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The Provider Portal allows you to:

« Enter claims directly on the portal and send them to the Medicaid Enterprise
System (MES) for processing. Claims are processed in real time with the claim
status instantly returned to the user.

« Search for and view previously entered claims.

. Ulsg the copy capabilities to reuse previously entered information on new
claims.

« Easily find the appropriate Remittance Advice (RA) using either claim or payment
information.

Void and replace claims when necessary.

Welcome to the MESA Provider Portal



Eligibility || Claims | Care Management | Patient Health History | Files Exchange | Resources

Click the
- : ] ] -
Home Clalms tﬂh Friday 06/11/2021 05:40 PM CST

Provider Mame BOGUS PROVIDER MAME Role IDs | 0939393998 hl
Location 0995959%8 - BOGUS PROVIDER NMAME Taxonomy Z208D00000X-Gensral Practice

@ User Details e' Sign Up to Receive News

Welcome Melissa
=l Secure Correspondence

My Profile MEDICAID ENTERPRISE S5YSTEM ASSISTAMNCE

Manage Accounts
Welcome Health Care Professional! l=l Latest News

@ Provider
We are committed to make it easier for physicians and other Late Breaking News
Name BOGUS PROVIDER providers to perform their business. In addition to providing the ] ]
MAME ability to verify member eligibility and submit claims, our secure Provider Bulletins
Provider ID 099599958 site provides access to benefits, answers to frequently asked UM/ QIO

questions, and the ability to search for providers.

Locati ID» 099599098
cation Report Fraud

Characteristics

E| Provider Seruice'}

Member Focused Viewing

Search Payment History

EHR Incentive Program

To submit Professional Claims, start on the home screen and select the claims tab



£ MEpicain S

Text Size [—] | Logout

Home | Eligibility Care Management | Patient Health History | Files Exchange | Resources

Search Claims Submit Claim Dental Submit Claim Instf Submit Claim Prof | Submit Claim Pharm Search Payment History

Tuesday 07/20/2021 02:19 PM CST

Claims

Click the Submit Claims
Provider Mame BOGUS PROVIDER MAME PrOf SUb‘tab e
Location 099599998 - BOGUS PROVIDER. MAME 100x-General Practice

|l=| Claims

Search Claims

Submit Claim Dental

Submit Claim Inst

Submit Claim Prof

Submit Claimn Pharm

Search Payment History

From the claims tab, select Professional Claim




Eligibility Care Management | Patient Health History | Files Exchange

Search Claims Submit Claim Dental Swubmit Claim Inst Swbmit Claim Prof Swubmit Claim Phamm Search Payment History

Claims » Submit Claim Prof Submit Professional Claim - Step 1 Fnday 06/11/2021 05:42 PM C5T

Provider Name BOGUS PROVIDER MAME Role IDs | 059995998 et |
Location 093999395 - BOGUS PROVIDER MAME Taxonomy Z08D00000X-General Practice

Submit Professional Claim: Step 1

#* Indicates a required field.

Claim Type |Professional ~ |

Provider Information

Billing Provider ID 0339353398 Medicaid ID BOGUS PROVIDER MAME
Taxonomy 2Z08D00000X-General Practics
Performing Provider ID | |%

Taxonomy

kfe rring Provider ID |%

Taxonomy

Supervising Provider ID |‘:L’

Taxonomy

Member Information

*Member ID

Last Name First Name
Birth Date

Address |

Address Line 2 |

The submit claim screen opens to step 1




Home | Eligibility Care Management | Patient Health History | Files Exchange | Resources

Search Claims Submit Claim Dental Submit Claim Inst Swbmit Claimm Prof Submit Claim Pharm Search Payment History

Claims = Submit Claim Prof Submit Professional Claim - Step 1 Frnday 06/11/2021 05:42 PM C5T

Provider Name BOGUS PROVIDER NAME Role IDs | 09599959998 e
Location 0%59%9595 - BOGUS PROVIDER MAME Taxonomy 208D00000x-General Practice

Submit Professional

# Indicates a reguired field.

Claim Type | Professicnal o

| Professional

Provider Information ICr{:-ssc-uer Professional

Billing Provider ID 0339959598 ID Type Medicaid ID Name BOGUS PROVIDER NAME

208D00000X-General Practice

Taxonomy

Performing Provider ID | |% ID Type HMNFPI Mame __
Taxonomy __

%ferring Provider ID | |‘:S ID Type HRNPI MName _
Taxomomy _

Supervising Provider ID | |% ID Type MNPL Mame _

Taxonomy

Member Information

*Member ID

Last Name First Name

Birth Date

Address |

Address Line 2 |

Start by selecting Professional in the claim type drop down.



Submit Professional Claim: Step 1

* Indicates a required field.

Claim Type | Professignal Vl

Provider Information

Address Line 2

City

Billing Provider ID 033999595 ID Type Medicaid ID Mame BOGUS PROVIDER MAME

Taxonomy 208D00000X-General Practice

Performing Provider ID | E TN Tuna  RMBT Mame _
Taxonomy _ Clicl(_th_a mrmsmding

I}fﬂrring Provider ID | E Smazgrghmfgrgﬂglass Im!‘ to Mame _
performing,

Taxonomy _ referring, or supervising

Supervising Provider ID | E pl'ﬂ\"idﬂr Mame _
Taxomomy _

Member Information
*Member ID
Last Mame _ First Mame _
Birth Date _
Address |

In the Provider section, the Provider’s information is auto populated from the Secure Portal.




. | mawaed
p— Click a tab to select

| —— |

Search By ID | Search By Name ISearch By Organization | search criteria

* Indicates a required field.

*Provider ID i | Provider ID Type MNPI

Taxonomy | 363L00000X-Nurse Practitioner ¥ |

AN
oy

Search Results: NPI 1073737318

Total Records: 2
Provider ID & Provider Name Taxonomy Zip Code
PROVIDER E W SMITH 363L00000X-Nurse Practitioner 38133-4062
JONES
PROVIDER SMITH JONES | 363L00000X-Nurse Practitioner 38655

In the Provider search tab, you may search by Provider ID, name or Organization.

Once completed, click search, and search results appear below. Click the Provider ID to add.



Taxomomy 2030D00000x-General Practice
Performing Provider ID _|_CL ID Type WNPI MName PROVIDER SMITH JOMES
*Taxonomy | ISIL00000X-Murse Practitioner
Referring Provider ID | |‘:L ID Type NPI MName
Taxomomy __
Supervising Provider ID | |% ID Type MNPI Mame
Taxomomy __
Member Information
“Member 10 | [
Last Name TRAINING First Name MEMBERBOY
Birth Date
Address |

Address Line 2 |

City |OLIVE BRANCH |

State Mississippi hd Zip Codeo |[355544541

Claim Information

Date Type | ~ | Date of Currente | |
Accident Related | ~ | Admission Dateo | | =

Patient Number | Authorization Number |:|

*Transport Certification O ves ® No

I: *Does the provider have a signature on file? O ves OMo
Does the provider accept assignment for claim processing? () ves i Mo () Clinical Lab Services Only

* Are benefits assigned to the provider by the patient or their authorized O ves Ono D M A
representative?

*Does the provider have a signed statement from the patient releasing O ves Do
their medical information?

Once you've entered the Member ID, additional Member information will auto populate.




Taxonomy 208D00000X-General Practice

Performing Provider ID —-‘:g ID Type MNPI Mame _

*Taxonomy | 363L00000X-Nurse Practitioner

Referring Provider ID | |CL, ID Type MNPI Name _
Taxonomy __
Supervising Provider ID | |‘:& ID Type NPI Name _
Taxonomy

Member Information

“member 1o [

Last Name TRAIMING First Name MEMBEREBOY

Birth Date

Address |

Address Line 2 | |

City |OLIVE BRANCH |

State |Mississippi - Zip Code® |3855445841

Claim Information

Date Type | e | Date of Currenteo | |

Accident Related | ~ | Admission Date & | |

Patient Number | Authorization Number l:l

*Transport Certification O ves @ No

I: *Does the provider have a signature on file? O ves O No
Does the provider accept assignment for claim processing? Orves O no O Clinical Lab Services Only

*Are benefits assigned to the provider by the patient or their authorized O ves O Mo O nra
representative?

*Does the provider have a signed statement from the patient releasing Cives O Mo
their medical information?

Next, in the claim section, if there is a first date of illness, injury or Pregnancy,
select from the date type dropdown. Once completed, answer the required questions
and click continue.



* Indicates a reguired field.

Provider Infore

Billing Provider ID

Taxonomy

Add diagnoses

SubmitProfcssional Clim: icp 2

Claim Type Professional

099999598 ID Type Medicaid ID Name BOGUS PROVIDER MAME
208D00000%-General Practice

Patient and Claim Information

Member ID
Member

Birth Date

564240512

MEMBERBOY B Gender Male
TRAINING

10/06/2005 Total Charged Amount =0.00

Expand All | Collapse &l

Select the row number to edit the row. Click the Remowve link to remove the entire row.
Please note that the 1st diagnosis entered is considered to be the principal (primary) Diagnosis Code.

# Diagnosis Type Diagnosis Code Action

1

Add Reset

“Diagnosis Type |[ICD-10-CM v “Diagnosis Codeo | |

Back to Step 1

In step 2, a prompt will be populated to add the diagnosis codes



Submit Professional Claim: Step 2

* Indicates a reguired field.

Claim Type Professional

Provider Information

Billing Provider ID 059953358 ID Type Medicaid ID Mame BOGUS PROVIDER MAME
Taxonomy 2030D00000X-General Practice

Patient and Claim Information

Member ID 554240512

Member MEMBERBOY B Gender Male
TRAINIMNG
Birth Date 10/06/2005 Total Charged Amount =0.00

Expand All | Collapse Al

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

Please note that the 1st diagnosis entered is considered to be the principal (primary) Diagnosis Code.

# Diagnosis Type Diagnosis Code Action
1
1 “Diagnosis Type |ICD-10-CM W *Diagnosis Code o | |

Back to Step 1 | Continue |

The default Diagnosis Type is ICD-10



Select the row number to edit the row. Click the Remowe link to remove the entire row.
Please note that the 1st diagnosis entered is considered to be the principal (primary} Diagnosis Code.

# Diagnosis Type Diagnosis Code Action
1
1 *Diagnosis Type |ICD-10-CM w “Diagnesis Codeo [r071] |
RO7-PAIN IN THROAT AND CHEST
Add Reset RO70-PAIN IN THROAT

RO71-CHEST PAIN OMN BREATHING
RO72-PRECORDIAL PAINM

e — RO7YE8-0THER CHEST PAIN
RO781-PLEURODYMNIA

RO7E2-INTERCOSTAL PAIN b
RO7R0-0THFR CHEST PATH

A list of codes will appear as you type. You may select a code from the list or continue typing.
Once the Diagnosis is entered, you can select Add. To add multiple codes, repeat this process
r click continue to move forward with the claim.



Submit Professional Ciaie: Step 3

* Indicates a required field.

