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Section 1. Who’s Who

What Is Medicaid?

Title XIX of the Social Security Act (Medicaid) is a medical assistance program administered in
North Carolina by the Division of Medical Assistance (DMA). Medicaid is a health insurance
program that services low-income individuals, families, children, seniors, and people with disabilities
that cannot afford health care costs.

Eligible recipients receive medical care from providers enrolled in the program, who then bill Medicaid
for services. Updated coverage information and changes are issued in monthly Medicaid bulletins and
through provider visits and seminars. Medical coverage information and Medicaid bulletins are available
on DMA’s website at http://www.ncdhhs.gov/dma/provider/.

What Is NC Health Choice?

Title XXI of the Social Security Act provides funds to states to enable them to initiate and expand the
provision of child health assistance to uninsured, low-income children (42 U.S.C. 1397a). The North
Carolina General Assembly established the North Carolina Health Choice for Children Program (State
Children’s Health Insurance Program) in 1998. The Health Choice Program serves children ages 6
through 18 (until the last day of the month in which they turn 19) years of age. Children living in families
with income too high to qualify for Medicaid may qualify for Health Choice if their family income is
from 101% to 200% of the Federal Poverty Level and they meet all other eligibility requirements.

Health Choice is funded with Federal Title XXI funds, State funds appropriated by the General Assembly,
and any other non-appropriated funds that are made available to the Program. Unlike Medicaid, the NC
Health Choice for Children Program (hereafter referred to as Health Choice) is not an entitlement
program, and as a result may experience funding and enrollment limits. See Section 12 for additional
information on the NC Health Choice Program.

Centers for Medicare and Medicaid Services

The Centers for Medicare and Medicaid Services (CMS) is the federal agency that regulates and oversees
all state Medicaid programs. CMS is responsible for enforcing the administrative simplification
provisions of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), including
national standards for electronic health care transactions, code sets, and National Provider Identifiers. In
addition, CMS is responsible for developing the National Correct Coding Initiative (NCCI), a program
designed to prevent improper payments when a provider submits incorrect procedure code combinations
or to avoid payments of units of service that are medically unlikely to be correct.

Department of Health and Human Services

The N.C. Department of Health and Human Services (DHHS) oversees the administration of numerous
health care programs in the State of North Carolina, including Medicaid. The Department is divided
into 30 divisions and offices. DHHS divisions and offices fall under four broad service areas: health,
human services, administrative, and support functions. DHHS is the largest agency in state government,
responsible for helping poor North Carolinians achieve economic independence, while ensuring the
health, safety, and well being of all North Carolinians, providing the human service needs for fragile
populations like people who are mentally ill, deaf, blind and developmentally disabled.
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Division of Medical Assistance

The mission of the Division of Medical Assistance (DMA\) is to provide access to high-quality, medically
necessary health care for eligible North Carolina residents through cost-effective purchasing of health
care services and products. DMA administers the N.C. Medicaid Program by:

Interpreting federal laws and regulations as they relate to the Medicaid program
Overseeing regulatory affairs (Medicaid State Plan and N.C. Administrative Code)
Providing outreach and education to providers and recipients

Establishing, publishing and monitoring clinical policy

Establishing all fees and rates

Establishing and overseeing provider enrollment and termination requirements
Maintaining third-party insurance files and conducting recipient financial recovery activities
Maintaining the Eligibility Information System (EIS)

Administering Medicaid managed care programs

Publishing Medicaid bulletins and other communication tools

Monitoring program fraud, waste, and abuse

County Departments of Social Services
Each county department of social services (DSS) is responsible for

Determining recipient eligibility for Medicaid

Enrolling recipients in managed care programs

Maintaining all recipient eligibility files

Providing adult care home (ACH) enhanced care prior approval and case management services

Division of Medical Assistance: Organization Roles

DMA is the state agency responsible for the administration of the N.C. Medicaid program. DMA is
organized into various administrative sections with responsibilities as outlined below.

Recipient and Provider Services

The Recipient and Provider Services section is responsible for establishing recipient eligibility policy and
maintaining the Eligibility Information System. DMA field staff provides management consultation and
technical assistance to county DSS staff and are responsible for training DSS staff on eligibility and EIS
issues. This section is also responsible for provider enrollment and termination policy, claims analysis,
time limit overrides, and provider education. The Provider Services unit works closely with CSC and HP
Enterprise Services (HPES) to provide customer service support and to monitor activities such as provider
enrollment, seminar planning, provider visits, and Medicaid bulletins.
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Community Care of North Carolina/Carolina ACCESS

Within Recipient and Provider Services, the Managed Care section is responsible for the administration of
the Community Care of North Carolina/Carolina ACCESS (CCNC/CA) program and ACCESS II/11I.
Refer to Section 5, Managed Care Provider Information and Section 12, NC Health Choice, for
additional information about managed care programs and providers.

This activity includes:

Developing and implementing managed care policy for CCNC/CA

Recruiting and educating providers to participate as primary care providers (PCPs)

Furnishing technical assistance to providers and the community

Developing ACCESS II/111 in conjunction with the Office of Rural Health and Community Care
Monitoring contractual compliance

Staffing the Customer Service unit

Clinical Policy and Programs

The Clinical Policy and Programs section is responsible for the overall administration of programs and
clinical services covered by the N.C. Medicaid and N.C. Health Choice programs. The Clinical Policy
and Programs section establishes policies and procedures for the provision of all Medicaid and NC Health
Choice-covered services and provides prior approvals for some Medicaid and NC Health Choice
procedures and services.

Behavioral Health Unit

The Behavioral Healthcare Services Unit within Clinical Policy is responsible for program and policy
development and management in the behavioral health (mental health, developmental disabilities and
substance abuse) service areas that include Medicaid funded psychiatric hospitals, psychiatric units in
general hospitals, private providers of community based behavioral health services , residential treatment
services for children and adolescents, intermediate care facilities for the mentally retarded, Community
Alternatives Program for persons with Mental Retardation or Developmental Disabilities (CAP-1 DD)
waiver services. This unit is responsible for the development and implementation of the expansion of the
1915 b/c Waiver. The waiver will provide transition of the behavioral health services fee- for- service
system into managed care plans across the state. These plans are being modeled on the Piedmont
Behavioral Health plan, described in the Managed Care Unit responsibilities section, and include
developing, updating and revising Medicaid policy that governs the conditions under which Mental
Health Developmental Disabilities and Substance Abuse (MH/DD/SA) services are provided. The
Behavioral Health Unit also supervises prior approval activities performed by Medicaid utilization review
organizations, oversight for the CAP/I-DD waiver and development of new waiver(s), and oversight of
Medicaid services provided in CDSAs.
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Policy Development and Special Projects
The Policy Development and Special Projects unit is responsible for:

Facilitating rule-making activities and Medicaid State Plan amendments for clinical policy

e Reviewing and updating clinical coverage policies based on changes in medical and dental
practice and literature

o Evaluating policies for efficacy, fiscal impact, utilization, and population analysis

e Monitoring, analyzing, and evaluating Early and Periodic Screening, Diagnosis, and Treatment
(EPSDT) policy and the day-to-day operations associated with the EPSDT program; including
claims adjudications and stakeholder education (NC Health Choice benefits exclude EPSDT).

e Monitoring, analyzing, and evaluating due process policy and the day-to-day operations
associated with the due process program, including stakeholder education

o Ensuring that clinical coverage policies are developed in compliance with GS 108A-54.2 and
108-A-54.3, including;
e Obtaining the advice of the N.C. Physician Advisory Group
e Following a prescribed process for seeking provider and public comment on proposed

policies.

Practitioner, Clinical, and Facilities Services Unit

The Practitioner, Clinical, and Facilities Services unit is responsible for the clinical policies and protocols
related to service areas that include, but may not be limited to, physicians, chiropractors, nurse
practitioners, nurse midwives, podiatrists, ambulatory surgery centers, rural health clinics, federally
qualified health centers, health departments, hospitals, nursing facilities, certified registered nurse
anesthetists, anesthesia services, laboratory and radiology services, ambulance, outpatient hospital
services, end-stage renal disease services, transplant services, out-of-state hospital emergency visits,
obstetrical services hysterectomies, sterilizations, and abortions. The unit assures that services are
provided in accordance with medical standards of care, federal and State laws, regulations, and rules
established by a wide variety of professional boards governing the provision of medical and health-related
services. The unit performs prior approvals/denials of services, oversees the management of the services,
performs utilization management, quality assurance and high-dollar claims reviews. They also ensure
that policies are based on the latest standards of care.

Pharmacy and Ancillary Unit
The Pharmacy and Ancillary unit is responsible for the following:

e Ensuring compliance with the Outpatient Pharmacy Program by developing clinical coverage
policies according to national or evidence-based standards

e Ensuring compliance with the durable medical equipment (DME) and orthotics and prosthetics
(O&P) policies, hearing aid services policy, optical services policies, the local education agency
policy, the physician drug program policy, the independent practitioner policy, and the outpatient
specialized therapies policy

e Routinely reviewing and updating clinical coverage policies based on changes in clinical practice
and literature

o Evaluating policies for efficacy, fiscal impact, utilization, and population analysis
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Quality, Evaluation, and Health Outcomes

The Quality, Evaluation, and Health Outcomes Unit (QEHO) systematically identify opportunities for
strategic improvement in Medicaid program operations. The QEHO unit monitors the performance and
effectiveness of Medicaid and NC Health Choice programs and analyzes information to identify patterns
of utilization, trends in performance, and opportunities for improvement in delivering care to the
populations served by Medicaid and NC Health Choice in North Carolina.

Finance Management

This section is comprised of the Rate Setting, Hospital Reimbursement, and Audit units. Activities and
responsibilities are as follows.

Rate Setting

The Rate Setting unit is responsible for establishing and maintaining reimbursement policy and payment
rates for all Medicaid providers and payment programs (with the exception of hospital providers) and
calculating the fiscal impact of proposed and approved rate changes.

Hospital Reimbursement

The Hospital Reimbursement unit is responsible for establishing and maintaining reimbursement policy
and inpatient/outpatient payment rates to hospital providers, as well as for administering the
Disproportionate Share Hospital (DSH) payment program.

Audit

The Audit unit is responsible for settling costs and auditing cost reports from various provider types and
organizations, including long-term care, hospital, federally qualified health clinics, rural health centers,
and local health departments.

Budget Management

The objectives of the Budget Management section are to accurately project category-of-service
expenditures by category of eligibility, changes in eligibility, and the rate of consumption of units of
services. Because the DMA budget is the largest budget in DHHS, it has high visibility in the
Department as well as throughout the whole state. A 1% error in projections regarding the total budgeted
requirements could create an impact of up to $103 million. This section responds to and prepares all
fiscal analysis requested by the General Assembly when considering reduction or expansion options for
the biennial budget. This section has responsibility for documenting the Medicaid forecasting model,
performing trend analysis on key factors driving the Medicaid budget, researching and developing data to
support decision-making on budget assumptions, and producing multi-year forecasts.
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Much of the business of the Medicaid and N.C. Health Choice for Children programs is conducted
through contractual agreements, including multiple contracts with the same provider. Total contract
expenditures are expected to reach $60 million this year. Budget Management is responsible for ensuring
that adequate and reasonable payments are made to medical enrolled providers on behalf of the Medicaid-
and NC Health Choice eligible clients. This section forecasts the budgetary requirements of the program
to ensure that federal, State, and County funds are available to support program payments; maximizes the
use of revenues; and approves all financial policies. All contracts and agreements with outside vendors
are developed, approved, maintained, and monitored by this section.

The Budget Management section works closely with the fiscal intermediary to resolve provider and
payment issues. This section creates the annual checkwrite schedule in conjunction with the DHHS
Controller’s Office and the fiscal agent. They also correspond with providers who have questions about
or issues with payments.

This section ensures that all general accounting functions are maintained. Besides vendor payments for
general operating expenses, this includes accurate financial analysis and reporting as set by generally
accepted accounting principles, the State Auditor, and comprehensive annual financial reporting
guidelines established by the State of North Carolina.

Program Integrity

It is the mission of Program Integrity to ensure compliance, efficiency, and accountability within the N.C.
Medicaid Program by detecting and preventing fraud, waste, program abuse, and by ensuring that
Medicaid dollars are paid appropriately by implementing tort recoveries, pursuing recoupments, and
identifying avenues for cost avoidance.

Guiding Principles
Program Integrity, through teamwork with our DMA partners,

1. Strives to operate the most cost efficient health care system possible while further enhancing the
quality and appropriateness of services delivered.

2. Requires and supports efforts where our health care providers are able to identify and resolve
issues themselves.

3. Holds provider agencies accountable for failing to have systems in place to prevent improper
billing.

4. Increases the usage of the administrative tools of payment suspension, prepayment review, audit,
sanction, and individual and entity exclusion when improper payments are discovered.

5. Develops and communicates consistent measures of effectiveness of program integrity, which
capture cost reduction and avoidance, as well as recoveries, and minimize cost imposed by
reviews and investigation.

6. Recognizes areas of vulnerabilities that adversely affect program integrity.

While Program Integrity identifies Medicaid fraud, the Attorney General's Medicaid Investigations Unit
(MIU) takes the legal action to convict a provider of criminal fraud. The MIU coordinates their efforts
with the IRS, State Bureau of Investigation, FBI, Drug Enforcement Agency, U.S. Attorney, Office of
Inspector General and the Medicaid Fraud Control Units in other states to resolve fraud cases. As a
general rule, once a case is taken by the MIU, Program Integrity staff involvement with the provider
ceases.
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Information Technology and HIPAA

The Information Technology and HIPAA section is responsible for overseeing the Decision Support
Team (DRIVE), the Medicaid Management Information System (MMIS), and HIPAA.

Medicaid Contractors

IBM

IBM provides the Program Integrity Unit with two solutions for detecting Fraud, Waste and Abuse of
Medicaid services in the Provider community.

IBM Fraud & Abuse Management System (FAMYS)

IBM’s fraud and abuse management system (FAMS) uses advanced analytics to detect healthcare fraud
and abuse by healthcare providers. This is accomplished through the use of peer group modeling and
behavioral analysis to identify possible Providers of interest.

IBM Info sphere Identity Insight

IBM Info sphere ldentity Insight is a real-time entity resolution and analysis platform for identifying
fraud. Its identity and relationship disambiguation technology helps Program Integrity and its partners
recognize and mitigate the incidence of fraud, waste & abuse.

e Who is Who - Identity Resolution
¢ Who Knows Who — Relationship Resolution

Public Consulting Group (PCG)

PCG is the vendor contracted by DMA to support Program Integrity in the post-payment claims review
initiatives; such as, determining if services billed were clinically and administratively appropriate
according to generally accepted standards of care, NC Medicaid coverage policies, guidelines and
procedures.

Health Management System (HMS)

HMS is the vendor contracted by DMA to support Program Integrity in the Third Party Liability
Recoveries, Cost Avoidance and Credit Balance Review initiatives.
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Ingenix — Health Spotlight, OmniAlert and DRIVE

Health SpotLight and OmniAlert make up the NC Fraud and Abuse Detection System provided by Optum.
Health SpotLight provides browse and search capabilities of paid and denied claims for the last 6 years as
well as custom analytics to identify potential fraud and/or abuse by providers and recipients.

OmniAlert is the NC SUR application and allows the user to rank providers or recipients based upon a
variety of user defined rules.

Optum staff provides support to the DMA business users for each of these tools. In addition, Optum staff
provides data mining support to DMA staff to identify providers billing units that are more than 5 times
the standard deviation for services.

DRIVE is the data warehouse maintained by Optum for DMA, and it contains 6 years of paid and denied
claim data for the basis of the Health Spotlight and OmniAlert analytics. Parameterized queries are
provided for staff to enter dates, billing provider numbers, attending provider number, provider types and
specialties, etc., to identify potential abuse, fraud, or waste.

The Carolinas Center for Medical Excellence (CCME)

CCME is the vendor contracted by DMA to support Program Integrity in the post payment Diagnosis
Related Group (DRG) reviews of inpatient services to determine that appropriate DRG assignments have
occurred and criteria for medical necessity of inpatient acute admissions have been met.

HP Enterprise Services
HP Enterprise Services is the fiscal agent contracted by DMA to:

e Process claims for Medicaid enrolled providers according to DMA’s policies and guidelines
Establish and maintain a presence with the Medicaid enrolled provider community through:
e Provider seminars
e On-site visits
e Electronic commerce services
e  Customer support activities through the Provider Services Unit (1-800-688-6696 or 919-851-
8888)

CSC
CSC is the agent contracted by DMA to perform:

o Medicaid provider enrollment, verification, and credentialing (EVC) activities including online
enrollment through the NCTracks website (http://www.nctracks.nc.gov/index.html)

e Customer support activities through the EVC Call Center (1-866-844-1113)

e Provider file maintenance
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Behavioral Health Managed Care Organizations (MCO)

Piedmont Behavioral Healthcare (PBH) has successfully operated as a managed care organization since
2005 for the delivery of mental health, developmental disabilities and substance abuse services. This
responsibility includes:

e Authorizing behavioral health services for residents in the PBH catchment area
e Enrolling behavioral health providers in the PBH provider network
e Processing behavioral health claims submitted by PBH providers

DMA is expanding this management model in a phased-in statewide approach. The following Local
Management Entities (LMESs) will transition to a MCO in the coming fiscal year (July 2011 through June
2012):

e Western Highlands Network;
e East Carolina Behavioral Health; and
o Expansion of the coverage area for PBH.

Current information about the MCO expansion and coverage areas is available at
http://www.ncdhhs.gov/dma/lme/MHWaiver.htm.

Prodigy Diabetes Care, LLC

Prodigy Diabetes Care, LLC, has been designated by DMA to be N.C. Medicaid's preferred manufacturer
for glucose meters, diabetic test strips, control solutions, lancets, lancing devices, and syringes.

e Prodigy Diabetic Care, LLC, 1-866-540-4816

Magellan Medicaid Administration

Magellan Medicaid Administration (formally known as First Health Services) has been contracted to
assist with the Drug Utilization Review (DUR) program and to administer the Preferred Drug List
supplemental rebate program through the National Medicaid Pooling Initiative (NMPI). The NMPI is a
Medicaid-based, multi-state pooling program where the purchasing power of participating state Medicaid
programs are pooled to obtain greater supplemental rebates from pharmaceutical manufacturers.
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Who’s Who in Medicaid and NC Health Choice Prior Approval

Carolinas Center for Medical Excellence (CCME)

The Carolinas Center for Medical Excellence (CCME) has been contracted by DMA to review prior
authorizations, conduct post-payment validation review for outpatient specialized therapies (OST) and to
be the independent assessment entity (IAE) to conduct In-Home Care assessments. These assessments
include new referrals, continuation of service reviews, and change of status reviews.
CCME, 1-800-228-3365
e CCME OST Prior Authorization Website, http://www.medicaidprograms.org/nc/therapyservices/
e In-Home Care Independent Assessment Help Line, 1-800-228-3365
e In-Home Care Independent Assessment E-mail Address, IHCAssessment@thecarolinascenter.org
e In-Home Care Independent Assessment Website, http://www.gireport.net

MedSolutions

MedSolutions has been contracted by DMA to review prior authorizations for certain radiology
procedures including CT, MR, PET scans, and ultrasounds.

e MedSolutions, 1-888-693-3211
e Fax Number, 1-888-693-3210
e MedSolutions Website, http://www.medsolutionsonline.com/

ACS, a Xerox Company

ACS, a Xerox Company, has been contracted by DMA to manage the prior approval process for certain
drugs prescribed to N.C. Medicaid and NC Health Choice recipients.

e ACS Clinical Call Center, 1-866-246-8505
e Fax Number, 1-866-246-8507
e ACS Enhanced Pharmacy Program Website, http://www.ncmedicaidpbm.com/

HP Enterprise Services

HP Enterprise Services is the fiscal agent contracted by DMA to process claims and prior authorization
requests for certain medical and surgical procedures according to DMA’s policies and guidelines for
enrolled Medicaid providers. In addition to processing claims and prior authorization requests, HP
Enterprise Services will also process Preadmission Screening and Resident Reviews (PASRR) for
individuals before admission to North Carolina's nursing facilities.

o HP Enterprise Services, 1-800-688-6696 or 919-851-8888
e For Prior Approval, select option 2
e For PASRR, select option 7

o NC PASRR Website, http://www.ncmust.com/
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Behavioral Health Prior Approval

DMA employs five different Utilization Review Vendors as well as a Behavioral Health Managed Care
Organization, to provide prior approval for mental health, developmental disabilities and substance abuse
services. With the expansion of Managed Care Organizations, the geographic coverage of these vendors
will change over the course of this fiscal year. Please ensure accuracy when seeking prior approval by
checking the following website for the most up to date information:
http://www.ncdhhs.gov/dma/lme/MHWaiver.htm.

Crossroads Behavioral Healthcare

Crossroads Behavioral Healthcare is the local management entity (LME) responsible for utilization
review of CAP/I-DD services for eligible recipients residing in these counties: Buncombe, Davie,
Forsyth, Henderson, Iredell, Madison, Mitchell, Polk, Rockingham, Rutherford, Stokes, Surry,
Transylvania, Yadkin, and Yancey.

Crossroads Behavioral Healthcare, 336-835-1000
General Fax Number, 336-835-1002

Fax Number for CAP/MR-DD, 336-527-8027
Crossroads Website, http://www.crossroadsbhc.org

The Durham Center

The Durham Center is the LME responsible for initial and concurrent authorizations for behavioral health
services and for utilization review of CAP/I-DD services for eligible recipients residing in the counties
listed below.

Behavioral Health Services Catchment Area: Durham County

CAP/I-DD Catchment Area: Alamance, Anson, Caswell, Chatham, Durham, Franklin, Granville,
Guilford, Halifax, Harnett, Hoke, Lee, Montgomery, Moore, Orange, Person, Randolph, Richmond,
Vance, Wake, and Warren counties

e The Durham Center, 919-560-7100
e Fax Number, 919-560-7377
e Durham Provider Connect Website, http://www.durhamcenter.org

Eastpointe LME

Eastpointe LME is the entity responsible for initial and concurrent authorizations for behavioral health
services, including CAP/I-DD services, and for utilization review of CAP/I-DD services for eligible
recipients residing in the counties listed below.
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Behavioral Health Services Catchment Area: Duplin, Lenoir, Sampson, and Wayne counties.

