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 FORMS 
 

i 
 

Number Name Revision Date 
DHHS 126 Confidential Complaint 06/2007 
DHHS 140 Medicaid Provider Inquiry 06/2007 
DHHS 142 Request for Medicaid Forms and Publications 06/2007 
DHHS 205 Medicaid Refunds 01/2008 
DHHS 931 Health Insurance Information Referral Form 01/2008 

 Reasonable Effort Documentation  06/2007 
 Authorization Agreement for Electronic 

Funds Transfer 
01/2009 

CMS-1500 Sample Claim Showing TPL Denial with NPI 08/2005 
 Sample Edit Correction Form 10/2008 
 Sample Remittance Advice 06/2007 

DHHS 252 Referral Form/Authorization for 
Psychological Services 

09/2009 

 Treatment Plan Example  
 Psychological Testing/Evaluation Example  
 Psychological Counseling Note Example  
 Consultation Note Example  

DHHS 219-OMP Medicaid Enrollment Data (three pages) 08/2003 
DHHS 219-TG-PSG Medicaid Enrollment Data (two pages) 07/2006 



 

 

 
 
 
 

STATE OF SOUTH CAROLINA
DEPARTMENT OF HEALTH 

AND HUMAN SERVICES 
 

CONFIDENTIAL COMPLAINT 
 

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

 

PROGRAM INTEGRITY 
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. 

 

SUSPECTED INDIVIDUAL OR INDIVIDUALS: 

 

 

NPI or MEDICAID PROVIDER ID: (if applicable) 

 

MEDICAID RECIPIENT ID NUMBER: (if applicable) 

 

LOCATION OF INCIDENT: 

 

ADDRESS OF SUSPECT: 

 

 

 

DATE OF INCIDENT: 

 

COMPLAINT: 

 

 

 

 

 

 

 

NAME OF PERSON REPORTING: (Please print) 

 

SIGNATURE OF PERSON REPORTING: 

 

DATE OF REPORT 

 

TELEPHONE NUMBER OF PERSON REPORTING: 

 

ADDRESS OF PERSON REPORTING: 

 

 

 

 

SIGNATURE: (SCDHHS Representative Receiving Report) 

 

SCDHHS Form 126 (revised 06/07)  
 



 

 

 
 
 
 

STATE OF SOUTH CAROLINA
DEPARTMENT OF HEALTH 

AND HUMAN SERVICES 
 

MEDICAID PROVIDER INQUIRY 
 

TODAY’S DATE: 

NPI or MEDICAID PROVIDER ID: 

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

TELEPHONE: 

TYPE OF PROVIDER (i.e., Dentist, Group, etc.) PROVIDER NAME AND ADDRESS: 

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? 
(CHECK ONE) 
     YES  NO 

 

IS MEDICARE COVERAGE INVOLVED? 
 
  YES  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 
DEPARTMENT OF HEALTH 

AND HUMAN SERVICES 

REQUEST FOR MEDICAID 
FORMS AND PUBLICATIONS 

 
NPI or MEDICAID PROVIDER ID: 

TYPE OF PROVIDER: 

TELEPHONE:          -        - 

WHEN COMPLETED PLEASE FORWARD TO: 
 
 SC DEPARTMENT OF HEALTH AND HUMAN SERVICES 
 SUPPLY 
 POST OFFICE BOX 8206 
 COLUMBIA, SOUTH CAROLINA 29202-8206 
 
 

-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 #             
           (Six Characters) 
       OR 

3.  NPI#     & Taxonomy    
 
4.  Person to Contact: ________________________ 5.  Telephone Number:  ______________________ 
 
6.  Reason for Refund:   [check appropriate box] 
 

   Other Insurance Paid (please complete a – f below and attach insurance EOMB) 
        a Type of Insurance: (  )  Accident/Auto Liability  (  ) Health/Hospitalization 
        b  Insurance Company Name ___________________________________________ 
        c  Policy #:__________________________________________________________ 
        d   Policyholder: ______________________________________________________ 
        e   Group Name/Group:  ________________________________________________ 
        f   Amount Insurance Paid:______________________________________________ 

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

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

   Other, describe in detail reason for refund: 
    ______________________________________________ 
    ______________________________________________ 

______________________________________________ 
______________________________________________ 

 

7.  Patient/Service Identification:  
 

Patient Name Medicaid I.D.# 
    (10 digits) 

