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BACKSIDE

APPEALS

As a Medicaid nursing home or home and community-based waiver
applicant/recipient, you have the right to a fair hearing regarding this decision. To
initiate the appeal process, you or your representative must submit a written request
to the following address no later than thirty (30) days from the receipt of this
notification.

Division of Appeals and Fair Hearings

Department of Health and Human Services

Post Office Box 8206
Columbia, South Carclina 29202-8208

You may be eligible to receive continued benefits pending a hearing decision. If you
are interested in continued benefits you must contact your CLTC representative
before the effective date of the action indicated above. If the hearing decision is not
in your favor, you may be required to repay Medicaid benefits received pending the
decision to the South Carolina Department of Health and Human Services.

Please attach a copy of this notification with your request. You or your representative

will be notified of the date, time and place the hearing will take place.

In your request for a fair hearing you must state with specificity which issues(s) you

with to appeal.

Unless a request is made within thirty (30) calendar days of receipt of this notification,

this decision will be final and binding.

A request for a fair hearing is considered filed if postmarked by the thirtieth (30th)

calendar day following receipt of this notification.

DHES FORDM 185 (Mov 2003)



DEFARTMENT OF HEALTH AND HUMAN SEEVICES
MEDICAID PROGEAM
NOTICE OF ADMISSION, AUTEORIZATION AND CHANGE OF STATLS FORELONG TEEM CARE

SECTION 1 —IDEMTIFIC ATION OF PROVIDEE AND BATIEMT:

b, PATENWT'S MEDICAID [ D. FUMSER

. PATIENT S NAME (FIRST, M. INIT AL LAST) 1.

4. PATIEFT SEESIDENT ADDBEESE I COUKTY OF BESIDENCE 6. BOCIAS SECURTY CLARM KO — EIB SUFFIX

(STBEET WO, WAME  CITY, STATE & ITF)

¥ PEOWIDER 'S HAME & ADDEESS B FROVIDER'S 9. LASTDATE MEDICARF EXHARLUST 10. DATE OF REQUEST (MO, LAY, YR)
¥ & 5TATE) MEDKAID ID WO (MO DAY, TR

SECTIONO — TYPEOF COVERAGCE AND STATISTICAL DATA - - APPLICASTETO COMPUTER BILLING FOR MONTH OF

INITIAL COVERAGE ANDOR CHANGE M STATTS (CHECK AFPLICABLE BOX AND COMPLETE)

[A) D SEIOLLFD CARE |:| INTERMEDIATE CAFE D iNF COINSURANCE D PEYCHIATRIC CARE

(B} CHAMNGE INTYPE OF CARE: IROM =

O (DAY YE)

() MEICAD ADNITTANCE DATE:

(O TEANSFEREED TO ANOTHER ACTITY.

(AR NAME OF OTEER FACILITT

(E) TEANSFERFED FROM ANOTEER FACLITY
(DAY (TR} TAME OF OTHER TACILITT

[F} TEANSFEREED TO HOEPTAL

Ty (DAY (YE) WAME OF HOSPITAL
{Z) BEADMITTED FRLOMHOIPITAL STAY

o (DAY (PR
{Ey WUMBER 07 DAYS ABSENT FROM FACILITY COVEFED DAY: WOM-COVERID DAYS

(T TERMIFATIZN DATE IF DECEASED, SFECIFY DATE OF CEATH
iT [Tl MO, LAYy (3R]

v K
{Ty DATE ADMITTED MEDICARE FOR THE CURRENT SFELL OF ILLEEES

(MC) (DAY) (YE)
(E) CONSURANCE DATES THIS EILL: FROM: TEROUGH

(MO) DAT) [YK)  KO.0F DAYS

SPECTFV REASCH FCE TERMINATION DR OTHER CHANGE IN STATUS IF NOT [OVERED BY ABIWVE [TEME

—
SECTION IL - ATTHORIZATION AMD CHANGE OF STATJTS

: (B) PATENTNOT QUALEIED FOR LONG TERM CARE BECAUSE
DICAID ELIGIRILITY WOREER (CHECKE APPLICAELE EONES AND COMPLETE)
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€y [ wamE cHANGE FRIM O

O

(F} OTHER (SFECIFT)

SEES MEDITAID ELIGIBLITY APPROVAL AVTHORITY SATZ

DHEHS FURM 161
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BACKSIDE

II.

II1.

IV,

SUMMARY OF INSTRUCTIONS RECARDIMC USE OF THE DHHS FORM 181

GENERAL INFOEMATION:

The DHHS FORM 181 15 utilized by Nursing Facilities (INF s). Intermediate Care Facilities/Mental Betardation (ICEF/ME ).
Institutions for Mental Disease (IMD/NF's), Swing-Bed Hospitals (SB’s), and/or DHHS Medicaid Eligibility "Workers. The
DHHS FOEM 181 iz authorization to the Department of Health and Human Services for payvment and reimbursement on
NEF. ICF/ME. IMD/NF and SB services rendered the elipible recipient. A separate form must be prepared for each eligible
recipient receiving Provider Services.

DETAILED INSTRUCTIONS:

A How prepared — Typewritten or clearly printed in triplicate, (set).
B. Sectiom I —Identification of Provider and Patient:

This section is self-explanatory and will be completed im its entirety by the origimating paity. Please note the “HIB”
suffix (Health Insurance Benefit code) of the Social Security Claim Number under item 6. This suffix (either alpha,
numeric or both) relates specifically to Medicare gualifving beneficiaries, indicating benefits under Medicare, Title
VI (Medicare Identification Card).

C. Section II—Type of Coverage and Statastical Data:

The Provider of services and/or the IDHHS Medicaid Eligibality Worlcer muay mitiate this section. “This section i1s used to
show the patient’s lewel of care. changes in type of care. Medicaid or Medicare admission dates, transfers/readmissions
from other facilities or hospitals. terminations and for reporting coinsurance dates.

D Section IIT — Authornzation and Change of Status:

The DHHS Medicaid Elgilbilily Worker 13 pesponsible for the compleaon of (Qos secipon.  The DHHS Medicaid
Eligibility Approval Auvthority/Supervisor or authorized representative mwust sign and date each form for all mew
admissions, income changes, and discharges home that affect imcome Hability. In the case of filing for Medicare
Coinsurance, a DHHS FORM 181 must be completecd for cach coinsurance period billed uwsing a copy of the
imitial signed awthorization. Coinsurance dates must be supported by Medicare Remittance Advices, must not
cross a calendar month and the service dates must be consecutive. The coinsurance authorization expires if the
spell of illmess is broken or after 80 days of coinsurance, whichever comes first. Coinsurance claims cannot be
added te the menthly computer turn-around billing document. NOTE: Effective with dates of service 12/01/01,

DHHS no longer reimburses nursing facilities for Part A SNF coinsurance.

PREPARATION AND ROUTNG OF FORM:

The Provider of services will normally imitiate these forms. The DHHS Medicaid Eligibility Worker initiates them for all
income changes and cerfain terminations. The Provider of services must forward the entire three page set of forms to the
appropriate DHHS Medicaid Eligibility Worker caly when signature authorization in Section IIT is required (see D above).
In cases when signature is not required, the Canary copy of the DHHS FOEM 181 must be immediately forwarded to the
appropriate local DHHS Medicaid Eligibility Approval Authority Office.

DISTRIBUTION OF FORNM:

A, Onginal - Usad for billing.
Canary Copy - Betained and kept on file by the appropriate DHHS Medicaid Eligibility Worker.
Piuk Copy - Feetaiued anad kepl ou [ile by the Provider ol secvices

B. The Provider of services mmst attach the original white form to the current month’ s computer billing for each change.
The Provider of sexrvices will then mail the computer billing and Form 181/CLTC Certification attachments to:

MEDICATD CLATMS FECEIPT - INF CLAINMS SECTION
FOST OFFICE BOX 100122
COLUMELAL, SOUTH CAFOLINLA 29203 3122

DHHS FOEM 181



DEFARTMENT OF HEALTH AND HUMAN SEEVICES

SECTION 1 —IDENTIFICATION OF PROVIDER RND BATIEMT:

MEDICAID PROGEAM

1. PATIENT S NAME (FIRST. M. INITIAL. LAST) 2

3. PATIENT'S MEDICAID ID. NUMEBER

" (ETREET NO. NAME_CITY, STATE & II0)

VILER S HAME & ADDRESS
TY & 3TATE)

SECTION II- TWPE OF COVERAGE AND STATLSTICAL DATA

3. COUNKTY OF RESIDENCE

-- APPLICASLETO

L%

. LAST DATE MEDICARE EXHAUST J10_DATE OF BEQUEST (MO, DAY, YR)
(M2, DAY, YE)

CMPUTER BILLING FOR MOKTH OF

INITIAL COVERAGE AWDOR CHANGE IN STATUS (CHECE AFPLICABLE BOX AND COMPLETE)
(47 [] semirpcaze  [| NTERMEDIATE CARE [ s¥F comsvRANCE  [] PSYCHIATRIC CARE

(B} CHAMNGEIN TYPE OF CARE: FROM

() ¥

{EDICAID ADMITTANLE DATE:

[Tie)

(07 TRANSFERRED TO ANOTHER ACILITY

DAY) (YR

0 AT TE)

Xla)]

(E1 TRANSFERRED FROM ANCTEER FACILITY

AT VR
[DAaY) (YR}

KNAME OF OTHER FACILITY

(Fy TEANSFERRED TOEHOEPITAL

i

(DAY (YE) KA

OF OTHER FACILITY

D) (DAY

(&) BEADMITTED FROM HOSRITAT STAY

(E) WUMBER OF DAYS ABSENT FROM FACILITY

(I} TEEMINATION DATE IF DECEASED, SPECIFY DATE OF DEATH

M3 CAT °H)

[YE)

A0} DAY (FK

MAME OF HOSFITAL

COVERED DAYS NON-COVERED DAYS

O DAY (R

(i DATEADMITTED MEDICARE FOR THE CURRENT SPELL OF ILLFESS

() CODNSURANCE DATES THES BILL: FROM:

0) (AT} (YE)

THREOUGH

(M) (DAY (YR

(B0 (DAY (VR N0 OF DAYS

SPECIFY REASCN FOR TERMINATION OR OTHER CHANGE IN 5 TATUS IF MOT COVERED BY ABOVE ITEME

SECTION I = AUTHORIFA TION AND CHANGE OF STATUS

i [ AUTEORIZ

EEGIK: (B) PATIENT NOT QUALFIED FOR LONG TERM CARE BE

1 DAY (YE)

T's DNTTIAL ASFLICABLE RECURRING INCOME [TOTAL INCOME LE 55 PERSONAL ALL.OWANCE)
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Turnaround Document (TAD)

HOW TO MAKE CHANGES TO THE DHHS PROVIDER CLAIM FORM

REPORT NH7555454 5. C. STATE DEFARTMENT OF HEALTH AMD HUMAN SERVICES FAGE 000
DATE  0O/O0/OO0 PROVIDER CLAIM FORM FOR SKILLED AND INTERMEDIATE CARE SERVICES
FOR MONTH CF
PROVIDER NC. 123MH Comiort Nursing Facility DAILY RATE LICENSED BEDS 000

Quietville, SC 29000
ENTER CHANGES

RECIPIENT sOC. SEC. DOS SNF ICF  NF NET /i SNF ICF MONTHLY LVL INCURRED
LINE CO ID NO. NAME CLAIM NO. MO/YR DAYSDAYS RATE  AMTDUE /# DAYSDAYS INCOME CARE MNTH EXP.
01 23 000000000 Cindy P. 0000000000a 02/07 28 27.79 77812 143.70
02 23 000000000 JanetC. 0000000000a 02/07 28 2651 74228 179.40
03 23 000000000 Anita B. 0000000000a 02/07 28 2799 783.72 138.10
05 23 000000000 Jim Kelly 0000000000a  02/07 28 2140 599.20 322.50
06 23 000000000 Sam Spill 0000000000a  02/07 28 25.06 701.68 220.00
07 23 000000000 Ilan Shao 0000000000a 02/07 28 2361 661.08 260.60
08 23 000000000 Pam Tyne 0000000000a 02/07 28 24.81 69468 227.10
09 23 000000000 SallyF. 0000000000a  02/07 28 19.51 547.12 374.70

MAKE NEEDED CHANGES ABOVE THE LINE EXCEPT FOR DAYS OR RECURRING INCOME WHICH SHOULD BE ENTERED IN
THE SPACES PROVIDED AT THE RIGHT. IF A PERSON WAS DISCHARGED PRIOR TO THIS MONTH, DRAW A LINE THROUGH
PATIENT'S ENTIRE DATA LINE. IF A PATIENT WAS ADMITTED ENTER THE COMPLETE LINE OF DATA FOR THAT PATIENT.
USE ONE LINE FOR EACH MONTH IN THE CASE OF RETROACTIVE BILLING. IF LESS THAN A FULL MONTH BE SURE TO
ENTER DAYS COVERED. ALL CHANGES AND ADDITTONS MUST BE SUPPORTED BY THE PINK COPY OF THE DHHS FORM 181,



DHHS Form 181

Case Scenarios




Patty Lawrence
Cindy Pedersen
Janet Clayion

Brenda Hyleman

Anita Bowen

Jennie Doe

Sally Franklin
Jim Kelly

Sam Spill

Ann Hall

Jack Trainer
John Doe
Nicole Fickling
John Fickling
Ian Shao
Carolvn Apple

Pam Twvne

Daily Census Date:

admitted 1/17/07 181 sent from NF to SCDHHS Elig back to NF
income increased to 135,80 eff 02/07 181 from SCDHHS to NF
LOC change: Skilled to Intermediate 2/15/07 — per Nursing Dept
(Medicare eff 1/153/07) — SNF authorizing 181 from SCDHHS
transferred to XY Z Hospital 2/5/07, back 2/15/07 still Medicare
transferred to XY Z Hospital 2/16/07 back 2/28/07 still Medicare

transferred to XY Z Hospital 2/1/07 — not back vet

Transferred in from XY 72 Nursing Facility 1/30/07
Transferred to XY 7 Hospital and died 2/28/07

died 2/14/07

enrolled in GHI Hospice 2/17/07

revoked hospice — back to Medicaid 2/2/07

elected hospice 06/19/06

elected hospice 6/1/06, revoked 6/11/06, re-elected hospice 6-18-06
hospice — RI change 08-06

Medicare — 9-16-06 — 20 days ends 10/06/06 80 days coins ends 12/24/06



Turnaround Document (TAD)
HOW TO MAKE CHANGES TO THE DHHS PROVIDER CLAIM FORM

REPORT NHTS55454

8, C. STATE DEFARTMEMNT OF HEALTH AND HUMAN SERVICES
FROVIDER CLAIM FORM FOR SKILLED AND INTERMEDIATE CARE SERVICES
FOR MONTH © FEBRUARY

PAGE 000D

DATE  0OM00/00

FROVIDER NG 123MH Comfort Mursing Facility DAILY RATE LICENSED BEDS 000
213 Winding Road 23292
Quietville, 8C 29000
ENTER CHANGES
RECIPIENT S0C. SEC. DOs SNF ICF MF NET i SMNF ICF MONTHLY LVL INCURRED
LIMN co 10 MO, MNAME CLAIM NO, MOIYR DAY S DAY RATE AMT DUE i DAYS DAYS INCOME ©CAR MNTH EXP.
01 23 000000000 Cindy P. 0000000000a 02/07 28 27.79 778.12 1237
02 23 000000000 JanetC. 0000000000a 02/07 28 2651 74228 14 14 179.40 |
03 23 000000000 Anita B.  0000000000a  02/07 28 27.99 78372 10 138.10 x
: o] NFDa
04 23 000000000 Jim Kelly 0000000000a  02/07 28 21.40 59920 == 32250 | 'Hbys
27
05 23 000000000 Sam Spill 0000000000a  02/07 28 2506 70168 —F— 22000 5 NpX
06 23 000000000 Sally F.  0000000000a  02/07 28 19.51 547.12 13 197.00 x
7 25 OOO0O00000 Ak T NN NN N3 Q207 2 ST 25 H
og 235 OOO000C00 Agck T NN NN NN DG 207 i FFL70 M
oF 25 OO0000000 F’Ei‘@f L ORI O07 5 o !
12 23 O00000000 Path L AN 207 7 28 17500 !
T 12 Oo0000000 Brenda M. NN NN NG aA207 o 1o.00 X
2 23 Oo0000000 Bresda H. CORICONNN3 o207 i o000 X
¥ 235 000000000  lennie D COCONNINI 3 aoror 2 200000 5
M 25 000000000  lennie D (e s sssass- o207 27 20000 X




Form
181

Scenario #1
(See lines 9 & 10)

Straight Medicaid:

Admission and
Resident’s 1st Billing

Resident: Patty L.

