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Introduction

Effective with dates of service October 1, 2002, billing and payment guidelines have changed for
Medicaid claims when Medicare Part B is the recipient’s primary payer. For any recipient with Medicare
Part B coverage in addition to Medicaid coverage, providers must file claims directly to Medicare and
receive Medicare payment or denial before submitting the claim to Medicaid. Claims filed to Medicare
will no longer be crossed over automatically to Medicaid for payment. Once the provider receives the
Medicare voucher, the provider is required to submit a claim for those Medicaid covered services directly
to Medicaid indicating the Medicare payment as a third party payment on the claim form. These claims
are referred to as Medicare TPL claims. Claims can be submitted to Medicaid either electronically or on

paper.

The Balanced Budget Act of 1997 permits states to limit payment for dually eligible recipients
(Medicare/Medicaid eligible) to no more than Medicaid’s maximum allowable rate. The Division of
Medical Assistance (DMA\) is implementing this change to ensure that all claims, including claims for
Medicaid recipients who have Medicare as the primary payer, are processed based on Medicaid editing,
auditing, and pricing, and that services rendered to dually eligible recipients are reimbursed at the same
rate as services rendered to straight Medicaid fee-for-service recipients.

This change impacts Medicaid medical policies, procedures and billing guidelines for institutional,
professional, and dental claims (UB-92, CMS-1500, and ADA) filed to Medicaid.

Medical Policy

The following medical policies have been affected by this change.

Copayments

Services covered by Medicare and Medicaid are not subject to a Medicaid copayment. However, if
Medicare denies the service and the provider submits the claim to Medicaid, the recipient may be
responsible for the approved Medicaid copayment. Refer to the Basic Medicaid handout for additional
information on copayments.

Carolina ACCESS (CA) Primary Care Providers (PCPs)

When the recipient is enrolled in Carolina ACCESS - as indicated on the Medicaid identification (MID)
card — and the recipient is also eligible for Medicare, the provider is responsible for obtaining a Carolina
ACCESS referral. Enter the referral number in block 19 of the CMS-1500 claim form or form locator
83B on the UB-92 claim form as appropriate.

Prior Approval
Medicaid does not require prior approval for any service that is covered by Medicare. However, if
Medicare denies a service and Medicaid requires prior approval, the provider must obtain prior approval.

24-Visit Limitation
Dually eligible recipients are now subject to Medicaid’s 24-visit limit per state fiscal year (July 1 through
June 30).

Hysterectomy, Sterilization, and Abortion Consents/Statements

Medicaid requires providers to submit hysterectomy and sterilization consent forms, as well as abortion
statements in order to receive reimbursement for these services for dually eligible recipients. Forms must
be mailed to the address listed on the form.
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Eligibility
With the implementation of this change, it is imperative that providers refer to the recipient’s MID card to
determine if the recipient is enrolled with Medicare as a primary insurance.

Blue Medicaid Identification (MID) Card
The words Medicare A, Medicare B, or Medicare A&B will appear in the insurance data block on the blue
MID card. Refer to the example below.

The blue MID card indicates the recipient is eligible for all covered Medicaid services. The card
identifies the casehead of the family and all other eligible persons in the family. Each eligible family
member has a specific recipient MID number. Family members are only eligible for Medicaid if their
name and MID number appear on the card. If the recipient's card is marked *“Prepaid Healthplan” or
“HMO Enrollee,” contact the provider listed on the card before providing services, except in an
emergency.

For Carolina ACCESS (CA) recipients, the blue MID card indicates the name of the CA primary care
provider (PCP), the provider's address, and the daytime and after-hours telephone numbers. "Carolina
ACCESS Enrollee" appears above the recipient's address. The service provider must contact the CA PCP
whose name appears on the MID card to receive a Carolina ACCESS referral prior to providing services.
Each CA enrollee in a family receives a separate MID card.

For recipients enrolled in a Medicaid HMO, the blue MID card indicates the name of the HMO, the
HMO’s address, member services telephone number, and 24-hour medical advice line telephone number.

Example of Blue MID Card

THIS DOCUMENT CONTAINS FLUORESCENT FIBERS, FLUORESCENT ARTIFICIAL WATERMARK AND IS PRINTED ON CHEMICAL REACTIVE PAPER

01-01-02 01-31-02 MEDICAID IDENTIFICATION CARD
P-O. m{ 111 N.C. DEPT. OF HEALTH AND HUMAN SERVICES DIVISION OF MEDICAL ASSISTANCE VALID
Ary dty’ DC CAP COUNTY CASE NO. ISSUANCE PROGRAM CLASS FROM THRU
Zip=12345 123456 29364R 20F N 01-01-02 01-31-02
RECIPIENT IL.D. ELIGIBLES FOR MEDICAID INS.NO. BIRTHDATE SE.
cask L.p. 10847667 . 17 P
caseHEAD Jane Recipiert! 900-00-0000K Jane mﬂ: . 1 12-17-92
ELIGIBLE MEMBERS 12 Arly St:et:
——— any City, NC 12345 "
555-5555 555-5555 i
Jane Recipient NS -NO ] NARE CODE FOLTCY NUMBER TveE ] %
1 Medicare-B Jan 2002 aaFti 10847667 101 E
900-00-0000K 2 091 87654321 00 Jare Recipient z
=

123 any Strest
Ay Town,NC 12Z8PIENT ¢ M;unm)
(o e g

MISUSE MAY RESULT IN FRAUD PROSECUTION
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Buff MEDICARE-AID ID Card

The buff-colored MEDICARE-AID ID card, referred to as the Medicare Qualified Beneficiary (MQB-Q
class) card, indicates the recipient is eligible for the MEDICARE-AID program. If both Medicare and
Medicaid allow the service, Medicaid will pay the difference between the Medicare cost-sharing amounts
and the Medicaid maximum allowable for the service. If Medicare denies the service, Medicaid will also
deny. Recipients with a buff MEDICARE-AID ID card are not eligible to enroll in Medicaid Managed
Care programs.

Example of Buff MEDICARE-AID ID Card

THIS DOCUMENT CONTAINS FLUORESCENT FIBERS, FLUORESCENT ARTIFICIAL WATERMARK AND IS PRINTED ON CHEMICAL REACTIVE PAPER

CUT ALONG DOTTED LINES

NOTICE TO RECIPIENT
USE_OF CARD - This card is proof of eligibility for MEDICARE-AID for the N.C. DEPT. OF HEALTHI\;‘NEDEL!lg;\ﬁgREV_IIC\EgPXV%}]?)NCOQMREID)ICAL ASSISTANCE
month(s) shown in the Valid From and Thru Dates. You will receive a card
each month you are eligible. It is to be used with your MEDICARE card so PROGRAM ISSUANCE VALID
that your medical providers can bill the MEDICAID progr;rgsfor !\;lEDlCAl?fE MB 99364S
cost sharing. Lost cards may be replaced at the county . Always notify FROM THRU _
your ker of any ch in your i resources or living situation. 01-01-02 01-31-02
This card is valid only for medical care and services covered by both Medicare RECIPIENT L.D. INS. NAME CDE BIRTHDATE SEX
and Medicaid.
900-00-0000K 091 05-20-1945| ¥

RIGHT TO RECONSIDERATION REVIEW - You have the right to :equc:t °
a review if a provider bills you cost sharing that you P to be 2
paid by the Medicaid program. To ask for a review, write to: DMA, 2519 Mail Jan 2002 MB 61 76543210 004 g
Service Center, Raleigh, N.C. 27699-2519 within 60 days of receiving the bill. Jare | i gt

b Jisted on th dis fraud and i 123 Any Street E
FRAUD - Use of this card by anyone not listed on the card is fraud and is "
punishable by a fine, imprisonment or both. any City, NC 12345 §

- g

DO YOU HAVE SEUESTIONS? - If you have questions about using your 1D < S
Card or your Medicaid eligibility, please contact your county department social (Signature ) Q m% \ t e Qv
services. T (ot yalid woless sigoed) . _\

NOTICE TO PROVIDERS

ENROLLMENT - To receive payment you must be enrolled with
Medicare and North Carolina Medicaid. If not enrolled, cal DMA
Provider Services at 919-857-4017 for information and forms.

BENEFITS - Medicaid coverage for the recipient of this card is
limited to Medicare cost sharing for Medicare and Medicaid covered
services. If your services are not billable to Medicare, you cannot bill the
Medicaid Program for services to this recipient.

USE OF CARD - Use this card with the recipient’'s MEDICARE card
as proof of eligibility for MEDICARE-AID benefits.

BILLING - Bill all claims to the Medicare carrier. Once Medicare
payment has been reccived, file a Medicaid claim. Show Medicare
payment, plus any penalties, contractual § or i
psychiatric reducti if i as a third party payment on the
claim form.

bUFFA (Rev.9/02)
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Billing the Recipient
A Medicaid recipient may be billed for services, including the Medicare cost sharing amounts, under the
following conditions:

. The recipient does not present a Medicaid identification (MID) card showing eligibility for that
date of service.

. The provider does not accept the recipient as a Medicaid patient and informs the recipient prior to
rendering the service. The recipient agrees to be billed as private pay.

. The provider may bill a patient accepted as a Medicaid patient for allowable Medicaid
deductibles or copayments.

. The service is non-covered by Medicaid and the provider informs the recipient prior to rendering
the service. The recipient agrees to be billed as private pay.

. The recipient exceeds the 24-visit limit for provider visits for the state fiscal year (July 1 through
June 30).

. The recipient has MEDICARE-AID (MQB-Q) coverage and the service is hon-covered by
Medicare. MQB-Q recipients receive a buff MEDICARE-AID card.

. The patient is no longer eligible for Medicaid as defined in 10 NCAC 50B.

Billing Guidelines

The list of Medicare noncovered services published in the draft version of this Special Bulletin is not
included in the final version. When a claim is denied by Medicare as noncovered, providers may file the
claim electronically to Medicaid. If Medicaid denies the claim with an EOB indicating that the claim
must be filed to Medicare first, providers must resubmit the claim to Medicaid on paper with the
Medicare voucher and a Medicaid Resolution Inquiry form attached (see page 33 for a copy of the form).
Refer to the following instructions for how to bill for services provided to dually eligible recipients.

CMS-1500 Claim Forms
Refer to pages 8 through 13 for examples of claims filed on the CMS-1500 claim form.

Example 1: Medicare/Medicaid Only

When the recipient has both Medicare and Medicaid coverage and no other insurance, the provider must
enter the Medicare payment amount including penalties and outpatient psychiatric reduction in block 29.
Medicaid deducts the Medicare payment amount from the Medicaid maximum allowable amount and the
difference is paid to the provider. These claims can be filed electronically.

Payment Calculation

Procedure Code Medicaid Allowable
99214 $70.81
G0001 $_4.06
Total Medicaid Allowed = $74.87

Total Medicare Payment (block 29) = $78.81

Total Medicaid pays to the provider
less than zero

Total Medicaid allowed - Total Medicare payment
$74.87 - $78.81

Therefore, the provider is paid zero by Medicaid.
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Example 2: Medicare/TPL/Medicaid

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 and
enter the total payment amount including penalties and outpatient psychiatric reduction in block 29.
Medicaid deducts the total amount from the Medicaid maximum allowable amount and the difference is
paid to the provider. The provider must submit a paper claim with both the Medicare voucher and the
commercial insurance voucher attached.

Payment Calculation

Procedure Code Medicaid Allowable
E0260 $138.73
Total Medicaid Allowed = $138.73

Total Medicare/TPL Payment (block 29) = $106.53

Total Medicaid pays to the provider
$32.20

Total Medicaid allowed - Total Medicare/TPL payment
$138.73 - $106.53

Therefore, the provider is paid $32.20 by Medicaid.

