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New Services for _—

— i s -
Community Choices Waiver

Two new services that will enable participants transitioning
from an institution to secure there own housing and

prepare to receive waiver services in their own home or
other community setting.

e 70648: Housing Stabilization services:

« Assist participants to maintain their own housing as set forth in
the approved plan of care for each participant.

e 70649:Housing Transition/Crisis services:

« Assist participants transitioning from an institution to their own
housing

« These services are provided while the participant is in an
institution and preparing to exit the institution.



=
—  Billing Information o

The services must be billed per date. Span date billing is
not allowed.

The services are billed paper on the CMS-1500 claim form
or electronically on the 837P Professional transaction.

e Paper forms can be obtained at office supply stores such as
Office Depot and Staples.

e Electronic billing instructions (preferred method):

« Advantages of Electronic Claims Submission:
Increased cash flow;
Improved claim control;
Decrease in time for receipt of payment;
Automation of receivables information;
Improved claim reporting by observation of errors;
Reduction of error through pre-editing claims information.


http://www.lamedicaid.com/provweb1/HIPAABilling/837_Health_Care_Claim_Professional.pdf
http://www.lamedicaid.com/provweb1/HIPAABilling/837_Health_Care_Claim_Professional.pdf
http://www.lamedicaid.com/provweb1/HIPAABilling/837_Health_Care_Claim_Professional.pdf

-

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM GLAIM COMMITTEE 08/05

Molina -
P.
Baton Rouge, LA 70821

WAIVER

Louisiana Medicaid
0. Box 91020

o
ol
e
o
=y
o
PICA PICA J[
T WEDICARE . MEDICAD TRICARE CHAMPVA GROUF TECR
TRICARE SEode i OTHER | 1a. INSURED'S | D. NUMBER (For Program in kem 1)
(Medicare #) 3 (Medicald #  (Spansor's SSN) (Member OF) (SN oriD) (S5N) O 1234567891234
2. PATIENT S NAME (Last Mame, First Name, Middie initial) kX ";\nuh"*l ‘-&gﬁlmgm SEX 4. INSURED'S NAME {La= Name, First Name, Middle Initial)
VALENTINE, JOHN 0214 ] 38 m X F
5. PATIENT S ADDRESS (No., Stree) 6. PATIENT RELATIONSHIF TO INSURED 7. INSURED'S ADDRESS (No., Stresf)
123 ALLIE RD Seff  Spouse  Child Other
Ty STATE |6 PATIENT STATUS TITY STATE =
SMILEY LA Soge  Maed  Oter 2
TFCODE TELEPHON Area Coge] ZIPCODE TELEPHONE (Inchide Area Gode) ;!
Ful-Ti PartT
70529 () Empoyed gl Tanin® () 2
& TLast Name, Firsl Name, Midde Iniial] 0. 15 PATIENT & CONDITION RELATED T0¢ 1 INSURED S POLICY GROUP OR FECA MUMBER 5
3
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a NSURED'S DATE OF BIFTH SEX =
]
YES NO ! ! " F 2
B R [IEIRED S DATE OF BRTH SEx b, AUTG ACCIDENT? PLACE (Stsie) | b. EMPLOYER & NAME OR SCHODL NAME a
| =
| | ] F YES NO I
. EMPLOYER'S NAME OR SCHOCL NAME o, OTHER ACCIDENT? . INSUIRANCE PLAN NAME OR PROGRAM NAME =
vEs o =
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLANT é
YES NO If yes, retum o and complete ilem & a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autharize Ine release of any medcal or omer infoamation necessany

13. INSURED'S OR AUTHORZED PERSON'S SIGNATURE | authorize
payment of medical benefits o the undersigned physician or supplier for
senices .

10 process this daim. | also request payment of govemment benafts siher o mysaf or 1 e party who acospts assignmant described below.
below
SIGNED DATE SIGNED
—
4. DATE GF GURRENT: ILLNES'S (First iom) OR 15, IF PATEENT IMILAR 1 . | 16. DATES PATIENT TO WORK [N CURRENT CCCUPATION
i 00w (DY (e B S TRe DaTe Uit T BB S eSS MBI TS5
! ! PREGMANCY(LMF) ! | FROM ! | T© | !
17
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE =, | ‘ 16, HOSPITALZATION DATES RELATED TO GyRRENT SERVICES
170, rm ‘ FROM ! | T ! |

18. RESERVED FOR LOCAL USE

20. OUTSIDE LAB? $ CHARGES

YES NO

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate fems 1, 2, 3 or 4 to ltem 24E by Line)

Tl

ORIGINAL REF. NO.

