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cLTC

MEDICAID BULLETIN

TO: Community Long Term Care (CLTC) Providers

SUBJECT: Medicaid Policy Manual for Community Long Term Care Providers

The enclosed revised Community Long Term Care Medicaid Provider Manual is
effective February 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 CLTC program area, 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 new 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 CLTC program.

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.

Fraud & Abuse Hotline 1-888-364-3224
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Section 5, Administrative Services, contains contact information for the
Department of Health and Human Services’ (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:

« Edit Codes, CARCs & RARCs, and Resolutions
o Carrier Codes

The enclosed compact disc centains a cepy 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 manual is also available on the DHHS Web site.

The manual is not subject to copyright regulaticns and may be reproduced in its
entirety.

If you have any questions regarding this provider manual, please contact your
program coordinator in the Division of Community Long Term care at (803) 898-
2590. Thank you for your continued support of the South Carolina Medicaid

program.
(D41 e
Robert M. Kerr
Director

RMK/bgaw

Enclosures

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/Resourcelibrary/E-Bulletins.htm

Fraud & Ahuse Hotline 1-888-364-3224
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CHANGE CONTROL RECORD

Date Section Page(s) Change
02-01-13 1 18 Updated URL address for the National Correct
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 « Revised heading and language to reflect new
provider enrollment requirements
27-32 « Updated Program Integrity language (entire
section)
33-41 « Revised heading and language for Medicaid
Anti-Fraud Provisions/Payment
Suspension/Provider Exclusions/Terminations
(entire section)
12-03-12 3 10 « 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 « Updated web address for provider information
29 o Updated McCormick county office telephone
number
12-01-12 | Appendix1 | 24,26,27, |« Updated CARCs for edit codes 538, 552, 555,
32,33 561, 562, 563, 636, 637, 690
o Updated resolutions for edit codes 402, 561, 562,
19, 27, 40, 563, 721, 722, 748, 749, 752, 753, 769, 791, 795,
44, 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
e 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

o 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

12, 22, 32

e Updated program area contact information to
reflect Medicaid Bulletin dated June 29
e Updated hyperlinks
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Manual Updated 02/01/13

CHANGE CONTROL RECORD

Date Section Page(s) Change
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
o Updated telephone number for Greenville county
7 office
08-01-12 Forms - e Deleted forms 140 and 142
o Updated Duplicate Remittance Advice Request
Form
08-01-12 | Appendix 1 - e Updated program area contact information to
reflect Medicaid Bulletin dated June 29, 2012
1,24,60, |e 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 | e Added edit codes 349, 590, 978, 990, 991-995
8, 10,29,31 | « Deleted edit codes 166, 205, 573, 574, 593, 596
10, 11, 14,
34,48 o Updated resolution for edit codes 170-172, 171,
174, 210, 321, 711, 798
08-01-12 Managed 1-2 e Changed Division of Care Management to
Care Bureau of Managed Care
Supplement 7 o Updated program area contact information to
reflect Medicaid Bulletin dated June 29, 2012
11 « Removed language limiting enrollment to 2500
members
17 o Update contact information for Palmetto
Physician Connections
19 e Added to “Medicaid” to BlueChoice HealthPlan
08-01-12 TPL 5, 6, 10,17, | Updated program area contact information to reflect
Supplement 24 Medicaid Bulletin dated June 29, 2012
07-01-12 | Appendix 1 16, 48 e Deleted edit codes 386 and 868
45 o Added edit codes 837, 838, 839
07-01-12 | Appendix 2 - Updated carrier codes
05-01-12 3 10-11 Updated place of service keys
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Clinic Services Provider Manual

CHANGE CONTROL RECORD

Date Section Page(s) Change
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 e 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 o Updated edit code 402
24 e 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, 24 | Deleted IVRS Information per “Retirement of Toll
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 - e 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
01-01-12 | Appendix 1 62 o Deleted IVRS Information per “Retirement of

Toll Free Eligibility Verification Line” bulletin
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CHANGE CONTROL RECORD

Date Section Page(s) Change
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, 46- | Updated TPL contact information
48
11-01-11 TPL 6, 15 o Changed Medicare timely filing requirement to
Supplement two years and six months
12 o Deleted policy to use Medicaid legacy provider
number on the same line as the Medicaid carrier
code
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 e Added edit codes 334 and 584
47 o 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
08-01-11 | Appendix 1 8 Updated edit codes 165 and 166

5 of 23




Manual Updated 02/01/13

Clinic Services Provider Manual

CHANGE CONTROL RECORD

Date Section Page(s) Change
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
Supplement posted July 8, 2011
07-01-11 5 13 Deleted PO Box address for the Spartanburg County
Office
07-01-11 | Appendix 1 12 e  Updated resolution for edit code 300
43 e  Added edit codes 840 and 841
56 e  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 e Added dialysis J-code J1750,
6,8,17,18, | « Added surgical codes 21014, 26113, 64492,
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

e 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

7

19-20

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

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

01-01-11

20, 23, 24,
28
18, 34

23

o Updated electronic remittance package
information

o 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
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Clinic Services Provider Manual

CHANGE CONTROL RECORD

Date Section Page(s) Change
01-01-11 5 13 Added toll-free telephone number for Saluda county
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 3,8,13-14, | « Updated to reflect Medicaid Bulletin dated July
Supplement 18-19 8, 2010 — Transfer of the Dental Program
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CHANGE CONTROL RECORD

Date Section Page(s) Change

Administration to DentaQuest

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

10-01-10 1 - e Removed all reference to the SCHIP program to
reflect Medicaid Bulletin dated August 19, 2010
— Changes to the Healthy Connections Kids
(HCK) Program

1 o Updated Program Description section

7 o 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
10 e Updated Freedom of Choice section

10-01-10 5 11 Correct McCormick county office street address

10-01-10 Managed - o Removed all references to the SCHIP program to
Care reflect Medicaid Bulletin dated August 19, 2010

Supplement — Changes to the Healthy Connections Kids

(HCK) Program

1 o 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

N
.

L
Hhouosrw

09-01-10 3 Updated the following sections to reflect Medicaid
Bulletin dated July 8, 2010 — Transfer of the Dental
Program Administration to DentaQuest:

20 o Companion Guides
21 e South Carolina Medicaid Web-based Claims
Submission Tool
41 o Claim-Level Adjustments
09-01-10 4 43 e Updated the Procedure Codes Requiring Prior

Authorization section to reflect Medicaid
Bulletin dated July 30, 2010 replacing Qualis
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Clinic Services Provider Manual

CHANGE CONTROL RECORD

Date Section Page(s) Change
Health with Alliant Health solutions
09-01-10 5 5 e Removed County Commissioner’s Building from
the Aiken County address
8 o Deleted Dorchester County physical address
telephone number
11 e Removed Highway 28 N from the McCormick
County address
09-01-10 | Appendix 1 9 o Added edit code 225
- e Removed all references to the ADA Claim in the
Resolution column
09-01-10 TPL 12 e Updated the Dental Paper Claims section to
Supplement delete 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 5,8,11-13 |« Updated the zip codes for Aiken, Edgefield,
6 McCormick, Newberry, and Saluda counties
o Updated the address for Barnwell County
o Updated the telephone number for Beaufort
County
08-01-10 | Appendix 1 20 e Deleted edit code 520
51, 52 e 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 o 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

e Updated Modifier and Description table
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CHANGE CONTROL RECORD

Date

Section

Page(s)

Change

07-01-10

4

1-3

4

5,6,7,10,

12, 14, 15,

23, 29, 30,
38, 44

e Added codes 90743 and 90744. Updated code
90747. Added Q4098. Changed code J0295 to
J0295. Added code J2995.

e Added codes J7100 and J7110. Omitted code
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
o 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

o Updated Managed Care Overview section

o Updated Manage Care Organization (MCO),
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
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Clinic Services Provider Manual

CHANGE CONTROL RECORD

Date Section Page(s) Change
03-01-10 3 3,18 Removed modem as an electronic claims
transmission method
02-01-10 | Appendix 1 13 o Added New Edit Codes 356, 357, and 358
36 o Updated Edit Code 738
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 e 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
o 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 « Replaced Jasper County DSS with Jasper County
DHHS
12 o Replaced Orangeburg County DSS with
Orangeburg County DHHS
01-01-10 | Appendix 1 49 Updated edit code 932
12-01-09 1 8 o Updated policy to reflect Medicaid Bulletin dated
November 13, 2009 — Electronic Remittance
Package
25 e 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
e 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
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CHANGE CONTROL RECORD

Date Section Page(s) Change
12-01-09 | Appendix 1 - e Replaced CARC 17 with CARC 16
- e Updated CARC Al
18,19 o Updated codes 509 and 510
20 e Added code 533
11-01-09 | Appendix 2 All Updated carrier code list
10-01-09 1 3-4 o Updated the Medicare/Medicaid Eligibility
section to include Qualified Medicare
Beneficiaries (QMBS)
4-6 o Updated SC Medicaid Healthy Connections
language throughout section
o Updated South Carolina Medicaid Bulletins and
Newsletters
26 o 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
11 office
o Updated telephone number for Lexington County
12 office
o Updated zip codes for Orangeburg County office
10-01-09 | Appendix 1 3 e Updated edit code 065
60 o 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
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CHANGE CONTROL RECORD

Date Section Page(s) Change
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
5,6,10,12, | « Add the following procedure codes: 19297,
13, 15, 16 22102, 29827, 45330, 51100-51103, 65782,
41-43 67041-67043, 67113, 92502
e 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 « 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 o Updated to reflect managed care policies and
procedures effective May 1, 2009
2 o Updated the Eligibility subsection
e 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
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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 e Updated Antibiotic Infusion Therapy procedure
codes
43, 44 « Updated Antibiotic Infusion Therapy procedure
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 o 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, 23,25, |« Infusion J-Codes (Alphabetical and Numeric) —
31, 32,35 Added codes J2791, J1459, J1561, J1568, J1569,
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 e 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 o Changed edit code 945 Resolution to input

“26”modifier in field 18
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03-01-09 Managed 1,7,10, 17, | Updated hyperlinks
Care 23, 25-30,
Supplement 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
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 o Added the last paragraph to the Reimbursement
Policy section
29 o Deleted sentence from Bulling Guidelines
e Added information to fourth bullet
43 o Added P9036, P9037, P9045, P9046, P9047
45 « Changed the limit of six to five and October 1% to
12-01-08 3 8 e Added information to the description to code 11
9 o Added information to the description to code 99
19 e 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 ID
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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
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, 27 | Updated NPI policy and form instructions to reflect
May 23, 2008, deadline requiring NPI 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
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04-01-08 5 8 Updated address and phone number for Dorchester

County office

04-01-08

Appendix 1

4,13, 20, 33

Added new edit codes 062, 219, 339, 528

04-01-08

TPL
Supplement

Updated reference to Medicaid card name
Changed references to location of forms from
Section 5 to Forms section

Updated field numbers for occurrence codes on
UB-04

Replaced sample ADA form with more attractive
version

03-01-08

Replaced sample Partners for Health Medicaid
card with new Healthy Connections card and
updated card information.

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

03-01-08

9-20

All

Updated NPI policy and form instructions to
reflect March 1, 2008, deadline requiring NP1 on
claims for typical providers (with or without
Medicaid legacy number).

Standardized formatting

03-01-08

Forms

Replaced Form 931 with new version dated January
2008

03-01-08

Appendix 1

59
70

Added edit code 808
Revised edit code 943 description and status
(from warning to active)

03-01-08

TPL
Supplement

21-22

Added information on carrier code “CAS” for
open casualty cases
Replaced Form 931 samples with new versions

02-01-08

10
27,30

Corrected instructions for field 10b
Standardized references to six-character legacy
Medicaid provider number

02-01-08

Removed “including Partners for Health” from first
paragraph
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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
12-01-07 3 3-4 o Revised copayment section
7 « 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
o 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 o 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 e Corrected ECF field numbers throughout edit
resolution instructions
e 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
4 Supplement
e Removed managed care sample cards (cards and
other information will appear in the new
12 Managed Care Supplement).
15 o Clarified that “days” refers to business days
o Clarified which sections of manual may contain
25 PA information

o Expanded provider list under Program Integrity
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10-01-07 2 7-15 Removed PEP information from Managed Care
section
10-01-07 3 14 e Removed PEP information
50 e Added 90-day time limit for reversing refunds
17 o Updated instructions for field 24J
36 e 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
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 e 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
e Updated ECF and RA descriptions
e Added information about National Provider
Identifier
o 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 e Revised “Procurement of Forms” to address new
CMS-1500 version and updated vendor
6-8 information
o Added toll-free number for Berkeley, Charleston
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12 and Dorchester county offices
- o Updated phone number for Oconee County
« Split forms and exhibits from Section 5 to create
separate Forms section
06-01-07 Forms - e Updated DHHS forms to add National Provider
Identifier field
o Updated sample claims to new CMS-1500
version
o Updated ECF and remits to new versions
e 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
o 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
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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
09-01-06 5 - Updated county office addresses
09-01-06 | Appendix 1 10,11,13 |« Updated CARCs for edit codes 504, 561, 562,
15,17,18 22, 563, 636, 923, 940, 949
23,24 26, |+ Updated RARCs for edit codes 207, 208, 227,
27, 28 29, 234, 239, 263, 317, 369, 377, 421, 501, 504, 505,
30, 31 32, 507, 508, 515, 541, 545, 553, 564, 570, 672, 674,
35, 36 39, 709, 714, 719, 721, 722, 748, 749
40,4142, |« Updated resolutions for edit codes 761, 764, 765
46, 47 48, 768, 769, 771, 772,773, 774
49,5052, |« Added new edit codes 518, 724
58, 60 e 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
3 26 updates
4 17-18
07-01-06 | Appendix1 | 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
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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 two Medicaid Managed Care Programs:

e Medicaid Managed Care Organization (MCO)
Program

e Primary Care Case Management/Medical Homes
Networks (PCCM or PCCM/MHN)

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, for certain eligibility categories.
SCDHHS pays a capitated rate per member per month,
according to age, gender, and category of eligibility to
MCOs. Payments for core services provided to MCO
members are the responsibility of MCOs, not the fee-for-
service Medicaid program.

The Medical Homes Network (MHN) Program is a
Primary Care Case Management (PCCM) program. An
MHN is composed of a Care Coordination Services
Organization (CSO) and the primary care providers (PCPs)
enrolled in that network. The CSO supports the member
physicians by providing care coordination, disease
management, and data management. The PCPs manage the
health care of their patient members either by directly
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PROGRAM DESCRIPTION providing medically necessary health care services or
(CONT’D) authorizing another provider to treat the beneficiary. The

' Network receives a per-member-per-month (PMPM) care
coordination fee. Reimbursement for medical services
provided is made on a fee-for-service basis.

Both MHNs and 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 filed in person

or by mail. Applications may be obtained and completed at
DETERMINATION outstationed locations such as county health departments,
some federally qualified health centers, most hospitals, and
SCDHHS county eligibility offices. Individuals can also
visit the SCDHHS Web site at http://www.scdhhs.gov to
download an application for Medicaid.

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 a Point of Sale (POS)
device, 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.
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SouTH CAROLINA MEDICAID PROGRAM

ELIGIBILITY If the beneficiary is enrolled in a MCO or MHN/PCCM,
certain services will require prior approval and/or

DETER,MlNATION coordination through the MCO or MHN/PCCM providers.

(ConT'D.) For questions regarding MCO or MHN/PCCM programs,
please visit the SCDHHS Web site at http://scdhhs.gov to
view the MCO or MHN Policy and Procedure Guide.

More information about managed care can also be found in
the Managed Care Supplement attached to all provider

manuals.
ENROLLMENT SCDHHS provides enrollment counseling services to
COUNSELING SERVICES Medicaid beneficiaries through a contract with a private

vendor, Maximus, Incorporated. 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.
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SouTH CAROLIN

MEDICARE / MEDICAID Note:

ELIGIBILITY (CONT'D.) inform

A MEDICAID PROGRAM

Pharmacy providers should refer to Section 2 of

the Pharmacy Services Provider Manual for more

ation on coverage for dually eligible

beneficiaries.

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 membe

r 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.

The fol

lowing is an example of a South Carolina Healthy

Connections card:

South Carolina

Healthy, Connectlons

SUBSCRIBER NAME
DOB 12/12/2012
Medicaid Member Number: 1234567890

Saourth oo oty Comrct o
THIS CARD DOES NOT GUARANTEE ELBGEBILITY

Arereon Provden
il {aAl R PO et (e ek Epatlui, i i [ S S

ArmenT s Mesagsr |
¥ b

e with .mr —-.-\.m;-wc-u B Trvel ol SECERE B el Borein fror

Y, GETEEL
s thet e -rt:u—-u.nn-:-r.mw.-wu Viodiness will B plosbOuEa
'va\."dp.'\-uu-‘q sorvs aln st Migemiber Sar

i - el e r-wn vy Py BTy O
2 repodt pon by Fronsd or pfwr ool | REE- M- 1104

- 4

The back of the Healthy Connections Medicaid card

include

S.

A number that providers may call for prior
authorization of services outside the normal
practice pattern or outside a 25-mile radius of South
Carolina

A magnetic strip that may be used in POS devices
to access information regarding Medicaid
eligibility,  third-party  insurance  coverage,
beneficiary special programs, and service
limitations 24 hours a day, seven days a week in a
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SoUTH CAROLINA real time environment. There is a fee to providers

HEALTHY CONNECTIONS for such POS services.

MEDICAID CARD (CONT'D.) « A toll-free number for the beneficiary if he or she
has questions about enrollment or Medicaid-
covered services

o A toll-free number for the beneficiary if he or she
has questions regarding pharmacy services

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 choose to enroll 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.

SC HEALTHY The South Carolina Healthy Connections Health
Opportunity Account (HOA) was implemented by

CONNECTIONS HEALTH SCDHHS in May 2008. It is a Medicaid option that allows

OPPORTUNITY ACCOUNT beneficiaries to manage their own health care spending and
set aside money to be used when they no longer need
Medicaid. Routine claims filing procedures apply to HOA
participants.

The following is an example of a South Carolina Healthy
Connections Health Opportunity Account card:

-

(N
F I S &)

574
Iauth Carglons My atthy §aargdlges -
gy alth Ol Twmrly i L painl
South Carolina ‘ .
Healthy, @nnectlons
: Health Opportunity Account
o o SO e s JOHN Q CITIZEN
o rwp | s vl B g we alervm o a1 B8 S 35 DoB 06/15/1964
Medicaid Member Number: 0000000000
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SC HEALTHY The back of the South Carolina Healthy Connections
CONNECTIONS HEALTH Health Opportunity Account card includes a toll-free
number for questions about enrollment, Medicaid-covered

OPPORTUNITY ACCOUNT services, or eligibility.
(CoNT’D.)
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), query Medicaid eligibility, check

CLAIMS SUBMISSION TOOL claim status, offers providers electronic access to their
remittance packages and the ability to change their own
passwords.

Note: Dental claims can no longer be submitted on the
Web Tool. Please contact the DentaQuest Call Center at 1-
888-307-6553 for billing instructions.

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
package, 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 e-Learning Web site at: http://Medicaid
eLearning.com or contact the SC Medicaid EDI Support
Center via the SCDHHS Provider Service Center at 1-888-
289-0709. A list of training opportunities is also located on
the Web site. For Web Tool training dates, click on
“Training Options.”

SoUTH CAROLINA SCDHHS Medicaid bulletins and newsletters are
distributed electronically through e-mail and are available

MEDICAID BULLETINS AND online at the SCDHHS Web site.

NEWSLETTERS

To ensure that you receive important SC Medicaid
information, visit the Web site at http://www.scdhhs.gov/
or enroll to receive 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 (SCDHHS) 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.

e Continuously meet South Carolina licensure and/or
certification requirements of their respective
professions or boards in order to maintain Medicaid
enrollment.

e Comply with all federal and state laws and
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PROVIDER PARTICIPATION regulations currently in effect as well as all policies,
(CONT’D ) 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.

MCO network providers/subcontractors do not have to be
Medicaid-enrolled providers. Fee-for-service
reimbursement from SCDHHS may only be made to
Medicaid-enrolled providers.

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. Mailing information is
located in the Correspondence and Inquiries section.

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
render. A provider may not refuse to furnish services
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
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Extent of Provider Organization’s network may refuse service to a Medicaid
Participation (Cont’d.) 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 to the managed care
provider or the Bureau of Managed Care at (803) 898-
4614.

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)

« 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 o 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 managed care option,
the beneficiary is required to follow that plan’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
managed care option.

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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GENERAL INFORMATION As a condition of participation in the Medicaid program,
providers are required to maintain and provide access to
records. These records should fully disclose the medical
necessity for treatment and the extent of services provided
to Medicaid beneficiaries. Unless program policy
otherwise allows, this documentation must be present in
the beneficiaries’ records before the provider files claims
for reimbursement. For the purpose of reviewing and
reproducing documents, providers shall grant to staff of
SCDHHS, the State Auditor’s Office, the South Carolina
Attorney General’s Office, the Government Accountability
Office (GAO), and the U.S. Department of Health and
Human Services (USDHHS) and/or any of their designees
access to all records concerning Medicaid services and
payment. These records may be reviewed during normal
business hours, with or without notice.

A provider record or any part thereof will be considered
illegible if at least three medical or other professional staff
members who regularly perform post-payment reviews are
unable to read the records or determine the extent of
services provided. If this situation should occur, a written
request for a translation may be made. In the event of a
negative response or no response, the reimbursed amount
will be subject to recoupment.

Assuming that the information is in a reasonably accessible
format, the South Carolina Medicaid Program will accept
records and clinical service notes in accordance with the
Uniform Electronic Transactions Act (S.C. Code Ann. §26-
6-10 et seq.). Reviewers and auditors will accept electronic
documentation as long as they can access them and the
integrity of the document is ensured. Furthermore,
providers must comply with the provisions of the Health
Insurance Portability and Accountability Act of 1996
(HIPAA), Public Law 104-191.

The minimum retention period for Medicaid records is five
years. Exceptions include providers of hospital and nursing
home services, who are required to maintain records
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GENERAL INFORMATION pertaining to Medicaid beneficiaries for a period of six
(CONT’D) years. Other Medicaid provider agreements/contracts may
' require differing periods of time for records retention.

Providers should contact the PSC or submit an online
inquiry at http://scdhhs.gov/contact-us  for  specific
information regarding the documentation requirements for
the services provided. In all cases, records must be retained
until any audit, investigation, or litigation is resolved, even
if the records must be maintained longer than normally
required. Medicaid providers generally maintain on-site all
medical and fiscal records pertaining to Medicaid
beneficiaries.

Medical and fiscal records pertaining to Medicaid
beneficiaries that a provider may maintain at an off-site
location/storage facility are subject to the same retention
policies, and the records must be made available to
SCDHHS within five business days of the request. For
reviews by the SCDHHS Division of Program Integrity,
requested Medicaid records should be provided within two
business days.

Note: These requirements pertain to retention of
records for Medicaid purposes only; other state or
federal rules may require longer retention periods.

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
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DISCLOSURE OF longer required to have each claim form signed by the
INEORMATION BY bene_ficiary. Provi(_jers Who file claims electronically are

, required under their Trading Partner Agreement (TPA) to
PROVIDER (CONT'D.) 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.

SAFEGUARDING Federal regulations at 42 CFR Part 431, Subpart F, and
BENEFICIARY South Carolina Regulations at Chapter 126, Article 1,

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:

e Name and address
e 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
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SAFEGUARDING This information may generally be used or disclosed only
BENEFICIARY for the following purposes:

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
made to the agent because the agent’s compensation is tied
to the amount billed or collected, or is dependent upon the
collection of the payment, then Medicaid is not allowed to
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
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SPECIAL / PRIOR specifically subject to prior authorization and approval are

AUTHORIZATION (CONT'D.) 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 Providers may not charge Medicaid any 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, determined by
the program, or the provider’s charges. The Medicaid
program will not pay for services or items that are
furnished gratuitously without regard to the beneficiary’s
ability to pay, or where no payment from any other source
Is expected, such as free x-rays or immunizations provided
by health organizations.

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

CANCELLED 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 is 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 should
not be reported together for a variety of reasons.
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NATIONAL CORRECT These edits consist of a column one code and a
column two code. If both codes are reported, the

CODlN? INITIATIVE (NCC|) column one code is eligible for payment and the

(ConT'D.) 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 MUEsS
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.html 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’
capitated payment as payment in full for all services
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MEDICAID AS PAYMENT IN covered by the capitation arrangement. Managed care
FULL (CONT’D) 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

If the agent’s compensation is tied to the amount
billed or collected or is dependent upon the
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REASSIGNMENT OF collection of the payment, Medicaid is not allowed

CLAIMS (CONT’D.) to r_nake payment to the agent. Furth(_ermore,
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 Healthy Connections Medicaid
Insurance card with a Point of Sale (POS) device or by
using 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
materials for billing instructions). Under the federally
mandated Cost Avoidance program, 42 CFR 8433.139,
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Health Insurance 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 resulting Edit
Correction Form (ECF) for the rejected claim will contain
the carrier code, policy number, and name of the
policyholder for each third-party carrier. SCDHHS will not
reprocess the claim unless the provider returns a correctly
coded ECF 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-pay
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Provider Responsibilities — and/or co-insurance.) The Medicaid reimbursement and
TPL (Cont'd.) 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 843-7-440(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 a
POS system or 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 and related

SUBMITTING CLAIMS ECFs received and entered into the claims processing
system within one year from the date of service (or date of
discharge for hospital claims) be considered for payment.
A “clean” claim is 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 Effective December 1, 2009, claims and related ECFs
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 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 or ECF 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.

Payment Information SCDHHS establishes reimbursement rates for each
Medicaid-covered service. Specific service rates for
covered services can be found in the appropriate section of
this provider manual. 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:

* The toll-free Fraud and Abuse Hotline for complaints
of provider and beneficiary abuse. The number is 1-
888-364-3224.

» Complaints of provider or beneficiary abuse reported
using the Fraud and Abuse email address:
fraudres@scdhhs.gov. 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.

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

* The automated Surveillance and Utilization Review
System (SURS) to create provider profiles and
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PROGRAM INTEGRITY exception reports that identify excessive or aberrant
(CoNT'D.) billing practices.

A Program Integrity review can cover several years’ worth
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 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

Most Program Integrity on-site reviews are unannounced.
The medical records and all other necessary documents
obtained/received from the provider must contain
documentation sufficient to disclose the extent of services
delivered, medical necessity, appropriateness of treatment,
and quality of care. Program Integrity staff thoroughly
review all the documentation and notify the provider of the
post-payment review results.

If the Program Integrity review finds that excessive,
improper, or unnecessary payments have been made to a
provider, the provider will be required to refund the
overpayment or have it taken from subsequent Medicaid
reimbursement. Failure to provide sufficient medical
records within the timeframe allowed, or refusal to allow
access to records, will also result in denial of the claim(s)
involved, and Medicaid reimbursement for these claims
must be refunded. Even if a provider terminates his or her
agreement with Medicaid, the provider is still liable for any
penalties or refunds identified by a Program Integrity
review or audit. Failure to repay an identified overpayment
may result in termination or exclusion from the Medicaid
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PROGRAM INTEGRITY program and other sanctions, which will be reported to the
(CONT’D ) Federal Office of Inspector General (OIG).

For claims selected for a Program Integrity review, the
provider cannot void, replace, or tamper with any claim
records and documentation until the review is finalized.

Providers who disagree with the review findings are
instructed to follow the process outlined in the certified
letter of notification. The process affords providers the
opportunity to discuss and/or present evidence to support
their Medicaid claims.

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
January 1, 2012. States are required to contract with
Medicaid RACs “in the same manner as the Secretary
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.

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

CONTRACTOR (CONT'D.) 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.

HMS (Health Management Systems, Inc.) is the current
Recovery Audit Contractor for the SCDHHS Division of
Program Integrity.

BENEEICIARY The Beneficiary Explanation of Medical Benefits Program

EXPLANATION OF MEDICAL gllows Medica}id beneficiaries the opportunity to participate
in the detection of fraud and abuse. Each month the

BENEFITS PROGRAM Division of Program Integrity randomly selects four
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.

BENEEICIARY OVERSIGHT The Division of Program Integrity identifies beneficiaries
who may be misusing or overusing Medicaid services.
Claims for services provided to identified persons are
analyzed for patterns of possible fraudulent or abusive use
of services. Referral to the State Attorney General’s Office
or other law enforcement agencies for investigation will be
made based on the severity of the misuse. When a referral
is not warranted, an educational letter may be sent to the
beneficiary encouraging them to select a primary care
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BENEEICIARY OVERSIGHT physician and one pharmacy to ensure they receive quality

(CONT’D ) care from a health care provider of their choice.
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 SCDHHS implemented a Medicaid Beneficiary Lock-In

Program in December 2008. The purpose of the
Beneficiary Lock-In Program is to address 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 profiles in order to identify
patterns of inappropriate, excessive, or duplicative use of
pharmacy services, such as using four or more pharmacies
in a six-month period. If beneficiaries meet the lock-in
criteria established by SCDHHS, they will be placed in the
Medicaid Lock-In Program for one year to monitor their
drug utilization and to require them to utilize one
designated pharmacy. The beneficiary has the opportunity
to select a pharmacy and has the right to appeal. The
pharmacy provider selected is also notified of the lock-in,
so that adequate time is allowed for selection of another
provider should the first provider find he or she cannot
provide the needed services.

LocK-IN PROGRAM

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 continuously 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.

In performing its audits, the Division of Audits follows
generally accepted auditing standards (GAGAS). The
Division of Audits performs different types of audits of
Medicaid providers and programs, including:
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DIVISION OF AUDITS « Performance audits that provide an independent
(CONT’D) 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

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
must 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.
SCDHHS refers suspected cases of Medicaid fraud by health
care providers to the Medicaid Fraud Control Unit 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 (MCO),
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 8§455.23.

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:
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Suspension of Provider « Fraud hotline complaints
Payments for Credible

Allegation of Fraud
(Cor?t’d) « Patterns identified through provider audits, civil false

claims cases, and law enforcement investigations

o Claims data mining

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

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 (“MFCU").
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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
individual or entity regarding a credible allegation of fraud,
if any of the following are applicable:

o SCDHHS determines that beneficiary access to items
or services would be jeopardized by a payment
suspension for either of the following reasons:
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Good Cause not to o An individual or entity is the sole community
Suspend Payments or to physician or the sole source of essential
Suspend Only in Part specialized services in a community;

(Cont'd.) 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.

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:
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PROVIDER EXCLUSIONS « Conviction of a criminal offense related to delivery
(CONT’D ) of services in a health care program

o 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

o Adverse action by a licensing board

Exclusions can be initiated by either federal authorities such
as the US Department of Health and Human Services, Office
of Inspector General (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 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
reimbursement for any items or services furnished,
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 OIG maintains the LEIE (List of Excluded Individuals
and Entities), a database accessible to the general public that
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PROVIDER EXCLUSIONS provides information about parties excluded from
(CONT’D) participation in Medicare, Medicaid, and all other Federal

' health care programs. Visit the 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:

» Educational intervention
o Post payment review

o Prepayment review

o Peerreview

o Financial sanctions, including recoupment of
overpayment or inappropriate payment

o Termination or exclusion
o Referral to licensing/certifying boards or agencies
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OTHER FINANCIAL The State Attorney General’s Office may also impose

PENALTIES financial penalties and damages against a provider who has
been determined to be guilty of fraud or convicted of a crime
related to participation in the Medicaid or Medicare
programs.

The United States Department of Health and Human
Services (USDHHS), Office of Inspector General (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 USDHHS OIG. Appeals to the 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 federal government (USDHHS OIG). It is
the provider’s responsibility to satisfy these requirements. If
the individual was excluded by the Office of Inspector
General (HHS-OIG), then the individual must first apply to
HHS-OIG for reinstatement and follow any federal
requirements.

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.
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REINSTATEMENT (CONT'D.) 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 US DHHS 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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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 send a letter requesting a
hearing along with a copy of the notice of adverse action or
the remittance advice reflecting the denial in question.
Letters requesting an appeal hearing should be sent to the
following address:

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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OVERVIEW

COMMUNITY LONG-TERM The mission of Community Long-Term Care (CLTC) is to
provide a cost-effective alternative to institutional

CARE (CLTC) placement for eligible clients with long-term care needs, if

they choose, allowing them to remain in a community
environment. The Department of Health and Human
Services (DHHS) Division of Community Long-Term Care
operates several waiver programs, as well as two
Department of Disabilities and Special Needs (DDSN)
waivers. CLTC also administers the Palmetto SeniorCare
program.

The following timeline denotes the services provided by
the CLTC program and when they were enacted:

e In December 1984, the Centers for Medicare and
Medicaid Services (CMS) approved South
Carolina’s  request for a home- and
community- based waiver for the elderly and
disabled.

e In 1988, CMS authorized South Carolina to provide
services under a Human Immunodeficiency
Virus/Acquired Immune Deficiency Syndrome
(HIV/AIDS) waiver to eligible persons with
HIV/AIDS.

e In 1989, CMS authorized Palmetto SeniorCare. In
2003, this became a State Plan service.

e InJanuary 1990, the Children’s Personal Care Aide
(PCA) service was approved as a part of the
Medicaid State Plan to provide PCA to children
under the Early and Periodic Screening, Diagnosis,
and Treatment (EPSDT) program.

e In October 1991, CMS authorized South Carolina
to provide services under a  Mental
Retardation/Related Disabilities (MR/RD) waiver
to eligible persons.

e In December 1994, CMS authorized South Carolina
to provide services under a Mechanical Ventilator
Dependent waiver to eligible persons.

e In April 1995, CMS authorized South Carolina to
provide services to eligible persons with head and
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spinal cord injuries (HASCI).
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PROGRAM
REQUIREMENTS

PROVIDER All QLTC services have prereguisites for partic_ipa?ion a_lnd
QUALIFICATIONS require enrollment/contracts with DHHS. Certain licensing

requirements may also exist. Please see Section 1 of this
manual for general Medicaid enrollment and licensing
requirements.

Enrollment CLTC providers are required to complete and sign an
individual enrollment form (DHHS 219-CLTCIC or
CLTCI-NC) before submitting claims to Medicaid. Group
providers must complete a separate form (DHHS 219-
CLTCGC or CLTCG-NC). The Forms section of this
manual contains copies of the enrollment forms.

Contracted Provider Providers must have a contract with DHHS to provide
CLTC Medicaid services requiring a contract.

Cost Reports With the exception of respite care, all contracted providers
are required to submit a final cost report for each service.
The final cost report must cover the entire contract period
and be filed no later than 90 days after the end of the
reporting period. The cost report shall include the actual
cost and service delivery information for the reporting
period. If the provider fails to file the cost report within the
specified time, all funds due the provider shall be withheld
by DHHS until the report is filed. All cost reports should
be mailed to:

Department of Health and Human Services
Division of Ancillary Reimbursements
Post Office Box 8206

Columbia, SC 29202-8206

If you have any questions regarding cost reports, contact
the SCDHHS Medicaid Provider Service Center at 1-888-
289-0709 or submit an online inquiry at
http://www.scdhhs.gov/contact-us.

