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TO: Medical Clinics

SUBJECT: Medicaid Policy Manual for Clinic Services

The enclosed revised Medicaid Clinic Services Provider Manual is effective November 1,
2005, and includes all previous HIPAA changes and Medicaid policy bulletins.

This manual is to be used for program information and requirements, billing procedures, and
provider services guidelines. Due to several substantial changes in policy, providers are urged
to carefully review this revision.

In addition to inclusion of policy changes specific to the End Stage Renal Disease,
Ambulatory Surgical Center, Outpatient Pediatric AIDS Clinic, and Infusion Center program
areas, the new provider manuals for all Medicaid programs have been reformatted to give
them a more consistent, standardized layout and to improve navigation and readability.
Headings for each subsection appear on the left side of the page, with the corresponding
information on the right. “Chapters” are now called “sections,” and the numbering system
has been simplified.

The revised manual is organized generally as follows, with each section having its own table
of contents:

Section 1, General Information and Administration, contains an overview of the South
Carolina Medicaid program, as well as information about record retention, documentation
requirements, utilization review, program integrity, and other general Medicaid policies.

Section 2, Policies and Procedures, describes policies and procedures specific to the End
Stage Renal Disease, Ambulatory Surgical Center, Outpatient Pediatric AIDS Clinic, and
Infusion Center programs.

Section 3, Billing Procedures, contains billing information that is common to all South
Carolina Medicaid programs, as well as program-specific guidelines for claim filing and

processing.

Section 4 contains procedure codes, fee schedules, injection codes, and other approval
codes and modifiers.
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Section 5, Administrative Services, contains contact information for DHHS state and county
offices, examples of all forms referenced throughout the manual (as well as some generic
forms), and contacts for claim form suppliers/vendors.

The appendices include the following:
¢ Appendix 1: Edit Codes, CARCs & RARCs, and Resolutions
e Appendix 2: Carrier Codes
e Appendix 3: Schedule of Copayments

The enclosed compact disk contains a copy of the manual in Portable Document Format
(PDF). To access the file, you will need Adobe Acrobat Reader software, which is pre-
installed on most computers and also available for free download at
www.adobe.com/support.

The most current version of the provider manual is maintained on the DHHS Web site at
www.dhhs.state.sc.us. [On the DHHS home page, click on the Provider Manuals link listed
under the heading "Providers."] The Web site is updated on the first of every month to
reflect any minor non-policy changes to provider manuals (for example, corrections to
addresses, etc.). Note: DHHS policy changes continue to be conveyed to providers as they
occur via Medicaid bulletins; manuals are revised to reflect those changes as they occur.
Providers with access to the Internet should check the DHHS Web site monthly to access
information about any updates made to the provider manuals.

Should you wish to order a printed copy of your provider manual, or an additional compact
disk, please call South Carolina Medicaid Provider Outreach at (803) 264-9609. Charges for
printed manuals are based on actual costs of printing and mailing.

The policy manual and fee schedule are not subject to copyright regulations and may be
reproduced in their entirety.

If you have any questions regarding this providér manual and fee schedule, please contact

your program coordinator in the Division of Hospitals at (803) 898-2665. Thank you for your
continued support of the South Carolina Medicaid program.

@B, o

Robert M. Kerr
Director

RMK/bgav
Enclosure

NOTE: To receive Medicaid bulletins by email or to sign up for Electronic Funds Transfer of your
Medicaid payment, please go to the following link for instructions:
http://www.dhhs.state.sc.us/dhhsnew/QLEbulletins.asp

Fraud & Abuse Hotline 1-888-364-3224
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Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section Page(s) | Change
12-01-16 3 7 o Updated Diagnostic Codes
9 o Updated Place of Service Key
18 o Updated CMS-1500 Instructions, field 24D
12-01-16 Forms - Updated Claim Reconsideration Form
11-01-16 Change 1 Added entry to section 4 (deleted Surgical Procedure
Control Codes)
Record
11-01-16 2 Updated the following sections:
4 e Unlisted Injections
34 o Separate Procedures Performed on the Same
Date of Service
11-01-16 3 Updated the following sections:
7 e Modifiers
8 e Modifiers for Family Planning
9 o Place of Service Key
18 e CMS-1500 Form Completion Instructions,
Field 24D
11-01-16 4 Updated the following sections:
2 « End Stage Disease Clinics
3-5 o Dialysis J-Codes
8-10 e Chemotherapy Drug Codes
11 e Procedure Codes Requiring Prior
Authorization by ICORE Healthcare
15 e CPT Codes Requiring SCDHHS Prior
Authorization Review
16 e PT/OT/ST CPT Codes Requiring Prior
Authorization by KEPRO
17 e Transplant Codes Requiring Prior
Authorization by KEPRO
11-01-16 Appendix 2 - Updated carrier codes
10-01-16 1 5 Deleted SC Healthy Connections Checkup Program
language and moved sample Checkup card to South
6 Carolina Healthy Connections Medicaid Card section
10-01-16 2 Updated the following sections:
4 « Family Planning Services
5 o Long Acting Reversible Contraceptives
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CHANGE CONTROL RECORD

Date Section Page(s) | Change
(LARCs)
11 o Non-Covered Services
24 o Reimbursement Policy
29 o Reimbursement Policy (formerly Payment
Guidelines)
10-01-16 3 8 Updated Modifiers for Family Planning
10-01-16 4 32-34 o Updated Family Planning Procedure and

Diagnosis Codes
33-34 o Update Flamily Planning ICD-10-CM codes
6-20 o Deleted Surgical Procedure Codes

09-01-16 Appendix 1 67 Updated edit code 979
09-01-16 Appendix 2 - Updated carrier codes
08-01-16 1 2,4,5, | Updated to reflect Medicaid Bulletin dated July 11,

24,27 2016 — New Medicaid Cards

08-01-16 Appendix 1 | 22, 23,66 | Updated edit codes 527, 532, and 965

07-01-16 4 3 Added J0882 to Dialysis J-Codes

07-01-16 Appendix 1 3,65 Updated edit codes 062 and 974

06-01-16 2 4-6 Updated Long Acting Reversible Contraceptives
(LARCs)
06-01-16 4 32 Added the following codes to Family Planning
Procedure Codes: J1050, J1950, J7297, and J7298
06-01-16 5 - o Updated hyperlinks throughout section
1 o Updated Administration section
3 e Updated Procurement of Forms section
06-01-16 Appendix 1 44 Added new edit codes 801 and 802

3,14, 29, | Updated CARC for edit codes 079, 356, 357, 605,
30,63 | 693, and 958

05-01-16 Appendix 1 | 6, 63,67 | Updated edit codes 150, 953, 989, 990
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Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section Page(s) | Change
05-01-16 Appendix 2 - Updated carrier codes
04-01-16 Managed 18-19 Replaced sample MCO cards
Care
Supplement
03-01-16 2 29-30 e Added Dental Services
46 o Updated Coverage/Reimbursement Guidelines
03-01-16 3 3 o Updated Beneficiary Copayments to reflect
current generic language
8 e Added U9 modifier/ description
17 o Added Dental Services description to field 24D
Unshaded
03-01-16 4 23-31 o Deleted Infusion J-Codes — Numeric
31-39 o Deleted Infusion J-Codes — Alphabetical
03-01-16 Appendix 1 19,23 | Added edit codes 450 and 532
02-01-16 1 - Updated the following sections to reflect Medicaid
Bulletin dated January 26, 2016 — Updates to Section
1 — All Provider Manuals:
e South Carolina Medicaid Program
o Program Description
o SC Healthy Connections Medicaid Card(s)
e Records/Documentation Requirements
o General Information
o Signature Policy
e Medicaid Program Integrity
o Program Integrity
e Appeals
01-01-16 1 19 Updated to reflect Medicaid Bulletin dated December
9, 2015 - Charge Limits
01-01-16 Appendix 1 21 Added edit code 527
12-01-15 Cover - December 1, 2015 - Replaced manual cover
11-01-15 | Appendix1 | 19,44-47 | « Revised edit code 507, 821, 837, 838, 839
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Clinic Services Provider Manual

CHANGE CONTROL RECORD

Date

Section

Page(s)

Change

10-01-15

1

p
10

e Updated to add SCDHHS alerts
e Updated Provider Participation

10-01-15

6-20
23-38

o Updated Surgical Procedure Codes
e Updated Infusion J-Codes

10-01-15

Appendix 1

1

1
All

4, 20, 23,
27,43

e Updated general instructions

o Updated the following to reflect Medicaid
Bulletin dated June 1, 2015 — ICD-10 Clinical
Modification/ Procedure Coding System
o Added note to general instructions
o Replaced ICD-9 with ICD-CM throughout

section

o Deleted edit codes 102-109, 112-116, 503, 527,

566, 791, 792

09-01-15

26,27

Adding ICD-10-CM diagnosis codes to reflect
Medicaid Bulletin dated June 1, 2015 - ICD-10
Clinical Modification/ Procedure Coding System

09-01-15

o Updated the following sections to reflect
Medicaid Bulletin dated June 1, 2015 — ICD-10
Clinical Modification/ Procedure Coding System:
o Claims Filed via the Web Tool: Use of
Emergency Indicator

o Diagnostic Codes
CMS-1500 Claim From Completion
Instructions, field 21

o Updated SC Medicaid Web-based Claims
Submission Tool to reflect Medicaid Bulletin
dated June 19, 2015 — Claim Submission Web
Portal (Webtool) Enhancement SC Medicaid
Web-based Claims Submission Tool

09-01-15

o1

Adding ICD-10-CM diagnosis codes to reflect
Medicaid Bulletin dated June 1, 2015 - ICD-10
Clinical Modification/ Procedure Coding System

09-01-15

Appendix 1

5 14

o Added edit codes 270 and 271 and updated edit
code 110 to reflect Medicaid Bulletin dated June
1, 2015 — ICD-10 Clinical
Modification/Procedure Coding System

07-01-15

Appendix 3

Updated Copayment Schedule
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Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section Page(s) | Change
03-13-15 3 16-17 e Updated CMS-1500 Claim Form Completion
Instructions
26 o Updated SC Medicaid Web-based Claims
Submission Tool (Web Tool)
03-01-15 Appendix 2 Updated carrier codes
02-01-15 Table of i Updated to insert Surgical Procedure Codes
Contents
01-01-15 Forms Updated Claim Reconsideration form
12-01-14 1 9,10 Updated to reflect Medicaid Bulletin dated October
31, 2014 - Update to Section 1 of All Provider
Manuals
12-01-14 3 Added the following policies:
4-5 « Copayment
29-30 o Claim Reconsideration
12-01-14 Forms Added Claim Reconsideration form
12-01-14 | Appendix 1 6, 50 Updated edit codes 121 and 839
12-01-14 | Appendix 3 1-2 Updated Copayment Schedule
12-01-14 Managed 2 Updated Managed Care Organizations (MCOs) to
Care reflect Medicaid Bulletin dated October 31, 2014 —
Supplement Update to Section 1 of All Provider Manuals
08-01-14 3 3,10 Updated to reflect Medicaid Bulletin dated July 22,
2014 — Coverage of New Screening Services for
Healthy Connections Checkup
08-01-14 4 47 o Deleted High-Tech Radiology Codes
50 o Updated to reflect Medicaid Bulletin dated July
22, 2014 — Coverage of New Screening Services
for Healthy Connections Checkup
08-01-14 Appendix 1 51, 69 o Deleted edit codes 845 and 969
24,48-51, | « Updated edit codes 537, 837-839, 843, 844, and
58 892
07-01-14 2 20-21 Updated to reflect Medicaid Bulletin dated May 23,
2014 - Provider Preventable Conditions Policy
07-01-14 | Appendix 1 15 Updated resolution for edit code 349, 369, 509
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CHANGE CONTROL RECORD

Date Section Page(s) | Change

06-01-14 | Appendix 1 3,12 Updated resolutions for edit codes 079, 227, and 239

06-01-14 Appendix 2 All Updated carrier codes
05-01-14 General 1 Removed DHHS county office listing
Table of
Contents
05-01-14 5 1 o Replaced reference to county office listing with
the Where To Go for Help web address
5 e Removed DHHS county office listing

05-01-14 | Appendix 1 1,2,4, | Updated edit codes 007, 052, 079, 715, 719, 837, 839,
45,46, | 977,984

62, 64,
92, 93

04-01-14 1 6, 23,25 | « Updated the following sections to reflect
Medicaid Bulletin dated December 3, 2013 —
Discontinuation of Edit Correction Form

o Updated the following sections:

29-31 o Program Integrity

32 o Recovery Audit Contractor

33 o Beneficiary Oversight

37 o Fraud

39 o Referrals to the Medicaid Fraud Control Unit
o Updated acronym for U.S. Department of

41-44 Health and Human Services, Office of
Inspector General (HHS-OIG)

04-01-14 2 o Updated the following sections to reflect
Medicaid Bulletin dated December 3, 2013 —
Discontinuation of Edit Correction Form

4 o Unlisted Injections

25 o Billing Guidelines

15 o Added hyperlink for the fee schedule

04-01-14 3 1-43 « Updated to reflect Medicaid Bulletin dated
December 3, 2013 — Discontinuation of Edit
Correction Form

7-23 o Updated to reflect Medicaid Bulletin dated
November 30, 2013 — Transition to the CMS-
1500 Health Insurance Claim Forms (02/12)
version

23 o Updated Trading Partner Agreement
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Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date

Section

Page(s)

Change

25-26

o Updated SC Medicaid Web-based Claims
Submission Tool (Web Tool)

04-01-14

10

Updated Horry County address

04-01-14

Forms

o Updated Reasonable Effort Documentation and
Duplicate Remittance Advice Request forms

e Removed note on CMS-1500 (02/12) version
claim form

e Removed CMS-1500 (08/05) version claim form
(s)

e Removed Sample Edit Correction Form

e Updated Sample Remittance Advice

04-01-14

Appendix 1

35

o Added edit code 527
o Entire section:

o Updated to reflect Medicaid Bulletin dated
December 3, 2013 — Discontinuation of Edit
Correction Form

o Updated to reflect Medicaid Bulletin dated
November 30, 2013 — Transition to the CMS-
1500 Health Insurance Claim Forms (02/12)
version

04-01-14

TPL
Supplement

6-8
9-10
10-11
13-14
15-16
22-23
30-31

« Updated the following sections to reflect
Medicaid Bulletin dated December 3, 2013 —
Discontinuation of Edit Correction Form:

o Timely Filing Requirements

Reasonable Effort

Nursing Facility Claims

Professional, Institutional, and Dental Claims

Rejected Claims

Recovery

Sample Forms — Reasonable Effort

Sample Forms — ECF (deleted)

O O O O o o o

02-01-14

Cover

January 1, 2014 - Replaced manual cover

02-01-14

Corrected Medicare timely filing requirement

02-01-14

Updated Florence County office telephone number

01-01-14

1,2 11

Updated to reflect the following bulletins:
e Managed Care Organizational Changes dated
November 15, 2013
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CHANGE CONTROL RECORD

Date Section Page(s) | Change

6, 23,25 | « Discontinuation of Edit Correction Forms (ECFs)
dated December 3, 2013

Updated the following sections:

1-2 « Eligibility Determination

4 o South Carolina Health Connections Medicaid card
e South Carolina Web-based Claims Submissions
6 Tool

o Retroactive Eligibility
26 e Program Integrity
29-30 e Recovery Audit Contractor
32 o Beneficiary Explanation of Medical Benefits
32 Program
01-01-14 2 o Updated to reflect the following bulletins:
8 o Managed Care Organizational Changes dated
November 15, 2013
26 o Discontinuation of Edit Correction Forms

(ECFs) dated December 3, 2013
35-36 e Updated Introduction and Qualifications

01-01-14 3 - Updated entire section to reflect the following

bulletins:

« Discontinuation of Edit Correction Forms
(ECFs)s dated December 3, 2013

o Transition to the CMS-1500 Health Insurance
Claim Forms (02/12) version dated November 20,
2014

o Managed Care Organizational Changes dated
November 15, 2013

01-01-14 5 Updated the following sections
1 « Correspondence and Inquiries
3-4 e Procurement of Forms

01-01-14 Forms e Added CMS-1500 (02/12) version claim form

e Added note to CMS-1500 (05/85) version claim
form

o Updated Duplicate Remittance Advice Request
and EFT Authorization Agreement forms
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Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section Page(s) | Change
01-01-14 | Appendix 1 Updated to reflect the following bulletins:
o Discontinuation of Edit Correction Forms
(ECFs)s dated December 3, 2013
e Transition to the CMS-1500 Health Insurance
Claim Forms (02/12) version dated November 20,
2014
o Managed Care Organizational Changes dated
November 15, 2013
01-01-14 Managed Updated to reflect bulletin Managed Care
Care Organizational Changes dated November 15, 2013
Supplement
01-01-14 TPL o Updated to reflect bulletin Transition to the CMS-
Supplement 1500 Health Insurance Claim Forms (02/12)
version dated November 20, 2014
12-01-13 5 12 Updated Orangeburg mailing address zip codes
11-01-13 5 13 Updated York County mailing address
11-01-13 MC 18 Replaced BlueChoice MCO Medicaid card
Supplement
10-01-13 5 13 « Updated Orangeburg office and mailing address
12 e Updated York County office address
10-01-13 | Appendix 1 - e Updated CARCs/RARCs throughout section
5,39 o Added edit codes 110 and 725
69 o Deleted edit code 961
37,42,44 | « Revised edit codes 720, 749, 750, 758, and 759
10-01-13 MC 20 e Added WellCare MCO Medicaid card and contact
Supplement information
09-01-13 4 43 o Added Procedure Codes Requiring Prior
Authorization from ICORE Healthcare
09-01-13 5 8 o Updated Darlington County zip code
10 e Updated Laurens County phone number
13 o Updated York County office address
08-01-13 5 13 e Updated York County physical address
08-01-13 Appendix 1 1 o Updated resolution for edit code 007
50, 51 o Updated RARC and resolution for edit codes 820
72 and 821
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Clinic Services Provider Manual

CHANGE CONTROL RECORD

Date Section Page(s) | Change
o Deleted edit codes 954, 955, and 956
08-01-13 Appendix 2 All Updated carrier codes
07-01-13 5 6 « Updated Colleton County office telephone
number
9 o Deleted Newberry County PO Box address
06-01-13 5 10 o Updated Richland county office telephone
number
06-01-13 Appendix 1 | 5,11, 15, | « Updated resolutions for edit codes 107, 219, 339
33,40 673,720
30 o Deleted edit code 577
04-01-13 1 6 Corrected the URL for MedicaidelLearning.com
04-01-13 Appendix 1 2 e Changed edit code description reference DMR
and MR/RD to ID/RD for edit code 052
20, 25,28 | « Updated CARCs for edit codes 460, 544, 569
4,39,52, | « Updated resolutions for edit codes 079, 722, 837,
53, 57,59 838, 855, 865, 960
73
50, 51 o Added edit codes 820, 821
67, 69 o Updated edit code 935, 938, 939
04-01-13 Appendix 2 - Updated carrier code list
03-01-13 3 3 o Changed reference to ICF/MR to ICF/1ID
11 o Changed reference to Intermediate Care
Facility/Mentally Retarded to Intermediate Care
Facility/Intellectually Disabled
03-01-13 5 8 Deleted Jasper County PO Box address
03-01-13 Appendix 1 i o Deleted Change Log
2,38,70 | « Changed edit code description references to DMR
and MR/RD to ID/RD for edit codes 052, 053,
712, and 953
38,54,70 | « Updated resolutions for edit codes 714, 851, and
953
03-01-13 Managed 7 Deleted the Department of Alcohol and Other Drug
Care Abuse from agencies exempt from prior
Supplement authorizations
02-01-13 1 18 Updated URL address for the National Correct
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CHANGE CONTROL RECORD

Date Section Page(s) | Change

Coding Initiative (NCCI)

01-01-13 5 5 o Added Chester county Zip+4 code
7 o Updated Greenville PO Box address
01-01-13 Appendix 1 - Added Change Log for section changes
12-03-12 1 6 o Updated web addresses for provider information
and provider training
7-8 o Revised heading and language to reflect new

provider enrollment requirements

27-32 o Updated Program Integrity language (entire
section)

33-41 o Revised heading and language for Medicaid Anti-
Fraud Provisions/Payment Suspension/Provider
Exclusions/Terminations (entire section)

12-03-12 3 10 o Updated National Provider Identifier and

Medicaid Provider Number

16 o Updated fields 17, 17b to add requirement for

referring or ordering provider NPI

22,36,40 | « Updated provider information web addresses
27-28 o Updated Electronic Funds Transfer (EFT)

12-01-12 5 4 o Updated web address for provider information
29 o Updated McCormick county office telephone
number

12-01-12 | Appendix 1 24,26, | e Updated CARCs for edit codes 538, 552, 555,
27,32, 33 561, 562, 563, 636, 637, 690

19, 27, |« Updated resolutions for edit codes 402, 561, 562,

40, 44, 563, 721, 722, 748, 749, 752, 753, 769, 791, 795,
45, 47, 852, 853, 856, 860, 884, 887, 892, 897, 925, 926
49, 50,
55, 56,
57, 59,
60, 61,

12-01-12 TPL 8,9,17 | Updated web addresses for provider information and

Supplement provider training
11-01-12 5 1 Updated Allendale county office address
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Clinic Services Provider Manual

CHANGE CONTROL RECORD

Date

Section

Page(s)

Change

11-01-12

Appendix 2

Updated carrier code list

10-05-12

Forms

Updated Duplicate Remittance Advice Request Form

10-01-12

Replaced back of Healthy Connections Medicaid card

10-01-12

Updated Hospice section to reflect additional services
requiring prior authorization from KePRO per
bulletin dated September 11, 2012

10-01-12

43-48

o Updated the following tables:
o CPT Code Requiring Prior Authorization
Review

o CPT Code Requiring SCDHHS Prior

Authorization Review
o Added the following tables:

o High-Tech Radiology Codes Requiring Prior
Authorization

o PT/OT/ST CPT Codes Requiring Prior
Authorization by KePRO

o Transplant Codes Requiring Prior
Authorization by KePRO

10-01-12

Appendix 1

Updated edit code information through document

09-01-12

4

44

e Removed frequency column from all applicable
tables

e Added J1725 to CPT codes requiring SCDHHS
prior authorization

09-01-12

Corrected Table of Contents

08-01-12

2,8,9,
12, 13,
15, 25, 34

Updated program area contact information to reflect
Medicaid Bulletin dated June 29, 2012

08-01-12

2,8,12,
27

Updated program area contact information to reflect
Medicaid Bulletin dated June 29

08-01-12

1, 40, 43-
44

e Updated program area contact information to
reflect Medicaid Bulletin dated June 29
e Updated hyperlinks
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CHANGE CONTROL RECORD

Date Section Page(s) | Change
12,22, 32
08-01-12 5 1 o Updated program area contact information to

reflect Medicaid Bulletin dated June 29, 2012
e Removed fax request information for SCDHHS
5 forms
e Added SCDHHS forms online order information
e Updated telephone number for Greenville county

7 office
08-01-12 Forms - o Deleted forms 140 and 142
e Updated Duplicate Remittance Advice Request
Form
08-01-12 Appendix 1 - o Updated program area contact information to

reflect Medicaid Bulletin dated June 29, 2012

1,24,60, | « Replaced CARC 141 or CARC Al for edit codes
65, 66- 52, 053, 517, 600, 924-926, 929, 954, 961, 964,

67,70-72 966, 967, 969, 980, 985-987

15, 31,69 | « Added edit codes 349, 590, 978, 990, 991-995

8,10,29, | « Deleted edit codes 166, 205, 573, 574, 593, 596

31

10,11, | e Updated resolution for edit codes 170-172, 171,

14, 34, 48 174, 210, 321, 711, 798

08-01-12 Managed 1-2 e Changed Division of Care Management to Bureau
Care of Managed Care
Supplement 7 o Updated program area contact information to

reflect Medicaid Bulletin dated June 29, 2012

11 e Removed language limiting enroliment to 2500
members
17 o Update contact information for Palmetto

Physician Connections
19 e Added to “Medicaid” to BlueChoice Health Plan

08-01-12 TPL 5, 6, Updated program area contact information to reflect
Supplement | 10,17, 24 | Medicaid Bulletin dated June 29, 2012

07-01-12 Appendix 1 16, 48 e Deleted edit codes 386 and 868
45 e Added edit codes 837, 838, 839

07-01-12 Appendix 2 - Updated carrier codes
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CHANGE CONTROL RECORD

Date Section Page(s) | Change
05-01-12 3 10-11 Updated place of service keys
05-01-12 4 20 Added surgical procedure code D2934
05-01-12 Appendix 1 62 Updated edit code 975
04-01-12 1 4 Replaced South Carolina Healthy Connections card
04-01-12 5 11 o Updated address for Marion County

12 e Updated phone number for Newberry County

02-07-12 Cover - Manual cover updated January 1, 2012
02-07-12 Appendix 1 18 e Updated edit code 402

24 o Updated edit code 544
30 o Updated edit code 636, 637, and 642

02-01-12 3 24 e Added a note regarding The Web Tool
29 e Updated the Remittance Advice -835 Transaction
02-01-12 4 2 o Deleted A4657
- o Updated code Frequencies
02-01-12 5 9 Updated the Fairfield county office number
02-01-12 Appendix 1 18 o Updated edit code 402
30 o Updated edit code 637
42 o Updated edit code 766
49 o Updated edit code 867
01-01-12 1 2-5, 20, | Deleted IVRS Information per “Retirement of Toll
24 Free Eligibility Verification Line” bulletin released
11-18-11
01-01-12 2 9 Deleted IVRS Information per “Retirement of Toll
Free Eligibility Verification Line” bulletin released
11-18-11
01-01-12 3 - o Updated hyperlinks throughout section
30 o Updated EFT information
01-01-12 5 1 Deleted IVRS Information per “Retirement of Toll
Free Eligibility Verification Line” bulletin released
11-18-11
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CHANGE CONTROL RECORD

Date Section Page(s) | Change
01-01-12 Appendix 1 62 o Deleted IVRS Information per “Retirement of
Toll Free Eligibility Verification Line” bulletin
released 11-18-11
- e Updated CARCs and RARCs throughout the
document
01-01-12 Managed 9 Deleted IVRS Information per “Retirement of Toll
Care Free Eligibility Verification Line” bulletin released
Supplement 11-18-11
01-01-12 TPL 2 Deleted IVRS Information per “Retirement of Toll
Supplement Free Eligibility Verification Line” bulletin released
11-18-11
11-01-11 1 24 Updated TPL contact information
11-01-11 3 38, 41, Updated TPL contact information
46-48
11-01-11 TPL 6, 15 e Changed Medicare timely filing requirement to
Supplement two years and six months
12 e Deleted policy to use Medicaid legacy provider
number on the same line as the Medicaid carrier
code
12 o Deleted sample legacy number from UB-04 TPL
Fields table
3,17,19 |« Updated TPL contact information
10-01-11 Appendix 1 14, 29 o Added edit codes 334 and 584
47 e Updated edit code 845
09-14-11 4 16 Deleted procedure code 54161
09-01-11 1 19 Deleted information regarding National Correct
Coding Initiative
09-01-11 5 13 Updated zip code for Spartanburg County office
09-01-11 Appendix 1 | 15,29, 30 | Added edit code 361, 591, 596 and 605
08-01-11 3 - Updated language throughout section to reflect the

current billing policies including claim processing,
claim submission, and copayments
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CHANGE CONTROL RECORD

Date Section Page(s) | Change
08-01-11 Appendix 1 8 Updated edit codes 165 and 166
08-01-11 Appendix 3 1 Updated the copayment schedule per the bulletin
effective July 11, 2011
08-01-11 Managed 1,5 Updated to reflect the new beneficiary copayment
Care requirements in accordance with Public Notice posted
Supplement July 8, 2011
07-01-11 5 13 Deleted PO Box address for the Spartanburg County
Office
07-01-11 Appendix 1 12 « Updated resolution for edit code 300
43 o Added edit codes 840 and 841
56 o Updated Provider Enrollment Contact information
in edit codes 941 and 944
07-01-11 | Appendix 3 1 Updated the copayment schedule per the bulletin
effective July 8, 2011
06-01-11 5 5 Corrected Abbeville County PO Box Zip+4 Code
05-01-11 1 8,11 Added language prohibiting payment to institutions
or entities located outside of the United States
05-01-11 Appendix 1 43 Updated edit code 796
04-01-11 2 8 Deleted “voluntary” from first paragraph of Medicaid
Managed Care section
04-01-11 3 3 Updated Copayment Policy to reflect bulletin dated 3-
16-11
04-01-11 4 2 o Added end stage renal disease code A4657 and
deleted codes A4913 and Q4098
3 o Added dialysis J-code J1750,
6,8,17, |e Added surgical codes 21014, 26113, 64492,
18, 19 65756, 67840, and D2393
04-01-11 5 6 Updated telephone number for Beaufort County
04-01-11 Forms - Updated Electronic Funds Transfer Form
04-01-11 Appendix 3 - Updated copay amounts to reflect bulletin dated

3-16-11
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CHANGE CONTROL RECORD

Date

Section

Page(s)

Change

03-01-11

1

7,9

Updated to reflect Medicaid Bulletin dated February
9, 2011 — Provider Service Center

03-01-11

22

Updated to reflect Medicaid Bulletin dated February
9, 2011 - Provider Service Center

03-01-11

20, 27, 28

Updated to reflect Medicaid Bulletin dated February
9, 2011 - Provider Service Center

03-01-11

Updated to reflect Medicaid Bulletin dated February
9, 2011 - Provider Service Center
Added toll free number for Aiken County

03-01-11

Appendix 1

67

Added SCDHHS Medicaid Provider Service Center
(PSC) information at top of each page in header
section

Made change to Edit Code 990 description

03-01-11

Appendix 2

Updated alpha and numeric carrier code lists to
reflect Web site update on 12/14/10

03-01-11

TPL
Supplement

17

24, 25

o Changed the name of the Provider Outreach Web
site to Provider Enrollment and Education
o Updated the descriptions for Form 130s

02-01-11

Appendix 1

Added edit codes 079 and 080

01-01-11

1

19-20

e Updated the South Carolina Medicaid Web-based
Claims Submission Tool section

e Updated to reflect Medicaid Bulletin dated
December 8, 2010 — Information on NCCI Edits

01-01-11

20, 23,
24, 28
18, 34

23

e Updated electronic remittance package
information

e Updated to reflect Medicaid Bulletin dated
December 10, 2010 — Reporting Patient Liability
on Claims

o Updated to reflect Medicaid Bulletin dated
December 10, 2010 — Requests for Duplicate
Remittance Package

01-01-11

5, 10-15

Added surgical codes 11045-11047, 29914-29916,
31295-31297, 31634, 43753-43757,49418, 64568-
64570, 64611, 65778, 65779, 66174, and 66175

01-01-11

13

Added toll-free telephone number for Saluda county
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CHANGE CONTROL RECORD

Date Section Page(s) | Change
01-01-11 Forms - Added Duplicate Remittance Request Form
01-01-11 | Appendix 1 9 Added edit codes 165 and 166
01-01-11 TPL 8, 10 « Removed references to Dental claims
Supplement 8 e Removed language to contact program areas for

missing carrier codes
10 o Added reference to CMS-1500 for correcting edit
code 151 on the ECF
13 o Added edit code 165 to other TPL-related
insurance edit codes list
15 o Updated Retro Medicare section to include the
following:
o Changed the timely filing requirement from
90 days of the invoice to 30 days
0 Added SCDHHS TPL recovery language
e Updated the Retro Health and Pay & Chase
15 section

12-01-10 Cover - Replaced “Medicaid Provider Manual” with “South
Carolina Healthy Connections (Medicaid)”

12-01-10 | Appendices - Replaced “South Carolina Medicaid” with “South
Carolina Healthy Connections (Medicaid)” in the
headers

12-01-10 | Supplements - Replaced “South Carolina Medicaid” with “South
Carolina Healthy Connections (Medicaid)” in the
headers

11-01-10 | Appendix 1 8 o Edit code 202: added information to Resolution
16 section

32 o Edit codes 421 and 424 deleted

« Edit code 733 information updated in Resolution
51 section: “Adjust the net charge in field” changed
52 from 26 to 29

o Deleted edit code 959

o Deleted edit codes 962 and 963

11-01-10 TPL 3,8,13- | « Updated to reflect Medicaid Bulletin dated July 8,
Supplement | 14, 18-19 2010 — Transfer of the Dental Program
Administration to DentaQuest

6, 15-17 | « Updated to reflect Medicaid Bulletin dated
September 13, 2010 — Changes to the Third Party
Liability Medicare Recovery Cycle
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CHANGE CONTROL RECORD

Date

Section

Page(s)

Change

10-01-10

1

10

Removed all reference to the SCHIP program to
reflect Medicaid Bulletin dated August 19, 2010 -
Changes to the Healthy Connections Kids (HCK)
Program

Updated Program Description section

Updated the SC Medicaid Web-Based Claims
Submission Tool section to reflect Medicaid
Bulletin dated July 8, 2010-Transfer of the Dental
Program Administration to DentaQuest

Updated Freedom of Choice section

10-01-10

5

11

Correct McCormick county office street address

10-01-10

Managed
Care
Supplement

o Ol b Ww

ol
~N w

Removed all references to the SCHIP program to
reflect Medicaid Bulletin dated August 19, 2010 -
Changes to the Healthy Connections Kids (HCK)
Program

Updated Managed Care Overview

Updated Managed Care Organizations and Core
Benefits paragraphs

Updated MCO Program ID card paragraph
Updated MHN Program ID card paragraph
Updated Core Benefits

Updated Exempt Services

Updated Overview

Deleted “Medicaid Managed” from “Current
Medicaid Managed Care Organizations” heading
and following paragraph

09-01-10

20
21

41

Updated the following sections to reflect Medicaid
Bulletin dated July 8, 2010 — Transfer of the Dental
Program Administration to DentaQuest:

Companion Guides

South Carolina Medicaid Web-based Claims
Submission Tool

Claim-Level Adjustments

09-01-10

43

Updated the Procedure Codes Requiring Prior
Authorization section to reflect Medicaid Bulletin
dated July 30, 2010 replacing Qualis Health with
Alliant Health solutions

09-01-10

Removed County Commissioner’s Building from
the Aiken County address
Deleted Dorchester County physical address
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CHANGE CONTROL RECORD

Date Section Page(s) | Change

telephone number
11 e Removed Highway 28 N from the McCormick
County address

09-01-10 | Appendix 1 9 e Added edit code 225
- o Removed all references to the ADA Claim in the
Resolution column

09-01-10 TPL 12 o Updated the Dental Paper Claims section to delete
Supplement paper claims submission instructions and added
the DentaQuest contact information

13 o Updated the Web-Submitted Claims section with
the exception to Dental claims

18 o Updated the TPL Resources section to include the
DentaQuest contact information for TPL
questions
08-01-10 Change - Rearranged section entries for July 1
Control
Record
08-01-10 5 5,8,11- |« Updated the zip codes for Aiken, Edgefield,
13 McCormick, Newberry, and Saluda counties
6 o Updated the address for Barnwell County
e Updated the telephone number for Beaufort
County
08-01-10 | Appendix 1 20 e Deleted edit code 520
51, 52 o Deleted Provider Enrollment e-mail address from
codes 941 and 944
59 o Changed resolution for edit code 994
07-01-10 2 4,5 e Updated Family Planning Waiver section
o Added “Breast and Cervical Cancer Early
Detection Program (Best Chance Network)” and
“Department of Environmental Control”
paragraphs
07-01-10 3 2,7 o Updated Retroactive Eligibility paragraph
o Updated Modifier and Description table
07-01-10 4 1-3 e Added codes 90743 and 90744. Updated code

90747. Added Q4098. Changed code J0295 to
J0295. Added code J2995.
4 o Added codes J7100 and J7110. Omitted code
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CHANGE CONTROL RECORD
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Section

Page(s)

Change

5,6,7,
10, 12,
14, 15,
23, 29,
30, 38, 44

Q4098

e Added codes 10140, 101402, 11423, 11977, and
21931. Omitted codes 25611 and 25620. Added
codes 25606, 25607, 25608, 25609, 29828,
30901, 43257, 58301, 64490, 64491, 64493,
64494, 65855, and 67145. Added J1650, J9033,
J1650, and J9033. Added list of codes 19976,
19977, 58301, 58600, 58615, 68670, and 58671.
Table of Diagnosis codes and diagnosis
descriptions added.