Example 3: Medicare Non-Covered Services

When a claim is denied by Medicare as noncovered, providers may file the claim electronically to
Medicaid. If Medicaid denies the claim with an EOB indicating that the claim must be filed to Medicare
first, providers must resubmit the claim to Medicaid on paper with the Medicare voucher and a Medicaid
Resolution Inquiry form attached. Medicaid will review the denial to determine if Medicaid will pay the
claim.

Payment Calculation

Procedure Code Medicaid Allowable
92015 $61.23
Total Medicaid Allowed = $61.23

Total Medicare Payment (block 29) =  $ 0.00

Total Medicaid pays to the provider
$61.23

Total Medicaid allowed - Total Medicare payment
$61.23 - $0.00

Therefore, the provider is paid $61.23 by Medicaid.
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Example 4: Medicare Non-Covered and TPL Payment

When a recipient has Medicare, commercial insurance, and Medicaid coverage, and the claim is denied by
Medicare as noncovered, providers may file the claim electronically to Medicaid. If Medicaid denies the
claim with an EOB indicating that the claim must be filed to Medicare first, providers must resubmit the
claim to Medicaid on paper with the commercial insurance payment amount entered in block 29, and the
Medicare voucher and a Medicaid Resolution Inquiry form attached. Medicaid will review the denial to
determine if Medicaid will pay the claim.

Payment Calculation

Procedure Code Medicaid Allowable
99396 $92.72
Total Medicaid Allowed = $92.72

Total TPL Payment (block 29) = $83.21

Total Medicaid pays to the provider
$9.51

Total Medicaid allowed - Total TPL payment
$92.72 - $83.21

Therefore, the provider is paid $9.51 by Medicaid.

Example 5: Medicare Paid and TPL Non-Covered

When the recipient has Medicare, commercial insurance, and Medicaid coverage and the commercial
insurance denies the service, the provider must submit a paper claim with the Medicare payment amount
including penalties and outpatient psychiatric reduction in block 29 with the commercial insurance denial
attached to the claim.

Payment Calculation

Procedure Code Medicaid Allowable
E1390 $209.50
Total Medicaid Allowed = $209.50

Total Medicare Payment (block 29) = $167.60

Total Medicaid pays to the provider
$41.90

Total Medicaid allowed - Total Medicare payment
$209.50 - $167.60

Therefore, the provider is paid $41.90 by Medicaid.
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Example 6: Medicare Applies 100 Percent of Payment Towards the Deductible

When the recipient has both Medicare and Medicaid coverage and Medicare applies 100 percent of the
Medicare allowable toward the Medicare deductible, the provider must submit a paper claim with the
Medicare voucher attached to the claim. The claim will then pay up to the Medicaid allowable.

Payment Calculation

Procedure Code Medicaid Allowable
99213 $ 45.05
Total Medicaid Allowed = $ 45.05

Total Medicare Payment (block 29) = $0.00, Medicare voucher must be attached to the claim

Total Medicaid pays to the provider
$45.05

Total Medicaid allowed - Total Medicare payment
$45.05 - $0.00

Therefore, the provider is paid $45.05 by Medicaid.
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PECEPTASSIGNMENT], |28 ToTA CraRce 26/AMOUNTPAID_~| 20 BALANGE DUE
i [Jves [] no s 16000 |s 10653 |s 53147
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (I other than home of office) & PHONE # :
(1 certify that the statements on the reverse tm
apply to this bill and are made a part thereot.) 12 Aﬂy SiIEt
. ) Ay City, NC 12345
Sigatire an File ' 7700000
SIGNI DATE PINS GRP#
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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DO NOT Banple 3: Medicare Non-covered Sexrvices &
STAPLE — w
IN THIS —— ] z
AREA E
3]
|
T T jPicA HEALTH INSURANCE CLAIM FORM PICA Ty
—— e ——————————————————————— e e———
1. MEDICARE MEDICAID CHAMPUS ‘CHAMPVA 'GROUP FECA OTHER] 1a. INSURED'S .D. NUMBER TFOR PROGRAM IN ITEM 1)
) EALTH PLAN __ BLKLUNG
[ (Medicare #) g (Medicaid #) [ (Spansor’s SSN) [[] vAFie #) (SSN or ID) (SSN) (D)
> PATIENT'S NAME (Last Name, First Name, Middle initial) PATENTS BIATH DATE SEX 7 INSURED'S NAME (Last Name, First Name. Middle Inttiai)
I
, Joe ool i1aem ] FL]
5. PATIENT'S ADDRESS (No., Streat) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
123 2 st Selt Q spouse|_| chia{ ] other[ |
cITY STATE | 8. PATIENT STATUS cITY z
o
Single| ¥ Married ] omer[] 5
TELEPHONE (Include Area Code) 2IP CODE TELEPHONE (INCLUDE AREA CODE) =
Employed Full-Time r Part-Time, -4
(555 ) 555-5555 [ ] swoent || Student ] ___—_'—_f__)_f____ Q
5 OTHER INGURED'S NAME (Last Narme, First Name, Middle Initial 70,76 PATIENT'S CONDITION RELATED TO: 7. INSURED'S POLICY GROUP OR FECA NUMBER z
2
2 OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) | a. INSURED'S DATE OF BIRTH SEX x
\ |
— @
v @ e woo o2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME a
MM | DD | YY z
F
L W] il Oves [N L 2
< EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? o INSURANCE PLAN NAME OR PROGRAM NAME s
w
Cves 3 E
3 INSURANCE PLAN NAME OR PROGRAM NAME 0, RESERVED FOR LOCAL USE 3,15 THERE ANOTHER HEALTH BENEFIT PLAN? by
[Jves  [[] N0 iryes.cetum to and complete item 9 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benelits either to myself or to the party who accepts assignment services described below.
below.
SIGNED _ S DATE |  sieNED_
T DATE OF CURRENT: 4 ILLNESS (First symptom) OR e P ATIENT TIAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES, PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM 1 DD 1YY INJURY (Accident) OR GIVE FIRSTDATE MM 1 DD 1YY MM . DD | YY MM DD 1YY
| ! PREGNANCY(LMP) ! ! FROM ! ! TO P |
17, NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.0. NUMBER OF REFERRING PHYSICIAN 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD  YY MM, DD | YY
FROM ! | TO ! !
i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
[Jves [Jno
ST DTAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 123 O 4 TO ITEM 248 BY LINE) 22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1 1367.2 sl
23. PRIOR AUTHORIZATION NUMBER
2 L. 4l .
2. A B c ) E F G | [ K z
DATE(S) OF SERVICE . Place | Type |PROCEDURES, SERVICES, OR SUPPLIES|  piagNOSIS DAYS [EPSD ReserveDFor |2
From ° of | o (Explain Unusual Circumstances R_|Family| -
MM DD YY MM DD YY el CPTICPCS 1 - MODIFIER ) CopE SCHARGES | s pran | EMO | OOB |  LOCAL USE <
| . ' i ) =
L1ior p2 {11 01i02) 11 | B |1 S
i z
; | ' &
2 ‘ ‘ | 1 &
‘- g
| | i | l | ! o
3] L L L I s 2
7 )
| § | i | 1 S
| | i . | |
4 L L L : 2
| ' <
| | | ! o
§ : @
1 £
o i 1[ i | | ! ! a
) . ! E i
25 FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27, ACCEPT ASSIGNMENT?
! (LCCEPTASSIGIMENT], | 28. TOTAL CHARGE 29, AMOUNT PA‘ID 30, BALANCE DUE
00 [Jves [] o s 50 s L s B0
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FAGILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (1 other than home or office) & PHONE # i
(I certity that the statements on the reverse Jare Provider
apply to this bill and are made a part thereof.) 123
Signature an File any City, NC 12345
SIGNED DATE pive 8900000 I GRP#

