); D0140
(limited oral evaluation) or D0150
(comprehensive oral evaluation).

Under the 1% Look Program: D0145 will be
billable once by a pediatric medical provider and
once by a dental provider for children ages 6
months through 35 months.

No

D0150

A comprehensive oral examination used by a
general dentist or specialist when evaluating a
recipient comprehensively. It is a thorough
evaluation and recording of the extraoral and
intraoral hard and soft tissues. This includes an
evaluation for oral cancer where indicated, the
evaluation and recording of the patient’s dental
and medical history and a general health
assessment. It includes the evaluation and
recording of dental caries, missing or unerupted
teeth, restorations, existing prostheses, occlusal
relationships, periodontal conditions (including
periodontal screening and/or charting), hard and
soft tissue anomalies, etc.

Documentation of the above findings for hard and
soft tissues is required even if each finding is
normal.

This procedure is limited to once per recipient’s
lifetime per provider or provider group. Cannot be
billed within 6 months of D0120 by same provider
for the same recipient.

Non-emergency oral examinations (D0120 and
D0150) are limited to 2 (two) per calendar year
whether it is a comprehensive oral examination
and one periodic oral examination or 2 (two)
periodic oral examinations in a 12 month period.

No

13-20

October 2013




Dentist

Radiographs

Radiological procedures are limited to those required to make a diagnosis.
The radiographs should show all areas where treatment is anticipated.

A full series consisting of at least 14 periapical and bitewing films OR a
panoramic film are permitted every three years if professional judgment
dictates. Effective July 1, 2003, panoramic films are limited to age 5 and
above. A full series (D0210) uses the panoramic film (D0330) once every
three years benefit and vice versa.

If medically necessary, posterior bitewing and single anterior films may be
taken every six months as part of an examination and, subject to the annual
limits. Documentation must support medical necessity. All periapical films
are limited to a maximum of five per year per recipient. Exceptions: full mouth
series, panoramic film, or a periapical necessary to treat an emergency
(submitted by report).

In order to be reimbursed, all films must be of diagnostic quality suitable
for interpretation, mounted in proper x-ray mounts marked Right and
Left, and identified by type, date taken, recipient’s name, and name of
dentist.

Radiographs of non-diagnostic quality are not chargeable to Medicaid or the
recipient.

When billing Intraoral - Periapical, first film (D0220), and Periapical, each
additional film (D0230) a tooth number/letter is required in tooth number
column on electronic or paper claim.

Any combination of periapical films with or without bitewings taken on the
same date of service which exceed the maximum allowed, must be billed as a
Complete Intraoral Series (D0210). DO330 uses the benefit of D0210.

Periapical and occlusal films must have a valid indication documented in the
record (e.g. aid in diagnosing an emergency, endodontic obturation
evaluation, etc.) Routine use of periapical radiographs(s) at
periodic/comprehensive evaluations or treatment appointments without valid
documented indications are not allowable.

Radiology Guidelines (guidelines do not override benefit limits)
A. Radiographic Examination of the New Patient

Child-Primary Dentition: Posterior bitewing radiographs for a new
patient, with a primary dentition and closed proximal contacts.

Child-Transitional Dentition: Individualized periapical/occlusal
examination with posterior bitewings OR a panoramic X-ray and
posterior bitewings, for a new patient with a transitional dentition.

Adolescent — Permanent Dentition Prior to the eruption of the third
molars.
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13-22

Radiographic Examination of the Recall Patient

1. Patients with clinical caries or other high-risk factors for caries

a. Child — Primary and Transitional Dentition: Posterior bitewings
performed at a 6-12 month interval for those children with clinical
caries or who are at increased risk for the development of caries
in either the primary or transitional dentition.

b. Adolescent: Posterior bitewings performed at a 6-12 month
interval for adolescents with clinical caries or who are at increased
risk for the development of caries.

Patients with no clinical caries and no other high risk factors for caries

a. Child-Primary Dentition: Posterior bitewings performed at an
interval of 12-24 months for children with a primary dentition with
closed posterior contacts who show no clinical caries and are not
at increased risk for the development of caries.

b. Adolescent: Posterior bitewings performed at intervals of 12-24
months for patients with a transitional dentition who show no
clinical caries and are not at an increased risk for the development
of caries.

Patients with periodontal disease, or a history of periodontal
treatment for Child — Primary and Transitional Dentition and
Adolescent: Individualized radiographic survey consisted of selected
periapicals and/or bitewing radiographs of areas with clinical
evidence or a history of periodontal disease, (except nonspecific
gingivitis).

Growth and Development Assessment

Child- Primary Dentition: Prior to the eruption of the first permanent
tooth, no radiographs should be performed to assess growth and
development at recall visits in the absence of clinical signs or
symptoms.

Child — Transitional Dentition: Individualized periapical/occlusal series
OR a panoramic x-ray to assess growth and development at the first
recall visit for a child after the eruption of the first permanent tooth.

Adolescent: Age 16-19 year of age recall patient, a single set of
periapicals of the wisdom teeth or a panoramic radiograph.

Requests to Override the Panoramic Film Limitation

An override of the 3-year limitation on panoramic films will be considered only
under the following exceptional circumstances:

a. The provider finds clinical or radiographic evidence of new oral disease or
a new problem that cannot be evaluated adequately using any other type
of radiograph, or
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b. The recipient’s previous provider is unable or unwilling to provide a copy
of the previous panoramic film that is of diagnostic quality. (Such cases
may result in recoupment of Medicaid’s payment for the previous film.)

To request a panoramic override, the provider must submit the following:

a. A properly completed 2006 ADA claim form,

b. Copies of the current and previous panoramic films as well as any other
radiographs that support the override request, and

c. A cover letter that clearly describes the circumstances of the case.

These requests should be mailed to:

Alabama Medicaid Agency

Dental Program
P.O. Box 5624

Montgomery, AL 36103-5624

Procedure
Code

Description of Procedure

Prior
Authorization
Required

D0210

Intraoral — Complete series, including bitewings,
consists of 14 periapicals and bitewings.

Limit once every 3 years.

A complete series uses the benefit of a
panoramic film.

Any combination of D0220, D0230, D0240,
D0272, or D0274 taken on the same date of
service, which exceeds the maximum allowed fee
for D0210 must be billed as D0210

No

D0220

Intraoral — Periapical, first film.

Not allowed on the same date of service as
D0210.

All periapical films are limited to a maximum of
five per year per recipient. Exceptions: full mouth
series, panoramic film, or a periapical necessary
to treat an emergency (submitted by report).

No

D0230

Intraoral — Periapical, each additional film
This film is taken after the initial film (D0220)

Not allowed on the same date of service as
D0210

No
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Procedure Description of Procedure Prior
Code Authorization
Required
D0240 Intraoral — Occlusal film No
Requires tooth number.
Should not be reimbursed when a periapical film
is the appropriate service (D0220 or D0230). If
billed where periapical is more appropriate,
reimbursement will be subject to recoupment
This code is not to be billed when periapicals
are billed (D0220 and D0230) for the same area
of the mouth as the occlusal film.
This procedure is for the maxillary (teeth C-H)
and mandibular (teeth N-R) areas only. This
code is not to be utilized for single teeth.
D0250 Extraoral — first film No
D0260 Extraoral — each additional film No
D0272 Bitewings — two films No
Limit 1 every six months
Not allowed on same the date of service as
D0274
D0274 Bitewings - four films No
Limit 1 every six months
Effective July 1, 2003, procedure restricted to age
13 or older.
Not allowed on same the date of service as
D0272
DO0330 Panoramic film No
Cannot be billed in addition to D0210. A
panoramic film uses the benefit of a complete
series (D0210)
Limited to once per recipient every three years
(calendar year),
Effective July 1, 2003 procedure restricted to age
5 or older)
D0350 Oral/facial images (traditional photos and intraoral | Yes
camera images)
Oral/facial images are authorized only when
required by Medicaid

13-24

October 2013




Dentist

Tests and Laboratory Examinations

Procedure Description of Procedure Prior

Code Authorization
Required

D0470 Diagnostic casts, per model. Yes

Models must be trimmed and able to be
articulated and must include bases.

Diagnostic casts are authorized only when
required by Medicaid.

Preventive Services

Dental prophylaxis includes scaling and/or polishing utilizing a dental prophy
cup. Providers should not bill for a “tooth brush prophy”. When billing for
prophylaxis and fluoride treatment provided on the same date of service for a
recipient, use D1110 and D1208 for recipients over the age of 12 and D1120
and D1208 for children up to and including 12 years of age.

Topical Fluoride Treatment (Office Procedure) D1203, D1204 & D1206

Prescription strength fluoride product designed solely for use in the
dental/medical office, delivered to the dentition under the direct supervision of
a dental professional or an approved medical professional under the 1% Look
Program. Fluoride must be applied separately from prophylaxis paste.

Procedure Description of Procedure Prior

Code Authorization
Required

D1110 Prophylaxis - Recipient (13 years of age and older) No

Limited once every 6 months. (A full six-month period
between oral exams is not required. Example: if a
recipient received an oral exam on January 15 2002, the
recipient is eligible for another exam any time in July
2002 (the sixth month)).

Not allowed on the same date of service as: D4341,
D4355, or D4910

D1120 Prophylaxis - Recipient (covered for age 3 up to and No
including 12 years of age)

Limited once every 6 months (A full six-month period
between oral exams is not required. Example: if a
recipient received an oral exam on January 15 2002, the
recipient is eligible for another exam any time in July
2002 (the sixth month)).

Not allowed on the same date of service as D4341,
D4355, or D4910

D1208 Topical application of fluoride (excluding prophylaxis) No
Recipient (up to and including 0-20 years of age)

Fluoride must be applied separately from prophylaxis
paste. Application does not include fluoride rinses or
“swish”.

Limited once every 6 months (A full six-month period
between oral exams is not required. Example: if a
recipient received an oral exam on January 15 2002, the
recipient is eligible for another exam any time in July
2002 (the sixth month)).
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Procedure Description of Procedure Prior
Code Authorization
Required
Not allowed on the same date of service as: D1206
D1206 Topical Fluoride Varnish, Therapeutic Evaluation for High | No
Risk Caries

In order to bill this code the patient must have
documented evidence of moderate to high risk caries.

This procedure can only be billed once annually
beginning age 3.

Not allowed on the same date of service as D1208
(topical application of fluoride — child)

NOTE: For the 1* Look Program: D1206 will be limited
to 3 per calendar year, regardless of the provider
(medical or dental) not to exceed 6 fluoride varnish
applications for children ages 6 months through 35
months.

D1351 Sealant, per tooth No

Only covered for teeth: 02,03,14,15,18,19,30,31, on
children aged 5 through 13 years)

For procedure D1351, teeth to be sealed must be free of
caries and restorations. Surface sealed must be noted
on the dental claim form. Reimbursement for
restorations placed for previously sealed surface by the
same provider within a 12 month period will be reduced
by the amount of the reimbursement for the sealant.

Limit one per tooth per lifetime

NOTE:

Multiple visits needed to accomplish an exam, prophy; fluoride and
sealants must have documented medical necessity in order for Medicaid
payment to be allowable. Payment will be subject to recoupment if
documentation does not support the medical necessity for multiple visits
to accomplish an exam, prophy; fluoride and sealants.

It is considered fraudulent practice for a provider to intentionally schedule
multiple appointments for no medical reason in order to maximize their
reimbursement.

Space Maintainers

Effective July 1, 2003, space maintainers are covered on the following missing

teeth ONLY:
1. Premature loss of second primary molar (A,J,K,T)

2. Premature loss of first primary molar (B,1,L,S) except in mixed dentition
with normal class | occlusion

3. Premature loss of primary canines (C,H,M,R)
Space maintainers are NON-COVERED in the following instances:

e Repair of a damaged space maintainer or the replacement of a lost
space maintainer

e For premature loss of primary incisor teeth or as "pedo bridges"
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e Space maintainers placed greater than 180 days after the premature
loss of a primary tooth

e More than once per recipient’s lifetime for a given space(tooth) to be
maintained
e Space maintainers for the loss of permanent teeth

e Space maintainers placed where the extracted tooth was a restorable
tooth

e Space maintainer for teeth A, J, K, T, M, R for recipients greater than
14 years of age

e Space maintainers for teeth B, I, L, S after age 8
e Bilateral space maintainer for teeth C and H

e Repair of a damaged space maintainer or replacement of a lost space
maintainer

NOTE:

Contraindications to Space Maintainers According to the American
Academy of Pediatric Dentistry:

A space maintainer is usually not necessary if there is a sufficient amount
of space present to allow for eruption of permanent tooth/teeth.

A space maintainer may not be recommended if severe crowding exists,
such that space maintenance is of minimal effect and subsequent
orthodontic intervention is indicated.

A space maintainer may not be necessary if the succedaneous tooth will
be erupting soon.

Space maintainers, when indicated, should be placed as soon as possible
after early primary tooth loss, but no later than 180 days after extraction or
loss. On the 181 day, the space maintainer procedure will deny. The claim or
prior authorization form must indicate the primary tooth letter that has been
prematurely lost/extracted. If more than one deciduous tooth is lost, show the
letter of the most recent tooth lost, which will be replaced by the space
maintainer. The first two space maintainer procedure codes billed regardless
of tooth (i.e. two per mouth) do not require prior authorization, but must meet
coverage requirements. Prior authorization with justification is required for the
billing of each additional space maintainer procedure code after the first two.

Procedure Description of Procedure Prior
Code Authorization
Required
D1510 Space maintainer- fixed, unilateral Yes (See above)
D1515 Space maintainer- fixed, bilateral Yes (See above)
D1520 Space maintainer — removable, unilateral Yes (See above)
D1525 Space maintainer- removable, bilateral Yes (See above)
D1550 Re-cement space maintainer (re-cementing is Yes (See above)
limited to two times for a given space
maintainer (tooth)
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Restorative Services

Fee for restorative service includes: all adhesives including amalgam or resin
bonding agents, lining or base, restoration, and local anesthesia or analgesia,
if necessary. Amalgam or resin restorations are not covered on a tooth
receiving any of the following procedures: stainless steel crowns (D2930,
D2931), resin crowns (D2932), core buildups (D2950), post & cores (D2952,
D2953, D2954, D2957), or crowns (D2750, D2751, D2752, or D2792).

Amalgam or resin codes (D2140 — D2394) may not be billed in substitution
for a core buildup (D2950). Primary tooth restorations are not allowed when
normal exfoliation is imminent. Effective July 1, 2005 restorations (D2140 —
D2394) on primary teeth are not covered unless there is greater than
one-third of the original root length remaining.

Amalgam Restorations (Including Polishing)

Procedure Description of Procedure Prior
Code Authorization
Required

D2140 Amalgam — one surface, primary or permanent No

D2150 Amalgam — two surfaces, primary or permanent No

D2160 Amalgam — three surfaces, primary or permanent | No

D2161 Amalgam — four or more surfaces, primary or No

permanent

Composite Restorations

Resins are not allowed for preventive procedures or cosmetic purposes (e.g.
diastema closure, discolored teeth, correction of developmental anomaly,
etc.). Resins are used to restore a carious lesion into the dentin or a
deeply eroded area into the dentin. Reimbursement for enamel only resins
may be subject to recoupment when used as a non-preventative measure.