Non-Contracted Provider As a condition of participation and payment, CLTC non-
contracted providers must complete and sign a Medicaid
Enrollment Agreement with DHHS to provide CLTC
Medicaid services.
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Compliance Review Before entering into any contractual arrangement with a
provider, DHHS will have the Division of Community
Long-Term Care conduct a compliance review of the
prospective provider. The purpose of this review is to
establish that the prospective provider meets the
requirements outlined in the applicable Scope of Services.
If the provider satisfactorily meets the precontractual
compliance review requirements, the contract process will
continue.

Compliance reviews are completed approximately 90 days
after initiation of services with CLTC. Unannounced
reviews are conducted thereafter. At the sole discretion of
DHHS/CLTC, special reviews may be conducted at any

time.
Field Service After enrollment, visits are made to providers periodically
Representatives and upon request. The purpose of each visit is to coordinate

information concerning the Medicaid program and provide
technical assistance as required.

Workshops are conducted on a periodic basis to acquaint
providers with current Medicaid policy and regulations,
changes, or amendments.

Requests for Field Service assistance and questions
regarding manuals, bulletins, or workshops should be
directed to the SCDHHS Medicaid Provider Service Center
at 1-888-289-0709 or submit an online inquiry at
http://www.scdhhs.gov/contact-us.

COMMUNITY LONG-TERM
CARE (CLTC) FUNCTIONS

Intake The intake process in the CLTC area office ensures that all
persons with perceived long-term care needs receive every
opportunity for exposure to the CLTC program. The
process identifies persons who may be eligible for the
program and serves as an information and referral source
for those who do not meet intake criteria.

Assessment Assessment uses a comprehensive standard instrument to
determine a client’s current long-term care needs.
Information obtained during the assessment process will
assist staff in making a level-of-care decision and initiating
a plan of service for discussion with the client and/or
family.
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Level-of-Care Level-of-care determination is the process of identifying

Determination the extent of a person’s medical, psychobehavioral, and
functional disability in keeping with the South Carolina
Level-of-Care Criteria for Medicaid-Sponsored Long-Term
Care. To be eligible for CLTC services, a person must be
determined to meet either skilled or intermediate level-of-
care criteria, or, in the case of persons with HIV/AIDS, be
at risk for hospitalization. These criteria help determine a
client’s requirement for care.

Service Planning Service planning encompasses a comprehensive review of
the client’s problems and strengths. Mutually agreed-upon
goals are set based on identified needs. This service
planning process allows for participation of the client
and/or family, physician, service providers, and the CLTC
case management team.  Service planning provides
involved persons with information necessary to make an
informed choice regarding the location of care and services
to be utilized. The outcome of this process is a written plan
of service.

Service Authorization A service authorization is a written document that enables
contracted/enrolled service providers to initiate CLTC
services for Medicaid-eligible clients. The service
authorization is based on the CLTC plan of service for
individual CLTC clients. With the exception of case
management, prior authorizations are required for all
CLTC services.

Case Management CLTC case management is a vital part of the long-term
care program that is provided for all waiver clients. (Case
management for HASCI and MR/RD waiver clients is
provided by DDSN.)

Case management ensures continued access to the long-
term care program. It also enables case managers to advise,
support, and assist clients and their families in coping with
changing needs and in making decisions regarding long-
term care.

Case management includes the following five activities:
service counseling, service planning, service coordination,
monitoring, and re-evaluating.
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Prior Authorization of
CLTC Services

Client Choice of Providers CLTC clients are required to choose a service provider
from a Client Choice of Provider(s) Form, which lists
available providers of each service for the client’s waiver
of participation. The Client Choice of Provider(s) Form
will identify the referring entity and CLTC provider(s)
already involved in the care of the client. Any service
requiring a referred provider to participate in a bid process
is excluded from this policy. For bid process services, the
provider submitting the lowest bid will be awarded the
referral. If the provider submitting the lowest bid cannot
provide the service, the referral will be awarded to the next
lowest bidder.

Authorization of Services Services must be pre-authorized by the CLTC case
manager based on the client’s plan of service.
Authorization will be transmitted to the provider by the
completion of a CLTC Service Provision Form (DHHS
Form 175). (For an example of this form, please see the
Forms section.) Accompanying the authorization will be a
copy of the plan of service and, if appropriate, a copy of
the physician’s order.

Authorization Periods Authorizations will be issued for all CLTC services
indicating the beginning date of the service, the days of the
week that the service will be provided, and the number of
units of service to be provided. The hours of service will be
indicated only if specific times are essential to meeting the
client’s service needs. For some services, the authorization
will designate that the service is to be provided during the
morning, afternoon, or evening. The authorization period
ending date may or may not be indicated on the Service
Provision Form. Authorizations without an ending date will
be valid until a revised Service Provision Form is issued to
the provider.

Changes in Services Within Should the client’s needs change during an authorization

an Authorization Period period, a revised Service Provision Form will be sent to the
provider. Changes in frequency of a particular service do
not require a new physician’s order.
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Interruption of Services Previously authorized Personal Care Aide (PCA) services
will be interrupted if the client enters a hospital or
institution for a temporary stay or temporarily chooses not
to receive services. The interruption of PCA services does
not require a revised Service Provision Form, unless the
service is to be interrupted for an extended time.

Termination of Authorized Service must be officially terminated whenever it is

Services determined that the client no longer requires an authorized
service or becomes either medically or financially
ineligible. Both the client and the provider must be notified
of the termination of services by personal contact. This
verbal notification must be followed with a written
confirmation of termination of the service.

DDSN SERVICE

COORDINATION

FUNCTIONS

Intake The intake process at the local DDSN board ensures that all
persons with perceived long-term care needs receive every
opportunity for exposure to their programs. The process
identifies persons who are eligible for programs and serves
as an information and referral source for those who do not
meet intake criteria. For all Head and Spinal Cord Injury
client referrals, call 1-866-867-3864.

Assessment Assessment is a method of determining a client’s current
long-term care needs. Information obtained during the
assessment process will assist the service coordinator in
initiating a plan of service for discussion with clients
and/or their families.

Service Planning Service planning encompasses a comprehensive review of

the client’s problems and strengths. Mutually agreed-upon
goals are set based on identified needs. This service
planning process allows for participation of the client
and/or family, physician, service providers, and the service
coordinator. Service planning provides information
necessary to make an informed choice regarding the
location of care and service to be used to the people
involved. The outcome of this process is a written plan of
service.
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Service Coordination Service coordination is a vital part of the DDSN programs
and is provided for all service beneficiaries. This process
ensures continued access to DDSN programs and enables
service coordinators to continue advising, supporting, and
assisting clients and their families in coping with changing
needs and in making decisions regarding DDSN programs.

Service coordination includes the following five activities:
service planning, coordinating service, service authori-
zation, monitoring, and re-evaluating.

Prior Authorization of Based on the client’s plan of service, services will be

DDSN Services authorized by DDSN’s service coordinator and transmitted
to the provider on an Authorization Form. Please see the
Forms section for copies of MR/RD and HASCI Waiver
authorization forms.

Authorization Periods Authorizations shall be issued for all DDSN services
indicating the beginning date and the number of units of
service to be provided.

Changes in Services Within Should a client’s needs change during an authorization

an Authorization Period period, a revised authorization form shall be sent to the
provider.

Termination of Authorized The service coordinator will terminate services when a

Services client no longer requires an authorized service. Providers

receive written notice of termination.

PRIOR AUTHORIZATION In certain situations, Medicaid beneficiaries receiving the
FOR HOSPICE Stgte Plan hospice benefit may receivg wa_iver se_rvice_s.
Prior authorization by the hospice provider is required in
PARTICIPANTS cases where waiver services are authorized for Medicaid
hospice beneficiaries. The prior authorization number
must be placed on the claim in order for the provider to
receive reimbursement. The case manager obtains the prior
authorization number from the hospice provider and gives
it to the provider of the authorized service. Providers
submitting hard copy CMS-1500 claims must place the
prior authorization number in field 19, which is the
“Reserved for Local Use” field. Providers submitting
claims electronically by diskette or magnetic tapes will
place the prior authorization number in field 10, which is
the “Referring Physician Number” field. Providers who
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PARTICIPANTS (CONT'D.)
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receive the 976 edit (hospice beneficiary/service requires
prior approval) may resolve the edit by placing the prior
authorization number in field 7 on the Edit Correction
Form, which is the “PC COORD” field. See Section 3 of
this manual for complete billing instructions.
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CLTC WAIVER

SUPPLY

PROVIDERS

HoME AND COMMUNITY Home and Community Based Waivers (HCBW) are
BASED WAIVER programs that allow individuals who meet an institutional

level of care to receive items and services not covered

PROGRAMS through the South Carolina Medicaid State Plan. These
items and services are allowed through the waiver
programs to assist individuals in remaining in their own
home or other community setting and avoiding institutional
placement.

South Carolina currently administers seven waivers that
allow for the provision of supplies. The Community
Choices, HIV/AIDS, Mechanical Ventilation, and
Medically Complex Children waivers are operated by the
Department of Health and Human  Services.
Authorizations for these waivers will be made through the
SCDHHS Phoenix web-based case management and
authorization system. This system notifies the provider
with an email directing the provider to a secure website.
The provider will accept authorizations at this website.
All providers requesting enrollment as a CLTC provider to
distribute waiver supplies must be trained and utilize the
Phoenix web-based case management and authorization
system.

For waivers operated by the Department of Disabilities and
Special Needs (DDSN), which include the Mental
Retardation/Related Disability, the Head and Spinal Cord
Injury and Community Supports waivers, all authorizations
will be faxed to the provider.

Providers of waiver supplies must verify Medicaid
eligibility of each participant prior to rendering services
and at least one business day prior to transmitting the
order. To verify Medicaid eligibility, the provider can,
utilize the South Carolina Medicaid Web-Based Claim
Submission Tool or by utilizing other point of sale devices.
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CLTC WAIVER SUPPLY PROVIDERS

AUTHORIZATIONS FOR Providers must deliver products based on authorizations

INCONTINENCE PRODUCTS received from case managers/nurses and service
coordinators/early interventionists  working  with
participants. SCDHHS/SCDDSN will not authorize or pay
for incontinence products for children under age 4.

The authorizations will provide the frequency of delivery
and the participant information necessary to provide the
incontinence products. Authorizations may provide for
monthly, bi-monthly, or other frequency arrangements.
However, incontinence products will not be delivered more
frequently than monthly for each authorized participant.
For authorizations that indicate an amount on a per case
basis, the case quantity is as listed on the following table:

Current Reimbursement Rates and Authorization Amounts

Service Rate Maximum Quantity Procedure
Frequency Authorized Code

Bariatric Diaper $1.27/diaper | Monthly 96 T4543
ADULT x-large $0.73/diaper | Monthly 96 T4524
Adult Large $0.56/diaper | Monthly 96 T4523
Adult Medium $0.46/diaper | Monthly 96 T4522
Adult Small $0.47/diaper | Monthly 96 T4521
Pediatric Diaper $0.45/diaper | Monthly 96 T4529
Small
Pediatric Diaper $0.45/diaper | Monthly 96 T4530
Large
Pediatric Brief Small | $0.57/diaper | Monthly 80 T4531
Pediatric Brief Large | $0.57/diaper | Monthly 80 T4532
Youth Diaper $0.47/diaper | Monthly 96 T4533
Adult Brief Extra $0.78/brief Monthly 80 T4528
Large (protective
underwear)
Adult Brief Large $0.60/brief Monthly 80 T4527
(protective
underwear)
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SECTION 2 POLICIES AND PROCEDURES

CLTC WAIVER SUPPLY PROVIDERS

AUTHORIZATIONS FOR
INCONTINENCE PRODUCTS
(ConT'D.)

Service Rate Maximum Quantity Procedure

Frequency Authorized Code

Adult Brief Medium | $0.54/brief Monthly 80 T4526
(protective
underwear)
Adult Brief Small $0.57/brief Monthly 80 T4525
(protective
underwear)
Youth Brief $0.70/brief Monthly 80 T4534
(protective
underwear)
Incontinence Pads $0.21/pad Monthly 130 T4535
Under Pads $30.56/case | Monthly 1 A4554
Wipes $4.89/box Monthly 70 T5999

All authorizations for incontinence products must utilize
the codes established in the table above. The provider is
expected to package these items in accordance with the
quantity authorized in the table above, even if repackaging
is required. After the initial delivery to the participant,
future deliveries of the product to the participant must be at
the same time of the month as the first delivery and at the
frequency established by the authorization.

For any new initial authorizations, the supplies must be
shipped within three business days of the provider
receiving the authorization and must be received by the
participant within one week of the provider’s receipt of the
authorization.

The provider shall not charge participants additional fees or
surcharges; the unit rate reflected in the table above is the
price reimbursed to Medicaid providers for incontinence
products.

If the provider is unable to provide products as scheduled,
the provider must contact the participant by telephone no
less than five business days before the scheduled delivery
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SECTION 2 POLICIES AND PROCEDURES

CLTC WAIVER SUPPLY PROVIDERS

AUTHORIZATIONS FOR date to inform him/her of the delay in shipment. The
INCONTINENCE PRODUCTS provider must offer the participant the option to wait on the

. product or choose another product that may be delivered on
(ConT'D.) schedule.

o If the provider has made three unsuccessful
attempts to contact the participant by telephone, the
provider shall send a backorder notification to the
participant. The backorder notification must give
the participant the option to wait on the product or
to choose an alternate product.

o |If the provider attempts a delivery and the
participant refuses to accept delivery, the provider
will provide instructions to the participant on how
to obtain the package. The provider must notify the
Case Manager/Nurses/Service Coordinator/Early
Interventionists if this becomes an issue.

Providers are allowed to ship more than a single months
worth of product to a participant. Providers electing to ship
product in advance to a participant’s place of residence
may not ship more than a full quarters worth of product on
any single delivery. Providers opting to ship in this manner
accept the risk that the participant may lose Medicaid
eligibility prior to the provider being able to bill for a
second or third month of product. Authorizations from case
managers and service coordinators will still reflect the
normal shipment pattern that was originally authorized.
The case manager and/or service coordinator will not add
comments approving this shipment method. Providers must
bill each month of product separately on the first day of the
month if they elect to deliver multiple months of product in
one shipment.

Incontinence products will be shipped or delivered to
participants residing in community residential care
facilities, community training homes, supervised living
placements, and individual homes (houses, apartments,
trailers, rental properties, etc.)

INCONTINENCE PRODUCT All products distributed to home and community based
QUALITY waiver (HCBW) participants must be latex-free and
hypoallergenic. Products will not be kept in inventory long
enough for the quality to degrade, i.e. adhesives drying out.
No damaged or rejected products will be provided to
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SECTION 2 POLICIES AND PROCEDURES

CLTC WAIVER SUPPLY PROVIDERS

INCONTINENCE PRODUCT (HCBW) participants. All products must not be shipped
QUALITY (CONT'D.) beyond their expiration date.

e All diapers/briefs must have a closure system, a
wetness indicator that is visible to change, a
polymer absorbent core in the middle of the
product, a hydrophyllic top sheet and a waterproof
backing. See the chart entitled, “Adult Briefs,” for
additional specifications. The provider’s products
must meet or exceed the requirements of the
Standard Product and Universal Requirements.

o Protective underwear must have banding to indicate
front and back, contain an absorbent polymer core,
have elastic leg gatherings and tear away sides, and
be embossed to help with the wicking of liquids
away from the skin. See the chart entitled,
“Protective Underwear,” for additional
specifications. The provider’s products must meet
or exceed the requirements of the Standard Product
and Universal Requirements.

e All underpads must have a hydrophilic top sheet
that allows fluid to pass quickly into an absorbent
core and a polypropylene backsheet that protects
against leakage. The underpads should help with
wicking of liquid away from the skin.

e A case of medium size underpads must have a
minimum count of 200 (minimum size 22”-23”),
and a case of large size underpads must have a
minimum count of 150 (minimum size 22”-35).
See the chart entitled, “Underpads,” for additional
specifications. The provider’s products must meet
or exceed the requirements of the Standard Product
and Universal Requirements.

e Incontinence pads, inserts, shields, or liners must
have a hydrophilic top sheet, absorbent core, and a
waterproof polypropylene backing. The
incontinence pad, insert, shield, or liner must be
embossed to wick liquids away from the skin. See
the chart entitled, “Pads, Inserts, Shields,” for
additional specifications. The provider’s products
must meet or exceed the requirements of the
Category 2 product in this chart.
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CLTC WAIVER SUPPLY PROVIDERS

INCONTINENCE PRODUCT « Disposable wipes must be at a minimum size of six

, inches by six inches, provided in at least a seventy-
QuUALITY (CONT D') count tub, have a pre-moistened, alcohol-free
formula, and be safe for use on the skin.

e All pediatric diapers/briefs and protective
underwear must be quality premium brands by
nationally recognized manufacturers Covidien
(Kendall), First Quality, Kimberly Clark, Medline
or Proctor and Gamble.

In addition to the other requirements stated above, the
provider must:

e Maintain products in inventory for no longer than
two months before being delivered to customers

e Maintain climate control measures in its storage
facilities to ensure product quality

SCDHHS may perform an audit at any time. The audit
may also include but is not limited to pricing and
distribution of product adherence, responses to complaints,
grievances, or inquiries. SCDHHS reserves the right to
audit the provider’s performance at any time.
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CLTC WAIVER SUPPLY PROVIDERS

INCONTINENCE PRODUCT

QuALITY (CONT'D.)

Adult Briefs
. Two profection levels - Standard and Premium, differentiated by lab
Recommendation: ‘ —
Size Overall Length and Width; waist range is for reference only.
Product Use standard lab measurements as detailed in Attachment A and B
et Rate of Acquisition (ROA) | 100 ml fluid add-on for Youth and Small
Specification Perfo
HTESIES & Rewet 200 mi for all others
Capacity As per 1ISO Method
Product Preparation; Trim waist elastic and leg gathers, if present; fold under the front and
back wing flaps
Standard Briet Product Performance ™ |
Minimum Minimum Waist ROA Rewet Capacity
Size Length® | width® Range < < >
Inches inches inches [ seconds grams grams
Youth 210 15.0 15 - 22" 85.0 4.0 800
Small 26.0 175 20 - 31" 65.0 4.0 1,100
Medium 31.0 24.0 32 - 44" 65.0 6.0 1,400
Regular 330 27.0 40 - 48" 65.0 6.0 1,400
Large 36.5 29.5 45 - 58" 85.0 6.0 1,700
Extra Larga 38.0 31.0 56 - 64" 65.0 6.0 1,700
Extra Exira Large 38.0 335 82-67" 85.0 6.0 1,700
Premium Brief Product Performance '’
Minimum Minimum Walst ROA Rewet Capacity |
Size Length® Width® Range < < 2
inches inches inches seconds grams rams
Youth 21.0 150 | 15-22" 60.0 2.0 1,100
Smail 26.0 17.5 20 - 31" 60.0 2.0 1,300
Medium 310 240 32 - 44" 60.0 2.5 1,800
Regular 33.0 27.0 40 - 48" 60.0 2.5 1,800
L 38.5 285 45 - 58" 80.0 25 2,100
Extra Large 38.0 31.0 56 - 64" 60.0 25 2,100
Extra Extra Large 38.0 335 62 - 67" 60.0 2.5 2,100
Notes

™ Tg qualify for inclusion on the formulary, products need to meet or exceed two of the three performance
standards and be within 15% of the third standard

@) Measured by cutting leg eiastic and stretching fiat
@) Measured at non-tape end

Universal Requirements
1. Designed with wetness indicator visible on the outside of the brief
2. Deslgned with a side closure system (if tape tab, mimimum of 2 per sie and width > 5/8")
3. Designed with multl-elastic leg gathers
4. Backing Is waterproof
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CLTC WAIVER SUPPLY PROVIDERS

INCONTINENCE PRODUCT
QuALITY (CONT'D.)

PR UNDERWEAR
Recommendation One protection level
Waist (Measure inside width fully stretched out under tension
Bimehsior benath Cut product at side seams
g Measure iength fully stretched out under tension
PRI Rate of Acquisition
Specification i 8
Performance & Rewet 100 mi fluid add-on for all preducts
Total Capacity As per ISO Method
Product  |Cut product at side seams
Preparation |Pin the product down so it lies flat
Product Performance "
Minimum Minimum ROA Rewet Capacity
Size | Inside Width ®| Length © < < >

inches inches seconds | grams grams
Small 18 23 60.0 2.0 800
Medium 22 28 60.0 2.0 1,000
Large 27 31 60.0 2.0 1,100
Extra Large 31 32 80.0 2.0 1,200
Universal Requirements

1. Designed with a continuous elasticized waistband and side panels.
2. Designed with multi-elastic leg gathers
3. Backing is waterproof

Notes

™ Tq qualify for inclusion on the formulary, products need to meet or exceed two of the three
performance standards and be within 15% of the third standard

@ Measure inside width stretched out under full tension

® Measured by cutting product at side seams and fufly stretching flat under tension.
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CLTC WAIVER SUPPLY PROVIDERS

INCONTINENCE PRODUCT
QuALITY (CONT'D.)

nde L]

Recommendation: Seven sizes of Underpads in two protection levels
To ensure acceptable performance levels, minium absorbent core
area is also specified.

Performance: Determined by IS0 Capacity Method.

| Product Performance |
. o] Minimum | Standard | Premium
Siza +/- 2 Mat Size > >
inches inches grams grams
A 17 x 24
200 500
B 23 x 23 _ !
G i Diagram 300 1,200
E 30 x 36
F 38 x 36 700 1,700
: G 28x70 24 X 28 |

Universal Requirements
1. Mat size should be large enough that the border {non absorbent area) is < 2.0" (see diagrams)

l

2"

—Fic2" | — 4
-4 > ——
’ —_—c2 |—
z 26"
| Diagram 2
Diagram 1 ! tem G
Itemas A thro F
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CLTC WAIVER SUPPLY PROVIDERS

INCONTINENCE PRODUCT
QuALITY (CONT'D.)

| PADS, INSERTS, SHIELDS

Recommendation:  [Three categories; based on capacity. |

Size One siza
ek Use standard lab measurements as detailed in Attachment A and B
u o aa
Specification | Performance| 2@ ©f ﬂ”'m“ (ROA) 100 ml fiuid add-on
Capacity As per 1S0 Method
Product Preparation  |Unfold; trim waist elastic and leg gathers, if present
Product Performance |
Width Length ROA Rewst Capacity
inches inches = x 2
Category 1 |Light -na- - na - NA NA 250
Category 2 _|Moderate -na- - na - NA NA 500
Category 3 [Heavy >80 >22.0 80 20 1,000

Tha products must have gne of the following atiributes:

1. Embossed or channeled absorbent mat
2, Elastic gathers

3. Super absorbent polymer

4, Waterproof backing

Notes:
) Eor category 3 only, to qualify for inclusion on the formulary, products need to meet or exceed
two of the three performance standards and be within 15% of the third standard
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AUTHORIZATIONS FOR Providers must deliver products based on authorizations

ORAL NUTRITIONAL received from case managers/nurses and service
coordinators/early interventionists ~ working  with

SUPPLEMENTS participants. The authorizations will provide the frequency
of delivery and the participant information necessary to
provide the oral nutritional supplements, including the
correct procedure code and amount to bill for DDSN
participants. Each can of nutrient must have a minimum of
225 cals/250 ml and come in a 24-count case in order to
qualify for Medicaid reimbursement.

AUTHORIZATIONS FOR Providers must deliver products based on authorizations

MISCELLANEOUS received from case managers/nurses and service
coordinators/early interventionists  working  with

SUPPLIES AND EQUIPMENT participants. The authorizations will provide the frequency
of delivery and the participant information necessary to
provide the supplies and equipment, including the correct
procedure code and amount authorized to bill for DDSN
participants. When billing for DDSN participants, all
supplies and equipment delivered and authorized on the
same date of service, under the miscellaneous procedure
code should be combined and billed as a single line item
when filing the claim for payment.

STAFEING AND OPERATING The provider shall employ staff to receive authorizations

PROCEDURES electronically via secure website, fax, or mail. The
provider must maintain all authorizations for products on
file for audit purposes. The provider must have adequate
staff to:

« Contact participants to coordinate service delivery

o Package or repackage products to coordinate
precisely with authorizations

« Handle complaints and grievances received from
participants, case managers/nurses, and service
coordinators/early interventionists

e Obtain authorizations from the secure website, fax,
or mail

« Input product shipment and billing information into
SCDHHS’ Care Call system for the waivers
operated by SCDHHS. For those waivers operated
by SCDDSN product information and billing will
be done via the South Carolina Medicaid Web-
Based Submission Tool, tape, diskette, or hardcopy.
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STAFEING AND OPERATING Providers must fill orders from its own inventory, or must

, contract with other companies for the purchase of items
PROCEDURES (CONT D') necessary to fill the order. A provider must not contract
with any entity currently excluded from any state or federal
health care programs.

Providers must notify beneficiaries of warranty coverage
and honor all warranties under applicable state law, and
repair or replace free of charge Medicaid-covered items
that are under warranty.

Providers cannot initiate telephone contact with
participants, CLTC staff, or case management providers in
order to solicit new business. The Provider shall not
market directly to potential or current Medicaid waiver
participants (including direct mail advertising, door-to-
door, telephonic, or other “cold-call” marketing).

Cold-call marketing is any unsolicited personal contact by
the Provider with a potential or current Medicaid waiver
participant.

Marketing is any communication from the Provider to a
potential or current participant that can reasonably be
interpreted as intended to influence the participant to
choose to receive services from the Provider or to not
receive services from another Provider.

The Provider is prohibited from giving anything of value to
a state employee or contract employee associated with the
CLTC program. Providers may be suspended, terminated,
or otherwise sanctioned for violating this requirement.

Providers must answer questions, respond to complaints
from participants, and maintain documentation of contacts
in response to complaints. Complaint records must include
the name, address, telephone number, and Medicaid
number of the participant, a summary of the complaint and
any actions taken to resolve it.

Providers are responsible for delivery and must instruct
beneficiaries on use of Medicaid-covered items, and
maintain proof of delivery. Please see the section labeled
documentation requirements for more information
regarding proof of delivery.

Providers must accept returns of substandard (less than full
quality for the particular item) or unsuitable items
(inappropriate for the participant at the time it was fitted or
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STAFFING AND OPERATING sold) from participants.

PROCEDURES (CONT'D.) Providers must disclose to SCDHHS any person having
ownership, financial, or control interest in the agency. A
provider must not convey or reassign a provider number
(i.e., the provider may not sell or allow another entity to
use its Medicaid billing number).

DOCUMENTATION Providers of waiver supplies are responsible for delivery.
The provider may deliver directly to the participant or a

REQUIREMENTS designee. Noted the relationship of the designee to the
beneficiary on the delivery slip and the signature should be
legible. Providers, their employees, and others with a
financial interest in the delivery of the item are prohibited
from signing and accepting an item on behalf of the
participant (i.e., acting as a designee on behalf of the
participant).

Providers must maintain proof of the delivery of supplies
(i.e., return receipt to include the participant’s name,
quantity delivered, detailed description of the delivered
item, brand name, serial number) in their place of business
for a minimum of five years. Proof of delivery
documentation must be made available to Medicaid upon
request. Any claims for services that do not have a
documented proof of delivery from the supplier shall be
denied and payments recovered.

Delivery confirmation slips must show ship dates, mailing
dates, delivered dates, and addresses to which deliveries
were made. The delivery confirmation slip must document
if someone signed for the package, or if it was delivered
without a signature, and where it was left for the
participant.

Medical supply providers can access the delivery
confirmation information maintained by the delivery
companies online. Providers must keep delivery
confirmation records for five years. Medicaid will not
accept a tracking number without the follow-up delivery
confirmation data.

BILLING PROCEDURES The provider must agree to participate in all components of
AND SERVICE MONITORING SCDHHS’ Care Call monitoring and payment system when
providing services for participants of the Community
Choices, HIV/AIDS, Mechanical Ventilation, and
Medically Complex Children’s waivers. The Care Call
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BILLING PROCEDURES system is an automated system wused for service
documentation, service monitoring, web-based reporting,

AND SI,ERWCE MONITORING and billing to the Medicaid Management Information

(ConT'D.) System (MMIS). The provider will document its provision
of incontinence products for all SCDHHS operated waivers
in the Care Call system via a web-based claims submission
process. Providers will be required to bill claims on this
website in a timely manner, claims at a minimum must be
entered into the site within the quarter after the date of
service. In all cases, services documented are compared
with the prior authorization to determine if the service was
provided appropriately.

For monitoring of service delivery and reporting, real time
reports allow providers and case managers/nurses to
monitor participants more closely to ensure receipt of
services. On a bi-weekly basis, Care Call generates
electronic billing to MMIS for services provided. Only
authorized services and the total units provided (up to the
maximum authorization) are submitted to MMIS for
payment. This billing ensures accuracy of claim
processing.

For all instances in which a participant did not receive an
authorized shipment for waivers operated by SCDHHS, the
provider must indicate the reason why the shipment was
not delivered on the Care Call website. For each month in
which the delivery of the product was not provided, the
provider must indicate the reason on the website by the
close of business the following week.

The Mental Retardation/Related Disabilities, Community
Supports, and Head and Spinal Cord Injury waiver
currently do not require the use of the Care Call billing
system and claims may be submitted electronically via the
South Carolina Medicaid Web-based Claim Submission
Tool, tape or diskette, or hard copy.

SCDHHS reserves the right to perform on-site reviews
during normal business hours to ensure compliance with
policies and procedures.

MEDICAID PoLIcY Providers must comply with all South Carolina Medicaid
ADHERENCE pollc_les an_d procedures as outlined by S_CDH_HS. The
¢ provider will use the Care Call system to bill claims by the

end of the quarter following service delivery. For claims
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MEDICAID PoLIcY not using the Care Call system, the provider must submit
edit-free claims for reimbursement to MMIS within one

ADHERENCE (CONT D') year from the date of service following up-to-date policies
and procedures and in accordance with correct coding.
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CLTC

ENVIRONMENTAL

MODIFICATION

PROVIDERS
Environmental modification services provide pest control
and physical adaptations or modifications to the home that
are necessary to ensure the health, welfare, and safety of
the client. Environmental modifications enable clients to
function with greater independence in the home. An
example of such a modification is the construction of a
ramp. All environmental modification providers must have
a residential or general contractor’s license to provide
services. In addition to this requirement providers must
have general liability and workers compensation insurance.

GENERAL RAMP These specifications are to be used as a guide to our

SPECIFICATIONS providers. They will not be used to diminish in any way

local, state, and national codes. These specifications are a
summary of information gathered using the International
Building Code (2010 Edition), ICC, ANSI A117.1 1998
and ADA Standards for Accessible Design.

General Notes:

o Permits are the responsibility of the provider.
o Ramps are to be firm, stable, slip resistant, and safe.

o Ramps and landings with drop offs will have a
minimum 4” curb and railings.

o« Ramps will be built using pressure (weather)
treated lumber.

o Please advise clients that ramps need to be
treated/weatherproofed annually.

o« Ramps and landings are measured by the clear
space provided, 567x56” landings will not be
counted as 5’ x 5’ landings and will be re-built.

e« No toenailing of railings between posts is
permitted.

o All screws will be predrilled with pilot holes to
prevent splitting.
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GENERAL RAMP o There is only one type/ size of ramp, no more heavy
SPECIFICATIONS duty.
(CoNT'D.) General Materials:

e 4x4 posts

e 2X6 (Min.) joists

e 2X6 or 5/4x6 decking

e 2x4 (min.) curbing, top, and top support rail
o 2X2 pickets

o 1 %" galvanized pipes (fence top rails) are to be
used as handrails with galvanized “C” clamps and
PVC caps.

o 2X4x4” or 2x4x6 handrail spacers

o 3”7 ring-shanked exterior nails and 3” and 2 %2”
decking screws

e 2500 PSI cement
Foundations:

o Posts must be a minimum 4x4 CCA lumber

o Posts must be sunk a minimum 12 into the ground
and set in concrete (min. 25Ibs)

o Exception — if post is set on cement walkway or
driveway, post may be anchored with a post base
attached to the cement, and/or cross- braced for

stability.

o Foundation posts are to be set no more than 8’
apart.

o Set the final post back 8 from the end of the
ramp.

Floor Framing:

o Outside joists shall consist of 2x6 (min) lumber
connected to the foundation posts.

o Inside joists shall be 2 x 6 (min) and shall be
connected to the foundation posts using a header
board and proper joist hangers.

o There shall be no more than 16” between joists.

o There shall be four total joists: (2) inside and (2)
outside.
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GENERAL RAMP « All framing will be attached with 3” ring-shanked
SPECIFICATIONS nails or 3” decking screws.
(CONT'D.) « The 1% three decking boards at either end of the
ramp must be attached with screws.
Slopes:
o All landings must be level (slope no greater than
1:50)

o All cross slopes must not exceed 1:50
o Ramps will have a maximum slope of 1:12 with
few exceptions.

« Inthe RARE case a steeper slope is needed, the
following will apply:

o A 1:10 slope is permitted for no more than a 6”
rise.

o A 1:8 slope is permitted for no more than a 3”
rise.

« Shall not rise more than 30” between landings.

o Shall lead to a firm stable landing, provider is
responsible for the area at the end of a ramp.

o The ramp will be finished with concrete a minimum
of 1” deep, 12” long, and the width of the ramp to
aid in transition to the ground.

o Shall be level with a cross slope of no more than
1:50

o Shall have a clear width of 41”.

e With a drop off of more than 2” shall have a
minimum 4” curb.

o Shall allow for water to run off and not collect.

e Must be slip resistant (floor areas painted with a
non- slip paint).

e Must use 2°x6” or 5/4”x6” as decking.

o Ramps are not to be built attached to the house
unless necessary (2’ spacing).

o Ramps for clients using stretchers should avoid
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GENERAL RAMP turns and be angled if possible.

SPECIFICATIONS The end of the ramp will be finished with
) concrete.

(CoNT'D.)

Landings (General):

o Must be level — slope less than 1:50, must be stable
and slip resistant.

o Landing will have pickets.

« Landings must have top rail, top support rail, and
curbing.

o Must be at least 60” x 60 clear space if the ramp
changes direction.

o “Straight through” landings must be the width of
the ramp and 5’ long.

o “Switchback landings” will be at least 60”x 96”
clear space.

o Joists will be no more than 16 apart.
Landings at Doorways:

o Shall have no more than a %" beveled threshold
between landing and interior floor.

o Must have a minimum 18” + of clear space past the
latch side of the door (24” preferred).

o Will minimum have 60” x 60” clear space.
« Railings are required for drop offs of more than 2”.

o Must not be positioned in such a way as to expose
people to the danger of falling, (i.e., railings
blocking exposed steps).

Handrails:

o Will be made from 1 % galvanized pipes (fence
top rail) with support blocking every 5’. Poles
come in 10’ lengths and are tapered to fit together.