07-01-10

Updated telephone numbers and zip codes for
multiple county offices

07-01-10

Forms

Updated the Consent for Sterilization form

07-01-10

Appendix 1

32
35

o Updated edit code 714
e Updated edit code 738

07-01-10

Appendix 2

21, 22,
25, 63, 89

Changed First Health to Magellan Medicaid
Administration

06-01-10

Managed
Care
Supplement

1
3

17

20, 23, 25

e Updated Managed Care Overview section

o Updated Manage Care Organization (MCQO), Core
Benefits section

o Updated the Managed Care Disenrollment
Process, Overview section

o Updated to reflect Medicaid Bulletin dated March
18, 2010 — Managed Care Organizational
Change

05-01-10

« Removed reference to blank form at the end of
this section.

« Replaced with reference to blank form in the
Forms section of this manual

03-01-10

Cover

Replaced the manual cover

03-01-10

Change
Control
Record

Added Time Limit for Submitting Claims Medicaid
Bulletin date to section 1 and section 3 entries dated
12-01-09

03-01-10

3

3,18

Removed modem as an electronic claims
transmission method

02-01-10

Appendix 1

13
36

o Added New Edit Codes 356, 357, and 358
e Updated Edit Code 738
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CHANGE CONTROL RECORD

Date Section Page(s) | Change
02-01-10 | Appendix 2 All Updated Carrier Code List
01-01-10 3 33 Removed rendering provider requirement from field
19
01-01-10 4 17 o Added the following code to the Infusion Centers
chart: 90657 and 90658
19, 21-27, | « Added the following codes to the Infusion J-
28-37 Codes charts: J0220, J0881, J1300, J1453, J1573,
J1740, 1743, 1750, J1931, J2323, J2353, J2724,
J3315, J3488
21,31 o Changed code J0886 to J0885
e Added new chart for procedure codes that require
43 SCDHHS prior authorization
01-01-10 5 5 o Updated Physical Address for Allendale County
Office
10 e Replaced Jasper County DSS with Jasper County
DHHS
12 e Replaced Orangeburg County DSS with
Orangeburg County DHHS
01-01-10 | Appendix 1 49 Updated edit code 932
12-01-09 1 8 e Updated policy to reflect Medicaid Bulletin dated
November 13, 2009 - Electronic Remittance
Package
25 o Updated Timely Filing for Submitting Claims
section to reflect Medicaid Bulletin dated
November 24, 2009
12-01-09 3 1-2 o Updated Claim Filing Timeliness section to
19, 22-24, reflect Medicaid Bulletin dated November 24,
27-29 2009
o Updated policy to reflect Medicaid Bulletin dated
November 13, 2009 — Electronic Remittance
Package
12-01-09 5 8 Updated the Dorchester County office street address
12-01-09 | Appendix 1 - e Replaced CARC 17 with CARC 16
- e Updated CARC Al
18,19 e Updated codes 509 and 510
20 e Added code 533
11-01-09 | Appendix 2 All Updated carrier code list
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CHANGE CONTROL RECORD

Date Section Page(s) | Change
10-01-09 1 3-4 o Updated the Medicare/Medicaid Eligibility
section to include Qualified Medicare
Beneficiaries (QMBS)
4-6 e Updated SC Medicaid Healthy Connections
language throughout section
e Updated South Carolina Medicaid Bulletins and
Newsletters
26 e Changed heading to Medicare Cost Sharing
10-01-09 2 8 Added Qualified Medicare Beneficiary subsection
10-01-09 5 10 o Updated physical address for Jasper County office
11 e Updated telephone number for Lexington County
office
12 e Updated zip codes for Orangeburg County office
10-01-09 | Appendix 1 3 o Updated edit code 065
60 e Updated edit code 852
09-08-09 Managed 20 Replaced the Absolute Total Care Medicaid
Care beneficiary card sample
Supplement
09-01-09 Managed 21 e Removed all references to CHCcares to reflect
Care with Medicaid Bulletin dated August 3, 2009
Supplement 20, 25 e Updated Absolute Total Care entries as following:
o Changed the company’s name to Absolute
Total Care
o Replaced the beneficiary card samples
o Corrected contact information
08-01-09 5 14 Updated telephone number for York County office
08-01-09 | Appendix 1 3 Updated edit code 062
08-01-09 | Appendix 2 - Updated carrier code list
08-01-09 Bulletin - Corrected bulletin in manual
07-01-09 2 14 Updated Vitamins and Supplements subsection to
include dually eligible beneficiaries
07-01-09 4 2 o Added procedure code A4913 (Syvek Patch) to
reflect Medicaid Bulletin dated June 5, 2009
5,6,10, | e Add the following procedure codes: 19297,
12, 13, 22102, 29827, 45330, 51100-51103, 65782,
15, 16 67041-67043, 67113, 92502
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Date Section Page(s) | Change
41-43 o Added new charts for procedure codes that
require prior authorization
07-01-09 5 6, 12 o Updated address for Bamberg and Orangeburg
County offices
8 o Updated office zip code for Darlington County
9 o Updated telephone number for Fairfield County
office
06-01-09 2 7 Added Managed Care subsection
06-01-09 3 27 Corrected Web site address
06-01-09 TPL 19 Updated Department of Insurance Web site address
Supplement
05-01-09 1 1-6,11 |« Updated to reflect managed care policies and
procedures effective May 1, 2009
2 o Updated the Eligibility subsection
o Added the beneficiary contact telephone number
3 to the South Carolina Healthy Connections
Medicaid Card subsection
5 e Removed the program start date from the SC
Healthy Connections Kids SCHIP Dental
Coverage subsection
28-33 o Updated the Medicaid Program Integrity
subsection
05-01-09 2 7 Updated to reflect managed care policies and
procedures effective May 1, 2009
02-01-09 3 27 Updated link
05-01-09 5 13 Updated telephone number for Union County office
05-01-09 | Appendix 1 43 Deleted edit code 694
05-01-09 | Appendix 2 - Updated list of carrier codes
05-01-09 Managed - Updated supplement to include general policies and
Care procedures effective May 1, 2009
Supplement
04-01-09 1 2,3,8 Updated hyperlinks
04-01-09 2 42,44 o Updated Antibiotic Infusion Therapy procedure
codes
43, 44 o Updated Antibiotic Infusion Therapy procedure

24 of 33




Clinic Services Provider Manual Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section Page(s) | Change
codes
04-01-09 3 4,6,7,9, | Updated hyperlinks
19, 20,
27, 36, 39
04-01-09 4 1,2 o End Stage Renal Disease Clinics Codes - Deleted

codes A4357, 90772; added code 96372

56 e Surgical Procedure Codes — Added code 19301,
deleted code 22526

17 e Infusion Centers — Deleted codes 90760, 90761,
90765, 90766, 90767, 90768, 90772, 90774,
90775; Added 96360, 96361, 96365, 96366,
96367, 96368, 96372, 96374, 96375; updated
description for code 96360

22,23, | e Infusion J-Codes (Alphabetical and Numeric) —

25, 31, Added codes J2791, J1459, J1561, J1568, J1569,
32,35 J1572; corrected description for J2790; updated
description for code J2791
04-01-09 5 11 Updated telephone number for Lexington County
office
03-01-09 4 i Removed blank page after Table of Contents
03-01-09 5 3-4 o Updated hyperlink
8 o Corrected Dorchester County’s Orangeburg Road

telephone number
5,11-13 | « Change DSS to DHHS in addresses for Abbeville,
McCormick, Newberry, and Saluda counties

03-01-09 | Appendix 1 43 o Added new edit codes 693 and 694
72 e Changed edit code 945 Resolution to input
“26”modifier in field 18

03-01-09 Managed 1,7,10, | Updated hyperlinks

Care 17, 23,
Supplement | 25-30, 35
03-01-09 TPL 8,9,19 | Updated hyperlinks
Supplement
02-01-09 4 2 Deleted code A4913
02-01-09 5 5 Updated Allendale County office PO Box zip code
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02-01-09 Forms - Updated Authorization Agreement for Electronic
Funds Transfer (EFT) form
02-01-09 | Appendix 2 - Updated list of carrier codes
01-01-09 1 8 Updated hyperlink for bulletin.scdhhs.gov
01-01-09 5 11 Updated Lee County office address
12-01-08 2 23 e Added the last paragraph to the Reimbursement
Policy section
29 e Deleted sentence from Bulling Guidelines
e Added information to fourth bullet
43 e Added P9036, P9037, P9045, P9046, P9047
45 « Changed the limit of six to five and October 1% to
15"
12-01-08 3 8 o Added information to the description to code 11
9 e Added information to the description to code 99
19 o Revised description for 33a
12-01-08 4 2 S9339 — changed max to 31
3 Deleted codes J1751, J1752
Added codes 90772, Q4098, 15002, 15003, 15004,
15005, 15839, 19302, 22526, 24357, 24358, 24359,
27267, 28108, 30465, 45381, 46946, 50590, 57288,
59871, 65780, 65781, G0260, 90774, 90775, P9036,
P9037, P9045, P9046, P9047, J0894, J2469
11-01-08 1 8 Added e-bulletin information to reflect Medicaid
Bulletin dated August 26, 2008
11-01-08 3 25, 29 Added EFT information to reflect Medicaid Bulletin
dated August 26, 2008
10-01-08 3 32 Changed ECF field 1 to Prov/Xwalk 1D
10-01-08 5 9,13 Updated address for Lake City
Updated phone number for Sumter County office
10-01-08 Forms - Revised ECF example to show update for field 1
10-01-08 | Appendix 1 - Updated edit codes 007, 059, 112, 219, 308, 339, 386,
403, 710, 722, 786, 798, 799, 843, 844, 845, 912,
914, 928, 941, 942, 943, 945, 952
09-01-08 5 6 Updated phone number for Berkeley County office
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Date Section Page(s) | Change
09-01-08 5 10 Updated phone number for Kershaw County office
09-01-08 | Appendix 1 17 Added Edit Code 318
08-01-08 | Appendix 1 3 Updated Edit Code 062
08-01-08 5 7 Deleted PO Box for Chester County
07-01-08 5 11 Deleted PO Box for Lancaster County
07-01-08 Managed 27 Replaced Web site address for BlueChoice
Care
Supplement
06-12-08 3 - Corrected formatting throughout section
06-01-08 3 9, 18,19, | Updated NPI policy and form instructions to reflect
27 May 23, 2008, deadline requiring NP1 only on claims
for typical providers
06-01-08 5 12 Updated telephone number for Orangeburg county
office
06-01-08 Form - Removed sample claim form showing NPI and
Medicaid Provider ID
06-01-08 | Appendix1 | 30,39,42 | « Added new edit code 529
o Deleted NPI warning edits 578, 579, 580, 581,
582, 583, 692
06-01-08 TPL - Updated Example Dental Claim Form Reporting
Supplement Third-Party for Medicare Information to show NPI
only; change/removed sample entries for fields 8, 15,
23, and 49; and added a tooth number to line 4
05-01-08 Managed - Revised supplement to include general policies and
Care procedures effective May 1, 2008 and updated the
Supplement SCDHHS-approved MCO contractors section
04-01-08 5 8 Updated address and phone number for Dorchester
County office
04-01-08 | Appendix1 | 4,13,20, | Added new edit codes 062, 219, 339, 528
33
04-01-08 TPL 2 e Updated reference to Medicaid card name
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Supplement 3,8,15 |« Changed references to location of forms from
Section 5 to Forms section

12 o Updated field numbers for occurrence codes on
UB-04
o Replaced sample ADA form with more attractive
29 version
03-01-08 1 3-5 o Replaced sample Partners for Health Medicaid

card with new Healthy Connections card and
updated card information.

7 o Deleted information about location of supervising
entities — requirements will be included in Section
2 where applicable

03-01-08 3 9-20 e Updated NPI policy and form instructions to
reflect March 1, 2008, deadline requiring NPI on
claims for typical providers (with or without
Medicaid legacy number).

All o Standardized formatting

03-01-08 Forms - Replaced Form 931 with new version dated January
2008

03-01-08 | Appendix 1 59 o Added edit code 808

70 e Revised edit code 943 description and status

(from warning to active)
03-01-08 TPL 9 o Added information on carrier code “CAS” for
Supplement open casualty cases
21-22 o Replaced Form 931 samples with new versions

02-01-08 3 10 o Corrected instructions for field 10b

27, 30 « Standardized references to six-character legacy
Medicaid provider number

02-01-08 5 1 Removed “including Partners for Health” from first
paragraph
02-01-08 Forms - Corrected mailing address for Medicaid Refunds
Form 205
01-01-08 5 10 Updated address for Lancaster County office
01-01-08 Managed 1 e Removed PhyTrust from the list of MHNs
Care 3 e Added Carolina Crescent to the list of MCOs

Supplement
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12-01-07 3 3-4 e Revised copayment section
7 o Bolded sentence
47 o Corrected address
12-01-07 4 All Updated procedure codes throughout section
12-01-07 5 8,10,12 |« Updated addresses for Edgefield, Lancaster and

Oconee County offices
e Updated zip code for Kershaw County

12-01-07 Forms - o Added sample Consent for Sterilization form
(DHHS 1723)

e Added sample CMS-1500 claim form with NDC

e Added sample ECF with NDC information

11-01-07 5 9,10 e Updated telephone numbers for Florence and
Kershaw counties

10 « Updated Horry County address to 1601 11" Ave.,
1% Floor

11-01-07 | Appendix 1 All o Corrected ECF field numbers throughout edit
resolution instructions
« Added new edit code 107

11-01-07 | Appendix 2 All Updated list of carrier code
10-01-07 1 1-2 e Removed PEP information
3 e Added information about managed care
enrollment broker and Managed Care Supplement
4 e Removed managed care sample cards (cards and

other information will appear in the new Managed
Care Supplement).

12 o Clarified that “days” refers to business days
15 o Clarified which sections of manual may contain
PA information
25 o Expanded provider list under Program Integrity
10-01-07 2 7-15 Removed PEP information from Managed Care
section
10-01-07 3 14 e Removed PEP information
50 o Added 90-day time limit for reversing refunds
17 e Updated instructions for field 24J
36 o Updated instructions for ECF field 19
47 e Removed Visit Counts section
10-01-07 | Appendix 1 26 o Corrected description for edit code 502
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38-40, 43, | « Added NPI warning edits 578-583, 692, 943
70
10-01-07 - - Added Managed Care Supplement
10-01-07 TPL 15-17 o Added 90-day time limit for reversing refunds
Supplement e Added information on Part B timely filing
schedule to explain which claims are pulled into
Retro Medicare
07-01-07 1 All Revised policies and procedures throughout section
07-01-07 Forms - Updated DHHS Form 205
07-01-07 | Appendix 2 - Updated list of carrier codes
06-01-07 2 16 Changed reference to location of forms from “Section
5” to “Forms section”
06-01-07 3 - Removed Time Restricted Supplement
06-01-07 3 All e Updated form completion instructions for new
CMS-1500 and Form 130 versions
o Updated ECF and RA descriptions
o Added information about National Provider
Identifier
e Replaced Reference to Forms 110 and 120 with
Form 115
o Clarified retroactive eligibility policy
o Updated ECF correction instructions
e Added CPT and HCPCS ordering information
« Make minor editorial changes throughout section
06-01-07 5 3-4 « Revised “Procurement of Forms” to address new
CMS-1500 version and updated vendor
6-8 information
o Added toll-free number for Berkeley, Charleston
12 and Dorchester county offices
- e Updated phone number for Oconee County
o Split forms and exhibits from Section 5 to create
separate Forms section
06-01-07 Forms - o Updated DHHS forms to add National Provider
Identifier field
o Updated sample claims to new CMS-1500 version
e Updated ECF and remits to new versions
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Date Section Page(s) | Change
o Updated DHHS Form 218
06-01-07 | Appendix 1 - Updated list of edit codes
06-01-07 TPL - o Updated all sample forms and claims with new
Supplement versions
e Updated form completion instructions to match
new form versions
05-01-07 | Appendix 1 - Updated list of edit codes
04-01-07 5 8 Updated phone number for Darlington county office
04-01-07 | Appendix 1 - Updated list of edit codes
04-01-7 Appendix 2 - Updated list of carrier codes
04-01-07 Time - Updated date for mandatory use of revised CMS-
Restricted 1500
Supplement
03-01-07 5 6 Updated Barnwell county office address
03-01-07 Time All Removed all references to NDC quantity and unit
Restricted
Supplement
03-01-07 | Appendix 1 - Updated list of edit codes
02-01-07 TPL 31-32 Updated ECF Samples to show third payer line
Supplement
01-01-07 3 - Added Time Restricted Supplement
01-01-07 5 - Added line “03” to sample ECF for the third payer
declaration
01-01-07 | Appendix 1 9,14 Added Edit Codes 202, 203, 204, 301
01-01-07 | Appendix 2 - Updated list of carrier codes
11-01-06 5 - Updated county office addresses
10-01-06 5 - Updated county office addresses
10-01-06 | Appendix 2 - Updated list of carrier codes
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Date Section Page(s) | Change
09-01-06 5 - Updated county office addresses
09-01-06 | Appendix1 | 10,11,13 |« Updated CARCs for edit codes 504, 561, 562,
15,17,18 563, 636, 923, 940, 949

22,23,24 | « Updated RARCs for edit codes 207, 208, 227,
26, 27, 28 234, 239, 263, 317, 369, 377, 421, 501, 504, 505,
29, 30, 31 507, 508, 515, 541, 545, 553, 564, 570, 672, 674,
32, 35, 36 709, 714, 719, 721, 722, 748, 749

39, 40,41 | « Updated resolutions for edit codes 761, 764, 765
42, 46, 47 768, 769, 771, 772,773, 774

48,49,50 | « Added new edit codes 518, 724

52,58,60 | « Deleted edit code 777

61,62, 63
66, 67
08-01-06 - - Added TPL Supplement
08-01-06 4 21, 30 Updated codes in accordance with 2006 CPT update
08-01-06 5 - Updated Reasonable Effort Documentation form
07-01-06 2 4,37-39 | Updated procedure codes to reflect 2006 CPT updates
3 26
4 17-18
07-01-06 | Appendix 1 | 23,60, 61 | Updated resolutions for edit codes 504, 923, 940
07-01/06 | Appendix 2 - Updated list of carrier codes
04-01-06 | Appendix 1 43 Updated resolution for edit code 735
04-01-06 | Appendix 2 - Updated list of carrier codes
03-01-06 3 4,17,18 | « Changed the Trading Partner Agreement (TPA)
and the Companion Guides Web site references to
www.dhhs.state.sc.us
19 o Changed the Internet Explorer version required
for the Web Tool to 6.0
28 e Added TPL indicators to the ECF field 4
description
28 e Added Injury Code indicators to the ECF field 5
description
42 o Changed address name for refund checks (Form
205) from Division of Finance to Cash Receipts
03-01-06 | Appendix 1 60 Changed resolution for edit code 925
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Date Section Page(s) | Change

02-01-06 | Appendix 1 41 Changed resolution for edit code 721
Updated Authorization Agreement for Electronic

01-01-06 > ) Funds Transfer

v Removed SILVERXCARD sample and program
01-01-06 ! 45 description
01-01-06 | Appendix 2 - Updated list of carrier codes
01-1-06 Appendix 1 67 Added edit code 935
12-1-05 | Appendix 1 70 Added edit code 949
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SECTION 1 GENERAL INFORMATION AND ADMINISTRATION

SOUTH CAROLINA
MEDICAID
PROGRAM

PROGRAM DESCRIPTION The Medicaid program, as established by Title XIX of the
Social Security Act, as amended, provides quality health
care to low income, disabled, and elderly individuals by
utilizing state and federal funds to reimburse providers for
approved medical services. This care includes the
diagnosis, treatment, and management of illnesses and
disabilities.

The South Carolina Department of Health and Human
Services (SCDHHYS) is the single state agency designated
to administer the South Carolina Medicaid program in
compliance with state and federal laws and regulations and
the South Carolina State Plan.

SCDHHS offers a fully capitated Managed Care Program
through Managed Care Organizations. A Primary Care
Case Management/Medical Home Network model is only
available for participants that qualify for the Medically
Complex Children’s Waiver. For more information
regarding this care model, please see the Managed Care
Supplement included with this manual.

The Medicaid Managed Care Organization (MCO)
program consists of contracted MCOs that, through a
developed network of providers, provide, at a minimum, all
services outlined in the core benefit package described in
the MCO contract and MCO Policies and Procedure guide,
for certain eligibility categories. SCDHHS pays MCOs a
per member per month capitated rate, primarily according
to age, gender, and category of eligibility. Payments for
core services provided to MCO members are the
responsibility of MCOs, not the fee-for-service Medicaid
program.

MCOs may elect to provide their members enhanced
services beyond what is offered under traditional fee-for-
service Medicaid.

ELIGIBILITY Applications for Medicaid eligibility may be submitted
DETERMINATION online at apply.scdhhs.gov. The application is also
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SouTH CAROLINA MEDICAID PROGRAM

ELIGIBILITY available for download on the SCDHHS Web site at
http://lwww.scdhhs.gov and can be returned by mail, fax, or

DETER,MlNATION in person. Individuals can continue to apply for Medicaid

(Cont'D.) at outstationed locations such as county health
departments, some federally qualified health centers, most
hospitals, and SCDHHS county eligibility offices.

Individuals who apply for SSI through the Social Security
Administration and are determined eligible are
automatically eligible for Medicaid.

For certain programs, Medicaid eligibility may be
retroactive for a maximum of three months prior to the
month of application when the applicant received medical
services of the type covered by Medicaid and the applicant
would have met all eligibility criteria had the application
been filed at the time. A child born to a woman eligible for
Medicaid due to pregnancy is automatically entitled to
Medicaid benefits for one year provided that the child
continues to reside in South Carolina.

Not all Medicaid beneficiaries receive full coverage. Some
beneficiaries may qualify under the categories of limited
benefits or emergency services only. Questions regarding
coverage for these categories should be directed to the
SCDHHS Provider Service Center (PSC) at 1-888-289-
0709. Providers can also submit an online inquiry at
http://scdhhs.gov/contact-us. A provider service
representative will then respond to you directly with
additional information about these categories.

Providers may verify a beneficiary’s eligibility for
Medicaid benefits by utilizing the South Carolina Medicaid
Web-based Claims Submission Tool or an eligibility
verification vendor. Additional information on these
options is detailed later in this section.

Certain services will require prior approval and/or
coordination through the managed care provider. For
questions regarding the Managed Care program, please
visit the SCDHHS Web site at http://scdhhs.gov to view
the MCO Policy and Procedure Guide.

More information about managed care can also be found in
the Managed Care Supplement included with all provider
manuals.
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SouTH CAROLINA MEDICAID PROGRAM

ENROLLMENT SCDHHS provides enrollment counseling services to
Medicaid beneficiaries through a contract with a private

COUNSELING SERVICES vendor. Services are provided under the program name
“South Carolina Healthy Connections Choices.” The
function of the enrollment counselor is to assist Medicaid-
eligible members in the selection of the best Medicaid
health plan to suit individual/family needs. For additional
information, visit http://www.SCchoices.com or contact
South Carolina Healthy Connections Choices at (877) 552-
4642.

MEDICARE / MEDICAID Medicaid beneficiaries who are also eligible for Medicare

ELIGIBILITY benefits are commonly referred to as “dually eligible.”
Providers may bill SC Medicaid for Medicare cost sharing
for Medicaid-covered services for dually eligible
beneficiaries. Some dual eligibles are also Qualified
Medicare Beneficiaries (QMB). If the dually eligible
beneficiary is also a QMB, providers may bill SC Medicaid
for Medicare cost sharing, for services that are covered by
Medicare without regard to whether the service is covered
by SC Medicaid. Reimbursement for these services will be
consistent with the SC State Medicaid Plan.

Please refer to Section 3 of this manual for instructions
regarding billing procedures for dually eligible
beneficiaries. For instructions on how to access beneficiary
information, including QMB status, refer to the Medicaid
Web-Based Claims Submission Tool (the Web Tool),
explained later in this section.

In the Web Tool, the Eligibility or Beneficiary Information
section will indicate “Yes” if the beneficiary is a Qualified
Medicare Beneficiary.

Note: Pharmacy providers should refer to Section 2 of
the Pharmacy Services Provider Manual for more
information on coverage for dually eligible
beneficiaries.
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SouTH CAROLINA Medicaid beneficiaries are issued a plastic South Carolina

HEALTHY CONNECTIONS Healthy Connections Medicaid card. Only one person’s
name appears on each card. If more than one family

MEDICAID CARD member is eligible for Medicaid, the family receives a card
for each eligible member. In addition to the member’s
name, the front of the card includes the member’s date of
birth and Medicaid Member Number. Possession of the
plastic card does not guarantee Medicaid coverage. Failure
to verify eligibility prior to providing a service leaves the
provider at risk of providing services to an ineligible
individual.

As of August 1, 2016, SCDHHS announced the release of
a new South Carolina Healthy Connections Medicaid
card. The new card will no longer contain a magnetic data
strip. The new cards will be issued to newly enrolled
beneficiaries and current beneficiaries who request
replacement cards. All active beneficiaries prior to August
1, 2016, will continue to use their current Medicaid card
until further notice.

Providers shall accept all versions of the existing cards:
cards with a magnetic data strip and the blue Healthy
Connections Checkup card. All providers are encouraged
to use the Web Tool to check eligibility. For additional
information about the Web Tool, please refer to South
Carolina Medicaid Web-Based Claims Submissions Tool
(Web Tool) later in this section.

The following are examples of valid South Carolina
Healthy Connections Medicaid cards:

irathe goginng i Ly £ et Do
THIS CARD) CsDES MOT GLARANTEE ELSGIBILITY

Amere Prirwadens
Caill el 0 1T b i B et it e wiell primachin kL (i

Healthy Connections )’ gy

Carry T CaG e yos, 80 ol T nd proaened & i h T o T00Ten 8 oAl LT e o
o GO, PRIy, S RAL 4
. il Tt e M et i e et el W el e g D
L0 el o GG F g et et T ] MR il
0 1S5 AL S et ot o Prgandiery Praee my brwon
| B regeterd puincslita Pyl o pdbryar oul 1 L Bl B

SUBSCRIBER MAME
DOB 12/12/2012 |
Medicaid Member Humber: 1234567890

e
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SOuUTH CAROLINA MEDICAID PROGRAM

g 2

SOUTH CAROLINA . South €arolina Healthy Connections
H ea lth Con neCtlonS . THIS CARD DOES NOT GUARANTEE ELIGIBILITY
y Attention Providers:
’ Call 1-888-289-0709 for coverage questions of visit provider.scohhs.gov
Attention Member:
Carry this carc with you at all times and present it each time you recetwe a medical service from
doctor, o )
SUBSCRIBER NAME m;gﬂ?ﬁ;ymmm:dmmwm card. Violators will be prosecuted.
DOB 12/12/2012 Call 1-888-549-0820 if you have questions about Member Services
Medicaid Member Number: 1234567890 o Ieghcn g

\ / \ Toreport possible fraud or abuse coll 1-858-364-3224 /

Stk [ demeeris e TRy e T

South Carolina 9
Health? Connections| | ... ™=

i1 T P i (e e (o e A [ ST iy

AT s VR
vy S e et p e By gred prriered @ rach | o T § rerde s e o
SUBSCRIBER NAME by e e e DR L UL
ol |- O you Py QAn M. Wb v
DOB 12/12/2012 1A b o 4 et Py e
Medicaid Member Number: 1234567890 e e ot
/4 - r

SOUTH CAROLINA

Healthy Connections ":

CHECKUP

The back of the Healthy Connections Medicaid card
includes:

e A toll-free number for providers to contact the
Provider Service Center for assistance

o A toll-free number for the beneficiary if he or she
has questions about enrollment or Medicaid-
covered services
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SouTH CAROLINA MEDICAID PROGRAM

SouTH CAROLINA « A toll-free number for the beneficiary if he or she
HEALTHY CONNECTIONS has questions regarding pharmacy services

MEDICAID CARD (CONT’D.) Providers are urged to report inappropriate use of a
Medicaid card by a beneficiary (such as abuse, card-

sharing, etc.) to the Division of Program Integrity’s toll-
free Fraud and Abuse Hotline at 1-888-364-3224.

Beneficiaries who are enrolled with a Medicaid Managed
Care Organization (MCO) will also be issued an
identification card by the MCO. This MCO-issued card
contains phone numbers for member services and provider
billing issues specific to the managed care plan. Please see
the Managed Care Supplement for samples of cards from
the various managed care plans.

SouTH CAROLINA SCDHHS provides a free tool, accessible through an

) Internet browser, which allows providers to submit claims

MEDICAID WEB-BASED (UB and CMS-1500), attach supporting documentation,

CLAIMS SUBMISSION query Medicaid eligibility, check claim status, offers

TooL (WEB TooL) providers electronic access to their remittance advice, and
the ability to change their own passwords.

Providers interested in using this tool must complete a SC
Medicaid Trading Partner Agreement (TPA) with
SCDHHS and return the signed SC Medicaid TPA
Enrollment Form. Once received, the provider will be
contacted with the Web site address and Web Tool User
ID(s). If a provider utilizes a billing agent and elects to
have the billing agent access their electronic remittance
advice, both the provider and the billing agent must have a
TPA on file. The provider’s TPA must name their billing
agent. The billing agent’s TPA must include the provider’s
name and Medicaid number. For more information
regarding the TPA, refer to Section 3 of this manual.

To learn more about this tool and how to access it, visit the
SC Medicaid Provider Education Web site at:
http://medicaidelearning.com/ or contact the SC Medicaid
EDI Support Center via the SCDHHS Provider Service
Center at 1-888-289-0709. A |listing of training
opportunities is also located on the Web site.

Note: Dental claims cannot be submitted on the Web Tool.
Please contact the dental services vendor at 1-888-307-
6553 for billing instructions.
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SouTH CAROLINA SCDHHS Medicaid alerts, bulletins and newsletters are
distributed electronically through e-mail and are available

MEDICAID ALERTS, online at the SCDHHS Web site.

BULLETINS AND o o

NEWSLETTERS To ensure that you receive important SC Medicaid

information, visit the Web site at http://www.scdhhs.gov/
or enroll to receive alerts, bulletins and newsletters via e-
mail, go to bulletin.scdhhs.gov to subscribe.
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PROVIDER
ENROLLMENT

PROVIDER PARTICIPATION The Medicaid program administered by the South Carolina
Department of Health and Human Services (SCDHHYS) is
considered to be a covered entity under the Health
Insurance Portability and Accountability Act of 1996
(HIPAA), Public Law 104-191.

Provider participation in the Medicaid program is
voluntary. To participate in the Medicaid program, a
provider must meet the following requirements:

e Complete an online provider enrollment application
and agreement and submit any necessary supporting
documentation. Certain provider types, depending
on the type of service provided, are required to sign
a contractual agreement in addition to the provider
enrollment agreement.

e Accept the terms and conditions of the online
application by electronic signature, indicating the
provider’s agreement to the contents of the
participation agreement, the Electronic Funds
Transfer Agreement, W-9 and Trading Partner
Agreement.

e« Be licensed by the appropriate licensing body,
certified by the standard-setting agency, and/or
other pre-contractual approval processes established
by SCDHHS.

o If eligible, obtain a National Provider Identifier
(NPI) and share it with SCDHHS. Refer to https://
nppes.cms.hhs.gov for additional information about
obtaining an NPI.

e« Be enrolled in the South Carolina Medicaid
program and receive official notification of
enrollment. This also applies to providers wanting
to contract with one or all of the South Carolina
Medicaid managed care organizations.

o Continuously meet South Carolina licensure and/or
certification requirements of their respective
professions or boards in order to maintain Medicaid
enrollment.
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PROVIDER PARTICIPATION e Comply with all federal and state laws and
(CONT’D ) regulations currently in effect as well as all policies,

procedures, and standards required by the Medicaid
program.

e Medicaid will not provide any payments for items
or services provided under the State Plan or under a
waiver to any financial institution or entity located
outside the United States.

All rendering providers must be enrolled in the Medicaid
program. Enrolled providers are prohibited from allowing
non-enrolled providers use of their Medicaid ID
number/NPI number in order for non-participating
providers to be reimbursed for services. Claims for
Medicaid reimbursement submitted under a Medicaid ID
number or NPl number other than that of the ordering,
referring or rendering provider will be considered invalid
and may result in a program integrity investigation and/or
recoupment of the Medicaid payment. As required by 42
CFR 455.440, all claims submitted for payment for items
and services that were ordered or referred must contain the
NP1 of the physician or other professional who ordered or
referred such items or services.

A provider must immediately report any change in
enrollment or contractual information (e.g., mailing or
payment address, physical location, telephone number,
specialty information, change in group affiliation,
ownership, etc.) to SCDHHS Provider Service Center
within 30 days of the change. Failure to report this change
of information promptly could result in delay of payment
and/or termination of enrollment. Provider Enrollment
inquiries to South Carolina Medicaid should be directed as
follows:

Mail: Medicaid Provider Enroliment
PO Box 8809
Columbia, SC 29202-8809
Phone: 1-888-289-0709, Option 4
Fax: 803-870-9022

Extent of Provider Providers have the right to limit the number of Medicaid
Participation patients they are willing to treat within their practice;
however, providers may not discriminate in selecting the
Medicaid beneficiaries they will treat or services they will
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PROVIDER ENROLLMENT

Extent of Provider render. A provider may not refuse to furnish services

Participation (Cont'd.) covered under Medicaid to an eligible individual because
of a third party’s potential liability for the service(s). A
provider who is not a part of a Managed Care
Organization’s network may refuse service to a Medicaid
MCO member.

A provider and a beneficiary (or the beneficiary’s guardian
or representative) should determine before treatment is
rendered whether the provider is willing to accept the
beneficiary as a Medicaid patient. In an emergency, or if a
provider cannot determine that a patient is Medicaid-
eligible at the time service is rendered, the provider should
meet with the beneficiary (or the beneficiary’s legal
guardian or representative) at the earliest possible date to
determine whether the provider is willing to accept the
beneficiary as a Medicaid patient for the previously
rendered service. To avoid disputes or misunderstandings,
providers are encouraged to document the details of their
provider-patient agreement in the patient’s record.

