g-iinwell

MMIS Replacement Project (MRP)

State of Mississippi, Office of the Governor, Division of Medicaid
(DOM)

Paper Claims Billing Instructions

Version 7.0



Change History

The following change history log contains a record of changes made to this document:

Version # Published/ Section/Nature of Change
Revised
1.0 09/28/2022 Gainwell Initial publication.
2.0 10/05/2022 Gainwell Updated Figure 84. FL 39-41 Situational:
Value Codes and Amounts.
3.0 10/13/2022 Gainwell Updated Figure 1. FL 1 Required: Type of

Insurance, Figure 83. FL 38 Situational:
Responsible Party Name and Address,
Section 5.9, Figure 124: FL 80 Situational
Remarks, Section 5.9, and Section 6.8 -
Filing Medicare Crossover Claims on the
Dental Claim Form.

4.0 10/17/2022 Gainwell Updated links in section 4.5 - Multi-Page
CMS-1500 Paper Claims.

5.0 11/03/2022 Gainwell Updated Figure 125. FL 81 Not Required:
Code-Code Field.

6.0 12/30/2022 Gainwell Updated Figure 100. FL 57 Situational:

Other (Billing) Provider Identifier and
Updated Figure 125. to FL 81cc Required:
Code-Code Field.

7.0 08/01/2023 Gainwell Updated Figure 84 for Value codes &
Amounts field 39-41 & instructions. Updated
Crossover sections 4.9 - Filing Medicare
Crossover Claims on the CMS-1500, 5.9 -
Filing Medicare Crossover Claims on the
UB-04 and 6.8 - Filing Medicare Crossover
Claims on the Dental Claim Form and
signature information sections 4.3 - Paper
CMS-1500 Claim Guidelines, and 6.3 -
Paper Dental Claims Guidelines

Version 7.0 i
© 2023 Gainwell Technologies. All rights reserved



Table of Contents

PR 1o o 11 ox 1o T o PSPPSR 1
B |V 135 £ o o 15 2
2.0, FISCAI AQENL. ..t s 2
2.2, TelepNone CONTACT.........uuiiiiiieii it e e e e e e s eeeas 2
2.3.  Mailing Contact INfOrMALION.........c.uuiiiiiii e 3
3. Adjusting and Voiding ClaIMS .........uuiiiiiiiiiiiiiii e e e e e e s reeeaeeeaan 4
3.1.  Completing the Adjustment/Void Request Claim (CMS-1500, UB-04, Dental) ............. 4
4. CMS-1500 Claim FOrm INSTIUCHIONS. .. ....uuiuuiiieieieeeiieeeeeeeeeeeeeeeaeeeeeeeeeeeeeeeeeeeeessesesseesseessensnnnnees 5
4.1. (01T L= i Y/ o= 5
4.2, MESA Web Portal REMINUET ......ccoiiiiiiiiiiiee ettt e e 6
4.3. Paper CMS-1500 Claim GUIEIINES ........cooiiiiiiiiiiiiiiiiiee et 6
4.4. Paper CMS-1500 Claims with AttaCchments ........cccoooo oo 6
4.5,  Multi-Page CMS-1500 Paper Claims ........ccooiiiiiiiiiiiec 6
4.6. Electronic CMS-1500 ClaimMS .....ccoeeiiiieieeeeeeeee e, 7
4.7.  Claim Mailing AGAIESS. ......uuiiiiiiiieeiie e e e e e e e 7
4.8. CMS-1500 Claim Form Instructions (Version 02/12).........ccccuuiiiiiiieeeeieeiiiiiiiieeeeeeeeeennnns 7
4.9.  Filing Medicare Crossover Claims on the CMS-1500 ............cccceeeeieeiiiei e, 20
5. UB-04 Claim Form Version CMS-1450.........cccouuiiiiiiiiiiiiiieiiiei ettt 21
5.1. L (01T L= i Y/ o= 21
5.2, Web POrtal REMINUET ......uiiiiiiiiiiiiiee ettt a e e e e e enneeeees 21
5.3. Paper UB-04 Claim GUIAEINES .........oueiiiiiiiiiiiiiiiiiieeee et 21
5.4. Multi-Page UB-04 Paper ClaimS .........ciiiiii i e et e e e e eeaannna s 22
5.5.  Paper UB-04 Claims with ATACNMENTS ..........uuuiiuiiiiiiiiiiiiii e 22
5.6. Electronic UB-04 ClaimS ......ccooiiiii e 22
5.7.  Claim MailiNg AGUIESS.......eeiiiieiiiiiie et e e e e e e s 23
5.8. UB-04 Claim Form Instructions — Institutional Claims..............ccooeee 23
5.9.  Filing Medicare Crossover Claims on the UB-04 ............cccoocuuvuiiiniiiiiiiiiiiinneeinnnanns 40
6. Dental Claim Form Instructions (Version 2012 American Dental Association) .................... 41
6.1. L (01T =T i Y/ o= 41
6.2.  ElectroniC Dental ClIAIMS .........cooiiiiiiiiiiiice e 41
6.3.  Paper Dental Claims GUIEIINES ..........ooiiiiiiiiiiiiiiiiee e 41
6.4. Multi-Page Dental Paper CIaiMS .........oouiiiiiiiiiiiiieee e 42
6.5.  Paper Dental Claims with AttaChmMENtS .............uuuuiiiiiiiiiii s 42
6.6.  Claim MailiNg AGUIESS. .. .uuuuueiiiiiiiiiiitiii i aasaaaasaassaassanssnnssnnssnnnnnnes 42
6.7. 2012 ADA American Dental Association Dental Claim FOrm ............ccccccevvuuivnnnnnnnnnnns 42
6.8.  Filing Medicare Crossover Claims on the Dental Claim FOrm............cccccccciinninnnnnnns 54

Version 7.0

© 2023 Gainwell Technologies. All rights reserved



List of Tables

Table 1.
Table 2.
Table 3.

Table 4.
Values

Table 5.
Table 6.
Table 7.
Table 8.
Table 9.

Gainwell Telephone NUMDEIS ........ooo e 2
PO Box by Mail Type - JACKSON ... 3
Type of Facility (First Digit) Code ValUES ............oeviiiiiiiiiiiiiiieieecee e 24

Bill Classification — Except Clinics and Special Facilities (Second Digit) Code
24

Bill Classification — Clinics Only (Second Digit) Code Values............ccccvvveeeeeennnne 25
Bill Classification — Special Facilities Only (Second Digit) Code Values................. 25
Frequency (Third Digit) Code ValUES...........cccceviiiiiiiiiiiiiiiiieiieeeeeeeeeeeeeeeeeeeeeea 25
Admission Source Code DefiNitioNS .........coovvviiiiiiiiii e 28
Patient Discharge Status and DeSCIPLION ...........uuiviiiiieeiiiii e 28

List of Figures

Figure 1.
Figure 2.
Figure 3.
Figure 4.
Figure 5.
Figure 6.
Figure 7.
Figure 8.
Figure 9.

Figure 10.
Figure 11.
Figure 12.
Figure 13.
Figure 14.
Figure 15.
Figure 16.
Figure 17.
Figure 18.

Figure 19.
Figure 20.
Figure 21.

FL 1 Required: TYPe Of INSUIANCE ......ccceeeiiieeeiiiie et e et e e e e e e e s 7
FL 1a Required: Insured’s ID NUMDET ...t 7
Example of Insured’s Medicaid ID Card ..........ccccoevviiiiiiiiii 8
FL 2 Required: PatienNt NaMIE ........uuuiiiii et e et e e e e e e e aaann e 8
FL 3 Required: Patient Birth Date, SeX ........ccoeovviiiiiiiii 8
FL 4 Not Required: INSUred NAIME .........ouiiiiiiiiiiiiiiiee e 8
FL 5 Not Required: PatienNt AdAreSS.......ccovvvuiiiiiiiie et e e aaaa e 8
FL 6 Not Required: Patient Relationship ..........ccccccc 9
FL 7 Not Required: INSUIred AAIESS ........cuiiiiiiiiiiiiiieee et 9
FL 8 Not Required: Reserved for NUCC USE..........ccccoiiiiiiiiiiiiiiieeeee e 9
FL 9 Situational: Other INSUred NaME ............uuiiiiiiiiiiieiiiieiieeeieeeeee e 9
FL 9a Situational: Other Insured Policy or Group NUMDbBEr .............vvvvvevvvevveerrnnnnee. 9
FL 9b Not Required: Reserved for NUCC USE..........ccevvviieiiiiiiiiiiiiecece e 9
FL 9c Not Required: Reserved for NUCC USE........ccuviiiiiieiiiieciiiiie e 9
FL 9d Situational: Insurance Plan or Program Name..........cccccccvvvvvevvvieveieeeeennnnn, 10
FL 10a-c Situational: Is Patient’s Condition Related TO: .........ccovvvvvvvviviiiieiiennnnn. 10
FL 10d Situational: Claim COUES .........cuveiiiiiiiiiiiiieiiieeeeeeeeee ettt eee e 10
FL 11 Situational: Insured’s Policy Group or Federal Employees Compensation
ACE (FECA) NUIMDET ...ttt e e e e e e e e e e e e e e e annbeee s 10
FL 11a Not Required: Insured’s Date of Birth, SeX .........ccoovvvviiiiiiiiiiiiiiiiiiiiienn, 10
FL 11b Situational: Other Claim ID............ooviiiiiiiiiiiiiiieeieeeeeeeeeeeeeeeeeeeeeeeeee e 11
FL 11c Situational: Insurance Plan Name or Program Name..............ccceeevvvvvnnnn. 11
FL 11d Not Required: Is There Another Health Benefit Plan?...............cc.ccuvee. 11

Figure 22.

Version 7.0

iii
© 2023 Gainwell Technologies. All rights reserved



Figure 23.
Figure 24.
Figure 25.
Figure 26.
Figure 27.
Figure 28.
Figure 29.
Figure 30.
Figure 31.
Figure 32.
Figure 33.
Figure 34.
Figure 35.
Figure 36.
Figure 37.
Figure 38.
Figure 39.
Figure 40.
Figure 41.
Figure 42.
Figure 43.
Figure 44.
Figure 45.
Figure 46.
Figure 47.
Figure 48.
Figure 49.
Figure 50.
Figure 51.
Figure 52.
Figure 53.
Figure 54.
Figure 55.
Figure 56.
Figure 57.
Figure 58.
Figure 59.

FL 12 Situational: Patient Signature ............cooiieeeeieieeiiiiie e e e 11
FL 13 Not Required: Insured’s or Authorized Person’s Signature....................... 11
FL 14 Situational: Date of Current lliness, Injury, or Pregnancy.................ccc...... 11
FL 15 Situational: Other DAt .............ueiiiiiiiiiiiiiiiiiiieeeeeeee e 12
FL 16 Not Required: Date Patients Unable to Work in Current Occupation........ 12
FL 17 Situational: Name of Referring Provider or Other Source ...............cc.uee... 12
FL 17a Required: Other ID NUMDET .........ouiiiiiiieiiiiiieee e 12
FL 17b Required: Referring/Ordering NP1 ..o, 12
FL 18 Situational: Hospitalization Dates Related to Current Services................. 13
FL 19 Situational: Additional Claim Information (Designated by NUCC)............. 13
FL 20 Not Required: Outside Lab Charges .........cccccvviiiiii i, 13
FL 21 Required: Diagnosis or Nature of Hlness or INjury...........ccccevvvvvvvevvveeveennne., 13
FL 22 Situational: Resubmission Code (Original Reference NO.) ............cccuvveee. 13
FL 23 Situational: Prior Authorization Number ...........ccccoovviiiiiiiiiiiieeee 13
FL 24a Required: Date of Service (liN€S 1-6) .......cccevvveiieeeiiiiiiiiiiiiiieeeeeeeeeeeeeeeee 14
FL 24b Required: Place Of SEIVICE........ccuuuiiiiiieiiiiiiiieeee e 14
FL 24c¢ Situational: EMG .......oooiiiiiiiiiiiiiieieeeeeeeeeeeeeeeeeee ettt ee e eeeeees 14
FL 24d Required: Procedures, Services, or SUPPlES.........cccovvvviiiieiieeeeeeeviiinnnnn, 14
FL 24e Required: DiagnosiS POINIEN ..........uuuiiiiiiiiiiiiiiiieeee e 15
FL 24f Required: Charges (IN€S 1-6) ........uuuriiiiiiiiiiiiiiiiieeeee e 15
FL 24g Required: Days or Units Billed .........cccoooeiiiiiiiiiiii e, 15
FL 24h Situational: EPSDT/ Family Planning.............ceevvvvviiiiiiiiiiiiiieiieeeieeeeeeeee, 16
FL 24i Required: ID QUAIITIET .......cuiiiiiiiiiieiieee e 16
FL 24j Required: Rendering Provider ID and NPl ...........cccccciiiiiiiiiiiiiiiiiie 16
FL 25 Not Required: Federal Tax ID o SSN........cccvvviiiiiiiiiiiiiiiiiieeieeeieeeeeee e 16
FL 26 Situational: Patient Account NUMDEr ..........occcviiiiiiiieiiiiiieeee e 17
FL 27 Not Required: ACCept ASSIgNMENT? .....oceiiiiiiiiiiiiie e 17
FL 28 Required: Total Charge ......cccooeeiiiieiiiiiiie et e e e 17
FL 29 Situational: AMOUNE PAI ..........coiiiiiiiiiiiee i 17
FL 30 Not Required: Reserved for NUCC USE.........ccevvveiieeiiiiiiiiieieeeee e 17
FL 31 Required: Signature of Physician or Supplier and Date ..............ccccevvvvnnn. 17
FL 32 Situational: Service Facility LOCation..............ccoevvvveviiiiiiiiiiiiiiiiiieeieeeieeeee, 18
FL 32a Situational: Service Facility NPT ... 18
FL 32b Situational: Service Facility Other ID #.........ccovvvviiiiiiiiiiieeee 18
FL 33 Required: Billing Provider Info and Phone Number.................ocoovviivinnnnnnn. 18
FL 33a Required: Billing Provider NPI..........cooviiiiiiiiiiiieiiiieieeeeeeeeeeeeeeeeeeeeeee e 18
FL 33b Required: Billing Provider Other ID# ...........cccuviiiiiiiiiiiieeee e 18

Version 7.0

© 2023 Gainwell Technologies. All rights reserved



Figure 60.
Figure 61.
Figure 62.
Figure 63.
Figure 64.
Figure 65.
Figure 66.
Figure 67.
Figure 68.
Figure 69.
Figure 70.
Figure 71.
Figure 72.
Figure 73.
Figure 74.
Figure 75.
Figure 76.
Figure 77.
Figure 78.
Figure 79.
Figure 80.
Figure 81.
Figure 82.
Figure 83.
Figure 84.
Figure 85.
Figure 86.
Figure 87.
Figure 88.
Figure 89.
Figure 90.
Figure 91.
Figure 92.
Figure 93.
Figure 94.
Figure 95.
Figure 96.

