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Overview and Best Practices

The Key Child Care Coordination Requirements section is intended to highlight the Wisconsin Medicaid requirements that are
unique to the CCC (child care coordination) benefit.

CCC providers must meet all additional requirements described in the Provider Enrollment and Ongoing Responsibilities, Covered
and Noncovered Services, Claims, Reimbursement, Member Information, Coordination of Benefits, Resources, and Managed
Care sections.

Member Eligibility
CCC is abenefit for BadgerCare Plus and Medicaid members:

1 Upto their seventh birthday for members living in Milwaukee County.
1 Up to their second birthday for members living in the City of Racine.

Members must aso have either received a Wisconsin DHS (Department of Health Services)-approved initial assessment Child

Care Coordination (CCC) Family Questionnaire Domains and Questions (F-01118 (07/2025)) within eight weeks following their
birth.

Child Care Coordination Goals

CCC helps a member and, when appropriate, the member's family gain access to needed medical, social, educational, and other
services identified during the assessment. The goals of the CCC benefit are to improve child health outcomes and promote
positive parenting and child safety.

The main objectives for obtaining these goals include ensuring that members and their family:
1 Areidentified for assessment as early as possible.
1 Receive services based on their individua needs and family strengths.
1
1

Receive early and continuous care coordination to help meet their care plan goals.
Receive assistance accessing and obtaining needed health, developmental, behavioral, community, and socia services, as

appropriate.
Child Care Coordination Providers
CCC providers may include public and private organizations and individuals.

Per Wis. Admin. Code 8 DHS 105.525, CCC providers must meet certain requirements. They must:

1 Belocated in the area that they will serve.

1 Already be enrolled as a PNCC (prenatal care coordination) provider.
1

1

Have the ahility and willingness to deliver servicesin away that meets the community's needs.
Arrange for supportive services from avariety of funding sources.
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1 Have the capability to provide ongoing care coordination and monitoring services to ensure that all needed services are
obtained.
1 Have qudified professionals on staff.

Most Medicaid members receive Medicaid coverage through HMOs. An HMO is an insurance company that is responsible for
coordinating most healthcare services for the member. CCC providers and HMOs must coordinate with one another to avoid
duplication of services and to facilitate coordination of CCC services to members.

CCCisacarved-in service. CCC providers must hill al claims for CCC services provided to members enrolled in an HMO
directly to that HMO. Claims for CCC services provided to a member enrolled in fee-for-service Medicaid must be billed to
ForwardHealth.

Child Care Coordination Services

CCC servicesinclude al of the following:

1 Initial, comprehensive assessment: An assessment using the Wisconsin DHS-approved Child Care Coordination (CCC)
Family Questionnaire Domains and Questions to identify whether the member is eligible to receive subsequent CCC
services and determine the member and their family's needs and strengths.

1 Care plan development: The initial development of the member's written care plan based on the strengths and needs
identified during the initial assessment.

1 Ongoing care coordination and monitoring: Regular contacts with the member and member's family—as well as formal and
informal supportive individuals—to provide the member and the member's family with information and referral to services
based on the care plan. The service also includes time spent on recordkeeping, such as updating the member's assessment
or care plan.

ForwardHealth does not cover direct service provision, including health and nutrition education, as part of the CCC benefit.

Child Care Coordination Best Practices

CCC services do not end with the completion of theinitial comprehensive assessment to members less than eight weeks of age,
unless the assessment determines the member does not need further assistance. To obtain the program's goals, it is critical that
providers can offer al three components of the CCC benefit, not just the comprehensive assessment, to eligible members.

Providers should follow best practices in service delivery to help ensure that quality services are provided and that activities are
directed toward the CCC benefit objectives and goal.

In the course of providing services, CCC providers may identify during the assessment that a child's immediate family member or
caregiver has behaviora health needs that impact the child. For example, they may face challenges with relationships and support
systems, persona safety or safety of other family members, past or current physical or substance abuse, depression or other
mental health conditions, as well as stress from barriers to meeting basic needs like food and shelter.

To address the immediate family member or caregiver's behavioral health needs, providers should provide information and
assistance and provide resources to connect the individual with appropriate services and supports.

CCC providers may also be eligible to provide certain mental health and substance abuse screening services under the SBIRT
(Screening, Brief Intervention, and Referral to Treatment) benefit. Provision of this screening service is separate from the CCC
benefit.

Initial Assessment

CCC providers must complete the initial assessment in partnership with the member and member's parent or caregiver, using the
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Wisconsin DHS-approved Child Care Coordination (CCC) Family Questionnaire Domains and Questions. The parent or
caregiver must be engaged in the initial assessment or assessment updates.

Prior to completing the Family Questionnaire with the member, providers should:

1 Read and familiarize themselves with the Family Questionnaire instructions, including background information behind each
question, as well as additional follow-up questions that may be useful when periodically updating the assessment.

1 Describe theinitial assessment and care plan development processes. Help the member understand what to expect from
this process.

1 Acknowledge the intrusiveness of some of the questions.

1 Describe the background of each question and how the information is important to identify the member and family's
strengths and needs.

1 Share confidentidity policies with the parent or caregiver, including who will have access to the information provided.

1 If possible, use a conversational-style interaction with the member to collect the information needed to complete the
assessment. The Family Questionnaire has information on this approach.

After completing the Family Questionnaire, inform the parent or caregiver whether their child is eligible to receive CCC services. If
the member is eligible but the parent or caregiver is not interested in having their child receive services, try to determine the reason.
Give them the provider's contact information and ask them to contact the provider if they change their mind. If a parent or
caregiver does not want to address all the needs identified, try to document the reason.

Ongoing Care Coordination and Monitoring
Information and Referral
On an ongoing basis, the CCC provider should, in partnership with the member's parent or caregiver:

1 Determine, with the member, which services identified in the member's care plan have been or are being delivered.

1 Determine, with the member, if the services are adeguately meeting the member's needs.

1 Provide supportive contact for the member to ensure that the member and their parent or caregiver are able to access
services, are actually receiving services, or are engaging in activities specified in the care plan.

1 Ask the parent or caregiver if they are satisfied with the service and ask them to evaluate the service quality and relevance
to the strengths, goals, and needs specified on the care plan.

1 Identify whether the member or family's circumstances have changed and if the assessment and/or care plan should be
updated accordingly.

Provide information on community resources and referrals to other agencies when appropriate. Whenever possible, provide
written referrals. Written referrals should include:

1 The name of the referred provider.

1 Thereason for referral.

1 The date the referral was made.

1 Any authorizations for release of information.

1 All communication and follow-up on the referral with both the member's parent or caregiver and the referred provider. The
record should indicate whether the member declined a service identified in the care plan.

When making areferral:

1 Inform the parent or caregiver of al available options for obtaining the needed service.
1 Ensure that the parent or caregiver understands the reason and need for the referral.

1 Explain any costsinvolved or limitation in the service.

1 Assist the parent or caregiver in accessing the service for which the referral was made.

1 Follow up with the provider to which the member is referred, including appropriate advocacy on behalf of the member and
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their parent or caregiver to ensure that services are provided.

1 Follow up on referrals within two weeks.

1 Assist the parent or caregiver in accessing the hedth care delivery system. For example, ensure that the parent or caregiver:
i Can identify the member's primary care provider, clinic, and HMO, if applicable.
i Hasthe health care providers contact information.
i Knows how to schedule, reschedule, and cancel appointments.
i Knows how to obtain medical information or health care after hours.
i Knows how to obtain speciaty care, for example, mental health/substance abuse treatment.
i Knows when to use the hospital emergency room.
i Can obtain information and access the health care delivery system as appropriate.
i Can access community or behavioral health services for members with complex behaviora health needs.

If the member, family member, or caregiver exhibits behavior that may be dangerous to themself or others, immediately refer them
to their health care or behavioral health provider in the community. Ensure follow-up within 24 hours.

Ensure that the intensity and frequency of contacts with the member and their parent or caregiver corresponds to the level of need
identified by the member'sinitial assessment. For example, schedule frequent face-to-face visitsif the member, parent, or
caregiver isin crisis; if thereis violence in the home; or if the member's parent or caregiver is afirst-time parent with no support
system. If necessary, call or visit the member daily or weekly.

At aminimum, contacts or visits should occur no less than every 30 days.

Ongoing care coordination and monitoring a so includes updates to the member's assessment and care plan.

CCC providers should reassess the member at |east once per trimester, and sooner if the member experiences a significant
change. A reassessment should include a re-evaluation of the member's strengths and needs across the Family Questionnaire
domains and then inform changes to the care plan.

The CCC provider must review and—if necessary—update the care plan at least every 60 days, or earlier if the member's needs

change. Updates to the care plan should be informed by the member's assessment, and the care plan should always reflect the
member's individual strengths and needs.

Child Care Coordination Resour ces

Additional CCC information and resources are available.
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Enrollment and Documentation Requirements

Topic #961

Ongoing Documentation Requirements

Wis. Admin. Code § DHS 106.02(9) requires that all providers prepare and maintain truthful, accurate, complete, legible, and
concise documentation and records. Providers may keep records in written or electronic formats. If providers keep electronic
records, they are required to have hard copies available for review and audit. Providers are required to meet state and federal
privacy and security regulations.

After enralling in Wisconsin Medicaid, CCC (child care coordination) providers must maintain certain documentation for review
and audit, per Wis. Admin. Code 88 DHS 105.525(4), 105.525(6), 105.525(7), and 105.525(8).

A list of CCC formsis available.

Plan of Operation Requirement

As defined in Wis. Admin. Code § DHS 105.525(6), the agency must document and implement a plan of operation. The plan of
operation must demonstrate;

1 That the provider islocated in or near the areait will serve.
1 That the provider has a variety of techniques to identify low-income children and families who are appropriate for services
under this section.
1 That the provider will provide the name, location, and telephone number of the following resources to individuals in the area
to be served:
i WIC (Specia Supplemental Nutrition Program for Women, Infants, and Children) programs
i Maternal and child health services
i The county, city, or combined city and county public health agency
i Child day care services
i Mental health and alcohol or other drug abuse prevention and treatment agencies
i The county protective service agency
i Domestic abuse agencies
i Trandator and interpreter services, including services for the hearing-impaired
i Family support services
i Transportation services
i Food programs
i Housing resources and programs
i Medicaid-certified primary care and pediatric providers, including HMOs participating in the medical assistance
program's HMO program
1 That the provider has the ability and willingness to deliver services in a manner that is sensitive to the particular
characteristics of the racial or ethnic group or groups with which it intends to work as documented by one or more of the
following:
i Records showing the racial and ethnic composition of the population served in the past
i Records showing that the agency has developed, implemented and evaluated programs specifically targeted toward
the racial or ethnic group or groups
i Records showing that the provider has performed health care services in a geographic area where a significant
percentage of the population was the same as the provider's targeted racial or ethnic group or groups
i Evidence that the provider's board or administration has a significant amount of representation from the targeted
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group or groups
i Letters of support from minority health service organizations which represent the targeted group or groups
i Evidence of the provider's ability to address pertinent cultural issues such as cultural norms and beliefs, language,
outreach networking, and extended family relationships
1 That the provider has the ability and willingness to arrange for supportive services provided by other funding sources such
as county transportation, county protective services, interpreter services, child care services, and housing. This description
must include the methods, techniques, and contacts which will be used to offer and provide assistance in accessing the
services.
1 That the provider has the capability to provide ongoing CCC monitoring for children and families and to ensure that all
necessary services are obtained. This includes:

i Coordinating with other health and social service agencies in the service area, including managed care providers and
community resource providers, to avoid duplication of services and to facilitate coordination of child care servicesto
clients.

i Coordinating with Medicaid-certified primary and pediatric care providers in the service areato communicate the
services the CCC provider renders, and documenting and retaining these contacts in the provider's administrative
records.

That the provider hired or contracted at least one qualified professional meeting required criteria.

That the provider has a process for referrals, service delivery, assessment, care planning, and follow-up activities.
That the provider has a personnel management system and training plan as described below.

That the provider has quality assurance procedures and documentation requirements.

That the provider has adequate resources to maintain a cash flow sufficient to cover operating expenses for 60 days.

Personnel Management System and Training Plan Requirement

Per Wis. Admin. Code 8§ DHS 105.525(7), the agency must document and implement a personnel management system and
training plan. The personnel management system and training plan must include:

1 The provider's plan to hire, support, and train staff to provide services that are family centered and culturally appropriate.
1 All of the following if more than one qualified professional or care coordinator is employed or under contract with the
provider:

i Thetraining plan has a process for periodically evaluating every care coordinator and qualified professional
supervisor employed by or under contract with the provider in accordance with the provider's quality assurance
procedures.

i Thetraining plan has a process for following up on al evaluations with appropriation action to ensure the employee
can competently perform all assigned duties.

1 A requirement that no employee or subcontractor may be assigned any duty that they are not trained for. The CCC
provider will provide or arrange for training for employed or subcontracted care coordinators as necessary.

1 Procedures for ensuring all quaified professionals and care coordinators receive orientation and ongoing instruction
including:

i Requirements that orientation and training must be completed by a qualified professional or care coordinator before
they provide services to a member.

i The names and titles of persons responsible for conducting orientation and training.

i Dates of the trainings and a description of the course content and length of training.

i Topics covered in orientation, which include training on al of the following, at minimum:

n The goals, mission, and priorities of the provider

n Specific job duties, including each skill the care coordinator is assigned and a successful demonstration of
each skill by the care coordinator to a qualified trainer under the supervision of the qualified professional
supervisor (Each job duty must be successfully demonstrated under supervision prior to providing the service
to amember independently. The qualified professiona or qualified trainer will document the care coordinator's
successful demonstration of each skill and maintain the information in their personnel file.)

n The functions of the CCC provider staff and how they interrelate and communicate with each other in
providing services

n Health and safety procedures for working in a home environment
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n Responding to medical and non-medica emergencies
n Ethics, confidentiality of member information, and member rights

i A process for providing instruction when an evaluation of the qualified professiona’s or care coordinator's
performance or competency indicates additional instruction may be needed.

1 Standards for qualified professional supervision of services rendered by a care coordinator, including the frequency and
duration of supervision. When supervision reveas afailure to follow the member's care plan, the CCC provider will provide
counseling, education or retraining to ensure the care coordinator is adequately trained to complete their job responsibilities.
In the case of child care coordinators who are not employees of the CCC provider, a plan specifying all required training,
qualifications, and services to be performed in awritten care coordinator provider contract between the CCC provider and
care coordinators, and maintain a copy of that contract on file.

1 A process for documenting performance of care coordination services by care coordinators by maintaining time sheets of
care coordinators which document the types and duration of services provided, by funding source.

1 Requirements for ongoing training, including al of the following requirements:

i CCC provider staff or contractors must have a minimum of five hours of annual training if they are expected to have
regular and direct contact with participants. Annual training must be related to early intervention, education, case
management, or similar social service continuing education. Training may be in-service training, conferences,
workshops, earning of continuing education credits or earning of higher education credits.

i A process must exist for required additional training, as identified by the supervising qualified professional.

i A process must exist for documenting staff completion of ongoing training requirements in the employee's file.

Member Record
As defined in Wis. Admin. Code 8 DHS 105.525(8), a member's file must include the following documents, as appropriate:

1 The member's completed CCC Family Questionnaire Domains and Questions (Child Care Coordination Family
Questionnaire Domains and Questions F-01118 (07/2025)) assessment. The assessment must be scored, signed, and
dated.

1 The member's care plan, signed and dated as required. The provider may initia the care plan if a signature page is included
in the member's record. The care plan must identify the name and title of the member's designated care coordinator.

1 A log that clearly and concisely documents all care coordination activities. All entries must be signed and dated.

1 Completed consent document(s) for release of information.

1 A written record of all member-specific care coordination and monitoring activities. The record must include documentation
of the following information:

i The member's name.

i Thecollateral contact's name. The name and role of the collateral contact must be identified in the care plan.

i Thedate of the contact.

i Thefull name and title of the person who made the contact.

i A clear description of the reason for and nature of the contact. The description must link the contact to a specific
care plan goa or activity.

i Theresults of the contact, including whether the goal or activity specified in the care plan was achieved.

i Thelength of time of the contact (the number of minutes or the exact time (for example, 9:15 am.—10:05 am.).

i Where or how the contact was made.

1 Referrals and follow up including:

i The name of the referred provider.

i The reason for referral.

i The date the referral was made.

i Any authorizations for release of information.

i All communication and follow-up on the referral with both the member's parent or caregiver and the referred
provider.

1 The record should indicate whether the member declined a service identified in the care plan.

1 All pertinent correspondence (to the member or on behalf of the member) relating to coordination of the member's care.
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Topic #962

Provider Enrollment Requirements

There are key CCC (child care coordination) qudifications and requirements that agencies must satisfy in order to enroll and
participate as a CCC provider with Wisconsin Medicaid including CCC ongoing documentation requirements. Additionally,
agencies must ensure that they meet general Wisconsin Medicaid provider enrollment reguirements and ongoing responsibilities.

Per Wis. Admin. Code § DHS 105.525(1)(b), CCC services may only be provided to members who are residents of Milwaukee
County or the City of Racine. Providers who serve members in the City of Racine are required to participate in a program to
reduce fetal and infant mortality and morbidity, under Wis. Stat. § 253.16.

Prior to enrolling as a CCC provider, a provider must first enroll asa PNCC (prenatal care coordination) provider. To enrall,
providers must complete and submit an enrollment application for each program.

Qualifying Applicant Categories

Per Wis. Admin. Code § DHS 105.525(1)(a), the agency must be one of the following:

Community-based health organizations

Community-based social services agencies or organizations

County, city, or combined city and county public health agencies

County departments of human services under Wis. Stat. § 46.23, or socia services under Wis. Stat. §§ 46.215 or 46.22
Home visiting programs as defined under 42 USC 711

FQHCs (Federally Qualified Health Centers) as defined in 42 C.F.R. § 405.2401

Independent physician associations

Hospitals

Physicians offices or clinics

RHCs (Rural hedlth clinics) certified under Wis. Admin. Code 8§ DHS 105.35

Tribal agency health centers

Local agenciesthat participate in WIC (Specia Supplemental Nutrition Program for Women, Infants, and Children) as
described under 42 USC 1786

Owner ship Requirements

Per Wis. Admin. Code § DHS 105.525(4), an agency seeking to enroll as a CCC provider may not be approved until the
department determines that the "applicant” and "principal” are fit and qualified to provide CCC services.

An "applicant" is defined as the person seeking Medicaid certification as a CCC services provider. A "principa"” is defined as an
administrator or a person with management responsibility for the agency who owns directly or indirectly 5% or more of the shares
or other evidences of ownership of a corporate applicant, a partner in a partnership who is an applicant, or the owner of asole
proprietorship who is an applicant.

Spexific fit and qualified criteria considered by the Wisconsin DHS (Department of Health Services) for al applicants and
principals include:

1 Whether the applicant or any principal with the agency have convictions for a crime involving:
i Neglect or abuse of patients.
i Assaultive behavior or wanton disregard for the health and safety of others.
i Delivery of hedlth care services or items.
i Misappropriation, theft, or fraud.
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1 Whether the applicant or any principal with the agency has afinding of abuse or neglect of aclient, or misappropriation of
client property under Wis. Stat. § 146.40(4r)(b).

1 The applicant and any principal with the agency's financial stability, including outstanding debts or amounts due to the
department or other government agencies, including unpaid forfeitures and fines, that resulted in bankruptcy under chapter
11 of the United States Bankruptcy Code.

1 Whether the applicant and any principal with the agency has experience through education or at least one year of
continuous work experience in child health and family services.

Qualified Professional Qualifications

Per Wis. Admin. Code § DHS 105.525(2), CCC agencies must employ or contract with at least one qualified professional, and
al qudified professionals must meet the following qualifications.

Each qualified professional employed or contracted with the CCC agency must have:
1 At least two years of experience in coordinating services for at-risk or low income children and families.
1 The necessary skills and relevant education to supervise assessment and ongoing care coordination and monitoring

performed by care coordinators.

Additionally, an individual must also hold one of the following credentials or job titles and meet the associated qualification
requirements to be a CCC qualified professional.

Individuals Qualified to be a Child Care Coordination Qualified Professional

Credential or Title Qualification Requirements
Nurse Practitioner Licensed as aregistered nurse pursuant to Wis. Stat. 8 441.06 and currently certified by
the American Nurses Association, the Pediatric Nursing Certification Board
Public Health Nurse Meets the qualifications of Wis. Admin. Code § DHS 139.08
Physician Licensed under Wis. Stat. ch. 448 to practice medicine or osteopathy
Physician Assistant Certified under Wis. Stat. ch. 448
Licensed Clinical Socia Worker Certified under Wis. Stat. § 457.08(4)
Registered Nurse Has at least two years of experience in pediatric nursing, community health services, or a

combination of pediatric nursing and community health services
Employee Either:

1 Hasat least a Bachelor's degree and two years of experience in health promation,
health advocacy, health education, case management or care coordination,
child/family social work, community outreach, or child welfare or related field

1 Has IMH-E (Infant Mental Health Endorsement)

Health Educator Either:

1 Certified Health Education Specialist credentia from the National Commission for
Health Education Credentialing

1 HasaMaster's degree in health education and at |east two years of experience in
health promotion, health advocacy, health education, case management or care
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coordination, child/family socia work, community outreach, or child welfare or
related field

CCC qualified professionals must also be able to:

Supervise tasks assigned to care coordinators.

Administer or review and sign each comprehensive assessment and assessment update performed.

Develop and sign the individualized plan of care based on the needs identified in the assessment.

Confer with the care coordinator regarding the member's progress towards goals and outcomes identified in the member's
plan of care.

Care Coordinator Qualifications
Per Wis. Admin Code § DHS 105.525(3), CCC agencies must ensure care coordinators meet the following qualifications.
All care coordinators must:
1 Beat least 18 yearsold.
1 Have aminimum of ahigh school or GED diploma.
1 Have the skills, education, experience, and ability to fulfill the employee's job requirements.
1 Betrained under the CCC agency's training plan and assigned skills before serving members.
All care coordinators must be able to:
1 Perform tasks assigned by the qualified professional supervisor.
1 Report in writing to the qualified professional supervisor on each comprehensive assessment and assessment update
administered.

1 Confer with the qualified professional supervisor regarding the member's progress towards goals and outcomes identified in
the member's plan of care.

Sufficiency of Agency Certification Requirement

Per Wis. Admin Code 88 DHS 105.525(4)(a) and (b), to enroll as a CCC provider, agencies must al so:

1 Maintain alist of al agency staff and contractors who provide or supervise CCC services. The list must include the
credentials of all listed qualified professionals. Agencies are required to report changes in qualified professional staff or
contractors, whether hiring or terminating, to ForwardHealth within 10 business days using the Demographic Maintenance
Tool on the Portal.

1 Obtain and document employee caregiver background checks following the procedures in Wis. Stat. § 50.065 and Wis.
Admin. Code ch. DHS 12 for al employed and/or contracted care coordinators and qualified professionals. Background
checks must be conducted at the time of hire or contract, and every four years thereafter.

High-Risk Background Check Requirement

In accordance with federal regulations at 42 CFR § 455.434, providers classified as high-risk during Medicaid enrollment, re-
enrollment, or revalidation are required to be fingerprinted. PNCC and CCC providersare currently classified as high-risk
providers.

This requirement applies to high-risk providers, aswell as any person with a 5% or more direct or indirect ownership interest.
Applicants will be notified of this requirement via the Fingerprint Notification panel when they submit their Medicaid enrollment,
re-enrollment, or revalidation application on the ForwardHealth Portal.
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Enrollment Documentation and Attestation Requirements

As apart of the Wisconsin Medicaid enrollment process, applicants must upload certain documentation and attest that they meet
certain requirements to demonstrate that they meet enroliment criteria under Wis. Admin. Code § DHS 105.525.

Applicants must upload, at minimum (applicants may be required to submit additional documentation):

1 A current resume for each qualified professional and agency staff member, per Wis. Admin. Code § DHS 105.525(4).

1 A current resume for each person with an ownership or control interest that documents the minimum experience in child
health and family services, through education or at least one year of continuous work experience, needed to provide
ongoing CCC monitoring to children and families and to ensure that these individuals obtain all necessary services, per Wis.
Admin. Code 8 DHS 105.525(5)(b)(4).

1 A documented and implemented plan of operation that meets the requirements listed in Wis. Admin. Code 8 DHS 105.525
(6).

1 A documented and implemented training plan for all employed and contracted staff that meets the requirements listed in
Wis. Admin. Code § DHS 105.525(7).

CCC providers must also maintain certain documentation after enrollment for review and audit.

Subcontracting for Child Care Coordination Services

Medicaid-enrolled CCC providers may provide CCC services by subcontracting with individuals or organizations that provide
these services but do not enroll in Wisconsin Medicaid. The Medicaid-enrolled provider retains all legal and fiscal responsibility
for the services provided by subcontractors.

The Medicaid-enrolled provider is responsible for ensuring that its subcontractors meet all Medicaid program requirements for
providing CCC services, including service delivery and recordkeeping. The Medicaid-enrolled provider must maintain records of
its contracts or agreements with any subcontracted individuals or organizations, per Wis. Admin. Code 8 DHS 105.02(6)(a).

Wisconsin Medicaid will only send provider materials to the Medicaid-enrolled provider or subcontractors who specificaly
request materials. The Medicaid-enrolled provider is responsible for ensuring that its subcontractors receive copies of materials
distributed by Wisconsin Medicaid.

The Medicaid-enrolled provider may submit claims for CCC services conducted by a subcontractor, but ForwardHealth will only
reimburse the Medicaid-enrolled provider.

Topic #958

Wisconsin M edicaid and Managed Care
Contracting With HM Os

All CCC (child care coordination) providers must have a contract with a Wisconsin Medicaid HMO to be reimbursed for
services provided to members enrolled in their health plans. Prior to being able to contract with HMOs, CCC providers need to
be Medicaid-enrolled.

Contracts with HMOs may cover information such as.

1 Scope of services
1 Payment terms
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1 Billing processes and timelines

1 Quality standards and reporting

1 Dispute resolution processes

1 Termination and renewal terms

Note: CCC providers who render services to members who are not enrolled in HMOs are not required to have contracts or a
Memorandum of Understanding with HMOs to be reimbursed for CCC services.

The Child Care Coordination Enrollment Provider Checklist provides more information about contracting with HMOs to provide
services to their members. Providers should save a copy of their signed provider agreement with each HMO that describes
reimbursement for services.
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Service Requirements

Topic #984

Care Plan Development

Care plan development is the development of a Medicaid member's written care plan. It is based on the physical, social, and
emotiona needs and strengths identified during the initial assessment.

Per Wis. Admin. Code § DHS 107.345(1)(c), the care plan must:

1 Bedeveloped by a qualified professional under Wis. Admin. Code 8§ DHS 105.525(2)(c).
1 Be developed with the member and, to the maximum extent possible, in collaboration with the family or other supportive
persons.
1 Besigned and dated by the parent, guardian or caregiver, qualified professional, and care coordinator.
1 Include:
i The member's strengths, needs, and possible services that will reduce the probability of adverse outcomes.
i All possible needed services related to the needs identified in the assessment, regardiess of the funding source.
i Identification and prioritization of all needs found during the assessment, with an attached copy of the assessment.
i ldentification and prioritization of al services to be arranged for the member by the care coordinator and the names
of the service providers, including medical providers.
i A description of the member's informal support system, including collaterals and any activities to strengthen it.
i ldentification of individuals who participated in the development of the plan of care.
i Arrangements for various services to be made available to the member, the frequency of those services, and the
expected outcome for each service.
i Documentation of unmet needs and gaps in service.
i Responsibilities of the family and child.

Note: Providers should note in the care plan if the member does not want to address needs identified in the CCC Family
Questionnaire Domains and Questions (Child Care Coordination Family Questionnaire Domains and Questions F-01118

(07/2025)).

Each member must have their own individualized CCC Care Plan (Child Care Coordination Care Plan F-03391 (07/2025)).
When multiple members are receiving CCC within one family (for example two siblings are both receiving CCC services), and
they have shared goals within their care plans, providers must document the shared goal in each member's individual care plan.

Care Plan Updates

CCC providers are required to review and—if necessary—update the member's care plan at least every 60 days during the
child's first year of life and a minimum, every 180 days thereafter, or earlier if the member's needs change. Care plan updates are
part of ongoing care coordination and monitoring services.

All updates must be made in writing on a new care plan form and signed by the parent, guardian or caregiver, qualified
professional, and care coordinator.

Providers should inform the member:

1 That the care plan can be changed at any time and as often as necessary.
1 How to request changes to the care plan.
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Topic #983

Initial and Y early Comprehensive Assessments

The assessment is a CCC (child care coordination) service to identify whether a Medicaid member is eligible to receive
subsequent CCC services and to determine the individual's needs and strengths.

Care coordinators or qualified professionals are required to:

1 Administer at least an initial assessment to all members within eight weeks, including members whose mothers received
PNCC (prenata care coordination) services.

1 Complete every section on the CCC Family Questionnaire Domains and Questions (Child Care Coordination Family
Questionnaire Domains and Questions F-01118 (07/2025)) unless the member objects to a particular section.

The assessment informs care plan development to connect members to needed resources and services. Providers must complete
the Child Care Coordination Family Questionnaire Domains and Questions for the assessment and assessment updates. The
questionnaire focuses on identifying the needs of the member and their family.

Per Wis. Admin. Code § DHS 107.345(1), the assessment must meet the following requirements:

1 An employee of the CCC agency completes the Wisconsin DHS (Department of Health Services)-approved Child Care
Coordination Family Questionnaire Domains and Questions.
1 The completed Family questionnaire is:
i Reviewed and signed by a qualified professional under Wis. Admin. Code 8 DHS 105.525.
i Reviewed and finalized in a face-to-face contact with the member and parent, guardian or caregiver.
i Signed by the member's primary caregiver.
i Documented in the member'sfile.
i Administered at |least every 365 days or earlier if the member's needs change.

Assessment Updates

CCC providers may reassess amember at any time. If the member experiences significant changes, providers should use the
Child Care Coordination Family Questionnaire Domains and Questions to reassess the member's needs and strengths and inform
changes to the member's care plan. Assessment updates are part of ongoing care coordination and monitoring services.

Topic #990

Ongoing Coordination and Monitoring

Ongoing care coordination and monitoring is a CCC (child care coordination) service performed by a care coordinator or
qualified professiona that includes:

1 Contacts with formal and informal collaterals after obtaining the member's informed consent to discuss their care with
specified collaterals.

1 Providing the member and their family with information and referral to services.

1 Updating the member's assessment and care plan.

1 Recordkeeping.

Ongoing care coordination and monitoring services must be:
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1 Based on the member's care plan.

1 Inaignment with the member's needs and strengths identified in the assessment (including intensity and frequency of
service).

1 Supervised, as defined in Wis. Admin. Code 8 DHS 101.03(173), by aqualified professional under Wis. Admin. Code §
DHS 105.525(2). Supervision should include face-to-face contact every 30 days, at minimum, between the qualified
professional and the staff member providing care coordination services.

Except for urgent care situations, providers are required to complete the CCC Family Questionnaire Domains and Questions
(Child Care Coordination Family Questionnaire Domains and Questions F-01118 (07/2025)) and develop a care plan for each
member prior to providing ongoing care coordination and monitoring services. Providers may offer ongoing care coordination
services on the same date they complete the initial, comprehensive assessment and care plan.

Contacts

Members who receive CCC services are children under the age of seven; because of this, providers will contact immediate family
members such as parents as well as caregivers.

Contacts may be made face-to-face or by phone and:

1 May be made for the purpose of determining if arranged services from the care plan have been received and are effective.
1 May be made if the care plan requires reassessing needs and revision.

There is no limit on the number of contacts providers may have with a member or their family. However, reimbursement for
ongoing care coordination is limited to a maximum amount per month.

Contacts With Family Members
Services to the member's immediate family members, including caregivers, may be covered:

1 If the need for care coordination services provided to family members or caregiversis identified in the member's care plan.
1 If the service is directly related to meeting the goals and objectives of the benefit.

For example, if aprovider is providing servicesto afamily of three, where the child has special health care needs and the father
has a substance use disorder, CCC services related to assisting the father in locating and accessing educational or other resources
necessary to help him better meet the child's needs can be covered. However, care coordination activities related to assisting the
father in accessing needed substance use disorder treatment services for himself will not be covered, even if provided.

Collateral Contacts

Coallateralsinclude formal and informal contacts who have direct supportive contact with the member receiving CCC services.
1 Formal collaterals may include medical, and other service providers as well as guardians or school officials.
1 Informa collaterals may include extended family members or family friends, outside of the member's immediate family or

caregivers.

The CCC provider is required to identify the role of each collatera in the member's care plan and obtain the member's informed
consent to discuss their care with each specified collateral.

Collateral contacts are face-to-face, telephone, or written communication with any collatera to:

1 Inform collaterals of the member's needs as well as the goals and services specified in the member's care plan.
1 Mobilize services and support for the member.
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1 Advocate on behdf of the member.
1 Coordinate services specified in the member's care plan.

For example, collateral contacts may include time spent:

1 Discussing the member's care with the member's medical provider to communicate the member's needs and goals specified
in the care plan.

1 Advocating on the member's behalf.

1 Coordinating the services identified in the care plan.

Collateral contacts also include time spent on client-specific meetings and formal case consultations with other professionas or
supervisors.

Time spent discussing or meeting on non-client-specific issues or time spent on general program issues are not included.

ForwardHealth will not reimburse collateral contacts if there is no member contact during the month for which the provider is
billing. All collateral contacts—including time spent on client-specific meetings and formal case consultations with other
professionals or supervisors—must be documented in the member's file. Documentation must provide an accurate record of the
contact.

Frequency of Member and Collateral Contacts

Providers must document in the member's care plan the planned frequency of member contacts and collateral contacts to be
completed during ongoing care coordination and monitoring. At a minimum, member contacts should occur every 30 days.

I nformation and Referral

Information and referral means providing members and their families with current information about available resources and
programs to help them gain access to services needed. The information and resources provided are;

1 To educate members and their families of services and supports, as identified in their care plan.
1 To address their needs identified in the assessment.

This may include providing information and resources to the member on the referral resource and how it supports goals from the
care plan and ensuring the member and their family have the necessary support, resources, and understanding to access and
navigate the resources being provided.

Providers may complete a Child Care Coordination Referral, which contains reasons for the referral and the member's parent,
guardian or caregiver's signature authorizing the sharing of information, if appropriate. Providers are required to confirm whether
the services referred were provided to the member, and whether the services provided were consistent with the goals and
objectives of the member's care plan within two weeks, unless otherwise stated. The amount of service provided must correspond
with specific factors addressed in the care plan and the overall need.

Assessment and Care Plan Updates

ForwardHealth reimburses updates to the member's assessment and care plan as ongoing care coordination and monitoring. Care
plan updates must be made in writing and signed by the member and the agency staff member, per Wis. Admin. Code 8 DHS
107.345(1)(c). Information about updating an existing assessment is available.

Recor dkeeping

Published Policy Through July 31, 2025

Child Care Coordination Page 17 of 210



Wisconsin Medicaid

ForwardHealth considers recordkeeping a reimbursable ongoing care coordination and monitoring activity. Reimbursable
recordkeeping activities include time spent on:

1 Updating member assessment or care plans
1 Documenting member and collateral contacts

1 Preparing and responding to correspondence to and for members and collaterals
1 Documenting the member's activities in relation to the care plan

Recordkeeping is reimbursed only if a member or collateral contact occurred during the month for which the provider is billing.

When services are provided to multiple members in the same household, a provider should separately document time spent
providing care coordination to each specific member. For example, when a care coordinator spends two hours delivering ongoing
care coordination to afamily who has two children receiving the CCC benefit, the care coordinator should document the amount
of time spent coordinating care in both children's case files. The 45 minutes spent on ongoing care coordination for the older child
would be documented in the older child's records, and the hour and fifteen minutes spent on ongoing care coordination for the
younger child would be documented in the younger child's record. Thiswould all have occurred within a two-hour visit.

Provision of Servicesin Urgent Situations

In urgent situations, CCC providers may offer ongoing care coordination and monitoring services without first performing an initial
assessment or developing a care plan. In an urgent situation (for example, the family is homeless or lacks food), the provider is
required to:

1 Document the nature of the urgent situation.
1 Complete the comprehensive assessment and care plan as soon as possible but no later than 30 days following the actions
taken to aleviate the urgent situation.

ForwardHealth requires a modifier (UD billed with U3) to indicate when ongoing care coordination was delivered in an urgent
situation to members under eight weeks of age. Subsequent DOS must indicate an initia comprehensive assessment (modifier U1)
and care plan development (U2) were completed to reimburse for ongoing CCC services.

Topic #10857

Service Limitations

ForwardHealth has established quantity limits for CCC services. All of the following quantity limits for CCC services are
accumulated per member regardless of the provider of service:

Type of Service Requirements
Comprehensive Assessment Limited to eight units per 365 days per member. Only one provider will receive reimbursement
(T1016 with modifier U1) in a 365-day period. One comprehensive assessment is reimbursable per 365 days. This

includes the initial comprehensive assessment and subsequent comprehensive assessments.

Care Plan Development (T1016 Limited to eight units per 365 days per member. Only one provider will receive reimbursement
with modifier U2) in a 365-day period. One comprehensive care plan is reimbursable per 365 days.
Ongoing Care Coordination and |Limited to 40 units per month per member. Only one provider will receive reimbursement in a
Monitoring (T1016 with calendar month.
modifier U3)
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One unit of service equals 15 minutes. Providers are required to add up their time on a daily basis and round time units using the
CCC rounding guidelines.

Only one comprehensive assessment (modifier U1) and one comprehensive care plan (modifier U2) are allowed per member per
365 days. Updates to the assessment or care plan are covered under ongoing care coordination (modifier U3).

When services are provided to multiple members in the same household, a provider may only bill for the actual time spent
providing care coordination to each specific member.

Additional Limitations

According to § DHS 107.345(2), CCC is available to a member as an inpatient in a hospital only if it is not included in the usua
reimbursement to the facility, such as coordinating housing, supplies, or intervention services for the member upon discharge.

Noncovered Services

ForwardHealth may deny or recoup payment for covered services that fail to meet program requirements. Medicaid
reimbursement is also not available for noncovered services. These services are not covered under CCC:

Child day care

Providing incentives to encourage a member to obtain services

Diagnosis of a physical or mental illness

Follow-up of clinical symptoms

Administration of medications

Any other professional health or clinical service such as nutrition counseling, health screenings, health education, or

behavioral health services

Member vocational training

Legal advocacy by an attorney or paraega

Transportation

Goods and supplies

Personal care services

Home health services, supportive home care, and respite-services

Collateral contacts regarding non-member-specific issues or general program issues

Care coordination and monitoring not based on the plan of care

Care coordination and monitoring which is not reasonable and necessary to improve child health outcomes

General classroom instruction and programming commensurate to that licensed or administered by the Department of

Public Instruction

1 Any other covered service provided by an enrolled BadgerCare Plus and Medicaid provider

1 Any services that congtitute the direct delivery of underlying medical, educational, social, or other services to which an
eligible individual has been referred, including for foster care programs

1 Interpreter services

1 Missed appointments (no shows)

Information regarding the following service-specific requirementsis available:

1 |nitial and yearly comprehensive assessments
1 Care plan development
1 Ongoing care coordination and monitoring
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Billing and Reimbur sement

Topic #23840

Billing Requirements
The following requirements apply when billing ForwardHealth for CCC services.

1 Providers may only submit one claim per member for each calendar month; providers must bill al the services they
provided to the member in the month on the same claim.

1 Providers must indicate each DOS for services provided throughout the month on a separate claim detail.

1 Providers may not bill for services until after those services have been provided and may not submit aclaim early in the
month in anticipation of services to be provided later in that month, per Wis. Admin. Code § DHS 106.06(3)(a).

Claims for CCC services should reflect the cumulative services provided to the Medicaid member during the month.

Topic #976

Diagnosis Codes on Claimsfor Child Care Coordination
Services

All codes indicated on submissions to ForwardHealth are required to be valid codes.

When submitting claims for CCC services, providers must include either ICD diagnosis codes Z65.8 (Other specified problems
related to psychosocia circumstances) or Z65.9 (Problem related to unspecified psychosocial circumstances) to indicate a
member with a need identified on the CCC Family Questionnaire Domains and Questions.

ForwardHealth will deny claims if providers indicate diagnosis codes other than the diagnosis codes listed above as the primary
diagnosis when submitting claims for CCC services. Providers may use additional 1CD diagnosis codes in the secondary positions
as appropriate.

Topic #971

Procedure Codes and Modifiers

Providers must include the allowable HCPCS code and applicable modifiers for CCC services. ForwardHealth will deny claims
or adjustment requests received without the appropriate HCPCS code and modifiers.

When submitting claims for CCC services, providers are required to submit two modifiers along with HCPCS procedure code
T1016 (Case Management, each 15 minutes). One modifier must identify the location where the CCC service was provided; the
other modifier must identify the specific type of care coordination service provided. Additional modifiers (such as UD) may be
required as needed.

Location Modifiers
M odifier Description Notes

uB CCC sarvice providedin - |Used to indicate where the CCC service was provided.
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Milwaukee
uc CCC sarvice provided in - Used to indicate where the CCC service was provided.
Racine
Service Modifiers
M odifier Description Notes
Ul Comprehensive Assessment | Used to indicate the initial, comprehensive assessment and subsequent comprehensive
assessments (limited to 1 per 365 days).
U2 Care plan devel opment Used to indicate the initia care plan development and subsequent care plan development
(limited to 1 per 365 days).
U3 Ongoing care coordination |Used to indicate ongoing activities including updates to the assessment and care plan.

and monitoring
Other Modifiers

M odifier Description Notes
ub Care Coordinationin an Used to indicate care coordination services delivered in an urgent situation to a member
urgent situation less than eight weeks of age (along with procedure code T1016 and modifier U3).

*Information limits is available.

Topic #970

Rounding Guidelines

Providers are required to round time units using the following rounding guidelines when submitting claims for ongoing care
coordination and monitoring using HCPCS procedure code T1016 with modifier U3.

Accumulated time Unit(s) billed
1-5 minutes 3
610 minutes 4
11-15 minutes 10
1620 minutes 13
21-25 minutes 17
26-30 minutes 20
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Additional Requirements

Topic #966

Concurrent Services

A member may not receive CCC services from more than one provider. It is the providers responsibility to eliminate the overlap
by communicating with the member and with each other to determine which provider will continue to provide the services.

However, the member must ultimately choose the provider from whom they wish to receive services. Members may choose to
switch providers at any time for any reason. Providers may not limit a member's choice of provider.

Information about guantity limits for CCC services and reducing or ending ongoing care coordination servicesis available.

Topic #957

Freedom of Choice

Members may receive covered services from any willing Medicaid-enrolled provider, unless they are enrolled in a state-
contracted MCO or assigned to the Pharmacy Services Lock-In Program.

Under 42 CFR 440.168, members have the freedom to refuse case management services. This means that participation in the
CCC benefit is voluntary, and providers may not lock in members. Specifically:

1 Members do not have to receive CCC servicesiif they do not want to.

1 Members can choose to reduce or end CCC services at any time.

1 Members may choose to transfer providers at any time. However, a member may not receive CCC services from more

than one provider concurrently.

In circumstances when a member transfers from one CCC provider to another, the new provider should review the member's
assessment for accuracy and ensure it continues to reflect the member's needs. If the assessment does not reflect the member's
needs, the provider can complete a new assessment. Information about updating an existing assessment is available. The provider
should document this review in the member's record.
Members may participate, to the full extent of their ability, in all decisions regarding appropriate services and providers.

Topic #955

Prohibited

Providers are prohibited from collecting a copay for CCC services.

Topic #23843

Reducing or Ending Ongoing Care Coordination
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Services

If it is necessary to reduce or end services early, the provider and member and parent, guardian, or caregiver must discuss care
plan changes and mutually agree to reduce or end services early. Additionally, providers must meet certain documentation
requirements.

Provider and Member Agreeto Reduce or End Services Early

According to Wis. Admin. Code § 107.345(2), a CCC service provider will not terminate provision of services to a member it
has agreed to provide services for unless the member initiates or agrees to the termination. If services are terminated, the
termination must be documented in writing, and the member must sign the statement to indicate agreement.

In circumstances when the provider is unable to obtain a signature from the member and parent, guardian, or caregiver for the
termination of services (for example, the family consistently misses meetings with the provider and does not follow through on
referrals, but indicates they want to continue receiving CCC services), the member's file must include documentation of al
attempts to contact the member through telephone logs and returned or certified mail. The provider is encouraged to provide the
member with the names and addresses of other CCC providers.