In furnishing care to beneficiaries who are participating in
a Medicaid managed care option, all providers are required
to comply with the benefit requirements specified by the
applicable managed care program with respect to issues
such as the extent of approvals for referrals, etc. Specific
questions may be addressed directly with the MCO.

Once a provider has accepted a beneficiary as a Medicaid
patient, it is the responsibility of the provider to deliver all
Medicaid-covered services throughout the course of
treatment. The policy section of this manual may include
clarification of specific program policies.

Non-Discrimination All Medicaid providers are required to comply with the
following laws and regulations:

o Title VI of the Civil Rights Act of 1964 that
prohibits any discrimination due to race, color, or
national origin (45 CFR Part 80)

o Title V, Section 504 of the Rehabilitation Act of
1973, 29 U.S.C. 794 that prohibits discrimination
on the basis of handicap (45 CFR Part 84)

e The Americans with Disabilities Act of 1990 that
prohibits discrimination on the basis of disability
(28 CFR Parts 35 & 36)
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Non-Discrimination e The Age Discrimination Act of 1975 that prohibits
(Cont'd.) discrimination on the basis of age (45 CFR Parts 90
and 91)

Service Delivery

Freedom of Choice Except as otherwise specified in this manual, a Medicaid
beneficiary has the right to choose any provider who is
both a participant in the Medicaid program and willing to
accept the beneficiary as a patient.

However, once a beneficiary exercises his or her freedom
of choice by enrolling in a Medicaid MCO, the beneficiary
is required to follow that MCQ’s requirements (e.g., use of
designated primary  and specialist ~ providers,
precertification of services, etc.) for the time period during
which the beneficiary is enrolled in the MCO.

Medical Necessity Medicaid will pay for a service when the service is covered
under the South Carolina State Plan and is medically
necessary. “Medically necessary” means that the service
(the provision of which may be limited by specific manual
provisions, bulletins, and other directives) is directed
toward the maintenance, improvement, or protection of
health or toward the diagnosis and treatment of illness or
disability. A provider’s medical records or other
appropriate documentation for each beneficiary must
substantiate the need for services, must include all findings
and information supporting medical necessity and
justification for services, and must detail all treatment
provided. Medicaid will not provide any payments for
items or services provided under the State Plan or under a
waiver to any financial institution or entity located outside
of the United States.
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RECORDS/
DOCUMENTATION
REQUIREMENTS

GENERAL INFORMATION As a condition of participation in the Medicaid program,
providers are required to maintain and provide immediate
access to original and electronic medical records, including
associated audit trails. Record means any document or
electronically stored information including writings,
drawings, graphs, charts, photographs, sound recordings,
images, and other data or data compilations, stored in any
medium from which information can be obtained either
directly or, if necessary, after translation by the provider
into a reasonably usable form that allows the ability to
review the record.

SCDHHS does not have requirements for the media
formats for medical records. Providers must have and
maintain a medical record system that insures that the
record may be accessed and retrieved immediately. That,
for the purposes of reviewing, copying, and reproducing
documents, access shall be allowed to all records
concerning services and payment to SCDHHS, the State
Auditor’s Office (SAO), the South Carolina Attorney
General’s Office (SCAG), the United States Department of
Health and Human Services (HHS), Government
Accountability Office (GAO), and/or their designee during
normal business hours.

SCDHHS will accept electronic records and clinical notes
in accordance with the Uniform Electronic Transactions
Act (S.C. Code Ann. 88 26-6-10 et seq.) and the Health
Insurance Portability and Accountability Act (HIPAA)
electronic health record requirements. Furthermore,
providers must comply with the provisions of the Health
Insurance Portability and Accountability Act of 1996
(HIPAA), Public Law 104-191.

A provider is defined as an individual, firm, corporation,
association or institution which is providing, or has been
approved to provide, medical assistance to a beneficiary
pursuant to the State Medical Assistance Plan and in
accord with Title XIX of the Social Security Act of 1932,
as amended.
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GENERAL INFORMATION Records are considered to be maintained when:

(CoNT'D.) « They fully disclose the medical necessity for
treatment and the extent of services provided to
Medicaid beneficiaries

e« All required documentation is present in
beneficiaries’ records before the provider files
claims for reimbursement, unless program policy
otherwise states

o Beneficiary medical, fiscal and other required
records and supporting documentation must be
legible

A provider record or any part thereof will be considered
illegible if at least three (3) medical or other professionals
in any combination, who regularly perform post payment
reviews, are unable to read the record or determine the
extent of services provided. An illegible record will be
subject to recoupment.

Medicaid providers must make records immediately
accessible and available for review during a provider’s
normal business hours or as otherwise directed, with or
without advance notice by authorized entities and staff as
described in this section. An authorized entity may either
copy, accept a copy, or may request original records. Any
requested record(s) is deemed inaccessible if not
immediately available when requested by an authorized
entity. Unless otherwise indicated, the medical record shall
be accessible at the provider’s service address as
documented by the SCDHHS provider enrollment record.
If the requested records are not available, they must be
made available within two (2) hours of the authorized
entity’s request, or are otherwise deemed inaccessible. It is
the responsibility of the provider to transport/send records
to the place of service location as documented by the
SCDHHS provider enrollment record.

The following requirements apply to retention of records
for Medicaid purposes only; other state or federal rules
may require longer retention periods. That for Medicaid
purposes all fiscal and medical records shall be retained for
a minimum period of five (5) years after last payment was
made for services rendered, except that hospitals and
nursing homes are required to retain such records for six
(6) years after last payment was made for services
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General Information rendered. If any litigation, claim, audit, or other action

(Cont'd.) involving the records has been initiated prior to the
expiration of the appropriate retention period the records
shall be retained until completion of the action and
resolution of all issues which arise from it or until the end
of the appropriate retention period, whichever is later.

Providers may contact the Provider Service Center or
submit an online inquiry at http://scdhhs.gov/contact-us for
specific information regarding documentation requirements
for services provided.

Signature Policy For medical review purposes, Medicaid requires that
services provided/ordered be authenticated by the author.
Medical documentation must be signed by the author of the
documentation except when otherwise specified within this
policy. The signature may be handwritten, electronic, or
digital. Stamped signatures are unacceptable.

Handwritten Signature A handwritten signature is a mark or sign by an individual
on a document signifying knowledge, approval, acceptance
or obligation.

o If the signature is illegible, SCDHHS shall consider
evidence in a signature log to determine the identity
of the author of a medical record entry.

e An order must have a signature which meets the
signature requirements outlined in this section.
Failure to satisfy these signature requirements will
result in denial of related claims.

o A stamped signature is unacceptable.

Signature Log Providers may include a signature log in the documentation
they submit. This log lists the typed or printed name of the
author associated with the illegible initials or signature.

Electronic Signatures Providers using electronic signatures need to realize that
there is a potential for misuse with alternative signature
methods. The system needs to have software products that
are protected against modification and that apply adequate
administrative procedures that correspond to recognized
standards and laws. The individual whose name is on the
alternate signature method and the provider are responsible
for the authenticity of the information for which an
attestation has been provided.
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Electronic Signatures Acceptable Electronic Signature Examples:
(Cont'd.) e Chart “‘Accepted By’ with provider’s name

o ‘Electronically signed by’ with provider’s name

e “Verified by’ with provider’s name

o ‘Reviewed by’ with provider’s name

o ‘Released by’ with provider’s name

e ‘Signed by’ with provider’s name

o ‘Signed before import by’ with provider’s name

e ‘Signed: John Smith, M.D.” with provider’s name

o Digitized signature: Handwritten and scanned into
the computer

e ‘This is an electronically verified report by John
Smith, M.D.’

e ‘Authenticated by John Smith, M.D’

e ‘Authorized by: John Smith, M.D’

o ‘Digital Signature: John Smith, M.D’

e ‘Confirmed by’ with provider’s name

e ‘Closed by’ with provider’s name

o ‘Finalized by’ with provider’s name

o ‘Electronically approved by’ with provider’s name

o ‘Signature Derived from Controlled Access
Password’

Date The signature should be dated. However, for review
purposes, if there is sufficient documentation for SCDHHS
to determine the date on which the service was
performed/ordered then SCDHHS may accept the signature
without a date.

The only time it is acceptable for an entry to not be signed
at the time of the entry is in the case of medical
transcription.

Exceptions There are some circumstances for which an order does not
need to be signed. For example, orders for clinical
diagnostic tests are not required to be signed. The rules in
42 CFR 410 and Pub. 100-02, chapter 15, section 80.6.1,
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Exceptions (Cont'd.) state that if the order for the clinical diagnostic test is
unsigned, there must be medical documentation by the
treating physician (e.g., a progress note) that he/she
intended the clinical diagnostic test be performed. This
documentation showing the intent that the test be
performed must be authenticated by the author via a
handwritten or electronic signature.

DISCLOSURE OF As of April 14, 2003, for most covered entities, health care
providers are required to comply with privacy standards of

INFORMATION BY the Health Insurance Portability and Accountability Act of

PROVIDER 1996 (HIPAA), Public Law 104-191, which includes
providing all patients and/or clients with a Notice of
Privacy Practices. The Notice should include sufficient
information to disclose to each Medicaid patient/client the
provider’s intent to release any medical information
necessary for processing claims, including Medicaid
claims. Providers who have not issued their patients/clients
a Notice of Privacy Practices should obtain authorization to
release such information to SCDHHS. The authorization
must be signed and dated by the beneficiary and must be
maintained in the patient’s/client’s record.

Once a Notice of Privacy Practices is acknowledged by the
Medicaid beneficiary, or the beneficiary’s authorization to
release information is obtained, a provider who uses hard-
copy claim forms that require the patient’s signature is no
longer required to have each claim form signed by the
beneficiary. Providers who file claims electronically are
required under their Trading Partner Agreement (TPA) to
ensure ready association of electronic claims with an
acknowledged Notice of Privacy Practices or a signed
statement from the beneficiary consenting to the release of
information necessary to process claims.

Certain medical services may be subject to more stringent
rules or regulations governing the disclosure of information
than others. However, if a provider is unable to release
information necessary for Medicaid claims processing due
to the lack of proper Notice or authorization from the
beneficiary, payment may be denied and/or previous
payments may be recouped. Consequently, providers who
are concerned about releasing patient information to
SCDHHS are advised to obtain specific written
authorization from the Medicaid patient/client.
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SAFEGUARDING Federal regulations at 42 CFR Part 431, Subpart F, and
South Carolina Regulations at Chapter 126, Article 1,

BENEFICIARY Subarticle 4, require that certain information concerning

INFORMATION Medicaid applicants and beneficiaries be protected. As a
condition of participation in the Medicaid program, all
providers must agree to comply with the federal laws and
regulations regarding this protection, by execution of either
a contract or a provider enrollment agreement. Questions
regarding access to protected information should be
referred to the PSC. Provider can also submit an online
inquiry at http://scdhhs.gov/contact-us to request additional
information.

Beneficiary information that must be protected includes but
is not limited to the following:

o Name and address
o Medical services provided
« Social and economic circumstances

e Medical data, including diagnosis and past history
of disease or disability

e Any information involving the identification of
legally liable third-party resources

e Any information verifying income eligibility and
the amount of medical assistance payments

This information may generally be used or disclosed only
for the following purposes:

o Establishing eligibility
o Determining the amount of medical assistance
e Providing services for beneficiaries

e Assisting in a Medicaid-related investigation,
prosecution, or civil or criminal proceeding

Regarding the release of beneficiary information to
billing/collection agencies, the Centers for Medicare and
Medicaid Services (CMS) has instructed the states that the
requirements for the release of beneficiary information
should parallel the limitations on payments. Agents to
whom payments could be made are allowed to obtain
relevant beneficiary information, since the sharing of that
information is for a purpose directly connected with
Medicaid administration. However, if no payment could be
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SAFEGUARDING made to the agent because the agent’s compensation is tied
to the amount billed or collected, or is dependent upon the

BENEFICIARY , collection of the payment, then Medicaid is not allowed to

INFORMATION (CONT'D.) release beneficiary information to that agent.

Note: The manner in which the Medicaid program
deals with the agent is determined primarily by the
terms of the agent’s compensation, not by the
designation attributed to the agent by the provider.
Agents or providers who furnish inaccurate,
incomplete, or misleading information to SCDHHS
regarding agent compensation issues may face

sanctions.
Confidentiality of Alcohol Federal law requires providers to observe more stringent
and Drug Abuse Case rules when disclosing medical information from the
Records records of alcohol and drug abuse patients than when

disclosing information concerning other Medicaid
beneficiaries. Federal regulations govern the information
that must be protected in such cases and the circumstances
under which this information may be disclosed. These
regulations may be found at 42 CFR Part 2.

SPECIAL / PRIOR Certain medical services must be authorized by SCDHHS
(or its designee) prior to delivery in order to be

AUTHORIZATION reimbursable by Medicaid. Some of the services that are
specifically subject to prior authorization and approval are
as follows:

e Services provided outside of the South Carolina
Medicaid Service Area (SCMSA). The SCMSA is
South Carolina and adjacent areas within 25 miles
of its borders. Providers should contact the PSC or
submit an online inquiry for prior authorization
guidelines.

e Services not routinely covered by Medicaid, or
other services that require prior approval before
payment or before service delivery as a matter of
policy. Please refer to the appropriate section of this
manual, contact the PSC, or submit an online
inquiry for prior authorization guidelines.

« Services for which prepayment review is required.

Refer to program-specific sections of this manual for other
services that must be authorized prior to delivery.
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CHARGE LIMITS Except as described below for free care, providers may
not charge Medicaid more for services to a beneficiary
than they would customarily charge the general public.
Providers should bill their usual and customary charges
and not the Medicaid reimbursement rate. Retroactive
adjustments can only be made up to the billed amount.
Medicaid will generally pay the lower of the established
Medicaid reimbursement rate or the provider’s billed
amount. Medicaid reimbursement is available for covered
services under the State Medicaid Plan that are provided
to Medicaid beneficiaries, regardless of whether there is
any charge for the service to the beneficiary or the
community at large.

BROKEN, MISSED, OR CMS prohibits billing Medicaid beneficiaries for broken,
missed, or cancelled appointments. Medicaid programs

CANCELLED are state-designed and administered with federal policy

APPOINTMENTS established by CMS. Federal requirements mandate that
providers participating in the Medicaid program must
accept the agency’s payment as payment in full. Providers
cannot bill for scheduling appointments or holding
appointment blocks. According to CMS Program Issuance
Transmittal Notice MCD-43-94, broken or missed
appointments are considered part of the overall cost of
doing business.

NATIONAL CORRECT The South Carolina Medicaid program utilizes NCCI edits
CODING INITIATIVE (NCCI) and its related coding policy to control improper coding.

The CMS developed the National Correct Coding
Initiative (NCCI) to promote national correct coding
methodologies and to control improper coding leading to
inappropriate payment. The purpose of the NCCI edits are
to prevent improper payment when incorrect code
combinations or units of service are reported exceeding
what is normally considered to be medically necessary.
NCCI edits identify procedures/services performed by the
same provider for the same beneficiary on the same date
of service.

NCCI consist of two types of edits:

1) NCCI Procedure to Procedure (PTP) edits: These
edits define pairs of HCPCS/CPT codes that
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NATIONAL CORRECT should not be reported together for a variety of
reasons. These edits consist of a column one code

CODlN? INmATIVE (NCCI) and a column two code. If both codes are reported,

(Cont'D.) the column one code is eligible for payment and
the column two code is denied. In some instances
an appropriate modifier may be added to one or
both codes of an edit pair to make the code
combination eligible for payment.

2) Medically Unlikely Edits (MUE): These edits
define for each HCPCS/CPT code the number of
units of service that is unlikely to be correct. The
units of service that exceed what is considered
medically necessary will be denied.

It is important to understand, however, that the NCCI
does not include all possible combinations of correct
coding edits or types of unbundling that exist. Providers
are obligated to code correctly even if edits do not exist to
prevent use of an inappropriate code combination.

Services denied based on NCCI code pair edits or MUES
may not be billed to patients.

The CMS web page http://www.medicaid.gov/Medicaid-
CHIP-Program-Information/By-Topics/Data-and-Systems
/National-Correct-Coding-Initiative.ntml provides overview
information to providers on Medicaid’s NCCI edits and links
for additional information.

MEDICAID AS PAYMENT IN Once a provider has accepted a beneficiary as a Medicaid

FULL patient, the provider must accept the amount established
and paid by the Medicaid program (or paid by a third
party, if equal or greater) as payment in full. Neither the
beneficiary, beneficiary’s family, guardian, or legal
representative may be billed for any difference between
the Medicaid allowable amount for a covered service and
the provider’s actual charge, or for any coinsurance or
deductible not paid by a third party. In addition to not
charging the patient for any coinsurance or deductible
amounts, providers may not charge the patient for the
primary insurance carrier’s copayment. Only applicable
Medicaid copayments and services not covered by
Medicaid may be billed to the beneficiary.

For beneficiaries enrolled in a Medicaid managed care
option, the managed care entity must accept SCDHHS’
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MEDICAID AS PAYMENT IN capitated payment as payment in full for all services
FULL (CONT’D) covered by the capitation arrangement. Managed care

network providers must accept their reimbursement from
the managed care entity as payment in full. Only services
not included in the specified benefits package or not
otherwise covered by Medicaid may be billed to a
beneficiary enrolled in a managed care option.

PAYMENT LIMITATION Medicaid payments may be made only to a provider, to a
provider’s employer, or to an authorized billing entity.
There is no option for reimbursement to a beneficiary.
Likewise, seeking or receiving payment from a
beneficiary pending receipt of payment from the Medicaid
program is not allowed, except where a copayment is
applicable. By virtue of submitting a claim to Medicaid, a
provider is agreeing to accept Medicaid as the payer.

REASSIGNMENT OF In general, Medicaid payments are to be made only to the
CLAIMS enrolled practitioner. However, in certain circumstances
payment may be made to the following:

1. The employer of the practitioner, if the practitioner
is required as a condition of employment to turn
over fees to the employer

2. The facility in which the service is provided, if the
practitioner has a contract under which the facility
submits the claim

3. A foundation, plan, or similar organization
operating an organized health care delivery
system, if the practitioner has a contract under
which the organization submits the claim

4. A business agent. Regulations found at 42 CFR
Part 447, Subpart A, allow Medicaid to make
payment for services to a provider’s “business
agent” such as a billing service or an accounting
firm, only if the agent’s compensation is:

a) Related to the cost of processing the billing

b) Not related on a percentage or other basis to
the amount that is billed or collected

c) Not dependent upon the collection of the
payment
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REASSIGNMENT OF If the agent’s compensation is tied to the amount

, billed or collected or is dependent upon the
CLAIMS (CONT D') collection of the payment, Medicaid is not allowed
to make payment to the agent. Furthermore,
providers are urged to seek advice regarding the
HIPAA (Public Law 104-191) provisions when
entering into such an agreement.

THIRD-PARTY LIABILITY As a condition of eligibility for Medicaid, federal
regulations at 42 CFR Part 433, Subpart D, require
individuals to assign any rights to medical support or
other third-party payment to the Medicaid agency
(SCDHHS) and cooperate with the agency in obtaining
such payments. The South Carolina Code 843-7-420
makes this assignment effective automatically upon
application for Medicaid.

Medicaid providers may obtain information regarding
third-party resources that are known to SCDHHS by
utilizing the South Carolina Medicaid Web-based Claims
Submission Tool. Third-party resources include but are
not limited to health benefits under commercial health
insurance plans, indemnity contracts, school insurance,
Workers’ Compensation, and other casualty plans that
may provide health insurance benefits under automobile
or homeowner’s coverages.

For Medicaid purposes, third-party resources are divided
into two general categories: Health Insurance and
Casualty Insurance.

Health Insurance In general, health insurance may include any individual
accident and health policy or group policy that provides
payment for health care costs. Unless otherwise permitted,
a provider who accepts a Medicaid beneficiary as a patient
is required to request payment from all available third-
party resources prior to billing Medicaid. All third-party
claims filed must be assigned to the provider.

Should the third-party carrier deny payment or reduce
payment to less than the Medicaid approved amount, the
provider may then submit the claim to Medicaid. The
claim filed to Medicaid must be properly completed with
all applicable third-party information entered in the
appropriate fields (see Section 3 or other appropriate
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Health Insurance (Cont'd.) materials for billing instructions). Under the federally
mandated Cost Avoidance program, 42 CFR 8433.139,
claims for certain services to beneficiaries who have
health insurance coverage may automatically reject if the
third-party carrier has not been billed first.

If a claim is rejected for failure to bill third-party
coverage, the provider must submit a new claim with the
correctly coded information that documents payment or
denial of payment by the third-party carrier.

While most claims are subject to coordination of benefits
to ensure Medicaid is the payer of last resort, federal
regulations exempt claims submitted for physicians’
services under the Early & Periodic Screening, Diagnosis,
and Treatment (EPSDT) program, Maternal Health, Title
IV — Child Support Enforcement, and certain Department
of Health and Environmental Control (DHEC) services
under Title V. While providers are encouraged to file with
any liable third party for these claim types, if they choose
not to do so, SCDHHS will pay the claims and bill liable
third parties directly through the Benefit Recovery
program.

Premium Payment Project Through the Premium Payment Project, SCDHHS is able
to pay private health insurance premiums for Medicaid
beneficiaries who are subject to losing coverage due to
non-payment. SCDHHS will pay these premiums when
said payment is determined to be cost effective.

Premium payment is usually cost effective for Medicaid
beneficiaries with chronic medical conditions requiring
long-term treatment such as cancer, end stage renal
disease, chronic heart problems, congenital birth defects,
and AIDS. Depending on the amount of the premium, the
program may also be appropriate for beneficiaries with
short-term costly health needs, such as pregnancy.

Providers of services to participating beneficiaries should
consider Medicaid the payer of last resort and bill any
liable third-party insurance plan prior to billing Medicaid.

Questions regarding the Premium Payment Project or
referrals for beneficiary participation in this project
should be directed to the Third Party Liability- Medicaid
Insurance Verification Services (MIVS) department
by calling (803) 264-6847.
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Casualty Insurance Casualty insurance includes policies that provide payment
for treatment related to an accident or injury. This type of
coverage is most commonly related to incidents such as
auto accidents, and in these cases the injured party is
frequently represented by an attorney.

Unlike health insurance claims, claims involving casualty
insurance are not subject to review under the Cost
Avoidance program. The accident questionnaire is the
primary referral source and is generated by the Medicaid
claims processing system. At times, it is the provider who
identifies a potentially liable third party. If there is
casualty insurance coverage, the provider may pursue the
claim directly with either the beneficiary’s attorney or the
casualty insurance carrier, or file a claim with Medicaid
(provided that the one-year time limit for submission of
claims has not been exceeded).

If the provider files a claim with Medicaid and the claim
is paid, then SCDHHS will pursue reimbursement from
any liable third party.

Provider Responsibilities — A provider who has been paid by Medicaid and
TPL subsequently receives reimbursement from a third party

must repay to SCDHHS either the full amount paid by
Medicaid or the full amount paid by the third party,
whichever is less. Some providers may choose to submit a
repayment check accompanied by a completed Form for
Medicaid Refunds (DHHS Form 205) identifying the
third-party payer. Others providers may decide to submit
a Claim Adjustment Form 130, which will allow them to
void and/or replace a claim that resulted in under or
overpayment. Examples of these forms can be found in
the Forms section of this manual. For detailed information
regarding both of these adjustment processes, please refer
to Section 3 of this manual.

The Medicaid program makes payments to providers on
behalf of beneficiaries for medical services rendered, but
only to the extent that the beneficiary has a legal
obligation to pay. If the beneficiary does not have a legal
obligation to pay, then Medicaid will not make a payment.
This means that if a beneficiary has third party insurance,
including Medicare, SCDHHS’s payment will be limited
to the patient’s responsibility (usually the deductible, co-
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Provider Responsibilities - pay and/or coinsurance.) The Medicaid reimbursement

TPL (Cont'd.) and third party payment cannot exceed the amount the
provider has agreed to accept as payment in full from the
third party payer. A provider must not bill Medicaid for
the difference between the payment received from a third
party and the actual charges if the provider’s third-party
payment was determined under a “preferred provider”
agreement. A “preferred provider” agreement is an
agreement between the provider and the third party payer
that establishes an amount that the provider is agreeing to
accept as payment in full on its claims. Where such an
agreement exists, Medicaid may only coordinate payment
up to the lesser of the Medicaid allowed amount or the
amount the provider has agreed to accept as payment in
full from the third party payer.

The South Carolina Code §43-7-440(B) requires Medicaid
providers to cooperate with SCDHHS in the identification
of any third-party resource that may be responsible for
payment of all or part of the cost of medical services
provided to a Medicaid beneficiary. Upon receiving
knowledge of third-party coverage that is not verified via
the SCDHHS Web Tool, a provider is encouraged to
notify SCDHHS’s Division of Third-Party Liability of
said coverage. The Health Insurance Information Referral
Form may be used for this purpose. This form can be
found in the Forms section of this manual.

The Division of Third-Party Liability must also be
notified in writing if copies of claims submitted to
Medicaid are released to anyone, including the beneficiary
or the beneficiary’s attorney. Before being released, the
documents must clearly indicate that third-party benefits
are assigned to SCDHHS pursuant to state law.

Providers should be aware that in no instance will
SCDHHS pay any amount that is the responsibility of a
third-party resource. If a provider releases copies of
claims submitted to Medicaid and the release of those
documents results in third-party payment being made to
the beneficiary rather than to the provider, SCDHHS will
not reimburse the provider for the amount of the third-
party payment made to the beneficiary.
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TIME LIMIT FOR SCDHHS requires that only “clean” claims received and
entered into the claims processing system within one year

SUBMITTING CLAIMS from the date of service (or date of discharge for hospital
claims) be considered for payment. A “clean” claim is one
that is edit and error-free and can be processed without
obtaining additional information from the provider or
from another third party. This time limit will not be
extended on the basis of third-party liability requirements.
However, the one-year time limit does not apply to
Medicare cost sharing claims or to claims involving
retroactive eligibility.

Medicare Cost Sharing Claims for payment of Medicare cost sharing amounts

Claims must be received and entered into the claims processing
system within two years from the date of service or date
of discharge, or up to six months following the date of
Medicare payment, whichever is later.

Retroactive Eligibility Claims involving retroactive eligibility must meet both of
the following criteria to be considered for payment:

« Be received and entered into the claims processing
system within six months of the beneficiary’s
eligibility being added to the Medicaid eligibility
system AND

e Be received within three years from the date of
service or date of discharge (for hospital claims).
Claims for dates of service that are more than
three years old will not be considered for payment.

To document retroactive eligibility, the provider is
responsible for submitting one of the following
documents with each claim within the above time frames:

e DHHS Form 945, which is a statement verifying
the retroactive determination furnished by the
eligibility worker, or

e The computer-generated Medicaid eligibility
approval letter notifying the beneficiary that
Medicaid benefits have been approved. This can
be furnished by the beneficiary or the eligibility
worker. (This is different from the Certificate of
Creditable Coverage.)
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Retroactive Eligibility SCDHHS will no longer consider claims that exceed the
(Cont'd.) timely filing limits due to the provider being unaware of
the beneficiary’s coverage.

Please refer to Section 2 of the provider manual for any
additional Retroactive Eligibility criteria that may apply.

Payment Information SCDHHS establishes reimbursement rates for each
Medicaid-covered service. Providers should contact the
PSC or submit an online inquiry for additional
information.
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The South Carolina Department of Health and Human
Services ensures the integrity of the Medicaid Program and
seeks to identify and reduce waste, fraud, and abuse in the
use of Medicaid funds through the activities carried out by
the Division of Program Integrity and the Division of
Audits. The purposes of program oversight are to safeguard
against unnecessary, inappropriate, and/or fraudulent use of
Medicaid services, identify excessive or inaccurate
payments to providers, and ensure compliance with the
applicable Medicaid laws, regulations, and policies.

PROGRAM INTEGRITY The Division of Program Integrity conducts post-payment
reviews of all health care provider types including but not
limited to hospitals (inpatient and outpatient) rural health
clinics, Federally-qualified health clinics, pharmacies,
ASCs, ESRD clinics, physicians, dentists, other health
care professionals, speech, PT and OT therapists, CLTC
providers, durable medical equipment providers,
transportation providers, and behavioral and mental health
care providers. Program Integrity uses several methods to
identify areas for review:

e The toll-free Fraud and Abuse Hotline and the
Fraud and Abuse email for complaints of provider
and beneficiary fraud and abuse. The hotline
number is 1-888-364-3224, and the email address is
fraudres@scdhhs.gov.

o Each complaint received from the hotline or email
is reviewed, and if the complaint is determined to
involve either a Medicaid beneficiary or provider, a
preliminary investigation is conducted to identify
any indications of fraud and abuse.

o Referrals from other sources as well as ongoing
provider monitoring that identify aberrant or
excessive billing practices.

o The automated Surveillance and Utilization Review
System (SURS) to create provider profiles and
exception reports that identify excessive or aberrant
billing practices.
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PROGRAM INTEGRITY A Program Integrity review can cover several years’ worth
(CONT’D) of paid claims data. (See “Records/Documentation
' Requirements” in this section for the policy on Medicaid
record retention.) The Division conducts payment reviews,
analysis of provider payments, and review of provider
records, using statistical sampling and overpayment

estimation when feasible, to determine the following:

o Medical reasonableness and necessity of the service
provided

o Indications of fraud or abuse in billing the Medicaid
program

o Compliance with Medicaid program coverage and
payment policies

e Compliance with state and federal Medicaid laws
and regulations

o« Compliance with accepted medical coding
conventions, procedures, and standards

e Whether the amount, scope, and duration of the
services billed to Medicaid are fully documented in
the provider’s records

The Division of Program Integrity (“Program Integrity”) or
its authorized entities, as described under Records
Documentation/Requirements, General Information of
Section 1, conduct both announced and unannounced desk
and field reviews, on-site inspections, and/or investigations
of providers to determine whether the provider is
complying with all applicable laws, rules, regulations, and
agreements. Program Integrity may conduct reviews,
investigations, or inspections of any current or former
enrolled provider, agency-contracted provider, or agent
thereof, at any time and/or for any time period. During
such reviews, Program Integrity staff will request medical
records and related documents (“the documentation”).
Record means any document or electronically stored
information including writings, drawings, graphs, charts,
photographs, sound recordings, images, and other data or
data compilations, stored in any medium from which
information can be obtained either directly or, if necessary,
after translation by the entity into a usable form that allows
authorized entities, described under  Records
Documentation/Requirements, General Information of

1-32



Clinic Services Provider Manual Manual Updated 10/01/16

SECTION 1 GENERAL INFORMATION AND ADMINISTRATION

MEDICAID PROGRAM INTEGRITY

PROGRAM INTEGRITY Section 1, the ability to review the record. Program
(CONT’D ) Integrity or its design_ee(s) may either copy, accept a copy

' or may request original records. Program Integrity may
evaluate any information relevant to validating that the
provider received only those funds to which it is legally
entitled. This includes interviewing any person Program
Integrity believes has information pertinent to its review,
investigation or inspection. Interviews may consist of one
or more Visits.

Program Integrity staff will thoroughly review the records
to determine whether the documentation accurately
represents paid claims and rendered services, and whether
the provider is in compliance with its obligations to the
state Medicaid program. The documentation must
sufficiently disclose the extent of services delivered,
medical necessity, appropriateness of treatment, quality of
care, and the documentation adheres to all applicable
policy requirements. The provider, therefore, must submit a
copy of all requested records by the date requested by
Program Integrity. Providers must not void, replace, or
tamper with any claim records or documentation selected
for a Program Integrity review activity, until the activity is
finalized.

An overpayment arises when Program Integrity denies the
appropriateness or accuracy of a claim. Reasons for which
Program Integrity may deny a claim include, but are not
limited to the following:

o The Program Integrity review finds excessive,
improper, or unnecessary payments have been
made to a provider

e The Provider fails to provide medical records as
requested

o The provider refuses to allow access to records

In each scenario Medicaid must be refunded for the denied
claims.

The provider is notified via certified letter of the post-
payment review results, including any overpayment
findings. If the Provider disagrees with the findings, the
provider will have the opportunity to discuss and/or present
evidence to Program Integrity to support any disallowed
payment amounts. If the parties remain in disagreement
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PROGRAM INTEGRITY following these discussions, the Provider may exercise its
(CONT’D ) right to appeal to the Division of Appeals and Hearings.

If the provider does not contest Program Integrity’s
finding, or the appeal process has concluded, the provider
will be required to refund the overpayment by issuing
payment to SCDHHS or by having the overpayment
amount deducted from future Medicaid payments.
Termination of the provider enrollment agreement or
contract with SCDHHS does not absolve the provider of
liability for any penalties or overpayments identified by a
Program Integrity review or audit.

Sanctions including but not limited to suspension,
termination, or exclusion from the Medicaid program may
result upon the failure of the provider to:

o Allow immediate access to records
o Repay in full the identified overpayment

o Make arrangements for the repayment of identified
overpayments

o Abide by repayment terms

o Make payments which are sufficient to remedy the
established overpayment

In addition, failure to provide requested records may result
in one or more of the following actions by SCDHHS:

o Immediate suspension of future payments
o Denial of future claims
o Recoupment of previously paid claims

Any provider terminated for cause, suspended, or excluded
will be reported to the Centers for Medicare and Medicaid
Services (CMS) and U.S. Department of Health and
Human (HHS) Office of Inspector General (OIG).

PREPAYMENT REVIEW In order to ensure that claims presented by a provider for
payment meet the requirements of federal and state laws
and regulations, a provider may be required to undergo
prepayment claims review. Grounds for being placed on
prepayment claims review shall include, but shall not be
limited to identification of aberrant billing practices as a
result of reviews, investigations, or data analysis performed
by Program Integrity/SUR, or other grounds as determined
by Program Integrity/SUR.
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PREPAYMENT REVIEW Parameters are developed for prepayment review based on
, the specific areas of concern identified in each case. As
(CoNT'D.) : :
part of the prepayment review process, providers are
required to submit paper claims, rather than electronic
claims, along with supporting medical record
documentation (e.g., clinical notes, progress notes,
diagnostic testing results, other reports, superbills, X-rays,
and any related medical record documentation) attached to
each claim for all services billed. This documentation is
used to ascertain that the services billed were billed
appropriately, and according to South Carolina Medicaid
policies and procedures. Services inconsistent with South
Carolina Medicaid policies and procedures are adjudicated
accordingly. Claims submitted initially without the
supporting medical record documentation will be denied.

Additional medical record documentation submitted by the
provider for claims denied as a result of the prepayment
review process is not considered at a later time. A provider
is removed from prepayment review only when determined
appropriate by Program Integrity/SUR. Once removed
from prepayment review, a follow-up assessment of the
provider’s subsequent practice patterns may be performed
to monitor and ensure continued appropriate use of
resources. Noncompliant providers are subject to
administrative sanctions as defined in the rules in South
Carolina Regulations at Chapter 126, Article 4, Subarticle
1.

