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Objectives

® Review remaining sections of the Billing Guide

Section 8. Electronic Commerce Services
Section 9. Subrnitting Claims
Section 10. Remittance and Status Report

Section 11. Resolving Denied Claims

Section 12. NC Health Choice Program




Provider Types Billing
Dental Claims

® Dentist

® Orthodontist

® Federally qualified health center (dental services only)
® Health department dental clinic (dental services only)

* Rural health clinic (dental services only)




SFY 2011-2012 Budget Changes

e Effective November 1, 2011, across the board rate reduction
of 2.67% tor many Medicaid provider types including

dentists

* Excludes Health Departments, FQHC, and RHC providers




Section 8

Electronic Commerce Services




Electronic Requirement

® The N.C. Medicaid Program requires all providers to file claims

electronically
® Exceptions list

http: //www.ncdhhs. gov/ dma/provider/ECSExceptions.htm




_ NQ Division of
Medical Assistance

Home
DIMIA SERVICES FOR COUNTY STAFF For Providers STATISTICS AND REPORTS

DM& HOME DHHS = DMA = Medicaid Providers = Claims and Billing » Claims # Electronic Claim Exceptions

vMedicaid Providers Electronic Claim Exceptions

&-7 Provider Topics
- The follawing list outlines some aof the situations in which a claim must be billed on paper. Only claims that
Calendars

. - comply with the exceptions listed below may be submitted on paper. All other claims are required to be
Claims and Billing

e submitted electronically, Providers will be notified of updates to the list through the Medicaid Bulletin,
Community Care (CCNC/CA)
Cantacts for Providers List of Claims that May Be Filed on Paper (revised July 27, 2009)

Enroliment
EPSOT and Health Check

n Medicare HMO (Part C) primary claims

n Medicare Part & inpatient claims submitted directly to Medicaid

Fee Schedules/Cost Reports » Nursing home crossovers submitted directly to Medicaid

Forms » Services that require an invoice to be submitted with the claim including, but nat limited to
Fraud and Abuse

HIPAL

» Hearing aids and related items
n Some visual aids

Library (bulletins, palicies)

» Unclassified and unlisted procedures
Mational Provider Identifier v Undelivered dentures
Programs and Services » Radiopharmaceuticals

Carminars » Compounded injectable drugs billed with an unclassified HCPCS procedure code (for example,
13490)

— -



any dental claim billed with one of the following ADA procedure codes:

s D0O=40
m D0O470
m DB6E0

Dental claims for special consideration tooth number reviews
Dental assistant surgeon claims with records
Dental ambulatory surgical claims denoting total surgical time in field 24

Yisual field exams requiring medical justification billed with CPT procedure code 92081, 92082, or
92083 without one of the dignosis codes listed in the table below:

Diagnosis Code Diagnosis Code
List #1 List #2

a94.34 Jnz.74 365.a5 Z225.1 379.33
191.2 362,75 3a65.81 227.3 379,34
191.6 J6z2.31 J65.832 J07.31 379.39
191.9 a62.83 365,89 346,90 379,41
192.1 263,11 a65.9 249,49 379,53
239.6 Jn3. 2 306,11 35z.9 379.91
250 363,20 Je6,14 364,00 a21.4
250.00 363.30 J66.16 364.01 386.01
250.01 ae4.1 368,41 364,02 386,10
250.02 364,10 368.43 364,03 452
250.03 354,11 368,44 Ja4.04 455.9
250.50 464,21 368,46 364,05 473.9
250.51 364,22 368,47 Jo4.24 F16.90
250.52 364,23 69 364,41 ¥43.9
250.53 a64.3 369.00 aa7.0 T47.8
323.9 364,42 3569.01 Ja7.1 ¥e4.0
340 364,51 3692 ae7.2 ¥91.0
343 364,52 369,20 Ja7.4 a350.9




Electronic Claims Submission

® HP Enterprise Services transmission methods

® Electronic Data Interchange (EDI) Support
® Modem
® Secure File Transter Protocol (SFTP)
® NCECSWeb Tool

1-800-688-6696 or 919-851-8888,

option 1
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Electronic Claims Requirements

e Electronic Claims Submission Agreement Form
® Separate agreement required for each MPN

® New agreement must be submitted each time an individual is

added to the group
http://www.nctracks.nc. gov/ provider/form

® Trading Partner Agreement (TPA)
® HP Enterprise Services

http://www.ncdhhs. gov/ dma/hipaa/
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HIPAA 5010 Implementation

® Modifications to HIPAA required standard transactions

* Effective 01/01/2012, HP will only process HIPAA 5010

compliant transactions

® Vendors/ Trading Partners must update Appendix A of
Trading Partner Agreement (TPA)
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HIPAA 5010 Implementation

® Dual processing begins in November

® Providers will see:

