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Early Intervention - Community Based Rehabilitative Service

Effective with dates of service July 1, 2004, Children’s Developmental Service Agencies (formerly
Developmental Evaluation Centers) will serve as local lead agencies for the North Carolina Infant-
Toddler Program statewide. Medicaid-eligible children from birth through age 3 who are referred to
and/or determined to be eligible for the N.C. Infant-Toddler Program are eligible to receive Early
Intervention - Community Based Rehabilitative Services (CBRS) through the Children’s Developmental
Service Agency (CDSA).

Early Intervention - CBRS providers who meet provider requirements can enroll with the Division of
Medical Assistance (DMA) as a Medicaid provider to provide services to eligible children birth through
age 3. Enrollment information can be obtained from DMA’s website at
http://www.dhhs.state.nc.us/dma/provenroll.htm.

Eligible Providers

An eligible provider must receive endorsement from the N.C. Division of Public Health and enroll with
DMA as a Medicaid individual provider or group provider that employs or contracts with individuals who
hold a valid and active license in the healing arts in full force and effect to practice in the state of North
Carolina, or a professional who meets the certification requirements for the Infant Toddler and Family
Specialist (ITFS) as delineated in the North Carolina Infant Toddler Program Procedures for Personnel
Certification. The Division of Public Health, through CDSAs, documents and verifies the qualifications,
training, and certification of the ITFS, verifies the valid licensure status, and endorses the provider for
Medicaid participation.

Provider Requirements

An eligible provider must be a licensed psychologist, licensed clinical social worker, licensed marriage
and family counselor, or a qualified mental health professional (QMHP), or a qualified developmental
disability professional (QDDP) with ITFS certification. Paraprofessionals may also enroll as providers if
they meet the certification requirements for Infant Toddler and Family Associate as delineated in the
North Carolina Infant Toddler Program Procedures for Personnel Certification and they are under the
direct supervision of a professional certified according to these procedures. All providers of this service
must possess the ITFS certification or be working toward certification at the required rate.

Service Authorization Process

All CBRS services require a referral by the CDSA. Referrals may be made by telephone, fax, or in
writing to the mental health provider. The referring CDSA will give the provider a referral number that
must be placed in block-19 of the CMS-1500 claim form in order for the claim to be paid. Failure to put
the referral number on the claim when filing will result in denial of payment.
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Covered Services

Medicaid payment for covered services is limited to those services performed by qualified providers who
enroll in the Medicaid program in solo or group practice and are issued a provider number from the DMA
Provider Services Unit.

Medicaid will reimburse as follows:
. Services are limited to children from birth through the age of 3 years.

Note: For children who are transitioning from the N.C. Infant-Toddler Program to Preschool
services, eligibility for this service may extend beyond the child’s third birthday as long as there
is a time-limited transition plan in place. Four year olds may be served only under the following
condition:

. the child is eligible for preschool special education services but community based
rehabilitation services are needed to maintain skills during the transition period prior to
the initiation of the preschool special education services through the IEP

. Procedures are limited to a total of 32 units per day.
Providers are not subject to Carolina Access, Third Party Insurance, or Medicare requirements at
this time.

Rehabilitative services include a range of coordinated services provided to a child from birth through age
3 in order to correct, reduce, or prevent further deterioration of identified deficits in the child’s mental or
physical health. They can also be targeted at restoring the developmental capacity of children who are
felt to be at risk for such deficits because of specific medical, biological, or environmental risk factors.
Children under three must meet all eligibility for early intervention services delineated in the North
Carolina Infant and Toddler Manual.

Deficits are identified through comprehensive screening, assessments, and evaluations. Recommended
services must be face-to-face encounters, medically necessary, within the scope of practice of the
provider, and intended to maximize reduction of identified disability(ies) or deficit(s) and restoration of a
recipient to his best possible functional level. Services include provision of direct hands-on treatment
with the child and provision of collaboration with and instruction to parents and to caregivers in assisting
in identifying, planning and maintaining a regimen related to regaining the child’s functioning. Services
may be provided in clinical settings, home, day care center, or other natural environment locations.

Provision of services where the family or caregivers are involved must be directed to meeting the
identified child’s medical treatment needs. Services provided to non-Medicaid eligible family members
independent of meeting the identified needs of the child are not covered by Medicaid. Services must be
ordered by and under the direction of a physician or licensed practitioner of the healing arts.

