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Tobereimbursed for providing outpatient
substance abuse treatment services to
Medicaid recipients, aprovider isfirst required
to be certified by the Office of the Secretary of
the Department of Health and Family Services
(DHFS), Office of Quality Assurance (OQA)
for outpatient substance abuse treatment under

Department of Health and Family Services



HFS75.13, Wis. Admin. Code. For information
regarding thiscertification, providersmay
contact the DHFS, OQA by telephone at

(608) 243-2025 or by mail at thefollowing
address:

Office of the Secretary of the

Department of Health and Family Services
Office of Quality Assurance

Program Certification Unit

2917 International Ln Ste 300

Madison WI 53704

A provider meeting DHFS, OQA certification
should dothefollowingto obtain Medicaid
certification.

Agencies should complete the Wisconsin
Medicaid Mental Hedlth/Substance Abuse
Agency Certification Packet. Refer to
Attachment 1 for Medicaid certification
requirements and the types of provider numbers
assigned to agencies providing outpatient
substance abuse treatment services.

Individuals should complete the Wisconsin
Medicaid Mental Health/Substance Abuse
Individual Packet. Refer to Attachment 2 for
Medicaid certification requirementsand the
types of provider numbersassigned to
individualsproviding outpatient substance abuse
treatment services. Individual outpatient
substance abuse treatment providers must
obtainand maintainindividua Medicad
certification.

Providersmay initiate Medicaid outpatient
substance abuse treatment provider certification
by doing oneof thefollowing:

»  Downloading mental hedlth and substance
abuse certification materialsfrom the
Medicaid Web site at
dhfs.wisconsin.gov/medicaid/.

e Cadling Provider Servicesat
(800) 947-9627 or (608) 221-9883.
Writing tothefollowing address:
WisconsnMedicad
Provider Maintenance
6406 Bridge Rd
Madison WI 53784-0006

Refer to the General Information section of the
Mental Health and Substance Abuse Services
Handbook for moreinformation about provider
certification, provider numbers, and provider
respongbilities.

Covered Services

Outpatient substance abuse treatment services
are provided to amdliorate negative symptoms
from substance abuse and to restore effective
functioning in personswith substance abuse
dependency or addiction when they are
medically necessary. The servicesinclude
individual substance abuse counseling (such as
assessment, family counseling, group
counsdling, and counseling of persons affected
by problems related to the abuse of acohal or
drugs).

Before being enrolled in a substance abuse

treatment program, the recipient must receive a

completemedical evaluation by aphysician,
including diagnosis, summary of present
medical findings, medica history, and explicit
recommendationsfor participationinthe
substance abuse trestment program. A medical
evaluation performed for this purpose within 60
daysprior to enrollment will bevaidfor re-
enrollment.

Soecial Circumstances

The following are requirements for covered

services:

e Aphysician’ssigned and dated
prescription/order isrequired for

Before being
enrolled in a
substance abuse
treatment program,
the recipient must
receive a complete
medical evaluation
by a physician,
including diagnosis,
summary of present
medical findings,
medical history, and
explicit
recommendations
for participation in
the substance abuse
treatment program.
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Prior
authorization

(PA) is required for
outpatient
substance abuse
treatment services
beyond 15 hours or
$500 of combined
outpatient mental
health and
substance abuse
services only,
whichever limit is
reached first, in a
calendar year.

Medicaid coverage of al outpatient
substance abuse trestment services.

e Theprovider isrequired to engagein
face-to-face contact with the recipient
for at least 5/6 of thetime.

Palicies regarding concurrent coverage of

services are asfollows:.

*  Wisconsin Medicaid coversaconti nuum of
non-inpatient hospital substanceabuse
services, including day trestment and
intensive and non-intensive outpatient and
aftercare services, but not concurrently.

e Wisconsin Medicaid coversoutpatient
substance abuse services concurrently with
outpatient mental health or adult mental
hedlth day treatment services aslong as
services are medically necessary and
appropriate. Refer to the “Prior
Authorization” section of this Update for
additiona informationon
concurrent services.

ServicesProvided viaTelehealth

Providerscertified under HFS 75.13, Wis.
Admin. Code, may provide most outpatient
substance abuse treatment services via
Telehedlth. Telehealth services provided by
psychiatristsand Ph.D. psychologistsin private
practice are also reimbursed.

In addition, effective for dates of service
(DOS) on and after July 1, 2006, Wisconsin
Medicaid rembursestheoriginating Sitea
facility fee. These recent changesto Telehealth
policy came after the Genera Information
section of the Mental Health and Substance
Abuse Services Handbook was published. The
general section of the handbook contains
information about Telehed th requirementsand
claims submission. Refer to the June 2006
Update (2006-58), titled “Wisconsn Medicaid
Reimburses Selected Services Provided

Through Telemedicine,” for updated Telehealth
policy information.

Noncovered Services

Thefollowing outpatient substance abuse
treatment services are not covered by
WisconsnMedicaid:

e Collaterd interviewsand consultations,
except as provided in HFS 107.06(4)(c),
Wis. Admin. Code.

*  Court appearances, except when
necessary to defend against commitment.

* Medical detoxification providedinanon-
hospital setting, asdescribed in HFS 75.07,
75.08, and 75.09, Wis. Admin. Code.

Documentation Requirements

Wisconsin Medicaid reimbursesthe provision of
services. Documenting the services providedis
part of the provision of services.

Refer to Attachment 3 for documentation
requirementsfor all mental heathand
substance abuse serviceproviders, including
outpatient substance abuse treatment providers.
For additiond information regarding
documentation requirements, refer to the
Genera Information section of the Mental
Health and Substance Abuse Services
Handbook.

Prior Authorization

Services Requiring Prior Authorization

Prior authorization (PA) isrequired for
outpatient substance abuse treatment services
beyond 15 hours or $500 of combined
outpatient mental health and substance abuse
servicesonly, whichever limitisreachedfirg, in
acaendar year. Services are counted without
regard to theagency or individual provider
performing the service. The 15-hour/$500
accumulation requirement is separate from any
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other PA threshold as stated in HFS
104.01(12)(a)1j, Wis.Admin. Code.

Prior authorizationisrequired beyond $500ina
calendar year for outpatient substance abuse
servicesprovided in an outpatient hospital.

Concurrent Outpatient Mental Health
Services

Prior authorizationisnormally granted only to
one provider at agiventime; however,
concurrent PAs may be approved for separate
providersfor mentd health and substance
abuse services. Concurrent PA requests must
meet thefollowing requirements:

» The PA requests must clearly indicate that
each provider is aware of the services
being provided by the other and describes
how these services are being coordinated.

» Judtificationmust begivenfor having
services provided by separate providers.

e Theoveral intensity of service must be
within therange ordinarily approved for
outpatient menta health and substance
abuse services. For example, outpatient
substance abuse treatment is generally not
approved concurrently with one or two
hours of family psychotherapy per week,
but one two-hour substance abuse group
therapy session plusone one-hour individual
psychotherapy session may be approved.

Concurrent Adult Mental Health Day
Treatment Services

Outpatient substance abuse counseling may be

provided concurrently with mental health day

treatment services that are considered

medically necessary and appropriate when the

provider demonstratesthat all three of the

following conditionsare met:

» Bothservicesarediagnostically appropriate
for therecipient.

»  Theprovidersare communicating with
each other about the recipient’s needs, the

treatment is coordinated, and the outpatient
substance abuse services augment the
mental hedth day treatment services.

* Oneof thefollowing statementsistrue:
v' Thereisapre-existingrelationship

between the recipient and the I ngeneral, a -

) ) recipient who is
outpatient substance abuse service able to benefit from
provider. outpatient substance

v' Therecipient has appropriate mental abuse services will
not require as high a
health day treatment needs, and the level of mental

recipient has aneed for speciaized
intervention that the day treatment
staff isnot trained to provide.

health day treatment
services and the
requested hours of
service may be
modified to reflect

In general, arecipient who is able to benefit this.
from outpatient substance abuse services will

not require ashigh alevel of mental health

day treatment services and the requested

hours of service may be modified to reflect

this.