* Updated tields on NCECS Web Tool

® Both 4010 and 5010 versions of 835 transaction
(electronic RA) it TPA is updated

® Check monthly bulletins for implementation updates




Electronic Funds Transfer

® The N.C. Medicaid Program no longer issues paper checks for

claims payment

e EFT Authorization Agreement
http://www.ncdhbhs. gov/ dma/provider/forms.htm

e HPES Financial Unit
® Fax: 919-816-3186
e E-mail:  NCXIXEFT@hp.com




Electronic Availability of Remittance
and Status Report

* To view RAs via the NCECSWeb Tool, complete the
Remittance and Status Reports in PDF Format and Correct

Coding Initiative Information Request Form
http://www.ncdhhs. gov/ dma/provider/forms.htm

® RAs available for 10 checkwrites

® Save or print each version for your records




NCECSWeb Tool

¢ Claim Submission

* Electronic Adjustments

* Recipient Eligibility Verification

e PDF RA

® CCI and MUE Denial Explanations

https://webclaims.ncmedicaid.com/ncecs




Electronic Verification of Recipient
Eligibility

e NCECSWeb Tool Interface

® Value Added Networks

® Interactive Recipient Eligibility Verification




Electronic Remittance Advices
(835 Transaction)

® Health Care Payment/ Advice 835

e List of approved vendors

e Call ECS Unit
1-800-688-6696 or 919-851-8888, menu option 1




Section 9

Submitting Claims




e

Submitting Claims Electronically

2011 Checkwrite Schedule

The following table lists the cut-off dates, checkwrite dates, and the electronic deposit dates for 2011.

Checkwrite Cycle Cutoff EFT Effective
Month Date Checkwrite Date|(Date
January o1/065/11 0o1/11/11 01512711
01413511 0o1/19/11 01520511
0o1/20/11 01/27/11 leEﬁi}l
February 01/27/11 oz2/01411 e
02,/03/11 02/084
02/10/11 02/15/11
02/17/11
March
03/0B4— 03/09/11
(03/15/11 03/16/11
0324411 03725511
April 03/Bar T 04/05/11 04/06,/11
04/07/11 04512411 0413511
D4/14511 D4/21/511 D4/22/511
Iany D4/28/511 DE/02411 DE/04/11
D5/05/11 0510411 05711511
05/12/11 05717411 05718511
05719511 05/26/11 05727711
June 0e/02/11 0e/07/11 0608511




Submitting Claims on Paper




Guidelines

Refer to Clinical Coverage Policy
® 4A Dental Services
® 4B, Orthodontic Services

® Definitions
e MPN
e NPI

° Taxonomy




Paper Claims

° Only claims that comply with the electronic exceptions list

® Optical Character Recognition (OCR)

e Standardized Claim Forms

® Dental Manual - ADA Form




e
Dental ADA Claim

American Dental Association Dental Claim Form

HEADER INFORMATION

1. Type of Transaction (Mark all applicable boxes)
I:I Statement of Actusl Senvices D Reguest for Predetermination Preauthorization
] ersomiTae xix

2. Predetermination Preauthorizetsan Mumber

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Mamed in #3)

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

4. CompanyPlan Mame, Address, City, State, Zip Code

12, Policyholder'Subacnber Mame (Last, First, Middle initial, Suffix), Address, City, State, Zip Code

13, [rate of Bath (MMWDDACCYY) 14. Gendear 15. Polcyholdan/'Subsaribar 1D {S5M or ID#)
M [CF
OTHER COVERAGE 16. Plan/Group Numbear 17. Empdoyor Nama
%, Othes Dertal or Medical Coverage? || Mo [Skip 5-11) [ Tves (Comgsete 5-11)
5. Name of PolicyholderSubscriber in 84 (Last, First, Middle Initial, Suffix) PATIENT INFORMATION
18. Aelationship to Policyholder’Subscnbar in 412 Above 10, Studlant Slatus

[ Iset [ ]spouse [ ] Dependent chitd [ ] Other [ Jrrs  [Jers

&. Dade of Birth (MBDONCCY Y} 7. Gendar 8. PolicyholdenSubscriber 1D {SSN or 1D
Cm [ 3F

8. Flan/Group MNumiser 10. Patiant's Relaficrshi o Person Named in #5
I:I Salf D Spousa i:l Deperwsent D'Dm-er

11. Tither Insurance CompanyDental Beanefit Plan Namss, sddress, City, Stale, Tip Code

20. Meme {Last, First, Middle Intial, Suffix), Addreas, City, State, Zip Code

21. Data of Birth (MMTHDACCYY) 22, Gender 23, Pationt ID/Account # (Assigned by Dentisl)

[Iw []r

RECORD OF SERVICES PROVIDED

2y pcegravee (58225, | o7 Tompureo | 29 Toom |25, procesue 0. Descapion
11 04/01/2011 03 0 D2140 100.00
04/01/2011 - = D4341 150.00

