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Claims.Adjustment Requests

Topic #8314

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 (Remittance Advice) with a dollar amount greater than "0" in the allowed amount fields. Only an allowed
claim, which is also referred to asa claim in an allowed 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 origina claim was submitted on paper, providers may submit electronic adjustment requests using an 837 (837 Health
Care Claim) transaction.

Provider Electronic Solutions Softwar e

The DHCAA (Division of Health Care Access and Accountability) offers electronic hilling software at no cost to providers. The
PES (Provider Electronic Solutions) software allows providers to submit electronic adjustment regquests 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 (Electronic Data Interchange) Hel pdesk.

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 found, the provider can alter the claim to reflect the desired change and resubmit it to ForwardHealth. Any claim
ForwardHealth has paid can be adjusted and resubmitted on the Portal, regardless of how the claim was originally submitted.

Topic #513

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 is in an alowed status.
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. 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 (Electronic Data Interchange) Helpdesk for assistance with electronic adjustment requests.

Topic #515

Paper

Paper adjustment requests must be submitted using the Adjustment/Reconsideration Request (F-13046 (07/12)) 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 #5614

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:

. Tocorrect hilling or processing errors.

. To correct inappropriate payments (overpayments and underpayments).

. Toadd and delete services.

. Tosupply additional information that may affect the amount of reimbursement.
. Torequest professional consultant review (e.g., 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
quides for directions on indicating that a paper attachment will be submitted by mail.
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Good Faith Claims

Topic #518

Definition

A goad 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 a temporary card or an EE (Express
EnrolIment) card, BadgerCare Plus encourages providers to check the member's enrollment and, if the enroliment is not on file yet,
make a photocopy of the member's temporary card or EE card. If Wisconsin's EVS (Enrollment Verification System) indicates
that the member is not enrolled in BadgerCare Plus, providers should check enrollment again in two days or wait one week to
submit a claim to ForwardHedlth. If the EVS indicates that the member still is not enrolled after two days, or if the claim is denied
with an enrollment-related EOB (Explanation of Benefits) code, providers should contact Provider Services for assistance.
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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:

. 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.)

. 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 billing claims through adjustment processing channels.

ForwardHealth processes an adjustment request if the provider is al of the following:

. Medicaid-enrolled on the DOS (date of service).

. Not currently under investigation for Medicaid fraud or abuse.

. Not subject to any intermediate sanctions under DHS 106.08, Wis. Admin. Code.

. Claiming and receiving ForwardHealth reimbursement in sufficient amounts to allow the recovery of the overpayment within
avery limited period of time. The period of timeis usually no more than 60 days.

Electronic Adjustment Requests

ForwardHealth will deduct the overpayment when the el ectronic adjustment reguest is processed. Providers should use the
companion guide for the appropriate 837 (837 Health Care Claim) transaction when submitting adjustment requests.

Paper Adjustment Requests

For paper adjustment requests, providers are required to do the following:

. Submit an Adjustment/Reconsideration Reguest (F-13046 (07/12)) form through normal processing channels (not Timely
Filing), regardless of the DOS.

. Indicate the reason for the overpayment, such as a duplicate reimbursement or an error in the quantity indicated on the
claim.

After the paper adjustment request is processed, ForwardHealth will deduct the overpayment from future reimbursement amounts.

Topic #533
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Cash Refunds

When submitting a personal check to ForwardHealth for an overpayment, providers should include a copy of the RA (Remittance
Advice) 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 (internal control number), the NPI (National Provider Identifier) (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 (Remittance Advice).

Topic #530

Reguirements

As stated in DHS 106.04(5), Wis. Admin. Code, 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 all other overpayments (e.g., 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:

. Return of overpayment through the adjustment request process.

. Return of overpayment with a cash refund.

. Return of overpayment with avoided claim.

. 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 claims to reflect a new rate. Thisis not
possible after a cash refund is done.

Topic #10138

Reversing Claims
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Providers may reverse (or void) claims on the ForwardHealth Portal to return overpayments. This way of returning overpayments
may be a more efficient and timely way for providers as areversed claim is a complete recoupment of that claim payment. Once a
claim has been reversed, the claim can no longer be adjusted; however, the services provided and indicated on the reversed claim
may be resubmitted on a new claim.

If aprovider returns an overpayment by mail, reversed claims will have ICNs (internal control humbers) beginning with "67."
Overpayments that are adjusted on the Portal will have ICNs that begin with "59."

Topic #3417

Voiding Claims

Providers may void claims on the ForwardHealth Portal to return overpayments. This way 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
aclamisvoided, 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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Responses

Topic #540

An Overview of the Remittance Advice

The RA (Remittance Advice) 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 RAsto
providers on their secure ForwardHealth Portal accounts when at least one claim, adjustment request, or financia 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 (text) format viathe secure Provider area of the Portal. Providers are also able to
download the RA from their secure provider Portal account in a CSV (comma- separated values) format.

Topic #5091

National Provider Identifier on the Remittance Advice

Health care providers who have asingle NPI (National Provider Identifier) 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 NPI and the
hospital has aclinic, alab, and a pharmacy that are al 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 (Remittance Advice) 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 (Explanation of Benefits) 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 asthe ICN (interna
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control number)). 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 (Remittance Advice) or 835 (835 Health Care Claim

Payment/Advice).

Inter preting Claim Numbers

The ICN consists of 13 digits that identify valuable information (e.g., 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 ICN). This number identifies valuable information about the claim and adjustment request. The following diagram

and table provide detailed information about interpreting the claim number.

region f | \ sequence number

ear julian date

batch range

Type of Number and Description

Applicable Numbers and Description

Region — Two digits indicate the region. The region
indicates how ForwardHealth received the claim or

adjustment request.

10 — Paper Claims with Mo Attachments

11 — Paper Claims with Attachmenis

20 — Electronic Claims with Mo Attachments

21 — Electronic Claims with Atachments

22 — Internet Claims with No Attachments

23 — Internet Claims with Attachments

25 — Point-of-Service Claims

26 — Point-of-Service Claims with Atachments

40 — Claims Converted from Former Processing System

45 — Adjustments Converted from Former Processing
System

50-39 — Adjustments

80 — Claim Resubmissions

90-91 — Claims Requiring Speciol Handling

Year — Two digits indicate the year FerwardHealth

received the claim or adjusiment request.

For example, the year 2008 would appear as 08.

Julian date — Three digiis indicale the day of the
year, by Julian date, that ForwardHealth received the
claim or adjustment request.

For example, February 3 would appear as 034.

Batch range
assigned to the claim.

Three digits indicate the batch range

The batch range is used internally by ForwardHealth.

Sequence number — Three digits indicate the

sequence number assigned within the batch range.

The sequence number is used internally by ForwardHealth.

Durable Medical Equipment
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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 (Automated V oice Response) system or the 276/277 (276/277 Health Care Claim
Status Request and Response) transaction.

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 Fieldson the Remittance Advice for Adjusted
and Paid Claims

Cutback fields indicate amounts that reduce the allowed amount of the claim. Examples of cutbacks include other insurance,
member copayment, 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 all cutback fields that apply to a detail line (such as copayments or spenddowns) will be indicated on the RA (Remittance
Advice); the detail line EOB (Explanation of Benefits) codes inform providers that an amount was deducted from the total
reimbursement but may not indicate the exact amount.

Note: Providers who receive 835 (835 Health Care Claim Payment/Advice) transactions will be able to see all deducted amounts
on paid and adjusted claims.

Topic #537

Electronic Remittance I nformation

Providers are required to access their secure ForwardHealth provider Portal account to obtain their RAs (Remittance Advices).
Electronic RAs on the Portd are not available to the following providers because these providers are not allowed to establish
Portal accounts by their Provider Agreements:

. In-state emergency providers.
. Out-of-state providers.
. Out-of-country providers.

RAs are accessible to providersin a TXT (text) format or from a CSV (comma-separated values) file via the secure Provider area
of the Portal.

Text File

The TXT format fileis 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 97 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" thefile. If "Open" is chosen, the document opens
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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 is not, it will cause distorted
formatting. Also, users may need to resize the Notepad window in order to view all 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 al 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 file on a
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 access the 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 2.2.1. OpenOffice is a free software program obtainable from the Internet. Google
Docs and ZDNet also offer free spreadsheet applications. Microsoft Office Excel, awidely used program, is a spreadsheet
application for Microsoft Windows and Mac OS X. For maximum file capabilities when downloading the CSV file, the 1995
Office Excel for Windows (Version 7.0) included in Office 95 or a newer version is recommended. 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 Portal 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 (835 Health Care Claim Payment/Advice) transaction. It
provides useful information regarding the processing of claims and adjustment requests, which includes the status or action taken
on aclaim, claim detail, adjustment, or adjustment detail for all claims and adjustments processed that week, regardless of whether
they are reimbursed or denied. However, areal-time compound or noncompound claim will not appear on remittance information
if the claim is denied by ForwardHealth. ForwardHealth releases payment information to the 835 no sooner than on the first state
business day following the financial cycle.

Provider Electronic Solutions Softwar e

The DHCAA (Division of Health Care Access and Accountability) offers electronic billing software at no cost to the provider. The
PES (Provider Electronic Solutions) software alows providers 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 (Electronic Data Interchange) Helpdesk.

Topic #4822

Explanation of Benefit Codesin the Claim Header and
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in the Detail Lines

EOB (Explanation of Benefits) 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 (Remittance Advice) 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 (date of service) 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 hilled 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.

TEXT File

EOB codes and descriptions are listed in the RA information in the TXT (text) file.

CSV File

EOB codes are listed in the RA information from the CSV (comma-separated values) file; however, the printed messages
corresponding to the codes do not appear in the file. 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 (Explanation of Benefits) code
8234 noted on the RA (Remittance Advice).

The adjusted claim will be assigned a new claim number, known as an ICN (internal control number). 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 (Remittance Advice) reports the first 12 characters of the MRN (medical record number) and/or a PCN (patient control
number), 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.
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Topic #11537

National Correct Coding I nitiative

As part of the federal Patient Protection and Affordable Care Act of 2010, the CM S (Centers for Medicare and Medicaid
Services) are required to promote correct coding and control improper coding leading to inappropriate payment of claims under
Medicaid. The NCCI (National Correct Coding Initiative) is the CM S response to this requirement. The CM S developed its
coding policies based on coding conventions defined in the American Medical Association's CPT (Current Procedural
Terminology) manual, national and local policies and edits, coding guidelines developed by national societies, analysis of standard
medical and surgical practices, and areview of current coding practices. The NCCI 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 submitted with CPT or HCPCS
(Healthcare Common Procedure Coding System) procedure codes for Wisconsin Medicaid, BadgerCare Plus, and Family
Planning Only Services for compliance with the following NCCI edits:

. MUE (Medically Unlikely Edits), or units-of-service detail edits, for claims submitted on and after March 21, 2011,
regardiess of DOS (dates of service).
. Procedure-to-procedure detail edits for claims submitted on and after April 1, 2011, regardless of DOS.

The NCCI editing will occur in addition to/along with current procedure code review and editing completed by McKesson
ClaimCheck® and in ForwardHealth interChange.

Medically Unlikely Detail Edits

MUE, or units-of-service detail edits, define for each CPT/HCPCS code the maximum units of service that a provider would
report under most circumstances for a single member on asingle DOS. If a detail on aclaim is denied for MUE, providers will
receive an EOB (Explanation of Benefits) code on the RA (Remittance Advice) indicating that the detail was denied due to NCCI.

An example of an MUE would be procedure code 11100 (i.e., biopsy of skin lesion). This procedure is medically 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/HCPCS codes that should not be reported together on the same DOS
for avariety of reasons. This edit applies across details on a single 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 procedure code 11451 (i.e., removal of asweat gland lesion). Thisisa
more complex service than procedure code 93000 (i.e., electrocardiogram) and, therefore, the secondary procedure would be
denied.

Quarterly Code List Updates

The 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 Web site for downloadable code lists.
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Claim Details Denied as a Result of National Correct Coding Initiative Edits
Providers should take the following steps if they are uncertain about why particular services on a claim were denied:

. Review ForwardHealth remittance information for the EOB message related to the denial.

. Review the claim submitted to ensure al information is accurate and complete.

. Consult current CPT and HCPCS publications to make sure proper coding instructions were followed.

. Consult current ForwardHealth publications, including the Online Handbook, to make sure current policy and billing
instructions were followed.

. Call Provider Servicesfor further information or explanation.

If reimbursement for a claim or adetail on aclaim is denied due to an MUE or procedure-to- procedure edit, providers may
appeal the denia. Following are instructions for submitting an appeal:

. Complete the Adjustment/Reconsideration Request (F-13046 (07/12)) 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 denia."

. Attach notes/supporting documentation.

. 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 (Remittance Advice). The
secure Portal allows 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 (text) 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 97 days are available in the TXT format.

Providers can also access RAsin a CSV (comma-separated values) 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 (Remittance Advice) includes 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 financia cycle.

Published Policy Through October 31, 2012

Durable Medical Equipment Page 14 of 371



Wisconsin Medicaid

The claims processing sections reflect the types of claims submitted, such as the following:

. Compound drug claims.

. Denta claims.

. Drug claims.

. Inpatient claims.

. Long term care claims.

. Medicare crossover ingtitutional claims.
. Medicare crossover professional claims.
. Outpatient claims.

. Professiond claims.

The claims processing sections are divided into the following status designations:

. Adjusted claims.
. Denied claims.
. Padclams.
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Claim Types on the Remittance Advice and
Corresponding Provider Types

Claim Types

Provider Types

Dental claims

Dentists, dental hygienists, HealthCheck agencies that provide dental

Services,

Drug and eompound drug claims

Pharmacies and dispensing physicians.

Inpatient claims

Inpatient hospital providers and institutes for mental disease providers.

Long term care claims

Mursing homes,

Medicare crossover institutional claims

Most providers who submit claims on the UB-04,

Medicare crossover professional claims

Most providers who submit claims on the 1500 Health Insurance Claim

Form.

Outpatient claims

Outpatient hospital providers and hospice providers.

Professional claims

Ambulance providers, ambulatory surgery centers, anesthesiologist
assistants, audiologists, cose management praviders, 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 labs,
individual medical supply providers, medical equipment vendors, mental
health/substance abuse clinics, nurses in independent practice, nurse
practitioners, cccupational therapists, opticions, optometrists, personal
care agencies, physical therapists, physician assistants, physicion 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 pathologists, therapy groups.

Topic #4821

Prior Authorization Number on the Remittance Advice

The RA (Remittance Advice) reports PA (prior authorization) numbers used to process the claim. PA numbers appear in the detail

lines of claims processing information.

Topic #4418

Reading Non-Claims Processing Sections of the

Remittance Advice

Durable Medical Equipment
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Address Page

Inthe TXT (text) 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 (Remittance Advice) 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 all of their banner messages.

Banner messages appear on the TXT file, but not on the CSV (comma-separated values) file. Banner messages are posted in the
"View Remittance Advices' menu on the provider's secure Portal account.

Explanation of Benefits Code Descriptions

EOB (Explanation of Benefits) 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 financial 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 (i.e., nursing home
assessment reimbursement).

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 financia 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 "Total Recoupment” line shows the sum of al recoupments to date in the "Recoupment Amount To Date" column and the sum
of al recoupments for the current financial cycle in the "Amount Recouped In Current Cycle" column.

For each claim adjustment listed on the RA, a separate accounts receivable will be established and will be listed in the Financial
Transactions section. The accounts receivable will be established for the entire amount of the original paid claim. This reflects the
way ForwardHealth adjusts claims — by first recouping the entire amount of the original paid claim.

Each new claim adjustment is assigned an identification number called the "Adjustment ICN (internal control number)." For other
financia transactions, the adjustment ICN is determined by the following formula.

Type of Character and Description Applicable Charactersand
Description

Transaction — The first character indicates the V — Capitation adjustment
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type of financial transaction that created the

accounts receivable. 1 — OBRA Leve 1 screening
void request
2 — OBRA Nurse Aide
Training/Testing void request
Identifier — 10 additional numbers are assigned to | The identifier is used internaly
complete the Adjustment ICN. by ForwardHealth.

Service Code Descriptions

The Service Code Descriptions section lists all the service codes (i.e., procedure codes or revenue codes) reported on the RA
with their corresponding descriptions.

Summary

The Summary section reviews the provider's claim activity and financial transactions with the payer (Medicaid, WCDP (Wisconsin
Chronic Disease Program), or WWWP (Wisconsin Well Woman Program)) for the current financia 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 al paid and adjusted claims. Only WWWP providers will see amounts reported for "Claims
in Process." Other providers will always see zeroesin these fields.

Under the "Earnings Data" heading, providers will see total reimbursement amounts for other financial transactions, such as
reimbursement for OBRA (Omnibus Budget Reconciliation Act of 1987) 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 (Remittance Advice) if any of their claims were adjusted during the
current financial cycle. A claim may be adjusted because one of the following occurred:

. An adjustment request was submitted by the provider.
. ForwardHealth initiated an adjustment.
. A cash refund was submitted to ForwardHealth.

To adjust a claim, ForwardHealth recoups the entire amount of the original paid claim and calculates a new payment amount for
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the claim adjustment. ForwardHealth does not recoup the difference — or pay the difference — between the original claim
amount and the claim adjustment amount.

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 (Explanation of Benefits) 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 original 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 original claim amount and the claim adjustment amount.

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 financial cycle or during subsequent financial cycles, if necessary. This amount also appears in the
Financia 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 (Remittance Advice) if any of their claims were denied during the current
financia cycle.

In the denied claims section, providers will see the original claim header information reported along with EOB (Explanation of
Benefits) 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

ofessional Service Claims Denied Sample

REPORT ; CRA-HCDHN-R

RAH L ELLEEE S

FAYER: WK
FROFESSIONAL SERVICE CLATMS
LLXEXX LXK XX XXK

XXX COOOOOUCL X X RIO0000000
XX OOOCODOOROIN XX XX K I00000000CKX
RRXIOCODOCUEEEEXENRICOON0ON0NNE , KX XI000K - KR

--1CH-- PCH HEN EERVICE DATES OTH IH3 EPENDDOWN

FROW  TO AMOUNT AMOUNT

MEMBER HAME: XXXXXXXIOOOOOOUOOOOCKKENI0N00000 MEMBER NO.: EXXXXXXXNXKX
RRYYJJJEEESSS XEXEXIODDONK XXXXEXXXIODDL MMODYY MMDDYY $99,993,999,9% 9,999,993, 99 599,999, 99

2999 9999 5555 5599 9900 9555 5599 9990 9599 5599 9999 9955 H559 9999 9955 HH59 9999 9999

HEADER EOBS:

SERVICE DATES FA HIMEBER
b ALLW UNITE oM D RENDERING PROVIDER BILLED AMT DETAIL EQBE

EEEMX HA XX ' 4 FFIF. 99 MMDDYY MMODDYY XXX XXXOOOOOOOUOCXXY  XXOODOOOOC J999 F395 9599 9999
9,95%,935.93 9995 5353 3933 9399

XXXXX XX XX XX XX FFIF. 99 MMDIYY MMODYY XXX XXOOODDODDIXIXEX  XIOO00000IY 9995 3¥F% 9999 9999
9,95%, 555.599 9989 5555 5333 2393

EEXEX HX XX XX XX FHIF, BN MMDDYY MMODYY XXX XOOOOOOOUOCKEY  XXOODOOOE G999 FFFF 955 9999
9.999%,995.99 9999 5353 9933 9399

EXKXX XNX XX XX XX 9399 .99 MMDDYY MMDDYY XXX XIGOOODUOODUOCKKX  XI0OU00OCK 9999 9399 9999 9999
9,99%,59595.99 9999 5555 55999 9390

TOTAL FROFESSIOHAL SERVICE CLAIME DENIED: 9,%3%,999,999.99 59%,599,999.99 §,6959,6999.99
TOTAL NO. DENIED 999, 39%

DATE: MM/DDSCTYY
FhGE: 3,999
PA¥EE ID 99395555959939939
HPI FFRFIIIIDD
CHECK/EFT NUMBEER 59399399959

PAYMENT DATE

9955 9999

FHFF
G535
FRFF
5555
GFFF
9933
SRFY
5555

9935
tEEL]
9959
4555
1999
tEEL]
9999
5855

FEEF]
2993
999
5993
SRR
92933
9999

MM/ DD CCYY

L L]
22939
999
5993
PRI
9933
9999
9999

EEEE]
2939
9999
99393
2999
9333
2999
239393

Topic #4825

Reading the Claims Paid Section of the Remittance

Advice

Providers receive a Claims Paid section in the RA (Remittance Advice) if any of their claims were determined payable during the

current financial cycle.

In apaid claims section, providers will seethe original claim information reported along with EOB (Explanation of Benefits) 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.

Durable Medical Equipment
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Sample Professional Services Claims Paid Section of the
Remittance Advice

Remittance Advice — Professional Service Claims Paid Sample

RE. FD=R F AL iT ANGE DATE: MM/DDSCCYY

KEEKEEREEE

DOOCKE KKK XX XXX XXX

EEEROODOOOOOODODONXEXEENERREE, NN 0000 - KNNE
MEN SERVICE DATES
FROM

06 20 0 L N

XOXEXEXXXX XXXOOOODOOOC MMDDY

PROC CDO MODIFIERS
EEELE MM KK MM XX

EEXLL X0 XX XX XX MMD

EEEXX XX XK KK XX MM

TOTAL PROFESSICOHAL SERVICE CLAIMS PAID; ¥, 399, 999,93 99,999, 999,95 P, 999, 999,99 39,999, 999, 99

99,5595, 999 .99 9,.999,999.9% 9,999,999.99 = 9,999,999.9

TOTAL RO. PAID: 995,999

Topic #4828

Remittance Advice Financial Cycles

Each financial payer (Medicaid, WCDP (Wisconsin Chronic Disease Program), and WWWP (Wisconsin Well Woman
Program)) has separate financial cycles that occur on different days of the week. RAs (Remittance Advices) 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 financial 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 (Remittance Advices) are generated and posted to secure provider Portal accounts from one or more of the following
ForwardHealth financial payers:

. Wisconsin Medicaid (Wisconsin Medicaid is the financial payer for the Medicaid, BadgerCare Plus, and SeniorCare
programs).
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. WCDP (Wisconsin Chronic Disease Program).
. WWWP (Wisconsin Well Woman Program).

A separate Portal account is required for each financial payer.

Note: Each of the three 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 financial transactions to more than one of
these payers may receive several RAS.

The RA is generated per provider enroliment. Providers who have asingle NPI (National Provider Identifier) that is used for
multiple enrollments should be aware that an RA will be generated for each enrollment, but the same NP1 will be reported on each
of the RAs.

For instance, a hospital has obtained a single NPI. The hospital has a clinic, 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 Lost 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:

. Provider's name and address, including the ZIP+4 code.
. Provider's identification number.
v For healthcare providers, include the NPI (National Provider Identifier) and taxonomy code.
o For non-healthcare providers, include the provider identification number.
. Check number, check date, and check amount. (This should be recorded on the RA (Remittance Advice).)
. A written request to stop payment and reissue the check.
. The signature of an authorized financial representative. (An individual provider is considered his or her own authorized
financia representative.)

Fax the letter to ForwardHedlth at (608) 221-4567 or mail it to the following address:
ForwardHedlth
Financial Services

313 Blettner Blvd
Madison WI 53784

Topic #5018

Sear ching for and Viewing All Claimson the Portal

All claims, including compound, honcompound, and dental claims, are available for viewing on the ForwardHealth Portal.
To search and view claims on the Portal, providers may do the following:

. Go to the Portal.
. Loginto the secure Provider area of the Portal.
. The most recent claims processed by ForwardHealth will be viewable on the provider's home page or the provider may
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select "claim search” and enter the applicable information to search for additiona claims.
. Select the claim the provider wantsto view.

Topic #4829

Sections of the Remittance Advice

The RA (Remittance Advice) information in the TXT (text) file includes the following sections:

. Address page.

. Banner messages.

. Paper check information, if applicable.

. Claims processing information.

. EOB (Explanation of Benefits) code descriptions.
. Financia transactions.

. Service code descriptions.

. Summary.

The RA information in the CSV (comma-separated values) file includes the following sections:

. Payment.

. Payment hold.

. Service codes and descriptions.

. Financia transactions.

. Summary.

. Inpatient claims.

. Outpatient claims.

. Professiond claims.

. Medicare crossovers — Professiond.
. Medicare crossovers — Ingtitutional.
. Compound drug claims.

. Drug claims.

. Dental claims.

. Long term care claims.

. Financia transactions.

. Summary.

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
The first 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:

. Thetechnical name of the RA section (e.g., CRA-TRAN-R), which isan internal ForwardHealth designation.

. The RA number, which is a unique number assigned to each RA that is generated.

. The name of the payer (Medicaid, WCDP (Wisconsin Chronic Disease Program), or WWWP (Wisconsin Well Woman
Program)).

. The"Pay to" address of the provider. The "Pay to" address is used for mailing purposes.
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The following information is in the middle of the header:

. A description of the financial cycle.
. The name of the RA section (e.g., "Financial Transactions' or "Professional Services Claims Paid").

The right-hand side of the header reports the following information:

. Thedate of the financial 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 internal ForwardHealth designation. The
Medicaid provider number will display in thisfield for providers who do not have an NPI (National Provider Identifier).

. The NPI of the provider, if applicable. This field 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.
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Responsibilities

Topic #516

Accuracy of Claims

The provider is responsible for the accuracy, truthfulness, and completeness of al claims submitted whether prepared or submitted
by the provider or by an outside billing service or clearinghouse.

Providers may submit claims only after the serviceis provided.

A provider may not seek reimbursement from ForwardHealth for a noncovered service by charging ForwardHedl th 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 allowed amount for the one service that was provided. Such actions are considered fraudulent.

Topic #3144
Integrity in Submitting Claims

Providers may not submit a claim to ForwardHealth for a covered service that was not provided in order to apply the
reimbursement toward the cost of a noncovered service.

Topic #366

Copayment Amounts

Copayment amounts collected from members should not be deducted from the charges submitted on claims. Providers should
indicate their usua and customary charges for al services provided.

In addition, copayment amounts should not be included when indicating the amount paid by other health insurance sources.

The appropriate copayment amount is automatically deducted from allowed payments. Remittance information reflects the
automatic deduction of applicable copayment amounts.

Topic #548

Exceptionsto the Submission Deadline

State and federal laws provide eight exceptions to the submission deadline. According to federal regulations and DHS 106.03,
Wis. Admin. Code, ForwardHealth may consider exceptions to the submission deadline only in the following circumstances:

. Change in anursing home resident's level of care or liability amount.

. Decision made by a court order, fair hearing, or the DHS (Department of Health Services).

. Denial due to discrepancy between the member's enrollment information in ForwardHealth interChange and the member's
actual enrollment.

. Reconsideration or recoupment.
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. Retroactive enrollment for persons on GR (General Relief).

. Medicare denia 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 #547

Submission Deadline

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 al available resources.

Claims

To receive reimbursement, claims and adjustment requests must be received within 365 days of the DOS (date of service). 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 applies to all claims, corrected claims, and adjustments to claims. Providers should submit these claims through
normal processing channels (not timely filing).

Topic #517

Usual and Customary Charges

For most services, providers are required to indicate their usual and customary charge when submitting claims. The usual and
customary charge isthe provider's charge for providing the same service to persons not entitled to the program's benefits. For
providers using a sliding fee scale, the usual and customary charge is the median of the individual provider's charge for the service
when provided to non-program patients. 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 copayment, providers should still indicate their usual and customary charge. The copayment
amount collected from the member should not be deducted from the charge submitted. When applicable, ForwardHealth
automatically deducts the copayment amount.
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For most services, ForwardHeal th reimburses the lesser of the provider's usual and customary charge or the maximum allowable
fee established.
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Submission

Topic #4477

1500 Health Insurance Claim Form Completion
Instructions for Durable Medical Equipment

A sample 1500 Health Insurance Claim Form is available for DME (durable medical equipment).

Use the following claim form completion instructions, not the claim form's printed descriptions, to avoid denia or inaccurate claim
payment. Complete all required elements as appropriate. Be advised that every code used, even if it is entered in a non-required
field, is required to be avalid code. Do not include attachments unless instructed to do so.

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

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

Submit completed paper claims to the following address:

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI| 53784

Element 1 — Medicare, Medicaid, TRICARE CHAMPUS, CHAMPVA, Group Health Plan, FECA, Blk Lung, Other
Enter "X" in the Medicaid check box.

Element 1a— Insured's 1D Number
Enter the member identification number. Do not enter any other numbers or |etters. Use the ForwardHealth card or Wisconsin's
EVS (Enroliment Verification System) to obtain the correct member 1D.

Element 2 — Patient's Name
Enter the member's last name, first name, and middle initial. Use the EV S to obtain the correct spelling of the member's name. If
the name or spelling of the name on the ForwardHealth card and the EV'S do not match, use the spelling from the EVS.

Element 3 — Patient's Birth Date, Sex

Enter the member's birth date in MMDDY'Y format (e.g., February 3, 1955, would be 020355) or in MMDDCCY'Y format

(e.g., February 3, 1955, would be 02031955). Specify whether the member is male or female by placing an " X" in the appropriate
box.

Element 4 — Insured's Name

Data are required in this element for OCR (Optical Character Recognition) processing. Any information populated by a provider's
computer software is acceptable data for this element (e.g., "Same"). If computer software does not automatically complete this
element, enter information such as the member's last name, first name, and middle initial.

Element 5 — Patient's Address
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Enter the complete address of the member's place of residence, if known.

Element 6 — Patient Relationship to Insured (not required)

Element 7 — Insured's Address (not required)

Element 8 — Patient Status (not required)

Element 9 — Other Insured's Name

Commercial health insurance must be billed prior to submitting claims to ForwardHealth, unless the service does not require

commercia health insurance billing as determined by ForwardHealth.

If the EVSindicates that the member has dental ("DEN") insurance only, is enrolled in a Medicare Advantage Plan only, or has no
commercia health insurance, leave Element 9 blank.

If the EV S indicates that the member has any other commercial health insurance, and the service requires other insurance billing,
one of the following three Ol (other insurance) explanation codes must be indicated in the first box of Element 9. If submitting a
multiple-page claim, providers are required to indicate Ol explanation codes on the first page of the claim.

The description is not required, nor is the policyholder, plan name, group number, etc. (Elements 9a, 9b, 9¢, and 9d are not
required.)

Code Description

OI-P |PAID in part or in full by commercial health insurance or commercid HMO. In Element 29 of this claim form, indicate the
amount paid by commercial health insurance to the provider or to the insured.

OI-D |DENIED by commercia health insurance or commercial HMO following submission of a correct and complete claim, or
payment was applied towards the coinsurance and deductible. Do not use this code unless the claim was actually billed to
the commercial health insurer.

Ol-Y |YES, the member has commercial health insurance or commercial HMO coverage, but it was not billed for reasons
including, but not limited to, the following:

. The member denied coverage or will not cooperate.

. The provider knows the service in question is not covered by the carrier.