Reimbursement for Prior Authorized
Services

Prior authorizationisrequired for certain
services before they are provided. Wisconsin
Medicaid does not reimburse providersfor
services provided either before the grant date
or after the expiration date indicated on the
approved PA request. If the provider deliversa
service either before the grant date or after the
expiration date of an approved PA request or
provides a service that requires PA without
obtaining PA, the provider isresponsiblefor the
cost of the service. In these Situations, providers
may not collect payment from the recipient.

Prior authorization does not guarantee
reimbursement. To receive Medicaid
reimbursement, all Medicaid requirements must
be met. For more information about general PA
requirements, obtaining PA formsand
attachments, and submitting PA requests, refer
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Except in a few
instances,

Wisconsin Medicaid
is the payer of last
resort for any
Medicaid-covered
service.

to the Prior Authorization section of theAll-
Provider Handbook.

Prior Authorization Request Formsand
Attachments

To request PA for outpatient substance abuse
treatment services, providers are required to
complete and submit thefollowing formsand
documentationtoWisconsnMedicaid:

e Prior Authorization Request Form
(PA/RF), HCF 11018 (Rev. 10/03). Refer
to Attachments 4 and 5 for PA/RF
completioningructionsand asampleform
for outpatient substance abuse trestment
services.

* Prior Authorization/Substance Abuse
Attachment (PA/SAA), HCF 11032 (Rev.
06/03). The completion instructionsand
PA/SAA for outpatient substance abuse
treatment services are located in
Attachments 6 and 7 for photocopying and
may also be downloaded and printed from
the Medicaid Web site.

»  Signed physician’sprescription/order dated
not more than one year prior to the
requested first DOS.

Providers may also be required to attach copies
of assessments, trestment summaries,
treatment plans, or other documentation as
directed by the PA/SAA. Providers are
responsiblefor ensuring that information
attached to the form adequately responds to
what isrequested, clearly indicating the
intended purpose of the attached
documentation.

Refer to the General Information section of
the Mental Health and Substance Abuse
Services Handbook for backdating
procedures.

Grant and Expiration Dates

Refer to the Prior Authorization section of the
All-Provider Handbook for information on other
circumstances affecting PA, such as
determination of grant dates and service
interruptions.

ClaimsSubmission

Coordination of Benefits

Except in afew instances, Wisconsin Medicaid
isthe payer of lagt resort for any Medicaid-
covered service. Therefore, the provider is
required to make a reasonable effort to exhaust
all existing other health insurance sources
before submitting claimsto Wisconsin Medicaid
or to state-contracted managed care
organizations(MCOs).

Refer to the Coordination of Benefits section of
theAll-Provider Handbook for more
information about servicesthat require other
healthinsurancebilling, exceptions, clams
submission proceduresfor recipientswith other
hedlth insurance, and the Other Coverage
Discrepancy Report, HCF 1159 (Rev. 08/05).

Diagnosis Codes (Submitted on the CMS
1500 and UB-92 Claim Forms)

All diagnoses must come from the ICD-9-CM
coding structure and must be an alowable
diagnosis code for the DOS. Claimsreceived
without an alowable ICD-9-CM code are
denied.

Refer to Attachment 8 for alist of dlowable
diagnosis code ranges for outpatient substance
abuse treatment services.

Procedure Codes (Submitted on the CMS
1500 Claim Form)

Healthcare Common Procedure Coding System
(HCPCS) codes are required on all outpatient
substance abuse treatment claims submitted on
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the CM S 1500 claim form. Claimsor
adjustments received without a HCPCS code
are denied. Refer to Attachment 8 for
allowable procedure codes and modifiers.
Refer to Attachment 9 for maximum allowable
fees and copayment rates.

For procedure codesthat do not indicate atime
increment, providers are required to use the
rounding guidelinesin Attachment 10.

Revenue Codes (Submitted on the UB-92
Claim Form)

Refer to Attachment 8 or the UB-92 Uniform
Billing Manuadl for alist of dlowablerevenue
codes for outpatient substance abuse treatment
services provided by outpatient substance
abuse clinics. However, outpatient substance
abuse services provided by apsychologist to a
hospital i npatient recipient must bebilled onthe
CMS 1500 claimform. Thisdoesnot include
group therapy and medi cation management
which are not separately billablefor inpatient
recipients.

Place of Service Codes (Submitted on the
CMS 1500 Claim Form)

Allowable place of service codesfor outpatient
substance abuse treatment services are
included in Attachment 8.

Outpatient substance abuse treatment services
are performed only in the office of the provider
orinahospital, hospital outpatient clinic,
outpatient facility, nursing home, or school. This
benefit doesnot include servicesprovidedin
homeor community settings. For outpatient
services covered in the home or community,
pleaserefer to Medicaid publications about
outpatient mental health and substance abuse
servicesin the home and community.

Electronic Claims Submission

Providers are encouraged to submit claims
electronically sinceeectronic claimssubmission
usudly reducesclaim errors. Claimsfor
outpatient substance abuse treatment services
may be submitted using the 837 Hedlth Care
Claim: Professional transaction or the 837
Hedth Care Claim: Ingtitutional transaction.
Electronic claims may be submitted except
whenWisconsin Medicaid instructsthe provider
to submit additional documentationwiththe
claim. In these situations, providers are required
to submit paper claims.

Refer to the Informational Resources section of
theAll-Provider Handbook for more
information about € ectronic transactions.

Paper Claims Submission

With the exception of outpatient substance
abuse treatment services billed as hospital
outpatient services using revenue codes, paper
claims for substance abuse services must be
submitted using the CM S 1500 claim form.
Refer to Attachment 11 for CMS 1500 claim
form instructions. Attachments 12 and 13 are
samples of clamsfor outpatient substance
abuse trestment services.

Paper claims for outpatient substance abuse
treatment servicesbilled ashospital outpatient
services using appropriate revenue codes must
be submitted using the UB-92 claim form.
Refer to Attachment 14 for UB-92 claim form
instructions. Attachment 15isasample of a
claim for outpatient substance abuse trestment
services.

Wisconsin Medicaid doesnot providethe CMS
1500 or the UB-92 claim forms. These forms
may be obtained from any federal forms
supplier.

Wth the
exception of
outpatient
substance abuse
treatment
services billed as
hospital
outpatient
services using
revenue codes,
paper claims for
substance abuse
services must be
submitted using
the CMS 1500
claim form.
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TheWsconsin
Medicaid and
BadgerCare Update
isthe first source of
program policy and
billinginformation
for providers.
Although the
Update refersto
Medicaid recipients,
al information
appliesto
BadgerCare
recipients also.

Wisconsin Medicaid
and BadgerCareare
administered by the
Divisionof Hedlth
CareFinancing,
Wisconsin
Department of
Hedlth and Family
Services, PO. Box
309, Madison, Wi
53701-0309.

For questions, call
Provider Servicesat
(800) 947-9627 or
(608) 221-98830r
visit our Web site at
dhfs.wisconsin.gov/
medicaid/.

PHC 1250

Reambursement

Wisconsin Medicaid reimbursesfor services
provided by thefollowing professionasinan
outpatient substance abuse treatment clinic:

»  Substance abuse counselor without a
Master's degree (certified, not only
registered).

»  Substance abuse counsdor with a Master’s
degree (certified, not only registered).

e Ph.D. Psychologist.

* Physician.

* Ancillary provider.

Wisconsin Medicaid reimburses outpatient
substance abuse treatment providers the lesser
of thebilled amount and the maximum
allowable fee for aservice.

Ancillary Providers

Wisconsin Medicaid reimbursesfor
coordination of care services and delegated
medical acts(e.g., givinginjectionsor checking
medi cations) provided by ancillary providers
(e.g., registered nurses) if al of thefollowing
are true:

e Theservicesare provided under the direct,
immediate, on-site supervison of a
physician.

»  The services are pursuant to the
physician’s plan of care.

»  Thesupervising physician hasnot provided
M edi cai d-reimbursabl e services during the
same office or outpatient eval uation and
management visit.

“On-gte” meansthat the supervising physician
isinthe samebuilding inwhich servicesare
being provided and isimmediately availablefor
consultation or, in the case of emergencies, for
direct intervention. The physicianisnot required
to bein the same room asthe ancillary provider,
unlessdictated by medical necessity and good
medical practice.