L= I O 5]




Dental ADA Claim

-
MISSING TEETH INFORMATION Permaent Primary womer | ||
12 3 4 5 B 7 B9 10 11 12 13 4 15 6|A B C D F G H | 4 Foe{s) i ,
3, [Place an “X” on each missing joofh) . i :
42 31 A0 29 A 2V 2 PR |24 F3 22 21 20 19 18 17| T 5 AR O PO N M L K 33, Tatal Fea i !
_ i
35. Aemarks
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

38. | have beon informed of the Ireatrent plan and associabed lees, | agres 10 e responsible for all
chargis hor dantal services and matensts not paid by my dental benadit plan, unless prohibdted by |aw, or
thi trsating dentisl or dental practice has a contractual agreament with my plan prohebiting alt or a pertion of
such charges. To the exent parméted by law, | consant to your wse and disciosund of my paodected haalth
information to carmy out payment activites in conmsction with this clalm,

X

Patient Chardian signature

Date

38, Placa of Traatrmgn 39, Number o Enclosures (00 to 259)
b Aachographis)  Oral inagels)  Modals)

[] Providers Otics [ Hospist [ JEce [ ] other L1 1 L[]

40. s Treatmant for Orthodontica? 41, Date Applinnce Placed (MMDOCCYY)
[no (siep a1-42) [ Jyes (compiote 41-42)

42, Meonths of Treatment |43, Replacement of Prosthesie? | 44, Date of Prior Placemeant (MMDIVCCYY)

37, | hareby authorize &nd direct paymant of the dert benaefits othersiss payvaile to ma, deactly io Tha below narmed
st o i ety

X
Subscribor signature

[

Ramaining
D M D‘l’ﬁ (Complate 44)

45, Treatmernt Rasultling from

D Oecupational finess/ injury D Autir mccicdent D Cither accidant

46. Date of Accident MMDDVCCYY) 47, Aulo Accident Stabe

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental onlity ks ned subenitting
clasm on behalf of the patient o insured’subscriber)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

5. | haraby cartify thai te procedures as indicated by dale are in progress (for procedisres hat requics midtipie

48, Marme, Address, City, State, Jip Code

vizits) or have been completad.

Dr. [.M. Smiley X
b d (Triading Dianhigt Dat
P.O. Box 1234 ‘““*‘F 2@9;7“654321 — e )
. 54, NI 55, Licenss Numbar
Any Clty, NC 27123'4567 58. Address, City, State, Zip Code %‘;GIEE;E%&E 123DOOOOOX
NPl |80 License Number 51, 85N or TIN Main Street
1234567890 Any City, NC 27123-7890
A2, Phohp 24, Addilbonal 57, Phone 58, Additlonal
Mumber | ) Preveider 10 Bumber | J__ - Prewicder 400

e L amm e m e el i



New Addresses for Health Choice

* For Paper Claims:

HP Enterprise Services

P.O. Box 30100
Raleigh, NC 27622

* For Prior Approvals processed by HPES:
P.O. Box 3222490

Raleigh NC 27622




NC Health Choice Claims

e Effective with dates of service on and after October 1, 2011,
submit claims to HPES

* For dates of service prior to the transition date of October 1,

2011, providers will continue to submit claims to BCBSNC

® For dates of service through September 30, 2011 the run-out
period with BCBSNC is February 29, 2012




e

NCHC will Mirror Medicaid Policy
with a Few Exceptions

® Prior approval is required for the extraction of symptomatic
third molars (wisdom teeth)

® Orthodontic coverage is allowed for severe malocclusions
caused by craniofacial anomalies like cleft lip and palate and
other syndromic conditions

® No coverage for pre-prosthetic surgeries (alveoloplasty, tori
removal, exostoses removal, and vestibuloplasty)

e EPSDT does not apply




EPSDT/Non-covered Services

e D7999

e Unlisted




NCECSWeb Tool

September 2009 Special Bulletin, North
Carolina Electronic Claims Submission /Recipient
Eligibility Verification Web Tool Instruction Guide

http://www.ncdhhs. gov/ dma/bulletin/
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List Management

* Allows providers to create and modify list of frequently used

billing information

© Expedites claim entry and submission




North Carolina
Electronic Claims Submission

Recipient Eligihility Verification
| i ew
ity
Q]Lisi Management
Condiion Codes
Dizgmosts Caes
HCPCSICET Codss
e
Mo
Ceonence Cadks
Fgeg
Procediue Cods
P Cos
[P heig
Fie ot
Tamnony Codss
-
® Chain Submisson
(9 Refoence Mafria
® Recpient Hihilty

i Ve P

Recipient List - AddView

Selection Criferia
Add New Code and Desermption
Repient Lt Nane D RecpintFisthone: [ i |
Recipient Medicaid 1 Nunher: (134367294
Patient Aecount Number: 1) Medical Record Nunther: I
Recipient Information: (33 reconds)
ReemientLast | RechientFirst | Recipien Medicaid | Reemient Arcount : :
Nane Nue D Nunder Nuder Medical Record Nuner Stafus | Edit
|
Ao El
|
Ao El

rl




Electronic Claims Sul

Recipient Eligibility
| Main Menu

@ Claims Entry

tﬂ] List Management
£) Condition Codes
£) Diasnosis Codes
=] HCPCS/CPT Co
) Insured
£ Modifier
2] Oceurrence Code
2] Payers
£) Procedure Codes
Z) Provider Codes
P Recipient