« Blocking will be screwed into the top rail.

o Shall be attached to blocking with galvanized
“C” clamps and glued on PVC caps.

e Shall run parallel to the floor of the landing or
ramp.
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GENERAL RAMP » Shall be continuous on both sides.
SPECIFICATIONS « Shall extend 6 past the end of the last block, but
(ConT'D.) not past the end of the ramp.

e Shall have a 1 ¥%” clearance between handrail and
top rail and any wall.

« Shall be between 34” and 38” high.

o Shall not rotate within its fittings, drill a screw
into galvanized pipes at every block.

o Must be able to withstand 350 Lbs. of pressure.
Top rails, side rails, and curbing:

o All lumber above the floor level is to be attached
using decking screws.

o Top rail must have a side support rail on the inside
of the ramp.

o All rails shall be attached on the inside of the ramp
to the 4x4 posts (no toe- nailing between posts).

e 2x2 pickets will be placed no more than 4~
apart, will be pre-drilled and installed with a 2
¥ decking screw, a 2x4 will be substituted for
the last picket at the end of the ramp.

o Pickets will be screwed into the top rail, curbing,
and the ramp frame. Brad nailing pickets into
place before screwing can save time.

o Curbing shall be attached on the inside of the ramp
to the 4x4 posts (no toe- nailing between posts) and
be 2” off the ramp.

Heavy Duty Ramps and Landings:

« Ramps and landings for clients above 250 Ibs. shall
be built to accommodate the extra weight.

e These ramps shall use: 2 x 6 decking boards; 2 x 8
joists every 16”; and be a minimum of 44” wide
clear space.
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CLTC STANDARDS FOR Specs for Raised Toilet Seats:
BATHROOM SAFETY « Maximum weight capacity — 250 lbs.
PRODUCTS « Seat width - 15”

o Seat depth — 15”
e Seat height - 5”
« Installation
Specs for Transfer Benches:
e Adjustable height from 17 to 23”
o Backrest

e Arm rail

e Seat depth — 18~

o Seat width — 33” minimum

e Maximum Weight capacity — 350 Ibs.

o Installation, assembly and adjustment
Specs for Shower Chair with Back:

o Back rest
e Maximum 300 Ibs weight capacity
e Adjustable
e Seat height- 17 to 21”
o Seat width — 20~
e Seat depth — 18~
« Installation
Specs for Hand-Held Showers:

e Minimum 6’ hose

o Pause/ shut off function

« Installation with Teflon tape
Specs for Oil Filled Space Heaters:

o Reimbursement - $61.75

e Minimum 1 year warranty

o Wheels/ Casters

e 3 heat settings
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CLTC STANDARDS FOR o The oil filled space heaters must be delivered and
BATHROOM SAFETY setup
ProDUCTS (CONT'D.) e Accepted brands for oil filled space heaters:

Honeywell (Walmart), Pelonis (Home Depot),
DeLonghi (Lowes)

Alternative Space Heaters that may be shipped:

e Lasko2 heat tower electric space heater Model
6251 Item # 142570 (Available at Lowes)

e Warmwave 1500 watt ceramic portable tower
heater Model HPQ15M (Available at Home Depot)

These products can be shipped to participants.

No substitutions are allowed unless prior approval is given
in writing.

SANCTION PROCESS Community Long Term Care (CLTC) will review provider

CLTC ENVIRONMENTAL compliance with environmental modification program
requirements on an ongoing basis. The department’s

MODIFICATION PROVIDERS environmental modification specialist will complete
reviews.  Failure to comply with the environmental
modification requirements will result in the application of
sanctions, either suspension and/or termination.

Suspension: The environmental modification provider is
removed from the provider choice list. The provider will
not be allowed to bid or be listed on the participant’s
choice list for the duration of the sanction. The minimum
period of suspension is 1 month. Providers who are
suspended must complete all outstanding jobs to the
specifications indicated by the environmental modification
specialist before being allowed to perform new work with
CLTC.

Termination: The cancellation of your enrollment in the
Medicaid (CLTC) program resulting in denial of Medicaid
participation for a period of three (3) years. After two
suspensions for any reason, a third suspension in a two (2)
year period from July-June will lead to termination from
Medicaid participation.
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Compliance Issues Refusing to complete jobs that the provider has bid on
Resulting in Suspension and _won: Providers are expected to complete any job
and/or Termination where they are the winning bidder. If the winning bidder

accepts the job, then refuses to complete the project the
provider will be subject to the following sanctioning
process.

First offense - Suspend one (1) month

Second offense- Suspend two (2) months (within 1 year of
first offense)

Third offense - Termination (within 1 year of first offense)

Example: The provider bids and accepts jobs in several
different areas. He or she gets to the jobsite and decides he
or she has underbid the project and/or does not have the
time or manpower to complete the job, and refuses to
honor his bid. This action will result in sanctioning of the
provider.

Failure to complete jobs timely as defined by the date
on__the environmental modification _specialists _bid
notification _in_Phoenix: Providers are expected to
complete work in a timely manner. If it is identified that
there are three (3) occurrences of this type within a six (6)
month time period of January through June and/or July
through December the following sanctions will apply.

A) Suspension for two (2) months
B) Each subsequent occurrence - Suspension for two
(2) months

Example: The provider accepts a project through Phoenix
which has an expected date of completion on it; if the
provider accepts the job he is accepting the completion
time frame. If the environmental modification specialist
discovers that the provider is not completing this project in
the allotted time frame indicated on the bid in Phoenix this
action will result in sanctioning of the provider indicated
above.

SCDHHS __environmental __modification __Inspector
returning to jobsite due to poor workmanship: Providers
are expected to comply with the standards set forth by the
environmental modification inspector. If the SCDHHS
inspector must return to the jobsite due to poor
workmanship the following sanctioning process will occur.
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Compliance Issues A) Three (3) substantiated returns in any quarter -
Resulting in Suspension Suspend two (2) months

andfor Termination B) Six (6) substantiated returns in any quarter -
(Cont'd.) Terminate

Example: The provider accepts a project through Phoenix
and completes the job. The environmental modification
specialist will then review the work done. If the
environmental modification specialist determines the
project was not done to general contracting standards a
letter will be sent to the provider indicating the corrections
that need to be completed on the job. If this occurs
sanctioning of the provider will occur on the schedule
mentioned above.

Documenting in Phoenix that a job is complete and/or
billing for services through Care Call prior_to
completion of job: Providers cannot bill Medicaid prior to
the completion of an environmental modification project.
If providers are found to have billed Medicaid or
documented in Phoenix that the job was completed prior to
job completion the following sanctioning process will

apply:
Recoupment of inappropriate payment, if found job is not
completed plus

A) First offense — Suspend for one (1) month
B) Second offense — Suspend two (2) months
C) Third offense- Termination

Example: The provider accepts a project through Phoenix
and goes to work on the job. The crew tells the provider
they have completed the job and the provider indicates this
in the Phoenix system and/or bills for the job through Care
Call. The environmental modification specialist and/or
participant determine that project was not complete prior to
indicating it in phoenix and/or billing through Care Call
will result in the sanctioning of the provider on the
schedule mentioned above.

Refusal or inability to complete job to the specifications
set forth by the Environmental Modification inspector:
Providers are expected to complete jobs within the
standards set forth by the environmental modification
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Compliance Issues specialist. Any job not completed to general contracting
Resulting in Suspension specifications will receive a corrective action letter that
and/or Termination must be followed. If the provider does not follow the
(Cont'd.) corrective action letter and the deficiencies are not

corrected within two (2) weeks all funds will be recouped
and the provider will be automatically suspended from
providing services to Medicaid participants until the job
has been completed. The provider will be reinstated one
month after the date of completion of the job.

A second offense of the type described above will result in
being suspended for two months after the correction of the
deficiencies and a third offense will result in automatic
termination as a Medicaid provider.

Example: The provider accepts a project through Phoenix
and completes the job. The environmental modification
specialist will then review the work that was done. If the
environmental modification specialist determines that the
project was not done to general contracting standards a
letter will be sent to the provider indicating the corrections
that need to be completed on the job. If the provider does
not correct the deficiencies within two weeks this will lead
to the sanctioning process mentioned above.

Home and Community Based Waivers (HCBW) are
programs that allow individuals who meet an institutional
level of care to receive items and services not covered
through the South Carolina Medicaid State Plan. These
items and services are allowed through the waiver
programs to assist individuals in remaining in their own
home or other community setting and avoiding institutional

placement.
PEST CONTROL
STANDARDS FOR
COMMUNITY LONG TERM
CARE PARTICIPANTS
Conditions of Participation All providers must verify participant’s Medicaid eligibility

upon acceptance of an authorization for pest control and
any time services are rendered thereafter to ensure
continued eligibility.

Agencies must utilize the automated systems mandated by
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Conditions of Participation CLTC to document and bill for the provision of services.

(Cont'd.) Providers must accept or decline referrals from CLTC or
SCDDSN within two (2) working days. Failure to respond
will result in the loss of the referral.

Conduct of Service The Provider must obtain an authorization for pest control
services from CLTC. The authorization will designate the
amount, frequency and duration of service for participants.
Pest control authorizations are for a maximum of once
every other month. The Provider will receive new
authorizations only when there is a change to the
authorized service amount, frequency or duration.

All instructions on the authorization for service must be
followed in order to be reimbursed for the pest control
service. Pest control services must be completed by the
provider within 14 days of acceptance of the CLTC
authorization for service.

Pest Control treatments need to include both in-home and
exterior treatment.  All providers must go into the
participants home to inspect and treat the residence and call
in the service to Care Call. If a participant is not at the
residence at the time of the treatment the provider will need
to reschedule for a time when the participant will be
present in the home.

Providers can only utilize a cell phone to call in claims if
the participant does not have a home phone.

If for any reason a provider is not able to make the call for
pest control the day of the treatment then the claim will
need to be submitted via the Care Call website. Providers
who are not routinely calling in claims for this service
through the Care Call phone system will be terminated
from South Carolina Medicaid.
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COMMUNITY CHOICES The Community Long-Term Care (CLTC) Community
WAIVER Choices Waiver is designed to serve Medicaid-eligible

individuals who are age 18 or older and have long-term
care needs. To avoid or delay costly nursing home
admission, clients are able to access the services necessary
to receive care at home through careful assessment, service
planning, care coordination, and monitoring.

Covered Services

Adult Day Health Care Based on the client’s identified needs, Adult Day Health

Services Care centers provide a range of health care and support
services. The center provides planned therapeutic
activities to stimulate mental activity, communication, and
self-expression. The center staff provides meals and
supervision of personal care. The center also transports
clients to and from home, if they live within fifteen miles
of the center. With special approval, the center may also
provide additional services.

A limited number of skilled procedures are available to
persons receiving Adult Day Health Care. A licensed
nurse, as ordered by a physician, provides the skilled
procedures in the Adult Day Health Care center. Nursing
care is provided to:

e Monitor the client’s vital signs and ability to
function

e Supervise intake of medication and possible
reactions

e Teach health care and self-care

e Oversee treatment in conjunction with a client’s
physician and case manager

The South Carolina Department of Health and
Environmental Control (DHEC), or the equivalent
licensing agency for out-of-state facilities, must license all
adult day care centers. Furthermore, centers must have
adequate procedures for medical emergencies and must
meet the minimum staffing requirements as specified by
the contract.
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Attendant Care Services Attendant care services are provided by qualified
individuals to help clients by offering support for activities
of daily living and monitoring the medical condition of
clients. The kinds of activities that an attendant provider
performs include the following:

o Assistance with personal hygiene, feeding, bathing,
and meal preparation

e Encouraging clients to adhere to specially
prescribed diets

o General housekeeping duties

e Shopping assistance

e Assistance with communication
e Monitoring medication

Supervision may be furnished directly by the client when
the client has been trained to perform this function, and
when the safety and efficacy of client-provided supervision
has been certified in writing by an RN or otherwise as
provided within state law. This certification must be based
on actual observation of the client and the specific
attendant care provider during the actual provision of care.

Case Management A qualified case manager provides CLTC case
management for all waiver clients. The objective of case
management is to counsel regarding services and support.
Case management assists clients in coping with changing
needs and in making decisions regarding long-term care. It
also ensures continued access to appropriate and available
services.

Companion Companion services provide short-term relief for
caregivers and supervision of clients.

Home Delivered Meals Nutritionally sound meals are delivered to clients at their
homes. All menus must be reviewed and approved by a
registered dietitian and meals must be prepared and
delivered according to the standards developed by CLTC.

Nursing Home Transition The goal of Nursing Home Transition Services is to
Services properly identify and transition current nursing home
residents who desire to return to the community. The
services assist elderly individuals with disabilities and
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Nursing Home Transition clients with mental health conditions. The following one-
Services (Cont’d.) time services are available for clients transitioning to a
community waiver program from a nursing home:

e Appliances: This service is intended to provide
necessary appliances.

e Furniture procurement: Funds are used to purchase
minimal furnishings necessary to establish a home in
the community.

o Rent/utility  assistance:  One-time  rent/utility
assistance is available for clients who need financial
help to secure a community residence.

Personal Care Il (PC I) Personal Care Il (PC II) services are designed to help

Services clients with normal daily activities and monitor the medical
conditions of functionally impaired/disabled clients. The
kinds of activities that the PC Il aide performs are
comparable to those that family members would perform
for the person in need. PC Il aides provide assistance with
walking, bathing, dressing, toileting, grooming, preparing
meals, and feeding. The aide also helps to maintain the
home environment, including light cleaning, laundry,
shopping, and keeping the home safe. The client’s vital
signs, such as respiratory rate, pulse rate, and temperature,
are observed. The aide may also remind the client to take
prescribed medication(s) and, when necessary, transport
and/or escort the client.

PC Il aides work under the supervision of a registered
nurse (RN) or a licensed practical nurse (LPN) in the
client’s home.

Under no circumstances may a PC Il aide perform any type
of skilled medical service.

Respite Care Many clients with long-term care needs are cared for at
home by family members or other caregivers. Respite care
services are intended to provide temporary around-the-
clock relief for caregivers by placing the client in an
institutional setting for up to fourteen days per state fiscal
year. The provider of respite care services must be
licensed and certified by DHEC as a hospital, nursing
home, or Intermediate Care Facility for People with Mental
Retardation (ICF/MR). Out-of-state providers must be
licensed by an equivalent agency of that state. They must
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Respite Care (Cont'd.) also have a valid Medicaid contract with the Department of
Health and Human Services (DHHS).

Respite Care in a Community Respite care services may be provided for caregivers by

Residential Care Facility placing the client in a community residential care facility
for up to 28 days per state fiscal year. The facility must be
licensed by DHEC and have a valid Medicaid contract with
DHHS for these services.

HIV/AIDS WAIVER The CLTC Human Immunodeficiency Virus/Acquired
Immune Deficiency Syndrome (HIV/AIDS) Waiver is
designed to serve Medicaid-eligible HIV/AIDS clients,
regardless of age, who choose to live at home but have
long-term care needs and are at risk for hospitalization.

Covered Services

Attendant Care Services Attendant care services are provided by qualified
individuals to help clients by offering support for activities
of daily living and monitoring the medical condition of
clients. The kinds of activities that an attendant provider
performs include the following:

o Assistance with personal hygiene, feeding, bathing,
and meal preparation

e Encouraging clients to adhere to specially
prescribed diets

o General housekeeping duties

e Shopping assistance

e Assistance with communication
e Monitoring medication

The client may directly supervise the attendant when the
client has been trained to perform this function, and when
the safety and efficacy of client-provided supervision has
been certified in writing by an RN or otherwise as provided
within state law. This certification must be based on actual
observation of the client and the specific attendant care
provider during the actual provision of care.
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Case Management A qualified case manager provides CLTC case
management for all waiver clients. The objective of case
management is to counsel clients regarding services and
support. The case manager assists clients in coping with
changing needs and in making decisions regarding long-
term care. He or she also ensures continued access to
appropriate and available services.

Companion Companion services provide supervision of clients and
short-term relief for caregivers.

Environmental Modification Environmental modification services provide pest control
and physical adaptations or modifications to the home that
are necessary to ensure the health, welfare, and safety of
the client. Environmental modifications enable clients to
function with greater independence in the home. An
example of such a modification is the construction of a
ramp.

Home Delivered Meals Nutritionally sound meals are delivered to clients at their
homes. Based on a physician’s orders, meals may include
standard diets or therapeutic and/or modified diets. All
menus must be reviewed and approved by a registered
dietitian and meals must be prepared and delivered
according to the standards developed by CLTC.

Personal Care | (PC ) Personal Care | (PC 1) services are designed to help

Services preserve a safe and sanitary home environment, provide
short-term relief for caregivers, and assist clients with
personal care. These services supplement, but do not
replace, the care provided to clients. The kinds of services
performed by the PC I aide include the following:

e Meal planning and preparation
o General housekeeping

e Assistance with shopping

« Companion or sitter services

e Assistance with financial matters, such as
delivering payments to designated recipients on
behalf of the client

e Assistance with communication
e Observing and reporting on the client’s condition
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Personal Care Il (PC I) Personal Care 1l (PC II) services are designed to help

Services clients with normal daily activities and to monitor the
medical conditions of functionally impaired/disabled
clients. The kinds of activities that the PC Il aide performs
are comparable to those that family members would
perform for the person in need. PC Il aides provide
assistance with walking, bathing, dressing, toileting,
grooming, preparing meals, and feeding. The aide also
helps to maintain the home environment, including light
cleaning, laundry, shopping, and keeping the home safe.
The client’s vital signs, such as respiratory rate, pulse rate,
and temperature, are observed. The aide may also remind
the client to take prescribed medication(s) and, when
necessary, transport and/or escort the client.

PC Il aides work under the supervision of an RN or LPN in
the client’s home. Under no circumstances may a PC 1l
aide perform any type of skilled medical service.

PC Il aides who provide services to HIV/AIDS clients
should be trained in infection control. The Centers for
Disease Control and Prevention (CDC) precautions must
be followed when rendering care to protect the client and
the PC Il aide.

Nursing Services Nursing services provide skilled medical monitoring, direct
care, and interventions that meet the medical needs of the
client with HIV/AIDS at home. The client’s condition may
require 24-hour continuous care for a short duration due to
an episodic condition.

PERVASIVE The Pervasive Developmental Disorder (PDD) waiver
provides for early intensive behavioral intervention

DEVELOPMENTAL services (EIBI) to children who have been diagnosed with

DISORDER WAIVER a pervasive developmental disorder, including autism and
Asperger’s Syndrome and who meet the ICF-MR level of
care criteria. The Department of Disabilities and Special
Needs operates the waiver with administrative oversight
from DHHS. The waiver is for children who are ages three
through ten. These services are provided in non-
educational settings. The waiver develops the skills of
children in the areas of cognition, behavior,
communication, and social interaction. To learn more
about the PDD waiver and DDSN services please visit
http://www .state.sc.us/ddsn or call DDSN at 1-888-376-
4636.
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Covered Services

Case Management Case managers assist participants in gaining access to
needed waiver and other State plan services, as well as
medical, social, educational, and other services, regardless
of the funding source for the services to which access is
gained.

The following minimum standards will apply for the
provision of case management:

o Case managers will provide a monthly contact with
the EIBI service provider and/or family.

e On a quarterly basis, there will be a review of the
entire waiver plan of care, which includes the most
recent EIBI service provider quarterly progress
report and a contact with the participant’s family.

o If progress toward established goals does not meet
expectations, then consultation with DDSN will
occur.

e On an annual basis, there will be a face-to-face
contact with the family.

MECHANICAL VENTILATOR The Mechanical Ventilator Dependent Program is designed

DEPENDENT PROGRAM to serve Medicaid-eligi_ble persons age 21 or older who are
dependent on mechanical ventilation and have long-term
care needs. Clients are able to receive services to
supplement care in their home through careful assessment,
service planning, and service coordination.

Covered Services

Environmental Modification Environmental modification services provide pest control
and physical adaptations or modifications to the home that
are necessary to ensure the health, welfare, and safety of
the client. Environmental modifications enable clients to
function with greater independence in the home. Examples
of modifications may include construction of ramps,
installation of grab bars, widening of doorways, or
installation of specialized electric and plumbing systems
that are necessary to accommodate medical equipment.
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Nursing Services Nursing services provide skilled medical monitoring, direct
care, and interventions that meet the medical needs of a
client dependent upon mechanical ventilation at home.

Personal Care | (PC ) Based on the client’s assessed needs, PC | services provide
Services general household activities, meal preparation, and routine
household care.

Personal Care Il (PC 1I) PC Il services are designed to help clients with normal

Services daily activities and to monitor the medical conditions of
functionally impaired/disabled clients.  The kinds of
activities that the PC Il aide performs are comparable to
those that family members would perform for the person in
need. PC Il aides provide assistance with walking,
bathing, dressing, toileting, grooming, preparing meals,
and feeding. The aide also helps to maintain the home
environment, including light cleaning, laundry, shopping,
and keeping the home safe. The client’s vital signs, such
as respiratory rate, pulse rate, and temperature, are
observed. The aide may also remind the client to take
prescribed medication(s) and, when necessary, transport
and/or escort the client.

PC Il aides work under the supervision of an RN or LPN in
the client’s home. Under no circumstances may a PC 1l
aide perform any type of skilled medical service.

Respite Care Many clients with long-term care needs are cared for at
home by family members or other caregivers. Respite care
services are intended to provide temporary around-the-
clock relief for caregivers by placing the client in an
institutional setting for up to fourteen days per state fiscal
year. The provider of respite care services must be licensed
and certified by DHEC as a hospital, nursing home, or
ICF/MR. Out-of-state providers must be licensed by an
equivalent agency in that state. They must also have a
valid Medicaid contract with DHHS.

Respite (In-Home) In-home respite services provide temporary care in the
home for mechanical ventilator dependent clients living at
home and cared for by their families or other informal
support systems. These services maintain clients and
provide temporary relief for the primary caregivers.
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CHILDREN’S PERSONAL Children’s PCA services provide PC aide services in the
CARE AIDE (PCA) community to Medicaid-eligible children under 21 years of

age who meet established medical necessity criteria.
SERVICES

Covered Services

Personal Care Il (PC I) PC Il services are designed to help clients with normal

Services daily activities and to monitor the medical conditions of
functionally impaired/disabled clients. The kinds of
activities that the PC Il aide performs are comparable to
those that family members would perform for the person in
need. PC Il aides provide assistance with walking,
bathing, dressing, toileting, grooming, preparing meals,
and feeding. The aide also helps to maintain the home
environment, including light cleaning, laundry, shopping,
and keeping the home safe. The client’s vital signs, such
as respiratory rate, pulse rate, and temperature, are
observed. The aide may also remind the client to take
prescribed medication(s) and, when necessary, transport
and/or escort the client.

PC Il aides work under the supervision of an RN or LPN in
the client’s home. Under no circumstances may a PC Il
aide perform any type of skilled medical service.

PALMETTO SENIORCARE Palmetto SeniorCare (PSC) is a federal Medicaid and
Medicare capitated program serving clients in the greater

(PSC) PROGRAM Columbia area (Richland and Lexington counties) who
meet all of the following criteria:

e Are age 55 or older

e Meet nursing home level of care

e Wish to remain in the community

o Choose to participate in the program

Participants in Palmetto SeniorCare receive all services
through PSC either directly from PSC staff health care
professionals or through subcontracted health care entities.
Many of the services provided are centered in the PSC
Adult Day Health Centers.
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HEAD AND SPINAL CORD In a joint effort, DHHS and the Department of Disabilities

INJURY (HASCI) WAIVER and Special Needs (DDSN) are providing a broad range of
home- and community-based waiver services to Medicaid-
eligible individuals with the most severe physical
impairments involving head and spinal cord injuries. Head
and Spinal Cord Injury (HASCI) Waivers are designed to
help clients who would otherwise require services in a
nursing facility or ICF/MR to remain independent in the
community.

DHHS serves as an administrative oversight and
monitoring entity to ensure the health, safety, and welfare
of the waiver beneficiaries. DHHS is responsible for
ensuring that a formal system is in place to periodically
review clients’ services and to ensure that those in place
are consistent with identified needs of clients. DDSN has
the primary responsibility for the daily operation of the
HASCI program.

Covered Services

Attendant Care Services Attendant care services assist with the performance of
activities of daily living and personal care, which may
include hands-on care, of both a medical and non-medical
supportive nature, specific to the needs of a medically
stable, physically handicapped individual. These services
may include skilled medical care to the extent permitted by
state law. Housekeeping and community access activities
that are incidental to the performance of the client-based
care may also be furnished as part of this activity.

Transportation may be provided as a component of the
service when it is related to the performance of daily living
skills. The cost of this transportation is included in the rate
paid to the providers of attendant care services. These
services may be conducted in a variety of settings as
outlined in the DDSN plan of service. These services shall
not duplicate any other service. An RN licensed to practice
in the state must provide supervision. The frequency and
intensity of supervision will be specified in the client’s
written plan of service by the DDSN service coordinator.

Supervision may be furnished directly by the client when
the client has been trained to perform this function, and
when the safety and efficacy of client-provided supervision

2-48



Community Long-Term Care Provider Manual Manual Updated 09/01/12

SECTION 2 POLICIES AND PROCEDURES

PROGRAM SERVICES

Attendant Care Services has been certified in writing by an RN or otherwise as

(Cont’d.) provided within state law. This certification must be based
on actual observation of the client and the specific
attendant care provider during the actual provision of care.
Documentation of the certification will be maintained in
the client’s individual plan of service.

Environmental Modification, Environmental modification services provide physical
Specialized Supplies, and adaptations to the home required by a client’s plan of
Adaptations service necessary to ensure the health, welfare, and safety

of the client. Environmental modifications are changes
that enable clients to function with greater independence in
the home and without which the client would require
institutionalization. Under HASCI waivers, adaptations
may include the following:

« Installation of ramps and grab bars
e Widening of doorways

« Modification of personal transportation, bathrooms,
or kitchen facilities

« Fencing, when necessary for personal safety

o Installation of specialized electric and plumbing
systems required to accommodate the medical
equipment and supplies necessary for the welfare of
clients

Excluded are those adaptations or improvements to the
home that are of general utility and have no direct medical
or remedial benefit to the client. Services must be
provided for the client’s benefit, not for the convenience of
other occupants. Environmental modifications shall meet
all applicable state and local building codes. In those
counties without local building codes, all services shall be
provided in accordance with standard building codes as set
forth in the South Carolina Code of Laws § 6-9-10 et seq.

Habilitation Services (Day) Day habilitation services provide assistance with the
acquisition, retention, or improvement of self-help,
socialization, and adaptive skills that take place in a non-
residential setting, separate from the home or facility in
which the client resides. Normally, these services are
furnished four or more hours a day, on a regularly
scheduled basis, for one or more days a week unless
provided as an adjunct to another day activity included in
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Habilitation Services (Day) the beneficiary’s plan of service. Day habilitation services

(Cont'd.) focus on enabling clients to attain or maintain their
maximum functional level. They shall also be coordinated
with any physical, occupational, or speech therapies listed
in the plan of service. Additionally, day habilitation
services reinforce skills or lessons taught in school,
therapy, or other settings.

Habilitation Services Prevocational habilitation services are not available under a

(Prevocational) program funded under Section 110 of the Rehabilitations
Act of 1973 or Section 602 (16) and (17) of the Individuals
with Disabilities Education Act (20 U.S.C. 1401 (16 and
17)). Activities included in this service are not directed at
teaching specific job skills, but at underlying habilitative
goals, such as attention span and motor skills. All
prevocational services will be reflected in the client’s plan
of service as directed to habilitative rather than explicit
employment objectives. These services teach concepts
such as compliance, attendance, task completion, problem
solving, and safety, to prepare clients for paid and unpaid
employment.

Excluding supported employment programs, prevocational
habilitation services are provided to clients not expected to
be able to join the general work force or participate in a
transitional sheltered workshop within one year. When
compensated, individuals are paid less than 50 percent of
minimum wage.

Documentation will be maintained in each client’s file that
the service is not otherwise available under the program
funded under the Rehabilitation Act of 1973 or P.L. 94-

142.
Habilitation Services Residential habilitation services include the care, skills
(Residential) training, and supervision provided to clients in a non-

institutional setting. The degree and type of care,
supervision, skills training, and support of clients will be
based on the plan of service and the client’s individual
needs. Services include assistance with the following:

e The acquisition, retention, or improvement of skills
related to activities of daily living, such as personal
grooming and cleanliness

e Household chores and bed-making
« Eating and preparation of food
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Habilitation Services e Social and adaptive skills necessary to enable the
(Residential) (Cont’d.) individual to reside in a non-institutional setting

Other than costs that are for modifications or adaptations to
a facility required to assure the health and safety of
residents or meet the requirements of the applicable life
safety codes, payments for residential habilitation are not
made for the following:

e Room and board

o Costs of facility maintenance
e Upkeep

e Improvement

Payments for residential habilitation do not include those
made, directly or indirectly, to members of the client’s
immediate family. Payments will not be made for the
routine care and supervision provided by a family or group
home provider or for activities or supervision covered by a
source other than Medicaid.

Nursing Services Nursing services provide skilled medical monitoring, direct
care, and interventions that meet the medical needs of
clients at home. Nursing services prevent institutionaliza-
tion.

Respite Care Services Respite care is provided for caregivers of clients unable to
care for themselves; it is provided on a short-term basis as
a response to the absence or need for relief of those persons
normally providing the care. Respite services may be
provided in clients’ homes, licensed respite facilities,
nursing facilities, ICF/MRs, or other facilities approved by
the state. Such facilities may include the private residence
of an Independent Respite Provider who meets the DDSN
Standards for Respite Care Providers.

Respite Care in a Community Respite care services may be provided for caregivers by

Residential Care Facility placing the client in a community residential care facility
for up to 28 days per state fiscal year. The facility must be
licensed by DHEC and have a valid Medicaid contract with
DHHS for these services.

2-51



Manual Updated 09/01/12 Community Long-Term Care Provider Manual

SECTION 2 POLICIES AND PROCEDURES

PROGRAM SERVICES

Supported Employment Supported employment services consist of paid

Services employment for clients for whom competitive employment
at or above minimum wage is unlikely, and who, because
of their disabilities, need intensive ongoing support to
perform in a work setting. Supported employment is
conducted in a variety of settings, particularly work sites in
which people without disabilities are employed. These
services include activities needed to sustain paid work by
individuals  receiving  waiver services, including
supervision and training. When supported employment
services are provided at a work site where there are
employees without disabilities, payment will be made only
for the adaptation, supervision, and training required by
clients receiving waiver services because of their
disabilities. Payment for supervisory activities rendered as
a normal part of the business setting are not included.

Supported employment services furnished under the waiver
are not available under any programs funded by either the
Rehabilitation Act of 1973 or P.L. 94-142. Documentation
will be maintained in each client’s file that it is not
otherwise available under a program funded under the
Rehabilitation Act of 1973 or P.L. 94-142.

Federal financial payments will not be claimed for
incentive payments, subsidies, or unrelated vocational
training expenses such as the following:

e Incentive payments made to an employer to
encourage or subsidize the employer’s participation
in a supported employment program

e Payments that are passed through to users of
supported employment programs

« Payments for vocational training that is not directly
related to an individual’s supported employment
program

MENTAL RETARDATION/ In a cooperative effort, DHHS and DDSN are providing a

RELATED DISABILITIES broad range of special home- and community-based waiver
services to Medicaid-eligible individuals with mental

(MR/RD) WAIVER retardation or related disabilities to help them live in the
community rather than in an institution. DDSN has the
primary responsibility for the daily operation of the
MR/RD Waiver program.
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MENTAL RETARDATION/ DHHS serves as an administrative oversight and

RELATED DISABILITIES monitoring entity to ensure the health, safety, and welfare
of the waiver beneficiaries. DHHS is responsible for

(MR/RD) WAIVER ensuring that a formal system is in place to periodically

(ConT'D.) review client services and ensure those in place are
consistent with the client’s identified needs.

Covered Services

Adult Day Health Care Based on the client’s identified needs, adult day health care

Services centers provide a range of health care and support services.
A center provides planned therapeutic activities to
stimulate mental activity, communication, and self-
expression. The center staff provides meals and
supervision of personal care. The center also transports
clients to and from home if they live within fifteen miles of
the center. With special approval, the center may also
provide additional services.

A limited number of skilled procedures are available to
participants receiving adult day health care. A licensed
nurse, as ordered by a physician, provides the skilled
procedures in the adult day health care center. Nursing care
is provided to:

e Monitor the client’s vital signs and ability to
function

e Supervise intake of medication and possible
reactions

e Teach health care and self-care

o Oversee treatment in conjunction with a client’s
physician and case manager

DHEC, or the equivalent licensing agency for out-of-state
facilities, must license all adult day health care centers.
Centers must have adequate procedures for medical
emergencies and must meet the minimum staffing
requirements as specified by the contract.

Personal Care | (PC 1) PC | services provide general household services for
Services clients, such as meal preparation and routine household
care as authorized in their plan of service by DDSN. Meal
preparation includes planning meals, cooking, serving, and
cleaning afterwards. Household care includes cleaning,
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Personal Care | (PC 1) laundry, and other activities as needed to properly maintain
Services (Cont’d.) the client’s residence.

Procedure codes for DDSN waiver services must be used
when submitting claims for MR/RD waiver services.

Personal Care Il (PC 1) Personal Care 1l (PC 1l) services are designed to help

Services clients with normal daily activities and monitor the medical
conditions of functionally impaired/disabled clients. The
kinds of activities that the PC Il aide performs are
comparable to those that family members would perform
for the person in need. PC Il aides provide assistance with
walking, bathing, dressing, toileting, grooming, preparing
meals, and feeding. The aide also helps to maintain the
home environment, including light cleaning, laundry,
shopping, and keeping the home safe. The client’s vital
signs, such as respiratory rate, pulse rate, and temperature,
are observed. The aide may also remind the client to take
prescribed medication(s) and, when necessary, transport
and/or escort the client.

PC Il aides work under the supervision of an RN. Prior
authorization is required for PC Il services, with an
indication of the amount, frequency, duration, and type of
services required.

The DDSN service coordinator shall obtain a physician’s
order requesting PC Il services for individuals under the
age of 21. A physician’s order is not required for those
MR/RD waiver beneficiaries over the age of 21.

Nursing Services Nursing services provide skilled medical monitoring, direct
care, and interventions that meet the medical needs of
clients at home. Nursing services prevent institutionaliza-
tion.

Habilitation Services (Day) Day habilitation services provide assistance with the
acquisition, retention, or improvement of self-help,
socialization, and adaptive skills. These services take place
in a non-residential setting, separate from the home or
facility in which the client resides. Normally, these services
are furnished four or more hours per day on a regularly
scheduled basis, for one or more days per week, unless
provided as an adjunct to other day activities included in
the beneficiary’s plan of service. Day habilitation services
focus on enabling clients to attain or maintain their
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Habilitation Services (Day) maximum functional level. They shall also be coordinated

(Cont'd.) with any physical, occupational, or speech therapies listed
in the plan of service. Additionally, day habilitation
services reinforce skills or lessons taught in school,
therapy, or other settings.