Date(s) of 
   Service 

      Amount of 
Medicaid Payment 

Amount of 
   Refund 

     
     
     
     
     
 

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

   Medicaid Remittance Advice (required) 

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

   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)    



 

 

  
 
 

 
 

 
 
Provider or Department Name:  ________________________________   Provider ID or NPI:   ____________________    
     
Contact Person:  _____________________   Phone #:  _______________________________   Date:   ______________ 
 
  

I       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:  __________________________________________________________________________ 
 

II       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 
 
 

III      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 ID: _______________________________   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 
MEDICAID HEALTH INSURANCE INFORMATION REFERRAL FORM 



 

 

 
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 



 

 
 



 

 

 
 



 

 

 
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 ID                                     HIC - 76  SPEC -                               EMC Y                            
    SIGNON ID                                                          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                  
    ID         ID        NUMBER        CODE                       PRIMARY   SECONDARY                                                
  ABC123    1111111111                                             871.3         .                  CLAIM EDITS                      
  NPI: 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       **   
   RES    ALLOWED    LN    DATE OF   PLACE   PROC    MOD              INDIVIDUAL CHARGE  PAY  UNITS **     APPROVED EDITS       **   
                     NO    SERVICE           CODE                     PROVIDER     IND              **                          **   
                                                            23                                      **   REJECTED LINE EDITS    **   
                                                            NDC                                     **                          **   
                                                                                                    ******************************   
              .00     1    02/01/04         96100    000               000          30.00       001                                  
          NPI: 1234567890     TAXONOMY:                                                             !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!   
                      2      /  /                                                                   !  CLAIMS/LINE PAYMENT INFO  !   
          NPI:                TAXONOMY:                                                             !                            !   
                      3      /  /                                                                   !  EDIT        PAYMENT DATE  !   
          NPI:                TAXONOMY:                                                             !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!   
                      4      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                      5      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                      6      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                      7      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                      8      /  /                                                                                                    
          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        XO 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 Void and the Replacement processed during 
the same payment cycle. 

 
 
 
# AB0008 ABC GROUP HOME                                           PO BOX 000000             FLORENCE            SC000000000                 
 .121212121234.                   Y                                                                                                  
  PROVIDER ID.                                                 PROFESSIONAL SERVICES             PAYMENT DATE                  PAGE  
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES                                             +------------+                +----+ 
| AB00080000   |                                                 REMITTANCE ADVICE              | 03/26/2007 |                |  1 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM                                              +------------+                +----+ 
+---------+-----------------+------+---------+------+--------+--------+-+----------+-------------------+---+-------+-------+-------+ 
|PROVIDERS|      CLAIM      |      |SERVICE RENDERED|  AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME     |M  |TLE. 18| COPAY | TITLE | 
| OWN REF.|   REFERENCE     |      | DATE(S) |      |  BILLED| PAYMENT|T|    ID.   |F M                | O |ALLOWED|   AMT |  18   | 
|  NUMBER |      NUMBER     |PY IND|MMDDYY   | PROC.|        |MEDICAID|S|  NUMBER  |I I LAST NAME      |  D|CHARGES|       |PAYMENT| 
+---------+-----------------+------+---------+------+--------+--------+-+----------+-------------------+---+-------+-------+-------+ 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|ABB222222|0406001089000400A|      |         |      | 1192.00|  243.71|P|1112233333|M   CLARK          |   |       |   0.00|       | 
|         |              01 |      |021507   |96100 |  800.00|  117.71|P|          |                   |000|       |       |   0.00| 
|         |              02 |      |021507   |90804 |  392.00|  126.00|P|          |                   |000|       |       |   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |VOID OF ORIGINAL CCN 0404711253670430A PAID 02/28/04       | |          |                   |   |       |       |       | 
|ABB222222|0406001089000400U|                |      |1412.00-| 273.71-| |1112233333|M   CLARK          |   |       |       |       |  
|         |              01 |      |012107   |90804 |1112.00-| 143.71-| |          |                   |000|       |       |       |    
|         |              02 |      |012107   |96100 | 300.00-| 130.00-| |          |                   |O00|       |       |       |      
|         |                 |                |      |        |        | |          |                   |   |       |       |       |   
|         |REPLACEMENT OF ORIGINAL CCN 0404711253670430A PAID 02/28/04| |          |                   |   |       |       |       | 
|ABB222222|0407701389002500A|      |         |      | 1001.50|   42.75|P|1112233333|M   CLARK          |   |       |   0.00|       | 
|         |              01 |      |012107   |90804 |  142.50|   42.75|P|          |                   |000|       |       |   0.00| 
|         |              02 |      |012107   |96100 |  859.00|    0.00|R|          |                   |000|       |       |   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |           TOTALS|      |        2|      | 2193.50|  286.46| |          |                   |   |       |   0.00|   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
+---------+-----------------+------+---------+------+--------+--------+-+-+--------+-------------------+---+-------+-------+-------+ 
                                            |            |   |     $286.46|                                                          
                                            +------------+   +------------+    STATUS CODES:       PROVIDER NAME AND ADDRESS         
FOR AN EXPLANATION OF THE                    CERT. PG TOT    MEDICAID PG TOT                     +---------------------------------+ 
ERROR CODES LISTED ON THIS                 +-------------+  +-------------+    P = PAYMENT MADE  |ABC GROUP HOME                   | 
FORM REFER TO:  "MEDICAID                  |       $0.00 |  |      $286.46|    R = REJECTED      |                                 | 
PROVIDER MANUAL".                          +-------------+  +-------------+    S = IN PROCESS    |PO BOX 000000                    | 
                                             CERTIFIED AMT   MEDICAID TOTAL    E = ENCOUNTER     |FLORENCE       SC 00000-0000     | 
IF YOU STILL HAVE QUESTIONS+-------------+ +-------------+  +-------------+    +---------+       |                                 | 
PHONE THE D.H.H.S. NUMBER  |       $0.00 | |       $0.00 |  |         0.00|    |         |       +---------------------------------+ 
SPECIFIED FOR INQUIRY OF   +-------------+ +-------------+  +-------------+    +---------+                                           
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 Void without a corresponding Replacement claim. 