Z) Taxonomy Code
& Reports

@E’lu’m Submission
@Referente Materia

\() Recipient Eligibilit

Elimbility

Selection Criteria

Add New Code and Description

Subm

Recipient Recipient
Last | First
Name: Name:
Recipient

Medicaid

D

Number;

Patient Medical
Account Record
Number; Number;

/

Recipient Information: (1 record)

Recipient Recipient | Medical
Medicaid ID Account Record | Status | Edit
Number Number | Number

Recipient = Recipient
Last Name | First Name

Doe |John | 123456789 | 100JD A



North Carolina

Electronic Claims Submission

Recipient Eligibility Verification
([ Main Menu
([ Claims Entry

P Dantd
B0
e
@List Management
@ Repurs
@Clu'm Submission
@Reference Materials
@Recipjent Eligibility
lierts
@ Cosmil
@NCCI Denied Claims List

@NCCI Explanation by [CN

Dental Results

Selection Criteria

Claim Dental File: Current m Edﬂ| |Eﬂp}r| | Vew Al | | B |

Delzte

T i

Dental Information: (0 records)

Recipient

Recipient Medicaid Total Bl
RecipientLastName | RecipientFirstName = Account |~ A Claim | P
Number | Charge
Number

Mo data found




e

Claims Entry

Dental

Selection Criteria

Claim Depty Claim | Save | [ Cancel |

Type: m:

Recipient Information

Recipient Recipient

Last (-] First Medicaid ID:
Name: Name:

Medical Patient Prior

Fecord Account Authorization
Number: Number: Numbhber:

Provider Information

The o2 A T o —a

| ¥

<



Provider Information

Provider Last

Name or
Organization

Name:

Medicaid AN\

Provider K \ )

Number: N——

Billing
Address:

Billing

State:

Alizcellaneons Claim Information

Provider
First
Name:

National
Provider
ID:

Billing

Taxonomy:

Billing
City:

Billing
ZIP:

\

gpspT: o Follow- ~

Release of i
Information: G' Yes D No




e
Field Modifications Effective 11/4/11

® Dental Provider Information Section
® Change field name from Billing Zip to Billing Pay-To Zip
* Add field name Billing Street Zip:
® Delete field Paperwork on file:

Provider Information

Provider Last Name or Organization Name:  0C000CC0CCOCCC000CKKK Provider First Name:  J0000CKKCOCOCO00CKKKK
National ProviderID: 9999999999
Medicaid Provider Number: JRXKKKK Billing Taxonomy: KKK

Billing Address: JOOOCO000CCOCOXNNGK. Billing City: JOCOGOCCOCOOCOCO00K
Billing State: XX Billing Pay-To ZIP: 59999

Billing Street ZIP: 599999




North Carolina

Electronic Claims Submission
Recipient Eligibility Verification
GG

| Clins Ey
PP D
i

@ Lit Manggemen

Lo
@Claim Submission

@Reference Materials
@Recipienlliligibilin'
$lisk
@.\'CCIDeuiedClaims List

& NCCl Explanation by ICY

Frovider Indormation

Provder Last Name or Organization Name:

Mediraid Provider Number:
Billing Address:

Bilig St

Referring Physician Provider N
(Carolina Aveess Physician Number)

Referring Physiian NPL
(Carolina Aecess Fhysvian NFD

Servre Farility Location:

.| i e
National Provider ID:
Billing Tasonomsy:
Billng City:

e Giling swet 7ip

CLLA Nunber:

Referring Taxonomy:

Servire Fasility NPL




Miscellaneous Claim Information

IPSDT: () Follow-up ®No Release of Information: OvYes ©ONo
Related Causes: i Auto Accifent
State of Auto Accident: v
Employment Accident
Date of Accident:
[] Other Accidental Injury
Original ICN:
*— Place of Service Facility Type Code: v Claim Submission Reason Code: | 1-Original v

Rendering/Attending Information
R/A Provider First Name: R/A Provider Last Name:
R/A Medicaid Provider Number: R/ANPL

R/A Taxonomy:

Dental Inzurance Detail

| AddEdit Other Insurance |

Mo Other Insurancs

Dental Detail

| AddEdit Details |




" "