CAP/I-DD Catchment Area: Beaufort, Bertie, Bladen, Brunswick, Camden, Carteret, Chowan, Columbus,
Craven, Cumberland, Currituck, Dare, Duplin, Edgecombe, Gates, Greene, Hertford, Hyde, Johnston,
Jones, Lenoir, Martin, Nash, New Hanover, Northampton, Onslow, Pamlico, Pasquotank, Pender,
Perquimans, Pitt, Robeson, Sampson, Scotland, Tyrrell, Washington, Wayne, and Wilson counties

Eastpointe LME, 1-800-513-4002

Fax Number for Behavioral Health, 910-298-7189

Fax Number for CAP/MR-DD, 910-298-7184

Eastpointe Provider Connect Website, http://www.eastpointe.net

Pathways LME

Pathways LME is the entity responsible for utilization review of CAP/I-DD services for eligible recipients
residing in these counties: Alexander, Alleghany, Ashe, Avery, Burke, Caldwell, Catawba, Cherokee,
Clay, Cleveland, Gaston, Graham, Haywood, Jackson, Lincoln, Macon, McDowell, Mecklenburg, Swain,
Watauga, and Wilkes.

Pathways LME, 704-884-2501

General Fax Number, 704-884-2413

Fax Number for CAP/MR-DD, 1-855-728-4329
Pathways Website, http://www.pathwaysime.org

ValueOptions, Inc.

ValueOptions, Inc. has been contracted by DMA to provide utilization review of acute inpatient/substance
abuse treatment hospital care, psychiatric residential treatment facilities (PRTFs), Levels Il through 1V
residential treatment facilities, outpatient psychiatric, enhanced benefits, and Criterion 5 services.
ValueOptions reviews and approves the requests based on medical necessity according to established
criteria.

e ValueOptions, Inc., 1-888-510-1150
e Fax Numbers
e For Mental Health/Substance Abuse Services, 1-877-339-8753
o For Intellectual and Developmental Disability Services, 1-877-339-8754
e For Inpatient Services and Psychiatric Residential Treatment Facility Services,
1-877-339-8760
e For N.C. Health Choice, 1-877-339-8758
o ValueOptions Website, http://www.valueoptions.com/
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Section 2. Recipient Eligibility

Eligibility Determination

For most recipients, Medicaid eligibility is determined by the department of social services (DSS) in the
county in which the individual resides. Applicants may enroll in person or by mail. Applicants for
Medicaid are evaluated on income level, available financial resources, and criteria related to categorical
standards such as age and disability. If a household’s income exceeds the allowable level, the applicant
may be eligible for Medicaid after sufficient medical expenses are incurred to meet a deductible. The
deductible is calculated using a formula set by state law.

Children age 6, through age 18, who do not have private health insurance coverage, and whose income
exceeds the Medicaid eligibility limit, are evaluated for North Carolina Health Choice (NCHC). Please
see Section 12 for information about NC Health Choice.

Families receiving Work First Family Assistance and individuals receiving Special Assistance benefits
are automatically approved for N.C. Medicaid.

Aged, blind, and disabled individuals (including children) who receive Supplemental Security Income
(SSI) are automatically entitled to N.C. Medicaid benefits and are not required to make a separate
Medicaid application at the county DSS office. SSI eligibility is determined by the Social Security
Administration. If an SSI recipient needs Medicaid coverage prior to the effective date of the SSI
coverage, the recipient may apply for this coverage at the county DSS office. The recipient must apply
for retroactive SSI Medicaid within 60 days (90 days with good cause) of the date of the SSI Medicaid
approval or denial notice in order to protect the SSI retroactive period.

When Does Eligibility Begin?

An individual is eligible for Medicaid the month in which categorical and other required conditions of
eligibility are met. If all requirements are met during the month of application, eligibility begins the first
day of that month.

If the individual has a deductible or an excess resource and all other conditions are met, eligibility begins
on the day of the month in which the deductible is met or the resource is reduced to the allowable limit.
The Medicaid deductible is met when the individual and other budget unit members incur eligible medical
expenses that the budget unit member is responsible for paying from personal funds. Eligible medical
expenses may be from the prior 24 months, or older if they meet the requirements. Current medical
expenses are also used to meet the deductible. Certain inpatient hospital stays meet the deductible.

Eligibility for most qualified alien residents who have been in the United States for fewer than five years
and non-qualified alien residents is approved for emergency services only and is limited to only the
services required to treat the emergency condition. Children under the age of 19 who are qualified aliens
are not subject to the 5-year bar. Pregnant women over the age of 19 who are qualified aliens are also not
subject to the 5-year bar; however, once an individual is no longer pregnant, and if the individual has not
been in the United States for five years, the bar applies. To be eligible for emergency services, the
individual must still meet all other eligibility requirements such as income, resources, age, and/or
disability criteria, and categorical criteria such as being a caregiver to child under age 19.
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Eligibility for most recipients ends on the last day of the month. Exceptions to this are a presumptively
eligible pregnant woman whom the county DSS has determined to be ineligible and a qualified or non-
qualified alien eligible to receive emergency services only.

Retroactive Medicaid Eligibility

Retroactive Medicaid coverage may be approved for up to three calendar months prior to the month of the
application if the applicant meets all Medicaid eligibility requirements in the retroactive period. Medicaid
will pay for covered services received during the retroactive period. Providers may choose to accept or
decline retroactive Medicaid eligibility. However, the provider’s office policy should be consistently
enforced. If a provider accepts retroactive Medicaid eligibility, upon receipt of Medicaid reimbursement,
the provider shall refund to the recipient all money paid by the recipient for services covered by Medicaid.

Medicaid Eligibility Reversals

In some cases an application for Medicaid benefits is initially denied and then later approved due to a
reversal of a disability denial, a state appeal, or a court decision. Because some of these appeals and
reversals are not final for many months, the county DSS can request an override of the claims filing time
limit from DMA’s Claims Analysis unit. Written notice is provided to the recipient and to the county
DSS when the time limit override is approved. Recipients are instructed to immediately notify the
provider of retroactive approval. Failure to do so will result in the recipient’s being financially liable for
the services provided. Refer to Eligibility Denials in this section for additional information.

Medicaid Identification Cards

Individuals approved for Medicaid receive an annual Medicaid identification (MID) card. The exceptions
are the MQB-B and MQB-E programs, for which recipients do not receive cards. The MID card does not
serve as proof of recipient eligibility. The MID card indicates the recipient’s MID number, recipient’s
name, recipient’s date of birth, recipient’s address, MID card issue date, and Medicaid managed care
information (if applicable).

An exception to the one-card-per-year rule will be made for those managed care recipients who change
their primary care physician and for those recipients who legally change their name. Recipients will also
be able to ask the county department of social services to submit requests for replacement cards, if
needed.

Example of the Medicaid Identification Card

Cut along dotted lines Cut along dotied lines Cut along dotted lines \%‘

i ANNUAL MEDICAID IDENTIFICATION CARD i

N.C. DEPT. OF HEALTH AND HUMAN SERVICES [
DIVISION OF MEDICAL ASSISTANCE

RECIPIENT LD. RECIPIENT NAME
000-00.0000-N JONNXXXXX Q. PUBLIC
CASEHEAD NAME BIRTH DATE ##/##/i55# ISSUE DATE SEPT 1, 2010

CASEHEAD ADDRESS LINE 1
CASEHEAD ADDRESS L[NE 2
CASEHEAD ADDRESS LIN

CASEHEAD ADDRESS llN§< 4
. CAD ADDRESS LINE 5

saugf peyep Suefe g

PR[M ARY ( A\RF P‘ROVH'}FR NAME
PROVIDER ADDRESS LINE 1
PR[M ARY CARE PRDVIDER ADDRESS LINE 2
PRIMARY CARE PHONE NO. AND AFTER HOURS NO.

For gyuestions about your Medicaid coverage and/or to report
Medicaid fraud, waste or program abuse, please contact
CARE-LINE at 1-B00-662-7030 or locally call 919-855.4400.

Recipient Signature
(Not valid unless signed)

USE OF THIS CARD BY ANYONE NOT LISTED ON THE CARD IS FRAUD
§ AND I8 PUNISHABLE BY A FINE, IMPRISONMENT OR BOTH

e 8 @ » 8 ¢ HYJH U'IOS @ @€ @ & @ ©
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S= Cut along dotted lines
NOTICE TO PROVIDERS . M& Some Medicaid services must be approved in

The Medicaid Identificalion card is nol proof of medicaid eligibility. _ # V:g'\’ij R'CLCLI:;::;?; ué;':nmt(id;:a\'d uL::ll];EE ‘;r‘;:::d;'. [i:lrsr;_rlor -~

It is the responsibility of the medical provider to verify the identity , zgc"h mn[;q.m‘ Modicaid I,mﬁk’r b.hEuné ! g

of the individual, the Medicaid covered serviees, medical homef * hitp://www.nedhhs.gov/dma /bulletin] ' B

F:ngjfiﬁtﬁ:rt;g{:;:ﬂq‘;lilh:h??%::krw :i‘r’imct?l;:i:ﬁr:ih;‘i’ :']"r‘i‘;"’ _ Out of state providers must obtain approvalprior to delivering g
z i{cfer to Lhe. Basic “ed‘im d Biflin ('j)ui de up ¥3 4 2 Medicaid services unless there 15 2 medical emergency as defined in 1 ™
2 P — ncdhils sov/dma hssiclﬁcd,‘ for information T the Social Security Act, Section 1923(b)(2)(B){i-iii) and (C)(i-iii). In § S
= _ln_ﬂ_g_j_}_' = T T Tr— = ) E = cases of medical emergency thal result in patient hospitalization, =
% 1" n ,hl;’[“'r. 1o vle!:%fyllellg.lblhly for Medicaid covered services and % out of state providers must notify North Carolina Medicaid 2
2 ;I_o_h;:.m;u :ui'lzallan. = within 72 hours (three business days) of the admission date. -
z 1 Bhgible Frovider: A provider must be enrolled in the NC t Fiaim Wi , rats M " 5
« | ffedicaid program to be paid for services rendered to NC Medicaid » s FIIRG: Bill other insurance first; Medicaid|s last payor. E
& I recipients. If not enrolled, go to www.netracks.ne.gov_ 1o find » Medicad payment 1s full payment even l.r t.harp‘es.exca_:ed lhe. . '
ng enrollment information znd forms or call the CSC. Enrollment » paymenl. Refer to the Basic Medicaid Billing Guide for additional
< I Verification and Credentialing (EVC) Center al 1-866-844-1113. information regarding claim filing. =g

Medicaid Identification Card Information
The following information appears on the annual Medicaid identification (MID) card:

e Recipient Name, Date of Birth, and Address — the name and address of the head of the
household and the name and date of birth of the recipient.

e Recipient Medicaid Identification (MID) Number — the recipient’s unique Medicaid number
consisting of 9-digits and 1 alpha character.

e Community Care of North Carolina/Carolina ACCESS Enrollee — If the recipient is enrolled
with a CCNC/CA primary care provider (PCP), the PCP name, address, daytime and after-hours
contact numbers are listed on the card.

e Signature — The recipient must sign the MID card where indicated.

The card lists the name of the case head on the left side of the card and the name of the eligible recipient
on the right side of the card. Each eligible recipient has a specific recipient MID number. A recipient is
eligible for Medicaid only if his or her name and MID number are listed on the right side of the card.

If the recipient is a Carolina ACCESS enrollee, the provider must verify that the primary care provider
listed on the recipient’s MID card is current and correct and contact the health plan to obtain referral and
authorization before providing treatment.

Refer to Carolina ACCESS Referrals and Authorizations in Section 5, Community Care of North
Carolina/Carolina ACCESS Provider Information, for additional information on CCNC/CA PCP
referrals.

Replacement Medicaid Identification Cards

The county DSS office can request a replacement MID card for the recipient. The card will be printed by
State’s Eligibility Information System (EIS) and mailed to the recipient.
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North Carolina Health Choice Identification Cards

Please see Section 12, NC Health Choice Program, for a sample ID card image and important
information about recipient ID cards.

Verifying Eligibility
A recipient’s eligibility status may change from month to month if financial and household circumstances
change. For this reason, providers are required to verify each Medicaid recipient’s eligibility each time a

service is rendered. Providers may verify a recipient’s eligibility in various methods outlined in the
subsection below, Verification Methods.

Recipients requesting services that are not covered by Medicaid can be asked prior to the service being
provided, to pay for the services received. However, since individuals and families who are Medicaid-
eligible have incomes ranging from as low as 30% of the federal poverty level up to 200% of the federal
poverty level, most do not have the financial means to pay for care.
Verification Methods
At each visit, providers must verify the cardholder’s:

e Picture Identification (if an adult)

e Current eligibility

e Medicaid program (benefit category)

e CCNC/CA primary care provider information

e Other insurance information

Providers may verify a recipient’s eligibility using the following methods:

Electronic Data Interchange—Interactive eligibility verification programs are available from approved
electronic data interchange (EDI) vendors. These vendors interface directly with the Medicaid recipient
database maintained by HP Enterprise Services. Refer to Interactive Recipient Eligibility Verification
in Section 8, Electronic Commerce Services, for additional information.

Recipient Eligibility Verification Tool—Additional functionality has been added to the North Carolina
Electronic Claims Submission/Recipient Eligibility Verification Web Tool interface that allows users to
submit recipient eligibility inquiries to N.C. Medicaid. This function is accessed by the user selecting
Recipient Eligibility from the menu items on the left side of the browser screen. Refer to Appendix F
and to the September 2009 Special Bulletin, North Carolina Electronic Claims Submission/Recipient
Eligibility Verification Web Tool Instruction Guide, for additional information.

Automated Voice Response System—Medicaid eligibility can be verified using the Automated Voice
Response (AVR) system. Eligibility verification is available for services provided in the current month as
well as for services provided within the past 12 months. Refer to Appendix A for information on using
the AVR system and to Appendix F for step by step instructions on the Recipient Eligibility and
Coordination of Benefits transaction 6 within the AVR system.

DMA Claims Analysis—to verify eligibility for dates of service over 12 months old, contact DMA
Claims Analysis at 919-855-4045. Refer to Appendix F, Verifying Recipient Eligibility, for additional
information on verification methods.
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Eligibility Categories

N.C. Medicaid recipients receive benefits in the following assistance categories:

Medicaid Program Abbreviation Fourth Medicaid Eligibility
Name Character Class
Identifier

Work First Family AAF C Recipient is eligible for full Medicaid

Assistance coverage.

Aid to the Aged MAA C,G,N,orB Recipient is eligible for full Medicaid
and payment of Medicare Part B
premiums.

Aid to the Blind MAB Q Recipient is eligible for full Medicaid
and payment of Medicare premiums,

Aid to the Disabled MAD deductibles, and copayments.

M or P Recipient has met a deductible and is
eligible for full Medicaid coverage.
F,H,0,0rR Recipient is eligible for emergency
coverage for approved dates of
service.

tshiegﬁlng\sswtance 0 MSB CorB Recipient is eligible for full Medicaid
coverage and payment of Medicare

Special Assistance — SAA Part B premiums.

Aid to the Aged Q Recipient is eligible for full Medicaid
and payment of Medicare premiums,

Special Assistance — SAD deductibles, and copayments.

Aid to the Disabled

Infants and Children MIC 1,G,orN Recipient is eligible for full Medicaid
coverage

ForH Recipient is eligible for emergency
coverage for approved dates of
service.

Families and Children MAF C,G, N, T,or W | Recipient is eligible for full Medicaid

M or P Recipient has met a deductible and is
eligible for Medicaid
F,H, O, R, U, or | Recipientis eligible for emergency
\Y coverage for approved dates of
service.

Foster Care; HSF; IAS C,G,orN Recipient is eligible for full Medicaid

Adoption Subsidy M or P Recipient has met a deductible and is
eligible for Medicaid
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Medicaid Program Abbreviation Fourth Medicaid Eligibility
Name Character Class
Identifier
F,H,O,0orR Recipient is eligible for emergency

coverage for approved dates of
service.

Health Coverage for MAD; MAB GorN Recipient is eligible for full Medicaid.

Workers with

Disabilities B Recipient is eligible for full Medicaid
and payment of Medicare Part B
premiums.

Q Recipient is eligible for full Medicaid
and payment of Medicare premiums,
deductibles, and copayments.

Pregnant Women MPW lorN Recipient is eligible for limited
pregnancy-related services.

ForH Recipient is eligible for emergency
coverage only, including labor and
delivery, limited to approve dates of
service.

Families and MAF D Recipient is limited to Family

Children, Family Planning Services only, under the

Planning Waiver Family Planning Waiver.

Qualified Medicare MQB Q Medicaid is limited to payment of

Beneficiaries Medicare premiums, deductibles and
co-insurance. Medicaid does not
pay toward any service that is not
covered by Medicare.

Specified Low- MQB B Medicaid is limited to payment of

Income Medicare Medicare Part B premiums only.

Beneficiaries Recipients do not receive a Medicaid
identification card.

Medicare Qualifying MQB E Medicaid is limited to payment of

Individual, Group 1 Medicare Part B premiums only.
Recipients do not receive a Medicaid
identification card.

Refugees* MRF N Recipient is eligible for benefits.

M Recipient has met a deductible and is
eligible for benefits.

Refugee Assistance* RRF C Recipient is eligible for benefits.




Basic Medicaid and NC Health Choice Billing Guide October 2011

*Note: The medical assistance provided under MRF and RRF is not “Medicaid.” However, recipients
receive a Medicaid Identification (MID) card and have the same benefits as Medicaid recipients, and
claim filing procedures are the same as for Medicaid providers.

Providers who have general eligibility questions should instruct their patients to contact their county DSS.
For a list of all the county DSS offices, please refer to http://www.ncdhhs.gov/dss/local/.

North Carolina Health Choice Categories
See Section 12 for N.C. Health Choice categories.

Medicaid for Pregnant Women

The MPW program indicates that the recipient is eligible for pregnancy-related services only.

Medicaid Family Planning Waiver

The Medicaid Family Planning Waiver (also known as the “Be Smart” program) is designed to reduce
unintended pregnancies and improve the well-being of children and families in North Carolina by
extending eligibility for family planning services to eligible women ages 19 through 55 and men ages 19
through 60 whose incomes are at or below 185% of the federal poverty level.

The “Be Smart” Family Planning Waiver provides for one family planning annual exam and six follow-
up family planning exams per 365 days. The waiver also provides birth control for eligible recipients.
Family planning services include:

¢ Annual physical exam [includes one Pap test, testing and treatment for some sexually transmitted
infections (STIs), testing for human immunodeficiency virus (HIV)]

e Follow-up family planning visits

e Pregnancy testing and counseling

o Referrals

e Birth control methods [Medicaid covered and Food and Drug Administration (FDA) approved]

Birth control methods include:
e Birth control pills
e Depo-Provera
e Diaphragm fitting
e Emergency contraception
e Implanon
e Intrauterine device (IUD)
e NuvaRing
e Ortho Evra

e Sterilizations, including Essure and follow up procedure (HSG)
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The “Be Smart” Family Planning Waiver does not cover for the following services:

Abortions

Ambulance

Colposcopy

Dental

Durable medical equipment (DME)
Emergency room services
Hearing aids

Home health

Infertility

Inpatient hospital

Optical

Services required to manage or treat medical conditions/problems (not including STIs) that are:

e discovered during a screening; or

o caused by or following a family planning procedure (i.e., UTIs, diabetes, hypertension, breast
lumps).

Sick visits

Treatment for AIDS

Treatment for cancer

Ultrasounds

Problems or complications discovered during a family planning visit or caused by a family planning
procedure are not covered by the “Be Smart” Family Planning Waiver. For services not covered,
recipients should call the county DSS for a list of providers who offer affordable or free care or refer to
the list of North Carolina Healthcare Safety Net Organizations at
http://www.nciom.org/projects/SafetyNet/NCsafetynetorglist.html.

The Medicaid eligibility category MAF-D has been created for the waiver. Recipients are not required to
enroll in CCNC/CA. There is no copayment for Family Planning Waiver visits or prescriptions.

For a complete list of services covered through the “Be Smart” Family Planning Waiver program, visit
the DMA website at http://www.ncdhhs.gov/dma/services/familyplanning.htm.
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MEDICARE-Aid or Medicare Qualified Beneficiary

The MEDICARE-AId program is also referred to as the Medicare Qualified Beneficiary (MQB-Q)
program. If both Medicare and Medicaid allow the service, Medicaid will pay the lesser of 1) the
Medicare cost-sharing amount or 2) the Medicaid maximum allowable for the service less the Medicare
payment for providers who file institutional claims and a percentage of the coinsurance and deductible for
providers who file professional or dental claims. Medicaid will pay the lower of the copay or the
Medicaid allowable for recipients enrolled in Part C, the Medicare HMO. Recipients in the MEDICARE-
Aid benefit category are not eligible to enroll in CCNC/CA or PBH.

There are two other MQB classes, MQB-B and MQB-E. The benefits for the recipient are the payment of
the Part B Medicare premium and automatic eligibility for the Low Income subsidy payment for the Part
D prescription drug plan.

Program of All-Inclusive Care for the Elderly

The Program of All-Inclusive Care for the Elderly (PACE) was implemented to provide an alternative to
nursing facility care for the frail elderly living in the community. PACE is a unique model of managed
care service delivery that utilizes monthly capitated payments from Medicare and/or Medicaid to provide
an integrated and comprehensive medical and social service delivery system for elderly individuals who
prefer to receive services in the community rather than at a nursing care facility.

The PACE program is located in the community and centered in a certified adult day health program.
Services are provided on site and supplemented by in-home and referral services in accordance with each
participant’s needs. The benefit package includes, but is not limited to

e Interdisciplinary team case management

Nursing facility care

e Primary care physician services
e Specialized therapies

e Personal care services

e Nutrition counseling

e Meals

e Transportation

e  Prescriptions

e Acute inpatient care

When an eligible Medicaid recipient chooses to enroll with a PACE program, he/she is agreeing to accept
medical care and services solely from the PACE provider. Medicaid will not, therefore, reimburse any
other provider who renders and bills for services provided to a Medicaid recipient participating in a PACE
program.
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Once an eligible Medicaid recipient enrolls with a PACE program, he/she will no longer receive a MID
card. Instead, the recipient will be issued a card from the PACE provider. To avoid the provision of
services to a Medicaid recipient who is now enrolled for participation in a PACE program, providers are
encouraged to verify the recipients eligibility each time a service is rendered.

Money Follows the Person

Money Follows the Person (MFP) is a demonstration project that supports eligible Medicaid recipients
to transition out of qualified inpatient facilities, such as nursing facilities, hospitals and intermediate
care facilities for people with mental retardation (ICF-MRs) and into their own homes and communities.
The project also works to identify and address barriers to quality, community-based, long-term services
and supports.

Through participation in the project, a Medicaid recipient receives a Community Alternatives Program
(CAP) waiver slot or may participate, as applicable, in the State’s Program of All-Inclusive Care (PACE).
MFP participants may also access additional assistance to cover transition expenses and may also receive
additional transition coordination support.