PLEASE PRINT OR TYPE ~ APPROVED OMB-0538-0008 FORM CMS 1500 (12-90), FORM RRB-1500,

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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noce t
g"l?A';Eg ] Example 4: Medicare Non-covered and TPL =
IN THIS rm—— Payment &
" ] 5
3]
T irica HEALTH INSURANCE CLAIM FORM PicA \
————————————————————————— S———
1. MEDICARE MEDICAID CHAMPUS CHAMPVA aERﬂJT; A g&tws OTHER| 1a. INSURED'S 1.0. NUMBER (FOR PROGRAM IN ITEM 1)
j (Medicare #) (Medicaid #) [ | (Sponsor's SSN) D (VA File #) [—| (SSNoriD) [} (S5N) o
S FATIENT'S NANEE (Last Name, First Name, Middie niial) 3 PATENTS BIRTHDATE SEx 2. INSURED'S NAME (Last Name, First Name, Middle Infial)
| .
, Jare Mol 16w X
5. PATIENT'S ADDRESS (No.. Streel) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
Seit [] Spouse| | Chiki Other|
123 Ay Stxeet _EJ ] oni[] ]
CITY STATE | 8. PATIENT STATUS cTY STATE z
Any City NC singe[X] Mamea [ ]  Otmer [ ] £
21P CODE TELEPHONE (Include Area Code) 2IP CODE TELEPHONE (INCLUDE AREA CODE) =
Employed Full-Time — Pant-Time 3
12345 ( 555)555-5555 (] sndem || Swdent ]
3. OTHER INSURED'S NAME (Last Name, First Name, Miodie Infial) 10,15 PATIENT'S CONDITION RELATED T0: 71, INSURED'S POLICY GROUP OR FECA NUMBER z
=)
w
2. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (GURRENT OR PREVIOUS)  [a. INSURED'S DATE OF BIRTH SEX z
. \
C)ves [ . M FO 2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [ 5. EMPLOYER'S NAME OR SCHOOL NAME é
MM | DD | YY
1 v O O G L 2
= EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME s
O o 2
2. INSURANCE PLAN NAME OR PROGRAM NAME 70d. RESERVED FOR LOCAL USE .15 THERE ANOTHER HEALTH BENEFIT PLAN? =
[ves ] N0 iyes, retum to and complete tem 9 a-d.
RAEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authoruze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medica) benefits to the undersigned physician or supplier for
10 process this ciaim. | also request payment of govemment benetits either to myseif of 1o the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED M
SA T
T 4 ILLNESS (First symptom) OR 15, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
14RATE GSURRENT: ¢ MRy (;oc"'sod:rym oA GIVE FIRSTDATE MM 1 DD ( YY MM | DD 1 YY MM i DD 1YY 4
[ PREGNANCY(LMP) [ FROM | 1 LG
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a 1.D. NUMBER OF REFERRING PHYSICIAN 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
FROM | i T 4
! ! :
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
[Jves [no |
. DIAGN TUR OR INJURY. (RELATE ITEMS 1,2.3 OR 4 TO ITEM 24E BY LIN 22. MEDICAID RESUBMISSION
21. DIAGNOSIS OR NATURE OF ILLNESS INJUI { [l E) j S8 ORIGINAL REF. NO.
1. LY70.0 .
23. PRIOR AUTHORIZATION NUMBER
2 L el
20 A B c D 3 F G rs¢ [ ] K g
DATE(S) OF SERVICE, Piacs | Type | PROCEDURES, SEAVICES, OR SUPPLIES|  pacnosIs DAYS |EPSD RESERVEDFOR |2
From ° of of (Expiain Unusual Circumstances) OR | Family, =
MM DD YY_ MM DD Y CPTHCPCS | MODIFIER CooE SCHARGES | yTs| pran | EMG [ COB|  LOCAL USE g
| | | | | ; =
100 12: 02110 121 02: 11 3% | | ) 125 00 [
!
| | | . ! £
| i | | i | T
2] I I i ]
: w
‘ b . ‘ ! a
i P | | | | o
3| L L a
, i ' i [
4 ! ; | : ‘ g
| ; ) | ! <
i i i [ | ! 3]
5 ' ! ! H o
g ' z
] | P || i '
25. FEDERAL TAX .D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT 7
e AccErT diJ SIGNMENT? |28 TOTAL (‘:]H;;GEu) 29. MUNTB;A'IDm 20. BALMZ:; ?;59
| | ves NO s s i s h
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home o oftice) & PHONE # s
(1 centity that the statements on the reverse Joe Provider
apply 10 this bill and are made a part thereof.) 123 S l
. Fil Ay Ci NC 12345
séﬁg AL a DATE e 8111111 ty[ GRP#
!
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90),  FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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A
PLEASE 1
DO NOT «
;SJé\:'LSF S — Example 5: Medicare Paid and TPL Non-covered U
AREA <
[3)
|
TTTIRICA HEALTH INSURANCE CLAIM FORM PICA Y
| — s e—— I
1. MEDICARE MEDICAID CHAMPUS CHAMPVA ROUP N FECA (o OTHER (FOR PROGRAM IN ITEM 1)
(Medicare #) [ | (Medicaid #) D (Sponsor's SSN) || (VA File #) (85N oriD) [ 1 (SSN) D (10)
5 PATIENT'S NAME (Last Name, First Name, Miadle inibal) 3 PATENTS BIRTHDATE SEx 4 INSURED'S NAME (Last Name, First Name, Middie Infial)
i i : X
Recipient, Joe 01 01 Toemi]  F
5. PATIENT'S ADDRESS (No.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street)
™ T
123 Ay Street son ] Spousel ] omal ] ower ]
cITY STATE | 8. PATIENT STATUS CITY STATE z
. — — o
Ay City NC|  smoe[ ] wames X] Ower [ ] 2
2IP CODE TELEPHONE (Include Area Code) 2IP CODE TELEPHONE (INCLUDE AREA CODE) =
Employed Full-Time Part-Time 3
1 ( 555) 555-5555 [ St (] Stem L] ) &
5 OTHER INGURED'S NAME (Last Name, First Name, Middie Intial) 76,15 PATIENT'S CONDITION RELATED T0: 1. INSURED'S POLICY GROUP OR FECA NUMBER H
2
a OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) | a. INSURED'S DATE OF BIRTH SEX 3
| |
7]
j YES NO ! ! M F D 2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |5, EMPLOYER'S NAME OR SCHOOL NAME a
M, 0D, YY z
L (w1 FO I — <
< EMPLOYER'S NAME OR SCHOOL NAME . OTHER ACCIDENT? < INSURANCE PLAN NAME OR PROGRAM NAME 4
— w
E YES xiNno =
3, INSURANCE PLAN NAME OR PROGRAM NAME 70d. RESERVED FOR LOCAL USE .15 THERE ANOTHER HEALTH BENEFIT PLAN? x
[lves [ N0 iyes. retum o and complete item 9 a-c.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or other information necessary payment of medical benefits 1o the undersigned physician or suppier for
to process this clam. | also request payment of govemment benefts eitner 10 mysett of 1o the party who accepts assignment services describad below.
below
SIGNED DATE SIGNED Y
4 DATE OF CURRENT: 4 ILLNESS (First symptom) OR o PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION N
MM T DD 1YY ‘umuav {Accident) OR GIVE FIRSTDATE MM 1 DD 1 YY MM 1 DD i YY MM | DO 1YY
! ' PREGNANCY(LMP) ) | FROM 1 1 T0 : i
77 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 172 1.0, NUMBER OF REFERRING PHYSICIAN 8. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM, DD | YY MM |, OD | YY¥
FROM ' T0 i i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
1234567 [Jves no |
5T DIAGNGSIS OR NATURE OF ILLNESS OF INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1 1L428.0 Al
23, PRIOR AUTHORIZATION NUMBER
- R — LS S —
2 A B C D £ F G [ H [ K z
DATE(S) OF SERVICE, Piace | Type | PROCEDURES, SERVICES, OR BUPPLIES|  (1AGNOSIS DAYS [EPSD RESERVEDFOR |2
From o of | of (Explain Unusual Gircumstances) OR_|Family =
MM 0D Yy MM 0D _YY CPTHCPCS | MODIFIER Cooe SCHARGES | \i7s| Plan | EMG | COB|  LOCALUSE £
. | | 1. . R ; =
111 0a 02|11 040212/ E L EI30 | 2| 310.00 8
. | 2
I i t M " ' -
2 : ' i ! I ! ) «
. ]
\ | ' . | | a
| | | | | | o
3| L 2
; @
| 1 ! ! | <
) i | i ) | i ! o
: z
| ' | ! <
i : I H ! 3]
5 s @
T >
| ) ( | ! T
. | | i i v ! a
25, FEDERAL TAX 1.D. NUMBER SSN EIN 26, PATIENT'S ACCOUNT NO. 27, ACCEPT ASSIGNMENT?
ASCEPT ASSIGNVENT? | 28. TOTAL CHARGE 25 AMOUNTPAD | 2. BALANCE DUE
0 [[lves [ ino s 31000 |s 16760 |s 14240
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE #
(1 certity that the statements on the reverse Jare m
apply 1o this bill and are made a part thereot.) 123
Sigmature on File Al'lYClty,|l\C 12345
SIGNED DATE PINY aree 7700000
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12:90), FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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PLEASE ] : icare Dedctible
o Exarple 6:  100% Medicare /Paper/
STAPLE e—— ] Voudher Attached
IN THIS ]
AREA _
[TTPicA HEALTH INSURANCE CLAIM FORM picA
M ——— Ll AL
1. MEDICARE MEDICAID CHAMPUS CHAMPVA Ggﬁ' PLAN ;EEALUNG OTHER]| 1a. INSURED'S |.D. NUMBER (FOR PROGRAM IN ITEM 1)
Hi
) (Medicare #) B(Maa’um # D (Sponsor's SSN) D (VA File #) 1‘1 (SSN or ID) C] (SSN) D (10} 90000000K
2. PATIENT'S NAME (Last Name, First Name, Middle initial) 3 P':';IENT‘DSDEIHTvaATE SEX 4, INSURED'S NAME (Last Name, First Name. Middie Inftial)
) B0
. . ™
2 ol 47 M1 FR

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

6. PATIENT RELATIONSHIP TO INSURED

sait [ spouse[ ] chia[ | Otmer |

7. INSURED'S ADDRESS (No.. Street)

3. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH
MM, DD
P | MO
¢. EMPLOYER'S NAME OR SCHOOL NAME

SEX

Fr

10. IS PATIENT'S CONDITION RELATED TO:

123 Any Street (|
CiTY STATE | 8. PATIENT STATUS CITY STATE
Any City single| | Mamiea [ | Oter []
2IP CODE TELEPHONE (Inciude Area Code) 2P CODE TELEPHONE (INCLUDE AREA CODE}
Employed Full-Time Part-Time
112345 | ( 559ssnmms | Suern [ ] Stuoem ( )

1. INSURED'S POUICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

El YES DNO

b. AUTO ACCIDENT? PLACE (State}

D YES DNO

a. INSURED'S DATE OF BIRTH
MM, DD 1YY SEX

' L]

' '
b. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
o

[Jyes

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM BEFORE COMPLETING

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO H yes. return to and complete item 3 a-d.

PATIENT AND INSURED INFORMATION ——— > |4‘— CARRIER—>»

N —
& SIGNING THIS FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authonze the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to myself or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

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

below.
Y
SIGNED DATE SIGNED
74, DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION 4
MM DD 1YY ‘ INJURY (Accident) OR GIVE FIRSTDATE MM 1 DD 1 YY MM, DD 1 YY MM | DD 1YY
! PREGNANCY(LMP) | I FROM | ' 10 1 !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD YY MM |, DD, YY
FROM 1 i T0 : ‘
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
1234567 Tlves [TIno
31 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY_ (RELATE ITEMS 1.2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1.1466.0 Al
23, PRIOR AUTHORIZATION NUMBER
2. . (23l R —
24 A B c £ F [ T T ) K F
DATE(S) OF SEHVICE‘, Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS[EPSD RESERVED FOR [=]
From o of of (Explain Unusual Circumstances) OR | Family, =
MM DD YY MM DD YY|Seni CPTHCPCS | MODIFIER CODE SCHARGES | 7| pign | EMG | COB|  LOCAL USE F
| | | L , | =
1027 @10 27 o2l 11 FwA3 [ 50'00 | 1 $
| | ' / . ' £
| | | J 1 ! <
! ! ! ]
: 3
, I | \ | ' o
| i [ | 1 o
I 3
Py T @
| ‘ i | B ! [ 4
| | | i ' : : 3
: F4
| | | i | <
i i | | | ’ ! 0
: @
< i >
. | | ; ' b ! T
o P f 1 ‘ &
25 FEDERAL TAX 1.D. NUMBER SSN EIN_ | 26, PATIENT'S ACCOUNT NO. | 27. ACCEPT ASSIGNMENT?
} BCCEET ASSONMENT?, [0 TOTAL GHaRaE 26 AMOUNTPAD 20, BALANCE I?UE
mini [[lves [ wo s 50100 /s 000 |s 50100
31, SIGNATURE OF PHYSICIAN OR SUPPLIER [ 32 NAME AND ADGRESS OF FAGILITY WHERE SERVICES WERE |33, PHYSICIAN'S. SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED {f other than home or office) & PHONE #
(1 certify that the statements on the reverse Joe Provider
apply to this bill and are made a part thereol.) 123 2 S'
Signature an File ‘ any City, NC 12345
SIGNED DATE Pine 8910000 l GRP#
PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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UB-92 Claim Forms
Refer to pages 17 through 22 for examples of claims filed on the UB-92 claim form.

Example 1: Medicare/Medicaid Only

When the recipient has both Medicare and Medicaid coverage and no other insurance, the provider must
enter the Medicare payer code in form locator 50 and Medicare payment amount including penalties and
outpatient psychiatric reduction in form locator 54A. Medicaid will deduct the Medicare payment from
the Medicaid maximum allowable amount and the difference is paid to the provider. These claims can be
filed electronically.

Payment Calculation
Total Medicaid Allowed (based on provider RCC x .80) = $120.00

Total Medicare Payment (form locator 54) = $40.00

Total Medicaid pays to the provider
$80.00

Total Medicaid allowed - Total Medicare payment
$120.00 - $40.00

Therefore, the provider is paid $80.00 by Medicaid.

Example 2: Medicare/TPL/Medicaid

When the recipient has Medicare, commercial insurance, and Medicaid coverage, the provider must enter
the Medicare payer code in form locator 50 and the Medicare payment amount including penalties and
outpatient psychiatric reduction in form locator 54A. The provider must also enter the commercial
insurance payer code in form locator 50B and other insurance payment amounts in form locator 54B.
Medicaid will deduct the sum of both payments from the Medicaid maximum allowable amount and pay
the difference to the provider. These claims can be filed electronically.