Information /
R/A
B/A Provider First Provider
Name: Last
Name:
B/A Medicaid R/A
Provider Number: / NPI:
R/A Taxonomy: E]
Dental Insurance Detail /
AJdEdit Other Insurance |
Mo Other Insurance

Dental Detail /

| AddEdit Details |

No Dental Detail

‘

| ¥

£




4 N

Other Insurance Payment

Dental Insurance Add/Edit Details

Please complete the following form to createfedit Dental insurance detail items. Click the “"Save" button to save the records and returm to the main edit page. Click the "Cancel” button to short the transaction,

Claim Type: DEMTAL Claim ID: 905020101550374874 Save | Cancel |
Recipient Information
Last Name: Camphell Medicaid ID: 9472489741
Dental Detail
Other Other
Insurance Recipient Relationship to — . Other Insured Other Insured Other Insured  Other Ins
Responsibility Insured Other Insuranee Claim Filing Indicaor Ihsurance ) Name  FistMame  MemberDD Name
Paid Amount

Sequence

hdd| Char|  [PPrvay ] [135ek | |ClConzercial lswance Co. =] |t2000 Dioe John 4567 My hisma




Dental Add/Edit Details

Pleaze complete the following form to create/edit Dental detail items. Click the "Save” button to save the records and

return to the main edit page. Click the "Cancel” button to abort the transaction.

N\
Claim Tvpe: DENTAL Claim ID: | Cancel |

Recipient Information
Last Medicaid
Name: ID:
Dental Detail —-’
ADA . . Prodecure
# Procedure Detail Charge Place of Service Unit Oral Cay
Clear -]
£ Ll >




e

Saved Claim

Dental Results *

Selection Criteria

Claim Type  Dental  File: Current  [Add| |Edit| | Copy | | View Al | [ History | | Delete | | View |

Diental Information: (1 record)

Recipient Last = Recipient First | Recipient Account | Recipient Medicaid ID | Total Claim Balance
Name Name Number Number Charge Due

() | doe john bift 1234567893 5100.00 5100.00
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North Carolina
Electronic Claims Submission
Recipient Eligibility Verification
] Main Menu
| Claims Entry
Dent
CMS-1500
UB

@Lislegement

@ Reports
| Claim Submission

FC]aimSubmission * Phone:

@Reference]\hterials

@ Recipient Eligihilify

@ View R4

@ Crossmalk

@ NCCT Denied Claims List
@ NCCT ExplanationbyICN

Submitting Completed Claims

Claim Submission

Selection Criteria

Contact Information

Name:

Address:

Claim Submission Information: (1 record)

Number of
Claims

@ Dental 1

Claim Type

City: State:

Lip:

|Edit| | Canest |

<[ Submit

Total of Claims

$100.00




North Carolina
Electronic Claims Submission
Recipient Eligibiity Verification
L] Mai Ve
(] Clims Enr
2 Den
Efolisiil
Bl

@LislManngemenl

 Reprs
| Claim Submission

B Cli ubnision
@Reference]\;hleﬁﬂls
@ RecientElghily
AT
& Crosal
@ NCCTDexied Cius Lit
@ NCCTExpluationby[CN

Claim Submission

Selection Criteria

Contact Information

Name: |dotty

y Microsoft Internet Explorer

H__..v This will submit all active Dental daims. Do you wish to Continue?

Claim Submission Information: (1 record)

Claim Tvpe }'umh.lﬂ of Total of Claims
: Claims

(*) | Dental 1 $100.00




g
Batch ID Number

o Automatically archives submitted data
e Validates claim submissions

e (Can access data for future use

The batch has been submitted. Click on the batch id to view the details.
* BATCH ID 15390510000




Resubmitting a Claim

North Carolina

Electronic Claims Submission Dental Submitted Batches
Recipient Eligibility Verification
E[lllil.in Menu Selection Criteria

| Claims Entry

| Denial .
C\-{S—lji}ﬂ From Date: |:| Through Date: |:|
s

@ List Management
Qﬂl Reports
™ Dental Submitted Batches
CMS-1300 Submitted Batches Claim Type Dental
UB Submitted Batches
| Claim Submission
B Dental Submitted Batches: (1 to 0 of 39 records)
@ Reference Materials
@Reeip_i ent Eligibility Batch ID Date Submitted Submitted By Number of Claims

:ﬁ:‘m @ 15590500431 06/04/2010 sub less than 100 7
O
O
O
O
O
O
O
Fa

@ NCCI Denied Claims List 15500500430 06/04/2010 sub over 100 dental 100
@ NCCI Explanation by ICN

13190500425 DaM1i2010 aa 10
05390500421 D2/2212010 dental forsyth 1
05390500418 D2/2212010 dentak 1
05090500413 02M912010 new mpn npi 1
05090500411 02M912010 den mpn npi 1