For more information on the MFP process, visit http://www.ncdhhs.gov/dma/MoneyFollows/

Annual Visit Limitation

The Code of Federal Regulation (CFR) defines the mandatory services that must be provided by each
state Medicaid program. Each state decides which, if any, optional services as defined by the CFR, will
be covered. According to CMS, a state may place a limit on the number of visits that are covered each
fiscal year, but may not combine both mandatory services and optional services in the limit. A separate
limit must be established for each type of service. Mandatory services are limited to 22 visits per fiscal
year for a recipient. Office visits provided by the following types of providers are included in the visit
count.
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Mandatory Services

AnnuaFl;{il(s)lé Limit Number of Visits Provider Types Included in Visit Count
July 1 29 1. Physiciang (gxcept for phy_sicians enrolled in
N.C. Medicaid with a specialty of oncology,

through radiology, or nuclear medicine)
June 30 2. Nurse practitioners

3. Nurse midwives

4. Health departments

5. Rural health clinics

6. Federally qualified health centers

Optional services are limited to 8 visits per fiscal year for a recipient. Office visits provided by the
following types of providers are included the visit count.

Optional Services

AnnuaFl;{;(s)g Limit Number of Visits Provider Types Included in Visit Count
July 1 8 1. Chiropractors
through 2. Opt(.Jm(?trlsts
3. Podiatrists
June 30

CPT Procedure Codes Subject to the Annual Visit Count

Specific CPT Procedure codes for the services listed above are subject to the annual visit limit. Only
these codes will count toward the visit limit. The list of CPT procedure codes subject to the visit limit
count is available on DMA’s website at http://www.ncdhhs.gov/dma/provider/Annual VisitLimit.htm.

Recipients Who Are Not Subject to the Annual Visit Limitation
The following recipients are exempt from the annual visit limitation:

e Recipients under the age of 21

o Recipients enrolled in CAP

e Pregnant recipients who are receiving prenatal and pregnancy-related services
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Requesting an Exception

If a provider anticipates that additional care will be needed for a specific condition, and the care
is medically necessary, the provider may request an exception to the annual visit limit for
mandatory services.

To submit a request the provider should complete boxes 2 through 7, 12, and 14 through 16 on the general
Request for Prior Approval Form (372-118) (http://www.ncdhhs.gov/dma/provider/forms.htm) and
submit the form with records documenting the reason for the request. For the Type of Request, check the
box by 05 and write in "visit limit." The form will be returned to the provider confirming approval or
denial.

The exception must be requested before the service is rendered. If a claim is submitted prior to requesting
an exception, and the claim is denied for exceeding the visit limit, providers may submit a Medicaid
Claim Adjustment Form. A copy of the recipient's medical record documenting the visit with the specific
condition and medical necessity of the visit to actively manage or treat the condition must be submitted
with the adjustment. The adjustment request and supporting documentation will be reviewed for medical
necessity by the Medical Director.

Notification Process

A process has been implemented to assist primary care providers in managing their patients' visits that
count toward the annual visit limitation. The CCNC/CA network is notified when a recipient has used
five or more visits (in any combination) of the mandatory services listed above. CCNC/CA will notify
the recipient’s primary care provider as the recipient nears the visit limit threshold.

Copayments

The following copayments apply to all Medicaid recipients except those specifically exempted by law
from copayment.

Service Copayment
Chiropractic $2.00 per visit
Dental $3.00 per visit
Prescription drugs, insulin, and OTCs $3.00 per prescription
Ophthalmologist $3.00 per visit
Optical supplies and services $2.00 per visit
Optometrist $3.00 per visit
Outpatient $3.00 per visit
Physician $3.00 per visit
Podiatrist $3.00 per visit
Clinic and outpatient services, including local $3.00 per visit
health department visits and outpatient behavioral

health services

Non-emergency visits to a hospital emergency $6.00 per visit
room

Providers may bill the patient for the applicable copayment amount, but may not refuse services for
inability to pay copayment. DO NOT ENTER COPAYMENT AS A PRIOR PAYMENT ON THE
CLAIM FORM. The copayment is deducted automatically when the claim is processed.
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Copayment Exemptions
Providers may not charge copayments for the following services:
e Ambulance services
e Auditory implant external parts and accessories
o Diagnostic X-ray
e DME
o Family planning services
o Federally Qualified Health Center (FQHC) core services
e Health Check (EPSDT)-related services
e Hearing aid services
e HIV case management
e Home health services
e Home infusion therapy
e Hospice services
o Hospital emergency department services, including physician services delivered in the emergency
department
o Hospital inpatient services (inpatient physician services may be charged a co pay)
e Laboratory services performed in the hospital
¢ Non-hospital dialysis facility services
e In-Home Care for Children and Adults
e PDN services
o Rural Health Clinic (RHC) core services
e Services covered by both Medicare and Medicaid
e Services in state-owned psychiatric hospitals
e Services provided to CAP participants
e Services provided to residents of nursing facilities, ICF-MRs, and psychiatric hospitals
e Services related to pregnancy

e Services to individuals under the age of 21
North Carolina Health Choice Copayments

Please see Section 12 for a detailed table listing applicable co-payments and co-payment exemptions for
NC Health Choice.
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MHDDSAS Health Plan Waiver (1915 (b)/(c))

Effective April 1, 2005, Piedmont Behavioral Healthcare (PBH) began operating under a managed care
waiver that applies to Medicaid recipients whose county of residence is within their geographic coverage.
The managed care plan is known as the Mental Health, Developmental Disabilities, and Substance Abuse
Services Plan (MHDDSAS Plan).

DMA is expanding this management model in a phased-in statewide approach. The following Local
Management Entities (LMESs) will transition to a MCO in the coming fiscal year (July 2011 through June
2012):

e Western Highlands Network;
e East Carolina Behavioral Health; and

e Expansion of the coverage area for PBH.

Current information about the MCO expansion and coverage areas is available at
http://www.ncdhhs.gov/dma/lme/MHWaiver.htm

All Medicaid recipients in the catchment area are covered by MCOs with the exception of the following
groups:

e Medicare Qualified Beneficiaries

o Children under 3 years old, unless they are part of Innovations
e North Carolina Health Choice recipients

e MAF-D recipients (Family Planning)

o Individuals receiving refugee assistance (MRF and RRF)

e Qualified aliens during the five-year ban

o Non-qualified aliens

e PACE Recipients

e Individuals incarcerated or residents of Institutions of Mental Disease (IMDs)

All Medicaid mental health, developmental disabilities, and substance abuse services (MH/DD/SAS) for
individuals receiving Medicaid are provided through the MCO. This includes services in the
Innovations waiver, which replaces the Community Alternatives Program for Mental Retardation and
Developmental Disabilities (CAP/MR-DD). DMA does not authorize, prior approve, or reimburse
individual providers for services managed through the 1915 (b)/(c) waiver.
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EPSDT Policy Instructions

Background

Federal Medicaid law at 42 U.S.C.§ 1396d(r) [1905(r) of the Social Security Act] requires state Medicaid
programs to provide Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) for recipients
under 21 years of age. Within the scope of EPSDT benefits under the federal Medicaid law, states are
required to cover any service that is medically necessary “to correct or ameliorate a defect, physical or
mental illness, or a condition identified by screening,” whether or not the service is covered under the
North Carolina State Medicaid Plan. The services covered under EPSDT are limited to those within the
scope of the category of services listed in the federal law at 42 U.S.C. § 1396d (a) [1905(a) of the Social
Security Act]. The listing of EPSDT/Medicaid services is appended to this instruction.

EPSDT services include any medical or remedial care that is medically necessary to correct or ameliorate
a defect, physical or mental illness, or condition [health problem]. This means that EPSDT covers most
of the treatments a recipient under 21 years of age needs to stay as healthy as possible, and North Carolina
Medicaid must provide for arranging for (directly or through referral to appropriate agencies,
organizations, or individuals) corrective treatment the need for which is disclosed by such child health
screening services. “Ameliorate” means to improve or maintain the recipient’s health in the best
condition possible, compensate for a health problem, prevent it from worsening, or prevent the
development of additional health problems. Even if the service will not cure the recipient’s condition, it
must be covered if the service is medically necessary to improve or maintain the recipient’s overall health.

EPSDT makes short-term and long-term services available to recipients less than 21 years of age without
many of the restrictions Medicaid imposes for services under a waiver OR for adults (recipients 21 years
of age and over). For example, a service must be covered under EPSDT if it is necessary for immediate
relief (e.g., pain medication). It is also important to note that treatment need not ameliorate the recipient’s
condition taken as a whole, but need only be medically necessary to ameliorate one of the recipient’s
conditions. The services must be prescribed by the recipient’s physician, therapist, or other licensed
practitioner and often must be approved in advance by Medicaid. Refer to the Basic Medicaid Billing
Guide, Section 6, Prior Approval, and the prior approval web page, respectively at the addresses
specified below for further information about EPSDT and prior approval requirements.

e http://www.ncdhhs.gov/dma/provider/library.htm

e http://ncdhhs.gov/dma/provider/prioraproval.htm

EPSDT Features
Under EPSDT, there is:

1. No Waiting List for EPSDT Services
EPSDT does not mean or assure that physicians and other licensed practitioners or
hospitals/clinics chosen by the recipient and/or his/her legal representative will not have waiting
lists to schedule appointments or medical procedures.
However, Medicaid cannot impose any waiting list and must provide coverage for corrective
treatment for recipients less than 21 years of age.
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2. No Monetary Cap on the Total Cost of EPSDT Services*

A child under 21 years of age financially eligible for Medicaid is entitled to receive EPSDT
services without any monetary cap provided the service meets all EPSDT criteria specified in

this policy instruction. If enrolled in a Community Alternatives Program (CAP), then the
recipient under 21 years of age may receive BOTH waiver and EPSDT services. However, it

is important to remember that the conditions set forth in the waiver concerning the recipient’s
budget and continued participation in the waiver apply. See “EPSDT Coverage and CAP
Waivers” for further detail.

*EPSDT services are defined as Medicaid services within the scope of the category of
services listed in the federal law at 42 U.S.C. § 1396d (a) [1905(a) of the Social Security Act].
See attached listing.

3. No Upper Limit on the Number of Hours or Units under EPSDT
For clinical coverage policy limits to be exceeded, the provider’s documentation must address
why it is medically necessary to exceed the limits in order to correct or ameliorate a defect,
physical or mental illness, or condition [health problem].

4. No Limit on the Number of EPSDT Visits to a Physician, Therapist, Dentist, or Other
Licensed Clinician
To exceed such limits, the provider’s documentation must address why it is medically necessary
to exceed the limits in order to correct or ameliorate a defect, physical or mental illness, or
condition [health problem].

5. No Set List that Specifies When or What EPSDT Services or Equipment May Be Covered
Only those services within the scope of those listed in the federal law at 42 U.S.C. § 1396d (a)
[1905(a) of the Social Security Act] can be covered under EPSDT. See attached listing.
However, specific limitations in service definitions, clinical policies, or DMA billing codes MAY
NOT APPLY to requests for services for children under 21 years of age.

6. No Co-payment or Other Cost to the Recipient

7. Coverage for Services That Are Never Covered for Recipients over 21 Years of Age
Only those services within the scope of those listed in the federal law at 42 U.S.C. § 1396d (a)
[1905(a) of the Social Security Act] can be covered under EPSDT. See attached listing. Provider
documentation must address why the service is medically necessary to correct or ameliorate a
defect, physical or mental illness, or condition [health problem].

8. Coverage for Services Not Listed in the N.C. State Medicaid Plan
Only those services within the scope of those listed in the federal law at 42 U.S.C. § 1396d (a)
[1905(a) of the Social Security Act] can be covered under EPSDT. See attached listing.

EPSDT Criteria

It is important to note that the service can only be covered under EPSDT if all criteria specified below are
met.

1. EPSDT services must be coverable services within the scope of those listed in the federal law at
42 U.S.C. § 1396d (a) [1905(a) of the Social Security Act]. For example, “rehabilitative
services” are a covered EPSDT service, even if the particular rehabilitative service requested is
not listed in DMA clinical policies or service definitions.

2. The service must be medically necessary to correct or ameliorate a defect, physical or mental
illness, or a condition [health problem] diagnosed by the recipient’s physician, therapist, or other
licensed practitioner. By requiring coverage of services needed to correct or ameliorate a defect,
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physical or mental illness, or a condition [health problem], EPSDT requires payment of services
that are medically necessary to sustain or support rather than cure or eliminate health problems to
the extent that the service is needed to correct or ameliorate a defect, physical or mental illness, or
condition [health problem].

The requested service must be determined to be medical in nature.

The service must be safe.

The service must be effective.

The service must be generally recognized as an accepted method of medical practice or treatment.

The service must not be experimental/investigational.

Additionally, services can only be covered if they are provided by a North Carolina Medicaid enrolled
provider for the specific service type. This may include an out-of-state provider who is willing to enroll if
an in-state provider is not available.

Important Points about EPSDT Coverage

General

1.

If the service, product, or procedure requires prior approval, the fact that the recipient is under 21
years of age does NOT eliminate the requirement for prior approval.

EPSDT services must be coverable within the scope of those listed in the federal law at 42 U.S.C.
8 1396d (a) [1905(a) of the Social Security Act]. EPSDT requires Medicaid to cover these
services if they are medically necessary to correct or ameliorate a defect, physical or mental
illness, or a condition [health problem]. “Ameliorate” means to improve or maintain the
recipient’s health in the best condition possible, compensate for a health problem, prevent it from
worsening, or prevent the development of additional health problems.

Recipients under 21 must be afforded access to the full panoply of EPSDT services, including
case management. Case management must be provided to a Medicaid eligible child if medically
necessary to correct or ameliorate the child’s condition regardless of eligibility for CAP waiver
services.

EPSDT services need not be services that are covered under the North Carolina State Medicaid

Plan or under any of the Division of Medical Assistance’s (DMA) clinical coverage policies or
service definitions or billing codes.

Under EPSDT, North Carolina Medicaid must make available a variety of individual and group
providers qualified and willing to provide EPSDT services.
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6. EPSDT operational principles include those specified below.

a.

When state staff or utilization review (UR) vendors review a covered state Medicaid plan
services request for prior approval or continuing authorization for an individual under 21
years of age, the reviewer will apply the EPSDT criteria to the review. This means that:

1. Requests for EPSDT services do NOT have to be labeled as such. Any proper request
for services for a recipient under 21 years of age is a request for EPSDT services. For
recipients under 21 years of age enrolled in a CAP waiver, a request for services must be
considered under EPSDT as well as under the waiver if the requested service is both a
waiver service and a service within the scope of the category of services listed in the
federal law at 42 U.S.C. 8 1396d(a) [1905(a) of the Social Security Act]

2. The decision to approve or deny the request will be based on the recipient’s medical need
for the service to correct or ameliorate a defect, physical [or] mental illness, or condition
[health condition].

The specific coverage criteria (e.g., particular diagnoses, signs, or symptoms) in the DMA
clinical coverage policies or service definitions do NOT have to be met for recipients under
21 years if the service is medically necessary to correct or ameliorate a defect, physical or
mental illness, or condition [health problems] if approved under the auspices of EPSDT.

The specific numerical limits (number of hours, number of visits, or other limitations on
scope, amount or frequency) in DMA clinical coverage policies, service definitions, or billing
codes do NOT apply to recipients under 21 years of age if more hours or visits of the
requested service are medically necessary to correct or ameliorate a defect, physical or mental
illness, or condition [health problem]. This includes the hourly limits and location limits on
Medicaid Community Support Services (CSS), a non-covered state Medicaid plan service, for
example.

Other restrictions in the clinical coverage policies, such as the location of the service,
prohibition on multiple services on the same day or at the same time (e.g., day treatment and
residential treatment) must also be waived under EPSDT as long as the services are medically
necessary to correct or ameliorate a defect, physical or mental illness, or condition [health
problem].

Out-of-state services are NOT covered if similarly efficacious services that are medically
necessary to correct or ameliorate a defect, physical or mental illness, or condition [health
problems] are available anywhere in the state of North Carolina. Services delivered without
prior approval will be denied. There is no retroactive prior approval for services that require
prior approval, unless there is retroactive Medicaid eligibility. Refer to the Basic Medicaid
Billing Guide, Section 6, Prior Approval, for further information regarding the provision of
out-of-state services.

Providers or family members may write directly to the Assistant Director for Clinical Policy
and Programs, Division of Medical Assistance, requesting a review for a specific service.
However, DMA vendors and contractors must consider any request for state Medicaid plan
services for a recipient less than 21 years of age under EPSDT criteria when the request is
made by the recipient’s physician, therapist, or other licensed practitioner in accordance with
the Division’s published policies. If necessary, such requests will be forwarded to DMA or
the appropriate vendor.
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g. Requests for prior approval for services must be fully documented to show medical necessity.
This requires current information from the recipient’s physician, other licensed clinicians, the
requesting qualified provider, and/or family members or legal representative. If this
information is not provided, Medicaid or its vendor will have to obtain the needed
information, and this will delay the prior approval decision. See procedure below for
requesting EPSDT services regarding further detail about information to be submitted.

h. North Carolina Medicaid retains the authority to determine how an identified type of
equipment, therapy, or service will be met, subject to compliance with federal law, including
consideration of the opinion of the treating physician and sufficient access to alternative
services. Services will be provided in the most economic mode, as long as the treatment
made available is similarly efficacious to the service requested by the recipient’s physician,
therapist, or other licensed practitioner, the determination process does not delay the delivery
of the needed service, and the determination does not limit the recipient’s right to free choice
of North Carolina Medicaid enrolled providers who provide the approved service. It is not
sufficient to cover a standard, lower cost service instead of a requested specialized service if
the lower cost service is not equally effective in that individual case.

i. Restrictions in CAP waivers such as no skilled nursing for the purpose of monitoring do not
apply to EPSDT services if skilled monitoring is medically necessary. Nursing services will
be provided in accordance with 21 NCAC 36.0221 (adopted by reference).

j. Durable medical equipment (DME), assistive technology, orthotics, and prosthetics do NOT
have to be included on DMA’s approved lists or be covered under a CAP waiver program in
order to be covered under EPSDT subject to meeting the criteria specified in this policy.

k. Medicaid will cover treatment that the recipient under 21 years of age needs under this
EPSDT policy as long as the requested service is within the scope of the category of services
listed in the federal law at 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act].

I.  North Carolina Medicaid will enroll providers, set reimbursement rates, set provider
qualifications, and assure the means for claims processing when the service is not already
established in the North Carolina State Medicaid Plan.

m. Requests for prior approval of services are to be decided with reasonable promptness, usually
within 15 business days. No request for services for a recipient under 21 years of age
will be denied, formally or informally, until it is evaluated under EPSDT.

n. If services are denied, reduced, or terminated, proper written notice with appeal rights must
be provided to the recipient and copied to the provider. The notice must include reasons for
the intended action, citation that supports the intended action, and notice of the right to appeal.
Such a denial can be appealed in the same manner as any Medicaid service denial, reduction,
or termination. See the section of this manual entitled Medicaid Recipient Due Process
(Right to Appeal Prior Approval Decision).
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0. The recipient has the right to continued Medicaid payment for services currently provided
pending appeal. This includes the right to reinstatement of services if the re-authorization
was submitted prior to the expiration of the current authorization.

EPSDT Coverage and CAP Waivers

1.

Waiver services are available only to participants in the Community Alternatives Program (CAP)
and are not a part of the EPSDT benefit unless the waiver service is ALSO an EPSDT service (e.g.
durable medical equipment).

Any request for services for a CAP recipient under age 21 must be evaluated under BOTH the
waiver and EPSDT if the requested service is a service within the scope of the category of
services listed in the federal law at 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act].

Additionally, a child financially eligible for Medicaid outside of the waiver is entitled to elect
EPSDT services without any monetary cap instead of waiver services.

ANY child enrolled in a CAP program can receive BOTH waiver services and EPSDT services.
However, if enrolled in CAP program, approval of the waiver services as well as the delivery and
cost of the recipient’s services must be in compliance with the requirements established by the
waiver and this policy. Relative to cost of the services, cost neutrality must be maintained in
accordance with waiver requirements. While a recipient may exceed waiver limits, prior
approval must be obtained as specified below.

a. CAP for Children (CAP/C) and CAP for Disabled Adults (CAP/DA):
For a service that is both a waiver service and EPSDT service, the recipient may exceed the
limit on that individual service, and prior approval is required before the limit is exceeded. If
the service is a waiver service only, the limit may not be exceeded. Cost neutrality must be
maintained in accordance with waiver requirements.

b. CAP for Persons with Intellectual and Other Developmental Disabilities (CAP/IDD):
Prior approval to exceed $100,000 per year must be obtained from the Division of Mental
Health, Developmental Disabilities, and Substance Abuse Services (DMH/DD/SAS). Cost
neutrality must be maintained in accordance with waiver requirements.

A recipient under 21 years of age on a waiting list for CAP services, who is an authorized
Medicaid recipient without regard to approval under a waiver, is eligible for necessary EPSDT
services without any waiting list being imposed by Medicaid. For further information, see “No
Waiting List for EPSDT”.

EPSDT services must be provided to recipients less than 21 years of age in a CAP program under
the same standards as other children receiving Medicaid services. For example, some CAP
recipients under 21 years of age may need daily in-school assistance supervised by a licensed
clinician through Community Support Services (CSS), a hon-covered™* state Medicaid plan
service, or In-Home Care for children (IHCC), a covered* state Medicaid plan service. It is
important to note that Medicaid services coverable under EPSDT may be provided in the school
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setting, including to CAP/IDD recipients. Services provided in the school and covered by
Medicaid must be included in the recipient’s budget.

CAP/DA case managers can deny a request for CAP/DA waiver services. If a CAP/DA case
manager denies, reduces, or terminates a CAP/DA waiver service, it is handled in accordance

October 2011

with DMA’s prior approval and due process procedures.
No other case manager can deny a service request supported by a licensed clinician, either
formally or informally.

8. When a recipient under 21 years of age is receiving CAP services, case managers must request
covered state Medicaid plan services as indicated below:

a.

CAP/C: Requests for medical, dental, and behavioral health services covered under the
North Carolina State Medicaid Plan that require prior approval must be forwarded to the
appropriate vendor. Please refer to the Utilization Review Contractor table on the prior
approval web page at http://ncdhhs.gov/dma/provider/priorapproval.htm to locate the
appropriate vendor in the recipient’s county/catchment area and/or service type. A plan of
care revision for waiver services must be submitted to the CAP/C consultant as well.