Rehabilitative services include the following range of services, referred to as early intervention services,
to be provided to all eligible children from birth through age 3 for who all services are medically
necessary:

1) Screening Services: This is an interdisciplinary screen of standardized tests, the purpose of which
is to identify those children who may require further evaluation and assessment. Planning for
screening must occur under the medical direction of the CDSA and be carried out by the
Medicaid provider. The component(s) of the screening performed must be within the scope of
practice of the provider. Screenings are limited to three per recipient (covering the time between
determining the child’s eligibility through the end of the child’s eligibility for the N.C. Infant-
Toddler Program).

Note: Screening services can only be provided by CDSAs.

2
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2)

3)

4)

Diagnostic/Evaluation Services: This is either an initial or follow-up evaluation to determine a
child’s level of functioning in each of the following developmental domains: (1) gross motor; (2)
fine motor; (3) communication; (4) self-help and self-care; (5) social and emotional development;
and (6) cognitive skills. The determination process includes the families’ perspective on the
capacity of the child in these developmental domains and their concerns, priorities and resources
related to this capacity.

The initial evaluation is limited to one per recipient. Follow-up evaluations are limited to three
per year per recipient. Evaluations must be recommended by a licensed healing arts professional
or certified ITFS.

Note: Diagnostic/evaluation services can only be provided by CDSAs.

Group and Individual Treatment Sessions: These services are provided for the purpose of
providing medical, nutritional, psychological, vision, audiological, behavioral, developmental,
self help or nursing related services in order to reduce the child’s physical or mental or
developmental disability or deficit as it relates to the developmental delay(s) identified within a
domain(s) or restore /sustain the capacity of the child in these domains.

Note: Group and individual treatment sessions can only be provided by CDSAs.
Early Intervention — Community Based Rehabilitative Services:

. Cognitive — This refers to the acquisition, organization and ability to process and use
information.

The ITFS, in consultation with the IFSP team, will work with caregivers on planning and
developing individualized intervention strategies for the child to extend opportunities to
practice thinking, problem solving and information processing skills into everyday
activities in the home, daycare or other community setting. The ITFS will demonstrate
and teach the intervention strategies to caregivers. Example goals could encompass;
developing strategies for the child to understand cause and effect, object permanence,
concepts of in and out, differentiating shapes and colors, associating movement with
sound and establishing awareness of self and control of the environment, developing
strategies to improve the child’s visual tracking, eye contact, responding to reprimands
and tone of voice, and following simple directions.

o Communication — This includes expressive and receptive communication skills, both
verbal and non-verbal.

The ITFS, in consultation with the IFSP team, will work with caregivers on planning and
developing individualized intervention strategies for the child to extend language
stimulation into everyday activities in the home, daycare or other community setting.

The ITFS will demonstrate and teach the intervention strategies to caregivers. Example
goals could encompass increasing word comprehension, using suggested strategies to
facilitate or enhance oral motor development for making sounds and words, or implement
behavioral strategies to improve communication.

. Social/Emotional Skills — This refers to interpersonal relationship abilities. This includes
interactions and relationships with parent(s) and caregivers, other family members, adults
and peers, as well as behavioral characteristics, e.g., passive, active, curious, calm,
anxious and irritable.
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The ITFS, in consultation with the IFSP team, will work with caregivers on planning and
developing individualized intervention strategies for the child to extend appropriate
behaviors and interactions into everyday activities in the home, daycare or other
community setting. The ITFS will demonstrate and teach the intervention strategies to
caregivers as well as provide emotional support in coping with a difficult child. Example
goals could encompass helping caregivers understand the child’s behaviors and how to
respond, development of strategies to set limits and manage the child’s problems,
development of strategies to help organize behaviors before they become uncontrollable
while providing opportunities for normal active exploration.

. Adaptive Development — This refers to the ability to function independently within the
environment and the child’s competency with daily living activities such as sucking,
eating, dressing, playing, etc., as appropriate for the child’s age.

The ITFS, in consultation with the IFSP team, will work with caregivers on planning and
developing individualized intervention strategies for the child to extend self help skills
into everyday activities in the home, daycare or other community setting. The ITFS will
demonstrate and teach the intervention strategies to caregiver and child in collaboration
with healing arts professionals, when appropriate. Example goals could encompass
increasing acceptance of different_food textures, acceptance of and handling utensils for
self feeding, using suggested strategies to develop or enhance oral motor development for
proper sucking or chewing, develop strategies to stimulate independent play, introduce
concepts and develop strategies for self care in play such as dressing, bathing, brushing
teeth, and brushing hair.
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Billing Guidelines for Early Intervention - Community Based Rehabilitative Services

Claim Type: CMS-1500
Procedure Code: H0036

Modifiers:

HI - Integrated mental health/mental retardation/developmental disabilities program
HM — Less than bachelor’s degree level (will use for paraprofessional)
TL — Early Intervention

HQ — Group setting

U1 - Group service by a paraprofessional

Prc(J:cOeC(iJI:re Code Description Bill with Modifier Billing Units
Early Intervention
H0036 Community psychiatric supportive HI — denotes an integrated | 1 unit =15 min
treatment, face-to-face, per 15 mental health/mental (not to exceed 8
minutes retardation/developmental | hours per day)
disability program
provided by individual
early intervention (EI)
professional
HO0036 Community psychiatric supportive TL — denotes an early 1 unit =15 min
treatment, face-to-face, per 15 intervention service (not to exceed 2
minutes hours:45 minutes per
day)

Paraprofessional

treatment, face-to-face, per 15
minutes

provided by a
paraprofessional to a group

H0036 Community psychiatric supportive | HM — denotes service 1 unit =15 min
treatment, face-to-face, per 15 provided by a (not to exceed 8
minutes paraprofessional hours per day)

H0036 Community psychiatric supportive | Ul — denotes service 1 unit =15 min

(not to exceed 2 hours:45
minutes

per day)
Professional
H0036 Community psychiatric supportive | No modifier is required 1 unit = 15 min
treatment, face-to-face, per 15 when the service is (not to exceed 8 hours per
minutes provided by an individual | day)
professional
H0036 Community psychiatric supportive | HQ — denotes service 1 unit = 15 min
treatment, face-to-face, per 15 provided by an individual | (not to exceed 2 hours:45
minutes professional in a group minutes per day)
setting
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CMS-1500 Claim Form Instructions
Instructions for completing the standard CMS-1500 claim form are listed below.

Block | Block Name Explanation

1. Type of Coverage Place an (X) in the Medicaid block.

la. Insured’s ID Number Enter the recipient’s ten-character identification number found
on the MID card.

2. Patient’s Name Enter the recipient’s full name (last name, first name, middle
initial) exactly as it appears on the MID card.

3. Patient’s Birth Date Enter the recipient’s date of birth using eight digits (e.g., July
19, 1960 would be entered as 07191960).

Note: A two-digit year is acceptable on paper claims. A four-
digit year is required for electronic claims.

Sex Place an (X) in the appropriate block to indicate the recipient’s
sex (M = male; F = female).

5. Patient’s Address Enter the recipient’s street address including city, state, and
zip code.

Telephone Entering the recipient’s telephone number is optional.

9. Other Insured’s Name If applicable, enter private insurance information. For
programs that use Medicare override statements, enter
applicable statement.

10. Is Patient’s Condition Related | If applicable, check the appropriate block.

To:
a. Employment?
b. Auto Accident?
c. Other Accident?

16. | Dates Patient Unable to Work | |f jlling for postoperative management only (designated by
in Current Occupation modifier 55 in block 24D), enter the “From” and “To” dates
“From” and “To” the provider was responsible for recipient’s care. If the

provider was responsible for care for nonconsecutive periods
of time per follow-up period, multiple claims must be filed.
Date spans cannot overlap with dates on another claim. Refer
to the April 1999 Special Bulletin I1, Modifiers, for billing
guidelines.

19. | Reserved for Local Use Enter the referral number from CDSA.

21. | Diagnosis or Nature of Illness | The written description of the primary diagnosis is not
or Injury required. However, the claim must be ICD-9-CM coded to

describe the primary diagnosis.

23. | Prior Authorization Number | Any provider billing for laboratory services must enter the

CLIA number in this field.
It is not necessary to enter the authorization code in this block.
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CMS-1500 Claim Form Instructions, continued

Block

Block Name

Explanation

24A.

Date(s) of Service
“From” and “To”

Enter the eight-digit date of service in the "From™ block.

Example: Record the date of service January 31, 2003 as
01312003. If the service consecutively spans a period of time,
enter the beginning service date in the "From" block and the
ending service date in the "To" block.

Note: A two-digit year is acceptable on paper claims. A four-
digit year is required for electronic claims.

24B.

Place of Service

Enter the appropriate code from the Place of Service Code
Index.

24C.

Type of Service

Enter the appropriate code from the Type of Treatment/Type
of Service Code Index.

Note: Effective date of processing October 16, 2003, Type of
Service will no longer be required.

24D.

Procedures, Services, or
Supplies

Enter the appropriate five-digit CPT or HCPCS code.

Note: Providers mandated to bill modifiers can bill up to
three modifiers per procedure code, if applicable.

24F.

