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Claims;Adjustment Requests

Topic #814

Allowed Claim

An alowed claim (or adjustment request) contains at least one service that is reimbursable. Allowed claims display on the Paid
Claims Section of the RA (Remittance Advice) with a dollar amount greater than "0" in the allowed amount fields. Only an allowed
claim, which is also referred to as a 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 DHS (Department of Health Services) offers electronic billing software at no cost to providers. The PES (Provider Electronic
Solutions) software allows providers to submit electronic adjustment requests using an 837 transaction. To obtain PES software,
providers may download it from the ForwardHealth Portal. For assistance installing and using PES software, providers may call
the EDI (Electronic Data Interchange) Helpdesk.

Portal Claim Adjustments

Providers can submit claim adjustments via the Portal. Providers may use the search function to find the specific claim to adjust.
Once found, the provider can alter the claim to reflect the desired change and resubmit it to ForwardHealth. Any claim
ForwardHealth has paid can be adjusted and resubmitted on the Portal, regardless of how the claim was originaly submitted.

Topic #513

Follow-Up

Providers who believe an error has occurred or their issues have not been satisfactorily resolved have the following options:
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. Submit a new adjustment request if the previous adjustment request is in an allowed status.

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

. Contact Provider Services for assistance with paper adjustment requests.

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

Topic #515

Paper

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

Topic #4902

Providers are required to indicate the actual NDC (National Drug Code) on the Adjustment/Reconsideration Request form. If the
actual NDC is not indicated on the Adjustment/Reconsideration Request form, the claim will be denied and the provider will need
to resubmit a new claim.

Topic #316

Processing

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

Topic #514

Pur pose

After reviewing both the claim and ForwardHealth remittance information, a provider may determine that an allowed claim needs
to be adjusted. Providers may file adjustment requests for reasons including the following:

. To correct billing or processing errors.

. To correct inappropriate payments (overpayments and underpayments).

. To add and delete services.

. Tosupply additional information that may affect the amount of reimbursement.
. Torequest professiona consultant review (e.g., medica, dental).

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

Topic #4857

Submitting Paper Attachmentswith Electronic Claim
Adjustments

Providers may submit paper attachments to accompany electronic claim adjustments. Providers should refer to their companion
quides for directions on indicating that a paper attachment will be submitted by mail.
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Drug Utilization Review

Topic #1978

A Comprehensive Overview

The federal OBRA '90 (Omnibus Reconciliation Act of 1990) established program requirements regarding several aspects of
pharmacy practice. One of the requirements of OBRA '90 was a DUR (Drug Utilization Review) program for BadgerCare Plus,
Medicaid, and SeniorCare members to improve the quality and cost-effectiveness of care.

The OBRA '90 requires that BadgerCare Plus, Medicaid, and SeniorCare DUR program includes al of the following:

. Prospective DUR.
. Retrospective DUR.
. Aneducational program using DUR program data on common drug therapy.

Individual pharmacies are responsible for prospective DUR, while BadgerCare Plus, Medicaid, and SeniorCare are responsible
for retrospective DUR and educational programming. Additiona differences between prospective and retrospective DUR can be
found in the following table.

Prospective Versus Retr ospective DUR

Prospective DUR Retrospective DUR
. Performed before adrug is dispensed . Performed after adrug is dispensed
. ldentifies a potential problem before it occurs . Warnswhen a potential problem has occurred
. Provides real-time response to a potential problem . Useful for detecting patterns and designing targets for
intervention
. Has preventive and corrective action
. Has corrective action

The DUR Board, required by federa law, consists of three physicians, five pharmacists, and one nurse practitioner. The DUR
Board and the DHS (Department of Health Services) review and approve al DUR criteria and establish a hierarchy of aerts for
prospective and retrospective DUR.

Providers should refer to Phar. 7.01(1)(e) and 7.08, Wis. Admin. Code, and s. 450.01(16)(i), Wis. Stats., for additional
information about DUR program requirements.

Topic #12657

Additive Toxicity

The additive toxicity DUR (Drug Utilization Review) alert is activated when a prescribed drug causes a cumulative effect with
other drugs in the claims history. Points accumulate for side effects based on the severity and the frequency of the side effect.
Once a defined threshold is reached, an aert is sent to the provider.
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Topic #1983

Alertsand Alert Hierarchy

The DUR (Drug Utilization Review) Board established a hierarchy for the order in which multiple alerts appear if more than one
dert is activated for adrug claim. Factors taken into account in determining the hierarchy include the potential for avoidance of
adverse consequences, improvement of the quality of care, cost savings, likelihood of a false positive, retrospective DUR
experience, and areview of aerts used by other state Medicaid programs for prospective DUR. The clinical drug tables used to
establish the aerts are provided to BadgerCare Plus, Medicaid, and SeniorCare by First DataBank, Inc.

For information about overriding DUR alerts, providers may refer to the Prospective Drug Utilization Review System topic.

BadgerCare Plus, Medicaid, and SeniorCare activate alerts that identify the following problems. These aerts are listed in
hierarchical order according to the following prospective DUR conflict codes:

. DD — Drug-drug interaction.
. Drug-disease contraindication.
o MC — reported.

o DC—inferred.
. TD — Therapeutic duplication.
. PG — Pregnancy aert.
. ER— Overuse.
. AT — Additive toxicity.
. LR — Underuse.
. HD — High dose.
. NS — Insufficient Quantity.

Topic #12618

Drug-Disease Contraindication

The drug-disease contraindication DUR (Drug Utilization Review) dert is activated when a drug is prescribed for a member who
has a disease for which the drug is contraindicated. Acute diseases remain in the member's medical profile for alimited period of
time, while chronic diseases remain permanently. The disease may have been reported on amedical claim or inferred from a drug
in claims history.

Contraindications include the following:

. Reported — The diagnosis is extracted from the member's medical profile. A medical profile includes previously
reimbursed claims, including pharmacy claims, where a diagnosisis submitted.

. Inferred — Infer that the member has a disease based on a drug present in claims history. This inference is made if thereis
one disease indicated for a drug.

Topic #12617

Drug-Drug Interaction

The drug-drug interaction DUR (Drug Utilization Review) adert is activated when another drug in claims history interacts with the
drug being filled. The system reviews not only the prescriptions at the current pharmacy, but al of the prescriptions reimbursed by
BadoerCare Plus, Medicaid. and SeniorCare.
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Topic #1981

Editsand Audits

The claims processing system includes certain edits and audits. Edits check the validity of data on each individual claim. For
example, aclaim with an invalid NDC (National Drug Code) will be denied with an edit. In contrast, audits review claim history.
For example, if the same claim isfiled at two different pharmacies on the same day, the claim at the second pharmacy will be
denied with an audit.

Only payable claims that are not denied by an edit or audit are submitted to prospective DUR (Drug Utilization Review).
Prospective DUR aerts inform providers of potential drug therapy problems. With the exception of the overuse precaution ("ER")
dert, providers can override any of these alerts.

Topic #1980

Educational Programming

A number of educational programs are generated by the DUR (Drug Utilization Review) Board. One of the primary means of
education is the distribution of educational newsletters to prescribers and pharmacists. Topics for newsletters include:

. Current treatment protocols.

. How to best use the information received in the intervention letter.

. New drug-drug interactions.

. Utilization and cost data for selected therapeutic classes of drugs.

. Comparison of efficacy and cost of drugs within a therapeutic class.

In addition, the intervention letters sent out generate additional calls to the DUR pharmacy staff that provide an opportunity for a
one-on-one educationa activity with the prescriber.

Topic #12660

High Dose

Providers receive the high dose prospective DUR (Drug Utilization Review) alert on claims for drugs listed in the table below if the
dose exceeds daily limit indicated.

Drug Daily Limit

Acetaminophen |Greater than 4,000 mg/day, for all members

Alprazolam Greater than 2 mg/day, for members 65 or older

Amitriptyline Greater than 150 mg/day, for al members

Cyclobenzaprine|Greater than 30 mg/day, for all members

Escitalopram Greater than 30 mg/day, for all members

Tramadol Greater than 300 mg/day, for members 65 or older
Zolpidem Greater than 10 mg/day for members 65 or older
Topic #12678
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| nsufficient Quantity

For drugs that may be dispensed in a three-month supply, but are not required to be, pharmacy providers may determine whether
or not it is clinically appropriate to dispense a three-month supply. Claims for these drugs will be denied with the insufficient
quantity ("NS") prospective DUR (Drug Utilization Review) alert and providers will be required to respond to the alert and
resubmit the claim in the POS (Point-of-Sal€) system to obtain reimbursement from ForwardHealth.

Topic #12637

Overuse Precaution

The overuse precaution DUR (Drug Utilization Review) alert is activated when a member is requesting an early refill of a
prescription. The alert is sent to the provider if aclaim is submitted before 80 percent of the previous claim's days supply for the
same drug, drug strength, and dosage form has been taken. The alert indicates the number of days that should remain on the
prescription, not the day that the drug can be refilled without activating the aert. Drugs with up to a 10-day supply are excluded
from this alert.

A comprehensive list of drug categories are monitored for the "ER" prospective DUR aert if a member requests a refill before 80
percent of a previous claim's days supply has been taken. Antibiotics, insulins, 1V solutions, electrolytes (except potassium, blood
components and factors), and diagnostic drugs are excluded.

The Prospective Drug Utilization Review System topic includes more information about override policies.

Topic #12620

Pregnancy Alert

The pregnancy DUR (Drug Utilization Review) alert is activated when the prescribed drug is contraindicated in pregnancy. This
alert is activated when dl of the following conditions are met:

. The member is awoman between 12 and 60 years of age.

. ForwardHealth receives amedical or pharmacy claim for a member that indicates pregnancy using a diagnosis code.

. A pharmacy claim for a drug that possesses a clinical significance of D, X, or 1 (as assighed by the FDA (Food and Drug
Administration) or First DataBank, Inc.) is submitted for a member.

Clinical Significance Codes

D There is positive evidence of human fetal risk based on adverse reaction data from investigational or marketing
experience or studies in humans. However, potential benefits may warrant use of the drug in pregnant women despite
potential risks if the drug is needed in a life-threatening situation or for a serious disease for which safer drugs cannot be
used or are ineffective. Thisisa FDA-assigned value.

X Studies in animals or humans have demonstrated fetal abnormalities and/or there is positive evidence of human fetal risk
based on adverse reaction data from investigational or marketing experience, and the risks involved in use of the drug in
pregnant women clearly outweigh potential benefits. Thisis an FDA-assigned value.

1 No FDA rating but is contraindicated or not recommended; may have animal and/or human studies or pre- or post-
marketing information. Thisis a First DataBank, Inc.-assigned value.

The pregnancy diagnosis will be deactivated from a member's medical profile after 260 days or if an intervening diagnosis
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indicating delivery or other pregnancy termination is received on aclaim.

Topic #1977

Progspective Drug Utilization Review System

To help individual pharmacies comply with their prospective DUR (Drug Utilization Review) responsibility, BadgerCare Plus,
Medicaid, and SeniorCare developed a prospective DUR system. The system screens certain drug categories for clinically
significant potential drug therapy problems before a drug is dispensed to a member. Prospective DUR enhances clinica quality
and cost-effective drug use.

Prospective DUR is applied to all BadgerCare Plus, Medicaid, and SeniorCare rea-time POS (Point-of-Sale) claims submitted
to ForwardHealth. Prospective DUR alerts are returned to pharmacy providers as a conflict code. Providers may refer to the
ForwardHealth Payer Sheet: (P-00272) NCPDP (National Council for Prescription Drug Programs) Version D.0 for more
information about prospective DUR.

Although the prospective DUR system alerts pharmacy providers to a variety of potential problems, it is not intended to replace
pharmacists' professional judgment. Potential drug therapy problems may exist which do not trigger the prospective DUR system.
Prospective DUR remains the responsibility of the pharmacy, as required by federal and state law. The system is an additional tool
to assist pharmacists in meeting this requirement.

Claims Reviewed by the Prospective Drug Utilization Review System

Under the prospective DUR system, only reimbursable claims for BadgerCare Plus, Medicaid, and SeniorCare members
submitted through the real-time pharmacy POS system are reviewed. Although paper claims and compound drug claims are not
reviewed by the prospective DUR system, pharmacy providers are still required under provisions of OBRA '90 (Omnibus Budget
Reconciliation Act of 1990) to perform prospective DUR independently.

Claimsfor Assisted Living Facility, Group Home, and Nursing Facility Members

Real-time claims for assisted living facility, group home, and nursing facility members are reviewed through the prospective DUR
system; however, they do not require a response to obtain reimbursement since claims submission for these members does not
always occur at the same time the drug is dispensed. The assisted living facility, group home, or nursing facility pharmacist
consultant is responsible for prospective DUR. Although assisted living facility, group home, and nursing facility claims are exempt
from denial, an informational alert will be received on POS claims.

Overriding Prospective Drug Utilization Review Alerts

When aclaim is processed for a drug that has the potentia to cause problems for a member, BadgerCare Plus, Medicaid, or
SeniorCare return an alert to inform the pharmacy provider about the potential problem. The provider is then required to respond
to the alert to abtain reimbursement. For certain drugs, providers may override the claim in the POS system. The provider is
required to resubmit the claim and include information about the action taken and the resulting outcome.

For other drugs, pharmacy providers are required to call the DAPO (Drug Authorization and Policy Override) Center to request
authorization.

If aprovider receives a prospective DUR alert and subsequently receives an override through DAPO Center, the DUR alert pre-
overrideis not required on the resubmitted claim. If multiple DUR alerts are received for a claim and an override from the DAPO
Center is obtained for one DUR alert, the provider may be reguired to pre-override/override the additional prospective DUR
alerts, as appropriate.
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Providers are strongly encouraged to contact their software vendors to ensure that they have access to these necessary fields.
Providers may also refer to the payer sheet for information about NCPDP transactions.

Prospective DUR alows pre-overrides if adrug in claims history will activate an aert for adrug that will dispensed from the same
pharmacy. Providers may not pre-override claims for certain drugs for which the overuse precaution ("ER") DUR alert will
activate.

Early Refill Prospective Drug Utilization Review Overrides

Examples of when an early refill override request may be approved through the DAPO Center include, but are not limited to, the
following:

. If the member has an appropriate medical need (e.g., the member's medications were lost or stolen, the member has
requested a vacation supply).

. A member has been taking too much of a medication because he or she misunderstood the directions for administration
from the prescriber.

. A prescriber changed the directions for administration of the drug and did not inform the pharmacy provider.

Pharmacy providers should call prescribers to verify the directions for use or to determine whether or not the directions for use
changed.

If the pharmacist determines that it is not appropriate to refill the drug early, the pharmacy may instruct the member to return to the
pharmacy to pick up the refill after 80 percent of the previous claim's days supply has been taken. Providers may refer to NCPDP
field 544-FY (DUR Free Text Message) to determine the date the member may pick up the refill of a drug.

When pharmacy providers submit noncompound drug claims or reversals with a response to a prospective DUR dlert at a
minimum, the following fields are required:

. Reason for Service Code (NCPDP field 439-E4).
. Professional Service Code (NCPDP field 440-E5).
. Result of Service Code (NCPDP field 441-E6).

The following table indicates the specific fields that providers are required to submit for prospective DUR claims. The "X" denotes
arequired field with a prospective DUR claim submission.

Drug Utilization . . . .
. . X Reason for Service |Professional Service| Result of Service
Policy Requirements Review/PPS Code Code Code Code
Counter
Prospgctlve DUR X X X X
Override

The following table provides additional prospective DUR claim submission examples for when providers submit responses to the
prospective DUR alert services in the same transaction.

. , Drug Utilization
Example Reason for Service Code Professonal Service Result of Service Code Review or
Code .
Pharmaceutical Care
A AT MO 15 DUR
B AT RE 1E DUR
C AT RE 1E DUR
D AT RE 1E DUR
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SR MO 1F Not applicable
F AT RE 1E DUR
SR MO 1F Not applicable

Topic #1982

Prospective Drug Utilization Review and Phar maceutical
Carefor DOS Before September 1, 2012

When pharmacy providers submit noncompound drug claims or reversals with a response to a prospective DUR (Drug Utilization
Review) aert and submit aclaim for a PC (Pharmaceutical Care) dispensing fee on the same claim, a a minimum, the following
fields are required:

. Reason for Service Code (NCPDP (National Council for Prescription Drug Programs) field 439-E4).
. Professional Service Code (NCPDP field 440-E5).

. Result of Service Code (NCPDP field 441-ES6).

. DUR/PPS Level of Effort (NCPDP field 474-8E).

The DUR/PPS level of effort is only required on PC reimbursement claim submissions.

The following table indicates the specific fields that providers are required to submit for prospective DUR and PC claims. The "X"
denotes a required field with a prospective DUR or PC claim submission.

Policy Requ ¢ DUR/PPS Code |Reason for Service| Professional Result of Service ?_URéPF;S

olicy Requirements Counter Code Service Code Code evel o
Effort

PC X X X X X

Prospective DUR

Override X X X X

IIZrcc;spec'uve DUR and X X X X X

The following table provides additional prospective DUR and PC service claim submission examples for when providers submit
responses to the prospective DUR alerts and PC services in the same transaction.

. . . Prospective
Example Reaso”gg;eserv'ce grc\’ficoggle RES‘J”COJ dSeerV|ce DURIPRSLevd of|  DUR or PC
Effort
A AT MO 1E 15 DUR and PC
B AT RE 1E Blank DUR
C AT RE 1E Not sent DUR
D AT RE 1E Blank DUR
SR MO 1F 11 PC
E AT RE 1E 11 PC
SR MO 1F 11 Not applicable
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F AT RE 1E Blank DUR
SR MO 1F Blank Not applicable

Topic #1975

Retrospective Drug Utilization Review

Retrospective DURs (Drug Utilization Reviews) are performed by BadgerCare Plus, Medicaid, and SeniorCare on a monthly
basis. Review of drug claims against DUR Board-approved criteria generates patient profiles that are individually reviewed for
clinical significance.

Each month, all BadgerCare Plus, Medicaid, and SeniorCare pharmacy claims are examined by a software program for potential
adverse drug concerns. Criteria are developed by BadgerCare Plus, Medicaid, and SeniorCare and are reviewed and approved
by the DUR Board. Problems that are reviewed include drug-drug interactions, overuse (i.e., early refill), drug-disease
contraindications, duplicate therapy, high dose, and drug pregnancy contraindication.

If apotential drug problem is discovered, intervention letters are sent to all prescribers who ordered a drug relevant to an
identified problem. Also included with an intervention letter is a response form for the prescriber to complete, a pre-addressed
return envelope, and a patient drug profile.

Topic #12619

Therapeutic Duplication

The therapeutic duplication DUR (Drug Utilization Review) alert is activated when another drug is present in claims history in the
same therapeutic class as the drug being dispensed. The message sent to the provider includes the drug name in claims history that
is causing the alert. The therapeutic classes for the duplication aert include:

. Anti-anxiety agents.

. Antidepressants.

. Antihistamines.

. Antihypertensives.

. Antipsychatics.

. Antithromboatics.

. Barbiturates.

. Cardiovascular agents.

. Diuretics.

. Histamine H2 receptor inhibitors.

. Hypoglycemics.

. Narcotic analgesics.

. NSAIDs (nonsteroidal anti-inflammatory drugs) (including COX-2 selective agents).
. Oral contraceptives.

. Platelet aggregation inhibitors.

. PPl (proton pump inhibitor) drugs.
. Sedatives and hypnotics.

. Skeletal muscle relaxants.

Topic #12659
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Underuse Precaution

The underuse precaution DUR (Drug Utilization Review) alert is activated when a member islate in obtaining arefill of a
maintenance drug. The alert is sent to the provider when adrug is refilled and exceeds 125 percent of the days supply on the
same drug in history. The number of days late is calculated as the days after the prescription should have been refilled. Drugs with
up to a 10-day supply are excluded from this aert. This alert applies, but is not limited to, the following therapeutic categories.

. ACE (angiotensin converting enzyme) inhibitor drugs.
. Alpha-blockers.

. Antilipidemics.

. Angiotensin-2 receptor antagonists.
. Anti-arrhythmics.

. Anticonvulsants.

. Antidepressants.

. Antipsychatics.

. Beta-blockers.

. Cacium channel blockers.

. Digoxin.

. Diuretics.

. Oral hypoglycemics.
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Good Faith Claims

Topic #518
Definition

A good faith claim may be submitted when a claim is denied due to a discrepancy between the member's enrollment information in
the claims processing system and the member's actual enrollment. If a member presents a temporary card or an EE (Express
Enrollment) card, BadgerCare Plus encourages providers to check the member's enrollment and, if the enrollment is not on file
yet, make a photocopy of the member's temporary card or EE card. If Wisconsin's EVS (Enrollment Verification System)
indicates that the member is not enrolled in BadgerCare Plus, providers should check enrollment again in two days or wait one
week to submit a claim to ForwardHealth. If the EV'S indicates that the member still is not enrolled after two days, or if the claim
is denied with an enrollment-related EOB (Explanation of Benefits) code, providers should contact Provider Services for
assistance.

Topic #1961

Pharmacy providers who submit real-time claims should only send a copy of the member enrollment information the provider
received at the time of service.
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Over payments

Topic #528

Adjustment Request vs. Cash Refund

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

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

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

Topic #532

Adjustment Requests

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

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

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

. Not currently under investigation for Medicaid fraud or abuse.

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

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

Electronic Adjustment Requests

ForwardHealth 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:

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

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

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

Topic #533
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Cash Refunds

When submitting a personal check to ForwardHealth for an overpayment, providers should include a copy of the RA (Remittance
Advice) for the claim to be adjusted and highlight the affected claim on the RA. If 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

Financia Services Cash Unit
313 Blettner Blvd

Madison WI 53784

Topic #531

ForwardHealth-Initiated Adjustments

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

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

Topic #530

Requirements

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

In the case of 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:

. Return of overpayment through the adjustment regquest process.
. Return of overpayment with a cash refund.

. Return of overpayment with avoided claim.

. ForwardHealth-initiated adjustments.

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

Topic #10138

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

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

Topic #14457

Phar maceutical Care |Information for DOS before
September 1, 2012

ForwardHealth implemented the MTM (Medication Therapy Management) benefit in conjunction with the WPQC (Wisconsin
Pharmacy Quadlity Collaborative). As aresult of thisimplementation, PC (Pharmaceutical Care) services are no longer
reimbursable for DOS (dates of service) on or after September 1, 2012.

Thistopic contains information for PC services for DOS before September 1, 2012.

Under the 1995 Wisconsin Act 27, the state biennial budget, Wisconsin Medicaid was reguired to develop an incentive-based
pharmacy payment system that reimburses providers for PC services.

PC is a nationwide movement promoting a patient-centered, outcomes-oriented practice of pharmacy. Its purpose is to maximize
the effectiveness of medications for the patient through intervention by the pharmacist.

BadgerCare Plus, Medicaid, and SeniorCare's PC program provides pharmacists with an enhanced dispensing fee for PC
services provided to members. This enhanced fee reimburses pharmacists for additional actions they take beyond the standard
dispensing and counseling for a prescription drug.

Reimbur sement

There are limitations on PC billing and reimbursement. Responding to prospective DUR (Drug Utilization Review) alerts is not
automatically considered a PC service. Not all PC services for which a provider receives a prospective DUR aert are
reimbursable under the PC benefit.

For SeniorCare members, pharmacies are reimbursed directly for PC at the Medicaid rate when the member isin, or has
reached, the copayment level of participation. When the member has a spenddown or deductible, the pharmacy must obtain
member consent for PC services prior to providing them.

Documentation Requirements

The following documentation is required for PC claims and must be maintained in the member'sfile;

. Date of intervention.

. Professional time (in minutes) spent on intervention. Exclude documentation time.

. Time (in minutes) spent on documentation.

. The drug name.

. A summary of and a basis for the recommendation(s).

. The outcome, including a summary of any communication with the prescriber or member.

. Whether the intervention was for safety, efficacy, compliance, or cost savings-only purposes.

. Thediagnosis code for the diagnosis, disease, or intended use of the medication involved in the submitted intervention.
. The pharmacist's identity.

. A completed PC Documentation Form.
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Providers may use any format to document PC, but that format must include all of the elements in the model form provided in the
PC dispensing fee documentation.

Pharmacy providers are required to document the following in the member's file or on the prescription when a PC dispensing fee
is submitted to ForwardHealth:

. The date the prescriber was contacted.

. The change to the prescription.

. The name of the pharmacy provider who made the contact.

. The name of the person in the prescriber's office who authorized the change to the prescription.

Documentation Requirementsfor Therapeutic I nterchange

Providers are required to document the following in the member's file or on the prescription when a PC dispensing fee for
therapeutic interchange is submitted to ForwardHealth:

. The date the prescriber was contacted.

. The change to the prescription.

. The name of the person who contacted the prescriber.

. The name of the person in the prescriber's office who authorized the change to the prescription.

Documentation for therapeutic interchange must be provided if requested by ForwardHealth. Failure to provide the previous
documentation may result in recoupment of the PC dispensing fee.
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Wisconsin Medicaid Pharmaceutical Care Dispensing Fee Documentation

Providers may use any format to document Pharmaceutical Care (PC), but that format must include all the same
information as this form.

Patient Name: Medicaid ID No.:

Pharmacy Name: Medicaid Provider ID No.:
ou must establish and document your usual and customary fee structure for PC services billed to non-Medicaid patunts.
Indicate your usual and customary non-Madicaid charge for this PC service

PC Code: U/C Charge: Date PC Completed:

Reason: Provide details about the intervention. Describe problem(s) and rationale or basis for iniating intervention.