Enter Service Details and , type rrofessional
attach documents

Provider Informa

Billing Provider ID 0%39335395 ID Type Medicaid ID Name BOGUS PROVIDER MAME
Taxonomy Z08D00000X-General Practics

Patient and Claim Information

Member ID 554240512

Member MEMBERBOY B Gender Male
TRAIMIMG
Birth Date 10/06/2005 Total Charged Amount =0.00

Expand &ll | Collapse Al

Diagnosis Codes

Service Details

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

5w

- From Date To Date Place of Service Procedure Code Charge Amount Units Action

i

| “rrombatea | | Tovaee [ |[@ “Placeor | v ems

Service
*Procedure | | Modifiers o | | | | | | | | *Diagnosis | ~| | ~ || w || ~|
Code o Pointers
“Charge | | = Units |:| “Unit Type |Unit ~ EPSDT [ |

Amount

Clia Number [ Authorization Number [ |

Step 3 allows you to add service details and attach documents



Service Details

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

=
;c From Date To Date Place of Service Procedure Code Charge Amount Units Action
1
L “Frompates (7@ Tovatew [ | “Placeof | “] emo
Service
*Procedure | | Modifiers o | | | | | | | *Diagnosis | ~| [ || || |
Code o Pointers
*Charge | | *units [ | *Unit Type EPSDT [ |
Amount
Clia Number I:I Authorizatiom Number I:I
Referring | |'~: ID Type ™'™7 s
Provider ID = = -
- Hint: It is best practice to tab to the fields
Performing | 1 ID Type when entering information
Provider ID
NDCs for Swc. # 1

Attachments

Click the Remove link to remowve the entire row.

## Transmission Method

File

Control #

Attachment Type

Action

Click to add attachment.

Back to Step 1 Back to Step 2

“Submit I Cancer |

When entering the claim information, it is best to tab to each field.
This is to ensure you start at each portion of the field.



Service Details

Select the row number to edit the row. Click the Remowe link to remove the entire row.

S
;r.: From Date To Date Place of Service Procedure Code Charge Amount Units Action
1 *From Dateo E To Dateo |_,.-f_,-r E “Place of | V| EMG
Service
*Procedure - *Diagnosis | ‘Vl | ‘Vl | Vl | Vl
| | There is no need to ) | | -
Code g Pointers
complete the To Date field
“Charge | if the From and To Dates pe [Unt ~ EPSDT [
Amount are the same
Clia Number [ | . —)
Referring | |C:§ ID Type MNPI Tarxonomy __
Provider ID
Performing | |':2_‘ ID Type MNPI Taxonomy _

Provider ID

NDCs for Swvc. # 1

Attachments

Click the Remowve link to remowve the entire row.

# Transmission Method

File

Control #

Attachment Type

Action

Click to add attachment.

Back to Step 1 Back to Step 2

Enter the service dates starting with the first DOS. If the from and to dates are the same,

you may tab through the fields and the date will auto populate.

If the dates are no the same, enter the to date.



Select the row number to edit the row. Click the Remowe link to remowve the entire row.

Svc . Type 1 in the Place of ) )
- From Date To Date Place of Service Service field to q..“ckly Charge Amount Units Action

enter 11-Office

1

|

Service
*Procedure | | Modifiers o | | | | | | | | *Diagnosis | Vl | Vl | Vl | Vl
Codeo Pointers
“Charge | | +Units |:| +*Unit Type |Unit ~ EPSDT [ |
Amount
Clia Number l:l Authorization Number l:l
Referring | |':~4.5 ID Type NPI Taxonomy _
Provider ID
Performing | |C“_\ ID Type MNPI Taxonomy __
Provider ID
NDCs for Swc. # 1

Click the Remowve link to remove the entire row.

# Transmission Method File Control # Attachment Type Action

Click to add attachment.

Back to Step 1 [l Back to Step 2 | Submit [l Cancel |

You can quickly select POS 11 by placing 1 in the POS field.
A dropdown will populate, and you may select any place of service that is applicable.



Service Details —_

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

Swc

- From Date To Date Place of Service Procedure Code Charge Amount Units Action

al

1 *From Dated To Dateo |:| “Place of | 11-Office ~| EMG

Service
*Procedure [99213{ ﬂ] Modifiers o | | | | | | | | *Diat_‘_jnus‘ls | Vl | Vl | ‘Vl | ‘Vl
Code o 99211-0OFFICE O/P EST MINIMAL PROB Pointers
*Charge 99212-0OFFICE O/P EST SF 10-19 MIN il EPSDT [_|

Amount | o531 3-OFFICE O/P EST LOW 20-2% MIN
Clia Number | 95214-0FFICE O/F EST MOD 30-35 MIN
Referring | 99215-OFFICE O/P EST HI 40-54 MIN
Provider ID | 99217-0OBSERVATION CARE DISCHARGE
Performing | 99218-INITIAL OBSERVATION CARE
Provider ID | 9921%-INITIAL OBSERVATION CARE

G9921-N0O OR PART SCEM MD RENG QR OS5 -
r
Q9921-IMIECTION OF EPO, PER 1000 UINI
Attachments [ — |

Click the Remowe link to remowve the entire row.

# Transmission Method File Control # Attachment Type Action

Click to add attachment.

Back to Step 1 Back to Step 2 m m

Next, Enter the HCPCS or CPT code in the procedure code field.
As you type, a list of CPT code will appear for you to choose from.



Select the row number to edit the row. Click the Remowe link to remowve the entire row.

Swc
#

From Date To Date Place of Service Procedure Code Charge Amount Units Action

1

1 *From Dateo To Dateo l:l “Place of | 11-Office v| EmG [ |

Service
*Procedure |99213 | Modifierse || | | | | | | | “Diagnosis | ~| [ || ~|[ |
Code o Pointers
*Charge | | *Units ~ EPSDT [ |
GO ITE Enter up to 4 modifiers in
Clia Number [ | Authoriz  the Modifiers fields
Referring | |C11 ID Type ... . e ——
Provider ID
Performing | |'C£j ID Type HNPI Taxonomy _
Provider ID
NDCs for Svc. # 1

Click the Removwve link to remowve the entire row.

E: 5 Transmission Method File Control # Attachment Type Action

Click to add attachment.

Back to Step 1 |l Back to Step 2 |_submit i} Cancel |

Enter any modifiers in the modifier field. The Portal allows up to 4 modifiers.



Select the row number to edit the row. Click the Remowe link to remowve the entire row.

From Date To Date Place of Service Procedure Code Charge Amount Units Action

1 *From Dateo To Dateo |:| *Place of | 11-Office ~ | EMG

Service
*Procedure |99213 | Medifierse |25 | | | | | | | *Diagnosis | v | [ ~|[ ~|[ +~]|
Codeo Pointers
“Charge | | “Units [ | “Unit Type EPSDT [ |
Amount
Clia Number l:l Authorization Number l:l = E
it Type the diagnosis
Referring | |4,  ID Type NPI Taxonomy _ pointers for the line in the
Provider ID Diagnosis Pointers fields
Performing | |'C$ ID Type MNFI Taxonomy _
Provider ID
NDCs for Swc. # 1

Click the Remowve link to remowve the entire row.

# Transmission Method File Control # Attachment Type Action

Click to add attachment.

Back to Step 1 Back to Step 2 m m

Type the diagnosis pointers for the line in the diagnosis fields.
The portal accepts up to 4 diagnosis pointers.



Service Details

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

S
;r.: From Date To Date Place of Service Procedure Code Charge Amount Units Action
i
1 “From Dateo ToDateo |  |[E “Place of [11-Office ~| EMG
Service
*Procedure |99213 | Modifiers o |25 | | | | | | | *Diagnosis [1 v | [2 ~| [ ~]| | ~]
Code o Pointers
ch I Enter the amount charged EE=nal |
L T for the service line in the ' =—
Amount Charge Amount field
Referring | |':2j ID Type MNPI Taxonomy __
Provider ID
Performing | |C& ID Type MNPI Taxonomy _
Provider ID
NDCs for Swvc. # 1
Attachments | — |
Click the Remowe link to remowve the entire row.
## Transmission Method File Control # Attachment Type Action

Click to add attachment.

Back to Step 1 Back to Step 2 m w

Enter the amount charged for the service line in the Charge Amount field.
For best results, start at the far left of the charge amount field to ensure accuracy.



Service Details

Select the row number to edit the row. Click the Remowve link to remowve the entire row.

Swc
From Date To Date Place of Service Procedure Code Charge Amount Units Action

it

1 *From Dateo To Dateo |:| *Place of | 11-Office ~ | EMG

Service
*Procedure |99213 | Modifiers o |25 | | | | | | | *Diagnosis |1 w| [2 ~ || ~|[ =~
Code o Pointers
*Charge |[150.00 | *Units *Unit Type EPSDT [ I}

Amount

Clia Number [ | Authorization Number [ Dy If necessary, select the
) — unit type from the
Referring I:Ih‘; ID Type HMNPI Taxonomy __ drop-down ||5t

Provider ID

Performing I:ICS ID Type MNPI Taxomnomy

Provider ID

NDCs for Swc. # 1

Click the Removwve link to remove the entire row.

# | Transmission Method | File Control # | Attachment Type | Action

Click to add attachment.

Back to Step 1 Ji} Back to Step 2 |_Submit |

Tab to units to add the units in the units' field



Service Details

Select the row number to edit the row. Click the Remowe link to remove the entire row.

Codeg

Amount

Provider ID

Provider ID

*Charge |150,00

Clia Number :

| *units “Unit Type

Authorization Number ‘:I

Referring |

|C‘s ID Type NPI

Performing |

|C‘s ID Type NPI

Taxonomy _

Taxonomy _

From Date To Date Place of Service Procedure Code Charge Amount Units Action
1 *From Dated ﬂ To Daten : | “Placeof | 11-Office v| emg
Service
*Procedure |99213 Modifierse |25 | - - -~ ﬂ
| | | | | ! | Select the EPSDT check

box if the claim is an Early

EPSDT [ |

and Periodic

Screening, Diagnostic and
Treatment claim

Select EPSDT and enter the CLIA and/or Authorization Number when applicable.
If any referring or performing Provider information should be entered,
use the magnifying glass to find the correct Provider, Location combination




NDCs for Svc. # 1 -

If applicable, only one NDC/UPN is allowed per service detail line, When adding an NDC/UPN, the Code Type, Quantity and Unit of Measure fields are required.
Additionally, NDC/UPN information is required when adding or saving NDC/UPN with prescription information (Prescription Number, Prescription Type, Prescniption Date).

Code Type | V|
NDC/UPN@
Quantity | Unit of Measure | v
Prescription Number | Prescription Type | v
Prescription Date @ ﬂ

Add | | Reset

If an NDC is required, select the dropdown and enter the NDC information.
When entering the NDC, you must also add the Code Type, Quantity and Unit of Measure.
Click Add.