Charges

Enter the usual and customary charge for each service
rendered.

24G.

Days or Units

Enter the number of visits or units.

24H.

EPSDT Family Plan

If the service is the result of an EPSDT (Health Check)
screening referral, enter "E." If the service is related to family
planning, enter "F."

26.

Patient's Account No.

A provider has the option of entering either the recipient
control number or medical record number in this block. This
number will be keyed by EDS and reported back to the
provider in the medical record field of the RA. This block will
accommodate up to 20 characters (alpha or numeric) but only
the first nine characters of this number will appear on the RA.

28.

Total Charge

Enter the total charges. (Medicaid is not responsible for any
amount that the recipient is not responsible for if the recipient
is private pay or has Third Party coverage.)
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CMS-1500 Claim Form Instructions, continued

Block

Block Name

Explanation

29.

Amount Paid

For dates of services before October 1, 2002, enter the total
amount received from third party payment source(s). No TPL
voucher is needed when payment is entered.

Do not enter Medicare payments, copayment amounts or
previous Medicaid payments. These are automatically
deducted at the time the claim is processed for payment.

For dates of service after October 1, 2002, enter the total
amount received from Medicare, including penalties and
outpatient psychiatric reductions, and other third party
payment source(s). When the recipient has both Medicare and
Medicaid coverage, and another insurance primary to
Medicaid, the provider must total both the Medicare payment
and the commercial insurance payment in block 29 and submit
a paper claim with both the Medicare voucher and the
commercial insurance voucher attached. Do not enter
copayment amounts or previous Medicaid payments.

Refer to the September 2002 Draft Special Bulletin 1V
(Revised November 14, 2002) Medicare Part B Billing
Guidelines (http://www.dhhs.state.nc.us/dma/bulletin.htm) for
detailed instructions on billing for Medicare Part B.

31.

Signature of Physician or
Supplier Including Degrees or
Credentials

The physician, supplier or an authorized representative must
either:

1. sign and date all claims, or

2. use a signature stamp and date stamp (only script style
stamps and black ink stamp pads are acceptable), or

3. ifaProvider Certification for Signature on File form
has been completed and submitted to EDS, leave the
signature block blank and enter the date only.

Printed initials and printed signatures are not acceptable and
will result in a denied claim.

33.

Physician's or Supplier's
Billing Name, Address, Zip
Code & Phone #.

Enter the billing provider's name, street address including zip
code, and phone number.

PIN #: Enter the attending physician's eight character
Medicaid provider number.

GRP #: Enter the seven-character group provider number
used for Medicaid billing purposes. The provider number
must correspond to the provider name above (i.e., if billing
with a group number, use the group name entered in block 33).
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Place of Service Code Index

POS
Code

Description

Explanation

11

Office

Location, other than a hospital or nursing facility, where the
health professional routinely provides health exams, diagnosis,
and treatment of illness or injury on an ambulatory basis.

12

Home

Home is considered the recipient’s private residence, which
also includes an adult care home facility.

21

Inpatient Hospital

A facility, other than psychiatric, which primarily provides
diagnostic, therapeutic (both surgical and nonsurgical), and
rehabilitation services by or under the supervision of
physicians to recipients admitted for a variety of medical
conditions.

22

Outpatient Hospital

A section of a hospital that provides diagnostic, therapeutic
(both surgical and nonsurgical), and rehabilitation services to
sick or injured persons who do not require hospitalization or
institutionalization.

23

Emergency Department -
Hospital

A section of a hospital where emergency diagnosis and
treatment of illness or injury is provided.

24

Ambulatory Surgical Center

A free-standing facility, other than a physician's office, where
surgical and diagnostic services are provided on an
ambulatory basis.

25

Free-Standing Birthing Center

A facility, other than a hospital's maternity facilities or a
physician's office, that provides a setting for labor, delivery,
and immediate postpartum care as well as immediate care of
newborns.

26

Military Treatment Facility

A medical facility operated by one or more of the Uniformed
Services Military Treatment Facilities (MTF). Also refers to
certain former U.S. Public Health Service (USPHS) facilities
now designated as Uniformed Service Treatment Facilities
(USTF).

32

Nursing Facility

A facility that primarily provides skilled and intermediate
nursing care to residents and provides related services for the
rehabilitation of injured, disabled or sick persons or, on a
regular basis, health-related care services above the level of
custodial care to other than mentally retarded individuals.

33

Custodial Care Facility

A facility that provides room, board, and other personal
assistance services, generally on a long-term basis, which does
not include a medical component.

