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Claims;Adjustment Requests

Topic #314

Allowed Claim

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

Topic #815

Denied Claim

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

Topic #512

Electronic
837 Transaction

Even if the original claim was submitted on paper, providers may submit electronic adjustment requests using an 837 (837 Health
Care Claim) transaction.

Provider Electronic Solutions Softwar e

The Wisconsin DHS (Department of Health Services) offers electronic hilling 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 Interchange) Hel pdesk.

Portal Claim Adjustments

Providers can submit claim adjustments via the Portal. Providers may use the search function to find the specific claim to adjust.
Once 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, regardliess
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 a claim adjustment electronically for DOS beyond 365 days will have the entire amount of the claim recouped.

Requests for adjustments to claims with DOS beyond the 365-day submission deadline may be submitted using the timely filing
process (a paper process) if the claim adjustment meets one of the exceptions to the claim submission deadline.
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Topic #513

Follow-Up

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

Submit a new adjustment request if the previous adjustment request is in an allowed status

Submit a new claim for the services if the adjustment request isin a denied status

Contact Provider Services for assistance with paper adjustment requests

Contact the EDI (Electronic Data Interchange) Helpdesk for assistance with electronic adjustment requests

Topic #515

Paper

Paper adjustment requests must be submitted using the Adjustment/Reconsideration Reguest (F-13046 (08/2015)) form.

Topic #816

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:

To correct billing or processing errors

To correct inappropriate payments (overpayments and underpayments)

To add and delete services

To supply additional information that may affect the amount of reimbursement
To request professional consultant review (e.g., medical, dental)

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

Topic #4857

Submitting Paper Attachmentswith Electronic Claim
Adjustments

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

Topic #518

Definition of Good Faith Claims

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

When amember presents atemporary 1D card for EE (Express Enroliment) in BadgerCare Plus or Family Planning Only Services
but the member's enroliment is not on file yet in the EV'S, the provider should check enrollment again in two days or wait one
week to submit a claim to ForwardHealth. If, after two days, the EV S indicates that the member 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.

When amember who received a real-time eligibility determination presents a temporary 1D card but the member's enroliment is
not on file yet in the EVS, the provider should wait up to one week to submit a claim to ForwardHealth. If the claim is denied with
an enrollment-related EOB code, the provider should contact Provider Services for assistance.
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Over payments

Topic #528

Adjustment Request vs. Cash Refund

Except for nursing home and hospital providers, cash refunds may be submitted to ForwardHealth in lieu of an adjustment
request. However, whenever possible, providers should submit an adjustment request for returning overpayments since both of
the following are true:

1 A cash refund does not provide documentation for provider records as an adjustment request does. (Providers may be
required to submit proof of the refund at alater time.)

1 Providers are not able to further adjust the claim after a cash refund is done if an additional reason for adjustment is
determined.

Topic #532

Adjustment Requests

When correcting an overpayment through an adjustment request, providers may submit the adjustment request electronically or on
paper. Providers should not submit provider-based hilling claims through adjustment processing channels.

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

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

Not currently under investigation for Medicaid fraud or abuse.

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

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

Electronic Adjustment Requests

Wisconsin Medicaid will deduct the overpayment when the electronic adjustment request is processed. Providers should use the
companion guide for the appropriate 837 (837 Health Care Claim) transaction when submitting adjustment requests.

Paper Adjustment Requests

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

1 Submit an Adjustment/Reconsideration Request (F-13046 (08/2015)) form through normal processing channels (not timely
filing), regardless of the DOS

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

After the paper adjustment request is processed, Wisconsin Medicaid will deduct the overpayment from future reimbursement
amounts.
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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 acopy of the RA is not available, providers
should indicate the ICN (internal control number), the NPI (National Provider Identifier) (if applicable), and the payee ID from
the RA for the claim to be adjusted. The check should be sent to the following address:

ForwardHealth

Financial Services Cash Unit
313 Blettner Blvd

Madison WI 53784

Topic #531

ForwardHealth-Initiated Adjustments

ForwardHealth may initiate an adjustment when a retroactive rate increase occurs or when an improper or excess payment has
been made. ForwardHealth has the right to pursue overpayments resulting from computer or clerical errors that occurred during
claims processing.

If ForwardHealth initiates an adjustment to recover overpayments, ForwardHealth remittance information will include details of
the adjustment in the Claims Adjusted Section of the paper RA (Remittance Advice).

Topic #530

Requirements

As stated in Wis. Admin. Code DHS 106.04(5), the provider is required to refund the overpayment within 30 days of the date of
the overpayment if a provider receives overpayment for a claim because of duplicate reimbursement from ForwardHealth or other
health insurance sources.

In the case of al 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:

1 Return of overpayment through the adjustment request process

1 Return of overpayment with a cash refund

1 Return of overpayment with a voided claim

1 ForwardHealth-initiated adjustments

Note: Nursing home and hospital providers may not return an overpayment with a cash refund. These providers routinely receive
retroactive rate adjustments, requiring ForwardHealth to reprocess previously paid claimsto reflect anew rate. Thisis not
possible after a cash refund is done.

Topic #8417
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Voiding Claims

Providers may void claims on the ForwardHedl th Portal to return overpayments. Thisway of returning overpayments may be a
more efficient and timely way for providers as a voided claim is a complete recoupment of the payment for the entire claim. Once
aclaim isvoided, the claim can no longer be adjusted; however, the services indicated on the voided claim may be resubmitted on
anew claim.
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Responses

Topic #540

An Overview of the Remittance Advice

The RA (Remittance Advice) provides important information about the processing of claims and adjustment requests as well as
additional financial transactions such as refunds or recoupment amounts withheld. ForwardHealth provides electronic RAs to
providers on their secure ForwardHealth Portal accounts when at least one claim, adjustment request, or financia transaction is
processed. RAs are generated from the appropriate ForwardHealth program when at least one claim, adjustment request, or
financid transaction is processed. An RA is generated regardless of how aclaim or adjustment is submitted (electronically or on
paper). Generaly, payment information is released and an RA is generated by ForwardHealth no sooner than the first state
business day following the financial cycle.

Providers are required to access their secure ForwardHealth provider Portal account to obtain their RA.

RAs are accessible to providersin a TXT (text) format via the secure Provider area of the Portd. 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 asingle NPI and the
hospital has aclinic, alab, and a pharmacy that are al enrolled in Wisconsin Medicaid, the clinic, the lab, and the pharmacy will
submit separate claims that indicate the same NPI as the hospital. Separate RAs will be generated for the hospital, the clinic, the
lab, and the pharmacy.

Topic #4818

Calculating Totals on the Remittance Advice for
Adjusted and Paid Claims

The total amounts for all adjusted or paid claims reported on the RA (Remittance Advice) appear at the end of the adjusted
claims and paid claims sections. ForwardHealth calculates the total for each section by adding the net amounts for all claims listed
in that section. Cutback amounts are subtracted from the allowed amount to reach the total reimbursement for the claims.

Note: Some cutbacks that are reported in detail lines will appear as EOB (Explanation of Benefits) codes and will not display an
exact dollar amount.

Topic #534

Claim Number

Each claim or adjustment request received by ForwardHealth is assigned a unique claim number (also known asthe ICN (internal
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control number)). However, denied rea -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).

Interpreting Claim Numbers

The ICN consists of 13 digits that identify valuable information (e.g., the date the claim was received by ForwardHealth, how the

claim was submitted) about the claim or adjustment request.

Interpreting Claim Numbers

Each claim and adjustment received by ForwardHealth is assigned a unique claim number (also known as the internal control

number or ICN). This number identifies valuable information about the claim and adjustment request. The following diagram

and table provide detailed information about interpreting the claim number,

region f | \ sequence number

ear julian date

batch range

Type of Number and Description

Applicable Numbers and Description

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

adjustment request.

10 — Paper Claims with No Atachments

11 — Paper Claims with Attachments

20 — Electrenic Claims with Mo Attachments

21 — Electronic Claims with Attachments

22 — Internet Cloims with No Attachmentis

23 — Internet Claims with Attachments

25 — Point-of-Service Claims

26 — Point-of-Service Claims with Attachments

40 — Claims Converted from Former Processing System

45 — Adjustments Converted from Former Processing
System

50-59 — Adjustments

80 — Claim Resubmissions

90-91 — Claims Requiring Speciol Handling

Year — Two digits indicate the year ForwardHealth

received the claim or adjusiment request.

For example, the year 2008 would appear os 08.

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

For example, February 3 would appear as 034,

Batch range

assigned to the claim.,

Three digits indicate the batch range

The batch range is used internally by ForwardHealth.

Sequence number — Three digits indicate the

sequence number ossigned within the botch range,

The sequence number is used internally by ForwardHealth.
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Topic #535

Claim Status

ForwardHealth generally processes claims and adjustment reguests within 30 days of receipt. Providers may check the status of a
claim or adjustment request using the AVR (Automated V oice Response) system or the 276/277 (276/277 Health Care Claim
Status Request and Response) transaction.

If aclaim or adjustment request does not appear in claim status within 45 days of the date of submission, a copy of the original
claim or adjustment request should be resubmitted through normal processing channels.

Topic #10017

Creating Private Duty Nursing Claims Reports

The PDN—PAC (Private Duty Nursing—Prior Authorization Claims) report is available to PDN (private duty nursing) providers.
Providers with ForwardHealth Portal accounts can create the report. Access to the PDN—PAC report is located on the Claims
page of the secure provider Portal account. PDN providers with ForwardHealth Portal accounts may create the PDN—PAC
report at their convenience.

Provider Services will not print and mail PDN—PAC reports to providers. The PDN—PAC report must be obtained from a
secure provider Portal account.

Thereport is linked to a specific PDN PA number. The PDN—PAC report displays the following claim information:

Name of the provider billing PDN service
Procedure code and modifiers billed
DOS

Units billed

Units allowed

Each PDN—PAC report islinked to a specific PDN PA number. In order to create the report, providers must include the
following information in the search criteria

PDN PA (prior authorizatation) number

Member's name

Member's ForwardHealth member identification number
Member's date of birth

DOS for PDN

Topic #4746

Cutback Fields on the Remittance Advice for Adjusted
and Paid Claims

Cutback fields indicate amounts that reduce the alowed amount of the claim. Examples of cutbacks include other insurance,
member copayment, spenddown amounts, deductibles, or patient liability amounts. Amounts indicated in a cutback field are
subtracted from the total allowed reimbursement.
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Providers should note that cutback amounts indicated in the header of an adjusted or paid claim section apply only to the header.
Not all cutback fields that apply to a detail line (such as copayments or spenddowns) will be indicated on the RA (Remittance
Advice); the detail line EOB (Explanation of Benefits) codes inform providers that an amount was deducted from the total
reimbursement but may not indicate the exact amount.

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

Topic #537

Electronic Remittance | nfor mation

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:

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

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

Text File

The TXT format file is generated by financial payer and listed by RA number and RA date on the secure provider Portal account
under the "View Remittance Advices' menu. RAs from the last 121 days are available in the TXT format. When a user clicks on
an RA, apop-up window displays asking if the user would like to "Open" or "Save" the file. If "Open" is chosen, the document
opens based on the user's application associated with opening text documents. If "Save" is chosen, the "Save As' window will
open. The user can then browse to alocation on their computer or network to save the document.

Users should be aware that "Word Wrap" must be turned off in the Notepad application. If it isnot, it will cause distorted
formatting. Also, users may need to resize the Notepad window in order to view dl 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 dl the information.

Comma-Separ ated Values Downloadable File

A CSV fileisafile format accepted by awide range of computer software programs. Downloadable CSV-formatted RAs alow
users the benefits of building a customized RA specific to their use and saving the file to their computer. The CSV fileon a
provider's Portal appears as linear text separated by commas until it is downloaded into a compatible software program. Once
downloaded, the file may be saved to a user's computer and the data manipulated, as desired.

To access the CSV file, providers should select the "View Remittance Advices' menu at the top of the provider's Portal home
page.

The CSV files are generated per financial payer and listed by RA number and RA date. A separate CSV fileislisted for the last
10 RAs. Providers can select specific sections of the RA by date to download making the information easy to read and organize.

The CSV file may be downloaded into a Microsoft Office Excel spreadsheet or into another compatible software program, such
as Microsoft Office Access or OpenOffice 2.2.1. OpenOfficeis a free software program obtainable from the internet. Google
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Docs and ZDNet also offer free spreadsheet applications. Microsoft Office Excel, awidely used program, is a spreadsheet
application for Microsoft Windows and Mac OS X. For maximum file capabilities when downloading the CSV file, the 1995
Office Excel for Windows (Version 7.0) included in Office 95 or a newer version is recommended. Earlier versions of Microsoft
Office Excel will work with the CSV file; however, files exceeding 65,000 lines may need to be split into smaller files when
downloading using earlier versions. Microsoft Office Access can manage larger data files.

Refer to the CSV User Guide on the User Guides page of the Portal for instructions about Microsoft Office Excel functions that
can be used to manipulate RA data downloaded from the CSV file.

835

Electronic remittance information may be obtained using the 835 (835 Health Care Claim Payment/Advice) transaction. It
provides useful information regarding the processing of claims and adjustment requests, which includes the status or action taken
on aclaim, claim detail, adjustment, or adjustment detail for all claims and adjustments processed that week, regardless of
whether they are reimbursed or denied. However, a real-time compound or noncompound claim will not appear on remittance
information if the claim is denied by ForwardHealth. ForwardHealth releases payment information to the 835 no sooner than on
the first state business day following the financial cycle.

Provider Electronic Solutions Softwar e

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 ForwardHesalth 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 a claim, claim detail, adjustment, or adjustment detail.

The claim processing sections of the RA (Remittance Advice) report EOBs for the claim header information and detail lines, as
appropriate. Header information is a summary of the information from the claim, such as the DOS (date of service) that the claim
covers or the total amount paid for the claim. Detail lines report information from the claim details, such as specific procedure
codes or revenue codes, the amount billed for each code, and the amount paid for a detail line item.

Header EOBs are listed below the claim header information and pertain only to the header information. Detail line EOBs are listed
after each detail line and pertain only to the detail line.

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 val ues) 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.

Published Policy Through April 30, 2021

Home Health Page 12 of 356



Wisconsin Medicaid

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 Bengfits) code
8234 noted on the RA (Remittance Advice).

The adjusted claim will be assigned a new claim number, known as an ICN (internal control number). The new ICN will begin
with "58." If the provider adjusts this claim in the future, the new ICN will be required when resubmitting the claim.

Topic #4820

| dentifying the Claims Reported on the Remittance
Advice

The RA (Remittance Advice) reports the first 12 characters of the MRN (medical record number) and/or a PCN (patient control
number), also referred to as Patient Account Number, submitted on the original claims. The MRN and PCN fields are located
beneath the member's name on any section of the RA that reports claims processing information.

Providers are strongly encouraged to enter these numbers on claims. Entering the MRN and/or the PCN on claims may assist
providers in identifying the claims reported on the RA.

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

Topic #11537

National Correct Coding Initiative

As part of the federal PPACA (Patient Protection and Affordable Care Act) of 2010, the federal 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 CMS response to this requirement. The NCClI
includes the creation and implementation of claims processing edits to ensure correct coding on claims submitted for Medicaid
reimbursement.

ForwardHealth is required to implement the NCCI in order to monitor 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:

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

The NCCI editing will occur in addition to/along with current procedure code review and editing completed by McK esson
ClaimCheck and in ForwardHealth interChange.
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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 aclaimis 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 11102 (tangential biopsy of skin [eg, shave, scoop, saucerize, curette]; single
lesion) was hilled by a provider on a professiona claim with a quantity of two or more. This procedure is medically unlikely to
occur more than once; therefore, if it is billed with units greater than one, the detail will be denied.

Procedure-to-Procedur e Detail Edits

Procedure-to-procedure detail edits define pairs of CPT or HCPCS codes that should not be reported together on the same
DOS for avariety of reasons. This edit applies across details on a single claim or across different claims. For example, an earlier
claim that was paid may be denied and recouped if a more complete code is billed for the same DOS on a separate claim. If a
detail on aclaim is denied for procedure-to-procedure edit, providers will receive an EOB code on the RA indicating that the
detail was denied due to NCCI.

An example of a procedure-to-procedure edit would be if procedure codes 11451 (excision of skin and subcutaneous tissue for
hidradenitis, axillary; with complex repair) and 93000 (electrocardiogram, routine ECG with at least 12 |eads; with interpretation
and report) were billed on the same claim for the same DOS. Procedure code 11451 describes a more complex service than
procedure code 93000, and therefore, the secondary procedure would be denied.

Quarterly Code List Updates

CMS will issue quarterly revisions to the table of codes subject to NCCI edits that ForwardHealth will adopt and implement.
Refer to the CM S Medicaid website for downloadable code lists.

Claim Details Denied as a Result of National Correct Coding I nitiative Edits
Providers should take the following steps if they are uncertain why particular services on a claim were denied:

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

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

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

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

1 Cdl Provider Services for further information or explanation.

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

1 Complete the Adjustment/Reconsideration Reguest (F-13046 (08/2015)) 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."

1 Attach notes/supporting documentation.

1 Submit a claim, Adjustment/Reconsideration Request, and additional notes/supporting documentation to ForwardHealth for
processing.

Topic #539
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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 financia 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 financia payer and listed by RA number and RA date on the secure provider Portal account under "View Remittance
Advices' menu at the top of the provider's Portal home page. RAs from the last 121 days are available in the TXT format.

Providers can also access RAsin a CSV (comma-separated values) format from their secure provider Portal account. The CSV
files are generated per financial payer and listed by RA number and RA date on the secure provider Portal account under "View
Remittance Advices' menu at the top of the provider's Portal home page. A separate CSV fileislisted for the last 10 RAs.

Topic #4745

Overview of Claims Processing I nformation on the
Remittance Advice

The claims processing sections of the RA (Remittance Advice) include information submitted on claims and the status of the
claims. The claim status designations are paid, adjusted, or denied. The RA a so 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 financia cycle.

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

Compound drug claims

Dental claims

Noncompound drug claims

Inpatient claims

Long term care claims

Medicare crossover ingtitutional claims
Medicare crossover professiona claims
Outpatient claims

Professional claims

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

1 Adjusted claims
1 Denied claims

1 Paid claims
Claim Types Provider Types
Dental claims Dentists, dental hygienists, HealthCheck agencies that provide dental services
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Inpatient claims

Long term care claims
Medicare crossover
ingtitutional claims
Medicare crossover
professiona claims
Noncompound and
compound drug claims
Outpatient claims
Professional claims

Topic #4821

Wisconsin Medicaid

Inpatient hospital providers and institutes for mental disease providers
Nursing homes

Most providers who submit claims on the UB-04

Most providers who submit claims on the 1500 Health Insurance Claim Form ((02/12))

Pharmacies and dispensing physicians

Outpatient hosptial providers and hospice providers

Ambulance providers, ambulatory surgery centers, anesthesiologist assistants, audiologists, case
management providers, certified registered nurse anesthetists, chiropractors, community care
organizations, community support programs, crisis intervention providers, day treatment providers,
family planning clinics, federally qualified health centers, HealthCheck providers, HealthCheck "Other
Services' providers, hearing instrument specialists, home health agencies, independent labs, individual
medical supply providers, medical equipment vendors, mental health/substance abuse clinics, nursesin
independent practice, nurse practitioners, occupational therapists, opticians, optometrists, persona
care agencies, physicid therapists, physician assistants, physician clinics, physicians, podiatrists,
portable X-ray providers, prenatal care coordination providers, psychologists, rehabilitation agencies,
respiratory therapists, rural health clinics, school-based services providers, speciaized medical vehicle
providers, speech and hearing clinics, speech-language pathologists, therapy groups

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

Home Health
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multiple RAs should read all of their banner messages.

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

Explanation of Benefits Code Descriptions

EOB (Explanation of Benefits) code descriptions are listed in the RA information in the TXT file.

EOB codes are listed in the RA information from the CSV file; however, the printed messages corresponding to the codes do not
appear in thefile.

Financial Transactions Page

The Financial Transactions section details the provider's weekly financia activity. Financial transactions reported on the RA
include payouts, refunds, accounts receivable, and payments for claims.

Payouts are payments made to the provider by ForwardHealth that do not correspond to a specific claim (i.e., nursing home
assessment reimbursement).

Refunds are payments made to providers for overpayments.

The Accounts Recelvable section displays the accounts receivable for amounts owed by providers. The accounts receivable is set
to automatically recover any outstanding balance so that money owed is automatically recouped from the provider. If the full
amount cannot be recouped during the current financial cycle, an outstanding balance will appear in the "Balance" column.

In the Accounts Receivable section, the "Amount Recouped In Current Cycle" column, when applicable, shows the recoupment
amount for the financial cycle as a separate number from the "Recoupment Amount To Date." The "Recoupment Amount To
Date" column shows the total amount recouped for each accounts receivable, including the amount recouped in the current cycle.
The "Tota Recoupment” line shows the sum of all recoupments to date in the "Recoupment Amount To Date" column and the
sum of al recoupments for the current financial cycle in the "Amount Recouped In Current Cycle" column.

For each claim adjustment listed on the RA, a separate accounts receivable will be established and will be listed in the Financial
Transactions section. The accounts receivable will be established for the entire amount of the original paid claim. This reflects the
way ForwardHealth adjusts claims—nby 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
financial transactions, the adjustment ICN is determined by the following formula.

Type of Character and Description Applicable Charactersand Description
Transaction—The first character indicates the type of financial | V—Capitation adjustment
transaction that created the accounts receivable.
1—OBRA Level 1 screening void request

2—OBRA Nurse Aide Training/Testing void request
I dentifier—210 additional numbers are assigned to complete the ' The identifier is used internaly by ForwardHealth.
Adjustment ICN.

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

Summary

The Summary section reviews the provider's claim activity and 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 financial cycle, the month-to-date, and the year-to-date, if applicable.

Under the "Claims Data" heading, providers can review the total number of claims that have been paid, adjusted, or denied along
with the total amount reimbursed for all paid and adjusted claims. Only WWWP providers will see amounts reported for "Claims
in Process." Other providers will always see zeroes in these fields.

Under the "Earnings Data" heading, providers will see total reimbursement amounts for other financial transactions, such as
reimbursement for OBRA (Omnibus Budget Reconciliation Act of 1987) Level 1 screening, reimbursement for OBRA Nurse Aid
Training/Testing, and capitation payments.

Note: HMOs should note that capitation payments are only reported in the Summary section of the RA. HMOs receive
supplemental reports of their financial transactions from ForwardHealth.

The "Earnings Data" portion also summarizes refunds and voids and reports the net payment for the current financial cycle, the
month-to-date, and the year-to-date, if applicable.

Providers should note that the Summary section will include outstanding checks 90 days after issuance and/or payments made to
lien holders, if applicable.

Topic #368

Reading the Claim Adjustments Section of the
Remittance Advice

Providers receive a Claim Adjustments section in the RA (Remittance Advice) if any of their claims were adjusted during the
current financial cycle. A claim may be adjusted because one of the following occurred:

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

To adjust a claim, ForwardHealth recoups the entire amount of the original paid claim and calculates a new payment amount for
the claim adjustment. ForwardHealth does not recoup the difference — or pay the differ ence — 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 origina paid claim.
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Note: For adjusted compound and noncompound claims, only the compound drug sections include detail lines.

Below the claim header and the detail information will be located one of three possible responses with a corresponding dollar
amount: "Additional Payment," "Overpayment To Be Withheld," or "Refund Amount Applied.” The response indicated depends
on the difference between the origina claim amount and the claim adjustment amount.

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 financia cycle or during subsequent financial cycles, if necessary. This amount also appearsin the
Financial Transactions section as an outstanding balance under "Accounts Receivable.”

An amount appears for "Refund Amount Applied” if ForwardHealth makes a payment to refund a cash receipt to a provider.