NDCs for Svc. # 3

Add | | Reset

Alta - -

Click the Remave link to remaove the entire rw

Click the plus next to Click

# Transmission Mei lﬂ Edd Eﬂﬂﬂhmﬂﬂt Control # Attachment Type Action

[+] Click to add attachment.

cicktre  Select the transmission
method from the

# Transmission Mﬁthﬂd File Control # Attachment Type Action
| drop-down list
E] Cick re—comoproe
“Transmission Method | | FT-File Transfer hd
“Upload File i
FT-File Transfer
*Attachment Type | NOTSPECIFIED-MOTSPECIFIED il

Description |

Add Cancel

In the attachment section, you may add attachments.
Select transmission method, upload file and attachment type.



& Cpen
T

> ThisPC » Documents » Training, Memberboy B w &)

Organize - Mew folder

Documents

Motebooks
[&=] Pictures
Recordings

Z_Drive

£ This PC
g 3D Objects
B Desktop
Documents
* Downloads
J! Music
[&=] Pictures

B videos

o OSDisk (C2)

~ Mame Status Date modified Type

[0:] Radiology Report Memberboy B 050421.... @ T/
Radiclogy Report Memberboy B 030421.... @& T

Accepted formats are gif,
ipg, jpeg, pdf, png, tif, tiff,
and txt

W

(]

x

A Search Training, Memberboy...

Size

2:35 PM Microsoft Word D... 12 KB
2:36 PM Adobe Acrobat D... 45 KB

2/

File name:

v| Al files (*.%)

m @

Cancel

Select the file on your computer and click open.



# Transmission Method ‘ File Control # Attachment Type Action
[F] Click to collapse.
“Transmission Method |FT-File Transfer v |

*Upload File | Choose File | Radiology Re... B 050421.pdf

*Attachment Type ||

Description

Add | | Cancel

Attachments

PY-Physician's Report

PZ-Physical Therapy Certification
RE-Radiology Films

RR-Radiology Reports

RT-Report of Tests and Analysis Report

D% Do mie= ks T mam Canbemd femrmmina Tam sk

Click the Remowve link to remove the entire row.

Make a selection from the
ttachment Type
op-down list

# Transmission Method

File

Control #

Attachment Type Action

1 FT-File Transfer

Click to add attachment.

Radiology Report Memberboy B
050421.pdf (60K)

Baclto Step 1 Back to Step 2

202107081644533437636

RR-Radiology Reports

Bemove

| submit Ji Cancel |

If you are finished, click submit.

If you have additional documents to attach, complete these steps.




Date Type _ Date of Current __
Accident Related __ Admission Date
Patient Number Authorization Number _

Transport Certification MNo

Does the provider have a signature on file? Yes
Does the provider accept assignment for claim processing? Yes

Are benefits assigned to the provider by the patient or their authorized 7¥Yes
representative?

Does the provider have a signed statement from the patient releasing Yes
their medical information?

Total Charged Amount =250.00

Expand all | Colla

pse Al
Diagnosis Codes

Service Details

o1 . Dina Cod Click a Plus/Minus icon to —

ace o ia = =

# From Date To Date B R EMG Procedure Code Mod sl: open and [_:IOSB_' 53_[:“0"5 oulit
erviee rs for easier Viewing

i 05/04/2021 05/04/2021 11 99213 25 1,2 1 158,00

2 05/04/2021 05/04/2021 11 Ti04s 25 1 1.000 Unit £100.00

No Other Insurance Details exist for this claim

Back to Step 1 [ll Back to Step 2 [ll Back to Step 3

B Go to Top

Once you've completed all steps, you'll have the opportunity to review your entries before confirming.
If all information is correct, click confirm.



ﬂ MEDICAID

Text Size [—| | Logout

Home | Eligibility Care Management | Patient Health History | Files Exchange | Resources

Search Claims Submit Claim Dental Submit Claim Inst Submit Claim Prof Swubmit Claim Pharm Search Payment History

Claims = Claim Receipt Thursday 06/24/2021 12:2%9 AM CST

Provider Name BOGUS PROVIDER MAME Role ID=s | 095999998 hd |
Location 0999399%8 - BOGUS PROVIDER MAME Taxonomy 208D00000X-General Practice

Submit Professional Claim: Confirmation

Professional Claim Receipt

Your Professional Claim was successfully submitted, The claim status is Finalized Payment.

The Claim ID is 2221175000001,

Click Print Preview to view the claim details as they have been saved on the payer's system.
Click Copy to copy member or claim data.

Click Edit to resubmit the claim.

Click New to submit a new claim.

Click View to view the details of the submitted claim.

[rrint preview J|_copy JI_tar J| wew JI_ view

The Claim Confirmation Page appears with the claim ID and multiple options.
You may print preview, copy the claim information, edit, start a new claim or view.
If you are finished, you may select the home button, of log out of the secure Portal.



p—

MISSISSIPPI DIVISION OF

MEDICAID

7

A'A A

MEDICAID EMTERPRISE SYSTEM ASSISTAMCE

Submitting a Professional Crossover Claim



Home | Elhgibility | | Care Management | Patient Health History | Files Exchange | Resources

Search Claims Submit Claim Dental Submit Claim Inst Swubmit Claimm Prof Submit Claimm Phamm  Search Payment History

Claims = Submit Claim Prof

Thursday 07/15/2021 10:48 PM CST

Provider Name BOGUS PROVIDER MAME Role IDs |053%55958 -
Location 0599559598 - BOGUS PROVIDER MNAME Taxonomy Z08D00000x-Generzal Practice

* Indicates a required field.

Provider Information

Billing Prowvid
Taxon

Performing Prowvid
Taxon

Referring Provid
Taccon

Supervising Provider

Taxo nomny

Claim Type | Crossover Professional e

GUS PROVIDER NAME

Member Information

*Member ID
Last Name
Birth Date
Address

Address Line 2

City

[s21ss205s
TRATNING First Name MEMBER

03/12/1948

[58 W MADISON ST |

Once you are logge

[coLumBus

e

to th

rl 4



Birth Date 03/12/1545

roaress

Address Line 2 | |

City |[coLumsUs |

State |Mississippi ~ | Zip Code® |327028501 |

Claim Information

Date Type | ~ | Date of Current o | |

Accident Related | ~ | Admission Date g | | =

Patient Number | Authorization Number |:|

*Transport Certification O ves @ no

*Does the provider have a signature on file? @ yes O No
*Does the provider accept assignment for claim processing? (® ves O Mo O Clinical Lab Services Only

*Are benefits assigned to the provider by the patient or their authorized ) yes O Mo O nia
representative?

*Does the provider have a signed statement from the patient releasing @) ves ) Mo
their medical information?

Include Other Insurance Total Charged Amount =0.00

Medicare Crossover Details

Allowed Medicare Amount =0.00 Co-insurance Amount |D.{:l{:l |
Deductible Amount |D.DID | Psychiatric Services Amount |D.IDD |
Medicare Payment Amount |C|,DC| | Medicare Payment Date o |:|

Copay Amount |D.DCI |

Scroll to the bottom of the wi
Do not complete this secti



opay Amount =0C.00

Expand &ll | Collapse All

Diagnosis Codes

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

Flease note that the 1st diagnosis entered is considered to be the principal (primary) Diagnosis Code.

# Diagnosis Type Diagnosis Code Action
i ICD-10-CM RO71-CHEST PAIN ON BREATHIMG Remowve
2

2 “Diagnosis Type |[ICD-10-CM *Diagnosis Code o

ODither Insurance Details

Enter the carrier and policy holder information below.

Enter other carrier Remittance fAdvice details here for the claim or with each service line. Enter adjusted payment details, such as reason codes, in the Claim Adjustment
Details section.

MNOTE: Flease click Remowve to discard any unrelated "Other Insurance", prior to submitting clairm.

Refresh Other Insurance |
COB Payer Paid

= Carrier Name Carrier Code Group # Remittance Daie HAction
Amount

Click to add a new other insurance.

Back to Step 1

Go to Top

Once the Diagnosis has been added, click t



Refresh Other Insurance
COB Payer Paid

= Carrier Name Carrier Code Group # Remittance Date Action
Amount

= click to collapse.

“Carrier Name | Medicare Carner *Carrier Code | 1234567

*Subscriber Last Name |Trai|1ir|g *First Name |Merr1|:ler |

Gi | Stat Complete required fields
ity | ate in the Other Insurance
zip Codeo | | Country [ Details section

“Subscriber ID [75543 |

|
|
Subscriber Address | |
|
|

O

*Group # [12345s |

Group Name | |

Insurance Type | bt
*Payer Responsibility | P-Primary e | *Relationship to Subscriber | 18-Self e
“COB Payer Paid Amount | 100.00 | *Remittance Date o |05.-"Cll.-"2021 |

Remaining Patient Liability | |

Total Non—-Covered Amount | | Payer Claim # | |
Authorization # | Referral # |
*Claim Filing Indicator |MB-Medicare Part 5 ~ |
*Release of Information |v-ves el
Assignment of Benefits | il
Patient Signature Source Code | el

Dutpatient Adjudication Information

Reimbursement Rate | Claim HCPCS Payable
Amount

L T |

Now, you may adk
Fields with |

o as



Group Mame | |

Insurance Type | et
*Payer Responsibility | P-Frimary et *Relationship to Subscriber | 18-5elf S
*COB Payer Paid Amount [100.00 | *Remittance Date© |[05/01/2021 | =]

Remaining Patient Liability | |

Total Non-Cowvered Amount | | Payer Claim # | |
Authorization # | Referral # |
*Claim Filing Indicator |[MB-Medicare Part B ~ |
*Release of Information | -Yes il
Assignment of Benefits | i
Patient Signature Source Code | el

Dutpatient Adjudication Information

Reimbursement Rate | | Claim HCPCS Payable
Amount

Remark CoMS 1

Remark Code 2

Remark Code 3

Remark Code 4

Remark Co j Mon-payable Professional
When you are done, click Component Amount
Add Insurance

Claim ESRD Payment A

I Add Insurang:! | Cancel Insurance

Back to Step 1

So to Top

Once all required information is



Service Details

Select the row number to edit the row. Click the Remowve link to remowve the entire row.

Swc
=

From Date To Date

Place of Service

Procedure Code

Charge Amount Umnits

Action

1

1 *From Datee |o04/27/2021

e E—

*Procedure | 99212

“Place of | 11-Office

Service

| Modifiers o |

Code &

*Charge [125.00

Amount

Clio Number |

FUunits |[1.000

FUnit Type

Authorization Number l:l

*Diagnosis |1 Vl | Vll

Pointers

NDCs for Swe. # 1

Referring | |C;'s ID Ty .
Provider ID Enter the Medicare Crossover
Details
Performing | |C2L ID Ty
Provider ID
Medicare Crossowver Details
Allowed Medicare Amount =0.00 Co-insurance Amount |25,C|Cl |
Deductible Amount |D.{:l{:l | Psychiatric Services Amount |{).DD |
Medicare Payment Amount |1{:l{:-.CICI | Medicare Payment Date o
Copay Amount |D.CICI |

[

Once you've advance to step 3, et

Click Add




Other Insurance Details for Swe. # 1

Click the row number to edit the row. Click the Remowe link to remowe the entire row.

