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Claims:Adjustment Requests

Topic #314

Allowed Claim

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

Topic #815

Denied Claim

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

Topic #2445

Documentation for Review Requests

Documentation might include operative reports, descriptions of specia circumstances, or other information. Write "dental review
requested” on the adjustment form.

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) Hel pdesk.

Portal Claim Adjustments

Providers can submit claim adjustments via the Portal. Providers may use the search function to find the specific claim to adjust. Once
the claim is found, the provider can alter it to reflect the desired change and resubmit it to ForwardHealth. Any claim ForwardHeadth has
paid within 365 days of the DOS (date of service) can be adjusted and resubmitted on the Portal, regardless of how the claim was
originaly submitted.

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

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

Topic #513

Follow-Up

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

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

. Submit anew claim for the servicesif 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 (08/15)) form.

Topic #816

Processing

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

Topic #514

Purpose

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

. To correct billing or processing errors.
. To correct inappropriate payments (overpayments and underpayments).
. Toadd and delete services.
. To supply additional information that may affect the amount of reimbursement.
. Torequest professional consultant review (e.g., medical, dental).
Providers may initiate reconsideration of an allowed claim by submitting an adjustment request to ForwardHealth.

Topic #4857

Submitting Paper Attachmentswith Electronic Claim
Adjustments

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

Topic #518

Definition of Good Faith Claims

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

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

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

Topic #528

Adjustment Request vs. Cash Refund

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

. A cash refund does not provide documentation for provider records as an adjustment request does. (Providers may be required

to submit proof of the refund at alater time.)
. Providers are not able to further adjust the claim after a cash refund is done if an additional reason for adjustment is determined.

Topic #532

Adjustment Requests

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

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

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

. Not currently under investigation for Medicaid fraud or abuse.

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

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

Electronic Adjustment Requests

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

Paper Adjustment Requests

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

. Submit an Adjustment/Reconsideration Request (F-13046 (08/15)) form through normal processing channels (not Timely Filing),
regardless of the DOS.
. Indicate the reason for the overpayment, such as a duplicate reimbursement or an error in the quantity indicated on the claim.

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

Topic #533

Cash Refunds

When submitting a personal check to ForwardHealth for an overpayment, providers should include a copy of the RA (Remittance
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Advice) for the claim to be adjusted and highlight the affected claim on the RA. If acopy of the RA is not available, providers should
indicate the ICN (internal control number), the NPI (National Provider Identifier) (if applicable), and the payee ID from the RA for the
claim to be adjusted. The check should be sent to the following address:

ForwardHealth

Financial Services Cash Unit
313 Blettner Blvd

Madison WI 53784

Topic #531

ForwardHealth-Initiated Adjustments

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

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

Topic #530

Requirements

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

In the case of all other overpayments (e.g., incorrect claims processing, incorrect maximum allowable fee paid), providers are required
to return the overpayment within 30 days of the date of discovery.

The return of overpayments may occur through one of the following methods:

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

. Return of overpayment with a voided claim.

. ForwardHealth-initiated adjustments.

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

Topic #3417

Voiding Claims

Providers may void claims on the ForwardHealth Portal to return overpayments. This way of returning overpayments may be amore
efficient and timely way for providers as a voided claim is a complete recoupment of the payment for the entire claim. Onceaclaimis
voided, the claim can no longer be adjusted; however, the services indicated on the voided claim may be resubmitted on a new claim.
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Responses

Topic #540

An Overview of the Remittance Advice

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

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

RAs are accessible to providersin a TXT (text) format via the secure Provider area of the Portal. Providers are also able to download
the RA from their secure provider Portal account in a CSV (comma-separated values) format.

Topic #5091

National Provider Identifier on the Remittance Advice

Hedlth care providers who have asingle NPI (National Provider Identifier) that is used for multiple enrollments will receive an RA for
each enrollment with the same NPI reported on each of the RAs. For instance, if a hospital has obtained a single NPI and the hospital
has aclinic, alab, and a pharmacy that are all enrolled in Wisconsin Medicaid, the clinic, the lab, and the pharmacy will submit separate
claimsthat 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 Totalson the Remittance Advice for Adjusted
and Paid Claims

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

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

Topic #534

Claim Number

Each claim or adjustment request received by ForwardHealth is assigned a unique claim number (also known as the ICN (internal
control number)). However, denied real-time compound and noncompound claims are not assigned an ICN, but receive an authorization
number. Authorization numbers are not reported to the RA (Remittance Advice) or 835 (835 Health Care Claim Payment/Advice).

Inter preting Claim Numbers
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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 ﬂ(’ | \ 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
odjustment request.

10 — Paper Claims with No Attachments

11 — Poper Claims with Attachmenis

20 — Electronic Claims with Mo Attachments

21 — Electronic Claims with Attachments

22 — Internet Claims with Mo Attachments

23 — Internet Claims with Atachments

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
Systemn

50-59 — Adjustments

80 — Claim Resubmissions

90-91 — Claims Requiring Special Handling

Year — Two digits indicote the year ForwardHealth

received the claim or adjustment request.

For example, the year 2008 would appear as 08.

Julian date — Three digits indicate the day of the
year, by Julian date, that ForwordHealth received the

claim or adjustment request.

For example, February 3 would appear as 034.

Batch range — Three digits indicate the batch range
assigned to the claim.

The batch range is used internally by ForwardHealth.

Sequence number — Three digits indicate the

sequence number assigned within the botch range.

The sequence number is used internally by ForwardHealth.

Topic #535

Claim Status

ForwardHealth generally processes claims and adjustment requests within 30 days of receipt. Providers may check the status of aclaim
or adjustment request using the AVR (Automated V oice Response) system or the 276/277 (276/277 Health Care Claim Status Request
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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 #644

ClaimCheck Review

ForwardHealth monitors al professiona claims for compliance with reimbursement policy using an automated procedure coding review

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

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

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

Areas Monitored by ClaimCheck

ForwardHealth uses ClaimCheck software to monitor the following situations:

. Unbundled procedures.

. Incidental/integral procedures.

. Mutualy exclusive procedures.

. Medical visit billing errors.

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

. Assistant surgeon hilling errors.

. Gender-related hilling errors.

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

Unbundled Procedures

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

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

ClaimCheck will aso total billed amounts for individual procedures. For example, if the provider bills three procedures at $20, $30, and
$25, ClaimCheck rebundles them into a single procedure code, adds the three amounts, and cal culates the billed amount for that
rebundled code a $75. Then, ForwardHealth reimburses the provider either the lesser of the billed amounts or the maximum allowable
fee for that rebundled procedure code.
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I ncidental/l ntegral Procedures

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

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

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

Mutually Exclusive Procedures

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

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

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

Medical Visit Billing Errors

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

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

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

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

Preoper ative and Postoperative Billing Errors

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

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

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

Assistant Surgeon Billing Errors

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

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

Gender-Related Billing Errors

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

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

Payments Denied as a Result of the ClaimCheck Review
Providers should take the following steps if they are uncertain about why particular services on a claim were denied:

. Review ForwardHealth remittance information for the specific reason for the denial.

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

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

. Consult current ForwardHealth publications to make sure current policy and billing instructions were followed.
. Call Provider Services for further information or explanation.

If aprovider disagrees with ClaimCheck's determination, the provider may resubmit the claim with supporting documentation to
Provider Service Written Correspondence. If the original claimisin an allowed status, the provider may submit an
Adjustment/Reconsideration Request (F-13046 (08/15)) with supporting documentation and the words "medical consultant review
requested” written on the form to Provider Services Written Correspondence.

Topic #4746

Cutback Fields on the Remittance Advice for Adjusted and
Paid Claims

Cutback fields indicate amounts that reduce the allowed amount of the claim. Examples of cutbacks include other insurance, member
copayment, spenddown amounts, deductibles, or patient liability amounts. Amounts indicated in a cutback field are subtracted from the
total allowed reimbursement.

Providers should note that cutback amounts indicated in the header of an adjusted or paid claim section apply only to the header. Not all
cutback fields that apply to a detail line (such as copayments or spenddowns) will be indicated on the RA (Remittance Advice); the
detail line EOB (Explanation of Benefits) codes inform providers that an amount was deducted from the total reimbursement but may not
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indicate the exact amount.

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

Topic #537

Electronic Remittance I nformation

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

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

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

Text File

The TXT format file is generated by financial payer and listed by RA number and RA date on the secure provider Portal account under
the "View Remittance Advices' menu. RAs from the last 97 days are available in the TXT format. When a user clicks on an RA, a pop-
up window displays asking if the user would like to "Open” or "Save" thefile. If "Open” is chosen, the document opens based on the
user's application associated with opening text documents. If "Save" is chosen, the "Save As"' window will open. The user can then
browse to alocation on their computer or network to save the document.

Users should be aware that "Word Wrap" must be turned off in the Notepad application. If it isnot, it will cause distorted formatting.
Also, users may need to resize the Notepad window in order to view all of the data. Providers wanting to print their files must ensure
that the "Page Setup" application is set to the "Landscape" setting; otherwise the printed document will not contain al the information.

Comma-Separ ated Values Downloadable File

A CSV fileisafile format accepted by awide range of computer software programs. Downloadable CSV-formatted RAs allow users
the benefits of building a customized RA specific to their use and saving the file to their computer. The CSV file on a provider's Portal
appears as linear text separated by commas until it is downloaded into a compatible software program. Once downloaded, the file may
be saved to a user's computer and the data manipulated, 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 financia 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 a'so offer free spreadsheet applications. Microsoft Office Excel, awidely used program, is a spreadsheet application for
Microsoft Windows and Mac OS X. For maximum file capabilities when downloading the CSV file, the 1995 Office Excel for
Windows (Version 7.0) included in Office 95 or a newer version is recommended. Earlier versions of Microsoft Office Excel will work
with the CSV file; however, files exceeding 65,000 lines may need to be split into smaller files when downloading using earlier versions.
Microsoft Office Access can manage larger datafiles.

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

Provider Electronic Solutions Softwar e

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

Topic #4822

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

EOB (Explanation of Benefits) codes are four-digit numeric codes specific to ForwardHealth that correspond to a printed message
about the status or action taken on 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 #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
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noted on the RA (Remittance Advice).

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

Topic #4820

| dentifying the Claims Reported on the Remittance Advice

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

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

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

Topic #11537

National Correct Coding Initiative

As part of the federal PPACA (Patient Protection and Affordable Care Act) of 2010, the CMS (Centers for Medicare and Medicaid
Services) are required to promote correct coding and control improper coding leading to inappropriate payment of claims under
Medicaid. The NCCI (National Correct Coding Initiative) isthe CMS response to this requirement. The 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 a
single member on a single DOS (date of service) for each CPT or HCPCS procedure code. If a detail on aclaim is denied for MUE,
providers will receive an EOB (Explanation of Benefits) code on the RA (Remittance Advice) indicating that the detail was denied due
to NCCI.

An example of an MUE would be 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.

Procedure-to-Procedure Detail Edits

Procedure-to-procedure detail edits define pairs of CPT or HCPCS codes that should not be reported together on the same DOS for a
variety of reasons. This edit applies across details on a single claim or across different claims. For example, an earlier claim that was paid
may be denied and recouped if a more complete code is billed for the same DOS on a separate claim. If adetail on aclaim is denied for
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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 Initiative 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 al information is accurate and complete.

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

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

. Cdll Provider Services for further information or explanation.

If reimbursement for a claim or a detail on a claim 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 (08/15)) form. In Element 16, select the "Consultant review
requested” checkbox and the "Other/comments" checkbox. In the "Other/comments" text box, indicate "Reconsideration of an
NCCI denia."

. Attach notes/supporting documentation.

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

Topic #539

Obtaining the Remittance Advice

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

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

RAs are accessible to providersin a TXT (text) format via the secure provider Portal account. The TXT format file is generated per
financial payer and listed by RA number and RA date on the secure provider Portal account under "View Remittance Advices' menu at
the top of the provider's Portal home page. RAs from the last 97 days are available in the TXT format.

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

Topic #4745
Overview of Claims Processing I nformation on the
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Remittance Advice

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

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

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

. Compound drug claims.

. Dental claims.

. Drug claims.

. Inpatient claims.

. Long term care claims.

. Medicare crossover ingtitutional claims.
. Medicare crossover professiond claims.
. Outpatient claims.

. Professional claims.

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

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

Claim Types

Provider Types

Dental claims

Dentists, dental hygienists, HealthCheck agencies that pravide dental

Services.

Drug and compound drug claims

Phormacies and dispensing physicians.

Inpatient claims

Inpatient hospital providers and institutes for mental disease providers.

Long term care claims

Nursing homes,

Medicare crossover institutional claims

Most providers who submit claims on the UB-04,

Medicare crossover professional claims

Most providers who submit claims on the 1500 Health Insurance Claim

Form.

QOwutpatient claims

Outpatient hospital providers and hospice providers.

Professional claims

Ambulance providers, ambulatory surgery centers, anesthesiologist
assistants, audiologists, case management providers, certified registered
nurse anesthetists, chiroproctors, community care organizations,
community support programs, crisis intervention providers, doy treatment
providers, family planning clinics, federally qualified heolth centers,
HealthCheck providers, HealthCheck “Other Services” providers,
hearing instrument specialists, hame health agencies, independent labs,
individual medical supply providers, medical equipment vendors, mental
health/substance abuse clinics, nurses in independent practice, nurse
practitioners, occupational therapists, opticians, optometrists, personol
core agencies, physical therapists, physician assistants, physicion clinics,
physicions, podiatrists, portable X-ray providers, prenatal care
coordination providers, psychologisis, rehabilitation agencies, respiratary
therapists, rural health clinics, school-based services providers,
specialized medical vehicle providers, speech and hearing clinics,

speech-language pathologists, therapy groups.

Topic #4821

Prior Authorization Number on the Remittance Advice

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

of claims processing information.

Topic #4418

Reading Non-Claims Processing Sections of the Remittance

Advice
Address Page

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

Banner M essages

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

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

Explanation of Benefits Code Descriptions

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

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

Financial Transactions Page

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

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

Refunds are payments made to providers for overpayments.

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

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

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

Type of Character and Description Applicable Charactersand
Description

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

2 — OBRA Nurse Aide
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Training/Testing void request
Identifier — 10 additional numbers are assignedto | 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, ADAP (Wisconsin AIDS
Drug Assistance Program), WCDP (Wisconsin Chronic Disease Program), or WWWP (Wisconsin Well Woman Program)) for the
current financial cycle, the month-to-date, and the year-to-date, if applicable.

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

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

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

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

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

Topic #368

Reading the Claim Adjustments Section of the Remittance
Advice

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

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

To adjust a claim, ForwardHealth recoups the entire amount of the original paid claim and cal culates a new payment amount for the
claim adjustment. ForwardHealth does not recoup the difference — or pay the difference — between the origina 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 origina 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.
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The Claim Adjustments section only lists detail lines for a claim adjustment if that claim adjustment has detail line EOBs. This section
does not list detail lines for the original paid claim.

Note: For adjusted compound and noncompound claims, only the compound drug sections include detail lines.

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

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

If the difference is a negative dollar amount, indicating that the provider owes ForwardHealth additional monies, then the amount
appearsin the "Overpayment To Be Withheld" line. ForwardHealth automatically withholds this amount from payments made to the
provider during the same financia 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
Advice

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

In the denied claims section, providers will see the original claim header information reported aong 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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Remittance Advice

nittance Advice — Professional Service Claims Denied Sample
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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

financia cycle.

In apaid 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

EXEXOOODOODOGOOOOMIXEX XXX ER, X 00000 - 000

PROC CO MODIFIERS
KEXEX XX XX XX XX

EEEKKK X XX KX XX MMDOYY HHDOY

959,999,999, 39 9,999,999.9% 9,999,999, 9% 9,999,999.9

Topic #4828

Remittance Advice Financial Cycles

Each financial payer (Medicaid, ADAP (Wisconsin AIDS Drug Assistance Program), WCDP (Wisconsin Chronic Disease Program),
and WWWP (Wisconsin Well Woman Program)) has separate financial cycles that occur on different days of the week. RAs
(Remittance Advices) are generated and posted to secure provider Portal accounts after each financial 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 financid transactions may run on a daily basis, including non-claim related payouts and stop payment reissues. Providers may
have access to the RAs generated and posted to secure provider Portal accounts for these financial transactions at any time during the
week.

Topic #4827

Remittance Advice Generated by Payer and by Provider
Enrollment

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

. Wisconsin Medicaid (Wisconsin Medicaid is the financial payer for the Medicaid, BadgerCare Plus, and SeniorCare programs).
. ADAP (Wisconsin AIDS Drug Assistance Program).
. WCDP (Wisconsin Chronic Disease Program).
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. WWWP (Wisconsin Well Woman Program).
A separate Portal account is required for each financia payer.

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

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

For instance, a hospital has obtained a single NPI. The hospital has a clinic, alab, and a pharmacy that are all enrolled with
ForwardHealth. The clinic, the lab, and the pharmacy submit separate claims that indicate the same NPI as the hospital. Separate RAs
will be generated for the hospital, the clinic, the lab, and the pharmacy.

Topic #6237

Reporting a L ost Check

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

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

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

. Goto the Portal.

. Log in to the secure Provider area of the Portal.

. Themost recent claims processed by ForwardHealth will be viewable on the provider's home page or the provider may select
"claim search" and enter the applicable information to search for additional claims.

. Select the claim the provider wants to view.

Topic #4829
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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.

. Financid transactions.

. Summary.

. Inpatient claims.

. Outpatient claims.

. Professiona claims.

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

. Drug claims.

. Dental claims.

. Long term care claims.

. Financid transactions.

. Summary.

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

Remittance Advice Header |nformation
The first page of each section of the RA (except the address page of the TXT file) displays the same RA header information.
The following fields are on the left-hand side of the header:
. Thetechnical name of the RA section (e.g., CRA-TRAN-R), which is an internal ForwardHealth designation.
. The RA number, which is a unique number assigned to each RA that is generated.
. The name of the payer (Medicaid, ADAP (Wisconsin AIDS Drug Assistance Program), WCDP (Wisconsin Chronic Disease
Program), or WWWP (Wisconsin Well Woman Program)).
. The"Pay to" address of the provider. The "Pay to" addressis used for mailing purposes.

The following information is in the middle of the header:

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

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

Dental Published Policy Through December 31, 2015 Page 25 of 392



Wisconsin Medicaid

. Thedate of the financial cycle and date the RA was generated.

. The page number.

. The"Payee ID" of the provider. A payee ID is defined as the identification number of a unique entity receiving payment for goods
and/or services from ForwardHealth. The payee ID is up to 15 characters long and may be based on a pre-existing identification
number, such as the Medicaid provider number. The payee ID is an internal ForwardHealth designation. The Medicaid provider
number will display in thisfield for providers who do not have an NPI (National Provider Identifier).

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

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

Topic #544

Verifying Accuracy of Claims Processing

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

. ldentify and correct any discrepancy that affected the way a claim processed.
. Correct and resubmit claims that are denied.
. Submit an adjustment request for alowed 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 all 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 actualy provided to the member and then applying the reimbursement toward the noncovered service. In addition, a
provider may not seek reimbursement for two separate covered services to receive additional reimbursement over the maximum allowed
amount for the one service that was provided. Such actions are considered fraudulent.

Topic #366

Copayment Amounts

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

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

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

Topic #547

Submission Deadline

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

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

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

Claims

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

Exceptionsto the Submission Deadline

State and federal laws provide eight exceptions to the submission deadline. According to federal regulations and DHS 106.03, Wis.
Admin. Code, ForwardHea th 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).

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

. Reconsideration or recoupment.

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

. Medicare denia occurs after ForwardHealth's submission deadline.

. Refund request from an other health insurance source.

. Retroactive member enrollment.

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

Topic #517

Usual and Customary Charges

For most services, providers are required to indicate their usual and customary charge when submitting claims. The usua 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
dliding fee scale, the usua 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 usua and customary charge or the maximum allowable fee
established.
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Submission

Topic #17797

1500 Health Insurance Claim Form Completion
|nstructions

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

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

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

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

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

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

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI| 53784

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

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

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

[tem Number 9a — Other Insured's Palicy or Group Number (not reguired)
Thisfield is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (e.g., commercial
insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate Explanation of Medical
Benefits form for each other payer as an attachment(s) to their completed paper claim.
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I[tem Number 9d — Insurance Plan Name or Program Name (not required)
Thisfield is not required on the claim.

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

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

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

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

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

[tem Number 19 — Additional Claim Information (Designated by NUCC)

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

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

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

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

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

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

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

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

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

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

[tem Number 29 — Amount Paid (not reguired)
Thisfield is not required on the claim.
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Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (e.g., commercial
insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate Explanation of Medical
Benefits form for each other payer as an attachment(s) to their completed paper claim.

Topic #10677

Advanced I maging Services

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

Submitting Claimsfor Situations Exempt from the Prior Authorization
Requirement

In the following situations, PA is not required for advanced imaging services:.

. Theserviceis provided during a member's inpatient hospital stay.

. The service is provided when a member isin observation status at a hospital.
. Theserviceis provided as part of an emergency room visit.

. Theserviceis provided as an emergency service.

. The ordering provider is exempt from the PA requirement.

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

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

Service Provided for Observation Status

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

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

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

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

Providers using an ingtitutional claim form should include modifier UA in Form Locator 44 with the procedure code for the advanced
imaging service. Providers submitting claims electronically using the 8371 should refer to the appropriate companion guide for instructions
on including a modifier.
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Providers using a professional claim form should indicate POS code 23 (Emergency Room — Hospital) on the claim.

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

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

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

Ordering Provider |s Exempt from Prior Authorization Requirement

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

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

Topic #8325

American Dental Association 2006 Claim Form Completion
Instructions

A sample ADA (American Dental Association) 2006 claim form is available for dental services.

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

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

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

Submit completed single-page paper claims to the following address:

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI| 53784

Submit completed multiple-page paper claimsto the following address:
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ForwardHealth
Multiple-Page Dental Claims
Ste 22
313 Blettner Blvd
Madison WI| 53784
HEADER INFORMATION
Element 1 — Type of Transaction (not required)
Element 2 — Predeter mination/Preauthorization Number (not required)
INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
Element 3 — Company/Plan Name, Address, City, State, Zip Code (not required)
OTHER COVERAGE
Element 4 — Other Dental or Medical Coverage (not required)
Element 5 — Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix) (not required)
Element 6 — Date of Birth (MM/DD/CCYYY) (not required)
Element 7 — Gender (not required)
Element 8 — Policyholder/Subscriber ID (SSN or |D#) (not required)
Element 9 — Plan/Group Number (not required)
Element 10 — Patient's Relationship to Person Named in #5 (not required)
Element 11 — Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code
Except for afew instances, ForwardHealth is the payer of last resort for any services covered by ForwardHealth. This means the
provider is required to make a reasonable effort to exhaust all existing commercia health insurance sources before billing ForwardHealth
unless the service is not covered by commercial health insurance. Element 11 identifies Medicare and commercia health insurance and

whether the member has commercial health insurance coverage, Medicare coverage, or both.

There are specific instructions for each coverage type. Providers should use the following guidelines for this element depending on the
member's coverage:

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

Memberswith commercial health or dental insurance coverage

Commercial health or dental insurance coverage must be billed prior to submitting claims to ForwardHealth, unless the service does not
require commercial heath insurance hilling as determined by ForwardHealth. Commercial health insurance coverage is indicated by
Wisconsin's EV'S (Enrollment Verification System) under "Other Commercia Health Insurance." ForwardHealth has defined a set of
"other insurance" indicators. Additionally, ForwardHealth has identified specific CDT (Current Dental Terminology) codes must be billed
to other insurance sources prior to being billed to ForwardHealth.

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

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

Code|Description

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

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

. DENIED by commercial health or dental insurance or commercial HMO following submission of a correct and complete
claim, or payment was applied towards the coinsurance and deductible.
. YES, the member has commercial health or dental insurance or commercial HMO coverage, but it was not billed for
reasons including, but not limited to, the following:
v The member denied coverage or will not cooperate.
o The provider knows the service in question is not covered by the carrier.
o The member's commercial health or dental insurance failed to respond to initial and follow-up claims.
v Benefits are not assignable or cannot get assignment.
o Benefits are exhausted.

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

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

Memberswith Medicare coverage
Submit claims to Medicare before submitting claims to ForwardHealth.

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

. Medicare never covers the procedure in any circumstance.

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

. ForwardHealth indicates that the provider is not Medicare enrolled.

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

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

Code|Description

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

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

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

. The member is eligible for Medicare Part A.

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

For Medicare Part B, use M-7 in the following instances (all three criteria must be met):
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. The provider isidentified in ForwardHealth files as enrolled in Medicare Part B.

. The member is eligible for Medicare Part B.

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

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

For Medicare Part A, use M-8 in the following instances (all three criteria must be met):

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

. The member is eligible for Medicare Part A.

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

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

. The member is eligible for Medicare Part B.
. Theserviceis usualy covered by Medicare Part B but not in this circumstance (e.g., member's diagnosis).

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

POLICYHOLDER/SUBSCRIBER INFORMATION

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

Enter the member's last name, first name, and middle initial. Use the EV'S to obtain the correct spelling of the member's name. If the
name or spelling of the name on the ForwardHealth card and the EV'S do not match, use the spelling from the EV'S. The member's
address, city, state, and ZIP code are not required.

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

Element 14 — Gender (not required)

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

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

Element 16 — Plan/Group Number (not required)

Element 17 — Employer Name (not required)

PATIENT INFORMATION

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

Element 19 — Student Status (not required)

Element 20 — Name (Lagt, First, Middle I nitial, Suffix), Address, City, State, Zip Code (not required)

Element 21 — Date of Birth (MM/DD/CCYY) (not required)
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Element 22 — Gender (not required)
Element 23 — Patient | D/Account # (Assigned by Dentist) (not required)
RECORD OF SERVICES PROVIDED

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

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

Element 26 — Tooth System (not required)

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

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

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

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

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

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

Enter the actual amount paid by commercia health or dental insurance. (If the dollar amount indicated in Element 32 is greater than zero,
"Ol-P" must be indicated in Element 11.) Do not include the copayment amount. If the commercial health or dental insurance plan
paid on only some services, those partially paid services should be submitted on a separate claim from the unpaid services to

maximize reimbursement. This alows ForwardHealth to appropriately credit the payments. If the commercial health or dental
insurance denied the claim, enter "000." Do not enter Medicare-paid amounts in this field.

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

MISSING TEETH INFORMATION

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

Element 35— Remarks (required, if applicable)

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

AUTHORIZATIONS

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

Element 37 — Subscriber Signature and Date (not required)

ANCILLARY CLAIM/TREATMENT INFORMATION
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Element 38 — Place of Treatment (Check applicable box)
Check the appropriate box.
Element 39 — Number of Enclosures (00 to 99) (not required)
Element 40 — Is Treatment for Orthodontics? (not required)
Element 41 — Date Appliance Placed (MM/DD/CCYY) (not required)
Element 42 — Months of Treatment Remaining (not required)
Element 43 — Replacement of Prosthesis? (not required)
Element 44 — Date Prior Placement (MM/DD/CCYY) (not required)

Element 45 — Treatment Resulting from (Check applicable box) (required, if applicable)
Check the appropriate box if the dental services were the result of an occupational illness/injury, auto accident, or other accident.

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

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

BILLING DENTIST OR DENTAL ENTITY

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

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

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

Element 50 — License Number (not required)

Element 51 — SSN or TIN (not required)

Element 52 — Phone Number (not required)

Element 52A — Additional Provider ID

Enter the hilling provider's 10-digit taxonomy code. The taxonomy code in this element must correspond with the NPI indicated in
Element 49.

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

Element 53 — Dentist's Signature and Date
The provider or the authorized representative must sign in Element 53. The month, day, and year the form is signed must aso be entered
in MM/DD/CCYY format.

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

Element 54 — NPI (required, if applicable)
If the treating provider's NPI is different than the billing provider NPI in Element 49, enter the treating provider's NPI in this element.
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Element 55 — License Number (not required)

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

Element 56A — Provider Specialty Code (required, if applicable)

Enter the treating provider's 10-digit taxonomy code. The taxonomy code in this element must correspond with the NPI indicated in
Element 54.

Element 57 — Phone Number (not required)

Element 58 — Additional Provider 1D (not required)
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Topic #15357

Wisconsin Medicaid

American Dental Association 2012 Claim Form Completion

| nstructions

A sample ADA (American Dental Association) 2012 claim form is available for dental services.

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

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

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

Submit completed single-page paper claims to the following address.

ForwardHealth

Claims and Adjustments

313 Blettner Blvd

Madison WI 53784
Submit completed multiple-page paper claims to the following address:

ForwardHedlth

Multiple-Page Denta Claims

Ste 22

313 Blettner Blvd

Madison WI| 53784
HEADER INFORMATION
Element 1 — Type of Transaction (not required)
Element 2 — Predeter mination/Preauthorization Number (not required)
INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
Element 3 — Company/Plan Name, Address, City, State, Zip Code (not required)
OTHER COVERAGE
Element 4 — Dental? Medical? (not required)
Element 5 — Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix) (not required)
Element 6 — Date of Birth (MM/DD/CCYY) (not required)
Element 7 — Gender (not required)
Element 8 — Policyholder/Subscriber 1D (SSN or 1D#) (not required)
Element 9 — Plan/Group Number (not required)
Element 10 — Patient's Relationship to Person Named in #5 (not requir ed)
Element 11 — Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code

Except for afew instances, ForwardHealth is the payer of last resort for any services covered by ForwardHealth. This means the
provider is required to make a reasonable effort to exhaust all existina commercial health insurance sources before billina ForwardHealth
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unless the service is not covered by commercial health insurance. Element 11 identifies Medicare and commercial heath insurance and
whether the member has commercial health insurance coverage, Medicare coverage, or both.

There are specific instructions for each coverage type. Providers should use the following guidelines for this element depending on the
member's coverage:

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

Memberswith commercial health or dental insurance coverage

Commercial health or dental insurance coverage must be billed prior to submitting claims to ForwardHealth, unless the service does not
require commercial heath insurance hilling as determined by ForwardHealth. Commercial health insurance coverage is indicated by
Wisconsin's EVS (Enrollment Verification System) under "Other Commercial Health Insurance." ForwardHealth has defined a set of
"other insurance” indicators. Additionally, ForwardHealth has identified specific CDT (Current Dental Terminology) codes must be billed
to other insurance sources prior to being billed to ForwardHealth.

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

The following table indicates appropriate other insurance codes for usein Element 11

Code Description

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

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

. DENIED by commercia health or dental insurance or commercial HMO following submission of a correct and complete
claim, or payment was applied towards the coinsurance and deductible.
. YES, the member has commercia health or dental insurance or commercial HMO coverage, but it was not billed for
reasons including, but not limited to, the following:
o The member denied coverage or will not cooperate.
v The provider knows the service in question is not covered by the carrier.
o The member's commercial heath or dental insurance failed to respond to initia and follow-up claims.
v Benefits are not assignable or cannot get assignment.
o Benefits are exhausted.

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

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

Memberswith Medicare coverage
Submit claims to Medicare before submitting claims to ForwardHealth.

Do not enter a Medicare disclaimer code in Element 11 when one or more of the following statementsis true;
. Medicare never covers the procedure in any circumstance.

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

. ForwardHealth indicates that the provider is not Medicare enrolled.

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

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

Code|Description

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

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

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

. The member is eligible for Medicare Part A.

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

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

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

. The member is eligible for Medicare Part B.

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

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

For Medicare Part A, use M-8 in the following instances (all three criteria must be met):

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

. The member is eligible for Medicare Part A.

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

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

. The member is eligible for Medicare Part B.
. Theserviceis usualy covered by Medicare Part B but not in this circumstance (e.g., member's diagnosis).

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

POLICYHOLDER/SUBSCRIBER INFORMATION

Element 12 — Policyholder/Subscriber Name (Lagt, First, Middle I nitial, Suffix), Address, City, State, Zip Code

Enter the member's last name, first name, and middle initial. Use the EV'S to obtain the correct spelling of the member's name. If the
name or spelling of the name on the ForwardHealth card and the EV'S do not match, use the spelling from the EV'S. The member's
address, city, state, and ZIP code are not required.

Element 13 — Date of Birth (MM/DD/CCYY)
Enter the member's birth date in MM/DD/CCYY format.
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Element 14 — Gender (not required)

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

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

Element 16 — Plan/Group Number (not required)

Element 17 — Employer Name (not required)

PATIENT INFORMATION

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

Element 19 — Reserved For Future Use (not required)

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

Element 22 — Gender (not required)

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

RECORD OF SERVICES PROVIDED

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

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

Element 26 — Tooth System (not required)

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

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

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

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

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

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

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

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

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

Element 34 — Diagnosis Code List Qualifier (not required)

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

Element 35— Remarks (required, if applicable)

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

AUTHORIZATIONS

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

Element 37 — Subscriber Signature and Date (hot required)

ANCILLARY CLAIM/TREATMENT INFORMATION

Element 38 — Place of Treatment

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

used codes include the following: 11=0Office; 21=Inpatient Hospital; 22=Outpatient Hospital; 31=Skilled Nursing Facility; 32=Nursing
Facility.

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

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

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

Element 43 — Replacement of Prosthesis (not required)

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

Element 45 — Treatment Resulting from (required, if applicable)
Check the appropriate box if the dental services were the result of an occupational illness/injury, auto accident, or other accident.

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

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

BILLING DENTIST OR DENTAL ENTITY

Element 48 — Name, Address, City, State, Zip Code
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Enter the name of the provider submitting the claim and the complete mailing address. The minimum requirement is the provider's name,
street, city, state, and ZIP+4 code. If the billing provider is a group or clinic, enter the group or clinic namein this element. The namein
Element 48 must correspond with the NPI (Nationa Provider Identifier) in Element 49.

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

Element 50 — License Number (not required)

Element 51 — SSN or TIN (not required)

Element 52 — Phone Number (not required)

Element 52a — Additional Provider ID

Enter the hilling provider's 10-digit taxonomy code. The taxonomy code in this element must correspond with the NPI indicated in
Element 49.

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

Element 53 — Dentist's Signature and Date

The provider or the authorized representative must sign in Element 53. The month, day, and year the form is signed must aso be entered

in MM/DD/CCYY format.

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

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

Element 55 — License Number (not required)

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

Element 56a — Provider Specialty Code (required, if applicable)

Enter the treating provider's 10-digit taxonomy code. The taxonomy code in this element must correspond with the NPI indicated in
Element 54.

Element 57 — Phone Number (not required)

Element 58 — Additional Provider 1D (not required)
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Sample American Dental Association 2012 Claim Form for Dental Services

ADA American Dental Association® Dental Claim Form
HEADER IMFORMATIOM
1. Type of Trardaction (Wi ol applhabis baxes)

[¥] Statemert of Actual Services [ ] Pocpamat for
[] ePsoT e xix
2 P Humber POLICYHOLDER/SUBSCRIBER INFORMATION (For Inssranca Company Mamed n #3)

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
3. Company/Plan Mama, Address, Ty, State, Zip Code

12 PoboyhoidenSubsorber Mama (Last. Finst, Midda intial, Soffi), Address. City, Stale, Zip Coda

MEMEER, IM A

d0ena? [ | Medaar? [ | {H tenth, pomplete B-11 for dental onky )

13 Duate of Birth (MMDOCCYY) | 14. Gender 15. PolicyhwldesSubseriber 10 {SEH o I0#)
MM/DD/CCYY [}i™[]* |1234567890
OTHER COVERAGE (Mark scplcatin box and comgluie dems 5-11. If none, lasve blank | 18 Plan/Geoup Mumber 17. Employer Name

B. Hama of PoicyholoeEubscnber in @4 [Lasd. Firsl, Middis Indial, Suflis)

—F |5 Date of Brin (MMDDICT YY) 1. Gander 8. PolcyholdenSubscriter 10 (55N or ID8)

19. Resansad For Fulun
Une

18. Relalonship 0 PokcyhodenSutacnber in #12 Above
[[1ser [ ]spcese [ Joepencenscrig [ ] cimer

[« [ ]e

10 Patent's Reationship 1o Person ramed in 84
[Joor [ Joomse [ Jossocen [ Jome
11, Ctar esurancas Compary/Dertal Banaft Plan Name Addwss. Cify, Stats, Zip Code

QI1-p

&, PransGroup Number

20. Mame [Last, First, Middie Infial, Sufin], Address, City, Stabe, Zip Code

21. Date of Birth (MMDDICCYY) | 22 Gender 23. Patient IDVADcount @ (Assigrad by Dertist)
Clu (e
RECORD OF SERVICES PROVIDED
M Pt Bl oot e el 2 Teah | 20 Precedus | e D g; B b
1| 02/28/2013 D0120 Periodic oral exam KX
:| 0272872013 [ DF [D2331 Resin — two surfaces, ant OO0
]
L]
5
L]
T
]
]
™
33, Minsing Tewih informason (Piscn mn “X" on nach minsing hocth.) 34, Diagnosis Code List Quaifier |_]J {ICD-5 = B: )CD-10 = AR 3a O W0, 0K
1 2 3 4 5 8 7 B 9 10 M 12 13 W 15 18 | 34 Disgeoss Codels) A [ Fowl
32 31 30 2 28 7 26 25 4 2 2 AN X 19 18 17 | (Primary dagnoss in A7 " o 32 Total Fea| XXX
= [ 33 Remares
AUTHORIZATIONS ANCILLARY CLAIMTREATMENT INFORMATION
36, 1 hawe been informed of Te treatment plan and associated foees. | agnes o be resporsible for all 38 Place of Treatment [JL{-; Timgicn. Ti=O Hoaptat) | 38, Enciosures: (Y or N)

Tl Prsce of Sance Codes for Profemsicnal Clamy)

|

X

40. s Traatment for Orthoasontios?

41, Date Apphance Placed (MMDOCCYY)
[Tl ishipar-azy [ ] ves itompetn 4122}

Pabera s din Sgnates

37, | herelty authonze and drect payment of the dental benelis offervise payable io me, drectly

42, Msnina of Trawiment

43, Faplacermant of Fraithisia
Elml:‘mmmu|

A4, D of Pricr Placasranl (MMVDO/CCYY)

0 e below named dents! o dendal entity.

45, Treatrrasnd Resuing fom

Sebatnbir Sajnatu'a [

45 Dade of Aockdent [MMTDIDCCYY)

| 47 usto Accicent State

BILLING DENTIST OR DENTAL ENTITY (Leave blank ¢ dentisi o dental entity s nol

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

ibmiting clam on Behall of the psSent o iniucedbutiaiber )

48, Hamé, Address. Citg. Stale, Zg Code

53. 1 harely Cartifty that M proCsIures &l Mialod by 0ol 80 in DROQESS {for prochiune Tl regues

R Ve ) oF have Bien complned

22012 American Dental Association
MDD (Same as ADA Dental Clam Form = JE30, J431, JA2 M33, 434

Topic #542

Attached Documentation

B I g
Anytown, WI 55555-1234 W 0222232220 R e
55 Addresa, Cify, Stale, Zip Coda P'mg:u. 123456789%
43 NP1 50 Licands Mumber 1. 59 or TH
0111111110
i+ e 123456789X [T hme [=

To recrder call B30, 547 4748
or go online at adacatalog org

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

Dental
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Topic #15637

Claimsfor Urgent or Emergency Dental Services

All claims for urgent or emergency dental services, whether submitted on paper or electronicaly, must include the appropriate
emergency indicator. Dentists submitting claims on paper using the ADA (American Dental Association) 2006 claim form or the ADA
2012 claim form should indicate "emergency” in Element 35 of the form. Refer to the American Dental Association 2006 Claim Form
Completion Instructions or the American Dental Association 2012 Claim Form Completion Instructions for more information on
completing these forms.

In addition to the emergency indicator, the emergency situation or the state of emergency must also be sufficiently documented on the
claim.

Reimbur sement

Claimsfor urgent or emergency dental services will only be reimbursed for DOS (dates of service) that the dentist isenrolled in
Wisconsin Medicaid. Dentists who fully enroll in Wisconsin Medicaid remain enrolled until it is time for them to revalidate their
enrollment. However, dentists who enroll as an in-state emergency provider are only enrolled for the date on which they provide the
urgent or emergency service. Each time the dentist provides urgent or emergency services to a BadgerCare Plus or Medicaid member,
the dentist is required to re-enroll as an in-state emergency provider for that DOS in order to be reimbursed.

Topic #6957

Copy Claimson the ForwardHealth Portal

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

Topic #5017

Correct Errorson Claims and Resubmit to ForwardHealth
on the Portal

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

Topic #4997

Direct Data Entry of Professional and I nstitutional Claims
on the Portal

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

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

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

. Procedure codes.

. Modifiers.

. Diagnosis codes.

. Place of service codes.

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

. Typeof hill.

. Patient status.

. Visit point of origin.
. Visit 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 ord cavity.
. Place of service codes.

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

. Diagnosis codes.

. NDCs (National Drug Codes).
. 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 (disposable medical supplies) who submits noncompound drug claims, may submit these claims
viaDDE. All claims, including POS (Point-of-Sale) claims, are viewable via DDE.

Topic #15957

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

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

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

Topic #344

Electronic Claim Submission

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

. Adapts to existing systems.

. Allows flexible submission methods.

. Improves cash flow.

. Offersefficient and timely payments.

. Reduces hilling and processing errors.
. Reduces clerica effort.

Topic #2684

Dental Services

Electronic claims for dental services must be submitted using the 837D (837 Headlth Care Claim: Dental) transaction. Electronic claims
for dental services submitted using any transaction other than the 837D will be denied.

Providers should use the companion guide for the 837D transaction when submitting these claims.

Oral Surgery CPT Codes

Electronic claims from oral surgeons who opt to submit claims with CPT (Current Procedura Terminology) codes are required to be
submitted using the 837P (837 Health Care Claim: Professional) transaction. ForwardHealth denies electronic claims for oral surgery
services performed by oral surgeons who opt to use CPT codes using any transaction other than the 837P.