Topic #4824

Reading the Claims Denied Section of the Remittance
Advice

Providers receive a Claims Denied section in the RA (Remittance Advice) if any of their claims were denied during the current
financia cycle.

In the denied claims section, providers will see the original claim header information reported along with EOB (Explanation of
Benefits) codes for the claim header and the detail lines, as applicable. Providers should refer to the EOB Code Description
section of the RA to determine why the claim was denied.
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Sample Professional Services Claims Denied Section of the
Remittance Advice

Remittance Advice — Professional Service Claims Denied Sample

CATE: MM/DD/CCYY
BRGE ! 9,999
ANEARN HEEXEN CCARKY BAYEE 1D 999555599999999
XEXXHKRCCOOOOC X KK X000 HEPI F999999999
OOOUOODOOO O KN OOO0000000 CHECK/EFT NUMBER 999999999
REXIO0COOOOOCCCEEXEXRIDO00DOOO0CE, XX MIO000- 000K PAYMENT DATE MM/ DD CCYY
1CH- PO MEN OTH INS SFENDDOWHN
AMOUNT AMOUNT
MEMBER HAME: SEXXEXRIOOOOCOCCKEENENERKN000 HEMBER HO,: KXXEXXXERXRE
RRYYIIJEEESSS XKKKX XXX OOC0 MMDODYY MMDDYY 599,999,999.9%  9,999,999.99 399,999.99
HEADER BEOBS: 9999 0095 5599 9999 9900 9555 9999 9990 9559 5999 9999 0085 5959 9999 9000 599 9999 0900 OS5 §999
SERVICE DATES FA WUMEER
PROC €D MODIFIERS  ALLW UNITS FROM TO RENDERING FROVIDER  BILLED AMT DETAIL EOBS
EXKKM XM NX XX KX §999.99 MMDDYY MMODYY EXX XXNIOOOCOODENKEY  NXIDDODOOK 9999 939% 9999 9999 9999 9999 9999 998F 999 9999
9,9595,5999.99 9999 9955 9999 9999 9555 5999 9999 9955 5599 §999
EXXKX XX XX XX KX 9999.99 MMDDYY MMODYY XXX XIOOOOOCODINEEX  XX0OODOOC 9999 999% 9999 9999 9999 F999 9999 999% FI9S 9999
9,99%,599.99 9999 5555 5999 9999 5955 95999 9999 9555 5599 9999
EMMN N NN XX KX 9999,.99 MMDDYY MMODYY XXX XIOOCOCUDOCINEEY  XXIDDOOOOO 9900 999% 9999 9990 9999 9999 9999 0909 9999 999D
9,99%,595.99 9999 5955 9999 9999 9955 9999 9999 9955 5559 9999
EEXEN XX KX XX KR 3539, 9% HMDDYY MMDDYY EEX RGOUOUOODCENEX  XIOUOOONO 950 3333 3339 9999 3330 2955 299D 9OIF 3IIH DY
9,99%,595.99 9999 5955 5999 9999 G555 $999 9999 §995 5399 9999
TOTAL FROFESSIONAL SERVICE CLAIME DENIED: 9,999,999,999.99 99,999,999.99 9,999,999.99
TOTAL HO. DENIED: 999,999

Topic #4825

Reading the Claims Paid Section of the Remittance

Advice

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

current financial cycle.

In apaid claims section, providers will 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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Published Policy Through April 30, 2021

Page 20 of 356



Wisconsin Medicaid

Sample Professional Services Claims Paid Section of the
Remittance Advice

Remittance Advice — Professional Service Claims Paid Sample

PD-R I IGE DATE: MM/DDSCCYY

X
X

EEERCOOOOUINHNEK NN REREREER , 08 000 - KXY

MEN SERVICE DATES BILLED AMT OTH NS AMT COPAY RMT PAID AMTI
FROM AMT DDOWN AMT OUTPAT
HE! JRE S EF e R R R R I OO0
I 55 JODNKKXKNNXNE XNXOOODOUDO0  MMDDYY MMODYY 5,593, 599, 99 3,33 ]

PROC CD MODIFIERS
EEXLE K HK KK KX B

XHNLL A A XN KX MMDD
LNOOOE 00 200 200 3 MMDD

XKLL XX XX KX MMDOYY HMDDYY &

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 financial cycleis
completed. Therefore, RAs may be generated and posted to secure provider ForwardHealth Portal accounts from different
payers on different days of the week.

Certain financia transactions may run on a daily basis, including non-claim related payouts and stop payment reissues. Providers
may have access to the RAs generated and posted to secure provider Portal accounts for these financial transactions at any time
during the week.

Topic #4827

Remittance Advice Generated by Payer and by Provider
Enrollment

RAs (Remittance Advices) are generated and posted to secure provider Portal accounts from one or more of the following
ForwardHealth financial payers:

1 Wisconsin Medicaid (Wisconsin Medicaid is the financial payer for the Medicaid, BadgerCare Plus, and SeniorCare
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programs)
1 ADAP (Wisconsin AIDS Drug Assistance Program)
1 WCDP (Wisconsin Chronic Disease Program)
1 WWWP (Wisconsin Well Woman Program)

A separate Portal account is required for each financial payer.

Note: Each of the four payers generate separate RAs for the claims, adjustment requests, or other financial transactions submitted
to the payer. A provider who submits claims, adjustment requests, or other financia transactions to more than one of these payers
may receive severa RAS.

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 aclinic, alab, and a pharmacy that are al enrolled with
ForwardHealth. The clinic, the lab, and the pharmacy submit separate claims that indicate the same NPI as the hospital. Separate
RAs will be generated for the hospital, the clinic, the Iab, and the pharmacy.

Topic #6237

Reporting a Lost Check

To report alost check to ForwardHealth, providers are required to mail or fax aletter to ForwardHealth Financial Services.
Providers are required to include the following information in the | etter:

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

Fax the letter to ForwardHealth at 608-221-4567 or mail it to the following address.
ForwardHealth
Financial Services
313 Blettner Blvd
Madison WI| 53784

Topic #5018

Sear ching for and Viewing All Claims on the Portal

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

1 Go to the Portal.
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Log in 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
Financial 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

Professiond claims

Medicare crossovers — Professional
Medicare crossovers — Ingtitutional
Compound drug claims
Noncompound drug claims

Dental claims

Long term care claims

Financid 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 | nformation

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:

Home Health

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

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

The name of the payer (Medicaid, ADAP (Wisconsin AIDS Drug Assistance Program), WCDP (Wisconsin Chronic
Disease Program), or WWWP (Wisconsin Well Woman Program))
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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., "Financia Transactions' or "Professional Services Claims Paid")

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

The date of the financia cycle and date the RA was generated

The page number

The "Payee ID" of the provider. A payee ID is defined as the identification number of a unique entity receiving payment for
goods and/or services from ForwardHesalth. 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 |dentifier).
The NPI of the provider, if applicable. Thisfield will be blank for those providers who do not have an NPI.

The number of the check issued for the RA, if applicable

The date of payment on the check, if applicable

Topic #544

Verifying Accuracy of Claims Processing

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

Identify and correct any discrepancy that affected the way a claim processed.
Correct and resubmit claims that are denied.
Submit an adjustment request for allowed claims that require a change or correction.

When posting a payment or denial to a member's account, providers should note the date on the ForwardHealth remittance
information that indicates that the claim or adjustment has finalized. Providers are required to supply this information if further
follow-up actions are necessary.

Home Health
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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 #1073

Billing Private Duty Nursing Across Midnight

Providers are required to hill for each DOS (date of service) that care was provided. If a nurse provides care for a member
across midnight, the nurse is required to split the billing over two DOS since the shift extends over two dates. This means that two
modifiers must be used, one for the hours of the shift occurring before midnight, and another to designate the hours of the shift
occurring after midnight on the next calendar day.

For example, if anurse begins care for amember at 8:00 p.m. on December 1 and ends care at 4:00 a.m. on December 2, the
nurse should bill for four hours of care on December 1 with modifier UH and four hours of care on December 2 with modifier UJ.

Providers billing for PDN (private duty nursing) hours during shifts spanning midnight must apply the PDN hilling conversion
guidelines to each DOS as shown in the following tables.

Day Start of Shift Time Minutes Billable Units
1 UH 10:00 p.m. to Midnight 120 2
2 uJ Midnight to 10:00 a.m. 600 10
Day Start of Shift Time Minutes Billable Units
UH 10:15 p.m. to Midnight 105 17
2 uJ Midnight to 10:15 a.m. 615 10.2
Topic #10039

Billing for More Than One Shift Worked in a Day

A provider providing PDN (private duty nursing) services to the same member for more than one shift in aday should combine
the number of minutes for the shifts on the DOS (date of service) before converting to billable units. Combining the minutes from
the shifts worked in the day before converting to billable units may be to the provider's advantage, as shown in the example
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Shift | Start of Time Minutes | Billable
Shift Units
Modifier
1 ] Midnight | 375 6.2
to 15
o.m.
? UH &:15 345 5.7
p.m. to
Midnight
Billable units if shift minutes are converted 11.9
separately
Sum of minutes worked in the 720
day
Billable units if the day's minutes are 12

summed betore converting fo units

Wisconsin Medicaid

In some instances, combining the minutes from the shifts worked in the day before converting to billable units may not result in a
difference, as shown in the example below.

summed betore converting fo units

Shift | Start of Time Minutes | Billable
Shift Units
Modifier
1 ] Midnight | 420 7
to 7:00
o.m.
? UH 700 300 5
p.m. to
Midnight
Billable units if shift minutes are converted 12
separately
Sum of minutes worked in the 720
day
Billable units if the day's minutes are 12

Topic #10038

Billing for Shifts Spanning Two Prior Authorized 13-

Week Segments

PDN (private duty nursing) services that were provided on consecutive days spanning two different PA (prior authorization) 13-
week segments cannot be billed on the same claim detail. Only DOS (dates of service) contained in the PA 13-week segment

may be included in the claim detail.

Home Health
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Topic #10037

Claim Denials Due to Exceeding Authorized Amounts

Providers are cautioned to bill units of service carefully. Incorrect billing could result in the denial of claims billed within the
authorization period if more timeis billed for PDN (private duty nursing) services than the amount of time that is authorized for
PDN. When the source of the billing error is determined, providers should submit claim adjustments.

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 #10057

Private Duty Nursing Claims Denied

Reimbursement for PDN (private duty nursing) servicesis limited to 1,440 minutes (i.e., 240 six-minute increments) per member,
per calendar day. Reimbursement limits are adjusted to accommodate changes in the length of the calendar day resulting from the
beginning and ending of daylight savings time. Reimbursement for each nurse is limited to 12 hours per calendar day and 60 hours
per calendar week. Claims for PDN that exceed the number of hours authorized for the 13-week segment of the authorization
period will not be reimbursed.

Topic #547

Submission Deadline

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

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

Providers are responsible for resolving claims. Members are not responsible for resolving claims. To resolve claims before the
submission deadline, ForwardHealth encourages providers to use 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 appliesto claims, corrected claims, and adjustments to claims.
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Crossover Claims

To receive reimbursement for services that are allowed by Medicare, claims and adjustment requests for coinsurance, copayment,
and deductible must be received within 365 days of the DOS or within 90 days of the Medicare processing date, whichever is
later. This deadline appliesto all claims, corrected claims, and adjustments to claims. Providers should submit these claims through
normal processing channels (not timely filing).

Exceptionsto the Submission Deadline

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

1 Changein anursing home resident's LOC (level of care) or liability amount

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

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

Reconsideration or recoupment

Retroactive enrollment for persons on GR (Genera Relief)

Medicare denia occurs after ForwardHealth's submission deadline

Refund request from an other health insurance source

Retroactive member enrollment

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

Topic #13937

Trangitionsto and from Central Standard Time

Providers hilling PDN (private duty nursing) services provided on consecutive DOS (dates of service) during which CDT (Central
Daylight Time) changes to CST (Central Standard Time ) or CST changesto CDT are required to be billed on separate claim
details as one DOS per claim detail. Private duty nursing services provided on consecutive days spanning the transition from CDT
to CST or from CST to CDT cannot be billed on the same claim detail as arange of dates.

Typicaly it isless complicated to prepare claims using separate claim details for each DOS than it is to prepare claims using range
dates.

The claim example below illustrates a claim for the following situation:

Private duty nursing services were provided every day for six consecutive days.

Some of the PDN services were provided on a day of transition from CDT to CST (i.e., the clock was set back an hour).
The provider is claiming for five shifts of 10 hours per shift except for 11 hours on the time change date.

Each shift began at 9:00 p.m. and ended at 7:00 am.

Sample UB-04 Claim Form for Private Duty Nursing Services
Including Shifts Spanning Daylight Changes

The date in the detail line circled below indicates a change from Central Daylight Time to Central Standard Time.
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In this situation the "personal work log" used as the basis for the completed claim form example may look like the example below.
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an boves | 1ot | fnd | *Siy” | st | End | PG | owrs | e
of Service — Modifier Modifier
Friday,
11/04/11 2100 | 0000 | UH 3
Saturday, :
11/05/11 0000 | 0700 | U 2100 | 0000 | UH 10
Sunday,
11/06/11 0000 | 0700 | UJ 2100 | 0000 | UH 11
Monday,
11/07/11 0000 | 0700 | Ul 2100 | 0000 UH 10
Tuesday, 2
11/08/11 0000 | 0700 | U 2100 | 0000 | UH 10
Wednesday,
11/09/11 0000 | 0700 | UJ 7
Sum 51
Topic #517

Usual and Customary Charges

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

For most services, ForwardHealth reimburses the lesser of the provider's usual and customary charge, plus a professiona
dispensing fee, if applicable, or the maximum allowable fee established.
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Submission
Topic #542

Attached Documentation

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

Topic #2169

Billing Prior Authorized Services With Non-Prior
Authorized Services

Claims for services provided under a PA (prior authorization) number may be submitted on the same claim as claims for services
not requiring PA. However, an exception appliesif a service with the same procedure code is provided outside the grant and
expiration dates on the PA and then again between the grant and expiration dates on the PA. These services cannot be submitted
on asingle claim form or the claim will be denied. Two separate claims must be submitted for services in this situation; one for
services provided outside the grant and expiration dates and one for services provided between these dates.

For example, a home health PT (physical therapy) visit (procedure code 97799) that counts toward the 30-visit threshold for the
caendar year is made to amember on February 3, 2005, and, therefore, does not require PA. Beginning on February 7, 2005,
the member has an approved PA to receive home health PT (procedure code 97799) because al of the 30 threshold visits for the
calendar year have been used. When the physical therapist makes a visit to provide services on February 10, 2005, the service
must be billed on a separate claim form from the February 3, 2005, visit because the February 3, 2005, visit falls outside the PA
grant and expiration dates for that procedure code. Billing the two visits on the same claim form would cause the claim to be
denied.

Topic #15737

Claimsfor Services Prescribed, Referred, or Ordered

Claimsfor services that are prescribed, referred, or ordered must include the NPI (National Provider Identifier) of the Medicaid-
enrolled provider who prescribed, referred, or ordered the service. Claims that do not include the NPI of a Medicaid-enrolled
provider will be denied. (However, providers should not include the NPI of a provider who prescribes, refers, or orders services
on claimsfor services that are not prescribed, referred, or ordered, as those claims will also deny if the provider is not Medicaid-
enrolled.)

Note: Claims submitted for ESRD (end-stage renal disease) services do not require referring provider information; however,
prescribing and ordering provider information will till be required on claims.

Contacting Prescribing/Referring/Ordering Provider After a Claim Denial

If aclaim for services prescribed, referred, or ordered is denied because the prescribing/referring/ordering provider was not
Medicaid-enrolled, the rendering provider should contact the prescribing/referring/ordering provider and do the following:

1 Communicate that the prescribing/referring/ordering provider is required to be Medicaid-enrolled.
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1 Inform the prescribing/referring/ordering provider of the limited enrollment available for prescribing/referring/ordering
providers.
1 Resubmit the claim once the prescribing/referring/ordering provider has enrolled in Wisconsin Medicaid.

Exception for Services Prescribed, Referred, or Ordered Prior to a
Member's Medicaid Enrollment

Providers may submit claims for services prescribed, referred, or ordered by a non-Medicaid-enrolled provider if the member
was not yet enrolled in Wisconsin Medicaid at the time the prescription, referral, or order was written (and the member has since
enrolled in Wisconsin Medicaid). However, once the prescription, referral, or order expires, the prescribing/referring/ordering
provider is required to enroll in Wisconsin Medicaid if they continue to prescribe, refer, or order services for the member.

The procedures for submitting claims for this exception depend on the type of claim submitted:
1 Ingtitutional, professional, and dental claims for this exception must be sent to the following address:
ForwardHealth
P.R.O. Exception Requests
Ste 50

313 Blettner Blvd
Madison WI 53784

A copy of the prescription, referral, or order must be included with the claim.
1 Pharmacy and compound claims for this exception do not require any specia handling. These claims include a prescription

date, so they can be processed to bypass the prescriber Medicaid enrollment requirement in situations where the provider
prescribed services before the member was Medicaid-enrolled.

Topic #6957

Copy Claimson the ForwardHealth Portal

Providers can copy institutional, professional, and dental paid claims on the ForwardHealth Portal. Providers can open any paid
claim, click the "Copy" button, and all of the information on the claim will be copied over to a new claim form. Providers can then
make any desired changes to the claim form and click "Submit" to submit as a new claim. After submission, ForwardHea th will
issue a response with anew ICN (interna 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
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Direct Data Entry of Professional and Institutional
Claimson the Portal

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

1 Professional claims

1 Ingtitutional claims

1 Dental claims

1 Compound drug claims

1 Noncompound drug claims

DDE isan online application that allows providers to submit claims directly to ForwardHealth.

When submitting claims via DDE, required fields are indicated with an asterisk next to the field. If arequired field is left blank, the
claim will not be submitted and a message will appear prompting the provider to complete the specific required field(s). Portal
help is available for each online application screen. In addition, search functions accompany certain fields so providers do not
need to look up the following information in secondary resources.

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

1 Procedure codes

1 Modifiers

1 Diagnosis codes

1 Place of service codes

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

1 Typeof hill

1 Pdtient status

1 Visit point of origin
1 Visit priority

1 Diagnosis codes
1 Revenue codes

1 Procedure codes
1 Modifiers

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

1 Procedure codes

1 Rendering providers

1 Areaof the oral cavity
1 Place of service codes

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

Diagnosis codes

NDCs (National Drug Codes)
Place of service codes
Professional service codes
Reason for service codes
Result of service codes
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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
claimsviaDDE. All claims, including POS (Point-of-Sale) claims, are viewable via DDE.

Topic #15957

Documenting and Billing the Appropriate National Drug
Code

Providers are required to use the NDC (Nationa Drug Code) of the administered drug and not the NDC of another
manufacturer's product, even if the chemical name is the same. Providers should not preprogram their hilling systems to
automatically default to NDCs that do not accurately reflect the product that was administered to the member.

Per Wis. Admin. Code 88 DHS (Department of Health Services) 106.03(3) and 107.10, submitting a claim with an NDC other
than the NDC on the package from which the drug was dispensed is considered an unacceptable practice.

Upon retrospective review, ForwardHealth can seek recoupment for the payment of a claim from the provider if the NDC(s)
submitted does not accurately reflect the product that was administered to the member.

Topic #344

Electronic Claim Submission

Providers are encouraged to submit claims electronically. Electronic claim submission does the following:

1 Adapts to existing systems

1 Allows flexible submission methods

1 Improves cash flow

1 Offersefficient and timely payments

1 Reduces hilling and processing errors
1 Reduces clerical effort

Topic #16937

Electronic Claimsand Claim Adjustments With Other Commercial Health
I nsurance I nfor mation

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 Plus
is the payer of last resort for any covered services; therefore, providers are required to make a reasonable effort to exhaust all
existing other health insurance sources before submitting claims to ForwardHealth or to a state-contracted MCO (managed care
organization).

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

Under HIPAA (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
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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 insurance.

Topic #365

Extraordinary Claims

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

Topic #4837

HIPAA-Compliant Data Requirements

Procedure Codes

All fields submitted on paper and electronic claims are edited to ensure HIPAA (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 theinformation 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 al provider number fields on paper claims and 837
(837 Hedth 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 numbersinto fields that require a provider number.

Topic #562

Managed Care 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
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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 a claim electronically instead of on a paper claim or
with a paper attachment to an electronic claim.

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

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

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

1 Professiona
1 Ingtitutional
1 Denta

On the professional form, the Notes field is available on each detail. On the institutional and dental forms, the Notes field is only
available on the header.

Claims Submitted via 837 Health Care Claim Transactions

ForwardHeal th 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 #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, aphanumeric text. OCR software
increases efficiency by dleviating the need for keying in data from paper claims.

The data alignment requirements do not apply to the Compound Drug Claim (F-13073 (04/2017)) form and the Noncompound
Drug Claim (F-13072 (04/2017)) form.

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

OCR software speeds paper claim processing, but only if providers prepare their claim forms correctly. In order for OCR
software to read the claim form accurately, the quality of copy and the alignment of text within individual fields on the claim form
need to be precise. If data are misaligned, the claim could be processed incorrectly. If data cannot be read by the OCR software,
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the process will stop and the electronic image of the claim form will need to be reviewed and keyed manually. This will cause an
increase in processing time.

Handwritten Claims

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

Use Original Claim Forms

Only original 1500 Health Insurance Claim Forms and UB-04 Claim Forms should be submitted. Original claim forms are printed
in red ink and may be obtained from afederal forms supplier. ForwardHealth does not provide these claim forms. Claims that are
submitted as photocopies cannot be read by OCR software and will need to be keyed manually from an electronic image of the
claim form. This could result in processing delays.

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 breaks in the letters and numbers, which may cause the OCR software to misread the claim form. Use of old or
worn ink cartridges should also be avoided. If the claim form is read incorrectly by the OCR software, the claim may be denied or
reimbursed incorrectly. The process may also be stopped if it is unable to read the claim form, which will cause adelay whileit is
manually reviewed.

Alignment

Alignment within each field on the claim form needs to be accurate. If text within afield is aligned incorrectly, the OCR software
may not recognize that data are present within the field or may not read the data correctly. For example, if areimbursement
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 aign 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:

1 Correct alignment for the 1500 Health Insurance Claim Form.
1 Incorrect alignment for the 1500 Health Insurance Claim Form.
1 Correct alignment for the UB-04 Claim Form.

1 Incorrect alignment for the UB-04 Claim Form.

Clarity

Clarity is very important. If information on the claim form is not clear enough to be read by the OCR software, the process may
stop, prompting manual review.

The following guidelines will produce the clearest image and optimize processing time:

1 Use 10-point or 12-point Times New Roman or Courier New font.
1 Typeadl claim datain uppercase | etters.
1 Useonly black ink to complete the claim form.
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Avoid using italics, bold, or script.

Make sure characters do not touch.

Make sure there are no lines from the printer cartridge anywhere on the claim form.

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

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

1 Do not highlight any information on the claim form. Highlighted information blackens when it is imaged, and the OCR
software will be unable to read it.

Note: The above guidelines will also produce the clearest image for claims that need to be keyed manually from an electronic
image.

Staples, Correction Liquid, and Correction Tape

The use of staples, correction liquid, correction tape, labels, or stickers on claim forms should be avoided. Staples need to be
removed from claim forms before they can be imaged, which can damage the claim and cause a delay in processing time.
Correction liquid, correction tape, labels, and stickers can cause data to be read incorrectly or cause the OCR process to stop,

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

Additional Diagnosis Codes

ForwardHealth will accept up to 12 diagnosis codes in Item Number 21 of the 1500 Health Insurance Claim Form.
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Sample of an Incorrectly Aligned 1500 Health Insurance Claim Form
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Sample of a Correctly Aligned UB-04 Claim Form
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Sample of an Incorrectly Aligned UB-04 Claim Form
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Paper claims for al home health services (except for DME (durable medica equipment) and DM S (disposable medical supplies))
must be submitted using the UB-04 paper claim form. Claims for home health services submitted on any other claim form will be
denied.