CMS-1500 Claim FOIM .. ettt et e e e et e e e e e e e eaaeees 19

FL 1 Required: Billing Provider Name, and Address.........ccccccvvvvvvevievvieeieeeeeeennnnn, 23
FL 2 Situational: Service Location Information ................eeveeivieiiiiiiiiiiiieiiieeieeeee, 23
FL 3a Situational: Patient Control NUMbBEr ... 23
FL 3b Situational: Medical/Health Record NUMDer ............cccoooiiiiiiiiiiiiiiiniiiie, 23
FL 4 Required: Type Of Bill .......uueiiiiiiiiiiieeee e 24
FL 5 Situational: Federal Tax NUMbBer ... 25
FL 6 Required: Statement Covers Period (From — Through) ..............ccevvvvinnnnnnn. 25
FL 7 Not Required: Reserved for Assignment by the NUBC...........ccccccoevviiinnen. 26
FL 8a-b: Patient NAIME ........oviiiiiiiiiiiiiieiieieeeeeeeeeeeee ettt 26
Examples of Patient’s Medicaid ID Card .............cevvvvvieiiiiiiiiiiiieieeeeeeeeeeeeeeeeeeeeee 26
FL 9a-e Situational: Patient AdAreSS..........uueuiiieeiiiiiiiiiiiiieee e 26
FL 10 Required: Patient Birth Date .............ceeiiiiiiiiiiiiiiiiieeee e 26
FL 11 Required: PAtiENt SEX .....uuuiiiiieeeiiieiiiiii et e e e et e e e e e e aanan s 27
FL 12 - 15 Situational: Admission Date, Hour, Type, and Source...........cc.......... 27
FL 16 Not Required: DISCharge HOUF ............cooiiiiiiiiiiiiiiieee e 28
FL 17 Required: Patient Discharge Status .............cccouvviierieeiiiiiiiiiiieeeee e 28
FL 18 -28 Situational: Condition COUES..........ceviiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeeeee e 29
FL 29 Not Required: ACCIAeNt State............uevviiiiiiiiiiiiiiieeeee e 30
FL 30 Not Required: RESEIVEU. ........ccoiiiiiiiiiiiiee e 30
FL 31-34 Situational: Occurrence Codes/Date............cuvvvveeeeiieiiiiiiiieiiieieeeeeeeeeene 30
FL 35-36 Situational: Occurrence Span Codes From and Through Dates.......... 30
FL 37 Not Required: RESEIVEU.........coooiiiiiiiiiieie e 30
FL 38 Situational: Responsible Party Name and Address..........ccccceveeeeeiiiinnnnn. 30
FL 39-41 Situational: Value Codes and AMOUNLS...........ccevveriiiiiiiiieieeeeeeseiiieeees 31
FL 42 Required: REVENUE COUC........ccoiiiiiiiiiieee ettt 31
FL 43 Required: Revenue Code DeSCription...........ccuuvviveiieeiiiiiiiiiieeee e 31
FL 44 Situational: HCPCS/Rate/HIPPS COde ........covvviiiiiiiiiiiiieiieeeeeeeeeeeeeeeeeeee 32
FL 45 Required: SErviCe DALe ........ovviviiiiiiiiiiiieeiieeeeeeeeeeeeeee ettt 32
FL 46 Required: SErviCe UNITS ........cooiiiiiiiiiiiieeeeeiiie e 32
FL 47 Situational: Total Charges........ccovvviiiiiiiii e 32
FL 48 Not Required: Non-Covered Charges ...........cuuveevveeveeieieiiiieiieiiieeeeeeeeeeeeen 33
FL 49 Not Required: Reserved for Assignment by the NUBC..............cccooeiineee. 33
FL 50 Required: Payer NAIME.........ccouiiiiiiiiiiiee et 33
FL 51 Situational: PAyer ID .........ciiiiieiiiieiis e e e e e e e e e 33
FL 52 Situational: Claim Filing Indicator Code ............ccoevvviiiiiiiiiiiiiiiiiieeieeeieeeee, 33
FL 53 Situational: Assignment of BeNefitS. ... 34

Version 7.0

© 2023 Gainwell Technologies. All rights reserved



Figure 97. FL 54 Situational: Prior PaQymMeNtS..........ccuuiiiiiiieeirieeiies et e e e 34
Figure 98. FL 55 Situational: Estimated AMOUNt DUE ..........covviviviiiiiiiiiiiiieeieeeeeeeeeeeeeee e 34
Figure 99. FL 56 Required: NP1 — Billing ProVider............couueiiiiiiiiiiiiiiiiiiiieieeeeeeeeeeeeeeeeeeeeee 34
Figure 100. FL 57 Situational: Other (Billing) Provider Identifier ............ccccccceiiiiiievrieiiinnnnnn. 34
Figure 101. FL 58 Required: Insured’s Name ............ccccoe i 34
Figure 102.  FL 59 Not Required: Patient Relationship to INSured ...........ccccccoviiiiiiiieeeennnnns 35
Figure 103. FL 60 Required: Insured’s Unique Identifier............cccooiiiiiiiiiiiiiiiiiieee 35
Figure 104. FL 61 Situational: Insured’s Group Name .............ccccoeeeiiii 35
Figure 105.  FL 62 Situational: Insured’s Group NUMDbEr ............ccoociiiiiiiiiiiiiic e 35
Figure 106.  FL 63 Situational: Treatment Authorization Codes..............ccccceiiiiiiiiiiiiiee e, 35
Figure 107.  FL 64 Situational: Document Control Number (Used for Submitting
AdJUSTMENTSIVOIUAS) ..o 36
Figure 108. FL 65 Not Required: EMPIoyer NaMEe .........cuuviiiiiiieiiiiiiiiiieiee e 36
Figure 109. FL 66 Required: Diagnosis and Procedure Code Qualifier (ICD Revision
Indicator) 36

Figure 110. FL 67 Required: Principal Diagnosis Code (DX) and Present on Admission (POA)
Indicator 36

Figure 111. FL 67(a — q) Situational: Other DX and POA Indicator............cccccceeevveeereieeinnnnnnn. 36
Figure 112.  FL 68 Not Required: Reserved for Assignment by the NUBC.............cccccceennns 36
Figure 113.  FL 69 Situational: Admitting DiagnosiS COUE ..........coooiiuviiiiiiiiieiiiiiiiiee e 37
Figure 114. FL 70 Situational: Patient’'s Reason for Visit ..................cccccc, 37
Figure 115. FL 71 Not Required: Prospective Payment System (PPS) Code....................... 37
Figure 116. FL 72a — c Situational: External Cause of Injury (ECI) Code and POA Indicator 37
Figure 117.  FL 73 Not Required: Reserved for Assignment by the NUBC...............ccccceenis 37
Figure 118. FL 74 Situational: Principal Procedure Code and Date..................ccceeeeeeeeeee. 37
Figure 119.  FL 74a-e Situational: Other Procedure Codes and Dates.............ccccvvvvveeeeeennnns 37
Figure 120. FL 75 Not Required: Reserved for Assignment by the NUBC..............ccccceeins 38
Figure 121. FL 76 Situational: Attending Provider Name and Identifiers................ccccvvvvnnnnnn. 38
Figure 122.  FL 77 Situational: Operating Physician Name and ldentifiers.............................. 38
Figure 123.  FL 78 — 79 Situational: Other Provider (Individual) Names and Identifiers.......... 38
Figure 124.  FL 80 Situational: REMAIKS .........uiiiiii e e et e e e e e 38
Figure 125. FL 81cc Required: Code-Code Field............ccoooiiiiiii 38
Figure 126.  UB-Claim FOIMM. ...ttt e e e et e e e e e e e ane 39
Figure 127.  FL 1 Not Required: Type Of TranSaction .............ccceviiiiiiiiiiiiieeeeeiiiiiiiieeee e 42
Figure 128. FL 2 Situational: Predetermination/Prior Authorization Number (Treatment
AULNOTIZAION NUMDET) ...ttt e et e e e e e e et e e e e e e e e eee s 42
Figure 129.  FL 3 Situational: Company/Plan Name, Address, City, Zip Code .........ccccceevrnnes 43
Figure 130.  FL 4 Situational: Other Dental or Medical Coverage? .........cccceveeeiiiieieeeeeeeeeee. 43
Figure 131. FL 5 Required: Name of Policyholder/Subscriber with Other Coverage in #4.....43
Version 7.0 vi

© 2023 Gainwell Technologies. All rights reserved



Figure 132.
Figure 133.
Figure 134.
Figure 135.
Figure 136.
Figure 137.

Figure 138.

Figure 139.
Figure 140.
Figure 141.
Figure 142.
Figure 143.
Figure 144.

FL 6 Not Required: Date of Birth (MM/DD/CCYY)...c.uuiiiiiieeiiiiiiiiiie e, 43
[ I Lo = Lo [0 [T =To B 1= o o L= PP 43
FL 8 Situational: Policyholder/Subscriber ID (SSN or ID#)........cccvvvvvveeiiiniiiiee. 43
FL 9 Situational: Plan/Group NUMDBDEr..........ccoviiiiiiiieiee e 43
FL 10 Situational: Patient’'s Relationship to Person named in #5...........ccc.......... 44
FL 11 Situational: Other Insurance Company/Dental Benefit Plan Name,
Address, City, State, ZiP COUE......ccoe i 44
FL 12 Required: Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix),
Address, City, State, Zip COUE.......ccoii e 44
FL 13 Required: Date of Birth (MM/DD/CCYY) ..ccoiiiiiiiiiiiiie e 44
e I LYo [ U1 =To M 1= o o = 44
FL 15 Required: Policyholder/Subscriber ID (SSN Of ID#)......cccvvvvvevviiiiiieeieennen, 44
FL 16 Not Required: Plan/Group NUMDET ..........cooiiiiiiiiiiiieeeeiiiiieeee e 45
FL 17 Situational: Employer Name..........c.uiiiiiiiciiieeiee e eeea 45
FL 18 Required: Relationship to Policyholder/Subscriber in #12 ........................ 45
FL 19 Not Required: Reserved for Future USEe...........ceeevviieiiiiiiiiiiiiiiee e 45

Figure 145.

Figure 146.
Zip Code

Figure 147.
Figure 148.
Figure 149.
Figure 150.
Figure 151.
Figure 152.
Figure 153.
Figure 154.
Figure 155.
Figure 156.
Figure 157.
Figure 158.
Figure 159.
Figure 160.
Figure 161.
Figure 162.
Figure 163.
Figure 164.

Figure 165.
Voids)

Figure 166.

FL 20 Not Required: Name (Last, First, Middle Initial, Suffix) Address, City, State,
45

FL 21 Not Required: Date of Birth (MM/DD/CCYY).....uuuiiiiiiiiiiiiiiiieieeee e 45
FL 22 Not Required: GENAET ........cciiiiiiiiiiiiiiie e 45
FL 23 Not Required: Patient ID/Account # (Assigned by Dentist) ...........cccc.uuee.. 46
FL 24 Required: Procedure Date (MM/DD/CCYY) ..couvviiiiiiiiiiiieiiieeieeeeeeeeeeeeeeeeen, 46
FL 25 Situational: Area of Oral CaVILY ..........cceeeiiiiiiiiiiiiiieiee e 46
FL 26 Not Required: TOOth SYStEM ...........ooviiiiiiiiiiiiieee e 46
FL 27 Situational: Tooth Number(s) or Letter(S)......cuuuuereierieeiieeiiiiiiieiieeeeeeeeeeeee, 47
FL 28 Situational: TOOth SUMACE .........ccvviiiiiiiiiiiiiiiieeeeeeeeee e 47
FL 29 Required: Procedure COUE .........ccuuiiiiiiieeeiiiiiiieeee e 47
FL 29a Required: Diag. Pointer (Diagnosis Code Pointer)........cccceeevveeevvievnnnnnnnn. 47
FL 29b Situational: Qty. (QUANLILY) ......evvviiiiiiiiiiiiieiieeeeeeeeeeeeeee e 48
FL 30 Not Required: DeSCIIPLION ......ccooiuiiiiiiiieee et 48
e I N LYo [V T =To Al =T 48
FL 31a Situational: Other FEE(S) ..uuumiiiiiiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeee e 48
FL 32 Required: TOtal FEE ......uuiiiiiiiiiiiieiee et 48
FL 33 Situational: Missing Teeth Information .............cceeveieeiiiiiiiiiii i 48
FL 34 Situational: Diagnosis Code List Qualifier.........cccccooeeiiiiiiiiiiiiiieecceiinn, 49
FL 34a Required: DiagnoSiS COUE(S) ....uuuvrrrrrrieeeeiiiiiiiieeeee e e e st ea e e e e 49

FL 35 Situational: Remarks (Used for submitting Adjustments/Replacements and
49

FL 36 Required: Patient/Guardian Signature ............cccceeevieeevreeiiiiin e, 49

Version 7.0

Vii
© 2023 Gainwell Technologies. All rights reserved



Figure 167.
Figure 168.
Figure 169.
Figure 170.
Figure 171.
Figure 172.
Figure 173.
Figure 174.
Figure 175.
Figure 176.
Figure 177.
Figure 178.
Figure 179.
Figure 180.
Figure 181.
Figure 182.
Figure 183.
Figure 184.
Figure 185.
Figure 186.
Figure 187.
Figure 188.
Figure 189.
Figure 190.
Figure 191.
Figure 192.