Payment Calculation
Total Medicaid Allowed (based on provider RCC x .80) = $110.00

Total Medicare/TPL Payment (form locator 54) = $46.26 + $57.65 = $103.91

Total Medicaid pays to the provider
$6.09

Total Medicaid allowed - Total Medicare/TPL payment
$110.00 - $103.91

Therefore, the provider is paid $6.09 by Medicaid.
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Example 3: Medicare Non-Covered Services
When the recipient has both Medicare and Medicaid coverage and Medicare denies the claim, the
provider must enter condition code 89 in form locator 24. These claims can be filed electronically.

Payment Calculation
Total Medicaid Allowed (based on provider RCC x .80) = $400.00

Total Medicare Payment (form locator 54) = $0.00

Total Medicaid pays to the provider
$400.00

Total Medicaid allowed - Total Medicare payment
$400.00 - $0.00

Therefore, the provider is paid $400.00 by Medicaid.

Example 4: Medicare Non-Covered and TPL Payment

When the recipient has Medicare, commercial insurance, and Medicaid coverage and Medicare does not
make a payment, the provider must enter condition code 89 in form locator 24. The provider must also

enter the commercial insurance payer code in form locator 50B and other insurance payment amount in

form locator 54B. Medicaid will deduct the TPL payment amount from the Medicaid payment amount

and pay the balance to the provider. These claims can be filed electronically.

Payment Calculation
Total Medicaid Allowed (based on provider RCC x .80) = $300.00

Total Medicare/TPL Payment (form locator 54) = $0.00 + $130.00 = $130.00

Total Medicaid pays to the provider
$170.00

Total Medicaid allowed - Total Medicare/TPL payment
$300.00 - $130.00

Therefore, the provider is paid $170.00 by Medicaid.
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Example 5: Medicare Paid and TPL Non-Covered

When the recipient has Medicare, commercial insurance, and Medicaid coverage and the commercial
insurance denies the service, the provider must enter occurrence code 24 or 25 in form locator 32 with the
date of the insurance denial. The provider must also enter the Medicare payer code in form locator 50A
and the Medicare payment amount including penalties and outpatient psychiatric reduction in form
locator 54A. Medicaid will deduct the Medicare payment amount from the Medicaid payment amount
and pay the balance to the provider. These claims can be filed electronically.

Payment Calculation
Total Medicaid Allowed (based on provider RCC x .80) = $320.00

Total Medicare/TPL Payment (form locator 54) = $150.00 + $0.00 = $150.00

Total Medicaid pays to the provider
$170.00

Total Medicaid allowed - Total Medicare/TPL payment
$320.00 - $150.00

Therefore, the provider is paid $170.00 by Medicaid.

Example 6: Medicare Applies 100 Percent of Payment Towards the Deductible

When the recipient has both Medicare and Medicaid coverage and Medicare applies 100 percent of the
Medicare allowable toward the Medicare deductible, the provider must submit a paper claim with the
Medicare voucher attached to the claim. The claim will then pay up to the Medicaid allowable.

Payment Calculation
Total Medicaid Allowed (based on provider RCC x .80) = $250.00

Total Medicare Payment (form locator 54) = $0.00, Medicare voucher must be attached to the claim.

Total Medicaid pays to the provider
$250.00

Total Medicaid allowed - Total Medicare payment
$250.00 - $0.00

Therefore, the provider is paid $250.00 by Medicaid.
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APPROVED OMB NO, 0938-0279
2 3 PATIENT CONTROL NO.
Joe Provider Bample 1: MaticareMedicaid anly 131
123 Any Strest 5 FED. TAXNO 8 STA VERG PE 7COVD.[ 8NCD. | 9ciD. [ 10LAD.[11
Any City, NC 12345 101502 | 101502
72 PATIENT NAME 13 PATIENT ADDRESS
, Joe 123 Any Street, Any City NC 12345
14 BIRTHDATE 156X | 16 MS 1 oaTe ADMISSION - ot 1 20 gic |21 O HR|22 STAT |23 MEDICAL RECORD NO " H—m-fzﬂd* 31
2 ENCE 3. OCCURRENG % OCCURRENCE 5 - OCOURR % OCCURRENCESPRY o R A
a B B
b c
» T (B VAUE GODES g 0D : ) VALUE CODES
P.O. Box 300010 a a
Raleigh, NC 27622 b b
c (4
d__ ; d
42 REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE |46 SERV.UNITS |47 TOTAL CHARGES 48 NON-COVERED CHARGES |49
" 450 | Erergercy Ievel 3 101502 1 100 00 | !
2 258 | IV Solutions 1 3300 | I?
3 3
4 o
5 5
] s
7 7
8 s
9 9
10 11
1 1
12 112
13
14
15
16
17
18
19
2
21
3o | Total Cerges 13000
50 PAYER 51 PROVIDER NO. 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE
o edicare 0000 300000 ylly| 0,0
o| Medicaid DNCOO 3000000 vily 90 00
57 D ROM PA
58 INSURED'S NAME SOP.REL| 60 CERT. - SSN- HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
Al Recipient, Joe 01 | 900000000A A
B/ - Recipient, Joe 01 |- 900000000K. B
c c
63 TREATMENT AUTHORIZATION CODES S4ESC| 65 EMPLOYER NAME 6 EMPLOYER LOCATION
A A
B
c
67 PRIN, DIAG.CD.| o 21 \G. CODES i 6 voe it 76 ADM. DIAG. CD. | 77 E-CODE 78
57420 78900
79 P [80  PRINCIPAL FROCEDURE ook OCEDURE T PROCEDE 82 ATTENDING PHYS. 1D a
a] b
B ot BRI ) oA 83 OTHER PHYS. ID a
" b
a| 84 REMARKS OTHER PHYS. 1D a
b b
¢ 85 PROVIDET FEPRESENTATVE, % DATE,
d X Rep 101502
UB-92 HCFA-1450 ORIGINAL 1CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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APPROVED OMB NO. 0938-0279
. 2 3 PATIENT CONTROL NO.
Joe Provider Banple 2:  Medicare/TAT/Medicaid 131
123 Ay Street 5 FED, TAXNO 6 STATEMENT COVERS PERIOD 700vD.[ 8NCD. [ sciD | f0LAD |11
Ay City, NC 00000 e
' L 100102 [ 100102
T2 PATIENT NAME 13 PATIENT ADDRESS
Recipient, Jare 123 Any Strest, Any City NC 12345
14 BIRTHDATE 15.SEX| 16 MS wony  "TMESON o ey o gag |21 DHRJ22 STAT | 23 MEDICAL RECORD NO M ‘H‘M‘LH“ M 31
1 2 11121103
= = B
@ . OCCURRENCE 3 OCCURRI OGCURRENCE o OCCURRE ® OCCURRENCESPAN. 2
a g
b C
38 % VALUE GODES
Medicaid cone AMOUNT 2
a
P.0. Bx 300010 . a :
C c
d i d
42 REV. CD. |43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE | 46 SERV.UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |49
" 250 | Prammacy 1 7:32 !
2l 270 | Med Surg Sipplies f 2 : 5100 2
3| 450 | Hrergercy Room 2 106:00 3
4 ) . S 4
5 5
6 :16
7 7
8 18
9 9
10 {10
1 1
12 12
13 13
14
15
16
17
18
19
2|
21
22 A . R §
B 001 | Tokal Charges 118 32 23
50 PAYER 51 PROVIDERNO vl 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
A - ; "
g| Medicare MOOOO 300000 Yy 46 26
State Fip  E000 1+ 00300 vlly 57 65
¢_Madicaid DNDOO. 14:41
57 D ROM PA
58 INSURED'S NAME 59P.AEL| 60 CERT. - SN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.,
Al Recipiert, Jare 01 | 9000000008 . A
8] Recipient, Jane |0t [ 90000000001 ' HRERE R R R °
¢ ipient, Jane 01 | 900000000K c
63 TREATMENT AUTHORIZATION CODES 64ESC| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A A
B B
c [
67 PRIN. DIAG. CO.| 76 ADM. DIAG. CD. | 77 E-CODE 7
87 95901 8881
79 PC. B2 ATTENDING PHYS. 10 8000000 a
9l Aoy Provider b
83 OTHER PHYS. ID a
b
a| 84 REMARKS OTHER PHYS. ID a
b b
¢ 5 PROVIDER LT RS e TR, WONE
d X ayRp o102
UB-92 HCFA-1450 ORIGINAL | CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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APPROVED OMB NO. 0938-0279

] 2 3 PATIENT CONTROL NO.
Joe Provider Exaple 3:  Medicare Non-oovered Services [ 131
123 Ay Street 5 FED. TAXNO 8 m 700vD] 8NGD. | 9CID. | 10 LRD.|11
Any City, NC 12345 560000000 | 120702 | 122702
12 PATIENT NAME 13 PATIENT ADDRESS
K 123 Street, any City NC 12345
14 BIRTHDATE 158X [16MS| e ADMISSION o e 2 ane |21 DHR|22 STAT|25 MEDICAL RECORD NO
M 220 0
Py %, OFCURFENCE OCOURRENCE s
a E
b ¢
38
Medicaid a a
P.O. Box 300010 b :
Raleich, NC 27622 c c
d d
42 REV. CD. | 43 DESCRIPTION 44 HCPCS/RATES 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
| 450 | Erergency Room 122702 1 450100 :
2 i 2
3 3
4 4
5 5
6 6
7 7
8 18
9 9
10 1
" 1
12 :
13 1
1 Y
15 1
16 1€
7 17
18 1€
10 1§
20 ]2
21 21
2 W E
Bl oo | motal Chaxces 450 y
50 PAYER 51 PROVIDER NO. 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
A Medicare MOO0O 300000 v|lY 6o |
2 Medicaid INOOO 3000000 vy g 450100
57 D ROM PA
58 INSURED'S NAME 59 P.REL| 80 CERT.-SSN-HIC. - 1D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
A s A
8 Recipiert, i AR it B
c ' ¢
63 TREATMENT AUTHORIZATION CODES 4650] 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A A
B 8
c c
67 PRIN. DIAG. CD. 76 ADM. DIAG. CD.| 77 E:CODE 78
57420 78900
79 PC.| 80 82 ATTENDING PHYS, ID a
9] b
83 OTHER PHYS. ID a
b
a/ 84 REMARKS OTHER PHYS. D a
b b
¢ 55 PROVIDER FEPRESENTATVE WOATE
d X ay

UB-92 HCFA-1450 ORIGINAL

| CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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APPROVED OMB NO. 0938-0278
. 2 3 PATIENT CONTROL NO.
Joe Provider Exarple 4: Medicere Non-covered ard TPL Paymex 131
123 Any Street 5 FED. TAXNO 6 STATEMENTCOVERSPERIBD - | 7covD.[ 8NCD. | 9CID. | 10LAD |1t
Ay City, NC 12345 T
101202 | 101202
T2 PATIENT NAME 13 PATIENT ADDRESS
N~ 123 Any Street, Any City NC 12345
14 BIRTHDATE 158X [ 16 MS soae  (OMESION s |21 0 HA[22 STAT| 28 MEDICAL RECORD NO.
MLl D 110120 0 | 1]12]15]0t
(B g CCORENCE T T AR OCCURRENCE 5 OCCURR) £ A
a E
b c
= VALUE CODES
a a
b b
c [
di i ; A ~{d
42 REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE |46 SERV.UNITS |47 TOTAL CHARGES 48 NON-COVERED CHARGES |48
' 450 Hvergency Roon 1 329 00 1
2 210 Med Surg Supplies 3 ! 7200 ' 2
3 3
4 4
5 5
6 e
7 7
8 8
9 9
10 1
11 1
12 1
13 1:
1%
15
16
17
18
19
20
21
22 e ‘
3 om Total Chares 401:00 2
50 PAYER 51 PROVIDER NO. 54 PRIOR PAYMENTS 55 EST, AMOUNT DUE 56
2| Medicare 10000 300000 Yy 0%
State Brp FO00 00300 vily 130 00 ;
¢l Medicaid DNCOO. 271 00
57 D ROM PA
53 INSURED'S NAME 59PREL| 60 CERT. - SN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
: Recipient, Joe o '900000000A A
Recipient, Joe 01 90000000001 B
¢ ipient, Joe 01 900000000C c
63 TREATMENT AUTHORIZATION CODES SESC| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A A
B B
Cc [
67 PRIN. DIAG. CD. - ol -CODES i 4 GODE s 76 ADM. DIAG. CD. | 77 E-CODE )
49392
79 pC|80 PRINCIPALPROCEDURE oot - o HER PROCEQURE 82 ATTENDING PHYS. 10 a
b
TE o0 HOCERTS CODE ! DATE 83 OTHER PHYS. iD a
b
a | 84 REMARKS OTHER PHYS. ID a
b b
c 35 PROVIDER REPRESERTATNE WONE
UB-92 HCFA-1450 ORIGINAL | CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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APPROVED OMB NO. 0938-0279