Providers should use the UB-04 claim form instructions for home health services when submitting these claims. Do not attach
documentation to the claim unless it is specifically required.

Obtaining the Claim Forms

ForwardHealth does not provide the UB-04 claim form. The forms may be obtained from any federal forms supplier.

Durable M edical Equipment and Disposable M edical Supplies

Providers submitting paper claims for DME and DM S are required to use the 1500 Health Insurance Claim Form ((02/12)). The
DME service area and the DM S service area provide claims submission information, as well as policy and PA (prior
authorization) information.

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 aclaim. If a PA number isindicated on aclaim, it will not
be used and it will have no effect on processing the claim.

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

Topic #10637

Reimbursement Reduction for Most Paper Claims

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

For each claim that a reimbursement reduction was applied, providers will receive an EOB (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 claim's total reimbursement amount is less than $1.10, ForwardHealth will reduce the payment up to a $1.10. The claim
will show on the RA (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 (04/2017)) form
Noncompound Drug Claim (F-13072 (04/2017)) form
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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 claims that ForwardHealth requires additional supporting information to be submitted on paper, such as:
i Hysterectomy claims must be submitted along with an Acknowledgment of Receipt of Hysterectomy Information (F-
01160 (06/2013)) form
i Sterilization claims must be submitted along with a paper Consent for Sterilization (F-01164 (10/2008)) form.
i Claims submitted to Timely Filing appeals must be submitted on paper with a Timely Filing Appeals Request (F-
13047 (08/2015)) form.
i Incertain circumstances, drug claims must be submitted on paper with a Pharmacy Special Handling Request (F-
13074 (04/2014)) form.
i Claims submitted with four or more NDCs (National Drug Codes) for compound and noncompound drugs with
specific and non-specific HCPCS (Healthcare Common Procedure Coding System) procedure codes.

Topic #15977

Submitting Multiple National Drug Codes per
Procedure Code

If two or more NDCs (National Drug Codes) are submitted for a single procedure code, the procedure code is required to be
repeated on separate details for each unique NDC. Whether hilling a compound or noncompound drug, the procedures for billing
multiple components (NDCs) with a single HCPCS (Healthcare Common Procedure Coding System) code are the same.

Claim Submission I nstructionsfor Claims With Two or Three National
Drug Codes

When two NDCs are submitted on a claim, a KP modifier (first drug of a multiple drug unit dose formulation) is required on the
first detail and a KQ modifier (second or subsequent drug of a multiple drug unit dose formulation) is required on the second
detail.

For example, if a provider administers 150 mg of Synagis, and a 100 mg vial and a 50 mg via were used, then the NDC from
each vid must be submitted on the claim. Although the vials have different NDCs, the drug has one procedure code, 90378
(Respiratory syncytial virus, monoclonal antibody, recombinant, for intramuscular use, 50 mg, each). In this example, the same
procedure code would be reported on two details of the claim and paired with different NDCs.

Procedure Code NDC NDC Description
90378 60574-4111-01 Synagis®— 100 mg
90378 60574-4112-01 Synagis®— 50 mg
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Example 1500 Health Insurance Claim Form
for Submitting Two National Drug Codes per Procedure Code
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When three NDCs are submitted on a claim, a KP modifier is required on the first detail, a KQ modifier on the second detail, and
the modifier should be left blank on the third detail.

For example, if a provider administers a mixture of 1 mg of hydromorphone HCI powder, 125 mg of bupivacaine HCI powder,
and 50 ml of sodium chloride 0.9 percent solution, each NDC is required on a separate detail. However, this compound drug
formulation is required to be billed under one procedure code, J3490 (Unclassified drugs), and the same procedure code must be
reported on three separate details on the claim and paired with different NDCs.

Procedure Code NDC NDC Description
J3490 00406-3245-57 Hydromorphone HCI Powder — 1 mg
J3490 38779-0524-03 Bupivacaine HCl Powder — 125 mg
J3490 00409-7984-13 Sodium Chloride 0.9% Solution — 50 ml

Example 1500 Health Insurance Claim Form
for Submitting Three National Drug Codes per Procedure Code
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Claims for provider-administered drugs with two or three NDCs may be submitted to ForwardHealth via the following methods:

The 837P (837 Hedlth Care Claim: Professional) transaction
PES (Provider Electronic Solutions) software

DDE (Direct Data Entry) on the ForwardHealth Portal

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

Claim Submission Instructionsfor Claimswith Four or More National Drug
Codes

When four or more components are reported, each component is required to be listed separately in a statement of ingredients on
an attachment that must be appended to a paper 1500 Health Insurance Claim Form.

Note: The reimbursement reduction for paper claims will not affect claims submitted on paper with four or more NDCs, as
described above.

Topic #4817
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Submitting Paper Attachmentswith Electronic Claims

Providers may submit paper attachments to accompany electronic claims and electronic claim adjustments. Providers should refer
to their companion guides 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 (10/2008)). Providers are required to indicate an ACN (attachment control number) for paper attachment(s) submitted
with electronic claims. (The ACN is an a phanumeric 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 #3885

UB-04 (CM S 1450) Claim Form Completion Instructions
for Home Health Services

Use the following claim form completion instructions, not the form locator descriptions printed on the claim form, to avoid claim
denial or inaccurate claim payment. Complete all form locators unless otherwise indicated. Do not include attachments unless
instructed to do so.

These instructions are for the completion of the UB-04 claim for BadgerCare Plus. For complete billing instructions, refer to the
National UB-04 Uniform Billing Manual prepared by the National Uniform Billing Committee (NUBC). The National UB-04
Uniform Billing Manual contains important coding information not available in these instructions. Providers may purchase the
National UB-04 Uniform Billing Manual by calling 312-422-3390 or by accessing the NUBC Web site.

BadgerCare Plus members receive a ForwardHealth identification card when initially enrolled in BadgerCare Plus. 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. Refer to the Online Handbook in the Provider area of the ForwardHealth Portal
for more information about verifying enrollment.

Note: Every code used on this claim form, even if the code is entered in a non-required form locator, is required to be avalid
code. In addition, each provider is solely responsible for the truthfulness, accuracy, timeliness, and completeness of claims relating
to reimbursement for services submitted to ForwardHealth.

When submitting paper claims, if the member has any other health insurance (for example, commercia heath insurance, Medicare,
Medicare Advantage Plans) sources, providers are required to complete and submit an Explanation of Medical Benefits form,
along with the completed paper claim.
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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

Form Locator 1 — Provider Name, Address, and Telephone Number

Enter the name of the provider submitting the claim and the provider's complete practice location address. The minimum
requirement is the provider's name, city, state, and ZIP+4 code. Do not enter a Post Office Box or a ZIP+4 code associated with
a PO Box. The name in Form Locator 1 must correspond with the NPI (National Provider Identifier) in Form Locator 56.

Form Locator 2 — Pay-to Name, Address, and ID (not required)

Form Locator 3a— Pat. Cntl # (optional)
Providers may enter up to 20 characters of the patient's internal office account number. This number will appear on BadgerCare
Plus remittance information.

Form Locator 3b — Med. Rec. # (optional)
Enter the number assigned to the patient's medical/health record by the provider. This number will appear on BadgerCare Plus
remittance information.

Form Locator 4 — Type of Bill
Enter the three-digit type of bill code. The first digit identifies the type of facility. The second digit classifies the type of care. The
third digit indicates the billing frequency. Providers of home health services should use one of the following type of bill codes:

32X: Home Health — Services under a plan of treatment

321 Inpatient admit through discharge claim
322: Interim bill — first claim

323: Interim bill — continuing claim

324 Interim bill — final claim

34X: Home Health — Services not under a plan of treatment

1 341 Inpatient admit through discharge claim

1 342: Interim bill — first claim

1 343: Interim bill — continuing claim

1 344: Interim bill — final claim

Form Locator 5— Fed. Tax No.

Data are required in this form locator for OCR (Optical Character Recognition) processing. Any information populated by a
provider's computer software is acceptable data for this form locator. If computer software does not automatically complete this
form locator, enter information such as the provider's federal tax identification number.

Form Locator 6 — Statement Covers Period (From - Through) (not required)
Form Locator 7— Unlabeled Field (not required)
Form Locator 8 a-b — Patient Name

Enter the member's last name and first name, separated by a space or comma, in Form Locator 8b. Use Wisconsin's EVS
(Enrollment Verification System) to obtain the correct spelling of the member's name. If the name or spelling of the name on the
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ForwardHealth card and the EV'S do not match, use the spelling from the EVS.

Form Locator 9 a-e — Patient Address

Data are required in this form locator for OCR processing. Any information populated by a provider's computer software is
acceptable data for this form locator (for example, "Same"). If computer software does not automatically complete this form
locator, enter information such as the member's complete address in field 9a.

Form Locator 10 — Birthdate
Enter the member's birth date in MMDDCCY'Y format (for example, September 25, 1975, would be 09251975).

Form Locator 11 — Sex
Specify that the member is male with a"M" or female with a"F." If a member's sex is unknown, enter "U."

Form Locator 12— Admission Date (not required)
Form Locator 13— Admission Hr (not required)

Form Locator 14 — Priority (Type) of Admission or Visit
Enter the appropriate admission type for the services rendered. Refer to the UB-04 Billing Manual for more information.

Form Locator 15— Point of Origin for Admission or Visit
Enter the code indicating the source of this admission. Refer to the UB-04 Billing Manual for more information.

Form Locator 16 — DHR (not required)

Form Locator 17 — Patient Dischar ge Status (not required)

Form Locators 18-28 — Condition Codes (required, if applicable)

Enter a code(s) to identifying conditions relating to this claim, if appropriate. Refer to the UB 04 Uniform Billing Manual for alist
of condition codes.

Form Locator 29 — ACDT State (not required)

Form Locator 30 — Unlabeled Field (not required)

Form Locators 31-34 — Occurrence Code and Date (required, if applicable)

If appropriate, enter the code and associated date defining a significant event relating to this claim that may affect payer
processing. All dates must be printed in the MMDDY'Y format. Refer to the UB-04 Billing Manual for more information.
Form Locator 35-36 — Occurrence Span Code (From - Through) (not required)

Form Locator 37 — Unlabeled Field (not required)

Form Locator 38 — Responsible Party Name and Address (not required)

Form Locators 39-41 a-d — Value Code and Amount (not required)

Form Locator 42 — Rev. Cd.

Enter the appropriate four-digit revenue code as defined by the NUBC that identifies a specific accommodation or ancillary
service. Refer to home health services publications or the UB-04 Billing Manual for information and codes.

Form Locator 43 — Description

Do not enter any dates in this form locator.
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Form Locator 4 — HCPCS/Rate/HI PPS Code

Enter the appropriate five-digit procedure code, followed by the modifiers. Modifiers may include start-of - shift modifiers and
subsequent visit modifiers. No more than four modifiers per detail line may be entered. Separate the modifier(s) with commas.
Refer to the Online Handbook for appropriate modifiers.

Form Locator 45 — Serv. Date
Enter the single "from" DOS (date of service) in MMDDY'Y format in this form locator.

Form Locator 46 — Serv. Units
Enter the number of covered accommodations, ancillary units of service, or visits, where appropriate.

Form Locator 47 — Total Charges (by Accommaodation/Ancillary Code Category)
Enter the usual and customary charges pertaining to the related procedure code for the current billing period as entered in Form
Locators 43 and 45.

Form Locator 48 — Non-covered Charges (not required)
Form Locator 49 — Unlabeled Field

Enter the "to" DOS in DD format. A range of consecutive dates may be indicated only if the revenue code, the procedure code
(and modifiers, if applicable), the service units, and the charge were identical for each date within the range.

Detail Line 23

PAGE __ OF
Enter the current page number in the first blank and the total number of pagesin the second blank. This information must be
included for both single- and multiple-page claims.

CREATION DATE (not required)

TOTALS
Enter the sum of all charges for the claim in this field. If submitting a multiple-page claim, enter the total charge for the claim (i.e.,
the sum of all details from al pages of the claim) only on the last page of the claim.

Form Locator 50 A-C — Payer Name
Enter all health insurance payers here. Enter "T19" for Medicaid and the name of the commercial health insurance, if applicable. If
submitting a multiple-page claim, enter health insurance payers only on the fir st page of the claim.

Form Locator 51 A-C — Health Plan ID (not required)
Form Locator 52 A-C — Rel. Info (not required)
Form Locator 53 A-C — Asg. Ben. (not required)

Form Locator 54 A-C — Prior Payments (not required)
Thisinformation is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia heath insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer listed in Form Locator 50 A-C as an attachment(s) to their completed
claim.
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Form Locator 55 A-C — Est. Amount Due (not required)

Form Locator 56 — NPI
Enter the provider's NPI. The NPI in Form Locator 56 should correspond with the name in Form Locator 1.

Form Locator 57 — Other Provider ID (not required)

Form Locator 58 A-C — Insured’'s Name

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

Form Locator 59 A-C — P. Rel (not required)

Form Locator 60 A-C — Insured'sUnique|D

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

Form Locator 61 A-C — Group Name (not required)

Form Locator 62 A-C — Insurance Group No. (not required)

Form Locator 63 A-C — Treatment Authorization Codes (not required)

Form Locator 64 A-C — Document Control Number (not required)

Form Locator 65 A-C — Employer Name (not required)

Form Locator 66 — Dx (not required)

Form Locator 67 — Principal Diagnosis Code and Present on Admission Indicator

Enter the vaid, most specific ICD (International Classification of Diseases) code describing the principal diagnosis (for example,
the condition established after study to be chiefly responsible for causing the admission or other health care episode). Do not enter
manifestation codes as the principal diagnosis; code the underlying disease first. The principa diagnosis may not include External
Cause of Morbidity codes.

Form Locators 67A-Q —Other Diagnosis Codes and Present on Admission I ndicator

Enter valid, most specific ICD diagnosis codes corresponding to additional conditions that coexist at the time of admission, or
develop subsequently, and that have an effect on the treatment received or the length of stay. Diagnoses that relate to an earlier
episode and have no bearing on this episode are to be excluded. Providers should prioritize diagnosis codes as relevant to this
claim.

Form Locator 68 — Unlabeled Field (not required)

Form Locator 69 — Admit Dx (not required)

Form Locator 70 — Patient Reason Dx (not required)

Form Locator 71 — PPS Code (not required)

Form Locator 72— ECI (not required)

Form Locator 73— Unlabeled Field (not required)

Published Policy Through April 30, 2021

Home Health Page 50 of 356



Wisconsin Medicaid

Form Locator 74 — Principal Procedure Code and Date (not required)
Form Locator 74a-e — Other Procedure Code and Date (not required)
Form Locator 75— Unlabeled Field (not required)

Form Locator 76 — Attending
Enter the attending physician's NPI. In addition, include the last and first name of the attending physician.

Form Locator 77 — Operating (not required)

Form Locators 78 and 79 — Other Provider Name and | dentifiers

Enter the referring provider's NP, followed by "DN" in the qualifier field and the last and first names of the provider in the
appropriate fields. If arendering provider is required on the claim, enter the rendering provider's NPI, followed by "82" in the
qualifier field and the last and first names of the provider in the appropriate fields.

Form Locator 80 — Remarks (not required)

Commercial Health Insurance Billing I nformation

Thisinformation is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia heath insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate

Explanation of Medical Benefits form for each other payer listed in Form Locator 50 A-C as an attachment(s) to their completed
clam.

Form Locator 81 a-d — CC
If the billing provider's NPl was indicated in Form Locator 56, enter the qualifier "B3" in the first field to the right of the form
locator, followed by the appropriate 10-digit provider taxonomy code on file with ForwardHealth in the second field.

Note: Providers should use qualifier "PXC" when submitting an electronic claim using the 8371 (837 Health Care Claim:
Institutional) transaction. For further instructions, refer to the companion guide for the 8371 transaction.

Topic #11677

Uploading Claim AttachmentsViathe Portal

Providers are able to upload attachments for most claims via the secure Provider area of the ForwardHealth Portal. This allows
providers to submit al components for claims electronically.

Providers are able to upload attachments via the Portal when a claim is suspended and an attachment was indicated but not yet

received. Providers are able to upload attachments for any suspended claim that was submitted electronically. Providers should
note that all attachments for a suspended claim must be submitted within the same business day.

Claim Types
Providers will be able to upload attachments to claims via the Portal for the following claim types:

1 Professional.
1 Ingtitutional.
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1 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:
1 JPEG (Joint Photographic Experts Group) (,jpg or .jpeg).
1 PDF (Portable Document Format) (.pdf).
1 Rich Text Format (.rtf).
1 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 aso be included, a feature button will
appear and link to the DDE claim screen where attachments can be uploaded.

Providers are till required to indicate on the DDE claim that the claim will include an attachment via the " Attachments" panel.
Claims will suspend for 30 days before denying for not receiving the attachment.

Claims Submitted by Provider Electronic Software and 837 Health Care Claim Transactions

Providers submitting claims via 837 (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.
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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 (F-13047 (08/2015)) form with a paper claim or an Adjustment/Reconsideration
Reguest (F-13046 (08/2015)) form to override the submission deadline. If claims or adjustment requests are submitted
electronically, 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 (08/2015)) cannot be appealed. Providers may resubmit the claim to
Timely Filing if both of the following occur:

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

Topic #744
Submission
To receive consideration for an exception to the submission deadline, providers are required to submit the following:

1 A properly completed Timely Filing Appeals Request (F-13047 (08/2015)) form for each claim and each adjustment to
alow for documentation of individua claims and adjustments submitted to ForwardHealth

1 A legible claim or Adjustment/Reconsideration Request (F-13046 (08/2015)) form

1 All required documentation as specified for the exception to the submission deadline

1 A properly completed Explanation of Medical Benefits form for paper claims and paper claim adjustments where other
health insurance sources are indicated

Note: Providers are reminded to complete and submit the most current versions of these forms supported by ForwardHealth.

To receive consideration for an exception, a Timely Filing Appeals Request form must be received by ForwardHealth before the
applicable submission deadlines specified for the exception.

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

(place of service) code, and all other required claims data elements 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 Reguests is contingent upon the claim or adjustment request meeting program requirements for the DOS.
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The following table lists the filing deadlines and additional documentation requirements as they correspond to each of the eight
allowable exceptions.

Changein Nursing Home Resident's L evel of Care or Liability Amount

Submission
Address

This exception occurs when anursing To receive consideration, the request must be submitted within 455 | ForwardHealth

home claim isinitially received within the days from the DOS. Include the following documentation as part of | Timely Filing

submission deadline and reimbursed the request: Ste 50

Description of the Exception Documentation Requirements

incorrectly due to a change in the 313 Blettner
member's authorized LOC (level of care) 1 The correct liability amount or LOC must be indicated on the Blvd

Adjustment/Reconsideration Request (F-13046 (08/15))

or liability amount. Madison Wi

form. 53784
1 The most recent claim number (also known as the ICN

(internal control number)) must be indicated on the
Adjustment/Reconsideration Request form. This number may
be the result of a ForwardHealth-initiated adjustment.

1 A copy of the Explanation of Medical Benefits form, if

applicable.
Decision Made by a Court, Fair Hearing, or the Wisconsin Department of Health Services
Description of the Exception Documentation Requirements Sibdnalrsis)n
This exception occurs when adecision is | To receive consideration, the request must be submitted within 90  |ForwardHealth
made by acourt, fair hearing, or the days from the date of the decision of the hearing. Include the Timely Filing
Wisconsin DHS (Department of Health  following documentation as part of the request: Ste 50
Services). 313 Blettner
1 A complete copy of the decision notice received from the Blvd
court, fair hearing, or DHS Madison Wi
53784

Denial Due to Discrepancy Between the Member's Enrollment I nformation in ForwardHealth inter Change and the
Member's Actual Enrollment
Submission
Address
This exception occurswhenaclamis  To receive consideration, the request must be submitted within 455 | ForwardHealth

Description of the Exception Documentation Requirements

initialy received by the deadline butis | days from the DOS. Include the following documentation as part of | Good

denied due to a discrepancy between the the request: Faith/Timely
member's enrollment information in Filing
ForwardHealth interChange and the 1 A copy of remittance information showing the claim was Ste 50

member's actual enrollment. submitted in a timely manner and denied with a qualifying 313 Blettner

enrollment-related explanation. Blvd
1 A photocopy of one of the following indicating enrollment on -\ 1 ~ison Wi
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the DOS:

i Temporary |dentification Card for Express Enrollment
in BadgerCare Plus

i Temporary |dentification Card for Express Enrollment
in Family Planning Only Services

i The response received through Wisconsin's EVS
(Enrollment Verification System) from a commercial
eligibility vendor

i The transaction log number received through WiCall

i The enrollment tracking number received through the
ForwardHealth Portal

Forwar dHealth Reconsider ation or Recoupment

Description of the Exception Documentation Requirements

This exception occurs when If a subsequent provider submission is required, the request must be
ForwardHealth reconsiders a previously  submitted within 90 days from the date of the RA (Remittance
processed claim. ForwardHealth will

initiate an adjustment on a previously paid request:

Advice) message. Include the following documentation as part of the

claim.
1 A copy of the RA message that shows the ForwardHealth-

initiated adjustment
1 A copy of the Explanation of Medical Benefits form, if

applicable

Retroactive Enrollment for Personson General Relief

Description of the Exception Documentation Requirements

This exception occurs when theincome | To receive consideration, the request must be submitted within 180
maintenance or tribal agency requestsa | days from the date the backdated enrollment was added to the
return of a GR (general relief) payment  member's enrollment information. Include the following

from the provider because a member has ' documentation as part of the request:

become retroactively enrolled for
Wisconsin Medicaid or BadgerCare 1 A copy of the Explanation of Medical Benefits form, if
Pl applicable
And
1 "GR retroactive enrollment” indicated on the claim
Or

1 A copy of the letter received from the income maintenance or
tribal agency

M edicare Denial Occurs After the Submission Deadline

Home Health Published Policy Through April 30, 2021
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53784

Submission

Address
ForwardHealth
Timely Filing
Ste 50
313 Blettner
Blvd
Madison Wi
53784

Submission

Address
ForwardHealth
GR Retro
Eligibility
Ste 50
313 Blettner
Blvd
Madison Wi
53784
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Description of the Exception Documentation Requirements

This exception occurs when claims To receive consideration, the request must be submitted within 90
submitted to Medicare (within 365 days  days of the Medicare processing date. Include the following

of the DOS) are denied by Medicare
after the 365-day submission deadline. A

waiver of the submission deadline will not

documentation as part of the request:

1 A copy of the Medicare remittance information
1 A copy of the Explanation of Medical Benefits form, if

be granted when Medicare denies aclaim
applicable

for one of the following reasons:

1 The charges were previously
submitted to Medicare.

1 The member name and
identification number do not
match.

1 The services were previously
denied by Medicare.

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

Refund Request from an Other Health Insurance Sour ce

Description of the Exception Documentation Requirements

This exception occurs when an other To receive consideration, the request must be submitted within 90

health insurance source reviews a days from the date of recoupment notification. Include the following
previoudly paid claim and determines that | documentation as part of the request:

reimbursement was inappropriate.
1 A copy of the recoupment notice

1 An updated Explanation of Medical Benefits form, if
applicable

Note: When the reason for resubmitting is due to Medicare
recoupment, ensure that the associated Medicare disclaimer code
(i.e., M-7 or M-8) isincluded on the updated Explanation of
Medical Benefits form.

