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Funds Transfer
CMS-1500 Sample Claim Showing TPL Denial with NPI 08/2005
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STATE OF SOUTH CAROLINA CONFIDENTIAL COMPLAINT

DEPARTMENT OF HEALTH
AND HUMAN SERVICES

SEND TO: DIRECTOR, DIVISION OF PROGRAM INTEGRITY
DEPARTMENT OF HEALTH AND HUMAN SERVICES
P.0. BOX 100210, 1801 MAIN STREET, COLUMBIA, SOUTH CAROLINA 29202-3210

THIS REPORT IS DESIGNED FOR THE REPORTING OF POSSIBLE ABUSE BY MEDICAID PROVIDERS
AND/OR RECIPIENTS. USE THE SPACE BELOW TO EXPLAIN IN DETAIL YOUR COMPLAINT. PLEASE
IDENTIFY YOURSELF AND WHERE YOU CAN BE REACHED FOR FUTURE REFERENCES. UNLESS
OTHERWISE INDICATED, ALL INFORMATION SHOULD BE PRINTED OR TYPED.

YOUR COMPLAINT WILL REMAIN CONFIDENTIAL.

PROGRAM INTEGRITY

SUSPECTED INDIVIDUAL OR INDIVIDUALS:

NPI or MEDICAID PROVIDER ID: (if applicable) MEDICAID RECIPIENT ID NUMBER: (if applicable)

ADDRESS OF SUSPECT: LOCATION OF INCIDENT:

DATE OF INCIDENT:

COMPLAINT:
NAME OF PERSON REPORTING: (Please print) SIGNATURE OF PERSON REPORTING: DATE OF REPORT

ADDRESS OF PERSON REPORTING: TELEPHONE NUMBER OF PERSON REPORTING:

SIGNATURE: (SCDHHS Representative Receiving Report)

SCDHHS Form 126 (revised 06/07)



STATE OF SOUTH CAROLINA
DEPARTMENT OF HEALTH
AND HUMAN SERVICES

MAIL TO: ATTENTION UNIT
S.C. DEPT. OF HEALTH AND HUMAN SERVICES
POST OFFICE BOX 8206
COLUMBIA, SOUTH CAROLINA 29202-8206

MEDICAID PROVIDER INQUIRY

TODAY'S DATE:

NPI or MEDICAID PROVIDER ID:

TELEPHONE:

PROVIDER NAME AND ADDRESS:

TYPE OF PROVIDER (i.e., Dentist, Group, etc.)

DATE CLAIM FILED:

FOLD HERE
PATIENT’'S NAME (First, Initial, Last) MEDICAID NUMBER (10 Digits) . DATE OF SERVICE
HAS THE CLAIM APPEARED ON THE PROVIDER’'S REMITTANCE ADVICE? IS MEDICARE COVERAGE INVOLVED?

(CHECK ONE)

|:| YES

[ ]no [] ves []no

CLAIMS STATUS ON REMITTANCE ADVICE PAYMENT DATE 17-DIGIT CLAIM REFERENCE NUMBER

STATEMENT OF PROBLEM OR QUESTION

SIGNATURE OF PROVIDER

RESPONSE

AGENCY REPRESENTATIVE DATE

SCDHHS Form 140 (revised 06/07)




STATE OF SOUTH CAROLINA REQUEST FOR MEDICAID
DEPARTMENT OF HEALTH
AND HUMAN SERVICES FORMS AND PUBLICATIONS

WHEN COMPLETED PLEASE FORWARD TO: NPI or MEDICAID PROVIDER ID:

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES

SUPPLY
POST OFFICE BOX 8206 TYPE OF PROVIDER:
COLUMBIA, SOUTH CAROLINA 29202-8206

TELEPHONE:
-OR-FAX TO:  (803) 898-4528

CONTACT NAME:

NAME OF PROVIDER

STREET ADDRESS FOR UPS DELIVERY (PLEASE PRINT OR TYPE)

ITEMS REQUESTED

FORM/PUBLICATION NO. TITLE OF FORM OR PUBLICATION QUANTITY

SCDHHS FORM 142 (revised 06/07)



South Carolina Department of Health and Human Services
Form for Medicaid Refunds

Purpose: This form is to be used for all refund checks made to Medicaid. This form gives the information needed to properly
account for the refund. If the form is incomplete, the provider will be contacted for the additional information.

Items 1, 2 or 3, 4, 5, 6, & 7 must be completed. Attach appropriate document(s) as listed in item 8.

1. Provider Name:

2. Medicaid Legacy Provider # I:l I:I I:I I:l I:l I:I

(Six Characters)

o v JOOOOOOOON & axenomy OO CIOCCIC
4. Person to Contact: 5. Telephone Number:

6. Reason for Refund: [check appropriate box]

O Other Insurance Paid (please complete a — f below and attach insurance EOMB)

Group Name/Group:
Amount Insurance Paid:

] Medicare
() Full payment made by Medicare
() Deductible not due
() Adjustment made by Medicare

D Requested by DHHS (please attach a copy of the request)

a Type of Insurance: ( ) Accident/Auto Liability ( ) Health/Hospitalization
b Insurance Company Name

¢ Policy #:

d Policyholder:

e

f

D Other, describe in detail reason for refund:

7. Patient/Service ldentification:

Patient Name Medicaid 1.D.# Date(s) of Amount of Amount of
(10 digits) Service Medicaid Payment Refund

8. Attachment(s): [Check appropriate box]

O Medicaid Remittance Advice (required)

O Explanation of Benefits (EOMB) from Insurance Company (if applicable)
O Explanation of Benefits (EOMB) from Medicare (if applicable)

] Refund check

Make all checks payable to: South Carolina Department of Health and Human Services
Mail to: SC Department of Health and Human Services

Cash Receipts

Post Office Box 8355

Columbia, SC 29202-8355

DHHS Form 205 (01/08)



SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICAID HEALTH INSURANCE INFORMATION REFERRAL FORM

Provider or Department Name: Provider ID or NPI:

Contact Person: Phone #: Date:

ADD INSURANCE FOR A MEDICAID BENEFICIARY WITH NO INSURANCE IN THE MEDICAID
MANAGEMENT INFORMATION SYSTEM (MMIS) - ALLOW 25 DAYS

Beneficiary Name: Date Referral Completed:
Medicaid ID#: Policy Number:
Insurance Company Name: Group Number:

Insured's Name: Insured SSN:

Employer's Name/Address:

CHANGES TO AN INSURANCE RECORD THAT IS IN THE MMIS — MIVS SHALL WORK WITHIN 5 DAYS

a. beneficiary has never been covered by the policy — close insurance.

b.  beneficiary coverage ended - terminate coverage (date)

c. subscriber coverage lapsed - terminate coverage (date)

d. subscriber changed plans under employer - new carrier is

- new policy number is

e. beneficiary to add to insurance already in MMIS for subscriber or other family member.

(name)

ATTACH A COPY OF THE APPROPRIATE DOCUMENTATION TO THIS FORM.