 
 
PROVIDER ID.                                                    +----------------+              PAYMENT DATE                  PAGE       
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES              |     CLAIM      |             +------------+                +----+ 
| AB11110000   |                                                 |  ADJUSTMENTS   |             | 03/26/2007 |                |  2 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM               |                |             |            |                +----+ 
                                                                 +----------------+             +------------+                       
+---------+-----------------+---+---------+------+--------+--------+-+-+-+----------+----------+---+------+------------------------+ 
|PROVIDERS|       CLAIM     |   |SERVICE RENDERED|  AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME|M  | ORG  |                       |    
| OWN REF.|   REFERENCE     |PY | DATE(S) |      |  BILLED| PAYMENT|T|    ID.   |          F  M| O |CHECK |    ORIGINAL CCN        |  
|  NUMBER |      NUMBER     |IND|MMDDYY   | PROC.|        |MEDICAID|S|  NUMBER  |LAST NAME I  I|  D| DATE |                        |  
+---------+-----------------+---+---------+------+--------+--------+-+----------+--------------+---+----  |------------------------+ 
|         |                 |   |         |      |        |        | |          |              |   |      |                        |  
|         |                 |   |         |      |        |        | |          |              |   |      |                        |  
|ABB222222|0406001089000400U|   |         |      | 513.00-| 197.71-| |1112233333|CLARK     M   |   |022807| 0404711253670430A      | 
|         |              01 |   |012107   |90804 | 453.00 | 160.71-|P|          |              |000|      |                        |  
|         |              02 |   |012107   |96100 |  60.00 |  33.00-|P|          |              |000|      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |          TOTALS |           1 |      | 513.00-| 193.71-| |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        | 
+---------+-----------------+-------------+------+--------+--------+-+----------+--------------+---+------+------------------------+ 
                                                            MEDICAID TOTAL     CERTIFIED AMT      FEDERAL RELIEF      TO BE REFUNDED 
                                        DEBIT BALANCE      +-------------+     +-------------+   +-------------+      IN THE FUTURE  
                                        PRIOR TO THIS      |      $243.71|     |     0.00|   |   |         0.00|        +----------+ 
                                        REMITTANCE         +-------------+     +-------------+   +-------------+        |      0.00| 
                                       +-------------+                                                                  +----------+ 
                                       |         0.00|       ADJUSTMENTS       MAXIMUS AMT                                           
                                       +-------------+     +-------------+     +-------------+     PROVIDER NAME AND ADDRESS         
                                                           |     $193.71-|     |             |   +---------------------------------+ 
                                        YOUR CURRENT       +-------------+     +-------------+   |ABC GROUP HOME                   | 
                                        DEBIT BALANCE        CHECK TOTAL       CHECK NUMBER      |                                 | 
                                       +-------------+     +-------------+     +---------+       |PO BOX 000000                    | 
                                       |        0.00 |     |       $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.                                              +---------------+            PAYMENT DATE                 PAGE  
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES              |                |             +------------+                +----+ 
|  AB11110000  |                                                 |  ADJUSTMENTS   |             | 03/26/2007 |                |  3 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM               |                |             |            |                +----+ 
                                                                 +----------------+             +------------+                       