Procedure Description of Procedure Prior
Code Authorization
Required

D2330 Resin — one surface, anterior No

D2331 Resin — two surfaces, anterior No

D2332 Resin — three surfaces, anterior No

D2335 Resin — four or more surfaces or involving incisal No

(anterior) angle

D2391 Resin - one surface, posterior No

D2392 Resin - two surfaces, posterior No

D2393 Resin - three surfaces, posterior No

D2394 Resin - four or more surfaces, posterior No

NOTE:

For procedure codes D2140, D2150, D2160, D2161, D2330, D2331,
D2332, D2335, D2391, D2392, D2393 and D2394, the reimbursement
determinations are based on the total number of different surfaces
restored, not to exceed the total number of surfaces characteristic of that
tooth, and no surface shall be billed twice. Reimbursement is not based
on the total number of restorations placed. For example if a buccal,
occlusal and lingual resin restoration were placed in a posterior tooth, the
correct billing would be BOL D2393 and not D2391 times 3.
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Crowns, Single Restorations Only

Medicaid covers crowns, post & cores, and core buildups only following root
canal therapy (D3310, D3320, D3330) which must qualify for Medicaid
coverage. Effective July 1, 2003, crowns (excluding stainless steel or resin
crowns), core buildups and post & cores are limited to the permanent teeth
on eligible recipients age 15 years or older following root canal therapy.
Limited to one per tooth per lifetime. Crowns, post & cores, and buildups on
3" molars are not covered, with the exception noted below:

Exception: When the second molar is missing and the third molar has
moved into the second molar’s space and is a functioning tooth, the
provider must submit a radiograph with a prior authorization request for
consideration of payment.

Effective April 1, 2006, permanent, stainless steel or resin crowns are limited
to 6 per date of service individually or in combination when performed in an
office setting. These procedure codes include D2750, D2751, D2752, D2792,
D2930, D2931, and D2932.

Amalgam or resin restorations or sedative fillings are not authorized on teeth
being crowned with or without a core buildup or post and core.

*No prior authorization is required for crowns, core buildups, or post &
cores. If no root canal is in Medicaid's history, send a diaghostic
postoperative periapical x-ray after crown is seated showing completed
root canal and crown (bitewings are not acceptable) with completed
claim form directly to: AL Medicaid Agency ATTN: Dental Program, 501
Dexter Ave, P.O. Box 5624 Montgomery, AL 36103-5624.

Effective January 1, 2005 reimbursement fees for crown (D2750 — D2792)
procedures include any: crown follow up appointments, pre and post
radiographs, equilibration, or recementation within 6 months of insertion.

Procedure Description of Procedure Prior

Code Authorization
Required

D2750 Crown — porcelain fused to high noble metal No*

(limited to age 15 or older, on endodontically
treated teeth only)

D2751 Crown — porcelain fused to predominantly base No*
metal (limited to age 15 or older, on endodontically
treated teeth only)

D2752 Crown — porcelain fused to noble metal (limited to No*
age 15 or older, on endodontically treated teeth
only)
D2791 Crown — full cast predominantly base metal No*
D2792 Crown — full cast noble metal (limited to age 15 or No*

older, on endodontically treated teeth only)

Providers will be reimbursed for only one code per tooth per lifetime for
procedures D2750, D2751, D2160, D2752 and D2792.
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Incomplete Procedures

Effective July 1, 2003 for multiple appointment procedures, payment will be
made to the provider that started the procedure. Documentation that several
attempts were made to complete the procedure (i.e. phone calls, certified
letters) must be supported in the medical record. If no documentation can be
provided to support multiple attempts were made to complete the procedure,
the starting provider will not be reimbursed. Billing should only occur after
documentation of failed attempts is complete. If the recipient is treated by
a subsequent provider for the same procedure, same tooth, the services are
considered non-covered.

Other Restorative Services

Procedure Description of Procedure Prior
Code Authorization
Required
D2920 Re-cement crown - Limit 2 per lifetime per tooth No
None allowed within the first six months of
placement
D2930 Prefabricated stainless steel crown, primary tooth No

The following are indications for placement of
stainless steel crowns (prefabricated crown forms)
for fitting on individual teeth:

For the restoration of primary and permanent teeth
with caries, cervical decalcification, and/or
development defects (hypoplasia and
hypocalcification)

When the failure of other restorative materials is
likely with interproximal caries extended beyond line
angles

Following pulpotomy or Pulpectomy

For restoring a primary tooth being used as an
abutment for a space maintainer, or

For restoring fractured teeth when the tooth cannot
be restored with other restorative materials.

Limited to once per tooth per lifetime

D2931 Prefabricated stainless steel crown, permanent No
tooth.
D2932 Prefabricated resin crown are authorized on No

primary or permanent teeth.

Allowable on anterior teeth only.

D2940 Sedative fillings - temporary restoration intended to No
relieve pain.

Not to be used as liners or bases under restorations.

Not allowable with: amalgam or resin restoration,
endodontically treated teeth, core buildups, posts
and cores, done on same tooth, same DOS.

Non-covered for teeth A-T age 6 and older.

Limit one per tooth.

D2950 Core buildup, including any pins. Covered for No
permanent teeth that have had endodontic
treatment.
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Procedure Description of Procedure Prior
Code Authorization
Required
Not covered on primary teeth.
Limited to age 15 or older
Not allowable on the same tooth with:
e  Amalgam or resins (D2140 — D2394)
e  Posts & Cores (D2952, D2953, D2954,
D2957)
Sedative (temporary) fillings (D2940) Pins (D2951)
D2951 Pin retention — per tooth in addition to restoration. No
Not allowable with D2950
D2952 Post and core in addition to crown, indirectly No
fabricated
Not billable with D2950
Limited to age 15 or older
Posts which extend less than one-half the distance
of the root length measured from the
cementoenamel junction to the anatomic root apex
are not covered.
D2953 Each additional indirectly fabricated post —same No
tooth - (maximum of 2)
Not billable with D2950
Limited to age 15 or older
Posts which extend less than one-half the distance
of the root length measured from the
cementoenamel junction to the anatomic root apex
are not covered.
D2954 Prefabricated post and core in addition to crown - No
(maximum of 1)
Not billable with D2950
Limited to age 15 or older
Posts which extend less than one-half the distance
of the root length measured from the
cementoenamel junction to the anatomic root apex
are not covered.
D2957 Each additional prefabricated post — same tooth — No
(maximum of 1)
Not billable with D2950
Limited to age 15 or older
Posts which extend less than one-half the distance
of the root length measured from the
cementoenamel junction to the anatomic root apex
are not covered.

Effective April 1, 2006, core buildups (D2950) and post and cores (D2952,
D2954) are limited to 6 per date of service individually or in combination when
performed in an office setting.
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Effective July 1, 2003, the following codes require at a minimum a diagnostic
pre-treatment periapical radiograph be taken and maintained on file:
D2750, D2751, D2752, D2792, D2952, D2953, D2954, and D2957.

Effective July 1, 2004, to qualify for coverage: posts must be radiographically
visible and distinct from the obturation material. “So-called Posts” made in the
office solely by flowing or compacting materials into the canal(s), such as
resins, polymers, acrylics, amalgams, etc., are not covered. In order to qualify
for coverage, posts must be fitted and cemented within the prepared root
canal, and be attached to the core in order to retain the core. Posts which do
not meet criteria for coverage will not be covered as core buildups. Core
buildups and posts & cores are only covered on teeth which are receiving
crowns and are limited to once per eligible tooth per lifetime.

Endodontics

Pulp Capping
Bases and sedative fillings do not qualify as pulp caps. Pulp caps without a
protective restoration are not covered.

Procedure Description of Procedure Prior

Code Authorization
Required

D3110 Pulp cap, Direct (excluding final restoration) No

Covered for permanent teeth only. Pulp cap must cover
a documented exposed pulp.

Limit one per tooth

D3120 Pulp cap, Indirect (excluding final restoration) No
Covered for permanent teeth only.

Effective January 1, 2005, indirect pulp caps are only
covered for documented treatment of deep carious
lesions near the dental pulp with a protective dressing
over the remaining carious dentin to prevent operative
pulp exposure.

Limit one per tooth per lifetime.

Pulpotomy/Pulpectomy

Only the single most appropriate endodontic code should be billed. It is not
appropriate to bill pulpotomy/pulpectomy (D3220) and pulpal therapy on
primary teeth (D3230 or D3240) for the same tooth. D3220 must not be billed
with D3310, D3320, D3330 or D3332 for the same tooth, as these four codes
already include a pulpotomy or pulpectomy. Pulpotomies are not covered
for permanent teeth effective July 1, 2003.

Effective April 1, 2006, the following limitations apply for endodontic
procedures when performed in an office setting. Pulpotomies (D3220) and
Pulpal Therapy (D3230, D3240) are limited to 6 per date of service individually
or in combination.

Procedure Description of Procedure Prior

Code Authorization
Required

D3220 Therapeutic pulpotomy No

Covered for primary teeth only, excluding final
restoration
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Primary Endodontics

Procedure Description of Procedure Prior

Code Authorization
Required

D3230 Pulpal therapy, anterior primary tooth No

D3240 Pulpal therapy, posterior primary tooth No

D3230 and D3240 would be covered ONLY when all of the following
documented indications exist: the primary tooth is restorable and must be
saved until the permanent tooth erupts, the pulp is non-vital with no
radiographic signs of internal or external root resorption, is present. These
procedures requiring a complete pulpectomy, require diagnostic pre-
treatment and post-treatment periapical films be taken and maintained
on file. Radiographs are included as part of the procedure (D3230 & D3240)
and are not billable to Medicaid or the recipient. These radiographs must show
successful filling of canals with a resorbable filling material without gross
overextension or underfilling. Follow up evaluations with radiographs to
assess condition, including possible breakdown of supporting tissues, must
also be documented.

Endodontics on Permanent Teeth

Root canal therapy for permanent teeth includes diagnosis, extirpation of the
pulp, shaping and enlarging the canals temporary fillings, filling and
obliteration of root canals(s), progress radiographs, including a root canal fill
radiograph_and follow-up care. Endodontics on third molars is not a covered
procedure. Effective April 1, 2006, Root canal treatment on anterior (D3310)
and premolars (D3320) are limited to 6 per date of service individually or in
combination when performed in an office setting. Molar root canals (D3330)
are limited to 2 per date of service in an office setting. One molar root canal
can be performed with 3 anterior or premolar root canal procedures in an
office setting.

The following codes are covered only on permanent teeth and require a
diagnostic pre-treatment and post-treatment periapical radiograph be taken
and maintained on file: D3310, D3320, D3330, D3351, D3410, and D3430.
Endodontics (D3310 — D3430) are only covered when there are documented
tests performed (electrical pulp tests, thermal, percussion, palpation) in the
record consistent with radiographic findings and symptoms which support a
documented pulpal pathology diagnosis of an irreversible nature on a specific
restorable tooth and one of the following procedures are indicated: D3310,
D3320, or D3330. When reviewing a radiograph, canals must be filled at
approximately Imm or less from the apex of the root and have no voids in
material. There should be a sealing material between the root canal filling
material and restorative material.

Intentional endodontics performed for reasons other than documented
irreversible pulpal pathology of a specific restorable tooth, such as, but not
limited to: prosthetics, bleaching, orthodontics, non-covered periodontal or oral
surgery procedures, pain of undetermined origin, preference of the recipient or
provider, etc. are not covered and are subject to recoupment.
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Covered only in conjunction with D3410 on anterior teeth

Procedure Description of Procedure Prior
Code Authorization
Required
D3310 Anterior, excluding final restoration (age 6 or older) No
D3320 Bicuspid, excluding final restoration (age 9 or older) No
D3330 Molar, excluding final restoration (age 6 or older) No
D3332 Incomplete endodontic therapy on permanent teeth due No
to the tooth becoming inoperable or unrestorable due to a
fracture or removal of gross decay must be submitted for
an administrative review prior to payment.
D3351 Apexification, per treatment visit (nonvital permanent No
teeth only)
This procedure is only covered after apical closure is
obtained and demonstrated with a postoperative
periapical radiograph maintained in the record.
This postoperative film must be taken after apexification
is completed but before canal obturation is performed.
Usually several treatments are required.
Treatment performed in less than 180 days after
apexification with Calcium Hydroxide is not covered.
When using Mineral Trioxide Aggregate (MTA) for
apexification, the 180 days does not apply.
Periapical Services
Procedure Description of Procedure Prior
Code Authorization
Required
D3410 Apicoectomy - Anterior, per tooth - Limit 1 per tooth per Yes
lifetime
D3430 Retrograde filling - Limit 1 per tooth per lifetime Yes

D3230, D3240, D3310, D3320, D3330, D3410 and D3430: require
diagnostic pre-treatment and post-treatment periapical films be taken
and maintained on file. In addition, follow up evaluations with radiographs to
assess condition, including possible breakdown of supporting tissues, must
also be documented.

Prior Authorization requests for D3410 and D3430 require a postoperative
endodontic periapical film with the history and examination findings to include:
symptoms, periodontal probings, palpation, percussion, mobility, presence of
swelling or sinus tract, etc. and an explanation of why re-treatment is not
being considered.

Periodontics

Periodontics requires prior authorization. Prior authorization for periodontal
therapy codes, D4341 or D4910 requires the following:

e Complete periodontal charting (including probing depths) and free gingival
margins in relation to Cementoenamel Junctions(CEJs)

e Posterior bitewing radiographs and any involved anterior periapical or
bitewing radiographs to be submitted with the prior authorization request
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Procedure
Code

Description of Procedure

Prior
Authorization
Required

D4341

Periodontal scaling and root planning, per quadrant
Prior authorization for scaling and root planning requires
documentation of pocket depths as follows:

o Patients over 12 years old must have a generalized
pocket depth greater than 4 mm, with demonstrable
radiographic evidence of generalized periodontitis. (This
procedure involves instrumentation of the crown and root
surfaces of the teeth to remove plaque from these
surfaces.)

e For patients under 12 years old, this procedure is
ordinarily not indicated unless some unusual
circumstance requires a more in-depth review and
documentation (for example, familial juvenile
periodontitis.)

e This procedure will not be authorized for treatment of
pseudopockets.

e This procedure requires that radiographs (posterior
bitewings and anterior periapicals or bitewings) and
complete periodontal charting (including probing depths,
free gingival margins in relation to CEJs, etc.) be
provided with the request.

A limit of no more than two quadrants of scaling and
root planning will be permitted for each date of service,
except for patients treated as inpatient/outpatient
hospitalization cases.

This procedure not allowed for same quadrant, same
date of service with: D1110, D1120, D1201, D1205,
D4355, or D4910.