Provider Choosesto Reduce or End ServicesEarly

As defined in Wis. Admin. Code 8 DHS 105.525(9), if an agency chooses to reduce or end services early, the agency is required
to:

1 Provide written notice to each member, the member's legal representative, if any; the member's attending physician, and the
department at least 30 business days before closure.
1 Provide assistance to members in arranging for continuity of necessary services. This includes coordination with other CCC
providers to ensure necessary services identified in the care plan are sustained or initiated.
If aprovider terminates ongoing CCC services for any reason, the member's case is closed. However, there is no limit to the
number of times that a provider may reopen a member's case. The provider must document in the member's record why the case
has been closed and reopened.

Topic #23858

Transportation to Medical Appointments

ForwardHealth does not cover transportation services as part of the CCC benefit. However, CCC providers should assist
members in making transportation arrangements to obtain needed services.

Most Medicaid members may receive NEMT services through ForwardHealth's NEMT manager.

All providers may be asked to verify that a Medicaid member received Medicaid-covered services at their site on a particular
date.
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Resour ces

Topic #23841

An Overview

ForwardHealth requires providers to use a variety of forms for PA, claims processing, and documenting specia circumstances.

Division of Medicaid Services Publications
The following CCC publications are available from DM S and can be obtained from the Forms page of the ForwardHealth Portal:

CCC Family Questionnaire Domains and Questions

CCC CarePlan

Child Care Coordination Care Coordinator Visit Checklist

Child Care Coordination Referral

Child Care Coordination Monthly Time Log for Ongoing Care Coordination and Monitoring
Child Care Coordination Plan of Operation

Child Care Coordination Personnel and Training Plan
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Provider Enrollment and Ongoing Responsibilities: Provider
Enrollment

Topic #3969

Categories of Enrollment

Wisconsin Medicaid enrolls providersin three billing categories. Each billing category has specific designated uses and restrictions.
These categories include:

1 Billing and rendering provider
1 Rendering-only provider
1 Billing-only provider (including group billing)

Providers should refer to the service-specific information in the Online Handbook or the Information for Specific Provider Types
page on the Provider Enrollment Information home page to identify which category of enroliment is applicable.

Billing and Rendering Provider

Enrollment as a billing and rendering provider allows providers to identify themselves on claims (and other forms) as either the
provider billing for the services or the provider rendering the services.

Rendering-Only Provider

A provider enrolled as a rendering-only provider who practices under the professional supervision of another provider.
Rendering-only providers enrollment cannot submit claims to ForwardHealth directly. Instead, they have reimbursement rates
established for their provider type. Claims for services provided by arendering provider must include the supervising provider or
group provider as the billing provider.

Billing-Only Provider (Including Group Billing)
Billing-only providers can submit claims to ForwardHealth while a separate rendering-only provider is required on those claims.
Group Billing

Groups of individual practitioners are enrolled as hilling-only providers as an accounting convenience. This allows the group to
receive one reimbursement, one RA, and the 835 transaction for covered services rendered by individual practitioners within the

group.

Providers may not have more than one group practice enrolled in Wisconsin Medicaid with the same zip+4 code address, NP,
and taxonomy code combination. Provider group practices located at the same zip+4 code address are required to differentiate
their enrollment using an NPI or taxonomy code that uniquely identifies each group practice.

Individual practitioners within group practices are required to be Medicaid-enrolled because these groups are required to identify
the provider who rendered the service on claims. Claims indicating these group hilling providers that are submitted without a
rendering provider are denied.

Topic #14137
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Enrollment Requirements Dueto the Affordable Care
Act

In 2010, the federal government signed into law the ACA, also known as federal health care reform, which affects several aspects
of Wisconsin health care. ForwardHealth worked toward ACA compliance by implementing requirements for providers and
provider screening processes. To meet federally mandated requirements, ForwardHealth implemented changes in phases, the first
of which began in 2012. A high-level list of the changes included under ACA is as follows:

1 Providers are assigned arisk level of limited, moderate, or high. Most of the risk levels have been established by the federal
CM S based on an assessment of potential fraud, waste, and abuse for each provider type.

1 Providers are screened according to their assigned risk level. Screenings are conducted during enrollment, re-enrollment,
and revalidation.

1 Certain provider types are subject to an application fee. This fee has been federally mandated and may be adjusted
annually. The feeis used to offset the cost of conducting screening activities.

1 Providers are required to undergo revalidation every three years.

1 All physicians and other professionals who prescribe, refer, or order services and other providers who receive Medicaid
funds are required to be enrolled as a participating Medicaid provider.

1 Payment suspensions are imposed on providers based on a credible allegation of fraud.

1 Providers are required to submit personal information about all persons with an ownership or controlling interest, agents,
and managing employees at the time of enrollment, re-enrollment, and revalidation.

Topic #193

Materialsfor New Providers

On an ongoing basis, providers should refer to the Online Handbook for the most current BadgerCare Plus, Medicaid, and
HDAP information. Future changes to policies and procedures are published in ForwardHealth Updates.

Topic #4457

Provider Addresses

ForwardHealth has the capability to store the following types of addresses and contact information:

1 Practice location address and related information. This address is where the provider's office is physically located and
where records are normally kept. Additional information for the practice location includes the provider's office telephone
number and the telephone number for members' use. With limited exceptions, the practice location and telephone number
for members use are published in a provider directory made available to the public.

1 Mailing address. This address is where ForwardHealth will mail general information and correspondence. Providers
should indicate accurate address information to aid in proper mail delivery.

1 PA address. This address is where ForwardHealth will mail PA information.

1 Financial addresses. Two separate financial addresses are stored for ForwardHealth. The checks address is where
ForwardHealth will mail paper checks. The 1099 mailing address is where ForwardHealth will mail IRS Form 1099.

Providers may submit additional address information or modify their current information using the demographic maintenance tool.

Note: Providers are cautioned that any changes to their practice location on file with Wisconsin Medicaid may ater their zip+4
code information required on transactions. Providers may verify the zip+4 code for their address on the U.S. Postal Service
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website.

Topic #14157

Provider Enrollment Infor mation Home Page

ForwardHealth has consolidated all information providers will need for the enrollment process in one location on the
ForwardHealth Portal. For information related to enrollment criteria and to complete online provider enrollment applications,
providers should refer to the Provider Enrollment Information home page.

The Provider Enrollment Information home page includes enrollment applications for each provider type and specidlty eligible for
enrollment with Wisconsin Medicaid. Prior to enrolling, providers may consult a provider enrollment criteria menu, whichisa
reference for each individual provider type detailing the information the provider may need to gather before beginning the
enrollment process, including:

1 Linksto enrollment criteria for each provider type
1 Provider terms of reimbursement

1 Disclosure information

1 Category of enrollment

1 Additional documents needed (when applicable)

Providers will also have access to alist of links related to the enrollment process, including:

General enrollment information

Regulations and forms

Provider type-specific enrollment information

In-state and out-of-state emergency enrollment information
Contact information

Information regarding enrollment policy and billing instructions may till be found in the Online Handbook.

Topic #1931

Provider Type and Specialty Changes
Provider Type

Providers who want to add a provider type or change their current provider type are required to complete a new enrollment
application for each provider type they want to add or change to because they need to meet the enrollment criteria for each
provider type.

Provider Specialty

Providers who have the option to add or change a provider specialty can do so using the demographic maintenance tool. After
adding or changing a specidty, providers may be required to submit documentation to ForwardHealth, either by uploading
through the demographic maintenance tool or by mail, supporting the addition or change.

Providers should contact Provider Services with any questions about adding or changing a specialty.

Topic #22257
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Providers Have 35 Daysto Report a Changein
Ownership

Medicaid-enrolled providers are required to notify ForwardHealth of a change in ownership within 35 calendar days after the
effective date of the change, in accordance with the Centers for Medicare & Medicaid Services Fina Rule 42 C.F.R. § 455.104

©@)@v).
Failure to report a change in ownership within 35 calendar days may result in denia of payment, per 42 C.F.R. § 455.104(e).

Note: For demographic changes that do not constitute a change in ownership, providers should update their current information
using the demographic maintenance toal.

Written Notification and a New Enrollment Application Are Required

Any time a change in ownership occurs, providers are required to do one of the following:

1 Mail achange in ownership notification to ForwardHealth. After mailing the notification, providers are required to complete
anew Medicaid provider enrollment application on the Portal.

1 Upload a change in ownership notification as an attachment when completing a new Medicaid provider enrollment
application on the Portal.

ForwardHealth must receive the change in ownership notification, which must include the affected provider number (NPI or
provider ID), within 35 calendar days after the effective date of the change in ownership.

Providers will receive written notification of their new Medicaid enrollment effective date in the mail once their provider fileis
updated with the change in ownership.

Special Requirements for Specific Provider Types

The following provider types require Medicare enrollment and/or Wisconsin DOA certification with current provider information
before submitting a Medicaid enrollment change in ownership:

1 Ambulatory surgery centers

1 CHCs

1 ESRD services providers

1 Home health agencies

1 Hospice providers

1 Hospitals (inpatient and outpatient)
1 Nursing homes

1 Outpatient rehabilitation facilities

1 Rehabilitation agencies
1 RHCs
1 Tribal FQHCs

Events That ForwardHealth Considersa Change in Owner ship

ForwardHealth defines a change in ownership as an event where a different party purchases (buys out) or otherwise obtains
ownership or effective control over a practice or facility.

The following events are considered a change in ownership and require the completion of anew provider enrollment application:
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1 Change from one type of business structure to another type of business structure. Business structures include the following:
i Sole proprietorships
i Corporations
i Partnerships
i Limited Liability Companies
1 Change of name and TIN associated with the provider's submitted enrollment application (for example, EIN)
1 Change (addition or removal) of names identified as owners of the provider

Examples of a Change in Owner ship
Examples of a change in ownership include the following:

1 A sole proprietorship transfers title and property to another party.

1 Two or more corporate clinics or centers consolidate, and a new corporate entity is created.
1 Thereisan addition, removal, or substitution of a partner in a partnership.

1 Anincorporated entity merges with another incorporated entity.

1 An unincorporated entity (sole proprietorship or partnership) becomes incorporated.

End Date of Previous Owner's Enrollment

The end date of the previous owner's enrollment will be one day prior to the effective date for the change in ownership. When the
Wisconsin DHS is notified of a change in ownership, the original owner's enrollment will automatically be end-dated.

Repayment Following a Changein Owner ship

Medicaid-enrolled providers who sell or otherwise transfer their business or business assets are required to repay ForwardHealth
for any erroneous payments or overpayments made to them. If the previous owner does not repay ForwardHedlth for any
€rroneous payments or overpayments, the new owner's application will be denied.

If necessary, ForwardHealth will hold responsible for repayment the provider to whom atransfer of ownership is made prior to
the final transfer of ownership. The provider acquiring the business is responsible for contacting ForwardHealth to ascertain if they
are liable under this provision.

The provider acquiring the business is responsible for full repayment within 30 days after receiving such a notice from
ForwardHealth.

Providers may send inquiries about the determination of any pending liability to the following address:

Office of the Inspector General
PO Box 309
Madison WI 53701-0309

ForwardHealth has the authority to enforce these provisions within four years following the transfer of a business or business
assets. Refer to Wis. Stat. § 49.45(21) for complete information.

Automatic Recoupment Following a Change in Ownership

ForwardHealth will automatically recover payments made to providers whose enrollment has ended in the ForwardHealth system
due to a change in ownership. This automatic recoupment for previous owners occurs about 45 days after DHS is notified of the
change in ownership. The recoupment will apply to all claims processed with DOS after the provider's new end date.
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New Prior Authorization Requests Must Be Submitted After a Changein
Ownership

Medicaid-enrolled providers are required to submit new PA requests when there is a change in billing providers. New PA
requests must be submitted with the new billing provider's name and billing provider number. The expiration date of the new PA
request will remain the same as the original PA request.

The provider is required to send the following to ForwardHealth with the new PA request:

1 A copy of the original PA request, if possible
1 The new PA request, including the required attachments and supporting documentation indicating the new billing provider's
name, address, and billing provider number
1 A letter requesting to enddate the original PA request (may be a photocopy), which should include the following
information:
i The previous hilling provider's name and hilling provider number, if known
i The new billing provider's name and billing provider number
i Thereason for the change of billing provider (The new billing provider may want to verify with the member that the
services from the previous billing provider have ended. The new hilling provider may include this verification in the
[etter).
i Therequested effective date of the change

Submitting Claims After a Changein Ownership
The provider acquiring the business may submit claims with DOS on and after the change in ownership effective date.

Additional information on submission of timely filing requests or adjustment reconsideration requests is available.

How to Bill for a Hospital Stay That Spansa Change in Owner ship
When a change in hospital ownership occurs, use the NPI that is current on the date of discharge. For example: A changein

ownership occurs on July 1. A patient stay has DOS from June 26 to July 2. The hospital submits the claim using the NPI effective
July 1.

How to Bill for a Nursing Home Stay That Spans a Change in Owner ship
When a change in nursing home ownership occurs, use the NPI that is current on the date of discharge. For example: A changein

ownership occurs on July 1. A nursing home patient stay has DOS from June 26 to July 2. The nursing home submits the claim
using the NPI effective July 1.

For Further Questions

Providers with questions about changes in ownership may call Provider Services.

Topic #14317

Terminology to Know for Provider Enrollment

ForwardHealth adopted terminology due to the ACA, which is included in the following table. This terminology is useful to
providers during the provider enrollment and revalidation processes. Providers may refer to the Medicaid rule 42 CF.R. §s.
455,101 for more information.
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Terminology Definition
Agent Any person who has been delegated the authority to obligate or act on behalf of a provider.
Disclosing entity A Medicaid provider (other than an individual practitioner or group of practitioners) or afiscal agent.
Federd health care | Federal hedth care programsinclude Medicare, Medicaid, Title XX, and Title XXI.
programs
Other disclosing Any other Medicaid disclosing entity and any entity that does not participate in Medicaid but is required to
agent disclose certain ownership and control information because of participation in any of the programs

established under Title V, XVII, or XX of the Act. Thisincludes:

1 Any hospital, skilled nursing facility, home health agency, independent clinical laboratory, rena
disease facility, rura heath clinic, or HMO that participates in Medicare (Title XVIII)

1 Any Medicare intermediary or carrier

1 Any entity (other than an individua practitioner or group of practitioners) that furnishes, or arranges
for the furnishing of, health-related services for which it claims payment under any plan or program
established under Title V or XX of the Act

Indirect ownership  |An ownership interest in an entity that has an ownership interest in the disclosing entity. This term includes
an ownership interest in any entity that has an indirect ownership in the disclosing entity.

Managing employee | A general manager, business manager, administrator, director, or other individual who exercises
operational or manageria control over, or who directly or indirectly conducts the day-to-day operation of
an institution, organization, or agency.

Ownership interest  The possession of equity in the capital, the stock, or the profits of the disclosing entity.

Person with an A person or corporation for which one or more of the following applies:

ownership or control

interest '
1 Hasanindirect ownership interest equal to 5% or more in a disclosing entity

Has an ownership interest totaling 5% or more in a disclosing entity

1 Has acombination of direct and indirect ownership interest equal to 5% or more in a disclosing
entity

1 Owns an interest of 5% or more in any mortgage, deed of trust, note, or other obligation secured
by the disclosing entity if that interest equals at least 5% of the value of the property or asset of the
disclosing entity

1 Isan officer or director of a disclosing entity that is organized as a corporation

1 Isaperson in adisclosing entity that is organized as a partnership

Subcontractor 1 Anindividual, agency, or organization to which a disclosing entity has contracted or delegated some
of its management functions or responsibilities of providing medical care to its patients; or,
1 Anindividual, agency, or organization with which afiscal agent has entered into a contract,
agreement, purchase order, or lease (or leases of rea property) to obtain space, supplies,
equipment, or services provided under the Medicaid agreement.
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Re-enrollment Re-enrollment of a provider whose Medicaid enrollment has ended for any reason other than sanctions or
failure to revalidate may be re-enrolled as long as al licensure and enrollment requirements are met.
Providers should note that when they re-enroll, application fees and screening activities may apply. Re-
enrollment was formerly known as re-instate.

Revdidation All enrolled providers are required to revalidate their enrollment information every three years to continue
their participation with Wisconsin Medicaid. Revalidation was formerly known as recertification.

Note: Providers should note that the federal CM S requires revalidation at least every five years. However, Wisconsin Medicaid
revalidates providers every three years.
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Ongoing Responsibilities
Topic #220

Accommodating Members With Disabilities

All providers, including ForwardHealth providers, operating an existing public accommaodation have requirements under Title |11
of the Americans with Disabilities Act of 1990 (nhondiscrimination).

Topic #219

Civil Rights Compliance (Nondiscrimination)

Providers are required to comply with all federal laws relating to Title XIX of the Social Security Act and state laws pertinent to
ForwardHealth, including the following:

1 Title VI and VII of the Civil Rights Act of 1964
1 The Age Discrimination Act of 1975

1 Section 504 of the Rehabilitation Act of 1973

1 The ADA of 1990

The previoudly listed laws require that all health care benefits under ForwardHealth be provided on a nondiscriminatory basis. No
applicant or member can be denied participation in ForwardHealth or be denied benefits or otherwise subjected to discrimination
in any manner under ForwardHealth on the basis of race, color, national origin or ancestry, sex, religion, age, disability, or
association with a person with a disability.

Any of the following actions may be considered discriminatory treatment when based on race, color, national origin, disability, or
association with a person with a disability:

1 Denidl of aid, care, services, or other benefits

1 Segregation or separate treatment

1 Restriction in any way of any advantage or privilege received by others (There are some program restrictions based on
eligibility classifications.)

1 Treatment different from that given to others in the determination of digibility

1 Refusing to provide an oral language interpreter to persons who are considered LEP at no cost to the LEP individual in
order to provide meaningful access

1 Not providing trandlation of vital documents to the LEP groups who represent 5% or 1,000, whichever is smaller, in the
provider's area of service delivery

Note: Limiting practice by age is not age discrimination and specializing in certain conditions is not disability discrimination. For
further information, see 45 C.F.R. Part 91.

Providers are required to be in compliance with the previously mentioned laws as they are currently in effect or amended.
Providers who employ 25 or more employees and receive $25,000 or more annually in Medicaid reimbursement are also
required to comply with the Wisconsin DHS Affirmative Action and Civil Rights Compliance Plan requirements. Providers that
employ less than 25 employees and receive less than $25,000 annually in Medicaid reimbursement are required to comply by
submitting a Letter of Assurance and other appropriate forms.
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Providers without internet access may obtain copies of the DHS Affirmative Action and Civil Rights Compliance Plan (including
the Letter of Assurance and other forms) and instructions by calling the Affirmative Action and Civil Rights Compliance Officer at
608-266-9372. Providers may also write to the following address:

AA/CRC Office

1 W Wilson St Rm 561
PO Box 7850

Madison WI 53707-7850

For more information on the acts protecting members from discrimination, refer to the civil rights compliance information in the
Enrollment and Benefits booklet. The booklet is given to new ForwardHealth members by local county or tribal agencies.
Potential ForwardHealth members can request the booklet by calling Member Services.

Title VI of the Civil Rights Act of 1964

This act requires that all benefits be provided on a nondiscriminatory basis and that decisions regarding the provision of services
be made without regard to race, color, or national origin. Under this act, the following actions are prohibited, if made on the basis
of race, color, or national origin:

1 Denying services, financial aid, or other benefits that are provided as a part of a provider's program

1 Providing servicesin amanner different from those provided to others under the program

1 Aggregating or separately treating clients

1 Treating individuals differently in eligibility determination or application for services

1 Selecting a site that has the effect of excluding individuas

1 Denying an individual's participation as a member of a planning or advisory board

1 Any other method or criteria of administering a program that has the effect of treating or affecting individuasin a
discriminatory manner

TitleVII of the Civil Rights Act of 1964

This act prohibits differential treatment, based solely on a person's race, color, sex, national origin, or religion, in the terms and
conditions of employment. These conditions or terms of employment are failure or refusal to hire or discharge compensation and
benefits, privileges of employment, segregation, classification, and the establishment of artificial or arbitrary barriers to
employment.

Federal Rehabilitation Act of 1973, Section 504

This act prohibits discrimination in both employment and service delivery based solely on a person's disability.

This act requires the provision of reasonable accommodations where the employer or service provider cannot show that the
accommodeation would impose an undue hardship in the delivery of the services. A reasonable accommodation is a device or
service modification that will allow the disabled person to receive a provider's benefits. An undue hardship is a burden on the
program that is not equal to the benefits of allowing that handicapped person's participation.

A handicapped person means any person who has a physical or mental impairment that substantially limits one or more mgjor life
activities, has arecord of such an impairment, or is regarded as having such an impairment.

In addition, Section 504 requires "program accessibility," which may mean building accessihility, outreach, or other measures that
alow for full participation of the handicapped individual. In determining program accessibility, the program or activity will be
viewed in its entirety. In choosing a method of meeting accessibility requirements, the provider shall give priority to those methods
that offer a person who is disabled services that are provided in the most integrated setting appropriate.
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Americans With Disabilities Act of 1990

Under Title 111 of the ADA of 1990, any provider that operates an existing public accommodation has four specific requirements.

1. Remove barriers to make their goods and services available to and usable by people with disabilities to the extent that it is
readily achievable to do so (to the extent that needed changes can be accomplished without much difficulty or expense)

2. Provide auxiliary aids and services so that people with sensory or cognitive disabilities have access to effective means of
communication, unless doing so would fundamentally alter the operation or result in undue burdens

3. Modify any policies, practices, or procedures that may be discriminatory or have a discriminatory effect, unless doing so
would fundamentally ater the nature of the goods, services, facilities, or accommodations

4. Ensure that there are no unnecessary €ligibility criteria that tend to screen out or segregate individuals with disabilities or
limit their full and equal enjoyment of the place of public accommodation

Age Discrimination Act of 1975

The Age Discrimination Act of 1975 prohibits discrimination on the basis of age in programs and activities receiving federal
financial assistance. The Act, which applies to al ages, permits the use of certain age distinctions and factors other than age that
meet the Act's requirements.

Topic #198

Contracted Staff

Under afew circumstances (for example, persona care, case management services), providers may contract with non-Medicaid-
enrolled agencies for services. Providers are legally, programmatically, and fiscally responsible for the services provided by their
contractors and their contractors' services.

When contracting services, providers are required to ensure contracted agencies are qualified to provide services, meet all
ForwardHealth and program requirements, and maintain records in accordance with the requirements for the provision of
services.

Medicaid requirements do not relieve contracted agencies of their own regulatory requirements. Contracted agencies are required
to continue to meet their own regulatory requirements, in addition to ForwardHealth requirements.

Providers are also responsible for informing a contracted agency of ForwardHealth requirements. Providers should refer those
with whom they contract for servicesto ForwardHealth publications for program policies and procedures. ForwardHealth
references and publications include, but are not limited to, the following:

1 Wisconsin Administrative Code

1 ForwardHealth Updates

1 The Online Handbook
Providers should encourage contracted agencies to visit the ForwardHeal th Portal regularly for the most current information.

Topic #216

Examples of Ongoing Responsibilities

Responsihilities for which providers are held accountable are described throughout the Online Handbook. Medicaid-enrolled
providers have responsibilities that include, but are not limited to, the following:
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Providing the same level and quality of care to ForwardHealth members as private-pay patients

Complying with all state and federal laws related to ForwardHealth

Obtaining PA for services, when required

Notifying members in advance if a service is not covered by ForwardHealth and the provider intends to collect payment
from the member for the service

Maintaining accurate medical and hilling records

Retaining preparation, maintenance, medical, and financial records, along with other documentation, for a period of not less
than five years from the date of payment, except rural health clinic providers who are required to retain records for a
minimum of six years from the date of payment

Billing only for services that were actually provided

Allowing a member access to their records

Monitoring contracted staff

Accepting Medicaid reimbursement as payment in full for covered services

Keeping provider information (for example, address, business name) current

Notifying ForwardHealth of changesin ownership

Responding to Medicaid revalidation notifications

Safeguarding member confidentiality

Verifying member enrollment

Keeping up-to-date with changes in program requirements as announced in ForwardHealth publications

Topic #217

Keeping Information Current

Changes That Require ForwardHealth Notification

Providers are required to notify ForwardHealth of any changes to their demographic information, including the following, as they

occur:

Address(es) — practice location and related information, mailing, PA, and/or financia

Note: Health care providers who are federally required to have an NPl are cautioned that changes to their practice location
address on file with ForwardHealth may alter their zip+4 code information that is required on transactions.

Business name

Contact name

Federal Tax ID number (IRS number)
Group afiliation

Licensure

NPI

Ownership
Professional certification

Provider specialty
Supervisor of nonbilling providers

Taxonomy code
Telephone number, including area code

Failure to notify ForwardHealth of changes may result in the following:

Child Care Coordination

Incorrect reimbursement
Misdirected payment
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1 Claim denid
1 Suspension of payments or cancellation of provider fileif provider mail is returned to ForwardHealth for lack of a current
address

Entering new information on a claim form or PA request is not adequate notification of change.

Notifying ForwardHealth of Changes

Providers can notify ForwardHealth of changes using the demographic maintenance toal.

Providers Enrolled in Multiple Programs

If demographic information changes, providers enrolled in multiple programs (for example, Wisconsin Medicaid and WCDP) will
need to change the demographic information for each program. By toggling between accounts using the Switch Organization
function of the Portal, providers who have a Portal account for each program can change their information for each program using
the demographic maintenance tool. The Account User Guide provides specific information about switching organizations.

ProvidersLicensed or Certified by the Division of Quality Assurance

Providers licensed or certified by the DQA are required to notify the DQA of changesto physical address, changes of ownership,
and facility closures by emailing Lisa.lmhof@dhs.wisconsin.gov.

Topic #577

L egal Framework

The following laws and regulations provide the legal framework for BadgerCare Plus, Medicaid, and Wisconsin Well Woman
Medicaid:

1 Federal Law and Regulation:
i Law — United States Social Security Act; Title XIX (42 US Code ss. 1396 and following) and Title X XI
i Regulation — Title 42 C.F.R. Parts 430-498 and Parts 1000-1008 (Public Health)

1 Wisconsin Law and Regulation:
i Law — Wis. Stat. 88§ 49.43-49.499, 49.665, and 49.473

Laws and regulations may be amended or added at any time. Program requirements may not be construed to supersede the
provisions of these laws and regulations.

The information included in the ForwardHealth Portal applies to BadgerCare Plus, Medicaid, and Wisconsin Well Woman
Medicaid. BadgerCare Plus, Medicaid, and Wisconsin Well Woman Medicaid are administered by the Wisconsin DHS. Within
DHS, DMSis directly responsible for managing these programs.

Topic #959

Wisconsin Stat. 8 49.46(2)(b)12m provides the legal framework for CCC services.

Wisconsin Medicaid added the CCC benefit under the authority of 1995 Wisconsin Act 303. The benefit extends Medicaid
PNCC services to include CCC services for membersin Milwaukee County.

Topic #17097

Published Policy Through July 31, 2025

Child Care Coordination Page 38 of 210



Wisconsin Medicaid

L icensur e Information

Licensed providers are required to keep al licensure information, including license number, grant and expiration dates, and
physica location as applicable (for example, hospital providers), current with ForwardHealth.

If providers do not keep their licensure information, including their license number, current with ForwardHealth, any of the
following may occur:

1 Providers' enrollment may be deactivated. As aresult, providers would not be able to submit claims or PA requests or be
able to function as prescribing/referring/ordering providers, if applicable, until they update their licensure information.

1 Providers may experience alapse in enrollment. If alapse occurs, providers may need to re-enroll, which may result in
another application fee being assessed.

Providers may change the grant and expiration dates for their current license(s) and enter information for a new license(s), such as
the license number, licensing state, and grant and expiration dates, using the demographic maintenance tool. After entering
information for their new license(s), some providers (for example, out-of-state providers) will also be required to upload a copy of
their license using the demographic maintenance tool. Provided licensure information must correspond with the information on file
with the applicable licensing authority.

In some cases, ForwardHealth will need to verify licensure information with the applicable licensing authority, which may take up
to 10 business days after submission. Providers updating their license information should plan accordingly so that they do not
experience any of the indicated interruptions in enrollment. If provided licensure information (for example, grant and expiration
dates) does not correspond with the licensing authority's information, the licensing authority's information will be retained and will
display in the demographic maintenance tool once verified by ForwardHealth.

Topic #15157

Recovery Audit Contractor Audits

The ACA requires states to establish an RAC program to enable the auditing of Medicaid claim payments to providers. In
Wisconsin, the RAC will audit claim payments from Wisconsin Medicaid and BadgerCare Plus. The Wisconsin DHS has
awarded the contract to HMS as the RAC for the state of Wisconsin.

Note: The RAC will not audit claims submitted for Family Planning Only Services, SeniorCare, WCDP, the WWWP, and
HDAP.

The overdl goal of the RAC program isto identify and decrease improper payments. The audits will ensure that payments are for
services covered under the programs in which the member was enrolled and that the services were actually provided and properly
billed and documented. The audits are being conducted under Generally Accepted Government Auditing Standards.

Providers will be selected for audits based on data analysis by the RAC and referrals by state agencies. The RAC will ensure that
its audits neither duplicate state audits of the same providers nor interfere with potential law enforcement investigations.

Providers who receive a notification regarding an audit should follow the instructions as outlined in the notification within the
requested time frames.

Affected Providers

Any provider may be audited, including, but not limited to, fee-for-service providers, institutional and non-institutional providers,
aswell as managed care entities.
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Additional Information

Any questions regarding the RAC program should be directed to HMS at 855-699-6289. Refer to the RAC website for
additional information regarding HMS RAC activities.

Topic #13277

Reporting Suspected Waste, Fraud, and Abuse

The Wisconsin DHS OIG investigates fraud and abuses including, but not limited to, the following:

1 Billing Medicaid for services or equipment that were not provided

1 Submitting false applications for a DHS-funded assistance program such as Medicaid, BadgerCare Plus, WIC, or
FoodShare

1 Trafficking FoodShare benefits

1 Crime, misconduct, and/or mismanagement by a DHS employee, official, or contractor

Those who suspect fraudulent activity in Medicaid programs are required to notify the OIG if they have reason to believe that a
person is misusing or abusing any DHS health care program or the ForwardHealth identification card.

Wisconsin Stat. § 49.49 defines actions that represent member misuse or abuse of benefits and the resulting sanctions that may be
imposed. Providers are under no obligation to inform the member that they are misusing or abusing their benefits. A provider may
not confiscate a ForwardHealth card from a member in question.

Reporting Suspected Fraud and Abuse

Those who suspect any form of fraud, waste, or abuse of a program by providers, trading partners, billing services, agencies, or
recipients of any government assistance program are required to report it. Those reporting allegations of fraud and abuse may
remain anonymous. However, not providing contact information may prevent OIG from fully investigating the complaint if
questions arise during the review process.

If a provider suspects that someone is committing fraudulent activities or is misusing his or her ForwardHealth card, the provider is
required to notify ForwardHealth by one of the following methods:

1 Going to the OIG fraud and abuse reporting website
1 Calling the DHS fraud and abuse hotline at 877-865-3432

The following information is helpful when reporting fraud and abuse:

1 A description of the fraud, waste, and/or abuse, including the nature, scope, and timeframe of the activity in question (The
description should include sufficient detail for the complaint to be evaluated.)

1 The names and dates of birth (or approximate ages) of the people involved, as well as the number of occurrences and
length of the suspected activity

1 The names and date(s) of other people or agencies to which the activity may have been reported

After the allegation is received, DHS OIG will evaluate it and take appropriate action. If the name and contact information of the
person reporting the allegation was provided, the OIG may be in contact to verify details or ask for additional information.
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Documentation

Topic #6277

1099 Miscellaneous Forms

ForwardHealth generates the 1099 Miscellaneous form in January of each year for earnings greater than $600, per IRS
regulations. One 1099 Miscellaneous form per financial payer and per tax identification number is generated, regardless of how
many provider IDs or NPIs share the same tax identification number. For example, a provider who conducts business with both
Medicaid and WCDP will receive separate 1099 Miscellaneous forms for each program.

The 1099 Miscellaneous forms are sent to the address designated as the 1099 mailing address.

Topic #1640

Availability of Recordsto Authorized Personnel

Wisconsin DHS has the right to inspect, review, audit, and reproduce provider records pursuant to Wis. Admin. Code § DHS
106.02(9)(€). DHS periodically requests provider records for compliance audits to match information against ForwardHealth's
information on paid claims, PA requests, and enrollment. These records include, but are not limited to, medical/clinical and
financial documents. Providers are obligated to ensure that the records are released to an authorized DHS staff member(s).

If Wisconsin Medicaid requires a provider to submit hard copies of records instead of scanning or accepting electronic records
during a compliance audit, DHS reimburses providers $0.06 per page. A letter of request for records from DHS will be sent to a
provider when records are required, with instructions on how to submit records electronically or if physical records are required.

Reimbursement is not made for other reproduction costs included in the provider agreement between DHS and a provider, such
as reproduction costs for submitting PA reguests and claims.

Also, state-contracted MCOs, including HMOs and SSI HMOs, are not reimbursed for the reproduction costs covered in their
contract with DHS.

The reproduction of records requested by the PRO under contract with DHS is reimbursed at a rate established by the PRO.

Topic #200

Confidentiality and Proper Disposal of Records

ForwardHealth supports member rights regarding the confidentiaity of health care and other related records, including an
applicant or member's billing information or medical claim records. An applicant or member has a right to have this information
safeguarded, and the provider is obligated to protect that right. Use or disclosure of any information concerning an applicant or
member (including an applicant or member's billing information or medical claim records) for any purpose not connected with
program administration is prohibited unless authorized by the applicant or member (program administration includes contacts with
third-party payers that are necessary for pursuing third-party payment and the release of information as ordered by the court).

Federal HIPAA Privacy and Security regulations establish requirements regarding the confidentiality and proper disposal of health
care and related records containing PHI. These requirements apply to al providers (who are considered "covered entities') and
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their business associates who create, retain, and dispose of such records.

For providers and their business partners who are not subject to HIPAA, Wisconsin confidentiality laws have similar requirements
pertaining to proper disposal of health care and related records.

HIPAA Privacy and Security Regulations
Definition of Protected Health | nfor mation

As defined in the HIPAA privacy and security regulations, PHI is protected health information (including demographic
information) that:

1 Iscreated, received, maintained, or transmitted in any form or media.

1 Relates to the past, present, or future physical or menta health or condition of an individual, the provision of health care to
an individual, or the payment for the provision of health care to an individual.

1 Identifies the individual or provides a reasonable basis to believe that it can be used to identify the individual .

A member's name combined with their member identification number or Social Security number is an example of PHI.
Requirements Regarding " Unsecured" Protected Health Information

Title X111 of the American Recovery and Reinvestment Act of 2009 (also known as the HITECH Act) included a provision that
significantly expanded the scope, penalties, and compliance challenges of HIPAA. This provision imposes new reguirements on
covered entities and their business associates to notify patients, the federal government, and the media of breaches of "unsecured"
PHI (refer to 45 C.F.R. Parts 160 and 164 and § 13402 of the HITECH Act).

Unsecured PHI is PHI that has not been rendered unusable, unreadable, or indecipherable to unauthorized individuals through the
use of physical destruction approved by the U.S. HHS. According to HHS, destruction is the only acceptable method for
rendering PHI unusable, unreadable, or indecipherable.

As defined by federal law, unsecured PHI includes information in any medium, not just electronic data.
Actions Required for Proper Disposal of Records

Under the HIPAA privacy and security regulations, health care and related records containing PHI must be disposed of in such a
manner that they cannot be reconstructed. This includes ensuring that the PHI is secured (for example, rendered unusable,
unreadable, or indecipherable) prior to disposal of the records.

To secure PHI, providers and their business associates are required to use one of the following destruction methods approved by
the HHS:

1 Paper, film, labels, or other hard copy media should be shredded or destroyed such that the PHI cannot be read or
otherwise reconstructed.

1 Electronic media should be cleared, purged, or destroyed such that the PHI cannot be retrieved according to National
Institute of Standards and Technology Special Publication 800-88, Guidelines for Media Sanitization, which can be found
on the NIST website.

For more information regarding securing PHI, providers may refer to Health Information Privacy on the HHS website.

Wisconsin Confidentiality L aws

Wis. Stat. § 134.97 requires providers and their business partners who are not subject to HIPAA regulations to comply with
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Wisconsin confidentiality laws pertaining to the disposal of health care and related records containing PHI.

Wis. Stat. § 146.836 specifies that the requirements apply to "all patient health care records, including those on which written,
drawn, printed, spoken, visual, electromagnetic or digital information is recorded or preserved, regardless of physical form or
characteristics." Paper and electronic records are subject to Wisconsin confidentiality laws.

" Personally Identifiable Data" Protected
According to Wis. Stat. § 134.97(1)(e), the types of records protected are those containing “personally identifiable data.”

As defined by the law, personally identifiable data is information about an individua's medica condition that is not considered to
be public knowledge. This may include account numbers, customer numbers, and account balances.

Actions Required for Proper Disposal of Records

Health care and related records containing personaly identifiable data must be disposed of in such a manner that no unauthorized
person can access the personal information. For the period of time between a record's disposal and its destruction, providers and
their business partners are required to take actions that they reasonably believe will ensure that no unauthorized person will have
access to the personally identifiable data contained in the record.

Businesses Affected

Wis. Stat.88 134.97 and 134.98, governing the proper disposal of health care and related records, apply to medical businesses
aswell asfinancial ingtitutions and tax preparation businesses. For the purposes of these requirements, amedical businessis any
for-profit or nonprofit organization or enterprise that possesses information — other than personnel records — relating to a
person's physical or mental health, medical history, or medical treatment. Medical businesses include sole proprietorships,
partnerships, firms, business trusts, joint ventures, syndicates, corporations, limited liability companies, or associates.

Continuing Responsibilitiesfor All Providers After Ending Participation

Ending participation in a ForwardHealth program does not end a provider's responsibility to protect the confidentiality of health
care and related records containing PHI.

Providers who no longer participate in a ForwardHealth program are responsible for ensuring that they and their business
associates/partners continue to comply with all federal and state laws regarding protecting the confidentiality of members PHI.
Once record retention requirements expire, records must be disposed of in such a manner that they cannot be reconstructed —
according to federal and state regulations — in order to avoid penalties.

All ForwardHealth providers and their business associates/partners who cease practice or go out of business should ensure that
they have policies and procedures in place to protect al health care and related records from any unauthorized disclosure and use.

Penaltiesfor Violations

Any covered entity provider or provider's business associate who violates federal HIPAA regulations regarding the confidentiality
and proper disposal of health care and related records may be subject to criminal and/or civil pendties, including any or al of the
following:

1 Fines up to $1.5 million per calendar year
1 Jal time
1 Federal HHS Office of Civil Rights enforcement actions

For entities not subject to HIPAA, Wis. Stat. § 34.97(4) imposes penalties for violations of confidentiality laws. Any provider or
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provider's business partner who violates Wisconsin confidentiality laws may be subject to fines up to $1,000 per incident or
occurrence.

For more specific information on the penalties for violations related to members' health care records, providers should refer to §
13410(d) of the HITECH Act, which amends 42 USC § 1320d-5, and Wis. Stat. 8§ 134.97(3), (4) and 146.84.

Topic #928

Electronic

Records kept electronically are subject to the same requirements as those maintained on paper. In addition, the following
requirements apply to electronic documentation:

1 Providers are reguired to have a paper or electronic back-up system for electronic documentation. This could include
having files saved on disk or CD in case of computer failure.

1 For audits conducted by the DM, providers are required to produce paper copies of electronic records upon request.

1 Providers are reguired to have safeguards to prevent unauthorized access to the records.

Providers are required to have the signature of the individual performing each service and maintain each signature in their records.
Thisindividual is referred to as the "performer.”

Topic #201

Financial Records

According to Wis. Admin. Code 8 DHS 106.02(9)(c), a provider is required to maintain certain financial records in written or
electronic form.

Topic #202

M edical Records

A dated clinician's signature must be included in all medical notes. According to Wis. Admin. Code § DHS 106.02(9)(h), a
provider is required to include certain written documentation in a member's medical record.

Topic #199

Member Accessto Records

Providers are required to allow members access to their health care records, including those related to ForwardHealth services,
maintained by a provider in accordance with Wisconsin Statutes, excluding billing statements.

Feesfor Health Care Records

Per Wis. Stat. § 146.83, providers may charge a fee for providing one set of copies of health care records to members who are
enrolled in Wisconsin Medicaid or BadgerCare Plus programs on the date of the records request. This applies regardless of the
member's enrollment status on the DOS contained within the health care records.

Per Wis. Stat. § 146.81(4), health care records are all records related to the health of a patient prepared by, or under the
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supervision of, a health care provider.

Providers are limited to charging members enrolled in state-funded health care programs 25% of the applicable fees for providing
one set of copies of the member's health care records.

Note: A provider may charge members 100% of the applicable fees for providing a second or additional set of copies of the
member's health care records.

Wisconsin DHS adjusts the amounts a provider may charge for providing copies of a member's health care records yearly per

Wis. Stat. § 146.83(3f)(0).

Topic #16157

Policy Requirementsfor Use of Electronic Signatureson
Electronic Health Records

For ForwardHealth policy areas where a signature is required, electronic signatures are acceptable as long as the signature meets
the requirements. When ForwardHealth policy specifically states that a handwritten signature is required, an electronic signature
will not be accepted. When ForwardHealth policy specificaly states that a written signature is required, an electronic signature will
be accepted.

Reimbursement for services paid to providers who do not meet all electronic signature requirements may be subject to
recoupment.

Electronic Signatur e Definition

An electronic signature, as stated in Wis. Stat. § 137.11(8), is "an electronic sound, symbol, or process attached to or logically
associated with a record and executed or adopted by a person with the intent to sign the record.”

Some examples include:
1 Typed name (performer may type their complete name)
1 Number (performer may type a number unique to them)

1 Initials (performer may type initias unique to them)

All examples above must also meet all of the electronic signature requirements.

Benefits of Using Electronic Signatures
The use of electronic signatures will alow providers to:

1 Save time by streamlining the document signing process.
1 Reduce the costs of postage and mailing materials.

1 Maintain the integrity of the data submitted.
1 Increase security to aid in non-repudiation.

Electronic Signature Requirements

By following the general electronic signature requirements below, the use of electronic signatures provides a secure alternative to
written signatures. These requirements align with HIPAA Privacy Rule guidelines.
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General Requirements

When using an electronic signature, all of the following requirements must be met:

The electronic signature must be under the sole control of the rendering provider. Only the rendering provider or designee
has the authority to use the rendering provider's electronic signature. Providers are required to maintain documentation that
shows the electronic signature that belongs to each rendering provider if a numbering or initial system is used (for example,
what number is assigned to a specific rendering provider). This documentation must be kept confidential.

The provider is required to have current policies and procedures regarding the use of electronic signatures. Wisconsin DHS
recommends the provider conduct an annual review of policies and procedures with those using electronic signatures to
promote ongoing compliance and to address any changes in the policies and procedures.

The provider is required to conduct or review a security risk analysis in accordance with the requirements under 45 C.F.R.
S. 164.308(a)(1).

The provider is required to implement security updates as necessary and correct identified security deficiencies as part of its
risk management process.

The provider is required to establish administrative, technical, and physical safeguards in compliance with the HIPAA
Security Rule.

Electronic Health Record Signature Requirements

An EHR that utilizes electronic signatures must meet the following requirements:

The certification and standard criteria defined in the Health Information Technology Initial Set of Standards, |mplementation
Specifications, Certification Criteria for Electronic Hedth Record Technology Final Rule (45 C.F.R. Part 170) and any
revisions including, but not limited to, the following:

i Assign a unique name and/or number for identifying, tracking user identity, and establishing controls that permit only
authorized users to access electronic health information.

i Record actions related to electronic health information according to the standard set forth in 45 C.F.R. s. 170.210.

i Enable auser to generate an audit log for a specific time period. The audit log must also have the ahility to sort
entries according to any of the elements specified in the standard 45 C.F.R. s. 170.210.

i Verify that a person or entity seeking access to electronic health information is the one claimed and is authorized to
access such information.

i Record the date, time, patient identification, and user identification when electronic health information is created,
modified, accessed, or deleted. An indication of which action(s) occurred and by whom must also be recorded.

i Use ahashing algorithm with a security strength equal to or greater than SHA-1 as specified by the NIST in FIPS
PUB 180-3 (October 2008) to verify that electronic health information has not been altered. (Providers unsure
whether or not they meet this guideline should contact their IT and/or security/privacy anayst.)

Ensure the EHR provides:

i Nonrepudiation (assurance that the signer cannot deny signing the document in the future).

i User authentication (verification of the signer'sidentity at the time the signature was generated).

i Integrity of electronically signed documents (retention of data so that each record can be authenticated and attributed
to the signer).

i Message integrity (certainty that the document has not been altered since it was signed).

; Capability to convert electronic documents to paper copy. (The paper copy must indicate the name of the individual
who electronically signed the form as well as the date electronically signed.)