Claimsfor servicesprovided by ancillary
providers must be submitted under the

supervisng physician’' sMedicaid provider
number using the lowest appropriate leve office
or outpatient visit procedure code or other
appropriate Current Procedural Terminology
code for the service performed. These services
arenot to bebilledin addition to, or combined
with, the serviceif the physician seesthe
patient during the samevisit.

Recipient Copayment I nformation

Providersare prohibited from collecting
copayment from nursing home residentsand
individuasunder age 18 who arereceiving
outpatient substance abuse treatment services.
All other recipientsreceiving outpatient
substance abuse treatment services are
charged copayment.

Refer to the Recipient Eligibility section of the
All-Provider Handbook for general copayment
policies, exemptions, and limitations.

The maximum allowable fee amount
determines the copayment amount that
providers may request from arecipient for most
outpatient substance abuse treatment services.
Outpatient psychotherapy and outpatient
substance abuse treatment services greater
than 15 hours or $500 of accumulated services
per recipient, per calendar year, are exempt
from copayment. The maximum allowablefee
schedulelists al the procedure codes allowed
by Wisconsin Medicaid for aprovider type and
Wisconsin Medicaid’smaximum allowablefee
for each procedure code.

I nfor mation Regar ding M edicaid
HMOs

This Update contains Medicaid fee-for-service
policy and appliesto providers of servicesto
recipients on fee-for-service Medicaid only. For
Medicaid HMO or managed care policy,
contact the appropriate MCO. Wisconsin
Medicaid HMOs are required to provide at
least the same benefits as those provided under
fee-for-service arrangements.
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ATTACHMENT 1

Certification Requirements for Outpatient Substance Abuse
Services Provided by Agencies

This attachment outlines Wisconsin Medicaid certification requirements for Medicaid outpatient substance abuse service

providers. Prior to obtaining Wisconsin Medicaid certification, outpatient substance abuse service providers are required to be
certified by the Office of the Secretary of the Department of Health and Family Services (DHFS), Office of Quality Assurance
(OQA). County/tribal social or human services agencies that request billing-only status do not need to be certified by the

DHFS.

The following table lists required provider number types and definitions for agencies providing outpatient substance abuse

Services.

Definitions for Provider Numbers

Type of Provider Number

Definition

Billing/Performing Provider Number

Issued to providers to allow them to identify themselves on claims as either the biller of services

or the performer of services.

Billing-Only Provider Number

Issued to county/tribal social or human services agencies to allow them to serve as the biller of
services when contracting with a service performer.

The following terms are used in the table:

e “Agency Providing the Service” — The agency whose staff actually performs the service.

e “Agency Only Allowed to Bill for the Service” — The agency that submits claims to Wisconsin Medicaid for the service.
This agency does not perform the service but contracts with a provider to perform the service on the billing agency’s
behalf. Only a county/tribal social or human services agency can be a billing agency.

Certification Requirements
- County/ | Type of
Typeof | Office of the Secretary Section of Tribal Provider
Agency P . : : . Certification Social or | Number
Health and Family Wisconsin Medicaid : d
h : Packet to Be Human Assigne
Services/Office of ~ -
Quality Assurance Completed Services
Agency?
The agency is required to do the following: Outpatient
- . substance
e Have a DHFS, OQA certificate on file. . .
. Outpatient abuse clinic
e Complete and submit a Mental Health and -
R Substance Abuse | No billing/
Substance Abuse Agency Certification . .
e . Services performing
Packet. An allowable Medicaid performing -
) ) . . provider
provider is required to perform the service. number
The agency is required o Hospitals are required to complete one of
obtain a Wisconsin DHFS P o q P
- . the following:
certificate to provide The Hosbital Certification Packet if bill Hospitals will
outpatient substance * The Hospital Certification Packet if billing ospitals wi
Agency abuse services as as an outpatient hospital (using revenue receive one of
Providing authorized under HES codes on the UB-92 claim form). the following:
the . : Outpatient hospitals utilizing substance e Outpatient
Service 75.13, Wis. Admin. Code b | ired to b b
(which meets Wisconsin abuse counselors are required to be _ substance
Medicaid’s HFS 105, Wis. certified as a DHFS, OQA-certified mental Outpatient abuse clinic
Admin. Code health clinic under HFS 75, Wis. Admin. Substance Abuse | No billing/
requirément), Code. The clinic must be located at the Services performing
' hospital site in order to bill as an provider
outpatient hospital. number.
e The Mental Health and Substance Abuse . Outpfitient
Agency Certification Packet if billing as a hospital
certified outpatient substance abuse clinic number.
(using procedure codes on the CMS 1500
claim form).
The agency is required to complete and
Agency submit a Mental Health and Substance Outpatient
Only Abuse Agency Certification Packet to be a Outpatient substance
Allowed to | Not required billing-only provider for outpatient Substance Abuse | Yes abuse clinic
Bill for the substance abuse services. An allowable Services billing provider
Service Medicaid performing provider is required to number
perform the service.

*These are sections of the Medicaid Mental Health/Substance Abuse Agency Certification Packet.
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ATTACHMENT 2
Certification Requirements for Outpatient Substance Abuse
Services Provided by Individuals

This attachment outlines Wisconsin Medicaid certification requirements for individuals. Thefirst table identifies the individual
provider types who may perform outpatient substance abuse services. The second table includes definitions for provider
numbers, and the third table listsindividual providers, prerequisites, and Medicaid certification requirements.

Thislist of provider types includes Ph.D. psychologists who perform in private practice. These providers may submit claims as
well as perform the services. Ph.D. psychologists may also work within certified programs as defined in this attachment.

Services provided by substance abuse counselors must be billed under the billing provider number of the agency at which they
work; their provider numbers indicate they are performing providers.

Allowable Individual Providers for Outpatient
Substance Abuse Services

Substance Abuse Counselor Without a Master’s Degree

Substance Abuse Counselor with a Master’'s Degree

Ph.D. Psychologist

Physician

Definitions for Provider Numbers

Type of Provider Number Definition

Issued to providers who practice under the professional supervision of another provider or in
Nonbilling Performing Provider Number collaboration with other providers. This provider number may not be used to independently submit
claims to Wisconsin Medicaid.

Issued to providers to allow them to identify themselves on claims as either the biller of services or

Billing/Performing Provider Number the performer of services.

Issued only to physicians and Ph.D. psychologists in private practice as an accounting convenience
for a clinic in which more than one individual provider performs the service(s). A provider using a
Group/Clinic Billing Number group/clinic billing number receives one reimbursement, one Remittance and Status Report, and the
835 Health Care Claim/Payment Advice transaction for covered services performed by individual
providers within a group/clinic.
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Individual Providers, Prerequisites, and Medicaid Certification Requirements

Type of
Provider

Prerequisite

Medicaid Certification
Requirements

Type of Provider
Number Assigned

Substance
Abuse
Counselor
Without
Master’'s
Degree

The provider is required to do the following:

e Work in a certified clinic and meet the requirements listed under HFS
75.13, Wis. Admin. Code (which meets Wisconsin Medicaid’s HFS
105, Wis. Admin. Code, requirement).

e Have a certificate stating qualifications as a certified (not only
registered) substance abuse counselor issued by the Wisconsin
Certification Board on Alcohol and Other Drug Abuse counselors.

The provider is required to
complete and submit a
Mental Health/Substance
Abuse Individual
Certification Packet.

Nonbilling
performing provider
number

Substance
Abuse
Counselor
with Master’s
Degree

The provider is required to do the following:

e Work in a certified clinic and meet the requirements listed under HFS
75.13, Wis. Admin. Code (which meets Wisconsin Medicaid’s HFS
105, Wis. Admin. Code, requirement).

e Have a certificate stating qualifications as a certified (not only
registered) substance abuse counselor issued by the Wisconsin
Certification Board on Alcohol and Other Drug Abuse counselors and
have a clinical social worker’s license, a marriage and family
therapist’s license, or a professional counselor’s license from the
Department of Regulation and Licensing or a Provider Status
Approval Letter issued by the Division of Disability and Elder Services,
Bureau of Quality Assurance.