FL 37 Not Required: Subscriber Signature..........ccoevvuiiiiiiieeeereeiie e 49
FL 38 Required: Place of TreatMent ..............eevvviiiiiiiieiiiiiiiiieieeeeeeeeeeeeeee e 50
FL 39 Not Required: ENCIOSUIES .......ooviiiiiiiiiiieiiieeeeeeeeeeeeeeeeeeeeeeeeeeeee e 50
FL 40 Not Required: Is Treatment for OrthodonticS? ...........cccccvciiiiieeeveeeviiinnnnn, 50
FL 41 Not Required: Date Appliance Placed (MM/DD/CCYY) ....ccovvvvvevvivverennnnnn. 50
FL 42 Not Required: Months of Treatment...........ooociiiiieeiee e 50
FL 43 Not Required: Replacement of Prosthesis ..........cccccccviiiiiiiiiiicinii 50
FL 44 Not Required: Date of Placement (MM/DD/CCYY) ....cccccvviiiiiieeeereeniniinnnn, 50
FL 45 Situational: Treatment Resulting from? ... 51
FL 46 Situational: Date of Accident (MM/DD/CCYY)....uuuiiiiiiiiiiiiiiiiieeeee e 51
FL 47 Situational: Auto ACCIdent State.............oeeviiiiiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeeeee 51
FL 48 Required: Name, Address, City, State, Zip Code.......cccccvvvvvvvvviveveeeeeeennnnn, 51
FL 49 ReQUITEd: NPL....oiiiiiiiiiie ettt 51
FL 50 Not Required: License NUMDET .........ccoooviiiiiiiiiiiiii e 51
FL 51 Not Required: SSN OF TIN .....coiiiiiiiiiiiiiiiiiieeeeeeeeeeeeeee e 51
FL 52 Not Required: Phone NUMDET ... 51
FL 52a Situational: Additional Provider ID............ceuveiieiiiiiiiiiiiiiiiieieeeeeeeeeeeeeeeeee 52
FL 53 Required: CertifilCation........ccciveeeiiieiiiiiei e e e e e e e e e e e e 52
FL 54 ReQUIrEd: NPL....ooiiiiiiiieieiii et 52
FL 55 Not Required: License NUMDET ...........ooiiiiiiiiiiiieieee e 52
FL 56 Not Required: Name, Address, City, State, Zip Code .........ccceeeeevvrvvvrnnnnnn. 52
FL 56a Required: Provider Specialty Code .........ccovvvvveiiiiiiiiiiiiiiiieeieeeeeeeeeeeeeee 52
Provider Specialty COUEBS ........uuuiiiiiiiiiiiiiiiie et 53
FL 57 Not Required: Phone NUMDET ...........oooiiiiiiiiiiee e 53
FL 58 Situational: Additional Provider ID...........ccoouiiiiiiiiiiiieiiiiiieeeee e 53
ADA Dental Claim FOorm (Version 2012)........ccouiuuiiiiiieeeiiiiiiiiiieeeee e 54

Version 7.0

viii
© 2023 Gainwell Technologies. All rights reserved



1. Introduction

The Paper Claims Billing Instructions is designed to offer guidance and assistance to providers
submitting claims for reimbursement to the Mississippi Division of Medicaid (DOM). The Paper
Claims Billing Instructions includes detailed information specific to the submission of paper
claims which includes Centers for Medicare and Medicaid (CMS)-1500, Dental, and UB-04
claims. This manual must be used in conjunction with the General Policy and DOM’s Provider
Specific Administrative Code. DOM policy is located at Administrative Code and Mississippi
Medicaid State Plan.
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2. Mississippi DOM

Medicaid, as authorized by Title XIX of the Social Security Act, is a federal and state program of
medical assistance to needy citizens. Each state designates a state agency as the single state
agency for the administration of Medicaid. State law has designated DOM, in the Office of the
Governor, as the single state agency responsible for administering the Medicaid program in
Mississippi.

DOM can be contacted through the internet, by telephone, or by written correspondence.
Providers may use the telephone numbers provided below to reach the DOM offices during
business hours. The DOM website (http://www.medicaid.ms.gov) provides valuable and current
information, such as provider fee schedules, provider billing handbook, Administrative Code,
State Plan, and public notices.

2.1. Fiscal Agent

DOM presently works in conjunction with a fiscal agent (Gainwell) to provide accurate and
efficient claims processing and payment. Both organizations work together to offer provider and
beneficiary support to meet the needs of the Mississippi Medicaid community. The fiscal agent
consists of technical and program staff. Technical staff maintains the claims processing
operating system, and program staff assists with the actual processing of claims, payment, and
customer service. Other functions include drug rebate analysis and utilization review.

DOM and Gainwell have several systems in place to make contacting the appropriate offices
easier for providers. Having several different systems in place for providers to obtain needed
information should decrease the time and effort required by providers to complete forms and
meet requirements correctly and completely.

2.2. Telephone Contact

Gainwell provides telephone access to providers as shown in Table 1. These services include
lines for provider inquiries, automated eligibility verification, and assistance with electronic claim
submittal. The call center is open Monday through Friday, from 08:00 a.m. to 05:00 p.m. Central
Standard Time (CST). The website includes a listing with the name and telephone number of
the provider representative assigned to each area.

Table 1. Gainwell Telephone Numbers
Contact/Office Telephone Numbers

Provider/Beneficiary Services 1-800-884-3222
Provider Services Fax Number 1-866-644-6148
Member Services Fax Number 1-866-644-6050
Automated Voice Response System (AVRS) 1-800-884-3222
Electronic Data Interchange (EDI) 1-800-884-3222
Pharmacy Call Center 1-833-660-2402
Pharmacy Prior Authorization Fax Number 1-866-644-6147
Version 7.0 2
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2.3. Mailing Contact Information

Providers may contact Gainwell via the mail at the addresses listed in Table 2. These post office
boxes should be used for claim submittals, adjustments, and void requests. Correspondences
should be sent to the appropriate post office box to lessen the chance for errors and shorten the
time required to complete transactions.

Table 2. PO Box by Mail Type - Jackson
Jackson — Post Office™ Mail Type

PO Box 23076 Paper Claims CMS-1500, UB-04, and Dental (including
Jackson, MS 39225 crossover claims)
PO Box 23077 Paper Adjustment/Void Requests

Jackson, MS 39225
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3.

Adjusting and Voiding Claims

DOM and Gainwell allow providers to adjust and void claims. The following procedures allow
providers to find solutions to payment difficulties and correct under/overpayments:

3.1.

Providers may submit an adjustment/void if paid incorrectly on the RA for a Medicaid
claim or if monies have been received from a third-party payer after payment from
Medicaid. The adjustment/void must be submitted on the appropriate claim form (CMS-
1500, UB-04, Dental).

Providers may submit an adjustment/void claim to request an adjustment. Adjustment
requests are used to change the original amount paid on a claim. The original payment
can be increased or decreased. Void requests are used to refund the entire original
payment on a claim.

When refunding money to Medicaid, it is not necessary to remit a refund check.

o If an adjustment results in a reduction in the original Medicaid payment and no
refund check is included, an adjustment is made on the subsequent weekly RA.

o Ifarefund check is included, the adjustment is applied against the refund check.

o The only time the actual Medicaid check should ever be returned is in the rare event
that all claims on the RA were paid incorrectly and the entire amount is to be
refunded.

A denied claim must be resubmitted on the appropriate claim form, and the error must
be corrected. The Explanation of Benefits (EOB) message on the RA provides guidance
for submitting the corrected claim.

If an adjustment appears on a remittance advice and is not correct, another adjustment
request may be submitted using the Internal Control Number (ICN) from the debit line of
the adjusted claim.

Completing the Adjustment/Void Request Claim
(CMS-1500, UB-04, Dental)

Instructions for completing the adjustment/void claim are described in each of the corresponding
claim sections.
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4.

CMS-1500 Claim Form Instructions

This section explains the procedures for obtaining reimbursement for services submitted to
Medicaid on the CMS-1500 billing form and must be used in conjunction with the Mississippi
Administrative Code Title 23. Professional providers are strongly encouraged to bill electronic
claims to reduce the potential for errors and speed reimbursement The Administrative Code and
fee schedules should be used as a reference for issues concerning policy and the specific
procedures for which Medicaid reimburses. Contact the fiscal agent’s Provider and Beneficiary
Services Call Center toll-free at 1-800-884-3222 for questions and assistance.

4.1.

Provider Types

The instructions for the CMS-1500 claim form are to assist the following types of providers:

Ambulance

Ambulatory Surgical Centers

Certified Registered Nurse Anesthetists
Chiropractic Care

Community/Private Mental Health Centers
Durable Medical Equipment (DME)

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Screening Providers
Federally Qualified Health Centers
Hearing Aid Providers

Independent Laboratory

Independent Radiology

Mental Health Services

Nurse Practitioners

Optical/Vision Providers

Perinatal High-Risk Management
Pharmacy Disease Management
Physicians

Physician Assistants

Podiatrists

Prescribed Pediatric Extended Care
Private Duty Nursing

Rural Health Clinics

Therapy Services (physical, occupational, and speech)

Waiver Services
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4.2. MESA Web Portal Reminder

Providers are encouraged to use the MESA Web Portal for easy access to up-to-date
information. The MESA web portal provides rapid, efficient information exchange with providers
including eligibility verification, claim submission, electronic report retrieval, and the latest
updates to provider information. The MESA web portal is available 24 hours a day, seven days
a week, 365 days a year via the Internet at https://portal. ms-medicaid-mesa.com/MS/Provider.

4.3. Paper CMS-1500 Claim Guidelines

To facilitate processing and minimize the chances of rejection, providers should follow the
guidelines below:

e An original CMS-1500 claim form must be completed.

¢ No photocopied or fax claims are accepted.

e Do notinclude handwritten information on the claim form.

e Blue or black ink must be used to fill out the form.

¢ The information on the form must be legible.

¢ No highlighters should be used.

e Correction fluid or correction tape should not be used.

e Names, codes, numbers, etc. must print in the designated fields for proper alignment.

e Claim must have a signature, this includes a handwritten signature, use of a signature
stamp or the use of cursive font. Typed names alone are not allowed.

e The six service lines in Locator 24 have been divided horizontally to accommodate
submission of supplemental information along with NP1 and other identifiers such as
taxonomy codes or legacy identifiers. The top, shaded portion of each service line is for
reporting supplemental information (i.e., NDC code). It is not intended to allow the billing
of twelve service lines. Each procedure, service, drug, or supply must be listed on its
own claim line in the bottom, unshaded portion of the claim line.

4.4, Paper CMS-1500 Claims with Attachments

When submitting attachments with the CMS-1500 claim form, the below guidelines should be
followed:

e Any attachment must be marked with the beneficiary’s name and Medicaid ID number.

o For different claims that refer to the same attachment, a copy of the attachment must
accompany each claim on standard 8%-by-11-inch paper.

e For claims with third- party payor source, all EOBs that relate to the claim must be
included.

e Do not use red ink on the attachment

4.5. Multi-Page CMS-1500 Paper Claims

When submitting CMS - 1500 claims with multiple pages, the below guidelines must be
followed:

e Multi-page claims are limited to 9 pages with a maximum of 50 claim lines. The 9" page
should only be used to bill two detail lines.

e The first form should not be totaled, the total should be indicated on the last page.

o Pages together must be clipped together.
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¢ Indicate Multipage Page count X of 9 in EL 19 (Figure 32).

e If reporting a Third-Party Liability (TPL) payment, indicate it in FL 29 (Figure 51) of the
last page.

e Only one copy of an attachment (e.g., EOB, EOMB, and Consent Form) is required per
claim.

4.6. Electronic CMS-1500 Claims

Electronic CMS-1500 claims may be submitted to Mississippi Medicaid by:
e Using the Web Portal Claims Entry feature
e Using other proprietary software purchased by the provider
e Using a clearinghouse to forward claims to Mississippi Medicaid

Electronic CMS-1500 claims must be submitted in a format that is HIPAA compliant with the
American National Standard Institute (ANSI) X12 837P claim standards.

4.7. Claim Mailing Address

Once the claim form has been completed and checked for accuracy, the completed claim form
can be mailed to:

Mississippi Medicaid Program
PO Box 23076
Jackson, MS 39225-3076

4.8. CMS-1500 Claim Form Instructions (Version
02/12)

On August 01, 2014, Mississippi Medicaid began receiving and processing paper claims
submitted only on the revised CMS-1500 Claim Form (version 02/12). The field instructions are
as follows.

Figure 1. FL 1 Required: Type of Insurance

1. MEDICARE MEDICAID TRICARE CHAMPVA OTHER

|:| (Medicare#) (Medicaid#) |:| (ID#/DoD#) D (Member ID#) D }TEQLTH FLAN .' #) D(ID#)

Instructions: Indicate the type(s) of insurance coverage applicable to this claim. Enter an “X” in
the box marked Medicaid.

1. MEDICARE MEDICAID TRICARE CHAMPYA,

OTHER
Efmeﬁfearew D (Medicaid#) D (1D#DoD#) D (Member ID#) D {I;'DE: (b pLan D (D8 D:‘fﬂw

Instructions: Indicate the type(s) of insurance coverage applicable to this claim. Enter an “X” in
the box marked Medicare for claims where the member has Medicare Coverage.

Figure 2. FL l1a Required: Insured’s ID Number

1a. INSURED'S I.D. NUMBER (For Program in ltem 1)

123456789

Instructions: Enter the member’s nine-digit identification number as listed on their Medicaid
card.

Version 7.0 7
© 2023 Gainwell Technologies. All rights reserved.



Figure 3. Example of Insured’s Medicaid ID Card

£ \iEnic A R

Name & ID Number

Standard Blue Medicaid ID Card Family Planning Waiver Yellow Medicaid 1D Card

Figure 4. FL 2 Required: Patient Name
2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

Doe, John B.

Instructions: Enter the member’s name as it appears on the Medicaid ID card in the last name,
first name, and middle initial format.

Figure 5. FL 3 Required: Patient Birth Date, Sex
3. PATIENT'S BIRTH DATE S

MM |, DD | YY EX
01 01 1991uX] *[]
Instructions: The date format is eight digits MM/DD/CCYY (e.g., 01011991). Enter the month,

day, and year of birth of the member. If the full birth date is unknown, indicate zeros for all eight
digits.

Enter the sex of the patient. If Sex is Unknown, do not mark either the “F” or “M” box
e F-Female
e M- Male
e U - Unknown

Figure 6. FL 4 Not Required: Insured Name
4. INSURED'S NAME (Last Name, First Name, Middle Initial)

Instructions: Leave this field blank.

Figure 7. FL 5 Not Required: Patient Address
5. PATIENT'S ADDRESS (No., Street)

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

( )

Instructions: Leave this field blank.
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Figure 8. FL 6 Not Required: Patient Relationship
6. PATIENT RELATIONSHIP TO INSURED

Self Spouse I:’ Child EI Other

Instructions: Leave this field blank.

