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Claims:Adjustment Requests

Topic #814

Allowed Claim

An alowed claim (or adjustment request) contains at least one service that is reimbursable. Allowed claims display on the Paid Claims Section of the RA
(Remittance Advice) with a dollar amount greater than "0" in the allowed amount fields. Only an allowed claim, which is also referred to asaclaimin an
allowed status, may be adjusted.

Topic #3815

Denied Claim

A claim that was completely denied is considered to be in adenied status. To receive reimbursement for a claim that was completely denied, it must be
corrected and submitted as anew claim.

Topic #512

Electronic

837 Transaction

Even if the original 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 DHS (Department of Health Services) offers electronic billing software at no cost to providers. The PES (Provider Electronic Solutions) software allows
providers to submit electronic adjustment requests using an 837 transaction. To obtain PES software, providers may download it from the ForwardHealth
Portal. For assistance installing and using PES software, providers may call the EDI (Electronic Data |nterchange) 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 the claim is found, the
provider can alter it to reflect the desired change and resubmit it to ForwardHealth. Any claim ForwardHealth has paid within 365 days of the DOS (date of
service) can be adjusted and resubmitted on the Portal, regardless of how the claim was originally submitted.

Claim adjustments with DOS beyond the 365-day submission deadline should not be submitted electronically. Providers who attempt to submit aclaim
adjustment electronically for DOS beyond 365 days will have the entire amount of the claim recouped.

Requests for adjustments to claims with DOS beyond the 365-day submission deadline may be submitted using the Timely Filing process (a paper process)
if the claim adjustment meets one of the exceptions to the claim submission deadline.

Topic #513

Follow-Up

Providers who believe an error has occurred or their issues have not been satisfactorily resolved have the following options:

. Submit a new adjustment request if the previous adjustment request isin an allowed status.

. Submit anew claim for the servicesif the adjustment request isin adenied 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
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Paper

Paper adjustment requests must be submitted using the Adjustment/Reconsideration Request (F-13046 (08/15)) form.

Topic #3816

Processing

Within 30 days of receipt, ForwardHealth generally reprocesses the original claim with the changes indicated on the adjustment request and responds on
ForwardHealth remittance information.

Topic #514

Purpose

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 billing or processing errors.

. To correct inappropriate payments (overpayments and underpayments).

. Toadd and delete services.

. To supply additiona information that may affect the amount of reimbursement.
. Torequest professiona consultant review (e.g., medical, dental).

Providers may initiate reconsideration of an alowed claim by submitting an adjustment request to ForwardHealth.

Topic #4857

Submitting Paper Attachmentswith Electronic Claim Adjustments

Providers may submit paper attachments to accompany electronic claim adjustments. Providers should refer to their companion guides for directions on
indicating that a paper attachment will be submitted by mail.
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Good Faith Claims

Topic #518

Definition of Good Faith Claims

A good faith claim may be submitted when a claim is denied due to a discrepancy between the member's enrollment information in the claims processing
system and the member's actual enrollment. If a member presents a temporary identification card for BadgerCare Plus or Family Planning Only Services, the
provider should check the member's enrollment via Wisconsin's EVS (Enrollment Verification System) and, if the enrollment is not on file yet, make a
photocopy of the member's temporary identification card.

For atemporary identification card for EE (Express Enroliment) in BadgerCare Plus or Family Planning Only Services, the provider should check enrollment
again in two days or wait one week to submit a claim to ForwardHedlth. If, after two days, the EV S indicates that the member till is not enrolled, or the
claim is denied with an enrollment-related EOB (Explanation of Benefits) code, the provider should contact Provider Services for assistance.

For atemporary identification card from members who received a real-time eligibility determination, the provider should check enrollment again after the
date and time indicated on the ID card, or wait one week to submit a claim to ForwardHealth. If, after the date and time indicated on the ID card, the EVS
indicates that the member is still not enrolled, or the claim is denied with an enrollment-related EOB code, the provider should contact Provider Services for
assistance.
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Overpayments

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 alow the recovery of the overpayment within a very limited period of
time. The period of time is usually no more than 60 days.

Electronic Adjustment Requests

Wisconsin Medicaid will deduct the overpayment when the electronic adjustment request is processed. Providers should use the companion gquide 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 Request (F-13046 (08/15)) 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, Wisconsin Medicaid will deduct the overpayment from future reimbursement amounts.

Topic #533

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

Financia Services Cash Unit
313 Blettner Blvd

Madison WI 53784
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Topic #531

ForwardHealth-Initiated Adjustments

ForwardHea th 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

Requirements

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 dl 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 a voided 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 #8417

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 a claim is voided, the claim can no longer be adjusted;
however, the services indicated on the voided claim may be resubmitted on a new claim.

Published Policy Through January 31, 2016

HealthCheck (EPSDT) Page 6 of 259



Wisconsin Medicaid

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 additiond financial
transactions such as refunds or recoupment amounts withheld. ForwardHealth provides electronic RAs to providers on their secure ForwardHealth Portal
accounts when at least one claim, adjustment request, or financial transaction is processed. RAs are generated from the appropriate ForwardHealth program
when at least one claim, adjustment request, or financial transaction is processed. An RA is generated regardless of how a claim or adjustment is submitted
(electronically or on paper). Generally, payment information is released and an RA is generated by ForwardHealth no sooner than the first state business day
following the financia 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 via the secure Provider area of the Portal. Providers are also able to download the RA from their
secure provider Portal account in a CSV (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 NPl and the hospital has a clinic, 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 all claims listed in that section. Cutback amounts are subtracted from the
alowed 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 anount.

Topic #534

Claim Number

Each claim or adjustment request received by ForwardHealth is assigned a unique claim number (also known as the ICN (internal 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).

I nterpreting 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.
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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 10 — Paper Claims with No Attachments
indicates how ForwardHealth received the claim or 11 — Paper Claims with Attochments
adjustment request. 20 — Electronic Claims with No Attachments

21 — Electronic Claims with Attachments

22 — Internet Claims with No Attachmenis

23 — Internet Claims with Attachments

25 — Point-of-Service Claims

26 — Point-of-Service Claims with Attachments

40 — Claims Converted from Former Processing Systern

45 — Adjustments Converted from Former Processing
System

50-59 — Adjustments

80 — Claim Resubmissions

90-91 — Claims Requiring Special Handling

Year — Two digits indicate the year ForwardHeaolth For example, the year 2008 would appear as 08.

received the claim or adjustment request.

Julian date — Three digits indicote the day of the For example, February 3 would appeor as 034.
year, by Julian date, that ForwardHealth received the
claim or adjustment request.

Batch range — Three digits indicate the batch range | The baich range is used internally by ForwardHealth.

assigned to the claim.

Sequence number — Three digits indicate the The sequence number is used internally by ForwardHealth.

sequence number assigned within the batch range.

Topic #535

Claim Status

ForwardHealth generally processes claims and adjustment requests within 30 days of receipt. Providers may check the status of a claim or adjustment
request using the AVR (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 origina claim or adjustment request
should be resubmitted through normal processing channels.

Topic #644

ClaimCheck Review

ForwardHealth monitors all professional claims for compliance with reimbursement policy using an automated procedure coding review software known as

McK esson ClaimCheck®. ClaimCheck reviews claims submitted for billing inconsistencies and errors during claims processing. Insurance companies,
Medicare, and other state Medicaid programs use similar software.

Published Policy Through January 31, 2016

HealthCheck (EPSDT) Page 8 of 259



Wisconsin Medicaid

EOB (Explanation of Benefits) codes specific to the ClaimCheck review appear in the TXT (text) RA (Remittance Advice) file and in the electronic 835
(835 Health Care Claim Payment/Advice) transactions.

ClaimCheck review does not change Medicaid or BadgerCare Plus policy on covered services but monitors compliance with policy more closely and
reimburses providers appropriately.

Areas Monitored by ClaimCheck

ForwardHealth uses ClaimCheck software to monitor the following situations:

. Unbundled procedures.

. Incidental/integral procedures.

. Mutualy exclusive procedures.

. Medicd visit billing errors.

. Preoperative and postoperative billing errors.
. Medically obsolete procedures.

. Assistant surgeon billing errors.

. Gender-related billing errors.

ClaimCheck will not review claims that have been denied for general billing errors, such as an invalid member identification number or an invalid or missing
provider number. Providers will need to correct the general billing error and resubmit the claim, at which point ClaimCheck will review the claim.

Unbundled Procedures

Unbundling occurs when two or more procedure codes are used to describe a procedure that may be better described by a single, more comprehensive
procedure code. ClaimCheck considers the single, most appropriate procedure code for reimbursement when unbundling is detected.

If certain procedure codes are submitted, ClaimCheck rebundles them into the single most appropriate procedure code. For example, if a provider submits a
claim with procedure codes 12035 (Repair, intermediate, wounds of scalp, axillae, trunk and/or extremities [excluding hands and feet]; 12.6 cm to 20.0 cm)
and 12036 (Repair, intermediate, wounds of scalp, axillae, trunk and/or extremities [excluding hands and feet]; 20.1 cm to 30.0 cm), ClaimCheck rebundles
them to procedure code 12037 (Repair, intermediate, wounds of scalp, axillae, trunk and/or extremities [excluding hands and feet]; over 30.0 cm).

ClaimCheck will aso total billed amounts for individual procedures. For example, if the provider bills three procedures at $20, $30, and $25, ClaimCheck

rebundles them into a single procedure code, adds the three amounts, and cal cul ates the billed amount for that rebundled code at $75. Then, ForwardHealth
reimburses the provider either the lesser of the billed amounts or the maximum allowable fee for that rebundled procedure code.

Incidental/Integral Procedures

Incidental procedures are those procedures performed at the same time as a more complex primary procedure. These require few additional provider
resources and are generally not considered necessary to the performance of the primary procedure. For example, the removal of an asymptomatic appendix
is considered an incidental procedure when done during hysterectomy surgery.

Integral procedures are those procedures performed as part of a more complex primary procedure. For example, when a member undergoes a transurethral
incision of the prostate, the cystourethroscopy (procedure code 52000) is considered integral to the performance of the prostate procedure and would be
denied.

When a procedure is either incidental or integral to amajor procedure, ClaimCheck considers only the primary procedure for reimbursement.

Mutually Exclusive Procedures

Mutually exclusive procedures are procedures that would not be performed on a single member on the same day or that use different codes to describe the
same type of procedure.

For example, procedure code 58260 (Vagina hysterectomy, for uterus 250 g or less) and procedure code 58150 (Total abdominal hysterectomy [corpus
and cervix], with or without removal of tube[s], with or without removal of ovary[s]) are mutualy exclusive — either one or the other, but not both
procedures, is performed.

When two or more procedures are mutually exclusive, ForwardHealth considers for reimbursement the procedure code with the highest provider-billed
amount and denies the other code.

Medical Visit Billing Errors
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Medical visit billing errors occur if E&M (evaluation and management) services are reported separately when a substantia diagnostic or therapeutic
procedure is performed. Under CM S (Centers for Medicare and Medicaid Services) guidelines, most E&M procedures are not alowed to be reported
separately when a substantial diagnostic or therapeutic procedure is performed.

Medical visit edits monitor services included in CPT (Current Procedural Terminology) procedure ranges 92002-92019, 99024 (postoperative follow-up),
99026-99058 (specia services), 99201-99456 (E&M codes) and HCPCS (Healthcare Common Procedure Coding System) codes S0620, S0621
(routine ophthalmological examinations).

ClaimCheck monitors medical visits based on the type of E&M service (i.e., initial or new patient; or follow-up or established patient services) and the
complexity (i.e., major or minor) of the accompanying procedure.

For example, if a provider submits procedures 22630 (Arthrodesis, posterior interbody technique, including laminectomy and/or discectomy to prepare
interspace [other than for decompression], single interspace; lumbar) and 99221 (Initial hospital care, per day), ClaimCheck denies procedure 99221 as a
visit when submitted with procedure 22630 with the same DOS (date of service). Procedure code 22630 is a major procedure with a 90-day global surgical
period.

Preoperative and Postoperative Billing Errors

Preoperative and postoperative billing errors occur when E&M services are billed with surgical procedures during their preoperative and postoperative
periods. ClaimCheck bases the preoperative and postoperative periods on designations in the CMS National Physician Fee Schedule.

For example, if a provider submits procedure code 99212 (Office or other outpatient visit for the evaluation and management of an established patient,
which requires at least 2 of these 3 key components: A problem focused history; A problem focused examination; Straightforward medical decision making
[10 minutes]) with a DOS of 11/02/08 and procedure 27750 (Closed treatment of tibial shaft fracture [with or without fibular fracture]; without
manipulation) with a DOS of 11/03/08, ClaimCheck will deny procedure code 99212 as a preoperative visit because it is submitted with a DOS one day
prior to the DOS for procedure code 27750.

Medically Obsolete Procedures

Obsolete procedures are procedures that are no longer performed under prevailing medical standards. Claims for procedures designated as obsolete are
denied.

Assistant Surgeon Billing Errors

ClaimCheck development and maintenance of assistant surgeon values includes two designations, always and never. ClaimCheck uses the ACS (American
College of Surgeons) as its primary source for determining assistant surgeon designations. ForwardHealth's list of procedure codes allowable with an
assistant surgeon designation is consistent with ClaimCheck.

For example, if a provider bills procedure code 10040 (Acne surgery [eg, marsupialization, opening or removal of multiple milia, comedones, cysts,
pustules]) with modifier 80 (assistant surgeon), ClaimCheck determines that the procedure does not require an assistant surgeon and denies the procedure
code.

Gender-Related Billing Errors

Gender-related billing errors occur when a provider submits a gender-specific procedure for a patient of the opposite sex. ForwardHealth has adopted
ClaimCheck's designation of gender for procedure codes.

For example, if a provider submits procedure code 58150 (Total abdominal hysterectomy [corpus and cervix], with or without removal of tube[s], with or
without removal of ovary[s]) for amale, ClaimCheck will deny the procedure based on the fact that procedure code 58150 is a femal e gender-specific
procedure.

Payments Denied as a Result of the ClaimCheck Review
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 specific reason for the denial.

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

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

. Consult current ForwardHealth publications to make sure current policy and billing instructions were followed.
. Call Provider Services for further information or explanation.
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If aprovider disagrees with ClaimCheck's determination, the provider may resubmit the claim with supporting documentation to Provider Service Written
Correspondence. If the original claimisin an alowed status, the provider may submit an Adjustment/Reconsideration Request (F-13046 (08/15)) with
supporting documentation and the words "medical consultant review requested” written on the form to Provider Services Written Correspondence.

Topic #4746

Cutback Fields on the Remittance Advicefor 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 al cutback fields that
apply to adetail 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
Portal 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 file is generated by financial payer and listed by RA number and RA date on the secure provider Portal account under the "View
Remittance Advices' menu. RAs from the last 97 days are available in the TXT format. When a user clicks on an RA, a pop-up window displays asking if
the user would like to "Open" or "Save" thefile. If "Open" is chosen, the document opens based on the user's application associated with opening text
documents. If "Save" is chosen, the "Save As" window will open. The user can then browse to a location 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 al of the data. Providers wanting to print their files must ensure that the "Page Setup" application is set to the
"Landscape" setting; otherwise the printed document will not contain 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 allow 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,
asdesired.

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
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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 a claim, claim detail, adjustment, or adjustment detail
for all claims and adjustments processed that week, regardless of whether they are reimbursed or denied. However, a rea-time compound or noncompound
claim will not appear on remittance information if the claim is denied by ForwardHealth. ForwardHealth releases payment information to the 835 no sooner
than on the first state business day following the financia cycle.

Provider Electronic Solutions Softwar e

ForwardHealth offers electronic billing software at no cost to providers. The PES (Provider Electronic Solutions) software allows providers to submit
electronic claims and claim reversals, and to download the 835 transaction. To obtain PES software, providers may download it from the ForwardHealth
Portal. For assistance installing and using PES software, providers may call the EDI (Electronic Data Interchange) Helpdesk.

Topic #4822

Explanation of Benefit Codesin the Claim Header and 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 aclaim, 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 billed for each code, and the amount
paid for a detal 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.

Claims that 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
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| 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 origina 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 providersin identifying the
claims reported on the RA.

Note: Claims processing sections for dental and drug claims do not include the MRN or the PCN.

Topic #11537

National Correct Coding Initiative

As part of the federal PPACA (Peatient 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) isthe CM S response to this requirement. 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 all professional claims and outpatient hospital claims submitted with CPT (Current
Procedural Terminology) or HCPCS (Healthcare Common Procedure Coding System) procedure codes for Wisconsin Medicaid, BadgerCare Plus,
WCDP (Wisconsin Chronic Disease Program), and Family Planning Only Services for compliance with the following NCCI edits:

. MUE (Medically Unlikely Edits), or units-of-service detail edits.
. Procedure-to-procedure detail edits.

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

Medically Unlikely Detail Edits

MUE, or units-of-service detail edits, define the maximum units of service that a provider would report under most circumstances for a single member on a
single DOS (date of service) for each CPT or HCPCS procedure code. If adetail 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 if procedure code 11100 (i.e., biopsy of skin lesion) was billed with a quantity of two or more. This procedure is
medicaly unlikely to occur more than once; therefore, if it is billed with units greater than one, the detail will be denied.

Procedur e-to-Procedur e Detail Edits

Procedure-to-procedure detail edits define pairs of CPT or HCPCS codes that should not be reported together on the same DOS for a variety 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 adetail on aclaim is denied for procedure-to-procedure edit, providers will receive an
EOB code on the RA indicating that the detail was denied due to NCCI.

An example of a procedure-to-procedure edit would be if procedure codes 11451 (i.e., removal of asweat gland lesion) and 93000 (i.e.,

electrocardiogram) were billed on the same claim for the same DOS. Procedure code 11451 describes a more complex service than procedure code
93000, and therefore, the secondary procedure would be denied.

Quarterly Code List Updates

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.

Claim Details Denied as a Result of National Correct Coding I nitiative Edits

Providers should take the following steps if they are uncertain why particular services on a claim were denied:
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. Review ForwardHealth remittance information for the EOB message related to the denial.

. Review the claim submitted to ensure all 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 Services for further information or explanation.

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

. Complete the Adjustment/Reconsideration Request (F-13046 (08/15)) form. In Element 16, select the "Consultant review requested” checkbox and
the "Other/comments" checkbox. In the "Other/comments” text box, indicate "Reconsideration of an NCCI denial."

. 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 nfor mation on the Remittance
Advice

The claims processing sections of the RA (Remittance Advice) include information submitted on claims and the status of the claims. The claim status
designations are paid, adjusted, or denied. The RA also supplies information about why the claim was adjusted or denied or how the reimbursement was
calculated for the payment.

The claims processing information in the RA is grouped by the type of claim and the status of the claim. Providers receive claims processing sections that
correspond to the types of claims that have been finalized during the current financial cycle.

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

. Compound drug claims.

. Dental claims.

. Drug claims.

. Inpatient claims.

. Long term care claims.

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

. Professional claims.

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

. Adjusted claims.
. Denied claims.
. Paid claims.

Published Policy Through January 31, 2016
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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 compound drug claims Pharmacies and dispensing physicians.
Inpatient claims Inpatient hospital providers and institutes for mental disease providers.
Leng term care cloims 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

Farm.
Qutpatient claims Outpatient hospital providers and hospice providers,
Professional claims Ambulance providers, ambulatory surgery centers, anesthesiclogist

assistants, audielogists, case management providers, certified registered
nurse onesthetists, chiroprockors, 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, occupqlionc| therapists, opticions, optometrists, personal
care agencies, physical therapists, physician assistants, physician clinics,
physicians, podiatrists, portable X-ray providers, prenatal care
coordination providers, psychologisis, rehabilitafion 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
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.

HealthCheck (EPSDT) Published Policy Through January 31, 2016 Page 15 of 259



Wisconsin Medicaid

Explanation of Benefits Code Descriptions

EOB (Explanation of Bengfits) 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 the file.

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 financial
cycle, an outstanding balance will appear in the "Baance" 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 all recoupments to date in the
"Recoupment Amount To Date" column and the sum of all recoupments for the current financial cycle in the "Amount Recouped In Current Cycle" column.

For 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 Characters and
Description

Transaction — The first character indicates the type of financial |V — Capitation adjustment
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 complete | The identifier is used internally by
the Adjustment ICN. ForwardHealth.

Service Code Descriptions

The Service Code Descriptions section lists al 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, ADAP (Wisconsin AIDS Drug Assistance
Program), 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 all paid and adjusted claims. Only WWWP providers will see amounts reported for "Claims in Process." Other providers will always see
zeroes in these fields.

Under the "Earnings Data" heading, providers will see total reimbursement amounts for other 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.
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Note: HMOs should note that capitation payments are only reported in the Summary section of the RA. HMOs receive supplementa reports of their
financia transactions from ForwardHealth.

The "Earnings Datd" 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 i ssuance 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 ForwardHeal th.

To adjust a claim, ForwardHealth recoups the entire amount of the original paid claim and calculates a new payment amount for 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 appearsin 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 financial 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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Topic #4825

Reading the Claims Paid Section of the Remittance Advice

Wisconsin Medicaid

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 see the 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.
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Sample Professional Services Claims Paid Section of the
Remittance Advice

Remittance Advice — Professional Service Claims Paid Sample
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Topic #4828

Remittance Advice Financial Cycles

Each financial payer (Medicaid, ADAP (Wisconsin AIDS Drug Assistance Program), 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 financia 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 accessto 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).
. ADAP (Wisconsin AIDS Drug Assistance Program).

. 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 RASs 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 severa RASs.

The RA is generated per provider enrollment. Providers who have a single 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 NPI 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.
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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'sidentification number.
o For healthcare providers, include the NPI (National Provider Identifier) and taxonomy code.
o For non-hedlthcare 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 financia representative. (An individual provider is considered his or her own authorized financial representative.)

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

ForwardHealth
Financia Services
313 Blettner Blvd
Madison WI 53784

Topic #5018

Searching for and Viewing All Claims on the Portal

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

. GotothePortal.

. Login to 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 select "claim search" and
enter the applicable information to search for additional claims.

. Select the claim the provider wants to 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.
. Financid 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.
. Financid transactions.

. Summary.

. Inpatient claims.

. Outpatient claims.
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. Professional claims.

. Medicare crossovers — Professional.
. 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
Thefirst page of each section of the RA (except the address page of the TXT file) displays the same RA header information.
The following fields are on the left-hand side of the header:

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

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

. The name of the payer (Medicaid, ADAP (Wisconsin AIDS Drug Assistance Program), 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.

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 financia cycle and date the RA was generated.

. The page humber.

. 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 this field for providers who
do not have an NPI (National Provider Identifier).

. TheNPI of the provider, if applicable. Thisfield will be blank for those providers who do not have an NPI.

. The number of the check issued for the RA, if applicable. The date of payment on the check, if applicable.