Retroactive Member Enrollment into Medicaid

Description of the Exception Documentation Requirements

This exception occurs when a claim To receive consideration, the request must be submitted within 180

cannot be submitted within the days from the date the backdated enrollment was added to the
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Submission

Address
ForwardHealth
Timely Filing
Ste 50
313 Blettner
Blvd
Madison WI
53784

Submission

Address
ForwardHealth
Timely Filing
Ste 50
313 Blettner
Blvd
Madison WI
53784

Submission
Address
ForwardHealth

Timely Filing
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submission deadline due to a delay in the  member's enrollment information. In addition, retroactive enroliment | Ste 50
determination of a member's retroactive  \must be indicated by selecting "Retroactive member enrollment for | 313 Blettner

enrollment. ForwardHealth (attach appropriate documentation for retroactive  Blvd
period, if available)" box on the Timely Filing Appeals Request (F- | Madison WI
13047 (08/15)) form. 53784
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Coordination of Benefits
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Archive Date:05/03/2021

Coordination of Benefits;Commercial Health I nsurance

Topic #595

Assignment of I nsurance Benefits

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

Other hedth insurance (for example, commercia health insurance, Medicare, Medicare Advantage Plans) companies may permit
reimbursement to the provider or member. Providers should verify whether other health insurance benefits may be assigned to the
provider. Asindicated by the other health insurance, providers may be required to obtain approval from the member for this
assignment of benefits.

If the provider is assigned benefits, providers should bill the other health insurance.
If the member is assigned insurance benefits, it is appropriate to submit a claim to ForwardHealth without billing the other health

insurance. In thisinstance providers should indicate the appropriate other insurance indicator or complete the Explanation of
Medical Benefits form, as applicable. ForwardHealth will bill the other health insurance.

Topic #344

Claimsfor Services Denied by Commercial Health
| nsurance

If commercia health insurance denies or recoups payment for services that are covered by BadgerCare Plus and Wisconsin
Medicaid, the provider may submit a claim for those services. To allow payment in this situation, providers are encouraged to
follow the requirements (e.g., request PA (prior authorization) before providing the service for covered services that require PA).
If the requirements are followed, ForwardHealth may reimburse for the service up to the allowed amount (less any payments
made by other health insurance sources).

Note: The provider isrequired to demonstrate that a correct and complete claim was denied by the commercia health insurance
company for areason other than that the provider was out of network.

Topic #598

Commercial Fee-for-Service

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

When commercia health insurance plans give the member the option of getting care within or outside a provider network, non-
network providers may be reimbursed by the commercial health insurance company for covered services if they follow the
commercia health insurance plan's billing rules.

Topic #601
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Definition of Commercial Health I nsurance

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

Common types of commercial health insurance include HMOs, PPOs (preferred provider organizations), POS (point-of-service)
plans, Medicare Advantage plans, Medicare supplemental plans, dental plans, vision plans, HRAs (health reimbursement
accounts), and LTC (long term care) plans. Some commercial health insurance providers restrict coverage to a specified group of
providersin a particular service area.

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

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

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

Topic #602

Discounted Rates

Providers of services that are discounted by other health insurance (for example, commercial health insurance, Medicare,
Medicare Advantage Plans) should include the following information on claims or on the Explanation of Medical Benefits form, as
applicable:

1 Their usual and customary charge

1 The appropriate claim adjustment reason code, NCPDP (Nationa Council for Prescription Drug Programs) reject code, or
other insurance indicator

1 Theamount, if any, actually received from other health insurance as the amount paid by other health insurance

Topic #596

Exhausting Commer cial Health I nsurance Sour ces

Providers are required to exhaust commercia health insurance sources before submitting claims to ForwardHealth. Thisis
accomplished by following the process indicated in the following steps. Providers are required to prepare complete and accurate
documentation of efforts to bill commercial health insurance to substantiate other insurance indicators used on any claim.

Step 1. Determineif the Member Has Commer cial Health I nsurance
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If Wisconsin'sEVS (Enrollment Verification System) does not indicate that the member has commer cial health
insurance, the provider may submit a claim to ForwardHealth unless the provider is otherwise aware of commercia health
insurance coverage.

If the member disputestheinformation asit isindicated in the EV'S, the provider should submit a real-time Other
Coverage Discrepancy Report via the ForwardHealth Portal or submit a completed Commercial Other Coverage Discrepancy
Report (F-01159 (04/2017)) form. Unless the service does not require other health insurance billing, the provider should alow at
least two weeks before proceeding to Step 2.

Step 2. Determineif the Service Requires Other Health Insurance Billing
If the service requires other health insurance billing, the provider should proceed to Step 3.
If the service does not require other health insurance billing, the provider should proceed in one of the following ways:

1 The provider is encouraged to hill commercial health insurance if they believe that benefits are available. Reimbursement
from commercial health insurance may be greater than the Medicaid-allowed amount. If billing commercial health insurance
first, the provider should proceed to Step 3.

1 The provider may submit a claim without indicating an other insurance indicator on the claim or on the Explanation of
Medical Benefits form, as applicable.

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

Step 3. Identify Assignment of Commer cial Health Insurance Benefits

The provider should verify whether commercial health insurance benefits may be assigned to the provider. (As indicated by
commercial health insurance, the provider may be required to obtain approval from the member for this assignment of benefits.)

The provider should proceed in one of the following ways:

1 If the provider isassigned benefits, the provider should bill commercia health insurance and proceed to Step 4.

1 If themember isassigned insurance benefits, the provider may submit a claim (without billing commercia health
insurance) using the appropriate other insurance indicator or complete the Explanation of Medical Benefits form, as
applicable.

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

Step 4. Bill Commercial Health Insurance and Follow Up

If commercial health insurance denies or partially reimbursesthe provider for the claim, the provider may proceed to
Step 5.

If commercial health insurance does not respond within 45 days, the provider should follow up the origina claim with an
inquiry to commercial health insurance to determine the disposition of the claim. If commercial health insurance does not respond
within 30 days of the inquiry, the provider may proceed to Step 5.

Step 5. Submit Claim to ForwardHealth
If only partial reimbursement isreceived, if the correct and complete claim is denied by commercial health insurance,

or if commercial health insurance does not respond to the original and follow-up claims, the provider may submit aclaim
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to ForwardHealth using the appropriate other insurance indicator or complete the Explanation of Medical Benefits form, as
applicable. Commercial remittance information should not be attached to the claim.

Topic #18497

Explanation of M edical Benefits Form Requirement

An Explanation of Medical Benefits (F-01234 (04/2018)) form must be included for each other payer when other health
insurance (for example, commercial health insurance, Medicare, Medicare Advantage Plans) sources 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 Medical Benefits form.

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

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

The Explanation of Medical Benefits form requirement for paper claims and adjustments is intended to help ensure consistency
with electronic claims and adjustments submitted via the ForwardHeal th Portal or using an 837 (837 Hedth 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 afew instances, Wisconsin Medicaid, BadgerCare Plus, SeniorCare, and WCDP are payers of last resort for any
covered service. Therefore, providers are required to make a reasonable effort to exhaust all other existing health insurance
sources before submitting claims to ForwardHealth or to a state-contracted 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 #263

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

1 Children enrolled in acommercial managed care plan by a noncustodial parent if the custodia parent refuses to use the
coverage

1 Members enrolled in a commercial managed care plan who reside outside the service area of the managed care plan

1 Members enrolled in a commercial managed care plan who enter a nursing facility that limits the member's access to
managed care providers

In these situations, Wisconsin Medicaid will reimburse services covered by both BadgerCare Plus or Medicaid and the
commercial managed care plan even though the services are obtained from providers outside the plan.

When submitting claims for these members, providers should do one of the following:
1 Indicate the other insurance information on the Explanation of Medical Benefits Form for paper claims

1 Refer to the Wisconsin PES (Provider Electronic Solutions) manual or the appropriate 837 (837 hedlth care claim)
companion guide to determine the appropriate other insurance indicator for electronic clams

Topic #604

Non-Reimbur sable Commercial Health | nsurance
Services

Providers are not reimbursed for the following:

1 Services covered by acommercia health insurance plan, except for coinsurance, copayment, or deductible
1 Services for which providers contract with a commercial health insurance plan to receive a capitation payment for services

Topic #605

Other Insurance Indicators

Other insurance indicators are used to report results of commercial health insurance hilling and to report when existing insurance
was not billed according to Wisconsin Medicaid expectations. Providers are required to use these indicators as applicable on
professional, ingtitutional, or dental claims or on the Explanation of Medical Benefits form, as applicable, submitted for members
with commercial health insurance. The intentional misuse of other insurance indicators to obtain inappropriate reimbursement
constitutes fraud.

Other insurance indicators identify the status and availability of commercial health insurance. The indicators allow providers to be
reimbursed correctly when the following occur:

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

1 Commercia health insurance does not cover the service provided.

1 Full or partial payment was made by commercial health insurance.

Code Description
OI-P PAID in part or in full by commercia health insurance, and/or was applied toward the deductible,
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coinsurance, copayment, blood deductible, or psychiatric reduction. Indicate the amount paid by commercia
health insurance to the provider or to the insured.

OI-D DENIED by commercial health insurance following submission of a correct and complete claim. Do not use
this code unless the claim was actually billed to the commercial health insurer.

OI-Y YES, the member has commercia health insurance coverage, but it was not billed for reasons including, but
not limited to, the following:

1 The member denied coverage or will not cooperate.

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

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

1 Benefits are exhausted.

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

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

1 Wisconsin's EVS (Enrollment Verification System) indicates no commercial health insurance for the DOS (date of service).

1 The service does not require other health insurance hilling.

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

Documentation Requirements

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

Topic #603

Services Not Requiring Commercial Health Insurance
Billing
Providers are not required to hill 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

In-home mental health/substance abuse treatment services for children (HealthCheck "Other Services") rendered by
providers at the less than bachelor degree level, bachelor's degree level, QTT (qualified treatment trainee) level, or certified
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psychotherapist level

Persona care services

PNCC (prenatal care coordination) services
Preventive pediatric services

SMV (specialized medica vehicle) services

Topic #769

Services Requiring Commercial Health I nsurance Billing

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

Ambulance services, if provided as emergency services

Anesthetist services

Audiology services, unless provided in a nursing home or SNF (skilled nursing facility)

Behavioral treatment

Blood bank services

Chiropractic services

Dental services

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

Home health services (excluding PC (personal care) services)

Hospice services

Hospital services, including inpatient or outpatient

Independent nurse, nurse practitioner, or nurse midwife services

Laboratory services

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

In-home mental heal th/substance abuse treatment services for children (HealthCheck "Other Services') rendered by
providers at the master's degree level, doctoral level, and psychiatrist level

Outpatient menta health/substance abuse services

Mental health/substance abuse day treatment services, including child and adolescent day treatment

Narcotic treatment services

PT (physical therapy), OT (occupational therapy), and SLP (speech and language pathology) services, unless provided in a
nursing home or SNF

Physician assistant services

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

Pharmacy services for members with verified drug coverage

Podiatry services

PDN (private duty nursing) services

Radiology services

RHC (rural hedlth clinic) services

Skilled nursing home care, if any DOS (date of service) iswithin 120 days of the date of admission; if benefits greater than
120 days are available, the nursing home is required to continue to bill for them until those benefits are exhausted
Vision services over $50, unless provided in a home, nursing home, or SNF

If ForwardHealth indicates the member has other vision coverage, the provider is required to hill the following services to
commercia health insurance before submitting claims to ForwardHealth:

Home Health

Ophthalmology services
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1 Optometrist services

If ForwardHedlth indicates the member has Medicare supplemental plan coverage, the provider is required to bill the following
services to commercial health insurance before submitting claims to ForwardHealth:

1 Alcohol, betadine, and/or iodine provided by a pharmacy or medical vendor
1 Ambulance services

1 Ambulatory surgery center services
1 Breast reconstruction services
1 Chiropractic services

1 Dental anesthesia services
1 Home health services (excluding PC services)

1 Hospital services, including inpatient or outpatient

1 Medicare-covered services

1 Osteopath services

1 Physician services

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

ForwardHealth has identified services requiring Medicare Advantage hilling.
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M edicare

Topic #664

Acceptance of Assignment

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

A Medicare-enrolled provider performing a Medicare-covered service for adual eligible or QMB-Only (Qualified Medicare
Beneficiary-Only) member is required to accept assignment of the member's Medicare Part A benefits. Therefore, Wisconsin
Medicaid's total reimbursement for a Medicare Part A-covered inpatient hospital service (i.e., any amount paid by other health
insurance sources, any copayment or deductible amounts paid by the member, and any amount paid by Wisconsin Medicaid or
BadgerCare Plus) may not exceed the Medicare-allowed amount.

Topic #666

Claims Denied for Errors

Medicare claims that were denied for provider billing errors must be corrected and resubmitted to Medicare before the claim may
be submitted to ForwardHealth.

Topic #668

Claims Processed by Commercial Health Insurance T hat
|s Secondary to Medicare

If acrossover claim is also processed by commercia health insurance that is secondary to Medicare (e.g., Medicare
supplementa), the claim will not be forwarded to ForwardHealth. After the claim has been processed by the commercial health
insurance, the provider should submit a provider-submitted crossover claim to ForwardHealth with the appropriate other
insurance indicator or Explanation of Medical Benefits form, as applicable.

Topic #670

Claims That Do Not Require Medicare Billing

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

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

In these situations, providers should not indicate a Medicare disclaimer code on the claim.
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Topic #704

Claims That Fail to Cross Over

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

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

1 The hilling provider's NPI has not been reported to ForwardHeal th.

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

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

If automatic crossover claims do not appear on the ForwardHealth and/or the MCO's (managed care organization) RA after 30
days of the Medicare processing date, providers are required to resubmit the claim directly to ForwardHealth or the MCO using
the NPI that was reported to ForwardHealth as the primary NPI. Additionally, the taxonomy code and the ZIP+4 code of the
practice location on file with ForwardHealth are required when additional data is needed to identify the provider.

Topic #667

Claimsfor Services Denied by Medicare

If Medicare denies or recoups payment for services provided to dual eligibles that are covered by BadgerCare Plus or Wisconsin
Medicaid, the provider may submit a claim for those services directly to ForwardHealth. To allow payment by ForwardHealth in
this situation, providers are encouraged to follow BadgerCare Plus and Medicaid requirements (e.g., request PA (prior
authorization) before providing the service for covered services that require PA). If the requirements are followed, ForwardHealth
may reimburse for the service up to the allowed amount (less any payments made by other health insurance sources).

Topic #671

Crossover Claims

A Medicare crossover claim is aMedicare-alowed claim for adual eligible or QMB-Only (Qualified Medicare Beneficiary-Only)
member sent to ForwardHealth for payment of coinsurance, copayment, and deductible.

Submit Medicare claims first, as appropriate, to one of the following:

Medicare Part A fiscal intermediary

Medicare Part B carrier

Medicare DME (durable medical equipment) regiona carrier

Medicare Advantage Plan or Medicare Cost Plan

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

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

1 Automatic crossover claims

Home Health Published Policy Through April 30, 2021 Page 68 of 356



Wisconsin Medicaid

1 Provider-submitted crossover claims

Automatic Crossover Claims

An automatic crossover claim is aclaim that Medicare automatically forwards to ForwardHealth by the COBC (Coordination of
Benefits Contractor).

Claims will be forwarded if the following occur:

1 Medicare has identified that the services were provided to a dua eligible or a QMB-Only member.
1 Theclaimisfor amember who is not enrolled in a Medicare Advantage Plan.

Providers are advised to wait 30 days before billing for claims submitted to Medicare to allow time for the automatic crossover
process to complete. If automatic crossover claims do not appear on the ForwardHealth and/or the MCO (managed care
organization)'s RA (Remittance Advice) after 30 days of the Medicare processing date, providers are required to resubmit the
claim directly to ForwardHealth or the MCO using the NPI (National Provider Identifier) that was reported to ForwardHealth as
the primary NPI.

If the serviceis covered by the MCO, the ForwardHealth RA will indicate EOB (Explanation of Benefits) code 0287 (Member is
enrolled in a State-contracted managed care program). If the service is covered on a fee-for-service basis, the MCO RA will
indicate that the service is not covered. If the crossover claim is submitted without error, the responsible entity (either
ForwardHealth or the MCO) will process the claim to a payable status.

Provider-Submitted Crossover Claims

A provider-submitted crossover claimis a Medicare-alowed claim that a provider directly submits to ForwardHealth when the
Medicare claim did not automatically cross over. Providers should submit a provider-submitted crossover claim in the following
sSituations:

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

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

1 The claimisfor amember who was not enrolled in BadgerCare Plus or Wisconsin Medicaid at the time the service was
submitted to Medicare for payment, but the member was retroactively determined enrolled in BadgerCare Plus or
Medicaid.

1 Theclaimisfor amember who is enrolled in a Medicare Advantage Plan or Medicare Cost Plan.

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

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

1 The NPI that ForwardHealth has on file for the provider
1 The taxonomy code that ForwardHealth has on file for the provider
1 The ZIP+4 code that corresponds to the practice location address on file with ForwardHealth

Providers may initiate a provider-submitted claim in one of the following ways.

1 DDE (Direct Data Entry) through the ForwardHealth Provider Portal
1 8371 (837 Hedlth Care Claim: Ingtitutional) transaction, as applicable

1 837P (837 Health Care Claim: Professional) transaction, as applicable
1 PES (Provider Electronic Solutions) software
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1 Paper claim form

Topic #672

Definition of Medicare

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

Medicare coverage is divided into four parts:

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

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

1 Part C (i.e., Medicare Advantage). A commercia health plan that acts for Medicare Parts A and B, and sometimes
Medicare Part D, for all Medicare covered services except hospice. Medicare Part A continues to provide coverage for
hospice services. There are limitations on coverage outside of the carrier's provider network.

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

Topic #684

Dual Eligibles

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

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

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

Topic #669

Exhausting M edicare Coverage

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

Adjustment Request for Crossover Claim

The provider may submit a paper or electronic adjustment request. If submitting a paper Adjustment/Reconsideration Request (F-
13046 (08/2015)) form, the provider should complete and submit the Explanation of Medical Benefits form, as applicable.
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Provider-Submitted Crossover Claim

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

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

1 ForwardHealth denied the automatic crossover claim, and additional information may alow payment.

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

1 Theclaimisfor amember who is enrolled in Medicare and commercial health insurance that is secondary to Medicare (for
example, Medicare Supplemental).

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

payment, but the member was retroactively enrolled.”

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

1 For electronic claims, indicate the Medicare payment.
1 For paper claims, complete the Explanation of Medical Benefits form.

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

1 Refrain from submitting the claim to ForwardHealth until after the claim has been processed by the commercial health
insurance.
1 Indicate the appropriate other insurance indicator on the claim or the Explanation of Medical Benefits form, as applicable.

" In this situation, atimely filing appeals request may be submitted if the services provided are beyond the claims submission
deadline. The provider is required to indicate "retroactive enrollment” on the provider-submitted crossover claim and submit the
claim with the Timely Filing Appeals Request (F-13047 (08/2015)) form and Explanation of Medical Benefits form, as applicable.
The provider is required to submit the timely filing appeals request within 180 days from the date the backdated enrolIment was
added to the member'sfile,

Claim for Services Denied by Medicare

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

1 Bill commercia hedth insurance, if applicable.

1 Submit a claim to ForwardHealth using the appropriate Medicare disclaimer code. If applicable, the provider should
indicate the appropriate other insurance indicator on the claim or the Explanation of Medical Benefits form, as applicable. A
copy of Medicare remittance information should not be attached to the claim.

Crossover Claim Previoudy Reimbur sed

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

1 Medicare reconsiders services that were previously not allowed.
1 Medicare retroactively determines a member digible.

In these situations, the provider should proceed as follows:

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

Topic #687

M edicare Advantage

Medicare services may be provided to dual eligibles or QMB-Only (Qualified Medicare Beneficiary-Only) members on afee-for-
service basis or through a Medicare Advantage Plan. Medicare Advantage Plans have a specia arrangement with the federal

CMS (Centers for Medicare and Medicaid Services) and agree to provide all Medicare benefits to Medicare beneficiaries for a
fee. Providers may contact Medicare for alist of Medicare Advantage Plans in Wisconsin and the insurance companies with
which they are associated.

ForwardHealth has identified services requiring Medicare Advantage billing.

Paper Crossover Claims

Providers are required to complete and submit an Explanation of Medical Benefits form, along with provider-submitted paper
crossover claims for services provided to members enrolled in a Medicare Advantage Plan.

Reimbur sement Limits

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

Topic #20677

M edicar e Cost

Providers are required to bill the following services to the Medicare Cost Plan before submitting claims to ForwardHealth if the
member was enrolled in the Medicare Cost Plan at the time the service was provided:

1 Ambulance services

1 ASC (ambulatory surgery center) services

1 Chiropractic services

1 Dental anesthesia services

1 Home health services (excluding PC (personal care) services)

1 Hospitd services, including inpatient or outpatient

1 Medicare-covered services

1 Osteopath services

1 Physician services

Providers who are not within the member's Medicare Cost network and are not providing an emergency service or Medicare-
allowed service with areferral may submit a claim to traditional Medicare Part A or Medicare Part B for the Medicare-allowed
service prior to billing ForwardHealth.

Topic #688

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

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

When submitting a claim for a covered service that was denied by Medicare, providers should resubmit the claim directly to
ForwardHealth using the appropriate Medicare disclaimer code on the claim or the Explanation of Medical Benefits form, as
applicable.

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, SOI (spell of illness), or yearly allotment of available benefitsis
exhausted.

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

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

1 The member is eligible for Medicare Part A.

1 The serviceis 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):

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

1 The member is eligible for Medicare Part B.

1 The serviceis 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 MedicarePart A, use M-8 in the following instances (all three criteria must be met):

1 The provider isidentified in ForwardHealth files as enrolled in Medicare Part A.
1 The member is eligible for Medicare Part A.
1 The serviceisusualy 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):

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

Documentation Requirements

Providers are required to prepare and maintain truthful, accurate, complete, legible, and concise documentation of efforts to hill
Medicare to substantiate Medicare disclaimer codes used on any claim, according to Wis. Admin. Code 8 DHS 106.02(9)(a).

Topic #8457

Medicare L ate Fees

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

ForwardHealth considers a late fee part of Medicare's paid amount for the claim because Medicare would have paid the
additional amount if the claim had been submitted before the Medicare claim submission deadline. ForwardHealth will not
reimburse providers for late fees assessed by Medicare.

Resubmitting M edicare Crossover Claimswith Late Fees

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

Paper Claim Submissions

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

Electronic Claim Submissions

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

For example, the Medicare remittance information reports the following amounts for a crossover claim:

1 Billed Amount; $110.00

1 Allowed Amount: $100.00
1 Coinsurance: $20.00

1 Late Fee: $5.00

1 Paid Amount: $75.00

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

Home Health Published Policy Through April 30, 2021 Page 74 of 356



Wisconsin Medicaid

Topic #689

M edicare Provider Enrollment

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

Servicesfor Dual Eligibles

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

1 They provide aMedicare Part A serviceto adual eligible.
1 They can be enrolled in Medicare.

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

Servicesfor Qualified M edicar e Beneficiary-Only Members

Because QMB-Only (Qualified Medicare Beneficiary-Only) members receive coverage from Wisconsin Medicaid only for
services allowed by Medicare, providers who are not enrolled in Medicare are required to refer QMIB-Only members to another
Medicaid-enrolled provider who is enrolled in Medicare.

Topic #690

Medicare Retroactive Eligibility — Member

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

Topic #692

Qualified M edicar e Beneficiary-Only Members

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

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

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

1 Medicare does not cover the service.
1 The provider is not enrolled in Medicare.
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Topic #686

Reimbursement for Crossover Claims

Professional Crossover Claims

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

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

1 The Medicar e-alowed amount less any amount paid by other health insurance sources and any copayment or spenddown

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

amounts paid by the member.