Include all drugs, Drug Wtilization Review alerts, or problems encountered when attempting to dispense the
prescription. Document assessment and plan for care.

Action: Provide details about specific action(s) performed to resolve the problem(s), including identification of all
contacts

Result: Provide details about the cutcome of the intervention

Level Prof Intervention Time: minutes (exclude doc time) Pharmacist's
Documentation Time:; minutes Mame:

List prescribed drug(s) involved in intervention (include discontinued or unfilled prescriptions).
Drug Name and Strength Quantity Refills  ICD9-CM Filled-Yes/No

Ifthe PC Result code is 1C, 10, 1E, 1F, 1K, or 2A, complete the following:
Check all that apply:
O Changed dose (beforefafter) [ Changed quantity {beforeiafter)
[ Changed frequency (beforelafter) [0 Changed directions (beforefafter)
O Discontinued or not-filled order O Other charge, specify

List additional service(s), if any, resulting from this PC intervention, e.g., new drugis), lab serice, M.D. office visit. etc

Phar maceutical Care Dispensing Fee

Reimbursement for the PC dispensing fee requires the pharmacist to meet all basic requirements of federal and state law for
dispensing a drug, plus completing specified activities that result in a positive outcome for members and ForwardHealth. Positive
outcomes include increasing patient compliance or preventing potential adverse drug reactions.

Reimbursement is based on the following:

. Thereason for intervention.
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. The professiona service provided by the pharmacist.
. Theresult of that action.
. Thetime spent performing the activity (i.e., the level of effort).

The PC Worksheet for Payable Codes provides information about allowed combinations of reason, professional service, and
result codes.

Billing limitations for PC codes include the following:

. ForwardHealth will only reimburse for one PC dispensing fee per member, per provider, per day. (In most cases,
payments using PC dispensing fees are limited to one, two, or four fees per year, per member, per pharmacy.)

. Some PC codes have a maximum billing frequency alowed. (The PC Reason Codes with Billing Information table below
contains a complete list of these limits.)

. Allowable PC codes have maximum allowable reimbursement levels.

. PC claims cannot be submitted for compound drugs.

. Certain codes cannot be submitted for members residing in a nursing facility.

Phar maceutical Care Codeswith Billing I nfor mation

Providers must maintain a PC profile and include the documentation listed in the allowable PC code and billing information table
for DOS before September 1, 2012. Documentation must be made available to ForwardHealth when requested.

Claim Submission

Providers are required to submit PC claims for their usual and customary charge for PC dispensing fee services. Providers should
retain documentation of their usual and customary charges. Claims for PC services may be submitted through the real-time
pharmacy POS (Point-of-Sale) system, using PES (Provider Electronic Solutions) software, on the ForwardHealth Portal, or on
paper using the Noncompound Drug Claim (F-13072 (07/12)) form indicating PC codes in the three fields shared with
prospective DUR (Drug Utilization Review) and the level of effort field. Claims for PC cannot be submitted for compound drugs.
The pharmacy provider should determine the total claims submission amount by adding together the usual and customary charge
for the drug and the usual and customary charge for PC.

Most PC claim submission requires avalid diagnosis code. If the diagnosis code field is |eft blank, PC for the claim will be denied.
The traditiona dispensing fee is substituted when the PC code is denied.

Claims for therapeutic interchange do not require a diagnosis code.

Include the usua and customary charge for PC in the "Billed Amount” field along with the usua and customary charge for the
drug.

When submitting claims for PC, enter the following:

. The appropriate reason for service code.

. The appropriate professional service code.
. The appropriate result of service code.

. The appropriate level of effort.

If adrug is not dispensed, but a PC service is provided for a covered and payable drug, then the PC may be reimbursed. Submit
the claim for the PC in the following way:

. Usethe NDC (National Drug Code) of the drug that was not dispensed.
. Indicate the quantity as zero.

Pharmacy Published Policy Through August 31, 2013 Page 20 of 454



Wisconsin Medicaid

. Enter the PC fee as the charge.
. Indicate the appropriate PC information.
. Indicate the number in the days supply field that reflects the amount that would have been dispensed.

A payable drug is reimbursed even if the PC code is submitted incorrectly.
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Wisconsin Medicaid

Providers may use the following tables to assist in determining billing codes for Pharmaceutical Care (PC) dispensing fees. Not
all code combinations are recognized as PC activities and not all recognized PC activities result in allowable PC dispensing lees.
Pharmaceutical Care codes are only billable when they represent activity beyvond that required under Omnibus Budget

Reconciliation Act of 1987 (OBRA "87) and OBRA 90 and when they deal with issues of patient compliance, safety, or

efficacy that result in a positive outcome.

Pharmacy

Published Policy Through August 31, 2013

Reason for provision of Pharmaceutical Care
O aD (60)  Additional Drug O LK (66)  Lock-in Recipient
Recommended O LR (25) Late Refill (Under Use) ¥
O AN (10)  ForgeryPossible O MN  (30)  Insufficient Duration
{Prescription O MX (22) Excessive Duration
Authentication) v O NN (80)  Unnecessary Drugv
O AR (61)  Adverse Drug Reaction O NS 32} Insufficient Quantity
O AT (40)  Additive Toxicity O Ps (17)  ProductSelection
O co  (71)  Chronic Disease Mgt. — Opportunity
Asthma 0O RE (84) Suspected
O cs (63) Patient Complaint/ Environmental Risk
Symptom {In-home Management)
O pa (41) Drug Allergy O sC (83) Suboptimal Compliance
O DD (44) Drug-Drug Interaction O SE (95) Side-Effect PT(?CB.LIliDn
O pi {45) 1V Drug Incompatibility (Side Effect) v
O pwm (63) Possible Drug Misuse v O S5F (34) Suboptimal Dose Form
O Er (20)  Farly Refill ¥ O SR (36)  Suboptimal Regimen
O Ex (21) Excessive Quantity O TD (599 Therapeutic Duplication
O b i(23)  HighDose O TN (83) Lab Test Needed ¥
O LD (33) LowDose O v Not Billable For
Nursing Home Residents
Action taken by pharmacist
O As (20) Patient Assessment D RT (309 Recommend Lab Test
O cc (210 Coordination of Care O T1C (15  Payer/Processor
0O mo (22)  MDContacted Contacted
{Prescriber Consulted) O T1H (12 Therapeutic Product
O MR (23)  Medication Review Interchange*
O rE (25)  Patient Education * Action Requires
O ko (29) R.Ph. Consult Other Prescriber
Contacted Authorization
Result of action
0O ic (12} Filled, Different Dose O 2 (300} MNOT Filled
O (13) Filled, Different O 3K (85) Instructions Understood
Directions 0O M (80) Compliance Aid
O 1E (14) Filled, Difterent Drug Developed(Distribution
(m 3 (15)  Filled, Different Quantity System)
O 1K (18)  Filled, Dose Form
Change
Level
On 0 through 5 minutes Use alphanumeric values for real-time and paper claims. Pharmaceutical
O 12 6 through 135 minutes Care cannot be billed through electronic media claims.
0O 13 16 through 30 minutes
4 31 through 60 minutes
D s 61+ minutes
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Reimbursement

There are limitations on PC hilling and reimbursement. Responding to prospective DUR aertsis not automatically considered a
PC service. Not all PC services for which a provider receives a prospective DUR alert are reimbursable under the PC benefit.

For SeniorCare members, pharmacies are reimbursed directly for PC at the Medicaid rate when the member isin, or has
reached, the copayment level of participation. When the member has a spenddown or deductible, the pharmacy must obtain
member consent for PC services prior to providing them.

Phar maceutical Care Profile

A PC profile must be created and maintained for a member prior to submitting a PC claim. It must include the intended use or
diagnosis information for each drug the member is actively using. The source of information and level of confidence must also be
documented. To facilitate a more thorough understanding of the member's medical condition(s), inclusion of the diagnosis or
intended use is recommended.

The member PC profile establishes a basis for al PC activities provided. As part of the PC profile, the pharmacist must certify
that sufficient clinical information has been collected and documented about the member so clinically relevant PC interventions are
possible. Thisincludes his or her disease state(s), diagnosis(es), or intended use(s) for each OTC (over-the-counter) and legend
drug(s) the member is actively using.

A PC profile must contain al information required under Pharmacy Examining Board and Medicaid rules. In addition, a face-to-
face member interview and medication work-up must be completed by a pharmacist. Providers must know and document the
basis for the member's complete medication therapy regimen. Each provider must adopt and use a clinically oriented standard
interview and work-up form and process.

Clinical information may be obtained from the member, agent of the member, prescriber, or any combination of the three. For
members in a health care facility, information may be obtained from member records and prescriber orders via facility staff. The
pharmacist should document the source (physician, member, inferred, etc.) and reliability (high, somewhat, questionable, etc.) of
the information for future users. The pharmacist is required to determine the intended use or target disease state for each drug
listed on the profile.

The pharmacist must determine that sufficient clinical information has been gathered and documented. Lack of sufficient clinical
information about the member and his or her medical condition precludes reimbursing PC dispensing fees.

Documentation

The following documentation must be retrievable and must be provided if requested. Failure to provide this documentation may
result in recoupment of the PC dispensing fee:

. A member profile which meets the Pharmacy Examining Board, prospective DUR, and ForwardHealth requirements.
. Results from the member interview and medication work-up.

. Member-specific diagnoses, disease state, or intended use for each drug.

. Date PC profile was created (may be different from date on first PC claim).

. ldentification of the pharmacist doing the medication history and profile preparation.

. Source and reliability of clinical information collected for the profile.

. Recommendations, plans, PC needs of the member, etc., if any.

. Information about each PC intervention attempted and completed.

Additional Discussion
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Each PC profile must contain sufficient clinical information about the member to make relevant clinical decisions and
recommendations. All PC profile information must be immediately available to the pharmacist and must be reviewed and updated
each time a prescription is filled for the member.

Professional Service Time
A professional PC service includes time spent doing the following:

. Resolving a specific drug therapy problem.

. Communicating with the prescriber about a specific member condition and its definition or resolution.

. Communicating with the member, or agent of the member, about a specific therapeutic problem, including its definition or
resolution.

. Resolving problems identified during drug regimen reviews for nursing home residents when performed a alevel greater
than drug regimen review requirements and not compensated for under drug regimen review payments from the facility.

Time spent in the following activitiesis not included in the service time:

. Researching a drug therapy problem, including reviewing medical literature or peer-reviewed literature.

. Consulting with another professiona (e.g., another pharmacist, medical professional, or poison center) regarding a therapy
problem.

. Completing continuing education classes.

. Reviewing PC profiles for drug therapy problems.

. Performing drug regimen reviews and documenting irregularities for nursing home residents.
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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 financial transaction is
processed. RAs are generated from the appropriate ForwardHealth program when at |east one claim, adjustment request, or
financia transaction is processed. An RA is generated regardless of how aclaim or adjustment is submitted (electronically or on
paper). Generally, payment information is released and an RA is generated by ForwardHealth no sooner than the first state
business day following the financial cycle.

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

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

Topic #4818

Calculating Totals on the Remittance Advice for
Adjusted and Paid Claims

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

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

Topic #534

Claim Number

Each claim or adjustment request received by ForwardHealth is assigned a unique claim number (also known asthe ICN (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 assigned within the batch range.

The sequence number is used internally by ForwardHealth.

Pharmacy
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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 #4746

Cutback Fieldson 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.

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:

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

RAs are accessible to providersin a TXT (text) format or from a CSV (comma-separated 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 97 days are available in the TXT format. When a user clicks on an
RA, a pop-up window displays asking if the user would like to "Open" or "Save" thefile. If "Open" is chosen, the document opens
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based on the user's application associated with opening text documents. If "Save" is chosen, the "Save As" window will open. The
user can then browse to a location on their computer or network to save the document.

Users should be aware that "Word Wrap" must be turned off in the Notepad application. If it 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. OpenOffice is a free software program obtainable from the Internet. Google
Docs and ZDNet also offer free spreadsheet applications. Microsoft Office Excel, awidely used program, is a spreadsheet
application for Microsoft Windows and Mac OS X. For maximum file capabilities when downloading the CSV file, the 1995
Office Excel for Windows (Version 7.0) included in Office 95 or a newer version is recommended. Earlier versions of Microsoft
Office Excedl 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 Portal User Guides page of the Portal for instructions about Microsoft Office Excel functions
that can be used to manipulate RA data downloaded from the CSV file.

835

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

Provider Electronic Solutions Softwar e

The DHCAA (Division of Health Care Access and Accountability) offers electronic billing software at no cost to the provider.
The PES (Provider Electronic Solutions) software allows providers to download the 835 transaction. To obtain PES software,
providers may download it from the ForwardHealth Portal. For assistance installing and using PES software, providers may call
the EDI (Electronic Data Interchange) Hel pdesk.

Topic #4822

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

EOB (Explanation of Benefits) codes are four-digit numeric codes specific to ForwardHealth that correspond to a printed
message about the status or action taken on a claim, claim detail, adjustment, or adjustment detail.

The claim processing sections of the RA (Remittance Advice) report EOBs for the claim header information and detail lines, as
appropriate. Header information is a summary of the information from the claim, such as the DOS (date of service) that the claim
covers or the total amount paid for the claim. Detail lines report information from the claim details, such as specific procedure
codes or revenue codes, the amount 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 values) file; however, the printed messages
corresponding to the codes do not appear in the file. The EOB Code Listing matching standard EOB codes to explanation text is
available on the Portal for reference.

Topic #3404

Explanation of Benefits

EOB (Explanation of Benefits) text corresponds to a printed message about the status or action taken on a claim, claim detail,
adjustment, or adjustment detail. EOB text may be periodically revised. Providers should occasionally check the EOB text list for
revisions.

Monthly Reports

ForwardHealth publishes two monthly reports titled, "EOBs on Paid Claims for Month CCYY" and "EOBs on Denied Claims for
Month CCYY." These reports allow providers to see common denial reasons and research the policies and procedures to
educate their staff on covered services.

The data tables will be posted by the 10th of every month on the pharmacy page of the ForwardHealth Portal. Previous monthly
reports will be maintained in the "Archived Data Tables" section on the pharmacy page of the ForwardHealth Portal.

Topic #13437

ForwardHealth-Initiated Claim Adjustments

There are times when ForwardHealth must initiate a claim adjustment to address claim issues that do not require provider action
and do not affect reimbursement.

Claims that are subject to this type of ForwardHealth-initiated claim adjustment will have EOB (Explanation of Benefits) code
8234 noted on the RA (Remittance Advice).
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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
providersin identifying the claims reported on the RA.

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

Topic #11537

National Correct Coding Initiative

As part of the federal PPACA (Patient Protection and Affordable Care Act) of 2010, the CM S (Centers for Medicare and
Medicaid Services) are required to promote correct coding and control improper coding leading to inappropriate payment of
claims under Medicaid. The NCCI (National Correct Coding Initiative) isthe CM S response to this requirement. The NCCI
includes the creation and implementation of claims processing edits to ensure correct coding on claims submitted for Medicaid
reimbursement.

ForwardHealth is required to implement the NCCI in order to monitor al professional claims and outpatient hospital claims
submitted with CPT (Current Procedural Terminology) or HCPCS (Healthcare Common Procedure Coding System) procedure
codes for Wisconsin Medicaid, BadgerCare Plus, WCDP (Wisconsin Chronic Disease Program), and Family Planning Only
Services for compliance with the following NCCI edits:

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

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

Medically Unlikely Detail Edits

MUE, or units-of-service detail edits, define the maximum units of service that a provider would report under most circumstances
for asingle 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 11100 (i.e., biopsy of skin lesion) was billed 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.
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Procedur e-to-Procedur e Detail Edits

Procedure-to-procedure detail edits define pairs of CPT or HCPCS codes that should not be reported together on the same
DOS for avariety of reasons. This edit applies across details on 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 (i.e., removal of a sweat gland lesion) and
93000 (i.e., electrocardiogram) were billed on the same claim for the same DOS. Procedure code 11451 describes a more
complex service than procedure code 93000, and therefore, the secondary procedure would be denied.

Quarterly Code List Updates

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

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

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

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

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

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

. Call Provider Servicesfor further information or explanation.

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

. Complete the Adjustment/Reconsideration Request (F-13046 (07/12)) form. In Element 16, select the "Consultant review
requested” checkbox and the "Other/comments" checkbox. In the "Other/comments' text box, indicate "Reconsideration of
an NCClI denia."

. Attach notes/supporting documentation.

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

Topic #539

Obtaining the Remittance Advice

Providers are required to access their secure ForwardHealth provider Portal account to obtain RAs (Remittance Advice). The
secure Portal allows providers to conduct business and exchange electronic transactions with ForwardHealth. A separate Portal
account is required for each financia payer.

Providers who do not have a ForwardHealth provider Portal account may request one.

RAs are accessible to providersin a TXT (text) format viathe secure provider Portal account. The TXT format file is generated
per financial payer and listed by RA number and RA date on the secure provider Portal account under "View Remittance
Advices' menu at the top of the provider's Portal home page. RAs from the last 97 days are available in the TXT format.
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Providers can also access RAsin a CSV (comma-separated values) format from their secure provider Portal account. The CSV
files are 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. A separate CSV fileislisted for the last 10 RAs.

Topic #4745

Overview of Claims Processing I nformation on the
Remittance Advice

The claims processing sections of the RA (Remittance Advice) includes information submitted on claims and the status of the
claims. The claim status designations are paid, adjusted, or denied. The RA aso 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.

. Denta claims.

. Drug claims.

. Inpatient claims.

. Long term care claims.

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

. Professiond claims.

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

. Denied claims.
. Paid claims.

Pharmacy Published Policy Through August 31, 2013 Page 32 of 454



Wisconsin Medicaid

Claim Types on the Remittance Advice and
Corresponding Provider Types

Claim Types

Provider Types

Dental claims

Dentists, dental hygienists, HealthCheck agencies that provide dental

Services.

Drug and compound drug claims

Pharmacies and dispensing physicians.

Inpatient claims

Inpatient hospital providers and institutes for mental disease providers.

Leng term care claims

Mursing homes,

Medicare crossover institutional claims

Most providers who submit elaims on the UB-04.

Medicare crossover professional claims

Most providers who submit claims on the 1500 Health Insurance Claim

Form.

Ciutpatient claims

Qutpatient hospital providers and hospice providers.

Professional claims

Ambulance providers, ambulatory surgery centers, anesthesiclogist
assistants, audiologists, case management providers, cerfified registered
nurse anesthetists, chiroproctors, community care organizations,
community support programs, crisis intervention providers, day treatment
providers, family planning clinics, federally qualified health centers,
HealthCheck providers, HealthCheck “"Other Services” providers,
hearing instrument specialists, home health agencies, independent labs,
individual medical supply providers, medical equipment vendors, mental
health/substance abuse clinics, nurses in independent practice, nurse
practitioners, occupotional therapists, opticions, oplometrists, personal
care agencies, physical therapists, physician assistants, physician clinics,
physicians, podiatrists, portable X-ray providers, prenatal care
coordination providers, psychologists, rehabilitation agencies, respiratory
therapists, rural health clinics, school-based services providers,
specialized medical vehicle providers, speech and hearing clinics,

speech-languoge pothologists, therapy groups.

Topic #4914

Payment Variance Edit

All electronic and paper pharmacy claims submitted to ForwardHealth will be reviewed by a payment variance edit. The variance
edit verifies claims data and ensures correct claims reimbursement. The variance edit compares the program-allowed amount for a
drug to the dispensing provider's billed amount. If the billed amount is 60 percent greater than or less than the allowed amount, the
claim will be denied because there was likely a hilling error on the quantity or billed amount. Providers will receive an EOB
(Explanation of Benefits) code and an NCPDP (National Council for Prescription Drug Programs) reject code when the variance

is exceeded.

Remittance | nformation

Denied claims will appear on the RA (Remittance Advice) with an EOB code that requires the provider to verify the quantity and
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charge for the claim. If the quantity or charge were submitted incorrectly for an electronic or paper claim, the provider should
complete one of the following:

. If the claim was partially paid, submit an Adjustment/Reconsideration Reguest (F-13046 (07/12)).
. If the claim was denied, correct and resubmit the claim.

Topic #4821

Prior Authorization Number on the Remittance Advice

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

Topic #4418

Reading Non-Claims Processing Sections of the
Remittance Advice

Address Page

Inthe TXT (text) file, the Address page displays the provider name and "Pay to" address of the provider.

Banner M essages

The Banner Messages section of the RA (Remittance Advice) contains important, time-sensitive messages for providers. For
example, banner messages might inform providers of claim adjustments initiated by ForwardHealth, claim submission deadlines,
and dates of upcoming training sessions. It is possible for each RA to include different messages; therefore, providers who receive
multiple RAs should read all of their banner messages.

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

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.
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The Accounts Recelvabl e 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 "Total Recoupment” line shows the sum of all recoupments to date in the "Recoupment Amount To Date" column and the
sum of all recoupments for the current financial cycle in the "Amount Recouped In Current Cycle" column.

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

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

Type of Character and Description Applicable Characters and
Description

Transaction — The first character indicates the V — Capitation adjustment
type of financia transaction that created the
accounts receivable. 1— OBRA Level 1 screening
void request

2 — OBRA Nurse Aide
Training/Testing void request

Identifier — 10 additional numbers are assigned to | The identifier is used internally
complete the Adjustment ICN. by ForwardHealth.

Service Code Descriptions

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

Summary

The Summary section reviews the provider's claim activity and financial transactions with the payer (Medicaid, WCDP (Wisconsin
Chronic Disease Program), or WWWP (Wisconsin Well Woman Program)) for the current financia cycle, the month-to-date,
and the year-to-date, if applicable.

Under the "Claims Data" heading, providers can review the total number of claims that have been paid, adjusted, or denied along
with the total amount reimbursed for al paid and adjusted claims. Only WWWP providers will see amounts reported for "Claims
in Process." Other providers will always see 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.
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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 financia cycle. A claim may be adjusted because one of the following occurred:

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

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

In the Claim Adjustments section, the original claim information in the claim header is surrounded by parentheses. Information
about the claim adjustment appears directly below the original claim header information. Providers should check the Adjustment
EOB (Explanation of Benefits) code(s) for a summary of why the claim was adjusted; other header EOBs will provide additional
information.

The Claim Adjustments section only lists detail lines for a claim adjustment if that claim adjustment has detail line EOBs. This
section does not list detail lines for the original paid claim.

Note: For adjusted compound and noncompound claims, only the compound drug sections include detail lines.
Below the claim header and the detail information will be located one of three possible responses with a corresponding dollar
amount: "Additional Payment," "Overpayment To Be Withheld," or "Refund Amount Applied.” The response indicated depends

on the difference between the original claim amount and the claim adjustment amount.

If the difference is a positive dollar amount, indicating that ForwardHealth owes additional monies to the provider, then the amount
appears in the "Additional Payment" line.

If the difference is a negative dollar amount, indicating that the provider owes ForwardHealth additional monies, then the amount
appears in the "Overpayment To Be Withheld" line. ForwardHealth automatically withholds this amount from payments made to
the provider during the same financid cycle or during subsequent financia cycles, if necessary. This amount also appears in the
Financial Transactions section as an outstanding balance under "Accounts Receivable.”

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

Topic #4824

Reading the Claims Denied Section of the Remittance
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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 —

EAXXXEK LLXXXX UK X
ENOOOOOOO XK KRR
KEXXOOOODDIE X X XX KKK IIO0000000IKK
XR00CCODOOUIXXXEXNIDOO0O00O0OE, XX XIOODE- 000K

-=I{H-~ oM HEN EERVICE DATES
FROM T

HEMBER HAME: XXXXEXRIOOOOOOCCKEENENERHINN0G
REYYJIJEEESSE XEEXXIOOOOIKK KXXXXXXI00O(X MMODYVY MMDDYY

HEADER EOBS: 9998 5505 5559

HEMBER WO, :

essional Service Claims Denied Sample

OTH IHS

AMOUNT
AEEEEXENERAR
933,999,999, 9% 9,999,939

FA WUMEER
FROC €D MODIFIERS ALLW UNITE RENDERING PROVIDER BILLED AMT
EXXMX XL XX XX EX 995 .99 Y XXX XXODDOODOOCXEY  XN0000IILK

9,95%%,5999.99
EEXXK KX XX XX EX P97, 99 KMDDYY MMDDYY XXX XXXOOOOCODILEXEX  XXOOOOOoot

9.99%2,999.9%
XXXEM XX XX XX XX FFIF .99 MMDDYY MMODYY XXX XXOOOOOODUOCEXXXX  XI0000O00E

9,999, 995.99
EEXEN KX KX XX KR 3999, 9% HMDDYY MMDDYY EEX XGOUOUOOUCENEX  XIOUONOEN

9,993,999.99

AL FROFESSIOHAL SERVICE CLAIME DE 9,999,999,999.9% 59,599,999

TOTAL BO. DENT 999, 939

9.33

EFEHDDOWH

RMOUNT

393,999.99

DETARIL EOBES

9999
2995
aaan
2399
9999
99989
9909
9395

.95

LT
5555
LTI
5555
LT
5555
SO
5555

5, 99!

2999
3333
9999
9339
9999
2393
9999
5333

9,999,

2999
2999
9999
9999
2999
9999
LERE
99359

PAYEE ID
HPI
CHECK/EFT NUMEER
PRYMENT DATE

9999 9995 9555 99939 9990 9555 5555 9999 0005 5555 9990 9000 5559 9999 LLO0H OO55 9399

GGG
5555
FFT
55935
FI99
95955
99209
3555

EEEE]
999
EELE]
EEEE]
2999

5999

9955
EELL
953 %
9555
9999
9555
LR
5555

$999
5599

MM/ 0D/ CoYY

993555399999999
FIFIIIIDDD
55993939399

MM DD COYY

99959
EEEE]
EEETE]
EEEE]
H599
EEEL]
99
EEEE]

9.993

2959
2933
K999
293939
9999
2399
9999
2393

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.