Oral surgeons who choose this billing option should use the companion guide for the 837P transaction when submitting these claims.

Provider Electronic Solutions Softwar e

The DHCAA (Division of Health Care Access and Accountability) offers electronic hilling software at no cost to the provider. The PES
(Provider Electronic Solutions) software allows providers to submit electronic claims using the 837 transaction. To obtain PES software,
providers may download it from the ForwardHealth Portal. For assistance installing and using PES software, providers may call the EDI
(Electronic Data Interchange) Hel pdesk.

Topic #16937

Electronic Claimsand Claim Adjustmentswith Other Commercial Health
| nsurance I nformation
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Effective for claims and claim adjustments submitted electronically viathe Portal or PES software on and after June 16, 2014, other
insurance information must be submitted at the detail level on professional, ingtitutional, and dental claims and adjustmentsiif it was
processed at the detail level by the primary insurance. Except for a few instances, Wisconsin Medicaid or BadgerCare Plusis the payer
of last resort for any covered services; therefore, providers are required to make a reasonable effort to exhaust al existing other health
insurance sources before submitting claims to ForwardHealth or to a state-contracted MCO (managed care organization).

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

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

Adjustmentsto Claims Submitted Prior to June 16, 2014

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

Topic #365

Extraordinary Claims

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

Topic #4837

HIPAA-Compliant Data Requirements

Procedure Codes

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

If the information 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 (specidized medical vehicle) providers, blood banks, and CCOs
(community care organizations) should enter valid provider numbers into fields that require a provider number.

Topic #562

Managed Care Organizations

Claims for services that are covered in a member's state-contracted MCO (managed care organization) should be submitted to that
MCO.
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Topic #10837

Note Field for Most Claims Submitted Electronically

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

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

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

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

. Professional.
. Indtitutional.
. Dentd.

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

Claims Submitted Via 837 Health Care Claim Transactions

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

Topic #561

Paper Claim Form Preparation and Data Alignment
Requirements

Optical Character Recognition

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

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

Speed and Accuracy of Claims Processing

OCR software processes claim forms by reading text within fields on claim forms. After a paper claim form is received by
ForwardHedlth, the claim form is scanned so that an image can be displayed electronically. The OCR software reads the electronic
image on file and populates the information into the ForwardHealth interChange system. This technology increases accuracy by removing
the possibility of errors being made during manual keying.
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OCR software speeds paper claim processing, but only if providers prepare their claim forms correctly. In order for OCR software to
read the claim form accurately, the quality of copy and the alignment of text within individual fields on the claim form need to be precise.
If data are misaligned, the claim could be processed incorrectly. If data cannot be read by the OCR software, the process will stop and
the electronic image of the claim form will need to be reviewed and keyed manually. Thiswill cause an increase in processing time.

Handwritten Claims

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

Use Original Claim Forms

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

UseLaser or Ink Jet Printers

It is recommended that claims are printed using laser or ink jet printers rather than printers that use DOT matrix. DOT matrix printers
have breaks in the letters and numbers, which may cause the OCR software to misread the claim form. Use of old or worn ink
cartridges should also be avoided. If the claim form is read incorrectly by the OCR software, the claim may be denied or reimbursed
incorrectly. The process may also be stopped if it is unable to read the claim form, which will cause a delay whileit is manually reviewed.

Alignment

Alignment within each field on the claim form needs to be accurate. If text within afield is aligned incorrectly, the OCR software may not
recognize that data are present within the field or may not read the data correctly. For example, if areimbursement amount of $300.00 is
entered into afield on the claim form, but the last "0" is not aligned within the field, the OCR software may read the number as $30.00,
and the claim will be reimbursed incorrectly.

To get the best alignment on the claim form, providers should center information vertically within each field, and align al information on
the same horizonta plane. Avoid squeezing two lines of text into one of the six line items on the 1500 Health Insurance Claim Form.

The following sample claim forms demonstrate correct and incorrect alignment:

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

. Incorrect alignment for the UB-04 Claim Form.

Clarity

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

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

. Use 10-point or 12-point Times New Roman or Courier New font.
. Typeadl claim datain uppercase letters.

. Useonly black ink to complete the claim form.

. Avoid using italics, bold, or script.
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. Make sure characters do not touch.

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

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

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

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

be unable to read it.
Note: The above guidelines will also produce the clearest image for claims that need to be keyed manually from an electronic image.
Staples, Correction Liquid, and Correction Tape
The use of staples, correction liquid, correction tape, labels, or stickers on claim forms should be avoided. Staples need to be removed
from claim forms before they can be imaged, which can damage the claim and cause a delay in processing time. Correction liquid,

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

Additional Diagnosis Codes

ForwardHealth will accept up to 12 diagnosis codes in Item Number 21 of the 1500 Health Insurance Claim Form.
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Sample of a Correctly Aligned 1500 Health Insurance Claim Form
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Sample of an Incorrectly Aligned 1500 Health Insurance Claim Form
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Sample of a Correctly Aligned UB-04 Claim Form
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Sample of an Incorrectly Aligned UB-04 Claim Form
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Topic #2704

Paper Claim Submission

Wisconsin Medicaid

Paper claims for dental services must be submitted using the ADA (American Dental Association) 2006 Claim Form or the ADA 2012
Claim Form. ForwardHealth denies paper claims for dental services submitted on any claim form other than the ADA 2006 or 2012.

Dental
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Providers should use ForwardHealth's claim form completion instructions for the ADA 2006 or 2012 claim forms, as appropriate, when
submitting these claims.

Obtaining American Dental Association Claim Forms

ForwardHealth does not provide ADA claim forms. To order ADA 2006 or 2012 claim forms, call the ADA at (800) 947-4746 or
order online from the ADA Web site.

Multiple-Page Paper American Dental Association Claims

ForwardHealth recognizes that the number of dental procedures performed on a member on a single DOS (date of service) may exceed
the number of details (line items where information about the services provided is indicated) available on a paper claim form. In such
circumstances, providers may submit multiple-page paper claims containing up to 25 tota details.

When submitting multiple-page paper dental claims, follow these instructions:

. Use the same type of paper claim form for all pages of the claim. The only alowable paper claim forms are the ADA 2006 or
2012 claim forms.

. Complete al of the claim form information on each page, including, but not limited to, the provider's identification number, the
member's name, and the member's identification number.

. Staple additional pages behind the first page of the claim.

. Indicate the total amount billed for the entire claim on the last page of the claim. The Total Fee element should be left blank on all
other pages.

. Mail multiple-page paper claims to the following address for speciaized handling:

ForwardHesalth
Multiple-Page Dental Claims
Ste 22
313 Blettner Blvd
Madison WI 53784
Note: Single-page paper dental claims should continue to be sent to the following address:
ForwardHedlth
Claims and Adjustments

313 Blettner Blvd
Madison WI 53784

Oral Surgery CPT Codes

Oral surgeons who opt to submit paper claims with CPT (Current Procedural Terminology) codes are required to use the 1500 Health
Insurance Claim Form ((02/12)). ForwardHealth denies claims from oral surgeons who opt to submit paper claims with CPT codes on
any claim form other than the 1500 Health Insurance Claim Form.

Providers should use the appropriate claim form instructions for ora surgery services when submitting these claims.
Obtaining the 1500 Health Insurance Claim Form

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

Topic #10177
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Prior Authorization Numberson Claims

Providers are not required to indicate a PA (prior authorization) number on claims. ForwardHea th interChange matches the claim with
the appropriate approved PA request. ForwardHealth's RA (Remittance Advice) and the 835 (835 Health Care Claim
Payment/Advice) report to the provider the PA number used to process aclaim. If a PA number isindicated on aclaim, it will not be
used and it will have no effect on processing the claim.

When a PA requirement is added to the list of drugs requiring PA and the effective date of a PA fallsin the middle of 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)(C) of the Social Security Act requires NDCsto be indicated on al claims submitted to ForwardHealth for
covered outpatient drugs, including Medicare crossover claims.

ForwardHealth requires that NDCs be indicated on claims for al provider-administered drugs to identify the drugs and invoice a
manufacturer for rebates, track utilization, and receive federal 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 arebate or federa
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 is invalid, the claim will be denied.

Note: Vaccines are exempt from the DRA reguirements. 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
ForwardHealth members.

Claim Submission
Institutional Claims

Providers that submit claims for services on an institutional claim also are required to submit claims for provider-administered drugs on
an ingtitutional claim.

Institutional claims that include provider-administered drugs must be submitted to ForwardHealth fee-for-service for fee-for-service
members and to the HMO for managed care members.

Professional Claims

Providers that submit claims for services on a professional claim also are required to submit claims for provider-administered drugs on a
professional claim.

Professional claims that include provider-administered drugs must be submitted to ForwardHealth fee-for-service for fee-for-service
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members.

Professional claims for provider-administered drugs must be submitted to ForwardHealth fee-for-service for managed care members.
Other services submitted on a professional claim must be submitted to the HMO for managed care members.

The following POS (place of service) codes will not be accepted by Medicaid fee-for-service when submitted by a provider on a
professional claim:

. 06 — Indian Health Services Provider-Based Facility.
. 08 — Tribal 638 Provider-Based Facility.

. 21 — Inpatient Hospital.

. 22 — Outpatient Hospital.

. 23— Emergency Room — Hospital.

. 51 — Inpatient Psychiatric Facility.

. 61 — Comprehensive Inpatient Rehabilitation Facility.
. 65— ESRD Treatment Facility.

Medicare Crossover Claims

To be considered for reimbursement, NDCs and a HCPCS procedure code must be indicated on Medicare crossover claims.

ForwardHealth will deny crossover claimsif an NDC was not submitted to Medicare with a provider-administered drug HCPCS code.

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 also 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 aHCPCS code is received by ForwardHealth and a subsequent claim for the same drug is received
from a pharmacy, having a DOS (date of service) within seven days of the clinic's DOS, 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 (F-13072 (07/12)) form aong with the Pharmacy Special Handling Request (F-13074 (07/12)) form
indicating the EOB code and requesting an override.

Provider-Administered Drugs Carve-Out Code Sets

Provider-administered drugs carve-out palicy is defined to include the following procedure codes:

. Drug-related "J' codes.
. Drug-related "Q" codes.
. Certain drug-related "S" codes.
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The Provider- Administered Drugs Carve-Out Procedure Codes table indicates the status of procedure codes considered under the
provider-administered drugs carve-out policy. This table provides information on Medicaid and BadgerCare Plus coverage status as
well as carve-out status based on POS.

Note: The table will be revised in accordance with national annual and quarterly HCPCS code updates.

Provider-administered drugs carve-out policy appliesto certain procedure code sets, services, POS, and claim types. A serviceis
carved-out based on the procedure code, POS, and claim type on which the service is submitted. It isimportant to note that provider-
administered drugs may be given in many different practice settings and submitted on different claim types. Whether the service is carved
in or out depends on the combination of these factors, not simply on the procedure code.

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.

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., aclaim for adental 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. Providers 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 vaid using this Web site.)

Topic #10237

Claimsfor Provider-Administered Drugs
Claims for provider-administered drugs may be submitted to ForwardHealth via the following:

. A 1500 Health Insurance Claim Form ((02/12)).

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

. The PES (Provider Electronic Solutions) software.
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1500 Health Insurance Claim Form

These instructions apply to claims submitted for provider-administered drugs. NDCs for provider-administered drugs must be indicated
in the shaded area of Item Numbers 24A-24G on the 1500 Health Insurance Claim Form. The NDC must be accompanied by an NDC
qudlifier, 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 qudlifier.

. Indicate one unit qualifier (F2 [International unit], GR [Gram], ME [Milligram], ML [Milliliter], or UN [Unit]), followed by the
NDC units, with no space in between. For further instruction on submitting a 1500 Health Insurance Claim Form with
supplemental NDC information, providers may refer to the 1500 Health Insurance Claim Form Reference Instruction Manual for
Form Version 02/12 on the NUCC (National Uniform Claim Committee) Web site.

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 invalid, the claim will be
denied.

837 Health Care Claim: Professional Transactions

Providers may refer to the NUCC 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 billing 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 I nterchange) Helpdesk.

Topic #15977

Submitting Multiple National Drug Codes per Procedure
Code

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

Claim Submission Instructionsfor Claimswith Two or Three National Drug
Codes

When two NDCs are submitted on a claim, a KP modifier (first drug of a multiple drug unit dose formulation) is required on the first
detail and a KQ modifier (second or subsequent drug of a multiple drug unit dose formulation) is required on the second detail.
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For example, if a provider administers 150 mg of Synagis®, and a 100 mg vial and a’50 mg vial were used, then the NDC from each
vial must be submitted on the claim. Although the vials have different NDCs, the drug has one procedure code, 90378 (Respiratory
syncytial virus, monoclonal antibody, recombinant, for intramuscular use, 50 mg, each). In this example, the same procedure code would
be reported on two details of the claim and paired with different NDCs.

Procedure Code

NDC

NDC Description

90378

60574-4111-01

Synagis®— 100 mg

90378

60574-4112-01

Synagis®— 50 mg

Example 1500 Health Insurance Claim Form

for Submitting Two National Drug Codes per Procedure Code
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When three NDCs are submitted on aclaim, a KP modifier is required on the first detail, a KQ modifier on the second detail, and the
modifier should be left blank on the third detail.

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

Procedure Code NDC NDC Description

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

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

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

. DDE (Direct Data Entry) on the ForwardHealth Portal .

. A 1500 Health Insurance Claim Form ((02/12)).

Claim Submission Instructionsfor Claimswith Four or More National Drug

Codes

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

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

Topic #4817

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 alphanumeric entry between 2 and 80 digits assigned by the provider to identify the attachment.) The ACN must
be indicated on the cover page so that ForwardHealth can match the paper attachment(s) to the correct electronic claim.

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

ForwardHedlth

Claims and Adjustments

313 Blettner Blvd

Madison WI| 53784
This does not apply to compound and honcompound claims.

Topic #11677

Uploading Claim Attachments Viathe Portal

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

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

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

Claim Types

Providers will be able to upload attachments to claims via the Porta for the following claim types:
. Professional.
. Ingtitutional.
. Dentd.

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

Document Formats
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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 Headlth 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
viathe Portal. Refer to the Implementation Guides for how to use the PWK segment in 837 transactions and the PES Manual for how to

use the attachment control field.

Claims will suspend with 30 days before denying for not receiving the attachment.
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Timely Filing Appeals Requests

Topic #549

Requirements

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

DOS (dates of service) that are beyond the submission deadline should be submitted separately from DOS that are within the deadline.
Claims or adjustment requests received that contain both current and late DOS are processed through normal channels without review
by Timely Filing and late DOS will be denied.

Topic #551

Resubmission

Decisions on Timely Filing Appeals Requests (F-13047 (08/15)) cannot be appea ed. Providers may resubmit the claim to Timely Filing
if both of the following occur:

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

Topic #744
Submission
To receive consideration for an exception to the submission deadline, providers are required to submit the following:
. A properly completed Timely Filing Appeals Request (F-13047 (08/15)) form for each claim and each adjustment to allow for
electronic documentation of individual claims and adjustments submitted to ForwardHealth.

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

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

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

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

The following table lists the filing deadlines and documentation requirements as they correspond to each of the eight allowable
exceptions.
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Description of the Exception Documentation Requirements Submission
Address

This exception occurs when a nursing home claim | To receive consideration, the request must be submitted within | ForwardHealth
isinitially received within the submission deadline | 455 days from the DOS and the correct liability amount or level | Timely Filing

and reimbursed incorrectly due to a change in the | of care must be indicated on the Adjustment/Reconsideration Ste 50
member's authorized level of care or lighility Request (F-13046 (08/15)) form. 313 Blettner
amount. The most recent claim number (also known asthe ICN (internal | Blvd

control number)) must be indicated on the Madison WI

Adjustment/Reconsideration Request form. This number may be |53784
the result of a ForwardHed th-initiated adjustment.

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

This exception occurs when aclaim isinitially received by | To receive consideration, the following documentation | ForwardHealth
the deadline but is denied due to a discrepancy between the |must be submitted within 455 days from the DOS: Good
member's enrollment information in ForwardHealth Faith/Timely
interChange and the member's actual enrollment. . A copy of remittance information showing the |Filing

claim was submitted in atimely manner and Ste 50

denied with a qualifying enrollment-related 313 Blettner

explanation. Blvd
. A photocopy of one of the following indicating | Madison WI
enrollment on the DOS: 53784

o Temporary Identification Card for
Express Enrollment in BadgerCare Plus.

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

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

o The transaction log number received
through WiCall.

Description of the Exception Documentation Requirements Submission
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Address
This exception occurs when ForwardHealth | If a subsequent provider submission is required, the request must be | ForwardHealth
reconsiders a previously processed claim. submitted within 90 days from the date of the RA (Remittance Timely Filing
ForwardHealth will initiate an adjustment on | Advice) message. A copy of the RA message that shows the Ste 50
aprevioudly paid claim. ForwardHealth-initiated adjustment must be submitted with the 313 Blettner
request. Blvd
Madison WI
53784

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

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when claims submitted to Medicare (within 365 days | To receive consideration, the ForwardHealth

of the DOS) are denied by Medicare after the 365-day submission deadline. | following must be submitted within 90 | Timely Filing
A waiver of the submission deadline will not be granted when Medicare days of the Medicare processing date: | Ste 50

denies a claim for one of the following reasons: 313 Blettner
. A copy of the Medicare Blvd
. The charges were previously submitted to Medicare. remittance information. Madison WI
. The member name and identification number do not match. . The appropriate Medicare 53784
. The services were previously denied by Medicare. disclaimer code must be
. The provider retroactively applied for Medicare enrollment and did indicated on the claim.

not become enrolled.

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

Address

This exception occurs when a claim cannot be | To receive consideration, the request must be submitted within 180 | ForwardHealth
submitted within the submission deadline due to | days from the date the backdated enrollment was added to the Timely Filing
adelay in the determination of a member's member's enrollment information. In addition, "retroactive Ste 50
retroactive enrollment. enrollment” must be indicated on the claim. 313 Blettner
Blvd

Madison WI
53784
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Archive Date:01/04/2016

Coordination of Benefits:Commercial Health I nsurance

Topic #595

Assignment of | nsurance Benefits

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

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

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

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

Topic #344

Claimsfor Services Denied by Commercial Health
|nsurance

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

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

Topic #598

Commercial Fee-for-Service

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

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

Topic #601

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

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

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

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

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

Topic #602

Discounted Rates

Providers of services that are discounted by commercial health insurance should include the following information on claims or on the
Explanation of Medical Benefits form, as applicable:

. Their usual and customary charge.
. The appropriate other insurance indicator.
. Theamount, if any, actually recelved 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. This is accomplished
by following the process indicated in the following steps. Providers are required to prepare complete and accurate documentation of
effortsto bill commercial health insurance to substantiate other insurance indicators used on any claim.

Step 1. Determine if the Member Has Commer cial Health I nsurance

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

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

Step 2. Determineif the Service Requires Other Health Insurance Billing

If the service requires other health insurance billing, the provider should proceed to Step 3.
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If the service does not require other health insurance billing, the provider should proceed in one of the following ways:

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

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

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

Step 3. Identify Assignment of Commercial Health Insurance Benefits

The provider should verify whether commercia 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 commercia health insurance and proceed to Step 4.
. If the member isassigned insurance benefits, the provider may submit a claim (without billing commercial health insurance)
using the appropriate other insurance indicator or complete the Explanation of Medical Benefits form, as applicable.

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

Step 4. Bill Commercial Health Insurance and Follow Up
If commercial health insurance denies or partially reimbursesthe provider for the claim, the provider may proceed to Step 5.

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

Step 5. Submit Claim to ForwardHealth

If only partial reimbursement isreceived, if the correct and complete claim is denied by commer cial health insurance, or if
commer cial health insurance does not respond to the original and follow-up claims, the provider may submit a claim to
ForwardHealth using the appropriate other insurance indicator or complete the Explanation of Medical Benefits form, as applicable.
Commercia remittance information should not be attached to the claim.

Topic #18497

Explanation of M edical Benefits Form Requirement

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

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

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

Use of the ForwardHealth Explanation of Medical Benefits form is mandatory; providers are required to use an exact copy.
ForwardHealth will not accept alternate versions (i.e., retyped or otherwise reformatted) of the Explanation of Medical Benefits form.
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The Explanation of Medical Benefits form requirement for paper claims and adjustments is intended to help ensure consistency with
electronic claims and adjustments submitted via the ForwardHealth Portal or using an 837 (837 Health Care Claim) transaction
(including those submitted using PES (Provider Electronic Solutions) software or through a clearinghouse or software vendor).

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

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

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

Ink, Data Alignment, and Quality Standardsfor Paper Claim Submission

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

Topic #263

Members Unableto Obtain Services Under Managed Care
Plan

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 custodial parent refuses to use the coverage.

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

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

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

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

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

Topic #604

Non-Rembursable Commercial Health | nsurance Services

Providers are not reimbursed for the following:

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

Topic #605

Other Insurancelndicators

Other insurance indicators are used to report results of commercial health insurance billing and to report when existing insurance was not
billed. Providers are required to use these indicators as applicable on professional, institutional, or dental claims or on the Explanation of

Medical Benefits form, as applicable, submitted for members with commercia health insurance. The intentional misuse of other insurance
indicators to obtain inappropriate reimbursement constitutes fraud.

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

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

. Commercial health insurance does not cover the service provided.

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

Code|Description

OI-P |PAID in part or in full by commercia health insurance or commercial HMO. Indicate the amount paid by commercial health
insurance to the provider or to the insured.

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

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

. The member denied coverage or will not cooperate.

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

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

. Benefits are exhausted.

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

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

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

. The service does not require other health insurance billing.

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

Documentation Requirements

Providers are required to prepare and maintain truthful, accurate, complete, legible, and concise documentation of efforts to bill
commercial health insurance sources to substantiate other insurance indicators used on any claim, according to DHS 106.02(9)(a), Wis.
Admin. Code.
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Topic #4657

Other Insurance Indicators on American Dental Association Claim Forms

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

When a member's enroliment is confirmed in Wisconsin's EVS (Enroliment Verification System), one of eight other insurance indicators
identifying the member's other insurance coverage may be indicated, if applicable. The following isalist of the indicators and
descriptions:

. DEN — Commercia Dental Insurance.

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

. SUP — Medicare Supplement.

. BLU — BlueCross and BlueShield.

. WPS — Wisconsin Physicians Service.

. CHA — TriCare.

. HPP — Wausau Health Protection Plan.

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

Insurance Indicator " DEN"

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

Service Type Service Codes
Diagnostic  |Exams D0120-D0170

X-rays D0270-D0274

Preventive  |prophylaxis, Fluoride |D1110-D1202

Sealants D1351

Space maintainers D1510-D1515, D1550

Restorative |Fillings D2140-D2394
Crowns D2390, D2920-D2933

Endodontic  |Root canals D3310-D3330

Periodontic | Gingivectomy D4210-D4211
Scaling D4341-D4342

Full-mouth debridement|D4355

Prosthodontic|pentures D5110-D5212, D5510-D5761
Bridges D6930-D6940, D6980-D6985
Extractions |Extractions D7111-D7250
Surgical Surgeries D7260-D7780, D7840-D7850, D7910-D7991
Orthodontic |Orthodontia D8010-D8680, D8692

Insurance Indicator "HMQO"
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When the EV Sindicates the code "HMO" for other coverage, submit claims for the following CDT procedure codes to the commercial
HMO prior to billing these procedures to ForwardHealth. The provider must be a member of the commercial HMO to receive
reimbursement.

Service Type Service Codes
Diagnostic Exams D0120-D0170
Preventive Cleanings |D1110-D1120
Restorative Fillings D2140-D239%4
Ora and Maxillofacial Surgery |Extractions|D7111-D7250
Surgical Surgeries |D7260-D7780, D7840-D 7850, D7910-D7991

Insurance I ndicator " SUP"

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

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

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

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

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

Topic #603

Services Not Requiring Commercial Health Insurance
Billing
Providers are not required to bill commercia 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.

. Personal care services.

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

. SMV (specidized medical vehicle) services.

Topic #769

Services Requiring Commercial Health Insurance Billing
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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.

. Dental services.

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

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

. Hospice services.

. Hospital services, including inpatient or outpatient.

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

. Laboratory services.

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

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

. PT (physica 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 a woman whose primary diagnosis indicates a high-risk pregnancy do not require commercid health
insurance billing.

. Pharmacy services for members with verified drug coverage.

. Podiatry services.

. PDN (private duty nursing) services.

. Radiology services.

. RHC (rural health 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 bill the following services to commercial
health insurance before submitting claims to ForwardHealth:

. Ophthalmology services.
. Optometrist services.

If ForwardHealth 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 iswithin 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.
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ForwardHealth has identified services requiring Medicare Advantage billing.
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Medicare

Topic #664

Acceptance of Assignment

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

A Medicare-enrolled provider performing a Medicare-covered service for adual eligible or 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 ForwardHeal th.

Topic #668

Claims Processed by Commercial Insurance That Is
Secondary to Medicare

If acrossover claimis 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 or Explanation of
Medical Benefits form, as applicable.

Topic #670

Claims That Do Not Require Medicare Billing

For services provided to dual eligibles, professiona, ingtitutional, and dental claims should be submitted to ForwardHea th without first
submitting them to Medicare in the following situations:

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

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

Topic #704
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Claims That Fail to Cross Over

ForwardHealth must be able to identify the billing provider in order to report paid or denied Medicare crossover claimsinformation 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:

. Thebilling 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 ForwardHealth is required to identify the provider and is not
indicated on the automatic crossover claim.

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

Topic #667

Claimsfor Services Denied by Medicare

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

Topic #671

Crossover Claims

A Medicare crossover claim is a Medicare-allowed claim for a dual 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 fiscd intermediary.
. Medicare Part B carrier.
. Medicare DME (durable medical equipment) regiona carrier.
. Medicare Advantage Plan.
. Railroad Retirement Board carrier (also known as the Railroad Medicare carrier).

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

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

Automatic Crossover Claims

An automatic crossover claimis aclaim that Medicare automatically forwards to ForwardHealth by the COBC (Coordination of
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Benefits Contractor).
Claims will be forwarded if the following occur:

. Medicare has identified that the services were provided to a dual €ligible or a QMB-Only member.
. Theclamisfor 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
situaions:

. 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.

. Theclaim isfor amember who is enrolled in Medicare and commercia health insurance that is secondary to Medicare (e.g.,
Medicare Supplemental).

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

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

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

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

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

. Paper claim form.

Topic #672

Definition of Medicare

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

Medicare coverage is divided into four parts:

. Pat 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.

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

Published Policy Through December 31, 2015

Dental Page 82 of 392



Wisconsin Medicaid

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

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

Topic #684

Dual Eligibles

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

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

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

Topic #669

Exhausting M edicare Coverage

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

Adjustment Request for Crossover Claim

The provider may submit a paper or electronic adjustment request. If submitting a paper Adjustment/Reconsideration Reguest (F-
13046 (08/15)) form, the provider should complete and submit the Explanation of Medical Benefits form, as applicable.

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.

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

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

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

. Theclam isfor 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 requirements in addition
to the following:

. For electronic claims, indicate the Medicare payment.
. For paper claims, the provider is required to do the following:
o Complete the Explanation of Medical Benefits form.

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

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

* Inthissituation, atimely filing appeal s request may be submitted if the services provided are beyond the claims submission deadline. The provider is
required to indicate "retroactive enrolIment" on the provider-submitted crossover claim and submit the claim with the Timely Filing Appeals Request
(F-13047 (08/15)) form and Explanation of Medical Benefitsform, as applicable. 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 a dual eligible that is covered by BadgerCare Plus or Wisconsin Medicaid,
the provider may proceed as follows:

. Bill commercid 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 on the claim or the Explanation of Medical Benefits form, as applicable. A copy of
Medicare remittance information should not be attached to the claim.

Crossover Claim Previously Reimbursed
A crossover claim may have been previoudly 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 eligibles 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 federal CMS
(Centers for Medicare and Medicaid Services) and agree to provide al Medicare benefits to Medicare beneficiaries for afee. Providers
may contact Medicare for alist of Medicare Advantage Plansin Wisconsin and the insurance companies with which they are associated.

Paper Crossover Claims

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

Reimbursement Limits

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 #6388
M edicar e Disclaimer Codes
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Medicare disclaimer codes are used to ensure consistent reporting of common billing situations for dua dligibles. 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 on the claim or the Explanation of Medical Benefits form, as applicable.

Code|Description

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

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

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

. The member is eligible for Medicare Part A.

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

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

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

. The member is eligible for Medicare Part B.

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

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

For Medicare Part A, use M-8 in the following instances (all three criteria must be met):

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

. The member is eligible for Medicare Part A.

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

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

. The member is eligible for Medicare Part B.
. Theserviceis usualy covered by Medicare Part B but not in this circumstance (e.g., member's diagnosis).

Documentation Requirements

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

Topic #689
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M edicare 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 aMedicare Part A service to adua eligible.
. Heor she can be enrolled in Medicare.

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

Servicesfor Qualified Medicare Beneficiary-Only Members

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

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

Resubmitting M edicare Crossover Claimswith Late Fees

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

Paper Claim Submissions

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

Electronic Claim Submissions

When resubmitting a claim via the Portal or an electronic 837 transaction (including PES (Provider Electronic Solutions) software
submissions), providers are required to balance the claim's paid amount to reflect the amount Medicare would have paid before
Medicare subtracted a late fee. Thisis the amount that ForwardHealth considers when adjudicating the claim. To balance the claim's
paid amount, add the late fee to the paid amount reported by Medicare. Enter this amount in the Medicare paid amount field.
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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 atotal of $80.00. The claim
should report the Medicare paid amount as $80.00.

Topic #690

M edicar e Retr oactive Eligibility

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

Topic #895

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 dual 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 M edicar e Beneficiary-Only Members

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

Raimbursement for Crossover Claims
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Professional Crossover Claims

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

Total payment for 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-alowed 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-allowed amount (e.g., maximum allowable fee) $90 |$110 |$75
Medicare payment $80 |$80 [$80
Medicaid payment $10 [$20 |$0

Outpatient Hospital Crossover Claims

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

| npatient Hospital Services

State law limits reimbursement for coinsurance, copayment and deductible of Medicare Part A-covered inpatient hospital services for
dual 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 serviceisthe 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.

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

, Example
Explanation
2 3
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Provider's hilled 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 Advantage 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 (personal 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 hill the following services to the Medicare Advantage Plan before
submitting claims to ForwardHedl th:

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

ForwardHealth has identified services requiring commercial health insurance billing.
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Other Coverage Information

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 awritten explanation.

Topic #4941

Coverage Discrepancies

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

Topic #609

| nsur ance Disclosure 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 commercia health insurance, ForwardHealth revises the
member's enrollment file with the most current information.

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

Topic #610

Maintaining Accurate and Current Records

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

. Insurance Disclosure program.

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

. Members.

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

Topic #4942

Reporting Discrepancies

Providers are encouraged to report discrepancies to ForwardHealth by submitting the Other Coverage Discrepancy Report (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 claimis denied because the EV S indicates commercia 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 billing is to reduce costs by ensuring that providers receive maximum reimbursement from other health
insurance sources that are primary to BadgerCare Plus or Wisconsin Medicaid. For example, a provider-based billing claim is created
when BadgerCare Plus or Wisconsin Medicaid pays a claim and later discovers that other coverage exists or was made retroactive.
Since BadgerCare Plus and Wisconsin Medicaid benefits are secondary to those provided by most other health insurance sources,
providers are required to seek reimbursement from the primary payer, as stated in DHS 106.03(7), Wis. Admin. Code.

Topic #658

Questions About Provider-Based Billing

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

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

Topic #661

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

. A notification letter.

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

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

Topic #659

Responding to ForwardHealth After 120 Days

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

Madison WI| 53784

The other health insurance source reimburses or . A claim according to normal claims submission |ForwardHedth

partialy reimburses the provider-based hilling procedures (do not use the prepared provider- |Claims and Adjustments

claim. based hilling claim). 313 Blettner Blvd

. The appropriate other insurance indicator on the |Madison WI 53784
claim or complete and submit the Explanation of
Medical Benefits form, as applicable.

. The amount received from the other health
insurance source on the claim or complete and
submit the Explanation of Medical Benefits form,

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

. The appropriate other insurance indicator or Madison WI 53784
Medicare disclaimer code on the claim or
complete and submit the Explanation of Medica
Benefits form, as applicable.

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

. The appropriate other insurance indicator on the |Madison W1 53784
claim or complete and submit the Explanation of
Medical Benefits form, as applicable.

Beyond Claims Submission Deadlines

Scenario Documentation Requirement Submission Address
The provider discovers through the . A claim (do not use the prepared provider-based billing | ForwardHealth
EVSthat ForwardHealth has claim). Timely Filing
removed or enddated the other health . A Timely Filing Appeals Request (F-13047 (08/15)) |Ste 50
insurance coverage from the form according to normal timely filing appeds 313 Blettner Blvd
member's file. 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 appeal's 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 commercial health insurance
carrier reimburses or partially
reimburses the provider-based hilling
claim.

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

claim).

. Indicate the appropriate other insurance indicator on the

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

. Indicate the amount received from the commercial

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

. A Timely Filing Appeals Request form according to

normal timely filing appeals procedures.

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

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

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

claim).

. The appropriate other insurance indicator or Medicare

disclaimer code on the claim or complete and submit
the Explanation of Medical Benefits form, as applicable.

. A Timely Filing Appeals Request form according to

normal timely filing appeals procedures.

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

following:

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

. The DOS, other health insurance source, billed amount,

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

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

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

Dental

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

claim).

. The appropriate other insurance indicator on the claim
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claim. or complete and submit the Explanation of Medical 313 Blettner Blvd
Benefits form, as applicable. Madison WI 53784
. A Timely Filing Appeals Request form according to
normal timely filing appeal's procedures.
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 (Enroliment 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 billing 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 through
the EV'S that ForwardHealth
has removed or enddated the
other health insurance
coverage from the member's
file.

. The Provider-Based Billing Summary.
. Indication that the EV'S no longer reports the member's other
coverage.

ForwardHealth
Provider-Based Billing
PO Box 6220

Madison WI 53716-0220
Fax (608) 221-4567

The provider discovers that the
member's other coverage
information (i.e., enrollment
dates) reported by the EVSis
invalid.

. The Provider-Based Billing Summary.
. One of the following:
o The name of the person with whom the provider spoke and
the member's correct other coverage information.
o A printed page from an enrollment website containing the
member's correct other coverage information.

ForwardHealth
Provider-Based Billing
PO Box 6220

Madison WI 53716-0220
Fax (608) 221-4567

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

Dental

. The Provider-Based Billing Summary.

. A copy of the remittance information received from the other health
insurance source.

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

. A copy of the Explanation of Medical Benefits form, as applicable.

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

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

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

o

o

Remittance information from the other health insurance
source.

A letter from the other health insurance source indicating a
policy termination date that precedes the DOS.
Documentation indicating that the other health insurance
source paid the member.

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

A copy of the Explanation of Medical Benefits form, as
applicable.

. 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
Provider-Based Billing
PO Box 6220

Madison WI 53716-0220
Fax (608) 221-4567

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

. The Provider-Based Billing Summary.

. Indication that no response was received by the other health
insurance source.

. Indication of the dates that the initial and follow-up provider-based
billing claims were submitted to the other health insurance source.

ForwardHealth
Provider-Based Billing
PO Box 6220

Madison WI 53716-0220
Fax (608) 221-4567

Topic #663

Submitting Provider-Based Billing Claims

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

Dental
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Reimbursement for Services Provided for Accident Victims

Topic #657

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

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

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

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

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 liabilities, rather than seeking reimbursement from

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

Costs

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

Topic #3826

Seeking Payment from Settlement

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

Topic #827

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
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settlement that may follow. Once a claim is submitted to ForwardHealth, the provider may not decide to seek reimbursement for that

claimin aliability settlement. Refunding payment and then seeking payment from a settlement may congtitute a felony. If a settlement
occurs, ForwardHealth retains the sole right to recover medical costs.

Providers are reguired to indicate an accident-related diagnosis code on claims when services are provided to an accident victim. If the

member has other health insurance coverage, the provider is required to exhaust the other health insurance sources before submitting the
claim to ForwardHealth.
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Covered and Noncovered
Services
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Archive Date:01/04/2016

Covered and Noncovered Services.Adjunctive General Services

Topic #2901

An Overview

BadgerCare Plus's coverage of adjunctive general services includes the following services:

. Anesthesia.

. Professiond visits.

. Unclassified treatment.
. Miscellaneous services.

Topic #2887

Anesthesia Coverage for Children

Deep sedation, nitrous oxide inhalation, and conscious sedation (D9220, D9230, D9241, D9248) for members up to age 20 may be
provided by oral surgeons and pediatric dentists. Only one of these services may be performed on the same DOS (date of service), per
member.

Nitrous oxide inhalation is not reimbursable for members ages 21 and older.

Topic #2846

| npatient and Outpatient Hospital Services

BadgerCare Plus covers inpatient and outpatient hospitalization on an emergency and non-emergency (elective) basis for all dental
Services.

Hospitalization for the express purpose of controlling apprehension is not a Medicaid-reimbursable service. This policy appliesto
inpatient or outpatient hospital and ASCs (ambulatory surgery centers).

Examples of conditions that providers are required to document in the member's medical record when providing treatment in a hospital
include, but are not limited to, the following:

. Memberswith physical or developmental disabilities resulting in uncontrolled behavior.

. Children who require extensive operative procedures.

. Members who are hospitalized.

. A physician requests a dental consultation.

. Geriatric patients who require monitoring of vital signs.

. Members who have a medical history of uncontrolled bleeding, severe cerebral palsy, or uncontrolled diabetes.

. Members who require extensive oral and maxillofacial procedures, such as orthognathic surgery, cleft palate surgery, or TMJ
(temporomandibular joint) surgery.

Hospital calls are limited to two visits per stay and are only allowable in hospitals and ASCs.

Topic #2902
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Palliative (Emergency) Treatment

Emergency services are defined as services that must be provided immediately to relieve pain, swelling, acute infection, trismus, fever, or
trauma. For BadgerCare Plus purposes, palliative (emergency) treatment is treatment of dental pain — minor procedures that do not fit
into the restorative, endodontic, periodontal, or oral and maxillofacia surgery covered services described in this handbook. Palliative
treatment and definitive treatment cannot be performed on the same tooth on the same DOS (date of service).
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Codes

Topic #6717

Administration Procedure Codesfor Provider-
Administered Drugs

For provider-administered drugs administered to members enrolled in BadgerCare Plus HMOs, Medicaid SSI (Supplemental Security
Income) HMOs, and most special MCOs (managed care organizations), all CPT (Current Procedural Terminology) administration
procedure codes should be indicated on claims submitted for reimbursement to the member's MCO.

Topic #2806

Area of Oral Cavity Codes

BadgerCare Plus has identified allowable areas of oral cavity codes for dental services providers.

Note: BadgerCare Plus does not require an area of oral cavity code for al dental services.

Area of Oral Cavity Code|Description

01 Maxillary

02 Mandibular

10 Upper right quadrant

20 Upper left quadrant

30 Lower left quadrant

40 Lower right quadrant
Topic #2807

Dental Hygienist Allowable Services

Dental hygienists may be reimbursed for the following procedures only:

. D0191 — Assessment of a patient.

. D1110 — Prophylaxis — adult.

. D1120 — Prophylaxis — child.

. D1206 — Topica application of fluoride varnish.

. D1208 — Topical application of fluoride.

. D1351 — Sealant — per tooth.

. D4341 — Periodontal scaling and root planing — four or more teeth per quadrant.

. D4342 — Periodontal scaling and root planing — one to three teeth per quadrant.

. D4355 — Full mouth debridement to enable comprehensive evaluation and diagnosis.
. D4910 — Periodontal maintenance.

Providers are required to obtain PA (prior authorization) for certain specified services before delivery of that service. The procedure
codes that always require PA are D4341, D4342, and D4910. Procedure code D4355 requires PA when performed on children
through the age of 12.
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Refer to the appropriate dental service category (i.e., diagnostic, preventative, or periodontics) for coverage limitations.

Topic #2824

Diagnosis Codes

Current Dental Terminology Codes

Dentists are not required to indicate a diagnosis code on ADA (American Dental Association) 2012 Claim Forms, 837D (837 Health
Care Claim: Denta) transactions, or on PA (prior authorization) requests with CDT (Current Dental Terminology) procedure codes.

Other Procedure Codes

Diagnosis codes indicated on 1500 Health Insurance Claim Forms and 837P (837 Health Care Claim: Professional) transactions (and
PA requests when applicable) must be from the ICD (International Classification of Diseases) coding structure. Etiology ("E") and
manifestation ("M") codes may not be used as a primary diagnosis.

Providers are responsible for keeping current with diagnosis code changes. Those 1500 Health Insurance Claim Forms and 837P
transactions (and PA requests when applicable) received with a CPT (Current Procedural Terminology) code but without an allowable
ICD diagnosis code are denied.

Topic #2816

Modifiers

Oral surgeons and oral pathologists submitting 1500 Health Insurance Claim forms and 837P (837 Health Care Claim: Professional)
transactions with CPT (Current Procedural Terminology) codes for oral surgeries are to use modifier "80" (Assistant surgeon) on claims
to designate when a provider assists at surgery.

Topic #2841

Oral Surgery CPT Procedure Codes

Covered oral surgery services, identified by allowable CPT (Current Procedural Terminology) procedure codes, are listed in the
following table. Oral surgeons, oral pathologists, and dentists electing CPT claims submission are required to indicate these codes on
claimsinstead of the ADA (American Dental Association) oral surgery codes that do not require tooth modifiers.

Thisisnot acomplete list of CPT codes covered under BadgerCare Plus Standard Plan and Medicaid.