1 5881 3
23 PRIOR AUTHORIZATION NUMBER
2 99791 4 325687158
24, A DATE(S) OF SERVICE B. | C. | DPROCEDURES. SERVICES,OR SUPPLIES E F G |H | J
From To I’uuu{ (Explsin Unusual Circumsiances) DIAGNOSIS oaYs |ear! RENDERING
MM DD YY MM oo YY |sERVicE| EMG CPTHCPCS | MODIFIER POINTER $ CHARGES UNITS | pwn | GUAL PROVIDER ID_ &
10001 1131010111312 | | Zosas | | | | o1z | 2000 | 1 |
N S S N B [ T \ L [
T N R N N I T T \ Pl [
N N A N S A I T O \ I [
N I S S I I \ N I 2
N T N S [ i 1 | Y N L2
25 FEDERALTAX | 0. NUMBER SSN EN 26. PATIENT'S ACCOLNT NO. 27. ACCEFT ASSIGNMENT? | 28 TOTAL CHARGE 25, AMOUNT FAID |30, BALANCE DUE
(For Qove chaims. 40 back)
= NO 5 20{00 |s L 2000
1 SIGNATURE GF PHYSIEIN O 6P ER 32 SEAVICE FACILITY LOGATION NFORMATION 33 BLLINGPROVIDER NFO& PHE (800 ) 233-3333
(1 certity that the statements on he reverse WAIVER SERVICES
@pply 10 this bil and are made a pan hereof.) 500 ALBERT RD
G ety SR BB SMILEY, LA 70528
SIGNED DATE a b, = 1234567891 1234567

NUCC Instruction Manual available at: www.nuee.org

APPROVED OMB-0838-0999 FORM CMS-1500 (08/05)

OR SUPPLIER INFORMATION

PHYSICIAN



WAIVER

[1500] Molina- Louisiana Medicaid &

HEALTH INSURANCE CLAIM FORM P.O. Box 91020 g

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE 08/05 Baton Rouge, LA 70821 o
PICA PICA

T MEDICARE  MEDICAD m CHAMPVA  GROUP = TEC OTHER , 1a. INSURED'S | D. NUMBER (For Program in kem 1) \

(Medicare ®) ¢ (Medicaid #) (Sponsor's SSN) (Member ID#)  (SSN oriD) (SSN) (D) 1234567891234

2 PATIENT'S NAME (Last Name, First Name, Micdie intial) Lo 1t SEX 4. INSURED'S NAME (Last Name, First Name, Middie Initisf)

VALENTINE, JOHN 0214 ] 38 »X F

5. PATIENT'S ADDRESS (No., Street) 6, PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Streef)

123 ALLIE RD Sef  Spouse  Chid Other

cmy STATE [8. PATIENT STATUS ciy STATE

SIMILEY LA Single Marned Omer

[ZIPCODE | TELEPHONE (Indude Area Code) ZIP CODE TELEPHONE (Include Area Code)

70250 ( ) Emored  "iee e §. D

& OTHER INSURED S NAME (Last Name, First Name, Miadie Intial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

10 ISPATIENT S CONDITION RELATED T0: |

a. EMPLOYMENT? (Current or Previous)

n

—
a INSUREDS DATE OF BIRTH
MM DD | YY
% .

[D. EMPLOYER S NAME OR SCHOOL NAME

YES NO
. SEX b. AUTOACCIDENT? PLACE (State)
| | M B Yes N,
. EMPLOYER S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT?
YES NO
3. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

¢ INSURANCE PLAN NAME OR PROGRAM NAME

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
YES NO If yes, return to and complete item 8 ad.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE |

READ BACK OF FORM BE FORE COMPLETING & SIGNING THIS FORM.
the rek

i or oher infommas

of any med

y

13. NSURED'S OR AUTHORZED PERSON'S SIGNATURE | authorize
payment of medical benefits o the undersigned physidan or supplier for

PATIENT AND INSURED INFORMATION

10 process this daim. | also request pay of g its eiher 1o mysalf or 1o he party who acoepts assignment senices desaribad below.
balow.
SIGNED DATE SIGNED
14, DATE OF CURRENT. ILLNESSS (First tom) OR 16 DATESPAT!BII‘ TO WORK IN T OCCUPATION
B0 (| e e TieT SASE AR B A LSS BRI R 85"
| ! PREGNANCY(LMP) i FROM |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18 PDSPI‘I;‘AuZATm D\T% RELATEDTO mew
17b. NPI FROM I ! T I }