RECOVERY AUDIT The South Carolina Department of Health and Human
Services, Division of Program Integrity, has contracted
CONTRACTOR with a Recovery Audit Contractor to assist in identifying
and collecting improper payments paid to providers as a
result of billing errors as referenced in 42 CFR 476.71.
Section 6411(a) of the Affordable Care Act, Expansion of
the Recovery Audit Contractor (RAC) Program amends
section 1902(a) (42) of the Social Security Act and requires
States to establish a RAC program to enable the auditing of
claims for services furnished by Medicaid providers.
Pursuant to the statute, these Medicaid RACs must: (1)
identify overpayments; (2) recoup overpayments; and (3)
identify underpayments. The Centers for Medicare &
Medicaid Services (CMS) published the final rule
implementing this provision, with an effective date of
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RECOVERY AUDIT January 1, 2012. States are required to contract with

, Medicaid RACs “in the same manner as the Secretary
CONTRACTOR (CONT D') enters into contracts” with the Medicare Recovery
Auditors. For example, the contingency fee paid to the
Medicaid RAC may not exceed that of the highest fee paid
to a Medicare Recovery Auditor.

Under this rule, State contracts with Medicaid Recovery
Audit Contractors must include the following requirements
(or the State must obtain an exemption from CMS for the
requirement):

o That each Medicaid RAC hires a minimum of 1.0
FTE Contractor Medical Director who is a Doctor
of Medicine or Doctor of Osteopathy licensed to
practice in that State.

Note: SCDHHS has an approved State Plan
Amendment to allow the RAC to have a part-time,
in-state medical director who is also a practicing
physician, in lieu of a 1.0 FTE medical director.

o That each Medicaid RAC also hires certified coders
(unless the State determines that certified coders are
not required for the effective review of Medicaid
claims)

o An education and outreach program for providers,
including notification of audit policies and
protocols

o Minimum customer service measures such as a toll-
free telephone number for providers and mandatory
acceptance of provider submissions of electronic
medical records on CD/DVD or via facsimile at the
providers’ request

« Notifying providers of overpayment findings within
60 calendar days

o A 3 year maximum claims look-back period and

o A State-established limit on the number and
frequency of medical records requested by a RAC.

Note: SCDHHS has an approved State Plan
Amendment to allow the RAC to review claims that
are older than three years. The RAC will only be
allowed to review claims older than three years
upon written permission of the agency.
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RECOVERY AUDIT HMS (Health Management Systems, Inc.) is the current
CONTRACTOR (CONT'D.) Recovery Audl_t Contractor for the SCDHHS Division of
Program Integrity.

BENEEICIARY The Beneficiary Explanation of Medical Benefits Program
allows Medicaid beneficiaries the opportunity to participate

EXPLANATION OF MEDICAL in the detection of fraud and abuse. Each month the

BENEFITS PROGRAM Division of Program Integrity randomly selects several
hundred beneficiaries for whom claims for services were
paid. These beneficiaries are provided with an Explanation
of Medical Benefits that lists all non-confidential services
that were billed as having been delivered to them and
which were paid during the previous 45-day period.
Beneficiaries are requested to verify that they received the
services listed. The Division of Program Integrity
investigates any provider when the beneficiary denies
having received the services.

BENEFICIARY OVERSIGHT The Division of Program Integrity performs preliminary
investigations on allegations of beneficiary fraud and

abuse. This includes, but is not limited to, beneficiaries
who are alleged to have:

o Submitted a false application for Medicaid

o Provided false or misleading information about
family group, income, assets, and/or resources
and/or any other information used to determine
eligibility for Medicaid benefits

e Shared or lent their Medicaid card to other
individuals

o Sold or bought a Medicaid card

o Diverted for re-sale prescription drugs, medical
supplies, or other benefits

o Obtained Medicaid benefits that they were not
entitled to through other fraudulent means

o Other fraudulent or abusive use of Medicaid
services

Program Integrity reviews the initial application and other
information used to determine Medicaid eligibility, and
makes a fraud referral to the State Attorney General’s
Office or other law enforcement agencies for investigation
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BENEEICIARY OVERSIGHT as appropriate. Beneficiary cases will also be reviewed for
(CONT’D) periods of ineligibly not due to fraud but which still may
' result in the unnecessary payment of benefits. In these
cases the beneficiary may be required to repay the
Medicaid services received during a period of ineligibility.

Complaints pertaining to beneficiaries’ misuse of Medicaid
services can be reported using the Fraud and Abuse Hotline
(1-888-364-3224) or fraud email at fraudres@scdhhs.gov.

MEDICAID BENEFICIARY The Division of Program Integrity manages a Beneficiary
) Lock-In Program that screens all Medicaid members
Lock-IN PROGRAM against clinically-vetted criteria designed to identify drug-
seeking behavior and inappropriate use of prescription
drugs. The Beneficiary Lock-In Program addresses issues
such as coordination of care, patient safety, quality of care,
improper or excessive utilization of benefits, and potential
fraud and abuse associated with the use of multiple
pharmacies and prescribers. The policy implements SC
Code of Regulations R 126-425. The Division of Program
Integrity reviews beneficiary claims data in order to
identify patterns of inappropriate, excessive, or duplicative
use of pharmacy services. If beneficiaries meet the lock-in
criteria established by SCDHHS, they will be placed in the
Medicaid Lock-In Program to monitor their drug utilization
and to require them to utilize one designated pharmacy.
Beneficiaries who are enrolled in the Lock-In Program
with an effective date of October 1, 2014 and forward will
remain in the program for two years. The beneficiary has
the opportunity to select a pharmacy and has the right to
appeal. The program also has provisions that allow the
beneficiary to obtain emergency medication and/or go to
another pharmacy should the first pharmacy provider be
unable to provide the needed services.

DIVISION OF AUDITS Medicaid providers, who contract with SCDHHS for
services, including state agencies, may be audited by the
SCDHHS Division of Audits. The SCDHHS Division of
Audits was formed to assist the agency in the management,
assessment, and improvement of agency programs,
services, and operations. The Division of Audits
accomplishes these goals by reviewing and evaluating
programs administered by SCDHHS to determine the
extent to which fiscal, administrative, and programmatic
objectives are met in a cost-effective manner.

1-38


mailto:fraudres@scdhhs.gov

Clinic Services Provider Manual Manual Updated 10/01/16

SECTION 1 GENERAL INFORMATION AND ADMINISTRATION

MEDICAID PROGRAM INTEGRITY

DIVISION OF AUDITS In performing its audits, the Division of Audits follows
(CONT’D) generally accepted auditing standards (GAGAS). The

' Division of Audits performs different types of audits of
Medicaid providers and programs, including:

e Performance audits that provide an independent
assessment of the program outcomes and the
management of resources. These audits address the
effectiveness, efficiency, and adequacy of program
results.

o Audits of contracts with health care providers and
other state agencies to ensure compliance with
contract terms and conditions for Medicaid service
delivery and administration

e Audits to confirm the accuracy and allowability of
costs and other financial information reported to
SCDHHS.

PAYMENT ERROR RATE The South Carolina Medicaid program, along with the
Medicaid programs in other states, is required to comply

MEASUREMENT with the CMS Payment Error Rate Measurement (PERM)
program, which was implemented in federal fiscal year
2007. Each state will be reviewed every three years. PERM
requires states to submit a statistically valid sample of paid
Medicaid claims to a federal contractor, which will review
for compliance with payment rates and state Medicaid
policies, and will determine whether medical necessity for
the service is adequately documented in the medical
record. Providers who are chosen for the sample will be
required to submit all applicable medical records for
review; however, for most providers only one claim will be
chosen for the sample. Providers who fail to send in the
requested documentation will face recoupment of the
Medicaid payment for the claim in question. In addition if
the CMS PERM contractor determines that a Medicaid
claim was paid in error, SCDHHS will be required to
recoup the payment for that claim. PERM will combine the
errors found in each state in order to establish a national
Medicaid error rate.
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FRAUD The South Carolina Medicaid program operates under the
anti-fraud provisions of 42 US Code §1320a-7b. This federal
law relates to both fraud and abuse of the program and
identifies illegal acts, penalties for violations, and the
individuals and/or entities liable under this section.

The Division of Program Integrity carries out SCDHHS
responsibilities concerning suspected Medicaid fraud as
required by 42 CFR Part 455, Subpart A. Program Integrity
will conduct a preliminary investigation and cooperate with
the state and federal authorities in the referral, investigation,
and prosecution of suspected fraud in the Medicaid program.
Suspicion of fraud can arise from any means, including but
not limited to fraud hotline tips, provider audits and program
integrity reviews, RAC audits, data mining, and other
surveillance activities. SCDHHS refers suspected cases of
Medicaid fraud by health care providers to the Medicaid
Fraud Control Unit (MFCU) of the State Attorney General’s
Office for investigation and possible prosecution. SCDHHS
also makes referrals to the Bureau of Drug Control for
suspected misuse or overprescribing of prescription drugs,
especially controlled substances. If a provider suspected of
fraud or abuse is also enrolled in a Medicaid Managed Care
Organization (MCQ), Program Integrity will coordinate the
investigation with the MCO(s) involved. Suspected Medicaid
fraud on the part of a beneficiary is referred to a Medicaid
Recipient Fraud Unit in the State Attorney General’s Office
for investigation.

PAYMENT SUSPENSION Medicaid payments to a provider may be withheld upon
credible allegation of fraud, in accordance with the
requirements in 42 CFR 8455.23.
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Suspension of Provider SCDHHS will suspend payments in cases of a credible
Payments for Credible allegation of fraud. A “credible allegation of fraud” is an
Allegation of Fraud allegation that has been verified by SCDHHS and that comes

from any source, including but not limited to the following:
o Fraud hotline complaints
o Claims data mining

« Patterns identified through provider audits, civil false
claims cases, and law enforcement investigations

SCDHHS has flexibility in determining what constitutes a
“credible allegation of fraud.” Allegations are considered to
be credible when they have indications of reliability based
upon SCDHHS’ review of the allegations, facts, and
evidence on a case-by-case basis.

Notice of Suspension SCDHHS will suspend all Medicaid payments to a provider
after the agency determines there is a credible allegation of
fraud for which an investigation is pending under the
Medicaid program against an individual or entity. Payments
may be suspended without first notifying the provider of the
intention to suspend payments. SCDHHS will send notice of
its suspension of program payments within the following
timeframes:

« Within five business days of suspending the payment,
unless requested in writing by a law enforcement
agency to temporarily withhold such notice

o Within 30 calendar days of suspending the payment,
if requested by law enforcement in writing to delay
sending such notice

The Notice of Payment Suspension will include all
information required to be provided in accordance with 42
CFR 8§455.23.

All suspension of payment actions will be temporary and
will not continue after either of the following:

e SCDHHS or the prosecuting authorities determine
that there is insufficient evidence of fraud by the
provider

o Legal proceedings related to the provider’s alleged
fraud are completed
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Referrals to the Medicaid Whenever an investigation leads to the initiation of a

Fraud Control Unit payment suspension in whole or part, SCDHHS will make a
fraud referral to the South Carolina Medicaid Fraud Control
Unit.

Good Cause not to SCDHHS may find that good cause exists not to suspend

Suspend Payments or to payments, or not to continue a payment suspension

Suspend Only in Part previously imposed on an individual or entity regarding a
credible allegation of fraud, if any of the following are
applicable:

o« Law enforcement officials have specifically
requested that a payment suspension not be imposed
because such a payment suspension may compromise
or jeopardize an investigation;

o Other available remedies implemented by SCDHHS
will more effectively or quickly protect Medicaid
funds;

o SCDHHS determines, based upon the submission of
written evidence by the individual or entity that is the
subject of the payment suspension, that the
suspension should be removed,

o SCDHHS determines that beneficiary access to items
or services would be jeopardized by a payment
suspension for either of the following reasons:

o An individual or entity is the sole community
physician or the sole source of essential
specialized services in a community;

o The individual or entity serves a large number of
beneficiary’s within a medically underserved
area, as designated by the Health Resources and
Services Administration of the U.S. Department
of Health and Human Services.

o Law enforcement declines to certify that a matter
continues to be under investigation;

o SCDHHS determines that payment suspension is not
in the best interests of the Medicaid program.

SCDHHS may also find that good cause exists to suspend
payments in part, or to convert a payment suspension
previously imposed in whole to one only in part, on any
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Good Cause not to individual or entity regarding a credible allegation of fraud,
Suspend Payments or to if any of the following are applicable:

Suspend Only in Part « SCDHHS determines that beneficiary access to items
(Cont'd.) or services would be jeopardized by a payment

suspension for either of the following reasons:

o An individual or entity is the sole community
physician or the sole source of essential
specialized services in a community;

o The individual or entity serves beneficiaries
within a medically underserved area, as
designated by the Health Resources and Services
Administration of the U.S. Department of Health
and Human Services.

o SCDHHS determines, based upon the submission of
written evidence by the individual or entity that is the
subject of a whole payment suspension, that such
suspension should be imposed only in part.

o SCDHHS determines the following:

o The credible allegation focuses solely and
definitively on only a specific type of claim or
arises from only a specific business unit of a
provider; and

o A payment suspension in part would effectively
ensure that potentially fraudulent claims were not
continuing to be paid. If this determination is
made by SCDHHS, it will be documented in
writing.

o Law enforcement declines to certify that a matter
continues to be under investigation.

o SCDHHS determines that payment suspension is not
in the best interest of the Medicaid program.

Even if SCDHHS exercises the good cause exceptions set
forth above, this does not relieve the agency of its obligation
to refer a credible allegation of fraud to the Medicaid Fraud
Control Unit.
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PROVIDER EXCLUSIONS Federal regulations that give States the authority to exclude
providers for fraud and abuse in the Medicaid program are
found at 42 CFR Part 1002, Subparts A and B. Exclusion
means that a health care provider, either an individual
practitioner or facility, organization, institution, business, or
other type of entity, cannot receive Medicaid payment for
any health care services rendered. Exclusions from
Medicaid, as well as the State Children’s Health Insurance
Program (SCHIP), may be the result of:

o Conviction of a criminal offense related to delivery
of services in a health care program

¢ Conviction of health care fraud under either Federal
or State laws

o Conviction of the patient neglect or abuse in
connection with delivery of health care

o Excessive claims or furnishing of unnecessary or
substandard items and services

o Failure to comply with financial responsibilities and
obligations

« Adverse action by a licensing board

Exclusions can be initiated by either federal authorities such
as the U.S. Department of Health and Human Services,
Office of Inspector General (HHS-OIG) or by the State
Medicaid agency. An excluded individual may be a licensed
medical professional, such as a physician, dentist, or nurse,
but exclusion is not limited to these types of individuals. The
ban on Medicaid funding can extend to any individual or
entity providing services that are related to and reimbursed,
directly or indirectly, by a Medicaid program.

In addition, the HHS-OIG and/or SCDHHS may exclude an
entity, including managed care organizations, if someone
who is an owner, an officer, an agent, a director, a partner, or
a managing employee of the entity has been excluded.

Any medical provider, organization, or entity that accepts
Medicaid funding, or that is involved in administering the
Medicaid program, should screen all employees and
contractors to determine whether any of them have been
excluded. Any individual or entity which employs or
contracts with an excluded provider cannot claim Medicaid
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PROVIDER EXCLUSIONS reimbursement for any items or services furnished,
(CONT’D ) authorized, or prescribed by the excluded provider.

Federal regulations further require that any party who is
excluded from participation in Medicare under 42 CFR Part
1001 must also be excluded from the Medicaid program.
Medicaid payment is not available for services furnished
directly by, or under the supervision of, an excluded party.

The HHS-OIG maintains the LEIE (List of Excluded
Individuals and Entities), a database accessible to the general
public that provides information about parties excluded from
participation in Medicare, Medicaid, and all other Federal
health care programs. Visit the HHS-OIG Web site at
http://www.oig.hhs.gov/fraud/exclusions.asp to search and/or
download the LEIE.

SCDHHS also maintains its own list of excluded, South
Carolina-only Medicaid providers (or those with a South
Carolina connection) on our Web site. Visit the Provider
Information page at http://provider.scdhhs.gov for the most
current list of individuals or entities excluded from South
Carolina Medicaid.

PROVIDER TERMINATIONS “Termination” means that the SCDHHS has taken an action
to revoke a provider’s Medicaid billing privileges, the
provider has exhausted all applicable appeal rights or the
timeline for appeal has expired, and there is no expectation
on the part of the provider or SCDHHS that the revocation is
temporary. Under Federal regulations established by the
Affordable Care Act, SCDHHS has established the reasons
under which a provider can be terminated from the Medicaid
program “for cause”; see SCDHHS PE Policy-03,
Terminations.

ADMINISTRATIVE State regulations concerning administrative sanctions in the

SANCTIONS Medicaid program are found in South Carolina Regulations
at Chapter 126, Article 4, Subarticle 1. SCDHHS may
impose one or more of the following sanctions against a
provider who has been determined to have abused the
program:

o Educational intervention
o Post payment review
o Prepayment review

1-46


http://www.oig.hhs.gov/fraud/exclusions.asp

Clinic Services Provider Manual Manual Updated 10/01/16

SECTION 1 GENERAL INFORMATION AND ADMINISTRATION

MEDICAID ANTI-FRAUD PROVISIONS / PAYMENT SUSPENSION / PROVIDER
EXCLUSIONS /TERMINATIONS

ADMINISTRATIVE o Peerreview

SANCTIONS (CONT'D.) « Financial sanctions, including recoupment of
overpayment or inappropriate payment

o Termination or exclusion
o Referral to licensing/certifying boards or agencies

OTHER FINANCIAL The State Attorney General’s Office may also impose

PENALTIES financial pepalties and dgmages against a prt_)vider who _has
been determined to be guilty of fraud or convicted of a crime
related to participation in the Medicaid or Medicare
programs.

The HHS-OIG may also impose civil money penalties and
assessments under the provisions of 42 CFR Part 1003.

FAIR HEARINGS Proposed South Carolina initiated exclusion or termination
from the Medicaid program, as well as recoupment of an
overpayment identified by Program Integrity, may be
appealed within 30 days of imposition of the sanction. (See
“Appeals Procedures” elsewhere in this section.)

Any party who has been excluded or terminated from the
Medicaid program as a result of a similar action by Medicare
may exercise appeal rights as set forth in the written notice
from the HHS-OIG. Appeals to the HHS-OIG shall be
processed in accordance with 42 CFR 1001.2007. A party so
excluded shall have no right to separate appeal before
SCDHHS.

REINSTATEMENT Re-enrollment in Medicaid by formerly excluded providers
is not automatic. The CFR [42 CFR 1002.215(a)] gives states
the right to review requests for reinstatement and to grant or
deny the requests.

Before a request for re-enrollment in Medicaid will be
considered, the provider must have an active, valid license to
practice and must not be excluded from Medicaid or
Medicare by the HHS-OIG.

It is the provider’s responsibility to satisfy these
requirements. If the individual was excluded by the HHS-
OIG, then the individual must first apply to HHS-OIG for
reinstatement and follow any federal requirements.
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REINSTATEMENT (CONT'D.) SCDHHS may deny reinstatement to the Medicaid program
based on, but not limited to, any one or a combination of the
following:

1. The likelihood that the events that led to exclusion
will re-occur.

2. If, since the date of the original exclusion, the
provider has been convicted of fraud related to the
delivery of services in a healthcare program, or has
been convicted or had his license suspended or
revoked due to failure to follow standards of care
and/or patient harm or abuse.

3. If new information is provided that such conduct (as
described above) occurred prior to the date of the
exclusion but was not known to SCDHHS at the
time.

4. If the provider has been excluded or had billing
privileges terminated from Medicaid and/or Medicare
by any state or by the HHS-OIG.

5. Any terms or conditions associated with
reinstatement by the appropriate licensing board or
regulatory agency, or by the HHS-OIG.

6. Whether all fines, overpayments, or any other debts
owed to the Medicaid program have been paid or
arrangements have been made to fulfill these
obligations.

All requests for re-enrollment in Medicaid will be considered
by SCDHHS on an individual basis and on their own merit.

Any appeal of a denial of reinstatement will be in accordance
with SCDHHS appeals policies and procedures as provided
by South Carolina Code of Laws R. 126-150.

A terminated provider will also be required to reapply and be
reenrolled with the Medicaid program if they wish billing
privileges to be reinstated.
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SECTION 1 GENERAL INFORMATION AND ADMINISTRATION

APPEALS

SCDHHS maintains procedures ensuring that all Medicaid
providers will be granted an opportunity for a fair hearing.
These procedures may be found in South Carolina
Regulations at Chapter 126, Article 1, Subarticle 3. An
appeal hearing may be requested by a provider when a
request for payment for services is denied or when the
amount of such payment is in controversy.

The South Carolina Medicaid appeals process is not a
reconsideration or claims review process. It is a formal
process that should be considered as an avenue of last
resort to be used in attempting to resolve or settle a
dispute(s). Providers should contact the PSC or submit an
online inquiry for assistance to resolve or settle a dispute(s)
before requesting an administrative hearing.

In accordance with regulations of SCDHHS, a provider
wishing to file an appeal must request a hearing in writing
and submit a copy of the notice of adverse action or the
remittance advice reflecting the denial in question. Appeals
may be filed:

Online: www.scdhhs.gov/appeals
By Fax: (803) 255-8206
By Mail to:

Division of Appeals and Hearings
Department of Health and Human Services
PO Box 8206

Columbia, SC 29202-8206

The request for an appeal hearing must be made within 30
days of the date of receipt of the notice of adverse action or
30 days from receipt of the remittance advice reflecting the
denial, whichever is later. Hearings will be held in
Columbia unless otherwise arranged. The appellant or
appellant’s representative must be present at the appeal
hearing.
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PROGRAM
REQUIREMENTS

The South Carolina Medicaid Program recognizes all
medical services that are medically necessary, unless
limitations are noted within the policy restrictions of this
manual. The South Carolina Medicaid Program is
restricted to services for eligible beneficiaries provided by
enrolled or contracted providers and rendered within the
South Carolina service area. The South Carolina service
area is usually defined as within 25 miles of the state line.
Services rendered outside the service area are subject to the
outlined prior approval guidelines. All services are subject
to the guidelines and limitations established in this manual.
The South Carolina Medicaid Program recognizes the
services outlined in this manual and will reimburse
providers according to the following definitions of
appropriate Medicaid providers. All other services are
considered non-covered within the South Carolina
Medicaid Program.

REQUIREMENTS FOR Clinic services are described as preventive, rehabilitative,

PARTICIPATION or palliative services that are furnished by a facility that is
not part of a hospital, but is organized and operated to
provide medical care to outpatients. If a facility is owned
by or affiliated with a hospital, it must work independently
from the hospital. Clinic services include those services
furnished at the clinic by or under the direction of a
physician or dentist.

The South Carolina Medicaid Program will reimburse for
services that are medically necessary and provided in a
clinic that is certified by the Centers for Medicare and
Medicaid Services (CMS) and licensed by the state
licensing authority. Clinics are required to contract with the
South Carolina Department of Health and Human Services
(SCDHHS) and must be enrolled as Medicaid providers in
order to receive reimbursement for services, unless
otherwise specified (see Infusion Centers).

The South Carolina Medicaid Program will reimburse for
services provided in the following clinics/centers: End
Stage Renal Disease (ESRD) Clinics, Ambulatory Surgery
Centers (ASC), Outpatient Pediatric AIDS Clinics
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PROGRAM REQUIREMENTS

REQUIREMENTS FOR (OPAC), and Infusion Centers. Policies and procedures
PARTICIPATION (CONT’D.) thaF govern relrn_bursgmem for services provided in these
facilities are outlined in this section.

PRE- AND POST-PAYMENT All Medicaid claims are paid through an automated claims

REVIEW processing system. These claims are subject to pre-
payment edits that may require documentation.
Additionally, post-payment reviews are conducted
regarding utilization, appropriateness, medical necessity,
and other factors. All claims and reimbursements are
subject to post-payment monitoring and recoupment if
review indicates the claim was paid inappropriately or
incorrectly. Providers are required to maintain and disclose
their records in a manner consistent with Section 1 of this
manual. SCDHHS reserves the right to request medical
records at any time for purposes of medical justification
and/or review of billing practices.

MEDICAL RECORDS Patient records must indicate medical necessity.
Documentation in the record must indicate the treatment
process, which includes the service(s) to be provided,
diagnostic procedures, and treatment goals. Goals should
be specific according to patient needs and services to be
rendered.

Medicaid requires providers to obtain authorization from
each patient to release to SCDHHS any medical
information necessary for processing Medicaid claims.
Compliance with this requirement is part of the enrollment
process.

TREATMENT RENDERED The term “South Carolina Medical Service Area”
(SCMSA) refers to the state of South Carolina and areas in

OUTSIDE THE SCMSA North Carolina and Georgia within 25 miles of the South
Carolina state border. Clinics in Charlotte, Augusta, and
Savannah are also considered within the service area and
would not require prior authorization.

The South Carolina Medicaid Program will compensate
medical providers outside the SCMSA in the following
situations:

e A beneficiary traveling outside the SCMSA needs
emergency medical services, and the beneficiary’s
health would be endangered if necessary care were
postponed until his or her return to South Carolina.
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PROGRAM REQUIREMENTS

TREATMENT RENDERED e A physician makes an out-of-state referral because
needed services are not available within the

OUTSII?E THE SCMSA SEMSA.

(ConT'D.)

Out-of-state providers must be licensed by their state’s
licensing authority and must sign an agreement to accept
Medicaid’s reimbursement as payment in full.

INJECTIONS Injectable drugs are covered if the following criteria are
met:

e They are of the type that cannot be self-
administered. The usual method of administration
and the form of the drug given to the patient are
two factors in determining whether a drug should
be considered self-administered. If a form of the
drug given to the patient is usually self-injected
(e.g., insulin), the drug is excluded from coverage
unless administered to the patient in an emergency
situation (e.g., diabetic coma).

e The medical record must substantiate medical
necessity. When both an acceptable oral and
parenteral preparation exist for necessary treatment,
the oral preparation should be used. If parenteral
administration is necessary, the record should
document the reason.

e Use of the drug or biological must be safe and
effective and otherwise reasonable and necessary.
Drugs or biologicals approved for marketing by the
Food and Drug Administration (FDA) are
considered safe and effective for purposes of this
requirement when used for indications specified on
the labeling. FDA-approved drugs are, on occasion,
used for indications other than those specified on
the labeling. Provided the FDA has not specified
such drug use as non-approved, coverage is
determined by considering the generally accepted
medical practice in the community.

Drugs and biologicals that have not received final
marketing approval by the FDA are not covered unless
CMS advises otherwise. For a list of injectable drugs, see
the procedure code list in Section 4.
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PROGRAM REQUIREMENTS

ORPHAN DRUGS An orphan drug is a drug or biological product used for the
treatment or prevention of a rare disease or condition. Prior
approval is required for orphan drugs that are not listed on
the injection code list.

Unlisted Injections If an injection is not listed, procedure code J9999 for
chemo drugs or J3490 for other drugs should be used. The
name of the drug (including the dosage given and the NDC
number) must be attached to the claim with an invoice
indicating the cost of the drug. Medical necessity must also
be documented; the provider should attach a copy of the
physician’s order and the flow sheet to the claim.

Claims billed using J9999 or J3490 without documentation
will be rejected.

A list of injection codes for each program is provided in
Section 4. Separate reimbursement for supplies is not
allowed.

SPECIAL COVERAGE
GROUPS

Family Planning Services Family Planning is a limited benefit program available to
men and women who meet the appropriate federal poverty
level percentage in order to be eligible. Family Planning
provides coverage for physical examinations, Family
Planning services, Family Planning-related services, and
some preventative health screenings. Family Planning
promotes the increased use of primary medical care;
however, beneficiaries enrolled in this program only
receive coverage for a limited set of services. Services
provided to men and women enrolled in Family Planning
that are not specifically outlined below are the sole
responsibility of the beneficiary.

Examinations, Visits, Biennial Physical Examinations,
Family Planning Counseling, and screenings are not
covered in the ASC, ESRD, and Infusion Center Clinic
Settings.

Long Acting Reversible Any LARC billed to SCDHHS by a pharmacy will be
Contraceptives (LARCS) shipped directly to the provider’s office for insertion.
Providers should take extra care to ensure that they bill
Medicaid only for reimbursement of the insertion of the
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PROGRAM REQUIREMENTS

Long Acting Reversible device, and not the device itself, when it is obtained and
Contraceptives (LARCS) billed through the pharmacy benefit.
(Cont'd.)

Providers ordering LARCs through the pharmacy benefit
must order them through the following specialty

pharmacies:
e Paragard® Direct 877-727-2427
e Mirena®/Skyla® CVS 803-551-1030
e Implanon®/ CVS 800-571-2767

Nexaplanon®

The option for providers to purchase these devices directly
and bill them via the traditional buy and bill mechanism
will continue. All Family Planning Services should be
billed using the appropriate CPT or HCPCS code with an
FP modifier and/or appropriate diagnosis code.

Note: Pregnancy testing (when the test result is negative)
is a reimbursable Family Planning service in two
situations:

1. The test is provided at the time family planning
services are initiated for an individual.

2. The test is provided after the initiation of family
planning services, when the patient may not have
used the method properly, or when the patient is
having an unusual response to the family planning

method.

Covered LARCs:
Liletta® J7297
Mirena® J7298
ParaGuard® J7300
Skyla® J7301
Implanon®/ J7307

Nexaplanon®

Sterilization For all elective sterilizations, SCDHHS requires the
provider and beneficiary to complete a Consent for
Sterilization Form located in the Forms section of this
manual. The Consent for Sterilization Form (DHHS Form
1723) has been designed to meet all federal requirements
associated with elective sterilizations. The physician
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PROGRAM REQUIREMENTS

Sterilization (Cont’d.) should submit a properly completed consent form with his
or her claim so that all providers including Clinics and
Hospitals may also be reimbursed.

Definitions as described in the Code of Federal
Regulation
Sterilization — Any medical procedure, treatment, or

operation for the purpose of rendering an individual
permanently incapable of reproducing.

Institutionalized Individual — An individual who is:

e Involuntarily confined or detained under a civil or
criminal statute, in a correctional or rehabilitative
facility, including a mental hospital or other facility
for the care and treatment of mental illness or

e Confined, under a voluntary commitment, in a
mental hospital or other facility for the care and
treatment of mental illness

Mentally Incompetent Individual — Means an individual
who has been declared mentally incompetent by a federal,
state, or local court. All sections of the Consent for
Sterilization Form must be completed when submitted with
the claim for payment. Each sterilization claim and consent
form is reviewed for compliance with federal regulations.

Requirements In order for Medicaid to reimburse for an elective
sterilization the following requirements must be met:

e The Consent for Sterilization Form must be signed
at least 30 days prior to, but no more than 180 days
prior to, the scheduled date of sterilization.

e The individual must be 21 years old at the time the
consent form is signed.

e The beneficiary cannot be institutionalized or
mentally incompetent. If the physician questions
the mental competency of the individual, he or she
should contact the PSC at 1-888-289-0709 or
submit an online inquiry at http://www.
scdhhs.gov/contact-us.

e The individual must voluntarily give consent. All
questions must be answered and all topics in the
consent form discussed. (A witness of the -
beneficiary’s choice may be present during the
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Requirements (Cont'd.) consent interview.) The family planning counseling
or family planning education/instruction procedure
code may be billed when this service is rendered
and documented.

e A copy of the consent form must be given to the
beneficiary after Parts I, 11, and Il are completed.

e At least 30 days, but not more than 180 days, must
pass between the signing of the consent form and
the date of the sterilization procedure. The date of
the beneficiary’s signature is not included in the 30
days (e.g., day one begins the day after the
signature). No one can sign the form for the
individual.

Exceptions to the 30 day waiting period are:

e Premature Delivery — The informed consent must
have been signed at least 30 days prior to the
expected date of delivery. In cases involving a
Cesarean section, the scheduled date of the C-
section is considered the expected date of delivery.
At least 72 hours must have elapsed since the
informed consent was given.

o Emergency Abdominal Surgery — The emergency
does not include the operation to sterilize the
beneficiary. At least 72 hours must have elapsed
since the informed consent was given. An
explanation must accompany the consent form.

Note: If the beneficiary is pregnant, premature delivery is
the only exception to the 30 day waiting period. Informed
consent may not be obtained while the beneficiary to be
sterilized is:

e Inlabor or childbirth
« Seeking or obtaining an abortion

e Under the influence of alcohol, controlled
substances, or other substances which may affect
the beneficiary’s judgment.

Consent for Sterilization Form If the consent form was correctly completed and meets all
federal regulations, then the claim will be approved for
payment. If the consent form does not meet the federal
regulations, the claim will reject and a letter sent to the
physician explaining the rejection.

2-7



Manual Updated 11/01/16 Clinic Services Provider Manual

SECTION 2 POLICIES AND PROCEDURES

PROGRAM REQUIREMENTS

Consent for Sterilization Form If the consent form is not submitted attached to the claim,

(Cont'd.) the claim will be rejected and a new claim will need to be
filed complete with the Consent for Sterilization Form
attached.

Listed below are explanations of each field that must be
completed on the consent form and whether it is a
correctable error.

Consent to Sterilization

« Name of the physician or group scheduled to do the
sterilization procedure. (If the physician or group is
unknown, put the phrase “OB on Call”):
Correctable Error.

e Name of the sterilization procedure (e.g., bilateral
tubal ligation): Correctable Error.

« Birth date of the beneficiary (The beneficiary must
be 21 years old when he or she gives consent by
signing the consent form 30 days prior to the
procedure being performed.): Correctable Error.

o Beneficiary’s name (Name must match name on
CMS-1500 form.): Correctable Error.

e Name of the physician or group scheduled to
perform the sterilization or the phrase “OB on call;”
Correctable Error.

e« Name of the sterilization procedure: Correctable
Error.

e Beneficiary’s signature. (If the beneficiary signs
with an “X,” an explanation must accompany the
consent form.): Non-correctable error.

o Date of Signature: Non-correctable error without
detailed medical record documentation.

o Beneficiary’s Medicaid ID number (10 digits):
Correctable Error.

Interpreter’s Statement

If the beneficiary had an interpreter translate the consent
form information into a foreign language (e.g., Spanish,
French, etc.), the interpreter must complete this section. If
an interpreter was not necessary, put “N/A” in these fields:
Correctable Error.
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Consent for Sterilization Form Statement of Person Obtaining Consent
(Cont'd.)

o Beneficiary’s name: Correctable Error.

e« Name of the sterilization procedure: Correctable
Error.

« Signature and date of the person who counseled the
beneficiary on the sterilization procedure: This date
must be the same date of the beneficiary’s signature
date.

o Signature is not a correctable error.

o Date is not a correctable error without detailed
medical record documentation.

o If the beneficiary signs with an “X,” an
explanation must accompany the consent form:
Not a correctable error without detailed medical
record documentation.

e A complete facility address: An address stamp is
acceptable if legible.