The provider is required to
complete and submit a
Mental Health/Substance
Abuse Individual
Certification Packet.

Nonbilling
performing provider
number

Ph.D.
Psychologist

The provider is required to have a license to practice as a psychologist,
according to ch. 455, Wis. Stats. This must be at the independent
practice level. If the effective date of the license is prior to October 1,
1991, the provider is required to have one of the following:

e A copy of his or her listing in the current National Register of Health
Service Providers in Psychology (as required under HFS 105.22[1][b],
Wis. Admin. Code.

e A copy of documentation that shows he or she is eligible to be listed
in the National Register of Health Service Providers in Psychology.
The provider is required to include documentation of a doctorate that
meets the National Register/Association of State and Provincial
Psychology Boards’ “Guidelines for Defining a Doctoral Degree in
Psychology” with at least two years (minimum of 3,000 hours) of
supervised experience in health service. One year (1,500 hours) must
be post-internship, which meets the National Register’s “Guidelines
for Defining an Internship or Organized Health Service Training
Program” (as required under HFS 105.22[1][b], Wis. Admin. Code).

The provider is required to
complete and submit a
Mental Health/Substance
Abuse Individual
Certification Packet.

Billing/performing
provider number

Physician

The provider is required to have a license to practice as a physician,
according to ch. 448.05, Wis. Stats., as required under HFS 105, Wis.
Admin. Code.

The provider is required to
complete and submit a
Physician/Osteopath/
Physician Assistant
Certification Packet.

Billing/performing
provider number
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ATTACHMENT 3
Mental Health and Substance Abuse Services
Documentation Requirements

Providers are responsible for meeting Medicaid’s medical and financial documentation requirements. Refer to HFS
106.02(9)(a), Wis. Admin. Code, for preparation and mai ntenance documentation requirements and HFS 106.02(9)(c), Wis.
Admin. Code, for financial record documentation requirements.

Thefollowing are Wisconsin Medicaid’smedical record documentation requirements (HFS 106.02[9][b], Wis. Admin. Code)
asthey apply to al menta health and substance abuse services. In each element, the applicable administrative code
languageisin parentheses. The provider isrequired toincludethefoll owing written documentation in therecipient’smedical
record, asapplicable:

1. Date, department or office of the provider (as applicable), and provider name and profession.

2. Presenting problem (chief medical complaint or purpose of the service or services).

3. Assessments(clinical findings, studiesordered, or diagnosisor medical impression).

a. Intakenotesigned by thetherapist (clinical findings).

b. Information about past trestment, such aswhereit occurred, for how long, and by whom (clinical findings).

c. Menta statusexam, including mood and affect, thought processes— principally orientation X3, dangerousnessto
othersand salf, and behavioral and motor observations. Other information that may be essential depending on
presenting symptomsincludesthought processes other than orientation X 3, attitude, judgment, memory, speech,
thought content, perception, intellectud functioning, and general appearance(clinica findingsand/or diagnosisor
medical impression).

d. Biopsychosocia history, which may include, depending onthe situation, educationa or vocationd history,
developmental history, medica history, significant past events, religious history, substance abuse history, past mental
health trestment, criminal and legd history, significant past relationships and prominent influences, behaviora history,
financid history, and overdl lifeadjustment (clinical findings).

e. Psychological, neuropsychological, functiona, cognitive, behavioral, and/or devel opmental testing asindicated
(studies ordered).

f. Current status, including mental status, current living arrangementsand socia relationships, support system, current
activities of daily living, current and recent substance abuse usage, current persona strengths, current vocational
and educational status, and current religious attendance (clinical findings).

4. Treatment plans, including treatment god's, which are expressed in behavioral termsthat provide measurableindicesof
performance, planned intervention, mechanicsof intervention (frequency, duration, responsible party[ies]) (disposition,
recommendations, and instructions given to therecipient, including any prescriptionsand plansof care or treatment
provided).

5. Progress notes (therapies or other trestments administered) must provide data relative to accomplishment of the
treatment gods in measurable terms. Progress notes also must document significant eventsthat are related to the
person’s trestment plan and assessments and that contribute to an overall understanding of the person’songoing level
and quality of functioning.
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ATTACHMENT 4
Prior Authorization Request Form (PA/RF) Completion
Instructions for Outpatient Substance Abuse Services

Wisconsin Medicaid requires certain information to enable Medicaid to authorize and pay for medical services
provided to eigible recipients.

Recipients are required to give providers full, correct, and truthful information for the submission of correct and
complete claims for Medicaid reimbursement. Thisinformation will include, but is not limited to, information
concerning eligibility status, accurate name, address, and Medicaid identification number (HFS 104.02[4], Wis.
Admin. Code).

Under s. 49.45(4), Wis. Stats., persondly identifiable information about Medicaid applicants and recipientsis
confidential and is used for purposes directly related to Medicaid administration such as determining dligibility of the
applicant or processing provider claims for reimbursement. The Prior Authorization Request Form (PA/RF), HCF
11018, is used by Wisconsin Medicaid and is mandatory when requesting PA. Failure to supply theinformation
requested by the form may result in denial of Medicaid payment for the services.

Providers may submit PA requests, along with the Prior Authorization/Substance Abuse Attachment (PA/SAA), HCF
11032, by fax to Wisconsin Medicaid at (608) 221-8616 or mail to the following address:

Wisconsn Medicaid
Prior Authorization

Ste 88

6406 Bridge Rd
Madison WI 53784-0088

The provision of services that are greater than or significantly different from those authorized may result in
nonpayment of the billing claim(s).

SECTION | — PROVIDER INFORMATION

Element 1 — Name and Address — Billing Provider

Enter the name and complete address (stregt, city, state, and ZIP code) of the billing provider. The name listed in this
element must correspond with the Medicaid provider number listed in Element 4. No other information should be
entered in this element, since it also serves as a return mailing label. Nonbilling performing providers (Master’s
degree psychotherapists) are required to indicate the clinic name and number as the billing provider.

Element 2 — Telephone Number — Billing Provider

Enter the telephone number, including the area code, of the office, clinic, facility, or place of business of the hilling
provider. Nonbilling performing providers (substance abuse counselor [certified, not only registered]) are required to
indicate the clinic telephone number.

Element 3 — Processing Type

The processing type is athree-digit code used to identify a category of service requested. Enter processing type “128”
(substance abuse services [other than day treatment]).
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Element 4 — Billing Provider’s Medicaid Provider Number

Enter the eight-digit Medicaid provider number of the billing provider. The provider number in this element must
correspond with the provider name listed in Element 1. Nonbilling performing providers are required to indicate the
eight-digit Medicaid provider number of the clinic.

SECTION Il — RECIPIENT INFORMATION

Element 5 — Recipient Medicaid ID Number

Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbers or letters. Use the
recipient’s Medicaid identification card or the Medicaid Eligibility Verification System (EV S) to obtain the correct
identification number.

Element 6 — Date of Birth — Recipient

Enter the recipient’ s date of birthin MM/DD/YY format (e.g., September 8, 1966, would be 09/08/66).

Element 7 — Address — Recipient

Enter the complete address of the recipient’ s place of residence, including the street, city, state, and ZIP code. If the
recipient is aresident of a nursing home or other facility, include the name of the nursing home or facility.

Element 8 — Name — Recipient

Enter the recipient’s last name, followed by his or her first name and middleinitial. Use the EV Sto obtain the correct
spelling of the recipient’s name. If the name or spelling of the name on the Medicaid identification card and the EVS
do not match, use the spelling from the EVS.

Element 9 — Sex — Recipient

Enter an “X” in the appropriate box to specify male or female.

SECTION 111 — DIAGNOSIS /7 TREATMENT INFORMATION

Element 10 — Diagnosis — Primary Code and Description
Enter the appropriate International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM)
diagnosis code and description most relevant to the service requested.

Element 11 — Start Date — SOI (nhot required)
Element 12 — First Date of Treatment — SOI (not required)

Element 13 — Diagnosis — Secondary Code and Description

Enter the appropriate secondary ICD-9-CM diagnosis code and description additionally descriptive of the recipient’s
clinical condition.

Element 14 — Requested Start Date

Enter the requested start date for service(s) in MM/DD/YY format if a specific start date is requested. If backdating is
desired, follow the procedure for requesting as described in the All-Provider Handbook.