2
Exanple 5: Medicare Paid and TPL Non-covered

3 PATIENT CONTROL NO.

Jee Provider [ 1
123 Any Street 5 FED. TAXNO. B SA ERSPEROD - [ 7cove| snop | 9ciD | 10 LRD |1
Ay City NC 12345 101002 | 101002
T2 PATIENT NAME 13 PATIENT ADDRESS
ipient, Joe 123 Ay Street, Any City NC 12345
14 BIRTHDATE 15SEX| 16 MS cosre ST 21 D HA[22 STAT[23 MEDICAL RECORD NO o ‘Tﬁ : e
2 OCCURRENCE SPAN . 37
al 24 B
b
38 _MQQE VALUE AG%}%? S o0 41 VALUE CODES
a H
b
d i
42 REV.CD. |43 DESCRIPTION 44 HCPCS/ RATES 45 SEAV.DATE |46 SERV.UNITS 47 TOTAL CHARGES 48 NON-COVERED GHARGES |49
1 450 | Brergency Roan 1 350 DO
2 270 | Med Surg Supplies 2 . 50 bo
3
4
5
sl
7
8
9
10
1
12
13
14
15
16
17
18
19
20
27
2 ]
x| 001l Toal Charges 400 :00
50 PAYER 51 PROVIDER NO. EHERA 54 PRIOR PAYMENTS 55 EST, AMOUNT DUE 56
Al Medicare MOOOO 300000 150:00 ‘
8| State Hrp EO00 00300 Toloo ki
¢l Mdicaid DNOOO 3000000 250: 00

57

62 INSURANCE GROUP NO.

58 INSURED'S NAME 59 P.REL] 60 CERT. - 8SN - HIC. - ID NO. 61 GROUP NAME
Al Recipient, Joe 01| 900000000
8|  Recipient, Joe 01 | 90000000001
c , Joe 01 | 900000000k
63 TREATMENT AUTHORIZATION CODES B4ESC| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
C
67 PRIN. DIAG, CD.| 76 ADM. DIAG. CD. | 77 E-CODE 78
648%

a o oo

79 P.C. 82 ATTENDING PHYS, 10
[ 83 OTHER PHYS. 1D
84 REMARKS OTHER PHYS. ID
X Ay 110202

O m

o 0 o o

oW oS o

UB-92 HCFA-1450

ORIGINAL

| CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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APPROVED OMB NO. 0938-0279

3 PATIENT CONTROL NO.

Provider
12 ey Szt S0 ’
Ay 5 FED.TAXNO & STATEMENT COVERBPERIOD 700vD.| 8NCD [ 9ciD. | 10LRD.|11
Any City, NC 12345 [0 | b
! 56-0000000 10102 [ 110102
T2 PATIENT NAME 73 PATIENT ADDRESS -
Recipient, Jane 123 Any Street, Ay City, NC 12345
14 BIRTHDATE 15SEX[16MS| ) e AOMISSION 21 D HR |22 STAT|23 MEDICAL RECORD NO u oo S IEl

01

O m

o o0 o m

L2008 - I - ]

r_omﬁ&_ F | D 17
_:em_occumgws
a
b
38
d | ,
42 REV. CD. |43 DESCRIPTION 44 HCPCS / RATES 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |49
1 450 | Evergercy Roan 1 300: 00
2 3 ]2
3 3
4 14
5 5
6 6
7 7
8 8
9 9
10
1"
12
13
14
15
16}
17
18}
19
20
21
2 el
n| 001 | Total Charges 300 00
50 PAYER §1 PROVIDER NO. 0 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
Al Medicare MOOOO 300000 vl]y 0100 !
Bl Medcaid DNOOO vy - 300{00
Cc
57 D RO PA
58 INSURED'S NAME 59P.REL| 60 CERT.-SSN - HIC. - 1D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
A Recipient, Jae 2000000008
2 Recipient, Jane 90000000CK
63 TREATMENT AUTHORIZATION CODES 64ESC| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
C
67 PRIN. DIAG. CD. &: D 76 ADM. DIAG. CD.| 77 E-CODE 78
49392 49392
79 pc.|80 mmINCIPAL ﬁROCED%ETEE 82 ATTENDING PHYS. ID.
] 83 OTHER PHYS. ID
a| 84 REMARKS OTHER PHYS, ID
b
c B T
d XayRp A
| CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

UB-92 HCFA-1450

ORIGINAL
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ADA Claim Forms
Refer to pages 26 through 31 for examples of claims filed on the ADA claim form.

Example 1: Medicare/Medicaid Only

When the recipient has both Medicare and Medicaid coverage and no other insurance, the provider must
enter the Medicare payment amount including penalties and outpatient psychiatric reduction in field 59 in
the block labeled “Payment by other plan.” Medicaid deducts the Medicare payment amount from the
Medicaid maximum allowable amount and the difference is paid to the provider. These claims can be
filed electronically.

Payment Calculation

Procedure Code Medicaid Allowable
11440 $112.36
Total Medicaid Allowed = $112.36

Total Medicare Payment (field 59) = $117.98

Total Medicaid pays to the provider
Less than zero

Total Medicaid allowed - Total Medicare payment
$112.36 - $117.98

Therefore, the provider is paid zero by Medicaid.

Example 2: Medicare/TPL/Medicaid

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 and
enter the total payment amount including penalties and outpatient psychiatric reduction in field 59 in the
block labeled “Payment by other plan.” Medicaid deducts the total payment amount from the Medicaid
maximum allowable amount and the difference is paid to the provider. The provider must submit a paper
claim with both the Medicare voucher and the commercial insurance voucher attached.

Payment Calculation

Procedure Code Medicaid Allowable
11441 $142.55
Total Medicaid Allowed = $142.55

Total Medicare/TPL Payment (field 59) = $166.45

Total Medicaid allowed - Total Medicare/TPL payment = Total Medicaid pays to the provider
$142.55 - $166.45 = Less than zero

Therefore, the provider is paid zero by Medicaid.
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Example 3: Medicare Non-Covered Services

When a claim is denied by Medicare as noncovered, providers may file the claim electronically to
Medicaid. If Medicaid denies the claim with an EOB indicating that the claim must be filed to Medicare
first, providers must resubmit the claim to Medicaid on paper with the Medicare voucher and a Medicaid
Resolution Inquiry form attached. Medicaid will review the denial to determine if Medicaid will pay the
claim.

Payment Calculation

Procedure Code Medicaid Allowable
D2933 $104.88
D0120 $ 23.07
Total Medicaid Allowed = $127.95

Total Medicare Payment (field 59) = $0.00

Total Medicaid pays to the provider
$127.95

Total Medicaid allowed - Total Medicare payment
$127.95 - $0.00

Therefore, the provider is paid $127.95 by Medicaid.

Example 4: Medicare Non-Covered and TPL Payment

When a recipient has Medicare, commercial insurance, and Medicaid coverage and the claim is denied by
Medicare as noncovered, providers may file the claim electronically to Medicaid. If Medicaid denies the
claim with an EOB indicating that the claim must be filed to Medicare first, providers must resubmit the
claim to Medicaid on paper with the commercial payment amount entered in field 59 in the block labeled
“Payment by other plan” and the Medicare voucher and a Medicaid Resolution Inquiry form attached.
Medicaid will review the denial to determine if Medicaid will pay the claim.

Payment Calculation

Procedure Code Medicaid Allowable
D3330 $330.36
D2336 $ 71.60
D2336 $ 71.60
Total Medicaid Allowed = $473.56

Total TPL Payment (field 59) = $1,576.00

Total Medicaid pays to the provider
Less than zero

Total Medicaid allowed - Total TPL payment
$473.56 - $1,576.00

Therefore, the provider is paid zero by Medicaid.
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Example 5: Medicare Paid and TPL Non-Covered

When the recipient has Medicare, commercial insurance, and Medicaid coverage and the commercial
insurance denies the service, the provider must submit a paper claim with the Medicare payment amount
including penalties and outpatient psychiatric reduction in field 59 in the row labeled “Payment by other
plan” with the commercial insurance denial attached to the claim.

Payment Calculation

Procedure Code Medicaid Allowable
21240 $369.68
Total Medicaid Allowed = $869.68

Total Medicare Payment (field 59) = $913.16

Total Medicaid pays to the provider
Less than zero

Total Medicaid allowed - Total Medicare payment
$869.68 - $913.16

Therefore, the provider is paid zero by Medicaid.

Example 6: Medicare Applies 100 Percent of Payment Towards the Deductible

When the recipient has both Medicare and Medicaid coverage and Medicare applies 100 percent of the
Medicare allowable toward the Medicare deductible, the provider must submit a paper claim with the
Medicare voucher attached to the claim. The claim will then pay up to the Medicaid allowable.

Payment Calculation

Procedure Code Medicaid Allowable
D7920 $345.03
Total Medicaid Allowed = $345.03

Total Medicare Payment (field 59) = $0.00, Medicare voucher must be attached to the claim.