Procedure Code Description Allowable M odifier

15115 Epidermal autograft, face, scalp, eyelids, mouth, neck, ears, orbits, genitalia, hands,
feet, and/or multiple digits; first 200 sq cm or less, or one percent of body area of
infants and children

15116 Epidermal autograft, face, scalp, eyelids, mouth, neck, ears, orbits, genitalia, hands, 80 (Assistant
feet, and/or multiple digits; each additional 100 sq cm, or each additional one percent |surgeon)

of body area of infants and children, or part thereof (List separately in addition to code
for primary procedure)

15135 Dermal autograft, face, scalp, eyelids, mouth, neck, ears, orbits, genitalia, hands, feet,
and/or multiple digits; first 100 sq cm or less, or one percent of body area of infants
and children
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15136 each additional 100 sg cm, or each additional one percent of body area of infantsand |80
children, or part thereof (List separately in addition to code for primary procedure)
15155 Tissue cultured epidermal autograft, face, scalp, eyelids, mouth, neck, ears, orbits,
genitalia, hands, feet, and/or multiple digits; first 25 sq cm or less
15156 additional 1 sqcmto 75 sg cm (List separately in addition to code for primary
procedure)
15157 each additional 100 sq cm, or each additional one percent of body area of infants and
children, or part thereof (List separately in addition to code for primary procedure)
15175 Acellular dermal replacement, face, scalp, eyelids, mouth, neck, ears, orbits, genitalia,
hands, feet, and/or multiple digits; first 100 sg cm or less, or one percent of body area
of infants and children
15176 each additional 100 sq cm, or each additiona one percent of body area of infantsand |80
children, or part thereof (List separately in addition to code for primary procedure)
42325 Fistulization of sublingual salivary cyst (ranula);
42326 with prosthesis
Topic #2814

Place of Service Codesfor Dental Treatment

The following table lists alowable POS (place of service) codes for dental services.

03 School
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
15 Mobile Unit
21 Inpatient Hospital
22 Outpatient Hospital
23 Emergency Room — Hospital
24 Ambulatory Surgical Center
31 Skilled Nursing Facility
32 Nursing Facility
50 Federally Qualified Health Center
51 Inpatient Psychiatric Facility
54 Facilities for Developmental Disabilities
71 State or Local Public Health Clinic
72 Rural Health Clinic
Topic #2449
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Place of Service Codesfor Oral Surgeons

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

POS Code Description

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

11 Office

12 Home

15 Mobile Unit

20 Urgent Care Facility

21 Inpatient Hospital

22 Outpatient Hospital

23 Emergency Room — Hospita

24 Ambulatory Surgical Center

31 Skilled Nursing Facility

32 Nursing Facility

33 Custodial Care Facility

34 Hospice

50 Federally Qualified Health Center

51 Inpatient Psychiatric Facility

54 Facilities for Developmental Disabilities

61 Comprehensive Inpatient Rehabilitation Facility
71 Public Health Clinic

72 Rural Health Clinic

Topic #2808

Standard Plan/M edicaid Diagnostic, Preventive,
Restor ative, Endodontics, Periodontics, General Codes

The following procedure codes are reimbursed under the BadgerCare Plus Standard Plan and Medicaid.

D0100-D0999 Diagnostic

Covered diagnostic services are identified by the allowable CDT (Current Dental Terminology) procedure codes listed in the following
tables. Reimbursement is allowable only for services that meet al program requirements. This includes documenting the medical
necessity of servicesin the member's medical record.

Code

Prior

Description of Service Authorization?

Limitations and Requirements

Dental

Clinical Oral Examinations
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D0120 |Periodic ora evaluation No One per six-month period, per provider, for members under the
age of 21.
D0140 |Limited oral evaluation — problem No One per six months, per provider.
focused
D0150 |Comprehensive oral evaluation — new |No One per three years, per provider.
or established patient
D0160 |Detailed and extensive oral evduation |No One per three years, per provider.
— problem focused, by report
D0170 |Re-evauation limited, problem focused |No Allowed once per year, per provider.
(established patient; not post-operative Allowable in office or hospital POS (place of service).
visit)
D0191 |Assessment of a patient No One per six months, per provider. Code hillable only by dental
hygienists.
Radiographs/Diagnostic | maging (I ncluding I nterpretation)
D0210 |Intraoral — complete series No3 One per three years, per provider.
(radiographic image) Not hillable within six months of other X-rays including D0220,
D0230, D0240, D0270, D0272, D0274, and D0O330 except in
an emergency.!

Panorex plus bitewings may be billed under D0210.

D0220 |periapical — first radiographic image |No One per day.
Not payable with D0210 on same DOS (date of service) or up
to six months after.?

D0230 |perigpica — each additiona No Up to three per day.
radiographic image Must be billed with D0220.
Not payable with D0210 on same DOS or up to six months
after.?
D0240 |occlusal radiographic image No Up to two per day.
Not payable with D0210 on same DOS.
D0250 |Extraoral — first radiographicimage |No Emergency only, one per day.
DO0260 |each additional radiographicimage ~ |No Emergency only, only two per day.l
Must be billed with D0250.
D0270 |Bitewing(s) — single radiographic No One per day, up to two per six-month period, per provider.
image Not payable with D0210, D0270, D0272, D0273, or D0274 on
same DOS or up to six months after.2
D0272 |two radiographic images No One set of bitewings per six-month period, per provider.

Not payable with D0210, D0270, D0272, D0273, or D0274 on
same DOS or up to six months after.2

D0273 |three radiographic images No One set of bitewings per six-month period, per provider.
Not payable with D0210, D0270, D0272, D0273, or D0274 on

same DOS or up to six months after.2

D0274 |four radiographic images No One set of bitewings per six-month period, per provider.
Not payable with D0210, D0270, D0272, D0273, or D0274 on

same DOS or up to six months after.2

D0330 |Panoramic radiographic image No3 One per day when another radiograph is insufficient for proper
diagnosis.
Not payable with D0210, D0270, D0272, D0273, or D0274.
D0340 |Cephalometric radiographic image No Orthodontia diagnosis only.

Allowable for members up to age 20.
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D0350 |Ord/facia photographic images No Allowable for members up to age 20.
Allowable for orthodontia or oral surgery.

Tests and Examinations

D0470 |Diagnostic casts No Orthodontia diagnosis only.
Allowed with PA (prior authorization) for members ages 21 and
over, at BadgerCare Plus's request (e.g., for dentures).

D0486 |Laboratory accession of transepithelial |No None.
cytologic sample, microscopic
examination, preparation and
transmission of written report

D0999 |Unspecified diagnostic procedure, by |Yes HealthCheck "Other Service." Use this code for up to two

report additional ora exams per year with a HealthCheck referral.
Allowable for members ages 13-20.

1 Retain records in member files regarding nature of emergency.
2 Six-month limitation may be exceeded in an emergency.
3 The same DOS limitation may not be exceeded in an emergency.

D1000-D1999 Preventive

Covered preventive services are identified by the allowable CDT procedure codes listed in the following table. Reimbursement is
alowable only for services that meet al program requirements. This includes documenting the medical necessity of servicesin the
member's medical record.

Prior

Code Description of Service Authorization?

Limitations and Requirements

Dental Prophylaxis

D1110 |Prophylaxis — adult No One per 12-month period, per provider, for ages 21 and older.
One per six-month period, per provider, for ages 13-20.
Allowable for membersages 13 or older.

Not payable with periodontal scaling and root planing or
periodontal maintenance procedure.

Soecial Circumstances: Up to four per 12-month period, per
provider, for permanently disabled member.

Retain documentation of disability that impairs ability to
maintain oral hygiene.

Allowable for Medicaid-enrolled dental hygienists.

D1120 |child No One per six-month period, per provider.

Allowable for membersup to age 12.

Special Circumstances: Up to four per 12-month period, per
provider, for permanently disabled members.

Retain documentation of disability that impairs ability to
maintain oral hygiene.

Allowable for Medicaid-enrolled dental hygienists.

Topical Fluoride Treatment (Office Procedure)

D1206 |Topical application of fluoride varnish  |No Up to two times per 12-month period for members between 0-
20 years of age.

Once per 12-month period for members 21 years of age and
older.
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Up to four times per 12-month period for a member who has an
oral hygiene-impairing disability.

Retain documentation of disability that impairs ability to
maintain oral hygiene.

Up to four times per 12-month period for a member with a high
cariesrisk.

Retain documentation of member's high cariesrisk.

Per CDT, not used for desensitization.

Not payable with periodontal scaling and root planing.
Allowable for Medicaid-enrolled dental hygienists.

D1208 |Topica application of fluoride No Up to two times per 12-month period for members between 0-
20 years of age.

Once per 12-month period for members 21 years of age and
older.

Up to four times per 12-month period for a member who has an
ora hygiene-impairing disability.

Retain documentation of disability that impairs ability to
maintain oral hygiene.

Up to four times per 12-month period for a member with a high
cariesrisk.

Retain documentation of member's high cariesrisk.

Not payable with periodontal scaling and root planing.
Allowable for Medicaid-enrolled dental hygienists.

Other Preventive Services

D1351 |Sealant — per tooth No Retain documentation regarding medical necessity of sedants
placed on teeth other than permanent molars (1, 4-13, 16, 17,
20-29, 32,51-82, A-T, AS-TS).

Allowable for membersup to age 20.

Narrative required in order to exceed once per three-year
limitation.

Allowable for Medicaid-enrolled dental hygienists.

Space Maintenance (Passive Applicances)

D1510 |Space maintainer — fixed unilateral No First and second primary molar only (tooth letters A, B, I, J, K,
L, S and T only).

Limited to four per DOS; once per year, per tooth.

Narrative required to exceed frequency limitation.

Allowable for members up to age 20.

D1515 |fixed bilatera No Once per year, per arch.

Narrative required to exceed frequency limitation.
Allowable for members up to age 20.

Applicable area of the oral cavity (either 01 [maxillary] or 02
[mandibular]) required on claim form.

D1550 |Recementation of space maintainer No Limited to two per DOS.
Allowable for members up to age 20.

D1555 |Removal of fixed space maintainer No

D2000-D2999 Restor ative

Covered restorative services are identified by the allowable CDT procedure codes listed in the following table. Reimbursement is
alowable only for services that meet al program requirements. This includes documenting the medical necessity of services in the
member's medical record.
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Prior

Code Description of Service Authorization?

Limitations and Requirements

Amalgam Restorations (I ncluding Polishing)

D2140 |Amagam — one surface, primary or  |No Primary teeth: Once per tooth, per year, per provider! (tooth
permanent letters A-T and AS-TS only).

Permanent teeth: Once per tooth, per three years, per provider!
(tooth numbers 1-32 and 51-82 only).

D2150 |two surfaces, primary or permanent  |No Primary teeth: Once per tooth, per year, per provider! (tooth
letters A-T and AS-TS only).

Permanent teeth: Once per tooth, per three years, per provider’
(tooth numbers 1-32 and 51-82 only).

D2160 three surfaces, primary or permanent  |No Primary teeth: Once per tooth, per year, per provider! (tooth
letters A-T and AS-TS only).

Permanent teeth: Once per tooth, per three years, per provider’
(tooth numbers 1-32 and 51-82 only).

D2161 |four or more surfaces, primary or No Primary teeth: Once per tooth, per year, per provider! (tooth
permanent letters A-T and AS-TS only).

Permanent teeth: Once per tooth, per three years, per provider!
(tooth numbers 1-32 and 51-82 only).

Resin-Based Composite Restorations — Direct

D2330 |Resin— one surface, anterior No Primary teeth: Once per tooth, per year, per provider.l
Permanent teeth: Once per tooth, per three years, per provider.!
Allowed for Class | and Class V only (tooth numbers 6-11, 22-
27, C-H, M-R, 56-61, 72-77, CS-HS, and MS-RS only).

D2331 |two surfaces, anterior No Primary teeth: Once per tooth, per year, per provider.l
Permanent teeth: Once per tooth, per three years, per provider.
Allowed for Class |11 only (tooth numbers 6-11, 22-27, C-H,
M-R, 56-61, 72-77, CS-HS, and MS-RS only).

D2332 |three surfaces, anterior No Primary teeth: Once per tooth, per year, per provider.
Permanent teeth: Once per tooth, per three years, per provider.
Allowed for Class |11 and Class IV only (tooth numbers 6-11,
22-27, C-H, M-R, 56-61, 72-77, CS-HS, and MS-RS only).

D2335 |four or more surfaces or involving No Primary teeth: Once per tooth, per year, per provider.!

incisal angle (anterior) Permanent teeth: Once per tooth, per three years, per provider.!
Allowed for Class IV only (tooth numbers 6-11, 22-27, C-H,
M-R, 56-61, 72-77, CS-HS, and MS-RS only).

Must include incisal angle.

Four surface resins may be billed under D2332, unless an incisal
angleisincluded.

D2390 |Resin-based composite crown, anterior INO Primary teeth: Once per year, per tooth (tooth letters D-G, DS
GSonly).

Permanent teeth: Once per five years, per tooth (tooth numbers
6-11, 22-27, 56-61, 72-77 only.) Limitation can be exceeded
with narrative for children?, and with PA for adults greater than

age 20.2
D2391 |Resin-based composite — one surface, |INo Primary teeth: Once per year, per provider, per tooth! (tooth
posterior lettersA, B, 1,J K,L,S,T,AS, BS, IS, JS, KS, LS, SS, and
TSonly).
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Permanent teeth: Once per three years, per provider, per tooth!
(tooth numbers 1-5, 12-21, 28-32, 51-55, 62-71, and 78-82

only).
D2392 |Resin-based composite — two No Primary teeth: Once per year, per provider, per tooth (tooth
surfaces, posterior lettersA, B, I, J K,L,S T, AS,BS, IS, JS, KS, LS, SS, and
TSonly).

Permanent teeth: Once per three years, per provider, per tooth!
(tooth numbers 1-5, 12-21, 28-32, 51-55, 62-71, and 78-82

only).
D2393 |Resin-based composite — three No Primary teeth: Once per year, per provider, per tooth! (tooth
surfaces, posterior lettersA, B, 1, J,K,L,S, T, AS,BS, IS, JS, KS, LS, SS, and
TS only).

Permanent teeth: Once per three years, per provider, per tooth’
(tooth numbers 1-5, 12-21, 28-32, 51-55, 62-71, and 78-82

only).
D2394 |Resin-based composite — four or No Primary teeth: Once per year, per provider, per tooth! (tooth
more surfaces, posterior lettersA, B, 1, J,K, L, S, T,AS, BS, IS, JS,KS, LS, SS, and
TS only).

Permanent teeth: Once per three years, per provider, per tooth!
(tooth numbers 1-5, 12-21, 28-32, 51-55, 62-71, and 78-82

only).
Crowns — Single Restorations Only
D2791 |Crown — full cast predominantly base |No Once per year, per primary tooth; once per five years, per
metal permanent tooth? (tooth numbers 1-32, A-T, 51-82, and AS-

TS.) Reimbursement is limited to the rate of code D2933.
Upgraded crown. No dentist is obligated to complete this type of

crown.
Other Restorative Services
D2910 |Recement inlay, onlay or partid No Tooth numbers 1-32, 51-82 only.
coverage restoration
D2915 |Recement cast or prefabricated post  |No Tooth numbers 1-32, A-T, 51-82, AS-TS.
and core
D2920 |Recement crown No Tooth numbers 1-32, A-T, 51-82, AS-TS.
D2930 |Prefabricated stainless steel crown —  |No Once per year, per tooth (tooth letters, A-T and AS-TS only).?
primary tooth
D2931 |permanent tooth No Once per five years, per tooth (tooth numbers 1-32 and 51-82
only).
D2932 |Prefabricated resin crown No Primary teeth: Once per year, per tooth (tooth letters D-G and
DS-GS only).
Permanent teeth: Once per five years, per tooth (tooth numbers
6-11, 22-27, 56-61, and 72-77 only.) Limitation can be
exceeded with narrative for children?, and with PA for adults
older than age 20.2
D2933 |Prefabricated stainless steel crown with [No Primary teeth: Once per year, per tooth (tooth letters D-G, DS
resin window GSonly).
Permanent teeth: Once per five years, per tooth (tooth numbers
6-11 and 56-61 only.) Limitation can be exceeded with narrative
for childrent, and with PA for adults older than age 20.2
D2934 |Prefabricated esthetic coated stainless |No Once per year, per tooth.
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steel crown — primary tooth Allowable age less than 21.
Tooth letters D-G and DS-GS only.
D2940 |Protective restoration No Not allowed with pulpotomies, permanent restorations, or
endodontic procedures (tooth numbers 1-32, A-T, 51-82, and
ASTS).
D2951 |Pin retention — per tooth, in addition |No Once per three years, per tooth (tooth numbers 1-32 and 51-82
to restoration only).1
D2952 |Post and core in addition to crown, No Once per tooth, per lifetime, per provider.
indirectly fabricated Tooth numbers 2-15, 18-31, 52-65, and 68-81 only.
Cannot be billed with D2954.
D2954 |Prefabricated post and core in addition |No Once per tooth, per lifetime, per provider.
to crown Tooth numbers 2-15, 18-31, 52-65, and 68-81 only.
Cannot be billed with D2952.
D2971 |Additional procedures to construct new |No Tooth numbers 2-15 and 18-31 only.
crown under existing partial denture
framework
D2999 |Unspecified restorative procedure, by |Yes HealthCheck "Other Service." Use this code for single-unit
report crown.
Allowable for members ages 0-20.

1 Limitation may be exceeded if narrative on claim demonstrates medical necessity for replacing a properly completed filling, crown, or
adding a restoration on any tooth surface. Limitation may be exceeded for non-prior authorized crowns by indicating medical necessity.

2 Frequency limitation may be exceeded only with PA.

D3000-D3999 Endodontics

Covered endodontic services are identified by the allowable CDT procedure codes listed in the following table. Reimbursement is
alowable only for services that meet al program requirements. This includes documenting the medical necessity of servicesin the
member's medical record.

— . Prior oo .
Code Description of Service Authorization? Limitations and Requirements
Pulpotomy
D3220 |Therapeutic pulpotomy (excluding fina |No Once per tooth, per lifetime.
restoration) removal of pulp coronal to Primary teeth only (tooth letters A-T and AS-TS only).

the dentinocemental junction and
application of medicament

D3221 |Pulpa debridement, primary and No Allowable for tooth numbers 2-15, 18-31, 52-65, and 68-81
permanent teeth only.

For primary teeth, use D3220.

Not to be used by provider completing endodontic treatment.

D3222 |Partia pulpotomy for apexogenesis— |NoO Allowable for members through age 12
permanent tooth with incomplete root
development
Endodontic Therapy (Including Treatment Plan, Clinical Procedures and Follow-Up Care)
D3310 |Endodontic therapy, anterior tooth No (see Normally for permanent anterior teeth.
(excluding final restoration) limitations) May be used to bill asingle canal on a bicuspid or molar (tooth
numbers 2-15, 18-31, 52-65, and 68-81 only, once per tooth,
per lifetime).
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Not alowed with sedative filling.
Root cand therapy on four or more teeth reguire PA.

D3320 |bicuspid tooth (excluding fina No (see Normaly for permanent bicuspid teeth.
restoration) limitations) May be used to bill two canals on a bicuspid or molar (tooth
numbers 2-5, 12-15, 18-21, 28-31, 52-55, 62-65, 68-71, and
78-81 only, once per tooth, per lifetime).
Not alowed with sedative filling.
Root cana therapy on four or more teeth require PA.
D3330 |moalar (excluding final restoration) Yes, if age>20 |Not covered for third molars.
Permanent teeth only (tooth numbers 2, 3, 14, 15, 18, 19, 30,
31, 53, 53, 64, 65, 68, 69, 80, and 81 only, once per tooth, per
lifetime).
Not allowed with sedative filling.
Root canal therapy on four or more teeth require PA.
Apexification/Recalcification Procedures
D3351 |Apexification/recalcification/pul pal No Permanent teeth only (tooth numbers 2-15, 18- 31, 52-65, 68-81
regeneration — initial visit (apical only).
closure/calcific repair of perforations, Not allowable with root canal therapy.
root resorption, pulp space disinfection, Bill the entire procedure under this code.
etc.) Allowable for members ages less than 21.
Apicoectomy/Periradicular Services
D3410 |Apicoectomy/periradicular surgery — |No Permanent anterior teeth only (tooth numbers 6-11, 22-27, 56-
anterior 61, and 72-77 only).
Not payable with root cana therapy on the same DOS.
Code does not include retrograde filling (D3430), which may be
billed separately.
D3430 |Retrograde filling — per root No Permanent anterior teeth only (tooth numbers 6-11, 22-27, 56-

61, and 72-77 only).
Not payable with root canal therapy on the same DOS.

D4000-D4999 Periodontics

Covered periodontal services are identified by the allowable CDT procedure codes listed in the following table. Reimbursement is
alowable only for services that meet al program requirements. This includes documenting the medical necessity of servicesin the
member's medical record.

Code

Description of Service

Prior
Authorization?

Limitations and Requirements

Surgical Services (Including Usual Postoperative Care)

D4210 |Gingivectomy or gingivoplasty — four |Yes Allowable area of oral cavity codes: 10 (upper right), 20 (upper
or more contiguous teeth or tooth left), 30 (lower left), and 40 (lower right).
bounded spaces per quadrant
D4211 |one to three contiguous teeth or tooth  |Yes Allowable area of ord cavity codes. 10 (upper right), 20 (upper
bounded spaces per quadrant left), 30 (lower left), and 40 (lower right).
Non-Surgical Periodontal Service
D4341 |Periodontal scaling and root planing — |Yes Allowable area of oral cavity codes: 10 (upper right), 20 (upper
four or more teeth per quadrant left), 30 (lower left), and 40 (lower right).
Allowable for members ages 13 and ol der.
Limited in most circumstances to once per three years per
quadrant.
Up to four quadrants per DOS are allowed when provided in
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hospital or ASC (ambulatory surgica center) POS.

Limited to two quadrants per DOS when provided in an office,
home, ECF (extended- care facility), or other POS, unless the PA
request provides sound medical or other logical reasons, including
long distance travel to the dentist or disability, which makes travel
to the dentist difficult, for up to four quadrants per DOS.

Not payable with prophylaxis or afluoride treatment.

D4342 |one to three teeth, per quadrant Yes Allowable area of oral cavity codes: 10 (upper right), 20 (upper
left), 30 (lower left), and 40 (lower right).

Allowable for members ages 13 and older.

Limited in most circumstances to once per three years per
quadrant.

Up to four quadrants per DOS are allowed when provided in a
hospital or ASC POS.

Limited to two quadrants per DOS when provided in an office,
home, ECF, or other POS, unless the PA request provides sound
medical or other logical reasons, including long distance travel to
the dentist or disability, which makes travel to the dentist difficult,
for up to four quadrants per DOS.

Not payable with prophylaxis or afluoride treatment.

D4355 |Full mouth debridement to enable No (see Full mouth code.

comprehensive evaluation and diagnosis|limitations) Excess calculus must be evident on an X-ray.
One per three years, per provider.

Billed on completion date only.

May be completed in one long appointment.
No other periodontal treatment (D4341, D4342, or D4910) can
be authorized immediately after this procedure.
Includes tooth polishing.

Not payable with prophylaxis.

Allowable for members ages 13 and older.
Allowable with PA for members ages 0-12.

Other Periodontal Services

D4910 |Periodontal maintenance Yes PA may be granted up to three years.

Not payable with prophylaxis.

Once per year in most cases.

Allowable for members ages 13 and ol der.

D4999 |Unspecified periodontal procedure, by |Yes HealthCheck "Other Service." Use this code for unspecified
report surgical procedure with a HealthCheck referral.
Allowable for members up to age 20.

D9000-D9999 Adjunctive General Services

Covered adjunctive general services are identified by the allowable CDT procedure codes listed in the following table. Reimbursement is
alowable only for services that meet al program requirements. This includes documenting the medical necessity of servicesin the
member's medical record.

Prior

Authorization? Limitations and Requirements

Code Description of Service

Unclassified Treatment

D9110 |Pdliative (emergency) treatment of No Not payable immediately before or after surgery.

dental pain — minor procedures Emergency only.

Limit of $62.50 reimbursement per DOS for al emergency
procedures done on asinale DOS.

Dental Published Policy Through December 31, 2015 Page 113 of 392



Wisconsin Medicaid

| |Narrative required to override limitations.

Anesthesia

D9220 |Deep sedation/general anesthesia— | Yes(see PA not required in the following circumstances:

first 30 minutes limitations)

1. For hospital or ASC POS.

2. Inanemergency.l

3. For children (ages 0-20), when performed by an oral
surgeon or pediatric dentist.

Entire procedure is reimbursed under this code (first 30 minutes
and any additiona minutes).

D9221 "each additional 15 minutes' is not a covered service.
Not hillable to the member.

Bill only D9220 for general anesthesia.

Not payable with D9230, D9241, or D9248.

D9230 |Inhalation of nitrous oxide/analgesia,  |No Allowable for children (ages 0-20), when performed by an ord
anxiolysis surgeon or pediatric dentist.
Not payable with D9220, D9241, or D9248.

D9241 |Intravenous conscious Yes(see . For hospital or ASC POS.

sedation/analgesia— first 30 minutes | limitations) . Inan emergency.!

. For children (ages 0-20), when performed by an oral surgeon
or pediatric dentist.

Entire procedure is reimbursed under this code (first 30 minutes
and any additional minutes).

D9242 "each additiona 15 minutes' is not a covered service.
Not billable to the member.

Bill only D9241 for intravenous sedation.

Not payable with D9220, D9230, or D9248.

D9248 |Non-intravenous conscious sedation  |Yes (see PA not required for children (ages 0-20), when performed by an
limitations) oral surgeon or pediatric dentist.

Not analgesia

Not payable with D9220, D9230, or D9241.

Not inhalation of nitrous oxide.

Professional Visits

D9410 |House/extended care facility call No Reimbursed for professional visits to nursing homes and skilled
nursing facilities.

Only reimbursed for claims that indicate POS code 31 (skilled
nursing facility) or 32 (nursing home).

Serviceislimited to once every 333 days per member.
Service must be performed by a Medicaid-enrolled dentist.

D9420 |Hospital call or ambulatory surgical No Up to two visits per stay.

center call Only alowable in hospital and ASC POS.
Drugs
D9610 |Therapeutic parenteral drug, single No

administration

D9612 |Therapeutic parentera drugs, twoor  |No
more administrations, different
medications

Miscellaneous Services

D9910 |Application of desensitizing medicament|No Tooth numbers 1-32, A-T, 51-82, and AS-TS.
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Limit of $62.50 reimbursement per DOS for al emergency
procedures done on asingle DOS.

Narrative required to override limitations.

Not payable immediately before or after surgery, or periodontal
procedures (D4210, D4211, D4341, D4342, D4355, D4910).
Cannot be hilled for routine fluoride treatment.

Emergency only.
D9999 |Unspecified adjunctive procedure, by |Yes HealthCheck "Other Service." Use this code for unspecified non-
report surgical procedures with a HealthCheck referral.

IRetain records in member files regarding nature of emergency.

Topic #2818

Standard Plan/Medicaid Prosthodontics, M axillofacial
Prosthetics, M axillofacial Surgery, and Orthodontics

The following procedure codes are covered under the BadgerCare Plus Standard Plan and Medicaid.

D5000-D5899 Prosthodontics, Removable

Covered removabl e prosthodontic services are identified by the allowable CDT (Current Dental Terminology) procedure codes listed in
the following table. Medicaid rembursement is allowable only for services that meet all program requirements. This includes
documenting the medical necessity of services in the member's medical record.

Prior
Authorization

Complete Dentures (I ncluding Routine Post-Delivery Care)

Code Description of Service Limitations and Requirements

D5110 |Complete denture — maxillary Yes Allowed once per five years.: 2
D5120 |mandibular Yes Allowed once per five years:2
Partial Dentures (I ncluding Routine Post-Delivery Care)
D5211 |Maxillary (upper) partial denture; resin |Yes Allowed once per five years.l 2
base (including any conventional clasps,
rests and teeth)
D5212 \Mandibular (lower) partial denture; Yes Allowed once per five years.: 2

resin base (including any conventional
clasps, rests and teeth)

D5213 |Maxillary partial denture; cast metal | Yes Allowed once per five years.l: 2 Reimbursement is limited to
framework with resin denture bases reimbursement for D5211. Upgraded partial denture. No dentist
(including any conventional clasps, rests is obligated to complete this type of partial.
and teeth)

D5214 |Mandibular partial denture; cast metal | Yes Allowed once per five years.l: 2 Reimbursement is limited to
framework with resin denture bases reimbursement for D5212. Upgraded partial denture. No dentist
(including any conventional clasps, rests is obligated to complete this type of partial.
and teeth)

D5225 |Maxillary partia denture — flexible Yes Allowed once per five years.l 2
base (including any clasps, rests and
teeth)

D5226 |Mandibular partial denture — flexible |Yes Allowed once per five years.l: 2
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Repairsto Complete Dentures
D5510 |Repair broken complete denture base |No Combined maximum reimbursement limit per six months for
repairs.
Requires an area of ora cavity code (01=Maxillary or
02=Mandibular) in the appropriate element of the claim form.
D5520 |Replace missing or broken teeth — No Combined maximum reimbursement limit per six months for
complete denture (each tooth) repairs.
Requires an area of ora cavity code (01=Maxillary or
02=Mandibular) in the appropriate element of the claim form.
Repairsto Partial Dentures
D5610 |Repair resin denture base No Limited to once per DOS.
Combined maximum reimbursement limit per six months for
repairs.
Requires an area of ora cavity code (01=Maxillary or
02=Mandibular) in the appropriate element of the claim form.
D5620 |Repair cast framework No Combined maximum reimbursement limit per six months for
repairs.
Requires an area of ora cavity code (01=Maxillary or
02=Mandibular) in the appropriate element of the claim form.
D5630 |Repair or replace broken clasp No Combined maximum reimbursement limit per six months for
repairs.
Requires an area of ora cavity code (01=Maxillary or
02=Mandibular) in the appropriate element of the claim form.
D5640 |Replace broken teeth — per tooth No Combined maximum reimbursement limit per six months for
repairs.
Requires an area of ora cavity code (01=Maxillary or
02=Mandibular) in the appropriate element of the claim form.
D5650 |Add tooth to existing partial denture  |No Combined maximum reimbursement limit per six months for
repairs.
Requires an area of ora cavity code (01=Maxillary or
02=Mandibular) in the appropriate element of the claim form.
D5660 |Add clasp to existing partial denture  |No Combined maximum reimbursement limit per six months for
repairs.
Requires an area of oral cavity code (01=Maxillary or
02=Mandibular) in the appropriate element of the claim form.
D5670 |Replace all teeth and acrylic on cast Yes Combined maximum reimbursement limit per six months for
metal framework (maxillary) repairs.
Requires area of ora cavity code 01=Maxillary in the appropriate
element of the claim form.
D5671 |Replace all teeth and acrylic on cast Yes Combined maximum reimbursement limit per six months for
metal framework (mandibular) repairs.
Requires area of ora cavity code 02=Mandibular in the
appropriate element of the claim form.
Denture Reline Procedures
D5750 |Reline complete maxillary denture No Allowed once per three years.!
(laboratory) Retain documentation of medical necessity.
D5751 |Reline complete mandibular denture  |No Allowed once per three years.!
(laboratory) Retain documentation of medical necessity.
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D5760 |Reline maxillary partia denture No Allowed once per three years.
(laboratory) Retain documentation of medical necessity.

D5761 |Reline mandibular partial denture No Allowed once per three yearsl
(Iaboratory) Retain documentation of medical necessity.

1 Frequency limitation may be exceeded in exceptional circumstances with written justification on PA (prior authorization) request.

2 Healing period of six weeks required after last extraction prior to taking impressions for dentures, unless shorter period approved in
PA.

D5900-D5999 M axillofacial Prosthetics

Covered maxillofacial prosthetics are identified by the allowable CDT procedure codes listed in the following table. Medicaid
reimbursement is allowable only for services that meet al program requirements. This includes documenting the medical necessity of
services in the member's medical record.

Code Description of Service Authg:ilg;tion? Limitations and Requirements
D5932 |Obturator prosthesis; definitive No Allowed once per six months.1
Retain documentation of medical necessity.
D5955 |Pdatdl lift pl’OﬁhESiS, definitive No Allowed once per SiX months_l
Retain documentation of medica necessity.
D5991 |Topical medicament carrier No
D5999 |Unspecified maxillofacia prosthesis, by |Yes For medically necessary removable prosthodontic procedures not
report listed.
Lab bills and narrative required.

1 Frequency limitation may be exceeded in exceptional circumstances with written justification on PA request.

D6200-D6999 Prosthodontics, Fixed

Covered fixed prosthodontic services are identified by the allowable CDT procedure codes listed in the following table. Medicaid
reimbursement is allowable only for services that meet al program requirements. This includes documenting the medical necessity of
services in the member's medical record.

Prior

Code Description of Service Authorization?

Limitations and Requirements

Fixed Partial Denture Pontics
D6211 |Pontic; cast predominantly base metdl  |Yes Permanent teeth only (tooth numbers 1-32 and 51-82 only).

Pontic — porcelain fused to
predominantly base metal

Fixed Partial Denture Retainers — I nlays/Onlays
Retainer; cast metal for resin bonded

D6241 Yes Permanent teeth only (tooth numbers 1-32 and 51-82 only).

D6545 fixed prosthesis Yes Tooth numbers 1-32, 51-82 only.
Fixed Partial Denture Retainers— Crowns
D6751 Crown; porcelain fused to Yes Permanent teeth only (tooth numbers 1-32 and 51-82 only).

predominantly base metal
D6791 |full cast predominantly base metal Yes Permanent teeth only (tooth numbers 1-32 and 51-82 only).
Other Fixed Partial Denture Services

Published Policy Through December 31, 2015

Dental Page 117 of 392



Wisconsin Medicaid

D6930 |Recement fixed partial denture No
D6940 |Stress breaker Yes Copy of lab bill required.
D6980 |Fixed partial denture repair, by report  |Yes Copy of lab bill required.
- . . Allowable up to age 12.
D6985 |Pediatric partial denture, fixed No Retzin documentation of merlical necessity.

D7000-D7999 Oral and Maxillofacial Surgery

Covered ora and maxillofacial surgery services are identified by the allowable CDT procedure codes listed in the following table.
Medicaid reimbursement is allowable only for services that meet al program requirements. This includes documenting the medical
necessity of servicesin the member's medical record.

Prior

Code Description of Service Authorization?

Limitations and Requirements

Extractions (I ncludes local anesthesia, suturing, if needed, and routine postoperative care)

D7111 Extraction, corona remnants — No Allowed only once per tooth.

deciduous tooth Primary teeth only (tooth letters A-T and AS-TS only).

Not payable same DOS as D7250 for same tooth |etter.

D7140 Extraction, erupted tooth or exposed |No Allowed only once per tooth (tooth numbers 1-32, A-T, 51-82

root (elevation and/or forceps and ASTS).

removal) Not payable same DOS as D7250 for same tooth number.
Surgical Extractions (Includeslocal anesthesia, suturing, if needed, and routine postoperative care)
D7210 Surgica removal of erupted tooth No Allowed only once per tooth.

requiring elevation of mucoperiosteal Covered when performing an emergency service or for

flap and removal of bone and/or orthodontia (tooth numbers 1-32, A-T, 51-82 and AS-TS).

section of tooth Not payable same DOS as D7250 for same tooth number.
D7220 Removal of impacted tooth; soft No Allowed only once per tooth.

tissue Covered when performing an emergency service or for

orthodontia (tooth numbers 1-32, A-T, 51-82 and AS-TS).1
Not payable same DOS as D7250 for the same tooth number.
D7230 partialy bony No Allowed only once per tooth.

Covered when performing an emergency service or for

orthodontia (tooth numbers 1-32, A-T, 51-82 and AS-TS).1
Not payable same DOS as D7250 for the same tooth number.

D7240 completely bony No Allowed only once per tooth.

Covered when performing an emergency service or for
orthodontia (tooth numbers 1-32, A-T, 51-82 and AS-TS).1
Not payable same DOS as D7250 for the same tooth number.

D7250 Surgical removal of residua tooth No Emergency only (tooth numbers 1-32, A-T, 51-82 and AS-
roots (cutting procedure) T9).1

Allowed only once per tooth.
Not allowed on the same DOS as tooth extraction of same
tooth number.

Other Surgical Procedures

D7260 or  |Oroantrd fistula closure No Operative report required.
CPT
(Current
Procedural
Terminology)
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2
D7261 Primary closure of a sinus perforation |No Operative report required.
D7270 Tooth reimplantation and/or No Emergency only (tooth numbers 1-32, C-H, M-R, 51-82,
stabilization of accidentally evulsed or CS-HS, and MSRS).l
displaced tooth Operative report required.
D7280 Surgical access of an unerupted tooth [No Not allowed for primary or wisdom teeth (tooth numbers 2- 15,
18-31, 52-65, and 68-81 only).
Allowable for members ages 0-20.
Operative report required.
D7282 Mobilization of erupted or No Not allowed for primary or wisdom teeth (tooth numbers 2-15,
malpositioned tooth to aid eruption 18-31, 52-65, and 68-81 only).
Allowable for members ages 0-20.
Operative report required.
D7283 Placement of device to facilitate No Not allowed for primary or wisdom teeth (tooth numbers 2-15,
eruption of impacted tooth 18-31, 52-65, and 68-81 only).
Allowable for members ages 0-20.
Operative report required.
D72850r |Biopsy of ord tissue; hard (bone, No Once per DOS.3
CPT? tooth) Operative report required.
D7286 or |soft No Once per DOS3
CPT2 Operative report required.
D7287 or  |Exfoliative cytological sample No Once per DOS.3
CPT2 collection Operétive report required.
D7288 Brush biopsy — transepithelial No Once per DOS.3
sample collection Operative report required.
Alveoloplasty — Surgical Preparation of Ridge for Dentures
D7310 Alveoloplasty in conjuction with No Allowable area of ora cavity codes. 10 (upper right), 20 (upper
extractions — per quadrant left), 30 (lower left), 40 (lower right).
X-ray, treatment notes and treatment plan required.
D7311 Alveoloplasty in conjuction with No Allowable area of ora cavity codes: 10 (upper right), 20 (upper
extractions — one to three teeth or left), 30 (lower left), 40 (lower right).
tooth spaces, per quadrant X-ray, treatment notes and treatment plan required.
D7320 Alveoloplasty not in conjuction with  |No Allowable area of ora cavity codes. 10 (upper right), 20 (upper
extractions — per quadrant left), 30 (lower left), 40 (lower right).
X-ray, treatment notes and treatment plan required.
D7321 Alveoloplasty not in conjuction with  |No Allowable area of oral cavity codes: 10 (upper right), 20 (upper
extractions — one to three teeth or left), 30 (lower left), 40 (lower right).
tooth spaces, per quadrant X-ray, treatment notes and treatment plan required.
Surgical Excision of Soft Tissue Lesions
D74100or |Excision of benignlesionupto 1.25 |No Once per DOS.3
CPT? cm Pathology report required.
D7411or |Excision of benign lesion greater than |No Once per DOS.3
CPT? 1.25cm Pathology report required.
D7412 or  |Excision of benign lesion, complicated |No Once per DOS.3
CPT2 Pathology report required.
D7413 or  |Excision of malignant lesion up to No Once per DOS.3
CPT2 1.25¢cm Pathology report required.
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D7414 or  |Excision of malignant lesion greater  |[NO Once per DOS.3
CPT2 than 1.25 cm Pathology report required.
D74150r |Excision of malignant lesion, No Once per DOS3
CPT2 complicated Pathology report required.
Surgical Excision of I ntra-Osseous Lesions
D74400r  |Excision of malignant tumor; leson  |[No Once per DOS.3
CPT2 diameter up to 1.25 cm Pathology report required.
D7441or |lesion diameter greater than 1.25cm |No Once per DOS.3
CPT2 Pathology report required.
D74500r |Remova of benign odontogenic cyst |No Once per DOS.3
CPT?2 or tumor; lesion diameter up to 1.25 Pathology report required.
cm
D7451 or |lesion diameter greater than 1.25cm |No Once per DOS.3
CPT2 Pathology report required.
D7460 or  |Remova of benign nonodontogenic  |No Once per DOS3
CPT? cyst or tumor; lesion diameter up to Pathology report required.
1.25cm
D7461 or |lesion diameter greater than 1.25cm |No Once per DOS.3
CPT2 Pathology report required.
Excision of Bone Tissue
D7471or |Remova of lateral exostosis (maxilla |Yes Oral photographic image or diagnostic cast of arch required for
CPT2 or mandible) PA.
D7472 or |Removal of torus palatinus Yes Ora photographic image or diagnostic cast of arch required for
CPT? PA.
D7473or  |Removal of torus mandibularis Yes Oral photographic image or diagnostic cast of arch required for
CPT? PA.
D74850r |Surgical reduction of osseous No Operative report required.
CPT2 tuberosity
D7490 or |Radical resection of maxillaor No Operative report required.
CPT? mandible Only alowable in hospital or ambulatory surgical center POS
(place of service).
Surgical Incision
D75100r |Incision and drainage of abscess; No Operative report required.
CPT2 intraoral soft tissue Not to be used for periodontal abscess — use D9110.
D7511or |Incision and drainage of abscess—  |[NoO Operative report required.
CPT? intraoral soft tissue — complicated Not to be used for periodontal abscess — use D9110.
(includes drainage of multiple fascial
spaces)
D7520 or  |extraoral soft tissue No Operative report required.
CPT?
D7521or |Incision and drainage of abscess— |No Operative report required.
CPT2 extraoral soft tissue — complicated
(includes drainage of multiple fascial
spaces)
D7530or |Removal of foreign body from No Not alowed for removal of root fragments and bone spicules.
CPT? mucosa, skin, or subcutaneous (Use D7250 instead.)
alveolar tissue Operative report required.
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D7540 or |Removad of reaction producing No Not alowed for removal of root fragments and bone spicules.
CPT? foreign bodies, muscul oskel etal (Use D7250 instead.)
system Operative report required.
D75500r |Partia ostectomy/sequestrectomy for |No Operative report required.
CPT? removal of non-vital bone
D7560 or  |Maxillary sinusotomy for removal of |No Operative report required.
CPT? tooth fragment or foreign body
Treatment of Fractures— Simple
D76100or |Maxilla; open reduction (teeth No Only alowable in hospital, office, or ambulatory surgical center
CPT2 immobilized, if present) POS.
Operative report required.
D7620 or  |closed reduction (teeth immobilized, if [No Operative report required.
CPT? present)
D7630or |Mandible; open reduction (teeth No Only alowable in hospita, office, or ambulatory surgical center
CPT2 immobilized, if present) POS.
Operative report required.
D7640 or  |closed reduction (teeth immobilized, if [No Only alowable in hospita, office, or ambulatory surgical center
CPT? present) POS.
Operative report required.
D7650or |Malar and/or zygomatic arch; open  |[No Only alowable in hospital, office, or ambulatory surgical center
CPT2 reduction POS.
Operative report required.
D7660 or |closed reduction No Only alowable in hospita, office, or ambulatory surgical center
CPT2 POS.
Operative report required.
D7670or  |Alveolus closed reduction, may No Operative report required.
CPT? include stabilization of teeth
D7671or |Alveolus— open reduction, may No Operative report required.
CPT?2 include stabilization of teeth
D7680 or |Facia bones— complicated No Only alowable in hospital, office, or ambulatory surgical center
CPT2 reduction with fixation and multiple POS.
surgica approaches Operative report required.
Treatment of Fractures— Compound
D77100or |Maxilla; open reduction No Only alowable in hospital, office, or ambulatory surgical center
CPT2 POS.
Operative report required.
D7720 or |closed reduction No Only alowable in hospita, office, or ambulatory surgical center
CPT? POS.
Operative report required.
D7730or |Mandible; open reduction No Only alowable in hospital, office, or ambulatory surgical center
Operative report required.
D7740 or |closed reduction No Only alowable in hospital, office, or ambulatory surgical center
CPT2 POS.
Operative report required.
D77500or |Malar and/or zygomatic arch; open  |[No Only alowable in hospital, office, or ambulatory surgical center
CPT2 reduction POS.
Operative report required.
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D7760 or |closed reduction No Only allowable in hospital, office, or ambulatory surgical center
CPT? POS.
Operative report required.
D77700or |Alveolus— open reduction No Only alowable in hospital, office, or ambulatory surgical center
CPT2 stahilization of teeth POS.
Operative report required.
D7771or |Alveolus— closed reduction No Only alowable in hospita, office, or ambulatory surgical center
CPT? stabilization of teeth POS.
Operative report required.
D7780or |Facia bones— complicated No Only alowable in hospital, office, or ambulatory surgical center
CPT2 reduction with fixation and multiple POS.
surgical approaches Operative report required.
Reduction of Dislocation and Management of Other Temporomandibular Joint Dysfunctions
D7810or  |Open reduction of dislocation No Only alowable in hospital, office, or ambulatory surgical center
Operative report required.
D7820 or  |Closed reduction of dislocation No Once per DOS.3
CPT2 Operative report required.
D7830or |Manipulation under anesthesia No Only alowable in hospital, office, or ambulatory surgical center
Operative report required.
D7840or  |Condylectomy Yes Only alowable in hospita, office, or ambulatory surgical center
CPT2 POS.
No operative report required.
D7850 or |Surgical discectomy, with/without Yes Only allowable in hospital, office, or ambulatory surgical center
CPT2 implant POS.
No operative report required.
D7860 or  |Arthrotomy Yes Only alowable in hospital, office, or ambulatory surgical center
No operative report required.
D7871or |Non-arthroscopic lysisand lavage  |Yes Allowable only once per side (right and left) per three years.
CPT?
D7899 Unspecified TMD therapy, by report |Yes Use this code for billing TMJ (temporomandibular joint)

assistant surgeon.
Procedure must be included in PA request for the surgery itself.
Only alowable in hospital or ambulatory surgical center POS.