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

Reimbursement for Coinsurance or Copayment of Medicare Part B-Covered Services
Example

Explanation 1 5 3
Provider's billed amount $120  $120  $120
Medicare-allowed amount $100  $100  $100
Medicaid-allowed amount (e.g., maximum allowable fee) $90 $110  $75
Medicare payment $80 $80 $80
Medicaid payment $10 $20 $0

Outpatient Hospital Crossover Claims

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

| npatient Hospital Services

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

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

1 The difference between the M edicaid-allowed amount and the M edicar e-paid amount.

1 The sum of Medicare coinsurance, copayment, and deductible.
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The following table provides three examples of how the limitations are applied.

Reimbursement for Medicare Part A-Covered Inpatient Hospital Services Provided To Dual Eligibles

Explanation 1 Exagmle 3
Provider's billed amount $1,200 $1,200 $1,200
Medicare-allowed amount $1,000 $1,000 $1,000
Medicaid-allowed amount (e.g., diagnosis-related group or per diem) $1,200 $750  $750
M edicare-paid amount $1,000 $800  $500
Difference between Medicaid-allowed amount and Medicare-paid amount $200 ($-50) |$250
Medicare coinsurance, copayment and deductible $0 $200  $500
Medicaid payment $0 $0 $250

Nursing Home Crossover Claims

Medicare deductibles, coinsurance, and copayments are paid in full.

Topic #770

Services Requiring Medicare Advantage Billing

Providers are required to bill the following services to the Medicare Advantage Plan before submitting claims to ForwardHealth:

Ambulance services

ASC (ambulatory surgery center) services

Chiropractic services

Dental anesthesia services

Home health services (excluding PC (personal care) services)
Hospital services, including inpatient or outpatient
Medicare-covered services

Osteopath services

Physician services

Providers who are not within the member's Medicare Advantage network and are not providing an emergency service or
Medicare-allowed service with areferral are required to refer the member to a provider within their network.

ForwardHealth has identified services requiring commercial health insurance billing.

Home Health
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Other Coverage I nformation

Topic #4940

After Reporting Discrepancies

After receiving a Commercial Other Coverage Discrepancy Report (F-01159 (04/2017)) form or Medicare Other Coverage
Discrepancy Report (F-02074 (04/2018)) form, ForwardHealth confirms the information and updates the member files.

It may take up to two weeks to process and update the member's enrollment information. During that time, ForwardHealth
verifies the insurance information submitted and adds, changes, or removes the member's other coverage information as
appropriate. If verification contradicts the provider's information, a written explanation is sent to the provider. The provider should
wait to submit claims until one of the following occurs:
1 The provider verifies through Wisconsin's EVS (Enrollment Verification System) that the member's other coverage
information has been updated.
1 The provider receives awritten explanation.

Topic #4941

Coverage Discrepancies

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

Topic #609

| nsurance Disclosur e Program

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

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

Topic #610

Maintaining Accurate and Current Records

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

1 Insurance Disclosure program
1 Providers who submit an Commercial Other Coverage Discrepancy Report (F-01159 (04/2017)) form or Medicare Other
Coverage Discrepancy Report (F-02074 (04/2018)) form
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1 Member certifying agencies

1 Members

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

Topic #4942

Reporting Discrepancies

Providers are encouraged to report discrepancies to ForwardHealth by submitting the Commercial Other Coverage Discrepancy
Report (F-01159 (04/2017)) form or Medicare Other Coverage Discrepancy Report (F-02074 (04/2018)) form. Providers are
asked to complete the form in the following situations:

1 The provider is aware of other coverage information that is not indicated by Wisconsin's EVS (Enrollment Verification
System).

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

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

Providers should not use the Commercial Other Coverage Discrepancy Report form or Medicare Other Coverage Discrepancy
Report form to update any information regarding a member's coverage in a state-contracted MCO (managed care organi zation).

When reporting discrepancies, providers should include photocopies of current insurance cards and any available documentation,
such as remittance information and benefit coverage dates or denials.

Home Health Published Policy Through April 30, 2021 Page 79 of 356



Wisconsin Medicaid

Provider-Based Billing

Topic #660

Purpose of Provider-Based Billing

The purpose of provider-based hilling is to reduce costs by ensuring that providers receive maximum reimbursement from other
health insurance sources that are primary to BadgerCare Plus or Wisconsin Medicaid. For example, a provider-based billing claim
is created when BadgerCare Plus or Wisconsin Medicaid pays a claim and later discovers that other coverage exists or was made
retroactive. Since BadgerCare Plus and Wisconsin Medicaid benefits are secondary to those provided by most other health
insurance sources, providers are required to seek reimbursement from the primary payer, as stated in Wis. Admin. Code 8 DHS

106.03(7).

Topic #658

Questions About Provider-Based Billing

For questions about provider-based hilling claims that are within the 120-day limit, providers may call the Coordination of
Benefits Unit at 608-243-0676. Providers may fax the corresponding Provider-Based Billing Summary to 608-221-4567 at the
time of the telephone call.

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

Topic #661

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

1 A notification letter.

1 A Provider-Based Billing Summary. The Summary lists each claim from which a provider-based hilling claim was created.
The Summary also indicates the corresponding primary payer for each claim and necessary information for providers to
review and handle each claim.

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

Topic #659

Responding to ForwardHealth After 120 Days

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

Documentation Requirement

The provider discovers through the EVS |A claim according to normal claims submission

(Enrollment Verification System) that
ForwardHealth has removed or
enddated the other health insurance
coverage from the member'sfile.

The provider discoversthat the
member's other coverage information
(that is, enrollment dates) reported by
the EVSisinvdid.

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

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

Home Health

procedures (do not use the provider-based
billing summary).

A Commercia Other Coverage

Discrepancy Report (F-01159
(04/2017)) form or Medicare Other
Coverage Discrepancy Report (F-02074
(04/2018)) form.

A claim according to normal claims

submission procedures after verifying that
the member's other coverage information
has been updated by using the EV'S (do
not use the provider-based billing
summary).

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

The appropriate other insurance indicator
on the claim or complete and submit the
Explanation of Medical Benefits form, as

applicable.

The amount received from the other health
insurance source on the claim or complete

and submit the Explanation of Medical
Benefits form, as applicable.

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

The appropriate other insurance indicator
or Medicare disclaimer code on the claim

or complete and submit the Explanation of

Medical Benefits form, as applicable.
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Submission Address
ForwardHealth
Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

Send the Commercial Other
Coverage Discrepancy Report form
or Medicare Other Coverage
Discrepancy Report form to the
addressindicated on the form.

Send the claim to the following
address:

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784
ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784
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The commercia health insurance carrier
does not respond to an initial and
follow-up provider-based hilling claim.

Scenario
The provider discovers through 1
the EV S that ForwardHealth has
removed or enddated the other 1

health insurance coverage from
the member'sfile.

The provider discovers that the 1
member's other coverage
information (that is, enrollment

dates) reported by the EVSis 1
invalid.
The commercia health insurance 1

carrier reimburses or partialy
reimburses the provider-based 1
billing claim.

The other health insurance source 1

Home Health

1 A claim according to normal claims

submission procedures (do not use the

provider-based billing summary).

Wisconsin Medicaid

ForwardHealth
Claims and Adjustments
313 Blettner Blvd

1 The appropriate other insurance indicator | Madison W1 53784

on the claim or complete and submit the
Explanation of Medical Benefits form, as

applicable.

Beyond Claims Submission Deadlines

Documentation Requirement

A claim (do not use the provider-based billing
summary).
A Timely Filing Appeals Request (F-13047

(08/2015)) form according to normal timely filing
appeal s procedures.

A Commercia Other Coverage Discrepancy
Report form or Medicare Other Coverage
Discrepancy Report form.

After using the EVSto verify that the member's
other coverage information has been updated,
include both of the following:

i A claim (do not use the provider-based

billing summary.)
i A Timely Filing Appeals Request form

according to normal timely filing appeals

procedures.

A claim (do not use the provider-hased billing
summary).

Indicate the amount received from the commercia
health insurance on the claim or complete and
submit the Explanation of Medical Benefits form,

as applicable.
A Timely Filing Appeals Request form according
to normal timely filing appeals procedures.

A claim.
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Submission Address
ForwardHealth
Timely Filing
Ste 50
313 Blettner Blvd
Madison WI 53784

Send the Commercial Other
Coverage Discrepancy Report form
or Medicare Other Coverage
Discrepancy Report form to the
addressindicated on the form.

Send the timely filing appeds
request to the following address:

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784
ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

ForwardHealth
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denies the provider-based hilling
claim.

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

Topic #662

Home Health

The appropriate other insurance indicator or
Medicare disclaimer code on the claim or
complete and submit the Explanation of Medical

Benefits form, as applicable.

A Timely Filing Appeals Request form according
to normal timely filing appeals procedures.

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

i Remittance information from the other
health insurance source.

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

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

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

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

A claim (do not use the provider-based hilling
summary).

The appropriate other insurance indicator on the
claim or complete and submit the Explanation of
Medical Benefits form, as applicable.

A Timely Filing Appeals Request form according
to normal timely filing appeals procedures.

Published Policy Through April 30, 2021

Wisconsin Medicaid

Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784
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Responding to ForwardHealth Within 120 Days

Within 120 days of the date on the Provider-Based Billing Summary, the Provider-Based Billing Unit must receive documentation

verifying that one of the following occurred:

1 The provider discovers through the EV'S (Enrollment Verification System) that ForwardHealth has removed or enddated
the other health insurance coverage from the member's file.

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

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

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

1 The other hedlth insurance source failed to respond to an initial and follow-up provider-based hilling claim.

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

information within the original 120-day limit.

Scenario
The provider discovers through the
EV S that ForwardHealth has
removed or enddated the other health
insurance coverage from the
member'sfile.
The provider discovers that the
member's other coverage information
(i.e., enrollment dates) reported by
the EVSisinvalid.

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

Home Health

Documentation Requirement
The Provider-Based Billing Summary.

Indication that the EV'S no longer reports
the member's other coverage.

The Provider-Based Billing Summary.
One of the following:
i The name of the person with whom

the provider spoke and the member's

correct other coverage information.
i A printed page from an enrollment

website containing the member's

correct other coverage information.

The Provider-Based Billing Summary.
A copy of the remittance information
received from the other health insurance
source.

The DOS (date of service), other health
insurance source, billed amount, and
procedure code indicated on the other
insurer's remittance information must match
the information on the Provider-Based
Billing Summary.

A copy of the Explanation of Medical
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Submission Address
ForwardHealth
Provider-Based Billing
PO Box 6220
Madison WI 53716-0220
Fax 608-221-4567
ForwardHealth
Provider-Based Billing
PO Box 6220
Madison WI 53716-0220
Fax 608-221-4567

ForwardHealth
Provider-Based Billing
PO Box 6220

Madison WI 53716-0220
Fax 608-221-4567
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Benefits form, as applicable.

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

The other health insurance source 1 The Provider-Based Billing Summary. ForwardHealth
denies the provider-based billing 1 Documentation of the denid, including any | Provider-Based Billing
claim. of the following: PO Box 6220
i Remittance information from the Madison WI 53716-0220
other health insurance source. Fax 608-221-4567

i A letter from the other hedlth
insurance source indicating a policy
termination date that precedes the
DOS.

;i Documentation indicating that the
other health insurance source paid the
member.

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

i A copy of the Explanation of Medical

Benefits form, as applicable.

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

The other health insurance source fails 1 The Provider-Based Billing Summary. ForwardHealth

to respond to the initial and follow-up 1 Indication that no response was received by Provider-Based Billing
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provider-based hilling claim. the other health insurance source. PO Box 6220
1 Indication of the dates that the initial and Madison WI 53716-0220
follow-up provider-based billing claims Fax 608-221-4567
were submitted to the other health insurance
source.

Topic #663

Submitting Provider-Based Billing Claims

For each provider-based billing claim, the provider is required to send a claim to the appropriate other health insurance source.
The provider should add all information required by the other health insurance source to the claim. The providers should also
attach additional documentation (e.g., Medicare's remittance information) if required by the other health insurance source.
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Reimbursement for Services Provided for Accident Victims

Topic #657

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

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

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

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

Topic #329

Points of Consider ation

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

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

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

Costs

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

Topic #326

Seeking Payment from Settlement

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

Topic #827
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Submitting Claimsto ForwardHealth

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

Providers are required to indicate an accident-related diagnosis code on claims when services are provided to an accident victim.
If the member has other health insurance coverage, the provider is required to exhaust the other health insurance sources before
submitting the claim to ForwardHealth.
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Archive Date:05/03/2021

Covered and Noncover ed Services:Codes

Topic #2164

Diagnosis Codes for Private Duty Nursing

ForwardHealth requires that all codes indicated on claims (and PA (prior authorization) requests when applicable) 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.

All claims for PDN (private duty nursing) services provided to ventilator-dependent members must list ICD (International
Classification of Diseases) diagnosis code 299.11 (Dependence on respirator [ventilator] status) as the primary diagnosis code on
the claim form. Wisconsin Medicaid will not reimburse claims for respiratory services without this code.

Claims for PDN services that do not include services provided to a ventilator-dependent member require avalid diagnosis code
other than Z299.11 (Dependence on respirator [ventilator] status).

Topic #1079

Modifiers

All PDN (private duty nursing) and home health providers are required to use nationally recognized modifiers with procedure
codes on PA (prior authorization) requests and claim forms. No more than four modifiers can be entered for each day on the UB-
04 claim form.

Start-of-Shift Modifiers

Providers are required to use state-defined start of shift modifiers on claims for home health services and PDN services. Start-of-
shift modifiers are not required on PA requests.

Providers should choose the start-of-shift modifier that most closely represents the time each shift began. For each day, enter the
modifiersin the order of occurrence. If asingle shift spans over midnight from one day to the next, providers are reguired to use
two start-of-shift modifiers.

Professional Status M odifiers

For services to ventilator-dependent members, providers are required to use one of two nationally recognized modifiers to
indicate the nurse's professional status. Professional status modifiers are required on PA requests and claims.

Topic #2162

Place of Service

When submitting PA (prior authorization) requests, providers are required to include a POS (place of service) code. Providers
should choose the most appropriate POS when requesting PA. The following table lists examples of nationally recognized, two-
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digit POS codes.

POS Code Description
03 School

12 Home
99 Other Place of Service

Topic #2161

Prior Authorization Number

Each PA (prior authorization) request is assigned a unique ten-digit number. When the POC (plan of care) is updated at times
other than requesting PA, including the PA number on the POC is optional. Including the PA number on a POC that is not being
submitted with a PA request is optional. However, Wisconsin Medicaid recommends that providers include the PA number on the
POC even when it isoptional. A PA number has record keeping advantages for the providers on the case and will make the POC
easier to reference in the future.

Topic #2160

Procedure Code and Modifier Table

The following table lists the HCPCS (Healthcare Common Procedure Coding System) and CPT (Current Procedural
Terminology) procedure codes providers should use when submitting claims and PA (prior authorization) requests. The table also
lists the modifiers that apply to each procedure code.

Note: All influenza virus vaccine and pneumococcal vaccine CPT procedure codes are covered under home health. No state-
defined modifiers or state-defined start-of - shift modifiers are required for these procedure codes. Refer to Home Vaccination and
Community Vaccination Clinics for more information about influenza and pneumococcal virus vaccines.

Procedure Code and Description (Limited to Medicaid State-Defined State-Defined Start-of-Shift

Covered Service) M odifier M odifier
92507—Treatment of speech, language, voice, communication, None UJ—Night (12-5:59 am.)
and/or auditory processing disorder; individual [per visit] UF—Morning (6-11:59 a.m.)

UG—Afternoon (12-5:59 p.m.)
UH—Evening (6-11:59 p.m.)
97139—Unlisted therapeutic procedure (specify) [per visit] None UJ—Night (12-5:59 am.)
UF—Morning (6-11:59 a.m.)
UG—Afternoon (12-5:59 p.m.)

[ForwardHealth guidance: Indicate for home health speech therapy.]

[ForwardHealth guidance: Indicate for home health occupational

therapy ] UH—Evening (6-11:59 p.m.)
97799—Unlisted physica medicine/rehabilitation service or None UJ—Night (12-5:59 am.)
procedure [per visit] UF—Morning (6-11:59 a.m.)

UG—Afternoon (12-5:59 p.m.)

[ForwardHealth guidance: Indicate for home health physical UH—Evening (6-11:59 p.m.)

therapy.]
99504—Home visit for mechanical ventilation care [per hour] TE—LPN UJ—Night (12-5:59 am.)
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(licensed practical UF—Morning (6-11:59 a.m.)
[ForwardHealth guidance: Indicate for private duty nurse— nurse)/LVN UG—Afternoon (12-5:59 p.m.)

ventilation care.] (licensed UH—Evening (6-11:59 p.m.)
vocational nurse)

99504—Home visit for mechanical ventilation care [per hour] TD—RN UJ—Night (12-5:59 am.)
(registered nurse) UF—Morning (6-11:59 a.m.)
[ForwardHealth guidance: Indicate for private duty nurse— UG —Afternoon (12-5:59 p.m.)
ventilation care] UH — Evening (6-11:59 p.m.)
99600—Unlisted home visit service or procedure [per visit] None UJ—Night (12-5:59 am.)
UF—Morning (6-11:59 a.m.)
[ForwardHealth guidance: Indicate for home health intermittent UG—Afternoon (12-5:59 p.m.)
skilled nursing visit] UH—Evening (6-11:59 p.m.)
99600—Unlisted home visit service or procedure [per visit] TS—Follow-up 'UJ—Night (12-5:59 am.)
service UF—Morning (6-11:59 am.)
[ForwardHealth guidance: Indicate for home health intermittent UG—Afternoon (12-5:59 p.m.)
skilled nursing visit] UH—Evening (6-11:59 p.m.)
S9123—Nursing care, in the home; by registered nurse, per hour None UJ—Night (12-5:59 am.)
UF—Morning (6-11:59 am.)
[ForwardHealth guidance: Indicate for private duty registered nurse)] UG—Afternoon (12-5:59 p.m.)
UH—Evening (6-11:59 p.m.)
S9124—Nursing care, in the home; by licensed practical nurse, per |None UJ—Night (12-5:59 am.)
hour UF—Morning (6-11:59 a.m.)
UG—Afternoon (12-5:59 p.m.)
[ForwardHealth guidance: Indicate for private duty licensed practical UH—Evening (6-11:59 p.m.)
nurse.]
T1001—Nursing assessment/eval uation [per visit] None UJ—Night (12-5:59 am.)

UF—Morning (6-11:59 a.m.)
UG—Afternoon (12-5:59 p.m.)
UH—Evening (6-11:59 p.m.)
T1021—Home health aide or certified nurse assistant, per visit None UJ—Night (12-5:59 am.)
UF—Morning (6-11:59 a.m.)
UG—Afternoon (12-5:59 p.m.)
UH—Evening (6-11:59 p.m.)
T1021—Home health aide or certified nurse assistant, per visit TS—Follow-up |UJ—Night (12-5:59 am.)
service UF—Morning (6-11:59 a.m.)
UG—Afternoon (12-5:59 p.m.)
UH—Evening (6-11:59 p.m.)
T1502—Administration of oral, intramuscular and/or subcutaneous 'None UJ—Night (12-5:59 am.)
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medication by health care agency/professional, per visit UF—Morning (6-11:59 am.)
UG—Afternoon (12-5:59 p.m.)
UH—Evening (6-11:59 p.m.)

Topic #2159

Procedure Codes

When submitting PA (prior authorization) requests and claims, home health providers should use HCPCS (Hed thcare Common
Procedure Coding System) procedure codes. Providers should refer to the DME Index (Durable Medical Equipment) for alist of
valid procedure codes for DME. Providers should refer to the DM S Index (Disposable Medical Supply) for alist of valid
procedure codes for DMS.

Home health agencies providing PDN (private duty nursing) services to ventilator-dependent members should use CPT (Current
Procedural Terminology) procedure codes on PA requests and claims.

Topic #2158

Revenue Codes

Providers are required to use a revenue code when submitting claims to ForwardHealth. The following table contains a list of
revenue code examples. Providers should use the appropriate revenue code that best describes the service performed.

For the most current and complete list of revenue codes, contact the AHA NUBC (American Hospital Association National
Uniform Billing Committee) by calling 312-422-3390 or writing to the following address:

American Hospital Association National Uniform Billing Committee
29th F

1N Franklin

Chicago IL 60606

For further information, refer to the NUBC website.

Rg/ggéje Service Description
0550 General Skilled Nursing
0551 Skilled Nursing Visit
0552 Skilled Nursing Hourly Charge
0580 Other Home Health Services, Except Therapies
0420 Physical Therapy
0430 Occupational Therapy
0440 Speech and Language Pathology
Topic #2157

Units of Service
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The number of services (visits or hours) billed must be listed on each detail line of the claim form.

Home health aide visits, home health skilled nursing visits, and home health therapy visits are billed as one unit of service per day.
If the quantity billed is not an increment of awhole unit, the service is denied.

Providers are required to bill their PDN (private duty nursing) services in six-minute increments according to the conversion chart
for billing PDN services. Services must be recorded as one tenth (0.1) of a unit. One unit equals one hour. Reimbursement is not

available for less than six minutes of service. For example, a provider who works for seven hours and 55 minutes would hill 7.9
units.

Conversion Chart for Billing Private
Duty Nursing Services

TimeWorkedin oGt TimeWorkedin  _ ¢
Minutes (Hours) Minutes (Hours)
2 0 & < 6 = 0 = 186 & =< 192 = 31
z G & <= 12 = 0.1 = 192 & < 198 = 3.2
2 12 & < 18 = 0.2 = 198 & =< 204 = 3.3
=z 1B & < 24 = 0.3 =z 204 & < 210 = 34
= 24 & < 30 = 0.4 z 210 & =< 216 = 3.5
z 30 & =< 36 = 0.5 z 216 & < 222 = 3.6
= ¥ & =< 42 = 0.6 =z 222 & < 228 = 3.7
= 42 & <= 48 = 0.7 =z 228 & < 234 = 3.8
=z 48 & =< 54 = 0.8 z 234 & < 240 = 3.9
= 54 & < 60 = 0.9 z 240 & < 246 = 4
= B0 & < 66 = 1 = 246 & < 252 = 4.1
z B6 & < T2 = 1.1 2 252 & < 258 = 4.2
2 72 & <= T8 = 1.2 = 258 & < 264 = 4.3
=z TB & < B4 = 1.3 = 264 & =< 270 = 4.4
z B4 & = 90 = 1.4 = 270 & < 276 = 4.5
e 90 & =< 96 = 1.5 =z 276 & =< 282 = 4.6
=z 9% & < 102 = 1.6 =z 2B2 & =< 288 = 4.7
= 102 & < 108 = 1.7 =z 288 & < 2904 = 4.8
e 108 & < 114 = 1.8 = 294 & =< 300 = 4.9
z 114 & =< 120 = 1.9 =z 300 & < 306 = 5
z 120 & <= 126 = 2 = 306 & = 312 = 5.1
2 126 & =< 132 = 2.1 2 312 & < 318 = 5.2
=z 132 & < 138 = 2.2 z 318 & < 324 = 5.3
z 138 & =< 144 = 2.3 =z 324 & < 330 = 5.4
z 144 & = 150 = 2.4 z 330 & < 336 = 5.5
2 150 & < 156 = 2.5 =z 336 & < 342 = 5.6
=z 156 & =< 162 = 2.6 = 342 & < 348 = 57
= 162 & < 168 = 27 = 348 & =< 354 = 58
2 168 & =< 174 = 2.8 = 354 & =< 360 = 59
z 174 & < 180 = 2.9 = 360 & < 366 = 6
z 180 & =< 186 = 3
Tima Warlad in BI”EblB ‘ | Tima Aarkad in Bl“ﬂbla‘
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Minutes (Hours) ‘ ‘ Minutes (Hours)
z 366 & =< 372 = 6.1 =z 546 & = 552 = 9.1
= 372 & =< 378 6.2 =z 552 & < 558 9.2
= 378 & < 384 = 6.3 = 558 & =< 564 = 9.3
z 384 & < 390 = 6.4 = 564 & =< 570 = 9.4
= 390 & < 396 6.5 = 570 & =< 576 = 9.5
z 396 & < 402 = 6.6 =z 576 & < 6582 = 9.6
= 402 & =< 408 6.7 = 582 & < 588 9.7
=2 408 & < 414 6.8 = 588 & < 594 9.8
= 414 & =< 420 6.9 =z 594 & < 600 9.9
= 420 & < 426 = 7 =z 600 & = 606 = 10
= 4268 & =< 432 = 71 = 6068 & =< 612 = 101
=2 432 & < 438 = 7.2 = 612 & < 618 = 102
z 438 & < 444 7.3 =z 618 & <= 624 = 103
z 444 & < 450 = 7.4 = 624 & < 630 = 104
z 450 & < 456 7.5 z 630 & < 636 10.5
z 456 & < 462 = 7.6 z 636 & =< 642 = 1086
= 462 & < 468 = 7.7 = 642 & < 648 = 107
= 468 & < 474 = 7.8 = 648 & =< 654 = 108
z 474 & < 480 = 7.9 = 654 & =< 660 = 109
z 480 & < 486 = 8 = 660 & < 666 = 1
= 486 & < 492 8.1 = 666 & = 672 11.1
=2 492 & < 498 = 8.2 =z 672 & =< 678 = 112
=z 498 & =< 504 8.3 = 678 & < 684 = 113
=z 504 & =< 510 = 8.4 = 684 & =< 690 = 114
z 510 & < 516 = 8.5 = 690 & < B9 = 115
2 516 & =< 522 = 8.6 = 696 & < 702 = 116
= 522 & < 528 8.7 = 702 & < 708 = 117
=z 528 & < 534 = 8.8 = 708 & < 714 = 118
z 534 & < 540 89 z 714 & < 720 11.9
z 540 & < 546 = 9 z 720 & = T26 = 12
Topic #643

Unlisted Procedure Codes

Wisconsin Medicaid

According to the HCPCS (Healthcare Common Procedure Coding System) codebook, 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 thereis 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 isamore
specific code available.