Physicians Statement

o Beneficiary’s name: Correctable Error.

o Date of the sterilization procedure (This date must
match the date of service that you are billing for on
the CMS-1500.): Correctable Error.

e« Name of the sterilization procedure: Correctable
Error.

o Estimated Date of Confinement (EDC) is required
if sterilization is performed within the 30-day
waiting period and the beneficiary was pregnant. At
least 72 hours are required to pass before the
sterilization procedure may be done: Correctable
Error.

e An explanation must be attached if emergency
abdominal surgery was performed within the 30-
day waiting period. At least 72 hours are required
to pass before the sterilization, and the sterilization
procedure may not be the reason for the emergency
surgery.

e Physician signature and date: a physician’s stamp is
acceptable.
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Consent for Sterilization Form The rendering or attending physician must sign the consent

(Cont'd.) form and bill for the service. The Consent Form must be
dated on the same date as the sterilization or after. The date
is not a correctable error if the date is prior to the
sterilization ~ without  detailed medical record
documentation. In the license number field, put the
rendering physician’s Medicaid legacy Provider ID or NPI
number. Either the group or individual Medicaid legacy
Provider ID or NPI is acceptable.

Billing Notes for Sterilization Under the following circumstances, bill the corresponding
and Other Related sterilization procedure codes:
Procedures

Essure Sterilization Procedure

Effective with dates of service prior to May 31, 2010,
SCDHHS will reimburse for the Essure Sterilization
procedure only when certain criteria are met. This
procedure is available to women who have risk factors that
prevent a physician from performing a safe and effective
laparoscopic tubal ligation. Reimbursement will be
provided for any of the following criteria:

e Morbid Obesity (BMI of 35 or greater)

e Abdominal mesh that mechanically interferers with
the laparoscopic tubal ligation

e Permanent colostomy

e Multiple  abdominal/pelvic  surgeries  with
documented severe adhesions

o Artificial heart valve requiring continuous
anticoagulation

e Any severe medical problems that would
contraindicate laparoscopy because of anesthesia
considerations. (This must be attested in the request
for prior approval that general anesthesia would
pose a substantial threat to beneficiaries life.)

Effective with dates of service on or after June 1, 2010,
SCDHHS removed the prior authorization and criteria
requirements for the Essure sterilization procedure. The
procedure will be covered when performed in an inpatient
or outpatient hospital setting or in a physician’s office.
SCDHHS will reimburse for the implantable device by
utilizing the Healthcare Common Procedure Coding
System (HCPCS) code A4264 with the FP modifier
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Billing Notes for Sterilization appended, and the professional service will be reimbursed
and Other Related utilizing the CPT code 58565 must also, have the FP
Procedures (Cont’d.) modifier appended. Procedure code 58340

(hysterosalpingogram) and 74740 (radiological supervision
and interpretation) should be billed as follow-up
procedures 90 days after the sterilization. A Consent for
Sterilization Form must be completed and submitted with
the claim. Federal guidelines for sterilization procedures
will remain a requirement which includes completing and
submitting a Consent for Sterilization Form.

Sterilization Codes and Services:

e 58605 — Tubal ligation following a vaginal delivery
by a method except laparoscope

e 58611 — Tubal ligation following C-section or other
intra-abdominal (tubal ligation as the minor
procedure) surgery

e 58600 — Ligation, transection of fallopian tubes;
abdominal or vaginal approach

e 58615 — Occlusion of fallopian tubes by device

e 58670 — Laparoscopic sterilization by fulguration
or cauterization

e 58671 — Laparoscopic sterilization by occlusion by
device

e 55250 — Vasectomy

Use of procedure codes 55250, 58600, 58605, 58611,
58615, 58670, and 58671 should always be billed hardcopy
with a copy of the Consent for Sterilization form attached.

Non-Covered Services Services beyond those outlined in this section that are
required to manage or to treat medical conditions and/or
diseases, whether or not such procedures are also related to
family planning, are not covered under the Family
Planning Program. Services to address side effects or
complications (e.g., blood clots, strokes, abnormal Pap
smears, etc.) associated with various family planning
methods requiring medical interventions (e.g., blood clots,
strokes, abnormal Pap smears, etc.) other than changing the
birth control method should not be billed using an FP
modifier or Family Planning diagnosis code. When
services other than Family Planning are provided during a
family planning visit, these services must be billed
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Non-Covered Services separately using the appropriate CPT/HCPCS codes and
(Cont'd.) modifiers if applicable. Examples of these services include:

o Sterilization by hysterectomy
e Abortions

« Hospital charges incurred when a beneficiary enters
an outpatient hospital/facility for sterilization
purposes, but then opts out of the procedure

« Inpatient hospital services

o Colposcopy and biopsy of cervix/vagina performed
to identify and treat medical conditions

o Treatment of medical complications (for example,
perforated bowel or bladder tear) caused by, or
following a Family Planning procedure

e Any procedure or service provided to a woman who
is known to be pregnant

Note: Beneficiaries are allowed one permanent sterilization
procedure per lifetime.

Breast and Cervical The South Carolina Breast and Cervical Cancer Early
Cancer Early Detection Detection Program (Best Chance Network) provides
Program (Best Chance coverage for women under the age of 65 who have been
Network) diagnosed and found to be in need of treatment for either

breast or cervical cancer or pre-cancerous lesions (CIN 2/3
or atypical hyperplasia). For further information, providers
or beneficiaries may call toll free (888) 549-0820.

Department of Health and SCDHEC provides outreach and direct FP services as part

Environmental Control of the waiver and will assist women in finding a primary
care physician or clinic to provide Family Planning
services. Participants in the FPW can call toll free (800)
868-0404 for more information about covered services, and
health department clinic locations.  Also, SCDHEC
contracts with private physicians who will offer FP waiver
services to participants.

Hospice Hospice services provide palliative care (relief of pain and
uncomfortable symptoms) as opposed to curative care for
terminally ill individuals. In addition to meeting the
patient’s medical needs, hospice care addresses the
physical and psychosocial needs of the patient’s family and
caregiver.
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Hospice (Cont'd.) Hospice services are available to Medicaid beneficiaries
who choose to elect the benefit and who have been
certified to be terminally ill with a life expectancy of six
months or less by their attending physician and the medical
director of hospice.

Hospice services are provided to the beneficiary according
to a plan of care developed by an interdisciplinary staff of
the hospice. The services below are covered hospice
services:

e Nursing care provided by or under the supervision
of a registered nurse

« Medical social services provided by a social worker
who has at least a bachelor’s degree and is working
under the direction of a physician

e Physicians’ services provided by the hospice
medical director or physician member of the
interdisciplinary group

e Short-term inpatient care provided in either a
participating hospice inpatient unit or a
participating hospital or nursing home that
additionally meets the special hospice standards
regarding staffing and patient care

e Medical appliances and supplies, including drugs
and biologicals. Only those supplies used for the
relief of pain and symptom control related to the
terminal illness are covered.

o Home health aide services and homemaker services

o Physical therapy, occupational therapy, and speech-
language pathology services

e Counseling services provided to the terminally ill
individual and the family members or other persons
caring for the individual at home

A beneficiary who elects the hospice benefit must waive all
rights to other Medicaid benefits for services related to
treatment of the terminal condition for the duration of the
election of hospice care. Specific services that must be
waived include:

e Hospice care provided by a hospice other than the
hospice designated by the individual (unless

2-13



Manual Updated 11/01/16 Clinic Services Provider Manual

SECTION 2 POLICIES AND PROCEDURES

PROGRAM REQUIREMENTS

Hospice (Cont'd.) provided under arrangements made by the
designated hospice)

e« Any Medicaid services that are related to the
treatment of the terminal condition for which
hospice care was elected or a related condition, or
services that are equivalent to hospice care, except
for services:

o Provided (either directly or under arrangement)
by the designated hospice

o Provided Dby another hospice  under
arrangements made by the designated hospice

o Provided by the individual’s attending
physician if that physician is not an employee
of the designated hospice or receiving
compensation from the hospice for the services

Effective with dates of service on or after October 1, 2012,
SCDHHS will require prior authorization for hospice
services to Medicaid-only beneficiaries. The hospice
provider must submit requests for prior authorization along
with medical documentation to KEPRO. All hospice
services except General Inpatient (GIP) care will be pre-
authorized for up to six (6) months. If a beneficiary is in
need of hospice services beyond the initial six (6) months,
the hospice provider must submit a new request to

KEPRO.
Services Not Related to the Services provided for care not related to the terminal
Terminal Iliness illness must be pre-approved by the hospice provider. The

hospice provider must be contacted for confirmation that
the service does not relate to the terminal illness, and for a
prior authorization number to be included on the claim
form. The hospice prior authorization number on the claim
certifies that the services provided are not related to the
terminal illness or are not included in the hospice plan of
care. If the authorization number is not included on the
claim form, the claim will be rejected and returned to the
provider.

Services that require prior authorization are:
« Ambulatory Surgical Centers
o Audiology
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Services Not Related to the e County Health Departments
Terminal lliness (Cont'd.) e Drug, Alcohol, and Substance Abuse Services
o Durable Medical Equipment

o Emergency Room

e Health Clinics

e Home- and Community-Based Services

« Home Health

e Hospital

« Medical Rehabilitation Services

e Mental Health

e Occupational Therapy

e Pharmacy

e Physical Therapy

e Podiatry

e Private Duty Nursing

e Psychologist Services

« School-Based Services

e Speech Therapy

If billing issues cannot be resolved with the hospice,
contact the SCDHHS Provider Service Center (PSC) at 1-
888-289-0709 or submit an online inquiry at
http://www.scdhhs.gov/contact-us.

Medicaid Managed Care SCDHHS offers two managed care options to Medicaid
beneficiaries. The purpose of these options is to link the
Medicaid member to a medical home and manage the
member’s health care service from the primary care level.
For detailed information concerning Medicaid Managed
Care, please review the information contained in the
Managed Care Supplement (in this manual), or the MCO
Policy and Procedure Guides. This information is located
in the Managed Care section on the SCDHHS Web site:
http://www.scdhhs.gov.
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QUALIFIED MEDICARE Medicaid beneficiaries who are also Qualified Medicare
beneficiaries (QMBs) are eligible for payment of the

BENEFICIARY (QMB) Medicare cost sharing for services that are covered by
Medicare without regard to whether the service is covered
by SC Medicaid. Reimbursement for these services will be
consistent with the SC State Medicaid Plan.

Please refer to Section 3 of this manual for instructions
regarding billing procedures for dually eligible
beneficiaries.

Please refer to the Medicaid Web-Based Claims
Submission Tool, in Section 1, for instructions on how to
access beneficiary information, including QMB status.
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The End Stage Renal Disease (ESRD) program provides
dialysis (removal of toxic wastes from the blood) to sustain
life for patients who are in renal failure. There are two
reimbursable elements of this program:

Technical Component — Policies and procedures are
outlined in this section.

Professional Services (Nephrology) — Policies and
procedures can be found in the Physicians, Laboratories,
and Other Medical Professionals Medicaid Provider
Manual.

Procedure codes for ESRD services can be found in
Section 4 of this manual.

CoVERAGE GUIDELINES Medicaid will reimburse as primary sponsor of ESRD
services during the 90-day waiting period required by
Medicare for eligibility determinations and when an
individual has been denied Medicare coverage. ESRD
services include hemodialysis, intermittent peritoneal
dialysis (IPD), continuous cycling peritoneal dialysis
(CCPD), and continuous ambulatory positioned dialysis
(CAPD).

Medicaid will not reimburse as primary sponsor for any
Medicare-covered services once a determination of
eligibility is received from the Social Security
Administration. This would include any services provided
after the 90-day waiting period even if the Medicare
determination is pending.

The ESRD facility, as primary provider, is responsible for
ensuring that a Medicare application is made on behalf of
the beneficiary. If an individual is denied Medicare
coverage, a copy of the Medicare denial letter must be sent
to the ESRD program manager at the Department of Health
and Human Services immediately.
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PATIENT ENROLLMENT Each patient must be enrolled in the ESRD program. This
includes those patients who have Medicaid only as well as
those patients who have Medicare as their primary payer.
The enrollment form (DHHS Form 218) must be
completed for each patient and submitted along with the
first claim form. See the Forms section for a copy of Form
218.

The completed enrollment form, along with the first claim
form, should be sent to:

Medicaid Claims Receipt
Post Office Box 1412
Columbia, SC 29202-1412

This will expedite the processing of claims and ensure that
SCDHHS has enrolled all eligible ESRD beneficiaries.

REIMBURSEMENT PoLicY South Carolina requires ESRD services for beneficiaries
covered by Medicaid to be submitted only on a CMS-1500
claim form. For dually eligible (Medicare/Medicaid)
beneficiaries, vitamins and supplements that are not
covered by Medicare but are covered by Medicaid must
also be billed on the CMS-1500 claim form.

THE COMPOSITE RATE - The composite rate is used to reimburse for dialysis
services provided in centers, as well as for persons

MEDICAID ONLY receiving treatments at home. Items and services included
in the composite rate are identified below. Services that are
not listed in the composite rate are eligible for separate
reimbursement as long as the service is medically
necessary and is a covered Medicaid service.

o All equipment, items, and services necessary to
provide a dialysis treatment

o Laboratory tests (see Laboratory Services)
e Oral vitamins

« Antacids/phosphate binders

e Oral iron supplements

« Nutritional supplements

« Staff time required to provide treatment

The facility receiving the composite rate is responsible for
ensuring that all component services included in the
composite rate are delivered without additional claims

2-18



Clinic Services Provider Manual Manual Updated 11/01/16

SECTION 2 POLICIES AND PROCEDURES

END STAGE RENAL DISEASE PROGRAM

THE COMPOSITE RATE - being submitted to the Medicaid agency or billed to the

, beneficiary. Medicaid-only patients who receive dialysis
MEDICAID ONLY (CONT D') treatments at home must contract with an ESRD clinic for
supplies. These supplies will be reimbursed at the same
rate paid for in-center dialysis.

When an unusual circumstance exists and uncommon
supplies are deemed medically necessary, a request for
prior approval, along with documentation to support
medical necessity, must accompany the claim before
payment is made.

Laboratory Services ESRD laboratory services performed by either clinic
Included Under Composite staff or an independent laboratory are included in the
Rate composite rate calculations. Therefore, payment for all

tests is included in the composite rate and may not be
billed separately to the Medicaid program. These tests
may be performed either by the provider, in which case
payment is included in the composite rate, or by an outside
laboratory for the provider, in which case the laboratory
bills the provider who then bills Medicaid and receives
the composite rate for these lab charges.

1. Laboratory Tests for Hemodialysis, Intermittent
Peritoneal Dialysis (IPD), and Continuous
Cycling Peritoneal Dialysis (CCPD)

The tests listed below are usually performed for dialysis
patients and are routinely covered, i.e., no additional
documentation of medical necessity is required, at the
frequency specified. When any of these tests are performed
at a frequency greater than what is specified, the additional
tests are separately billable and are covered only if they are
medically justified by accompanying diagnosis and support
documentation. A diagnosis of ESRD alone is not
sufficient medical evidence to warrant coverage of the
additional tests. The nature of the illness or injury
(diagnosis, complaint, or symptom) requiring the
performance of the test(s) must be present on the claim.

Included in the composite rate:

e Per treatment: All hematocrit, hemoglobin, and
clotting time tests furnished incident to dialysis
treatments;

e Weekly: (1) Prothrombin time for patients on
anticoagulant therapy, and (2) Serum Creatinine;
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Laboratory Services o Weekly or Thirteen Per Quarter: BUN;
Included Under Composite « Monthly: Serum Calcium, Serum Potassium,
Rate (Cont’d.) Serum Chloride, CBC, Serum Bicarbonate, Serum

Phosphorous, Total Protein, Serum Albumin,
Alkaline Phosphatase, aspartate amino transferase
(AST) (SGOT) and LDH; and

e Automated battery of tests: If an automated
battery of tests such as the SMA-12 is performed,
and contains most of the tests listed in monthly
category, it is not necessary to separately identify
any tests in the battery that are not listed above.

The following identifies certain separately billable
laboratory tests that are covered routinely (i.e., without
additional documentation of medical necessity) when
furnished at the specified frequencies.

o Separately billable laboratory tests:

o Serum Aluminum and Serum Ferritin once
every three months

o Hepatitis B Surface Antibody or Hepatitis B
Core Antibody once every year, but not both
per year

If these tests are performed at a frequency greater than
what is specified, they are covered only if they are
medically justified by accompanying diagnosis and support
documentation. A diagnosis of ESRD alone is not
sufficient to justify additional payment. The nature of the
illness or injury (diagnosis, complaint, or symptom)
requiring the performance of the test(s) must be present on
the claim.

2. Laboratory Tests for CAPD

The following lab tests are covered routinely at the
frequencies specified below if furnished to a CAPD patient
in a certified setting. Any tests furnished in excess of this
frequency or any tests furnished that are not listed here are
covered only if there is a diagnosis code on the claim that
supports a medical justification for the service. A diagnosis
of ESRD alone is not sufficient to justify payments for the
service outside of the composite rate. The nature of the
illness or injury (diagnosis, complaint, or symptom)
requiring performance of any other tests not listed here
must also be present on the form.
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Laboratory Services e Monthly: Potassium, CO,, Calcium, Chloride,
Included Under Composite Total Protein, Albumin, Alkaline Phosphatase,
Rate (Cont'd.) Phosphorus, LDH, AST (SGOT), Creatinine,

Sodium, and Urea Nitrogen (BUN)
o Separately billable laboratory tests:

o WBC, RBC, and Platelet Count every three
months

o Residual Renal Function and 24-hour Urine
Volume every six months

Hospital Outpatient Medicaid will sponsor outpatient services related to ESRD

Dialysis treatment under the same guidelines outlined for ESRD
clinics and if the hospital is certified as a hospital-based
ESRD clinic. Hospitals presently certified are Palmetto
Richland Memorial Hospital, St. Francis Hospital, the
Medical University of South Carolina, Hampton Regional
Medical Center, Charlotte Memorial Hospital, Medical
College of Georgia, and Carolinas Hospital System.
Hospital outpatient dialysis services are billed on the UB
claim form and reimbursed under the OP fee schedule.

Hospital Inpatient Dialysis Medicaid will sponsor all medically necessary services
related to renal disease care according to the regular
hospital billing guidelines on the UB form.

Guidelines for Hepatitis B Hepatitis B vaccine may be administered upon the order of

\accine a doctor of medicine or osteopathy, three doses of 2
milliliters each. The physician will determine the actual
schedules based on medical necessity. Below is a standard
schedule for the vaccine:

First dose
Second dose — One month after first dose
Third dose — Six months after first dose

One month after the third dose the patient should be tested
for Hepatitis B Surface Antibody to determine whether he
or she has responded to the vaccine. If the vaccine was
successful, the patient should be tested annually for
Hepatitis B Surface Antibody to confirm immunity.

Patients who received the Hepatitis B vaccine but did not
develop an immunity to Hepatitis B should be tested
(Hepatitis B Surface Antigen Test) once a month.
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Blood Products and The South Carolina Medicaid Program will only reimburse

Transfusion the actual supplier of packed cells. If blood is supplied by
the local Red Cross, then the provider who prepares and
washes the packed cells may bill for the unit of blood.

ESRD clinics may bill for the blood transfusion only. The
type and cross match should be performed by the provider
supplying the blood plasma. If the ESRD clinic is
performing this service, documentation must be submitted
with the claim.

Vitamins and Supplements For dually eligible beneficiaries, the Medicaid program is
the primary sponsor for payment of the following list of
vitamins and supplements. ESRD clinics may be
reimbursed for the actual cost of distributing these vitamins
and supplements by using the codes identified.

X6661 Multivitamins
X6711 Vitamin D
B4150, B4152, B4154 Nutritional Supplements
X6717 Calcium
X6704 Calcium Acetate
X6718 Antacids (Phosphate Binders)
X6719 Iron Salts
X6720 Iron with Vitamins
X6721 Iron Complex
Nephrology Services See the Physicians, Laboratories, and Other Medical

Professionals Medicaid Provider Manual for billing
information and covered services.
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INTRODUCTION An Ambulatory Surgery Center (ASC) is a distinct entity
that operates exclusively for the purpose of providing
surgical services to patients who are scheduled to arrive,
receive surgery, and be discharged on the same day. There
are two reimbursable elements of this program:

Facility Services — Policies and procedures are outlined
in this section.

Physician’s Professional Fee — Reimbursement for
professional services can be found in the Physicians,
Laboratories, and Other Medical Professionals Medicaid
Provider Manual.

In order to participate in the South Carolina Medicaid
Program, the ASC must have met all conditions prescribed
in the Medicare guidelines for reimbursement and be
licensed by the South Carolina Department of Health and
Environmental Control (DHEC) or, if out of state, a
comparable health department or other state/city licensing
agency in that state. Once these conditions are met, the
ASC may submit a written request to the SCDHHS
program manager with copies of the CMS certification and
DHEC license. The request must include the date on which
services are to be effective (usually the same date as the
CMS certification).

The program manager will review this documentation to
verify that appropriate information was received and will
then forward it to the Division of Contracts. The Division
of Contracts will send the provider the appropriate
enrollment forms and two copies of the contract. The
provider will sign the contracts, complete the enroliment
forms, and return all documents to the Division of
Contracts. The contracts will then be signed by the director
of SCDHHS, and one copy will be returned to the provider
along with a unique six-character provider number. The
provider number should be used on all claim forms,
inquiries, and adjustment requests.
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COVERAGE GUIDELINES South Carolina Medicaid has adopted Medicare’s
guidelines to determine which surgical procedures are
covered and at which level they will be assigned.
Accordingly, Medicaid will update the list of covered
procedures as Medicare updates its list.

Surgical procedures that are not routinely covered by
Medicare in an ASC may be considered for reimbursement
by Medicaid pending review. Dental procedures, for
example, some of which are not covered by Medicare, are
included on the Medicaid list of covered services in the
ASC setting. Also included are procedures that are not
routinely performed for Medicare patients, e.g., pediatric
and gynecological procedures. These exceptions are
reviewed on a case-by-case basis and must meet the Code
of Federal Regulations standards at 416.65 and 416.75 and
Medicaid’s criteria of medical necessity. These requests
must be submitted to SCDHHS before services are
rendered. Requests submitted after the surgery has been
performed will be denied.

If a procedure is not on the list of approved ASC services
and prior approval has not been received to perform the
service in an ASC, it is the responsibility of the facility to
inform the beneficiary that the surgery is not reimbursable
by Medicaid. Beneficiaries should be informed that if they
choose to have the surgery performed at the ASC, they are
responsible for all charges.

A complete list of approved procedure codes, including
supplemental codes for dental services, appears in Section
4 of this manual.

REIMBURSEMENT PoLicy For current Ambulatory Surgery Center rates, please refer
to the Ambulatory Surgery Fee Schedule which is found on
the SCDHHS website: http://www.scdhhs.gov.

Claims for facility fees will be paid at 100% of the
established Medicaid rate for the primary surgical
procedure or the charged rate, whichever is lower, and the
second surgical procedure will be paid at 50% of the
established Medicaid rate (per operative session). See
Section 3 for complete billing instructions for multiple
surgeries.
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FACILITY SERVICES ASC facility services include those services that would
otherwise be covered under South Carolina Medicaid if
furnished in an inpatient or outpatient hospital in
connection with a surgical procedure. The ASC facility
services include, but are not limited to:

e Nursing services, services of technical personnel,
and related services

e The use by the patient of the ASC facility

e Drugs, biologicals, surgical dressings, supplies,
splints, casts, appliances, and equipment directly
related to the provision of surgical procedures

o Blood and blood products

« Diagnostic or therapeutic services or items directly
related to the provision of a surgical procedure
(e.g., Hematocrit, Hemoglobin)

o Administrative, recordkeeping, and housekeeping
items and services

o Materials for anesthesia
e Intraocular lenses (IOLs)

e Cornea for transplant (reimbursement included
under procedure code 65730)

These items are considered an integral part of the facility
fee connected with the performance of a surgical
procedure, and may not be billed separately.

Hospital Acquired Effective with dates of service on or after July 1, 2014,

Conditions (HACs) SCDHHS will make zero payments to providers for Other
Provider Preventable Conditions which includes Never
Events. The reporting requirements for Never Events
include Ambulatory Surgical Centers (ASCs) and
Practitioners. These providers will be required to report
Never Events on the CMS-1500 claim form or the 837-P
claim transaction. Avoidable errors that fall under this
policy include:

o« Wrong surgical or other invasive procedure
performed on a patient

o Surgery or other invasive procedure on the wrong
body part
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Hospital Acquired  Surgical or other invasive procedure performed on
Conditions (HACs) the wrong patient
(Cont'd)) ASCs are required to follow the following procedures

for reporting avoidable errors (Never Events):

Claims submitted using the CMS-1500 claim form or 837-
P claim transaction, must include the appropriate modifier
appended to all lines that relate to the erroneous surgery(s)
or procedure(s) using one of the following applicable
National Coverage Determination modifiers:

o PA - Surgery wrong body part
o PB - Surgery wrong patient
o PC - Wrong surgery on patient
For dates of service on or before September 30, 2015:

The non-covered claim must also include one of the
following ICD-9-CM diagnosis codes reported:

o [E876.5-Performance of wrong operation
(procedure) on correct patient (existing code)

o EB876.6 — Performance of operation (procedure) on
patient not scheduled for surgery

o E876.7 — Performance of correct operation
(procedure) on wrong side or body part

For dates of service on or after October 1, 2015:

The non-covered claim must also include one of the
following ICD-10-CM diagnosis codes reported:

e Y65.51-Performance  of  wrong  procedure
(operation) on correct patient

e Y65.52-Performance of procedure (operation) on
patient not scheduled for surgery

e Y65.53-Performance  of  correct  procedure
(operation) on wrong side or body part

Related Claims Within 30 days of receiving a claim for a surgical error,
SCDHHS shall begin to review beneficiary history for
related claims as appropriate (both claims already received
and processed and those received subsequent to the
notification of the surgical error). Also, the Program
Integrity (PI) Division or its designee will audit all claims
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Related Claims (Cont'd.) for the recipient to determine if they relate to or have the
potential to be related to the original Never Event claim.
When, PI or its designee identifies such claims, it will take
appropriate action to deny such claims and to recover any
overpayments on claims already processed.

Every 30 days for an 18-month period from the date of the
surgical error, Pl or its designee will continue to review
recipient history for related claims and take appropriate
action as necessary. Related services do not include
performance of the correct procedure.

General Provisions Medicaid will not pay any claims for “provider-preventable
conditions” for any member who is Medicare/Medicaid
eligible.

No reduction in payment will be imposed on a provider for
a provider preventable condition, when the condition
defined as a PPC for the particular member existed prior to
the initiation of the treatment for that member by that
provider.

Reductions in Provider payments may be limited to the
extent that the following apply:

o The identified PPC would otherwise result in an
increase in payment.

e The SCDHHS can reasonably isolate for
nonpayment the portion of the payment directly
related to treatment for and related to the PPC.

To review the complete Health Acquired Conditions policy
you may go to http://www.cms.gov/HospitalAcqCond.

Nursing Services, Services These include all services in connection with covered

of Technical Personnel, procedures furnished by nurses and technical personnel

and Other Related who are employees of the ASC. In addition to the nursing

Services staff, this category includes orderlies, technical personnel,
and others involved in patient care.

Use by the Patient of the This category includes operating and recovery rooms,

ASC’s Facilities patient preparation areas, waiting rooms, and other areas

used by the patient or offered for use by the patient’s
relatives in connection with surgical services.
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Drugs, Biologicals,
Surgical Dressings,
Supplies, Casts,
Appliances, and
Equipment

Blood and Blood Products

Diagnostic or Therapeutic
Items and Services

Administrative, Record
Keeping, and
Housekeeping Items and
Services

Material for Anesthesia

Intraocular Lenses (IOLs)

This category includes all supplies and equipment
commonly furnished by the ASC in connection with
surgical procedures. Drugs and biologicals are limited to
those that cannot be self-administered.

The term “supplies” includes those items required for both
the patient and ASC personnel in connection with the
performance of a surgical procedure, i.e., gowns, masks,
gloves, instruments, etc., whether disposable or reusable.
Surgical dressings include those dressings that are
considered primary dressings, i.e., therapeutic and
protective coverings applied directly to the wound as a
result of a surgical procedure.

Similarly, the phrase “other supplies, splints, and casts”
includes only those furnished by the ASC at the time of the
surgery.

While covered procedures are limited to those not expected
to result in extensive loss of blood, in some cases blood or
blood products are required and are considered ASC
facility services; in such cases, no separate charge is
permitted to the program.

These are items and services furnished by ASC staff in
connection with covered surgical procedures. With respect
to diagnostic tests, many ASCs perform simple tests just
before surgery, primarily urinalysis and blood hemoglobin
or hematocrit, which are generally included in their facility
charges.

These include the general administrative functions
necessary to run the facility, such as scheduling, cleaning,
utilities, and rent.

These include the anesthetic itself and any materials,
whether disposable or reusable, necessary for its
administration.

ASC facility services include intraocular lenses approved
by the Food and Drug Administration (FDA) for insertion
during or subsequent to cataract surgery.

FDA has classified 10Ls into the following four categories,
any of which are included:
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Intraocular Lenses (IOLs) 1. Anterior chamber angle fixation lenses
(Cont'd.) 2. lIris fixation lenses

3. Irido-capsular fixation lenses

4. Posterior chamber lenses

DENTAL SERVICES South Carolina Medicaid will allow for the reimbursement
of dental services performed in an Ambulatory Surgical
Center setting that are approved and listed on the
Ambulatory Surgery Fee Schedule at http://scdhhs.gov.

Reimbursement Policy When multiple dental services are performed at the same
operative session, it is imperative that providers bill for the
procedure with the highest payment grouping (primary
code group) to be reimbursed at 100%. This primary
procedure should not be billed with a modifier. All second
and subsequent dental services performed during the same
surgical operative session will be reimbursed at 50% of the
established rate and must be billed using the U9 modifier.

All claims will be subject to post-payment review by
Program Integrity.

LABORATORY AND X-RAY All diagnostic tests related to the surgical procedure to
SERVICES be performed in_ f[he ASC are considered an inte_gral

part of the facility charge and may not be billed
separately. The ASC may make arrangements with an
independent laboratory or other laboratory (such as a
hospital laboratory) to perform diagnostic tests it requires
prior to surgery. In general, however, the necessary
laboratory tests are done outside the ASC prior to
scheduling of surgery, since the test results often determine
whether the beneficiary should have the surgery done in
the first place.

If a laboratory is within the ASC, the lab may choose to
enroll as an independent provider, as long as it meets the
regulatory conditions and requirements to participate in the
South Carolina Medicaid Program. The clinic or lab must
have its own provider number in order to receive
reimbursement for services not related to the surgical
procedure performed.

The South Carolina Medicaid Program requires that all
independent laboratories meet Clinical Laboratory
Improvement Amendments (CLIA) regulations and enroll
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LABORATORY AND X-RAY with  SCDHHS. For enrollment information, providers

’ should write to Medicaid Provider Enrollment, Post Office
SERVICES (CONT D') Box 8809, Columbia, SC, 29202, or contact Medicaid
Provider Enrollment via the SCDHHS Provider Service
Center at 1-888-289-0709.

EXCLUDED SERVICES Facility services do not include items and services for
which payment may be made under other provisions in the
Medicaid program. These services include but are not
limited to:

e Professional services provided by a physician
(surgical procedure, preoperative and postoperative,
administration of anesthesia)

e Laboratory and x-ray services which are not
directly related to the performance of a surgical
procedure

e Ambulance services

e Durable medical equipment for use in the patient’s
home

e Leg, arm, artificial limb, back, and neck braces
e Prosthetic devices (except 10LS)

These items and services should be billed to SCDHHS by
the participating provider. The ASC will not receive
separate reimbursement for these services. For example,
items such as ace bandages, elastic stockings, and pressure
garments are generally used as secondary coverings and
would not be considered “primary” surgical dressings.
Reimbursement for these items is available through the
Medicaid Durable Medical Equipment program (DME)
and should be obtained from a DME provider enrolled in
the South Carolina Medicaid Program.

PROSTHETICS Certain implantable prosthetic devices (e.g., orthopedic
joints, ocular prosthesis) that the ASC must obtain from an
outside source in order to have available at the time of
surgery may be covered and should be billed separately
from the facility charge. Intraocular lenses (IOLs) are
included in the facility group rate.

Reimbursement for these items will be determined on a
case-by-case basis. Payment will be based on either the
allowable Medicaid amount for the prosthesis or the
invoice cost, whichever is lower. To avoid delay in
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PROSTHETICS (CONT'D.) payment of the facility fees, charges for prosthetic devices
should be reported on a separate claim form.

The ASC must provide sufficient documentation to justify
reimbursement for the item, as well as the charged rate for
the item (i.e., the invoice). If Medicaid has knowledge that
the device could have been purchased from another source
at a more reasonable rate, then reimbursement may be
considered on the basis of reasonable charge rather than
actual cost.

MULTIPLE SURGERY South Carolina Medicaid will allow for the reimbursement
GUIDELINES of two surgical procedures performed on the same date of

service. These multiple surgeries include separate
procedures performed through a single incision, or separate
procedures performed through second and subsequent
incisions or approaches.

When more than two surgical procedures are performed at
the same operative session, the 51 modifier must
accompany the second procedure and any subsequent
procedure(s). If the 51 modifier is not used in this fashion,
the claim will be rejected.

The operative report must provide sufficient evidence that
the additional surgical procedure resulted in additional cost
to the facility (i.e., an increase of operating room time and
supplies). If documentation does not support justification
to bill for the additional procedures, monies may be
recouped in a post-payment audit of paid claims.

Examples of situations when it may be appropriate to bill
two surgical facility fees on the same date of service are:

e Surgical procedure on two different anatomical
sites

o Diagnostic laparoscopy followed by an open
abdominal procedure

e Repair of multiple injuries of different anatomical
sites (i.e., repair of fracture of right leg and tendon
repair of left leg)

Examples of situations when it may not be appropriate to
bill for two surgical facility fees are:

e Tonsillectomy and adenoidectomy
e Two endoscopic surgical procedures on the same
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MULTIPLE SURGERY anatomical site, or two like procedures through the

, same incision. When a surgical procedure is
GUIDELINES (CONT D') performed through an endoscope, the diagnostic
endoscopy is inclusive in the reimbursement. The
facility may be reimbursed either for the
endoscopic procedure or the diagnostic endoscopy,
but not for both.

e Incidental procedures (i.e., appendectomy, lysis of
adhesions during other abdominal procedure). If a
procedure is carried out through the laparotomy
incision, the facility may choose to bill for the
laparotomy or the actual procedure performed
during the surgery. Most likely, it will be the code
that reimburses the higher rate. In any case,
Medicaid will sponsor payment for one or the other,
but never for both.

« Bilateral procedures (through same incision)

o Application of a splint or cast following surgical
fracture repair

Payment Guidelines When multiple surgeries are performed at the same
operative session, the procedure that reimburses the highest
established rate will be considered the primary procedure
and will be reimbursed at 100%. All second and
subsequent surgeries performed at the same operative
setting will be reimbursed at 50% of the established rate.

No reimbursement will be made for subsequent
procedures which do not add significantly to the
complexity of the major surgery or are rendered
incidentally and performed at the same time as the
major surgery (i.e., laparoscopy with lysis of adhesions
and laparoscopy with fulguration of oviducts [with or
without transection] or laparoscopy with occlusion of
oviducts by device).