Repair of Traumatic Wounds

D79100or  |Suture of recent small wounds up to 5|No Emergency only! — operative report required.
CPT? cm Once per DOS.3

Complicated Suturing (Reconstruction requiring delicate handling of tissues and wide undermining for meticulous
closure)

D7911or |Complicated suture—upto5cm  |No Covered for trauma (emergency) situations only.?
CPT? Once per DOS.3

Operative report required.
D79120r |greater than 5cm No Covered for trauma (emergency) situations only.
CPT2 Once per DOS.3

Operative report required.

Other Repair Procedures
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D7940 or |Osteoplasty — for orthognathic Yes HealthCheck referral is required.
CPT? deformities Only alowable in hospita, office, or ambulatory surgical center
POS.
No operative report required.
Allowable age less than 21.
D7950 0r |Osseous, osteoperiosteal, or cartilage | Yes Only alowable in hospita, office, or ambulatory surgical center
CPT2 graft of the mandible or facial bones POS.
— autogeneous or nonautogeneous, No operative report required.
by report
D7951 Sinus augmentation with bone or bone|No
substitutes
D7960 or  |Frenulectomy (frenectomy or Yes HealthCheck referral is required.
CPT2 frenotomy) — separate procedure No operative report required.
Allowable age less than 21.
D79700or |Excision of hyperplastic tissue per Yes No operative report required.
CPT2 arch
D7972or  |Surgical reduction of fibrous No Operative report required.
CPT? tuberosity
D7980or |Siaalithotomy No Only alowable in hospital, office, or ambulatory surgical center
Operative report required.
D7991 or |Coronoidectomy Yes Only alowable in hospital or ambulatory surgical center POS.
CPT2 No operative report required.
D7997 or  |Appliance removal (not by dentist No Operative report required.
CPT? who placed appliance), includes
removal of archbar
D7999 or  |Unspecified oral surgery procedure, |Yes For medically necessary oral and maxillofacia procedures not
CPT?2 by report included on these tables.
Operative report required.

1 Retain records in member files regarding nature of emergency.

2 Providers who are enrolled in Wisconsin Medicaid as oral surgeons or oral pathologists and who choose CPT billing must use a CPT
code to hill for this procedure. Refer to the Dental Maximum Allowable Fee Schedule for allowable CPT procedure codes.

3 Frequency limitation may be exceeded if a narrative on the claim demonstrates medical necessity for additional services.

D8000-D8999 Orthodontics

Covered orthodontic services are identified by the allowable CDT procedure codes listed in the following table. Medicaid
reimbursement is allowable only for services that meet al program requirements. This includes documenting the medical necessity of
services in the member's medical record.

Prior

Code Description of Service Authorization?

Limitations and Requirements

Limited Orthodontic Treatment

D8010 |Limited orthodontic treatment; of the |Yes HealthCheck referra is required. Allowable age less than 21.
primary dentition

D8020 |of the transitional dentition Yes HealthCheck referral isrequired. Allowable age less than 21.

D8030 |of the adolescent dentition Yes HealthCheck referral isrequired. Allowable age less than 21.

D8040 |of the adult dentition Yes HeadthCheck referral is required. Allowable age less than 21.
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I nterceptive Orthodontic Treatment

D8050 |Interceptive orthodontic treatment; of |Yes HeathCheck referral is required. Allowable age less than 21.
the primary dentition

D8060 |of the transitional dentition Yes HealthCheck referra is required. Allowable age less than 21.

Comprehensive Orthodontic Treatment

D8070 |Comprehensive orthodontic treatment; |Yes HealthCheck referral is required. Allowable age less than 21.
of the transitiona dentition

D8080 |of the adolescent dentition Yes HealthCheck referral is required. Allowable age less than 21.

D8090 |of the adult dentition Yes HealthCheck referra is required. Allowable age less than 21.

Minor Treatment to Control Harmful Habits

D8210 |Removable appliance therapy Yes HealthCheck referra is required. Allowable age less than 21.

D8220 |Fixed appliance therapy Yes HealthCheck referral is required. Allowable age less than 21.

Other Orthodontic Services

D8660 |Pre-orthodontic treatment visit No HealthCheck referral isrequired. Allowable age less than 21.

Includes exam, diagnostic tests and consult.

D8670 |Periodic orthodontic treatment visit (as |Yes HealthCheck referral is required. Allowable age less than 21.
part of contract) Used for monthly adjustments.

D8680 |Orthodontic retention (removal of Yes HealthCheck referral is required. Allowable age less than 21.

appliances, construction and placement
of retainer[s])

D8692 |Replacement of lost or broken retainer |Yes HealthCheck referra is required. Allowable age less than 21.

D8693 |Rebonding or recementing; and/or No
repair, as required, of fixed retainers

Topic #2820

Tooth Numbersand Letters

BadgerCare Plus recognizes tooth letters "A" through "T" for primary teeth and tooth numbers 1" through "32" for permanent teeth.
BadgerCare Plus also recognizes supernumerary teeth that cannot be classified under "A" through "T" or "1" through "32." For primary
teeth, an "S" will be placed after the applicable tooth letter (values "AS" through "TS"). For permanent teeth, enter the sum of the value
of the tooth number closest to the supernumerary tooth and 50. For example, if the tooth number closest to the supernumerary tooth has
avalue of 12, the provider will indicate supernumerary with the number 62 (12 + 50 = 62).

Topic #2866

Tooth Surfaces

BadgerCare Plus has identified BadgerCare Plus allowable tooth surface codes for dental services providers.

Anterior Teeth (Centrals, Laterals, Cuspids)

Surface|Code
Mesiad |M
Facia |F
Incisa |l
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Lingual |L
Dista |D
Gingivd |G

Posterior Teeth (Pre-molars/Bicuspids, Molars)

Surface|Code
Mesid |M
Bucd |B
Occlusal |O
Lingua |L
Disa |D
Gingiva |G

BadgerCare Plus reimburses only per unique surface regardless of location. When gingival (G) is listed with a second surface, such as
BG, BFG, DG, FG, LG, MG, the combination is considered a single surface. Also, "FB" is considered one surface since the two letters
describe the same tooth surface.

Topic #643

Unlisted Procedure Codes

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

Before considering using an unlisted, or NOC (not otherwise classified), procedure code, a provider should determine if there is another
more specific code that could be indicated to describe the procedure or service being performed/provided. If there is no more specific
code available, the provider is required to submit the appropriate documentation, which could include a PA (prior authorization) request,
to justify use of the unlisted procedure code and to describe the procedure or service rendered. Submitting the proper documentation,
which could include a PA request, may result in more timely claims processing.

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

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

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

For most unlisted codes, ForwardHealth requires additional documentation.

Unlisted Codes That Require Prior Authorization

Certain unlisted procedure codes require PA. Providers should follow their service-specific PA instructions and documentation
requirements for requesting PA. For alist of procedure codes for which ForwardHealth requires PA, refer to the service-specific
interactive maximum allowable fee schedules.
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In addition to a properly completed PA request, documentation submitted on the service-specific PA attachment or as additiona
supporting documentation with the PA request should provide the following information:

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

. Include only relevant documentation.

. Include al required clinical/supporting documentation.

For most situations, once the provider has an approved PA request for the unlisted procedure code, 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:

. Specificaly 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 Item Number 19 of the 1500 Health Insurance Claim Form
((02/12)).

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

. Electronically, either using DDE (Direct Data Entry) through the ForwardHealth Portal, PES (Provider Electronic Solutions)
transactions, or 837 Health Care Claim electronic transactions, with supporting documentation included electronically in the Notes
field. The Notesfield is limited to 80 characters.

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

Additiona definitions and procedures for emergencies exist in other situations, such as dental and mental health.

Program requirements and reimbursement procedures may be modified in the following ways:

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

Topic #2804

Emer gency Dental Services

Emergency dental care isimmediate service that must be provided to relieve the member from pain, an acute infection, swelling, trismus,
fever, or trauma.

PA (prior authorization) is not required in emergency situations.

PA for genera anesthesia and intravenous sedation is waived. These procedures are the only procedures in which PA iswaived in an
emergency.

ForwardHealth has identified certain services that are alowable only in emergency situations in the following categories:
. Diagnostic procedures.
. Ora and maxillofacia surgeries.
. Adjunctive general services.

Providers must retain documentation in the member's records regarding the nature of the emergency.

Emergency services are exempt from copayment.

Traumatic Loss of Teeth for Children Under Age 21

When a child experiences a traumatic loss of an anterior tooth or teeth (tooth numbers 6-11, 22-27), removable prostheses may be
provided by backdating a PA request.
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Topic #2845

HealthCheck

HealthCheck is Wisconsin Medicaid's federally-mandated program known nationally as EPSDT (Early and Periodic Screening,
Diagnosis, and Treatment). Through HealthCheck, children receive preventive medical check-ups, immunizations, and referrals.

To be eligible for a HealthCheck referral, a member must:

. Have a current ForwardHealth identification card.
. Beunder 21 years of age.

When amember is enrolled in a contracted managed care program, only the managed care program or its affiliated providers may
provide the HealthCheck screening for that member.

Dentists can encourage members to obtain their HealthCheck screenings before their dental visits. Thisis particularly helpful when
members have a medical need for orthodontia.

All allowable services resulting from a HealthCheck screening must be provided within one year of the screening date. When providing a
service that requires a HealthCheck screening, dentists are required to maintain documentation, (e.g., a photocopy of the member's
current HealthCheck card), that a HealthCheck screening has occurred in the past year. The HealthCheck provider signature is required
on the documentation. No additional statement from the HealthCheck provider is needed. This evidence must be submitted with PA
(prior authorization) requests, but is not required when submitting claims. A new HealthCheck screening must be performed if more than
one year has passed since the previous screening.

A dentist should refer the member to the HealthCheck Hotline telephone number at (800) 722-2295. Members may also obtain
information from the HealthCheck Web site.

Topic #84

Medical Necessity

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

Topic #86

Member Payment for Covered Services

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

If a provider 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
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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 (Nationa 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)(C) of the
Social Security Act requires NDCsto be indicated on al claims submitted to ForwardHealth for covered outpatient drugs, including
Medicare crossover claims.

Topic #2847

Occupational IlIness, Injury, or Accident

All claims submitted which related to an occupational illness, injury, or accident must be clearly identified and explained.

Topic #66

Program Requirements

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

Topic #5697

Provider-Administered Drugs

A provider-administered drug is either an oral, injectible, intravenous, or inhaled drug administered by a physician or a designee of the
physician (e.g., nurse, nurse practitioner, physician assistant).

Providers may refer to the maximum allowable fee schedules for the most current HCPCS (Healthcare Common Procedure Coding
System) and CPT (Current Procedural Terminology) procedure codes for provider-administered drugs and reimbursement rates.

Provider-administered drugs carve-out policy is defined to include the following procedure codes:

. Drug-related "J' codes.
. Drug-related "Q" codes.
. Certain drug-related "S" codes.

The Provider- Administered Drugs Carve-Out Procedure Codes table indicates the status of procedure codes considered under the
provider-administered drugs carve-out policy. This table provides information on Medicaid and BadgerCare Plus coverage status as
well as carve-out status based on POS (place of service).
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Note: The table will be revised in accordance with national annual and quarterly HCPCS code updates.

For members enrolled in BadgerCare Plus HMOs, Medicaid SSI HMOs, and most special managed care programs, claims for these
services should be submitted to BadgerCare Plus and Medicaid fee-for-service.

All fee-for-service policies and procedures related to provider-administered drugs, including copayment, cost sharing, diagnosis
restriction, PA (prior authorization), and pricing policies, apply to claims submitted to fee-for-service for members enrolled in an MCO
(managed care organization).

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

Obtaining Provider-Administered Drugs

To ensure the content and integrity of the drugs administered to members, prescribers are required to obtain al drugs that will be
administered in their offices. Prescribers may obtain a provider-administered drug from the member's pharmacy provider if the drug is
transported directly from the pharmacy to the prescriber's office. Prescribers may aso obtain a drug to be administered in the
prescriber's office from a drug wholesaler. Pharmacy providers should not dispense a drug to a member if the drug will be administered
in the prescriber's office.

Topic #8324

Services That Do Not Meet Program Requirements

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

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

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

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

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

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

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

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

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

Topic #2825

An Overview

Medicaid-allowable dental diagnostic services include the following:
. Clinical oral evauations.
. Radiographs/diagnostic imaging.
. Tests and examinations.
These services alow dental providers to do the following:
. Assessoral hedlth.
. Diagnose oral pathology.
. Develop an adequate treatment plan for the member's ora hedlth.

Topic #2886

Emergency Exams

BadgerCare Plus covers limited, problem-focused oral eva uations (D0140) once per six months per member.

Topic #2869

Oral Evaluations

Dentists are required to document and maintain oral evaluation information in the same manner for BadgerCare Plus members as they do
for other patients. BadgerCare Plus regulations and accepted standards of dental care require documentation of the following
evauations:

. Periodic evaluations.

. Limited oral evaluation — problem focused.

. Comprehensive oral evaluations.

. Detailed and extensive oral evaluations — problem focused.
. Re-evaluation — limited — problem focused.

Dentists are required to submit claims for the oral evaluation procedure appropriate to the level of service provided and include
documentation supporting the medical necessity of the services in the member's record.

Children ages 13-20 may receive up to two additiona oral evaluations per year through HealthCheck with PA (prior authorization).
Providers should submit PA requests and claims with procedure code D0191 or D0999 for these services.

Providers who use procedure code D0999 should indicate "preliminary examination” or "ora screening” on the claim.

A copy of avalid HealthCheck screen is required when submitting the PA request.

Oral Evaluations Performed in Nursing Homes or for Children
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To provide greater flexibility in scheduling oral evaluations for children or for members residing in a nursing home, the time period
between oral evaluations may be as few as 160 days for children and 330 days for adults in nursing homes.

Topic #2870

Radiographs

ForwardHealth coverage of radiographs includes reimbursement for exposure, developing, mounting, and interpretation of the
radiograph.

An intraoral complete series may include either a periapical series plus bitewings or a panorex plus bitewings. Individual panoramic
radiographs are covered when another radiograph is insufficient for proper diagnosis.

Full Mouth Radiographs

Dentists may obtain PA (prior authorization) for additional full mouth (intraoral complete series) radiographs or panoramic filmsin cases
of trauma or other unusua medical or dental clinical histories, such as cancer or rampant decay.

Panoramic Films (D0330)

Coverage of panoramic filmsis limited to once per member per DOS (date of service), and should be taken only when another type of
radiograph is insufficient for diagnosis. Documentation to support the medical necessity of this service must be included in the member's
record.

When a panoramic film and bitewings are taken on the same DOS, claims should be submitted with procedure code D0210 (Intraoral;
complete series [including bitewings]) only.

Cephalormetric Filmsand Pre-Orthodontic Visits (D0340, D8660)

Cephaormetric films and pre-orthodontic visit services are limited to members with an orthodontic diagnosis only. Providers may submit
claims for these services before submitting a PA request for orthodontia.

Oral/Facial Photographic I mages (D0350)

Oral/facial photographic images may be used as a diagnostic tool for oral surgery and orthodontia services only and may be submitted as
supporting clinical documentation with a PA request.

Mounting Radiographsfor Prior Authorization

When four or more periapica X-rays, four bitewing X-rays, or when a full mouth X-ray must be submitted to BadgerCare Plus to
substantiate a PA request, providers should mount the X-rays to alow for proper identification and to speed the review process.

Providers are required to do the following when sending in four or more periapical X-rays, four bitewing X-rays, or a full mouth series:

. Mount the X-rays.

. Labd the X-rays (l€ft or right).

. Include the date the X-rays were taken.

. Include the member's name and identification number.
. Include the provider's name and provider number.

When sending in three or fewer periapical or bitewing X-rays:

Published Policy Through December 31, 2015

Dental Page 132 of 392



Wisconsin Medicaid

. Label the X-rays (l&ft or right).

. Include the date the X-rays were taken.

. Include the member's name and identification number.

. Include the provider's name and provider number.

. Place X-raysin an envelope.

. Staple X-ray envelope to designated portion of PA form that states, "Staple X-ray envelope here.”

Submitting Claimsfor Radiographs

Radiographs provided to a member on the same DOS must be submitted on the same claim form. Wisconsin Medicaid denies
reimbursement for services performed on the same DOS but submitted on separate claim forms.
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Endodontics

Topic #2867

An Overview

BadgerCare Plus coverage of endodontic services includes the following services:

. Pulpotomy.

. Endodontic therapy.

. Apexification.

. Apicoectomy/periradicular services.

Topic #2881

Anterior, Bicuspid, and Molar Root Canal Therapy

Root cand therapy should only be provided when there is a strong likelihood that the treatment will be successful and definitive (i.e., that
it will not later result in extraction). To receive Medicaid reimbursement for root canal therapy, the member's record must include clinical
documentation of all the following:

. Evidence of good periodontal health (AAP (American Academy of Periodontology) periodontal classification of Typel or I1).

. Evidence visible on radiographs that at least 50 percent of the clinical crown is intact.

. A treatment plan that identifies no more than three teeth for root canal therapy, including molars. Molar root canals (D3330) for
members ages 21 and older and treatment plans involving root canal therapy on four or more teeth require PA (prior
authorization).

Anterior, bicuspid, and molar root canals (D3310, D3320, and D3330) are not reimbursable if any of the following are true:

. The member has fewer than two posterior teeth in occlusion per quadrant.
. The member is missing six or more teeth in the arch where the root canal is to be performed, including third molars.
. The member is missing one or more anterior teeth in the arch where the root canal is to be performed.

If the member has one of the previously listed conditions, he or she may qudify for a partial denture and the provider should request PA
for the partial denture service.

Topic #2882

Apicoectomy and Retrograde Fillings

Apicoectomy and retrograde fillings (D3410, D3430) are only allowable for permanent anterior teeth (6-11, 22-27, and corresponding
supernumerary teeth). Providers are required to retain documentation, such as radiographs, supporting the medical necessity of these
services. These services are not payable with root canal therapy on some DOS (dates of service). Examples of medical necessity
include, but are not limited to, the following:

. Fractured root tip.

. Periapical pathology not resolved by conventional root canal therapy.
. Broken root cand file.

. Symptomatic files.
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Topic #2879

Open Tooth for Drainage

Emergency treatment for members needing root canal therapy may be provided to allow the dentist to relieve pain and/or extirpate the
tooth in anticipation of proceeding with aroot canal. Providers should submit claims for this procedure with CDT (Current Dental
Terminology) code D9110 (Palliative [emergency] treatment of dental pain — minor procedure).

Topic #2880

Referralsto Endodontists

General dentists should not refer BadgerCare Plus members to endodontists unless the member has a restorative dentist to provide
restoration of the teeth.

Dental providers referring a member to an endodontist for root cana procedures that require PA (prior authorization), should complete
the appropriate sections of the PA/DA1 (Prior Authorization Dental Attachment 1, F-11010 (04/15)) and send it to the endodontist
with the referral.

When referring BadgerCare Plus members to endodontists, providers must supply the endodontist with the following information:

« A minimum of two bitewing X-rays.

. Anoral charting of missing teeth.

. A treatment plan including plan for involved tooth.

. The member's oral hygiene status.

. Attendance information.

. The date and reason for any extractions performed within the past three years.

Topic #2878

Root Canal Therapy

Dental providers must adhere to the following guidelines when performing endodontic services:

. The standard of acceptability employed by BadgerCare Plus for endodontic procedures requires that the canal(s) be completely
filled apically and lateraly.
. Root cand therapy for permanent teeth includes the following:

1. Diagnosis.

2. Extirpation.

3. Treatment.

4. Progress radiographs.

5. Filling and obliteration of root canals.
6. Temporary fillings.

When aroot canal filling does not meet its treatment standards, BadgerCare Plus may do the following:

. Require the procedure to be redone with no additional Wisconsin Medicaid reimbursement or cost to the member.
. Recoup any reimbursement already made after the ForwardHealth dental consultant reviews the circumstances.

Radiographs

A post treatment radiograph is required for all root canal therapy and may be reimbursed separately.
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Interrupted Root Canal Therapy

If root canal therapy has begun and the member under treatment becomes ineligible for BadgerCare Plus or fails to return for subsequent
visits, providers may submit claims for opening a tooth for drainage with CDT (Current Dental Terminology) procedure codes D9110
and D2940 (Sedative filling) to receive reimbursement for the services provided.
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HealthCheck " Other Services"

Topic #2842

Dental Services

ForwardHealth covers orthodontia and some other dental services only if the child has received a HealthCheck screening within the last
365 days. ForwardHealth has identified dental services that require a HealthCheck referral.

This information only applies to eligible members under BadgerCare Plus Standard Plan and Medicaid.

As aresult of the federal Omnibus Budget Reconciliation Act of 1989 (OBRA), Wisconsin Medicaid considers PA (prior authorization)
requests for coverage of medically necessary dental services that are not specificaly listed as covered services, or that are listed as
nonreimbursable services, when al of the following conditions are met:

. The provider verifies that a comprehensive HealthCheck referral has been performed in the past year through a signed written
document from the HealthCheck provider.

. Theserviceis alowed under the Social Security Act asa"medical service."

. Theserviceis "medically necessary" and "reasonable” to correct or ameliorate a condition or defect which is discovered during a
HealthCheck referral.

. Theserviceis noncovered under BadgerCare Plus.

. A service currently covered by BadgerCare Plusiis not appropriate to treat the identified condition.

All requests for HealthCheck "Other Services' require PA.

Topic #22

Definition of HealthCheck " Other Services'

HealthCheck is a federally mandated program known nationally as EPSDT (Early and Periodic Screening, Diagnosis, and Treatment).
HealthCheck services consist of a comprehensive health screening of members under 21 years of age. On occasion, a HealthCheck
screening may identify the need for health care services that are not otherwise covered or that exceed coverage limitations. These
services are called HealthCheck "Other Services." Federal law requires that these services be reimbursed through HealthCheck " Other
Services' if they are medically necessary and prior authorized. The purpose of HealthCheck "Other Services' is to assure that medically
necessary medical services are available to BadgerCare Plus Standard Plan and Medicaid members under 21 years of age.

Topic #1

Prior Authorization

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

. A completed PA/RF (Prior Authorization Request Form, F-11018 (05/13)) (or PA/DRF (Prior Authorization/Dental Request
Form, F-11035 (07/12)), or PA/HIASL (Prior Authorization Request for Hearing Instrument and Audiological Services1, F-
11020 (05/13))).

o The provider should mark the checkbox titled "HealthCheck Other Services' at the top of the form.
o The provider may omit the procedure code if he or she is uncertain what it is. The ForwardHealth consultant will assign one
for approved services.

. The appropriate service-specific PA attachment.
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. Veification that a comprehensive HealthCheck screening has been provided within 365 days prior to ForwardHealth's receipt of
the PA reguest. The date and provider of the screening must be indicated.
. Necessary supporting documentation.

Providers may call Provider Services for more information about HealthCheck "Other Services' and to determine the appropriate PA
attachment.

Topic #41

Requirements

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

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

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

. The service may be covered under federal Medicaid law.

. The service is medically necessary and reasonable.

. Theserviceis prior authorized beforeit is provided.

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

ForwardHealth has the authority to do al of the following:

. Review the medical necessity of al requests.

. Edtablish criteria for the provision of such services.

. Determine the amount, duration, and scope of services as long as limitations are reasonable and maintain the preventive intent of
the HealthCheck program.
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M axillofacial Prosthetics

Topic #2894

An Overview

Wisconsin Medicaid reimburses dental providers for allowable maxillofacial prosthetics identified by ForwardHealth.

Obturators (D5932) for cleft paate and palatal lifts prostheses (D5955) are allowed once per six months. This frequency limitation may
be exceeded in exceptional circumstances with written justification on a PA (prior authorization) request. Providers are required to retain
documentation of medical necessity of these procedures.

PA requests for maxillofacia prostheses should also include a request for a complete or removable partia denture when clinically
appropriate. PA requests for unspecified maxillofacial prostheses must include laboratory bills and are approved based on
documentation of medical necessity and appropriateness on a case-by-case basis.
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Noncover ed Services

Topic #68

Definition of Noncovered Services

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

Topic #104

Member Payment for Noncovered Services

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

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

. Charges for missed appointments.

. Chargesfor telephone calls.

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

Missed Appointments

The federa CMS (Centers for Medicare and Medicaid Services) does not allow state Medicaid programs to permit providers to collect
payment from a member, or authorized person acting on behalf of the member, for a missed appointment.

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

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

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

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

Trandation Services

Trandation services are considered part of the provider's overhead cost and are not separately reimbursable. Providers may not collect
payment from a member, or authorized person acting on behalf of the member, for translation services.

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

AA/CRC Office
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1 W Wilson St Rm 561
PO Box 7850
Madison WI 53707-7850

Topic #17997

Periodontal Services

Periodontal Scaling and Root Planing

If PA (prior authorization) reguirements are met, ForwardHealth covers periodontal scaling and root planing when traditional, less
intensive dental services have not been effectivein treating pain and infection.

ForwardHealth does not cover periodontal scaling and root planing in the following circumstances:

. Therequested start date for periodontal scaling and root planing is within four weeks of a full-mouth debridement.

. The member received periodontal scaling and root planing within the last three years.

. The member's periodontal pockets per individual tooth are less than 5 millimeters or greater than 6 millimeters and no
documentation exists to justify an exception to this guideline.

. The member has excessive bone loss, as determined by the ForwardHealth dental consultant or the dental provider.

. The member does not have bone loss, as determined by the ForwardHealth dental consultant or the dental provider.

. The member has an unfavorable periodontal prognosis, as determined by the ForwardHealth dental consultant or the dental
provider.

. The member has long-standing chronic periodontal disease affecting multiple teeth in a quadrant.

. Documentation submitted with the PA request explicitly indicates a failure to attend appointments, poor dental hygiene, or other
negative factors.
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Oral and Maxillofacial Surgery

Topic #2924

An Overview

BadgerCare Plus's coverage of oral and maxillofacial surgical servicesis limited to services provided due to trauma or congenital
malformations, such as clefts, or the remova or pathologic, painful, or non-restorable teeth. Corrective congenital surgery and
orthognathic surgery are limited to specific cases due to severe handicapping malocclusions.

Wisconsin Medicaid reimburses for the following oral and maxillofacial surgery services:

. Extractions.

. Surgical extractions.

. Alveoloplasty.

. Surgica excision of soft tissue lesions.

. Surgical excision of intra-0sseous lesions.

. Excision of bone tissue.

. Surgical incision.

. Treatment of simple and compound fractures.
. Reduction of dislocation and management of other temporomandibular joint dysfunctions.
. Repair of traumatic wounds.

. Complicated suturing.

. Other surgica and repair procedures.

Providers are required to obtain PA (prior authorization) for certain specified oral and maxillofacial surgery services before delivery of
the service, unless the service is performed on an emergency basis. BadgerCare Plus may request a diagnostic cast or oral/facial
photographic images to aid in evaluating any PA request.

BadgerCare Plus has identified allowable oral and maxillofacial surgery procedure codes.

Topic #2925

Assistant Surgeon

An assisting surgeon is allowed for some allowable complex surgery procedures.

When CPT (Current Procedural Terminology) billing providers request reimbursement for an assisting surgeon, indicate modifier
"80" (Assistant surgeon) in the appropriate element on the claim. If a procedure requires PA (prior authorization) and an assistant
surgeon will be involved with performing the procedure(s), providers are required to request PA for both on the same PA request.

ADA (American Dental Association) billing providers are required to request PA for assisting surgeons. Providers should use D7899 for
an assistant surgeon for TMJ (temporomandibular joint) services and D7999 for all other types of assisting surgeon services.

Topic #2926

Claims Submission Options

Dentists are assigned a procedure coding system to use for submitting claims for oral surgery services based on their speciality.
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Assignment of Oral Surgery Claims Submission M ethod

Assignment of a provider's oral surgery claims submission method depends on the dental speciaty chosen during Medicaid enrollment.
This assignment is necessary because it enables BadgerCare Plus to identify the oral surgery procedure codes a provider may use to
ensure accurate reimbursement.

| dentical Policies and Reimbursement for All Dentists
All dentists, regardless of specialty:

. Receive the same reimbursement for the same procedures.

. Have virtualy the same program limitations, such as PA (prior authorization) requirements, for the same procedures.

. Submit claimsfor all other dental (nonsurgical) procedures using CDT (Current Dental Terminology) procedure codes and afew
BadgerCare Plus HCPCS (Hea thcare Common Procedure Coding System) procedure codes.

. Submit claimsfor all oral surgeries using the code system assigned at enrollment.

. Cannot temporarily alternate between coding systems, using different procedure codes on different days.

. Find that the CPT claims submission method requires fewer attachments and is easier to submit electronically.

Decreased Attachmentsand Claim Processing Time

The CPT coding system is more precise than the ADA coding system for describing the same oral surgery procedures. Therefore, most
CPT codes do not require operative and pathology reports for manual pricing by Wisconsin Medicaid, as well as the additional time
needed for processing manually priced claims. This facilitates electronic claims submission.

Topic #2927

Excision of Hyperplastic Tissue

For ForwardHealth coverage of PA (prior authorization) requests for the excision of hyperplastic tissue (per arch), the member must
have an edentulous ridge, and have difficulty wearing a prosthesis. The member must have adequate healing after tooth extraction before
requesting this service. The service includes all local anesthetic, suturing, postoperative care, and soft tissue conditioning of any
appliances at the time of surgery.

Topic #2928

Limitations

Many oral surgeries are limited to once per day. This limitation may be exceeded if narrative on the claim form demonstrates the
additional services were medically necessary.

Topic #2929

Osteoplasty/Osteoctomy

Wisconsin Medicaid reimburses for osteoplasty/osteotomy for orthognathic deformities for only the most severe orthodontic skeletal
malocclusion. PA (prior authorization) requests for correction of orthognathic deformities require a HealthCheck exam. Criteriafor PA
approval for osteoplasty or osteotomy includes one of the following, where the procedure is necessary to correct:

. Themost severe cases of protruding or retruding mandible or maxillae where conventional orthodontics cannot provide a stable
and acceptable outcome.
. The most severe cases of open bite where conventional orthodontics cannot provide a stable and acceptable outcome.
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. A significant skeletal malocclusion where conventional orthodontics cannot provide a stable and acceptable outcome.
. Severe malocclusions caused by disease or injury where conventional orthodontics cannot provide a stable and acceptable
outcome.
If the deformity has been caused by disease or injury, a physician's statement is required.

The criteriafor PA approval includes a frenum which creates a central incisor diastema, ankyloglossia, periodonta defects, or is
necessary to complete orthodontic services.

Topic #2930

Pre- and Post-Care Days

Reimbursement for procedures directly related to an oral surgery is incorporated into the reimbursement for the oral surgery procedure.
Palliative treatment, application of desensitizing medicaments, and other related procedures are not allowed at least three days before
and 10 or more days after the surgery. Claims for other procedures directly related to the surgery must not be submitted separately,
regardless of when the claim for the procedure is submitted.

If the procedure is not directly related to oral surgery, the limitation can be overridden with a narrative demonstrating that fact on the
claim form. For example, a procedure may be performed on a separate section of the mouth than the oral surgery.

Topic #2932

Removal of Extosis Maxillae or M andible

Criteriafor PA (prior authorization) approval for the removal of extosis maxillae or mandible includes one of the following situations:
. The exostosis presents an undesirable undercut.
. The exostosis presents problems with insertion or stability of the prosthesis.
. Theremova is medicaly necessary due to the presence of pain caused by the insertion or wearing of a removable prosthesis.

Topic #2931

Removal of a Foreign Body

PA (prior authorization) requests for removal of aforeign body must be accompanied by one periapical radiograph.

Topic #2933

Replantation and Splinting

BadgerCare Plus's coverage of the replantation and splinting of atraumatically avulsed or subluxated tooth:
. Includes the postoperative follow-up.
. Includes the removal of any splints and wires.
. Does not include any root canal therapy for the involved teeth.

Topic #2935
Surgical Exposure of Impacted or Unerupted Tooth
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Reimbursement for the surgical exposure of an impacted or unerupted tooth for orthodontic reasons includes (with PA (prior
authorization)) placement of any hooks, wires, pins, €tc., to aid eruption through orthodontics. This service includes placement of any
orthodontic appliance on the impacted tooth.

Include the following documentation with PA requests for this service:

. A HealthCheck exam (the HealthCheck provider signature is required).
. A periapical radiograph of the tooth.

Topic #2934

Surgical Exposure of a Tooth to Aid Eruption

For surgical exposure of atooth to aid eruption, the tooth must be impacted by an adjacent tooth, and not close to natural eruption. This
service can be requested for primary and permanent teeth.

This service does not include placement of any hooks, wires, pins, etc., to aid eruption through orthodontics.
Include the following documentation with PA (prior authorization) requests for this service:

. A HealthCheck exam (the HealthCheck provider signature is required).
. A periapical radiograph of the tooth.

Topic #2936

Surgical Extraction of a Tooth

Wisconsin Medicaid's reimbursement for surgical extraction of atooth is limited to when an extraction is necessary for the following
reasons.

. An emergency, which is a situation when an immediate service must be provided to relieve the member from pain, an acute
infection, swelling, fever, or trauma.

. Orthodontia (for children up to age 21). In this case, PA (prior authorization) should be requested for the surgical extraction of a
tooth in a non-emergency situation.

If during the routine extraction of any tooth the extraction unexpectedly becomes a surgica extraction, the surgical extraction is
considered a dental emergency. The provider should indicate that the procedure was an emergency when submitting aclaim to
ForwardHealth. Providers should also retain documentation of the circumstances of the procedure in the member's records.

Topic #2937

Suturing

Wisconsin Medicaid reimburses providers for suturing only when it is provided as aresult of trauma. Suturing is not separately
reimbursable when it is part of a surgical procedure, as suturing isincluded in the surgical procedure and fee.

When submitting claims for suturing, include an operative report describing the procedure, complexity of closure, location of laceration,
and length of laceration(s) repaired.

Topic #2938
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Temporomandibular Joint Surgery

The TMJ (temporomandibular joint) office visit requires detailed and extensive examination and documentation of the member's TMJ
dysfunction.

A TMJ office visit consists of:

. A comprehensive history.
. Clinica examination.

. Diagnosis.

. Treatment planning.

Initial Treatment

The initial treatment of a TMJ dysfunction must consist of nonsurgical treatments which include:

. Short-term medication.

. Hometherapy (e.g., soft diet).

. Splint therapy.

. Physical therapy, including correction of myofunctiona habits.
. Relaxation or stress management techniques.

. Psychological evaluation or counseling.

Nonsurgical TMJ treatments are not covered.

Prior Authorization

Providers are required to include appropriate current clinical physical and dental information about the member on the PA request to
enable ForwardHealth to determine whether the surgery is medically necessary. Only TMJ surgeries with favorable prognosis for
surgery are considered for approval.

TMJ Surgery Proceduresand Managed Care Programs

State-contracted MCOs (managed care organizations) may designate the facility at which the TMJ surgery is performed. The MCO is
responsible for paying the cost of the surgery and al related services (e.g., hospitalization and anesthesiology).

Wisconsin Medicaid does not reimburse for a TMJ surgery performed by a dentist on afee-for-service basis when provided to a
member enrolled in an MCO that covers dentistry. Therefore, to obtain reimbursement, dentists must participate in or obtain areferra
from the member's MCO since the MCO is responsible for paying the cost of all services. Failing to obtain an MCO referral may result
in adenia of payment for services by the MCO.

If the MCO does not cover dental services, the dentist may submit a PA request to ForwardHealth and, if approved, the dental surgeon
is reimbursed for the evaluation on a fee-for-service basis.

. ForwardHealth has identified MCOs and services for which dental providers may request fee-for-service reimbursement.

. If PA is obtained, the MCO is responsible for paying the cost of al related medical and hospital services and may therefore
designate the facility at which the surgery is performed.

. The dentist must work closely with the MCO to assure continuity of coverage.
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Orthodontics

Topic #2905

An Overview

Wisconsin Medicaid reimburses providers for orthodontic services including the following.

. Limited orthodontic treatment.

. Interceptive orthodontic treatment.

. Comprehensive orthodontic treatment.

. Minor treatment to control harmful habits.
. Other orthodontic services.

This information applies to BadgerCare Plus Standard Plan and Medicaid only.

HealthCheck Requirement

Orthodontia treatment is available only after the member has recelved a HealthCheck exam and is not available to adults over age 20. A
well child exam, sports physical, or presurgical physical will not be accepted as a HealthCheck exam.

Member Eligibility for Completion of Orthodontic Treatment

Regardless of member subsequent eligibility, all approved orthodontic services, once started (bands, brackets, or appliances placed
during a period of eligibility) are reimbursed to completion of the approved services performed by an enrolled provider.

If an orthodontia member becomes BadgerCare Plus-eligible in mid-treatment, BadgerCare Plus will approve a PA (prior authorization)
request for continued servicesiif al PA criteria are met.

Prior Authorization Requirements
All orthodontic services require PA and a HealthCheck referral.

Pre-orthodontic treatment visits (D8660) include an examination, consultation, and the obtaining of diagnostic casts. This serviceis
limited to members with an orthodontic diagnosis only. Providers may submit claims for these services before submitting a PA request
for orthodontia.

Panoramic x-ray (D0330), cephalometric x-ray (D0340), and oral/facial photographic images (D0350) for members with an
orthodontic diagnosis do not require PA. Claims for these services may be submitted before submission of a PA request for orthodontia.

Documentation
The following documentation must be submitted with all PA requests for orthodontic services:

. Orthodontic records of the examination, consultation, and diagnostic casts. Casts must be securely packed, clearly labeled to
identify the provider and the member, and must include a bite registration.

. A completed PA/DRF (Prior Authorization Dental Request Form, F-11035 (07/12)) and PA/DA2 (Prior Authorization/Dental
Attachment 2, F-11014 (07/12)).

. Evidence that a HealthCheck exam has occurred within the past year.