Ensure electronically signed records created by the EHR have the same back-up and record retention requirements as
paper records.

Topic #203

Preparation and Maintenance of Records

Child Care Coordination
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All providers who receive payment from Wisconsin Medicaid, including state-contracted MCQOs, are required to maintain records
that fully document the basis of charges upon which al claims for payment are made, according to Wis. Admin. Code § DHS
106.02(9)(a). This required maintenance of records is typically required by any third-party insurance company and is not unique
to ForwardHealth.

Topic #204

Record Retention

Providers are required to retain documentation, including medical and financial records, for a period of not less than five years
from the date of payment, except RHCs, which are required to retain records for a minimum of six years from the date of
payment.

According to Wis. Admin. Code § DHS 106.02(9)(d), providers are required to retain al evidence of billing information.

Ending participation as a provider does not end a provider's responsibility to retain and provide access to fully maintained records
unless an aternative arrangement of record retention and maintenance has been established.

Maintaining Confidentiality of Records

Ending participation in a ForwardHealth program does not end a provider's responsibility to protect the confidentiality of health
care and related records containing PHI.

Providers who no longer participate in a ForwardHealth program are responsible for ensuring that they and their business
associates/partners continue to comply with all federal and state laws regarding protecting the confidentiality of members PHI.
Once record retention requirements expire, records must be disposed of in such a manner that they cannot be reconstructed—
according to federal and state regulations—in order to avoid penalties. For more information on the proper disposal of records,
refer to Confidentiality and Proper Disposal of Records.

All ForwardHealth providers and their business associates/partners who cease practice or go out of business should ensure that
they have policies and procedures in place to protect al health care and related records from any unauthorized disclosure and use.

Reviews and Audits

Wisconsin DHS periodically reviews provider records. DHS has the right to inspect, review, audit, and photocopy the records.
Providers are required to permit access to any requested record(s), whether in written, electronic, or micrographic form.

Topic #205

Records Requests

Requests for billing or medical claim information regarding services reimbursed by Wisconsin Medicaid may come from a variety
of individuals including attorneys, insurance adjusters, and members. Providers are required to notify ForwardHealth when
releasing billing information or medical claim records relating to charges for covered services except in the following instances:

1 When the member isadual eligible (for example, member is eligible for both Medicare and Wisconsin Medicaid or
BadgerCare Plus) and is requesting materials pursuant to M edicar e regulations.

1 When the provider is attempting to exhaust all existing health insurance sources prior to submitting claims to
ForwardHealth.
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Request From a Member or Authorized Person

If the request for a member's billing information or medical claim records is from a member or authorized person acting on behalf
of amember, the provider is required to do the following:

1. Send acopy of the requested hilling information or medical claim records to the requestor.
2. Send aletter containing the following information to ForwardHeal th:

1 Member's name

1 Member's ForwardHealth identification number or SSN, if available

1 Member's DOB

1 DOS
1 Entity requesting the records, including name, address, and telephone number

The letter must be sent to the following address:

Wisconsin Casuaty Recovery — HMS
Ste 100

5615 Highpoint Dr

Irving TX 75038-9984

Request From an Attorney, | nsurance Company, or Power of Attorney

If the request for a member's hilling information or medical claim records is from an attorney, insurance company, or power of
attorney, the provider is required to do the following:

1. Obtain arelease signed by the member or authorized representative.

2. Furnish the requested materia to the requester, marked BILLED TO FORWARDHEALTH or TOBE BILLED TO
FORWARDHEALTH, with a copy of the release signed by the member or authorized representative. Approva from
ForwardHealth is not necessary.

3. Send acopy of the material furnished to the requestor, along with a copy of their original request and medical authorization
release to:

Wisconsin Casualty Recovery — HMS
Ste 100

5615 Highpoint Dr

Irving TX 75038-9984

Request for Information About a Member Enrolled in a State-Contracted
Managed Care Organization

If the request for a member's billing information or medical claim recordsis for amember enrolled in a state-contracted MCO, the
provider is required to do the following:

1. Obtain arelease signed by the member or authorized representative.
2. Send acopy of the letter requesting the information, along with the release signed by the member or authorized
representative, directly to the MCO.

The MCO makes most benefit payments and is entitled to any recovery that may be available.

Request for a Statement From a Dual Eligible
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If the request is for an itemized statement from a dual eligible, pursuant to HR 2015 (Balanced Budget Act of 1997) § 4311, a
dual digible has the right to request and receive an itemized statement from their Medicare-enrolled health care provider. The Act
requires the provider to furnish the requested information to the member. The Act does not require the provider to notify
ForwardHealth.

Topic #1646

Release of Billing Information to Government Agencies

Providers are permitted to release member information without informed consent when a written request is made by Wisconsin
DHS or the federal HHS to perform any function related to program administration, such as auditing, program monitoring, and
evaluation.

Providers are authorized under Wisconsin Medicaid confidentiality regulations to report suspected misuse or abuse of program
benefitsto DHS, as well asto provide copies of the corresponding patient health care records.
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Provider Rights

Topic #208

A Comprehensive Overview of Provider Rights

Medicaid-enrolled providers have certain rights including, but not limited to, the following:

1 Limiting the number of members they serve in a nondiscriminatory way.

1 Ending participation in Wisconsin Medicaid.

1 Applying for a discretionary waiver or variance of certain rules identified in Wisconsin Administrative Code.

1 Collecting payment from a member under limited circumstances.

1 Refusing services to a member if the member refuses or fails to present a ForwardHealth identification card. However,
possession of a ForwardHealth card does not guarantee enrollment (for example, the member may not be enrolled, may be
enrolled only for limited benefits, or the ForwardHealth card may be invalid). Providers may confirm the current enrollment
of the member by using one of the EV S methods, including calling Provider Services.

Topic #207

Ending Participation

Providers other than home health agencies and nursing facilities may terminate participation in ForwardHealth according to Wis.
Admin. Code § DHS 106.05.

Providers choosing to withdraw should promptly notify their members to give them ample time to find another provider.
When withdrawing, the provider is required to do the following:

1 Provide awritten notice of the decision at least 30 days in advance of the termination.
1 Indicate the effective date of termination.

Providers will not receive reimbursement for nonemergency services provided on and after the effective date of termination.
Voluntary termination notices can be sent to the following address:

Wisconsin Medicaid
Provider Enrollment
313 Blettner Blvd

Madison WI 53784

If the provider fails to specify an effective date in the notice of termination, ForwardHealth may terminate the provider on the date
the notice is received.

Topic #209
Hearing Requests

A provider who wishes to contest a Wisconsin DHS action or inaction for which due processis required under Wis. Stat. ch.
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DHS 227, may request a hearing by writing to the DHA.

A provider who wishes to contest DM S's notice of intent to recover payment (for example, to recoup for overpayments
discovered in an audit by DMS) is required to request a hearing on the matter within the time period specified in the notice. The
request, which must be in writing, should briefly summarize the provider's basis for contesting DHS's decision to withhold
payment.

Refer to Wis. Admin. Code ch. DHS 106 for detailed instructions on how to file an appeal.

If atimely request for a hearing is not received, DHS may recover those amounts specified in its original notice from future
amounts owed to the provider.

Note: Providers are not entitled to administrative hearings for billing disputes.

Topic #210

Limiting the Number of Members

If providers choose to limit the number of members they see, they cannot accept a member as a private-pay patient. Providers
should instead refer the member to another ForwardHealth provider.

Persons applying for or receiving benefits are protected against discrimination based on race, color, national origin, sex, religion,
age, disability, or association with a person with a disability.

Topic #206

Requesting Discretionary Waiversand Variances

In rare instances, a provider or member may apply for, and DM Swill consider applications for, a discretionary waiver or variance

discretionary waiver or variance are included in Wis. Admin. Code § DHS 106.13.

Waivers and variances are not available to permit coverage of servicesthat are either expressly identified as noncovered or are
not expressly mentioned in Wis. Admin. Code ch. DHS 107.

Requirements

A request for awaiver or variance may be made at any time; however, al applications must be made in writing to DMS. All
applications are required to specify the following:

1 The rule from which the waiver or variance is requested.

1 Thetime period for which the waiver or variance is requested.

1 If therequest is for a variance, the specific aternative action proposed by the provider.

1 The reasons for the request.

1 Justification that all requirements for a discretionary waiver or variance would be satisfied.

DMS may also require additional information from the provider or the member prior to acting on the request.

Application
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DMS may grant a discretionary waiver or variance if it finds that all of the following requirements are met:

1 Thewaiver or variance will not adversely affect the health, safety, or welfare of any member.

1 Either the strict enforcement of a requirement would result in unreasonable hardship on the provider or on a member, or an
aternativeto aruleisin the interests of better care or management. An alternative to a rule would include a new concept,
method, procedure or technique, new equipment, new personnel qualifications, or the implementation of a pilot project.

1 Thewaiver or variance is consistent with all applicable state and federal statutes and federal regulations.

1 Federa financia participation is available for al services under the waiver or variance, consistent with the Medicaid state
plan, federal CM S, and other applicable federal program requirements.

1 Services relating to the waiver or variance are medically necessary.

To apply for adiscretionary waiver or variance, providers are required to send their application to the following address:

Division of Medicaid Services
Waivers and Variances

PO Box 309

Madison WI 53701-0309
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Sanctions

Topic #211

| nter mediate Sanctions

According to Wis. Admin. Code § DHS 106.08(3), Wisconsin DHS may impose intermediate sanctions on providers who violate
certain requirements. Common examples of sanctions that DHS may apply include the following:

Review of the provider's claims before payment

Referral to the appropriate peer review organization, licensing authority, or accreditation organization
Restricting the provider's participation in BadgerCare Plus

Requiring the provider to correct deficiencies identified in a DHS audit

Prior to imposing any alternative sanction under this section, DHS will issue a written notice to the provider in accordance with
Wis. Admin. Code § DHS 106.12.

Any sanction imposed by DHS may be appealed by the provider under Wis. Admin. Code 8 DHS 106.12. Providers may appeal
asanction by writing to DHA.

Topic #212

lnvoluntary Termination

Wisconsin DHS may suspend or terminate the Medicaid enrollment of any provider according to Wis. Admin. Code § DHS
106.06.

The suspension or termination may occur if both of the following apply:

1 DHSfinds that any of the grounds for provider termination are applicable.
1 The suspension or termination will not deny members access to services.

Reasonable notice and an opportunity for a hearing within 15 days will be given to each provider whose enrollment is terminated
by DHS. Refer to Wis. Admin. Code 8 DHS 106.07 for detailed information regarding possible sanctions.

In cases where Medicare enrollment is required as a condition of enrollment with Wisconsin Medicaid, termination from Medicare
results in automatic termination from Wisconsin Medicaid.

Topic #213

Sanctionsfor Collecting Payment From Members

Under state and federal laws, if a provider inappropriately collects payment from an enrolled member, or authorized person acting
on behalf of the member, that provider may be subject to program sanctions including termination of Medicaid enrollment. In
addition, the provider may aso be fined not more than $25,000, or imprisoned not more than five years, or both, pursuant to 42
USC § 1320a-7b(d) or Wis. Stat. § 49.49(3m).
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There may be narrow exceptions on when providers may collect payment from members.

Topic #214

Withholding Payments

Wisconsin DHS may withhold full or partial Medicaid provider payments without prior notification if, as the result of any review or
audit, DHS finds reliable evidence of fraud or willful misrepresentation.

Reliable evidence of fraud or willful misrepresentation includes, but is not limited to, the filing of criminal charges by a prosecuting
attorney against the provider or one of the provider's agents or employees.

DHS s required to send the provider a written notice within five days of taking this action. The notice will generally set forth the
allegations without necessarily disclosing specific information about the investigation.
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Provider Numbers

Topic #3421

Provider |dentification

Health Care Providers

Health care providers are required to indicate an NPI on enrollment applications and electronic and paper transactions submitted
to ForwardHealth.

The NPI is a 10-digit number obtained through the NPPES.

Providers should ensure that they have obtained an appropriate NPI prior to beginning their enrollment application. There are two
kinds of NPIs:

1 Entity Type 1 NPIs are for individuals who provide health care, such as physicians, dentists, and chiropractors.
1 Entity Type 2 NPIs are for organizations that provide health care, such as hospitals, group practices, pharmacies, and home
health agencies.

It is possible for a provider to qualify for both Entity Type 1 and Entity Type 2 NPIs. For example, an individual physical therapist
may also be the owner of atherapy group that is a corporation and have two Wisconsin Medicaid enrollments — one enrollment
asan individual physical therapist and the other enrollment as the physical therapy group. A Type 1 NPI for theindividua
enrollment and a Type 2 NPI for the group enrollment are required.

NPIs and classifications may be viewed on the NPPES website. The federal CM S website includes more information on Type 1
and Type 2 NPIs.

Health care providers who are federally required to have an NPI are responsible for obtaining the appropriate certification for
their NPI.

Non-Healthcare Providers

Non-healthcare providers, such as SMV providers, personal care agencies, and blood banks, are exempt from federal NP
requirements. Providers exempt from federal NPI requirements are assigned a Medicaid provider number once their enrollment
application is accepted; they are required to indicate this Medicaid provider number on electronic and paper transactions
submitted to ForwardHealth.

Topic #5096

Taxonomy Codes

Taxonomy codes are standard code sets used to provide information about provider type and specialty for the provider's
enrollment. ForwardHealth uses taxonomy codes as additional data for correctly matching the NPI to the provider file.

Providers are required to use a taxonomy code when the NPI reported to ForwardHealth corresponds to multiple enrollments
and the provider's practice location zip+4 code does not uniquely identify the provider.
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Providers are allowed to report multiple taxonomy codes to ForwardHealth as long as the codes accurately describe the provider
type and specialty for the provider's enrollment. When doing business with ForwardHealth, providers may use any one of the
reported codes. Providers who report multiple taxonomy codes will be required to designate one of the codes as the primary
taxonomy code; ForwardHealth will use this primary code for identification purposes.

Providers who wish to change their taxonomy code or add additiona taxonomy codes may do so using the demographic
maintenance tool. Most taxonomy code changes entered through the demographic maintenance tool will take effect in real time;
providers may use the new codes immediately on transactions.

Omission of ataxonomy code when it is required as additional data to identify the provider will cause claims and other
transactions to be denied or delayed in processing.

Note: Taxonomy codes do not change provider enrollment or affect reimbursement terms.

Topic #5097

ZIP Code

The zip code of a provider's practice location address on file with ForwardHealth must be a zip+4 code. The zip+4 code helps to
identify a provider when the NPl reported to ForwardHealth corresponds to multiple enrollments and the reported taxonomy
code does not uniquely identify the provider.

When a zip+4 codeis required to identify a provider, omission of it will cause claims and other transactions to be denied or
delayed in processing.

Providers may verify the zip+4 code for their address on the U.S. Postal Service website.
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Archive Date:08/01/2025

Covered and Noncovered Services:Noncovered Services

Topic #68

Definition of Noncover ed Services

A noncovered service is a service, item, or supply for which reimbursement is not available. Wis. Admin. Code § DHS 101.03
(103) and Wis. Admin. Code ch. 107 contain more information about noncovered services. In addition, Wis. Admin. Code §
DHS 107.03 contains a general list of noncovered services.

Topic #104

Member Payment for Noncovered Services

A provider may collect payment from a member for noncovered services if certain conditions are met.

Providers may not collect payment from a member (or authorized person acting on behaf of the member) for certain noncovered
services or activities provided in connection with covered services, including:

1 Charges for missed appointments

1 Charges for telephone calls

1 Charges for time involved in completing necessary forms, claims, or reports
1 Trandlation services

Missed Appointments

Federal CM S does not allow state Medicaid programs to permit providersto collect payment from a member, or authorized
person acting on behalf of the member, for a missed appointment.

Avoiding Missed Appointments
ForwardHealth offers the following suggestions to help avoid missed appointments:

1 Remind members of upcoming appointments (by telephone or postcard) prior to scheduled appointments.

1 If amember needs assistance in obtaining transportation to a medical appointment, encourage the member to call the
NEMT manager contracted with Wisconsin DHS. Most Medicaid and BadgerCare Plus members may receive NEMT
services through the NEMT manager if they have no other way to receive aride. Refer to the NEMT service area for more
information.

1 If the appointment is made through the HealthCheck screening or targeted case management programs, encourage the staff
from those programs to ensure that the scheduled appointments are kept.

Trandation and I nterpretive Services

Trangation services, which refer to trandation of the written word, are considered part of the provider's overhead cost and are
not separately reimbursable. Providers may not collect payment from a member (or authorized person acting on behalf of the
member) for translation services.

Interpretive services, which refer to interpretation of the spoken word or sign language, are a covered service. More information
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on interpretive services can be found in the Interpretive Services topic.

Providers should call the Affirmative Action and Civil Rights Compliance Officer at 608-266-9372 for information about when
trandation services are required by federal law. Providers may also write to the following address:

AA/CRC Office

1 W Wilson St Rm 561
PO Box 7850

Madison WI 53707-7850
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Topic #973

Place of Service Codes

Services that are reimbursable through CCC must be provided in an allowable POS.

02
03
04
05
06
07
08
10
11
12
19
21
22
23
27
31
32
50
51
54
71
72
99

Topic #643

Description
Telehealth Provided Other Than in Patient's Home
School
Homeless Shelter
Indian Health Service Free-Standing Facility
Indian Health Service Provider-Based Facility
Tribal 638 Free-Standing Facility
Tribal 638 Provider-Based Facility
Telehealth Provided in Patient's Home
Office
Home
Off Campus—OQutpatient Hospital
Inpatient Hospital
On Campus—Outpatient Hospital
Emergency Room—Hospital
Outreach Site/Street
Skilled Nursing Facility
Nursing Facility
Federally Qualified Health Center
Inpatient Psychiatric Facility
Intermediate Care Facility/Individuals With Intellectual Disabilities
Public Hedlth Clinic
Rural Hedlth Clinic
Other Place of Service

Unlisted Procedure Codes

According to the HCPCS codebook, if a service is provided that is not accurately described by other HCPCS CPT procedure
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codes, the service should be reported using an unlisted procedure code.

Before considering using an unlisted, or NOC, procedure code, a provider should determine if there is another more specific code
that could be indicated to describe the procedure or service being performed/provided. If there is no more specific code available,
the provider is required to submit the appropriate documentation, which could include a PA request, to justify use of the unlisted
procedure code and to describe the procedure or service rendered. Submitting the proper documentation, which could include a
PA request, may result in more timely claims processing.

Unlisted procedure codes should not be used to request adjusted reimbursement for a procedure for which there is amore
specific code available.

Unlisted Codes That Do Not Require Prior Authorization or Additional
Supporting Documentation

For alimited group of unlisted procedure codes, ForwardHealth has established specific policies for their use and associated
reimbursement. These codes do not require PA or additional documentation to be submitted with the claim. Providers should refer

to their service-specific area of the Online Handbook on the ForwardHealth Portal for details about these unlisted codes.

For most unlisted codes, ForwardHealth requires additional documentation.

Unlisted Codes That Require Prior Authorization

Certain unlisted procedure codes require PA. Providers should follow their service-specific PA instructions and documentation
requirements for requesting PA. For alist of procedure codes for which ForwardHealth requires PA, refer to the service-specific
interactive maximum allowable fee schedule.

In addition to a properly completed PA request, documentation submitted on the service-specific PA attachment or as additional
supporting documentation with the PA request should provide the following information:

1 Specifically identify or describe the name of the procedure/service being performed or billed under the unlisted code.
1 List/justify why other codes are not appropriate.
1 Include only relevant documentation.

1 Include all required clinical/supporting documentation.

For most situations, once the provider has an approved PA request for the unlisted procedure code, there is no need to submit
additional documentation along with the claim.

Unlisted Codes That Do Not Require Prior Authorization

If an unlisted procedure code does not require PA, documentation submitted with the claim to justify use of the unlisted code and
to describe the procedure/service rendered must be sufficient to allow ForwardHealth to determine the nature and scope of the
procedure and to determine whether or not the procedure is covered and was medically necessary, as defined in Wisconsin
Administrative Code.

The documentation submitted should provide the following information related to the unlisted code:
1 Specifically identify or describe the name of the procedure/service being performed or billed under the unlisted code.
1 List/justify why other codes are not appropriate.

1 Include only relevant documentation.

How to Submit Claims and Related Documentation

Published Policy Through July 31, 2025

Child Care Coordination Page 61 of 210



Wisconsin Medicaid

Claimsincluding an unlisted procedure code and supporting documentation may be submitted to ForwardHealth in the following
ways

1 If submitting on paper using the 1500 Health Insurance Claim Form, the provider may do either of the following:

i Include supporting information/description in Item Number 19 of the claim form.

i Include supporting documentation on a separate paper attachment. This option should be used if Item Number 19 on
the 1500 Hedlth Insurance Claim Form does not allow enough space for the description or when billing multiple
unlisted procedure codes. Providers should indicate See Attachment in Item Number 19 of the claim form and send
the supporting documentation along with the claim form.

1 If submitting electronically using DDE on the Portal, PES software, or 837 electronic transactions, the provider may do one
of the following:

i Include supporting documentation in the Notes field. The Notes field is limited to 80 characters.

i Indicate that supporting documentation will be submitted separately on paper. This option should be used if the
Notes field does not allow enough space for the description or when billing multiple unlisted procedure codes.
Providers should indicate See Attachment in the Notes field of the electronic transaction and submit the supporting
documentation on paper.

i Upload claim attachments via the secure Provider area of the Portal.

Topic #8330

Valid Codes Required on Claims

ForwardHealth requires that all codes indicated on claims and PA requests, including diagnosis codes, revenue codes, HCPCS
codes, HIPPS codes, and CPT codes be valid codes. Claims received without valid diagnosis codes, revenue codes, and
HCPCS, HIPPS, or CPT codes will be denied; PA requests received without valid codes will be returned to the provider.
Providers should refer to current national coding and billing manuals for information on valid code sets.

Code Validity

In order for acode to be valid, it must reflect the highest number of required characters as indicated by its national coding and
billing manual. If a stakeholder uses a code that is not valid, ForwardHealth will deny the claim or return the PA request, and it will
need to be resubmitted with avalid code.

Code Specificity for Diagnosis

All codes dlow a high level of detail for a condition. The level of detail for ICD diagnosis codes is expressed as the level of
specificity. In order for a code to be valid, it must reflect the highest level of specificity (contain the highest number of characters)
required by the code set. For some codes, this could be as few as three characters. If a stakeholder uses an ICD diagnosis code
that is not valid (not to the specific number of characters required), ForwardHealth will deny the claim or return the PA request,
and it will need to be resubmitted with avalid ICD diagnosis code.
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Covered Services and Requirements

Topic #986

Child Care Coordination and Child Welfare

CCC services provided to families who are undergoing a child protective services investigation or initial assessment are covered.
These families are not yet receiving ongoing child welfare case management services.

If afamily isinvolved in the child welfare system, the CCC provider may not submit claims to ForwardHealth for ongoing care
coordination services (T1016 with modifier U3). However, two concurrent visits between the CCC provider and the Safety
Services or ongoing case management provider are covered if the family is receiving either:

1 Services from a Safety Services provider under contract with the Bureau of Milwaukee Child Welfare
1 Ongoing case management services through the child welfare system

Providers are required to consult with the family and the Safety Services or ongoing case management provider regarding the
necessity and timing of concurrent visits. Providers are required to document the reason for the joint visits.

This situation is the exception, and generally a member should not receive care coordination services from more than one
provider. Further information regarding concurrent services is available.

Providers are encouraged to develop referra protocols and maintain working relationships with the Safety Services and child
protective services providersin their service areas.

Referrals From the Child Welfare System

In some cases, families will be identified by the child welfare system, including Safety Services, prior to receiving CCC services.
The CCC provider may accept these referrals in the following situations:

1 The family meets the eligibility criteria for the benefit.
1 The family became involved with the child welfare system, including Safety Services, within eight weeks following the birth
of the child, regardless of the age of the child at the time of the referral.

Topic #993

Coordinating Prenatal Care Coordination Services and
Child Care Coordination Services

The PNCC benefit covers the period during and after pregnancy per Wis. Admin. Code § DHS 107.34(1)(a)2. During the
postpartum period, CCC providers may be reimbursed through the CCC benefit for administering the initial, comprehensive
assessment using the Child Care Coordination Family Questionnaire Domains and Questions and developing a care plan (T1016
with modifier U2) for eligible child members enrolled in BadgerCare Plus or Medicaid. However, providers may not submit claims
for ongoing care and coordination monitoring CCC services (T1016 with modifier U3) provided to members with
parents/mothers receiving PNCC services, except as outlined below.

Ongoing care coordination and monitoring CCC services provided to a child member with parents/mothers receiving PNCC
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services are covered if the following information is documented in the child member's record:

1 The child member's care plan specifically addresses the need for both services at the same time, as demonstrated in the
following two examples:

i Example 1. A member receiving PNCC services has just given birth to heathy twins. However, the member isa
19-year-old, first-time mother who moves frequently and is sometimes homeless. At present, they live with an
abusive partner who is often absent for days at atime. They receive little or no emotional support from family
members and is not sure they are happy with twins. In this example, the prenatal care coordinator may decide (with
the member) to include the child care coordinator during the postpartum period because of the member's immediate
and significant needs.

i Example 2: A member with achild receiving CCC services becomes pregnant. The member has a child who is at
high risk for child abuse and/or neglect, has a history of gestational diabetes, poor nutrition, and other significant
medical problems. The member also has a history of poor compliance with prenatal medical appointments and
advice. In this situation, the child care coordinator may decide (in consultation with the member) that the expertise of
aprenatal care coordinator is also appropriate.

1 The child member's care plan includes a clear delineation of the role of each care coordinator (regardless of whether the
care coordinators are employed by the same or different agencies). The care coordinators should decide, aong with the
member and their parent/legal guardian, which care coordinator will provide or follow up on which services.

1 The services provided by the care coordinators are not duplicative.

1 The child member's care plan addresses the frequency of contacts between the care coordinators. The care coordinators
must have a face-to-face or telephone contact to discuss the member's progress every 60 days, at a minimum. The need for
ongoing joint care coordination should be reassessed during that time.

Topic #44

Definition of Covered Services

A covered service is a service, item, or supply for which reimbursement is available when all program requirements are met. Wis.
Admin. Code 8 DHS 101.03(35) and ch. DHS 107 contain more information about covered services.

Topic #22917

| nterpretive Services

ForwardHealth reimburses interpretive services provided to BadgerCare Plus and Medicaid members who are deaf or hard of
hearing or who have LEP. A member with LEP is someone who does not speak English as their primary language and who has a
limited ability to read, speak, write, or understand English.

Interpretive services are defined as the provision of spoken or signed language communication by an interpreter to convey a
message from the language of the original speaker into the language of the listener in real time (Synchronous) with the member
present. This task requires the language interpreter to reflect both the tone and the meaning of the message.

Only services provided by interpreters of the spoken word or sign language will be covered with the HCPCS procedure code
T1013 (Sign language or ord interpretive services, per 15 minutes). Translation services for written language are not reimbursable
with T1013, including services provided by professionals trained to interpret written text.

Covered Interpretive Services

ForwardHealth covers interpretive services for deaf or hard of hearing members or members with LEP when the interpretive
service and the medical service are provided to the member on the same DOS and during the same time as the medical service. A
Medicaid-enrolled provider must submit for interpretive services on the same claim as the medical service, and the DOS they are
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provided to the member must match. Interpretive services cannot be billed by HMOs and M COs. Providers should follow CPT
and HCPCS coding guidance to appropriately document and report procedure codes related to interpretive and medical services
on the applicable claim form. Time billed for interpretive services should reflect time spent providing interpretation to the member.
At least three people must be present for the services to be covered: the provider, the member, and the interpreter.

Interpreters may provide services either in-person or via telehealth. Services provided via telehealth must be functionally
equivalent to an in-person visit, meaning that the transmission of information must be of sufficient quality asto be the same level of
service as an in-person visit. Transmission of voices, images, data, or video must be clear and understandable. Both the distant
and originating sites must have the requisite equipment and staffing necessary to provide the telehealth service.

Billing time for documentation of interpretive services will be considered part of the service performed. BadgerCare Plus and
Wisconsin Medicaid have adopted the federal "Documentation Guidelines for Evaluation and Management Services' (CM S 2021
and 2023) in combination with BadgerCare Plus and Medicaid policy for E& M Services.

Most Medicaid-enrolled providers, including border-status or out-of-state providers, are able to submit claims for interpretive
services.

Standard ForwardHealth policy applies to the reimbursement for interpretive services for out-of- state providers, including PA
requirements.

Interpretive Services Provided Via Telehealth for Out-of-State Providers

ForwardHealth requirements for services provided via telehealth by out-of-state providers are the same as the ForwardHea th
policy for services provided in-person by out-of-state providers. Requirements for out-of-state providers for interpretive services
are the same whether the serviceis provided via telehealth or in-person. Out-of-state providers who are not enrolled as either
border-status or telehealth-only border-status providers are required to obtain PA before providing services via telehealth to
BadgerCare Plus or Medicaid members. The PA would indicate that interpretive services are needed.

Documentation

While not required for submitting a claim for interpretive services, providers must include the following information in the member's
file:

The interpreter's name and/or company

The date and time of interpretation

The duration of the interpretive service (time in and time out or total duration)

The amount submitted by the medical provider for interpretive services reimbursement
The type of interpretive service provided (foreign language or sign language)

The type of covered service(s) the provider is billing for

Third-Party Vendors and In-House Interpreters
Providers may be reimbursed for the use of third-party vendors or in-house interpreters supplying interpretive services.

Providers are reminded that HIPAA confidentiality requirements apply to interpretive services. When a covered entity or provider
utilizes interpretive services that involve PHI, the entity or provider will need to conduct an accurate and thorough assessment of
the potentia risks and vulnerabilities to PHI confidentidity, integrity, and availability. Each entity or provider must assess what are
reasonable and appropriate measures for their situation.

Limitations

There are no limitations for how often members may utilize interpretive services when the interpretive service is tied to another
billable medical service for the member for the same DOS.
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Claims Submission

To receive reimbursement, providers may hill for interpretive services on one of the following claim forms:

1 1500 Health Insurance Claim Form (for dental, professional, and professional crossover claims)
1 Ingtitutional UB-04 (CMS 1450) claim form (for outpatient crossover claims and home health/personal care claims)

Noncovered Services
The following will not be eligible for reimbursement with procedure code T1013:

1 Interpretive services provided in conjunction with a noncovered, non-reimbursable, or excluded service

1 Interpretive services provided by the member's family member, such as a parent, spouse, sibling, or child

1 Theinterpreter's waiting time and transportation costs, including travel time and mileage reimbursement, for interpretersto
get to or from appointments

1 The technology and equipment needed to conduct interpretive services

1 Interpretive services provided directly by the HMOs and MCOs are not billable to ForwardHealth for reimbursement via
procedure code T1013

Cancellations or No Shows

Providers cannot submit a claim for interpretive services if an appointment is cancelled, the member or the interpreter is a no-show
(is not present), or the interpreter is unable to perform the interpretation needed to complete the appointment successfully.

Procedure Code and Modifiers

Providers must submit claims for interpretive services and the medical service provided to the member on separate details on the
same claim.

Procedure code T1013 is atime-based code, with 15-minute increments. Rounding up to the 15-minute mark is allowable if at
least eight minutes of interpretation were provided.

Providers should use the following rounding guidelines for procedure code T1013.

Time (Minutes) Number of Interpretation Units Billed
8-22 minutes 1.0 unit
23-37 minutes 2.0 units
38-52 minutes 3.0 units
53-67 minutes 4.0 units
68-82 minutes 5.0 units
83-97 minutes 6.0 units

Claimsfor interpretive services must include HCPCS procedure code T1013 and the appropriate modifier(s):

1 U1 (Spoken language)
1 U3 (Sign Language)

1 GT (Viainteractive audio and video telecommunication systems)

1 93 (Synchronous telemedicine service rendered via telephone or other real-time interactive audio-only telecommunications
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system)

Providers should refer to the interactive maximum allowable fee schedules for the reimbursement rate, covered provider types and
specidties, modifiers, and the allowable POS codes for procedure code T1013.

Delivery Method of
I nter pretive Services

In person Ulor U3
(foreign language and sign | When the interpreter is physically present with the member and provider
language)

Definition for Sign Language and Foreign Language Interpreters Modifiers

Telehealth* , o ) ] ] UlorU3and
, , When the member is located at an originating site and the interpreter is available
(foreign language and sign ] o i i ] GT or 93
remotely (via audio-visual or audio only) at a distant site
language)
Phone When the interpreter is not physically present with the member
(foreign and the provider and interprets via audio-only through the Uland 93

language only)  phone

Interactive When the interpreter is not physically present with the member U1 or U3 and
video and the provider and interprets on interactive video GT

(foreign

language and

sign language)

*Any telehealth service must be provided using HIPAA-compliant software or delivered via an app or service that includes all the
necessary privacy and security safeguards to meet the requirements of HIPAA.

Dental Providers

Dental providers submitting claims for interpretive services are not required to include a modifier with procedure code T1013.
Dental providers should retain documentation of the interpretive service in the member's records.

Allowable Places of Service
Claims for interpretive services must include a valid POS code where the interpretive services are being provided.
Federally Qualified Health Centers

Non-tribal FQHCs, aso known as CHCs, (POS code 50), will not receive direct reimbursement for interpretive services as these
are indirect services assumed to be already included in the FQHC's bundled PPS rate. However, CHCs can till bill the T1013
code as an indirect procedure code when providing interpretive services. This billing processis similar to that of other indirect
services provided by non-tribal FQHCs. Thiswill enable DHS to better track how FQHCs provide these services and process
any future change in scope adjustment to increase their PPS rate that includes providing interpretive services.

Rural Health Clinics

RHCs (POS code 72) receives direct reimbursement for interpretive services. Procedure code T1013 should be billed when
providing interpretive services.
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Interpreter Qualifications
The two types of allowable interpreters include:

1 Sign language interpreters—Professionals who facilitate the communication between a hearing individual and a person who
isdeaf or hard of hearing and uses sign language to communicate

1 Foreign language interpreters—Professional s who are fluent in both English and another language and listen to a
communication in one language and convert it to another language while retaining the same meaning.

Qualifications for Sign Language Interpreters

For Medicaid-enrolled providers to receive reimbursement, sign language interpreters must be licensed in Wisconsin under Wis.
Stat. § 440.032 and must follow the specific requirements regarding education, training, and locations where they are able to
interpret. The billing provider is responsible for determining the sign language interpreter's licensure and must retain all
documentation supporting it.

Qualifications for Foreign Language Interpreters

There is not alicensing process in Wisconsin for foreign language interpreters. However, Wisconsin Medicaid strongly
recommends that providers work through professional agencies that can verify the qualifications and skills of their foreign language
interpreters.

A competent foreign language interpreter should:

1 Beat least 18 years of age.

1 Beableto interpret effectively, accurately, and impartially, both receptively and expressively, using necessary specialized
vocabulary.

1 Demonstrate proficiency in English and another language and have knowledge of the relevant speciaized terms and
concepts in both languages.

1 Beguided by the standards developed by the National Council on Interpreting Health Care.

1 Demonstrate cultural responsiveness regarding the LEP language group being served including values, beliefs, practices,
languages, and terminology.

Topic #84

Medical Necessity

Wisconsin Medicaid reimburses only for services that are medically necessary as defined under Wis. Admin. Code § DHS
101.03(96m). Wisconsin Medicaid may deny or recoup payment if a service fails to meet Medicaid medical necessity
requirements.

Topic #36

Member Payment for Covered Services

Under state and federal laws, a Medicaid-enrolled provider may not collect payment from a member, or authorized person acting
on behaf of the member, for covered services even if the services are covered but do not meet program requirements. Denial of a
claim by ForwardHealth does not necessarily render a member liable. However, a covered service for which PA was denied is
treated as a noncovered service. (If amember chooses to receive an originally requested service instead of the service approved
on amodified PA request, it is aso treated as a noncovered service.) If a member requests a covered service for which PA was
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denied (or modified), the provider may collect payment from the member if certain conditions are met.

If aprovider collects payment from a member, or an authorized person acting on behalf of the member, for a covered service, the
provider may be subject to program sanctions including termination of Medicaid enrollment.

Topic #989

Other Care Coordinators

When multiple family members have care coordinators (case managers), the Child Care Coordination (CCC) Care Plan must
identify the role of each care coordinator. Coordinators may not duplicate services. This requirement applies whether or not
Medicaid covers the other care coordinator's services. The need for more than one service coordinator in the family must be
reassessed after 12 months. The family's preferences concerning which care coordinator should provide services must be
considered when the care coordinators roles overlap.

Topic #66

Program Requirements

For a covered service to meet program requirements, the service must be provided by a quaified Medicaid-enrolled provider to
an enrolled member. In addition, the service must meet all applicable program requirements, including—nbut not limited to—
medical necessity, PA, claims submission, prescription, and documentation requirements.

Topic #324

Services That Do Not Meet Program Requirements

As stated in Wis. Admin. Code § DHS 107.02(2), BadgerCare Plus and Wisconsin Medicaid may deny or recoup payment for
covered services that fail to meet program requirements.

Examples of covered services that do not meet program requirements include the following:

1 Services for which records or other documentation were not prepared or maintained

1 Services for which the provider fails to meet any or al of the requirements of Wis. Admin. Code § DHS 106.03, including,
but not limited to, the requirements regarding timely submission of claims

1 Servicesthat fail to comply with requirements or state and federal statutes, rules, and regulations

1 Services that Wisconsin DHS, the PRO review process, or BadgerCare Plus determines to be inappropriate, in excess of
accepted standards of reasonableness or less costly aternative services, or of excessive frequency or duration

1 Services provided by a provider who fails or refuses to meet and maintain any of the enrollment requirements under Wis.
Admin. Code ch. DHS 105

1 Services provided by a provider who fails or refuses to provide access to records

1 Services provided inconsistent with an intermediate sanction or sanctions imposed by DHS

Published Policy Through July 31, 2025

Child Care Coordination Page 69 of 210



Wisconsin Medicaid

Telehealth

Topic #22739

Originating and Distant Sites

The originating site is where the member is located during atelehealth visit. Only the provider at the originating site can bill for an
originating site fee for hosting the member. The originating site should not use telehealth modifiers on the claims since al services
are provided in-person. The distant site is where the provider is located during the telehedlth visit. The provider who is providing
health care services to the member via telehealth cannot bill the originating site fee because they are not hosting the member.

The following locations are eligible for the originating site fee under permanent telehealth policy:

1 Office or clinic:
i Medica
i Therapies (physical therapy, occupational therapy, speech and language pathology)
i Behavioral and mental health agencies
Hospita
Skilled nursing facility
Community mental health center
Intermediate care facility for individuals with intellectual disabilities
Pharmacy
Day treatment facility
Residential substance use disorder treatment facility

Claims Submission and Reimbursement for Distant Site Providers

Claims for services provided viatelehedth by distant site providers must be billed with the same procedure code as would be
used for a face-to-face encounter along with modifiers GQ, GT, FQ, or 93.

Note: Only the service rendered from the distant site must be billed with modifier GQ. The originating site for asynchronous
servicesis not digible to receive an originating site fee.

Claims must also include either POS code 02 or 10. ForwardHealth reimburses the service rendered by distant site providers at
the same rate as when the service is provided face-to-face.

Ancillary Providers

Claims for services provided via telehealth by distant site ancillary providers should continue to be submitted under the supervising
physician's NPI using the lowest appropriate level office or outpatient visit procedure code or other appropriate CPT code for the
service performed. These services must be provided under the direct on-site supervision of a physician who is located at the same
physical site as the ancillary provider and must be documented in the same manner as services that are provided face to face.
Refer to the Supervision topic for additional information.

Pediatric and Health Professional Shortage Area-Eligible Services

Claims for services provided via telehealth by distant site providers may additionally qualify for pediatric (services for members 18
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years of age and under) or HPSA-enhanced reimbursement. Pediatric and HPSA-dligible providers are required to indicate POS
code 02 or 10, along with modifier GQ, GT, FQ, or 93 and the applicable pediatric or HPSA modifier, when submitting claims
that qualify for enhanced reimbursement.

Claims Submission and Reimbursement for Originating Site Fee

In addition to reimbursement to the distant site provider, ForwardHealth reimburses an originating site fee for the staff and
equipment at the originating site requisite to provide a service via telehealth. Eligible providers who serve as the originating site
should bill the fee with HCPCS procedure code Q3014 (Telehealth originating site fee). Modifier GQ, GT, FQ, or 93 should not
be included with procedure code Q3014.

Outpatient hospitals, including emergency departments, must bill HCPCS procedure code Q3014 on an institutional claim form as
a separate line item with revenue code 0780. ForwardHealth will reimburse hospitals for the fee based on the standard hospital
reimbursement methodology. ForwardHealth will reimburse these providers for the fee based on the provider's standard
reimbursement methodol ogy.

All other providers should bill HCPCS procedure code Q3014 with a POS code that represents where the member is located
during the service. The POS must be a ForwardHealth-allowable originating site for HCPCS procedure code Q3014 in order to
be reimbursed for the originating site fee. Billing-only provider types must include an allowable rendering provider on the claim
form. The originating site fee is reimbursed based on a maximum allowable fee.

Although FQHCs are not directly reimbursed an originating site fee, HCPCS procedure code Q3014 should be billed for tracking
purposes and for consideration in any potential future changes in scope.

To receive reimbursement, the originating site must:

1 Utilize an interactive audiovisua telecommunications system that permits real-time communication between the provider at
the distant site and the member at the originating site.

1 Beinaphysical location that ensures privacy.

1 Provide access to broadband internet with sufficient bandwidth to transmit audio and video data.

1 Provide access to support staff to assist with technical components of the telehealth visit.

1 Be compliant with Health Insurance Portability and Accountability Act of 1996 standards.

Federally Qualified Health Centers and Rural Health Clinics

For the purpose of this Online Handbook topic, FQHC refersto Tribal and Out-of-State FQHCs. This topic does not apply to
Community Health Centers subject to PPS reimbursement.

FQHCs and RHCs may serve as originating site and distant site providers for telehealth services.
Distant Site

FQHCs and RHCs may report services provided via telehealth on the cost settlement report when the FQHC or RHC served as
the distant site and the member is an established patient of the FQHC or RHC at the time of the telehealth service. For currently
covered services, services that are considered direct when provided in-person will be considered direct when provided via
telehealth for FQHCs.

Services billed with modifier GQ, GT, FQ, or 93 will be considered under the PPS reimbursement method for non-tribal FQHCs.
Billing HCPCS procedure code T1015 (Clinic visit/encounter, al-inclusive) with a telehealth procedure code will result in a PPS
rate for fee-for-service encounters. Fee-for-service claims must include HCPCS procedure code T1015 when services are
provided viatelehealth in order for proper reimbursement.

Originating Site
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The originating site fee is not a FQHC or RHC reportable encounter on the cost report. Any reimbursement for the originating site
fee must be reported as a deductive value on the cost report.

Topic #22757

Supervision

Supervision requirements and respective telehealth allowances vary depending on service and provider type. Some supervision
requirements necessitate the physica presence of the supervising provider to meet the requirements of appropriate delivery of
supervision. Such requirements cannot be met through the provision of telehealth, including audio-visual delivery.

Providers who deliver services with supervision requirements are reminded to review ForwardHealth policy, including permanent
telehealth policy, and the requirements of their licensing and/or certifying authorities to determine if the supervisory components of
the service can be met via telehedth.

Supervision of Paraprofessional Providers

Paraprofessional providers are subject to supervision requirements. Paraprofessiona providers are providers who do not hold a
license to practice independently but are providing services under the direction of alicensed provider. Providers who supervise
paraprofessionals are responsible for confirming if the required components of supervision can be met through telehealth delivery.

Personal Care/Home Health Provider Supervision

Supervision of PCWs and home health aides must be performed on site and in person by the RN. State rules and regulations
necessitate supervising providers to physically visit a member's home and directly observe the paraprofessional providing services.

Direct Supervision for Ancillary Care Providers

Ancillary providers have specific requirements when providing care via telehealth. These providers are health care professionals
that are not enrolled in Wisconsin Medicaid, such as staff nurses, dietician counselors, nutritionists, health educators, genetic
counselors, and some nurse practitioners who practice under the direct supervision of a physician and bill under the supervising
physician's NPI. (Nurse practitioners, nurse midwives, and anesthetists who are Medicaid-enrolled should refer to their service-
specific area of the Online Handbook for billing information).

For telehealth services, the supervising physician is not required to be onsite, but they must be able to interact with the member
using real-time audio or audiovisual communication, if needed. For supervision of ancillary providers, remote supervision is
alowed in circumstances where the physician feels the member is not at risk of an adverse event that would require hands-on
intervention from the physician.

Supervision for Behavioral Health Services

The FR modifier should be used for behavioral health services where the supervising provider is present through audio-visual
means and the patient and supervised provider are in-person.