Topic #544

Verifying Accuracy of Claims Processing

After obtaining ForwardHealth remittance information, providers should compare it to the claims or adjustment requests to verify that ForwardHealth
processed elements of the claims or adjustment requests as submitted. To ensure correct reimbursement, providers should do the following:

. ldentify 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 this information 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 hilling service or clearinghouse.

Providers may submit claims only after the service is provided.

A provider may not seek reimbursement from ForwardHealth for a noncovered service by charging ForwardHealth for a covered service that was not
actually provided to the member and then applying the reimbursement toward the noncovered service. In addition, a provider may not seek reimbursement
for two separate covered services to receive additional reimbursement over the maximum allowed amount for the one service that was provided. Such
actions are considered fraudulent.

Topic #366

Copayment Amounts

Copayment amounts collected from members should not be deducted from the charges submitted on claims. Providers should indicate their usual and
customary charges for all 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 #547

Submission Deadline

ForwardHealth recommends that providers submit claims at least on a monthly basis. Billing on a monthly basis allows the maximum time available for filing
and refiling before the mandatory submission deadline.

With few exceptions, state and federal laws require that providers submit correctly completed claims before the submission deadline.

Providers are responsible for resolving claims. Members are not responsible for resolving claims. To resolve claims before the submission deadline,
ForwardHealth encourages providers to use all available resources.

Claims

To receive reimbursement, claims and adjustment requests must be received within 365 days of the DOS (date of service). This deadline applies to claims,
corrected claims, and adjustmentsto claims.

Crossover Claims
To receive reimbursement for services that are allowed by Medicare, claims and adjustment requests for coinsurance, copayment, and deductible must be

received within 365 days of the DOS or within 90 days of the Medicare processing date, whichever is later. This deadline appliesto al claims, corrected
claims, and adjustments to claims. Providers should submit these claims through normal processing channels (not timely filing).

Exceptionsto the Submission Deadline

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

. Changein anursing home resident's level of care or liability anount.
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. 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 actua enrolIment.
. Reconsideration or recoupment.

. Retroactive enrollment for persons on GR (General Relief).

. Medicare denial occurs after ForwardHealth's submission deadline.

. Refund request from an other health insurance source.

. Retroactive member enrollment.

ForwardHealth has no authority to approve any other exceptions to the submission deadline.
Claims or adjustment requests that meet one of the exceptions to the submission deadline may be submitted to Timely Filing.

Topic #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 is the
provider's charge for providing the same service to persons not entitled to the program's benefits. For providers using a diding 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 usual 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 till indicate their usua 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.

For most services, ForwardHealth reimburses the lesser of the provider's usua and customary charge or the maximum allowable fee established.
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Submission

Topic #17797

1500 Health Insurance Claim Form Completion Instructions

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

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

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

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

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

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

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

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

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

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

Item Number 9a — Other Insured's Policy or Group Number (not required)
Thisfield is not required on the claim.

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

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

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

Item Number 10d — Claim Codes (Designated by NUCC)
When applicable, enter the Condition Code. The Condition Codes approved for use on the 1500 Health Insurance Claim Form are available on the NUCC
website under Code Sets.
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Item Number 11 — Insured's Policy Group or FECA Number (not required)
Thisfield is not required on the claim.

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

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

Item Number 19 — Additional Claim Information (Designated by NUCC)
When applicable, enter provider identifiers or taxonomy codes. A list of applicable qualifiers are defined by the NUCC and can be found in the NUCC
1500 Health Insurance Claim Form Reference Instruction Manual for Form Version 02/12, prepared by the NUCC.

If aprovider bills an unlisted (or not otherwise classified) procedure code, a description of the procedure must be indicated in this field. If a more specific
code is not 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.

Item Number 22 — Resubmission Code and/or Original Reference Number
Thisfield is not used for processing by ForwardHealth.

Section 24
The six service lines in section 24 have been divided horizontally. Enter service information in the bottom, unshaded area of the six service lines. The
horizontal division of each service line is not intended to allow the billing of 12 lines of service.

For provider-administered drugs: NDCs (National Drug Codes) must be indicated in the shaded area of Item Numbers 24A-24G. Each NDC must be
accompanied by an NDC qualifier, unit quaifier, and units. To indicate an NDC, providers should do the following:

. Indicate the NDC qualifier N4, followed by the 11-digit NDC, with no space in between.

. Indicate one space between the NDC and the unit qualifier.

. Indicate one unit qualifier (F2 [International unit], GR [Gram], ME [Milligram], ML [Milliliter], or UN [Unit]), followed by the NDC units, with no
space in between.

For additional information about submitting a 1500 Health Insurance Claim Form with supplemental NDC information, refer to the completion instructions
|ocated under "Section 24" in the Field Specific Instructions section of the NUCC's 1500 Health Insurance Claim Form Reference Instruction Manual for
Form Version 02/12.

Item Number 24C — EMG
Enter a"Y" in the unshaded area for each procedure performed as an emergency. If the procedure was not an emergency, leave this field blank.

Item Number 29 — Amount Paid (not required)
Thisfield is not required on the claim.

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

Topic #10677

Advanced | maging Services

Claims for advanced imaging services should be submitted to ForwardHealth using normal procedures and claim completion instructions. When PA (prior
authorization) is required, providers should always wait two full business days from the date on which MedSol utions approved the PA request before
submitting a claim for an advanced imaging service that requires PA. Thiswill ensure that ForwardHealth has the PA on file when the claim is received.

Submitting Claimsfor Situations Exempt from the Prior Authorization Requirement
In the following situations, PA is not required for advanced imaging services:

. Theserviceis provided during a member's inpatient hospital stay.
. Theserviceis provided when a member isin observation status at a hospital.
. Theserviceis provided as part of an emergency room visit.
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. Theserviceis provided as an emergency service.
. Theordering provider is exempt from the PA requirement.

Service Provided During an Inpatient Stay
Advanced imaging services provided during a member's inpatient hospital stay are exempt from PA requirements.
Institutional claims for advanced imaging services provided during a member's inpatient hospital stay are automatically exempt from PA requirements.

Providers submitting a professiona claim for advanced imaging services provided during a member's inpatient hospital stay should indicate POS (place of
service) code 21 (Inpatient Hospital) on the claim.

Service Provided for Observation Status

Advanced imaging services provided when amember is in observation status at a hospital are exempt from PA requirements.

Providers using a paper institutional claim form should include modifier UA in Form Locator 44 (HCPCS (Healthcare Common Procedure Coding
System)/Rate/HIPPS Code) with the procedure code for the advanced imaging service. To indicate a modifier on an institutional claim, enter the appropriate
five-digit procedure code in Form Locator 44, followed by the two-digit modifier. Providers submitting claims electronically using the 8371 (837 Health Care
Claim: Ingtitutional) should refer to the appropriate companion guide for instructions on including a modifier.

Providers using a professional claim form should indicate modifier UA with the advanced imaging procedure code.

Service Provided as Part of Emergency Room Visit
Advanced imaging services provided as part of an emergency room visit are exempt from the PA requirements.

Providers using an ingtitutional claim form should include modifier UA in Form Locator 44 with the procedure code for the advanced imaging service.
Providers submitting claims electronically using the 8371 should refer to the appropriate companion guide for instructions on including a modifier.

Providers using a professional claim form should indicate POS code 23 (Emergency Room — Hospital) on the claim.

Service Provided as Emergency Service
Advanced imaging services provided as emergency services are exempt from the PA requirements.

Providers using an ingtitutional claim form should include modifier UA in Form Locator 44 with the procedure code for the advanced imaging service.
Providers submitting claims electronically using the 8371 should refer to the appropriate companion guide for instructions on including a modifier.

Providers using a professional claim form should submit a claim with an emergency indicator.

Ordering Provider |s Exempt from Prior Authorization Requirement

Health systems, groups, and individual providers (requesting providers) that order CT (computed tomography) and MR (magnetic resonance) imaging
services and have implemented advanced imaging decision support tools may request an exemption from PA requirements for these services from
ForwardHealth. Upon approval, ForwardHealth will recognize the requesting provider's advanced imaging decision support tool (e.g., ACR Select,
Medicalis) as an dternative to current PA requirements for CT and MR imaging services. Requesting providers with an approved tool will not be required to
obtain PA through MedSol utions for these services when ordered for Medicaid and BadgerCare Plus fee-for-service members.

Providers rendering advanced imaging services for an ordering provider who is exempt from PA requirements are required to include modifier Q4 (Service
for ordering/referring physician qualifies as a service exemption) on the claim detail for the CT or MR imaging service. This modifier, which may be used in
addition to the TC (Technical component) or 26 (Professional component) modifiers on advanced imaging claims, indicates to ForwardHealth that the
referring provider is exempt from PA requirements for these services.

Topic #4577

American Dental Association 2006 Claim Form Completion
Instructions

A sample ADA (American Dental Association) 2006 Claim Form is available for HealthCheck providers.
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Use the following claim form completion instructions, not the claim form's printed descriptions, to avoid denial 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 element, is required to be avalid code. Do not
include attachments unless instructed to do so.

Members enrolled in BadgerCare Plus or Medicaid receive a ForwardHealth 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 single-page paper claims to the following address:
ForwardHesalth
Claims and Adjustments
313 Blettner Blvd
Madison WI 53784
Submit completed multiple-page paper claims to the following address:
ForwardHesalth
Multiple-Page Dental Claims
Ste 22
313 Blettner Blvd
Madison WI 53784
HEADER INFORMATION
Element 1 — Type of Transaction (required, if applicable)
EPSDT (Early and Period Screening, Diagnosis, and Treatment) (HealthCheck): HealthCheck is Wisconsin Medicaid's federally mandated program known
nationally as EPSDT. If the services were performed as aresult of a HealthCheck/EPSDT exam, check the EPSDT box.
Element 2 — Predetermination/Preauthorization Number (not required)
INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
Element 3 — Company/Plan Name, Address, City, State, Zip Code (not required)
OTHER COVERAGE
Element 4 — Other Dental or Medical Coverage? (not required)
Element 5— Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix) (not required)
Element 6 — Date of Birth (MM/DD/CCYY) (not required)
Element 7 — Gender (not required)
Element 8 — Policyholder/Subscriber 1D (SSN or | D#) (not required)
Element 9 — Plan/Group Number (not required)
Element 10 — Patient's Relationship to Person Named in #5 (not required)
Element 11 — Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code
Except for afew instances, ForwardHealth is the payer of last resort for any services covered by ForwardHealth. This means the provider is required to
make a reasonable effort to exhaust al existing commercial health insurance sources before hilling ForwardHealth unless the service is not covered by
commercial health insurance. Element 11 identifies Medicare and commercia health insurance and whether the member has commercia health insurance
coverage, Medicare coverage, or both.
There are specific instructions for each coverage type. Providers should use the following guidelines for this element depending on the member?s coverage:
. Members with commercia health or dental insurance coverage.

. Members with Medicare coverage.
. Members with both Medicare and commercial health or dental insurance coverage.
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Memberswith commercial health or dental insurance coverage

Commercial health or dental insurance coverage must be billed prior to submitting claims to ForwardHealth, unless the service does not require commercial
health insurance billing as determined by ForwardHealth. Commercial health insurance coverage is indicated by Wisconsin's EVS (Enrollment Verification
System) under "Other Commercial Health Insurance.” A list of "other insurance” indicatorsis available. A list of CDT (Current Dental Terminology) codesis
aso available.

Note: When commercia health or dental insurance paid only for some services and denied payment for the others (or applied a payment to the member's
coinsurance or deductible), ForwardHealth recommends that providers submit two separate claims. To maximize reimbursement, one claim should be
submitted for the partially paid services and another claim should be submitted for the services that were denied.

The following table indicates appropriate other insurance codes for use in Element 11.

Code Description

OI-P |PAID in part or in full by commercia health or dental insurance or commercial HMO (health maintenance organization). In Element 32 of this claim
form, indicate the amount paid by commercial health insurance to the provider or to the insured.

OI-D |Use OI-D for dental claimsin either of the following situations:

. DENIED by commercia health or dental insurance or commercial HMO following submission of a correct and complete claim, or payment
was applied towards the coinsurance and deductible.

. YES, the member has commercial health or dental insurance or commercial HMO coverage, but it was not hilled 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 or dental insurance failed to respond to initia and follow-up claims.

Benefits are not assignable or cannot get assignment.

Benefits are exhausted.

o o o o

None|Providers may leave this element blank if none of the CDT procedure codes on the claim are listed in the tables in Attachment 10 or if the other
insurance is vision only.

Note: The provider may not use OI-D 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 commercial HMO may not bill ForwardHealth for services that
areincluded in the capitation payment.

Memberswith Medicare coverage
Submit claims to Medicare before submitting claims to ForwardHeal th.

Do not enter a Medicare disclaimer code in Element 11 when one or more of the following statementsis 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 allowed the charges. In this case, attach the EOMB (Explanation of Medicare Benefits), but do not indicate on the claim form the
amount Medicare paid.

If none of the previous statements is true, a Medicare disclaimer code is necessary. The following table indicates appropriate Medicare disclaimer codes for
usein Element 11 when billing Medicare prior to billing ForwardHealth.

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.

. The serviceis covered by Medicare Part A but is denied by Medicare Part A due to frequency limitations, diagnosis restrictions, or exhausted
benefits.
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For Medicare Part B, use M-7 in the following instances (all three criteria must be met):

. The provider isidentified in ForwardHedlth 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 digible for Medicare Part A.

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

. The provider isidentified in ForwardHedlth 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).

Members with both Medicare and commercial health or dental insurance coverage

Use both a Medicare disclaimer code ("M-7" or "M-8") and an other insurance explanation code (e.g., "OI-P") when applicable.
POLICYHOLDER/SUBSCRIBER INFORMATION

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

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 EV'S. The member's address, city, state, and ZIP code are not
required.

Element 13 — Date of Birth
Enter the member's birth date in MM/DD/CCY'Y format.

Element 14 — Gender (not required)

Element 15 — Policyholder/Subscriber 1D (SSN or | D#)

Enter the member identification number. Do not enter any other numbers or letters. Use the ForwardHealth card or the EV'S to obtain the correct member
ID.

Element 16 — Plan/Group Number (not required)

Element 17 — Employer Name (not required)

PATIENT INFORMATION

Element 18 — Relationship to Policyholder/Subscriber in #12 Above (not required)

Element 19 — Student Status (not required)

Element 20 — Name (Lagt, First, Middle Initial, Suffix), Address, City, State, Zip Code (not required)
Element 21 — Date of Birth (MM/DD/CCYY) (not required)

Element 22 — Gender (not required)

Element 23 — Patient I D/Account # (Assigned by Dentist) (not required)

RECORD OF SERVICES PROVIDED

Element 24 — Procedure Date (MM/DD/CCYY)
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Enter the dates of servicein MM/DD/CCY'Y format for each detail.

Element 25 — Area of Oral Cavity
If the procedure applies to gingivectomy, perio scaling, repair of dentures or partials, or aveoplasty, the area of the oral cavity is entered here.

Element 26 — Tooth System (not required)

Element 27 — Tooth Number (s) or Letter(s)
If the procedure applies to only one tooth, the tooth number or tooth letter is entered here.

Element 28 — Tooth Surface
Enter the tooth surface(s) restored for each restoration.

Element 29 — Procedure Code
Enter the appropriate procedure code for each dental service provided.

Element 30 — Description
Write a brief description of each procedure.

Element 31 — Fee
Enter the usua and customary charge for each detail line of service.

Element 32 — Other Fee(s) (required for other insuranceinformation, if applicable)

Enter the actual amount paid by commercial health or dental insurance. (If the dollar amount indicated in Element 32 is greater than zero, "OI-P" must be
indicated in Element 11.) Do not include the copayment amount. If the commercial health or dental insurance plan paid on only some services, those partially
paid services should be submitted on a separate claim from the unpaid services to maximize reimbursement. This allows ForwardHealth to appropriately
credit the payments. If the commercia health or dental insurance denied the claim, enter "000." Do not enter Medicare-paid amounts in this field.

Element 33 — Total Fee
Enter the total of all detail charges. Do not subtract other insurance payments.

MISSING TEETH INFORMATION

Element 34 — Permanent and Primary (Placean " X" on each missing tooth) (not required)

Element 35 — Remarks (required, if applicable)

List any unusual services, including reasons why limitations were exceeded. Providers should enter the word "Emergency” in this element for an emergency
service.

AUTHORIZATIONS

Element 36 — Patient/Guardian Signature and Date (not required)

Element 37 — Subscriber Signature and Date (not required)

ANCILLARY CLAIM/TREATMENT INFORMATION

Element 38 — Place of Treatment (Check applicable box)
Check the appropriate box.

Element 39 — Number of Enclosures (00 to 99) (not required)

Element 40 — Is Treatment for Orthodontics? (not required)

Element 41 — Date Appliance Placed (MM/DD/CCYY) (not required)

Element 42 — Months of Treatment Remaining (not required)

Element 43 — Replacement of Prosthesis? (not required)

Element 44 — Date Prior Placement (MM/DD/CCYY) (not required)

Element 45 — Treatment Resulting from (Check applicable box) (required, if applicable)

Check the appropriate box if the dental services were the result of an occupational illness/injury, auto accident, or other accident.
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Element 46 — Date of Accident (MM/DD/CCYY) (required, if applicable)
If abox was checked in Element 45, enter the date the accident happened.

Element 47 — Auto Accident State (required, if applicable)
Enter the state where the auto accident occurred.

BILLING DENTIST OR DENTAL ENTITY

Element 48 — Name, Address, City, State, Zip Code

Enter the name of the provider submitting the claim and the complete mailing address. The minimum requirement is the provider's name, street, city, state,
and ZIP+4 code. If the billing provider isagroup or clinic, enter the group or clinic name in this element. The name in Element 48 must correspond with the
NPI (National Provider Identifier) in Element 49.

Element 49 — NPI
Enter the NPI of the billing provider. The NPI in this element must correspond with the provider name indicated in Element 48.

Element 50 — License Number (not required)
Element 51 — SSN or TIN (not required)
Element 52 — Phone Number (not required)

Element 52A — Additional Provider ID
Enter the hilling provider's 10-digit taxonomy code. The taxonomy code in this element must correspond with the NPI indicated in Element 49.

TREATING DENTIST AND TREATMENT LOCATION INFORMATION
Element 53 — Dentist's Signature and Date
The provider or the authorized representative must sign in Element 53. The month, day, and year the form is signed must also be entered in MM/DD/CCYY

format.

Note: The signature may be a computer-printed or typed name and date or a signature stamp with a date. However, claims with "signature on file" stamps
are denied.

Element 54 — NPI (required, if applicable)
If the treating provider's NP is different than the billing provider NPI in Element 49, enter the treating provider's NP! in this element.

Element 55 — License Number (not required)
Element 56 — Address, City, State, Zip Code (not required)

Element 56A — Provider Specialty Code (required, if applicable)
Enter the treating provider's 10-digit taxonomy code. The taxonomy code in this element must correspond with the NPI indicated in Element 54.

Element 57 — Phone Number (not required)

Element 58 — Additional Provider 1D (not required)
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Sample American Dental Association 2006 Claim Form for HealthCheck Providers
A4 Dental Claim Form
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Topic #15377

American Dental Association 2012 Claim Form Completion
I nstructions

A sample ADA (American Dental Association) 2012 claim form is available for HealthCheck providers.

Use the following claim form completion instructions, not the claim form's printed descriptions, to avoid denial 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 element, is required to be avalid code. Do not
include attachments unless instructed to do so.

Members enrolled in BadgerCare Plus or Medicaid receive a ForwardHealth 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.
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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 single-page paper claims to the following address:
ForwardHesalth
Claims and Adjustments
313 Blettner Blvd
Madison WI 53784
Submit completed multiple-page paper claims to the following address:
ForwardHesalth
Multiple-Page Dental Claims
Ste 22
313 Blettner Blvd
Madison WI 53784
HEADER INFORMATION
Element 1 — Type of Transaction (not required)
Element 2 — Predeter mination/Preauthorization Number (not required)
INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
Element 3— Company/Plan Name, Address, City, State, Zip Code (not required)
OTHER COVERAGE
Element 4 — Dental? Medical? (not required)
Element 5— Name of Policyholder/Subscriber in #4 (Last, First, Middle I nitial, Suffix) (not required)
Element 6 — Date of Birth (MM/DD/CCYY) (not required)
Element 7 — Gender (not required)
Element 8 — Policyholder/Subscriber 1D (SSN or 1D#) (not required)
Element 9 — Plan/Group Number (not required)
Element 10 — Patient's Relationship to Person Named in #5 (not required)
Element 11 — Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code
Except for afew instances, ForwardHedlth is the payer of last resort for any services covered by ForwardHealth. This means the provider is required to
make a reasonable effort to exhaust al existing commercial health insurance sources before hilling ForwardHealth unless the service is not covered by
commercial health insurance. Element 11 identifies Medicare and commercial health insurance and whether the member has commercial health insurance
coverage, Medicare coverage, or both.
There are specific instructions for each coverage type. Providers should use the following guidelines for this element depending on the member's coverage:
. Members with commercial health or dental insurance coverage.
. Members with Medicare coverage.
. Members with both Medicare and commercial health or dental insurance coverage.
Memberswith commercial health or dental insurance coverage
Commercial health or dental insurance coverage must be billed prior to submitting claims to ForwardHealth, unless the service does not require commercial
health insurance billing as determined by ForwardHealth. Commercial health insurance coverage is indicated by Wisconsin's EVS (Enrollment Verification

System) under "Other Commercial Hedth Insurance." ForwardHealth has defined a set of "other insurance” indicators. Additionally, ForwardHealth has
identified specific CDT (Current Dental Terminology) codes must be billed to other insurance sources prior to being billed to ForwardHealth.

Note: When commercia health or dental insurance paid only for some services and denied payment for the others (or applied a payment to the member's
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coinsurance or deductible), ForwardHealth recommends that providers submit two separate claims. To maximize reimbursement, one claim should be
submitted for the partially paid services and another claim should be submitted for the services that were denied.

The following table indicates appropriate other insurance codes for use in Element 11:

Code Description

OI-P |PAID in part or in full by commercial health or dental insurance or commercial HMO. In Element 31a of this claim form, indicate the amount paid by
commercial health insurance to the provider or to the insured.

OI-D |Use OI-D for dental claimsin either of the following situations:

. DENIED by commercia health or dental insurance or commercial HMO following submission of a correct and complete claim, or payment
was applied towards the coinsurance and deductible.

. YES, the member has commercia health or dental insurance or commercial HMO coverage, but it was not billed for reasons including, but
not limited to, the following:

s 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 or dental insurance failed to respond to initia and follow-up claims.

Benefits are not assignable or cannot get assignment.

Benefits are exhausted.

o o o o

None|Providers may leave this element blank if none of the CDT procedure codes on the claim are listed as an allowable other insurance indicator or if the
other insurance is vision only.