. The member's commercial health insurance failed to respond to initial and follow-up claims.
. Benefits are not assignable or cannot get assignment.

. Benefits are exhausted.

Note: The provider may not use OI-D or OI-Y if the member is covered by a commercial HMO and the HMO denied
payment because an otherwise covered service was not rendered by a designated provider. Services covered by a
commercial HMO are not reimbursable by ForwardHealth except for the copayment and deductible amounts. Providers
who receive a capitation payment from the commercia HMO may not hill ForwardHealth for services that are included
in the capitation payment.

Element 9a — Other Insured's Policy or Group Number (not required)
Element 9b — Other Insured's Date of Birth, Sex (not required)
Element 9c — Employer's Name or School Name (not required)

Element 9d — Insurance Plan Name or Program Name (not required)
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Element 10a-10c — Is Patient's Condition Related to: (not required)
Element 10d — Reserved for Local Use (not required)

Element 11 — Insured's Policy Group or FECA Number

If an EOMB (Explanation of Medicare Benefits) indicates that the member is enrolled in a Medicare Advantage Plan and the claim
is being billed as a crossover, enter "MMC" in the upper right corner of the claim, indicating that the other insurance is a Medicare
Advantage Plan and the claim should be processed as a crossover claim.

Use thefirst box of this element only. (Elements 11a, 11b, 11c, and 11d are not required.) Element 11 should be left blank when
one or more of the following statements are true:

. Medicare never covers the procedure in any circumstance.

. ForwardHealth indicates the member does not have any Medicare coverage, including a Medicare Advantage Plan, for the
service provided. For example, the service is covered by Medicare Part A, but the member does not have Medicare Part
A.

. ForwardHealth indicates that the provider is not Medicare enrolled.

. Medicare has alowed the charges. In this case, attach the EOMB, but do not indicate on the claim form the amount
Medicare paid.

If none of the previous statements are true, a Medicare disclaimer code is necessary. If submitting a multiple-page claim, indicate
Medicare disclaimer codes on the first page of the claim. The following Medicare disclaimer codes may be used when

appropriate.

Code Description

M -7 |Medicare disallowed or denied payment. This code applies when Medicare denies the claim for reasons related to policy
(not billing errors), or the member's lifetime benefit, spell of illness, or yearly allotment of available benefits is exhausted.

For Medicare Part A, use M-7 in the following instances (all three criteria must be met):

. The provider isidentified in ForwardHealth files as enrolled in Medicare Part A.

. The member is digible for Medicare Part A.

. Theserviceiscovered by Medicare Part A but is denied by Medicare Part A due to frequency limitations,
diagnosis restrictions, or exhausted benefits.

For Medicare Part B, use M-7 in the following instances (all three criteria must be met):

. The provider isidentified in ForwardHealth files as enrolled in Medicare Part B.

. The member is eligible for Medicare Part B.

. Theserviceis covered by Medicare Part B but is denied by Medicare Part B due to frequency limitations,
diagnosis restrictions, or exhausted benefits.

M -8 |Noncovered Medicare service. This code may be used when Medicare was not billed because the service is not covered
in this circumstance.

For Medicare Part A, use M-8 in the following instances (all three criteria must be met):
. The provider isidentified in ForwardHealth files as enrolled in Medicare Part A.

. The member is eligible for Medicare Part A.
. Theserviceis usualy covered by Medicare Part A but not in this circumstance (e.g., member's diagnosis).
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For Medicare Part B, use M-8 in the following instances (all three criteria must be met):

. The provider isidentified in ForwardHealth files as enrolled in Medicare Part B.
. The member is eligible for Medicare Part B.
. Theserviceisusualy covered by Medicare Part B but not in this circumstance (e.g., member's diagnosis).

Element 11a— Insured's Date of Birth, Sex (not required)

Element 11b — Employer's Name or School Name (not requir ed)

Element 11c — Insurance Plan Name or Program Name (not required)

Element 11d — Isthere another Health Benefit Plan? (not required)

Element 12 — Patient's or Authorized Person's Signature (not required)

Element 13 — Insured's or Authorized Person's Signature (not required)

Element 14 — Date of Current IlIness, Injury, or Pregnancy (not required)
Element 15— If Patient Has Had Same or Similar Illness (not required)

Element 16 — Dates Patient Unableto Work in Current Occupation (not required)

Element 17 — Name of Referring Provider or Other Source
Enter the referring physician's name.

Element 17a— (not required)

Element 17b — NPI
Enter the NPI (National Provider Identifier) of the referring physician.

Element 18 — Hospitalization Dates Related to Current Services (not required)

Element 19 — Reserved for Local Use

If a provider bills an unlisted (or not otherwise classified) procedure code, a description of the procedure must be indicated in this
element. If there is no more specific code available, the provider is required to submit the appropriate documentation, which could
include a PA (prior authorization) request, to justify use of the unlisted procedure code and to describe the procedure or service
rendered.

Element 20 — Outside Lab? $Char ges (not requir ed)

Element 21 — Diagnosis or Nature of Ilinessor Injury

Enter avdid ICD-9-CM (International Classification of Diseases, Ninth Revision, Clinical Modification) diagnosis code for each
symptom or condition related to the services provided. The required use of valid diagnosis codes includes the use of the most
specific diagnosis codes. List the primary diagnosis first. Etiology ("E") and manifestation ("M") codes may not be used as a
primary diagnosis. The diagnosis description is not required.

ForwardHealth accepts up to eight diagnosis codes. To enter more than four diagnosis codes:

. Enter the fifth diagnosis code in the space between the first and third diagnosis codes.
. Enter the sixth diagnosis code in the space between the second and fourth diagnosis codes.
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. Enter the seventh diagnosis code in the space to the right of the third diagnosis code.
. Enter the eighth diagnosis code in the space to the right of the fourth diagnosis code.

When entering fifth, sixth, seventh, and eighth diagnosis codes, do not number the diagnosis codes (e.g., do not include a"'5."
before the fifth diagnosis code).

Element 22 — Medicaid Resubmission (not required)
Element 23 — Prior Authorization Number (not required)

Element 24
The six service linesin Element 24 have been divided horizontaly. 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.

Element 24A — Date(s) of Service
Enter to and from DOS (dates of service) in MMDDYY or MMDDCCYYY format. If the service was provided on only one
DOS, enter the date under "From." Leave "To" blank or re-enter the "From" date.

If the service was provided on consecutive days, those dates may be indicated as a range of dates by entering the first date as the
"From" DOS and the last date asthe "To" DOSin MMDDYY or MMDDCCYY format.

A range of dates may be indicated only if the POS (place of service), the procedure code (and modifiers, if applicable), the
charge, the units, and the rendering provider were identical for each DOS within the range.

Element 24B — Place of Service
Enter the appropriate two-digit POS code for each item used or service performed.

Element 24C — EMG
Enter a"Y" for each procedure performed as an emergency. If the procedure was not an emergency, leave this element blank.

Element 24D — Procedures, Services, or Supplies
Enter the single most appropriate five-character procedure code. ForwardHealth denies claims received without an appropriate
procedure code.

Modifiers
Enter the appropriate (up to four per procedure code) modifier(s) in the "Modifier" column of Element 24D.

Element 24E — Diagnosis Pointer
Enter the number(s) that corresponds to the appropriate ICD-9-CM diagnosis code(s) listed in Element 21. Up to four diagnosis
pointers per detail may be indicated. Valid diagnosis pointers, digits 1 through 8, should not be separated by commas or spaces.

Element 24F — $ Charges
Enter the total charge for each line item.

Enter the dollar amount right justified in the dollar area of the field. Do not use commas when reporting dollar amounts. Dollar
signs should not be entered. Enter "00" in the cents area if the amount is a whole number.

Providers are to bill ForwardHealth their usual and customary charge. The usua and customary charge is the provider's charge for
providing the same service to persons not entitled to ForwardHealth benefits.

Element 24G — Daysor Units
Enter the appropriate number of days or units. Only include a decimal when billing fractions (e.g., 1.50).
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Element 24H — EPSDT/Family Plan (not required)

Element 241 — ID Qual (not required)

Element 24J — Rendering Provider ID. # (not required)

Element 25 — Federal Tax ID Number (not required)

Element 26 — Patient's Account No. (not required)

Optional — Providers may enter up to 14 characters of the patient's internal office account number. This number will appear on
the RA (Remittance Advice) and/or the 835 (835 Health Care Claim Payment/Advice) transaction.

Element 27 — Accept Assignment? (not requir ed)

Element 28 — Total Charge

Enter the total charges for this claim. If submitting a multiple-page claim, enter the total charge for the claim (i.e., the sum of all

details from all pages of the claim) only on the last page of the claim.

Enter the dollar amount right justified in the dollar area of the field. Do not use commas when reporting dollar amounts. Dollar
signs should not be entered. Enter "00" in the cents area if the amount is a whole number.

Element 29 — Amount Paid
Enter the actual amount paid by commercial health insurance. If submitting a multiple-page claim, indicate the amount paid by
commercial health insurance only on the first page of the claim.

Enter the dollar amount right justified in the dollar area of the field. Do not use commas when reporting dollar amounts. Dollar
signs should not be entered. Enter "00" in the cents area if the amount is a whole number.

If adollar amount indicated in Element 29 is greater than zero, "Ol-P" must be indicated in Element 9. If the commercial health
insurance denied the claim, enter “000." Do not enter Medicare-paid amounts in this field.

Element 30 — Balance Due

Enter the balance due as determined by subtracting the amount paid in Element 29 from the amount in Element 28. If submitting a
multiple-page claim, enter the balance due for the claim (i.e., the sum of all details from all pages of the claim minus the amount
paid by commercial insurance) only on the last page of the claim.

Enter the dollar amount right justified in the dollar area of the field. Do not use commas when reporting dollar amounts. Dollar
signs should not be entered. Enter "00" in the cents area if the amount is a whole number.

Element 31 — Signature of Physician or Supplier, Including Degrees or Credentials

The provider or authorized representative must sign in Element 31. The month, day, and year the form is signed must also be
entered in MMDDYY or MMDDCCY'Y format.

Note: The signature may be a computer-printed or typed name and date or a signature stamp with the date.

Element 32 — Service Facility L ocation Information (not required)

Element 32a— NPI (not required)

Element 32b — (not required)

Element 33 — Billing Provider Info & Ph#

Enter the name of the provider submitting the claim and the practice location address. The minimum requirement is the provider's
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name, street, city, state, and ZIP+4 code. Do not enter a Post Office Box or a ZIP+4 code associated with a PO Box. The
practice location address entered must correspond with the NPI listed in Element 33a and match the practice location address on
the provider's file maintained by ForwardHealth.

Element 33a— NPI
Enter the NPI of the billing provider.

Element 33b
Enter qualifier "ZZ" followed by the appropriate 10-digit provider taxonomy code on file with ForwardHealth. Do not include a
space between the qualifier ("ZZ") and the provider taxonomy code.

Note: Providers should use qualifier "PXC" when submitting an electronic claim using the 837P (837 Health Care Claim:
Professional) transaction. For further instructions, refer to the companion guide for the 837P transaction.
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Topic #542

Attached Documentation

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

Providers should not submit additional documentation with a claim unless specificallv requested.
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Topic #1727

Bilateral Appliances

The DME Index identifies items that may be dispensed as a pair, referred to as "bilateral” appliances. Bilateral appliances may be
purchased singly (each) or as a pair, and may be billed with a quantity of one or more.

If bilateral appliances are billed for the same DOS, indicate a quantity of "2" or more in element 24G of the 1500 Health Insurance
Claim Form.

If bilateral appliances are billed for different DOS, indicate modifier "50" with the procedure code of the additional appliance
billed. If the modifier is not indicated with the second claim, the additional service is denied.

For example, if aleft "Wrist Hand Finger Orthosis, Dorsal Wrist" is billed with a2/3/08 DOS, and a right "Wrist Hand Finger
Orthosis, Dorsal Wrist" is billed for the same member with a 3/6/08 DOS, the claim for the additional appliance must use modifier

"50" and a quantity of one. The modifier differentiates the additional appliance from the first. Without the modifier, the claim for the
additional appliance would be denied.

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 al 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 |CN along 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 #10137

Compound and Noncompound Drug Claims
For example, the provider might see on his or her RA the detail for a noncompound drug claim was denied with the EOB code
indicating that the detail on the claim was not processed due to an error. The provider may then correct the error on the claim via

the Portal online screen application and resubmit the claim to ForwardHealth.

Topic #1729

Dates of Service
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Rental items billed to ForwardHealth must have a"from" and "to" DOS. If the item was provided on consecutive days, those dates
may beindicated as a range of dates by entering the first date as the "from" DOS and the last date as the "to" DOS. The number
of days indicated must equal the number of days within the range. Rental items must be ranged within the same calendar month per
detall line.

The "to" DOS requirement does not apply to Medicare crossover claims.

For purchased items, indicate only one specific DOS for each purchase, not arange of dates. A range of two consecutive datesis
acceptable, such as May 4, 2008, to May 5, 2008.

Topic #4997

Direct Data Entry of Professional and Institutional
Claimson the Portal

Providers can submit the following claims to ForwardHealth via DDE on the ForwardHealth Portal:

. Professional claims.

. Ingtitutional claims.

. Dentd claims.

. Compound drug claims.

. Noncompound drug claims.

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 isleft blank, the
claim will not be submitted and a message will appear prompting the provider to complete the specific required field(s). Porta 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:

. Procedure codes.

. Modifiers.

. Diagnosis codes.

. Place of service codes.

On ingtitutional claim forms, providers may search for and select the following:

. Typeof hill.

. Pdtient status.

. Visit point of origin.
. Visit priority.

. Diagnosis codes.
. Revenue codes.

. Procedure codes.
. Modifiers.

On dental claims, providers may search for and select the following:
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. Procedure codes.

. Rendering providers.

. Areaof the ord cavity.
. Place of service codes.

On compound and honcompound 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 electronically. Electronic claim submission does the following:

. Adapts to existing systems.

. Allows flexible submission methods.

. Improves cash flow.

. Offers efficient and timely payments.

. Reduces hilling and processing errors.
. Reduces clerical effort.

Topic #2045

Electronic claims for DME must be submitted using the 837P transaction. Electronic claims for DME submitted using any
transaction other than the 837P will be denied.

Providers should use the companion quide for the 837P transaction when submitting these claims.

Provider Electronic Solutions Softwar e

The DHCAA offers electronic hilling 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 #2333

Point-of-Sale Claims

BadgerCare Plus, Medicaid, and SeniorCare use a voluntary pharmacy POS electronic claims management system. The POS
system enables providers to submit electronic pharmacy claims for legend and OTC drugsin an online, rea-time environment.
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The pharmacy system verifies member enrollment and monitors pharmacy policy. Within seconds of submitting a real-time claim,
these processes are completed and the provider receives an electronic response indicating payment or denial.

National Council for Prescription Drug Programs D.0 Telecommunications
Standard Claims

BadgerCare Plus, Medicaid, and SeniorCare use the NCPDP Telecommunication Standard Format Version D.0. Using this
format, providers are able to complete the following:

. Initiate new claims and reverse and resubmit previously paid real-time claims.
. Submit individual claims or a batch of claims for the same member within one electronic transmission.
. Submit claims for compound drugs.

Cardholder 1D

If the member identification number submitted on a claim is not the most current member 1D on file with ForwardHealth, the claim
will be denied and the Cardholder ID (302-C2) field on the claim response will include the current member ID.

Other Amount Claimed Submitted

ForwardHealth does not reimburse for charges (i.e., postage, shipping, administrative costs) indicated in the Other Amount
Claimed Submitted (480-H9) field. Claims will be denied if a provider indicates a charge in the Other Amount Claimed Submitted
field.

National Provider Identifier On Compound and Noncompound Claims
Billing Providers

An NP isrequired on compound and noncompound claims. Providers who do not have a unique NPI for each enrollment are
required to select one Medicaid enrollment as the "default” enrollment. Claims will be processed using the provider file information
from the default enrollment.

Prescriber ID and Prescriber ID Qualifier

An NPl isthe only identifier accepted on compound and noncompound claims, including paper claims. Billing providers are
required to make every effort possible to obtain the prescribing provider's NPI. Only in instances when the billing provider is
unable to obtain the prescriber's NPI, may the billing provider indicate his or her own NPI in the Prescriber ID field. DEA
numbers, including "default" DEA numbers, are not accepted for the Prescriber D on pharmacy claims.

Direct Data Entry of Claimson the Portal

Claims for compound drugs and noncompound drugs may be submitted to ForwardHealth using DDE on the ForwardHealth
Portal. 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 compound and honcompound drug claims, providers may search for and select the following:
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. 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 DMS who submits noncompound drug claims, may submit these claims via DDE. All claims, including POS claims, are
viewable via DDE.

Provider Electronic Solutions Softwar e

The DHCAA offers electronic hilling software at no cost to providers. The PES software allows providers to submit NCPDP 1.1
batch format pharmacy transactions, reverse claims, and check claim status. 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 #365

Extraordinary Claims

Extraordinary claims are claims that have been denied by a BadgerCare Plus HMO or SSI HMO and should be submitted to fee-
for-service.

Topic #4837

HIPAA-Compliant Data Requirements

Procedure Codes

All fields submitted on paper and electronic claims are edited to ensure HIPAA compliance before being processed. Compliant
code setsinclude CPT and HCPCS procedure codes entered into all fields, including those fields that are "Not Required” or
"Optional."

If theinformation in all fieldsis not valid and recognized by ForwardHealth, the claim will be denied.

Provider Numbers

For health care providers, NPIs are required in dl 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 #562

Managed Care Organizations

Claims for services that are covered in a member's state-contracted M CO should be submitted to that MCO.
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Topic #11158

Negative Pressure Wound Therapy Pumps

Negative pressure wound therapy pumps are described in HCPCS procedure code E2402 (Negative pressure wound therapy
electrical pump, stationary or portable). The canister, dressing, and related supplies are included in the reimbursement for the
rental of the negative pressure wound therapy pump and are not separately reimbursable.

The maximum allowable fee for the rental of negative pressure wound therapy pumpsis allowed per member, per day up to 90
days for the lifetime of a member. Modifier "RR"(Rental) is required to be indicated with procedure code E2402 on claims
submitted for theinitial 90 days.

Allowable POS for negative pressure wound therapy pump services provided by DME providers are 11 (office) and 12 (home).
After the lifetime 90 days, the maximum allowable fee will be reduced by haf and allowable up to an additional 90 days for a
rolling 12 months. Modifiers "RR" and "52" (Reduced services) are required to be indicated with procedure code E2402 on
claims submitted for the reduced rate after the lifetime 90 days of payments are exhausted.

The lifetime limit and the rolling 12 month limit for negative pressure wound therapy pumps will be calculated regardless of POS,
based on a combination of nursing home and in-home services. If a claim is denied because the member's lifetime limit is
exhausted, providers may resubmit the claim with modifier "52."

Topic #367

Non-enrolled | n-State Providers

Claims from non-enrolled in-state providers must meet additional requirements.

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 a NOC procedure codein 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 reguire PA.

Claims Submitted Viathe 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
claims:

. Professiondl.
. Institutional.
. Dental.
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On the Professional form, the Notes field is available on each detail. On the Ingtitutional 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 |oops/segments on
the 837 transactions. Refer to the companion guides for more information.

Topic #561

Paper Claim Form Preparation and Data Alignment
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, alphanumeric 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 and the Noncompound Drug Claim.

Speed and Accuracy of Claims Processing

OCR software processes claim forms by reading text within fields on claim forms. After a paper claim form is received by
ForwardHedlth, the claim form is scanned so that an image can be displayed electronically. The OCR software reads the
electronic image on file and populates the information into the ForwardHealth 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 e ectronic 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 original 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 a federa 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
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It is recommended that claims are printed using laser or ink jet printers rather than printers that use DOT matrix. DOT matrix
printers have breaks in the |etters 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 adelay 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.

To get the best aignment on the claim form, providers should center information vertically within each field, and align all
information on the same horizonta plane. Avoid squeezing 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 alignment:

. Correct dignment for the 1500 Health Insurance Claim Form.
. Incorrect aignment for the 1500 Health Insurance Claim Form.
. Correct dignment for the UB-04 Claim Form.

. Incorrect aignment 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.

. Typedl claim datain uppercase letters.

. Useonly 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 specia characters such as dollar signs, decimals, dashes, asterisks, or backslashes, unlessit is specified that
these characters should be used.

. Use Xsin check boxes. Avoid using letters such as"Y" for "Yes,” "N" for "No," "M" for "Male," or "F" for "Femae."

. 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
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image.

Additional Diagnosis Codes

ForwardHealth will accept up to eight diagnosis codesin Element 21 of the 1500 Hedlth Insurance Claim Form. To correctly add
additional diagnosis codes in this element so that it can be read properly by the OCR software, providers should indicate the fifth
diagnosis code between the first and third diagnosis code blanks, the sixth diagnosis code between the second and fourth
diagnosis code blanks, the seventh diagnosis code to the right of the third diagnosis code blank, and the eighth diagnosis code to
the right of the fourth diagnosis code blank. Providers should not number any additional diagnosis codes.

Anchor Fields

Anchor fields are areas on the 1500 Health Insurance Claim Form and the UB-04 Claim Form that the OCR software uses to
identify what type of form is being processed. The following fields on the 1500 Health Insurance Claim Form are anchor fields:

. Element 2 (Patient's Name).
. Element 4 (Insured's Name).
. Element 24 (Detail 1).

The following fields on the UB-04 Claim Form are anchor fields:

. Form Locator 4 (Type of Bill).

. Form Locator 5 (Fed. Tax No.).

. Form Locator 9 (Patient Address).

. Form Locator 58A (Insured's Name).

Since ForwardHealth uses these fields to identify the form as a 1500 Health Insurance Claim Form or a UB-04 Claim Form, it is
required that these fields are completed for processing.
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Sample of a Correctly 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 claims for DME, except for diabetic supplies, must be submitted using the 1500 Health Insurance Claim Form (dated
08/05).

Providers should use the appropriate claim form instructions for DME when submitting these claims.

Obtaining the Claim Forms

ForwardHealth does not provide the 1500 Health Insurance Claim Form. The form may be obtained from any federal forms
supplier.

Topic #9117

Paper Claim Submission for Diabetic Supplies

Paper claims for diabetic supplies must be submitted on a Noncompound Drug Claim form with two exceptions:

. Thereisan approved PA on file.
. TheclaimisaMedicare Part B crossover claim.

Submit completed paper claim forms for payment to the following address:
ForwardHealth
313 Blettner Blvd
Madison WI 53784
To order paper claim forms, providers may call Provider Services, or write to the following address:
ForwardHealth
Form Reorder
313 Blettner Blvd
Madison, WI 53784

Providers should indicate the number of forms needed in their written request.

Topic #10177

Prior Authorization Numberson Claims

Providers are not required to indicate a PA number on claims. ForwardHealth interChange matches the claim with the appropriate
approved PA request. ForwardHealth's RA and the 835 report to the provider the PA number used to processaclaim. If aPA
number isindicated on aclaim, it will not be used and it will have no effect on processing the claim.

When a PA requirement is added to the list of drugs requiring PA and the effective date of a PA fallsin the middle of abilling
period, two separate claims that coincide with the presence of PA for the drug must be submitted to ForwardHealth.

Topic #3868

Referring Providers

Claims for DME require the referring provider's name and NPI.
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Topic #10637

Reimbursement Reduction for Most Paper Claims

As aresult 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 clam's total reimbursement amount is less than $1.10, ForwardHealth will reduce the payment up to a $1.10. The claim
will show on the RA as paid but with a $0 paid amount.

The reimbursement reduction applies to the following paper claims:

. 1500 Hedlth Insurance Claim Form.
. UB-04 (CMS 1450) Claim Form.

. Compound Drug Claim form.

. Noncompound Drug Claim form.

Exceptionsto Paper Claim Reimbursement Reduction

The reimbursement reduction will not affect the following providers or claims:

. In-state emergency providers.
. Out-of-state providers.
. Medicare crossover claims.
. Any claimsthat ForwardHealth requires additional supporting information to be submitted on paper. For example:
o Hysterectomy claims must be submitted along with a paper Acknowledgment of Receipt of Hysterectomy
Information form.
o Sterilization claims must be submitted along with a paper Consent for Sterilization form.
v Claims submitted to Timely Filing appeals must be submitted on paper with a Timely Filing Appeals Request form.
o In certain circumstances, drug claims must be submitted on paper with a Pharmacy Special Handling Request form.

Topic #3504

Requirementsfor Compression Gar ments

In this topic, the term "compression garments' is used to refer to both gradient compression garments and compression burn
garments, unless otherwise stated.

The following table indicates claims submission requirements for compression garment procedure codes:

A6501 Yes No Yes 946.20-946.50
A6502 Yes No Yes 941.00-941.59
A6503 Yes No Yes 940.00-940.10 or 941.00-941.59
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A6504 Yes Yes Yes 944.00-944.58
A6505 Yes Yes Yes 943.00-943.59 and 944.00-944.58
A6506 Yes Yes Yes 943.00-943.59 and 944.00-944.58
AB507 Yes Yes Yes 945.00-945 54
A6508 Yes Yes Yes 945.00-945.59
A6509 Yes No Yes 942.00-942.54
A6510 Yes No Yes 942.00-942.59 and 943.00-943.59
AB511 Yes No Yes 942.00-942.59
A6512 Yes No Yes 946.20-946.50 or 949.20-949.50
A6513 Yes No Yes 940.00-940.10 or 941.00-941.59
454.0-454.90; 457.1; 459.10-459.19; 459.81:
AB530 No Yes No 646.10; 707.10-707.15; 707.19; 757.0
454.0-454.90; 457.1; 459.10-459.19; 459.81;
AB531 No Yes No 646.10: 707.10-707.15; 707.19; 757.0
454.0-454.90; 457.1; 459.10-459.19; 459,81
AB532 No Yes No 646.10: 707.10-707.15; 707.19; 757.0
454.0-454.90; 457.1; 459.10-459.19; 459.81:
AB533 No Yes No 646.10; 707.10-707.15; 707.19; 757.0
454.0-454.90; 457.1; 459.10-459.19; 459,81
AB534 No Yes No 646.10: 707.10-707.15; 707.19; 757.0
454.0-454.90; 457.1; 459.10-459.19; 459.81:
AB535 No Yes No 646.10: 707.10-707.15; 707.19; 757.0
454.0-454.90; 457.1; 459.10-459.19; 459.81;
AB536 No Yes No 646.10; 707.10-707.15; 707.19; 757.0
454.0-454.90; 457.1; 459.10-459.19; 459,81
AB537 No Yes No 646.10: 707.10-707.15; 707.19; 757.0
454.0-454.90; 457.1; 459.10-459.19; 459.81:
AB538 No Yes No 646.10; 707.10-707.15; 707.19; 757.0
454.0-454.90; 456.4-456.6; 457.1: 459.10-459.19;
AB539 No No No 459.81: 646.10; 707.10-707.15; 707.19; 757.0
454.0-454.90; 456.4-456.6; 457.1; 459.10-459.19;
AB540 No No No 459.81: 646.10; 707.10-707.15; 707.19; 757.0
454.0-454.90; 456.4-456.6; 457.1; 459.10-459.19;
AB41 No No No 459.81: 646.10; 707.10-707.15; 707.19; 757.0
454.0-454.90; 457.1; 459.10-459.19; 459,81
ABS45 Yes Yes ves 646.10: 707.10-707.15; 707.19; 757.0
454.0-454.90; 456.4-456.6; 457.1; 459.10-459.19;
AB549 Yes Yes ves 459.81: 646.10: 707.10-707.15: 707.19; 757.0
S8420 Yes Yes Yes 457.0
S8421 No Yes No 457.0
S8422 Yes Yes Yes 457.0
8423 Yes Yes Yes 457.0
S8424 No Yes No 457.0
S8425 Yes Yes Yes 457.0
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S8426 Yes Yes Yes 457.0
S8427 No Yes No 457.0
S8428 No Yes No 457.0
454.0-454.90; 457.0; 457.1; 459.10-459.19;
S8429 Yes Yes Yes 459.81; 456.3-456.6; 646.10; 707.10-707.15;
707.19; 757.0

1A "Yes" in this column indicates claim attachments are required with this procedure code. Refer to the Claim Attachment
Requirements section, below, for more information.

2A "Yes" in this column indicates the compression garment must be billed with an "RA" modifier if the provider is replacing the
member's compression garment using measurements currently on file.

Claim Attachment Requirements

The use of a"custom" or "not otherwise specified" procedure code for a gradient compression garment on a claim should only be
used in exceptional cases. For "custom” or "'not otherwise specified” gradient compression garments, each attachment must
document why a"custom" or "not otherwise specified" procedure code was used instead of a non-custom compression garment
procedure code. All compression burn garments are considered custom and therefore also require attachments to be submitted
with the claim.

When using procedure codes marked with a"Yes' under "Claim Attachment” in the table above, ForwardHealth requires the
following attachments when submitting claims:

. The physician prescription. Refer to Prescription Requirements for more information.
. Theform or document used to record the measurements used for the garment order/fabrication, which includes:

o The date the measurements were taken or date(s) the measurements were re-affirmed, if applicable. If a provider re-
affirms the previous measurements, ForwardHeal th recommends the provider sign and date the same form used in
the previous order if the previous measurements remain accurate.

o The name and credentials of the individual taking or affirming the measurements (i.e., the certified fitter, ABC-
certified orthotist or prosthetist, or licensed physical therapist or occupational therapist).

o The provider'sjustification for the use of a"custom" or "not otherwise specified" procedure code. To justify use of a
custom or not otherwise specified procedure code, ForwardHealth recommends identifying the extremity's
circumferential measurement that did not allow fitting the member with a garment represented by a specified code by
circling the measurement on the form, adding a notation in the margin of the measurement or order form, and/or
including a narrative as an additional record. One example of when a custom compression garment may be justified is
when the body part or segment is an atypical shape. However, a body part or segment that is simply larger than
average would not justify a custom or not otherwise specified compression garment and a specified procedure code
should be used on the claim (and attachments should not be submitted).

. The provider invoice with the specific garment(s) clearly identified.

For those claims submitted without PA, the allowable diagnosis code (listed in the table above) and any required modifiers must
be on the claim.

Modifiers" RT" and " LT" Required on Claims

Providers are required to include modifier "RT" and/or "LT" on claims submitted for the procedure codes marked with "Y es'
under "RT and/or LT Modifier Required?' in the table (A6504 to A6508, A6530 to A6538, A6549, and S8420 to S8429).
Modifier "RT" is used to reference a garment applied to aright extremity. Modifier "LT" is used to reference a garment applied to
aleft extremity. Procedure codes A6504 to A6508, A6530 to A6538, A6549, and S8420 to S8429 are incomplete without
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modifier "RT" or "LT."

If thereis a bilateral need, providers are required to submit two separate details on claims, with modifier "RT" on one detail line
and modifier "LT" on a second detail line. ForwardHealth will not accept modifier "50" (Bilateral) for processing claims for
compression garments.