_ ~ COB Payer Paid Remittance _ _ Remaining Patient Bundled _
#* Carrier Code Procedure Code Modifiers Paid Units B T _ Action
Amount Date Liability Line
9921 2-0OFFICE OfP
a 1234587 £100.00 05/01/2021 1.00 =0.00 o BRemowe
~, EST SF 10-19 MIN
5]

“Dther Carrier
*Procedure Code o

Modifiers o

COB Payer Paid Amount

Remaining Patient
Liability

| 12345&87-Medicare Carrier

~]

Bundled into Line # D

|99212—DFFICE QP EST SF 10-19 MIMN

[100.00

Other Insurance Reasons

Click the Remowe link to remowve the entire row.

| *Remittance Datea |05/01/2021

“Paid Units |1

ale]

You can enter up to five unigue group codes. You can repeat six combinations of reason code and adjustment amount with each group code.

*Reason o

Units of _
= Group Code Reason Armount _ Action
Service
i PR-Patient Responsibility 2-Coinsurance Amount £25.00 Remowve
*Group Code | PR-Patient Responsibility el

| 2-Coinsurance Amount

Amount

[25.00

Save Reason | | Cancel Reason

Once the Medicare information has been 2

Units of Service




“Dther Carrier | 1234587-Medicare Carrier VI Bundled into Line # I:I

*Procedure Code o |99212—DFFICE QP EST SF 10-19 MIMN

Modifiers o | | | |

COB Payer Paid Amount |1{:|{:-.f.:|f.:| | *Remittance Datee |05/01/2021 “Paid Units |1.00

Remaining Patient | |
Liability

Other Insurance Reasons

You can enter up to five unique group codes. You can repeat six combinations of reason code and adjustment amount with each group code.

Click the Remowe link to remowve the entire row.

Units of _
E=a Group Code Reason Amount _ Action
Service

Ji=

PR-Patient Responsibility 2-Coinsurance Amount £25.00 Remowve

Click to add a new claim reason.

Click Save Insurance

| Sawve Insura nf [

Click to add a new other insurance.

| Save | | Reset | | Cancel |

2| | | |
> rrompates [ | Teovaeo [ ||

*“Place of |

To save all the insurance information to



Provider ID

Performing |C)> ID Type MNPI Taxonomy
Provider ID

Medicare Crossover Details

Allowed Medicare Amount =0.00

Deductible Amount |{:|.{:l{:l |

Medicare Payment Amount |0,C|C| |

Copay Amount |D.DD |

NDCs for Swvc. # 2

Attach a copy of the
P T

Click the Remove link to remove the entire row.

Co-insurance Amount |D.DD

Psychiatric Services Amount |D.D{:l

Medicare Payment Date o l:l

# Transmission Method File

Control #

Attachment Type Action

Medicare EOMB Training, Member M.pdf

FT-File Transfer
(65K)

|=

Click to add attachment.

Back to Step 1 Back to Step 2

EB-Explanation of Benefits
202107 16000622510755 {(Coordination of Benefits or Remove
Medicare Secondary Payer)

m@

Finally, attach a copy of the EOMB



Care Management | Patient Health History | Files Exchange | Resources

Search Claims Submit Claim Dental Submit Claim Inst Submit Claim Prof  Submit Claim Pharm  Search Payment History

Cleims = Claim Receipt

Friday 07/16/2021 12:07 &M CST

Provider Name BOGUS PROVIDER MAME Role IDs | 0599993998 e
Location 0995999598 - BOGUS PROVIDER. NAME Tamonomy 2Z208D00000X-General Practice

Submit Crossover Professional Claim: Confirmation

Crossover Professional Claim Receipt

Your Crossover Professional Claim was successfully submitted. The claim status is Pending In Process.

The Claim ID is 2321197000001

Click Print Preview to view the claim details as they have been saved on the payer's system.
Click Copy to copy member or claim data.

Click Edit to resubmit the claim.

Click New to submit a new claim.

Click view to view the details of the submitted claim.

Crint preview JI_copy | tat | new JI view

"1 Privacy

Next is the confirmation page. _ALL
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MISSISSIPPI DIVISION OF

MEDICAID

MESA|

MEDICAID EMTERPRISE 5YSTEM ASSISTAMCE

Access Dental Claims in the secure Provider Portal



£ MEDICATD

Loagimn

FUser ID
|Pooooiiss02 TR |

Loy I

Forgot User ID?

Register Mow

Wilhere do I enter my password?

Text Size [O] |

Espafiol

Wednesday O0F/21/2021 0%9:27 aM CST

Protect Your Privacy!

Always log off and close all of vour
browser windows

Privacy Policy

Provider Enrollment Access

Enrcollments Forms

Trading Partner Enrollment

Late Breaking Mewws

Providers may access the secure Pc

What vou can do in the Medicaid Portal for Providers
Through this secure and easy to use internet portal, health care providers can submit claims
and inguire on the status of their claims, iInguire on a patient’s eligibility, upload files, and

search for other providers. In addition, health care providers can use this site to locate claim
forms, provider participation matenals and other Medicaid information and rescurces.




£/ MEDICATD

Text Size [ |

Home = Site Token Password Wednesday 07/21/2021 09:28 AM CST

Make sure your site key token and passphrase are correct.
Passphrase

If the site key token and passphrase are correct, type your password and click Sign Im.

Confirm that yvour site key token and

passphrase are correct If this is not vour site key token or passphrase, do not type vour password.

If you recognize your site key token and Call the customer help desk to report the incident using the appropriate number below:
passphrase, you can be more comfortable
that vou are at the valid HealthCare Portal

site and therefore is safe to enter your

Member Services — 1-866-759-4108.
Provider Services — 1-800-834-3222.

password.

Site Key:

Passphrase Ballpark

*Password IIIIIIIIIIIIII' o I

[ sion 1)

Forgot Password?

I Privacy

Once the User ID has b



Care Managern nge | Respurces

Tuesday OF/ 2772021 12:36 PM CST

R ~me BOGUS PROWVIDER MAME Role IDs 000115502 - |
~aon 000116502 - BOGUS PROVIDER. NAME Taxonomy 122350112X-Dentist - Oral and Maxillofacial Surgery

er Details B‘ Sign Up to Receive News

relcome Dental Group

=1 Secure Correspondence
1= MEDICAID ENTERP o

RISE SYSTEM ASSISTANCE
Accounts
Welcome Health Care Professional! l=/ Latest News

ider

We are committed to make it easier for physicians and other providers to perform Late Breaking Mews
Mame BOGUS PROVIDER their business. In additien to providing the ability to verify member eligibility and _
MNAME submit claims, our secure site provides access to benefits, answers to frequently Provider Bulletins

asked guestions, and the akility to search for providers. UM/ QIO

Report Fraud

Characteristics

|§| Provider Services

Member Focused Viewing

Search Payment History

EHR Incentive Program

Select Clain



Fi MEDiCAID ——

Text Size [ | Logout

Home | Eligibility Care Management | Patient Health History | Files Exchange | Resources

Search Claims Submit Claim Dental Submit Claim Inst Submit Claim Prof Swubmit Claim Pharm Search Payment History

Claims

Tuesday O0F/27/2021 12:44 PM CST

Provider Name BOGUS PROVIDER MAME Role IDs | 000116502 b |
Location 000116502 - BOGUS PROVIDER MAME Taxonomy 1223S0112¥-Dentist - Oral and Maxillofacial Surgery
= Claims

I Search CIaE‘ls I

Submit Claim Dental o

Submit Claim Inst

Submit Claim Prof

Submit Claimn Pharm

Search Payment History




Claims = Search Claims Wednesday 07/07/2021 04:53 PM CST

Provider Name BOGUS PROVIDER MAME Role IDs | 099999993 e |
Location 099%999%8 - BOGUS PROVIDER NAME Taxononwy 208D00000¥-General Practice

Search Claims

Medical/Dental | Pharmacy

A minimum of ane field is required.

Either 'Pay/Deny Date' or 'Service From' and "To" Date are required fields for the search when claim information is not entered.

| Claim Information |

Claim ID | | TCN

| Member Information |

Member ID || |

| Service Information |

Performing Provider ID o | | C& ID Type MNPI Claim Type | 1‘~-"’|
Service From o | | Too | Claim Status | ~ |
Pay/Deny Dateo | |

The search claim wind



Claims = Search Claims Wednesday 07/07 /2021 04:53 PM CST

Provider Name BOGUS PROVIDER MAME Role IDs | 099999993 V|
Location 09959599928 - BOGUS PROVIDER MAME Taxonomy 208D00000X-General Practice

Medical/Dental | Pharmacy

& minimum of one field is required.

Either "Pay/Deny Date' or 'Service From' and "To" Date are required fields for the search when claim infermation is not entered.

| Claim Information |

Claim ID | | TCN

| Member Information |

Member ID || |

| Service Information |

ID Type MNPI Claim Type | |

To® | =] Claim Status | v

Performing Provider ID & |

Service From & |

Pay/Deny Dateo |




Home | Eligibility | | Care Management | Patient Health History | Files Exchange | Resources

Search Claimes Submit Claim Dental Submit Claim Inst Submit Claim Prof Submit Claimm Pharm Search Payment History

Claims = Search Claims Thursday 07/15/2021 12:36 PM C5T

v |
Taxonomy 122350112x-Dentist - Oral and Maxillofacial Surgery

Search Claims

Medical/Dental " Pharmacy |

Provider Name BOGUS PROVIDER NAME Role IDs
Location [N - 05Us PROVIDER MAME

A minimum of one field is requirad.

Either 'Pay/Deny Date' or "Service From' and 'To' Date are required fields for the search when claim information is not entered.