Modifiers Listed services and procedures may be modified under
certain circumstances. When applicable, the modifying
circumstance must be identified by the addition of the
appropriate modifier code which must be reported by
adding a two-digit number (modifier) after the procedure
number. Modifiers commonly used in surgery are listed in
the surgery section of the CPT-4 Coding Manual and in
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Modifiers (Cont’d.) Section 3 of this manual. Only the first modifier indicated
will be used to process the claim. (Medicaid will key the
first modifier indicated for each procedure only.)

Billing Guidelines Claims for surgery must be filed using the CPT code that
most closely describes the surgical procedure that was
performed.

Claims for more than one surgical procedure performed at
the same time must be billed in the following manner:

e Onasingle CMS claim form

Note: If more than one surgical procedure is billed
for the same date of service on different claims, the
second claim that processes will reject. To avoid
this rejection, file all surgical procedures for the
same date of service on one claim form.

e Only subsequent procedures that add significantly
to the major surgery (not services incidental to the
major surgery, e.g., incidental appendectomy,
incidental scar excision, puncture of ovarian cyst,
simple lysis of adhesions, simple repair of hiatal
hernia)

e In order of complexity with the most complex
procedure first

e Using the appropriate modifier (Medicaid will key
the first modifier indicated for each procedure

only.)
o With charges listed separately for each procedure

e With appropriate number of units, if applicable,
according to procedure code description

When identical procedures (not bilateral) are billed for the
same day, the first should be billed without a modifier, and
the second with modifier LT or RT. If the same procedure
is billed a third time, the claim must be filed hard copy
with supporting documentation. Failure to include docu-
mentation will result in an 892 edit. The provider must
submit a new claim with appropriate documentation
indicating a repeat service.
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Separate Procedures When two surgical procedures are performed on the same
Performed on the Same date of service at different operative sessions, both
Date of Service procedures will be allowed 100% of the Medicaid

established rate. To report, submit the second procedure
with the 78 or 79 modifier. This will assure that both
procedures will be paid at 100% of the established rate. If
not reported in this manner, the lower priced of the two
procedures will be reimbursed at 50%. All surgical
procedures performed on the same date of service should
be filed on the same claim form whenever possible.

78 — Unplanned return to the operating/procedure room
by the same physician or other qualified health care
professional following initial procedure for a related
procedure during the postoperative period.

79 — Unrelated procedure or service by the same
physician or other qualified health care professional during
the postoperative period

BILATERAL SURGERY Bilateral surgeries are performed on both sides of the body
during the same operative session or on the same day. The
description for some procedure codes notes that the service
is a “bilateral” or “unilateral or bilateral” procedure. Bill
bilateral procedures as two line items.

If the description for a procedure notes the service is a
“bilateral” or “unilateral or bilateral” procedure, do not
report modifier 50 with the procedure code. Examples of
bilateral procedures include CPT codes 27395
(Lengthening of hamstring tendon; multiple, bilateral) and
52290 (Cystourethroscopy; with ureteral meatotomy,
unilateral or bilateral).

Bilateral procedures will be reimbursed at 100% for the
first procedure, and 50% for the second procedure (same as
multiple procedures). If the bilateral procedure is billed in
conjunction with another procedure that is normally
reimbursed at a higher rate than the bilateral procedure,
then each of the bilateral procedures will be reimbursed at
50%.

ELECTIVE STERILIZATION SCDHHS is required to have a completed DHHS Form
1723 (Consent for Sterilization) for all elective
sterilizations. Sterilization claims and consent forms are
reviewed for compliance with Federal Regulation 441.250
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ELECTIVE STERILIZATION — 441.259. It is the physician’s responsibility to obtain the
(CONT’D ) consent and submit this form to SCDHHS. Photocopies are
' accepted if legible.

Definitions The following definitions are from the Code of Federal
Regulations, Section 441.250-441.259:

1. Sterilization means any medical procedure,
treatment, or operation performed for the purpose
of rendering an individual, male or female,
permanently incapable of reproducing.

2. Institutionalized individual means an individual
who is (a) involuntarily confined or detained, under
a civil or criminal statute, in a correctional or
rehabilitative facility, including a mental hospital or
other facility for the care and treatment of mental
illness, or (b) confined, under a voluntary
commitment, in a mental hospital or other facility
for the care and treatment of mental illness.

3. Mentally incompetent individual means an
individual who has been declared mentally
incompetent by a federal, state, or local court of
competent jurisdiction for any purpose, unless the
individual has been declared competent for
purposes which include the ability to consent to

sterilization.
Sterilization Requirements For Medicaid financial coverage of an elective sterilization
for male or female, the following requirements must be

met:

1. The individual must be 21 years old at the time the
consent form is signed.

2. The individual cannot be institutionalized or
mentally incompetent. If the physician questions
the mental competency of the individual, please call
the PSC at 1-888-289-0709 or submit an online
inquiry at http://www.scdhhs.gov.

3. The individual must voluntarily give consent. All
questions must be answered and all topics in the
consent form discussed. A witness of the patient’s
choice may be present during the consent interview.

4. A copy of the consent form must be given to the
patient after Parts I, 11, and 11l are completed.
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Sterilization Requirements 5. At least 30 days, but no more than 180 days, must

(Cont'd.) have passed between the signing of the consent
form and the date of the sterilization procedure. The
date of the beneficiary’s signature is not included in
the 30 days (e.g., day one begins the day after the
signature). Only the beneficiary may sign Part |
(Consent to Sterilization) of the consent form.

6. Exceptions to the 30-day waiting period are:

a) Emergency abdominal surgery. The emergency
does not include an operation to sterilize the
patient. At least 72 hours must have elapsed
since the informed consent to sterilize was
given. An explanation must accompany the
claim.

b) Premature delivery. The sterilization consent
must have been signed at least 30 days before
the expected date of delivery. In cases involving
a Cesarean section, the scheduled date of the
Cesarean is considered the expected date of
delivery. For premature deliveries, at least 72
hours must have elapsed since the informed
consent to sterilize was given.

Informed consent may not be obtained while the individual
to be sterilized is:

e Inlabor or childbirth
« Seeking or obtaining an abortion

e Under the influence of alcohol or other substances
which may affect the patient’s judgment

Although surgery centers are not required to submit a
sterilization consent form with their claim, payment will be
recouped if no such documentation is present in SCDHHS
records or if the documentation is inaccurate.

Sterilization Consent Form All sections of the Consent for Sterilization form (DHHS

Requirements Form 1723) must be completed. Consent forms are
correctable, except for the beneficiary’s signature and date
and the signature and date in Part 111 (Statement of Person
Obtaining Consent) of the person obtaining consent.

A consent form, along with instructions for its completion,
can be found in the Forms section of this manual.

2-36



Clinic Services Provider Manual Manual Updated 11/01/16

SECTION 2 POLICIES AND PROCEDURES

OUTPATIENT
PEDIATRIC AIDS
CLINICS

INTRODUCTION An Outpatient Pediatric AIDS Clinic (OPAC) operates
exclusively for the purpose of providing specialty care,
consultation, and counseling services for HIV-infected and
exposed Medicaid-eligible children and their families. The
mission of the OPAC is to follow children who have been
exposed to HIV perinatally as children born to women
infected with HIV.

The clinic utilizes a multidisciplinary staff and clinical
practices. Clinic personnel provide services that are
medical, behavioral, psychological, and psychosocial in
nature. All exposed children must be followed with
frequent clinical and laboratory evaluations to allow early
identification of infection.

COVERAGE GUIDELINES Children born to HIV-positive mothers but who do not test
positive receive services every three months in the clinic
until they are two years old. Children who test positive are
seen twice a week for eight weeks and then once a month
until they are two years old.

Clinics must ensure that, at a minimum, the following
services are provided:

e Clinics must provide proper care for infected
infants and children, i.e., pneumocystis carinii
prophylaxis or specific treatment for HIV infection.

e Clinic personnel must coordinate primary care
services with the family’s primary care provider
(when one is available and identified).

e Clinics must coordinate required laboratory
evaluations when clinical evaluations are not
needed. Laboratory evaluations may be arranged at
local facilities if this is more convenient for the
patient/family and if the tests are available locally.
These evaluations may be coordinated with the
primary care provider and often with the assistance
of local health department personnel.
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COVERAGE GUIDELINES e Clinic personnel must provide management
(CONT’D ) decisions and regularly see the children and parents

when HIV-infected children are hospitalized at a
Level 11l hospital. When HIV-infected children are
hospitalized at regional or local hospitals with less
severe illnesses, staff must provide consultation to
assist in the management of their care.

o Clinic personnel must provide case coordination
and social work services to the families to assure
specialty and primary care follow-up and to assist
in obtaining needed services for the child and
family.

REIMBURSEMENT PoLIcY OPACs are reimbursed two all-inclusive procedure codes
whose rates are established in the contract. They are the
Multidisciplinary Clinic Visit with Physician (T1025),
which must include each member of the multidisciplinary
team, and Lab Only Clinic Visit (T1015), which does not
require the services of the pediatric infectious disease
specialist and nutritionist. Each clinic must identify in its
contract the role of each staff member required for the
specified clinic visits. OPAC services must be submitted
on the CMS-1500 claim form. Please see Section 3 for
complete billing instructions.

Note: Services rendered and paid through grants to the
provider should not be billed to Medicaid.

PROVISION OF Each OPAC must be staffed with personnel who would be

PERSONNEL responsible for each task outlined below. Specific
personnel assigned to tasks may vary by titles and must be
approved by SCDHHS. Responsibilities outlined are core
requirements for participation.

Pediatric Infectious The pediatric infectious disease specialist will see all
Disease Specialist patients. His or her role is to perform a medical assessment
by history and physical examination and to assess the
results of all laboratory studies. The physician makes all
decisions  regarding therapeutic intervention and
communicates results of the clinic assessments and
therapeutic plan to the primary care physician. The
pediatric infectious disease specialist consults with clinic
staff regarding appropriate interval follow-up care,
consults with the primary care provider regarding both the
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Pediatric Infectious ongoing care of the children and management of acute

Disease Specialist problems, and maintains current knowledge related to HIV

(Cont'd.) care through medical literature and continuing medical
education.

Case Coordinator The case coordinator is responsible for scheduling the

patient for clinic appointments, taking into account both
the medical needs of the patient and the scheduling
concerns of the parents. The case coordinator coordinates
and facilitates patient flow among various providers, meets
individually with each family to provide counseling and
education regarding HIV infection and the health and
social issues related to the infection, follows up all
laboratory studies performed during the clinic visits,
conducts and chairs staff meetings for the multidisciplinary
clinic providers, serves as liaison to all community-based
services involved in the care of the patient/family, and
assesses the ability of the family to meet the health care
needs of the child and to comply with the recommended
treatment plan.

Nutritionist The nutritionist reviews the chart of each child who has
enrolled in the clinic, specifically assessing the results of a
formal nutritional questionnaire and the growth of the
child. The nutritionist must meet with the parents of
children who have been identified by the nutritional
assessment as being nutritionally high-risk patients to
establish ~a nutritional care plan and make
recommendations for nutritional supplementation to the
medical care team when appropriate.

Social Worker The social worker meets with all families during the
multidisciplinary clinic visit to identify non-medical
problems such as financial and housing concerns
associated with the care of the child, and to arrange
appropriate intervention or support for these problems. The
social worker seeks to identify all family- and patient-
related psychosocial needs, provides counseling or
arranges intervention to meet these needs, conducts parent
support groups for all interested parents in the clinic on
each clinic day, and is involved in responding to both
emergent and ongoing medical and psychosocial problems.
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Child Life Specialist The child life specialist is available to assist with child care
for all parents during the parents’ support group. The child
life specialist involves the child in therapeutic play and
reports any unfavorable observations to the clinic staff.
This is predominantly individualized play therapy and
attempts to address the child’s perception of his or her
iliness, that of the parents, and grieving issues.

In addition to the above key personnel requirements,
optional staff may include but are not limited to a child
psychologist, registered nurse, and others as approved by
SCDHHS to carry out the required services to the patient.

ZIDOVUDINE (AZT) Any newborn who is at risk of perinatal transmission of
HIV/AIDS may receive a six-week supply of AZT syrup.
SCDHHS will allow the pharmacy or outpatient hospital
provider to bill Medicaid for the six-week AZT syrup
home supply under the mother’s Medicaid ID number.
Only the AZT syrup should be billed under the mother’s
number when the newborn does not have an assigned
Medicaid number at the time of discharge.
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INTRODUCTION AND Infusion centers were developed by the Department of
QUALIFICATIONS Health and Human Services (SCDHHS) to allow Medicaid

beneficiaries to receive various types of infusion therapy in
a facility setting other than a physician’s office or
outpatient hospital. The following criteria qualify
participants to become infusion centers:

o Centers must be enrolled by SCDHHS and provide
cost report information upon request.

e Centers must be freestanding and have a non-
physician-type office setting.

o Centers owned by or affiliated with a hospital must
work independently from the hospital, and costs
associated with the center must not be included in
the hospital’s inpatient or outpatient cost reporting.

o Professional staff must be licensed and meet South
Carolina state laws governing the practice for the
services they provide.

e Centers must have the ability to perform the
following therapy services:

o Chemotherapy

o Hydration

o IGIV

o Blood and blood products
o Antibiotics

o Intrathecal/lumbar puncture
o Inhalation
o Therapeutic phlebotomy

A physician, nurse practitioner (NP), or physician assistant
(PA) must provide direct supervision in the infusion center
setting. The clinician providing direct supervision must be
permitted by the South Carolina Code of Laws.to perform
and supervise the services or procedures The clinician
must be available to furnish assistance and direction
throughout the performance of the procedure. Also the
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INTRODUCTION AND clinician providing' §upervision _must have_ sgfficient
QUALIFICATIONS knowledge and training to administer medication and
(CONT’D ) lifesaving procedures during a medical emergency.

GENERAL GUIDELINES All medical activities provided by an infusion center must
be directed by a qualified physician. Infusion center
services are only considered reimbursable when performed
under the specific order of a physician. Professional staff
must be licensed and meet South Carolina state laws
governing the practice of the services they provide. Since
federal, state, and local laws and regulations require
licensing of physicians, pharmacists, and nurses, it is the
center’s responsibility to keep a copy of a current license
for professional staff members on file and available to
SCDHHS. In addition, infusion centers must have
protocols for a medical emergency and management of
complications. These must include, at a minimum, a crash
cart, emergency drugs, and access to nursing/ physician
services. Cost reports must be submitted to SCDHHS
annually at the end of the provider’s fiscal year. This will
enable SCDHHS to review the services provided and rates
in order to update pricing information, when necessary.

Medical Record Medical documentation must clearly substantiate the need

Documentation for services, must include all findings and information

Requirements supporting medical necessity, and must detail all treatment
provided. Each description of treatment in the medical
record must include the beneficiary’s name, diagnosis, date
of treatment, and amount given. A standardized flow sheet
to record infusion services is recommended.

Drugs and/or Blood The use of a drug or biological must be safe and effective

Service Sponsored or and otherwise reasonable and necessary. Drugs and

Donated biologicals that have not received final marketing approval
by the FDA are not covered unless CMS advises otherwise.
The use of experimental drugs at any stage is not covered.

Drugs and services sponsored, donated, or otherwise paid
for by outside sources are not reimbursed by Medicaid and
should not be billed. Billing these services to SCDHHS
will result in recoupment. It is recommended that the
infusion center have internal measures to identify which
services are provided at no expense to the center. This
information must be available to SCDHHS upon request.
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COVERAGE/ All physician-administered drugs are allowed in an

REIMBURSEMENT infusion center. Infusion therapies must be ordered by a
physician and administered by a licensed physician or

GUIDELINES licensed nurse acting within the scope of laws governing
his or her professional practice limits. Each infusion
therapy code is reimbursed at an all-inclusive rate that
includes but is not limited to:

o All items and services necessary to provide therapy

treatment
e Supplies
e Equipment

o Professional and ancillary personnel

Injectable drugs may be billed in addition to the therapy
codes. A complete list of these drug codes can be found in
Section 4. The Injectable Drug Fee schedule can be found
on the SCDHHS website at https://www.scdhhs.gov/
resource/fee-schedules.

Additional services that may also be billed along with the
therapy codes are identified under Therapy Administration

Guidelines.
THERAPY ADMINISTRATION
GUIDELINES
Chemotherapy Infusion Chemotherapy infusion refers to the administration and
Therapy management of a patient who is receiving a regimen of

chemotherapy agents. Regardless of the number of agents
and/or medications administered either simultaneously or
sequentially, only charges for one method of chemotherapy
infusion (regardless if more than one method is
administered) should be billed per session.

The appropriate codes to bill are CPT codes 96413, 96422,
and 96415 for the intravenous chemotherapy
administration, codes 96423 and 96425 for the intra-
arterial chemotherapy administration, and codes 96416,
96417, and 96425 for chemotherapy administration
requiring use of a portable or implantable pump.

Routine maintenance of an access device is considered part
of the service and is not to be billed separately.
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Chemotherapy Infusion 1. Chemotherapy  Administration IV  Push

Therapy (Cont’d.) Technique (CPT 96409 and 96411) and
Chemotherapy Administration Intra-Arterial
Push Technique (CPT 96420) — An IV push is
defined as the administration of a chemotherapy
agent via the port nearest to the point of vascular or
arterial access. This technique is performed by a
provider using a syringe.

Regardless of the number of chemotherapy agents
administered by the IV push technique, only one IV
push technique code will be allowed per day. The
IV push technique code may not be billed when
a code for chemotherapy administration has
been billed. Any volume of IV fluids under 250
milliliters used in conjunction with IV push
technique is considered part of the service and is
not a separate billable item.

2. Pump Refills/Maintenance (CPT 96521 and CPT
96522) — These codes should be used when
refilling portable and implanted pumps or
reservoirs with chemotherapy agents. They are not
to be used for the routine maintenance of an access
device.

Inhalation Therapy (94640) Inhalation therapy services include the administration of
gases or drugs in gaseous, vapor, or aerosol form by
drawing them into the lungs along with inhaled air for local
or systemic effect. The cost of the inhalation agent is
included in the 94640 reimbursement. No additional “J”
code should be billed.

Antibiotic Infusion Therapy Antibiotic infusion therapy services include the intra-
(96365, 96366, 96367, and venous administration of antibiotics for systemic effect. It
96368) is correct to bill the appropriate drug “J” code in addition

to this administration code. Codes 96365, 96366, 96367,
and 96368 are to be billed for antibiotics administered
via the infusion method only. This code may also be
billed for infusions of Amphotericin B.

Antibiotics administered via an IV push technique when
infusion services are not rendered should be billed using
the appropriate drug “J” code only.
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Blood/Blood Products Blood and blood product infusion therapies include the

Infusion Therapy (36430) cost of the type and antibody and A, B, O, or Rh typing
tests that are inclusive charges per patient per blood
transfusion treatment session. Code 36430 may be billed
one time per session regardless of the number of blood
products infused. The appropriate blood product code
and number of units should be billed with the infusion
therapy code.

Code P9010 is used to bill for whole blood. For each unit
of whole blood transfused, the appropriate unit(s) should
be placed in the column for units. Other blood products
should be billed accordingly: P9012 — Cryoprecipitate,
each unit; P9016 — Red blood cells, leukocytes reduced,
each unit; P9019 — Platelets, each unit; P9021 — Red
blood cells, each unit; P9034 — Platelets, pheresis, each
unit; P9035 — Platelets, pheresis, leukocytes reduced, each
unit; P9036 — Platelets, pheresis, irradiated, each unit;
P9037 — Platelets, pheresis, leukocytes reduced,
irradiated, each unit; P9045 — Infusion, Albumin
(Human), 5%, 250 ml; P9046 — Infusion, Albumin
(Human), 25%, 20 m1  and P9047 — Infusion, Albumin
(Human), 25%, 50 ml. Code 36430 may also be used
when therapeutic phlebotomy is performed in the course of
exchange transfusions.

Note: Medicaid does not reimburse for certain factor
products (Factor VIII and IX) supplied by DHEC.
Medicaid beneficiaries with hemophilia must be enrolled
in the state’s hemophilia program, which is administered
by DHEC. The hemophilia program furnishes clotting
factor to enrolled Medicaid beneficiaries. If a Medicaid
beneficiary chooses to have this factor product
administered by an infusion center, the infusion center may
bill Medicaid for the infusion using 36430. It is incorrect to
bill for the factor drug using any code.

Hydration Therapy (96360 Hydration therapy is the administration of replacement

and 96361) solutions alone or in conjunction with other drugs to
maintain fluid and electrolyte balance in a patient.
Hydration therapy is only allowed when the services are
administered as a separate procedure. The medical record
should clearly indicate the medical necessity for hydration
therapy. The appropriate drug “J” code should also be
billed.
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Hydration Therapy (96360
and 96361) (Cont'd.)

IGIV Infusion Therapy
(96365, 96366, 96367, and
96368)

ADDITIONAL CODES THAT
MAY BE BILLED AS
INFUSION CENTER
SERVICES

Therapeutic Phlebotomy
(99195)

Routine
Maintenance/Declotting

Unclassified/Unlisted Drug
Injections (J9990, J3490)

INFUSION CENTERS

Payment of hydration therapy is considered bundled into
the payment for Chemotherapy Infusion Therapy (96413,
96415, 96416, 96417, 96422, 96423, and 96425) when
administered simultaneously as part of the chemotherapy
treatment regimen and cannot be separately billed.

IGIV infusion refers to the administration of antibodies
that are responsible for the humoral aspects of immunity. It
is correct to bill the appropriate drug “J” code in addition
to this administration code. However, when administering
Synagis® no administration code is billed, as Synagis® is
given intramuscularly.

Therapeutic phlebotomy is the removal of blood for
purposes of treating certain diseases such as polycythemia
and disorders of iron metabolism, etc. Code 99195 may be
billed with code 36430 when therapeutic phlebotomy is
performed in the course of an exchange transfusion. Code
99195 should not be billed for phlebotomies when blood is
withdrawn and a reciprocal replacement blood transfusion
exchange does not occur during the session.

Routine venipuncture is not a covered infusion center
service and should not be billed using code 99195.

Routine maintenance (flushing with heparin or saline) of
an access device is included in the infusion therapy service
and cannot be billed separately. If this is the only service
rendered, CPT code J1642 (Heparin Sodium, Heparin Lock
Flush) may be billed. When declotting an access device
with Urokinase and this is the only service provided, bill
J3364.

For any unclassified chemotherapy drug, use procedure
code J9999. For any other unlisted drug, use procedure
code J3490. In both cases, indicate the name of the drug
along with a description, the NDC number, and total
dosage given on the claim form (field 24D). Also, attach a
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INFUSION CENTERS

Unclassified/Unlisted Drug copy of the physician’s order, flow sheet, and FDA
Injections (J9990, J3490) approval (if available) when submitting documentation for
(Cont'd.) the review and reimbursement of unlisted drugs.

Synagis® (90378) Palivizumab (trade name Synagis®) or respiratory

syncytial virus immune globulin intravenous (RSV-IGIV)
prophylaxis is indicated for the prevention of serious lower
respiratory tract infection caused by RSV in children under
24 months of age with chronic lung disease (CLD) or a
history of premature birth (<35 weeks gestation).

RSV prophylaxis should be initiated at the onset of the
RSV season and terminated at the end of the RSV season.
Payment for Synagis® administration will be limited to
five doses per season given on or after October 15" and no
later than March 31%. Prior approval will not be required
for up to six doses as long as they are given at least 30 days
apart and meet the guidelines of the American Academy of
Pediatrics (AAP) for Synagis® administration. Any dose
over the limit of six or administered after the RSV season
(October—March) will require prior approval.

Providers must dose appropriately for each child according
to his or her weight. Payment for doses in infants six
months to two years of age must be in accordance with
AAP guidelines. Providers using more than 50 mg of
Synagis® must bill multiple units of the 50 mg vial, not to
exceed four units.

SCDHHS will continue to conduct post-payment reviews
of medical records relating to Synagis® administration and
will recover funds for doses given outside the guidelines
noted above.

PHYSICIANS BILLING FOR When it is necessary for a physician to render services in

ADDITIONAL SERVICES an infusion qenter, e.g., in the event o_f an adversg reaction
or other medical emergency, the physician may bill for the
appropriate evaluation and management service using his
or her individual provider number. Documentation should
reflect the nature of the emergency and necessity for
physician intervention. The medical record must also
describe the services rendered by the physician and the
time spent in treating the patient.
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INFUSION CENTERS

Prolonged Services (CPT These codes may be used in addition to the E/M visit code

99354—99356) when there is more than 30 minutes of actual face-to-face
physician time required beyond the usual service for the
level of the E/M code billed. This code should only be used
when the physician’s expertise is medically necessary in
evaluating and managing the patient over a prolonged
period and specific documentation describes the content
and duration of the service.

Critical Care Services (CPT These codes should only be used in situations requiring

99291—-99292) constant physician attendance of critically ill or unstable
patients for a total of 30 minutes to one hour on a given
day. These codes should only be used in situations
significantly more complex than other chemotherapy
situations.

2-48



Clinic Services Provider Manual Manual Updated 12/01/16

SECTION 3

BILLING PROCEDURES

TABLE OF CONTENTS
GENERAL INFORMATION 1
USUAL AND CUSTOMARY RATES.....ctiiiiuieiieteiteite et ete e e e testesteste st s saesestesbesresaesaesnesaenaanens 1
CLAIM FILING TIMELINESS .....vvevveveietetetesteestesesteseste s tess st ssssesesesaesessesessesessenessesessensssessnseses 1
DY =Y (] = 1 SO P SR 1
MEDICARE CROSSOVER CLAIMS FOR COINSURANCE AND DEDUCTIBLE .....c..cveveeteiresiesiesieeeneeneas 2
MEDICARE PRIMARY CLAIM........veiiuiiitiisieisteseete e esee e s et sssse e sesessesassesassesesessesessesessesesnas 2
RETROACTIVE ELIGIBILITY ..ot ittete sttt sttt te ettt et te e ste st et e sbeetaesbestaeneestesneestestnenneneas 2
BENEFICIARY COPAYMENTS ....cuviuiverretesesteeeteseese s e sse e s e ssesessesessesessesassessssessasessesessesessesenss 3
CopaymMeNt EXCIUSIONS .......ceueviiiiiiiiiecsisssis s 3
Claim Filing INfOrmation ..........coceeeiriiininiii e 4
Billing Instructions for Service Provided as the Result of an Emergency........ 4
Claims Filed via the Web Tool: Use of Emergency Indicator .............ccoueenee.. 4
CLAIM FILING OPTIONS 5
PAPER CLAIMS SUBMISSIONS.....cuvveutteresteseesessesessesessesessessssessssesessessssessssessssessssessssessesessasesses 5
CMS-1500 Claim FOMM ... 5
Procedural COING .........c.uvrrmeeiireeiriirereii e 6
CodE LIMITALIONS ....vvviecvcveieie ettt bbbt 6
DiIagNOSHC COUES.......ovueiiireiiiricei e 6
MOGITIETS ©.vvvvii ettt bbbt bbbttt 7
Modifiers for Family PIanning........ccccccveieeenseesssss s 8
Place Of SEIVICE KBY ....c.cvvvviiiicieiiessseeee e 8
National Provider Identifier and Medicaid Provider Number ............cccccovvnnes 10
CMS-1500 Form Completion INSLrUCHIONS .........c.cvcvveeveiereiricisesees e 11
ELECTRONIC CLAIMS SUBMISSIONS .....veuvetieteitesteiesiesieseeressestesrestestessessesassessessessessessessessesenns 22
Trading Partner AQreemMeNt ... 22
COMPANION GUIAES ......vevvereieieieriieie ettt 22
TransmiSSION MEthOUS.........cceiiiiieiiiicee e 23
Tapes, Diskettes, CDS, and Zip FileS..........ccccvvevreevieeieesiesseeeseene 23
File Transfer ProtoCOL...........ccccieeiicccrcee e 23
SC Medicaid Web-based Claims Submission TOOL.........ccccceeviieeceeniieienns 23




Clinic Services Provider Manual Manual Updated 12/01/16

SECTION 3

BILLING PROCEDURES

TABLE OF CONTENTS
CLAIM PROCESSING 25
REMITTANCE ADVICE ...ttt ittt bbbttt 25
SuSPeNded ClAIMS........cccereriiiiie e 26
REJECIEA ClAIMS.....cviviiiiiii e 26
Rejections for Duplicate Billing...........cccocoeerrrrnirieennreeeeee e, 27
Claim Reconsideration Policy — Fee-for-Service Medicaid...............cccc...... 27
EDI Remittance Advice - 835 TranSactions .........ccccoeeeverereririririreneneseserenennns 29
Duplicate REMILEANCE. ........covieiriiiirisisie s 29
Remittance AdVICE ITEMS .......ccviriierree s 29
Reimbursement PaYMENt ...........ccoeveveeeeeeeeeeee s 32
Electronic FUnds Transfer (EFT).......ccccoceviceiieiiee e 32
Uncashed Medicaid CheCkS.........cccviieninse s 33
THIRD-PARTY LIABILITY (TPL) 1.tveveveveteieieieieieisierereresesesees st sssssssssesssesenenes 34
COSE AVOIANCE. ...t s 34
Reporting Third-Party Insurance On a CMS-1500 Claim Form..................... 34
Third-Party Liability EXCEPHONS........cccvovieiiriririririeies e 35
Dually Eligible BENEfICIANES ........covuvvreeiriieieiriiesiesee e 36
TPL RETUNAS ... 36
Medicaid ReCOVErY INILIALIVES .........cccvvvveririreireieeee s 36
Retro Health INSUFANCE ..o s 36
RELIO MEAICAIE ..o 37
CaITIEr COUBS ...ttt 37
CLAIM ADJUSTIMENTS ....utttesieteteeses ittt bbbt s bt bbbt sb et e bbb s 38
Claim-Level AQJUSIMENTS ......coiiiiiirsss e 38
Void and Replacement Claims (HIPAA-Compliant Electronic Submissions) .. 39
Void Only and Void/Replacement ClaimS ............ccevreeiieeiiesiceseeienne, 40
FOrM 130 INSEUCHONS ..o e 40
Gross-Level AQJUSIMENTS.......cciviiiiiiiiis e 42
Adjustments on the Remittance AQVICE ..o 43
REfUND CECKS ....cocvieiii s 44




Clinic Services Provider Manual Manual Updated 12/01/16

SECTION 3 BILLING PROCEDURES

GENERAL
INFORMATION

The South Carolina Department of Health and Human
Services (SCDHHS) strives to make billing as simple for
providers as possible. This section is a “how-to” manual on
billing procedures with information on how to file a claim,
what to do with a rejected claim, etc. Also included is
information concerning administrative procedures such as
adjustments and refunds. This section will help with these
issues, but may not answer all of your questions. You
should direct any questions to the SCDHHS Provider
Service Center (PSC) at 1-888-289-0709. Providers can
also submit an online inquiry at http://www.scdhhs.gov/
contact-us and a provider service representative will then
respond to you directly.

USUAL AND CUSTOMARY Providers are required to bill their usual and customary rate

RATES when filing Medicaid claims. Charges to Medicaid cannot
exceed charges to private patients, whether they are self-
pay or covered by another carrier. Billing of covered
procedures prior to the date of service is prohibited.

CLAIM FILING TIMELINESS Medicaid policy requires that only “clean” claims received
and entered into the claims processing system within one
year from the date of service be considered for payment. A
“clean” claim is free of errors and can be processed without
obtaining additional information from the provider or
another third party. Claims with an edit code of 509 or 510
on remittances, or CARC 29 on an electronic Remittance
Advice, have not met these criteria. It is the provider’s
responsibility to follow up on claims in a timely manner to
ensure that all claims are filed and corrected within
Medicaid policy limits.

DUAL ELIGIBILITY When a beneficiary has Medicare and Medicaid, Medicare
is considered to be the primary payer. Services rendered to
persons who are certified dually eligible for Medicare/
Medicaid must be billed to Medicare first.
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GENERAL INFORMATION

MEDICARE CROSSOVER All claims not paid in full by Medicare must be filed

CLAIMS FOR directly to Medicaid as claims no longer cross over for
automatic payment review.

COINSURANCE AND

DEDUCTIBLE

MEDICARE PRIMARY Claims for payment when Medicare is primary must be

CLAIM received and entered into the claims processing system
within two years from the date of service or discharge, or
within six months following the date of Medicare payment,
whichever is later.

RETROACTIVE ELIGIBILITY Claims involving retroactive eligibility must meet both of

the following criteria to be considered for payment:

o Be received and entered into the claims processing
system within six months of the beneficiary’s
eligibility being added to the Medicaid eligibility
system AND

o Be received within three years from the date of
service. Claims for dates of service that are more
than three years old will not be considered for
payment.

To document retroactive eligibility, the provider is
responsible for submitting one of the following documents
with each claim within the above time frames:

e DHHS Form 945, which is a statement verifying
the retroactive determination furnished by the
eligibility worker, or

e The computer-generated Medicaid eligibility
approval letter notifying the beneficiary that
Medicaid benefits have been approved. This can be
furnished by the beneficiary or the eligibility
worker. (This is different from the Certificate of
Creditable Coverage.)

Claims involving retroactive eligibility that are received
more than three years from the date of service will be
rejected with edit code 533 (date of service more than three
years old) and CARC 29 (the time limit for filing has
expired).

3-2



Clinic Services Provider Manual Manual Updated 12/01/16

SECTION 3 BILLING PROCEDURES

GENERAL INFORMATION

RETROACTIVE ELIGIBILITY SCDHHS will no longer consider claims that exceed the
(CONT’D ) timely filing limits due to the provider being unaware of

' the beneficiary’s coverage.
BENEFICIARY Section 1902(a)(14) of the Social Security Act permits
COPAYMENTS states to require certain beneficiaries to share some of the

costs of Medicaid by imposing copayments upon them. A
copayment is the amount of money the beneficiary is
expected to pay to the provider at the time services are
received.

SC Medicaid has required a copayment from beneficiaries
toward the cost of their care since March 2004. Medicaid
beneficiaries may not be denied services if they are unable
to pay the copayment at the time the service is rendered;
however, this does not relieve the beneficiary of the
responsibility for the copayment.

It is the provider’s responsibility to collect the copayment
from the beneficiary to receive full reimbursement for a
service. The amount of the copayment will be deducted
from the Medicaid payment for all claims involving
copayments.

Eligibility verification systems will indicate when the
beneficiary is exempt from copayment. For those
beneficiaries who are not exempt from copayment, it is
the provider’s responsibility to ascertain if the service is
exempt from copayment.

Copayment Exclusions Pursuant to federal regulations, the following
beneficiaries are  excluded from  copayment
requirements: children under the age of 19, pregnant
women, institutionalized individuals (such as persons in a
nursing facility or ICF/IID, members of a Federally
Recognized Indian Tribe (for services rendered by the
Catawbas Service Unit in Rock Hill, SC and when referred
to a specialist or other medical provider by the Catawbas
Service Unit) and members of the Health Opportunity
Account (HOA) program. Additionally, the following
services are not subject to a copayment: Medical
equipment and supplies provided by DHEC; Orthodontic
services provided by DHEC; Family Planning services,
End Stage Renal Disease (ESRD) services, Infusion Center
services, Emergency services in the hospital emergency
room, Hospice benefits and Waiver services.
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GENERAL INFORMATION

Claim Filing Information The collection of copayment should not be entered in the
Rsvd for NUCC use, field 30, on the CMS-1500 claim
form; this would result in an additional reduction in
payment.