14

SECTICH I1- TYPE OF COVERAGE AND STATISTICAL DATA - - APTLICABLE TO COMAUTEE. BILLING FCR. MONTH OF:

1l NITAL COVERAGE AND/OR CHANGE IN STATUS (CHECK APPLICABLE BOX ANT COMPLETS)

W [ smizncare (] DTERMEDATE CARE  [| S COISURANCE [ | PSVCHIATEIC CARE
B} CHANGE IN TYPEOF CARE: FROM L8]
(00 DAY YRS

') MEDICAID ADMITTANCE DATE: i1 1T
00} ([DAY) OR
D) TRAWSFERRED T ANOTHER FACILITY

M0) (DAY) (VR VAME OF OTHER. FACILITY
E) TRANSFEERED FROM ANOTHER FACILITY
(M) DAY) (YE) 1AM OF OTHER FACILITY
F) TRANSFERRED TO HOSFTAL
MO, DAY) (1R NAME OF EOSPITAL

') READMITTEDFROM HOSEITAL STAY

D) ([DAT) ()
H) NUMBER OF DAYS ABSENT FROM FACILITY COVERED DAYS NON-COVERED DATS

LTEEMINATION DALE LF DELEASED, SPELEY DATEUF DEATH

MO) (DAY) (R) M0) DAY) (IR
T) DATE ADMITTEDMEDICARE FOR THE CURRENT SPELL 07 ILLNESS:

10) (TAY) [VE

E) CCRMSUPAMCE DATES THIS 3ILL: FROM: THROUGH:

MO (DAY) () (MO) (DAY) (TF)  %0.OFDATS
SPECTFY REASON FOR TERMIVATICN OR OTHER. CHANGE IN STATUS IF NOT COVEREDEY ABOVE ITEME:

SECTION IT  AUTHORIZATION AMD (HANGE OF STATUR:
11 IECOMMENDATICN CF DHHS MEDICATD ELIGIBILITY WOREER (CHECE APPLICARI 2 BOXES AND COMPLETE)

&) E AUTHORIZATION TOBEGEY (B) PATIENT INOT QUALIFIED FORLORG TEFM CARE BECAUSE
oate 01 17 07

(M0) DAY) (YR)

€y [X PATIENTS INITIAL APPLICABIE RECTRRING NCOME (TOTAL NCOME LESS FERIONAL ALLOWANCE) §_-U-

D) [ CHANGE I PATIENT'S NCOME (TOTAL INCOME LESS PERSONAL ALLOWANCE) EFFECTIVE: _03_07 517500

(MO} ')
T [ NAME CHANGE: FROM 0

7 [ OGER(PECEY)

SIGNED BY DHHS ELIGIBILITY AUTHORITY DATED BY ELIGIBILITY
DHHS MECICAID ELIGIBILITY AFFROVAL AUTHORITY DATE



Turnaround Document (TAD)

REFPORT MHESS55454
DATE Q000800

PROVIDER WO, 12308

RECIFIENT

LIME <O 10 D,

2F 2F OO0

o 25 OO

S 4 STATE DEPARTMERT OF HEALTE .
FROVIDER CLAIM FORM FOR SKILLED ARD INTERN

mmmcmessmmsnﬂﬂsmowmcwﬂm

FCR MORTIH OF FEBRUARY

Coenfort Murseng Faciliby DALY RATE
213 Whncling Road E£52.92
Cuiebville, S 20000

S00. 5EC, SNF  POF HF MET
CLAFM MO DAY S DY S RATE AMT DUE

ERAC AR
CHACCAN RN

ES ParsE
SERVICES

LICEMNSED SE & 000

EMTER CHANGES
i SNF ICF  MOMTHLY LVL INCURRED
Il DAYS DAYS INCOME CARE MNTH EXP.

o &
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181

Scenario #2
(See line 1)

Recurring income
change

Resident: Cindy P.

16

SECTION 1- TYPECQF COVERAGE AND STATISTICAL DATA - - ARPIICABLE TO COMEUTER BLLING FCR MONTH OF:

11 DNITIAL COVERAGE ANDOR CHANGE IV STATUS (CHECK APPLICABLE BCY AND COMELETS)
(&) [|SENLEDCARE [ |INTSRMEDIATE CARE [ ] SVF CORNSURANCE [ PSVCHIATRIC CARE

(B) CHAWGEINTYEZ OFCARE: FROM TO

(M0 (DAY) YR
AID ADMITTANCEDATE:

(T LT

N\

Don't Check When VAME OF OTHER. FACILITY

o] CHANGING VAME OF OTFER FACILITY
ormzo| FECUrrin g income |FFFH

T} NUWBER OF DAYS ABSENT FEOMFACIIITY COVERED DAYS NON-COVERED DAYS

TERMINATION CATE [FDECEASED, SPECTFY DATE OF DEATH
D) DAT) (TR MO DAYT) B
DATE ADMITTED MEDICARE FOR. THE CURRENT SPELL OF ILLNESS:

M) DAT) VR)
COMSURANCE DATES TEIS BILL: FROM: THROUGH:
MO) (DAY) [YR) MO) DAY) (YR)  10.0F DAYS

SPECTFY REASON FOR. TERMINATION OB OTHER CHANCE IN STATUS IF WOT COVEREDEY ABOVE ITEMS:

SECTICN I - AUTHORIZATION AND CEANGE OF STATUS:

12 BECOMMENDATION OF DHEHS MEDICAM ELIGIRILITY WOREEE. (CHECE APPLICART E BOWES AND COMP_ETE)

(A |:| AUTHORIZATICN TOBEGDY: iB) FPATIENT KOT (YUALTFIED FOR LONG TEEM CAREBECATSE
DATE

MDY (DAY) (YE)
() |:| FATIENT'S IVITIAL APPLICARLE FECTRRING INCOME  TOTAL INCOME LESS FERSONAL ALLOWANCE) §

D) B CHANGE DY 2ATENT'S INCOME (TOTAL INCOME LESS PERSONAL ALLOWANCE) EFFECTIVE: 02 07 515580

(MO} (TR)
E [ WAME CHARGE: FROM 0

® [ omER(sPECEY)

SIGNED BY DHES ELIGIBILITY AUTHORITY DATED BY ELIGIBILITY
DHHS MEDICAD ELIGELITY APPROVAL AUTHORITY DATE




Turnaround Document (TAD)

HOW TO MAKE CHANGES TO THE DHHS PROVIDER CLAIM FORM

ERPORT MHTEE5A54 5. ¢ STATE DEFARTMERNT OF HEALTH AMND HUMAN SERWICES
20, TE QLMD FROWVIDER CLAIM FORM FOR SKILLEDR ARMD INTERMEDRIATE CARE SERYICES
FOR MONTH OF FEBRUARY

PROVIDER MO 1238H Camfort Mursing Facility DaILY RATE LICEMSED BEDS 000
213 Whendling Road 23292
Cuiebvilie, S 22000
ENTER CHAMGES
=0, SEC, =0S SNF BCF MF HET Il SNF IGF MOMTHLY LYL INCURRED

RECIFIENT
AMT DUE I DAYS DAYS INCOME CARE MMNTH EXP

LINE €O 1D HO CLAIM NG MOMYR  DAYS DAYS RATE
15580
01 22 000000000 Cindy P. 00000000008 Q2007 238 2T.TS  TFy8s2 44370




SECTION IT- TYPE OF COVERAGE AND STATISTICAL DATA - - APFLICABLE T0O COMPUTEE. BILLING FOR MONTHOF:

1. DNITIAL COVERAGE AND/OR CHANGE IN STATUS (CHECK APPLICABLE BOX AND COMPLETE)
0 r m wy [ sELIECcaRE D rerMEDIATE CARE [] ©F comsURANCE [ ] PSYCHIATRIC CARE

[B) CHANGE IV TYPECF CARE: FROM __ SKILLED 10 INTERMEDIATE 01 15 07

(MO) (DAT) TE)
[C) MEDICAID ADMITTANCEDATE:
(D) DAY) (VR

) TRANSTCRDID TO ANOTIIDR FACILITY

(M0) DAY) (¥E) NANE OF CTHER FACILITY
[E) TRANSFERRED FROM AMOTHER FACLITY

(MO) DAY) (YR NAME OF CTHERFACILITY
F) TRANSTERRED TO HOSPITAL

M) ([DAY) (VR WAME OF HOSPITAL

Scenario #3 o BT e
(See line 2)

(H) ®UMBER OF DAYS ARSENT FROM FACILITY COVERED DAYS NONLOVERED DAYS

LTEERINATION DATE L DECEASEL SSECIEY DATE OF DEATH
MO) (DAY) (VE) (MO) (DAY) (VR
[Ty DATE ADLITT=D MEDICARE FOR THE CURRENT SPELL OF ILLVESS:

I o) (DAT) (R
Cha nge N Ievel Of ) CORVSURANCE DATES THIS BILL: FROM: THROUGH: :

M0) DAT) (V) (I0) (DAY) 1F) 100, OF DAYS
Ca re SPECTFY REASQH FOR. TERMIVATION OF. OTHER CHAINGE IM 3TATUS IF WOT COVERED BT ABOVE ITEMS.

SECTION I - AUTHORIZATION AND CHAWGE OF STATUS:

12 BECOMMEMDATION OF DHESMEDICATD ELIGIBILITY WORKER. (CHECE APPLICARIE BOXES AYD COMPLETE)

Leave this &) [ AUTHORZATIONTOBEGIY.  (B) FATIENT NOT QUALIFIEL FOR. LONG TERMCARE BECAUSE

DATE

1 b I k (MO) (DAY) [YE)
SeCtI 0 n a n ] |:| PATIENT' 5 INITIAL AFFLICABLERECURRING INCOME  (TOTAL INCOME LESS PERSONAL ALLOWANCE) §

&

e} |:| CIIANGEIN PATIONT'S INCOME (TOTAL INCOME LESS PIRGONAL ALLOWANCE) CITCCTIVE: 5

(MO (VR)
® [ e czancs: mow ™0

Resident: Janet C. ® T omR ey

NO SIGNATURE REQUIRED
DHHS MEDICAD ELIGIBILITY APPROVAL ATUTHORITY DATE

18




Turnaround Document (TAD)

REPORT MNH7S55454 5. C STATE DEPARTMERT OF HEALTH AND HUMAN SERVICES
CATE 000000 PROVIDER CLAIM FORM FOR SKILLED AMD INTERMEDIATE CARE SERVICES
FIOR MOBTH OF FEBRUARY
DALY RATE LICEMSED BELS 000
FELE2
ENTER CHANGES
MOMTHLY LVL |INCURRED

Coemfort Murssng Faciliby
INCOME CARE MMNTH EXP

PROWVIDER NO. 1Z23MMH
213 Wiending Road
Cluisbville, SC 25000
HET Il EMNF ICF
N DAYS DAYS

20C. SEC, DOs EMF ICF MNF
MDY R RATE AMT DUE

179.40

DAYS DAYS

RECIPIENT
MAME CLARM NO
o2f07 28 26.51 T4228

LINE €O 1D NO.
02 23 000000000 Janet S, O000000000a

7L




SECTICN L] - TYPE OF COVERACTE AND STATISTICAL DATA - - APPLICABLE 10 COMPUTER, BILLING FGR MONTH GF

I 1L IBATAL CUVERATE AU CHANEE [R5 LATUS (CHECR APPLICARL L HUS A2 CUMPLE ]
0 I m A J bl CARE J NTERAEDIATE CARI E sk LU R AN |_ FETLHIA TR CAR)
{H) CHANGEINTYPEOF CARE: FROM e

IMULAT) TR
{0 MEDICAID ADMITTANCE DATE: i
Mo (AT (TR

{1 TRANEFEREED TO AMOTHER FACILITY
L1 D P I WANLE L CILHER FACTLETY
{Er TRAKEFERRED FEOM ARDTHER FATILITY

. MO DAt (TR WAME CF OTHER. PACTLITY
SC n a rl O # 4 F| TRAMSFERRED T HOSPITAL
M DAY) (YR, MAME CF HOSPIT

(See Ilne 12) [ REACMITTED FROM HOSFITAL STAY

(M [DAY] YR}
{Hi HTMERER CF DAYS ARSENT FRCA FACTLITY COVERED DAYS HO-COVERED TraYS

1) TERMIMATION [ATE [ TS ASED, SPECIEY TATE OF DEATH
MO DAYY (YR (MO ADAY] (YR
(I DATE ADMITTED MERC ARE FOR THE CURREMT SPELL OF ILLMESS: I 15 @7

181 (MO} {DAY) YR
(I CONSURARCE DATES THIR BILL: FROM IHRLIL L

(R (DAY (YR (MO (DAY (YRS W OF DAY

SNF Authorizing

SECTION LI - AUTHORIZATICN AN CHANOE GF STATUS
1T RECCAIMESTIATICON OF DoHS MECICALD ELIGIRILITY WORKER (CHECK AFPLICABLE BOES AND COMPLETE)
A E AUTHORIZATICN TOBEGTMAH PATIENT HOT QUALIFIED FOR L0 TRRM CARE RECAUSE
DATE O] 158 07
(0L DAY (VD
] E FATIENT'S [NTTIAL APPLICARLE RECURRING INCOME (TOTAL NOOME LESS PERSOHAL ALLOWARCE:  §_ 11000

i ] CHANGE TN PATIENT 'S INCOME (TOTAL HCOME LSS PERSINAL ALLOWARCE) EFFRECTIY §
(M YR

) L MAME CHANGE: FROM 18]

RESIdentZ Brenda H. Fi L] OTHER (SPBCIFY

SIGNE

20 THHS METHCAILS BLEHBILITY APPROVAL AUTHORITY DATH




SEULION 11 - PYPE OF COY ERAGE AN S LA TISTICAL DATA <« AFPLICAHLE TO COSUU TR BILLING POR MUNTH O

(1. INETIAL COVERAGE ANINOR CHANGE [N STATUS (CHECE APPLICARLE BOX AND COMPLETE)
0 rm Al D SKILLED CART D NTERMEDIATE CaRI D'\'-.I COMNSLTRA N D PEYCHIATRIC CART
1 1 B CHANGE N TYPE OF CARE: FROM - MEDICARE (o MEDCAID-BED HOLD 0 05 07

Ch o MEDICAL ADMITEANCE 1AL

&I TaA"
{0 TRANSFEREED TO ANOTHER FACTLITY
W LAY TR WAME OF GIHER FACILLITY
| TRANSFERBED FROM ANOTHER FACILITY
1M (LAY YR MAME OF OTHER FACILLTY
RANSFERRED TO HOSPFITA {7 (5 7 Sy S HOESETLAL

Sc$ario #4a

(See line 11)

(M0 (DAY (YR WAME OF HOSPTAL
) BTADMITTED FROM HOSPITAL STAY 03
s

{HI WINBER OF DAYS ARSENT FROM FACTLITY [ COVERFD Y5 L WOM-COVERED DAYS ﬂ
Bi”ing for Medicare to T TEEMINATION [ ,~% I? Ill_?\ F DECEASED. SPECIFY DATE OF DEATH
Medicaid bed hold; 10 il fl'.ll YRITTTED MEDICARE FOR THE CURRENT SPELL OF ILLNESS 21 1ﬁﬂ|07

days not exceeded ORI Y e e e 0 v WD oFDs

SPECIFY REASON FOR TERMIMATION OR OTHER CHANGE [N STATUS IF ROT COVERED BY ABCYTE 1TEMS

RESIDENT RETURNED MEDNCARE

SECTION 1T - AUTHORZATION AN CHASGE OF STATUS
12 BECOMMENDATION OF DHES MERICAID ELIGIBILITY WORKER (CHECEK APPLICABLE BOXTS AND COMPLETI
Al D AUTHORLEATION O BECINTEY PALLENT ROF] QRUALLFLELY FURE LOMN TERM CARE HECALSE
wIE i1 158 07
WO (DAY (YR
i |:| ATIENT'S TNITIAL APPLICABLE RECURRING INCOME  (TOTAL TMCOME LESS PERSONAL ALLOWARNCE % J10 (8

Submitted on a copy
of the SNF Authorizing
181 ) [ CHANGE ¥ PATIEN

SINCOME ¢TOTAL INCOME LESS PERSONAL ALLOWANCE) FEL 1Y L]

. El D MANE CHANGE: FROM
Resident: Brenda H. O on s

SIS ED BY DHHS ELIGIRILITY AUTHORITY DATED BY ELIGIBILITY
21 [HIHS MEDICAID ELIGIRILITY APPROVAL AUTHORITY [KATH




a L] L L] W
RECTIR ] - TYFE OF COVERATE AND STATIRTICAL DATA - - AFFLICARLE Ton QOMPUTER, BILLIE FOR MONTH OF

Fo rm L TTIAL COVERAGE ANDVOR CHANGE I STATUS (CHECK APPLICABLE BOX AMD COMPLETE)

(4 | SRILLED CARE J.'-I|-:!.'~II."I-".II-."".I'!.I: J"E-.‘\I CUNELRARLE |_ PeTCHIA TR CARE

{B) CHANIE N TYFE OF CARE FROM MEDECARI It ATERECIAL: HELY HO LD i1 @5 47
R R o 8
03 MEDICAID ADMITTAMCE DATE .

ik [DAYE  [TH
{5 TRANSFEREED: TO AMGTHER FACILITT .
1 LETI F N R RAME U JLHER FACLLELY
EF TRANMSFERREET: FROM AWOTHER FACILITY

(N (LRATE AYRI Wbk L L HER FACLLITY

Scena rIO # 4 b FI TRAMSFERREDTOHCERITAL 02 05 07 Y7 HOSFITA
. MO) (DAY) (YR} NAME CF HOSPITAL

. (3 READMITTED FROM HOSMTAL STAY 02 15 17
(See line 11)

D) DAY (VR
A|ternate Method for IF TERMIMATIONDATE 03 ]88 07 F DECEASED, SPECTPY DATE OF DEATH

Hi WUMBER (F DAYS ABSENT FROMFACTUITY _ 10 COVERED DAYR 10 WORLCOVERED TrAYS 0
MG MaY (YR (M (DAY] (YR

Bllllng fOr Medica re to Ji DATE ADMITTED MEMCARE FOR THE CURRENT SFELL OF ILLKESE: T

{1 OOMEURARCE DATES THES BILL. FROM: THROUCEE
(A DAY (YR (e DY (YR il O AYS

Medicaid Bed Hold; 10

SPECTFY REASON FOR, TERMINATICN Ot OTHER CHANGE IN STATUS IF ROT COVERED BY ABOVE [TEMS
days not exceeded RESIDENT RETURNED MEDICARE ATTACH AUTHORTAING MEDICARE 181

SECTIONIL - AUTHORIZATICN AND CHANGE OF STATUS: . .
. RECUMMENDATION OF D3NS MECECAIT ELIGIRILITY WORKER (CHECK APPLICABLE BONES AND COMPLETE]
() [ AUTHORIZATION T0 BEGIN{BI PATIENT ¥OT QUALIFIED POR LOKG TERM CARE BECAUSE