Yes

D4355

Full mouth debridement

Covered only when subgingival and/or supragingival
plaque and calculus obstruct the ability to perform a
comprehensive oral evaluation. This is a preliminary
procedure and does not rule out the need for other
procedures.

This procedure requires that appropriate radiographs
(bitewings, periapicals) be sent with the request.

Clinical photographs/images may be required upon
request.

This procedure is not allowed on the same date of service
or within 6 months of scaling and root planning. If prior
approved, this procedure must be performed before a
comprehensive evaluation is done.

This procedure is not allowed on same date of service or
within 6 months of: D1110, D1120, D4341, or D4910.

Difficult prophylaxis should be reported as a “routine”
dental prophy (D1120, D1110).

Yes

D4910

Periodontal maintenance procedures

Prior authorization for Periodontal/Special Maintenance
following active therapy (D4341) requires the following
information:

e  Aclinical description of the service
. Procedure recommendations
. X-rays

. Complete periodontal charting (probing depths, free
gingival margins in relation to CEJs)

. Current CDT procedure code
e The number of units or visits

This procedure is not allowed on same date of service

Yes
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Procedure Description of Procedure Prior
Code Authorization
Required
with: D1110, D1120, D4341 or D4355

Oral Surgery
Extractions

Extractions include local anesthesia, (infiltration and/or nerve block),
aveoloplasty, suturing if needed and routine postoperative care. Extractions of
exfoliating primary teeth will not be covered unless there is a valid indication
(e.g. pain, eruption interference, abscess, etc.) documented in the dental
record.

Procedure Description of Procedure Prior
Code Authorization
Required
D7140 Extraction, erupted tooth or exposed root (elevation No
and/or forceps removal)

Payment for extraction is for the complete removal of tooth (clinical crown
and roots). Partial extraction of a tooth is subject to recoupment.

Surgical Extractions

Effective July 1, 2003, surgical extractions include and require documentation
of local anesthesia, alveoloplasty, mucoperiosteal flap elevation, osseous
removal, sectioning and removal of tooth structure, sutures, and routine
postoperative care. Radiographs are required with PA request for procedure
codes D7240 and D7241. D7241 requires a report by tooth number of actual
unusual surgical complication(s). The following codes are only covered for
permanent teeth: D7210, D7220, D7230, D7240, D7241, and D7250.
Exception: Ankylosed or impacted primary teeth may be submitted by
report with radiographs. To be reimbursed, providers must send a
diagnostic x-ray of primary tooth, report and completed claim form directly to:
AL Medicaid Agency ATTN: Dental Program, 501 Dexter Ave, P.O. Box 5624
Montgomery, AL 36130-5624.

Extractions due to crowding to facilitate orthodontics are not covered unless
the orthodontics is covered meeting Medicaid criteria.

Procedure | Description of Procedure Prior
Code Authorization
Required
D7210 Surgical removal of erupted tooth, requiring elevation of No
mucoperiosteal flap and removal of bone and/or section of
tooth.

Requires documentation of cutting of both gingival and
bone, removal of tooth structure, and closure.
Covered for permanent teeth only

D7220 Removal of impacted tooth — soft tissue occlusal surface No
must be covered by soft tissue, requires documentation of
mucoperiosteal flap elevation.

Covered for permanent teeth only.
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Procedure | Description of Procedure
Code

Prior
Authorization
Required

D7230 Removal of impacted tooth — partially bony

a portion of the crown must be covered by bone, requires
documentation of mucoperiosteal flap elevation and bone
removal.

Covered for permanent teeth only.

No

D7240 Removal of impacted tooth — completely bony most or all
of the crown must be covered by bone, requires
documentation of mucoperiosteal flap and bone removal.

Covered for permanent teeth only.

Yes

D7241 Removal of impacted tooth — completely bony, with unusual
surgical complications most or all of the crown must be
covered by bone, requires documentation of mucoperiosteal
flap and bone removal.

Covered for actual complications only by report.

Covered for permanent teeth only.

Yes

D7250 Surgical removal of residual tooth roots must require
documentation of cutting of both soft tissue and bone and
removal of tooth structure.

Not covered if a portion or all of crown is present.

Covered for permanent teeth only.

No

Procedures: D7210, D7220, D7230, D7240, D7250 requirements listed above
(i.e. flap, bone removal, sectioning, etc.) must be documented in the dental

record to be covered.

Other Surgical Procedures Applied To Teeth

Procedure Description of Procedure Prior
Code Authorization
Required
D7270 Tooth re-implantation and/or stabilization of No
accidentally evulsed or displaced tooth and/or
alveolus.
This fee includes any composite or bonding
attachment to evulsed or displaced tooth and
adjacent teeth as well as any brackets, wire or line
used.
D7280 Surgical exposure of impacted or unerupted toothto | No
aid eruption
D7285 Biopsy of oral tissue, hard (bone, tooth) No
D7286 Biopsy of oral tissue, soft (all others) No
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Removal of Tumors, Cysts, and Neoplasms

present)

Procedure Description of Procedure Prior
Code Authorization
Required
D7410 Excision of benign lesion up to 1.25 cm No
D7450 Removal of odontogenic cyst or tumor, lesion No
diameter up to 1.25 cm
D7451 Removal of odontogenic cyst or tumor, lesion No
diameter greater than 1.25 cm
D7460 Removal of non-odontogenic cyst or tumor, lesion No
diameter up to 1.25 cm
D7461 Removal of non-odontogenic cyst or tumor, lesion No
diameter greater than 1.25 cm
Excision of Bone Tissue
Procedure Description of Procedure Prior
Code Authorization
Required
D7471 Removal of exostosis — per site No
D7510 Incision and drainage of abscess, intraoral soft tissue. | No
Requires documentation of incision through mucosa,
area of incision, presence of any purulence from the
abscess, use of any drain or sutures.
Not allowed in same site as a surgical tooth
extraction.
Incisions through the gingival sulcus are not covered.
D7520 Incision and drainage of abscess, extraoral soft No
tissue.
Requires documentation of incision through skin and
area of incision, type of drain (if any) and sutures (if
closed)
Treatment of Fractures - Simple
Procedure Description of Procedure Prior
Code Authorization
Required
D7610 Maxilla - open reduction (teeth immobilized if No
present)
D7620 Maxilla - closed reduction (teeth immobilized if No
present)
D7630 Mandible - open reduction (teeth immobilized if No
present)
D7640 Mandible - closed reduction (teeth immobilized if No

Reduction of Dislocation - Management of Other Temporomandibular
Joint Dysfunctions

Procedure Description of Procedure Prior
Code Authorization
Required
D7820 Closed reduction of dislocation No
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Other Repair Procedures

Excision of hyperplastic tissue (D7970) requires:

e Medical documentation, that the hyperplasia is drug-induced

e Possible oral images/photographs (if required by Medicaid)

Procedure Description of Procedure Prior
Code Authorization
Required
D7911 Complicated suture, up to 5 cm. Excludes closure No
of surgical incision reconstruction requiring delicate
handling of tissue and wide undermining for
meticulous closure.
D7960 Frenulectomy (frenectomy or frenotomy), separate No
procedure
D7970 Excision of hyperplastic tissue; per arch (covered for | Yes
drug-induced cases only)
D7971 Excision of pericoronal gingival. No
Covered for partially erupted or impacted teeth only.
Use for operculectomy.
Not allowed for crown lengthening or gingivectomy.

Orthodontics

Orthodontic services require prior authorization. Orthodontic services must be
requested through a multidisciplinary clinic administered by Alabama
Children’s Rehabilitation Service or another qualified clinic enrolled as a
contract vendor in the Medicaid Dental Program. See Section 13.5.1 of this
chapter entitled Orthodontic Services for more details.

Adjunctive General Services

pain.

This procedure requires documentation in the
record of: symptoms, findings, tests (if performed),
radiographs if taken, diagnosis, and description of
emergency treatment.

Cannot be billed with the following definitive or
emergency procedures: D0210, D0350, D0470,
D1110 through D7970, D7971, D9220 and D9610.

This is a specific code and must not be used to bill
for any procedure that has its own unique code,
even if the most appropriate code is not covered.
Always bill the most appropriate and current CDT
code

Limit one per visit.

Procedure Description of Procedure Prior

Code Authorization
Required

D9110 Palliative (emergency) treatment of minor dental No
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Procedures

The following procedures are limited to one per visit when not covered by
separately listed procedures.

Anesthesia

Procedure
Code

Description of Procedure

Prior
Authorization
Required

D9220

General anesthesia

Requires current state board GA permit

No

D9230

Analgesia, anxiolysis, inhalation of nitrous oxide or
similar analgesia is authorized for payment in
special cases such as mentally retarded, a fearful,
extremely nervous/anxious or obstreperous patient,
or an extremely uncooperative patient.

Effective April 1, 2004, documentation of medical
necessity, written informed consent, and nitrous
oxide dosage (% nitrous oxide/oxygen and/or flow
rate, duration of the procedure, post treatment
oxygenation procedure and condition of the patient
upon discharge), must be in the medical record.
The provider or recipient’s desire to use this
procedure, by itself, does not qualify it as medically
necessary.

No

D9241

Intravenous sedation/analgesia
Requires current state board IV or GA permit

No

Drugs

Procedure
Code

Description of Procedure

Prior
Authorization
Required

D9610

Therapeutic parental drug, single administration, by
report billable only when no definitive treatment
rendered in same visit

Yes

D9612

Therapeutic parenteral drugs, two or more
administrations, different medications

Yes

Periodicity Schedule

The periodicity schedule below is only a guideline to help practitioners
make clinical decisions concerning preventive oral health interventions,
including anticipatory guidance and preventive counseling, for infants,
children, and adolescents. Please refer to policy and procedures within
“Chapter 13 Dental” governing reimbursement for dental procedures.
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Tooth Numbers and Letters

e Enter the tooth number or letter for the appropriate tooth. Use the letters
and/or numbers shown on the dental chart. Additional tooth designations
are listed below. Insert these in the “Tooth # or Letter” block on the claim
when indicated.

Tooth Numbers should include for Permanent dentition: 01 through 32
Tooth Numbers should include for Primary dentition: A through T
e Supernumerary are as follows:

A supernumerary tooth for Permanent Dentition (Tooth numbers 01-32) would
have 50 added to its tooth number. Therefore if a patient had an extra tooth
number 30 it would be coded as tooth number '80' (30 + 50 = 80). Valid
numbers would be 51 through 82.

A supernumerary tooth for Primary Dentition (Tooth numbers “A” through “T")
would place an 'S' after the tooth code. If a patient had an extra 'A' tooth, it
would be coded 'AS'. Valid letters would be ‘AS’ through ‘TS'.

The following codes may be used in conjunction with those listed on the claim
form:

Code Designation Code Designation
00 Full mouth 30 Lower Left Quadrant
01 Upper Arch 40 Lower Right Quadrant
02 Lower Arch
10 Upper Right Quadrant L Left
20 Upper Left Quadrant R Right

Surface

Please bill the single most appropriate surface involved using the following
abbreviations:

Code Designation Code Designation
B Buccal; Labial L Lingual

D Distal M Mesial

| Incisal (0] Occlusal

F Facial; Labial

When more than one surface on the same tooth is affected, use the following
combinations:

2 Surfaces 3 Surfaces 4 Surfaces 5 Surfaces

MO IF ML | MOD | IFL BOL | MID | MODB MIFL | MODBL MODFL
DB IL OB MOB MIL DOB MIF MODL DIFL MIDBL MIDFL
MB ol | po | MoL | DL DOL | DIF | MOBL MIDL

DL M oL MBD MLD MIDF
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13.8.3 Place of Service Codes

The following place of service codes apply when filing claims for dental services:

Place of Service Codes Place of Service

11 Dental office

15 Mobile Clinic

21 Inpatient hospital

22 Outpatient hospital

31 Skilled nursing facility or nursing facility

Place of service codes other than 11 and 15 require prior authorization before

delivery of the service, unless recipient is less than 5 years old.

13.8.4 Required Attachments

To enhance the effectiveness and efficiency of Medicaid processing, your
attachments should be limited to the following circumstances:

e Claims With Third Party Denials

‘When an attachment is required, a hard copy claim form must be submitted. \

Refer to Chapter 5 Filing Claims, Section 5.8, Required Attachments, for more

information on attachments

13.9 For More Information

This section contains a cross-reference to other relevant sections in the manual.

Resource Where to Find It

Guidelines

ADA Dental Claim Form Instructions
Electronic Media Claims (EMC) Submission

AVRS Quick Reference Guide
Alabama Medicaid Contact Information
Dental Prior Authorization Form

Section 5.4
Appendix B

Appendix L
Appendix N
Section 5.4
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14.1

Durable Medical Equipment (DME)

Medicaid authorizes supplies, appliances, and durable medical equipment (DME)
to Medicaid recipients of any age living at home. A provider of these benefits
must ensure the following:

e The supplies, appliances, and DME are for medical therapeutic purposes.

e The items will minimize the necessity for hospitalization, nursing facility, or
other institutional care.

The attending physician is responsible for ordering the items in connection with
his or her plan of treatment. The attending physician must be a licensed, active,
Alabama Medicaid provider. The DME provider is responsible for delivering and
setting up the equipment as well as educating the recipient in the use of the
equipment.

Prior Authorization requests for coverage of durable medical equipment must be
received by Medicaid’s Fiscal Agent within thirty days after the equipment is
dispensed. (See section 14.3.1 Authorization for Durable Medical Equipment)

A recipient does not have to be a Home Health Care recipient in order to
receive services of this program.

This DME Provider Manual is not an ALL INCLUSIVE DOCUMENT.
Additional documentation may be needed upon request. The policy
provisions for DME providers can be found in the Alabama Medicaid Agency
Administrative Code, Chapter 13.

Enrollment

HP enrolls supply, appliance, and durable medical equipment providers and
issues provider contracts to applicants who meet the licensure and/or certification
requirements of the state of Alabama, the Code of Federal Regulations, the
Alabama Medicaid Agency Administrative Code, and the Alabama Medicaid
Provider Manual. A copy of the approved Medicare enroliment application is
required.

Refer to Chapter 2, Becoming a Medicaid Provider, for general enrollment
instructions and information. Failure to provide accurate and truthful information
or intentional misrepresentation might result in action ranging from denial of
application to permanent exclusion.
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Re-Enrollment

Federal requirements mandate providers re-enroll periodically with the Alabama
Medicaid program. Providers will be notified when they are scheduled to re-
enroll. Failure to re-enroll and provide appropriate documentation to complete
enrollment will result in an end-date being placed on the provider file. Once a
provider file has been closed for failure to timely re-enroll, providers will have to
submit a new application for enrollment using Medicaid’s Provider Enrollment
Web Portal.

Application Changes Process

Providers must notify HP in writing of any changes to the information contained in
its application at least 30 days prior to making such changes. These changes
may include, but are not limited to, changes in ownership or control, federal tax
identification number, or business address changes.