Element 15 — Performing Provider Number

For substance abuse clinics not located in an outpatient hospital, enter the eight-digit Medicaid performing provider
number of the provider who will be providing the service.

Element 16 — Procedure Code

Enter the appropriate Current Procedural Terminology code or Healthcare Common Procedure Coding System code
for each service requested.
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Element 17 — Modifiers
Enter the modifier(s) corresponding to the procedure code listed if amodifier is required by Wisconsn Medicaid.

Element 18 — POS

Enter the gppropriate place of service (POS) code designating where the requested service would be provided. Refer
to Attachment 8 of this Wisconsin Medicaid and Badger Care Updatefor alist of alowable POS codes.

Element 19 — Description of Service

Enter awritten description corresponding to the appropriate procedure code for each service requested.

Element 20 — QR

Enter the gppropriate quantity (e.g., number of services, days supply) requested for the procedure code listed. Refer
to Attachment 10 for rounding guiddlines.

Element 21 — Charge

Enter the usual and customary charge for each service requested. If the quantity is greater than“1.0,” multiply the
quantity by the charge for each service requested. Enter that total amount in this element.

Note: The chargesindicated on the request form should reflect the provider’ s usud and customary charge for the
service requested. Providers are reimbursed for authorized services according to the provider Terns of
Rei mbursement issued by the Department of Hedlth and Family Services.

Element 22 — Total Charges

Enter the anticipated total charge for this requedt.

Element 23 — Signature — Requesting Provider
Theorigina signature of the provider requesting this service must gppear in this dement.

Element 24 — Date Signed
Enter the month, day, and year the PA/RF was Sgned (in MM/DD/Y'Y formeat).

Do not enter any information below the signature of the requesting provider —this spaceisreserved for Wisconsin
Medicaid consultants and analysts.
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ATTACHMENT 5
Sample Prior Authorization Request Form (PA/RF) for
Outpatient Substance Abuse Services

DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing HFS 106.03(4), Wis. Admin. Code
HCF 11018 (Rev. 10/03)

WISCONSIN MEDICAID
PRIOR AUTHORIZATION REQUEST FORM (PA/RF)
Providers may submit prior authorization (PA) requests by fax to Wisconsin Medicaid at (608) 221-8616; or, providers may send the completed form with

attachments to: Wisconsin Medicaid, Prior Authorization, Suite 88, 6406 Bridge Road, Madison, WI 53784-0088. Instructions: Type or print clearly. Before
completing this form, read your service-specific Prior Authorization Request Form (PA/RF) Completion Instructions.

FOR MEDICAID USE — ICN AT Prior Authorization Number
1234567
SECTION | — PROVIDER INFORMATION
1. Name and Address — Billing Provider (Street, City, State, Zip Code) 2. Telephone Number — Billing 3. Processing
Provider Type
'l':/"v '\Dl\r/‘.’l‘l’.'der (XXX) XXX-XXXX 128
- wilfiams 4. Billing Provider's Medicaid Provider
Anytown WI 55555 Number
87654321
SECTION Il — RECIPIENT INFORMATION
5. Recipient Medicaid ID Number 6. Date of Birth — Recipient 7. Address — Recipient (Street, City, State, Zip Code)
(MM/DD/YY)
1234567890 MM/DD/YY
8. Name — Recipient (Last, First, Middle Initial) 9. Sex — Recipient 1234 Street St.
Recipient, Im A. am QF Anytown WI 55555

SECTION Il — DIAGNOSIS / TREATMENT INFORMATION

10. Diagnosis — Primary Code and Description 11. Start Date — SOI 12. First Date of Treatment — SOI
303.91 Chronic alcoholism
13. Diagnosis — Secondary Code and Description 14. Requested Start Date

MM/DD/YY
15. Performing 16. Procedure Code | 17. Modifiers 18. 19. Description of Service 20. QR 21. Charge
Provider Number 1 2 3 4 | POS
98765432 H0022 HO 11 | Ind planned facilitation 2 XXX. XX
98765432 HOO005 HO 11 | Group substance abuse counseling 26 XXX XX
98765432 T1006 HO 11 | Family substance abuse counseling 2 XXX XX

An approved authorization does not guarantee payment. Reimbursement is contingent upon eligibility of the recipient and provider at the time the service is

provided and the completeness of the claim information. Payment will not be made for services initiated prior to approval or after the authorization expiration 22. Total

date. Reimbursement will be in accordance with Wisconsin Medicaid payment methodology and policy. If the recipient is enrolled in a Medicaid HMO at the time Charges

a prior authorized service is provided, Medicaid reimbursement will be allowed only if the service is not covered by the HMO. XXX XX
23. SIGNATURE — Requesting Provider ‘_? 24. Date Signed

- MM/DD/YY.
FOR MEDICAID USE Procedure(s) Authorized: Quantity Authorized:
4 Approved
Grant Date Expiration Date

1 Modified — Reason:

1 Denied — Reason:

] Returned — Reason:

SIGNATURE — Consultant / Analyst Date Signed
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ATTACHMENT 6

Prior Authorization/Substance Abuse Attachment (PA/SAA)

Completion Instructions

(A copy of the “Prior Authorization/Substance Abuse Attachment [PA/SAA] Completion
Instructions” is located on the following pages.)
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DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing
HCF 11032A (Rev. 06/03)

WISCONSIN MEDICAID
PRIOR AUTHORIZATION / SUBSTANCE ABUSE ATTACHMENT (PA/SAA)
COMPLETION INSTRUCTIONS

Wisconsin Medicaid requires certain information to enable Medicaid to authorize and pay for medical services provided to eligible
recipients.

Recipients are required to give providers full, correct, and truthful information for the submission of correct and complete claims for
Medicaid reimbursement. This information should include, but is not limited to, information concerning eligibility status, accurate name,
address, and Medicaid identification number (HFS 104.02[4], Wis. Admin. Code).

Under s. 49.45(4), Wis. Stats., personally identifiable information about Medicaid applicants and recipients is confidential and is used
for purposes directly related to Medicaid administration such as determining eligibility of the applicant, processing prior authorization
(PA) requests, or processing provider claims for reimbursement. Failure to supply the information requested by the form may result in
denial of PA or Medicaid payment for the services.

The use of this form is voluntary and providers may develop their own form as long as it includes all the information and is formatted
exactly like this form. If necessary, attach additional pages if more space is needed. Providers should refer to their service-specific
publications for service restrictions and additional documentation requirements. Provide enough information for Wisconsin Medicaid
medical consultants to make a reasonable judgment about the case.

Attach the completed Prior Authorization/Substance Abuse Attachment (PA/SAA), HCF 11032, to the Prior Authorization Request Form
(PA/RF), HCF 11018, and physician prescription (if necessary) and send it to Wisconsin Medicaid. Providers may submit PA requests
by fax to Wisconsin Medicaid at (608) 221-8616. Providers who wish to submit PA requests by mail may do so by submitting them to
the following address:

Wisconsin Medicaid
Prior Authorization

Ste 88

6406 Bridge Rd
Madison W1 53784-0088

The provision of services that are greater than or significantly different from those authorized may result in nonpayment of the billing
claim(s).

SECTION | — RECIPIENT INFORMATION

Element 1 — Name — Recipient

Enter the recipient’s last name, followed by his or her first name and middle initial. Use the Medicaid Eligibility Verification System
(EVS) to obtain the correct spelling of the recipient’s name. If the name or spelling of the name on the Medicaid identification card
and the EVS do not match, use the spelling from the EVS.

Element 2 — Age — Recipient
Enter the age of the recipient in numerical form (e.g., 16, 21, 60).

Element 3 — Recipient Medicaid Identification Number
Enter the recipient’'s 10-digit Medicaid identification number. Do not enter any other numbers or letters.

SECTION Il — PROVIDER INFORMATION

Element 4 — Name and Credentials — Performing Provider
Enter the name and credentials of the provider who will be providing treatment.

Element 5 — Performing Provider’s Medicaid Provider Number
Enter the eight-digit Medicaid provider number of the performing provider.

Element 6 — Telephone Number — Performing Provider
Enter the performing provider's telephone number, including area code.