Figure 9. FL 7 Not Required: Insured Address
7. INSURED'S ADDRESS (Mo., Street)

Instructions: Leave this field blank.

Figure 10. FL 8 Not Required: Reserved for NUCC USE
8. RESERVED FOR NUCC USE

Instructions: Leave this field blank.

Figure 11. FL 9 Situational: Other Insured Name
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

Doe, Mary A.

Instructions: Enter the last name, first name, and middle initial format of the member if different
than shown in FL 2 (Figure 4). The other insured name indicates that there is a holder of
another policy that may cover the patient.

Figure 12. FL 9a Situational: Other Insured Policy or Group Number
a. OTHER INSURED’S POLICY OR GROUP NUMBER

72431

Instructions: Enter policy number of the other insured as it appears on the insured’s Insurance
ID card. If group number is available, enter both.

Note: The policy number is used to verify the policy by the Office of Third Party
Liability/Recovery, when applicable.

Figure 13. FL 9b Not Required: Reserved for NUCC Use
b. RESERVED FOR NUCC USE

Instructions: Leave this field blank.
Figure 14. FL 9c Not Required: Reserved for NUCC Use
c. RESERVED FOR NUCC USE

Instructions: Leave this field blank.
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Figure 15. FL 9d Situational: Insurance Plan or Program Name
d. INSURANCE PLAN NAME OR PROGRAM NAME

Merit Insurance

Instructions: Enter the other insured’s insurance plan or program name.
Figure 16. FL 10a-c Situational: Is Patient’s Condition Related To:
a. Employment?
b. Auto Accident?
c. Other Accident?

10. 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

YES X [NO
7
b. AUTO ACCIDENT? PLACE (State)
YES X|NO |

c. OTHER ACCIDENT?
YES NO

Instructions: Check the appropriate box to indicate whether one or more of the services
described in FL 24 a-j (Figures 37-46) are for a condition or injury that occurred on the job or as
a result of an auto accident or other accident.

Note: Enter the State code if 10b. is checked "YES”. Any item checked "YES" indicates there
may be other insurance primary to Medicaid. Identify primary insurance information in FL 11

(Figure 18).
Figure 17. FL 10d Situational: Claim Codes
10d. CLAIM CODES (Designated by NUCC)

Al

Instructions: When applicable, use to report appropriate claim codes. Applicable claim codes
are designated by the National Uniform Claim Committee (NUCC) under Code Set
https://www.nucc.org/.

Figure 18. FL 11 Situational: Insured’s Policy Group or Federal Employees Compensation
Act (FECA) Number

11. INSURED'S POLICY GROUP OR FECA NUMBER

15974

Instructions: Enter the insured’s policy or group number as it appears on the insured’s
healthcare identification card.

Figure 19. FL 11a Not Required: Insured’s Date of Birth, Sex

a. INSURED'S DATE OF BIRTH SEX
MM | DD | YY
L v F

Instructions: Leave this field blank.
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Figure 20. FL 11b Situational: Other Claim ID

b. OTHER CLAIM ID (Designated by NUCC)

Instructions: When applicable, use to report appropriate Other Claim ID. Applicable Other Claim

ID are designated by the NUCC under Code Set https://www.nucc.org/.

Figure 21.FL 11c Situational: Insurance Plan Name or Program Name
c. INSURANCE PLAN NAME OR PROGRAM NAME

Instructions: Enter the other insured’s insurance plan or program name.
Figure 22. FL 11d Not Required: Is There Another Health Benefit Plan?
d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES NO If yes, complete items 9, 9a, and 9d.

Instructions: Leave this field blank.

Figure 23. FL 12 Situational: Patient Signature

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to myself or to the party who accepts assignment
below.

SIGNED Sﬁgﬂﬂf‘-‘-‘-ﬂ/ or “F@W&MFM’ DATE MMIIDD/CWV

Instructions: Enter the member signature or signature on file with the date in MM/DD/CCYY
format.

Figure 24. FL 13 Not Required: Insured’s or Authorized Person’s Signature

13, INSURED'S OR AUTHORIZED PERSON'S SIGMNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below,

SIGNED
O —

Instructions: Leave this field blank.

Figure 25. FL 14 Situational: Date of Current lliness, Injury, or Pregnancy

14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP)
MM | DD |  YY |

| | QUAL .|

Instructions: For current illness, injury, or pregnancy, enter the date in the MM/DD/CCYY format.

Valid Values:

o 431 = Onset of current symptoms or illness

e 439 = Injury
e 484 =LMP
Version 7.0 11
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Figure 26. FL 15 Situational: Other Date
15, OTHER DATE

QuUA [ |
I I | I

Instructions: Enter other date in the MM/DD/CCYY format. Applicable Qualifiers are designated
by the NUCC under Code Set https://www.nucc.org/.

Figure 27. FL 16 Not Required: Date Patients Unable to Work in Current Occupation

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DD YY MM YY

| | DD

FROM | | TO | !

Instructions: Leave this field blank.

Figure 28. FL 17 Situational: Name of Referring Provider or Other Source
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

DN | Josephine Smith, M.D.

Instructions: Enter referring or ordering provider information, including the following:

e Provider Qualifier
o Valid Values:
= DN - Referring Provider
= DK — Ordering Provider
= DQ - Supervising Provider
e First and Last Name
Note: Lab, DME, and radiology claims require ordering physician to be entered.
Figure 29. FL 17a Required: Other ID Number

| 72| 62 [ 001234856 |‘

Instructions: Enter the nine-digit Medicaid provider number of the ordering/referring provider and
the appropriate qualifier.

Quialifier valid values are:
e OB — State License Number
e 1G — Provider UPIN Number
e G2 — Provider Medicaid ID
e LU - Location Number (Used for Supervising Provider only)

e ZZ—Taxonomy

999999999

Instructions: Enter the ten-digit NPI number.

17b.| NP
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Figure 31. FL 18 Situational: Hospitalization Dates Related to Current Services
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM YY MM DD YY

FROM 01i o3i 20 TO Oli O3i 20

Instructions: Enter the date of hospital admission and discharge if the services billed are related
to a hospitalization. If the patient has not been discharged, leave the discharge date blank.

Figure 32. FL 19 Situational: Additional Claim Information (Designated by NUCC)
19, ADDITIONAL CLAIM INFORMATION (Designated by NucC)

Instructions: Use this field for when submitting a multi-page claim to indicate page count X of 9.

Figure 33. FL 20 Not Required: Outside Lab Charges
20. OUTSIDE LAB? % CHARGES

YES NO

Instructions: Leave this field blank.
Figure 34. FL 21 Required: Diagnosis or Nature of Illness or Injury

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) |~ |- } 0 |

N |
A | R06.00 s | J18.9 c. LN39.0 D.
L F. . L ML
[ N Kl L

Instructions: Enter the appropriate International Classification of Diseases (ICD) indicator for the
date of service.

Note: The ICD indicator must be 0 (ICD-10-CM), 9 (ICD-9-CM), or blank. At least one Diagnosis
code is required with eight characters or less.

Figure 35. FL 22 Situational: Resubmission Code (Original Reference No.)
22. RESUBMISSION
CODE

ORIGINAL REF. NO.
7 2120364026258

Instructions: This form locator is used for submitting an adjustment or a void. Enter a 7 in the
resubmission code area to indicate an adjustment/replacement. Enter an 8 in the resubmission
code area to indicate a void. Enter previous ICN or Transaction Control Number (TCN) assigned
to the claim in the “Original Reference No” area. Additionally, please indicate “Adjustment” or
“Void” in the blank space in the top right hand corner of the claim form. See Figure 60.

Figure 36. FL 23 Situational: Prior Authorization Number
23. PRIOR AUTHORIZATION NUMBER

Al1234567

Instructions: Enter an authorization number without hyphens, dashes, spaces, etc. Enter only
one authorization per one claim form. The leading letter must be
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Figure 37.FL 24a Required: Date of Service (lines 1-6)

24, A, DATE(S) OF SERV|CE
From Tao
MM ob ¥Y il ] ] Y

01]03 | 20 |01 | 03 | 20

01103120 | 01103 120

Instructions: Enter the date for each procedure, service, or supply in MM/DD/YY format. When
“From” and “To” dates are shown for a service of identical services, enter the number of days or
units in EL 249 (Figure 43).

Figure 38. FL 24b Required: Place of Service
B.
PLACE OF
SERVICE

11

11

Instructions: Enter the appropriate two-digit code for the place of service code. The Place of
Service Codes are available at: www.cms.gov/Medicare/Coding/place-of-service-
codes/Place of Service Code Set.html.

Figure 39. FL 24c Situational: EMG
c.

EMG

Instructions: Enter “Y” (Yes) or “N” (No) in the appropriate box.

Figure 40. FL 24d Required: Procedures, Services, or Supplies

D. PROCEDURES, SERVICES, OR SUPPLIES
(Explain Unusual Circumstances)
CPT/HCPCS | MODIFIER

99251 | | |

20600 | 25 | |

Instructions: Enter the following information:

e Procedure Code — Enter the appropriate Current Procedural Terminology (CPT)-4 /
Healthcare Common Procedures Coding System (HCPCS) code that identifies the
service provided.
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e Procedure Modifier — Enter the appropriate procedure modifier that further qualifies the
service provided. (Note: This field should only be used when applicable.)

Note: Some mental health providers are required to enter a specific modifier for each claim line.
Fee schedules identifying modifier requirements are available at: Fee Schedules and Rates.

Figure 41. FL 24e Required: Diagnosis Pointer

E.
DIAGNOSIS
POINTER

A

B

Instructions: Enter one diagnosis indicator (A, B, C, D, E, F, G, H) that identifies appropriate
diagnosis for the procedures. These indicators must correspond to the line numbers of the
diagnosis codes listed in FL 21 (Figure 34).

Figure 42. FL 24f Required: Charges (lines 1-6)

F.
$ CHARGES
50 00
250 00

Instructions: Enter the charge for each listed service/procedure. Do not use commas when
reporting dollar amounts. Negative dollar amounts are not allowed. Dollar signs should not be
entered. Enter 00 in the right-hand area of the field if the amount is a whole number.

Figure 43. FL 24g Required: Days or Units Billed

G.
DAYS
OR
UNITS

1

Instructions: Enter the number of days or units. This field is most used for multiple visits, units of
supplies, anesthesia minutes, or oxygen volume. If only one service is performed, the numeral 1
must be entered.
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Figure 44. FL 24h Situational: EPSDT/ Family Planning

H.
EPSDT|
Family

Plan

Instructions: When there is a requirement to report a Family Planning service, enter “F”; when
there is a requirement to report this as a EPSDT service, enter “E”. When there is no
requirement for Family Planning Services or EPSDT, leave the field blank.

Figure 45. FL 24i Required: ID Qualifier

Instructions: Enter the appropriate qualifier to identify if the number is a non-NPI.
Quialifier valid values are:

e OB — State License Number

e 1G — Provider UPIN Number

e G2 - Provider Medicaid ID

e LU — Location Number (Used for Supervising Provider only)

e ZZ—Taxonomy

Figure 46. FL 24j Required: Rendering Provider ID and NPI

J.
RENDERING
PROVIDER ID. #

282N0000X

8888888888

Instructions: Enter the rendering provider's Taxonomy (ZZ) or related value to the qualifiers (0B,
1G, G2, and LU) in the shaded half of the claim line. Enter the ten-digit NPI in the bottom, (un-
shaded half of the claim line).

Figure 47. FL 25 Not Required: Federal Tax ID or SSN
25. FEDERAL TAX I.D. NUMBER SSN EIN

Instructions: Leave this field blank.
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Figure 48. FL 26 Situational: Patient Account Number
26. PATIENT'S ACCOUNT NO.
123548F

Instructions: Enter the patient's account number assigned by the provider of service or supplier's
accounting system. This field is optional to assist the provider in patient identification.

Figgre 49, F!_ 27 Not_Required: Accept Assighment?
2?.@GGEF‘T ASSIGNMENT?

or govt. claims, see back!

YES NO

Instructions: Leave this field blank.
Figure 50. FL 28 Required: Total Charge
28. TOTAL CHARGE

$ 300 100

Instructions: Enter total charges for the services [i.e., total of all charges in FL 24f (Figure 42)].
Figure 51. FL 29 Situational: Amount Paid
29. AMOUNT PAID

|
$ 125 00
Instructions: Enter total amount the member and/or other payers paid on the covered services
only.
Figure 52. FL 30 Not Required: Reserved for NUCC Use
30. Rsvd for NUCC Use
I

|
|

Instructions: Leave this field blank.
Figure 53. FL 31 Required: Signature of Physician or Supplier and Date

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

AL Signati Hore  MM/DD/CCYY

SIGNED DATE

Instructions: Enter the signature of provider of service or supplier, or his/her representative, and
the date in the MM/DD/CCYY format or alphanumeric date (e.g., January 01, 2022).
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Figure 54. FL 32 Situational: Service Facility Location
32. SERVICE FACILITY LOCATION INFORMATION

ABC Hospital
123 Easy Street
Anytown, PA 19003

Instructions: Enter the service location where the services were rendered in the following format:
e Facility Name
e Street Address
e City, State Zip Code

Figure 55. FL 32a Situational: Service Facility NPI

a. 0123456789

Instructions: Enter the NPI of the servicing provider.
Figure 56. FL 32b Situational: Service Facility Other ID #

> 282N0000X

Instructions: Enter the qualifier ZZ followed by the Taxonomy code if the NPl was used in FL
32a. Enter the qualifier (0B, G2, and LU) identifying the non-NPI number followed by the ID
number. The non-NPI ID number of the service facility is the payer assigned unique identifier of
the facility.

Figure 57. FL 33 Required: Billing Provider Info and Phone Number
33. BILLING PROVIDER INFO & PH # ( 215 ) 555-5555

ABC Medical Group

8 North American Street

Anytown, PA 19003

Instructions: Enter the billing provider name (last name, first name), address (including the
expanded ZIP Code+4), and telephone number currently on file with DOM as the billing provider
where services were rendered.

Figure 58. FL 33a Required: Billing Provider NPI

82222222222

Instructions: Enter the NP1 of the billing provider.