Claims for pantyhose, waist-high garments, vests, panties, or facial masks should not include the "RT" and "LT" modifiers.

Modifier " RA" for Custom Compresson Garment Reorders

If a provider is replacing a member's compression garment using measurements currently on file, the provider is required to use the
"RA" modifier. However, if the garment is being replaced based on new measurements, even if there is no change to the
measurements currently on file, the providers should not use the "RA" modifier.

The use of the "RA" modifier does not change the requirement to submit supporting documentation with the claim for custom and
not otherwise specified procedure codes. Refer to Claim Attachment Requirements for more information.

Providers are reminded that all claims submitted must be supported by records maintained by the provider in accordance with
DHS 106.02(9)(e)1, Wis. Admin. Code. In addition, the provider record must include confirmation of delivery of the service or
item to the member. For DME, the DOS is the date the item is delivered to the member.

Provider records that do not support the procedure codes listed on the claim are subject to claim denial, reduction in
reimbursement, or recoupment.

Claim Submittal Recommendations

If amember requires two different compression garments per body segment, the provider should submit both compression
garment procedure codes on one claim with the required supporting documentation.

If amember requires more than one compression garment (e.g., one arm, two legs, and a non-elastic wrap), the provider is urged
to submit al the member's required compression garments on one claim, rather than submitting one claim for each garment. While
ForwardHealth supports a provider's flexibility in submitting claims, submitting claims as suggested may reduce denials for
insufficient documentation (i.e., insufficient to either support the claim or to refute the apparent duplication of services).

Refer to "Prior Authorization for Burn and Gradient Compression Garments' for information on PA.

Topic #4817

Submitting Paper Attachmentswith Electronic Claims

Providers may submit paper attachments to accompany electronic claims and electronic claim adjustments. Providers should refer
to their companion quides 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 isan
alphanumeric entry between 2 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 30 calendar daysto find a match. If a
match cannot be made within 30 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.
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Providers are required to send paper attachments relating to electronic claim transactions to the following address:
ForwardHealth
Claims and Adjustments
313 Blettner Blvd
Madison WI| 53784
This does not apply to compound and noncompound claims.

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 all 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 Porta for the following claim types:
. Professional.
. Ingtitutional.
. Dental.

The submission policy for compound and noncompound drug claims does not allow attachments.

Document Formats

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

Claims Submitted by Direct Data Entry

When a provider submits a DDE claim and indicates an attachment will aso be included, a feature button will appear and link to
the DDE claim screen where attachments can be uploaded.
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Providers are till required to indicate on the DDE claim that the claim will include an attachment via the "Attachments” panel.
Claims will suspend for 30 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 with 30 days before denying for not receiving the attachment.

Durable Medical Equipment Published Policy Through October 31, 2012 Page 55 of 371



Wisconsin Medicaid

Timely Filing Appeals Requests

Topic #549

Requirements

When a claim or adjustment regquest meets one of the exceptions to the submission deadline, the provider is required to submit a
Timely Filing Appeals Reguest form with a paper claim or an Adjustment/Reconsideration Request form to override the
submission deadline.

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:

. The provider submits additional documentation as requested.
. ForwardHedlth 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:
. A properly completed Timely Filing Appeals Request form for each claim and each adjustment to allow for electronic
documentation of individual claims and adjustments submitted to ForwardHealth.

. A legible claim or adjustment request.
. All required documentation as specified for the exception to the submission deadline.

To receive consideration, a Timely Filing Appeals Reguest must be received before the deadline specified for the exception to the
submission deadline.

When completing the claim or adjustment request, providers are required to indicate the procedure code, diagnosis code, POS
code, etc., as 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.

The following table lists the filing deadlines and documentation requirements as they correspond to each of the eight allowable
exceptions.

Changein Nursing Home Resident's L evel of Care or Liability Amount
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incorrectly due to a change in the member's
authorized level of care or liability amount.

Adjustment/Reconsideration Request form.

The most recent claim number (also known as the ICN) must
be indicated on the Adjustment/Reconsideration Reguest
form. This number may be the result of a ForwardHealth-
initiated adjustment.

. . . . Submission
Description of the Exception Documentation Requirements Address
This exception occurs when a nursing home | To receive consideration, the request must be submitted ForwardHealth
clam isinitialy received within the within 455 days from the DOS and the correct liability Timely Filing
submission deadline and reimbursed amount or level of care must be indicated on the Ste 50

313 Blettner Blvd
Madison WI 53784

Decision Made by a Court, Fair Hearing, or the Department of Health Services

- . . . Submission
Description of the Exception Documentation Requirements Address
This exception occurs when adecisionis | To receive consideration, the request must be submitted ForwardHealth
made by a court, fair hearing, or the DHS. |within 90 days from the date of the decision of the hearing. A | Timely Filing
complete copy of the notice received from the court, fair Ste 50
hearing, or DHS must be submitted with the request. 313 Blettner Blvd

Madison WI 53784

Member's Actual Enrollment

Denial Dueto Discrepancy Between the Member's Enrollment Information in Forwar dHealth inter Change and the

Description of the Exception

Documentation Requirements

Submission Address

member's actua enrollment.

This exception occurs when aclaim isinitialy
received by the deadline but is denied dueto a
discrepancy between the member's enrollment
information in ForwardHealth interChange and the

. A copy of remittance information showing
the claim was submitted in a timely
manner and denied with a quaifying
enrollment-related explanation.

. A photocopy of one of the following
indicating enrollment on the DOS:

o White paper BadgerCare Plus EE
for pregnant women or children
identification card.

o White paper TE for Family
Planning Only Services
identification card.

v The response received through
Wisconsin's EVS from a
commercia eligibility vendor.

o The transaction log number
received through WiCall.

To receive consideration, the following ForwardHedth
documentation must be submitted within 455 Good Faith/Timely Filing
days from the DOS: Ste 50

313 Blettner Blvd

Madison WI 53784

Forwar dHealth Reconsideration or Recoupment

Description of the Exception

Durable Medical Equipment

Documentation Reguirements |
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This exception occurs when
ForwardHealth reconsiders a previously
processed claim. ForwardHead th will
initiate an adjustment on a previously paid
clam.

If a subsequent provider submission is required, the
request must be submitted within 90 days from the date
of the RA message. A copy of the RA message that
shows the ForwardHeal th-initiated adjustment must be
submitted with the request.

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

Retroactive Enrollment for Persons on General Relief

Description of the Exception

Documentation Requirements

Submission Address

This exception occurs when the local
county or tribal agency reguests areturn
of a GR payment from the provider
because a member has become
retroactively enrolled for Wisconsin
Medicaid or BadgerCare Plus.

To receive consideration, the request must be submitted
within 180 days from the date the backdated enrollment
was added to the member's enrollment information. The
request must be submitted with one of the following:

. "GR retroactive enrollment" indicated on the claim.
. A copy of the letter received from the local county
or tribal agency.

ForwardHealth

GR Retro Eligibility
Ste 50

313 Blettner Blvd
Madison WI 53784

M edicare Denial Occurs After the Submission Deadline

Description of the Exception

Documentation Requirements

Submission Address

This exception occurs when claims
submitted to Medicare (within 365 days
of the DOS) are denied by Medicare
after the 365-day submission deadline. A
waiver of the submission deadline will not
be granted when Medicare deniesa claim
for one of the following reasons:

. The charges were previously
submitted to Medicare.

. The member name and
identification number do not match.

. The services were previously
denied by Medicare.

. The provider retroactively applied
for Medicare enrollment and did
not become enrolled.

To receive consideration, the following must be submitted
within 90 days of the Medicare processing date:

. A copy of the Medicare remittance information.
. The appropriate Medicare disclaimer code must
be indicated on the claim.

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

Refund Request from an Other Health I nsurance Source

Description of the Exception

Documentation Requirements

Submission Address

This exception occurs when an other
health insurance source reviews a
previously paid claim and determines that
reimbursement was inappropriate.

Durable Medical Equipment

To receive consideration, the following documentation
must be submitted within 90 days from the date of
recoupment notification:

. A copy of the commercia health insurance
remittance information.

. A copy of the remittance information showing
recoupment for crossover claims when Medicare
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is recouping payment.

Retroactive Member Enrollment

Description of the Exception Documentation Requirements Submission Address
This exception occurs when a claim To receive consideration, the request must be submitted |ForwardHealth
cannot be submitted within the submission|within 180 days from the date the backdated enroliment | Timely Filing
deadline due to adelay in the was added to the member's enrollment information. In | Ste 50
determination of a member's retroactive |addition, "retroactive enrollment” must be indicated on 313 Blettner Blvd
enrolIment. the claim. Madison WI 53784
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Coordination of Benefits
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Archive Date: 11/01/2012

Coordination of Benefits:Commercial Health | nsurance

Topic #595

Assignment of | nsurance Benefits

Assignment of insurance benefits is the process by which a specified party (e.g., provider or policyholder) becomes entitled to
receive payment for claims in accordance with the insurance company policies.

Commercial health insurance companies may permit reimbursement to the provider or member. Providers should verify whether
commercia health insurance benefits may be assigned to the provider. Asindicated by the commercial 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 bill the commercial health insurance.

If the member is assigned insurance benefits, it is appropriate to submit a claim to ForwardHealth without billing the commercia

health insurance. In this instance providers should indicate the appropriate other insurance indicator. ForwardHealth will bill the
commercia health insurance.

Topic #3844

Claimsfor Services Denied by Commercial Health
| nsurance

If commercial health insurance denies or recoups payment for services that are covered, the provider may submit a claim for those
services. To alow payment in this situation, providers are encouraged to follow the requirements (e.g., 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).

Topic #598

Commercial Fee-for-Service

Fee-for-service commercial health insurance is the traditional health care payment system under which providers receive a
payment for each unit of service provided rather than a capitation payment for each member. Such insurance usually does not
restrict health care to a particular network of providers.

Topic #599

Commercial Managed Care

A commercia managed care plan provides coverage through a specified group of providersin a particular service area. The
providers may be under contract with the commercial health insurance and receive payment based on the number of patients seen
(i.e., capitation payment).

Commercial managed care plans require members to use a designated network of providers. Non-network providers (i.e.,
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providers who do not have a contract with the member's commercial managed care plan) will be reimbursed by the commercial
managed care plan only if they obtain areferral or provide an emergency service.

Except for emergency services and covered services that are not covered under the commercial managed care plan, members
enrolled in both a commercial managed care plan and BadgerCare Plus or Wisconsin Medicaid (i.e., state-contracted M CO, fee-
for-service) are required to receive services from providers affiliated with the commercial managed care plan. In this situation,
providers are required to refer the members to commercial managed care providers. Thisis necessary because commercia health
insurance is always primary to BadgerCare Plus.

BadgerCare Plus and Wisconsin Medicaid will not reimburse the provider if the commercial managed care plan denied or would
deny payment because a service otherwise covered under the commercial managed care plan was performed by a provider
outside the plan. In addition, if amember receives a covered service outside his or her commercial managed care plan, the
provider cannot collect payment from the member.

Topic #601

Definition of Commercial Health | nsurance

Commericia health insurance is defined as any type of health benefit not obtained from Medicare or Wisconsin Medicaid and
BadgerCare Plus. The insurance may be employer-sponsored or privately purchased. Commercial health insurance may be
provided on afee-for-service basis or through a managed care plan.

Topic #602

Discounted Rates

Providers of services that are discounted by commercia heath insurance should include the following on claims submitted:

. Their usua and customary charge.
. The appropriate other insurance indicator.
. The amount, if any, actually received from commercial health insurance as the amount paid by commercial health insurance.

Topic #596

Exhausting Commer cial Health I nsurance Sour ces

Providers are required to exhaust commercial health insurance sources before submitting claims to ForwardHealth. Thisis
accomplished by following the process indicated in the following steps. Providers are required to prepare complete and accurate
documentation of efforts to bill 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 EVS 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 commercial health insurance coverage.

If the member disputestheinformation asit isindicated in the EV'S, the provider should submit a completed 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.
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If the service does not require other health insurance billing, the provider should proceed in one of the following ways:

. The provider is encouraged to bill commercia health insurance if he or she believes that benefits are available.
Reimbursement from commercia health insurance may be greater than the Medicaid-allowed amount. If billing commercial
health insurance first, the provider should proceed to Step 3.

. The provider may submit a claim without indicating an other insurance indicator on the claim.

The provider may not bill ForwardHealth and commercia health insurance simultaneously. Simultaneous billing may constitute
fraud and interferes with ForwardHealth's ability to recover prior payments.

Step 3. Identify Assignment of Commercial Health Insurance Benefits

The provider should verify whether commercial health insurance benefits may be assigned to the provider. (Asindicated by
commercia 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:

. If theprovider isassigned benefits, the provider should bill commercial health insurance and proceed to Step 4.
. If the member isassigned insurance benefits, the provider may submit a claim (without billing commercia health
insurance) using the appropriate other insurance indicator.

If the commercia health insurance reimburses the member, the provider may collect the payment from the member. If the
provider receives reimbursement from ForwardHealth and the member, the provider is required to return the lesser amount to
ForwardHealth.

Step 4. Bill Commercial Health Insurance and Follow Up

If commercial health insurance denies or partially reimburses the 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 original 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.

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. Commercial remittance information should not be attached to
the claim.

Topic #263

Members Unable to Obtain Services Under Managed
CarePlan

Sometimes a member's enrollment file shows commercial managed care coverage, but the member is unable to receive services
from the managed care plan. Examples of such situations include the following:

. Children enrolled in a commercial managed care plan by a noncustodial parent if the custodial parent refuses to use the
coverage.

. Members enrolled in a commercia managed care plan who reside outside the service area of the managed care plan.

. Members enrolled in a commercial managed care plan who enter a nursing facility that limits the member's access to
managed care providers.
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In these situations, ForwardHealth will pay for services covered by both BadgerCare Plus or Medicaid and the commercia
managed care plan even though the services are obtained from providers outside the plan.

When submitting claims for these members, providers should do one of the following:
. Indicate "OI-Y" on paper claims.

. Refer to the Wisconsin PES Manual or the appropriate 837 companion guide to determine the appropriate other insurance
indicator for electronic claims.

Topic #604

Non-Reimbursable Commercial Managed Care Services

Providers are not reimbursed for the following:

. Services covered by acommercia managed care plan, except for coinsurance, copayment, or deductible.
. Services for which providers contract with a commercia managed care plan to receive a capitation payment for services.

Topic #605

Other Insurance Indicators

Other insurance indicators are used to report results of commercial health insurance billing and to report when existing insurance
was not hilled. Providers are required to use these indicators as applicable on professional, institutional, or dental claims submitted
for members with commercia health insurance. The intentional misuse of other insurance indicators to obtain inappropriate
reimbursement constitutes fraud.

Other insurance indicators identify the status and availability of commercia health insurance. The indicators alow providersto be
reimbursed correctly when the following occur:

. Commercial health insurance exists, does not apply, or when, for some valid reason, the provider is unable to obtain such
reimbursement by reasonable means.

. Commercia health insurance does not cover the service provided.

. Full or partia payment was made by commercia health insurance.

Providers should not use other insurance indicators when the following occur:

. Wisconsin's EV S indicates no commercia health insurance for the DOS.

. The service does not require other health insurance billing.

. Claim denials from other payers relating to NPI and related data should be resolved with that payer and not submitted to
ForwardHealth. Payments made in these situations may be recouped.

Documentation Requirements

Providers are required to prepare and maintain truthful, accurate, complete, legible, and concise documentation of efforts to hill
commercial health insurance sources to substantiate other insurance indicators used on any claim, according to DHS 106.02(9)(a),
Wis. Admin. Code.

Topic #603
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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.

. CrisisIntervention services.
. CRS.

. CSP services.

. Family planning services.

. PNCC services.

. Preventive pediatric services.
. SMV services.

Topic #769

Services Requiring Commercial Health Insurance Billing

If ForwardHealth indicates that the member has other commercial health insurance, the provider is required to bill the following
services to commercia health insurance before submitting claims to ForwardHeal th:

. Ambulance services, if provided as emergency services.

. Anesthetist services.

. Audiology services, unless provided in a nursing home or SNF.

. Blood bank services.

. Chiropractic services.

. Dental services.

. DME (rental or purchase), prosthetics, and hearing aids if the billed amount is over $10.00 per item.

. Home health services (excluding PC services).

. Hospice services.

. Hospital services, including inpatient or outpatient.

. Independent nurse, nurse practitioner, or nurse midwife services.

. Laboratory services.

. Medicare-covered services for members who have Medicare and commercial health insurance.

. Mental headlth/substance abuse services, including services delivered by providers other than physicians, regardless of POS.

. PT, OT, and SLP services, unless provided in a nursing home or SNF.

. Physician assistant services.

. Physician services, including surgery, surgical assistance, anesthesiology, or any service to a hospital inpatient. However,
physician services provided to awoman whose primary diagnosis indicates a high-risk pregnancy do not require
commercia health insurance hilling.

. Pharmacy services for members with verified drug coverage.

. Podiatry services.

. PDN services.

. Radiology services.

. RHC services.

. Skilled nursing home care, if any DOS iswithin 30 days of the date of admission. If benefits greater than 30 days are
available, the nursing home is required to continue to hill for them until those benefits are exhausted.

. Vision services over $50, unless provided in a home, nursing home, or SNF.
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If ForwardHealth indicates the member has other vision coverage, the provider is required to bill the following services to
commercial health insurance before submitting claims to ForwardHealth:

. Ophthalmology services.
. Optometrist services.

If ForwardHesalth indicates the member has Medicare Supplemental Plan Coverage, the provider is required to bill the following
services to commercia health insurance before submitting claims to ForwardHealth:

. Alcohol, betadine, and/or iodine provided by a pharmacy or medical vendor.

. Ambulance services.

. Ambulatory surgery center services.

. Breast reconstruction services.

. Chiropractic services.

. Dental anesthesia services.

. Home health services (excluding PC services).

. Hospital services, including inpatient or outpatient.

. Medicare-covered services.

. Osteopath services.

. Physician services.

. Skilled nursing home care, if any DOS is within 100 days of the date of admission. If benefits greater than 100 days are
available, the nursing home is required to continue to hill for them until those benefits are exhausted.

ForwardHealth has identified services requiring Medicare billing.
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Medicare

Topic #664

Acceptance of Assignment

In Medicare, "assignment” is a process through which a provider agrees to accept the Medicare-allowed amount as payment in
full. A provider who agrees to this amount is said to "accept assignment.”

A Medicare-enrolled provider performing a Medicare-covered service for adual eligible or QM B-Only member is required to
accept assignment of the member's Medicare Part A benefits. Therefore, Wisconsin Medicaid's total reimbursement for a
Medicare Part A-covered inpatient hospital service (i.e., any amount paid by other health insurance sources, any copayment or

deductible amounts paid by the member, and any amount paid by Wisconsin Medicaid or BadgerCare Plus) may not exceed the
Medicare-allowed amount.

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.

Topic #668

Claims Processed by Commercial Insurance That Is
Secondary to Medicare

If acrossover claim is aso processed by commercial health insurance that is secondary to Medicare (e.g., Medicare
supplemental), the claim will not be forwarded to ForwardHealth. After the claim has been processed by the commercia health
insurance, the provider should submit a provider-submitted crossover claim to ForwardHealth with the appropriate other
insurance indicator.

Topic #670

Claims That Do Not Require Medicare Billing

For services provided to dud eligibles, professional, institutional, and dental claims should be submitted to ForwardHealth without
first submitting them to Medicare in the following situations:

. The provider cannot be enrolled in Medicare.
. Theserviceisnot alowed by Medicare under any circumstance. Providers should note that claims are denied for services
that Medicare has determined are not medically necessary.

In these situations, providers should not indicate a Medicare disclaimer code on the claim.

Topic #704
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Claims That Fail to Cross Over

ForwardHealth must be able to identify the billing provider in order to report paid or denied Medicare crossover claims
information on the RA. Claims with an NPl that fails to appear on the provider's RA are an indication that there is a problem with
the matching and identification of the billing provider and the claims were denied.

ForwardHealth is not able to identify the billing provider on automatic crossover claims submitted by health care providersin the
following situations:

. Thehilling provider's NPI has not been reported to ForwardHealth.

. Thetaxonomy code has not been reported to ForwardHealth or is not indicated on the automatic crossover claim.

. Thebilling provider's practice location ZIP+4 code on file with ForwardHealth is required to identify the provider and is not
indicated on the automatic crossover claim.

If automatic crossover claims do not appear on the RA after 30 days of the Medicare processing date, providers are required to
resubmit the claim directly to ForwardHealth using the NPI that was reported to ForwardHealth as the primary NPI. Additionally,
the taxonomy code and the ZIP+4 code of the practice location on file with ForwardHealth are required when additional datais
needed to identify the provider.

Topic #667

Claimsfor Services Denied by Medicare

If Medicare denies or recoups payment for services provided to dua digibles that are covered by BadgerCare Plus or Wisconsin
Medicaid, the provider may submit a claim for those services directly to ForwardHealth. To allow payment by ForwardHealth in
this situation, providers are encouraged to follow BadgerCare Plus and Medicaid requirements (e.g., 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).

Topic #671

Crossover Claims

A Medicare crossover claim is a Medicare-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.

. Railroad Retirement Board carrier (also known as the Railroad Medicare carrier).

There are two types of crossover claims based on who submits them:

. Automatic crossover claims.
. Provider-submitted crossover claims.
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Automatic Crossover Claims
An automatic crossover claim is a claim that Medicare automatically forwards to ForwardHealth by the COBC.
Claims will be forwarded if the following occur:

. Medicare hasidentified that the services were provided to adua €ligible or a QMB-Only member.
. Theclaimisfor amember who is not enrolled in a Medicare Advantage Plan.

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:

. The automatic crossover claim does not appear on the ForwardHealth RA within 30 days of the Medicare processing date.

. The automatic crossover claim is denied and additional information may allow payment.

. Theclaimisfor amember who is enrolled in Medicare and commercial health insurance that is secondary to Medicare
(e.g., Medicare Supplemental).

. Theclaimisfor 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.

. Theclaimisfor amember who is enrolled in a Medicare Advantage Plan.

When submitting crossover claims directly, the following additional data may be required on the claim to identify the hilling and
rendering provider:

. The NPI that ForwardHealth has on file for the provider.
. Thetaxonomy code that ForwardHealth has on file for the provider.
. The ZIP+4 code that corresponds to the practice location address on file with ForwardHeal th.

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 #9077

Crossover Claimsfor Diabetic Supplies
Medicare Part B

Claims for dual eligibles enrolled in the BadgerCare Plus Standard Plan and Medicaid should first be submitted to Medicare Part
B. Claims that are reimbursed by Medicare Part B should automatically cross over to ForwardHealth. Claims that are reimbursed
by Medicare Part B that fail to cross over to ForwardHea th must be submitted on the 1500 Health Insurance Claim form with the
appropriate HCPCS procedure code.

Asareminder, if Medicare Part B denies a claim for diabetic supplies provided to a member who is covered by the Standard Plan
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or Medicaid, the provider may submit a claim for those services to ForwardHealth. Medicare Part B-denied crossover claims
must be submitted to ForwardHealth electronicaly, on a Compound Drug Claim form, or a Noncompound Drug Claim form with
an NDC and the appropriate other coverage code.

Medicare Part D

Diabetic supplies associated with the administration of insulin may be covered for members with Medicare Part D. Providers
should contact the member's Medicare Part D PDP for information about the PDP's diabetic supply policy.

Topic #672

Definition of Medicare

Medicare is a health insurance program for people 65 years of age or older, for certain people with disabilities under age 65, and
for people with ESRD. Medicare is a federal government program created under Title XVIII of the Social Security Act.

Medicare coverage is divided into four parts:

. Part A (i.e,, Hospital Insurance). Part A helpsto pay for medically necessary services, including inpatient hospital services,
services provided in critical access hospitals (i.e., small facilities that give limited inpatient services and outpatient servicesto
beneficiaries who reside in rural areas), services provided in skilled nursing facilities, hospice services, and some home
hedlth services.

. Pat B (i.e, Supplemental Medical Insurance). Part B helps to pay for medically necessary services, including physician
services, outpatient hospital services, and some other services that Part A does not cover (such as PT services, OT
services, and some home health services).

. Part C (i.e., Medicare Advantage).

. Part D (i.e, drug benefit).

Topic #684

Dual Eligibles

Dual eligibles are members who are eligible for coverage from Medicare (either Medicare Part A, Part B, or both) and Wisconsin
Medicaid or BadgerCare Plus.

Dual eligibles may receive coverage for the following:
. Medicare monthly premiums for Part A, Part B, or both.
. Coinsurance, copayment, and deductible for Medicare-allowed services.

. BadgerCare Plus- or Medicaid-covered services, even those that are not allowed by Medicare.

Topic #669

Exhausting M edicare Cover age

Providers are required to exhaust Medicare coverage before submitting claims to ForwardHealth. This is accomplished by
following these instructions. Providers are required to prepare complete and accurate documentation of efforts to bill Medicare to
substantiate Medicare disclaimer codes used on any claim.

\ Adjustment Request for Crossover Claim \
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The provider may submit a paper or electronic adjustment request. If submitting a paper Adjustment/Reconsideration Request
form, the provider should attach a copy of Medicare remittance information. (If thisis a Medicare reconsideration, copies of the
original and subsequent Medicare remittance information should be attached.)

Provider-Submitted Crossover Claim

The provider may submit a provider-submitted crossover claim in the following situations:

. Theclaimisfor amember who is enrolled in a Medicare Advantage Plan.

. The automatic crossover claim is not processed by ForwardHealth within 30 days of the Medicare processing date.

. ForwardHealth denied the automatic crossover claim and additional information may allow payment.

. Theclaimisfor amember who is enrolled in Medicare and commercial health insurance that is secondary to Medicare
(e.g., Medicare Supplemental).

. Theclaimisfor amember who was not enrolled in BadgerCare Plus at the time the service was submitted to Medicare for

payment, but the member was retroactively enrolled.”

When submitting provider-submitted crossover claims, the provider is required to follow al claims submission requirementsin
addition to the following:

. For dectronic claims, indicate the Medicare payment.
. For paper claims, the provider is required to the do the following:
v Attach Medicare's remittance information and refrain from indicating the Medicare payment.
o Indicate "MMC" in the upper right corner of the claim for services provided to members enrolled in a Medicare
Advantage Plan.

When submitting provider-submitted crossover claims for members enrolled in Medicare and commercia health insurance that is
secondary to Medicare, the provider is also required to do the following:

. Refrain from submitting the claim to ForwardHealth until after the claim has been processed by the commercia health
insurance.
. Indicate the appropriate other insurance indicator.

* Inthissituation, atimely filing appeals request may be submitted if the services provided are beyond the claims submission deadline. The
provider isrequired to indicate "retroactive enroliment" on the provider-submitted crossover claim and submit the claim with the Timely Filing
Appeals Request form. The provider isrequired to submit the timely filing appeals request within 180 days from the date the backdated
enrollment was added to the member'sfile.

Claim for Services Denied by Medicare

When Medicare denies payment for a service provided to adual eligible that is covered by BadgerCare Plus or Wisconsin
Medicaid, the provider may proceed as follows:

. Bill commercia health insurance, if applicable.

. Submit a claim to ForwardHealth using the appropriate Medicare disclaimer code. If applicable, the provider should
indicate the appropriate other insurance indicator. A copy of Medicare remittance information should not be attached to
the claim.

Crossover Claim Previously Reimbur sed

A crossover claim may have been previously reimbursed by Wisconsin Medicaid when one of the following has occured:

. Medicare reconsiders services that were previously not allowed.
. Medicare retroactively determines a member eligible.
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In these situations, the provider should proceed as follows:

. Refund or adjust Medicaid payments for services previously reimbursed by Wisconsin Medicaid.
. Bill Medicare for the services and follow ForwardHealth's procedures for submitting crossover claims.

Topic #687

Medicare Advantage

Medicare services may be provided to dua digibles or QM B-Only members on afee-for-service basis or through a Medicare
Advantage Plan. Medicare Advantage was formerly known as Medicare Managed Care (MMC), Medicare + Choice (MPC), or
Medicare Cost (Cost). Medicare Advantage Plans have a specia arrangement with the federd CM S and agree to provide al
Medicare benefits to Medicare beneficiaries for a fee. Providers may contact Medicare for alist of Medicare Advantage Plansin
Wisconsin and the insurance companies with which they are associated.

Paper Crossover Claims

Providers are required to indicate "MMC" in the upper right corner of provider-submitted crossover claims for services provided
to members enrolled in a Medicare Advantage Plan. The claim must be submitted with a copy of the Medicare EOMB. Thisis
necessary in order for ForwardHealth to distinguish whether the claim has been processed as commercial managed care or
Medicare managed care.

Reimbursement Limits

Reimbursement limits on Medicare Part B services are applied to all Medicare Advantage Plan copayment amounts in accordance
with federal law. This may reduce reimbursement amounts in some cases.

Topic #688

M edicar e Disclaimer Codes

Medicare disclaimer codes are used to ensure consistent reporting of common hilling situations for dual eligibles. Refer to claim
instructions for Medicare disclaimer codes and their descriptions. The intentional misuse of Medicare disclaimer codes to obtain
inappropriate reimbursement from ForwardHealth constitutes fraud.

Medicare disclaimer codes identify the status and availability of Medicare benefits. The code allows a provider to be reimbursed
correctly by ForwardHealth when Medicare benefits exist or when, for some valid reason, the provider is unable to obtain such
benefits by reasonable means.

When submitting a claim for a covered service that was denied by Medicare, providers should resubmit the claim directly to
ForwardHealth using the appropriate Medicare disclaimer code.

Documentation Requirements

Providers are required to prepare and maintain truthful, accurate, complete, legible, and concise documentation of efforts to hill
Medicare to substantiate Medicare disclaimer codes used on any claim, according to DHS 106.02(9)(a), Wis. Admin. Code.

Topic #689
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M edicar e Enrollment

Some providers may become retroactively enrolled in Medicare. Providers should contact Medicare for more information about
retroactive enrollment.

Servicesfor Dual Eligibles

As stated in DHS 106.03(7), Wis. Admin. Code, a provider is required to be enrolled in Medicare if both of the following are
true;

. Heor she provides a Medicare Part A service to adual eligible.
. Heor she can be enrolled in Medicare.

If aprovider can be enrolled in Medicare but chooses not to be, the provider is required to refer dual eligibles to another
Medicaid-enrolled provider who is enrolled in Medicare.

Servicesfor Qualified Medicare Beneficiary-Only Members

Because QM B-0Only members receive coverage from Wisconsin Medicaid only for services alowed by Medicare, providers who
are not enrolled in Medicare are required to refer QM B-Only members to another Medicaid-enrolled provider who is enrolled in
Medicare.

Topic #3457

Medicare L ate Fees

Medicare assesses a late fee when providers submit a claim after Medicare's claim submission deadline has passed. Claims that
cross over to ForwardHealth with a Medicare late fee are denied for being out of balance. To identify these claims, providers
should reference the Medicare remittance information and check for ANSI code B4 (late filing penalty), which indicates a late fee
amount deducted by Medicare.