Documenting Supervision Method

Providers should include how the service and the required supervision occurred in the member record and, if applicable, indicate
the appropriate modifier on the claim form. For example, for a behavioral health service where the supervising provider is present
through audio-visual means and the patient and supervised provider are in-person, modifier FR should be indicated on the claim.
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Topic #22837

Telehealth Definitions
General Telehealth Definitions

Telehealth means the use of telecommunications technology by a Medicaid-enrolled provider to deliver functionally equivalent
health care services including: assessment, diagnosis, consultation, treatment, and transfer of medically relevant data. Telehealth
may include real-time interactive audio-only communication. Telehealth does not include communication between a provider and a
member that consists solely of an email, text, or fax transmission.

Synchronoustelehealth services are two-way, real-time, interactive communications. They may include audio-only (telephone)
or audio-visual communications.

Asynchronous telehealth services are defined as telehealth that is used to transmit medical data about a patient to a provider
when the transmission is not a two-way, real-time, interactive communication.

Functionally equivalent means that when a service is provided viatelehealth, the transmission of information must be of sufficient
quality as to be the same level of service as an in-person visit. Transmission of voices, images, data, or video must be clear and
understandable.

Telehealth Service Definitions

The following are definitions to clarify the meaning of existing terms that describe different modes of telehealth service delivery in
telehealth policy.

I n-per son refers to when the provider rendering a service and the member receiving that service are located together physically in
the same space. In-person services are not considered to be delivered through telehealth, including audio-visua telehealth, unless
there are applicable supervision components and requirements that are rendered through telehealth outside of the direct patient
contact by the provider.

Face-to-face refers to requirements that can be met either in-person or through real-time, interactive audio-visual telehealth. An
interactive telehealth service with face-to-face components must be functionally equivalent to an in-person service. It is delivered
from outside the physical presence of a Medicaid member by using audio-visual technology, and there is no reduction in quality,
safety, or effectiveness. ForwardHealth does not consider a face-to-face requirement to be met by audio-only or asynchronous
delivery of services.

Under telehealth policy, direct refersto an in-person contact between a member and a provider. Direct services often require a
provider to physically touch or examine the recipient and delegation is not appropriate.

Topic #510

Telehealth Policy

Both synchronous (two-way, real-time, interactive communications) and asynchronous (information stored and forwarded to a
provider for later review) services identified under permanent policy may be reimbursed when provided via telehealth (also known
as telemedicine). ForwardHealth will require providers to follow permanent billing guidelines for both synchronous and
asynchronous telehealth services.
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Telehealth enables a provider who is located at a distant site to render the service remotely to a member located at an originating
site using a combination of interactive video, audio, and externally acquired images through a networking environment.

Telehealth means the use of telecommunications technology by a Medicaid-enrolled provider to deliver functionally equivalent
health care services including assessment, diagnosis, consultation, treatment, and transfer of medically relevant data. Telehealth
may include real-time interactive audio-only communication. Telehealth does not include communication between a provider and a
member that consists solely of an email, text, or fax transmission.

Functionally eguivalent means that when a service is provided via telehealth, the transmission of information must be of sufficient
quality as to be the same level of service as an in-person visit. Transmission of voices, images, data, or video must be clear and
understandable.

Note: Temporary telehealth policy that will become permanent policy shortly after the Federal Health Emergency expiresis
included in this topic.

Telehealth Policy Requirements
The following requirements apply to the use of telehedth:

1 Both the member and the provider of the health care service must agree to the service being performed via telehedth. If
either the member or provider decline the use of telehealth for any reason, the service should be performed in-person.

1 The member retains the option to refuse the delivery of health care services viatelehealth at any time without affecting their
right to future care or treatment and without risking the loss or withdrawal of any program benefits to which they would
otherwise be entitled.

1 Medicaid-enrolled providers must be able and willing to refer members to another provider if necessary, such as when
telehedth services are not appropriate or cannot be functionally equivalent, or the member declines a telehealth visit.

1 Title VI of the Civil Rights Act of 1964 requires recipients of federal financial assistance to take reasonable steps to make
their programs, services, and activities accessible by eligible persons with limited English proficiency.

1 The Americans with Disabilities Act requires that health care entities provide full and equal access for people with
disabilities.

Allowable Services

The Max Fee Schedules include a complete list of services allowed under permanent telehealth policy. Procedure codes for
services alowed under permanent telehealth policy have POS codes 02 and 10 listed as an allowable POS in the fee schedule.
Complete descriptions of these POS codes are as follows:

1 POS code 02: Telehealth Provided Other Than in Patient's Home-The location where health services and health related
services are provided or received through telecommunication technology. Patient is not located in their home when
receiving health services or health related services through telecommunication technology.

1 POS code 10: Telehealth Provided in Patient's Home-The location where health services and health related services are
provided or received through telecommunication technology. Patient is located in their home (which is alocation other than
ahospital or other facility where the patient receives care in a private residence) when receiving heath services or heath
related services through telecommunication technology.

Claims for services delivered via telehealth must include all modifiers required by the existing benefit coverage policy in order to
reimburse the claim correctly. Teleheath delivery of the service is shown on the claim by indicating POS code 02 or 10 and
including atelehealth modifier in addition to any other required benefit-specific modifiers, unless the procedure code includes the
method of delivery in the official procedure code description.

County-administered programs, school-based services, and any other programs that utilize cost reporting must include required
modifiers, such as renderer credentials and group versus individual services, as well as correct details for cost reporting to ensure
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correct reimbursement.
Services Not Appropriate Via Telehealth
Certain types of benefits or services that are not appropriately delivered viatelehedth include:

1 Servicesthat are not covered when provided in-person.

1 Services that do not meet applicable laws, regulations, licensure requirements, or procedure code definitions if delivered via
telehealth.

Services where a provider is required to physically touch or examine the recipient and delegation is not appropriate.
Services the provider declines to deliver viatelehealth.

Services the recipient declines to receive via telehealth.

Transportation services.

Services provided by personal care workers, home health aides, private duty nurses, or school-based service care
attendants.

Reimbursement for Covered Services
The health care provider at the distant site must determine:

1 The service delivered via tel ehealth meets the procedural definition and components of the CPT or HCPCS procedure
code, as defined by the American Medical Association, or the CDT procedure code, as defined by the American Dental
Association.

1 The service is functionaly equivalent to an in-person service for the individua member and circumstances.

Reimbursement is not available for services that cannot be provided via telehealth due to technical or equipment limitations.

Documentation Requirements

Documentation requirements for a telehealth service are the same as for an in-person visit and must accurately reflect the service
rendered. Documentation must identify the delivery mode of the service when provided via telehealth and document:

1 Whether the service was provided via audio-visual telehealth, audio-only telehealth, or viatelehealth externally acquired
images
1 Whether the service was provided synchronously or asynchronously

Additional information for which documentation is recommended, but not required, includes:

1 Provider location (for example, clinic [city/name], home, other)

1 Member location (for example, clinic [city/name], home)

1 All clinical participants, as well as their roles and actions during the encounter (This could apply if, for example, a member
presents a a clinic and receives telehealth services from a provider at a different location.)

As areminder, documentation for originating sites must support the member's presence in order to submit a claim for the
originating site fee. In addition, if the originating site provides and bills for services in addition to the originating site fee,
documentation in the member's medical record should distinguish between the unique services provided.

Audio-Only Guidelines
When possible, telehealth services should include both an audio and visual component. In circumstances where audio-visua

telehealth is not possible due to member preference or technology limitations, telehealth may include real-time interactive audio-
only communication if the provider feels the service is functionally equivalent to the in-person service and there are no face-to-face
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or in-person restrictions listed in the procedural definition of the service.
Documentation should include that the service was provided via interactive synchronous audio-only telehealth.

Modifier 93 should be used for any service performed via audio-only telehealth. The GT modifier should only be used to indicate
services that were performed using audio-visual technology.

Member Consent Guidelinesfor Telehealth
On at least an annual basis, providers should supply and document that:

1 The member expressed an understanding of their right to decline services provided viatelehealth.

1 Providers should develop and implement their own methods of informed consent to verify that a member agrees to receive
services via telehealth. These methods must comply with all federal and state regulations and guidelines.

1 Providers have flexibility in determining the most appropriate method to capture member consent for telehealth services.
Examples of alowable methods include educating the member and obtaining verbal consent prior to the start of treatment
or telehealth consent and privacy considerations as part of the notice of privacy practices.

Privacy and Security
Providers are required to follow federal laws to ensure member privacy and security. This may include ensuring that:

1 The location from which the service is delivered via telehealth protects privacy and confidentiality of member information
and communications.
1 The platforms used to connect to the member to the telehealth visit are secure.

Group Treatment

Additional privacy considerations apply to members participating in group treatment via telehealth. Group leaders should provide
members with information on the risks, benefits, and limits to confidentiality related to group telehealth and document the
member's consent prior to the first session. Group leaders should adhere to and uphold the highest privacy standards possible for
the group.

Group members should be instructed to respect the privacy of others by not disclosing group members images, hames,
screenshots, identifying details, or circumstances. Group members should also be reminded to prevent non-group members from
seeing or overhearing teleheath sessions.

Providers may not compel members to participate in telehealth-based group treatment and should make alternative services
available for members who elect not to participate in telehealth-based group treatment.

Costs Member Cannot Be Billed For
The following cannot be billed to the member:

1 Telehealth equipment like tablets or smart devices
1 Charges for mailing or delivery of telehealth equipment
1 Charges for shipping and handling of:
i Diagnostic tools
i Equipment to allow the provider to assess, diagnose, repair, or set up medical supplies online such as hearing aids,
cochlear implants, power wheelchairs, or other equipment

Allowable Providers
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There are no limitations on what provider types may be reimbursed for telehealth services.

Requirements and Restrictions

Services provided via telehealth must be of sufficient audio and visual fidelity and clarity as to be functionally equivalent to aface-
to-face visit where both the rendering provider and member are in the same physical location. Both the distant and originating sites
must have the requisite equipment and staffing necessary to provide the telehealth service.

Coverage of a service provided viatelehealth is subject to the same restrictions as when the service is provided face to face (for
example, dlowable providers, multiple service limitations, PA).

Providers are reminded that HIPAA confidentiality requirements apply to telehealth services. When a covered entity or provider
utilizes a telehealth service that involves PHI, the entity or provider will need to conduct an accurate and thorough assessment of
the potentia risks and vulnerabilities to PHI confidentidity, integrity, and availability. Each entity or provider must assess what are
reasonable and appropriate security measures for their situation.

Note: Providers may not require the use of telehealth as a condition of treating a member. Providers must develop and implement

their own methods of informed consent to verify that a member agrees to receive services via telehealth. These methods must
comply with al federal and state regulations and guidelines.

Noncovered Services

Services that are not covered when delivered in person are not covered as telehealth services. In addition, services that are not
functionally equivalent to the in-person service when provided via telehealth are not covered.

Additional Policy for Certain Typesof Providers

Out-of-State Providers

ForwardHealth policy for services provided via telehealth by out-of - state providers is the same as ForwardHealth policy for
services provided face to face by out-of-state providers.

Out-of - state providers who meet the definition of a border-status provider as described in Wis. Admin. Code § DHS 101.03(19)
and who provide services to Wisconsin Medicaid members only viatelehealth, may apply for enrollment as Wisconsin tel eheal th-
only border-status providers if they are licensed in Wisconsin under applicable Wisconsin statute and administrative code.

Out-of - state providers who do not have border status enrollment with Wisconsin Medicaid are required to abtain PA before
providing services via telehealth to BadgerCare Plus or Medicaid members.

Note: Wisconsin Medicaid is prohibited from paying providers located outside of the United States and its territories, including the
District of Columbia, Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Ilands, and American Samoa.
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Archive Date:08/01/2025

Claims: Submission

Topic #17797

1500 Health Insurance Claim Form Completion
| nstructions

These instructions are for the completion of the 1500 Health Insurance Claim Form for ForwardHealth. Refer to the 1500 Health
Insurance Claim Form Reference Instruction Manual for Form Version 02/12, prepared by the NUCC and available on their
website, to view instructions for all item numbers not listed below.

Use the following claim form completion instructions, in conjunction with the 1500 Health Insurance Claim Form Reference
Instruction Manual for Form Version 02/12, prepared by the NUCC, to avoid denia or inaccurate claim payment. Be advised
that every code used is required to be avalid code, even if it is entered in a non-required field. Do not include attachments unless
instructed to do so.

Members enrolled in BadgerCare Plus or Medicaid receive a ForwardHeath member identification card. Always verify a
member's enrollment before providing nonemergency services to determine if there are any limitations to covered services and to
obtain the correct spelling of the member's name.

When submitting a claim with multiple pages, providersarerequired to indicate page numbers using the format " Page
X of X" in the upper right corner of the claim form.

Other health insurance sources must be billed prior to submitting claims to ForwardHealth, unless the service does not require
commercia health insurance hilling as determined by ForwardHealth. When submitting paper claims, if the member has any other
health insurance sources, providers are required to complete and submit an Explanation of Medical Benefits form, along with the
completed paper claim.

Submit completed paper claims and the completed Explanation of Medical Benefits form, as applicable, to the following address:

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI| 53784

Item Number 6 — Patient Relationship to Insured
Enter "X" in the "Self" box to indicate the member's relationship to insured when Item Number 4 is completed. Only one box can
be marked.

Item Number 9 — Other Insured's Name (not required)
Thisfield is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia health insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer as an attachment(s) to their completed paper claim.

Item Number 9a — Other Insured's Policy or Group Number (not required)
Thisfield is not required on the claim.
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Note: When submitting paper claims to ForwardHedlth, if the member has any other health insurance sources (for example,
commercia health insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer as an attachment(s) to their completed paper claim.

Item Number 9d — Insurance Plan Name or Program Name (not required)
Thisfield is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia heath insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer as an attachment(s) to their completed paper claim.

Item Number 10d — Claim Codes (Designated by NUCC)
When applicable, enter the Condition Code. The Condition Codes approved for use on the 1500 Health Insurance Claim Form
are available on the NUCC website under Code Sets.

Item Number 11 — Insured's Policy Group or FECA Number (not required)
Thisfield is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia health insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer as an attachment(s) to their completed paper claim.

Item Number 11d — Is There Another Health Benefit Plan?
Thisfield is not used for processing by ForwardHealth.

Item Number 19 — Additional Claim Information (Designated by NUCC)

When applicable, enter provider identifiers or taxonomy codes. A list of applicable qualifiers are defined by the NUCC and can
be found in the NUCC 1500 Health Insurance Claim Form Reference Instruction Manual for Form Version 02/12, prepared by
the NUCC.

If a provider bills an unlisted (or not otherwise classified) procedure code, a description of the procedure must be indicated in this
field. If amore specific code is not available, the provider is required to submit the appropriate documentation, which could
include a PA request, to justify use of the unlisted procedure code and to describe the procedure or service rendered.

Item Number 22 — Resubmission Code and/or Original Reference Number
Thisfield is not used for processing by ForwardHealth.

Section 24
The six service lines in section 24 have been divided horizontally. Enter service information in the bottom, unshaded area of the six
service lines. The horizontal division of each service lineis not intended to alow the billing of 12 lines of service.

For physician-administered drugs: NDCs must be indicated in the shaded area of Item Numbers 24A-24G. Each NDC must
be accompanied by an NDC qualifier, unit qudifier, and units. To indicate an NDC, providers should do the following:

1 Indicate the NDC qualifier N4, followed by the 11-digit NDC, with no space in between.

1 Indicate one space between the NDC and the unit qualifier.

1 Indicate one unit qualifier (F2 [International unit], GR [Gram], ME [Milligram], ML [Milliliter], or UN [Unit]), followed by
the NDC units, with no space in between.

For additional information about submitting a 1500 Health Insurance Claim Form with supplemental NDC information, refer to the
completion instructions located under " Section 24" in the Field Specific Instructions section of the NUCC's 1500 Health Insurance
Claim Form Reference Instruction Manual for Form Version 02/12.
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[tem Number 24C — EMG
Enter a"Y" in the unshaded area for each procedure performed as an emergency. If the procedure was not an emergency, leave
this field blank.

Item Number 29 — Amount Paid (not required)
Thisfield is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia health insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer as an attachment(s) to their completed paper claim.

Topic #542

Attached Documentation

Providers should not submit additional documentation with a claim unless specifically requested.

Topic #6957

Copy Claimson the ForwardHealth Portal

Providers can copy institutional, professional, and dental paid claims on the ForwardHealth Portal. Providers can open any paid
claim, click the "Copy" button, and all of the information on the claim will be copied over to a new claim form. Providers can then
make any desired changes to the claim form and click "Submit" to submit as a new claim. After submission, ForwardHealth will
issue a response with anew ICN aong with the claim status.

Topic #5017

Correct Errorson Claims and Resubmit to
ForwardHealth on the Portal

Providers can view EOB codes and descriptions for any claim submitted to ForwardHealth on the ForwardHealth Portal. The
EOBs help providers determine why a claim did not process successfully, so providers may correct the error online and resubmit
the claim. The EOB appears on the bottom of the screen and references the applicable claim header or detail.

Topic #4997

Direct Data Entry of Professional and | nstitutional
Claimson the Portal

Providers can submit the following claims to ForwardHealth via DDE on the ForwardHealth Portal:

Professional claims
Institutional claims

Dental claims

Compound drug claims
Noncompound drug claims
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DDE is an online application that allows providers to submit claims directly to ForwardHealth.

When submitting claims via DDE, required fields are indicated with an asterisk next to the field. If arequired field is left blank, the
claim will not be submitted, and a message will appear prompting the provider to complete the specific required field(s). Portal
help is available for each online application screen. In addition, search functions accompany certain fields so providers do not
need to look up the following information in secondary resources.

On professional claim forms, providers may search for and select the following:

1 Procedure codes

1 Modifiers

1 Diagnosis codes

1 Place of service codes

Oningtitutiona claim forms, providers may search for and select the following:

Type of bill

Patient status

Visit point of origin
Visit priority
Diagnosis codes
Revenue codes
Procedure codes
HIPPS codes
Modifiers

On dental claims, providers may search for and select the following:

1 Procedure codes

1 Rendering providers

1 Areaof the ora cavity
1 Place of service codes

On compound and noncompound drug claims, providers may search for and select the following:

Diagnosis codes

NDCs

Place of service codes
Professional service codes
Reason for service codes
Result of service codes

Using DDE, providers may submit claims for compound drugs and single-entity drugs. Any provider, including a provider of DME
or of DM S who submits noncompound drug claims, may submit these claims via DDE. All claims, including POS claims, are
viewable via DDE.

Topic #344

Electronic Claim Submission

Providers are encouraged to submit claims electronicaly. Electronic claim submission does the following:
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Adaptsto existing systems

Allows flexible submission methods
Improves cash flow

Offers efficient and timely payments
Reduces billing and processing errors
Reduces clerical effort

Topic #964

Electronic Claim Submission for Child Care Coordination Services

Electronic claims for CCC services must be submitted using the 837P transaction. Electronic claims for CCC services submitted
using any transaction other than the 837P will be denied.

Providers should use the companion guide for the 837P transaction when submitting these claims.

Provider Electronic Solutions Softwar e

The DM S offers electronic billing software at no cost to providers. The PES software allows providers to submit electronic claims
using an 837 transaction. To obtain PES software, providers may download it from the ForwardHealth Portal. For assistance
installing and using PES software, providers may call the EDI Helpdesk.

Topic #16937

Electronic Claimsand Claim Adjustments With Other Commercial Health
I nsurance I nfor mation

Effective for claims and claim adjustments submitted electronically viathe Portal or PES software on and after June 16, 2014,
other insurance information must be submitted at the detail level on professional, ingtitutional, and dental claims and adjustments if
it was processed at the detail level by the primary insurance. Except for afew instances, Wisconsin Medicaid or BadgerCare Plus
is the payer of last resort for any covered services, therefore, providers are required to make a reasonable effort to exhaust all
existing other health insurance sources before submitting claims to ForwardHealth or to a state-contracted M CO.

Other insurance information that is submitted at the detail level viathe Porta or PES software will be processed at the detail level
by ForwardHealth.

Under HIPAA, claims and adjustments submitted using an 837 transaction must include detail-level information for other insurance
if they were processed at the detail level by the primary insurance.

Adjustmentsto Claims Submitted Prior to June 16, 2014
Providers who submit professional, ingtitutional, or dental claim adjustments electronically on and after June 16, 2014, for claims
originally submitted prior to June 16, 2014, are required to submit other insurance information at the detail level on the adjustment

if it was processed at the detail level by the primary insurance.

Topic #4837

HIPAA-Compliant Data Requirements
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Procedure Codes

All fields submitted on paper and electronic claims are edited to ensure HIPAA compliance before being processed. Compliant
code sets include CPT and HCPCS procedure codes entered into al fields, including those fields that are Not Required or
Optional.

If the information in all fieldsis not valid and recognized by ForwardHealth, the claim will be denied.

Provider Numbers

For health care providers, NPIs are required in al provider number fields on paper claims and 837 transactions, including
rendering, billing, referring, prescribing, attending, and Other provider fields.

Non-healthcare providers, including personal care providers, SMV providers, blood banks, and CCOs should enter valid
provider numbers into fields that require a provider number.

Topic #10837

Note Field for Most Claims Submitted Electronically

In some instances, ForwardHealth requires providers to include a description of a service identified by an unlisted, or NOC,
procedure code. Providers submitting claims electronically should include a description of an NOC procedure code in a Notes
field, if required. The Notes field allows providers to enter up to 80 characters. In some cases, the Notes field allows providers to
submit NOC procedure code information on a claim electronically instead of on a paper claim or with a paper attachment to an
electronic claim.

The Notes field should only be used for NOC procedure codes that do not require PA.

Claims Submitted via the ForwardHealth Portal Direct Data Entry or
Provider Electronic Solutions

A notesfield is available on the ForwardHealth Portal DDE and PES software when providers submit the following types of
clams;

1 Professional
1 Intitutional
1 Dental

On the professional form, the Notes field is available on each detail. On the institutional and dental forms, the Notes field is only
available on the header.

Claims Submitted via 837 Health Care Claim Transactions

ForwardHealth accepts and utilizes information submitted by providers about NOC procedure codes in certain loops/segments on
the 837 transactions. Refer to the companion guides for more information.

Topic #561

Paper Claim Form Preparation and Data Alignment
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Reguirements

Optical Character Recognition
Paper claims submitted to ForwardHealth on the 1500 Health Insurance Claim Form and UB-04 Claim Form are processed
using OCR software that recognizes printed, aphanumeric text. OCR software increases efficiency by alleviating the need for

keying in data from paper claims.

The data alignment requirements do not apply to the Compound Drug Claim form and the Noncompound Drug Claim form.

Speed and Accuracy of Claims Processing

OCR software processes claim forms by reading text within fields on claim forms. After a paper claim formis received by
ForwardHealth, the claim form is scanned so that an image can be displayed electronically. The OCR software reads the
electronic image on file and popul ates the information into the ForwardHeal th interChange system. This technology increases
accuracy by removing the possibility of errors being made during manual keying.

OCR software speeds paper claim processing, but only if providers prepare their claim forms correctly. In order for OCR
software to read the claim form accurately, the quality of copy and the aignment of text within individual fields on the claim form
need to be precise. If data are misaligned, the claim could be processed incorrectly. If data cannot be read by the OCR software,
the process will stop and the electronic image of the claim form will need to be reviewed and keyed manually. This will cause an
increase in processing time.

Handwritten Claims

Submitting handwritten claims should be avoided whenever possible. ForwardHealth accepts handwritten claims; however, it is
very difficult for OCR software to read a handwritten claim. If a handwritten claim cannot be read by the OCR software, it will
need to be keyed manually from the electronic image of the claim form. Providers should avoid submitting claims with handwritten
corrections as this can also cause OCR software processing delays.

Use Original Claim Forms

Only origina 1500 Health Insurance Claim Forms and UB-04 Claim Forms should be submitted. Original claim forms are printed
in red ink and may be obtained from afederal forms supplier. ForwardHealth does not provide these claim forms. Claims that are
submitted as photocopies cannot be read by OCR software and will need to be keyed manually from an electronic image of the
claim form. This could result in processing delays.

UseLaser or Ink Jet Printers

It is recommended that claims are printed using laser or ink jet printers rather than printers that use DOT matrix. DOT matrix
printers have breaksin the letters and numbers, which may cause the OCR software to misread the claim form. Use of old or
worn ink cartridges should also be avoided. If the claim form is read incorrectly by the OCR software, the claim may be denied or
reimbursed incorrectly. The process may also be stopped if it is unable to read the claim form, which will cause a delay whileit is
manually reviewed.

Alignment

Alignment within each field on the claim form needs to be accurate. If text within afield is aligned incorrectly, the OCR software
may not recognize that data are present within the field or may not read the data correctly. For example, if a reimbursement
amount of $300.00 is entered into afield on the claim form, but the last "0" is not aligned within the field, the OCR software may
read the number as $30.00, and the claim will be reimbursed incorrectly.
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To get the best alignment on the claim form, providers should center information vertically within each field, and align all
information on the same horizontal plane. Avoid sgueezing two lines of text into one of the six line items on the 1500 Health
Insurance Claim Form.

The following sample claim forms demonstrate correct and incorrect aignment:

Correct alignment for the 1500 Health Insurance Claim Form.
Incorrect alignment for the 1500 Health Insurance Claim Form.
Correct alignment for the UB-04 Claim Form.

Incorrect alignment for the UB-04 Claim Form.

Clarity

Clarity is very important. If information on the claim form is not clear enough to be read by the OCR software, the process may
stop, prompting manual review.

The following guidelines will produce the clearest image and optimize processing time:

Use 10-point or 12-point Times New Roman or Courier New font.

Type al claim data in uppercase | etters.

Use only black ink to complete the claim form.

Avoid using italics, bold, or script.

Make sure characters do not touch.

Make sure there are no lines from the printer cartridge anywhere on the claim form.

Avoid using special characters such as dollar signs, decimals, dashes, asterisks, or backslashes, unless it is specified that
these characters should be used.

1 Use Xsin check boxes. Avoid using letterssuch as Y for Yes, N for No, M for Male, or F for Female.

1 Do not highlight any information on the claim form. Highlighted information blackens when it isimaged, and the OCR
software will be unable to read it.

Note: The above guidelines will also produce the clearest image for claims that need to be keyed manually from an electronic
image.

Staples, Correction Liquid, and Correction Tape

The use of staples, correction liquid, correction tape, labels, or stickers on claim forms should be avoided. Staples need to be
removed from claim forms before they can be imaged, which can damage the claim and cause a delay in processing time.
Correction liquid, correction tape, labels, and stickers can cause data to be read incorrectly or cause the OCR process to stop,
prompting manual review. If the form cannot be read by the OCR software, it will need to be keyed manually from an electronic
image.

Additional Diagnosis Codes

ForwardHealth will accept up to 12 diagnosis codes in Item Number 21 of the 1500 Health Insurance Claim Form.
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Sample of an Incorrectly Aligned 1500 Health Insurance Claim Form
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Sample of a Correctly Aligned UB-04 Claim Form
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Sample of an Incorrectly Aligned UB-04 Claim Form
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Paper Claim Submission

Child Care Coordination
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Paper claims for CCC services must be submitted using the 1500 Health Insurance Claim Form. ForwardHealth denies claims for
CCC services submitted on any other claim form.

Providers should use the appropriate claim form instructions for CCC services when submitting these claims.

Obtaining the Claim Forms

ForwardHealth does not provide the 1500 Health Insurance Claim Form. The forms may be obtained from any federal forms
supplier.

Topic #22797

Payment I ntegrity Review Supporting Documentation

Providers are notified that an individual claim is subject to PIR through a message on the Portal when submitting claims. When this
occurs, providers have seven calendar days to submit the supporting documentation that must be retained in the member's record
for the specific service billed. This documentation must be attached to the claim. The following are examples of documentation
providers may attach to the claim; however, thislist is not exhaustive, and providers may submit any documentation available to
substantiate payment:

1 Case management or consultation notes

1 Durable medica equipment or supply delivery receipts or proof of delivery and itemized invoices or hills
1 Face-to-face encounter documentation

1 Individualized plans of care and updates

1 Initial or program assessments and questionnaires to indicate the start DOS
1 Office visit documentation

1 Operative reports

1 Prescriptions or test orders

1 Session or service notice for each DOS

1 Testing and lab results

1 Transportation logs

1 Treatment notes

Providers must attach this documentation to the claim at the time of, or up to seven days following, submission of the claim. A
claim may be denied if the supporting documentation is not submitted. If a claim is denied, providers may submit a new claim with
the required documentation for reconsideration. To reduce provider impact, claims reviewed by the OIG will be processed as
quickly as possible, with an expected average adjudication of 30 days.

Topic #10637

Reimbursement Reduction for Most Paper Claims

Asaresult of the Medicaid Rate Reform project, ForwardHealth will reduce reimbursement on most claims submitted to
ForwardHealth on paper. Most paper claims will be subject up to a $1.10 reimbursement reduction per claim.

For each claim that a reimbursement reduction was applied, providers will receive an EOB to notify them of the payment
reduction. For claims with reimbursement reductions, the EOB will state the following, "This claim is eligible for electronic
submission. Up to a $1.10 reduction has been applied to this claim payment."

If apaid claim's total reimbursement amount is less than $1.10, ForwardHealth will reduce the payment up to a $1.10. The claim
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will show on the RA as paid but with a $0 paid amount.
The reimbursement reduction applies to the following paper claims:

1 1500 Health Insurance Claim Form
1 UB-04 (CMS 1450) Claim Form

1 Compound Drug Claim form

1 Noncompound Drug Claim form

Exceptionsto Paper Claim Reimbursement Reduction
The reimbursement reduction will not affect the following providers or claims:

1 In-state emergency providers
1 Out-of-state providers
1 Medicare crossover claims
1 Any claims that ForwardHealth requires additional supporting information to be submitted on paper, such as.
i Hysterectomy claims must be submitted along with an Acknowledgment of Receipt of Hysterectomy Information
form.
i Sterilization claims must be submitted aong with a paper Consent for Sterilization form.
i Claims submitted to Timely Filing appeals must be submitted on paper with a Timely Filing Appeals Request form.
i In certain circumstances, drug claims must be submitted on paper with a Pharmacy Special Handling Request form.
i Claims submitted with four or more NDCs for compound and noncompound drugs with specific and non-specific
HCPCS procedure codes.

Topic #968

Submitting Claims Under the Child's I dentification
Number

Providers are required to submit claims to Medicaid for CCC services using the eligible child's Medicaid identification number.

Topic #4817

Submitting Paper Attachments With Electronic Claims

Providers may submit paper attachments to accompany electronic claims and electronic claim adjustments. Providers should refer
to their companion gquides for directions on indicating that a paper attachment will be submitted by mail.

Paper attachments that go with electronic claim transactions must be submitted with the Claim Form Attachment Cover Page.
Providers are required to indicate an ACN for paper attachment(s) submitted with electronic claims. (The ACN is an

a phanumeric entry between two and 80 digits assigned by the provider to identify the attachment.) The ACN must be indicated
on the cover page so that ForwardHealth can match the paper attachment(s) to the correct electronic claim.

ForwardHealth will hold an electronic claim transaction or a paper attachment(s) for up to seven calendar days to find a match. If
amatch cannot be made within seven days, the claim will be processed without the attachment and will be denied if an attachment
is required. When such a claim is denied, both the paper attachment(s) and the electronic claim will need to be resubmitted.

Providers are required to send paper attachments relating to electronic claim transactions to the following address:
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ForwardHealth
Claims and Adjustments
313 Blettner Blvd
Madison WI| 53784
This does not apply to compound and noncompound claims.

Topic #562

Managed Care Organizations

Claimsfor services that are covered in a member's state-contracted M CO should be submitted to that MCO.

Topic #11677

Uploading Claim AttachmentsViathe Portal

Providers are able to upload attachments for most claims via the secure Provider area of the ForwardHealth Portal. This allows
providers to submit al components for claims electronically.

Providers are able to upload attachments via the Portal when a claim is suspended and an attachment was indicated but not yet

received. Providers are able to upload attachments for any suspended claim that was submitted electronically. Providers should
note that all attachments for a suspended claim must be submitted within the same business day.

Claim Types

Providers will be able to upload attachments to claims via the Portal for the following claim types:
1 Professiona
1 Indtitutional
1 Dental

The submission policy for compound and noncompound drug claims does not allow attachments.

Document For mats

Providers are able to upload documents in the following formats:

JPEG (.jpg or .jpeg)
PDF (.pdf)

Rich Text Format (.rtf)
Text File (.txt)

JPEG files must be stored with a .jpg or .jpeg extension; text files must be stored with a .txt extension; rich text format files must
be stored with a..rtf extension; and PDF files must be stored with a .pdf extension.

Microsoft Word files (.doc) cannot be uploaded but can be saved and uploaded in Rich Text Format or Text File formats.

Uploading Claim Attachments
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Claims Submitted by Direct Data Entry

When a provider submits a DDE claim and indicates an attachment will also be included, a feature button will appear and link to
the DDE claim screen where attachments can be uploaded.

Providers are still required to indicate on the DDE claim that the claim will include an attachment via the Attachments panel.
Claims will suspend for seven days before denying for not receiving the attachment.

Claims Submitted by Provider Electronic Software and 837 Health Care Claim Transactions
Providers submitting claims via 837 transactions are required to indicate attachments via the PWK segment. Providers submitting
claims via PES software will be required to indicate attachments via the attachment control field. Once the claim has been
submitted, providers will be able to search for the claim on the Portal and upload the attachment via the Portal. Refer to the
Implementation Guides for how to use the PWK segment in 837 transactions and the PES Manual for how to use the attachment

control field.

Claims will suspend for seven days before denying for not receiving the attachment.
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Responsibilities
Topic #516

Accuracy of Claims

Billing providers are responsible for the accuracy and completeness of all claims submitted either by the provider or by an outside
billing service or clearinghouse.

ForwardHealth requires that all codes indicated on claims and PA requests be valid, including:

Diagnosis codes
Revenue codes
HCPCS codes
HIPPS codes
CPT codes

Providers should refer to current national coding and billing manuals for information on valid code sets. ForwardHealth will:

1 Deny claims received without valid diagnosis codes, revenue codes, and HCPCS, HIPPS, or CPT codes.
1 Return PA requests received without valid codes to the provider.

Providers may submit claims only after the serviceis provided.

A provider may not seek reimbursement from ForwardHealth for a noncovered service by charging ForwardHealth for a covered
service that was not actually provided to the member and then applying the reimbursement toward the noncovered service. In
addition, a provider may not seek reimbursement for two separate covered services to receive additional reimbursement over the
maximum alowed amount for the one service that was provided. Such actions are considered fraudulent.

Topic #22798

Payment Integrity Review Program

The PIR program:

1 Allowsthe OIG to review claims prior to payment.
1 Requires providers to submit all required documentation to support approva and payment of PIR-selected claims.

The god of the PIR program is to further safeguard the integrity of Wisconsin DHS-administered public assistance programs, such
as BadgerCare Plus and Wisconsin Medicaid, from fraud, waste, and abuse by:

1 Proactively reviewing claims prior to payment to ensure federal and state requirements are met.
1 Providing enhanced, compliance-based technical assistance to meet the specific needs of providers.
1 Increasing the monitoring of benefit and service areas that are at high risk for fraud, waste, and abuse.

Fraud, waste, and abuse includes the potential overutilization of services or other practices that directly or indirectly result in
unnecessary program costs, such as:
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Billing for items or services that were not rendered.

Incorrect or excessive hilling of CPT or HCPCS procedure codes.

Unit errors, duplicate charges, and redundant charges.

Billing for services outside of the provider specialty.

Insufficient documentation in the medical record to support the charges billed.
Lack of medical necessity or noncovered services.

Note: Review of claimsin the PIR process does not preclude claims from future post-payment audits or review.

Payment Integrity Review Program Overview

When a provider submits a claim electronically via the ForwardHeath Portal, the system will display a message if the claim is
subject to PIR. The message will instruct providers to submit supporting documentation with the claim. Providers have seven days
to attach documentation to claims. The claim will automatically be denied if documentation is not attached within seven days.

Claims that meet PIR requirements may be eligible for payment once they are accurate and complete. Claims that do not meet
PIR reguirements may be denied or repriced. In these cases, providers are encouraged to:

1 Review the EOB for hilling errors.
1 Refer to the Online Handbook for claims documentation and program policy reguirements.
1 Correct the PIR billing errors and resubmit the claim.

Types of Payment Integrity Review
There are three types of review in the PIR program:

1 Claims Review
1 Pre-Payment Review
1 Intermediate Sanctions

For each type of review, providers must submit supporting documentation that substantiates the CPT and/or HCPCS procedure
codes on the claim.

Intermediate Sanction
The OIG has established cause

that a provider is violating

Claims Review
How claims are selected for A sampling of claimsis

Pre-Payment Review
The OIG has reasonable
suspicion that a provider is

review selected from providers,

provider types, benefit areas, |violating program rules. program rules.
or service codes identified by
the OIG.
How providersarenotified The provider receivesa The provider receives a
Provider Natification letter and |of Intermediate Sanction letter

message on the Portal.

The provider receives aNotice

that selected claimsare message on the Portal.

under review and message on the Portal.

How to successfully exit the |Claims are selected for review | 75% of a provider's reviewed | The provider must meet

review claims over a three-month

based on a pre-determined
percentage of claim
submissions of specific criteria
All providers who bill the

Child Care Coordination
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service codes that are part of | three-month period may not

this criteria are subject to drop more than 10% of the

review, regardless of their provider's volume of submitted

compliance rates. claims prior to pre-payment
review.

Claims Review

In accordance with Wis. Admin. Code § DHS 107.02(2), the OIG may identify providers, provider types, benefit areas, or
procedure codes, and based on those criteria, choose a sampling of claimsto review prior to payment. When a claim submitted
through the Portal that meets one of these criteriais selected for review, a message will appear on the Portal to notify the provider
that the claim must be submitted with all necessary supporting documentation within seven calendar days. The claim will
automatically be denied if documentation is not attached within seven days.

Pre-Payment Review

In accordance with Wis. Admin Code 8 DHS 106.11, if the OIG has cause to suspect that a provider is prescribing or providing
services that are not necessary for members, are in excess of the medical needs of members, or do not conform to applicable
professional practice standards, the provider's claims may be subject to review prior to payment. Providers who are subject to
this type of review will receive a Pre-Payment Review Initial Notice letter, explaining that the OIG has identified billing practice or
program integrity concerns in the provider's claims that warrant the review. This notice details the steps the provider must follow
to substantiate their claims and the length of time their claims will be subject to review. Additionally, a message will appear on the
Portal when the provider submits claims to notify the provider that certain claims must be submitted with all necessary supporting
documentation within seven calendar days. The claim will automatically be denied if documentation is not attached within seven

days.
For a provider to be considered for removal from pre-payment review, both of the following conditions must be met:

1 75% of the provider's reviewed claims over a three-month period are approved to be paid.
1 The number of claims the provider submits during that three-month period may not drop more than 10% from their
submitted claim amount prior to pre-payment review.

The OIG reserves the right to adjust these thresholds according to the facts of the case.
I ntermediate Sanction Review

In accordance with Wis. Admin. Code § DHS 106.08(3)(d), if the OIG has established cause that a provider is violating program
rules, the OIG may impose an intermediate sanction that requires the provider's claims to be reviewed prior to payment. Providers
who are subject to this type of review will be sent an official Intermediate Sanction Notice |etter from the OI G that details the
program integrity concerns that warrant the sanction, the length of time the sanction will apply, and the provider's right to appeal
the sanction. The provider also will receive a message on the Portal when submitting claims that indicates certain claims must be
submitted with the necessary supporting documentation within seven calendar days. The claim will automatically be denied if
documentation is not attached within seven days.

For a provider to be considered for removal from an intermediate sanction, the provider must meet the parameters set during the
sanction process.

Topic #547

Submission Deadline
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ForwardHealth recommends that providers submit claims at least on a monthly basis. Billing on a monthly basis alows the
maximum time available for filing and refiling before the mandatory submission deadline.

With few exceptions, state and federal laws require that providers submit correctly completed claims before the submission
deadline.

Providers are responsible for resolving claims. Members are not responsible for resolving claims. To resolve claims before the
submission deadline, ForwardHealth encourages providers to use all available resources.

Claims

To receive reimbursement, claims and adjustment requests must be received within 365 days of the DOS. This deadline applies to
claims, corrected claims, and adjustments to claims.

Crossover Claims

To receive reimbursement for services that are allowed by Medicare, claims and adjustment requests for coinsurance, copayment,
and deductible must be received within 365 days of the DOS or within 90 days of the Medicare processing date, whichever is
later. This deadline appliesto all claims, corrected claims, and adjustments to claims. Providers should submit these claims through
normal processing channels (not timely filing).

Exceptionsto the Submission Deadline

State and federal laws provide eight exceptions to the submission deadline. According to federal regulations and Wis. Admin.
Code DHS 106.03, ForwardHealth may consider exceptions to the submission deadline only in the following circumstances:

1 Change in a nursing home resident's LOC or liability amount

1 Decision made by a court order, fair hearing, or the Wisconsin DHS

1 Denia due to discrepancy between the member's enrollment information in ForwardHealth interChange and the member's
actual enrollment

Reconsideration or recoupment

Retroactive enrollment for persons on GR

Medicare denial occurs after ForwardHealth's submission deadline

Refund request from an other health insurance source

Retroactive member enrollment

ForwardHealth has no authority to approve any other exceptions to the submission deadline.
Claims or adjustment requests that meet one of the exceptions to the submission deadline may be submitted to Timely Filing.

Topic #23157

Child Care Coordination Claims Submitted by Prenatal Care Coordination
Providers

All claims that are submitted by currently enrolled PNCC providers that include CCC service procedure codes and modifiers are
reviewed through the PIR program. This means claims are not paid until each claim submission and any supporting documentation
is reviewed individually and approved.

Under PIR, ForwardHealth reviews CCC claims to ensure the claims and services meet program requirements. These include
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claims for the following services using the codes and modifiers listed:

1 Assessment: Procedure code T1016 with required modifiers U1, UB, UC.
1 Care plan development: Procedure code T1016 with required modifiers U2, UB, UC.
1 Ongoing care coordination: Procedure code T1016 with required modifiers U3, UB, UC.

Topic #5617

Usual and Customary Charges

For most services, providers are required to indicate their usua and customary charge when submitting claims. The usual and
customary charge is the provider's charge for providing the same service to persons not entitled to the program's benefits. For
providers who have not established usua and customary charges, the charge should be reasonably related to the provider's cost
for providing the service.

Providers may not discriminate against BadgerCare Plus or Medicaid members by charging a higher fee for the same service than
that charged to a private-pay patient.

For services requiring a member copay, providers should still indicate their usual and customary charge. The copay amount
collected from the member should not be deducted from the charge submitted. When applicable, ForwardHealth automatically
deducts the copay amount.

For most services, ForwardHealth reimburses the lesser of the provider's usual and customary charge, plus a professional
dispensing fee, if applicable, or the maximum allowable fee established.
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Responses

Topic #540

An Overview of the Remittance Advice

The RA provides important information about the processing of claims and adjustment requests as well as additional financial
transactions such as refunds or recoupment amounts withheld. ForwardHealth provides electronic RAS to providers on their
secure ForwardHealth Portal accounts when at |east one claim, adjustment request, or financial transaction is processed. RAs are
generated from the appropriate ForwardHealth program when at least one claim, adjustment request, or financial transaction is
processed. An RA is generated regardless of how a claim or adjustment is submitted (electronically or on paper). Generally,
payment information is released and an RA is generated by ForwardHealth no sooner than the first state business day following
the financial cycle.

Providers are required to access their secure ForwardHealth provider Portal account to obtain their RA.

RAs are accessible to providersin a TXT format via the secure Provider area of the Portal. Providers are also able to download
the RA from their secure provider Portal account in a CSV format.

Topic #5091

National Provider Identifier on the Remittance Advice

Health care providers who have a single NPI that is used for multiple enrollments will receive an RA for each enrollment with the
same NPI reported on each of the RAs. For instance, if a hospital has obtained a single NPl and the hospital has a clinic, alab,
and a pharmacy that are all enrolled in Wisconsin Medicaid, the clinic, the lab, and the pharmacy will submit separate claims that
indicate the same NPI as the hospital. Separate RAs will be generated for the hospital, the clinic, the lab, and the pharmacy.

Topic #4818

Calculating Totals on the Remittance Advice for
Adjusted and Paid Claims

The total amounts for all adjusted or paid claims reported on the RA appear at the end of the adjusted claims and paid claims
sections. ForwardHealth calculates the total for each section by adding the net amounts for al claims listed in that section.
Cutback amounts are subtracted from the allowed amount to reach the total reimbursement for the claims.

Note: Some cutbacks that are reported in detail lines will appear as EOB codes and will not display an exact dollar amount.