Element 7 — Name — Referring / Prescribing Provider
Enter the name of the provider referring/prescribing treatment.

Element 8 — Referring / Prescribing Provider’s Medicaid Provider Number
Enter the referring/prescribing provider's eight-digit Medicaid provider number, if available.



PRIOR AUTHORIZATION / SUBSTANCE ABUSE ATTACHMENT (PA/SAA) COMPLETION INSTRUCTIONS Page 2 of 3
HCF 11032A (Rev. 06/03)

SECTION Ill — TYPE OF TREATMENT REQUESTED

Element 9

Designate the type of treatment requested (e.g., primary intensive outpatient treatment, aftercare/follow-up service, or affected family
member/codependency treatment). Identify the types of sessions, duration, and schedule. The total hours must match the quantities
indicated in Element 20 of the PA/RF.

SECTION IV — DOCUMENTATION

Element 10
Indicate if the recipient was in primary substance abuse treatment in the last 12 months. If “yes,” provide date(s), problem(s),
outcome, and provider of service.

Element 11
Enter the date of the most recent medical evaluation, which includes diagnosis, summary of present medical findings, and medical
history.

Element 12
Specify any diagnostic procedures employed.

Element 13
Provide current primary and secondary (refer to the current Diagnostic and Statistical Manual of Mental Disorders) codes and
descriptions.

Element 14
Describe the recipient’s current clinical problems and relevant history. Include substance abuse history.

Element 15
Describe the recipient’s family situation. Describe how family issues are being addressed and if family members are involved in
treatment. If family members are not involved in treatment, specify why not.

Element 16
Provide a detailed description of treatment objectives and goals.

Element 17
Describe expected outcome of treatment (include use of self-help groups, if appropriate).

SECTION V —SIGNATURES

Element 18 — Signature — Recipient or Representative (optional)
Signature of the recipient or representative indicates the recipient has read the attached request for PA of substance abuse and
agrees that it will be sent to Wisconsin Medicaid for review. The recipient’s signature is optional.

Element 19 — Date Signed
Enter the month, day, and year the PA/SAA is signed (in MM/DD/YY format) by the recipient or representative.

Element 20 — Relationship (if representative)
When a representative signs on behalf of the recipient, include his or her relationship to the recipient.

Element 21 — Signature — Performing Provider
Wisconsin Medicaid requires the performing provider's signature to process the PA request. Read the PA statement before dating
and signing the attachment.

Element 22 — Date Signed
Enter the month, day, and year the PA/SAA is signed (in MM/DD/YY format) by the performing provider.

Element 23 — Discipline of Performing Provider
Enter the discipline of the performing provider.

Element 24 — Performing Provider’s Medicaid Provider Number
Enter the performing provider's Medicaid provider number.



PRIOR AUTHORIZATION / SUBSTANCE ABUSE ATTACHMENT (PA/SAA) COMPLETION INSTRUCTIONS Page 3 of 3
HCF 11032A (Rev. 06/03)

Element 25 — Signature — Supervising Provider
Signature required only if the performing provider is not a physician or psychologist.

Element 26 — Date Signed
Enter the month, day, and year the PA/SAA was signed (in MM/DD/YY format) by the supervising provider, if applicable.

Other Information
e Providers may attach copies of assessments, treatment summaries, treatment plans, or other documentation in response to the
information requested on the form. Providers are responsible for ensuring that the information attached adequately responds to
what is requested.
e Attach a copy of the signed and dated prescription for substance abuse services (unless a physician is the performing provider).
The initial prescription must be signed and dated within three months of receipt by Wisconsin Medicaid. Subsequent

prescriptions must be dated within twelve months of receipt by Wisconsin Medicaid.

e The attachment must be signed and dated by the provider requesting/providing the service.



ATTACHMENT 7

Prior Authorization/Substance Abuse Attachment (PA/SAA)

(for photocopying)

(A copy of the “Prior Authorization/Substance Abuse Attachment [PA/SAA]” is located on the

following pages.)

Wisconsin Medicaid and BadgerCare Service-Specific Information ® January 2007 @ No. 2007-08

21




DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing
HCF 11032 (Rev. 06/03)

WISCONSIN MEDICAID
PRIOR AUTHORIZATION / SUBSTANCE ABUSE ATTACHMENT (PA/SAA)

Providers may submit prior authorization (PA) requests and attachments to Wisconsin Medicaid by fax at (608) 221-8616 or by mail to:
Wisconsin Medicaid, Prior Authorization, Suite 88, 6406 Bridge Road, Madison, W1 53784-0088. Instructions: Type or print clearly.
Before completing this form, read the Prior Authorization/Substance Abuse Attachment (PA/SAA) Completion Instructions, HCF
11032A.

SECTION | — RECIPIENT INFORMATION
1. Name — Recipient (Last, First, Middle Initial) 2. Age — Recipient

3. Recipient Medicaid Identification Number

SECTION Il — PROVIDER INFORMATION
4. Name and Credentials — Performing Provider

5. Performing Provider's Medicaid Provider Number 6. Telephone Number — Performing Provider

7. Name — Referring / Prescribing Provider 8. Referring / Prescribing Provider's Medicaid Provider Number

SECTION Il — TYPE OF TREATMENT REQUESTED

9.
| Primary Intensive Outpatient Treatment
e [ Individual d Group d Family
e Number of minutes per session Individual Group Family
e Sessionswillbe [ Twice /month [ Once / month [ Once / week [ Other (specify)
e Requesting hours per week, for weeks

e Anticipating beginning treatment date
e Estimated intensive treatment termination date
e Attach a copy of treatment design, which includes the following:
a) Schedule of treatment (day, time of day, length of session, and service to be provided during that time).
b) Description of aftercare / follow-up component.

[ Aftercare / Follow-Up Service

e [ Individual [ Group [ Family

e Number of minutes per session Individual Group Family

e Sessionswillbe [ Twice /month [ Once / month [ Once / week [ Other (specify)
e Requesting hours per week, for weeks

e Estimated discharge date from this component of care

Continued



PRIOR AUTHORIZATION / SUBSTANCE ABUSE ATTACHMENT (PA/SAA) Page 2 of 4
HCF 11032 (Rev. 06/03)

SECTION Il — TYPE OF TREATMENT REQUESTED (Continued)

[ Affected Family Member / Codependency Treatment

e [ Individual [ Group [ Family

e Number of minutes per session Individual Group Family
e Sessionswillbe [ Twice /month [ Once / month [ Once / week [ Other (specify)

e Requesting hours per week, for weeks

e  Anticipating beginning treatment date
e Estimated affected family member / codependency treatment termination date

e Attach a copy of treatment design, which includes the following:
a) Schedule of treatment (day, time of day, length of session, and service to be provided during that time)
b) Description of aftercare / follow-up component.

SECTION IV — DOCUMENTATION

10. Was the recipient in primary substance abuse treatment in the last 12 months? dves [ No [d uUnknown
If “yes,” provide date(s), problem(s), outcome, and provider of service.

11. Enter the dates of diagnostic evaluation(s) or medical examination(s).

12. Specify diagnostic procedures employed.

Continued



PRIOR AUTHORIZATION / SUBSTANCE ABUSE ATTACHMENT (PA/SAA) Page 3 of 4
HCF 11032 (Rev. 06/03)

SECTION IV — DOCUMENTATION (Continued)

13. Provide current primary and secondary diagnosis (refer to the current Diagnostic and Statistical Manual of Mental Disorders)
codes and descriptions.

14. Describe the recipient’s current clinical problems and relevant history. Include substance abuse history.

15. Describe the recipient’s family situation. Include how family issues are being addressed and if family members are involved in
treatment. If family members are not involved in treatment, specify why not.

16. Provide a detailed description of treatment objectives and goals.

Continued



PRIOR AUTHORIZATION / SUBSTANCE ABUSE ATTACHMENT (PA/SAA) Page 4 of 4
HCF 11032 (Rev. 06/03)

SECTION IV — DOCUMENTATION (Continued)

17. Describe expected outcome of treatment (include use of self-help groups, if appropriate).

SECTION V — SIGNATURES

| have read the attached request for PA of substance abuse services and agree that it will be sent to Wisconsin Medicaid for review.