CAP/DA: Requests for medical, dental, and behavioral health services covered under the
North Carolina State Medicaid Plan that require prior approval must be forwarded to the
appropriate vendor. Please refer to the Utilization Review Contractor table on the prior
approval web page at http://ncdhhs.gov/dma/provider/priorapproval.htm to locate the
appropriate vendor in the recipient’s county/catchment area and/or service type. A plan of
care revision for waiver services must be submitted to the CAP/DA case manager as well.
All EPSDT requests must be forwarded to the CAP/DA consultant at DMA.

CAP/IDD: Requests for medical, dental, and behavioral health services covered under the
North Carolina State Medicaid Plan. Please refer to the Utilization Review Contractor table
on the prior approval web page at http://ncdhhs.gov/dma/provider/priorapproval.htm to locate
the appropriate vendor in the recipient’s county/catchment area and/or service type. Plan of
care revisions must be submitted in accordance with the policies and procedures published by
DMA or the vendor (statewide or LME) reviewing the plan of care request.

NOTE: Do not submit medical and dental requests to the statewide vendor or the LME for
review.

All EPSDT and covered state Medicaid plan requests for behavioral health services must be
forwarded to the statewide vendor or the LME responsible for utilization review in the
recipient’s county/catchment area as indicated in the Utilization Review Contractor table on
the prior approval web page at http://ncdhhs.gov/dma/provider/priorapproval.htm. This
includes requests for children not in a waiver who have a case manager. Requests for
medical and dental services covered under the North Carolina State Medicaid Plan must be
forwarded to the appropriate vendor (medical or dental) for review and approval. Plan of
care revisions must be submitted in accordance with the policies and procedures published by
DMA or the vendor (statewide or LME) reviewing the plan of care request.

9. An appeal under CAP must also be considered under EPSDT criteria as well as under CAP
provisions if the appeal is for a Medicaid recipient under 21 years of age and the service under
appeal is both a waiver service and a service within the scope of the category of services listed in
the federal law at 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act]
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EPSDT Coverage and Mental Health/Developmental Disability/Substance Abuse
(MH/DD/SA) Services

1.

Staff employed by LMEs CANNOT deny requests for services, formally or informally. Requests
must be forwarded to appropriate utilization vendor (statewide or LME responsible for utilization
review in the recipient’s county/catchment area as indicated in the Utilization Review Contractor
table on the prior approval web page at http://ncdhhs.gov/dma/provider/priorapproval.htm.) if
supported by a licensed clinician.

LMEs may NOT use the Screening, Triage, and Referral (STR) process or IDD eligibility process
as a means of denying access to Medicaid services. Even if the LME STR screener does not
believe the child needs enhanced services, the family must be referred to an appropriate Medicaid
provider to perform a clinical evaluation of the child for any medically necessary service.

Requests for prior approval of MH/DD/SA services for recipients under 21 must be sent to
statewide vendor or the LME responsible for utilization review in the recipient’s
county/catchment area as indicated in the Utilization Review Contractor table on the prior
approval web page at http://ncdhhs.gov/dma/provider/priorapproval.htm. If the request needs to
be reviewed by DMA clinical staff, the utilization review vendor will forward the request to the
Assistant Director for Clinical Policy and Programs.

If a recipient under 21 years of age has a developmental disability diagnosis, this does not
necessarily mean that the requested service is habilitative and may not be covered under EPSDT.
The EPSDT criteria of whether the service is medically necessary to correct or ameliorate a
defect, physical or mental illness, or condition [health problem] apply. Examples include dual
diagnoses and behavioral disorders. All individual facts must be considered.

All EPSDT requirements (except for the procedure for obtaining services) fully apply to all
behavioral health utilization review vendors.

Procedure for Requesting EPSDT Services

Covered State Medicaid Plan Services

Should the service, product, or procedure require prior approval, the fact that the recipient is under 21
years of age does NOT eliminate the requirement for prior approval. If prior approval is required and
if the recipient does not meet the clinical coverage criteria or needs to exceed clinical coverage policy
limits, submit documentation with the prior approval request that shows how the service at the requested
frequency and amount is medically necessary and meets all EPSDT criteria, including to correct or
ameliorate a defect, physical or mental illness, or condition [health problem], to the appropriate vendor or
DMA staff. When requesting prior approval for a covered service, refer to the Basic Medicaid Billing
Guide, Section 6. If the request for service needs to be reviewed by DMA clinical staff, the vendor will
forward the request to the Assistant Director for Clinical Policy and Programs.
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Should further information be required, the provider will be contacted. See the Provider Documentation
section of these instructions for information regarding documentation requirements.

In the event prior approval is not required for a service and the recipient needs to exceed the clinical
coverage policy limitations, prior approval from a vendor or DMA staff is required. See the Provider
Documentation section of these instructions for information regarding documentation requirements.

Services Formerly Covered by Children’s Special Health Services (CSHS)

Previously, requests for pediatric mobility systems, cochlear implants and accessories, ramps, tie-downs,
car seats, vests, DME, orthotics and prosthetics, home health supplies, not listed on DME fee schedules
for recipients under 21 years of age, oral nutrition, augmentative and alternative communication devices,
and over-the counter medications were approved and processed by CSHS. These services have been
transferred from CSHS to Medicaid as specified below.

o Pediatric Mobility Systems, including non-listed components — Send to HP Enterprise Services
using the Certificate of Medical Necessity/Prior Approval (CMN/PA Form). Refer to Clinical
Coverage Policy 5A, Durable Medical Equipment, for details (on DMA’s web site at
http://www.ncdhhs.gov/dma/mp/).

» Cochlear/Auditory Brainstem Implants and Accessories — Fax all requests for external parts
replacement and repair, in letter format, to the appropriate cochlear or auditory brainstem implant
manufacturer. The manufacturer will process requests, obtain prior approval for external speech
processors, and file claims. Guidelines for the letter requesting external parts replacement or
repair can be obtained from the cochlear or auditory brainstem manufacturer.

e Oral Nutrition Formula on DMA Fee Schedules — Send requests to HP Enterprise Services.
Refer to Clinical Coverage Policy 5A, Durable Medical Equipment, for details (on DMA’s Web
site at http://www.ncdhhs.gov/dma/mp/). For those formulas not included on the DMA fee
schedule and that have not been assigned Current Procedural Terminology (CPT) or Healthcare
Common Procedure Coding System (HCPCS) codes, submit the request to the Assistant Director,
Clinical Policy and Programs as specified on the Non-Covered State Medicaid Plan Services
Request Form for Recipients under 21 Years of Age located on DMA’s Web site at
http://www.ncdhhs.gov/dma/provider/forms.htm.

= Augmentative and Alternative Communication Devices on DMA Fee Schedules — Send
requests to HP Enterprise Services. Refer to Clinical Policy 5A, Durable Medical Equipment, for
details (on DMA’s Web site at http://www.ncdhhs.gov/dma/mp/).

= Ramps, Tie Downs, Car Seats, and Vests — Effective with date of request September 1, 2008,
CSHS no longer authorizes payment for ramps, tie-downs, car seats, and vests. These items are
not included in the DME covered by Medicaid, nor are they covered under EPSDT services,
which cover medical equipment and supplies suitable for use in the home for Medicaid recipients
under the age of 21. However, if the recipient is covered under a Medicaid waiver, these items
may be considered if covered under the waiver.
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Non-Covered State Medicaid Plan Services

Requests for non-covered state Medicaid plan services are requests for services, products, or procedures
that are not included at all in the North Carolina State Medicaid Plan but are coverable under federal
Medicaid law, 1905(r) of the Social Security Act, for recipients under 21 years of age. See attached
listing. Requests for non-covered state Medicaid plan services that have been assigned CPT and HCPCS
codes should be submitted to the appropriate vendor. Medical, dental, and behavioral health service
requests for non-covered state Medicaid plan services, and requests for a review when there is no
established review process for a requested services that have not been assigned CPT and HCPCS codes
and requests for a review when there is no established review process for a requested service should be
submitted to the Assistant Director, Clinical Policy and Programs, Division of Medical Assistance at the
address or facsimile (fax) number specified on the Non-Covered State Medicaid Plan Services Request
Form for Recipients under 21 Years of Age. To decrease delays in reviewing non-covered state Medicaid
plan requests, providers are asked to complete this form. A review of a request for a non-covered state
Medicaid plan service includes a determination that ALL EPSDT criteria specified in these instructions
are met.

Provider Documentation

Documentation for either covered or non-covered State Medicaid Plan services should show how the
service will correct or ameliorate a defect, physical or mental illness, or a condition [health problem].
This includes:

o Documentation showing that medical necessity and policy criteria are met;
e Documentation to support that all EPSDT criteria are met; and

o Evidence-based literature to support the request, if available.

Should additional information be required, the provider will be contacted.

For Further Information about EPSDT

e Important additional information about EPSDT and prior approval is found in the Basic Medicaid
Billing Guide, Sections 2 and 6, and on the DMA EPSDT provider page. The web page
addresses are specified below.

Basic Medicaid Billing Guide: http://www.ncdhhs.gov/dma/basicmed/
Health Check Billing Guide: http://www.ncdhhs.gov/dma/healthcheck/
EPSDT Provider Page: http://www.ncdhhs.gov/dma/epsdt/

e DMA and its vendors will conduct ongoing training for employees, agents, and providers on this
instruction. Training slides are available on the EPSDT provider page on DMA’s Web site at
http://www.ncdhhs.gov/dma/epsdt/.

Listing of EPSDT Services Found at 42 U.S.C. § 1396d (a) [1905(a) of the Social
Security Act]

e Inpatient hospital services (other than services in an institution for mental disease)
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e Qutpatient hospital services

o Rural health clinic services (including home visits for homebound individuals)

o Federally qualified health center services

e Other laboratory and x-ray services (in an office or similar facility)

o EPSDT (Note: EPSDT offers periodic screening services for recipients under age 21 and
Medicaid covered services necessary to correct or ameliorate a diagnosed physical or mental
condition)

e Family planning services and supplies

e Physician services (in office, recipient's home, hospital, nursing facility, or elsewhere)

e Medical and surgical services furnished by a dentist

e Home health care services (nursing services; home health aides; medical supplies, equipment, and
appliances suitable for use in the home; physical therapy, occupation therapy, speech pathology,
audiology services provided by a home health agency or by a facility licensed by the State to
provide medical rehabilitation services)

e Private duty nursing services

o Clinic services (including services outside of clinic for eligible homeless individuals)

o Dental services

e Physical therapy, occupational therapy, and services for individuals with speech, hearing, and
language disorders

e Prescribed drugs

e Dentures

e Prosthetic devices

o Eyeglasses

e Services in an intermediate care facility for the mentally retarded

o Medical care, or any other type of remedial care recognized under State law, furnished by
licensed practitioners within the scope of their practice as defined by State law, specified by the
Secretary (also includes transportation by a provider to whom a direct vendor payment can
appropriately be made)

o Other diagnostic, screening, preventive, and rehabilitative services, including any medical or
remedial services (provided in a facility, a home, or other setting) recommended by a physician or
other licensed practitioner of the healing arts within the scope of their practice under State law,
for the maximum reduction of physical or mental disability and restoration of an individual to the

best possible functional level
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Inpatient psychiatric hospital services for individuals under age 21

Services furnished by a midwife, which the nurse midwife is legally authorized to perform under
state law, without regard to whether the nurse-midwife is under the supervision of, or associated
with, a physician or other health care provider throughout the maternity cycle

Hospice care

Case management services

TB-related services

Respiratory care services

Services furnished by a certified pediatric nurse practitioner or certified family nurse practitioner,
which the practitioner is legally authorized to perform under state law

In-Home Care for Children (in a home or other location) furnished to an individual who is not an
inpatient or resident of a hospital, nursing facility, intermediate care facility for the mentally
retarded, or institution for mental disease

Primary care case management services

Definitions of the above federal Medicaid services can be found in the Code of Federal Regulations 42
CFR 440.1-440.170 at http://www.access.gpo.gov/nara/cfr/waisidx_06/42cfr440_06.html.
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Non-Covered State Medicaid Plan Services Request Form
for Recipients under 21 Years Old

This form is available on DMA’s Web site at:
http://www.ncdhhs.gov/dma/provider/forms.htm.

Definitions of the federal Medicaid services can be found in the Code of Federal Regulations 42 CFR 440.1-440.170 at:
http://www.access.gpo.gov/nara/cfr/waisidx_06/42cfrd440 06 html

Mail the completed, signed form to the Assistant Director of Clinical Policy and Programs, Division of Medical Assistance,
2501 Mail Service Center, Raleigh, N.C. 27699-2501 or fax it to (919) 715-7679. You may use additional sheets to supply
any other information you think would be helpful. Include evidence-based literature, if available.

I. Recipient Information. This must be completed by a physician, licensed clinician, or other provider.

Name

Date of Birth (mm/dd’yyyy) Medicaid Number

Address

II. Medical Necessity. All requested information. including CPT and HCPCS codes, if applicable. as well as
provider information, must be completed. Please submit medical records that support medical necessity.

Requestor Name Provider Name
Medicaid Provider # Medicaid Provider #
Address Address
Telephone Telephone

Fax Fax

Requested procedure,
product or service: CPT/HCPCS code: /

In what capacity have you treated the recipient? (Include how long vou have cared for the recipient and the
nature of the care.)

What is the recipient’s health history? (Include chronic illness.)

What is/are the recent diagnosis(es) related to this request? (Include the onset and course of the disease and
the recipient’s current status.

DMA-3510 Rev 510 1
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Name MID

DOB

duration, treatment goals, and the recipient’s response to treatment(s). ]

What treatment has been given for the diagnosis(es) above? [Include previous and current treatment regimens,

development of additional health problems.

Please provide a description of how the requested procedure, product or service will correct or ameliorate
the recipient’s defect, physical or mental illness, or condition [the problem]. This description must include a
detailed discussion about how the service, product, or procedure will improve or maintain the recipient’s health in
the best condition possible, compensate for a health problem, prevent it from worsening, or prevent the

available.

Is this request for an experimental or investigational treatment? Yes No
If ves, provide name and protocol #

Is the requested product, service, or procedure considered to be safe? Yes No
If no, pleasc explain.

Is the requested product, service or procedure effective? Yes No
If no, please explain.

Are there alternatives to the product, procedure, or service requested

that would be more cost effective but similarly medically effective? Yes No

If ves, specify what alternatives are appropriate for the recipient and provide evidence base with this request, if

What is the expected duration of treatment?

Requestor’s Signature & Credentials Date

DMA-3510 Rev 510
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Transfer of Assets

Medicaid reimbursement for certain services may be affected by a transfer of assets policy.

The Medicaid services affected by the policy are called institutional services. They include services
provided to individuals who are in a nursing facility, intermediate care facility for the mentally retarded
(ICF-MR), swing bed or appropriate level of care bed, CAP, and PACE. In-home health services and
supplies can be sanctioned after the individual has been sanctioned for institutional services and goes
home while under a sanction period.

Medicaid Recipients Subject to the Policy
The transfer of assets policy applies to individuals in all Medicaid eligibility categories except

e State/County Special Assistance for the Aged (SAA)

e State/County Special Assistance for the Disabled (SAD)
e Medicaid—Infants and Children (MIC)

e Medicaid—Pregnant Women (MPW)

e Specified Low-Income Medicare Beneficiary (MQB-B)
e Medicare Qualifying Individual, Group 1 (MQB-E)

Transfer of Assets Determination

When made aware that a recipient is seeking institutional services or one of the specified home care
services, the county DSS will make a transfer of assets determination. The resulting determination
applies to any of the specified services; a separate determination for each service is not required. The
determination may result in a sanction period if the recipient has transferred assets within the time frame
specified by Medicaid eligibility guidelines. Refer to the Adult Medicaid Manual, Section MA-2240,
Transfer of Assets, on the DMA website under County Links (http://www.ncdhhs.gov/dma/county/; click
on DMA Eligibility Manuals). The recipient is not eligible for Medicaid reimbursement during a sanction
penalty period.
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Provider Access to Transfer of Assets Information

Providers may access the AVR system to get a recipient’s transfer of assets status as of a specified date.
Providers will receive one of the following AVR system responses:

e The recipient has not been assessed. The provider should ask the recipient to contact the county
DSS to begin a transfer of assets assessment.

e The recipient is in a penalty period for the given date of service and claims for the specified
services will be denied.

e The recipient is not in a penalty period for the given date of service.
The AVR system provides information that is in the claims processing system at the time of the inquiry.
Because a penalty period can be applied retroactively, transfer of assets information for a given date may

change after the provider obtains the information.

Transfer of asset information is also available through the 270/271 transaction batch and real time query.
Refer to Verifying Eligibility in this section and to Appendix F for additional information.
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Section 3. Medicaid Provider Information

Enrollment Application

Providers who want to enroll with the N.C. Medicaid and Health Choice Program must complete and
submit a Provider Enrollment Application for their specific provider type. The online Enrollment
Application is available on the NCTracks website at
http://www.nctracks.nc.gov/provider/providerEnrollment/index.jsp.

The Department will conduct provider enrollment screening in accordance with applicable State or
Federal law or regulation.

All applications, including applications for a new practice location, shall be screened and assigned a
categorical risk level of "limited,"” "moderate,” or "high."” The Division will assess each provider type and
specialty and assign a risk category. If a provider fits within more than one risk level, the highest level of
screening will be applicable (42CFR 455.450, N.C. Session Law 2011-399, N.C.G.S. 108C-(3).

Providers will be assigned a Medicaid provider number and will be notified by mail or email once the
process has been completed.

Group Provider Enrollment Packets

Providers who want to enroll with the N.C. Medicaid/Health Choice Program as a group must complete
and submit a Provider Enroliment Application for their specific provider type categorized as
“organization.” Examples of group providers are dental offices and physician offices. If services are
being provided at multiple sites, each site is required to enroll to receive a separate group Medicaid
Provider Number for each existing location.

Individual Provider Enrollment Packets

Providers who want to enroll with the N.C. Medicaid/Health Choice Program as an individual must
complete and submit a Provider Enroliment Application for their specific provider type categorized as
“individual.” Examples of individual providers are dentists, physicians, and nurse practitioners. It is not
necessary for individual providers to submit multiple Provider Enrollment Applications if providing
services at multiple locations. Individual provider numbers are able to be affiliated with each group
provider number where services are rendered.

In Addition to the Enrollment Application

Prior to being initially enrolled in the Medicaid or Health Choice program, in accordance with
Sections 6401(a), 10603 and section 1866(j) of the ACA, providers are required to undergo screenings
and attend trainings as designated by the Department in rules, including, but not limited to, the
following:
e The Basic Medicaid/Health Choice Billing Guide, common billing errors, and how to avoid them.
e Audit procedures, including explanation of the process by which the Department extrapolates
audit results.
e How to identify Medicaid/ Health Choice recipient fraud.
e How to report suspected fraud or abuse.
o Medicaid recipient due process and appeal rights.
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Provider Enrollment and Re-enrollment Fee

In accordance with Section 1866(j)(2)(C)(i)(1) of the ACA DMA will collect a $505 application fee from
providers and suppliers that are newly enrolling, revalidating or establishing a new practice location, or
in response to a CMS revalidation request with the submission of an initial enrollment application in
order to cover the cost of screening and to carry out screening and other program integrity efforts.

Session Law 2009-451 mandated DMA to begin collecting a $100 enrollment fee from providers upon
initial enroliment with the N.C. Medicaid/Health Choice and at 3-year intervals when the provider is re-
credentialed. This process began on September 1, 2009, and applies to Provider Enrollment Applications
received on or after that date.

Initial enrollment is defined as an in-state or border-area provider who has never enrolled to participate in
the N.C. Medicaid/Health Choice. The provider's tax identification number is used to determine if the
provider is currently enrolled or was previously enrolled.

Applicants should not submit payment with their application. Upon receipt of your enroliment
application, an invoice will be mailed to you if either fee is owed. An invoice will only be issued if the
tax identification number in the enrollment application does not identify the applicant as a currently
enrolled Medicaid provider.

Providers are reminded that payment

e is due immediately upon receipt of an invoice for the enroliment fee;
¢ should be remitted to the address on the invoice and not directly to CSC; and

e isaccepted by check or money order made payable to DMA.

Please make every effort to remit payment promptly. Applications will not be processed if payment is not
received. If payment is not received within 30 days of the date on the invoice, your application will be
voided and you will be required to reapply as retroactive enrollment will not be granted.

Quialifications for Enrollment

The general requirements for provider enroliment are as follows.

Licensure, Accreditation, Endorsement and Certification

Providers must be licensed, accredited, endorsed, and/or certified according to the specific laws and
regulations that apply to their service type. Enrollment qualifications vary, but ALL providers must
complete an application and a NCDHHS Medicaid Provider Administrative Participation Agreement. All
providers are responsible for maintaining the required licensure, endorsement, and accreditation specific
to their provider type to remain qualified as N.C. Medicaid/Health Choice providers and are required to
notify DMA immediately if a change in status occurs. For detailed information regarding specific
requirements for each provider type, refer to the NCTracks website at:
http://www.nctracks.nc.gov/provider/providerEnrollment/index.jsp or contact the EVC Call Center at
1-866-844-1113.

Note: Behavioral Health Managed Care Organizations which operates under the Mental Health,
Developmental Disabilities, and Substance Abuse Services Plan waiver are responsible for enrolling
behavioral health providers in their respective provider networks.

3-2



Basic Medicaid and NC Health Choice Billing Guide October 2011

Service Location

Services must be provided at a site within the State of North Carolina or, for some services, within 40
miles of the North Carolina border. Out-of-state providers are eligible for enrollment only under the
following conditions:

o for reimbursement of services rendered to N.C. Medicaid recipients in response to an emergency
or if travel back to the State would endanger the health of the recipient
o for reimbursement of prior-approved non-emergency services

o for reimbursement of medical equipment and devices that are not available through an enrolled

provider located within the State of North Carolina or in the 40-mile border area.

Out-of-state providers are required to adhere to all North Carolina, rules, regulations, laws and
statutes governing healthcare delivery under the North Carolina Medicaid program.

Refer to the out-of-state zip code list on the NCTracks website at
http://www.nctracks.nc.gov/provider/providerEnrollment/index.jsp for a list of zip codes that are within
the 40-mile border area.

Provider Agreements
All providers must comply with the terms and conditions specified in the NCDHHS Medicaid Provider
Administrative Participation Agreement.

All providers are responsible for ensuring that information on file with the N.C. Medicaid/Health Choice
Program for their practice or facility remains up to date. Refer to Reporting Provider Changes in this
section of the billing guide for information on reporting changes in provider status to the N.C.
Medicaid/Health Choice Program.