Atypical providers are required to enter the Medicaid provider ID on field 33b.
Figure 59. FL 33b Required: Billing Provider Other ID#

> 282N0000X

Instructions: Enter the qualifier ZZ followed by the Taxonomy code if the NPI was used in FL
33a. Enter the qualifier (0B, G2, and LU) identifying the non-NPI number followed by the ID
number. The non-NPI ID number of the billing provider refers to the payer assigned unique
identifier of the provider.
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Figure 60. CMS-1500 Claim Form
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4.9. Filing Medicare Crossover Claims on the CMS-
1500

Beneficiaries that are both Medicare and Medicaid eligible require a slightly different approach
to claims submission. Complying with the following instructions expedites claims adjudication:

e InFEL 1 (Figure 1), enter X in the box labeled “Medicare” when submitting a crossover
claim and enter X in the box labeled “Medicaid” for non-crossover claims.

e Ensure that the beneficiary’s nine-digit Medicaid number is in FL 1a (Figure 2).

e Enter the NPI number of the billing provider who is the one to which Medicaid payment
will be made in FL 33 (Figure 57). If FL 33 contains a group NPI provider number, enter
the ten-digit NPI of the servicing/ rendering provider in FL 24j (Figure 46).

e Circle the corresponding claim information on the Explanation of Medicare Benefits
(EOMB).

e Redact all claim information from the EOMB that is not relevant to the claim and attach
the EOMB to the back of the claim.

e The claim detail information must match the individual EOMB detail level information.

The Medicare EOMB must be completely legible and copied in its entirety. The only acceptable
alterations or entries on a Medicare EOMB are as follows:

e The provider must line out, patient data not applicable to the claim submitted.

e The provider must line out any claim line that has been previously paid by Medicaid that
the provider chooses not to bill Medicaid, or that has been paid in full by Medicare OR
Medicare Part C Advantage Plan.

¢ Highlighting must not be used to indicate the information from the EOMB that is applies
to the claim.

The MISSISSIPPI CROSSOVER CLAIM FORM will no longer be accepted.

e CMS 1500 Crossover claims submitted with an EOMB and the discontinued MS
Crossover claim form will be accepted, however the discontinued MS Crossover claim
form will be ignored for processing.

e Submitting only the discontinued MS Crossover claim form with an EOMB will result in
those documents being returned to the provider.

e CMS 1500 Crossover claims submitted with just the discontinued MS Crossover claim
form will be returned to the provider.

Please mail claim forms to:
Mississippi Medicaid Program
PO Box 23076

Jackson, MS 39225-3076
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5. UB-04 Claim Form Version CMS-1450

This section explains the procedures for obtaining reimbursement for services submitted to
Medicaid on the UB-04 billing form and must be used in conjunction with the Mississippi
Administrative Code Title 23. Institutional providers are strongly encouraged to bill electronic
claims to reduce the potential for errors and speed reimbursement. The Administrative Code
and fee schedules should be used as a reference for issues concerning policy and the specific
procedures for which Medicaid reimburses. Contact Gainwell’'s Provider and Beneficiary
Services Call Center toll-free at 1-800-884-3222 for questions and assistance.

5.1. Provider Types
The instructions for the UB-04 claim form are to assist the following types of providers:
e Dialysis Centers
¢ Home Health Agencies
e Hospice Providers
e Hospitals
e Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID)
e Nursing Facilities
e Psychiatric Residential Treatment Facilities (PRTF)

e Swing-Bed

5.2. Web Portal Reminder

Providers are encouraged to use the Mississippi MESA Web Portal for easy access to up-to-
date information. The web portal provides rapid, efficient information exchange with providers
including eligibility verification, claim submission, electronic report retrieval, and the latest
updates to provider information. The web portal is available 24 hours a day, seven days a week,
365 days a year via the Internet at https://portal.ms-medicaid-mesa.com/MS/Provider.

5.3. Paper UB-04 Claim Guidelines

To facilitate processing and minimize the chances of rejection, providers should follow the
guidelines below:

e An original UB-04 claim form must be completed.
¢ No photocopied or fax claims are accepted.
e Do notinclude handwritten information on the claim form.
e Blue or black ink must be used to fill out the form.
e The information on the form must be legible.
¢ Highlighters must not be used.
e Correction fluid or correction tape must not be used.
e Names, codes, numbers, etc. must print in the designated fields for proper alignment.
¢ Claim information must remain within the outlines of the data fields.
e Claim information includes:
o Beneficiary Medicaid ID
o Provider NPI
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5.4.

o Diagnosis code
o Type of Bill
o At least one claim line detail

Claim must include all required attachments when applicable. Attachments must be
legible and paid date must be included on the EOB/EOMB.

Multi-Page UB-04 Paper Claims

When submitting UB-04 claims with multiple pages, the below guidelines should be followed:

5.5.

Multi-page claims are limited to ten pages with a maximum of 220 claim lines.
Pages together must be clipped together.
Indicate Page X of 10 in line 23.

The first form should not be totaled, the total should be entered on the last page. Enter
the 0001 totals code in the box next to the number 23 on the last page.

If reporting a Third-Party Liability (TPL) payment, indicate in FL 54 (Figure 97) on the
first page.

Only one copy of an attachment (e.g., EOB, EOMB, and Consent Form) is required per
claim.

Paper UB-04 Claims with Attachments

To facilitate processing and minimize the chances of rejection, providers should follow the
guidelines below:

5.6.

Any attachment must be marked with the beneficiary’s name and Medicaid ID number.

For different claims that refer to the same attachment, a copy of the attachment must
accompany each claim.

For claims with third party payor source, all EOBs that relate to the claim should be
included.

MEDICARE DENIAL, SEE ATTACHED should be entered in FL 80 (Figure 124) for
Medicare denials.

TPL DENIAL, SEE ATTACHED should be entered in FL 80 for other insurance denials.

Do not use red ink on attachments.

Electronic UB-04 Claims

Electronic UB-04 claims may be submitted to Mississippi Medicaid by:

Using the Web Portal Claims Entry feature
Using other proprietary software purchased by the provider
Using a clearinghouse to forward claims to Mississippi Medicaid

Electronic UB-04 claims must be submitted in a format that is HIPAA compliant with the
ANSI X12 837I claim standards.
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5.7. Claim Mailing Address

Once the claim form has been completed and checked for accuracy, the completed claim form
can be mailed to:

Mississippi Medicaid Program
PO Box 23076
Jackson, MS 39225-3076

5.8. UB-04 Claim Form Instructions — Institutional
Claims

The field instructions are as follows:
Figure 61. FL 1 Required: Billing Provider Name, and Address
1

Sunny Hospital

25 Elm St

Jackson, MS 39203-1555

Instructions: Enter the billing provider name and address (including the expanded ZIP Code+4)
currently on file with DOM as follows:

e Line 1: Billing Provider Name
e Line 2: Billing Provider Street Address
o Line 3: Billing Provider City, State and Zip Code+4

Figure 62. FL 2 Situational: Service Location Information

Sunny Hospital
321 Sun Lane Drive
Jackson, MS 39201-0015

Instructions: This field is required when the billing provider has multiple Medicaid Provider 1D
numbers associated with the NPI. Enter the service location name and address (including the
expanded ZIP Code+4) where the patient was seen (which must match the service location
address currently on file with DOM for the billing provider where the service was rendered) as
follows:

e Line 1: Billing Provider Name

e Line 2: Billing Provider Street Address

e Line 3: Billing Provider City, State and Zip Code+4
Figure 63. FL 3a Situational: Patient Control Number
B 987562
Instructions: Enter the patient’s unique account number assigned by the provider account
number. Patient Control number must be 20 characters or less.
Figure 64. FL 3b Situational: Medical/Health Record Number
Rt s | HX159021
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Instructions: The number assigned to the patient’s medical/health record by the provider. This is
not the same information as FL 3a. Patient Medical/Health Record number must be 38
characters or less.

Figure 65. FL 4 Required: Type of Bill

4 TYPE
OF BILL

XXX

Instructions: Enter the appropriate Type of Bill (TOB) code. This code indicates the specific TOB
being submitted and is critical to ensure accurate payment. This four-digit code requires a
leading zero plus one digit from each of the four categories, written in the following sequence:

e First digit — Type of Facility

e Second digit — Bill Classification

e Third digit — Frequency
Example: TOB 111

e First digit — 1-Hospital

e Second digit — 1-Inpatient (Including Medicare Part A)

e Third digit — 1-Admit Through Discharge
The valid values for the first, second, and third digits are listed in the tables below.
Table 3. Type of Facility (First Digit) Code Values

Type of Facility (First Digit)

Hospital
Skilled Nursing
Home Health

Christian Science (Hospital)

Christian Science (Extended Care)

Intermediate Care

Clinic

Specialty Facility
RESERVED for NATIONAL USE

OO |IN|O| U |~[WIN|F

Table 4. Bill Classification — Except Clinics and Special Facilities (Second Digit) Code
Values

Bill Classification — Except Clinics and Special Facilities (Second Digit)

Inpatient (Including Medicare Part A)

N |-

Inpatient (Medicare Part B Only)

w

Outpatient

N

Other (for Hospital Referenced Diagnostic Services, or Home Health Not Under Plan of
Treatment)

Intermediate Care - Level |

Intermediate Care - Level Il

Subacute Inpatient (Revenue Code 19X Required)

Swing Beds
RESERVED for NATIONAL USE

O | 0N |O
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Table 5. Bill Classification — Clinics Only (Second Digit) Code Values

Bill Classification — Clinics Only (Second Digit)
Rural Health

Hospital Based or Independent Renal Dialysis Center

Free Standing
Outpatient Rehabilitation Facility (ORF)
Comprehensive Outpatient Rehabilitation Facilities (CORFS)

Community Mental Health Center
RESERVED for NATIONAL USE
Other

O N[O ||| W[IN|F

Table 6. Bill Classification — Special Facilities Only (Second Digit) Code Values

Bill Classification — Special Facilities Only (Second Digit)

Hospice (Non-Hospital Based

Hospice (Hospital Based)

Ambulatory Surgery Center

Rural Primary Care Hospital
RESERVED for NATIONAL USE
Other

1
2
3
Free Standing Birthing Center 4
5
6
9

Table 7. Frequency (Third Digit) Code Values
Frequency (Third Digit) Code

Non-Payment/Zero Claim

Admit Through Discharge

Interim, First Claim

Interim, Continuing Claim

Interim, Last Claim

Late Charge(s) Only Claim

Replacement of Prior Claim

Void/Cancel of Prior Claim
RESERVED for NATIONAL USE

O 0| N|O|B~[W|N|FL]|O

Figure 66. FL 5 Situational: Federal Tax Number
5 FED. TAX NO.

64 -XXXXXXX

Instructions: This is the Tax Identification Number (TIN) of the entity to be paid for the submitted
services.

Figure 67. FL 6 Required: Statement Covers Period (From — Through)

[ STATEMENT COVERS PERIOD
FROM THROUGH

01012022 | 01052022

Instructions: The date format is eight digits MMDDCCYY (e.g., 01012022). Enter the beginning
service date in the "From" area and the end service date in the "Through" area of this field. For
services received on a single day, enter that date on both the "From" and "Through" box.
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Figure 68. FL 7 Not Required: Reserved for Assignment by the NUBC
7

Instructions: Leave this field blank.
Figure 69. FL 8a-b: Patient Name
8 PATIENT MAME a

bl Smile, Joe L

Instructions: Enter the patients full name as follows:

e FL 8a: Patient’s Identifier — Leave this field blank.

e FL 8b: Patient’'s Name — This is a required field. Enter the patient’'s name as it appears
on the Medicaid ID card in the last name, first name, and middle initial format.

Figure 70. Examples of Patient’s Medicaid ID Card

§{ VEDICAD MEDICAID

Name & ID Number

Standard Blue Medicaid ID Card Family Planning Waiver Yellow Medicaid 1D Card

Figure 71. FL 9a-e Situational: Patient Address

9 PATIENT ADDRESS a

402 Concourse Lane

b‘ Meridian ‘°‘M5 M 39207 M

Instructions: Enter the patient’s full mailing address as follows:
o FL 9a: Patient’s Street Address — Enter the patient’s street address or PO Box.
o FL 9b: Patient’s City — Enter the patient’s city.
e FL 9c: Patient’s State — Enter the patient’s state.
e FL 9d: Patient’s ZIP Code — Enter the patient’s zip code.

e FL 9e: Patient’s Country Code — Enter the patient’s country code only required if the
country is other than USA.

Figure 72. FL 10 Required: Patient Birth Date
10 BIRTHDATE

03201971

Instructions: Enter the month, day, and year of birth of patient. The date format is eight digits
[MMDDCCYY (e.g., 03201971)].
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Figure 73. FL
11 SEX

M

11 Required: Patient Sex

Instructions: Enter the sex of the patient. The valid values are:

e F - Female
e M- Male

¢ U —Unknown

Figure 74. FL

12 - 15 Situational: Admission Date, Hour, Type, and Source

12 DATE

ADMISSION
13HR 14 TYPE 15 SRC

01022022

1800 | 1 2

Instructions: Enter the admission date, hour, type, and source as follows:

e FL12:

Admission Date — Enter the month, day, and year of the admission of the

member.
o The date format is eight digits [MMDDCCYY (e.g., 01012022)].
o This field is required on inpatient claims.

e FL13:

Admission Hour — Enter the time of admission in military time (e.g., 06:00 p.m. is

18:00 in military time). This field is required on inpatient claims.

e FL 14:

Admission Type — Enter the appropriate admission code. This field is required

when patient is being admitted for inpatient services.

o Valid values are:

1 — Emergency

o The patient requires immediate intervention as a result of
severe, life-threatening, or potentially disabling conditions.

2 — Urgent
o The patient requires immediate attention for the care and
treatment of a physical or mental disorder.
3 — Elective
o The patient’s condition permits adequate time to schedule the
availability of a suitable accommodation.
4 — Newborn

o Any newborn infant born within a hospital setting.
5 - Trauma Center

o The patient visits a trauma center/hospital (as licensed or
designated by the state or local government entity authorized
to do so, or as verified by the American College of Surgeons
and involving a trauma activation).

9 — Information Unavailable

o The provider is unable to clarify the type of admission; this is
rarely used.
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e FL 15: Admission Source — Enter the code indicating the source of the referral for the
admission or visit. Required for all inpatient and outpatient services.