National Provider Identifier Type and Specialty

A provider who contracts with Medicaid as a DME provider is added to the
Medicaid system with the National Provider Identifier provided at the time
application is made. Appropriate provider specialty codes are assigned to enable
the provider to submit requests and receive reimbursement for DME related
items.

The 10-digit NPI is required when filing a claim

DME providers are assigned a provider type of 25 (DME) and DME providers of
Durable Medical Equipment/Oxygen are assigned a specialty of 250.

DME Provider Enrollment Requirements

To participate in the Alabama Medicaid Program, DME providers must meet the
following requirements:

The provider shall have no felony convictions and no record of willful or grossly
negligent noncompliance with Medicaid or Medicare regulations.

Physical Location Requirements

All Alabama Medicaid DME providers must maintain a physical facility on an
appropriate site in accordance with all applicable federal and state regulations
and/or requirements.

1. The provider’s business location must be accessible to the public, Medicaid
recipients, recipient’s representatives and Alabama Medicaid and its agents.
(The location must not be in a gated community or other area where access
is restricted.)

e Location may be a “closed door” business, such as a pharmacy or
supplier providing services only to recipients residing in a nursing home
that complies with all applicable Federal, State, and local laws and
regulations. “Closed door” businesses must comply with all applicable
federal and state regulations and/or requirements.

2. The provider’s business must have a physical location in the state of
Alabama or within a 30-mile radius of the Alabama state line. This
requirement does not apply to Medicare crossover providers.
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a. Providers within a 30-mile radius may serve recipients only in all counties
adjoining the county in which he/she has a business license and in the
county where his/her business is physically located.

b. Providers located more than 30- miles from the border of Alabama may be
enrolled only as follows:

(1) For specialty equipment and supplies such as augmentative
communication devices and high frequency chest wall oscillation air
pulse generator systems which are not readily available in state;

(2) For supplies and equipment needed as the result of a transplant or
unigue treatment approved out of state as the result of an EPSDT
referral. Suppliers will be enrolled by the Medicaid fiscal agent on a
temporary basis for these situations.

(3) Medicare cross over providers only
Business Signs

Maintains a permanent visible sign in plain view and posts hours of operation. If
the supplier's place of business is located within a building complex, the sign
must be visible at the main entrance of the building or the hours can be posted at
the entrance of the supplier.

Business Telephone

Maintains a primary business telephone that is operating at the appropriate site
listed under the name of the business locally or toll-free for beneficiaries.

a. Cellular phones, beepers, or pagers must not be used as the primary business
telephone.

b. Calls must not be exclusively forwarded from the primary business telephone
listed under the name of the business to a cellular phone, beeper, or pager
during posted business hours.

c. Answering machines, answering services, facsimile machines or combination
of these options must not be used exclusively as the primary business telephone
during posted operating hours.

d. Answering machines and/or answering services are not acceptable as
personal coverage during normal business.

Business Hours/Staffing
Providers must be open to conduct business at least 40 hours per week.

Provider’s business days/hours, Monday through Sunday, 8:00 a.m. to 8:00 p.m.,
are at the discretion of the provider.

Exemption(s):

e A physician DME provider who furnishes items to his/her own patient(s) as
part of his/her professional service.

e A physical or occupational therapist DME provider who furnishes items to
his/her own patient(s) as part of his/her professional service.

Provider’s location must be accessible and staffed during posted business hours
of operation.

There must be at least one person present to conduct business at the physical
location. This person must be knowledgeable about the DME supplies being sold
at the location.
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Supplies

DME providers must have durable medical equipment, appliances or supply
items stocked in the physical store location that are readily available to Medicaid
recipients presenting prescriptions for these items.

DME providers must display, on the location’s shelves, all nhon-custom items for
which the provider will be submitting claims to Alabama Medicaid to request
reimbursement.

Displayed products must be clearly labeled, usable and readily accessible to a
recipient who enters the DME location and presents a prescription for DME
products, i.e. no expired products on the shelf, no products stored in bins on
shelves.

Displayed items must be in original manufacturer’'s packaging, when appropriate.
Shelf location for items must be labeled, to include but not limited, item’s name.
Satellite Businesses/Multiple Locations

Satellite businesses affiliated with a provider are not covered under the provider
contract; therefore, no reimbursement will be made to a provider doing business
at a satellite location, however, a satellite could enroll with a separate NPI.

A provider with multiple DME store locations must have completed a provider
application for each store location. Each store location enrolled with Alabama
Medicaid is assigned a unique Medicaid identification number.

License/Certification Requirements (Documents)

The provider must display, in an area accessible to recipients, customers
and/patients, all licenses, certificates and permits to operate.

A copy of the following licenses/certifications must be provided, upon request,
with the enrollment and/or re-enrollment processes:

Licenses/Certifications Needed Provider Exemptions
1 | Applicable State and Professional N/A
licenses
2 | Valid business license(s) N/A
3 Medicare Accreditation Medicare exemptions apply
4 Medicare Surety Bond (when Medicare exemptions apply
applicable)
5 Medicaid Surety Bond (when DME supplier who has been a
applicable) Medicaid provider for five
years or longer with no record
of impropriety and whose
Effective October 1, 2010, all DME | refund requests have been
providers must have a $50,000.00 | repaid as requested
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Licenses/Certifications Needed Provider Exemptions

Medicaid Surety Bond for each store | Government-operated Durable
location. Medical Equipment,

A DME supplier who provides Breast ZL%S;E:;IC(SD’I\/?EH;]S“SC)S and
Prosthesis, Diabetic Shoes and

Diabetic Shoe Inserts is not State-licensed orthotic and
exempted prosthetic personnel in private
practice making custom-made
orthotics and prosthetics

Physicians and non-physician
practitioners, as defined in
section 1842(b)(18) of the
Social Security Act

Physical and Occupational
Therapists in private practice

Providers who received
$100,000 or less Medicaid
payment in the past two
calendar years and have been
operating at this same location
for at least two consecutive
calendar years

Pharmacy providers

Phototherapy providers who
only provide phototherapy
services for infants

Federally Qualified Health
Centers

Alabama Board of HME
exemptions apply

6. | Alabama Board of Home and Medical
Equipment (HME) Services Providers
License (when applicable)

For more information:
http://www.homemed.alabama.gov

Pharmacy providers are required to submit copies of their Medicare enrollment
letter only. Pharmacy providers are not required to submit copies of their
Medicare Surety Bond, Medicare Accreditation nor Medicaid Surety Bond nor
Home Medical Equipment (HME) License.

Prosthetic, Orthotic, and Pedorthic Providers

The providers of Prosthetic, Orthotic, and Pedorthic devices for adults age 21 — 64
must be:

o licensed by the Alabama Board of Prosthetics, Orthotics and Pedorthics
0 applicable to In-State DME providers ONLY
0 meet the same requirements as Durable Medical Equipment providers

The chart below further clarifies the license requirements for POP providers :
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Type of Operation License/Certification Required

Prosthetic, Orthotic & Pedorthic (POP) Services Alabama Board of Prosthetists and Orthotists Accredited
Only ’ Facility Certification

(custom made devices only)

Alabama Board of Prosthetists and Orthotists Accredited

POP and Mastectomy Facility Certification

(custom made devices only)

Alabama Board of Prosthetists and Orthotists Accredited
Facility Certification and
POP and HME (DME) Alabama Board of Home Medical Equipment (HME)

Alabama Board of Prosthetists and Orthotists
Certification/License and

HME (DME) and Mastectomy Alabama Board of Home Medical Equipment (HME)

Alabama Board of Prosthetists and Orthotists
Certification/License and

Mastectomy Only (Boutique) Alabama Board of Home Medical Equipment (HME)

HME(DME) Only Alabama Board of Home Medical Equipment (HME)

Consignment Closets

Alabama Medicaid does not provide coverage for Consignment Closets.
Medicaid supports recipients exercising the freedom of choice option which is to
use the DME provider of their choosing.

14.2 Benefits and Limitations

This section defines durable medical equipment, discusses Medicaid policy for
supplying medical supplies and appliances as a DME provider, discusses prior
authorization for DME, provides a listing of non-covered services, and describes
reimbursement policy. Refer to Chapter 3, Verifying Recipient Eligibility, for
general benefit information and limitations.

14.2.1  Supplies, Appliances, and DME

A written order or a signed prescription from the attending physician must be
dated prior to or on the delivery date, unless a different effective date is clearly
documented on the prescription. Otherwise, the effective date is the date of the
physician signature. An effective date that is handwritten on a prescription and
differs from the date of the physician’s signature must be initialed and dated by
the physician to verify the effective date. Verbal orders must be signed within 48
hours of the order being issued. This order/prescription submitted to a
participating supplier determines medical necessity for covered items of supplies
and appliances. An EPSDT/PT 1% referral may be submitted as an order when
written according to practice guidelines and state/federal law and must include
the date and signature of the provider, the item(s) ordered and the recipient’s
name. The EPSDT/PT 1* referral form may be considered the physician’s order
as long as these guidelines are met. If the prescription is from the recipient’s
primary medical provider (PMP), a separate PT1st referral is not necessary.
However, an EPSDT referral is still required as the referral provides the
screening date and other additional information. A prescription is considered to
be outdated by Medicaid when it is presented to the DME provider/ HP past
ninety days from the date it was written. Medicaid considers a prescription to be
valid for the dispensing of supplies for a period of twelve months. After the twelve
month period of time, the recipient must be reevaluated by the attending
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physician to determine medical necessity for continued dispensing of medical
supplies.

Prior authorization by Medicaid is required for certain supplies such as diapers &
enteral supplies). For services such as diabetic supplies (A4253, A4259),
phototherapy (E0202), certain wheelchair accessories codes and wheelchair
repair code (K0739), a prior authorization is not required. However, for a recipient
to receive these services in excess of the Medicaid established limits providers
must submit requests for additional units with medical documentation justifying
the need to the Clinical Services and Support Division, Medical and Quality
Review Unit for review and approval. Prior authorization is not required for
appliances such as standard glucose monitors, nebulizers, and heating pads.

Prior authorization requests for supplies, appliances and DME must include medical
records to support the medical necessity of the requested item(s). Checklists are not
sufficient medical documentation.

NOTE:

Signature Requirements for Referrals: Effective May 16, 2012:

For hard copy referrals, the printed, typed, or stamped name of the primary
care physician with an original signature of the physician or designee is
required. Stamped or copied signatures will not be accepted. For
electronic referrals, provider certification is made via standardized electronic
signature protocol.

In the “Reason for Referral” section, the specific item(s) being prescribed must
be listed. “DME” will not be accepted as an order.

The recipient or their authorized representative is responsible for obtaining the
prescription from the attending physician for Medicaid-covered items and taking it to
a participating Alabama Medicaid DME provider. (In rural areas where physicians
visit clinics twice monthly, Alabama Medicaid accepts prescriptions from the
Physician Assistant (PA) when the physician is unavailable.)

Upon receipt of the prescription, the DME provider must:

e Verify Medicaid eligibility by checking the recipient’s Medicaid number and
verifying that number using AVRS, Medicaid’s Web portal (interactive, real
time), Provider Electronic Solutions or the Provider Assistance Center at HP.
Recipient’s eligibility must be verified on a monthly basis. Alabama Medicaid
will not reimburse providers for items supplied to recipients in months where
recipients have no eligibility.

e Obtain necessary managed care referrals and prior authorization

e Collect the appropriate copayment amount

e Furnish the covered item(s) as prescribed

e Retain the prescriptions and all medical documentation in patient’s file

e  Submit the proper claim form to Medicaid’'s Fiscal Agent HP (Electronic Data
Systems)

Reimbursement will be made for item(s) covered by the Alabama Medicaid
Agency or purchase or rentals as indicated on the DME Fee Schedule, using limits
established by Medicaid.

October 2013 14-7



Durable Medical Equipment (DME)

14-8

The use of automatic refills is not allowed by the Medicaid Agency. Ifitis
determined through provider audits that Medicaid has reimbursed the provider for
excessive amounts of durable medical equipment/supplies, the amount paid for
the excessive supply will be recouped.

The contract supplier agrees to accept as payment in full the amount paid by
Medicaid for covered services.

The provider (or their staff) must advise each patient prior to services being
rendered when Medicaid payment will not be accepted and the patient will be
responsible for the bill.

The fact that Medicaid payment will not be accepted would be recorded in the
patient’s record, if one exists. Refer to Rule No. 560-X-1-.07.

The provider may not bill the recipient for an item for which a prior authorization
was denied.

Medicaid recipients may be billed for no covered items and items covered by Non
contract providers.

14.2.2 Durable Medical Equipment

Medicaid covers new durable medical equipment items for long-term use; long
term use is defined as the use of durable medical equipment that exceeds six
months. Standard durable medical equipment items (e.g. wheelchairs/beds)
may be rented for up to six months or less.

Durable medical equipment is necessary when it is expected to make a
significant contribution to the treatment of the recipient’s injury or illness or for the
improvement of physical condition.

As defined by Medicaid, durable medical equipment is equipment that meets the
following conditions:

e Can stand repeated use
e Serves a purpose for medical reasons
e |s appropriate and suitable for use in the home

The cost of the item must not be disproportionate to the therapeutic benefits or
more costly than a reasonable alternative. The item must not serve the same
purpose as equipment already available to the recipient.

Providers should be aware of Medicaid policy regulating medical necessity for
durable medical equipment. The policy is described below for DME covered by
Medicaid.
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14.2.3 Warranty, Maintenance, Replacement, and Delivery

Warranty

All standard durable medical equipment must have a provider’s warranty of a
minimum of one year; this may include the manufacturer’'s warranty. If the
provider supplies equipment that is not covered under a warranty, the provider is
responsible for repairs, replacements and maintenance for the first year. The
warranty begins on the date of delivery (date of service) to the recipient. The
original warranty must be given to the recipient and the provider must keep a
copy of the original warranty for audit review by Medicaid. Medicaid may request
: - Added: In the
a copy of the warranty. In the event the supplying provider does not honor the event.. the
mandatory one year warranty and does not repair the durable medical equipment  provider's contract.
when needed, the Agency may impose penalties, to include but not limited to
deducting the total cost of the repairs from a check write of the supplying
provider, recoupment of reimbursement paid to the provider for the equipment,
and termination of the provider’s contract.

Maintenance and Replacement

Medicaid covers repair of standard durable medical equipment. These services
must be prior approved by Medicaid. Medical documentation submitted must
support the need for servicing of the equipment. Providers should submit their
usual and customary charges for the service.

Requests for items that are covered by Medicaid which are outside the normal
benefit limits, due to damage beyond repair or other extenuating circumstances
must be submitted to the Pharmacy DME Unit for review and consideration.
Request for repair/replacement due to extenuating circumstances should be
mailed to, Alabama Medicaid Agency, 501 Dexter Ave., Pharmacy DME Unit,
Montgomery AL, 36103.

The Alabama Medicaid DME Program covers replacement equipment as needed
due to wear, theft, irreparable damage, or loss by disasters. Documentation must
accompany prior authorization requests for replacement in these instances.