Inapaid claims section, providers will see the origina claim information reported along with EOB (Explanation of Benefits) codes
for both the header and the detail lines, if applicable. Providers should refer to the EOB Code Description section of the RA for
more information about how the reimbursement amount was determined.
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Sample Professional Services Claims Paid Section of the
Remittance Advice

Remittance Advice — Professional Service Claims Paid Sample

PD-R IGE DATE: MM/DDSCCYY

EKEEXEELLEE
XXX DCOOODDOOO00OKKEEXEXEX XXX

EEERCOOOOUINKHEK XX REXEREER , 06 000K - KXY

MEHR SERVICE DATES BILLE

I I L

IMKKEXKRXXX  XXXODODODOODD.  MMDDY

PRSSE R RS

3955 F995

PROC CD MODIFIERS
EEELL i KN KK KX

W KN KX XX MMD

99, 9959, 595, 99 9,999,999 9,999,995%.9

Topic #4828

Remittance Advice Financial Cycles

Each financial payer (Medicaid, WCDP (Wisconsin Chronic Disease Program), and WWWP (Wisconsin Well Woman
Program)) has separate financia cycles that occur on different days of the week. RAs (Remittance Advices) are generated and
posted to secure provider Portal accounts after each financia cycle is completed. Therefore, RAs may be generated and posted
to secure provider ForwardHealth Portal accounts from different payers on different days of the week.

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

Topic #4827

Remittance Advice Generated by Payer and by Provider
Enrollment

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

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

A separate Portal account is required for each financial payer.

Note: Each of the three payers generate separate RAs for the claims, adjustment requests, or other financial transactions
submitted to the payer. A provider who submits claims, adjustment requests, or other financial transactions to more than one of
these payers may receive 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 all enrolled with
ForwardHealth. The clinic, the lab, and the pharmacy submit separate claims that indicate the same NPI as the hospital. Separate
RAswill be generated for the hospital, the clinic, the lab, and the pharmacy.

Topic #6237

Reporting a Lost Check

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

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

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

. Go to the Portal.
. Loginto the secure Provider area of the Portal.
. The most recent claims processed by ForwardHealth will be viewable on the provider's home page or the provider may

Published Policy Through August 31, 2013

Pharmacy Page 40 of 454



Wisconsin Medicaid

select "claim search" and enter the applicable information to search for additional claims.
. Select the claim the provider wantsto view.

Topic #4829

Sections of the Remittance Advice

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

. Address page.

. Banner messages.

. Paper check information, if applicable.

. Claims processing information.

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

. Service code descriptions.

. Summary.

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

. Payment.
. Payment hold.

. Service codes and descriptions.

. Financia transactions.

. Summary.

. Inpatient claims.

. Outpatient claims.

. Professiond claims.

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

. Drug claims.

. Dental claims.

. Long term care claims.

. Financia transactions.

. Summary.

Providers can select specific sections of the RA in the CSV file within each RA date to be downloaded making the information
easy to read and to organize.

Remittance Advice Header Information
The first page of each section of the RA (except the address page of the TXT file) displays the same RA header information.
The following fields are on the | eft-hand side of the header:

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

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

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

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

. A description of the financial cycle.
. The name of the RA section (e.g., "Financia Transactions' or "Professiona 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 ForwardHealth. The payee ID is up to 15 characters long and may be based on a pre-existing
identification number, such as the Medicaid provider number. The payee ID is an interna ForwardHealth designation. The
Medicaid provider number will display in thisfield for providers who do not have an NPI (Nationa Provider Identifier).

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

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

Topic #544

Verifying Accuracy of Claims Processing

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

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

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

Topic #516

Accuracy of Claims

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

Providers may submit claims only after the 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 alowed amount for the one service that was provided. Such actions are considered fraudulent.

Topic #366

Copayment Amounts

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

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

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

Topic #548

Exceptionsto the Submission Deadline

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

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

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

. Denia due to discrepancy between the member's enrollment information in ForwardHealth interChange and the member's
actua enrollment.

. Reconsideration or recoupment.

. Retroactive enrollment for persons on GR (Generd 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.
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Claims or adjustment requests that meet one of the exceptions to the submission deadline may be submitted to Timely Filing.

Topic #547

Submission Deadline

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

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

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

Claims

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

Crossover Claims

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

Topic #5617

Usual and Customary Charges

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

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

Topic #1959

Accuracy in Pharmacy Claims Submission

ForwardHealth monitors pharmacy claims for accuracy. Fields monitored may include:
. Unit dose.

. Days supply.
. Prescription number.

. Quantity.
. Amount billed.
. DAW (Dispense As Written).
. Brand medically necessary.
A post-pay review of these fields may result in an audit.

Topic #542

Attached Documentation

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

Topic #8577

Claim Reversals

ForwardHealth is unable to electronically reverse claims at a provider's request. Providers can electronically reverse claims up to
365 days from the date of service or submit an Adjustment/Reconsideration Request (F-13046 (07/12)) form.

Topic #2605

Claim Submission for Clozapine M anagement Services

BadgerCare Plus and Wisconsin Medicaid reimburse a single fee for clozapine management services provided either once per
caendar week (i.e., Sunday through Saturday) or once per two calendar weeks. Providers indicate a quantity of 1.0 for each
billing period. For members who have weekly WBC (white blood cell) counts, providers will only be allowed to bill clozapine
management once (up to 4.0 units) per week, regardless of the number of services provided during a week. For those members
who have WBC counts taken every other week, providers will only be allowed to bill clozapine management once (up to 4.0
units) every two weeks.

A quantity of no more than four 15-minute time units per DOS (date of service) may be indicated on the claim. Providers may
submit claims for clozapine management only as often as a member's WBC count and ANC (absolute neutrophil count) are
tested, even if clozapine is dispensed more frequently. Documentation must support the actual time spent on clozapine
management services.
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Providers submit claims for clozapine management services using the 837P (837 Health Care Claim: Professional) transaction or
paper 1500 Health Insurance Claim Form. For each billing period, only one provider per member may be reimbursed for
clozapine management with procedure code H0034 (Medication training and support, per 15 minutes) and modifier

"UD" (clozapine management).

Billing Unitsfor Clozapine Management Services
Quantity Time
1.0 1-15 minutes
20 16-30 minutes
3.0 31-45 minutes
4.0 46-60 minutes

Place of Service Codes

Allowable POS (place of service) codes for clozapine management services are listed in the following table.

Place of Service Code Description

03 School

04 Homeless Shelter

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

08 Tribal 638 Provider-Based Facility

11 Office

12 Home

22 Outpatient Hospital

34 Hospice

71 State or Local Public Health Clinic

99 Other Place of Service
Topic #4403

Claimsfor Diagnosis-Restricted Drugs

Pharmacy providers are required to indicate diagnosis codes on claims for diagnosis-restricted drugs. Claims using diagnosis
codes are monitored by DHCAA (Division of Health Care Access and Accountability) auditors.

All diagnosis codes indicated on claims (and PA (prior authorization) requests when applicable) must be the most specific ICD-9-
CM (International Classification of Diseases, Ninth Revision, Clinical Modification) diagnosis code. Providers are responsible for
keeping current with diagnosis code changes. E&M (evaluation and management) codes may not be used as a primary diagnosis.

The required use of valid diagnosis codes includes the use of the most specific diagnosis code. Valid, most specific diagnosis
codes may have up to five digits. Claims submitted with three- or four-digit codes where four- and five-digit codes are available
may be denied.
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When a claim is submitted with a missing or invalid diagnosis code, or with a code that is not an allowed diagnosis code, providers
will receive an EOB (Explanation of Benefits) code.

If an EOB response is received because the provider did not submit an allowable diagnosis code, a paper PA request with
supporting documentation should be submitted to ForwardHealth.

Documentation Requirements

A provider is expected to have reasonable, readily retrievable documentation to verify the accuracy of the diagnosis for the
origina prescription. This documentation must show the diagnosis was indicated on the prescription, or provided by someonein
the prescriber's office. If adiagnosis code is not indicated on the prescription, pharmacy providers should contact prescribers to
obtain the diagnosis code or diagnosis description.

Topic #1997

Claimsfor Non-Preferred Drugs

Pharmacy providers who submit real-time pharmacy claims for non-preferred drugs will receive an EOB (Explanation of Benefits)
code and an NCPDP (National Council for Prescription Drug Programs) reject code indicating a denial in the claim response. In
addition, as aresult of the implementation of NCPDP version D.0, alist of preferred drugsisincluded in the claim response.

For non-real-time pharmacy claims, providers will receive EOB codes on their RA (Remittance Advice) and reason and remark
codes.

Topic #11577

Claimsfor Package Sizes with Decimals

Noncompound claims for drugs that are pre-packaged in units that are not a whole number will be denied if the quantity indicated
on the claim is not equal to the package size or a multiple of the package size.

Providers will receive an EOB (Explanation of Benefits) code on claims where the quantity indicated is not mathematically divisible
by the package size.

The policy for claims for packages with decimals does not apply to compound drugs.

Topic #15737

Claimsfor Services Prescribed, Referred, or Ordered

Claims with DOS (dates of service) on and after July 15, 2013, for 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 claims for services that are not prescribed, referred, or ordered, as those
claims will aso deny if the provider is not Medicaid-enrolled.)

Contacting Prescribing/Referring/Ordering Provider After a Claims Denial

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

. Communicate that the prescribing/referring/ordering provider is required to be Medicaid-enrolled.

. Inform the prescribing/referring/ordering provider of the limited enrollment available for prescribing/referring/ordering
providers.

. 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 he or she continues to prescribe, refer, or order services for the member.

The procedures for submitting claims for this exception depend on the type of claim submitted:
. Institutiona, professional, and dental claimsfor 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.
. 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 #1957

Compound Drugs

Providers may submit claims for compound drugs through the following:

. Therea-time POS (Point-of-Sale) system using the NCPDP (National Council for Prescription Drug Programs)
Telecommunication Standard.

. On the ForwardHealth Portal.

. Using PES (Provider Electronic Solutions) software.

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

Providers are required to indicate an NDC (Nationa Drug Code) for each component on claims for compound drugs. Claims for
injectible drugs (1V (intravenous), IM (intramuscular), subcutaneous, TPN (total parenteral nutrition) solution, and lipids) with
more than one component should be submitted as compound drugs.

NDCs of bulk chemicals are on file for reimbursement where there is a signed rebate agreement with Medicaid or SeniorCare.
Claims for these NDCs may be submitted only as part of a compound drug.

Compound Drug Preparation Time
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Providers should indicate time spent preparing a compound drug on a claim. BadgerCare Plus, Medicaid, and SeniorCare note
the time indicated and, as a result, are better able to price the compound drug when an unusua amount of time is required to
prepare the compound drug.

Providers are required to indicate the time (in minutes) to compound the prescription by using alevel of effort code. The maximum
amount of time that providers will be reimbursed is 30 minutes. Providers may indicate level of effort codes 14 and 15 to indicate
that compounding the drug took more than 30 minutes, but they will only be reimbursed for up to 30 minutes. In calculating level
of effort, providers should not include non-professional staff time, set-up time, or clean-up timein the total.

The usua and customary charge should include both the dispensing fee and the cost of the drug ingredients. On paper claims,
indicate the usual and customary charge in the "Total Billed Amount" field. On real-time and PES (Provider Electronic Solutions)
claims, include the dispensing fee and the cost of the drug ingredients in both the "Usual and Customary Charge" field and in the
"Gross Amount Due" field. (Note: Real-time claims must also adhere to the NCPDP balancing standards.) On Portal claims,
indicate the dispensing fee and the cost of the drug ingredients in the "U& CC" field and in the "Charges' fields.

Billing Compound Drug I ngredients

All of the ingredients of a compound drug must be billed as one compound drug. Claims for individua items of a compound drug
may not be submitted separately with an accompanying dispensing fee for each ingredient. The quantity field should be the total
number of units that are dispensed. This number is not the total number of units for each individual ingredient.

When submitting real-time claims for compound drugs, pharmacy providers should enter avalue of "2" in the compound drug
field. This aerts the POS system that the NDCs indicated comprise a single compound drug.

Billing Options When Compound Drug Ingredients Are Not on File

If one or more of the ingredients in a compound drug are not present on the drug file, the provider may choose not to hill the
ingredient(s) not on file. The provider should submit the remaining ingredients on the Compound Drug Claim form using the
previously defined billing instructions.

If a compound drug has any noncovered ingredients, payment for those ingredients will be denied, but the rest of the ingredients
will be covered, assuming other conditions are met.

The BadgerCare Plus Standard Plan, Medicaid, and SeniorCare do not cover compounded medications in dosage forms that
have no proven therapeutic effect.

Compound drugs are not covered by the BadgerCare Plus Benchmark Plan, the BadgerCare Plus Core Plan, or the BadgerCare
Plus Basic Plan.

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.
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Topic #10137

Compound and Noncompound Drug Claims

For example, the provider might see on his or her RA (Remittance Advice) the detail for a noncompound drug claim was denied
with the EOB code indicating that the detail on the claim was not processed due to an error. The provider may then correct the
error on the claim via the Portal online screen application and resubmit the claim to ForwardHealth.

Topic #12977

Days Supply on Claims

According to DHS 107.10(3)(€), Wis. Admin. Code, providers are required to dispense all legend drugs in the full quantity
prescribed, not to exceed a 34-day supply, except for drugs that may be dispensed in a three-month supply or those required to
be dispensed in a three-month supply. Pharmacy providers are required to indicate the actual quantity dispensed and the correct
days supply on claims for legend drugs. Claims submitted with an incorrect days' supply are subject to audit and recoupment.

For members with other insurance, pharmacy providers are required to follow ForwardHealth's policies even if the member's
other insurance has a different policy.

Topic #4997

Direct Data Entry of Professional and | nstitutional
Claimson the Portal

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

. Professiond claims.

. Institutional claims.

. Dentd claims.

. Compound drug claims.

. Noncompound drug claims.

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

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

On professional claim forms, providers may search for and select the following:
. Procedure codes.
. Modifiers.
. Diagnosis codes.
. Place of service codes.

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

. Typeof bill.
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. Patient status.

. Visit point of origin.
. Vigit priority.

. Diagnosis codes.
. Revenue codes.

. Procedure codes.
. Modifiers.

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

. Procedure codes.

. Rendering providers.

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

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

. Diagnosis codes.

. NDCs (Nationa Drug Codes).
. Place of service codes.

. Professional service codes.

. Reason for service codes.

. Result of service codes.

Using DDE, providers may submit claims for compound drugs and single-entity drugs. Any provider, including a provider of DME
(durable medical equipment) or of DM S (disposable medical supplies) who submits noncompound drug claims, may submit these
claimsvia DDE. All claims, including POS (Point-of-Sale) claims, are viewable via DDE.

Topic #4797

Dispense AsWritten Code
Dispense AsWritten Code " 5"

Pharmacy providers are alowed to indicate DAW (Dispense As Written) code "5" (Substitution Allowed; Brand Drug Dispensed
As Generic) on claims for drugs on the State Maximum Allowed Cost List. Thiswill allow a provider who purchases brand name
drugs below the state MAC (Maximum Allowed Cost) rate to dispense these drugs to a member without brand medically
necessary policy restrictions.

If a pharmacy provider receives a prescription for a brand name drug on the state MAC List and "brand medically necessary"” is
not handwritten on the prescription, DAW code "5" may be indicated on the claim. The provider will be reimbursed the state
MAC rate for the brand name drug and may collect the generic copayment from the member. The provider is not required to
obtain brand medically necessary PA (prior authorization) when submitting a claim for a brand name drug with DAW code "5."

PA isrequired for prescriptions for brand name drugs on the State Maximum Allowed Cost List if "brand medically necessary” is
handwritten on the prescription.

Providers are required to submit claims to BadgerCare Plus, Medicaid, and SeniorCare for their usual and customary charge for
services provided.

Brand Name Drugs for Which Generic Copayment Applies
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ForwardHealth generally applies a generic copayment and dispensing fee to a brand name drug when a drug that previously
required brand medically necessary PA moves to a preferred drug on the PDL (Preferred Drug List) and the available generic
equivalent(s) are non-preferred drugs.

Note: This does not include brand name drugs that were preferred over generic equivalents because the generic equivalents are
new to the marketplace and not yet cost-effective when compared with brand pricing (i.e., aMAC rate has not been established).

For drugs determined to be included in this policy, ForwardHealth will automatically apply the generic copayment when a specific
brand name drug is preferred over a generic equivalent. Providers do not need to indicate an NCPDP (National Council for
Prescription Drug Programs) DAW code on claims to ensure the generic copayment deduction. In addition, ForwardHealth will
automatically apply a generic dispensing fee to claims for which a specific brand name drug is preferred over the generic
equivalent.

The Preferred Drug List Quick Reference includes the most current list of drugs for which ForwardHealth automatically applies
the generic copayment to brand name drugs.

Topic #344

Electronic Claim Submission

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

. Adaptsto existing systems.

. Allows flexible submission methods.

. Improves cash flow.

. Offersefficient and timely payments.

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

Topic #2333

Point-of-Sale Claims

BadgerCare Plus, Medicaid, and SeniorCare use a voluntary pharmacy POS (Point-of-Sale) electronic claims management
system. The POS system enables providers to submit electronic pharmacy claims for legend and OTC (over-the-counter) drugs in
an online, real-time environment.

The pharmacy system verifies member enrollment and monitors pharmacy policy. Within seconds of submitting a real-time claim,
these processes are completed and the provider receives an electronic response indicating payment or denial.

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

BadgerCare Plus, Medicaid, and SeniorCare use the NCPDP (National Council for Prescription Drug Programs)
Telecommunication Standard Format Version D.0. Using this format, providers are able to complete the following:

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

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

Other Amount Claimed Submitted

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

National Provider Identifier On Compound and Noncompound Claims

Billing Providers

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

Prescriber ID and Prescriber 1D Qualifier

An NPI isthe only identifier accepted on compound and noncompound claims, including paper claims. Billing providers are
required to make every effort possible to obtain the prescribing provider's NPI. Only in instances when the billing provider is
unable to obtain the prescriber's NPI may the billing provider indicate his or her own NPl in the Prescriber 1D field. DEA (Drug
Enforcement Agency) numbers, including "default” DEA numbers, are not accepted for the Prescriber 1D on pharmacy claims.

Direct Data Entry of Claims on the Portal

Claims for compound drugs and noncompound drugs may be submitted to ForwardHealth using DDE (Direct Data Entry) on the
ForwardHea th Portal. DDE is an online application that allows providers to submit claims directly to ForwardHealth.

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

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

. Diagnosis codes.

. NDCs (Nationa Drug Codes).
. Place of service codes.

. Professional service codes.

. Reason for service codes.

. Result of service codes.

Using DDE, providers may submit claims for compound drugs and single-entity drugs. Any provider, including a provider of DME

(durable medical equipment) or of DMS (disposable medical supplies) who submits noncompound drug claims, may submit these
claims via DDE. All claims, including POS claims, are viewable via DDE.

Provider Electronic Solutions Softwar e

The DHS (Department of Health Services) offers electronic billing software at no cost to providers. PES (Provider Electronic
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Solutions) software allows providers to submit NCPDP 1.1 batch format pharmacy transactions, reverse claims, and check claim
status. To obtain PES software, providers may download it from the ForwardHealth Portal. For assistance installing and using
PES software, providers may call the EDI (Electronic Data Interchange) Helpdesk.

Topic #365

Extraordinary Claims

Extraordinary claims are claims that have been denied by a BadgerCare Plus HMO (health maintenance organization) or SSI
(Supplemental Security Income) HMO and should be submitted to fee-for-service.

Topic #4837

HIPAA-Compliant Data Requirements

Procedure Codes

All fields submitted on paper and electronic claims are edited to ensure HIPAA (Health Insurance Portability and Accountability
Act of 1996) compliance before being processed. Compliant code setsinclude CPT (Current Procedural Terminology) and
HCPCS (Healthcare Common Procedure Coding System) procedure codes entered into al fields, including those fields that are
"Not Required” or "Optional."

If theinformation in all 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 Health Care Claim) transactions, including rendering, billing, referring, prescribing, attending, and "Other" provider fields.

Non-healthcare providers, including personal care providers, SMV (specialized medical vehicle) providers, blood banks, and
CCOs (community care organizations) should enter valid provider 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
otherwise classified), procedure code. Providers submitting claims electronically should include a description of a NOC procedure
codeina"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.
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The Notes field should only be used for NOC procedure codes that do not require PA (prior authorization).

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

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

. Professional.
. Indtitutional.
. Dental.

On the Professional form, the Notes field is available on each detail. On the Ingtitutional and Dental forms, the Notes field is only
available on the header.

Claims Submitted Via 837 Health Care Claim Transactions

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

Topic #2337

Other Health Insurance

When a member has other commercial health insurance coverage and a claim does not reflect the outcome of the other hedlth
insurance in the "Other Coverage code” fields, providers will receive an EOB (Explanation of Benefits) code with each claim
submission.

Members may be covered by multiple other insurance sources that are primary to BadgerCare Plus, Medicaid, or SeniorCare. A
claim must be submitted to each other insurance source before it is submitted to BadgerCare Plus, Medicaid, or SeniorCare.
Providers may submit COB (coordination of benefits) information on real-time claims for up to nine other insurance sources to
BadgerCare Plus, Medicaid, and SeniorCare. Claims submitted to BadgerCare Plus, Medicaid, or SeniorCare should include the
amount paid or the reason for denial by other insurance sources.

Topic #1948

Paper Claims Submission

Providers may submit paper claims for pharmacy services to BadgerCare Plus, Medicaid, and SeniorCare. Paper claims are
processed through the pharmacy system but do not furnish real-time claim responses. Providers who submit paper claims will
receive claim status on a provider's remittance information. To submit paper claims, pharmacy providers should complete either
the Noncompound Drug Claim (F-13072 (07/12)) form or a Compound Drug Claim (F-13073 (07/12)) form. Both forms
accommodate NCPDP (Nationa Council for Prescription Drug Programs).

Submit completed paper claim forms for payment to the following address:

ForwardHealth
Claims and Adjustments
313 Blettner Blvd
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Madison WI| 53784

Topic #1956

Pharmacy Special Handling Requests

A Pharmacy Special Handling Request (F-13074 (07/12)) form must accompany any paper claims submitted by a pharmacy
provider that require specia handling and cannot be processed as normal claims. Only one Pharmacy Specia Handling Request
form is required for each set of similar problem claims.

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 a claim, 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 middie of ahilling
period, two separate claims that coincide with the presence of PA for the drug must be submitted to ForwardHealth.

Topic #4382

Provider-Administered Drugs
Deficit Reduction Act of 2005

Providers are required to comply with requirements of the federal DRA (Deficit Reduction Act) of 2005 and submit NDCs
(National Drug Codes) with HCPCS (Healthcare Common Procedure Coding System) procedure codes on claims for provider-
administered drugs. Section 1927(a)(7)(B) of the Social Security Act requires NDCs to be indicated on al claims submitted to
ForwardHealth, including Medicare crossover claims.

ForwardHealth requires that NDCs be indicated on claims for all provider-administered drugs to identify the drugs and invoice a
manufacturer for rebates, track utilization, and receive federa funds. States that do not collect NDCs with HCPCS procedure
codes on claims for provider-administered drugs will not receive federal funds for those claims. ForwardHealth cannot claim a
rebate or federal fundsif the NDC submitted on a claim isincorrect or invalid or if an NDC is not indicated.

If an NDC is not indicated on a claim submitted to ForwardHealth, or if the NDC indicated isinvalid, the claim will be denied.

Radiopharmaceuticals are included in the DRA requirements. Providers will be required to indicate NDCs with HCPCS
procedure codes on claims for radiopharmaceuticals.

Note: Vaccines are exempt from the DRA requirements. Providers who receive reimbursement under a bundled rate are not
subject to the DRA requirements.

L ess-Than-Effective Drugs

ForwardHealth will deny provider-administered drug claims for LTE (less-than-effective) or identical, related, or similar drugs for
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ForwardHeath members.

M edicare Crossover Claims

To be considered for reimbursement, NDCs and a HCPCS procedure code must be indicated on Medicare crossover claims for
provider-administered drugs. NDCs must be indicated on claims where Medicare is the primary payer. Medicare claims with an
NDC present should automatically cross over to ForwardHealth.

ForwardHealth will deny crossover claimsif an NDC was not submitted to Medicare.

340B Providers

Providers who participate in the 340B Drug Pricing Program are required to indicate an NDC on claims for provider-
administered drugs. The 340B Drug Pricing Program allows certain federally funded grantees and other health care providers to
purchase prescription drugs at significantly reduced prices. When submitting the 340B billed amount, they are aso required to
indicate the actual acquisition cost plus a reasonable dispensing fee.

Explanation of Benefits Codes on Claimsfor Provider-Administered Drugs

Providers will receive an EOB (Explanation of Benefits) code on claims with a denied detail for a provider-administered drug if
the claim does not comply with the standards of the DRA. If a provider receives an EOB code on a claim for a provider-
administered drug, he or she should correct and resubmit the claim for reimbursement.

Provider-Administered Claim Denials

If aclinic's professional claim with a HCPCS code is received by ForwardHealth and a subsequent claim for the same drug is
received from a pharmacy, having a DOS within seven days of the clinic's DOS (dates of service), then the pharmacy's claim will
be denied as a duplicate claim.