Submit with SNF DATE

IMCE AT (YRS

Authorizing 181 attached {3 J FATIENT S INITIAL APPLICABLE RECURRING [NOOME (TOTAL [WCOME LESS PERSONAL ALLOWAKCES 8

HE]] j CHARGE [N PATIENT'S IHCCME (TOTAL INCOME LESS PERSOMAL ALLCWANCE EFFECTIVE %
M YRI
{El —l NAME CHAKIE: FROM T

ReSident: Brenda H- {Fi —l CTHERASFECIFYS

22 IHHS SIELHCAILY ELABILITYT APIPROY AL ALTHURETY I 1k




SECTIONTT - TYPEOF COVERACE AND ATATIRTICAL DATA - - AFFLICABLE TO OOMPUTER BILLIWG FOR MOWTH OF

Fo rm i1, [MITAL COVERAGE ANEVOR CHANGE INSTATUS (CHECK ARHLICARLE BOK AND COMILETE)
LAl ﬂ SEILLED CAKE ,—l:h'l'l.?..‘-ll-::ll.'-.l'l-:I."-.I'!.I ,—|:~?“il-li-'=ll-i!-:|.'?. ANCE |_ FEYCHIATRIC CARL

CHANIE M TYFE OF CARE FROA WEBICARE I MEBFCIAL-RED HOED - S F I

i | .
I LAY TR
{03 MEDICAID ADMITTANCE DATE _
(M ILRAYE  ITHS

([ TRANSFERREDR T ANCTHER FACILITY
IO (DAY YR WAME CF OTHER FAQLITY
{Er THARSFERRED FROM ANOTHER FACILITY

BO) (DAY) (VR NAME CF CTHER FACTLITY
S - F TRAMSFERREDTOHOGMTAL 02 185 07 XYZHOSFIIA
Ce n a rl O . C MO DAY (YR} NAME CF BOSFITA
0] READMITTED FROM HOSPITALSTAY 02 28 07
M DAY (YR

(See Ilne 12) HI WLISEEIF Ly AdksENT FRUS FACLILLL Y E COVERED Da%E U It VLD LR TS E

My TERMINATIONDATE O3 38 0T [P DECEASED SPECIEY DATE OF DEATI
MO DAY YR isn DAYl YR
(i DATE ADMITTED MEDITARE FOR THE CURRENT SPELL OF [LLNERS

Billing for Medicare to
Medlcald Bed HOId; 10 (K] COINEURANCE CATES THIZ BILL. FROM IlI.'*.iJI'II.f:'!::I T
days not exceeded a0y oy ) 040 DR (18 0. 0P DTS

SPECIFY REASON FOR TERMNATION OR OTHER CHANGE IN STATUS IF 80T COVERED BY ABOVE ITEMS
RESINES | BELURNED MEINCARE AT DACH ALUTHORLAD G MEDCARE 181

SELT IR UL = AUTHURIZA I ARL CHADAE OF STA L

Submit with SNF Gl b g sl et e
o O Ik lk

Authorizing 181 attached

(M DAY (YR
{1 J PATIENT'S NI TIAL APPLECABLE RECURRING INOOME  (TOTAL DvCOME LESS PERSINAL ALLOWANCE S_
i ] LAk D FALERT S IRCUSIE (LOTTAL IOUME Leteh PERSUNAL ALLUWARCE) ERFEUTTVE )

MO YR
{E} —l MAME CHANIE: FROM 8]

ReS|dent: Brenda H_ F [ comHER seECIFY)

DHHS MEDCAID ELEGIRILITY APFROYAL AUTHORITY 141

23




Turnaround Document (TAD)

HWWMCWGESWWEDHHSMDERCMIHM

HE PORT MNHTSSS5454 S G STATE DEPARTMERNT OF HEALTH AND HUMAN SER
DATE 0000800 RO D ] "“_-"‘.IM FORM FOR SKILLED AMD INTERMEDIATE CARE SEF:VI-A_,E'E
FOR MOSTH OF FEBRUARY

PROVIDHER MO, 1238 Cooemnfart MNursang Facility DAILY RATE LICEMNSED SE S [0
213 Winding Road E32.92
Chiebvile, SC 20000
ENTER CHANGES

RECIFIENT SOC. SEC. Cos SNF KCF NF NHET N SNF ICF MOMNTHLY LYL INCURRED
LIME ©CO 1D WD, CLARM RO MO R DAYSE DAY E RATE AMT DUE & DAYSE DAYES INCOME CARE MNTH EXP.

L P ] RN T CRZAT ;:’J‘ T ac
2 25 NN ; CRAN NN AN AT CR2ADZ e i en2

PaGE Qoo



SECTION IT-TYEEOF COVEEAGE AND STATISTICAT DATA - - APPLICARLE TO COMPUTER BTLING FOR MONTH CF:

1] DNTIAL COVERAGE AND/OR.CHANGE IV STATUS (CHECE APPLICARLE BOX AND COMPLETE)
0 rm w [ srwrencase [ |moresMEDATECARE [ ] SNFCOINSURANCE [ ] DSYCHIATRIC CARS
(B

CHANGE IV TYFE OF CARE: FROM MEDICAID o MEDICAID BED HOLD 02-01-47

[}- ﬂ:‘: l__JD..-".-'.H__I YEi
(Cy MEDICAID ATMITTAMNCE DATE:
QD) @A) (R

(L TRANSFERRED TC ANOTHER FACLITY

0] (CAY) ('R NAME OF OTHER FACILITY
| TRANSFERRED FROM AHOTEER FACILITY

(M0) (DAY) (YR NAME OF OTHER FACILITY
1

1 (F/ TRANSFERRED TOHOSHITAL 02 010 XVZ HOSPITAL
Ce n a rl O MOy DAY) (VR NAME OF HOSPITAL

(G READMITTEL FROM HOSPITAL STAY
S | 3 (MO) (DAY) (YR)
( €€ lIne ) (H) NUMBEROFDAVSABSENTFROMFACILITY _ 2§ coveErepravs _ 1D NON-COVEREDDAYS _18

1l . . O TEaMmATIONDATE 02 11 W7 IF DECEASED, SPECTFY DATE OF CEATH
M MAY) (YR) (IO (MAY) (VR
B I I l In g fo r M ed ICal d () DATE ADMITTED MEDICARE FOR. THE CURRENT SPELL OF ILINESS | !

MO) DAY (R

tO M ed | Ca | d Fes | d e nt ) COINSURANCE DATES THIS EILL: TROM: THROUGH:
M3 (LAY YR W00 (DAY (Y3 WO OFDAYS

= SPECTFY BEASON FOR TERMTYATION O OTHEE. CHAMCE IN STATUS IF WOT COVERED BY TEE ABOVE ITEME:
eXCGEd 18 g 1 0 d ay MEDICAID RESIDENT WENT T0 THE HOSPITALEXCEEDED 10 DAY BED HOLD. HASNOT RETURNED.

bed h O I d SECTICH I AUTHORIZATION AVD CHANGE OF STATUS:

12 BECOMMENDATION OF DHHS MEDICATD ELIGIBITITY WORKER. (CHECE AFPLICARLE BOXES AND COMPLETE)

(&) |:| AUTHORIZATION TO BEGLY: (H) PATIENT MOT QUALIFIED FOR LONG TERM CARE BECATUSE
DATE

(MO) DAY) (YR)
(@) [[] PATENT'S INITIAL APPLICABLE RECURRING NCOME (TOTAL INCOME LESS PERSONAL ALLOWANCE) §

D [ CHANGEDY PATIENT'S INCOME (TOTAL DNCOME LESS PERSONAL ALLOWANCE) EFFECTIVE: 3

MO) YR
E [] NAVE CHANGE: FROM 0

Resident: Anita B. & [ OTHER (SECFY)

_  MOSICNATUEE REQUIRED
25 DHAS MEDICAD ELIGIBILITY APPROVAL AUTHORITY DATE




Turnaround Document (TAD)

HOW TO MAKE CHANGES TO THE DHHS PROVIDER CLAIM FORM

REPORT MHTS55454 5. O STATE DEFARTMENT OF HEALTH &MD HUMAN SERVICES
DATE  OHOOAD FROVIDER CLAIM FORM FOR SKILLED AMD INTERMEDIATE CARE SERVICES
FOR MONTH COF FESRUARY

PROVIDER MO 42381 Cornfort Mursing Facilibe DALY RATE LICEMSELD BE S 00
213 Wsnding Road S32.92
fulebvile, S F000K]
ENTER CHANGES

RECIPIENT S0C. SEC. ] SHF ICF HF HET I 3NF ICF MOMTHLY LYWL INCURRED
LIMNE CO s La A ME CLAMM NO MO R DAYS DAYE RATE LMT DUE I DAYS DAYE INCOME CARE MBMTH EXP

03 23 000000000  Anita B. 00000000002 0207 28 27898 TB8aTZ 2 13810 «x




Form

181
e

Scenario #6
(See line 13)

Transfer from

another facility

Resident: Jennie D.

ECTION 0 - TYTE OF COYER

L ILRN Ul

IWITLAL LT Wik ASLFLE UHANLE IN & 1 UHECE AL A

ELMALE LAKE D ik LUy

y [ semwien care O e

R CHAMNGE IN TYFEOF CARE: FROK
MEDCALLD ALV UTANCE LA

1 JHAMNNSEEREELD [E1 AN THER FALLLL

MU DAY 1k
E) THARSEEREEL FRUGE AU RER FALILIL

I | RAMNEEREEL [E1 HUSEL] AL

(RHI) DAY (TR
G READMITTED FROBEHOSFITAL STAY
Hf WLSEHER U LAY S AbRER T FEUK FAUILLLY
i TERMCINATHON [RAT IF DECEASED
S LAY QT
LA TE ALETTED SLEDECARE FUR THE UL

Bl OLEANRLHANLE BALES [HIMH FHLIY

1 [}
BFECIEY REARON FOR TERMINATION R OTHER{

LU HURLEA L RIS AL L HAMUE D S 1AL
RECCRDIERTIATION OF DEHHR MEDK AT ELIGIRILITY WORE

4 D L RRlCA Ly [k Bl I3
DAl @ MO
Wik LI J
{ D PATIERT S INITRAL APFLICAHLE RECURREING Thl Tl
1 D CHANGE M PATIENT 'S INCOME (TOTA
I D NMAME CHANGE: FROM
I D UTHER IBEEL I

IMHHS ELIGIBILLTY 1.l IJl[H-'.II'i

LANGE I 51

AGE AND STATISTICAL DATA - - AFFLICABLE T

F B AND

CAPUTER IHELLING EFOR MONTH O

BlAML D Fay LA LRIL CARE

ili
wAKELE UTHER FALELLY
7 S 05 FAL
—
F MAME OF OTHER FACTLITY

LU EREL Lk

MAME OF HOSATA

IFY OATE OF DEATH
i

ExI SPELLATF BLKESS

WY (TR

AU IFHOT LY

L L UME LESS FERM

L RN |

ul s B} A

COT &1, IRODRIE LESS FERSON AL

LAELE HUXES AN|HE

Vg LY EREL DAY

\ R

VERED BY ABOVE [TEMS

LEVPLE Lk

FIED FOR 0BG TERM o

LT

AL ALLLAYANLE] EXFEL LIV

DATE H II'!| ELIGIEILITY

Sk HELALS

PR

LT MEDHE AT ELIGERILILY APPRLY AL AUTHURLT

NOTE: OBTAIN COPY OF FfJJ'-II"ll lH‘- FROM PREVIOL EF\[ILJT". AS THE FORM

TRANSFERS WITH THE RESIDENT




Turnaround Document (TAD)

HOW TO MAKE CHANGES TO THE DHHS PROVIDER CLAIM FORM

REPORET M504854 S5O STATE DEFARTMENT OF HEALTH AND HUMAN SERWVICES FaE O
DATE paleatafiue] FROWVIDER CLAIM FORM FOR SKILLED AMND INTERMEDIATE CARE SERVICES
FOE MONTH OF FESRUARY

PROVIDER MO 1230H Comfort Mursing Facility DALY RATE LICEMSED SBECS 000
213 Wheding Roead F32.92
Chuietviitle, SC 20000
ENTER CHAMNGES
RECIPIENT SO0, SEC. SHMF ICF MNF HET I SHNF ICF MOMNTHLY LVL |NCURRED
10 WD CLAEM HO. DAYES DAYE RATE AMT DUE N DAYS DARYES INCOME CARE MBMTH EXP.

I 235 OO Sernfe CROC AR N G ;. = SO0 5




SECTION IT- TYPRE CF COVEEAGE AMD STATISTICAL DATA - - ARPLICABLE TO COMPUTER BILLING FOR MONTH OF:

F 0 r m 1. DTTIAL COVERAGE AND/OR. CHANGE IN STATUS (CHECK APPLICABLE BOX AND COMPLETE)
(4) ] SKILLEDCAZE [] oTerMEDITECARE [ | SFCONSURANCE [ ] PSYCHIATRIC CARE

(B) CHAWGEDN TYPEOF CARE: FROM TO

(M) [DAT) YF)
MEDICAD ADMITTAMCE DATE:
MO} (DAY) (VR

TRANSFERRED TO AMOTEER FACILITY

MO DAYy O NAME OF OTHER FACILITY
) TEANSFERRED FROMANOTEER FACTLITY

» ME0Y (CAY) (YR) SANE OF OTHER FACILITY
SC nario # 7  RANSFERREDTOHCSITAL 02 28 07 XYZ HOSPITAL
MO DAT) [VE) NAME OF HOSPITAL

READMITTED FROM HOSHTAL STAY
’ (MO} DAY) (YR)
(See Ilne 14) (H) HUNMBEEOF DAYS ARGEN] FROMEACILITY LU ERED LAY RUN-CUVERED DAYS

. . . W leRMivanONDAlE 03 28 07 b DsURASED SPRCEV DAIEUFDeAlE 02 18 07
(MU DAT) (R) MO, (DAY) (IR)
ReSIdent explred N o) D.-E.TE.-‘.B:\JITE.D:\IE.DI{AF:EPGEE—:ECL?FE:-‘I’:FELLGF]I.L:EEE i |

0M3) DAT} (YR)

h OS p ita I CODSURANCE DATES THS BILL: FROM: THROUGH:

MO] (DAY) (VR (MD) DAY) (18) 1O, CFDAYS

SPECIFY REASONFOR TEEMINATION OF. OTHER. CHANGE IV STATUS IF NOT COVERED BY AEQVE TTEMS:

Terminating 181

SECTION IM - AUTHORIZATION AWD CHANCE OF STATUS:
12 BECCAAGENDATION OF DEHS MEDICAT ELTGIRILITY WOREER. (CHECE APPLICARI EBCIES AND COMPLETE)

- ) [ AUTHORIZATIONTO BEGLY: (B) PATIENT NOT QUALFIED FOR LONG TERM CARE BECAUSE
Leave this DA

. (MO) DAT) (1)
section b I an k (©) [] PATENT'S INITIAL APPLICABLE FECURRING INCOME (TOTALINCOME LESS PERSCNAL ALLOWANCE) §

@) [ ] CHANGEDNV PATIENT'S INCOME (TOTAL INCOME L255 PERSONAL ALLOWANCE) EFFECTIVE: ;
V) (T8

® [ vAME CHANGE: FROM !

Resident: Jennie D. ® [ omer sy

NOSIGNATURE REQUIRED _
DHES MEDICAID ELIGIRILITY APFROVAL AUTHORITY

29




Turnaround Document (TAD)

HOW TO MAKE CHANGES TO THE DHHS PROVIDER CLAIM FORM

CRT NHTSS545< 5. C. STATE DEPARTMENT OF HEALTH AMND HUMAN SERVICE
OO0 A0 FROVIDER CLAIM FORM FOR SKILLED AMND iINTERMEDIATE CARE SERVICES
FOR MONTH OF FEERUARY

PROVIDER MG 1230 Coemfort Mursang Faciliby ALY RATE LICEMNSED BE DS 000
213 Wiinding Road 3292
Cuietwiie, S 28000
ENTER CHANGES
RECIFIENT S0C. S8EC. SNF ICF NF HET I SNF |ICF MOMNTHLY LWL |INCURRED
10 N, CLAIM NO DAYS DAYE RATE AMT DUE 1 DAYS DAYS INCOME CARE MMNTH ExP

4 237 O00000000  Jennie £ OO g LR




SECTION IT- TYPE OF COVERAGE AND STATISTICAL DATA - - APPLICABLE TO COMPUTER BILLING FOR MONTH OF:

11 DNTIAL COVERAGE AMDVOF. CHANGE IV STATUS (CHECK APFLICABLE BOX AND COMELETE)

I 0 rm ) [ sriencase [ | oiTerMEDIATECARE [ | 9F COINSURANCE [ | PSYCHIATRIC CARE

(B) CHAMNGEINTYPE OF CARE: FROM TO

(MO) (DAY) YR)
(C) MEDICAID ADMITTANCE DATE:
(M0) ~ (DAY) (R
TRANSFERRED TO ANOTHER FACILITY

pD) (DAY) (R NAME OF OTHER FACILITY
TRANSFERRED FROM ANOTHER. FACILITY
(M0} (DAY) (YR) NAME OF OTHER. FACILITY

) TRANSFERRED TO HOSPITAL
pI0) ©AT) (R NAME OF HOSPITAL

| ]
Sce n a rl O # 8 READMITTED FROM HOSPITAL STAY
(MO) (DAY) (YH)

NUMBER. OF DAYS ABSENT FROM FACILITY COVERED DAYS NOK-COVERED DAYS

(See Ilne 6) I} TERMINATICNDATE 02 14 (7 [FDECEASED, SPECFYDATECFDEATH _ 02 14 07
42 (DAY) (YR) MO) (DAYY (VR
DATE ADMITTED MEDICARE FOR. THE CURRENT SPELL OF ILLNESS:

I I I M0) [DAT) (iR
Res I d e nt eX p I red I n COMSURANCEDATES THIS BILL: FROM: THROUGH: 0e

(MO) (DAY) (YR) (MO) (DAY) (YF)  NO.OFDAYS

fa C I | I ty SPECIFY FEASON FOR. TERMINATION OR OTHER CHANGE IN STATUS IF NOT COVERED BY ABOVE ITEMS:

Terminating 181

SECTION I - AUTHORIZATION AND CHANGE OF STATUS:
12 RECOMMENDATICN OF DHES MEDICAID ELIGIRILITY WOREER. (CHECE AFPLICABLE BOXES AND COMPLETE)

(%) [ AUTHORIZATIONTOBEGDY.  (B) PATIENT NOT QUALIFIED FOR LONG TERM CARE BECAUSE
DATE
- (MO) (DAT) (IR)
Leave this (© [] PATIENT'S DAITIAL APPIICABIE RECURRING INCOME (TOTAL INCOME LESS PERSONAL ALTOWANCE) §

i o) |:| CHANGE IN PATIENT'S INCOME (TOTAL INCOME LESS PERSCHAL ALLOWANCE) EFFECTIVE: ]
section blank o

E [ NAME CHANGE: FROM T

F [ OTHER(3PECTFY)

Resident: Sally F.