Claim Information

Claim ID

Member Information

—— |

Service Information

Performing Provider ID & | | C}.& ID Type HMNPI Claim Type | b |
Service Fromo [07/14/2021 | Too | Claim Status | |
Pay/Deny Date o | |

Bl ==

| Prvacy

You may also che



Claim Information

Claim ID

| Member Information

Member ID [715175266

| Service Information

Performing Provider ID & |

SN

ID Type MNPI

Service From e |{)?.-"14.-"2021

Claim Type |

Toe (0771472021

|

Claim Status |

|

Pay,/Deny Date o |

|

Search Results

To see service line information, or to view a remittance advice or reguest an appeal, click on the "+" next to the claims 1D,

Claim ID TCHN Claim Type

Service

Claim Status Date w

Performing

Member ID Provider ID

Medicaid
Paid
Amount

Pay/Deny

Date

Total Records: 13

Member
Responsibility

5521204000002 Dental

Finalized Denied

07,/14/2021

719175266

s0.00

01,/01/1900

2221204000002 Dental

Finalized
Payment

07/14/2021

719173266

£28.560

01/01/1900

2221203000001 % Dental

Finalized Denied

07,/14/2021

719175266

s0.00

01,/01/1900




Total Records: 6

Medicaid
Service Performing Paid Pay/Deny Member
Claim ID TCMN Claim Type Claim Status Date w Member ID Provider ID Amount Date Responsibility

2221203000003 Dental Finalized Demed | 07/14/2021 719175266 £0.00 | 01/01/1900
2321195000001 Dental Pending In 07 1472021 F19175266 20.00 | 010171900

Process
2221203000002 Dental Finalized Denied | 07/14/2021 F19175266 £0.00 | 010171900
2321201000001 Dental Finalized Denied | 07F/14/2021 F19175266 £0.00 | 01/01/1900
El 2221204000002 Dental Finahzed 07/14/2021 719175266 %28.60 | 01/01/1900

Payment

Dental Claim Information

Member LILLIE MCWEY

Performing Provider

Service Information

Claim Status Finalized Payment

Total Charge Amount =130.00
Total Paid Amount 528.650
Pay/Deny Date 01,/01/1300

Service Service Date Line Status Units Procedure/Modifiers Charge Paid
1 07/ 1452021 - 12/31/95%99 Fimalized Payment 1 D1120 +£150.00 $£28.60
LE‘ RA Copy
2221203000001 Dental Finalized Denied | 07F/14/2021 F19175266 £0.00 | 01/01/1900

To see details of the searched claim, cli”g-
For in depth details, click the claim hyg




Home Eligibility Care Management | Patient Health History | Files Exchange | Resources

Search Claims Swubmiit Claim Dental Swbmit Claim Inst Submmit Clam Prof  Submit Clamm Pharmm Search Payment History

Claims = Search Claims = VWiew Dental Claim

Tuesday OF/27/2021 05:30 PM CST

Provider Mame BOGUS PROWVIDER MAME Role IDs 000115502 el |
Location 000115502 - BOGUS PROVIDER MAME Taxwomonry 122350112xX-Dentist - Oral and Maxillofacial Surgery

View Dental Claim - ID 22221 20000000 0402 Back to Search Results

Provider Information

Billing Prowvider ID _ I Type Medicaid ID Mame BOGUS PROVIDER MNAME
Taxomomnry 122350112X-Dentist - Oral and Maxillofacial Surgery

Performing Provider ID __ ID Type __ Name __
Taxomnomy __
Service Facility Location ID ID Type Mame

Taxomory

Patient Information

Claim Status Finalized Payment
Member ID
rMember Gender Male

Birth Date

Address

Address Line 2

City PASS CHRIS

State Missizsippi Zip Code 3S571-2204

Claim Information

The first section provides the P1
Continue to scroll downward f



ﬁwm Collapse all

Adjudication Errors
Diagnosis Codes

Other Insurance Details

. . COB Payer Paid .
&F Carrier Name Carrier Code Group # - Remittance D
Amount

it

BLUE CROSS DEMNTAL 0001004410 Q00030 £0.00 07/14/202

Select the row number to edit the row. Click the Remowe link to remove the entire row.

Oral Cavi P ed All d
Svc # Svc Date ral Cavity Tooth# /Letter Tooth Surface rocedurs owe
Area Code Amount Amount
1
Finalizes D7/ 14/2021 D1120 i $£150.00
Payment
Attachments =
# Transmission Method File Control # Attachment Type
1 FT-File Transfer Premolar. pdf 20210723120913955305 DA-Dental Models
—eaic —Void ] RA Copy

Go to Top

To generate ¢



Pl AnCat Mo 0

Claim Jf HIPAA Adj
Service # HIPAA Adj Description Remark Description EOB Description
Claim S48 INWVALID ADJUSTMENT PROVIDER. ID Q000 THIS CLAIM/SERVICE IS PENDING FOR PROGRAM
MNOT PRESENT REWIEW.
Claim 548 INVALID ADIUSTMMENT PROVIDER ID 1667 UMNABLE TG PROCESS YOUR ADIUSTHMENT REQUEST.
NOT PRESENT PROVIDER ID MOT PRESEMT.

[iag 0 D IE

Please note that the 1st diagnosis entered is considered to be the principal {primary) Diagnosis Code.
= Diagnosis Type Diagnosis Code
1 ICD-10-CM K0O381-CRACKED TOOTH
Other Insurance Details | — |
- - COB P Paid -
= Carrier Name Carrier Code Group # s AL Remittance Date
Amount
1 BLUE CROSS DEMNTAL 0001004410 000050 F0.00 07/14/2021

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

Oral Cavi P ed Ch Aall d Co-
Swvc # Swvc Date ral Cavity Tooth#/ Letter Tooth Surface rocedures Mod Units L oure AT
Area Code Amount Amount Amount
i
Finzlized 07/ 1472021 D1120 1 +£150.00
Payment

Adjudication Errors



B Procedure : Charge
Swc # Swc Date Oral Cavity Area Tooth# fLetter Tooth Surface Mod Units
Code Amount Amount Amount

1
Finalized | O7/14/2021 01120 1 £150.00

Drenied

Diagnosis
Pointers

Authorization
Number

Performing
Provider ID

ID Type _ Taxonomy

No Other Insurance Details for Svc. # 1 exist for this claim

# Transmission Method File Control # Attachment Type

=

FT-File Transfer Premolar.pdf 20210720131351131465 Da-Dental Models

Description Models

__edit _Jl copy | void [ Print Preview Jl|l RA Copy

| Privacy

At the end of the clain
Please note, the edit a



Printer

Microsoft Print to PDF

Copies

Layout

0 Portrait

[ ) Landscape

Pages
Q

eg. 1-5 8. 11-13

Color

Color

Maore settings

Print using system dialog (Ctrl+Shift+F)

3

Cancel

Location DO0116502 - SOGUS FROVIDES MAME

Tazonomy

EZFYS0 11 FX-Dentist - Oral and Mavilofacal Surgery

[

Frovider Indormation

Eiling Provider ID

Taxonomy

Parforming Provider ID0 _

Taxzonomy

Swervics Pacility Location ID

R H] ID Typm Medicaid 10
122FEN1 1 2K-Dantit - Oral and MaxiBofecial Surgery

ID Typa _

- I Typm _

Taxzonomy _

Mama BOGUS PROVEDES MAME

Patiant Information

Claim Status
Hambar ID

Birth Date

Addruss
Addrass Line

Firmkzud Papmant
TINITSIGE

LELLIE MEVEY
1u/FIFIONY

FE3 TUMMESSNILLE RO
PASE CHES

MasisspE

Mals

AUETN-E204

Claim

Accedent Aalated
Plecs of Trestmant
Patisnt Mumber

Imitial X-Ray/Phobs Date

Ot Accidunt
1u-Dfice
KA

Does the provider have & sgneture on file? T

Arm

wcrmpt for claim p Ton

by tha patisnt or their ssthorized res
mapressntstiveT

Doas the provider haes @ signad statemant from the patiant reisssing thedr o

madical infermationT

ORI I0]

Totsl Charged Amount £150.00

Madicars Crossover Details

Allowsd Medicanrs Amournt
Dimduchibls Amount
Madicass Fayment Amount
Copay &mount

$0.00
.00
.00
s2.00

Medicars Paymant Cate

Co-insurancs Amount  $0.00

L+
[+

- Carrimr Mams

Carrimr Code

Group &

COB Payer Paid

Amount

Emmttancs Dats

BLUE CROSS DERTAL

DO010044150 [l

SO0

142018

Once Print is selected, the prin

Swlwct Ehw row nurmber tn st t row.

Click tha Rmmose lnk to nemoes the arties ros.

=]




£/ MEDICATD

Text Size [ | Logout

Home | Eligibility Care Management | Patient Health History | Files Exchange | Resources

Search Claims Submit Claim Dental Submit Claim Inst Swbmit Claim Prof Submit Claim Pharm Search Payment History

Claims = Search Claims = View Dental Claim = Copy Claim Wednesday 0F/28/2021 04:43 PM CST

Provider Name BOGUS PROVIDER MAME Role IDs H b |
Location I OGS FROVIDER NAME AXNONOonmy S0112X-Dentist - Oral and Maxillofacial Surgery

Copy Dental Claim

Select the information you would like to have copied to the new claim. Press Copy to initiate the claim and continue entering claim information.
) member Information _ Service Information ) member and Service Information ® Entire Claim

Member ID Service Facility Location Copies data listed in previous 2 columns. Copies data listed in columns 1 and 2 PLUS:

Last Mame Place of Treatment

First Name Procedure Code(s) Referring Provider

Birth Date Modifier(s) Accident Related

Patient Mumber Units Accident State

Address Detaill Charge Amount(s) Accident Country
Rendering Provider(s) Oral Cavity Area(s)
Diagnosis Code Tooth Mumber{s)
Diagnosis Pointer Tooth Surface(s)

Aall Dates
[s
| Cancel |

"1 Privacy

Once the claim review is compl
There are multiple optio






Text Size [—] | Logout

Eligibility Care Management | Patient Health History | Files Exchange

Search Claims Submit Claimm Dental Submit Claim Inst Submit Claimm Prof Submit Claim Pharm Search Payment History

Claims = Submit Claim Dental Wednesday 07/28/2021 06:55 PM C5T

Provider Name BOGUS PROVIDER MAME Role IDs ~ |
ﬂ_ BOGUS PROVIDER NAME Taxonomy 122350112%-Dentist - Oral and Maxillofacial Surgery

Submit Dental Claim: Step 1

* Indicates a reguired field.

Provider Information

gilling Provider 10 (| NG ID Type Medicaid ID MName BOGUS PROVIDER MAME
Taxonomy 122350112x-Dentist - Oral and Maxillofacial Surgery

Performing Provider ID | |cg ID Type HNFI MName
Taxonomy __
Service Facility Location ID | |C§ ID Type WNFI MName
Taxonomy

Patient Information

*Member ID

Last Mame First Name

Birth Date

Address

City
State

I

Address Line 2 | |
I
I

Claim Tnformation

To submit a new Dental i
And the claim dialog w



Search Claims Submit Claim Dental

Eligibility

Claims = Submit Claim Dental

Care Management

Submit Claim Inst

Patient Health History

Text Size [=]

Files Exchange

Submit Claimn Prof

Submit Claimn Pharrm  Search Payment History

Wednesday 07/28/2021 06:55 PM CST

Provider Name BOGUS PROVIDER MAME

Location _ BOGUS PROVIDER MAME

Role IDs ~ |
Taxonomy 122350112X-Dentist - Oral and Maxillofacial Surgery

Submit Dental Cla Step 1

* Indicates a reguired field.

Provider Information

Billing Provider ID
Taxomomy

Performing Provider ID
Taxomomy

Service Facility Location ID

Taxornomy

ID Type Medicaid ID Name BOGUS PROVIDER NAME

122350112X-Dentist - Oral and Maxillofacial Surgery

|Cg I ID Type MNFPI MName

|§ I ID Type NPI MName

Patient Information

*Member ID
Last Name
Birth Date

Address
Address Line 2
City

State

First Mame

Zip Code o

Claim Information

You may select the magnifying '




Submit Dental Claim: Step 1

* Indicates a reguired field.