Attestation Letter

Upon enroliment and re-enrollment in the N.C Medicaid/Health Choice Program, providers are
required to complete and sign the Letter of Attestation as a condition of participation in the Medicaid
and N.C. Health Choice program. In accordance with Session Law 2011-399, § 108C-9, the revised
provider attestation to will contain a statement that the provider:

o has met the minimum business requirements necessary to comply with all federal and State
requirements governing the Medicaid and Children's Health Insurance program,

e does not owe any outstanding taxes or fines to the U.S. or North Carolina Departments of
Revenue or Labor or the Employment Security Commission,

e does not owe any final overpayment, assessment, or fine to the North Carolina Medicaid or North
Carolina Health Choice program or any other State Medicaid or Children's Health Insurance
program, and

o has implemented a corporate compliance program as required under federal law.”
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To avoid any delay in reimbursement, providers should review their corporate compliance programs
and submit the signed Medicaid Letter of Attestation.

Re-verification and Re-credentialing Requirements

The N.C. Medicaid/Health Choice Program is required to re-credential each enrolled provider every three
years to verify that the provider continues to meet the conditions of participation for enrollment as a
Medicaid provider. This process includes criminal background checks and queries of Federal
practitioner databases, including but not limited to the Social Security Administration's Death Master File,
the National Plan and Provider Enumeration System (NPPES), the List of Excluded Individuals/Entities
(LEIE), the Excluded Parties List System (EPLS), and any such other databases as the Secretary may
prescribe will be routinely checked to determine the exclusion status of all enrolled providers including
any person with an ownership, control interest, an agent or managing employee of the provider

Providers will be notified in advance of the re-credentialing process and will be asked to complete a
verification packet, which will be used to update information currently on file for the provider. Providers
will be instructed to return the completed packet to CSC.

To implement this new requirement, in June, 2009, CSC began a process to verify information and
credential currently enrolled Medicaid providers who have not previously been credentialed.

The N.C. Medicaid Program is also required, where applicable, to verify that a provider continues to meet
accreditation requirements for participation. The source verification process will occur on the expiration
of the provider’s license, certification, and/or endorsement.

Tax Information

N.C. Medicaid must have proper tax information on file for all providers to ensure that 1099 MISC forms
are correctly issued to providers and that the correct tax information is provided to the IRS.

Independent practitioners such as physicians, dentists, nurse practitioners, etc., are assigned individual
attending Medicaid provider numbers. Most often, these numbers are linked to the provider’s Social
Security Number. When an independent practitioner provides services in a group setting, the National
Provider Identifier (NPI) associated with the group’s provider number is indicated on the claim form
along with the NPI associated with the individual’s provider number. The claim will pay to the group and
report to the group tax identification number. Individual providers should not link their individual
provider numbers to group tax identification numbers.

The last page of the Remittance and Status Report (RA) indicates the provider tax name and number
(FEIN) that Medicaid has on file. Review the RA throughout the year to ensure that the correct provider
number information is on file with HP Enterprise Services. The tax information needed for a group
practice is as follows:

e Group tax name and group tax number

e Attending Medicaid provider numbers in the group

Providers may also verify the tax information by calling HP Enterprise Services Provider Services at
1-800-688-6696 or 919-851-8888.

Refer to How to Report a Change in this section for information on submitting corrected tax information
to the Medicaid program.
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Conditions of Participation

Civil Rights Act

Providers must comply with Title VI of the Civil Rights Act of 1964, which states “No person in the
United States shall, on the grounds of race, color, or national origin, be excluded from participation under
any program or activity receiving Federal financial assistance.”

Rehabilitation and Disabilities Acts

In addition to the laws specifically pertaining to Medicaid, providers must comply with the following
requirements:

Section 504 of the Rehabilitation Act of 1973, as amended, which states, “No otherwise
qualified handicapped individual in the United States shall solely by reason of his handicap, be
excluded from participation in, be denied the benefit of, or be subject to discrimination under any
program or activity receiving Federal financial assistance.”

The Age Discrimination Act of 1975, as amended, which states, “No person in the United States
shall, on the basis of age, be excluded from participation in, be denied the benefits of, or be
subjected to discrimination under, any program or activity receiving Federal financial assistance.”

The Americans with Disabilities Act of 1990, which prohibits exclusion from participation in,
or denial of, services because the agency’s facilities are not accessible to individuals with a
disability.

Disclosure of Information

The provider, managing entities and subcontractors must comply with the requirements of the Social
Security Act and federal regulation concerning the following:

The disclosure of ownership and control information by providers (other than an individual
practitioner)

The disclosure of any criminal convictions by a provider or any owners or managing employees
The disclosure of any disciplinary action taken against business or professional licensees by a
provider

The disclosure of any denial of enrollment, suspension, or exclusion from Medicare or Medicaid
in any state; or employment by a corporation, business, or professional association that has ever
been suspended or excluded from Medicare or Medicaid in any state

The disclosure of any suspended payments from Medicare or Medicaid in any state; or
employment by a corporation, business, or professional association that ever had any suspended

payments from Medicare or Medicaid in any state
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Medical Record Documentation

As a condition of participation, Medicaid providers are required to keep records necessary to disclose the
extent of services rendered to recipients and billed to the N.C. Medicaid program. Records must be
retained for a period of not less than six years from the date of service, unless a longer retention period is
required by applicable federal or state law, regulations, or agreements. Copies of records must be
furnished to Medicaid or its agents upon request. HIPAA does not prohibit the release of records to
Medicaid. Record documentation is used by DMA to determine medical necessity and to verify that
services were billed correctly. Individual policy requirements must also be met.

The following principles of documentation are adopted from Medicare policy and are not an exhaustive
list of documentation requirements:

e The medical record must be complete and legible.

o The documentation of each patient encounter must include the date and reason for the encounter
as well as relevant history, physical examination findings, and prior diagnostic test results;
assessment; clinical impression or diagnosis; services delivered; plan for care, including drugs
and dosage prescribed or administered; and legible signature of the observer.

e Past and present diagnoses and health risk factors must be identified and accessible to the treating
and/or consulting physician.

e The rationale for diagnostic tests and other ancillary services must be documented or apparent in
the medical record.

e The patient’s progress, including response to and change in treatment, must be documented.
Reasons for diagnostic revision must be documented.

e The documentation must support the intensity of the patient evaluation and/or the treatment,
including thought processes and the complexity of medical decision making.

e The CPT, HCPCS, and ICD-9-CM codes reported on the health insurance claim form or billing
statement must be supported by the documentation in the medical record.

Payment in Full

With the exception of authorized copayments by recipients, the provider must agree to accept the amount
paid for Medicaid-covered services as payment in full. This requirement is in accordance with the rules
and regulations for reimbursement promulgated by the Secretary of DHHS and by the State of North
Carolina and established under the Medicaid program.

Provider Responsibilities
Verifying Recipient Eligibility
Providers are responsible for verifying Medicaid eligibility when a recipient presents for services. Refer

to Verifying Eligibility in Section 2, Recipient Eligibility, and Appendix F, Verifying Eligibility, for
additional information.

3-6



Basic Medicaid and NC Health Choice Billing Guide October 2011

Missed Appointments

Missed appointments are considered by the Centers for Medicare and Medicaid Services (CMS) to be part
of the provider’s overall cost of doing business and, therefore, prohibit Medicaid providers from billing a
Medicaid recipient for a missed appointment.

Prior Approval

A provider may not bill a Medicaid recipient for time spent on obtaining prior approval, when required,
for a Medicaid-covered service. This is considered by CMS to be part of the provider's overall cost of
doing business and, therefore, prohibits Medicaid providers from billing a Medicaid recipient for
obtaining prior approval.

Accepting a Medicaid Recipient

In accordance with 10A NCAC 22J.0106, a provider may choose whether to accept a patient as a
Medicaid patient. However, Medicaid providers must be consistent with their policies and procedures
when accepting or refusing Medicaid recipients. Providers may not discriminate against a Medicaid
recipients based on the recipient’s race, religion, national origin, color, or handicap.

Agreeing to provide services to a Medicaid recipient and submission of a claim to the N.C. Medicaid
Program for payment constitutes agreement to accept the Medicaid payment (in addition to any
authorized copayment or third-party payment) as payment in full.

A provider may refuse to accept a Medicaid recipient and bill the recipient as private pay only if the
provider informs the recipient prior to rendering the service, either orally or in writing, that the service
will not be billed to Medicaid and that the recipient will be responsible for payment.

Billing the Recipient
Providers may not bill a recipient for

o the difference between the provider’s charges and the Medicaid payment in addition to co-
payment and third-party payment.

e any service covered by the Medicaid program unless the provider has specifically informed
the recipient that Medicaid will not be billed, and the recipient understands and agrees to
accept liability for payment.

e any service covered by the Medicaid program for which the provider is denied payment
because the provider failed to follow program regulations including, but not limited to, errors
on claims, late submission, lack of prior approval, failure to bill third-party resources, etc.

When a non-covered service is requested by a recipient, the provider must inform the recipient either
orally or in writing that the requested service is not covered under the Medicaid program, will not be
billed to Medicaid, and will, therefore, be the financial responsibility of the recipient. This must be done
prior to rendering the service.

Third-Party Liability

State and federal regulations for third-party liability (TPL) require responsible third-party, public and
private insurance carriers to pay for medical services prior to Medicaid. Providers are required to seek
payment from third-party insurance carriers. A third-party insurance carrier is an individual or company
who is responsible for the payment of medical services. These third parties are Medicare, private health
insurance, automobile, or other liability carriers. DMA’s third party recovery (TPR) unit is responsible for
implementing and enforcing TPL laws. The TPR unit implements and enforces these laws through both
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cost avoidance and recovery methods. Refer to Section 7, Third-Party Insurance, for additional
information.

Contacting N.C. Medicaid/Health Choice

An alphabetical list of contact information including addresses and phone numbers is available on DMA’s
website at http://www.ncdhhs.gov/dma/provider/provcontacts.htm.

An index of topics of interest to providers with links to web pages within DMA’s website and to the
websites of our vendors is also available online at http://www.ncdhhs.gov/dma/provider/topicsa-z.htm.

Provider Forms

Electronic Claims Submission (ECS) Agreement for Organizations (Groups) or Individuals — Providers
must submit claims electronically (unless the claim meets one of the exceptions listed on DMA’s website
at http://www.ncdhhs.gov/dma/provider/ECSExceptions.htm) must agree to abide by the conditions for
electronic submission outlined in the Electronic Claims Submission Agreement. The signature of the
provider constitutes acceptance of the conditions for electronic submission of claims.

Electronic Funds Transfer (EFT) Authorization Agreement — At the request of North Carolina Medicaid,
HP Enterprise Services provides payment to Medicaid Providers, via Electronic Funds Transfer (EFT).
This is the only option for payment. The EFT service enables you to receive payments through automatic
deposit to the Medicaid provider’s bank. This process assists Medicaid providers with receiving
payments in a timely manner.

Remittance and Status Reports in PDF Format and Correct Coding Initiative Information Request Form —
RAs are only available through the NCECSWeb Tool. The NCECSWeb Tool will retain ten checkwrite
versions of the PDF version of the RA. Providers will also have access to the National Correct Coding
Initiative edit explanations.

Certification of Signature on File — This is an agreement for non-electronic Medicaid claims to be
submitted that fall under the electronic claims submission exemptions.

Pharmacy Online Request Point-of-Sale — This agreement is required to establish online claims
processing for pharmacies.

All forms, except those listed in the table below, can be obtained from DMA’s website at
http://www.ncdhhs.gov/dma/provider/forms.htm or by calling HP Enterprise Services at 1-800-688-6696
or1-919-851-8888.
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Name of Form

How to Obtain the Form

ADA Dental Claim Form

Call ADA at 1-800-947-4746

Certificate of Medical Necessity and Prior
Approval Form (for DME and O&P)

Call HP Enterprise Services at 1-800-688-6696 or 1-
919-851-8888

CMS-1500 Claim Form

Available in most Office Supply Stores

Prior Authorization for Outpatient Specialized
Therapies

Available on line at
http://www.medicaidprograms.org/nc/therapyservices

Prior Authorization for Prescription Drugs

Available online at http://www.ncmedicaidpbm.com/

Sterilization Consent Form

Call HP Enterprise Services at 1-800-688-6696 or 1-
919-851-8888

UB-04 Claim Form

Available in most Office Supply Stores

Visual Aids Prior Approval Form (372-017 or
372-017A)

Call HP Enterprise Services at 1-800-688-6696 or 1-
919-851-8888

Fee Schedule Requests

Fee schedules and reimbursement plans are available on DMA’s website at
http://www.ncdhhs.gov/dma/fee/. There is no charge for fee schedules or reimbursement plans requested
from DMA and providers must bill their usual and customary charges.

The Fee Schedule Request may also be made by fax to DMA’s Finance Management section at 919-715-

2209. Telephone requests are not accepted.
Reporting Provider Changes
What Changes Must Be Reported

Providers are responsible for notifying Medicaid when any of the following information related to their

business or practice changes:
o National Provider Identifier (NPI)

¢ Billing and site addresses

e Contact information, including phone number, fax number, and e-mail addresses

¢ Individual name changes

e Group name changes

e Adding or deleting a service

e Adding a site

e Adding or deleting a group member
e Tax name and number changes

e Changes of ownership

e CLIA renewals
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e Bed capacity changes

e Voluntary termination

As required by 10A NCAC 22N.0202, providers licensed under NCGS 122C or 131D shall notify DMA
in writing within 30 business days when:

e The legal name of any person with ownership interest in the facility is changed

e A new individual acquires ownership interest in the facility; notification must include the new
owner’s legal name and Social Security Number

e Anindividual withdraws his or her ownership interest in the facility; notification must include the
name of the departing owner

Managed care providers [Community Care of North Carolina/Carolina ACCESS (CCNC/CA), ACCESS
11/111, and Behavioral Health Managed Care] must also report changes in daytime or after-hours telephone
numbers, counties served, enrollment restrictions, etc. CCNC/CA providers must report Medicaid
provider number changes immediately to ensure that CCNC/CA management fees are paid correctly.

Failure to report changes in provider status may result in suspension of the Medicaid provider number and
a delay in providers’ receipt of claims reimbursement. In addition, providers may be liable for taxes on
income not received by their business.
How to Report a Change
The following changes must be reported to CSC using the Medicaid Provider Change Form:

e NPI

e Billing addresses

e Contact information, including phone number, fax number, and e-mail addresses

¢ Individual name changes

e Adding or deleting a group member

e CLIA renewals

e Bed capacity changes

e Voluntary termination

e Site addresses

Refer to the NCTracks website at http://www.nctracks.nc.gov/provider/cis.html for a copy of the
Medicaid Provider Change Form and a detailed list of supporting documentation that is required for
some changes.

The following changes must be reported to CSC by completing and submitting a new Provider
Enrollment Application:

e Group name changes

e Adding a service
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e Adding asite
e Tax number changes

e Changes of ownership or ownership interest

The online Enrollment Application is available on the NCTracks website at
http://www.nctracks.nc.gov/provider/providerEnrollment/index.jsp.

Reporting a Change of Ownership
A change of ownership is constituted by

e an exchange of monies or an asset purchase, both of which result in the assignment of a new tax
identification number;

e astock purchase, which may not result in the assignment of a new tax identification number;
e achange in a shareholder’s/partner’s percentage of interest in ownership;
o atransfer of title and property to another party; or

e amerger of the provider corporation into another corporation or the consolidation of two or more
corporations resulting in the creation of a new corporation.

To report a change of ownership, the new owner must submit a new enrollment application. The provider
enrollment application is available from the NCTracks website at
http://www.nctracks.nc.gov/provider/providerEnrollment/. The previous owner must submit a Medicaid
Provider Change Form indicating the termination of participation due to a change of ownership. The
Medicaid Provider Change Form is available from the NCTracks website at
http://www.nctracks.nc.gov/provider/cis.html.

The provider shall hold DMA harmless for payment of claims to the enrolled provider prior to execution
of an agreement under new ownership.

Voluntary Termination

All providers who decide to terminate their participation in the N.C. Medicaid/Health Choice program
must notify CSC in writing. Notification must be on the provider’s letterhead and signed by the provider,
office manager, or administrator. The notification must be submitted with a completed Medicaid
Provider Change Form.

Mail the notification and the Medicaid Provider Change Form to:

N.C. Medicaid Provider Enrollment
CSC

PO Box 300020

Raleigh NC 27622-8020

Note: Managed care providers must also notify DMA’s Managed Care section of their decision to
terminate. Refer to Section 5, Community Care of North Carolina/Carolina ACCESS Provider
Information, for additional information.
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Termination of Inactive Providers

If an enrolled Medicaid/Health Choice provider does not bill Medicaid/Health Choice for 12 months,
DMA will send notice of termination of the Medicaid provider number. These notices are sent to the
current mailing address listed in the provider’s file. If a provider rendered services to N.C. Medicaid
recipients or Health Choice members in the 12 months preceding the date of the notice, providers may
attest and return this letter within two weeks. Returning this letter within two weeks will insure that your
participation with the N.C. Medicaid/Health Choice Program remains active. If your letter is received
after two weeks, the provider number will be terminated. Once terminated, providers must complete a
new application and agreement to re-enroll and may have a lapse in eligibility as Medicaid/Health Choice
providers.

Payment Suspension

Any correspondence that cannot be delivered due to an incorrect billing address in the provider’s file will
result in the suspension of all claims for the provider number. Automatic deposits cannot be processed
for suspended claims.

Once a suspension has been placed on the provider number, the provider has 90 days to submit an address
change. After 90 days, if the address has not been corrected, suspended claims will be denied and the
provider number will be terminated.

Licensure Revocation or Suspension

Any provider or facility whose license is revoked or suspended is not eligible for participation in the N.C.
Medicaid program. Providers whose licenses are revoked or suspended should notify DMA immediately.

Reactivation in the Medicaid program may occur when the license is reinstated by the licensing authority.
Reactivation must be requested by completing and submitting a new provider enrollment packet. A copy

of the reactivated license must accompany the request for reactivation. Reactivation is effective no earlier
than the date on the reinstated license.

Sanctions

Providers who receive one or more sanctions from CMS may become ineligible for Medicaid/Health
Choice participation and may be responsible for refunding any Medicaid/Health Choice payments made
to them while under CMS sanctions. CMS will notify DMA of providers who are sanctioned. Any
provider who is sanctioned should notify DMA immediately.

Program Integrity Reviews

Determining Areas for Review
Pl reviews are initiated for a variety of reasons. The following are examples of reviews conducted by PI.

e Pl investigates specific complaints and referrals. These may come from recipients, family
members, providers, state or county agencies, or other DMA sections.

e The Office of the State Auditor pulls a stratified sample of claims annually. Pl staff review these
claims to determine the payment accuracy rate for claims submitted by providers and paid by the
Medicaid MMIS+ system.
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e Pl staff also conducts a second sampling of provider billings using methodology prescribed by
CMS. This is to assist CMS in complying with HR 4878, the Improper Payments Act of 2002.

o DMA s also participating as a pilot state in a national project called Medi-Medi. In this project,
Medicare and Medicaid claims are stored in a combined data warehouse. The data is then mined
to identify possible fraud and abuse.

o HP Enterprise Services refers to Pl any questionable services identified during claims processing.

Provider Responsibilities in a Program Integrity Review

PI reviews may be conducted in person or by mail. Visits to providers and their clients may be
unannounced (this is a routine procedure). Providers should adhere to the following steps when a review
has been initiated.

o Pl will request medical and/or financial records either by mail or in person. The records must
substantiate all services and billings to Medicaid. Failure to submit the requested records will
result in recoupment of all payments for the services. Providers must maintain records for six
years in accordance with the recordkeeping provisions of the NCDHHS Medicaid Provider
Administrative Participation Agreement.

o |If you receive a recoupment letter from PI, review the information in the letter and chart. You
have two options:

o If you agree that an overpayment has occurred, use the form sent with the letter to indicate
your preferred method for reimbursing DMA. The options include sending a check or having
the repayment withheld from future Medicaid payments. Please send your check to DMA
Accounts Receivable at the address on the letter. Do not send the check to HP Enterprise
Services, as this could result in a duplication of your refund. Also, do NOT request that HP
Enterprise Services adjust for the amount or items identified, as this could result in duplicate
recoupment.

e If you disagree with the overpayment decision by Pl and want a reconsideration review,
return the enclosed hearing request form to the DHHS Hearing Unit at the address on the
letter and indicate whether you request a personal hearing or a paper review.

e Please pay close attention to the time frames and procedures for requesting a
reconsideration review.

Request for Reconsideration

Informal Hearings — A provider who disagrees with a DMA decision may have the right to an informal
hearing. If applicable, the provider will be notified of the right to an informal hearing, conducted either in
person in Raleigh or by scheduled telephone conference call. The DHHS Hearing Office will notify the
provider of the date, time, and location.
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Informal Paper Reconsideration Review — Providers may instead send any additional relevant
documentation to the Hearing Unit for reconsideration. Your written material will then be evaluated and
a final decision rendered.

Formal Hearings — If the provider is not satisfied with the outcome of the informal hearing, the provider
may have the right to request a formal hearing. If applicable, the provider will be notified of the
procedure to request a formal hearing (as well as the time limitations to submit the request) with the
Office of Administrative Hearings (OAH). Once the request is received, OAH will contact the provider
regarding scheduling.

Miscellaneous

o For assistance or information, please call HP Enterprise Services at 1-800-688-6696 or 919-851-
8888.

e |tisthe provider’s responsibility to maintain the medical coverage policies and Medicaid
bulletins and to ensure that all staff who plan care, supervise services, and file claims for
Medicaid/Health Choice reimbursement have access to and follow these Medicaid/Health Choice
guidelines.

Provider Self-Audits

Providers are encouraged to identify overpayments and correct potential billing errors by performing self-
audit reviews. Participation in the self-audit program does not alleviate the possibility of further review
by PI in this or future investigations, and does not affect in any manner the government’s ability to pursue
criminal, civil or administrative remedies or to obtain additional damages, penalties or fines for the
matters that are the subject of the self-audit.

Self-audit packets are available by calling DMA PI at 919-647-8000 or 1-877-362-8471. Please
note that internal claim numbers (ICN) are required on all self-audit results submitted to DMA PI
to allow for refunds of Medicaid/Health Choice monies to be tracked correctly.

Overpayments

The Program Integrity (PI) Section of DMA conducts regular post-payment reviews in an ongoing effort
to

o Determine a statistical payment accuracy rate for claims submitted by providers and paid by
Medicaid

e Ensure that Medicaid/Health Choice payments are made only for services that are covered under
Medicaid/Health Choice policy

o Verify that coding on Medicaid/Health Choice claims correctly reflects the services that were
provided

e Ensure that third-party carriers were billed before Medicaid was billed and that providers reported
any such payments from third parties on claims filed for Medicaid payment
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Pursuant to the authority under 10A NCAC 22F.0606, a disproportionate stratified random sampling
technique may be used to establish the amount of any overpayment. Additional information may be
viewed at http://reports.oah.state.nc.us/ncac.asp.