NO SIGNATURE REQUIRED
DHHS MEDICAID ELIGEILITY APPROVAL AUTHORITY

31




Turnaround Document (TAD)

HOW TO MAKE CHANGES TO THE DHHS PROVIDER CLAIM FORM

BREPORT MNHTSS5454 5. C. STATE DEFARTMEMNT OF HEALTH AMD HUMAN SERVICES FPaGE Qoo
DATE QD000 FPROVIDER CTLAIM FORM FOR SKILLED ARD INTERMEDIATE CARE SERVICES
FOER MONTIH OF FESERUARY

PR IDHER MG, 123N oot Murssng Faciliby DALY RATE LICEMNSED BE DS [0
213 Wending Road 3292
Chiletviiie, S0 20000
ENMTER CHANGES
RECIFIENT S0C. SEC. Cos SHF  KCF HF HET N SBNF ICF MOMNTHLY LVL INCURRED
LIME <O 10 e, CLAM RO MOIYR DAYS DAYE RATE AMT DUE N DAYS DAYE INCOME CARE MMTH EXP

08 23 000000000 Sally F. Q00000000002 0207 28 18.51 54712 = 18700 «x




Hospice Forms and

Scenarios




MEDICAID HOSPICE ELECTION FORM

SFFECTIVEDATE *INCOMPLETE FORMS CANNCT BE PROCESSED EY SCDHHS™
B —
RECIPIENT INFORMATION:
FENME: LEST FIRST MEDICAID 1D HUOMBER:
| |
M e I ca I ZURREMT MAILING ADDRESS: STREET SOCIAL SECURITY MUMBER:
= Iy STATE: ZIF COD=: MEDICARE NUMIBER:
H0OMF PHONF MUMEER- RIRTH NATF ICT5 MUMAFR INDICATING THE PRIMARY HOSPICF
DIAGNCEIS:

HNAME OF NURSING SACIUTY OF RESIDEMCE, IF AP=LICABLE:: MEDICAID PROVIDER NUNMBER OF NUREING FACILITY

|
HNAME OF PAREMT, LEGAL GUARDIAN OR REFRESENTATNVE:
SEX: MeLE ¢ FEMALE

HOSPICE PRCVIDER INFORMAITOMN:

NEME: MEDICAID PROVIDER MIMBER:
HSP

SIGMATURE OF AUTHCRIZED HOSPICE AGENCY HOSPICE PHOHNE NUMEER:

FFRESFNTATIVE-

ETTEHNING PHYSICIAN S MARME- PHYRICIAN'S NEDICAIN PROVITFR NUMAER-
DH HS Form 149 HOSPICE BEMEFIT INFORMATION:

SFPLICASLE BEMNEF T MERICD:

FIRET £0 DAYS SECOMD 90 DAYS { ) PERICD OF 30 DAYE

ELECTION STATEMENT

- The South Carclina Medicaid Hospics Senefil program has been explaired fo me. | heve been given the oppotunity to discuss the
sarvices, benslits, reguirsments and imitations of this program and fhe terms of the elsction statemzant

- I indarsrand that by signing “he slectinn atatemert | me waivng all richts to regular Meadicainl sscdres excert for payment ioomy
attending physiciens, freatment for medical conditions unrelated o my terminal liness, medical transzoration, dental senvices and
Medicaid pharmacy serdces for presenptions not covered undsr hosoics.

- I vndergtand that | will be emitled to Medcsid sponsored hospics services @z long &= | am Medicaid sligible. Thess services sre
pravided in bensfite periods of an inital 90 day penod, a subsequent 90 day peried and unlimted subsaquent B0 day penods.

- | understand that | may revoke fhe hospize bensfits at any time oy complzting the appropriate fomn, specitying the dafe when the
revocaticn is to he effective and sobmiting the ssatement 0 #he hoepice prioe fe that date: bowsver, that f | chonze o revenke servires
during a bensfit pericd, | am not 2niitled to coveragsz for the remaining days of that benefit period At the same time | revoke hespice
garvices, | undsremand my Aghte to other Medicaid of that bensfic pericd. At the =ame time | revoke Fospice services, | anderstand my
rights to othar Mediceid services will resumz, provided | contirue to be Medicaid =licible.

D H H S - | understand that | may chenge the designated hospics provider one time during a benefit peried, withowt affecting the provigion of my

hoepize benafie. To chance the desigration of hospice programe, | muet dissnrcll with the hoepice from which care hae bean recsivad
and ect a new hospice provicer.

Fo rm 149 * | understand that if | am a Medicars rzcidient, | must elect b uss the Medicare Hospice Benefits.

- | understand that if | electec the Medicare Hosoicz Benefit and am eigible for Medicaid, | must also elect the Medicaid Hospice Benefil
SIGNATURES:
RECIFIENT OF RECIPIENT REPRESENTATIVE SIGHNATURE / WITHESS SIGKNATURE FDATE:
DATE:

JHESFORM 149 Fesised 10706 Previcus versions ars chaclete.

**  This form must be forwardsd to the 5C DHHS Medicaid Hospice Programrs within 10 {10) days of election of benefits. Failure t submit this
O WItRIN that T Tams wil resuls 1n & change of the elscion date to 1he dane this form s recewvec by S50 UHHS.




MEDICAID HOSPICE REVOCATION FORM

m m EFFECTIVE DATE OF REVOCATION:
M e I ‘ a I APPLICABLE BENEFIT PERIOD:

FIRST 90 DAYS SECOND 90 DAYS { ) PERIOD OF 60 DAYS

RECIPIENT INFORMATION:

[ |
Os p I Ce NAME LAST FIRST ) SOCIAL SECURITY NUMBER

MEDICAID [ NUMBER MEDICARE NUMBER
[
MNAME OF HOSFICE o ) MEDICAID PROVIDER MUMBER
R S I HSP

SIGNATURE OF AUTHORIZED HOSPICE AGEMNCY REPRESENTATIVE \]\iDSHCE FHONE NUMBER

I o I m REVOCATION STATEMENT: - -
* The South Carolina Medicaid Hospice Services Program has been explained to me. I have |

DH HS Fo rm 153 been given the opportunity to discuss the services, benefits, requirements and limitations of

the program and the terms of the revocation of these services.

* I understand that by signing the revocation statement that, if eligible, I will resume
Medicaid coverage of benefits waived when hospice care was elected.

b I will forfeit all hospice coverage days remaining in this benefit period,

* I may at any time elect to receive hospice coverage for any other hospice benefit period for
which I am eligible.

SIGNATURE OF RECIPIENT OR RECIPIENT REPRESENTATIVE o

|DATE OF SIGNATURE

DHHS FORM 153 (10/95) ( REVISED 07/98) This form must be forwarded to the SCDHHS Medicaid Hospice
Program within five (5) working days of the effective date of the revocation.



Medicaid

Hospice

Discharge

Form

DHHS Form 154

Front

MEDICAID HOSPICE DISCHARGE FORM

RECIPIENT INFORMATION:

MNAME LAST FIRST SOCIAL SECURITY NUWMEER

MEDICAID ID NUMBER [| METIC ARE NMUMBER

PROVIDER INFORMATION:

NAME OF HOSPICE MEDICAID PROVIDER NMUMBER

SIGNATURE OF AUTHORIZED HOSPICE AGENCY REPRESENTATIVE HOSPICE PHOME NUMBER
DISCHARGE STATEMENT:
Hospice benefits for the above named recipient, enrolled with this agency since terminated for the

following reason: (check all that apply)

Becipient is deceased. Date of deathis _ _/ _ _f_ .
Prognosis is now more than six {6) months,
Recipient moved out of state / service area.

Safety of recipient or hospice staff is compromised. (Explanation must appear below)

Recipient is non-compliant. (Explanation must appear below and documentation of efforts to counsel the recipient rmust
be attached)

EXPLAMNATION:

When a Medicaid recipient is discharged from a hospice program for one of the reasons listed above, the
recipient has the right to a fair hearing regarding the decision. Procedures regarding that appeal are
found on the reverse side of this page. The signature below indicates that the recipient was given this
statement for his/her records/use.

SIGNATURE OF AUTHORIZED HOSFICE REFRESENTATIVE DATE OF SIGNATURE

DHHS FORM 154 (10v95) ( REVISED 07/98) This form must be forwarded to the SCDHHS Medicaid Hospice
Program within five (5) working days of the effective date of the discharge.




Medicaid
Hospice
Discharge
Form

DHHS Form 154

Back

PROCEDURES FOR APPEALS

Mote: This back page must be printed on ali Discharge Forms.

When a Medicaid reciplent s denled hospice, the recipient has the naht to a fair hearng
regarding the decision,

The recipient or his/her representative has the right to appeal the decizion within thirty (30}
days from the demal date of the MEDICAID HOSPICE PRIOR AUTHORIZATION, SCOHHS
FORM 149A by submitting a written request to the following address:

Director, Division of Appeals and Fair Hearings
2t Depardment of Health and Human Services

Fost Office Box 8206
Columbia, South Carolina 29202-8206

A copy of the MEDICAID HOSPICE PRIOR AUTHORIZATION, SCOHHS FORM 1484 must
accompany the request and the request must state with specificity which Issues are being
appealad

A request for a fair hearing is considered filed if postmarked by the thittieth {30™) calendar
day following receipt of the MEDICAID HOSPICE PRIOR AUTHORIZATION, SCDHHS
FORM 1484, Both the Medicaid recipient and the provider will be nolified of the date, lime
and place the fair hearing will take place. When a Medicaid recipient is denied hospice, the
recipient has the right to a fair hearing regarding the decizion.



Medicaid
Hospice
Provider
Change
Form

DHHS Form 152

MEDICAID HOSPICE PROVIDER CHANGE REQUEST FORM

EFFECTIVE DATE OF REVOCATION:

AFPLICABLE BEMEFIT PERIOD:

FIRST 90 DAYS SECOMND 90 DAYS { J1PERIOD OF 60 DAYS

RECIFIENT INFORMATION:

MNAME LAET FIRET SOCIAL SECURITY NUMBER

MEDICAID 1D NUMEER MEDICARE NUMBER

SENDING PROVIDER INFORMATION: The above named recipient requests that the designation of their selected hospice be
changed from:

BMEDICAID FROVIDER NUMBER

HSP

NAME OF HOSPICE

SIGNATURE OF AUTHORIZED HOSPICE AGENCY REFRESENTATIVE HOSPICE PHONZ NUMBER

The secing luapive must cnoplo e abrve oo, A copy of dils fom mast be s=n o te SCOHES Medicald Hosalos Frogram woiihin five (35) days of e sifciive gan
arl be forwarded o the receivimg hospace with two (2) diys of the effective dare

RECEIVING PROVIDER INFORMATION: The above named recipient requests that the designation of their selected hospice be
changid to:

.'H'A'dé OF ]_I:]_ﬁ"_I:E MEDHCATD FPROVIDER NUMBER

HSP

ATAATURE OF AUTHORIZED HOSFICE AGENCY REFRESENTATIVE HOSFICE PHONE NUMBER

The recenving hespies must foraard 3 comrpleted copy tothe SCDHHSE Medica:d Hospice Propram withir five (5] working days of the effectivedare e

SIGNATURES:

Mg a recipient of hospice services, T understand that I may change hospice providers only ONCE during cach
hospice benefit period. I also understand that this request for a change of hospice provider is not a revocation of the
remainder of my current election benefit period.

SICHATURE OF RECIFIENT OFR RECIFIENT REPRESENTATIVE DATE QF SGNATURE

————————
SICNATURE OF WITNESS DATE OF SIGNATLURE

DHHS FORM 152 (10/95) {REVISED 07/98) Each hospice must maimain a copy of this Provider Change
Reguest Form. [t is the responsibilizy of the receiving hospice to forward a completed copy to the SCDHHS Medicaid
iIcspice ng,rarn within five {5:] da‘vs af the effective date of the changc




HOSPICE BILLING PROCEDURES FOR NURSING FACILITY
ROOM AND BOARD

ospice
illing
rocedures
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Form
181

Scenario #9
CEERIEED)

Resident elects
hospice: Change
from nursing facility
care to hospice care

Resident: Jim K.

40

CTION [ - TYFE OF COVERAGE AND STATISTICAL DATA - - AFPLICAELE TOOOMPUTER ELLING FOR RONTH CF:

11 IMTIAL COVERAGE ANDVOR CHANOE INSTATUS (CHECK APPLICABLE BOX AND COMFLETE)
i [ sKiLLED CaRE

H) ChAMIE LN TYFE UF CARE FRUN

5 pERMEDIATECARE [ 5o comesumanes [ PSYCHIATRIC CARE

MEDICAID 70 _HOSFICE Q110

IMOHDAY T VR

i1 MEDCAID ADMITTANCE DATE A
M MAYY  1VRS
{C1 TRANEFEREED TO AMNOTHER FASLITY
MO MAYT (YR WAME OF OTHER FAQLITY
{E} TRANSFEREED FROM AWCTHER FACILITY
MR DAY (YR BAME OF OTHER FACILITY
{Fi  TRANEFERRED TO HOSFITAL o
(Wi DAY (TR
) READMITTED FROM HOGPITAL STAY

HAME OF HOSPTTAL

(1 LB LY § R ) A

{Hi WUMEER CF DAYS ABSENT FROAM FACTLITY COVERED DAYE NOMLOOVERED DAYS

{IF  TERMIWATION TATE IF DECEASED, SPECTFY DATE OF DEATH
M AT YR vy LAYl {TR)
K TATE ADMITTED MECECARE FOR THE CURRERT SFELL OF [LLWESS
(Wl {LAY]  (rR)
] COINSUILARCE DATES THIS BILL  FROM THRCILI
UL DAY (YR

S ECTEY REASUN FOR TERMUNA TN G CTHER CriAbGE B a TATUS [F b COYERELD BY AROYE TTEMS

b TP L - AU THURLEATION AR CANGE OF STA LS
11 RECUSIMERUIATICN U L HS MELSCALLY ELIGIHLLLTY WORRERR TUHEC, APPLICARLE BCUES ALY CUbPLE Tk

M :| LLTHORIZ A THOH TGO BEQMH
[34TE
(MU DAY PR
© [ PATIENTS INITIAL APPLICABLE RECURKING INDOME (TOTAL INCOME LFSS FERSONAL ALLOWANCE)  §

(B PATIENT BT CUIALIFIED: FOR LONO TERM CARE BEC ALSE

{0 ] CHAMGE TN FATIENT S TNCOME (TOTAL [HOOME LESS PERSOMNAL ALLOWARCE BEFFECTIVE i
(KR (YR
{E ] MAME CHANIE: FROM

iF} —l

VTHER, [SPECTFY)

MOSIENATUREE BECLUEEL ¥
THHE MEDICAIC ELEGBICITY APPROVAL AUTHORITY Lall

(ML (LRATE (TR Pl A L

fit)



Turnaround Document (TAD)

HOW TO MAKE CHANGES TO THE DHHS PROVIDER CLAIM FORM

REPORT MHTEEE4A54 S.C.STATE DEPARTMENT OF HEALTH ARD HUMAMN SERVICES FAaGE o000
DA TE OO0 A0 FROVIDER CLAIM FORM FOR SKILLED ARD EINTERMEDIATE CARE SERYICES
FOE MOMTH OF FEBRUARY
PROWIDER RN 1238NH Coemfart Mursing Facility DLy RATE
213 WWending Road 3292
Quiebvile, SC 22000

LICEMSED EEDS D00

ENMTER CHAMNGES
RECIPIENT s0C. SEC. Dos SNF  ICF NET SNF ICF  MONTHLY LVL INCURRED
LINE ©O 1o N, CLAIM NG MOIYR  DAYS DAYS AMT DUE DAYS DAYS INCOME CARE MMNTH EXP

04 23 000000000  Jim Kelly 00000000002 Q207 28 589 20 —';:'_‘;‘,— 322.50 “'}fﬂé'j?