Provider Information

Billing Prowvider ID 000115502 ID Type Medicaid ID Mame BOGUS PROVIDER MAME

Taxonomy 122350112xX-Dentist - Oral and Maxillofacial Surgery

Performing Provider ID | |% ID Type MNPI MName
Taxomomy

Service Facility Location ID | |C}L ID Type WNPI Mame
Taxomnomy -

Patient Information

*Member ID

First Namel LILLIE I

Last Mame

11/22/2003

Address Line 2 | |

Birth Date

Address

City |PaSs CHRIS |

State IMiEsissippi el I Zip Code o 39571—2204

Claim Information

Accident Related | ~ Accident Date o | |
*Place of Treatment | 11-Office ~ |
Patient Number | | Authorization Number |:I
Initial X-Ray/Photo Date o | |

*Does the provider have a signature on file? OvesT Mo

*Does the provider accept assignment for claim processing? CvesC Mo

Once the Member's ID



Address

Address Line 2

City
State Zip Codeo [33571-2204 |
Claim Information
Accident Related | ~ Accident Dateo | =
| *Place of Treatment || 11-Office ~ |
Patient Number | Authorization Number |:|
Initial X-Ray/Photo Date o | | =

*Does the provider have a signature on file? D vesC Mo
*Does the provider accept assignment for claim processing? D vesC Mo

+ Are benefits assigned to the provider by the patient or their authorized | ves( no ) n/a
representative?

+*Does the provider have a signed statement from the patient releasing their | ves(_ No
medical information?

Include Other Insurance [_| Total Charged Amount S0.00

Medicare Crossowver Details

Allowed Medicare Amount =0.00 Co-insurance Amount |{:l.{:l{:l |

Medicare Payment Date & I:I

Deductible Amount | 0.00

Medicare Payment Amount |{:l.{:-{:l

Copay Amount | Q.00

-

Next, click tab to



abes 5 ==

P rowincles Trafos rmakbioss
Billirng Prowider 1 RIRNGGGENNS IO Type  Mecicais 10 Marmme GOKEUS FROSTOER. Pl P-E
Tamoresoarry 12235001 13- aenlist - Oral ard Maxil kaladcd al Seardgesrsy
Pratient arnd Clairm Informeticon
remiber 1o I
Megmser LTLLIE MOWET earyclesr ol
Ebirth Darke 1317220200003 Total Chearogeesd SArreoasrre S0000

e care Crosssower Details

Al orsreer Mecliicar= =0.00 Cror—-imsanrarreces Sursournt S0 00
S rricranrrt
Dedupctible Arrveoasrat =0000 FMedicars Fayrment Date |
FMedicare Paymseryt =S0000
SrTrcranrat

Caspaany Arvvoanryt = 0000

i = b i e
Seofeact Thes rovew riurmibesr Do oesclil e roeee. Click Chee Peermsorws limbs Do rermeoes Che enbics rosee
Flease rvole Chal the 1= diagressSis enbesredd e comnmSidersadd Lo e the prcdaeal | pramary b OHagroses Ooale
A Diacgprro=sci=s Ty e Diagro=sis Codde
a T 1P FOSEL - CRASOKED T TH
=
=2 * Diagrrmosis Ty e |:.-::-\._|_.:_:|-.J e | = i Acprro s s Coperie = I I

Erber Chee carvier and policy solder inforrmaliom beedovs,

Erter otfnsr carrier Rermiltarsss SAobeice delgils e Tor s Clairm o wdilth each Sservicoe e, Enter adusbaed paserenl d=tails,
Soacds & resrsatrn Cosilees | i e Cllainrm Sl hostrresmt Detail=s s=cbioes.

FOTE: Fleams ok ReEyyeorwes Lo diccard army amrelate] O eer Insrrarmssa ™, perior Lo subesmitthirsg cdaism.

-~ Carrier Maarree Carrier ol e SErougs & [ Ly

EH Ok o acdl a meses ot e s S es

If other insurance W,aS
you may enter the



Ao MOy =-Lrentist - Ural and Maxilloracia Urgenry

Patient and Claim Information

Member ID 713175266

—

Birth Date 11/22/2003

Gender Male

Total Charged Amount =0.00

Medicare Crossowver Details

Allowed Medicare Amount =50.00 Co-insurance Amount 3=0.00

Deductible Amount =0.00 Medicare Payment Date
Medicare Payment Amount =0.00

Copay Amount =0.00

Diagnosis Codes

Select the row number to edit the row. Click the Remowe link to remove the entire row.
Please note that the 1st diagnosis entered is considered to be the principal (primary) Diagnosis Code.

Expand All

| Collapse Al

# Diagnosis Type Diagnosis Code

Action

i

1 *Diagnosis Type ICD-10-CM

*Diagnosis Code o |

Back to Step 1

| Privacy

Enter diagnosis codes in the
If there are multiple di




COB Payer Paid

+# Carrier Name Carrier Code Remittance Date
Amount
= click to collapse.
I “Carrier Name I| | I “Carrier Code I
I “Subscriber Last Name Il | I *First Name |
Subscriber Address | |
City | | State | ~ |

zipcoden | | Country | v

I *Subscriber ID Il |
I FEroup # Il |

Group Mame | |

Insuramce Type | ol

I *Payer Responsibility Il s | I* Relationship to Subscriber I -
I*COB Payer Paid Amount Il{:-.DD | I “Remittance Dateo | |

Remaining Patient Liability | |

Total Non-Covered Amount | | Payer Claim # | |
I *Claim Filina Indicator || ~]
[cicase ot totomation ] 5]
Assignment of Benefits | ~ |

Dutpatient Adjudication Information

Reimbursement Rate | | Claim HCPCS Payable
Amount

Remark CoMS 1

Remark Code 3

Remark Code 4

|
Remark Code 2 |
|
I

If Other insurance
Please note that fi
you will not be

LO
Scroll down and 4./



Diagnosis Codes

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

Please note that the 1st diagnosis entered is considered to be the principal (primary) Diagnosis Code.

E Diagnosis Type Diagnosis Code Action
1 ICD-10-CM KO0381-CRACKED TOOTH Remove
2

2 *Diagnosis Type |ICD-10-CM » “Diagnosis Code s

Other Insurance Details | — |

Enter the carrier and policy holder information below.

Enter other carrier Remittance Advice details here for the claim or with each service line. Enter adjusted payment details, such as reason codes, in the Claim Adjustment
Details section,

MOTE: Please click Remowve to discard any unrelated "Other Insurance”, pnor to submitting claim.

COB Payer Paid

# Carrier Name Carrier Code Group # Remittance Date Action
Amount

i

BLUE CROSS DEMNTAL 0001004410 ooosd $0.00 07/14/2021 Remowve

Click to add a new other insurance.

Back to Step 1

Once the other insurance is ad



Service Details

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

Oral Cavity Area Tooth# fLetter Procedure Code Charge Amount

i *sSvc Dateo [/ ~ | Oral Cavity Area | ~ | Tooth# /Letter |
Tooth Surface | ~ ~] ~] > ~|
*Procedure | | Modifiers o | | | | | | | |
Code o
FUnits l:l *Charge | | *Diagnosis | | | ~| | || | Authorization |:|
Amount Pointers NMumber
Performing | |Cg ID Type NPI Taxomnomy _ | Displays a list of Service Details. |

Provider ID

Medicare Crossover Details

Allowed Medicare Amount =0.00 Co-insurance Amount |CI.CICI |

Deductible Amount |C|,C|D | Medicare Payment Date & l:l

Medicare Payment Amount |{:l.{:l{:l |

Copay Amount |{:l.{:l{:l |

Attachments

Click the Removwve link to remove the entire row.

E 5 | Transmission Method File Control # Attachment Type Action

Click to add attachment.

Next, you will b



Service Details

Select the row number to edit the row. Click the Remowe link to remove the entire row.

S;C Swc Date Oral Cavity Area Tooth# fLetter Procedure Code Units Charge Amount Action
1
1 S DatE |C|?,."14,."2C|21 | Oral Cavity Area | ~ | Tooth# /Letter ~ |
Tooth Surface | ~ | ~ ~ ~ ] ~ ]
*Procedure | | MudiﬁerE | | | | | |
coddal :
TUmits | Enter 2 or more characters to begin search. Selects v from list. h | | ~ | | ~ l l = | ﬁUthDrizatli:: I:I
T - Mumber
Performing | |Cl_‘ ID Type NPI

Provider ID

Medicare Crossover Details

Allowed Medicare Amount =0.00 Co-insurance Amount |C|.C|C| |

1edicare Payment Date o I:I

Deductible Amount | Q.00 |

Medicare Payment Amount |{:l.{:l{:l |

Copay Amount

[odd] [meset]

Attachments

Click the Remowe link to remowve the entire row.

H# | Transmission Method File Control # Attachment Type Action

Click to add attachment.

To assist with information, on certai



Service Details

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

FUnits D1120-DENTAL PROPHYLAXIS CHILD
C1810-D114S DILATATION CATH

| Displays a list of Servi
I

ce Detalls
==

Performing |Cl_$ ID Type MPI Taxonomy
Provider ID

Authorization [ |

Mumber

S;C Swc Date Oral Cavity Area Tooth# /fLetter Procedure Code Uniits Charge Amount Action
1
1 *Swc Datee |[07/14/2021 || oral Cavity Area | ~ | Tooth# /Letter ~ |
Tooth Surface | ~] ~ ] ~] ~] VI
*Procedure | |D11] | Modifierse | | |
Code D1110-DENTAL PROPHYLAXIS ADULT

Medicare Crossover Details

Allowed Medicare Amount =0.00

Deductible Amount |C|.C|C| |

Medicare Payment Amount |D.DD |

Copay Amount |CI.DD |

Co-insurance Amount |D.DCI

Medicare Payment Date o I:I

Attachmenis

Click the Remowe link to remove the entire row.

# | Transmission Method | File

Control #

Attachment Type

Action

Click to add attachment.

Enter 3 or more fields in




Service Details

Select the row number to edit the row. Click the Remowe link to remowe the entire row.

S;C Swc Date Oral Cavity Area Tooth# /Letter Procedure Code Units Charge Amount Action
1 07/14/2021 01120 1 $150.00 Remowe
2
2 *Swc Date & | | Oral Cavity Area | ~ | Tooth# /fLetter ~ |
Tooth Surface | ~] | ~] | ~] ~] ~|
*Procedure | | Modifiers o | | | | | | | |
Code o
FUnits I:I *Charge | | *Diagnosis | e | | el | | o | | o | Authorization I:I
Amount Pointers Mumber
Performing | |Cg ID Type MNPI T anco oy

Provider ID

Medicare Crossowver Details

Allowed Medicare Amount =0.00 Co-insurance Amount |D.DD |

Deductible Amount |D.DID | Medicare Payment Date o |:|

Medicare Payment Amount |D.DID |

Copay Amount |D.DID |

| —
Displays a list of Service Details. |

Ad

Attachments

Click the Remowe link to remowve the entire row.