When overpayments are identified, providers are given written information about the errors that includes
the total identified overpayment, procedures for repayment to Medicaid/Health Choice, and procedures
for disputing PI’s findings.

Self-Referral Federal Regulation

For Medicaid payments, the omnibus Budget Reconciliation Act of 1993 (OBRA 1993) prohibits self-
referral by a physician to designated health services in which the physician has certain ownership or
compensation agreements. Designated health services include the following:

o Clinical laboratory services

e Qutpatient drugs

e Durable medical equipment

o Parenteral and enteral nutrition equipment and supplies

e Comprehensive outpatient rehabilitation facility services

e Contact lenses

e Physical and occupational therapy services

o Home infusion therapy services

e Prosthetic and orthotic devices

o Eyeglasses

o Radiation therapy services

e Inpatient and outpatient hospital services

o Radiology services (including magnetic resonance imaging, computerized axial tomography
scans, and ultrasound services)

e Hearing aids

o Home dialysis

e Home health services

e Ambulance services

If post-payment review determines that inappropriate payments were made due to the provider’s failure to
follow Medicaid policies, recoupment’s will be made. Exceptions are listed in OBRA 1993 and in
Section 1877 of the Social Security Act.

Advance Directives

Section 4751 of the OBRA 1990, otherwise known as the Patient Self-Determination Act, requires certain
Medicaid providers to provide written information to all patients 18 years of age and older about their
rights under state law to make decisions concerning their medical care, to accept or refuse medical or
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surgical treatment, and to execute an advance directive (for example, a living will or health care power of
attorney).

NCGS 122C-71-122C-77, “An Act to Establish Advance Instruction for Mental Health Treatment,”
became effective January 1, 1998. The law provides a method for an individual to exercise the right to
consent to or refuse mental health treatment if the individual later becomes “incapable” (that is, lacks the
capacity or ability to make and communicate mental health treatment decisions). The advance instruction
becomes effective when delivered to the individual’s physician or mental health treatment provider, who
then makes it part of the individual medical record. In conjunction with an advisory panel, DMA has
developed Medical Care Decisions and Advance Directives: What You Should Know, the required
summary of state law concerning patients’ rights that must be distributed by providers.

The brochure is available in both a 4-page condensed format and a 16-page expanded format. If providers
choose to alter the document graphically, they may not change or delete text, or the order of the
paragraphs. A provider-published pamphlet must include the N.C. DHHS logo and production statement
on the last page brochure. A print-ready copy can be found on DMA’s website at:
http://www.ncdhhs.gov/dma/medicaid/rights.htm.

Reporting Fraud, Waste, and Program Abuse

DMA's PI Section is devoted to ensuring compliance, efficiency, and accountability within the N.C.
Medicaid/Health Choice Program by detecting and preventing fraud, waste and program abuse, thus
ensuring that Medicaid dollars are paid appropriately. You are encouraged to report matters involving
Medicaid fraud and abuse. If you want to report fraud or abuse, you can remain anonymous; however,
sometimes in order to conduct an effective investigation, staff may need to contact you. Your name will
not be shared with anyone investigated. (In rare cases involving legal proceedings, we may have to reveal
who you are.)

To report suspected Medicaid fraud, waste or program abuse by a medical provider
e contact DMA by calling the DHHS Customer Service Center at 1-800-662-7030 (English or
Spanish) and ask for the DMA PI Section; or
o call DMA’s PI Section directly at 1-877-DMA-TIP1 (1-877-362-8471); or
o call the State Auditor's Waste Line at 1-800-730-TIPS (1-800-730-8477); or

o call the U.S. Department of Health and Human Services Office of Inspector General's Fraud Line
at 1-800-HHS-TIPS (1-800-447-8477); or

e complete and submit a Medicaid fraud and abuse confidential online complaint form on DMA’s
website at http://www.ncdhhs.gov/dma/fraud/reportfraudform.htm.

Examples of Medicaid Fraud and Abuse by Medical Providers (list is not all-inclusive):
e Medicaid recipient failed to report other insurance when applying for Medicaid

non-recipient uses a recipient’s Medicaid card with or without recipient’s knowledge

provider’s credentials/qualifications are not accurate

provider bills for services that were not rendered

provider performs and bills for services not medically necessary
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e provider alters claim forms and recipient records

Health Information Technology Incentives

Background

The American Recovery and Reinvestment Act of 2009 authorizes CMS to provide incentives for eligible
professionals and hospitals who are successful in becoming “meaningful users” of certified electronic
health record (EHR) technology. The Medicaid EHR incentive program provides incentive payments to
eligible professionals (EPs), eligible hospitals (EHs), and critical access hospitals (CAHSs) for efforts to
adopt, implement, or upgrade certified EHR technology or for meaningful use in the first year of their
participation in the program and for demonstrating meaningful use during each of five subsequent years.

Certified EHR Products

The Office of the National Coordinator for Health Information Technology (ONC) has issued a Final
Rule that specifies an initial set of standards, implementation specifications, and certification criteria for
EHR technology. It is important to note that all EHR products must be certified under the new ONC
process and procedure. Therefore, previously purchased products are not deemed to be compliant until
the recertification process is complete. EPs and EHs are encouraged to keep in contact with their EHR
vendors to stay informed about their progress toward product certification. Previous certification by the
Certification Commission for Health Information Technology (CCHIT) does not qualify a vendor’s
product as EHR ready under the new rules. CCHIT must apply to become a certifying entity under the
federal rule. Refer to DMA’s website at http://www.ncdhhs.gov/dma/provider/ehr.htm for additional
information on the Final Rule.

Listing of Certified EHR Systems

ONC has published the Certified Health IT Product List (CHPL), (http://onc-chpl.force.com/ehrcert) a
comprehensive listing of Complete EHRs and EHR Modules that have been tested and certified under the
Temporary Certification Program.

Each Complete EHR and EHR Module included in the CHPL has been tested and certified by an ONC-
Authorized Testing and Certification Body (ATCB), and reported to ONC by an ONC-ATCB, with
reports validated by ONC. Only those EHR technologies appearing on the ONC-CHPL may be granted
the reporting number that will be accepted by CMS for purposes of attestation under the EHR incentive
programs under the Medicare or Medicaid systems. The listing is updated as additional products are
certified by ONC-ATCBs and reported to ONC for validation.

CMS EHR Incentive Programs Website

Providers can access the official website for the Medicare and Medicaid EHR incentive program
(http://www.cms.gov/EHRIncentivePrograms/) for the most up-to-date, detailed information about the
EHR incentive programs. Providers should visit the site often to learn what is considered meaningful use
and for information on about who is eligible for the programs, how to register, and EHR training and
events.

Provider Registration and Enrollment Process

The N.C. Medicaid Incentive Payment Solution (NC-MIPS) will administer the meaningful use incentive
payments to ensure that EPs and EHs have met federal and State statutory and regulatory requirements for
the EHR incentive payments.

3-17



Basic Medicaid and NC Health Choice Billing Guide October 2011

To qualify for EHR incentive payments, Providers must first enroll in the EHR Program with CMS
through the National Level Repository (NLR). Providers can find information on the CMS EHR
Incentives website (http://www.cms.gov/EHRIncentiveProgram/50 Registration.asp#TopOfPage) on
registration requirements regarding National Provider Identifiers, the National Plan and Provider
Enumeration System (NPPES), and the Provider Enrollment, Chain, and Ownership System (PECOS).
This information should be up-to-date prior to attempting to register with the NLR.

Once providers are registered with NLR, providers will receive notification of a successful registration
from the State of North Carolina and can then complete the registration process with N.C. Medicaid.
Providers can access NC-MIPS through the NCTracks website at
http://www.nctracks.nc.gov/provider/forms/index_hit.ntml to complete the North Carolina-specific
application attesting to the accuracy of the data entered.

Provider Information — Frequently Asked Questions

1. What are the requirements for enrollment in the N.C. Medicaid program?
Providers must be licensed and accredited according to the specific laws and regulations that apply to
their service type. Providers must complete an application and agreement and provide verification of
licensure, if applicable. Refer to the NCTracks website at
http://www.nctracks.nc.gov/provider/providerEnroliment/index.jsp for specific credentialing
requirements.

2. Where can providers get an enrollment application?
Applications for enrollment as a Medicaid provider are available from the NCTracks website
(http://www.nctracks.nc.gov/provider/providerEnroliment/index.jsp). Applications may be submitted
online or by downloading the paper version of the application.

3. How do providers enroll as a managed care provider?
Applications for participation as a CCNC/CA provider are available from the NCTracks website at
http://www.nctracks.nc.qgov/provider/providerEnroliment/index.jsp.
e To enroll as an ACCESS II/IlI provider, contact the Office of Rural Health and Community Care
at 919-715-7625.

e Toenroll as a provider in a Behavioral Health Managed Care Organization, contact the Provider
Relations Department at the MCO directly. See the link as follows:
http://www.ncdhhs.gov/dma/lme/MHWaiver.htm

For additional information, contact EVC Call Center at 1-866-844-1113 or the managed care
consultant for your county.

4. How are group provider numbers assigned?
Group provider numbers are assigned to each physical site that delivers services to Medicaid
recipients. A group practice that has multiple sites is required to have a separate provider number for
each site. Individual provider numbers can be affiliated with one or more of the sites.
Groups must notify the EVC Call Center when an individual practitioner is added to or deleted from
their group practice.

5. When can a provider begin billing for services that have been rendered to Medicaid recipients?

Prospective Medicaid providers must apply for and be enrolled in the Medicaid program, be assigned
a provider number, and agree to certain conditions of participation before payment can be made for
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9.

10.

11.

services rendered to Medicaid recipients. For some types of providers, rates must be established by
DMA’s Finance Management Section prior to billing. The effective date on the participation
agreement is the earliest date a provider may begin billing for services.

How often do Medicaid providers have to re-enroll?

Enrollment periods vary according to service types. Some enrollment periods are end-dated and
require the provider to initiate the re-enrollment process at a specified time by contacting the EVC
Call Center at 1-866-844-1113.

All providers are responsible for maintaining the required licensure and accreditation specific to their
provider types to remain qualified as N.C. Medicaid providers.

All providers are responsible for ensuring that their service and facility information on file with N.C.
Medicaid remains up to date.

Is it necessary for a physician who already has a Medicaid provider number to notify DMA if
s/he transfers to a new practice?

Yes. While re-enrollment is not necessary, the physician must notify DMA that s/he is no longer
affiliated with the old group practice and ask to be linked to the new group practice. The new group
must complete the Medicaid Provider Change Form located on the NCTracks website. A physician
will usually keep the same individual provider number. If billing under a group provider number, the
group may begin billing for the new physician as long as the physician’s individual provider number
is active.

Are providers required to apply for a new provider number if the group merges with another
group and the group tax ID number changes?

Yes. The group provider must submit a new Provider Enrollment Application for a new group
provider number, but the Medicaid provider numbers for the individual providers numbering the
group will remain the same. If the merged group will still have separate locations, each office site
must apply for a new group provider number.

Critical Access Behavioral Health Agencies and hospitals must also submit a new Provider
Enrollment Application but the new entity will assume the previous entity’s Medicaid provider
number.

Are individual providers required to apply for a new provider number if there is a change to
the tax 1D number?

No. But, providers must notify the Medicaid program of the tax ID number changes. Refer to the
NCTracks website at http://www.nctracks.nc.gov/provider/cis.html for information on how to
report a change.

If a provider has an individual provider number and leave a group practice, does the provider
need to change my tax ID number to the new group’s tax ID number?

No. An individual provider number belongs to the individual provider. The provider’s Social
Security Number or the FEIN tax humber should not be changed when an individual provider leaves a
group practice.

How do providers contact the Medicaid program to report changes to status?

The Medicaid Provider Change Form is located on the NCTracks website at
http://www.nctracks.nc.gov/provider/cis.html. Refer to How to Report a Change in this section for
information on reporting changes in your provider status to the Medicaid program.
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12.

13.

14.

15.

16.

17.

If a provider is currently a Carolina ACCESS provider and the Medicaid provider number
changes. How does the provider report this change?

Changes must be reported to the EVC Call Center using the Medicaid Provider Change Form on
the NCTracks website at http://www.nctracks.nc.gov/provider/cis.html.

If the Medicaid provider number that is changing is also your CCNC/CA provider number, DMA
Provider Services must be alerted as soon as possible to ensure that the CCNC/CA management fee is
paid correctly and to prevent claim denials.

If provider practice is participating as a provider in the Carolina ACCESS or ACCESS II/111
program, whom should the provider contact when there is a change in the provider number?
CCNC/CA provider must report all change to the EVC Call Center using the Medicaid Provider
Change Form on the NCTracks website at http://www.nctracks.nc.gov/provider/cis.html. When
reporting a change in ownership, CCNC/CA providers must submit a new Carolina ACCESS
enrollment application package. All providers must report changes to the EVC Call Center using
the Medicaid Provider Change Form.

If a provider participates with the Medicaid program as an administrative entity for ACCESS
11/111, whom should the provider contact when there is a change in status?

Report changes to the Office of Rural Health and Community Care at 919-715-1453 or
919-715-7628.

If a provider is currently enrolled as a Community Alternatives Program (CAP) provider, how
should the provider amend enrollment to include additional services?

CAP providers who are currently enrolled in the Medicaid Program must complete a CAP Addendum
to Add Services and provide verification of appropriate licensure, certification and endorsement to the
EVC Call Center at the address below. The Addendum is available on the NCTracks website at
http://www.nctracks.nc.gov/provider/providerEnroliment/index.jsp.

N.C. Medicaid Provider Enrollment
CSsC

PO Box 300020

Raleigh NC 27622-8020

If the provider specialty is listed incorrectly, how should the provider correct it?

Requests to change a provider’s specialty must be submitted on the Medicaid Provider Change
Form. The form is located on the NCTracks website at:
http://www.nctracks.nc.gov/provider/cis.html.

How should a provider terminate enroliment as a Medicaid provider?

All providers who decide to terminate their participation in the N.C. Medicaid program must notify
the EVC Call Center in writing. Notification must be on the provider’s letterhead and signed by the
provider, office manager, or administrator. The notification must be submitted with a completed
Medicaid Provider Change Form. Mail the notification and the Medicaid Provider Change Form
to:
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18.

19.

N.C. Medicaid Provider Enrollment
CSC

PO Box 300020

Raleigh NC 27622-8020

How does a provider terminate enrollment as a Managed Care provider?

Managed Care providers (CCNC/CA and ACCESS II/111) must notify the EVC Call Center, in
writing, of their decision to terminate their participation in the managed care program, and must do so
at least 30 days in advance of the effective date. Notification must be sent by registered mail, with
return receipt requested, to:

N.C. Medicaid Provider Enrollment
CSC

PO Box 300020

Raleigh NC 27622-8020

If a provider opens another location, can the provider use the current group number?

No. A “group” is defined as an affiliation of individual providers in a group practice (for example, a
dental practice) or a service agency that employs or contracts with staff to provide services (for
example, a home health agency). Group providers with multiple site locations are required to enroll
each site and bill for the group with the Medicaid provider number assigned to that site. (Please note
that groups enrolled to provide CAP services are exempt from the requirement to enroll each site
separately.).
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Section 4. National Provider Identifier

IR

armnal Provider Identifier

What Is the National Provider ldentifier?

The Health Insurance Portability and Accountability Act (HIPAA) of 1996 requires the adoption
of a standard unique identifier for healthcare providers. The final rule for the National Provider
Identifier (NPI), which was issued on January 23, 2004, adopts the NP1 as this national standard
and applies to all health care providers. The NPI is a 10-byte, all-numeric identifier that will
replace all proprietary identifiers used in HIPAA-covered electronic transactions to identify a
provider. The first character is a 1 or a 2 and the last character is a check digit designed to help
ensure validity of the number. There is no embedded intelligence in the NPI—it is simply a
unique number to identify a provider regardless of the provider’s location, type, or specialty.

The NPI and N.C. Medicaid/Health Choice

Like many other payers, N.C. Medicaid adopted a mapping solution in which the NPI billed on
the claim is mapped to the legacy Medicaid Provider Number (MPN) for claims adjudication.
This method of mapping the NPI to the MPN allows claims to process using current policy
without any changes to claim processing edits and audits. Ideally, each MPN will have a unique
NPI on file, otherwise known as a one-to-one match. If this one-to-one match does not occur, the
mapping solution will determine the appropriate MPN to assign to the claim. This mapping
solution is built around a hierarchy using data elements from the claim, such as taxonomy codes,
the service facility location, the billing provider’s ZIP codes, and procedure codes.

Atypical Providers

“Atypical” providers are providers that do not provide health care services and will not be issued
an NPI number. Atypical providers are individuals or businesses that bill Medicaid for services
rendered but do not meet the definition of a healthcare provider according to the NPI Final Rule
45 CFR 160.103 (for example, non-emergency transportation providers). Claims filed by atypical
providers will continue to use the legacy MPN for billing.
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NPI and Provider Enrollment

All provider enrollment applications and provider change forms must include the NPI and the
address, including ZIP+4. Providers must be enrolled as a N.C. Medicaid/Health Choice provider
in order to receive reimbursement. Simply submitting the NP1 on a claim does not enroll a
provider. NPI numbers not sent to provider enrollment will not be recognized during claims
processing.

Obtaining the NPI

Healthcare providers can apply for their NPIs at https://nppes.cms.hhs.gov/NPPES/Welcome.do
(click on the link to National Provider Identifier and follow the instructions for applying). All
HIPAA-covered physicians, suppliers, and other health care providers must apply for and be
issued an NPl number. In addition, all health plans began accepting the NP1 instead of the plan-
specific provider identifiers on all HIPAA standard transactions on May 23, 2008. When
applying for an NPI, providers are urged to include all MPNs on the NPI application form and
indicate North Carolina as the state name.

Note: Applying for an NPI does not replace any enrollment or credentialing processes for N.C.
Medicaid/Health Choice.

Once NPIs are obtained, they must be reported to N.C. Medicaid. A copy of the National Plan
and Provider Enumeration System (NPPES) certification letter or NPPES certification e-mail for
each NPI number must also be provided.

Reporting the NPI

Providers are required to report an NPI for each MPN to N.C. Medicaid/Health Choice before
claims can adjudicate correctly. Providers are encouraged to access DMA’s NPI and Address
Database at http://www.ncdhhs.gov/dma/\WebNPI/default.htm using either their MPN or their
NPI and verify the NPI, site address, and billing address.

o If all information is correct, no action is necessary.

e To correct any errors or to report an NPI, please visit the DMA website at:
http://www.nctracks.nc.gov/provider/cis.html for information on reporting a change.

NPI Subparts

Any health care provider, including individuals and organizations (such as health plans, health
care clearinghouses, and those health care providers who transmit any health information in
electronic form) must have an NPI. A group or organizational provider may elect to subpart, or
request multiple NPIs, for specific entities within their organization. A provider is a legal entity;
a subpart is not a legal entity, but it furnishes health care. An example of a subpart is a hospital
that subparts its NPI into separate NPIs for specific units within the hospital. The subparts would
all have the same tax 1D number.

If a provider has multiple MPNs but does not elect to subpart, the claim will adjudicate through

the mapping solution to determine which MPN is associated with the particular NPI billed.
Whereas the Remittance and Status Report (RA) will reflect the MPN selected in addition to the
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NPI, the 835 transaction will contain only the NPI. There is no way to distinguish multiple
providers who are paid under a single NPI.

The subpart concept does not apply to individuals; however, N.C. Medicaid/Health Choice
strongly recommends that a provider consider obtaining a NP1 for each of his or her regular
MPNS. It is the choice of the provider to enumerate into multiple NPIs. Reporting one NP1 for
each MPN will help ensure that claims are processed correctly and will allow for easier
identification of claims payment. (See NPI Effects on the Remittance and Status Reports and
the 835 Transaction in this section for further information.)

Taxonomy and NPI

A taxonomy code is a standard 10-character code that represents a provider’s type and specialty.
Taxonomy codes are required on all claims (except pharmacy), unless the provider is atypical.
When a one-to-one NPI-to-MPN match does not occur, the taxonomy will play an important role
in determining the appropriate MPN to use for claim processing. Providers may refer to the
Washington Publishing Company website (http://www.wpc-edi.com/taxonomy) and DMA’s
website (http://www.ncdhhs.gov/dma/NPI/taxonomy.htm) in order to determine the appropriate
taxonomy. The recommended taxonomy code list on DMA’s website is not all inclusive and is to
be used for claims processing only. Providers are not required to change the taxonomy code that
was previously reported to NPPES or to the DMA Provider Services unit. Also, providers do not
need to report a taxonomy code to Medicaid. Simply submit it on all claims.

Unknown NP1 Report

If a provider submits a claim with NPI and taxonomy only and the NPI is not on file, the claim
will be denied. Because these NPIs are not on file, these claims will not appear on the RA. They
will be listed on a separate report, the Unknown NPI Report. The report is generated on the same
schedule as the Medicaid/Health Choice check write cycle, and is sent by mail to the billing
provider address submitted on the 837 transaction or NCECSWeb Tool. Paper claims containing
an unknown NPI are returned to the provider by mail at the address listed on the claim(s).

The Unknown NPI Report lists the following information:

e Recipient’s last name and first name

e Service date

e Recipient’s Medicaid/Health Choice identification number
e Patient account

e Claim number [internal control number (ICN)]

e Total amount billed

e Submitted NPI
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To resolve these claims, follow these steps:

Action

Resolution

Was the NPI keyed correctly?
(Check the Unknown NPI
Report.)

If the NPI was incorrect, resubmit the claim as a new claim with
the correct NPI. If the NPI on the report is correct, determine if the
NP1 was reported to DMA. If the NPI was not reported to DMA,
follow instructions above on how to report the NPI.

Is the provider enrolled in the
N.C. Medicaid program?

If not enrolled, go to
http://www.nctracks.nc.gov/provider/providerEnrollment/index.jsp
for instructions to enroll as a Medicaid provider.

The NPI was correctly entered
and has been reported to DMA,
and the provider is enrolled in
N.C. Medicaid/Health Choice, but
the Unknown NPI Report has
been received nevertheless.

Call the NPI Helpdesk - HP Enterprise Services Provider Services
at 1-800-688-6696 for assistance.

The status of claims identified on the Unknown NPI Report will not be available on the
Automated Voice Response (AVR) system. Once the NPI has been reported to DMA and the
claims have been resubmitted, claim status will be available.