Submit this information to Medicaid Insurance Verification Services (MIVS).
Fax: or Mail:
803-252-0870 Post Office Box 101110
Columbia, SC 29211-9804

NEW POLICY NUMBERS FOR INSURANCE IN THE MMIS WITH THE SUBSCRIBER SSN
(SCDHHS is collecting new unique policy numbers and plans to replace existing insurance records through MMIS
online modification as computer resources are available.)

Medicaid Beneficiary 1D: SSN:

Carrier Name/Code: New Unique Policy Number:

Submit this information to South Carolina Department of Health and Human Services (SCDHHS).
Fax: or Mail:
803-255-8225 Post Office Box 8206, Attention TPL
Columbia, SC 29202-8206

DHHS 931 — Updated January 2008




SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
REASONABLE EFFORT DOCUMENTATION

PROVIDER DOS

NPI or MEDICAID PROVIDER ID

MEDICAID BENEFICIARY NAME

MEDICAID BENEFICIARY ID#

INSURANCE COMPANY NAME

POLICYHOLDER

POLICY NUMBER

ORIGINAL DATE FILED TO INSURANCE COMPANY

DATE OF FOLLOW UP ACTIVITY

RESULT:

FURTHER ACTION TAKEN:

DATE OF SECOND FOLLOW UP

RESULT:

I HAVE EXHAUSTED ALL OPTIONS FOR OBTAINING A PAYMENT OR SUFFICIENT
RESPONSE FROM THE PRIMARY INSURER.

(SIGNATURE AND DATE)

ATTACH A COPY OF FORM TO THE APPROPRIATE CLAIM OR ECF AND FORWARD TO
YOUR MEDICAID CLAIMS PROCESSING POST OFFICE BOX.

Revised 05/2007



South Carolina
Department of Health and Human Services
Electronic Funds Transfer (EFT) Authorization Agreement

PROVIDER INFORMATION

Provider Name

Medicaid Provider Number

Provider NPl Number

Provider Address

City State Zip

BANKING INFORMATION (Piease include a copy of the electronic deposit information on bank
letterhead. This is required and the information will be used to verify your bank account information).

Financial Institution Name

Financial Institution Address

City State Zip

Routing Number (nine digit)

Account Number

Type of Account (check one) DChecking DSawings

| (we) hereby authorize the Department of Health and Human Services to initiate credit entries and
to initiate, if necessary, debit entries for any credit entries in error to my account indicated below and
the financial institution named below, to credit and/or debit the same to such account. These credit
entries will pertain only to the Department of Health and Human Services payment obligations
resulting from Medicaid services rendered by the provider.

| (we) understand that credit entries to the account of the above named payee are done with the
understanding that payment will be from federal and/or state funds and that any false claims,
statements or documents or concealments of a material fact, may be prosecuted under applicable
federal or state laws.

| (we) certify that the information shown is correct. | (we) agree to provide thirty (30) days written
notice to the address shown below prior to revoking or revising this authorization.

Contact Name: Phone Number:

Signed {Signature)
{Print)

Title Date

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 Medicaid direct deposits are made.

RETURN COMPLETED FORM TO:

Department of Health and Human Services
Medicaid Provider Enroliment
P.O. BOX 8809, COLUMBIA, S.C. 29202-8809
FAX (803) 699-8637

EFT/Revised 01/09



—

[ L 1 I I I\

1500 Psychological Services =
Sample Claim Showing TPL Denial T
HEALTH INSURANCE CLAIM FORM With NPI i
APPROVED BY MATIOMAL UNIFORM CLAIM COMMITTEE ce/os 3
[TT [Pea PICAT T T ] .J,
1. MEDICARE MEDICAID TRICARE. CHAMPVA RO, OTHER | 1a. INSURED'S |.0. NUMBER {For Program in Item 1) T
[ | iMedicars #) Ermmnam 8 D (Bponsor's SGN) |:| (Memberi0%) E ity PD,I Dfssw |:| 1o 1234567890
2. PATIENT'S NAME (Last Nams, First Name, Middiz Inffal) 2 PﬁUENTEE-IHTH QATE SEX 4 INSURED'S MAME (Last Name, First Name, Middls Inital)
Doe, John A. I | 1909 MEl F |:|
5. PATIENT'S ADDRESS (No., Strest) &. PATIENT F|ELA'I10NSHID TO INSURED 7. INSURED'S ADDRESS (Mo, Strest)
123 Windy Lane Self| | Spouss[ | chik[ | OIherl:‘
cITY STATE | & PATIENT STATUS CITY STATE %
Anytown 5C single [ | Maried[ | oter[ ] =
ZF CODE TELEPHOME (Include Area Code) ZIP CODE TELEPHOME {Includs Area Cods) E
Ful-Time Part-Time 1
29999 ( ) Employed | | Swdant Swdent | | ( ) o
o, OTHER INSURED'S NAME (Last Mame, First Mame, Middls Initial 10. 15 PATIENTS CONDITION RELATED TCO: 11, INSUREL'S POLICY GROUP OR FECA NUMBER &
=]
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) 2. INSURED/S DATE OF BITH SEX §
| —_— gr—
o
A123450A [ v | M[] FL |2
b %THEF |NSU|:|EDS DATE OF BIRTH - SEX b. ALUTO ACCIDENT? PLACE (Stals) b. EMPLOYER'S NAME OR SCHOOL MAME E
| | w1 ] [Jres [ 2
= EMPLOYER'S NAME OR SCHOOL NAME <. OTHER AGCIDENT? c. INSURANGE PLAM NAME OR PROGRAM NAME =
f i
0.00 [lves  felw :
d. INSURANGE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE d. 15 THERE ANOTHER HEALTH BENEFIT PLAN? =
401 1 [ ]Jves [ Imo  ifyes remio and complsts itern & a-d.
D BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHOFIIZED PERSON'S SIGMNATURE | autharize the releass of any medica or other infomation nacessary payment of medical bensfits ko the undersigned physician or supplisr for
o procass this claim. | also request payment of govemment banefits sither to mysalf or to the party who accepts assignmert sevices described balow,
below.
sienen Signature on File DATE SIENED ¥
—
14, DATE OF CURRE ILLNESS {First avrnpwm: OR 15. IF PATIENT HAS H E R SIMIL3R ILLNESS. | 16 DATES PATIENT UINABLE TG WORK IN CURBENT QRCUPATION
ﬁﬁ Bi§- AREY: ‘ R {foonr O B FIRST Ay AL RFME B SMILAR i E-H W pﬂF‘ g 4
| PREGMANCY{LMP) | FROM | |
7 NAME OF FEFEFFINE DER OR OTHER S8OURCE i 3. ATES RELATED TO CUHHENT SERVICES
| DD WA~ D0 | Y
1
1 |
3 CHARGES
INAL REF. NO
.| 295 _32 N |
2a. PRIOR AUTHORIZATION NUMEER
P 4 e
24 A, DATE(S) OF BEAVIGE B C. | D. PROCEDURES, SEAVICES, OR SUPPLIES E. F. G. H 1 i} =
From To PLACE OF (Explain Unusual Cirumstances) DIAGNOSIS baes E_;%T L. REMNDERING Q
MM DD ¥Y MM DD ¥Y |SERVKE| EMG | CPTHCPCS | MODIFIER POINTER § CHARGES LHITS | A | OUAL. PROVIDER ID. # =
2z 1212121212 g
I I I I | F -l e .~~~
01 |20 |o7 | o120 [o7 |11 | | soso4 | Pl | Boi00 | 2 | | we| 1234567890 E
=
1 | 1 1 1 1 1 | Fo—————- === ——~
N T N T T I N T S | I &
=
1 | 1 1 1 1 | e
(-9
N R N T T N [ T O | A I &
7]
1 | 1 | 1 | | o= mmmmm e =
A S O I I N I L[| [ S
g
1 | 1 1 1 1 | Fe—g-————— ==
N E O T O [ R | L | [ E
1 | 1 1 Fo—dm e -~
N N N N O [ T L | [we =
25 FEDERAL TAX |.D. NUMBER SBN EIN 26. PATIENTS ACCOUNT NO. 27. RCCEPT ASSIGNMENT? |25 TOTAL CHARGE 28, AMOUNT PAID 30. BALANCE DUE
555555555 [—| m DOE1234 |><—|YES NO EH 60 i ao | = ﬂi 00| 6{]!{]0
31. BIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOGATION INFORMATION 33, BILLING PROVIDER INFO & PH # ( 5E5 ) EEES555
INCLUDING DEGREES OR CREDENTIALS Jana Smith. MD
(I cartify that the statements on the reverss '
apply to this bill and are mads a part thareof) 111 Main Street
Anytown, SC 22222-2222
SIENED DATE A b, - 123455?390 P 221212121212

NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (028-05)



RUN DATE 05/01/2007 000001204 SC DEPARTMENT OF HEALTH AND HUMAN SERVICES CLAIM CONTROL #9999999999999999A

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 1136 ECF 1136 PAGE 1 OF 1
ANALYST 1D HIC - 76 SPEC - EMC Y
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: PRV ZIP: ADJ CCN:
1 2 3 4 5 6 7 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD -——- DIAGNOSIS ---- INSURANCE EDITS
1D 1D NUMBER CODE PRIMARY  SECONDARY
ABC123 1111111111 871.3 ] CLAIM EDITS
NP1: 1234567890
LINE EDITS
01) 234
10 RECIPIENT NAME — DOE, JANE 11 DATE OF BIRTH 01/25/1992 12 SEX F
13 14 15 16 17 18 19 20 21 22 **  AGENCY USE ONLY x
RES  ALLOWED LN  DATE OF PLACE PROC  MOD INDIVIDUAL CHARGE PAY UNITS ** APPROVED EDITS *o
NO  SERVICE CODE PROVIDER IND * *o
23 **  REJECTED LINE EDITS  **
.00 1 02/01/04 96100 000 000 30.00 001
NP1: 1234567890 TAXONOMY : R R R RN R RN RN RRY
2 / 7/ ! CLAIMS/LINE PAYMENT INFO 1
NPI: TAXONOMY : ! !
3 / 7/ ' EDIT PAYMENT DATE 1!
NP1 : TAXONOMY : SRR R R R RN R R R RN A AT
4 / 7/
NPI: TAXONOMY :
5 / 7/
NP1 : TAXONOMY -
6 / 7/
NP1 : TAXONOMY :
7 / 7
NP1 : TAXONOMY :
8 / 7/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 28 AMT REC*D INS
02 29 BALANCE DUE 90.00
03 30 OWN REF # 012345

RESOLUTION DECISION
ADDITIONAL DIAG CODES: - - - - - -

RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT

P. O. BOX 1412

COLUMBIA, S.C. 29202-1412

PROVIDER:

ABC GROUP HOME

PO BOX 00000

ANYWHERE X0 00000-0000
"PLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED™
* INDICATES A SPLIT CLAIM



Sample Remittance Advice (page 1)
This page of the sample Remittance Advice shows a paid claim, as well as a
Void/Replacement claim for which both the VVoid and the Replacement processed during
the same payment cycle.

# ABO0OO8 ABC GROUP HOME PO BOX 000000 FLORENCE SC000000000
.121212121234. Y
PROVIDER ID. PROFESSIONAL SERVICES PAYMENT DATE PAGE

S + DEPT OF HEALTH AND HUMAN SERVICES E + R
| ABO0080000 | REMITTANCE ADVICE | 03/26/2007 | 1 1]
. +  SOUTH CAROLINA MEDICAID PROGRAM R + S
o e o —— o e e e e e S, e e +
|PROVIDERS| CLAIM | ISERVICE RENDERED| AMOUNT|TITLE 19]S|RECIPIENT |RECIPIENT NAME IM |TLE. 18] COPAY | TITLE |
| OWN REF.|  REFERENCE I | DATE(S) | | BILLED| PAYMENT|T] ID. |F M | O IALLOWED] AMT | 18 |
| NUMBER | NUMBER [PY INDJMMDDYY ~ | PROC.| IMEDICAID|S] NUMBER || I LAST NAME | DICHARGES] |PAYMENT]|
o e o —— o e e e e S S S e e +
| | | | | | I 1 | | |
| ABB222222 | 0406001089000400A | I 1192.00| 243.71|P|1112233333|M CLARK 11 | o0.00] |
| | 01 | 021507  |96100 | 800.00| 117.71|P] i looo] | | o0.00]
I I 02 | 021507  |90804 | 392.00| 126.00}P| I 1000] | | 0.00]
| | | | | | | 11 | I 1 | | |
I I I | | I l i1 | | | | I
I [VOID OF ORIGINAL CCN 0404711253670430A PAID 027/28/04 11 | [ | | |
| ABB222222 | 0406001089000400U | I 1412.00-] 273.71-] |1112233333|M  CLARK 11 | | I
| | 01 | 012107  |90804 |1112.00-| 143.71-] | i Jooo] | | |
| | 02 | 1012107 ....196100 | 300.00-] 130.00-| | I Jooo] | | |
| | | | | | [ | | | | |
I |REPLACEMENT OF ORIGINAL CCN 0404741253670430A PAID 02/28/04[ | I 11 | | I
| ABB222222]0407701389002500A | : | 1001.50] _ 42.75|Pi1112233333|M  CLARK 11 | o0.00] |
| | 01 | 1012107 '|90804 | 142.50|" 42.75|P} | looo] | | o0.00]
I I 02 | 1012107  |96100 | 859.00] 0.00|R} | l000] | | o0.00]
| | | | | | | 11 | | | | |
| | TOTALS| I 21 | 2193.50] 286.46] | | 11 | 0.00] 0.00]
I I I I I I | 1 | 11 | | I
I | | | | | | 1 | [ | | |
o e o o e e e et e S, e e +

I 11 $286.46]