When a beneficiary has Medicare or private insurance, the
Medicaid copayment still applies per the policies outlined
in this section. However, if the sum of the copayment and
the Medicare/third party payment would exceed the
Medicaid-allowed amount, the copayment should be
adjusted or eliminated. In other words, though a provider
may receive a primary insurance payment higher than what
Medicaid would pay, the beneficiary’s copayment should
not contribute to the excess revenue.

Billing Instructions for If the service was provided as the result of an emergency,
Service Provided as the providers should utilize the following billing instructions to
Result of an Emergency exempt co-payment:

CMS-1500

The indicator “Y” must be present in field 24C (unshaded),
Emergency Indicator, or the corresponding field on the
electronic claim record.

Claims Filed via the Web If services have been rendered on an emergency basis, that

Tool: Use of Emergency information must be included on your SC Medicaid Web-

Indicator based Claims Submission Tool (Web Tool) claim.
CMS-1500

Providers submitting a professional claim must select
“Emergency?” under the Detail Lines tab. For additional
information, please refer to the Web Tool User Guide at
http://medicaidelearning.com.

Note: Refer to the ANSI X-12 Implementation Guide and
SC Medicaid Companion Guides at http://www.scdhhs.
gov/ for additional information on all electronic
transactions.
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CLAIM FILING
OPTIONS
Providers may choose one or more of the following options
for filing claims:
o Paper Claims
« Electronic Claims
o SC Medicaid Web-based Claims Submission
Tool
o Tapes, Diskettes, CDs, and Zip Files
o File Transfer Protocol (FTP)
PAPER CLAIMS Paper claims are mailed to Medicaid Claims Receipt at the
SUBMISSIONS following address:
Medicaid Claims Receipt
Post Office Box 1412
Columbia, SC 29202-1412
CMS-1500 Claim Form Professional Medicaid claims must be filed on the CMS-

1500 claim form (02/12 version). Alternate forms are not
acceptable. “Super Bills” and Continuous Claims are not
acceptable and will be returned to the provider for
correction. Use only black or blue ink on the CMS-1500.

Each CMS-1500 submitted to SC Medicaid must show
charges totaled. ONLY six lines can be processed on a hard
copy CMS-1500 claim form. If more than six lines are
submitted, only the first six lines will be processed for
payment or the claim may be returned for corrective action.

SCDHHS does not supply the CMS-1500 (form) to
providers. Providers should purchase the form in its
approved format from the private vendor of their choice. A
list of vendors who supply the form can be found in
Section 5 of this manual. Examples of the CMS-1500 claim
form can be found in the Forms section of this manual.

Providers using computer-generated forms are not exempt
from Medicaid claims filing requirements. The SCDHHS
data processing personnel should review your proposed
format before it is finalized to ensure that it can be
processed.
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Procedural Coding SC Medicaid requires that claims be submitted using codes
from the current editions of the Healthcare Common
Procedure Coding System (HCPCS) and the Current
Procedural Terminology (CPT). Providers may also use
supplemental codes as outlined in the various sections of
this manual.

The Centers for Medicare and Medicaid Services revises
the nomenclature within the HCPCS/CPT each quarter.
When a HCPCS/CPT code is deleted, the SC Medicaid
program discontinues coverage of the deleted code. SC
Medicaid will not accept billing of discontinued codes for
dates of service after the date on which the code is
discontinued. When new codes are added, SCDHHS
reviews the new codes to determine if the SC Medicaid
program will cover them. Until the results of the review are
published, SCDHHS does not guarantee coverage of the
new codes.

Providers must adopt the new codes in their billing
processes effective January 1 of each year and begin using
them for services rendered on or after that time to assure
prompt and accurate payment of claims.

The current editions of HCPCS/CPT may be ordered from:

Order Department

American Medical Association
PO Box 930876

Atlanta, GA 31193-0876

You may order online at
http://www.amabookstore.com/ or call toll free 1-
800-621-8335.

Code Limitations Certain procedures within the HCPCS/CPT may not be
covered or may require additional documentation to
establish their medical necessity or meet federal guidelines.

Diagnostic Codes SC Medicaid requires that claims be submitted using the
current edition of the International Classification of
Diseases, Clinical Modification (ICD-CM).

SC Medicaid will not accept billing of discontinued codes
for dates of service after the date on which the code is
discontinued. Physicians, practitioners, and suppliers must
bill using the diagnosis code that is valid for that date of
service. Providers must adopt the new codes for billing
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Diagnostic Codes (Cont'd.) processes effective October 1 of each year and use for
services rendered on or after that time to assure prompt and
accurate payment of claims.

For dates of service on or before September 30, 2015,
diagnosis codes must be full ICD-9-CM diagnosis codes.
Valid diagnosis coding can only be obtained from the most
current edition of the ICD-CM.

For dates of service on or after October 1, 2015,
diagnosis codes must be full ICD-10-CM diagnosis codes.
Valid diagnosis coding can only be obtained from the most
current edition of the ICD-CM.

Supplementary Classification of External Causes of Injury
and Poisoning (External Causes of Morbidity) codes are
sub-classification codes and are not valid as first-listed or
principal diagnosis.

A current edition of the ICD-CM may be ordered from:

Practice Management Information Corporation
4727 Wilshire Boulevard, Suite 300
Los Angeles, CA 90010

You may order online at http://www.pmiconline
.com/ or call toll free 1-800-MED-SHOP.

Modifiers Certain circumstances must be identified by the use of a
two-character modifier that follows the procedure code.
Failure to use these modifiers according to policy will slow
turnaround time and may result in a rejected claim.

Only the first modifier entered is used to process the
claim. Failure to use modifiers in the correct combination
with the procedure code, or invalid use of modifiers, will
result in a rejected claim.

The following modifiers may be used:

Modifier Description

50 Bilateral procedure
51 Multiple procedures
76 Repeat procedure or service by same

physician or other qualified health care
professional

78 Return to the operating room for a related
procedure during the post-op period
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Modifiers (Cont’d.) 79 Unrelated procedure or service by the same
physician or other qualified health care
professional during the postoperative period

FP Service provided as part of family planning
program

LT Left side (used to identify procedures
performed on the left side of the body)

RT Right side (used to identify procedures
performed on the right side of the body)

U9 Used for all other dental services rendered
during the same surgical operative session

Modifiers for Family Planning Modifier  Description

P1 A normal healthy patient

P2 A patient with mild systemic disease

P3 A patient with severe systemic disease

P4 A patient with severe systemic disease that is
a constant threat to life

P5 A moribund patient who is not expected to

Place of Service Key

survive without the operation

Place of Service Codes

Code Description

00 Unassigned

01 Pharmacy

02 Unassigned

03 School

04 Homeless Shelter

05 Indian Health Service Free-standing Facility
06 Indian Health Service Provider-based Facility
07 Tribal 638 Free-standing Facility

08 Tribal 638 Provider-based Facility

09 Prison/Correctional Facility

10 Unassigned
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Place of Service Key 11 Office (Outpatient Pediatric AIDS Clinic)
(Cont'd.) 12 Home

13 Assisted Living Facility

14 Group Home

15 Mobile Unit

16 Temporary Lodging

17 Walk-in Retail Health Clinic

18 Unassigned

19 Off Campus — Outpatient Hospital
20 Urgent Care Facility

21 Inpatient Hospital

22 Outpatient Hospital

23 Emergency Room — Hospital

24 Ambulatory Surgical Center

25 Birthing Center

26 Military Treatment Center

27 — 30 Unassigned

31 Skilled Nursing Facility
32 Nursing Facility

33 Custodial Care Facility
34 Hospice

35-40 Unassigned

41 Ambulance — Land

42 Ambulance — Air or Water

43 — 48 Unassigned

49 Independent Clinic

50 Federally Qualified Health Center (FQHC)
51 Inpatient Psychiatric Facility

52 Psychiatric Facility Partial Hospitalization
53 Community Mental Health Center
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Place of Service Key
(Cont'd.)

National Provider Identifier
and Medicaid Provider
Number

CLAIM FILING OPTIONS

54 Intermediate Care Facility/Intellectually
Disabled

55 Residential Substance Abuse Treatment Facility

56 Psychiatric Residential Treatment Center

57 Non-Residential Substance Abuse Treatment
Facility

58 — 59 Unassigned

60 Mass Immunization Center

61 Comprehensive Inpatient Rehabilitation
Facility

62 Comprehensive Outpatient Rehabilitation
Facility

63 — 64 Unassigned

65 End Stage Renal Disease Treatment Facility

66 — 70 Unassigned
71 Public Health Clinic
72 Rural Health Clinic
73 -80 Unassigned

81 Independent Laboratory
82 — 98 Unassigned
99 Other Unlisted Facility (Infusion Center)

Providers who are covered entities under HIPAA are
required to obtain a National Provider Identifier (NPI).
These “typical” providers must apply for an NPI and share
it with SC Medicaid. to obtain an NP1 and taxonomy code,
please visit http://wwwl.scdhhs.gov/openpublic/service
providers/npi%info.asp for more information on the
application process.

When submitting claims to SC Medicaid, typical providers
must use the NPI of the ordering/referring provider and the
NPI and taxonomy code for each rendering, pay-to, and
billing provider.

Atypical providers (non-covered entities under HIPAA)
identify themselves on claims submitted to SC Medicaid by
using their six-character legacy Medicaid provider number.
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CMS-1500 Form Completion Effective on and after April 1, 2014, all claims, regardless

Instructions of the date of service, must be submitted on the CMS 1500
claim form 02/12 version. Please use the instructions
provided in this section to complete the form (see the
Forms section of this manual for sample claims). Use only
black or blue ink on the claim form.

1 Health Insurance Coverage

Show all types of coverage applicable to this
claim by checking the appropriate box(es). If
Group Health Plan is checked and the patient has
only one primary health insurance policy,
complete either block 9 (fields 9, 9a, and 9d) or
block 11 (fields 11, 11b, and 11c). If the
beneficiary has two policies, complete both
blocks, one for each policy.

IMPORTANT: Check the “MEDICAID” field
at the top of the form.

la* Insured’s ID Number

Enter the patient’s Medicaid ID number, exactly
as it appears on the South Carolina Healthy
Connections Medicaid card (10 digits, no letters).

2 Patient’s Name
Enter the patient’s last name, first name, and
middle initial.

3 Patient’s Birth Date

Enter the date of birth of the patient written as
month, day, and year.

Sex
Check “M” for male or “F” for female.

4 Insured’s Name
Not applicable

5 Patient’s Address

Enter the full address and telephone number of the
patient.
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.) * Required for claim to process

*x Required if applicable (based upon the specific program
area requirements)

6 Patient Relationship to Insured
Not applicable

7 Insured’s Address
Not applicable

8 Reserved for NUCC Use
Not applicable

9 Other Insured’s Name
When applicable, enter the name of the other
insured.
If 11d is marked “YES,” complete fields 9, 9a,
and 9d.

9a**  Other Insured’s Policy or Group Number
When applicable, enter the policy or group
number of the other insured.

9b Reserved for NUCC Use
When applicable, enter the date of birth of the
other insured.

9c**  Reserved for NUCC Use

If the insurance has paid, indicate the amount paid
in this field. If the insurance has denied payment,
enter “0.00” in this field.

9d**  Insurance Plan Name or Program Name

When applicable, enter the three-character carrier
code. A list of the carrier codes can be found in
Appendix 2.

10a Is Patient’s Condition Related to Employment?
Check “YES” or “NO.”
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CMS-1500 Form Completion Field Description

Instructions (Cont'd.) * Required for claim to process

*x Required if applicable (based upon the specific program
area requirements)

10b Is Patient’s Condition Related to an Auto
Accident?

Check “YES” or “NO.” If “YES,” enter the two-
character state postal code in the Place (State)
field (e.g., “SC”).

10c Is Patient’s Condition Related to an Other
Accident?
Check “YES” or “NO.”

10d** Claim Codes (Designated by NUCC)

When applicable, enter the appropriate TPL
indicator for this claim. Valid indicators are as
follows:

Code Description

1 Insurance denied
6 Crime victim
8 Uncooperative beneficiary

11**  Insured’s Policy Group or FECA Number
If the beneficiary is covered by health insurance,
enter the insured’s policy number.

1la Insured’s Date of Birth
When applicable, enter the insured’s date of birth.
Sex
Check “M” for male or “F” for female.

11b** Other Claim ID (Designated by NUCC)

If payment has been made by the patient’s health
insurance, indicate the payment in this field. If the
health insurance has denied payment, enter “0.00”
in this field. The payment information should
be entered on the right-hand side of the
vertical, dotted line.
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CMS-1500 Form Completion Field Description

Instructions (Cont'd.) * Required for claim to process

*x Required if applicable (based upon the specific program
area requirements)

11c** Insurance Plan Name or Program Name

When applicable, enter the three-character carrier
code. A list of the carrier codes can be found in
Appendix 2.

11d Is There Another Health Benefit Plan?

Check “YES” or “NO” to indicate whether or not
there is another health insurance policy. If “YES,”
items 9, 9a, and 9d or 11, 11b, and 11c must be
completed. (If there are two policies, complete

both.)

12 Patient’s or Authorized Person’s Signature
“Signature on File” or patient’s signature is
required.

13 Insured’s or Authorized Person’s Signature

Not applicable

14 Date of Current Illness, Injury, or Pregnancy
Not applicable

15 Other Date
Not applicable

16 Dates Patient Unable to Work in Current
Occupation

Not applicable

Fields 17, 17a, and 17b are used to enter the referring,
ordering, and/or supervising provider(s). Field values
are a combination of a two-byte qualifier followed by
the NPI of the applicable provider. Valid qualifiers are
DN = Referring; DK = Ordering; DQ = Supervising.
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CMS-1500 Form Completion Field Description

Instructions (Cont'd.) * Required for claim to process

*x Required if applicable (based upon the specific program
area requirements)

17**  Name of Referring Provider or Other Source

Enter the two-byte qualifier to the left of the
vertical, dotted line.

Enter the name of the referring, ordering, or
supervising provider to the right of the vertical,
dotted line.
17a** Shaded
Enter the provider’s license number if applicable.
17b** Unshaded
NPI
Enter the NPI of the referring, ordering, or
supervising provider listed in field 17.
18 Hospitalization Dates Related to Current
Services

Complete this field when a medical service is
furnished as a result of, or subsequent to, a related
hospitalization.

19**  Additional Claim Information (Designated by
NUCC)

For beneficiaries participating in special programs
(i.e., CLTC, MCCW, Hospice, etc.), enter the
primary care provider’s referral number.

20 Outside Lab?
Not applicable

21* Diagnosis or Nature of IlIness or Injury
ICD Ind.

The “ICD Indicator” identifies the ICD code set
being reported. Enter the applicable 1-byte 1ICD
indicator between the vertical, dotted lines in the
upper right-hand portion of the field.
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CMS-1500 Form Completion Field Description

Instructions (Cont'd.) * Required for claim to process

*x Required if applicable (based upon the specific program
area requirements)

Indicator Code Set
9 ICD-9-CM diagnosis
0 ICD-10-CM diagnosis

Diagnosis Codes

For dates of service on or before September 30,
2015, enter the diagnosis codes of the patient as
indicated in the ICD-9-CM, Volume I. SC
Medicaid requires full ICD-9-CM diagnosis
codes. Enter the diagnosis codes in priority order
(primary, then secondary condition). Only one
diagnosis is necessary to process the claim.

For dates of services on or after October 1,
2015, enter the diagnosis codes of the patient as
indicated in the ICD-10-CM. SC Medicaid
requires full ICD-10-CM diagnosis codes. Enter
the diagnosis codes in priority order (primary,
then secondary condition). Only one diagnosis is
necessary to process the claim.

22 Resubmission Code
Not applicable

23** Prior Authorization Number

If applicable, enter the prior authorization number
for this claim.

Fields 24A through 24J pertain to line item
information. There are six billable lines on this claim.
Each of the six lines contains a shaded and unshaded
portion. The shaded portion of the line is used to report
supplemental information.

24A**  Shaded
NDC Qualifier/NDC Number

If applicable, enter the NDC qualifier of N4,
followed by an 11-digit NDC. Do not enter a
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CMS-1500 Form Completion Field Description

Instructions (Cont'd.) * Required for claim to process

*x Required if applicable (based upon the specific program
area requirements)

space between the qualifier and the NDC.
24A*  Unshaded
Date(s) of Service

Enter the month, day, and year for each
procedure, service, or supply that was provided.

24B*  Unshaded
Place of Service

Enter the appropriate two-character place of
service code. See “Place of Service Key” earlier in
this section for a listing of place of service codes.

24C** Unshaded
EMG

If applicable, enter an “E” in this field to indicate
that the service rendered was on an emergency
basis.

24D*  Unshaded
Dental Services

When billing for dental services, it is imperative
that the provider bills for the primary code with
the highest payment grouping on the first line of
claim form or the first service keyed on the
electronic  submissions tool. The primary
procedure should not be billed using a modifier.
All other dental services rendered during the same
surgical operative session must be billed using the
U9 modifier.

Procedures, Services, or Supplies

Enter the procedure code and, if applicable, the
two-character modifier in the appropriate field. If
two modifiers are entered, the first modifier
entered will be used to process the claim. For
unusual  circumstances and for unlisted
procedures, an attachment with a description of
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CMS-1500 Form Completion Field Description

Instructions (Cont'd.) * Required for claim to process

*x Required if applicable (based upon the specific program
area requirements)

each procedure must be included with the claim.

When more than one service of the same kind is
rendered to the same patient by the same provider
on the same day, the second service must be
billed with the 76 modifier (repeat procedure or
service by same physician or other qualified
health care professional). No more than two
services for the same provider and date of service
may be billed. Documentation to support billing
of repeat procedures to the same patient by the
same provider on the same day must be contained
in the record.
24E Diagnosis Pointer

Not applicable

24F*  Unshaded
Charges
Enter the charge for each listed service. Do not
use dollar signs or commas when reporting dollar
amounts. Enter “00” in the cents area if the
amount is a whole number.

24G** Unshaded
Days or Units
If applicable, enter the number of days or units
provided for each procedure listed.

24H** Unshaded
EPSDT/Family Plan
Not applicable

241*  Shaded
ID Qualifier
Typical Providers:
Leave this field blank.
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CMS-1500 Form Completion Field Description

Instructions (Cont'd.) * Required for claim to process

*x Required if applicable (based upon the specific program
area requirements)

24J**  Shaded
Rendering Provider ID #
Leave this field blank.

24J**  Unshaded
Rendering Provider ID #
Leave this field blank.

25 Federal Tax ID Number

Enter the provider’s federal tax 1D number
(Employer Identification Number) or Social
Security Number.

26 Patient’s Account Number

Enter the patient’s account number as assigned by
the provider. Only the first nine characters will be
keyed. The account number is helpful in tracking
the claim in case the beneficiary’s Medicaid ID
number is invalid. The patient’s account number
will be listed as the “Own Reference Number” on
the Remittance Advice.

27 Accept Assignment?

Complete this field to indicate that the provider
accepts assignment of Medicaid benefits.
Submitting a claim to SC Medicaid automatically
indicates the provider accepts assignment.

28* Total Charge
Enter the total charge for the services.

29**  Amount Paid

If applicable, enter the total amount paid from all
insurance sources on the submitted charges in
item 28. This amount is the sum of 9c and 11b.
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.) * Required for claim to process

*x Required if applicable (based upon the specific program
area requirements)

30* Rsvd for NUCC Use
Enter the balance due.

When a beneficiary has third party coverage,
including Medicare, this is where the patient
responsibility amount is entered. The third party
payment plus the patient responsibility cannot
exceed the amount the provider has agreed to
accept as payment in full from the third-party
payer, including Medicare.

31 Signature of Physician or Supplier
Not applicable

32**  Service Facility Location Information

Note: Use field 32 only if the address is different
from the address in field 33.

If applicable, enter the name, address and ZIP+4
code of the facility if the services were rendered
in a facility other than the patient’s home or
provider’s office.

32a**  Service Facility Location Information
Typical Providers:

Enter the NP1 of the service facility.
Atypical Providers:

Not applicable
32b**  Service Facility Location Information
Typical Providers:

Enter the two-byte qualifier ZZ followed by the
taxonomy code (no spaces).

Atypical Providers:

Enter the two-byte qualifier 1D followed by the
six-character legacy Medicaid provider number
(no spaces).
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CMS-1500 Form Completion Eiel Description
Instructions (Cont'd.) * Required for claim to process

*x Required if applicable (based upon the specific program
area requirements)

33* Billing Provider Info & PH #

Enter the provider of service/supplier’s billing
name, address, ZIP+4 code, and telephone
number.

Note: Do not use commas, periods, or other
punctuation in the address. When entering a
ZIP+4 code, include the hyphen. Do not use a
hyphen or space as a separator within the
telephone number. Claims will be paid to the
provider number submitted in field 33 of the
CMS-1500 form. This pay-to-provider number is
indicated on the Remittance Advice and payment.

33a*  Billing Provider Info
Typical Providers:

Enter the NPI of the billing provider or group. If
the provider rendering the services is a member of
a group, the 10-character NPI group/organization
number must be entered. If not billing as a
member of a group, enter the 10-character
individual NP1 in the field.

Atypical Providers:

Not applicable
33b*  Billing Provider Info
Typical Providers:

Enter the two-byte qualifier ZZ followed by the
taxonomy code (no spaces).

Atypical Providers:

Enter the two-byte qualifier 1D followed by the
six-character legacy Medicaid provider number
(no spaces).
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ELECTRONIC CLAIMS
SUBMISSIONS

Trading Partner SCDHHS encourages electronic claims submissions. All

Agreement Medicaid providers who elect to submit or receive
electronic transactions are required to complete a SC
Medicaid Trading Partner Agreement (TPA) with
SCDHHS. The TPA outlines the basic requirements for
receiving and sending electronic transactions with

SCDHHS. For specifications and instructions on electronic
claims submission or to obtain a TPA, visit http://www1.
scdhhs.gov/openpublic/hipaa/Trading%20Partner%20Enrol
Iment.asp or contact the EDI Support Center via the
SCDHHS Medicaid Provider Service Center at 1-888-289-
07009.

Providers should return the completed and signed SC
Medicaid TPA Enrollment Form by mail or fax to:

SC Medicaid TPA
Post Office Box 17
Columbia, SC 29202
Fax: (803) 870-9021

If a provider utilizes a billing agent and elects to have the
billing agent access their electronic remittance advice, both
the provider and the billing agent must have a TPA on file.

Note: SCDHHS distributes remittance advices
electronically through the Web Tool. All providers must
complete a TPA in order to receive these transactions
electronically. Providers that currently use the Web Tool
do not need to complete another TPA. Providers who have
previously completed a TPA, but are not current users of
the Web Tool, must register for a Web Tool User ID by
contacting the EDI Support Center via the SCDHHS
Medicaid Provider Service Center at 1-888-289-0709.

Companion Guides Providers submitting electronic transactions must comply
with all federal guidelines as contained in the HIPAA-
required ANSI X-12 Implementation Guide, and with
SCDHHS guidelines as contained in the SC Medicaid
Companion Guides. The Companion Guides explain the
situational and optional data required by SC Medicaid.
Please visit the SC Medicaid Companion Guides webpage
at http://www.scdhhs.gov/resource/sc-medicaid-companion

3-22


http://www1.scdhhs.gov/openpublic/hipaa/Trading%20Partner%20Enrollment.asp
http://www1.scdhhs.gov/openpublic/hipaa/Trading%20Partner%20Enrollment.asp
http://www1.scdhhs.gov/openpublic/hipaa/Trading%20Partner%20Enrollment.asp
http://www.scdhhs.gov/resource/sc-medicaid-companion-guides

Clinic Services Provider Manual Manual Updated 12/01/16

SECTION 3 BILLING PROCEDURES

CLAIM FILING OPTIONS

Companion Guides -guides to download the Companion Guides. Information

(Cont’d.) regarding placement of NPIs, taxonomy codes, and six-
character legacy Medicaid provider numbers on electronic
claims can also be found here

Companion Guides are available for the following
transactions:

e 837P  Professional Health Care Claim

o 8371 Institutional Health Care Claim

e 835 Claim Payment/Advice

e 276/277 Claim Status Inquiry/Response

e 270/271 Eligibility Verification Request/Response
o« 278 Prior Authorization

Transmission Methods An Electronic Data Interchange (EDI) transaction is the
movement of data between two entities. EDI software
enables providers to submit claims directly to SC
Medicaid.

The following options may be used to submit claims
electronically:

Tapes, Diskettes, CDs, and A Dbiller using this option records transactions on the
Zip Files specified media and mails them to:

SC Medicaid Claims Control System
Post Office Box 2765
Columbia, SC 29202-2765

File Transfer Protocol A biller using this option exchanges electronic transactions
with SC Medicaid over the Internet.

SC Medicaid Web-based The SC Medicaid Web-based Claims Submission Tool is a

Claims Submission Tool free, online Web-based application for submitting HIPAA-
compliant professional claims, institutional claims, and
associated adjustments to SC Medicaid. The Web Tool
offers the following features:

e Providers can attach supporting documentation to
associated claims.

e The Lists feature allows users to develop their own
list of frequently wused information (e.g.,
beneficiaries, procedure codes, diagnosis codes,
etc.). During claims entry the user has the ability to

3-23


http://www.scdhhs.gov/resource/sc-medicaid-companion-guides

Manual Updated 12/01/16 Clinic Services Provider Manual

SECTION 3 BILLING PROCEDURES

CLAIM FILING OPTIONS

SC Medicaid Web-based select information from lists rather than repetitively
Claims Submission Tool keying, thus saving valuable time and increasing
(Cont'd.) accuracy.

e Providers can check the status of claims.

o No additional software is required to use this
application.

o Data is automatically archived.

e Providers can verify beneficiary eligibility online
by entering Medicaid 1D, Social Security Number,
or a combination of name and date of birth.

e Providers can view, save and print their own
remittance advices.

« Providers can change their own passwords.

The minimum requirements necessary for using the Web
Tool are:

o Signed SC Medicaid Trading Partner Agreement
(TPA) Enrollment Form

e Microsoft Internet Explorer (version 9.0, 10, 11);
Firefox; Safari; or Google Chrome

o Internet Service Provider (ISP)

e Pentium series processor or better processor
(recommended)

e Minimum of 1 gigabyte of memory
e Minimum of 20 gigabytes of hard drive storage

Note: In order to access the Web Tool, all users must
have individual login IDs and passwords.
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REMITTANCE ADVICE The Remittance Advice is an explanation of payments and
actions taken on all processed claim forms and
adjustments. The information on the Remittance Advice is
drawn from the original claim submitted by the provider.

Processed claims and/or lines are assigned one of four
statuses in field 10 on the Remittance Advice:

e Status “P” — Paid claims or lines

e Status “S” — Claims in process that require medical
or technical review are suspended pending further
action.

o Status “R” — Rejected claims or lines

o Status “E” — Encounter data (line contains service
provided by the PCP). No action required.

Please refer to the Forms section of this manual for a
sample Remittance Advice.

If a claim is rejected or suspended, the Remittance Advice
will display the claim without payment. If some lines on
the claim have paid and others are rejected, evaluate the
reason for the rejection and file a new claim with the
corrected information for the rejected lines only, if
appropriate. For some rejected claims, it may also be
necessary to attach applicable documentation to the new
claim for review and consideration for payment.

Note: Corrections cannot be processed from the
Remittance Advice.

SCDHHS generates electronic Remittance Advices every
Friday for all providers who had claims processed during
the previous week. Unless an adjustment has been made, a
reimbursement payment equaling the sum total of all
claims on the Remittance Advice with status P (paid) will
be deposited by electronic funds transfer (EFT) into the
provider’s account. (See “Electronic Funds Transfer
(EFT)” later in this section. Providers must access their
Remittance Advices electronically through the SC
Medicaid Web-Based Claims Submission Tool (Web
Tool). Providers can view, save, and print their remittance
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REMITTANCE ADVICE advice(s), but not a Remittance Advice belonging to
(CONT'D.) another provider. Remittance Advices for current and
' previous weeks are retrievable on the Web Tool.

Suspended Claims Provider response is not required for resolution of
suspended claims unless it is requested by SCDHHS. If the
claim is not resolved within 30 days, check it for errors and
refile. For information regarding your suspended claim,
please contact the PSC or submit an online inquiry at
http://scdhhs.gov/contact-us.

Rejected Claims For a claim or line that is rejected, edit codes will be listed
on the Remittance Advice under the Recipient Name
column. The edit code sequence displayed in the column is
a combination of an edit type (beginning with the letter “L”
followed by “00” or “01,” “02,” etc.) and a three-digit edit
code.

The following three types of edits will appear on the
Remittance Advice:

Insurance Edits

These edit codes apply to third-party coverage
information. They can stand alone (“L00”) or include a
claim line number (*L01,” “L02,” etc.). Always resolve
insurance edit codes first.

Claim Edits

These edit codes apply to the body of the claim (not the
line items) and have rejected the entire claim from
payment. Such edits are prefaced by “L00.”

Line Edits

These edit codes are line specific and are always
prefaced by a claim line number (“L01,” “L02,” etc.).
They apply to only the line indicated by the number.

The three-digit edit code has associated instructions to
assist the providers in resolving their claims. Edit
resolution instructions can be found in Appendix 1 of this
manual.

If you are unable to resolve an unpaid line or claim, contact
the PSC or submit an online inquiry at http://scdhhs.gov/
contact-us for assistance before resubmitting another claim.
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Rejected Claims (Cont'd.) Note: Medicaid will pay claims that are up to one year old.
If the date of service is greater than one year old, Medicaid
will not make payment. The one-year time limit does not
apply to retroactive eligibility for beneficiaries. Refer to
“Retroactive Eligibility” earlier in this section for more
information. Timeliness standards for the submission and
resubmission of claims are also found in Section 1 of this

manual.
Rejections for Duplicate When a claim or line is rejected for duplicate billing, the
Billing payment date of the original claim appears beside the

duplicate edit code on the Remittance Advice under the
Recipient Name column (e.g., “L00 852 01/24/14”). This
eliminates the need for contacting the PSC for the original
reimbursement date.

Claim Reconsideration Effective January 1, 2015, SCDHHS will implement a
Policy — Fee-for-Service Claim Reconsideration policy. The Claim Reconsideration
Medicaid process is an informal claim review, and is not a substitute

for an appeal of a final agency decision. When requesting a
reconsideration, providers must adhere to all applicable
policies, timely filing limits, and must comply with the
following procedures:

1. Submit a completed SCDHHS-CR Form within 30
days of receipt of the remittance advice reflecting
the denial of the claim(s). The SCDHHS-CR Form
is located in the Forms section of this provider
manual.

2. Complete the SCDHHS-CR Form and attach all
documentation in support of your request for
reconsideration.

The provider will receive a written response from
SCDHHS within 60 days notifying them of the decision of
the reconsideration request provided the SCDHHS-CR
Form has been fully completed and all supporting
documentation was attached for review. If the denial is
upheld as a result of the Claim Reconsideration review, the
provider has 30 days from receipt of the decision to file an
appeal in accordance with the Appeal policy in Section 1 of
this provider manual.

Providers should submit Claim Reconsiderations to the
following mailing address or fax number:
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Claim Reconsideration South Carolina Healthy Connections Medicaid
Policy — Fee-for-Service ATTN: Claim Reconsiderations
Medicaid (Cont’d.) Post Office Box 8809

Columbia, SC 29202-8809

OR

Fax: 1-855-563-7086

Requests that do not qualify for SCDHHS claim
reconsiderations:

1. Claim denials resulting from failure to submit
documentation during the claim adjudication
process do not qualify for a Claim Reconsideration.
Providers should submit a new claim and attach
documentation.

2. Providers who receive a denial of service for Prior
Authorization (PA) through one of SCDHHS
contracted agents (e.g., KEPRO, LogistiCare,
ICORE, Magellan, DentaQuest) will not qualify for
a Claim Reconsideration. The provider must pursue
a reconsideration or appeal request through the
contracted agent, and if the denial is upheld the
provider has the right to a SCDHHS formal Appeal
of a final agency decision.

3. Providers who receive a denied claim or denial of
service through one of SCDHHS’ Managed Care
Organizations  (MCOs)  must  pursue a
reconsideration or appeal through the MCO, and
will not qualify for a Claim Reconsideration.

4. Claim payments suspended for a credible allegation
of fraud and pending an investigation do not qualify
for Claim Reconsideration.

5. Submission of a new claim with a Claim
Reconsideration is not an acceptable method to
correct claim disputes in the informal Claim
Reconsideration review process, and will not be
adjudicated or reviewed. For Claim
Reconsideration requests that do not qualify for
review, providers will be sent a written response
notifying them that a Claim Reconsideration will
not be conducted due to failure to meet Claim
Reconsideration qualifications and/or procedures.

3-28



Clinic Services Provider Manual Manual Updated 12/01/16

SECTION 3 BILLING PROCEDURES

CLAIM PROCESSING

Claim Reconsideration If you have any questions regarding this process, please
Policy — Fee-for-Service contact the PSC at 1-888-289-0709. For any Medicaid
Medicaid (Cont'd.) participants enrolled in a managed care plan, the member’s

MCO is responsible for claims payment and claims
redetermination. Please refer all questions regarding claim
payment and redeterminations to the Medicaid member’s

MCO.
EDI Remittance Advice - Providers who file electronically using EDI Software can
835 Transactions elect to receive their Remittance Advice via the ASC X12

835 (005010X221A1) transaction set or a subsequent
version. These electronic 835 EDI Remittance Advices
contain Claim Adjustment Reason Codes (CARCs), broad
definitions of why claims did not pay as billed, and
Remittance Advice Remark Codes (RARCs), more detailed
reasons for why claims did not pay as billed. (See
Appendix 1 for a listing of CARCs and RARCs.) The
electronic 835 EDI Remittance Advice will only report
items that are returned with P (paid) or R (rejected)
statuses.

Providers interested in utilizing this electronic transaction
should contact the EDI Support Center via the SCDHHS
Medicaid Provider Service Center at 1-888-289-0709.

Duplicate Remittance Providers must use the Remittance Advice Request Form
located in the Forms Section of this manual to submit
requests for duplicate remittance advices. Charges
associated with these requests will be deducted from a
future Remittance Advice and will appear as a debit
adjustment. Please check the Web Tool for the availability
of the remittance advice date before submitting your
request.

Remittance Advice Items Listed below is an explanation of each item on the
remittance advice. Sample pages of a remittance advice
appear in the Forms section of this manual. Pages of the
remittance advice that show adjustments are discussed
under “Claim Adjustments” later in this section.

A Provider ID

The six-digit Medicaid provider number or ten-digit
National Provider Identifier (NPI)
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Remittance Advice ltems B Payment Date

(Cont'd.) Date the provider’s check and remittance advice
were produced

C Provider’s Own Reference Number

The patient control number you entered in field 26
on the CMS-1500

D Claim Reference Number

The claim control number assigned by SCDHHS.
This number is 16 digits plus an alpha suffix
identifying the claim type: A for CMS-1500 or U
for adjustments.

E Py Ind

Payment indicator indicates how the payment was
calculated on a surgical procedure code

0 An adjustment was made in this surgical
line

1 Surgery paid at 50%

2 Surgery paid at 100%

7 Surgery was manually priced and

approved by program staff

These codes will help you determine the
methodology used to calculate the payment per line
in Item I.