Total Medicaid pays to the provider
$345.03

Total Medicaid allowed - Total Medicare payment
$345.03 - $0.00

Therefore, the provider is paid $345.03 by Medicaid.
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Dental Claim Form Example 1:

©American Dental Association, 1999 version 2000

Medicare/Medicaid only

1. ODentist's pre-treatment estimate Specialty (see backside) 3. Carrier Name

ODentist's statement of actual services

2. [IMedicaid Claim Prior Authorization # 4. Carrier Address

OepsDT
5. City ] 6. State ’ 7.Z2p
8. Patient Name (Last, First. Middle) 9. Address ‘ 10 City 11. State
Recipient, Jare 123 Ay Strest | Aw City NC
'2 12. Date of Birth (MM/IDD/YYYY) 13. Patient ID # ‘ 14 Sex 15 Phone Number 16. Zip Code
] ( )
= / / am F !
2| 02’ 25 ' 1955] 9000000008 | Ov R | ‘s55 | 5555555 12345
17. ip to Subscriber 18. Employer/Schoo!
K self OSpouse CIChiid CIOther, Name___ Address o
19. Subs./Emp. IDH/SSN# 20. Employer Name 21 Group # 31. Is Patient covered by another plan 32. Policy #
- [INo (Skip 32-37) OYes ODental or O Medical
22. Subscriber/Employee Name (Last. First, Middie} % 33. Other Subscriber's Name
]
e
w 23 Address 24. Phone Number o | 34 Date of Birth (imoDYYYY 35. Sex 36. Plan/Program Name
: ( ) “E’ ' / OmOF
d 25 City 26. State 27. Zip Code (=] 37. Employer/School
=
w Name, Address___
@
&;‘ 28. Date of Birth (MMDD/YYYY)} 29. Marital Status 30. Sex 38. Subscriber/Employee Status
5 / ! OMarried O Single CIOther Om OF DEmployed ClPart-time Status CFult-time Student CJPart-time Student
g 39 | have been informed of the treatment plan and associated fees | agree to be responsible for all 40 Employer/School
3 charges for dental services and materiais not paid by my dental benefit plan, unless the treating Name Address
dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion of such —
charges. To the extent permitted under applicable law, | authorize release of any information relating 411 hereby authorize payment of the dental benefits otherwise payable to me directly to the
to this claim. below named dental entity
X X
Signed (Patient/Guardian) Date (MM/DD/YYYY) Signed (Employee/subscriber) Date (MM/OD/YYYY)
e——
42. Name of Billing Dentist or Dental Entity 43. Phone Number 44 Provider ID # 45. Dentist Soc. Sec. or T.IN.
Joe Derttist ¢ 555" 555-5555
46. Address 47 Dentist License # 48 First visit date of current [ 48. Place of treatment
]
% 123 Any Street series Hoffice OHosp. ECF CJOther
=
& | sociy 51 State | 52 Zip Code 53 Radiographs or models enclosed? 54 Is treatment for orthodontics? CJYes CINo
o) .
o Arly C]_ty NC 12345 OYes, How many?. ONo If service already commenced:
z
3 55_If prosthesis (crown, bridge. dentures), is this if no, reason for replacement. Date of prior placement Date appliances placed Total mos. of treatment
= initial placement? [ Yes ONo - B remaining
56 Is treatment result of occupational liness or injury? CINo [ Yes 57, 1s treatment result of. Llauto accident? LJother accident? Cneither
Brief description and dates Brief description and dates,

58 Diagnosis Code Index (optional)
2 __

1 ] 3 4 5 6 _ 7 8
59 Examination and treatment plans — List teeth in order
Date (MM/DD/YYYY) Tooth Surface Diagnosis Index # Procedure Code Qty Description Fee Admin. Use Only
10 05 2002 11440 1 Ramoval skin lesion 457,00
|
i
i
80. identify all missing teeth with e manant Prmary Total Fee 457'(x)
12 3 4 5 6 1 8 9 10 11 12 13 14 15 16 ABCDE F G H i J | Paymentbyother plan 117.98
32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 TSRQFP ONMLK Max Allowable
61 Remarks for unusual services Deductible
Carrier %
Carrier pays
Patient pays

procedures.

x_Joe Dentist, TI6

Slﬁﬂed (Treating Dentist)

License # Date (MM/DDYYYY)
—— s

62. | hereby certify that the procedures as indicated by date are in progress (for procedures that require multiple visits) or
have been completed and that the fees submitted are the actual fees | have charged and intend to collect for those

63. Address where treatment was performed

64. City 65.State 66. Zip Code

©American Dental Association, 1999
J588 (Same as ADA Dental Claim Form) — J589, J580. J591

To Reorder, call 1-800-347-4746
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Dental Claim Form

Example 2:

©American Dental Association, 1999 version 2000

Medicare/TPL/Medicaid

1 [Dentist's pre-treatment estimate S

D Dentist's statement of actual services

pecialty (see backside) 3. Carrier Name

2. OMedicaid Clam

Prior Authorization #

4. Carrier Address

OEPSDT
5 City l 6 State ‘ 7.2p
8. Patient Name (Last, First, Middle) 9 Address 10. City ‘ 11. State
| pecipient, Jore 123 Ay Street Ay City | T
E 12. Date of Birth (MM/DD/YYYY) 13. Patient ID # 14. Sex 15 Phone Number 16. Zip Code
w
£ 02, ; 1955 om o | (555 1555-5555
& 17. Relationship to Subscriber/Employee: 18. Employer/School
X6elf (Spouse CIChild OOther Name_ Address,
s —
19. Subs /Emp. ID#/SSN# 20. Employer Name 21. Group # 31. Is Patient covered by another plan 32. Policy #
DINo (Skip 32-37) DYes: ODental or O Medical
[
22 Subscriber/Employee Name (Last. First, Middie) “6’ 33 Other Subscriber's Name
)
o
ﬁ 23 Address 24. Phone Number : 34. Date of Birth (MM/DD/YYYY) 35. Sex 36. Plan/Program Name
z ( ) z i / OmaF
g | 25 Ciy 26. State 27. Zip Code O [ 37 Employer/School
5 Name_ Address__
x
g 28. Date of Birth (MM/DD/YYYY) 29. Marital Status 30. Sex 38. Subscriber/Employee Status
g / ! OMarried O Single C1Other Oom aF CIEmployed CIPart-time Status [JFull-time Student OPart-time Student
£ 39 | have been informed of the treatment plan and associated fees. | agree to be responsible for all 40. Empioyer/School
a charges for dental services and materials not paid by my dental benefit pian, unless the treating Name Address
dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion of such ———
charges. To the extent permitted under applicable law. | authorize release of any information relating 41 [ hereby authorize payment of the dental benefits otherwise payable to me directly to the
to this claim below named dental entity
X_
Signed (Patient/Guardian) Date (MM/DD/YYYY) Signed (Employee/subscriber) Date (MM/DDIYYYY)
42 Name of Billing Dentist or Dental Entity 43. Phone Number 44, Provider 1D # 45. Dentist Soc. Sec. or T.L.N.
3 ( )
Joe Dentist 555 ' 555-5555
46. Address 47. Dentist License # 48 First visit date of current [ 49. Place of treatment
% | 123 Any Strest series §office OlHosp. OECF ClOther
=
5 50. City 51. State 52. Zip Code 53 Radiographs or models enclosed? 54. Is treatment for orthodontics? D Yes ONo
a .
o A[‘Iy C]_ty NC 12345 OYes. How many? OINo If service already commenced:
z
3 55 _if prosthesis (crown, bridge, dentures), is this If no, reason for replacement: Date of prior placement Date appliances placed Total mos. of treatment
o | initial placement? OYes ONo _ . remaining
56 Ts treatment result of occupational riiness or injury? TJNo O Yes 57, Is treatment result of. Llauto accident? CJother accident? Oneither
Brief description and dates, Brief description and dates____

58 Diagnosis Code Index (optional)

1 2 3 4 _ 5 6 7 _ 8
§9. Examination and treatment plans — List teeth in order
Admin. Use Only
Date (MM/OD/YYYY} Tooth Surface Diagnosis Index # Procedure Code Qty Description Fee
10 052002 11441 1 | Bgcision, other benion other 350.00
i
i i
60. Identify all missing teeth with "X
Permanent Primary Total Fee 350-m
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 18 ABCDE 1 FGHIJ Payment by other plan 166. 45,
32 31 30 29 28 27 26 25 2423 22 21 20 18 18 17 TSRQP | ONMLK Max. Allowable
61. Remarks for unusual services Deductible
Carrier %
Carrier pays
Patient pays

procedures

x _Joe Dentist, T8
Signed (Treating Dentist)

License # Date (MM/DD/YYYY}
— e

62 | hereby certify that the procedures as indicated by date are in progress {for procedures that require multiple visits) or
have been completed and that the fees submitted are the actual fees | have charged and intend to collect for those

63. Address where treatment was performed

64. City 65.State 66. Zip Code

©American Dental Association, 1999
J588 (Same as ADA Dental Claim Form) ~ J589, J590, J591

To Reorder, call 1-800-847-4746
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Dental Claim Form Example 3: Medicare Non-covered Services
©American Dental Association, 1999 version 2000
1. DDentist's pre-treatment estimate Specialty (see backside) 3. Carrier Name
Dl Dentist's statement of actual services JM
2. OMedicaid Claim Prior Authorization # 4. Carrier Address
DEPSDT —
5. City ‘ 6 State ‘ 7 Zip
8 Patient Name (Last. First, Middie) 9. Address 10. City 11 State
, Jare Street Ay City N
'E 12. Date of Birth (MM/DD/YYYY) 13. Patient ID # 4 Sex 15. Phone Number 16. Zip Code
]
£ 10, 15 11998 900000000W om ®F | ' 555’ 555-5555 12345
& I™77 Reiationship to Subscriber/Empioyee: T8 Employer/School
R Self Spouse OcChiid CIOther, Name. Address _
19. Subs./Emp. ID#/SSN# 20. Employer Name 21. Group # 31. s Patient covered by another plan ‘ 32. Policy #
[No (Skip 32-37) DOYes ODental or O Medical ‘
”
22 Subscriber/Employee Name (Last, First. Middle) g 33 Other Subscriber's Name
pr)
4
w 23. Address 24. Phone Number © 34 Date of Birth (MM/DD/YYYY) 35. Sex 36. Plan/Program Name
: ( ) “E’ ' / Om OF
g 25 cy 26 State 27. Zip Code © |37, Empioyer/Schoot
EJ Name. Address _
4
H-f 28. Date of Birth (MM/DD/YYYY) 29. Marital Status 30. Sex 38 Subscriber/Employee Status
g / 1 CIMarried OSingle ClOther Oom Orf DEmployed [1Part-time Status [JFull-time Student [JPart-time Student
% 39. | have been informed of the treatment plan and associated fees. | agree to be responsibie for all 40. Emptloyer/School
a charges for dental services and materials not paid by my dental benefit plan, unless the treating Name Address
dentist or dental practice has a contractual agreement with my ptan prohibiting all or a portion of such
charges. To the extent permitted under applicable law, | authorize reiease of any information relating 41 | hereby authorize payment of the dental benefits otherwise payable to me directly to the
to this ciaim below named dental entity
X X
Signed (Patient/Guardian) Date (MMWDDNYYYY) Signed (Employee/subscriber) Date (MMIODIYYYY)
42 Name of Billing Dentist or Dental Entity 43. Phone Number 44 Provider ID # 45 Dentist Soc. Sec. or T.I.N.
. ( )
- Dentist 555" 555-5555
46. Address 47. Dentist License # 48, First visit date of current 49 Place of treatment
% Ay Strest series Xoffice OHosp. ECF OOther
=
E 50. City 51. State 52. Zip Code 53. Radiographs or models enclosed? 54 |s treatment for orthodontics? OYes [INo
) .
© Any (:]_ty NC 12345 [JYes. How many? ONo If service already commenced.
z
3 55, If prosthesis (crown, bridge, dentures). is this if no. reason for repiacement Date of prior placement Date appliances placed Total mos. of treatment
@ | initial placement? CYes ONo remaining
56. 1s treatment result of occupational iliness or injury? CONo [ Yes 57 Is treatment result of Llauto accident? Clother accident? Clneither
Brief description and dates, Brief 1 and dates
58 Diagnosis Code Index (optional)
1 2 3 4 5 6 ! e
53 Examination and treatment plans — List teeth in order
Admin. Use Only
Date (MM/OD/YYYY} Tooth Surface Diagnosis Index # Procedure Code Qty Description Fee
04 02 2002 16 D2933 1 Prefab_SS crown 334.00 |
04 02, 2002 D0120 Periodic Oral Bval 125.00
|
|
60. Identify all missing teeth with “X" Total F
Permanent Primary otal Fee 459. 00
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 ABCDE FGHIJ Payment by other plan
32 31 30 29 28 27 26 25 2423 22 2t 20 18 18 17 TSRQP i ONMLK Max Allowable
61. Remarks for unusual services Deductible
Carrier %
Carrier pays
Patient pays
62. | hereby certify that the procedures as indicated by date are in progress (for procedures that require multiple visits) or 63. Address where treatment was performed
have been completed and that the fees submitted are the actual fees | have charged and intend to collect for those
procedures.
. 64. City 65.State 66 Zip Code
x___Joe Dentist, IS
Slgned sTreatmﬁ Dentist) License # Date (MMODYYYY)
g see—
©American Dental Association, 1999 To Reorder, call 1-800-947-4746