N S +  STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE CERT. PG TOT  MEDICAID PG TOT o +
ERROR CODES LISTED ON THIS T N P = PAYMENT MADE |ABC GROUP HOME I
FORM REFER TO: "MEDICAID I $0.00 | | $286.46| R = REJECTED | |
PROVIDER MANUAL". N R + S = IN PROCESS |PO BOX 000000 |

CERTIFIED AMT  MEDICAID TOTAL  E = ENCOUNTER | FLORENCE SC 00000-0000 I
IF YOU STILL HAVE QUESTIONS+--——--——-o—m- 4 oo N —— T + | I
PHONE THE D.H.H.S. NUMBER | $0.00 | | $0.00 | | 0.00] | | e +
SPECIFIED FOR INQUIRY OF  #-——————————o 4 Fmmmmmmmmm 4 Ammmmmmmmoo S +

CLAIMS IN THAT MANUAL. FEDERAL RELIEF MAXIMUS AMT CHECK TOTAL CHECK NUMBER



Sample Remittance Advice (page 2)
This page of the sample Remittance Advice shows a claim-level VVoid without a corresponding Replacement claim.

PROVIDER ID.
- + DEPT OF HEALTH AND HUMAN SERVICE
| AB11110000 |
N +  SOUTH CAROLINA MEDICAID PROGRAM
o o o . +
|PROVIDERS| CLAIM | ISERVICE RENDERED]|
| OWN REF.|  REFERENCE IPY | DATE(S) | I
| NUMBER | NUMBER [ IND|MMDDYY ~ | PROC. |
o e o e +
| | | | |
I I 1 I I
| ABB222222]0406001089000400U] | | |
I I 01 | 012107  |90804 |
| | 02 | 012107  |96100 |
I I I I I
| | TOTALS | 1] I
| | | | |
I I | | |
I I | | |
| | | | |
| | | | !
| | | | |
I I I l i
| | | | |
| | | | |
| | | | |
I I I | I
| | | | |
| | | | |
| | | | |
I I I | |
o e o e +
DEBIT BALA
PRIOR TO T
REMITTANCE
e
|
o
YOUR CURRE
DEBIT BALA
o
| 0.

Fomm e + PAYMENT DATE PAGE

S | CLAIM | Fom—————— + +————t

| ADJUSTMENTS | ] 03/26/2007 | I 2]

| | | | [

o + R +

———————— B e s S e T e s S S e &

AMOUNT|TITLE 19]S|RECIPIENT |RECIPIENT NAMEIM | ORG | |

BILLED] PAYMENT|T] I1D. F M] O JCHECK | ORIGINAL CCN |

IMEDICAID]S| NUMBER |JLAST NAME I 1] D] DATE | |

-------- B it e B e I ot

| 11 | [ | |

| 11 | (I | |

513.00-] 197.71-] |1112233333]CLARK M | ]022807] 0404711253670430A |

453.00 | 160.71-]P] | |000]| | |

60.00 | 33.00-|P] | |000| | |

I I | (| | |

513.00-] 193.71-] | | | | | |

| I | [ | |

| i | (I | I

| i1 | (| | I

| 11 | [ | |

| 1 | [ | |

! 11 i [ | |

| I | (| | I

| 1. | [ | |

| 1 | [ | |

| 1 | [ | |

| 11 | (| | I

| 11 | [ | |

i 11 | 1 | |

| 11 | [ | |

| 11 | (I | |

-------- o+

MEDICAID TOTAL CERTIFIED AMT FEDERAL RELIEF TO BE REFUNDED

NCE Fomm e + Fomm - + Fomm e + IN THE FUTURE

HIS | $243.71] | 0.00] | | 0.00] o ——— +

e + T T + T + | 0.00]

———t [ TP +

00] ADJUSTMENTS MAXIMUS AMT

———+ o + o + PROVIDER NAME AND ADDRESS

| $193.71-] | | B e +

NT Fomm e + Fomm e + JABC GROUP HOME |

NCE CHECK TOTAL CHECK NUMBER |

-——+ Fomm e + Fomm + |PO BOX 000000 |

00 | | $50.00] | 4197304] | FLORENCE SC 00000-0000 |



Sample Remittance Advice (page 3)
This page of the sample Remittance Advice shows four gross-level adjustments.
Gross-level adjustments always appear on the final page of the Remittance Advice.

PROVIDER ID. e + PAYMENT DATE PAGE
oo + DEPT OF HEALTH AND HUMAN SERVICES 1 SO — + S
| AB11110000 | | ADJUSTMENTS | | 03/26/2007 | 1 31
. +  SOUTH CAROLINA MEDICAID PROGRAM | | | R

O + e +
o e o o o o . o o o o +
|PROVIDERS| CLAIM | SERVICE  |PROC / DRUG|RECIPIENT |RECIPIENT NAMEJORIG. | ORIGINAL] |DEBIT / | EXCESS]|
| OWN REF.| REFERENCE |  DATE(S) | ID. | F M JCHECK | PAYMENT|] ACTION |CREDIT |
| NUMBER | NUMBER | MMDDYY | CODE | NUMBER  JLAST NAME I I |DATE | | | AMOUNT] REFUND|
o e o o o o= + P o o o o +
| | | | | | i | | | |
|TPL 2 | 0408600003700000U | - | | I I i |DEBIT | -2389.05] |
| | | | | | | | | |
ITPL 4 | 0408600004700000U | - | | | | | |DEBIT |  -1949.90] |
I I I | I | | | | | I
ITPL 5 | 0408600005700000U | - | I | | | |DEBIT | -477.25] I
| | | | | | | | | | | |
ITPL 6 | 0408600006700000U | - | | i | | |DEBIT | -477.25] |
I I I I | | ! | | | | I
| | | | | | | | | | | |
| | | | | | | | | | | |
| | | | | | | | | | | |
I I I i | I | | | | | I
| | | | | | | | | | | |
| | | | | | | | | | | |
| | | | | i | | | | | |
I I I I I | I | | | | I
| | | | | | | | | | | |
I I I I I I | |PAGE TOTAL: | 5293.45] 0.00]
o o o o o o o o o o o +
MEDICAID TOTAL CERTIFIED AMT FEDERAL RELIEF TO BE REFUNDED
DEBIT BALANCE S + S e + IN THE FUTURE
PRIOR TO THIS | 0.00] | 0.00] | 0.00] SR +
REMITTANCE R + N 4 Ammmmmm + | 0.00]
o + Fom +
| 0.00] ADJUSTMENTS MAXIMUS AMT
. + T + . + PROVIDER NAME AND ADDRESS
| 0.00] | 0.00] A-——mmmmm e +
YOUR CURRENT S + . + | ABC GROUP HOME |
DEBIT BALANCE CHECK TOTAL CHECK NUMBER | PO BOX 000000 I
R + T + oo + | FLORENCE SC 00000-0000 |
| 5293.45] | 0.00] | | | |
o + o + o + ey +



STATE OF SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM
REFERRAL FORM/AUTHORIZATION FOR SERVICES (Form 252) 252
NPI CLIENT’S MEDICAID ID #
RN HEEEENENN.
REFERRED TO.: AUTHORIZATION DATE:

(A referral must be
made to an Individual EXPIRATION DATE:
Psychologist, not a
group provider.)

