PREVENTING and RESOLVING BILLING ISSUES

	
Third Party Liability (TPL)

	If a consumer has another health insurance policy, visits may be covered by that carrier.  Check with the consumer monthly to see if they have any change in health insurance coverage.   Medicaid is usually the last insurance to pay for services.    

If there is another health insurance plan, you must first try to receive payment from that insurance carrier.  A denial of payment for the care you provide must be received from the other health insurance carrier prior to billing Medicaid. This denial must be renewed under certain circumstances, which include but are not limited to: (a.) the health insurance policy changes, (b.) visits by a nurse change to less than 4 hours and (c.) annually.   

Once the payment for service is denied by the other health insurance carrier, a special code must be entered onto the Claim form to allow reimbursement.   If it is learned that another health insurance carrier would have paid for the service you billed to Medicaid, you will be required to pay money back to Medicaid. An “Explanation of Benefits” (EOB) statement may be used as proof that you sought reimbursement from the other health insurance carrier. 

If the consumer states that her/his health insurance policy has ended, the consumer must notify the county Caseworker and the CareStar Case Manager.  The county caseworker will update the system at ODJFS.  Once the system has been updated, you will be able to bill Medicaid for your services.

	Consumer Eligibility

	Consumers receive a new Medicaid card each month indicating that they are in good standing as a consumer.   Consumers are responsible for keeping their Medicaid card current so that they can receive Waiver services in their home.  If a consumer has a current Medicaid card, they are said to be “eligible” or able to receive services.  Ask your consumer to let you know if the Medicaid card is not received for a given month.

It is recommended that providers check the consumer’s “Eligibility” status on the first date of each month to make sure that the consumer is eligible to receive services through this program.  You may do this by calling 1-800-686-1516 (follow the automated menu prompts) or checking through the ODJFS Provider Portal. If a consumer is reported to be ineligible, contact the consumer and case manager immediately. 


There are some things that you, the provider, can do to reduce the likelihood of experiencing a billing issue. Listed below are helpful hints for solving billing issues and steps to follow to avoid pitfalls that may cause your request for reimbursement to be denied.

	Billing Information Updates from ODJFS

	You will not receive paper/hard copies of Medicaid Transmittal Letters, which are notices of new provider-related or billing information.  It is important for you to sign up to receive these letters via e-mail as they may contain information that keeps you current on changes and might help you avoid a claim denial.  You will need to sign up to receive these letters by registering your name and e-mail address at http://www.odjfs.state.oh.us/subscribe/.  It is important that you keep your contact information current at this web site.  

 Remittance Advice (RA) Notices can be viewed at: http://jfs.ohio.gov/OHP/providers/ran.stm
ODJFS holds billing training class twice/year.  Providers should check the website for dates.


	All Services Plan (ASP) authorization

	It is recommended that all providers register at the Provider web site, www.myohiohcp.org, and view ASPs there.  Read the consumer’s All Services Plan very carefully to assure that the hours of services you provide to the consumer and the amount of money you bill is consistent with and no greater than the maximum number of visits and hours allowed as entered on the Goals page and Units page. The number in the first column before your name on the Units page indicates your specific goal number on the Goals page. Review the Goals, Methods, and Objectives on the Goals page and follow, accordingly. The billing code to be used for the provider can also be found on the Units page. 

 If the Method requires that you are requested to submit calendars to the CM by a specific date each month, it is important that you meet this deadline every month.  Failure to submit the calendar in a timely manner could result in you not being authorized for the number of hours worked.  Any hours not authorized are not billable. Before submitting, check the calendar for accuracy and keep a copy for your records. 

 Look for any modifiers that are to be used on the Claim form including those for a second or third visit.  The “HQ” modifier, for example, should be entered when you are providing service for 2-3 consumers at the same time at any point during the visit. This will be identified on those eligible consumers’s ASP as “group billing”.

If any of the information on your current ASP is incorrect, contact the Case Manager immediately upon discovery. It is your responsibility to check each ASP on each of your consumers as found on your specific  www.myohiohcp.org  page.  All changes in services must be discussed with and approved by the case manager before you give the care or bill for the service.  If more hours of service are needed and it is after business hours, on the weekend or holiday, call the on-call coordinator.  The on-call coordinator may be reached by phoning 1-614-751-7777 (follow the automated menu prompts). 

Nurses:

Nurses should include on their 485s/recertifications the specific skilled nursing tasks and the frequency/duration of services identified in their goal on the Goals page. 

Nurses must be careful to identify which billing code and source of payment is to be used on the Claim form as it can vary.  This information is located on the Units page. 


	National Provider Identifier (NPI)

	All nurses, therapists, physicians and certain other health care professionals must have an NPI number.  The NPI number must be used on the Claim from.

Personal Care Aides (PCA) and specialty providers are not required to have an NPI number.


	Remittance Advice (RA)

	Always review your Remittance Advice (RA) on the ODJFS website each time you are paid.  The Remittance Advice is your paycheck stub.  The Remittance Advice lists the consumer’s name, dates of service, number of units billed, amount of money charged and how much you were reimbursed.  It is important that the dates of service and units of service entered on the Claim form match your visit records (documentation).  Providers must bill the correct billing code and modifier, if appropriate, as listed on the ASP. 