19. RESERVED FOR LOCAL USE

20. QUTSIDE LAB?
YES

$ CHARGES

vo_| |




W R R A R T e R o R

READ BACK OF FORM BE FORE COMPLETING & SIGNING THIS FORM.
12. PATIENT™S OR AUTHORZED PERSON'S SIGNATURE | authorize the release of any medcal or ofer infommafon necessary
o process this daim. | alse request paymeni of government benedis elfer 1o mysaf or o he pany who accepts assignment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
jpayment of medical benefits to e unde rsigned phys dan or supplier for
sendces desoribed below.

Do .
SIGNED DATE SIGNED
14, DATE OF CURRENT: ILLNES S {Firsi sympiom) OR 15, IF PATIENT HASH E DR SIMILAR ILLNESS, | 16. DATES PATIENT AEI‘F‘ TO WORK IN CURREMT DCCUPATION
MM o DD YY INJURY {Accident) OR GNEFIRST DATE ﬁ'?dﬁ“dl BE | '?qu —_— L ! UII:I'NI o MM % I Y
1 I PREGNANCY{LMP) 1 I 1 1 1
17. MAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18, Hc:-mwau:ln [}y DATES RELATED TO “‘n’ﬁﬁ%‘tﬁ"’"ﬁ
170, NP FROM | ! TO I |

16. RESERVED FOR LOCAL USE

20. OUTSIDE LAB? 3 CHARGES

YES ND‘ |

21. DIAGNO SIS OR NATURE OF ILLNESS OR INJURY (Relate Hems 1, 2, 3 or 4 to ltem 24E by Line)

R

22 MEDICAID RESUEMISSION
¢ oDE

ORIGINAL REF. MO.

23, PRIOR AUTHORIZATION NUMEER
2 99791 . . 325687159
24, A, DATE(S) OF SERVICE E. C. D PROCEDURES, SERVICES, OR SUPPLIES E F. (=} H, I o,
Frem To |=-ucec={ (Explain Unusual Circumstances} |DI.'~Gl\JDSIS Do [Focay| O ‘ RENDERING

Ma DD ¥y MM (1] ¥Y |sERicE| EMG CPTHCPCS | MCDIFIER POINTER $ CHARGES UHTS | P | QUAL PROVIDER ID. &
1010111310101 |13 12 | | ZoB4s | i o 1,2 20000 | 1 | [werl |

T R T R R e L

I R P | NP ]

I | L | e ]

I R R A e I L | [wPr]

I T N T R A R L | NP
25 FEDERALTAX |.D. NUMBER S5N EIN 28, PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIIGIW.ENT? 28 TOTAL CHARGE 25, AMOUNT PAID 30, BALANCE DUE

(For gowl clairms, 208 back)

X ves NO $ 2000 |s | s 20{00
31 SIGNATURE OF PHYSICIAN OR SUFFLIER 32 SERVICE FACILITY LOCATION INFORMATIGN 33 BILLINGPROVIDER NFOBPHA ( g0p ) 233-3333
INCLUDING DEGREES OR GREDENTIALS
{I certify that the staements on the reverse WAIVER SERVICES
apply ko this bill and are made apan hereol. ) 500 ALBERT RD

Coir Loty FiLiE2TF

SMILEY, LA 70528

SIGNED DATE a

= 1234567891 |bo 1234567

NUCC Instruction Manual available at: www.nucc.org

PHYSICIAN OR SUPPLIER INFORMATION

v

APPROVED OMB-0938-0859 FORM CMS-1500 (08/05)



— Timely Filing ==

Medicaid claims must be filed within 12 months of the
date of service.

Medicaid claims received after the initial one year
timely filing limit (one year from the date of service or
date of retroactive certification) cannot be processed
unless the provider is able to furnish documentation
that verifies timely filing. Proof of timely filing may
include one the following:

e An electronic Claims Status Inquiry (e-CSI) screen print

indicating that the claim was processed within the
specified time frame.

e A remittance advice indicating that the claim was
processed within the specified timeframe.



— Timely Filing —

e Previously, when providers submitted claims that are over the 1-year
filing limit but under the 2-year filing limit, they submitted a paper
claim with proof of timely filing attached to each claim form. The
provider would search for the proof of filing — generally the page
from an RA where the claim was denied within the timely filing
limit — make copies of the document, and mail the claim(s) to
Molina for processing. This involves mailing time and
processing/handling time once received, which may mean that
payment was not received for up to 30 days.