Reconsideration of the denied drug claim may occur if the claim was denied with an EOB code and the drug therapy was due to
the treatment for an acute condition. To submit a claim that was originally denied as a duplicate, pharmacies should complete and
submit the Noncompound Drug Claim form along with the Pharmacy Special Handling Request form indicating the EOB code and
requesting an override.

Provider-Administered Drugs and Administration Codes Reimbursed by
Managed Care Organizations

For members enrolled in BadgerCare Plus HMOs, Medicaid SSI (Supplemental Security Income) HMOs, and most special
managed care programs, BadgerCare Plus and Medicaid fee-for-service, not the member's MCO (managed care organization),
reimburse providers for the following if the service is covered by BadgerCare Plus and Medicaid:

. All"J" codes.
. Drug-related "Q" codes.
. A limited number of related administration codes.

This policy is known as the provider-administered drugs carve out policy. For members enrolled in BadgerCare Plus HMOs,
Medicaid SSI HMOs, and most special managed care programs, claims for "J' codes, drug-related "Q" codes, and administration
code services should be submitted to BadgerCare Plus and Medicaid fee-for-service.

Claims for dual eligibles should be submitted to Medicare first before they are submitted to ForwardHealth. Providers should
continue to submit claims for other services to the member's MCO.
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Provider-administered drugs and related services for members enrolled in the PACE (Program for All-Inclusive Care for the
Elderly) and the Family Care Partnership are provided and reimbursed by the special managed care program.

Exemptions

Claims for drugs included in the cost of the procedure (e.g., a claim for a dental visit where lidocaine is administered) should be
submitted to the member's MCO.

Vaccines and their administration fees are reimbursed by a member's MCO.
Providers who receive reimbursement under a bundled rate are reimbursed by a member's MCO.
Providers who were reimbursed a bundled rate by the member's MCO for certain services (e.g., hydration, catheter maintenance,

TPN (total parenteral nutrition)) should continue to be reimbursed by the member's MCO. Provider should work with the
member's MCO in these situations.

Additional Information
Additional information about the DRA and claim submission requirements, can be located on the following Web sites:
. CMS (Centersfor Medicare and Medicaid Services) DRA information page.

. NUBC (National Uniform Billing Committeg).
. NUCC (National Uniform Claim Committeg).

For information about NDCs, providers may refer to the following Web sites:

. The FDA (Food and Drug Administration) Web site.
. The Drug Search Tool. (Providers may verify if an NDC and its segments are valid using this Web site.)
. The Noridian Administrative Services NDC to HCPCS crosswak and the ASP (Average Sales Price) Drug Pricing Files.

Topic #10237

Claimsfor Provider-Administered Drugs

Claims for provider-administered drugs may be submitted to ForwardHealth via the following:

. A 1500 Headlth Insurance Claim Form.

. The 837P (837 Health Care Claim: Professional) transaction.
. The DDE (Direct Data Entry) on ForwardHesalth Portal.

. The PES (Provider Electronic Solutions) software.

1500 Health I nsurance Claim Form

NDCsfor provider-administered drugs must be indicated in the shaded area of Elements 24A-24G on the 1500 Health Insurance
Claim Form. The NDC must be accompanied by an NDC qualifier, unit qualifier, and units. To indicate an NDC, providers
should do the following:

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

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

. Indicate one unit qualifier (F2 [International unit], GR [Gram], ML [Milliliter], or UN [Unit]), followed by the NDC units,
with no space in between.
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N412345678901 UN1234.567 is an example of what may be indicated in Elements 24A-24G of the 1500 Health Insurance
Claim Form.

Providers should indicate the appropriate NDC of the drug that was dispensed that corresponds to the HCPCS procedure code
on claims for provider-administered drugs. If an NDC is not indicated on the claim, or if the NDC indicated is invdid, the claim
will be denied.

837 Health Care Claim: Professional Transactions

Providers may refer to the NUCC (National Uniform Claim Committee) Web site for information about indicating NDCs on
provider-administered drug claims submitted using the 837P transaction.

Direct Data Entry on the ForwardHealth Portal
The following must be indicated on provider-administered drug claims submitted using DDE on the Portal:
. The NDC of the drug dispensed.
. Quantity unit.
. Unit of measure.
Note: The "N4" NDC qualifier is not required on claims submitted on the Portal.
Provider Electronic Solutions Software
ForwardHealth offers electronic hilling software at no cost to providers. The PES software alows providers to submit 837P

transactions, adjust claims, and check claim status. To obtain PES software, providers may download it from the ForwardHealth
Portal. For assistance installing and using PES software, providers may call the EDI (Electronic Data Interchange) Helpdesk.

Topic #3444

Quantity Limits

Generaly, ForwardHealth follows FDA (Food and Drug Administration) labeled dose and administration guidelines to establish
quantity limits. The quantity limit allowed for a specific drug and drug strength is established to encourage prescribing and
dispensing of the most cost effective strength and quantity of a drug.

When aclaim is submitted with a quantity that exceeds the limit, the claim will be denied.

Quantity Limit Policy Overrides

The pharmacy provider should contact the prescriber to determine whether or not it is medically appropriate for a member to
exceed the quantity limits. If it is medically appropriate for a member to exceed a quantity limit, pharmacy providers may request a
quantity limit policy override by calling the DAPO (Drug Authorization and Policy Override) Center.

Providers may dispense up to the allowed quantity of a drug without contacting the DAPO Center. Pharmacy providers cannot
hill intervention-based services or CMR/As (Comprehensive Medication Review and Assessments).

Pharmacy providers may request a quantity limit policy override for members enrolled in the BadgerCare Plus Standard Plan, the
BadgerCare Plus Benchmark Plan, the BadgerCare Plus Core Plan, the BadgerCare Plus Basic Plan, Medicaid, and SeniorCare.

Examples of when a quantity limit override request may be approved through the DAPO Center include, but are not limited to, the
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following:

. If the member has an appropriate medical need (e.g., the member's medications were lost or stolen, the member has
requested a vacation supply).

. If the member has been taking too much of a medication because he or she misunderstood the directions for administration
by the prescriber.

. If the prescriber changed the directions for administration of the drug and did not inform the pharmacy provider.

Pharmacy providers may dispense up to a 96-hour supply of a drug to a member when the DAPO Center is closed and a policy
override to exceed a quantity limit must be obtained. If the DAPO Center grants a policy override to exceed a quantity limit, the
policy override will be retroactive and the pharmacy provider may submit a claim for the drug using the POS (Point-of-Sale)
system or on paper. If the claim for a 96-hour supply is submitted on paper, the pharmacy provider will be required to complete
and submit a Pharmacy Special Handling Request (F-13074 (07/12)). Providers should check Element 6 (Pharmacy Consultant
Review) and provide an explanation of the review needed (e.g., 96-hour policy override for quantity limits) in the space provided.

If the DAPO Center denies the policy override, ForwardHealth will reimburse the provider for the 96-hour supply. A claim must
be submitted on paper with the Pharmacy Special Handling Request. Providers should check Element 6 (Pharmacy Consultant
Review) and provide an explanation of the review needed (e.g., 96-hour policy override for quantity limit) in the space provided.

Service Limitations

If an override of the service limitation, such as a quantity limit override, is requested and the request does not meet service
limitation override criteria, the override will be denied and the service will be noncovered. Members do not have appeal rights for
noncovered drugs or services.

Topic #12877

Real-Time Claim Submission Requirements for
Coordination of Benefits

When submitting claims with information about other insurance or payments to ForwardHealth, providers are required to include
specific COB (coordination of benefits) information based on the results of the claim submission to other insurance sources. Some
or all of the information below may be automatically populated by the pharmacy software; however, if the software does not
automatically populate this information, pharmacy providers are required to enter the information before submitting the claim for
ForwardHealth.

If aserviceis covered by other insurance and payment is collected, providers are required to indicate a value of "2" in the Other
Coverage Code field and information in the following NCPDP (National Council for Prescription Drug Programs) fields for each
other insurance source;

. 338-5C (Other Payer Coverage Type).

. 339-6C (Other Payer ID Qudifier) with avalue of "99."

. 340-7C (Other Payer ID).

. 342-HC (Other Payer Amount Paid Qualifier) with a value of "07."

. 431-DV (Other Payer Amount Paid) with amount paid by other insurance sources.
. 443-E8 (Other Payer Date) with the payment date from other insurance sources.

If aserviceis covered by other insurance and payment is not collected, providers are required to indicate a value of "4" in the
Other Coverage Code field and information in the following NCPDP fields for each other insurance source;

. 338-5C (Other Payer Coverage Type).

Pharmacy Published Policy Through August 31, 2013 Page 60 of 454



Wisconsin Medicaid

. 339-6C (Other Payer ID Qualifier) with avaue of "99."

. 340-7C (Other Payer ID). Providers may refer to the payer sheet for alist of valid values for the other payer 1D field.
. 342-HC (Other Payer Amount Paid Qualifier) with avalue of "07."

. 431-DV (Other Payer Amount Paid) with an amount of "0."

. 443-E8 (Other Payer Date) with the date the claim was submitted to other insurance sources.

If amember is covered by SeniorCare and providersindicate avalue of "2" or "4" in the Other Coverage Code field, providers
are required to indicate information in the following NCPDP fields for each other insurance source:

. 351-NP (Other Payer Patient Responsibility Amount Qualifier) with avalue of "06." (Providers are required to indicate the
amount [e.g., copayment, deductible] for which a member is responsible to another payer in the Other Payer-Patient
Responsibility Amount field. An amount must be indicated in the Other Payer-Patient Responsibility Amount field if another
payer's patient pay amount is greater than zero.)

. 352-NQ (Other Payer Patient Responsibility Amount) with the patient responsibility amount reported by the other
insurance sources.

. 353-NR (Other Payer Patient Responsibility Amount Count).

If aserviceis not covered by other insurance, providers are required to indicate a value of 3" in the Other Coverage Code field
and information in the following NCPDP fields for each other insurance source:

. 338-5C (Other Payer Coverage Type).

. 339-6C (Other Payer ID Qualifier) with avaue of "99."

. 340-7C (Other Payer ID). Providers may refer to the payer sheet for alist of valid values for the other payer 1D field.
. 443-E8 (Other Payer Date) with the denia date.

. 471-5E (Other Payer Reject Count) with the number of reject codes following.

. 472-6E (Reject Code) with the reject code(s) provided by the other insurance source.

If other coverage code "2" is indicated, providers are required to indicate the amount reimbursed by commercia heath insurance,
Medicare Part B, or Medicare Part D in the Other Payer Amount Paid (431-DV) field. If other coverage code "3" is indicated,
providers are required to include the Other Payer Reject Code (472-6E) field.

COB examples are available.

Other Payer Date

ForwardHealth enforces the submission of an other payer date in NCPDP field 443-E8 (Other Payer Date) when the COB
segment is present. A valid date not greater than the submission date must be indicated in this field. The field cannot be |€ft blank.
Letters are not accepted in the field.

On claims where an invalid date is indicated in the Other Payer Date field, providers will receive EOB (Explanation of Benefits)
code and areject code.

Other Coverage Codes and Reject Codes

When submitting claims to ForwardHealth, providers are required to indicate specific COB information based on the results of the
claim submission to other insurance sources. Two fields used for COB are the other coverage code and reject code. Providers
are required to use these indicators and reject codes as applicable on claims submitted for members with other health insurance,
including Medicare.

Other Payer Reject Code

ForwardHealth enforces the use of valid NCPDP reject codes in the Other Payer Reject Code field (472-6E). Claims will be
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denied if avalid other payer reject code(s) is not indicated in this field. Pharmacy providers are encouraged to work closely with
their software vendors to ensure their software is compliant with NCPDP standards.

On claims where an invalid other payer reject code(s) isindicated in the Other Payer Reject Code field, providers will receive an
EOB code and a reject code.

Reect Codes

Claims are denied if reject codes indicated are invalid or not reasonable for the service provided (e.g., provider errorsin billing the
member's primary insurance).

Coordination of Benefits Examples for
Badger Care Plus and Medicaid
BadgerCane Plus, Medicaid, and Medicare BodgerCare Plus, Medcaid, and BodgerCone Plus;, Medicaid, ond
Part B Commercial Health Insurance Twa ar Mare Payers
MCFOP Fi
Satdi PAID DEMIED PAID DENIED PAID DENIED
Field Murnber Field Mame
308-Ca Othar Coverage Code 2 3 2 3 2 3
237-4C Oiher Payrents Count 1 1 1 1 > o
338-5C Othar Payer Coveroge Typa o om Ll ol ol ol
- H o2 o2
; 9 9
23950 Cihar Payer 10 Gualifier o9 o9 79 7 39 g'?
~ ) s ] COMM PARTE
340-7C Cither Payer 1D FARTE FARTE COMM COMM FOWAM COMM
e mma ey . . . 21 s 20111 &
443-E8 Cithar Poyer Dote 2001106 2Mma Mnme 20Mms 20111016 20111016
341.HB Crher Payer Amount Paid | ) 1
Ciount 1
Oiher Poyer Amaourd Paid P 07
J42HC Cuakliar i} a7 o7
426.0G: Haval “&:ﬂi‘;'“”’ $100.00 $100.00 $30.00 $30.00 $80.00 $80.00
430-0U Gross Amoum Due 5100.00 $100.00 330,00 $30.00 580.00 $80.00
. - 10.0
431-0V Cithar Poyer Amaunt Paid $25.00 $14.00 :I2 53
471.5E Chher Payer Reject Count 1 2 :]Z
2 7]
_&E ; st Rt
472-4E Other Payar Reject Code G 7Z, BR 78, 74
Other Poyer-Pofient
353-HR Resporsibility Count
; Oithar Foyer-Patient
A51-NP :
Responsibility Gualifier
—— Other Pu,w.Pl-_ﬂig.-.-
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- - -
Coordination of Benefits Examples for
-
SeniorCare
SeniorCare and Medicore Part D SeniorCore and Commerciol Health Insuronce
MCPDP Fields

- . PAID DEMIED PAID DEMIED

Field Mumber Field Mame
308-C8 Other Coverage Code 2 3 2 3
337-4C COrther Poyments Count 1 1 1 1
338.5C Other Payer Coveroge Type 01 ]l 01 o1
3379-6C Ohiher Payer ID Glualifier 99 99 99 9%
340-7C Chher Poyer ID PARTD PARTD COMM COMM
424-DQ Usual And Customary Charge $40.00 $40.00 $75.00 $75.00
430.00 Gross Amount Due 540,00 $40.00 $75.00 37500
443.E8 Orther Payer Date 2011104 200111014 20111014 20111014
341.HB Other Payer Amount Paid | 1

Count
249.HC Oiher Payer f'-l.!'naunr Poid 07 o7
GUUII'IU:
431DV Oiher Payer Amount Poid £25.00 540,00
471-5E Chiher Payer Reject Count 2 2
472-6E Other Payer Reject Code 75, 70 7LBK
Oither Payer-Patient
353-NR Responsibility Count o0 0
2 Other Payer-Patient
351-NP ; 06 06
k Responsibility Qualifier
352.NQ Oither FUT‘G[-FI{HI&I'I'. $15.00 $15.00
Responsibility
104-A4 Pracessar Control Mumber WIPARTD WIPARTD
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:
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. 1500 Hedlth Insurance Claim Form.

. UB-04 (CMS 1450) Claim Form.

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

. Noncompound Drug Claim (F-13072 (07/12)) form.

Exceptionsto Paper Claim Reimbursement Reduction

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

. In-state emergency providers.
. Out-of-state providers.
. Medicare crossover claims.
. Any claims that ForwardHealth requires additional supporting information to be submitted on paper. For example:
o Hysterectomy claims must be submitted along with an Acknowledgment of Receipt of Hysterectomy Information (F-
01160 (06/13)) form.
o Sterilization claims must be submitted along with a paper Consent for Sterilization (F-01164 (10/08)) form.
o Claims submitted to Timely Filing appeals must be submitted on paper with a Timely Filing Appeals Request (F-

13047 (07/12)) form.
o In certain circumstances, drug claims must be submitted on paper with a Pharmacy Special Handling Request (F-

13074 (07/12)) form.

Topic #1954

Repackaging

Pharmacy providers dispensing medications using member compliance aid packaging (e.g., Pill Minder, blister packaging) are
required to relabel unused quantities when the drug regimen is changed.

To indicate that repackaging has occurred for non-unit dose drugs, pharmacy providers are required to indicate the appropriate
code in the Special Packaging Indicator field. Any other valid value indicated in the special packaging indicator field will not be
used to determine reimbursement for repackaging.

If the appropriate code isindicated on the Specia Packaging Indicator field for a drug that is not packaged by the manufacturer in
individual unit doses, ForwardHealth will add $0.015 per unit billed to the dispensing fee for repackaging.

On claims for which the special packaging indicator isinvalid, providers will receive EOB (Explanation of Benefits) code.

Topic #13477

Senior Care Claim Submissions

Claim submission procedures for SeniorCare are modeled after Wisconsin Medicaid. Pharmacies are required to submit separate
claims for Wisconsin Medicaid services and SeniorCare services.

Pharmacies are required under DHS 109.51(5), Wis. Admin. Code, to submit claimsto SeniorCare for SeniorCare members at
al levels of participation. SeniorCare will not accept receipts for claims submitted by SeniorCare members for reimbursement.

Pharmacy providers may submit claimsto SeniorCare using the real-time POS (Point-of-Sale) system, the ForwardHealth Portal,
using PES (Provider Eletronic Solutions) software, or on paper.
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Topic #1953

Submission Options
Pharmacy providers may submit claims to ForwardHealth via the following:

. Using the real-time POS (Point-of-Sale) system.

. Using DDE (Direct Data Entry).

. Using PES (Provider Electronic Solutions) software.
. On paper by mail.

Pharmacy providers may submit claims for DM 'S (disposable medical supplies) (except for diabetic supplies) and DME (durable
medical equipment) via the following:

. On the 1500 Hedth Insurance Claim Form.

. On an 837P (837 Hedlth Care Claim: Professional) transaction.
. Using DDE.

. Using PES software.

Provider-administered drugs and related services for members enrolled in PACE (Program of All-Inclusive Care for the Elderly)
and the Family Care Partnership Program should be provided and reimbursed by the special managed care program.

Topic #4817

Submitting Paper Attachmentswith Electronic Claims

Providers may submit paper attachments to accompany electronic claims and electronic claim adjustments. Providers should refer
to their companion 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 (10/08)). Providers are required to indicate an ACN (attachment control number) for paper attachment(s) submitted with
electronic claims. (The ACN is an aphanumeric entry between 2 and 80 digits assigned by the provider to identify the
attachment.) The ACN must be indicated on the cover page so that ForwardHealth can match the paper attachment(s) to the
correct electronic claim.

ForwardHealth will hold an electronic claim transaction or a paper attachment(s) for up to 30 calendar days to find a match. If a
match cannot be made within 30 days, the claim will be processed without the attachment and will be denied if an attachment is
required. When such aclaim 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 #1952
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Switch Vendors

Pharmacy providers who submit real-time claims are required to submit electronic NCPDP (National Council for Prescription
Drug Programs) transactions using an approved switch vendor. For transmission problems, providers may contact the following
SOUrces.

. Emdeon eRx Network.
. RelayHealth — (866) 735.2963.
. QS/1 Data Systems — (800) 231-7776.

Topic #1951

Synagis

Synagis® (palivizumab), amonoclonal antibody, is used to prevent lower respiratory tract diseases caused by RSV (respiratory
syncytid virus) in premature, high-risk infants. The prevalence for RSV is from October through April and the treatment season in
the northern hemisphere is generally from November through March. The general recommendation for treatment with Synagis
during a treatment season is to administer the first dose in November and the last dose in March.

PA (prior authorization) is required for Synagis®.

Synagis® is not part of the provider-administered drugs carve-out policy; therefore, a member's MCO (managed care
organization) should reimburse providers for Synagis®.

Professional Claim Submission

Claims for Synagis® must be submitted using the 837P (837 Health Care Claim: Professional) transaction or on the 1500 Health
Insurance Claim Form. Prescribers and pharmacy providers are required to indicate CPT (Current Procedural Terminology)
procedure code 90378 (Respiratory syncytial virus, monoclonal antibody, recombinant, for intramuscular use, 50 mg, each) and
the appropriate unit(s) on each claim submission. To comply with the requirements of the DRA (Deficit Reduction Act), the NDC
(Nationa Drug Code) of the drug dispensed, the quantity, qualifier, and unit dispensed must also be indicated on claims for

Synagis®.
Pharmacy providers should indicate modifier "U1" on claims for Synagis® to obtain reimbursement for the dispensing fee.

For Synagis®, one unit equals 50 mg. The dose should be indicated on claims as the number of 50 mg vials administered.
Providers should obtain the dose from the appropriately sized vial of Synagis® and indicate the corresponding NDC on claims.
For example, a 155 mg calculated dose is equal to four units of Synagis®.

Dosage Criteria

The following table lists weight-based criteria for Synagis®.

Weight Range (in kg) Synagis® Calculated Dose Number of Units*
Upto 3.6 kg 0-54mg 1
3.7t06.9 kg 55 mg - 104 mg 2
7.0t0 10.2 kg 105mg - 154 mg 3
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10.3t0 13.6 kg 155 mg - 204 mg
13.7t0 16.9 kg 205 mg - 254 mg 5
17.0t020.3kg 255 mg - 304 mg 6

* Units are a 50 mg dose.

Topic #1950

Total Parenteral Nutrition and Lipids

For members enrolled in the BadgerCare Plus Standard Plan, Medicaid, and SeniorCare, TPN (total parenteral nutrition) solution
and TPN lipids are reimbursed using NDCs (National Drug Codes) from each item used to prepare and administer the TPN.
Claims for these NDCs may be submitted using NCPDP (National Council for Prescription Drug Programs) Telecommunication
Standard, on the Compound Drug Claim (F-13073 (07/12)) form, using PES (Provider Electronic Solutions) software, or on the
ForwardHealth Portal.

Providers should submit claims for DM S (disposable medical supplies) and DME (durable medical equipment) associated with
TPNs separately using the 1500 Health Insurance Claim Form or the 837P (837 Health Care Claim: Professional) transaction.

Topic #1949

Unacceptable Practices

Based on the claims submission requirements in DHS 106.03(3), Wis. Admin. Code, and the definition of covered servicesin
DHS 107.10, Wis. Admin. Code, the following are examples of unacceptable and, in some cases, fraudulent practices:

. Billing for a quantity of adrug that is greater than the quantity prescribed.

. Billing for a higher-priced drug when a lower-priced drug was prescribed and dispensed to the member.

. Dispensing a brand-name drug, billing for the generic, and then charging the member for the difference.

. Billing for adrug quantity greater than the quantity dispensed to the member (i.e., prescription shorting).

. Dispensing a smaller quantity than was prescribed in order to collect more than one professiona dispensing fee (i.e.,
prescription splitting).

. Charging a drug price greater than the price usually charged to the general public.

. Billing for alegend or OTC (over-the-counter) drug without a prescription.

. Submitting a claim with an NDC (National Drug Code) other than the NDC on the package from which the drug was
dispensed.

. Providing unit-dose carts and member drug regimen review without charge. L ease arrangements for carts and other
services must reflect fair market value.

. Dispensing and billing a medication of lesser strength than prescribed to obtain more than one dispensing fee.

. Billing more than once per month for maintenance drugs for nursing facility members.

Thislimitation does not apply to treatment medications (e.g., topical preparations) or drugs ordered with a stop date of lessthan
30 days.

BadgerCare Plus, Medicaid, or Wisconsin SeniorCare may suspend or terminate a provider's enrolIment for violations of these or
other restrictions that constitute fraud or billing abuses. Refer to DHS 106.06 and DHS 106.08, Wis. Admin. Code, for
information about provider sanctions.

Topic #11677
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Uploading Claim Attachments Viathe Portal

Providers are able to upload attachments for most claims via the secure Provider area of the ForwardHealth Portal. This dlows
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:
. Professional.
. Indtitutional.
. Dentd.

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

Document Formats

Providers are able to upload documents in the following formats:
. JPEG (Joint Photographic Experts Group) (.jpg or .jpeg).
. PDF (Portable Document Format) (.pdf).
. Rich Text Format (.rtf).
. Text File (.txt).

JPEG files must be stored with a".jpg" or ".jpeg" extension; text files must be stored with a".txt" extension; rich text format files
must be stored with a".rtf" extension; and PDF files must be stored with a".pdf" extension.

Microsoft Word files (.doc) cannot be uploaded but can be saved and uploaded in Rich Text Format or Text File formats.

Uploading Claim Attachments

Claims Submitted by Direct Data Entry

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

Providers are still required to indicate on the DDE claim that the claim will include an attachment via the "Attachments® panel.
Claims will suspend for 30 days before denying for not receiving the attachment.
Claims Submitted by Provider Electronic Software and 837 Health Care Claim Transactions

Providers submitting claims via 837 (837 Health Care Claim) transactions are required to indicate attachments via the PWK
segment. Providers submitting claims via PES (Provider Electronic Solutions) software will be required to indicate attachments via
the attachment control field. Once the claim has been submitted, providers will be able to search for the claim on the Portal and
upload the attachment via the Portal. Refer to the Implementation Guides for how to use the PWK segment in 837 transactions
and the PES Manual for how to use the attachment control field.
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Claims will suspend with 30 days before denying for not receiving the attachment.
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Timely Filing Appeals Requests

Topic #549

Reguirements

When a claim or adjustment request meets one of the exceptions to the submission deadline, the provider is required to submit a
Timely Filing Appeas Reguest (F-13047 (07/12)) form with a paper claim or an Adjustment/Reconsideration Reguest (F-13046
(07/12)) form to override the submission deadline.