Note: The provider may not use OI-D 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 commercial HMO may not bill ForwardHealth for services that
areincluded in the capitation payment.

Memberswith Medicare coverage
Submit claims to Medicare before submitting claims to ForwardHeal th.

Do not enter a Medicare disclaimer code in Element 11 when one or more of the following statementsiis 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.

. ForwardHedth indicates that the provider is not Medicare enrolled.

. Medicare has allowed the charges. In this case, attach the EOMB (Explanation of Medicare Bengfits), but do not indicate on the claim form the
amount Medicare paid.

If none of the previous statements is true, a Medicare disclaimer code is necessary. The following table indicates appropriate Medicare disclaimer codes for
use in Element 11 when billing Medicare prior to billing ForwardHealth.

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 alotment 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.

. Theserviceis covered 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 ForwardHedlth 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.
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M-8 |Noncovered M edicare 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 inMedicare 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).
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.
. Theserviceis usualy covered by Medicare Part B but not in this circumstance (e.g., member's diagnosis).

Memberswith both Medicare and commercial health or dental insurance coverage
Use both a Medicare disclaimer code ("M-7" or "M-8") and an other insurance explanation code (e.g., "Ol-P") when applicable.

POLICYHOLDER/SUBSCRIBER INFORMATION

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

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 EV'S. The member's address, city, state, and ZIP code are not
required.

Element 13 — Date of Birth (MM/DD/CCYY)
Enter the member's birth date in MM/DD/CCY'Y format.

Element 14 — Gender (not required)

Element 15 — Poalicyholder/Subscriber 1D (SSN or | D#)

Enter the member identification number. Do not enter any other numbers or letters. Use the ForwardHealth card or the EV'S to obtain the correct member
ID.

Element 16 — Plan/Group Number (not required)

Element 17 — Employer Name (not required)

PATIENT INFORMATION

Element 18 — Relationship to Policyholder/Subscriber in #12 Above (not required)

Element 19 — Reserved For Future Use (not required)

Element 20 — Name (Lagt, First, Middle Initial, Suffix), Address, City, State, Zip Code (not required)
Element 21 — Date of Birth (MM/DD/CCYY) (not required)

Element 22 — Gender (not required)

Element 23 — Patient 1D/Account # (Assigned by Dentist) (not required)

RECORD OF SERVICES PROVIDED

Element 24 — Procedure Date (MM/DD/CCYY)
Enter the DOS (dates of service) in MM/DD/CCY'Y format for each detall.

Element 25 — Area of Oral Cavity
If the procedure applies to gingivectomy, perio scaling, repair of dentures or partials, alveoplasty, or fixed bilateral space maintenance, the area of the oral
cavity is entered here.

Element 26 — Tooth System (not required)
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Element 27 — Tooth Number (s) or Letter(s)
If the procedure applies to only one tooth, the tooth number or tooth letter is entered here.

Element 28 — Tooth Surface
Enter the tooth surface(s) restored for each restoration.

Element 29 — Procedure Code
Enter the appropriate procedure code for each dental service provided.

Element 29a — Diag. Pointer (not required)
Element 29b — Qty. (not required)

Element 30 — Description
Write a brief description of each procedure.

Element 31 — Fee
Enter the usual and customary charge for each detail line of service.

Element 31a— Other Feg(s) (required for other insurance information, if applicable)

Enter the actual amount paid by commercial health or dental insurance. (If the dollar amount indicated in Element 31ais greater than zero, "OI-P" must be
indicated in Element 11.) Do not include the copayment amount. If the commercial health or dental insurance plan paid on only some services, those
partially paid services should be submitted on a separate claim from the unpaid services to maximize reimbursement. This allows ForwardHealth to
appropriately credit the payments. If the commercial health or dental insurance denied the claim, enter "000." Do not enter Medicare-paid amounts in this
field.

Element 32 — Total Fee
Enter the total of all detail charges. Do not subtract other insurance payments.

Element 33 — Missing Teeth Information (Place an " X" on each missing tooth.) (not required)

Element 34 — Diagnosis Code List Qualifier (not required)

Element 34a — Diagnosis Code(s) (not required)

Element 35 — Remarks (required, if applicable)

List any unusual services, including reasons why limitations were exceeded. Providers should enter the word "Emergency” in this element for an emergency
service.

AUTHORIZATIONS

Element 36 — Patient/Guardian Signature and Date (not required)

Element 37 — Subscriber Signature and Date (not required)

ANCILLARY CLAIM/TREATMENT INFORMATION

Element 38 — Place of Treatment

Enter the 2-digit POS (place of service) code. ForwardHealth has established allowable POS codes for dental services. Frequently used codes include the

following: 11=0ffice; 19=0ff Campus — Outpatient Hospital; 21=Inpatient Hospital; 22=0n Campus — Outpatient Hospital; 31=Skilled Nursing Facility;
32=Nursing Facility.

Element 39 — Enclosures (Y or N) (not required)

Element 40 — Is Treatment for Orthodontics? (not required)

Element 41 — Date Appliance Placed (MM/DD/CCYY) (not required)
Element 42 — Months of Treatment Remaining (not required)
Element 43 — Replacement of Prosthesis (not required)

Element 44 — Date of Prior Placement (MM/DD/CCYY) (not required)
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Element 45 — Treatment Resulting from (required, if applicable)
Check the appropriate box if the dental services were the result of an occupationa illness/injury, auto accident, or other accident.

Element 46 — Date of Accident (MM/DD/CCYY) (required, if applicable)
If abox was checked in Element 45, enter the date the accident happened.

Element 47 — Auto Accident State (required, if applicable)
Enter the state where the auto accident occurred.

BILLING DENTIST OR DENTAL ENTITY

Element 48 — Name, Address, City, State, Zip Code

Enter the name of the provider submitting the claim and the complete mailing address. The minimum requirement is the provider's name, street, city, state,
and ZIP+4 code. If the billing provider is agroup or clinic, enter the group or clinic name in this element. The name in Element 48 must correspond with the
NPI (National Provider Identifier) in Element 49.

Element 49 — NPI
Enter the NPI of the hilling provider. The NPI in this element must correspond with the provider name indicated in Element 48.

Element 50 — License Number (not required)
Element 51 — SSN or TIN (not required)
Element 52 — Phone Number (not required)

Element 52a — Additional Provider ID
Enter the billing provider's 10-digit taxonomy code. The taxonomy code in this element must correspond with the NPI indicated in Element 49.

TREATING DENTIST AND TREATMENT LOCATION INFORMATION
Element 53 — Dentist's Signature and Date
The provider or the authorized representative must sign in Element 53. The month, day, and year the form is signed must also be entered in MM/DD/CCYY

format.

Note: The signature may be a computer-printed or typed name and date or a signature stamp with a date. However, claims with "signature on file" stamps
are denied.

Element 54 — NPI (required, if applicable)
If the treating provider's NP is different than the billing provider NPI in Element 49, enter the treating provider's NPI in this element.

Element 55 — License Number (not required)
Element 56 — Address, City, State, Zip Code (not required)

Element 56a — Provider Specialty Code (required, if applicable)
Enter the treating provider's 10-digit taxonomy code. The taxonomy code in this element must correspond with the NPI indicated in Element 54.

Element 57 — Phone Number (not required)

Element 58 — Additional Provider ID (not required)
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Sample American Dental Association 2012 Claim Form for HealthCheck Providers
ADA American Dental Association® Dental Claim Form

INFORMATION
1. Type of Transaction (Mark ol applicable boes |}
[ satmment of actust Servicas [ Feouest tor PrecutmminaticnProaumernzason
X EPsOT ( Tie 31
2 b POLICYHOLDER/SL {For Insurance Company Mamed in #3)
12 PoloyhoiderSubscriber Name (Last, First, Midde intial, Sufi), Address, City, Stale, 1o Code
INSURANGE COMPANYDENTAL BENEFIT PLAM INFORMATION MEMBER, IM A

3. CormpanyFlan Mama, Addores, iy, Siate. Zip Code

13 Dt of Barth (MMDDACCYY) | 14, Gendar 15, PolicyhwlderSubacrib 1D (S5M or IDF)
MM/DDYCCYY O=F 1234567890
OTHER COVERAGE {Mark spricatis box and complete fems 8-11. If none. leave blank | 18, Plas/Group Momber 17, Emgloiyer Hame
4, Dopram? | Mages? {1 st esmpleta 5-11 her Sanial anly |
5 Name of PalcyholdeSubacriber i 4 (Last. Frsi, Mickdie Intial, Sultz) PATIENT INFORMATION
8. Frelatonship 8 PoleyholdenSautmenbar in 812 Abave 19, Rearved For Futurg
=] T T U o
B. Date of Birth (MMWDUCCYY) 7. Gender B, PolyphilssnSutsertad 1D (55N of ID8) -—|$ei |_|Snwlu I_IWM .—|0met
:|“ Df 20 Marma [Last. Firsl, Midehy Indisl, Suix) Address, City, S2in, Zip Coda
9, Plan/treup Mumbse 10. Patent's Relaticnstip 1o Person samed in 85
[set  [spcuse [ | Dopendent [ e

1. Oty rsurance: Company/Dental Banalt Plan Name, Addess, City, State, Zip Code

21. Dt of Barth MMDIVCCYY) Qzam r’z Patient IDWACEot @ Assigrad by Dentist)
Or
oF PROVIDED
il [amla] =wape | aie [sore[asels a— e

1| MM/DDYCOYY 02 01351 SEALANTS 00X
2 | MM DDYCOYY 3 D1351 SEALANTS MOOLXNK
3| MM/DDYCCYY 8 01351 SEALANTS 00
4| MM/DDYCOYY 9 D1351 SEALANTS AR
5
[]
7
(]
8
)
33. Masing Teath Inkqmason,[Fiace an X on 8ach mising 5ot} 34, Disgnosss Code List Qusifer | | | {ICD-9 = B, ICD-10 = AB ) 3a. Cver

1 2 3 4 5 8 7 B § 10 M 12 13 14 15 16 |34a Dageoss Codely) A & Feetn)

3OO W I AT M 2 M D | N D W W T | (Primery dugooesin A7) 8 o af”w'""ﬂ W00

=1 |35 Rerares -

AU \TIOHS ANCILLARY CLAIMTREATMENT INFORMATION
] mw;mwm:mﬁ Immo&nwamh-nr . Place of Troatmant | 11 | feg. ti=ofca. 220 Husptuty | 39, Erscioauees (¥ o N)

I, O Pt rating deetist o dental pracScs has @ contmctual Wiy plan proitsting all (et Phaen ol Barvica Covtan bor Pachasionsl Cleinw) [

g:rrmd"":"‘:“'““ ""‘wmmm“’m, “"‘:m"'::;?:‘"’ 40 s Treatment for Orthodontics? 41. Date Applance Placed (MWDDVCC YY)
x EKN:; (Slip 4142} :‘mlt.‘-unwuld?r

PabernGuiedan Sgnaten Date 42 Menths of Tremiment |43, Replacemant of Prosthesis | 44, Date of Price Placemant {MMDOCCYY)
3.1 herety mum paymect of the 1 e, drecty == [ 1Mo ] vou tCompmsn 44

whmmudmmad-wm 45 Traptrmant Resuling feaem
X :ww Dmm Dou-m-m

Subacriber Sgnathes Dl 44, Date of Accident IMMDDCGEYY) | 47 Auto Accident Seabe

BILLING DENTIST OR DENTAL ENTITY (Leave blank @ centsst o dental enfity is not TREATING DENTIST AND TREATMENT LOCATION INFORMATION
ittt b
ARG ENAI O Banail 24 thy palect o ' 5.1 habrieby cetify thaf i procecUres a8 indcatnd by 0ate 368 in ogress {Ior oOSATES Tat reques
carghited

4B, Nare, Auireas. City, Siate. Zip: Code FRUSOD VBRSO e Dee
LM. HEALTHCHECK NURSING AGENCY X. / //// = MM/DD/CCYY
1 W. WILLIAMS ST. Cudth icamtl Ly
ANYTOWN, W1 55555-1234 G P 0222222230 |55 Licares Fhumbee
58 Adaress, City, Sialn, 2 Coe ST . 123456789X
0. 1P 50 Licnsh Mamber 51 58N e TH
0111111110
o ey J N ¥ P 123456789X Brimone i 1 - | conel,
‘22012 American Dental Association To receder call B0 947 4746
MO0 (Sore s ADA Dentad Claem Form = MO0, JA31, J32, HID M) ar go anline at adacatalog.ong

Topic #542

Attached Documentation

Providers should not submit additional documentation with a claim unless specifically requested.

Topic #6957

Copy Claims on the ForwardHealth Portal

Providers can copy institutional, professional, and dental paid claims on the ForwardHealth Portal. Providers can open any paid claim, click the "Copy"
button, and all of the information on the claim will be copied over to a new claim form. Providers can then make any desired changes to the claim form and
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click "Submit" to submit as a new claim. After submission, ForwardHealth will issue a response with anew ICN (internal control number) along with the
claim status.

Topic #5017

Correct Errorson Claims and Resubmit to ForwardHealth on the
Portal

Providers can view EOB (Explanation of Benefits) codes and descriptions for any claim submitted to ForwardHealth on the ForwardHealth Portal. The
EOBs help providers determine why a claim did not process successfully, so providers may correct the error online and resubmit the claim. The EOB
appears on the bottom of the screen and references the applicable claim header or detail.

Topic #4997

Direct Data Entry of Professional and I nstitutional Claimson the
Portal

Providers can submit the following claims to ForwardHealth via DDE (Direct Data Entry) on the ForwardHealth Portal:

. Professiona claims.

. Ingtitutiona claims.

. Dental 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 is left blank, the claim will not be submitted
and a message will appear prompting the provider to complete the specific required field(s). Portal help is available for each online application screen. In
addition, search functions accompany certain fields so providers do not need to look up the following information in secondary resources.

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

. Procedure codes.

. Modifiers.

. Diagnosis codes.

. Place of service codes.

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

. Typeof hill.

. Patient status.

. Visit paint of origin.
. Vit priority.

. Diagnosis codes.
. Revenue codes.

. Procedure codes.
. Modifiers.

On dental claims, providers may search for and select the following:
. Procedure codes.
. Rendering providers.
. Areaof theora cavity.
. Place of service codes.

On compound and noncompound drug claims, providers may search for and select the following:

. Diagnosis codes.
. NDCs (National Drug Codes).
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. 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 (durable medical
equipment) or of DM'S (disposable medical supplies) who submits noncompound drug claims, may submit these claims via DDE. All claims, including POS
(Point-of-Sale) claims, are viewable via DDE.

Topic #344

Electronic Claim Submission

Providers are encouraged to submit claims electronically. Electronic claim submission does the following:
. Adaptsto existing systems.
. Allows flexible submission methods.
. Improves cash flow.
. Offersefficient and timely payments.
. Reduces hilling and processing errors.
. Reduces clerical effort.

Topic #2412

Electronic Claim Submission for HealthCheck Services

Electronic claims for HealthCheck services must be submitted using the following transactions:

. 837P (837 Health Care Claim: Professional) transaction (for HealthCheck and HealthCheck outreach and case management services).
. 837D (837 Health Care Claim: Dental) transaction for dental sealants (for HealthCheck nursing agencies only).

Electronic claims for HealthCheck services submitted using any transaction other than the 837P or 837D will be denied.

Providers should use the appropriate companion quide for the 837 transaction when submitting claims for the 837P and 837D transactions.

Provider Electronic Solutions Software

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 allows providers to submit electronic claims using the 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) Helpdesk.

Topic #16937

Electronic Claimsand Claim Adjustments with Other Commercial Health Insurance
I nformation

Effective for claims and claim adjustments submitted electronically via the Portal or PES software on and after June 16, 2014, other insurance information
must be submitted at the detail level on professional, institutional, and dental claims and adjustments if it was processed at the detail level by the primary
insurance. Except for afew instances, Wisconsin Medicaid or BadgerCare Plusis the payer of last resort for any covered services; therefore, providers are
required to make a reasonable effort to exhaust al existing other health insurance sources before submitting claims to ForwardHealth or to a state-contracted
MCO (managed care organization).

Other insurance information that is submitted at the detail level viathe Portal or PES software will be processed at the detail level by ForwardHealth.

Under HIPAA (Health Insurance Portability and Accountability Act of 1996), claims and adjustments submitted using an 837 transaction must include detail-
level information for other insurance if they were processed at the detail level by the primary insurance.

Adjustmentsto Claims Submitted Prior to June 16, 2014

Providers who submit professional, institutional, or dental claim adjustments electronically on and after June 16, 2014, for claims originally submitted prior to
June 16, 2014, are required to submit other insurance information at the detail level on the adjustment if it was processed at the detail level by the primary
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insurance.

Topic #365

Extraordinary Claims

Extraordinary claims are claims that have been denied by a BadgerCare Plus HMO (health maintenance organization) or SSI (Supplemental Security
Income) 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 (Health Insurance Portability and Accountability Act of 1996) compliance
before being processed. Compliant code sets include CPT (Current Procedural Terminology) and HCPCS (Healthcare Common Procedure Coding
System) procedure codes entered into all fields, including those fields that are "Not Required” or "Optional.”

If the information in al fields is not valid and recognized by ForwardHealth, the claim will be denied.

Provider Numbers

For health care providers, NPIs (National Provider Identifiers) are required in all provider number fields on paper claims and 837 (837 Health Care Claim)
transactions, including rendering, billing, referring, prescribing, attending, and "Other" provider fields.

Non-healthcare providers, including personal care providers, SMV (specialized medical vehicle) providers, blood banks, and CCOs (community care
organizations) should enter valid provider numbers into fields that require a provider number.

Topic #562

Managed Car e Organizations

Claims for services that are covered in a member's state-contracted MCO (managed care organization) should be submitted to that MCO.

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 (not otherwise classified),
procedure code. Providers submitting claims electronically should include a description of an NOC procedure code in a "Notes' field, if required. The Notes
field allows providers to enter up to 80 characters. In some cases, the Notes field allows providers to submit NOC procedure code information on aclaim
electronicaly instead of on a paper claim or with a paper attachment to an electronic claim.

The Notes field should only be used for NOC procedure codes that do not require PA (prior authorization).

Claims Submitted Via the ForwardHealth Portal Direct Data Entry or Provider Electronic
Solutions

A Notesfield is available on the ForwardHealth Portal DDE (Direct Data Entry) and PES (Provider Electronic Solutions) software when providers submit
the following types of claims:

. Professional.
. Indtitutional.
. Dental.

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.
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Claims Submitted Via 837 Health Care Claim Transactions

ForwardHealth accepts and utilizes information submitted by providers about NOC procedure codes in certain loops/segments on the 837 (837 Health Care
Claim) transactions. Refer to the companion guides for more information.

Topic #4578

Other Insurance I ndicatorsfor Dental Providers Using American
Dental Association Claim Forms

Providers should use the following information about insurance indicators when completing an ADA (American Dental Association) 2006 Claim Form or an
ADA 2012 Claim Form.

Other Insurancelndicators

When a member's enrollment is confirmed in Wisconsin's EV'S (Enrollment Verification System), one of eight other insurance indicators identifying the
member's other insurance coverage may be indicated, if applicable. The following is alist of the indicators and descriptions:

. DEN — Commercia Denta Insurance.

. HMO — Hedth Maintenance Organization (non-Medicaid).

. SUP— Medicare Supplement.

. BLU — BlueCross and BlueShield.

. WPS — Wisconsin Physicians Service.

. CHA — TriCare.

. HPP — Wausau Hedlth Protection Plan.

. OTH — All other commercia health or dental insurance plans.

Insurance Indicator " DEN"

When the EV S indicates the code "DEN" for other coverage, submit claims for the following CDT (Current Dental Terminology) procedure codes to
commercial dental insurance prior to billing these procedures to ForwardHealth.

Service Type Service Codes
Diagnostic Exams D0120-D0170
X-rays D0270-D0274
Preventive Prophylaxis, Fluoride |D1110-D1202
Sedlants D1351
Space maintainers D1510-D1515, D1550
Restorative  |Fillings D2140-D2394
Crowns D2390, D2920-D2933
Endodontic  |Root canals D3310-D3330
Periodontic | Gingivectomy D4210-D4211
Scaling D4341-D4342
Full-mouth debridement | D4355
Prosthodontic |Dentures D5110-D5212, D5510-D5761
Bridges D6930-D6940, D6980-D6985
Extractions  |Extractions D7111-D7250
Surgica Surgeries D7260-D7780, D7840-D7850, D7910-D7991
Orthodontic | Orthodontia D8010-D8680, D8692

Insurance Indicator "HMO"

When the EV'S indicates the code "HMO" for other coverage, submit claims for the following CDT procedure codes to the commercial HMO (health
maintenance organization) prior to billing these procedures to ForwardHealth. The provider must be a member of the commercial HMO to receive
reimbursement.
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Service Type Service Codes
Diagnostic Exams D0120-D0170
Preventive Cleanings |D1110-D1120
Restorative Fillings D2140-D23%4
Ora and Maxillofacial Surgery |Extractions|D7111-D7250
Surgical Surgeries |D7260-D7780, D7840-D7850, D7910-D7991

Insurance Indicator " SUP"

When the EV S indicates the code "SUP" for "other coverage,” submit claims for the following CDT procedure codes to the member's commercia health or
dental insurance prior to hilling these procedures to ForwardHealth.

Service Type Service Codes
Adjunctive/General Services|Anesthesia| D9220, D9241

Insurance Indicators" BLU," "WPS," "CHA," "HPP," or "OTH"

When the EV S indicates either "BLU," "WPS," "CHA," "HPP," or "OTH" codes for "other coverage," submit claims for the following procedure codes to
the member's commercial health or dental insurance prior to billing these procedures to ForwardHealth.

Service Type Service Codes
Adjunctive/General Services|Anesthesia) D9220, D9241

Topic #561

Paper Claim Form Preparation and Data Alignment Requirements

Optical Character Recognition

Paper claims submitted to ForwardHealth on the 1500 Health Insurance Claim Form ((02/12)) and UB-04 Claim Form are processed using OCR (Optical
Character Recognition) software that recognizes printed, alphanumeric text. OCR software increases efficiency by aleviating the need for keying in data from
paper claims.

The data alignment requirements do not apply to the Compound Drug Claim (F-13073 (07/12)) and the Noncompound Drug Claim (F-13072 (07/12)).

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 ForwardHealth, 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
ForwardHeal th interChange system. This technology increases accuracy by removing the possibility of errors being made during manual keying.

OCR software speeds paper claim processing, but only if providers prepare their claim forms correctly. In order for OCR software to read the claim form
accurately, the quality of copy and the aignment of text within individua 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. Thiswill cause an increase in processing time.

Handwritten Claims

Submitting handwritten claims should be avoided whenever possible. ForwardHealth accepts handwritten claims; however, it is very difficult for OCR
software to read a handwritten claim. If a handwritten claim cannot be read by the OCR software, it will need to be keyed manually from the electronic
image of the claim form. Providers should avoid submitting claims with handwritten corrections as this can also cause OCR software processing delays.