Habilitation Services Prevocational habilitation services are not available under a

(Prevocational) program funded under Section 110 of the Rehabilitation
Act of 1973 or Section 602 (16) and (17) of the Individuals
with Disabilities Education Act (20 U.S.C. 1401(16 and
17)). Activities included in this service are not directed at
teaching specific job skills, but at underlying habilitative
goals, such as attention span and motor skills. All
prevocational services will be reflected in the client’s plan
of service as directed to habilitative rather than explicit
employment objectives. These services teach concepts such
as compliance, attendance, task completion, problem
solving, and safety, to prepare clients for paid and unpaid
employment.

Excluding supported employment programs, prevocational
habilitation services are provided to clients not expected to
be able to join the general work force or participate in a
transitional sheltered workshop within one year. When
compensated, individuals are paid less than 50 percent of
minimum wage.

Documentation will be maintained in each client’s file that
the service is not otherwise available under the program
funded under the Rehabilitation Act of 1973 or P.L. 94-

142.
Habilitation Services Residential habilitation services include the care, skills
(Residential) training, and supervision provided to clients in a non-

institutional setting. The degree and type of care,
supervision, skills training, and support of clients will be
based on the plan of service and the client’s individual
needs. Services include assistance with acquisition,
retention, or improvement of skills related to activities of
daily living, such as personal grooming and cleanliness;
household chores and bed-making; eating and preparation
of food; and the social and adaptive skills necessary to
enable the individual to reside in a non-institutional setting.

Other than costs for modifications or adaptations to a
facility required to assure the health and safety of residents
or to meet the requirements of the applicable life safety
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Habilitation Services codes, payments for residential habilitation are not made
(Residential) (Cont’d.) for the following:

e Room and board

o Costs of facility maintenance
e Upkeep

e Improvement

Payments for residential habilitation do not include those
made, directly or indirectly, to members of the client’s
immediate family. Payments will not be made for the
routine care and supervision provided by a family or group
home provider or for activities or supervision covered by a
source other than Medicaid.
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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 he 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.

REIMBURSEMENT The Department of Health and Human Services will
reimburse the CLTC provider for services agreed to in the
contract, provided as authorized, and according to the rate
specified in the contract.

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 and
related Edit Correction Forms (ECFs) 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 and ECFs are filed and corrected
within Medicaid policy limits.
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DUAL ELIGIBILITY When a beneficiary has both 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.

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 Effective December 1, 2009, claims and related ECFs

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

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 or ECF 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 and related ECFs involving retroactive eligibility
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RETROACTIVE ELIGIBILITY that are received more than three years from the date of
(CONT’D ) 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).

SCDHHS will no longer consider claims that exceed the
timely filing limits due to the provider being unaware of
the beneficiary’s coverage.
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CLAIM FILING
OPTIONS
Providers may choose one or more of the following options
for filing claims:
o Paper Claims
e 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
Care Call Providers of services through the electronic monitoring
system (Care Call) do not bill for services using any
other billing method. The Care Call filing option is
mandatory for certain long-term care services.
CMS-1500 Claim Form Professional Medicaid claims must be filed on the CMS-

1500 claim form (08/05 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 (08/05 version)
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.
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CMS-1500 Claim Form Providers using computer-generated forms are not exempt

(Cont'd.) 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.

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
Post Office Box 930876
Atlanta, GA 31193-0876

You may order online at
http://www.amabookstore.com/ or call toll free 1-
800-621-8335.

See Section 4 for procedure codes used for CLTC services.
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.
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Modifiers

Place of Service Key

Acceptable Signatures

CLAIM FILING OPTIONS

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.

Place of Service Codes

Code Description

11 Office

12 Home

33 Custodial Care Facility
99 Other Unlisted Facility

Beneficiary signatures authorizing release of information
regarding services provided will be accepted in the priority
listed below:

1. Persons 18 vyears or older who are legally
competent

2. Legal guardians signing on behalf of persons who
have been judged incompetent

3. Signatures of case managers or public assistance
technicians accompanying a patient who signs with
an “X”

4. Parents or legal guardians signing on behalf of
minors (under 18) (See 8 below.)

5. Case managers or public assistance technicians
accompanying minors to a provider of services. In
such cases, the case manager or public assistance
technician should parenthetically indicate “accom-
panied” on the signature line of the individual claim
form.

6. Foster parent(s) or a responsible party accom-
panying foster children for beneficiaries under 18
years of age. In either instance, relationship/
responsibility must be indicated.

3-7



Manual Updated 12/03/12 Community Long-Term Care Provider Manual

SECTION 3 BILLING PROCEDURES

CLAIM FILING OPTIONS

Acceptable Signatures 7. A minor (including “X” signatures) in isolated
(Cont'd.) areas where neither a parent, legal guardian, foster
parent, or Department of Social Services
representative is accompanying the minor, if a
member of the provider’s staff signs his or her
name under the minor’s signature as witness thereof

Minors are allowed by law to sign on their own
behalf in certain instances. Examples are:

a) Abortion cases

b) Treatment of sexually transmitted diseases
(STDs)

c) Family planning

d) A minor parent giving consent for his or her
child to receive care or treatment

8. An emancipated minor who is the head of his or her
own household. If the minor is a part of his or her
parent’s household budget when applying for
assistance, the Department of Social Services has
determined that he or she is not emancipated.

In lieu of having a beneficiary sign individual claim forms
each time a service is rendered, the provider may elect to
have the beneficiary sign an Authorization to Release
Information statement. This statement must include the
date signed and be maintained in the patient’s record. This
will effectively meet requirements as outlined in Section 1
under Enrollment. The phrase “Patient’s Signature on File”
may then be entered in the patient’s signature block of the
claim form.

Provider Signatures Effective July 1, 1987, providers are no longer required to
sign claims. Instead, providers are held personally liable
for all claims submitted by them or on their behalf as
evidenced by their endorsement of the Medicaid
reimbursement check. Furthermore, the provider should
understand in endorsing or depositing the Medicaid check
that payment is from federal and state funds and any
falsification or concealment of a material fact may be
prosecuted under federal and state laws. (See Section 1 for
more information.)
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National Provider Identifier Providers who are covered entities under HIPAA are
and Medicaid Provider required to obtain a National Provider Identifier (NPI).
Number These “typical” providers must apply for an NPI and share

it with SC Medicaid. to obtain an NPI and taxonomy code,
please visit http://www1.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.
CMS-1500 Form Completion All claims, regardless of the date of service, must be
Instructions submitted on the 08/05 version of the CMS-1500 (see

sample claims in the Forms section of this manual). Use
only black or blue ink on this claim form.

Field Description

*

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

**

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 9a, 9c, 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.
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.)

>(.

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

**

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 first name, middle initial, and
last name.

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.

6 Patient Relationship to Insured
Not applicable

7 Insured’s Address
Not applicable

8 Patient Status

Check the appropriate box for patient’s marital
status and whether employed or a student.
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.)

>(.

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

**

9 Other Insured’s Name
When applicable, enter the name of the insured.

9a** Other Insured’s Policy or Group Number
When applicable, enter the policy number.

9 Other Insured’s Date of Birth

When applicable, enter the date of birth of the
insured.

9c** Employer’s Name or School Name

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-digit carrier code.
A list of the carrier codes alphabetized by name of
insurance company can be found in Appendix 2.

10a Is Patient’s Condition Related to Employment?
Check “YES” or “NO.”

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 State/Place field
(e.g., “SC”).

10c Is Patient’s Condition Related to an Other
Accident?

Check “YES” or “NO.”
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.)

>(.

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

**

10d** Reserved for Local Use

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.

11a  Insured’s Date of Birth
When applicable, enter the insured’s date of birth.

11b** Employer’s Name or School Name

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.

11c** Insurance Plan Name or Program Name

When applicable, enter the three-digit carrier code.
An alphabetical list of the carrier codes for
insurance companies can be found in Appendix 2.

11d Is There Another Health Plan?

Check “YES” or “NO” to indicate whether or not
there is another health insurance policy. If “YES,”
items 9a, 9c, and 9d or 11, 11b, and 11c must be
completed (If there are two policies, complete
both).
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.)

>(.

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

**

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 IlIness, Injury, or Pregnancy
Not applicable

15 If Patient Has Had Same or Similar IlIness
Not applicable

16 Dates Patient Unable to Work in Current
Occupation

Not applicable

17 Name of Referring Provider or Other
Source
Enter the name of Referring or Ordering Provider.

17a 1D Number of Referring Physician
Not applicable
17b  NPI
Enter the NPI of Referring or Ordering Provider.

18 Hospitalization Dates Related to Current
Services

Not applicable (Listed on a line item basis with the
appropriate date of service).

19** Reserved for Local Use

For beneficiaries participating in special programs
(i.e., Medical Homes, Hospice, etc.), enter the
primary care provider’s referral number.
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.) *

**

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

20 Outside Lab
Not applicable

21*  Diagnosis or Nature of Illness or Injury
Not applicable for CLTC services

22 Medicaid Resubmission Code
Not applicable

23**  Prior Authorization Number

If applicable, enter the prior authorization number
for this claim. This field is applicable only for
MR/RD and HASCI claims.

Note: The prior authorization number for services
to hospice beneficiaries must be entered in field 19
for hard copy billers and the “referring physician
number” field for electronic billers. See the
instructions for field 19.

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 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.
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.)

>(.

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

**

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*
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 each procedure
must be included with the claim.

Use the modifier "76" in the following situations
only: (1) when instructed to do so by CLTC staff,
(2) when it was not possible to enter the combined
units on the same line for services provided to the
same client on the same day by two different
personal care aides, or (3) to receive reimbursement
for services that were underpaid or underbilled for a
given date.

24E  Diagnosis Code
Not applicable
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.) *

**

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

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 days or units provided for
each procedure listed.
24H Unshaded**
EPSDT/Family Planning

If applicable, if this claim is for EPSDT services or
a referral from an EPSDT Screening, enter a “Y.”

This field should be coded as follows:
N = No problems found during visit

1 = Well child care with treatment of an identified
problem treated by the physician

2 = Well child care with a referral made for an
identified problem to another provider
241 Shaded*
ID Qualifier
Typical Providers:

Enter ZZ for the taxonomy qualifier.
Atypical Providers:
Enter 1D for the Medicaid qualifier.
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.)

>(.

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

**

24J Shaded**
Rendering Provider ID #

Enter the six-character legacy Medicaid provider
number or taxonomy code of the rendering
provider/individual who performed the service(s)

Typical Providers:

Enter the provider’s taxonomy code.
Atypical Providers:

Enter the six-character legacy Medicaid provider
number.
24J Unshaded**
Rendering Provider ID #
Typical Providers:

Enter the NP1 of the rendering individual provider.
If the provider is billing as a member of a group,
the rendering individual provider’s 10-character
NPI may be entered.

Atypical Providers:

Not applicable

25 Federal Tax ID Number

Enter the provider’s federal tax ID 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.
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.)

>(.

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

**

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.

30* Balance Due
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.
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.) *

**

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

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).

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 nine-
digit zip code (ZIP+4), 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 check.

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.
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CMS-1500 Form Completion Field Description
Instructions (Cont'd.)

>(.

Required for claim to process

Required if applicable (based upon the specific program area
requirements)

**

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).
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%20Part
ner%20Enrollment.asp or contact the EDI Support Center
via the SCDHHS Medicaid Provider Service Center at 1-
888-289-0709.

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 package,
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Trading Partner both the provider and the billing agent must have a TPA on
Agreement (Cont'd.) file.

Note: SCDHHS only distributes remittance advices and
associated ECFs 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-
07009.

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-
guides to download the Companion Guides. Information
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:
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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 submit online CMS-1500 and UB
claims.

e List Management 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
select information from lists rather than repetitively
keying, thus saving valuable time and increasing
accuracy.

e Providers can check claims status using either of
two options. Claims Status displays status for
claims regardless of the submission method. Web
Submitted Claims displays status for claims
submitted via the Web Tool.

o No additional software is required to use this
application.

o Data is automatically archived.

o 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 and associated ECFs.

« Providers can change their own passwords.

The minimum requirements necessary for using the Web
Tool are:
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SC Medicaid Web-based e Signed SC Medicaid Trading Partner Agreement
Claims Submission Tool (TPA) Enrollment Form
(Cont'd.)

e Microsoft Internet Explorer (version 6.0 or greater)
e Internet Service Provider (ISP)

e Pentium series processor (recommended)

e Minimum of 32 megabytes of memory

e Minimum of 20 megabytes 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 PACKAGE

Each week, SCDHHS generates electronic remittance
packages for all providers who have had claims processed
during the previous week. This package contains any or all
of the following:

e A Remittance Advice which lists all claims
processed during that week and the status of each
claim. (See “Remittance Advice” information on
the following page.)

e For every claim with status R (rejected), an edit
correction form (ECF) will be included in the
remittance package.

Note: Claims with line item rejects resulting in
partially paid claims will not generate an ECF. To
be considered for payment, the rejected lines must
be filed back to Medicaid.

e 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 packages
electronically through the SC Medicaid Web-Based Claims
Submission Tool (Web Tool). Providers can view, save,
and print their remittance advice(s), but not a Remittance
Advice belonging to another provider. Electronic
remittance packages are available on Friday for claims
processed during the previous week. Remittance advices
and associated ECFs for the most recent 25 weeks will be
accessible.

SCDHHS only distributes remittance advices and
associated ECFs electronically through the Web Tool.

Duplicate Remittance Effective December 2010, SCDHHS will charge for
Package requests of duplicate Remittance Advice(s) including
ECFs. Providers must use the Remittance Advice Request
Form located in the Forms Section of this provider manual.
Providers will have the option of requesting the complete

3-25



Manual Updated 12/03/12 Community Long-Term Care Provider Manual

SECTION 3 BILLING PROCEDURES

CLAIM PROCESSING

Duplicate Remittance remittance package, the remittance pages only, or the ECF

Package (Cont’d.) pages only. The charges associated with the request will be
deducted from a future Remittance Advice and will appear
as a debit adjustment.

Remittance Advice The Remittance Advice is an explanation of payments and
action taken on all processed claim forms and adjustments.
The information on the Remittance Advice is drawn from
the original claim submitted by the provider. (See 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. For a claim
that is rejected, edit codes will be listed on the Remittance
Advice (under “Recipient Name”) and an Edit Correction
Form (ECF) will be attached. If some lines on the claim
have paid and others are rejected, an ECF will not be
generated for the rejected lines. Evaluate the reason for
the rejection and refile the rejected lines only, if
appropriate. Corrections cannot be processed from the
Remittance Advice.

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 and are suspended to pending
further action. Status “S” will be resolved by
SCDHHS. Provider response is not required for
resolution unless it is requested by SCDHHS. If the
claim is not resolved within 30 days, check it for
errors and refile.

o Status “R” — Rejected claims or lines

o Status “E” — Encounter data (line contains service
provided by the PCP). No action required.

EDI Remittance Advice — 835 Providers who file electronically using EDI Software can
Transaction 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
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EDI Remittance Advice — 835 Appendix 1 for a listing of CARCs and RARCs.) The

Transaction (Cont’d.) 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.

Reimbursement Payment SCDHHS no longer issues paper checks for Medicaid
payments. Providers receive reimbursement from SC
Medicaid via electronic funds transfer.

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 (EFT) 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
for items or services provided under the State Plan or under
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
PO 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.
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Electronic Funds Transfer During the pre-certification period, the provider will
(EFT) (Cont'd.) 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.

Providers may view their Remittance Advice (RA) on the
Web Tool for payment information. The last four digits of
the bank account are reflected on the RA.

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 copy checks.

Uncashed Medicaid Checks SCDHHS may, under special circumstances, issue a paper
reimbursement check. In instances where Medicaid checks
to providers remain outstanding 180 days or longer from
the date of check issue, SCDHHS is required by 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 payment that are 180 days old or older.

Edit Correction Form When an entire claim rejects (status “R”) the Remittance

(ECF) Advice will be accompanied by an Edit Correction Form
(ECF). (See the Forms section of this manual for a sample
ECF.)

The ECF is generated for the purpose of making
corrections to the original claim. Except for possible data
entry error, information on the ECF reflects the information
submitted on the claim form.

Rejected claims may be resolved in either of two ways. An
entirely new corrected CMS-1500 claim form may be
submitted, or the appropriate corrections may be made to a
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hard copy of the ECF. Corrections must be made using
RED ink and resubmitted for payment. Do not circle any
item.

Edit Correction Form
(ECF) (Cont'd.)

It is possible for some lines on a claim to be paid while
other lines on the same claim are rejected. Due to the fact
that some payment was made on the claim, an ECF will not
be provided in these cases. When part of a claim is paid
and part is rejected, the unpaid line items must be corrected
and resubmitted on a new claim form.

As stated earlier, SCDHHS only distributes ECFs
electronically through the Web Tool.

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.

Edit Identification The upper right section of the ECF contains a field entitled
EDITS; this is the edit identification section. Underneath
that title, one or more three-digit edit codes will be listed to
indicate all edits detected by the MMIS claims processing
system. Except for possible data entry errors, all
information on the ECF is taken from the claim form. A list
of edit codes, along with CARCs, RARCs, and resolutions,
can be found in Appendix 1.

Edit Types Insurance Edits

These edit codes apply to third-party carrier coverage.
They can stand alone or be prefaced by a number (00, 01,
etc.). Always review these 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 either stand alone or are prefaced by
“OO",

Line Edits

These edit codes are line specific and are always prefaced
by a number (“01,” “02,” etc.). They apply to only the line
indicated by the number.
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Description of Fields Claim Control

A 16-digit number followed by an alpha suffix is assigned
to each original invoice (upper right corner of ECF). This is
the Claim Control Number (CCN).

Doc Ind

The Document Indicator field will indicate “Y” when
documentation was attached to the hard copy claim and
“N” when documentation was not attached. Documentation
Is anything attached to the claim when originally received
for processing (i.e., medical records, insurance explanation
of benefits, copy of a Medicaid card, letter, etc.).

EMC

The Electronic Media Content field will indicate “Y” when
the claim was electronically transmitted and “N” when the
claim was filed hard copy.

Rejections for Duplicate Billing

The original claim payment information is provided when a
claim is rejected for duplicate billing. This eliminates the
need for contacting SCDHHS program staff for the original
reimbursement date.

When a claim is rejected for duplicate billing, the payment
date of the original claim appears beside the duplicate edit
code within a block named Claims/Line Payment
Information. This block is located on the ECF on the upper
right side above all other edit information.

Section 1: Provider/ Beneficiary Information

The following numbered items represent field numbers on
the ECF:

Field Description

1 Prov/Xwalk ID

Six-character legacy Medicaid provider (pay-to
Medicaid) number and/or ten-character National
Provider Identifier (NPI)
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Description of Fields 2 Recipient ID

(Cont'd.) Beneficiary’s ten-digit Medicaid identification

number

3 P Auth Number (Prior Authorization Number)

Prior authorization number furnished by provider
on the claim. This field is applicable only for
MR/RD or HASCI claims. The case coordinator
assigns the provider a prior authorization number
when authorizing MR/RD or HASCI services.

4 TPL (Third-Party Liability Indicator)

TPL indicator entered by the provider on the claim.
Valid indicators for this field are:

1 Insurance denied
6 Crime victim
8 Uncooperative beneficiary
5 Injury Code (Injury [Accident] Code Indicator)

An indicator in this field prompts follow-up by the
Division of Third-Party Liability for possible
casualty coverage. Valid indicators are:

2 Work
4 Auto
6 Other
6 Emerg (Emergency Indicator)

Not applicable

7 PC Coord (Primary Care Coordinator)

This field is not applicable unless the services were
provided to a Medicaid hospice beneficiary. The
prior authorization number for Medicaid hospice
beneficiaries should be present or entered here
when resolving the 976 edit.

8 Primary Diagnosis
Not applicable for CLTC services
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Description of Fields 9 Secondary Diagnosis

(Cont'd) Not applicable for CLTC services

10 Recipient Name

First name, middle initial, and last name based on
the Recipient ID Number in field 2. This field is not
keyed.

11 Date of Birth

Beneficiary’s date of birth based on the Recipient
ID Number in field 2. This field is not keyed and is
the information on the beneficiary record at the
time of processing.

12 Sex

Beneficiary’s sex based on the Recipient ID
Number in field 2. This field is not keyed and is the
information on the beneficiary record at the time of
processing.

Section Il: Line Item Information

13 Res
Agency use only. Do not write in this field. F

14 Allowed
Agency use only. Do not write in this field. F

15 Date of Service

The date on which each service was rendered. This
is entered from field 24A (unshaded), the “To”
field, on the CMS-1500 claim form.

16 Place
This is the code for where the service was rendered
- the place of service.

17 Proc Code (Procedure Code)

This is the procedure code which reflects the
service that was rendered.
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Description of Fields 18 Mod (Modifier)

(Cont'd.) Two-character code used to modify the procedure.

19 Individual Provider

This is the provider’s six-character legacy Medicaid
provider number or ten-character NP1, or rendering
physician’s six-character legacy Medicaid provider
number and/or NPI if practicing within a group.

20 Charges
The amount billed per procedure code

21 Pay Ind

This indicator is only printed on the Remittance
Advice. Refer to Medicaid Remittance Package.

22 Units
Number of days/units/minutes, as applicable

23 NDC
11-digit National Drug Code (NDC)

Section I11: Third Party

24 Ins Carr Number (Insurance Carrier Number)
Three-digit insurance carrier code(s)

25 Policy Number
Policy number with third-party payer(s)

26 Ins Carr Paid (Insurance Carrier Paid)
Amount paid by third-party payer(s)

27 Total Charge
Sum of all line item gross charges billed. (Indicate
actual charges for your program.)

28 Amt Rec’d Ins (Amount Received Insurance)

Total amount paid on this claim by insurance
company(s)
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Description of Fields 29 Balance Due
(Contd) Enter the balance due.

When a beneficiary has third party coverage,
including Medicare, this is the patient responsibility
amount. 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.

30 Own Ref # (Own Reference Number)

Number assigned to a given claim by providers as
their patient account number. (It will appear on the
Remittance Advice. No edits are performed on this
number.)

Additional Fields on the ECF
Return To

Return ECFs to the address shown.
Provider

Your computer-printed name and address
Insurance Policy Information

Carrier code, policy number, and name of insurance
policyholder on file with SC Medicaid at the time the claim
was processed.

Resolution Instructions Each edit code has associated instructions to assist the
providers in resolving their claims. See Appendix 1 for a
list of edit codes and their resolutions.

Follow these instructions for resolving each edit on an
ECF:

1. Match and compare the ECF with a copy of the
original claim.

Note: Ensure the claim control number on the ECF
is legible and complete. To correct an incomplete
CCN, please log into the Web Tool for assistance.

2. Review the Edit Code section to determine the
error(s).

3. Review the edit code description and resolution.
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Resolution Instructions 4. Make the appropriate corrections for each edit

(Cont'd.) using RED ink by striking a line through the
incorrect data and entering the correct data directly
above or as close as possible to the data being
corrected. If the field is blank, enter the missing
data using RED ink.

5. Place a RED check mark over each corrected edit in
the edit identification section. DO NOT MAKE
ANY OTHER MARKS OR NOTES ON THE
ECF.

6. If necessary, staple applicable attachments to the
ECF.

7. Resubmit the ECF to the return address shown on
the lower portion of the ECF.

Note: All corrections and additions to the ECF must be
made in RED. Do not circle any item. In addition, ECFs
must be resolved before resubmitting. Writing a note
and/or signing an ECF and submitting to Medicaid Claims
Receipt will not resolve the ECF. Any ECF returned to
Medicaid Claims Receipt with no corrective action taken or
critical information from the printed ECF is missing,
illegible or incomplete will be returned to the provider and
not processed. If you are unable to resolve an ECF, contact
the PSC or submit an online inquiry at
http://scdhhs.gov/contact-us ~ for  assistance  before
resubmitting your claim. Except for possible data entry
error, information on the ECF reflects the information
submitted on the claim form.

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
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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 is rejected for primary payer(s), the Edit
Correction Form will supply all information necessary for
the provider to file with the third-party payer. This
information is listed to the right of the Medicaid claims
receipt address on the ECF under the heading
“INSURANCE POLICY INFORMATION” and includes
the insurance carrier code, the policy number, and the
name of the policyholder. Information about the 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.  More  specific  policy
information such as the group number can be provided by
your program representative.

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
carrier, include the carrier code, the policy number, and the
amount paid. Instructions are provided earlier in this
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
(version 08/05) 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
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Reporting Third-Party If the third-party payment is equal to or greater than the SC

Insurance On a CMS-1500 Medicaid established rate, Medicaid will not reimburse the

Claim Form (Cont'd.) 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.

If the provider received an ECF or is filing a hard copy
claim, the reasonable effort document should be attached to
the claim form or ECF and returned to Medicaid Claims
Receipt.

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
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Dually Eligible Beneficiaries claim will reject with the 690 edit (payment from other
(Cont'd.) 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.

Retro-Medicare Every quarter, providers are notified by letter of claims
Medicaid paid primary for beneficiaries with Medicare
coverage. 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-digit 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.
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Carrier Codes (Cont'd.) 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 inquiry for assistance should an
ECF 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 to 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 re-file 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.
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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.
The original claim must have a date of service
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.
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Claim-Level Adjustments Providers who use an electronic format that is not

(Cont'd.) 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.

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,
processed, and for which payment has been received.
Submitting a Replacement claim automatically voids the
original claim and processes the Replacement claim. The
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
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xo!g/gm){ and t Clai To initiate a Void/Replacement claim, complete DHHS

é)' v dep acement L1aims Form 130 and attach a copy of the original Remittance

(Cont'd.) 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.

2 Provider Address
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.
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Form 130 Instructions 8 Adjustment Type

(Contd.) 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.

12 For Agency Use Only
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.

Visit Counts Because visit counts are stored on the claim record for
beneficiaries, the claim-level adjustment process can affect
the visit count for services that have a limitation on the
number of visits allowed within a specific timeframe
(typically the state fiscal year). Those services include
Ambulatory, Home Health, and Chiropractic visits.

In the case of a Void Only adjustment, the visit count for a
beneficiary will be restored by the same number and type of
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Visit Counts (Cont’d.) visits on the original claim. Once the Void Only adjustment
has been processed, those allowed visits are returned to the
beneficiary’s record and are available for use.

In the case of a Void/Replacement adjustment, a new visit
count will be applied to the beneficiary record after the
replacement claim has completed processing.

There are two factors to note here:

o If the recalculated visit count exceeds that
beneficiary’s limits, reimbursement for the excess
visits on the Replacement claim will be denied.

e There may be cases when a Void/Replacement
adjustment is submitted, the Void of the old claim
is processed, and the Replacement claim is
suspended. In such cases, the allowable visits on
the original claim are “held” until the suspension is
resolved. If the resolution results in “Paid” status
for the Replacement claim, the allowable visits are
applied to it. However, if the Replacement claim is
denied (“R” status), then those allowable visits
again become active in the beneficiary’s record and
can be applied to other visits.

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 Aclaim in 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.
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Gross-Level Adjustments Providers may send TPL-related adjustments directly to
(Cont'd.) Medicaid Insurance Verification Services (MIVS) at the
following address:

South Carolina Healthy Connections
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 the Medicaid
program 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.
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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
details will appear on both the Void and the Replacement
lines.

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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CLTC CommuNITY CHOICES WAIVER SERVICES

Code Service
LTC10 Adult Day Health Care

X0261 Attendant Care

G9001 Case Management — First Month
G9002 Case Management — Second Month
G9012 Case Management — Ongoing
X0273 Companion

S5165 Environmental Modification
X6860 Furniture

S5170 Standard/Modified Meals
X2045 Adult Health Care Nursing
S5130 Personal Care I

T1019 Personal Care II (PC II)
H0045 Respite Care

S5151 Respite Care in a CRCF
LTC24 Admission Processing
X0200 Pest Control I
X0201 Pest Control II

S5165 Environmental Modifications
X6855 Appliances
X6883 Chore Service
X6861 Security Deposits
X6862 Utility Deposits
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CLTC HIV/AIDS WAIVER SERVICES

Code Service

X0262 Attendant Care

G9001 Case Management — First Month
G9002 Case Management — Second Month
G9012 Case Management — Ongoing
X0274 Companion

S5165 Environmental Modification
S5170 Standard/Modified Meals

S5130 Personal Care I (PC I)

T1019 Personal Care II (PC II)

T1003 Nursing LPN

X0210 Pest Control I

X0211 Pest Control 11

T1002 Nursing RN

PERVASIVE DEVELOPMENTAL DISORDER WAIVER

Code Service

G9002 Case Management

HO0031 One Time Yearly Assessment
H0032 Plan Implementation Code
G1077 Lead Therapy

HO0046 Line Therapy
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CLTC MECHANICAL VENTILATOR DEPENDENT WAIVER SERVICES

Code Service

S5130 Personal Care I (PC I)
T1019 Personal Care II (PC II)
T1002 Nursing RN

T1003 Nursing LPN

X0227 In-Home Respite Care
H0045 Institutional Respite

X0233 Institutional Respite Adm. Processing
X0221 Pest Control I

X0222 Pest Control II

S5165 Environmental Modification

NON-WAIVER PERSONAL CARE AIDE SERVICE

Code Service

T1019 Children’s Personal Care

T1003 Children’s Private Duty Nursing — LPN
T1002 Children’s Private Duty Nursing — RN

PALMETTO SENIORCARE (PSC) CAPITATED PROGRAM

Code Service

X1614 Palmetto Senior Care Capitated
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HEAD AND SPINAL CORD INJURY (HASCI) WAIVER SERVICES

Code Service

H0045 Respite — NF/Hosp

X7034 Respite Admission Processing
X7027 Respite — Daily

X7028 Respite — Hourly

S5151 Respite in a CRCF

HO0045 Respite Care Not in Home

S5151 Unskilled Respite Care, Not Hospice Per Diem
X0241 Attendant Care (Agency)

X1000 Residential Habilitation — Daily
X1001 Prevocational Habilitation — Daily
X1002 Supported Employment — Hourly
X1003 Day Habilitation — Daily
X1922 Medical Supplies/Equipment
T1007 Alcohol and/or Drug Abuse Services
H0023 Behavioral Health Outreach Service
T1000 Private Duty/IND Nursing Service (Licensed, 15
min.)

S9123 Nursing — RN

S9124 Nursing — LPN

S5165 Home Modifications

GO0114 Psychosocial Consultation

H0046 Psychological Services

4-4



Community Long-Term Care Provider Manual Manual Updated 02/01/09

SECTION 4 PROCEDURE CODES

MENTAL RETARDATION/ RELATED DIsSABILITIES (MR/RD) WAIVER SERVICES

Code Service

S5130 Personal Care I (PC )

X6987 Adult Day Health Care

S5165 Environmental Modifications

T1019 Personal Care II (PC II)

S9124 Nursing — LPN

S9123 Nursing — RN

X6974 Residential Habilitation — Hourly
X6975 Residential Habilitation — Daily
X6976 Supported Employment — Job Coach/Hr
X6984 Supported Employment Enclave/Daily
H0045 Respite Care Not in Home Per Diem
X6985 Non-facility Respite — Hourly
X6980 Non-facility Respite — Day

X6983 Prevocational Habilitation — Daily
X6986 Companion Care

H0046 Psychological Services
X9322 Vehicle Modifications

X6982 Day Habilitation

H0023 Behavior Support
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GENERAL

INFORMATION

ADMINISTRATION The Department of Health and Human Services (DHHS)
administers the South Carolina Medicaid Program. This
section outlines the available resources for Medicaid
providers, with telephone numbers, addresses, and the
individuals available for provider assistance.

CORRESPONDENCE AND All correspondence to South Carolina Medicaid should be

INQUIRIES directed to the SCDHHS Provider Service Center (PSC) at

1-888-289-0709. In addition, provider may submit an
online inquiry at http://www.scdhhs.gov/contact-us.
Inquiries concerning specific claims should also be
directed to the PSC, but only after corrections have been
made on rejected claims and all claims filing requirements
have been met. Medicaid Provider Inquiry (DHHS Form
140) may be used to check the status on outstanding
claims. (See the blank form in the Forms section.) Always
include the provider’s Medicaid number, the resident’s
Medicaid number, and the date of service when requesting
the status of outstanding claims. Allow 45 days from the
submission date before requesting the status of the
claim.

Questions  concerning  beneficiary  eligibility  or
identification numbers should be directed to the SCDHHS
county office in the beneficiary’s county of residence.
Beneficiaries who have questions regarding specific
coverage issues should be referred to the appropriate staff
of their county SCDHHS office for assistance. To verify
eligibility status, please use the South Carolina Medicaid
Web-based Claims Submission Tool (Web Tool). For
information on the Web Tool, please contact the PSC at
1-888-289-0709.
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PROCUREMENT
OF FORMS

The Department of Health and Human Services will not
supply the CMS-1500 claim form (08/05 version) to
providers. Providers should purchase the form in its
approved format from the private vendor of their choice.
Examples of vendors who supply the form are listed below.
This list should not be viewed as an endorsement of these
vendors by DHHS.

REPRODUCIBLE Government Printing Office
Room C-836

NEGATIVES Building Three
Washington, DC 20401
(202) 275-1189

SOFTWARE Attn: Orders Department
American Medical Association
Post Office Box 10946
Chicago, IL 60610

HARD CoprY CLAIM FORMS Government Printing Office
Superintendent of Documents

Post Office Box 371954

Pittsburgh, PA 15250-7954

(202) 512-1800

Fax: (202) 512-2250

Web site orders: http://bookstore.gpo.gov

PRIVATE VENDORS Moore Wallace
1210 Key Road

Columbia, SC 29201
(803) 576-1302

Physicians’ Record Company
3000 S. Ridgeland Ave.
Berwyn, IL 60402-0724
(800) 323-9268 (toll free)
Fax: (708) 749-0171
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PROCUREMENT OF FORMS

PRIVATE VENDORS Standard Register Company
(CONT’D ) 140 Stoneridge Drive, Suite 380

Columbia, SC 29210
(803) 256-0004
Fax: (803) 256-1602

SCDHHS FoRrRMS Providers may order SCDHHS forms via email at
forms@scdhhs.gov.  Copies of forms, including
program-specific forms, are also available in the Forms
section of this manual.

WEB ADDRESS Providers should visit the Provider Information page on
the SCDHHS Web site at http://provider.scdhhs.gov for
the most current version of this manual.