Replacement equipment for wheelchairs, hospital beds etc. will require an
additional prior authorization request. No prior authorization is needed for DME
items that did not initially require a prior authorization request such as nebulizers.
The request for replacement of equipment and appropriate documentation
justifying the need for replacement must be submitted electronically to HP and
kept in the recipient’s file.. However, cases suggesting malicious damage,
neglect, or wrongful misuse of the equipment will be investigated. Requests for
equipment will be denied if such circumstances are confirmed. Payment for
repair/replacement of equipment which has been denied by Medicaid would be
the responsibility of the recipient/caregiver.

Effective February 1, 2012, disaster claims related to fire and theft should be
submitted electronically to HP for processing. Provider must file these claims
with the appropriate procedure code and Modifier CR. The provider must keep
all documentation (fire report, theft report, etc) in the recipient’s file. These
claims will be monitored by Alabama Medicaid on a quarterly basis.
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Delivery
Upon furnishing durable medical equipment/supplies, the supplier should:

Obtain a signature indicating that the equipment/supplies have been received by
the recipient. If the recipient is unable to sign for the equipment/supply items the
supplier should verify the identity of the person signing for the items, i.e. relative,
home health worker, neighbor. Alabama Medicaid will accept a signed mail
tracking system/shipping label as proof of delivery of DME supplies delivered via
mail to Alabama Medicaid recipients. If delivered by a package/shipping delivery
company, an appropriate signature is required. (Refer to Rule 560-X-1-.18:
Provider/Recipient Signature on Claim Forms.)

Document that the recipient was provided the necessary information and
instructions on how to use Medicaid-covered items safely and effectively.

Custom Made Items Ordered But Not Furnished

If custom made item(s) are ordered but not furnished, contact Alabama
Medicaid’s DME Program prior to submitting a claim for the item(s). Failure to
contact the Agency prior to claim submission may result in no payment and/or
recoupment for work relating to item(s), items and/or materials paid to the
provider.

For valid procedure codes and modifiers, refer to Appendix P, Procedure
Codes and Modifiers.

Extra Wide Heavy Duty Stationary Commode Chair (E0168)
Heavy Duty Walkers without wheels rigid or folding, any type each
(E0148)

Heavy Duty walkers wheeled, rigid or folding, any type, each (E0149)
Description:

Medicaid will approve heavy duty walker without wheels rigid or folding (E0148),
any type for individual’'s weight capacities greater than 250 pounds. This code
requires prior authorization.

Medicaid will approve heavy duty walkers to accommodate weight capacities
greater than 250 pounds (E0149) and extra wide and/or heavy duty stationary or
mobile commode chairs with or without arms (E0168) for weight capacities
greater than 300 pounds. These codes require prior authorization.

The extra wide and/or heavy duty commode chairs and the stationary or mobile
with or without arms and/or heavy duty walkers with wheels or without wheels will
require prior authorization. Providers must submit recipient’s weight, width, and
depth for the commode chairs, and weight width and height for the walkers. A
physician’s prescription and medical documentation must be submitted justifying
the need for the equipment.
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Limitations:

Extra wide and/or heavy duty commode chairs, stationary or mobile with or
without arms and heavy duty walkers with wheels and without wheels are limited
to one per recipient every two years.

Suction Pump, Home Model, Portable (E0600)
Description

A portable or stationary home model respiratory suction pump is an electric
aspirator designed for oropharyngeal and tracheal suction.

A physician must prescribe a suction pump as medically necessary for the
equipment to qualify for Medicaid reimbursement. HP must receive a request for
coverage within thirty calendar days after the date the pump is dispensed. The
recipient must be unable to clear the airway of secretions by coughing secondary
to one of the following conditions:

e Cancer or surgery of the throat

e Paralysis of the swallowing muscles

e Tracheostomy

e Comatose or semi-comatose condition

The suction device must be appropriate for home use without technical or
professional supervision. Individuals using the suction apparatus must be
sufficiently trained to adequately, appropriately, and safely use the device.

This equipment may be purchased for any qualified Medicaid recipient who
meets the above criteria. The information submitted must include documentation
that the recipient meets the above medical criteria.

Purchase of the suction pump will be limited to one per recipient every five
years provided the above criteria are met.

Home Blood Glucose Monitor (E0607) and Diabetic Supplies

Home blood glucose monitors, monitor replacement batteries, calibrator
solution/chips, and spring powered lancet devices must be prescribed as
medically necessary by the primary physician. To be considered for coverage
Medicaid beneficiaries must be diagnosed as having either Type 1, Type 2,
gestational diabetes, or receiving Total Parenteral Nutrition. Alabama Medicaid
will reimburse covered diabetic supplies for Medicaid recipients that were
diabetics prior to the pregnancy and for pregnancy related-diabetes.
Reimbursement for these diabetic supplies will promote health and safety of
mother and baby.

Home Blood Glucose Monitor with integrated Voice Synthesizer
(E2100)

Blood glucose monitors with integrated voice synthesizers are covered when the
patient meets the same requirements as a regular glucometer. The patient’s
physician certifies that the patient has a visual impairment (20/200 or worse)
severe enough to require use of this special monitoring system. The recipient’s
optometrist/ophthalmologist must certify the degree and type of visual
impairment. Procedure code E2100 does require prior authorization.
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For procedure code E2100 to be dispensed, a written statement that the recipient
requesting a glucometer with voice synthesizer is capable of using the equipment
in the home setting, and is not dependent upon a caregiver for blood glucose
testing. (If the recipient is dependent upon a caregiver, the caregiver’s need for a
glucometer with a voice synthesizer must be justified.

Recipients who were diagnosed with diabetes prior to the pregnancy are eligible
to receive diabetic equipment/supplies.

Medical documentation justifying medical necessity must be in the recipient’s file.
Documentation in the recipient’s file must also include certification that the
recipient or their caregiver is receiving, or has received, diabetes education and
training on the use of the glucose monitor, strips and lancets in the appropriately
prescribed manner in the home.

Requests for Medicaid’s authorization of a replacement glucose monitor will be
accepted for review every five years. A request for replacement of the glucose
monitor submitted within less than five years which is due to a natural disaster, or
an occurrence beyond the recipient’s control, and not the result of misuse,
neglect or malicious acts by the user may be considered for approval and
payment. The request for a replacement glucose monitor must be submitted to
the Pharmacy DME Unit with a completed CMS 1500 claim form and a police or
fire report or other appropriate medical documentation justifying the need. This
information should be mailed to 501 Dexter Avenue, Montgomery, AL 36130.

For Recipients with Diabetes

Effective for dates of service October 1, 2010, and thereafter, Alabama Medicaid
changed the current diabetic supply policy as follows:

Non-Insulin Dependent Recipients:

Claims for non-insulin dependent recipients must be filed with the procedure code
WITHOUT using a modifier.

A4253 — Blood glucose test or reagent strips for home blood glucose monitor, per box
of 50, will be limited to two boxes every three months (providers may bill these strips
two boxes in a one month period).

A4259 — lancets, per box of 100, will be limited to one box every three months.
Insulin Dependent Recipients:

Claims for insulin dependent recipients must be filed WITH the procedure code and
MODIFIER U6
A4253 (U6) - Blood glucose test or reagent strips for home blood glucose monitor, per
box of 50 will be limited to three boxes per month for insulin dependent recipients age
21 and above.

A4253 (U6) - Blood glucose test or reagent strips for home blood glucose monitor, per
box of 50 will be limited to four boxes every month for insulin dependent recipients
age 0 — 20.

A4259 (U6) - Lancets, per box of 100 will be limited to two boxes per month for insulin
dependent diabetics regardless of age.
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Recipients with Gestational Diabetes:

Effective March 1, 2012, DME diabetic testing supplies claims billed for recipients with
Gestational Diabetes must contain a diagnosis code in the range of 64880 through
64884.

A4259 — Lancets, per box 100, will be limited to two per calendar month
A4253 — Blood glucose test or regent strips for home blood glucose monitor, per box
of 50, will be limited to four per calendar month.

These claims will be processed electronically by HP. All documentation must be kept
in the recipient’s file and will be monitored by Alabama Medicaid on a quarterly basis.

If recipients require additional strips or lancets above the Medicaid established limits,
providers must submit peer reviewed literature justifying the need to the Clinical
Services & Support Division, Medical and Quality Review Unit at the Alabama
Medicaid Agency for review and approval. If approval is granted, the Clinical Services
& Support Division, Medical and Quality Review Unit will notify the Pharmacy DME
Unit. The providers will also be notified of the approval and instructed to bill for these
additional supplies by submitting a clean CMS 1500 claim form with a short memo to
the Pharmacy DME Unit of the Alabama Medicaid Agency. The memo should state
that this recipient has been approved for additional units and request Medicaid to
override the maximum unit requirement and force payment of the claim.

Providers dispensing diabetic supplies must have the recipient’s prescription on file
from the primary care physician. A valid prescription will contain the frequency for
daily blood sugar testing. Providers must ensure that diabetic supplies are dispensed
based on the daily frequency of blood sugar testing indicated on the recipient’s
prescription.

It is the provider’'s responsibility to ensure that the recipient does not have an
excessive supply of strips/lancets. If it is determined through Provider Audits that
Medicaid has reimbursed the provider for excessive amounts of strips/lancets, the
amount paid for the excessive supply will be recouped.

The following diabetic supplies are also available for recipients who are eligible for the
home blood glucose monitor:

Diabetic supplies Limits

A4233 Replacement battery, Alkaline, other than J cell 2 units/year
A4234 Replacement battery, Alkaline, J cell 2 units/year
A4235 Replacement battery, Lithium 2 units/year
A4236 Replacement battery, Silver Oxide 2 units/year
A4256 Normal, low and high calibrator solution/chips 4 units /year (1/qtr)
A4258 Spring-powered device for lancet, each 1 per year
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External Ambulatory Infusion Pump (E0784), and Supplies (A4232,
A4221)

An external ambulatory infusion pump is a small portable battery device worn on
a belt around the waist and attached to a needle or catheter designed to deliver
measured amounts of insulin through injection over a period of time. The
ambulatory infusion pump will be limited to one every five years.

The external ambulatory infusion is approved by the Alabama Medicaid Agency
for use in delivering continuous or intermittent insulin therapy on an outpatient
basis when determined to be appropriate medically necessary treatment, and
must be prior authorized.

E0784 - External Ambulatory Infusion Pump will be limited to one every five years
based on submitted documentation. This procedure code will be a capped rental
item with rental payment of $334.06 per month for twelve months. At the end of
the twelve month period the item is considered to be a purchased item for the
recipient paid in full by Medicaid. Any maintenance/repair cost would be subject
to an EPSDT screening and referral and a prior authorization as addressed
under current Medicaid policy.

A4232 - Syringe with needle for External Insulin Pump, sterile 3cc (each) will be
supplied in quantities prescribed as medically necessary by the physician.

A4221 - Supplies for maintenance of drug infusion catheter per week, (list drug
separately). Includes all necessary supplies for one week for quantity needed
(up to three units) by the recipient for that week.

A4230 - Infusion set for external insulin pump, non-needle cannula type, (each)
will be supplied in quantities prescribed as medically necessary by the physician.

The following criteria must be met in determining medical necessity for the insulin
pump (All seven must be met):

1. Patient must be under 21 years of age and EPSDT eligible.

2. A board certified or eligible endocrinologist must have evaluated the
patient and ordered insulin pump.

3. Patient must have been on a program of multiple daily injections of
insulin (i.e., at least 3 injections per day) with frequent self-adjustments
of insulin dose for at least 6 months prior to initiation of the CSIl pump.

4. Patient has documented frequency of glucose self-testing an average of
at least four times per day during the three months prior to initiation of
the insulin pump.

5. Patient or caregiver must be capable, physically and intellectually, of
operating the pump.

6. Type 1 diabetes must be documented by a C-peptide level < 0.5.

7. Records must have documentation of active and past recipient
compliance with medications and diet, appointments and other treatment
recommendations.
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Two or more of the following criteria must also be met:

1. Copies of lab reports documenting two elevated glycosylated hemoglobin
levels (HbA1c>7.0%) within a 120-day span, while on multiple daily
injections of insulin.

2. History of severe glycemic excursions (commonly associated with brittle
diabetes, hypoglycemic unawareness, nocturnal hypoglycemia, extreme
insulin sensitivity and/or very low insulin requirements). A history of not
less than 3 documented episodes of severe hypoglycemia (<60 mg/dl) or
hyperglycemia (>300 mg/dl) in a given year.

3. Widely fluctuating blood glucose levels before mealtime (i.e., pre-prandial
blood glucose level consistently exceeds 140 mg/dl).

4. Dawn phenomenon with fasting blood sugars frequently exceeding 200
mg/dl.

Approved Diagnoses:

Approval will be given for only the following type 1 diabetes mellitus diagnosis
codes, if above criteria is met: 250.01, 250.03, 250.11, 250.13, 250.21, 250.23,
250.31, 250.33, 250.41, 250.43, 250.51, 250.53, 250.61, 250.63, 250.71, 250.73,
250.81, 250.83, 250.91, 250.93.

Supplies:

Procedure codes A4362 and A5121 may not be billed on the same date of
service as A4414 or A4415. Procedure code A5063 may not be billed on the
same date of service as A5052.

Hospital Bed (E0250, E0255, E0260) (E0303) (E0304)

A physician must prescribe a hospital bed as medically necessary in order for a
recipient to qualify for a hospital bed. HP must receive the request for coverage
within thirty calendar days after the date that the equipment was dispensed.
The recipient must meet one of the following conditions:

1. Recipient positioning of the body not feasible on an ordinary bed.
2. Recipient has medical conditions that require head of bed elevation.

3. Recipient requires medical equipment which can only be attached to
the hospital bed.

At least one of the criteria listed above must be met as well as any of the
following for coverage of variable height hospital bed:

1. Recipient has medical condition or injuries to lower extremities and the
variable height feature allows recipient to ambulate by placing feet on
the floor while sitting on edge of bed.

2. Recipient’s medical condition is such that they are unable to transfer
from bed to wheelchair without assistance.

3. Severely debilitating diseases and conditions require the need of the
variable height bed to allow recipient to ambulate or transfer.

This equipment may be purchased for any qualified Medicaid recipient who
meets the above criteria.
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Medicaid covers hospital beds (E0304) extra heavy duty, extra wide, with any
type side rails, with mattress to accommodate weight capacities greater than 600
pounds.

Medicaid covers hospital beds (E0303) heavy duty, extra wide, with any type side
rails, with mattress to accommodate weight capacities greater than 350 pounds,
but less than 600 pounds. Replacement mattresses for the heavy duty, extra
wide bed or the extra heavy duty bed can be obtained using procedure code
E1399.

Medicaid will use the established prior authorization criteria for these hospital
beds, but will add the weight, width and length requirements. DME providers will
ensure that accurate/correct weight, height and length measurement are included
with these requests. Medicaid will reimburse providers at invoice cost plus 20%
for procedure code E0304.