Topic #534

Claim Number

Each claim or adjustment request received by ForwardHealth is assigned a unique claim number (also known as the ICN).
However, denied real-time compound and noncompound claims are not assigned an ICN, but receive an authorization number.
Authorization numbers are not reported to the RA or 835.
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Interpreting Claim Numbers

The ICN consists of 13 digits that identify valuable information (for example, the date the claim was received by ForwardHealth,
how the claim was submitted) about the claim or adjustment request.

Interpreting Claim Numbers

Each claim and adjustment received by ForwardHealth is assigned a unique claim number (also known as the internal control
number or ICM). This number identifies valuable information about the claim and adjustment request. The following diagram

and rable provide detailed information abour interpreting the claim number.

SPIRA

ear julian date  batch range

Type of Number and Description Applicable Numbers and Description

Region — Twao digits indicate the region. The region
indicates how FarwardHealih received the claim or

adjustment request,

10 — Paper Claims with No Aftachments
11 — Paper Claims with Attachments
20 — Electronic Claims with Mo Attochments

21 — Electronic Claims with Attachments

22 — Internet Claims with Mo Attachmenis

23 — Internet Claims with Alachments

25 — Point-of-Service Claims

26 — Point-of-Service Cloims with Attachments

40 — Claims Convered from Former Processing System

45 — Adjustments Converted from Former Processing
Systern

50-59 — Adjustments

&7 — Cash Payment Applied

80 — Claim Resubmissions

90-91 — Claims Requiring Special Handling

Year — Twao dEQiTS indicate the year FerwardHealth Far e:(umpha, the year 2008 would appear as 08.

received the claim or adjustment request,

Julian date — Three digits indicate the day of the For example, February 3 would appear as 034.
year, by Julian date, that ForwardHealth received the

cloim or adjustment request.

Batch range — Three digils indicate the balch range | The bateh range is used internally by FarwardHealih,

assigned to the claim.

Sequence number — Three digits indicate the The sequence number is used internally by ForwardHealth.

sequance number assigned within the bateh range.

Topic #535

Claim Status

ForwardHealth generally processes claims and adjustment requests within 30 days of receipt. Providers may check the status of a
claim or adjustment request using the AVR system or the 276/277 transaction.
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If aclaim or adjustment request does not appear in claim status within 45 days of the date of submission, a copy of the original

claim or adjustment request should be resubmitted through normal processing channels.

Topic #4746

Cutback Fields on the Remittance Advice for Adjusted
and Paid Claims

Cutback fields indicate amounts that reduce the alowed amount of the claim. Examples of cutbacks include other insurance,
member copays, spenddown amounts, deductibles, or patient liability amounts. Amounts indicated in a cutback field are
subtracted from the total allowed reimbursement.

Providers should note that cutback amounts indicated in the header of an adjusted or paid claim section apply only to the header.
Not al cutback fields that apply to adetail line (such as copays or spenddowns) will be indicated on the RA; the detall line EOB
codes inform providers that an amount was deducted from the total reimbursement but may not indicate the exact amount.

Note: Providers who receive 835 transactions will be able to see al deducted amounts on paid and adjusted claims.

Topic #537

Electronic Remittance I nfor mation

Providers are required to access their secure ForwardHealth provider Portal account to obtain their RAs. Electronic RAs on the
Portal are not available to the following providers because these providers are not allowed to establish Portal accounts by their
Provider Agreements:

1 In-state emergency providers
1 Out-of-state providers
1 Out-of-country providers

RAs are accessible to providersin a TXT format or from a CSV file via the secure Provider area of the Portal.

Text File

The TXT format file is generated by financial payer and listed by RA number and RA date on the secure provider Portal account
under the "View Remittance Advices' menu. RAs from the last 121 days are available in the TXT format. When a user clicks on
an RA, apop-up window displays asking if the user would like to "Open" or "Save" the file. If "Open" is chosen, the document
opens based on the user's application associated with opening text documents. If "Save" is chosen, the "Save As' window will
open. The user can then browse to alocation on their computer or network to save the document.

Users should be aware that "Word Wrap" must be turned off in the Notepad application. If it isnot, it will cause distorted
formatting. Also, users may need to resize the Notepad window to view al of the data. Providers wanting to print their files must
ensure that the "Page Setup” application is set to the "Landscape” setting; otherwise, the printed document will not contain all the
information.

Comma-Separ ated Values Downloadable File

A CSV fileisafile format accepted by awide range of computer software programs. Downloadable CSV-formatted RAs alow
users the benefits of building a customized RA specific to their use and saving the file to their computer. The CSV fileon a
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provider's Portal appears as linear text separated by commas until it is downloaded into a compatible software program. Once
downloaded, the file may be saved to a user's computer and the data manipulated, as desired.

To accessthe CSV file, providers should select the "View Remittance Advices' menu at the top of the provider's Portal home
page.

The CSV files are generated per financial payer and listed by RA number and RA date. A separate CSV fileislisted for the last
10 RAs. Providers can select specific sections of the RA by date to download, making the information easy to read and organize.

The CSV file may be downloaded into a Microsoft Office Excel spreadsheet or into another compatible software program, such
as Microsoft Office Access or OpenOffice. OpenOffice is a free software program obtainable from the internet. Google Docs and
ZDNet aso offer free spreadsheet applications. Microsoft Office Excel, awidely used program, is a spreadsheet application for
Microsoft Windows and Mac OS. The 1995 Office Excel for Windows (Version 7.0) included in Office 95 or a newer version is
recommended for maximum file capabilities when downloading the CSV file. Earlier versions of Microsoft Office Excel will work
with the CSV file; however, files exceeding 65,000 lines may need to be split into smaller files when downloading using earlier
versions. Microsoft Office Access can manage larger datafiles.

Refer to the CSV User Guide on the User Guides page of the Portal for instructions about Microsoft Office Excel functions that
can be used to manipulate RA data downloaded from the CSV file.

835

Electronic remittance information may be obtained using the 835 transaction. It provides useful information regarding the
processing of claims and adjustment requests, which includes the status or action taken on a claim; claim detail, adjustment, or
adjustment detail for all claims and adjustments processed that week, regardless of whether they are reimbursed or denied.
However, a rea-time compound or noncompound claim will not appear on remittance information if the claim is denied by
ForwardHead th. ForwardHealth releases payment information to the 835 no sooner than on the first state business day following
the financia cycle.

Provider Electronic Solutions Softwar e

ForwardHealth offers electronic billing software at no cost to providers. The PES software allows providers to submit electronic
claims and claim reversals and to download the 835 transaction. To obtain PES software, providers may download it from the
ForwardHealth Portal. For assistance installing and using PES software, providers may call the EDI Helpdesk.

Topic #4822

Explanation of Benefit Codesin the Claim Header and
in the Detail Lines

EOB codes are four-digit numeric codes specific to ForwardHealth that correspond to a printed message about the status or
action taken on a claim, claim detail, adjustment, or adjustment detail.

The claim processing sections of the RA report EOBs for the claim header information and detail lines, as appropriate. Header
information is a summary of the information from the claim, such as the DOS that the claim covers or the total amount paid for the
claim. Detail lines report information from the claim details, such as specific procedure codes or revenue codes, the amount billed
for each code, and the amount paid for a detail line item.

Header EOBs are listed below the claim header information and pertain only to the header information. Detail line EOBs are listed
after each detail line and pertain only to the detail line.
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TEXT File

EOB codes and descriptions are listed in the RA information in the TXT file.

CSV File

EOB codes are listed in the RA information from the CSV file; however, the printed messages corresponding to the codes do not
appear in thefile. The EOB Code Listing matching standard EOB codes to explanation text is available on the Portal for
reference.

Topic #13437

ForwardHealth-Initiated Claim Adjustments

There are times when ForwardHealth must initiate a claim adjustment to address claim issues that do not require provider action
and do not affect reimbursement.

Claimsthat are subject to this type of ForwardHealth-initiated claim adjustment will have EOB code 8234 noted on the RA.

The adjusted claim will be assigned a new claim number, known as an ICN. The new ICN will begin with "58." If the provider
adjusts this claim in the future, the new ICN will be required when resubmitting the claim.

Topic #4820

| dentifying the Claims Reported on the Remittance
Advice

The RA reports the first 12 characters of the MRN and/or a PCN, also referred to as Patient Account Number, submitted on the
original claims. The MRN and PCN fields are located beneath the member's name on any section of the RA that reports claims
processing information.

Providers are strongly encouraged to enter these numbers on claims. Entering the MRN and/or the PCN on claims may assist
providers in identifying the claims reported on the RA.

Note: Claims processing sections for dental and drug claims do not include the MRN or the PCN.

Topic #11537

National Correct Coding Initiative

As part of the federal PPACA of 2010, the federal CM S are required to promote correct coding and control improper coding
leading to inappropriate payment of claims under Medicaid. The NCCI is the CM S response to this requirement. The NCClI
includes the creation and implementation of claims processing edits to ensure correct coding on claims submitted for Medicaid
reimbursement.

ForwardHealth is required to implement the NCCI in order to monitor al professional claims and outpatient hospital claims
submitted with CPT or HCPCS procedure codes for Wisconsin Medicaid, BadgerCare Plus, WCDP, and Family Planning Only
Services for compliance with the following NCCI edits:
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1 MUE, or units-of-service detall edits
1 Procedure-to-procedure detail edits

The NCCI editing will occur in addition to/along with current procedure code review and editing completed by Change
Healthcare ClaimsXten and in ForwardHealth interChange.

Medically Unlikely Detail Edits

MUE, or units-of-service detail edits, define the maximum units of service that a provider would report under most circumstances
for asingle member on asingle DOS for each CPT or HCPCS procedure code. If adetail on aclaim is denied for MUE,
providers will receive an EOB code on the RA indicating that the detail was denied due to NCCI.

An example of an MUE would be if procedure code 11102 (tangential biopsy of skin [eg, shave, scoop, saucerize, curette]; single
lesion) was hilled by a provider on a professional claim with a quantity of two or more. This procedure is medicaly unlikely to
occur more than once; therefore, if it is billed with units greater than one, the detail will be denied.

Procedur e-to-Procedur e Detail Edits

Procedure-to-procedure detail edits define pairs of CPT or HCPCS codes that should not be reported together on the same
DOS for avariety of reasons. This edit applies across details on asingle claim or across different claims. For example, an earlier
claim that was paid may be denied and recouped if a more complete code is billed for the same DOS on a separate claim. If a
detail on aclaim is denied for procedure-to-procedure edit, providers will receive an EOB code on the RA indicating that the
detail was denied due to NCCI.

An example of a procedure-to-procedure edit would be if procedure codes 11451 (excision of skin and subcutaneous tissue for
hidradenitis, axillary; with complex repair) and 93000 (electrocardiogram, routine ECG with at least 12 leads; with interpretation
and report) were billed on the same claim for the same DOS. Procedure code 11451 describes a more complex service than
procedure code 93000, and therefore, the secondary procedure would be denied.

Quarterly Code List Updates

CMS will issue quarterly revisions to the table of codes subject to NCCI edits that ForwardHealth will adopt and implement.
Refer to the CM S Medicaid website for downloadable code lists.

Claim Details Denied as a Result of National Correct Coding I nitiative Edits
Providers should take the following steps if they are uncertain why particular services on a claim were denied:

1 Review ForwardHed th remittance information for the EOB message related to the denial.

1 Review the claim submitted to ensure al information is accurate and complete.

1 Consult current CPT and HCPCS publications to make sure proper coding instructions were followed.

1 Consult current ForwardHealth publications, including the Online Handbook, to make sure current policy and billing
instructions were followed.

1 Cdl Provider Services for further information or explanation.

If reimbursement for aclaim or adetail on aclaim is denied due to an MUE or procedure-to-procedure edit, providers may
appeal the denial. Following are instructions for submitting an appeal:

1 Complete the Adjustment/Reconsideration Request form. In Element 16, select the "Consultant review requested"
checkbox and the "Other/comments' checkbox. In the "Other/comments’ text box, indicate "Reconsideration of an NCCI
denial."
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1 Attach notes/supporting documentation.
1 Submit a claim, Adjustment/Reconsideration Request, and additional notes/supporting documentation to ForwardHealth for
processing.

Topic #539

Obtaining the Remittance Advice

Providers are required to access their secure ForwardHealth provider Portal account to obtain RAs. The secure Portal alows
providers to conduct business and exchange electronic transactions with ForwardHealth. A separate Portal account is required for
each financial payer.

Providers who do not have a ForwardHealth provider Portal account may request one.

RAs are accessible to providersin a TXT format via the secure provider Portal account. The TXT format file is generated per
financial payer and listed by RA number and RA date on the secure provider Portal account under "View Remittance Advices'
menu at the top of the provider's Portal home page. RAs from the last 121 days are available in the TXT format.

Providers can also access RAsin a CSV format from their secure provider Portal account. The CSV files are generated per
financial payer and listed by RA number and RA date on the secure provider Portal account under "View Remittance Advices'
menu at the top of the provider's Portal home page. A separate CSV fileislisted for the last 10 RAs.

Topic #4745

Overview of Claims Processing I nformation on the
Remittance Advice

The claims processing sections of the RA include information submitted on claims and the status of the claims. The claim status
designations are paid, adjusted, or denied. The RA also supplies information about why the claim was adjusted or denied or how
the reimbursement was cal culated for the payment.

The claims processing information in the RA is grouped by the type of claim and the status of the claim. Providers receive claims
processing sections that correspond to the types of claims that have been finalized during the current financial cycle.

The claims processing sections reflect the types of claims submitted, such as the following:

Compound drug claims

Dental claims

Noncompound drug claims

Inpatient claims

Long term care claims

Medicare crossover ingtitutiona claims
Medicare crossover professiona claims
Outpatient claims

Professiond claims

The claims processing sections are divided into the following status designations:

1 Adjusted claims
1 Denied claims
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Claim Types
Dental claims
Inpatient claims
Long term care claims
Medicare crossover
ingtitutional claims
Medicare crossover
professiona claims
Noncompound and
compound drug claims
Outpatient claims

Professional claims

Topic #4418

Wisconsin Medicaid

Provider Types
Dentists, dental hygienists, HealthCheck agencies that provide dental services
Inpatient hospital providers and ingtitutes for mental disease providers
Nursing homes

Most providers who submit claims on the UB-04

Most providers who submit claims on the 1500 Health Insurance Claim Form

Pharmacies and dispensing physicians

Outpatient hospital providers and hospice providers

Ambulance providers, ambulatory surgery centers, anesthesiologist assistants, audiologists, case
management providers, certified registered nurse anesthetists, chiropractors, community care
organizations, community support programs, crisis intervention providers, day treatment providers,
family planning clinics, federally qualified health centers, HealthCheck providers, HealthCheck "Other
Services' providers, hearing instrument specialists, home health agencies, independent |abs, individual
medical supply providers, medical equipment vendors, menta health/substance abuse clinics, nursesin
independent practice, nurse practitioners, occupational therapists, opticians, optometrists, persona
care agencies, pharmacists, physical therapists, physician assistants, physician clinics, physicians,
podiatrists, portable X-ray providers, prenatal care coordination providers, psychologists,
rehabilitation agencies, respiratory therapists, rural health clinics, school-based services providers,
specialized medical vehicle providers, speech and hearing clinics, speech-language pathol ogists,
therapy groups

Reading Non-Claims Processing Sections of the
Remittance Advice

Address Page

Inthe TXT file, the Address page displays the provider name and "Pay to" address of the provider.

Banner M essages

The Banner Messages section of the RA contains important, time-sensitive messages for providers. For example, banner
messages might inform providers of claim adjustments initiated by ForwardHealth, claim submission deadlines, and dates of
upcoming training sessions. It is possible for each RA to include different messages; therefore, providers who receive multiple RAs
should read dl of their banner messages.

Child Care Coordination
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Banner messages appear on the TXT file but not on the CSV file. Banner messages are posted in the "View Remittance Advices'
menu on the provider's secure Portal account.

Explanation of Benefits Code Descriptions

EOB code descriptions are listed in the RA information in the TXT file.

EOB codes are listed in the RA information from the CSV file; however, the printed messages corresponding to the codes do not
appear in thefile.

Financial Transactions Page

The Financial Transactions section details the provider's weekly financia activity. Financial transactions reported on the RA
include payouts, refunds, accounts receivable, and payments for claims.

Payouts are payments made to the provider by ForwardHealth that do not correspond to a specific claim (that is, nursing home
assessment relmbursement).

Refunds are payments made to providers for overpayments.

The Accounts Receivable section displays the accounts receivable for amounts owed by providers. The accounts receivable is set
to automatically recover any outstanding balance so that money owed is automatically recouped from the provider. If the full
amount cannot be recouped during the current financial cycle, an outstanding balance will appear in the "Balance" column.

In the Accounts Receivable section, the "Amount Recouped In Current Cycle" column, when applicable, shows the recoupment
amount for the financial cycle as a separate number from the "Recoupment Amount To Date." The "Recoupment Amount To
Date" column shows the total amount recouped for each accounts receivable, including the amount recouped in the current cycle.
The "Tota Recoupment” line shows the sum of all recoupments to date in the "Recoupment Amount To Date" column and the
sum of all recoupments for the current financial cycle in the "Amount Recouped In Current Cycle" column.

For decreasing claim adjustments listed on the RA, a separate accounts receivable will be established and will be listed in the
Financia Transactions section. The accounts receivable will be established for the entire amount of the original paid claim.
Providers will see net difference between the claim and the adjustment reflected on the RA.

Each new claim adjustment is assigned an identification number called the "Adjustment ICN." For other financial transactions, the
adjustment ICN is determined by the following formula.

Type of Character and Description Applicable Characters and Description
Transaction—The first character indicates the type of financial | V—Capitation adjustment
transaction that created the accounts receivable.
1—OBRA Level 1 screening void request

2—OBRA Nurse Aide Training/Testing void request
I dentifier—210 additional numbers are assigned to complete the ' The identifier is used internaly by ForwardHealth.
Adjustment ICN.

Service Code Descriptions
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The Service Code Descriptions section lists all the service codes (that is, procedure codes or revenue codes) reported on the RA
with their corresponding descriptions.

Summary

The Summary section reviews the provider's claim activity and financia transactions with the payer (Medicaid, HDAP, WCDP, or
WWWP) for the current financial cycle, the month-to-date, and the year-to-date, if applicable.

Under the "Claims Data" heading, providers can review the total number of claims that have been paid, adjusted, or denied along
with the total amount reimbursed for all paid and adjusted claims. Only WWWP providers will see amounts reported for "Claims
in Process.” Other providers will always see zeroes in these fields.

Under the "Earnings Data" heading, providers will see total reimbursement amounts for other financia transactions, such as
reimbursement for OBRA Level 1 screening, reimbursement for OBRA Nurse Aid Training/Testing, and capitation payments.

Note: HMOs should note that capitation payments are only reported in the Summary section of the RA. HMOs receive
supplemental reports of their financial transactions from ForwardHealth.

The "Earnings Data" portion also summarizes refunds and voids and reports the net payment for the current financial cycle, the
month-to-date, and the year-to-date, if applicable.

Providers should note that the Summary section will include outstanding checks 90 days after issuance and/or payments made to
lien holders, if applicable.

Topic #368

Reading the Claim Adjustments Section of the
Remittance Advice

Providers receive a Claim Adjustments section in the RA if any of their claims were adjusted during the current financial cycle. A
claim may be adjusted because one of the following occurred:

1 An adjustment request was submitted by the provider.
1 ForwardHealth initiated an adjustment.
1 A cash refund was submitted to ForwardHealth.

To adjust aclaim, ForwardHealth recoups the difference—or pays the differ ence—between the origina claim amount and the
claim adjustment amount. This difference will be reflected on the RA.

In the Claim Adjustments section, the original claim information in the claim header is surrounded by parentheses. Information
about the claim adjustment appears directly below the original claim header information. Providers should check the Adjustment
EOB code(s) for a summary of why the claim was adjusted; other header EOBs will provide additional information.

The Claim Adjustments section only lists detail lines for a claim adjustment if that claim adjustment has detail line EOBs. This
section does not list detail lines for the origina paid claim.

Note: For adjusted compound and noncompound claims, only the compound drug sections include detail lines.

Below the claim header and the detail information will be located one of three possible responses with a corresponding dollar
amount: Additional Payment, Overpayment To Be Withheld, or Refund Amount Applied. The response indicated depends on the
difference between the origina claim amount and the claim adjustment amount.
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If the difference is a positive dollar amount, indicating that ForwardHealth owes additional monies to the provider, then the amount
appears in the Additional Payment line.

If the difference is a negative dollar amount, indicating that the provider owes ForwardHealth additional monies, then the amount
appears in the Overpayment To Be Withheld line. ForwardHealth automatically withholds this amount from payments made to the
provider during the same financia cycle or during subsequent financial cycles, if necessary. This amount also appears in the
Financial Transactions section as an outstanding balance under Accounts Receivable.

An amount appears for Refund Amount Applied if ForwardHealth makes a payment to refund a cash receipt to a provider.

Topic #4824

Reading the Claims Denied Section of the Remittance
Advice

Providers receive a Claims Denied section in the RA if any of their claims were denied during the current financial cycle.

In the denied claims section, providers will see the original claim header information reported along with EOB codes for the claim
header and the detail lines, as applicable. Providers should refer to the EOB Code Description section of the RA to determine
why the claim was denied.
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Sample Professional Services Claims Denied Section of the
Remittance Advice

Remittance Advice — Professional Service Claims Denied Sample

REPORT ; CRA-HCOH-R CATE: MM/ OD/CCYY
RAH 995999999 BRGE ! 9,999
PAYER: LLXX, o EMITTANCE
PROFES SERVICE CLE
AXELLX XXXXX AXXXXEX PAYEE ID 995959959999999
EEESSEEE RS EEEESR SRR SRR HPI FI999I999D
XXX000O00NOONCX XK KX00000000NNN CHECKE/EFT NUMBER 9599939999
REMNOOOOCOOOUCC RN NI0O000O000., XX X0000- X0 PAYMENT DATE MM/ DD CCYY
eI PCN MEN SERVICE DATES BILLED OTH INS SFENDDOWN
FROM  TO AMOUNT AMOUNT RMOUNT
MEMBER HAME: KXXEEXXICOGOOCOCCREENRNIN0000 HEMBER HO,: KEKEXEXXXRRY
RREYYJJIJEEESSE X X XXX OO MMODYY MMDDYY 995,999,999.9%  5,999,999.9%9 999,999,939

HEADER BEOBS: 9355 5335 5559 2999 9555 5555 9939 9955 5555 53533 9398 9555 5555 9999 98455 5555 2933 9580 5355 5353

Fh WUMEER
o 0 MODIFIERS ALLW UNITE L RENDERING PROVIDER BILLED AMT DETAIL EOBS
EXEMM L XX XX EX FFIT. 99 HMDDYY MMDDYY XXX XXXOOOOCODDDLXXXX  XXIOOOO0000 9999 93%% 3999 9999 3% FIFH 9999 99T FIFF FIED
9.95%,5959.9% 9995 5555 5933 9999 5555 5533 9999 9555 3555 3399
EXXXK XX XX XX EX FFIF. 9P KMDDYY MMDDYY XXX XXXOOOOOODCEXXXX  XICO000000K 9999 F¥%% 9999 9999 F99F F999 9999 9IFF FIFI 9999
5,.99%,5995.59 9999 55%% 5999 9999 5555 5559 9999 9555 5555 9999
EXXXH XX XX XX EX FHIG, 99 HMDDYY MMDDYY XXX XXNOOOOODOCCEXEX XXIOOOOOO0EL G909 99%% 9999 2000 999% 9999 9900 Q000 P99 9999
9,99%,995.99 9999 %55 59939 9999 33535 $539 9999 933% F359 FI99
EEXEN XX KX XX KR 3539, 9% HMDDYY MMDDYY EEX RGOUOUOODCENEX  XIOUOOONO 950 3333 3339 9999 3330 2955 299D 9OIF 3IIH DY
9.993,999.939 9993 5393 5999 999% 393% 39393 3999 933% 3999 93339
TOTAL FROFESSIONAL SERVICE CLAIME DENIED: 9.999,999,.9939.%% 99,999,.999.3% 5,6 599,999.93
TOTAL 80, DENIED: 990, 93%

Topic #4825

Reading the Claims Paid Section of the Remittance

Advice

Providers receive a Claims Paid section in the RA if any of their claims were determined payable during the current financia cycle.

In apaid claims section, providers will see the origina claim information reported along with EOB codes for both the header and
the detail lines, if applicable. Providers should refer to the EOB Code Description section of the RA for more information about
how the reimbursement amount was determined. The Incentives column is calculated in accordance with the 835 standards to

balance among the service line, the claim, and the transaction.
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Sample Inpatient Claims Paid Section of the Remittance Advice

REPORT: CRA-IPPD-R FORVARDHEALTH INTERCZHARGE
TR H fie0nid WIECONSTH FORVARDHIALTH
TIIX PROVIDER BENMITTANCE ADVICE
IKPATIENT CLATHZ PATD

FAYEE ID

NPT

CHECESEFT NUMBIR Qe B00000
FAYEENT DATE PESOIST0T

SERVICE DATEZ < DAYS ADHIT BILLED ANT OTH INS ANT COFAY ANT INFAT DED FAID ANT
==ICH== HER FROR TO DATE ALLOVED ANT INCENTIVES SFENDDOWN AXT CUTLIER ART Co=1HS CB DRG CD 30T
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Topic #4828

Remittance Advice Financial Cycles

Each financia payer (Medicaid, HDAP, WCDP, and WWWP) has separate financia cycles that occur on different days of the
week. RAs are generated and posted to secure provider Portal accounts after each financial cycle is completed. Therefore, RAs
may be generated and posted to secure provider ForwardHealth Portal accounts from different payers on different days of the
week.

Certain financia transactions may run on a daily basis, including non-claim related payouts and stop payment reissues. Providers
may have access to the RAs generated and posted to secure provider Portal accounts for these financial transactions at any time
during the week.

Topic #4827

Remittance Advice Generated by Payer and by Provider
Enrollment

RAs are generated and posted to secure provider Portal accounts from one or more of the following ForwardHealth financial
payers:

1 Wisconsin Medicaid (Wisconsin Medicaid is the financia payer for the Medicaid, BadgerCare Plus, and SeniorCare
programs)

1 HDAP

1 WCDP

1 WWWP

A separate Portal account is required for each financial payer.
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Note: Each of the four payers generate separate RAs for the claims, adjustment requests, or other financial transactions submitted
to the payer. A provider who submits claims, adjustment requests, or other financia transactions to more than one of these payers
may receive several RAS.

The RA is generated per provider enrollment. Providers who have asingle NPI that is used for multiple enrollments should be
aware that an RA will be generated for each enrollment, but the same NPI will be reported on each of the RAs.

For instance, a hospital has obtained a single NPI. The hospital has aclinic, alab, and a pharmacy that are al enrolled with
ForwardHealth. The clinic, the lab, and the pharmacy submit separate claims that indicate the same NPI as the hospital. Separate
RAs will be generated for the hospital, the clinic, the lab, and the pharmacy.

Topic #6237

Reporting a L ost Check

To report alost check to ForwardHealth, providers are required to mail or fax aletter to ForwardHealth Financial Services.
Providers are required to include the following information in the letter:

1 Provider's name and address, including the ZIP+4 code
1 Provider'sidentification number
i For healthcare providers, include the NPI and taxonomy code.
i For non-healthcare providers, include the provider identification number.
1 Check number, check date, and check amount (This should be recorded on the RA.)
1 A written request to stop payment and reissue the check
1 The signature of an authorized financial representative (An individual provider is considered his or her own authorized
financia representative.)

Fax the letter to ForwardHealth at 608-221-4567 or mail it to the following address:
ForwardHealth
Financia Services
313 Blettner Blvd
Madison WI 53784

Topic #5018

Sear ching for and Viewing All Claims on the Portal

All claims, including compound, noncompound, and dental claims, are available for viewing on the ForwardHealth Portal.
To search and view claims on the Portal, providers may do the following:

1 Go to the Portal.

1 Login to the secure Provider area of the Portal.

1 The most recent claims processed by ForwardHealth will be viewable on the provider's home page, or the provider may
select claim search and enter the applicable information to search for additional claims.

1 Select the claim the provider wants to view.

Topic #4829
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Sections of the Remittance Advice

The RA information in the TXT file includes the following sections:

1 Address page

1 Banner messages

1 Paper check information, if applicable
1 Claims processing information

1 EOB code descriptions

1 Financia transactions

1 Service code descriptions

1 Summary

1 Claim sequence numbers

The RA information in the CSV file includes the following sections:

1 Payment

1 Payment hold

1 Service codes and descriptions

1 Financia transactions

1 Summary

1 Inpatient claims

1 Outpatient claims

1 Professional claims

1 Medicare crossovers—Professiona
1 Medicare crossovers—Institutional
1 Compound drug claims
1 Noncompound drug claims
1 Dental claims
1 Long term care claims
1 Financia transactions
1 Summary
1 Claim sequence numbers

Providers can select specific sections of the RA in the CSV file within each RA date to be downloaded making the information
easy to read and to organize.

Remittance Advice Header Information
Thefirst page of each section of the RA (except the address page of the TXT file) displays the same RA header information.
The following fields are on the left-hand side of the header:
1 Thetechnical name of the RA section (for example, CRA-TRAN-R), which is an internal ForwardHealth designation
1 The RA number, which is a unique number assigned to each RA that is generated
1 The name of the payer (Medicaid, HDAP, WCDP, or WWWP)
1 The Pay To address of the provider. The Pay To address is used for mailing purposes.

The following information is in the middle of the header:

1 A description of the financial cycle
1 The name of the RA section (for example, Financial Transactions or Professional Services Claims Paid)
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The right-hand side of the header reports the following information:

The date of the financia cycle and date the RA was generated

The page number

The Payee ID of the provider. A payee ID is defined as the identification number of a unique entity receiving payment for
goods and/or services from ForwardHealth. The payee ID is up to 15 characters long and may be based on a pre-existing
identification number, such as the Medicaid provider number. The payee ID is an interna ForwardHealth designation. The
Medicaid provider number will display in thisfield for providers who do not have an NPI.

The NPI of the provider, if applicable. Thisfield will be blank for those providers who do not have an NPI.

The number of the check issued for the RA, if applicable

The date of payment on the check, if applicable

Topic #544

Verifying Accuracy of Claims Processing

After obtaining ForwardHealth remittance information, providers should compare it to the claims or adjustment requests to verify
that ForwardHealth processed elements of the claims or adjustment requests as submitted. To ensure correct reimbursement,
providers should do the following:

Identify and correct any discrepancy that affected the way a claim processed.
Correct and resubmit claims that are denied.
Submit an adjustment request for allowed claims that require a change or correction.

When posting a payment or denial to a member's account, providers should note the date on the ForwardHealth remittance
information that indicates that the claim or adjustment has finalized. Providers are required to supply thisinformation if further
follow-up actions are necessary.

Child Care Coordination
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Adjustment Requests

Topic #814

Allowed Claim

An alowed claim (or adjustment request) contains at least one service that is reimbursable. Allowed claims display on the Paid
Claims Section of the RA with a dollar amount greater than "0" in the allowed amount fields. Only an allowed claim, which isaso
referred to as a claim in an alowed status, may be adjusted.

Topic #3815

Denied Claim

A claim that was completely denied is considered to be in a denied status. To receive reimbursement for a claim that was
completely denied, it must be corrected and submitted as a new claim.

Topic #512

Electronic

837 Transaction

Even if the original claim was submitted on paper, providers may submit electronic adjustment requests using an 837 transaction.

Provider Electronic Solutions Softwar e

The Wisconsin DHS offers electronic billing software at no cost to providers. The PES software allows providers to submit
€lectronic adjustment requests using an 837 transaction. To obtain PES software, providers may download it from the
ForwardHealth Portal. For assistance installing and using PES software, providers may call the EDI Helpdesk.

Portal Claim Adjustments

Providers can submit claim adjustments via the Portal. Providers may use the search function to find the specific claim to adjust.
Once the claim is found, the provider can alter it to reflect the desired change and resubmit it to ForwardHealth. Any claim
ForwardHealth has paid within 365 days of the DOS can be adjusted and resubmitted on the Portal, regardless of how the claim
was originaly submitted.

Claim adjustments with DOS beyond the 365-day submission deadline should not be submitted electronically. Providers who
attempt to submit a claim adjustment electronically for DOS beyond 365 days will have the entire amount of the claim recouped.

Requests for adjustments to claims with DOS beyond the 365-day submission deadline may be submitted using the timely filing
process (a paper process) if the claim adjustment meets one of the exceptions to the claim submission deadline.

Topic #513
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Follow-Up

Providers who believe an error has occurred or their issues have not been satisfactorily resolved have the following options:

Submit a new adjustment request if the previous adjustment request isin an allowed status.
Submit a new claim for the services if the adjustment request isin a denied status.

Contact Provider Services for assistance with paper adjustment requests.

Contact the EDI Helpdesk for assistance with electronic adjustment requests.

Topic #515

Paper

Paper adjustment requests must be submitted using the Adjustment/Reconsideration Request form.

Topic #3816

Processing

Within 30 days of receipt, ForwardHealth generally reprocesses the original claim with the changes indicated on the adjustment
request and responds on ForwardHealth remittance information.

Topic #514

Pur pose

After reviewing both the claim and ForwardHealth remittance information, a provider may determine that an allowed claim needs
to be adjusted. Providers may file adjustment requests for reasons including the following:

1 To correct hilling or processing errors
1 To correct inappropriate payments (overpayments and underpayments)
1 To add and delete services
1 To supply additional information that may affect the amount of reimbursement
1 To request professional consultant review (for example, medical, dental)
Providers may initiate reconsideration of an allowed claim by submitting an adjustment request to ForwardHealth.

Topic #4857

Submitting Paper Attachmentswith Electronic Claim
Adjustments

Providers may submit paper attachments to accompany electronic claim adjustments. Providers should refer to their companion
guides for directions on indicating that a paper attachment will be submitted by mail.
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Good Faith Claims

Topic #518

Definition of Good Faith Claims

A good faith claim may be submitted when a claim is denied due to a discrepancy between the member's enrollment information in
the claims processing system and the member's actual enrollment. If a member presents atemporary identification card for
BadgerCare Plus or Family Planning Only Services, the provider should check the member's enrollment via Wisconsin's EV S and,
if the enrollment is not on file yet, make a photocopy of the member's temporary identification card.

When amember presents atemporary ID card for EE in BadgerCare Plus or Family Planning Only Services but the member's
enrollment is not on file yet in the EV'S, the provider should check enrollment again in two days or wait one week to submit a
claim to ForwardHealth. If, after two days, the EV'S indicates that the member still is not enrolled or the claim is denied with an
enrollment-related EOB code, the provider should contact Provider Services for assistance.

When amember who received areal-time eligibility determination presents a temporary 1D card but the member's enroliment is
not on file yet in the EVS, the provider should wait up to one week to submit a claim to ForwardHealth. If the claim is denied with
an enrollment-related EOB code, the provider should contact Provider Services for assistance.
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Timely Filing Appeals Requests
Topic #549

Requirements

When a claim or adjustment request meets one of the exceptions to the submission deadline, the provider is required to mail
ForwardHealth a Timely Filing Appeals Request form with a paper claim or an Adjustment/Reconsideration Request form to
override the submission deadline. If claims or adjustment requests are submitted electronically, the entire amount of the claim will
be recouped.

DOS that are beyond the submission deadline should be submitted separately from DOS that are within the deadline. Claims or
adjustment requests received that contain both current and late DOS are processed through normal channels without review by
Timely Filing and late DOS will be denied.

Topic #551

Resubmission

Decisions on Timely Filing Appeals Requests cannot be appealed. Providers may resubmit the claim to Timely Filing if both of the
following occur:

1 The provider submits additional documentation as requested.
1 ForwardHealth receives the documentation before the specified deadline for the exception to the submission deadline.

Topic #744
Submission
To receive consideration for an exception to the submission deadline, providers are required to submit the following:

1 A properly completed Timely Filing Appeals Request form for each claim and each adjustment to allow for documentation
of individual claims and adjustments submitted to ForwardHealth

1 A legible claim or Adjustment/Reconsideration Request form

1 All required documentation as specified for the exception to the submission deadline

1 A properly completed Explanation of Medical Benefits form for paper claims and paper claim adjustments where other
health insurance sources are indicated

Note: Providers are reminded to complete and submit the most current versions of these forms supported by ForwardHealth.

To receive consideration for an exception, a Timely Filing Appeals Request form must be received by ForwardHealth before the
applicable submission deadlines specified for the exception.

When completing the claim or adjustment request, providers are required to indicate the procedure code, diagnosis code, POS
code, and all other required claims data elements effective for the DOS. However, providers should use the current claim form
and instructions or adjustment request form and instructions. Reimbursement for Timely Filing Appeals Requests is contingent
upon the claim or adjustment request meeting program requirements for the DOS.
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The following table lists the filing deadlines and additional documentation requirements as they correspond to each of the eight
allowable exceptions.

Changein Nursing Home Resident's L evel of Care or Liability Amount

Submission
Address

This exception occurs when anursing To receive consideration, the request must be submitted within 455 | ForwardHealth

Description of the Exception Documentation Requirements

home claim isinitially received within the  days from the DOS. Include the following documentation as part of | Timely Filing

submission deadline and reimbursed the request: Ste 50
incorrectly due to a change in the 313 Blettner
member's authorized LOC or liability 1 The correct liability amount or LOC must be indicated on the Blvd
amourt. Adjustment/Reconsideration Request form. Madison WI

1 The most recent claim number (also known as the ICN) must 53784
be indicated on the Adjustment/Reconsideration Request
form. This number may be the result of a ForwardHealth-
initiated adjustment.

1 A copy of the Explanation of Medical Benefits form, if

applicable.

Decision Made by a Court, Fair Hearing, or the Wisconsin Department of Health Services

Submission
Address

This exception occurs when a decision is | To receive consideration, the request must be submitted within 90 | ForwardHealth

Description of the Exception Documentation Requirements

made by acourt, fair hearing, or the days from the date of the decision of the hearing. Include the Timely Filing
Wisconsin DHS. following documentation as part of the request: Ste 50
313 Blettner
1 A complete copy of the decision notice received from the Blvd
court, fair hearing, or DHS Madison WI
53784

Denial Due to Discrepancy Between the Member's Enrollment I nformation in ForwardHealth inter Change and the
Member's Actual Enrollment
Submission
Address
This exception occurs when aclaimis To receive consideration, the request must be submitted within 455 | ForwardHealth

Description of the Exception Documentation Requirements

initialy received by the deadline but is days from the DOS. Include the following documentation as part of | Good

denied due to a discrepancy between the | the request: Faith/Timely
member's enrollment information in Filing
ForwardHealth interChange and the 1 A copy of remittance information showing the claim was Ste 50

member's actual enrollment. submitted in atimely manner and denied with a qualifying 313 Blettner

enrollment-related explanation. Blvd
1 A photocopy of one of the following indicating enrollment on  \ 1 ~ison Wi
the DOS: 53784
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i Temporary Identification Card for Express Enrollment
in BadgerCare Plus

i Temporary Identification Card for Express Enrollment
in Family Planning Only Services

i The response received through Wisconsin's EVS from
acommercia eligibility vendor

i The transaction log number received through WiCall

i The enrollment tracking number received through the
ForwardHealth Portal

Forwar dHealth Reconsider ation or Recoupment

Description of the Exception Documentation Requirements

This exception occurs when

Submission
Address

If a subsequent provider submission is required, the request must be |ForwardHealth

ForwardHealth reconsiders apreviously  submitted within 90 days from the date of the RA message. Include | Timely Filing

processed claim. ForwardHealth will the following documentation as part of the request:
initiate an adjustment on a previously paid
dam. 1 A copy of the RA message that shows the ForwardHealth-
initiated adjustment
1 A copy of the Explanation of Medical Benefits form, if
applicable
Retroactive Enrollment for Persons on General Relief
Description of the Exception Documentation Requirements

This exception occurs when the income | To receive consideration, the request must be submitted within 180

maintenance or tribal agency requestsa | days from the date the backdated enrollment was added to the

return of a GR payment from the provider | member's enrollment information. Include the following

because a member has become

documentation as part of the request:

retroactively enrolled for Wisconsin

Medicaid or BadgerCare Plus.

1 A copy of the Explanation of Medical Benefits form, if

applicable
And
1 GR retroactive enrollment indicated on the claim
Or
1 A copy of the letter received from the income maintenance or
tribal agency

M edicare Denial Occurs After the Submission Deadline

Description of the Exception Documentation Requirements

This exception occurs when claims To receive consideration, the request must be submitted within 90

Child Care Coordination
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313 Blettner
Blvd
Madison WI
53784

Submission

Address
ForwardHealth
GR Retro
Eligibility
Ste 50
313 Blettner
Blvd
Madison WI
53784

Submission
Address
ForwardHealth
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submitted to Medicare (within 365 days | days of the Medicare processing date. Include the following Timely Filing
of the DOS) are denied by Medicare after documentation as part of the request: Ste 50

the 365-day submission deadline. A 313 Blettner
waiver of the submission deadlinewill not ~~ * A COPy of the Medicare remittance information Blvd

be granted when Medicare denies a claim 1 A copy of the Explanation of Medical Benefits form, if Madison Wi
for one of the following reasons: applicable 53784

1 The charges were previously
submitted to Medicare.

1 The member name and
identification number do not match.

1 The services were previously
denied by Medicare.

1 The provider retroactively applied
for Medicare enrollment and did
not become enrolled.

Refund Request from an Other Health I nsurance Sour ce

Description of the Exception Documentation Requirements Sibdncllrs:s)n
This exception occurs when an other To receive consideration, the request must be submitted within 90 | ForwardHealth
health insurance source reviews a days from the date of recoupment notification. Include the following ' Timely Filing
previoudly paid claim and determinesthat  documentation as part of the request: Ste 50
reimbursement was inappropriate. 313 Blettner
1 A copy of the recoupment notice Blvd
1 An updated Explanation of Medical Benefits form, if Madison WI
applicable 53784
Note: When the reason for resubmitting is due to Medicare
recoupment, ensure that the associated Medicare disclaimer code
(M-7 or M-8) isincluded on the updated Explanation of Medical
Benefits form.
Retroactive Member Enrollment into Medicaid
Description of the Exception Documentation Requirements Sibdncllrs:s)n
This exception occurs when a claim To receive consideration, the request must be submitted within 180 ForwardHeath

cannot be submitted within the submission | days from the date the backdated enrollment was added to the Timely Filing
deadline due to adelay in the member's enrollment information. In addition, retroactive enroliment | Ste 50
determination of a member's retroactive 'must be indicated by selecting Retroactive member enrollment for | 313 Blettner
enrollment. ForwardHealth (attach appropriate documentation for retroactive  Blvd

Published Policy Through July 31, 2025

Child Care Coordination Page 122 of 210



Wisconsin Medicaid

period, if available) box on the Timely Filing Appeals Request form. |Madison Wi
53784
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Over payments

Topic #528

Adjustment Request vs. Cash Refund

Except for nursing home and hospital providers, cash refunds may be submitted to ForwardHealth in lieu of an adjustment
request. However, whenever possible, providers should submit an adjustment request for returning overpayments since both of
the following are true:

1 A cash refund does not provide documentation for provider records as an adjustment request does. (Providers may be
required to submit proof of the refund at alater time.)

1 Providers are not able to further adjust the claim after a cash refund is done if an additional reason for adjustment is
determined.

Topic #532

Adjustment Requests

When correcting an overpayment through an adjustment request, providers may submit the adjustment request electronically or on
paper. Providers should not submit provider-based hilling claims through adjustment processing channels.

ForwardHealth processes an adjustment request if the provider is al of the following:

Medicaid-enrolled on the DOS.

Not currently under investigation for Medicaid fraud or abuse.

Not subject to any intermediate sanctions under Wis. Admin. Code § DHS 106.08.

Claiming and receiving ForwardHealth reimbursement in sufficient amounts to alow the recovery of the overpayment within
avery limited period of time. The period of time is usually no more than 60 days.

Electronic Adjustment Requests

Wisconsin Medicaid will deduct the overpayment when the electronic adjustment request is processed. Providers should use the
companion guide for the appropriate 837 transaction when submitting adjustment requests.

Paper Adjustment Requests

For paper adjustment requests, providers are required to do the following:

1 Submit an Adjustment/Reconsideration Request form through normal processing channels (not timely filing), regardless of
the DOS

1 Indicate the reason for the overpayment, such as a duplicate reimbursement or an error in the quantity indicated on the
clam

After the paper adjustment request is processed, Wisconsin Medicaid will deduct the overpayment from future reimbursement
amounts.