Use Original Claim Forms

Only origina 1500 Health Insurance Claim Forms and UB-04 Claim Forms should be submitted. Origina claim forms are printed in red ink and may be
obtained from a federal 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.
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Use Laser or Ink Jet Printers

It is recommended that claims are printed using laser or ink jet printers rather than printers that use DOT matrix. DOT matrix printers have breaksin the
letters and numbers, which may cause the OCR software to misread the claim form. Use of old or worn ink cartridges should also be avoided. If the claim
form isread incorrectly by the OCR software, the claim may be denied or reimbursed incorrectly. The process may also be stopped if it is unable to read the
claim form, which will cause a delay while it 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 alignment on the claim form, providers should center information vertically within each field, and align all information on the same horizontal
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 alignment for the 1500 Health Insurance Claim Form.
. Incorrect alignment for the 1500 Health Insurance Claim Form.
. Correct alignment for the UB-04 Claim Form.

. Incorrect 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.
. Typeadl 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 "Female."
. Do not highlight any information on the claim form. Highlighted information blackens when it is imaged, and the OCR software will be unable to read
it.
Note: The above guidelines will aso produce the clearest image for claims that need to be keyed manually from an electronic image.
Staples, Correction Liquid, and Correction Tape
The use of staples, correction liquid, correction tape, labels, or stickers on claim forms should be avoided. Staples need to be removed from claim forms
before they can be imaged, which can damage the claim and cause a delay in processing time. Correction liquid, correction tape, labels, and stickers can

cause data to be read incorrectly or cause the OCR process to stop, prompting manual review. If the form cannot be read by the OCR software, it will need
to be keyed manually from an electronic image.

Additional Diagnosis Codes

ForwardHealth will accept up to 12 diagnosis codes in Item Number 21 of the 1500 Health Insurance Claim Form.
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Sample of an Incorrectly Aligned 1500 Health Insurance Claim Form
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Sample of a Correctly Aligned UB-04 Claim Form
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Sample of an Incorrectly Aligned UB-04 Claim Form
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Topic #2411

Paper Claim Submission
HealthCheck and HealthCheck Outreach and Case M anagement Services

Paper claims for HealthCheck and HealthCheck outreach and case management services must be submitted using the 1500 Health Insurance Claim Form
((02/12)). Claims for these services submitted on any other paper claim form are denied.

Providers should use the appropriate claim form instructions for HealthCheck and HealthCheck outreach and case management services when submitting
these claims.

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

Dental Sealants

Paper claims for dental sealants provided by HealthCheck nursing agencies must be submitted using either the ADA (American Dental Association) 2006
Claim Form or the ADA 2012 Claim Form. ForwardHealth denies claims for dental sealants submitted on any claim form other than the ADA 2006 or 2012
claim forms.

Providers should use the appropriate claim form instructions for the ADA 2006 or 2012 claim forms when submitting these claims for dental sealants.

Obtaining American Dental Association Claim Forms

ForwardHealth does not provide ADA claim forms. Forms may be obtained from the ADA Web site. Providers may call the ADA at (800) 947-4746 if
Internet accessis not available.

Topic #10177

Prior Authorization Numberson Claims

Providers are not required to indicate a PA (prior authorization) number on claims. ForwardHealth interChange matches the claim with the appropriate
approved PA request. ForwardHealth's RA (Remittance Advice) and the 835 (835 Health Care Claim Payment/Advice) report to the provider the PA
number used to process a claim. 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 falsin the middle of a billing period, two separate clams
that coincide with the presence of PA for the drug must be submitted to ForwardHealth.

Topic #10637

Reimbursement Reduction for M ost Paper Claims

Asaresult of the Medicaid Rate Reform project, ForwardHealth will reduce reimbursement on most claims submitted to ForwardHealth on paper. Most
paper claims will be subject up to a $1.10 reimbursement reduction per claim.

For each claim that a reimbursement reduction was applied, providers will receive an EOB (Explanation of Benefits) 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'stotal reimbursement amount is less than $1.10, ForwardHealth will reduce the payment up to a $1.10. The claim will show on the RA
(Remittance Advice) as paid but with a $0 paid amount.

The reimbursement reduction applies to the following paper claims:

. 1500 Hedlth Insurance Claim Form ((02/12)).

. UB-04 (CMS 1450) Claim Form.

. Compound Drug Claim (F-13073 (07/12)) form.

. Noncompound Drug Claim (F-13072 (07/12)) 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 clams that ForwardHealth requires additional supporting information to be submitted on paper. For example:

Hysterectomy claims must be submitted along with an Acknowledgment of Receipt of Hysterectomy Information (F-01160 (06/13)) form.
Sterilization claims must be submitted along with a paper Consent for Sterilization (F-01164 (10/08)) form.

Claims submitted to Timely Filing appeals must be submitted on paper with a Timely Filing Appeals Request (F-13047 (08/15)) form.

In certain circumstances, drug claims must be submitted on paper with a Pharmacy Special Handling Request (F-13074 (07/12)) form.
Claims submitted with four or more NDCs (National Drug Codes) for compound and noncompound drugs with specific and non-specific
HCPCS (Hea thcare Common Procedure Coding System) procedure codes.

D o o o o
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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 (F-13470 (10/08)). Providers
arerequired to indicate an ACN (attachment control number) for paper attachment(s) submitted with electronic claims. (The ACN is an aphanumeric 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 days to 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.
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 #4579

Tooth Number or Area of Oral Cavity Requirement

Procedures that require a tooth number or an area of oral cavity cannot be submitted on the 1500 Health Insurance Claim Form ((02/12)). Providers are
required to use either the ADA (American Dental Association) 2006 Claim Form or the ADA 2012 Claim Form when submitting claims for procedures that
require a tooth number or an area of oral cavity.

Topic #11677

Uploading Claim Attachments Viathe 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 al attachments for a suspended claim must be
submitted within the same business day.

Claim Types

Providers will be able to upload attachments to claims via the Portal for the following claim types:
. 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 (Joint Photographic Experts Group) (.jpg or .jpeg).

HealthCheck (EPSDT) Published Policy Through January 31, 2016 Page 50 of 259



Wisconsin Medicaid

. PDF (Portable Document Format) (.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 (Direct Data Entry) claim and indicates an attachment will also be included, a feature button will appear and link to the
DDE claim screen where attachments can be uploaded.

Providers are still required to indicate on the DDE claim that the claim will include an attachment via the "Attachments" panel.

Claims will suspend for 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 (837 Health Care Claim) transactions are required to indicate attachments via the PWK segment. Providers submitting
claims via PES (Provider Electronic Solutions) 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.

Topic #3564

Vaccines

Providers are required to indicate the procedure code of the actual vaccine administered, not the administration code, on claims for al immunizations.
Reimbursement for both the vaccine, when appropriate, and the administration are included in the reimbursement for the vaccine procedure code, so
providers should not separately bill the administration code. Providers are required to indicate their usual and customary charge for the service with the
procedure code.

Sample Reimbursement Scenario

A mother and her 10-year-old child are both BadgerCare Plus Standard Plan members and they both receive an influenza virus vaccine at a physician's
office. The influenza virus vaccine is available through the VIFC (Vaccines for Children) Program. The child's vaccine is obtained from the provider's VFC
supply. The mother's vaccine is obtained from the provider's private stock.

To submit a claim for the child's vaccine, indicate CPT (Current Procedural Terminology) procedure code 90658 (Influenza virus vaccine, split virus, when
administered to individuals 3 years of age and older, for intramuscular use) with the usual and customary charge. ForwardHealth will reimburse for the
administration fee only.

To submit a claim for the mother's vaccine, indicate procedure code 90658 with the usua and customary charge. ForwardHealth will reimburse for the
vaccine and the administration fee.
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Timely Filing Appeals Requests

Topic #549

Requirements

When a claim or adjustment request meets one of the exceptions to the submission deadline, the provider is required to mail ForwardHealth a Timely Filing
Appeals Request form (F-13047 (08/15)) with a paper claim or an Adjustment/Reconsideration Reguest form (F-13046 (08/15)) to override the
submission deadline. If claims or adjustment requests are submitted electronicaly, the entire amount of the claim will be recouped.

DOS (dates of service) 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 (F-13047 (08/15)) cannot be appealed. Providers may resubmit the claim to Timely Filing if both of the
following occur:

. The provider submits additional documentation as requested.
. ForwardHealth receives the documentation before the specified deadline for the exception to the submission deadline.

Topic #744
Submission

To receive consideration for an exception to the submission deadline, providers are required to submit the following:

. A properly completed Timely Filing Appeals Request (F-13047 (08/15)) 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.

For paper claims and paper claim adjustments where other health insurance sources are indicated, providers are also required to complete and submit the
Explanation of Medical Benefits form.

To receive consideration, a Timely Filing Appeals Request 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 (place of service) code, etc.,

as effective for the DOS (date of service). 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.

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when a nursing home claim isinitially | To receive consideration, the request must be submitted within 455 days ForwardHealth
received within the submission deadline and reimbursed from the DOS and the correct liability amount or level of care must be Timely Filing
incorrectly due to a change in the member's authorized indicated on the Adjustment/Reconsideration Request (F-13046 (08/15)) |Ste 50
level of care or liability amount. form. 313 Blettner
The most recent claim number (also known asthe ICN (internal control Blvd
number)) must be indicated on the Adjustment/Reconsideration Request Madison WI
form. This number may be the result of a ForwardHealth-initiated 53784
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|adjustment.

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when a decision is made | To receive consideration, the request must be submitted within 90 days from the date | ForwardHealth
by acourt, fair hearing, or the DHS of the decision of the hearing. A complete copy of the notice received from the court, | Timely Filing
(Department of Health Services). fair hearing, or DHS must be submitted with the request. Ste 50
313 Blettner
Blvd
Madison WI
53784

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when aclaim isinitially received by the deadline | To receive consideration, the following documentation must | ForwardHealth
but is denied due to a discrepancy between the member's enrollment be submitted within 455 days from the DOS: Good
information in ForwardHealth interChange and the member's actual Faith/Timely
enrollment. . A copy of remittance information showing the claim Filing
was submitted in atimely manner and denied witha | Ste 50
qualifying enrollment-related explanation. 313 Blettner Blvd
. A photocopy of one of the following indicating
enrollment on the DOS: Madison WI
o Temporary Identification Card for Express 53784

Enrollment in BadgerCare Plus.

o Temporary Identification Card for Express
Enrollment in Family Planning Only Services.

o The response received through Wisconsin's
EV'S (Enroliment Verification System) from a
commercial eigibility vendor.

o The transaction log number received through
WiCall.

W

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when ForwardHealth If a subsequent provider submission is required, the request must be submitted ForwardHealth
reconsiders a previously processed claim. within 90 days from the date of the RA (Remittance Advice) message. A copy of | Timely Filing
ForwardHealth will initiate an adjustment on a the RA message that shows the ForwardHealth-initiated adjustment must be Ste50
previoudly paid claim. submitted with the request. 313 Blettner
Blvd
Madison WI
53784

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when the local county or tribal agency To receive consideration, the request must be submitted within 180 |ForwardHealth
requests areturn of a GR (general relief) payment from the days from the date the backdated enrollment was added to the GR Retro
provider because a member has become retroactively enrolled for | member's enrollment information. The request must be submitted Eligibility
Wisconsin Medicaid or BadgerCare Plus. with one of the following: Ste 50
313 Blettner
. "GR retroactive enrollment" indicated on the claim. Blvd
. A copy of the letter received from the local county or tribal | Madison WI
agency. 53784
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W

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when claims submitted to Medicare (within 365 days of the DOS) | To receive consideration, the following ForwardHed th
are denied by Medicare after the 365-day submission deadline. A waiver of the submission |must be submitted within 90 days of the | Timely Filing
deadline will not be granted when Medicare denies a claim for one of the following reasons. | Medicare processing date: Ste 50
313 Blettner
. The charges were previously submitted to Medicare. . A copy of the Medicare remittance |Blvd
. The member name and identification number do not match. information. Madison WI
. The services were previously denied by Medicare. . The appropriate Medicare 53784
. The provider retroactively applied for Medicare enrollment and did not become disclaimer code must be indicated
enrolled. on the claim.

recoupment for crossover claims when Medicare is
recouping payment.

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when an other health insurance source reviews | To receive consideration, the following documentation must be | ForwardHealth
aprevioudly paid claim and determines that reimbursement was submitted within 90 days from the date of recoupment Timely Filing
inappropriate. notification: Ste 50
313 Blettner Blvd
. A copy of the commercia health insurance remittance
information. Madison WI
. A copy of the remittance information showing 53784

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when a claim cannot be To receive consideration, the request must be submitted within 180 days from |ForwardHeath
submitted within the submission deadline due to adelay |the date the backdated enrollment was added to the member's enrollment Timely Filing
in the determination of a member's retroactive information. In addition, "retroactive enrollment" must be indicated on the Ste 50
enrollment. clam. 313 Blettner
Blvd
Madison WI
53784
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Archive Date:02/01/2016

Coordination of Benefits:Commercial Health | nsurance

Topic #18497

Explanation of M edical Benefits Form Requirement

An Explanation of Medical Benefits (F-01234 (11/14)) form must be included for each other payer when other health insurance sources (e.g., commercia
insurance, Medicare) are indicated on a paper claim or paper adjustment.

Note: ADA (American Dental Association) claims and claim adjustments and compound and noncompound drug claims and claim adjustments are not
subject to the requirements regarding use of the Explanation of Medica Benefits form.

Paper claims or adjustment requests that have other health insurance indicated may be returned to the provider unprocessed or denied if they are submitted
without the Explanation of Medical Benefits form for each other payer. Paper claims or adjustments submitted with incorrect or incomplete Explanation of
Medical Benefits forms will aso be returned or denied.

Use of the ForwardHealth Explanation of Medical Benefits form is mandatory; providers are required to use an exact copy. ForwardHealth will not accept
adternate versions (i.e., retyped or otherwise reformatted) of the Explanation of Medica Benefits form.

The Explanation of Medical Benefits form requirement for paper claims and adjustments is intended to help ensure consistency with electronic claims and
adjustments submitted via the ForwardHealth Portal or using an 837 (837 Health Care Claim) transaction (including those submitted using PES (Provider
Electronic Solutions) software or through a clearinghouse or software vendor).

The Explanation of Medical Benefits form requirement applies to paper claims and paper adjustments submitted to Wisconsin Medicaid, BadgerCare Plus,
SeniorCare, and the WCDP (Wisconsin Chronic Disease Program). Providers are reminded that, except for a few instances, Wisconsin Medicaid,
BadgerCare Plus, SeniorCare, and WCDP are payers of last resort for any covered service. Therefore, providers are required to make a reasonable effort
to exhaust al other existing health insurance sources before submitting claims to ForwardHealth or to a state-contracted MCO (managed care organization).

Wisconsin Medicaid and BadgerCare Plus are not payers of last resort for members who receive coverage from certain governmental programs. Providers
should ask members if they have coverage from these other government programs.

If amember becomes retroactively enrolled in Wisconsin Medicaid or BadgerCare Plus after the provider has already been reimbursed by one of these
government programs, the provider may be required to submit the claims to ForwardHealth and refund the payment from the government program.

Ink, Data Alignment, and Quality Standardsfor Paper Claim Submission

In order for OCR (Optical Character Recognition) software to read paper claim forms accurately, the claim forms must comply with certain ink standards,
as well as other data alignment and quality standards. The Explanation of Medical Benefits form will also need to comply with these standards.

Topic #603

Services Not Requiring Commercial Health I nsurance Billing

Providers are not required to bill commercial health insurance sources before submitting claims for the following:

. Case management services.

. CCS (Comprehensive Community Services).
. Crisis Intervention services.

. CRS (Community Recovery Services).

. CSP (Community Support Program) services.
. Family planning services.

. Personal care services.

. PNCC (prenatal care coordination) services.
. Preventive pediatric services.

. SMV (specidized medical vehicle) services.

Topic #3524

HealthCheck nursing agencies are not required to submit claims to commercia health insurance sources before submitting claims to ForwardHeal th.
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Covered and Noncover ed Services;Codes

Wisconsin Medicaid

Topi

ic #2410

M odifiers

The following table lists the allowable modifiers for HealthCheck services.

Modifier Description Allowable Procedure Codes Allowable Providers
Comprehensive HealthCheck screen resultsin a . . )
UA” referral or follow-up visit for diagnostic or 99381-99385 and 99391-99395 All HealthCheck provi ders, ! ncluding
. HealthCheck nursing agencies
corrective treatment
Service provided as part of [follow-up to] )
EP Medicaid early periodic screening diagnosis and ?.%% 99215, T1002, T1029, T1017, and HealthCheck nursing agencies only
treatment (EPSDT) program
TS Follow-up service [for lead inspection] T1029 HealthCheck nursing agencies only

*Modifer "UA" is anational modifier that is state defined.

Topl

iC #2409

Place of Service Codes

The following table lists the allowable POS (place of service) codes for HealthCheck services.

Code Description

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

19 Off Campus — Outpatient Hospital

50 Federally Qualified Health Center

71 Public Hedlth Clinic

72 Rural Health Clinic

99 Other Place of Service
Topic #2408

Procedure Codes

Covered HealthCheck screening services are identified by the allowable procedures codes listed in the following tables.

New Patient
Code Description Allowable M odifier
99381 Initial comprehensive preventive medicine evaluation and management of an individua including an age and gender  |UA
appropriate history, examination, counseling/anticipatory guidance/risk factor reduction interventions, and the
ordering of laboratory/diagnostic procedures, new patient; infant (age younger than 1 year)

99382 early childhood (age 1 through 4 years) UA
99383 late childhood (age 5 through 11 years) UA

HealthCheck (EPSDT)
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99384 adolescent (age 12 through 17 years) UA

99385 18-(20) years UA

Established Patient

Code Description Allowable M odifier

99391 Periodic comprehensive preventive medicine reevaluation and management of an individual including an age and UA
gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction interventions, and the
ordering of laboratory/diagnostic procedures, established patient; infant (age younger than 1 year)

99392 early childhood (age 1 through 4 years) UA
99393 late childhood (age 5 through 11 years) UA
99394 adolescent (age 12 through 17 years) UA
99395 18-(20) years UA

Interperiodic Visits

Code Description Allowable M odifier
99211 Office or other outpatient visit for the evaluation and management of an established patient, that may not requirethe |EP
presence of a physician or other qualified health care professional (5 minutes)
99212 Office or other outpatient visit for the evaluation and management of an established patient, which requires at least 2 |EP

of these 3 key components: A problem focused history; A problem focused examination; Straightforward medical
decision making (10 minutes)

99213 Office or other outpatient visit for the evaluation and management of an established patient, which requires at least 2 |EP
of these 3 key components: An expanded problem focused history; An expanded problem focused examination;
Medical decision making of low complexity (15 minutes)

99214 Office or other outpatient visit for the evaluation and management of an established patient, which requires at least 2 |EP
of these 3 key components: A detailed history; A detailed examination; Medical decision making of moderate
complexity (25 minutes)

99215 Office or other outpatient visit for the evaluation and management of an established patient, which requires at least  |EP
two of these three components: a comprehensive history; a comprehensive examination; medical decision making of
high complexity (40 minutes)

Lead Inspection Services

Code Description Allowable M odifier
T1002 Registered nurse services, up to 15 minutes
T1029 Comprehensive environmental lead investigation, not including laboratory analysis, per dwelling TS
Immunizations
Code Description
906321 Hepatitis A vaccine, adult dosage, for intramuscular use
906331 Hepatitis A vaccine, pediatric/adolescent dosage-2 dose schedule, for intramuscular use
00636 Hepatitis A and hepatitis B vaccine (HepA-HepB), adult dosage, for intramuscular use
906441 M en_i n_gococcal co_nj ugate vaccine, serogroups C & Y and Hemophilus influenza B vaccine (Hib-MenCY), 4 dose schedule, when
administered to children 2-15 months of age, for intramuscular use
006471 Hemophilus influenza b vaccine (Hib), PRP-OMP conjugate (3 dose schedul€), for intramuscular use
00648 Hemophilus influenza b vaccine (Hib), PRP-T conjugate (4 dose schedule), for intramuscular use
006491 Human Papilloma virus (HPV) vaccine, types 6, 11, 16, 18 (quadrivalent), 3 dose schedule, for intramuscular use
90650 Human Papilloma virus (HPV) vaccine, types 16, 18, hivalent, 3 dose schedule, for intramuscular use
906551 Influenza virus vaccine, trivalent, split virus, preservative free, when administered to children 6-35 months of age, for intramuscular use
906561 Iur;f; uenza virus vaccine, trivalent, split virus, preservative free, when administered to individuals 3 years of age and older, for intramuscular
906571 Influenza virus vaccine, trivalent, split virus, when administered to children 6-35 months of age, for intramuscular use
906581 Influenza virus vaccine, trivalent, split virus, when administered to individuals 3 years of age and older, for intramuscular use
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906601 Influenza virus vaccine, trivaent, live, for intranasal use

90661 Influenza virus vaccine, derived from cell cultures, subunit, preservative and antibiotic free, for intramuscular use

90670! Pneumococcal conjugate vaccine, 13 vaent, for intramuscular use

906721 Influenza virus vaccine, quadrivalent, live, for intranasal use

90673 Influenza virus vaccine, trivalent, derived from recombinant DNA (RIV3), hemagglutinin (HA) protein only, preservative and antibiotic
free, for intramuscular use

906801 Rotavirus vaccine, pentavalent, 3 dose schedule, live, for oral use

906811 Rotavirus vaccine, human, attenuated, 2 dose schedule, live, for oral use

906851 Influenza virus vaccine, quadrivalent, split virus, preservative free, when administered to children 6-35 months of age, for intramuscular use

906861 Influenza virus vaccine, quadrivalent, split virus, preservative free, when administered to individuals 3 years of age and older, for
intramuscular use

906881 Influenza virus vaccine, quadrivalent, split virus, when administered to individuals 3 years of age and older, for intramuscular use

906961 Diphtheria, tetanus toxoids, acellular pertussis vaccine and poliovirus vaccine, inactivated, (DTaP-1PV), when administered to children 4
through 6 years of age, for intramuscular use

90698 Diphtheria, tetanus toxoids, acellular pertussis vaccine, haemophilus influenza Type B, and poliovirus vaccine, inactivated (DTaP-Hib-
IPV), for intramuscular use

90700 Diphtheria, tetanus toxoids, and acellular pertussis vaccine (DTaP), when administered to individuals younger than 7 years, for
intramuscular use

907021 Diphtheria and tetanus toxoids (DT) adsorbed when administered to individuals younger than 7 years, for intramuscular use

907071 Measles, mumps and rubella virus vaccine (MMR), live, for subcutaneous use

907101 Measles, mumps, rubella, and varicella vaccine (MMRV), live, for subcutaneous use

90713t Poliovirus vaccine, inactivated (1PV), for subcutaneous or intramuscular use

907141 Tetanus and diphtheria toxoids (Td) adsorbed, preservative free, when administered to individuals 7 years or older, for intramuscular use

907151 Tetanus, diphtheria toxoids and acellular pertussis vaccine (Tdap), when administered to individuals 7 years or older, for intramuscular use

90716 Varicellavirus vaccine, live, for subcutaneous use

907231 Diphtheria, tetanus toxoids, acellular pertussis vaccine, Hepatitis B, and poliovirus vaccine, inactivated (DtaP-HepB-1PV), for
intramuscular use

907321 Pneumococcal polysaccharide vaccine, 23-valent, adult or immunosuppressed patient dosage, when administered to individuals 2 years or
older, for subcutaneous or intramuscular use

007341 Meningococcal conjugate vaccine, serogroups A, C, Y and W-135 (tetravalent), for intramuscular use

90740 Hepatitis B vaccine, dialysis or immunosuppressed patient dosage (3 dose schedule), for intramuscular use

907431 Hepatitis B vaccine, adolescent (2 dose schedule), for intramuscular use

007441 Hepatitis B vaccine, pediatric/adolescent dosage (3 dose schedule), for intramuscular use

907461 Hepatitis B vaccine, adult dosage (3 dose schedule), for intramuscular use

90747 Hepatitis B vaccine, dialysis or immunosuppressed patient dosage (4 dose schedule), for intramuscular use

90748! Hepatitis B and Hemophilus influenza b vaccine (HepB-Hib), for intramuscular use

90749 Unlisted vaccine/toxoid

Laboratory Tests

Code Description

810022 Urinalysis, by dip stick or tablet reagent for hilirubin, glucose, hemoglobin, ketones, leukocytes, nitrite, pH, protein, specific gravity,
urobilinogen, any number of these constituents, non-automated, without microscopy

824653 Cholesterol, serum or whole blood, total

829473 Glucose; quantitative, blood, (except reagent strip)

850132 Blood count; spun microhematocrit

850182 hemoglobin (Hgb)

99000 Handling and/or conveyance of specimen for transfer from the office to a laboratory
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Other Tests
Code |Description
86580 | Skin test; tuberculosis, intradermal

lvaccineis provided through the VFC (Vaccines for Children) Program. Procedure codes for vaccines available through the VFC Program are subject to
change. Providers should refer to the VFC Web site for a complete list of vaccines available through the VFC Program.