 Effective with processing date January 14, 2013, if no other
documentation is required for processing the claim, providers may
submit claims over the 1-year filing limit but under the 2-year filing
limit electronically or paper without attached proof of filing. When
the claim is entered into the processing system, the system will
search claims history for an exact match to the claim coming into
the system. If a match is found, the 1-year edits (272, 371) will be
systematically by-passed, and the claim will continue processing
through other edits. If an exact match is not found in history, the
edits will not be by-passed.



— Timely Filing —

e Provider Number (Billing and Attending), Recipient ID
Number, Date of Service, and Procedure Code on the
incoming claim must match a claim in history in order to
bypass the timely filing edits.

e In many circumstances, this will allow providers to submit
claims (either EDI or paper without an attachment) without
trying to pull documentation to prove timely filing.

e These claims will initially appear as denied or pending on the
first week processed, then will go through the history search
process and appear on the following RA as paid (if history
confirmed timey filing) or denied (because history did not
confirm timely filing). Any claims denied on the second RA
must be submitted paper with timely filing documentation
attached (if available) in order to be processed for payment.



~Remittance Advices (RA) —

This document plays an important communication role between the
provider, the Bureau of Health Services Financing, and Molina
Medicaid Solutions. Aside from providing a record of transactions, the
Remittance Advice will assist providers in resolving and correcting
possible errors and reconciling paid claims.

Provider participation in the Louisiana Medicaid Program is entirely
voluntary. State regulations and policy establish certain requirements
for providers who choose to participate in the program. One of those
requirements is the agreement to maintain any information regarding
ayments claimed by the provider for furnishing services for a period of
ive years. It is the responsibility of the provider to retain all RAs for
five years.

Louisiana Medicaid posts standard paper remittance advices to
providers, billing agents, or other entities representing providers on the
secure side of the Louisiana Medicaid web site, .
under the link, Weekly Remittance Advices. The documents are
available in downloadable and printable PDF format.


http://www.lamedicaid.com/

Remittance Advices (RA)VM./ *

Providers who are not registered on the Louisiana Medicaid web
site must register in order to access the website’s secure portal.
Once registered, providers may grant logon access to
appropriate staff and/or any business partner entity
representing them. Individuals who are allowed to access RAs
will have the ability to download and save the documents or
print the documents for reconciling accounts.

Providers must implement procedures for appropriate
individuals to access this information online and to download
and save or print RAs for internal use and future reference.

Standard RAs are available only online through the web site. RAs
will only be available online for five weeks. These RAs are not
reproduced for providers once they have been removed from the
web site, so it is very important for providers to download or
print and save each RA.



Remittance Advices (RA)VM./ *

In situations where providers choose to contract with
outside billing or collection agencies to bill claims and
reconcile accounts, it is the provider’s responsibility to
provide the contracted agency with copies of the RAs or
other billing related information in order to bill the claims
and reconcile the accounts.

Molina Provider Relations responds to inquiries
concerning particular claims when the provider has
reconciled the RA and determined that the claim has
denied, pended, paid or been rejected prior to entry into
the system. It is not possible for Molina Provider Relations
to take the place of the provider’s weekly RA by checking
the status of numbers of claims on which providers, billers
or collection agencies are checking.



Remittance Advices (RAﬁO/

nt.

Claims presented on the RA can appear under several headings:

« Approved Original Claims (Paid claims);
Denied Claims;

Claims in Process (Pending claims);
Adjustment Claims;

Previously Paid Claims;

Voided Claims.

When reviewing the RA, please look carefully at the heading under

which the claims appear. This will assist with your reconciliation
process.

Always remember that claims appearing under the heading
"Claims in Process" are to let the provider know that the claim
has been received by the Fiscal Intermediary, and are pending in
the system for review. Once that review occurs, the claims will
move to a paid or denied status on the RA.

These claims should not be worked until they appear as either
"Approved Original Claims" or "Denied Claims".



* On the line immediately below each claim, a code is printed
representing denial reasons, pended claim reasons, and payment
reduction reasons. Messages explaining all codes found on the RA will
be found on a separate page following the status listing of all claims.

* At the end of each claim line is the 13-digit internal control number
(ICN) assigned to that claim line. Each separate claim line is assigned a
unique ICN for tracking and audit purposes.