Table 8. Admission Source Code Definitions
Code Newborn Admission Sources/Definition

1-3 Discontinued

4 Born inside hospital

5 Born outside hospital

1 Non-healthcare Facility Point of Origin

*2 Clinic Referral

3 Discontinued

*4 Transfer from a Hospital (different facility)
5 Transfer from a Skilled Nursing Facility

*6 Transfer from another Health Care Facility
7 Emergency Room

8 Court/Law Enforcement

9 Information not available

A Reserved for Assignment by NUBC

B Transfer from another home health agency
C Readmission to same home health agency
D Transfer from one distinct unit of hospital to another distinct unit of hospital
*E Transfer from Ambulatory Surgical Center
*F Transfer from Hospice

* require NPl in FL 76
Figure 75. FL 16 Not Required: Discharge Hour

16 DHR

Instructions: Leave this field blank.
Figure 76. FL 17 Required: Patient Discharge Status

17 STAT

01

Instructions: Enter the member’s disposition or discharge status at the end of service for the
period covered on this bill, as reported in FL 6, (Figure 67). The valid values and their
descriptions for this field are listed in the following table.

Table 9. Patient Discharge Status and Description

01 DISCHARGED TO HOME OR SELF CARE (ROUTINE DISCHARGE)
02 DISCHARGED/TRANSFERRED TO A SHORT-TERM GENERAL HOSPITAL FOR
INPATIENT CARE
03 DISCHARGED/TRANSFERRED TO SNF WITH MEDICARE CERTIFICATION IN
ANTICIPATION OF COVERED SKILLED CARE
04 DISCHARGED/TRANSFERRED TO AN INTERMEDIATE CARE FACILITY (ICF)
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Patient Status Description

05 DISCHARGED/TRANSFERRED TO A DESIGNATED CANCER CENTER OR
CHILDRENS HOSPITAL

06 DISCHARGED/TRANSFERRED HOME UNDER CARE OF ORGANIZED HH SVC
ORG IN ANTICIPATION OF COVD SKILLED CARE

07 LEFT AGAINST MEDICAL ADVICE OR DISCONTINUED CARE

08 DISCHARGED/TRANSFERRED TO HOME UNDER CARE OF HOME IV
PROVIDER

09 ADMITTED AS AN INPATIENT TO THIS HOSPITAL

20 EXPIRED

21 DISCH/TRANSF TO COURT/LAW ENFORCEMENT

30 STILL PATIENT

40 EXPIRED AT HOME

41 EXPIRED IN A MEDICAL FACILITY (E.G. HOSPITAL, SNF, ICF, OR FREE-
STANDING HOSPICE)

42 EXPIRED - PLACE UNKNOWN

43 DISCHARGED/TRANSFERRED TO A FEDERAL HEALTH CARE FACILITY

50 HOSPICE - HOME

51 HOSPICE - MEDICAL FACILITY

61 DISCHARGED/TRANSFERRED TO HOSPITAL-BASED MEDICARE APPROVED
SWING BED

62 DISCHARGED/TRANSFERRED TO IP REHAB FACILITY (IRF) INCLUDING
REHAB DISTINCT PART UNITS OF A HOSPITAL

63 DISCHARGED/TRANSFERRED TO A MEDICARE CERTIFIED LONG TERM
CARE HOSPITAL (LTCH)

64 DISCHARGED/TRANSFERRED TO A NURSING FACILITY CERTIFIED UNDER
MEDICAID BUT NOT UNDER MEDICARE

65 DISCHARGED/TRANSFERRED TO A PSYCHIATRIC HOSPITAL OR
PSYCHIATRIC DISTINCT PART UNIT OF A HOSPITAL

66 DISCHARGED/TRANSFERRED TO A CRITICAL ACCESS HOSPITAL (CAH)

69 DISCH/TRANSF TO A DESIGNATED DISASTER ALTERNATIVE CARE SITE

70 DISCH/TRANSF TO ANOTHER TYPE OF INSTITUTION NOT DEFINED

ELSEWHERE IN THIS CODE LIST

Figure 77.FL 18 -28 Situational: Condition Codes

CONDITION CODES
16 19 20 21 22 23 24 25 26 27 28

02 | 40

Instructions: Enter the corresponding code (in numerical order) to describe any of the following
conditions or events that apply to this billing period. This field is required when there is a
Condition Code that applies to this claim.
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Figure 78. FL 29 Not Required: Accident State

29 ACDT
ST ATE

Instructions: Leave this field blank.

Figure 79. FL 30 Not Required: Reserved
30

Instructions: Leave this field blank.
Figure 80. FL 31-34 Situational: Occurrence Codes/Date

3 OCCURRENCE 32 OCCURRENCE 33 OCCURRENCE 34 OCCURRENCE
CODE DATE CODE )= CODE DATE CODE DATE

24 | 01152022

Instructions: Enter the Occurrence code and date. The date format is eight digits MMDDCCYY
(e.g.,01012022)]. This field is required when there is a significant occurrence (event) relating to
this claim. Event codes should be submitted in alphanumeric sequence.

Figure 81. FL 35-36 Situational: Occurrence Span Codes From and Through Dates

35 OCCURREMNCE SPAN 36 OCCURRENCE SPAN
CODE FROM THROUGH CODE FROM THROUGH

74 01022022 01052022

Instructions: Enter the Occurrence Span Code from and through dates. This field is required
when there is a significant occurrence (event) relating to this claim. Event codes are two alpha-
numeric digits; dates are shown numerically as MMDDCCYY through MMDDCCYY.

Figure 82. FL 37 Not Required: Reserved
a7

Instructions: Leave this field blank.
Figure 83. FL 38 Situational: Responsible Party Name and Address

]

Medicare

Instructions: Enter “Medicare” in this field if the member has Medicare when billing a Medicare
crossover claim.
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Figure 84. FL 39-41 Situational: Value Codes and Amounts

VALUE CODES

CODE _ AMOUNT

d VALUE CODES
COOE _ AMOUNT

3500 |

o When reporting a Value Code that corresponds to a monetary amount, the amount must
be right-justified with cents reported to the right of the dollar/cent delimiter.

r
3% VALUE CODES 41 VALUE CODES
CODE AMOUNT COD!E AMOUNT

80 10

¢ When reporting a Value Code that corresponds to Days enter the numeric expressions
to the left-of the dollar/cent delimiter without any cents to the right of the dollar/cent
delimiter

Instructions: Value codes must be entered in numeric sequence, starting in Form Locators 39a
through 41a, 39b through 41b, 39c¢ through 41c, and lastly, 39d through 41d.

Figure 85. FL 42 Required: Revenue Code

42 REV. CD.

0110
0250

0450

Instructions: Enter the revenue code that identifies a specific service or item. The specific
revenue codes can be taken from the revenue code section of the Uniform Billing Manual.
Codes are also available from the National Uniform Billing Committee (NUBC) (www.nubc.org)
via the NUBC’s Official UB-04 Data Specifications Manual.

Note: 0001 is not a valid Revenue Code and must not be used in details 1-22.

Figure 86. FL 43 Required: Revenue Code Description

43 DESCRIPTION

Room and Board-Private
Pharmacy - General
Emergency Room - General

Instructions: Enter the standard abbreviated description of the related revenue code categories
included on this bill. (See FL 42 for description of each revenue code category.) FL 43 is also
used to report the NDC. The NDC must begin with ‘N4’ followed by the 11-digit NDC and the
Unit Measure Qualifier. Unit Measure Qualifiers are:

F2 — International Unit
GR - Gram
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ME — Milligram

ML — Milliliter

UN - Unit

Example N400023114501UN

Figure 87. FL 44 Situational: HCPCS/Rate/HIPPS Code

44 HCPCS / RATE / HIPPS CODE

Instructions: Enter the following when applicable:
1. The HCPCS codes applicable to the ancillary service and outpatient bills
2. The accommodation rate for inpatient bills

3. The Health Insurance Prospective Payment System (HIPPS) rate codes that represent
specific set of patient characteristics (or case-mix groups) on which payment
determinations are made under several prospective payment systems

Figure 88. FL 45 Required: Service Date
45 SERV. DATE

01012022
01012022
01012022

Instructions: Enter the month, day, and year the member service was provided. The date format
is eight digits [MMDDCCYY (e.g., 01012022)].

Figure 89. FL 46 Required: Service Units
48 SERV. UNITS

4

500
1

Instructions: Enter the quantitative measure of services rendered for each procedure or revenue
code for the total number of covered accommodation days, ancillary units of service, or visits,
where appropriate. When a decimal is used, the maximum number of digits allowed to the right
of the decimal is three.

Figure 90. FL 47 Situational: Total Charges

47 TOTAL CHARGES
4744 00
1742 - 79
800 : 00

Instructions: Enter the total charges for the related revenue or procedure code for the current
billing period as entered in EL 6 (Figure 67) of the statement covers period.
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Figure 91. FL 48 Not Required: Non-Covered Charges

48 NON-COVERED CHARGES

Instructions: Leave this field blank.

Figure 92. FL 49 Not Required: Reserved for Assignment by the NUBC
40

Instructions: Leave this field blank.

Figure 93. FL 50 Required: Payer Name
50 PAYER NAME

A Primary Insurance Group
8| Medicaid

H

Instructions: As applicable, enter the name of the member’s primary, secondary, and tertiary
insurance on Lines A, B and C, respectively and to always include Medicaid. “Medicaid"
information is entered on line A if the claim is submitted with no TPL.

Figure 94. FL 51 Situational: Payer ID
51 HEALTH PLAN 1D

Instructions: Enter the number used to identify the payer. This field is required. If other payers
are involved in potentially paying the claim, enter the ID number used to identify the payer.

If other insurance is involved in the payment of the claim, the EOB from the other insurance
must be included with the submission of the claim.

Figure 95. FL 52 Situational: Claim Filing Indicator Code

52 REL
INFO

Instructions: Enter the appropriate claim filing indicator code. Required for Medicare Advantage
Part C/Medicare Part A and Part B claims.

Note: Use a value of ‘MA’, ‘MB’ to identify Medicare Payers or ‘16’ to identify Medicare C
Advantages Plan. Any Commercial Insurance payer use a value of “CI’ to identify TPL Payer.
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Figure 96. FL 53 Situational: Assignment of Benefits

53 ASE
BEN.

Instructions: Enter the assignment of benefits. Valid values are “N” for No and “Y” for Yes.
Figure 97. FL 54 Situational: Prior Payments
54 PRIOR PAYMENTS

5500 00

Instructions: Enter payment(s) received from any other insurance carriers for claim services.

Figure 98. FL 55 Situational: Estimated Amount Due
55 EST. AMOUNT DUE

11u¢nu

Instructions: Enter the amount estimated by the provider to be due from the indicated payer
(estimated responsibility less prior payments).

Figure 99. FL 56 Required: NPI — Billing Provider
S6NPI | 9874561230

Instructions: Enter the unique identification number assigned to the provider submitting the bill.
This is a 10-digit number that will be used to identify you to your health care partners including
all payers.

Figure 100. FL 57 Situational: Other (Billing) Provider Identifier

57

OTHER
PRV ID

Instructions: Enter the other (billing) provider identifier. Identifiers can be: 0B,1B,1G, G2, LU.
This field may be used to report other provider identifiers as assigned by the health plan [as
indicated in FL 50 Lines A-C (Figure 93)]. Use the qualifiers (0B,1B,1G, G2, and LU) to identify
the other providers. (Example: G2 Provider Medicaid ID — 123456789 = G2123456789.)

Figure 101. FL 58 Required: Insured’s Name
58 INSURED'S NAME

B

Smile, Joe L
Smile, Joe L
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Instructions: Enter the name of the individual under whose name the insurance benefit is
carried. Enter the policyholder's last name, first name, and middle initial.

Figure 102. FL 59 Not Required: Patient Relationship to Insured

59 PREL

Instructions: Leave this field blank.
Figure 103. FL 60 Required: Insured’s Unique Identifier

60 INSURED'S UNIQUE ID

8764531A
333666999

Instructions: Enter the unique number assigned by the health plan to the insured if there is
another health plan, as well as entering the Members Medicaid ID.

Figure 104. FL 61 Situational: Insured’s Group Name
61 GROUP NAME

National Health Care Plus

Instructions: Enter the group name or plan providing the member’s primary, secondary, and
tertiary insurance on lines A, B, and C according to proper billing order, exactly as it appears on
the health insurance card. Do not enter a group name on the line that shows payor, “Medicaid”.
This field is required when there is third party coverage.

Figure 105. FL 62 Situational: Insured’s Group Number

62 INSURANCE GROUP NO.

45.1690 5

C

Instructions: Enter the identification number, control number, or code assigned by the carrier or
fund administrator identifying the group under which the individual is covered. Enter the
member’s primary, secondary, and tertiary insurance on Lines A, B and C, according to proper
billing order.

Figure 106. FL 63 Situational: Treatment Authorization Codes
63 TREATMENT AUTHORIZATION CODES

% A500001
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Instructions: Enter the authorization number in this field. Only one authorization number may be
entered per claim. This field is required when an authorization code assigned by the Utilization
Management Organization is required to be reported on the claim.

Figure 107. FL 64 Situational: Document Control Number (Used for Submitting
Adjustments/Voids)

64 DOCUMENT CONTROL NUMBER

22210290000002

Instructions: Enter the original claim ICN that is being requested to be replaced/adjusted or
voided. This field is required when the TOB Frequency [FL 4 (Figure 65)] indicates this claim is
a replacement/adjusted (7) or void (8) to a previously adjudicated claim. Additionally, please
indicate “Adjustment” or “Void” in FL 80 of the claim form. See Figure 126.

Figure 108. FL 65 Not Required: Employer Name
65 EMPLOYER NAME

Instructions: Leave this field blank.

Figure 109. FL 66 Required: Diagnosis and Procedure Code Qualifier (ICD Revision
Indicator)

Instructions: Enter the qualifier that denotes the revision of International Classification of
Diseases (ICD) reported. Qualifier code “9” [ICD Ninth Revision (ICD-9-CM)] or “0” [ICD Tenth
Revision (ICD-10-CM/ICD-9-PCS)] is required.

Figure 110. FL 67 Required: Principal Diagnosis Code (DX) and Present on Admission
(POA) Indicator

E871 Y

Instructions: Enter the ICD diagnosis code, appropriate to the ICD revision indicated in FL 66
(Figure 109) describing the principal diagnosis (i.e., the condition established after study to be
chiefly responsible for occasioning the admission of the patient for care). The DX is required;
the POA is situational but required for Inpatient claims.