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 (07/12)) cannot be appealed. Providers may resubmit the claim to Timely
Filing if both of the following occur:

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

Topic #744

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

. A properly completed Timely Filing Appeals Request (F-13047 (07/12)) form for each claim and each adjustment to allow
for electronic documentation of individual claims and adjustments submitted to ForwardHealth.

. A legible claim or adjustment request.

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

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

When completing the claim or adjustment request, providers are required to indicate the procedure code, diagnosis code, POS
(place of service) code, etc., as effective for the DOS (date of service). However, providers should use the current claim form
and instructions or adjustment request form and instructions. Reimbursement for Timely Filing Appeals Requests is contingent
upon the claim or adjustment request meeting program requirements for the DOS.

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

Change in Nursing Home Resident's Level of Careor Liability Amount
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- . . . Submission
Description of the Exception Documentation Requirements Address
This exception occurs when a nursing home | To receive consideration, the request must be submitted ForwardHealth
clamisinitialy received within the within 455 days from the DOS and the correct ligbility Timely Filing
submission deadline and reimbursed amount or level of care must be indicated on the Ste 50
incorrectly due to a change in the member's | Adjustment/Reconsideration Request (F-13046 (07/12)) 313 Blettner Blvd

authorized level of care or liability amount.

form.

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.

Madison WI 53784

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

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

Madison WI 53784

Denial Due to Discrepancy Between the Member's Enrollment I nformation in ForwardHealth inter Change and the

Member's Actual Enrollment

Description of the Exception

Documentation Requirements

Submission Address

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

member's actual enrollment.

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

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

o White paper BadgerCare Plus EE
(Express Enrollment) for pregnant
women or children identification
card.

o White paper TE (Temporary
Enrollment) for Family Planning
Only Services identification card.

v The response received through
Wisconsin's EV'S (Enrollment
Verification System) from a
commercial eligibility vendor.

o The transaction log number
received through WiCall.

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

313 Blettner Blvd

Madison WI 53784
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ForwardHealth Reconsideration or Recoupment

Description of the Exception

Documentation Requirements

Submission Address

This exception occurs when
ForwardHealth reconsiders a previously
processed claim. ForwardHealth will
initiate an adjustment on a previously paid
claim.

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

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

Retroactive Enrollment for Persons on General Relief

Description of the Exception

Documentation Requirements

Submission Address

This exception occurs when the local
county or tribal agency requests a return
of aGR (genera relief) payment from the
provider because a member has become
retroactively enrolled for Wisconsin
Medicaid or BadgerCare Plus.

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

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

or tribal agency.

ForwardHealth

GR Retro Eligibility
Ste 50

313 Blettner Blvd
Madison WI 53784

M edicare Denial Occurs After the Submission Deadline

Description of the Exception

Documentation Requirements

Submission Address

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

. The charges were previously
submitted to Medicare.

. The member name and
identification number do not match.

. The services were previously
denied by Medicare.

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

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

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

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

Refund Request from an Other Health Insurance Sour ce

Description of the Exception

Documentation Requirements

Submission Address

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

Pharmacy

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

. A copy of the commercial health insurance
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remittance information.

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

Retroactive Member Enrollment

Description of the Exception Documentation Requirements Submission Address
This exception occurs when aclaim To receive consideration, the request must be submitted |ForwardHealth
cannot be submitted within the submission|within 180 days from the date the backdated enrollment |Timely Filing
deadline due to adelay in the was added to the member's enrollment information. In -~ |Ste 50
determination of amember's retroactive |addition, "retroactive enrollment” must be indicated on  |313 Blettner Blvd
enrollment. the claim. Madison WI 53784
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Archive Date:09/03/2013

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 (e.g., provider or policyholder) becomes entitled to
receive payment for claims in accordance with the insurance company policies.

Commercial health insurance companies may permit reimbursement to the provider or member. Providers should verify whether
commercial health insurance benefits may be assigned to the provider. Asindicated by the commercial health insurance, providers
may be required to obtain approval from the member for this assignment of benefits.

If the provider is assigned benefits, providers should bill the commercia health insurance.

If the member is assigned insurance benefits, it is appropriate to submit a claim to ForwardHealth without billing the commercial
health insurance. In this instance providers should indicate the appropriate other insurance indicator. ForwardHealth will bill the

commercia health insurance.

Topic #3844

Claimsfor Services Denied by Commercial Health
| nsurance

If commercia health insurance denies or recoups payment for services that are covered, 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 alowed amount (less any payments made by other health insurance sources).

Topic #598

Commercial Fee-for-Service

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

Topic #599

Commercial Managed Care

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

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

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

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

Topic #601

Definition of Commercial Health | nsurance

Commericial 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.

Topic #602

Discounted Rates

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

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

Topic #596

Exhausting Commer cial Health I nsurance Sour ces

Providers are required to exhaust 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 Commercial Health Insurance

If Wisconsin's EVS (Enrollment Verification System) does not indicate that the member has commercial health
insurance, the provider may submit a claim to ForwardHealth unless the provider is otherwise aware of commercia health
insurance coverage.

If the member disputestheinformation asit isindicated in the EV'S, the provider should submit a completed Other
Coverage Discrepancy Report (F-01159 (09/12)) form. Unless the service does not require other health insurance billing, the
provider should allow at |east two weeks before proceeding to Step 2.

Step 2. Determineif the Service Requires Other Health Insurance Billing

Published Policy Through August 31, 2013

Pharmacy Page 76 of 454



Wisconsin Medicaid

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:

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

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

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

Step 3. Identify Assignment of Commercial Health Insurance Benefits

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

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

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

Step 4. Bill Commercial Health Insurance and Follow Up

If commercial health insurance denies or partially 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 a claim to ForwardHealth using the appropriate other insurance indicator. Commercial remittance information should not
be attached to the claim.

Topic #2326

Pharmacy Providers

Pharmacy providers are required to bill all commercial health insurance carriers prior to ForwardHea th when a member has
verified drug coverage through commercia health insurance. Pharmacies are required to hill private HMOs (health maintenance
organizations), all commercial health insurance, and Medicare prior to billing ForwardHealth.

Topic #263

Members Unable to Obtain Services Under M anaged
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CarePlan

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

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

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

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

In these situations, ForwardHealth will pay for 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:
. Indicate "OI-Y" on paper claims.

. Refer to the Wisconsin PES (Provider Electronic Solutions) Manual or the appropriate 837 (837 Health Care Claim)
companion guide to determine the appropriate other insurance indicator for electronic claims.

Topic #604

Non-Reimbursable Commercial Managed Car e Services

Providers are not reimbursed for the following:

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

Topic #605

Other Insurance Indicators

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

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

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

. Commercial health insurance does not cover the service provided.

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

Providers should not use other insurance indicators when the following occur:
. Wisconsin's EVS (Enrollment Verification System) indicates no commercial health insurance for the DOS (date of service).

. The service does not require other health insurance billing.
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. 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 hill
commercial health insurance sources to substantiate other insurance indicators used on any claim, according to DHS 106.02(9)
(a), Wis. Admin. Code.

Topic #1993

Preferred Drug List Coordination of Benefits

Providers are required to follow BadgerCare Plus, Medicaid, and SeniorCare PA (prior authorization) policies even if a member's
commercial health insurance has a different policy. Therefore, pharmacy providers and dispensing physicians are required to
obtain PA for non-preferred drugs, regardless of other commercial health insurance coverage.

Topic #603

Services Not Requiring Commer cial Health Insurance
Billing
Providers are not required to bill commercial health insurance sources before submitting claims for the following:

. Case management services.

. CCS (Comprehensive Community Services).
. CrisisIntervention services.

. CRS (Community Recovery Services).

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

. PNCC (prenata 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).

. Blood bank services.

. Chiropractic services.

. Denta services.

. DME (durable medical equipment) (rental or purchase), prosthetics, and hearing aids if the billed amount is over $10.00
per item.
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. Home hedlth services (excluding PC (persona care) services).

. Hospice services.

. Hospital services, including inpatient or outpatient.

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

. Laboratory services.

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

. Mental health/substance abuse services, including services delivered by providers other than physicians, regardiess of POS
(place of service).

. 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
commercial health insurance billing.

. Pharmacy services for members with verified drug coverage.

. Podiatry services.

. PDN (private duty nursing) services.

. Radiology services.

. RHC (rura hedlth clinic) services.

. Skilled nursing home care, if any DOS (date of service) iswithin 30 days of the date of admission. If benefits greater than
30 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:

. Ophthalmology services.
. 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:

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

. Ambulance services.

. Ambulatory surgery center services.

. Breast reconstruction services.

. Chiropractic services.

. Dental anesthesia services.

. Home hedlth services (excluding PC services).

. Hospital services, including inpatient or outpatient.

. Medicare-covered services.

. Osteopath services.

. Physician services.

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

ForwardHealth has identified services reguiring Medicare billing.
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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 Insurance That Is
Secondary to Medicare

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

Topic #670

Claims That Do Not Require M edicare Billing

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

. The provider cannot be enrolled in Medicare.
. Theserviceisnot allowed 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:

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

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

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

If automatic crossover claims do not appear on the RA after 30 days of the Medicare processing date, providers are required to
resubmit the claim directly to ForwardHealth using the NPI that was reported to ForwardHealth as the primary NPI. Additionaly,
the taxonomy code and the ZIP+4 code of the practice location on file with ForwardHealth are required when additional dataiis
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 #1958

Claimswith M edicare-Paid Amounts

Providers should submit drug claims to Medicare prior to sending them to ForwardHealth. Medicare-paid drug claims will
automatically cross over to ForwardHealth.

SeniorCare claims with Medicare paid amounts will not automatically cross over to SeniorCare. For SeniorCare members,
pharmacy providers may submit a straight SeniorCare compound or noncompound claim. Pharmacies should indicate the
appropriate NDC (Nationa Drug Code) and enter the Medicare-paid amount in the "Other Coverage Amount” field for paper
claims or the "Other Payer Amount Paid" field for real-time claims. If commercial hedlth insurance is the member's primary
insurance and Medicare is the secondary, providers are required to enter the total paid amounts from commercial health insurance
and Medicare in the "Other Coverage Amount" field.

Providers should submit their Medicare remittance information containing the Medicare-paid amounts with paper claims.
BadgerCare Plus, Medicaid, and SeniorCare process the Medicare-paid amount like payment from commercial health insurance.

Topic #671
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Crossover Claims

A Medicare crossover claim isaMedicare-allowed 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) regional carrier.

. Medicare Advantage Plan.

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

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

. Automatic crossover claims.
. Provider-submitted crossover claims.

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:

. Medicare hasidentified that the services were provided to a dual igible or a QM B-Only member.
. Theclam isfor amember who is not enrolled in a Medicare Advantage Plan.

Provider-Submitted Crossover Claims

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

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

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

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

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

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

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

. The NPI (National Provider Identifier) that ForwardHealth has on file for the provider.
. The taxonomy code that ForwardHealth has on file for the provider.
. The ZIP+4 code that corresponds to the practice location address on file with ForwardHealth.
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Providers may initiate a provider-submitted claim in one of the following ways:

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

. 837P (837 Hedlth Care Claim: Professional) transaction, as applicable.
. PES (Provider Electronic Solution) software.

. Paper claim form.

Topic #9077

Crossover Claimsfor Diabetic Supplies
Medicare Part B

Claimsfor dua eligibles enrolled in the BadgerCare Plus Standard Plan and Medicaid should first be submitted to Medicare Part
B. Claims that are reimbursed by Medicare Part B should automatically cross over to ForwardHealth. Claims that are reimbursed
by Medicare Part B that fail to cross over to ForwardHealth must be submitted on the 1500 Health Insurance Claim form with the
appropriate HCPCS (Heal thcare Common Procedure Coding System) procedure code.

Asareminder, if Medicare Part B denies a claim for diabetic supplies provided to a member who is covered by the Standard
Plan or Medicaid, the provider may submit a claim for those services to ForwardHealth. Medicare Part B-denied crossover
claims must be submitted to ForwardHealth electronically, on a Compound Drug Claim (F-13073 (07/12)) form, or a
Noncompound Drug Claim (F-13072 (07/12)) form with an NDC (National Drug Code) and the appropriate other coverage
code.

Medicare Part D

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

policy.

Topic #672

Definition of Medicare

Medicare is a health insurance program for people 65 years of age or older, for certain people with disabilities under age 65, and
for people with ESRD (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:

. Part A (i.e.,, Hospital Insurance). Part A helps to 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.

. Part B (i.e., Supplemental Medical Insurance). Part B helpsto 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).

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

. Part D (i.e., drug benefit).
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Topic #684

Dual Eligibles

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

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

. BadgerCare Plus- or Medicaid-covered services, even those that are not alowed 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 (07/12)) form, the provider should attach a copy of Medicare remittance information. (If thisis a Medicare
reconsideration, copies of the original and subsequent Medicare remittance information should be attached.)

Provider-Submitted Crossover Claim

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

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

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

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

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

. 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:

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

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

Published Policy Through August 31, 2013

Pharmacy Page 85 of 454



Wisconsin Medicaid

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

* Inthissituation, atimely filing appeal s request may be submitted if the services provided are beyond the claims submission deadline. The
provider isrequired to indicate "retroactive enrollment" on the provider-submitted crossover claim and submit the claim with the Timely Filing
Appeals Request (F-13047 (07/12)) form. The provider isrequired to submit the timely filing appeal s request within 180 days from the date the
backdated enrollment was added to the member'sfile.

Claim for Services Denied by Medicare

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

. Bill commercia health insurance, if applicable.

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

Crossover Claim Previously Reimbur sed

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

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

In these situations, the provider should proceed as follows:

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

Topic #687

Medicare Advantage

Medicare services may be provided to dua €ligibles or QMB-Only (Qualified Medicare Beneficiary-Only) members on a fee-for-
service basis or through a Medicare Advantage Plan. Medicare Advantage was formerly known as Medicare Managed Care
(MMC), Medicare + Choice (MPC), or Medicare Cost (Cost). Medicare Advantage Plans have a special arrangement with the
federa CMS (Centers for Medicare and Medicaid Services) and agree to provide all Medicare benefits to Medicare beneficiaries
for afee. Providers may contact Medicare for alist of Medicare Advantage Plans in Wisconsin and the insurance companies with
which they are associated.

Paper Crossover Claims

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

Reimbursement Limits

Published Policy Through August 31, 2013

Pharmacy Page 86 of 454



Wisconsin Medicaid

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

Topic #13737

Disposable M edical Supply and Phar macy Providers

Crossover claims for Medicare Part B covered drugs for members enrolled in the BadgerCare Plus Standard Plan, Medicaid, or
SeniorCare with a Medicare Advantage plan will deny due to the Medicare Advantage plan being on the member'sfile. To be
reimbursed, providers are required to submit a Pharmacy Special Handling Request (F-13074 (07/12)) and a Noncompound
Drug Claim (F-13072 (07/12)). Providers should indicate the member is enrolled in a Medicare Advantage plan and indicate the
Medicare Part B covered drug on the Pharmacy Special Handling Request.

Topic #688

M edicar e Disclaimer Codes

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 ForwardHealth when Medicare benefits exist or when, for some valid reason, the provider is unable to obtain such
benefits by reasonable means.

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

Documentation Requirements

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

Topic #689

M edicar e Enrollment

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

Servicesfor Dual Eligibles

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

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

If aprovider can be enrolled in Medicare but chooses not to be, the provider is required to refer dua eligibles to another
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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 alowed by Medicare, providers who are not enrolled in Medicare are required to refer QMB-Only members to another
Medicaid-enrolled provider who is enrolled in Medicare.

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 alate 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:

. Billed Amount: $110.00.

. Allowed Amount: $100.00.
. Coinsurance: $20.00.

. Late Fee: $5.00.

. Paid Amount: $75.00.

Since ForwardHealth considers the late fee part of the paid amount, providers should add the 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 a total of $80.00.
The claim should report the Medicare paid amount as $80.00.
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Topic #1946

Medicare Part D Benefitsfor Dual Eligibles

Providers may verify Medicare Part D enrollment for a dua eligible through Wisconsin's EV S (Enrollment Verification System),
the AVR (Automated V oice Response) system, or through WellPoint. The EVS or AVR will state only that a dual eligibleisina
Medicare Part D PDP (Prescription Drug Plan). It will not indicate the name of the specific PDP.

To determine the specific PDP in which a dual eligible is enrolled, providers should first check with the individual. If the individual
does not know the PDP in which he or sheis enrolled, providers may send an online enrollment transaction through Medicare's
E1 query. If the E1 transaction does not return Medicare Part D plan information, providers may call the Medicare Pharmacy
Hotline, available 24 hours a day, seven days a week, at (866) 835-7595. Providers may also call Provider Servicesto determine
the PDP in which adua €eligible is enrolled.

Pharmacy providers are required to be enrolled in Medicare if they provide a Medicare-covered service to adual eligible. If the
provider is not enrolled in Medicare, the provider should refer the dual digible to another Medicaid-enrolled provider who is aso
enrolled in Medicare.

Topic #1947

Medicare Part D Claim Submission

BadgerCare Plus and Wisconsin Medicaid deny claims for Medicare Part D-covered drugs for dual eligibles. Claims and PA
(prior authorization) requests for Medicare Part D-covered drugs for dual eligibles must be submitted to the appropriate Medicare
Part D PDP (Prescription Drug Plan).

Benzodiazepines are Medicare Part D-covered drugs. Claims for benzodiazepines for dual eligibles should be submitted to
Medicare Part D.

Barbiturates are Medicare Part D-covered drugs when used for cancer, epilepsy, or chronic mental health disorder diagnoses.
Claims for barbiturates for dual eligibles should be submitted to Medicare Part D for members with these diagnoses.

Drugs Excluded from Coverage by Medicare Part D

Providers may submit claims for drugs that are covered by BadgerCare Plus and Medicaid but are excluded from coverage by
Medicare Part D. All other claims will be denied and the pharmacy provider will be instructed to submit the claim to the Medicare
Part D PDP. Providers will receive an EOB (Explanation of Benefits) code for this denial.

Medicare Part D-excluded drugs include barbiturates not used for a diagnosis of cancer, epilepsy, or a chronic mental health
disorder; OTC (over-the-counter) drugs, agents that are used for the symptomatic relief of cough and cold; prescription vitamins
and mineral products (except prenata vitamins and fluoride); and weight loss agents.

PA requests for drugs covered by Medicare Part D will be denied because these drugs will be covered by a Medicare Part D
PDP.

Note: Because SeniorCare coordinates benefits with Medicare Part D, SeniorCare covers Medicare Part D-excluded drugs and
accepts PA requests for drugs for SeniorCare membersin al levels of participation who are enrolled in a Medicare Part D PDP.

State-Contacted Managed Care Organizationsor HM Os
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Drug claims for dual eligibles enrolled in state-contracted MCOs (managed care organizations) or HMOs (health maintenance
organizations) should be handled in the same way as claims for dual eligibles who receive drug coverage from fee-for-service.

Claims for the following may be submitted to fee-for-service for dua eligible MCO or HMO enrollees:

. Barbiturates not used for a diagnosis of cancer, epilepsy, or a chronic mental health disorder.
. OTCdrugs.

. Agentsthat are used for the symptomatic relief of cough and cold.

. Prescription vitamins and mineral products (except prenatal vitamins and fluoride).

. Weight loss agents.

SeniorCare

Providers are required to submit claims for SeniorCare members who are enrolled in a Medicare Part D PDP to the member's
PDP and other health insurance sources before submitting claims to SeniorCare. SeniorCare is the payer of last resort.

Pharmacy providers are required to submit claims to the appropriate PDP for membersin all levels of participation. Providers are
also required to indicate the outcome of the claim response from the PDP to SeniorCare.

Providers are reguired to report to SeniorCare any out-of-pocket expenses (i.e., coinsurance, deductible, copayment) determined
by the primary insurance. SeniorCare calculates and issues reimbursement, if applicable, for the claim submitted by the pharmacy.

Process

Pharmacy providers should use the following claim submission steps when coordinating benefits for members enrolled in
SeniorCare and a Medicare Part D PDP.

1. Submit the claim to the member's PDP. The claim response received from the PDP should include the following:
o Other health insurance sources that claims may be submitted to after they have been submitted to Medicare Part D.
o The claim payment amount or the specific claim regjection code(s).

2. Submit the claim to other health insurance sources.

o If the PDP issued payment and the next health insurance source is not SeniorCare, the claim must be submitted to
the next health insurance source before it may be submitted to SeniorCare. When the claim is submitted to
SeniorCare, it must include the information indicated in the next bullet.

o If the PDP issued payment and the next health insurance source is SeniorCare, the claim must include the following
information or it will be denied:

= Theother coverage code "2."
» The PDP paid amount.
«» The patient responsibility.

o If the SeniorCare member has reached the "donut hole," pharmacy providers should submit the claim to the
member's PDP first and then submit the claim to SeniorCare using the other coverage code "4" (Other coverage
exists — payment not collected).

o If the PDP denies the claim, the claim must include the appropriate "other coverage code" with the applicable reason
for denial. The following are other coverage codes:

= "0" Not specified by patient.

. "1" No other coverage.

= "3" Other coverage billed — claim not covered.

= "4" Other coverage exists — payment not collected.

After aclaim has been submitted to Medicare Part D, providers may need to change the PCN (processor control number) to
WIPARTD before submitting the claim to SeniorCare. (For SeniorCare, this policy applies for members enrolled in levels 2b and
3 only.) Claims received without WIPARTD indicated will be denied.
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After a claim has been submitted to Medicare Part D for a member who has reached the "donut hole," pharmacy providers may
submit the claim to SeniorCare for the "donut hole" amount with PCN WIPARTD to account for the SeniorCare member's
spenddown or deductible amount. After a claim has been submitted to SeniorCare, ForwardHealth will send the pharmacy
provider and the TrOOP (true out-of- pocket) facilitator a response that identifies whether the claim was reimbursed or denied.

To determine the specific PDP in which a member is enrolled, providers should first check with the member. If the member does
not know the PDP in which he or she is enrolled, providers may send an online eligibility transaction through Medicare's E1 query.
If the E1 transaction does not return Medicare Part D plan information, providers may call the Medicare Pharmacy Hotline,
available 24 hours a day, seven days aweek, at (866) 835-7595. Providers may also call Provider Services to determine the
PDP in which a member is enrolled.

True Out-of-Pocket | nformation

The following claim submission procedures are for SeniorCare members who are in the spenddown or $850 deductible level of
participation, regardless of whether or not SeniorCare makes a payment. These procedures apply only to SeniorCare members
with incomes over 200 percent of the FPL (Federa Poverty Level).

Claim Submission

Claims submitted to SeniorCare for members who are enrolled in SeniorCare and a Medicare Part D PDP require a BIN (bank
identification number) and a PCN. Providers should use the BIN/PCN information received in the claim response from the PDP
to submit the claim to SeniorCare for members with incomes over 200 percent of the FPL. For SeniorCare members with
incomes over 200 percent of the FPL, the BIN is 610499 and the PCN is WIPARTD. Providers should refer to the PDP's payer
sheet for guidance about how to interpret the information contained in the claim response.

After a claim has been submitted to SeniorCare with the BIN/PCN, the pharmacy provider and the TrOOP facilitator will receive
aresponse that identifies whether the claim was reimbursed or denied.

Payments issued by SeniorCare or the member are applied to the member's TrOOP amount. Providers may contact the
appropriate PDP for information about a member's TrOOP expenditures or balance. If a claim is submitted in a batch and not
through the real-time pharmacy POS (Point-of-Sal€) claims processing system, the member's TrOOP cost-sharing amount will
still be submitted to the TrOOP facilitator by SeniorCare.

Enrollment

SeniorCare members may be enrolled in both SeniorCare and in a Medicare Part D PDP. SeniorCare members with incomes
greater than 200 percent of the FPL who are enrolled in both programs must satisfy their annual TrOOP cost sharing before
Medicare Part D catastrophic coverage becomes effective. (Medicare catastrophic coverage reimburses 95 percent of a drug
claim's cost.)

Medicare Part D Payment Recoupment

ForwardHealth initiates a monthly process of recouping payment for claims for members enrolled in Medicare Part D. Providers
will receive adjustments for previously paid claims. Providers may not bill members for services that are adjusted and should seek
reimbursement from the member's Medicare Part D PDP.

Prior to submitting claims to SeniorCare, providers are required to submit claims to Medicare Part D for SeniorCare members
who are enrolled in a Medicare Part D PDP. A PDP includes not only the stand-alone Medicare Part D PDPs, but also Medicare
Advantage PDPs. Under certain circumstances, claims may have been reimbursed by ForwardHealth without reimbursement
having been obtained from a Medicare Part D PDP.

Claim Responses
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Providers may identify claims adjusted for Medicare Part D eligibility if they receive an informational EOB text on adjustments to
previously paid claims.

SeniorCare

Because SeniorCare coordinates benefits with Medicare Part D, SeniorCare covers Medicare Part D-excluded drugs and
accepts PA reguests for drugs for SeniorCare membersin all levels of participation who are enrolled in aMedicare Part D PDP.

Topic #690

Medicare Retroactive Eligibility

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 #395

Modifier for Catastrophe/Disaster-Related Crossover
Claims

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

Topic #692

Qualified Medicare 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:

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

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

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

Topic #686

Reimbursement for Crossover Claims
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Professional Crossover Claims

Information is available for DOS (dates of service) before April 1, 2013.