34

Hospice

A facility, other than a recipient’s home, in which palliative
and supportive care for terminally ill recipients and families
are provided.
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Place of Service Codes, continued

POS o :
Description Explanation
Code P P

51 Inpatient Psychiatric Facility A facility that provides inpatient psychiatric services for the
diagnosis and treatment of mental illness on a 24-hour basis,
by or under the supervision of a physician.

53 Community Mental Health A facility that provides comprehensive mental health services

Center on an ambulatory basis primarily to individuals residing or
employed in a defined area.

54 Intermediate Care A facility that primarily provides health-related care and

Facility/Mentally Retarded services above the level of custodial care to mentally retarded
individuals but does not provide the level of care or treatment
available in a hospital or nursing facility.

61 Comprehensive Inpatient A facility that provides comprehensive rehabilitation services

Rehabilitation Facility under the supervision of a physician to inpatients with
physical disabilities. Services include rehabilitative nursing,
physical therapy, speech pathology, social or psychological
services, and orthotic and prosthetic services.

62 Comprehensive Outpatient A facility that provides comprehensive rehabilitation services

Rehabilitation Facility under the supervision of a physician to outpatients with
physical disabilities. Services include physical therapy,
occupational therapy, and speech pathology services.

65 End Stage Renal Disease A facility other than a hospital, that provides dialysis

Treatment Facility treatment, maintenance or training to recipients or caregivers
on an ambulatory or home-care basis.

71 State or Local Public Health A facility maintained by either state or local health

Clinic departments that provides ambulatory primary medical care
under the general direction of a physician.

72 Rural Health Clinic A certified facility that is located in a medically underserved
rural area that provides ambulatory primary medical care
under the general direction of a physician.

81 Independent Laboratory A laboratory certified to perform diagnostic or clinical tests
independent of an institution or a physician’s office.

99 Other Unlisted Facility Other unlisted facilities not identified above, such as a school.

10
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Examples of CMS-1500 Claim Form for Early Intervention - Community Based
Rehabilitative Services
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Examples of CMS-1500 Claim Form for Early Intervention - Community Based
Rehabilitative Services, continued
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Examples of CMS-1500 Claim Form for Early Intervention - Community Based
Rehabilitative Services, continued

o i
D3 NOT =
STAELE -] E
®THIS | =
= I 3
I
e HEALTH INSURANCE CLAIM FORM Foa Ty
e ———— —— e —
[——— DAL perre—y prTTTy BRE ﬁu ARER] 18 BEURECS |G hMEER LR SROGRAM W TEW ]|
19
- arscarm [ fdwciens 4) [ (e 839 ] AR #) (] SAeRy e e | 1234567897 |
m‘m :WE_ : a;liﬁ w.A' T = 4. ELNIETS, PAMIL (Lo Marrw, Frcl Poeon . Laichi Waluidi
Joim 0% NS 0F ™y =
5 PATIENT G ADORESS . Samadi § PATIEHT RELATIORC I T IHELALD T INBURECNS ADDRESS o, GY 8D
111 Becipient Strest &[] &n-: =
=iCE FTATE | 1 PATIGHT STATLE oY STATE E
Fecipient Town HC Sege] | s [ |  omm ] =
TP COCE TELE PHORE resiucs dres Cooe) AR Goor TELEPHORE (840008 afEa LX) g
12345 999)999-9999 Ert ] S | e ] { )
[ CTW e I E [T 5 M dasy P Mame. ki | vim; | |n=m’iﬂiﬁﬁnﬂnu1ﬁﬁ 11, ELUREDS POLICT l
| &
P w
&, DTHER BREUREITS POUGY OR GROLP husBiEn ;mewm l'ﬂ.ﬁ%ﬂll'lﬁ?‘ﬂ_f‘_rm . SER _ =
| [Jres  [wo [ | l l §
1 CTHER IHSLACTTS (TS OF BRTH 2% | b AT ADCIDENTY PLACK ¢St} [ ERPLOTEN S Pl L B-is, Rl o
[T (hire = | —ves - 4
| My | ] | L £
e ERAPe, L A B MAME DR G000 hodal £ OTHER ACCIOENTT © PSRN L PLAR MAKE D PROQAAM Mok
| [ ]ves L]
mﬁmm—mdﬁwmm ]
R L T [ e ————p—
AN OF FORM BEIFONE COMPLE TG & 5 INGLIRED § O ALTTCRLTED PTASCAS SIGRAT UNE | s
12 PATIENTS O MTHOATED PIRSOAS SORATUNE | asSonis Ha iiane O a7 nosel o e reTae o Eep——
3 pracamn tha Cl o | e sl @ 0 Traa o2 o0 P ATy wha frere—
e
SIRED e DATE SOMED oY