Figure 111. FL 67(a - q) Situational: Other DX and POA Indicator

M810 Y| M4850XA Y

Figure 112. FL 68 Not Required: Reserved for Assignment by the NUBC
68

Instructions: Leave this field blank.
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Figure 113. FL 69 Situational: Admitting Diagnosis Code
69 ADMIT
DX E871

Instructions: Enter the ICD diagnosis code, appropriate to the ICD revision indicated in FL 66
(Figure 109), describing the patient’s diagnosis at the time of admission. This field is required
when claim involves an inpatient admission.

Figure 114. FL 70 Situational: Patient’s Reason for Visit

|?DF'A'I1ENT J

REASOMN DX

Instructions: Enter the ICD diagnosis codes, appropriate to the ICD revision indicated in FL 66
(Figure 109), describing the patient’s stated reason for visit.

Figure 115. FL 71 Not Required: Prospective Payment System (PPS) Code

71 PPS
CODE

Instructions: Leave this field blank.

Figure 116. FL 72a - c Situational: External Cause of Injury (ECI) Code and POA
Indicator

72

EC P’BEMJ{A Y

Instructions: Enter the ICD diagnosis codes, appropriate to the ICD revision indicated in FL 66
(Figure 109), pertaining to the environmental events, circumstances, and conditions as the
cause of injury, poisoning, and other adverse effects.

Figure 117. FL 73 Not Required: Reserved for Assignment by the NUBC
73

Instructions: Leave this field blank.

Figure 118. FL 74 Situational: Principal Procedure Code and Date

74 PRINCIPAL PROCEDURE
CODE DATE

009A0ZZ 01022022

Instructions: Enter the ICD procedure code appropriate to the ICD revision indicated in FL 66
(Figure 109), that identifies the inpatient principal procedure performed for definitive treatment,
rather than one performed for diagnostic or exploratory purposes, or was necessary to take care
of a complication. This field is required on inpatient claims when a procedure was performed.
The date format is eight digits MMDDCCYY (e.g., 01012022). If there appear to be two
procedures that are principal, then the one most related to the principal diagnosis should be
selected as the principal procedure.

Figure 119. FL 74a-e Situational: Other Procedure Codes and Dates

OTHER PROCEDURE b. OTHER PROCEDURE
CODE DATE CODE DATE

009B3ZX 01022022

G. OTHER PROCEDURE d. OTHER PROCEDURE 8. OTHER PROCEDURE
CODE DATE CODE DATE CODE DATE

Instructions: Enter the other procedure codes and dates. This field is required on inpatient
claims when additional procedures must be reported. The date format is eight digits
[MMDDCCYY (e.g., 01012022)]. The ICD procedure codes appropriate to the ICD revision
indicated in FL 66 (Figure 109), that identify all significant procedures, other than the principal
procedure, and the dates (identified by code) on which the procedures were performed.
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Figure 120. FL 75 Not Required: Reserved for Assignment by the NUBC
75

Instructions: Leave this field blank.

Figure 121. FL 76 Situational: Attending Provider Name and Identifiers
76 ATTENDING NP1 3575986110 QuUAL 207Q00000X
LAST  Murdoch FIRST  Sam

Instructions: Enter the attending provider’s NPI, Qualifier (ZZ)/Taxonomy, Last Name, and First
Name. The Attending Provider is the individual who has overall responsibility for the patient’s
medical care and treatment reported in this claim.

Figure 122. FL 77 Situational: Operating Physician Name and Identifiers

77 OPERATING MF QAL

LAST FIRST

Instructions: Enter the name and identification number of the individual with the primary
responsibility for performing the surgical procedure(s).

Figure 123. FL 78 — 79 Situational: Other Provider (Individual) Names and Identifiers
78 OTHER MF QAL

LAST FIRST
79 OTHER NP1 QUAL
LAST FIRST

Instructions: Enter the identification number and name of the other physician if applicable.

Figure 124. FL 80 Situational: Remarks
B0 REMARKS

Adjustment or Void

Instructions: Enter “Adjustment” or “Void” here.

Figure 125. FL 81cc Required: Code-Code Field

1%B3| 282N00000X

b

c

d

Instructions: Enter the “B3” Qualifier followed by the billing provider taxonomy. This is a required
field to report billing provider taxonomy.
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Figure 126.

UB-Claim Form
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5.9. Filing Medicare Crossover Claims on the UB-04

Beneficiaries that are both Medicare and Medicaid eligible require a slightly different approach
to claims submission. Complying with the following instructions expedites claims adjudication:

e The word “Medicare” must be entered in FL 38 (Figure 83).

e The beneficiary’s Medicare number must be entered in FL 60 (Figure 103).

e The beneficiary’s nine-digit Medicaid number must be entered in FL 60 (Figure 93).
e The ten-digit NPI number must be entered in EL 56 (Figure 99).

e Optional: The nine-digit Medicaid provider number should be entered in FL 57 (Figure
100).

e Circle the corresponding claim information on the Explanation of Medicare Benefits
(EOMB). Redact all claim information from the EOMB that is not relevant to the claim
and attach the EOMB to the back of the claim.

e For outpatient crossover claims, the claim detail information must match the individual
EOMB detail level information.

e For inpatient crossover claims, the total dollar amounts/payment must be provided on
the attached EOMB.

e Any prior payer payments should be reported in FL 54 (Figure 97) of the UB-04.

The Medicare EOMB must be completely legible and copied in its entirety. The only acceptable
alterations or entries on a Medicare EOMB are as follows:

e The provider must line out, patient data not applicable to the claim submitted.

e The provider must line out any claim line that has been previously paid by Medicaid that
the provider chooses not to bill Medicaid, or that has been paid in full by Medicare OR
Medicare Part C Advantage Plan.

e Highlighting must not be used to indicate the information from the EOMB that is applies
to the claim.

Note: The MISSISSIPPI CROSSOVER CLAIM FORM is no longer accepted.

e UB-04 Crossover claims submitted with an EOMB and the discontinued MS Crossover
claim form will be accepted, however the discontinued MS Crossover claim form will be
ignored for processing.

e  Submitting only the discontinued MS Crossover claim form with an EOMB will result in
those documents being returned to the provider.

e UB-04 Crossover claims submitted with just the discontinued MS Crossover claim form
will be returned to the provider.
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6. Dental Claim Form Instructions (Version 2012
American Dental Association)

This section explains the procedures for obtaining reimbursement for dental services submitted
to Medicaid on the 2012 American Dental Association (ADA) claim form. Mississippi Medicaid
accepts both electronic and paper dental claims. Dental providers are strongly encouraged to
bill electronic claims to reduce the potential for errors and speed reimbursement. This section
only addresses billing procedures and must be used in conjunction with the Administrative Code
Title 23 Part 204. The Dental Fee Schedule is available on the Medicaid web site at
http://www.medicaid.ms.gov or on the Web Portal at https://portal.ms-medicaid-
mesa.com/MS/Provider. For questions, contact Gainwell’s Provider and Beneficiary Services
Call Center toll-free at 1-800-884-3222.

6.1. Provider Types

The instructions for the 2012 ADA claim form are to assist the following providers:

o Dentists
e Federally Qualified Health Center (FQHC) dentists
e Rural Health Clinic (RHC) dentists

6.2. Electronic Dental Claims

Electronic dental claims may be submitted to Mississippi Medicaid by:
e Using the Web Portal Claims Entry feature
e Using other proprietary software purchased by the dental provider.

Electronic dental claims must be submitted in a format that is HIPAA compliant with the ANSI
X12 837D claim standards.

6.3. Paper Dental Claims Guidelines

To facilitate processing and minimize the chances of rejection, providers should follow the
guidelines below:

e An original 2012 ADA claim form must be completed.

¢ No photocopied or fax claims are accepted.

e Do not include handwritten information on the claim form.

e Blue or black ink must be used to fill out the form.

e The information on the form must be legible.

e Highlighters must not be used.

e Correction fluid or correction tape must not be used.

¢ Names, codes, numbers, etc. must print in the designated fields for proper alignment.

¢ Claim must have a signature, this includes a handwritten signature, use of a signature
stamp or the use of cursive font. Typed names alone are not allowed.
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6.4. Multi-Page Dental Paper Claims

When submitting American Dental Association Dental (ADA) claims form with multiple pages,
the below guidelines should be followed:

e Multi-page claims are limited to five pages with a maximum of 50 claim lines.

¢ If the number of procedures reported exceeds the number of lines available on one claim
(ten lines per claim), the remaining procedures must be listed on a separate, fully
completed claim form.

e The first form should not be totaled. The total must be listed on the last page
o Multiple pages must be clipped together.
¢ Indicate Page X of 5 in the white space at the bottom of the claim form.

e FL 31 (Figure 139) must be used to indicate a TPL payment on last page, if applicable.

e Only one copy of an attachment (e.g., EOB, EOMB, Consent Form) is required.
6.5. Paper Dental Claims with Attachments

When submitting attachments with the ADA Dental claim form, the below guidelines should be
followed:

e Attachments must be clipped to the claim.
e Any attachment must be marked with the beneficiary’s name and Medicaid ID number.

e For different claims that refer to the same attachment, a copy of the attachment must
accompany each claim.

e Do not use red ink on the attachments.

6.6. Claim Mailing Address

Once the claim form has been completed and checked for accuracy, please mail the completed
claim form to:

Mississippi Medicaid Program
PO Box 23076
Jackson, MS 39225-3076

6.7. 2012 ADA American Dental Association Dental
Claim Form

The field instructions are as follows:

Figure 127. FL 1 Not Required: Type of Transaction
HEADER INFORMATION

1. Type of Transaction (Mark all applicable boxes)

D Statement of Actual Services D Request for Predetermination/Preauthorization
[ ]EPsDT/Tite xix

Instructions: Leave this field blank.

Figure 128. FL 2 Situational: Predetermination/Prior Authorization Number (Treatment
Authorization Number)

2. Predetermination/Preauthorization Number

A0012345
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Instructions: Enter an authorization number without hyphens, dashes, spaces, etc. if entering a
pre-authorized claim. Enter only one authorization per one claim form.

Figure 129. FL 3 Situational: Company/Plan Name, Address, City, Zip Code
3. Company/Plan Name, Address, City, State, Zip Code

Division of Medicaid
123 High Street
Jackson, MS 30542

Instructions: Enter the name and address for the insurance company or dental benefit plan that
is receiving the claim.

Figure 130. FL 4 Situational: Other Dental or Medical Coverage?

4. Dental? M Medical? u (If both, complete 5-11 for dental only.)

Instructions: Mark the box after “Dental?” or “Medical?” whenever a patient has coverage under
any other dental or medical plan, regardless of whether the dentist or the patient is submitting a
claim to collect benefits under the other coverage. If either box is marked, complete FL 5-11.

Figure 131. FL 5 Required: Name of Policyholder/Subscriber with Other Coverage in #4

5. Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix)

Johnson, Sarah A.

Instructions: Enter the name of the policyholder for the other dental or medical plan. If the
patient has other coverage through spouse, domestic partner, or if a child, through a parent, the
name of the person who has the other coverage is reported here.

Figure 132. FL 6 Not Required: Date of Birth (MM/DD/CCYY)
6. Date of Birth (MM/DD/CCYY)

Instructions: Leave this field blank.

Figure 133. FL 7 Not Required: Gender
7. Gender

[Im []F

Instructions: Leave this field blank.

Figure 134. FL 8 Situational: Policyholder/Subscriber ID (SSN or ID#)
8. Policyholder/Subscriber ID (SSN or ID#)

350015555

Instructions: Enter the unique identifying number assigned by the third-party payer (e.g.,
insurance company) to the person named in FL 5 (Figure 131), which is on the identification
card.

Figure 135. FL 9 Situational: Plan/Group Number

9. Plan/Group Number

456789

Instructions: Enter the group plan or policy number of the person identified in FL 5 (Figure 131).
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Figure 136. FL 10 Situational: Patient’s Relationship to Person named in #5

10. Patient’s Relationship to Person named in #5

X| self |:| Spouse Dependent D Other

Instructions: Mark the box corresponding to the patient’s relationship to the other insured name
in FL 5 (Figure 131).

Figure 137. FL 11 Situational: Other Insurance Company/Dental Benefit Plan Name,
Address, City, State, Zip Code

11. Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code

Delta Dental
123 Main 5t
Anywhere, M5 12345

Instructions: Enter the complete information of the additional payer, benefit plan, or entity for the
insured named in FL 5 (Figure 131).

Figure 138. FL 12 Required: Policyholder/Subscriber Name (Last, First, Middle Initial,
Suffix), Address, City, State, Zip Code

12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

Johnson, Sarah A.
789 Lane Drive
Moss Point, MS 34567

Instructions: Enter the complete name, address, and zip code of the Medicaid beneficiary
receiving treatment.

Figure 139. FL 13 Required: Date of Birth (MM/DD/CCYY)
13. Date of Birth (MM/DD/CCYY)

0105 1994

Instructions: Enter the Medicaid beneficiary’s [from FL 12 (Figure 138)] date of birth with two
digits for month and day and four digits for the year.

Figure 140. FL 14 Required: Gender
14. Gender

[\ F
[ ]
Instructions: Mark “M” for male, or “F” for female

Figure 141. FL 15 Required: Policyholder/Subscriber ID (SSN or ID#)
15. Policyholder/Subscriber ID (SSN or ID#)

350015555

Instructions: Enter the full nine-digit identification number as listed on the policy holder’s
Medicaid card.
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Figure 142. FL 16 Not Required: Plan/Group Number

16. Plan/Group Number

Instructions: Leave this field blank.
Figure 143. FL 17 Situational: Employer Name

17. Employer Name

Joe's Tire Shop

Instructions: Enter the name of the policyholder/subscriber's employer.

Figure 144. FL 18 Required: Relationship to Policyholder/Subscriber in #12

PATIENT INFORMATION
18. Relationship to Policyholder/Subscriber in #12 Above

Self D Spouse |:| Dependent Child D Other

Instructions: Mark the relationship of the patient to the person in FL 12 (Figure 138) who has the
primary insurance coverage. For Medicaid beneficiaries, mark the box titled “Self” and skip to_FL
24 (Figure 150).

Figure 145. FL 19 Not Required: Reserved for Future Use

19. Reserved For Future
Use

Instructions: Leave this field blank.