. A specific orthodontic treatment plan that addresses appliance(s) to be used during the course of treatment.
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Topic #2906

Fixed or Removable Appliances
Limited Orthodontic Treatment

Limited treatment services are for correction of a minor malocclusion in which one to four teeth are involved. It is considered especialy
for children under the age of 12 in the transitional dentition stage of development. Services may be used to correct anterior crosshites,
ectopic eruption of permanent first molars, and bite plates.

| nter ceptive Orthodontic Treatment

Interceptive orthodontic treatment is for the correction of a minor malocclusion in which one to four teeth are involved, and is considered
especially for children under the age of 12 in the transitional dentition stage of development. The correction of posterior cross hites,
orthopedic orthodontics, and 2 x 4 interceptive procedures are allowed services under this procedure. Interceptive procedures are not
inclusive of comprehensive orthodontic treatment of this malocclusion. Interceptive orthodontic treatment of adolescent or adult dentition
is not a covered service,

Minor Treatment to Control Har mful Habits

Correction of harmful habits such as thumb, finger, tongue, or lip sucking is considered especialy for children under the age of 12 in the
transitional dentition stage of development. Fixed appliances only are encouraged.

Topic #2907

Initial Treatment and Billing Date

When hilling for the initial orthodontic banding service, the date used is the day the treatment started. Thisis defined as the date when the
bands, brackets, or appliances are placed in the member's mouth. The member must be BadgerCare Plus eligible on this DOS (date of
service).

Topic #2908

Retainers

Retainers can be authorized for limited, interceptive, or comprehensive orthodontic services requested. If retainers are separately
identified on an approved PA (prior authorization) for orthodontic service, they may be separately reimbursed. However, when
submitting the PA request, the provider may include the placement, fees, and follow-up for retainersin the initial fee and monthly
adjustments. In this case, a separate request for retainers will not be granted. Using either way of billing, the maximum fee for
orthodontic treatment will be the same.

Lost or Damaged Retainers

In cases of lost or damaged retainers, the provider should submit a new PA request for a new retainer. New orthodontic records do not
need to be submitted with the new PA. However, multiple lost retainers (due to member negligence) will not be replaced. HealthCheck
is not required. The provider is required to indicate the date the initial retainer was placed. The member and/or family are required to
indicate when and how the retainer was lost and present a plan to prevent future loss.

Topic #2909
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Severe M alocclusion

The following criteria are considered when reviewing PA (prior authorization) requests for orthodontia:

. A severe and handicapping malocclusion determined by a minimum Salzmann Index of 30.

. Inextenuating circumstances, the dental consultant may, after comprehensive review of the case, determine that a severe
handicapping malocclusion does exist, and approve the orthodontia treatment even though the Salzmann score is less than 30.

. Transfer cases from out-of-state or within state must fulfill BadgerCare Plus criteria of age and Salzmann Index at time of initial
treatment (banding).

. Certain cases of minor treatment (1-4 teeth) can be approved for limited or interceptive orthodontic treatment using either fixed or
removable appliances.

. If therequest for orthodontic services is the result of a personality or psychological problem or condition and a member does not
meet the criteria listed above, then areferral from a mental health professional is required.

Orthodontic treatment is not authorized for cosmetic reasons. Transfer cases from one enrolled provider to another enrolled provider
are reimbursed at the maximum fee authorized minus the fees reimbursed to the original provider.

Topic #2910

Terminated Treatment

If any orthodontic treatment is terminated prior to completion, the provider is required to notify BadgerCare Plus in writing within 30
days of termination. The notification must include the reason(s) for termination and a copy of the treatment progress notes.
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Periodontics

Topic #2868

An Overview

Wisconsin Medicaid reimburses providers for the following periodontal servicesif al requirements are met:

. Surgical.
. Nonsurgical.
. Other periodontal.

All services performed on the same DOS (date of service) must be submitted on the same claim form. Wisconsin Medicaid denies
reimbursement for services performed on the same DOS but submitted on separate claim forms.

Quadrants/Area of Oral Cavity

ForwardHealth defines gingivectomy, gingivoplasty, and periodontal scaling and root planing according to the CDT (Current Dental
Terminology) description of four or more contiguous teeth per quadrant or one to three contiguous teeth per quadrant.

For amember 13 years of age and older, gingivectomy, gingivoplasty, or periodontal scaling and root planing are allowed once every
three years per quadrant per provider, except in the following circumstances:

. Four quadrants are allowed per day in a hospital or an ASC (ambulatory surgical center).

. Two quadrants are allowed per day in an office, home, ECF (extended-care facility), or other POS (place of service).

. If aPA request provides sound medical or other logical reasons, including long distance travel to the dentist or a disability that
makes travel to the dentist difficult, four quadrants may be allowed per day in an office, home, ECF, or other POS.

Providers are required to submit PA requests and claims for certain periodontal services with the appropriate area of oral cavity code
for each quadrant requested. Each quadrant must be requested on a separate detail.

Topic #2883

Full-M outh Debridement

Full-mouth debridement (D4355) is alowable only once per three years for members ages 13 and older and is not reimbursable on the
same DOS (date of service) as prophylaxis procedures. If full-mouth debridement is completed in more than one appointment, the
service should be hilled on the date of completion. Excess cal culus must be evident on X-rays and documented in the member's medical
record.

No other periodontal therapy (D4341, D4342, D4910) will be authorized within four weeks after full-mouth debridement.
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Preventive Services

Topic #2864

An Overview

BadgerCare Plus allowable dental preventive services include the following:
. Dental prophylaxes.
. Topica flouride treatment.
. Space maintenance.
. Other preventive services.

Topic #2872

Fluoride Treatment

Topica application of fluoride varnish (D1206) and topical application of fluoride (D1208) are allowable for both children and adults.
Coverage is based on a member's age and risk group.

If amember has a high caries risk or a disability that impairs the member's ability to maintain oral hygiene, providers are required to
document that information in the member's medical record.

ForwardHealth does not cover afluoride treatment provided on the same DOS (date of service) as periodontal scaling and root planing.

Topic #2871

Prophylaxes
Preventive services include routine prophylaxes (which includes scaling and polishing) for adults and children.

Prophylaxis Services Performed in a Nursing Home or for Children

To provide greater flexibility in scheduling prophylaxis services in a nursing home or for children, the time period between services may
be as few as 330 days for adults and 160 days for children.

Prophylaxis (D1110, D1120)

Prophylaxis services are limited to one per six-month period for members through age 20 and one per 12-month period for members
ages 21 and older.

Members With Disabilitiesthat Impair Their Ability to Maintain Oral Hygiene

For members with a permanent physical or developmental disability that impairs their ability to maintain oral hygiene, up to four
prophylaxis services may be provided per 12-month period. Providers are required to retain documentation of the member's disability in
his or her record.

Topic #2873
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Sealants

Sealants are allowable for members up to age 20. Providers are required to document the medical necessity of the sealants (e.g., due to
congenital malformation) when sealants are placed on teeth other than primary or secondary molars.

Topic #2874

Space M aintenance

Wisconsin Medicaid reimburses providers for space maintenance therapy. This service includes coverage of missing anterior teeth,
bilateral missing posterior teeth, and unilateral missing posterior teeth.

A space maintainer which includes a stainless steel crown (loop or distal shoe types) is reimbursed as a spacer plus a stainless steel
crown. When a stainless steel crown is used instead of a band, the stainless steel crown must be separately identified.

Space maintainers are alowable for members up to age 20 only.
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Prosthodontics (Fixed)

Topic #2903

An Overview

Coverage of fixed prosthodontic services includes the following:
. Fixed partial denture pontics.
. Fixed partia denture retainers.
. Other fixed partial denture services.

The recementing of afixed bridge, either of acid-etch retainer type or conventional crown/inlay/onlay retainers, is limited to permanent
cementation.

PA (prior authorization) is required for fixed partial denture retainers, pontics, stress breakers and fixed partial denture repairs.
Coverage is limited to members who cannot safely wear a removable partial denture due to a preexisting medical condition.

PA requests for fixed prosthetic services are only considered when the following criteria can be documented:

. The member cannot wear aremovable partial or complete denture.
. The member has periodontally healthy teeth.

The following documentation must be submitted with a PA request for a fixed prosthodontic appliance:
. A minimum of periodontal charting and periapical radiographs of all abutment teeth.
. An explanation of unsuccessful wearing or attempt to wear a removable prosthetic appliance.
. Documentation that the member is physically, psychologicaly or otherwise indefinitely disabled or has amedical condition that
imparts the treatment required (indicate in Element 4 of the Prior Authorization Dental Attachment 2).
. Periodontal case type (indicate in Element 12 of the Prior Authorization Dental Request form).
If necessary, diagnostic casts may be requested by BadgerCare Plus.

Topic #2904

Bridge Repair

Repairing a fixed bridge requires PA (prior authorization). The PA request for repair of afixed prosthetic device is considered only
when the following criteria can be documented:

. Thefixed bridge is functional.
. The member has periodontally healthy teeth.
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Prosthodontics (Removable)

Topic #2884

An Overview

Coverage of removable prosthodontic services includes:

. Complete dentures.

. Partial dentures.

. Repairsto complete dentures.
. Repairsto partial dentures.

. Denture reline procedures.

. Maxillofacia prosthetics.

Wisconsin Medicaid reimburses dental providers for allowable removable prosthodontic services identified by BadgerCare Plus.

When submitting claims for partial and complete dentures, the following requirements must be met:
. Providers may use the date of final impressions as the DOS (date of service), but may not submit claims to BadgerCare Plus until
the prosthesisis inserted.
. Members must be eligible on the date the final impressions are made in order for the denture service to be covered. If eligibility
issues arise, providers will be asked to verify this date through treatment progress notes.

Topic #2888

Denture Repair Services

BadgerCare Plus requests that dentists use discretion with denture repairs. Old, worn dentures with severely worn teeth or fractures due
to age should be replaced. A PA (prior authorization) request with appropriate documentation must be submitted for replacement
dentures.

Providers are required to indicate an area of the oral cavity modifier (01, maxillary or 02, mandibular).

Wisconsin Medicaid reimburses a maximum amount per member, per denture, per six-month period for the repair of complete or partial
dentures.

If laboratory costs exceed the maximum reimbursement allowed, dentists may submit a claim or adjustment request with laboratory hills.

Complete Denture Repairs
Complete denture repairs include the following:

. Repair of broken complete denture base.
. Replacement of missing or broken teeth.

Partial Denture Repairs

Repairs to partial dentures include the following:
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. Repair of resin denture base.

. Repair of cast framework.

. Repair or replace a broken clasp.

. Replace broken teeth.

. Add tooth to existing partial denture.

. Add clasp to existing partia denture.

. Replace al teeth and acrylic on cast meta framework.

Noncovered Repairs
The following repairs are not covered by BadgerCare Plus:

. Extensive repairs of marginally functiona dentures.
. Repairs to adenture when a new denture would be better for the health of the member.

Topic #2889

Edentulous Members

If amember has been edentul ous for more than five years and has never worn a prosthesis, then no denture is ordinarily approved unless
the dentist submits the following:

. A favorable prognosis.
. Anandysis of the ord tissue status (e.g., muscle tone, ridge height, muscle attachments, etc.).
. Judtification indicating why a member has been without a prosthesis.

If amember has not worn an existing prosthesis for three years, no new prosthesis will usually be authorized unless unusua mitigating
circumstances and medical necessity are documented and verified by a physician.

When a member has a history of an inability to tolerate and wear a prosthetic appliance due to psychological or physiological reasons,
then anew prosthesis will not be approved.

Topic #2890

Full Dentures with Few Remaining Teeth

Wisconsin Medicaid may reimburse for full dentures when a member has only one or two remaining teeth per arch if this treatment
would maintain proper anchorage and if the denture could be converted to afull denture by a simple repair, in the event of tooth loss.
The ForwardHealth dental consultant determines the appropriateness of this situation at the time prior authorization is requested.

Topic #2891

Healing Period After Tooth Extraction

BadgerCare Plus requires a minimum of six weeks healing period after the last tooth extraction occurs in the arch in question before a
final impression is made.

A PA (prior authorization) request for dentures may be approved before teeth are removed. The six-week healing period must still take
place. If the six-week waiting period does not take place, payment for dentures is denied or recouped.

Shorter Healing Period After Tooth Extraction
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A shorter healing period after an extraction may be approved or no healing period may be reguired if the PA request demonstrates that
such approval is appropriate due to medical necessity, an unusua medical condition, that only a few teeth are extracted, or that
extracted teeth are in noncritical areas such as the opposing arch.

BadgerCare Plus may grant a shortened healing period or require no healing period in limited situations for members who are employed
with job duties that require public contact. In this situation, a statement from the employer indicating the job duties that require public
contact must be included in the PA request.

To have a shorter healing period, a provider must request the shorter period at the same time the PA request for dentures is made.

Immediate upper complete denture or upper complete denture with shorter healing period is authorized and billed using procedure code
D5110. Immediate lower complete denture or lower complete denture with shorter healing period is authorized and billed using
procedure code D5120.

Topic #2892

Life Expectancy of Prostheses

Generaly, given reasonable care and maintenance, a prosthesis should last at least five years. Coverage of removable prosthodontic
servicesis limited to one new full or partial denture per arch per five years unless unusual circumstances are documented with the PA
(prior authorization) request. Providers and members should not expect to receive approval for areplacement prosthesis without
adequate justification and documentation.

ForwardHealth assesses al cases that request early replacement of a prosthesis due to a member's poor adaptation to a new prosthesis,
or poor quality workmanship by the provider.

Topic #2893

L ost, Stolen, or Severely Damaged Prostheses

Removable prosthodontic services are provided at considerable expense to BadgerCare Plus. BadgerCare Plus does not intend to
repeatedly replace lost, severely damaged, or stolen prostheses. PA (prior authorization) requests for lost, severely damaged, or stolen
prostheses are only approved when:

. The member has exercised reasonable care in maintaining the denture.

. The prosthesis was being used up to the time of loss or theft.

. Theloss or theft is not a repeatedly occurring event.

. A reasonable explanation is given for the loss or theft of the prosthesis.

. A reasonable plan to prevent future loss is outlined by the member or the facility where the member lives.

In these situations, BadgerCare Plus will reimburse only for the first lost, damaged, or stolen prosthesis per arch. Subsequent lost,
damaged, or stolen prostheses are payable by the member.

Prior Authorization Requirements

When submitting a PA request involving a lost, stolen, or severely damaged prosthesis, give specid attention to the need for the
prosthesis. The request must include a police report, accident report, fire report, or hospital, nursing home, or group home (community
based residentia facility) administrator statement or member statement on the loss. Such statements should include how, when, and
where the prosthesis was lost or damaged, and what attempts were made to recover the loss and plans to prevent future loss.

Topic #3084
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Obturator and Palatal Lift Prostheses

Obturator protheses definitive and palatal lift prostheses definitive do not require PA (prior authorization). These services may be
provided once per six month period, and providers are required to retain documentation of medical necessity. Frequency limitations for
these services may be exceeded in exceptional circumstances. Written justification must be included with a PA request.

Topic #2895

Partial Dentures

Wisconsin Medicaid reimburses for partial dentures only for members with good oral health and hygiene, good periodontal health (AAP
(American Academy of Pediatrics) Typel or 1), and a favorable prognosis where continuous deterioration of teeth and periodontal
health is not expected.

A member qualifies for a partial denture if any of the following criteria are met:

. One or more anterior teeth are missing.

. The member has less than two posterior teeth per quadrant in occlusion with the opposing quadrant.

. The member has at least six missing teeth per arch, including third molars.

. A combination of one or more anterior teeth are missing, and the member has less than two posterior teeth per quadrant in
occlusion with the opposing quadrant.

. The member requires replacement of anterior teeth for employment reasons.

. Medically necessary for nutritional reasons documented by a physician.

. Unusua clinical situations where a partial is determined to be necessary based on a comprehensive review of the dental and
medica histories.

If placement of a partial denturein an arch provides at |east two posterior teeth (posterior teeth are bicuspids and molars only) per
quadrant in occlusion with the opposing quadrant, the opposing partial, if requested, may not be authorized unless the member also has
an anterior tooth missing in that arch.

Topic #2896

Prior Authorization Requirements

PA (prior authorization) requests are required for the following:

. Complete dentures.

. Partial dentures.

. Replacement of all teeth and acrylic on cast metal frame work.
. Unspecified maxillofacial prosthesis.

. Frequency limitations for dentures, partials, and relines.

Complete and Partial Dentures
PA requests for a removable prosthesis should explain the individua needs of the member and include the following information:

. Theage of existing prosthesis (if applicable).

. The date(s) of surgery, edentulation, or date the last tooth or teeth were extracted.

. The adaptability of the member. When appropriate, specifically document why a member is not wearing an existing prosthesis,
and why a new prosthesis will eliminate the problem.

. The appropriateness of repairing or relining the existing prosthesis.

. Any misutilization practice of the member.
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. Documented loss or damage of prosthesis requiring replacement, if applicable, and how future loss will be prevented.

Partial Dentures

Complete periodontal charting and X-rays sufficient to show entire arch in question; the BadgerCare Plus consultant may request
additional information such as diagnostic casts on a case-by-case basis.

PA requests for partial dentures must include the following information:

. Periodontal status (AAP Typel-V).

. Verification that all abscessed or non-restorable teeth have been extracted or are scheduled to be extracted.

. Verification that al remaining teeth are decay-free or the member is scheduled for al restorative procedures.

. Success potentia for proper completion and long-term maintenance of the partial denture.

. Veification that no tooth requires root canal therapy or that the member is responsible for any necessary root canals.

BadgerCare Plus may request additional documentation including a physician's statement to verify the following for complete or partial
dentures:

. The medical necessity and appropriateness of the PA request.

. The prosthesisis necessary for proper nourishment and digestion.

. The member is physically and psychologically able to wear and maintain the prosthesis.
. The previous dentures have become unserviceable or lost.

Unspecified M axillofacial Prostheses

Unspecified maxillofacial prostheses (D5999) require PA. PA requests for unspecified maxillofacial prostheses are approved based on
medical necessity and appropriateness on a case-by-case basis. A laboratory bill and narrative must be included with the claim form.

Upgraded Partial Dentures

Wisconsin Medicaid reimburses dentists for providing upgraded partial dentures (D5213 and D5214), according to the following
guidelines:.

. PA isaways required.

. Reimbursement is at the maximum fee for the "standard" resin-base partial denture (D5211 and D5212).

. Reimbursement must be accepted as payment in full.

. Each dental office that provides the service must have written criteria based on medical necessity to determine who receives the
upgraded service.

. All criteria must be applied consistently to all BadgerCare Plus members.

No provider is obligated to provide upgraded partia dentures.

Topic #2897

Prostheses Care I nstructions

As part of any removable prosthetic service, dentists are expected to instruct the member on the proper care of the prostheses. Six
months of post-insertion follow-up care isincluded in the reimbursement for complete and partia dentures and relining complete and
partial dentures.

Providers performing denture and partial denture adjustments after six months of post-insertion follow-up care may submit claims to
ForwardHealth using procedure code D9110 for these services.
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Topic #2898

Reline Services

Relining complete and partial upper and lower denturesis limited to once every three years, per arch, when an existing denture isloose
or ill fitting or there is considerable amount of tissue shrinkage or weight loss. Six months of post-insertion follow-up careisincluded in
reimbursement for complete and partial dentures and relining complete and partial dentures.

The frequency limitation for relines may be exceeded in exceptional circumstances. Written justification must be included with the PA
(prior authorization) request.

Note: Chair-side reline services are not covered by BadgerCare Plus.

Topic #2899

Traumatic Loss of Teeth for MembersUnder Age 21

When a child experiences a traumatic loss of an anterior tooth or teeth (tooth numbers 6-11, 22-27), removable prostheses may be
provided by backdating a PA request.
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Restor ative Services

Topic #2865

An Overview

Wisconsin Medicaid reimburses providers for restorative services (D2000-D2999). Restorations are expected to last for a reasonable
time. Providers may exceed limitations only if a narrative on the submitted claim demonstrates the medical necessity for replacing a
properly completed restoration.

BadgerCare Plus alowable dental restorative services include the following:

. Amalgam restorations.

. Resin-based composite restorations.
. Crowns— dingle restorations.

. Other restorative services.

ForwardHealth denies claims for replacement restorations performed in less than the allowable timeframe that fail to include a statement
indicating why the restoration was replaced.

When performing restorative services, dental providers must follow the limitations and requirements identified by BadgerCare Plus for
allowable restorative procedures, along with the following standards and guidelines:

. A restoration is considered a two or more surface restoration when two or more actual tooth surfaces are involved, whether they
are connected or not.

. Any single or combination of restorations on one surface of atooth is considered as one surface for reimbursement purposes.

. For claims submission purposes, count the total number of tooth surfaces restored and list the surface letters on the claim, even
when unrelated surfaces are restored.

Services that are not reimbursable as separate procedures or billable to the member include the following:

. Services considered part of the restoration, including:
v Base, copalite, or calcium hydroxide liners placed under arestoration.
o The acid etching procedure for composite restorations or amalgam bonding.
. Local anesthesia, which isincluded in the restorative service fee.
. Sedativefilling in conjunction with pulpotomy, endodontice therapy, or apexification.

Topic #2876

Crowns

BadgerCare Plus allowable crowns include anterior resin-based composite crowns, full-cast predominantly base metal crowns
(upgraded crowns), prefabricated resin crowns, prefabricated stainless steel crowns with resin window, and prefabricated aesthetic
coated stainless steel crowns. Dentists are not obligated to provide upgraded crowns.

For cases where Medicaid reimbursement for an upgraded crown (D2791) is less than the laboratory fee, providers may initiate
reconsideration of an allowed claim by submitting an Adjustment/Reconsideration Reguest (F-13046 (07/12)) along with a copy of the
laboratory bill to receive additional reimbursement — up to the amount of the laboratory fee.

Topic #2875
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Temporary Sedative Fillings

Temporary sedative fillings in conjunction with root canal procedures are reimbursed as part of the root canal procedure and are not
separately reimbursable. They are not considered a small base before placement of a permanent restoration.

Topic #2877

Unspecified Restor ative Procedures

Providers are required to include a periapical radiograph of the involved tooth or teeth with any PA (prior authorization) request for
unspecified restorative procedures (D2999).
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EHR Incentive Program:Adopting, I mplementing, or Upgrading
Certified EHR Technology

Topic #12102

Adopting EHR Technology

In order to qudify for aWisconsin Medicaid EHR (Electronic Health Record) Incentive Program payment under "adoption,” Eligible
Professionals and Eligible Hospitals must demonstrate acquisition, installation, or contractual proof of afuture acquisition of CEHRT
(Certified Electronic Health Record Technology) in the first payment year. All information is subject to audit a any time and must be
retained by the Eligible Professional or Eligible Hospital for six years post-attestation. If selected for an audit, the applicant must be able
to supply one of the following items:

. Receipt(s) for the CEHRT. The receipt must match the products associated with the CM S (Centers for Medicare and Medicaid
Services) EHR certification ID the applicant received from the ONC (Office of the Nationa Coordinator for Health Information
Technology) for Health IT Certifed EHR Product List and reported through the application process.

. A contract for the CEHRT. The products listed in the contract must match the products associated with the CMS EHR
certification ID the applicant received from ONC's Certified Health IT Product List and reported through the application process.

Additional documentation may be considered but must, at a minimum, identify the CEHRT adopted and indicate the CEHRT acquired
or purchased.

Topic #12103

| mplementing EHR Technology

In order to qualify for a Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program payment under "implementation,”
Eligible Professionals and Eligible Hospitals must meet the criteria for adopting CEHRT (Certified Electronic Health Record Technology)
and demonstrate actual implementation, installation, or utilization of CEHRT. Examples of how to demonstrate implementation of
CEHRT includes completing a workflow analysis and redesign, training staff on the use of modules, and patient demographics and
administrative data. All information is subject to audit at any time and must be retained by the Eligible Professional or Eligible Hospital
for six years post-attestation. If selected for an audit, the applicant must be able to supply at least one document from each of the
following lists.

List One:

. Receipt(s) for the CEHRT. The receipt must match the products associated with the CM S (Centers for Medicare and Medicaid
Services) EHR certification ID that the applicant received from the ONC (Office of the National Coordinator for Health
Information Technology) Certified Health IT Product List and reported through the application process.

. A contract for the CEHRT. The products listed in the contract must match the products associated with the CMS EHR
certification ID the applicant received from ONC's Certified Health IT Product List and reported through the application process.

List Two:
. Maintenance agreement.
. Instalation contract or receipts.
. System logs indentifying use of the certified technology and/or user license agreements.
. Evidence of cost, contract, or third party certification of CEHRT training.
Additional documentation may be considered but must, at a minimum, identify the CEHRT implemented and indicate the CEHRT
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acquired or purchased.

If attesting to "implementation," the Eligible Professional or Eligible Hospital will select from alist of implementation activities that are
either "Planned" or "Completed." Some examples of these activities include workflow analysis, workflow redesigns, software
installations, hardware installations, and peripheral installations.

Topic #12104

Upgrading EHR Technology

In order to qualify for aWisconsin Medicaid EHR (Electronic Health Record) Incentive Program payment under "upgrade,” Eligible
Professionas and Eligible Hospitals must meet the criteria for adopting and implementing and demonstrate expansion of the CEHRT
(Certified Electronic Health Record Technology)'s functionality, such as the addition of an e-prescribing functionality or CPOE
(Computerized Physician Order Entry). All information is subject to audit at any time and must be retained by the Eligible Professional or
Eligible Hospitals for six years post-attestation. If selected for an audit, the applicant must be able to supply one of the following items:

. Receipt(s) for the CEHRT. The receipt must match the products associated with the CM S (Centers for Medicare and Medicaid
Services) EHR certification ID the applicant received from the ONC (Office of the National Coordinator for Health Information
Technology) Certified Health IT Product List and reported through the application process.

. Executed contract for the CEHRT. The productsin listed in the contract must match the products associated with the CMS EHR
certification ID the applicant received from ONC's Certified Health IT Product List and reported through the application process.

Additional documentation may be considered but must, at a minimum, identify the CEHRT upgraded and indicate the CEHRT acquired
or purchased.

Topic #12497

Uploading Documentation for Adopting, | mplementation,
and Upgrading Certified EHR Technology

It is recommended, but not required, that Eligible Professionals and Hospitals provide documentation supporting adoption,
implementation, or upgrading of CEHRT (Certified Electronic Health Record Technology). If attesting to adoption, implementation, or
upgrade, the Eligible Professional or Hospital may upload supporting documentation at the conclusion of the Wisconsin Medicaid EHR
(Electronic Health Record) Incentive Program application. Eligible Professionals and Hospitals may upload any relevant documentation
to support their attestations related to adopting, implementing, or upgrading. This may include PDF (Portable Document Format) files (of
no more than 2MBs) of purchase orders, vendor contractsto install the CEHRT, any other receipts, and any other auditable
documentation.

All Eligible Professionals and Hospitals are reminded that they should retain supporting documentation for the Wisconsin Medicaid EHR
Incentive Program application in their files for six years post-attestation.

Dental Published Policy Through December 31, 2015 Page 164 of 392



Wisconsin Medicaid

An Overview

Topic #16897

Certified Electronic Health Record Technology

All Eligible Professionals are required to adopt CEHRT (Certified Electronic Health Record Technology) that meets the criteria outlined
in the ONC (Office of the National Coordinator for Health Information Technology)'s 2014 Edition Standards & Certification Criteria
Fina Rule, regardless of the stage of Meaningful Use they are demonstrating. Eligible Professionals are required to have the following:

. The base EHR (electronic health record) technology outlined by the ONC.

. The EHR technology for the "core set" objectives and measures to which they are attesting for the applicable stage of Meaningful
Use unless an exclusion applies.

. The EHR technology for the "menu set" objectives and measures to which they are attesting for the applicable stage of Meaningful
Use.

An Eligible Professional's CEHRT must be able to support his or her ability to demonstrate the applicable stage of Meaningful Use.

Documentation Requirements

Beginning in Program Y ear 2015, all Eligible Professionals, regardless of their year of participation in the Wisconsin Medicaid EHR
Incentive Program, will be required to submit at least one of the following with their Wisconsin Medicaid EHR Incentive Program
application to document their acquisition of 2014 Edition CEHRT:

. Contract.

. Lease

. Proof of purchase.

. Receipt.

. Signed and dated vendor letter.

All of the following must be identified on the submitted documentation, regardless of format:
. Vendor.
. Product.

. Product version number.

Eligible Professionals are reminded that they are required to retain supporting documentation for their Wisconsin Medicaid EHR
Incentive Program application for six years post-attestation.

Submission Requirements

Organizations that are attesting for fewer than 30 Eligible Professionals are required to upload supporting documentation to each
Eligible Professional's Wisconsin Medicaid EHR Incentive Program application.

Organizations that are attesting for 30 or mor e Eligible Professionals are required to either upload supporting documentation to each
Eligible Professional's Wisconsin Medicaid EHR Incentive Program application or securely email supporting documentation to the
Wisconsin Medicaid EHR Incentive Program prior to submitting each application. Wisconsin Medicaid strongly encourages
organizations that are attesting for 30 or more Eligible Professionals to upload their supporting documentation, rather than email it.

Uploading Documentation
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Organizations that are uploading supporting documentation are required to upload it through the Application Submission (Part 1 of 2)
page in the Submit section of the Wisconsin Medicaid EHR Incentive Program application. Organizations are strongly encouraged to
upload their supporting documentation as a Microsoft® Excel spreadsheet, although Microsoft® Word, and PDF files can also be
uploaded. All uploaded files must be two megabytes or less. For specific instructions on uploading supporting documentation, refer to
the Wisconsin Medicaid Electronic Health Record Incentive Program User Guide for Eligible Professionals on the Portal User Guides

page.

Emailing Documentation

If submitting supporting documentation via email, organizations that are attesting for 30 or more Eligible Professionals are required to do
the following:

. Complete and attach the Required CEHRT Documentation Microsoft® Excel spreadsheet available on the DHS (Department of
Health Services) website. Organizations should complete the spreadsheet using the document's internal instructions and save a
copy for their records.

. Attach all other required supporting documentation to the email.

. Indicate the following as the subject line of the e-mail: "Eligible Professional Application Supporting Documentation.”

. Encrypt dl individually identifying information.

. Send the email to the Wisconsin Medicaid EHR Incentive Program at DHSEHRI ncentiveProgram@dhs.wisconsin.gov.

Eligible Professionals are encouraged to send their CEHRT and patient volume documentation in a single email.

Topic #12037

Overview of the EHR Incentive Program

The EHR (Electronic Health Record) Incentive Program was established under the American Recovery and Reinvestment Act of 2009,
also known as the "Stimulus Bill," to encourage certain eligible heath care professionals and hospital's to adopt and become meaningful
users of CEHRT (Certified Electronic Health Record Technology).

Under the federal law, Medicare and Medicaid have separate EHR incentive programs. Eligible Professionals may register to participate
in either the Medicare or Medicaid EHR Incentive Programs, but not both. Eligible Professionals may change their EHR Incentive
Program election once, switching between Medicare and Medicaid, but the change in election must occur on or before December 31,
2014. All Eligible Professionals must be Wisconsin Medicaid-enrolled in order to participate in the Wisconsin Medicaid EHR Incentive
Program. Eligible Professionals may participate in only one state's Medicaid EHR Incentive Program. Eligible Professionals should apply
for EHR payments from the state with which they do most of their business.

Eligible Professionals must first register with the R& A (Medicare and Medicaid Electronic Health Record Incentive Program
Registration and Attestation System). Eligible Professionals may then apply with the Wisconsin Medicaid EHR Incentive Program. All
Wisconsin Medicaid EHR Incentive Program applications will be submitted through the secure Provider area of the ForwardHealth
Portal.

Payments to Eligible Professionals will be made within 45 calendar days of the approval of a completed and submitted application.
Eligible Professionals who meet all of the requirements may receive an incentive payment once per calendar year.

The Wisconsin Medicaid EHR Incentive Program will be available for Eligible Professionals from 2011 through 2021. The last date
Eligible Professionals may register to begin receiving incentive payments for adopting, implementing, and upgrading EHR technology is
December 31, 2016. Eligible Professionals may participate for atotal of six yearsin the Wisconsin Medicaid EHR Incentive Program.
Eligible Professionals are encouraged, but not required, to participate in all six allowed payment years.

The Wisconsin Medicaid EHR Incentive Program payment years are defined as calendar years and are composed in the following way:

. First payment year: Eligible Professionas can apply for incentive payments for adopting, implementing, or upgrading CEHRT.
. Second payment year: Eligible Professionals are required to demonstrate Meaningful Use of CEHRT during any 90-day,
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continuous period during the payment year.
. Third—sixth payment year: Eligible Professionals are required to demonstrate Meaningful Use of CEHRT for the entire payment
year.

Note: Asaresult of aNPRM (notice of proposed rulemaking) regarding modifications to Meaningful Use for Program Y ears 2015
through 2017, which was published by CM S (Centers for Medicare and Medicaid Services) on April 15, 2015, the Wisconsin
Medicaid EHR Incentive Program will accept applications for Meaningful Use incentive payments for Program Y ear 2015 at alater
date.

Eligible Professionals will have an additional grace period after the end of the Program Y ear to apply for an incentive payment for that
Program Y ear. The Program Y ear for Eligible Professionalsis based on the calendar year (i.e., January 1-December 31).

Eligible Professionals are not required to participate in consecutive years of the Wisconsin Medicaid EHR Incentive Program. For
example, an Eligible Professional may register and complete all requirements for the first year in 2011 and receive a payment but then
wait until 2013 to demonstrate Meaningful Use during a 90-day, continuous period for the second payment year.

All information submitted on the Wisconsin Medicaid EHR Incentive Program application is subject to audit at any time.
Note: Emails from the Wisconsin Medicaid EHR Incentive Program are sent to the contact person provided during the Medicare and

Medicaid EHR Incentive Program Registration and Attestation System process. The name indicated in the "From" line for these emailsis
DHSEHRIncentiveProgram@dhs.wisconsin.gov.
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Appeals

Topic #12137

Appeals Process

To file an appeal, the Eligible Professional or Hospital should log into the secure ForwardHealth Portal and select the new quick link
called the "Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program Appea" on the secure Portal homepage.

Eligible Professionals and Hospitals (or an authorized preparer) filing a Wisconsin Medicaid EHR Incentive Program appeal should have
the following information on hand when initiating an appeal:

. The NPI (National Provider Identifier) of the Eligible Hospital or Eligible Professiona submitting the appeal.

. The payment year for which the apped is being submitted.

. The name, telephone number, email address, and the preferred method of contact of the person submitting the appea (i.e., the
Eligible Hospital, Eligible Professional, or authorized preparer).

Once the Wisconsin Medicaid EHR Incentive Program has validated that the NPI matches a current application, the Eligible
Professional or Hospital will then be able to select the reason to appeal from a drop-down list of reasons or will be able to provide a
statement in a free-form comment box.

If the Wisconsin Medicaid EHR Incentive Program cannot match the NPI supplied with a current application, the Eligible Professional or
Hospital will receive the following message: "A Wisconsin Medicaid EHR Incentive Program application that is denied or approved for
payment is not found for the Eligible Hospital/Professional submitted. Please verify the information entered. If you believe this message
was received in error, contact Provider Services." The Eligible Professional or Hospital should then contact Provider Services.

After selecting the reason for the appeal or providing a statement in the free-form comment box, the Eligible Professional or Hospital will
then be able to upload any relevant supporting documentation in support of their appeal. This documentation may include any PDF
(Portable Document Format) files up to 5 MBs each. Eligible Hospitals and Eligible Professionals should note that they must upload all
relevant supporting documentation at the time of submission, as they will not be able to return to the appea application to upload any
documentation after submitting the appeal. Eligible Professionals and Eligible Hospitals will aso have the option of creating a PDF of
their appeal for their files.

After submission of the appeal, Eligible Professionals or Hospitals will receive a tracking number that is assigned to each appea. Eligible
Professionals and Hospital's should have this tracking number on hand to reference if they need to contact Provider Services regarding
their apped.

Once an appeal has been filed, the Eligible Professional or Hospital will receive an e-mail confirming the receipt of the appeal request
and a second e-mail confirming that the appeal request has been adjudicated. The Wisconsin Medicaid EHR Incentive Program will
communicate the appea determination through a decision letter, sent to the address provided during Wisconsin Medicaid EHR Incentive
Program application process, within 90 days of receipt of al information needed to make a determination. The decision letter will state
whether the appeal has been denied or approved.

Topic #12477

Valid Reasonsto Appeal

Eligible Professionals and Hospitals may only appedl to the Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program for
the following reasons:

. To dispute the payment amount.
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. To appea adenied Wisconsin Medicaid EHR Incentive Program application.

Appealing a Payment Amount

Eligible Professionals and Hospitals who wish to appeal a payment amount must do so within 45 caendar days of the RA (Remittance
Advice) date of the Wisconsin Medicaid EHR Incentive Program payment.

Appealing a Denied Wisconsin M edicaid Electronic Health Record I ncentive
Program Application

Eligible Professionals and Hospitals who do not qualify for a Wisconsin Medicaid EHR Incentive Program payment will receive a denial
letter in the mail, sent to the address provided during the Wisconsin Medicaid EHR Incentive Program application process. The letter
will explain why their Wisconsin Medicaid EHR Incentive Program application was denied. Eligible Professionals and Hospitals who
wish to appeal adenied Wisconsin Medicaid EHR Incentive Program application must do so within 45 calendar days from the date on
the denial letter.

Eligible Professionals and Hospitals should refer to the tables below for the following information:

. A complete list of valid application denial appea reasons.

. Additional supporting documentation that the Eligible Professional or Hospital may be required to upload based on the type of
appeal, including instances when a statement is needed from the Eligible Professional or Hospital in the appeals application free-
form comment box.

. Appeding the payment amount.

The patient volume required by the CM S . For Eligible Hospitals, provide the out- of - state patient volume for
(Centers for Medicare and Medicaid the reported 90-day period on the Wisconsin Medicaid EHR
Services) have not been met, see federal rule Incentive Program application.

42 CFR 495.304. . For Eligible Professionals, provide the patient volume for the

reported 90-day period on the Wisconsin Medicaid EHR Incentive
Program application.

The Eligible Hospital has indicated it is not an |Acute care and children's hospitals are required to have an average length
acute care hospital with an average length of |of stay for patients of 25 days or less to qualify for the Wisconsin

stay of 25 days or less or a children's Medicaid EHR Incentive Program. If the question was answered

hospital. incorrectly when completing the original Wisconsin Medicaid EHR
Incentive Program application, provide a clarifying statement indicating the
reason why the Eligible Hospital meets the requirements for the program.

The Eligible Hospital did not confirm to only | Eligible Hospitals must agree to participate in only one state's Medicaid
participate in the Wisconsin Medicaid EHR  |EHR Incentive Program. If the question was answered incorrectly when
Incentive Program. completing the original Wisconsin Medicaid EHR Incentive Program
application, provide a clarifying statement that the Eligible Hospital
confirms to only participate in the Wisconsin Medicaid EHR Incentive
Program.

The Eligible Professiona has indicated that  |Upload documentation proving the Eligible Professiona has been

they have current or pending sanctionswith  |reinstated by the Office of Inspector General. If the question was
Medicare or Medicaid and therefore does not |answered incorrectly when completing the original Wisconsin Medicaid
qualify for the Wisconsin Medicaid EHR EHR Incentive Program application, provide a clarifying statement that the
Incentive Program. Eligible Professional has no current or pending sanctions with Medicare or
Medicaid.

The Eligible Professiona has indicated that he |Eligible Professionals are not eligible for the Wisconsin Medicaid EHR
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or sheis hospital based. Incentive Program if they provide 90 percent or more of their servicesto
eligible membersin an inpatient hospital or emergency department. If the
question was answered incorrectly when completing the original
Wisconsin Medicaid EHR Incentive Program application, provide a
clarifying statement that the Eligible Professional is not hospital based.

The Eligible Professiona hasindicated they | Eligible Professionals may participate in either Medicare or Medicaid
are not waiving their right to a Medicare EHR |EHR Incentive Programs, but not both. If the question was answered
Incentive Program payment for this payment  |incorrectly when completing the original Wisconsin Medicaid EHR
year. Eligible Professionals must select to Incentive Program application, provide a clarifying statement that the
register with either Medicare or Medicaid Eligible Professional iswaiving their right to a Medicare EHR Incentive
EHR Incentive Program, but not both. Program payment for this year.

Eligible Professional payment | Provide the patient volume numbers for the reported 90-day period that should have
amount (pediatrician only) been reported on the original Wisconsin Medicaid EHR Incentive Program application.
Eligible Hospital payment Upload the Eligible Hospital's Medicare and Medicaid Cost Reports for the last four
amount years.
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Clinical Quality M easures

Topic #16879

Clinical Quality Measures Overview

CQMs (clinical quality measures) are tools that help measure or quantify health care processes, outcomes, patient perceptions,
organizational structures, and systems that are associated with the ability to provide high-quality health care. Although CQMs are
reported separately from Meaningful Use measures, dl Eligible Professionals are still required to report CQMs in order to demonstrate
Meaningful Use successfully. The reporting period for CQMs is the same as the Meaningful Use EHR (electronic health record)
reporting period for that Program Y ear.

Starting in Program Y ear 2014, CM S (Centers for Medicare and Medicaid Services) has defined new CQMs to be reported and has
defined recommended core sets of CQMs, one for adults and one for children, based on the analysis of several factors, including the
following:

. Conditions that contribute to the morbidity and mortality of the most Medicare and Medicaid beneficiaries.

. Conditions that represent national public health priorities.

. Conditions that are common to health disparities.

. Conditions that disproportionately drive health care costs and could improve with better quality measurement.

. Measures that would enable CMS, states, and the provider community to measure quality of care in new dimensions, with a
stronger focus on parsimonious measurement.

. Measures that include patient and/or caregiver engagement.

Eligible Professionals are encouraged to report on the recommended core set of COMs that apply to their scope of practice and patient
population.

Additionally, CMS selected all CQMs to align with the HHS (Department of Health and Human Services)'s National Quality Strategy
priorities for health care quality improvement. These priorities have been placed into the following six domains:

. Patient and family engagement.