— e ———

WERE [F e pympme; OR 15 BF PATEIMT Ak MAD SAME CF SIWELAR I LNVESS. | 16 DATES: PATIENT TO WA N CLURAENT CCCUSLTION n
umﬂzu;uc.: o {Ehmm:-—;nn OFVE FRET GATE M o OO WY ! Y — E\: w ;
1T, hbaE (F REFEPPIG Priv GG i O G THER SOURCT 1T LO. NUWEER OF PEFERPING Privs IR 18 mwmﬁ: HELATED W%HETHT%BTH%B

FHCR |
1% RESEAVED FOR LOCA, LR o0 OUTSIOE Lap 5 CHAMIES
1234567 s o
IR q,ﬂ'ﬂ_csmﬁmmfmnmmn:mdmmumrnm—-rl ?}m:u:lmn:ln ——
1 e
LA1E D N T T —
2L ?3_9.-.39 Al
B B ] 1] i B F 6§ H | ] ¥ ¥
TEIE: OF BEMVEE, | Pon | Topm | PROCEIURER, EEROED O SPIRD| e BT ey |
- Fl'&l e s :n w. ol o | l!n.'-r-l.hnuﬂl'n;:n“l-l'mﬂ | CO0E §CHAPRER lﬂc-ﬂ!-.:m ERdd | DO LA, LEE |
lo4:15 0404 1504 |22 FHO03E O : 6050 |11

i ' | i l '
H |
3 ’ — e
| 1
' 1 | t 1
E1 I 1

.
2
] 1
']

: ) : |

1

!

*‘EWEH__‘EWM?PE F: 28 TOTAL CHARGE HOAMCUNT PAD | B0 BALANEGE DU

= “‘“‘"'“‘* . =l l, ¢ |s 60:50
An. A TURE OF Foiing OF SUPSLIER e e e T w-éili mmu 3 PHYSIIARTS, DUPPLER S BLL G RAGE ALCRESH. B> DODE
FOLUORG DOORIES SR CREDENTIALS | PENCERED o e rome oF e & FrRE ,
1] Dy T P EBETATH: O e T | nr, Joe Provider

Ay’ o6 Pt Rl il i Wil i T P |

123 Prowvider Streset
Signature on file -,l [-'r-:-vui:_lr TowTi H: 12345
a0 e Julv 1, 2004 ree BI0QO00K __ Lanee 8300000

APERONED B AUL COLSC, 08 METICAL 55 ACE 89 PLEASE PRINT OR TYRPE :Wmﬂ&m O FOFRI S v !El"l'-!:\l FOPR A1 500

| PHYEICIAM OR EUFPLIER (NFOMMATION —

E

13



N.C. Medicaid Special Bulletin 1V July 2004

Billing for Early Intervention - Community Based Rehabilitative Services Using the
NCECS-Web Claims Entry Tool

With the implementation of standard electronic transactions mandated by HIPAA, N.C. Medicaid
launched a web-based claim entry tool called NCECS-Web. The new NCECS-Web claim entry tool
requires certain elements for all providers who submit electronic claims. The following guide has been
created to assist providers using the NCECS-Web claims entry tool. The guide follows the CMS-1500
claim format.

Specific values are listed, if applicable.

https://webclaims.ncmedicaid.com/ncecs

Recipient Information

Field Title Required | Definition
Recipient First Yes Enter the recipient’s first name exactly as it appears on the Medicaid
Name ID card.

NCECS-Web users may utilize the List Management Feature to
populate this field, or free key the information.

Recipient Last Yes Last name of individual for whom claim is filed. Enter recipient last
Name name exactly as it appears on the Medicaid ID card.

NCECS-Web users may utilize the List Management Feature to
populate this field, or free key the information.

Medicaid ID Yes Enter the recipient’s ten character Medicaid ID number as it appears
on the Medicaid ID card. There are nine numbers followed by one
letter in a Medicaid ID number.

NCECS-Web users may utilize the List Management Feature to
populate this field, or free key the information.

Date Field No Leave blank.

Patient’s Weight No Leave blank.

(Ibs)

Patient Account Yes The recipient’s unique alphanumeric number assigned by the provider

Number to facilitate retrieval of individual financial records and posting of the
payment.

Users of NCECS-Web may utilize the List Management Feature to
populate this field, or free key the information.

Prior No Leave blank.

Authorization

Number

Post OP From Date | No Leave blank.

Post OP Through No Leave blank.