Name County Address
Date of Birth Sex Agency Reference No. | City State Zip
Prior Authorization Number Parent/Guardian

The provider named above is hereby authorized to render the following service(s) on‘or within'the designed time period. The number of units
should be based on the medical needs of the client with input from the referral source as appropriate. Only the number of units rendered may be
billed. This referral is valid only for the dates on which the client is eligible for Medicaid. Claims for clients who become ineligible for
Medicaid should be submitted to the Authorized Referral Entity.

[] TESTING and EVALUATION (96101) [] GROUP COUNSELING (90853)

[1 INDIVIDUAL COUNSELING (90804) ] CONSULTATION (99241)

1 FAMILY PSYCHOTHERAPY Wipatient.Present (30847)
I:l FAMILY PSYCHOTHERAPY w/Out Patient Present (90846)

Agency Representative: Title:

Print Name

Signature Phone:
Licensed Practitioner of the Healing Arts

Authorized Referral Entities: (one must be checked)

|:| Department of |:| Continuum of Care for
Social Services Emotionally Disturbed Children
Departmentof [ | Department of Disabilities AGENCY USE ONLY
Mental Health And Special Needs

|:| Department of |:| School District/
Juvenile Justice Department of Education

|:| Department of Health and
Environmental Control

DHHS Form 252 (Revised 09/2009) Original — Provider Copy — Referring State Entity Copy - Local Office




Treatment Plan Example

CLIENT NAME:

MEDICAID NUMBER:

DATE:

PROBLEMS INTERVENTIONS

GOALS

GOAL
MET

PSYCHOLOGIST'S SIGNATURE/DATE:

PERIODIC REVIEW / PSYCHOLOGIST'S SIGNATURE/DATE:

NOTE: THIS SAMPLE IS INTENDED AS A GUIDE TO ASSIST PROVIDERS IN IDENTIFYING MEDICAID
DOCUMENTATION REQUIREMENTS. EACH PROVIDER SHOULD TAILOR THE DOCUMENTATION TO

APPROPRIATELY REFLECT THE SERVICES RENDERED.



Psychological Testing/Evaluation Example

CLIENT'S NAME:
MEDICAID NUMBER:
DIAGNOSIS CODE:

DATE TIME TEST BILL TIME UNITS
DIAGNOSTIC INTERVIEW X MINS
WISC-III Y MINS
WPPSI-R Z MINS
WAIS-R A MINS
KBIT B MINS
PPVT-R C MINS
BEERY DTVMI *
BENDER-GESTALT
WIAT
WRAT-3

BURKS BEH RATING SCALE
ADDES-HOME VERSION
MMPI-A

MMPI-2

BECK DEPRESSION INV

BECK ANXIETY INV

BECK HOPELESSNESS SCALE
REYNOLDS CHILD DEP SCALE
REYNOLDS ADOL DEP SCALE
CHILDREN'S DEPRES. INV
REYNOLDS SUICIDE IDEA
RCMAS

ROBERTS APPERCEPTION
RORSCHACH INKBLOT
SENTENCE COMPLETION
KINETIC FAMILY DRAWING
FACES

ISEL

FAMILY EVAL SCALE

OTHER

>(->(->(->(->(->(->(->(-****************Om}N-(X‘

L S I T R N B T T T R R I R B B R S

PSYCHOLOGIST’'S SIGNATURE:
DATE:

NOTE: THIS SAMPLE IS INTENDED AS A GUIDE TO ASSIST PROVIDERS IN IDENTIFYING MEDICAID
DOCUMENTATION REQUIREMENTS. EACH PROVIDER SHOULD TAILOR HIS/HER DOCUMENTATION TO
APPROPRIATELY REFLECT THE SERVICES RENDERED.



Psychological Counseling Note Example
CLIENT NAME:

DATE:

START TIME:

END TIME:

TYPE OF TREATMENT RENDERED: INDIVIDUAL FAMILY GROUP

1. Observations (Description of client affect):

2. Focus of session (as related to treatment goals):

3. Interventions:

4. Response — client/family’s response, input, reactions to interventions:

5. Plan — plans for follow-up:

PSYCHOLOGIST'S SIGNATURE:
DATE:

NOTE: THIS SAMPLE IS INTENDED AS A GUIDE TO ASSIST PROVIDERS IN IDENTIFYING MEDICAID
DOCUMENTATION REQUIREMENTS. EACH PROVIDER SHOULD TAILOR HIS/HER DOCUMENTATION TO
APPROPRIATELY AND ACCURATELY REFLECT THE SERVICES RENDERED.



Consultation Note Example

CLIENT:
DATE:
START TIME: END TIME:

Telephone contact with:

relation to client:

Face-to-face contact with:

relation to client:

Interpretation/explanation of the results of tests/evaluations/procedures
or other accumulated data to:

relation to client:

NOTES:

PSYCHOLOGIST’'S SIGNATURE:
DATE:

NOTE: THIS SAMPLE IS INTENDED AS A GUIDE TO ASSIST PROVIDERS IN IDENTIFYING MEDICAID
DOCUMENTATION REQUIREMENTS. EACH PROVIDER SHOULD TAILOR HIS/HER DOCUMENTATION TO
APPROPRIATELY AND ACCURATELY REFLECT THE SERVICES RENDERED.



South Caralina Forward completed form to: Medicaid Provider Enrcliment
Department of Health and Human Services Post Office Box 8809
Columiia, South Carolina 29202-3809

INDIVIDUAL MEDICAID ENROLLMENT DATA

OTHER MEDICAL PROFESSIONALS

V=l ARE FOR AGENCY USE ONLY AND NO INFORMATION SHOULD BE ENTERED BY THE MEDICAID PROVIDER.

TEMS IN BOLD CAPITALS MUST BE COMPLETED OR THIS FORM WILL BE RETURNED TO YQOU.

ITEMS MARKED WITH AM ASTERISK (*) SHOULD BE COMPLETED BASED ON THE CODES LISTED ON THE ATTACHMENT TO THIS FORM.

mecicand N FTOVIOE E 9 O Mk

IE INNENNENEEE
3 PROVIDER'S NAME

5 Tax Payer ldentfication Name

Physical Location Address

7 NUMBER AND STREET
10 STATE 11 ZIP+4

9 CITY

Payment Address (If different from mailing address)
6 In care of, Attention, Building Name, etc.

& Mumber and Strest, PO Box or Route No.

12 City 14 ZIF + 4 15 COUNTY™

16 TELEFHOME (INCLUDE AREA CODE) 17 Type Owner 20 IRS EMPLOYER ID NO. SOCIAL SECURITY NO.

(LD L Jor L[ L] ]]
*Listin Field b the Tax Fayer Name that match TdE in Field 20

21 MEDICARE ID NO. 22 LICENSE NGO, 23 LICENSE ISSUE DATE 24 STATE LIC. BOARD"

25 PRACTICE SPECIALTY* 26 Group Numbers

If a member of & P&, enter ID number assigned by Medicaid.