2Service may be performed by HealthCheck agencies with an approved CLIA (Clinical Laboratory Improvement Amendment) waiver.
3Sarvice may only be performed for high-risk children and requires appropriate follow-up.

Topic #643

Unlisted Procedure Codes

According to the HCPCS (Healthcare Common Procedure Coding System) code book, if aservice is provided that is not accurately described by other
HCPCS CPT (Current Procedural Terminology) procedure codes, the service should be reported using an unlisted procedure code.

Before considering using an unlisted, or NOC (not otherwise classified), procedure code, a provider should determine if there is another more specific code
that could be indicated to describe the procedure or service being performed/provided. If there is no more specific code available, the provider is required to
submit the appropriate documentation, which could include a PA (prior authorization) 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 a more specific code available.

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

For alimited group of unlisted procedure codes, ForwardHealth has established specific policies for their use and associated reimbursement. These codes
do not require PA or additional documentation to be submitted with the claim. Providers should refer to their service-specific area of the Online Handbook
on the ForwardHealth Portal for details about these unlisted codes.

For most unlisted codes, ForwardHealth requires additional documentation.

Unlisted Codes That Require Prior Authorization

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

For most situations, once the provider has an approved PA request for the unlisted procedure code, thereis 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.
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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 Item Number 19 of the 1500 Health Insurance Claim Form ((02/12)).

. On paper with supporting documentation submitted on paper. This option should be used if Item Number 19 does not alow enough space for the
description or when billing multiple unlisted procedure codes. Providers should indicate " See Attachment" in Item Number 19 of the paper claim and
send the supporting documentation along with the paper claim.

. Electronically, either using DDE (Direct Data Entry) through the ForwardHealth Portal, PES (Provider Electronic Solutions) transactions, or 837
Health Care Claim electronic transactions, with supporting documentation included electronically in the Notes field. The Notes field 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 hilling 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.

Topic #830

Valid Codes Required on Claims

ForwardHealth requires that al codes indicated on claims and PA (prior authorization) requests, including diagnosis codes, revenue codes, HCPCS
(Healthcare Common Procedure Coding System) codes, and CPT (Current Procedural Terminology) codes be valid codes. Claims received without valid
diagnosis codes, revenue codes, and HCPCS or CPT codes will be denied; PA requests received without valid codes will be returned to the provider.
Providers should refer to current national coding and billing manuals for information on valid code sets.

Code Validity

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

Code Specificity for Diagnosis

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

Topic #2405

An Overview of HealthCheck Services

The federal Medicaid program established a comprehensive preventive well-child screening program for Medicaid-eligible children in 1967. Congress
established the EPSDT (Early and Periodic Screening, Diagnosis and Treatment) component of Medicaid to promote the early detection and treatment of
health conditions that could lead to chronic illnesses and disabilities in children. In Wisconsin, EPSDT is known as HealthCheck.

The purpose of the federally-mandated HealthCheck program is to assure that all Medicaid-enrolled children receive periodic, comprehensive hedlth
screening exams resulting in the identification and provision of needed health care services.

The HedlthCheck program consists of the following service types:

. Periodic comprehensive screenings.
. Interperiodic screenings.

. Outreach/case management.

. Other services.

A HedthCheck screening examination may be distinguished from other preventative health care under Wisconsin Medicaid because HealthCheck includes a
strong anticipatory guidance and health education component, a schedule for periodic examinations (based on recommendations by organizations that are
recognized as authorities in the field of child and adolescent health).

Topic #11239

Blood Lead Screening Test

A capillary fingerstick can be done for a blood lead screening test. A confirmatory venous blood test is required only if the capillary blood lead level is 10
mcg/dL or greater.

Providers may be reimbursed for collection of a capillary blood specimen (e.g., finger, heel, ear stick) using CPT (Current Procedural Terminology) code
36416 (collection of capillary blood specimen [e.g., finger, heel, ear stick]). This procedure is frequently used when doing a finger stick blood draw for
blood lead testing.

Providers may be reimbursed for CPT code 36416 and lab handling fee CPT code 99000 when drawing a finger stick blood specimen to be mailed to the
|aboratory for anaysis.

Providers may be reimbursed for CPT code 36416 and CPT code 83655 (L ead) when doing on-site blood lead testing. Providers will not be reimbursed
for the lab handling fee CPT code 99000 in this situation.

Blood Testing at WIC Clinics

Many of the children seenin WIC (Specia Supplemental Nutrition Program for Women, Infants, and Children) clinics in Wisconsin are ForwardHealth
members. The magjority of WIC clinics do some blood lead testing of BadgerCare Plus-enrolled children when performing routine blood tests for hemoglobin
or hematocrit. Confusion often exists when a fingerstick is performed at the WIC clinic for hemoglobin or hematocrit as parents may assume that their child
was aso tested for lead. To validate that a blood lead test was performed on a particular child and to obtain the result of the test, providers may contact the
WCLPPP (Wisconsin Childhood Lead Poisoning Prevention Program) at (608) 266-5817 or the Milwaukee Childhood Lead Poisoning Prevention
Program at (414) 286-5987.

Office-Based Blood Lead Testing

Providers are encouraged to draw capillary (fingerstick) blood lead samples within their office or clinic. Performing the fingerstick in the clinic ensures the test
is completed. If the child is referred to an outside area, the test may not be done.

Providers wanting to provide blood lead testing in their office should refer to provider handbooks for information on the CLIA (Clinical Laboratory

Improvement Amendment). CLIA requires |aboratories and providers performing tests for health assessment or for the diagnosis, prevention, or treatment of
disease or health impairment to comply with specific federal quality standards.
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Topic #771

Certificate of Need for Transportation

ForwardHealth covers SMV (specialized medical vehicle) servicesif the transportation is to and from afacility where the member receives Medicaid-
covered services and the member meets the criteriafor SMV services. The following are criteriafor SMV services:

. A member must be indefinitely disabled, legally blind, or temporarily disabled.
. A member must have a medical condition that contraindicates safe travel by common carrier such as bus, taxi, or private vehicle.

If amember meets the criteria, a physician, physician assistant, nurse practitioner, or nurse midwife should complete a Certification of Need for Specialized
Medical Vehicle Transportation (F-01197 (06/09)) form.

Inconvenience or lack of timely transportation are not valid justifications for the use of SMV transportation. The presence of a disability does not by itself
justify SMV transportation.

The medical provider gives a copy of the completed form to the member who then gives the form to the SMV provider. The medical provider does not need
to keep a copy of the completed form on file, but he or sheis required to document the medical condition necessitating SMV transportation in the member's
medical record.

Physicians are required to complete a new Certification of Need for Specialized Medica Vehicle Transportation form upon expiration. For members who
are indefinitely disabled, the form is valid for three years (36 months) from the date the medical provider signed the form. For members who are temporarily
disabled, the formis valid for the period indicated on the form, which must not exceed 90 days from the date the medical provider signed the form.

Medical providers must not complete the forms retroactively for SMV providers or members.

Providers may not charge members for completing the Certification of Need for Specialized Medical Vehicle Transportation form. Wisconsin Medicaid will
reimburse providers at the lowest level E&M (evaluation and management) CPT (Current Procedural Terminology) procedure code if the member isin the
office when the form is completed and no other medical serviceis provided.

Topic #2404

Choosing Appropriate Components for a Member

Each of the seven components of a comprehensive HealthCheck screening must be assessed and documented. On occasion, hot every exam component
needs to be performed to be a comprehensive screen, but each component must be documented. For example, a hearing test is unnecessary for a member
previously referred to an audiologist via a school screening exam referral.

The HealthCheck Periodicity Schedule indicates recommended exam components for specific member ages.

Topic #2402

Comprehensive HealthCheck Screening Components and
Periodicity
Required Componentsfor Comprehensive Screens

HealthCheck services consist of a comprehensive health screening of BadgerCare Plus and Medicaid members under 21 years of age that includes all the
following:

. A comprehensive health and developmental history (including anticipatory guidance).

. A comprehensive unclothed physical exam.

. An age-appropriate vision screen.

. An age-appropriate hearing screen.

. Anoral assessment plus referral to a dentist beginning at age 3.

. Appropriate immunizations (according to age and health history).

. Appropriate laboratory tests (including blood lead level testing when appropriate for age).

For federal reporting, Wisconsin Medicaid includes the following number of comprehensive screening exams, consistent with the 1988 American Academy
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of Pediatrics recommendations:

. Birthto first birthday — six screenings.

. First birthday to second birthday — three screenings.

. Second birthday to third birthday — two screenings.

. Third birthday to sixth birthday — one screening per year.

. Sixth to twenty-first birthday — one screening every other year.
Wisconsin Medicaid, however, allows one screening every year from the sixth to the 21st birthday.
Wisconsin Medicaid has devel oped and makes available free of charge forms that meet the documentation requirements of the program. Use of these forms
is optional. Many clinics/agencies have devel oped documentation systems which work well for them, and they are encouraged to continue to do this. It is
required that documentation shows that all areas listed in this section have been assessed and is located in the member's medical record.

Topic #44

Definition of Covered Services

A covered service isa service, 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 #2401

Dental Sealants

ForwardHealth reimburses HealthCheck nursing agencies enrolled in Wisconsin Medicaid for providing dental sealants to BadgerCare Plus and Medicaid
members under age 21 when they are provided by a dentist or a dental hygienist as a HealthCheck service. Medicaid coverage for sealantsin HealthCheck
nursing agencies is limited to tooth numbers 02, 03, 14, 15, 18, 19, 30, and 31. Sealants for other teeth require PA (prior authorization).

The dentist or dental hygienist providing sealantsis not required to be Medicaid-enrolled since the HealthCheck nursing agency is Medicaid-enrolled. Dental
hygienists may provide sealants at a HealthCheck nursing agency under one of the following:

. A dentist's order.

. A physician's order.
. Anagency protocol.

Submitting Claims

HealthCheck nursing agencies are required to submit claims for dental sealants using either the ADA (American Dental Association) 2006 Claim Form or the
ADA 2012 Claim Form with CDT (Current Dental Terminology) procedure code D1351 and the appropriate tooth number(s). Providers should submit
claims fee-for-service, even if the member is enrolled in an HMO, including HMOs that cover dental services. Providers should use the appropriate claim
form instructions for the ADA 2006 or 2012 claim forms when submitting these claims for dental sealants provided by HealthCheck nursing agencies.

There is a once-per-three-year limitation on sealants for permanent first and second molars. To exceed the once-per-three-year limitation, a narrative must
be attached to the claim explaining why the limitation was exceeded. The narrative must be signed by a licensed dentist.

Prior Authorization

PA isrequired for tooth numbers/letters 01, 04-13, 16, 17, 20-29, 32, A-T, and supernumerary teeth (AS-TS, 51-82). For these teeth, HealthCheck
providers are required to refer the member to a Medicaid-enrolled dentist to request PA and provide these services. If the PA request is approved,
Wisconsin Medicaid will reimburse the dentist for the service.

Topic #4580

Dental and Dental Hygienist Services

The following procedure codes are reimbursable for HealthCheck agencies submitting claims for services performed by dentists and dental hygienists.
Dentists and dental hygienists are not required to be Medicaid-enrolled.

Dental Hyaienists
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Diagnostic Procedures

Procedure Code Description of Service

DO0191

Assessment of a patient

Preventative Procedures

Procedure Code Description of Service

Dental Prophylaxis

D1110

Prophylaxis — adult

D1120

child

Topical Fluoride Treatment (Office Procedure)

D1206

Topica application of fluoride varnish

D1208

Topical application of fluoride

Other Preventative Services

D1351 Sealant — per tooth

Periodontics Procedures
Procedure Code Description of Service
D4341 Periodontal scaling and root planing — four or more teeth per quadrant
D4342 Periodontal scaling and root planing — one to three teeth, per quadrant
Dentists

Dental Examinations

Procedure Code Description of Service
D0120 Periodic ord evaluation
D0150 Comprehensive oral evaluation — new or established patient
Topic #3544

Description of Required Components of a HealthCheck Screening

Guidelinesfor Completing Components

Providers may use the following guidelines when documenting components of a HealthCheck screening.

1. A complete health and developmental history (including anticipatory guidance).
a Health History — A review of the member's and family's health and treatment history to identify special risk factors or prior

b.

HealthCheck (EPSDT)

conditions/treatments pertinent to future care.
Nutritional Assessment — A review of the individual's eating patterns/habits should be included in order to identify persons who may require a
more in-depth dietary assessment and counseling, particularly if other nutrition-related risk factors exist (e.g., iron deficiency anemia, abnormal
height/weight).
Health Education/Anticipatory Guidance — All screening exams must include preventive health education and an explanation of screening
findings. This may include discussion of:

. Proper nutrition, parenting skills, family planning concerns, alcohol and other drug abuse/mental health concerns.

. Preventive health and hedlthy lifestyle actions (e.g., use of infant car seats, poison prevention, injury prevention, hot water temperature

settings, avoidance of tobacco products).

. Normal stages of growth and development.

. Screening findings and explanation of any problems found and the importance of necessary follow-up care.
Developmental Behavioral Assessment — Observed behavior and attainment of developmental milestones (including emotional status) should
be compared to age-specific norms to identify developmental delays or subtle indications of hidden problems.

Parental concerns and observations regarding the child's development and health should be reviewed to identify possible special conditions

warranting more careful examination. Adolescent health visits should involve seeing the adolescent aone as well as with the parents whenever
possible. The adolescent should be assured of the confidentiality of the interview.
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e. Forms— Although optional, a number of forms are available to assist with this requirement. Available forms include the following:
. HealthCheck Family History (F-01063 (07/08)).
. HealthCheck Infant's Food Record (Birth to 12 Months of Age) (F-01066 (07/08)).
. HealthCheck Child's Food Record/1-12 Y ears of Age (F-01066A (07/08)).
. HealthCheck Adolescent's Food Record (13 to 20 Y ears of Age) (F-01066B (07/08)).
2. A comprehensive unclothed physical examination.

a.  Unclothed Physical Exam and Physical Growth Assessment — This should be a systematic examination of each body system according to
accepted medical procedure. Blood pressure readings must be taken for al children beginning at 3 years of age.

Note: The screener should be alert for any indication of physical or sexual abuse. State law requires that signs of abuse be reported immediately t
Protection Services of the certifying agency.

b. Growth Assessment — Comparison of member's height, weight, and head circumference to age-specific norms to identify growth
abnormalities. Thisincludes the calculation of the child's length to age percentile, weight to length percentile, and head circumference to age
percentile.

c. Sexua Development to members who have reached puberty.

At the request of the member or parent, the screener must provide counseling on sexua development, birth control, and sexually transmitted
diseases, as well as appropriate prescriptions and testing, or the screener must refer the member to an appropriate resource.

A pelvic examination or referral for the appropriate testing should be offered to al females who have reached puberty.
3. An age-appropriate vision screening exam.

All children should be observed for:
. Appropriate visual acuity.
. Strabismus.
. Abnormal disc reflex (under age 1 year).
. Response to cover test.
. Amblyopia
. Color blindness.

Use of vision charts must be attempted to measure visual acuity beginning at age 4 years.
4. An age-appropriate hearing screening exam.

a All hearing screenings in infancy and early childhood should include an otoscopic exam and/or tympanometric measurements for the detection
of chronic or recurrent otitis media

b. Screen at birth through age 2 using both methods outlined in High Risk Factors for Hearing Loss in Neonates and Infants and the
HealthCheck/Y our Child's Speech and Hearing (F-01067 (07/08)) form. Children failing either screening method should be referred for
audiological assessment.

c. Administer puretone audiometric screening as follows: annually to all children 3 to 8 and at four-year intervals thereafter up to age 16; and to
any children older than age 8 with excessive exposure to noise, delayed speech and language development, or who are receiving HealthCheck
screening for the first time.

5. Anora assessment plus referral to adentist beginning at 3 years of age.

This exam must be sufficient to identify children in need of early examination by a dentist. The examination should include questioning the parents of
children under age 3 years regarding the presence of problematic thumb sucking, lip biting, caries, tongue thrusting, non-erupted teeth, extra teeth,
extended use of pacifier or bottle feeding practices conducive to early dental caries or malfunction of oral cavity. All children aged 3 or older (and
younger where medically indicated) must be referred to a dentist if they are not already receiving such care. Medically necessary services which are
not otherwise covered may be covered under HealthCheck "Other Services.”

The following dental services are covered only when provided to members under age 21 and must be in conjunction with verification that a
comprehensive HealthCheck screening was done within the previous 365 days:
. Orthodontics (Once started, orthodontic services will be reimbursed to completion regardless of the member's eligibility. PA (prior
authorization) is required).
. One additional cleaning per year with PA for children ages 13 through 20. One cleaning is alowed per year for members between the ages of
13 and 20.

ForwardHealth has identified criteria for effective oral assessments.

6. The appropriate immunizations (according to age and health history). Federal regulations require that immunizations recommended by the ACIP
(Advisory Committee on Immunization Practices) are automatically covered after approval by the CDC (Centers for Disease Control and
Prevention). The majority of required childhood immunizations are available through the Wisconsin Immunization Program's VFC (Vaccines for

Children) Program.

Wisconsin Medicaid reimburses only the administration fee for children 18 years of age or younger when a VFC vaccine is available. For members 19
years of age or older, Wisconsin Medicaid reimburses for the vaccine component and the administration component.
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Additional resources include the following:

. The Wisconsin Immunization Registry.
. The Wisconsin Immunization Program at (608) 267-9959.
7. The appropriate laboratory tests (including blood lead level testing when appropriate for age).

Blood lead test. CMS (Centers for Medicare and Medicaid Services), through EPSDT guidelines, requires that all children who are enrolled in
ForwardHealth receive a blood lead test at about 12 months and again at about 24 months. In addition, children between the ages of 3 and 5 must
receive ablood lead test if they have never been tested before.

Providers are responsible for assuring that children receive blood lead tests at the required ages. Testing of al children enrolled in ForwardHealth
applies regardless of the presence or absence of recognized lead exposure risks. According to the American Academy of Pediatrics, alow blood lead
concentration in a 1-year-old does not preclude elevation later. Therefore, providers are required to repeat blood lead testing at about 2 years of age,
regardless of the results of the 1-year test.

HealthCheck nursing agencies should perform any additional laboratory tests indicated by their protocol.

Physicians should order any additional laboratory tests they feel appropriate.

Topic #2400

Diagnosisand Treatment

All appointments for any further diagnosis or treatment as a result of the screening should be scheduled within 60 days of the date of the HealthCheck
screening. All BadgerCare Plus and Medicaid services on a HealthCheck referral should be provided within six months of the screening date.

Topic #2392

Discussing Results

Following performance of a HealthCheck screening, test results must be explained to educate the member or parent about preventive measures that can be
taken. Discuss the need for referred follow-up care (e.g., dentist) and schedule the next periodic examination when possible.

Adolescent health visits should involve seeing the adolescent alone as well as with the parents. The adolescent should be assured of the confidentidity of the
interview.

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 health of the individual." Emergency services are
not reimbursed unless they are covered services.

Additional 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 (prior authorization) or other program requirements may be waived in emergency situations.
. Non-U.S. citizens may be eligible for covered services in emergency situations.

Topic #2398

Environmental Lead I nspections

An environmental lead inspection may be Medicaid reimbursable if HealthCheck nursing agencies obtain PA (prior authorization) and the following criteria
are met:

. Thechild is shown to have lead poisoning (i.e., the child has a venous blood lead level >19 pg/dL or two consecutive blood lead levels of 15-19
ug/dL done three months apart).
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. Theinspection must be in the child's home.
. The person doing the inspection has received DHS (Department of Health Services)-approved lead inspection certification training to provide this
service,

Certified Staff

An agency must have certified staff to do environmental lead inspections. In order to be reimbursed by Wisconsin Medicaid, staff performing the inspection
must have received DHS-approved lead inspection training and the agency must be a HealthCheck screening agency. Currently, many local public health
agencies meet these criteria.

Components of Lead Inspections

Environmental lead inspection of the child's home involves not only the identification of potentia sources of high-dose exposure to lead, but also advising
parents about identified and potential sources of lead and ways to reduce exposure. Once home owners are notified of the problem and have an opportunity
to remedy the situation, a second inspection should be conducted to assure that the problem is resolved. Additional information about aspects of the
environmental assessment can be obtained from the L ead-Safe Wisconsin program and the PA/ELI (Prior Authorization/Environmental Lead Inspection, F-
11062 (10/08)) Workshest.

Technical aspects of inspection include al of the following:

. Determining the most likely sources of high-dose exposure to |ead.