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

Total payment for aMedicare 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:

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

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

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

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

1 2 3
Provider's billed amount $120 |$120 $120
Medicare-allowed amount $100 |$100 $100
Medicaid-alowed amount (e.g., maximum allowable fee) $90 |$110 $75
Medicare payment $80 |$80 |$80
Medicaid payment $10 1$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 is the lesser of the following:

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

The following table provides three examples of how the limitations are applied.
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Reimbursement for Medicare Part A-Covered Inpatient Hospital Services Provided To Dual Eligibles
i Example
Explanation
1 2 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
Medicare-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

Topic #770

Services Requiring Medicare Billing

If Wisconsin's EVS (Enrollment Verification System) indicates Medicare + Choice, the provider is required to bill the following
services to the Medicare Advantage Plan before submitting claims to ForwardHealth:

. Ambulance services.

. Ambulatory surgery center services.

. Chiropractic services.

. Dental anesthesia services.

. Home health services (excluding PC (persona care) services).
. Hospital services, including inpatient or outpatient.

. Medicare-covered services.

. Osteopath services.

. Physician services.

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

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

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

Topic #4940

After Reporting Discrepancies

After receiving an Other Coverage Discrepancy Report (F-01159 (09/12)), ForwardHealth confirms the information and updates
the member files.

It may take up to two weeks to process and update the member's enrollment information. During that time, ForwardHealth
verifies the insurance information submitted and adds, changes, or removes the member's other coverage information as
appropriate. If verification contradicts the provider's information, a written explanation is sent to the provider. The provider should
wait to submit claims until one of the following occurs:

. The provider verifies through Wisconsin's EVS (Enrollment Verification System) that the member's other coverage

information has been updated.
. The provider receives a written explanation.

Topic #4941

Coverage Discrepancies

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

Topic #609

| nsur ance Disclosur e Program

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

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

Topic #610

Maintaining Accurate and Current Records

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

. Insurance Disclosure program.
. Providers who submit an Other Coverage Discrepancy Report (F-01159 (09/12)) form.
. Member certifying agencies.
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. 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 #14517

Medication Therapy Management Coordination of
Benefits

Commercia health insurance and Medicare Part D plans aso have MTM (Medication Therapy Management) programs.
Coordination of benefitsis required for both intervention-based services and CMR/A (Comprehensive Medication Review and
Assessment) MTM. If amember is eligible for acommercia health insurance or Medicare Part D MTM program, the pharmacy
provider is required to submit the claim to the member's commercial health insurance or PDP (Prescription Drug Plan) before
submitting the claim to ForwardHealth.

Refer to the 1500 Health Insurance Claim Form Completion Instructions for Medication Therapy Management Services for
information regarding documenting other insurance information.

Pharmacies are responsible for coordination of benefits. ForwardHealth is the payer of last resort.

Topic #7317

Other Coveragefor Core Plan and Basic Plan Members

AIDSHIV Drug Assistance Members Enrolled Either in the Core Plan or
the Basic Plan

The BadgerCare Plus Core Plan and the BadgerCare Plus Basic Plan do not cover drugs in the antiretroviral drug class or in the
HIV (Human Immunodeficiency Virus)/AIDS (Acquired Immune Deficiency Syndrome) drug class for Core Plan or Basic Plan
members. Claims for antiretroviral drugs and HIV/AIDS drugs for Core Plan members and Basic Plan members who are also
enrolled in the Wisconsin ADAP (AIDS/HIV Drug Assistance Program) should be submitted to ADAP. For all other drugs,
providers should submit claims first to the Core Plan or the Basic Plan, then to ADAP, and then to BadgerRx Gold.

Providers with questions may call ADAP at (800) 991-5532.

HIRSP MembersEnrolled in the Core Plan

Core Plan members may also be enrolled in the HIRSP (Health Insurance Risk Sharing Plan) as long as members meet the
eligibility requirements for the Core Plan and HIRSP. For Core Plan members who are also enrolled in HIRSP, providers should
submit claims for all Core Plan covered services to the Core Plan. For services not covered by the Core Plan, providers should
submit claims to HIRSP. HIRSP is always the payer of last resort.

For pharmacy services, providers should first submit claims to the Core Plan if drugs are covered by the Core Plan. After a
response is received from the Core Plan, claims should be submitted to HIRSP if drugs are covered by HIRSP. Finally, claims
should be submitted to BadgerRx Gold if appropriate.

Note: HIRSP will only cover noncovered Core Plan services if the services are covered under the HIRSP benefit.
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Topic #4942

Reporting Discrepancies

Providers are encouraged to report discrepancies to ForwardHealth by submitting the Other Coverage Discrepancy Report (F-
01159 (09/12)) form. Providers are asked to complete the form in the following situations:

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

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

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

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

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

Topic #660

Purpose of Provider-Based Billing

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

Topic #658

Questions About Provider-Based Billing

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

For questions about provider-based hilling 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:

. A notification letter.

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

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

If amember has coverage through multiple other health insurance sources, the provider may receive 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 aresponseis not received within 120 days, the amount originally paid by BadgerCare Plus or Wisconsin Medicaid will be
withheld from future payments. Thisis not afinal action. To receive payment after the original payment has been withheld,
providers are required to submit the required documentation to the appropriate address as indicated in the following tables. For
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DOS (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.

Within Claims Submission Deadlines

Scenario Documentation Requirement Submission Address
The provider discovers through the EVS A claim according to normal claims submission ForwardHealth
(Wisconsin's Enrollment Verification System) |procedures (do not use the prepared provider- Claims and Adjustments
that ForwardHealth has removed or based hilling claim). 313 Blettner Blvd
enddated the other health insurance coverage Madison WI 53784
from the member's file.
The provider discovers that the member's . An Other Coverage Discrepancy Report (F- |Send the Other Coverage
other coverage information (i.e., enrollment 01159 (09/12)) form. Discrepancy Report form
dates) reported by the EVSisinvalid. . A claim according to normal claims to the address indicated on

submission procedures after verifying that the |the form.
member's other coverage information has
been updated by using the EVS (do not use  |Send the claim to the
the prepared provider-based billing claim).  |following address:

ForwardHedlth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

The other health insurance source reimburses . A claim according to normal claims ForwardHealth

or partially reimburses the provider-based submission procedures (do not use the Claims and Adjustments
billing claim. prepared provider-based billing claim). 313 Blettner Blvd

. The appropriate other insurance indicator. Madison WI 53784

. The amount received from the other health

insurance source.
The other health insurance source denies the . A claim according to normal claims ForwardHealth
provider-based hilling claim. submission procedures (do not use the Claims and Adjustments
prepared provider-based billing claim). 313 Blettner Blvd

. The appropriate other insurance indicator or  |Madison WI 53784
Medicare disclaimer code.

The commercia hedlth insurance carrier does . A claim according to normal claims ForwardHealth
not respond to an initial and follow-up submission procedures (do not use the Claims and Adjustments
provider-based billing claim. prepared provider-based billing claim). 313 Blettner Blvd

. The appropriate other insurance indicator. Madison WI 53784

Beyond Claims Submission Deadlines

Scenario Documentation Requirement Submission Address
The provider discovers through the . A claim (do not use the prepared provider-based  |ForwardHealth
EV Sthat ForwardHealth has hilling claim). Timely Filing
removed or enddated the other . A Timely Filing Appeals Request (F-13047 (07/12)) |Ste 50
health insurance coverage from the form according to normal timely filing appeals 313 Blettner Blvd
member'sfile. procedures. Madison WI 53784
The provider discovers that the . An Other Coverage Discrepancy Report form. Send the Other Coverage
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member's other coverage
information (i.e., enrollment dates)
reported by the EVSisinvalid.

. After using the EVSto verify that the member's

other coverage information has been updated,
include both of the following:
o A claim (do not use the prepared provider-
based billing claim.)
o A Timely Filing Appeals Request form
according to normal timely filing appeals
procedures.

Wisconsin Medicaid

Discrepancy Report form to
the address indicated on the
form.

Send the timely filing appeals
request to the following
address:

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

The commercia health insurance
carrier reimburses or partialy
reimburses the provider-based
hilling claim.

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

hilling claim).

. Indicate the appropriate other insurance indicator.
. Indicate the amount received from the commercial

insurance.

. A Timely Filing Appeals Request form according to

normal timely filing appeal s procedures.

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

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

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

hilling claim).

. The appropriate other insurance indicator or

Medicare disclaimer code.

. A Timely Filing Appeals Request form according to

normal timely filing appeal s procedures.

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

following:

o Remittance information from the other health
insurance source.

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

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

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

. 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.

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

The commercial heath insurance
carrier does not respond to an initial
and follow-up provider-based

Pharmacy

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

billing claim).

. The appropriate other insurance indicator.
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billing claim. . A Timely Filing Appeals Request form according to (313 Blettner Blvd
normal timely filing appeals procedures. Madison WI 53784

Topic #662

Responding to ForwardHealth Within 120 Days

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

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

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

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

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

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

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

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

the member's correct other coverage information.

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

source reimburses or partially . A copy of the remittance information received from the other | Provider-Based Billing
reimburses the provider- health insurance source. PO Box 6220

based hilling claim. . The DOS (date of service), other health insurance source, billed|Madison WI 53716-0220

amount, and procedure code indicated on the other insurer's  |Fax (608) 221-4567
remittance information must match the information on the
Provider-Based Billing Summary.

Note: In this situation, ForwardHealth will initiate an adjustment if the
amount of the other health insurance payment does not exceed the
alowed amount (even though an adjustment reguest 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
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form.
The other health insurance . The Provider-Based Billing Summary. ForwardHealth
source denies the provider- . Documentation of the denial, including any of the following: Provider-Based Billing
based hilling claim. o Remittance information from the other health insurance  |PO Box 6220

source. Madison WI 53716-0220

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

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

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

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

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

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

Topic #663

Submitting Provider-Based Billing Claims

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

Topic #657

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

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

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

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

Topic #329

Points of Consideration

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 liahility cases may be settled quickly, others may take severa 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 #826

Seeking Payment from Settlement

After choosing to seek payment from a settlement, the provider may instead submit the claim to ForwardHealth aslong as it 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 liahility 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, he or she 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 when services are provided to an accident victim on claims submitted to ForwardHealth. 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:09/03/2013

Covered and Noncover ed Services:Codes

Topic #6717

Administration Procedure Codes for Provider -
Administered Drugs

For provider-administered drugs administered to members enrolled in BadgerCare Plus HM Os (health maintenance
organizations), Medicaid SSI (Supplemental Security Income) HMOs, and most special MCOs (managed care organizations), the
CPT (Current Procedural Terminology) administration procedure codes below should be indicated on claims submitted for
reimbursement to BadgerCare Plus and Medicaid fee-for-service, not the member's MCO. Claims for administration procedure
codes not indicated on the table below should be submitted to the member's MCO for reimbursement. Only services that are
covered by ForwardHealth are reimbursed.

Code |Description

96372 | Therapeutic, prophylactic, or diagnostic injection (specify substance or drug); subcutaneous or intramuscul ar
96373 |intra-arterial

96374 |intravenous push, single or initial substance/drug

96375 |each additional sequential intravenous push of a new substance/drug

96376|each additional sequential intravenous push of the same substance/drug provided in a facility

96379| Unlisted therapeutic, prophylactic, or diagnostic intravenous or intra-arterial injection or infusion

Topic #1941

Contraceptive Supply Procedure Codes

Providers are required to submit claims for condoms using the paper 1500 Health Insurance Claim Form or 837P (837 Health
Care Claim: Professional) transaction using the following HCPCS (Healthcare Common Procedure Coding System) procedure
codes:

. A4267 (Contraceptive supply, condom, male, each).
. A4268 (Contraceptive supply, condom, female, each).

Topic #330

Diagnosis Codes

All diagnosis codes indicated on claims (and PA (prior authorization) requests when applicable) must be the most specific ICD-9-
CM (International Classification of Diseases, Ninth Revision, Clinical Modification) diagnosis code. Providers are responsible for
keeping current with diagnosis code changes. Etiology and manifestation codes may not be used as a primary diagnosis.

The required use of valid diagnosis codes includes the use of the most specific diagnosis code. Valid, most specific diagnosis
codes may have up to five digits. Claims submitted with three- or four-digit codes where four- and five-digit codes are available
may be denied.
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Topic #1943

National Drug Codes

BadgerCare Plus, Medicaid, SeniorCare, and WCDP (Wisconsin Chronic Disease Program) cover FDA (Food and Drug
Administration)-approved NDCs (National Drug Codes) for drugs in which the manufacturer has signed a rebate agreement.

The FDA assigns NDCs for drugs that have received FDA approval. The NDC is an 11-digit, three-segment number for a drug.
The NDC is divided into the following segments:

. Thefirst segment, afive-digit labeler code that identifies any firm that manufactures, repacks, or distributes the drug.
(Repackaged drugs are not covered.)

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

. The third segment, a two-digit code that identifies the package size.

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

Providers may use the Drug Search Tool to verify the arrangement of the segments of a specific NDC. Providers may also contact
Provider Services or refer to the Noridian Administrative Services NDC to HCPCS (Healthcare Common Procedure Coding
System) crosswalk for a crosswalk of J codes and NDCsto HCPCS and select CPT (Current Procedural Terminology)
procedure codes and the ASP (Average Sales Price) Drug Pricing Files.

New National Drug Codes

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

Obsolete National Drug Codes

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

Topic #12817

Place of Service Codes

POS (place of service) codes identify the place where adrug or service is dispensed or administered. For al compound and
noncompound drugs, federal legend drugs, OTC (over-the-counter) drugs, and diabetic supplies, ForwardHeadth accepts the
following POS code values:

. 01 — Pharmacy: A facility or location where drugs and other medically related items and services are sold, dispensed, or
otherwise provided directly to patients.

. 13— Assisted Living Facility: Congregate residential facility with self-contained living units providing assessment of each
resident's needs and on-site support 24 hours a day, 7 days a week, with the capacity to deliver or arrange for services
including some health care and other services.
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. 14— Group Home: A residence, with shared living areas, where clients receive supervision and other services such as
social and/or behavioral services, custodial service, and minimal services (e.g., medication administration).

. 32— Nursing Facility: A facility which primarily provides to residents skilled nursing care and related services for the
rehabilitation of injured, disabled, or sick persons, or, on aregular basis, health-related care services above the level of
custodial care to other than mentally retarded individuals.

. 34— Hospice: A facility, other than a patient's home, in which palliative and supportive care for terminally ill patients and
their families are provided.

. 50 — Federdly Qualified Health Center: A facility located in a medically underserved area that provides Medicare
beneficiaries preventive primary medica care under the general direction of a physician.

. 65— End- Stage Renal Disease Treatment Facility: A facility other than a hospital, which provides dialysis treatment,
maintenance, and/or training to patients or caregivers on an ambulatory or home-care basis.

. 72— Rura Health Clinic: An enrolled facility which is located in arural medically underserved area that provides
ambulatory primary medical care under the general direction of a physician.

A complete list of expanded definitions for POS codes is available on the CM S (Centers for Medicare and Medicaid Services)
Web site.

Topic #643

Unlisted Procedure Codes

According to the HCPCS (Healthcare Common Procedure Coding System) code book, if a service 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.

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

. Include only relevant documentation.

. Include all required clinical/supporting documentation.

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

Unlisted Codes That Do Not Require Prior Authorization

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

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

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

How to Submit Claims and Related Documentation

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

. On paper with supporting information/description included in Element 19 of the 1500 Health Insurance Claim Form.

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

. Electronically, either using DDE (Direct Data Entry) through the ForwardHealth Portal, PES (Provider Electronic
Solutions) transactions, or 837 Health Care Claim electronic transactions, with supporting documentation included
electronically in the Notes field. The Notes field is limited to 80 characters.

. Electronicaly with an indication 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.

. Upload claim attachments via the secure Provider area of the Portal.
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Covered Services and Requirements

Topic #2331

Age- and Gender-Restricted Drugs

The drugs in the tables below are age- or gender-restricted by BadgerCare Plus, Medicaid, and SeniorCare.

The tables include the most current information and may be updated periodicaly.

Age-Restricted Drugs

Product Allowable Ages
Certain HealthCheck "Other Services' (e.g., iron supplements, multivitamins) |Under 21 years of age
Iron Products Under 60 years of age

Age- and Gender-Restricted Drugs

Product Allowable Members Allowable Ages
Oral Contraceptives Femaes 10 to 65 years of age
Prenatal Vitamins Females 12 to 60 years of age

ForwardHealth has adopted the gender restriction coding from First DataBank. The gender restrictions are automatically updated
by First DataBank.

Topic #9939

Alpha Hydroxprogesterone (17P) Caproate Compound
| njection

The 17P (alpha hydroxyprogesterone caproate) compound injection is a covered service and is reimbursed fee-for-service for
members enrolled in the BadgerCare Plus Standard Plan, the BadgerCare Plus Benchmark Plan, and Medicaid, including
members enrolled in state-contracted HMOs (health maintenance organizations). The 17P compound must be injected by a
medical professional. Members may not self-administer the 17P injection.

Clinical Criteria
Thefollowing isclinical criteriafor coverage of the 17P compound injection:

. The member must be pregnant with a singleton pregnancy.

. The member must have had a previous pre-term delivery (i.e., a spontaneous hirth before 37 weeks gestation).

. The 17Pinjection must be initiated between week 16 to week 20 of gestation and continue through 37 weeks gestation or
delivery, whichever isfirst.

. The member must have a diagnosis of V23.41 (Pregnancy with history of preterm labor.)
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Attestation to Administer Alpha Hydroxyprogester one (17P) Capr oate
I njections

The Attestation to Administer Alpha Hydroxyprogesterone (17P) Caproate Injections (F-00286 (11/11)) must be completed
prior to giving the first injection. The completed Attestation to Administer Alpha Hydroxyprogesterone Caproate (17P)
Compound Injection must be kept in the member's medical record.

To be reimbursed for the 17P compound injection, the following must be indicated on the claim according to the completion
instructions for the 1500 Health Insurance Claim Form:

. A quantity of 250 mg.
. Procedure code J1725 (Injection, hydroxyprogesterone caproate, 1 mg).
. The NDC and description from the bulk powder used to compound the 17P injection.
The 17P compound injection is a diagnosis-restricted drug. Diagnosis code V23.41 (Pregnancy with history of pre-term labor) is

the only diagnosis code that is alowable on claims for the 17P compound injection. Claims with other diagnosis codes indicated
will be denied.

Reimbur sement

The maximum alowable rate for the 17P compound injection is $25.00 per 250 mg injection, which does not include
reimbursement for the administration of the drug.

Providers may be reimbursed for the administration of the 17P compound injection by indicating procedure code 96372
(Therapeutic, prophylactic, or diagnostic injection [specify substance or drug]; subcutaneous or intramuscular) on the claim.

The rate for administering the 17P compound injection is $3.31.

Topic #4386

Badger Rx Gold Program for Benchmark Plan, Core
Plan, and Basic Plan Members

All BadgerCare Plus Benchmark Plan, BadgerCare Plus Core Plan, and BadgerCare Plus Basic Plan members are automatically
enrolled in the BadgerRx Gold Program.

Drugs that are not covered by the Benchmark Plan, the Core Plan, or the Basic Plan may be available to members through the
BadgerRx Gold Program. The BadgerRx Gold Program is a prescription drug program administered by Navitus Health Solutions
that offers certain drugs at alower cost.

Members are responsible for the full price of drugs that are not covered by the BadgerRx Gold Program, the Benchmark Plan, the
Core Plan, or the Basic Plan.

The BadgerRx Gold Program provides members with select drugs at alower cost; however, the cost of a drug covered by the
BadgerRx Gold Program may be greater than atypical copayment amount under the Benchmark Plan, the Core Plan, or the Basic
Plan. Members will have a greater financial responsibility for drugs purchased through the BadgerRx Gold Program.

The formulary for the BadgerRx Gold Program is available through the BadgerRx Gold Web site. Additional questions may be
directed to the toll-free BadgerRx Gold hotline at (866) 809-9382.
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Claim Submission

Providers should submit claims to the BadgerRx Gold Program for drugs not covered by the Benchmark Plan, the Core Plan, or
the Basic Plan. BadgerCare Plus does not coordinate benefits with BadgerRx Gold for members enrolled in the Benchmark Plan,
the Core Plan, or the Basic Plan.

Claims submitted for noncovered drugs for members enrolled in the Benchmark Plan, the Core Plan, and the Basic Plan will be
returned to providers with an EOB (Explanation of Benefits) code and an NCPDP (National Council for Prescription Drug
Programs) reject code.

Topic #9358

Basic Plan Covered Pharmacy Services

The BadgerCare Plus Basic Plan has a closed drug formulary. The following drugs are on the Basic Plan formulary:

. Certain generic drugs.

. A limited number of OTC (over-the-counter) drugs.
. Humalog insulin.

. Humalog Mix insulin.

. Lantusinsulin.

. Tamiflu.

. Reenza

Providers may refer to the BadgerCare Plus Basic Plan Product List for alist of drugs covered by the Basic Plan.

Family planning services, including oral contraceptives, are covered for Basic Plan members enrolled in Family Planning Only
Services.

Diagnosis-Restricted Drugs

Drugs used for treatment outside approved diagnoses are considered noncovered services under the Basic Plan. Providers will
receive an EOB (Explanation of Benefits) code on claims submitted with diagnosis codes outside approved diagnoses. Claims for
diagnosis-restricted drugs for use outside approved diagnoses may be submitted to BadgerRx Gold.

Providers should not submit a PA (prior authorization) request for a diagnosis-restricted drug for use outside approved diagnoses.
PA requests for drugs with a diagnosis outside approved diagnoses will be returned to the provider with a message stating, "The
services requested are not covered under the BadgerCare Plus Basic Plan. Providers are reminded that they must adhere to the
service limitations specified by the BadgerCare Plus Basic Plan.”

For diagnosis-restricted drugs, alowable diagnoses for the Basic Plan are the same as the BadgerCare Plus Standard Plan.

Service Limitations

The Basic Plan covers a maximum of 10 pharmacy claims per member, per calendar month, regardless of provider. Any
prescription beyond the 10 claims allowed in a calendar month will be denied as noncovered services. A provider may collect
payment from a member for noncovered services. However, before the service is provided, the provider should inform the
member that the service is noncovered.

Claims submissions for diabetic supplies do not count towards the 10 pharmacy claims per member, per calendar month limit.
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Note: For drugs for which a three-month supply can be dispensed, dispensing of the drug counts towards the 10 prescription per
calendar month maximum only in the month the prescription is filled.

Members enrolled in the Basic Plan may be dispensed up to the allowed quantity of a drug. If an override of the guantity limit
service limitation is requested and the request does not meet service limitation override criteria, it will be a noncovered service.

Service limitation policies apply to the early refill DUR (Drug Utilization Review) and three-month supply initiatives.

Topic #4361

Benchmark Plan Covered Pharmacy Services

The BadgerCare Plus Benchmark Plan covers a broad list of generic drugs and alimited number of OTC (over-the-counter)
drugs. The repackaging alowance is also covered by the Benchmark Plan.

The Benchmark Plan only covers drugs listed on the BadgerCare Plus Benchmark Plan Product List.

Certain generic drugs that are non-preferred under the BadgerCare Plus Standard Plan, Medicaid, or SeniorCare may be
covered by the Benchmark Plan.

For those drugs that are covered by the Benchmark Plan, policies and procedures are the same as they are under the Standard
Plan.

Brand name drugs may be available to Benchmark Plan members through BadgerRx Gold. All Benchmark Plan members are
automatically enrolled in BadgerRx Gold.

Certain drugs are not covered by the Benchmark Plan.

Topic #1940

Compound Drugs

The BadgerCare Plus Standard Plan, Medicaid, and SeniorCare cover a compound drug only when the compound drug
prescription:

. Contains more than one ingredient (each ingredient is separately billed on a compound claim).

. Contains at least one drug that is covered by the Standard Plan, Medicaid, or SeniorCare.

. Does not contain any drug listed on the Less- Than- Effective/ldentical, Related, or Similar Drugs list, or any equivalent or
similar drug. Less-than-effective/identical, related, or similar drugs are drugs that are considered noncovered because the
drugs are determined by the CM S (Centers for Medicare and Medicaid Services) to have little therapeutic value, are not
medically necessary, or are not cost-effective.

If one ingredient of the compound drug requires PA (prior authorization), the compound drug requires PA. If one ingredient of the
compound drug has a diagnosis restriction, the compound drug has the same diagnosis restriction.

If a compound drug has one noncovered ingredient, payment for that ingredient will be denied, but the rest of the ingredients will
be covered, assuming the other conditions are met.

The Standard Plan, Medicaid, and SeniorCare do not cover a compound drug prescription if acommercia product containing the
same ingredientsis available.
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Drugs contained within a compound prescription must be used for the FDA-approved indication. For example, if the FDA-
approved use of an ingredient is for an oral analgesic, thisingredient cannot be used in any compound drug for an intended
therapeutic use other than an oral analgesic.

Compound drugs are not covered by the BadgerCare Plus Benchmark Plan, BadgerCare Plus Core Plan, or BadgerCare Plus
Basic Plan.

Preferred Drug List

Compound drugs are excluded from PDL (Preferred Drug List) requirements. Prescribers are not required to complete a
PA/PDL (Prior Authorization/Preferred Drug List) form, and pharmacy providers are not required to obtain PA for non-preferred
products that are included in a compound drug.

Claims

Providers should indicate the actual NDC (Nationa Drug Code) of al ingredients in a compound and submit claims using the
following:

. The POS (Point-of-Sale) system.