F Service Rendered Period

Date(s) of service

G Service Rendered — Procedure Code
Procedure code that was used on each line

H Amount Billed
Total charges per claim

| Title 19 Payment
The total amount paid by Medicaid per claim
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Remittance Advice Items J Status
(Cont'd.) The status of the claim processed:
E = Encounter data (claim contains service

provided by the PCP). No action is required.
P = Paid (claim was submitted correctly)

R = Rejected (claim contains an edit(s) which must
be corrected before payment can be made)

S = Suspended (claim is being manually reviewed).
No action is required at this time. Claim will show
up on a future remittance advice with either a P or
an R in the status column.

K Recipient ID Number

The beneficiary’s 10-digit Medicaid identification
number

L Recipient’s Name

Name on the Medicaid file that matches the 10-digit
Medicaid identification number in Item K

M Mod
The modifier that was used on each line

N Title 18 Allowed Charges
Total of allowed charges from crossover claim

@) Copay Amt
Amount of copayment owed by the beneficiary

P Title 18 Payment
Amount Medicare paid on crossover claim

Q Medicaid Page Total
Total amount paid by Medicaid for all claims on
this page

R Medicaid Total

Total amount paid by Medicaid for all claims
processed on this page
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Remittance Advice Items S Check Total

(Cont'd.) Total amount for claims processed plus or minus
any adjustment made on this remittance advice

T Check Number
Check number of check issued to provider

U Provider Name and Address
Name and address where check and remit were sent

\Y/ Edits
The reason the claim was rejected

Note: See Appendix 1 for a description of edit
codes and resolutions steps.

w Debit Balance Prior to this Remittance

Amount remaining from a debit adjustment from a
previous remittance advice. This amount will be
subtracted from this Medicaid payment.

X Provider Incentive Credit Amount

Payments to certain healthcare providers enrolled in
special incentive programs.

Reimbursement Payment SCDHHS no longer issues hard copy checks for Medicaid
payments. Providers receive reimbursement from SC
Medicaid via electronic funds transfer (EFT). (See
“Electronic Funds Transfer” later in this section.)

The reimbursement payment is the sum total of all claims
on the Remittance Advice with status P. If an adjustment
request has been completed, it will appear on the
Remittance Advice. (See “Claim Adjustments” later in this
section.)

Note: Newly enrolled providers will receive a hard copy
check until the electronic funds transfer process is
successfully completed.

Electronic Funds Transfer Upon enrollment, SC Medicaid providers must register for
(EFT) Electronic Funds Transfer (EFT) in order to receive
reimbursement. SCDHHS will not provide any payments
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Electronic Funds Transfer for items or services provided under the State Plan or under
(EFT) (Cont'd.) a waiver to any financial institution or entity located
outside the United States.

Prior to revoking or revising the EFT authorization
agreement, the provider must provide 30 days written
notice to:

Medicaid Provider Enrollment
Post Office Box 8809
Columbia, SC 29202-8809

The provider is required to submit a completed and signed
EFT Authorization Agreement Form to confirm new and/or
updated banking information. Refer to the Forms section
for a copy of the EFT Authorization form.

All EFT requests are subject to a 15-day pre-certification
period in which all accounts are verified by the qualifying
financial institution before any SC Medicaid direct deposits
are made.

During the pre-certification period, the provider will
receive reimbursement via hard copy checks.

If the bank account cannot be verified during the pre-
certification period, the provider will be notified and will
be required to submit an EFT form and bank account
verification from their financial institution.

Upon completion of the pre-certification period,
reimbursement payment will be deposited directly into the
provider’s bank account. The last four digits of the bank
account are reflected on the Remittance Advice. Providers
may view their Remittance Advice (RA) on the Web Tool
for payment information.

When SCDHHS is notified that the provider’s bank
account is closed or the routing and/or bank account
number is no longer valid, the provider will be notified and
will be required to submit an EFT form and bank account
verification from their financial institution.

Each time banking information changes, the 15-day pre-
certification period will occur and the provider will receive
reimbursement via hard copy checks.

Uncashed Medicaid Checks SCDHHS may, under special circumstances, issue a hard
copy reimbursement check. In instances where Medicaid
checks to providers remain outstanding 180 days or longer
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Uncashed Medicaid Checks from the date of check issue, SCDHHS is required by
(Cont'd.) federal regulations to refund to the federal government the
federal share of those Medicaid checks. Therefore,
SCDHHS will have the bank return (or not honor)
Medicaid checks presented for payments that are 180 days

old or older.
THIRD-PARTY LIABILITY The SCDHHS Health Insurance Information Referral Form
(TPL) is used to document third-party insurance coverage, policy

changes, beneficiary coverage changes, carrier changes,
and policy lapse information. A copy of this form is
included in the Forms section of this manual. Completed
forms should be mailed or faxed directly to Medicaid
Insurance Verification Services at the following address:

South Carolina Healthy Connections
Post Office Box 101110

Columbia, SC 29211-9804

Fax: (803) 252-0870

Cost Avoidance Under the cost avoidance program, claims billed primary to
Medicaid for many providers will automatically be rejected
for those beneficiaries who have other resources available
for payment that are responsible as the primary payer.

Providers should not submit claims to Medicaid until
payment or notice of denial has been received from any
liable third party. However, the time limit for filing claims
cannot be extended on the basis of third-party liability
requirements.

If a claim or line is rejected for primary payer(s) or failure
to bill third-party coverage, providers should submit a new
claim and include the insurance carrier code, the policy
number, and the name of the policyholder found in third-
party payer information on the Web Tool. Information
about the insurance carrier address and telephone number
may be found in Appendix 2 of this manual. Providers can
also view carrier codes on the Provider Information page
at http://provider.scdhhs.gov.

Reporting Third-Party After the claim has been submitted to the third-party payer,
Insurance On a CMS-1500 and the third-party payer denies payment or the third-party
Claim Form payment is less than the Medicaid allowed amount, the

provider may submit the claim to Medicaid. To indicate
that a claim has been submitted to a third-party insurance
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Reporting Third-Party carrier, include the carrier code, the policy number, and the
Insurance On a CMS-1500 amount paid. Instructions are provided earlier in this
Claim Form (Cont'd.) section on coding the CMS-1500 claim for third-party

insurance information.

If the third party denies payment, the TPL indicator for
“insurance denied” should be entered in the appropriate
field on the CMS-1500 claim form. For the CMS-1500 the
appropriate field for TPL coding is field 10d. The TPL
indicators accepted are:
Code Description

1 Insurance denied

6 Crime victim

8 Uncooperative beneficiary
If the third-party payment is equal to or greater than the SC

Medicaid established rate, Medicaid will not reimburse the
balance. The Medicaid beneficiary is not liable for the

balance.
Third-Party Liability Providers may occasionally encounter difficulties in
Exceptions obtaining documentation and payment from third parties

and beneficiaries. For example, the third-party insurer may
refuse to send a written denial or explanation of benefits, or
a beneficiary may be missing or uncooperative. In such
cases it is the provider’s responsibility to seek a solution to
the problem.

Providers have many resources available to them for
pursuing third party payments. Program areas will work
with providers to explore these options.

As a final measure, providers may submit a reasonable
effort document along with a claim filed as a denial. This
form can be found in the Forms section of this manual. The
reasonable effort document must demonstrate sustained
efforts of claim submission and/or adequate follow-up to
obtain the needed action from the insurance company or
beneficiary. This document should be used only as a last
resort, when all other attempts at contact and payment
collection have failed.

The reasonable effort documentation process does not
exempt providers from timely filing requirements for
claims. Please refer to “Time Limit for Submitting Claims”
in Section 1.
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Third-Party Liability If the provider is filing a hard copy claim, the reasonable
Exceptions (Cont'd.) effort document should be attached to the claim form and
returned to Medicaid Claims Receipt.

If a claim is rejected for failure to bill third-party coverage,
the provider must submit a new claim with the correctly
coded information that documents payment or denial of
payment by the third-party carrier. Please refer to the Web
Tool for the insurance information of the third-party payer.

Dually Eligible Beneficiaries When a dually eligible beneficiary also has a commercial
payer, the provider should file to all payers before filing to
Medicaid. If the provider chooses to submit a CMS-1500
claim form for consideration of payment, he or she must
declare all payments and denials. If the combined
payments of Medicare and the other payer add up to less
than Medicaid’s allowable, Medicaid will make an
additional payment up to that allowable not to exceed the
remaining patient responsibility. If the sum of Medicare
and other payers is greater than Medicaid’s allowable, the
claim will reject with the 690 edit (payment from other
sources is more than Medicaid allowable).

TPL Refunds When reimbursed by both Medicaid and third-party
insurance, the provider must refund the lesser of either the
amount paid by Medicaid or the full amount paid by the
insurance company. See “Claim Adjustments” and
“Refunds” later in this section.

Medicaid Recovery
Initiatives

Retro Health Insurance Where SCDHHS discovers a primary payer for a claim
Medicaid has already paid, SCDHHS will pursue recovery.
Once an insurance policy is added to the TPL policy file,
claims that have services in the current and prior calendar
years are invoiced directly to the third party.

As new policies are added each quarter to the TPL policy
file, claims history is reviewed to identify claims paid by
Medicaid for which the third party may be liable. A
detailed claims listing is generated and mailed to providers
in a format similar to the Retro Medicare claims listing.
The listing identifies relevant beneficiaries, claim control
numbers, dates of service, and insurance information.
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Retro Health Insurance Three notices over a period of six months are provided.

(Cont'd.) Claims will be recouped approximately 45 days after the
third letter is generated if no response is received. Please
contact Medicaid Insurance Verification Services (MIVS)
at (803) 252-7070 if you have any questions about this
process.

Retro Medicare Every quarter, providers are notified by letter of claims
Medicaid paid primary for beneficiaries with Medicare
coverage (Retro Medicare). The letter provides the
beneficiary’s Medicare number to file the claim with
Medicare. The Medicaid payments will be recouped within
30 days of the date of the letter. Please retain the letter for
accurate accounting of the recoupment. Questions about
this letter may be referred to Medicaid Insurance
Verification Services (MIVS) at 1-888-289-0709 option 5.

Where claims have been pulled into retro Medicare and
retro health for institutional providers, the provider should
not attempt to refund the claim with a void or
void/replacement claim. Should they do so, they will incur
edits 561, 562, and 563.

Carrier Codes All third-party payers are assigned a three-character code
referred to as a carrier code. The appropriate carrier code
must be entered on the CMS-1500 form when reporting
third-party liability.

The list of carrier codes (Appendix 2) contained in this
manual is categorized both alphabetically by the names of
the insurance companies and numerically by the carrier
code assigned to each company. These codes are current at
the time of publication of this manual; however, they are
subject to change.

If a particular carrier or carrier code cannot be found in this
manual, providers should visit the Provider Information
page on the SCDHHS Web site at http://provider.scdhhs.
gov to view and/or download the most current carrier
codes. Carrier codes are updated each quarter on the Web
site.

If a particular carrier code is neither listed in the manual
nor on the SCDHHS Web site, providers may use the
generic carrier code 199 for billing purposes. Contact the
PSC or submit an online for assistance should the Web
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Carrier Codes (Cont'd.) Tool list a numerical code that cannot be located in the
carrier codes either in this manual or online.

CLAIM ADJUSTMENTS Adjustments can be made to paid claims only. A request
may be initiated by the provider or SCDHHS. SCDHHS-
initiated adjustments are used when the agency determines
that an overpayment or underpayment has been made to a
provider; SCDHHS will notify the provider when this
occurs. Questions regarding an adjustment should be
directed the PSC or submit an online inquiry for assistance.
It is important to note that discontinuation of participation
in Medicaid will NOT eliminate an existing overpayment
debt.

A claim-level adjustment is a detail-level Void (debit) or
Void/Replacement that is used to correct both the payment
history and the actual claim record. It is limited to one
claim per adjustment request. A Void claim will always
result in an account debit for the total amount of the
original claim. A Void/Replacement claim will generate an
account debit for the original claim and refile the claim
with the corrected information.

A gross-level adjustment is defined as a provider-level
adjustment that is a debit or credit that will affect the
financial account history for the provider; however, the
patient claim history in the Medicaid Management
Information System (MMIS) will not be altered, and the
Remittance Advice will not be able to provide claim-
specific information.

Claim-Level Adjustments All Medicaid providers are able to initiate claim-level
adjustments. Please note: gross-level adjustments may still
be used as discussed in “Gross-Level Adjustments.” The
process for claim-level adjustments gives providers the
option of initiating their own corrections to individual
claim records. This process allows providers to submit
adjustments directly to SC Medicaid. Claim-level
adjustments should only be submitted for claims that have
been paid (status “P”).

Claim-level adjustments should be initiated when:

e The provider has identified the need for a
Void/Replacement of an original claim. This
process should be used when the information
reported on the original claim needs to be amended.

3-38



Clinic Services Provider Manual Manual Updated 12/01/16

SECTION 3 BILLING PROCEDURES

CLAIM PROCESSING

Claim-Level Adjustments The original claim must have a date of service

(Cont'd.) that is less than 12 months old. (See “Claim
Filing Timeliness” in this section for more
information.)

e The provider has identified the need for a Void Only
of a claim that was paid within the last 18 months.
This process should be used when the provider
wishes to withdraw the original claim entirely.

Claim-level adjustments can be submitted in several
ways:

e Providers who submit claims using a HIPAA-
compliant electronic claims submission format
must use the void or replacement option provided
by their system. (See *“Void and Replacement
Claims for HIPAA-Compliant Electronic Sub-
missions” below.)

e Providers who submit claims on paper using CMS-
1500, or Transportation forms can use the Claim
Adjustment Form 130 (DHHS Form 130, revised
03-13-2007). They can also use the Web Tool to
initiate claim-level adjustments in a HIPAA-
compliant electronic format, even if they continue
using paper forms for regular billing. See
“Electronic Claims Submissions” in this section for
more information about the Web Tool.

Providers who use an electronic format that is not
compliant with HIPAA standards to submit CMS-1500 or
Transportation claims can use DHHS Form 130; they may
also use the Web Tool to submit adjustments.

Note: When submitting a Form 130 to void or void/replace
a claim, it is not necessary for the provider to also submit a
refund check.

Void and Replacement Providers may use a HIPAA-compliant electronic format to
Claims (HIPAA-Compliant void a claim that has been filed in error, processed, and for
Electronic Submissions) which payment has been received. Submitting a Void

claim with the original Claim Control Number will alert
SCDHHS that claim payment has been made in error. The
amount paid for the original claim will be deducted from
the next Remittance Advice.

Alternatively, these providers may submit a Replacement
claim to change information on a claim that has been filed,
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Void and Replacement processed, and for which payment has been received.
Claims (HIPAA-Compliant Submitting a Replacement claim automatically voids the
Electronic Submissions) original claim and processes the Replacement claim. The
(Cont'd.) Void and Replacement claims must have the same

beneficiary and provider numbers.

Void Only and Providers who file claims on paper or who submit

Void/Replacement Claims electronic claims that are not in a HIPAA-compliant
electronic format may use DHHS Form 130 to submit
claim-level adjustments. (A sample DHHS Form 130 can
be found in the Forms section of this manual.) Once a
provider has determined that a claim-level adjustment is
warranted, there are two options:

e Submitting a Void Only claim will generate an
account debit for the amount that was reimbursed.
A Void Only claim should be used to retract a claim
that was paid in error. To initiate a Void Only
claim, complete DHHS Form 130 and attach a copy
of the original Remittance Advice.

e Submitting a Void/Replacement claim will
generate an account debit for the original claim and
re-file the claim with the corrected information. A
Void/Replacement claim should be used to:

o Correct a keying or billing error on a paid claim
o Add new or additional information to a claim

o Add information about a third party insurer or
payment

To initiate a Void/Replacement claim, complete DHHS
Form 130 and attach a copy of the original Remittance
Advice, as well as the new Replacement claim. Also attach
any documentation relevant to the claim.

Form 130 Instructions The completed DHHS Form 130 and any other documents
specified above should be sent directly to SC Medicaid at
the same address used for regular claims submission. All
fields are required with the exception of field 13,
“Comments.”

1 Provider Name
Enter the provider’s name.
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Form 130 Instructions 2 Provider Address

(Cont'd.) Enter the provider’s address.

3 Provider City, State, Zip
Enter the provider’s city, state, and zip code.

4 Total amount paid on the original claim

Enter the total amount that was paid on the original
claim that is to be voided or replaced.

5 Original CCN

Enter the Claim Control Number of the original
claim you wish to Void or Void/Replace. The CCN
is 17 characters long; the first 16 characters are
numeric, and the 17" is alpha, indicating the claim

type.
6 Provider ID/NPI

Enter the six-character Medicaid legacy provider
number and/or NPI of the provider reimbursed on
the original claim.

7 Recipient ID
Enter the beneficiary’s Medicaid ID as submitted
on the original claim.

8 Adjustment Type
Fill in the appropriate bubble to indicate Void or
Void/Replace.

9 Originator
Fill in the “Provider” bubble.

10 Reason for Adjustment
Select only one reason for the adjustment and fill in
the appropriate bubble.

11 Analyst ID
This field is for agency use only.
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Form 130 Instructions 12 For Agency Use Only

(Cont'd.) These adjustment reasons are for agency use only.

13 Comments

Include any relevant comments in this field.
Comments are not required.

14 Signature

The person completing the form must sign on this
line.

15 Date
Enter the date the form was completed.

16 Phone
Enter the contact phone number of the person
completing the form.

Gross-Level Adjustments Gross-level adjustments will be initiated when:

e A claim is no longer in Medicaid’s active history
file (the claim payment date is more than 18 months
old.)

e The adjustment request is not “claim-specific” (cost
settlements, disproportionate share, etc.). SCDHHS
will initiate this type of gross adjustment.

e Aclaimin TPL Recovery will not be taken back in
full.

Provider requests for credit adjustments (where the
provider can substantiate that additional reimbursement is
appropriate) or debit adjustments (where the provider
wishes to make a voluntary refund of an overpayment)
should be directed to the Medicaid program manager
within 90 days of receipt of payment. Requests for gross-
level credit adjustments for dates of service that are more
than one year old typically cannot be processed by
SCDHHS without documentation justifying an exception.
Providers may send TPL-related adjustments directly to
Medicaid Insurance Verification Services (MIVS) at the
following address:
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Gross-Level Adjustments South Carolina Healthy Connections
(Cont’d.) Post Office Box 101110
Columbia, SC 29211-9804

Fax: (803) 462-2582
Phone: 1-888-289-0709 option 5

In the event of a debit adjustment, the provider should not
send a check. Appropriate deductions will be made from
the provider’s account, if necessary. Providers may inquire
directly to Medicaid Insurance Verification Services about
debit or credit adjustments resulting from private health
insurance or retroactive Medicare coverage.

To request a gross-level adjustment, the provider should
submit a letter on letterhead stationery to SCDHHS
manager providing a brief description of the problem, the
action that the provider wishes SCDHHS to take on the
claim, and the amount of the adjustment, if known. If the
problem involves an individual claim, the letter should also
provide the beneficiary’s name and Medicaid number, the
date of service involved, and the procedure code for the
service to be adjusted. The provider’s authorized
representative must sign the letter. For problems involving
individual claims, copies of the pertinent Medicaid
Remittance Advices with the beneficiary’s name and
Medicaid number, date of service, procedure code, and
payment amount highlighted should also be included.

The provider will be notified of the adjustment via a letter
or a copy of an Adjustment/Alternate Claim Form (DHHS
Form 115). After it is processed by SCDHHS, the gross-
level adjustment will appear on the last page of the
provider’s next Remittance Advice. Each adjustment will
be assigned a unique identification number (“Own
Reference Number” on the adjustment form), which will
appear in the first column of the Remittance Advice. The
identification number will be up to nine alphanumeric
characters in length. A sample Remittance Advice can be
found in the Forms section of this manual. Gross-level
adjustments are shown on page 3 of the sample.

Adjustments on the If a Void claim and its Replacement process in the same
Remittance Advice payment cycle, they are reported together on the
Remittance Advice along with other paid claims. The
original Claim Control Number (CCN) and other claim
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Adjustments on the details will appear on both the Void and the Replacement
Remittance Advice lines.
(Cont'd)) Void Only claim adjustments are reported on a separate

page of the Remittance Advice; they will also show the
original CCN and other claim details. If the Replacement
claim for a Void/Replacement processes in a subsequent
payment cycle, it will appear with other paid claims.

Gross-level adjustments are reported on the last page of the
Remittance Advice, and show only a reference number and
debit/credit information.

A sample Remittance Advice that shows Void Only,
Void/Replacement, and gross-level adjustments can be
found in the Forms section of this manual.

Refund Checks Providers who are instructed to send a refund check should
complete the Form for Medicaid Refunds (DHHS Form
205) and send it along with the check to the following
address:

South Carolina Healthy Connections
Cash Receipts

Post Office Box 8355

Columbia, SC 29202-8355

All refund checks should be made payable to the SC
Department of Health and Human Services. A sample of
the Form for Medicaid Refunds, along with instructions for
its completion, can be found in the Forms section of this
manual. SCDHHS must be able to identify the reason for
the refund, the beneficiary’s name and Medicaid number,
the provider’s number, and the date of service in order to
post the refund correctly.

If you submit a refund to SCDHHS and subsequently
discover that it was in error, SCDHHS must receive your
credit adjustment request within 90 days of the refund.
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END STAGE RENAL DISEASE CLINICS

CODE DESCRIPTION

36430 TRANSFUSION, BLOOD

71010 RADIOLOGY, CHEST; SINGLE VIEW, FRONTAL*

71015 RADIOLOGY, CHEST; STEREO, FRONTAL*

71020 RADIOLOGY, CHEST; TWO VIEWS, FRONTAL AND LATERAL*
71021 RADIOLOGY, CHEST; WITH APICAL LORDOTIC PROCEDURE*
71022 RADIOLOGY, CHEST; WITH OBLIQUE PROJECTIONS*

71023 RADIOLOGY, CHEST; WITH FLUOROSCOPY™*

71030 RADIOLOGY, CHEST; COMPLETE MINIMUM OF FOUR VIEWS*
71034 RADIOLOGY, CHEST; WITH FLUOROSCOPY*

71035 RADIOLOGY, CHEST; SPECIAL VIEWS (E.G., LAT DECUB)*
82108 ALUMINUM

82728 FERRITIN

86580 SKIN TEST TUBERCULOSIS INTRADERMAL

86704 HEPATITIS B CORE ANTIBODY (HBCAB); IGC AND IGM

86705 HEPATITIS B CORE ANTIBODY (HBCAB); IGM ANTIBODY
87340 HEPATITIS B SURFACE ANTIGEN (HBSAG)

90657 INFLUENZA VACCINE, SPLIT VIRUS, 6-35 MONTHS DOSAGE
90658 INFLUENZA VACCINE, SPLIT VIRUS, 3 YEARS AND ABOVE DOSAGE
90732 PNEUMONIA VACCINE

90743 HEPATITIS B VACCINE, PED/ADOLESC (2 DOSE)

90744 HEPATITIS B VACCINE, PED/ADOLESC (3 DOSE)

90746 HEPATITIS B VACCINE — ADULT DOSAGE

90747 HEPATITIS B VACCINE-PATIENT DOSAGE (4 DOSE)

90935 HEMODIALYSIS (IN CENTER), PER TREATMENT

90989 DIALYSIS TRAINING, INCLUDING HELPER, ANY MODE, COMPLETED
COURSE

90993 DIALYSIS TRAINING, PATIENT, INCLUDING HELPER, ANY MODE, COURSE
NOT COMPLETED, PER SESSION

90997 HEMOPERFUSION (E.G., ACTIVATED CHARCOAL OR RESIN)
93000 EKG 12 LEAD WITH INTERPRETATION AND REPORT*
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CODE DESCRIPTION
93005 EKG TRACING ONLY (NO REPORT OR INTERPRETATION)*
96372 INJECTION ADMIN - SUPPLY CHARGE

B4150 ENTERAL FORMULAE; CATEGORY I; SEMISYNTHETIC INTACT
PROTEIN/PROTEIN ISOLATES, ADMINISTERED THROUGH AN ENTERAL
FEEDING TUBE, 100 CALORIES =1 UNIT

USE MODIFIER BO — ORALLY ADMINISTERED NUTRITION, NOT BY FEEDING
TUBE, ENSURE

B4152 ENTERAL FORMULAE; CATEGORY II; INTACT PROTEIN/PROTEIN
ISOLATES (CALORICALLY DENSE), ADMINISTERED THROUGH AN
ENTERAL FEEDING TUBE, 100 CALORIES =1 UNIT

USE MODIFIER BO — ORALLY ADMINISTERED NUTRITION, NOT BY FEEDING
TUBE, ENSURE PLUS

B4154 ENTERAL FORMULAE; CATEGORY IV; DEFINED FORMULA FOR SPECIAL
METABOLIC NEED, ADMINISTERED THROUGH AN ENTERAL FEEDING
TUBE, 100 CALORIES =1 UNIT

USE MODIFIER BO — ORALLY ADMINISTERED NUTRITION, NOT BY FEEDING
TUBE, NEPRO, SUPLENA

Q4081 INJ, EPOETIN ALFA, 100 UNITS

S9335 HOME HEMODIALYSIS, PER TREATMENT DAY

S9339 HOME PERITONEAL DIALYSIS, PER TREATMENT HOUR
X6661 MULTIVITAMINS, PER 100 TABS OR CAPS

X6704 CALCIUM ACETATE, PER 100 TABS OR CAPS

X6711 VITAMIN D, PER 30 TABS OR CAPS

X6717 CALCIUM, PER 100 TABS OR CAPS

X6718 ANTACIDS (PHOSPHATE BINDERS), PER 100 TABS OR CAPS
X6719 IRON SALTS, PER 100 TABS OR CAPS

X6720 IRON WITH VITAMINS, PER 100 TABS OR CAPS

X6721 IRON COMPLEX, PER 100 TABS OR CAPS

Note: Asterisk indicates codes that must be submitted with documentation to support medical necessity.
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DiALYSIS J-CODES

Code Description

J0290 AMPICILLIN SODIUM, 500 MG

J2995 STREPTOKINASE PER 250,000 1U
J0360 HYDRALAZINE HCL TO 20 MG

J0610 CALCIUM GLUCONTE TO 10 ML

J0636 CALCITRIOL, 0.1 MCG

J0690 CEFAZOLIN SODIUM, 500 MG

J0692 CEFEPHINE HYDROCHLORIDE, 500 MG
J0694 CEFOXITIN SODIUM, 1 GM

J0696 CEFTRIAXONE SODIUM PER 250 MG
J0697 STERILE CEFUROXIME SOD PER 750 MG
J7131 HYPERTONIC SALINE SOLUTION, 1 ML
JO713 CEFTAZIDIME, PER 500 MG

JO735 CLONIDINE HYDROCHLORIDE, 1 MG
JO780 PROCHLORPERAZINE TO 10 MG

J0882 INJECTION, DARBEPOETIN ALFA, 1 MG
J0886 EPOETIN ALFA, 1000 UNITS

J0895 DEFEROXAMINE MESYLATE, 500 MG
J1070 TESTOSTERONE CYPIONATE TO 100 MG

J1080 TESTOSTERONE CYPIONATE 1CC/200 MG
J1165 PHENYTOIN SODIUM TO 50 MG

J1200 DIPHENHYDRAMINE UP TO 50 MG
J1270 DOXERCALCIFEROL, 1 MCG
J1410 ESTROGEN CONJUGATED PER 25 MG

J1450 FLUCONAZOLE, 200 MG

J1570 GANCICLOVIR SODIUM 500 MG

J1580 GARAMYCIN- GENTAMICIN TO 80 MGS
J1644 HEPARIN SODIUM PER 1000 UNITS
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J1720 HYDROCORTISONE SOD SUCCIN TO 100 MG

J1750 IRON DEXTRAN, 50 MG
J1756 IRON SUCROSE, 1 MG

J1955 LEVOCARNITINE, PER 1 GM
J1956 LEVOFLOXACIN, 250 MG
J2060 ATIVAN TO 4MG

J2150 MANNITOL, 25% IN 50 ML
J2310 NALOXONE HYDROCHLORIDE, PER 1 MG
J2320 NANDROLONE DECANOATE TO 50 MG

J2321 NANDROLONE DECANOATE TO 100 MG

J2322 NANDROLONE DECANOATE TO 200 MG
J2430 PAMIDRONATE DISODIUM, PER 30 MG
J2501 PARICALCITOL, 1 MCG

J2550 PROMETHAZINE HCL TO 50 MG

J2720 PROTAMINE SULFATE PER 10 MG

J2765 METOCLOPRAMIDE HCL TO 10 MG

J2916 NA FERRIC GLUCONATE COMPLEX, 12.5 MG
J2930 METHYLPREDNISOLONE SOD SU TO 125 MG
J2997 ALTEPLASE RECOMBINANT, 1 MG

J3260 TOBRAMYCIN SULFATE TO 80 MG

J3350 UREA TO 40 GM

J3360 VALIUM UP TO 5 MG

J3364 UROKINASE 5000 IU VIAL

J3365 IV, UROKINASE 250,000 IU VIAL

J3370 VANCOMYCI HCL, 500 MG
J3410 VISTARIL UP TO 25 MG

J3490 UNCLASSIFIED DRUGS
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J7030 IV NORMAL SALINE 1000 CC

J7040 IV NORMAL SALINE SOL, STERILE(500 ML=UNIT)
J7042 INFUSION 5% DEXTROSE/NS (500 ML=1 UNIT)
J7050 IV, NORMAL SALINE SOLUTION, 250 CC

J7060 5% DEXTROSE/WATER (500 ML = 1 UNIT)

J7070 INFUSION D5W 1000 ML

J7100 IV DEXTRAN 40, 500 ML

J7110 IV DEXTRAN 75, 500 ML
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OUTPATIENT PEDIATRIC AIDS CLINICS

CODE | DESCRIPTION

T1025 INTENSIVE, EXTENDED MULTIDISCIPLINARY SERVICES PROVIDED IN A
CLINIC SETTING TO CHILDREN WITH COMPLEX MEDICAL, PHYSICAL,
MENTAL AND PSYCHOSOCIAL IMPAIRMENTS, PER DIEM

T1015 CLINIC VISIT/ENCOUNTER, ALL-INCLUSIVE

INFUSION CENTERS

CODE DESCRIPTION

36430 TRANSFUSION, BLOOD OR BLOOD COMPONENTS

90378 RESPIRATORY SYNCYTIAL VIRUS IMMUNE GLOBULIN (SYNAGIS)

90657 INFLUENZA VIRUS VACCINE, 6-35 MONTHS OF AGE, IM

90658 INFLUENZA VIRUS VACCINE, 3 YEARS OR OLDER, IM

96360 INTRAVENOUS INFUSION, HYDRATION; INITIAL, 31 MINUTES TO 1 HOUR

96361 INTRAVENOUS INFUSION, HYDRATION; EACH ADDITIONAL HOUR, UP TO 8
HOURS (LIST SEPARATELY IN ADDITION TO CODE FOR PRIMARY
PROCEDURE)

96365 INTRAVENOUS INFUSION, FOR THERAPY, PROPHYLAXIS, OR DIAGNOSIS
(SPECIFY SUBSTANCE OR DRUG); INITIAL, UP TO 1 HOUR

96366 INTRAVENOUS INFUSION, FOR THERAPY, PROPHYLAXIS, OR DIAGNOSIS
(SPECIFY SUBSTANCE OR DRUG); EACH ADDITIONAL HOUR, UP TO 8
HOURS (LIST SEPARATELY IN ADDITION TO CODE FOR PRIMARY
PROCEDURE)

96367 INTRAVENOUS INFUSION, FOR THERAPY, PROPHYLAXIS, OR DIAGNOSIS
(SPECIFY SUBSTANCE OR DRUG); ADDITIONAL SEQUENTIAL INFUSION, UP
TO 1 HOUR (LIST SEPARATELY IN ADDITION TO CODE FOR PRIMARY
PROCEDURE)

96368 INTRAVENOUS INFUSION, FOR THERAPY, PROPHYLAXIS, OR DIAGNOSIS
(SPECIFY SUBSTANCE OR DRUG); CONCURRENT INFUSION (LIST
SEPARATELY IN ADDITION TO CODE FOR PRIMARY PROCEDURE)

96372 THERAPEUTIC, PROPHYLACTIC, DIAG INJ; SUB/IM
96374 THERAPEUTIC, PROPHYLACTIC, DIAG INJ; IV PUSH
96375 THERAPEUTIC, PROPHYLACTIC, DIAG INJ; EACH ADDITIONAL IV PUSH
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94640 PRESSURIZED OR NON PRESSURIZED INHALATION TREATMENT FOR
ACUTE AIRWAY OBSTRUCTION OR FOR SPUTUM INDUCTION FOR
DIAGNOSTIC PURPOSES (E.G., WITH AN AEROSOL GENERATOR,
NEBULIZER, METERED DOSE INHALER OR INTERMITTENT POSITIVE
PRESSURE BREATHING)

96409 CHEMOTHERAPY ADMINISTRATION, INTRAVENOUS; PUSH TECHNIQUE

96411 CHEMOTHERAPY ADMINISTRATION; INTRAVENOUS, PUSH TECHNIQUE,
EACH ADDITIONAL SUBSTANCE/DRUG (LIST SEPARATELY IN ADDITION
TO CODE FOR PRIMARY PROCEDURE)

96413 CHEMOTHERAPY ADMINISTRATION, INTRAVENOUS INFUSION
TECHNIQUE; UP TO 1 HOUR, SINGLE OR INITIAL SUBSTANCE/DRUG

96415 CHEMOTHERAPY ADMINISTRATION, INTRAVENOUS INFUSION
TECHNIQUE; EACH ADDITIONAL HOUR, 1 TO 8 HOURS (LIST SEPARATELY
IN ADDITION TO CODE FOR PRIMARY PROCEDURE)

96416 CHEMOTHERAPY ADMINISTRATION, INTRAVENOUS INFUSION
TECHNIQUE; INITIATION OF PROLONGED CHEMOTHERAPY INFUSION
(MORE THAN 8 HOURS), REQUIRING USE OF A PORTABLE OR
IMPLANTABLE PUMP

96417 CHEMOTHERAPY ADMINISTRATION, INTRAVENOUS INFUSION
TECHNIQUE; EACH ADDITIONAL SEQUENTIAL INFUSION (DIFFERENT
SUBSTANCE/DRUG), UP TO 1 HOUR (LIST SEPARATELY IN ADDITION TO
CODE FOR PRIMARY PROCEDURE)

96420 CHEMOTHERAPY ADMINISTRATION, INTRA-ARTERIAL; PUSH TECHNIQUE

96422 CHEMOTHERAPY ADMINISTRATION, INTRA-ARTERIAL; INFUSION
TECHNIQUE, UP TO ONE HOUR

96423 CHEMOTHERAPY ADMINISTRATION, INTRA-ARTERIAL; INFUSION
TECHNIQUE, ONE TO EIGHT HOURS, EACH ADDITIONAL HOUR (LIST
SEPARATELY IN ADDITION TO CODE FOR PRIMARY PROCEDURE)

96425 CHEMOTHERAPY ADMINISTRATI