To order a paper or CD version of this manual, please
contact the SCDHHS Provider Service Center (PSC) at
1-888-289-0709. From the Main Menu, select the Provider
Enrollment and Education option. Charges for printed
manuals are based on actual costs of printing and mailing.
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CLTC REGIONAL

OFFICES

Office

Areal
Greenville

Area 2
Spartanburg

Area 3
Greenwood

Area 4
Rock Hill

Area 5
Columbia

Area 6
Orangeburg

Counties
Served

Greenville
Pickens

Cherokee
Spartanburg
Union

Abbeville
Edgefield
Greenwood
Laurens
McCormick
Saluda

Chester
Lancaster
York

Fairfield
Newberry
Lexington
Richland

Allendale
Bamberg
Barnwell
Calhoun
Orangeburg

Contact Information

620 North Main St.
Greenville, SC 29601
Phone: (864) 242-2211
Toll Free:1-888-535-8523
Fax: (864) 242-2107

1411 W. O. Ezell Blvd., Suite 6
Spartanburg, SC 29301
Phone: (864) 587-4707

Toll Free: 1-888-551-3864
Fax: (864)587-4716

617 South Main St.

Post Office Box 3088
Greenwood, SC 29648
Phone: (864) 223-8622
Toll Free: 1-800-628-3838
Fax: (864) 223-8607

1890 Neely’s Creek Rd.
Rock Hill, SC 29732
Phone: (803) 327-9061
Toll Free: 1-888-286-2078
Fax: (803) 327-9065

7499 Parklane Rd., Suite 164
Columbia, SC 29223
Phone: (803) 741-0826

Toll Free: 1-888-847-0908
Fax: (803) 741-0830

191 Regional Parkway, Building A
Orangeburg, SC 29118

Phone: (803) 536-0122

Toll Free: 1-888-218-4915

Fax: (803) 534-2358
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CLTC REGIONAL OFFICES

Counties
Office Served Contact Information
Area 6A Aiken 2230 Woodside Executive Court
Aiken Satellite  Barnwell Aiken, SC 29803
Office Phone: (803) 641-7680
Toll Free: 1-888-364-3310
Fax: (803) 641-7682
Area 7 Clarendon 30 Wesmark Ct.
Sumter Kershaw Sumter, SC 29150
Lee Phone: (803) 905-1980
Sumter Toll Free: 1-888-761-5991
Fax: (803) 905-1987
Area 8 Chesterfield 201 Dozier Blvd.
Florence Darlington Florence, SC 29501
Dillon Phone: (843) 667-8718
Florence Toll Free: 1-888-798-8995
Marlboro Fax: (843) 667-9354
Area 9 Georgetown 1601 11™ Ave.
Conway Horry Conway, SC 29528
Marion Post Office Box 2150
Williamsburg Conway, SC 29526
Phone: (843) 248-7249
Toll Free: 1-888-539-8796
Fax: (843) 248-3809
Area 10 Berkeley 4130 Faber Place Drive, Suite 303 N.
Charleston Charleston Charleston, SC 29405
Dorchester Phone: (843) 529-0142
Toll Free: 1-888-805-4397
Fax: (843)566-0171
Area 10A Beaufort 10175 South Jacob Smart Blvd.
Ridgeland Colleton Post Office Box 2065
Satellite Office Hampton Ridgeland, SC 29936
Jasper Phone: (843) 726-5353

Toll Free: 1-800-262-3329
Fax: (843) 726-5113
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CLTC REGIONAL OFFICES

Counties
Office Served Contact Information
Area 11 Anderson 3215 Martin Luther King Blvd, Suite H
Anderson Oconee Anderson, SC 29625

Post Office Box 5947
Anderson, SC 29623-5947
Phone: (864) 224-9452
Toll Free: 1-800-713-8003
Fax: (864) 225-0871
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LOCAL
DISABILITIES &
SPECIAL NEEDS
BOARDS AND
SERVICE
ORGANIZATIONS

County Names and Addresses

Abbeville Emerald Center Board for Disabilities and Special Needs
Post Office Box 3004
Greenwood, SC 29648
Phone: (864) 942-8900
Fax: (864) 942-8945
www.schsp.org/emeraldcenter

Other services available in Edgefield, Greenwood,
McCormick, and Saluda Counties.

William H. O’Dell Center Ware Shoals
5 Griffin Dr.

Ware Shoals, SC 29692

Phone: (864) 456-7426

Fax: (864) 456-3593

Aiken Aiken County Board of Disabilities
Post Office Box 698
Aiken, SC 29802
Phone: (803) 642-8800
Fax: (803) 642-8806
Email: Courtney@scescape.net
www.aikenboard.org

Tri-Development Center of Aiken County, Inc.
Post Office Box 698

Aiken, SC 29802

Phone: (803) 642-8800

Fax: (803) 642-8806

www.aikentdc.org
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LocCAL DISABILITIES & SPECIAL NEEDS BOARDS AND SERVICE ORGANIZATIONS

County Names and Addresses
Allendale Allendale/Barnwell Disabilities and Special Needs Board

Post Office Box 556

Barnwell, SC 29812-0556

Phone: (803) 584-5050 (Allendale)
(803) 259-7472 (Barnwell)

Fax: (803) 584-7208 (Allendale)
(803) 259-1351 (Barnwell)

Email: bparker@barnwellsc.com

Anderson Anderson Board of Disabilities and Special Needs
212 McGee Rd.
Anderson, SC 29625
Phone: (864) 260-4515
Fax: (864) 260-5011

Bamberg Bamberg Disabilities and Special Needs Board
Post Office Box 333
Denmark, SC 29042
Phone: (803) 793-5003
Fax: (803) 793-3778
Email: gloriaj_59059@yahoo.com

Barnwell Allendale/Barnwell Disabilities and Special Needs Board
Post Office Box 556
Barnwell, SC 29812-0556
Phone: (803) 584-5050 (Allendale)
(803) 259-7472 (Barnwell)
Fax: (803) 584-7208 (Allendale)
(803) 259-1351 (Barnwell)
Email: bparker@barnwellsc.com

Beaufort Beaufort Disabilities and Special Needs Board
Post Office Box 129
Port Royal, SC 29935
Phone: (843) 525-7680
Fax:  (843) 525-4073

5-10



Community Long-Term Care Provider Manual Manual Updated 01/01/13

SECTION 5 ADMINISTRATIVE SERVICES

LocCAL DISABILITIES & SPECIAL NEEDS BOARDS AND SERVICE ORGANIZATIONS

County Names and Addresses
Berkeley Berkeley Citizens, Inc.

Post Office Drawer 429
Moncks Corner, SC 29461
Phone: (843) 761-0300

Fax: (843) 761-0303

Email: admin@bciservices.org
www.berkeleycitizens.org

Calhoun Calhoun Board of Disabilities and Special Needs
Rte 4, Box 79-B
St. Matthews, SC 29135
Phone: (803) 874-2664
Fax: (803) 874-2660
Email: ljohnson@earthlink.com

Charleston Disabilities Board of Charleston County
995 Morrison Dr.
Charleston, SC 29413
Phone: (843) 805-5800
Fax:  (843) 805-5805
Email: kelliott@dsncc.com

Cherokee Cherokee Disabilities and Special Needs Board
959 East O’Neal St.
Gaffney, SC 29340
Phone: (864) 487-4190
Fax: (864) 489-1384
Email: ccdsnb@aol.com

Cherokee County ARC
Post Office Box 397
Gaffney, SC 29342
Phone: (864) 489-4217

Chester Chester-Lancaster Disabilities and Special Needs Board
Post Office Box 577
Lancaster, SC 29721
Phone: (803) 285-4368
Fax: (803) 286-5571
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LocCAL DISABILITIES & SPECIAL NEEDS BOARDS AND SERVICE ORGANIZATIONS

County Names and Addresses

Chesterfield Chesterfield Disabilities and Special Needs Board
Post Office Drawer 151
Chesterfield, SC 29709
Phone: (843) 623-9016
Fax: (843) 623-3144
Email: CCBDN@infoave.net

Clarendon Clarendon Disabilities and Special Needs Board
Post Office Drawer 40
Manning, SC 29102
Phone: (803) 435-2330
Fax: (803) 435-8523

Colleton Colleton Disabilities and Special Needs Board
Post Office Box 1547
Walterboro, SC 29488
Phone: (843) 549-1732
Fax: (843) 549-2359

Darlington Darlington Disabilities and Special Needs Board
201 N. Damascus Church Rd.
Hartsville, SC 29550
Phone: (843) 332-7252
Fax: (843) 332-3168
Email: tmwitt@earthlink.net

Dillon Marion-Dillon Disabilities and Special Needs Board
Post Office Box 2072
Dillon, SC 29536
Phone: (843) 774-6775 (Dillon)
(843) 423-4484 (Marion)
Fax: (843) 423-4541 (Dillon and Marion)

Dorchester Dorchester Board of Disabilities and Special Needs
Post Office Box 2950
Summerville, SC 29484
Phone: (843) 871-1285
Fax: (843) 871-2929
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LocCAL DISABILITIES & SPECIAL NEEDS BOARDS AND SERVICE ORGANIZATIONS

County Names and Addresses
Edgefield Emerald Center Board for Disabilities and Special Needs

Post Office Box 3004

Greenwood, SC 29648
Phone: (864) 942-8900
Fax: (864) 942-8945

Other services available in Abbeville, Greenwood,
McCormick, and Saluda Counties.

Fairfield Fairfield-Newberry Disabilities and Special Needs Board
Post Office Box 856
Newberry, SC 29108
Phone: (803) 635-1117
Fax: (803) 635 1964
Email: fndsnb@aol.com

Babcock Center, Inc.
Post Office Box 3817
Columbia, SC 29230
Phone: (803) 799-1970
Fax: (803) 799-1238

Bright Start

3202 Millwood Ave
Columbia, SC 29205
Phone: (803) 929-1112
Fax: (803) 929-1418

Florence Florence Disabilities and Special Needs Board
Post Office Box 12810
Florence, SC 29504
Phone: (843) 667-5007 (Florence)
(843) 394-3963 (Lake City)
Fax: (843) 678-8573 (Florence)
Email: hsdavised@yahoo.com

Georgetown Georgetown Disabilities and Special Needs Board
Post Office Box 1471
Georgetown, SC 29442
Phone: (843) 546-8228
Fax: (843) 546-1617
Email: rsg@sccoast.net
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LocCAL DISABILITIES & SPECIAL NEEDS BOARDS AND SERVICE ORGANIZATIONS

County Names and Addresses
Greenville Greenville Disabilities and Special Needs Board

Post Office Box 17467
Greenville, SC 29606-8467
Phone: (864) 288-1907
Fax: (864) 297-4990

Greenville Disabilities and Special Needs Board
Peace Rehabilitation Center

651 S. Main St.

Greenville, SC 29601

Phone: (864) 241-2613

Greenwood Emerald Center Board for Disabilities and Special Needs
Post Office Box 3004
Greenwood, SC 29648
Phone: (864) 942-8900
Fax: (864) 942-8945
Other services available in Abbeville, Edgefield,
McCormick, and Saluda Counties.

Hampton Hampton Disabilities and Special Needs Board
Post Office Box 128
Hampton, SC 29924
Phone: (803) 943-4818
Fax: (803) 943-3322
Email: clalgood@internetx.net

Horry Horry Disabilities and Special Needs Board
250 Victory Ln.
Conway, SC 29526
Phone: (843) 347-3010
Fax: (843) 347-7308
Email: dsn@sccoast.net

Jasper Jasper Disabilities and Special Needs Board
Post Office Box 747
Ridgeland, SC 29936
Phone: (843) 726-4499
Fax: (843) 726-4091
Email: myraz@hargay.com
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LocCAL DISABILITIES & SPECIAL NEEDS BOARDS AND SERVICE ORGANIZATIONS

County Names and Addresses
Kershaw Kershaw Board of Disabilities and Special Needs

Post Office Box 310

Camden, SC 29020-0310

Phone: (803) 432-4841
(888) 246-7718

Fax: (803) 424-2280

Email: kchdsn@camden.net

Babcock Center, Inc.
Post Office Box 3817
Columbia, SC 29230
Phone: (803) 799-1970
Fax: (803) 799-1238

Bright Start

3202 Millwood Ave
Columbia, SC 29205
Phone: (803) 929-1112
Fax: (803) 929-1418

Lancaster Chester-Lancaster Disabilities and Special Needs Board
Post Office Box 577
Lancaster, SC 29721
Phone: (803) 285-4368
Fax: (803) 286-5571

Laurens Laurens Disabilities and Special Needs Board
Post Office Box 986
Laurens, SC 29360-0986
Phone: (864) 682-2314
Fax: (864) 682-2397
Email: vsinclair@lcdsnd.org

Lee Lee Disabilities and Special Needs Board
Post Office Box 468
Bishopville, SC 29010
Phone: (803) 484-9473
Fax: (803) 484-5710
Email: leedsn2@gte.net
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LocCAL DISABILITIES & SPECIAL NEEDS BOARDS AND SERVICE ORGANIZATIONS

County Names and Addresses
Lexington Richland/Lexington Disabilities and Special Needs Board

Post Office Box 3817

Columbia, SC 29230

Phone: (803) 799-1970

Fax: (803) 799-8829

Email: mleitner@rldsn.state.sc.us

Babcock Center, Inc.
Post Office Box 3817
Columbia, SC 29230
Phone: (803) 799-1970
Fax: (803) 799-1238

Bright Start

3202 Millwood Ave
Columbia, SC 29205
Phone: (803) 929-1112
Fax: (803) 929-1418

Lexington County Recreation and Aging Commission
563 South Lake Dr.
Lexington, SC 29072
Phone: (803) 359-0964
Fax: (803) 359-9092 (Administration)
(803) 356-8990 (Aging Division)
Email: Icrac@usit.net

Marion Marion-Dillon Disabilities and Special Needs Board
Post Office Box 2072
Dillon, SC 29536
Phone: (843) 774-6775 (Dillon)
(843) 423-4484 (Marion)
Fax: (843) 423-4541 (Dillon and Marion)

Marlboro Marlboro Disabilities and Special Needs Board
Post Office Box 1212
Bennettsville, SC 29512
Phone: (843) 479-1882
Fax: (843) 479-0655
Email: mcdsnb@flosc.net
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LocCAL DISABILITIES & SPECIAL NEEDS BOARDS AND SERVICE ORGANIZATIONS

County Names and Addresses
McCormick Emerald Center Board for Disabilities and Special Needs

Post Office Box 3004

Greenwood, SC 29648

Phone: (864) 942-8900

Fax: (864) 942-8945
Other services available in Abbeville, Edgefield,
Greenwood, and Saluda Counties.

Newberry Fairfield-Newberry Disabilities and Special Needs Board
Post Office Box 856
Newberry, SC 29108
Phone: (803) 276-0078
Fax: (803) 276-0785
Steps provided by Emerald Center Disabilities and
Special Needs Board.

Oconee Oconee Disabilities and Special Needs Board
116 South Cove Rd.
Seneca, SC 29672
Phone: (864) 885-6055
Fax: (864) 885-6058
Email: ocbd@innova.net

Orangeburg Orangeburg Disabilities and Special Needs Board
Post Office Box 1812
Orangeburg, SC 29116
Phone: (803) 536-1170
Fax: (803) 531-8317
Email: chucknorman@mindspring.com

Pickens Pickens Board Of Disabilities and Special Needs

Post Office Box 1308

Easley, SC 29641

Phone: (864) 859-5416

Fax: (864) 859-1157

Email: ethena@pcbdsn.org
Respite provided by Anderson Disabilities and
Special Needs Boards.
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LocCAL DISABILITIES & SPECIAL NEEDS BOARDS AND SERVICE ORGANIZATIONS

County Names and Addresses
Richland Richland/Lexington Disabilities and Special Needs Board

Post Office Box 3817

Columbia, SC 29230

Phone: (803) 799-1970

Fax: (803) 799-8829

Email: mleitner@rldsn.state.sc.us

Babcock Center, Inc.

Post Office Box 3817
Columbia, SC 29230

Phone: (803) 799-1970

Fax: (803) 799-1238

Email: ghendrix@babcock.org

Bright Start

3202 Millwood Ave.
Columbia, SC 29205
Phone: (803) 929-1112
Fax: (803) 929-1418

Epworth Children’s Home

Post Office Box 50466 2900 Millwood Ave
Columbia, SC 29250

V/Fax: (803) 256-7394

Richland County Recreation Commission
5819 Shakespeare Rd.

Columbia, SC 29223

Phone: (803) 754-7275

Fax: (803) 786-2028

Saluda Emerald Center Board for Disabilities and Special Needs
Post Office Box 3004
Greenwood, SC 29648
Phone: (864) 942-8900
Fax: (864) 942-8945
Other services available in Abbeville, Edgefield,
Greenwood, and McCormick counties.
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LocCAL DISABILITIES & SPECIAL NEEDS BOARDS AND SERVICE ORGANIZATIONS

County Names and Addresses

Spartanburg Spartanburg Disabilities and Special Needs Board
366 N. Church St., Suite 700
Spartanburg, SC 29303
Phone: (864) 596-3574
Fax: (864) 596-3018
Email: jblackwood@co.spartanburg.sc.us

The Charles Lea Center

195 Burdette St.

Spartanburg, SC 29307

Phone: (864) 585-0322

Fax: (864)591-0780

Email: abrumfield@teleplex.net

Sumter Sumter Disabilities and Special Needs Board
Post Office Box 2847
Sumter, SC 29151-2847
Phone: (803) 778-1669
Fax: (803) 775-9184
Email: SCDSNB@FTC--1.net

Union Union Disabilities and Special Needs Board
Post Office Box 903
Union, SC 29379
Phone: (864) 427-7700
Fax: (864) 427-1777

Williamsburg ~ Williamsburg Disabilities and Special Needs Board
61 Greenlee St.
Kingstree, SC 29556
Phone: (843) 355-5481
Fax: (843) 355-5483

York York Disabilities and Special Needs Board
Post Office Box 30
Rock Hill, SC 29731
Phone: (803) 628-5999
Fax: (803) 324-7984
Email: jsmith@ycdbsn.org
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DEPARTMENT OF
HEALTH AND
HUMAN SERVICES
COUNTY OFFICES

County Telephone No. Address

1. Abbeville County (864) 366-5638  Medicaid Eligibility
Abbeville County DHHS
Human Services Building
903 W. Greenwood St.
Abbeville, SC 29620-5678

Post Office Box 130
Abbeville, SC 29620-0130

2. Aiken County (803) 643-1938  Medicaid Eligibility
Aiken County DHHS
1410 Park Ave. S.E.
Aiken, SC 29801-4776

Toll Free: Post Office Box 2748
1-888-866-8852  Aiken, SC 29802 -2748

3. Allendale County (803) 584-8137  Medicaid Eligibility
Allendale County DHHS
521 Barnwell Highway
Allendale, SC 29810

Post Office Box 326
Allendale, SC 29810

4. Anderson County (864) 260-4541  Medicaid Eligibility
Anderson County DHHS
224 McGee Rd.
Anderson, SC 29625

Post Office Box 160
Anderson, SC 29622-0160
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DEPARTMENT OF HEALTH AND HUMAN SERVICES COUNTY OFFICES

County Telephone No. Address

5. Bamberg County (803) 245-3932  Medicaid Eligibility
Bamberg County DHHS
374 Log Branch Rd.
Bamberg, SC 29003

Post Office Box 544
Bamberg, SC 29003

6. Barnwell County (803) 541-3825  Medicaid Eligibility
Barnwell County DHHS
10913 Ellenton Street
Barnwell, SC 29812

Post Office Box 648
Barnwell, SC 29812

7. Beaufort County (843) 255-6095  Medicaid Eligibility
Beaufort County DHHS
1905 Duke St.
Beaufort, SC 29902-4403

Post Office Box 1255
Beaufort, SC 29901-1255

8. Berkeley County (843) 719-1170  Medicaid Eligibility
Berkeley County DSS
2 Belt Dr.
Moncks Corner, SC 29461-2801

Toll Free: Post Office Box 13748
1-800-249-8751  Charleston, SC 29422-3748

9. Calhoun County (803) 874-3384  Medicaid Eligibility
Calhoun County DHHS
2831 Old Belleville Rd.
St. Matthews, SC 29135

Post Office Box 378
St. Matthews, SC 29135

5-22



Community Long-Term Care Provider Manual Manual Updated 01/01/13

SECTION 5 ADMINISTRATIVE SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES COUNTY OFFICES

County Telephone No. Address

10. Charleston County (843) 740-5900  Medicaid Eligibility
Charleston County DHHS
326 Calhoun St.
Charleston, SC 29401-1124

Toll Free: Post Office Box 13748
1-800-249-8751  Charleston, SC 29422-3748
11. Cherokee County (864) 487-2521  Medicaid Eligibility
Cherokee County DHHS

1434 N. Limestone St.
Gaffney, SC 29340-4734

Post Office Box 89
Gaffney, SC 29342

12. Chester County (803) 377-8135  Medicaid Eligibility
Chester County DHHS
115 Reedy St.
Chester, SC 29706-1881

13. Chesterfield County (843) 623-5226  Medicaid Eligibility
Chesterfield County DHHS
201 N. Page St.
Chesterfield, SC 29709 -1201

Post Office Box 855
Chesterfield, SC 29709 - 0855

14. Clarendon County (803) 435-4305  Medicaid Eligibility
Clarendon County DSS
3 S. Church St.
Manning, SC 29102

Post Office Box 788
Manning, SC 29102
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County Telephone No. Address

15. Colleton County (843) 549-1894  Medicaid Eligibility
Colleton County DHHS
Bernard Warshaw Building
215 S. Lemacks St.
Walterboro, SC 29488

Post Office Box 110
Walterboro, SC 29488

16. Darlington County (843) 398-4427  Medicaid Eligibility
Darlington County DHHS
300 Russell St., Room 145
Darlington, SC 29532 -3340

Post Office Box 2077
Darlington, SC 29540 -2077

(843) 332-2289 404 S. Fourth St., Suite 300
Hartsville, SC 29550 - 5718

17. Dillon County (843) 774-2713  Medicaid Eligibility
Dillon County DHHS
1213 Highway 34 W.
Dillon, SC 29536 - 8141

Post Office Box 351
Dillon, SC 29536 - 0351

18. Dorchester County (843) 821-0444  Medicaid Eligibility
Toll Free: Dorchester County DSS
1-800-249-8751 216 Orangeburg Rd
Summerville, SC 29483-8945

Post Office Box 13748
Charleston, SC 29422-3748

19. Edgefield County (803) 637-4040  Medicaid Eligibility
Edgefield County DHHS
120 W. A. Reel Dr.
Edgefield, SC 29824-1607

Post Office Box 386
Edgefield, SC 29824 - 0386
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20. Fairfield County (803) 589-8035  Medicaid Eligibility
Fairfield County DHHS

1136 Kincaid Bridge Rd.
Winnsboro, SC 29180-7116

Post Office Box 1139
Winnsbhoro, SC 29180-5139

21. Florence County (843) 673-1761  Medicaid Eligibility
Florence County DHHS
2685 S. Irby St., Box |
Florence, SC 29505 - 3440

(843) 394-8575 345 S. Ron McNair Blvd
Lake City, SC 29560 -3434

22. Georgetown County (843) 546-5134  Medicaid Eligibility
Georgetown County DSS
330 Dozier St.
Georgetown, SC 29440-3219

Post Office Box 371
Georgetown, SC 29442

23. Greenville County (864) 467-7800  Medicaid Eligibility
Greenville County DSS
301 University Ridge, Suite 6700
Greenville, SC 29601

Post Office Box 100101
Columbia, SC 29202-3101

24. Greenwood County (864) 229-5258  Medicaid Eligibility
Greenwood County DHHS
1118 Phoenix St.
Greenwood, SC 29646-3918

Post Office Box 1016
Greenwood, SC 29648-1016
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25. Hampton County (803) 914-0053  Medicaid Eligibility
Hampton County DHHS
102 Ginn Altman Ave., Suite B
Hampton, SC 29924

Post Office Box 693
Hampton, SC 29924

26. Horry County (843) 381-8260  Medicaid Eligibility
Horry County DHHS
1601 11" Ave., 1% Floor
Conway, SC 29526

Post Office Box 290
Conway, SC 29528

27. Jasper County (843) 726-7747  Medicaid Eligibility
Jasper County DHHS
10908 N. Jacob Smart Blvd.
Ridgeland, SC 29936

Post Office Box 1150
Ridgeland, SC 29936

28. Kershaw County (803) 432-3164  Medicaid Eligibility
Kershaw County DHHS
110 E. DeKalb St.
Camden, SC 29020-4432

Post Office Box 220
Camden, SC 29021-0220

29. Lancaster County (803) 286-8208  Medicaid Eligibility
Lancaster County DHHS
1599 Pageland Highway
Lancaster, SC 29720-2409
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30. Laurens County (864) 833-6109  Medicaid Eligibility
Laurens County DHHS

93 Human Services Rd.
Clinton, SC 29325-7546

Post Office Box 388
Laurens, SC 29360-0388

31. Lee County (803) 484-5376  Medicaid Eligibility
Lee County DHHS
820 Brown St.
Bishopville, SC 29010 -4207

Post Office Box 406
Bishopville, SC 29010 -0406

32. Lexington County (803) 785-2991  Medicaid Eligibility
(803) 785-5050  Lexington County DHHS
605 West Main St.
Lexington, SC 29072-2550

33. McCormick County (864) 465-5221  Medicaid Eligibility
McCormick County DHHS
215 N. Mine St.
McCormick, SC 29835-8363

34. Marion County (843) 423-5417  Medicaid Eligibility
Marion County DHHS
137 Airport Ct., Suite J
Mullins, SC 29574

35. Marlboro County (843) 479-4389  Medicaid Eligibility
Marlboro County DHHS
County Complex
1 Ag St.
Bennettsville, SC 29512 - 4424

Post Office Box 1074
Bennettsville, SC 29512-1074
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36. Newberry County (803) 321-2159  Medicaid Eligibility
Newberry County DHHS
County Human Services Center
2107 Wilson Rd.
Newberry, SC 29108-1603

PO Box 1225
Newberry, SC 29108 - 1225

37. Oconee County (864) 638-4420  Medicaid Eligibility
Oconee DHHS
223 B Kenneth St.
Walhalla, SC 29691

38. Orangeburg County (803) 515-1793  Medicaid Eligibility
Orangeburg County DHHS
2570 Old St. Matthews Rd., N.E.
Orangeburg, SC 29118

Post Office Box 1407
Orangeburg, SC 29116-1407

39. Pickens County (864) 898-5815  Medicaid Eligibility
Pickens County DHHS
212 McDaniel Ave.
Pickens, SC 29671

Post Office Box 160
Pickens, SC 29671-0160

40. Richland County (803) 714-7562  Medicaid Eligibility
(803) 714-7549  Richland County DHHS
3220 Two Notch Rd.
Columbia, SC 29204-2826

41. Saluda County (864) 445-2139  Medicaid Eligibility
Toll Free: Saluda County DHHS
1-800-551-1909 613 Newberry Highway
Saluda, SC 29138-8903

Post Office Box 245
Saluda, SC 29138 - 0245
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42. Spartanburg County (864) 596-2714  Medicaid Eligibility
Spartanburg County DHHS
Pinewood Shopping Center
1000 N. Pine St., Suite 23
Spartanburg, SC 29303

43. Sumter County (803) 774-3447  Medicaid Eligibility
Sumter County DHHS
105 N. Magnolia St., 3rd Floor
Sumter, SC 29150-4941

Post Office Box 2547
Sumter, SC 29151 - 2547

44. Union County (864) 424-0227  Medicaid Eligibility
Union County DHHS
200 S. Mountain St.
Union, SC 29379

Post Office Box 1068
Union, SC 29379

45. Williamsburg (843) 355-5411  Medicaid Eligibility
County Williamsburg County DSS
831 Eastland Ave.
Kingstree, SC 29556

Post Office Box 767
Kingstree, SC 29556

46. York County (803) 366-1900  Medicaid Eligibility
York County DHHS
1890 Neelys Creek Road
Rock Hill, SC 29730

Post Office Box 710
Rock Hill, SC 29731-6710
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FORMS

Number Name Revision Date
DHHS 126 Confidential Complaint 06/2007
DHHS 130 Claim Adjustment Form 130 03/2007
DHHS 205 Medicaid Refunds 01/2008
DHHS 931 Health Insurance Information Referral Form 01/2008

Reasonable Effort Documentation 05/2007
Authorization Agreement for Electronic Funds 03/2011
Transfer
Duplicate Remittance Advice Request Form 10/2012
CMS-1500 Sample Health Insurance Claim Form 08/2005
Sample Edit Correction Form 10/2008
Sample Remittance Advice (three pages) 06/2007
DHHS 175 Community Long Term Care Service Provision 07/1992
Form
MR/RD A-3 SCDDSN MR/RD Waiver — Authorization for 03/2004

Services to Be Billed to Medicaid
Personal Care

MR/RD A-9 SCDDSN MR/RD Waiver — Authorization for 03/2004
Services to Be Billed to Medicaid
Psychological Services

MR/RD A-12 SCDDSN MR/RD Waiver — Authorization for 03/2004
Services to Be Billed to Medicaid
Nursing Services

MR/RD A-13 SCDDSN MR/RD Waiver — Authorization for 03/2004
Services to Be Billed to Medicaid
Private Vehicle Modification
MR/RD A-23 SCDDSN MR/RD Waiver — Authorization for 03/2004
Services to Be Billed to Medicaid
Adult Day Health Care Services
MR/RD A-25 SCDDSN MR/RD Waiver — Authorization for 09/2003
Services to Be Billed to DSN Board
Respite Services

MR/RD A-27 SCDDSN MR/RD Waiver — Authorization for 03/2004
Services to Be Billed to Medicaid
Behavior Support Services
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MR/RD A-28 SCDDSN MR/RD Waiver — Authorization for 08/2001
Services to Be Billed to DSN Board

Residential Habilitation

MR/RD A-31 SCDDSN MR/RD Waiver — Authorization for 07/2001
Services to Be Billed to Medicaid

Audiology Services

MR/RD A-32 SCDDSN MR/RD Waiver — Authorization for 08/2003
ICF/MR (Institutional) Respite Services to Be
Billed to DSN Board

MR/RD 16 SCDDSN MR/RD Waiver 08/2001
Notice of Termination of Service

MR/RD 16 SCDDSN MR/RD Waiver

(reverse) Process for Appealing Decisions

HASCI 12-D SCDDSN HASCI Waiver — Authorization for 02/2004
Medicaid Waiver Nursing Services

HASCI 12-E SCDDSN HASCI Waiver — Authorization for 02/2004
Psychological Services

HASCI 12-F SCDDSN HASCI Waiver — Authorization for 02/2004
PERS Services

HASCI 12-H SCDDSN HASCI Waiver — Authorization for 02/2004

Respite Services




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

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)

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)




I South Carolina Department of Health and Human Services - Claim Adjustment Form 130 I

Prowider Mame: (Please use black or blue ink when completing form)

Prowvider Address ;

Provider City , State, Zip: Total paid amount on the original caim:
COriginal CCN:
Provider 1D MNP
Recipient ID
Adjustment Typs: Originator:
() Void (Void/Replace (JDHHS  (OMccs (OProvider  (JMIVS

Reason For Adjustment: (Fill One Snly )

() Insurance payment different than criginal claim () Medicaid paid twice - void only

() Keying errors () Incorrect provider paid

C' Incorrect recipient billed (_} Incorrect dates of service paid

{_: Voluntary provider refund due to health insurance (] Provider filing error

[-} Voluntary provider refund due to casualty |:‘J Medicare adjusted the claim

C' Voluntary provider refund due to Medicare [:j Other

For Agency Use Only Analyst 1D:

() Hospital/Office Visit included in Surgical Package

() Independent lab should be paid for service () Web Tool error

() Assistant surgeon paid as primary surgeon (") Reference File error

(O Multiple surgery claims submitted for the same DOS () MCCS processing error
() MMIS claims processing error () Claim review by Appeals

() Rate change

Comments

Signature; Date:

Phone;

I DHHS Form 130 Revision date: 03-13-2007 '



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:l I:l I:l I:l I:l

(Six Characters)

OR
s ne AOOOOOOOO0 & 7axenomy IOOOOCCICICIC]
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)

Group Name/Group:
Amount Insurance Paid:

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

¢ Policy #:

d Policyholder:

e

f

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

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

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]

] Medicaid Remittance Advice (required)
O Explanation of Benefits (EOMB) from Insurance Company (if applicable)
O Explanation of Benefits (EOMB) from Medicare (if applicable)

D 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 I1D#: 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 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
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:

| 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 (Please 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 DSavings

| (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 reveoking 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 & BANK VERIFICATION DOCUMENT T0O:

Department of Health and Human Services
Medicaid Provider Enroliment
P.O. BOX 8809, COLUMBIA, S.C. 29202-8809
FAX (803) 870-9022

EFT/Revised 03/11



Purpose: This form is to be used for all requests for duplicate remittance advices from South Carolina
Medicaid. The form must be completed in its entirety in order to honor the request. If the form is incomplete,

South Carolina Department of Health and Human Services
Duplicate Remittance Advice Request Form

the form will be returned requesting the additional information.

Please contact the SCDHHS Provider Service Center (PSC) at 1-888-289-0709 or submit an online inquiry at
http://www.scdhhs.gov/contact-us for instructions on submission of your request.

1.

2.

I understand and acknowledge that a charge is associated with this request and will be deducted

Provider Name:

Medicaid Legacy Provider # (Six Characters)
NPI1# & Taxonomy
Person to Contact: 4. Telephone Number:
Requesting:
[ Complete Remittance [] Remittance Pages [] Edit Correction Pages
Package Only Only

Please list the date(s) of the remittance advice for which you are requesting a duplicate
copy:

Street Address for delivery of request:

Street:
City:
State:

Zip Code:

Charges for a duplicate remittance advice are as follows:

Request Processing Fee - $20.00

Page(s) copied - .20 per page

from my provider's payment by debit adjustment on a future remittance advice.

Authorizing Signature Date

SCDHHS {Revised 10/2012)



—_—h

oD N e W M

HEALTH INSURANCE CLAIM FORM

APPROVED BY MATIONAL UNIFORM CLAIM COMMITTEE DB/0E

[TT e PICA [T 1]

1. MEDICARE  MEDICAID TRICAR CHAMPVA OTHER [ 1a. INSURED'S 1.0, NUMBER {For Program in tem 1)
FES T FLAN — BlcLunG

l:lstn'lcars # |:| (Medlcaid #) D rSpansors SEN) |:| MamberiD#) D (58N or D) (55H) |:| {0y

2. PATIENT'S NAME (Last Narne, First Name, Midds Initial) SEX %, INSURED'S NAME (Last Name, First Narme, Middls Initial)

3. PATIENT'S BIRTH DATE
MM DD | Y

P w1 f[]

5. PATIENT'S ADDRESS (Mo, Strest)

&, PATIENT RELATIONSHIP TO INSURED

Eetfl:l SpouseD CHIdI:l Olhar|:|

7. INSURED'S ADDRESS (Mo, Strest)

CITY STATE |8 PATIENT STATUS
single [ | Mamed[ | omer[ |
ZIP CODE TELEFHOME (Irclude Arsa Cods)
Full-Tirme Part-Tirne,
) Employed D Student Studlent I:l

CITY

STATE

ZIF CODE

TELEPHOME {Include Arsa Code)

()

8. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

10. 15 PATIENT'S CONDITION RELATED TO:

a OTHER INSURED'S POLICY OR GROUP NUMEER

a EMPLOYMENT? (Current or Previcus)

[ no

YES

b. OTHER INSLIRED'S DATE OF BIRTH SEX
MM oo

L Enllin

7
b. AUTO AGGIDENT? PLAGE (Stats)

|:| YES

11, INSURED'S POLICY GROLUP OR FECA NUMBER

& INSURED'S DATE OF BIRTH
MM | DD Y

SEX

i ML L]

b. EMPLOYER'S NAME OR SCHOOL MAME

I
& EMPLOYER'S NAME OR SCHOOL NAME

[we |,
o, OTHER AGCIDENT?