. PES (Provider Electronic Solutions) software.

. DDE (Direct Data Entry).

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

A member may obtain a compounded medication that is not covered under BadgerCare Plus, Medicaid, or SeniorCare. In these
instances, the member is responsible for payment only if the provider informs the member of the following prior to providing the
drug:

. BadgerCare Plus, Medicaid, or SeniorCare does not cover the drug.
. The member will be responsible for the cost.

Topic #12357

Contraceptives

Contraceptives are covered for females who are 10 through 65 years of age. Quantity limits, age restrictions, and gender
restrictions apply to contraceptives.

Pharmacies are required to use the 11-digit NDC (National Drug Code) on the drug package or a HCPCS (Healthcare Common
Procedure Coding System) procedure code for all drugs dispensed when submitting pharmacy claims.

Topic #7397

Core Plan Covered Pharmacy Services

The BadgerCare Plus Core Plan has a closed drug formulary. The Core Plan covers certain generic and OTC (over-the-counter)
drugs and certain brand name drugs in specific drug classes for al Core Plan members. The BadgerCare Plus Core Plan Brand
Name Drugs Quick Reference lists specific drugsin certain classes for which brand name drugs will be covered for all Core Plan
members.

Family planning services, including oral contraceptives, may be covered for Core Plan members enrolled in Family Planning Only
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Services.

For a complete list of generic and OTC drugs covered by the Core Plan, providers may access the regularly revised BadgerCare
Plus Core Plan Product List. Providers may also refer to the Drug Search Tool to search for specific drugs covered by the Core
Plan.

The repackaging allowance is covered by the Core Plan.

If amember has not been transitioned from GAMP (General Assistance Medical Program) or GA (general assistance) medical
programs, the member will not be grandfathered on drugs he or sheis currently taking. Grandfathered drugs for transitioned Core
Plan members are indicated on the BadgerCare Plus Core Plan Brand Name Drugs Quick Reference.

Diagnosis-Restricted Drugs

Drugs used for treatment outside approved diagnoses are considered noncovered services under the Core Plan. Providers will
receive an EOB (Explanation of Benefits) code on claims submitted with diagnosis codes outside approved diagnoses. Claims for
diagnosis-restricted drugs submitted for use outside approved diagnoses may be submitted to BadgerRx Gold.

Providers should not submit PA (prior authorization) requests for diagnosis-restricted drugs for use outside approved diagnoses.
PA requests for drugs with a diagnosis outside approved diagnoses will be returned to the provider. Providers are reminded that
they must adhere to the service limitations specified by the Core Plan.

For diagnosis-restricted drugs, allowable diagnoses for the Core Plan are the same as the BadgerCare Plus Standard Plan, unless
noted on the Diagnosis Restricted Drugs data table.

Topic #5737

Core Plan Covered Phar macy Services Exceptions for
Transitioned Members

Covered Drugs

Generally, covered pharmacy services and the policies and procedures for BadgerCare Plus Core Plan members transitioned
from GAMP (General Assistance Medical Program) and GA (general assistance) medical programs are the same as those for
members enrolled in the Core Plan on and after July 15, 2009, with a few exceptions indicated below.

Oral antiretroviral drugs are not covered by ForwardHealth for transitioned Core Plan members. In addition, ForwardHealth
enddated reimbursement by NDC (National Drug Code) for injectible antipsychotic drugs and hemophilia products for
transitioned members on June 30, 2009.

Grandfathering of Mental Health Drugsfor Transitioned Members

Transitioned members who are currently taking mental health drugs in the following classes are grandfathered on all drugs in these
classes as long as the member is enrolled in the Core Plan and until a generic equivalent is available:

. Atypica antipsychotic drugs.
. Alzheimer's agents.

Transitioned members will be grandfathered on the specific drugs they are currently taking in the following classes as long as the
member is enrolled in the Core Plan and until a generic equivalent is available:
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. Anticonvulsants.

. Antidepressants, other.

. Antidepressants, SSRI (selective serotonin reuptake inhibitors).
. Antiparkinson's agents.

. Stimulants and related agents.

PA (prior authorization) is not required for transitioned members for a grandfathered drug or class, except when a generic
equivalent drug becomes available for a brand name drug. Other policies (e.g., diagnosis restrictions) for these drugs and drug
classes may apply. For classes grandfathered by drug, if a member must be switched to different drugs in these classes, generic
drugs are covered. Other non-preferred brand name drugs are not covered by the Core Plan, but may be covered by BadgerRx
Gold. PA isnot available for other drugs (i.e., a drug the member is not taking) in the previously listed classes.

Brand Medically Necessary Prior Authorization for Mental Health Drugs
for Grandfathered Transitioned Members

Transitioned members taking brand name drugs in any mental health drug class will not be grandfathered on the drug or in the
classif the drug was considered a brand medically necessary drug before July 1, 2009. For example, members taking Prozac®

for DOS (dates of service) before July 1, 2009, will not be grandfathered on Prozac® and instead must be dispensed fluoxetine or
another generic antidepressant for DOS on and after July 1, 2009.

Brand medically necessary PA requests may be submitted only for the mental health drug or class for which the transitioned
member has been grandfathered. If a brand name mental health drug is available in a generic equivalent, the transitioned member
should receive the generic equivalent unless it is medically necessary for the member to receive the brand name drug. Brand
medically necessary PA requests may be submitted only for the mental health drug or class for which the member is
grandfathered.

If amember is currently grandfathered on a brand name drug and a generic equivalent is released, grandfathering of the brand
name drug for the member will be discontinued when the brand name drug is added to the State Maximum Allowed Cost List
pharmacy data table.

For example, in the antidepressants, SSRI drug class, if a member is currently grandfathered on Lexapro® and a generic
equivalent is released, the prescriber should switch the member to the generic equivaent or to another generic drug in the
antidepressant drug classes. If the generic equivalent does not work for the member and the brand name drug is medically
necessary, the prescriber must submit a PA/BMNA (Prior Authorization/Brand Medically Necessary Attachment, F-11083
(07/12)) to the pharmacy where the prescription will be filled. The pharmacy provider is required to submit the PA/BMNA, along
with a completed PA/RF (Prior Authorization Request Form, F-11018 (05/13)) to ForwardHealth. The PA will be adjudicated
using current BadgerCare Plus Standard Plan brand medically necessary policy.

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. DHS
101.03(35) and 107, Wis. Admin. Code, contain more information about covered services.

Topic #1939

Drugswith a Three-Month Supply Maximum
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For three-month supply drugs, the following apply:
. Certain drugs are required to be dispensed in a three-month supply.
. Additional drugs may be dispensed in a three-month supply.
. All other drugs shall be dispensed in the full amount prescribed, up to a 34-day supply.

Dispensing a three-month supply of drugs streamlines the prescription filling process for pharmacy providers, encourages the use
of generic, maintenance drugs when medically appropriate for a member, and results in savings to ForwardHealth programs.

Drugs Required to Be Dispensed in a Three-M onth Supply
ForwardHealth has identified alist of drugs for which pharmacy providers will be required to dispense a three-month supply.

Claims for drugs required to be dispensed in a three-month supply will be denied with an EOB (Explanation of Benefits) text and
an NCPDP (National Council for Prescription Drug Programs) reject code.

Pharmacy providers will be required to call the DAPO (Drug Authorization and Policy Override) Center to request a policy
override to dispense less than a three-month supply. ForwardHealth may authorize dispensing of |ess than a three-month supply
for up to one year. Pharmacy providers may request an override to dispense less than a three-month supply for members enrolled
in the BadgerCare Plus Standard Plan, the BadgerCare Plus Benchmark Plan, the BadgerCare Plus Core Plan, the BadgerCare
Plus Basic Plan, Medicaid, and SeniorCare.

Examples of when arequest for a policy override to dispense less than a three-month supply may be approved include, but are
not limited to, the following:

. The member's primary insurance does not allow a three-month supply.
. The prescriber or pharmacist is concerned about dispensing a three-month supply to a member.

Pharmacy providers may dispense up to a 96-hour supply of a drug to a member when the DAPO Center is closed and a policy
override to dispense less than a three-month supply must be obtained. If the DAPO Center grants a policy override for less than a
three-month supply, the policy override will be retroactive and the pharmacy provider may submit a claim for the drug. If the claim
for a96-hour supply is submitted on paper, the pharmacy provider will be required to complete and submit a Pharmacy Special
Handling Request (F-13074 (07/12)). Providers should check Element 4 (Policy Review Request) and provide this statement in
the space provided: 96-hour policy override for a three-month supply.

If the DAPO Center denies the policy override, ForwardHealth will reimburse the provider for the 96-hour supply. A claim must
be submitted on paper with the Pharmacy Special Handling Request. Providers should check Element 4 (Policy Review Request)
and provide an explanation of the review needed (e.g., 96-hour policy override for early refill) in the space provided.

The 14-day emergency medication dispensing policy does not apply to the three-month supply initiative.

Drugs That May Be Dispensed in a Three-M onth Supply

For drugs that may be dispensed in a three-month supply, but are not required to be, pharmacy providers should work with the
member and the prescriber to determine whether or not it is clinically appropriate to dispense a three-month supply. Claims for
these drugs will be denied with the "NS" prospective DUR (Drug Utilization Review) aert and providers will be required to
respond to the alert and resubmit the claim in the POS (Point-of-Sal€) system to obtain reimbursement from ForwardHealth.
Providers will receive EOB text on claims for these drugs.

Pharmacy providers will receive the "NS" prospective DUR alert on claims with less than a three-month supply indicated for drugs
that may be dispensed in a three-month supply. Pharmacy providers are encouraged to work with the member and prescriber to
determine whether or not the prescription should be dispensed in a three-month supply. If the prescription is updated, pharmacy
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providers do not need to override the DUR alert. If the prescription is not dispensed in a three-month supply, pharmacy providers
will need to override the DUR alert.

Unbreakable Pre-Packaged Items

If aclaim is submitted for an unbreakable prepackaged item with directions for use that are greater than the allowable maximum of
a 34-day supply and the drug is not listed on the Three Month Supply of Drugs data table, use the smallest available package size
and indicate a 34-day supply.

Prescriber Responsibilitiesfor Three-Month Supply Drugs

For drugs that are required to be dispensed in a three-month supply, prescribers must indicate a three-month supply (e.g., a
quantity of 90 or 100) on the prescription to alow the pharmacy provider to dispense maintenance drugs in quantities up to a
three-month supply. For example, if the prescription is written for "Hydrochlorothiazide 25 mg, take one tablet daily," the
prescriber is required to indicate a quantity of 90 or 100 tablets on the prescription so the pharmacy provider can dispense a three
month supply. In certain instances, brand name drugs (e.g., oral contraceptives) may be dispensed in a three-month supply.

For drugs required to be dispensed in a three-month supply, once a member has been stabilized on a drug as evidenced by use of
the same drug strength and dosage form for 90 days of the past 120 days, refills of the same drug strength and dosage form must
be dispensed in a three-month supply. If the member previously has been dispensed a three-month supply of a drug of the same
strength and dosage form, a three-month supply must be dispensed.

If amember has not previously been dispensed a three-month supply of a drug of the same strength and dosage form, but has
been stabilized on that drug, the prescriber must write a prescription so the pharmacy provider can dispense a three-month supply
of the drug.

Phar macy Responsibilitiesfor Three-Month Supply Drugs

According to DHS 107.10(3)(€), Wis. Admin. Code, providers are required to dispense al legend drugsin the full quantity
prescribed, not to exceed a 34-day supply, except for drugs that may be dispensed in a three-month supply and those required to
be dispensed in a three-month supply.

When appropriate, pharmacy providers are required to contact prescribers to request a new prescription for a three-month
supply if a prescription has been written as a one-month supply with multiple or as needed (i.e., PRN) refills.

If aprescription for adrug that is required to be dispensed in a three-month supply was not ordered with a three-month supply,
pharmacy providers should determine if the member has been stabilized on the drug. If the member has not been stabilized on the
drug, a quantity not to exceed a 34-day supply should be dispensed. If the member has been stabilized on the drug, the pharmacy
provider must work with the prescriber to obtain a prescription for a three-month supply or obtain a policy override to dispense
less than a three-month supply.

Prescription Quantity

A prescriber must indicate the appropriate quantity on the prescription to allow the pharmacy provider to dispense the
maintenance drug in quantities up to a three-month supply. For example, if the prescription is written for "Phenytoin 100mg, take
one capsule three times daily," the pharmacy provider may dispense up to 300 capsules as long as the prescriber hasindicated a
three-month supply quantity on the prescription.

Pharmacy providers are not required to contact prescribers to request a new prescription for a three-month supply if a
prescription has been written as a one-month supply with multiple or as needed (i.e., PRN) refills.

ForwardHea th will not audit or recoup three-month supply claims if a pharmacy provider chanaes a prescription written as a one-
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month supply with refills as long as the total quantity dispensed per prescription does not exceed the total quantity authorized by
the prescriber.

Member Benefits

A three-month supply of a drug may benefit a member in the following ways:

. Aiding compliance in taking prescribed generic, maintenance medications.

. Reducing the cost of member copayments.

. Requiring fewer trips to the pharmacy.

. Allowing the member to obtain a larger quantity of generic, maintenance drugs for chronic conditions (e.g., hypertension).

Three-Month Supply Intervention-Based Service

Intervention-based services are voluntary face-to-face member assessments and interventions performed by a pharmacist. Three-
month supply intervention is one type of intervention-based service. Dispensing a three-month supply of drugs streamlines the
prescription filling process for pharmacy providers and members, encourages the use of generic maintenance drugs when
medically appropriate for amember, and results in savings to ForwardHealth programs. If the pharmacy contacts the prescriber to
amend the prescription, pharmacies are eligible to receive the reimbursement for this service. If the prescription is already
prescribed for a three-month supply, pharmacies will not be eligible to receive the reimbursement.

Service Limitations

If an override of a service limitation, such as a three-month supply policy override, is requested and the request does not meet
service limitation override criteria, the policy override will be denied and the service will be a noncovered service.

In addition, if one of the following circumstances is met, a three-month supply of a drug is a noncovered service:

. If the member does not accept a three-month supply or the member perceives a safety concern with a drug and does not
accept athree-month supply. (Note: If a member's primary insurance does not alow a three-month supply to be
dispensed, a drug dispensed in less than a three-month supply is a covered service.)

. If the prescriber is not enrolled in Wisconsin Medicaid and is unwilling to approve a three-month supply or does not
provide avalid reason for a three-month supply to be dispensed.

. If the prescriber is enrolled in Wisconsin Medicaid, but the prescriber does not approve a three-month supply or does not
provide avalid reason for a three-month supply to be dispensed. (Note: Pharmacy providers should contact the DAPO
Center for additional instructionsin this instance.)

Pharmacy providers enrolled in the Standard Plan, Medicaid, and SeniorCare may collect payment from membersin the
previously listed circumstances. For members enrolled in the Benchmark Plan, the Core Plan, and the Basic Plan, the pharmacy
provider may submit claims to BadgerRx Gold.

With the exception of previously described policies, pharmacies cannot collect payment from members for a three-month supply
of adrug if the pharmacy provider does not follow the policies described above.

Members do not have apped rights for noncovered drugs or service.
Drugsfor Nursing Facility Members
If amember isin anursing facility, providers should indicate the appropriate place of service code on the claim. This will exempt

the member from the three-month supply of drugs policy. When serving a member in a nursing facility, pharmacy providers are not
required to contact the DAPO Center to obtain an override to dispense less than a three-month supply of drugs.
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Topic #85

Emergencies

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

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

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

Topic #1399

Emergency Medication Dispensing

BadgerCare Plus, Wisconsin Medicaid, and SeniorCare strongly encourage pharmacy providers to dispense a 14-day emergency
supply of a medication when a member receives a prescription for a covered drug with a PA (prior authorization) restriction when
the prescriber cannot be reached to discuss preferred drug options, therapeutic alternatives, or to complete the necessary PA
form and the pharmacist determines that the member should begin taking the medication immediately.

Medications dispensed in emergency situations do not require PA. Coverage of adrug with a PA restriction will continue to
require PA. The emergency medication dispensing policy does not guarantee approval of a PA. Members must meet all PA
criteriafor PA requests to be approved.

This emergency medication dispensing policy applies to members enrolled in the BadgerCare Plus Standard Plan, the BadgerCare
Plus Core Plan, Wisconsin Medicaid, and SeniorCare.

ForwardHealth does not allow emergency medication dispensing to override an overuse precaution ("ER") DUR (Drug Utilization
Review) aert. Emergency medication dispensing is intended to ensure members receive medically necessary medications while a
PA reguest is being adjudicated.

Emergency medication dispensing is not covered for BadgerCare Plus Benchmark Plan or BadgerCare Plus Basic Plan members.

Policy for Expedited Emergency Supply of Drugs

ForwardHealth has developed an expedited emergency supply process where providers may submit requests for an expedited
emergency supply for certain drugs using the STAT-PA (Specialized Transmission Approva Technology-Prior Authorization)

system and then submit a claim for the expedited emergency supply electronicaly. This eliminates the need to submit claims for
expedited emergency supply drugs on paper.

Members will be limited to receiving two expedited emergency supply requests of the same drug in 30 days from one pharmacy
provider within a six-month time period. A maximum of six expedited emergency supply requests per member regardless of drug
or provider may be dispensed in a six-month time period.

Expedited emergency supply reguests will generally be granted for up to a 14-day supply; however, for certain drugs, expedited
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emergency supply requests may be granted for up to a 34-day supply.

For diagnosis-restricted drugs, an appropriate diagnosis code must be indicated on expedited emergency supply requests and
claims. Expedited emergency supply requests submitted without an appropriate diagnosis code will be considered noncovered
services.

An approved expedited emergency supply request does not guarantee that a subsequent PA request will be approved. Members
must meet all the criteriafor a PA request to be approved.

When contacting the prescriber after submitting an expedited emergency supply request, pharmacy providers should discuss the
following before submitting a PA request:

. For PDL (Preferred Drug List) drug classes, the pharmacy provider should assist the prescriber in reviewing preferred
drugs.

. For brand medically necessary drugs, the pharmacy provider should review therapeutic alternatives with the prescriber.

. For drugs that require clinical PA, the pharmacy provider should review clinical criteria with the prescriber to ensure the
member meets the clinical criteria

The expedited emergency supply request overrides PA policies, including the PDL and brand medically necessary policies.
However, other palicies, such as the member enrollment, diagnosis restriction, quantity limit, and noncovered services policies
continue to apply.

Drugs That Can Be Dispensed in up to a 14-Day Supply
For drugs that require PA that can be dispensed in up to a 14-day expedited emergency supply, a PA is not required to be in

process when the first expedited emergency supply request is submitted; however, before a second expedited emergency supply
request for the same drug is submitted, a PA request must be submitted to ForwardHealth and be in process of being adjudicated.

If a second expedited emergency supply is necessary for a member, the request must be submitted by the pharmacy that
dispensed the first expedited emergency supply. Second expedited emergency supply requests must be for the same drug and
strength. Second expedited emergency supply requests will be granted if a PA isin process for the same drug and strength and the
PA is submitted by the pharmacy that dispensed the first expedited emergency supply.

Once a PA has been adjudicated, the second expedited emergency supply reguest will not be granted.

Requests for a second expedited emergency supply must be submitted either on day 15 or day 16 after the initial request was
submitted. Second expedited emergency supply requests will not be granted if they are submitted on day 14 and earlier or day 17
and after. For example, if an initial expedited emergency supply request was submitted on March 18, 2011, and a 14-day supply
of the drug was dispensed, and a second expedited emergency supply is necessary for the member because the PA request had
not yet been adjudicated, the second request must be submitted either on April 1, 2011, or April 2, 2011.

Drugs That Can Be Dispensed in up to a 34-day Supply

For drugs that cannot be dispensed in up to a 14-day expedited emergency supply, pharmacy providers may dispense the
quantity indicated on the prescription, up to a 34-day supply, after an expedited emergency supply has been granted; however,
only one expedited emergency supply every six months will be allowed for those drugs. Other palicies, such as prospective DUR
(Drug Utilization Review), the quantity limit, and the early refill policies continue to apply.

Submitting Requests for an Expedited Emergency Supply

Pharmacy providers are required to complete and sign the Expedited Emergency Supply Request (F-00401 (10/11)) before a
request for an expedited emergency supply is submitted.
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Expedited emergency supply requests may only be submitted using the STAT-PA system. Expedited emergency supply requests
cannot be submitted for future or past DOS (dates of service).

The STAT-PA system will notify pharmacy providers if an expedited emergency supply request has been granted. After an
expedited emergency supply request has been granted, the pharmacy provider may submit a claim for the drug.

Expedited emergency supply requests cannot be amended.

Claims Submitted for Emergency Medication Dispensing

Pharmacy providers may submit claims for emergency medication supplies of drugs that are not included in the expedited
emergency supply process on the Noncompound Drug Claim (F-13072 (07/12)) form with a Pharmacy Special Handling
Request (F-13074 (07/12)) form if the prescriber cannot be reached and the pharmacist determines that the member should begin
taking a medication immediately.

Providers are required to indicate specific details about why the emergency medication supply is being requested on the Pharmacy
Special Handling Request. Providers are encouraged to submit supporting documentation with the request if necessary. Paper
claims for emergency medication supplies submitted without detailed information supporting the request will be denied.

Providers should mail completed Noncompound Drug Claim and Pharmacy Special Handling Request forms as indicated on the
Pharmacy Special Handling Request. Providers may also submit claims using the ForwardHealth Portal.

Claims for an emergency medication supply cannot be submitted for members who have been previously granted two expedited
emergency supply requests for the same drug within a six-month time period.

The emergency medication supply policy overrides PA policies, including the PDL and brand medically necessary policies.
However, other policies, such as the member enrollment, diagnosis restriction, quantity limit, and noncovered services policies
continue to apply.

A paid emergency medication supply claim does not guarantee that a PA request will be approved for the drug. Members must
meet al criteriafor a PA request to be approved.

Completing Claim Forms Correctly

Providers are required to correctly complete the Pharmacy Special Handling Request form and the Noncompound Drug Claim
form to receive the appropriate reimbursement for an emergency medication dispensing. Completed and detailed information must
be indicated on the forms. ForwardHealth is committed to reimbursing providers for emergency medications as long as claims are
properly completed and submitted with a Pharmacy Specia Handling Request form.

Badger Care Plus Core Plan Members
The following are the only drugs for which emergency medication dispensing is allowed for al Core Plan members:

. Cytokine and CAM (cell adhesion molecule) antagonist drugs.
. Provigil®.
. Suboxone® film.
Up to a 14-day supply or up to a 34-day supply of a Core Plan-covered medication must be submitted on paper using the

Noncompound Drug Claim form and the Pharmacy Special Handling Request form. The expedited emergency supply policy does
not apply for Core Plan members.

Badaer Care Plus Benchmark Plan Members
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When medically necessary, pharmacy providers are encouraged to dispense a 14-day emergency supply for a covered
antipsychotic drug when a child 6 years of age or younger enrolled in the Benchmark Plan receives a prescription for a covered
antipsychotic drug without an approved Prior Authorization Drug Attachment for Antipsychotic Drugs for Children 6 Y ears of
Age and Younger and the pharmacist determines that the member should begin taking the medication immediately.

Pharmacy providers may submit claims for emergency medication supplies for covered antipsychotic drugs for children 6 years of
age and younger on the Noncompound Drug Claim form, with a Pharmacy Special Handling Request form.

Emergency medication supply requests for drugs other than covered antipsychotic drugs for children 6 years of age and younger
are not available for Benchmark Plan members.

A paid emergency medication supply claim does not guarantee that a PA request will be approved for the drug. Members must
meet al criteriafor a PA request to be approved.

Badger Care Plus Basic Plan Members

There are no drugs covered by the Basic Plan that require PA; therefore, there is no emergency medication dispensing coverage
for members enrolled in the Basic Plan.

Topic #1936

Home Infusion Services

Home IV (intravenous) injections and TPN (total parenteral nutrition) solution, including lipids, are covered and reimbursed as
compounds. Supplies and equipment, such as infusion pumps associated with the 1V, may be separately reimbursable. The DME
(Durable Medical Equipment) and DMS (Disposable Medical Supplies) Indices contain limitations and PA (prior authorization)
requirements for supplies and equipment.

Topic #1935

Hospice

As defined in DHS 101.03(75m), Wis. Admin. Code, a hospiceis alicensed public agency, a private organization, or a
subdivision of either that primarily provides palliative care to persons experiencing the last stages of terminal illness. Hospice also
provides supportive care for the family and other individuals caring for the terminaly ill persons.

Members receiving hospice services usually receive care from one hospice and one physician. Members' prescriptions may be
filled at any Medicaid-enrolled pharmacy.

Hospices are required to pay for medications directly related to the terminal illness, such as narcotics for pain management.
Pharmacies should submit claims for these medications directly to the hospice. Pharmacies should submit claims to ForwardHealth
for medications not directly related to the terminal illness (e.g., blood pressure medications).

Topic #12457

| nfluenza Vaccines

Pharmacy providers may administer influenza vaccines to BadgerCare Plus and Medicaid members age 6 years and ol der.
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I nfluenza VVaccines Provided to Children

Pharmacy providers may obtain influenza vaccines at no cost to provide to members between 6 years and 18 years of age through
the federal VFC (Vaccines for Children) Program.

Pharmacy providers can obtain the influenza vaccine at no cost through the VFC Program; therefore, ForwardHealth reimburses
only the administration fee for influenzaimmunizations provided to BadgerCare Plus and Medicaid members between 6 years and
18 years of age.