SECTION IT-TYRE OF COVEEAGE AND STATISTICALDATA -- ARRLICABLE T2 COMPUTER BILLING FOR MORTH OF:

11, DINTIAL COVERACE AND/OR. CHANGEIN STATUS (CHECK APPLICABIE BOX AND COMPLETE)

Fo r m 3 [ sknrencare []oTesMeDATECARE [ ] ©F CODNSURANCE [ | PSYCHIATRIC CARE

B CHANGELY TYPECFCARE: FroM _ HOSPICE 1o MEDICAID 02-02-97
(MO) (DAY) 1R)
1 1 () MEDXAD ADMITTANCEDATE:
@) | @AY) (VR)
(C) TRANSFERRED TO ANOTHER FACILITY
MO) (DAY) (VR NANE CF OTHER FACILITY
(E) TRANSFERRED FROM ANOTHER FACILITYT
0y DAT) YR) WAME OF OTHEE. FACILITY
(Fy TRANSFERRED TO HOGPITAL
S = (MD) (DAT) (7% NAME CF HOSPITAL
Ce n a rl O # 1 O (L) HEAUMITIEL FRUM BUSITAL STAY
MO) (DAT) (7%
L () WUMBEROFDAYS ARSENT FROMFACILITY _ COVERED DAY HON-COVERED DAYS
(See Ilne 5) ([} TERMINATION DATE FLECEASED, SFECTY DATE OFDEATH
M) (DAY) (V) (i0) (DAY) ()
(Li DATE ADMITTED MEDICARS FOR THE CUBRENT SPELL OF ILLMESS:

l M) (DAT) (%)
Res I d e nt revo kes O r (E) CORSURANCE DATES TEIS BILL: FROM: THROUGH: 0

MO} (DAY) (1R) (MO) AY) (YE) ~ 1O.CFDAYS

is discharged from

SPECTFY AEASON FOR TERMIVATION CF. OTHER. CHANGE [N STATUS [F NOT COVERED BY ABOVE TTEMS:

hospice for reason

Ot h er th an d ea t h " SECTION Il - AUTEORIZATION AND CHANGE OF STATUS:

12, FECOMMERDATION CF DS MEDICAID ELTGIBILITY WORKER (CHECK AFFLICAFLE BOUXES AND COMPLETE)

C h a n g e fro m h OS p I Ce (& |:| AUTHOREATIONTOBEGDY:  (B) PATIENT IWOT QUALIFIED FOR. LONG TERM CARE BECAUSE

DATE
care to Medicaid 0 O
n u rSI n g fa CI I Ity 1N |:| CHANGE IN PATIENT 5 INCOME (TOTAL INCOMELESS PERSCHAL ALLOWANCE) EFFZCTIVE: 5

() [] PATENT'S INITIAL APPLICASLERECUREING INCOME (TOTAL [NCOME LESS PERSONAL ALLOWANCE) §
(MO) (TR)

B [ sass csance: prom 10

Resident: Sam S. ® [ omzreeacry

N0 SIGNATURE REQUIRED
DHEES MEDICAD ELIGEILITY APFROVAL AUTEORITY DATE

42




Turnaround Document (TAD)

HOW TO MAKE CHANGES TO THE DHHS PROVIDER CLAIM FORM

REPORET MNHTZEEAS4 S. C.STATE DEPARTMENT OF HEALTH AMND HUMAN SERVICES
DA TE QCRO0A00 PROVIDER CLAIM FORM FOR SKILLED AND INTERMEDIATE CARE SERVICES
FOR MORTH OF FESRUARY

FPAGE 00O

PROVIDER NCL 123MH Crmfart Mursing Facility DLy RATE LICEMNSED BELS D00
213 Wending Road F32.92
Cuisbvilie, SC 25000
EMTER CHANGES
ICF HET N SHNF ICF MONTHLY LVL INCURRED

RECIFPIENT S0C. SEC. DDs SNF
N DAYS DAYS INCOME CARE MMNTH EXP

LINE &0 [l= ;Lo CLAIM MO MOIYR DAYS DAYS AMT DUE

05 23 000000000 Sam Spill GO00000000a Q20T 28 ro1.68 —%L 22000 5 ﬁ":_,._,ff{j




TAD Submission




MEMO:

Processing
of NH TAD

T Bkillad and Intarmediate Mursing | ke Administratars
Fram:  Nursing Hame Linit
subpett Processing of Mursing Home Tumaround Dosiments

You will find enclosed the current nursing home statemant for your confimmation of Medicaid recipiants
in your facility. You are requasiad to mail your biling to be reccived on the moming of the first
working day of the subssquent month

Flease rafum the onginal TAD with supporting DHHS Form 1815 fo PO Box 100122 Colimbia, 5C
ST Far pvsmmight dalrear, manl B MCCE — NE - W20, BET Famo B, Columbia, S0
22034741 You should make a copy of TAD and documantation for your files, and for refarence
pUrposes in Gasa the odginal is ket in transit 1o us. Please do not wiita messagas in the work arsa of
fhes statament formal  Confins e wark area In patient cata as reniesd on the fam 11 tha Blank
pages at the back of TAD for add o insarmmation

Imporiant Reminders

RED INK SHOULD NOT BE USED TO COMPLETE TADS NOR DHHS
FORMS 181

| Submit & DHHS Farm 1871 1of each addinon, deleton, of changs made on the statement. County
055 signatures are raquirad only on admission and racuming income changes

2 Any laave absences in excess of authonzed perods require discharge and new admission
pradunes

3. Maea an " i Leval of Cara eclimin if the clent shauld nat be projacted Tor nest manth's Billing
4. ITa pate = decharged and readmined in he came manth, enter ail days on e sams line

i Plassa submit all DHHS Form 1815 in recipisnt number ordsr a5 they anppear an the provider
claim.

B, Unigsd blank pages shoald not be retuwesd with tha rmantily billing.  The ramaaal of unreaded
blank pagas sl reduce pastage eosts ard Tacilitabs doims procssasing



M E M o - . You are reminded o please record new admissions Using the format on the computer printed
P Frocessi ng Dilling. (Changes must be made under “Enter Changes” on the right side of the billng form,

Of_|N H TAD 6. All copies of DHHS Form 1815 must be [eqible.

0. Date of termination or death Is non-covered.

Statements recaived after e third working day of subsequent month and statements mailed o an
aldress ofher than the one shown above may not be processed in the curent month.  Delayed
Dilings willbe procassed for payment in a subsequent period

You are reminded to contact your Program Manager af (603) 896-2590 should you encounter
problems or have questions of any nature.




Facility Daily Rate -

(Monthly Recurring Income/ # of Days in the Billing
Month

Ca Icu Iati ng = Patient’s Daily Rate
Payment

‘ multiply by the # of Days Billing for Payment Amount

(Facility Daily Rate — (Monthly Recurring Income / # of Days
of Billing Month)) * # of Days Billing = Payment Amount

Example: Monthly Recurring Income (RI) $558
Month of August (31 Days)
Facility daily rate: $124.77
Billing for: 31 days

$124.77- ($558 RI / 31 days) = $18.00
$124.77 - $18.00 = $106.77

$106.77 # 31 = $3,309.87

Do not make any changes to the TAD calculations.
They are computed automatically.

*Please Note: If patient has an Incurred Medical
Expense (IME), subtract IME amount from the
Monthly Recurring Income. Proceed with calculations.




TAD Submission
+

m Remittance Advice

— Claim pays
— Claim suspends

= With no explanation, wait two weeks or call
program area representative

— Claim rejects
m Edit Correction Form (ECF) sent with RA




TAD Submission
+

m Claim will not be keyed

— 017 Form mailed to provider
m Resident is not keyed

m If there is any information (i.e. documents,
dates, etc.) incorrect or missing your claim
will be removed from the TAD and you will
receive an 017.

m Must be re-entered onto the subsequent TAD
for the month(s) not processed and the
current month of TAD

m If the problem is not corrected when it is put
back on the TAD, it will be removed again




Follow these
instructions

NURSING HOME BILLING
State of South Carolina
Department of ITealth and IMaman Services

To:

Date:

Provider #:

Patient Wame: Medicaid Ty #:

Please send the required corrections, along with a copy of this notice (Form #017), with your next
regular turn-around document (TAD). REMEMBER. it is necessary for vou to add the recipient
back to the TAD for proper processing of payment for any unpaid days.

You should immediately contact your Medicaid Program Representative at (803) 8982590, 1f
vou need assistance with correction procedures.

The sbhove patient has not heen included in vour billing because of the
following erroris) on yvour DHHS-Form 181.

SIF level of care has been authorized and vou requested ICF.

ICF lewvel of care has been authorized and you requested SINFE.
Authorized begin date is and you requested ___days, number of days should be .
Authorized signamre required.

Client’s initial recurring income not indicated in block

Ten digit Medicaid ID Number missing.

Level of care missing in block 11.A.

Date of admission is after the authorized date in block 124

Date in block 11E does not agree with authorized date in block 124
Termination date does not agree with number of days listed on TAD |
l'ermmnation number of davs 1s after date of death.

Fe-admission income does not agree with income paid on

Hospice date(s) reportad do not agree with hospice eligibility: please contact hospice
agency.

O ooooooocoboooOooonOo a

Other:

MOCS
Form #0177 (05/06)




Remittance Package




Remittance Advice (RA)

PROVIDER ID. Qoooooooon EEMITTANCE ADVICE BAYMENT DATE BAGE
fomm - + DEPT OF HEALTH AND HUMAN SERVICES - + +----+
| GOCONF | NURSING CARE 3ERVICES | 0%/1e/2007 | | 3|
$mmmmmmmmm e +  SOUTH CAROLINA MEDICAID PROGRAM e + $----4
e Fmm———- Fmmmmmm - i r— ----------- i Fmmm - Fm————- e +
| PROVIDERS | CLAIM | | SERVICE RENDERED|AMNT. |TITLE 13) SJRECIPIENT |RECIPIENT HAME |FATIERT|BG EWD| INSTH| FATHT|
| OWN REF. | REFERENCE | | FERIOD | CODE| OF | PAYMENTYT In | F M|MED EXP|SERVCE| DAILY| DAILY|
| NUMEEER | NUMBER | |MMDDYY -MMDD | L DYS|BILL |MEDICALDRS NUMBEE |LAST NAME I I|&INCOME|DATES | RATE | RATE |
e it o mm e - tomm-- ommmm - +--—-- +--—-- $-mmmm e it tmmmmmmm oo - et t-mm--- === +
| | |
I |0T24300163132500G] | | ]| | D.DDIR aooo011000 | ook g T | | I
| | 01 | |OBEQLOT-0831|1 31| | 0.000R | | | 1 31)124.77|106.77|
| | [ [ | [ [ | EDITS: LOO 976 |
I I I I I | | I | | I I I
I I I I I | | I | | I I I
| | TOTALS | lcLATME 1] 0 0.00  0.00) | | [ | |
| | | | | [ [ | | | | | [
fommmmmmam fomm oo fommmmm T R fommmm $ommm- FRES TN N E $ommm- frm e $mmmmmem pommmmm R fommmmm +

| 50.00 | |

T — P S STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE SCHAP PG TOT  MEDICAID PG S —— +
ERROR CODES LISTED ON THIS - + - |ACME LONG TERM CARE FACILITY
FOFM BEFEER TO: "MEDICAID | P = DAYMENT MADE) |P O BOX 000000
PROVIDER MANUAL" . PR Status R = REJECTED | |

SCHA § = IN BROCESS | |ANYWHERE SC 00000-0000 |
IF YOU STILL HAVE QUESTIONS Codes - ’ | |
FHOWNE THE D.H.H.S5. NUMBER | | LR PR e L e e e L L e L L L +
SPECIFIED FOE INQUIRY OF fesmmmmss=zc==== * $mmmzzzza= +

CLAIMS IN THAT MANUAL. CHECE TOTAL CHECE NUMEER



Edit Correction Form (

ECF)

BUN DATE 0970172007 000091455
EEPORT NUMEER CLM3500

5C DEPAETMENT OF HERLTH AND HUMAN SERVICES
EDIT COEEECTION FOBM

ANALYST ID LONG TERM CREE
SIGNON ID CLATM BESTAET DATE I DOC IND N
PROVIDEE. 1D FECIPIENT ID FECIPIENT NAME P AUTH NO
0000KF 0000011000 John J Doe
DATE OF EIETH 077021914 SEX M
LEVEL BEGIN TOTRL NH DRILY MONTHLY  AMT EEC'D NET PAT DAILY  INCUBEED
CARE  DRTE DRAYS ERTE TNCOME INS CHARGE EATE MONTHLY EXP
1 o0gforfor 31 $124 .77 5558 $3309. 87 106 .77 .00
RESOLUTION DECISION
FETUEN TO: INSUFRNCE POLICY INFORMATLON

MEDICATD CLATMS EECEIPT

P. 0. BOX 100122
COLWMEIR, S.C. 292202-0122

hnyvhere, USh

PROVTDER :
ACME LOMG TEEM CARE FACTLITY

P O BOX 000000

ATTHERE

SC 00000- 0000

000 fny Insurance Conpany
123 Insurane Lamne

123456

IELHIH CONTROL mTMBﬂﬂlﬁElBZﬁﬂﬂGI
1

EMC Y
DRTGIHAL CCH:
AD.J CCH:
EDITS

INSUBANCE EDITS

156

CLATM EDITS

> RGENCY USE ONLY *E
> APPROYED EIITS *E
Ea o

"PLEASE MOTE: EDIT CORRECTION FORMS EETUEMED TD DHHS YIMTH M0 CORRECTIVE ACTION YWILL BE DISCRAEDED

Hole punch at the bottom of the ECF only




Edit Correction Form (ECF)

RUN DATE 02701f2007 000091355 5C DEPAETMENT OF HERLTH AND HUMAN SERVICES CLAIM CONTROL #0724300163132500G
EEPORT NUMEER CLM3500 EDIT COEEECTION FOBM TAGE 42526 ECF 42526 PAGE 1 0OF 1
AINALYST ID Loz TERM CREE EMC Y
SION 1D CLATH BESTART DATE F f DOC THD N DRTGIHAL CCH:
AD.J CCH:
EDITS
PREOVIDEE ID BECTPIENT ID BEECITIENT HAME P RAUTH NO
00D0HF 0000011000 John J Doe INSUBANCE EDITS
DATE OF BIRTH 070271914 SEX M 156
—CLNOT-ERTTS
LEVEL BEGIN TOTAL HNH DAILY  MDNTHLY AMTI' FEC'D HET PAT DALLY INCUFEED
CAERE DATE DAYS ERTE INCOME INS CHARGE BERTE MONTHLY EXP
> RGENCY USE ONLY *E
1 08f01f07 31 $124. 1 5558 $3309. 87 106.77 .00 > APPROYED EIITS *E
Ea o

Attach copy of EOB/Denial for same dates of service
and return to Medicaid Claims Receipt.

BEESOLUTION DECISION

BETUEN TO: INSUFANCE POLICY INFOFMATION
MEDICATD CLATMS EECEIPT

P. 0. BOX 100122 000 fny Insurance Conpany
COLVMEBIR, 5.C. 29202-0122 123 Insuramne Lamne

Anyvhere, USA 123456
PROVTIER :
ACME LONG TERM CARE FACTLITY

P O BOX 000000
ATTHERE SC 00000- 0000

"PLEASE MOTE: EDIT CORRECTION FORMS EETUEMED TD DHHS YIMTH M0 CORRECTIVE ACTION YWILL BE DISCRAEDED

Hole punch at the bottom of the ECF only




Edit Correction Form (ECF)

EUN DATE 0970172007 000091455
BREPOET MUMBER CLM3500

EC IEPARTMENT OF HEALTH AMD HUMAN SERVICES
EDIT CORRECTION EORM

CLATM CONTROL #0724300163132500G
PRAGE 42526 ECF 42526 PAZE 1 0F 1

ANALYST IN LONG TERM CRAEE EMC ¥
STGMON I CLATY EESTART DATE iFof DOC IND N ORTGIMAL CCN:
AT CCH:
EDITS
PEOVIDER ID RECIPIENT ID BECIPIENT MAME P AUTH NO
0D0ONE 0000011000 John J Ioe INSUBANCE EDITS
DATE OF BIRTH 01f02f1914 SEX M
CLAIM EDTITS
i
LEVEL  BEGIN TOTAL HNH DATIY  MONTHLY AMT BEC'D HET PAT DATLY INCUREED
CRRE IATE xS RATE IHNCOME INS CHARGE REATE MONTHLY EXP

1 0gfo1fo? n 1.1 5558 $3309 17 106 .77

AGENCY USE ONLY
APPROVED EDITS

Please recycle: Eligibility system has beenv updated.

BRESOLUTION DECISION

RETVUEN TO:

MEDICATD CLATMS HEECEIPT
P. 0. HOX 100122
COLUMEIR, 5.C. 29202-0122

INSUBANCE POLICY INFORMATION

PROVTDER :
WME LONG TERM CRARE FACTLITY

P O BOX 000000

ANTYMERE 5C 00000-0000

Reminder:
Check eligibility
dates through
IVRS

"PLEASE MOTE: EDIT COBRECTION FORMS EETUENED TO DHHS YMTH M0 CORRECTTVE ACTTION YILL BE DISCRAEDED

Hole punch down here only




Edit Correction Form (ECF

HSP 6/19/07 -
Reminder:
Check eligibilit
dates through
IVRS

BUN DATE 09/01/2007 000091455 5C DEFARTMERT OF HEALTH AHND HUMAN SERVICES CLATM CONTROL BO0724300163132500G
BEEPORT HUMBER CLM3500 EDIT CORRBECTION FORM BAGE 42526 ECF 42526 PAGE 1 OF 1
AMALYST ID LOHG TERM CRARE EMC Y
SIGNOR ID CLAIM RESTART DATE F | poC IND R ORIGINAL CCN:
ADJ CCH:
EDITS
PROVIDER ID RECIPIENT ID BRECIDIENT MNAME P AUTH HO
DO00ORE 00000 1LL000 Ann H IHEURANCE EDITS

DATE OF BIRTH 07/02/1914 SEX M
CLATM EDITS

S76
LEVEL BEGIR TOTAL HH DAILY MONTHLY AMT REC'D HET PAT DATILY IRCURRED
CARE DATE DEYS BATE INCOME INS CHARGE EATE MONTHLY EXP RRkaakakhRkhakhakhahhnkh kiR ak
L AGENCY USE ONLY =k
2 06/01,/07 348 $12E.21 S157.00 $31459.10 104 .57 ] adiad ARPPROVED EDITS ek
- = =k
18 ke s e vk ok ke ok o ok ok ok ke ok ol ok ke ok ok sl ke

Attach 181 showing Medicaid to Hospice 6/19/07.

Request “Please put 6/19 — 6/30/07 on next TAD or attach ECF and 181 to next
TAD.”