ForwardHealth considers a late fee part of Medicare's paid amount for the claim because Medicare would have paid the

additional amount if the claim had been submitted before the Medicare claim submission deadline. ForwardHealth will not
reimburse providers for late fees assessed by Medicare.

Resubmitting M edicare Crossover Claimswith L ate Fees

Providers may resubmit to ForwardHealth crossover claims denied because the claim was out of balance due to a Medicare late
fee. The claim may be submitted on paper, submitted electronically using the ForwardHealth Portal, or submitted as an 837
transaction.

Paper Claim Submissions

When resubmitting a crossover claim on paper, include a copy of the Medicare remittance information so ForwardHealth can
determine the amount of the late fee and apply the correct reimbursement amount.

Electronic Claim Submissions

When resubmitting a claim via the Portal or an electronic 837 transaction (including PES software submissions), providers are
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required to balance the claim's paid amount to reflect the amount Medicare would have paid before Medicare subtracted a late
fee. Thisisthe amount that ForwardHealth considers when adjudicating the claim. To balance the claim's paid amount, add the
late fee to the paid amount reported by Medicare. Enter this amount in the Medicare paid amount field.

For example, the Medicare remittance information reports the following amounts for a crossover claim:
. Billed Amount: $110.00.
. Allowed Amount: $100.00.
. Coinsurance: $20.00.
. Late Fee $5.00.
. Paid Amount: $75.00.
Since ForwardHealth considers the late fee part of the paid amount, providers should add the | ate fee to the paid amount reported

on the Medicare remittance. In the example above, add the late fee of $5.00 to the paid amount of $75.00 for atotal of $80.00.
The claim should report the Medicare paid amount as $80.00.

Topic #690

M edicar e Retroactive Eligibility

If amember becomes retroactively eligible for Medicare, the provider is required to refund or adjust any payments for the
retroactive period. The provider is required to then bill Medicare for the services and follow ForwardHealth's procedures for
submitting crossover claims. Claims found to be in conflict with this program requirement will be recouped.

Topic #3895

Modifier for Catastrophe/Disaster-Related Crossover
Claims

ForwardHealth accepts modifier "CR" (Catastrophe/disaster related) on Medicare crossover claims (both 837P transactions and
1500 Hedlth Insurance Claim Forms) to accommodate the emergency health care needs of dua eligibles and QMB-Only
members affected by disasters. The CM S Web site contains more information.

Topic #4957

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 crossover to ForwardHealth.

Electronic Professional Crossover Claims

Providers submitting crossover claims electronically must indicate all Medicare coinsurance, copayment, and psychiatric reduction
amounts at the detail level. If the Medicare coinsurance, copayment, and psychiatric reduction amounts are indicated at the header
level, the claim will be denied. Providers may indicate deductibles in either the header or detail level.

When submitting electronic Medicare crossover claims, providers should not submit paper EOMB as an attachment. Providers
should, however, be sure to complete Medicare CAS segments when submitting 837 transactions.
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Paper Professional Crossover Claims Require Provider Signature

All paper provider-submitted crossover claims submitted on the 1500 Health Insurance Claim Form require a provider signature
and date in Element 31. The words "signature on file" are not acceptable. Provider-submitted crossover claims without a signature
or date are denied or are subject to recoupment. The provider signature requirement for paper crossover claimsis the same
requirement for all other paper 1500 Health Insurance Claims.

Topic #692

Qualified Medicare Beneficiary-Only Members

QMB-0nly members are alimited benefit category of Medicaid members. They are eligible for coverage from Medicare (either
Part A, Part B, or both) and limited coverage from Wisconsin Medicaid. QMB-Only members receive Medicaid coverage for the
following:

. Medicare monthly premiums for Part A, Part B, or both.
. Coinsurance, copayment, and deductible for Medicare-allowed services.

QMB-Only members do not receive coverage from Wisconsin Medicaid for services not allowed by Medicare. Therefore,
Wisconsin Medicaid will not reimburse for servicesiif either of the following occur:

. Medicare does not cover the service.
. The provider is not enrolled in Medicare.

Topic #686

Reimbursement for Crossover Claims

Professional Crossover Claims

State law limits reimbursement for coinsurance and copayment of Medicare Part B-covered services provided to dual eligibles and
QMB-Only members.

Total payment for a Medicare Part B-covered service (i.e., any amount paid by other health insurance sources, any copayment or
spenddown amounts paid by the member, and any amount paid by Wisconsin Medicaid) may not exceed the Medicare-allowed
amount. Therefore, Medicaid reimbursement for coinsurance or copayment of a Medicare Part B-covered serviceis the lesser of
the following:

. The Medicare-allowed amount less any amount paid by other health insurance sources and any copayment or spenddown
amounts paid by the member.

. The Medicaid-allowed amount less any amount paid by other health insurance sources and any copayment or spenddown
amounts paid by the member.

The following table provides three examples of how the limitations are applied.

Reimbursement for Coinsurance or Copayment of Medicare Part B-Covered Services
. Example
Explanation
1 2 3
Provider's billed amount $120 ($120 |$120
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Medicare-allowed amount $100 ($100 |$100
Medicaid-allowed amount (e.g., maximum alowable fee, rate-per-visit) |$90 |$110 |$75
Medicare payment $80 $80 |$80
Medicaid payment $10 ($20 (%0

Outpatient Hospital Crossover Claims

Detail-level information is used to calculate pricing for al outpatient hospital crossover claims and adjustments. Details that
Medicare paid in full or that Medicare denied in full will not be considered when pricing outpatient hospital crossover claims.
Medicare deductibles are paid in full.

Providers may use the following steps to determine how reimbursement was calcul ated:

1. Sumall of the detail Medicare-paid amounts to establish the Claim Medicare-paid amount.

2. Sum all of the detail Medicare coinsurance or copayment amounts to establish the Claim Medicare coinsurance or
copayment amount.

3. Multiply the number of DOS by the provider's rate-per-visit. For example, $100 (rate-per-visit) x 3 (DOS) = $300. Thisis
the Medicaid gross alowed amount.

4. Compare the Medicaid gross alowed amount calculated in step 3 to the Claim Medicare paid amount calculated in step 1.
If the Medicaid gross allowed amount is less than or equal to the Medicare paid amount, Wisconsin Medicaid will make no
further payment to the provider for the claim. If the Medicaid gross allowed amount is greater than the Medicare-paid
amount, the difference establishes the Medicaid net allowed amount.

5. Compare the Medicaid net allowed amount calculated in step 4 and the Medicare coinsurance or copayment amount
caculated in step 2. Wisconsin Medicaid reimburses the lower of the two amounts.

| npatient Hospital Services

State law limits reimbursement for coinsurance, copayment and deductible of Medicare Part A-covered inpatient hospital services
for dud eligibles and QM B-Only members.

Wisconsin Medicaid's total reimbursement for a Medicare Part A-covered inpatient hospital service (i.e., any amount paid by
other health insurance sources, any copayment or deductible amounts paid by the member, and any amount paid by Wisconsin
Medicaid or BadgerCare Plus) may not exceed the Medicare-alowed amount. Therefore, Medicaid reimbursement for
coinsurance, copayment, and deductible of a Medicare Part A-covered inpatient hospital service is the lesser of the following:

. The difference between the Medicaid-alowed amount and the Medicare-paid amount.
. The sum of Medicare coinsurance, copayment, and deductible.

The following table provides three examples of how the limitations are applied.

Reimbursement for Medicare Part A-Covered Inpatient Hospital Services Provided To Dual Eligibles
i Example
Explanation
1 2 3
Provider's hilled amount $1,200 |$1,200 ($1,200
M edicare-allowed amount $1,000 {$1,000 |$1,000
Medicaid-allowed amount (e.g., diagnosis-related group or per diem) $1,200 |$750 |$750
Medicare-paid amount $1,000 [$800 |$500
Difference between Medicaid-allowed amount and Medicare-paid amount $200 |($-50) |$250
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Medicare coinsurance, copayment and deductible $0 $200 |$500
Medicaid payment $0 $0 $250
Topic #770

Services Requiring M edicare Billing

If Wisconsin's EV S indicates Medicare + Choice, the provider is required to bill the following services to the Medicare Advantage
Plan before submitting claims to ForwardHealth:

. Ambulance services.

. Ambulatory surgery center services.

. Chiropractic services.

. Dental anesthesia services.

. Home health services (excluding PC services).

. Hospital services, including inpatient or outpatient.
. Medicare-covered services.

. Osteopath services.

. Physician services.

If the EVSindicates Medicare Cogt, the provider is required to hill the following services to the Medicare Advantage Plan before
submitting claims to ForwardHealth:

. Ambulance services.
. Home hedlth services (excluding PC services).
. Medicare-covered services.

ForwardHealth has identified services requiring commercia health insurance billing.
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Other Coverage | nformation

Topic #4940

After Reporting Discrepancies

After receiving an Other Coverage Discrepancy Report, 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:

. The provider verifies through Wisconsin's EV S that the member's other coverage information has been updated.
. The provider receives a written explanation.

Topic #4941

Coverage Discrepancies

Maintaining complete and accurate insurance information may result in fewer claim denias. Providers are an important source of
other coverage information as they are frequently the first to identify coverage discrepancies.

Topic #609

| nsurance Disclosure Program

ForwardHealth receives policyholder files from most major commercial health insurance companies on a monthly basis.
ForwardHealth then compares this information with member enroliment files. If a member has commercial health insurance,
ForwardHealth revises the member's enrollment file with the most current information.

The insurance company is solely responsible for the accuracy of this data. If the insurance company provides information that is
not current, ForwardHealth's files may be inaccurate.

Topic #610

Maintaining Accurate and Current Records

ForwardHealth uses many sources of information to keep accurate and current records of a member's other coverage, including
the following:

. Insurance Disclosure program.

. Providers who submit an Other Coverage Discrepancy Report form.
. Member certifying agencies.

. Members.
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The information about a member's other health insurance coverage in the member files may be incomplete or incorrect if
ForwardHeal th received inaccurate information from the other health insurance source or the member's certifying agency.

Topic #4942

Reporting Discrepancies

Providers are encouraged to report discrepancies to ForwardHealth by submitting the Other Coverage Discrepancy Report form.
Providers are asked to complete the form in the following situations:

. The provider is aware of other coverage information that is not indicated by Wisconsin's EVS.

. The provider received other coverage information that contradicts the information indicated by the EVS.

. A claim is denied because the EV S indicates commercial managed care coverage but the coverage is not available to the
member (e.g., the member does not live in the plan's service area).

Providers should not use the 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.
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Provider-Based Billing

Topic #660

Purpose of Provider-Based Billing

The purpose of provider-based billing is to reduce costs by ensuring that providers receive maximum reimbursement from other
health insurance sources that are primary to BadgerCare Plus or Wisconsin Medicaid. For example, a provider-based hilling claim
is created when BadgerCare Plus or Wisconsin Medicaid pays a claim and later discovers that other coverage exists or was made
retroactive. Since BadgerCare Plus and Wisconsin Medicaid benefits are secondary to those provided by most other health
insurance sources, providers are required to seek reimbursement from the primary payer, as stated in DHS 106.03(7), Wis.
Admin. Code.

Topic #658

Questions About Provider-Based Billing

For questions about provider-based billing claims that are within the 120-day limit, providers may call the Coordination of Benefits
Unit at (608) 221-4746. Providers may fax the corresponding Provider-Based Billing Summary to (608) 221-4567 at the time of
the telephone call.

For questions about provider-based billing claims that are not within the 120-day limit, providers may call Provider Services.

Topic #661

Receiving Notification
When a provider-based billing claim is created, the provider will receive the following:

. A notification letter.

. A Provider-Based Billing Summary. The Summary lists each claim from which a provider-based billing claim was created.
The summary also indicates the corresponding primary payer for each claim.

. Provider-based billing claim(s). For each claim indicated on the Provider-Based Billing Summary, the provider will receive
aprepared provider-based billing claim. This claim may be used to bill the other health insurance source; the claim includes
al of the other health insurance source's information that is available.

If amember has coverage through multiple other health insurance sources, the provider may receive additiona Provider-Based
Billing Summaries and provider-based billing claims for each other health insurance source that is on file.

Topic #659

Responding to ForwardHealth After 120 Days

If aresponse is not received within 120 days, the amount originally paid by BadgerCare Plus or Wisconsin Medicaid will be
withheld from future payments. Thisis not afinal action. To receive payment after the original payment has been withheld,
providers are required to submit the required documentation to the appropriate address as indicated in the following tables. For
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DOS that are within claims submission deadlines, providers should refer to the first table. For DOS that are beyond claims
submission deadlines, providers should refer to the second table.

Within Claims Submission Deadlines

(i.e., enrollment dates) reported by the
EVSisinvalid.

procedures after verifying that the member's other

coverage information has been updated by using
the EV'S (do not use the prepared provider-
based billing claim).

Scenario Documentation Requirement Submission Address
The provider discovers through the EV S|A claim according to normal claims submission ForwardHealth
that ForwardHealth has removed or procedures (do not use the prepared provider-based  |Claims and Adjustments
enddated the other health insurance billing claim). 313 Blettner Blvd
coverage from the member'sfile. Madison WI 53784
The provider discoversthat the . An Other Coverage Discrepancy Report form. | Send the Other Coverage
member's other coverage information . A claim according to normal claims submission  |Discrepancy Report form to

the address indicated on the
form.

Send the claim to the
following address:

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

The other health insurance source
reimburses or partially reimburses the
provider-based hilling claim.

. A claim according to normal claims submission
procedures (do not use the prepared provider-
based hilling claim).

. The appropriate other insurance indicator.

. The amount received from the other health
insurance source.

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI| 53784

The other health insurance source denies
the provider-based billing claim.

. A claim according to normal claims submission
procedures (do not use the prepared provider-
based hilling claim).

. The appropriate other insurance indicator or
Medicare disclaimer code.

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI| 53784

The commercia health insurance carrier
does not respond to an initial and
follow-up provider-based billing claim.

. A claim according to normal claims submission
procedures (do not use the prepared provider-
based billing claim).

. The appropriate other insurance indicator.

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

Beyond Claims Submission Deadlines

member's other coverage
information (i.e., enrollment dates)

Durable Medical Equipment

. After using the EVS to verify that the member's

other coverage information has been updated,
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Scenario Documentation Requirement Submission Address
The provider discovers through the . A claim (do not use the prepared provider-based  |ForwardHealth
EV Sthat ForwardHealth has hilling claim). Timely Filing
removed or enddated the other . A Timely Filing Appeals Request form according to |Ste 50
health insurance coverage from the normal timely filing appeals procedures. 313 Blettner Blvd
member'sfile. Madison WI 53784
The provider discovers that the . An Other Coverage Discrepancy Report form. Send the Other Coverage

Discrepancy Report form to
the address indicated on the
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include both of the following:
o A claim (do not use the prepared provider-
based billing claim.)
o A Timely Filing Appeals Request form

Wisconsin Medicaid

form.

Send the timely filing appeals
request to the following

billing claim.

according to normal timely filing appeds address:
procedures.
ForwardHealth
Timely Filing
Ste 50
313 Blettner Blvd
Madison WI 53784
The commercia health insurance . A claim (do not use the prepared provider-based  |ForwardHealth
carrier reimburses or partialy billing claim). Timely Filing
reimburses the provider-based . Indicate the appropriate other insurance indicator.  |Ste 50

. Indicate the amount received from the commercial

insurance.

. A Timely Filing Appeals Reguest form according to

normal timely filing appeals procedures.

313 Blettner Blvd
Madison WI 53784

The other health insurance source
denies the provider-based hilling
claim.

. A claim (do not use the prepared provider-based

hilling claim).

. The appropriate other insurance indicator or

Medicare disclaimer code.

. A Timely Filing Appeals Request form according to

normal timely filing appeals procedures.

. The Provider-Based Billing Summary.
. Documentation of the denial, including any of the

following:

o Remittance information from the other health
insurance source.

o A written statement from the other health
insurance source identifying the reason for
denial.

o A letter from the other health insurance source
indicating a policy termination date that proves
that the other hedth insurance source paid the
member.

o A copy of the insurance card or other
documentation from the other health insurance
source that indicates that the policy provides
limited coverage such as pharmacy, dental, or
Medicare supplemental coverage only.

. TheDOS, other health insurance source, billed

amount, and procedure code indicated on the
documentation must match the information on the
Provider-Based Billing Summary.

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

The commercid health insurance
carrier does not respond to an initial
and follow-up provider-based
hilling claim.

Durable Medical Equipment

. A claim (do not use the prepared provider-based

hilling claim).

. The appropriate other insurance indicator.
. A Timely Filing Appeals Request form according to

normal timely filing appeals procedures.
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Topic #662

Responding to ForwardHealth Within 120 Days

Within 120 days of the date on the Provider-Based Billing Summary, the Provider-Based Billing Unit must receive documentation
verifying that one of the following occurred:

. The provider discovers through the EV S that ForwardHealth has removed or enddated the other health insurance coverage
from the member'sfile.

. The provider verifies that the member's other coverage information reported by ForwardHealth isinvalid.

. The other health insurance source reimbursed or partially reimbursed the provider-based billing claim.

. The other health insurance source denied the provider-based hilling claim.

. The other hedth insurance source failed to respond to an initial and follow-up provider-based billing claim.

When responding to ForwardHealth within 120 days, providers are required to submit the required documentation to the
appropriate address as indicated in the following table. If the provider's response to ForwardHealth does not include all of the
required documentation, the information will be returned to the provider. The provider is required to send the complete information
within the original 120-day limit.

Scenario Documentation Requirement Submission Address
The provider discovers . The Provider-Based Billing Summary. ForwardHedth
through the EV S that . Indication that the EV'S no longer reports the member's other  |Provider-Based Billing
ForwardHealth has removed coverage. PO Box 6220
or enddated the other health Madison WI 53716-0220
insurance coverage from the Fax (608) 221-4567
member'sfile.
The provider discovers that . The Provider-Based Billing Summary. ForwardHealth
the member's other coverage . One of the following: Provider-Based Billing
information (i.e., enrollment o The name of the person with whom the provider spoke |PO Box 6220
dates) reported by the EVS and the member's correct other coverage information. Madison WI 53716-0220
isinvalid. o A printed page from an enroliment Web site containing  |Fax (608) 221-4567

the member's correct other coverage information.

The other health insurance . The Provider-Based Billing Summary. ForwardHedth

source reimburses or partially . A copy of the remittance information received from the other  |Provider-Based Billing

reimburses the provider- health insurance source. PO Box 6220

based billing claim. . The DOS, other health insurance source, billed amount, and Madison WI 53716-0220
procedure code indicated on the other insurer's remittance Fax (608) 221-4567
information must match the information on the Provider-Based
Billing Summary.

Note: In this situation, ForwardHealth will initiate an adjustment if the
amount of the other health insurance payment does not exceed the
allowed amount (even though an adjustment request should not be
submitted). However, providers (except nursing home and hospital
providers) may issue a cash refund. Providers who choose this option
should include a refund check but should not use the Claim Refund
form.

The other health insurance . The Provider-Based Billing Summary. ForwardHealth
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source denies the provider- . Documentation of the denial, including any of the following: Provider-Based Billing
based billing claim. o Remittance information from the other health insurance  |PO Box 6220
source. Madison WI 53716-0220

o A letter from the other health insurance source indicating |Fax (608) 221-4567
apolicy termination date that precedes the DOS.

o Documentation indicating that the other health insurance
source paid the member.

o A copy of theinsurance card or other documentation
from the other health insurance source that indicates the
policy provides limited coverage such as pharmacy,
dental, or Medicare supplemental coverage.

. The DOS, other health insurance source, billed amount, and
procedure code indicated on the documentation must match the
information on the Provider-Based Billing Summary.

The other health insurance . The Provider-Based Billing Summary. ForwardHealth
source fails to respond to the . Indication that no response was received by the other health Provider-Based Billing
initial and follow-up insurance source. PO Box 6220

provider-based billing claim. . Indication of the dates that the initial and follow-up provider-  |Madison WI 53716-0220
based hilling claims were submitted to the other health insurance |Fax (608) 221-4567
source.

Topic #663

Submitting Provider-Based Billing Claims

For each provider-based billing claim, the provider is required to send a claim to the appropriate other health insurance source.
The provider may use the claim prepared by ForwardHealth or produce his or her own claim. If the other health insurance source
requires information beyond what is indicated on the prepared claim, the provider should add that information to the claim. The
providers should also attach additional documentation (e.g., Medicare's remittance information) if required by the other health
insurance source.
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Reimbursement for Services Provided for Accident Victims

Topic #657

Billing Options
Providers may choose to seek payment from either of the following:

. Civil lighilities (e.g., injuries from an automobile accident).
. Worker's compensation.

However, as stated in DHS 106.03(8), Wis. Admin. Code, BadgerCare Plus and Wisconsin Medicaid will not reimburse
providers if they receive payment from either of these sources.

The provider may choose a different option for each DOS. For example, the decision to submit one claim to ForwardHealth does
not mean that all claims pertaining to the member's accident must be submitted to ForwardHealth.

Topic #829

Points of Consider ation

Providers should consider the time and costs involved when choosing whether to submit a claim to ForwardHealth or seek
payment from a settlement.

Time
Providers are not required to seek payment from worker's compensation or civil ligbilities, rather than seeking reimbursement from

BadgerCare Plus or Wisconsin Medicaid, because of the time involved to settle these cases. While some worker's compensation
cases and certain civil liability cases may be settled quickly, others may take several years before settlement is reached.

Costs

Providers may receive more than the allowed amount from the settlement; however, in some cases the settlement may not be
enough to cover al costsinvolved.

Topic #3826

Seeking Payment from Settlement

After choosing to seek payment from a settlement, the provider may instead submit the claim to ForwardHealth aslong asiit is
submitted before the claims submission deadline. For example, the provider may instead choose to submit the claim to
ForwardHealth because no reimbursement was received from the liability settlement or because a settlement has not yet been
reached.

Topic #3827
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Submitting Claimsto ForwardHealth

If the provider chooses to submit a claim to ForwardHealth, he or she may not seek further payment for that claim in any liability
settlement that may follow. Once a claim is submitted to ForwardHealth, the provider may not decide to seek reimbursement for
that claim in aliability settlement. Refunding payment and then seeking payment from a settlement may congtitute a felony. If a
settlement occurs, ForwardHedlth retains the sole right to recover medical costs.

Providers are required to indicate when services are provided to an accident victim on claims submitted to ForwardHeal th. If the
member has other health insurance coverage, the provider is required to exhaust the other health insurance sources before
submitting the claim to ForwardHealth.
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Covered and Noncovered
Services
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Archive Date:11/01/2012

Covered and Noncovered Services:Back-up Durable M edical
Equipment

Topic #1730

Back-up Durable M edical Equipment

Back-up or secondary DME is defined as an identical or similar piece of DME to one already in use that is used to meet the same
medical need for the member. The purchase or rental of a second, identical or similar piece of DME is covered when the medical
necessity criteria for its use is met or when it is determined that, if the primary piece of DME breaks down or malfunctions, it could
result in immediate life-threatening consegquences for the member.

The maximum reimbursement for back-up or secondary DME is one-half the maximum allowable fee for purchase or one-half the
maximum daily rental reimbursement for the primary piece of DME.

Providers are required to use modifier "TW" (backup equipment) when requesting PA and submitting claims for:

. Two identical or similar pieces of DME.
. A back-up/secondary piece of DME that isidentical or similar to DME aready in use.

The following list of procedure codes includes all DME for which Wisconsin Medicaid allows reimbursement. If a DME item is not
on the list, then Wisconsin Medicaid does not provide reimbursement for the back-up or secondary piece of the item.

Allowable M odifiers
52 = Reduced services RR = Rental
TW = Back-up equipment

QE = Prescribed amount of oxygen is less than 1 liter per minute (LPM)

QG = Prescribed amount of oxygen is greater than 4 liters per minute (LPM)

Procedure | Modifier .
Code © Description
B9002 TW Enteral nutrition infusion pump with alarm
B9002 RR, TW |Entera nutrition infusion pump with alarm
B9004 TW Parenteral nutrition infusion pump, portable
B9004 RR, TW |Parenteral nutrition infusion pump, portable
B9006 TW Parentera nutrition infusion pump, stationary
B9006 RR, TW  |Parentera nutrition infusion pump, stationary
Stationary compressed gaseous oxygen system, rental; includes container, contents, regulator,
E0424 RR, TW - : .
flowmeter, humidifier, nebulizer, cannula or mask, and tubing
E0424 RR, TW, |Stationary compressed gaseous oxygen system, rental; includes container, contents, regulator,
QE flowmeter, humidifier, nebulizer, cannula or mask, and tubing
£0424 RR, TW, |Stationary compressed gaseous oxygen system, rental; includes container, contents, regulator,
QG flowmeter, humidifier, nebulizer, cannula or mask, and tubing
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E0431 RR. TW Portable gaseous oxygen g/stem, rental; includes portable container, regulator, flowmeter, humidifier,
cannula or mask, and tubing
Portable liquid oxygen system, rental; includes portable container, supply reservoir, humidifier,
E0434 RR, TW . :
flowmeter, refill adaptor, contents gauge, cannula or mask, and tubing
£0439 RR, TW Stathnary liquid oxygen system, reqtal ; includes container, contents, regulator, flowmeter, humidifier,
nebulizer, cannula or mask, and tubing
RR, TW, |Stationary liquid oxygen system, rental; includes container, contents, regulator, flowmeter, humidifier,
E0439 . .
QE nebulizer, cannula or mask, and tubing
RR, TW, |Stationary liquid oxygen system, rental; includes container, contents, regulator, flowmeter, humidifier,
E0439 . ;
QG nebulizer, cannula or mask, and tubing
E0450 RR. TW Volume ventilator, stationary or portable, with backup rate feature, used with invasive interface (e.g.,
tracheostomy tube)
RR, TW, |Volume ventilator, stationary or portable, with backup rate feature, used with invasive interface (e.g.,
E0450
52 tracheostomy tube)
E044 RR, TW  |Pressure ventilator with pressure control, pressure support and flow triggering features
E0454 g;  TW, Pressure ventilator with pressure control, pressure support and flow triggering features
E0460 TW Negative pressure ventilator; portable or stationary
E0460 RR, TW  |Negative pressure ventilator; portable or stationary
Respiratory assist device, bi-level pressure capability, with backup rate feature, used with invasive
E0472 TW interface, e.g., tracheostomy tube (intermittent assist device with continuous positive airway pressure
device)
Respiratory assist device, bi-level pressure capability, with backup rate feature, used with invasive
E0472 RR, TW |interface, e.g., tracheostomy tube (intermittent assist device with continuous positive airway pressure
device)
RR TW Respiratory assist device, bi-level pressure capability, with backup rate feature, used with invasive
E0472 52 ’ " |interface, e.g., tracheostomy tube (intermittent assist device with continuous positive airway pressure
device)
E0550 W Humldlfler, durable for extensive supplemental humidification during |PPB treatments or oxygen
delivery
E0550 RR, TW Hum|d|f|er, durable for extensive supplemental humidification during |PPB treatments or oxygen
delivery
E0560 TW Humidifier, durable for supplemental humidification during IPPB treatment or oxygen delivery
E0560 RR, TW  |Humidifier, durable for supplemental humidification during IPPB treatment or oxygen delivery
E0565 TW Compressor, air power source for equipment which is not self-contained or cylinder driven
E0565 RR, TW |Compressor, air power source for equipment which is not self-contained or cylinder driven
E0570 TW Nebulizer, with compressor
EO570 RR, TW  |Nebulizer, with compressor
E0575 TW Nebulizer, ultrasonic, large volume
E0575 RR, TW |Nebulizer, ultrasonic, large volume
E0580 TW Nebulizer, durable, glass or autoclavable plastic, bottle type, for use with regulator or flowmeter
E0585 TW Nebulizer, with compressor and heater
E0585 RR, TW  |Nebulizer, with compressor and heater
E0600 TW Respiratory suction pump, home model, portable or stationary, electric
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E0600 RR, TW |Respiratory suction pump, home model, portable or stationary, electric
EQ776 T™W IV pole
EQ776 RR, TW |IV pole
Ambulatory infusion pump, single or multiple channels, electric or battery operated, with
E0781 T™W S ) ;
administrative equipment, worn by patient
E0781 RR. TW Amt_)u! atory infus on pump, s ngle or mult| ple channels, electric or battery operated, with
administrative equipment, worn by patient
E0791 TW Parenteral infusion pump, stationary, single or multichannel
E0791 RR, TW  |Parenteral infusion pump, stationary, single or multichannel
E1372 T™W Immersion external heater for nebulizer
E1372 RR, TW |Immersion external heater for nebulizer
Oxygen concentrator, single delivery port, capable of delivering 85 percent or greater oxygen
E1390 T™W . .
concentration at the prescribed flow rate
Oxygen concentrator, single delivery port, capable of delivering 85 percent or greater oxygen
E1390 RR, TW : .
concentration at the prescribed flow rate
E1390 RR, TW, |Oxygen concentrator, single delivery port, capable of delivering 85 percent or greater oxygen
QE concentration at the prescribed flow rate
£1390 RR, TW, |Oxygen concentrator, single delivery port, capable of delivering 85 percent or greater oxygen
QG concentration at the prescribed flow rate
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Codes

Topic #1731

Adaptive Equipment

The following table lists the adaptive equipment covered by BadgerCare Plus, aong with the "U" modifiers, life expectancies,
maximum allowable fees, and quantity limits for the equipment. Each "U" modifier assigned with HCPCS procedure code A9900
(Miscellaneous DME supply, accessory, and/or service component of another HCPCS code) represents a specific piece of
adaptive equipment. For example, code A9900 with modifier "U6" represents a universal cuff.

Providers should use code A9900 and the applicable "U" modifier when submitting claims for covered adaptive equipment. PA is
not required for the equipment in the table. The only alowable POS code for adaptive equipment is “12" (home).

Adaptive Equipment Pr(():c;(jjgre M odifier Explc_aclzftzncy QLE?:;tiltty

Adaptive eating utensil, weighted handle, any size, style, or shape (limit |A9900 Ul 2 years 3
one each: knife, fork, and spoon, as needed)

Adaptive eating utensil, non-weighted handle, any size, style, or shape |A9900 uz2 2 years 3
(limit one each: knife, fork, and spoon, as needed)

Rocker knife A9900 U3 3years 1
Plate guard A9900 U4 2 years 1
Scoop dish A9900 U5 3years 1
Universal cuff A9900 ué6 1year 1
Dycem (any size or shape) A9900 u7 4 years 1
Sock/stocking aid A9900 U9 3years 1
Dressing stick A9900 UA 2 years 1
Long-handled shoe horn A9900 uB 2 years 1
Hand-held shower (includes diverter spout) A9900 uc 8 years 1
Adaptive hygiene aids, such as long-handled sponge A9900 ubD 1-3years 1

Asstated in DHS 107.24(2), Wis. Admin. Code, covered services are limited to items contained in the DME Index. Items not
listed in the preceding table require PA; they may be submitted for consideration using procedure code E1399 (Durable medical
equipment, miscellaneous). Documentation submitted with the PA request must include a complete description of the nature,
extent, and medical need for the equipment.