27 Enroll Status f oll Date 28 CLIA Number Cert Typs*

| LA LTI O

Aftach Copy of CMS CLIA Cerificate

30 NPINQ. 31 NPI11SSUE DATE Effective Date Expirafion Dats
32 TAXONOMY CODE Taxonomy Code Taxonomy Code

ATTENTION: A statistically valid random sampling technique with extrapolation may be used for determining overpaymentsiunderpayments to medical providers.

[ cerfify that T have read the condiions of parficipation and payment on the reverse side of this form, that T understand and agre= to the conditions
of participation on the reverse side of this form, that the enrcliment information | have furnished is frue, accurate, and compleie and that | will report
any change affecting my enroliment. | further certify that | will obtain authorization from each Medicaid patient to releass to SCDHHES medical
information necessary for processing Medicaid claims.

Signature and Title of Authorized Agent: Date
A facsimile stamp is not acceptable.

DHHS Form 218-0MP (July 2005)




AS A CONDITION OF PARTICIPATION AND PAYMENT, | UNDERSTAND AND AGREE;

That this agreement sha'l not be assigned or
transferrad.

That upon acceptance of this agreement, the
South Carcling Depariment of Health and
Hurman Services (SCDHHEZ) will issus 3
Wedicaid provider number, which must be used
in filing al! claims.

That services shall be provided to Medicad
recipients m compliance with Tite YW1 of the Ciw
Rights Act of 1884, Ssction 504 of the
Rehabilitation &ct of 1873, as amended, and the
Age Discrimination Act of 1875 and any
regulations promulgated pursuant fo any of
these Acts.

In accordance with Titke VI of the Cwil Rights
Act of 1984 (42 U.S.C. 2000 et seq.) and
regulations pursuant thereto, (45 CFR Part B0,
1996, as amended). In accordance with Title W
of the Civil Rights Act of 1984 (42 U.5.C. 2000
et s=q.) and its mplemeniing regulation at 45
CFR Part B0, the provider must take adequate
steps to ensure that persons with limited English
skills recewe free of charge the languags
assistance necessary to afford them meaningful
and equal access to the benefits and semvices
provided under this agreement.

That adesguate and comect fiscal and medical
records shall be kept o disclose the extent of
services rendered and fo assure that elaims for
funds are in accordance with all applicable |aws,
regulations. and policies.

That all fiscal and medical records shall be
retained for a peried of three () years after last
payment was made for services rendersd.  If
any litigation, claim, audit, or other action
involving the records has besn nitiated prior to
the expiration of the three (3) years, the records
shall be retamed unt! completion of the action
and resolution of all issues which arse from it or
unil the end of the thres (3] year period,
whichewver is later.

That, for the purposes of reviewing, copyng.
and reproducing documents, access shal be
allowied o all records conceming services and
payment under this agreement to the SCOHHE.
the Siate Auditor's Office, the South Carclina
Attorney General's Office, the Depariment of
Heath and Human Services andior ther
designee during normal business howrs.

That upon reguest, information must be
furnished regarding any claim for payment to
the SCOHHS.

That requesis for reimbursement for services
shall refect any third panty payment receqved
and that any payment received subsequent to
claims filing sha'l b= reporied.

That Medicaid will reimburse the co-insurance
and/or deductible porbons (cost sharng) of
Medicare claims for recipients with baoth
coverages only if the provider accepts Medicars
assignment  Cost sharng is limited by the
Medicaid allowed amount for the semvice.

F

That Medicaid rembursement is always made
o the provider of services and that the recipient
shall mot be biled pending recsipt of such
payment.

That Medicaid reimbursement is payment in full
and that the provider shall not bill, request
demand, solicit, or in any manner receive or
accept payment from the recipient or any other
person, famdy member, relative, organization or
entity for care or services fo a recipient'patient
except 35 may otherwize be alowed under
Federal regulations or in accordance  with
SCOHHS policy.

That this statement applies only to those
recipients for whom Medicaid clams are filed
and that it in no way requres that the provider
render services to any Medicaid recipient.

Either party may terminate this agreement upen
prowviding the other party with thirty (20) days
written notice termmnation.  Such termination
shall be sent by Cerified Mad, Return Recsipt
Requested, and be effective thirty (20) days
after the date of receipt.

That the provider shall disclose full and
complete information as to ownership, business
transactions, and ciminal actwity in accordance
with 42 CFR 455.104 through 455.108 (1928).
Furthermore, the prowider shall disclose any
felony convictions under Federal or State law in
accordance with 42 CFR 1001.101 Subpar 8
threugh 10011701 Subpart C (1828).

That, for any dispute arising wnder this
agreement, the provider shall have as his sole
and exclusive remedy the right to request a
hearing from SCDHHS  within  thirty (30)
calendar days of the Commission action which
he befeves  himzelf aggrieved. Such
proceedings  shall be in accordance  with
SCOHHS appeals procsdures and S.C. Code
Anm. 1-23-310 et. =eq. (1978, as amended).
Judizia review of any final  apency
administrative decision shall b2 in accordance
with 5.C. Code Ann. 1-22-380 (1976, as
amended).

That the provider shall safeguard the use and
disclosure of information conceming applicants
for or recipients of Title XX (Medicaid) services
in accordance with 42 CFR Part 431 Subpart F
(1881}, SHHEFC's regulation R.126-170, et
seq ., Code of Laws of South Carolina {1878)
Volume 27 as amended, and all applicabls
State laws and regulations.

That none of the funds provided under this
agreement shall be wsed for any partisan
political activity. or to further the election or
defeat of any candidate for poltical office, or
ctherwse in violation of the "Hateh Act™.

That all services rendered and clams submitted
shal b= in compliance with all applicable federal
and state laws and regulations and @
accordance with SCOHHS pofcies, procedures,
and Medicaid Provider Manuals.

=

That all mformaton provided on the Medicad
enrcliment form is incorporated as a part of this
agreement.

That the provider shall be held personally liabie
for all claims submitted by him or on his behalf
as evidenced by his endorsement of his
Medicaid reimbursement check.

That Wedicaid reimbursement (payment of
claims) is from state and federal funds and that
any falsfication (false claims, statement or
documents) or concealment of material fact may
be prosscuted under applcable state and
federal laws.

That the provider must comply wih o all
requirements of the Amercans with Disabilities
Aot of 1920 (ADA). as appiicable.

That the provider shall comply with all terms and
conditions of the Crug Free Workplace Act. 5.C.
Code Ann. Section 44-107-10 et s=g. (1876, as
amended) i this agreement is for a stated or
estimated value of Fifty Thousand Dollars or
maore.

