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Submitting claims for residents who are

dual entitlees

This Update clarifies how to complete
claims for nursing home residents who
are Medicare/Medicaid dual entitlees or
Qualified Medicare Beneficiary Only
(QMB Only) Medicaid recipients.

Submitting claims to Wisconsin
Medicaid for dual entitlees

Wisconsin Medicaid defines a dual entitlee as a
person eligible for health care coverage under
Medicaid and Medicare, either Medicare Part
A, Part B, or both.

For nursing home billing purposes, nursing home
residents are dual entitlees if they are eligible
for Medicare Part A and Wisconsin Medicaid.
(Medicare refers to this population as “dual
eligibles.”)

Providers must submit claims for services

provided to dual entitlees to Medicare before

submitting them to Wisconsin Medicaid. If

Medicare covers only a certain number of days

per month for a dual entitlee, the following two

claims must be submitted to Wisconsin

Medicaid for the month:

1. A straight Medicaid claim (or “level of care
days claim”) for Medicare-denied days.

2. A coinsurance days claim (or “Medicare
crossover claim”) for Medicare-allowed
days.

Straight Medicaid claim (for Medicare-
denied days)

Submit one UB-92 claim to Wisconsin Medicaid
that covers the entire month unless the recipient
was admitted, discharged, or deceased
sometime after the first day of the month.

Refer to Attachment 1 of this Wisconsin
Medicaid and BadgerCare Update for an
example of a straight claim.

Keep the following in mind when completing a
straight claim for a recipient residing in the
nursing home for the entire month:

General reminders

*  The claim must include only dates of
service (DOS) within the same calendar
month.

* Do not attach a Medicare Remittance
Adpvice to this claim.

Specific Items on the claim form

e Item 6: Statement Covers Period — must
include all the days of the month.

* Item 7: Cov’d — must total the number of
days in the month.

* Item 43: Description — must reflect
DOS. (All the days of the month must be
accounted for in this column.)

* Item 44: HCPCS/Rates — must include
level of care/accommodation code “09” on
a detail line for the DOS allowed by
Medicare (coinsurance days) in addition to
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the Medicaid level of care (i.e., 20 —
skilled nursing facility) codes for the days
denied by Medicare.

* Item 46: Serv. Units — sum of days for all
accommodation codes must equal the
covered days in Item 7.

* Item 47: Total Charges — must indicate
the charges for the various accommodation
codes, including a $0.00 charge for
accommodation code 09 (the DOS allowed
by Medicare).

* Item 84: Remarks — must include an
appropriate Medicare disclaimer code. Use
Medicare disclaimer code “M-8” if all
Medicare-certified beds are occupied or if
hospitalized Medicare-cligible recipients do
not wish to return to a Medicare-covered
bed. Refer to the Coordination of Benefits
section of the All-Provider Handbook for a
complete list of Medicare disclaimer codes.

If the recipient was discharged or deceased

after the first day of the month, only include the

days the recipient was a resident of the nursing

home on the UB-92 claim form:

* Item 6: Statement Covers Period —
Include the date of discharge or death.

* Item 7: Cov’d — Do not include the date
of discharge or death.

* Item 43: Description — Do not include
the date of discharge or death.

Coinsurance days claim (for Medicare-
allowed days)

If the provider’s claim is not processed by
Wisconsin Medicaid within 30 days of the date
on the explanation of Medicare Benefits
statement, assume that Medicare did not
automatically forward the claim to Wisconsin
Medicaid. Submit a second UB-92 claim to
Wisconsin Medicaid for the days covered by
Medicare. Refer to Attachment 2 for an

example of a Medicare Part A coinsurance
days claim.

Keep the following in mind when completing

this claim:

* Item 6: Statement Covers Period — must
exactly match the dates covered on
Medicare’s Remittance Advice.

* Item 7: Cov’d — must exactly total the
number of covered days on Medicare’s
Remittance Advice.

* Item 47: Total Charges — must exactly
match the total charges billed on
Medicare’s Remittance Advice.

Attach a copy of Medicare’s Remittance
Advice to the claim.

Recipient liability

Liability for a recipient residing in a nursing
home is the amount of resident income
available to apply on a monthly basis towards
monthly cost of care. For general information
about recipient liability, refer to the August 2001
Update (2001-28), titled “Clarification of patient
liability for nursing home residents.”