Topic #471

Cochlear Implant and Bone-Anchored Hearing Aid
Surgeries

Allowable Procedure Codes for Billing Cochlear Implant and Bone-
Anchored Hearing Aids
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Providers should use the following procedure code information when billing for and submitting PA requests for cochlear implants
and bone-anchored hearing aids.

Cochlear Implant Hearing Devices

Procedure Procedure Code PA Always Life Covergd N . Provider
. : Nursing |Copayment | Bilateral
Code Description Required | Expectancy Home Type

L8614 Cochlear device, includes |No 10 years No $3.00 No 25
al internal and externa
components

L8619 Cochlear implant, external [No 3years No $3.00 No 20, 25,
speech processor and 31, 33,74
controller, integrated
system, replacement

Bone-Anchored Hearing Aids
Procedure Procedure Code PA Life .Covergd . Place of | Provider
Code Description A'W"?‘ys Expectancy in Nursing| Copayment Bilateral Service| Type
Required Home

L8690 Auditory osseointegrated No 5 years No $3.00 No 25
device, includes dl internal
and external components

L8692 Auditory osseointegrated Yes 5years No $3.00 No 20, 25,
device, external sound 74
processor, used without
osseointegration, body worn,
includes headband or other
means of attachment

(Procedure Codes L8614, L8619, and L 8692)

Allowable Place of Service Codesand Provider Typesfor Billing Cochlear Implant and Bone-Anchored Hearing Aids

11 - Office

Allowable Place of Service Codes

22 - Outpatient Hospital
24 - Ambulatory Surgical Center

Provider Types

31 - Physicians

20 - Audiologists
25 - Medica Equipment Vendors

33 - Physician Clinics
74 - Speech and Hearing Clinics

Allowable Procedure Codes for Billing Cochlear Implant and Bone-

Anchored Hearing Aid Replacement Parts

Providers should use the following procedure code information when billing for cochlear implant and bone-anchored hearing aid
replacement parts.

Note: Wisconsin Medicaid assigns "U" modifiers to multiple items listed on PA reguests to indicate separate approval of DME
(i.e., accessories).
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Cochlear Implant and Bone-Anchored Hearing Aid Replacement Parts

Procedure| Procedure Code PA Always Life i:ﬁ\;?rs.e: Copavment | Bilateral Placeof | Provider
Code Description Required |Expectancy Home g|~opay Service Type

L7510 Repair of prosthetic Yes, if the |Varied Yes $0.00 No 11,12, |04, 17, 20,
device, repair or replace |repair or 31,32 |24,25,74,
minor parts parts exceed 75,77,79

$150.00

L8615 Headset/headpiece for |Yes 1 per 3years|Yes $3.00 No 11,12, |04, 17, 20,
use with cochlear 31,32 |24, 25, 74,
implant device, 75,77, 79
replacement

L8616 Microphone for use with |Yes lperyear |Yes $3.00 No 11,12, |04, 17, 20,
cochlear implant device, 31,32 |24,25,74,
replacement 75,77, 79

L8617 Transmitting coil for use |Only if over |4 per 6 Yes $1.00 No 11,12, |04, 17, 20,
with cochlear implant ~ |$150.00 months 31,32 |24,25,74,
device, replacement 75,77, 79

L8618 Transmitter cable for use|Only if over |4 per 6 Yes $1.00 No 11,12, |04, 17, 20,
with cochlear implant $150.00 months 31,32 |24, 25, 74,
device, replacement 75,77, 79

L8691 Auditory No 5Years Yes $3.00 No 11, 31, |04, 17, 20,
0sseointegrated device, 32 24, 25, 74,
external sound 75, 77,79
processor, replacement

V5266 Battery for use in hearing/ No 72 per 6 Yes $0.50 No 11,12, |No provider
device months 31,32 |redtrictions

Allowable Place of Service Codes

Provider Types

11 - Office
12 - Home

31 - Skilled Nursing Facility
32 - Nursing Facility

04 - Rehabilitation Agencies
17 - Therapy Groups

20 - Audiologists

24 - Pharmacies

25 - Medica Equipment Vendors
74 - Speech and Hearing Clinics
75 - Federally Qualified Health Centers

77 - Physical Therapists

79 - Speech-Language Pathologists

Replacement Partsfor Cochlear Implant and Bone-Anchored Hearing Aids

The following cochlear implant device and bone-anchored hearing aid replacement parts are reimbursable under procedure codes
L8615, L8616, L8617, L8618, and L 7510.

Cochlear Implant Devices

Replacement Parts

Life Expectancy

Battery charger kit

1 per 3years

Cochlear auxiliary cable adapter

Durable Medical Equipment

1 per 3years
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Cochlear belt clip

1 per 3years

Cochlear harness extension adapter

1 per 3years

Cochlear signal checker

1 per 3years

Disposable batteries for ear-level processors |72 per 6 months

Headset (three-piece component)

1 per 3years

Headset cochlear coil (individual component) 1 per year

Headset cochlear magnet (individual component) |1 per year

Headset microphone (individual component) 1 per year

Headset cable or cord

4 per 6 months

Microphone cover

1 per year

Pouch

1 per year

Rechargeable batteries (per set of two)

1 per year

Transmitter cable or cord

4 per 6 months

Bone-Anchored Hearing Aids

Replacement Parts|Life Expectancy

Headband 1 per year

Batteries 72 per 6 months

Processor 1 per 5 years
Topic #4012

Cochlear Implants

Providers should indicate the following procedure codes on PA requests and claims for cochlear implants. All procedure codesin
this table are separately reimbursable for members residing in a nursing home. Refer to the DME Index for maximum allowable

fees.
Cochlear Implant Hearing Devices
Code Description

L7510 Repair of prosthetic device, repair or replace minor parts

L8614 Cochlear device, includes al internal and external components

L8615 Headset/headpiece for use with cochlear implant device, replacement

L8616 Microphone for use with cochlear implant device, replacement

L8617 Transmitting coil for use with cochlear implant device, replacement

L8618 Transmitter cable for use with cochlear implant device, replacement

L8619 Cochlear implant, external speech processor and controller, integrated system,
replacement

L8621 Zinc air battery for use with cochlear implant device, replacement, each

L8622 Alkaline battery for use with cochlear implant device, any size, replacement, each

L8623 Lithium ion battery for use with cochlear implant device speech processor; other
than ear level, replacement, each

Durable Medical Equipment
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‘ L8624 ’ ear level, replacement, each

Replacement Partsfor Cochlear Implants

The following cochlear implant device and bone-anchored hearing device replacement parts are reimbursable under procedure
code L7510 (Repair of prosthetic device, repair or replace minor parts).

Cochlear Implant Devices

Replacement Parts Life Expectancy
Battery charger kit 1 per 3years
Cochlear auxiliary cable adapter 1 per 3years
Cochlear belt clip 1 per 3years
Cochlear harness extension adapter 1 per 3years
Cochlear signal checker 1 per 3 years
Microphone cover 1 per year
Pouch 1 per year
Topic #3830
Diagnosis Codes

All diagnosis codes indicated on claims (and PA requests when applicable) must be the most specific ICD-9-CM diagnosis code.
Providers are responsible for keeping current with diagnosis code changes. Etiology and manifestation codes may not be used as a
primary diagnosis.

The required use of valid diagnosis codes includes the use of the most specific diagnosis code. Valid, most specific diagnosis
codes may have up to five digits. Claims submitted with three- or four-digit codes where four- and five-digit codes are available
may be denied.

Topic #1732

If aspecific ICD-9-CM diagnosis code is unavailable, "V539" (other and unspecified device) may be used as the diagnosis code.

Diagnosis Codesfor Orthopedic or Corrective Footwear

One of the following ICD-9-CM diagnosis codes is required when submitting a claim for procedure codes L3201, L3202,
L3206, L3208, L3209, L3212, and L3213:

. 7325

. 736.30

. 73641

. 736.42

. 736.72

. 7545

. 75451 —754.53
. 75459

. 754.6

. 754.60
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. 754.62

. 754.69

. 754.7—754.71
. 754.79

. 755.02

. 755.3—755.34
. 755.36 — 755.39
. 755.64 — 755.67
. 755.69

. 895—895.1

. 896 —896.3

. 928—928.3

. 928.8—9289

. 9452 —9454

. 996.95 — 996.96

One of the following diagnosis codes is required for procedure code L3204:

. 7325

. 736.30

. 73641

. 736.42

. 736.72

. 7545

. 75451 — 754,53
. 75459

. 754.6

. 754.60

. 754.62

. 754.69

. 754.7—754.71
. 754.79

. 755.02

. 755.3—755.34
. 755.36 — 755.39
. 755.64 — 755.67
. 895—895.1

. 896 —896.3

. 928—928.3

. 928.8—928.9
. 9452 —9454
. 996.95 — 996.96

Topic #1735

Modifiers
Modifiersfor Durable Medical Equipment

Refer to the DME Index for allowable modifiers by procedure code.
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Allowable modifiers for DME item numbers that providers are required to use on DME claims are listed in the following table.
Item numbers are assigned on approved PA requests. For items 14 through 25, providers will be required to list two national
modifiers to accurately designate the item number.

Modifier

Description

Ul

First item

U2

Second item

U3

Third item

U4

Fourth item

us

Fifth item

U6

Sixth item

u7

Seventh item

us

Eighth item

U9

Ninth item

UA

10th item

uB

11th item

ucC

12th item

ub

13th item

uD + U1l

14th item

uD + U2

15th item

uD + U3

16th item

uD + U4

17th item

uD + U5

18th item

UD + U6

19th item

ub + U7

20th item

UD + U8

21st item

uD + U9

22nd item

UD + UA

23rd item

ubD +UB

24th item

ubD +UC

25th item

Topic #1943

National Drug Codes

BadgerCare Plus, Medicaid, SeniorCare, and WCDP cover FDA-approved NDCs for drugs in which the manufacturer has

signed a rebate agreement.

The FDA assigns NDCs for drugs that have received FDA approval. The NDC is an 11-digit, three-segment number for a drug.

The NDC is divided into the following segments.
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. Thefirst segment, afive-digit labeler code that identifies any firm that manufactures, repacks, or distributes the drug.
(Repackaged drugs are not covered.)

. The second segment, a four-digit code that identifies the drug's strength, dose, and formulation.

. Thethird segment, atwo-digit code that identifies the package size.

In most cases, if an NDC is 10 digits or less, providers are required to indicate a preceding zero in the segment(s) with less than
the required number of digits. If the labeler code begins with a number that is greater than or equal to one, the preceding zero may
need to be indicated in the second or third segment. In other cases, providers may need to indicate a zero at the end of a segment.

Providers may use the Drug Search Tool to verify the arrangement of the segments of a specific NDC. Providers may also contact
Provider Services or refer to the Noridian Administrative Services NDC to HCPCS crosswalk for a crosswalk of J codes and
NDCsto HCPCS and select CPT procedure codes and the ASP Drug Pricing Files.

New National Drug Codes

BadgerCare Plus, Medicaid, and SeniorCare automatically add an NDC of a new drug to the drug file if it meets program
guidelines and is produced by a manufacturer participating in the drug rebate program.

Obsolete National Drug Codes

ForwardHealth will no longer reimburse NDCs with an obsolete date of two or more years. The obsolete date is reported by the
manufacturer or by the FDA and provides the date the product is not available to the marketplace due to the cessation of
marketing, production, or distribution of the product. The obsolete date provided to First DataBank is used to automatically
update ForwardHealth.

Topic #1736

Place of Service Codes

Allowable POS codes for DME services are listed in the following table.

POS Code Description

01 Pharmacy

03 School

04 Homeless Shelter

05 Indian Health Service Free-Standing Facility
06 Indian Health Service Provider-Based Facility
07 Tribal 638 Free-Standing Facility

08 Tribal 638 Provider-Based Facility

11 Office

12 Home

22 Outpatient Hospital

23 Emergency Room — Hospital

24 Ambulatory Surgical Center

31 Skilled Nursing Facility

32 Nursing Facility
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33 Custodia Care Facility

50 Federally Qualified Health Center

54 Facilities for Developmenta Disabilities
71 State or Local Public Headlth Clinic

72 Rural Health Clinic

Note: Not al POS codes listed are applicable for all DME services. When providing DME items to members residing in an FDD,
providers are required to use POS code 54.

Topic #1733

Portable Document Format Version of the Durable
Medical Equipment | ndex

A PDF version of the DME Index is available. This user-friendly PDF version is updated periodically (changes will be highlighted
in yellow) and includes a comprehensive list of alowable DME procedure codes and modifiers, along with associated quantity
limits and maximum allowable fee information.

Note: Maximum allowable fees are subject to change. Refer to the interactive maximum allowable fee schedule for the most
current reimbursement rates.

The DME Index is divided into separate categories of DME to make the information easier to access. For information about these
categories as well as field descriptions and policy notes, refer to the Key to DME Index PDF.

Topic #2047

Procedure Codes

As stated in DHS 107.24(2)(b), Wis. Admin. Code, covered services are limited to those items contained in the DME Index.
Covered DME services are identified by HCPCS procedure codes. HCPCS procedure codes are required on all DME PA
requests, claims, and adjustment requests. Providers are required to indicate procedure codes that are allowable for the DOS and
that most accurately identify the DME on PA requests, claims, and adjustment requests. DME PA requests, claims, and
adjustment requests received without HCPCS procedure codes are denied.

Most procedure codes listed in the DME Index include all the components of the DME item. Billing additionally or separately for
these components, when provided at the same time or when a more inclusive code exists, could result in PA denials or claim
adjustments and/or recoupments from ForwardHealth.

Topic #643

Unlisted Procedure Codes

According to the HCPCS code book, if a serviceis provided that is not accurately described by other HCPCS CPT procedure
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,
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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, ForwardHeal th 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 alowable fee schedules.

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:

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

. Include only relevant documentation.

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

How to Submit Claims and Related Documentation

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

. On paper with supporting information/description included in Element 19 of the 1500 Health Insurance Claim Form.
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. On paper with supporting documentation submitted on paper. This option should be used if Element 19 does not allow
enough space for the description or when billing multiple unlisted procedure codes. Providers should indicate " See
Attachment" in Element 19 of the paper claim and send the supporting documentation along with the paper claim.

. Electronically, either using DDE through the ForwardHealth Portal, PES transactions, or 837 Hedth Care Claim electronic
transactions, with supporting documentation included electronically in the Notes field. The Notesfield is limited to 80
characters.

. Electronically with an indication that supporting documentation will be submitted separately on paper. This option should be
used if the Notes field does not alow 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.

. Upload claim attachments via the secure Provider area of the Portal.
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Compression Garments

Topic #11697

Burn and Gradient Compression Gar ments

In thistopic, the term "compression garments” is used to refer to both gradient compression garments and compression burn
garments, unless otherwise stated.

Types of Compression Gar ments
For ForwardHealth reimbursement purposes, the following types of compression garments are defined below:

. Non-custom compression garments.
. Custom compression garments.

. Non-élastic binders.

. Compression burn garments.

. Over-the-counter garments.

Non-custom Gradient Compression Gar ments

Non-custom gradient compression garments (e.g., Jobst, SigVarus, Venes) are defined as any garment that meets the definition of
avalid HCPCS procedure code and has a gradient pressure of 18 mmHg or more. Circumferential and length measurements are
required for fitting. A signed and dated physician's prescription is required prior to dispensing the garment; see the Prescription
Requirements section below for more information.

Allowable HCPCS procedure codes for non-custom gradient compression garments include the following: A6530-A6541,
AB545, S8421, S8424, S8427, and S8428. The provider is required to use the specific code that meets the definition of the
HCPCS code. For example, if a below-knee 18-30 mmHg garment is being ordered, the correct code to use is A6530.

Reimbursement for non-custom gradient compression garments includes the following:

. Consideration for small to extra-large and short to tall sizes.
. The addition of liners, zippers, and reinforced areas when medically necessary.

Custom Gradient Compression Garments

Custom gradient compression garments are defined as garments that are uniquely sized and/or shaped and custom made to fit the
exact dimensions of the affected extremity (when the body part or segment is an atypical shape) or are fabricated with a unique
fabric or material, and provide accurate and consistent gradient compression to manage the member's symptoms. Providers are
reminded to review the definition of non-custom gradient compression garments to determine which procedure code is allowable
for reimbursement. The process of taking measurements does not in itself justify the use of a"custom™ or "not otherwise specified"
procedure code, as measurements are required to order any compression garment described with procedure codes A6501-
A6549 and S8420-S8429. When a garment meets the description of a specific code, the provider is required to use the specific
code.

Circumferential and length measurements are required for fitting. Garments with liners, zippers, or reinforced areas alone are not
considered as meeting the definition of a custom gradient compression garment.
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A signed and dated physician's prescription is required prior to dispensing the garment; see the Prescription Requirements section
below for more information.

The following are examples of custom gradient compression garments:

. A garment requiring a unique fit due to the size and/or shape of the member's limb (when the body part or segment is an
atypical shape).
. A garment requiring the application of unique fabric (e.g., Elvarex).

Allowable HCPCS procedure codes for custom gradient compression garments include the following: A6549, S8420, S8422,
S8423, S8425, and S8426.

A "custom" or "not otherwise specified” compression garment procedure code cannot be billed for any of the following aone:

. Compression garments incorporating zippers, reinforced aress, or liners.
. The process of taking measurements.
. Compression garments to accommodate a large, small, tall, or short size.

Non-Elastic Binders

Non-elastic binders (e.g., CircAid, LegAssist, Reid Sleeve) are defined as garments that provide continuous compression using
adjustable hook and loop or buckle straps. Circumferential and length measurements are required for fitting. A signed and dated
physician's prescription is required prior to dispensing the garment; see the Prescription Requirements section below for more
information.

HCPCS procedure code S8429 is alowed for non-elastic binder compression garments for upper and lower extremities.
Compression Burn Gar ments

Compression burn garments are custom compression garments that are uniquely sized and/or shaped and custom made to fit the
exact dimensions of the affected extremity and provide accurate and consistent compression to manage the member's burn
symptoms. Circumferential and length measurements are required for fitting. A signed and dated physician's prescription is
required prior to dispensing the garment; see the Prescription Requirements section below for more information.

Providers submitting claims for compression burn garments should use the same claim instructions and follow the same claim
attachment requirements as when submitting claims for not otherwise specified gradient compression garments (such as those for
procedure code A6549).

Allowable HCPCS procedure codes for compression burn garments include A6501-A6513.
Over-the-Counter Gar ments

Over-the-counter garments are defined as any garments with a pressure less than 18 mmHg. ForwardHealth does not cover over-
the-counter garments purchased with or without a prescription (e.g., elastic stockings, surgical leggings, anti-embolism stockings
T.E.D. hose, support hose) or garments with 15-20 mmHg or 12-15 mmHg gradient compression. If certain conditions are met, a
provider may collect payment from a member for these noncovered services.

Bandages and dressings are not covered as a separately reimbursable DME service.

Medical Necessity Requirements

Medical necessity is defined in DHS 101.03(96m), Wis. Admin. Code. Individually fitted prescription gradient compression
garments (stockings, deeves, gauntlets, gloves) and non-elastic binders are generally considered medically necessary and, unless
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the established life expectancy has been exceeded, do not require PA for members who have any of the following medical
conditions:

. Varicose veins of the lower extremities.

. Postmastectomy lymphedma syndrome.

. Other lymphedema.

. Postphlebetic syndrome.

. Venous (periphera) insufficiency.

. Edema or excessive weight gain in pregnancy, without mention of hypertension.
. Ulcers of the lower limbs, except pressure ulcer.

. Ulcers of other parts of the lower limbs.

. Hereditary edema of the legs (Milroy's disease).

. Scrotal, pelvic, or vulval varices.

Individually fitted prescription burn compression garments are generally considered medically necessary and, unless the established
life expectancy has been exceeded, do not require PA for members who have any of the following medical conditions:

. Burns of multiple specified sites.

. Burns of the face, head, and neck.

. Burns of the trunk.

. Burns of the upper limbs, except wrists and hands.
. Burns of the wrists and hands.

. Burnsof the lower limbs.

If amember has a diagnosis not included in the lists above, providers may submit a PA request to ForwardHealth. Refer to Prior
Authorization for Burn and Gradient Compression Garments for more information on PA requirements.

Additional Requirements for Non-Elastic Binders

In addition to the medical necessity requirements for gradient compression garments, non-elastic binders (e.g., LegAssist, CircAid)
may be additionally medically necessary for members who meet the following criteria:

. The member's continuing requirement for bandaging 23 hours per day after completion of intensive lymphedema treatment,
or

. The member's requirement for nighttime compression, and

. The documented inability of the member or an available caregiver to perform bandaging independently.

Contraindications

The use of compression garments for members with severe peripheral arterial disease or septic phlebitisis generaly
contraindicated. Gradient compression garments should be used with caution in the case of decreased or absent sensation in the
extremity, allergy to the compression material, moderate peripheral arterial disease, or infection in the extremity. Reimbursement
for compression garments for any of these medical conditions requires submission of a PA request if one of these contraindications
is present.

Life Expectancy

ForwardHealth has established a life expectancy of three garments per rolling 12-month period for al covered compression
garments except compression burn garments. Providers may issue new garments only when a new garment is medically necessary.
It is medically necessary to replace a garment when the garment's integrity cannot be restored or repaired. PA is not required for
these garments until greater than three garments per procedure code, per rolling 12-month period, is medically necessary.
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Eight compression burn garments (per body segment) are allowed without PA per rolling 12-month period when medically
necessary. Coverage for a series of compression burn garments will end two years from the first DOS. If a member requires two
different compression burn garments per body segment, the provider should submit both compression burn garment procedure
codes on one claim with the required supporting documentation. PA is not required for these garments until greater than eight
garments per procedure code, per rolling 12 months, is medically necessary.

Compression Garments Certification or Licensure
Compression garments are reimbursable to allowable provider types when fit, ordered, and dispensed by one of the following:

. A certified fitter.
. A licensed physical therapist or occupational therapist.
. An ABC-certified orthotist or prosthetist (per DHS 105.40[2], Wis. Admin. Code).

Prescription Requirements

A written prescription must be signed and dated by the physician and completed prior to the dispensing DOS. The physician
prescription must include the following:

. The member's diagnosis.

. The specific type of garment prescribed, including the body part, type of material, and the measurement of prescribed
compression (mmHg for gradient compression garments).

. The quantity needed.

. The date and signature of the prescribing physician.

A verba order is not acceptable unlessit is reduced to writing, includes the elements stated above, and is valid for the DOS. A
prescription is considered valid for one year from the signed date unless otherwise specified in the prescription.

A claim submitted with a physician's prescription that does not include all of the required elements may be denied or, if payment
has been made, it may be recouped. The following are examples in which a claim may be denied or a payment subsequently
reduced or recouped:

. A physician prescription reads "Non-custom compression knee-hi's" but is submitted with a claim using procedure code
AB549 (Gradient compression stocking/sleeve, not otherwise specified).

. A prescription for thigh-high garments, 30-40 mmHg, is signed and dated by the physician on June 1, 2010, but is used
with a claim submitted for a DOS of May 15, 2010.

. A claim for custom Elvarex garments is accompanied by a prescription that does not specifically identify "Elvarex."

Providers are reminded that al claims submitted must be supported by records maintained by the provider in accordance with
DHS 106.02(9)(e)1, Wis. Admin. Code. In addition, the provider record must include confirmation of delivery of the service or
item to the member. For DME, the DOS is the date the item is delivered to the member.

Place of Service Codesfor Compression Gar ments

The following POS codes are allowable for providers billing for compression garments.

POS Code Description

01 Pharmacy

04 Homeless Shelter

05 Indian Health Service Free-Standing Facility
06 Indian Health Service Provider-Based Facility
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07 Tribal 638 Free-Standing Facility
08 Triba 638 Provider-Based Facility
11 Office

12 Home

13 Assisted Living Facility

14 Group Home

31 Skilled Nursing Fecility

32 Nursing Facility

33 Custodia Care Facility

49 Independent Clinic

50 Federally Qualified Health Center
54 Facilities for Developmental Disabilities
72 Rural Health Clinic

99 Other Place of Service

Durable Medical Equipment
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Covered Services and Requirements

Topic #9237

Basic Plan Covered Services

DME covered under the BadgerCare Plus Basic Plan is the same as the DME covered under the BadgerCare Plus Core Plan,
including preferred blood glucose meters. Non-preferred diabetic supplies are not covered under the Basic Plan. Cochlear
implants and bone-anchored hearing devices are not covered under the Basic Plan.

Service Limitationsfor the Basic Plan

The Basic Plan will reimburse up to $500.00 for DME per member per enrollment year. The cost of DME repairs counts toward
this service limitation. The cost of blood glucose meters do not count toward this service limitation.

DME that exceeds the $500.00 service limitation is considered noncovered.

Topic #9317

Basic Plan Enrollment Y ear

The BadgerCare Plus Basic Plan enrollment year is the time period used to determine service limitations for membersin the Basic
Plan.

The Basic Plan enroliment year is defined as the continuous 12-month period beginning on the first day of enrollment (the first day
of the month) in the Basic Plan and ending on the last day of the 12th full calendar month.

When amember exceeds his or her service limitations, the service is considered noncovered and the member is responsible for
payment of the service.

Topic #4325

Benchmark Plan Covered Durable Medical Equipment

DME covered under the BadgerCare Plus Benchmark Plan is the same as that covered under the BadgerCare Plus Standard Plan
except for the following:

. Bone-anchored hearing aids (surgeries and materials).
. Cochlear implants (surgeries and materials).
. Hearing aids and hearing aid batteries.

Bone-anchored hearing aids, surgeries, accessories, and repairs, cochlear implants, implant surgeries, accessories, and repairs,
and hearing aids, hearing aid batteries, accessories, and repairs are covered under the Benchmark Plan for members 17 years of
age and younger.

Hearing aid repairs provided to Benchmark Plan members 17 years of age and younger are subject to this reimbursement
limitation.
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Bone-anchored hearing aids, cochlear implants, and hearing aids, hearing aid batteries, and accessories are not subject to this
service limit when provided to Benchmark Plan members 17 years of age and younger.

Service Limitations

The Benchmark Plan will reimburse up to $2,500.00 for DME per member per enrollment year. The rental of negative pressure
wound therapy pumps counts toward the $2,500.00 limit. Once the DME limit is reached, the Benchmark member may be billed
for the service.

Topic #5497

Benchmark Plan Enrollment Y ear

Under the BadgerCare Plus Benchmark Plan, an enrollment year is defined as the continuous 12-month period beginning the first
day of the calendar month in which a member is enrolled in the Benchmark Plan and ending on the last day of the 12th calendar
month.

For example, amember completes her BadgerCare Plus application materials by September 25, 2008. During the month of
October, the DHS reviews the application materials and determines that the member is dligible for the Benchmark Plan effective
September 1, 2008, the first day of the calendar month that the application materials were completed; however, the enrollment
year for this member will not begin until October 1, 2008, the first day of the calendar month in which the DHS actively enrolled
the member in the Benchmark Plan. The Benchmark Plan enrollment year for this member is defined as October 1, 2008, through
September 30, 2009. Services received after digibility is established and before the enrollment year begins are covered under the
Benchmark Plan but do not count toward the service limitations.

Subsequent enrollment years begin on the first day of the calendar month immediately following the end of the previous enroliment
year, if there is no coverage gap. If there is a coverage gap for more than one day, the enrollment year will reset to begin on the
first day of the month in which the DHS re-enrolls the member into the Benchmark Plan.

If amember switches from the Benchmark Plan to the BadgerCare Plus Standard Plan, the Benchmark Plan enroliment year does
not reset. For example, a member's enrollment year under the Benchmark Plan begins March 1, 2008. During the third month, the
member's income status changes and she is now eligible for the Standard Plan effective June 1, 2008. During August, the DHS
determines that the member is no longer eligible for the Standard Plan and effective September 1, 2008, the member returns to the
Benchmark Plan. Since there is not a gap in coverage, the initial Benchmark Plan enrollment year is till active. The member must
adhere to limits for services received while covered under the Benchmark Plan during the enrollment year period March 1, 2008,
through February 28, 2009.

The Benchmark Plan enrollment year is the time period used to determine service limitations for members in the Benchmark Plan.
Services received while covered under the Standard Plan do not count toward the enrollment year service limitationsin the

Benchmark Plan and vice versa. If a member switches between the two plans during one enrollment year, service limitations will
accumulate separately under each plan.

Topic #13717

Bone-Anchored Hearing Aids

Bone-anchored hearing aids and surgeries are covered under:

. The BadgerCare Plus Standard Plan.
. The BadgerCare Plus Benchmark Plan for members 17 years of age and younger.
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. Wisconsin Medicaid.

Rendering Surgeon Required to Obtain Prior Authorization

The rendering surgeon is required to obtain PA from ForwardHealth for bone-anchored hearing aid surgeries. ForwardHeal th will
deny claims for services and equipment relating to the surgery unlessthereis aPA on file from the rendering surgeon for the
surgery.

Separ ate Reimbur sement

ForwardHealth separately reimburses for bone-anchored hearing aids when the implant surgery is performed in an ASC or
outpatient hospital and there isa PA on file from the rendering surgeon.

Providers (such as bone-anchored hearing aid manufacturers, outpatient hospitals, ASCs, or the rendering surgeon) are required
to obtain separate Medicaid enrollment as a DME provider before billing for the bone-anchored hearing aids.

A separate PA request is not required for reimbursement of the bone-anchored hearing aid. However, ForwardHealth will verify
that the rendering surgeon's PA request for the implant surgery was approved before reimbursing the claim for the bone-anchored
hearing aid. ForwardHealth will deny any claim for the bone-anchored hearing aid if an approved PA request from the rendering
surgeon is not on file.

If amember uses a processor and headband rather than the implanted device, providers are required to obtain PA for the
processor and headband equipment.

Hearing Aid Repairs and Replacements

DME providers should use procedure code L 7510 (Repair of prosthetic device, repair or replace minor parts) when billing for
repairs of and replacement parts for bone-anchored hearing aids.

PA isrequired if the total repair (procedure code L7510) exceeds $150.00. PA is required for the replacement parts if the part
being replaced has not exceeded its life expectancy.

Wisconsin Medicaid assigns "U" modifiers to multiple items listed on PA requests to indicate separate approva of DME items
(i.e., accessories).

Note: Audiologists and speech and hearing clinics, as well as DME providers, may submit PA requests and bill for replacement
parts and accessories.

Topic #5397

Core Plan Covered Durable M edical Equipment

DME covered under the BadgerCare Plus Core Plan for Childless Adultsis the same as the DME covered under the BadgerCare
Plus Benchmark Plan. Cochlear implants and bone-anchored hearing devices are not covered under the Core Plan.