18. SIGNATURE — Recipient or Representative (optional) 19. Date Signed

20. Relationship (if representative)

Attach a photocopy of the physician’s prescription for treatment. The prescription must be signed and dated within three months of
receipt by Wisconsin Medicaid (initial request) or within 12 months of receipt by Wisconsin Medicaid (subsequent request).
(Physician providers need not attach a prescription unless treatment is prescribed by another physician).

21. SIGNATURE — Performing Provider 22. Date Signed
23. Discipline of Performing Provider 24. Performing Provider's Medicaid Provider
Number

25. SIGNATURE — Supervising Provider 26. Date Signed




ATTACHMENT 8
Outpatient Substance Abuse Services Procedure Codes and

Revenue Codes

The following table lists the Healthcare Common Procedure Coding System (HCPCS) code and modifier or revenue
code that providers are required to use when requesting prior authorization (PA) and submitting claims for outpatient
substance abuse services. Not all providers may be reimbursed for al substance abuse services. Consult the tablesin
this attachment to determine which certified providers may be reimbursed for a particular service.

Place of Service Codes
(Submitted Only on the CMS 1500 Claim Form)
03 School
11 Office
21* Inpatient Hospital
22 Outpatient Hospital
23 Emergency Room — Hospital
31 Skilled Nursing Facility
32 Nursing Facility
51* Inpatient Psychiatric Facility
54 Intermediate Care Facility/Mentally Retarded
61* Comprehensive Inpatient Rehabilitation Facility

*The place of service (POS) codes, “21", “51", and “61” are not allowable for Master's degree-level providers and
substance abuse counselors. Payment is included in the hospital’s Medicaid diagnosis-related group
reimbursement.

Professional Level Modifiers
(Submitted Only on the CMS 1500 Claim Form)

Modifier Description Providers
HN Bachelors degree level | Substance abuse counselors who have less credentials than a Master's degree-level
psychotherapist
HO Masters degree level Substance abuse counselors who are also Master's degree-level psychotherapists (Master's-level

psychotherapists are Master's-level mental health professionals with 3,000 hours of supervised
experience or are listed in an appropriate national registry as stated in HFS 61.96, Wis. Admin.
Code. This includes registered nurses with a Master's degree in psychiatric-mental health nursing or
community mental health nursing from a graduate school of nursing accredited by the National
League for Nursing.)

HP Doctoral level Psychologist, Ph.D.
UA MD, Psychiatrist Physician billing substance abuse services
Physician assistant billing substance abuse services
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Substance Abuse Treatment Procedure Codes

(Submitted Only on the CMS 1500 Claim Form)

Substance Abuse Therapeutic Procedures

HCPCS Description Certified Modifier Limitations ICD-9-CM** Allowable | Telehealth

Code Providers Who (Required) Diagnoses Place of | Services
May Perform Allowed™™ Service | Covered?
Service

HO0005 Alcohol and/or drug Bachelor's HN Accumulates toward the 303.00-305.93; 03, 11,22, | No
services; group degree level 15-hour/$500 per 308.9; 309.24; 23, 31, 32,
counseling by a clinician Master's degree HO calendar year threshold 309.28; 309.9; 54
[quantity of 1.0 = 60 level beyond which PA is 312.31
minutes] required.

Doctoral level HP
MD UA

H0022 Alcohol and/or drug Bachelor's HN Accumulates toward the 303.00-305.93; 03, 11, Yes
intervention service degree level 15-hour/$500 per 308.9; 309.24; 21*, 22, (use “GT”
(planned facilitation) Master's de calendar year threshold 309.28; 309.9; 23, 31, 32, | modifier)

gree HO - ;
[quantity of 1.0 =per | level B 312.31 51, 54
erson in group per 60
pminutes] grodpp Doctoral level HP inpatient hospitals).
MD UA

H0047 Alcohol and/or other Master’s degree HO Accumulates toward the 303.00-305.93; 03, 11, Yes
drug abuse services, not | level 15-hour/$500 per 308.9; 309.24; 21*, 22, (use “GT”
otherwise specified calendar year threshold 309.28; 309.9; 23, 31, 32, difier)

Doctoral level HP - ; modrner,
[Wisconsin Medicaid: beyo_nd which PA is 312.31 51*, 54,
Limitation — Exceeded] | MD UA required (except for 61
inpatient hospitals).

T1006 Alcohol and/or Bachelor's HN Accumulates toward the 303.00-305.93; 03, 11, Yes
substance abuse degree level 15-hour/$500 per 308.9; 309.24; 21*, 22, (use “GT”
services, family/couple Master's d e HO calendar year threshold 309.28; 309.9; 23, 31, 32, | modifier)
counseling [quantity of |es(§| rs degre beyond which PA is 312.31 51*, 54,

1.0 = 60 minutes] required. 61*
Doctoral level HP
MD UA

*  The POS codes, “21”, “51”, and “61” are not allowable for Master's degree-level providers and substance abuse counselors. Payment is included in the hospital’s Medicaid
diagnosis-related group reimbursement.

** |CD-9-CM = International Classification of Diseases, Ninth Revision, Clinical Modification.

*** The list of ICD-9-CM diagnosis codes for outpatient substance abuse treatment services is inclusive. However, not all Medicaid-covered outpatient substance abuse
services are appropriate or allowable.

Substance Abuse Treatment Revenue Codes*

(Submitted Only on the UB-92 Claim Form)

Revenue Description Certified Providers Modifier Limitations ICD-9-CM** Telehealth
Code Who May Perform Diagnoses Services
Service Allowed™™ Covered?
0944 Drug rehabilitation Bachelor's degree level HN Accumulates toward the 304.00-304.93; For individual
Master's d e level HO $500 per calendar year 305.10-305.93; services only.
asters Cegree eve threshold beyond which 308.9; 309.24;
Doctoral level HP PA is required. 309.28; 309.9;
31231
0945 Alcohol rehabilitation Bachelor's degree level HN Accumulates toward the 303.00-303.93; For individual
) $500 per calendar year 305.00; 308.9; services only.
Master’s degree level HO A
9 threshold beyond which 309.24; 309.28;
Doctoral level HP PA is required. 309.9; 312.31

*  Outpatient substance abuse services, other than group therapy and medication management, provided by a psychologist to a hospital inpatient recipient must be billed on
the CMS 1500 claim form.
** |CD-9-CM = International Classification of Diseases, Ninth Revision, Clinical Modification.
*** The list of ICD-9-CM diagnosis codes for outpatient substance abuse treatment services is inclusive. However, not all Medicaid-covered outpatient substance abuse
services are appropriate or allowable.

Wisconsin Medicaid and BadgerCare Service-Specific Information ® January 2007 @ No. 2007-08

27




ATTACHMENT 9
Outpatient Substance Abuse Services Maximum
Allowable Fees and Copayment Rates

The following table includes maximum allowabl e fees and copayment rates for alowable Healthcare Common Procedure
Coding System (HCPCS) codes. Maximum allowable fees listed in this attachment may be subject to change. Wisconsin
Medicaid will notify providersif the fees change from those printed in this Wisconsin Medicaid and Badger Care Update.

Professional Level Modifiers
Modifier | Description Providers

HN Bachelors degree level Substance abuse counselors who have less credentials than a Master's degree-level
psychotherapist

HO Masters degree level Substance abuse counselors who are also Master's degree-level psychotherapists (Master's-
level psychotherapists are Master's-level substance abuse professionals with 3,000 hours of
supervised experience or are listed in an appropriate national registry as stated in HFS 61.96,
Wis. Admin. Code. This includes registered nurses with a Master's degree in psychiatric-mental
health nursing or community mental health nursing from a graduate school of nursing
accredited by the National League for Nursing.)

HP Doctoral level Psychologist, Ph.D.