. Investigating the child's home, giving special attention to painted surfaces, dust, soil, and water.

. Advising parents about identified and potential sources of lead and ways to reduce exposure.

. Notifying the property owner immediately that a child residing on the property has lead poisoning, emphasizing the importance of prompt abatement.
. Monitoring the effectiveness and timeliness of abatement procedures closely.

. Coordinating environmental activities with those of other public health and social management agencies.

Prior Authorization

PA for lead inspections is obtained by sending a completed PA/RF (Prior Authorization Request Form, F-11018 (05/13)) and a completed PA/ELI to
ForwardHealth. Environmental |ead inspections are covered on a fee-for-service basis for al BadgerCare Plus and Medicaid members, including members
in BadgerCare Plus and Medicaid MCOs (managed care organizations).

Providers may obtain PA for environmental lead inspections electronically through the STAT-PA (Specialized Transmission Approval Technology-Prior
Authorization) system.

Each PA request for an inspection of a child's home to determine the source of lead poisoning will alow one initial inspection (procedure code T1029) and
one follow-up inspection (procedure code T1029 with modifier "TS"). Additionally, one visit by a nurse for education related to lead poisoning may be
needed and should be billed with procedure code T1002.

HealthCheck nursing agencies are required to use modifier "EP" to indicate that lead inspection services were provided as part of (follow-up to) the EPSDT
(Early and Periodic Screening, Diagnosis, and Treatment) program.

Topic #2237

Fluoride — Topical Applications

Topica application of fluoride to a child's teeth is a safe and effective way to prevent tooth decay as part of acomprehensive oral health program.

It is recommended that children under age 5 who have erupted teeth receive topica fluoride treatment. Children at low or moderate risk of early childhood
caries should receive one or two applications per year; children at higher risk should receive three or four applications per year.

The most accepted mode of fluoride delivery in children under age 5 is a fluoride varnish. OTC (over-the-counter) mouth rinses are not covered.

Allowable Providers

Topica applications of fluoride may be provided by nurses and dental hygienists employed at Medicaid-enrolled HealthCheck nursing agencies. Nurses may
provide topical fluoride applications at a HealthCheck nursing agency under one of the following:

. A physician's order.
. Anagency protocol.
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Dental hygienists may provide topical fluoride applications at a HealthCheck nursing agency under one of the following:
. A dentist's order.

. A physician's order.
. Anagency protocol.

Submitting Claims

When submitting claims for topical fluoride treatment, indicate procedure code D1208 (Topical application of fluoride). Providers may also submit claims
with HealthCheck and office visit procedure codes for these services.

In cases where more than two fluoride treatments per year are medicaly necessary, providers are required to retain supporting clinical documentation in the
member's file indicating the need for additiona treatments.

Ancillary staff (e.g., physician assistants, nurse practitioners) are required to follow certain billing procedures.

Wisconsin Medicaid will separately reimburse providers for the appropriate level office visit or preventive visit at which the fluoride application was
performed.

Training Materials

An Oral Health Provider Training guide describing how providers may perform lift-the-lip oral screenings, apply fluoride varnish to a small child's teeth, and
provide basic oral health guidance to parentsis available.

Topic #503

|mmunizations

Providers are required to indicate the procedure code of the actual vaccine administered, not the administration code, on claims for al immunizations.
Reimbursement for both the vaccine, when appropriate, and the administration are included in the reimbursement for the vaccine procedure code, so
providers should not separately bill the administration code. Providers are required to indicate their usual and customary charge for the service with the
procedure code.

The immunizations identified by CPT (Current Procedural Terminology) subsections "Immune Globulins® (procedure codes 90281-90399) and "V accines,
Toxoids" (procedure codes 90476-90749) are covered.

Immune globulin procedure codes and the unlisted vaccine/toxoid procedure code are manually priced by ForwardHealth's pharmacy consultant. To be
reimbursed for these codes, physicians are required to attach the following information to a paper claim:

. Name of drug.
. NDC (National Drug Code).

. Dosage.
. Quantity (e.g., vials, milliliters, milligrams).

Medicaid reimbursement for immune globulins, vaccines, toxoid immunizations, and the unlisted vaccine/toxoid procedure codes includes reimbursement for
the administration component of the immunization, contrary to CPT's description of the procedure codes. Procedure codes for administration are not
separately reimbursable.

Vaccinesfor Children 18 Yearsof Ageor Younger

Most vaccines provided to members 18 years of age or younger are available through the federal VFC (Vaccines for Children) Program at no cost to the
provider. If avaccine is available through the VFC Program, providers are required to use vaccines from VFC supply for members 18 years of age or
younger. ForwardHealth reimburses only the administration fee for vaccines supplied by the VFC Program.

For vaccines that are not supplied by the VFC Program, providers may use a vaccine from a private stock. In these cases, ForwardHealth reimburses for
the vaccine and the administration fee.

The Wisconsin Immunization Program has more information about the VFC program. Providers may aso cal the VFC program at (608) 267-5148 if
Internet access is not available.

Vaccines that are commonly combined, such as MMR or DTaP, are not separately reimbursable unless the medical necessity for separate administration of
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the vaccine is documented in the member's medical record.

If a patient encounter occurs in addition to the administration of the injection, physicians may receive reimbursement for the appropriate E&M (evaluation
and management) procedure code that reflects the level of service provided at the time of the vaccination. If an immunization is the only service provided, the
lowest level E&M office or other outpatient service procedure code may be reimbursed, in addition to the appropriate vaccine procedure code(s).

Vaccinesfor Members 19 Yearsof Ageor Older

For vaccines from a provider's private stock that are administered to members 19 years of age or older, ForwardHealth reimburses for the vaccine and the
administration fee.

Cervarix® Coverage

Cervarix® is a covered service for female members ages 9 to 26 years of age. Cervarix is available through the VFC program; therefore, providers should
submit claims with HCPCS (Healthcare Common Procedure Coding System) procedure code 90650 (Human Papilloma virus [HPV] vaccine, types 16, 18

bivalent, 3 dose schedule, for intramuscular use) to be reimbursed for the administration of the vaccine for members age 9 to 18 years of age.

Gardasi|® Coverage

Gardasil® is covered for both male and female members. Gardasil is age restricted for members ages 9-26 years of age. Providers should submit claims for
Gardasil® with the HCPCS procedure code 90649 (Human Papilloma virus [HPV] vaccine, types 6, 11, 16, 18 quadrivalent, 3 dose schedule, for
intramuscular use) to be reimbursed for the cost of the vaccine from the providers private stock and the administration of the vaccine for members ages 19

through 26 years. Providers should bill 90649 to be reimbursed the administration fee for members ages 9 through 18 years, as Gardasil® is available
through the VFC program.

Topic #2396

| nter periodic Visits
Wisconsin Medicaid covers medically necessary interperiodic screening exams to follow up on detected problems or conditions.

Interperiodic visits may be scheduled between regularly scheduled comprehensive screens. These medically necessary visits are to follow up on issues noted
during a comprehensive screen. Examples of interperiodic screenings include the following:

. Immunizations.

. Retesting for an elevated blood lead level.
. Retesting for alow hematocrit.

. Addressing nutrition concerns.

In addition, interperiodic visits may be appropriate and can be requested by any individual inside or outside the formal health care system who feels there
may be a physical, mental, or psychosocial issue which requires additional evaluation. The scheduling of interperiodic visits shall be based on medical
necessity.

In two situations a provider may submit a claim for an interperiodic visit when a comprehensive screen has not previously been done. These situations include
one of the following:

. When PA (prior authorization) has been granted for environmental lead inspection and an interperiodic visit for education related to lead poisoning
(procedure code T1002).
. When achild comesin for immunizations (procedure code 99211).

Providers should submit claims for interperiodic visits using the appropriate office visit procedure code (99201-99205, 99211-99215) along with a
preventive medicine diagnosis code.

Topic #3416

Documentation of Guidelinesfor Evaluation and M anagement Services

BadgerCare Plus has adopted the federal CMS (Centers for Medicare and Medicaid Services) 1995 and 1997 Documentation Guidelines for Evaluation
and Management Services in combination with BadgerCare Plus policy for E&M (evaluation and management) services. Providers are required to present
documentation upon request indicating which of the guidelines or BadgerCare Plus policies were utilized for the E& M procedure code that was billed.
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The documentation in the member's medical record for each service must justify the level of the E& M code billed. Providers may access the CMS
documentation guidelines on the CM S Web site. BadgerCare Plus policy information can be found in service-specific areas of the Online Handbook or on
the ForwardHealth Portal.

Topic #912

Laboratory Test Preparation and Handling Fees

The laboratory provider who performed the clinical diagnostic laboratory test is reimbursed, and the provider who collected the specimen is reimbursed a
handling fee.

The independent |aboratory or a physician's office is reimbursed a handling fee when the independent laboratory or physician's office sends specimensto an
outside laboratory for analysis or interpretation. The handling fee covers the collection, preparation, forwarding, and handling of obtained specimen(s).

When forwarding a specimen from a physician's office to an outside laboratory, providers should submit claims for preparation and handling fees using
procedure code 99000. When forwarding a specimen from a location other than a physician's office (e.g., an independent Iaboratory) to an outside
laboratory, submit claims using procedure code 99001. It is not necessary to indicate the specific laboratory test performed on the claim.

A handling fee is not reimbursable if the physician or independent laboratory is reimbursed for the professiona and/or technical component of the laboratory
test.

Additional Limitations

Additional limitations on reimbursement for handling fees include the following:

. Onelab handling fee is reimbursed to a physician or independent laboratory per member, per outside laboratory, or per DOS (date of service),
regardless of the number of specimens sent to the laboratory.

. More than one handling fee is reimbursed when specimens are sent to two or more |aboratories for one member on the same DOS. Indicate the
number of |aboratories and the total charges on the claim. The name of the laboratory does not need to be indicated on the claim; however, this
information must be documented in the provider's records.

. The DOS must be the date the specimen is obtained from the member.

Topic #17937

L ow-Dose Computed Tomography Scans

Information is available for DOS (dates of service) before January 1, 2016.

ForwardHealth covers low-dose CT (computed tomography) scans (identified by HCPCS (Healthcare Common Procedure Coding System) procedure
code G0297) for lung cancer screening without PA (prior authorization) for Wisconsin Medicaid and BadgerCare Plus-enrolled members who are a high
risk for lung cancer and meet all of the following criteria:

. Areaged 55 to 80.

. Have a 30-pack-a-year smoking history, as indicated by the appropriate ICD (International Classification of Diseases) diagnosis code.
. Areeither current smokers or have quit smoking within the past 15 years, asindicated by the appropriate ICD diagnosis code.

. Have no signs or symptoms suggestive of underlying cancer.

ForwardHealth requires PA for coverage of al other CT scans, including those that would be performed as a follow up to the initial low-dose CT screening,
unless the provider has an exemption under ForwardHealth's advanced imaging PA exemption program.

Topic #34

Medical Necessity

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

Topic #86
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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 behalf 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 amember liable. However, a covered service for which PA (prior authorization) was denied is treated as a noncovered service. (If amember
chooses to receive an originally requested service instead of the service approved on a modified PA request, it is aso treated as a noncovered service) If a
member 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 payment from a member, or an authorized person acting on behalf of the member, for a covered service, the provider may be subject
to program sanctions including termination of Medicaid enrollment.

Topic #4272

On-Site Blood L ead Testing

Providers who currently hold a CLIA (Clinical Laboratory Improvement Amendment) certificate of waiver or higher complexity CLIA certification level may
be reimbursed for on-site blood lead testing using LeadCare |1 or similar CLIA-waived instruments if the following guidelines are met:

. Providers are successfully participating in the PT (proficiency testing) program as administered by the WSLH (Wisconsin State Lab of Hygiene) or
another CM'S (Centers for Medicare and Medicaid Services)-approved PT program.

. Providersare reporting all lead testing results, regardless of the lead level, to the WCLPPP (Wisconsin Childhood Lead Poisoning Prevention
Program) as required.

To be reimbursed for the on-site blood lead test, providers should indicate on the claim procedure code 83655 (Lead). Procedure code 99000 (Handling

and/or conveyance of specimen for transfer from the office to alaboratory) is not separately reimbursable when procedure code 83655 is billed. Providers
are eligible to be reimbursed for an appropriate office visit.

On-site blood lead testing is covered under these guidelines for the BadgerCare Plus Standard Plan. There is no copayment for on-site blood lead testing in
either plan.

Proficiency Testing

Reimbursement for on-site blood lead testing of BadgerCare Plus members is conditional on successful participation in the WSLH or other approved PT
program. The WSLH program is currently available at no cost to participants. Performance must be consistent with 1988 CLIA regulatory requirements,
regardless of the test method employed.

The CLIA regulations require three test events each year, each consisting of five test samples. Labs must obtain an 80 percent or better score for satisfactory
performance in an individual event and are required to attain satisfactory event performance in two of every three consecutive events. For additional

information about PT, contact the WSLH at (800) 462-5261.

For additional information about PT, contact the WSLH at (800) 462-5261.

Reporting of Results

Providers are required to report al on-site blood lead test results to the WCLPPP, regardless of the lead level. For reporting requirements, refer to DHS
181, Wis. Admin. Code. Providers may use the Blood Lead Lab Reporting form, DPH 7142 (01/07). To establish a mechanism for reporting results,
providers may call the WCLPPP at (608) 266-5817 and ask for the data manager.

Topic #3667

Online Resour ces for Information on the Treatment and Prevention
of L ead Poisoning

The following information regarding lead poisoning is available online.

. The American Academy of Pediatrics delivered a policy statement in 2005 that reiterates the ForwardHealth blood lead testing mandate because
most children with lead poisoning are ForwardHealth members and most have not been tested.

. The CDC (Centersfor Disease Control and Prevention's) August 2005 statement titled "Preventing Lead Poisoning in Y oung Children," includes a
review of scientific evidence for adverse effectsin children at blood lead levels below 10 meg/dL.
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. Information on medical assessment and interventions for lead poisoning, including chelation treatment protocols include the following:
o The CDC's March 2002 report titled "Managing Elevated Blood Lead Levelsin Young Children: Recommendations from the Advisory
Committee on Childhood L ead Poisoning Prevention.”
s "Protocol for Clinical Management of Lead Poisoned Children," Margaret Layde, M.D., Medical College of Wisconsin.
. Lead poisoning risk factors in Wisconsin, such as Medicaid versus non-Medicaid status, racial and ethnic disparities, age of child, and age of housing.
. Early and Periodic Screening, Diagnosis, and Treatment program requirements, including the blood lead testing requirement.
. Information that can be provided to families include the following:
o The brochure titled, "Look Out for Lead."
o "Lead Paint Safety: A Field Guide for Painting, Home Maintenance and Renovation Work."
o A list of consumer products that contain dangerous levels of lead.

For more information on educational materials for preventing lead poisoning, providers may contact the Wisconsin Childhood Lead Poisoning Prevention
Program at (608) 266-5817.

Topic #2394

Periodicity Schedule

Asrequired by 42 CFR 441.58, Wisconsin Medicaid has established a periodicity schedule for screening services. This schedule specifies the time period
when services appropriate at each stage of the member's life should be done, beginning with a neonatal examination at birth up to the 21st birthday. The
periodicity schedule closely approximates the American Academy of Pediatrics recommendations and is consistent with reasonable standards of medical and
dental practice.

Periodicity Limitations
A member is limited, based on their age, to the following number of comprehensive screenings for a consecutive 12-month period:
. Birth tofirst birthday, 6 screenings.
. First birthday to second birthday, 3 screenings.
. Second birthday to third birthday, 2 screenings.
. Third birthday to twenty-first birthday, 1 screening per year.

Claims submitted for comprehensive screening packages performed more frequently than the above limits are denied. A comprehensive screening may only
be hilled if all age-specific components of a screening are assessed and documented.
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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 (prior authorization), claims
submission, prescription, and documentation requirements.

Topic #2393

Referrals

The member must be referred for any needed follow-up care that cannot be provided at the time of screening, including mandatory referral for an annual
dental examination beginning at the age of three if the member is not regularly receiving dental care.

The member should be given verification that a comprehensive HealthCheck screening has been done if the child may need another HealthCheck " Other
Service." This verification serves as the member's documentation that a HealthCheck screening was done and may be used in conjunction with a PA (prior
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authorization) request for a HealthCheck "Other Service." Any necessary PA forms must be completed by the provider of the services, not the referring
agency. In addition to the verification, clinical information may need to be provided.

Following HealthCheck screening, the case manager is responsible for ensuring that all necessary referral appointments are made. A critical responsibility of
the case manager is the removal of barriers a member may encounter for accessing various services on referral. Screenings are vauable only if problems

found during the HealthCheck exam are diagnosed and treated. Prompt scheduling of all appointments and referrals will enable the case manager to
complete timely member follow up.

Types of Referrals

Treatment Referral

Treatment referrals result from the HealthCheck physical examination, when findings indicate the need for further evaluation, diagnosis, or treatment.
Mandatory Dental Referral

All children age three years and above must be referred to a dentist for an oral assessment. In some cases, a dental referral for children under three years of
age may aso be necessary.

Self-Referral

Sdlf referrals may occur when the member expresses a particular need to the case manager (e.g., day care, Head Start) or chooses to receive services from
aprovider other than the screening provider or the screener's referral. Case managers are required to be sensitive to these requests and assist the member
with identification of other sources of treatment and services.

Referral from Another Provider
Referrals from other providers may result from a previous screening referral or the referral provider may make additional referrals for member care.
Support Referral

Support referrals (for non-Medicaid-reimbursable services) may include other maternal and child health services in the community, employment devel opment
programs, food assistance, WIC (Specia Supplemental Nutrition Program for Women, Infants, and Children), nutrition counseling, food stamps, special
educational services, housing, and other needs. Case managers must develop a thorough knowledge of local community resources and the member's needs
to facilitate these referrals.

Discussion and Resolution of Potential Barriers

The referral process must also include a discussion and resolution of potential barriers to member follow through, such as the following:

. Transportation difficulties.

. Cost concerns.

. Lack of knowledge of providers.

. Language and cultural barriers.

. Failure to understand the need for care.
. Confidentiality concerns (adolescents).

The member should also know the periodicity schedule and date of the next periodic exam. A reminder notice should be mailed by the case manager one
week prior to the next periodic screening date.

Topic #3824

Services That Do Not Meet Program Requirements

As gtated 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 requirements.

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 al of the requirements of DHS 106.03, Wis. Admin. Code, including, but not limited to, the
requirements regarding timely submission of claims.
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. Services that fail to comply with requirements or state and federal statutes, rules, and regulations.

. Servicesthat the DHS (Department of Health Services), the PRO (Peer Review Organization) review process, or BadgerCare Plus determines to be
inappropriate, in excess of accepted standards of reasonableness or less costly aternative services, or of excessive frequency or duration.

. 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.

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

Topic #3545

Vaccinesfor Children Program

The federal VFC (Vaccines for Children) Program was created to provide vaccines to eligible children through enrolled public and private providers. The
VFC Program is part of a national approach to improving immunization services and immunization levels.

Any child 18 years of age or younger who meets at least one of the following criteriais eligible for the VFC Program:

. Eligible for BadgerCare Plus or Medicaid.

. American Indian or Alaska Native, as defined by the Indian Health Services Act.

. Uninsured.

. Underinsured. (These children have health insurance but the benefit plan does not cover immunizations. Children in this category may only receive
immunizations from a FQHC (federally qualified health center) or an RHC (rural health clinic); they cannot receive immunizations from a private health
care provider using a VFC-supplied vaccine.)

When a vaccine becomes available through the VFC Program, the VFC Program notifies providers with clinical information about new vaccines, including

the date they may begin ordering the vaccine. On thefirst of the month following that date, Wisconsin Medicaid will begin reimbursing only the administration
fee for that vaccine.

Benefits of the VFC Program

The VFC Program provides the following benefits:

. Vaccines are provided at no charge to public and private providers to immunize al eligible children.

. Eliminates or reduces vaccine costs as a barrier to the vaccination of eligible children.

. Vaccines recommended by the ACIP (Advisory Committee on Immunization Practices) are automatically covered after approva by the CDC
(Centers for Disease Control and Prevention).

Reimbursement for Vaccines Provided to Children

If avaccineis available through the VFC Program, providers are required to use vaccines from VFC supply for members 18 years of age or younger.
Wisconsin Medicaid reimburses only the administration fee for vaccines supplied by the VFC Program.

For vaccines that are not supplied by the VFC Program, providers may use a vaccine from a private stock. In these cases, Wisconsin Medicaid reimburses
for the vaccine and the administration fee.
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HealthCheck " Other Services'

Topic #22

Definition of HealthCheck " Other Services'

HealthCheck is a federally mandated program known nationally as EPSDT (Early and Periodic Screening, Diagnosis, and Treatment). 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." Federa 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 and Medicaid members under 21
years of age.

Topic #2391

Examples of HealthCheck " Other Services"

Whileit is not possible to identify all the services that may be requested under the HealthCheck " Other Services' benefit, the following list includes a sampling
of services that may be requested:

. Child and adolescent mental health day treatment for members identified as severely emotionally disturbed.
. Intensive in-home psychotherapy for children and adolescents identified as severely emotionally disturbed.
. Medicaly necessary noncovered OTC (over-the-counter) medications.

. Noncovered dental services.

Certain OTC drugs are covered without PA (prior authorization). Covered OTCs include the following:

. Anti-diarrheals.

. Iron supplements.
. Lactase products.
. Laxatives.

. Multi-vitamins.

. Topica protectants.

Other OTC drugs may be covered with PA.

Topic#1

Prior Authorization

To receive PA (prior authorization) for HealthCheck "Other Services," providers are required to submit a PA request via the ForwardHealth Portal or to
submit the following viafax or mail:

. A completed PA/RF (Prior Authorization Request Form, F-11018 (05/13)) (or PA/DRF (Prior Authorization/Dental Request Form, F-11035
(07/12)), or PA/HIASL (Prior Authorization Request for Hearing Instrument and Audiological Services 1, F-11020 (05/13))).
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.
. Veification 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
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Requirements

For a service to be reimbursed through HealthCheck " Other Services," the following requirements must be met:

. The condition being treated is identified in a HealthCheck screening that occurred within 365 days of the PA (prior authorization) request for the
service.

. Theserviceis provided to a member who is under 21 years of age.

. The service may be covered under federal Medicaid law.

. Theserviceis medically necessary and reasonable.

. Theserviceis prior authorized before it is provided.

. Services currently covered are not considered acceptable to treat the identified condition.

ForwardHealth has the authority to do al of the following:

. Review the medical necessity of al requests.