If hospital bed is medically necessary and is needed for six months or less, the
equipment will be rented. This policy is applicable for all Medicaid recipients. If
the equipment continues to be medically necessary and is needed longer than
six months another PA request and prescription must be submitted documenting
the need. If approval is granted a capped rental will be established and previous
rental payments will be applied towards the total purchase price of the
equipment. Reimbursement will not exceed the total purchase price.

Hospital Bed Accessories

(E0271, E0280, E0310, E0630, E0635, E0910, E0911, E0912,
E1399)

Hospital bed accessories must be prescribed as medically necessary, require
prior authorization and medical documentation must be submitted justifying the
need.

Hospital Bed Accessory procedure codes E0275, E0276 E0621 do not require
prior authorization.

Medicaid covers trapeze bar, heavy duty for patent weight capacity greater than
250 pounds, free standing, complete with grab bar (E0912).

Medicaid covers electric patient lifts with seat or sling (E0635) to accommodate
weight capacities greater than 450 pounds.

Medicaid will use the established prior authorization criteria for the-electric patient
lift (E0635) and the trapeze bar, heavy duty (E0912) but will add the weight and
width requirements. Individuals approved for the electric lift and the heavy duty
trapeze bar must be fitted and measured by the Durable Medical Equipment
Company providing these services. Medicaid will reimburse provider’s invoice
plus 20% for the patient electric lift and-heavy duty trapeze bar.

For benefit limits refer to the DME Fee Schedule.
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Power Reducing Support Surfaces

Powered Pressure reducing mattress overlay/pad, alternating, with pump,
includes heavy duty (E0181)

Gel or gel-like pressure pad for mattress, standard mattress length and width
(E0185)

Pump for alternating pressure pad, replacement only (E0182)

Replacement pad for use with medically necessary alternating pressure pad
owned by patient (A4640)

Powered pressure-reducing air mattress (E0277)

Group 1 pressure reducing support surfaces include powered pressure reducing
mattress overlay/pad, alternating with pump includes heavy duty (E0181), a
pump for alternating pressure pad, replacement only (E0812), a gel/gel-like
pressure pad for mattress (E0185) and replacement pad for use with medically
necessary alternating pressure pad owned by patient (A4640) will be considered
for Medicaid payment when prescribed as medically necessary by a physician.
Medical documentation must be submitted with the prior authorization request
justifying the need.

The gel/gel like pad for mattress (E0185), the pump for alternating pressure pad,
replacement only (E0182) and the replacement pad for alternating pressure pad
owned by the patient (A4640) are purchased items because they are not
considered reusable. Group 1 Pressure reducing support surfaces are covered
for the entire Medicaid population.

Group 2 pressure reducing support surfaces include powered pressure-reducing
air mattress (E0277)). Procedure code E0277 is only covered for children up to
the age of 21 through the EPSDT Program.

Initial approval of the powered pressure-reducing air mattress (E0277) will Deleted: the
consist of up to 90 days. If the primary physician documents that the equipment powered
continues to be medically necessary longer than 6 months, a 10 month capped WEQJ&) and
rental to purchase is established, previous rental payments will be applied

towards the total purchase price of the equipment. Rental payments include

delivery, in service for caregiver, maintenance, repair and supplies if applicable.

Medicaid’s reimbursement will not exceed the total purchase price of the

equipment.
Group 1 and group 2 power reducing support surfaces require prior authorization.

Continued use of the group 2 support surface is considered medically necessary
until the ulcer is healed or, if healing does not continue, there is documentation in
the medical record to show that the use of the group 2 support surface is Added: Effective

; October 1
medically necessary for wound management. 2013. by the

Effective October 1, 2013, replacement pad for alternating pressure pad (A4640), patient
powered pressure reducing mattress overlay pad/alternating with pump, heavy

duty (E0181) and gel mattress overlay (E0185) will only require an initial PA

approval. After the initial approval, these items will be considered purchased and

owned by the patient.

For benefit limits refer to the DME Fee Schedule.

October 2013 14-17



Durable Medical Equipment (DME)

14-18

Mattress Replacement (E0271)

To qualify for Medicaid reimbursement of a mattress replacement, a physician
must prescribe the equipment as medically necessary. Request for coverage
must be received by HP within thirty calendar days after the date that the
equipment was dispensed. An eligible recipient must meet the following medical
criteria:

e The patient has a safe and adequate hospital bed in his home

e Documentation must be submitted showing the mattress in use is damaged
and inadequate to meet the patient’'s medical needs.

For benefit limits refer to the DME Fee Schedule.

Bed Side Rails (E0310)

A physician must prescribe bedside rails as medically necessary in order for a
recipient to qualify for Medicaid reimbursement. HP must receive the request for
coverage within thirty calendar days after the date that the equipment was
dispensed. The recipient must be bed confined and have one or more of the
following conditions:

e Disorientation
e Positioning problem
e Vertigo

e Seizure disorder

For benefit limits refer to the DME Fee Schedule.

Recipient Hydraulic Lift With Seat or Sling (E0630)
Electric Patient Lifts with Seat or Sling (E0635)

Recipient hydraulic lifts will be considered for Medicaid payment when prescribed
as medically necessary by a physician. Request for coverage must be received
by HP within thirty calendar days after the date that the equipment was
dispensed. An eligible recipient must meet the following medical criteria:

e Documentation must indicate the recipient has, or is highly susceptible to
decubitus ulcers, and/or:

e The recipient must be essentially bed confined and would require the
assistance of more than one person to transfer from bed to chair or
wheelchair or commode without a lift.

Medicaid covers electric patient lifts with seat or sling (E0635) to accommodate
weight capacities greater than 450 pounds.

Medicaid will use the established prior authorization criteria for these electric
patient lifts, but will add the weight and width requirements. Individuals approved
for these electric lifts must be fitted and measured by the Durable Medical
Equipment Company providing these services. Medicaid will reimburse provider
at invoice cost plus 20% for these patient electric lifts (E0635).
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For benefit limits refer to the DME Fee Schedule.

Trapeze Bar, AKA Recipient Helper, Attached to Bed with Grab Bar
(E0910) (E0911)

To qualify for Medicaid reimbursement of a trapeze bar, the physician must
prescribe the equipment as medically necessary for the recipient. Request for
coverage must be received by HP within thirty calendar days after the date that
the equipment was dispensed. The recipient must be essentially bed confined
and must meet the following documented conditions:

e The recipient must have positioning problems. Documentation must show
that the recipient has physical/mental capability of using the equipment for
repositioning.

e The recipient must have difficulty getting in and out of bed independently.

Medicaid covers Trapeze Bar (E0911), heavy duty for patient weight
capacity greater than 250 pounds, Attached to Bed with Grab Bar

Medicaid will use the established prior authorization criteria for these trapeze
bars, but will add the weight requirements. Individuals approved for these
trapeze bars must weigh over 250 pounds. Medicaid will reimburse providers at
invoice cost plus 20% for these trapeze bars.

For benefit limits refer to the DME Fee Schedule.

Short Term Rental Policy

Certain Durable Medical Equipment items prescribed as medically necessary will
be rented if needed on a short term basis. Short term is described as (6) months
or less. These procedure codes will be indicated on the fee schedule with an RR
for rental.

Medicaid payment for short term rental will be made under the following
conditions:

1. Written order documenting estimated period of time (hnumber of months)
medical equipment will be needed

2. Documentation that establishes medical necessity for short term rental

Initial approval will consist of up to 90 days only. If recipient needs the
equipment after the initial 90 day period, written documentation must be
submitted that demonstrates continued medical necessity.

If equipment continues to be medically necessary longer than six months a
capped rental to purchase will be established. Providers must submit a new PA
request for the purchase of the DME item with previous rental payments
deducted from the total purchase price of the DME item. Providers will submit
their claims with the purchase price that Medicaid has showing on the approved
PA request for the purchase of the DME item. The requested dates of service on
the new PA request for purchase of the DME item must not overlap with the
dates of service on the PA request for the rental period of the DME item.
Previous rental payments will be applied towards the total purchase price of the
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equipment. Reimbursement will not exceed the total purchase price of the
equipment.

Nebulizer (E0570)

The nebulizer is a covered service in the DME program for all recipients. The
nebulizer can be provided only if it can be used properly and safely in the home.
A physician must prescribe it as medically necessary.

This equipment may be purchased for any qualified Medicaid recipient based on
the criteria listed below. This equipment may also be rented for any Medicaid
recipient. The nebulizer may be rented for a period of no longer than six months.
If equipment continues to be medically necessary longer than six months a
capped rental will be established and previous rental payments will be applied
towards the total purchase price of the equipment. Reimbursement will not
exceed the total purchase price of the equipment.

The policy limiting purchase of a nebulizer (E0570) to one every two years was
revised. One nebulizer may be purchased every four years for recipients if
medically necessary. Medicaid system changes were made to ensure that
nebulizer purchases subject to the limitation of one every two years has an end
date of December 31, 2002 and purchases subject to the limitation of one every
four years has a begin date of January 1, 2003. The system looks at claims from
previous years as well as current history to ensure that claims paid in 2002 will
not be paid again until the four years are up.

The prior authorization requirement for nebulizer was dropped in June
1999; therefore, nebulizers do not require prior authorization and should
not be submitted to HP for prior authorization.

Request (and appropriate documentation) for consideration of payment for
replacement of nebulizers due to theft or loss by fire must be submitted
electronically to HP. All documentation must be kept in the recipient’s file (police
or fire report). These claims will be monitored by Alabama Medicaid on a
quarterly basis.

Age Group Purchase or Rental Requirements
Children 6 years of Purchases require documentation of previous episodes of
age or under severe respiratory distress associated with one of the following
diagnoses:
e  Asthma

. Reactive Airway Disease

. Cystic Fibrosis

e  Bronchiectasis

. Bronchospasm
Short-term Rentals (6 months or less) are allowed for first time
episodes associated with one of the above diagnoses.
Supporting documentation must accompany the request.

Children 7 through Purchases require documentation of one of the diagnoses

18 years of age listed above.

Documentation must also be submitted of one of the following:

e  The recipient has had a failed trial of at least four weeks of
anti-inflammatory drugs (for example, Cromolyn,
Nedocromil, and steroids) and bronchodilators (for example,
B2 adrenergics, Ipratropium) delivered by metered dose
inhaler (MDI) and spacer or dry powder inhalers (DPI).

e  The recipient's medical condition prevents the coordination
necessary to effectively use an MDI and spacer or DPI (i.e.
cerebral palsy, mental retardation, neuromuscular
weakness, or muscle paralysis).
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Age Group Purchase or Rental Requirements
Recipients 18 years Purchases require documentation of one of the following
of age and above diagnoses:

e  Asthma

. Bronchiectasis

. Cystic Fibrosis
Recipients with a diagnosis of asthma must have documentation
of one of the following:

e The recipient has had a failed trial of at least four weeks of
inhaled or oral anti-inflammatory drugs and inhaled
bronchodilators.

e  The recipient is a moderate or severe asthmatic whose
rescue treatment with MDIs is insufficient to prevent
hospitalizations or emergency room visits (2 or more ER
visits for asthma or 1 or more hospitalizations in the past 12
months).

Rentals are approved only on a short-term basis (6 months or
less) for acute complications of pneumonia.

Children and Adults Purchases may be approved to deliver medications that can be
administered only by aerosol (i.e. Pulmozyme for cystic fibrosis).
Must be accompanied by supporting documentation.

Rentals may be approved on a short-term basis (6 months or
less) to administer medications as an alternative to intravenous
administration of those drugs (for example, nebulized
tobramycin, colistin, or gentamicin). Must be accompanied by
supporting documentation.

Purchase of the nebulizer is limited to one every four years for recipients
who meet the above criteria.

Iron Chelation Therapy Equipment (E0779, A4222, E1399 & K0739)

Iron Chelation Therapy equipment will be considered for Medicaid payment when
prescribed as medically necessary by a physician for an eligible recipient who
meets the following criteria:

e Documentation must be submitted indicating the recipient has been
diagnosed as having Sickle Cell Disease.

e HP must receive a prior authorization request after obtaining the above
information within thirty calendar days after the date that the equipment
was dispensed. This includes the Auto-Syringe Infusion Pump for Iron
Chelation Therapy (E0779), Supplies for the infusion pump (A4222) and the
Auto-Infusion Pump Repair for Iron Chelation Therapy (E1399 & K0739).

e Purchase of the Ambulatory Infusion Pump (E0779) for treatment of sickle
cell is limited to one every five years.

Iron Chelation Therapy equipment will be purchased for any qualified Medicaid
recipient who meets the above criteria. The information submitted must include
documentation that the recipient meets the above criteria.
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Augmentative Communication Devices (E2500), (E2502), (E2504),
(E2506), (E2508), (E2510), (E2511), (E2512), (E2599)

Augmentative Communication Devices (ACDs) are defined as portable electronic
or non-electronic aids, devices, or systems for the purpose of assisting a
Medicaid eligible recipient to overcome or improve severe expressive speech-
language impairments/limitations due to medical conditions in which speech is
not expected to be restored. These devices also enable the recipient to
communicate effectively.

These impairments include but are not limited to apraxia of speech, dysarthria,
and cognitive communication disabilities. ACDs are reusable equipment items
that must be a necessary part of the treatment plan consistent with the diagnosis,
condition or injury, and not furnished for the convenience of the recipient or his
family. Medicaid will not provide reimbursement for ACDs prescribed or intended
primarily for vocational, social, or academic development/enhancement.

E2500

E2502

E2504

E2506

E2508

E2510

E2511

E2512

E2599
V5336

Speech generating device digitized speech using pre-recorded
messages, less than or equal to eight minutes recording time.

Speech generating device, digitized speech using pre-recorded
messages greater than 8 minutes, but less than or equal to 20 minutes
recording time.

Speech generating device, digitized speech using pre-recorded
messages greater than 20 minutes, but less than or equal to 40 minutes
recording time.

Speech generating device, digitized speech using pre-recorded
messages greater than 40 minutes recording time.

Speech generating device, synthesized speech requiring message
formulation by spelling and access by physical contact with the device.

Speech generating device, synthesized speech permitting multiple
methods of message formulation and access by physical contact with the
device.

Speech generating software program, for personal computer or personal
digital assistant.

Accessory for speech generating device, mounting system.

Accessory for speech generating device not otherwise classified.

Repair modification of augmentative communication system or device
(excludes adaptive hearing aid).

Scope of services includes the following elements:

e Screening and evaluation

e ACD, subject to limitations

e Training on use of equipment

These are inclusive in the allowable charge and may not be billed separately.

This section describes candidacy criteria, evaluation criteria, and prior
authorization and limits for ACDs.
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Candidacy Criteria

Candidates must meet the following criteria:

Age Candidacy Criteria

Under age 21 . EPSDT referral by Medicaid enrolled EPSDT provider.

e  Referral must be within one year of application for ACD. The
EPSDT provider must obtain a referral from the Patient 1st
Primary Medical Provider where applicable

. Medical condition which impairs ability to communicate

. Evaluation required by qualified, experienced professional

e  Physician prescription to be obtained after the evaluation and
based on documentation contained in evaluation.