[[Jves [ Jwo

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR FROGRAM NAME

10d. RESERVED FOR LOGAL USE

d 15

THERE AMCTHER HEALTH BENEFIT FLANT

PATIENT AND INSURED INFORMATION ————— | <— CARRIER—»

INGLUDING DEGREES OR CREDENTIALS
{1 certify that the statements on the reverse
apphy to this bil and are mads a part thereaf.)

'—_| YES l Ino ¥ yes, raturn to and complets iter 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORNL. 131, 'RFT "OF  THORIZED PERSON'S SIGNATURE | authorize
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other inforrmation neces sary pe ot adi benefits to the undersigned physician or supplisr for
to procass this claim. | also request payment of govemrment bansfits eithar to rmysalf orto the party who acsspts Tt A ade  he slow
b,
BIGNED DATE A Gl Y
— — L1 L T
14, DATE OF GURRENT: ILLNESS (First symptom) CR 15. IF PAT'"NT HAS HAD SAME LARIL 85 AL E 3LE TG WORK IN CURRENT OCGUPATION
i | b6 | W ‘ INJURY {Accident) OR GIVE. 3TDATE ik BB e | bk W MM DD VY 4
! PREGMANCY(LMP) 1 FR . | i I
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a.] Jr 1.. HOBFITALIZATION DATES RELATED TO GURRENT SBERVICES
L= O N | y_ MMCDD Y MM DD WY
FROM I | TO | I
10, RESERVED FOR LOCAL USE T 20. CUTSIDE LAB? § CHARGES
[Jves (oo | |
21, DIAGNOSIS OR NATL NES® TR slee ams 5 n 24c by Line) 22. MEICAID RESUBMISSION
ORIGINAL REF. NO.
e | N |
Z3. FRIOR AUTHORIZATION NUMBER
2 | , 4 —
24 A DATEIS) OF SERAVI g T. | D. FROCEDURES, BEAVICES, OF SUFFLIES E. F. G, H ] T i3 =
From i FLACE CF| {Escplain Unusual Circumstances) DIAGNOSIS o RENDERING [=]
MM DD ¥Y MM _ DD ¥Y |EERVKCE| EMG | CFTIHCPCS | MCDIFIER FOINTER $ CHARGES URTS | Pent | cuaL FROVIDER ID. # g
=
T O O I A I 3 g
1 1
I | | | I | I MFI o
=
oL N b | W]~ 7T «
1 | | | 1 1 | I L
-
L L | ] | 7T A g
| 1 | 1 1 | | | I 1 | | | | HPI a
| I | | | | | F-— - &
A O N I L L | [ 6
1 1 | 1 1 1 1 | =
<
[ ] |0 L | [w] 77T ]
| | | | 1 | | o
-
| | I I | | | | F-— - =
N O T O N | | [ e
26, FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACGOUNT NO. Z7. ACCEFT ASSIGNMENT? |23, TOTAL CHARGE 28, AMOUNT PAID 30, BALANCE DUE
(For got. claris, 255 back) | | |
(0] [lee oo s K | s |
31, BIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FAGILITY LOGATION INFORMATION 33, BILLING PROVIDER INFO & PH # (

.

SIGNED DATE

|h

MUCC Instruction Manual available at: www.nucc.org

APPROVED OMB-0938-099% FORM CMS-1500 (08-05)



SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

RUN DATE 05/01/2007 000001204
REPORT NUMBER CLM3500

CLAIM CONTROL #9999999999999999A
PAGE 1136 ECF 1136 PAGE 1 OF 1

ANALYST ID HIC - 60 PRAC SPEC - 12 EMC Y
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: PRV ZIP: ADJ CCN:
1 2 3 a4 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 170.1 CLAIM EDITS
NP1: 1234567890
LINE EDITS
01) 102
02)
03)
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 o
RES  ALLOWED LN  DATE OF PLACE PROC  MOD INDIVIDUAL CHARGE PAY UNITS ** APPROVED EDITS *x
NO  SERVICE CODE PROVIDER IND *ox *ox
23 **  REJECTED LINE EDITS  **
.00 1 05/07/02 11 x0210 000 ABC111 250.00 1.000
NPI: 1234567890 TAXONOMY : R R N RN RN A
2 / / ! CLAIMS/LINE PAYMENT INFO 1
NP1 TAXONOMY : ! !
3 / / 1 EDIT PAYMENT DATE !
NP1 - TAXONOMY : R R R I TR R A Y
4 / /
NP1 TAXONOMY :
5 / /
NP1 - TAXONOMY :
6 / 7/
NP1 TAXONOMY :
7 / /
NP1 TAXONOMY :
8 / /
NP1 TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 250.00
01 28 AMT REC*D INS .00
02 29 BALANCE DUE 250.00
03 30 OWN REF # 012345
RESOLUTION DECISION _R_
ADDITIONAL DIAG CODES:
RETURN TO: INSURANCE POLICY INFORMATION

MEDICAID CLAIMS RECEIPT
P. O. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:

ABC COMMUNITY SERVICES
PO BOX 00000
ANYWHERE, SC 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.

# ABC111 ABC COMMUNITY SERVICES PO BOX 000000 FLORENCE SC000000000
.121212121234. Y
PROVIDER ID. PROFESSIONAL SERVICES PAYMENT DATE PAGE

S + DEPT OF HEALTH AND HUMAN SERVICES R — + R
| ABOO08S80000 | REMITTANCE ADVICE | 03/26/2007 | | 1]
. +  SOUTH CAROLINA MEDICAID PROGRAM S + R
o o Fom o o o o e S oo o +
|PROVIDERS| CLAIM | ISERVICE RENDERED| AMOUNT|TITLE 19]S|RECIPIENT |RECIPIENT NAME IM |TLE. 18] COPAY | TITLE |
| OWN REF.|  REFERENCE | | DATE(S) | | BILLED| PAYMENT|T] ID. |FM | O JALLOWED|] AMT | 18
| NUMBER | NUMBER IPY IND|MMDDYY | PROC. | IMEDICAID|S] NUMBER |I 1 LAST NAME | DJCHARGES] | PAYMENT|
o e o —— S o o ot e o — o ——_ o ——_ +
| | | | I | | I 1 | 1| | | |
| ABB222222 | 0406001089000400A | I I | 1192.00] 243.71|P|1112233333|M  CLARK 1 | 0.00] I
I I o1 | [021507  |T1003 | 800.00| 117.71|P] I 1 I | 0.00]
| | 02 | [021507  |X0210 | 392.00| 126.00|P] I 11 I | 0.00]
I I I I I I I 1 I 1 I I I
I I I I | | I 1 I 1 I I I
I [VOID OF ORIGINAL CCN 0404711253670430A PAID 02/28/04 1 I 1 I | I
| ABB222222 | 0406001089000400U | | 1412.00-] 273.71-] |1112233333|M  CLARK 1 I I I
| I 01 | |012107  |T1003 |1112.00-] 143.71-] | I 1 I I I
I I 02 | [012107  |G9012 | 300.00-| 130.00-| | I 1 I I |
I I | | I I 1 I 1 I I I
I IREPLACEMENT OF ORIGINAL CCN 0404711253670430A PAID 02/28/04] | I 1 I I I
|ABB222222]0407701389002500A | | I | 1001.50] 42.75|P|1112233333|M  CLARK 11 | 0.00] I
| | 01 | [012107  |T1003 | 142.50| 42.75|P| I 1 | | 0.00]
| | 02 | 012107 |G9012 | 859.00] 0.00|R}| | 1 | | 0.00]
| | | | | | I 1 | | | | |
| | TOTALS]| I 2] | 2193.50] 286.46] | I 11 | 0.00] 0.00]
I I I I I I I 1 I 1 I I I
| I I I | I I 1 I 1 I I I
o e e e e e e et e B 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 e — +
ERROR CODES LISTED ON THIS T — N — + P = PAYMENT MADE | ABC COMMUNITY SERVICES |
FORM REFER TO: "MEDICAID I $0.00 | | $286.46] R = REJECTED I
PROVIDER MANUAL'. N - + S = IN PROCESS |PO BOX 000000 I

CERTIFIED AMT  MEDICAID TOTAL  E = ENCOUNTER | FLORENCE SC 00000-0000 |
IF YOU STILL HAVE QUESTIONS#----——-——--e- 4 oo R —— - + | |
PHONE THE D.H.H.S. NUMBER | $0.00 | | $0.00 | | 0.00] | | S +
SPECIFIED FOR INQUIRY OF  #-—————mmmmmee 4 oo 4 Ao 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 1D. Fomm + PAYMENT DATE PAGE
Fommm - + DEPT OF HEALTH AND HUMAN SERVICES | CLAIM | e + +o———t
| ABC1110000 | | ADJUSTMENTS | | 0372672007 | | 2]
Fomm - +  SOUTH CAROLINA MEDICAID PROGRAM | | | | +o——t
e — + o ——— +
o ——— Fmm Fmm b ——— R Fmm e ———— Fmm e ———— B s St L o ——— et ———— e +
| 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 JCHECK | ORIGINAL CCN |
| NUMBER | NUMBER | INDJMMDDYY | PROC.| IMEDICAID|S] NUMBER |LAST NAME I 1] D] DATE | |
Fe———————— Fe——— Fe——t———————— Fe————— Fe——————e Fe——————— -t ———————— Fe————————————— F———t——— | ———————————————————————— +
| | (I | | | 11 | (I | |
| I 1 I I | 11 | 1 | I
|ABB222222]0406001089000400U | | | 513.00-] 197.71-] ]|1112233333]|CLARK M | ]022807] 0404711253670430A |
| | 01 | ]012107 | T1003 | 453.00 | 160.71-|P] | | | | |
| | 02 | ]012107 |G9012 | 60.00 | 33.00-|P] | | | | |
| | | | | | 11 | 1 | |
| | TOTALS | 1] | 513.00-] 193.71-] | | | | | |
I I | I I I 11 I [ I I
I I I I I I 11 I [ I I
| | | | | | 11 | 1 | I
I I I I I I 1 I [ I I
I I I I I I I | 1 I I
I I I I I I 11 | (I I I
I I I I I I 1 I [ I I
I I I I I I 1 I [ I I
I I I I I I I | 1 I I
I I I I I I 11 | (I I I
I I I I I I 1 I [ | I
I I I I I I 1 I | I I
I I | I I I 11 I (I I |
I I I I I I 11 I (I I I
| | | | | | 11 | I | |
o ———— o o —— e ——— o ———— o ———— et ——— o et ———— e +
MEDICAID TOTAL CERTIFIED AMT FEDERAL RELIEF TO BE REFUNDED
DEBIT BALANCE Fom o + Fo o R + IN THE FUTURE
PRIOR TO THIS | $243.71] | 0.00] | | 0.00] o +
REMITTANCE Fomm - + Fomm - + e + | 0.00]
L - + [ S —— +
| 0.00] ADJUSTMENTS MAXIMUS AMT
R e et + Fomm - + Fomm - + PROVIDER NAME AND ADDRESS
| $193.71-] | | Fom +
YOUR CURRENT Fommm - + Fomm - + | ABC COMMUNITY SERVICES |
DEBIT BALANCE CHECK TOTAL CHECK NUMBER | |
Fom - + Fom + e + |PO BOX 000000 |
| 0.00 | | $50.00] | 4197304] | FLORENCE SC 00000-0000 |
e ——_—— + o ——_— + o ————— + e +



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 1ID. Fom + PAYMENT DATE PAGE
Fomm - + DEPT OF HEALTH AND HUMAN SERVICES | | R + +o———t
| ABC1110000 | | ADJUSTMENTS | | 0372672007 | | 31
Fom - +  SOUTH CAROLINA MEDICAID PROGRAM | | | | +o———t
e — + o ——— +
e ———— e — e ——_—— o ———— e ———— o — R e ———— e ———— o ———— e ———— +
| PROVIDERS] CLAIM | SERVICE |PROC / DRUG]RECIPIENT |RECIPIENT NAMEJORIG. | ORIGINAL] |DEBIT / | EXCESS|
| OWN REF.] REFERENCE | DATE(S) | 1D. | F M JCHECK | PAYMENT] ACTION |CREDIT |
| NUMBER | NUMBER | MMDDYY | CODE | NUMBER |LAST NAME I 1 |DATE | | | AMOUNT | REFUND]
e ————— e Fmm e ——— Fom e ———— e ——————— e — R e ——————— B o ———_— R +
| | | | | | | | | | | |
|TPL 2 ] 0408600003700000U| - | | | | | |DEBIT | -2389.05] |
I I I I I I I I I I I
|TPL 4 ] 0408600004700000U| - | | | | | |DEBIT | -1949.90] |
I I I I I I I I I I I I
|TPL 5 ] 0408600005700000U| - | | | | | |DEBIT | -477.25] |
I I I I I I I I | I I I
|TPL 6 ] 0408600006700000U| - | | | | | |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 I I I I I I I | I I I
I I I I I I I I I I I |
I I I I I I I I I I I I
I I I I I I I I I I I I
I I I I I I I I I I I I
I I I I I I I I I I I I
I I I I I I I I I I I I
I I I I I I I I I I I I
| | | | | | | | PAGE TOTAL: | 5293.45] 0.00]
Fom e ——_—— e — o — — Fom e —_—— Fom e ——_—— M [ ST —— Fom e ——_—— - Fem e ——_—— Fom e — Fom e ——_—— +
MEDICAID TOTAL CERTIFIED AMT FEDERAL RELIEF TO BE REFUNDED
DEBIT BALANCE Fomm - + Fomm - + e + IN THE FUTURE
PRIOR TO THIS | 0.00] | 0.00] | 0.00] R +
REMITTANCE R e T e + Fom - + o + | 0.00]
- + [ S +
| 0.00] ADJUSTMENTS MAXIMUS AMT
Fommm - + Fommm - + Fomm - + PROVIDER NAME AND ADDRESS
| 0.00] | 0.00] B +
YOUR CURRENT Fom o + Fom o + | ABC COMMUNITY SERVICES |
DEBIT BALANCE CHECK TOTAL CHECK NUMBER | PO BOX 000000 |
Fom - + Fom - + tom———— + | FLORENCE SC 00000-0000 |
| 5293.45] | 0.00] | | | |
Fmmm + Fmm + Fmm e ————— + - +



Community Long Term Care
Service Provision Form

PROVIDER: VERIFY TYPE OF AUTHORIZATION:
MEDICAID ELIGIBILITY MONTHLY New

From:

AUTHORIZATION IS HEREBY GIVEN TO PROVIDE THE FOLLOWING SERVICE(S)
UNDER YOUR CONTRACT WITH THE STATE DEPARTMENT OF HEALTH AND
HUMAN SERVICES FOR THE PROVISION THEREOF.

CLTC PROCEDURE

Service(s) Authorized: - o CODE:
Authorized Start Date: Authorized End Date:
- ~ (if applicable) -
Comments:
Total Units Authorized: Sun Mon Tue Wed Thur Fri Sat Unit Cost: $
CLIENT INFORMATION
NAME | BIRTHDATE | SEX
| ADDRESS
CLTC CLIENTNO. i SOCIAL SEC NO. I MEDICAID NO. ELIGIBILITY TYPE !
| | - | |
PRIMARY PHONE SECONDARY PHONE THIRD PHONE |
- i
RESPONSIBLE PARTY
NAME | ADDRESS )
| RELATIONSHIP ' HOME TELEPHONE | WORK TELEPHONE
| . |
Physician:

Directions to client's home:

Case Manager's Signature: - Date: -

Sent: Date: Initials: . PROVIDER [ BILLING CLERK — FILE

SCDHHS FORM 175 JUL 92



S.C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR SERVICES
TOBEBILLED TO MEDICAID

TO:

RE:

Recipient’s Name / Date of Birth

Address

Medicaid# [ [ [ [ [ [ [ [ [ [ [

You are hereby authorized to provide the following service(s) to the person named above. Only the
number of units rendered may be billed. Please note: This nullifies any previous authorization to this
provider for this service(s).

Prior Authorization # / / / / / / / / /

Personal Care Services (T1020) — Attach MR/RD Form 10

™ Personal Care | (PC ) S5130
[~ Personal Care Il (PC I1) T1019

Number of Units Per Week to be Provided: (one unit = 15 minutes)
Start Date:
Service coordinator/early interventionist: Name / Address / Phone # (Please Print):
Signature of Person Authorizing Services Date

MR/RD Form A-3 (3/04)



S.C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR SERVICES
TOBEBILLED TO MEDICAID

TO:

RE:

Recipient’s Name / Date of Birth

Address

Medicaid# [ [ [ [ [ [ [ [ [ [ [

You are hereby authorized to provide the following service(s) to the person named above. Only the
number of units rendered may be billed. Please note: This nullifies any previous authorization to this
provider for this service(s).

Prior Authorization # / / / / / / / / /

PSYCHOLOGICAL SERVICES (H0046):

Assessment: Number of Units (one unit = 30 minutes)
Counseling/Therapy: Start Date:

Number of Units (one unit = 30 minutes)

Frequency:

** NO MORE THAN 8 HOURS/16 UNITS PER DAY MAY BE AUTHORIZED **

Service coordinator/early interventionist: Name / Address / Phone # (Please Print):

Signature of Person Authorizing Services Date

MR/RD Form A-9 (3/04)



S.C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR SERVICES
TOBEBILLED TO MEDICAID

TO:

RE:

Recipient’s Name / Date of Birth

Address

Medicaid# [ [ [ [ [ [ [ [ [ [ [

NOTE: The provider is responsible for pursuing all other resources prior to accessing Medicaid.
State Plan Medicaid resources must be exhausted before accessing MR/RD Waiver. Our
information indicates this person has:

[~ Medicaid Only ™ 3rd Party liability [~ Medicare

You are hereby authorized to provide the following service(s) to the person named above. Only the

number of units rendered may be billed. Please note: This nullifies any previous authorization to this
provider for this service(s).

Prior Authorization # / / / / / / / / /

Nursing Services:

Total Number of Units Per Week to be Provided: (one unit = 60 minutes)
[ LPN Hours/Week (59124) _

[~ RN Hours/Week (S9123) B

Start Date:
Service coordinator/early interventionist: Name / Address / Phone # (Please Print):
Signature of Person Authorizing Services Date

MR/RD Form A-12 (3/04)



S.C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR SERVICES
TOBEBILLED TO MEDICAID

TO:

RE:

Recipient’s Name / Date of Birth

Address

Medicaid# [ [ [ [ [ [ [ [ [ [ [

You are hereby authorized to provide the following service(s) to the person named above. Only the
number of units rendered may be billed. Please note: This nullifies any previous authorization to this
provider for this service(s).

Prior Authorization # / / / / / / / / /

Private Vehicle Modification (X9322):

General Description:

Cost:
(Attach a copy of the bid)

Service coordinator/early interventionist: Name / Address / Phone # (Please Print):

Signature of Person Authorizing Services Date

MR/RD Form A-13 (3/04)



S.C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR SERVICES
TOBEBILLED TO MEDICAID

TO:

RE:

Recipient’s Name / Date of Birth

Address

Medicaid# [ [ [ [ [ [ [ [ [ [ [

You are hereby authorized to provide the following service(s) to the person named above. Only the
number of units rendered may be billed. Please note: This nullifies any previous authorization to this
provider for this service(s).

Prior Authorization # / / / / / / / / /

Adult Day Health Care Services (X6987)
Number of Units Per Week: one unit = 1 (5 hour) day

Start Date:

OR

The above named recipient cannot tolerate 5 hour day. Therefore you are authorized to provide:

Number of Units Per Week: (one unit = hours per day)
Start Date:

Service coordinator: Name / Address / Phone # (Please Print):

Signature of Person Authorizing Services Date

MR/RD Form A-23 (3/04)



S.C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR SERVICES
TO BEBILLED TO DSN BOARD

TO:

RE:

Recipient’s Name / Date of Birth

Address

Medicaid# [ [ [ [ [ [ [ [ [ [ [

You are hereby authorized to provide the following service(s) to the person named above. Only the
number of units rendered may be billed. Please note: This nullifies any previous authorization to this
provider for this service(s).

Respite Services

Hourly Respite
Number of Units Per Week: (one unit = 1 hour of service)

Daily Respite:
Number of Units Per

(one unit = 1 respite period of more than 8 consecutive hours)

REMIT BILL TO (Please print):

Signature of Person Authorizing Services Date

MR/RD Form A-25 (9/03)



S.C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR SERVICES
TOBEBILLED TO MEDICAID

TO:

RE:

Recipient’s Name / Date of Birth

Address

Medicaid# [ [ [ [ [ [ [ [ [ [ [

You are hereby authorized to provide the following service(s) to the person named above. Only the
number of units rendered may be billed. Please note: This nullifies any previous authorization to this
provider for this service(s).

Prior Authorization # / / / / / / / / /

BEHAVIOR SUPPORT SERVICES (H0045)
Assessment: Number of Units (one unit = 30 minutes)
Number of Units (one unit = 30 minutes)

Frequency:
Start Date:

** NO MORE THAN 8 HOURS/16 UNITS PER DAY MAY BE AUTHORIZED**

Service coordinator/early interventionist: Name / Address / Phone # (Please Print):

Signature of Person Authorizing Services Date

MR/RD Form A-27 (3/04)



S.C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR SERVICES
TO BEBILLED TO DSN BOARD

TO:

RE:

Recipient’s Name / Date of Birth

Address

Medicaid# [ [ [ [ [ [ [ [ [ [ [

You are hereby authorized to provide the following service(s) to the person named above. Only the
number of units rendered may be billed. Please note: This nullifies any previous authorization to this
provider for this service(s).

Residential Habilitation

Hourly:
Number of Units Per Week:

(one unit = 1 hour of service provided to someone in an SLP | setting)

Daily:
Number of Units Per Year:
(one unit = 1 night (present at midnight) ina CTH I, CTH Il, CRCF or SLP I1)

REMIT BILL TO (Please print):

Signature of Person Authorizing Services Date

MR/RD Form A-28 (8/01)



S. C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR SERVICES
TO BE BILLED TO MEDICAID

TO:

Recipient’s Name ! Date of Birth

Address

Medicaid # / / / / / ! / / / / /

You are hereby authorized to provide the following service(s) to the person named above. Only the
number of units rendered may be billed. Please note: This nullifies any previous authorization to this
provider for this service(s).

Prior Authorization # / / / / / / / /

Audiology Services:

Hearing Aid Evaluation: $49.00
Hearing Aid Orientation: $24.00
Hearing Aid Analysis: $10.50
Hearing Aid Re-Check: $16.00
Conduction Test: $8.50
Impedance Test: $10.25
Hearing Consultation: $13.00

RERRRE

Service coordinator/early interventionist: Name / Address / Phone # (Please Print):

Signature of Person Authorizing Services Date

MR/RD Form A-31 (7/01)



S.C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR ICF/MR (INSTITUTIONAL) RESPITE SERVICES
TO BEBILLED TO DSN BOARD

| Center-Based Respite I Community ICF/MR
[ Coastal Center

[ Midlands Center Name of facility
[ Pee Dee Center
[ Saleeby Center
| Whitten Center

TO:
For Center Based: Claims and Collections (See Attached)
For Community ICF/MR: Board/Provider Finance Director
Address

RE:

Recipient’s Name / Date of Birth

Medicaid# [ [ [ [ [ [ [ [ [ [ [

Social Security# /[ [ [ [ [/ [ [ [ | | [

You are hereby authorized to provide institutional respite to the consumer named above. The consumer
cannot be admitted to the ICF/MR (DHHS 181 completed) without first notifying the Service
Coordinator (noted below) and verifying that the consumer has been disenrolled from the MR/RD
Waiver. Please note: This nullifies any previous authorization to this provider for this service.

Institutional Respite

[ Number of Units _ ___(one unit = number of nights spent in the ICF/MR)
Start Date:

Service Coordinator:

Board/Provider:

Address:

Phone Number (with extension when appropriate):

Signature of Person Authorizing Services Date

MR/RD Form A-32 (8/03)



S.C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER-NOTICE OF TERMINATION OF SERVICE

DATE FORM IS COMPLETED:

PROVIDER:
RE: / /
Recipient’s Name Date of Birth
Medicaid #
1 2 3 4 5 6 7 8 9 10

YOU ARE HEREBY NOTIFIED TO TERMINATE THE PROVISION OF THE FOLLOWING
SERVICE TO THE PERSON NAMED ABOVE. ONLY THE NUMBER OF UNITS RENDERED
PRIOR TO OR ON THE EFFECTIVE DATE OF / / MAY BE BILLED.

For SC/EI: the effective date is 10 calendar days from the date the form is completed with the exception of death, loss of Medicaid, or
admission to an ICF/MR or NF. This allows the consumer 10 days notice prior to termination of service.

r Respite Care
[T Adult Day Health Care [~ Envionmental Modifications

[T Assistive Technology:

™ Personal Care Services [~ CheckBox14
™ Medicaid Waiver Nursing Services [T checkBox15
™ Habilitation (specify) [~ CheckBox22
[ Residential habilitation r Physical Therapy Services
™ Day Habilititation [~ CheckBox17
™ Prevocational services [~ CheckBox18
r Supportive Employment services [~ CheckBox19
[~ Prescribed Drugs [~ CheckBox20
™ Adult Dental Services [™ Private Vechicle Modifications
Reason:
[ Change in need no longer justifies original request ™ Medical Condition has improvided
™ Change in ICF/MR Level of Care ™ No longer meets ICF/MR Level of Care
r Change in provider availability [~ Medicaid ineligible
™ CheckBox28 [ consumer moved out of state
[ checkBox30 Hospital/Nursing home stay exceeded more than 30

consecutive calendar days
™ Death (do not send a copy to the family

Comments (required for all reasons:

Service Coordinator/Early Interventionist:

DSN Board/Provider: Phone:

Address:

Signature: Date: / /
Original: Provider Copy: Consumer/Legal Guardian and File

MR/RD Form 16 (08/01)



SCDDSN RECONSIDERATION PROCESS AND SCDHHS MEDICAID APPEALS
PROCESS

The SC Department of Disabilities and Special Needs (SCDDSN) is responsible for the day-to-day
operations of the Mental Retardation/Related Disabilities (MR/RD) Waiver and the Head and
Spinal Cord Injury (HASCI) Waiver. A request for reconsideration of an adverse decision must be
sent in writing to the State Director at SCDDSN, P. O. Box 4706, Columbia, SC 29240. The
SCDDSN reconsideration process must be completed in its entirety before seeking an appeal
from the South Carolina Department of Health and Human Services (SCDHHS).

A formal request for a reconsideration must be made in writing within thirty (30) calendar days of
receipt of written notification of the adverse decision. The request must state the basis of the
complaint, previous efforts to resolve the complaint and the relief sought. The reconsideration
request must be dated and signed by the consumer, representative, or person assisting the
consumer in filing the request. If necessary, staff will assist the consumer in filing a written
reconsideration.

Note: In order for waiver benefits/services to continue during the reconsideration/appeal process,
the consumer/representative’s request for reconsideration must be submitted within ten (10)
calendar days of the written notification of the adverse decision. If the adverse action is upheld,
the consumer/representative may be required to repay waiver benefits received during the
reconsideration/appeal process.

The State Director or his designee shall issue a written decision within ten (10) working days of
receipt of the written reconsideration request and shall communicate this decision to the
consumer/representative. If the State Director upholds the original adverse action/decision, the
reason(s) shall be specifically identified in the written decision.

If the consumer/representative fully completes the above reconsideration process and is
dissatisfied with the results, the consumer/representative has the right to request an appeal with
the SCDHHS. The purpose of an administrative appeal is to prove error in fact or law. The
consumer/representative must submit a written request to the following address no later than thirty
(30) calendar days from the receipt of the SCDDSN written reconsideration decision:

Division of Appeals and Hearings
SC Department of Health and Human Services
PO Box 8206
Columbia, SC 29202-8206

The consumer/representative must attach a copy of the written reconsideration decision received
from the SCDDSN regarding the specific matter on appeal. In the appeal request the
consumer/representative  must clearly state with specificity, which issue(s) the
consumer/representative wishes to appeal.

Unless the request is made to the above address within thirty (30) calendar days of the receipt of
the SCDDSN written reconsideration decision, the SCDDSN decision will be final and binding. An
appeal request is considered filed at the above address if postmarked by the thirtieth (30™)
calendar day following receipt of the SCDDSN written reconsideration decision. The
consumer/representative shall be advised by the SCDHHS Division of Appeals and Hearings as to
the status of the appeal request.



South Carolina Department of Disabilities and Special Needs
Head and Spinal Cord Injury Waiver
Authorization for Medicaid Waiver Nursing Services

Medicaid #:
1 2 3 E: D [ K B ] 10
Referred To:
Individuals Name Address
Date of Birth Ciltl’State!Zip
Prior Authorization Number: Billing should be submitted to: |:| DHHS [_]DSN Board

You are hereby authorized to provide:
Medicaid Waiver Nursing Services: [ _JLPN (S9124) [ |RN (S9123)
Start Date:

Authorized Total: Units per

Only the number of units rendered may be bilied,
Please note: This nullifies any previous authorization o this provider for Medicaid Waiver Nursing Services.

The service is authorized for the individual named above. Only medical services may be billed to the Waiver under
Medicaid Waiver Nursing Services and documentation must be provided for any services rendered. The services must be
specifically for the Waiver participant and must be medically necessary, as indicated by the individual's physician.

The fellowing services are requested:

Commentis:

PLEASE PRINT

DSN Board Name: Svc. Coord.:
Address:
Phone: ( ) - ext.

Signature: Date:

HASCI Form 12-D (Revised 02/04}



South Carolina Department of Disabilities and Special Needs
Head and Spinal Cord Injury Waiver
Authorization for Psychological Services

Medicaid #:
T 4 k<] 4 |51 [ v 8 2] 10
Referred To:
Individuals Name Address
Date of Birth City/State/Zip

Prior Authorization Number:

1 2 3 4 5 [ 7
Billing should be submitted to: || DHHS [ ] DSN Board

You are hereby authorized to provide:

Psychological Services

[[] Psychological Assessment (H@223) [] Family/Individual Tharapy - LISW (H@@23}
[] Cognitive Rehabilitation Therapy (H@@23) [ Family/Individual Therapy - BA/MH Practitioner (H&@23)
d Drug and Alcchol Abuse Counseling (T1307) ] Psychiafric Services (H@@23)

[] Family/Individual Therapy - Psychologist (H@@23) [] Neuropsychological Assessment (G@114)

Start Date:

Authorized Total: Units per

Only the number of units rendered may be billed.
Flease note: This nuliifies any previous authorization to this provider for psychelogical services..

Comments:

DSN Board Name: Sve. Coord.:

Address:

Phone: ) - ext.

Signature: Date:

HASCE Form 12-E (Revised 02/04)



South Carolina Department of Disabilities and Special Needs
Head and Spinal Cord Injury Waiver
Authorization for PERS Services

Medicaid #:
1 2 3 4 5 [:] 7 8 g 10
Referred To:
Individuals Name Address
Date of Birth City/State/Zip

Prior Authorization Number:

T 2 3 4 5 6 7
Billing should be submitted to: ~ [_] DHHS [] oSN Board
You are hereby authorized to provide:

[ ] PERS Services
[_IPERS Installation (S5160) Start Date:

[_IPERS Monitoring (S5161) Start Date:

Only the number of units rendered may be billed.
Please note: This nullifies any previous authorization to this provider for PERS Services.

PLEASE PRINT

DSN Board Name: Sve. Coord.:

Address:

Phone: ( ) - ext.

Signature: Date:

HASCI Form 12-F (Revised 02/04)



South Carolina Department of Disabilities and Special Needs
Head and Spinal Cord Injury Waiver
Authorization for Respite Services

Medicaid #:
1 2 e 4 5 ] 7 | ) 0
Referred To:
Individuals Name Address
Date of Birth City/State/Zip
Prior Authorization Number: Billing should be submitted to: |:|DHHS [:l DSN Board

1 2 3 4 5 6 7

You are hereby authorized to provide:

Respite Services:
Services will be provided in the following location:
[] individual’s Home 1 Hourly (X7028) L] paily (X7027)
[ caregiver’s Home (must be licensed by DDSN) [1Hourly (x7028) [ | Daily (X7027)
[ Licensed Respite Care Facility (X70027)
1 ICFMR (HOQ45)
[] Nursing Facility (HG045)
(] Hospital (HOG45)
[] CRCF (T1020)

Start Date:

Authorized Total: Units per

Only the namber of units rendered may be billed.
Please notre: This nullifies any previous authorization to this provider for respite services..

Comments:

PLEASE PRINT

DSN Board Name: Sve. Coord.;
Address:

Phone: ¢ ) - ext.

Signature: Date:

HASCI Form 12-H (Revised 02/04)



South Carolina Healthy Connections (Medicaid)

01/01/13

APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

CHANGE LOG
Date Page el Description Change
9 Code P 9
01-01-13 48 772 Anesthesia units not in min/max range Deleted
48 775 Early delivery < 39 weeks not medically *New>*
necessary
68 946 Unable to crosswalk to legacy provider number Updated resolution




South Carolina Healthy Connections (Medicaid)

01/01/13

APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

OF SERV INCONSISTENT

precedes the date of
service.

el Description CARC RARC Resolution
Code

007 PAT DAILY INCOME RATE | 45 — Charge exceeds fee Patient's daily recurring income is greater than the nursing facility's

MORE THAN HOME RATE schedule/maximum daily rate. Verify that you have provided the correct information.
allowable or contracted/
legislated fee
arrangement.

050 DATE OF BIRTH/ DATE 14 — The date of birth M52 — Incomplete/invalid “from” CMS-1500 CLAIM: Verify that the Medicaid ID# in field 2, date of
OF SERV. follows the date of date(s) of service. birth in field 11, and date of service in field 15 were billed correctly. If
INCONSISTENT service. incorrect, make the appropriate correction. If the date of birth in field

11 is correct according to your records, contact the local county
Medicaid office to update the system. After the system has been
updated, submit a new claim.

UB CLAIM: Verify that the Medicaid ID# in field 60, date of birth in
field 10, and date of service in field 6 were billed correctly. If incorrect,
make the appropriate correction. If the date of birth in field 10 is
correct according to your records, contact the local county Medicaid
office to update the system. After the system has been updated,
submit a new claim.

051 DATE OF DEATH/ DATE 13 — The date of death M59 — Incomplete/ invalid “to” CMS-1500 CLAIM: Verify that the correct Medicaid ID# in field 2 and

date(s) of service.

date of service in field 15 were billed. If incorrect, make the
appropriate correction. If correct, contact the local county Medicaid
office to see if there is an error with the patient’s date of death. After
the system has been updated, submit a new claim.