RESOLUTICR DECISIONR

RETURRE TO: IHNSURANCE POLICY INFORMATION
MERICATD CLATHMS RECEIPT

P. @. BOX 100122

COLUMBIA, 5.0, 25202-0122

FROVIDER:
ACME LONG TERM CARBE FACILITY

F O BOX 000000
ANYWHERE 8C 00000=-0000

PPLEASE HOTE: EDIT CORRECTION FORMS RETURNED TO DHHE WITH HO CORRECTIVE ACTION WILL BE DISCARDED

Hole punch at the bottom of the ECF only



Edit Correction Form (ECF)

HSP 6/18/07-
HSP 6/1/07 —6/11/07
Reminder: Check
eligibility dates through

_- SAMPLE EDIT CORRECTION FORM (ECF) |

IVRS

RUN DPATE 09/01/2007 000091455 SC DEPARTMENT OF HEALTH AND HUMAN SERVICES CLAIM CONTROL BOT724300163132500G
BEDORT HUMBER CLM3IS500 EDIT CORRECTIOHN FOBRM PAGE 42526 ECF 42526 PAGR 1 OF 1

ANALYST ID LONG TERM CARE EMC

SIGHNOH ID CLATM RESTART DATE ! ! DO IND H ORIGIMAL CCH:

ADT CCOH
EDITS
PROVIDER ID RECIPIENT ID BECIDIENT MNAME b AUTH MO
ODO0OHE 0000011000 Jack ™

. INSURAHNCE EDITSH
DATE OF BIRTH O07/02/1914 SEX M

CLATM EDITS

TS

LEVEL BEGIH TOT AL HH DAILY MONTHLY AT REC'D HET FAT DAILY IHRCUORRED
CARE DATE [ak. N ] BATE INCOME IMs CHRERGE BATE MORTHLY EXD e e sl e ol ol e ohe e ole e e ole ke s e ohe sl ole ol e ohe ol e ke e sk
Ladd AGENCY UEE ONLY i
i as/01/07 39 #12g.21 S697.25 $3149.10 104.5%7 00 el APEPROVED EDITS e s
-a e 3
10 e ke i v e ke e

Change 30 to 10.

Request: "Please add 6/11 — 6/17/07 on the next TAD.”
Request: "Please add 6/18 — 6/30/07 on the next TAD.”
Attach 181 showing Medicaid to hospice 6/1/07.
Attach 181 showing hospice to Medicaid 6/11/07.
Attach 181 showing Medicaid to hospice 6/18/07.

BESOLUTION DECISION

RETURN TO: INEURANCE FOLICY INFORMATION
MEDICAID CLAIMS RECEIFT
P. 0. BOX 100122

COLUMEIRA, S.C. 29202-0122

FPROVIDER:
ACME LOMG TERM CREE FACILITY

P O BOX 000000
ANYWHERE SC 00000-0000

PPLEASE HOTE: EDIT CORBECTION FORMS RETURNED TO DHHS WITH NO CORBRECTIVE ACTION WILL BE DISCARDED

Hole punch at the bottom of the ECF only



Edit Correction Form (ECF)

UH DATE 059/01/2007 0000951458 EC DEFARTMENT OF HEALTH AND HUMAN SEBRVICES CLAIM CONTROL HOT724300163132500G
BEDORT MUMBER CLM3LEOO0 EDIT CORRECTION FORM BACE 42526 ECF 42526 pAcE 1 OF 1
ANRLYST ID LONG TERM CARE BIC W
SIGHNOR ID CLATM BESTAERT DATE P Doc IMD W ORTCIMAL CCH:
ADJ CCH:
EDITE
EROVIDER ID RECIDIENT ID RECIPIENT HNAME B AUTH HO
Q000ORE Qo00011000 John J Doe INSURANCE EDITS

DATE OF BIRTH 07/02/1914 SEX M
CLATM EDITS

876
LEVEL BEGIR TOTAL HH DAILY MONTHLY AMT BEC'D HET FAT DAILY IRCUBRRED
CARE DATE DaEYS BEATHE INCOME INS CHARGE BATE MONTHLY BEXID EEkEmEkRkkRkkRkkmkkrkhmhhn kR Tk
Lol AGENCY USE ONLY wk
i og/o1fo07 31 5124.77 4558 %3309.87 10&,77 00 o AFFROVED EDITE ok
e =k
#5998 T i e i v oy i ok R vk o o ok o o o ok e e ol ok ke o

To correct a recurring income change on a rejected hospice claim, the Nursing Facility or
ICF/ MR provider must submit the ECF along with the income change 181.

Cross out original income, write corrected income under the original.

BESOLUTION DECISION
BEETURN TO: INSURANCE DOLICY IMEOBRMATION
MEDICAID CLAIME RECEIPT
B, O. BOX 100122
COLUMBIA, S.C. 29202-0122

PROVIDER:
ACHME LONG TERM CRRE FACILITY

F 0 BOX 0DOO000
ANYWHERE S5C 00000-0000

"PLEASE ROTE: EDRIT CORRECTION FOBRMS BRETURRED TO DHHSE WITH HO CORRECTIVE ACTION WILL BE DISCARDED

Hole punch down here only




Adjustments




Adjustments

+

m Adjustment Types

— Claim Level Adjustment
m Void Replacement (both will appear on the

remittance advice).

— General Adjustments

m Remittance Advice will have a number in the
Providers Own Reference Number field.

— Gross Level Adjustments

m Detail Aggregate this amount shows on the
remittance advice with no detail.




Adjustments

Void Replacement

PROVIDER ID. 000000000 REMITTANCE ADVICE PAYMENT DATE PAGE
+---—--————--——+ DEPT OF HEALTH AND HUMAN SEEVICES fomm—m 4 +--——+
| OS4ZNF | NURSING CARE SERVICES | 05/04/2007 | I 11
t-m=——-———--———t  SOUTH CAROLIH: MEDICAID PROGRAM pommmm et +--——+
et e e
| PROVIDERS | CLATH | | SERVICE RENDEDED |AMNT.|TITLE 19 |%|RECIPIENT |RECIPIENT MAME |PATIENT |EG EMD| INSTN| DATNT|
| OWN REF. | REFERENCE [ | PERIOD | CODE| OF | PAYMENT|T| ID. [ F M|MED EXP|SERVCE| DATLY| DATLY|
| NUMEEEL | HUMEER | [MMODYY-MMDD| L DYS (BILL |MEDICATD |S| MNUMBER |LAST MAME I I|sINCOME|DATES | PBATE | RATE |
B T cta T T  ft a Bt S e s e
| I | | I I I I | I I I I |
| | 0730000000000 000G | | | al | 4023_23|F |00000L1000|DOE hh | | |
| | a1 | |120104-120112 31| | 40Z5.23|F | | 155.51] 1 1|135.02|129.855]
| | | I I I | I I I I
| VOID OF ORIGINAL CCN 0SCO00CO0CCCOCOM(G PATD 2005p31S | [ | | | | I
| OEXOOOTAODUTR0HE | | | ol -805.00 | P |0000011000| DOE hh | | |
| oL | |0Z0L05-0Z01|1 28| -805.00 | P | |2975.56] 1 1|135.02| 28 75|

I | I I I I
PETLACEMENT OF ORIGIMAL CCH ORRCGC00o0000dC PAND 200503218 | I I I I

|
| [ P | | | oty FEO_S& [P JOO0OD0L1000]D0OE J T | | | |
| o1 | |0Z0105-0Z23|1 28| FEO_S&|P | |30Z9 64| 1 Z23|135.0Z| Z6.8Z]
| ] ] T T T ] T
| | O e G D G O e G T > | | | o] | O_00|E|00000L1000]DOE J T | | | |
| | oL | |11lz404-11Z8| & L | Qoo R | | |24 Z2] | 24 47|
| | | | | | | | 1 | EDITS: LOO &73 Loo 1Bg |
| | | | | | | |1 | | | | | |
| | | | | | | |1 | | | | | |
| | TOTALE | |CLATHMS | o o.oo0 473025 | | | | | |
| | | | | | | |1 | | | | | |
T B T S e e S e et T B T el it ST
| o_00 0 ]| #4780 _Z5 |
F-—————————— e} i STATIS CODES: PROVIDEER NAME AND» ADDEESRS
FOR AN EXPLAMNATION OF THE SCHARP P TOT MEDICATD PG TOT +--——
ERROR CODES LISTED ON THIS +--—t +—————t |ACHME MIJBRSING FACILITIES |
FORM REFER TO: "MEDICAID | | | 4720 25 | P = PAYMENT MADE |P O EOX 000000 |
PROVID'ER MAMTAL". +--—t +—————t E = BEJECTELD | |
SCHARP TOTAL MEDTICAT» TOTAL 5 = IN PROCESS | AMYTTHERE SC 00Qao-0o0o0 |
IF TOIT 3TILL HAVE QUESTIONS +—-—— +———— |
PHOMNE THE I .H.H.5. NUMEEL | | | | +--——
SPECIFIED FOR INQUIEY OF e S T

CLATMS TN THAT MANTIATL. CHECE TOTAL CHECE NUMEEL




Adjustments

Voids Only — Replacement claims not listed on this page

PROVIDER ID. 000000000 pom et DAYMENT DATE PAGE
$----=-——-----—4 DEPT OF HEALTH AND HUMAN SEIVICES | CLATM | e +o-——t
| 05 ZHF | |  ADJUSTMENTS | | O5/04/2007 | |z |
$-—--—-———--—-—}  SOUTH CAROLTNA MEDICAID PROGRAM | | | | t--——t
pom et pomm et
e s S et o e ¥
PROVIDERS CLATH | |SERVICE DENDERED| AMOUNT |TITLE 15|&|RECIPIENT |RECIPIENT MAME|M | ORG | |
O PEF. IEFERENCE |PY | DATE(Z) | | EBILLED| PAYMENT|T| D, | F M| 0 |CHECK | ORIGINAL CCN |
MMEEL NTMEER |IHD | MMDLYY | PROC. | IMEDICATD| | MUMEER |LAST NAME I I| D] DATE | |
p——————- e} : : et : e} '
I I I I | [ I I | |
O7HADEOL0000000T | | | | | -S05.00|P|0000011000|DOE I T |0E031E|0TOANO00000NN0E
I I I I I I I I I I
} } } } } . } } } }
I I I I | [ I I | | |
I I I I I I I I I I I
I I I I | [ I I | | |
I I I I I I I I I I I
I I I I | [ I I | | |
I I I I | [ I I | | |
I I I I | [ I I | | |
I I I I | [ I I | | |
I I I I I I I I I I I
I I I I | [ I I | | |
TOTALE | | 00001 | | | -805.00] | | I | |
e e e e e e e}
MEDICATD TOTAL CERTIFIED AMT TO BE BEFUNDED
DEEIT EALANCE fomm 4 e B IN THE FUTURE
PRIOR TO THIS | $4780. 25| | o.o00l | 0. 00| p-—————————%
HEMIT TANCE fomm 4 T B | 0.00]
pomm 4 p-—m -4
| | AD TUSTMENTS
e e fomm ot pommmm ot PROVIDER NiME AMD ADDEESS
| -805.00] | 0.00]  4=——mmmmmmmm e e}
TOUR CURLENT fomm 4 $----—————-———4 | ACME NURSING FACILITIES |
DEEIT EALANCE CHECK TOTAL CHECK NUMEEL | |
fomm 4 fomm 4 $ommm— | T 0 EOX 000000
| | | 397525 | 12424573 | ANYWHELE S0 00000-0000 |
fomm 4 fomm 4 $omm— o




Adjustments

+

m Common Provider Reference Numbers

— T10R or T11R
m Claim adjusted at the request of MIVS — Third-party

insurance — resident specific.

— A43M

m Rate adjustment submitted by the Bureau of
Reimbursement Methodology based on an interim
settlement or a final settlement as a result of a State
Auditors office field audit (cost report settlements).
Questions concerning cost reports and rate
adjustments should be directed to that Bureau.

Call 803-898-1040.




+

Adjustments

m Common Provider Reference Numbers
(cont'd.)

— No Number

m Debit adjustments as a result of the Void and
Replacement of a claim — See the first page of the
Remittance Advice. Note: All Void/Debit adjustments
are also listed on the Adjustment page. They are listed
twice on the RA but debited once.

— RX
m Claim adjusted by MCCS at the request of the Provider
or SCDHHS Dept. of Facility Services Provider
Representative.



Payment
Decrease

Egtter

Gross-Level
Adjustment

NF would have
received a
letter prior to
the debit or
credit action.

State of South Carolina
Department of Health and Human Services

Addran::
Date:

Dear Medicaid Provider:

Becaunse of an overpayment to your M=dicaid account {Reference #: R10X an adjustment (Transaction #:

BX has been completad for the attached recipient(s).

This adjustment will DECREASE vour payment by $ and will appear on a Reruttance Advice
generated subsequently to the date of this letter. This adjustment may be identified on the Remitiance
Advice by referning to the Reference and Transaction Numbers above (see “Own Reference Number™ and
Status columns).

If vou feel there is a discrepancy and have any information and/or any documentation that may
clarify, alter or eliminate the need for this adjustment, contact vour program manager nmmediately.

You have the nght to appeal pursuant to DHHS Regulanons 5.C. Code Ann R 126-150 et seg. (1976, as
amended). You must subrat a request for an appeal in wrnitng withm tharty [30) davs from the date of thas
letter. Contact with your program manager will not change the allowed thirty (30) days for an appeal The
request, along with a copy of this letter and any supporting documentation. should be mailed to: DHHS,
Division of Appesls and Hearings, Post Office Box 8206, Columbia, SC 29202-8206

Sincerely,
hledicaid Claims Processing

Attachment(s]

Medicad Clams Control System
Colmmbaa, South Carclina



Payment
Increase

Le$er

Gross-Level
Adjustment

State of South Carolina
Department of Health and Human Services

Mark Sanford Fobert M Kenr
Grovvernior Diector

Address:

Date:

Dear Medicaid Provider:

Because of an underpayvment to your Medicaid account (Reference # R11X). an adjustment

(Transaction #: RX) has been completed for the attached recipient(s).

This adjustment will INCREASE vour payment by $ and will appear on a Remittance Advice

generated subsequently to the date of this letter. This adjustment mayv be identified on the Remittance
Advice by referning to the Reference and Transaction Numbers above (see “Own Reference Number™ and
Status columns).

If vou feel there is a discrepancy and have any information and/or any documentation that may
clarifv, alter or eliminate the need for this adjustment, contact your program manager immediately.

You have the right to appeal pursuant to DHHS Regulations 5. C. Code Ann R 126-150 et seq. (1976, as
amended). You must submit a request for an appeal in writing withan thirty (30) days from the date of this
letter. Contact with vour program manager will not change the allowed thirty (30) days for an appeal. The
request, along with a copy of this letter and any supporting documentation, should be mailed to: DHHS,
Division of Appeals and Hearings, Post Office Box 8206, Columbia, SC 29202-8206

Sincerely,
Medicaid Claims Processing

Attachment(s)

Medicaid Claims Control System
Columbia, South Carelina



Detail of Gross Level Adjustment

NURSING HOME/OSS ADJUSTMENT ATTACHMENT
HOME:

PAYMENT CODES:
OVERPAYMENT [ |
UNDERPAYMENT [ ]

PAYMENT PATIENT'S MEDICAID DATE OF SERVICE FACILITY | AMOUNT OF
CODE NAME 1D FROM THRU BATE ADJUSTMENT

EEASON CODES:

TERMINATED/TERANSEFER 7. RETROACTIVE RATE CHANGE

DUPLICATE PAYMENT 8. TERMINATION/READMIT

INCOME CHANGE 9. ADMISSION OVER 1 YEAR OLD (13" MONTH)
COUET OFRDEERED PAYMENT 10. 310 APPEOVAL OF PAYMENT
COREECTION/ADMISSION DATE  11. DHHS 205 REEQUESTED EECOUPMENT
ELIGIBILITY DETERMINATION 12, COEEECTION TO ADJUSTMENT

INITIALS: DATE:




Nursing
Facility Paid
Claims

R pment
Request Form

South Carolina Department of Health and Human Services
Medicaid MNursing Facility or ICF/MR Adjoustment Request Form

Facility Name: Facility Provider mumber:
Recipient ™ame: Hecipient Medicaid 11Y Moamber:
MNursing Facility or HCF/MMR Dates of Service

Heason For Ad justmwent:

% copy of the Hemittance Advice(s) and supporiing docameniation musi be ndboched:
Check list of anachments. Chedk all that apply to this regquest:

d A copy of the Bemmitiance Advice(s)

d A copy of the 181 showmg the chanpge from mursing feiliy or BICF AR te hospice care
O Accopy of the 18] showmg the chamge from hospeee to nursing, faciloy or XOF AR care
A copy of the 18] showinmg a change of recurring snoome

d A copy of the discharging 1=2]

d A LE] comecting
O A copy of the BEOB from bedscare or wnother insuramce aerrier

O (Ciher

Signatare of Mursing Facility or ICF.ME Represendative

[ SilemEiure

MNo {acslmibes or electrondeally maibed coples of this form shall be accepted by SCDHHS  This
Laljustmend Heegpeest Formye and the required documentation most be submsiticd by msil to the
Foel o Breg abalress:

Viedicaid Claims Receipt
PO Box 1000122
Columbia, SC 29202-0122

1 ieis o0 of Cetaonn 1y el Feokpy S oedlepa of Fecdiy Servaces Brogeen e Brocebee: Mo e 8 F 4§ eann Boge e Form Sopg0ri dec



South Carelinn Department of Healih and Human Services

Form for Medicoid Refunds
Purpose: This form is to be wsed for all refund checks made o his
Fer the refund  1F the form 15 mnoomplete, the prosider wall be

ficaid. This form groees the mformation needed to properly account
comtacied Por the addytzomul mifomoabicn

Iienas 1, 2 ar 3, 4, 5,6, & T moust be commpleted witach appropriate document{s) as lsted in item 8,
1. Provider Mame:

L. Aledicnid Legacy Provider & D I:I D I:I D I:I

{Bix Characters}

saew OOOOOOOOOO  «vweeewy OOOOOCOO0O00
6. Hepson for Refumml; | check appropniate boy|

D Oriher Insessnee Paid

s comtplete @ — 1below wnd aftsch nsurance EORE]

& Insuranes: {3 Accidant’ Ao Lishility () HealthHospita lizston
h Compary Mame
[
i yhabder
e Group Mame!'Group
I Aunoont Insurncs Paod
D Peledmoare
1 Full payment mads by Medicace

| Ll
] ddjustment w

] Feguested by DHHS (please attach a copy of the reguesst)

I:I aher, de

ke 1 detsal reason Tor rebund

7. PatiendService ldentilical

Asiound of
Serviee | Mledicaid Pavoent

il Mate

8 Antachment{sp: [Check approgriate bos)
D Medicaid Kemittance Advice (required)
I:I Expldanatmon of Benefis (EOME} from Insummnee Company OFf epplicablie)
O Exptanstion of Benefits (BOWE} from Medicare (iF applicable)
O Refund check

Ik all ehecks payable 1o Seath Carcdemas Degartnsenit of Health and Hunsan Services
hdail to: 5 Dy nenit of Health ard Human Services

Cezh Receipls

oy o s oy R355

Columbia, 30

DHHE Form 205 (DLOE}




Non-Covered

Medical Expenses




Non-covered Medical
Expenses

m Non-covered Services Defined

— Expenses recognized by state law as
medical expenses but are not covered by
the Medicaid program or a third party
payer.