Control #

& | Transmission Method File Attachment Type

Once the information has b Y
Continue these steps to ac



*Swvc Date o | ~ | Tooth#/Letter

| Oral Cavity Area |

Tooth Surface | ~| | | | ~| | ~ ] v
*Procedure | | Modifiers o | | | | | | | |
Code o
*Units |:| *Charge | | *Diagnosis | el | | ~ | | b | | b | Auvuthorization |:|
Amount Pointers Number
Performing | |C& ID Type HNPI Taxonomy

Provider ID

Medicare Crossowver Details

Allowed Medicare Amount =0.00 Co-insurance Amount |{:-.DD |

Deductible Amount |D.EID | Medicare Payment Date o l:l

Medicare Payment Amount |f.:|,cn::| |

Copay Amount |D.'DCI |

Attachments

Click the Removwve link to remove the entire row.

# Transmission Method File Control # Attachment Type Action

EI\C ck to add attachment.
Lz

Back to Step 1 il Back to Step 2 |_Submit |

Next, lets add an attachme




Medicare Crossowver Details

Allowwed Medicare Amount =0.00 Co-insurance Amount |CI.OCI |

Deductible Amount |0.00 | Medicare Payment Date o I:I

Medicare Payment Amount |0,Cl{:l |

Copay Amount |{;|,{;|{:- |

Attachments

Click the Remowe link to remaowve the entire row.

& | Transmission Method | File | Control # | Attachment Type | Auction

= Click to collapse.

*Transmission Method | FT-File Transfer w
*Upload File Choose File | Premolar. pdf
= Attachment Type | Dental Models el

Description [Models| J

\ESJCLCE'

Back to Step 1 Back to Step 2

| Prnivacy

Once the dropdown 2
including Transmissior
Once all fields are ¢

- N
.




Medicare Crossowver Details

Allowed Medicare Amount =0.00 Co-insurance Amount =0.00
Deductible Amount =0.00 Medicare Payment Date
Medicare Payment Amount =0.00

Copay Amount =0.00

Expand all | Collapse Al

Diagnosis Codes

Other Insurance Details

. . COB Payer Paid .
H# Carrier Name Carrier Code Group & Remittance Date
Amount

]

ELUE CROSS DEMNTAL 0001004410 QoO050 =0.00 07/14/2021

Service Details

Select the row number to edit the row. Click the Remowe link to remowve the entire row.

Swvc Charge
Swvc Date Oral Cavity Area Tooth# /Letter Tooth Surface Procedure Code Mod Units <
= Armrount
1 07/ 1472021 D1120 i $150.00

| Back to Step 1 || Back to Step 2 || Back to Step 3 _ Conk-m Jil Cancel |

Go to Top

Next, before confirming, you m ey
[f any information is incorre
Once completed, click confirm



£/ MEDICATD

Text Size [— | Logout

Home | Eligibility Care Management | Patient Health History | Files Exchange | Resources

Search Claims Submit Claim Dental Submit Claim Inst Submit Claim Prof Submit Claim Pharm Search Payment History

Claims = Claim Receipt Thursday 08/05/2021 02:53 PM CST

Provider Name BOGUS PROVIDER MAME Role IDs | 000116502 e |
Location 000116502 - BOGUS PROWIDER MAME Taxonomy 122350112X-Dentist - Oral and Maxillofacial Surgery

Submit Dental Claim: Confirmation

Dental Claim Receipt

Your Dental Claim was successfully su brnittec'ThE claim status is Finalized FPayment. I

The Claim 1Dis 2221204000002.

Click Print Preview to view the claim details as they have been saved on the payer's system.
Click Copy to copy member or claim data.

Click Edit to resubmit the claim.

Click New to submit a new claim.

Click view to view the details of the submitted claim.

| Print Preview Jlil _Copy Il _Edit _J New N View

After confirmation has been--'x
indicating the status of the subr



MISS F

MEDICAID

Text Size [—] | Logout

Care Management | Patient Health History | Files Exchange | Resources

Seearch Claims Submit Claim Dental Submit Claim Inst Submit Claim Prof Submit Claimm Pharm Search Payment History

Claims = Claim Receipt Thursday 08/05/2021 02:53 PM CST

—
‘ \ Provider Name BOGUS PROVIDER MAME Role IDs | 000116502 ~ |
Location 000116502 - BOGUS PROVIDER MAME Taxonony 122350112X-Dentist - Oral and Maxillofacial Surgery

Submit Dental Claim: Confirmation

Dental Claim Receipt

Your Dental Claim was successfully submitted. The claim status is Finalized Payment.

The Claim IDis 2221204000002.

Click Print Preview to view the claim details as they have been saved on the payer's system.
Click Copy to copy member or claim data.

Click Edit to resubmit the claim.

Click New to submit a new claim.

Click Wiewr to wiew the details of the submitted claim.

“rint proview JI__Copy | Eait I new [ View |

F'riv-a-c)r

After confirmation, there are multiplet
Copy the claim information for a new cl:

New to start a fresh claim with piec ¢
To start something new, click the ho:



MISSISSIPPFI DEVISION OF

MEDICAID

Text Size [—] | Logout
Home  Eligibility Care Management | Patient Health History | Files Exchange | Resources

Seearch Claims Submit Claim Dental Submit Claim Inst Submit Claim Prof Submit Claimm Pharm Search Payment History

Claims = Claim Receipt Thursday 08/05/2021 02:53 PM CST

Provider Name BOGUS PROVIDER MAME Role IDs | 000116502 Vl
Location 000116502 - BOGUS PROVIDER MAME Taxonony 122350112X-Dentist - Oral and Maxillofacial Surgery

Submit Dental Claim: Confirmation

Dental Claim Receipt

Your Dental Claim was successfully submitted. The claim status is Finalized Payment.

The Claim IDis 2221204000002.

Click Print Preview to view the claim details as they have been saved on the payer's system.
Click Copy to copy member or claim data.

Click Edit to resubmit the claim.

Click New to submit a new claim.

Click Wiewr to wiew the details of the submitted claim.

“rint proview JI__Copy | Eait I new [ View |

| Privacy

After confirmation, there are multiple
Copy the claim information for a new cl
New to start a fresh claim with :
To start something new, click






MISSISSIPPI DIVISION OF

MEDICAID

MESA

MEDICAID ENTERPRISE SYSTEM ASSISTAMCE

ﬂ

Appealing a Medicaid FFS Claim



MISSISSIPPF DIVISION OF

MEDICAID

Text Size [—] ]

Espario

Monday OF/ /12,2021 12:16 AM CST

What vou can do in the Medicaid Portal for Providers
Through this secure and sasy to use Intermet portal, health care providers can submit claims
and inguire on the status of their claims, inguire on a patient’s eligibility, upload files, and

| e . — . i — search for other providers. In addition, health care providers can use this site to locate claim
forms, prowvider participation materials and other Medicaid information and resources.
oy L

Forgot User T2

i To appeal Medicaid FFS
Fesister e claim’s disposition, scroll to the
where do I enter my password? bottom of the public Home

page, and click the Provider
Appeals hyperlink
Protect Your Privacy?

T
Shways log off and close all of youwr ‘
browser windows { g
Privacy Policy

Provider Enrollment Access
Enrcllments Forms

Trading Partner Enrcllment

Late Breaking MNMews

S o -
Did you know?
Search Providers The Mississippl Division of Medicaid values all types of health care providers enrolled in the Medicaid program. Medicaid is a

federal and state program created to provide medical assistance to eligible, low income populations. This service is in place to

provide access to guality health care coverage for vulnerable Mississippians. To enroll as a Mississippi Medicaid prowvider, click
Other Resources

here,
0IG Excluded Providers
Resources Links
Provider f’-‘-E!’EEH' Website Requirements

To Access Provider Appeals, on the MESA



How to Become a Mississippi Medicaid Provider
To enroll as a Mississippl Medicaid provider, you hawve two submission options:

1. downloading the application and submitting hard copy signature pages/documents
2. enrclling online and submitting the hard copy signature pages and documentation

These application methods are located under “Provider® on the Envision website along with
the enrolliment reguirements for each provider type.

The Envision website lists the application instructions and steps to become a Medicaid
provider, regquired documentation and necessary forms. You can also check your provider
enroliment status, download a change of address form and a primany care provider
attestation form.

IT vyou hawve any gquestions about the enrollment application andfor process, contact
a Conduent provider enrcliment specialist toll-free at 500-884-3222.

Provider Hearings

Medicaid providers are entitled to a fair hearing to challenge certain decisions made by the
Mississippi Division of Medicaid in accordance with the Mississippl Administrative Code Title
23, Part 200. Providers are allowed 20 days from the date of the adverse action in which to
request an appeal.

The Office of Appeals is responsible for coordinating, scheduling, and facilitating appeals for
Medicaid beneficiaries and providers. Cases are heard by an impartial hearing officer
employed by or on contract with the agency. If you hawve gquestions regarding fair hearings,
contact the Office of Appeals:

Toll-free: 800-421-2408
FPhone: 601-352-6050

This takes you to the MS Divisioﬁﬂf Medi

-




MEDICAID EMNTERPRISE SYSTEM ASSISTARMCE

Voiding a Paid Claim



] L] O [

Does the provider have a signature on file?
Does the provider accept assignment for claim processing?

Are benefits assigned to the provider by the patient or their
authorized representative?

Does the provider have a signed statement from the patient
releasing their medical information?

Total Allowed Amount

Adjudication Ermors
_________________________________________________________________|

Diagnosis Codes
]

Service Details

Place of

Yes

Yes

Yes

175.00

Expand All | Collapse All

Allowvwed

= From Dwate To Date . Co-pay Amount
Sarvice Amount pay
1
) 1.000
Finalized | 01,/03,/2021 | 01,/03/2021 11 ™ 99z212 Unit $£175.00 £36.95 53.00
Payment

Mo Other Insurance Details exist for this claim

Mo Attachments exist for this claim




) N

Does the provider have a signature on file?
Does the provider accept assignment for claim processing? Yes

Are benefits assigned to the provider by the patient or their Yes
authorized representative?

Does the provider have a signed statement from the patient Yes
releasing their medical information?