Home Health
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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 all required clinical/supporting documentation.

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

Unlisted Codes That Do Not Require Prior Authorization

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

The documentation submitted should provide the following information related to the unlisted code:

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

How to Submit Claims and Related Documentation

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

1 If submitting on paper using the 1500 Health Insurance Claim Form ((02/12)), the provider may do either of the following:

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

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

1 | submitting electronically using DDE (Direct Data Entry) on the Portal, PES (Provider Electronic Solutions) software, or
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837 (837 Health Care Claim) electronic transactions, the provider may do one of the following:

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

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

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

Topic #330

Valid Codes Required on Claims

ForwardHealth requires that all 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 valid, ForwardHealth will deny the claim or return the PA request, and it will
need to be resubmitted with a valid code.

Code Specificity for Diagnosis

All codes dlow a high level of detail for a condition. The level of detail for ICD (International Classification of Diseases) diagnosis
codesis expressed asthe 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 #2156

An Overview of Covered Services

Home health agencies may request provider enrollment to bill ForwardHealth for the following covered services.

Home health skilled nursing services
Home health aide services

PDN (private duty nursing) services
Home health therapy services

DME (durable medica equipment)
DMS (disposable medica supplies)
Personal care services

Topic #2155

Case Sharing

If more than one Medicaid-enrolled home care provider provides care to a member, the case becomes a shared case. All NIPs
(nurses in independent practice) sharing a case with personal care agencies or home health agencies should document their
communication with the other providers regarding member needs, POC (plan of care), and scheduling. This will ensure
coordination of services and continuity of care, while also preventing duplication of services being provided to a member.

According to Wis. Admin. Code § DHS 101.03(96m)(b)6., medically necessary services cannot be duplicative with respect to
other services being provided to the member. When providers of more than one service type share a case, providers need to
integrate the other service information into the member's POC. This information must be included regardless of the payer source
for services of other providers on a shared case.

The POC must include the names of other providersif the case is shared. The PA/CPA completion instructions (F-11096A
(08/15)) require the names of the PDN (private duty nurse), personal care, and home health providers sharing the case to be
included in Element 23. The POC must contain no less information than is required for the PA/CPA. The names, not the license
number or NPI (nationa provider identifier), of the other Medicaid-enrolled providers on the case are required.

Topic #44

Definition of Covered Services

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

Topic #2154

Disposable M edical Suppliesincluded in the Home Care
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Raimbur sement Rate

DMS (disposable medical supplies) are medically necessary items that have alimited life expectancy and are consumable,
expendable, disposable, or nondurable.

The cost of routine DM S used by home health providers, personal care providers, and NIP (nurses in independent practice) while
caring for the member, including routine DM S mandated by OSHA (Occupational Safety and Health Administration), is covered
in the reimbursement rate for the service provided. Home health providers, personal care providers, and NIP are expected to
provide these supplies only during the billable hours in which they provide covered services. Providers are not expected to
provide members with supplies for use when they are not directly providing covered services.

Note: None of the DMS covered in the reimbursement rate are separately reimbursable.
When DMSisincluded in the reimbursement rate, providers may not do any of the following:
1 Charge the member for the cost of DMS.
1 Use supplies obtained by the member and paid for by Wisconsin Medicaid.
1 Submit claims to ForwardHealth for the cost of the supplies.

DMS included in the home care reimbursement rate include, but are not limited to, those listed in the following table.

Pr(g:gggre M odifier Description
A4244 — Alcohol or peroxide, per pint
A4402 — Lubricant per ounce
A4455 — Adhesive remover or solvent (for tape, cement or other adhesive), per ounce
A4456 — Adhesive remover, wipes, any type, each
A4554 — Disposable underpads, al sizes [when used for purposes other than incontinence or bowel and
bladder programs]
A4927 — Gloves, non-sterile, per 100

The December 2002 Wisconsin Medicaid and BadgerCare Recipient Update, titled "Y our home care provider is required to
supply some disposable medical supplies used for your care,” explains this policy to members who receive home care services.
Providers are encouraged to share this information with new members.

Topic #2153

Durable Medical Equipment

DME (durable medical equipment) is equipment that can withstand repeated use, is primarily used for medical purposes, is
generally not useful to a person in the absence of illness or injury, and is appropriate for use in any setting in which normal life
activities take place.

Medicaid Home Health Final Rule (CMS-2348-F) requires a physician to write the initia prescription for certain DME as defined
by CMS (Centers for Medicare and Medicaid Services). The list of impacted DME is maintained by CM S and providers should
regularly check it for changes. Covered services are limited to items contained in the DME Index. Some items require PA (prior
authorization). For further information, refer to the DME service area.
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Topic #85

Emergencies

Certain program requirements and reimbursement procedures are modified in emergency situations. Emergency services are
defined in Wis. Admin. Code 8§ DHS 101.03(52), 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:

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

Topic #20977

Face-to-Face Visit Reguirements

A member is required to have a face-to-face visit with a physician or authorized NPP (non-physician practitioner) for the initial
prescription of home health nursing services, home health aide services, and home health therapies (OT (occupation therapy), PT
(physical therapy), SLP (speech-language pathology)).

The following NPPs are allowed to provide the face-to-face visit:

1 Clinical nurse specialist
1 Nurse midwife

1 Nurse practitioner

1 Physician assistant

The face-to-face visit must occur no more than 90 days before or 30 days after the start of services for initial ordering.
Physicians are required to document the face-to-face visit with a member for the initial prescription of home health services.

If the prescribing physician does not perform the face-to-face visit for home heath services personaly, the practitioner who
performed the face-to-face visit must communicate the clinical findings of the face-to-face visit to the prescribing physician. The
prescribing physician has discretion on the type of communication they will accept from the practitioner who completed the actual
face-to-face visit.

For services that require PA (prior authorization), providers are required to include the initia physician prescription and physician
documentation of the face-to-face visit in the PA request. If the service does not require PA, providers are still required to
maintain the original physician prescription and documentation of a face-to-face visit in the member's medical record.

Second Face-to-Face Visit Not Required

If an individual has a documented face-to-face visit with a physician or NPP for the initial prescription of home health or impacted
DME (durable medical equipment) and DM S (disposable medical supplies), and the individual subsequently enrollsin Wisconsin
Medicaid, a new face-to-face visit is not required.

Providers are required to maintain the original physician prescription and documentation of a face-to-face visit in the member's
medical record and submit them with the PA request if a PA is applicable.
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Topic #2089

M edical Necessity

Wisconsin Medicaid reimburses enrolled home health agencies for medically necessary home health services as defined by Wis.
Admin. Code § DHS 101.03(96m), provided to eligible members when prescribed by a physician. All services are required to be
medically necessary and appropriate to the diagnosis and medical condition of the member. Wisconsin Medicaid may deny or
recoup payment if a service fails to meet Medicaid medical necessity requirements.

Topic #36

Member Payment for Covered Services

Under state and federal laws, a Medicaid-enrolled provider may not collect payment from a member, or authorized person acting
on behalf of the member, for covered services even if the services are covered but do not meet program requirements. Denia of a
claim by ForwardHealth does not necessarily render a member liable. However, a covered service for which PA (prior
authorization) was denied is treated as a noncovered service. (If amember chooses to receive an originaly requested service
instead of the service approved on amodified PA request, it is also 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 #2088

Place of Service

Members who are authorized to receive home health services in the home may make use of approved hours of service outside the
home setting during those hours when a member's normal life activities take them outside the home setting.

Hospital inpatient and nursing facilities are not allowable POS (places of service) while the member is receiving home health
Services.

Home health services may be provided in a CBRF (community based residential facility); however, the services may not exceed
the limits established in Wis. Admin. Code ch. DHS 83, and may not duplicate services that the CBRF is being paid to provide.

Topic #1097

Private Duty Nursing Reimbur sement

For PDN (private duty nursing) services to be reimbursed, the services must be covered and meet the following requirements:

1 ForwardHealth's criteriato be classified as PDN services.

1 Are prior authorized.

1 Are prescribed by a physician in accordance with Wis. Stats § 49.46(2).
1 Are provided to member enrolled under Wis. Stats § 49.47(6)(a).

1 Areimplemented according to Wis. Admin. Code ch. DHS 107.
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1 Are provided in accordance with the member's POC (plan of care). Services provided to the member that are not listed on
the POC are not covered services.

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 al applicable program requirements, including, but not limited to, medical
necessity, PA (prior authorization), claims submission, prescription, and documentation requirements.

Topic #2152

Services Provided by Nursesin Independent Practice

Federa and state laws permit Wisconsin Medicaid to pay for home health skilled nursing services provided by an NIP (nursein
independent practice) only when no home health agency is available. An NIP is required to have PA (prior authorization) before
providing home health services to a member.

The following conditions must be met before an NIP can submit claims to ForwardHealth for home health services:

1 No home health agency is willing and able to provide care to the member. If an NIP submits claims to ForwardHealth, that
nurse is required to submit documentation supporting this condition with the PA request. The NIP, the member, the
member's family, or a discharge planner is first required to try to locate services by contacting all home health agencies
serving the member's area. Documentation must include the following:

i The name of each home health agency contacted

i The name of the person contacted at the home health agency

i The date and time of contact

i Information the caller provided to the home health agency contact

i A list of the questions the caller asked the home health agency contact
i The responses the home health agency contact gave to the caller's questions

1 The services must be medically necessary.

1 Member requires a considerable and taxing effort to leave the residence or the member cannot reasonably obtain these
services outside the residence or from a more appropriate provider.

1 All rulesin Wis. Admin. Code DHS 101-109 must be followed. Home health services provided by an NIP are monitored
after payment has been made. Payment for services that do not follow these guidelines will be recouped.

Topic #8324

Services That Do Not Meet Program Reguirements

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

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

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

1 Services for which the provider fails to meet any or al of the requirements of Wis. Admin. Code 8 DHS 106.03, including,
but not limited to, the requirements regarding timely submission of claims

1 Servicesthat fail to comply with requirements or state and federal statutes, rules, and regulations
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1 Services that the Wisconsin 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
alternative services, or of excessive frequency or duration

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

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

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

Topic #3367

Training Requirements

Home health agency providers will only be reimbursed for covered services provided by agency staff who are properly trained, as
indicated by licensure, certification, or other documentation of training in the provider's personnel file.

Topic #2087

Universal Precautions

All caregivers providing services are required to follow universal precautions for each member for whom services are provided. It
is recommended that al caregivers are required to have the necessary orientation, education, and training in the epidemiology,
modes of transmission, and prevention of transmissible infections.
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HealthCheck " Other Services"

Topic #22

Definition of HealthCheck " Other Services'

HealthCheck is the term used for EPSDT (Early and Periodic Screening, Diagnosis, and Treatment) in Wisconsin. The
HealthCheck benefit provides periodic, comprehensive health screening exams (also known as "well child checks'), aswell as
interperiodic screens, outreach and case management, and additional medically necessary services (referred to as HealthCheck
"Other Services") for members under 21 years of age.

Wisconsin Medicaid covers most diagnostic and intervention services a member may need. However, federa law requires that
states provide any additional health care services that are coverable under the federal Medicaid program and found to be
medically necessary to treat, correct, or reduce illnesses and conditions discovered regardless of whether or not the serviceis
covered in a state's Medicaid program. HealthCheck "Other Services® is Wisconsin's term for this federal requirement.

The requested service must be allowable under federal Medicaid law, per 8 1905(a) of the Social Security Act, and must be
medically necessary and reasonable for the member to be covered by Wisconsin Medicaid, per Wis. Admin. Code § DHS
107.02(3)(e). Most HealthCheck "Other Services' require PA (prior authorization) per Wis. Admin. Code § DHS 107.02.

Topic #1

Prior Authorization for HealthCheck " Other Services"

Providers submitting PA (prior authorization) requests for HealthCheck "Other Services' should review the two types of PA
requests. The following types of PA requests have their own submission requirements:

1 Requests for exceptions to coverage limitations
1 Requests for federally allowable Medicaid services not routinely covered by Wisconsin Medicaid

PA Submission Requirementsfor Exceptionsto Coverage Limitations

HealthCheck "Other Services' may additionally cover established Medicaid health care services that are limited in coverage for
members under 21 years of age.

If aPA request is submitted requesting additional coverage for a benefit where there is established policy, the request is
automatically processed under the HealthCheck "Other Services' benefit to evaluate whether the requested serviceislikely to
correct or ameliorate the member's condition, including maintaining current status or preventing regression.

Examples of coverage limitations include service amounts that are prohibited by policy, or the requested service is not expected to
result in a favorable improvement in the member's condition or diagnosis.

Every PA request for a member under age 21 isfirst processed according to standard Medicaid guidelines and then reviewed
under HealthCheck "Other Services' guidelines. For these reasons, providers do not need to take additiona action to identify the
PA request as a HealthCheck "Other Services' request.

If an established benefit will be requested at alevel that exceeds Wisconsin Medicaid coverage limits, in addition to the required
PA documentation detailed in the appropriate service area of the Online Handbook, the request should provide:

Published Policy Through April 30, 2021

Home Health Page 104 of 356



Wisconsin Medicaid

1 Therationale detailing why standard coverage is not considered acceptable to address the identified condition.
1 Therationale detailing why the requested service is needed to correct or ameliorate the member's condition.

PA Submission Requirementsfor Services Not Routinely Covered by
Wisconsin Medicaid

HealthCheck "Other Services" allows coverage of health care services that are not routinely covered by Wisconsin Medicaid, but
are federally allowable and medically necessary to maintain, improve, or correct the member's physica and mental health, per §
1905(a) of the Social Security Act. These HealthCheck "Other Services' require PA since the determination of medical necessity
is made on a case-by-case basis depending on the needs of the member.

If aPA request is submitted requesting coverage for a service that does not have established policy and is not an exception to
coverage limitations, the provider is required to identify the PA as a HealthCheck "Other Services' request by checking the
HealthCheck " Other Services' box and submit the following information:

1 A current, valid order or prescription for the service being requested:

i Prescriptions are valid for 12 or fewer months from the date of the signature (depending on the service area).

i Updated prescriptions may be required more frequently for some benefits.

1 A completed PA/RF (Prior Authorization Reguest Form, F-11018 (05/2013)), for most service areas, including the
following:

i For Element 1, check the HealthCheck " Other Services' box.

i For Element 19, enter the procedure code that most accurately describes the service, even if the code is not
ordinarily covered by Wisconsin Medicaid. Unlisted procedure codes can be requested if the service is not
accurately described by existing procedure codes.

i For Element 20, enter informational procedure code modifier EP (Service provided as part of Medicaid early
periodic screening diagnosis and treatment [EPSDT] program) to indicate that the serviceis requested as a
HealthCheck "Other Services" benefit.

i For Element 22, include the description of the service.

1 A completed PA/DRF (Prior Authorization/Dental Request Form, F-11035 (07/12)), or PA/HIASL (Prior Authorization
Request for Hearing Instrument and Audiological Services, F-11020 (05/13)) when the PA/RF is not applicable

1 A PA attachment form(s) for the related service area, if known, or clinical documentation substantiating the medical
necessity of the requested procedure code and:

i Therationale detailing why services typically covered by Wisconsin Medicaid are not considered acceptable to
address the identified condition or why services were discontinued.

i Therationale detailing why the requested service is needed to correct or ameliorate the member's condition.

Note: Providers may call Provider Servicesto determine the appropriate PA attachment.

1 Evidence the requested service is clinically effective and not harmful (If the requested serviceis new to Wisconsin
Medicaid, additional documentation regarding current research and/or safety of the intervention may be submitted.)

1 The MSRP (manufacturer's suggested retail price) for requested equipment or supplies

1 The 11-digit NDC (National Drug Code) for any dispensed OTC (over-the-counter) drugs on pharmacy PA requests

Providers may call Provider Services for more information about HealthCheck "Other Services.”

If the PA request isincomplete or additional information is needed to substantiate the necessity of the requested service, the PA
request will be returned to the provider. A return for moreinformation isnot a denial.

Topic #41
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Reguirements

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

1 Theserviceis provided to a member who is under 21 years of age.
1 The sarviceis coverable under federal Medicaid law.

1 The serviceis medically necessary and reasonable.

1 The serviceis prior authorized before it is provided.

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

ForwardHealth has the authority to do all of the following:
1 Review the medical necessity of al requests.
1 Establish criteriafor the provision of such services.
1 Determine the amount, duration, and scope of services as long as the authorized amount is reasonable and maintains the
preventive intent of the HealthCheck benefit.

HealthCheck "Other Services' does not include reimbursement in excess of ForwardHealth published maximum allowable fees.

All PA (prior authorization) requests must follow NCCI (National Correct Coding Initiative) guidelines.
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Home Health Aide Services

Topic #2125

Active Salzure I ntervention

Active seizure intervention, including safety measures, reporting seizures, and administration of medication at the time of the active
seizure, may be a delegated nursing act. Active seizure intervention may be medically necessary when the member has had active
seizures requiring active intervention within the past 62 days. Active seizure intervention does not include administration of routine
anti-seizure medication. When observation for seizuresis the only service performed, it is not a Medicaid-reimbursed service.

Topic #2124

Activity of Daily Living Tasks

Assistance with the member's ADLs (activities of daily living) as listed in Wis. Admin. Code § DHS 107.11(2)(b)2, is considered
a home health aide service only when provided in conjunction with a delegated nursing act that cannot be safely delegated to a
PCW (personal care worker) as determined and documented by the delegating RN (registered nurse). ADL tasks are not
generally provided to preschool children but may be covered when the tasks require special skills to assure safety or are provided
incidental to a delegated nursing act.

Topic #2123

Assistance with Activities That Are Directly Supportive
of Skilled Therapy Services

Assistance with activities that directly support skilled therapy services include those activities that do not require the skills of a
therapy provider to be safely and effectively performed. Activities may include routine maintenance exercises, e.g., range of
motion exercises and repetitive speech routines. In order to be medically necessary, the activities must be ordered in conjunction
with an active home health therapy program or as the direct result of a therapy evaluation completed and signed by a therapy
provider within the past six months.

Topic #2122

Complex Feeding

Complex feeding may be a delegated nursing act and medically necessary when there is a potential for aspiration and the
physician's orders indicate special feeding precautions or techniques must be utilized to effect safe feeding.

Feeding via a gastrostomy tube may be a delegated nursing act when delegated by the RN (registered nurse) after assessment of
the member's medica condition and the home health aide's training.

Topic #2121
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Complex Repositioning

Complex repositioning is positioning to reduce spasticity or to decrease pressure and/or shear forces that can lead to decubitus
ulcer formation (i.e., Bolsters/Side-Lyers). Complex repositioning may be medically necessary when the member has a
demonstrated problem with frequent skin breakdown.

Topic #2120

Complex Transfers

Complex transfers are transfers that require the use of mechanical devices when there is an increased likelihood that a negative
outcome would result if the transfer is not done correctly or when a complex transfer technique is used as part of a home health
therapy program.

The following transfer techniques are part of the suggested personal care curriculum and do not qualify as complex transfers

1 Standing-pivot
1 Sliding board
1 Gait belts

Complex transfers may be medically necessary when the member has no volitional movement or when simple transfer techniques
have been demonstrated to be ineffective and unsafe.

Topic #2119
Definition

Home health aide services are services necessary to maintain the member's health or to facilitate treatment of the member's
medical condition. There are three components to the services home health aides may provide in the home:

1 Delegated nursing acts
1 ADL (activity of daily living) tasks
1 Household tasks

For activities of daily living and/or household tasks incidental to direct care activities to be covered when provided by a home
health aide, the home health aide must provide at least one RN- (registered nurse)delegated medically oriented task with each
home hedlth aide visit (Wis. Admin. Code 8 DHS 107.11[1][b]). When no RN-delegated medically oriented task isto be
provided, the activities might be covered as a personal care service. For more information regarding coverage of persona care
services, refer to the Personal Care area of the Online Handbook.

Topic #2118

Delegated Nursing Acts

Delegated nursing acts are those medically necessary tasks that require some specia medical knowledge or skill. Delegated
nursing acts are usually reimbursed for minor children. Delegated nursing acts that may be safely delegated by an RN (registered
nurse) may be reimbursable home health aide services. Delegated nursing acts include, but are not limited to, the following:

1 Medication administration
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1 Skin care

1 Dressing changes

1 Assistance with activities directly supportive of skilled therapy services./li>
1 Vitd signs

1 Glucometer readings

1 Complex transfers

1 Complex repositioning

1 Complex feeding

1 Donning or doffing of a prosthesis or orthosis

1 Active seizure intervention

Topic #2117

Delegation of Tasks

Each home health aide task must be specifically assigned by an RN (registered nurse). The RN must determine that the home
health aide is trained to perform each task in a manner that will not jeopardize the member's health. A home health aide may not
be assigned to any task for which he or sheis not trained.

Note: RNs may only delegate nursing acts to a home health aide. A medical act that has been delegated to an RN by a
physician may not be re-delegated by the RN to any other provider.

In accordance with Wis. Admin. Code ch. N 6.03(3), an RN should do al of the following in the supervision and direction of
delegated nursing acts:

1 Delegate tasks commensurate with education preparation and demonstrated abilities of the person supervised.
1 Provide direction and assistance to those supervised.
1 Observe and monitor the activities of those supervised.
1 Evaluate the effectiveness of acts performed under supervision.

Home health agencies must document that these conditions are met when nursing acts are delegated to home health aides.

Topic #2116

Donning and Doffing of a Prosthesisor an Orthosis

Donning or doffing of a prosthesis or orthosis may be a delegated nursing act and medically necessary when part of a serial
splinting program or when the member has a demonstrated problem with frequent skin breakdown that must be closely monitored.

Topic #2115

Dressing Changes

Some dressing changes may not require the skills of a licensed nurse and may be safely performed by a home health aide.
Wounds or ulcers that show redness, edema, or induration — at times with epidural blistering or desquamation — do not
ordinarily require skilled nursing care. Dressing changes may be medically necessary when the physician orders them for the
treatment of awound or sore, and no primary caregiver iswilling or able to provide the care.