07890500408 03M9i2008 TEA0 1

Nonanenn2a2an A230 M 000 ~ n

Total Amount of All Claims

$108.00

$13357.32

$554.00

$100.00

$100.00

$100.00

$100.00

$100.00

T4 N0



North Carolina
Flectronic Claims Submission | Dental Batch Details

Recipient Eligibility Verification
M]Mainfvlenu Selertion Criferia
& Clains Enty

Lt aragenet (kinTye  Dentl Current| VoAl | Do

2 Reprs
Submiited

.Dental Subrmﬂed.Eatches Bath D IS0 —
CI3-1300 Subrmatted Batehes Date:

£)UR Submitted Bl Num Clins: 1 Baih Ttal: S200.00
& Clim Submisin
@Refemm:e Materials
@Recm' ient Hlighility

Submitied By: 33

& View RA
@ Crosswalk Dental Information: (] recond)
@ NCCI Denied Claims Lis
@ NCCI Bplanation by ICN

‘RecipiemLasiName Recpient First Name | Recipient Account Nunber | Recipient Medicaid [D | Total Charge | Balanee Due

<| ( PDoe Jobn MCR-Deny |123456789A f0000f  §20000




North Carolina
Electronic Claims Submission
Recipient Eligibility Verification
| Main Menu
1] Claims Entry
P Deatl
2 CMS1500
3B
@List Management
& o
@ Clain Submission
@Referem‘e Materials
@ Recipient Flighility
$ liev B4
@ Crossualk
@NCCI Denied Claims List
@ NCCI Explanationby [CN

Dental Results
Selection Criteria
Claim Type Dental  File:  Current Edit| Copy| WVewdl | Hstory | Delte | View
Dental Information: (108 records)
‘ Recipient Last Name Recig{iﬁ; First Recipée“?]t]h T:nunt ‘ Recipieﬁﬂ:::midm ‘ Tn[tjalhﬁgelaim
@ Doe John Override-Pay 123456789A|

h200.01




Section 10

Remittance and Status Report




e

What Is the Remittance and Status
Report?

® Detailed breakdown of payment
* Status of all claims submitted to HPES, including NCHC

claims
® Available on the NCECSWeb Tool in PDF format

® Most recent ten checkwrites




e

Remittance and Status Report
Sections and Subsections

® Paid Claims

* Adjusted Claims

* Informational Adjustment Claims
® Denied Claims

® Claims in Process

® Financial Items

* Claims Summary

e (Claims Payment Summary

N




g

Tax Information

° Displayed on Claims Payment Summary page
© Changed at any time prior to October 31 of each calendar year

® Report to CSC

* Change requirement, Section 3
® NCTracks

http://www.nctracks.nc. gov/ provider/cis.htm
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Internal Control Number (ICN)

25 01 023|456|78 NCXIX

First 2 digits
Region

\

Next 3 digits,
Batch

Payer Code

Last 3 digits,

Next 4 digits, Next 3 digits, Number

Year Julian Date

assigned to

each claim in

the batch

/




Explanation of Benefit Codes (EOB)

Al LOWABLE.

™

HIPAA REMARK CODE DESCcrIPTION |  HIPAA CLAIM STATUS CODE

DESCRIPTION

FEE ADJUSTED TO MAXIMUBM[AS  [Charge exceeds fee schedule—  [M381

maximum allowable or contracted
legisiated fee amangement. (Use
Group Codes PR or CO
depending wup=-on Eability).

1 FEE ADJUSTED T MAXIMURY
Al LOWABLE

45 |Charnge exceeds fee schedule- M3

maximurm alowable or contracted
legisliated fee amangement. (Uise
Group Codes PR or CO
depending upon Eability).

2 PRE-ADMISSION NOT
OETAINED.

HTI'WE

noiificaton absent.

E] Consacutive dates of senvice
cannof be billed. List each
date separately and resubmit

Submission-bdling emors). At MNE3
keast one Remark Code must be
prowided (may be comprised of
either the NCPDF Reject Reason
Code, or Remittance Advice
Remark Code that is not an




Population Group Payer Code

Code Name Description

CAT | Carolna ACCESS | All recipients enrolledin Medicaid's Commumnity Care of North
Carolma Carolina ACCESS (CCNC CA) program

CATl | ACCESST All recipients enrolled in Medicad's ACCESS IT [ Commumity Care
of North Carolina (CCNC)] program

NCXIX | Medicaid All recipients not enrolled in any of the above-noted population paver
programs. Anyrecipient not identified with CCNC CA or ACCESS
[1{CCNC) will be assimed the NCXIX population paver codeto
dentfy them with the Medicaid fee-for-sermce program.