Published Policy Through July 31, 2025

Child Care Coordination Page 124 of 210



Wisconsin Medicaid

Topic #533

Cash Refunds

When submitting a personal check to ForwardHealth for an overpayment, providers should include a copy of the RA for the claim
to be adjusted and highlight the affected claim on the RA. If a copy of the RA is not available, providers should indicate the ICN,
the NPI (if applicable), and the payee ID from the RA for the claim to be adjusted. The check should be sent to the following
address:

ForwardHealth

Financial Services Cash Unit
313 Blettner Blvd

Madison WI 53784

Topic #531

ForwardHealth-Initiated Adjustments

ForwardHealth may initiate an adjustment when a retroactive rate increase occurs or when an improper or excess payment has
been made. ForwardHealth has the right to pursue overpayments resulting from computer or clerical errors that occurred during
claims processing.

If ForwardHealth initiates an adjustment to recover overpayments, ForwardHealth remittance information will include details of
the adjustment in the Claims Adjusted Section of the paper RA.

Topic #530

Requirements

As stated in Wis. Admin. Code 8 DHS 106.04(5), the provider is required to refund the overpayment within 30 days of the date
of the overpayment if a provider receives overpayment for a claim because of duplicate reimbursement from ForwardHealth or
other health insurance sources.

In the case of dl other overpayments (for example, incorrect claims processing, incorrect maximum allowable fee paid), providers
are required to return the overpayment within 30 days of the date of discovery.

The return of overpayments may occur through one of the following methods:

1 Return of overpayment through the adjustment request process

1 Return of overpayment with a cash refund

1 Return of overpayment with a voided claim

1 ForwardHealth-initiated adjustments

Note: Nursing home and hospital providers may not return an overpayment with a cash refund. These providers routinely receive
retroactive rate adjustments, requiring ForwardHealth to reprocess previously paid claimsto reflect anew rate. Thisis not
possible after a cash refund is done.

Topic #8417
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Voiding Claims

Providers may void claims on the ForwardHedl th Portal to return overpayments. Thisway of returning overpayments may be a
more efficient and timely way for providers as a voided claim is a complete recoupment of the payment for the entire claim. Once
aclaim isvoided, the claim can no longer be adjusted; however, the services indicated on the voided claim may be resubmitted on
anew claim.
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Reimbursement
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Archive Date:08/01/2025

Reimbursement:Payer of Last Resort

Topic #242

|nstances When Medicaid is Not Payer of Last Resort

Wisconsin Medicaid or BadgerCare Plus are not the payer of last resort for members who receive coverage from certain
governmental programs, such as.

1 Birthto 3
1 Crime Victim Compensation Fund
1 GA
1 HCBSwaiver programs:
i CLTS
i Family Care
i Family Care Partnership
i IRIS
1 IDEA
1 Indian Health Service
1 Maternal and Child Health Services
1 WCDP
i Adult Cydtic Fibrosis
i Chronic Renal Disease
;i HemophiliaHome Care

Providers should ask membersif they have coverage from these other governmental programs.
If the member becomes retroactively enrolled in Wisconsin Medicaid or BadgerCare Plus, providers who have already been
reimbursed by one of these government programs may be required to submit the claims to ForwardHealth and refund the payment

from the government program.

Topic #253

Payer of Last Resort

Except for afew instances, Wisconsin Medicaid or BadgerCare Plusis the payer of last resort for any covered services.
Therefore, the provider is required to make a reasonable effort to exhaust al other existing health insurance sources before
submitting claims to ForwardHealth or to a state-contracted M CO.

Topic #255

Primary and Secondary Payers

The terms primary payer and secondary payer indicate the relative order in which insurance sources are responsible for paying
clams.

In general, commercial health insuranceis primary to Medicare, and Medicare is primary to Wisconsin Medicaid and BadgerCare
Plus. Therefore, Wisconsin Medicaid and BadgerCare Plus are secondary to Medicare, and Medicare is secondary to
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commercia health insurance.
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Amounts

Topic #258

Acceptance of Payment

The amounts allowed as payment for covered services must be accepted as payment in full. Therefore, total payment for the
service (for example, any amount paid by other health insurance sources, any BadgerCare Plus or Medicaid copay or spenddown
amounts paid by the member, and any amount paid by BadgerCare Plus, Medicaid, or HDAP) may not exceed the alowed
amount. As aresult, providers may not collect payment from a member or authorized person acting on behaf of the member, for
the difference between their usual and customary charge and the allowed amount for a service (for example, balance billing).

Other health insurance payments may exceed the allowed amount if no additional payment is received from the member or
BadgerCare Plus, Medicaid, or HDAP.

Topic #694

Billing Service and Clearinghouse Contracts

According to Wis. Admin. Code 8 DHS 106.03(5)(c)2, contracts with outside billing services or clearinghouses may not be
based on commission in which compensation for the service is dependent on reimbursement from BadgerCare Plus. This means
compensation must be unrelated, directly or indirectly, to the amount of reimbursement or the number of claims and is not
dependent upon the actual collection of payment.

Topic #3117

Electronic Funds Transfer

EFT alows ForwardHedth to directly deposit payments into a provider's designated bank account for a more efficient delivery of
payments than the current process of mailing paper checks. EFT is secure, eliminates paper, and reduces the uncertainty of
possible delaysin mail delivery.

Only in-state and border-status providers who submit claims and MCOs are eligible to receive EFT payments.

Provider Exceptions
EFT payments are not available to the following providers:

1 In-state emergency providers
1 Out-of-state providers

1 Out-of-country providers

1 SMV providers during their provisional enrollment period

Enrolling in Electronic Funds Transfer

A ForwardHealth Portal account is required to enroll into EFT as al enrollments must be completed via a secure Provider Portal
account or a secure MCO Portal account. Paper enrollments are not accepted. A separate EFT enrollment is required for each
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financial payer a provider bills.

Providers who do not have a Portal account may Request Portal Access online. Providers may also call the Portal Helpdesk for
assistance in requesting a Portal account.

The following guidelines apply to EFT enrollment:

1 Only aPortal Administrator or a clerk who has been assigned the EFT role on the Portal may complete the EFT enrollment
information.

1 Organizations can revert back to receiving paper checks by disenrolling in EFT.

1 Organizations may change their EFT information at any time.

1 Organizations will continue to receive their RA as they do currently.

Refer to the Electronic Funds Transfer User Guide on the User Guides page of the Portal for instructions and more information
about EFT enrollment.

Providers will continue to receive payment via paper check until the enrollment process moves into Active status and the
provider's ForwardHealth EFT enrollment is considered complete.

Recoupment and Reversals

Enrollment in EFT does not change the current process of recouping funds. Overpayments and recoupment of funds will continue
to be conducted through the reduction of payments.

Note: Enrolling in EFT does not authorize ForwardHealth to make unauthorized debits to the provider's EFT account; however, in
some instances an EFT reversal of payment may be necessary. For example, if the system generates a payment twice or the
amount entered manually consists of an incorrect value (for example, a decimal point is omitted creating a $50,000 keyed value
for a$500 claim), areversal will take place to correct the error and resend the correct transaction value. ForwardHealth will
notify the designated EFT contact person of an EFT reversal if a payment is made in error due to a system processing or manual
dataentry error.

Problem Resolution
If payment is not deposited into the designated EFT account according to the ForwardHealth payment cycle, providers should
first check with their financial institution to confirm the payment was received. If the payment was not received, providers should

then call Provider Services to resolve the issue and payment by paper check will be reinstated until the matter has been resolved.

Topic #897

Fee Schedules

Maximum allowable fee information is available on the Max Fee Schedules page of the ForwardHealth Portal in the following
forms:

1 An interactive maximum allowable fee schedule
1 Downloadable fee schedules by service areaonly in TXT or CSV files

Policy information is not displayed in the fee schedules. Providers should refer to their specific service areain the Online
Handbook for more information about coverage policy related to a specific procedure code.

Certain fee schedules are interactive. On the interactive fee schedule, providers have more search options for looking up some
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coverage information, as well as the maximum allowable fees, as appropriate, for reimbursable HCPCS, CPT, or CDT procedure
codes for most services.

Providers have the ability to independently search by:

1 A single HCPCS, CPT, or CDT procedure code

1 Multiple HCPCS, CPT, or CDT procedure codes

1 A pre-populated code range

1 A service area (Service areas listed in the interactive fee schedule more closely align with the provider service areaslisted in
the Online Handbook, including the WCDP programs and WWWP.)

The downloadable fee schedules, which are updated monthly, provide basic maximum allowable fee information by provider
service area.

Through the interactive fee schedule, providers can export their search results for a single code, multiple codes, a code range, or
by service area. The export function of the interactive fee schedule will return a.zip file that includes seven CSV files containing
the results.

Note: The interactive fee schedule will export all associated information related to the provider's search criteria except the
procedure code descriptions.

Providers may call Provider Servicesin the following cases.

1 The ForwardHealth Portal is not available.

1 Thereisuncertainty as to which fee schedule should be used.

1 The appropriate fee schedule cannot be found on the Portal.

1 To determine coverage or maximum allowable fee of procedure codes not appearing on a fee schedule.

Topic #260

Maximum Allowable Fees

Maximum allowable fees are established for most covered services. Maximum allowable fees are based on various factors,
including areview of usua and customary charges submitted, the Wisconsin State Legislature's Medicaid budgetary constraints,
and other relevant economic limitations. Maximum allowable fees may be adjusted to reflect reimbursement limits or limits on the
availahility of federal funding as specified in federal law.

Providers are reimbursed at the lesser of their billed amount and the maximum allowable fee for the procedure.
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Collecting Payment From Members

Topic #227

Conditions That Must Be M et

A member may request a noncovered service, a covered service for which PA was denied (or modified), or a service that is not
covered under the member's limited benefit category. The charge for the service may be collected from the member if the
following conditions are met prior to the delivery of that service:

1 The member accepts responsibility for payment.
1 The provider and member make payment arrangements for the service.

Providers are strongly encouraged to obtain awritten statement in advance documenting that the member has accepted
responsibility for the payment of the service.

Furthermore, the service must be separate or distinct from arelated, covered service. For example, avision provider may provide
amember with eyeglasses but then, upon the member's request, provide and charge the member for anti-glare coating, whichisa
noncovered service. Charging the member is permissible in this situation because the anti-glare coating is a separate service and
can be added to the lenses at a later time.

Topic #538

Cost Sharing

According to federal regulations, providers cannot hold a member responsible for any commercial or Medicare cost-sharing
amount such as coinsurance, copay, or deductible. Therefore, a provider may not collect payment from a member, or authorized
person acting on behalf of the member, for copays required by other health insurance sources. Instead, the provider should collect
from the member only the Medicaid or BadgerCare Plus copay amount indicated on the member's remittance information.

Topic #224

Situations When Member Payment is Allowed

Providers may not collect payment from a member, or authorized person acting on behalf of the member, except for the
following:

1 Required member copays for certain services.

1 Other health insurance payments made to the member.

1 Spenddown.

1 Chargesfor aprivate room in a nursing home if meeting the requirements stated in Wis. Admin. Code § DHS 107.09(4)
(k), or inahospital if meeting the requirements stated in Wis. Admin. Code § DHS 107.08(3)(a)2.

1 Noncovered servicesif certain conditions are met.

1 Covered services for which PA was denied (or an originaly requested service for which a PA request was modified) if
certain conditions are met. These services are treated as noncovered services.

1 Services provided to amember in alimited benefit category when the services are not covered under the limited benefit and
if certain conditions are met.
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If aprovider inappropriately collects payment from a member, or authorized person acting on behalf of the member, that provider
may be subject to program sanctions including termination of Medicaid enrollment.
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Reimbursement Not Available

Topic #695

Reimbursement Not Available Through a Factor

BadgerCare Plus will not reimburse providers through a factor, either directly or by virtue of a power of attorney given to the
factor by the provider. A factor is an organization (for example, a collection agency) or person who advances money to a
provider for the purchase or transferal of the provider's accounts receivable. The term "factor" does not include business
representatives, such as billing services, clearinghouses, or accounting firms, which render statements and receive paymentsin the
name of the provider.

Topic #51

Services Not Separately Reimbursable

If reimbursement for a service isincluded in the reimbursement for the primary procedure or service, it is not separately
reimbursable. For example, routine venipuncture is not separately reimbursable, but it is included in the reimbursement for the
laboratory procedure or the laboratory test preparation and handling fee. Also, DME delivery charges are included in the
reimbursement for DME items.

Topic #1033

Reimbursement Not Available

Wisconsin Medicaid may deny or recoup payment for covered services that fail to meet program requirements. Medicaid
reimbursement is also not available for noncovered services.

The following are not reimbursable as ambulance services:

Additional chargesto pick up amember's persona belongings

Ambulance trips to obtain physical, occupationa or speech therapy, audiology, chiropractic, or psychotherapy services
Charges for amember's failure to cancel a scheduled transport

Excessive mileage

Extra charges for nights, weekends, or holiday services

Medical personnel who care for the member in transit (other than those employed by the ambulance provider)

No member conveyance

Processes, treatments, or services which are an integral part of care whilein transit (for example, complex bandaging
procedures, ECG monitoring, drugs used in transit or for starting intravenous solutions)

Reusable devices and equipment such backboards, neckboards, and inflatable splints

Sales tax

Specidty care transport in combination with other ambulance service base rates

Transportation of lab specimens

Trips for the purpose of locating a member closer to their family or home

Trips to relocate a member for the sole purpose of improving the member's mental, psychological, or emational health
Tripsto facilities where no medical services are received (for example, a daycare center or sheltered workshop)
Vehicle sterilization
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Member |nformation
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Archive Date:08/01/2025

Member Information:Enrollment Categories

Topic #225

Badger Care Plus

Populations Eligible for Badger Care Plus
The following populations are eligible for BadgerCare Plus:

1 Parents and caretakers with incomes at or below 100% of the FPL.

1 Pregnant women with incomes at or below 300% of the FPL.

1 Children (ages 18 and younger) with household incomes at or below 300% of the FPL.

1 Childless adults with incomes at or below 100% of the FPL.

1 Transitional medical assistance individuals, also known as members on extensions, with incomes over 100% of the FPL.

Where available, BadgerCare Plus members are enrolled in BadgerCare Plus HMOs. In those areas of Wisconsin where HMOs
are not available, services will be reimbursed on a fee-for-service basis.

Premiums

The following members are required to pay premiums to be enrolled in BadgerCare Plus:

1 Transitional medical assistance individuals with incomes over 133% of the FPL. Transitional medical assistance individuals
with incomes between 100 and 133% FPL are exempt from premiums for the first six months of their eligibility period.
1 Children (ages 18 and younger) with household incomes greater than 200% with the following exceptions:
i Children under age 1 year.
i Children who are tribal members or otherwise eligible to receive Indian Health Services.

Topic #16677

Badger Care Plus Benefit Plan Changes

Effective April 1, 2014, all members dligible for BadgerCare Plus were enrolled in the BadgerCare Plus Standard Plan. Asa
result of this change, the following benefit plans were discontinued:

1 BadgerCare Plus Benchmark Plan
1 BadgerCare Plus Core Plan
1 BadgerCare Plus Basic Plan

Members who are enrolled in the Benchmark Plan or the Core Plan who met new income limits for BadgerCare Plus digibility
were automatically transitioned into the BadgerCare Plus Standard Plan on April 1, 2014. In addition, the last day of BadgerRx
Gold program coverage for al existing members was March 31, 2014.

Providers should refer to the March 2014 Online Handbook archive of the appropriate service area for policy information
pertaining to these discontinued benefit plans.

Topic #785
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Badger Care Plus Prenatal Program

Asaresult of 2005 Wisconsin Act 25, BadgerCare has expanded coverage to the following individuals:

1 Pregnant non-U.S. citizens who are not qualified aliens but meet other eligibility criteriafor BadgerCare.
1 Pregnant individuals detained by legal process who meet other eligibility criteria for BadgerCare.

The BadgerCare Plus Prenatal Program is designed to provide better birth outcomes.

Women are eligible for all covered services from the first of the month in which their pregnancy is verified or the first of the month
in which the application for BadgerCare Plusis filed, whichever is later. Members are enrolled through the last day of the month in
which they deliver or the pregnancy ends. Postpartum care is reimbursable only if provided as part of global obstetric care. Even
though enrollment is based on pregnancy, these women are eligible for all covered services. (They are not limited to pregnancy-
related services.)

These women are not presumptively eligible. Providers should refer them to the appropriate income maintenance or tribal agency
where they can apply for this coverage.

Fee-for-Service

Pregnant non-U.S. citizens who are not qualified aiens and pregnant individuals detained by legal process receive care only on a
fee-for-service basis. Providers are required to follow all program reguirements (for example, claim submission procedures, PA
requirements) when providing services to these women.

Emergency Servicesfor Non-U.S. Citizens

When BadgerCare Plus enrollment ends for pregnant non-U.S. citizens who are not qualified aliens, they receive coverage for
emergency services. These women receive emergency coverage for 60 days after the pregnancy ends; this coverage continues
through the end of the month in which the 60th day falls (for example, awoman who delivers on June 20, 2006, would be enrolled
through the end of August 2006).

Topic #230

Express Enrollment for Children and Pregnant Women

The EE for Pregnant Women Benefit is alimited benefit category that allows a pregnant woman to receive immediate pregnancy-
related outpatient services while her application for full-benefit BadgerCare Plus is processed. Enroliment is not restricted based
on the member's other health insurance coverage. Therefore, a pregnant woman who has other health insurance may be enrolled in
the benefit.

The EE for Children Benefit allows certain members through 18 years of age to receive BadgerCare Plus benefits while an
application for BadgerCare Plusiis processed.

Fee-for-Service

Women and children who are temporarily enrolled in BadgerCare Plus through the EE process are not eligible for enrollment in an
HMO until they are determined eligible for full benefit BadgerCare Plus by the income maintenance or tribal agency.

Topic #226
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Family Planning Only Services

Family Planning Only Servicesis alimited benefit program that provides routine contraceptive management or related servicesto
low-income individuals who are of childbearing/reproductive age (typically 15 years of age or older) and who are otherwise not
eligible for Wisconsin Medicaid or BadgerCare Plus. Members receiving Family Planning Only Services must be receiving routine
contraceptive management or related services.

Note: Members who meet the enrollment criteria may receive routine contraceptive management or related services immediately
by temporarily enrolling in Family Planning Only Services through EE.

The goal of Family Planning Only Servicesisto provide members with information and services to assist them in preventing
pregnancy, making BadgerCare Plus enrollment due to pregnancy less likely. Providers should explain the purpose of Family
Planning Only Services to members and encourage them to contact their certifying agency to determine their enrollment options if
they are not interested in, or do not need, contraceptive services.

Members enrolled in Family Planning Only Services receive routine services to prevent or delay pregnancy and are not eligible for
other services (for example, PT services, dental services). Even if amedical condition is discovered during a family planning visit,
treatment for the condition is not covered under Family Planning Only Services unless the treatment is identified in the list of
allowable procedure codes for Family Planning Only Services.

Members are also not eligible for certain other services that are covered under Wisconsin Medicaid and BadgerCare Plus (for
example, mammaograms and hysterectomies). If amedical condition, other than an STD, is discovered during routine contraceptive
management or related services, treatment for the medica condition is not covered under Family Planning Only Services.

Colposcopies and treatment for STDs are only covered through Family Planning Only Servicesif they are determined medically
necessary during routine contraceptive management or related services. A colposcopy is a covered service when an abnormal
result is received from a pap test, prior to the colposcopy, while the member is enrolled in Family Planning Only Services and
receiving contraceptive management or related services.

Family Planning Only Services members diagnosed with cervical cancer, precancerous conditions of the cervix, or breast cancer
may be eligible for Wisconsin Well Woman Medicaid. Providers should assist eligible members with the enrollment process for
Well Woman Medicaid.

Providers should inform members about other coverage options and provide referrals for care not covered by Family Planning
Only Services.

Topic #4757

ForwardHealth and ForwardHealth inter Change

ForwardHealth brings together many Wisconsin DHS health care programs with the goal to create efficiencies for providers and
to improve health outcomes for members. ForwardHealth interChange is the DHS claims processing system that supports multiple
state health care programs and web services, including:

BadgerCare Plus

BadgerCare Plus and Medicaid managed care programs
SeniorCare

HDAP

WCDP

WIR
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1 Wisconsin Medicaid
1 Wisconsin Well Woman Medicaid
1 WWWP

ForwardHealth interChange is supported by the state's fiscal agent, Gainwell Technologies.

Topic #228
Medicaid

Medicaid is a joint federal/state program established in 1965 under Title X1X of the Social Security Act to pay for medica
services for selected groups of people who meet the program'’s financial requirements.

The purpose of Medicaid isto provide reimbursement for and assure the availability of appropriate medical care to persons who
meet the criteriafor Medicaid. Wisconsin Medicaid is also known as the Medical Assistance Program, WMAP, MA, Title XIX,
or T19.

A Medicaid member is any individua entitled to benefits under Title XIX of the Social Security Act and under the Medical
Assistance State Plan as defined in Wis. Stat. ch. 49.

Wisconsin Medicaid enrollment is determined on the basis of financia need and other factors. A citizen of the United States or a
"qualified immigrant" who meets low-income financial requirements may be enrolled in Wisconsin Medicaid if they are in one of
the following categories.

1 Age 65 and older
1 Blind
1 Disabled

Some needy and |ow-income people become eligible for Wisconsin Medicaid by quaifying for programs such as:

1 Katie Beckett

1 Medicaid Purchase Plan

1 Foster care or adoption assistance programs
1 SSI

1 WWWP

Providers may advise these individuals or their representatives to contact their certifying agency for more information. The
following agencies certify people for Wisconsin Medicaid enrollment:

1 Income maintenance or tribal agencies
1 Medicaid outstation sites
1 SSA offices

In limited circumstances, some state agencies aso certify individuals for Wisconsin Medicaid.

Medicaid fee-for-service members receive services through the traditional health care payment system under which providers
receive a payment for each unit of service provided. Some Medicaid members receive services through state-contracted MCOs.

Topic #18777
Real-Time Eligibility Determinations
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ForwardHealth may complete real-time €ligibility determinations for BadgerCare Plus and/or Family Planning Only Services
applicants who meet pre-screening criteria and whose reported information can be verified in real time while applying in ACCESS
Apply for Benefits. Once an applicant is determined eligible through the real-time eligibility process, they are considered eligible
for BadgerCare Plus and/or Family Planning Only Services and will be enrolled for 12 months, unless changes affecting dligibility
occur before the 12-month period ends.

A member determined eligible through the real-time eligibility process will receive atemporary |1D card for BadgerCare Plus
and/or Family Planning Only Services. Each member will get their own card, and each card will include the member's
ForwardHealth ID number. The temporary 1D card will be valid for the dates listed on the card and will alow the member to get
immediate health care or pharmacy services.

Eligibility Verification

When a member is determined eligible for BadgerCare Plus and/or Family Planning Only Services through the real-time eligibility
process, providers are able to see the member's dligibility information in Wisconsin's EVSin real time. Providers should aways
verify eligibility through EVS prior to providing services.

On rare occasions, it may take up to 48 hours for eligibility information to be available through interChange. In such instances, if a
member presents avalid temporary ID card, the provider isstill required to provide services, even if digibility cannot be
verified through EVS.
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Sample Temporary ldentification Card
for Badger Care Plus

To the Provider
The individual listed on this card has been enrolled in BadgerCare Plus WISCONSIN DEPARTMENT OF
This card entitles the listedindividual to receive health care services, HEALTH SERVICES

including pharmacy services, through BadgerCare Plus from any
Medicaid-enrolled provider. For additional information, call Provider
Services at 800-947-9627 orrefer to the ForwardHealth Online
Handbook at www. forwardhealth. va. gov.

1D Number
NOTE: 0987654321
It is important to providesenvices when
Providers who render servicasbased 0 2 it cates on :
card will receive payment for those semic 8 other ) “IThis card is valid from October 01, 2016 to November 30, 2016.
reimbursement requirements argumet JAIl policie
services apply for this | includingthe prohibition against biling|This individual’s eligibility should be available through the

members. If "Pending Assignfent” is indicated after the name on this [ForwardHealth Portal. Eligibility should always be verifiedthrough the
card, the member 'td&n!iﬁcaim {ID) numberwill be assignedwithin one [ForwardHealth Portal prior to services being provided.

business day; the card is still valid. Refer tothe ForwardHealth Online
Handbook for further information regardng this temporary 1D card
Providers are encouragedto keep a photocopy ofthis card.
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Sample Temporary Identification Card
for Family Planning Only Services

To the Provider

The individual listed on this card has been enrolled in Family Planning WISCONSIN DEPARTMENT OF
Only Services. This card entitles the listed individual to receive health HEALTH SERVICES
care services, including pharmacy services, through Family Planning TEMPORARY IDENTIFICATION CARD
Only Services from any Medicaid-enrolled provider. For additional FOR FAMILY PLANNING
information, call Provider Services at 800-947-9627 or refer to the Dh LY !-sl-:R\'fCl_".!'_i
ForwardHealth Online Handbook at www. forwardhealth. wi.gov. . )
Name: Program ID Number

NOTE: _ = =

y ; B . IMA MEMBER P Family Planning Only 0987654321
It is important to providesemvices whenthiscard is presented DOB: 09/01/1984 Baricen

Praviders who render servicas'based an the encollment dates on this|
card will receive payment for those sefvicesias long as other
reimbursement requirements argimet | All polices fagarding coverad
services apply for this in cir.rimal", including the p:oh'ibiﬂm against biling
members. If "Pendngﬁssmment" is indicated after the name on this
card, the member identification (ID) numberwill be assignedwithin one
business day; the card is still valid. Refer to the ForwardHealth Online
Handbook for further information regarding this temporary 1D card.
Providers are encouraged o keep a photocopy of this card

" | This eard is valid from October 01, 2016 to November 30, 2016.

This individual's eligibility should be available through the
ForwardHealth Portal. Eligibility should always be verfied through the
ForwardHealth Portal prior to services being provided.

Topic #240

Wisconsin Well Woman Medicaid

Wisconsin Well Woman Medicaid provides full Medicaid benefits to underinsured or uninsured women ages 35 to 64 who have
been screened and diagnosed by WWWP or Family Planning Only Services, meet al other enrollment requirements, and are in
need of treatment for any of the following:

1 Breast cancer
1 Cervical cancer
1 Precancerous conditions of the cervix

Services provided to women who are enrolled in WWWMA are reimbursed through Medicaid fee-for-service.
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|dentification Cards

Topic #266

ForwardHealth I dentification Cards

Each enrolled member receives an identification card. Possession of a program identification card does not guarantee enrollment.
It is possible that a member will present a card during alapse in enrollment; therefore, it is essential that providers verify enrollment
before providing services. Members are told to keep their cards even though they may have lapses in enrollment.

ForwardHealth I dentification Card Features

The ForwardHealth identification card includes the member's name, 10-digit member ID, magnetic stripe, signature panel, and the
Member Services telephone number. The card aso has a unique, 16-digit card number on the front for internal program use.

The ForwardHealth card does not need to be signed to be valid; however, adult members are encouraged to sign their cards.
Providers may use the signature as another means of identification.

The toll-free number on the back of each of the cardsis for member use only. The address on the back of each card is used to
return alost card to ForwardHealth if it is found.

If aprovider finds discrepancies with the identification number or name between what is indicated on the ForwardHealth card and
the provider'sfile, the provider should verify enrollment with Wisconsin's EVS.

Digital ForwardHealth Identification Cards

Members can access digital versions of their ForwardHealth cards on the MyA CCESS mobile app. Members are able to save
PDFs and print out paper copies of their cards from the app. The digital and paper printout versions of the cards are identical to
the physical cards for the purposes of accessing Medicaid-covered services. All policies that apply to the physical cards mailed by
ForwardHealth to the member also apply to the digital or printed versions that members may present.

A member may still accesstheir digital ForwardHealth card on the MyACCESS app when they are no longer enrolled. The
MyACCESS app will display a banner message noting that the member is not currently enrolled in a ForwardHealth program.
Providers should always verify enrollment with Wisconsin's EVS.

I dentification Number Changes

Some providers may question whether services should be provided if a member's 10-digit identification number on their
ForwardHealth card does not match the EV'S response. If the EV S indicates the member is enrolled, services should be provided.

A member's identification number may change, and the EV S will reflect that change. However, ForwardHealth does not
automatically send a replacement ForwardHealth card with the new identification number to the member. ForwardHealth cross-
references the old and new identification numbers so a provider may submit claims with either number. The member may request a
replacement ForwardHealth card that indicates the new number.

Member Name Changes

If amember's name on the ForwardHealth card is different than the response given from Wisconsin's EV'S, providers should use
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the name from the EV S response. When a name change is reported and on file, anew card will automatically be sent to the
member.

Deactivated Cards

When any member identification card has been replaced for any reason, the previous identification card is deactivated. If a
member presents a deactivated card, providers should encourage the member to discard the deactivated card and use only the
new card.

Although a member identification card may be deactivated, the member ID is valid and the member still may be enrolled in a
ForwardHealth program.

If aprovider swipes a ForwardHealth card using a magnetic stripe card reader and finds that it has been deactivated, the provider
may request a second form of identification if they do not know the member. After the member's identity has been verified,
providers may verify a member's enrollment by using one of the EV'S methods such as AVR.

Defective Cards

If aprovider uses a card reader for a ForwardHealth card and the magnetic stripe is defective, the provider should encourage the
member to call Member Services at the number listed on the back of the member's card to request a new card.

If amember presents a ForwardHealth card with a defective magnetic stripe, providers may verify the member's enrollment by
using an alternate enrollment verification method. Providers may also verify a member's enrollment by entering the member ID or
16-digit card number on atouch pad, if available, or by calling WiCall or Provider Services.

Lost Cards

If amember needs a replacement ForwardHealth card, they may call Member Services to request a new one.

If amember lost their ForwardHealth card or never received one, the member may call Member Services to request a new one.

Managed Care Organization Enrollment Changes

Members do not receive a new ForwardHealth card if they are enrolled in a state-contracted MCO or change from one MCO to
another. Providers should verify enroliment with the EVS every time they see a member to ensure they have the most current
managed care enrollment information.

Sample Digital
ForwardHealth
Identification Card

<  Digital ForwardHealth card

You may be asked to show the card
below at each visit with a doctor or
health care provider. In addition,
you may be asked to give the ID

SRR TR | PR S S —
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How to use your digital ForwardHealth
card

Go to My benefits home page

View PDF

Authorized Signature

For questions about your
Wisconsin healthcare coverage,
call: 1-800-362-3002

'A\‘_St.!.t! of Wiscongin, PO Box 6678, Madison, WI 53716-0678 )/

Topic #1435

Types of Identification Cards

ForwardHealth members receive an identification card upon initial eligibility determination. Identification cards may be presented
in different formats (for example, white plastic cards, paper cards, or paper printouts), depending on the program and the method
used to enrall (for example, paper application or online application). Members who are temporarily enrolled in BadgerCare Plus
or Family Planning Only Services receive temporary identification cards.
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Enrollment Rights

Topic #246

Appealing Enrollment Deter minations

Applicants and members have the right to appeal certain decisions relating to BadgerCare Plus, Medicaid, or HDAP enrollment.
An applicant, a member, or authorized person acting on behalf of the applicant or member, or former member may file the appea
with the DHA.

Pursuant to Wis. Admin. Code 8 HA 3.03, an applicant, member, or former member may appeal any adverse action or decision
by an agency or department that affects their benefits. Examples of decisions that may be appealed include, but are not limited to,
the following:

Individual was denied the right to apply.

Application for BadgerCare Plus, HDAP, or Wisconsin Medicaid was denied.

Application for BadgerCare Plus, HDAP, or Wisconsin Medicaid was not acted upon promptly.
Enrollment was unfairly discontinued, terminated, suspended, or reduced.

In the case when enroliment is cancelled or terminated, the date the member, or authorized person acting on behalf of the member,
files an apped with the DHA determines what continuing coverage, if any, the member will receive until the hearing decision is
made. The following scenarios describe the coverage allowed for a member who files an appeal:

1 If amember files an appead before his or her enrollment ends, coverage will continue pending the hearing decision.
1 If amember files an appea within 45 days after his or her enrollment ends, a hearing is allowed but coverage is not
reinstated.

If the member files an appeal more than 45 days after his or her enrollment ends, a hearing is not allowed. Members may file an
appeal by submitting a Request for Fair Hearing form.

Claimsfor Appeal Reversals

Claim Denial Dueto Termination of Badger Care Plus or Wisconsin M edicaid Enrollment

If aclaimis denied due to termination of BadgerCare Plus or Wisconsin Medicaid enrollment, a hearing decision that reverses that
determination will allow the claim to be resubmitted and paid. The provider is required to obtain a copy of the appeal decision
from the member, attach the copy to the previously denied claim, and submit both to ForwardHealth at the following address:

ForwardHealth
Specialized Research
Ste 50

313 Blettner Blvd
Madison WI 53784

If aprovider has not yet submitted a claim, the provider is required to submit a copy of the hearing decision aong with a paper
claim to Specialized Research.

As areminder, claims submission deadlines still apply even to those claims with hearing decisions.
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Claim Denial Dueto Termination of HDAP Enrollment

If aclaimisdenied due to termination of HDAP enrollment, a hearing decision that reverses that determination will allow the claim
to be resubmitted and paid. The provider is required to obtain a copy of the appeal decision from the member, attach the copy to
the previously denied claim, and submit both to ForwardHealth at the following address:

ForwardHealth

HDAP Claims and Adjustments
PO Box 8758

Madison WI 53708

If aprovider has not yet submitted a claim, the provider is required to submit a copy of the hearing decision aong with a paper
claim to HDAP Claims and Adjustments.

As areminder, claims submission deadlines still apply even to those claims with hearing decisions.

Topic #248

General I nformation

Members are entitled to certain rights per Wis. Admin. Code ch. DHS 103.

Topic #250

Notification of Discontinued Benefits

When DHS intends to discontinue, suspend, or reduce a member's benefits, or reduce or eliminate coverage of servicesfor a
general class of members, DHS sends a written notice to members. This notice is required to be provided at least 10 days before
the effective date of the action.

Topic #252

Prompt Decisions on Enrollment

Individuals applying for BadgerCare Plus or Wisconsin Medicaid have the right to prompt decisions on their applications.
Enrollment decisions are made within 60 days of the date the application was signed for those with disabilities and within 30 days
for al other applicants.

Topic #254

Reguesting Retroactive Enrollment

An applicant has the right to request retroactive enrollment when applying for BadgerCare Plus or Wisconsin Medicaid.
Enrollment may be backdated to the first of the month three months prior to the date of application for eligible members.
Retroactive enroliment does not apply to QM B-Only members.
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Enrollment Responsibilities

Topic #241

General I|nformation

Members have certain responsibilities per Wis. Admin. Code 8 DHS 104.02 and the ForwardHealth Enrollment and Benefits
booklet.

Topic #243

L oss of Enrollment — Financial Liability

Some covered services consist of a series of sequential treatment steps, meaning more than one office visit is required to complete
treatment.

In most cases, if amember loses enrollment midway through treatment, BadgerCare Plus and Medicaid will not reimburse
services (including prior authorized services) after enrollment has lapsed.

Members are financially responsible for any services received after their enrollment has been terminated. If the member wishes to
continue treatment, it is a decision between the provider and the member whether the service should be given and how the
services will be paid. The provider may collect payment from the member if the member accepts responsibility for payment of a
service and certain conditions are met.

To avoid misunderstandings, it is recommended that providers remind members that they are financially responsible for any
continued care after enrollment ends.

To avoid potentia reimbursement problems that can arise when a member loses enrollment midway through treatment, the
provider is encouraged to verify the member's enrollment using the EV S or the ForwardHealth Portal prior to providing each
service, even if an approved PA request is obtained for the service.

Topic #707

Member Cooperation

Members are responsible for giving providers full and accurate information necessary for the correct submission of claims. If a
member has other health insurance, it is the member's obligation to give full and accurate information to providers regarding the
insurance.

Topic #269

Members Should Present Card

It isimportant that providers determine a member's enrollment and other insurance coverage prior to each DOS that services are
provided. Pursuant to Wis. Admin. Code § DHS 104.02(2), a member should inform providers that they are enrolled in
BadgerCare Plus or Wisconsin Medicaid and should present a current ForwardHealth identification card before receiving
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services.

Note: Due to the nature of their speciaty, certain providers — such as anesthesiologists, radiologists, DME suppliers, independent
laboratories, and ambulances — are not always able to see a member's ForwardHealth identification card because they might not
have direct contact with the member prior to providing the service. In these circumstances, it is still the provider's responsihility to
obtain member enrollment information.

Topic #244

Prior Identification of Enrollment

Except in emergencies that preclude prior identification, members are required to inform providers that they are receiving benefits
and must present their ForwardHealth identification card before receiving care. If a member forgets their ForwardHealth card,
providers may verify enrollment without it.

Topic #245

Reporting Changesto Caseworkers

Members are required to report certain changes to their caseworker at their certifying agency. These changesinclude, but are not
limited to, the following:

A new address or a move out of state

A change in income

A change in family size, including pregnancy
A changein other health insurance coverage
Employment status

1
1
1
1
1
1 A change in assets for members who are over 65 years of age, blind, or disabled
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Special Enrollment Circumstances

Topic #276

Medicaid Members From Other States

Wisconsin Medicaid does not pay for services provided to members enrolled in other state Medicaid programs. Providers are
advised to contact other state Medicaid programs to determine whether the service sought is a covered service under that state's
Medicaid program.

Topic #279

Members Traveling Out of State

When a member travels out of state but is within the United States (including its territories), Canada, or Mexico, BadgerCare Plus
and Wisconsin Medicaid cover medical servicesin any of the following circumstances:

1 An emergency illness or accident

1 When the member's health would be endangered if treatment were postponed

1 When the member's health would be endangered if travel to Wisconsin were undertaken

1 When PA has been granted to the provider for provision of a nonemergency service

1 When there are coinsurance, copay, or deductible amounts remaining after Medicare payment or approval for dual eligibles

Travel expenses such as lodging or food are not reimbursable by Wisconsin Medicaid.
Note: Some providers located in a state that borders Wisconsin may be Wisconsin Medicaid enrolled as a border-status provider

if the provider notifies ForwardHealth in writing that it is common practice for membersin a particular area of Wisconsin to seek
their medical services. Border-status providers follow the same policies as Wisconsin providers.

Topic #277

Non-U.S. Citizens— Emergency Services

Certain non-U.S. citizens who are not qualified aliens are eligible for services only in cases of acute emergency medical conditions.
Providers should use the appropriate diagnosis code to document the nature of the emergency.

An emergency medica condition isamedical condition manifesting itself by acute symptoms of such severity that one could
reasonably expect the absence of immediate medical attention to result in the following:

1 Placing the person's health in serious jeopardy
1 Serious impairment to bodily functions
1 Serious dysfunction of any bodily organ or part

Due to federal regulations, BadgerCare Plus and Wisconsin Medicaid do not cover services for non-U.S. citizens who are not
qualified diens related to routine prenatal or postpartum care, mgjor organ transplants (for example, heart, liver), or ongoing
treatment for chronic conditions where there is no evidence of an acute emergent state. For the purposes of this policy, services
for ESRD and all Iabor and delivery are considered emergency services.
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Note: Babies born to certain non-qualifying immigrants are eligible for Medicaid enrollment under the CEN option. However,
babies born to women with incomes over 300 percent of the FPL are not eligible for CEN status. The baby may still qualify for
BadgerCare Plus. These mothers should report the birth to the local agencies within 10 calendar days.

A provider who gives emergency care to anon-U.S. citizen should refer them to the income maintenance or tribal agency or
ForwardHedlth outstation site for a determination of BadgerCare Plus enrollment. Providers may complete the Certification of
Emergency for Non-U.S. Citizens form for clients to take to the income maintenance or tribal agency in their county of residence
where the BadgerCare Plus enrollment decision is made.

Providers should be aware that a client's enrollment does not guarantee that the services provided will be reimbursed by
BadgerCare Plus.

Topic #278

Persons Detained by L egal Process

Most individuals detained by legal process who are eligible for BadgerCare Plus or Wisconsin Medicaid benefits will have their
eligibility suspended during their detention period. During the suspension, ForwardHealth will only cover inpatient services
received while the member is outside of jail or prison for 24 hours or more.

Note: Detained by legal process means a person who is incarcerated because of law violation or alleged law violation, which
includes misdemeanors, felonies, delinquent acts, and day-release prisoners. Inmates who are released from jail under the Huber
Program to return home to care for their minor children may be eligible for full benefit BadgerCare Plus or Wisconsin Medicaid
without suspension.

Pregnant women detained by legal process who qualify for the BadgerCare Plus Prenatal Program and state prison inmates who
qualify for Wisconsin Medicaid or BadgerCare Plus during inpatient hospital stays may receive certain benefits and are not subject
to eligibility suspension. Additionally, inmates of county jails admitted to a hospital for inpatient services who are expected to
remain in the hospital for 24 hours or more will be eligible for PE determinations for BadgerCare Plus by qualified hospitals. Refer
to the Presumptive Eligibility chapter of either the Inpatient or Outpatient Hospital service area for more information on the PE
determination process.

The DOC or county jail oversee health care-related needs for individuals detained by legal process who do not qualify for the
BadgerCare Plus Prenatal Program or for state prison inmates who do not qualify for Wisconsin Medicaid or BadgerCare Plus
during an inpatient hospital stay.

Topic #280

Retr oactive Enrollment

Retroactive enrollment occurs when an individual has applied for BadgerCare Plus or Medicaid and enrollment is granted with an
effective date prior to the date the enrollment determination was made. A member's enrollment may be backdated to allow
retroactive coverage for medical hbills incurred prior to the date of application.

The retroactive enrollment period may be backdated up to three months prior to the month of application if al enrollment
requirements were met during the period. Enrollment may be backdated more than three months if there were delaysin
determining enrollment or if court orders, fair hearings, or appeals were involved.

Reimbursing Membersin Cases of Retroactive Enrollment
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When a member receives retroactive enrollment, he or she has the right to request the return of payments made to a Medicaid-
enrolled provider for a covered service during the period of retroactive enrollment, according to Wis. Admin. Code § DHS
104.01(11). A Medicaid-enrolled provider is required to submit claims to ForwardHealth for covered services provided to a
member during periods of retroactive enrollment. Medicaid cannot directly refund the member.

If aservice(s) that requires PA was performed during the member's period of retroactive enrollment, the provider is required to
submit a PA request and receive approval from ForwardHealth befor e submitting a claim.

If aprovider receives reimbursement from Medicaid for services provided to aretroactively enrolled member and the member has
paid for the service, the provider is required to reimburse the member or authorized person acting on behalf of the member (for
example, local General Relief agency) the full amount that the member paid for the service.

If aclaim cannot be filed within 365 days of the DOS due to adelay in the determination of a member's retroactive enrollment, the
provider is required to submit the claim to Timely Filing within 180 days of the date the retroactive enroliment is entered into
Wisconsin's EV'S (if the services provided during the period of retroactive enrollment were covered).

Topic #281

Spenddown to M eet Financial Enroliment Requirements

Occasionaly, an individua with significant medical bills meets all enrollment requirements except those pertaining to income. These
individuals are required to "spenddown" their income to meet financia enrollment requirements.

The certifying agency calculates the individual's spenddown (or deductible) amount, tracks al medical costs the individua incurs,
and determines when the medical costs have satisfied the spenddown amount. (A payment for a medical service does not have to
be made by the individual to be counted toward satisfying the spenddown amount.)

When the individual meets the spenddown amount, the certifying agency notifies ForwardHealth and the provider of the last
service that the individua is €ligible beginning on the date that the spenddown amount was satisfied.

If theindividua's last medica bill is greater than the amount needed to satisfy the spenddown amount, the certifying agency notifies
the affected provider by indicating the following:

1 Theindividua is eligible for benefits as of the DOS on the last bill.

1 A claim for the service(s) on the last hill should be submitted to ForwardHealth. (The claim should indicate the full cost of
the service.)

1 The portion of the last bill that the individual must pay to the provider.

The certifying agency also informs ForwardHealth of the individual's enrollment and identifies the following:

1 The DOS of the final charges counted toward satisfying the spenddown amount
1 The provider number of the provider of the last service
1 The spenddown amount remaining to be satisfied

When the provider submits the claim, the spenddown amount will automatically be deducted from the provider's reimbursement
for the claim. The spenddown amount is indicated in the Member's Share element on the Medicaid Remaining Deductible Update
form sent to providers by the member's certifying agency. The provider's reimbursement is then reduced by the amount of the
member's obligation.

Topic #23277
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12-Month Continuous Health Care Coverage for
Children

Most children enrolled in BadgerCare Plus or Medicaid programs will keep their health insurance coverage for 12 months. Even if
their family has a change in income or other circumstances, children under age 19 will have coverage at least until their next
renewal. This policy isrequired by the federal Consolidated Appropriations Act, 2023.

Children enrolled in Foster Care Medicaid or SSI Medicaid will have 12-months of continuous coverage even if their out-of-
home placement, subsidized guardianship, court-ordered kinship care, adoption assistance agreement, or SSI payment ends.