Figure 146. FL 20 Not Required: Name (Last, First, Middle Initial, Suffix) Address, City,
State, Zip Code

20. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

Instructions: Leave this field blank.
Figure 147. FL 21 Not Required: Date of Birth (MM/DD/CCYY)
21. Date of Birth (MM/DD/CCYY)

Instructions: Leave this field blank.

Figure 148. FL 22 Not Required: Gender
22. Gender

[ ] M|:|F

Instructions: Leave this field blank.
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Figure 149. FL 23 Not Required: Patient ID/Account # (Assigned by Dentist)
23. Patient ID/Account # (Assigned by Dentist)

Instructions: Leave this field blank.
Figure 150. FL 24 Required: Procedure Date (MM/DD/CCYY)

24 Procedure Date
(MM/DD/CCYY)

02 21 2020
02 21 2020

Instructions: Enter the procedure date for actual services performed. A total of eight digits are
required; two for month, two for the day of the month and four for the year.

Figure 151. FL 25 Situational: Area of Oral Cavity

25. Area
of Oral
Cavity

10
00

Instructions: Enter the area of the oral cavity designated by a two-digit code from the following
list:

¢ 00 — Entire oral cavity

e 01— Maxillary arch

e 02 — Mandibular arch

e 10— Upper right quadrant
e 20 — Upper left quadrant
e 30— Lower left quadrant
e 40 — Lower right quadrant

Figure 152. FL 26 Not Required: Tooth System

26.
Tooth
System

Instructions: Leave this field blank.
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Figure 153. FL 27 Situational: Tooth Number(s) or Letter(s)

27. Tooth Number(s)
or Letter(s)

2
7,8

Instructions: Enter the appropriate tooth number or letter when the procedure directly involves a
tooth or range of teeth. Otherwise, leave blank.

If the same procedure is performed on more than a single tooth on the same date of service,
report each procedure code and tooth involved on separate lines on the claim form.
Supernumerary teeth in the permanent dentition are identified by tooth numbers 51 through 82;
for primary dentition, supernumerary is identified by placement of the letter “S” following the
letter identifying the adjacent primary tooth.

Figure 154. FL 28 Situational: Tooth Surface

28. Tooth
Surface

F
D

Instructions: Enter a tooth surface code.
Figure 155. FL 29 Required: Procedure Code

29. Procedure
Code

D7210
D7310

Instructions: Enter the appropriate procedure code from the current version of the ADA Current
Dental Terminology Manual, Code on Dental Procedure and Nomenclature (CDT Code).

Figure 156. FL 29a Required: Diag. Pointer (Diagnosis Code Pointer)

29a. Diag.
Pointer

A
B

Instructions: Enter the letter(s) from FL 34 (Figure 163) that identify the diagnosis code(s)
applicable to the dental procedure. List the primary diagnosis pointer first.
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Figure 157. FL 29b Situational: Qty. (Quantity)

29b.
Qty.

1

1

Instructions: Enter the number of times (01-99) the procedure identified in FL 29 (Figure 155) is
delivered to the patient on the date of service shown in FL 24 (Figure 150). The default value is
“01”.

Figure 158. FL 30 Not Required: Description

30. Description

Instructions: Leave this field blank.
Figure 159. FL 31 Required: Fee

31. Fee

145 00
200 00

Instructions: Enter the dentist’s full fee or usual and customary charge. Do not deduct co-
payment from the usual and customary charge.

Figure 160. FL 31la Situational: Other Fee(s)

31a. Other 10 00
Fee(s)

Instructions: When other charges applicable to dental services provided must be reported, enter
the amount here. Charges may include state tax and other charges imposed by regulatory
bodies.

Figure 161. FL 32 Required: Total Fee

32. Total Fee 345 00

Instructions: Enter the sum of all fees from lines in FL 31 (Figure 159) and FL 31a (Figure 160).

Figure 162. FL 33 Situational: Missing Teeth Information

33. Missing Teeth Information (Place an “X” on each missing tooth.)
X 2 3 4 X 6 7 8 9 X 11 12 13 14 15 16

32 31 30 29 28 27 26 256 24 23 22 21 20 19 18 17

Instructions: Mark an “X” on the number of the missing tooth for identifying missing permanent
dentition only. Report a missing tooth/teeth when pertinent to periodontal, prosthodontic (fixed
and removable), or implant procedures.
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Figure 163. FL 34 Situational: Diagnosis Code List Qualifier
| 34. Diagnosis Code Listualiier | A| B | (1cD-9=8:1CD-10=AB)

Instructions: Enter the appropriate code to identify the diagnosis code source: AB=ICD-10 CM
Figure 164. FL 34a Required: Diagnosis Code(s)

34a. Diagnosis Code(s) A____ KOb.00 C
(Primary diagnosis in “A”) B K08.89 D

Instructions: Enter up to four applicable diagnosis codes after each letter (A-D). The primary
diagnosis code is entered adjacent to the letter “A”.

Figure 165. FL 35 Situational: Remarks (Used for submitting
Adjustments/Replacements and Voids)

Ex. 7 1022256000002 or 8 1022256000002

Instructions: Enter a 7 to indicate an adjustment/replacement or enter an 8 to indicate a void
preceding the ICN or TCN to be adjusted

Figure 166. FL 36 Required: Patient/Guardian Signature

36. | have been informed of the treatment plan and associated fees. | agree to be responsible for all
charges for dental services and materials not paid by my dental benefit plan, unless prohibited by
law, or the treating dentist or dental practice has a contractual agreement with my plan prohibiting all
or a portion of such charges. To the extent permitted by law, | consent to your use and disclosure of
my protected health information to carry out payment activities in connection with this claim.

X __ Add Signature or Signature on File (SOF) MM/DD/YYY
Patient/Guardian Signature Date

Instructions: By signing in this location of the claim form, the patient or patient’s representative
has agreed that he/she has been informed of the treatment plan, the costs of treatment and the
release of any information necessary to carry out payment activities related to the claim.

In lieu of having the beneficiary sign a claim form on each visit, the provider may retain a copy
of a statement of release signed by the beneficiary or his/her guardian. Medicaid allows a
beneficiary signature for a lifetime when the provider has a signature authorization on file. On
the claim form, the provider would enter “Signature on File” to satisfy the signature guidelines. If
the beneficiary is unable to sign, the billing clerk may sign the beneficiary’s name and indicate
“By: (name of office person signing)”. In addition, the reason the beneficiary is not able to sign
must be specified.

Claim forms prepared by the dentist’s practice software may insert “Signature on File” when
applicable in this item.

Note: Red ink must not be used for the signature.
Figure 167. FL 37 Not Required: Subscriber Signhature

37. | hereby authorize and direct payment of the dental benefits otherwise payable to me, directly
to the below named dentist or dental entity.

X

Subscriber Signature Date

Instructions: Leave this field blank.
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Figure 168. FL 38 Required: Place of Treatment
38. Place of Treatment 11 (e.g. 11=office; 22=0/P Hospital)(Use

“Place of Service Codes for Professional Claims™)

Instructions: Enter the two-digit Place of Service Code for Professional Claims; this is a HIPAA
standard. A complete list of the Place of Service Codes is available at:
www.cms.gov/Medicare/Coding/place-of-service-codes/Place of Service Code Set.html.

Figure 169. FL 39 Not Required: Enclosures
39. Enclosures (Y or N)

Instructions: Leave this field blank.
Figure 170. FL 40 Not Required: Is Treatment for Orthodontics?

40. Is Treatment for Orthodontics?

[ ] o (skipai-42) [ ] Yes (Complete 41-42)

Instructions: Leave this field blank.
Figure 171. FL 41 Not Required: Date Appliance Placed (MM/DD/CCYY)
41. Date Appliance Placed (MM/DD/CCYY)

Instructions: Leave this field blank.
Figure 172. FL 42 Not Required: Months of Treatment
42. Months of Treatment

Instructions: Leave this field blank.

Figure 173. FL 43 Not Required: Replacement of Prosthesis
43. Replacement of Prosthesis

[ ] No [ ]Yes (Complete 44)

Instructions: Leave this field blank.
Figure 174. FL 44 Not Required: Date of Placement (MM/DD/CCYY)
44, Date of Prior Placement (MM/DD/CCYY)

Instructions: Leave this field blank.
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Figure 175. FL 45 Situational: Treatment Resulting from?

45, Treatment Resulting from

|:| Occupational iliness/injury I:I Auto accident l:l Other accident

Instructions: If dental treatment is listed on the claim was provided as a result of an accident or
injury, mark the appropriate box in this item, and proceed to FL 46 (Figure 176) and FL 47
(Figure 177). If the services you are providing are not the result of an accident, this field does
not apply; skip to FL 48 (Figure 178).

Figure 176. FL 46 Situational: Date of Accident (MM/DD/CCYY)

|46_ Date of Accident (MM/DD/CCYY)

Instructions: Enter the date on which the accident noted in FL 45 (Figure 175) occurred.
Otherwise, leave blank.

Figure 177. FL 47 Situational: Auto Accident State

I4T. Auto Accident State |

Instructions: Enter state where the auto accident occurred.
Figure 178. FL 48 Required: Name, Address, City, State, Zip Code

48. Name, Address, City, State, Zip Code

University Dentists
2500 North State Street
Jackson, MS 39216

Instructions: Enter the name and complete address of the billing dentist or dental entity (group,
corporation, etc.)

Figure 179. FL 49 Required: NPI
49. NPI

0123456789

Instructions: Enter the appropriate ten-digit NPl number for the billing entity. The NPI is an
identifier assigned by the federal government to all providers considered to be HIPAA covered
entities. An NPI is required for payment of Medicaid claims.

Figure 180. FL 50 Not Required: License Number

50. License Number

Instructions: Leave this field blank.

Figure 181. FL 51 Not Required: SSN or TIN
51. SSNor TIN

Instructions: Leave this field blank.

Figure 182. FL 52 Not Required: Phone Number

52. Phone
Number

Instructions: Leave this field blank.
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Figure 183. FL 52a Situational: Additional Provider ID

52a. Additional
Provider ID

Instructions: Enter the qualifier ZZ followed by the Taxonomy code, if the NPl was used in FL 49
(Figure 179). Enter the qualifier (0B, G2, and LU) identifying the non-NPI number followed by
the ID number. The non-NPI ID number of the billing provider refers to the payer assigned
unique identifier of the dental provider.

Figure 184. FL 53 Required: Certification

53. | hereby certify that the procedures as indicated by date are in progress (for procedures that require
multiple visits) or have been completed.

X__ Add Signature or Signature on File (SOF) MM/DD/YYYY
Signed (Treating Dentist) Date

Instructions: Enter the signature of the treating or rendering dentist and the date the form was
signed.

Note: Red ink must not be used for the signature.
Figure 185. FL 54 Required: NPI

| 54. NP1 4567891230

Instructions: Enter the appropriate ten-digit NPl number for the treating dentist. The NPI is an
identifier assigned by the federal government to all providers considered to be HIPAA covered
entities. An NPI is required for payment of Medicaid claims.

Figure 186. FL 55 Not Required: License Number
55. License Number |‘

Instructions: Leave this field blank.
Figure 187. FL 56 Not Required: Name, Address, City, State, Zip Code

56. Address, City, State, Zip Code

Instructions: Leave this field blank.

Figure 188. FL 56a Required: Provider Specialty Code

56a. Provider
Specialty Code

Instructions: Enter the code that indicates the type of dental professional who delivered the
treatment. Provider specialty codes, also known as “provider taxonomy codes,” come from
Dental Service Provider section of the Healthcare Providers Taxonomy code list, which is used
in HIPAA transactions. The valid values for the specialty code are in the following figure.
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Figure 189.

Provider Specialty Codes

Source Description

Dentist 122300000X
General Practice 1223G0001X
Dental Public Health 1223D0001X
Endodontics 1223E0200X
Orthodontics 1223X0400X
Pediatric Dentistry 1223P0221X
Periodontics 1223P0300X
Prosthodontics 1223P0700X
Oral & Maxillofacial Pathology 1223P0106X
Oral & Maxillofacial Radiology 1223D0008X
Oral & Maxillofacial Surgery 1223S0112X

Figure 190.

FL 57 Not Required: Phone Number

/. Phone
Number

Instructions: Leave this field blank.

Figure 191.

FL 58 Situational: Additional Provider ID

58. Additional
Provider ID

Instructions: Enter the qualifier (0B, G2, and LU) identifying the non-NPI number followed by the

ID number.
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Figure 192.

ADA Dental Claim Form (Version 2012)
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6.8.
Claim Form

Beneficiaries that are both Medicare and Medicaid eligible require a slightly different approach

Filing Medicare Crossover Claims on the Dental

to claims submission. Complying with the following instructions expedites claims adjudication:

e The word “Medicare” should be indicated the white space of the upper right hand corner
of the claim form as shown in Eigure 192.
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The beneficiary’s Medicare number should be entered in FL 12 (Figure 138).

The beneficiary’s nine-digit Medicaid number should be entered in FL 15 (Figure 141).

The ten-digit NPl number should be entered in FL 49 (Figure 179).

Optional: The nine-digit Medicaid provider number should be entered in FL 52A (Figure
183).

The claim detail information must match the individual EOMB detail level information.

The corresponding claim information should be circled on the EOMB and redact all
claims information that is not relevant to the claim and attach the EOMB to the back of
the claim. Redact all claim information from the EOMB that is not relevant to the claim
and attach the EOMB to the back of the claim.

Any prior payer payments should be reported in FL 31a (Figure 160) of the dental claim.

The Medicare EOMB must be completely legible and copied in its entirety. The only acceptable
alterations or entries on a Medicare EOMB are as follows:

The provider must line out, patient data not applicable to the claim submitted.

The provider must line out any claim line that has been previously paid by Medicaid that
the provider chooses not to bill Medicaid, or that has been paid in full by Medicare OR
Medicare Part C Advantage Plan.

Highlighting must not be used to indicate the information from the EOMB that is applies
to the claim.

Note: The MISSISSIPPI CROSSOVER CLAIM FORM is no longer accepted.

ADA Dental Claim Form (Version 2012) Crossover claims submitted with an EOMB and
the discontinued MS Crossover claim form will be accepted, however the discontinued
MS Crossover claim form will be ignored for processing.

Submitting only the discontinued MS Crossover claim form with an EOMB will result in
those documents being returned to the provider.

ADA Dental Claim Form (Version 2012) Crossover claims submitted with just the
discontinued MS Crossover claim form will be returned to the provider.
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