That in accordance weth 31 U.S5.C. 1352, funds
received through this agrsement may not be
expended to pay any person for mfluencing or
attermpting to influence an officer or employee of
any agency., 3 Member of Congress, an officer
or employze of Congress, or an employee of a
Member of Congress in connection with any of
the folowng covered Federal actions: the
awarding of any Federal cenfract, the making of
any Federal grant, the making of any Federal
loan, the entering inte of any cooperative
agreement. and the extension, contmuation.
renewal. amendment, or modificaton of any
Federal contract, grant, loan, or cooperative
agreement.  This resfriction is applicable 1o all
confractors and subcontractors.

The Heszlth Insurance Portability and
Accountability  Act  (HIPAA]  Administrative
Simglification: Standard  Unigus  Health

denfifier for Health Care Providers regulations
(42 ZFR 185 Subparts & & D), states that all
covered entities:  heath plans, health care
clearinghouses, and these health care prowiders
who transmit any health information in electronic
form in connection with 3 standard transaction
must use the idenfifier obtained from the
Mational Plan and Provider Enumeration
System (NPPES) no later than May 23, 2007

Pursuant to the Standard Unigue Health
dentifier regulations (42 CFR 185 Subparts A &
D). and if the provider is 3 covered health care
provider as defined in £2 CFR §182.402. the
provider agrees to disclose its NP to SCOHHS
once obtained from the MPPES. Provider also
agrees to use the MNP it obtained from the
NPPES to identify itsef on all standard
transactions that it conducts with SCOHHS.

Agreement — May 2006



[COUNTY CODES (item 15)

01  Abbeville
02 Alken
03 Allendale

04 Anderson
05 Bamberg

06 Barnwell
07 Beaufort
08 Berkeley
09 Calhoun
10  Charleston
11 Cherokee
12 Chester

13 Chesterfield
14 Clarendon

15 Colleton
16 Darlington
17 Dillon

18  Dorchester
19 Edgefield
20 Fairfield

21 Florence
22  (Georgetown
23 Greenville

24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
45

Greenwood
Hampton
Horry
Jasper
Kershaw
Lancaster
Laurens
Lee
Lexington
McCormick
Marion
Marlbaro
Mewberry
Ccones
Orangeburg
Pickens
Richland
Saluda
Spartanburg
Sumter
Union
Williamsburg
York

60 Georgia within SC service area
51 Georgia outside SC service area
52  North Carolina within SC service area

63  NMorth Carolina outside SC service area

64  Other

ISTATE LICENSE BOARD (ltem 24)

01
az
a3
04
05
a6
ar
as
0%
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26

|PRACTICE SPECIALTY (ltem 25)

04  Audiologist

06 Certified Nurse Midwife/Licensed Midwife

25 Cert. Registered Nurse Anesthetist/Asst. Anesthetist

82 Psychologist
84 Speech Pathologist

85 Physical Therapist

Alabama 27 MNebraska
Alaska 28 MNevada
Arizona 29  Mew Hampshire
Arkansas 30 New Jersey
California 31 New Mexico
Colorado 32 New York
Connecticut 33  NMarth Carclina
Delaware 34 North Dakota
Florida 35  Ohio
Georgia 36 Oklzhoma
Hawai 37  Oregon
ldaho 38 Pennsylvania
MNinois 39 Rhode Island
Indiana 40 South Carolina
lowa 41 South Dakota
Kansas 42  Tennessee
Kentucky 43 Texas
Louisiana 44 |htah
Maine 45 Vermont
Maryland 46 Wirginia
Massachusetts A7 Washington
Michigan 48 West Virginia
Minnesata 49 Wisconsin
Mississippi 50 Wyoming
Missouri 51 Canada
Montana

|CLIA (ltem 29)

A Accreditation

C Compliance

P PPMP

R Reqgistration

T Partial Accredited

W Waiver

86 Nurse Practitioner, Clinical Murse Specialist, Physician Assistant

87 Occupational Therapist

OMP (May 2006)



South Carolina

Department of Health and Human Services

GROUP MEDICAID ENROLLMENT DATA
AUDIOLOGIST, PSYCHOLOGIST, SPEECH PATHOLOGIST, PHYSICAL/OCCUPATIONAL THERAPIST

Forward completed form to- Medicaid Provider Enrolimeant

Post Office Box 8809

Columbia, South Carolina 29202-8805

RS a o ARE FOR AGEMCY USE OMLY AND MO INFORMATION SHOULD BE ENTERED BY THE MEDICAID PROVIDER.
ITEMS IN BOLD CAPITALS MUST BE COMPLETED OR THIS FORM WILL BE RETURNED T YOLL

ITEMS MARKED WITH AN ASTERISK (*

1 Medicaid Mo.

3 NAME OF GROUP

2 Provider Type

ER

3 Tax Payer ldenitfication Mame (If different from group name)

Physical Location Address
7 NUMBER AND STREET

STATE 11 ZIP + 4

9 CITY
OO L [

EsEEEE

Da;ment Address (If differant fror"l n1;3|llng address)

n care of, Attention, Building M

& Mumber and Strest, PO Box or Route

13 State 14 Zip+4

(LTI OO L THTT

15 COUNTY" 18 TELEPHONE (IMCLUDE AREA CQDE) 17 IRS EMPLOYER ID MO, 18 Medicare No.

) SHOULD BE COMPLETED BASED ON THE CODES LISTED ON THE BACK OF THIS FORM.

Ke

(1] (LD L e L g

19 Type Ownership

20 EC Indicator

21 PRACTICE SPECIALTY"  prJfa puET e s W

24 LIST NAMES AND SC MEDICAID INDIVIDUAL PROVIDER NUMBER of all practitioners who participate in your group.
Medicaid provider numbers are not required for practitioners for whom an Individual Provider Enrcliment Form is attached.

Medicaid Mumber Practitioner Mame

Praciitioner Mams

Medic

ald Number

25 CLIA Mumber

Effective Datz

Cert Type®

[]

Aftach Copy of CMS CLIA Cerificats

Expiraticn Date

ARSEE=EE

[TH

=HE

28 NPINO. 27 NPI1ISSUE DATE

L =T

25 TAXONOMY CODE

Taxonomy Code

Taxonomy Code

ATTENTIOMN: A statistically valid random sampling technique with exfrapolation may be used for determining overpaymentsiunderpaymenis to medical providers.

Signature and Title of Authorized Agent:
A facsimile stamp is not acceptable.

Date

I cerify that [ have read the conditions of parficipation and payment on the reverse side of This form, that T understand and agree o the conditions
of participation on the reverse side of this form, that the enrcliment information | have furnighed is true, accurate, and complete and that | will report
any change affecting my enrollment. | further cartify that | will obtain authorization from each Medicaid patient to releasea to SCDHHS medical
information necessary for proceasing Medicaid claims.

DHHS Fom 218-TG-P5G (July 200

3)




AS A CONDITION OF PARTICIPATION AND PAYMENT, | UNDERSTAND AND AGREE;

That this agreement shall not be assigned or
transferred.