Anyone can make a mistake!  When you review your RA, look for errors.  If you notice that you made an error when you submitted your claim, an ODJFS Claim Credit Reversal Form (JFS 6768) or an Adjustment Request Form (JFS 06767) must be submitted.  To determine which form is appropriate in your situation,  review OAC billing rules or consult your Billing Vendor or Provider Relations (1-800-686-1516, enter options 1-1-3-0).  A correction is required if the error involves only the wrong date of service, even if dollar amount reimbursed remains the same.

The reason for any date of service being denied will be listed at the bottom of the Remittance Advice.  This information is important to reference when seeking help in resolving a billing issue.

The Remittance Advice is only available on the ODJFS web site. To sign up, go to: https://medicaidremit.ohio.gov/ and then click "sign-in".  Enter your Medicaid Provider Number in the "User ID" field and the last four digits of your Federal Tax ID Number (either your Employer Identification Number or Social Security Number) in the "Password" field. You will be asked to enter your e-mail address. You must have an e-mail address to establish your account.  


	HOW TO RESOLVE A CLAIM DENIAL

	Sometimes providers will do everything correctly and still experience an issue with billing.  If this happens, do not panic.  The first thing to do is review your Remittance Advice to learn the reason for the denial.  

If the reason for the denial identified on the Remittance Advice is (1.) the consumer has exceeded the funding limit, (2.) the maximum benefit allowed for the consumer has been reached, or (3.) the consumer is not eligible for Waiver services, contact the case manager.  The case manager will help you resolve the problem or refer you to someone in CareStar’s Provider Billing department. 
For all other reasons for denial identified on the Remittance Advice, contact Provider Relations at 1-800-686-1516 (enter options 1-1-3-0 to speak with an operator).  If this individual is not able to help you, contact the Ombudsman Office at 1-614-752-9551.  Finally, you may contact CareStar’s Provider Billing department at 614-751-7777, if you are unable to satisfactorily resolve a billing issue. 


	Submitting a Claim for Reimbursement

	You may submit a Health Insurance Claim Form (CMS 1500) in order to receive reimbursement after you have:

· * obtained ASP authorization from the case manager, 

· * assured no other payor sources exist, 

· * provided the service, 

· * documented the service (created a record of services performed or not performed),  
· * completed a timesheet that has been signed by both you and the consumer (or authorized   

                  representative) at the end of each visit. 

       Nurses: You may render services after obtaining verbal physician’s orders but may not submit a claim for reimbursement until you have obtained the signed, dated physician's orders.  
 The Claim form must be complete and correct to avoid billing issues or denials.  Providers may submit claims directly to ODJFS in most instances or use the services of an Authorized Trading Partner (billing company).  A list of authorized billing companies is available at: www.ohiohcp.org.

To submit claims without using a Trading Partner, go to this web site to begin:  www.jfs.gov
1.) Click on "Ohio Medicaid" (bottom right square)

2.) Click on "Providers" (center of page at bottom)

3.) Under "Other Resources" (bottom right), click on 2nd to last bullet, "Medicaid Provider Portal" 

4.) Then, there will be two (2) tabs -"home" and "sign-in".  Click on the "sign-in" tab
5.) On next screen, enter the following:
      User name: your 7-digit provider number     Password: your last 4 digits of SS# (or tax ID, if agency)
6.) Then, create a new password in the next screen (remember your "current password" will be the 4-
digit number entered above)  
 7.) After registering, go back to the "Medicaid Provider Portal" page and you will see other tab options ("home", "sign-in", "remittance advices", "claims submission")

 8.) Click on the "Claims submissions" tab to see Claim forms.  Instructions are in upper right-hand corner of page.  (It is recommended that you print these instructions).
 

If you need help, contact the training team at 1-614-752-9551 (ask for the Ombudsman dept).  ODJFS conducts Provider billing training sessions twice a year.  If you would like to attend a session, check the website for the dates and register for a class.


	PATIENT LIABILITY

	Some Waiver consumers are required to pay a pre-determined dollar amount each month to a specified Waiver provider to pay for the authorized services rendered by the provider. This dollar amount is called a “Patient Liability”.  Consumers are notified by the county caseworker when being required to pay a Patient Liability. If the consumer refuses to pay the Patient Liability or contests the amount, the assigned provider must notify case manager immediately.  

 If you are the provider who is assigned to collect/receive the Patient Liability, the case manager will discuss this with you and identify you on the ASP as the provider assigned to receive the Patient Liability.  The provider assigned to receive the Patient Liability must apply the first shifts/visits each month to the Patient Liability and NOT bill this amount to Medicaid.  The assigned provider should make a notation on the record (documentation) detailing which visits are being applied to the Patient Liability.  The assigned provider should keep a record of each payment including the form of payment (cash, money order, cashier’s check, personal check/number, etc.).  

The assigned provider will need to acknowledge receipt of the Patient Liability on the Claim Form.
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