+---------+-----------------+-------------+-----------+----------+--------------+------+----------+---------+-----------+----------+ 
|PROVIDERS|      CLAIM      |   SERVICE   |PROC / DRUG|RECIPIENT |RECIPIENT NAME|ORIG. |  ORIGINAL|         |DEBIT /    |    EXCESS| 
| OWN REF.|    REFERENCE    |   DATE(S)   |           |   ID.    |          F M |CHECK |   PAYMENT|  ACTION |CREDIT     |          | 
|  NUMBER |      NUMBER     |   MMDDYY    |   CODE    | NUMBER   |LAST NAME I I |DATE  |          |         |     AMOUNT|    REFUND| 
+---------+-----------------+-------------+-----------+----------+--------------+------+----------+---------+-----------+----------+ 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 2    |0408600003700000U|      -      |           |          |              |      |          |DEBIT    |   -2389.05|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 4    |0408600004700000U|      -      |           |          |              |      |          |DEBIT    |   -1949.90|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 5    |0408600005700000U|      -      |           |          |              |      |          |DEBIT    |    -477.25|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 6    |0408600006700000U|      -      |           |          |              |      |          |DEBIT    |    -477.25|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |PAGE TOTAL:         |    5293.45|      0.00| 
+---------+-----------------+-------------+-----------+----------+--------------+------+----------+---------+-----------+----------+ 
                                                            MEDICAID TOTAL     CERTIFIED AMT      FEDERAL RELIEF      TO BE REFUNDED 
                                        DEBIT BALANCE      +-------------+     +-------------+   +-------------+      IN THE FUTURE  
                                        PRIOR TO THIS      |         0.00|     |         0.00|   |         0.00|        +----------+ 
                                        REMITTANCE         +-------------+     +-------------+   +-------------+        |      0.00| 
                                       +-------------+                                                                  +----------+ 
                                       |         0.00|       ADJUSTMENTS       MAXIMUS AMT                                           
                                       +-------------+     +-------------+     +-------------+     PROVIDER NAME AND ADDRESS         
                                                           |         0.00|     |         0.00|   +---------------------------------+ 
                                        YOUR CURRENT       +-------------+     +-------------+   |  ABC GROUP HOME                 | 
                                        DEBIT BALANCE        CHECK TOTAL       CHECK NUMBER      |  PO BOX 000000                  | 
                                       +-------------+     +-------------+     +---------+       |  FLORENCE       SC 00000-0000   | 
                                       |      5293.45|     |         0.00|     |         |       |                                 | 
                                       +-------------+     +-------------+     +---------+       +---------------------------------+ 

 
 



 

 

 
STATE OF SOUTH CAROLINA 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
 

REFERRAL FORM/AUTHORIZATION FOR SERVICES (Form 252) 

 
FORM 

 

252 
NPI CLIENT’S MEDICAID ID #  

          

  

          

 

 REFERRED TO:  AUTHORIZATION DATE:  
  
 EXPIRATION DATE:  

(A referral must be 
made to an Individual 
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) 

 
   
 

INDIVIDUAL COUNSELING (90804) 
 

CONSULTATION (99241) 

 
  
 

FAMILY PSYCHOTHERAPY  W/Patient Present (90847) 

  
 

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 
Social Services  

Continuum of Care for 
Emotionally Disturbed Children 

   
 

Department of  
Mental Health  

Department of Disabilities 
And Special Needs 

   
 

Department of 
Juvenile Justice  

School District/ 
Department of Education 

 

 

AGENCY USE ONLY 
 
 
 

 
 

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    X 
______ ______ WISC-III   Y MINS    Y 
______ ______ WPPSI-R   Z MINS    Z 
______ ______ WAIS-R   A MINS   A 
______ ______ KBIT    B MINS    B 
______ ______ PPVT-R    C MINS   C 
______ ______ 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     *   * 
 
 
 
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.
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