That upon acceptance of this agreement, the
Sguth Carclina Department of Health and
Human Services (SCOHHS) will issus a3
Medicaid prowider number, which must be used
in filing al' claims.

That services shall be provided to Medicad
recipients im compliance with Title W1 of the Ciw
Rights Act of 1884, Ssction 504 of the
Rehabilitation Act of 1873, as amended, and the
Age Discrimination Act of 1875 and any
regulations promulgated pursuant to any of
these Acts.

In aceordance with Tite VI of the Ciil Rights
Act of 1984 (42 US.C. 2000 et sea) and
regulations pursuant thereto, (45 CFR Part B0,
1926, as amended). In accordance with Title W
of the Civl Rights Act of 1984 (42 U.5.C. 2000
&t s2g.) and its mplementing regulaton at 45
CFR Part B0, the provider must take adequate
steps to ensure that persons with limited English
skills receive free of charge the languags
assistance necessary o afford them meaningful
and equal access to the benefits and services
provided under this agreement.

That adesguate and correct fiscal and medical
records shall be kept to disclose the extent of
services rendered and to assure that claims for
funds are in accordance with all applicable laws,
regulations, and policies.

That all fiscal and medical records shall be
retained for a penod of three (2] years after last
payment was made for senvices rendersd.  IF
any litigation, claim, audit, or other action
involving the reconds has besn mitated prior to
the expiration of the three (3) years, the reconds
shall be retamed unt? completion of the action
and resolution of all isswes which arse from it or
uniil the end of the thres (3] year period,
whichewer is later.

That, for the purposss of reviewing, copyng.
and reproducing documents, access shal be
allowed o 3l records conceming services and
payment under this agreement to the SCOHHS,
the Siate Auditor's Offce, the Scouth Carclina
Attorney General's Office, the Department of
Heafth and Human Semvices andior ther
designes during normal business hours.

That upon reguest, information must be
furnished regarding any claim for payment to
the SCOHHS.

That requests for reimbursement for services
shall reflect any third party payment recewved
and that any payment received subsequent to
claims filing sha'l b= reporied.

That Medicaid will reimburse the co-insurance
andfor deductble portons (cost sharing) of
Medicare claims for recipients  with both
coverages only if the provider accepts Medicars
assignment. Cost shanng is limited by the
Medicaid allowed amount for the senvice.

*

That Medicaid rembursement s always mads
to the provider of services and that the recipient
sha® mnot be biled pending receipt of such
payment.

That Medizaid reimbursement s payment in full
and that the provider shall not Gill, reguest
demand. solicit, or in any manner receive or
accept payment from the recipient or any other
person, famiy member. relative. organization or
entity for care or services 1o a recipient’patient
except 35 may ctherwise be alowed under
Federal regulations or in accordance  with
SCDHHS palicy.

That this statement applies only to those
recipients for whom Medicaid clams are filed
and that it in ne way requres that the provider
render services to any Medicaid recipient.

Either party may terminate this agreement upon
prownding the other party with thirty (20) days
written notice termnation.  Such terminastion
sha® be sent by Certified Ma?, Return Recsipt
Requested, and be effective thirty (20) days
after the date of receipt.

That the prowider shall disclose full and
complete information as to ownership, business
transactions, and criminal actvity in accordance
with 42 CFR 455104 through 455.108 (1920).
Furthermore, the provider shall disclose any
felony convictions under Federal or State law n
accordance with 42 CFR 1001.101 Subpar: B
throwgh 10011701 Subgart C (1928).

That, for any dispute arismg wnder this
agreement. the provider shall have as his sole
and exclusive remedy the right to request a
hearing from SCOHHS within  thity  (30)
calendar days of the Commission action which
he befewes himself aggrieved. Such
proceedings shall be in accordance  with
SCCOHHS appeals procedures and 5.C. Code
&nn. 1-23-310 et. seg. (1878, as amendsd)
Judicia review of any final apgency
administrative decision shall be in accordance
with 5.C. Code Ann. 1-23-380 (1978, as
amended).

That the provider shall safeguard the use and
disclosure of information conceming applicants
for or recipients of Tile XKIX (Medizcaid) services
in accordance with 42 CFR Part 431 Subgart F
(1281}, SHHSFC's regulation R.126-170, et
seq, Code of Laws of South Carclina (1878)
Wolume 27 as amended, and sl applicable
Siate laws and regulations.

That none of the funds provided under this
agreement shall be ussd for any partisan
politcal activity, or to further the election or
defeat of any candidate for poldical office, or
ctherwise in violation of the "Hatch Act’.

That all services rendered and claims submitted
sha' be in compliance with all applicable federal
and state laws and regulations and @
accordance with SCOHHS polcies. procedures.
and Medicaid Provider Manuals.

=

That all mformation provided on the Medicad
enroliment form is incorporated as a part of this
agreement.

That the provider shall be held personally liabls
for all c'zims submitted by him or on his behalf
as ewidenced by his endorsement of his
Medicaid reimbursement check.

That Medicaid reimbursement (payment of
claims) =5 from state and federal funds and that
any falsfication (false cisims. statement or
documents | or concealment of material fact may
be prosscuted under appfcable state and
federal laws.

That the provider must comply with ozl
requirements of the Amercans with Dissbilities
Hot of 1980 (ADA). as applicable.

That the provider shal comply with all terms and
conditions of the Drug Free Workplace Act. 5.0
Code Ann. Section 44-107-10 et seg. (1976, as
amended) i this agreement is for a stated or
estimated walue of Fifty Thousand Dollars or
maore.

That in accordance with 31 U.5.C. 1352, funds
recefved through this agreement may not be
expended to pay any person for nfluencing or
attempting to mfluence an officer or employee of
any agency. a Member of Congress, an officer
or employee of Congress, or an employes of a
Member of Congress in connection with any of
the folowng cowered Federal actions: the
awarding of any Federal contract, the making of
any Federal grant, the making of any Federal
loan, the entering intc of any cooperative
agreement. and the extension, contmuation.
renewal. amendment, or modificaton of any
Federal contract grant, loan, or cooperative
agreement  This restriction is applicable to all
contractors and subcontractors.

The Health Insurance  Portabiliy and
Socountability  Act (HIPAA)  Administrative
Simplification: Standard  Umigus  Health
dentifier for Health Care Providers regulations
(42 CFR 185 Subparts & & D), states that all
coversd entites:  heath plans, heslth care
clearinghouses, and those health care providers
who transmit any health information in 2lectronic
form in connection with 3 standard transaction
must use the identifier cbtained from the
Mational Plan and Provider Enumeration
System (MPPES] no later than May 23, 2007.

Pursuant to the Standard Unigue Health
dentifier regulations (42 CFR 185 Subpars A &
D). and if the provider is 3 covered health care
provider as defined in 42 CFR §182.402, the
provider agrees to disclose its NP to SCOHHS
once obtained from the MPPES. Provider also
agrees to use the MNP it obiained from the
MPPES to identfy itseff on a3l standard
transactions that it conducts with SCOHHS.

Agreemeant — May 2006
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