Service Limitationsfor the Core Plan

The Core Plan will reimburse up to $2,500.00 for DME per member per enrollment year. The cost of DME repairs counts
toward this service limitation. DME that exceeds $2,500.00 is considered noncovered and any costs after the $2,500.00
threshold are the responsibility of the member.
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Topic #5317

Core Plan Enrollment Y ear

The BadgerCare Plus Core Plan enrollment year is the time period used to determine service limitations for members in the Core
Plan. Services received while covered under the BadgerCare Plus Standard Plan or the BadgerCare Plus Benchmark Plan do not
count toward the enrollment year service limitations in the Core Plan and vice versa.

The Core Plan enrolIment year is defined as the continuous 12-month period beginning on the first day of enroliment (either the
first or the 15th day of the month) in the Core Plan and ending on the last day of the 12th full calendar month.

The Core Plan enrollment year will reset if there is agap in coverage for more than afull calendar month. For example, a
member's situation changes for afew months and the member is temporarily ineligible for the Core Plan. More than one month
later, the member becomes dligible again and re-applies for the Core Plan. When the member's application is approved and Core
Plan coverage begins, the Core Plan enrollment year resets. Core Plan service limitations for this member also reset.

When a member exceeds his or her service limitations, the service is considered noncovered and the member is responsible for
payment of the service.

Enrollment Year for Members Switching Between the Core Plan and the
Benchmark Plan

Specia conditions apply to the enrollment year for members who switch between the Core Plan and the Benchmark Plan.

If amember isin the Core Plan and subsequently becomes eligible for and enrolls in the Benchmark Plan, his or her enrollment
year in the Core Plan automatically ends. A new enrollment year under the Core Plan will begin if the member re-enrollsin the
Core Plan at alater date.

If amember isin the Benchmark Plan, becomes temporarily eligible for and enrolls in the Core Plan, then switches back into the
Benchmark Plan, the enroliment year for the Benchmark Plan will reset if there has been agap in coverage for more than one full
caendar month. If there has not been a gap in coverage for more than one full calendar month, and if the date of re-enroliment in
the Benchmark Plan is within the initially established enrollment year dates, the Benchmark Plan enrollment year will not reset.

For example, a member is enrolled in the Benchmark Plan as of July 1, 2009. That member's Benchmark Plan enrollment year is
defined as July 1, 2009, through June 30, 2010. The member loses her eligibility for the Benchmark Plan as of September 30,
2009. The member applies for the Core Plan and her enrollment begins on October 15, 2009. (The gap in coverage for this
member is less than one full calendar month.) The member becomes ineligible for the Core Plan and the member's enrolIment ends
on March 31, 2010. The member re-enrollsin the Benchmark Plan, effective April 1, 2010. (The date of re-enrollment in the
Benchmark Plan is within the dates of the previous Benchmark Plan enrollment year.) The member's enrollment year under the
Benchmark Plan does not reset and is still defined as July 1, 2009 through June 30, 2010.

Topic #1738

Definition

DME are medically necessary devices that can withstand repeated use. All DME primarily serve a medical purpose and are not
useful to a person without an illness or injury. The item must be necessary and reasonable for treating an illness, injury, or for

improving the function of a malformed body member. All items must be suitable for use in the member's place of residence.

Topic #44

Published Policy Through October 31, 2012

Durable Medical Equipment Page 110 of 371



Wisconsin Medicaid

Definition of Covered Services

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

Topic #85

Emergencies

Certain program requirements and reimbursement procedures are modified in emergency situations. Emergency services are
defined in DHS 101.03(52), Wis. Admin. Code, as "those services that are necessary to prevent the death or serious impairment
of the hedlth of the individual." Emergency services are not reimbursed unless they are covered services.

Additiona definitions and procedures for emergencies exist in other situations, such as dental and mental health.
Program requirements and reimbursement procedures may be modified in the following ways:
. PA or other program requirements may be waived in emergency situations.

. Non-enralled in-state providers may be reimbursed for emergency services.
. Non-U.S. citizens may be eligible for covered services in emergency situations.

Topic #1739

L ife Expectancy

The CMS has established that the reasonable useful lifetime of most DME isfive years. The DME Index indicates the life
expectancy for each DME item. Life expectancy is measured based on when the item is delivered to the member, not the age of
the item itself.

Topic #34

Medical Necessity

Wisconsin Medicaid reimburses only for services that are medically necessary as defined under DHS 101.03(96m), Wis. Admin.
Code. 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 a member chooses to receive an originally requested service instead of the service approved
on amodified PA request, it is also treated as a noncovered service.) If amember requests a covered service for which PA was
denied (or modified), the provider may collect payment from the member if certain conditions are met.

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

Topic #1766

Prescriptions

All DME, including repairs and rentals, must be prescribed by a physician, podiatrist, nurse practitioner, or chiropractor.
Podiatrists, nurse practitioners, and chiropractors may prescribe DME only within their scope of practice. The prescribed item
must be necessary and reasonable for treating an illness, injury, or for improving the function of a malformed body member. All
items must be suitable for use in the member's place of residence.

Prescription Requirementsfor Diabetic Supplies

Except as otherwise indicated in federal or state law, a prescriber is required to write a prescription or a pharmacist is required to
accept a prescription verbally or electronically from the prescriber. The prescription must include the following:

. The name, strength, and quantity of the drug or item prescribed.

. The date of issue of the prescription.

. The prescriber's name and address.

. The member's name and address.

. The prescriber's signature (if the prescriber writes the prescription).
. Thedirections for use of the prescribed drug or item.

If the pharmacist takes the prescription verbally from the prescriber, the pharmacist is required to generate a hard copy.
BadgerCare Plus and SeniorCare prescription orders, including prescriber-limited refill prescriptions, are valid for no more than
one year from the date of the prescription. Controlled substance and prescriber-limited prescriptions are valid for periods of less
than one year.

According to DHS 105.02(4) and 105.02(7), Wis. Admin. Code, and s. 450.11(2), Wis. Stats., pharmacy providers are
required to retain hard copies of prescriptions for five years from the DOS. Prescriptions transmitted electronically may be filed
and preserved in electronic format, per s. 961.38(2), Wis. Stats. If a pharmacist takes a prescription verbally from the prescriber,
the pharmacist is required to generate a hard copy.

Topic #66

Program Requirements

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

Topic #1836

Purchase or Rental

ForwardHealth reserves the right to determine whether an item is purchased or rented for the member. In most cases, theitem is
purchased. If short-term use only is needed, or the member's prognosis is poor, equipment rental is approved.

Certain DME must be used for atrial period before PA is required. Providers may be reimbursed for the two-month tria rental
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period without PA. The following items must be used for atrial period of at least two months before PA is requested:

. TENSunits.

. Neuromuscular stimulators.
. Lymphedema pumps.

. Dynasplints.

After the trial period, PA isrequired for any ongoing rental or any purchase of the device. ForwardHealth determines if the DME
is medically necessary to the member based on results of the rental period.

The documentation of trial results must be noted on the PA request.
Refer to the DME Index for additional purchase and rental information.

Topic #7897

Resetting Service Limitations

Service limitations used by a member enrolled in the BadgerCare Plus Benchmark Plan and the BadgerCare Plus Core Plan within
their continuous 12-month enrollment year will reset in the following situations:

. A fee-for-service member is enrolled in an HMO.
. A member switches from one HMO to another HMO (only alowable within the first 90 days of Core Plan enrollment).
. A member is disenrolled from an HMO and moves to fee-for-service.

Note: When a member goes from fee-for-service into an HMO and subsequently moves back to fee-for-service, service
limitations will not be reset for the services that were received under the initial fee-for-service enrollment period.

PA requests for services beyond the covered service limitations will be denied.

Resetting service limitations does not change a member's Benchmark Plan enroliment year or a member's Core Plan enrollment
year.

Topic #824

Services That Do Not Meet Program Requirements

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

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

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

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

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

. Servicesthat the DHS, the PRO review process, or BadgerCare Plus determines to be inappropriate, in excess of
accepted standards of reasonableness or less costly alternative services, or of excessive frequency or duration.

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

. Services provided by a provider who fails or refuses to provide access to records.
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. Services provided inconsistent with an intermediate sanction or sanctions imposed by the DHS.
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Diabetic Supplies

Topic #1749

Diabetic Equipment

Blood glucose monitoring equipment and supplies are covered when the medically necessary requirements according to DHS
101.03(96m), Wis. Admin. Code, are met:

. The member is under the care of a physician or nurse practitioner.

. The frequency of testing is determined by the physician or nurse practitioner treating the member's diabetes.

. The appropriate documentation is maintained in the member's medical record, and is available to the DHS on request, per
DHS 106.02(9), Wis. Admin. Code.

A home blood glucose monitor (a device for monitoring blood sugar values) is covered when all the following conditions are met:

. The member is being treated by a physician or nurse practitioner for diabetes.

. The member's condition is noted in the physician's orders which are maintained on file.

. The member's diabetic equipment and supplies have been ordered by the treating physician or nurse practitioner.

. The member, or the member's caregiver, has completed or is scheduled to begin training on how to use the equipment.
. The member, or the member's caregiver, is capable of using the test results to verify the member's glycemic contral.

Prescriber'sOrders
The physician or nurse practitioner treating the member's diabetes must include the following information on an order:

. Theitems, supplies, and accessories needed.
. The quantities to be dispensed.
. Thefrequency of use.

In addition, the provider is responsible for documenting the diagnosis (ICD-9-CM code or narrative) of diabetes. The provider is
also responsible for documenting the source of this information, e.g. the prescriber or the patient.

Other requirements and limitations for the prescriber's orders for diabetic equipment and supplies include:

. Theorder isvalid for up to 12 months must be renewed with new written orders by the treating physician or nurse
practitioner.

. For continued coverage of test strips and lancets, the treating physician or nurse practitioner, the member, or the member's
caregiver must initiate the renewal order. A supplier may not initiate the renewal order for these items.

. Therenewal order must contain the same information as described above for prescriber's orders.

. Aninitia or renewal order for supplies and equipment "as needed" is not valid.

Modifiersfor Diabetic Equipment
When submitting claims to ForwardHealth follow these procedures:
. Enter one of the following modifiers in Element 24D of the 1500 Health Insurance Claim Form for each procedure code

billed:
o "KS": Non-insulin treated diabetes member. (Type || diabetes)
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o "KX": Insulin-treated diabetes member. (Type | diabetes)
. Include the ICD-9-CM diagnosis code describing the condition that necessitates glucose testing in Element 24E of the 1500
Health Insurance Claim Form for each procedure code indicated.

Topic #9018

Diagnosis Restrictions

The following diabetic supplies are diagnosis-restricted:

. Blood glucose calibrator solutions and chips.
. Blood glucose meters.

. Blood glucose test strips.

. Insulin syringes.

. Lancets.

. Lancet devices.

An allowable diagnosis code for diabetic supplies must be indicated on claims and PA requests.

Topic #3937

Preferred Products

Certain diabetic supplies have preferred products and non-preferred products. Non-preferred products require PA for members
enrolled in Medicaid and the BadgerCare Plus Standard Plan. The following preferred and non-preferred diabetic supplies also
have quantity limits and diagnosis restrictions.

. Blood glucose meters.
. Blood glucose test strips.

Non-preferred products are not covered for members enrolled in the BadgerCare Plus Benchmark Plan, the BadgerCare Plus
Core Plan, and the BadgerCare Plus Basic Plan.

Not all blood glucose meters and blood glucose test strips provided by a preferred manufacturer are preferred products. For a
complete list of preferred and non-preferred diabetic supplies, providers may refer to the Diabetic Supply List Quick Reference.

If amember is currently using non-preferred diabetic supplies, providers should switch members to a preferred product if
medically appropriate. If it is medically necessary for the member to remain on a non-preferred diabetic supply, providers must
submit a PA request.

The following diabetic supplies are reimbursable by NDC:

. Blood glucose calibrator solutions and chips.
. Blood glucose meters.

. Blood glucose test strips.

. Insulin syringes.

. Lancets.

. Lancet devices.

. Pen needles.

Topic #9037
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Quantity Limits
Certain diabetic supplies have quantity limits.

Providers may dispense up to the allowed quantity to members, but may not exceed the quantity limit without requesting a quantity
limit override. To request an override of quantity limits for diabetic supplies, providers may contact the DAPO Center.

For type | diabetics, the following are examples of when providers may request a quantity limit policy override for diabetic
supplies:

. If the member is an uncontrolled type 1 diabetic with episodes of hypoglycemia and is being treated by an endocrinologist
or has been referred to the primary care provider by an endocrinologist.

. If the member is using an insulin pump.

. If the member is using a continuous glucose monitoring system.

For type |1 diabetics, providers may request a quantity limit policy override for diabetic supplies, for example, when the member is
using dliding scale insulin and the override is medically warranted. Requests for quantity limit policy overrides for type 11 diabetics
will not be granted unless there is sufficient medical evidence to warrant the override.

Providers may request a quantity limit policy override for members, regardless of their benefit plan. If a quantity limit exception is
not approved, the service is considered noncovered, and there are no appea rights due to service limitation policy.
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HealthCheck " Other Services"

Topic #22

Definition of HealthCheck " Other Services"

HealthCheck is a federally mandated program known nationally as EPSDT. HealthCheck services consist of a comprehensive
health screening of members under 21 years of age. On occasion, a HealthCheck screening may identify the need for health care
services that are not otherwise covered or that exceed coverage limitations. These services are called HealthCheck " Other
Services." Federal law requires that these services be reimbursed through HealthCheck "Other Services' if they are medically
necessary and prior authorized. The purpose of HealthCheck "Other Services' isto assure that medically necessary medical
services are available to BadgerCare Plus Standard Plan, BadgerCare Plus Benchmark Plan, and Medicaid members under 21
years of age.

Topic #1

Prior Authorization

To receive PA for HealthCheck "Other Services," providers are required to submit a PA request via the ForwardHealth Portal or
to submit the following via fax or mail:

. A completed PA/RF (or PA/DRF, or PA/HIASY).
o The provider should mark the checkbox titled "HealthCheck Other Services' at the top of the form.
o The provider may omit the procedure code if he or she is uncertain what it is. The ForwardHealth consultant will
assign one for approved services.
. The appropriate service-specific PA attachment.
. Verification that a comprehensive HealthCheck screening has been provided within 365 days prior to ForwardHealth's
receipt of the PA request. The date and provider of the screening must be indicated.
. Necessary supporting documentation.

Providers may call Provider Services for more information about HealthCheck "Other Services' and to determine the appropriate
PA attachment.

Topic #41

Requirements

For a service to be reimbursed through HealthCheck "Other Services," the following requirements must be met:

. The condition being treated isidentified in a HealthCheck screening that occurred within 365 days of the PA reguest for the
service.

. Theserviceis provided to a member who is under 21 years of age.

. The service may be covered under federal Medicaid law.

. The serviceis medically necessary and reasonable.

. The serviceis prior authorized before it is provided.

. Services currently covered are not considered acceptable to treat the identified condition.
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ForwardHealth has the authority to do all of the following:

. Review the medical necessity of all requests.

. Edtablish criteriafor the provision of such services.

. Determine the amount, duration, and scope of services as long as limitations are reasonable and maintain the preventive
intent of the HealthCheck program.
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Home Health Equipment

Topic #1745

Adaptive Equipment

Covered adaptive equipment is limited to basic items for independence in self-care tasks. Selected adaptive equipment are
covered when the equipment is the following:

. Medicaly necessary.
. Prescribed by a physician.
. Required for a member's independence in self-care tasks.

Asstated in DHS 107.24(2)(c), Wis. Admin. Code, adaptive equipment is the category of DME used in the home to assist a
person with a disability to achieve independence in performing daily self-care tasks.

ForwardHealth has assigned modifiers "U1"-"U9" and "UA"-"UD" to HCPCS procedure code A9900 (Miscellaneous DME
supply, accessory, and/or service component of another HCPCS code). The "U" modifiers used with procedure code A9900
identify specific pieces of adaptive equipment.

Noncover ed Adaptive Equipment
The following adaptive equipment items are not covered:
. Items determined not to be medically necessary, for example:
o Duplicative adaptive equipment (more than one item per member or items that serve the same purpose).
o ltems or equipment that may be helpful but do not significantly change the member's level of functiona independence.
. Adaptive equipment for homemaking, recreation, or other activities, such as adaptive cutting boards, key holders, page
turners, book holders, and doorknob extensions.
. Itemsthat are commercially available, such as pencil grips, elastic shoe laces, jar openers, and flexible mounting hardware
to hold appliances, telephones, beverages, etc.

Topic #1746

An Overview

Home health equipment is DME used in a member's home to increase the independence of a disabled person or modify certain
disabling conditions. Examples of home health equipment are hospital beds, adaptive hygiene equipment, food pumps, glucose
monitors, adaptive positioning equipment, and adaptive eating utensils.

Topic #1747

Augmentative Communication Devices
Rentals

When submitting claims to ForwardHealth for the rental of any augmentative communication device, a quantity of "1.0" equals one
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day.

Providers may submit claims for the rental of augmentative communication devices by indicating a range of dates. The DOS within
the range must be consecutive and within the same calendar month. In addition, the procedure code, modifier, POS code,
diagnosis code, rendering provider, and charge must be the same for all DOS. To indicate a range of dates, the provider should
enter the first DOS in the "From" field. The last DOS within the range should be indicated in the "To" field by listing only the date
of the month. For example, "01/01/09" in the "From" field and "30" in the "To" field would indicate a range from January 1, 2009,
to January 30, 2009. In this case, the quantity would equal "30.0."

Providers are required to indicate modifier "RR" (Rental) when submitting claims for the rental of augmentative communication
devices.

Providers are reminded to indicate their usual and customary charge when submitting claims to ForwardHealth. Wisconsin
Medicaid reimburses the lesser of the provider's usual and customary charge or the maximum allowable fee established by
ForwardHedlth.

Providers are required to request PA for the rental of an augmentative communication device in certain situations.

Member Booklet

A booklet titled "A Guide to Obtaining Augmentative Communication Devices and Accessories Through Wisconsin Medicaid" is
available to providers, members, and their families. This booklet covers a wide variety of topics, including alist of devicesthat are
covered and a description of the PA process.

Additional copies of the booklet may be ordered by writing to the following address:

Forms Manager

Division of Health Care Access and Accountability
Bureau of Fee-for-Service Health Care Benefits
PO Box 309

Madison WI 53701-0309

Providers should indicate the booklet number (P-11065) and the quantity needed when requesting the guide.
Repairs

Procedure code V5336 is used for repairs or modifications due to a mechanical failure or to enhance the physical operating
condition of the augmentative communication device. This procedure code does not cover the creation of communication pages or
any other services involved in programming the device by an SLP provider.

Topic #1748

Breast Pumps

According to the criteria listed below, breast pumps are covered. All of the following criteria must be met:

. The member recently delivered a baby and a physician has ordered or recommended mother's breastmilk for the infant.

. Documentation indicates there is the potential for adequate milk production.

. Documentation indicates there is along-term need for and planned use of the breast pump to obtain a milk supply for the
infant.

. The member is capable of being trained to use the breast pump as indicated by the physician or provider.
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. Current or expected physical separation of mother and infant (e.g., illness, hospitalization, work) would make breastfeeding
difficult or there is difficulty with "latch on" due to physical, emotional, or developmental problems of the mother or infant.

The provider who supplies the breast pump equipment is required to obtain and maintain on file the physician's orders
documenting the clinical requirements of the individual's need for a breast pump.

The maximum allowable fees include starter/accessory kits for al breast pumps. This includes single or double pumping kits. These
kits are dispensed at the time the member is given the initial breast pump and cannot be reused by another individual.

For Purchase
Manual breast pumps of any type, including pedal powered, are covered under procedure code E0602.
All types of electric breast pumps, AC or DC, are covered under procedure code E0603, that meet the following specifications:
. The pump must utilize suction and rhythm equivalent to the hospital-grade breast pump. This means it must have an
adjustable suction pressure between 100 mm Hg and 250 mm Hg and a mechanism to prevent suction beyond 250 mm Hg.

. The pump must have an adjustable pumping speed capable of reaching 60 cycles per minute.

Breast pumps that do not meet these specifications are not covered.

For Rental
Heavy duty, hospital grade electric breast pumps are covered under procedure code E0604.

For the rental of a breast pump, a higher per day reimbursement rate is allowed during the initial 30-day rental period for the costs
associated with providing a new starter/accessory kit.

To obtain reimbursement for the new starter/accessory kit, providers are reminded to use modifier "KH" with procedure code
E0604 for the initial 30-day rental period. Providers using the "KH" modifier will receive atotal reimbursement rate of $3.06 per
day during the initial 30-day rental period to cover costs for theinitial starter/accessory kit as well as the breast pump rental.

Modifier "KH" may only be used with procedure code E0604 for the initial 30-day rental period. Claims with the "KH" modifier
beyond the initial 30-day rental period for procedure code E0604 are denied.

PA isrequired if rental of a breast pump (E0604) exceeds 60 days.

Breast Pump Order Form

Providers are recommended to use the Breast Pump Order form; however, the use of this form is voluntary and providers may
develop their own form aslong as it includes all the information on the form.

The Breast Pump Order form is to be completed by the physician, given to the provider of the breast pump, and kept in the
member's medical file as required under DHS 106.02(9), Wis. Admin. Code.

Topic #1750

Long-Term Rentalsfor Certain Infusion Pumps

The following table outlines specific rental guidelines for certain infusion pumps:
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oroced Initial rental
roceaure Description period Extended rental period
code %
modifier

B9002 Enteral nutrition infusion pump with darm  |RR
B9004 Parenteral nutrition infusion pump, portable |RR

Parenteral nutrition infusion pump,

B9006 stationary RR During the extended rental period for equipment
Ambulatory infusion pump, single or listed in this table, providers will be reimbursed only
multiple channels, electric or battery for repair and nonroutine service using the

EO781 operated, with administrative equipment, RR appropriate procedure codes.
worn by patient

£0791 Parentgral infusion pump, stationary, single RR
or multichannel

" RR = Rentdl.

Initial Rental Period

The daily rental maximum alowable fee rate is payable monthly to providers until the purchase price max fee listed in the DME
Index is reached. Use HCPCS modifier "RR" (Rental) with the equipment procedure code on the claim form.

Used Equipment
If used equipment is dispensed at the beginning of the initia rental period, the provider must comply with one of the following:
. Supply the member with working equipment in good condition for five years (the life expectancy of the same type of new
equipment).
. Substitute new equipment by the end of the initial rental period.

A new initial rental period may only be started with new equipment if the DME reaches its life expectancy, the member till needs
the equipment, and one of the following is true;

. The DME no longer functions properly.
. The DME can no longer be repaired.

A PA request must be filed for each new initial rental period and must include all of the following:
. Theorigina delivery date.

. The age of the equipment.
. An explanation of why the equipment is no longer functional.

Extended Rental Period

When cumulative rental payments total the purchase price max fee of the item, the extended rental period begins. Providers must
continue to provide the DME to the member until one of the following happens:

. Thelife expectancy of the equipment is reached and a different piece of equipment is dispensed.
. The member no longer needs the equipment.

A new PA request for replacement equipment will be considered if the DME has reached its life expectancy.
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During the extended rental period, providers may be reimbursed for repair or nonroutine services only. Providers may begin
receiving reimbursement for repair or nonroutine services no earlier than six months (181 days) after the end of the initial rental
period or after the remaining portion up to the purchase price max fee is paid to the provider. After the purchase price max fee of
the equipment has been reached, ownership of the equipment remains with the provider. The provider is responsible for long-term
support over the life of the DME.

Topic #11137

Negative Pressure Wound Therapy Pumps

The rental of negative pressure wound therapy pumps and suppliesis covered for services provided in the home when used for the
treatment of ulcers and wounds that have not responded to traditional wound treatment methods.

Negative pressure wound therapy pumps are described in HCPCS procedure code E2402 (Negative pressure wound therapy
electrica pump, stationary or portable). The canister, dressing, and related supplies are included in the reimbursement the negative
pressure wound therapy pump.

A negative pressure wound therapy pump is the controlled application of subatmospheric pressure to awound using an electrical
pump to intermittently or continuously convey atmospheric pressure through connecting tubing of a specialized wound dressing that
is meant to contain the subatmospheric pressure at the wound site and thereby promote healing. The subatmospheric pressure
conveyed to the wound isin arange of 100 to greater than or equal to 200 mm/hg. The pump sounds an alarm when desired
pressures are not being achieved (e.g., when there is aleak in the dressing seal) and when the canister to collect drainage from the
wound is full.

Before supplying negative pressure wound therapy pumps, providers are required to document in the member's medical record
that the following treatments have been tried and have failed to achieve wound healing in the previous 30 days.

. For all ulcers and wounds:
o Application of dressings to maintain a moist wound environment.
o Debridement of necrotic tissue and treatment of osteomyelitis or wound infection, if present.

. For stagelll or IV pressure ulcers:
v The member has been appropriately turned and positioned, has used a group 2 or 3 support surface for pressure
ulcers on the posterior trunk or pelvis, (agroup 2 or 3 support surface is not required if the ulcer is not on the trunk
or pelvis) and the member's moisture and incontinence have been appropriately managed.

. For neuropathic ulcers:
o The member has been on a comprehensive diabetic management program and reduction in pressure on a foot or leg
ulcer has been accomplished with appropriate modalities.

. For venous insufficiency ulcers:
v Leg elevation and ambulation have been encouraged.

. For surgical wounds:
v The member has complications of a surgically created wound or a traumatic wound where there is documentation of
the medical necessity for accelerated formation of granulation tissue which cannot be achieved by other available
topical wound treatments.

If traditional wound treatment methods have not resulted in improvement, a negative pressure wound therapy pump may be
ordered.
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More than one negative pressure wound therapy pump billed per member, per day for the same time period is not covered. The
negative pressure wound therapy pump must accommodate more than one wound dressing set for multiple wounds on a member.

Detailed documentation showing medical necessity of the negative pressure wound therapy pump is required to be kept by the
supplying provider. A written physician's order for the use of negative pressure wound therapy pumps and supplies must be signed
and dated by the treating physician and obtained by the provider before supplying the pump. The order is required to be kept on
file by the provider.

If detailed documentation in the member's medical record isincomplete or does not show the medical necessity of the negative
pressure wound therapy pump and supplies, payments may be subject to recoupment.

Documentation showing medical necessity is required to be recorded and maintained in a member's medical record include the
following:

. Signed and dated physician order obtained prior to the application of the negative pressure wound therapy pump.

. Wound origin and history, including date wound first occurred.

. Evaluation and treatment plan.

. Weekly wound measurements (including length, width, and depth) and description (including type and amount of drainage)
by alicensed health care professional.

. Evaluation and provision for adequate nutritional status, including required lab work for recent albumin and total protein
levels. If lab work is not within normal range (albumin 3.4-5.4 g/dl and total protein 5.6-8.4 g/dl) dietary assessment and
additional intervention measures to improve levels must be documented.

. Type of diet, appetite, height, weight, and notation of recent weight loss, if applicable.

. Dates and number of hours per day that negative pressure wound therapy pump isin use. The device should only be used
by qualified, trained, and authorized personnel.

Use of the negative pressure wound therapy pump is no longer covered when the treating physician determines wound healing has
occurred to the degree that the negative pressure wound therapy pump is no longer needed or when any measureable degree of
wound healing has failed to occur over the course of a month.

Information about negative pressure wound therapy pumps for nursing home membersis available.

Definition of Lack of mprovement of a Wound
Lack of improvement of awound is defined as alack of improvement in the quantitative measurements of wound characteristics

including wound length and width (surface area) or depth measured serially and documented over a specific interval of time.
Wound healing is defined as improvement (smaller size) in either surface area or depth of the wound.

I nappropriate and Noncovered Use
The use of negative pressure wound therapy pumps is not appropriate and therefore not covered in the following situations:
. Presence of necrotic tissue with eschar, if debridement is not attempted.
. The presence of afistulato an organ or body cavity within the vicinity of the wound.
. When cancer is present near or in the wound.
. If untreated infection or osteomyelitis is noted in the wound.

Topic #1751

Passive M otion Exer cise Device
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Rental of passive motion devices is covered with PA for members who receive atotal knee replacement. The member must begin
using the device within two days after surgery for coverage. ForwardHealth has determined that more than 21 days of rental of a
passive motion exercise device per knee surgery is not medically necessary.

Rental of the device for use only in the member's home is covered.

Topic #12738

Wear able Cardioverter Defibrillator

Rental of aWCD is acovered service with PA. The WCD isindicated for adult members at high risk for sudden cardiac death
and is used on an outpatient basis. This equipment is intended for short-term use under medical supervision. The WCD is designed
to perform the same functions as an automatic ICD, but is worn outside the body and is therefore noninvasive.

Reimbursement Policy and Claims

Separate payment for cables, alarms, electrodes, belts, holsters, ead wires, battery packs, battery charger, monitor, the garment
and other supplies will not be made as these items are included in the charges for rental equipment as well.

Equipment rental is covered only as long as medica necessity exists. Once an ICD is implanted or a heart transplant takes place,
the WCD is no longer needed. Providers may not bill for dates of service when medical necessity no longer exists.
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| mplants

Topic #1753

Cochlear Implants

Separ ate Reimbur sement

DME providers are separately reimbursed for cochlear implants when the implant surgery is performed in an ASC or outpatient
hospital and thereis an approved or modified PA request on file from the rendering surgeon. The POS codes for these facilities
are asfollows:

"11" (Office).
. "22" (Outpatient Hospital).
. "24" (Ambulatory Surgical Center).

Cochlear Implants

Cochlear implant manufacturers, outpatient hospitals, and ASCs enrolled as DME providers should use HCPCS procedure codes
L8614 (Cochlear device, includes al internal and external components) or L8619 (Cochlear implant, external speech processor
and controller, integrated system, replacement) when submitting PA requests for cochlear implants.

PA isrequired if the internal components of the cochlear device need to be replaced within their 10-year life expectancy. The life
expectancy for the external speech processor isthree years. If the external speech processor needs to be replaced within three
years of the implant surgery or a previous replacement, PA is reguired.

For members who received the implant surgery and device prior to their enrollment in BadgerCare Plus or Medicaid, PA is not
required for the first replacement of the external speech processor because ForwardHealth has no record of medical services
members receive prior to their enrollment and therefore cannot know whether the replacement of the external speech processor is
occurring within three years of the purchase of the previous device.

Hearing Device Repairs and Replacements

DME providers should use the following procedure codes when hilling for repairs of and replacement parts for cochlear implants:

. L8615 (Headset/headpiece for use with cochlear implant device, replacement).

. L8616 (Microphone for use with cochlear implant device, replacement).

. L8617 (Transmitting coil for use with cochlear implant device, replacement).

. L8618 (Transmitter cable for use with cochlear implant device, replacement).

. L7510 (Repair of prosthetic device, repair or replace minor parts). Use this procedure code for all other repairs or
replacement parts not listed above.

Prior authorization is required if the total repair (procedure code L7510) exceeds $150.00.

Note: "U" modifiers are assigned to multiple items listed on PA requests to indicate separate approval of DME items (i.e,,
accessories).