Total Charged Amount 175.00

Total Allowed Amount __ Total Co-pay Total Paid
Amount Amount

~ Confirmation [=]
Adjudication Ermors
I — Are you sure you want to void this Professional Claim ID
Diagnosis Codes 50212090000037
|
Service Details
OK Cancel
Place of Procedure . Charge Allowed
= From Date To Date . EMG Mod Code Units EPSDT 9 Co-pay Amount
Serwvice Code Amount Amount
Pitrs
_ L L 1.000
Finalized | 01,/03/2021 | 01/03/2021 11 M 99212 1 Unit 5175.00 $36.95 53.00
Payment

No Other Insurance Details exist for this claim

MNo Attachments exist for this claim

_caie_J cooy J voia [ erint preview Jf v copy.
LS

To void a claim, first search
and a popup window wi



Search Claims

Medical/Dental

Pharmacy

Either 'Pay/Deny Dats and 'Te' Date are required fields for the s=arch when claim information is not entered
| Claim Information |
Claim ID ~+ Confirmation [=]
| Member Information Your Professional Claim ID 5221209000004 was |

successfully voided.
Member ID (728840

| — OK |

Service Information

Performing Provider " ID Type MNFPL Claim Type v
ID®
Service From#® (01/03/2021 = Toe |(01/03/2021 (= Claim Status o
Pay/Deny Dateo =

To see service line information, or to wview a remittance advice or request an appeal, click on the "+' next to the claims ID.
Total Records: 2
Medicaid
Claim Service Member Performing Paid Pay/Demny Member
Claim ID TCN Claim Type Status Drate - ID Provider ID | Amount Date Responsibility
5921209000003 Frofessional Finalized 01/03/2021 | 728840446 £33.95 (01/01,/1900
FPayment

A new popup window wi




£ MEDICATD \AA ESA\

MEDICAID EMNTERFPRISE SYSTEM ASSISTAMCE

Adjusting a Paid Claim

If a claim has been adjudicw'én

rl 4



l U [

Does the provider have a signature on file?
Does the provider accept assignment for claim processing?

Are benefits assigned to the provider by the patient or their
authorized representative?

Does the provider have a signed statement from the patient
releasing their medical information?

Total Allowed Amount

Adjudication Errors
I

Diagnosis Codes
.}

Service Details

Yes

Yes

Yes

unt £150.00
Paid
unt

Expand All

| Collapse All

Diag
Place of Procedure . Charge Allowed
# From Date To Date . EMG Mod | Code Units EPSDT 9 Co-pay Amount
Service Code Amount Amount
Ptrs
i
I 1.000
Finalized | 01/03/2021 021:&\%3;’2021 11 N 99213 1 Unit £150.00 <ol.04 53.00
Payment

No Other Insurance Details exist for this claim

No Attachments exist for this claim

WTTE| M2 ClickEdit T YT

Once the

e




To make changes to a

service line, click the
number in the Svc. #

Charge

column

~e of Service Procedure Code Units Action
Amount
11-Office 99212-0OFFICE Or;ll-"]:PNEST LOW 20-29 %150.00 1L|E1?t0 Remowve

2 *From Date
=]

#pProcedure
Code o

*Charge
Amount

Clia Number

Referring
Prowvider ID

Performing
Provider ID

To Date o *Place of

F'v'lodifiers [: ] |

]

RN

[N

NDCs for Swc. # 2

[aga] [meset]

<Jema

Service

“unit

Type

EPSDT [

Authorization Number |:|

ID Type MNPI

ID Type MNPI

Taxonomy

Taxxonomy

#Diagnosis |

~| |

~ | |

Pointers

Attachments

Click the Remowve link to remowve the entire row.

* |

Transmission Method

File

| Control # |

Attachment Type

| Action

Click to add attachment.

Back to Step 1 Back to Step 2

L

To make changes to the




Birth Date 08/29/19562

Total Charged Amount £150.00

Expand All | Ccollapse All

Adjudication Errors
Diagnosis Codes

Service Details | — |

Select the row number to edit the row. Click the Remowve link to remowve the antire row.

SwvC Charge
From Date To Date Place of Service Procedure Code a Units Action
& Amounit
99213-0OFFICE O/P EST LOW 20-29 1.000
a1 01/03/2021 | 01,/032/2021 11-Office r‘:l."[N S150.00 Unit Remowve
1 *From Date |01ju3;’2021 | To Dateo |01;03;2021 | *pPlace of | 11-Office e | EMG
=] Service
*Procedure |[co2i2 Modifierso | || || | | | *Diagnosis [1 ~| | ~|[ ~|| ~|
Code o Pointers
#*Charge |1?5_|:|0 | =Units |1.000 = Unit EPSDT
Amount Type
Clia Number | | Authorization Number | | [%
Referring | |'~-r—hl'.1 ID Type MNPI Taxonomy

Provider ID

Performing | |C11h ID Type MNFI Taxonomry
Provider ID

TSTIETEE]  When you are
done, click Save
When all corrections have

|_Re.-set| | Cancel | been made, resubmit the

claim

8]

Once all changes have &



Claim Information

Claim ID

| Member Information |

Member ID |?2884D445 |

| Service Information |

Performing Provider | | C)} ID Type MNFPI Claim Type | v|
ID o
Service From o |Dl,-"03,-“2021 | Too |01;u3g2021 | Claim Status | vl
Pay/Deny Dateo | |

“Scarch J_Reset |

The claim ID of a
corrected claims begins T

To see service line information, or to wview a remi With a 59 ye "+ next to the claims ID.
Total Records: 2
Medicaid
Claim Service Member Performing Paid Pay/Deny Member
Claim ID TCM Claim Type Status Date - IiD Provider ID | Amount Date Responsibility

5921209000003 Professional Finalized 01/03/2021 | 728840446 £33.95 (01/01/1900

Payment
2221209000006 Frofessional Finalized 01/032/2021 | 728840446 £58.54 (01/01/19200

Payment

The claim ID of the co



el
/

MEDICAID ENTERPRISE SYSTEM ASSISTARMCE

Accessing and Viewing an RA



Search Claims

Medical/Dental | Pharmacy

& minimum of one field is reguired.

Either '"Pay/Deny Date' or 'Service From' and 'Te' Date are required fields for the search when claim information is not entered.

| Claim Information

Claim ID

TCMN

| Member Information

Member ID

| Service Information

Performing Provider

ID o

Service From e

Pay/Deny Dateo

| N

[o1/05/2021

|

|

“Scarch I reset ]

ID Type MNPI

To®e |[p1/10/2021

|

Claim Type |

Claim Status |

Search Results

== service line information, or to view a remittance adwvice or request an appeal, click on the "+" next to the claims ID.

Click the plus icon to

Total Records: 1

quickly access the RA .
Copy button . : i Medicaid
Clainn Service Membeaer Performing Paid Pay/ Demny Mambear
| Claim ID» TCMN Claim Type Status Date - i Provider ID Amount Date Responsibility
2221704000001 Professional Finalized 01/05/2021 | 728840446 £58.64 | 01/19/2021
Payment
Service Information
Service Service Date Line Status Units Procedure fModifiers Charge
1 01/05/2021 Finalized Payment 90213 10.00 £58.64

>

To access an RA, first se
click the plus buttc

Click RA Copy




Eligibility | Claim=s | Care Managem<ent | Patient Health History | Files Exchange | Resources

Home Monday 07,/26/2021 10:57 PM CST

Provider BOGUS PROWVIDER MAME Role IDs | 039959998 |
MName
Location 099999998 - BOGUS PROVIDER NAME Taxonomy 208D00000X-General Practice

i User Details E‘ Sign Up to Receive News

Welcome prov1000°

=1 Secure Correspondence
My Profile -

Manage Accounts

Welcome Health Care Professional! l=l Latest News

& Provider
We are committed to make it easier for physicians and other Late Breaking_MNews
Name BOGUS PROVIDER  providers to perform their business. In addition to providing the

Provider Bulletins

MNAME ability to wverify member eligibility and submit claims, cur secure
Provider ID 099995998 site plrox-'ldes access tcl:-beneflts, answers to lfr‘eq uently asked UM/QIO
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Provider BOGUS PROVIDER NAME Role IDs | 099999998 v
Name
Location 099999998 - BOGUS PROVIDER NAME Taxonomy 208D00000X-General Practice

Search Payment History

Provider Information

Provider ID (959995958 ID Type Medicad ID Name BOGUS PROVIDER NAME

* Indicates a required field.

Payment Method |f.'s.|| v|

Payment Type |,ﬂs.|| v| Payment ID

Issue Date *Frome |g;'_,-f[|-1;2(];'_1 = *Toe |07/28/2021 |[F]

Note: Date spans entered
cannot exceed 90 days




Search Payment History

Provider Information

Provider ID 099999598 ID Type Medicaid 1D

Location 10 [N

* Indicates a required field.

Name BOGUS PROVIDER NAME

Payment Method [All v] Payment Type |All ~| Payment ID
Issue Date *Frome |c|7_,-f01;2|:|p_1 | *Toe |gp_,-f;~_g;2.jp_1 |
Searchk @
Search Results
To ses payment details, click on the payment ID link.
Total Records: 4

Issue Date - Payment Method Payment Type Payment ID Total Paid Amount RA Copy
02/22/2021 EFT 000100955 $2,951.43 |
02/15/2021 EFT 000100871 =810.62 .|
02/08/2021 EFT 000100785 5469.80 |

02/01/2021 EFT

000100699

£300.26

The search results appear. Find the ¢ J
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In Summary

Access and View a Professional Claim ‘ Submit a Professional Claim ‘

Submit a Professional Claim with Other |
Carrier Information

Submit a Professional Crossover Claim ‘

Appeal a Professional Claim

| Submit a Void or Adjustment for a |
Professional Claim

Access and View an RA




Claim

Reconsideration

The Claim Reconsideration Form is for providers
to initiate a request for reconsideration review by
Gainwell’s Medical Review staff of a denied claim.

Denied claims should be submitted to Medical
Review with a claim reconsideration form, an
original red and white claim form, and medical
documentation to support the revenue code.

If it is determined that the reconsideration
request is incomplete (missing claim, missing
signature, missing claim reconsideration form,
missing documentation, etc.), a letter is sent to
the provider indicating the requested information.

The Return to Provider Letter informs providers
that Mississippi Medicaid Program (DOM) has
attempted to process the claim but is unable to
because of incorrect or insufficient information.
This letter explains that the claim is being returned
so the provider can resubmit with the required
information.



Timely Filing

Claims filed within three-hundred sixty-five (365) calendar days from the
initial date of service, but denied, can be resubmitted with the
transaction control number (TCN) from the original denied claim. The
original TCN must be placed in the appropriate field on the resubmitted
claim and be received by the Division of Medicaid within three-hundred
and sixty-five (365) days from the date of the submittal of the original

claim.

If a provider is unable to submit a claim within three-hundred sixty-five
(365) days from the date of service due to retroactive beneficiary
eligibility, claims must be submitted within sixty (60) days of the
eligibility determination.

Claims by newly enrolled providers must be submitted within three
hundred sixty-five (365) calendar days from the date of service and must
be for services provided on or after the effective date of the provider's

enrollment



Medicare crossover claims for coinsurance and/or deductible must be filed with DOM within
180 days of the Medicare Paid Date

Providers may submit a corrected claim within 180 days of the Medicare paid date.

Providers may request an Administrative Review within thirty (30) calendar days of a denied
Medicare crossover claim once the 180-day timely filing has been expired

More details on timely filing can be found Miss. Admin. Code Part 200 Rule 1.6: Timely Filing,
Rule 1.7: Timely Processing of Claims, and Rule 1.8: Administrative Review of Claims. These
new rules can be viewed at

Timely Filing Cont’d.



http://www.sos.ms.gov/adminsearch/ACProposed/00024160b.pdf
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