Unresolved NP1 Report

If a claim is submitted to N.C. Medicaid/Health Choice and the mapping solution cannot narrow
the NPI submitted to one MPN, the claim will be defined as “unresolved.” The provider will
receive the Unresolved NPI Report sent to the address on the claim, which will include

instructions for required action(s).

NPI and the Automated Voice Response System

The AVR system will allow callers to use either their NP1 or MPN for inquiries. If the NPI is the
chosen method to obtain information from the AVR system, some options will require knowledge

of the existing MPN(s).

If a provider chooses to use the NP1 for inquiry, depending on how the provider enumerated with
DMA, up to 15 validated MPNs will be returned to the voice server.

The AVR system has multiple transactions for provider inquiries. There are certain transactions
that may require a single MPN in order for the correct information to be obtained. These
transactions include two pricing options [procedure code and Community Alternatives Program
(CAP) pricing], a prior approval option, and the optical confirmation option.

When an NPI has been entered and multiple validated MPNs have been returned, the objective is
to narrow down the search to a single MPN. The provider must enter the MPN directly, or select
it from an orated list. The caller may also obtain the correct MPN to use from the RA.
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NPI Effects on the Remittance and Status Reports and the 835
Transaction

The RA in PDF format displays the billing provider’s NPI in addition to the MPN. The NPI
appears directly above the MPN on each page of the RA. Attending provider NPIs will not be
displayed. The NPI shown on the RA is the NP1 reported to N.C. Medicaid/Health Choice for the
billing MPN. If no NPI appears, N.C. Medicaid/Health Choice does not have that NPI in the
provider database and it should be reported as soon as possible. To report an NPI, visit the DMA
NPI and Address Database at http://www.ncdhhs.gov/dma/WebNP1/default.htm.

Providers who submit claims using the 837 transactions will receive a separate 835 transaction for
each NPI and a separate RA in PDF format for each MPN.

Here’s a sample RA containing an NPI:

P North Carolina Medicald - Remittance and Status Advice
’:1 u_"‘. HPL OGO XK
E.. [ _5’,-.5 Provader ¥embor: Dace 03/14/2008 Fa
- Xame | SermoeDae | Dapd | Procedore Accommadatln i Tatal I Mew 1 Tol 1 Pamable
Eecapiemr [0 | From To | Umbiz ¥ DregC e aid Deviripros ! Bilted | Allew | Allewed 8 Carhack
FAID CLAINS | 1 H
s | ; |
FIRST H SVC EI | 1 TOTAL

EECIFIENT ID' LAST HAME NAME I DATE HOH DRUG OODOE  DEDG HAHE =5 4 i.'LIIH Iﬂ:IﬁHII EHIILED
| i i

NPI and Claim Submission Guidelines

Paper Claim Submissions: Refer to Section 9, Submitting Claims.

837 Transactions: Refer to the HIPAA Companion Guides on DMA’s website at
http://www.ncdhhs.gov/dma/hipaa/.

North Carolina Electronic Claims Submission Web Tool (NCECSWeb Tool) Users: Refer
to the July 2007 Special Bulletin NCECSWeb Instruction Guide.

Carolina ACCESS: See Section 5, Community Care of North Carolina/Carolina ACCESS
Provider Information.
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NPI and Carolina ACCESS

The Carolina ACCESS/referring NPI must be submitted on all claims that require Carolina
ACCESS authorization. To determine whether to obtain the group or individual NPI for the
referral, verify the CCNC/CA primary care provider listed on the recipient’s Medicaid/Health
Choice identification card according to the methods outlined in Section 2, Verification Methods.
If a group name is listed on the card as the primary care provider (PCP), obtain the group NPI. If
an individual’s name is listed as the PCP, obtain the individual’s NPI.

The taxonomy code for the referring provider is not required on claims.
NPI—Frequently Asked Questions

General Questions
1. Whatis an NPI?

The NPI is a standard provider identifier that replaces the different provider numbers used in
standard electronic transactions today. The NPI was adopted as a provision of HIPAA. The
NPI Final Rule was published on January 23, 2004, and applies to all health care providers.

2. How can providers learn more about NPI?

The Centers for Medicare and Medicaid Services (CMS) has created a slide presentation to
answer many NPI questions. Providers can access the slide presentation at
http://www.cms.hhs.gov/apps/npi/npiviewlet.asp. Additional information, including
frequently asked questions (FAQs), can be found on the CMS website at
http://www.cms.hhs.gov/NationalProvidentStand/ and on DMA’s website at
http://www.ncdhhs.gov/dma/NP1/.

3. Who must get an NPI1?

HIPAA requires that covered entities (i.e., health plans, health care clearinghouses, and those
health care providers who transmit any health information in electronic form) use NPIs in
standard transactions.

4. How do providers know if they are eligible to receive an NPI1?

All health care providers, as defined in 45 C.F.R. 8160.103
(http://www.hhs.gov/ocr/regtext.html), are eligible to obtain an NPI. Entities that do not
provide health care (for example, non-emergency transportation services) are not required to
obtain an NPI because they do not meet the definition of "health care provider."

5. Do health care providers need to apply for an NPI to submit claims to N.C.
Medicaid/Health Choice?

Yes, if the provider meets the definition of a covered entity (i.e., health plans, health care
clearinghouses, and those health care providers who transmit any health information in
electronic form). As of May 1, 2009, the NPI is the only health care provider identifier that
can be used for identification purposes on electronic and paper claims submitted by covered
entities.
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10.

11.

12.

13.

14.

Which providers have been identified as atypical by N.C. Medicaid?

Atypical providers are those who do not provide healthcare services. Providers must
determine if they meet the definition of atypical.

As a prescribing provider, do | need to share my NPI with pharmacies?

Yes. Pharmacies will need the prescribing provider’s NPI in order for their claim to process.

Do group providers need an NPI?

Providers may obtain an organizational NP1 for their group provider number. N.C.
Medicaid/Health Choice recommends that providers obtain an NPI for each MPN.

If a provider has seven different offices, are they supposed to subpart?

While N.C. Medicaid/Health Choice cannot require providers to enumerate a certain way,
N.C. Medicaid/Health Choice recommends that providers obtain an NPI for each MPN they
currently use. Refer to the State Medicaid Director’s letter on DMA’s website at
http://www.ncdhhs.gov/dma/NPI/ for guidance.

If providers have multiple Medicaid group provider numbers, will they receive separate
payments?

A separate RA and separate payment is generated for each MPN. The RA identifies both the
NPI and the MPN. The 835 transaction (Electronic Remittance Advice) indicates only the
NPI.

Will state facilities be required to subpart?
N.C. Medicaid/Health Choice recommends that providers obtain an NPI for each MPN.

If providers currently have both group and attending provider numbers, how many
NPI numbers are required?

N.C. Medicaid/Health Choice recommends that providers obtain an NP1 for each MPN.

Do group and individual numbers need to be linked?

Currently, claims are not denied if the individual provider is not linked to the group. The
process is not going to change with the implementation of NPI.

If a provider has a Home Health and CAP practice, will they be required to get an NPI
for both?

Although it is not required, N.C. Medicaid/Health Choice recommends that providers obtain
an NPI for each MPN used today.
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Applying for Your NPI

1.

How do providers apply for an NP1?

CMS has established a National Plan and Provider Enumeration System (NPPES) for
providers to obtain their NPI(s). Additional information can be accessed from the NPPES
website at https://nppes.cms.hhs.gov/.

How do providers obtain a copy of the NPPES Certification?

Visit the NP1 Registry at https://nppes.cms.hhs.gov/NPPES/NPIRegistryHome.do to print a
copy of the provider’s NPI information.

What can providers do if they did not report all health care provider numbers on the
original NPI application?

Providers have the option of amending the original NPI application at any time by contacting
the enumerator or logging into the NPPES website at https://nppes.cms.hhs.gov/.

Reporting your NPI to N.C. Medicaid/Health Choice
1. Do health care providers need to report their NPI(s) to Medicaid/Health Choice?

Yes. Itis arequirement for health care providers to report their NPI(s) to N.C.
Medicaid/Health Choice.

Can | report more than one NPI per MPN?

No. The N.C. Medicaid/Health Choice mapping solution is designed to allow only one NPI
per MPN.

Can | report the same NPI for a group and individual provider?

No. Providers should verify that the same NPI is not on file for both a group and an
individual MPN. This reporting error will result in unresolved claims (hon-payment). An
individual NPI cannot be used by an organization. The organization must have its own NPI.
An example of an organization is a corporation (LLC, PLLC).

Some individual providers who have incorporated have two MPNs, one for the individual and
one for the corporation, but they have only reported one NPI. This type of enroliment
requires two distinct NPIs. If this scenario applies to you, please report the additional NPI as
soon as possible using the NP1 and Address Database at
http://www.ncdhhs.gov/dma/WebNPI/default.htm.

If the provider receives an email instead of a letter on the enumerator’s letterhead, is
the email acceptable as the NPPES certification?
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Yes. Providers need to send to DMA the certification notice they receive from NPPES. It
can be a letter or an email printout if the NPl was obtained electronically. DMA requests the
following information on the NPPES certification: NPI, taxonomy, MPN, and full address
with ZIP+4.

Updating and Verifying Your NP1 with DMA Records

1.

How do I verify and make corrections to my NPI?

To verify your NPI, visit the NPI and Address Database at
http://www.ncdhhs.gov/dma/WebNPl/default.htm. If a correction is needed, please visit the
NCTracks website at http://www.nctracks.nc.gov/provider/cis.html for information on
reporting a change.

If the NP1 appears on the RA, does that mean that | do not need to verify our NPI
information?

No. The NPI on the RA comes from the provider database. This reports the NP1 is on file
with DMA; however, it will not report the NP1 is being submitted on your claims. Providers
should still verify that their NPI is being submitted on claims and verify the address
information on file with DMA.

Community Care of North Carolina/Carolina ACCESS

1.

Have CCNC/CA referrals switched to using the NP1?
Yes. Providers must obtain the NPI of the CCNC/CA PCP or referring provider.

2. Should providers ask for a group or individual NP1 for CCNC/CA referrals?

In order to determine whether to obtain the group or individual NPI for the referral, refer to
the recipient's Medicaid/Health Choice identification card. If a group name is listed on the
card as the PCP, obtain the group NPI. If an individual's name is listed as the PCP, obtain the
individual's NPI.

Note: To ensure that the information on the card is current, verify the recipient's PCP using
one of the methods outlined in Appendix F.

Will there be an NP1 for CCNC/CA overrides?

The CCNC/CA override process is not changing. Providers will continue to use the override
number issued by N.C. Medicaid/Health Choice on claims. On CMS-1500 claims, this
number is placed in block 17a or electronic equivalent. On UB-04 claims, this number is
placed in Form Locator 78 or electronic equivalent.
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Taxonomy Codes
1. What is the purpose of taxonomy codes?

The taxonomy code plays an important role in the N.C. Medicaid mapping solution. The NPI
contains no intelligence; however, the taxonomy code represents a provider’s type and
specialty. The mapping solution’s goal is to determine the appropriate MPN for claim
adjudication. Therefore, N.C. Medicaid/Health Choice strongly recommends that providers
use the table on the DMA website when choosing an appropriate taxonomy code.

2. Which taxonomy code is appropriate for providers to use?

Taxonomy codes and their descriptions are listed on the Washington Publishing Company
website: http://www.wpc-edi.com/taxonomy. The provider must determine which taxonomy
to use.

3. Which taxonomy code is appropriate for my claims?

N.C. Medicaid/Health Choice strongly recommends that providers refer to the recommended
taxonomy codes for NPI mapping table on DMA’s website at
http://www.ncdhhs.gov/dma/NPI/taxonomy.htm when selecting a taxonomy code. However,
this list is not all inclusive. If your provider type and specialty is not on the recommended
list, select the most appropriate taxonomy code from the Washington Publishing Company’s
website at http://www.wpc-edi.com/taxonomy.

4. Will claims deny without the NP1 and Taxonomy?

Yes. All claims must contain an NPI and taxonomy (except pharmacy).

5. What if my taxonomy code for the billing and attending provider is the same?

Only one taxonomy code is allowed per claim on the professional and dental 837
transactions. Paper claims and institutional 837 transactions allow two taxonomy codes.

6. What taxonomy code should we use for CAP services?

DMA does not have a recommended taxonomy code for CAP services. Providers should
select what is the most appropriate taxonomy code from the Washington Publishing
Company website at http://www.wpc-edi.com/taxonomy.

7. Do | need to report a taxonomy code change to DMA?

No. Simply begin using the new taxonomy code on claims.

8. Does the taxonomy code on my claims need to match the taxonomy code on my NPPES
certification?

No.
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9. Is a taxonomy code required on a claim for a referral?

No. Referring taxonomy codes are not required for N.C. Medicaid/Health Choice.

10. Is there a different taxonomy for DME provider numbers?

DMA recommends the following taxonomy code for DME claims: 332B00000X.

11. What taxonomy do providers use for Community Support Services?

DMA recommends the following taxonomy code for Community Support: 251S00000X.

Filing Claims

1.

Do we need to use the qualifiers on electronic claims?

Qualifiers are not required on the NCECSWeb Tool. They may be required by software
vendors or clearinghouses. Contact your vendor or clearinghouse to verify whether or not
they are required.

Can the NCECSWeb Tool save the taxonomy code in List Management?
Yes. This functionality is available on the NCECSWeb Tool.

Where do providers list the NP1 and taxonomy on the current claims?

N.C. Medicaid/Health Choice requires the NPI and taxonomy code on the 837 transaction.
Refer to the Implementation Guide and DMA’s Companion Guide for instructions for
including the NP1 on the 837. For paper claim requirements, refer to Section 9, Submitting
Claims.

Home health providers are required to list the attending provider’s UPIN on their claim
forms. Will providers be required to change this to the provider’s NPI1?

Yes. The NPI is replacing the UPIN and must be reported on these claims.

What if the referring provider is atypical?

If the referring provider is atypical, continue to submit the MPN as the referral number.
Verify the referring provider’s atypical status by entering their MPN in the NP1 and Address
Database at http://www.ncdhhs.gov/dma/WebNPI/default.htm. If the provider is atypical, the
query results will include the word “atypical” below the MPN.
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6.

10.

What is the impact for Medicare crossover claims?

Medicare crossover claims are mapped based on the NPI submitted on the claim. Therefore,
providers must ensure that the same NPI is on file for both Medicare and Medicaid.

When do | need to complete the service facility location field on my claim?

If the service was rendered in a location other than the billing address, this field should be
completed. However, this field is not required if the service was rendered in the recipient’s
home. Service facility location is an important part of the NPl mapping solution, especially
when one NP1 represents many MPNs at different locations. The service facility location
should include the ZIP+4.

Example: One NPI represents physician offices in Raleigh, Greensboro, and Burlington.
Each location has a different MPN. In order to map to the correct MPN, service facility
location information is needed.

What if the service facility and billing addresses are the same?

If the addresses are the same, only complete the billing address field. The address should
include the ZIP+4.

What is an unresolved claim?

An unresolved claim is a claim submitted with NPl and Taxonomy (no MPN) that could not
be mapped to one MPN. These claims will be denied and providers will receive an
unresolved report. This report will be issued only if a provider has more than one MPN on
file for the same NPI and the mapping solution could not determine which MPN to select.

If providers do not subpart, to which group number will payment be issued?

The claim will be adjudicated through a mapping solution to determine which MPN is
associated with that particular NPI. The RA in PDF format will reflect the group MPN and
the NPI.

Other

1.

Will Prior Approval Forms (FL-2) be updated to include the NP1?
Until otherwise notified, continue to complete the FL-2 Forms using the MPN.

How will Medicaid/Health Choice use the NP1l with DMA’s utilization review vendors?

Until otherwise notified, health care providers need to continue using the MPN on prior
approval requests.
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3. Howdo I verify my ZIP+4?

Visit http://www.usps.com and use the zip code lookup function. Providers should also visit
the NP1 and Address Database to verify that the ZIP+4 is on file with DMA. If not, please
visit the DMA website at http://www.nctracks.nc.gov/provider/cis.html for information on

reporting a change.
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Section 5. Community Care of North Carolina/Carolina
ACCESS Provider Information

The North Carolina Division of Medical Assistance operates a statewide Primary Care Case Management
(PCCM) program for the state’s Medicaid recipients called Carolina ACCESS. The Carolina ACCESS
(CA) program was initiated in 1991 and successfully increased access to medical homes. By enrolling
recipients into a medical home, the need for recipients to seek primary care services and basic sick care in
hospital emergency departments is reduced.

In 1998, Community Care of North Carolina was created using the existing infrastructure and established
fourteen community networks that created local systems of care designed to achieve long-term quality,
cost, access, and utilization objectives in the management of care for Medicaid recipients. These fourteen
regional networks cover all one hundred North Carolina counties. Each network has an administrative
entity that contracts with the Division of Medical Assistance. North Carolina continues to operate the
original Carolina ACCESS PCCM program; however, most primary care providers are now members of a
regional network and a majority of Medicaid recipients are enrolled with a provider.

Population management, care management, and coordination of treatment and prevention are provided to
recipients enrolled with a network provider. Networks and providers receive increases in the per-
member/per month (PM/PM) management fee for subsets of populations that are high risk, high acuity,
high cost, and frequently has complex co-morbid conditions so that enhanced care management services
can be provided. In addition to the services stated below, enhanced services include but are not limited to
comprehensive and integrated package of high risk screening/assessment, triage, referral, hospital
transitions, pharmacy reviews, medication reconciliation, inpatient, and emergency department diversion
with care management across the continuum of care.

The networks provide population health management by:

furnishing preventive services and information

systematic data analysis to target recipients and providers for outreach, education, and
intervention

monitoring system access to care, services, and treatment including linkage to a medical home
monitoring and building provider capacity

monitoring quality and effectiveness of interventions to the population

supporting the medical home through education and outreach to recipients and providers

facilitating quality improvement activities that educate, support, and monitor providers

regarding evidence based care for best practice/national standards of care
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Networks provide disease management by:
e educating network providers on evidence based standards of care to ensure that high-risk,

high acuity recipients receive appropriate care

e educating recipients about disease states and self management

Disease management by the network includes Diabetes, Asthma and COPD, among others.

Population management, disease management, and medical coordination of treatment and prevention
are provided to recipients enrolled with a network provider.

Currently, 14 CCNC regional networks include more than 3,000 physicians across North Carolina.

The following is a list of the networks in CCNC:
e ACCESSCare

e Community Care of Western North Carolina
¢ Community Care of the Lower Cape Fear

e Carolina Collaborative Community Care

e Carolina Community Health Partnership

e Community Care of Wake/Johnston Counties
e Community Care Partners of Greater Mecklenburg
o Community Care Plan of Eastern Carolina

¢ Community Health Partners

¢ Northern Piedmont Community Care

¢ Northwest Community Care Network

o Partnership for Health Management

e Community Care of the Sandhills

e Community Care of Southern Piedmont

Networks are paid PMPM management fees based on the number and type of enrollees.
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CCNC

CCNC

Initiatives implemented in 2010 include:

Transitional care support and intensive care management: This initiative embedded care
managers in 15 tertiary care hospitals and primary care practices that treat a large number of
recipients who are aged, blind, and disabled..

Mental health: This initiative added psychiatrists to networks to facilitate best practices for
treatment of depression, ADHD and substance use, and integrated care in network provider
practices and local management entities.

Palliative care: This initiative addressed needs of Medicaid recipients in end-of-life care.

Clinical pharmacy management: This initiative increased pharmacy capacity at network
level to perform medication reconciliation during transitional care.

Initiatives implemented in 2011 include:

Pregnancy Medical Home (PMH): The Division of Medical Assistance DMA), in partnership
with Community Care of North Carolina (CCNC) and other community stakeholders including
Medicaid providers, local health departments, and the Division of Public Health, created a
program to provide pregnant Medicaid recipients with a Pregnancy Medical Home (PMH). The
goal is to improve birth outcomes in North Carolina by providing evidence-based, high-quality
maternity care to Medicaid patients. This was done by modeling the PMH program after the
enhanced primary care case management (PCCM) program developed by CCNC. PMH practices
agree to work toward quality improvement goals. Patients at risk of poor birth outcome are
identified through standardized risk screening and are referred for pregnancy care management to
address those risk factors. Local health departments, working in partnership with CCNC
networks, provide pregnancy care management services. The PMH program became effective on
March 1, 2011.

Care Coordination for Children (CC4C): DMA working in partnership with Community Care
of North Carolina (CCNC) and other community stakeholders including providers, local health
departments, and the Division of Public Health (DPH), transitioned the Children’s Service
Coordination program into a more focused care management program that targets those children
with specific medical and social-emotional needs for intensive care management. The program’s
goals are to connect high cost and at-risk children and their families with services and resources,
support children in reaching their developmental potential, and insure that children are raised in a
healthy, safe, and nurturing environment. Care Coordination for Children (CC4C) is modeled
after the enhanced primary care case management (PCCM) program developed by CCNC.

Recipient Enrollment

The county department of social services (DSS) is responsible for enrolling recipients with a medical
home. Enrollment requirements are based on the recipient’s Medicaid program aid category and
classification of eligibility.
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The table below identifies the recipients who are mandatory for enrollment by program aid
category.

MANDATORY

AAF/Work First-Cash Assistance with Medicaid

MIC (N) and MIC (1)-Medicaid for Infants and Children

MAF-Medicaid for Families

MAABD —Medicaid for the Aged, Blind or Disabled (Without Medicare)
SAD —Special Assistance for the Disabled (Without Medicare)
SAA-Special Assistance for the Aged (Without Medicare)

MIC-J and MIC-K children enrolled in NC Health Choice *

* CCNC providers will be paid a per member, per month fee as allowed under the North Carolina
Medicaid Program, in addition to Fee-for-Service reimbursement of Medicaid covered services at 100%
of the allowable Medicaid rate.

Recipients in any of the mandatory categories that receive Medicare become optional for
enrollment.

Recipients whose enrollment is mandatory are informed about the CCNC/CA program and enrolled
during the Medicaid application process. Recipients are strongly encouraged to select a medical home
from the list of PCPs serving their county of residence. This honors their right to choose their medical
provider. Recipients who do not choose a medical home are assigned by the county DSS based on
location, medical history, and restrictions of the provider. Each family member may have a different
medical home. Recipients in the mandatory groups are not able to opt out of the program. However, they
may request an exemption based on their medical needs.

Enrollees in either the Medicaid or NC Health Choice Program may request to change their medical home
without cause at any time by contacting the county DSS. This can be done verbally or in writing. The
county DSS is responsible for processing an enrollee’s change request. Changes are effective the first day
of the month following the change in the system, pursuant to processing deadlines. A request to change
providers will not be denied; however, the requested provider must be available to see the patient within
the restrictions the provider identified on the application to enroll as a PCP in CCNC/CA.