UB CLAIM: Verify that the correct Medicaid ID# in field 60 and date
of service in field 6 were billed. If incorrect, make the appropriate
correction. If correct, contact the local county Medicaid office to see if
there is an error with the patient’s date of death. After the system has
been updated, submit a new claim.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-1

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.



http://www.scdhhs.gov/contact-us
http://www.scdhhs.gov/contact-us

South Carolina Healthy Connections (Medicaid)

01/01/13

APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

Sl Description CARC RARC Resolution
Code
052 DMR WAIVER CLM FOR Al — Claim/service N30 — Recipient ineligible for this The claim was submitted with a MR/RD waiver-specific procedure
NON DMR WAIVER RECIP | denied. service. code, but the recipient was not a participant in the MR/RD waiver.
Check for error in using the incorrect procedure code. If the procedure
code is incorrect, strike through the incorrect code and write the
correct code above it. Check for correct recipient Medicaid number If
the recipient's Medicaid number is incorrect, strike through the
incorrect number and enter the correct Medicaid number above it,
attach the MR/RD waiver referral form to the ECF and resubmit.
If the recipient Medicaid number is correct, the procedure code is
correct, and a MR/RD waiver form has been obtained, contact the
service coordinator listed at the bottom of the waiver form. After the
system has been updated, submit a new claim.
053 NON DMR WAIVER CLM Al — Claim/service N34 — Incorrect claim for this Verify that you have billed the correct Medicaid number, procedure
FOR DMR WAIVER RECIP | denied. service. code, and that this client is in the MR/RD waiver. If you have not billed
either the correct Medicaid number or procedure code, or the client is
not in the MR/RD waiver, re-bill the claim with the correct information.
055 MEDICARE B ONLY 16 — Claim/service lacks | MAO4 — Secondary payment Submit a claim to Medicare Part A.
SUFFIX WITH A information which is cannot be considered without the
COVERAGE needed for adjudication. identity of or payment information
from the primary payer. The
information was either not
reported or was illegible.
056 MEDICARE B ONLY 16 — Claim/service lacks | M56 — Incomplete/invalid provider | Enter Medicare carrier code 620, Part A - Mutual of Omaha carrier
SUFFIX/NO A COV/NO information which is payer identification. code 635, or Part B - Mutual of Omaha carrier code 636 in field 50 A
620 needed for adjudication. through C line. Enter the Medicare Part B payment in field 54 A
through C. Enter the Medicare ID number in field 60 A through C. The
carrier code, payment, and ID number should be entered on the same
lettered line, A, B, or C.
057 MEDICARE B ONLY 107 — Claim/service Enter Medicare carrier code 620, Part A - Mutual of Omaha carrier
SUFFIX/NO A COV/NO $ denied because the code 635, or Part B - Mutual of Omaha carrier code 636 in field 54 A
related or qualifying through C line which corresponds with the line on which you entered
claim/service was not the Medicare carrier code field 50 A through C.
paid or identified on the
claim.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-2

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.



http://www.scdhhs.gov/contact-us
http://www.scdhhs.gov/contact-us

South Carolina Healthy Connections (Medicaid)

01/01/13

APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution

Code

058 RECIP NOT ELIG FOR Al — Claim/service N30 — Recipient ineligible for this The edit cannot be manually corrected. The provider needs to submit
MED. COMPLEX denied. service. billing through the Care Call System. Discard the ECF.

CHILDREN’S WAIVER
SVCS

059 MED. COMPLEX 15- The authorization M62 — Incomplete/invalid The edit cannot be manually corrected. The provider needs to submit
CHILDREN’S WAIVER number is missing, treatment authorization code. billing through the Care Call System. Contact recipient’s PCP to obtain
RECIP SVCS REQUIRE PA | invalid, or does not authorization for this service. Discard the ECF.

apply to the billed
services or provider.

060 MED.COMPLEX 16 — Claim/service lacks | N34 — Incorrect claim for this The edit cannot be manually corrected. The provider needs to submit
CHILDREN’S WAIVER, information which is service. billing through the Care Call System. Discard the ECF.

CLAIM TYPE NOT needed for adjudication.
ALLOWED

061 INMATE RECIP ELIG FOR | Al — Claim/service N30 — Recipient ineligible for this Check DOS on ECF. If DOS is prior to 07/01/04 and service was not

EMER INST SVC ONLY denied. service. directly related to emergency institutional services, service is non-
covered.
UB CLAIM: Only inpatient claims will be reimbursed.

062 HEALTHY CONNECTIONS | 24 — Payment for This recipient is in the Healthy Connections Kids (HCK) Program and
KIDS (HCK) - charges adjusted. enrolled with an HMO. These services are covered by the HMO. Bill
RECIPIENT in HMO Plan/ Charges are covered the HMO and discard the edit correction form.

Service Covered by HMO | under a capitation
agreement/managed
care plan.

065 PHYSICIAN ASST 185 — Rendering N30 — Recipient ineligible for this The service is non-covered for the rendering provider and/or recipient
SRVC/RECIPIENT NOT provider is not eligible to | service and will not be considered for payment.

QMB/CLAIM NOT perform the service
CROSSOVER billed.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-3

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.



http://www.scdhhs.gov/contact-us
http://www.scdhhs.gov/contact-us

South Carolina Healthy Connections (Medicaid)

01/01/13

APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code
079 PRIVATE REHAB UNITS B5 — Coverage/program If the number of units is incorrect, mark through the existing number
EXCEEDED guidelines were not met and enter the correct number. If the number of units is correct, check
or were exceeded. the procedure code to be sure it is correct. Change the procedure code
if it is incorrect. Make the appropriate correction to the ECF and
resubmit. If the ECF cannot be corrected, submit a new claim with the
corrected information.
For review and consideration for payment, attach appropriate clinical
documentation to the ECF supporting the service(s) billed and
resubmit.

080 SERVICES NON- 6 — The procedure/ N129 — Not eligible due to the These services are non-covered for South Carolina Medicaid Eligible
COVERED FOR revenue code is patient’s age. recipients over the age of 21.

RECIPIENTS OVER 21 inconsistent with the
YEARS OF AGE patient’s age.

101 INTERIM BILL 135 — Claim denied. Verify the bill type in field 4 and the discharge status in field 17.
Interim bills cannot be Medicaid does not process interim bills. Please do not file a claim until
processed. the recipient is discharged from acute care.

102 INVALID DIAGNOSIS/ 16 — Claim/service lacks | M67 — Incomplete/invalid other Check the most current edition of the ICD for the correct code. This

PROCEDURE CODE information which is procedure code(s) and/or date(s). | could be either a diagnosis or a surgical procedure code. If the code on
needed for adjudication. your ECF is incorrect, mark through the code, write in the correct
code, and resubmit.

103 SEX/DIAGNOSIS/ 7 — The procedure/ Verify the recipient's Medicaid ID number. Make the appropriate
PROCEDURE revenue code is correction if applicable. Compare the sex on your records with the sex
INCONSISTENT inconsistent with the listed on the first line of the body of your ECF. If there is a

patient's gender. discrepancy, contact the county Medicaid office and ask them to
correct sex on file for this recipient and update the system. After the
county Medicaid office has made the correction and updated the
system, submit a new claim.
If the sex is the same on your file and the ECF, check the current ICD
for codes which are sex-specific. Verify that this is the correct code.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-4

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.



http://www.scdhhs.gov/contact-us
http://www.scdhhs.gov/contact-us

South Carolina Healthy Connections (Medicaid)

01/01/13

APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

Edit
Code

Description

CARC

RARC

Resolution

104

AGE/DIAGNOSIS/
PROCEDURE
INCONSISTENT

6 — The procedure/
revenue code is
inconsistent with
patient’s age.

Verify the recipient's Medicaid ID number. Make the appropriate
correction, if applicable. Compare the date of birth on your records
with the date of birth listed on the first line of the body of your ECF. If
there is a discrepancy, contact the county Medicaid office and ask
them to correct the date of birth on file for this recipient and update
the system. After the county Medicaid office has made the correction
and updated the system, submit a new claim.

If the date of birth is the same on your file and the ECF, check the
current ICD for codes that are age-specific. Verify that this is the
correct code.

105

PRINCIPAL DIAG NOT
JUSTIFICATION FOR
ADM

A8 — Claim denied;
ungroupable DRG.

Check diagnosis codes in the most current edition of the ICD for codes
marked with a Q (Questionable Admission). Verify that the diagnosis
codes are listed in the correct order, and that all codes have been
used. If the code listed is one marked with a Q, Medicaid does not
allow this code as a principal diagnosis. Mark through the code and
write the correct code on the ECF and resubmit.

106

MANIFESTATION CODE
UNACCEPT AS PRIN
DIAG

A8 — Claim denied;
ungroupable DRG.

Manifestation codes describe the manifestation of an underlying
disease, not the disease itself, and should not be used as a principal
diagnosis. If a manifestation code is listed as the principal diagnosis,
mark through the code and write the correct code on the ECF and
resubmit.

107

CROSSWALK TO DETECT
MULTIPLE DRG’S

Al — Claim/service
denied.

N208 — Missing/incomplete/
invalid DRG code

Check the drug code (DRG) to make sure it is correct. If the DRG code
is not correct, make the appropriate correction to the ECF and
resubmit. If the ECF cannot be corrected, submit a new claim with the
corrected information.

108

E-CODE NOT
ACCEPTABLE AS
PRINCIPAL DIAG

A8 — Claim denied;
ungroupable DRG.

E-codes describe the circumstance that caused an injury, not the
nature of the injury, and should not be used as a principal diagnosis. If
an E-code is listed as the principal diagnosis, mark through the code
and write the correct code on the ECF and resubmit. E-codes should
be used in the designated E-code field (field 72)

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.

Appendix 1-5



http://www.scdhhs.gov/contact-us
http://www.scdhhs.gov/contact-us

South Carolina Healthy Connections (Medicaid)

01/01/13

APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code
109 DIAG/PROC HAS 146 — Payment denied MAG66 — Incomplete/invalid Medicaid requires a complete diagnosis or procedure code as specified
INVALID 4TH OR 5TH because the diagnosis principal procedure code and/or in the current edition of ICD 9. Mark through the existing diagnosis or
DIGIT was invalid for the date. procedure code and write in the entire correct code on the ECF and
date(s) of service resubmit. ICD updates are edited effective with the date of discharge.
reported.
112 MEDICAID NON-COVER 96 — Non-covered N431 — Service is not covered Provider is not authorized to bill for these procedures, as Medicaid
PROC-37.5, 50.51, 50.59 | charge(s). with this procedure. does not cover them.
113 SELECTED V-CODE NOT 96 — Non-covered MAG63 — Incomplete/invalid Not all V-Codes can be used as the principal diagnosis in field 67.
ACCEPT AS PRIN DIAG charge(s). principal diagnosis code. Check the most current edition of the ICD for an acceptable code.
Mark through the existing diagnosis code and write in the correct code
on the ECF and resubmit.
114 INVALID AGE - NOT 6 — The procedure/ Contact your county Medicaid Eligibility office to correct the date of
BETWEEN O AND 124 revenue code is birth on the recipient's file. After the county Medicaid Eligibility office
inconsistent with the has made the correction to update the system, submit a new claim.
patient’s age.
115 INVALID SEX - MUST BE 16 — Claim/service lacks | MA39 — Incomplete/invalid Contact your county Medicaid Eligibility office to correct the sex on the
MALE OR FEMALE information which is patient’s sex. recipient's file. After the county Medicaid Eligibility office has made the
needed for adjudication. correction to update the system, submit a new claim.
116 INVALID PAT STATUS- 16 — Claim/service lacks | MA43 — Incomplete/invalid patient | Check the most current edition of the NUBC manual for a list and
MUST BE 01-07, 20, 30 information which is status. descriptions of valid discharge status codes for field 17. If the
needed for adjudication. discharge status code on your ECF is not valid for Medicaid billing,
mark through the code and write in the correct code and resubmit.
117 DRG 469 - PRIN DIAG 16 — Claim/service lacks | M81 — Patient's diagnosis in a This is a non-covered DRG. Verify the diagnoses and procedure codes
NOT EXACT ENOUGH information which is narrative form is not provided on on your claim are correct. If not, mark through the incorrect codes and
needed for adjudication. an attachment or diagnosis write in the correct code and resubmit.
code(s) is truncated, incorrect or
missing; you are required to code
to the highest level of specificity.
118 DRG 470 - PRINCIPAL 16 — Claim/service lacks | MA63 — Incomplete/invalid Resolution is the same as for edit code 117.
DIAGNOSIS INVALID information which is principal diagnosis code.
needed for adjudication.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-6

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.



http://www.scdhhs.gov/contact-us
http://www.scdhhs.gov/contact-us

South Carolina Healthy Connections (Medicaid)

01/01/13

APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code
119 INVALID PRINCIPAL 16 — Claim/service lacks | MA63 — Incomplete/invalid Verify the diagnosis in the current ICD-9 manual. Make corrections to
DIAGNOSIS information which is principal diagnosis code. the ECF and resubmit.
needed for adjudication.
120 CLM DATA INADEQUATE A8 — Claim Denied Verify data with the medical records department. Make corrections to
CRITERIA FOR ANY DRG ungroupable DRG. the ECF and resubmit.

121 INVALID AGE 6 — Procedure/revenue Contact your county Medicaid Eligibility office to correct the date of
code inconsistent with birth on the recipient's file. After the county Medicaid Eligibility office
age. has made the correction and updated the system, submit a new claim.

122 INVALID SEX 16 — Claim/service lacks | MA39 — Incomplete/invalid Contact your county Medicaid Eligibility office to correct the sex on the
information which is patient’s sex. recipient's file. After the county Medicaid Eligibility office has made the
needed for adjudication. correction and updated the system, submit a new claim.

123 INVALID DISCHARGE 16 — Claim/service lacks | N50 — Discharge information Check the most current edition of the NUBC manual for a list and

STATUS information which is missing/incomplete/incorrect/ descriptions of valid discharge status codes for field 17. If the
needed for adjudication. invalid. discharge status code on your ECF is not valid for Medicaid billing,
mark through the code and write in the correct code on the ECF and

resubmit.

125 PPS PROVIDER RECORD | CARC B7 - This provider The provider is not enrolled with Medicaid and will not be considered

NOT ON FILE was not certified/eligible for payment.
to be paid for this
procedure/service on
this date of service.
127 PPS STATEWIDE B7 — This provider was The provider is not enrolled with Medicaid and will not be considered
RECORD NOT ON FILE not certified/eligible to for payment.
be paid for this
procedure/service on
this date of service.
128 DRG PRICING RECORD A8 — Claim denied This DRG is not currently priced by Medicaid. Verify the diagnoses and
NOT ON FILE ungroupable DRG. procedure codes on your claim are correct. If not, mark through the
incorrect codes and write in the correct code and resubmit

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-7

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

Edit
Code

Description

CARC

RARC

Resolution

150

TPL COVER
VERIFIED/FILING NOT
IND ON CLM

22 — Payment adjusted
because this care may
be covered by another
payer per coordination
of benefits.

MA92 — Our records indicate that
there is insurance primary to
ours; however, you did not
complete or enter accurately the
required information.

Please see INSURANCE POLICY INFORMATION on the ECF (to the right
of the Medicaid Claims Receipt Address) for the three-digit carrier code
that identifies the insurance company, as well as the policy number
and the policyholder's name. Identify the insurance company by
referencing the numeric carrier code list in this manual. File the
claim(s) with the primary insurance before re-filing to Medicaid.

If the insurance company that has been billed is the one that appears
on the ECF, enter the carrier code in field 24 (must exactly match the
carrier code(s) under INSURANCE POLICY INFORMATION). Enter the
policy number in field 25 (must exactly match the policy number(s)
under INSURANCE POLICY INFORMATION). If payment is made, enter
the total amount(s) paid in fields 26 and 28. Adjust the balance due in
field 29. If payment is denied (i.e., applied to the deductible, policy
lapsed, etc.) by the other insurance company, put a “1” (denial
indicator) in field 4. Enter the appropriate corrections to the ECF and
resubmit. If the carrier that has been billed is not the insurance for
which the claim received edit 150, the provider must file with the
insurance carrier that is indicated in MMIS.

UB CLAIM: Enter the carrier code in field 50. Enter the policy number
in field 60. If payment is made, enter the amount paid in field 54. If
payment is denied, enter 0.00 in field 54 and also enter code 24 and
the date of denial in the Occurrence Code fields 31-34 A and B.

151

MULTIPLE INS POL/NOT
ALL FILED-CALL TPL

22 — Payment adjusted
because this care may
be covered by another
payer per coordination
of benefits.

MAG64 — Our records indicate that
we should be the third payer for
this claim. We cannot process this
claim until we have received
payment information from the
primary and secondary payers.

Eliminate any duplicate primary insurance policy entries on the CMS-
1500, ensuring that blocks 9 and 11 contain unique information, one
carrier per block. Medicaid coverage should not be entered in either
primary block. If there is no duplicate information, refer to the
INSURANCE POLICY INFORMATION section on the ECF, and file the
claim(s) with each insurance company listed before re-filing to
Medicaid.

Enter all insurance results on the ECF. Documentation must show that
each policy has been billed, and that proper coordination of benefits
has been followed, e.g., bill primary carrier first, then bill second
carrier for the difference. If there are three or more separate third-
party payers, the claim must be processed by the Third-Party Liability,
attach the documentation to the ECF and resubmit.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

Sl Description CARC RARC Resolution

Code

155 POSS NOT POSITIVE INS | 22 — Payment adjusted MA92 — Our records indicate that Bill the primary insurer(s) according to the resolution instructions for
MATCH/OTHER ERRORS because this care may there is insurance primary to edit code 150.

be covered by another ours; however, you did not
payer per coordination complete or enter accurately the
of benefits. required information.

156 TPL VERIFIED/FILING 22 — Payment adjusted MAO8 — You should also submit File a claim with the insurance company listed under INSURANCE
NOT INDICATED ON CLM | because this care may this claim to the patient's other POLICY INFORMATION on the ECF. (Refer to the carrier code list in the

be covered by another insurer for potential payment of provider manual.) If the insurance company denies payment or
payer per coordination supplemental benefits. We did makes a partial payment, attach a copy of the explanation of benefits
of benefits. not forward the claim information and resubmit. If the insurance carrier pays the claim in full, discard

as the supplemental coverage is the ECF.

not with a Medigap plan or you do

not participate in Medicare.

165 TPL BALANCE DUE/ 16-Claim/service lacks MA92 — Our records indicate that When there is a third party payer on the claim that is primary to
PATIENT information which is there is insurance primary to Medicaid, the “patient responsibility”, entered in the “balance due” and
RESPONSIBILITY MUST needed for adjudication. | ours; however, you did not the co-pay, coinsurance and deductible for the third party payer,
BE PRESENT/ complete or enter accurately the cannot be blank or nonnumeric. Make the appropriate corrections to

required information. the ECF and resubmit.
NUMERIC

170 LAB PROC BILLED/NO B7 — This provider was Attach a copy of your CLIA certification to the ECF and resubmit.

CLIA # ON FILE not certified/eligible to
be paid for this
procedure/service on
this date of service.

171 NON-WAIVER B7 — This provider was Our records indicate that your CLIA certificate of waiver allows
PROC/PROV HAS CERT not certified/eligible to Medicaid reimbursement for waivered procedures only. Lab services
OF WAIVER be paid for this billed are not waivered procedures. If your CLIA certification has

procedure/service on changed, attach a copy of your updated CLIA certificate from CMS to
this date of service. your ECF and resubmit.

172 D.0.S. NONCOVERED ON | B7 — This provider was Medicaid will not reimburse for services outside CLIA certification
CLIA CERT DATE not certified/eligible to dates. If your CLIA certification has been renewed, attach a copy of

be paid for this your updated CLIA certificate from CMS to your ECF and resubmit.
procedure/service on Contact your lab director or CMS for current CLIA certificate
this date of service. information.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code
174 NON-PPMP PROC/PROV B7 — This provider was Our records indicate that your CLIA certificate of PPMP allows Medicaid
HAS PPMP CERT not certified/eligible to reimbursement for PPMP procedures only. Lab services billed are not
be paid for this PPMP procedures. If your CLIA certification has changed, attach a copy
procedure/service on of your updated CLIA certificate from CMS to your ECF and resubmit.
this date of service.
201 MISSING RECIPIENT ID 31 — Claim denied, as CMS-1500 CLAIM: Enter the patient’s 10-digit Medicaid ID# in field
NO patient cannot be 2 on the ECF and resubmit.
identified as our UB CLAIM: Enter the patient’s 10-digit Medicaid 1D# in field 60 on
insured. the ECF and resubmit.
202 MISSING NATIONAL 16 — Claim/service lacks | M119- Missing/incomplete/invalid/ | CMS-1500 CLAIM: Discard ECF. This edit cannot be manually
DRUG CODE (NDC) information which is deactivated/withdrawn National corrected. Submit a new claim.
needed for adjudication. | Drug Code (NDC). UB CLAIM: Enter the missing NDC in the appropriate field on the ECF
and resubmit.
206 MISSING DATE OF 16 — Claim/service lacks | M59 — Incomplete/invalid “to” CMS-1500 CLAIM: Enter the missing date of service in field 15 on
SERVICE information which is date(s) of service. the ECF and resubmit.
needed for adjudication. UB CLAIM: Enter the missing date of service in field 45 on the ECF
and resubmit.
207 MISSING SERVICE CODE | 16 — Claim/service lacks | M51 — Missing/incomplete/invalid CMS-1500 CLAIM: Enter the missing procedure code in field 17 on
information which is procedure codes (S). the ECF and resubmit.
needed for adjudication.
208 NO LINES ON CLAIM 16 — Claim/service lacks | N517 — Resubmit a new claim This ECF cannot be manually corrected. Discard the ECF and submit a
information which is with the requested information. new claim with the billable services.
needed for adjudication.
209 MISSING LINE ITEM 16 — Claim/service lacks | M79 — Did not complete or enter CMS-1500 CLAIM: Enter missing charges in field 20 on the ECF and
SUBMITTED CHARGE information which is the appropriate charge for each resubmit.
needed for adjudication. | listed service. UB CLAIM: Enter missing charges in field 47 on the ECF and
resubmit.
210 MISSING TAXONOMY 16 — Claim/service lacks | N94 — Claim/service denied Enter the taxonomy code on the ECF and resubmit. Taxonomy codes
CODE information which is because a more specific taxonomy | are required when an NPl is shared by multiple legacy provider
needed for adjudication. | code is required for adjudication. numbers.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-10

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code

213 LINE ITEM MILES OF 16 — Claim/service lacks | M22 — Claim lacks the number of Enter the number of miles in field 22 on the ECF and resubmit.
SERVICE MISSING information which is miles traveled.

needed for adjudication.

219 PRESENT ON Al — Claim/service N434 — The POA indicator will distinguish conditions and diagnoses that are
ADMISSION (POA) denied. Missing/Incomplete/invalid present at the time of the admission. Make the appropriate correction
INDICATOR IS MISSING, Present on Admission indicator. to the ECF by entering the POA indicator and resubmit. If the ECF
DIAGNOSIS IS NOT cannot be corrected, submit a new claim with the corrected
EXEMPT information.

225 FUND CODE NOT 16 — Claim/service lacks | M56 — Missing/incomplete/invalid Unable to crosswalk to an assigned fund code. Verify the correct
ASSIGNED information which is payer identifier. procedure code, modifier, NPl and/or legacy number was submitted. If

needed for adjudication. the claim/service information is incorrect, make the appropriate
change(s) to the ECF and resubmit. If the ECF cannot be
corrected, submit a new claim with the corrected information.
Note: Fund codes may identify specific procedure codes, modifiers,
and provider type/provider specialties. If these are submitted in the
wrong combination or entered incorrectly, the system searches but
cannot find the appropriate fund code and is unable to process the
claim.

227 MISSING LEVEL OF CARE | 16 — Claim/service lacks | N188 — The approved level of care | Make the appropriate corrections to the ECF by entering the level of
information which is does not match the procedure care, attach any applicable DHHS forms and resubmit. If the ECF
needed for adjudication. code submitted. cannot be corrected, submit a new claim with the corrected

information and applicable forms.

233 PRIMARY DIAGNOSIS 16 — Claim/service lacks | MA63 — Incomplete/invalid Enter the primary diagnosis code in field 8 on the ECF from the current
CODE IS MISSING information which is principal diagnosis code. edition of the ICD-9, Volume | and resubmit.

needed for adjudication.

234 PLACE OF SERVICE 16 — Claim/service lacks | M77-Missing/incomplete/invalid CMS-1500 CLAIM: Enter the place of service in field 16 on the ECF
MISSING information which is place of service and resubmit.

needed for adjudication.

239 MISSING LINE NET 16 — Claim/service lacks | M79-Missing/incomplete/invalid Make the appropriate correction by entering the missing net charge(s)
CHARGE information which is charge. to the ECF and resubmit. If the ECF cannot be corrected, submit a

needed for adjudication. new claim with the corrected information.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-11

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution

Code

243 ADMISSION 16 — Claim/service lacks | MA40 — Incomplete/invalid Enter the admission/start of care date in field 12 on the ECF and
DATE/START OF CARE information which is admission date. resubmit.
MISSING needed for adjudication.

244 PRINCIPAL DIAGNOSIS 16 — Claim/service lacks | MA63 — Incomplete/invalid Enter the principal diagnosis code in field 67 on the ECF and resubmit.
CODE MISSING information which is principal diagnosis code.

needed for adjudication.

245 TYPE OF BILL MISSING 16 — Claim/service lacks | MA30 — Incomplete/invalid type of | Refer to the most current edition of the NUBC manual for valid type of
information which is bill. bill. Enter a valid Medicaid bill type code in field 4 on the ECF and
needed for adjudication. resubmit.

246 FIRST DATE OF SERVICE | 16 — Claim/service lacks | M52 — Incomplete/invalid “from” UB CLAIM: Enter the first date of service in field 6 on the ECF and

MISSING information which is date(s) of service. resubmit.
needed for adjudication.
247 MISSING LAST DATE OF 16 — Claim/service lacks | M59 — Incomplete/invalid “to” Enter the last date of service in field 6 on the ECF and resubmit.
SERVICE information which is date(s) of service.
needed for adjudication.
248 TYPE OF ADMISSION 16 — Claim/service lacks | MA41 — Incomplete/invalid type of | Refer to the most current edition of the NUBC manual for valid types
MISSING information which is admission. of admissions. Enter a valid Medicaid type of admission code in field 14
needed for adjudication. on the ECF and resubmit.

249 TOTAL CLAIM CHARGE 16 — Claim/service lacks | M54 — Did not complete or enter Enter revenue code 001 on the total charges line in field 42 on the ECF

MISSING information which is the correct total charges for and resubmit. This revenue code must be listed as the last field.
needed for adjudication. services rendered.

252 PATIENT STATUS 16 — Claim/service lacks | MA43 — Incomplete/invalid patient | Refer to the most current edition of the NUBC manual for patient

MISSING information which is status. status. Enter the valid Medicaid patient status code in field 17 on the
needed for adjudication. ECF and resubmit.

253 SOURCE OF ADMISSION 16 — Claim/service lacks | MA42 — Incomplete/invalid source | Refer to the most current edition of the NUBC Manual for source of

MISSING information which is of admission. admission. Enter a valid Medicaid source of admission code in field 15
needed for adjudication. on the ECF and resubmit.

263 MISSING TOTAL DAYS 16 — Claim/service lacks | M53 — Missing/incomplete/invalid Make the appropriate correction to the ECF by entering or correcting
information which is days or units of service. the total number of days and resubmit. If the ECF cannot be
needed for adjudication. corrected, submit a new claim with new or corrected information.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-12

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code
281 PROCEDURE CODE 4 — The procedure code Enter modifier in field 18 of the line that received the edit code on the
MODIFIER MISSING is inconsistent with the ECF and resubmit.
modifier used, or a
required modifier is
missing.
300 UB82 FORM NO LONGER 16 — Claim/service lacks | N34 — Incorrect claim for this Resubmit claim on appropriate claim form.
ACCEPTED information which is service.
needed for adjudication.
301 INVALID NATIONAL 16 — Claim/service lacks | M119 — Missing / incomplete Make the appropriate correction to the ECF by entering a valid 11-digit
DRUG CODE (NDC) information which is /invalid/ deactivated/withdrawn NDC number and resubmit. If the NDC is valid, attach a copy of the
needed for adjudication. National Drug Code (NDC). prescription label to the ECF and resubmit. If the ECF cannot be
corrected, submit a new claim with the corrected information and
appropriate documentation (copy of the prescription label).
304 TOTAL CLAIM CHARGE 16 — Claim/service lacks | M54 — Did not complete or enter CMS-1500 CLAIM: Enter the correct numeric amount in field 27 on
NOT NUMERIC information which is the correct total charges for the ECF and resubmit.
needed for adjudication. services rendered.
305 INVALID TAXONOMY 16 — Claim/service lacks | N94 — Claim/service denied Taxonomy code must be valid. Either update the taxonomy code on
CODE information that is because a more specific taxonomy | the ECF to the one that the provider registered with SCDHHS or
needed for adjudication. code is required for adjudication. contact Provider Enrollment to add the taxonomy code that is being
used on the claim. After Provider Enroliment has updated the system,
submit a new claim.
Please visit http://www.wpc-edi.com/codes/taxonomy for valid
taxonomy codes.
308 INVALID PROCEDURE 4 — The procedure code N13 — Payment based on Enter correct modifier in field 18 on the ECF and resubmit.
CODE MODIFIER is inconsistent with the professional/technical component
modifier used or a modifier(s).
required modifier is
missing.
309 INVALID LINE ITEM 16 — Claim/service lacks | M22 — Claim lacks the number of Enter the correct number of miles in field 22 on the ECF and resubmit.
MILES OF SERVICE information which is miles traveled.
needed for adjudication.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-13

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code

310 INVALID PLACE OF 16 — Claim/service lacks | M77 — Incomplete/invalid place of | CMS-1500 CLAIM: Medicaid requires the numeric coding for place of
SERVICE information which is service(s). service. Enter the appropriate place of service code in field 16 on the

needed for adjudication. ECF and resubmit.

311 INVALID LINE ITEM 16 — Claim/service lacks | M79 — Did not complete or enter CMS-1500 CLAIM: Enter the correct charge in field 20 on the ECF
SUBMITTED CHARGE information which is the appropriate charge for each and resubmit.

needed for adjudication. | listed service. UB CLAIM: Enter the correct charge in field 47 on the ECF and
resubmit.

312 MODIFIER NON- 4 — The procedure code A modifier not accepted by Medicaid has been filed and entered in field
COVERED BY MEDICAID is inconsistent with the 18 on the ECF. Enter the correct modifier in field 18 and resubmit.

modifier used, or a
required modifier is
missing.

316 THIRD PARTY CODE 16 — Claim/service lacks | MA92 — Our records indicate that CMS-1500 CLAIM: Incorrect third party code was used in field 4 on
INVALID information which is there is insurance primary to the ECF. Correct coding would be “1” for denial or “6” for crime victim.

needed for adjudication. | ours; however, you did not Enter the correct code in field 4 on the ECF and resubmit. If a third
complete or enter accurately the party payer is not involved with this claim, mark through the character
required information. in field 4 on the ECF and resubmit.

317 INVALID INJURY CODE 16 — Claim/service lacks | N517 — Resubmit a new claim Incorrect injury code was used. Correct coding would be "2" for work
information which is with the requested information. related accident, "4" for automobile accident, or "6" for other accident.
needed for adjudication. Make the appropriate correction to the ECF and resubmit. If the ECF

cannot be corrected, submit a new claim with the corrected
information.

318 INVALID EMERGENCY 16 — Claim/service lacks | N517 — Resubmit a new claim Verify that the emergency indicator/EPSDT referral code on the ECF
INDICATOR / EPSDT information that is with the requested information. was billed correctly. Make the appropriate correction to the ECF and
REFERRAL CODE needed for adjudication. resubmit. If the ECF cannot be corrected, submit a new claim with the

corrected information.

322 INVALID AMT RECEIVED 16 — Claim/service lacks | M49 — Incomplete/invalid value Enter a valid number amount in "amount other sources" on the ECF
FROM OTHER RESOURCE | information which is code(s) and/or amount(s). and resubmit.

needed for adjudication.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code

323 INVALID LINE ITEM 16 — Claim/service lacks | M53 — Did not complete or enter CMS-1500 CLAIM: Enter the correct numeric units in field 22 on the

UNITS OF SERVICE information which is the appropriate number (one or ECF and resubmit.
needed for adjudication. | more) of days or unit(s) of UB CLAIM: Enter the correct numeric units in field 46 on the ECF and
service. resubmit.

330 INVALID LINE ITEM 16 — Claim/service lacks | M52 — Incomplete/invalid “from” CMS-1500 CLAIM: Enter the correct date of service in field 15 on
DATE OF SERVICE information which is date(s) of service. the ECF and resubmit. Make sure that the correct number of days is

needed for adjudication. being billed for the billing month.

334 ERRONEOUS SURGERY — | 233 — Services/charges Services/Treatment is related to a hospital acquired condition and no
DO NOT PAY related to the treatment payment is due. Discard the ECF.

of a hospital-acquired
condition or preventable
medical error.

339 PRESENT ON Al- Claim/Service N434 — Missing/incomplete/ The POA indicator distinguishes conditions and diagnoses that are
ADMISSION (POA) denied. invalid Present on Admission present at the time of the admission. Enter the appropriate POA
INDICATOR IS INVALID indicator. indicator on the ECF and resubmit. If the ECF cannot be

corrected, submit a new claim with the corrected information.

349 INVALID LEVEL OF CARE 150 — Payer deems the Check the ECF to make sure the correct level of care has been
information submitted entered. If incorrect, make the appropriate correction to the ECF and
does not support this resubmit. If the information is correct, attach appropriate clinical
level of service. documentation (i.e., level of care forms, etc.,) from the applicable

policy manual to substantiate the service being billed and resubmit. If
the ECF cannot be corrected, submit a new claim with the corrected
information.

354 TOOTH NUMBER NOT 16 — Claim/service lacks | N39 — Procedure code is not Enter the valid tooth number or letter in field 15 on the ECF on the
VALID LETTER OR information which is compatible with tooth ECF and resubmit. Verify tooth number or letter with procedure code.
NUMBER needed for adjudication. number/letter.

355 TOOTH SURFACE CODE 16 — Claim/service lacks | N75 — Missing or invalid tooth Enter the correct tooth surface code in field 16 on the ECF on the ECF
INVALID information which is surface information. and resubmit.

needed for adjudication.