. Establish 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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Mental Health and Substance Abuse Screening for Pregnant WWomen

Topic #4442

An Overview
Definition of the Benefit

This benefit is for pregnant women enrolled in BadgerCare Plus and Wisconsin Medicaid. All policies and procedures are the same for the BadgerCare Plus
Standard Plan and Wisconsin Medicaid unless otherwise specified. Women enrolled in an HMO (health maintenance organization) must receive the services
through the HMO. These services do not require PA (prior authorization) and are not subject to copayment under BadgerCare Plus and Wisconsin
Medicaid.

The purpose of this benefit is to identify and assist preghant women at risk for mental health or substance abuse problems during pregnhancy. The benefit has
two components:

. Screening for mental health (e.g., depression and/or trauma) and/or substance abuse problems.
. Brief preventive mental health counseling and/or substance abuse intervention for pregnant women identified as being at risk for experiencing mental
health or substance abuse disorders.

These are preventive services available to members with a verified pregnancy. These services are not intended to treat women previously diagnosed with a
mental health or substance abuse disorder or to treat women aready receiving treatment through mental health, substance abuse, or prenatal care
coordination services.

The mental health screening and preventive counseling are designed to prevent mental health disorders from developing or worsening in severity during the
pregnancy and the postpartum period. The substance abuse screening and intervention services are designed to help women stay alcohol and drug free
during the pregnancy.

Women identified through the screening process as likely to be experiencing mental health disorders and women identified as likely to be dependent on
alcohal or other drugs should be referred to an appropriate enrolled mental health or substance abuse program.

Mental Health and Substance Abuse Screening

Providers are required to use an in-depth evidence-based tool to identify women at risk for mental health, substance abuse, or trauma-related problems;
however, there is no requirement for a specific screening tool.

Mental health screening tools available to providers include the following:

. EPDS (Edinburgh Postnatal Depression Scale). The EPDS is available in English, Spanish and Hmong at the Perinatal Foundation/Wisconsin
Association for Perinatal Care Web site.

. BDI-II (Beck Depression Inventory-11). The BDI-II is available for a fee through the Harcourt Assessment, Inc., Web site.

. CES-D (Center for Epidemiologic Studies Depression Scale). The CES-D is available through the Stanford Patient Education Research Center.

. Thenineitem depression scale of the PHQ-9 (Patient Health Questionnaire). The PHQ-9 is available through the MacArthur Initiative on Depression
and Primary Care Web site.

Substance abuse screening tools available to providers include the following:

. The 5-Ps Prenatal Substance Abuse Screen for Alcohol, Drugs, and Tobacco. The 5-Ps scale for pregnant women is available at the Louisiana
Department of Health and Hospitals Office for Addictive Disorders Web site.

. T-ACE (Tolerance, Annoyance, Cut down, Eye opener) screen. The T-ACE screen is available through the Project Cork Web site.

. TWEAK (Tolerance, Worry, Eye opener, Amnesia, Cut down) screen. The TWEAK screen is available through the Project Cork Web site.

. The ASSIST (Alcohol, Smoking, and Substance Involvement Screening Test). This screen is available through the WHO (World Health
Organization) Web site.

Preventive Mental Health Counseling and Substance Abuse I ntervention

Brief preventive menta health counseling and substance abuse intervention services are covered for pregnant women who are identified through the use of an
evidence-based screening tool as being at risk for mental health or substance abuse disorders.
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Providers are required to use effective strategies for the counseling and intervention services although BadgerCare Plus and Wisconsin Medicaid are not
endorsing a specific approach.

Examples of effective strategies for treatment include the following:

. SBIRT (Screening, Brief Intervention and Referral to Treatment). The SBIRT protocols, designed to treat persons at risk of substance abuse
problems, is available through the U.S. Department of Health and Human Services.

. My Baby & Meisaprogram that addresses alcohol cessation in pregnant women using specific intervention and counseling strategies. For more
information about the My Baby & Me program, visit the Wisconsin Women's Health Foundation Web site.

Topic #4446

Coverage Limitations
Mental Health and Substance Abuse Screening

The screening (HCPCS (Healthcare Common Procedure Coding System) procedure code HO002 with modifier "HE" or "HF") is limited to one unit of
service per member per pregnancy. A unit of service is equivalent to the total amount of time required to administer the screening. Providers are encouraged
to use more than one screening tool during the screening process when appropriate.

The screening is not considered part of the mental health and substance abuse services available under BadgerCare Plus or Wisconsin Medicaid. The
screening does not require PA (prior authorization) and is not counted towards any service limitations or PA thresholds for those services.

Preventive Mental Health Counseling and Substance Abuse I nter vention

The counseling/intervention services (HCPCS procedure code H0004 with modifier "HE" or "HF") are limited to four hours (or 16 units of service, each unit
equivalent to 15 minutes) per member per pregnancy. |f a member receives both preventive mental health counseling and substance abuse intervention
services, the hours of both services count toward the four-hour limit. Additionaly, only one hour (up to four units of service) can be billed on one DOS (date
of service). The counseling and intervention services must be provided on the same DOS or on alater DOS than the screening.

These services are covered during the pregnancy and up to 60 days postpartum.

These services are not considered part of the mental health and substance abuse services available under BadgerCare Plus or Wisconsin Medicaid and are
not counted towards any service limitations or PA thresholds for those services.

Topic #4444

Documentation Requirements

Providers are required to retain documentation that the member receiving these services was pregnant on the DOS (date of service). Providers are also
required to keep a copy of the completed screening tool(s) in the member's file. If an individual other than a certified or licensed hedlth care professional
provides services, the provider is required to retain documents concerning that individual's education, training, and supervision.

Topic #4443

Eligible Providers

Early detection of potential mental health, trauma, or substance abuse problemsis crucial to successfully treating pregnant women. It is also important for
women to obtain referrals for follow-up care. In order to accomplish these goals, BadgerCare Plus and Wisconsin Medicaid are allowing a wide range of
providers to administer these services.

The screening, counseling, and intervention services must be provided by a certified or licensed health care professiona or provided by an individual under
the direction of alicensed health care professional. In addition to meeting the supervision requirement, individuals who are not licensed hedlth care
professionals must have appropriate training or a combination of training and work experience in order to administer any of these services.

Providers Eligible for Reimbursement of M ental Health and Substance Abuse Screening,
Preventive Mental Health Counseling, and Substance Abuse I ntervention Servicesfor
Pregnant Women
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The following table lists provider types eligible for reimbursement for administering mental health and substance abuse screening, preventive mental health
counseling, and substance abuse intervention services for pregnant women enrolled in BadgerCare Plus and Wisconsin Medicaid.

Provider Type Mental Health or Substance Mental Health Substance Abuse
Abuse Screening Preventive Counseling Intervention
(H0002 with modifier "HE" | (H0004 with modifier | (H0004 with modifier
or"HF" )* "HE" )* "HF" )*
Physicians and physician assistants Allowed Allowed Allowed
Psychiatrists Allowed Allowed Allowed
Psychologists (Ph.D.) in outpatient mental health or substance abuse |Not allowed Allowed Allowed
clinics
Master's-level psychotherapists in outpatient mental health or Not allowed Allowed Allowed
substance abuse clinics
Master's-level psychotherapists with a substance abuse certificatein |Not allowed Not alowed Allowed
outpatient mental health or substance abuse clinics
AODA counsdlors in outpatient mental health or substance abuse Not alowed Not alowed Allowed
clinics
Advanced practice nurse prescribers with psychiatric specialty Allowed Allowed Allowed
Nurse midwives Allowed Not allowed Allowed
Nurse practitioners Allowed Allowed Allowed
Prenatal care coordination agencies Allowed Not allowed Allowed
Crisisintervention agencies Allowed Allowed Allowed
HealthCheck providers (not including Case Management Only Allowed Not alowed Allowed
agencies)

* This table includes the HCPCS (Healthcare Common Procedure Coding System) procedure codes and modifiers that correspond with the screening,
counseling, and intervention services.

Topic #4445

Procedur e Codes and Modifiers

Information for DOS (dates of service) before October 1, 2015.

The following tables list the HCPCS (Healthcare Common Procedure Coding System) procedure codes and applicable modifiers that providers are required
to use when submitting claims for mental health and substance abuse screening, preventive mental health counseling, and substance abuse intervention
services for pregnant women enrolled in BadgerCare Plus or Wisconsin Medicaid. Not all providers may be reimbursed for a particular service.

HealthCheck (EPSDT)
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Mental Health and Substance Abuse Screening and Preventive Counseling/l nter vention Services for Pregnant Women
Allowable |CD
_— Required N (International Allowable Place of
Procedure Code Description Modifier Limitations Classfication of Service
Diseases) Diagnosis

H0002 Behavioral health HE (Mental Limited to one unit per Z36 (Encounter for 03, 04, 05, 06, 07, 08, 11,

screening to determine  |health member per pregnancy. antenatal screening of 12, 13, 14, 15, 19, 20, 21*,
Mental Health and eligibility for admissionto |program) or mother) 22,23, 25, 26, 49, 50, 51,
Substance Abuse treatment program HF 56, 57, 60, 61, 71, 72
Screening (Unit equals one, (Substance

regardless of time) abuse

program)

HO004 Behaviora health Required Limited to 16 units per Z71.89 (Other specified |03, 04, 05, 06, 07, 08, 11,

counseling and therapy, |HE (Mental  |member per pregnancy. counseling) 12, 13, 14, 15, 19, 20, 21*,
Preventive Mental per 15 minutes health 22, 23, 25, 26, 49, 50, 51,
Health Counseling and |(Unit equals 15 minutes) |program) Only four units of service are 56, 57, 60, 61, 71, 72
Substance Abuse HF allowed per DOS.
Intervention (Substance

Page 83 of 259




Wisconsin Medicaid

abuse A screening (HO002 with

program) modifier HE or HF) must be
administered on or before the
DOS for this procedure.

* POS (place of service) code 21 (inpatient hospital) is not allowed for substance abuse counselors and master's-level mental health providers.
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Noncover ed Services

Topic #68

Definition of Noncovered Services

A noncovered service is a service, 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 #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.

. Charges for telephone calls.

. Chargesfor time involved in completing necessary forms, claims, or reports.
. Trandation services.

Missed Appointments

The federal CMS (Centers for Medicare and Medicaid Services) 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.

. If amember needs assistance in obtaining transportation to amedical appointment, encourage the member to call MTM, Inc. (Medical Transportation
Management, Inc.) for NEMT (non-emergency medical transportation). Most Medicaid and BadgerCare Plus members may receive NEMT services
through MTM, Inc. if they have no other way to receive aride. 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

Translation 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 trandation services.

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

AA/CRC Office

1 W Wilson St Rm 561
PO Box 7850

Madison WI 53707-7850
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Outreach and Case M anagement Services

Topic #2424

Date of Service

The DOS (date of service) for claims for HealthCheck outreach and case management services cannot be before the HealthCheck screening date.

Topic #2434

Documentation Requirements

In order to receive reimbursement for outreach, case management providers must have on file verification that the HealthCheck screening occurred. This
verification may be received in written form or through a conversation with either the provider or the member.

HealthCheck outreach and case management agencies are required to develop afile for each member pursuant to DHS 106.02(9)(a), Wis. Admin. Code,
for whom reimbursement was claimed for outreach and case management services. The file must include the following information:

. Record of the targeted list priority number the member was assigned on the targeted listing, if available.

. Datethat theinitial, annual, or periodic outreach contact or notification was made.

. Record of linkage (where possible) of member to an ongoing primary health care provider.

. Record of dl case management referrals, dates of appointments, whether or not appointments were met, and any other follow-up documentation
notes for referrals.

. Date of the member's next scheduled HealthCheck screening (if known).

All written outreach materials must be made available for review as part of the provider's records. All records must be maintained by the provider for five
years from the date of payment following screening as required by DHS 105.02(4), Wis. Admin. Code.

Topic #2433

Follow-Up

In all referral cases, the case manager is required to do the following:

. Assist the member in scheduling and meeting appointments.
. Offer and arrange for transportation for al referral visits.
. Contact the member or referral provider to determine the results of referral appointments.

Open communication between screeners and case managers is important for effective delivery of services and benefits to all members.

Topic #2432

Need Deter mination

The targeted list the provider agency receives prioritizes BadgerCare Plus members who may be in need of outreach and case management. Some members
may in fact have received a screening or other health care since this list was generated. Therefore, it is critical that the provider determine if the member has
received health care. Providers should begin with the first prioritized listed member. To determine if the member isin need of outreach, providers should
ask the following questions:

1. When was the date the member was last screened or had an extensive physical exam?
a. |f the member is under age 2, and was not screened within the past six months, then the member isin need of case management.
b. If themember isat least 2 years of age but under 5 years of age, and not screened within the past 12 months, then the member isin need of
case management.
c. If themember isat least age 5 but under age 21, and not screened within the past 24 months, then the member isin need of case management.
d. If the member is pregnant and is not currently receiving prenatal care, then the member isin need of case management.
2. Does the member have a primary health care provider from whom regular health care is obtained?
a. If yes, the provider should attempt to link the member with the physician for a HealthCheck screening. If thisis not possible, or the member
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requests screening services from the outreach and case management provider, then screen the member. In either screening situation, case
management should be provided.
b. If no, member does not have a primary physician, you may screen and case manage the member. The member should be linked with a
Medicaid-enrolled physician for future care. Screening results should be shared with the physician.
c. If the member isage 3 or older, referral should be made to a dentist for examination and ongoing care. The member's physician should also
know the dentist's name for future screening referral.
3. Conduct inventory needs assessment of the member and family as guided by the case management plan.

Outreach and case management may aso be provided to eligible members who are not on atargeted list, but are enrolled in BadgerCare Plus and "in-need"
of a screening based on questions 1 and 2 above. The provider may also seek reimbursement if screening services are provided to this member.

Topic #2431

Overview

HealthCheck outreach and case management agencies are separately enrolled in Medicaid. Their purpose isto:

. Inform members about the benefits and availability of HealthCheck services, including HealthCheck providersin the area.
. Assist membersin obtaining HealthCheck services.

. Refer members, when needed, to the appropriate agency for transportation assistance.

. Promote continuity of care by assisting members in getting HealthCheck screenings from their primary care physician.

Case management is atool for linking BadgerCare Plus children to HealthCheck screening services as well asto health care providers for follow-up and
ongoing primary care services. Case management services include the following:

. Link non-users of health care with HealthCheck screening providers.

. Assess the child's health and socia service needs.

. Assist with referrals to all appropriate resources after the HealthCheck screen.
. Educate about the proper utilization of health and covered services.

. Remove the barriers to services and resources.

Topic #2430

Procedure Codes

Outreach/case management providers may seek Medicaid reimbursement when either targeted or non-targeted outreach has been provided that resultsin a
comprehensive HealthCheck screening by either the same agency or an outside screener, such as a physician clinic. Assisting the member in scheduling
follow-up appointments to the screening is included in the reimbursement for the case management.

Covered HealthCheck outreach and case management services are identified by the following allowable HCPCS (Healthcare Common Procedure Coding
System) procedures codes:

. T1017 — Targeted outreach case management, each 15 minutes.
. T1016 — Outreach case management, each 15 minutes.

Providers may bill up to 4.0 units of outreach and targeted outreach case management services with each comprehensive HealthCheck screen.

Topic #2429

Provider Responsibilities
Providers of HealthCheck Outreach and Case Management services are required to do the following:

1. Focus outreach and case management efforts upon the targeted list of HealthCheck-eligible members that ForwardHealth sends to providers on a
monthly basis.

2. Inform eligible members about the availability and benefits of a HealthCheck screening, remove barriers to program participation and provide all
necessary follow-up.

3. Haveresources for informing disabled, illiterate and non-English speaking members, including access to persons who speak the language of the non-
English speaking population in the local service area

4. Develop afile for each member pursuant to DHS 106.02(9)(a), Wis. Admin. Code, for whom reimbursement was claimed for outreach and case
management. The file must include the following information:
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Record of the targeted list priority number the member was assigned on the targeted listing, if available.

Date that the initial, annual, or periodic outreach contact or notification was made.

Record of linkage (where possible) of member to an ongoing primary health care provider.

Record of al case management referrals, dates of appointments, whether appointments were met, and any other follow-up documentation
notes to referrals.

Date of the member's next scheduled HealthCheck periodic screening.

Record of dental referrals and follow-up for members beginning at age 3 years.

All written outreach materials must be available for review as part of the provider's records.

All records must be maintained by the provider for five years from the date of payment following the screening as required by DHS 105.02(4),
Wis. Admin. Code.

o o o o

o o o o

Topic #2428

Purpose

The purpose of outreach is to inform members about the benefits and availability of HealthCheck prevention services, how to obtain those services, and the
availability of transportation and scheduling assistance.

Providers are encouraged for a HealthCheck screening to seek out members enrolled in Medicaid or BadgerCare Plus who are under age 21 years and their
families who have been targeted as "at risk." ForwardHealth has identified HealthCheck outreach/case management need determination.

Once all members who are targeted as "at risk" have been contacted, the case manager may contact al other members who are eligible for HealthCheck
case management services.

Case management is atool for linking targeted and non-targeted members with HealthCheck screening services and health care providers for follow-up and
ongoing primary care services. Case management services include the following:

. Linking non-users of health care with HealthCheck screening.

. Assessing health and social service needs.

. Assisting with referrals to al appropriate resources beyond the HealthCheck screening process.
. Educating the member about the proper utilization of health and ForwardHealth services.

. Removing barriers to services and resources (both HealthCheck primary care and non-BadgerCare Plus-related).
. Linking the member to a primary health care provider and dentist.

All case management providers are responsible for assuring that an initial HealthCheck screening is conducted on each member and that all appropriate
referrals, resource linkages, and follow-ups occur.

Topic #2427

Referral Requirements

Following HealthCheck screening, the case management provider is responsible for ensuring that all necessary referra appointments are kept. A critical
responsibility of the case manager is the removal of al barriers a member may encounter for accessing various services on referral. Screenings are valuable
only if problems found during the HealthCheck exam are diagnosed and treated. Prompt scheduling of al appointments and referrals will enable the case
manager to complete timely member follow-up.

Typesof Referrals

Treatment Referral

Treatment referrals result from the HealthCheck physical examination, findings indicate the need for further evaluation, diagnosis, or treatment.
Mandatory Dental Referral

All children age 3 years or greater must be referred to a dentist for an oral assessment. Case managers should be sure this legally required referral occurs as
part of the HealthCheck assessment process. In some cases, a dental referral for children under 3 years old may also be necessary.

Self-Referral

Self-referrals may occur when the member expresses a particular need to the case manager (e.g., day care, Head Start) or chooses to receive services from
aprovider other than the screening provider or the screener's referral. Case managers are required to be sensitive to these requests and assist the member
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with identification of other sources of treatment and services.
Referral from Another Provider

Referrals from other providers may result from a previous screening referral or the referral provider may make additional referrals for member care. Case
managers are required to be prepared to assist and follow-up these referrals.

Support Referral

Support referrals (for non-Medicaid-reimbursable services) may include other maternal and child health services in the community, employment devel opment
programs, food assistance, the WIC (Women, Infants, and Children Supplemental Nutrition Program) program, nutrition counseling, food stamps, special
educationa services, housing, and other needs. Case managers must develop a thorough knowledge of local community resources and the member's needs
to facilitate these referrals.

Discussion and Resolution of Potential Barriers

The referra process must also include a discussion and resolution of potential barriers to member follow through, such as the following:

. Transportation difficulties.

. Cost concerns.

. Lack of knowledge of providers.

. Language and cultural barriers.

. Failure to understand the need for care.
. Confidentiality concerns (adolescents).

The member should also know the periodicity schedule and date of the next periodic exam. A reminder notice should be mailed by the case manager one
week prior to the next periodic screening date.

Topic #2426

Steps

The goal of outreach/case management is to ensure that a targeted "at risk" member receives a HealthCheck screening and other associated services,
including screening referrals and follow-up.

A schematic diagram of the steps involved in the HealthCheck case management process is available. The following enumerates and describes those steps:

1. Onamonthly basis, HealthCheck outreach/case management providers receive alisting of members who are targeted for HealthCheck outreach
screening services. Providers also receive a second list of all members who are eligible for HealthCheck services.

2. The outreach case management provider is responsible for contacting all members who are on the targeted list in priority order. After all members
who are on the targeted list are contacted, the provider may contact eligible HealthCheck members who are not on the targeted list, but are in need of
case management.

Members may be contacted by telephone, home visit, mail or any other method the outreach case management provider finds effective. In performing
outreach, the case manager discusses the HealthCheck program with the member, determines when the member last received health care, the purpose
of that health care, and whether the member has ongoing primary care. The purpose of the discussion is to confirm that the member is appropriately
targeted and to identify barriers which may impede the member's access to care and other needed services.

3. If the member received a preventive health checkup within the past six to 12 months (depending upon the member's age), then a HealthCheck
screening may not be appropriate and should not be provided. If the member has not had a screening, but reports having a primary care provider, the
case manager should contact the provider to determine if they will provide the HealthCheck screenings.

Note: If the child is age 3 years or older, and has not seen a dentist, a dental referral must be part of the screening. The physician screener should be
reminded about the dental referra requirement.

4. In addition to explaining HealthCheck benefits, the outreach case management provider is aso required to explain to the covered the appropriate use
of the hedlth care delivery system and how to effectively use Medicaid services and other health and social service resources.

5. If the member isin need of a HealthCheck screening, the outreach/case management provider must schedule a time and date for the screening, and
ensure that the member has transportation resources to reach the appointment. The provider must also ensure that transportation is available for any
other referral appointments which may develop as aresult of the initial needs assessment.

6. If the member decides not to use HealthCheck, or fails to keep a scheduled appointment, the outreach/case management provider should attempt to
investigate the problem and reschedule a second screening time. Only two attempts are necessary for scheduling a screening during a 12-month
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period.

7. If the member has a primary care physician or dentist, then the outreach/case management provider must coordinate and share HealthCheck related
information with the member's primary care provider. If the member does not have a primary care physician or dentist, then the outreach case
management provider should assist the member in locating an appropriate provider.

Note: The DHS (Department of Health Services) will provide upon request to certified outreach and case management providers a current listing of
Medicaid providers for their respective counties.

8. Following the screening, any findings will require the screener to make referrals for diagnosis and treatment. This includes areferral for al members
beginning at age 3 years to a dentist for an exam and cleaning as part of the routine HealthCheck screening, unless the member has received dental
care during the six months prior to the screening date. The outreach/case management provider must know of all referral appointments and ensure that
the member has the ability to reach these appointments. HealthCheck screeners should inform the outreach case management agency when a
screening has been performed.

9. Follow-up of al referrals is completed when the member has kept the appointment or at least two case management attempts to get the member to
keep the appointments have been made.

Note: Diagnosis and treatment appointments are required by federal regulation to be scheduled within 60 days of the date of screening. All
Medicaid services resulting from a HealthCheck referral must be provided within one year of the screening date.

10. If, inthe judgement of the outreach/case management provider, additiona referrals are needed, then the provider should assist with referral and

follow-up, including the assurance of al member transportation.
11. Upon completion of the screening process, the member's name is removed from the targeted list.