SCHIP | NCHealth Choice | All recipients enrolled in the NC Health Chaice program




Sample Paid RA Page

Dr. Feelgoed and Associates

NORTH CAROCLINA MEDICAID PO Box 1234
REMITTANCE AND STATUS ADVICE Any City, NC 27123 4567
NPl 1234567890
Provider Number: XOOOOXXX DATE: 08/10/2010 PAGE: 2
NAVE SERVICE DATEY] DAYS/ PROCEDURE/ACCOMMOIDATION/ TOTAL NON TOTAL | PAYABLE| PAYABLE| OTHER PAID EXP
RECIPIENT FROM To UNITS DRUGCOOE AND DESCRIPTION BILLED| ALLOW ALLOWEI] CUTBACH CHARGE | DEDCHG | AMOUNT CODES
D
PAID CLAIMNS
MEDICAL
RECIPIENT JANE COo=02 CLAIM NUMBER= 2520101 1111111 I1NCXIX EST AMT DUE =
123456789 PAT ACCT=XYZ2123 MED REC = ATTN PROV= 8900000
CA-1 07072010 07072010 1 95213 OV ESTAB PT MODERATE PHY 6500 906 5594 00 5594 00 5594 88
DED= 00 PTLB= 00 COPAY= .00 TPL= .00 DIFF= 5500 906 5594 L0 55.94 00 55.94

CARC=XXX RRC=XXXXX ADJUSTMENT AMOUNT=0080090.92

9.06 00 .00

1 CLAIMS 1 MEDICAL e 6500 5594 5594 5594




e
Health Choice Claims

Payer Code SCHIP

NORTH CAROLINA MEDICAID
REMITTANCE AND STATUS ADVICE

Dr. Feelgood and Associates
P.O. Box 1234
Ay City, NC 2T123-456T

CARC=Xx) RRC=10000X ADJUSTMENT AMOUNT =S50 59

HP1 1234567850
Provider Number; 3000000¢ DATE: DBMOE0M0 PAGE: 2
HAME SERVICE DATEY Darss FROCEDURESCTOMMODA TIOHN ToTAL| wOM | TOTAL | PAYABLE| PAYABLE| OTHER FRID [
RECIHENT — LTS, DRUGDODE AMND DESCRIPTION BALLEDY ALLOW | ALLOWED CUTBACH CHARGE | DEDCHG | AN CODES
] :
PAID CLAIMS
MEDIC AL
RECIPIENT JAME Cile=02 CLAIM NUMBER= 252010111111 11IRCXIX EST AMT DUE =
123456 TE0E PAT ACCT= XYZ1Z23 MED REC = ATTN PROV'= BH00000
07072000 070720100 1 BO213 OV ESTAE PT MODERATE PHY  B5.00 oDs 5504 i) 5504 00 55.04 ga
SCHIP
DED= 00 PTLIB= 00 COPAY: 00 TPL= 00 DIFF= 6500 606 5554 00 55,94 00 5504




N

f"!"‘% North Caraling Medicaid - Remirtance and Starg Adviee
IR H
MJ E{ — e VRSO0 e
i " e Nam | arvine Dagn |Ih'll. l Precudurs Accomnedatka Tetal ! Mol Tetal ! Fayahis ! Farabk Ill:hlm' | Faid I Exp
Bociinr D | From  Te} Uil | et e snd Deceriprin | Bl § Al | Aol § Cubuk § Charge § DOl | Ameant | Cade
CLATHS PAYMERT SMMARY  EFT WIMEER i : : [ ‘ i
A f £ : i ] |
CIATNS PRID CIATNS  WITHHELD WET PAY CREDTT  WET e pRd mmﬂ.n pi:u; ; E 0 7RI
FRID AMCIINT RMOOT (v RMCINT FMUETNT RMUAINT | Milll'.h'l" _ﬂI] i LK P
(B 6.0 : : (c-R-6-H
CURRENT 1 154,09 i 156,04 il 134,08 [ Pohg ] 158, 0:
TID TOTAL 305 ALBEL.M 0 41861 113 N/ P Y 1131
1093 INPORMATION 2011 - THIS INFORMATION I3 HEINO FUENISHED 70 THE INTERNAL REVENUE SERVICE ! ;
PEAVIDER TAX ID |
PAYER ID: HP ESTERFRISE SERVICES , LLE, mm 30868 ljrmaﬂ Hl‘_: ez} | E
| | I
PLERER VERIPY THE POLLOWING TDRNTIFICATION WNEERS TEAY AVE HESN ASSIGNED 10 10, IF MNP P b | | | E
WIMBERS ARE INCORMECT, DLEAZE SEND COMBECTIONZ 70: ' ; ; | | |
i ; | ; ; | | |
PO BIE 300605 5 5
RALEIGH, WORTH CARDLINA 27622 5 5
NTTENTION| FROVIDER ENROLIMENT ' ; ;
CLA - : ; ;
BEk - . ! !
PR BILLING (UESTTONS/INQOIRIES CALL HP DROVIDER SERVICES 1-B00-(88-669¢ OB 5 5
HUTOMATED VOICE BESDONEE [AVR)SYETEM 1-B06.123-4337 ' ; ;
1 ! L] L] L] ! L