J588 (Same as ADA Dental Claim Form} — J589, J590, J591
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Dental Claim Form Example 4: Medicare Non-covered and TPL Payment
©American Dental Association, 1999 version 2000
1. ODentist’s pre-treatment estimate Specialty (see backside) 3. Carrier Name
D Dentist's statement of actual services 7900000
2. OMedicaid Claim Prior Authorization # 4. Carrier Address
OepsDT
5. City | 6.State | 7 Zp
|
8 Patient Name (Last. First, Middle) 9. Address 10. City 11 State
" Recipient, Jare 123 any Street Any City NC
z 12. Date of Birth (MM/DO/YYYY) 13. Patient ID # 14. Sex 15 Phone Number 16. Zip Code
w
w {
g 10/ 15 7 1958 900000000K Om  R&F 555 ’555-5555 12345
& 17 Relationship to Subscriber/Employee 18 Employer/School
Gtself OSpouse OChild OOther Name e Address____
19. Subs /Emp. ID#/SSN# 20. Employer Name 21 Group # 31. Is Patient covered by another plan 32 Policy #
N ONo (Skip 32-37) Oves. ODental or O Medical
22. Subscriper/Employee Name (Last. First, Middle) g 33 Other Subscribers Name
p)
o
H 23. Address 24 Phone Number : 34. Date of Birth (MM/DD/YYYY) 35 Sex | 36. Pian/Program Name
: “E‘ / ' OomoOF |
g' 25. City 26. State 27. Zip Code =] 37. Employer/School
w Name Address —
o«
g 28. Date of Birth iMmM/DD/YYYY) 29. Marital Status 30. Sex 38. Subscriber/Employee Status
x ! / O Married O Single O Other Om OF OEmployed OPart-time Status OFull-time Student [JPart-time Student
2 33 | have been informed of the treatment plan and associated fees. | agree to be responsibie for alt 40. Employer/School
3 charges for dental services and materials not paid by my dental benefit plan, unless the treating Name Address
dentist or dental practice has a contractual agreement with my ptan prohibiting ali or a portion of such
charges. To the extent permitted under applicable law, | authorize release of any information relating 21 | hereby authorize payment of the dental benefits otherwise payable to me directly to the
to this claim below named dental entity.
X
Signed (Patient/Guardian) Date (MM/DO/YYYY) Signed (Employee/subscriber) Date (MMDDYYYY)
—
42 Name of Biling Dentist or Dental Entity 43. Phone Number 44 Provider ID # 45 Dentist Soc. Sec. or T.ILN
s )
Joe Dentist ' 555 555-5555 8900000
46 Address 47 Dentist License # 48 First visit date of current 48 Place of treatment
:@, 123 Ay Street series foftice OHosp. CIECF DlOther
il 50 City 51. State 52. Zip Code 53 Radiographs or models enclosed? 54 Is treatment for orthodontics? [ Yes CINe
[}
) 3 Oves. How many? ONo If service already commenced
o | Ay City NC 12345 Y Y
] 55. if prosthesis (crown. bridge, dentures), is this If no, reason for replacement. Date of prior placement Date appliances placed Total mos. of treatment
@ initial placement? O Yes OINo remaining
56. Is treatment result of occupational iltness or injury? OONe [J Yes 57. Is treatment result of Cauto accident? Clother accident? Olneither
Brief description and dates Brief description and dates,

58 Diagnosis Code Index (optional)
1 2 3 4. 5 6 7 8.

59 Examination and treatment plans — List teeth in order

Admin. Use Ont
Date (MM/IDD/YYYY) Tooth Surface Diagnosis Index # Procedure Code Qty Description Fee ' e Y

10 052002 D3330 1
10 052002 D2336 11 o 1545.00;
10 05 2002 D2336 11 '

60. identify ail missing teeth with "X"
Permanent Primary Total Fee 6684.008
12 3 4 5 6 7 8 9 10 11 12 13 14 15 16 ABCDE , FGHIUJ Payment by other plan T1576.
32 31 30 29 28 27 26 25 2423 22 21 20 19 18 17 TSRQP ONMLK Max Allowable
61 Remarks for unusual services Deductible
Carrier %
Carrier pays
Patient pays

62 | hereby certify that the procedures as indicated by date are in progress (for procedures that require multiple visits) or 83 Address where treatment was performed
have been completed and that the fees submitted are the actual fees | have charged and intend to collect for those
procedures.
64 City 65 State 66 Zip Code
x Joe Dentist, TS -
Signed (Treating Dentigt) License # Date (MMDDIYYYY}
SRR AR o — ———
©American Dental Association, 1999 To Reorder, call 1-800-947-4746

J588 (Same as ADA Dental Claim Form) — J589, J590, J591
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Dental Claim Form le 5

©American Dental Association, 1999 version 2000

Medicare Paid and TPL Non-covered

1. ODentist's pre-treatment estimate Specialty (see backside) 3. Carrier Name
D Dentist's statement of actual services
2. OMedicaid Claim Prior Authorization # 4. Carrier Address
OepsDT
5. City ‘ 6. State 1 7.2p
8. Patient Name (Last. First, Middle) 9. Address 10 City 11 State
_ , Jae 123 Strest Ay City N
z 12. Date of Birth (MM/DD/YYYY) 13. Patient ID # 14. Sex 15 Phone Number 16. Zip Code
r]
u ( )
g 20 22 71955 | 900000000K oM gF 555 © 555-5555 12345
i KK to Subscr 78 Employer/School
GYSelf Ospouse OIChild CIOther | Name____ Address
19. Subs./Emp. ID#/SSN# 20. Employer Name 21. Group # 31 Is Patient covered by another pian 32 Policy #
ONo (Skip 32-37) OvYes: DDental or O Medical
«
22 Subscriber/Empioyee Name (Last, First, Middle) g 33 Other Subscriber's Name
pr]
o
w 23 Address 24. Phone Number ; 34. Date of Birth (MM/IDD/YYYY} 35 Sex 36. Plan/Program Name
—
x g i / | OmOF
i 25. City 26. State 27. Zip Code o 37 Employer/School
E Name, Address,
o«
‘f.ﬂ 28. Date of Birth (MM/DD/YYYY) 29. Marital Status 30. Sex 38. Subscriber/Employee Status
g 1 / [OMarried O Single O Other Om ar [JEmployed ClPart-time Status CIFull-tme Student [JPart-time Student
g 39. 1 have been informed of the treatment pian and associated fees. | agree to be responsible for ail 40. Employer/School
3 charges for dental services and materials not paid by my dental benefit plan, uniess the treating Name Address.
dentist or dental practice has a contractual agreement with my plan prohibiting ail or a portion of such —_—
charges. To the extent permitted under applicable law, | authorize release of any information refating 41 | hereby authorize payment of the dental benefits otherwise payable to me directly to the
to this claim below named dental entity
X
Signed (Patient/Guardian) Date (MM/DDYYYY) Signed (Employee/subscriber) Date (MM/DD/YYYY)
42. Name of Billing Dentist or Dental Entity 43. Phone Number 44. Provider 1D # 45, Dentist Soc. Sec. or T.IN.
. ( )
Joe Dentist 555 555-5555
46. Address 47, Dentist License # 48. First visit date of current 48 Place of treatment
.
® series Office OHosp. JECF ClOther
E Street R °
z 50. City 51. State 52. Zip Code 53. Radiographs or models enclosed? 54. 1s treatment for orthodontics? C1Yes COINo
a .
) Any (:Lty N 12345 DYes. How many? DONo If service aiready commenced
z
3 55. If prosthesis {crown. bridge, dentures). is this If no, reason for repiacement. Date of prior placement Date appliances placed Total mos. of treatment
@ | initial ptacement? OYes OONo . remaining
56. Is treatment result of occupational iliness or injury? OINo [J Yes 57 Is treatment resuft of. Llauto accident? CJother accident? Clneither
Brief description and dates Brief description and dates,
58 Diagnosis Code Index (optional)
1 2 _ 3 4 5 6 7 8
59 Examination and treatment ptans — List teeth in order
Admin. Use Only
Date (MM/DDIYYYY) Tooth Surface Diagnosis Index # Procedure Code Qty Description Fee
T
10 10 2002 21240 |1 1100.00
! |
T
|
| I
|
1
T
i
|
60. Identify all missing teeth with *X" |
fy g teetw P | Total Fee
F rimary 1100
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 ABCDE | FGHIJ Payment by other plan a13 1
32 31 30 29 28 27 26 25 2423 22 21 20 19 18 17 TSRQP ONMLK Max. Aliowable
61. Remarks for unusual services Deductible
Carrier %
| Carrier pays
Patient pays
62 | hereby certify that the procedures as indicated by date are in progress (for procedures that require multipie visits} or 63. Address where treatment was performed
have been completed and that the fees submitted are the actual fees | have charged and intend to collect for those
rocedures.
P & Ciy G5 State | 66. Zip Code
x__Joe Dentist, IT6
Signed ! Treating Dentist) License # Date iMM/DD/YYYY)
Lo ey —— sam—

©American Dental Association, 1999
J588 (Same as ADA Dental Claim Form) - J589, J590. J591

To Reorder, call 1-800-947-4746
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Dental Claim Form Exanple 6

©American Dental Association, 1999 version 2000

100% Medicare Deductible/Paper/Voucher Attached

1 ODentist's pre-treatment estimate Specialty (see backside)

ODentist's statement of actual services

3. Carrier Name

2. OMedicaid Claim Prior Authorization #

4. Carrier Address

OepPsDT
5 City 1 6. State ‘ 7 Zip
8 Patient Name (Last. First, Middie) 9. Address 10. City 11. State
Recipient, Jare 123 Ay Strest any City | NC
% 12. Date of Birth (MM/DD/YYYY} 13. Patient ID # 14. Sex 15. Phone Number 16. Zip Code
E 20 22 1947 | 900000000K om fgrF | ‘555 ' 555-5555 12345
o 17 to Subscriber 18. Employer/School
Oself OSpouse OcChild OOther _ Name, Address__
——
19. Subs /Emp. ID#/SSN# 20. Employer Name 21. Group # 31. is Patient covered by another pian 32. Policy #
" DONo (Skip 32-37) DYes: ODental or [J Medical
22 Subscriber/Employee Name (Last. First, Middle) g 33. Other Subscriber's Name
pur]
o
w 23. Address 24. Phone Number ; 34. Date of Birth (MMDD/YYYY) 35. Sex 36. Plan/Program Name
z ( ) £ i / omOF
§ 25 City 26. State 27 Zip Code o [ 37, Employer/School
w Name Address .
4
g 28. Date of Birth (MM/DD/YYYY) 29. Marital Status 30. Sex 38. Subscriber/Employee Status
x / / OMarried OSingle O Other Oom OF DOEmployed CiPart-time Status CIFull-time Student [lPart-time Student
‘£ 39 | have been informed of the treatment plan and associated fees. | agree to be resp for all 40. Emp 100!
a charges for dental services and materials not paid by my dental benefit plan, uniess the treating Name Address
dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion of such - —
charges. To the extent permitted under applicable law. | authorize reiease of any information relating 41| hereby authorize payment of the dentai benefits otherwise payable to me directly to the
to this claim below named dental entity
X__
Signed (Patient/Guardian) Date (MMDDYYYY} Signed (Employee/subscriber) Date (MMDD/YYYY)
42. Name of Biiling Dentist or Dental Entity 43. Phone Number 44, Provider ID # 45. Dentist Soc. Sec. or T.LN.
. )
Joe Dentist (555 555-5555 8900000
46. Address 47. Dentist License # 48. First visit date of current 49. Place of treatment
% 1123 Ay Street series GRofice ClHosp. CIECF CIOther
[
Z {50 Cy 51. State 52. Zip Code 53 Radiographs or models enclosed? 54 Is treatment for orthodontics? C1Yes LINo
c .
o Any C]_ty NC 12345 Oes, How many? ONe f service already commenced:
z
3 55 If prosthesis (crown, bridge. dentures), is this if no, reason for replacement: Date of prior placement Date appliances placed Total mos. of treatment
o initiat placement? OYes CINo . remaining
56. Is treatment result of occupational iliness or injury? DONo O Yes 57, 1s treatment result of. [Jauto accident? Cother accident? Dneither
Brief description and dates, Brief description and dates