Healthcheck Outreach and Case Management

Flowchart of Activity
Medicaid eligibility
certification
[
Targeted list of “at _.I
risk” recipients — Targeted list to case management provider |
developed
0 h hedul d
utreach contact schedule _
appointment — Recontact in 90 days |
Yes ‘

‘ Yes |
Screening, diagnosis, treatment,
health education, referral, follow- |———{ Appointment broken |
up, physician information provided
Copy of screening claim form to
recipient’s case manager, all
necessary referrals (e.qg., dentist)

Mo referrals of
treatment

Follow up, reschedule
appointment

Assist in scheduling of all Follow up if
referrals, especially treatment appointment broken

| Follow up of all referrals |

Forwarding of all documents to
physician
|

“At risk” recipient linked to
primary provider for ongoing care

[ Removal from targeted list |

Topic #2425

Transportation

Members may request transportation assistance as needed for any HealthCheck-related screening or other referral appointment. Transportation should also
be offered by case managers during outreach and screening follow-up. While the DHCAA (Division of Health Care Access and Accountability) does not
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require transportation to be provided to every enrolled member who receives a HealthCheck screening, diagnosis, or treatment appointment, transportation
assistance is a need for those members who clearly cannot meet appointments without case management assistance for accessing services.

HealthCheck case managers may assist members with accessing NEMT (non-emergency medical transportation) services. NEMT services for most
members are provided through MTM, Inc. (Medical Transportation Management, Inc.), the transportation management system contracted with the DHS.
Providers may be asked to verify that the member received covered services a their site on a particular day. Refer to the NEMT Online Handbook for more
information.
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Screening, Brief Intervention, and Referral to Treatment Benefit

Topic #3297

An Overview
Definition

The SBIRT (Screening, Brief Intervention, and Referral to Treatment) benefit is covered for members enrolled in the BadgerCare Plus Standard Plan and
Wisconsin Medicaid. Members enrolled in an HMO must receive the services through the HMO. This benefit applies to members who are 10 years of age
or older on the DOS (date of service). These services do not require PA (prior authorization) and are not subject to copayment.

The purpose of the SBIRT benefit is to identify and assist members at risk for substance abuse problems. The benefit has two components:

. Screening for substance abuse problems.
. Brief preventive substance abuse intervention for members identified as being at risk for having substance abuse disorders.

The substance abuse screening and intervention services are designed to prevent members from developing a substance abuse disorder. These services are
not intended to address tobacco abuse. These services are not intended to treat members diagnosed with a substance abuse disorder or to treat members
aready receiving substance abuse treatment services. Members identified through the screening and intervention process as needing more extensive or
specialized treatment should be referred to an appropriate substance abuse program. A physician's prescription is not required for SBIRT services.

To be reimbursable, SBIRT services must be provided on aface-to-face basis (either in person or via simultaneous audio and video transmission).Telephone
and I nternet-based communications with members are not covered.

Members who are pregnant are eligible for substance abuse screening and intervention services through a separate benefit designed specifically for pregnant
women. ForwardHealth will not cover both benefits during the member's pregnancy. Providers are required to use either the benefit for pregnant women or
the SBIRT benefit for the substance abuse screening and intervention services.

Substance Abuse Screening

Substance abuse screening is a method for identifying people who use alcohol or drugsin away that puts them at risk for problems or injuries related to their
substance use. Wisconsin Medicaid and BadgerCare Plus cover substance abuse screening in awide variety of settings to increase the chance of identifying
people at risk. Screening is also a part of primary prevention aimed at educating members about the health effects of using alcohol and other drugs.

Providers are required to use an evidence-based screening tool to identify members at risk for substance abuse problems. A few brief questions on
substance use may be asked to identify those individuals likely to need a more in-depth screening. Those brief screening questions, however, do not meet the
criteria for reimbursement for this benefit. The screening tool must demonstrate sufficient evidence that it is valid and reliable to identify individuals at risk for
a substance abuse disorder and provide enough information to tailor an appropriate intervention to the identified level of substance use. The areas that must
be covered include:

. The quantity and frequency of substance use.
. Problems related to substance use.

. Dependence symptoms.

. Injection drug use.

The screening tool should be simple enough to be administered by a wide range of health care professionals. It should also focus on the frequency and the
quantity of substance use over a particular time frame (generaly 1 to 12 months).

Below isalisting of evidence-based substance abuse screening tools that meet the criteria for reimbursement for this benefit. Providers may choose tools that
are not included on the list as long as they meet the criteria above. In addition, providers must obtain prior approval from the DHS (Department of Health
Services) before using atool that is not listed below. Contact the DHS at DHSSBIRT @wisconsin.gov for additional information. The approved tools
include the following:

. The AUDIT (Alcohol Use Disorders Inventory Test). This screen is areliable tool for use to determine the level of alcohol use. The AUDIT screenis
available through the WHO (World Health Organization) Web site.

. The DAST (Drug Abuse Screening Test). This screening tool is areliable tool to use to determine the level of drug use. The DAST screen is available
through the Dr. Alan Tepp, Ph. D., Web site.

. The ASSIST (Alcohol, Smoking, and Substance Involvement Screening Test). This screen is available through the WHO Web site.
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. The CRAFFT screening tool developed by John Knight at the CeASAR (Center for Adolescent Substance Abuse Research). The CRAFFT
screening tool is available through the CeASAR Web site. This screen is valid for use with children and adolescents.

. The POSIT (Problem Oriented Screening Instrument for Teenagers). This screen isvalid for use in adolescentsin amedical setting. A POSIT PC tool
is available through the POSIT PC Web site.

Providers may use more than one screening tool during the screening process when appropriate; however, there is no additional reimbursement for using
more than one screening tool.

Substance Abuse I ntervention

Brief substance abuse intervention services are covered for members who are identified through the use of an evidence-based screening tool as being at risk
for substance abuse disorder(s). The purpose of the intervention is to motivate the member to decrease or abstain from alcohol consumption and/or drug

use. Brief intervention may be a single session or multiple sessions using a motivational discussion that focuses on increasing insight and awareness regarding
substance use and increasing motivation toward behaviora change. Brief intervention can aso be used for those in need of more extensive levels of care, asa
method of increasing motivation and acceptance of areferral to specialty substance abuse treatment.

Wisconsin Medicaid and BadgerCare Plus cover brief intervention services provided during the same visit as the screening or during a separate visit. The
brief intervention is not covered for members who have not had a substance abuse screen.

Providers are required to use effective strategies for the counseling and intervention services although BadgerCare Plus and Wisconsin Medicaid are not
endorsing a specific approach.

Examples of effective strategies for the intervention services include the following:
. The SBIRT protocols. The SBIRT protocols are available through the U.S. Department of Health and Human Services.

. "Helping Patients Who Drink Too Much," A Clinician's Guide, Updated 2005 Edition, available through the U.S. Department of Health and Human
Services.

Topic #8337

Coverage Limitations

Substance Abuse Screening

For members enrolled in Medicaid or BadgerCare Plus Standard Plan, the screening is limited to one unit of service per rolling 12 months. A unit of service
is equivalent to the total amount of time required to administer the screening.

The screening is not considered part of the mental health and substance abuse services available under ForwardHealth. The screening is not counted towards
any service limitations or PA (prior authorization) thresholds for those services.

Substance Abuse | ntervention

For members enrolled in Medicaid and the Standard Plan, the intervention services are limited to four hours per rolling 12 months. A unit of serviceis 15
minutes, so the four-hour limit is equal to 16 units of service.

Only one hour (up to four units of service) can be billed on one DOS (date of service). The intervention services may be provided on the same DOS or on a
|ater DOS than the screening.

The intervention services are not considered part of the mental health and substance abuse services available under ForwardHealth and are not counted
towards any service limitations or PA thresholds for those services.

Topic #8338

Documentation Requirements

In addition to documenting the service provided, providers are required to keep a copy of the completed screening tool(s) in the member's medical record.
Providers using electronic medical records should make a note of which screening tool was used if they do not have an electronic version of the tool, and
note the member's responses to the screening questions. Providers are also required to retain documents concerning the provider's education, training, and
supervision.

Refer to the Documentation chapter of the Provider Enrollment and Onaoina Responsibilities section of the appropriate Online Handbook for more
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information about additional documentation requirements.

Topic #3317

Eligible Providers

Early detection of substance abuse problemsiis crucial to successfully treating members. It is also important for members to obtain referras for follow-up
care when appropriate. In order to accomplish these goals, BadgerCare Plus and Wisconsin Medicaid are allowing a wide range of Medicaid-enrolled
providers to administer the SBIRT (Screening, Brief Intervention, and Referral to Treatment) services.

The following table lists providers eligible to receive reimbursement for the screening and the substance abuse intervention services.

Provider Type Eligible for Reimbursement of Serv_lces Provided Under the SBIRT
benefit?

Advanced practice nurse prescribers with psychiatric specialty Allowed

Crisis intervention providers Allowed

HealthCheck providers Allowed

Master's-level psychotherapists in outpatient mental health or substance |Allowed when provided in conjunction with a primary care, hospital, and/or

abuse clinics emergency room visit

Nurse practitioners Allowed

Physicians Allowed

Physicians assistants Allowed

Prenatal care coordination providers Allowed

Psychiatrists Allowed

Psychologists in outpatient mental health or substance abuse dlinics Allowed when pro_\n_ded in conjunction with a primary care, hospital, and/or
emergency room visit

Substance abuse counselors in outpatient mental health or substance  |Allowed when provided in conjunction with a primary care, hospital, and/or

abuse clinics emergency room visit

Providers are required to retain documents showing that staff providing substance abuse screening and intervention services meet the training, education, and
supervision requirements.

Requirementsfor Licensed Individuals

Licensed health care professionals must complete the DHS (Department of Health Services)-approved training to directly deliver the screening and
intervention services. Training for licensed professionals must extend at least 4 hours and may be conducted in person or via the internet. The DHS may
exempt licensed professionals with expertise in the field of substance abuse screening and motivational enhancement or motivational interviewing on a case by
case basis.

Providers should contact the DHS at DHSSBIRT@wisconsin.gov for more information about the required training or to find out if they can be exempted
from the training requirements.

Requirementsfor Unlicensed I ndividuals
Unlicensed individuals may provide screening or brief intervention services if they meet al of the following criteria:

. Successfully complete at least 60 hours of training related to providing screening and brief intervention for acohol and substance abuse (other than
tobacco). Thistraining includes the DHS-approved training to deliver the screening and intervention services. At least 30 hours of training must be
conducted in person.

. Provide the screening and intervention services under the supervision of alicensed health care professional.

. Follow written or electronic protocols for evidence-based practice during the delivery of screening and intervention services. Protocols must be
consistently followed, so the licensed health care professional must ensure that quality assurance procedures are in place for the written or electronic
protocols.

Topic #8318

Procedure Codes and Diagnosis Codes
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Information for DOS (dates of service) before October 1, 2015.

The following tables list the HCPCS (Healthcare Common Procedure Coding System) procedure codes and applicable diagnosis codes that providers are
required to use when submitting claims for substance abuse screening and substance abuse intervention services under the SBIRT (Screening, Brief
Intervention, and Referral to Treatment) benefit.

Place of Service Codes
(Submitted on the 1500 Health Insurance Claim Form ((02/12)))

03 |School
11 |Office
12 |Home

19 |Off Campus— Outpatient Hospital
21 |Inpatient Hospital

22 |On Campus— Outpatient Hospital
23 |Emergency Room — Hospital

99 |Other Place of Service

Substance Abuse Screening and I ntervention Services
Procedure I Limitations (Medicaid and Allowable Place of . .
Code Description Badger Care Plus) Service Allowable Diagnosis Code
. Limited to one unit per member, per |03, 11, 12, 19, 21, Z13.9 (Encounter for
H0049 Alconol and/or drug screening rolling 12 months. 22, 23,99 screening, unspecified)
HO050 Alcohol and/or drug service, brief Limited to 16 units per member, per |03, 11, 12, 19,21, |Z71.89 (Other specified
intervention, per 15 minutes rolling 12 months. 22,23,99 counseling)
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EHR Incentive Program
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EHR Incentive Program:An Overview

Topic #12170

Wisconsin Medicaid EHR Incentive Program

The following provider types may be eligible for the Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program:

. Advanced Practice Nurse Prescribers with a psychiatric specialty.

. Nurse midwives.

. Nurse practitioners.

. Physicians (including anesthesiologists, psychiatrists, radiologists, pathologists, ophthamologists).

. PAs(physician assistants). Only PAs practicing predominantly in an FQHC (federally qualified health center) or RHC (rural health clinic) are
considered eligible professionals.

Refer to the EHR Incentive Program section in the Physician service area for complete information regarding the Wisconsin Medicaid EHR Incentive
Program.
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Managed Care:Claims

Topic #385

Appealsto Badger Care Plus and Wisconsin M edicaid

The provider has 60 calendar days to file an appea with BadgerCare Plus or Wisconsin Medicaid after the HMO (health maintenance organization) or SSI
(Supplementa Security Income) HMO either does not respond in writing within 45 calendar days or if the provider is dissatisfied with the HMO's or SSI
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.

Appealswill 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.

Appeas 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 (F-12022
(03/09)) form.

. A copy of the claim, clearly marked "APPEAL."

. A copy of the provider's |etter to the HMO or SSI HMO.

. A copy of the HMO's or SSI HMO's response to the provider.

. A copy of the member's medical record that supports the claim if the denial is based on a medical decision (emergency, medical necessity, prior
authorization, etc.), or any documentation that supports the case.

. A copy of the RA (Remittance Advice) showing the date, denial, and denial reason.

The appeal will be reviewed and any additional information needed will be requested from the provider or the HMO or SSI HMO. Once al pertinent
information is received, BadgerCare Plus or Wisconsin Medicaid has 45 calendar days to make afinal decision.

The provider and the HMO or SSI HMO will be notified in writing of the final decision. If the decision isin 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 HMO (health maintenance organization) or Medicaid SSI (Supplemental
Security Income) HMO within 60 calendar days of receipt of the initial 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 awritten appeal to ForwardHealth within 60 calendar days.

Topic #386

Claims Submission

BadgerCare Plus HMOs (health maintenance organizations) and Medicaid SSI (Supplementa Security Income) 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
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Extraordinary Claims

Extraordinary claims are BadgerCare Plus or Medicaid claims for a BadgerCare Plus HMO or Medicaid SSI (Supplemental Security Income) 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 he or she enrolled in an
HMO or SSI HMO during the hospital stay. In this case, all claims related to the stay (including physician claims) should be submitted to fee-for-
service. For the physician claims associated with the inpatient hospital stay, the provider is required to include the date of admittance and date of
discharge in Item Number 18 of the paper 1500 Health Insurance Claim Form ((02/12)).

. The claims 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.
. A copy of the Explanation of Medical Benefits form, as applicable.

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 (health maintenance
organization) or Medicaid SSI (Supplemental Security Income) HMO. Before submitting claims to HMOs and SSI HMOs, providers are required to submit
claimsto other health insurance sources. Contact the enrollee's HMO or SSI HMO for more information about billing other health insurance sources.

Topic #389

Provider Appeals

When a BadgerCare Plus HMO (health maintenance organization) or Medicaid SSI (Supplemental Security Income) HMO denies a provider's claim, the
HMO or SSI HMO is required to send the provider a notice informing him or her of the right to file an appeal.

An HMO 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.
. Thefull amount of a submitted claim is not paid.

Providers are required to file an appeal with the HMO or SSI HMO before filing an appeal with ForwardHealth.
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Covered and Noncover ed Services

Topic #16197

CaredKids Program Benefit Package
Covered Services

Members enrolled in the Care4Kids program are eligible to receive all medically necessary services covered under Wisconsin Medicaid; however,
CaredKids will have the flexibility to provide servicesin a manner that best meets the unique needs of children in out-of-home care, including streamlining PA
(prior authorization) requirements and offering select services in home settings. Members will also be allowed to go to any Medicaid-enrolled provider for
emergency medical services or family planning services.

Noncover ed Services

The following services are not provided as covered benefits through the Care4Kids program, but can be reimbursed for eligible Medicaid members on a fee-
for-service basis:

. Chiropractic services.

. CRS (Community Recovery Services).

. CSP (Community Support Programs).

. CCS (Comprehensive Community Services).

. Crisisintervention services.

. Directly observed therapy for individuals with tuberculosis.

. MTM (Medication therapy management).

. NEMT (Non-emergency medical transportation) services.

. Prescription and over-the-counter drugs and diabetic supplies dispensed by the pharmacy.
. Provider-administered drugs and their administration, and the administration of Synagis.
. SBS (School-based services).

. Targeted case management.

Children's Hospital of Wisconsin will establish working relationships, defined in writing through a memorandum of understanding, with providers of the
following services.

. CSP.
. CCs.
. Crisisintervention services.
. SBS.
. Targeted case management services.
Providers of these services must coordinate with Care4Kids to help assure continuity of care, eliminate duplication, and reduce fragmentation of services.

Topic #390

Covered Services
HMOs

HMOs (health maintenance organizations) are required to provide at |east the same benefits as those provided under fee-for-service arrangements. Although
ForwardHealth requires contracted HMOs and Medicaid SSI (Supplemental Security Income) 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 services in their benefit package, the enrollee receives the services on afee-for-service basis.

Topic #391
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Noncovered Services

The following are not covered by BadgerCare Plus HMOs or Medicaid SSI (Supplemental Security Income) HMOs but are provided to enrollees on a fee-
for-service basis provided the member's fee-for-service plan covers the service:

. CRS (Community Recovery Services).

. CSP (Community Support Program) benefits.
. Crisisintervention services.

. Environmental lead inspections.

. CCC (child care coordination) services.

. Pharmacy services and diabetic supplies.

. PNCC (prenatal care coordination) services.
. Provider-administered drugs.

Note: The Provider-Administered Drugs Carve-Out Procedure Codes table indicates the status of procedure codes considered under the provider-
administered drugs carve-out policy.

. SBS (school-based services).

. Targeted case management services.

. NEMT (non-emergency medical transportation) services.

. DOT (directly observed therapy) and monitoring for TB-Only (Tuberculosis-Only Related Services).

Topic #13877
Striving to Quit Initiative — First Breath

Background I nformation

According to the CDC (Centers for Disease Control and Prevention), aimost one million individuals in Wisconsin smoke every day. While the smoking rate
for adults overal in the state is about 20 percent, the rate is higher — about 33 percent — for BadgerCare Plus members. Wisconsin Medicaid has received
afive-year $9.2 million grant from the CMS (Centers for Medicare and Medicaid Services) to help BadgerCare Plus members enrolled in participating
HMOs (health maintenance organizations) 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.

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 call First
Breath without a referra 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.
. Beapregnant smoker.
. Expressan interest in quitting smoking.
. Beenrolled in one of the following HMOs:
5 Children's Community Health Plan.
CommunityConnect HealthPlan.
Managed Health Services.
MercyCare Health Plans.
Molina Health Care.
Network Health Plan.

o o o o o
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o Physicians Plus Insurance Corporation.
o Unity Health Plans Insurance Corporation.
. Residein one of the following counties:
o Dane.
Kenosha
Milwaukee.
Racine.
Rock.

Covered Services

o o o o

The following services are covered by Striving to Quit via First Breath:

. Upto 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.

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.

Clinics that currently provide First Breath services are responsible for the following:

. Screening for smoking and enrolling members in 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 members to 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 allows 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.
. Distribute small, non-cash gifts supplied by the First Breath program.
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For More Information

For more information about Striving to Quit, providers should contact their HMO representative, visit the ForwardHealth Portal, or e-mail Striving to Quit a
dhsstginfo@wisconsin.gov.

For more information or for technical assistance questions regarding the Quit Line, providers may visit the UW-CTRI (University of Wisconsin Center for
Tobacco Research and Intervention) Web site.

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 I nformation

According to the CDC (Centers for Disease Control and Prevention), aimost 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
afive-year $9.2 million grant from the CMS (Centers for Medicare and Medicaid Services) to help BadgerCare Plus members enrolled in participating
HMOs (health maintenance organizations) 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 Lin€), 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.

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 ForwardHealth. 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 a referral 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-enroliment, 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.
. Be18yearsof age and older.
. Beasmoker and express an interest in quitting smoking.
. Beenrolled in one of the following HMOs:
s Children's Community Health Plan.

Compcare.
Group Hedlth Cooperative of Eau Claire.
Managed Health Services.
MercyCare Health Plans.
Molina Health Care.
Network Health Plan.
Physicians Plus Insurance Corporation.
UnitedHealthcare Community Plan.
Unity Health Plans Insurance Corporation.
Reside in one of the following counties:

= Brown.

« Calumet.

« Columbia

« Dane.

DO o o o o o o o o
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. Dodge.

- Door.

. Florence.
. Fonddu Lac.
. Grant.

. Green.

. lowa

. Jefferson.
. Kewaunee.
. Lafayette.
. Manitowoc.
. Marinette.
. Menominee.
. Oconto.

. Outagamie.
. Rock.

. Sauk.

« Sheboygan.
. Waworth.
« Waupaca.
= Winnebago.

Covered Drugsand Services
The following drugs and services are covered by Striving to Quit or ForwardHealth:

. Uptofive 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 ForwardHealth.

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.

. Identifying 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.

Screening and Making Referrals
The following language is suggested for providers to use to encourage members who smoke to agree to areferral or to cal 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 asimple 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 cal them directly a 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 viafax at (877) 554-6643. Striving to Quit Referral forms
are available on the UW-CTRI's (University of Wisconsin Center for Tobacco Research and Intervention) 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 providers
in the member's HMO network using NicCheck® | testing strips. NicCheck® | testing strips (item MA-500-001) may be ordered online or by calling (888)
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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 medications in combination with evidence-based counseling almost
doubles the likelihood of a successful quit attempt. The following types of tobacco cessation medications are covered by ForwardHealth for BadgerCare
Plus members:

. OTC (over-the-counter) 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 dlowable 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.

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 disapprova of the prescription to the Quit Line on the Striving to Quit Referral form viafax at (877) 554-6643.

For MorelInformation

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 (University of Wisconsin Center for
Tobacco Research and Intervention) 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 (health maintenance organization) or Medicaid SSI (Supplemental
Security Income) 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 arein 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 (Department of Health Services) 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 (health maintenance organization) or Medicaid
SSI (Supplemental Security Income) HMO. Enrollees aso 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 problemsfirst.

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 (Department of Health Services) 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 are eligible for enrollment in a BadgerCare Plus HMO (health maintenance organization).

An individua who receives the TB-Only (Tuberculosis-Related Services-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 commercial health insurance coverage may be verified by using Wisconsin's EVS (Enrollment
Verification System) or the ForwardHealth Portal.

SSI HMOs

Members of the following subprograms are eligible for enrollment in aMedicaid SSI (Supplemental Security Income) HMO:

. Individuals ages 19 and older, who meet the SSI and SSI-related disability cr