» Listed below is a breakdown of the 13 digits of the ICN and what they
represent:

Position1 ________[Last Digit of Current Year
[ T D Julian Date - ordinal day of 365-day year

Media Code - o = paper claim with no attachments
Position 5 1 = electronic claim
5 = paper claim with attachments
Positions 6-8 .
_Batch Number - for Molina internal purposes

Positions 9-11 Sequence Number - for Molina internal purposes

Number of Line within Claim - oo = first line
Positions 12-13 o1 = second line
02 = third line, etc.
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— Common Edits ==

241 - Claim Held For Pre-payment Review

e This message will appear for every claim submitted,
and means the claim is being held for pre-payment
screening. Providers will see an approximate 14-day
waiting period between when claims are submitted and
when they are paid.

« Reminder: “Claims in process” are to let the provider know
that the claim has been received and should not be worked
or resubmitted. Once the review occurs, the claims will move
to a paid status on the RA.

o It is the provider's responsibility to implement a procedure to
track and reconcile these claims pended for pre-payment
review.



— Common Edits ==

272 - Claim exceeds 1 year filing limit
371 - Attachment requires review/filing deadline

e Medicaid claims must be filed within 12 months of the
date of service.

e Medicaid claims received after the initial one year
timely filing limit (one year from the date of service or
date of retroactive certification) cannot be processed
unless the provider is able to furnish documentation
that verifies timely filing.



— Common Edits ==

215 - Recipient not on file
e The recipient ID number on the claim form is not in the State
eligibility files.
e Verify the correct 13-digit recipient ID number using REVS, MEVS,

and e-MEVS and enter this number where required on the claim
form.

216 - Recipient not eligible on date of service

e Remember to verify member eligibility monthly to ensure active
Medicaid coverage.

e Prior authorization does not override eligibility issues. Only dates
of service during a recipient’s eligibility will be reimbursed.

217- Name and/or number on claim does not match file record

e Verify the correct spelling of the name via REVS, MEVS, and e-
MEVS using the 13-digit recipient ID number. Ensure that the first
and last names are entered in the correct order on the claim



— Common Edits ==

190 - PA number not on file
e Verify that the correct PA number was used on the claim.
191 - Procedure requires prior authorization
e Verify that the PA number was listed on the claim
193 - Date on claim not covered by PA
» Verify that the correct PA was used and covers the date of service

billed.

194 - Claim exceeds prior authorized limits

e Verify total units approved on the PA against the total units
approved on previous claims and the current claim being denied.

196 - Claim recipient id does not match id on prior
authorization file

e Verify that the PA used on the claim belongs to the member listed
on the claim

Contact SRI (225-767-0501) for assistance with PA denials
between 190-198.



——Provider Assistance

Molina Provider Relations Department
Phone: (800) 473-2783

(225) 924-5040

Molina EDI Department
Phone: (225) 216-6303

Molina Provider Enrollment
Phone: (225) 216-6370

Molina Web Technical Support Help Desk
Phone: (877) 598-8753

Field Analyst Listing on Web Site
(www.LaMedicaid.com)



FIELD ANALYST

PARISHES SERVED

Jefferson St. Helena
Orleans St. Tammany
L Plaguenuines Tangipahoa
Kellie C._ anforto-Hebert St Bernard Washington
(225) 216-6269 St. John the Baptist McComb (MS)
Ascension LaSalle
Bienwille Livingston
Bossier Natchitoches
Caddo Rapides
Aubrey Landry Catahoula Red River
(225) 216-6306 Claiborne Sabine
Concordia Webster
Desoto Winn
East Baton Rouge Jasper (TX)
East Feliciana Marshall (TX)
Grant
Assumption Richland
Avovelles St. Charles
Caldwell St James
East Carroll Tensas
Pamela Watson PIMD ".l:er_rebon.ue
(225) 216-6273 Iberville Union
Jackson West Baton Rouge
Lafourche West Carroll
Lincoln West Feliciana
Madison Centerville (MS)
Morehouse Natchez (MS)
Ouachita Vicksburg (MS)
Pomnt Coupee Woodville (MS)
Acadia St. Landry
Allen St. Martin
Avoyelles St. Mary
Beauregard Vermillion
Becky Mouton Calcasien Vernon
(225) 216-6249 Cameron Beaumont (TX)
Evangeline Out of State Providers
Iberia (excluding assigned trade areas
Jeff Davis above)

Lafayette