58. Diagnosis Code Index (optional)
1 2 3 4 5 __ 6 7 8
59. Examination and treatment plans — List teeth in order
Date (MMDD/YYYY) Tooth Surface Diagnosis Index # Procedure Code Qty Description Fee Admin. Use Onty
117 1272002 D7920 1 | skin Graft 350.00
|
|
|
T
1 X
B0. ldentify all missing teeth with :e,mane,‘ prmary Total Fee 350.00
1 2 3 4 5 6 7 8 g 10 11 12 13 14 15 18 ABCDE i FGHIUJ Payment by other plan O-m
32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 TSRQP | ONMLK Max._ Allowable
61 Remarks for unusual services Deductible
Carrier %
Carrier pays

| Patient pays

62 | hereby certify that the procedures as indicated by date are in progress
have been completed and that the fees submitted are the actual fees | have
procedures.

x __Joe Dentist, T8

(for procedures that require multiple visits) or 63 Address where treatment was performed

charged and intend to collect for those

64 City

License #
e

Signed (Treating Dentist) i

Date (MMDDYYYY)
—————

65.State 66. Zip Code

©American Dental Association, 1999
J588 (Same as ADA Dental Claim Form) — J589, J590, J591

To Reorder, call 1-800-847-4746
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Medicaid Claim Resolution Inquiries

Instructions for Completing the Medicaid Resolution Inquiry Form

The Medicaid Resolution Inquiry form is used only to submit claims for time limit overrides, TPL
overrides, and other claims requiring overrides prior to processing (e.g., Medicare Part A, Medicare Part
B, etc.). Send the completed form along with the claim, copies of the Remittance and Status Reports
(RAs), and any other related information to the address listed on the form.

Include the following information on the form:
Provider number — indicate the billing provider number.

Provider name and address — indicate the billing provider name and address.
Recipient name — enter the recipient’s name exactly as it appears on the MID card.

Recipient ID — enter the recipient ID as it appears on the MID card.

1

2

3

4

5. Date of Service — indicate the specific date(s) of service.

6 Claim number — indicate the internal control number (ICN) if the claim was previously processed.
7 Billed amount — enter the total amount billed on the claim.

8 Paid amount — enter the amount paid on the original claim (if applicable).

9 RA date — enter the date the original claim was paid (if applicable).

10. Specific reason for inquiry — this is the area to note your request, such as time limit override, or
TPL and Medicare overrides. This space is also used to indicate any attachments such as RAs,
medical records, TPL or Medicare insurance vouchers, etc.

11. Signature of sender.
12. Date — indicate the date the adjustment request is submitted (mailed).

13. Phone number — indicate the area code and telephone number of the person completing form.

Refer to page 29 for a copy of the Medicaid Resolution Inquiry form. The form is also available on
DMA'’s website at http://www/dhhs.state.nc.us/dma.
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MEDICAID RESOLUTION INQUIRY
MAIL TO:

EDS PROVIDER SERVICES

P O BOX 300009

RALEIGH, NC 27622

Please Check: [ Claim Inquiry [ Medicare Override  OTime Limit Override  OThird Party
Override

NOTE: PLEASE USE THIS FORM FOR OVERRIDES AND INQUIRIES ONLY.
CLAIM, RAs, AND ALL RELATED INFORMATION MUST BE ATTACHED.
| ADJUSTMENTS WILL NOT BE PROCESSED FROM THIS FORM. |

Provider Number:

Provider Name and Address:

Patient’s Name: Recipient ID:
Date of Service: From: [ to [ Claim Number:
Billed Amount: Paid Amount: RA Date:

Please Specify Reason for Inquiry Request:

Signature of Sender: Date: Phone #:

TO BE USED BY EDS ONLY

Remarks:
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Remittance and Status Reports

Changes have been made to the location of crossover claims listed on the Remittance and Status Report
(RA). Medicare Part B claims filed on the CMS-1500 claim form with dates of service on or after
October 1, 2002 are no longer listed under the Paid Claims Professional Crossovers or Denied Claims
Professional Crossovers sections of the RA. These claims are now listed under the Paid Claims Medical
or Denied Claims Medical sections.

Medicare Part B claims filed on the UB-92 claim form with dates of service on or after October 1, 2002
no longer appear under the Paid Claims Outpatient Crossovers or Denied Claims Outpatient Crossovers
sections. These claims are now listed under Paid Claims Outpatient or Denied Claims Outpatient
sections.

Medicare Part B claims filed on the ADA claim form with dates of service on or after October 1, 2002 no
longer appear under the Paid Claims Dental Crossovers or Denied Claims Dental Crossovers sections.
These claims are now listed under Paid Claims Dental or Denied Claims Dental sections.

The RA also shows the complete payment amount for both Medicare and commercial insurance on the
TPL= footer of the claim information section. Refer to page 35 and 36 for examples of these changes.
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RECIPIENT, JOE
NORTH CAROLINA MEDICAID 123 ANY STREET
REMITTANCE AND STATUS REPORT ANY CITY, NC 12345
PROVIDER NUMBER 7700000 REPORT SEQ. NUMBER DATE 10/01/2002 PAGE 2
NAME SERVICE DATE DAYS | PROCEDURE/ACCOMODATION/DRUG | TOTAL NON TOTAL | PAYABLE | PAYABLE | OTHER PAID | EXPLA-
RECIPIENT FROM TO OR CODE AND DESCRIPTION BILLED | ALLOWED | ALLOWED | CUTBACK | CHARGE | DEDUCTED | AMOUNT | NATION
ID UNITS CHARGES CODES
Paid Claims
Medical
RECIPIENT JOE A CO=92 RCC= CLAIM NUMBER= 252002001001001NCXIX
900000000k MED REC= 123456 ATTN PROV= 7700000
NCXIX 10302002 10302002 1 B E0260 HOSPIBEDW/ANY 160 00 4000 12000 00 12000 10653 1347 97
DEDUCTBLE= .00PAT LIAB= .00CO PAY= .00 TPL= 106.53 160 00 4000 12000 00 12000 10653 1347
ORIGINAL BILLED AMOUNT= 160.000RIGINAL DETAIL COUNT = 1 TOTAL FINANCIAL PAYERS= 1
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NORTH CAROLINA MEDICAID RECIPIENT, JOE
REMITTANCE AND STATUS REPORT 123 ANY STREET
ANY CITY,NC 12345
PROVIDER NUMBER 7700000 REPORT SEQ. NUMBER DATE 10/01/2002 PAGE 2
NAME SERVICE DATE DAYS | PROCEDURE/ACCOMODATIONDRUG | TOTAL | NON TOTAL | PAYABLE | PAYABLE| OTHER | PAD | EXPLA-
RECIPIENT FROM TO OR CODE AND DESCRIPTION BILLED | ALLOWED| ALLOWED | CUTBACK | CHARGE | DEDUCTED| AMOUNT| NATION
D UNITS CHARGES CODES
a | i i a | |
Denied Claims ! ! ! ! ! ! !
| i i ! | | |
Medical i i i i i i i
RECIPIENT JOE A CO=92 RCC= CLAIM NUMBER= 252002001001001NCXIX ! ! : i : :
900000000k i MED REC= 123456 i i ATTN PROV= 7700000
)

NCXIX 10302002 10302002 1B  E0260 HOSPIBED W/ANY 16900 4000 12000 00 00 100 00 68
i i i i i i i
. N M i . . .
DEDUCTBLE= 00 PATLIAB= .00 COPAY= .00 TPL= 00 16600 4000 120 ho 00 ) 100 )
ORIGINAL BILLED AMOUNT= 160.00 ORIGINAL DETAIL COUNT = 1 TOTAL FINANCIAL PAYERS=! 1! ! !
[} ] M M H ‘
i i i i i i i
i i i i i i i
i i i i i i i
i | i i a | |
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North Carolina Medicaid Program Automated Voice Response System
24 Hours Per Day
1-800-723-4337
Except 1:00 a.m. to 5:00 a.m. on the 1%, 2", 4™ & 5™ Sunday,
and 1:00 a.m. to 7:00 a.m. on the 3" Sunday

The Automated Voice Response (AVR) system allows enrolled providers to readily access detailed information
pertaining to the North Carolina Medicaid program. Using a touch-tone telephone, providers may inquire about the
following:

@ Checkwrite Information
@ Prior Approval Information
@ Refraction Benefit Limitation

Current Claim Status
Procedure Code Pricing
Hospice Participation
Managed Care Enrollment
(Carolina ACCESS or HMO)

@ Drug Coverage Information
@ Recipient Eligibility Verification
@& Dental Benefit Limitations

Refer to the following transaction codes and information before placing your call. (Note: Providers will be allowed
up to 15 transactions per call.)

Transaction

Description

Required Information

1 Verify Claim Status Provider number, MID, “FROM DOS,” total billed amount
2 Checkwrite Information Provider Number
3 Drug Coverage Provider Number, Drug Code, and DOS
4 Procedure Code Pricing and Provider Number, Procedure Code, Type of Treatment Code or
Modifier Information Modifier Code
5 Prior Approval Provider Number, Procedure Code, Type of Treatment Code or
Modifier Code and MID
6 Recipient Eligibility and Provider Number, MID or SSN#, DOS, and “FROM DOS”
Coordination of Benefits and
Managed Care Status Note: Response includes: HMO or Carolina ACCESS PCP Name,
Phone Number
7 Sterilization Consent or Provider Number, MID, and DOS
Hysterectomy Statement
9 To Repeat Options 1-7

Quick Keys Are No Longer Valid

Alphabetic Data Table
The following table is a reference for using alphabetic data. Use the numeric codes to identify the letters necessary.
Be sure to place an * before entering the numeric codes.

A-*21 E- *32 I- *43 M-*61 Q- *11 U- *82 Y- *93
B- *22 F- *33 J- *51 N- *62 R- *72 V- *83 Z- *12
C- *23 G- *41 K- *52 O- *63 S- *73 W-*91
D- *31 H- *42 L- *53 pP- *71 T- *81 X-*92

The alphabetic code is represented by two digits. The first digit is the sequential number of the telephone keypad
where the alphabetic character is located. The second digit is the position of the alphabetic character on the key.
For example, “V” is on key #8 in the third position, thus 83.

Note: Refer to the July 2001 Medicaid Special Bulletin for detailed instructions. This Special Bulletin can also be
accessed through the Internet on DMA’s website at http://www.dhhs.state.nc.us/dma.
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