Topic #2114
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Glucometer Readings

Taking glucometer readings and reporting them to the supervising nurse whenever the readings are outside the parameters
established for the member by the physician may be medically necessary when the member's medical history supports the need for
ongoing monitoring for early detection of readings outside the established parameters. Glucometer readings related to the
noncompliance of a competent adult do not justify glucometer tests as medically necessary tasks.

Topic #2113

Home Health Aide Vigits

Within home health aide services, Wisconsin Medicaid reimburses for only two types of home health visits:

1 Home Health Aide Initial Visit. The member's first home health aide visit in a calendar day. For BadgerCare Plus and
Medicaid purposes, an initial visit may last up to four hours. Only one home health aide initial visit is reimbursable per
calendar day per member, regardless of the number of providers.

1 Home Health Aide Subsequent Visit. Each additional home health aide visit following the initial visit per calendar day.
For BadgerCare Plus and Medicaid purposes, a home health aide subseguent visit may last up to three hours.

A visit begins when the home health aide enters the residence to provide a covered service. The visit ends when the home health
aide |leaves the residence.

Upon completion of the covered service, additional visits per day may be covered only when necessary. Additional visits must
only be used to provide medically necessary time-specific tasks, tasks that could not feasibly be provided in one visit, or when the
provider obtains PA (prior authorization) for continuous visits. Examples of time-specific tasks include:

1 Helping the member in and out of bed using a hoyer lift
1 Scheduled G-tube feedings

Maximizing Visits

The time spent a home health aide visits must be maximized whenever possible before scheduling additional home health aide
visits or persond care visits.

All cares that can be fulfilled utilizing the alotted four hours for an initial visit or the alotted three hours for a subsequent visit
should be performed during that scheduled visit. Scheduling a subsequent visit or persona care visit later in the same day to
complete cares that could have been completed during a previous visit that day would not be considered medicaly necessary
because the previous visit was not maximized.

In addition, when case sharing with a personal care agency, home health aide visits must be maximized whenever possible before
aPCW (personal care worker) begins providing care. The home health aide should perform all personal cares in addition to the
delegated nursing acts during the visit.

Continuous Vigits

All home health aide visitsin excess of four hours must be prior authorized if the agency wishes to bill for more than one visit.
These home health aide visits are referred to as continuous visits. Continuous visits may be medically necessary when thereis a
likelihood that immediate medical attention will be required at unpredictable intervals due to a member's medica condition.
Immediate attention is classified as needing service within five minutes, leaving inadequate time for the member to call in ahome
health aide. The intervention must include a delegated nursing act.
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When continuous visits of four or more hours are medically necessary, providers may bill for more than one visit when the visits
have PA. Providers may not bill multiple visits for continuous home health aide visits without PA. Providers are required to request
PA for continuous visits regardless of the 30-visit threshold.

Topic #2112

Household Tasks

When a home health aide visits a member to provide a delegated nursing act, the home health aide may also perform some
household tasks. Provision of household tasks must be incidental to delegated nursing acts and personal care tasks and must not
be the primary reason for the home health aide visit.

Household tasks are typically provided by parents for their minor children. Most household tasks provided to minor children are
not covered. Incidental household tasks may be reimbursed only when the tasks are incidental to covered delegated nursing acts
or covered ADL (activity of daily living) tasks.

Topic #2111

M edication Administration

"Administer" is defined in the Pharmacy Examining Board Act, Wis. Stats. Chapter 450.01(1), as the direct application of a
prescription drug or device, whether by injection, ingestion, or any other means, to the body of a patient.

Medication administration may be covered for an adult member when the member is unable to self-administer and there is no
willing and able caregiver to administer the medication.

Parents typically administer medications to their minor children. However, medication administration may be reimbursed for minor
children when the parents are unable to administer the medication. This includes times when parents are not allowed to leave work
to administer medications and no other arrangements can be made.

General Agency Requirements Applicableto All Medication Administration
by Home Health Aides

All home health agencies providing administration of a medication by a home health aide must meet the following conditions:

1 The agency has policies and procedures designed to provide safe and accurate administration of medication. These policies
must be followed by personnel assigned to administer medications (42 CFR s. 484.14[€]). This must include the required
documentation of the name of the medication, the dose, the route of administration, the time of administration, and the
identification of the person administering the medication.

1 There is awritten delegation of this nursing act (medication administration) by the RN (registered nurse) as specified in Wis.
Admin. Code § DHS 133.17(3).

1 There is documentation that gives evidence of the educational preparation of the caregiver who administers medications as
stated in Wis. Admin. Code § DHS 133.06(4)(b).

1 There isimmediate and accessible supervisory support available to the caregiver administering medications as directed by
Wis. Admin. Code § DHS 133.18(2).

1 Members must be informed, prior to delivery of service, that their medications will be administered by unlicensed personnel
as stated in Wis. Admin. Code 8 DHS 133.08(2)(d), and 42 CFR s. 484.10(c)(1).

1 Supervision and direction of the delegated nursing act meets the requirements of Wis. Admin. Code ch. N 6.03(3), which
states that in the supervision and direction of delegated nursing acts, an RN shall do the following:

i Delegate tasks commensurate with educational preparation and demonstrated abilities of the person supervised.
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i Provide direction and assistance to those supervised.
i Observe and monitor the activities of those supervised.
i Evaluate the effectiveness of acts performed under supervision.

Administration of Preselected M edication

A home health aide may administer medications to any member, regardiess of age or functional capacity, when both of the
following conditions are met:

1 The medication is preselected by a nurse, pharmacist, member, or designated family member.
1 All agency reguirements are met.

Administration of Medication That |s Not Preselected

Administration of medication by home health aides may include selection of the medication and selection of the dose, along with
direct application of the medication.

The act of administration of medication that has not been preselected may be provided by home health aides only when both of
the following conditions are met and documented in the provider's records:

1 When medication has not been preselected, there is documented evidence that the home health aide has been trained in the
actions, uses, effects, adverse reactions, and toxic effects of all medications administered. Additionaly, the home health
aide must be trained relative to appropriate responses to adverse reactions to any medication administered. The delegating
RN must verify the training by doing at least one return demonstration with each home health aide administering medication
to a specific member as directed by Wis. Admin. Code § DHS 133.06(4)(c).

1 All agency reguirements are met.

Topic #2109

Providers of Services

Home health aides are required to be trained according to requirements issued by the DQA (Division of Quality Assurance). The
completion of training and demonstration of competency to perform each assigned task should be documented in the home health
aide's personnel record.

An RN (registered nurse), a physical therapist, an occupational therapist, or a speech-language pathologist is required to prepare
written instructions for member services provided by a home health aide, as appropriate. Instructions may include duties,
delegated nursing acts, a home therapy program, assistance with a member's activities of daily living, and household tasks
incidental to direct care.

Topic #2108

Skin Care

Skin care may be a delegated nursing act and medically necessary when legend solutions, lotions, or ointments are ordered by the
physician due to skin breakdown, wounds, open sores, etc. Typically, alegend drug is a medication not sold over-the-counter.
PRN (pro re nata) or prophylactic skin careis an ADL (activity of daily living) task, not a delegated nursing act.

Topic #2107
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Vital Signs

Taking vital signs may include, but is not limited to, taking the following readings from the member:

Temperature

Blood pressure

Pulse

Pulse oximetry readings
Respiratory rate

The member's vital signs are to be reported to the supervising nurse whenever they are outside the parameters established for the
member by the physician. Taking vital signs may be medically necessary when the member's medical history supports the need for
ongoing monitoring for early detection of an exacerbation, and the physician establishes parameters at which point a change in
treatment may be required.
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Home Health Skilled Nursing Services

Topic #2151

Catheters

Insertion and sterile irrigation and replacement of indwelling urinary catheters and care of suprapubic catheters are considered
skilled nursing services. When the catheter is necessitated by a permanent or temporary loss of bladder control, medicaly
necessary skilled nursing services that are provided at a frequency appropriate to the type of catheter in use are reimbursable.

When complications are absent, Foley catheters generally require skilled service once every 30 days and silicone catheters
generally require skilled service once every 60-90 days. More frequent care may be reimbursed if documentation supports the
medical necessity. This frequency of service is considered reasonable and medically necessary. In some instances, there are
complications that require more frequent skilled services related to the catheter.

If intermittent catheterization is delegated to an LPN (licensed practical nurse) or home health aide by the RN (registered nurse),
medical record documentation must support that the LPN or home health aide has been taught the procedure and has
demonstrated competence in the procedure.

Topic #2150

Determining Skilled Nursing Services

In determining whether a service is skilled (i.e., requires the skills of an RN (registered nurse) or LPN (licensed practical nurse)),
providers should consider the inherent complexity of the service, the condition of the member, and accepted standards of medical
and nursing practice. Some services are classified as skilled nursing services on the basis of the complexity of the services aone,
such as intravenous and intramuscular injections or insertion of catheters. However, the member's condition may be such that a
service that would ordinarily be considered unskilled may be considered a skilled nursing service because the service can only be
safely and effectively provided by anurse.

Agencies should be aware that while some services may be provided by a licensed nurse, they may not be considered a
Medicaid-covered service. For example, nonskilled services provided by a nurse due to the unavailahility of a home health aide or
PCW (personal care worker) to provide the nonskilled services, regardless of the importance of the services to the member, are
not reimbursable as skilled nursing services.

Examples of Circumstancesin Which Skilled Nursing May Be Required

There may be circumstances in which skilled nursing services may be required for services that might ordinarily be considered
unskilled care. For example:

1 A broken leg does not necessarily indicate a need for skilled care. However, if the member has a pre-existing circulatory
condition, skilled nursing services may be needed to check for complications, to monitor medication administration for pain
control, and to teach proper ambulation techniques to ensure proper bone alignment and healing.

1 The condition of a member who has irritable bowel syndrome or who is recovering from rectal surgery may be such that
only anurse can safely and effectively give the member an enema. If the enema s necessary to treat the medica condition,
the visit may be covered as a skilled nursing visit.

However, a service that, by its nature, requires the skills of alicensed nurse to be provided safely and effectively, continues to be
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askilled service even if it is taught to the member, the member's family, or other caregivers. For example, if a member is
discharged from the hospital with an open draining wound that requires irrigation, packing, and dressing twice each day, the care
is considered skilled nursing care, even if the family is taught to perform the care and provides it part or al of the time.

Topic #2149

Home Health Skilled Nursing Visits

Wisconsin Medicaid reimburses only two types of home health skilled nursing visits:

1 Home Health Skilled Nursing Initial Visit — the member's first home health skilled nursing visit of any duration by an
RN (registered nurse) or LPN (licensed practical nurse) in a calendar day. Only oneinitial visit is reimbursable per calendar
day per member, regardless of the number of providers.

1 Home Health Skilled Nursing Subsequent Visit — each additional home health skilled nursing visit of any duration
following the initial visit per calendar day.

A visit begins when the RN or LPN enters the residence to provide a covered service. The visit ends when the RN or LPN leaves
the residence at the conclusion of the covered service.

A visit made by a skilled nurse solely to train other home health providersis not a covered service. The home health agency is
responsible for ensuring that its providers are properly trained to perform any service it furnishes. The cost of a skilled nurse's visit
for the purpose of training home health agency staff is an administrative cost to the home health agency.

Topic #2148

| ntake Evaluations

Federa regulations require home health agencies to have written policies concerning the acceptance of members by the agency.
When personnel of the agency make an intake evaluation visit, the cost of the visit is considered an administrative cost of the
agency and is not reimbursable separately as a skilled nursing visit since, at this point, the member has not been accepted for care.
If, however, during the course of this intake evaluation visit, the member is determined suitable for home health care by the agency
and is also provided the first skilled nursing service as ordered by the POC (plan of care), the visit would become the first
reimbursable home health skilled nursing visit.

Topic #2143

Member Enrollment for Services

According to Wis. Admin. Code § DHS 107.11(2), amember is eligible for home health skilled nursing servicesiif they:
1 Require less than eight hours of direct, skilled nursing services in a 24-hour period according to the POC (plan of care).

1 Do not reside in a hospital or nursing facility.
1 Require a considerable and taxing effort to leave the residence or cannot reasonably obtain services outside the residence.

Topic #2147

Nasopharyngeal and Tracheostomy Suctioning
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Nasopharyngeal and tracheostomy suctioning are skilled nursing services and are covered as skilled nursing services if they are
required to treat the member's medical condition.

Topic #2146

Ostomy Care

Ostomy care during the post-operative period and in the presence of associated complications where the need for skilled nursing
careis clearly documented is a skilled nursing service. Teaching of ostomy care is reimbursable during the time that a skilled
assessment or another covered skilled nursing care is required.

Topic #2144

Qualifying Hours of Care

A maximum of 30 calendar days of skilled nursing care may continue to be reimbursed as home health services, beginning on the
day eight hours or more of skilled nursing services became necessary. To continue medically necessary services after 30 days, PA
(prior authorization) for PDN (private duty nursing) is required under Wis. Admin. Code § DHS 107.12(2).

To determine if a member receives less than eight hours of direct skilled nursing services, add up the total hours of direct skilled
nursing care provided by al caregivers, including home health agencies, independent nurses, and skilled cares provided by family
or friends. If this adds up to less than eight hours, the member may enroll for home health skilled nursing services.

If the member requires eight or mor e hours of direct skilled nursing servicesin a 24-hour period, they may enroll for PDN
services. A member cannot be enrolled for both home health skilled nursing services and PDN services.

Topic #2142

Reimbur sable Assessments

Assessment of a member's condition is always a part of required nursing supervision. However, the assessment of the member's
condition may be reimbursable as a skilled nursing service when:

1 The member's medical condition requires a nurse to identify and evaluate the need for possible modification of treatment.
This may include when the following indications are present and documented:
i Abnormd or fluctuating vital signs
i Weight changes
i Edema
i Symptoms of drug toxicity
i Abnormal or fluctuating lab values
i Respiratory changes on auscultation

A one-time visit by an RN (registered nurse) may be medically necessary to assess and evaluate the medical condition of
the member in response to a home health aide, PCW (personal care worker), the member or the member's family, or
another person expressing concern that the member's medical condition may have changed. This assessment visit may be
covered whether or not the visit results in intervention or a change in the POC (plan of care). Providers may request an
amendment to a PA (prior authorization) to cover this visit.

The member's medical condition requires a nurse to initiate additional medical procedures until the member's treatment
regimen stabilizes but is not part of an established pattern of care.
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A member often requires a skilled nursing assessment during the first 30 days following hospital discharge or until the
member's medical condition and treatment regimen stabilizes.

1 Thereisalikelihood of complications or an acute episode requiring a nurse to identify and evaluate the member's need for
possible modification of treatment or initiation of additional medical procedures until the member's treatment regimen is
essentially stabilized.

When a member is admitted to home health care for assessment because there is reasonable potential of a complication or
further acute episode, the skilled assessment services are covered only for as long as there remains a reasonable potential
for such a complication or acute episode. Medica record documentation must support the likelihood of a future
complication or acute episode.

Examples of Reimbur sable Assessments
The following are examples of reimbursable assessments:

1 A member with arteriosclerotic heart disease with unstable congestive heart failure requires close observation by skilled
nursing personnel for signs of decompensation or adverse affects from prescribed medication. Skilled assessment is needed
to determine whether the drug regimen should be modified or whether other therapeutic measures should be considered
until the member's treatment regimen is essentially stabilized.

1 A member has undergone peripheral vascular disease treatment, including a bypass. The incision area is showing signs of
potentia infection, and the member has an elevated temperature. Skilled assessment of the perfusion of the legs and the
integrity of the incision site is necessary until the signs of potentia infection have abated.

Topic #2141

Reimbur sable Ongoing Assessment Visits

When an assessment visit does not meet the guidelines for medical necessity, it may be reimbursed as an ongoing assessment (Title
19 re-evaluation) visit if all of the following criteria are met:

1 The member's medical condition is stable. (A medical condition is considered stable when the member's physical condition
is non-acute and without substantial variability at the current time.)

1 The member has not received a covered skilled nursing service (including medication management), covered personal care
service, or covered home visit by a physician within the past 62 days.

1 A skilled assessment is required to re-evaluate the continuing appropriateness of the POC (plan of care).

In accordance with federal Medicaid regulations, the visit must be ordered by a physician in order to be covered. In the ongoing
assessment visit, the RN (registered nurse) is required to do the following:

1 Assess the member's current medical condition (including systems assessment, environmental assessment, psychosocial
assessment, and functional assessment)

1 Evaluate the member's progress or lack of progress towards meeting established goals

1 Modify the POC as needed

The ongoing assessment visit is to be used to assess the member who is only receiving home health aide services or home health
aide and home health therapy services. Persons receiving covered skilled nursing visits must be assessed during those covered
visits. Skilled nursing services include the following:

1 PDN (private duty nursing) provided by an RN or LPN (licensed practical nurse)
1 PDN for ventilator-dependent members provided by an RN or LPN
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1 Initial or subsequent home health nursing visits
1 Persona care supervisory visits

Wisconsin Medicaid may reimburse for ongoing skilled nursing assessments and visits provided once every 55 calendar days.

PA (prior authorization) is not required for an ongoing assessment visit. Providers are required to submit claims using the ongoing
assessment visit procedure code.

Examples of Non-Reimbur sable Ongoing Assessments
The following are examples of non-reimbursable ongoing assessments:

1 A physician orders one skilled nursing visit every two weeks and three PCW (personal care worker) visits each week for
bathing and washing hair for a member whose recovery from a cerebral vascular accident has caused a residual weakness
on the left side. The member's condition is stable and the member has reached the maximum functional independence.
There are currently no underlying conditions that would necessitate a skilled assessment, therefore, an ongoing assessment
visit would not be covered in this situation because a personal care visit is more appropriate.

1 A visit that is made specifically for filling out paperwork, such as an OASIS (Outcome and Assessment Information Set), is
not covered.

Topic #2140

Reimbursable Teaching and Training Activities

Teaching and training activities that require skilled nursing personnel to teach a member, the member's family, or unpaid caregivers
how to manage the treatment regimen would constitute skilled nursing services only when provided to a member in conjunction
with other reimbursable skilled nursing services.

When it becomes apparent after a reasonable period of time that the member, family, or caregiver is unwilling or unable to learn or
be trained, further teaching and training ceases to be reasonable and medically necessary. The reason that the member, family, or
caregiver is unwilling or unable to be trained should be documented in the medical record.

Examples of Reimbursable Teaching and Training Activities
The following are examples of reimbursable teaching and training activities:

1 A physician has ordered skilled nursing services for a man who was hospitalized for a broken hip and has now been
discharged to home. While hospitalized, the member was newly diagnosed with diabetes. Skilled nursing care is ordered to
closely monitor blood glucose levels until the levels stabilize and to assess understanding of and compliance with a diabetic
diet. In this case, teaching of self-injection and management of insulin, signs and symptoms of insulin shock, and actions to
take in emergencies is reasonable and necessary to the treatment of the medical condition, since the member is receiving
skilled care and cannot reasonably be expected to go to his physician for the instruction.

1 A member with arteriosclerotic heart disease and congestive heart failure requires close observation by a nurse for signs of
decompensation or adverse affects resulting from newly prescribed medication. When visiting the member to assess his or
her medical condition, teaching about the medication regimen is appropriate. (Under Wisconsin pharmacy law and
Wisconsin Medicaid regulations, pharmacists are required to instruct the person picking up a prescription about the
medication, including instructions for administration and signs of adverse reactions. In most cases, the person obtaining the
prescription may also obtain thisinformation over the telephone.)

Topic #2139
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Reimbursable Venipunctures

Venipuncture is a skilled nursing service when the collection of the specimen is necessary to the diagnosis and treatment of the
member's medical condition and when the venipuncture cannot be performed in the course of regularly scheduled absences from
the home to acquire medical treatment. The frequency of visits for venipuncture must be reasonable within accepted standards of
medical practice for treatment of the medical condition. Venipuncture is reasonable and necessary when the following occurs:

1 Thetreatment is recognized as being reasonable and medically necessary to the treatment of the medical condition. The
physician order for the venipuncture should clarify the need for the test when it is not diagnosis/iliness specific.

1 Thefrequency of the testing is consistent with accepted standards of medical practice for continued monitoring and
assessment of a diagnosis, medical problem, or treatment regimen. Even when the laboratory results are consistently stable,
periodic venipunctures may be reasonable and necessary because of the nature of the treatment.

Reimbursable Venipuncturefor Prothrombin

Venipuncture may be reimbursable when the following is true:

1 Documentation shows that the dosage is being adjusted and ongoing monitoring is ordered by the physician.

1 The results are stable within non-therapeutic ranges. There must be documentation of other factors that would indicate why
continued monitoring is reasonable and medically necessary.

1 The results are stable within the therapeutic ranges. Monthly monitoring may be reasonable and necessary.

Examples of Reasonable and Necessary Venipunctures

The following are examples of reasonable and necessary venipuctures:

1 Many medications may cause side effects, such as leukopenia and agranulocytosis, and it is standard medical practice to
monitor the white blood cell count and differential count on aroutine basis (every three months) when the results are stable
and the member is asymptomatic.

1 In monitoring phenytoin (e.g., Dilantin ®) administration, the difference between atherapeutic and atoxic level of phenytoin
in the blood is very dlight. It is therefore appropriate to monitor the level on aroutine basis (every three months) when the
results are stable and the member is asymptomatic.

1 A member with coronary artery disease was hospitalized with atria fibrillation and was subsequently discharged to the
home health agency with orders for anticoagulation therapy. Monthly venipunctures as indicated are necessary to report
prothrombin (protime) levels to the physician.

Topic #2138

Supervision

In accordance with licensure requirements and as stated in Wis. Admin. Code ch. N 6, LPNs are required to be supervised by an
RN or a physician. Ongoing supervision of a home health aide, LPN, or PCW must be provided in accordance with Wis. Admin.
Code § DHS 105.16(2)(b).

Ongoing supervision of a home health aide, LPN, or PCW (persona care worker) must be provided in accordance with Wis.
Admin. Code 8§ DHS 105.16(2)(b).

Supervisory visits must include:

1 A review and evaluation of the member's medical condition and medical needs according to the written POC (plan of care)
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during the period in which agency careis being provided

1 An evaluation of the appropriateness of the relationship between the direct care giver and the member

1 An assessment of the extent to which the member's goals are being met

1 A determination of whether or not the current level of home health services provided to the member continues to be
appropriate to treat the member's medical condition

1 A determination of whether or not the services are medically necessary

1 A discussion and review with the member about the services received by the member

After each supervisory visit, the RN must discuss the results of the supervisory visits with the home health aide, LPN, or PCW.
The results of each supervisory visit must be documented in the member's medical record.

Separate reimbursement for supervisory visitsis limited to PCW supervisory visits. Specific information on the supervision of
PCWsis available in the Personal Care area of the Online Handbook.

Topic #2137

Tube Insertions and Feedings

Nasogastric, gastrostomy, and jejunostomy tube feeding are covered services. Replacement, stabilization, and suctioning of the
tubes are also covered skilled nursing services.

If the feeding of a member via gastrostomy or jejunostomy tube is delegated to an LPN (licensed practical nurse), home health
aide, or PCW (personal care worker), medica record documentation must support that the caregiver has been instructed in all
aspects of tube feeding. This delegation may occur only when deemed appropriate by the supervising RN (registered nurse) after
assessment of the member's medical condition.

Topic #2136

Wound Care

Wound care relates to the direct, hands-on skilled nursing care provided to members with wounds, including any necessary
dressing changes on those wounds.