Qualifying Programs
Members under age 19 in the following programs qualify for continuous coverage:

1 BadgerCare Plus

1 Emergency Services Medicaid
1 Family Planning Only Services
1 Foster Care Medicaid

1 HCBW Medicaid

1 Institutional Medicaid

1 Katie Beckett Medicaid
1

1

1

1

1

1

1

MAPP

Medicare Savings Programs
Special Status Medicaid
SSI-Related Medicaid

SS| Medicaid
Tuberculosis-Related Medicaid
Wisconsin Well Woman Medicaid

Exceptionsto Continuous Coverage
Continuous coverage does not apply to children:
1 Enrolled under presumptive eligibility, also known as Express Enrollment.

1 Enrolled by meeting a deductible. These are members who become dligible for up to a six-month period based on their
medical expenses.

Children remain eligible for the 12 months until their next renewal unless.

1 They turn 19.

1 They move out of Wisconsin.

1 Their citizenship or immigration status is not verified.

1 Their digibility was based on inaccurate information or agency error.
1 Thefamily asks to end their coverage.

Assisting Members Through Enrollment Renewals

Helping families through the health care renewal process remains vital to keeping children covered. Providers are asked to remind
BadgerCare Plus and other Wisconsin Medicaid program members to renew their coverage, even if they think their situation will
change in the future. Members should also be reminded to tell their agency about any changes to their address, phone number, or
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email to ensure they continue to receive important information about their health care coverage from Wisconsin DHS.

Member Resour ces
Free Health Insurance Application and Renewal Assistance
Members who need help with applying for or renewing health care coverage can access the following resources:

1 Covering Wisconsin (free expert help with health insurance), available at the WisCovered website
1 211 Wisconsin at 211 or 877-947-2211

Continuous Coverage and Health Care Renewal Infor mation

Additional member resources regarding health care renewal's and continuous coverage for children are available:
Medicaid: Programs for Children web page
Health Care Renewals web page

1
1
1 "Keeping Kids Covered" 12-Month Continuous Coverage for Children fact sheet
1 BadgerCare Plus: Frequently Asked Questions

Additional policy information on continuous coverage for children is available in the BadgerCare Plus Handbook.
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Misuse and Abuse of Benefits

Topic #271

Examples of Member Abuse or Misuse

Examples of member abuse or misuse are included in Wis. Admin. Code 8§ DHS 104.02(5).

Topic #274

Pharmacy Services L ock-In Program

Overview of the Pharmacy Services L ock-In Program

The purpose of the Pharmacy Services Lock-In Program is to coordinate the provision of health care services for members who
abuse or misuse Medicaid, BadgerCare Plus, or SeniorCare benefits by seeking duplicate or medically unnecessary services,
particularly for controlled substances. The Pharmacy Services Lock-1n Program focuses on the abuse or misuse of prescription
benefits for controlled substances. Abuse or misuse is defined under Recipient Duties in Wis. Admin. Code 8§ DHS 104.02.

Coordination of member health care servicesis intended to:

1 Curb the abuse or misuse of controlled substance medications.
1 Improve the qudity of care for amember.
1 Reduce unnecessary physician utilization.

The Pharmacy Services Lock-In Program focuses on the abuse or misuse of prescription benefits for controlled substances.
Abuse or misuse is defined under Recipient Dutiesin Wis. Admin. Code § DHS 104.02. The abuse and misuse definition
includes:

1 Not duplicating or altering prescriptions

1 Not feigning illness, using false pretense, providing incorrect enrollment status, or providing false information to obtain
service

1 Not seeking duplicate care from more than one provider for the same or similar condition

1 Not seeking medical care that is excessive or not medically necessary

The Pharmacy Services Lock-In Program applies to members in fee-for-service as well as members enrolled in Medicaid SSI
HMOs and BadgerCare Plus HMOs. Members remain enrolled in the Pharmacy Services Lock-In Program for two years and
are continuously monitored for their prescription drug usage. At the end of the two-year enrollment period, an assessment is made
to determine if the member should continue enrollment in the Pharmacy Services Lock-1n Program.

Members enrolled in the Pharmacy Services Lock-1n Program will be locked into one pharmacy where prescriptions for
restricted medications must be filled and one prescriber who will prescribe restricted medications. Restricted medications are most
controlled substances, carisoprodol, and tramadol. Referrals will be required only for restricted medication services.

Fee-for-service members enrolled in the Pharmacy Services Lock-1n Program may choose physicians and pharmacy providers
from whom to receive prescriptions and medical services not related to restricted medications. Members enrolled in an HMO
must comply with the HMO's policies regarding care that is not related to restricted medications.
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Referrals of members as candidates for lock-in are received from retrospective DUR, physicians, pharmacists, other providers,
and through automated surveillance methods. Once areferral is received, six months of pharmacy claims and diagnoses data are
reviewed. A recommendation for one of the following courses of action is then made:

No further action.

Send an intervention letter to the physician.

Send awarning |etter to the member.

Enroll the member in the Pharmacy Services Lock-In Program.

Medicaid, BadgerCare Plus, and SeniorCare members who are candidates for enrollment in the Pharmacy Services Lock-In
Program are sent a letter of intent, which explains the restriction that will be applied, how to designate a primary prescriber and a
pharmacy, and how to request a hearing if they wish to contest the decision for enrollment (that is, due process). If a member fails
to designate providers, the Pharmacy Services Lock-In Program may assign providers based on claims' history. In the letter of
intent, members are also informed that access to emergency careis not restricted.

L etters of notification are sent to the member and to the lock-in primary prescriber and pharmacy. Providers may designate
aternate prescribers or pharmacies for restricted medications, as appropriate. Members remain in the Pharmacy Services Lock-
In Program for two years. The primary lock-in prescriber and pharmacy may make referrals for speciaist care or for care that
they are otherwise unable to provide (for example, home infusion services). The member's utilization of servicesis reviewed prior
to release from the Pharmacy Services Lock-1n Program, and lock-in providers are notified of the member's rel ease date.

Excluded Drugs

The following scheduled drugs will be excluded from monitoring by the Pharmacy Services Lock-1n Program:

1 Anabolic steroids

1 Barbiturates used for seizure control
1 Lyrica

1 Provigil and Nuvigil

1 Welght loss drugs

Pharmacy Services L ock-In Program Administrator

The Pharmacy Services Lock-1n Program is administered by Acentra. Acentra may be contacted by phone at 877-719-3123, by
fax at 800-881-5573, or by mail at the following address:

Pharmacy Services Lock-1n Program
c/o Acentra

PO Box 3570

Auburn AL 36831-3570

Pharmacy Services Lock-In Prescribers Are Required to Be Enrolled in
Wisconsin Medicaid

To prescribe restricted medications for Pharmacy Services Lock-1n Program members, prescribers are required to be enrolled in
Wisconsin Medicaid. Enrollment for the Pharmacy Services Lock-In Program is not separate from enrollment in Wisconsin
Medicaid.

Role of the Lock-In Prescriber and Phar macy Provider

The lock-in prescriber determines what restricted medications are medically necessary for the member, prescribes those
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medications using their professiona discretion, and designates an aternate prescriber if needed. If the member requires an
alternate prescriber to prescribe restricted medications, the primary prescriber should complete the Pharmacy Services Lock-1n
Program Designation of Alternate Prescriber for Restricted Medication Services form and return it to the Pharmacy Services
Lock-In Program and to the member's HMO, if applicable.

To coordinate the provision of medications, the lock-in prescriber may also contact the lock-in pharmacy to give the pharmacist
(s) guidelines as to which medications should be filled for the member and from whom. The primary lock-in prescriber should also
coordinate the provision of medications with any other prescribers they have designated for the member.

The lock-in pharmacy fills prescriptions for restricted medications that have been written by the member's lock-in prescriber(s)
and works with the lock-in prescriber(s) to ensure the member's drug regimen is consistent with the overall care plan. The lock-in
pharmacy may fill prescriptions for medications from prescribers other than the lock-in prescriber only for medications not on the
list of restricted medications. If a pharmacy claim for a restricted medication is submitted from a provider who is not a designated
lock-in prescriber, the claim will be denied.

Designated L ock-In Pharmacies

The Pharmacy Services Lock-In Program pharmacy fills prescriptions for restricted medications that have been written by the
member's lock-in prescriber(s) and works with the lock-in prescriber(s) to ensure the member's drug regimen is consistent with
the overall care plan. The lock-in pharmacy may fill prescriptions for medications from prescribers other than the lock-in
prescriber only for medications not on the list of restricted medications. If a pharmacy claim for arestricted medication is
submitted from a provider who is not a designated lock-in prescriber, the claim will be denied.

Alternate Providersfor Members Enrolled in the Pharmacy Services L ock-
In Program

Members enrolled in the Pharmacy Services Lock-1n Program do not have to visit their lock-in prescriber to receive medical
services unless an HMO requires a primary care visit. Members may see other providers to receive medical services; however,
other providers cannot prescribe restricted medications for Pharmacy Services Lock-In Program members unless specifically
designated to do so by the primary lock-in prescriber. For example, if amember sees a cardiologist, the cardiologist may
prescribe a statin for the member, but the cardiologist may not prescribe restricted medications unless they have been designated
by the lock-in prescriber as an alternate provider.

A referral to an aternate provider for a Pharmacy Services Lock-1n Program member is necessary only when the member needs
to obtain a prescription for a restricted medication from a provider other than their lock-in prescriber or lock-in pharmacy.

If the member requires aternate prescribers to prescribe restricted medications, the primary lock-in prescriber is required to
complete the Pharmacy Services Lock-In Program Designation of Alternate Prescriber for Restricted Medication Services form.
Referrals for fee-for-service members must be on file with the Pharmacy Services Lock-1n Program. Referrals for HMO
members must be on file with the Pharmacy Service Lock-1n Program and the member's HMO.

Designated alternate prescribers are required to be enrolled in Wisconsin Medicaid.

Claimsfrom ProvidersWho Are Not Designated Phar macy Services L ock-
In Providers

If the member brings a prescription for a restricted medication from a non-lock-in prescriber to the designated lock-in pharmacy,
the pharmacy provider cannot fill the prescription.

If apharmacy claim for a restricted medication is submitted from a provider who is not the designated lock-in prescriber, alternate
prescriber, lock-in pharmacy, or aternate pharmacy, the claim will be denied. If aclaim is denied because the prescription is not
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from a designated lock-in prescriber, the lock-in pharmacy provider cannot dispense the drug or collect a cash payment from the
member because the service is a nonreimbursable service. However, the lock-in pharmacy provider may contact the lock-in
prescriber to request a new prescription for the drug, if appropriate.

To determine if a provider is on file with the Pharmacy Services Lock-1n Program, the lock-in pharmacy provider may do one of
the following:

1 Speak to the member.

1 Call Acentra.

1 Cdl Provider Services.

1 Usethe ForwardHealth Portal.

Claims are not reimbursable if the designated lock-in prescriber, aternate lock-in prescriber, lock-in pharmacy, or alternate lock-
in pharmacy provider is not on file with the Pharmacy Services Lock-1n Program.

For More Information

Providers may call Acentrawith questions about the Pharmacy Services Lock-1n Program. Pharmacy providers may also refer to
the list of restricted medications data table or call Provider Services with questions about the following:

1 Drugsthat are restricted for Pharmacy Services Lock-In Program members
1 A member's enrollment in the Pharmacy Services Lock-1n Program
1 A member's designated lock-in prescriber or lock-in pharmacy

Topic #273

Providers May Refuseto Provide Services

Providers may refuse to provide services to a BadgerCare Plus or Medicaid member in situations when there is reason to believe
that the person presenting the ForwardHealth identification card is misusing or abusing it.

Members who abuse or misuse BadgerCare Plus or Wisconsin Medicaid benefits or their ForwardHealth card may have their
benefits terminated or be subject to limitations under the Pharmacy Services Lock-In Program or to criminal prosecution.

Topic #275

Reguesting Additional Proof of | dentity

Providers may request additional proof of identity from a member if they suspect fraudulent use of a ForwardHealth identification
card. If another form of identification is not available, providers can compare a person's signature with the signature on the back of
the ForwardHealth identification card if it is signed. (Adult members are encouraged to sign the back of their cards; however, it is
not mandatory for members to do so.)

Verifying member identity, as well as enrollment, can help providers detect instances of fraudulent ForwardHealth card use.
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Coordination of Benefits
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Archive Date:08/01/2025

Coordination of Benefits;Commercial Health I nsurance

Topic #18497

Explanation of M edical Benefits Form Requirement

An Explanation of Medical Benefits form must be included for each other payer when other health insurance sources are indicated
on a paper claim or paper adjustment.

Note: ADA claims and claim adjustments and compound and noncompound drug claims and claim adjustments are not subject to
the requirements regarding use of the Explanation of Medical Benefits form.

Paper claims or adjustment requests that have other health insurance indicated may be returned to the provider unprocessed or
denied if they are submitted without the Explanation of Medical Benefits form for each other payer. Paper claims or adjustments
submitted with incorrect or incomplete Explanation of Medical Benefits forms will also be returned or denied.

Use of the ForwardHealth Explanation of Medical Benefits form is mandatory; providers are required to use an exact copy.
ForwardHealth will not accept alternate versions (for example, retyped or otherwise reformatted) of the Explanation of Medical
Benefits form.

The Explanation of Medical Benefits form requirement for paper claims and adjustments is intended to help ensure consistency
with electronic claims and adjustments submitted via the ForwardHealth Portal or using an 837 transaction (including those
submitted using PES software or through a clearinghouse or software vendor).

The Explanation of Medical Benefits form requirement applies to paper claims and paper adjustments submitted to Wisconsin
Medicaid, BadgerCare Plus, SeniorCare, and the WCDP. Providers are reminded that, except for afew instances, Wisconsin
Medicaid, BadgerCare Plus, SeniorCare, and WCDP are payers of last resort for any covered service. Therefore, providers are
required to make a reasonable effort to exhaust all other existing health insurance sources before submitting claims to
ForwardHealth or to a state-contracted M CO.

Wisconsin Medicaid and BadgerCare Plus are not payers of last resort for members who receive coverage from certain
governmental programs. Providers should ask members if they have coverage from these other government programs.

If amember becomes retroactively enrolled in Wisconsin Medicaid or BadgerCare Plus after the provider has already been
reimbursed by one of these government programs, the provider may be required to submit the claims to ForwardHealth and
refund the payment from the government program.

Ink, Data Alignment, and Quality Standardsfor Paper Claim Submission

In order for OCR software to read paper claim forms accurately, the claim forms must comply with certain ink standards, as well
as other data alignment and quality standards. The Explanation of Medica Benefits form will also need to comply with these
standards.

Topic #596

Exhausting Commer cial Health I nsurance Sour ces

Providers are required to exhaust commercia health insurance sources before submitting claims to ForwardHealth. Thisis
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accomplished by following the process indicated in the following steps. Providers are required to prepare complete and accurate
documentation of efforts to hill commercial health insurance to substantiate other insurance indicators used on any claim.

Step 1. Determineif the Member Has Commercial Health I nsurance

If Wisconsin's EV'S does not indicate that the member has commercial health insurance, the provider may submit a claim
to ForwardHealth unless the provider is otherwise aware of commercia health insurance coverage.

If the member disputestheinformation asit isindicated in the EV'S, the provider should submit a real-time Other
Coverage Discrepancy Report via the ForwardHealth Portal or submit a completed Commercia Other Coverage Discrepancy
Report form. Unless the service does not require other health insurance billing, the provider should allow at least two weeks
before proceeding to Step 2.

Step 2. Determineif the Service Requires Other Health Insurance Billing
If the service requires other health insurance billing, the provider should proceed to Step 3.
If the service does not require other health insurance billing, the provider should proceed in one of the following ways:

1 The provider is encouraged to bill commercial health insurance if they believe that benefits are available. Reimbursement
from commercia health insurance may be greater than the Medicaid-allowed amount. If billing commercia heath insurance
first, the provider should proceed to Step 3.

1 The provider may submit a claim without indicating an other insurance indicator on the claim or on the Explanation of
Medical Benefits form, as applicable.

The provider may not bill Wisconsin Medicaid and commercial health insurance simultaneously. Simultaneous billing may
congtitute fraud and interferes with Wisconsin Medicaid's ability to recover prior payments.

Step 3. Identify Assignment of Commercial Health I nsurance Benefits

The provider should verify whether commercial health insurance benefits may be assigned to the provider. (As indicated by
commercial health insurance, the provider may be required to obtain approval from the member for this assignment of benefits.)

The provider should proceed in one of the following ways:

1 If theprovider isassigned benefits, the provider should bill commercial health insurance and proceed to Step 4.

1 If themember isassigned insurance benefits, the provider may submit a claim (without billing commercial health
insurance) using the appropriate other insurance indicator or complete the Explanation of Medical Benefits form, as
applicable.

If the commercial health insurance reimburses the member, the provider may collect the payment from the member. If the provider
receives reimbursement from Wisconsin Medicaid and the member, the provider is required to return the lesser amount to
Wisconsin Medicaid.

Step 4. Bill Commercial Health Insurance and Follow Up

If commercial health insurance denies or partially reimbursesthe provider for the claim, the provider may proceed to
Step 5.

If commercial health insurance does not respond within 45 days, the provider should follow up the origina claim with an
inquiry to commercial health insurance to determine the disposition of the claim. If commercial health insurance does not respond
within 30 days of the inquiry, the provider may proceed to Step 5.
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Step 5. Submit Claim to ForwardHealth

If only partial reimbursement isreceived, if the correct and complete claim is denied by commercial health insurance,
or if commercial health insurance does not respond to the original and follow-up claims, the provider may submit a claim
to ForwardHealth using the appropriate other insurance indicator or complete the Explanation of Medical Benefits form, as
applicable. Commercia remittance information should not be attached to the claim.

Topic #595

Assignment of Insurance Benefits

Assignment of insurance benefits is the process by which a specified party (for example, provider or policyholder) becomes
entitled to receive payment for claims in accordance with the insurance company policies.

Other health insurance companies may permit reimbursement to the provider or member. Providers should verify whether other
health insurance benefits may be assigned to the provider. As indicated by the other health insurance, providers may be required
to obtain approval from the member for this assignment of benefits.

If the provider is assigned benefits, providers should hill the other health insurance.
If the member is assigned insurance benefits, it is appropriate to submit a claim to ForwardHealth without billing the other health

insurance. In this instance providers should indicate the appropriate other insurance indicator or complete the Explanation of
Medical Benefits form, as applicable. ForwardHealth will bill the other health insurance.

Topic #603

Services Not Requiring Commercial Health Insurance
Billing
Providers are not required to bill commercial health insurance sources before submitting claims for the following:

Case management services

CCs

Crisis Intervention services

CRS

CSP services

Family planning services

In-home mental heal th/substance abuse treatment services for children (HealthCheck "Other Services') rendered by
providers at the less than bachelor's degree level, bachelor's degree level, QTT level, or certified psychotherapist level
Personal care services

PNCC services

Preventive pediatric services

SMV services

1
1
1
1
Topic #844

Claimsfor Services Denied by Commercial Health
| nsurance
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If commercia health insurance denies or recoups payment for services that are covered by BadgerCare Plus and Wisconsin
Medicaid, the provider may submit a claim for those services. To allow payment in this situation, providers are encouraged to
follow the requirements (for example, request PA before providing the service for covered services that require PA). If the
requirements are followed, ForwardHealth may reimburse for the service up to the allowed amount (less any payments made by
other health insurance sources).

Note: The provider is required to demonstrate that a correct and complete claim was denied by the commercial health insurance
company for a reason other than that the provider was out of network.
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Other Coverage I nformation

Topic #4942

Reporting Discrepancies

Providers are encouraged to report discrepancies to ForwardHealth by submitting the Commercial Other Coverage Discrepancy
Report form or Medicare Other Coverage Discrepancy Report form. Providers are asked to complete the form in the following
Situations:

1 The provider is aware of other coverage information that is not indicated by Wisconsin's EVS.

1 The provider received other coverage information that contradicts the information indicated by the EV'S.

1 A claimis denied because the EV S indicates commercial managed care coverage but the coverage is not available to the
member (for example, the member does not live in the plan's service area).

Providers should not use the Commercial Other Coverage Discrepancy Report form or Medicare Other Coverage Discrepancy
Report form to update any information regarding a member's coverage in a state-contracted M CO.

When reporting discrepancies, providers should include photocopies of current insurance cards and any available documentation,
such as remittance information and benefit coverage dates or denials.

Topic #4941

Coverage Discrepancies

Maintaining complete and accurate insurance information may result in fewer claim denials. Providers are an important source of
other coverage information as they are frequently the first to identify coverage discrepancies.

Topic #4940

After Reporting Discrepancies

After receiving a Commercial Other Coverage Discrepancy Report form or Medicare Other Coverage Discrepancy Report form,
ForwardHealth confirms the information and updates the member files.

It may take up to two weeks to process and update the member's enrollment information. During that time, ForwardHealth
verifies the insurance information submitted and adds, changes, or removes the member's other coverage information as
appropriate. If verification contradicts the provider's information, a written explanation is sent to the provider. The provider should
wait to submit claims until one of the following occurs:

1 The provider verifies through Wisconsin's EV'S that the member's other coverage information has been updated.
1 The provider receives awritten explanation.
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M edicare

Topic #671

Crossover Claims

A Medicare crossover claim is aMedicare-allowed claim for adua eligible or QMB-Only member sent to ForwardHealth for
payment of coinsurance, copayment, and deductible.

Submit Medicare claims first, as appropriate, to one of the following:

Medicare Part A fiscal intermediary

Medicare Part B carrier

Medicare DME regiona carrier

Medicare Advantage Plan or Medicare Cost Plan

Railroad Retirement Board carrier (also known as the Railroad Medicare carrier)

There are two types of crossover claims based on who submits them:

1 Automatic crossover clams
1 Provider-submitted crossover claims

Automatic Crossover Claims

An automatic crossover claim is aclaim that Medicare automatically forwards to ForwardHealth by the COBC.
Claims will be forwarded if the following occur:

1 Medicare has identified that the services were provided to a dual eligible or a QMB-Only member.
1 Theclaimisfor amember who is not enrolled in a Medicare Advantage Plan.

Providers are advised to wait 30 days before hilling for claims submitted to Medicare to allow time for the automatic crossover
process to complete. If automatic crossover claims do not appear on the ForwardHealth and/or the MCO's RA after 30 days of
the Medicare processing date, providers are required to resubmit the claim directly to ForwardHealth or the MCO using the NPI
that was reported to ForwardHealth as the primary NPI.

If the serviceis covered by the MCO, the ForwardHealth RA will indicate EOB code 0287 (Member is enrolled in a State-
contracted managed care program). If the service is covered on afee-for-service basis, the MCO RA will indicate that the service
is not covered. If the crossover claim is submitted without error, the responsible entity (either ForwardHealth or the MCO) will
process the claim to a payable status.

Provider-Submitted Crossover Claims

A provider-submitted crossover claim is a Medicare-allowed claim that a provider directly submits to ForwardHealth when the
Medicare claim did not automatically cross over. Providers should submit a provider-submitted crossover claim in the following
situations:

1 The automatic crossover claim does not appear on the ForwardHealth or MCO RA within 30 days of the Medicare
processing date.
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The automatic crossover claim is denied, and additional information may allow payment.

The claim is for amember who was not enrolled in BadgerCare Plus or Wisconsin Medicaid at the time the service was
submitted to Medicare for payment, but the member was retroactively determined enrolled in BadgerCare Plus or
Medicaid.

The claim is for amember who is enrolled in a Medicare Advantage Plan or Medicare Cost Plan.

The claim is for amember who is enrolled in Medicare and commercial health insurance that is secondary to Medicare (for
example, Medicare Supplemental).

When submitting crossover claims directly, the following additional data may be required on the claim to identify the billing and
rendering provider:

The NPI that ForwardHealth has on file for the provider
The taxonomy code that ForwardHealth has on file for the provider
The zip+4 code that corresponds to the practice location address on file with ForwardHealth

Providers may initiate a provider-submitted claim in one of the following ways:

DDE through the ForwardHealth Provider Portal
837! transaction, as applicable

837P transaction, as applicable

PES software

Paper claim form

Topic #666

Claims Denied for Errors

Medicare claims that were denied for provider billing errors must be corrected and resubmitted to Medicare before the claim may
be submitted to ForwardHealth.

Child Care Coordination
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Resources
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Archive Date:08/01/2025

Resources:WiCall

Topic #257

Enrollment Inquiries

WiCall isan AVR system that allows providers with phones direct access to enrollment information.
Information from WiCall will be returned in the following order if applicable to the member's current enrollment:

1 Transaction number: A number will be given as a transaction confirmation that providers should keep for their records.

1 Benefit enrollment: All benefit plans the member is enrolled in on the DOS or within the DOS range selected for the
financia payer.

1 County code: The member's county code will be provided if available. The county code is atwo-digit code between 01
and 72 that represents the county in which member resides. If the enrollment response reflects that the member residesin a
designated HPSA on the DOS or within the DOS range selected, HPSA information will be given.

1 MCO: All information about state-contracted MCO enrollment, including MCO names and telephone numbers, that exists
on the DOS or within the DOS range selected will be listed. Thisinformation is applicable to Medicaid and BadgerCare
Plus members only.

1 Hospice: If the member is enrolled in the hospice benefit on the DOS or within the DOS range that the provider selected,
the hospice information will be given. Thisinformation is applicable to Medicaid and BadgerCare Plus members only.

1 Lock-in: Information about the Pharmacy Services Lock-1n Program that exists on the DOS or within the DOS range
selected will be provided. Thisinformation is applicable to Medicaid, BadgerCare Plus, and SeniorCare members only.

1 Medicare: All information about Medicare coverage, including type of coverage and Medicare member ID, if available, that
exists on the DOS or within the DOS range selected will be listed.

1 Commercia health insurance coverage: All information about commercial coverage, including carrier names and telephone
numbers, if available, that exists on the DOS or within the DOS range selected will be listed.

1 Transaction completed: After the member's enrollment information has been given using the financial payer that was
selected, providers will be given the following options to:

i Hear the information again.

i Regquest enrollment information for the same member using a different financia payer.
i Hear another member's enrollment information using the same financial payer.

i Hear another member's enrollment information using a different financial payer.

i Return to the main menu.

WiCall is available 24 hours a day, seven days aweek. If for some reason the system is unavailable, providers may call Provider
Services.

Transaction Number

The AVR system issues a transaction number every time a provider verifies enrollment, even when an individual is not enrolled in
BadgerCare Plus or Wisconsin Medicaid. The provider should retain this transaction number. It is proof that an inquiry was made
about the member's enrolIment. If a provider thinks a claim was denied in error, the provider can reference the transaction number
to ForwardHealth to confirm the enrollment response that was actually given.

Topic #6257

Entering Lettersinto WiCall
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For some WiCall inquries, health care providers are required to enter their taxonomy code with their NPI. Because taxonomy
codes are a combination of numbers and letters, telephone key pad combinations, shown in the table below, allow providers to
successfully enter taxonomy code letters for WiCall functions (for example, press *21 to enter an A, press * 72 to enter an R).

Key
Combination

*21
*22
*23
*31
*32
*33
*41
*42
*43
*51
*52
*53
*61

Letter

I oG Mmoo 0O @ >

L

N <X s <c-unw30o T o zZ

Key
Combination

*62
*63
*71
*11
*72
*73
*81
*82
*83
*01
*92
*93
*12

Additionally, providers may select option 9 and press # for an automated voice explanation of how to enter lettersin WiCall.

Topic #466

| nfformation Available Via WiCall

WiCall, ForwardHealth's AVR system, gathers inquiry information from callers through voice prompts and accesses
ForwardHealth interChange to retrieve and "speak" back the following ForwardHealth information:

1 Claim status

1 Enrollment verification
1 PA status

1

Provider CheckWrite information

Note: ForwardHealth releases CheckWrite information to WiCall no sooner than on the first state business day following the

financia cycle.

Providers are prompted to enter NPI or provider ID and in some cases, NPI-related data, to retrieve query information.

Inal inquiry scenarios, WiCall offers the following options after information is retrieved and reported back to the caller:

Repeat the options.

Child Care Coordination

Repeat the information.
Make another inquiry of the same type.
Return to the main menu.
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Claim Status

Providers may check the status of a specific claim by selecting the applicable financial payer program, (for example, Wisconsin
Medicaid, WCDP, or WWWP) and entering their provider ID, member identification number, DOS, and the amount billed.

Note: Claim information for BadgerCare Plus and SeniorCare is available by selecting the Medicaid option.

Enrollment Verification

Providers may request enrollment status for any date of eligibility the member has on file by entering their provider ID and the
member ID. If the member ID is unknown, providers may enter the member's date of birth and SSN. Additionaly, the provider is
prompted to enter the From DOS and the To DOS for the inquiry. The From DOS is the earliest date the provider requires
enrollment information and the To DOS must be within 365 days of the "From" DOS.

Each time a provider verifies member enrollment, the enrollment verification is saved and assigned a transaction number as
transaction confirmation. Providers should note the transaction number for their records.

PA Status

Except in certain instances, providers may obtain the status of PA requests for Medicaid and WCDP via WiCall by entering their
provider ID and the applicable PA number. If the provider does not know the PA number, there is an option to bypass entering
the PA number and the caller will be prompted to enter other PA information such as member ID and type of service (for
example, NDC, procedure code, revenue code, or ICD procedure code). When a match is found, WiCall reports back the PA
status information, including the PA number for future reference, and the applicable program.

Information on past PAs s retained indefinitely. Paper PAs require a maximum of 20 working days from receipt to be processed
and incorporated into WiCall's PA status information.

Note: PA information for BadgerCare Plus and SeniorCare is available by selecting the Medicaid option.

Topic #765
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Quick Reference Guide

The WiCall AVR Quick Reference Guide displays the information available for WiCall inquiries.
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Automated Voice Response Quick Reference Guide

Dial (B00) 947-3544 to access
WiCall, ForwardHealth Avtomated
Voice Response system.
Press “1” to begin,

Access
provider
WiCall

Main Menu

l

Transaction Complete Menu

{Additional options relevant to the tvpe of inquiry are also offered.)

1 2 3 4
Enrollment Provider Claim Status PA Status
Verification CheckWrite Inquiry Inquiry
Select financial Salact financial Salact financial Salect financial

payer, peryer. payer. payer.

| 1 1 |
Ertar previder Ender pravider Ender pravider Erifer previder

1D, D", [ D,
I | I
Select *1" 10| OR Select 2% to Enfer mamber Entar PA
anter memba enter mamber 1D, number.
0. SSN*/DOB*". ] I
[ T .
Enter "from™ Ertter oldest date ! PA numberis
date of inquiry. of service on the ! unknown, anter |
clairn. ! member ID ond '

I | 1 typoof sardce, |
Enter “ta” date Entar tatal et e P d
date of inquiry. amaunt billed, I

I 1
Response with Response with Responsa with Respamue with
transaction log CheckWrite claim stotus PA status

numbar and inbarmation an information. information.
membsar maost recantly
enrollmen issued funds.
infrmntinn
L 1 1 J

Salect *17 1o
repeat
information.

Salect *2 to make
anather inguiry,

Selact “B° 1o
retum to the
Iain e,

Select “0" to speak 1o o Provider
Senvices call center
cofrespondent.

Select *9" 1o
repeat meny
optiona.
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* Health Care providers entering an NPIL, may also be prompted to enter their taxonomy number and ZIF +4 code when required.
## §5N = Social Security Number

##t OB = Date of Birth
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Electronic Data I nter change

Topic #459

Companion Guidesand NCPDP Version D.0 Payer Sheet

Companion guides and the NCPDP version D.0 payer sheet are available for download on the ForwardHealth Portal .

Purpose of Companion Guides

ForwardHealth companion guides and payer sheet provide trading partners with useful technical information on ForwardHealth's
standards for nationally recognized electronic transactions.

The information in companion guides and payer sheet applies to BadgerCare Plus, Medicaid, SeniorCare, HDAP, WCDP, and
WWWHP. Companion guides and payer sheet are intended for information technology and systems staff who code billing systems
or software.

The companion guides and payer sheet complement the federal HIPAA implementation guides and highlight information that
trading partners need to successfully exchange electronic transactions with ForwardHealth, including genera topics such as the
following:

1 Methods of exchanging electronic information (for example, exchange interfaces, transaction administration, and data
preparation)

1 Instructions for constructing the technical component of submitting or receiving electronic transactions (for example, claims,
RA, and enrollment inquiries)

Companion guides and payer sheet do not include program requirements, but help those who create the electronic formats for
electronic data exchange.

Companion guides and payer sheet cover the following specific subjects:

1 Getting started (for example, identification information, testing, and exchange preparation)
1 Transaction administration (for example, tracking claims submissions, contacting the EDI Hel pdesk)
1 Transaction formats

Revisonsto Companion Guides and Payer Sheet

Companion guides and payer sheet may be updated as a result of changes to federal requirements. When this occurs,
ForwardHealth will do the following:

1 Post the revised companion guides and payer sheet on the ForwardHealth Portal.
1 Post amessage on the banner page of the RA.
1 Send an emalil to trading partners.

Trading partners are encouraged to periodically check for revised companion guides and payer sheet on the Portal. If trading
partners do not follow the revisions identified in the companion guides or payer sheet, transactions may not process successfully
(for example, claims may deny or process incorrectly).

A change summary located at the end of the revised companion quide lists the changes that have been made. The date on the
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companion guide reflects the date the revised companion guide was posted to the Portal. In addition, the version number located
in the footer of the first page is changed with each revision.

Revisions to the payer sheet are listed in Appendix A. The date on the payer sheet reflects the date the revised payer sheet was
posted to the Portal.

Topic #460

Data Exchange M ethods

The following data exchange methods are supported by the EDI Hel pdesk:
1 Remote access server dial-up, using a personal computer with a modem, browser, and encryption software
1 Secure web, using an internet service provider and a personal computer with a modem, browser, and encryption software
1 Real-time, by which trading partners exchange the NCPDP D.0, 270/271, 276/277, or 278 transactions via an approved
clearinghouse

The EDI Helpdesk supports the exchange of the transactions for BadgerCare Plus, Medicaid, SeniorCare, HDAP, WCDP, and
WWWP.

Topic #461

Electronic Data I nter change Helpdesk

The EDI Helpdesk assists anyone interested in becoming a trading partner with getting started and provides ongoing support
pertaining to electronic transactions. Providers, billing services, and clearinghouses are encouraged to contact the EDI Helpdesk
for test packets and/or technica questions.

Providers with policy questions should call Provider Services.

Topic #462

Electronic Transactions

HIPAA ASC X12 Version 5010 Companion Guides and the NCPDP Version D.0 Payer Sheet are available for download on
the HIPAA Version 5010 Companion Guides and NCPDP Version D.0 Payer Sheet page of the ForwardHealth Portal.

Trading partners may submit claims and adjustment requests, inquire about member enrollment, claim status, and ForwardHealth
payment advice by exchanging electronic transactions.

Through the EDI Helpdesk, trading partners may exchange the following electronic transactions:

1 270/271: The 270 is the electronic transaction for inquiring about a member's enrollment. The 271 is received in response
to the inquiry.

276/277: The 276 is the electronic transaction for checking claim status. The 277 is received in response.

278: The electronic transaction for health care service PA requests.

835: The electronic transaction for receiving remittance information.

837: The electronic transaction for submitting claims and adjustment requests.

999: The electronic transaction for reporting whether a transaction is accepted or rejected.

TAL interChange Acknowledgment: The electronic transaction for reporting a transaction that is rejected for interChange-
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level errors.
1 NCPDP D.0 Telecommunication Standard for Retail Pharmacy claims. The real-time POS electronic transaction for
submitting pharmacy claims.

Topic #463

Provider Electronic Solutions Softwar e

ForwardHealth offers electronic billing software at no cost to providers. PES software allows providers to submit 837
transactions and download the 999 and the 835 transactions. To obtain PES software, providers may download it from the
ForwardHealth Portal. For assistance installing and using PES software, providers may call the EDI Helpdesk.

Topic #464

Trading Partner Profile

A Trading Partner Profile must be completed and signed for each hilling provider number that will be used to exchange €lectronic
transactions.

In addition, billing providers who do not use a third party to exchange electronic transactions, billing services, and clearinghouses
are required to complete a Trading Partner Profile.

To determine whether a Trading Partner Profileis required, providers should refer to the following:

1 Billing providers who do not use a third party to exchange electronic transactions, including providers who use the PES
software, are required to complete the Trading Partner Profile.

1 Billing providers who use a third party (billing services and clearinghouses) to exchange electronic transactions are required
to submit a Trading Partner Profile.

1 Billing services and clearinghouses, including those that use PES software, that are authorized by providers to exchange
electronic transactions on a provider's behalf, are required to submit a Trading Partner Profile.

Providers who change billing services and clearinghouses or become a trading partner should keep their information updated by
contacting the EDI Helpdesk.

Topic #465

Trading Partners

ForwardHealth exchanges nationally recognized €lectronic transactions with trading partners. A trading partner is defined as a
covered entity that exchanges electronic health care transactions. The following covered entities are considered trading partners:

1 Providers who exchange electronic transactions directly with ForwardHealth
1 Billing services and clearinghouses that exchange electronic transactions directly with ForwardHealth on behalf of abilling
provider
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Enrollment Verification

Topic #256

270/271 Transactions

The 270/271 transactions allow for batch enrollment verification, including information for the current benefit month or for any
date of digibility the member has on file, through a secure internet connection. The 270 is the electronic transaction for inquiring
about a member's enrollment. The 271 is received in response to the inquiry.

For those providers who are federally required to have an NPI, an NPI is required on the 270/271 transactions. The NPI
indicated on the 270 is verified to ensure it is associated with a valid enrollment on file with ForwardHealth. The 271 response will
report the NPI that was indicated on the 270.

For those providers exempt from NPI, a provider 1D is required on the 270/271 transactions. The provider ID indicated on the
270 isverified to ensure it is associated with a valid enrollment on file with ForwardHealth. The 271 response will report the
provider ID that was indicated on the 270.

Topic #469

An Overview

Providers should always verify a member's enrollment before providing services, both to determine enrollment for the current date
(since amember's enrollment status may change) and to discover any limitations to the member's coverage. Each enrollment
verification method allows providers to verify the following prior to services being rendered:

1 A member's enrollment in a ForwardHealth program(s)
1 State-contracted M CO enrolIment

1 Medicare enrollment

1 Limited benefits categories

1 Any other health insurance coverage

1 Exemption from copays for BadgerCare Plus members

Topic #259

Commercial Enrollment Verification Vendors

ForwardHealth has agreements with several commercial enrollment verification vendors to offer enrollment verification technol ogy
to ForwardHealth providers. Commercial enrollment verification vendors have up-to-date access to the ForwardHealth
enrollment files to ensure that providers have access to the most current enrollment information. Providers may access Wisconsin's
EV Sto verify member enrollment through one or more of the following methods available from commercial enrollment verification
vendors:

1 Magnetic stripe card readers
1 Personal computer software
1 Internet
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Vendors sell magnetic stripe card readers, personal computer software, internet access, and other services. They also provide
ongoing maintenance, operations, and upgrades of their systems. Providers are responsible for the costs of using these enrollment
verification methods.

Note: Providers are not required to purchase services from a commercial enrollment verification vendor. For more information on
other ways to verify member enrollment or for questions about ForwardHealth identification cards, contact Provider Services.

The real-time enrolIment verification methods allow providersto print a paper copy of the member's enrollment information,

including a transaction number, for their records. Providers should retain this number or the printout as proof that an inquiry was
made.

Magnetic Stripe Card Readers
The magnetic stripe card readers resemble credit card readers. Some ForwardHealth identification cards have a magnetic stripe
and signature panel on the back, and a unique, 16-digit card number on the front. The 16-digit card number isvalid only for use

with amagnetic card reader.

Providers receive current member enrollment information after passing the ForwardHealth card through the reader or entering the
member identification number or card number into a keypad and entering the DOS about which they are inquiring.

Personal Computer Software

Personal computer software can be integrated into a provider's current computer system by using a modem and can access the
same information as the magnetic stripe card readers.

Internet Access
Some enrollment verification vendors provide real -time access to enroliment from the EV'S through the internet.

Topic #4903

Copay I nformation
No Copay

If amember is enrolled in BadgerCare Plus or Wisconsin Medicaid and is exempt from paying copays for services, providers will
receive the following response to an enrolIiment query from al methods of enrollment verification:

1 The name of the benefit plan
1 The member's enrollment dates
1 The message, No Copay

If amember is enrolled in BadgerCare Plus, Wisconsin Medicaid, or SeniorCare and is required to pay a copay, the provider will
be given the name of the benefit plan in which the member is enrolled and the member's enroliment dates for the benefit plan only.

Copay

If amember is enrolled in BadgerCare Plus, Wisconsin Medicaid, or SeniorCare and is required to pay a copay, providers will
receive the following response to an enrollment query from al methods of enrollment verification:
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1 The name of the benefit plan
1 The member's enrollment dates

Non-Emergent Copay

If amember is enrolled in BadgerCare Plus and is eligible for the $8 non-emergent copay, providers will receive the following
response to an enrollment query from all methods of enrollment verification:

1 The name of the benefit plan
1 The member's enroliment dates
1 The message, Member Eligible for Non-Emergent Copay or Eligible for Non-Emergent Copay

The messages Member Eligible for Non-Emergent Copay and Eligible for Non-Emergent Copay indicate that a member isa
BadgerCare Plus childless adult, and they are eligible for the copay if they do not meet the prudent layperson standard and seek
and receive additional post-stabilization care in the emergency department after being informed of the $8 copay and availability of
alternative providers with lesser or no cost share.

Topic #264

Enrollment Verification System

Member enrollment issues are the primary reason claims are denied. To reduce claim denials, providers should always verify a
member's enrollment before providing services, both to determine enroliment for the current date (since a member's enrollment
status may change) and to discover any limitations to the member's coverage. Providers may want to verify the member's
enrollment a second time before submitting a claim to find out whether the member's enrollment information has changed since the
appointment.

Providers can access Wisconsin's EV S to receive the most current enrollment information through the following methods:
1 ForwardHealth Portal
1 WiCall, Wisconsin's AVR system
1 Commercia enrollment verification vendors
1 270/271 transactions
1 Provider Services
Providers cannot charge a member, or authorized person acting on behalf of the member, for verifying their enrollment.

The EV S does not indicate other government programs that are secondary to Wisconsin Medicaid.

Topic #4901

Enrollment Verification on the Portal

The secure ForwardHealth Portal offers real-time member enrollment verification for all ForwardHealth programs. Providers will
be able to use this tool to determine:

The benefit plan(s) in which the member is enrolled.

If the member is enrolled in a state-contracted managed care program (for Medicaid and BadgerCare Plus members).
If the member has any other coverage, such as Medicare or commercial health insurance.

If the member is exempted from copays (BadgerCare Plus and Medicaid members only).
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To access enrolIment verification via the ForwardHealth Portal, providers will need to do the following:

Go to the ForwardHealth Portal.

Establish a provider account.

Log into the secure Portal.

Click on the menu item for enrollment verification.

Providers will receive a unique transaction number for each enrollment verification inquiry. Providers may access a history of their
enrollment inquiries using the Portal, which will list the date the inquiry was made and the enrollment information that was given on
the date that the inquiry was made. For a more permanent record of inquiries, providers are advised to use the print screen
function to save a paper copy of enrollment verification inquiries for their records or document the transaction number at the
beginning of the response, for tracking or research purposes. This feature allows providers to access enrollment verification history
when researching claim denials due to enrollment issues.

The Provider Portal is available 24 hours a day, seven days a week.

Topic #4900

Entering Dates of Service

Enrollment information is provided based on a From DOS and a To DOS that the provider enters when making the enrollment
inquiry. For enrollment inquires, a From DOS is the earliest date for which the provider is requesting enrollment information and
the To DOS is the latest date for which the provider is requesting enrollment information.

Providers should use the following guidelines for entering DOS when verifying enrollment for Wisconsin Medicaid, BadgerCare
Plus, SeniorCare, or WCDP members:

1 The From DOS is the earliest date the provider requires enrollment information.

1 The To DOS must be within 365 days of the From DOS.

1 If the date of the request is prior to the 20th of the current month, then providers may enter a From DOS and To DOS up
to the end of the current calendar month.

1 If the date of the request is on or after the 20th of the current month, then providers may enter a From DOS and To DOS
up to the end of the following calendar month.

For example, if the date of the request was November 15, 2008, the provider could request dates up to and including November
30, 2008. If the date of the request was November 25, 2008, the provider could request dates up to and including December 31,
2008.

Topic #265

Member Forgets ForwardHealth | dentification Card

Even if amember does not present a ForwardHealth identification card, a provider can use Wisconsin's EV S to verify enrollment;
otherwise, the provider may choose not to provide the service(s) until a member brings in a ForwardHealth card or displays a
digital ForwardHealth Card on the MyACCESS app.