— Items and/or services that exceed the
Medicaid maximum allowable.




Non-covered Medical
Expenses

m Allowable Deductions

— Non-covered expenses allowed as
deductions from monthly recurring
Income.




Non-covered Medical
Expenses

m Allowable Deductions (cont'd.)

— Eyeglasses

m Not to exceed $108.00 per occurrence for lenses,
frames, and dispensing

— Dentures
m Not to exceed $651.00 per plate
m Not to exceed $1320.00 for one full pair
m Repair not to exceed $77.00 per occurrence
— Must be deemed medically necessary
— Physician and other medical practitioner visits
above limit
m Not to exceed $69.00 per visit




Non-covered Medical
Expenses

m Allowable Deductions (cont'd.)
— Hearing aids

m Not to exceed $1000.00 for one or $2000 for
both

— Expenses for more than one hearing aid must be
granted prior approval by SCDHHS.

m Licensed practitioner must certify need
— Other non-covered medical expenses
= Not to exceed $20.00 per item or service

m Must be prescribed by licensed practitioner
m Prior approval from DHHS




| DHHS FORM 235 |

SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES

Regquest for Approval of Non-Covered Medical Expenses

FROM:
(Mame & Address of Facility)
TO: Department of Health and Human Services
Division of Eligibility
Post Office Box 8206
Columbia. South Carolina 29202-8206
Regarding:

Part I

(To be completed by facility)

Description of Ttem(s)/'Service Received:

Reason Itemis)/Service is a questionable deduction or needs prior approval:

Cost of Item(s)yService:

Part 11
(To be completed by DHHS)

Itemi(s)/Service approved for deduction:

I:! Yes l:! No

It Yes % may be deducted.

Signature: Date:




I DHHS FORM 136 I

LOG OF INCURRED MEDICAL EXPENSES
For the Month of Febriary

A briel description of expenses which can be deducted, inclading the limits, s found on the back of
this Form.

Becipient's Name: fgn Shao

Medicaid Ty Number: OO

Month:  Fehruwary

lessazr o
Dhate TLiH Amound Cost or
Dane Py i HEilled o Bl
Hens'Seryice Rendered o Facility IemService  Dedwction®
Eyveplassex G207 1207 SRS 0 S8, vl

'ntal S0
Maonthly Recarring Income {CHHES 181) 26000

Icurred AMonihly Expenses S0
Mar o Exoeed Nanthily Hecurriing Decomie)

Amwound carrled over to et month®* ~f-

I actonl cost is less than the limit foond on the back of this form, enter actoal cost.  IF actoal cost is
greater than the limin, enter the limit amount.

==t incurred monthly expenses exceed monthly recurring income, the difference can be carrvied
forward to the next month. Put the difference on the first line of next month's log sheet. Include the
statement " Prier Aonth Carry Forward™ in the itemSservice line and the amount to be cariial
forward in the " Lesser of Cost or Allowahle Dedoction™ colummn.




Turnaround Document (TAD)

HOW TO MAKE CHANGES TO THE DHHS PROVIDER CLAIM FORM

REPCRT NH7555454 S C STATE DEPARTMENT OF HEALTH AND HUMAN SERVICES FPAGE DOO
DATE OO0 00 PROVIDER CLAIM FORM FOR SKILLED AND INTERMEDIATE CARE SERVICES
FOR MONTH OF
PROVIDER NO. 123NH Comfort Mursing Facility DAILY RATE LICENSED BEDS Q00
213 Winding Road $32.92

Clgistville, SC 29000

ENTER CHANGES

RECIPIENT SOC. SEC. DOS  SNF ICF NF NET i SNF ICF MONTHLY LVL INCURRED
LINE CO ID NO. NAME CLAIM NO. MO/YR DAYSDAYS RATE  AMTDUE # DAYSDAYS INCOME CARE MNTH EXP.
01 23 000000000 Cindy P. 0000000000a 02/07 28 27.78 77812 143.70
02 23 000000000 JanetC. 0000000000a 02/07 28 26.51 742.28 179.40
03 23 000000000 Anita B. 00000000004 02/07 28 27.99 783.72 138.10
05 23 000000000 Jim Kelly 0000000000a 02/07 28 21.40 588.20 322.50
06 23 000000000 Sam Spill 0000000000a 02/07 28 25.06 701.68 220.00
07 23 000000000 lan Shaco 0000000000a 02/07 28 23.61 661.08 260.60 108.00
08 23 000000000 Pam Tyne 0000000000a 02/07 28 24.81 694.68 22r10
09 23 000000000 Sally F. 0000000000a 02/07 28 19.81 3547.12 374.70

MAKE NEEDED CHANGES ABOVE THE LINE EXCEPT FOR DAYS OR RECURRING INCOME WHLCH SHOULD BE ENTERED IN
THE SPACES PROVIDED AT THE RIGHT, IF A PERSON WAS DISCHARGED PRIOR TO THIS MONTH, DREAW A LINE THROUGH
PATIENT'S ENTIRE DATA LINE. IF A PATIENT WAS ADMITTED ENTER THE COMPLETE LINE OF DATA FOR THAT PATIENT.
USE ONE LINE FOR EACH MONTH IN THE CASE OF RETROACTIVE BILLING. [F LESS THAN A FULL MONTH BE SURE TO
ENTER DAYS COVERED. ALL CHANGES AND ADDITIONS MUST BE SUPPORTED BY THE PINK COPY OF THE DHHS FORM 151,

NOTE: DO NOT CROSS OUT THE MONTHLY INCOME.



Coinsurance Billing




DHHS FORM 017C1

COINSURANCE BILLING
State of South Carolina
Department of Health and Human Services

To:

Date:

Provider =:
Medicaid IT 52
Diates of Service:

X" and'or underhned. Please return this entive package, mcluding comrections and a copy of thes nonce
01 7CT) for proper processmg of payment to; P, O, Bex 100122, Columbea, South Carolina  29202-3127

You should munediately contact vour Medicmd Program Representative at {303) 898-23%0, of vou need assistance

with correction PEOCEEIres

] Accordng to our records. the chent was not ehigible a tme. Please venty

] Please fill m stens®

| Please correct wtem

] Missing sagnamme of the Connty Official

] Mo DHHS Form 181 to authonze commsurancs payment

No DHHS Form 18] o temumate comsiganos payvment

County comstrance anthonzanon to being date 15 nussing. (Secton [T1-124)

Diates cross calendar months

Muamber of davs requested 1 not equal 1o the from/throngh dates balled. (Section IT-11K).
Panent's Medwcaad TD nuanber 15 nussing

Medicard TD funshed canmot vendfy eigbnlity for chent.  Please research

Momthly recurnng income canmot be defermined

Mo Medicare Pavment Informaton (Renurtance Advice)

O UdETE QU

Oiber

MNurung Home Ut Anabvst DATE

DEHES FORM #01MCT0305



Coinsurance Billing

+

m Important points to remember when
filing coinsurance claims:

— Coinsurance claims are billed on a Form
181 but not entered on the TAD or mailed
with the TAD; they are mailed separately
and can be submitted at any time.

— Each month must be billed on a separate
Form 181 (cannot cross calendar
months).




Coinsurance Billing

+

m Important points to remember when filing
coinsurance claims (cont’d.):
— A copy of the Authorizing SNF Form 181 and the

Medicare EOMB must be attached to each
coinsurance claim. (Especially important when
billing split month claims.)

— When calculating the number of days to bill
Medicaid coinsurance, divide the total
coinsurance amount on the Medicare EOMB by
the Medicare per diem rate to determine the
number of days that should be billed to
Medicaid.




Coinsurance Billing

+

m Important points to remember when filing
coinsurance claims (cont’d.):

— The Form 181, which uses a from and through

format for dates of service, does include the
through date in the total number of days
covered (example: from 7/1/06 through 7/16/06
will total 16 days as the through indicates.)
Therefore, adjust accordingly to be accurate in
the completion of section II-K of the Form 181 in
calculation of total days requested on the Form
181 billing of coinsurance.




Calculating
the
CQ|'msurance
Payment

Calculating Coinsurance Payment
Example: Let’s bill for 18 davs in January 2007

Recurving Income = 559566
MNH Kate = 515204k
Coinsurance Rate = S124.00 {Rate for 2007, Changes every January)

Billing Maonth — January 27T (January has 31 days)

Billimg tor: 18 davs im January

:"':h:}'.l 1. *Nonthly Recurring Income { B0 divided by the number of Days in the Billing Month
S50S.6060F1 = 19,21

Step 2. Sobtract 1921 from the lesser of the NH Rate or Medicare Rate = Patient™s Daily Hate
51240051921 = 214,79 {For thig exanple, the comnstirance rate 18 less than the nursing
home raie)

Siep 3, Multiply the Patient s Daily Date by the number of Dayvs Billed
5104 . T9X1E = 5188622

* I resident has Incurred Medical Expense (IME), subiract INME amount for the RT and procead
wocalculations®

Pagt A Commsnrance rates

15997 BO500
[ S TO5.00
| S S0, 00
TR B0 00
201 RO 00y
202 B0 54
i3 LS IR
T4 B0 540
20015 S114.000
20 L1900
20T 124000
TR S128E.040
T F133.50

200 h 213750



Coinsurance Billing

m Medicare Coinsurance

Dates: 10/1/07 through 10/31/07

$3596.00 coinsurance amount from Medicare EOMB
~ $124.00 Medicare Per Diem

29 Days to be billed to Medicaid

Reminder: Use the correct Per Diem for the billing year




Coinsurance Billing

Edit Correction Form (ECF)

RUN DATE 02/01/2007 000091458 SC DEFARTMENT OF HEALTH ARD HUMAH SERVICES CLAIM CONTROL #HOT24300163132500G
REPORT HUMBER CIMI500 EDIT CORBRECTION FOBM PACE 42526 ECEF 42526 PAGCE i OF 1
ARALYSET ID LORE TERM CARE EMC W
SICHON ID CLATM BRESTART DATE K F Doc IKD M ORIGIHAL CCH:
ADT CCH:
EDITS
PROVIDER ID BRECIPIENT ID RECIPIEHT MNAME B AUTH HO
QOO OHE Go00011000 Jolr g Doe IHSURAHNCE EDITS
DATE OF BIRTH O07/02/1314 SEX M 156
CLAIM EDITS
573
LEVEL BEGIN TOTAL HH DAILY MORTHLY AMT BEC'D RET FAT DAILY INCURBED s
CARE DATE DAY'S RATE IRCOME IRS CHARCE RATE MOHMTHLY EXP e sfe S she e she o o e S sl e o e she e e she o o she S o e o o e e S
o o AGERCY USE ORLY ey
] 11/24/706 05 8472.35 94 .47 % e APPROVED EDITS &
e e ey

FhFHAEAEETRAR AT AR EEART Rk R AR ok k=

BESQLUTION DECISION

BEETUEM TO:
MEDICAID CLAIMS RECEIFPT

B. 0. BOX 100122 300 Any Insurance Company
COLUMBIA, S.C. 2ZP202-0122 123 Insurance Lane

Anywhera, UsA 123456

IHNSUBARNCE DPOLICY INFOBMATION

FROVIDER:
ACME LONG TERM CARE FACILITY

F O BOE Q00000
ANYTWHERR 5C 00000-0000

"PLEASE HMOTE: EDIT CORRECTION FORMSE RETURHED TO DHHS WITH HNO CORRECTIVE ACTION WILL BE DISCARDED



Coinsurance Billing

+

m Correcting Rejected Coinsurance Claims

— Edit Code 673
m ECFs are necessary for any requested changes

to the processing of a rejected claim.




+

Coinsurance Scenarios




SECUIER [ = JWEE UF ULy ERAGE AN S LA DS AL DA LA « - APPLICAHLE 1O UUMPU EER HLLLINGS U R38N JH L

1. IKITIAL COVERAGE ANDVE CHANGE [N STATUS (CHECKE AFFLICABLE BEOX ANDCOMPLETED

Fo rm A hILLEL L AR D-‘*-ll"-l IHALE LAk D"“-""l“'l' LR L D FAVLRIALIIL LAkl

W CHANGE N TYPEOF CARE: FROM i
W0 (DAY ) YR)
1 8 1 C) MEDICAID ADMITTARCE BAT
W1 DAYY (YR
[ TRANSFERRED TO ANCTHER FACTLITY
MO DAY (YR HAME OF OTHER FACILITY
Ei TRANSFERRED FROM ANOTHER FACILITY
W (DAY (YR WALME OF OTHEE FACILITY
Fi TRANSFERRED T HOARITAL
M (DAY YR HAME OF HOSPITAL

i BEADDATTED FROM HOSPTTAL §TAN
W (DAY YR

n H) WUMBER OF QY5 ABSERT FROM FACILITY TOVERED DAYER NORCOYERED DAY S
Sce arlo ;'; 1 l ERiINA L RN LIAT L DELEAREL, SPECIEY DA TE UF DA
W DAY VR Mo DAY (VR
i DATE ADMITTED MEDICARE FOR THE CURRENT SFELL OF [LLNESS - 7
T T -

SNF AUthoriZing Kl COMNSURANCE DATES THIS BILL FROM I-I'.l'.:.-llll e

M DAY (YR W (AT VR WO GF DAYS

1 8 1 for SFECIFY BEASON FOHE TERMINATION OF GTHER CHARNGE IN STATUS [F 0T OOVERED BY ABOVE [TEMS
coinsurance

SECTION 1 - AUTHORIZATION AND CHARGE OF STATUS

17, RECOMMERDATION OF TRIHS MEDIC AT ELIGIRILITY WORKER iCHECE AFFLICARLE BOXER ANDOOMPLETE

A D LU THORLEA LI U HELS Hi PALIENT SO0 QUALIEIELD FLE LORGE TERS] U ARE BELALS
4T M 6 07

0 (DAY YRD
| |:| FATIENT'S INITLAL APPLICABLE RECURRING [NOOME (TOTAL INCOME LESS PERSONAL ALLOWANCE) 4 33303

Lk D Lanalal I PALLEN Dy DNL UGIE (LLILAL IUUREE Lish PERGUSAL ALLUFY ANLE) EFFELLIVE

[ LT A ]
Ei D Mals CHANIE: FROK L]

Resident: Nicole F.

Fi [ OTHER (SPECTFY

SIGNED BY ELIGIBILITY AUTHORITY DATED BY ELIGIBILITY AUTHORITY
88 DHHS MEDIC AT ELIGIILITY APFROY AL ALTHORITY DATE




SECTION 0= TYPE OF COVTRAGE AN STATISTICAL DATA - = APPLECARLE TOCOMPUTER WILLING FUE RCHTH O)

. IKITTAL COVERAGE ANDUOR CHAKGE IN STATUS (CHECK APPLECARLE BOX ANDOCOMMLETE]

Fo rm A [ SKILLED Cani L) remsierate cane [ sp comsimascs [ msyCHIATRIC CaRE

M1 CHANGE IV TYPE OF CARE FEON T{l
1 8 1 1 MEDCAID ADREIVTANE AT .
0 [EAY YR
L LRARSFERRELY L0 ANDLHER FACLLLILY
W DAY (VRS WALME OF OTHER FACILITY
Ei TRANSFERRED FROA] ANDTHER FACTLITY
aalk) (LRA Li SAME UE UEHER FALILILY
Fi TRANSFERHED TO WOSPITAI

[RALEITTLER

MOl (DAY) (YR AR LE LA
0 REATIMITTED FROM HOSFITAL STAY

Scena rio # 2 Hi - WURISER OF D&Y% ARSENT FROM FAL I.i :" . Il:ll;:'-.'i'll:':-'.'.-. MOV IRITI TIAYS

Put Only One month I TERMPSATHON (AT ST IF NECEASED, SFECTEY DATEQF DEATH ST

. Iy DATE ADAMITTED MEDICARE PO THE CURRENT SPELL OF ILIMESS: 08 16 0 | h
Of coinsurance K) COMSURANCE DATES THIS @ILL: pRobt Q0 @6 07 T IT Iz;::“ﬁ"-' 2l

dates on copy of
SNF Authorizing " MEDICARE FOVI YOR OCTOBR ArTachEy

18 1 wbL LN B = AL THEELZA L IS ARL CHARGE UF 5TALLS
n

o HECERISEEN A RS L LS SRR AL ELIlRILITY WA ER (L HEL & ARPLIEABLE BUNES ANULTIMELELL

EOMB attached y T:-.:|I|Illlll:l'.:ll'.":l“': -::I::.l'.' 0| PATIENT NOT QUALIFTED FOR LONG TERM CARE RECALS]

MO DAY (YR

I D ATIERT'S ISTTIAL APPLI ARLE BECUREDG [NCOME (TOTAL INCOAE LESS FEREONAL ALLOWARCE § i'l.h'li'ﬂ
L¥ D LHANLEE Iy FATIEND S INUARME | IWTAL INUONLE LESS FERRUINAL ALLLYWANLE] EFFELCTIVI L]

MOHYR)
El D NAME CHARGE: FROM I

F [ oTHER SPECIFY)
SIGNED BY ELIGIBILITY AUTHORITY DATED BY ELIGIBILITY AUTHORITY

Resident: Nicole F.