FacilitiesMust Be Medicaid-Enrolled Durable M edical Equipment
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Providers

Cochlear implant manufacturers, outpatient hospitals, and ASCs are required to obtain separate Medicaid enrollment asa DME
provider before hilling for the cochlear implant.

Note: Audiologists and speech and hearing clinics, as well as DME providers, may submit PA requests and hill for replacement
parts and accessories.

Topic #1752

Vagus Nerve Stimulators

Enrolled medical eguipment vendors are separately reimbursed for vagus nerve stimulators when the implant surgery is performed
inan ASC or outpatient hospital and when the performing surgeon has an approved PA for the surgery. The POS codes for these
facilities are as follows:

. "22" (Outpatient Hospital).
. "24" (Ambulatory Surgical Center).

Providers are required to use one of the following procedure codes when submitting claims for the vagus nerve stimulator device:

. L8685 (Implantable neurostimul ator pulse generator, single array, rechargeable, includes extension).

. L8686 (Implantable neurostimulator pulse generator, single array, non-rechargeable, includes extension).
. L8687 (Implantable neurostimulator pulse generator, dua array, rechargeable, includes extension).

. L8688 (Implantable neurostimulator pulse generator, dua array, non-rechargeable, includes extension).

The above procedure codes are reimbursable only for the vagus nerve stimulator device; no other implant device is reimbursed
under these procedure codes.

Providers are required to use procedure code L8680 (Implantable neurostimulator electrode, each) when submitting claims for
vagus nerve stimulator electrodes. Procedure code L8680 includes the tunneling tool.

On the claim form, indicate the date of the surgery as the DOS.
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Noncover ed Services

Topic #10917

"Not for Retail Sale" Products

ForwardHealth does not reimburse for diabetic supplies considered "not for retail sale” by the manufacturer. "Not for retail sale’
products are considered noncovered.

Topic #9337

Basic Plan Noncover ed Services

The following are among the services that are not covered under the BadgerCare Plus Basic Plan:

. Case management.

. Certain visits over the 10-visit limit.

. CRS.

. Entera nutrition.

. HealthCheck.

. Health education services.

. Hearing services, including hearing instruments, cochlear implants, and bone-anchored hearing aids, hearing aid batteries,
and repairs.

. Home care services (home health, personal care, PDN).

. Inpatient mental health and substance abuse treatment services.

. Non-emergency transportation (i.e., common carrier, SMV).

. Nursing home.

. Obgtetrical care and delivery.

. Outpatient mental health and substance abuse services.

. PNCC.

. Provider-administered drugs.

. Routine vision examinations billed with CPT codes 92002-92014 (without a quaifying diagnosis), determination of
refractive state billed with CPT code 92015; vision materials such as glasses, contact lenses, and ocular prosthetics; repairs
to vision materias; and services related to the fitting of contact lenses and spectacles.

. SBS.

. Transplants and transplant-related services.

Billing Membersfor Noncovered Services

Basic Plan members may request noncovered services from providers. In those cases, providers may collect payment for the
noncovered service from the member if the member accepts responsibility for payment and makes payment arrangements with the
provider. Providers are strongly encouraged to obtain a written statement in advance documenting that the member has accepted
responsibility for payment of the service.

Providers may bill members up to their usual and customary charge for noncovered services. Basic Plan members do not have
appeal rights for noncovered services.

Topic #68
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Definition of Noncover ed Services

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

Topic #3164

Noncovered Durable M edical Equipment and Services

BadgerCare Plus does not cover the following durable medical equipment and services. PA requests for these items and services
are denied. Thislist is not al-inclusive and may be revised periodically:

. Foot orthoses or orthopedic or corrective shoesfor the following conditions:
v Flattened arches, regardless of the underlying pathology.
o Incomplete dislocation or subluxation metatarsalgia with no associated deformities.
o Arthritis with no associated deformities.
o Hypoallergenic conditions.
. Servicesdenied by Medicare for lack of medical necessity.
. Itemswhich are not primarily medical in nature, including:
o Air conditioners and air purifiers.
Auditory/listening music programs.
Baby/infant exercise saucers.
Ceiling lifts.
Cleaning and disinfectant supplies.
Cold air humidifiers.
Computers.
Copy machines.
Dehumidifiers.
Educational learning computer programs.
Electric page turners.
Emergency alert contact systems/services.
Exercise and fitness equipment (stationary bicycles, treadmills, pulleys, weights, exercise therapy mats, rowing
machines, physioballs, therapy putty, or therapy bands).
Extended warranty.
Fax machine.
Home and environmental modifications (electronic or mechanical devices to control lighting, appliances, etc.).
Homemaking equipment (microwaves, food carts, cutting boards, or other adaptive equipment for cooking, cleaning,
etc.).
Hydrocollator equipment or other devices for heat or cold.
Hypoallergenic items including bedding.
Intercom monitors.
L aptop computers.
Lights, horns, flags, or signs for mobility bases.
Masks other than those allowable with Medicaid covered respiratory eguipment.
Pacemaker monitors.
Playground and recreation equipment (swings, jungle gyms, tunnels, parachutes, obstacle courses, tricycles, or other
adapted or specialized toys).
v Power door openers.
o Reading machines.
o Redtraints.

O o o o o o o o o o o O

o o o o
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Ring walkers.

Safety equipment (gait belts, harnesses, vests, alarm systems, wanderguard, medica alert bracelets or other types of
monitoring equipment, or fences).

Service animals.

Telephone modems.

Telephones, cell phones, and speaker phones.

Van or vehicle modifications.

Video games.

. Itemswhich are not appropriate for home usage, including:

u]

o

Oscillating beds.
Paraffin baths.

. Itemswhich are not generally accepted by the medical profession asbeing therapeutically effective. These items
include heat and massage foam cushion pads.
. Itemswhich do not contribute to the improvement of the member's medical condition, including:

u]

u]

o

u]

O O O O O 0o 0o 0o o 0o 0o 0o o o o o o o o o o o o g

A third battery for a power/motorized wheelchair.
Alcohol swabs.
Alcohol wipes.
Assistive listening devices, as follows:

. Telephone amplifier, any type.

. Alerting, any type.

. Television amplifier, any type.

. Television caption decoder.

Telecommunications Device for the Deaf (TDD).

Baskets or backpacks for use with walkers, wheelchairs, or scooters.
Bolsters and wedges (pillows, such as cervical and/or lumbar supports).
Canopies, umbrellas, or sun shades (free standing or for attachment to a mobility base).
Cushion lift power seats.
Disposable washcloths.
Disposable wipes or diaper wipes.
Elevators, stair glides, or stair lifts.
Equipment, supplies, or products designed to change the calming or stimulating factors in any environment.
Chlorhexidine topical antiseptic.
lodine solution.
lodine swabs.
Moisturizing skin cream or lotion.
Over-the-bed or bedside tables.
Ramps (home, wheelchair, van/vehicle lifts or carriers).
Seat lift chairs.
Standers with hydraulic/automated lift mechanisms.
Standers with mobility bases.
Sunscreens.
Trays for walkers, standers, and gait trainers.
Weighted blankets and/or vests.
Wheelchair lifts.
Wheelchair gloves.
Whirlpools or hot tubs.
Wigs.

. Repair, maintenance, or modification of rented durable medical equipment.
. Delivery or set-up chargesfor equipment as a separate service, including:

u]

u]

o

Installation of equipment or labor charges to mount equipment in a home.
Shipping and handling as a separate charge.
Travel to and from the member's residence.

. Fitting, adapting, adjusting, or modifying a prosthetic or orthotic device or corrective or orthopedic shoesasa
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Published Policy Through October 31, 2012 Page 131 of 371



Wisconsin Medicaid

separ ate service.

. All repairsof ahearing aid or other assistive listening device performed by a dealer within 12 months after the
purchase of the hearing aid or other assistive listening device. These are included in the purchase payment and are
not separately reimbursable.

. Hearing aid or other assistive listening device batteries which are provided in excess of the guidelines
enumer ated in the Hearing services area.

. Itemsthat are provided for the purpose of enhancing the prospects of fertility in males or females.

. Impotence devices, including, but not limited to, penile prostheses.

. Testicular prosthesis.

. Food.

. Infant formula and enteral nutritional products except as allowed under DHS 107.10(2)(c) Wis. Admin. Code.

As stated in DFS 107.10(2)(c), Wis. Admin. Code, exceptions include: Medically necessary, specially formulated nutritional
supplements and replacement products, including enteral and parenteral products used for the treatment of severe health
conditions, such as pathologies of the gastrointestinal tract or metabolic disorders.

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 behalf of the member, for certain noncovered
services or activities provided in connection with covered services, including the following:

. Charges for missed appointments.

. Chargesfor telephone calls.

. Charges for time involved in completing necessary forms, claims, or reports.
. Trandation services.

Missed Appointments

The federal CM S does not alow state Medicaid programs to permit providers to 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:

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

. Encourage the member to call for NEMT services. Most members may receive NEMT services through LogistiCare. Refer
to the NEMT service area for more information.

. 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 Services

Trandation services 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 trandlation services.

Providers should call the Affirmative Action and Civil Rights Compliance Officer at (608) 266-9372 for information about when
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trandlation 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

Topic #8997

Non-preferred Diabetic Supplies

Non-preferred diabetic supplies are not covered for members enrolled in the BadgerCare Plus Benchmark Plan or BadgerCare
Plus Core Plan. PA requests submitted for non-preferred diabetic supplies for members enrolled in the Benchmark Plan or Core
Plan will be returned to the providers unprocessed. Members do not have appeal rights for noncovered diabetic supplies.

Durable Medical Equipment Published Policy Through October 31, 2012 Page 133 of 371



Wisconsin Medicaid

Nursing Home Members and Durable Medical Equipment

Topic #1755

An Overview

The DME Index indicates which DME items are separately reimbursable for nursing home members. Most DME is reimbursed by
Wisconsin Medicaid through the nursing home's daily rate or as a nursing home ancillary cost.

Topic #11019

Negative Pressure Wound Therapy Pumps

The rental of negative pressure wound therapy pumps and supplies is covered for members residing in a nursing home when used
for the treatment of ulcers and wounds that have not responded to traditional wound treatment methods.

Negative pressure wound therapy pumps are described in HCPCS procedure code E2402 (Negative pressure wound therapy
electrica pump, stationary or portable). Reimbursement for the rental of a negative pressure wound therapy pump (which includes
dressing and supplies when part of the total rentd rate) is not part of the nursing home daily rate and cannot be included as part of
anursing home's cost reports.

The canister, dressings, and related supplies (procedure code A7000 [Canister, disposable, used with suction pump] and
procedure code A6550 [Wound care set, for negative pressure wound therapy electrical pump, includes all supplies and
accessories]) are included as part of the reimbursement for the negative pressure wound therapy pump and are not separately
reimbursable.

Information about negative pressure wound therapy pumps for home health is available.

Topic #1757

Respiratory Equipment

The DME Index indicates which oxygen-related services are separately reimbursable in a nursing home. For example, nursing
homes may be reimbursed for stationary system rental codes E0424, E0439, and E1390 even if the member is using equipment
that is owned by the nursing home (e.g. liquid oxygen administered from awall unit.)

Rental of respiratory equipment for a nursing home resident is reimbursed only for the days it is actually used by the member,
except for Medicare approved rental services. This policy is monitored on a postpayment basis.

Repairs of oxygen equipment in a nursing home is not separately reimbursable.

Topic #1758

Wheelchairs
Wheelchairs Reimbursed Through the Nursing Home Daily Rate
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Wheelchairs must be provided by nursing facilities in sufficient quantity to meet the health needs of patients who are Medicaid or
BadgerCare Plus members.

Nursing homes that specialize in providing rehabilitative services and treatment for the developmentally or physically disabled, or
both, shall provide the special equipment, including wheelchairs adapted to the member's disability, and other adaptive prosthetics,
orthotics, and equipment necessary for the provision of these services. The facility must provide replacement wheelchairs for
members who have changing wheelchair needs. All standard manual wheelchairs are reimbursed through the nursing home daily
rate.

Wheelchairs Separately Reimbursable

Powered mohility equipment and wheelchair custom positioning systems are not included in the nursing home daily rate. They are
separately reimbursable, when medically necessary and when prior authorized by Wisconsin Medicaid under the following
conditions:

. A medically necessary wheelchair custom positioning system is personalized in nature and custom-made to fit one member
only, and is used only by that member.

. The powered mobility equipment isjustified by the diagnosis, prognosis, and occupational or vocational activities of the
member.

Manual Wheelchair Rentals

Manual wheelchair rentals for members residing in a nursing home are not separately reimbursable.

Custom Seating Systems or Powered Mobility Equipment

Wisconsin Medicaid separately reimburses providers for custom wheelchair positioning exclusive of the wheelchair or for powered
mobility equipment for nursing home residents with a physician's prescription when both of the following are true:

. The wheelchair seating system is custom-made to fit one member only, and is used only by that member.
. Thewheelchair isjustified by the diagnosis, prognosis, and the occupational or vocational activities of the member.

A standard manual wheelchair may be approved if the member is transferring from a nursing home to a more independent setting.
In this situation, the PA request must include documentation from the physician of the discharge date and new setting location.

Wheelchair Repairs

Wisconsin Medicaid reimburses providers for repairs to member-owned wheelchairs only when the repairs are for custom
positioning equipment or when the repairs are for powered mobility equipment.

Claims submitted for manual wheelchair repairs are denied, even if the wheelchair is owned by the member.

Repair of a member-owned standard manual wheelchair in a nursing home is not covered by Medicaid unless the member is about
to transfer to a more independent setting. (The nursing home is, however, responsible for providing a wheelchair as needed.)

Repair of a member-owned power wheelchair or adaptive wheelchair positioning system is reimbursed separately by Medicaid.
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Orthopedic Shoes, M odifications, and Transfers

Topic #1760

An Overview

Orthopedic or corrective footwear are:

. Shoes attached to a brace or prosthesis; mismatched shoes involving a difference of afull size or more.
. Shoesthat are modified to take into account discrepancy in limb length or arigid foot deformation.

Where there is adiscrepancy in limb length, an elevation of ahalf inch or more is required to qualify as an orthopedic shoe. Arch
supports are not considered a brace.

Examples of orthopedic or corrective shoes are supinator and pronator shoes, surgical shoes for braces, and custom-molded
shoes.

Orthopedic or corrective shoes are covered for al ages. PA isrequired for junior and adult orthopedic shoes. Coverage of
orthopedic or corrective shoesis based on individual assessment.

Coverage of orthopedic shoes for all ages requires certain diagnoses or medical conditions and applicable ICD-9-CM codes for
reimbursement.

Topic #1759

Orthopedic Footwear for Infantsand Children

Procedure codes L3201, L3202, L3204, L3206, L3208, L3209, L3212, and L3213 for orthopedic footwear for infants and
children have diagnosis code restrictions. Wisconsin Medicaid reimburses providers for these procedure codes when one or more
of the diagnosis codes is indicated on the claim.
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Orthotic Devices

Topic #1761

An Overview

Orthoses are devices that limit or assist motion of any segment of the human body. They are designed to stabilize a weakened
body part or correct a structural problem. Examples of orthotic devices are arm braces and leg braces.

Wisconsin Medicaid reimburses up to four of the following joints/hardware: knee joints, additions to knee joints, joints used in
addition to shoe-ankle-skin-knee orthoses, droplock retainers, and knee controls (condylar pads only). Consult the DME Index
for other limitations.
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Prosthetic Procedures

Topic #1762

An Overview

Prostheses are devices that replace all or part of a body organ to prevent or correct a physical disability or malfunction. Examples
of prostheses are artificial arms, artificial legs, and mastectomy forms.
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Repair of Durable M edical Equipment

Topic #1763

General Policy

All DME repairs must be prescribed by a physician, podiatrist, nurse practitioner, or chiropractor. Podiatrists, nurse practitioners,
and chiropractors may prescribe DME only within their scope of practice.

Repairs are per complete service, not per DOS.
An estimate of the cost of providing the complete service must be made before the service is initiated to determine whether or not
the service exceeds the dollar threshold for PA. If the provider is unsure whether the total cost of providing the service will exceed

the dollar threshold amount in the DME Index, the provider should submit a PA request to avoid a claim denial for not having PA.

Wisconsin Medicaid does not reimburse for excessive repairs when a new item would be more cost effective, nor approve
purchase of a new item when only simple repairs are needed.

Providers should indicate their usual and customary charges when billing for repairs.

Topic #1764

Labor Costsfor Repairs

Use procedure code K0739 to request reimbursement for each 15 minutes of labor (actual time spent repairing equipment). In
other words, if 15 minutes are spent repairing equipment, providers must indicate a unit of onein the unit field on the claim form.
Two unitsin the unit field equal 30 minutes. A decimal point may be used to indicate a fraction of awhole unit. Time indicated on
the claim is subject to PA or post-pay review, using industry standards for repair time.

Providers should submit claims with their usual and customary hourly rate. PA is required if the amount to be billed exceeds
$84.00.

Trave

Wisconsin Medicaid does not provide additional reimbursement for travel. Thus, providers may not request reimbursement for
travel as part of labor time. Submit claims for time actually spent repairing equipment only. Reimbursement for KO739 is all-
inclusive, so it includes reimbursement for expenses such as overhead, travel, and delivery.

Topic #1765

PartsUsed in Repairs

Repair Partsfor Home Health Equipment (i.e., Hospital Beds, Lifts, and
Commodes)

To request reimbursement from Wisconsin Medicaid for repair parts for hospital beds, lifts, and commodes, providers should
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select a procedure code for the part as follows:

1. Find a procedure code matching the specific part in the DME Index.
2. If no procedure code has been found, use E1399 for the part. Procedure code E1399 always requires PA.

Hospital Beds
Procedure Description
Code
E0250 Hospital bed, fixed height, with any type side rails, with mattress
E0251 Hospital bed, fixed height, with any type side rails, without mattress
E0255 Hospital bed, variable height, hi-1o, with any type side rails, with mattress
E0256 Hospital bed, variable height, hi-1o, with any type side rails, without mattress
E0260 Hospital bed, semi-electric (head and foot adjustment), with any type side rails, with mattress
E0261 Hospital bed, semi-electric (head and foot adjustment), with any type side rails, without mattress
E0265 Hospital bed, total electric (head, foot, and height adjustments), with any type side rails, with mattress
E0266 Hospital bed, total eectric (head, foot, and height adjustments), with any type side rails, without mattress
E0290 Hospital bed, fixed height, without side rails, with mattress
E0291 Hospital bed, fixed height, without side rails, without mattress
E0292 Hospital bed, variable height, hi-1o, without side rails, with mattress
E0293 Hospital bed, variable height, hi-lo, without side rails, without mattress
E0294 Hospital bed, semi-€electric (head and foot adjustment), without side rails, with mattress
E0295 Hospital bed, semi-€electric (head and foot adjustment), without side rails, without mattress
E0296 Hospital bed, total electric (head, foot, and height adjustments), without side rails, with mattress
E0297 Hospital bed, total electric (head, foot, and height adjustments), without side rails, without mattress
E0301 Hospital bed, r_leavy duty, e>§traW.i de, With weight capacity greater than 350 pounds, but less than or equal to
600 pounds, with any type side rails, without mattress
£0302 Hpspita_\l bed, extra heavy duty, extrawide, with weight capacity greater than 600 pounds, with any type side
rails, without mattress
£0303 Hospital bed, heavy duty, e>§trawj de, With weight capacity greater than 350 pounds, but less than or equal to
600 pounds, with any type side rails, with mattress
£0304 Hpspitgl bed, extra heavy duty, extrawide, with weight capacity greater than 600 pounds, with any type side
rails, with mattress
Lifts
Procedure Code Description
E0630 Patient lift, hydraulic, with seat or sling
E0635 Patient lift, electric, with seat or sling
Commode Chairs
Procedure Code Description
E0163 Commode chair, stationary, with fixed arms
E0164 Commode chair, mobile, with fixed arms
E0168 Commode chair, extra wide and/or heavy duty, stationary or mobile, with or without arms, any type, each
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E0240 Bath/shower chair, with or without wheels, any size
E0247 Transfer bench for tub or toilet with or without commode opening

Repair Partsfor Orthotics

Use procedure code L4210 to request reimbursement from Wisconsin Medicaid for parts to repair orthotic devices.

Repair Partsfor Prosthetics

Use procedure code L7510 to request reimbursement from Wisconsin Medicaid for parts to repair prosthetic devices.

Repair Partsfor Wheelchairs

To request reimbursement from Wisconsin Medicaid for repair parts for wheelchairs, providers should select the procedure code
for the part as follows:

1. Find aprocedure code matching the specific part in the DME Index.
2. If no procedure code has been found, use E1399 for the part. Procedure code E1399 always requires PA.

Wheelchairs
Pr (é:sggre Description
K0001 Standard wheelchair
K0002 Standard hemi (low seat) wheelchair
K 0003 Lightweight wheelchair
K0004 High strength, lightweight wheelchair
K 0005 Ultralightweight wheelchair
K0006 Heavy-duty wheelchair
K0007 Extra heavy-duty wheelchair
K 0009 Other manual wheelchair/base
K0010 Standard-weight frame motorized/power wheelchair
KOO11 Stgndard-wei ght frame moForized/power_ wheelchair with prt_)grammable control parameters for speed
adjustment, tremor dampening, acceleration control and braking
K0012 Lighweight portable motorized/power wheelchair
K0014 Other motorized/power wheelchair base
K0800 Power operated vehicle, group 1 standard, patient weight capacity up to and including 300 pounds
K0801 Power operated vehicle, group 1 heavy duty, patient weight capacity 301 to 450 pounds
K0802 Power operated vehicle, group 1 very heavy duty, patient weight capacity 451 to 600 pounds
K0806 Power operated vehicle, group 2 standard, patient weight capacity up to and including 300 pounds
K0807 Power operated vehicle, group 2 heavy duty, patient weight capacity 301 to 450 pounds
K0808 Power operated vehicle, group 2 very heavy duty, patient weight capacity 451 to 600 pounds
K0812 Power operated vehicle, not otherwise classified

Repair Partsfor All Other Durable M edical Equipment
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When submitting claims to ForwardHealth for repair parts for all other DME, providers should select the procedure code for the
part as follows:

1. Find a procedure code matching the specific part in the DME Index.
2. If no procedure code has been found, use E1399 for the part. Procedure code E1399 always requires PA.
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Respiratory Equipment

Topic #3507

Chest Wall Oscillation Systems

Wisconsin Medicaid reimburses providers for HCPCS code E0483 (High frequency chest wall oscillation air-pulse generator
system, [includes hoses and vest], each) according to a daily rental maximum allowable fee rate until the purchase price max fee
has been reached. Once the purchase price max fee has been reached, the equipment is considered purchased. Ownership of the
equipment remains with the provider. Providers will no longer receive reimbursement from Wisconsin Medicaid for this equipment
and are responsible for the long-term support of the equipment, including the lifetime warranty and all services covered under the
warranty, such as repairs, any necessary supplies, and replacement, until the equipment is no longer medically necessary.

Topic #1767

Definition

Respiratory equipment is medical equipment used for the administration of oxygen or to assist with respiratory functions. Examples
of covered respiratory equipment include oxygen concentrators, oxygen enricher systems, humidifiers, nebulizers, and oxygen

tents. The DME Index lists all covered respiratory equipment.

Topic #1770

Medical Necessity for Oxygen Services

Whether a member residesin a SNF or a home, providers are required to establish medical necessity before oxygen services are
provided. Medical necessity is established by the measurement of arterial oxygen saturation. For members in SNFs, medical
necessity must be established before the member receives oxygen whether it is to be administered at the time of admission or later
during the member's stay. Providers are required to review the medical necessity of any service provided to a member on an
ongoing basis.

Documentation and medical necessity requirements apply to all types of oxygen services, including portable oxygen. The extent of
the member's mobility and need for portable oxygen must be documented in the member's medical record.

Topic #1771

Oxygen Contents

Oxygen contents may be purchased only. Oxygen contents are reimbursable only for member or nursing home-owned systems,
not for rented oxygen delivery systems.

When billing for oxygen contents, one unit of service indicated on the claim form is equal to one month's use, consistent with the
HCPCS code descriptions. PA isrequired for oxygen contents after 30 days.

Topic #1772
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Oxygen Ddlivery Systems
Pur chased Oxygen Delivery Systems

Oxygen delivery systems may be purchased with PA. Wisconsin Medicaid includes the cost of oxygen system components within
the reimbursement for the purchase of oxygen delivery systems. This includes the oxygen container, carts, stands, demurrage, and
regulators.

The replacement parts for a purchased oxygen system can be billed separately using the appropriate procedure codes in the DME
Index.

Rented Oxygen Délivery Systems

Oxygen delivery systems may be rented for up to 30 days without PA. Reimbursement for rented systems (including portable
systems) procedure codes include oxygen contents. This may differ from commercia health insurance and private payers definition
of the oxygen service that may not include contents. If thisis the case, the provider's billed amount to Wisconsin Medicaid will
differ from the amount billed to the private payer.

Providers should not submit additional claims for the contents with the rental of stationary or portable oxygen systems for the same
time period, for the same member.

The provider indicates the prescribed oxygen flow rate for rented, stationary, liquid or gaseous systems as follows:

. "QE" modifier — prescribed amount of oxygen islessthan one liter per minute (reimbursement is 50 percent of maximum
alowable fee).

. No modifier — prescribed amount of oxygen is from one to four liters per minute (reimbursement is the full maximum
alowable fee).

. "QG" modifier — prescribed amount of oxygen is greater than four liters per minutes (reimbursement is 150 percent of
maximum allowable fee).

For oxygen equipment rental, one unit of service indicated on the claim form is equal to one day's use.

A provider may submit a claim for both a portable and a stationary oxygen system for the same member on the same DOS as long
as the appropriate physician prescription and documentation to support medical necessity and actual oxygen use is maintained.

Topic #1773

Prescriptions for Oxygen Services

The FDA identifies oxygen as alegend drug, and prescriptions are required for legend drugs. Therefore, providers are required to
have a physician's prescription before administering oxygen. Verbal orders for oxygen services are acceptable for initiating the
administration of oxygen when the following requirements are met:

. Theverbal orders are given to alicensed or certified individua of the nursing home or the home care services provider.
. Theverbal orders are followed up with a signed and dated physician's written prescription within 10 days, whether the
member resides in a nursing home or receives home care services.

A physician's prescription for oxygen services should indicate a specific liter flow; however, arange (e.g., 02 @ 2-4 liters per
minute) is acceptable if the prescription also indicates that a certain blood saturation level must be maintained during unstable
periods. When the prescription indicates a range, and not a specific liter flow, Wisconsin Medicaid requires that the following be
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documented in the member's file:

. Frequent monitoring of oxygen saturation levels.
. Varying liter flow.

Changesto Oxygen Liter Flow

PA request approval is based on average liter flow. If the liter flow increases or decreases on a temporary basis, providers should
make no changes to the PA request. If the liter flow increases or decreases for an extended period of time, providers may submit
aPrior Authorization Amendment Request.

Topic #1740

Rental Guidelinesfor Respiratory Equipment

The following guidelines apply to certain respiratory equipment.

Initial Rental Period

The daily rental max fee rate is payable monthly to providers until the purchase price max fee listed in the DME Index is reached.
Use HCPCS madifier "RR" (Rental) with the equipment procedure code on the claim form.

Extended Rental Period

Once the purchase price max fee has been reached for certain DME, providers may be reimbursed for repair or nonroutine
services only. Providers may begin receiving reimbursement for repair or nonroutine services no earlier than six months (181 days)
after the end of the initial rental period or after the remaining portion up to the purchase price max feeis paid to the provider. After
the purchase price max fee of the equipment has been reached, ownership of the equipment remains with the provider. The
provider is responsible for long-term support over the life of the DME.

For each piece of equipment for which repair or nonroutine service is performed, indicate one of the following HCPCS procedure
codes on the PA request or claim form:

. K0739 (Repair or nonroutine service for durable medical equipment other than oxygen equipment requiring the skill of a
technician, labor component, per 15 minutes).
. E1399 (Durable medica equipment, miscellaneous).

Providers should use the procedure code that best describes the exact replacement part or service before submitting PA requests
and claims with procedure code E1399.

Topic #12017

Ventilator and Respiratory Assist Device Coverage

ForwardHealth will approve PA requests for the appropriate ventilator or RAD procedure code based on the physician-ordered
settings. Pulmonary progress notes and respiratory assessments from the physician must also be included and match the physician
orders.

Due to new technology, most ventilators and RADs have the capability of multiple settings and are interchangeable. They can be
utilized for both invasive and non-invasive use, and since they are portable, they can be used in any setting ranging from hospital to
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home use.

Initial Rental Period

The daily rental maximum allowable fee rate is payable monthly to providers until the purchase price max fee listed in the DME
Index is reached. Use HCPCS modifier "RR" (Rental) with the equipment procedure code on the claim form.

Used Equipment
If used equipment is dispensed at the beginning of theinitial rental period, the provider must comply with one of the following:
. Supply the member with working equipment in good condition for five years (the life expectancy of the same type of new
equipment).
. Substitute new equipment by the end of the initial rental period.

A new initial rental period may only be started with new equipment if the DME reaches its life expectancy, the member till needs
the equipment, and one of the following is true:

. The DME no longer functions properly.
. The DME can no longer be repaired.

A PA request must be filed for each new initial rental period and must include al of the following:

. Theorigina delivery date.
. The age of the equipment.
. An explanation of why the equipment is no longer functional.

Extended Rental Period

When cumulative rental payments total the purchase price max fee of the item, the extended rental period begins. Providers must
continue to provide the DME to the member until one of the following happens:

. Thelife expectancy of the equipment is reached and a different piece of equipment is dispensed.
. The member no longer needs the equipment.

Extended Rental for Respiratory Equipment

During the extended rental period for procedure codes E0445, E0471, and E0619 providers may be reimbursed for repair or
nonroutine services only. Providers may begin receiving reimbursement for repair or nonroutine services no earlier than six months
(181 days) after the end of the initial rental period or after the remaining portion up to the purchase price max feeis paid to the
provider. Temporary replacement equipment is not reimbursed separately. After the purchase price max fee of the equipment has
been reached, ownership of the equipment remains with the provider. The provider is responsible for long-term support over the
life of the DME.

The following table outlines specific repair and service guidelines for respiratory equipment:

Proced Initial rental
rocedure Description period Extended rental period
code o
modifier
£0445 Oximeter .devicefor measuring blood oxygen levels RR
non-invasively
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Respiratory assist device, bi-level pressure capability, Dur.| ng the gxtended Fe”ta' period .for .
: . S equipment listed in this table, providers will
with back-up rate feature, used with noninvasive be reimbursed onlv for repair and nonroutine
E0471 interface, e.g., nasa or facia mask (intermittent assist |RR ; . y €p
L i o service using the appropriate procedure
device with continuous positive airway pressure
. codes.
device)
E0619 Apnea monitor, with recording feature RR
" RR = Rentdl.