. Patient safety.

. Care coordination.

. Population and public health.

. Efficient use of health care resources.
. Clinica processed/effectiveness.

Of the 64 approved CQMs, Eligible Professionals are required to report on nine. The selected CQMs must cover at least three of the
six domains.

Additiona information on reporting clinical quality measures can be found on the CMS Web site.

Topic #16880

Wisconsin M edicaid-Recommended Clinical Quality
M easures

Eligible Professionals report CQMs (clinical quality measures) through attestation at an aggregate level. Wisconsin Medicaid
recommends Eligible Professionals report on the following priority CQMs. Wisconsin Medicaid highly recommends that Eligible
Professionals report measures marked with an "A" in the Wisconsin Medicaid Recommendations column because those measures
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closely aign with Medicaid's initiatives and priorities. Additionally, Wisconsin Medicaid recommends that Eligible Professionals report
measures marked with a"B" in the Wisconsin Medicaid Recommendations column because those measures have been identified as
potential future areas of interest for Wisconsin Medicaid.

. . . Pediatric
Appropriate Testing for Efficient Use of Hedthcare
CMS146v1 10002 Children with Pharyngitis Resources Recommended Core
Measure
Initiation and Engagement of Clinical
CMS137v1 |0004 Alcohol and Other Drug Process/ Effectiveness
Dependence Treatment
Controlling High Blood Clinica Adult Recommended
CMS165v1 (0018 Pressure Process/Effectiveness Core Measure
CMSI156v1 [0022 pse of High-Risk Medications Patient Safety Adult Recommended
in the Elderly Core Measure
e Pt
CMS155v1 0024 ounseing for onand 1 ponlation/Public Health Recommended Core
Physical Activity for Children
Measure
and Adolescents
Preventive Care and Screening:
CMS138v1 |0028 Tobacco Use: Screening and  |Population/Public Hedlth Adult Recommended
) . Core Measure
Cessation Intervention
CMS125v1 |0031 Breast Cancer Screenin Clinica
g Procesg/Effectiveness
CMS124v1 |0032 Cervical Cancer Screening Clinica
Process/Effectiveness
' ' Pediatric
CMS153v1 0033 \%"amyd'ascrem' ng for Population/Public Health Recommended Core
omen
Measure
. . Pediatric
Use of Appropriate Clinical
CMS126v1 10036 Medications for Asthma Process/Effectiveness Recommended Core
Measure
Pediatric
CMS117v1 {0038 Childhood Immunization Status | Population/Public Health Recommended Core
Measure
CMS166v2 | 0052 Use of Imagi ng Studies for Efficient Use of Hedthcare Adult Recommended
Low Back Pain Resources Core Measure
Diabetes. Hemoglobin Alc Clinical
CMS122v110059 Poor Control Process/Effectiveness
Diabetes: LDL (Low Density |Clinica
CMS163v1 0064 Lipoprotein) Management Process/Effectiveness
IVD: Use of Aspirin or Clinical
CMSle4v1 0068 Another Antithrombotic Process/Effectiveness
Appropriate Treatment for . Pediatric
CMS154v1 |0069 Children with URI (Upper Eff'c' ent Use of Healthcare Recommended Core
. . esources
Respiratory Infection) Measure
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MDD (Major Depressive

. A Clinical
CMS161v1 |0104 Disorder): Suicide Risk Process/ Effectiveness
Assessment
Anti-depressant Medication  [Clinica
CMS128v1 (0105 Management Process/Effectiveness
ggf:j:i[t)/ﬁ?/g:rqat;tny Disorder):|Clinica Pediatric
CMS136v2 0108 Follow-Up Care for Children |Process/Effectiveness I\R/Ieeca(;runrrgmded Core
Prescribed ADHD Medication
CMSB2v1 0403 HIV/AIDS: Medical Vist | CMicd
' Process/Effectiveness
HIV/AIDS: PCP Clinical
CMS52vl |0405 (Pneumoqysus Ji roveci Process/Effectiveness
Pneumonia) Prophylaxis
CMS77v1 TBD ed HIV/AIDS: RNA Control for |Clinical
vl |(propo Patients with HIV Process/Effectiveness
as 0407)
Preventive Care and Screening: Adult Recommended
Screening for Clinica Core Measure
CMS2v2 |0418 : Population/Public Health Pediatric
Depression and Follow-Up
Recommended Core
Plan
Measure
Documentation of Current
CMS68v2 (0419 Medicationsin the Medica | Patient Safety Adult Recommended
Core Measure
Record
Preventive Care and Screening:
CMSBovV1 |0421 BMI (Body Mass Index) Population/Public Health Adult Recommended
. Core Measure
Screening and Follow-Up
Depression Remissionat 12 |Clinica
CMS159v110710 Months Process/Effectiveness
Depression Utilization of the | Clinica
CMS160v1 0712 PHQ-9 Tool Process/Effectiveness
. - Pediatric
CMS75vl |TBD Children Who_ I_-|ave Dentd Clinica . Recommended Core
Decay or Cavities Process/Effectiveness
Measure
Hypertension: Improvement in |Clinical
CMSe5v2 | TBD Blood Pressure Process/Effectiveness
Closing the Referral Loop: —— Adult Recommended
CMSsovl |TBD Receipt of Specialist Report Care Coordination Core Measure
Functional Status Assessment . .
. Patient and Family Adult Recommended
CMS90v2 |TBD for Cq_‘nplex Chronic Engagement Core Measure
Conditions
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Eligibility

Topic #12038

Eligible Professionalsfor EHR Incentive Program

To be eigible to participate in the Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program, an Eligible Professional
must be enrolled in Wisconsin Medicaid as one of the following:

. Advanced practice nurse prescriber with psychiatric specialty.

. Dentist.

. Nurse midwife.

. Nurse practitioner.

. Physician.

. PAs(physician assistants). Only PAs practicing in an FQHC (federally qualified health center) or RHC (rural health clinic) are
considered Eligible Professionals.

Note: Under the federa law, only PAs practicing in an FQHC or RHC that is so led by a PA are considered Eligible Professionals. "So
led" is defined in the federal regulation as one of the following:

. When a PA isthe primary provider in aclinic.
. WhenaPA isaclinical or medical director a aclinical site of practice.
. When aPA isan owner of an RHC.

Eligible Professionals who are able to demonstrate that they funded the acquisition of the CEHRT (Certified Electronic Health Record
Technology) they are using without reimbursement from an Eligible Hospital and provide more than 90 percent of their servicesin POS
(place of service) 21 (Inpatient Hospital) or 23 (Emergency Room — Hospital) are eligible to participate in the Wisconsin Medicaid
EHR Incentive Program. Hospital-based Eligible Professionals are required to upload one of the following documents as part of the
application process:

. Receipt or proof of purchase detailing the CEHRT, including the vendor, product, and version number.
. Contract or lease detailing the CEHRT, including the vendor, product, and version number.
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Financial | nformation

Topic #12120

835 Health Care Claim Payment/Advice Transaction

To assist trading partners in identifying Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program payments received for
an Eligible Professional or organizations on the 835 (835 Health Care Claim Payment/Advice) transaction, the NPI (National Provider
[dentifier) of the Eligible Professiona approved to receive the Wisconsin Medicaid EHR Incentive Program payment will appear in
segment PLBO1 of the 2110 Loop. The PLB03-1 segment identifies the adjustment reason code. A code of LS will represent a positive
incentive payment while a code of WO will represent a recovery of a previoudly paid incentive payment. The PLB04 segment will
represent the monetary amount that is either paid or recouped based on the Adjustment Reason Code displayed in PLB03-1.

Topic #12118

Electronic Funds Transfer

Eligible Professionals who assign payments to themselves as individuals may elect to receive paper checks but are encouraged to set up
an EFT (electronic funds transfer). EFTs dlow ForwardHedlth to directly deposit payments into the group's or Eligible Professiond's
designated bank account for a more efficient delivery of payments. An EFT is secure, eliminates paper, and reduces the uncertainty of
possible delays in mail delivery.

Eligible Professionals that assign payments to an organization or clinic must supply the organization's EFT number. Organizations
recelving payment from an Eligible Professional may only receive incentive payments through their existing EFT account.

Refer to the Electronic Funds Transfer User Guide on the Portal User Guides page of the Portal for information on EFT enrollment.

Topic #12117

Example of a Six-Year Payment Schedule for an Eligible
Professional

Eligible Professionas who complete al the requirements for each applicable payment year will receive incentive payments in lump sums,
as listed in the following table. Eligible Professionals may begin registering for the Wisconsin Medicaid EHR (Electronic Health Record)
Incentive Program beginning in 2011 and up until 2016.

Calendar Wisconsin Medicaid Eligible Professionals’

Year 2011 2012 2013 2014 2015 2016
2011 $21,250 — — — — —
2012 $8,500 $21,250 — — — —
2013 $8,500 $8,500 $21,250 — — —
2014 $8,500 $8,500 $8,500 $21,250 — —
2015 $8,500 $8,500 $8,500 $8,500 $21,250 —
2016 $8,500 $8,500 $8,500 $8,500 $8,500 $21,250
2017 — $8,500 $8,500 $8,500 $8,500 $8,500
2018 — — $8,500 $8,500 $8,500 $8,500
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2019 — — — $8,500 $8,500 $8,500
2020 — — — — $8,500 $8,500
2021 — — — — — $8,500
Total $63,750 $63,750 $63,750 $63,750 $63,750 $63,750

Wisconsin Medicaid

* Pediiatricians with a minimum of 20 percent eligible member patient volume, but less than 30 percent
eligible member patient volume will receive two-thirds of the incentive payment amounts. Eligible
pediatricians will receive $14,167 in their first payment year, $5,667 in their second payment year,
and $42,500 in their third through sixth payment years.

Topic #12105

| ncentive Payment I nfor mation

Eligible Professionals who meet al of the requirements will receive an incentive payment once per calendar year. Eligible Professionas
must assign payment to either themselves or their organization's federal TIN (tax identification number).

Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program payments for Eligible Professionals may only be assigned to
either the Eligible Professional themselves or the group practice assigned for the pay-to address on the Wisconsin Medicaid provider
file. Eligible Professionals should ensure that the most current group practice is assigned for the pay-to address. Eligible Professionals
can check thisinformation via their ForwardHealth Portal Account in the "Demographic” section.

Topic#12119

Remittance Advice

Financial Transactions Section

Eligible Professionals and Eligible Hospitals will see the following information under the "Non-Claim Specific Payouts to Payee" section
within the financial transactions page of the TXT (text) version of the RA (Remittance Advice) as well aswithin Section 130 of the CSV
(comma-separated value) downloadable file:

. All Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program payments will appear under the "Non-Claim Specific
Payouts to Payee" section of the RA.

. Amounts identified with the Reason Code 0247 will designate the amount as a Wisconsin Medicaid EHR Incentive Program
payment.

. Amounts identified with the Reason Code 0248 will designate the amount as a Wisconsin Medicaid EHR Incentive Program
positive adjustment.

. Payments reported in this section are processed and mean the same as any other ForwardHealth payment identified within this
section.

. A new field has been added, called "Related Provider ID," to identify the NPI (National Provider Identifier) of the individual
Eligible Professional approved to receive the Wisconsin Medicaid EHR Incentive Program payment.

Eligible Professionals and Eligible Hospitals will see the following information on the "Accounts Receivable" section within the Financial
Transactions page of the TXT version of the RA as well as within Section 150 of the CSV downloadable file:

. If anegative adjusting entry is required to adjust the original Wisconsin Medicaid EHR Incentive Program incentive payment
issued, an Accounts Receivable transaction will be generated to initiate the adjusting entry. All Wisconsin Medicaid EHR
Incentive Program payment adjustments will be identified with the Reason Code 0265 (EHR Payment Adjustment). The
Wisconsin Medicaid EHR Incentive Program payments are subject to recoupment as a result of any monies owed to
ForwardHedlth.
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. The Wisconsin Medicaid EHR Incentive Program payment adjustments are processed and report on the RA as they do today
under the Accounts Receivable section.

Summary Section

The Earnings Data section on the Summary section of the TXT version of the RA and the Sections 160 (Summary Net Payments) and
Section 180 (Summary Net Earnings) of the CSV downloadable file will include the Wisconsin Medicaid EHR Incentive Program
payments and adjustments reported on the Financial Transactions section. The process for calculating and reporting the net payments
and earnings for the Summary section has not changed.
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M eaningful Use of Certified EHR Technology

Topic #13357

Definition of M eaningful Use

The Medicare and Medicaid EHR (Electronic Health Record) Incentive Programs provide a financia incentive for the Meaningful Use of
certified technology to achieve health and efficiency goals. By implementing and using EHR systems, Eligible Professionals can also
expect benefits beyond financia incentives, such as reduction of clerical errors, immediate availability of records and data, clinical
decision support, and e-prescribing and refill automation.

The American Recovery and Reinvestment Act of 2009 specifies three main components of Meaningful Use:

. Theuseof acertified EHR in a meaningful manner, such as e-prescribing.

. Theuse of CEHRT (Certified Electronic Health Record Technology) for electronic exchange of health information to improve
quality of hedlth care.

. Theuse of CEHRT to submit clinical quality and other measures.

In short, Meaningful Use means Eligible Professionals need to demonstrate that they are using EHR technology in ways that can be
measured in quality and quantity.

Topic #13358

Electronic Health Record Reporting Period for M eaningful
Use

The EHR (Electronic Health Record) Reporting Period is defined as the timeframe when Eligible Professionals report Meaningful Use to
the Wisconsin Medicaid EHR Incentive Program. The EHR Reporting Period years are defined as:

. First year: The Eligible Professional must be able to show Meaningful Use for a 90-day timeframe that falls within the Calendar
Year that the Eligible Professional is applying for a Wisconsin Medicaid EHR Incentive Program payment. For example, if an
Eligible Professional is applying for the 2012 Wisconsin Medicaid EHR Incentive Program payment, the entire 90-day reporting
period must fall in Calendar Y ear 2012.

. Subsequent years: The Eligible Professional must be able to show Meaningful Use for the entire Calendar Y ear for which the
Eligible Professional is applying for the Wisconsin Medicaid EHR Incentive Program payment. For example, if an Eligible
Professional is applying for the 2013 Wisconsin Medicaid EHR Incentive Program payment, the reporting period must be January
1, 2013, through December 31, 2013.

Topic #13377

Meaningful Use Criteria Overview

CMS (Centers for Medicare and Medicaid Services) has split the Meaningful Use criteriainto three stages that will be rolled out over
five years. Currently, the stages are identified as follows:

. Stage 1 sets the baseline for eectronic data capture and information sharing.

. Stage 2 will expand on the baseline to advance clinical practices.

. Stage 3 will use advanced clinical practices to improve outcomes. Stage 3 requirements will be determined through future rule
making.
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Meaningful Use Supporting Documentation

All information is subject to audit at any time and must be retained by Eligible Professionals for six years post-attestation. If selected for
an audit, the applicant must be able to supply supporting documentation.

Topic #13417

Stage 1 M eaningful Use Supporting Documentation

The table below contains examples of supporting documentation an Eligible Professional (EP) would be expected to provide if selected
for an audit of an application submitted for the Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program under Stage 1
Meaningful Use.

1 [Mugt report Mustreport and meet the ~ |[EPGMU 01-02 Meani ngful Use Reports/Dashboard
required threshold/answers  |EPCMU 01-15 produced by CEHRT (Certified
for al General Requirements Electronic Health Record Technology)
and Core Measures . Documentation on how the attestations
were created, specifically how the
numerator/denominators were
calculated, including rationale taken into
account for inclusion/exclusion of data
2 EPGMU 01: Percent of Must have 50 percent or more of . Ligt of total encounters with detail
CEHRT Use their patient encounters during the including date, patient identifier, payer,
EHR reporting period at a and rendering provider
practice/location or . List of encounters with CEHRT, with
practices/locations equipped with detail on location and CEHRT used
CEHRT
3 EPGMU 02: Unique Patients |Must have 80 percent or more of . List of dl unique patients with indication
in CEHRT their unique patient datain the of whether in CEHRT. If practicing at
certified EHR during the EHR multiple locations, indicate which
reporting period patients seen in what location
4 EPCMU 01: CPOE Must have at least one medication . Access to arandom sampling of patient
(computerized physician order entered using CPOE for more records
order entry) than 30 percent of all unique patients . Rationae for exclusion/ inclusion of
with at least one medication in their patient records
medication list seen by the EP during
the EHR reporting period
5 EPCMU 02: Drug-drug and |Must have enabled functionality for . Audit log showing it is enabled for this
drug-allergy interaction drug-drug and drug-allergy functionality with time/date stamp
checks interaction checks for the entire EHR
reporting period
6 EPCMU 03: Maintain an up- Must have at least one entry (or an . Access to arandom sampling of patient
to-date problem list of indication that no problems are records
current and active diagnoses |known for the patient) recorded as
structured data for more than 80
percent of all unique patients seen by
the EP during the EHR reporting
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period
7 EPCMU 04: E-Prescribing  |Must have used the CEHRT to . Access to arandom sampling of patient
(eRx) transmit prescriptions electronically records
for more than 40 percent of all . Rationale for exclusion/inclusion of
permissible prescriptions written by patient records
the EP during the EHR reporting . Rationae for exclusion/inclusion of
period prescriptions
8 EPCMU 05: Maintain active |Must have at |east one active . Access to arandom sampling of patient
medication list medication entry (or an indication records
that the patient is not currently . Rationale for exclusion/inclusion of
prescribed any medication) recorded patient records
as structured data for more than 80
percent of al unique patients seen by
the EP during the EHR reporting
period
9 EPCMU 06: Maintain active |Must have at least one entry (or an . Access to arandom sampling of patient
medication allergy list indication that the patient has no records
known medication allergies)
recorded as structured data for more
than 80 percent of all unique patients
seen by the EP during the EHR
reporting period
10 |EPCMU 07: Record Must have demographics recorded . Access to arandom sampling of patient
demographics as structured data for more than 50 records
percent of all unique patients seen by
the EP during the EHR reporting
period
11  |EPCMU 08: Record and Must have height, weight, and blood . Access to arandom sampling of patient
chart changesin vital signs  |pressure recorded as structured data records
for more than 50 percent of all . Rationae for exclusion/ inclusion of
unique patients age 2 and over seen patient records
by the EP during the EHR reporting
period
12 |EPCMU 09: Record Must have smoking status recorded . Access to arandom sampling of patient
smoking status for patients  |as structured data for more than 50 records
13 years or older percent of al unique patients 13 . Rationale for exclusion/ inclusion of
years old or older seen by the EP patient records
during the EHR reporting period
13  |EPCMU 10: Report Must successfully report to . Audit log showing the enabling of this
ambulatory clinical quality  |Wisconsin the ambulatory clinical functionality with time/date stamp
measuresto CM S (Centers  |quality measures selected by CMSin
for Medicare and Medicaid  |the manner specified by Wisconsin
Services)/states
14  |[EPCMU 11: Implement one |Must implement one clinical decision . Rationalefor clinical decision support
clinical decision support rule |support rule rule implemented
. Audit log showing the enabling of this
functionality with time/date stamp
15 |EPCMU 12: Provide Provide an electronic copy of health . EPPolicy and Procedure
patients with an electronic  |information to more than 50 percent documentation
copy of their health of patients who request it withinthree| . Rationale for exclusion/inclusion of
information upon request business days. patient records
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. Rationale for exclusion/ inclusion of
patient records
. Sample of Clinical Summary

16 |EPCMU 13: Provideclinicad |Must have provided clinical
summaries for patientsfor | summaries to patients for more than
each office visit 50 percent of all office visits within
three business days.

17  |EPCMU 14: Capability to  |Must have performed at least one
exchange key clinical test of CEHRT's capacity to
information among providers |electronically exchange key clinical
of care and patient- information.

authorized entities
electronically

. Detail of exchange of key clinical
information including, but not limited to:
date, time, entity with which exchange
took place (including contact
information), and method of
transportation for the exchange (include
information on HIE (health information
exchange) used if applicable)

18 |EPCMU 15: Protect Must conduct or review a security
electronic health information |risk analysis in accordance with the
requirements under 45 CFR
164.308(8)(1), implement security
updates as necessary, and correct
identified security deficiencies as part

. Detail on security risk analysis including,
but not limited to: approach for
assessment, results of the assessment,
indication of who performed the
assessment

. Detail on security update performed as

of itsrisk management process.

aresult of the security risk analysis
including, but not limited to: update
made, date made

19

Must report and meet the
required threshold/answers
for five of the 10 Menu
Measures with at least one
measure being classified asa
public health measure
(EPMMU 09 or EPMMU

EPMMU 01 -EPMMU 10

. Meaningful Use Reports/ Dashboard

produced by CEHRT

. Documentation on how the attestations

were created, specifically how the
numerator/denominators were
calculated, including rationale taken into
account for inclusion/exclusion of data

10)

20 |EPMMU 01: Drug-formulary [Must have enabled Drug-formulary
checks check functionaity and have access
to a least oneinternal or external
formulary for the entire EHR
reporting period

. Audit log showing the enabling of this
functionality with time/date stamp

21 EPMMU 02: Incorporate
clinical 1ab test results as
structured data

Must have incorporated in CEHRT
as structured data, more than 40
percent of al clinical lab test results
ordered by the EP during the EHR
reporting period whose results are
either in a positive/negative or
numerical format

. Access to arandom sampling of patient
records

22 EPMMU 03: Generate lists
of patients by specific
conditions

Must generate at least one report
listing patients of the EP with a
specific condition

. Rationale/reason for the list being
generated with detail on the specific
condition addressed

. Rationale for exclusion/inclusion of
patient records

23 |EPMMU 04: Send
reminders to patients per
patient preference for

Must have sent an appropriate
reminder during the EHR reporting
period to more than 20 percent of all

. Access to arandom sampling of patient
records
. Rationale for exclusion/ inclusion of
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preventive/follow up care patients 65 years or older or 5 years patient records
old or younger.

24 |[EPMMU 05: Provide Must have provided timely (available . Access to arandom sampling of patient
patients with timely electronic |to the patient within four business records
access to their hedth days of being updated in the . Rationde for exclusion/ inclusion of
information CEHRYT) electronic access to health patient records

information (subject to the EP's
discretion to withhold certain
information) for at least 10 percent of
all unique patients seen by the EP
during the EHR reporting period

25 |EPMMU 06: Use CEHRT |Must have provided patient-specific . Documentation of patient-specific
to identify patient-specific ~ |education resources to more than 10 education resources that are provided to
education resources and percent of al unique patients seen by patients
provide to patient, if the EP during the EHR reporting
appropriate period

26 |EPMMU 07: Medication Must perform medication . Access to arandom sampling of patient
reconciliation reconciliation for more than 50 records

percent of transitions of care in which . Rationale for exclusion/inclusion of
the patient is transitioned into the patient records

care of the EP during the EHR

reporting period

27 |EPMMU 08: Summary of  |Must provide a summary of care . Access to arandom sampling of patient
care record for each record for more than 50 percent of records
transition of care/ referrals  |transitions of care and referrals of . Rationale for exclusion/inclusion of

patients to another setting of care or patient records
provider of care during the EHR
reporting period

28 |[EPMMU 09: Capability to  |Must have performed at least one . Detail on test date and time
submit electronic data to test of CEHRT's capacity to submit
immunization electronic data to immunization
registries/systems* registries and follow up submission if

the test is successful (unless none of
the immunization registries to which
the EP submits such information has
the capacity to receive the
information electronicaly).

29 |EPMMU 10: Capability to |Performed at least one test of . Detall on test date and time
provide electronic syndromic |CEHRT's capacity to provide . Wisconsin Public Health Letter
surveillance datato public  |electronic syndromic surveillance qualifying EP for exclusion
health agencies* data to public health agencies and

follow-up submission if the test is
successful (unless none of the public
health agencies to which an EP
submits such information has the
capacity to receive the information
electronicaly).

Topic #16877

Stage 1 of Meaningful Use

Dental
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Requirementsfor Stage 1 Meaningful Use

The requirements for Stage 1 Meaningful Use include both a "core set" and a "menu set" of objectives that are specific to Eligible
Professionals. There are atotal of 23 Meaningful Use objectives. To qualify for a Wisconsin Medicaid EHR (el ectronic health record)
Incentive Program payment, 18 of the 23 Meaningful Use objectives must be met. Of the 23 objectives, there are 13 required "core set"
objectives that must be met. The remaining five "menu set" objectives may be chosen from alist of 10 menu set objectives, two of which
are public health objectives.

Public Health Objectives

Eligible Professionals can only meet the Stage 1 Meaningful Use requirements for a public health objective by registering with the DPH
and conducting at least one test with the chosen registry.

Registration
All Eligible Professionals, regardless of their stage of Meaningful Use, are required to register with the Wisconsin DHS (Department of
Health Services), DPH (Division of Public Health) to initiate the onboarding process, including testing, for any of the public health

objectives.

At the start of their EHR reporting period, Eligible Professionals are required to check the current status of each DPH program's
capability to accept data on the Public Health Meaningful Use website because the program's capability may change.

Reporting

Two public health "menu set" objectives are available for Eligible Professionals to report on for Stage 1 Meaningful Use although they
are required to report on only one. These objectives require Eligible Professionals to test electronic transmission of the following data to
the DPH:

. Immunizations. The DPH's Wisconsin Immunization Program has the capacity to accept immunization data from Eligible
Professionals.

. Syndromic surveillance. The DPH does not currently have a syndromic surveillance program for ambulatory clinics, however,
there are some circumstances under which the DPH could accept syndromic surveillance data from Eligible Professionals. For
information about these circumstances, Eligible Professionals may email the DPH at ehealth@wisconsin.gov.

To meet the requirements of a public health objective in Stage 1, Eligible Professionals are required to conduct at |east one test with the
chosen registry. If multiple Eligible Professionals are using the same in a shared physical setting (location), regardless of their stage of
Meaningful Use, they are only required to conduct an initia test or achieve ongoing submission for their location. They are not required
to conduct an initiad test or achieve ongoing submission for each Eligible Professional at their location.

The Eligible Professional or location should institute ongoing data submission if the test is successful. If the test is unsuccessful, the
Eligible Professional(s) at the location will gtill satisfy the requirements of this objective for Meaningful Use.

Eligible Professionals cannot attest to completing a public health objective if theinitial test is not completed before or during their EHR
reporting period. Instead, if they registered with the DPH to complete a test but are not contacted by the DPH to initiate testing, they are
required to select the exclusion for the objective that indicates that the public health registry or agency does not have the capacity to
electronicaly receive the information.

Communications
The DPH will send al communications, including acknowledgements of successful registration and successful ongoing submission, via

email to Eligible Professionals or their representatives. Each DPH program has its own email address, which is listed on the Public
Health Meaningful Use website.

Responses for Meaningful Use M easures
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Eligible Professionals will have three different types of responses to Meaningful Use measures:

. Yesor No.
. Attest to exclusions (any measure not applicable to the Eligible Professional’s practice).
. Numerators and Denominators.

Exclusions

Some Meaningful Use objectives are not applicable to every Eligible Professional’s clinical practice; therefore, no patients or actions
would be eligible for the measure denominator. In these cases, the Eligible Professional would be excluded from having to meet that
measure. For example, core measure nine of 13 is to "Record smoking status for patients 13 years old or older." An Eligible
Professional who does not see patients 13 years or older may select the exclusion to this measure.

Eligible Professionals are not able to claim an exclusion to a "menu set” objective if they are able to meet the requirements for other
"menu set" objectives. Eligible Professionals may claim an exclusion to a"menu set” objective if they can claim an exclusion for dl the
remaining "menu set" objectives.

Numerators and Denominators

When entering percentage-based measures, the calculation to determine the Meaningful Use numerator and denominator will vary by
measure. Eligible Professionals should refer to the CM S (Centers for Medicare and Medicaid Services) Stage 1 EHR Meaningful Use
Specification Sheets for a clear definition of a Meaningful Use numerator and denominator prior to completing the Wisconsin Medicaid
EHR Incentive Program application.

Note: Meaningful Use numerators and denominators include the number of relevant patients as defined in the Specification Sheets and
not just Medicare and Medicaid patients.

Centersfor Medicareand Medicaid Services Stage 1 M eaningful Use Resour ces

Eligible Professionals should refer to the table of contents on the CM S website for information regarding "core set" and "menu set"
objectives. Each objective contains the following information:

. The definition of the objective.
. How to measure the objective.
. Any applicable exclusions.

Additional information, such as the following, may also be included:

. Term definitions.

. Attestation requirements.

. Any other additional information related to the objective.
. Frequently asked questions.

. Certification and standards criteria.

Topic #16898

Stage 2 M eaningful Use Supporting Documentation

The following table contains examples of supporting documentation an Eligible Professional would be expected to provide if selected for
an audit of an application submitted for the Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program under Stage 2
Meaningful Use.
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1 [Mus report Mustreportand Stage 2 EPGMU 01-02 Meanlngful Use Reports/Dashboard produced

meet the required Stage 2 EPCMU 01-17 by CEHRT (Certified Electronic Health Record

threshol d/answers for Technology).

al General . Documentation on how the attestations were

Requirements and created, specifically how the

Core Measures numerators/denominators were cal culated,
including rationale taken into account for
inclusion/exclusion of data.

2 Stage 2 EPGMU 01: Must have 50 percent or more of their . List of total encounters with detail including date,
Percent of CEHRT |patient encounters during the EHR reporting patient identifier, payer, and rendering provider.
Use period at a practice/location or . List of encounters with CEHRT, with detail on

practices/locations equipped with CEHRT. location and CEHRT used.

3 Stage 2 EPGMU 02: |Must have 80 percent or more of their . List of al unique patients with indication of
Unique Patientsin  |unique patient datain the CEHRT during the whether they are in CEHRT; if practicing at
CEHRT EHR reporting period. multiple locations, indicate which patients were

seen in what location.

4 Stage 2 EPCMU Must have more than 60 percent of . Random sampling of patient records.
0la: CPOE medication orders created by the Eligible . Rationale for exclusion/inclusion of patient
(computerized Professiona during the EHR reporting records.
physician order period recorded using CPOE. . List of individuals who entered CPOE with their
entry) - Measure 1 - credentials.

Medication Orders . Policies and procedures on CPOE.

5 Stage 2 EPCMU Must have more than 30 percent of . Random sampling of patient records.
01b: CPOE - laboratory orders created by the Eligible . Rationale for exclusion/inclusion of patient
Measure 2 - Professiona during the EHR reporting records.

Laboratory Orders |period recorded using CPOE. . List of individuals who entered CPOE with their
credentials.

. Policies and procedures on CPOE.

6 Stage 2 EPCMU Must have more than 30 percent of . Random sampling of patient records.
01c: CPOE - radiology orders created by the Eligible . Rationale for exclusion/inclusion of patient
Measure 3 - Professiona during the EHR reporting records.

Radiology Orders  |period recorded using CPOE. . List of individuals who entered CPOE with their
credentials.

. Policies and procedures on CPOE.

7 Stage 2 EPCMU 02: More than 50 percent of al permissible . Random sampling of patient records.
E-Prescribing (eRx) |prescriptions written by the Eligible . Rationale for exclusion/inclusion of patient

Professional are queried for adrug formulary records.
and transmitted electronically using CEHRT. . Rationale for exclusion/inclusion of prescriptions.

. Documentation on exclusion 1 qualification —
proof they wrote fewer than 100 permissible
prescriptions.

. Documentation on exclusion 2 qualification —
on lack of pharmacies that accept electronic
prescriptions within 10 miles of the Eligible
Professional’s practice location at the start of
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their EHR reporting period.

8 Stage 2 EPCMU 03: |Must have demographics recorded as . Random sampling of patient records.
Record structured data for more than 80 percent of
demographics al unique patients seen by the Eligible

Professiona during the EHR reporting
period.
9 Stage 2 EPCMU 04: More than 80 percent of all unique patients . Random sampling of patient records.
Record Vital Signs |seen by the Eligible Professional during the . Rationale for exclusion/inclusion of patient
EHR reporting period must have changes to records.
the below vital signs recorded as structured . Rationale for exclusion 2.
data: . Rationale for exclusion 3.
. Rationale for exclusion 4.
. Height/Length (no age limit).
. Weight (no age limit).
. Blood pressure (ages three and over).
. Cdculate and display BMI (body
mass index) (no age limit).
. Plot and display growth charts for
children 0-20 years old, including
BMI.

10 |Stage 2 EPCMU 05: Must have smoking status recorded as . Random sampling of patient records.

Record Smoking structured data for more than 80 percent of . Rationale for exclusion/inclusion of patient
Status all unique patients 13 years old or older seen records.

by the Eligible Professional during the EHR

reporting period.

11  |Stage2 EPCMU Must implement five CDS (clinical decision . Description of what CDS interventions have
06a Clinica support) interventions related to four or been implemented with explanation of how the
Decision Support more CQMs (clinical quality measures) at a CDS interventions are aligned to four or more
Rule relevant point in patient care for the entire CQMs (documentation should be uploaded pre-

EHR reporting period. Absent four CQMs payment).

related to an Eligible Professiond's scope of . EHR audit log showing the enabling of this
practice or patient population, the CDS functionality with time/date stamp.
interventions must be related to high-priority

health conditions.

12 |Stage 2 EPCMU Has enabled and implemented the . EHR audit log showing the enabling of this
06h: Clinical functionality for drug-drug and drug-allergy functionality with time/date stamp.
Decision Support interaction checks for the entire EHR
Rule reporting period.

13  |Stage2 EPCMU Must provide more than 50 percent of all . Eligible Professiona Policy and Procedure
07a: Patient patients seen by the Eligible Professional documentation.

Electronic Access  |during the EHR reporting period with timely . Rationale for exclusion/inclusion of patient
(available to the patient within four business records.
days after the information is available to the . Documentation on how access was granted to
Eligible Professional) online access to their patients within the set timeline.
health information. . EHR audit logs of patient access processing.

. Random sampling of patient records.

. Rationale on how the Eligible Professiona
neither orders nor creates information listed for
inclusion in the measure.

. Proof that 50 percent or more of the Eligible
Professional's patient encounters take placein a
county that does not have 50 percent or more of
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its housing units with 3Mbps broadband
availahility.

14  |Stage2 EPCMU More than five percent of al unique patients . Eligible Professiona Policy and Procedure
07b: Patient seen by the Eligible Professional during the documentation.
Electronic Access  |EHR reporting period (or their authorized . Rationale for exclusion/inclusion of patient
representatives) view, download, or transmit records.
to athird party their health information. . EHR audit log of patient access to their health
information.

. Random sampling of patient records.

. Rationale on how the Eligible Professiona
neither orders nor creates information listed for
inclusion in the measure.

. Proof that 50 percent or more of the Eligible
Professional's patient encounters take place in a
county that does not have 50 percent or more of
its housing units with 3Mbps broadband
availahility.

15 |Stage 2 EPCMU 08: Must have provided clinical summaries to . Rationale for exclusion/inclusion of patient
Clinical Summaries |patients or patient-authorized representatives records.
within one business day for more than 50 . Sample of Clinical Summary.
percent of al office visits.
16 |Stage 2 EPCMU 09: |Must conduct or review a security risk . Detail on security risk analysis, including, but not
Protect Electronic  |analysisin accordance with the requirements limited to the following: approach for the
Health Information  {under 45 CFR 164.308(a)(1) a, including assessment, results of the assessment, indication
addressing the encryption/security of data of who performed the assessment.
stored in CEHRT in accordance with . Detail on security update performed as a result
requirements under 45 CFR 164.312 (a)(2) of the security risk analysis, including, but not
(iv) and 45 CFR 164.306(d)(3), and limited to the following: the update made and the
implement security updates as necessary and date made.
correct identified security deficiencies as part
of its risk management process for Eligible
Professionals.
17  |Stage 2 EPCMU 10: |Must have incorporated more than 55 . Random sampling of patient records.
Clinical Lab Test percent of all clinical lab test results ordered . EHR audit trail of clinical lab tests.
Results by the Eligible Professiona during the EHR
reporting period whose results are either in a
positive/negative or numerical format as
structured datain CEHRT.
18 |Stage 2 EPCMU 11: Must generate at least one report listing . Rationaefreason for the list being generated with
Patient Lists patients of the Eligible Professional with a detail on the specific condition addressed.
specific condition. . Rationae for exclusion/inclusion of patient
records.
. EHR audit trail of patient list creation.
. Patient list example with time/date stamp.
19 |Stage 2 EPCMU 12: Must have sent an appropriate reminder to . Random sampling of patient records.
Preventive Care more than 10 percent of al unique patients . Rationale for exclusion/inclusion of patient
who have had two or more office visits with records.
the Eligible Professional within the 24 months
before the beginning of the EHR reporting
period.
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20 |Stage2 EPCMU 13: Must have provided patient-specific . Documentation to show use of patient education
Patient- Specific education resources to more than 10 percent based on information stored in the system (e.g.,
Education Resources |of all unique patients with office visits seen screen shots or EHR-generated reports).

by the Eligible Professional during the EHR . Sample of patient record indicating resources

reporting period. provided and the rationale for the education
resource — the connection to their clinicaly
relevant information.

21 |Stage2 EPCMU 14: |Must perform medication reconciliation for . Random sampling of patient records.
Medication more than 50 percent of transitions of carein . Rationale for exclusion/inclusion of patient
Reconciliation which the patient is transitioned into the care records.

of the Eligible Professional during the EHR
reporting period.

22  |Stage2 EPCMU Must provide a summary of care record for . Random sampling of patient records.
15a; Summary of more than 50 percent of transitions of care . Sample of asummary of care record.
Care and referrals of patients to another setting of . Rationale for exclusion/inclusion of patient

care or provider of care during the EHR records.
reporting period.

23  |Stage2 EPCMU The Eligible Professional who transitions or . Random sampling of patient records.
15b: Summary of refers his or her patient to another setting of . Rationale for exclusion/inclusion of patient
Care care or provider of care must provide a records.

summary of care record for more than 10 . Supporting documentation that an exchange was
percent of such transitions and referrals facilitated by an organization that is an NwHIN
either electronically to arecipient using participant or in amanner consistent with the
CEHRT or viaan exchange to arecipient governance mechanism ONC establishes for a
that is facilitated by an organization that isa NwHIN.

NwHIN (Nationwide Health Information . Log of exchange that took place during the EHR
Network) exchange participant or that is reporting period.

facilitated in a manner that is consistent with

the governance mechanism the Office of the

ONC (Nationa Coordinator for Health

Information Technology) establishes for the

NwHIN.

24  |Stage 2 EPCMU Eligible Professionals must satisfy one of the . Documentation of a successful electronic
15¢: Summary of following criteria: exchange of a summary of care document, part
Care of which is counted in Stage 2 EPCMU 15b (for

. Conduct one or more successful Eligible Professionals the measure at §495.6[j]
electronic exchanges of a summary of [14][ii][B] with arecipient who has EHR
care document, part of which is technology that was developed designed by a
counted in Stage 2 EPCMU 15b (for different EHR technology developer than the
Eligible Professionals the measure at sender's EHR technology certified to 45 CFR
8495.6[][14][ii][B] with arecipient 170.314[b][2]). (Documentation should include
who has EHR technology that was the date, time, recipient of the exchange,
developed designed by a different CEHRT used by the Eligible Professional,
EHR technology developer than the CEHRT used by the recipient, and information
sender's EHR technology certified to on any other entity involved in the exchange).
45 CFR 170.314[b][2)]). . Documentation of a successful test with the

. Conduct one or more successful tests CMS-designated test EHR during the EHR
with the CM'S (Centers for Medicare reporting period. (Documentation should include
and Medicaid Services)-designated the date, time, CEHRT used by the Eligible
test EHR during the EHR reporting Professional, and information on any other entity
period. involved in the exchange).

25 |Stage 2 EPCMU 16: |Successful ongoing submission of electronic . Documentation of the Eligible Professional's
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registration, onboarding, and ongoing submission
with the DPH (Division of Public Hedlth).

26  |Stage 2 EPCMU 17: |For more than five percent of unique patients . Random sampling of patient records.
Use Secure (or their authorized representatives) seen by . Rationale for exclusion/inclusion of patient
Electronic Messaging |the Eligible Professiona during the EHR records.
reporting period, a secure message was sent . Documentation that a secure message was sent
using the electronic messaging function of (e.g., EHR audit logs, random sampling of
CEHRT. records to show the secure message functionality
in use).
27  |Must report and Stage 2 EPMMU 01 - EPMMU 06 . Meaningful Use Reports/Dashboard produced
meet the required by CEHRT.

threshold/answers for . Documentation on how the attestations were

three of the six created, specifically how the

"Menu Set" numerator/denominators were calculated,

Measures. including rationale taken into account for
inclusion/exclusion of data.

28 |Stage2 EPMMU Successful ongoing submission of electronic . Documentation of the Eligible Professional’s

01: Syndromic syndromic surveillance data from CEHRT to registration, onboarding, and ongoing submission

Surveillance Data  |a public health agency for the entire EHR with the DPH.

Submission reporting period. . Documentation on the mechanism the Eligible
Professional has chosen to report syndromic
surveillance data.

29 |Stage2 EPMMU  |For more than 30 percent of unique patients . Random sampling of patient records.
02: Electronic Notes |with at |east one office visit during the EHR . Rationale for exclusion/inclusion of patient
reporting period, at least one electronic records.
progress note must be created, edited, and . Documentation of progress notes being created,
signed by the Eligible Professional. (The text edited, and signed by the Eligible Professiona
of the electronic note must be text- (e.g., EHR audit log, sample of patient record
searchable and may contain drawings and with progress notes).
other content.)
30 |Stage2 EPMMU  |Morethan 10 percent of all tests whose . Random sampling of patient records.
03: Imaging Results  |result is one or more images ordered by the . Rationale for exclusion/inclusion of patient
Eligible Professional during the EHR records.
reporting period are accessible through . Sample of patient record with imaging results
CEHRT. accessible through CEHRT.

. Documentation that the Eligible Professional
orders fewer than 100 tests (list of tests ordered
in the EHR reporting period with their results)
whose result is an image during the EHR
reporting period.