In order to receive vaccines at no cost, providers are required to enroll in the VFC Program. For enrollment information, refer to
the Wisconsin Immunization Program Web site.

Note: To receive vaccines through the VFC Program for the annual influenza season, providers are required to be enrolled in the
VFC Program and place orders no later than February of that year.

I nfluenza Vaccines Provided to Adults

For influenza vaccines administered to BadgerCare Plus and Medicaid members 19 years of age or older, pharmacy providers
should use vaccines from their private stock. When providing influenza vaccine to members 19 years of age or older,
ForwardHealth reimburses pharmacy providers for both the vaccine and the administration of the vaccine.

Tracking Influenza |mmunizationsin the Wisconsin |mmunization Registry

Pharmacy providers are strongly encouraged to enter administered influenzaimmunizations for all clients into the WIR (Wisconsin
Immuni zation Registry). For more information about the WIR, refer to the Wisconsin Immunization Program WIR Web site.

Claim Submission

Wisconsin Medicaid and BadgerCare Plus fee-for-service will reimburse pharmacy providers for influenza immunization services
for both children and adult members, even if the member is enrolled in a state-contracted managed care organization. This
exception applies to pharmacy providers only.

Pharmacy providers may submit claims for influenza immunization services for both children and adult members via the following:
. The 1500 Health Insurance Claim Form.
. The 837P (837 Hedlth Care Claim: Professiona) electronic transaction.
. DDE (Direct Data Entry) on the ForwardHealth Portal.
. PES (Provider Electronic Solutions) claims submission software.

Pharmacy providers may not submit claims for influenza immunization services using the POS (Point-of- Sale) system.

Allowable Procedur e Codes

Pharmacy providers are required to indicate the CPT (Current Procedural Terminology) procedure code of the actual vaccine
administered, not the administration code, on claims for all influenzaimmunization services. Pharmacy providers should not
separately bill the administration code.

For the most current list of allowable procedure codes for influenza immunization services, refer to the service-specific interactive
maximum allowable fee schedules.

Pharmacy providers may not submit claims for influenza immunization services using NDCs (National Drug Codes).
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Topic #7357

| njectible Antipsychotic Drugs and Hemophilia Products
for Core Plan Members

Provider-administered injectible antipsychotic drugs and hemophilia products are covered by the BadgerCare Plus Core Plan for
al members. Claims for injectible antipsychotic drugs and hemophilia products may be submitted on the 837P (837 Health Care
Claim: Professional) transaction or on the 1500 Health Insurance Claim Form with a HCPCS (Healthcare Common Procedure
Coding System) procedure code and an NDC (National Drug Code). An NDC is required on claims to comply with the
requirements of the DRA (Deficit Reduction Act of 2005).

Pharmacy providers cannot submit claims for injectible antipsychotic drugs for Core Plan members with only an NDC indicated.
Pharmacy providers may submit claims for injectible antipsychotic drugs and hemaophilia products with a HCPCS procedure
code.

Providers, with the exception of pharmacy providers, should indicate on claims an appropriate administration procedure code to
receive reimbursement for administration of injectible antipsychotic drugs and hemophilia products.

Pharmacy providers should indicate an allowable procedure code, an NDC, and modifier "U1" on claims for injectible
antipsychotic drugs and hemophilia products to receive reimbursement for the dispensing fee.

Procedure Codesfor Injectible Antipsychotic Drugs and Hemophilia
Products

The following HCPCS procedure codes are allowable on claims for Core Plan members for injectible antipsychotic drugs and
hemophilia products.

Mental Health Drug Procedure Codes

Code |Description

JO400 |Injection, aripiprazole, intramuscular, 0.25 mg

J1630 |Injection, haloperidol, up to 5 mg

J1631 |Injection, haloperidol decanoate, per 50 mg

J2680 |Injection, fluphenazine deconoate, [Prolixin Deconoate], up to 25mg
J2794 |Injection, risperidone, long acting, 0.5 Mg

J3486 |Injection, ziprasidone mesylate, 10 mg

*

J3490 |Unclassified drugs

* Pharmacy providers may indicate procedure code J3490 only on claims for intramuscular olanzapine.

Hemophilia Drug Procedure Codes

Code Description

J7186 |Injection, antihemaophilic factor VI11/von Willebrand factor complex (human), per factor VIII 1U
J7187 |Injection, von willebrand factor complex (Humate-p), per IlU VWF.RCO

J7189 |Factor VIIA (antihemophilic factor, recombinant), per 1 microgram

J7190 |Factor VIII (antihemophilic factor, human), per U
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J7192 |Factor VIII (antihemophilic factor, recombinant), per 1U

J7193 |Factor IX (antihemophilic factor, purified, non-recombinant) per U

J7194 |Factor IX, complex, per 1U

J7195 |Factor 1X (antihemophilic factor, recombinant) per [U

J7197 |Antithrombin 111 (human), per U

J7198 |Anti-inhibitor, per IU

Q2023 Injection, factor VIII (antihemophilic factor, recombinant) (xyntha), per U

Topic #1934

L egend Drugs
Most legend drugs and many OTC (over-the-counter) drugs are covered.

As defined under DHS 101.03(94), Wis. Admin. Code, alegend drug is any drug that requires a prescription under federal code
21 USC 353(b). Legend drugs are covered when:

. Thedrug is approved by the FDA (Food and Drug Administration) and is not on the Wisconsin Medicaid Negative
Formulary List.

. The manufacturer has signed a federal rebate agreement for the drug.

. The manufacturer has reported the drug information to First DataBank.

Some covered drugs may require PA (prior authorization); others require an appropriate diagnosis code or have other restrictions
for reimbursement.

Topic #1933

Mail Delivery Services

Current Wisconsin law permits Wisconsin Medicaid-enrolled pharmacies to deliver prescriptions to members via the mail.
Wisconsin Medicaid-enrolled retail pharmacies may dispense and mail any prescription or OTC (over-the-counter) medication to
amember at no additional cost to the member or to ForwardHealth.

When filling prescriptions for members, providers are encouraged to use the mail delivery option if requested by the member,
particularly for prescriptions filled for a three-month supply.

Topic #12577

Makena | njections

Makenainjections are covered for BadgerCare Plus Standard Plan, BadgerCare Plus Benchmark Plan, and Medicaid members,
and are reimbursed fee-for-service for all members, including members enrolled in a state contracted HMO (health maintenance
organization).

Makenais a provider-administered drug and must be injected by a medical professional. Members may not self-administer
Makenainjections.
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Attestation to Administer Makena I njections
Makena injections may be covered if al of the following occur:

. Prescribers complete the Attestation to Administer Makena Injections (F-00508 (11/11)) before beginning treatment. If a
member has begun treatment with Makena before November 15, 2011, the prescriber should complete the Attestation to
Administer Makena Injections before the first Makena injection after November 15, 2011. Prescribers will only be
reimbursed for Makena injections administered on and after November 15, 2011.

. Prescribers complete a PA/RF (Prior Authorization Reguest Form, F-11018 (05/13)) and indicate process type 117.

. Prescribers submit the Attestation to Administer Makena Injections with the PA/RF to ForwardHealth by fax at (608)
221-8616 or by mail to the following address:

ForwardHealth
Prior Authorization
Ste 88

313 Blettner Blvd
Madison WI 53784

. Prescribers receive an approved decision notice from ForwardHeal th.

The Attestation to Administer Makena Injectionsis valid for up to a 21 week course of therapy.

Clinical Criteria
The following are clinical criteriafor coverage of Makena injections. All the following criteria must be met:

. The member has experienced difficulty with prior use of 17P compound injection or the member has a medical reason that
prevents the use of 17P compound injection.

. The member must be pregnant with a singleton pregnancy.

. The member must have had a previous pre-term delivery (i.e., spontaneous birth before 37 weeks gestation).

. The Makenainjection treatment must be initiated between week 16 to week 20 of gestation and continue through 37
weeks gestation or delivery, whichever isfirst.

. The member must have a diagnosis of VV23.41 (Pregnancy with history of preterm labor).

Claim Submission

Procedure code J1725 (Injection, hydroxyprogesterone caproate, 1mg), modifier U1, and the NDC (Nationa Drug Code) for
Makena injection must be indicated on professiona claims for Makena injections. The addition of the U1 modifier identifies the
brand Makenainjection and will ensure the provider receives a brand reimbursement rate.

One dose of Makena equals 250 mg. Therefore, providers should enter "250" as the quantity. Providers are required to indicate
the appropriate unit(s) on each claim submission. Claims for Makena injection may only be submitted if the drug has been
administered.

Makena injection is a diagnosis-restricted drug. Diagnosis code VV23.41 is the only allowable diagnosis. Claims submitted with
other diagnosis other than the allowable diagnosis indicated will be denied.

Reimbursement

The maximum alowable reimbursement rate for Makena injection is $687.50 per 250 mg injection.
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Providers may be reimbursed for the administration of Makena injection by indicating procedure code 96372 on the claim.
The rate for administering Makena injection is $3.31.

Topic #1938

Manufacturer Rebate Agreements

In accordance with the OBRA (Omnibus Reconciliation Act) of 1990, also known as the Medicaid Drug Rebate Program, drug
manufacturers who choose to participate in BadgerCare Plus, Medicaid, and SeniorCare are required to sign a rebate agreement
with the federal government.

BadgerCare Plus, Medicaid, and SeniorCare cover only the legend drugs of manufacturers who have signed rebate agreements.
Non-participating manufacturers may sign rebate agreements that are effective the following quarter.

Claims for provider-administered drugs that do not have a signed manufacturer rebate agreement on file will be denied.

Manufacturer rebates are based on claims data showing the quantity of each NDC (National Drug Code) dispensed to members.
Manufacturers may dispute the payment of drug rebatesif they believe the utilization data reported to them is inaccurate. To
resolve disputes, ForwardHealth verifies utilization data by having individual providers check the accuracy of claims information
they submit.

Drugs by Manufacturers That Did Not Sign Rebate Agreementsfor
Members Enrolled in Badger Care Plus Standard Plan, Medicaid, or
SeniorCare (Levels 1 and 2a)

BadgerCare Plus, Medicaid, and SeniorCare levels 1 and 2a may cover certain FDA- (Food and Drug Administration)approved
legend drugs through the PA (prior authorization) process even though the drug manufacturers did not sign rebate agreements.

To submit a PA request for a drug without a signed rebate agreement, the prescriber should complete and submit the PA/DGA
(Prior Authorization/Drug Attachment, F-11049 (07/12)) to the pharmacy where the drug will be dispensed. Pharmacy providers
should complete the PA/RF (Prior Authorization Request Form, F-11018 (05/13)) and submit both forms and any supporting
documentation to ForwardHealth. PA requests can be submitted by paper, fax, or on the ForwardHealth Portal .

Included with the PA, the prescriber must submit documentation of medical necessity and cost effectiveness that the non-rebated
drug isthe only available and medically appropriate product for treating the member. The documentation must include:

. A copy of the medical record or documentation of the medical history detailing the member's medical condition and
previous treatment results.

. Documentation by the prescriber that shows why other drug products have been ruled out as ineffective or unsafe for the
member's medical condition.

. Documentation by the prescriber that shows why the non-rebated drug is the most appropriate and cost effective drug to
treat the member's medical condition.

If aPA request for a drug without a signed manufacturer rebate is approved, claims for drugs without a signed rebate agreement
must be submitted on paper. Providers should complete and submit the Noncompound Drug Claim (F-13072 (07/12)) indicating
the actual NDC of the drug with the Pharmacy Special Handling Request (F-13074 (07/12)) form.

If aPA request for a drug without a signed manufacturer rebate is denied, the service is considered noncovered.

Druas by M anufacturers Without a Rebate Aareement for Members
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Enrolled in SeniorCare (Levels 2b and 3)

Existing federal Medicaid rebate agreements with drug manufacturers do not cover drugs for SeniorCare members with incomes
greater than 200 percent of the FPL (Federal Poverty Level) (levels 2b and 3). For these members, s. 49.688(6), Wis. Stats.,
requires SeniorCare to cover drugs from only those manufacturers who have signed a separate SeniorCare rebate agreement with
the DHS (Department of Health Services). As aresult, drugs supplied by manufacturers who have declined to enter into a
separate SeniorCare rebate agreement will not be covered for members with incomes greater than 200 percent of the FPL.
SeniorCare membersin levels 1 or 2a (incomes less than 200 percent of the FPL) are not affected by this.

If aprescription for a drug manufactured by a manufacturer for amember in SeniorCare levels 2b and 3 is changed to a
therapeutically equivalent covered drug, pharmacy providers may submit aclaim for a PC dispensing fee.

Availability of Covered Drugs

When a drug manufacturer's products are not covered for a member because the manufacturer has not signed a separate
SeniorCare rebate agreement, providers who submit claims for a noncovered drug will be denied.

If acovered manufacturer for a drug exists and the member's pharmacy does not carry the drug, providers may choose to either
stock the drug or refer the member to another pharmacy that stocks the drug. A pharmacy should not tell a member that the drug
isnot covered if it is available through another manufacturer.

Availability of Non-Reimbursable Drugs

A member in level 2b or 3 may make the decision to purchase a drug even though the drug is not reimbursable by SeniorCare. If
the member chooses to do this, the pharmacy may collect payment from the member for the entire cost of the drug.

Providers and members should understand the following under these circumstances:

. The entire cost of the noncovered drug becomes the member's responsibility.
. If the member isin the spenddown or deductible period, any amount paid for noncovered drugs will not be applied toward
the spenddown or deductible.

Badger Care Plus Benchmark Plan, Badger Care Plus Core Plan, and
Badger Care PlusBasic Plan

PA isnot available for drugs that are not included on the BadgerCare Plus Benchmark Plan Product List, BadgerCare Plus Core
Plan Product List, BadgerCare Plus Core Plan Brand Name Drugs Quick Reference, or the BadgerCare Plus Basic Plan Product
List. PA requests submitted for noncovered drugs will be returned to the provider unprocessed and the service will be
noncovered. Members do not have appeal rights regarding returned PA requests for noncovered drugs.

Topic #84

Medical Necessity

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

Topic #36
Membear Payment for Covered Services
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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 originally 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 #5677

Not Otherwise Classified Procedure Codes

Providers who indicate procedure codes such as J3490 (Unclassified drugs), J3590 (Unclassified biologics), or J9999 (Not
otherwise classified, antineoplastic drugs) on claims for NOC (not otherwise classified) drugs must also indicate the following on
the claim:

. The NDC (National Drug Code) of the drug dispensed.
. The name of the drug.

. The quantity billed.

. Theunit of issue (i.e., F2, gr, me, ml, un).

If thisinformation is not included on the claim or if there is a more specific HCPCS (Healthcare Common Procedure Coding
System) procedure code for the drug, the claim will be denied. Compound drugs that do not include a drug approved by the FDA
(Food and Drug Administration) will be denied.

Providers are required to comply with the requirements of the federal DRA (Deficit Reduction Act) of 2005 and submit NDCs
with HCPCS and CPT (Current Procedural Terminology) procedure codes for provider-administered drugs. Section 1927(a)(7)
(B) of the Social Security Act requires NDCs to be indicated on al claims submitted to ForwardHealth, including Medicare
crossover claims.

Topic #11097

Opioid Monthly Prescription Fill Limit

Opioid drugs are limited to five prescription fills per calendar month for BadgerCare Plus Standard Plan, BadgerCare Plus
Benchmark Plan, BadgerCare Plus Core Plan, BadgerCare Plus Basic Plan, Wisconsin Medicaid, and SeniorCare members.

These limits do not affect members who are in a nursing home or hospice care.
The following drugs are exempt from the opioid monthly prescription fill limit:

. Suboxone film and tablet.

. Buprenorphine tablet.

. Methadone solution.
. Opioid antitussive liquid.
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Prescriber Responsibilities

If a Standard Plan, Medicaid, and SeniorCare member requires more than five opioid prescription fillsin a month, the prescriber
may request a policy override through the DAPO (Drug Authorization and Policy Override) Center. An override is required for
each opioid fill that exceeds the five prescription fill limit per calendar month.

Members enrolled in the Benchmark Plan, the Core Plan, and the Basic Plan are not eligible to receive an opioid monthly
prescription fill limit override.

When calling the DAPO Center to request a policy override for opioids, the following information must be provided:

. Prescriber's name and NPI (Nationa Provider Identifier).

. Member's name and ID.

. Pharmacy provider's name and telephone number where the member attempted to have the prescription filled.
. Date the prescription was attempted to be filled.

. Drug name, strength, and quantity.

. Instructions for use.

The DAPO Center will provide information to the prescriber regarding the member's recent medication history.

If the prescriber determines an override is medically necessary, the DAPO Center will record the override, and the prescriber
should contact the member and the pharmacy. When contacting the member, the prescriber should use this opportunity to discuss
the appropriate use of opioids.

If the prescriber decides that it is not medically necessary to override the opioid monthly prescription fill limit, the prescriber

should contact the member and discuss follow-up care. If the override is not given, the prescriber should contact the pharmacy to
have the prescription canceled.

Pharmacy Responsibilities
When pharmacies are contacted by a prescriber and notified that an override is available, the pharmacy should submit the claim
for the opioid. Pharmacies are responsible for submitting claims for opioids within three days of the override being obtained by the

prescriber. If the pharmacy provider does not submit the claim within the three day time period, the claim will be denied.

Note: If the pharmacy provider contacts the DAPO Center to obtain an override, the DAPO Center will inform the pharmacy
provider that the prescriber is responsible for obtaining the override.

If aprescriber does not override the opioid monthly prescription fill limit for Standard Plan, Medicaid, or SeniorCare members,
the service is considered noncovered.

If apharmacy has difficulty with claim submission related to the opioid monthly prescription limit, contact the DAPO Center.

Exceptions
Opioid prescription fill limit exceptions are covered for Standard Plan, Medicaid, and SeniorCare members.

Members enrolled in the Benchmark Plan, the Core Plan, and the Basic Plan are not eligible to receive an opioid prescription fill
limit exception.

Schedulel11-V Drugs
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If the prescriber is unavailable, the DAPO Center will grant a 96-hour supply exception to exceed the opioid monthly prescription
fill limit for a Schedule I11-V drug if the following conditions are met:

. Member is enrolled in the Standard Plan, Medicaid, or SeniorCare.

. The pharmacy attempted to contact the prescriber (or the prescriber's agent) but the prescriber is unavailable (e.g., clinicis
closed).

. The pharmacy must document on the prescription order that the prescriber is not available.

. The pharmacist confirmed that dispensing a 96-hour supply is medically necessary.

. A 96-hour supply exception was not previously granted within the current calendar month.

If the prescriber is unavailable and the DAPO Center is closed, pharmacy providers may dispense a 96 hour supply if the
following conditions are met:

. Member is enrolled in the Standard Plan, Medicaid, or SeniorCare.

. The pharmacy attempted to contact the prescriber (or the prescriber's agent), but the prescriber is unavailable (e.g., clinicis
closed).

. The pharmacy must document on the prescription order that the prescriber is not available.

. The pharmacist confirmed that dispensing a 96-hour supply is medically necessary.

. A 96-hour supply exception was not previously granted within the current calendar month.

Only one 96-hour supply exception for opioid drugs is allowed per calendar month. Once the DAPO Center is open, the
pharmacy must call to obtain the 96-hour supply exception.

The 96-hour supply exception may be retroactive up to five days (i.e., back dated).

If a 96-hour supply exception has already been provided in the same calendar month, the prescription is a noncovered service.

Schedulell Drugs

If the prescriber is unavailable, the DAPO Center may grant an exception for a Schedule 11 drug if the following conditions are
met:

. Member is enrolled in the Standard Plan, Medicaid, or SeniorCare.

. The pharmacy attempted to contacted the prescriber (or the physician's agent), but the prescriber is unavailable (e.g., clinic
is closed).

. The pharmacy must document on the prescription order that the prescriber is not available.

. The pharmacist confirmed that it is medically necessary to dispense the drug.

. Anexception for Schedule Il drugs was not previously granted within the current calendar month.

. The pharmacist may dispense the full quantity indicated on the prescription order.

If the prescriber is unavailable and the DAPO Center is closed, the pharmacy may dispense an exception for a Schedule |1 drug if
the following conditions are met:

. Member is enrolled in the Standard Plan, Medicaid, or SeniorCare.

. The pharmacy attempted to contact the prescriber (or the physician's agent), but the prescriber is unavailable (e.g., clinicis
closed).

. The pharmacy documented on the prescription order that the prescriber is not available.

. The pharmacist confirmed that it is medically necessary to dispense the drug.

. The pharmacist may dispense the full quantity indicated on the prescription order.

Pharmacy providers are required to submit a Noncompound Drug Claim (F-13072 (07/12)) form, with a Pharmacy Special
Handling Request (F-13074 (07/12)) form, indicating the following:
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. Thedrug dispensed was a Schedule Il drug and the opioid monthly prescription fill limit was exceeded.

. The pharmacy attempted to contact the prescriber (or the physician's agent), but the prescriber is unavailable (e.g., clinicis
closed).

. The pharmacist is required to provide justification why it was medically necessary to dispense the Schedule |1 opioid before
discussing with the prescriber an exception to the opioid monthly prescription fill limit.

Only one exception for Schedule |1 opioid is allowed per calendar month.
If a Schedule Il opioid exception has already been provided in the same calendar month, the prescription is a noncovered service.

Topic #1298

Over-the-Counter Drugs

Badger Care Plus and Wisconsin M edicaid

As required by the OBRA '90 (Omnibus Reconciliation Act of 1990), the BadgerCare Plus Standard Plan, the BadgerCare Plus
Benchmark Plan, the BadgerCare Plus Core Plan, the BadgerCare Plus Basic Plan, and Wisconsin Medicaid cover the generic
products of specific categories of OTC (over-the-counter) drugs from manufacturers who have signed rebate agreements with
CMS (Centers for Medicare and Medicaid Services).

A written prescription from a prescriber is required in order for OTC drugs to be covered.

The estimated acquisition cost for OTC drugs is determined by applying a discount to the WAC (Wholesale Acquisition Cost) as
listed by First DataBank Inc., except for state MAC (Maximum Allowed Cost) list and expanded MAC drugs.

As per DHS 107.10(3)(h), Wis. Admin. Code, certain classes of OTC drugs are covered.

Badger Care Plus Benchmark Plan, Core Plan, Basic Plan, and Senior Care

The Benchmark Plan, the Core Plan, and the Basic Plan cover alimited number of OTC drugs. The BadgerCare Plus Benchmark
Plan Product List and the BadgerCare Plus Core Plan Product List include covered OTC drugs.

As areminder, with the exception of OTC insulin, SeniorCare does not cover OTC drugs.

HealthCheck " Other Services'

Additional OTCs may be covered for children 20 years of age or younger through HealthCheck "Other Services." If the OTC is
covered through HealthCheck "Other Services," pharmacists must ensure there is verification the child received a comprehensive
HealthCheck exam within the last 365 days. The member must have verification of the HealthCheck exam. This may be a
completed HealthCheck card, verification of the date of the HealthCheck exam written on the prescription, or any document with
the date of the HealthCheck exam and the provider's signature.

Covered Over-the-Counter Drugs

If the NDC (National Drug Code) for the medication dispensed is not covered and the medication is for a child who has had a
HealthCheck exam, providers should refer to the following information.

Certain OTC drugs are covered without PA (prior authorization) for children who have had a HealthCheck exam. Covered
OTCs include the following:
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. Antidiarrheals.

. Antifungals.

. Antiflatuents.

. Antiparasitics.

. Electrolyte Replacement.

. Ferrous sulfate and ferrous gluconate.
. Lactase products.

. Laxatives.

. Multivitamins.

. Topical protectants.

Other OTC drugs may be covered with PA. In that case, the pharmacy provider should complete PA forms and the following
steps:

. Include a copy of the HealthCheck verification.

. Include a completed section 11 of the PA/DGA (Prior Authorization/Drug Attachment, F-11049 (07/12)) or a copy of the
prescription.

. Select the "HealthCheck Other Services' checkbox in Element 1 of the PA/RF (Prior Authorization Reguest Form, F-

11018 (05/13)).
. Fax theform to (608) 221-8616 or mail it to the following address:

ForwardHealth
Prior Authorization
Ste 88

313 Blettner Blvd
Madison WI 53784

. If PA isapproved, do dl of the following:
o Dispense the medication.
o Submit a professiona claim on an 837P (837 Headlth Care Claim: Professional) transaction, using PES (Provider
Electronic Solutions) software, on the ForwardHealth Portal, or on paper on the 1500 Health Insurance Claim Form
using the procedure code assigned on the PA/RF.

Providers may request to add an NDC to the list of covered OTC drugs by completing the Drug Addition Review Request (F-
00020 (10/10)) form.

Topic #11597

Pharmacy Auto Refills

Pharmacy providers may use auto refills as an efficient and effective business practice. Wisconsin Medicaid only reimburses for
prescriptions dispensed to members or member representatives. Therefore, pharmacy providers who auto refill prescriptions
should ensure that reimbursement for prescriptions not picked up by the member or the member's representative is returned to
Medicaid and the medication returned to pharmacy stock.

Topic #2335

Prescriber Requirements

BadgerCare Plus, Medicaid, and SeniorCare cover medically necessary legend drugs and certain OTC (over-the-counter) drugs.
Only certain licensed health professionals may prescribe legend drugs and OTC drugs according to DHS 107.10(1), Wis. Admin.
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Code. The professional must be authorized by Wisconsin Statutes or Wisconsin Administrative Code to prescribe legend and/or
OTC drugs.

Prescribers may only prescribe items that are within their scope of practice. The following categories of licensed health
profess