Adults, age . Referral from a primary care physician (Patient 1% PMP where

21+ applicable).

. Referral must be within one year of application for ACD

e  Medical condition which impairs ability to communicate Evaluation
by required qualified experienced professionals

. Physician prescription to be obtained after the evaluation and
based on documentation provided in the evaluation.

Evaluation Criteria

Qualified interdisciplinary professionals must evaluate the candidate.
Interdisciplinary professionals include a speech-language pathologist and a
physician. Qualifications for a speech-language pathologist include:

e Master’s degree from accredited institution

e Certificate of Clinical Competence in speech/language pathology from the
American Speech, Language, and Hearing Association

e Alabama license in speech/language pathology

¢ No financial or other affiliation with a vendor, manufacturer or manufacturer’s
representative of ACDs

e Current continuing education in the area of Augmentative Communication

Interdisciplinary professionals should also include, but may not be limited to, a
physical therapist, social worker, and/or occupational therapist.

A physical therapist must possess the following qualifications:
e Bachelor’'s degree in Physical Therapy from accredited institution
e Alabama license in Physical Therapy

¢ No financial or other affiliation with a vendor, manufacturer or manufacturer’s
representative of ACDs

A social worker must possess the following qualifications:
e Bachelor’'s degree from accredited institution
e Alabama license in Social Work

¢ No financial or other affiliation with a vendor, manufacturer or manufacturer’s
representative of ACDs

An occupational therapist must possess the following qualifications:
e Bachelor’s degree in Occupational Therapy from accredited institution

e Alabama license in Occupational Therapy
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e No financial or other affiliation with a vendor, manufacturer or manufacturer’'s
representative of ACDs

A Physician must possess the following qualifications:

e Be a doctor of medicine or osteopathy legally authorized to practice medicine
and surgery by the state in which the doctor performs such functions; and

e Have no financial or other affiliations with vendors, manufacturers, or other
manufacturer’s representative of ACDs.

Prior Authorization Process

ACDs and services are available only through the Alabama Medicaid prior
authorization process. Requests for authorization must be submitted to Medicaid
for review. Documentation must support that the client is mentally, physically and
emotionally capable of operating/using an ACD. The request must include
documentation regarding the medical evaluation by the physician and recipient
information.

Medical examination by a physician is required to assess the need for an ACD to
replace or support the recipient’s capacity to communicate. The examination
should cover:

e Status of respiration

e Hearing

e Vision

e Head control

e Trunk stability

e Arm movement

e Ambulation

e Seating/positioning

e Ability to access the device

The evaluation must be conducted within 90 days of the request for an ACD.

Providers should utilize the Augmentative Communication Device Evaluation
Form on the website at this link,
http://medicaid.alabama.gov/documents/5.0 Resources/5.4 Forms_Library/5.4.1

Eillinq/5.4.1 FILLABLE ACD Eval Report Form 3-29-11.pdf.

Medicaid requires the following recipient information with the prior authorization
request:

Topic Information required for the PA

Identifying . Name

information e Medicaid recipient number
. Date(s) of Assessment
. Medical diagnosis (primary, secondary, tertiary)
. Relevant medical history

Sensory status Vision
(Asobserved by | o  Hearing

physician) e Description of how vision, hearing, tactile and/or receptive
communication impairments affect expressive communication
(e.g., sensory integration, visual discrimination)
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Topic Information required for the PA

Postural, Mobility | e Motor status

& Motor Status e Optimal positioning

. Integration of mobility with ACD

. Recipient’s access methods (and options) for ACD
Development . Information on the recipient’s intellectual/cognitive/development
Status status

. Determination of learning style (e.g., behavior, activity level)
Family/Caregiver | A detailed description identifying caregivers and support, the extent

and Community of their participation in assisting the recipient with use of the ACD,

Support Systems | and their understanding of the use and their expectations

Current Speech, . Identification and description of the recipient’s expressive or

Language and receptive (language comprehension) communication impairment

Expressive diagnosis

Communication | ¢  Speech skills and prognosis

Status . Communication behaviors and interaction skills (i.e. styles and
patterns)

. Description of current communication strategies, including use
of an ACD, if any

e  Previous treatment of communication problems

Communication . Description of recipient’s current and projected (for example,

Needs Inventory within 5 years) speech-language needs

. Communication partners and tasks, including partner’s
communication abilities and limitations, if any

¢  Communication environments and constraints which affect ACD
selection and/or features

Summary of Description of the communication limitations

Recipient

Limitations

ACD Justification for and use to be made of each component and
Assessment accessory requested

Components

Identification of e Identification of the significant characteristics and features of the
the ACDs ACDs considered for the recipient

Consideredfor | ¢ |dentification of the cost of the ACDs considered for the
Recipient-Must recipient (including all required components, accessories,
Include at Least peripherals, and supplies, as appropriate)

Three (3) . Identification of manufacturer

e  Justification stating why a device is the least costly, equally
effective alternative form of treatment for recipient

. Medical justification of device preference, if any

Treatment Plan . Description of short term and long term therapy goals

& Follow Up e Assessment criteria to measure the recipient’s progress toward
achieving short and long term communication goals

. Expected outcomes and description of how device will
contribute to these outcomes

e  Training plan to maximize use of ACD

Additional e  Documentation of recipient’s trial use of equipment including
Documentation amount of time, location, analysis of ability to use

. Documentation of qualifications of speech language
pathologists and other professionals submitting portions of
evaluation. Physicians are exempt from this requirement.

. Signed statement that submitting professionals have no
financial or other affiliation with manufacturer, vendor, or sales
representative of ACDs. One statement signed by all
professionals will suffice.

Medicaid reserves the right to request additional information and/or
evaluations by appropriate professionals.
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Limits

ACDs including components and accessories will be modified or replaced only
under the following circumstances:

Medical Change: Upon the request of recipient if a significant medical
change occurs in the recipient’s condition that significantly alters the
effectiveness of the device.

Age of Equipment: ACDs outside the manufacturer’s or other applicable
warranty that do not operate to capacity will be repaired. At such time as
repair is no longer cost effective, replacement of identical or comparable
component or components will be made upon the request of the recipient.
Full documentation of the history of the service, maintenance, and repair of
the device must accompany such request.

Technological Advances: No replacements or modifications will be approved
based on technological advances unless the new technology would meet a
significant medical need of the recipient which is currently unmet by present
device.

All requests for replacement or modification as outlined above require a new
evaluation and complete documentation. If new equipment is approved, old
equipment must be returned.

Other Information

Topic Required for the PA

Invoice The prior authorization request and the manufacturer’s invoice must
be forwarded to HP Prior Authorization department.

Trial Period No communication components will be approved unless the client
has used the equipment and demonstrated an ability to use the
equipment.

Prior authorization for rental may be obtained for a trial period. This
demonstrated ability can be documented through periodic use of
sample/demonstration equipment. Adequate supporting
documentation must accompany the request.

Prior authorizations for rental of ACD device E2510 may be approved
for a four (4) week trial period of usage by the recipient. The
manufacturer must agree to this trial period. Medicaid will reimburse
the manufacturer for the dollar amount authorized by the Agency for
the four (4) week trial period. This amount will be deducted from the
total purchase price of the ACD device.

Repair Repairs are covered only to the extent not covered by manufacturers’
warranty. Repairs must be prior approved and billed using procedure
code V5336. Battery replacement is not considered repair but does
require prior authorization using procedure code E2599.

Loss/Damage Replacement of identical components due to loss or damage must be
prior approved. These requests will be considered only if the loss or
damage is not the result of misuse, neglect, or malicious acts by the
users.

Component / No components or accessories will be approved that are not
Accessory Limits | medically required. Examples of non-covered items include but are
not limited to the following:

e  Printers

. Modems

. Service contracts

e  Office/business software

. Software intended for academic purposes

e  Workstations

e Any accessory that is not medically required.
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The ACD device must be tailored to meet each individual recipient’s needs.
Therefore, a recipient may need to try more than one device until one is suitable
To meet their needs is identified. The Medicaid Agency will allow rental of the
device, on a week to week basis for $135.00 per week, for a maximum one
month with a maximum rental cap of $540.00. The amount paid for this rental will
be deducted from the total purchase price of the ACD device. The procedure
code for one month rental of this device is E2510 (R).

Wheelchairs

Wheelchairs are limited to one every seven years per recipient.

To qualify for Medicaid reimbursement of a wheelchair, the physician must
prescribe the equipment as medically necessary for the recipient. Request for
coverage must be received by HP within thirty calendar days after the date that
the equipment was dispensed. The recipient must be essentially bed confined
and must meet the following documented conditions:

e The recipient must be essentially chair confined or bed/chair confined.
e The wheelchair is expected to increase mobility and independence.

A standard wheelchair (procedure code E1130) should be requested unless
documentation supports the need for any variation from the standard wheelchair.
An example of this variation is an obese recipient who requires the wide heavy-
duty wheelchair (E1093). For a list of valid wheelchair procedure codes, refer
Appendix P, Procedure Codes and Madifiers.

Medicaid reimburses Durable Medical Equipment providers for Extra Heavy Duty
Wheelchairs. These wheelchairs accommodate weight capacities up to 600 Ibs.
Medicaid covers these wheelchairs as a purchase by using HCPC code K0007.

Medicaid covers the ‘Other manual wheelchair/base’ (KO009) to
accommodate weight capacity of 600 pounds or greater. The ‘Wheelchair
component or accessory not otherwise specified’ for the wheelchair will be
covered using procedure code K0108 (an already existing code). The
established prior authorization criteria for these specified codes will be used.
Medicaid will reimburse for procedure code KO0O09 at provider’s invoice price
plus 20%. Medicaid will require weight, width and depth specification for
procedure codes KO00O7 and K0009.

Effective October 1, 2011, Medicaid’s Motorized/Power Wheelchair
Assessment Form 384 must be completed with all prior authorization
requests for Manual Wheelchairs with additional accessories for adults.

The provider must ensure that the wheelchair is adequate to meet the
recipient’s need. For instance, providers should obtain measurements of
obese recipients to ascertain body width for issuance of a properly fitted
wheelchair.
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This equipment may be purchased for any qualified Medicaid recipient who
meets the above criteria. This equipment may also be rented for any eligible
Medicaid recipient. The information submitted must include documentation that
the recipient meets the above medical criteria.

Motorized/Power Wheelchairs

The Alabama Medicaid Agency covers motorized/power wheelchairs for the
entire Medicaid population. To qualify for motorized/power wheelchairs an
individual must meet full Medicaid financial eligibility and established medical
criteria. All requests for motorized/power wheelchairs are subject to Medicaid
Prior authorization provisions established by the Alabama Medicaid Agency.
The patient must meet criteria applicable to manual wheelchairs pursuant to
the Alabama Medicaid Agency Administrative Code Rule No. 560-X-13-.17.
The attending physician must provide documentation that a manual wheelchair
cannot meet the individual's medical needs, and the patient requires the
motorized/power wheelchair for six (6) months or longer.

The following are policies related to the coverage of motorized/power
wheelchairs:

e HCPC K0813 through K0816, K0820 through K0831, K0835 through
K0843, K0848 through K0864, KO868 through K0871, KO877 through
K0880, K0884 through K0886, K0890, K0891, and K0898 will be used as
appropriate for related motorized wheelchairs.

Providers must use an appropriate code for power/custom manual
wheelchairs and accessories if one is available. If there is no appropriate
code then the provider can use K0108. All prior authorization requests
submitted using procedure code K0108 will be reviewed to ensure that there
is not another code available.

e Repairs and/or replacement of parts for motorized/power wheelchairs will
require prior authorization by the Alabama Medicaid Agency. Prior
authorization may be granted for repairs and replacement parts for
motorized/power wheelchairs not previously paid for by Medicaid and those
prior authorized through the EPSDT program. Wheelchair repairs and
replacement parts for motorized/power wheelchairs may be covered using
the appropriate HCPC code listed in Section 14.5.3 under Wheelchair
Accessories.

¢ Reimbursement may be made for up to one month for a rental of a
wheelchair using procedure code K0462 while patient owned wheelchair is
being repaired. When submitting prior authorization (PA) request for loaner
wheelchairs providers must submit the appropriate procedure code for the
loaner wheelchair dispensed. Alabama Medicaid will then establish the
monthly rental at 80% of Medicare’s allowable price for the wheelchair
code. If loaner wheelchair is not needed for the entire month the
wheelchair rental fee will be prorated on a daily basis. When submitting
the claim to HP for payment, providers must bill using procedure code
K0462 with the Medicaid established rate as it appears on the PA approval
form.

e Suppliers providing motorized/power wheelchairs or subsequent
repairs/replacement parts to recipients must have at least one employee
with certification from Rehabilitation Engineering and assistive Technology
Society of North America (RESNA) or registered with the National Registry
of Rehab Technology Suppliers (NRRTS). The NRRTS or RESNA certified
professional must have direct in person involvement in the wheelchair
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selection for the patient. RESNA certifications must be updated every two
years. NRRTS certifications must be updated annually. If the NRRTS or
RESNA's certification is found not to be current, Alabama Medicaid’s Prior
Authorization Contractor will deny the PA request for the wheelchair.

Motor/power wheelchairs are limited to one per recipient every seven
years based on medical necessity.

Home/environmental and vehicle adaption’s, equipment and
modifications for wheelchair accessibility are not covered.

Major repairs to wheelchairs require prior authorization.

For information regarding certification through RESNA call (703) 524-
6686, extension 311.

The following is the process for obtaining prior approval of a
motorized/power wheelchair and accessories:

The attending physician must provide the patient with a prescription for
the motorized/power wheelchair.

The attending physician must provide medical documentation that
describes the medical reason(s) why a motorized/power wheelchair is
medically necessary. The medical documentation should also include
diagnoses, assessment of medical needs, and a plan of care.

The patient must choose a Durable Medical Equipment (DME) provider
that will provide the wheelchair.

The DME provider should arrange to have the Alabama Medicaid Agency
Motorized/Power Wheelchair Assessment Form 384 completed by an
Alabama licensed physical therapist who is employed by a Medicaid
enrolled hospital outpatient department. The Form 384 is considered
outdated by Medicaid when it is presented to the DME provider/HP past
90 days from the date the PT evaluation was completed. The physical
therapist’s evaluation is paid separately and is not the
responsibility of the DME provider. Reimbursement is only available
for physical therapists and occupational therapists employed by a
Medicaid enrolled hospital through the hospital outpatient department. An
occupational therapist (OT) or a physical therapist (PT) not employed by
a Medicaid enrolled hospital may perform the wheelchair assessment
without any reimbursement from the Alabama Medicaid Agency. The
OT/PT performing the wheelchair assessment may not be employed with
the DME Company or contracted with the DME Company requesting the
physical therapy evaluation. If it is determined that the OT/PT is affiliated
with the DME Company and the OT/PT will be penalized and referred to
the Medicaid Fraud and Investigation Unit.