. Supporting documentation that the Eligible
Professional has no access to el ectronic imaging
results at the start of the EHR reporting period.

31 |Stage2 EPMMU More than 20 percent of all unique patients . Random sampling of patient records.
04: Family Health  |seen by the Eligible Professional during the . Rationale for exclusion/inclusion of patient
History EHR reporting period have a structured data records.
entry for one or more first-degree relatives.
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32 |Stage2 EPMMU Successful ongoing submission of cancer . Documentation of the Eligible Professional’s
05: Report Cancer  |case information from CEHRT to a public registration, onboarding, and ongoing submission
Cases health central cancer registry for the entire with the DPH.
EHR reporting period.
33 |Stage2 EPMMU Successful ongoing submission of specific . Documentation of the Eligible Professional’s
06: Report Specific |case information from CEHRT to a registration, onboarding, and ongoing submission
Cases specialized registry for the entire EHR with the DPH.
reporting period. . Documentation on how the specialized registry
relates to the Eligible Professional's scope of
practice.
Topic #16878

Stage 2 of Meaningful Use

Requirementsfor Stage 2 M eaningful Use

All Eligible Professionals are required to complete Stage 1 Meaningful Use before attesting to Stage 2 Meaningful Use. Eligible
Professionals will need to meet a higher threshold for Stage 2 Meaningful Use objectives than they did for Stage 1 Meaningful Use
objectives.

In Stage 2, there are atotal of 23 Meaningful Use objectives. To qualify for a Wisconsin Medicaid EHR (electronic health record)
Incentive Program payment, an Eligible Professional is required to meet 20 of the 23 Meaningful Use objectives. Eligible Professionals
are required to meet all 17 "core set" objectives and three out of six "menu set" objectives.

Public Health Objectives
Registration

All Eligible Professionds, regardless of their stage of Meaningful Use, are required to register with the Wisconsin DHS (Department of
Health Services), DPH (Division of Public Health), to initiate the onboarding process, including testing, for any of the public health
objectives. Eligible Professionals are required to register with the DPH either before their EHR reporting period starts or within 60 days
of their EHR reporting period starting.

At the start of their EHR reporting period, Eligible Professionals are required to check the current status of each DPH program's
capability to accept data on the Public Health Meaningful Use website because the program's capability may change.

Reporting

The public health objectives for Stage 2 Meaningful Use build on Stage 1's specifications for public health reporting. For Stage 2
Meaningful Use, Eligible Professionals are required to report on the one public health "core set" objective. Eligible Professionals may,
but are not required to, report on any of the three available public health "menu set” objectivesin order to meet the "menu set" objective
requirements.

The Stage 2 Meaningful Use "core set" public health objective requires Eligible Professionals to indicate ongoing submission of
immunization data to DPH. The DPH's Wisconsin Immunization Program has the capacity to accept immunization data from Eligible
Professionals.

The Stage 2 Meaningful Use "menu set" public health objectives require Eligible Professionals to indicate ongoing submission of the
following datato DPH:

. Syndromic surveillance. The DPH does not currently have a syndromic surveillance program for ambulatory clinics; however,
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there are some circumstances under which DPH could accept syndromic surveillance data from Eligible Professionals. For
information about these circumstances, Eligible Professionals may email DPH at ehealth@wisconsin.gov.

. Cancer. The DPH has the capacity to accept cancer data from Eligible Professionals through the Wisconsin Cancer Reporting
System. Eligible Professionals are required to check the status of the Wisconsin Cancer Reporting System's capability to accept
data on the Public Health Meaningful Use website at the start of their EHR reporting period.

. Specialized registries. Since the DPH has not currently identified specialized registries, Eligible Professionals may attest to an
exclusion for specialized registries.

Ongoing submission is the ability of an Eligible Professional to regularly report data from his or her CEHRT (Certified Electronic Health
Record Technology) to a DPH public health program using the 2014 Edition CEHRT standards and specifications for the entire EHR
reporting period.

In addition to registering with the DPH either before their EHR reporting period starts or within 60 days of their EHR reporting period
starting, Eligible Professionals are required to do the following to meet the Stage 2 Meaningful Use ongoing submission requirement:

. Achieve ongoing submission in Stage 1 Meaningful Use prior to the beginning of Stage 2 and satisfy the Stage 2 Meaningful Use
technical standards and specifications for ongoing submission.

. Achieve ongoing submission during Stage 2 Meaningful Use.

. Beinthe process of achieving ongoing submission.

. Bein aqueue awaiting an invitation from DPH to begin the onboarding process.

If multiple Eligible Professionals are using the same CEHRT in a shared physical setting (location), regardless of their stage of Meaningful
Use, they are only required to conduct an initial test or achieve ongoing submission for their location. They are not required to conduct
aninitial test or achieve ongoing submission for each Eligible Professional at their location.

Eligible Professionals will not meet the ongoing submission requirement if they fail to do the following:

. Register with the DPH either before their EHR reporting period starts or within 60 days of their EHR reporting period starting.
. Respond within 30 calendar days to requests by DPH for action on two separate occasions.

Communications

The DPH will send all communications, including acknowledgements of successful registration and successful ongoing submission, via
email to Eligible Professionals or their representatives. Each DPH program has its own email address, which is listed on the Public
Health Meaningful Use website.

Responsesfor M eaningful Use M easures

Eligible Professionals will have three different types of responses to Meaningful Use measures:

. Yesor No.
. Attest to exclusions (any measure not applicable to the Eligible Professional's practice).
. Numerators and Denominators.

Exclusions

Some Meaningful Use objectives are not applicable to every Eligible Professional’s clinical practice; therefore, the Eligible Professiona
would not have any eligible patients or actions to enter for the measure. In these cases, the Eligible Professional would be excluded from
having to meet that Meaningful Use measure. For example, core measure five of 17 is "Record smoking status for patients 13 years old
or older." Any Eligible Professiona who does not see patients 13 years or older may select the exclusion to this measure.

Eligible Professionals are not able to claim an exclusion to a "menu set” objective if they are able to meet the requirements for other
"menu set" objectives. Eligible Professionals may claim an exclusion to a"menu set" objective if they can claim an exclusion for al the
remaining "menu set" objectives.
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Numerators and Denominators

When entering percentage-based measures, the calculation to determine the Meaningful Use numerator and denominator will vary by
measure. Eligible Professionals should refer to the CM S (Centers for Medicare and Medicaid Services) Stage 2 EHR Meaningful Use
Specification Sheets for a clear definition of a Meaningful Use numerator and denominator prior to completing the Wisconsin Medicaid
EHR Incentive Program application.

Note: Meaningful Use numerators and denominators include the number of relevant patients as defined in the Specification Sheets and
not just Medicare and Medicaid patients.

Eligible Professionals should refer to their EHR system for Meaningful Use denominators to be entered into the Wisconsin Medicaid
EHR Incentive Program application. Eligible Professionas should note that each EHR system varies.

Centersfor Medicare and Medicaid Services Stage 2 M eaningful Use Resour ces

Eligible Professionals should refer to the table of contents on the CM S website for information regarding "core set" and "menu set"
objectives. Each objective contains the following information:

. The definition of the objective.
. How to measure the objective.
. Any applicable exclusions.

Additional information, such as the following, may also be included:

. Term definitions.

. Attestation requirements.

. Any other additiona information related to the objective.
. Frequently asked questions.

. Certification and standards criteria

Topic #13397

Stages of M eaningful Use of Certified EHR Technology

The table below demonstrates what stage of Meaningful Use must be reported based upon the first year an Eligible Professiona began
participating in the Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program. Eligible Professionals do not need to
participate in consecutive Program Y ears.

Stage of Meaningful Use by Program Y ear

First Year of Participation .

2011/2012|2013|2014" | 2015 2016|2017 2018|2019|2020|2021
2011 1 /1|1 1or2 2 |2| 3 | 3 |TBD|TBD|TBD
2012 11 1or2 2 |2 | 3 | 3 |TBD|TBD|TBD
2013 1 1 2| 2| 3| 3 |TBD|TBD|TBD
2014 1 112, 2| 3| 3 |TBD|TBD
2015 1 /12 |2| 3| 3 |TBD
2016 1,122 |3]|3
2017 1 /12|23

*In Program Year 2014 only, al Eligible Professionals, regardless of their stage of Meaningful Use, are only required to
demonstrate Meaningful Use for a 90-day EHR reporting period of their choosing.

** Eligible Professionals who began attesting to Meaningful Usein Program Year 2011 or Program Y ear 2012 may continue to attest
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to Stage 2 Meaningful Use in Program Y ear 2016.
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Patient Volume

Topic #12098

Eligible Member Patient Volume

The federal law 42 CFR s. 495.306(c)(1) stipulates that only certain services rendered to certain members who are reimbursed with
Medicaid (Title X1X) funds may be counted towards eligible member patient volume requirements. The Wisconsin Medicaid EHR
(Electronic Health Record) Incentive Program defines eligible members as those members enrolled in the programs.

Eligible Professionals using the eligible member patient volume method must meet a minimum patient encounter volume threshold of one
of the following:

. At least 30 percent of their patient volume attributed to eligible members over a continuous 90-day period in the calendar year
preceding the payment year.

. Pediatricians will be considered eligible if 20 percent of their patient encounter volume is attributable to eligible members but will
receive two-thirds of the incentive amounts. If a pediatrician's patient encounter volume is 30 percent or higher, the incentive
payments are the same as any other Eligible Professional.

Note: Eligible Professionals should note that the Wisconsin Medicaid EHR Incentive Program will not round up to meet the minimum
patient volume threshold. All patient volumes reported that are below 30 percent (including those at or below 29.99 percent) will be
deemed indligible.

An eligible member patient encounter is defined as any services rendered on any one day to an individua enrolled in a Medicaid
program. The Wisconsin Medicaid EHR Incentive Program will consider a claim paid at $0 or more for services rendered on any one
day to an individual enrolled in aMedicaid program to be an eligible member patient encounter.

Multiple Eligible Professionals may count an encounter for the same individual. For example, it may be common for a PA (physician
assistant) or nurse practitioner and physician to provide services to a patient during an encounter on the same DOS (date of service). It
is acceptable in these and similar circumstances to count the same encounter for multiple Eligible Professionals for purposes of
calculating each Eligible Professional’s patient volume. The encounters must take place within the scope of practice for each of the
Eligible Professiondls.

Eligible Professionals may be unable to distinguish between some digible members and some non-eligible members when determining
their patient volume. The Wisconsin Medicaid EHR Incentive Program only considers services provided to members who are eligible to
be reimbursed with funding directly from Medicaid (Title X1X) to be a patient encounter. Eligible Professionals may be unable to
determine where funding for eligible members comes from, so in order to assist Eligible Professionalsin determining their eligible patient
encounters, the Wisconsin Medicaid EHR Incentive Program will calculate a standard deduction. The standard deduction for Program
Year 2015 is 7.07 percent.

To calculate eligible patient encounters, Eligible Professionals should multiply the total eligible encounter patient volume by a factor of (1
- 0.0707), which is 0.9293, and then divide that number by the total patient encounter volume. The final number should be rounded to
the nearest whole number (i.e., .01 through .49 should be rounded down to the nearest whole number, and .50 through .99 should be
rounded up to the nearest whole number).

Eligible Professionals using the eligible member patient volume method may elect to calculate patient volume at the individual or group
practice level. If an Eligible Professiona caculates his or her patient encounter volume based on a group practice level, the entire group
practice's patient encounter volume must be included. This includes the services rendered by all providers within the group practice,
regardless of provider type or eligibility status for the Wisconsin Medicaid EHR Incentive Program. Additionally, al Eligible
Professionals included in the group practice who register for the Wisconsin Medicaid EHR Incentive Program must also register using
the group practice patient volume.

Dental Published Policy Through December 31, 2015 Page 194 of 392



Wisconsin Medicaid

A group practice is defined by how a group practice enumerates its business using NPIs (National Provider Identifiers). When
calculating a group practice patient volume, the group practice patient volume methodology can only be used if al of the following
conditions are satisfied:

. The eligible members included in the group practice patient volume cal culation were provided services during the 90-day period
that the group practice is attesting (for the first year).

. Thereisan auditable data source to support a group practice's patient volume determination.

. All Eligible Professionals in the group practice use the same methodology for the payment year.

. The group practice uses the entire practice or clinic's patient volume and does not limit patient volume in any way.

. If an Eligible Professiona works inside and outside the group practice, the patient volume calculation may only include those
encounters associated with the group practice and not individual encounters outside the group practice.

Note: Eligible Professionals should note that whether they calculate their eligible member patient encounter volume as a group practice
or as an individual will not affect how the incentive payments are distributed. For example, an Eligible Professional may calculate their
eligible member patient volume at an individual level and assign payment to their group practice. Conversely, an Eligible Professional may
calculate their eligible member patient volume at a group practice level and assign payment to themselves.

Eligible Professionals calculating group practice patient volume under the eligible member patient volume must meet a minimum of at least
30 percent of their patient volume attributed to eligible members. The standard deduction must be applied to the total (in-state) eligible
member-only patient encounters of the group and rounded to the nearest whole number prior to entry in the Wisconsin EHR Incentive
Program application.

Topic #18077

Documentation Requirements

Inits Final Rule (42 CFR Part 495), CM S (Centers for Medicare and Medicaid Services) published guidance on collecting supporting
documentation prior to an incentive payment being paid. This supporting documentation is used to validate information provided for the
incentive payment and to ensure program integrity.

Asaresult of CMS's guidance, beginning in Program Y ear 2015, Eligible Professionals will be required to submit a copy of the reports
used to enter eligible member patient volume for their Wisconsin Medicaid EHR Incentive Program application in order to support their
patient volume attestation. The report submission method varies depending on whether an Eligible Professional is reporting individual
patient volume or group practice patient volume.

Note: The new documentation requirements do not affect how Eligible Professionals calculate individual or group practice patient
volume,

Eligible Professionals Reporting Individual Patient Volume

Beginning in Program Y ear 2015, Eligible Professionals reporting individual patient volume will be required to submit a copy of the detail
report used to enter patient volume for their Wisconsin Medicaid EHR Incentive Program application for their selected 90-day volume
reporting period. The detail report must include the following information:

. NPI.
. Thefollowing details regarding each reported patient encounter (a patient encounter is defined as any services rendered on any
one day):
s DOS.
Unique patient identifier (e.g., Medicaid ID, internal patient ID).
Financial payer (e.g., Medicaid fee-for-service, managed care, commercia health insurer, Medicare).
Out-of -state encounters, if applicable.
Encounter data involving services that were provided at no cost or on a sliding fee scale, if needy individual patient volume
isreported.

o o o o

Note: Patient encounter details should support both the patient volume numerator (before the standard deduction, if applicable) and
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denominator entered in the Wisconsin Medicaid EHR Incentive Program application.
Eligible Professionals Reporting Group Practice Patient Volume

Beginning in Program Y ear 2015, Eligible Professionals attesting to group practice patient volume will be required to submit the
following:

. Summary report of the provider information included in the group practice patient volume calculation.
. Detall report (used to enter patient volume) that supports the information provided in the summary report.

Organizations (at the group NPI level) using the group patient volume calculation for more than one Eligible Professional's Wisconsin
Medicaid EHR Incentive Program application will be required to submit the same summary report and detail report for each application.
This means summary and detail reports provided for each Eligible Professional application should not vary from one application to
another for the same organization and will not require any additional data manipulation.

Eligible Professionals reporting group practice patient volume will be required to submit the group practice's summary report used to
enter patient volume for their Wisconsin Medicaid EHR Incentive Program application for their selected 90-day volume reporting
period. The summary report must include the following information for each provider included in the group practice patient volume
calculation:

. Provider name.

. NPI.

. Individua Medicaid encounter volume (numerator) and total encounter volume (denominator) totals for each provider included in
the group practice patient volume calculation.

In addition, Eligible Professionals reporting group practice patient volume are required to submit a copy of the group practice's detail
report used to enter patient volume for their Wisconsin Medicaid EHR Incentive Program application for their selected 90-day volume
reporting period. The detail report must include the following information:

. Group and provider NPIs.
. Thefollowing details regarding each reported patient encounter (a patient encounter is defined as any services rendered on any
one day):
v DOS.
o Unique patient identifier (e.g., Medicaid ID, internal patient 1D).
v Financial payer (e.g., Medicaid fee-for-service, managed care, commercial health insurer, Medicare).
v Out-of-state encounters, if applicable.
Encounter data involving services that were provided at no cost or on a sliding fee scale, if needy individual patient volume
isreported.

Note: Patient encounter details should support both the patient volume numerator (before the standard deduction, if applicable) and the
denominator entered in the Wisconsin Medicaid EHR Incentive Program application.

Alternative supporting documentation may be submitted for Eligible Professionals who do not have claims with their current group
practice during the 90-day patient volume reporting period to support they are either new to practicing medicine (e.g., arecent graduate
of an appropriate training program) or reporting at least one patient encounter from a previous practice.

Submission Requirements

Eligible Professionals attesting to individual patient volume are required to upload supporting documentation to their Wisconsin Medicaid
EHR Incentive Program application. Eligible Professionals attesting to group practice patient volume are required to either upload
supporting documentation to their Wisconsin Medicaid EHR Incentive Program application or securely email supporting documentation
to the Wisconsin Medicaid EHR Incentive Program prior to submitting their application. Wisconsin Medicaid strongly encourages
Eligible Professionals attesting to group practice patient volume to upload their supporting documentation, rather than email it.

Uploading Documentation
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Eligible Professionals who are uploading supporting documentation are required to upload it through the Application Submission (Part 1
of 2) page in the Submit section of the Wisconsin Medicaid EHR Incentive Program application. Eligible Professionals are strongly
encouraged to use a Microsoft® Excel spreadsheet(s) for their patient volume report(s). For specific instructions on uploading required
supporting documentation, Eligible Professionals should refer to the Wisconsin Medicaid Electronic Health Record Incentive Program
User Guide for Eligible Professionals on the Portal User Guides page.

Emailing Documentation

If submitting supporting documentation via email, Eligible Professionals attesting to group practice patient volume are required to do the
following:

. Complete and attach the Group Practice Patient VVolume Workbook Microsoft® Excel spreadsheet available on the DHS
(Department of Health Services) website. This spreadsheet identifies each of the practice's Eligible Professionals who are attesting
with the group practice patient volume. Eligible Professionals should complete the spreadsheet using the document's internal
instructions and save a copy for their records.

. Attach all other required supporting documentation to the email.

. Indicate the following as the subject line of the e-mail: "Eligible Professional Application Supporting Documentation.”

. Encrypt dl individually identifying information.

. Send the email to the Wisconsin Medicaid EHR Incentive Program at DHSEHRI ncentiveProgram@dhs.wisconsin.gov.

Eligible Professionals are encouraged to send their CEHRT (Certified Electronic Health Record Technology) and patient volume
documentation in a single email.

Topic #12101

Example of Calculating Group Practice Patient Volume

Eligible Professionals must have at least 30 percent of their patient volume encounters attributed to eligible members. When electing to
use group practice patient volume, the entire practice's patient volume must be included. This includes the services rendered by all
practitioners within the group practice, regardless of provider type or eligibility status for the Wisconsin Medicaid EHR (Electronic
Health Record) Incentive Program. Groups are defined by how their businesses are enumerated under their NPI (Nationa Provider
|dentifier).

The following is an example of calculating group practice volume for the purpose of establishing eligibility for the Wisconsin Medicaid
EHR Incentive Program.

Eligible Based on Provider Provider Type Total Encounters (Eligible Per centage of Eligible Member
Type MembergTotal) Encounters

Yes Physician 80/200 40 percent

Yes Nurse Practitioner  |50/100 50 percent

Yes Physician 0/100 0 percent

No s':rgeg'ﬂered 150/200 75 percent

No Pharmacist 80/100 80 percent

Yes Physician 30/300 10 percent

Yes Dentist 5/100 5 percent

Yes Dentist 60/200 30 percent

In this scenario, there are 1300 encounters in the selected 90-day period. Of the 1300 encounters, 455 are attributable to eligible
members, or 35 percent. The next step isto apply the standard deduction (1 - .0707 = 0.9293) to the number of eligible members.
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455 * 0.9293 = 422.8315
That number is divided by the total number of encountersin the selected 90-day period, or 1300.
422.8315/ 1300 = 0.325255 or 32.5255 percent

Therefore, the group practice patient volume is 32.5255 percent, which is rounded to the nearest whole number of 33 percent, and is
eligible for the Wisconsin Medicaid EHR Incentive Program.

Eligible Professionals should note that even though one dentist's eligible member encounter percentage was only 5 percent and one
physician's eligible member encounter percentage was 10 percent, when included in the group practice patient volume, both are eligible
for the program when registering with the group practice patient volume. The physician whose eligible member encounter percentage is
zero is not eligible for the program because he or she did not render servicesto at least one eligible member during the 90-day period;
however, if the physician is new to practicing medicine (e.g., arecent graduate of an appropriate training program), he or she would be
eligible for the program because he or she does not need to provide proof of an encounter.

Topic #12100

Example of Calculating Individual Patient Volume

Eligible Professionas must have at least 30 percent (except pediatricians, who must have at least 20 percent) of their patient volume
attributed to eligible members. For example, if an Eligible Professional calculates his or her total eligible member patient encounter
volume of 33 out of atotal patient encounter volume of 75, the eligible member patient volume is 44 percent.

Eligible Professionals may be unable to distinguish between some eligible members and some non-eligible members when determining
their patient volume. The Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program only considers services provided to
members who are eligible to be reimbursed with funding directly from Medicaid (Title XIX) to be a patient encounter. Eligible
Professionals may be unable to determine where funding for €ligible members comes from, so in order to assist Eligible Professionalsin
determining their eligible patient encounters, the Wisconsin Medicaid EHR Incentive Program will calculate a standard deduction. The
standard deduction for Program Y ear 2015 is 7.07 percent.

To figure out the eligible member patient encounters, Eligible Professionals must multiply their total eligible member encounter patient
volume by afactor of (1 - 0.0707) or 0.9293 and then divide that number by their total eligible member patient encounter volume.
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Standard Deduction Calculation

Total ebgble member patient enconnters dunng any 90-day continmons penod X 0.9293
Total patient encounters, regardless of payer over that same 90-day continuous period
O-

33X 09293
X 100 = 40.8892 percent

So the final eligible member patient encounter volume is 30.6669 encounters out of 75 total, or 40.8892 percent, rounded to the nearest
whole number, 41 percent.

Therefore, 41 percent of the Eligible Professional’s patient volume is eligible members and the Eligible Professional fulfills the patient
volume requirement for the Wisconsin Medicaid EHR Incentive Program. Eligible Professionals should note that the Wisconsin Medicaid
EHR Incentive Program will not round up to meet the minimum patient volume threshold. All patient volumes reported that are below 30
percent (including those at or below 29.99 percent) will be deemed ineligible.

Topic #12097

Members Who May Be Counted When Determining
Patient Volume

Most members enrolled in the programs listed below are considered eligible members and may be counted when determining patient
encounters and patient volume:

. Wisconsin Medicaid.

. BadgerCare Plus Standard Plan.

. BadgerCare Plus Express Enrollment for Pregnant \Women.
. Alien Emergency Service Only.

. TB-Only (Tuberculosis-Related Service Only) Benefit.

. Family Planning Only Services.

Note: There are certain members enrolled in these programs or certain services provided to eligible members that may be included in the
patient volume, which is the reason for the standard deduction.

Topic #12099

Needy I ndividual Patient Volume

The federal law stipulates that only certain services rendered to certain individuals may be counted towards the needy individual patient
volume requirements. The Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program defines needy individuals as those
listed here as well as those who are provided uncompensated care by the provider, or individuals provided services at either no cost or
reduced cost based on a dliding scale determined by the individual's ability to pay.

Only Eligible Professiondls, including pediatricians, practicing predominantly in an FQHC (Federally Qualified Health Center) or RHC
(Rural Health Clinic) may use the Needy Individual Patient Volume method. An Eligible Professional is defined as practicing
predominantly in a FQHC or RHC if more than 50 percent of the Eligible Professional's encounters occur in an FQHC or RHC during a
six-month period in the most recent calendar year or in the most recent 12 months prior to attestation.
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Eligible Professionals using the Needy Individual Patient Volume method must meet a minimum of 30 percent needy individual patient
volume threshold. Needy Individual Patient VVolume encounters consist of the following:

. Services rendered on any one day to an individual where Medicaid or BadgerCare Plus paid all or part of the service including
copayments or any other cost-sharing.

. Services rendered on any one day to an individual where Children's Health Insurance Program under Title XX paid for part or all
of the service.

. Services rendered on any one day to an individual furnished by the provider as uncompensated care.

. Services rendered on any one day to an individual furnished at either no cost or reduced cost based on a sliding scale determined
by the individual's ability to pay.

Eligible Professionas using the Needy Individual Patient Volume method may elect to calculate patient volume at an individual or a group
practice level. If an Eligible Professional calculates his or her patient encounter volume based on a group practice, the entire group
practice's patient volume must be included. This includes the services rendered by all providers within the group practice, regardless of
provider type or eligibility status for the Wisconsin Medicaid EHR Incentive Program. Additionally, all Eligible Professionas included in
the group practice who register for the Wisconsin Medicaid EHR Incentive Program must also register using the group practice patient
volume,

A group practiceis defined by how a group practice enumerates its business using NPIs (National Provider Identifiers). When
calculating a group practice patient volume, the group practice patient volume methodology can only be used if all of the following
conditions are satisfied:

. The ligible membersincluded in the group practice patient volume calculation were provided services during the 90-day period
that the organization is attesting (for the first year).

. Thereisan auditable data source to support a group practice's patient volume determination.

. All Eligible Professionals in the group practice use the same methodology for the payment year.

. The group practice uses the entire group practice's patient volume and does not limit patient volume in any way.

. If an Eligible Professional works inside and outside the group practice, the patient volume cal culation may only include those
encounters associated with the group practice and not individual encounters outside the group practice.

Note: Eligible Professionals should note that whether they calculate their needy individual patient encounter volume as a group practice
or asan individua will not affect how the incentive payments are distributed. For example, an Eligible Professional may calculate his or
her needy individual patient volume at an individual level and assign payment to the group practice. Conversely, an Eligible Professional
may calculate his or her needy individual patient volume at a group practice level and assign payment to him- or herself.

Eligible Professionals calculating group patient volume under the needy individual patient volume must meet a minimum of at least 30
percent of their patient volume attributed to needy individuals. The standard deduction must be applied to the total (in-state) eligible
member-only patient encounters of the organization and rounded to the nearest whole number prior to entry in the Wisconsin EHR
[ncentive Program application.

Topic #12078

Patient Volume Requirements and Calculations

In addition to other EHR (Electronic Health Record) Incentive Program requirements, Eligible Professionals must meet patient volume
thresholds over the course of a 90-day period.

Eligible Professionals are required to select one of the following patient volume reporting periods:

. Calendar year preceding payment year.
. Twelve months preceding attestation date.

Note: The atestation date is defined as the day when the application is electronically signed and submitted for the first time in the
Program Y ear or the last day of the Program Y ear if applying during the grace period.
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An Eligible Professiona cannot calculate patient volume by including patient encounters that occur during the 90-day grace period
following the Program Y ear. For example, an Eligible Professional who applies for Program Y ear 2013 participation cannot include
patient encounters occurring after December 31, 2013.

An Eligible Professional cannot use the same or overlapping patient volume periods for future Program Y ear applications. For example,
an Eligible Professional uses January 1, 2013, through March 31, 2013, for Program Y ear 2013. In Program Y ear 2014, the Eligible
Professional cannot use January 1, 2013, through March 31, 2013, or any overlapping period (i.e., February 1, 2013, through April 30,
2013).

When reporting patient volume, Eligible Professionals will designate which practice locations are using CEHRT (Certified Electronic
Health Record Technology) and enter the relevant patient encounter data needed to determine eligibility. Patient encounter data will be
entered in three parts for each practice location:

. Thetotd (in-state) eligible member-only patient encounter volume over the previously determined continuous 90-day reporting
period.

. Thetota (regardless of state) eligible member-only patient encounter volume over the previously determined continuous 90-day
reporting period.

. Thetota patient encounter volume (regardless of state or payer) over the previously determined continuous 90-day reporting
period.

When attesting to Wisconsin Medicaid EHR Incentive Program patient volume requirements, there are two methods by which an Eligible
Professional may calculate patient volume.

. Eligible member patient volume.
. Needy individua patient volume,

Each patient volume method contains its own unique requirements; however, only Eligible Professionals practicing in an FQHC (federally
qualified health center) or RHC (rural health clinic) may use the needy individual patient volume method.
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Registration and Applying

Topic #12057

Individuals Applying for the EHR Incentive Program

A secure Provider account on the ForwardHealth Portal is required to apply for the Wisconsin Medicaid EHR (Electronic Health
Record) Incentive Program. All applications must be completed via a secure Provider Portal account.

An Eligible Professional applying as an individual needs to follow the process below when applying for the Wisconsin Medicaid EHR
Incentive Program:

. TheEligible Professional needs to first log in to the Portal. If the Eligible Professional does not have a Portal account, he or she
needs to obtain one. The Eligible Professional should refer to the Account User Guide on the Portal User Guides page of the
Provider area of the Portal for more information on obtaining a Portal account.

. TheEligible Professional needs to click on the Wisconsin Medicaid EHR Incentive Program link in the Quick Link box.

. TheEligible Professional will have to designate payment to either him- or herself or to the organization.

Topic #12040

Organizations Applying for the EHR Incentive Program on
Behalf of Eligible Professionals

A secure Provider Portal account is required to apply for the Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program.
All applications must be completed via a secure Provider ForwardHealth Portal account.

Organizations applying on behalf of Eligible Professionals need to follow the process below when applying for the Wisconsin Medicaid
EHR Incentive Program:

. The organization needs to first log in to the Portal. The organization only needs one Portal account to apply for al Eligible
Professionals assigning payment to their organization and associated with the organization's federal TIN (tax identification
number). If the organization does not have a Portal account, it needs to obtain one. Refer to the Account User Guide on the
Portal User Guides page of the Provider area of the Portal for more information on obtaining a Portal account.

. Portal Administrators will automatically have access to the Wisconsin Medicaid EHR Incentive Program application.
Organizations may assign the new "EHR Incentive" role to aclerk to conduct all Wisconsin Medicaid EHR Incentive Program
business.

. The organization may access the EHR Incentive Program application by clicking on the Wisconsin Medicaid EHR Incentive
Program link in the Quick Link box.

. The organization will see alist of al Eligible Professionals that are associated with the organization's TIN. The organization will
have to submit a separate application for each Eligible Professional associated with their TIN. Organizations should note that once
an application has begun for an Eligible Professional, only the Portal account used to begin the application can access that Eligible
Professional's application.

Topic #12039

Registration for the EHR Incentive Program with CM S

All Eligible Professionals are required to first register at the R& A (Medicare and Medicaid Electonic Health Record Incentive Program
Registration and Attestation System) Web site. A step-by-step walkthrough of the R& A registration process for Eligible Professionals is
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also available online.

After an Eligible Professional successfully registers on the R& A, CM S (Centers for Medicare and Medicaid Services) will process the
registration and send the file to the Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program. After receipt of the file, the
Wisconsin Medicaid EHR Incentive Program will enter all relevant information into the ForwardHealth system. Eligible Professionals
must wait two full business days before beginning the application for the Wisconsin Medicaid EHR Incentive Program to alow for this
process.

Topic #12058

Required I nformation When Starting the EHR Incentive
Program Application

Eligible Professionals will be required to supply specific information when completing the EHR (Electronic Health Record) Incentive
Program application. Eligible Professionals do not have to complete the entire application in one session. The application will allow users
to save the information entered and return later to complete the application.

Eligible Professionals should have the following information available when beginning the application:

. Information submitted to the R& A (Medicare and Medicaid Electronic Health Record Incentive Program Registration and
Attestation System). Eligible Professionals will need to confirm al of this information during the initial application phases.

. Contact name, telephone number, and e-mail address of the authorized preparer of the Eligible Professiond's application, if not
the Eligible Professional.

. Information regarding whether or not the Eligible Professiona applying to the Wisconsin Medicaid EHR Incentive Program has
any sanctions or pending sanctions with the Medicare or Medicaid programs and is licensed to practice in all statesin which
services are rendered.

. The CMS (Centers for Medicare and Medicaid Services) EHR certification 1D for the CEHRT (Certified Electronic Health
Record Technology) the Eligible Professional already has or is contractually obligated to acquire. For more information on
approved EHR technology, Eligible Professionals should refer to the ONC (Office of the National Coordinator for Health
Information Technology)-certified EHR product list.

. Required Patient Volume Data:

o Thetotal in-state eligible member patient encounter volume over the previously determined continuous 90-day reporting
period.

o Thetota eligible member patient encounter volume over the previously determined continuous 90-day reporting period.
The total patient encounter volume over the previously determined continuous 90-day reporting period.

Topic #12077

Reviewing, Confirming, and Submitting the EHR Incentive
Program Application

After completing attestations for the EHR (Electronic Health Record) Incentive Program, the Eligible Professional will be asked to
review all answers provided. An error-checking function will identify any errors found in the application.

Final submission will require an electronic signature by providing the preparer or the Eligible Professional's initias, the Eligible
Professional's NPI (Nationa Provider Identifier) and the Eligible Professional’s personal TIN (tax identification number). If completed
through the use of an authorized preparer, that preparer will also need to include his or her name and relationship to the Eligible
Professional and then electronically sign the application before submission. Once the Wisconsin Medicaid EHR Incentive Program
application has been completed and submitted, an e-mail notification will be sent to confirm the application’s submission. After an
application is successfully submitted and approved, Eligible Professionals can expect payments within 45 days.
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Resourcesfor EHR Incentive Program

Topic #12138

Provider Services

Eligible Professionals and Eligible Hospitals should call Provider Services with all questions regarding the Wisconsin Medicaid EHR
(Electronic Health Record) Incentive Program.

Topic #18097

Technical Assistance Services

Technical assistance services are available to all Medicaid-enrolled providers (including specialists) who are eligible to participate in or
who already participate in the Medicaid or Medicare EHR (Electronic Health Record) Incentive Program. These services are designed
to help providers as they adopt, implement, upgrade, and meaningfully use CEHRT (Certified Electronic Health Record Technology);
they include the following:

. EHR selection and implementation guidelines.

. Meaningful Use education and consulting, including readiness assessments and audit preparation.
. Public health objective onboarding and testing assistance.

. HIPAA (Hedlth Insurance Portability and Accountability Act of 1996) security risk assessments.
. Workflow optimization.

The technical assistance services are being offered by the Health IT Extension Program, which is supported by MetaStar, Inc., an
independent nonprofit quality improvement organization. For more information regarding the technical assistance services offered by the
Health IT Extension Program, providers may email MetaStar, Inc., a info@metastar.com.

Topic #12139

User Guide

Wisconsin Medicaid EHR (Electronic Health Record) Incentive Program User Guides for Eligible Professionals and Eligible Hospitals
are available on the Portal User Guides page of the Provider area of the ForwardHealth Portal.

Topic #12140

Web Sites

The following Web sites provide additional information regarding the EHR (Electronic Health Record) Incentive Program.

Available Resour ces Web Sites
Wisconsin Medicaid EHR Incentive Program Web
Site
CMS (Centersfor Medicare and Medicaid
Services) EHR Incentive Program

Wisconsin Health Information Technology Extension www.whitec.org/
Center Web Site ' :

www.dhs.wisconsin.gov/ehrincentive/index.htm

www.cms.gov/EHRIncentivePrograms/
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Managed Care
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Archive Date:01/04/2016

Managed Care:Claims

Topic #385

Appealsto Badger Care Plus and Wisconsin M edicaid

The provider has 60 calendar days to file an appea with BadgerCare Plus or Wisconsin Medicaid after the HMO (health maintenance
organization) or SSI (Supplemental Security Income) HMO either does not respond in writing within 45 calendar days or if the provider
is dissatisfied with the HMO's or SSI HMO's response.

BadgerCare Plus or Wisconsin Medicaid will not review apped s that were not first made to the HMO or SSI HMO. If a provider
sends an appeal directly to BadgerCare Plus or Wisconsin Medicaid without first filing it with the HMO or SSI HMO, the appea will be
returned to the provider.

Appealswill only be reviewed for enrollees who were €ligible for and who were enrolled in a BadgerCare Plus HMO or Medicaid SS|
HMO on the date of service in question.

Appeals must be made in writing and must include:

. A letter, clearly marked "APPEAL," explaining why the claim should be paid or a completed Managed Care Program Provider
Appeal (F-12022 (03/09)) form.

. A copy of the claim, clearly marked "APPEAL."

. A copy of the provider's letter to the HMO or SSI HMO.

. A copy of the HMO's or SSI HMO's response to the provider.

. A copy of the member's medical record that supports the claim if the denial is based on amedical decision (emergency, medical
necessity, prior authorization, etc.), or any documentation that supports the case.

. A copy of the RA (Remittance Advice) showing the date, denial, and denial reason.

The appeal will be reviewed and any additional information needed will be requested from the provider or the HMO or SSI HMO.
Once al pertinent information is received, BadgerCare Plus or Wisconsin Medicaid has 45 calendar days to make a final decision.

The provider and the HMO or SSI HMO will be notified in writing of the fina decision. If the decision isin favor of the provider, the
HMO or SSI HMO is required to pay the provider within 45 calendar days of the final decision. The decision isfinal, and all parties
must abide by the decision.

Topic #384

Appealsto HMOsand SSI HMOs

Providers are required to first file an apped directly with the BadgerCare Plus HMO (health maintenance organization) or Medicaid SS|
(Supplemental Security Income) HMO within 60 calendar days of receipt of the initial denial. Providers are required to include a letter
explaining why the HMO or SSI HMO should pay the claim. The appeal should be sent to the address indicated on the HMO's or SS|
HMO's denial notice.

The HMO or SSI HMO then has 45 calendar days to respond in writing to the appeal. The HMO or SSI HMO decides whether to
pay the claim and sends the provider aletter stating the decision.

If the HMO or SSI HMO does not respond in writing within 45 calendar days, or if the provider is dissatisfied with the HMO's or SS
HMO's response, the provider may send a written appeal to ForwardHealth within 60 calendar days.

Topic #386
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Claims Submission

BadgerCare Plus HMOs (health maintenance organizations) and Medicaid SSI (Supplemental Security Income) HMOs have
requirements for timely filing of claims, and providers are required to follow HMO and SSI HMO claims submission guidelines. Contact
the enrollees HMO or SSI HMO for organization-specific submission deadlines.

Topic #387

Extraordinary Claims

Extraordinary claims are BadgerCare Plus or Medicaid claims for a BadgerCare Plus HMO or Medicaid SSI (Supplemental Security
Income) HM O enrollee that have been denied by an HMO or SSI HMO but may be paid as fee-for-service claims.

The following are some examples of extraordinary claims situations:

. Theenrollee was not enrolled in an HMO or SSI HMO at the time he or she was admitted to an inpatient hospital, but then he or
she enrolled in an HMO or SSI HMO during the hospital stay. In this case, al claims related to the stay (including physician
claims) should be submitted to fee-for-service. For the physician claims associated with the inpatient hospital stay, the provider is
required to include the date of admittance and date of discharge in Item Number 18 of the paper 1500 Hedlth Insurance Claim
Form ((02/12)).

. Theclaims are for orthodontia/prosthodontia services that began before HMO or SSI HMO coverage. Include a record with the
claim of when the bands were placed.

Submitting Extraordinary Claims
When submitting an extraordinary claim, include the following:
. A legible copy of the completed claim form, in accordance with billing guidelines.

. A letter detailing the problem, any claim denials, and any steps taken to correct the situation.
. A copy of the Explanation of Medical Benefits form, as applicable.

Submit extraordinary claimsto:

ForwardHealth

Managed Care Extraordinary Claims
PO Box 6470

Madison WI 53716-0470

Topic #388

Medicaid as Payer of Last Resort

Wisconsin Medicaid is the payer of last resort for most covered services, even when amember is enrolled in a BadgerCare Plus HMO
(health maintenance organization) or Medicaid SSI (Supplemental Security Income) HMO. Before submitting claims to HMOs and SSI
HMOs, providers are required to submit claims to other health insurance sources. Contact the enrollee's HMO or SSI HMO for more
information about billing other health insurance sources.

Topic #389

Provider Appeals
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When a BadgerCare Plus HMO (health maintenance organization) or Medicaid SSI (Supplemental Security Income) HMO denies a
provider's claim, the HMO or SSI HMO iis required to send the provider a notice informing him or her of the right to file an appeal.
AnHMO or SSI HMO network or non-network provider may file an appeal to the HMO or SSI HMO when:

. A claim submitted to the HMO or SSI HMO is denied payment.
. Thefull amount of a submitted claim is not paid.

Providers are required to file an appeal with the HMO or SSI HMO before filing an appea with ForwardHealth.
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Covered and Noncovered Services

Topic #16197

Cared4Kids Program Benefit Package
Covered Services

Members enrolled in the Care4Kids program are eligible to receive all medically necessary services covered under Wisconsin Medicaid;
however, CaredKids will have the flexibility to provide services in amanner that best meets the unique needs of children in out-of-home
care, including streamlining PA (prior authorization) requirements and offering select services in home settings. Members will also be
alowed to go to any Medicaid-enrolled provider for emergency medical services or family planning services.

Noncover ed Services

The following services are not provided as covered benefits through the Care4Kids program, but can be reimbursed for eligible
Medicaid members on afee-for-service basis:

. Chiropractic services.

. CRS (Community Recovery Services).

. CSP (Community Support Programs).

. CCS (Comprehensive Community Services).

. Crigisintervention services.

. Directly observed therapy for individuals with tubercul osis.

. MTM (Medication therapy management).

. NEMT (Non-emergency medical transportation) services.

. Prescription and over-the-counter drugs and diabetic supplies dispensed by the pharmacy.
. Provider-administered drugs and their administration, and the administration of Synagis.
. SBS (School-based services).