Submitting claims for dual entitlees with

recipient liability

1. Submit the straight Medicaid claim with the
liability amount indicated. For example, if
the monthly liability amount is $715, indicate
this amount with value code “84”
(“Medicaid Patient Liability Amount™) in
Item 39 of the claim form. See Attachment
1 of this Update for an example of a claim
with a liability amount indicated.

Wisconsin Medicaid’s claim processing
system compares the liability amount on the
straight claim with what is indicated on the
recipient file and, if there is a difference,

For general
information
about recipient
liability, refer to the
August 2001
Update (2001-28),
titled “Clarification
of patient liability
for nursing home
residents.”

Wisconsin Medicaid and BadgerCare Service-Specific Information ® August 2001 @ No. 2001-29



ualified

Medicare
Beneficiary Only
(QMB Only)
recipients are
eligible only for
Wisconsin Medicaid
payment of the
coinsurance and
the deductibles for
Medicare-allowed
services.

will deduct the greater amount. If the
provider does not indicate a liability amount,
the amount Wisconsin Medicaid has on file
will be automatically deducted.

2. Indicate only the remaining liability amount
on the coinsurance days claim, if
applicable. Wisconsin Medicaid’s claim
processing system deducts only the liability
amount indicated on the coinsurance days
claim.

For example, if the total allowed amount on
the straight Medicaid claim is $500 and the
liability amount is $750, indicate the
remaining $250 with value code “84”
(“Medicaid Patient Liability Amount™) in
Item 39 of the coinsurance days claim. If
the total recipient liability amount is
deducted on the straight Medicaid claim, do
not indicate a liability amount on the
coinsurance days claim.

Automatic crossover claims for
coinsurance days

If the coinsurance days claim is an automatic
Medicare crossover claim, file an Adjustment
Request Form after the claim has been
processed to have the remaining liability
deducted from the claim. Refer to the Claims
Submission section of the All-Provider
Handbook for a copy of the Adjustment
Request Form and completion instructions.

Submitting claims to Wisconsin
Medicaid for Qualified Medicare
Beneficiary Only recipients

Qualified Medicare Beneficiary Only (QMB
Only) recipients are eligible only for Wisconsin
Medicaid payment of the coinsurance and the
deductibles for Medicare-allowed services.
Wisconsin Medicaid does not reimburse claims

for QMB Only recipients for noncovered
Medicare services. This means that Wisconsin
Medicaid will reimburse a coinsurance days
claim, but not a straight Medicaid claim for
QMB Only recipients.

More information

For information about Medicare crossover
claims and submitting claims for QMB Only
recipients, refer to the Coordination of Benefits
section of the All-Provider Handbook. For
information on how to follow-up on claims
submission, refer to the Billing Information
section of the Nursing Home Handbook.

Managed care providers

This Update contains Medicaid fee-for-service
policy and applies to providers of services to
recipients on fee-for-service Medicaid only. For
Medicaid HMO or managed care policy,
contact the appropriate managed care
organization. Wisconsin Medicaid HMOs are
required to provide at least the same benefits as
those provided under fee-for-service
arrangements.

The Wisconsin Medicaid and BadgerCare
Update is the first source of program policy and
billing information for providers.

Although the Update refers to Medicaid
recipients, all information applies to BadgerCare
recipients also.

Wisconsin Medicaid and BadgerCare are
administered by the Division of Health Care
Financing, Wisconsin Department of Health and
Family Services, P.O. Box 309, Madison, WI
53701-0309.

For questions, call Provider Services at
(800)947-9627 or (608) 221-9883 or visit our Web
site at www.dhfs.state.wi.us/medicaidy.
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ATTACHMENT 1

UB-92 Claim Form sample
straight Medicaid with Medicare coinsurance days claim

APPROVED OMB NO. 0938-0279 l‘
!