356 IMMUNIZATION AND B5 — Coverage/program N349 — The administration Medicaid requires that immunization and administration codes must be
ADMINISTRATION guidelines were not met method and drug must be on the claim. Enter the appropriate codes on the ECF and resubmit. If
CODES MUST BE or were exceeded. reported to adjudicate this the ECF cannot be corrected, submit a new claim with the corrected
INCLUDED ON CLAIM service. information.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-15

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code

357 MAXIMUM OF THREE B5 — Coverage/program N362 — The number of days or Claim exceeds administration units. If there are unit errors, make the
ADMINISTRATION UNITS | guidelines were not met units of service exceeds our appropriate correction to the ECF and resubmit. If the ECF cannot be
CAN BE BILLED PER or were exceeded. acceptable maximum. corrected, submit a new claim with the corrected information. If there
DATE OF SERVICE are no unit errors, the claim will not be considered for payment.

Discard the ECF.

358 SECONDARY B15 — This service/ N349 — The administration If the qualifying “primary” service/procedure has been rendered,
ADMINISTRATION CPT procedure requires that method and drug must be complete or enter accurately the required information. Make the
CODE NOT ALLOWED a qualifying service/ reported to adjudicate this appropriate correction to the ECF and resubmit. If the ECF cannot be
PRIOR TO PRIMARY procedure be received service. corrected, submit a new claim with the corrected information.

CODE and covered. The
qualifying other service/
procedure has not been
received/adjudicated.

361 SECONDARY PROC CODE | B15 — This service/ If the qualifying “primary” service/procedure has been rendered,
NOT ALLOWED PRIOR TO | Procedure requires that complete or enter accurately the required information. Make the
PRIMARY PROC CODE a qualifying service/ appropriate correction to the ECF and resubmit. If the ECF cannot be

procedure be received corrected, submit a new claim with the corrected information.
and covered. The

qualifying other service/

procedure has not been

received/adjudicated.

367 ADMISSION 16 — Claim/service lacks | MA40 — Incomplete/invalid Draw a line through the admission/start of care date in field 12, and
DATE/START OF CARE information which is admission date. write the correct date on the ECF and resubmit. Date must be six
INVALID needed for adjudication. digits and numeric.

368 TYPE OF ADMISSION 16 — Claim/service lacks | MA41 — Incomplete/invalid type of | Refer to the most current edition of the NUBC manual for valid type of
NOT VALID information which is admission. admission. Enter a valid Medicaid type of admission code in field 14 on

needed for adjudication. the ECF and resubmit.

369 MONTHLY INCURRED 16 — Claim/service lacks | N446 — Incomplete/invalid Make the appropriate correction to the ECF by entering the valid
EXPENSES MUST BE information which is document for actual cost or paid monthly expenses and attach any applicable Medicaid forms from the
VALID needed for adjudication. amount. appropriate policy manual and resubmit. If the ECF cannot be

corrected, submit a new claim with the corrected information.

If correct, attach any applicable Medicaid forms from appropriate
policy manual to substantiate the monthly expenses for review and
consideration for payment and resubmit.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code

370 SOURCE OF ADMISSION 16 — Claim/service lacks | MA42 — Incomplete/invalid source | Refer to the most current edition of the NUBC manual for valid source
INVALID information which is of admission. of admission. Enter a valid Medicaid source of admission code in field

needed for adjudication. 15 on the ECF and resubmit.

373 PRINCIPAL SURG 16 — Claim/service lacks | MA66 — Incomplete/invalid Draw a line through the invalid date in field 74 and enter correct date
PROCEDURE DATE information which is principal procedure code and/ or on the ECF and resubmit. Date must be six digits and numeric.
INVALID needed for adjudication. | date.

375 OTHER SURGICAL 16 — Claim/service lacks | M67 — Incomplete/invalid other Draw a line through the invalid date in field 74, A - E, and enter
PROCEDURE DATE information which is procedure code(s) and/ or correct date on the ECF and resubmit. Date must be six digits and
INVALID needed for adjudication. date(s). numeric.

376 TYPE OF BILL NOT VALID | 16 — Claim/service lacks | MA30 — Incomplete/invalid type of | Refer to the most current edition of the NUBC manual for valid type of
FOR MEDICAID information which is bill. bill. Enter a valid Medicaid type of bill in field 4 on the ECF and

needed for adjudication. resubmit.

377 FIRST DATE OF SERVICE | 16 — Claim/service lacks | M52 — Missing/incomplete/invalid UB CLAIM: Enter the correct date of service in field 6 on the ECF and
INVALID information which is “from” date(s) of service. resubmit.

needed for adjudication.

378 LAST DATE OF SERVICE 16 — Claim/service lacks | M59 — Incomplete/invalid “to” Draw a line through the invalid date in field 6, and enter the correct
INVALID information which is date(s) of service. "to" date on the ECF and resubmit. Date must be six digits and

needed for adjudication. numeric.

379 VALUE CODE INVALID 16 — Claim/service lacks | M49 — Incomplete/invalid value Refer to the most current edition of the NUBC manual for valid value
information which is code(s) and/or amount(s). codes. Draw a line through the invalid code in fields 39 - 41 A - D, and
needed for adjudication. enter the correct code on the ECF and resubmit.

380 VALUE AMOUNT INVALID | 16 — Claim/service lacks | M49 — Incomplete/invalid value Draw a line through the amount in fields 39 - 41 A - D, and enter the
information which is code(s) and/or amount(s). correct numeric amount on the ECF and resubmit.
needed for adjudication.

381 OCCURRENCE DATE 16 — Claim/service lacks | M45 — Incomplete/invalid Draw a line through the incorrect date in fields 31 - 34 A - B, and

INVALID information which is occurrence codes and dates. enter the correct date on the ECF and resubmit. Dates must be six
needed for adjudication. digits and numeric.

382 PATIENT STATUS NOT 16 — Claim/service lacks | MA43 — Incomplete/invalid patient | Refer to the most current edition of the NUBC manual for valid status
VALID FOR MEDICAID information which is status. codes on the ECF and resubmit. Enter a valid Medicaid patient status

needed for adjudication. code in field 17.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-17

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code

383 OCCURR.CODE, INCL. 16 — Claim/service lacks | M45 — Incomplete/invalid Refer to the most current edition of the NUBC manual for valid
SPAN CODES, INVALID information which is occurrence codes and dates. occurrence codes. Enter a valid Medicaid occurrence code in fields 31 —

needed for adjudication. 34, A—B and in fields 35-36, A - B on the ECF and resubmit.

384 CONDITION CODE 16 — Claim/service lacks | M44 — Incomplete/invalid Refer to the most current edition of the NUBC manual for valid
INVALID information which is condition code. condition codes. Enter a valid Medicaid condition code in fields

needed for adjudication. 18 — 28 on the ECF and resubmit.

385 TOTAL CHARGE INVALID 16 — Claim/service lacks | M54 — Did not complete or enter Total charge must be numeric. Draw a line through the invalid total,
information which is the correct total charges for and enter the correct numeric total charge on the ECF and resubmit.
needed for adjudication. | services rendered.

387 NON COVERED CHARGE 96 — Non-covered M54 — Did not complete or enter Charges must be numeric. Draw a line through the invalid charge in

INVALID charge(s). the correct total charges for field 48, and enter the correct numeric charge on the ECF and
services rendered. resubmit.

390 TPL PAYMENT AMT NOT 16 — Claim/service lacks | M49 — Incomplete/invalid value Enter numeric payment from all primary insurance companies in field
NUMERIC information which is code(s) and/or amount(s). 26 or enter 0.00 if no payment was received. If the claim was denied

needed for adjudication. by the other insurance company, put a “1” (denial indicator) in field 4.
If no third party insurance was involved, delete information entered in
field 26 by drawing a red line through it on the ECF and resubmit.

391 PATIENT PRIOR 16 — Claim/service lacks | M49 — Incomplete/invalid value Verify the payment amount and enter the correct numeric amount on
PAYMENT AMT NOT information which is code(s) and/or amount(s). the ECF and resubmit. If the ECF cannot be corrected, submit a new
NUMERIC needed for adjudication. claim with the corrected information.

394 OCCURRENCE SPAN 16 — Claim/service lacks | M46 — Incomplete/invalid Dates must be six digits and numeric. Draw a line through the invalid
CODES"FROM"DATE information which is occurrence span codes and dates. | date in field 35 — 36 A - B, and enter the correct date on the ECF and
INVALID needed for adjudication. resubmit.

395 OCCURRENCE SPAN 16 — Claim/service lacks | M46 — Incomplete/invalid Date must be six digits and numeric. Draw a line through the invalid
CODES"THRU"DATE information which is occurrence span codes and dates. date in field 35 - 36 A - B and enter the correct date on the ECF and
INVALID needed for adjudication. resubmit.

400 TPL CARR and POLICY # 22 — Payment adjusted MA92 — Our records indicate that Enter a valid carrier code in field 24 and a valid policy number in field
MUST BOTH BE PRESENT | because this care may there is insurance primary to 25 and resubmit the ECF. Make sure to indicate whether the primary

be covered by another ours; however, you did not insurance denied or paid the claim as noted in the 150 resolution.
payer per coordination complete or enter accurately the UB CLAIM: Enter a valid carrier code in field 50 and a valid policy
of benefits. required information. number in field 60 and resubmit the ECF.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service

Appendix 1-18

representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution

Code

401 AMT IN OTHER 22 — Payment adjusted MA92 — Our records indicate that CMS-1500 CLAIM: Complete fields 24, 25, and 26 (carrier code,
SOURCES/NO TPL because this care may there is insurance primary to policy number, amount paid). If the insurance company denied
CARRIER CODE be covered by another ours; however, you did not payment, put the denial indicator “1” in field 4 of the ECF and

payer per coordination complete or enter accurately the resubmit.

of benefits. required information. Notes: If there is no third party involved, be sure all third party fields
(4, 24, 25, 26, 28) are deleted of information by marking through in
red.
If there are more than two other insurance companies that have paid,
enter the total combined amounts paid by all insurance companies in
field 28 of the ECF and resubmit. The total combined amounts should
be equal to field 26.

402 DEDUCTIBLE EXCEEDS 16 — Claim/Service lacks | N246 — State regulated patient Refer to the EOMB for the deductible amount (including blood

CALENDAR YEAR LIMIT information which is payment limitations apply to this deductible). If the amount entered is incorrect, change the amount on
needed for adjustment. service. the ECF and resubmit. If it matches, attach the EOMB/Medicare
electronic printout to the ECF and resubmit for review and
consideration of payment. Do not add professional fees in the
deductible amount. Professional fees should be filed separately on a
CMS-1500 form under the hospital-based physician provider number.
If the ECF cannot be corrected, submit a new claim with the corrected
information.

403 INCURRED EXPENSES 45 — Charge exceeds fee Verify the requested charge amount. If the charge amount is incorrect,

NOT ALLOWED schedule/maximum make the appropriate correction to the ECF and resubmit. If the ECF
allowable or cannot be corrected, submit a new claim with the corrected
contracted/legislated fee information.
arrangement.

411 ANESTHESIA PROC 4 — The procedure code Refer to the current list of anesthesia modifiers found in section 2 of
REQUIRES ANES. is inconsistent with the your provider manual and enter the correct modifier in field 18 on the
MODIFIER modifier used, or a ECF and resubmit.

required modifier is
missing.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code

412 SURG PROC NOT VALID 4 — The procedure code Enter the appropriate anesthesia procedure when an anesthesiologist

W/ANES. MODIFIER is inconsistent with the administers anesthesia during a surgical procedure on the ECF and
modifier used, or a resubmit.
required modifier is
missing.

460 PROCEDURE CODE / 125 — Payment adjusted | MA30 — Missing/incomplete/ Oral & Maxillofacial Surgeons must file CPT procedure codes on the
INVOICE TYPE due to a submission/ invalid type of bill. CMS-1500 and CDT procedure codes on the ADA Claim Form.
INCONSISTENT billing error(s).

Additional information is
supplied using the
remittance advice
remark codes whenever
appropriate.

463 INVALID TOTAL DAYS 16 — Claim/service lacks | M59 — Incomplete/invalid “to” Make the appropriate correction to the ECF by entering the valid total
information which is date(s) service. days and resubmit. If the ECF cannot be corrected, submit a new
needed for adjudication. claim with the corrected information.

468 CARRIER CODE 619 16 — Claim/service lacks | M56 — Incomplete/invalid payer Draw a line through the carrier code 619 which appears on either the

(MEDICAID) LISTED information which is identification. first or second "other payer" line in field 50 on your ECF and resubmit.
TWICE needed for adjudication. Do not draw a line through the 619 after "Medicaid Carrier ID."

469 INVALID LINE NET 16 — Claim/service lacks | M49 — Incomplete/invalid value Make the appropriate correction to the ECF by entering a valid net
CHARGE information which is code(s) and/or amount(s). charge and resubmit. If the ECF cannot be corrected, submit a new

needed for adjudication. claim with the corrected information.

501 INVALID DATE ON 16 — Claim/service lacks | N301 — Missing/ incomplete Enter the correct date in field 45 on the ECF and resubmit.

REVENUE LINE information which is /invalid procedure date(s).
needed for adjudication.

502 DOS AFTER THE ENTRY 110 — Billing date CMS-1500 CLAIM: Verify the date of service in field 15 on ECF.
DATE/ JULIAN DATE predates service date. Make the appropriate corrections to the ECF and resubmit. If the ECF

cannot be corrected, submit a new claim with the corrected
information. A claim cannot be submitted prior to the date of service.

503 INCORRECT DIAGNOSIS 16 — Claim/service lacks | M76 — Incomplete/invalid Verify diagnosis code in the ICD coding manual. Make the appropriate
(REASON) CODE information which is patient's diagnosis(es) and correction to the ECF and resubmit.

needed for adjudication. condition(s).

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

information which is
needed for adjudication.

with the requested information.

Sl Description CARC RARC Resolution
Code
504 PROVIDER TYPE AND 170 — Payment is denied | N34-Incorrect claim form/format Provider has filed the wrong claim form. Please refer to your provider
INVOICE INCONSISTENT | when performed/billed for this service. manual for information on claims filing.
by this type of provider.
505 MISSING DATE ON 16 — Claim/service lacks | N301 — Missing/ incomplete Enter the date in field 45 on the ECF and resubmit.
REVENUE LINE information which is /invalid procedure date(s).
needed for adjudication.
506 PANEL CODE and 16 — Claim/service lacks | M15 — Separately billed UB CLAIM: Individual panel code and procedure codes included in the
REVENUE CODE BILLED information which is services/tests have been bundled panel cannot be billed in combination on the claim for the same dates
needed for adjudication. as they are considered of service. If the ECF cannot be corrected, submit a new claim with the
components of the same corrected information.
procedure. Separate payment is
now allowed.
507 MANUAL PRICING 16 — Claim/service lacks | N45-Payment based on Attach appropriate clinical documentation (i.e., EOB, QIO prior
REQUIRED information which is authorized amount. authorization, manufacture pricing, invoices, etc.) to the ECF and
needed for adjudication. resubmit. Please refer to the appropriate section in your provider
manual.
508 NO LINE ITEM RECORD 16 — Claim/service lacks | N517 — Resubmit a new claim CMS-1500 CLAIM: Complete fields 15 — 22 on the ECF and

resubmit. If the ECF cannot be corrected, submit a new claim with the
corrected information.

UB CLAIM: Resubmit the claim or enter information on the line(s)
indicated and resubmit the ECF.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to
the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in
the system has been updated, submit a new claim for processing.

Edit

Description CARC RARC Resolution
Code

509 DOS OVER 2 YRS 29 — The time limit for Claims for payment of Medicare cost sharing amounts must be
XOVER/ EXT CARE CLM filing has expired. received and entered into the claims processing system within two
ONLY years from the date of service or date of discharge, or up to six
months following the date of Medicare payment, whichever is later.
Attach appropriate documentation (Medicare EOMB) to each ECF and
resubmit.

NURSING HOME PROVIDERS: Resubmit ECF and appropriate
documentation to :

MCCS Nursing Facility Claims
Post Office Box 100112
Columbia, SC 29202.

Refer to the timely filing guidelines in the appropriate section of your
provider manual.

510 DOS IS MORE THAN 1 29 — The time limit for Claims/ECFs for retroactive eligibility must be received and entered
YEAR OLD filing has expired. into the claims processing system within six months of the recipient’s
eligibility being added to the Medicaid eligibility system AND be
received within three years from the date of service or date of
discharge (for hospital claims). If the above time frames are met,
attach one of the following documents listed below with each claim or
ECF and resubmit.

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

2) The computer generated Medicaid eligibility approval letter notifying
the recipient that Medicaid benefits have been approved.

This can be furnished by the recipient or the eligibility worker. (This is
different from the Certificate of Creditable Coverage.)

For NURSING HOME PROVIDERS: Resubmit ECF and appropriate
documentation to:

MCCS Nursing Facility Claims
Post Office Box 100112
Columbia, SC 29202.

Refer to the timely filing guidelines in the appropriate section of your
provider manual.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service Appendix 1-22
representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-
us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code
513 INCONSISTENT 16 — Claim/service lacks | M56 — Incomplete/invalid payer Enter the correct Medicare Part A or Part B carrier code and resubmit.
MEDICARE CARRIER information which is identification.
CODE needed for adjudication.
514 PROC RATE/MILE X 16 — Claim/service lacks | M79 — Did not complete or enter Check the calculations for the rates, miles and submitted changes.
MILES NOT=SUBMIT information which is the appropriate charge for each Make the appropriate correction to the ECF and resubmit. If the ECF
CHRG needed for adjudication. listed service. cannot be corrected, submit a new claim with the corrected
information.
515 AMBUL/ITP TRANS. 16 — Claim/service lacks | M22-Missing/incomplete/invalid Make the appropriate correction to the ECF and resubmit. For review
MILEAGE LIMITATION information which is number of miles traveled. and consideration of payment, attach clinical documentation to
needed for adjudication. substantiate the mileage being billed and resubmit. If the ECF cannot
be corrected, submit a new claim with the corrected information.
517 WAIVER SERVICE Al — Claim/Service N30 — Recipient ineligible for this The claim was submitted for a waiver-specific procedure code, but the
BILLED. RECIPIENT NOT denied. service. recipient was not a participant in a Medicaid waiver. Check for error in
IN A WAIVER. using incorrect procedure code. If the procedure code is incorrect,
strike through the incorrect code and write in the correct code on the
ECF and resubmit.
Check for correct recipient Medicaid number. If the recipient Medicaid
number is incorrect, strike through the incorrect number and write in
the correct Medicaid humber on the ECF and resubmit.
518 PROCEDURE CODE 16 — Claim/service lacks N56 — Procedure code billed is not | For further assistance contact DentaQuest at 1-888-307-6553.
COMBINATION NON- information which is correct/valid for the services
COVERED OR INVALID needed for adjudication. billed or the date of service billed.
519 CMS REBATE TERM DATE | 29 — The time limit for N304 — Missing/incomplete If the National Drug Code (NDC) end date has not expired for that
HAS EXPIRED/ENDED filing has expired. /invalid dispensed date. particular date of service, make the appropriate correction to the ECF
and attach a copy of drug label indicating the NDC number billed, as
well as the expiration date of the drug administered and resubmit.
If the ECF cannot be corrected, submit a new claim with the corrected
information and attach a copy of the drug label indicating the NDC
number billed as well as the expiration date of the drug administered.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code

528 PRTF WAIVER RECIPIENT | Al — Claim/Service N379 — Claim level information The claim was submitted with a procedure code/service that is not in
BUT NOT WAIVER denied. does not match line level the PRTF service array. Enter the correct procedure code on the ECF
SERVICE information. and resubmit. If the ECF cannot be corrected, submit a new claim with

the corrected information.

529 REVENUE CODE BEING Al — Claim/Service N517 — Resubmit a new claim Discard the ECF. This edit code cannot be manually corrected. A new
BILLED OVER 15 TIMES denied. with the requested information. claim must be submitted.

PER CLAIM

533 DOS IS MORE THAN 3 29 — The time limit for Claim exceeds timely filing limits and will not be considered for
YEARS OLD filing has expired. payment. Refer to the timely filing guidelines in the appropriate

section of your provider manual.

534 PROVIDER/CCN DO NOT 16 — Claim/service lacks | M47 —Incomplete/invalid internal Review the original claim and verify the provider number from that
MATCH FOR information which is or document control number. claim. Make sure that the correct original provider number is entered
ADJUSTMENT needed for adjudication. on the adjustment claim and resubmit the adjustment claim.

536 PROCEDURE-MODIFIER Al — Claim/Service N519 — Invalid combination of Verify that the correct procedure code and modifier combination was
NOT COVERED ON DOS denied. HCPCS modifiers. entered in field 17 and 18 on ECF for the date of service. Make the

appropriate correction to the procedure code in field 17 and/or the
maodifier in field 18 and resubmit the ECF.

537 PROC-MOD 4 — The procedure code Verify that the correct procedure code and modifier combination was
COMBINATION NON- is inconsistent with the entered in fields 17 and 18 on ECF for the date of service. Make the
COVERED/INVALID modifier used, or a appropriate correction to the procedure code in field 17 and/or

required modifier is modifier in field 18 and resubmit the ECF.
missing.

538 PATIENT PAYMENT 23 — The impact of prior Check the ECF to make sure the prior payment and the total non-
EXCEEDS MED NON- payer(s) adjudication covered amounts were entered correctly. A Medicaid recipient is not
COVERED including payments liable for charges unless they are non-covered services. Make the

and/or adjustments. appropriate correction to the ECF and resubmit. If the ECF cannot be
corrected, submit a new claim with the corrected information.

539 MEDICAID NOT LISTED 31 — Claim denied as Enter Medicaid payer code 619 in field 50 A through C line which
AS PAYER patient cannot be corresponds with the line on which you entered the Medicaid ID

identified as our number field 60 A through C and resubmit the ECF.
insured.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code
540 ACCOM REVENUE 16 — Claim/service lacks | M56 — Incomplete/invalid payer Room accommodation revenue codes cannot be used on an outpatient
CODE/OP CLAIM information which is identification. claim. If the room accommodation revenue codes are correct, check
INCONSIST needed for adjudication. the bill type (field 4) and the Health Plan ID (field 51). Make the
appropriate correction to the ECF and resubmit. If the ECF cannot be
corrected, submit a new claim.
541 MISSING LINE 16 — Claim/service lacks | M50 — Missing/incomplete/invalid The two digits before the edit code tell you on which line in field 42 the
ITEM/REVENUE CODE information which is revenue code (S). revenue code is missing. Enter the correct revenue code for that line
needed for adjudication. and resubmit.
542 BOTH OCCUR CODE and 16 — Claim/service lacks | M46 — Incomplete/invalid If you have entered an occurrence code in fields 31 through 36 A and
DATE NEC INC SPAN information which is occurrence span codes and dates. | B, an occurrence date must be entered. If you have entered an
CODE needed for adjudication. occurrence date in any of these fields, an occurrence code must also
be entered. Make the appropriate correction to the ECF and resubmit.
If the ECF cannot be corrected, submit a new claim.
543 VALUE CODE/AMOUNT 16 — Claim/service lacks | M49 — Incomplete/invalid value If you have entered a value code in fields 39 through 41 A - D, a value
MUST BOTH BE PRESENT | information which is code(s) and/or amount(s). amount must also be entered. If you have entered a value amount in
needed for adjudication. these fields, a value code must also be entered. Make the appropriate
correction to the ECF and resubmit. If the ECF cannot be corrected,
submit a new claim.
544 NURSING HOME CLAIMS 125 — Payment adjusted | N34- Incorrect claim form/format For further assistance contact South Carolina Medicaid EDI Support
SUBMITTED VIA 837 due to a submission/ for this service. Center at 1-888-289-0709.
billing error(s).
Additional information is
supplied using the
remittance advice
remark codes whenever
appropriate.
545 NO PROCESSABLE LINES | 16 — Claim/service lacks | N142-The original claim was All lines on ECF have been rejected or deleted. This edit cannot be
ON CLAIM information which is denied. Resubmit a new claim, manually corrected. Discard the ECF and resubmit a new claim.
needed for adjudication. not a replacement claim.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution

Code

546 SURGICAL PROCEDURE 16 — Claim/service lacks | M20 — Missing/incomplete/invalid Enter surgical procedure code(s) on claim line(s) and resubmit claim.
MUST BE REPORTED AT information which is HCPCS.

THE REVENUE CODE needed for adjudication.
LINE LEVEL

547 PRINCIPAL SURG PROC 16 — Claim/service lacks | MA66 — Incomplete/invalid Enter the surgical procedure code and date in field 74 on ECF and
AND DTE REQUIRED information which is principal procedure code and/ or resubmit.

needed for adjudication. date.

548 OTHER SURG PROC AND 16 — Claim/service lacks | M67 — Incomplete/invalid other Enter the surgical procedure codes and dates in fields 74 A - E and
DATE MUST BE PRESENT | information which is procedure code(s) and/ or resubmit.

needed for adjudication. | date(s).

550 REPLACE/VOID 16 — Claim/service lacks | M47 — Incomplete/invalid internal Check the remittance advice for the paid claim you are trying to
BILL/ORIGINAL CCN information which is or document control number. replace or cancel to find the CCN. Enter the CCN in field 64 and
MISSING needed for adjudication. resubmit.

551 TYPE 16 — Claim/service lacks | MA41 — Incomplete/invalid type of | Check the most current edition of the NUBC manual for source of
ADMISSION/SOURCE information which is admission. admission. Enter the valid Medicaid source of admission code in field
CODE INCONSISTENT needed for adjudication. 15 and resubmit.

552 MEDICARE 23 — The impact of prior CMS-1500 CLAIM: Medicare coverage was indicated on claim form.
INDICATED/NO payer(s) adjudication Make sure fields 24, 25, and 26 on ECF are correct and resubmit.
MEDICAID LIABILITY including payments UB CLAIM: Medicare coverage was indicated on claim form. Make

and/or adjustments. sure fields 50, 54, and 60 on ECF are correct and resubmit.

553 ALLOW 16 — Claim/service lacks | M79 — Missing/incomplete/invalid Information is incorrect or missing which is necessary to allow the
AMT=ZERO/UNABLE TO information which is charge. Medicaid system to calculate the payment for the claim. Check for
DETERMINE PYMT needed for adjudication. errors in the following fields: revenue codes, CPT codes, ICD 9 surgical

codes, diagnosis codes, condition codes, value codes as applicable.
Make the appropriate correction to the ECF and resubmit. If the ECF
cannot be corrected, submit a new claim. If this edit code appears with
other edit codes, it may be resolved by correcting the other edit codes.

554 VALUE CODE/3RD PARTY | 16 — Claim/service lacks | MA92 — Our records indicate that If you have entered value code 14 in fields 39 through 41 A - D, you

PAYMENT INCONSIST information which is there is insurance primary to must also enter a prior payment in field 54. Make the appropriate
needed for adjudication. | ours; however, you did not corrections to the ECF and resubmit. If the ECF cannot be corrected,
complete or enter accurately the submit a new claim.
required information.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code
555 TPL PAYMENT > 23 — The impact of prior Verify that the payment amount you have entered in field 54 is
PAYMENT DUE FROM payer(s) adjudication correct. If not correct, enter the correct amount and resubmit the
MEDICAID including payments ECF. If the amount is correct, no payment from Medicaid is due. Do
and/or adjustments. not resubmit claim or ECF.
557 CARR PYMTS MUST = 22 — Payment adjusted MA92 — Our records indicate that If any amount appears in field 28, you must indicate a third party
OTHER SOURCES PYMTS because this care may there is insurance primary to payment. If there is no third party insurance involved, delete
be covered by another ours; however, you did not information entered in field 26 and/or field 28 by drawing a red line
payer per coordination complete or enter accurately the through it and resubmit the ECF.
of benefits. required information.
558 REVENUE CHGS NOT 16 — Claim/service lacks | M54 — Did not complete or enter Recalculate your revenue charges. Also check the resolution column on
WITHIN +- $1 OF TOTAL | information which is the correct total charges for the ECF. If there is a "D" on any line, that line has been deleted by
needed for adjudication. services rendered. you on a previous cycle. Charges on these lines should no longer be
added into the total charges.
559 MEDICAID PRIOR B13 — Previously paid. Prior payment from Medicaid (field 54 A - C) should never be indicated
PAYMENT NOT ALLOWED | Payment for this on a claim or ECF. Make the appropriate correction to the ECF and
claim/service may have resubmit. If the ECF cannot be corrected, submit a new claim with the
been provided in a corrected information.
previous payment.
560 REVENUE CODES 16 — Claim/service lacks | M50 — Incomplete/invalid revenue | Revenue code 100 is an all-inclusive revenue code and cannot be used
INCONSISTENT information which is codes. with any other revenue code except 001, which is the total charges
needed for adjudication. revenue code.
561 CLAIM ALREADY 23 — The impact of prior N185 — Do not resubmit this Retroactive Medicare claim already debited or scheduled for debit.
DEBITED (RETRO- payer(s) adjudication claim/service. Cannot adjust this claim. Contact the PSC.
MEDICARE), CANNOT including payments
ADJUST and/or adjustments.
562 CLAIM ALREADY 23 — The impact of prior N185 — Do not resubmit this Retroactive Healthcare claim already debited or scheduled for debit.
DEBITED (HEALTH payer(s) adjudication claim/service. Cannot adjust this claim. Contact the PSC.
CLAIM), CANNOT including payments
ADJUST and/or adjustments.
563 CLAIM ALREADY 23 — The impact of prior N185 — Do not resubmit this Medicaid Pay & Chase claim already debited or scheduled for debit.
DEBITED (PAY & CHASE payer(s) adjudication claim/service. Cannot adjust this claim. Contact the PSC.
CLAIM), CANNOT including payments
ADJUST and/or adjustments.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code

564 OP REV 450,459,510,511 | 16 — Claim/service lacks | N61 — Re-bill services on separate | These revenue codes should never appear in combination on the same

COMB NOT ALLOWED information which is claims. claim. If a recipient was seen in the emergency room, clinic, and

needed for adjudication. treatment room on the same date of service for the same or related

condition, charges for both visits should be combined under either
revenue code 450, 510, or 761.
If the recipient was seen in the ER and clinic on the same date of
service for unrelated conditions, both visits should be billed on
separate claims using the correct revenue code.
If the recipient is a PEP member, and was triaged in the ER, the
submitted claim should be filed with only revenue code 459. No other
revenue codes should be filed with revenue code 459. Make the
appropriate correction to the ECF and resubmit. If the ECF cannot be
corrected, submit a new claim with the corrected information.

565 THIRD PARTY 22 — Payment adjusted MA92 — Our records indicate that If a prior payment is entered in field 54, information in all other TPL-
PAYMENT/NO 3RD PARTY | because this care may there is insurance primary to related fields (50 and 60) must also be entered. Make the appropriate
ID be covered by another ours; however, you did not correction to the ECF and resubmit. If the ECF cannot be corrected,

payer per coordination complete or enter accurately the submit a new claim.
of benefits. required information.

566 EMERG OP SERV/PRIN 16 — Claim/service lacks | MA63 — Incomplete/invalid Check to make sure that the correct diagnosis code was billed. If not,
DIAG DOES NOT JUSTIFY | information which is principal diagnosis code. enter the correct diagnosis code and resubmit the ECF.

needed for adjudication.

567 NONCOV CHARGES > OR | 16 — Claim/service lacks | M54 — Did not complete or enter Check the total of non-covered charges in field 48 and total charges in
= TOTAL CHARGES information which is the correct total charges for field 47 to see if they were entered correctly. If they are correct, no

needed for adjudication. | services rendered. payment from Medicaid is due. If incorrect, make the appropriate
correction to the ECF and resubmit.

568 CORRESPONDING 107 — Claim/service N142 — The original claim was Review the edit code assigned to the void adjustment claim to
ADJUSTMENT (VOID) IS denied because the denied. Resubmit a new claim, determine if it can be corrected. If the void adjustment claim can be
SUSPENDED OR DENIED related or qualifying not a replacement claim. corrected, make the necessary changes and resubmit the adjustment

claim/service was not claim. Resubmit the replacement claim along with the corrected void
previously paid or adjustment claim.
identified on this claim.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

Sl Description CARC RARC Resolution

Code

569 ORIGINAL CCN IS 125 — Payment adjusted | N185 — Do not resubmit this Check the original CCN on the Form 130 as it is either invalid or a CCN
INVALID OR due to a submission/ claim/service. for an adjustment claim. If the CCN is invalid, enter the correct CCN
ADJUSTMENT CLAIM billing error(s). and resubmit. If the CCN is for an adjustment claim, it cannot be

Additional information is voided or replaced.
supplied using the

remittance advice

remarks codes

whenever applicable.

570 OP REV 760 762, 769 16 — Claim/service lacks | N61 — Re-bill services on separate | These revenue codes cannot be used in combination for the same day;

COMB NOT ALLOWED information which is claims. bill either revenue code 762 or 769 on an outpatient claim. Verify the
needed for adjudication. correct revenue code for the claim, and make the appropriate
correction to the ECF and resubmit. If the ECF cannot be corrected,

submit a new claim.

575 REPLACE/VOID CLM/CCN | 16 — Claim/service lacks | M47 — Incomplete/invalid internal Review the original claim and verify the claim control number (CCN)
INDICATED NOT FOUND information which is or document control number. and recipient ID number from that claim. Make sure that the correct

needed for adjudication. original CCN and recipient ID number are entered on the adjustment
claim and resubmit the adjustment claim.
UB CLAIM: Check the CCN you have entered in field 64 A - C with
the CCN on the remittance advice of the paid claim you want to
replace or cancel. Only paid claims can be replaced or cancelled. If the
CCN is incorrect, write the correct CCN on the ECF. If this edit appears
with other edits, it may be corrected by correcting the other edit
codes. If edit code 575 and 863 are the only edits on the replacement
claim, the replacement claim criteria have not been met (see Section 3
on replacement claims).

576 TYPE OF BILL AND 16 — Claim/service lacks | MA30 — Incomplete invalid type of | If the bill type you have entered in field 4 is 131 or 141, you must use
PROVIDER TYPE information which is bill. your outpatient number in field 51. If the bill type is 111, you must
INCONSIST needed for adjudication. use your inpatient number. Make the appropriate correction to the

ECF and resubmit. If the ECF cannot be corrected, submit a new claim.

If claims resolution assistance is needed, contact the SCDHHS Medicaid Provider Service Center (PSC) at the toll free number 1-888-289-0709. PSC customer service
representatives are available to assist providers Monday through Friday from 7:30 a.m. to 5 p.m. Providers can also submit online inquiries at http://www.scdhhs.gov/contact-

us.
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APPENDIX 1 EDIT CODES, CARCS/RARCS, AND RESOLUTIONS

PLEASE NOTE: Edit Correction Forms (ECFs) returned with "NO CORRECTIVE ACTION” will be disregarded. Corrected ECFs should be returned to

the Medicaid Claims Receipt address which is located at the bottom of the ECF. If the ECF does not require corrections, but needs to be reprocessed because information in

the system has been updated, submit a new claim for processing.

el Description CARC RARC Resolution
Code

577 FP MOD. USED — 4 — The procedure code N30 — Recipient ineligible for this Verify that the procedure code and modifier are correct. If incorrect,
PATIENT UNDER 10 OR is inconsistent with the service. make