. Targeted case management.

Children's Hospital of Wisconsin will establish working relationships, defined in writing through a memorandum of understanding, with
providers of the following services:

. CSP.

. CCs.

. Crigisintervention services.

. SBS.

. Targeted case management services.

Providers of these services must coordinate with Care4Kids to help assure continuity of care, eliminate duplication, and reduce
fragmentation of services.

Topic #390

Covered Services
HMOs

HMOs (health maintenance organizations) are required to provide at least the same benefits as those provided under fee-for-service
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arrangements. Although ForwardHealth requires contracted HMOs and Medicaid SSI (Supplemental Security Income) HMOs to
provide all medically necessary covered services, the following services may be provided by BadgerCare Plus HMOs at their discretion:

. Denta.
. Chiropractic.

If the HMO does not include these servicesin their benefit package, the enrollee receives the services on afee-for-service basis.

Topic #17037

Dental and Chiropractic Coverage

When a provider verifies a member's enrollment via the ForwardHealth Portal, the MC Program column on the Managed Care
Enrollment panel will indicate whether or not the HMO provides dental and/or chiropractic services to enrolled members. The
Enrollment Verification Portal User Guide contains more information.

Topic #391

Noncover ed Services

The following are not covered by BadgerCare Plus HMOs or Medicaid SSI (Supplemental Security Income) HMOs but are provided
to enrollees on afee-for-service basis provided the member's fee-for-service plan covers the service:

. CRS (Community Recovery Services).

. CSP (Community Support Program) benefits.
. Crigisintervention services.

. Environmental lead inspections.

. CCC (child care coordination) services.

. Pharmacy services and diabetic supplies.

. PNCC (prenatd care coordination) services.
. Provider-administered drugs.

Note: The Provider-Administered Drugs Carve-Out Procedure Codes table indicates the status of procedure codes considered
under the provider-administered drugs carve-out policy.

. SBS (school-based services).

. Targeted case management services.

. NEMT (non-emergency medical transportation) services.

. DOT (directly observed therapy) and monitoring for TB-Only (Tuberculosis-Only Related Services).

Topic #13877

Striving to Quit Initiative— First Breath

Background Information

According to the CDC (Centers for Disease Control and Prevention), almost one million individuals in Wisconsin smoke every day.
While the smoking rate for adults overall in the state is about 20 percent, the rate is higher — about 33 percent — for BadgerCare Plus
members. Wisconsin Medicaid has received a five-year $9.2 million grant from the CM S (Centers for Medicare and Medicaid
Services) to help BadgerCare Plus members enrolled in participating HM Os (health maintenance organizations) to quit smoking through
the Striving to Quit initiative. Striving to Quit includes the following separate, evidence-based programs:

. Wisconsin Tobacco Quit Line (i.e., Quit Line), which offers telephone counseling to eligible members who smoke.
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. First Breath, which targets eligible pregnant women who smoke by connecting them to trained tobacco cessation counselors for
face-to-face tobacco cessation counseling.

First Breath

The First Breath program offers eligible pregnant women who smoke (or who have quit smoking in the last six months) face-to-face
tobacco cessation counseling during their prenatal care visits and up to five face-to-face counseling visits plus additional telephone calls
for support during the postpartum phase. To participate in the First Breath program, members may be referred to First Breath by their
prenatal care provider or may independently call First Breath without areferral at (800) 448-5148. Members who participate in First
Breath via Striving to Quit may be eligible to receive financial incentives of up to $160.00 for participation in treatment and for quitting
smoking.

Enrollment Criteria

To be eligible to receive enhanced services from the First Breath program via Striving to Quit, BadgerCare Plus members must meet the
following criteria

. Beenrolled in the BadgerCare Plus Standard Plan.
. Beapregnant smoker.
. Expressan interest in quitting smoking.
. Beenrolled in one of the following HMOs:
o Children's Community Health Plan.
o CommunityConnect HealthPlan.
Managed Health Services.
MercyCare Health Plans.
Molina Health Care.
o Network Health Plan.
v Physicians Plus Insurance Corporation.
o Unity Health Plans Insurance Corporation.
. Residein one of the following counties:
o Dane.
Kenosha.
Milwaukee.
Racine.
o Rock.

Covered Services

o
o

o
o

The following services are covered by Striving to Quit via First Breath:

. Upto 10 one-on-one counseling sessions during regular prenatal care appointments by First Breath providers.
. Five one-on-one counseling sessions with a trained First Breath Health Educator following delivery.
. Upto six telephone calls with the First Breath Health Educator following delivery.

Provider Responsibilities

Providers are responsible for screening pregnant BadgerCare Plus HMO members for smoking and enrolling them in the First Breath
program or referring members to the First Breath program.

Clinicsthat currently provide First Breath services are responsible for the following:

. Screening for smoking and enrolling members in First Breath.
. Encouraging members to enroll in Striving to Quit.
. Providing regular First Breath counseling during prenatal care visits.
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. Completing First Breath data forms and submitting the forms via fax to (608) 251-4136 or mail to the following address:
Wisconsin Women's Hedlth Foundation
2503 Todd Dr
Madison WI 53713
Clinics that do not currently provide First Breath smoking cessation services should refer members to First Breath.
Screening and Making Referrals
For clinics that currently provide First Breath services, there are no changes to current procedures.
The following language is suggested for providers to use to encourage members to enroll in First Breath:
One of the benefits of enrolling in First Breath now is that you may be eligible to participate in a stop smoking study that
provides free counseling services to help you quit and will pay you for taking part in certain activities. Y ou can learn more
about the program when someone from the First Breath office cals you or when you call them.
Clinics that do not currently provide First Breath services should encourage pregnant BadgerCare Plus members to seek help to quit by

using the above language. Clinic staff or the member may call the First Breath program at (800) 448-5148, extension 112, for help in
finding a First Breath provider in the member's area. Members may also visit the First Breath Web site to locate a First Breath provider.

Becoming a First Breath Site

Clinics not currently providing First Breath services may become First Breath sites by calling the First Breath Coordinator at (800) 448-
5148, extension 112, or by visiting the First Breath Web site. Providers will need to complete four hours of training to provide First
Breath services. Training is free and provided by First Breath coordinators on site. Becoming a First Bresth site allows all pregnant
BadgerCare Plus and Medicaid membersto be served during their regular prenatal care visits.

After becoming a First Breath site, clinics will need to do the following:
. Provide evidence-based cessation counseling during regular prenatal care.

. Complete enrollment and other data forms.
. Distribute small, non-cash gifts supplied by the First Breath program.

For Morelnformation

For more information about Striving to Quit, providers should contact their HMO representétive, visit the ForwardHealth Portdl, or e-
mail Striving to Quit at dhsstginfo@wisconsin.gov.

For more information or for technical assistance questions regarding the Quit Line, providers may visit the UW-CTRI (University of
Wisconsin Center for Tobacco Research and Intervention) Web site.

For more information or for technical assistance questions regarding First Breath, providers may call First Breath at (800) 448-5148,
extension 112, or visit the First Breath Web site.

Topic #13857
Striving to Quit Initiative — Wisconsin Tobacco Quit Line

Background Infor mation

According to the CDC (Centers for Disease Control and Prevention), amost one million individuals in Wisconsin smoke every day.
While the smoking rate for adults overall in the state is about 20 percent, the rate is higher — about 33 percent — for BadgerCare Plus
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members. Wisconsin Medicaid has received a five-year $9.2 million grant from the CMS (Centers for Medicare and Medicaid
Services) to help BadgerCare Plus members enrolled in participating HM Os (health maintenance organizations) to quit smoking through
the Striving to Quit initiative. Striving to Quit includes the following separate, evidence-based programs:

. Wisconsin Tobacco Quit Line (i.e., Quit Line), which offers telephone counseling to eligible members who smoke.
. First Breath, which targets eligible pregnant women who smoke by connecting them to trained tobacco cessation counselors for
face-to-face tobacco cessation counseling.

Wisconsin Tobacco Quit Line

Striving to Quit offers eligible members who smoke enhanced tobacco cessation treatment from the Quit Line. Members who participate
in Striving to Quit qualify for at least five smoking cessation counseling calls from the Quit Line and appropriate tobacco cessation
medications covered by ForwardHealth. To participate in Striving to Quit, members may be referred to the Quit Line by their provider
or may independently call the Quit Line without areferral at (800) QUIT-NOW (784-8669).

Striving to Quit members using the Quit Line may be digible to receive financial incentives of up to $120.00 for participation in treatment
and for quitting smoking. Striving to Quit requires members who participate in Quit Line treatment services to take a biochemical test to
confirm smoking status at initial enrollment, six months post-enrollment, and 12 months after enrollment in the initiative.

Enrollment Criteria
To be digible to receive enhanced services from the Quit Line via Striving to Quit, members must meet the following criteria

. Beenrolled in BadgerCare Plus Standard Plan.
. Be18yearsof age and older.
. Beasmoker and express an interest in quitting smoking.
. Beenrolledin one of the following HMOs:
o Children's Community Health Plan.
o Compcare.

Group Health Cooperative of Eau Claire.
Managed Health Services.
MercyCare Health Plans.
Molina Health Care.
Network Health Plan.
Physicians Plus Insurance Corporation.
UnitedHealthcare Community Plan.
Unity Health Plans Insurance Corporation.
Reside in one of the following counties:

. Brown.

. Cdumet.

« Columbia

« Dane.

. Dodge.

« Door.

= Florence.

. FondduLac.

« Grant.

. Green.

« lowa

. Jefferson.

« Kewaunee.

. Lafayette.

= Manitowoc.

« Marinette.

= Menominee.

o o o

o o o
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. Oconto.

. Outagamie.
- Rock.

- Sauk.

= Sheboygan.
- Walworth.
« Waupaca.
= Winnebago.

Covered Drugsand Services

The following drugs and services are covered by Striving to Quit or ForwardHealth:

. Upto five cessation counseling calls to the Quit Line plus additional calls initiated by the member are covered by Striving to Quit.
. Tobacco cessation medications and biochemical testing to confirm smoking status are covered by ForwardHealth.

Provider Responsibilities
For members seeking Striving to Quit services from the Quit Line, providers are responsible for the following:

. Screening for smoking and referring potentially €ligible members who smoke to the Quit Line.

. Conducting biochemical tests (i.e., urine cotinine tests).

. Writing prescriptions for tobacco cessation drugs for members, as appropriate.

. Working with the Quit Line, completing Striving to Quit referral forms for member referrals, writing tobacco cessation
prescriptions, and faxing biochemical test results and forms to the Quit Line.

. |dentifying one or two key staff membersin aclinic or practice who will serve as points of contact for Striving to Quit and assist
with coordinating the biochemical tests and other tasks as needed.

Screening and Making Referrals

The following language is suggested for providers to use to encourage members who smoke to agree to areferra or to call the Quit Line
themselves:

One of the benefits of calling the Quit Line now isthat you may be eligible to participate in a stop smoking study that
provides free counseling services to help you quit and will pay you for taking part in certain activities. | would be happy to
make areferral for you. If you are interested, al we need to do is a simple urine test to confirm that you smoke. After |
send the paperwork, someone from the Quit Line will call you to tell you more about the study or you can call them directly
at the number on the card. If you do not want to be in the study, you may till get some services from the Quit Line.

Providers should ask HMO members living in targeted counties if they may refer the member to the Quit Line. If a member is referred to
the Quit Line, providers should submit a Striving to Quit Referral form signed by the member to the Quit Line via fax at (877) 554-
6643. Striving to Quit Referral forms are available on the UW-CTRI's (University of Wisconsin Center for Tobacco Research and
Intervention) Striving to Quit Web site or on the ForwardHealth Portal. A representative from the Quit Line will call the member within
three business days to begin the enrollment process.

Outreach Specialists for the UW-CTRI will provide technical assistance to clinics and providers about how to make Striving to Quit
referrals. A short training video about Striving to Quit proceduresis available on UW-CTRI's Web site. A link to the training video is
also on the Portal.

Biochemical Testing

As part of Striving to Quit, HMO members are required to have a urine cotinine test to confirm smoking status. This test should be

conducted by providers in the member's HMO network using NicCheck® | testing strips. NicCheck® | testing strips (item MA-500-
001) may be ordered online or by calling (888) 882-7739.
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Urine cotinine test results should be faxed to the Quit Line at (877) 554-6643. Claims for urine cotinine testing should be submitted to
the member's HMO.

BadgerCare Plus members may be tested on awalk-in basis at any participating clinic in the member's HMO network. Members who
need assistance finding a participating clinic should contact their HMO.

Prescriptions

For HMO members identified as smokers who express an interest in quitting and agree to areferral to the Quit Line, providers should
discuss the use of tobacco cessation medications. Research indicates that the use of tobacco cessation medications in combination with
evidence-based counseling almost doubles the likelihood of a successful quit attempt. The following types of tobacco cessation
medications are covered by ForwardHeath for BadgerCare Plus members:

. OTC (over-the-counter) nicotine gum and patches.
. Legend products (i.e., bupropion SR, Chantix®, Nicotrol® spray).

Providers may use the Drug Search Tool to determine the most current covered drugs. Providers may also refer to the benefit plan-
specific product lists for the most current list of covered drugs.

An alowable diagnosis code must be indicated on claims for covered tobacco cessation medications. Tobacco cessation medications
are not covered for uses outside the allowable diagnosis code.

If tobacco cessation medications are appropriate for members, prescriptions for tobacco cessation medications should be sent to the
member's pharmacy. On the Striving to Quit Referral form sent to the Quit Line, the tobacco cessation medication prescription box
should be checked either yes or no.

For HMO members who independently call the Quit Line and are enrolled in Striving to Quit, staff at the Quit Line will provide a
suggested prescription to a provider within the member's HMO network. The provider will determine the adequacy of the prescription
and approve as appropriate. The provider is required to send the following:

. The prescription to the pharmacy where it will befilled (e-prescribing is preferred).
. The approva or disapproval of the prescription to the Quit Line on the Striving to Quit Referral form viafax a (877) 554-6643.

For Morelnformation

For more information about Striving to Quit, providers should contact their HMO representative, visit the Portal, or e-mail Striving to
Quit at dhsstqinfo@wisconsin.gov.

For more information or for technical assistance questions regarding the Quit Line, providers may visit the UW-CTRI (University of
Wisconsin Center for Tobacco Research and Intervention) Web site.
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Enrollment

Topic #392

Disenrollment and Exemptions

In some situations, a member may be exempt from enrolling in a BadgerCare Plus HMO (health maintenance organization) or Medicaid
SSI (Supplemental Security Income) HMO. Exempted members receive health care under fee-for-service. Exemptions allow members
to complete a course of treatment with a provider who is not contracted with the member's HMO or SSI HMO. For example, in certain
circumstances, women in high-risk pregnancies or women who are in the third trimester of pregnancy when they are enrolled in an HMO
or SSI HMO may qualify for an exemption.

The contracts between the DHS (Department of Health Services) and the HMO or SSI HMO provide more detail on the exemption
and disenrollment requirements.

Topic #393

Enrollee Grievances

Enrollees have the right to file grievances about services or benefits provided by a BadgerCare Plus HMO (health maintenance
organization) or Medicaid SSI (Supplemental Security Income) HMO. Enrollees also have the right to file a grievance when the HMO
or SSI HMO refuses to provide a service. All HMOs and SSI HMOs are required to have written policies and procedures in place to
handle enrollee grievances. Enrollees should be encouraged to work with their HMO's or SSI HMO's customer service department to
resolve problems first.

If enrollees are unable to resolve problems by talking to their HMO or SSI HMO, or if they would prefer to speak with someone
outside their HMO or SSI HMO, they should contact the Enrollment Specidist or the Ombudsman Program.

The contracts between the DHS (Department of Health Services) and the HMO or SSI HMO describes the responsibilities of the
HMO or SSI HMO and the DHS regarding enrollee grievances.

Topic #397

Enrollment Eligibility
Badger Care PlusHMOs

Members enrolled in the BadgerCare Plus Standard Plan are eligible for enrollment in a BadgerCare Plus HMO (health maintenance
organization).

An individual who receives the TB-Only (Tuberculosis-Related Services-Only) benefit, SeniorCare, or Wisconsin Well Woman
Medicaid cannot be enrolled in a BadgerCare Plus HMO.

Information about a member's HMO enrollment status and commercia health insurance coverage may be verified by using Wisconsin's
EVS (Enroliment Verification System) or the ForwardHealth Portal.

SSI HMOs

Members of the following subprograms are eligible for enroliment in aMedicaid SSI (Supplemental Security Income) HMO:
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. Individuals ages 19 and older, who meet the SSI and SSI-related disability criteria
. Dual eligibles for Medicare and Medicaid.

Individuals who are living in an ingtitution, nursing home, or participating in a Home and Community-Based Waiver program are not
eligible to enroll in an SSI MCO (managed care organization).

Topic #39%4

Enrollment Periods
HMOs

Members are sent enrollment packets that explain the BadgerCare Plus HM Os (health maintenance organizations) and the enrollment
process and provide contact information. Once enrolled, enrollees may change their HMO assignment within the first 90 days of
enrollment in an HMO (whether they chose the HMO or were auto-assigned). If an enrollee no longer meets the criteria, he or she will
be disenrolled from the HMO.

SSI HMOs

Members are sent enrollIment packets that explain the Medicaid SSI (Supplemental Security Income) HMO's enrollment process and
provide contact information. Once enrolled, enrollees may disenroll after a 60-day tria period and up to 120 days after enrollment and
return to Medicaid fee-for-service if they choose.

Topic #395

Enrollment Specialist

The Enrollment Specialist provides objective enrollment, education, outreach, and advocacy services to BadgerCare Plus HMO (health
maintenance organization) and Medicaid SSI (Supplemental Security Income) HMO enrollees. The Enrollment Specidistisa
knowledgeable single point of contact for enrollees, solely dedicated to managed care issues. The Enrollment Specidist is not affiliated
with any health care agency.

The Enrollment Specialist provides the following services to HMO and SSI HMO enrollees:

. Education regarding the correct use of HMO and SSI HM O benefits.
. Telephone and face-to-face support.
. Assistance with enrollment, disenrollment, and exemption procedures.

Topic #398

Member Enrollment
HMOs

BadgerCare Plus HMO (health maintenance organization) enrollment is either mandatory or voluntary based on ZIP code-defined
enrollment areas as follows:

. Mandatory enrollment — Enrollment is mandatory for eligible members who reside in ZIP code areas served by two or more
BadgerCare Plus HMOs. Some members may meet criteria for exemption from BadgerCare Plus HMO enrolIment.

. Voluntary enrollment — Enrollment is voluntary for members who reside in ZIP code areas served by only one BadgerCare Plus
HMO.
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Members living in areas where enrollment is mandatory are encouraged to choose their BadgerCare Plus HMO. Automatic assignment
to a BadgerCare Plus HMO occurs if the member does not choose a BadgerCare Plus HMO. In general, all members of a member's
immediate family eligible for enrollment must choose the same HMO.

Membersin voluntary enrollment areas can choose whether or not to enroll in a BadgerCare Plus HMO. There is no automatic
assignment for members who live within ZIP codes where enrollment is voluntary.

SSI HMOs

Medicaid SSI (Supplemental Security Income) HMO enrollment is either mandatory or voluntary as follows:
. Mandatory enrollment — Most SSI and SSI-related members are required to enroll in an SSI HMO. A member may choose the
SSI HMO in which he or she wishes to enroll.
. Voluntary enrollment — Some SSI and SSI-related members may choose to enroll in an SSI HMO on avoluntary basis.

Topic #396

Ombudsman Program

The Ombudsmen, or Ombuds, are resources for enrollees who have questions or concerns about their BadgerCare Plus HMO (health
maintenance organization) or Medicaid SSI (Supplementa Security Income) HMO. Ombuds provide advocacy and assistance to help
enrollees understand their rights and responsibilities in the grievance and appeal process.

Ombuds can be contacted at the following address:
BadgerCare Plus HMO/Medicaid SSI HMO Ombudsmen
PO Box 6470
Madison WI 53716-0470

Topic #399

Release of Billing or Medical Information

ForwardHealth supports BadgerCare Plus HMO (health maintenance organization) and Medicaid SSI (Supplemental Security Income)
HMO enrollee rights regarding the confidentiality of health care records. ForwardHealth has specific standards regarding the release of
an HMO or SSI HMO enrollee's billing information or medical claim records.
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Managed Care Information

Topic #401

Badger Care PlusHM O Program

An HMO (health maintenance organization) is a system of health care providers that provides a comprehensive range of medical
servicesto agroup of enrollees. HMOs receive afixed, prepaid amount per enrollee from ForwardHealth (called a capitation payment)
to provide medically necessary services.

BadgerCare Plus HMOs are responsible for providing or arranging al contracted covered medically necessary services to enrollees.
BadgerCare Plus members enrolled in state-contracted HMOs are entitled to at |east the same benefits as fee-for-service members;
however, HMOs may establish their own requirements regarding PA (prior authorization), claims submission, adjudication procedures,
etc., which may differ from fee-for-service policies and procedures. BadgerCare Plus HMO network providers should contact their
HMO for more information about its policies and procedures.

Topic #16177

CaredKids Program Overview

CaredKidsis a health care program for children and youth in out-of-home care in Wisconsin. The Care4Kids program will offer
comprehensive, coordinated services that are intended to improve the quality and timeliness of and access to health services for these
children.

The CaredKids program will serve children in out-of-home care placements (other than residential care centers) in Kenosha,
Milwaukee, Ozaukee, Racine, Washington, and Waukesha counties. Member participation will be voluntary and enrollment will be
allowed to continue for up to 12 months after the child leaves the out-of-home care system, as long as the child remains Medicaid-
eligible and resides within one of the six counties.

CaredKidsisreguired to provide at least the same benefits as those provided under fee-for-service arrangements.

Program Administration

Children's Hospital of Wisconsin is currently the only integrated health system certified by ForwardHealth to administer the Care4Kids
program. Children's Hospital of Wisconsin will be responsible for providing or arranging for the provision of al services covered under
Medicaid, with a small number of exceptions. The services not included in the Care4Kids program will be reimbursed as fee-for-service
benefits. Children's Hospital of Wisconsin's integrated network of health care providers, which includes specialty and primary care
physicians and clinics within the Children's Hospital System as well as providers who are participating in CCHP (Children's Community
Health Plan), isintended to provide coordinated care and services to meet the individualized needs of each of the children enrolled
across multiple disciplines, including physical, behavioral health, and dental care.

CaredKids will be responsible for providing or arranging for the provision of all medically necessary services covered by Wisconsin
Medicaid to enrollees. Providers are required to be part of the CCHP network to get reimbursed by CaredKids. Providers interested in
being a part of the network should contact CCHP. Out-of-network providers are required to call Care4Kids prior to providing services
to a Care4Kids enrollee. In situations where emergency medical services are needed, out-of-network providers are required to contact
CaredKids within 24 hours of providing services.

Member Enrollment Verification

Providers should verify a member's enroliment before providing services to determine if the member is enrolled in Care4Kids. Members
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enrolled in CaredKids will present a ForwardHealth member identification card.

Providers verifying enrollment on the ForwardHealth Portal will see Care4Kids under the MC Program heading in the Managed Care
Enrollment panel.

For 271 response transactions, Care4Kids enrollment will be identified in the EB segment of the 2110C loop. Identified by "MC" in the
EBO1, "HM" in the EBO4, and "Care4Kids" in the EB05. The MC provider contact information will be reported in the NM1 (name
info), N3 (address info), and PER (telephone numbers) segments within the 2120C loop.

The WiCall AVR (automated voice response) system will identify CaredKids as the state-contracted managed care program in which
the member is enrolled.

Contact Information
Providers can contact CCHP at (800) 482-8010 for the following:
. To become part of the CCHP network.
. For coverage policy and procedure information, including PA (prior authorization) and claim submission guidelines, if they are

already a CaredKids network provider.

Topic #405

Managed Care

Managed Care refers to the BadgerCare Plus HMO (health maintenance organization) program, the Medicaid SSI (Supplemental
Security Income) HMO program, and the several special managed care programs available.

The primary goals of the managed care programs are:

. Toimprove the quality of member care by providing continuity of care and improved access.
. Toreduce the cost of health care through better care management.

Topic #402

Managed Care Contracts

The contract between the DHS (Department of Health Services) and the BadgerCare Plus HMO (health maintenance organization) or
Medicaid SSI (Supplemental Security Income) HMO takes precedence over other ForwardHealth provider publications. Information
contained in ForwardHealth publications is used by the DHS to resolve disputes regarding covered benefits that cannot be handled
internally by HMOs and SSI HMOs. If there is a conflict, the HMO or SSI HMO contract prevails. If the contract does not specifically
address a situation, Wisconsin Administrative Code ultimately prevails. HMO and SSI HMO contracts can be found on the Managed
Care Organization area of the ForwardHealth Portal.

Topic #404

SSI HM O Program

Medicaid SSI (Supplemental Security Income) HMOs (health maintenance organizations) provide the same benefits as Medicaid fee-
for-service (e.g. medical, dental, mental health/substance abuse, vision, and prescription drug coverage) at no cost to their enrollees
through a care management model. Medicaid members and SSI-related Medicaid members in certain counties may be eligible to enroll
inan SSI HMO.
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SSl-related Medicaid members receive coverage from Wisconsin Medicaid because of a disability determined by the Disability
Determination Bureau.

Member Enrollment
Members who meet the following criteria are eligible to enroll in an SSI HMO:

. Medicaid-€ligible individuals living in a service area that has implemented an SSI managed care program.
. Individuals ages 19 and ol der.
. Individuals who are enrolled in Wisconsin Medicaid and SSI or receive SSI-related Medicaid.

Individuals who are living in an ingtitution or nursing home or are participating in a home and community-based waiver program or
FamilyCare are not eligible to enroll in an SSI HMO.

Ozaukee and Washington Counties

Most SSI and SSI-related Medicaid members who reside in Ozaukee and Washington counties are required to choose the HMO in
which they wish to enroll. Dual eligibles (members receiving Medicare and Wisconsin Medicaid) are not required to enroll. After a 60-
day tria period and up to 120 days after enrollment, enrollees may disenroll and return to Medicaid fee-for-service if they choose.

Southwester n Wisconsin Counties

SSI members and SSI-related Medicaid members who reside in Buffalo, Jackson, La Crosse, Monroe, Trempealeau, and Vernon
counties may choose to receive coverage from the HMO or remain in Wisconsin Medicaid fee-for-service.

Continuity of Care

Specid provisions are included in the contract for SSI HMOs for continuity of care for SSI members and SSI-related Medicaid
members. These provisions include the following:

. Coverage of services provided by the member's current provider for the first 60 days of enrollment in the SSI program or until the
first of the month following completion of an assessment and care plan, whichever comes later. The contracted provider should
get areferral from the member's HMO after this.

. Honoring a PA (prior authorization) that is currently approved by ForwardHealth. The PA must be honored for 60 days or until
the month following the HMO's completion of the assessment and care plan, whichever comes later.

. Coverage of drugs that an SSI member is currently taking until a prescriber orders different drugs.

Topic #403

Special Managed Care Programs

Wisconsin Medicaid has several special managed care programs that provide services to individuals who are elderly and/or who have
disabilities. These members may be eligible to enroll in voluntary regional managed care programs such as Family Care, the PACE
(Program of All-Inclusive Care for the Elderly), and the Family Care Partnership Program. Additional information about these specid
managed care programs may be obtained from the Managed Care Organization area of the ForwardHealth Portal.
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Prior Authorization

Topic #400

Prior Authorization Procedures

BadgerCare Plus HMOs (health maintenance organizations) and Medicaid SSI (Supplemental Security Income) HMOs may develop
PA (prior authorization) guidelines that differ from fee-for-service guidelines. However, the application of such guidelines may not result
in less coverage than fee-for-service. Contact the enrollee's HMO or SSI HMO for more information regarding PA procedures.
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Provider Infor mation

Topic #406

Copayments

Providers cannot charge Medicaid SSI (Supplemental Security Income) HMO (health maintenance organization) enrollees copayments
for covered services except in cases where the Medicaid SSI HMO does not cover services such as dental, chiropractic, and
pharmacy. However, even in these cases, providers are prohibited from collecting copayment from members who are exempt from the
copayment requirement.

When services are provided through fee-for-service or to members enrolled in a BadgerCare Plus HM O, copayments will apply, except
when the member or the service is exempt from the copayment reguirement.

Topic #407

Emergencies

Non-network providers may provide services to BadgerCare Plus HMO (health maintenance organization) and Medicaid SS|
(Supplemental Security Income) HMO enrollees in an emergency without authorization or in urgent situations when authorized by the
HMO or SSI HMO. The contract between the DHS (Department of Health Services) and the HMO or SSI HMO defines an
emergency situation and includes general payment requirements.

Unless the HMO or SSI HMO has a written agreement with the non-network provider, the HMO or SSI HMO is only liable to the
extent fee-for-service would be ligble for an emergency situation, as defined in 42 CFR s. 438.114. Billing procedures for emergencies
may vary depending on the HMO or SSI HMO. For specific hilling instructions, non-network providers should always contact the
enrollees HMO or SSI HMO.

Topic #408

Non-network Providers

Providers who do not have a contract with the enrollee's BadgerCare Plus HMO (health maintenance organization) or Medicaid SS|
(Supplemental Security Income) HMO are referred to as non-network providers. (HMO and SSI HMO network providers agree to
payment amounts and billing procedures in a contract with the HMO or SSI HMO.) Non-network providers are required to direct
enrolleesto HMO or SSI HMO network providers except in the following situations:

. When anon-network provider is treating an HMO or SSI HMO enrollee for an emergency medical condition as defined in the
contract between the DHS (Department of Health Services) and the HMO or SSI HMO.
. When the HMO or SSI HMO has authorized (in writing) an out-of-plan referral to a non-network provider.
. When the service is not provided under the HMO's or SSI HMO's contract with the DHS (such as dental, chiropractic, and
pharmacy services).
Non-network providers may not serve BadgerCare Plus HMO or Medicaid SSI HMO enrollees as private-pay patients.

Topic #409

Out-of-Area Care
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BadgerCare Plus HMOs (health maintenance organizations) and Medicaid SSI (Supplemental Security Income) HMOs may cover
medically necessary care provided to enrollees when they travel outside the HMO's or SSI HMO's service area. The HMO or SSI
HMO is required to authorize the services before the services are provided, except in cases of emergency. If the HMO or SS| HMO
does not authorize the services, the enrollee may be held responsible for the cost of those services.

Topic #410

Provider Participation

Providers interested in participating in a BadgerCare Plus HMO (health maintenance organization) or Medicaid SSI (Supplemental
Security Income) HMO or changing HMO or SSI HMO network affiliations should contact the HMO or SSI HMO for more
information. Conditions and terms of participation in an HMO or SSI HMO are pursuant to specific contract agreements between
HMOs or SSI HMOs and providers. An HMO or SSI HMO has the right to choose whether or not to contract with any provider.

Topic #411

Referrals

Non-network providers may at times provide services to BadgerCare Plus HMO (health maintenance organization) and Medicaid SSI
(Supplemental Security Income) HMO enrollees on areferra basis. Non-network providers are always required to contact the
enrollee's HMO or SSI HMO. Before services are provided, the non-network provider and the HMO or SSI HMO should discuss and
agree upon billing procedures and fees for all referrals. Non-network providers and HMOs or SSI HM Os should document the details
of any referral in writing before services are provided.

Billing procedures for out-of-plan referrals may vary depending on the HMO or SSI HMO. For specific billing instructions, non-
network providers should always contact the enrollee's HMO or SSI HMO.

Topic #412

Services Not Provided by HMOsor SSI HMOs

If an enrollee's BadgerCare Plus HMO (health maintenance organization) or Medicaid SSI (Supplemental Security Income) HMO
benefit package does not include a covered service, such as chiropractic or dental services, any Medicaid-enrolled provider may
provide the service to the enrollee and submit claims to fee-for-service.
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Member |nformation
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Archive Date:01/04/2016

Member Information:Birth to 3 Program

Topic #792

Administration and Regulations

In Wisconsin, Birth to 3 services are administered at the local level by county departments of community programs, human service
departments, public health agencies, or any other public agency designated or contracted by the county board of supervisors. The DHS
(Department of Health Services) monitors, provides technical assistance, and offers other servicesto county Birth to 3 agencies.

The enabling federal legidation for the Birth to 3 Program is 34 CFR Part 303. The enabling state legislation is s. 51.44, Wis. Stats., and
the regulations are found in DHS 90, Wis. Admin. Code.

Providers may contact the appropriate county Birth to 3 agency for more information.

Topic #790

Enrollment Criteria

A child from birth up to (but not including) age 3 is eligible for Birth to 3 services if the child meets one of the following criteria

. The child has a diagnosed physical or mental condition that has a high probability of resulting in a developmental delay.
. Thechild has at least a 25 percent delay in one or more of the following areas of development:
o Cognitive development.
v Physical development, including vision and hearing.
o Communication skills.
Social or emotional development.
o Adaptive development, which includes self-help skills.
. The child has atypical development affecting his or her overall development, as determined by a qualified team using professionally
acceptable procedures and informed clinical opinion.

BadgerCare Plus provides Birth to 3 information because many children enrolled in the Birth to 3 Program are also BadgerCare Plus
members.

Topic #791

Individualized Family Service Plan

A Birth to 3 member receives an IFSP (Individuaized Family Service Plan) developed by an interdisciplinary team that includes the
child's family. The IFSP provides a description of the outcomes, strategies, supports, services appropriate to meet the needs of the child
and family, and the natural environment settings where services will be provided. All Birth to 3 services must be identified in the child's
IFSP.

Topic #788

Requirementsfor Providers

Title 34 CFR Part 303 for Birth to 3 services requires all health, social service, education, and tribal programs receiving federal funds,
including Medicaid providers, to do the following:
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. Identify children who may be dligible for Birth to 3 services. These children must be referred to the appropriate county Birth to 3
program within two working days of identification. This includes children with developmental delays, atypical development,
disabilities, and children who are substantiated as abused or neglected. For example, if a provider's health exam or developmental
screen indicates that a child may have a qualifying disability or developmental delay, the child must be referred to the county Birth
to 3 program for evaluation. (Providers are encouraged to explain the need for the Birth to 3 referral to the child's parents or
guardians.)

. Cooperate and participate with Birth to 3 service coordination as indicated in the child's IFSP (Individuaized Family Services
Plan). Birth to 3 services must be provided by providers who are employed by, or under agreement with, a Birth to 3 agency to
provide Birth to 3 services.

. Ddliver Birth to 3 services in the child's natural environment, unless otherwise specified in the IFSP. The child's natural
environment includes the child's home and other community settings where children without disabilities participate. (Hospitals
contracting with a county to provide therapy servicesin the child's natural environment must receive separate enrollment as a
therapy group to be reimbursed for these therapy services.)

. Assist parents or guardians of children receiving Birth to 3 services to maximize their child's development and participate fully in
implementation of their child's IFSP. For example, an occupational therapist is required to work closely with the child's parents
and caretakers to show them how to perform daily tasks in ways that maximize the child's potential for devel opment.

Topic #789

Services

The Birth to 3 Program covers the following types of services when they are included in the child's IFSP (Individualized Family Services

. Evaluation and assessment.
. Special instruction.

. OT (occupationd therapy).
. PT (physical therapy).

. SLP (speech and language pathology).
. Audiology.

. Psychology.

. Social work.

. Assistive technology.
. Transportation.

. Service coordination.

Dental

. Certain medical services for diagnosis and evaluation purposes.
. Certain health services to enable the child to benefit from early intervention services.
. Family training, counseling, and home visits.
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Enrollment Categories

Topic #225

Badger Care Plus
Populations Eligible for Badger Care Plus

The following populations are eligible for BadgerCare Plus:

. Parents and caretakers with incomes at or below 100 percent of the FPL (Federal Poverty Level).

. Pregnant women with incomes at or below 300 percent of the FPL.

. Children (ages 18 and younger) with household incomes at or below 300 percent of the FPL.

. Childless adults with incomes at or below 100 percent of the FPL.

. Transitional medica assistance individuals, aso known as members on extensions, with incomes over 100 percent of the FPL.

Where available, BadgerCare Plus members are enrolled in BadgerCare Plus HMOs (health maintenance organizations). In those areas
of Wisconsin where HMOs are not available, services will be reimbursed on a fee-for-service basis.

Premiums

The following members are required to pay premiums to be enrolled in Badgercare Plus:

. Transitional medica assistance individuals with incomes over 133 percent of the FPL. Transitional medica assistance individuals
with incomes between 100 and 133 percent FPL are exempt from premiums for the first six months of their eligibility period.
. Children (ages 18 and younger) with household incomes greater than 200 percent with the following exceptions:
o Children under age 1 year.
o Children who are tribal members or otherwise eligible to receive Indian Health Services.

Topic #16677

Badger Car e Plus Benefit Plan Changes

Effective April 1, 2014, all members eligible for BadgerCare Plus were enrolled in the BadgerCare Plus Standard Plan. As aresult of
this change, the following benefit plans were discontinued:

. BadgerCare Plus Benchmark Plan.
. BadgerCare Plus Core Plan.
. BadgerCare Plus Basic Plan.

Members who are enrolled in the Benchmark Plan or the Core Plan who met new income limits for BadgerCare Plus eligibility were
automatically transitioned into the BadgerCare Plus Standard Plan on April 1, 2014. In addition, the last day of BadgerRx Gold program
coverage for al existing members was March 31, 2014.

Providers should refer to the March 2014 Online Handbook archive of the appropriate service area for policy information pertaining to
these discontinued benefit plans.

Topic #785
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Badger Care Plus Prenatal Program

Asaresult of 2005 Wisconsin Act 25, the 2005-07 biennia budget, BadgerCare has expanded coverage to the following individuals:

. Pregnant non-U.S. citizens who are not qualified aliens but meet other eligibility criteria for BadgerCare.
. Pregnant individuals detained by legal process who meet other eligibility criteriafor BadgerCare.

The BadgerCare Plus Prenatal Program is designed to provide better birth outcomes.

Women are eligible for all covered services from the first of the month in which their preghancy is verified or the first of the month in
which the application for BadgerCare Plusis filed, whichever is later. Members are enrolled through the last day of the month in which
they deliver or the pregnancy ends. Postpartum care is reimbursable only if provided as part of global obstetric care. Even though
enrollment is based on pregnancy, these women are eligible for all covered services. (They are not limited to pregnancy-related
Services.)

These women are not presumptively eligible. Providers should refer them to the appropriate county/tribal social or human services
agency where they can apply for this coverage.

Fee-for-Service
Pregnant non-U.S. citizens who are not qudified aiens and pregnant individuals detained by legal process receive care only on a fee-for-

service basis. Providers are required to follow all program requirements (e.g., claim submission procedures, PA (prior authorization)
requirements) when providing services to these women.

Emergency Servicesfor Non-U.S. Citizens

When BadgerCare Plus enrollment ends for pregnant non-U.S. citizens who are not qualified aliens, they receive coverage for
emergency services. These women receive emergency coverage for 60 days after the pregnancy ends; this coverage continues through
the end of the month in which the 60th day falls (e.g., awoman who delivers on June 20, 2006, would be enrolled through the end of
August 2006).

Topic #230

Express Enrollment for Children and Pregnant Women

The EE (Express Enrollment) for Pregnant Women Benefit is alimited benefit category that alows a pregnant woman to receive
immediate pregnancy-related outpatient services while her application for full-benefit BadgerCare Plusis processed. Enrollment is not
restricted based on the member's other health insurance coverage. Therefore, a pregnant woman who has other health insurance may be
enrolled in the benefit.

The EE for Children Benefit allows certain members through 18 years of age to receive BadgerCare Plus benefits under the BadgerCare
Plus Standard Plan while an application for BadgerCare Plusis processed.

Fee-for-Service

Women and children who are temporarily enrolled in BadgerCare Plus through the EE process are not eligible for enrollment in an HMO
until they are determined eligible for full benefit BadgerCare Plus by the county/tribal office.

Topic #226

Family Planning Only Services
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Family Planning Only Servicesis alimited benefit program that provides routine contraceptive management or related services to low-
income individuals who are of childbearing/reproductive age (typicaly 15 years of age or older) and who are otherwise not eligible for
Wisconsin Medicaid or BadgerCare Plus. Members receiving Family Planning Only Services must be receiving routine contraceptive
management or related services.

Note: Members who meet the enrollment criteria may receive routine contraceptive management or related services immediately by
temporarily enrolling in Family Planning Only Services through EE (Express Enrollment).

The god of Family Planning Only Servicesis to provide members with information and services to assist them in preventing pregnancy,
making BadgerCare Plus enrollment due to pregnancy less likely. Providers should explain the purpose of Family Planning Only Services
to members and encourage them to contact their certifying agency to determine their enrollment options if they are not interested in, or
do not need, contraceptive services.

Members enrolled in Family Planning Only Services receive routine services to prevent or delay pregnancy and are not eligible for other
sarvices (e.g., PT (physical therapy) services, dental services). Even if amedical condition is discovered during afamily planning visit,
treatment for the condition is not covered under Family Planning Only Services unless the treatment is identified in the list of allowable
procedure codes for Family Planning Only Services.

Members are aso not eligible for certain other services that are covered under Wisconsin Medicaid and BadgerCare Plus (e.g.,
mammograms and hysterectomies). If amedical condition, other than an STD (sexually transmitted disease), is discovered during routine
contraceptive management or related services, treatment for the medical condition is not covered under Family Planning Only Services.

Colposcopies and treatment for STDs are only covered through Family Planning Only Servicesif they are determined medically
necessary during routine contraceptive management or related services. A colposcopy is a covered service when an abnormal result is
received from a pap test, prior to the colposcopy, while the member is enrolled in Family Planning Only Services and receiving
contraceptive management or related services.

Family Planning Only Services members diagnosed with cervical cancer, precancerous conditions of the cervix, or breast cancer may be
eligible for Wisconsin Well Woman Medicaid. Providers should assist eligible members with the enrollment process for Well Woman