Wound care, including, but not limited to, ulcers, burns, pressure sores, open surgical sites, fistulas, and tube sites, is a skilled
nursing service when the skills of alicensed nurse are needed to safely and effectively care for the wound. For skilled nursing care
to be reasonable and necessary to treat a wound, the grade, size, depth, nature of drainage (color, odor, consistency, and
quantity), condition, and appearance of the surrounding skin of the wound must be documented in the POC (plan of care). This
allows an assessment of the need for skilled nursing to be made.

The POC must contain the specific instructions for the wound treatment. Where the physician has ordered appropriate active
treatment (e.q., sterile or complex dressings, administration of prescription medications) of wounds with the following
characteristics, the skills of alicensed nurse may be reasonable and necessary:

1 Open wounds that are draining purulent exudate or that have a foul odor present and/or for which the member is receiving
antibiotic therapy

1 Wounds with adrain or T-tube that require interval position changes

1 Wounds that require irrigation or instillation of a sterile cleansing or medicated solution into severa layers of tissue and skin
and/or packing with sterile gauze

1 Recently debrided ulcers

1 Pressure sores (decubitus ulcers) that present the following characteristics:

i Partial tissue loss with signs of infection, such as foul odor or purulent drainage
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i Full thickness tissue loss that involves exposure of fat or invasion of other tissue, such as muscle or bone
Wounds with exposed internal vessels or a mass that may have a proclivity for hemorrhage when a dressing is changed
Open wounds or widespread skin complications following radiation therapy or that result from immune deficiencies or
vascular insufficiencies
Post-operative wounds where there are complications, such as infection or alergic reaction, or there is an underlying
disease that has a reasonable potential to adversely affect heding (e.g., diabetes)
Third degree burns and second degree burns, where the size of the burn or presence of complications causes skilled nursing
care to be needed
Other open or complex wounds that require treatment that can be safely and effectively provided only by alicensed nurse

For skilled nursing services to continue, there must be ongoing medical record documentation of the grade, size, depth, nature of
drainage, and condition of the wound and appearance of surrounding skin.

Skilled nursing care is ordinarily not required for wounds or ulcers that show redness, edema and induration, at times with
epidermal blistering or desquamation. Wounds that only require an antibacterial ointment, nonsterile covering, occlusive covering,
opsite or duoderm, and wounds with minimal serous or serosanguinous drainage also do not require skilled nursing care.

However, while theinitia care for awound might not require the services of a skilled nurse, the wound may still require skilled
monitoring and assessment for signs and symptoms of infection or complication.

Home Health
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Home Health Skilled Nursing Visitsfor M edication M anagement
and Administration

Topic #2106

Available Alternativesto M edication Management Visits

Severa aternatives are available to assist in meeting members medication needs and should be considered when determining the
medical necessity and frequency of medication management visits.

A variety of dispensing devices, adaptive aids, and delivery systems are available to assist a member in dispensing his or her own
medication. Examples of these include:

Insulin pens
Medication dispensers

Medication organizers

1
1
1
1 Alarms

Providers should contact the member's physician to determine if prescribing one of these products would be appropriate for the
member.

Insulin Pens

For each fill, Wisconsin Medicaid covers up to a three-month supply of prefilled insulin pens and cartridges through the pharmacy
benefit. A pharmacy can submit claims to ForwardHealth for prescriptions for insulin products and supplies.

Combining Services
In consultation with the member's physician, home health agencies should determine the best combination of medication
management visits and use of alternative dispensing devices, adaptive aids, and delivery systems appropriate to the member's

condition.

Topic #2105

Community Vaccination Clinics

Home health agencies may submit claims to ForwardHealth for medically necessary influenza and pneumococca vaccinations
provided at community vaccination clinics. There must be established written protocol, policy, and guidelines that are approved by
the agency's medical director.

Providers are required to submit a separate UB-04 claim form using the appropriate procedure code for each member receiving
these vaccines. ForwardHealth does not accept rosters of members who received vaccines.

Topic #2104

Eye Dropsand Topical Ointments
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The administration of eye drops and topical ointments does not require the skills of alicensed nurse. Therefore, even if the
administration of eye drops or cintments is necessary for the treatment of an illness or injury and the member cannot self-
administer them, and there is no one available to administer them, the visits cannot be covered as a skilled nursing service.
However, administration can be provided during a covered skilled nursing visit for observation and assessment of the member's
condition.

Topic #2103

Home VVaccination

Home health agencies may administer the influenza and pneumococca vaccines to members who they are currently serving when
there is a physician order for the vaccination.

A nurseis required to administer the vaccine during an already scheduled home health skilled nursing visit. Wisconsin Medicaid
does not reimburse for a home health skilled nursing visit if administration of the vaccination is the only purpose for the visit.

Providers should submit claims for influenza and pneumococcal vaccinations using the UB-04 claim form. When billing for a
vaccine, providers should list both the procedure code appropriate for the type of home health skilled nursing visit (initial or
subseguent) and the procedure code for the type of vaccine administered.

Coveragefor Influenza Services
The following ForwardHealth programs cover medicaly necessary influenza services (both 2009 HIN1 and seasonal influenza):

1 BadgerCare Plus

1 Express Enrollment for Children

1 Express Enrollment for Pregnant Women
1 Medicad

Topic #2102

|ntravenous, | ntramuscular, or Subcutaneous | njections
and Infusions or I ntravenous Feedings

Intravenous, intramuscular, or subcutaneous injections and infusions or intravenous feedings require the skills of a nurse to be
performed safely and effectively. The medication being administered must be accepted as safe and effective treatment of the
member's medical condition, and there must be amedical reason that the medication cannot be taken orally. With the exception of
intravenous medications and infusions, these tasks are reimbursable only as medication management visits.

The frequency and duration of the administration of the medication must be within accepted standards of medical practice, or
there must be a valid explanation regarding the extenuating circumstances that justify the need for additional injections.

Insulin Injections

Insulin injections by a nurse are not usually considered skilled nursing services. Insulin is customarily self-injected by members or
injected by their families, although assistive devices may sometimes be required. However, the injections would be considered a
reasonable and necessary skilled nursing service when a member cannot reasonably obtain services outside the residence, is either
physically or mentally unable to self-inject insulin (even with the aid of assistive devices), and there is no other person who is able
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and willing to inject the member. These services are not covered when a member is eligible for insulin injections and other home
health services through Medicare or another insurance provider.

Vitamin B-12 I njections

Vitamin B-12 injections are considered specific therapy only for the following conditions:

Alcohol neuropathies

Anastomosis or partial resection of small intestines
Anemig, fish tapeworm

Anemia, macrocytic

Anemia, megaloblastic

Anemia, pernicious

Anemia, post-bowel resection

Anemia, post-gastrectomy syndrome

Blind loop syndrome

Cancer of stomach, liver, intestines, and colon
Crohn's disease

Posterolateral sclerosis

Sprue or other malabsorption states
Strictures of small intestine

Synagis | njections

Synagis injections are covered only when they are part of an already scheduled, covered skilled nursing visit, and thereisa
physician's order for the service. Wisconsin Medicaid does not reimburse for skilled nursing visits where the administration of
Synagis is the only purpose for the visit.

Tuberculosis Skin Test

Tuberculosis skin tests and the reading of those tests are covered only when they are part of an already scheduled, covered skilled
nursing visit, and there is a physician's order for the service. Wisconsin Medicaid does not reimburse for skilled nursing visits when
the administration of atuberculosis skin test is the only purpose for the visit.

Topic #2101

Medication Management Coverage Guidelines

M edication management visits must adhere to the following guidelines:

Home Health

All nursing services must be consolidated into one visit whenever possible. A medication management visit may be
billable on the same DOS (date of service) as a home health skilled nursing visit or personal care supervisory visit when
more than one visit is medically necessary.

An ongoing assessment visit is not covered if the member has received a medication management visit within the past 62
days.

The 30-visit home health PA (prior authorization) threshold includes medication management visits.

If amember is unable to fill their own insulin syringes by the many methods available, prefilled insulin pens are not an
appropriate aternative, and a pharmacy is unavailable to fill syringes, medication management visits to fill syringes may be
authorized.

Medication set up may be medically necessary to ensure the medication program is followed correctly, especialy when a
member is taking multiple prescriptions at various times during the day. It may also be necessary to alow safe delegation of
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administration to an unlicensed caregiver.

i Alternatives to setting up medications, such as picture charts, color coding, and alarm caps, should be considered.

i Medication set up is normally done on a biweekly basis. Requests for a more frequent set up schedule must be
documented as medically necessary and will be determined on a case-by-case basis.

i Any additional visit to set up missing medications is not covered because Wisconsin Medicaid only reimburses for a
completed service, not a partial service. For example, if a medication was not reordered appropriately to completely
fill out a member's two-week planner, an additional visit to finish filling out the planner would not be covered.

1 In some cases, amix of home health skilled nursing visits and medication management visits is appropriate. To determine if
avisit is for the purpose of medication management or home health skilled nursing, the provider should ask "If no
medication management services were needed, would the visit otherwise qualify as a covered home health skilled nursing
visit?'

1 Medication management visits may be medically necessary and appropriate on a PRN (pro re nata), or "as needed," basis.
Such PRN visits may be included in PA requests that include documentation that the request is reasonable.

Topic #2100

Medication Management Covered Services

A medication management visit may include the following services:

1 Administering medication, other than intravenous, requiring the skills of a nurse when administration cannot be del egated
safely to ahome health aide or PCW (personal care worker).
i Intravenous fluid or medication administration may be billed as a home health skilled nursing visit.
i Intramuscular and subcutaneous injections are considered medication management visits. Thisincludes dliding scale
insulin injections.

1 Prefilling syringes for self-injection when the member is not capable and a pharmacy is not available.

1 Setting up medication for self-administration, administration, or assistance with administration by an unlicensed caregiver
when the member is not capable and a pharmacy is not available. Medication set up includes changing medications,
programming an €lectronic medication dispenser, and instructing the member about the medication program and use of the
dispenser.

1 Providing other services directly related to a medication program, such as teaching related to a member medication
regimen, determined on a case-by-case basis.

Topic #2099

Medication Management Overview

A medication management visit is a medically necessary visit in which a nurse provides medication management when the member
is physicaly or cognitively unable to follow a medication program without assistance, and no other willing and able caregiver is
available.

Only anurse may provide medication management services for the member. The following tasks may be delegated by an RN
(registered nurse) to either a home health aide or PCW (personal care worker):

1 Assistance with medication administration
1 Medication administration other than by intramuscular or subcutaneous injection, nasogastric, or intravenous administration

Providers cannot submit claims using procedure code T1502 (Administration of oral, intramuscular and/or subcutaneous
medication by health care agency/professional, per visit) for medication assistance or administration provided by a home health
aide or PCW.

Home Health Published Policy Through April 30, 2021 Page 125 of 356



Wisconsin Medicaid

If skilled nursing services are provided in conjunction with medication management services, the visit is considered a home health
skilled nursing visit.

Topic #2098

Oral Medications

The administration of oral medications to a member is not a reasonable or medically necessary skilled nursing service except when
the complexity of the member's condition, the nature of the drugs prescribed, and the number of drugs prescribed require the skills
of alicensed nurse to detect and eval uate side effects or reactions. The medical record must document the specific circumstances
that cause administration of an oral medication to require skilled observation and assessment.

Topic #2097

Psychiatric M edication Management Visits

M edication management services for members with mental illness are generally provided under other BadgerCare Plus or
Medicaid benefits.

M edication management services are provided as part of CSP (community support program) services; therefore, they are not
covered home health services for members receiving covered CSP services as stated in Wis. Admin. Code § DHS 107.11(5)(h).
Refer to the CSP service area for further information. Medication management services are also not covered home health services
when these services are provided under outpatient psychotherapy and day treatment services, according to Wis. Admin. Code §
DHS 107.11(5)(h).

PA (prior authorization) requests must document information on a member's enrollment status in a CSP, day treatment, or other
mental health service that can provide medication management services to the member.

All home health skilled nursing criteria apply when medication management services for mental health members are provided under
home health services. This includes the following:

1 The services are medically necessary, and the member requires a considerable and taxing effort to leave the residence or
cannot reasonably obtain these services outside the residence.
1 The medication management service must meet the criteria of the home health benefit.

If providers are not certain what resources are available for a particular mental health member, contact the member's county
community services board per Wis. Stats § ch. 51.42. This agency, as specified under Wis. Stats § ch. 51, is responsible for
providing or arranging services for its citizens with mental health needs. Contact the member's income maintenance or tribal
agency for the agency's contact information.
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Home Health Therapy Services

Topic #2135

Cotreatment

Cotreatment (interdisciplinary treatment) is simultaneous treatment by two providers of different therapy disciplines during the
same time period. If a member requires multiple therapies, and each therapy has a unique approach to the member's treatment, the
therapies should be separately and independently provided to give the member the maximum benefit and opportunity for
rehabilitation. Providers are also required to meet PA requirements for cotreatment.

Topic #2134
Definition

As stated in Wis. Admin. Code § DHS 107.11(2), the following types of medically necessary skilled therapy services provided
by a home health agency are covered:

1 PT (physical therapy)
1+ OT (occupational therapy)
1 SLP (speech and language pathol ogy)

Topic #2133

Examples

The following are examples of reimbursable home health therapy visits:

1 A member with adiagnosis of multiple sclerosis has recently been discharged from the hospital following an exacerbation of
their condition that has left them wheelchair bound and, for the first time, without any expectation of achieving ambulation
again. The physician has ordered OT (occupational therapy) to select the proper wheelchair for their long-term use, to
teach the member and their family safe use of the wheelchair and safe transfer techniques in their home. OT would be
reasonable and necessary to evaluate the member's overall needs, to make the selection of the proper wheelchair, and to
teach the member and/or family safe use of the wheelchair, proper transfer techniques, and other self-care activities.

1 A physician prescribes PT (physical therapy) treatments three times a week for 45 days for a member who has been
discharged from the hospital following a recent hip fracture. The member was discharged using a walker for seven days
from the start of home care. The POC (plan of care) shows that the member was discharged from the hospital with
restricted mobility in ambulation, transfers, and climbing of stairs. The member has an unsafe gait that indicates a need for
gait training, and the member had not been instructed in stair climbing and a home exercise program. The goa of the PT will
be to increase strength and range of motion, to progress from walker to cane with safe gait, and to address stair climbing.
The services are reasonable and necessary for the treatment of the member's medical condition.

Topic #2132

Home Health Therapy Visits
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A home heath therapy visit isavisit of any duration by a physical therapist, occupational therapist, or speech-language pathologist
for aperiod of therapy service. Only one PT (physical therapy) visit, OT (occupational therapy) visit, and SLP (speech-language
pathology) visit, per member, per day, is reimbursable by Wisconsin Medicaid.

A visit begins when the therapy provider enters the residence to provide a covered service. The visit ends when the therapy
provider leaves the residence.

A visit made by atherapy provider solely to train other home health providersis not a covered service. The home health agency is
responsible for ensuring that its providers are properly trained to perform any service it furnishes. The cost of a skilled therapy
provider's visit for the purpose of training home health agency providers is an administrative cost to the home health agency.

Topic #2131

Medically Necessary Skilled Therapy Services

Services that may only be performed safely and effectively by a skilled physical therapist, occupational therapist, or speech-
language pathologist are considered skilled therapy services. Wisconsin Medicaid will cover only skilled therapy services that are
medically necessary. The skilled therapy services must be consistent with the nature and severity of the member's medical
condition and functional status. The amount, frequency, and duration of the services must also be medically necessary and must
not duplicate other services being provided.

The skilled therapy services must be provided with the expectation of one of the following outcomes, based on the physician's
assessment of the member's rehabilitation potential:

1 The condition of the member is expected to improve materially in a reasonable and generaly predictable period of time.
1 The services are necessary to the establishment of a safe and effective maintenance program.

Also, the member must show the following:
1 Motivation, interest, or desire to participate in home health therapy. The frequency and amount of home health therapy
should depend on the member's demonstrated response to current therapy and/or estimated response to proposed therapy.
1 Progress toward meeting or maintaining established measurable goals or show carryover (follow-through of activities or
skills learned) within six months of treatment at home.

The skilled therapy services must be considered, under accepted standards of medical practice, to be specific and effective
treatment for the member's condition.

Services of skilled therapy providers that are for the purpose of teaching the member or the member's family or caregivers
necessary techniques, exercises, or precautions are covered to the extent that they are reasonable and necessary to treat the
medical condition. Direct treatment must be provided during family or caregiver education session(s).

The therapy provider is required to provide a summary of al therapy activities, including goals and outcomes, to the member's
physician at least every 62 days, and aso upon the completion of therapy services to the member.

Topic #2129

Providers of Services

Home health therapy services are provided by physical therapists, occupational therapists, and speech-language pathologists
through home health agencies. The therapy providers may be any of the following:
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1 Employed by the home health agency
1 Employed by an agency under contract with the home health agency
1 Independent providers under contract with the home health agency

Therapy providers employed by, or under contract with, home health agencies are required to meet al Medicaid enrollment
requirements, but they are not required to be individually enrolled in Wisconsin Medicaid. The home health agency is required to
maintain records showing that itsindividua providers meet Medicaid requirements.

Topic #2128

Supervision of Assistants

A physical therapist, occupational therapist, or speech-language pathologist is required to be physically present at a member's
residence to supervise an assistant. The supervising physical therapist, occupationa therapist, or speech-language pathologist is
required to be of the same therapy discipline as the assistant. The agency may bill for the services of either the physical therapist,
occupational therapist, speech-language pathologist, or the assistant during any one visit; the agency may not hill for both
professionals at the same time.

Topic #2127

Therapy Evaluation

A therapy evaluation must be completed prior to the development of atherapy POC (plan of care). The evaluation must be
reviewed, signed, and dated by the rendering therapy provider, who must be identified as such on the evaluation. The evauation
must include the comprehensive results of formal/informal tests and measurements that provide a baseline for the member's
functional limitations from which a POC is established. The evaluation must include written instructions for follow through or
carryover by the member and/or caregiver. Follow through or carryover must be realistically achievable by the member and/or
caregiver at the place of residence.

Topic #2126

Therapy Plan of Care

A therapy POC (plan of care) must be completed prior to the provision of home health therapy services. The therapy POC must
contain specific and measurable goals that are related to an identified deficit and are appropriate to the member's chronological or
developmenta age, way of life, and home situation. The therapy goals must be medical in nature, rather than educational, social, or
vocational.
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Noncovered Services

Topic #68

Definition of Noncovered Services

A noncovered service is a service, item, or supply for which reimbursement is not available. Wis. Admin. Code 8 DHS 101.03
(103) and ch. 107 contain more information about noncovered services. In addition, Wis. Admin. Code § DHS 107.03 contains
agenerad 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:

1 Charges for missed appointments
1 Charges for telephone calls

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

Missed Appointments

The federal CM S (Centers for Medicare and Medicaid Services) does not allow 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:

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

1 If amember needs assistance in obtaining transportation to a medical appointment, encourage the member to call 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.

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

Trandation Services

Trandation services are considered part of the provider's overhead cost and are not separately reimbursable. Providers may not
collect payment from a member, or authorized person acting on behalf of the member, for trandlation services.

Providers should call the Affirmative Action and Civil Rights Compliance Officer at 608-266-9372 for information about when
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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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Private Duty Nursing Services

Topic #2025

Daylight Savings Time

Wisconsin Medicaid reimburses only for the number of hours actually worked. Providers who work when daylight savings time
ends are still required to adhere to the limitations on authorized services. Nurses are expected to adjust their schedules in advance
to accommodate changes in the clock time.

Providers should adhere to the limits on authorized PDN (private duty nursing services) services.

Topic #2096

Emergency Procedures

Asrequired by Wis. Admin. Code 8§ DHS 105.16(10)(e), all agencies providing PDN (private duty nursing) are required to have
the following back-up and emergency proceduresin place:

1 Have identified another nurse on the case as a backup to provide services to the member in the event the scheduled nurseis
temporarily unable to provide services. Providers are required to inform members of the backup nurse's name before the
backup nurse provides services.

1 Have awritten plan for member-specific emergency procedures in the case of a life-threatening situation, fire, or severe
weather warnings. Home health agencies are required to give this plan to the member and all caregivers prior to the
initiation of these procedures.

1 Take appropriate action in the case of any significant accident, injury, or adverse change in the member's condition. Nurses
are required to immediately notify the member's physician, guardian (if any), and any other responsible person designated in
writing by the member or member's legal representative.

Topic #13958

Managing Authorized Units Within 13-Week Segments

Unused hours authorized for one 13-week segment do not carry over to another 13-week segment. If the member's condition
changes and more hours will be needed to provide medically necessary services, the POC (plan of care) needs to be updated and
reviewed, signed, and dated by the attending physician. If the change in condition is temporary and PRN (pro re nata ) hours are
needed, then the physician orders must specify the dates when additional medically necessary services are to begin and end. To
obtain PA (prior authorization) for medically necessary PRN hours, the PAL (prior authorization liaison) is required to submit an
amendment request. Pro re nata hours will not be authorized for any 13-week segment that is authorized for flexible use of hours.

Topic #2092

Member Eligibility for Services

According to Wis. Admin. Code 8 DHS 107.12(1)(a), amember is eligible for PDN (private duty nursing) services if they:
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1 Require atota of eight or more hours of direct skilled nursing services in a 24-hour period according to the POC (plan of
care).

1 Do not residein a hospital or nursing facility.

1 Have awritten POC specifying the medical necessity for PDN services.

Ventilator-Dependent Members

In accordance with Wis. Admin. Code 8 DHS 107.113(1), a ventilator-dependent member is eligible for respiratory care when
they meet all of the criteriafor PDN services and meet the following requirements:

1 Are medically dependent on a ventilator for life support at least six hours per day. In addition, the member is required to
meet one of the following two conditions:

i Has been hospitalized for at least 30 consecutive days for their respiratory condition. The 30 consecutive days may
occur in more than one hospital or nursing facility.

i |If they have been hospitalized for less than 30 days, their enrollment for services will be determined by the DMS
(Division of Medicaid Services) Chief Medical Officer on a case-by-case basis. The Chief Medical Officer's
determination may include discussions with the member's pulmonologist and/or primary care physician to evaluate the
member's diagnosis, prognosis, history of hospitalizations for the respiratory condition, and weaning attempts, when
appropriate.

1 Has adequate social support to be treated at home and desires to be treated at home.
1 May have ventilator care safely provided at home.

Topic #2091

Member Medical Record

Home health agencies are required to maintain a medical record for each member receiving PDN (private duty nursing) services
as stated in Wis. Admin. Code § DHS 105.16(10)(d). The record must document the nature and scope of all services provided
and be systematically organized and readily accessible to ForwardHealth. The medical record must include all of the following:

1 Member identification information.

1 The member's condition, problems, progress, and all services rendered.

1 Appropriate hospital information supplied by the hospital, including discharge information, diagnosis, current patient status,
and post-discharge POC (plan of care).

1 An admission evaluation and assessment of the member.

1 All medical orders, including the current physician written POC and all interim physician's orders. The Plan of Care chapter
contains further information about a physician's verbal orders.

1 A consolidated list of medications, including start and stop dates, dosage, route of administration, and frequency. Thislist
must be reviewed and updated for each nursing visit, if necessary.

1 Progress notes posted as frequently as necessary to clearly and accurately document the member's status and services
provided. A "progress note" is awritten notation, timed, dated, and signed by a member of the health team providing
covered services, that summarizes facts about the care furnished and the member's response during a given period of time.

1 Clinical notes written, timed, signed, and dated the day service is provided and incorporated into the medical record within
seven days. A copy of these notes should be maintained in the record in the member's home. These notes are a notation of
contact with a member that document the PDN services provided and should do the following:

i Describe the member's medical status, including signs and symptoms.
i Listthetime and date of the contact, a description of treatment and drugs administered, and the member's reaction.
i Describe any changes in the member's physical or emotiona condition and any nursing intervention.

Nurses are encouraged to write clinical notes as services are provided and complete them by the end of each shift.
These notes should be utilized by nurses performing services during subseq