Extended Rental for Ventilators and Respiratory Assist Devices

During the extended rental period for procedure codes E0450, E0461, E0463, E0464, and E0472, providers may be reimbursed
up to one half of the rental max fee per month to cover the costs associated with long-term rental. To receive this reimbursement:

. The DME must be in the extended rental period.
. Providers must indicate modifier "52" (Reduced services) and HCPCS modifier "RR" with the equipment procedure code
on the PA request and claim form.

After the purchase price max fee of the equipment has been reached, ownership of the equipment remains with the provider. The
provider is responsible for long-term support (repairs and necessary supplies) over the life of the DME. Providers may continue to
receive up to one half of the rental max fee monthly, for as long as the member continues to use the equipment. Extended rental
status carries from one provider to the next provider.

Reimbursement using modifier "52" isintended to cover all provider costs associated with repairs and service including temporary
replacement equipment, supplies, and provider-installed accessories including, but not limited to the following:

. AC/DC chargers.
. Adapters.

. Air/oxygen mixers.
. Auto adapters.

. Backpacks.

. Battery boxes.

. Battery packs.

. Clamps.

. Circuits.

. Filters, both hepa and bacteria type.
. Fittings.

. Generators.

. Internal and additional batteries for back-up use.
. Manifolds.

. Power cables.

. Power centers.

. Power inverters.
. Pressurealarms.
. Pressure hoses.

. Transport packs.
. Valves.

Usual and necessary accessories and supplies remain included even if a current PA for a ventilator or respiratory assist deviceis
not on file.

Additional payment is not made for repair, maintenance, or replacement during the rental of this equipment. It is the provider's
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responsibility to ensure there is an emergency plan in place to address mechanical failure of the equipment.

Disposable medical supplies for the member, such as facemasks or tracheostomy suction catheters, continue to be covered and
reimbursed separately.

The following table outlines service guidelines for ventilators and respiratory assist devices.

Procedure . Initial .rental Extended rental
Description period ) e %
code ek period modifiers
modifier
Volume control ventilator, without pressure support mode, may include
E0450 pressure control mode, used with invasive interface (e.g., tracheostomy RR RR and 52
tube)
E0461 Volume control ventilator, W|thout pressure _support mode, may include RR RR and 52
pressure control mode, used with non-invasive interface (e.g., mask)
Pressure support ventilator with volume control mode, may include
E0463 pressure control mode, used with invasive interface (e.g. tracheostomy RR RR and 52
tube)
E0464 Pressure support ventilator W|th vol ume conFroI _mode, may include RR RR and 52
pressure control mode, used with non-invasive interface (e.g. mask)
Respiratory assist device, bi-level pressure capability, with backup rate
E0472 feature, used with invasive interface, e.g., tracheostomy tube (intermittent  |RR RR and 52
assist device with continuous positive airway pressure device)

“The following are the modifiers and their definitions for the table above:

. RR=Rental.
. 52 = Reduced services. Modifier "52" must be billed with modifier "RR" during the extended rental period.
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Wheelchairs and Wheelchair Accessories

Topic #1774

Overview

Standard wheelchairs are usually specialy designed to accommodate individual disabilities and provide mobility. Examples of
standard wheelchairs are a standard weight wheelchair, a lightweight wheelchair and a power/motorized wheelchair. All
wheelchairs require PA. The member's diagnosis, prognosis, and living arrangements are considered before approving a
wheelchair.

Topic #11997

Power Wheelchair BatteriesLimited to Two

ForwardHealth limits coverage of batteries for power wheelchairs to a maximum quantity of two batteries. A third battery used on
apower wheelchair as an external power source (power center, third battery, portable power, etc.) is not considered medically
necessary, and therefore is not covered.

Topic #1775

Power-Operated Vehicles (Scooters)

Providers are required to indicate HCPCS procedure codes K0800-K 0812 for power-operated vehicles (scooters). All power-
operated vehicles require PA.

Power-operated vehicles are generally not separately reimbursable in a nursing home. However, providers may request special
consideration on their PA requests for the purchase of power-operated vehicles for nursing home residents.

Wisconsin Medicaid considers reimbursement for K0800-K 0812 as all-inclusive. Separate reimbursement is not allowed for
batteries and battery chargers at the initial issue of a power-operated vehicle. Separate additional reimbursement for accessories
may be considered on a PA request but the manufacturer price list must validate the additiona charge. Accessories are subject to
al Medicaid rules and regulations, including DHS 101.03(96m), Wis. Admin. Code, for medical necessity. Wisconsin Medicaid
does not cover certain accessories such as baskets, lights, horns, or flags.

Topic #3464

Required Modifiersfor Procedure Codes E2381-E2396

Providers are required to include modifier "RT" (Right side) and/or "LT" (Left side) on claims submitted for procedure codes
E2381-E2396. These procedure codes are incomplete without modifier "RT" or "LT."

If the DME item is needed hilaterally, providers are required to submit two separate details on claims, with modifier "RT" on one
detail and modifier "LT" on the second detail.

Topic #1776
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Two Types of Wheelchairsfor One Member

If amember owns a power/motorized wheelchair, the purchase of a manual wheelchair is approved only when the provider
demonstrates medica necessity. Based on past determinations, the following are examples that may be considered not medically
necessary (DHS 107.24(2)(b) and DHS 107.24(3), Wis. Admin. Code):

. The power/motorized wheelchair cannot be transported in the family vehicle.

. A physician's office, dentist's office, or school is inaccessible with the power/motorized wheelchair.

. The member could more readily socialize by using a manual wheelchair.

. A manual wheelchair is requested as a backup while a power/motorized wheelchair is being repaired.

The rental of a second wheelchair is covered while a member's wheelchair is being repaired.

Topic #6737

Wheelchair Definitions
M anual Wheelchair

Manually propelled, wheeled mohility base, sized to accommodate individual measurements in member size, weight, and height,
including al variations of arm, leg, and foot rests.

Power ed Wheelchair

Wheeled mobility base propelled by a motor, sized to accommodate individual measurements in member size, weight, and height,
including al variations of arm, leg, and foot rests.

Custom Wheelchair

A wheelchair that is uniquely designed, from amodel or detailed measurement of a member, and is constructed to meet a
member's exceptional medical needs as specified and documented by the member's attending physician. This does not include
equipment that is modified, fabricated, or fit from pre-manufactured components or modules.

Standard Wheelchair

Manual and power wheel chairs not meeting the definition of custom, but including frame adaptations designed to accommodate
individual disabilities and provide mobility. Examples of standard wheelchairs are:

. Extra-wide.

. Narrow.

. Tal.

. Ultra-light.

. Supra-light.

. Ultra-hemi.

. Supra-hemi.

. One-arm drive.
. Amputee.

. Pediatric.

. Heavy-duty.
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. Reclining.

. Semi-reclining.
. Light-weight.
. High-strength.
. Hemi-height.
. Tilt-in-space.

Topic #1777

Wheelchair Evaluations

According to DHS 101.03(96m)(b)7, Wis. Admin. Code, medical services cannot be provided solely for the convenience of the
member, the member's family, or a provider. When a DME provider is originating the purchase of equipment and requests a
therapist evaluation to justify that purchase, that evaluation is not separately reimbursable by Wisconsin Medicaid.

Topic #1778

Wheelchair Seated Positioning Systems

Wheelchair seated position components or total seating systems affixed to a member's wheelchair are not considered orthoses or
orthotics. These wheelchair components or systems require PA and must be billed using wheelchair accessory procedure codes.

When deciding what mobility device to provide, the provider must aways consider the place of use and the member's ahility level.

Only procedure codes in the wheelchair category of the DME Index should be used when submitting claims for wheelchair seated
positioning systems or wheelchair modifications. Do not use orthotic or home health procedure codes for these services.
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Managed Care
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Archive Date: 11/01/2012

Managed Care:Claims

Topic #385

Appealsto Badger Care Plus and Wisconsin M edicaid

The provider has 60 calendar days to file an appeal with BadgerCare Plus or Wisconsin Medicaid after the HMO or SSI| HMO
either does not respond in writing within 45 calendar days or if the provider is dissatisfied with the HMO's or SS| HMO's
response.

BadgerCare Plus or Wisconsin Medicaid will not review appeals that were not first made to the HMO or SSI HMO. If a provider
sends an appeal directly to BadgerCare Plus or Wisconsin Medicaid without first filing it with the HMO or SSI HMO, the appeal
will be returned to the provider.

Appeals will only be reviewed for enrollees who were eligible for and who were enrolled in a BadgerCare Plus HMO or Medicaid
SSI HMO on the date of service in question.

Appeals must be made in writing and must include:

. A letter, clearly marked "APPEAL," explaining why the claim should be paid or a completed Managed Care Program
Provider Appeal form.

. A copy of the claim, clearly marked "APPEAL."

. A copy of the provider's letter to the HMO or SSI HMO.

. A copy of the HMO's or SSI HMO's response to the provider.

. Any documentation that supports the case.

The appeal will be reviewed and any additiona information needed will be requested from the provider or the HMO or SSI
HMO. Once all pertinent information is received, BadgerCare Plus or Wisconsin Medicaid has 45 calendar days to make afina
decision.

The provider and the HMO or SSI HMO will be notified in writing of the fina decision. If the decisionisin favor of the provider,
the HMO or SSI HMO is required to pay the provider within 45 calendar days of the final decision. The decision isfinal, and all
parties must abide by the decision.

Topic #384

Appealsto HMOsand SSI HMOs

Providers are required to first file an appeal directly with the BadgerCare Plus HM O or Medicaid SSI HMO within 60 calendar
days of receipt of theinitial denial. Providers are required to include a letter explaining why the HMO or SSI HMO should pay the
claim. The appeal should be sent to the address indicated on the HMO's or SSI HMO's denial notice.

The HMO or SSI HMO then has 45 calendar days to respond in writing to the appeal. The HMO or SSI HMO decides whether
to pay the claim and sends the provider aletter stating the decision.

If the HMO or SSI HMO does not respond in writing within 45 calendar days, or if the provider is dissatisfied with the HMO's or
SSI HMO's response, the provider may send a written appeal to ForwardHealth within 60 calendar days.

Topic #386
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Claims Submission

BadgerCare Plus HMOs and Medicaid SSI HMOs have requirements for timely filing of claims, and providers are required to
follow HMO and SSI HMO claims submission guidelines. Contact the enrollee's HMO or SSI HMO for organization-specific
submission deadlines.

Topic #387

Extraordinary Claims

Extraordinary claims are BadgerCare Plus or Medicaid claims for a BadgerCare Plus HMO or Medicaid SSI HMO enrollee that
have been denied by an HMO or SSI HMO but may be paid as fee-for-service claims.

The following are some examples of extraordinary claims situations:

. Theenrollee was not enrolled in an HMO or SSI HMO at the time he or she was admitted to an inpatient hospital, but then
enrolled in an HMO or SSI HMO during the hospita stay. In this case, al claims related to the stay (including physician
claims) should be submitted to fee-for-service. For the physician claims associated with the inpatient hospita stay, the
provider is required to include the date of admittance and date of discharge in Element 18 of the paper 1500 Health
Insurance Claim Form.

. Theclaims are for orthodontia/prosthodontia services that began before HMO or SSI HMO coverage. Include a record
with the claim of when the bands were placed.

Submitting Extraordinary Claims
When submitting an extraordinary claim, include the following:

. A legible copy of the completed claim form, in accordance with billing guidelines.
. A letter detailing the problem, any claim denials, and any steps taken to correct the situation.

Submit extraordinary claims to:
ForwardHealth
Managed Care Extraordinary Claims

PO Box 6470
Madison WI 53716-0470

Topic #388

Medicaid as Payer of Last Resort

Wisconsin Medicaid is the payer of last resort for most covered services, even when a member is enrolled in a BadgerCare Plus
HMO or Medicaid SSI HMO. Before submitting claims to HMOs and SSI HMOs, providers are required to submit claims to
other health insurance sources. Contact the enrolleg's HMO or SSI HMO for more information about billing other health insurance
sources.

Topic #389

Durable Medical Equipment Published Policy Through October 31, 2012 Page 154 of 371



Wisconsin Medicaid

Provider Appeals

When a BadgerCare Plus HMO or Medicaid SSI HMO denies a provider's claim, the HMO or SSI HMO isrequired to send the
provider anotice informing him or her of the right to file an appeal.

AnHMO or SSI HMO network or non-network provider may file an appea to the HMO or SSI HMO when:

. A claim submitted to the HMO or SSI HMO is denied payment.
. The full amount of a submitted claim is not paid.

Providers are required to file an appeal with the HMO or SSI HMO before filing an appea with ForwardHealth.

Durable Medical Equipment Published Policy Through October 31, 2012 Page 155 of 371



Wisconsin Medicaid

Covered and Noncovered Services

Topic #390

Covered Services
HM Os

HMOs are required to provide at least the same benefits as those provided under fee-for-service arrangements. Although
ForwardHealth requires contracted HMOs and Medicaid SSI HMOs to provide all medically necessary covered services, the
following services may be provided by BadgerCare Plus HMOs at their discretion:

. Dental.
. Chiropractic.

If the HMO does not include these servicesin their benefit package, the enrollee receives the services on afee-for-service basis.

Topic #391

Noncovered Services

The following are not covered by BadgerCare Plus HMOs or Medicaid SSI HMOs but are provided to enrollees on a fee-for-
service basis provided the member's fee-for-service plan covers the service:

. CRS.

. CSP benefits.

. Crigisintervention services.

. Environmenta lead inspections.

. CCC services.

. Pharmacy services and diabetic supplies.

. PNCC services.

. Provider-administered drugs, including al "J' codes, drug-related "Q" codes, and alimited number of related administration
codes.

. SBS

. Targeted case management services.

. NEMT services for most Wisconsin Medicaid and BadgerCare Plus members. Wisconsin Medicaid and BadgerCare Plus
members who are enrolled in an HMO in Milwaukee, Waukesha, Washington, Ozaukee, Kenosha, and Racine counties
receive NEMT services from their respective HMOs.

. DOT and monitoring for TB-Only.

Topic #13877

Striving to Quit Initiative — First Breath
Background Infor mation

According to the CDC, almost one million individuals in Wisconsin smoke every day. While the smoking rate for adults overal in
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the state is about 20 percent, the rate is higher — about 33 percent — for BadgerCare Plus members. Wisconsin Medicaid has
received a five-year $9.2 million grant from the CM S to help BadgerCare Plus members enrolled in participating HM Os to quit
smoking through the Striving to Quit initiative. Striving to Quit includes the following separate, evidence-based programs:

. Wisconsin Tobacco Quit Line (i.e., Quit Line), which offers telephone counseling to eligible members who smoke.
. First Breath, which targets eligible pregnant women who smoke by connecting them to trained tobacco cessation counselors
for face-to-face tobacco cessation counseling.

The Quit Line component of Striving to Quit will be implemented in phases. The first phase will begin in September 2012.
Enrollment in First Breath will begin in September 2012.

First Breath

The First Breath program offers eligible pregnant women who smoke (or who have quit smoking in the last six months) face-to-
face tobacco cessation counseling during their prenatal care visits and up to five face-to-face counseling visits plus additional
telephone calls for support during the postpartum phase. To participate in the First Breath program, members may be referred to
First Breath by their prenatal care provider or may independently cal First Breath without areferral at (800) 448-5148. Members
who participate in First Breath via Striving to Quit may be eligible to receive financial incentives of up to $160.00 for participation
in treatment and for quitting smoking.

Enrollment Criteria

To be eligible to receive enhanced services from the First Breath program via Striving to Quit, BadgerCare Plus members must
meet the following criteria

. Beenrolled in the BadgerCare Plus Standard Plan or the BadgerCare Plus Benchmark Plan.
. Beapregnant smoker.
. Expressan interest in quitting smoking.
. Beenrolled in one of the following HMOs:
o Children's Community Health Plan.
CommunityConnect HealthPlan.
Managed Health Services.
MercyCare Health Plans.
Molina Health Care.
o Network Health Plan.
o Physicians Plus Insurance Corporation.
o Unity Health Plans Insurance Corporation.
. Reside in one of the following counties:
Dane.
Kenosha.
Milwaukee.
Racine.
Rock.

Covered Services

o o o o4

o o o o O

The following services are covered by Striving to Quit via First Breath:

. Up to 10 one-on-one counseling sessions during regular prenatal care appointments by First Breath providers.
. Five one-on-one counseling sessions with atrained First Breath Health Educator following delivery.
. Upto six telephone calls with the First Breath Health Educator following delivery.
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Provider Responsibilities

Providers are responsible for screening pregnant BadgerCare Plus HMO members for smoking and enrolling them in the First
Breath program or referring members to the First Breath program.

Clinicsthat currently provide First Breath services are responsible for the following:

. Screening for smoking and enrolling membersin First Breath.

. Encouraging members to enroll in Striving to Quit.

. Providing regular First Breath counseling during prenatal care visits.

. Completing First Breath data forms and submitting the forms via fax to (608) 251-4136 or mail to the following address:

Wisconsin Women's Health Foundation
2503 Todd Dr
Madison WI 53713
Clinics that do not currently provide First Breath smoking cessation services should refer members to First Breath.
Screening and Making Referrals
For clinics that currently provide First Breath services, there are no changes to current procedures.
The following language is suggested for providers to use to encourage membersto enroll in First Breath:
One of the benefits of enrolling in First Breath now is that you may be eligible to participate in a stop smoking study
that provides free counseling services to help you quit and will pay you for taking part in certain activities. Y ou can
learn more about the program when someone from the First Breath office calls you or when you call them.
Clinics that do not currently provide First Breath services should encourage pregnant BadgerCare Plus members to seek help to
quit by using the above language. Clinic staff or the member may call the First Breath program at (800) 448-5148, extension 112,

for help in finding a First Breath provider in the member's area. Members may also visit the First Breath Web site to locate a First
Breath provider.

Becoming a First Breath Site
Clinics not currently providing First Breath services may become First Breath sites by calling the First Breath Coordinator at (800)
448-5148, extension 112, or by visiting the First Breath Web site. Providers will need to complete four hours of training to
provide First Breath services. Training is free and provided by First Breath coordinators on site. Becoming a First Breath site
alows all pregnant BadgerCare Plus and Medicaid members to be served during their regular prenatal care visits.
After becoming a First Breath site, clinics will need to do the following:

. Provide evidence-based cessation counseling during regular prenatal care.

. Complete enrollment and other data forms.
. Digtribute small, non-cash gifts supplied by the First Breath program.

For Morelnformation

For more information about Striving to Quit, providers should contact their HM O representative, visit the ForwardHealth Portal,
or e-mail Striving to Quit at dhsstginfo@wisconsin.gov.

For more information or for technical assistance questions regarding the Quit Line, providers may visit the UW-CTRI Web site.
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For more information or for technical assistance questions regarding First Breath, providers may call First Breath at (800) 448-
5148, extension 112, or visit the First Breath Web site.

Topic #13857

Striving to Quit Initiative— Wisconsin Tobacco Quit
Line
Background Information

According to the CDC, almost one million individuals in Wisconsin smoke every day. While the smoking rate for adults overall in
the state is about 20 percent, the rate is higher — about 33 percent — for BadgerCare Plus members. Wisconsin Medicaid has
received a five-year $9.2 million grant from the CM S to help BadgerCare Plus members enrolled in participating HM Os to quit
smoking through the Striving to Quit initiative. Striving to Quit includes the following separate, evidence-based programs:

. Wisconsin Tobacco Quit Line (i.e., Quit Line), which offers telephone counseling to eligible members who smoke.
. First Breath, which targets eligible pregnant women who smoke by connecting them to trained tobacco cessation counselors
for face-to-face tobacco cessation counseling.

The Quit Line component of Striving to Quit will be implemented in phases. The first phase will begin in September 2012.
Enroliment in First Breath will begin in September 2012.

Wisconsin Tobacco Quit Line

Striving to Quit offers eligible members who smoke enhanced tobacco cessation treatment from the Quit Line. Members who
participate in Striving to Quit qualify for at least five smoking cessation counseling calls from the Quit Line and appropriate
tobacco cessation medications covered by Wisconsin Medicaid. To participate in Striving to Quit, members may be referred to
the Quit Line by their provider or may independently call the Quit Line without areferrd at (800) QUIT-NOW (784-8669).

Striving to Quit members using the Quit Line may be eligible to receive financial incentives of up to $120.00 for participation in
treatment and for quitting smoking. Striving to Quit requires members who participate in Quit Line treatment services to take a
biochemical test to confirm smoking status at initial enrollment, six months post-enrollment, and 12 months after enrollment in the
initiative.

Enrollment Criteria
To be eligible to receive enhanced services from the Quit Line via Striving to Quit, members must meet the following criteria:

. Beenrolled in BadgerCare Plus Standard Plan or BadgerCare Plus Benchmark Plan.
. Be 18 years of age and older.
. Beasmoker and express an interest in quitting smoking.
. Beenralled in one of the following HMOs:
o Children's Community Health Plan.
Compcare.
Group Health Cooperative of Eau Claire.
Managed Health Services.
MercyCare Health Plans.
Molina Health Care.
Network Health Plan.
Physicians Plus Insurance Corporation.

o o o o o o O
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o UnitedHea thcare Community Plan.
o Unity Health Plans Insurance Corporation.
o Residein one of the following counties. Enroliment will be phased in beginning in September 2012:
. Phase One — Effective September 2012.
. Dodge.
. Fonddulac.
« Jefferson.
. Sheboygan.
. Phase Two — Effective October 2012.
. Caumet.
» Columbia
« Door.
« Florence.
« Grant.
« Green.
« lowa
. Kewaunee.
. Lafayette.
. Manitowoc.
= Marinette.
= Menominee.
« Oconto.
. Rock.
. Sauk.
. Walworth.
« Waupaca
. Phase Three — Effective November 2012.
« Brown.
. Dane.
. Outagamie.
= Winnebago.

Covered Drugs and Services
The following drugs and services are covered by Striving to Quit or Medicaid:

. Upto five cessation counseling calls to the Quit Line plus additional callsinitiated by the member are covered by Striving to
Quit.

. Tobacco cessation medications and biochemical testing to confirm smoking status are covered by Medicaid.
Provider Responsibilities
For members seeking Striving to Quit services from the Quit Line, providers are responsible for the following:

. Screening for smoking and referring potentially eligible members who smoke to the Quit Line.

. Conducting biochemical tests (i.e., urine cotinine tests).

. Writing prescriptions for tobacco cessation drugs for members, as appropriate.

. Working with the Quit Line, completing Striving to Quit referral forms for member referrals, writing tobacco cessation
prescriptions, and faxing biochemical test results and forms to the Quit Line.

. ldentifying one or two key staff membersin aclinic or practice who will serve as points of contact for Striving to Quit and
assist with coordinating the biochemical tests and other tasks as needed.
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Screening and Making Referrals

The following language is suggested for providers to use to encourage members who smoke to agree to areferral or to call the
Quit Line themselves:

One of the benefits of calling the Quit Line now is that you may be eligible to participate in a stop smoking study that
provides free counseling services to help you quit and will pay you for taking part in certain activities. | would be
happy to make areferral for you. If you are interested, all we need to do is a simple urine test to confirm that you
smoke. After | send the paperwork, someone from the Quit Line will call you to tell you more about the study or you
can call them directly at the number on the card. If you do not want to be in the study, you may still get some services
from the Quit Line.

Providers should ask HMO members living in targeted counties if they may refer the member to the Quit Line. If amember is
referred to the Quit Line, providers should submit a Striving to Quit Referral form signed by the member to the Quit Line via fax at
(877) 554-6643. Striving to Quit Referral forms are available on the UW-CTRI's Striving to Quit Web site or on the
ForwardHealth Portal. A representative from the Quit Line will call the member within three business days to begin the enrollment
process.

Outreach Specialists for the UW-CTRI will provide technical assistance to clinics and providers about how to make Striving to
Quit referrals. A short training video about Striving to Quit procedures is available on UW-CTRI's Web site. A link to the training
video is also on the Portal.

Biochemical Testing

As part of Striving to Quit, HMO members are required to have a urine cotinine test to confirm smoking status. This test should be

conducted by providersin the member's HMO network using NicCheck® | testing strips. NicCheck® | testing strips (item MA-
500-001) may be ordered online or by calling (888) 882-7739.

Urine cotinine test results should be faxed to the Quit Line at (877) 554-6643. Claims for urine cotinine testing should be
submitted to the member's HMO.

BadgerCare Plus members may be tested on awalk-in basis at any participating clinic in the member's HMO network. Members
who need assistance finding a participating clinic should contact their HMO.

Prescriptions

For HMO members identified as smokers who express an interest in quitting and agree to areferral to the Quit Line, providers
should discuss the use of tobacco cessation medications. Research indicates that the use of tobacco cessation medicationsin
combination with evidence-based counseling aimost doubles the likelihood of a successful quit attempt. The following types of
tobacco cessation medications are covered by Wisconsin Medicaid for BadgerCare Plus members:

. OTC nicotine gum and patches.
. Legend products (i.e., bupropion SR, Chantix, Nicotrol spray).

Providers may use the Drug Search Tool to determine the most current covered drugs. Providers may also refer to the benefit
plan-specific product lists for the most current list of covered drugs.

An alowable diagnosis code must be indicated on claims for covered tobacco cessation medications. Tobacco cessation
medications are not covered for uses outside the allowable diagnosis code.

If tobacco cessation medications are appropriate for members, prescriptions for tobacco cessation medications should be sent to
the member's pharmacy. On the Striving to Quit Referral form sent to the Quit Line, the tobacco cessation medication prescription
box should be checked either yes or no.
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For HMO members who independently call the Quit Line and are enrolled in Striving to Quit, staff at the Quit Line will provide a
suggested prescription to a provider within the member's HMO network. The provider will determine the adequacy of the
prescription and approve as appropriate. The provider is required to send the following:

. The prescription to the pharmacy where it will be filled (e-prescribing is preferred).

. The approval or disapproval of the prescription to the Quit Line on the Striving to Quit Referral form viafax at (877) 554-
6643.

For Morelnformation

For more information about Striving to Quit, providers should contact their HMO representative, visit the Portal, or e-mail Striving
to Quit at dhsstginfo@wisconsin.gov.

For more information or for technical assistance questions regarding the Quit Line, providers may visit the UW-CTRI Web site.
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Enrollment

Topic #392

Disenrollment and Exemptions

In some situations, a member may be exempt from enrolling in a BadgerCare Plus HMO or Medicaid SSI HMO. Exempted
members receive health care under fee-for-service. Exemptions allow members to complete a course of treatment with a provider
who is not contracted with the member's HMO or SSI HMO. For example, in certain circumstances, women in high-risk
pregnancies or women who are in the third trimester of pregnancy when they are enrolled in an HMO or SSI HMO may qualify
for an exemption.

The contracts between the DHS and the HMO or SSI HMO provide more detail on the exemption and disenrollment
requirements.

Topic #393

Enrollee Grievances

Enrollees have the right to file grievances about services or benefits provided by a BadgerCare Plus HMO or Medicaid SSI
HMO. Enrollees a so have the right to file a grievance when the HMO or SSI HMO refuses to provide a service. All HMOs and
SSI HMOs are required to have written policies and procedures in place to handle enrollee grievances. Enrollees should be
encouraged to work with their HMO's or SSI HMO's customer service department to resolve problems first.

If enrollees are unable to resolve problems by talking to their HMO or SSI HMO, or if they would prefer to speak with someone
outside their HMO or SSI HMO, they should contact the Enrollment Specialist or the Ombudsman Program.

The contracts between the DHS and the HMO or SSI HMO describes the responsibilities of the HMO or SSI HMO and the
DHS regarding enrollee grievances.

Topic #397

Enrollment Eligibility
Badger Care PlusHM Os

Members enrolled in the BadgerCare Plus Standard Plan, BadgerCare Plus Benchmark Plan, and the BadgerCare Plus Core Plan
are eligible for enrollment in a BadgerCare Plus HMO.

An individual who receives the TB-Only benefit, SeniorCare, or Wisconsin Well Woman Medicaid cannot be enrolled in a
BadgerCare Plus HMO.

Information about a member's HMO enrollment status and commercia health insurance coverage may be verified by using
Wisconsin's EVS or the ForwardHealth Portal.

SSI HMOs
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Members of the following subprograms are eligible for enrollment in a Medicaid SSI HMO:

. Individuals ages 19 and older, who meet the SSI and SSI-related disability criteria.
. Dua digiblesfor Medicare and Medicaid.

Individuals who are living in an ingtitution, nursing home, or participating in a Home and Community-Based Waiver program are
not eligible to enrall in an SSI MCO.

Topic #394

Enrollment Periods
HM Os

Members are sent enrollment packets that explain the BadgerCare Plus HMOs and the enrollment process and provide contact
information. Once enrolled, enrollees may change their HMO assignment within the first 90 days of enrollment in an HMO
(whether they chose the HMO or were auto-assigned). If an enrollee no longer meets the criteria, he or she will be disenrolled
from the HMO.

SSI HMOs

Members are sent enrollment packets that explain the Medicaid SSI HMO's enrollment process and provide contact information.
Once enrolled, enrollees may disenroll after a 60-day trial period and up to 120 days after enrollment and return to Medicaid fee-
for-serviceif they choose.

Topic #395

Enrollment Specialist

The Enrollment Specialist provides objective enrollment, education, outreach, and advocacy services to BadgerCare Plus HMO
and Medicaid SSI HMO enrollees. The Enrollment Specialist is a knowledgeable single point of contact for enrollees, solely
dedicated to managed care issues. The Enrollment Specialist is not affiliated with any health care agency.

The Enrollment Specialist provides the following servicesto HMO and SSI HMO enrollees:
. Education regarding the correct use of HMO and SSI HMO benefits.
. Telephone and face-to-face support.
. Assistance with enrollment, disenrollment, and exemption procedures.

Topic #398

Member Enrollment
HMOs

BadgerCare Plus HMO enrollment is either mandatory or voluntary based on ZIP code-defined enrollment areas as follows:

. Mandatory enrollment — Enrollment is mandatory for eligible members who reside in ZIP code areas served by two or
more BadgerCare Plus HMOs. Some members may meet criteria for exemption from BadgerCare Plus HMO enrolIment.
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. Voluntary enrollment — Enrollment is voluntary for members who reside in ZIP code areas served by only one BadgerCare
PlusHMO.
Members living in areas where enrollment is mandatory are encouraged to choose their BadgerCare Plus HMO. Automatic
assignment to a BadgerCare Plus HMO occurs if the member does not choose a BadgerCare Pius HMO. In generdl, all members

of amember'simmediate family eligible for enrollment must choose the same HMO.

Membersin voluntary enrollment areas can choose whether or not to enroll in a BadgerCare Plus HMO. There is no automatic
assignment for members who live within ZIP codes where enrollment is voluntary.

SSI HMOs

Medicaid SSI HMO enrollment is either mandatory or voluntary as follows:
. Mandatory enrollment — Most SSI and SSI-related members are required to enroll in an SSI HMO. A member may

choose the SSI HMO in which he or she wishes to enroll.
. Voluntary enrollment — Some SSI and SSI-related members may choose to enroll in an SSI HMO on a voluntary basis.

Topic #396

Ombudsman Program

The Ombudsmen, or Ombud