Date

Medical Record Optional The recipient’s medical record number as assigned by the provider.
Number

Users of NCECS-Web may utilize the List Management Feature to
populate this field, or free key the information.
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Provider Information

Field Title Required | Definition
Provider Last Name | Yes Name of provider agency filing claim for payment.
or Organization
Name Users of NCECS-Web may utilize the List Management Feature to
populate this field, or free key the information.
Provider First Name | No Leave blank.
Medicaid Provider Yes Billing Provider Number as assigned by Medicaid.
Number
Users of NCECS-Web may utilize the List Management Feature to
populate this field, or free key the information.
National Provider ID | No Reserved for future use
Referring Physician | Yes Referral by the Children’s Developmental Services Agency,
Provider No CDSA.
(Carolina Access):
CLIA Number No Leave blank
Miscellaneous Claim Information
Field Title Required | Definition
EPSDT: Follow- No Leave blank.
up/No
Release of Yes Does the provider have a signed release from the patient/recipient
Information, Yes/No allowing the release of information for claims processing?
Select “Yes”.
EPSDT referral No Leave blank.
given to patient?
Yes/No
EPSDT Referral No Leave blank.
Type
Paperwork on file at | No Leave blank.
provider site for
Medicare override?
Original ICN Required Original Internal Control (claim) Number as assigned to claims by
only when Medicaid.
the Claims
Submission
Reason
Codeisa7
or9
Place of Service Yes Enter the appropriate code from the Place of Service Code Index.

Facility Type Code
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Miscellaneous Claim Information, continued

Field Title

Required

Definition

Claim Submission
Reason Code

Yes,
defaults to
1-Original.
Drop down
box allows
user to
change to
void or
replacement

A code that indicates the reason claim has been submitted. It is
used to differentiate whether a claim is an original, voided or
replacement claim.

Rendering/Attending
Provider First Name

Yes

Enter the provider’s first name.

Rendering/Attending | Yes Enter the provider’s last name.

Provider Last Name

Rendering/Attending | Yes PIN # - Enter the attending provider’s eight digit Medicaid
Medicaid Provider provider billing number.

Number

Principal Diagnosis | Yes Enter the ICD-9-CM code for the principle diagnosis that is

responsible for the services rendered. “V” codes are not
acceptable.

Additional

Fields for up to 11 additional diagnoses.

Insurance Detail Screen

Field Title Required | Definition

Other Insurance When Indicates hierarchy of responsibility.

Responsibility applicable

Sequence

Recipient When Indicates relationship between the Medicaid recipient for whom

Relationship to the | applicable | claim is being filed and person Insured by other health plan.

Insured Relationship may be self if the person is the same.

Other Insurance When Drop down selection used to describe the type of policy entered.

Claim Filing applicable

Indicator

Other Insurance When Total amount received from third party sources. Do not enter

Paid Amount applicable | Medicaid copayment amount; it will be automatically deducted
during claims processing.

Other Insured Last | When Last name of insured on other insurance health plan. May match

Name applicable | Medicaid recipient for whom claim is filed.

Other Insured First | When First name of insured on other insurance health plan. May match

Name applicable | Medicaid recipient for whom claim is filed.

Other Insured When Enter the individual identification number for patient, as issued by

Member ID applicable | insurance plan.

Other Insurer When Name of other insurance company.

Name applicable

Other Insurer When Identification number from other insurance health plan. Used to

Identification applicable | indicate group policy numbers.

Number

Other Insurer When Use only if other insurance is involved in the payment of claim.

Claim Paid Date applicable
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Service Detail Screen

Field Title Required | Definition

From Date of Yes Use a separate detail line for each day that the service is provided.

Service Enter the date of service in the From block. Enter the same date in

Through Date of Yes the To block.

Service

Place of Service Yes Indicates location where service was rendered. Drop down box
offers all valid place of service codes under HIPAA.

HCPCS Yes Enter the appropriate five digit CPT code.

Mod 1 through No Leave blank.

Mod 4

Charge Yes Enter the total charge for the units for each date of service on the
detail line. (The charges are calculated by multiplying the provider
agency’s unit rate by the number of units.)

Units Yes Enter the number of 15-minute units billed on the detail line. Do not
enter an amount in excess of the per day limit.

E/F No Leave blank.

DME Days No Leave blank.

Claim Note No Leave blank.

Line Item Control | Optional Used by provider to enter internal tracking number for service.