PA requests for a power wheelchair must provide documentation that the
recipient is able to independently use the requested item, either through
a trial of the equipment (strongly recommended), or information to
substantiate this ability. Information may be documented on the
Wheelchair/ Seating Evaluation Form (Form 384)
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e Alabama Medicaid Agency or designated contractor may request
additional information to support the appropriateness of this request.
Additionally, a request for a trial may be required to determine if the
recipient(s) can independently operate the wheelchair.

e The DME provider must ensure that the prior authorization request for
the motorized/power wheelchair includes the product’'s model number,
product name the name of the manufacturer. Providers must submit an
itemized list of wheelchair/wheelchair accessory codes and pricing with
the prior authorization request.

The DME provider must complete the Alabama Medicaid Agency Prior
Authorization Form 342. This form may be submitted electronically or hard copy.
If form 342 is submitted electronically all attachments which include medical
documentation from the physician and form 384 completed by an Alabama
licensed physical therapist employed by an enrolled Medicaid hospital (unless
otherwise approved by Alabama Medicaid) must be sent to HP along with a copy
of the prior authorization response which providers receive after their initial
electronic PA submission. This information may be mailed to HP, Prior
Authorization Unit, P.O. Box 244032, Montgomery, Alabama 36124-4032 or faxed
to HP at (334) 215-4298 within 48 hours of the electronic PA submission.

Prior authorization requests for wheelchairs received with Julian date July 1, 2009,
and thereafter, will no longer require providers to submit signed delivery tickets for
wheelchairs to Alabama Medicaid before the prior authorization (PA) request is
placed in an approved status in the Alabama Medicaid Interchange PA System.
However, a signed delivery ticket must be in the recipient’s record for auditing
purposes. If a recipient’s record is audited and there is no signed delivery ticket
showing proof of delivery of the wheelchair, Alabama Medicaid will recoup all
monies paid for the wheelchair.

Complex Rehabilitation Technology (CRT) Category

Effective October 1, 2012, Alabama Medicaid provides recognition for individually
configured complex rehabilitation technology (CRT) products and services for
complex needs patients under the age of 21. These HCPCS codes include
complex rehabilitation power wheelchairs, highly configurable manual
wheelchairs, adaptive seating and positioning systems, and other specialized
equipment such as standing frames and gait trainers. Refer to Appendix P,
Durable Medical Equipment (DME) Procedure Codes and Modifiers, for
applicable CRT procedure codes.

Purchase of the wheelchair is limited to one every seven years for recipients
who meet the above criteria.
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Low Pressure and Positioning Equalization Pad for Wheelchair
E2603, E2604

(K0108) To be used for wheelchair cushions for obese individuals
unable to use codes listed above

To qualify for Medicaid reimbursement of a low pressure equalization pad, the
equipment must be prescribed as medically necessary for the recipient by the
physician. Requests for coverage must be received by HP within thirty calendar
days after the date that the equipment was dispensed. To qualify for Medicaid
reimbursement or a Low Pressure and Positioning Equalization Pad for a
wheelchair, the recipient must meet the following documented conditions:

e Alicensed physician must prescribe the equipment as medically necessary.
e Recipient must have decubitus ulcer or skin breakdown.
e Recipient must be essentially wheelchair confined.

This equipment may be purchased for any qualified Medicaid recipient who
meets the above criteria. This equipment may also be rented for any recipient
under the age of 21 who is referred through the EPSDT Program. The
information submitted must include documentation that the recipient meets the
above medical criteria.

Medicaid also reimburses Durable Medical Equipment providers for the Roho
Cushions for the Extra Heavy Duty Wheelchair. This wheelchair cushion is
covered as a purchase through Medicaid using Medicare’s procedure code
K0108. This HCPC code may be used to cover wheelchair cushions for obese
individuals who could not use HCPC codes E2603 and E2604.

Medicaid will use the established prior authorization criteria for the Extra
Heavy Duty Wheelchair and Roho Cushion, but we will add weight, width and
depth specifications. Individuals approved for these items must be fitted and
measured for wheelchair and cushion by the Durable Medical Equipment
Company providing these services.

Purchase of a Low Pressure and Positioning Equalization Pad will be limited
to one every two years for recipients who meet the above criteria.

Oxygen

Oxygen is necessary for life. When we breathe in, oxygen enters the lung and
goes into the blood. When the lungs cannot transfer enough oxygen into the
blood to sustain life, an oxygen program may be necessary.

Oxygen therapy is a covered service for the entire Medicaid population based on
medical necessity and requires prior authorization. Requests for coverage must be
received by HP within thirty calendar days after the oxygen equipment is
dispensed. The 30 days will be calculated from the date the prior authorization
request is received by HP. No payment will be made for the days between the
dispensed date and the date assigned by the Prior Authorization Unit. (See
section 14.3.1 Authorization for Durable Medical Equipment) The DME provider
will be notified in writing of the assigned effective date and additional justification
requirements if applicable.
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Include a copy of the Oxygen Certification Form (Form 360) with oxygen requests.
This form is used for initial certification, recertification, and changes in the oxygen
prescription. This form must be filled out, signed and dated by the ordering
physician.

In order to receive a prior authorization number, Forms 360 and 342 must be
completed and submitted to HP. Oxygen therapy is based on the degree of
desaturation and/or hypoxemia. To assess patient's need for oxygen therapy, the
following criteria must be met:

a. The medical diagnosis must indicate a chronic debilitating medical condition,
with evidence that other forms of treatment (such as medical and physical
therapy directed at secretions, bronchospasm and infection) were tried without
success, and that continuous oxygen therapy is required.

Oxygen will not be approved for PRN use only.
b. Recipients must meet the following criteria:

i.  Adults with a current ABG with a PO2 at or below 59 mm Hg or an
oxygen saturation at or below 89 percent, taken at rest, breathing
room air. If the attending physician certifies that an ABG procedure is
unsafe for a patient, an oximetry for SaO2 may be performed
instead. Pulse oximetry readings on adults will be considered only in
unusual circumstances. Should pulse oximetry be performed, the
prescribing physician must document why oximetry reading is
necessary instead of arterial blood gas.

ii. Recipients 20 years old or less with a SaO2 level:

e For ages bhirth through three years, equal to or less than
94%

e For ages four and above equal to or less than 89%

C. The physician must have seen the recipient and obtained the ABG or
Sa02 within 6 months of prescribing oxygen therapy. Submission of a
copy of a report from inpatient or outpatient hospital or emergency room
setting will also meet this requirement. Prescriptions for oxygen therapy
must include all of the following:

i. type of oxygen equipment

ii. oxygen flow rate or concentration level
iii. frequency and duration of use
iv. estimate of the period of need

v. circumstances under which oxygen is to be used

d. Medical necessity initial approval is an approval for no more than three
months. To renew approval, ABG or oximetry is required within the third
month of the initial approval period. Approval for up to 12 months will be
granted at this time if resulting pO2 values or Sa02 levels continue to
meet criteria. If ABG or oximetry is not obtained within the third month of
the initial approval period or in the case of a subsequent recertification
requests within 6 months prior to the end of the current certification
period, approval will be granted beginning with the date of the qualifying
ABG or oximetry reading.
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e. Criteria for equipment reimbursement

i. Oxygen concentrators will be considered for users requiring one
or more tanks per month of compressed gas (stationary unit).
Prior approval requests will automatically be subjected to a
review to determine if a concentrator will be most cost effective.

i. Reimbursement will be made for portable O2 only in gaseous
form. Medicaid will cover portable oxygen for limited uses such
as physician visits or trips to the hospital. This must be stated as
such on the medical necessity or prior approval request. Portable
systems that are used on a standby basis only will not be
approved. Only one portable system (E0431) consisting of
one tank and up to four refills (E0443) per month will be
approved based on areview of submitted medical
justification. An example of justification for refills includes, but is
not limited to, multiple weekly visits for radiation or
chemotherapy.

Medicaid will reimburse for only one stationary system.

iii. Forinitial certification for oxygen the DME supplier, and its
employees, may not perform the ABG study or oximetry
analysis used to determine medical necessity.

iv. Effective January 1, 2005 for recertification for oxygen only
following qualifying sleep study which allows for approval of
nocturnal oxygen, the DME supplier may perform the oximetry
analysis to determine continued medical necessity for
recipients receiving nocturnal oxygen only. A printed download
of the oximetry results must be submitted with a prior
authorization request. Handwritten results will not be accepted.

There are no restrictions related to oxygen flow rate and eligibility for oxygen
coverage. The restriction is related only to the procedure codes covered.

Only one portable system consisting of one tank and up to four refills per
month will be approved based on a review of submitted medical justification.

At initial certification for continuous oxygen an ABG or O2Sat is
acceptable. For initial certification of nocturnal oxygen a sleep study is
required. At recertification for continuous oxygen an ABG or O2Sat is
acceptable. For recertification of nocturnal oxygen an overnight oximetry,
an ABG or an O2Sat is acceptable.

Pulse Oximeter - (E0445)

Pulse oximetry is a non-invasive method of determining blood oxygen saturation
levels to assist with determining the amount of supplemental oxygen needed by
the patient.

Request for coverage of pulse oximeters must be received by HP within thirty

days after the equipment is dispensed. No payment will be made for the days
between the dispensed date and the date assigned by the Prior Authorization
Unit. (See section 14.3.1 Authorization for Durable Medical Equipment)

Pulse oximeters are a covered service for EPSDT eligible individuals who are
already approved for supplemental home oxygen systems and whose blood
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saturation levels fluctuate, thus requiring continuous or intermittent monitoring to
adjust oxygen delivery.

To receive prior authorization, submit a written request to include, but not limited
to, all the following requirements:

e A completed Form 342 with required supportive documentation
e Copy of EPSDT form/referral

e Copy of prior approval form for home oxygen (Form 360)

The use of home pulse oximetry, for pediatric patients, is considered medically
appropriate if one of the following criteria in documentation requirements A is met
in addition to the documentation requirements in B:

Documentation Requirements A:
1. Patient is ventilatory dependent with supplemental oxygen required; or
2. Patient has a tracheostomy and is dependent on supplemental oxygen; or

3. Patient requires supplemental oxygen per Alabama Medicaid criteria (see
below) and has unstable saturations®; or

4. 1Patient is on supplemental oxygen and weaning is in process; or

Patient is diagnosed with a serious respiratory diagnosis and requires short
term? oximetry to rule out hypoxemia and/or to determine the need for
supplemental oxygen.

Documentation Requirements B:
The following documentation is required:

1. Pulse oximetry evaluations. To qualify, from birth through three years
must have a SaO2 equal to or less than 94%. Recipients age four and
above must have a SaO2 equal to or less than 89%. Conditions under
which lab results were obtained must be specified. When multiple pulse
oximetry readings are obtained the qualifying desaturations must occur for
five or more minutes (cumulative desatutration time) to qualify. Pulse
oximetry evaluations are acceptable when ordered by the attending
physician, and performed under his/her supervision, or when performed by
a qualified provider or supplier of laboratory services. A DME supplier is
not a qualified provider of lab services.

2. Plan of Care. A plan of care updated within 30 days of request must be
submitted to include, at a minimum, plans for training the family or caregiver:
The training plan shall provide specific instructions on appropriate responses
for different scenarios, i.e., what to do when O2 sats are below 89%.

'Unstable saturations are documented desaturations which require adjustments in the
supplemental oxygen flow rates to maintain saturation values. This should be documented to
have occurred at least once in a 60 day period immediately preceding the request for
certification/recertification.

“Short-term is defined as monitoring/evaluation for up to 30 days. “Spot oximetry” is not covered
under this policy.
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Initial approval will consist of up to 90 days only. For requests secondary to
the need to determine the appropriateness of home oxygen liter flow rates, to
rule out hypoxemia and/or to determine the need for supplemental oxygen,
approval will be granted for up to 30 days only. Renewal may be requested for
patients already approved for oxygen coverage by the Alabama Medicaid
Agency. Documentation may also include written or printed results of pulse
oximetry readings obtained within the last month with documentation of
condition(s) present when readings were obtained. Renewal may be granted
for up to a seven-month period for patients receiving oxygen coverage
through Alabama Medicaid.

Qualifying Diagnoses:

Lung disease, including but not limited to interstitial lung disease, cancer of the
lung, cystic fibrosis bronchiectasis.

e Hypoxia related symptoms/conditions, such as pulmonary hypertension
e Recurrent CHF secondary to cor pulmonale

e Erythrocytosis

e Sickle cell disease

e Severe Asthma

e Hypoplastic heart disease

e Suspected sleep apnea or nocturnal hypoxia

e Other diagnoses with medical justification
Medicaid Coverage for Pulse Oximeter

The Pulse Oximeter must be an electric desk top model with battery backup,
alarm systems, memory and have the capacity to print downloaded oximeter
readings. Downloads for each month of the most current certification period
are required for all recertification requests. Recertification is required until the
recipient no longer meets criteria or the device is removed from the home. If the
pulse oximeter is no longer medically necessary (criteria no longer met), the
oximeter will be returned to the supplier and may be rented to another client who
meets criteria for pulse oximeter.

This device will be rented for up to three months during the initial certification
period. If this device is needed beyond the initial certification period, the
equipment will then become a rental to purchase item for an additional seven
month period. The monthly payment will include delivery, in-service for the
caregiver, maintenance, repair, supplies and 24-hour service calls. After the ten
month rental period, the equipment is paid in full and no additional payment will
be made by Alabama Medicaid. The pulse oximeter will be considered to be
owned by the recipient.

Medicaid will pay for repair of the pulse oximeter after the initial 10 months only
to the extent not covered by the manufacturer's warranty. Repairs must be prior
authorized and the necessary documentation to substantiate the need for repairs
must be submitted to HP who will forward this information to Medicaid's Prior
Authorization Unit. Replacement of the pulse oximeter requires prior
authorization and is considered after three (3) years based upon the review of
submitted documentation. If the replacement is due to disaster or damage which
is not the result of misuse, neglect or malicious acts by users, then requests for
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consideration of payment for replacement equipment must be submitted
electronically to Medicaid’s Fiscal Agent. The provider must file these claims with
the appropriate procedure code and Modifier CR. The provider must keep all
documentation (fire report, theft report, etc) in the recipient’s file. In addition, one
reusable probe per recipient per year will be allowed after the initial 10 months
capped rental period.

Limitations

Diagnoses not covered:

e Shortness of breath without evidence of hypoxemia
e Peripheral Vascular Disease

e Terminal illnesses not affecting the lungs, such as cancer not affecting the
lungs or heart disease with any evidence of heart failure or pulmonary
involvement.

Pulse oximeter requests for renewal will not be approved after the initial
monitoring/evaluation period for those recipients not meeting criteria for oxygen

coverage. Spot oximetry readings are non-covered service under the DME
program.

14.2.4 Coverage of supplies for the Pulse Oximeter

Supplies for the Pulse Oximeter will only be paid for by Medicaid after
completion of the ten month rental period.

A4606 - non disposable probe is limi