Section 11

Resolving Denied Claims




Paper Adjustments

* Adjusta previously paid claim or claim requiring further review
® One adjustment — One ICN - One claim

* Always attach a copy of the RA




MEDICAID CLAIM ADJUSTMENT REQUEST

(This form is not to be used for claim inquiries or time limit overrides.)
&L COMPLETE THIS FORM IN BLUE OR BLACK INK ONLY

[AIL TO:

HP ENTERPRISE SERVICES ACORRECTED CLAIM HF Enterprise Service: USE ONLY
ADJUSTMENT UNMIT
PO BOX 300009 AND THE APPROPEIATE
RATEIGH. WC 17622 EA MUST BE ATTACHED
One Step:
Provider £ Erovider Mame:
Fecipient
T ame: MIDE:
SUBMIT A COPY OF THE
FEAWITH REQUEST {Claim =
Date  From: Billed Amomr  Faid Amouns P4 Diater
of
Service: T i 5 5

Please check () reason for submitting the adjustment request:

I:[ Orvar Paymient D Under Paviment D Full Reconpment I:[ (Oitaer
Please check () changes or corrections fo be made:
|:| Unifs D Procedure Diagnosis Code ]:[ Billed Amount

D Dates of Service D Patient Lizbiliry D Further Madical Review

Third Parry Liahiliry Medicars Adusmoents Orrher
(Artach all related Medicars Vouckers)

N Y

rise Services I

HFPF Foter

= imi this bl ol

iy mhovdt s el

Please Specify Reason for Adjustment Request:

Claim
Specific
Data

Adjustment
Reason

Changes or
Corrections

/




EOB Denials That Do Not Require
Filing an Adjustment

e EOB 9600

® Claim does not require adjustment processing, resubmit claim

with corrections as a new day claim
* Copy of RA

(835 transaction copies are not accepted)




Electronic Adjustments

® Voids and replacements can only be submitted on claims that

have paid in history

® If no payment has been made, resubmit as a new day claim




e

Electronic Adjustments

® Providers can file two types of electronic adjustments
* Void
Claim will be recouped
* Replacement

Claim will be recouped and reprocessed




Electronic Adjustments

NCECSWeb Tool

Miscellaneous Claim Information

EPSDT: () Follow-up ONo

FPSDT referral given to Patient? (OVes (ONo

Papenwork on file at Provider Site fngrier;iicd:{: OYes ONo

Related Causes: D futo Accident

[] Employment Accident

[] Other Accident Injury

Original ICN: | 252009123456 739

Place of Service Facility Type Code:

Rendering/Attending Information

R/A Provider First Name:

Release of Information: () yeg

EPSDT Referral Type: v

State of Auto Accident: *f

Date of Accident:

v ('laim Submission Reason Code:

Adjustment Payer:

R4 Provider Last Name:

1-Original

1-Ortiginial
T-Replaceraent
5-Void

O Ne

ayer




g

N

Resolution Inquiries

® Medicaid Resolution Inquiry Form
® Time Limit Overrides
® Medicare Overrides

® Third-party Overrides
® Medicare HMO (Part C) CMS-1500 claims

http://www.ncdhhs. gov/ dma/provider/forms.htm

e Attach
e Claim

* Copy of the RA

® Other information




g

Resolution Inquiry Form

MEDICAID RESOL
MAIL TO

HP ENTERPRISE SERVICES
P O BOX 300009
RALEIGH, NC 27622

0N INQUIRY Processing
Request

Plaaze Check: 0O Meadicars Overnide O Time Limat Ovrermide DOThord Party Oveamde O Medicave HMO

WOTE: PLEASE USE THIS FOEM FOE OVERRIDES AND INQUIRIES ONLY .
CLAIM, EAs AWND ALL RELATED INFORMATION MUST BE ATTACHED.

|
[ ADJUSTMENTS WILL NOT BE PROCESSED FROM THIS FORM. ‘ I a I m

Provider Mumber: S c i fi C
Provider Wame and Address I

Patient’s Name Faciprent ID:
Date of Service: From: [ to ! Claim Number:
Billed Amount Paid Amount FA Data:

Please Specify Reason for Inquiry Request Ad d i ti 0 n a I
M -
Informatio |}




Time Limit Overrides

® (Claims must be submitted within 365 days from the date of

service

® 18 months from the date of the denied RA to refile

® No EOB 18 or 8918 =Time limit denials




Health Choice Resolution Inquiry

® Time Limit Override only

® Mail to:
HP Enterprise Services
Attn: Health Choice
PO Box 300001
Raleigh, NC 27622




Q&A

Thank You!!