Number
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NCECS-Web Claims Entry Screen Examples

North Carolina &
Electronic Claims Submission CMS-1500
(1) Main Menu
(1) Claims Entry Selection Criteria
Dental
[ C1s-1500 . .
085 Claim Type: CMS-1500 ClaimID:  111620041683862624
@ List Management
() Reporis
Dental Submitted Batches
CIM3-1500 Subreitted Batches Recipient Information
UB-92 Subraitted Batches
] Claim Submission Reeipient Last Name: Reripient [-) Recipient First Name: Jane Medieaid ID: 123456729F
Ry —
® Reference Materials e Field: Patient weighi(hs):
tient Account Number: 1234 Medical Record Number: Post OF from Date:
ior Authorization Numher: Post OF Through Date:
1H Complete ——
the Recipient
Provider Last Name ot Organization Name: | Mental Health Faily Care [-)  Poovider First Name: Jame
Last Name,
R L ¢ National Provider ID:
ecipien
Medicaid | ider Numher: 2300000
First Name, Reein i P S Calins 5 —
Medicaid 1D T
- Mhisce Claim Information
and Patient
Account EPSDT: O Follow-up @Mo Release of nformation: () Yes  ®No
Num b er EPSDT referral given o Patient?: (O Yes () N EPSDT Referral Type: v
rlc on file at Provider Site for Medicare
- aoa, OVes ©N
fields. Other Ovrrigez; es
i i i Auto Accident
flelds In thls . v e State of Auto Accident: v
H loyment Accide
section are Tt e Date o Arcdent:
[J  Other Acidental Injury
completed
Original IC:
when v

8 8 Localintranet

applicable.

2. Complete
Provider
Organization Name,
Referring Physician
(CDSA referral), and
Medicaid Provider
Number fields.
Other fields in this
section, are
completed when

applicable. /
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NCECS-Web Claims Entry Screen Examples, continued

Address ] https:{fwebdaims.ncxix. heg. eds. comincecs] v|Be ks
i ~
North Carelina Relaied Causes: o o Aceient
Electronic Claims Submission State of Auto Accident: 3
(1) Main Menu ] Employment Accident
() Claims Entry Date of Accident:
Dental 0 Other Accidental Injury
7 M- 1500
UB-92 Original ICN:
List 14
E is e Place of Service Facility Type Code: | 11-Office v Chim Submission Reason Code: |1-Origiml v
[£) Dentel Subretted Batchy i i Lomati
C15-1500 Srbmitted Batches 4
UB-92 Submaitted Batches R/A Provider First Name: | Jane Ri4 Provider Last Name: |Provider [
(1) Claim Submission
Claita Sebmssion RiA Medicaid Provider Number: |8300000K
@ Reference Materials

|

3. Enter the points.

place of
service the
service was
rendered.

CMS-1500 Detail

AddFdit Details

L Cirl

/4_ Use only b 6. Click here to enter the details of the service
when a provided. See the next page for more
payment has i e information.

been made from
a Third Party

source.
\C /
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NCECS-Web Claims Entry Screen Examples, continued
CMS-1500 Add/Edit Details

Address | ] hitps: fwebdaims.nexix.heg. eds, comincecs]

v B ks

North Carolina
Electronic Claims Submission
() Main Menu
|[]) Claims Entry
Dental
™ CIMS-1500
UG
@ List ment
(L] Reporis
Dental Subruitted Batches
CMS-1500 Submitted Batches
UE-92 Subnitted Batches
([0) Claim Submission
Claim Subrrission
@ Reference Maierials

CMS 1500 AddEdit Details

7. Input the From and To Date of Service,
Place of Service, and Procedure Code — then

Please complete the following form to createfedit C1

i T scroll to the right to complete the other fields
Berpion i listed below on the next screen print.

4 FomDaieof - Thoosh Date HCPCSICPT Madl Moi2 Mo
10702004 OTN02004 11 HO038 HI
v () [ (]

CMS-1500 Add/Edit Details, continued

Address @] hitps:{fwebdaims.nexix,heg. eds, comincecs]

North Carolina
Electronic Claims Submission
] Main Menu
|1) Claims Entry
Dental
. CMS-1500
UG
@ List Management
(L] Reporis
Dental Subruitted Batches
CMS-1500 Submitted Batches
UE-92 Submitted Batches
() Claim Submiesion
Claira Subrmission
& Reference Maierials

8. Input the total charge for the day and the total units.
( 1 unit= 15 minutes). After completing each detail,

either hit “enter” or scroll back to the left and click on
“Add” to record the detail line.

Line Iim Cixl
Num

HCPCSICPT Modl Mod2 Mod3 Mod4 Charge Undts EF

DME Days

HOO36 HI 103458 & o ]
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