89 LRl i MELIU ALY ELBGIBLLIT Y APPROY AL ALTHORIEY EN




Form

181
e

Scenario #3

One month of
coinsurance dates

submitted on a
copy of the SNF
Authorizing 181.

EOMB attached

Resident: Nicole F.

90

wECTHM

IRILRAL SO ELALE AMIVOR CHANGE [MS AL

k

It

1]

F

AECTICR [T
12, RECOMMENTRATION OF OIS MEDCAID TLIGIILTTY WORKER (CHECK APFLECADLL BOXTS AND COMTLITI

"

[YPE GF OO EfLAGE

AL S LA LS AL DA LA - - AFPLIC ALY

[ sewiencans
CHANGE ¥ TYPE OF CARE: FROM I

MEDICAID ANMITTANCE DATE .
hl AT VR
TRANEFEREED TO AMOTHER FACILITY
AN} AT ik
ANOTHER FACILITY

I LEIRH RN

ARSFERBED FROM

TRARSFERRED T0 BOSFITAL

AL AT YK

READMITTED FROL BOSHTAL =Ta%
i clar) (i
NUMBER OF Days sESERT FROM FACILITY COVERED DAYS
=R MINATION DATE IF BECEASET: FECTFY [
i nays (VR

LA LE ALRLTTELE MELICAILE FUSE THE CLIKREN] SELL OF [LLMEYS

COMSURANCE DATES THISBELL: FRiobd: 11 01 O

P T
] IATHITE

APELIFY EEASLIDS FLE [EH RIS, LR L L3

MEDICARE EOME FOR SOVEMBER ATTACHED

ORI TR, BLLLISCE FOE s LH O
SACHECK APPLICABLE BOX AND COMILETE)

D INTERMEDATE CARE D A COINEUEARCT D FAYCHIATIIE Canl

(I NAY T YR

NMAMEUFL

LHER FALILILY

MAMEUF CLHER FALTLILY

NAME UF HURAFLLAL

R AL ERE LT RS

= LELH

® ji o

[ 8] Kl YH]

MOy DAY) (YR

T T I 3

Y DAY (YR NIl 08 TIAYS

HEE L HANSE M| 005 B U] LU EERD A ARHIVE | EMS

A ITTIDRES ATIOR AND CTIANGE O STATLS

D WL THEARLE G TR EE HERml

1 FATIER LD SO LR L TR

L 1 RN L ARE HEL AV

paTE @@ 16 07
L] 4 |
D PATIENTS INTTIAL APPLICARLY RECUREING INCOM|

D L eldak [ FA

IEfS ] S ISLEIE UL

I D WAME CHANGI: FROM I

D 1 HER i%Fi |

SIGNED BY ELIGIRILITY AUTHORITY

THETHE MEDTCATD ELIGTRILITY AFPROAAL AUTHORTTY

TOTAL [NCOBIE LESS PERSOMAL ALLOWANT]

REUME LESs PERRURN AL &

OWARCE) EFFECTIVI i

LMk

BATERBY ELIGIRILITY AUVTHORITY
TIATE




SECTION [ = TYPE OF CONERAGE ANDSTATISTICAL DATA - - APPLICARLE TOCOMPUTER B WG FORE RONTH O

[WITCAL COVERAGE ANDVOR CHANGE IN STATUS (CHECK APPLICABLE BOX AND COMPLETE)

Fo rm X v [ SKILLED Cazl O wreemeoiare cang [ swe comsopance [ psycriammie cag

B CHANGE INTYPE OF CARE: FROM

Mo TEANSFERERD PO ARDYTHER EACLLITY

WAME OF OTHER FaCTLITY
DANSFERRED FROM ANOTHER TFA(
WAME CF OTHER FACILITY
TRANSFEREED TO HOSPITAL

SCENAro #4 [ —

| MWESARER OF Days ABSENT FROM FACILITS COVERED DAYS IN-COVERED DAYS

WASE OF HOSPITAL

LaSt month Of DINATION DATE ]2 33 [I IECEASEDL SPECTEY DATE OF BEATH

MOy (DAY (YR

Coinsu rance On JATE ADMITTED WMEDIC ARE FOR THE CURRENT &F [(F ILLMESS T

| COINSURANCE DATES THIS BILL: FRos: 12 0l 7 HEoUGH: 12 MO0 M

copy of the SNF . 0 D) 8 30 DAY] 1) 0 0FDATS
AR SFECIFY REARON FOR TERMINATICN OF OTHER CHAMNGE TN STATUS [F NOT COVEREDR BY ABOVE ITEMS
AUthorIZIng 181 . 80 DAYS OF MEMCARE COINSURANCE  EXHAUSTED MEDICARE EGMB FOR DECEMEER
ATTACHED,
SECTION [ - AUTHORIZATION anD CHANGE OF STATUS

EECOMDMENDATION OF DHHS SEDICAID ELIGIRILITY WORKER [CHECK APPLICABLE BOYES AND COMP

EOMB attaChed | 1 D AUTTHORIZATION T BEGTN Ei FATIENT RUT QFUALIFIED FOR LOKG TERM CARE HEC 5115

DATE /1 i1
(%00 (DDA YR
(] E] PATIENT S INITIAL APFLICARLE RECURRING [WCOME (TOTAL INCUME LESS FERSONAL ALLOW ANCT £ 35333
M |:| CHANGE [N PATIERT'S INOOME (TTOTAL INCOME LESS FERSONAL ALLOWANUE) EFFECTIV
I |:| NAME CHANGE: FROM It
i [ OTHER SPECIFY)

SIGNED BY DHHS ELIGIBILITY ALTHORITY DATED BY ELIGIBILITY AUTHORITS
91 DHHS MEDICAD ELIGIRILITY APPROVAL AUTHORITY AT}

Resident: Nicole F.




Coinsurance Billing
Split Month Billing

+

Split Month Billing — 2 Non-covered Days

1st 181 bills 10/1/07 — 10/15/07 15
2nd 181 bills 10/18/07 -10/31/07 14

Attach a copy of Authorizing SNF 181 and copy
of Medicare EOMB with each coinsurance claim




Form

181
+

Scenario #5

Split month billing

coinsurance on copy
of SNF Authorizing
181.

EOMB attached
Resident: John F.

11 INITIAL COVERALGE

SEL
12

\GE AND STATISTICAL DATA - - APPLICARLE T0 COMPUTER BILLING FOR MONTH 01

AKTVOR CHANGE TN STATUS (CHECK APRLICARLE BOX AND COMPLETE)

v O seniencas O mrersemare cane [ svrcomsimanc: [ ssvomarric cars
B CHANGE [ TYPE OF CARE: FROM

Uy MEDICALL ADMITTANUCE DAL

&I MIES
O AROTHER FACTLITY
| .|..'.'I ': .‘l
RANSFERRED FROM ANGTHER FACTLITY
Mk DAY (YR

I TRANSFEREED

NANE UF OHHER FACILITY

MAME OF O HER FACILILY
TRAMSFERRED TO HOSFITAL
[ LU BN ik
L) BEALNMINLELD FRUM HUSETIAL S LAY
(M) DAY (YR
| WUMBER OF DAYS ABSENT FROM EACILITY LN EREL DATS MUS-LONEREL DAY S

Mol O BUSPLLAL

i TERMINATION TATE [F DECEASED, SEECTFY DATE OF DEATH
MO (DAY (YR SO (DAY] (VR
ATIMITTED METNCARE FOR THE CURRENT SFELL OF ILINESs: 08 3R 07
MO (DAY (YR
1] A reocgH M 18 07 5
14T (YE &0 T VR

(I DT

L) COINSUBANCE DATES THIS BILL: FROM: L
Mad i

TR R

SPECIFY REASON FOR TERMIMATION O OTHER CHANGE [N STATUS IF ROT COVERFD BY ABDVE 1TEMS

SPLIT MONTH BILLING. MEDICARE EOMB ATTACHED

PO ITT - ALTTHORIZA TION ANDY CHANGE OF STATUS
RECORMENTRATION OF DHES MEMCAID FLIGIEILITY WORKER (CHECE APFLICARLE BONES ANDCOMPLET]

Al D AL THORLEA TN T BEGLN By FALLENT MOU QUALIFLEL FOR LEENG TR, CARE BECALSE
DAtk 09 2K 07
MO DAY (YR

[ [_l PATIENTS IMCLLAL APPLECABLE RECUREING INCOME {TO]AL

{1 D CHANGE N PATIENT S INCOME (TOTAL INCOME LESS PERSINAL

IMLCME LRSS PERSUNAL ALLOWAMCL
WLLOWANCE] EFFECTTVE 5
{F1 D MAME CHANGE  FROM (IA]

L] orser iseecr

SIGNATURE REQUIRED
DHHS MEDICAID ELIGIRILIT

DATEDBY ELIGIBILITY
\PRROVAL ATHORITY [ATI

§ 27600



Form

181
+

Scenario #6

Split month billing
coinsurance on a

copy of the SNF
Authorizing 181.

EOMB attached

Resident: John F.

KR My |

PYPEOF LY EEATRE AN S LA TISNICAL WA LA - - APPLICARLE [0 CURFUTER BILLLE FOR BEIR EH G
ISUTLAL DRy ERALE AMDUR URARLE I 5TATU S (LHES R APPLICAHLE B AL LUNPLELE)

iar [ seaLLEn cans O erersiemare care [ swrcomsurance [ psveornammic cags

(BF CELANLIE I8N 1Y P OF AR LK L]
(I (LAY} TR
(T MEDICAIT ATRIITTARCT DATE

1] &Y VR
ill ke REEL O ARGIIHER FALLLILY
Bl LB T MANLE F G THER FACILLLY
(E) TRANSFERRED FROM ANOTHER FACLITY
RS (TRAY YR MALE OF OTHER FACTLITY
iFy TRANSFERRED T¥ HOSFITAL
LR HIN TE MAMECIF EOSP] AL
(i) REALEML L LEL: FHURM RS PILAL 5 1A
SEI CRAS
(H) WUMBER OF DAYS ABSENT FROM FACILITY

COVERED DAYS SOMN-COYERED DAYS

il EELLIN AN DA TL IF DEL EASEL: SPECIFY DAL E LiF DESLH
ISMIN (A VK Wi LAY TtH

il DATE ADMITTED MEDIC ARE FOR THE CURRENT SPELLOF [LLWERS: 0% IR 017

L NI T N i
(K COINSURARCE DATES THIS RO FRase I 0/ @7 HRILIGH in 3 W i4
RO THAYY YR MO (LAY (VR N O DAY

SFECIFY REARCH FOR TERMIMATION (08 OTHER CHANGE TN STATUR IF NOT COVERED BY ARDVE [TEMA

SPLIT MON M, MIETHE IR CHEL

LA KL - AL PHURLEATION ARLFCHANGE QF 51 ALLS

REC CATMENIVATION OF D5 MELAC AIL ELIGIBILITY WORKER (CHECK APPLICABLE BOES AND{OMPLET]
i [E] srmmonrizamios o BEG
pate A W07
A LI R Y 1E
iy [ pariEwT's mm
i L] CHANGE ¥ PATIENT'S INCOME (TOTAL INCOME LESS PERSOMAL ALLOWANCE) EFFECTIV g

MOYE
il D RAME U HANE ALY |4

iy [ oTHER seEe Ty

Hi FATIENT HOT QUALIFIET FOR LOING: TERR CARE BED A175E

Ll ARFLICABLE BECURRING INCOME (TOTAL MCOME LESS FERRONAL ALLOWANCE) & 274,

SIGSATURE REGUIRELY FATED Y ELIEG
THH5 MEDIC AID ELIGIBILITY APFROYAL AUTHORITY DATE



Income Trust




Income Trust

m The Medicaid Cap

— What is the Medicaid Cap?
m Income Limit for Medicaid for Nursing Home Assistance
m For 2009, it is $2022.00
m Changes effective January of each year

m If gross countable income exceeds the Cap, an Income
Trust is needed to establish eligibility.

** Need for Income Trust may be discovered at application or later
in the eligibility process.




Income Trust

+

m What is an Income Trust?

— Special Trust
m Individual assigns all or part of their income

to the Trust
m How does this relate to the Medicaid Cap?




Income Trust

+

m Establishing an Income Trust

— Requirements

m Appointment of Trustee — DHHS 926 — Memorandum
of Understanding

m An Income Trust document (DHHS 905) must be
executed

— Must be properly signed and witnessed
— Assigned income must be listed on the Schedule A
— Reviewed & Approved by State DHHS

Important: Eligibility cannot be established prior to the month the trust
document is signed.




Income Trust

+

m Requirements, (cont'd.)

— Separately identifiable account
m Designate or establish an account

s Name(s) on account




Income Trust

+

s Management of Income Trust

— Trustee Responsibilities
m Funding of the Trust:

— Only income may be deposited into the trust.

— All income listed must be placed into the trust for
any month for which eligibility is desired.

— Withdrawals — Only expenses authorized by DHHS
can be withdrawn from the Income Trust

— Any funds remaining after the allowable
deductions must remain in the trust.




Income Trust

+

m Trustee Responsibilities

— Important:
m The trust account cannot be used like a

regular checking account. Only the allowed
deductions can be made.

— Example:

s Community Spouse must take their allocation
as a whole rather than write checks from the
Income Trust account for their various
expenses.




Income Trust

m Allowable Withdrawals for Nursing Home
Residents:
**Includes but is not limited to**
— $30 Personal Allowance
— $10 Trustee fee
— Actual Bank charges up to $20 per month
— Beneficiary’s health insurance premiums
— Community Spouse’s allocation
— Monthly Cost of Care




Income Trust

+

s Non-Compliance with the Terms of the
Income Trust

— Non-compliance includes:
m Failure to deposit income listed on the Schedule A into

the trust
m Making inappropriate withdrawals from the trust.
m Failure to pay the beneficiary’s cost of care.

— If a trustee is non-compliant, the beneficiary will
be required to change the trustee.

— Failure to do so may result in the termination of
Medicaid benefits.




Income Trust

+

s Important Information for Providers
— VA benefits

m Any VA benefits other than Aid & Attendance is

countable income and must be considered until the VA
reduces the benefit to $90.

m An Income Trust may no longer be needed when the
amount is reduced to $90.
— Other Income

m If the facility is not the Trustee, any money coming
directly to the facility rather than flowing through the
Income Trust is countable toward the Medicaid Cap.




Income Trust

+

m Income Trust Dissolution

— When is a Income Trust Dissolved?
m Death of the beneficiary,
= Non-compliance

m Termination of Medicaid benefits
m Reduction in the beneficiary’s countable income

** If the Trust is dissolved due to reduction of
income any money remaining after DHHS is
reimbursed becomes a countable resource and
may affect continued eligibility.




Managed Care

Organizations




Nursing Facilities & MCO Enrolled
Members — Overview

m Managed Care Organization (MCO) is
responsible for first 30 days of long term

care*

Community Long Term Care to notify Care
Management and MCO once beneficiary is
placed in a nursing facility

— Paperless notification process under development

Out-of-network nursing facility:
— Contact the MCO for authorization
— Negotiate rate with the MCO




MCO Enrolled Members —
Nursing Facility’s Responsibility

m Always check eligibility upon placement:
— WebTool: 888-289-0709
— IVRS: 888-809-3040
— Point of Service (POS)

m MCO enrolled member:
— Notify CLTC
— Notify Care Management: 803-898-4614




WebTool: MCO Enrolled Beneficiary

Eligihility or Benefit Information

Subscriber is: ELIGIBLE
Pavment Catagory: a0, 331
CoPay:

Limited Benefit:
Qualification Catagory: 50, DISABLED

Qualified Medicare Beneficiary:

Home visits remaining: 75
Chiropractic visits remaining: a8

Ambulatory visits remaining: 12
Mental Health services remaining in 12

fiscal vear:

Fecipient Special Programs Data

- RSP Info—
RSP Code: MCHM
RSP

Diescription: HIO

RSP Messaze: MOTE! RECIPIEMT(S) WITH A NMGD CARE IMDICATOR PARTICIPATE IM A MAMAGED CARE PLAM. MOST SERVICES
T =" REQUIRE FPRICR AUTHORIZATION FROM THE PROVIDER OR HMO LISTED BELOWY.

Provider ID HMA000

Organization FIRET CHZ2ICE

Address 1 PO BOX 40849
Citv/State/Lip CHARLESTOMN, 3C 29423-0024

Telephone: BEBIZTE-2020




SCDHHS Website




SCDHHS Website
+

m Website address

— www.scdhhs.gov
m Resourceful Links

— What's New

— Programs and Services
— Inside DHHS

— Provider Manuals

— And more




112

SCDHHS Website

Search DHHS:

IEnter’ Keyword(s] GD!

Mark Sanford, Governor

Home | Inside DHHS |
Welcome to the South Carolina Department of Health and Human Services.

Emma Forknern Director

Programs and Services | Contact DHHE | Site Map |

Ciur mission is to manage the Medicaid program to provide the best
healthcare value for South Caraolinians.

SC.GOV

What's New

MNewsroom
Public Motices

Programs and Services

GCeneral Information
Beneficiaries
Providers
BEeportssStatistics
Electronic Data
Interchange (EDIY
Eeport Fraud

Inside DHHS

Cuick Contact List
Administration
Committess
Besource Library
Job Openings

Beneficiaries

Get an Application

How to apply
Income Limitations
Cffice Locations
Need a ride?
Co-Payments
Eules Eegarding

Citizenship
Lost Medicaid items?

Provider Manuals

Benefits Plan

Managed Care

Prowvider Training
spplwing for an MNPI
Sharing wour MNPI
with SC Medicaid
Phrysicians Fee Schedule
Provider Enrollment
Preferred Drug List
CZost Sawving Ideas?

Health Plans {MCY

M Information

Enrollment Counselor

Services

MZ Plans by County

Helpful Links

Healthy ST Cchallenge

GAP Assistance
Pharmacy Prograim

for Seniors

South Carolina Healthy Connections

Bringing & Consumer-Directed, Market-Based

Enwvironment To Medicaid

Aging 2 Disabilitsy
Cnline Application

iHable Espafiol?

Medicare Part D




Questions

&
Answers