Recipients Who Are Optional or Ineligible

Pursuant to 42 C.F.R. 438, 42 U.S.C. 1397cc(f)(3), and 42 U.S.C. 1396u-2(1)(c), certain groups of
Medicaid and NC Health Choice recipients can be enrolled in the PCCM program on an optional basis.
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The table below identifies recipients who are optional for enroliment by program aid category.

OPTIONAL

MPW-Medicaid for Pregnant Women

HSF-State Foster Home Fund

IAS-Medicaid with IV-E Adoption Subsidy and Foster Care
End Stage Renal Disease Patients

SSI recipients under age 19

Self-identified children with special health care needs
Native Americans

Benefit Diversion Cases

MIC-A and MIC-S children enrolled in NC Health Choice

North Carolina has chosen to enroll recipients of Medicaid and Medicare (known as duals, or dually
eligible recipients), when the recipient is in a category that grants full Medicaid coverage, on an opt out
basis. This means that dual recipients are notified that they have been enrolled and the name of the
medical home to which they have been enrolled. They are also notified that they should contact the local
DSS to choose a different provider or to declare their intention to opt out of the program. (Providers may
not charge copayments for services covered by both Medicare and Medicaid. A dual recipient maybe
charged a copayment if required for services that are not covered by Medicare but are covered by
Medicaid. Refer to Section 2, Recipient Eligibility, for complete copayment information.)

All optional recipients are notified via letter or verbally by the caseworker at the local county DSS that
they can request to enroll, disenroll or change medical homes at any time. This information is also
contained in the educational material provided to all recipients at enrollment. Recipients can
communicate their choice either in writing or verbally to the local department of social services.

Although federal regulations state that foster children must remain optional for enrollment in a managed
care program, the “Fostering Connections to Success and Increasing Adoption Act of 2008 requires each
state to provide a plan to ensure ongoing oversight and coordination of health care for foster children.
North Carolina is meeting this need by enrolling foster children in a medical home through the CCNC/CA
program. Guardians of children in foster care can choose to withdraw a foster child from enrollment or
change PCPs at any time by notifying the department of social services verbally or in writing.

The table below identifies the recipients who are ineligible for enrollment by program aid category.

INELIGIBLE

MQB and RRF/ MRF

Recipients in “Deductible” status

CAP Cases with a monthly deductible

Aliens eligible for Emergency Medicaid only
Nursing Facility residents

MAF-D-Family Planning Waiver
MIC-L-NCHC Re-Enrollment Buy In
MAF-W-Breast and Cervical Cancer Medicaid
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Enrollment considerations:

1. Inareas that do not have access to CCNC/CA primary care providers for all potential
enrollees, efforts are made to preserve existing provider-patient relationships.

2. Recipients whose third-party insurance is an HMO or who have Tri-Care may be exempted from
Carolina ACCESS if their PCP does not participate with CCNC/CA.

3. At the discretion of the county DSS and the provider, recipients may choose a provider whose
Carolina ACCESS agreement does not include their county of residence in the provider’s service
area. Recipients who need transportation assistance are generally limited to their county of
residence or to a contiguous county.

4. Each family member may have a different medical home.

Requests for medical home changes are effective the first day of the month following the change
in the system, pursuant to processing deadlines.

Member identification:

CCNCI/CA enrollees are identified by information on their Medicaid/Health Choice identification card.
The name, address, and the daytime and after-hours telephone numbers of the medical home/primary care
provider are listed on the Medicaid/Health Choice identification card. To insure they have the most
current primary care provider enrollment information, providers must verify this information when they
verify Medicaid/Health Choice eligibility using one of the methods outlined in Appendix F.

Enrollment at the participating practice:

In order to maximize enrollment, providers may enroll their patients at the practice by following these
procedures:

e Inform patients of their right to choose any CCNC/CA primary care provider who is accepting
new patients and their right to change PCPs at any time pursuant to processing deadlines.

o For optional recipients, providers must also inform the recipient of their right to declare their
intention not to enroll at any time in the future.

e Complete the enrollment form and send to the Carolina ACCESS contact at the department of
social services in the county in which the recipient resides. The form can be found on the DMA
website at http://www.ncdhhs.gov/dma/ca/ccneproviderinfo.htm.

e Provide the Medicaid recipient with a Carolina ACCESS Member handbook. Handbooks can be
obtained by contacting the DMA at 919-855-4780.

Refer to Verifying Eligibility in Section 2, Recipient Eligibility, for information on verifying recipient
eligibility.

Recipient Education

The county DSS is responsible for recipient education about Community Care of North Carolina and
Carolina ACCESS. Enrollees are provided with a Carolina ACCESS member handbook (available in
English and Spanish) that informs them of the rights, responsibilities, and benefits of being a member. It
is also important for PCPs, as the coordinators of care, to be actively involved in patient education.
CCNC/CA PCPs are strongly encouraged to contact all new enrollees by telephone or in writing within
60 days of enrollment to schedule an appointment to establish a medical record for the new enrollee.
New enrollees are identified in Section 1 of the monthly Carolina ACCESS Provider Enrollment
Report.
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Providers should inform each enrollee about the following:

e The availability of medical advice 24 hours a day, 7 days a week, and the preferred method for
contacting the PCP

e The enrollee’s responsibility to bring his/her Medicaid identification (MID)/Health Choice
identification card to each appointment

e The need to contact the PCP for a referral before going to any other doctor

e The need to contact the PCP before going to the emergency department, unless the enrollee feels
that his or her life or health is in immediate danger

e The importance of regular preventative care visits, such as Health Check screenings for Medicaid
children, immunizations, checkups, mammograms, cholesterol screenings, adult health
assessments, and diabetic screenings

e The availability of additional information for enrollees from the county DSS
e Copayment requirements

Free Exercise of Rights:

When enrolled in CCNC/CA, recipients are free to exercise his or her rights of choice, privacy and
confidentiality. The exercise of those rights does not adversely affect the way in which they are
treated. Recipients enrolled or potentially enrolled in CCNC/CA have the right to:

o Receive information in a manner and format that may be easily understood

e Have assistance in understanding the program

o Interpretive services in the prevalent language of the recipient without cost to them

e Be treated in a respectful manner

e Be free from restraint or seclusion used as a means of coercion, discipline, convenience or

retaliation as specified in federal regulations

DMA’s customer service center (919-855-4780) is available to help all Medicaid/Health Choice recipients
understand their health care benefits. Customer service representatives also help enrolled recipients to
understand the procedures for obtaining health care in a managed care program.

Provider Participation

Requirements for Participation in Primary Care Management Program

DMA and Computer Sciences Corporation’s enrollment, verification, and credentialing center
(CSC/EVC) work together to recruit and enroll PCPs into the CCNC/CA program. CSC is responsible for
processing the applications and enrolling providers into the program. DMA is responsible for
establishing PCP participation requirements, assisting providers in carrying out CCNC/CA policies and
procedures, and recruiting providers into the program. Questions about the CCNC/CA program or
requirements for participation can be answered by the regional consultants and DMA staff. (Regional
Consultant contact information is available at www.ncdhhs.gov/dma/ca/mcc.pdf )

Providers must complete and submit a signed application and agreement confirming their compliance
with all participation requirements. The Carolina ACCESS Provider Enrollment Packet is available
on the NCTracks website at http://www.nctracks.nc.gov/provider/providerEnrollment/index.jsp.
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The application and the agreement must each contain the original signature of the authorized
representative (or a participating provider). Applications may be pended for a maximum of 90 days from
the date of receipt of the application. Providers will be contacted if there are questions regarding
information provided in the application. Providers are notified of their approval or denial in writing.
Providers whose applications are denied may reapply at any time unless a sanction has been imposed
upon the provider’s participation by DMA.

Every DSS is notified weekly of new CCNC/CA providers and changes in current CCNC/CA provider
information. This notification enables the local dss office to maintain current and accurate provider
directories for use by workers and for use by the recipient at enrollment in the program.

Providers are required to report any changes regarding their practice’s status to CSC. Failure to report a
change in practice status may result in termination from the Medicaid program, or primary care
management program sanction imposed by DMA, including recoupment of PM/PM management fees. To
report changes to the Medicaid program, CCNC/CA providers must submit a signed Medicaid Provider
Change Form (refer to the NCTracks website at http://www.nctracks.nc.gov/provider/cis.html).

To be approved as a CCNC/CA PCP, providers must meet the following requirements:
1. Accept N.C. Medicaid/Health Choice payment as payment in full.

2. Practice in the state of North Carolina or within 40 miles of the borders of North Carolina, and
have an active N.C. Medicaid provider number (MPN) for use as the CCNC/CA provider
number.

3. Have an active license for each provider in the practice. Each physician and doctor of osteopathy
must also have an active individual MPN. Participating nurse practitioners and certified nurse
midwives who have been issued individual MPNs must also disclose their individual provider
numbers on the CCNC/CA provider application. The information on file for each individual
MPN must be consistent with the information provided in the CCNC/CA application.

4. Be enrolled as one of the following provider types:

e Family medicine practitioners

Gynecologists

e General practitioners

e Internists

e Nurse midwives

o Nurse practitioners, physician assistants
o Federally qualified health centers
e Osteopaths

e Health departments

e Pediatricians

e Rural health clinics

e Obstetricians

e  Multi-specialty
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10.

11.

12.

13.

Other provider types will be considered only if they meet the requirements found in the
CA application and agreement.

Enroll each CCNC/CA location with a separate, site-specific provider number. (This helps with
claims filing, referrals, management of reports, and accurate financial reporting to the IRS.)
Practices operating as a group must enroll with a site-specific group number; solo practitioners
may use their individual provider identification number or enroll with a group number if they are
operating as a group. The name, address, and daytime telephone number must be consistent with
the information reported to the N.C. Medicaid program, and must therefore be site specific. The
CCNCI/CA PCP’s practice name, address, and daytime and after-hours telephone numbers
are printed on the enrollee’s Medicaid/Health Choice identification card If this information
changes, it must be reported on a timely basis.

State on the initial application the maximum number of enrollees that will be accepted for the site
and any specific enrollment restrictions such as age or gender. Enrollment of Medicaid recipients
is capped at 2,000 per participating provider (MD, DO, PA, NP, or CNM).

Provide all reasonable medical home services including all age appropriate preventive care, as
well as gender specific screening tests, preventive ancillary services, routine well care, acute care,
chronic care, sick care and coordination of specialty care. Providers who choose to restrict
enrollment to recipients of Medicaid for Pregnant Women (MPW) benefits only are exempted
from the preventive and ancillary services requirements.

Develop patient—physician relationships and manage the health care needs of recipients.

Establish protocols for referring enrollees for specialty care or urgent care (including situations
when referral was not obtained prior to the service being rendered).

Follow standards of appointment availability as detailed below.

CCNCI/CA providers must comply with section 1932 (b)(7) of the Social Security Act, which
states, “the Plan shall not discriminate against providers with respect to participation,
reimbursement, or indemnification for any provider acting within the scope of that provider’s
license or certification under applicable State law solely on the basis of provider’s license or
certification.” All referral requests from recipients and medical providers must be evaluated
based on the medical needs of the patient.

If providers cannot provide a specific service or test, they may request an exception to refer for a
specific service/test and inform DMA regarding a) the specifics of the service, b) the referral
process, and c) the rendering provider including name and contact number of rendering provider
for verification purposes.

Changes in enrollment restrictions must be reported to DMA before the change is implemented
by the PCP. Approved CCNC/CA providers who have a change in their office procedures that
impacts their compliance with any participation requirement must report the change timely and
request an exception as outlined above.
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14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

CCNC/CA PCPs that serve recipients under age 21 are required to provide all age appropriate
components of the Health Check preventive care screening as defined by EPSDT requirements
for Medicaid recipients.

Accept Medicare assignment or exclude Medicare beneficiaries from the practice enrollment.

Refer potentially eligible recipients (women and children) to the WIC program.

List on the application all contiguous counties from which the practice will accept CCNC/CA
enrollees. Since the provider must be accessible for primary care, these counties must include
only the county in which the practice is located and the bordering counties. (DSS may enroll a
recipient with a provider beyond the contiguous counties at their discretion and with the
provider’s agreement.)

Disclose on the application information regarding sanctions or termination by Medicaid or the
Carolina ACCESS program. For complete information, refer to Sanctions in this section.

Establish and maintain hospital admitting privileges or provider documentation regarding
admission coverage arrangements for the management of inpatient hospital admissions for all
CCNCICA enrollees.

Have a provider available at each practice site to see scheduled and non-scheduled patients a
minimum of 30 hours per week and a minimum of four days per week. When the posted office
hours change from what was reported in the Carolina ACCESS application, the schedule change
must be reported to CSC and DMA.

DMA must be notified and information on how to obtain patient medical records must be
included in the after hours message on all practice phone lines and be posted on the practice
premises when the office is closed permanently or for an indefinite period.

Follow medical record documentation guidelines.

Review and use recipient utilization, emergency room, enrollment, and referral reports; and
access those reports through the DMA Information and Report System.

Provide access to medical advice and care for enrolled recipients 24 hours a day, 7 days a week
without charge or limitation. Provide accurate, up to date instructions to patients and to CSC and
DMA regarding how to access after hours advice and care. Refer to 24-Hour Coverage in this
section.

Transfer CCNC/CA patient medical records to the receiving provider upon the change of primary
care provider at the request of the new primary care provider and as authorized by the enrollee
within 30 days of the date of the request.
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Note: The N.C. Medical Board website publishes a position statement that includes information
about reasonable charges for record transfers. CCNC/CA providers may not withhold the record until
the charge is paid.

26. Providers may request an exception to other participation requirements in writing. The request
must include the reason the provider is unable to comply and must be submitted at the time the
participation agreement is submitted. Approval of the application constitutes acceptance of the
request for exception. The benefits of the provider’s participation must outweigh the provider’s
inability to comply with the requirement.

27. All requirements of State and federal law pertaining to providers of medical care; including all
such requirements referenced in the NC DHHS Provider Administrative Participation Agreement,
non-discriminatory criteria as outlined in that Agreement, HIPAA privacy regulations, and
availability of free oral interpretation services must be met by all providers.

Requirements for Participation in Pregnancy Care Management

The Maternity Care Coordination (MCC) program has transitioned to the Pregnancy Care
Management program. The Pregnancy Care Management program provides care management for the
pregnant Medicaid population.

In most cases, care management is provided by the Local Health Department, by contract with CCNC.
Each PMH has a care manager assigned to the practice. Providers must submit all risk screenings to their
care manager within seven business days. Care managers are expected to conduct a thorough assessment
of all priority patients within 30 days. Non-PMH prenatal care providers and other community agencies
may refer a patient for assessment with a pregnancy care manager, who evaluates the patient’s level of
need and develops a care plan accordingly.

Pregnant Medicaid patients identified as being at risk for poor birth outcome receive

individualized case management services. The level of service provided is in proportion to the
individual’s identified needs. Care managers closely monitor the pregnancy through regular

contact with the physician and patient to promote a healthy birth outcome. Care managers are an integral
part of the patient’s care team.
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Provider Responsibilities

Providers interested in enrolling as a PMH must complete a CCNC/PMH contract and return it
to their local CCNC network.

To qualify for participation as a PMH, the provider must agree to the following:

e Ensure that no elective deliveries (induction and cesarean section) are performed
before 39 weeks of gestation

Offer and provide 17p (17alpha hydroxyprogesterone) to eligible patients

Maintain a primary cesarean section rate at or below 20%

e  Complete a standardized risk screening on each pregnant Medicaid recipient in the practice at
the first prenatal appointment

e Integrate the plan of care with the local pregnancy care management program
e  Participate in chart reviews to evaluate progress on the PMH performance measures

. Agree to become an affiliate member of Community Care of North Carolina (CCNC)

Prenatal care providers who do not perform obstetric delivery are eligible to serve as a PMH. In order to
ensure continuity of care and smooth transitions among care providers, these PMHSs are expected to
develop a Memorandum of Understanding (MOU) with the practice that delivers their patients. This
should be completed within one year of becoming a PMH and should describe arrangements to coordinate
patient care, such as availability of medical records at the time of delivery, coordination of transitions to
and from intrapartum care, information for patients on how these transitions will take place, and
description of how postpartum care will be managed. At the time a practice becomes a PMH, the
expectation is that the practice will describe to the CCNC network what its current arrangements are for
providing intrapartum care to its patients.

Provider Incentives:
In exchange for meeting the program expectations described above, the PMH receives the following
incentives:

o Exemption from medical necessity prior approval on ultrasounds

o PMH providers still must register ultrasounds with MedSolutions

e Other high tech imaging continues to require prior approval

e 3$50 incentive for completing the risk screening tool at initial OB visit

o By billing for this incentive payment, providers establish themselves as the
patient’s PMH

$150 incentive for the postpartum visit per Medicaid recipient
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Visit must include, at a minimum, depression screen using a validated
instrument, reproductive life planning, and a referral for ongoing care

o Increased rate for a vaginal delivery, antepartum, and postpartum care when billed
using CPT codes reflecting obstetric care (59400, 59425, 59426, 59409, 59430 and
59410

o E&M codes should only be billed if the patient has a high risk condition (see OB policy 1E-5 for
high risk criteria and more information).

e Exemption from prior approval on ultrasounds (providers will still need to register the
ultrasounds with MedSolutions)

o0 Other high-tech imaging will continue to require prior approval
e 350 for completing a high-risk screening tool at initial visit

e $150 incentive for the postpartum visit per Medicaid recipient

e Increased rate for a vaginal delivery

Any provider who bills the OB global package or individual pregnancy procedures is eligible to
participate in this program as long as he/she agrees to the program requirements. It is not just for
obstetric providers.

For more detailed information, please refer to DMA Pregnancy Medical Home Special Bulletin,
July 2011 at http://www.ncdhhs.gov/dma/pmh/PMHSpecialBulletin.pdf

Care Coordination Services for Children — Information for Providers

CCAC services are provided based on patient need and according to risk stratification guidelines. The
amount of care manager contacts will be determined by the patient’s individual needs and plan of care, in
order to effectively meet desired outcomes. Contacts may occur in various settings including the health
care provider office, community, or patient’s home, as well as by phone.

The overall program model seeks to improve health outcomes for enrolled children, which will be
measured by: The length of time from neonatal intensive care unit discharge to first medical home visits;
hospital admissions, readmissions and emergency department use; and the number of children with
special health care needs and/or children in foster care who have a medical home.

Specific measures will determine to what extent the CC4C services are achieving project goals,

including: the rate of comprehensive assessments completed for children/families with a priority risk
factor; the percent of enrolled children who receive a Life Skills Progression assessment on entry into the
system, every six months thereafter, and upon discharge from CC4C services; the number of infants ages
1 year or under referred to Early Intervention; and, as evidenced by the child making progress towards the
defined goals in their treatment plan, self-sufficiency and self management of the condition.
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Marketing by Community Care of NC/Carolina ACCESS Providers

Community Care of North Carolina/Carolina ACCESS participating providers and their employees are
prohibited from marketing directly to potential recipient enrollees for the purpose coercing or unfairly
influencing potential recipients to enroll with that practice. The following are definitions of prohibited
marketing activities:

e Cold Call Marketing: Unsolicited personal contact with potential recipients

e Marketing: Communication of any sort to a Medicaid recipient who is not enrolled with a
provider but who may be influenced to enroll with a particular provider.

e Marketing Materials: Materials that are produced in any medium for the purpose of influencing

recipients to enroll with a particular provider.

Primary Care Management Program Sanctions

Failure to meet the terms outlined in the CCNC/CA provider agreement may result in the imposition of
one or more of the following sanctions:

e A limit may be imposed on member enrollment.

e All or part of the monthly primary care management/coordination fees may be withheld or

recouped.

e The PCP may be referred to DMA Program Integrity (PI) for investigation of potential fraud or

for quality-of-care issues.
e The PCP may be referred to the N.C. Medical Board.

e The PCP may be terminated from the CCNC/CA program.

DMA makes the determination to initiate sanctions against the PCP and may impose one or more
sanctions simultaneously based on the severity of the contract violation. DMA may initiate a sanction
immediately if it is determined that the health or welfare of an enrollee is endangered; or DMA may
initiate a sanction to begin within a specific period of time. Failure to impose a sanction for a contract
violation does not prohibit DMA from exercising its right to do so for subsequent contract violations.
DMA maintains the right to waive sanctions based upon the specifics of the case or upon the
recommendation of the CCNC network. Management fees will not be recouped from the CCNC network
due to a provider’s failure to report practice changes.

Misrepresentation, misuse or abuse of the Carolina ACCESS provider’s referral number by any provider
may result in recoupment of paid claims. Carolina ACCESS providers should monitor their monthly
Carolina ACCESS Referral Report and report discrepancies to DMA.
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Reasons for Sanctions

Termination from Medicaid participation and/or sanctions against CCNC/CA primary care management
program participating providers may be imposed by DMA for the following reasons:

1. Failure to enroll each site with a site-specific Medicaid Provider Number.

2. Fraudulent, misrepresentative, or erroneous billing practices, including unauthorized use of
another PCP’s Carolina ACCESS referral number.

Failure to maintain after-hours coverage at no cost or penalty to the recipient.

4. Failure to report a change in after hours coverage arrangements, enrollment restrictions, office
hours, ownership, contact information including phone and fax lines, practice location, individual
providers servicing the location; or any change that impacts requirements or criteria stated in
either the NC DHHS Provider Administrative Participation Agreement or the Agreement for
Participation in North Carolina’s Patient Access and Coordinated Care Program.

5. Failure to cooperate with CCNC/CA program initiatives.

6. Failure to provide all preventive and ancillary EPSDT services or to refer properly for services
for all ages impacted by EPSDT services.

7. Failure to meet any terms outlined in the CCNC/CA provider agreements.

Sanction Appeals
The PCP is notified by certified mail of the sanction and the right to appeal the sanction.

DMA must receive the PCP’s request for a formal evidentiary hearing by the DHHS hearing office no
later than 15 calendar days after the receipt of the sanction notice. The hearing provides an opportunity
for all sides to be heard in an effort to resolve the issue. The sanctioned party may represent himself, may
designate a representative, or may enlist the services of an attorney. The findings are documented by the
DHHS hearing office and presented to the DMA Director, who makes the final determination to uphold or
rescind the sanction. The PCP is notified by certified mail of the Director’s decision.

PCPs who are terminated from the CCNC/CA program—or who voluntarily withdraw to avoid a
sanction—are not eligible to reapply for a minimum of one year, with a maximum time period to be
determined by DMA. The decision is predicated on the extent or severity of the contract violation
necessitating the termination.

Terminations

The PCP’s agreement to