BILLING NURSING HOME 2 3 PATIENT CONTROL NO
327 NURSING HOME ROAD 12345 213
ANYTOWN, WI 55555 5 FED.TAXNO. 6 STATEMENT COVERS P%’}{g&H%{7 covb 8nNcD | scip | 10LAD |1
(555) 327-5555 060100 | 063000 30
12 PATIENT NAME 13 PATIENT SS
RECIPIENT IMA
14 BIRTHDATE 15SEX | 16 MS 17 oare "OMISSION o tvee | 20 sre |21 D HR[22 STAT| 23 MEDICAL RECORD NO. 2 SONDITION CODES 31
11/30/18 F | 104/07/00 4 30
3%omz OCCURF&NTgE 5 i 3?:005 OCCURRDE[?EC £ %RHENCESPWNROUGH RT A
a B B
b . c
<a 84 715 00 a
N :
c
d \J : d
42 REV. | 43 DESCRIPTION \ 44MATES 45 SERV. DATE 46 SERV. UN[TSA 47 TOTAL CH% 48 NON-COVERED CHARGES | 48
! 060100 - 060900 ( 09 9 0:00 ;
2
i 061000 - 063000 20 21 2100 :00 i
5 5
"loo1 TOTAL CHARGES 2100 :00 ;
8 8
9 9
10 10
11 1
12 12
13 13
1 - Do not attach a Medicare Remittance Advice. - -
15
16 16
17 17
18 18
19 19
20 20
21 21
22 2
23 23
50 PAYER 51 PROVIDER NO. t-hetiell 54 PRIOR PAYMENTS 55 EST AMOUNT DUE 56
A Med - Medicare 11-2233 0: 00
B T19 - WI Medicaid 11223344
c
57 DUE FROM PATIENT p
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
A 1234567890 A
B B
c c
63 TREATMENT AUTHORIZATION CODES B4ESC| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A A
B B
c c
67 PRIN. DIAG CD. o coDE 3 20 CODE OTHEBDIAG. CODES 24 CODE 1t 76 ADM. DIAG. CD. | 77 E-CODE 78
4280 25001 | 9952 82120 428.0
79 pc |80 PRINCIPALFROCEDURE T opd HER PROCEDURE 82 ATTENDING PHYS. 10 87654321 a
| IM Attending Physician b
opd e PROCEDURE - coom | . 83 OTHER PHYS. ID :
a| 8 ReEMARKS OTHER PHYS. ID a
" *’
¢ 85 PROVIDER REPRESENTATIVE 56 DATE
d X IM Authorized MMDDYY

UB-92 HCFA-1450

OCR/Original

| CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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ATTACHMENT 2
UB-92 Claim Form sample
Medicare Part A coinsurance days claim

APPROVED OMB NO. 0938-0279 l‘
!

BILLING NURSING HOME 2 3 PATIENT CONTROL NO
327 NURSING HOME ROAD o 12345 214
ANYTOWN, WI 55555 5 FED.TAXNO. 6 STATEMENT COVERSPERIOD | 7COVDN 8NCD | 9CID. | 10LRD|
(555) 327-5555 060100 | 060900 9
12 PATIENT NAME 13 PATIENT Al
RECIPIENT, IMA
14 BIRTHDATE 15SEX | 16 MS 17 oare "OMISSION o tvee | 20 sre |21 D HR[22 STAT| 23 MEDICAL RECORD NO. 2 SONDITION CODES 31
11/30/18 04/07/00 4 30
3 OCCURRENCE 34 OCCURRENCE GCCURRENCE SPAN 37
CODE DATE ) CODE DATE FROM THROUGH A A
B B
Cc
E] VALUE CODES " 1 VALUE CODES
CODE AMOUNT el i COCE AMOUNT
a a
b b
c ¢
d ] d
42 REV.CD. |43 DESCRIPTION 44 HCPCS/RATES 45 SERV. DATE 46 SERV.UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |49
160 Room and Board 9 1719 100 !
2
\ 3
001 TOTAL CHARGES 1719 :00 } :
/ 6
7
8
9
10
11
- Attach a Medicare Remittance Adyice to this claim. - 12
13
14
15
16
17
18
19
20
21
22
23
50 PAYER 51 PROVIDER NO. 54 PRIOR PAYMENTS 55 EST AMOUNT DUE 56
Med - Medicare 11-2233 846: 00
T19 - WI Medicaid 11223344 873:00
57 DUE FROM PATIENT p
58 INSURED'S NAME 59PREL| 60 GEAT. - SSN - HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
123456789A A
1234567890 z
63 TREATMENT AUTHORIZATION CODES B4ESC| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
c
57 PRIN. DIAG CD 58 CODE o 10 CODE 4 OTHEBDIAG. CODES 7 CODE 1tk 76 ADM. DIAG. CD. | 77 E-CODE 7
428.0 250.01 | 9952 821.20 428.0
79 pc |80 PRINCIPALFROCEDURE T opd HER PROCEDURE 82 ATTENDING PHYS. 10 87654321 a
| IM Attending Physician b
o oo0 THER PROGEDURE - coom | . 83 OTHER PHYS. ID a
b
84 REMARKS OTHER PHYS. ID a
b
85 PREWDER REPRESENTATIVE 5-6 DATE
X IM Authorized MMDDYY

UB-92 HCFA-1450

OCR/Original

| CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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