A provider may use a combination of the member's name, date of birth, ForwardHealth identification number, or SSN with a 0 at
the end to access enrollment information through the EVS.

A provider may call Provider Services with the member's full name and date of birth to obtain the member's enrollment
information if the member's identification number or SSN is not known.
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Topic #4899

Member | dentification Card Does Not Guar antee
Enrollment

Most members receive amember identification card, but possession of a program identification card does not guarantee
enrollment. Periodically, members may become ineligible for enrollment, only to re-enroll at alater date. Members are told to
keep their cards even though they may have gapsin enrollment periods. It is possible that a member will present a card when they
are not enrolled; therefore, it is essentia that providers verify enrollment before providing services. To reduce claim denials, it is
important that providers verify the following information prior to each DOS that services are provided:

If amember is enrolled in any ForwardHealth program, including benefit plan limitations.
If amember is enrolled in a managed care organization.

If amember isin primary provider lock-in status.

If amember has Medicare or other insurance coverage.

Topic #4898

Responses Are Based on Financial Payer

When making an enrollment inquiry through Wisconsin's EV'S, the returned response will provide information on the member's
enrollment in benefit plans based on financia payers.

There are three financial payers under ForwardHealth:

1 Medicaid (Medicaid is the financial payer for Wisconsin Medicaid, BadgerCare Plus, and SeniorCare).
1 WCDP.
1 WWWP.

Within each financial payer are benefit plans. Each member is enrolled under at least one of the three financial payers, and under
each financial payer, isenrolled in at least one benefit plan. An individual member may be enrolled under more than one financial
payer. (For instance, a member with chronic renal disease may have health care coverage under BadgerCare Plus and the WCDP
chronic renal disease program. The member is enrolled under two financia payers, Medicaid and WCDP.) Alternatively, a
member may have multiple benefits under a single financial payer. (For example, amember may be covered by Tuberculosis-
Related Medicaid and Family Planning Only Services at the same time, both of which are administered by Medicaid.)
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Forms

Topic #470

Fillable Forms

Most forms may be obtained from the Forms page of the ForwardHealth Portal.

Forms on the Portal are available as fillable PDF files, which can be viewed with Adobe Reader computer software. Providers
may also complete and print fillable PDF files using Adobe Reader.

To complete afillable PDF, follow these steps:

1 Select a specific form.
1 Save the form to the computer.
1 Usethe Tab key to move from field to field.

Note: The Portal provides instructions on how to obtain Adobe Reader at no charge from the Adobe website. Adobe Reader
only allows providersto view and print completed PDFs. It does not alow users to save completed fillable PDFs to their
computer; however, if Adobe Acrobat is purchased, providers may save completed PDFs to their computer. Refer to the Adobe
website for more information about fillable PDFs.

Selected forms are also available in fillable Microsoft Word format on the Portal. The fillable Microsoft Word format alows
providers to complete and print the form using Microsoft Word. To complete a fillable Microsoft Word form, follow these steps:

1 Select a specific form.
1 Save the form to the computer.
1 Usethe Tab key to move from field to field.

Note: Providers may save fillable Microsoft Word documents to their computer by choosing Save As from the File menu, creating
afile name, and selecting Save on their desktop.

Topic #766

Telephone or Mail Reguests

Providers who do not have internet access or who need forms that are not available on the ForwardHealth Portal may obtain
them by doing either of the following:

1 Requesting a paper copy of the form by calling Provider Services. Questions about forms may also be directed to Provider
Services.

1 Submitting a written request and mailing it to ForwardHealth. Include a return address, the name of the form, and the form
number and send the request to the following address:

ForwardHealth
Form Reorder

313 Blettner Blvd
Madison WI 53784
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Updates

Topic #478

Accessing ForwardHealth Communications

ForwardHealth Updates announce changes in policy and coverage, PA requirements, and claim submission requirements. They
communicate new initiatives from the Wisconsin Department of Health Services or new requirements from the federal Centers for
Medicare and Medicaid Services and the Wisconsin state legislature.

Updates reflect current policy at the time of publication; this information may change over time and be revised by a subsequent
Update. Update information is added to the Online Handbook after the Update is posted, unless otherwise noted.

Providers should refer to the ForwardHealth Online Handbook for current information. The Online Handbook is the source for
current ForwardHealth policy and contains provider-specific information for various services and benefits.

Topic #4458

Electronic Notifications from ForwardHealth

ForwardHealth sends el ectronic messaging using both email subscription and secure Portal messaging to notify providers of newly
released ForwardHealth Updates. ForwardHealth also uses electronic messaging to communicate training opportunities and other
timely information.

Secure Portal M essages

Providers who have established a secure ForwardHealth Portal account automatically receive messages from ForwardHealth in
their secure Portal Messages inbox.

E-mail Subscription M essages

Providers and other interested parties may register to receive e-mail subscription notifications. When registering for email
subscription, providers and other interested parties are able to select, by program (for example, Wisconsin Medicaid,
BadgerCare Plus, HDAP, or WCDP), provider type (for example, physician, hospital, DME vendor), and/or specific area of
interest, (Trading Partner and 1CD-10 Project Information) to designate what information they would like to receive. Any number
of staff or other interested parties from an organization may sign up for an email subscription and may select multiple subscription
options.

Registering for Email Subscription
Users may sign up for an email subscription by following these steps.

1. Click the Register for Email Subscription link on the ForwardHealth Portal home page.

2. The Subscriptions page will be displayed. In the Email field in the New Subscriber section, enter the email address to which
messages should be sent.

3. Enter the email address again in the Confirm Email field.

4. Click Register. A message will be displayed at the top of the Subscriptions page indicating the registration was successful.
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If there are any problems with the registration, an error message will be displayed instead.

5. Once registration is complete, click the program for which you want to receive messages in the Available Subscriptions
section of the Subscriptions page. The selected program will expand and alist of service areas will be displayed.

6. Select the service area(s) for which you want to receive messages. Click Select All if you want to receive messages for all
Service areas.

7. When service area selection is complete, click Save at the bottom of the page.

The selected subscriptions will load and a confirmation message will appear at the top of the page.

Topic #4460

Full Text Publications Available

Providers without internet access may call Provider Services to request that a paper copy of a ForwardHealth Update be mailed
to them. To expedite the call, correspondents will ask providers for the Update number. Providers should allow seven to 10
business days for delivery.
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Contact Information

Topic #476

Member Services

Providers should refer ForwardHealth members with questions to Member Services. The telephone number for Member Services
is for member use only.

Topic #473

Professional Field Representatives

Professional field representatives, also known as field representatives, are available to assist providers with complex billing and
claims processing questions. Field representatives are located throughout the state to offer detailed assistance to all
ForwardHealth providers and all ForwardHealth programs.

Thefield representatives are assigned to specific regions of the state. Most professional field representatives can address inquiries
for al provider types. However, certain dedicated professiond field representatives are assigned to the following:

Adult long-term care
Dental providers
Milwaukee County
PNCC and CCC
WWWP

Provider Education

The field representatives primary focus is provider education. They provide information on ForwardHealth programs and topicsin
the following ways:

1 Conducting provider training sessions throughout the state
1 Providing training and information for newly enrolled providers and/or new staff
1 Participating in professional association meetings

Providers may also contact the field representatives if there is a specific topic, or topics, on which they would like to have an
individualized training session. This could include topics such as use of the ForwardHea th Portal (information about claims,
enrollment verification, and PA reguests on the Portal). Refer to the Providers Trainings page for the latest information on training
opportunities.

Additional Inquiries

Providers are encouraged to initially obtain information through the Portal, WiCall, and Provider Services. If these attempts are
not successful, field representatives may be contacted for the following types of inquiries:

1 Claims, including discrepancies regarding enrollment verification and claim processing
1 PES claims submission software
1 Claims processing problems that have not been resolved through other channels (for example, phone or written
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correspondence)
1 Referrals by a Provider Services phone correspondent
1 Complex issues that require extensive explanation

At times, professional field representatives work outside their offices to provide on-site service; therefore, providers should be
prepared to leave a complete message when contacting field representatives, including all pertinent information related to the
inquiry. Member inquiries should not be directed to field representatives. Providers should refer members to Member Services.

If contacting afield representative by email, providers should ensure that no individually identifiable health information, known as
PHI, isincluded in the message. Discuss the appropriate method of sending emails with your assigned field representative to
ensure secure transmission of information.

Providers or their representatives should have the following information ready when they contact their professional field
representative:;

1 Name or alternate contact
1 County and city where services are provided

1 Name of facility or provider whom they are representing
1 NPl or provider number

1 Phone number, including area code

1 A concise statement outlining concern

1 Days and times when available

For questions about a specific claim, providers should a so include the following information:

1 Claim number
1 DOS

Topic #474

Provider Services

Providers should call Provider Services to answer enrollment, policy, and billing questions. Members should call Member
Services for information. Members should not be referred to Provider Services.

The Provider Services Call Center provides service-specific assistance to Medicaid, BadgerCare Plus, WCDP, and WWWP
providers.

Ways Provider Services Can Help

The Provider Services Call Center is organized to include program-specific and service-specific assistance to providers. The
Provider Services Call Center supplements the ForwardHealth Portal and WiCall by providing information on the following:

Billing and claim submission

Provider enrollment

Member enrollment

COB (for example, verifying a member's other health insurance coverage)
Assistance with completing forms

Assistance with remittance information and claim denials

Policy clarification

PA status
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1 Claim status
1 Verifying covered services

I nformation to Have Ready

When contacting or transferring from WiCall to the call center, callers will be prompted to enter their NPI or provider ID.
Additionally, to facilitate service, providers are recommended to have al pertinent information related to their inquiry on hand
when contacting the call center, including:

1 Provider name and NPI or provider ID

1 Member name and ID

1 ClamICN

1 PA number

1 DOS

1 Amount billed

1 RA

1 Procedure code of the service in question

1 Reference to any provider publications that address the inquiry

Call Center Representatives

The ForwardHealth call center representatives are organized to respond to phone calls from providers. Representatives offer
assistance and answer inquiries specific to the program (for example, Medicaid, WCDP, or WWWP) or to the service area (for
example, pharmacy services, hospital services) in which they are designated.

In addition to trained call center representatives, Provider Services employs an automated tool for assisting callers. The virtua
agent is available 24 hours a day, seven days aweek to answer questions that do not require a call center representative, such as
inquiries related to:

1 Claim status

1 PA status

1 Provider payment status

1 Member enrollment verification

Walk-in Appointments

Walk-in appointments offer face-to-face assistance for providers at the Provider Services office. Providers must schedule an
appointment in advance by contacting Provider Services at 800-947-9627. Appointments for in-person provider assistance are
available Monday through Friday, 7:30 am. —4 p.m. (Central time), except for state-observed holidays. Providers without an
appointment may not receive in-person assistance and may have to schedule an appointment for a later date.

Written Inquiries

Providers may contact Provider Services through the Portal by selecting the Contact Us link. Provider Services will respond to
the inquiry by the preferred method of response indicated within five business days. All information is transmitted via a secure
connection to protect personal health information.

Providers may submit written inquiries to ForwardHealth by mail using the Written Correspondence Inquiry form. The Written
Correspondence Inquiry form may be photocopied or downloaded via a link from the Portal. Written correspondence should be
sent to the following address:
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ForwardHealth

Provider Services Written Correspondence
313 Blettner Blvd

Madison WI| 53784

Providers are encouraged to use the other resources before mailing a written request to ForwardHealth. Provider Services will
respond to written inquiries in writing unless otherwise specified.

Topic #4456

Resour ces Reference Guide

The Provider Services and Resources Reference Guide lists services and resources available to providers and members with
contact information and hours of availahility.

ForwardHealth Portal www.forwar dhealth.wi.gov/ 24 hours a day, seven days a week
Public and secure access to ForwardHeal th information with direct link to contact Provider Services for up-to-date access to

ForwardHealth programs information, including publications, fee schedules, and forms.

WiCall Automated Voice Response
System

WiCall, the ForwardHea th AVR system, provides responses to the following inquiries:

800-947-3544 24 hours a day, seven days a week

1 Checkwrite

1 Claim status

1 PA

1 Member enrollment

Call center representatives:
Monday — Friday, 7a.m. —6 p.m.
800-947-9627 (Central time)*
Virtual agent: 24 hours a day, seven daysa
week

ForwardHealth Provider Services
Call Center

To assist providers in the following programs.

1 BadgerCare Plus

1 Medicaid

1 SeniorCare

1 Family Care

1 Family Care Partnership

1 IRIS

1 PACE

1 HDAP

1 WCDP

1 Wisconsin Medicaid and BadgerCare Plus Managed Care Programs
1 Wisconsin Well Woman Medicaid
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1 WWWP

Monday — Friday, 8:30 am. —4:30 p.m.
(Central time)*

To assist providers and trading partners with technica questions regarding Portal functions and capabilities, including Portal

ForwardHealth Portal Helpdesk 866-908-1363

accounts, registrations, passwords, and submissions through the Portal .

Electronic Data Interchange Monday — Friday, 8:30 am. —4:30 p.m.
Helpdesk (Central time)*

For providers, including trading partners, billing services, and clearinghouses with technical questions about the following:

866-416-4979

1 Electronic transactions
1 Companion documents
1 PES software

Monday — Friday,
Managed Care Provider Appeals 800-760-0001, Option 1 7am.—6p.m.
(Central time)*

To assist BadgerCare Plus’Medicaid SSI HMO or Children's Specialty Managed Care PIHP providers with questions regarding

their appeal status and other general managed care provider appea information.

Monday — Friday,
Managed Care Ombudsman Program 800-760-0001 7am.—6p.m.
(Central time)*

To assist managed care enrollees with questions about enrollment, rights, responsibilities, and general managed care information.

Monday — Friday,
Member Services 800-362-3002 8am.—6p.m.
(Central time)*

To assist ForwardHealth members, or persons calling on behalf of members, with program information and requirements,
enrollment, finding enrolled providers, and resolving concerns.

Monday — Friday,
800-991-5532 8am.—4:30 p.m.
(Central time)*

To assist HDAP providers and members, or persons calling on behalf of members, with program information and requirements,

Wisconsin HIV Drug Assistance
Program

enrollment, finding enrolled providers, and resolving concerns.

*With the exception of state-observed holidays.
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Portal

Topic #4743

Acute and Primary Managed Care Portal

I nformation and Functions Through the Portal

The acute and primary managed care area of the ForwardHealth Portal allows state-contracted HM Os to conduct business with
ForwardHealth. The public HMO page offers easy access to key HMO information and web tools. A login is required to access
the secure area of the Portal to submit or retrieve account and member information that may be sensitive.

The following information is available through the Portal:

1 Ligting of all Medicaid-enrolled providers

1 Coordination of Benefits Extract/Insurance Carrier Master List information updated quarterly

1 Data Warehouse, which is linked from the Portal to Business Objects. The Business Objects function allows for access to
MCO data for long-term care MCOs.

1 Electronic messages

1 Enrollment verification by entering a member ID or SSN with date of birth and a From DOS and a To DOS range. A
transaction number is assigned to track the request.

1 Member search function for retrieving member information such as medical status codes and managed care and Medicare
information

1 Provider search function for retrieving provider information such as the address, phone number, provider 1D, taxonomy
code (if applicable), and provider type and specialty

1 HealthCheck information

1 MCO contact information

1 Technical contact information (Entries may be added via the Portal.)

Topic #4904

Claimsand Adjustments Using the ForwardHealth
Portal

Providers can track the status of their submitted claims, submit individual claims, correct errors on claims, copy claims, and
determine what claims are in pay status on the ForwardHealth Portal. Providers have the ability to search for and view the status
of al their finalized claims, regardless of how they were submitted (for example, paper, electronic, clearinghouse). If aclaim
contains an error, providers can correct it on the Portal and resubmit it to ForwardHealth.

Providers can submit an individual claim or adjust a claim through DDE through the secure Portal.

Topic #8524

Conducting Revalidation Viathe ForwardHealth Portal

Providers can conduct revalidation online via a secure revalidation area of the ForwardHealth Portal.
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Topic #4345

Creating a Provider Account

Each provider needs to designate one individual as an administrator of the ForwardHealth Portal account. This user establishes the
administrative account once their PIN is received. The administrative user is responsible for this provider account and can add
accounts for other users (clerks) within their organization and assign security roles to clerks that have been established. To
establish an administrative account after receiving a PIN, the administrative user is required to follow these steps:

Go to the ForwardHeal th Portal.

Click the Provider s button.

Click Logging in for thefirst time?.

Enter the Login ID and PIN. The Login ID is the provider's NPI or provider number.

Click Setup Account.

At the Account Setup screen, enter the user's information in the required fields. Enter a backup user's information in the
required fields.

Read the security agreement and click the checkbox to indicate agreement with its contents.

8. Click Submit when complete.

SoukrwpNE

~N

Once in the secure Provider area of the Portal, the provider may conduct business online with ForwardHealth via a secure
connection. Providers may aso perform the following administrative functions from the Provider area of the Portal:

1 Establish accounts and define access levels for clerks
1 Add other organizations to the account
1 Switch organizations

Refer to the Account User Guide on the User Guides page of the Portal for more detailed instructions on performing these
functions.

Topic #16737

Demographic Maintenance Tool

The demographic maintenance tool allows providers to update information online that they are required to keep current with
ForwardHealth. To access the demographic maintenance tool, providers need a ForwardHealth Portal account. After logging into
their Portal account, providers should select the Demographic Maintenance link located in the Home Page box on the right side of
the secure Provider home page.

Note: The Demographic Maintenance link will only display for administrative accounts or for clerk accounts that have been
assigned the Demographic Maintenance role. The Account User Guide provides specific information about assigning roles.

The demographic maintenance tool contains general panels which are available to all or most providers as well as specific pandls
which are only available to certain provider types and speciaties. The Demographic Maintenance Tool User Guide provides
further information about general and provider-specific panels.

Uploading Supporting Documentation

Providers can upload enrollment-related supporting documentation (for example, licenses, certifications) using the demographic
maintenance tool. Documents in the following formats can be uploaded:
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1 JPEG (,jpg or .jpeg)
1 PDF (.pdf)

To avoid delays in processing, ForwardHealth strongly encourages providers to upload their documents.

Submitting I nformation

After making all their changes, providers are required to submit their information in order to save it. After submitting information,
providers will receive one of the following messages:

1 Your information was updated successfully. This message indicates that providers files were immediately updated with the
changed information.

1 Your information was uploaded successfully. This message indicates that ForwardHealth needs to verify the information
before providers files can be updated. Additionally, an Application Submitted panel will display and indicate next steps.

Verification

ForwardHealth will verify changes within 10 business days of submission. If the changes can be verified, ForwardHeal th will
update providers files. In some cases, providers may receive a Change Notification letter indicating what information
ForwardHealth updated. Providers should carefully review the Provider File Information Change Summary included with the letter
to verify the accuracy of the changes. If any of the changes are inaccurate, providers can correct the information using the
demographic maintenance tool. Providers may contact Provider Services if they have questions regarding the letter.

Regardless of whether or not providers are notified that their provider files were updated, changed information is not considered
approved until 10 business days after the information was changed. If the changes cannot be verified within 10 business days,

ForwardHealth will notify providers by mail that their provider files were not updated, and providers will need to make
corrections using the demographic maintenance tool.

Topic #4340

Designating a Trading Partner to Recelve 835 Health
Care Claim Payment/Advice Transactions

Providers must designate a trading partner to receive their 835 transaction for ForwardHealth interChange.

Providers who wish to submit their 835 designation via the Portal are required to create and establish a provider account to have
access to the secure area of the Portal.

To designate a trading partner to receive 835 transactions, providers must first complete the following steps:

Access the Portal and log into their secure account by clicking the Provider link/button.

Click on the Designate 835 Receiver link on the right-hand side of the secure home page.

Enter the identification number of the trading partner that is to receive the 835 in the Trading Partner ID field.
Click Save.

El O

Providers who are unable to use the Portal to designate a trading partner to receive 835 transactions may call the EDI Helpdesk
or submit a paper form.

Topic #5088
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Enrollment Verification

The secure ForwardHealth Portal offersrea time member enrollment verification for all ForwardHealth programs. Providers are
able to use this tool to determine:

The health care program(s) in which the member is enrolled

Whether or not the member is enrolled in a state-contracted MCO

Whether or not the member has any third-party liability, such as Medicare or commercia health insurance

Whether or not the member is enrolled in the Pharmacy Services L ock-In Program and the member's Lock-1n pharmacy,
primary care provider, and referral providers (if applicable)

Using the Portal to check enrollment may be more effective than calling WiCall or the EV S (although both are available).

Providers are assigned a unique enrollment verification number for each inquiry. Providers can aso use the print screen function to
print a paper copy of enrollment verification inquiries for their records.

Topic #4338

ForwardHealth Portal

Providers, members, trading partners, managed care programs, and partners have access to public and secure information
through the ForwardHealth Portal.

The Portal has the following aress.

Providers (public and secure)
Trading Partners

Members

MCO

Partners

The secure Portal allows providers to conduct business and exchange electronic transactions with ForwardHealth. The public
Portal contains general information accessible to all users. Members can access general health care program information and apply
for benefits online.

Topic #4441

ForwardHealth Portal Helpdesk

Providers and trading partners may call the ForwardHealth Portal Helpdesk with technical questions on Portal functions, including
their Portal accounts, registrations, passwords, and submissions through the Portal.

Topic #4451

Inquiriesto ForwardHealth Viathe Portal

Providers are able to contact Provider Services through the ForwardHealth Portal by clicking the Contact link and entering the
relevant inquiry information, including selecting the preferred method of response (for example, telephone call or email). Provider
Services will respond to the inquiry by the preferred method of response indicated within five business days.
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Topic #4400

|nter net Connection Speed

ForwardHealth recommends providers have an internet connection that will provide an upload speed of at least 768 Kbps and a
download speed of at least 128 Kbps in order to efficiently conduct business with ForwardHealth via the Portal.

For PES users, ForwardHealth recommends an internet connection that will provide a download speed of at least 128 Kbps for
downloading PES software and software updates from the Portal.

These download speeds are generally not available through a dial-up connection.

Topic #4351

Logging in to the Provider Area of the Portal

Once an administrative user's or other user's account is set up, they may log in to the Provider area of the ForwardHealth Portal
to conduct business. To log in, the user is required to click the Provider link or button, then enter their username and password
and click Go in the Login to Secure Site box at the right side of the screen.

If auser has forgotten their username, they can recover their username by choosing from the following options:

1 Ask the Portal Helpdesk to do one of the following:
i Send the Portal account username to the email account on record.
i Verify the request with the designated account backup.
1 Ask the Portal Helpdesk to remove the Portal account's current credentials and create a new account.

Topic #5158

Managed Care Organization Portal Reports

The following reports are generated to M COs through their account on the ForwardHealth MCO Portal:

1 Capitation Payment Listing Report
1 Cost Share Report (long-term MCOs only)
1 Enrollment Reports

MCOs are required to establish a Portal account in order to receive reports from ForwardHealth.
Capitation Payment Listing Report

The Capitation Payment Listing Report provides payee MCOs with a detailed listing of the members for whom they receive
capitation payments. ForwardHealth interChange creates adjustment transaction information weekly and regular capitation
transaction information monthly. The weekly batch report includes regular and adjustment capitation transactions. MCOs have the
option of receiving both the Capitation Payment Listing Report and the 820 Payroll Deducted and Other Group Premium
Payment for Insurance Products transactions.

Initial Enrollment Roster Report
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The Initial Enrollment Roster Report is generated according to the annual schedules detailing the number of new and continuing
members enrolled in the MCO and those disenrolled before the next enrollment month.

Final Enrollment Roster Report

The Final Enrollment Roster Report is generated the last business day of each month and includes members who have had a
change in status since the initial report and new members who were enrolled after the Initial Enrollment Roster Report was
generated.

Other Reports

Additional reports are available for BadgerCare Plus HMOs, SSI HMOs, and long-term MCOs. Some are available via the
Portal and some in the secure FTP.

Topic #4744

Members ForwardHealth Portal

Members can access ForwardHealth information by going to the ForwardHealth Portal. Members can search through a directory
of providers by entering a zip code, city, or county. Members can also access all member-related ForwardHealth applications and
forms. Members can use ACCESS to check availability, apply for benefits, check current benefits, and report any changes.

Topic #4344

Obtaining a Personal Identification Number

To establish an account on the ForwardHealth Portal, providers are required to obtain a PIN. The PIN is a unique, nine-digit
number assigned by ForwardHealth interChange for the sole purpose of alowing a provider to establish a Portal account. It is
used in conjunction with the provider'slogin ID. Once the Portal account is established, the provider will be prompted to create a
username and password for the account, which will subsequently be used to log in to the Portal.

Note: The PIN used to create the provider's Portal account is not the same PIN used for revalidation. Providers will receive a
separate PIN for revalidation.

A provider may need to request more than one PIN if he or sheis a provider for more than one program or has more than one
type of provider enrollment. A separate PIN will be needed for each provider enrollment. Health care providers will need to
supply their NPI and corresponding taxonomy code when requesting an account. Non-healthcare providers will need to supply
their unique provider number.

Providers may request a PIN by following these steps:

Go to the Portal.

Click the Providers link or button.

Click the Request Portal Access link from the Quick Links box on the right side of the screen.
At the Request Portal Access screen, enter the following information:

a. Heath care providers are required to enter their NPI and click Search to display alisting of ForwardHealth
enrollments. Select the correct enrollment for the account. The taxonomy code, ZIP+4 code, and financial payer for
that enrollment will be automatically populated. Enter the SSN or TIN.

b. Non-healthcare providers are required to enter their provider number, financia payer, and SSN or TIN. (This
option should only be used by non-healthcare providers who are exempt from NPI reguirements).

El O
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The financial payer is one of the following:
1 Medicaid (Medicaid isthe financial payer for Wisconsin Medicaid, BadgerCare Plus, and SeniorCare.)
1 SS

1 WCDP

1 WWWP

c. Click Submit.

d. Oncethe Portal Access Request is successfully completed, ForwardHealth will send a letter with the provider's PIN
to the address on file.

Topic #4459

Online Handbook

The Online Handbook gives providers access to al policy and hilling information for Wisconsin Medicaid, BadgerCare Plus,
HDAP, and WCDP. A secure ForwardHealth Portal account is not required to use the Online Handbook, asit is available to all
Portal visitors.

Revisions to Online Handbook information are incorporated after policy changes have been issued in ForwardHealth Updates,
typically on the policy effective date. The Online Handbook also links to the Communication Home page, which takes users to
ForwardHealth Updates, user guides, and other communication pages.

The Online Handbook is designed to sort information based on user-entered criteria, such as program and provider type. It is
organized into sections, chapters, and topics. Sections within each handbook may include the following:

Claims

Coordination of Benefits

Covered and Noncovered Services

Managed Care

Member Information

Prior Authorization

Provider Enrollment and Ongoing Responsibilities
Reimbursement

Resources

Each section consists of separate chapters (for example, claims submission, procedure codes), which contain further detailed
information in individual topics.

Sear ch Function

The Online Handbook has a search function that allows providers to search for a specific word, phrase, or topic number within a
user type, program, service area, or throughout the entire Online Handbook.

Providers can access the search function by following these steps:

1. Gotothe Portal.

2. Click Online Handbooks under the Policy and Communication heading.

3. Complete the two drop-down selections at the left to narrow the search by program and service areg, if applicable. Thisis
not needed if searching the entire Online Handbook.

4. Enter the word, phrase, or topic number you would like to search.

5. Select Search within the options selected above or Sear ch all handbooks, programs and service areas; or Search
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by Topic Number.
6. Click Search.

Saving Preferences

Providers can select Save Preferences when performing a search (by service area, section, chapter, topic number) and will
receive confirmation that their preferences have been saved. This will save the program (for example, BadgerCare Plus and
Medicaid) and service area (for example, Anesthesiologist) combinations that are selected from the drop-down menus. The next
time the provider accesses the Online Handbook, they will be taken to their default preferences page. The provider can also click
the Preferences Home link, which returns the provider to the saved area of the Online Handbook with their default preferences.

ForwardHealth Publications Archive Area

The Handbook Archives page allows providers to view previous versions of the Online Handbook. Providers can access the
archive information area by following these steps.

Go to the Portal.

Click the Communication Home link under the Policy and Communication heading.
Click the Online Handbooks link on the left sidebar menu.

Click on the ForwardHealth Handbook Archiveslink at the bottom of the page.

Eal A

Topic #5089

Other Business Enhancements Available on the Portal

The secure Provider area of the ForwardHealth Portal enables providers to do the following:

1 Verify member enrollment.

1 View RAs.

1 Designate which trading partner is eligible to receive the provider's 835.

1 Update and maintain provider file information. Providers have the choice to indicate separate addresses for different
business functions.

1 Receive eectronic notifications and provider publications from ForwardHealth.

1 Enrall in EFT.

1 Track provider-submitted PA requests.

Topic #4911

Portal Account Administrators

Portal administrators are responsible for requesting, creating, and managing accounts to access these features for their
organization.

There must be one administrator assigned for each Portal account and all users established for that account. The responsibilities of
the Portal administrator include:

1 Ensuring the security and integrity of al user accounts (clerk administrators and clerks) created and associated with their
Portal account.

1 Ensuring clerks or clerk administrators are given the appropriate authorizations they need to perform their functions for the
provider, trading partner, or MCO.
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1 Ensuring that clerks or clerk administrator accounts are removed/del eted promptly when the user leaves the organization.

1 Ensuring that the transactions submitted are valid and recognized by ForwardHealth.

1 Ensuring that all users they establish know and follow security and guidelines as required by HIPAA. As Portal
administrators establish their Portal account and create accounts for others to access private information, administrators are
reminded that al users must comply with HIPAA. The HIPAA privacy and security rules require that the confidentiality,
integrity, and availability of PHI are maintained at all times. The HIPAA Privacy Rule provides guidelines governing the
disclosure of PHI. The HIPAA Security Rule delineates the security measures to be implemented for the protection of
electronic PHI. If Portal administrators have any questions concerning the protection of PHI, visit the Portal for additiona
information.

Portal administrators have access to all secure functions for their Portal account.

Establish an Administrator Account

All Portal accounts require an administrator account. The administrator is a selected individual who has overal responsibility for
management of the account. Therefore, they have complete access to all functions within the specific secure area of their Portal
and are permitted to add, remove, and manage other individual roles.

Add Backup Contact Information for Provider Administrator Accounts

Provider administrators must set up a backup contact for their Portal accounts to ensure that requests and changes can be verified
as legitimate. Provider administrators will not be able to use the same contact information for both the administrator account and
the backup contact.

Topic #4912

Portal Clerk Administrators

A Portal administrator may choose to delegate some of the authority and responsibility for setting up and managing the users
within their ForwardHealth Portal account. If so, the Portal administrator may establish a clerk administrator. An administrator or
clerk administrator can create, modify, manage, or remove clerks for a Portal account. When a clerk is created, the administrator
or clerk administrator must grant permissions to the clerks to ensure they have the appropriate access to the functions they will
perform. A clerk administrator can only grant permissions that they themselves have. For example, if an administrator gives a clerk
administrator permission only for enrollment verification, then the clerk administrator can only establish clerks with enrollment
verification permissions.

Even if aPortal administrator chooses to create a clerk administrator and delegate the ability to add, modify, and remove users
from the same account, the Portal administrator is still responsible for ensuring the integrity and security of the Portal account.

Topic #4913

Portal Clerks

The administrator (or the clerk administrator if the administrator has granted them authorization) may set up clerks within their
ForwardHealth Portal account. Clerks may be assigned one or many roles (for example, claims, PA, member enrollment
verification). Clerks do not have the ability to establish, modify, or remove other accounts.

Once aclerk account is set up, the clerk account does not have to be established again for a separate Portal account. Clerks can
easily be assigned arole for different Portal accounts (for example, different ForwardHealth enrollments). To perform work under
adifferent Portal account for which they have been granted authorization, a clerk can use the switch org function and toggle
between the Portal accounts to which they have access. Clerks may be granted different authorization in each Portal account (for
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example, they may do member enroliment verification for one Portal account and HealthCheck inquires for another).

Topic #4740

Public Area of the Provider Portal

The public Provider area of the ForwardHealth Portal offers a variety of important business features and functions that will assist
in daily business activities with ForwardHealth programs.

I nteractive Maximum Allowable Fee Schedule

Within the Portal, are maximum allowable fee schedules for most services. Providers can search the interactive maximum
allowable fee schedule by a single procedure code, multiple codes, a code range, or by a service area to find the maximum
alowable fee. Through the interactive fee schedule, providers also can export their search results for a single code, multiple codes,
acode range, or by service area. The downloadable fee schedules, which are updated monthly, are downloadable only by service
areaas TXT or CSV files.

ForwardHealth Communications

ForwardHealth Updates announce changes in policy and coverage, PA requirements, and claim submission requirements. They
communicate new initiatives from the Wisconsin DHS or new requirements from the federal CM S and the Wisconsin state
legislature.

Updates reflect current policy at the time of publication; this information may change over time and be revised by a subsequent
Update. Update information is added to the ForwardHealth Online Handbook after the Update is posted, unless otherwise noted.

Providers should refer to the Online Handbook for current information. The Online Handbook is the source for current
ForwardHealth policy and contains provider-specific information for various services and benefits.

Trainings

Providers can register for all scheduled trainings and view online trainings via the Trainings page, which contains an up-to-date
calendar of all available training. Additionally, providers can view webcasts of select trainings.

Contacting Provider Services

Providers and other Portal users will have an additional option for contacting Provider Services through the Contact link on the
Portal. Providers can enter the relevant inquiry information, including selecting the preferred method of response (for example, a
phone call or email) the provider wishes to receive back from Provider Services. Provider Services will respond to the inquiry
within five business days. Information will be submitted via a secure connection.

Online Enrollment

Providers can speed up the enrollment process for Medicaid by completing a provider enrollment application via the Portal.
Providers can then track their application by entering their ATN given to them on completion of the application.

Other Resour ces Available on the Portal

The public Provider area of the Portal also includes the following features:
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1 A What's New? section for providers that links to the latest information posted to the Provider area of the Portal.

1 Home page for the provider. (Providers have administrative control over their Portal homepage and can grant other
employees access to specified areas of the Portal, such as claimsand PA.)

1 Emall subscription service for Updates. (Providers can register for email subscription to receive notifications of new
provider publications viaemail. Users are able to select, by program and service area, which publication notifications they
would like to receive.)

1 A forms library.

Topic #4741

Secur e Area of the Provider Portal

Providers can accomplish many processes via the ForwardHealth Portal, including submitting, adjusting, and correcting claims,
submitting and amending PA requests, and verifying enroliment.

Claims and Adjustments Using the Portal

Providers can track the status of their submitted claims, submit individual claims, correct errors on claims, and determine what
claims are in pay status on the Portal. Providers can search for and view the status of all of their finalized claims, regardiess of how
they were submitted (for example, paper, electronic, clearinghouse). If a claim contains an error, providers can correct it on the
Portal and resubmit it to ForwardHeslth.

Providers can submit an individua claim or adjust a claim via DDE through the secure Portal.

Submitting PA and Amendment Requests Via the Portal

Nearly all service areas can submit PA requests via the Portal. Providers can do the following:

1 Correct errors on PA or amendment requests via the Portal, regardless of how the PA request was originally submitted.

1 View al recently submitted and finalized PA and amendment requests.

1 Save apartially completed PA request and finish completing it at alater time. (Note: providers are required to submit or re-
save a PA request within 30 calendar days of the date the PA request was last saved.)

1 View all saved PA requests and select any to continue completing or delete.

1 View the latest provider review and decision letters.

1 Receive messages about PA and amendment requests that have been adjudicated or returned for provider review.

Electronic Communications

The secure Portal contains a two-way message center where providers can send and receive electronic notifications as well as
receive links to ForwardHealth provider publications. Providers will be able to send secure messages to select Wisconsin DHS
groups/staff by selecting a recipient from a drop-down menu; options in the drop-down menu will differ based on the provider's
security role. All new messages will be displayed on the provider's secure Portal messages inbox.

Providers can sign up to receive notifications about the availability of new ForwardHealth messages through email, text, or both.

After signing up, the user will receive a verification emall to register their device. Once registered, providers will receive
notifications by the requested method(s).

Enrollment Verification

The secure Portal offers real-time member enrollment verification for all ForwardHealth programs. Providers are able to use this
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tool to determine:

1 The health care program(s) in which the member is enrolled.
1 Whether or not the member is enrolled in a state-contracted M CO.
1 Whether or not the member has other health insurance, such as Medicare or commercial health insurance.

Using the Portal to check enrollment may be more efficient than calling the AVR system or the EV S (although both are available).

Providers will be assigned a unique enrollment verification number for each inquiry. Providers can also use the print screen
function to print a paper copy of enrollment verification inquiries for their records.

Other Business Enhancements Available on the Portal

The secure Provider area of the Portal enables providers to do the following:

Verify member enrollment.

View RAs.

Designate which trading partner is eligible to receive the provider's 835 transaction.

Update and maintain provider file information; providers will have the choice to indicate separate addresses for different
business functions.

1 Receive eectronic notifications and provider publications from ForwardHealth.

1 Enroll in EFT.

1 Track provider-submitted PA requests.

Topic #4401

System and Browser Requirements

The following table lists the recommended system and browser requirements for using the ForwardHealth Portal. PES users
should note that the Windows-based requirements noted in the table apply; PES cannot be run on Apple-based systems.

Recommended System Requirements Recommended Browser Requirements
Windows-Based Systems
Computer with at least a 500Mhz processor, 256 MB of RAM, and Chromev. 73 or higher, Edge v. 19 or higher,
100MB of free disk space Firefox v. 38 or higher

Windows XP or higher operating system
Apple-Based Systems
Computer running a PowerPC G4 or Intel processor, 512 MB of RAM, and Chrome v. 73 or higher, Edge v. 19 or higher,

150MB of free disk space Safari v. 14 or higher, Firefox v. 38 or higher
Mac OS X 10.2 or higher operating system

Topic #4742

Trading Partner Portal

The following information is available on the public Trading Partners area of the ForwardHealth Portal:

1 Trading partner testing packets
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1 Trading partner profile submission
1 PES software and upgrade information

1 EDI companion guides

In the secure Trading Partners area of the Portal, trading partners can exchange electronic transactions with ForwardHealth.

Trading partners using PES should be sure to enter the web logon and web password associated with the ForwardHealth Trading
Partner 1D that will be used on PES transactions. Prior to submitting transactions through PES, trading partners must also make
sure their trading partner account is entered as the Default Provider 1D on the Switch Organization page of the secure trading
partner account on the Portal.
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Training Opportunities
Topic #12757

Training Opportunities

The Provider Relations representatives conduct training sessions in a variety of formats on both program-specific and topic-
specific subjects. There is no fee for attending/accessing these training sessions.

On-Site Sessions

On-site training sessions are offered at various locations (for example, hotel conference rooms, provider facilities) throughout the
state. These training sessions include general all-provider sessions, service-specific and/or topic-specific sessions, and program-
specific (such as WCDP or the WWWP) sessions.

Registration is required to attend on-site sessions. Online registration is available on the Trainings page of the Providers area of the
Portal.

Online (Real-Time, Web-Based) Sessions

Online (real-time, web-based) training sessions are available and are facilitated through HPE MyRoom. MyRoom sessions are
offered on many of the same topics as on-site sessions, but online sessions offer the following advantages:

1 Participants can attend training at their own computers without leaving the office.
1 Sessions are interactive as participants can ask questions during the session.
1 If requested or needed, a session can be quickly organized to cover a specific topic for a small group or office.

For some larger training topics (such as ForwardHealth Portal Fundamentals), the training may be divided into individual modules,
with each module focused on a particular subject. This allows participants to customize their training experience.

Registration, including an email address, is required to attend Virtual Room sessions, so important session information can be sent
to participants prior to the start of the session. Online registration is available on the Trainings page of the Portal.

Recorded Webhcasts

Recorded Webcasts are available on a variety of topics, including some of the same topics as on-site and online sessions. Like
Virtual Room sessions, some recorded Webcasts on larger training topics may be divided into individual Webcast modules,
alowing participants to customize their training experience. Recorded Webcasts allow providers to view the training at their
convenience on their own computers.

Registration is not required to view arecorded Webcast. Related training materials are available to download and print from the
specific webcast training session page on the Portal.

Notification of Training Opportunities

In addition to information on the Trainings page of the Portal, upcoming training session information is distributed directly through
messages to providers who have secure Portal accounts and to providers who have registered for the ForwardHealth email
subscription service.
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To sign up for a secure Portal account, click the Request Portal Access link in the Quick Links box on the Provider page of the
Portal. To sign up for email subscription, click Register for Email Subscription in the Quick Links box on the Provider page of the
Portal.
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Managed Care

Published Policy Through July 31, 2025

Child Care Coordination Page 207 of 210



Wisconsin Medicaid

Archive Date:08/01/2025

Managed Care:Managed Care Information

Topic #16177

CaredKids Program Overview

CaredKids is a health care program for children and youth in out-of-home care in Wisconsin. The Care4Kids program will offer
comprehensive, coordinated services that are intended to improve the quality and timeliness of and access to health services for
these children.

The CaredKids program will serve children in out-of-home care placements (other than residential care centers) in Kenosha,
Milwaukee, Ozaukee, Racine, Washington, and Waukesha counties. Member participation will be voluntary, and enrollment will
be allowed to continue for up to 12 months after the child leaves the out-of-home care system, as long as the child remains
Medicaid-eligible and resides within one of the six counties.

CaredKidsis required to provide at least the same benefits as those provided under fee-for-service arrangements.

Program Administration

Children's Hospital of Wisconsin is currently the only integrated health system certified by ForwardHealth to administer the
CaredKids program. Children's Hospital of Wisconsin will be responsible for providing or arranging for the provision of all
services covered under Medicaid, with a small number of exceptions. The services not included in the Care4Kids program will be
reimbursed as fee-for-service benefits. Children's Hospital of Wisconsin's integrated network of health care providers, which
includes speciaty and primary care physicians and clinics within the Children's Hospital System as well as providers who are
participating in CCHP, is intended to provide coordinated care and services to meet the individualized needs of each of the
children enrolled across multiple disciplines, including physical, behaviora health, and dental care.

CaredKids will be responsible for providing or arranging for the provision of al medically necessary services covered by
Wisconsin Medicaid to enrollees. Providers are required to be part of the CCHP network to get reimbursed by Care4Kids.
Providersinterested in being a part of the network should contact CCHP. Out-of-network providers are required to call
CaredKids prior to providing services to a CaredKids enrollee. In situations where emergency medical services are needed, out-
of-network providers are required to contact CaredKids within 24 hours of providing services.

Member Enrollment Verification

Providers should verify a member's enrollment before providing services to determine if the member is enrolled in Care4Kids.
Members enrolled in CaredKids will present a ForwardHealth member identification card.

Providers verifying enrollment on the ForwardHealth Portal will see CaredKids under the MC Program heading in the Managed
Care Enrollment panel.

For 271 response transactions, Care4Kids enrollment will be identified in the EB segment of the 2110C loop. Identified by MC in
the EBO1, HM in the EB04, and Care4Kids in the EBO5. The MC provider contact information will be reported in the NM1
(name info), N3 (address info), and PER (telephone numbers) segments within the 2120C |oop.

The WiCall AVR system will identify Care4Kids as the state-contracted managed care program in which the member is enrolled.

Contact I nfor mation
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Providers can contact CCHP at 800-482-8010 for the following:

1 To become part of the CCHP network
1 For coverage policy and procedure information, including PA and claim submission guidelines, if they are dready a
CaredKids network provider
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Covered and Noncovered Services

Topic #16197

Cared4Kids Program Benefit Package
Covered Services

Members enrolled in the Care4Kids program are eligible to receive al medically necessary services covered under Wisconsin
Medicaid; however, CaredKids will have the flexibility to provide services in a manner that best meets the unique needs of
children in out-of-home care, including streamlining PA requirements and offering select services in home settings. Members will
also be alowed to go to any Medicaid-enrolled provider for emergency medica services or family planning services.

Noncovered Services

The following services are not provided as covered benefits through the CaredKids program, but can be reimbursed for digible
Medicaid members on afee-for-service basis.

Behavioral treatment

Chiropractic services

CRS

CcsP

CCs

Crisis intervention services

Directly observed therapy for individuals with tuberculosis

MTM

NEMT services

Prescription and over-the-counter drugs and diabetic supplies dispensed by the pharmacy
Physician-administered drugs and their administration, and the administration of Synagis
SBS

Targeted case management

Children's Hospital of Wisconsin will establish working relationships, defined in writing through a memorandum of understanding,
with providers of the following services:

1 CSP

1 CCS

1 Crisisintervention services

1 SBS

1 Targeted case management services

Providers of these services must coordinate with CaredKids to help assure continuity of care, eliminate duplication, and reduce
fragmentation of services.
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