UA MD Physician billing substance abuse services
Physician assistant billing substance abuse services

Substance Abuse Treatment Procedure Codes

Substance Abuse Therapeutic Procedures
Procedure | Description Certified Providers Modifier Maximum Copayment
Code Who May Perform (Required) Allowable
Service Fee Effective
July 1, 2002
HO0005 Alcohol and/or drug services; group Bachelor's degree level HN $8.45 $0.50
counseling by a clinician ,
[quantity of 1.0 = 60 minutes] Master's degree level HO $11.26 $1.00
Doctoral level HP $13.82 $1.00
MD UA $20.23 $1.00
H0022 Alcohol and/or drug intervention service Bachelor's degree level HN $31.96 $2.00
(planned facilitation) . Master’s degree level HO $55.00 $3.00
[quantity of 1.0 = per person in group per 60
minutes] Doctoral level HP $65.00 $3.00
MD UA $80.13 $3.00
H0047 Alcohol and/or other drug abuse services, not | Master's degree level HO $55.00 $3.00
otherwise specified Doctoral level HP $65.00 $3.00
[Wisconsin Medicaid: Limitation — Exceeded] MD UA $80.13 $3.00
T1006 Alcohol and/or substance abuse services, Bachelor's degree level HN $31.96 $2.00
famlly/pouple Counsellng Master's degree level HO $55.00 $3.00
[quantity of 1.0 = 60 minutes]
Doctoral level HP $65.00 $3.00
MD UA $80.13 $3.00
Outpatient Substance Abuse Services Revenue Codes
Revenue Description Certified Providers Modifier Rate Copayment
Code Who May Perform
Service
0944 Drug rehabilitation Bachelor's degree level HN The hospital's $3.00 per
Master's degree level HO specific rate per | visit, per day
visit.
Doctoral level HP
0945 Alcohol rehabilitation Bachelor's degree level HN The hospital's $3.00 per
Master's degree level HO specific rate per | visit, per day
Visit.
Doctoral level HP
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ATTACHMENT 10
Rounding Guidelines for Outpatient
Substance Abuse Services

Thefollowing tableillustrates the rules of rounding and gives the appropriate billing unit for al services.
Providers should use these rounding guidelines only when 1.0 unit of serviceis equal to one hour. Providers
should follow the time specified in the procedure code description for al other codes.

Time (Minutes) | Unit(s) Billed
1-6 1
7-12
13-18
19-24
25-30
31-36
37-42
43-48
49-54
55-60 1.

wlo|[N|o|u|s|w|

o
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ATTACHMENT 11
CMS 1500 Claim Form Instructions for Outpatient
Substance Abuse Services

Use the following claim form completion instructions, not the claim form’ s printed descriptions, to avoid denial
or inaccurate Medicaid claim payment. Complete al required elements as appropriate. Do not include attachments
unless instructed to do so.

Wisconsin Medicaid recipients receive a Medicaid identification card upon being determined eligible for
Wisconsin Medicaid. Always verify arecipient’s eligibility before providing nonemergency services by using the
Medicaid Eligibility Verification System (EVS) to determine if there are any limitations on covered services and
to obtain the correct spelling of the recipient’s name. Refer to the Informational Resources section of the All-
Provider Handbook or the Medicaid Web site at dhfs.wisconsin.gov/medicaid/ for more information about the
EVS.

Submit completed paper claims to the following address:

Wisconsn Medicaid
Claims and Adjustments
6406 Bridge Rd
Madison WI 53784-0002

Element 1 — Program Block/Claim Sort Indicator

County-Owned Outpatient Substance Abuse Services Clinics
Enter claim sort indicator "M" in the Medicaid check box for the service billed.

Psychiatrists and Ph.D. Psychologists in Private Practice and Privately Owned Outpatient Substance
Abuse Services Clinics (by Substance Abuse Counselors, Master's-Level Providers, Physicians, and Ph.D.
Psychologists)

Enter claim sort indicator "P" in the Medicaid check box for the service billed.

Element 1a — Insured’s I.D. Number

Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbers or letters. Use the
Medicaid identification card or the EV S to obtain the correct identification number.

Element 2 — Patient’s Name

Enter the recipient’s last name, first name, and middle initial. Use the EV S to obtain the correct spelling of the
recipient’s name. If the name or spelling of the name on the Medicaid identification card and the EV S do not
match, use the spelling from the EVS.

Element 3 — Patient’s Birth Date, Patient’s Sex

Enter the recipient’s birth datein MM/DD/Y'Y format (e.g., February 3, 1955, would be 02/03/55) or in
MM/DD/YYYY format (e.g., February 3, 1955, would be 02/03/1955). Specify whether the recipient is male or
female by placing an “X” in the appropriate box.

Element 4 — Insured’s Name (not required)

Element 5 — Patient’s Address
Enter the compl ete address of the recipient’s place of residence, if known.

Element 6 — Patient Relationship to Insured (not required)

Element 7 — Insured’s Address (not required)
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Element 8 — Patient Status (not required)

Element 9 — Other Insured’s Name
Commercia health insurance must be billed prior to submitting claims to Wisconsin Medicaid, unless the service
does not require commercia health insurance billing as determined by Wisconsin Medicaid.

If the EV Sindicates that the recipient has dental (“DEN") insurance only or has ho commercial health insurance,
leave Element 9 blank.

If the EV Sindicates that the recipient has Wausau Health Protection Plan (“HPP”), BlueCross & BlueShield
(*BLU"), Wisconsin Physicians Service (“WPS’), Medicare Supplement (“SUP"), TriCare (“CHA”), Vision only
(*VI1S"), a health maintenance organization ("HMO"), or some other (“OTH”) commercial health insurance, and
the service requires other insurance billing according to the Coordination of Benefits section of the All-Provider
Handbook, then one of the following three other insurance (Ol) explanation codes must be indicated in the first
box of Element 9. The description is hot required, nor is the policyholder, plan name, group number, etc.
(Elements 9a, 9b, 9c, and 9d are not required.)

Code Description

Ol-P PAID in part or in full by commercial health insurance or commercial HMO. In Element 29 of this
claim form, indicate the amount paid by commercial health insurance to the provider or to the
insured.

Ol-D DENIED by commercial health insurance or commercial HMO following submission of a correct

and complete claim, or payment was applied toward the coinsurance and deductible. Do not use
this code unless the claim was actually billed to the commercial health insurer.

ol-y YES, the recipient has commercial health insurance or commercial HMO coverage, but it was not

billed for reasons including, but not limited to:

The recipient denied coverage or will not cooperate.

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

The recipient’s commercial 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 recipient 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 Wisconsin Medicaid
except for the copayment and deductible amounts. Providers who receive a capitation payment
from the commercial HMO may not bill Wisconsin Medicaid for servicesthat are included in the
capitation payment.

ANRNE R NN

Element 10 — Is Patient’s Condition Related to (not required)

Element 11 — Insured’s Policy, Group, or FECA Number
Use the first box of this element for Medicare information. (Elements 11a, 11b, 11c, and 11d are not required.)
Submit claims to Medicare before submitting claims to Wisconsin Medicaid.

Outpatient substance abuse service providers are not required to be Medicare enrolled to provide Medicare-
covered services for dual eligibles. Dual eligibles are those recipients covered under both Medicare and
Wisconsin Medicaid.

Element 11 should be left blank when one or more of the following statementsistrue:

e Medicare never coversthe procedure in any circumstance.

* Wisconsin Medicaid indicates the recipient does not have any Medicare coverage, including Medicare Cost
(“MCC") or Medicare + Choice (“MPC"), for the service provided. For example, the serviceis covered by
Medicare Part A, but the recipient does not have Medicare Part A.

*  Wisconsin Medicaid indicates that the provider is not Medicare enrolled.

* Medicare has alowed the charges. In this case, attach the Explanation of Medicare Benefits, but do not
indicate on the claim form the amount Medicare paid.
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If none of the previous statements are true, a Medicare disclaimer code is necessary. The following Medicare
disclaimer codes may be used when appropriate.

Code Description

M-5 Provider is not Medicare certified. This code may be used when providers are

identified in Wisconsin Medicaid files as being Medicare certified but are billing for dates

of service (DOS) before or after their Medicare certification effective dates. Use M-5 in the

following instances:

For Medicare Part A (all three criteria must be met):

v' The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A,
but the provider was not certified for the date the service was provided.

v" The recipient is eligible for Medicare Part A.

v" The procedure provided is covered by Medicare Part A.

For Medicare Part B (all three criteria must be met):

v" The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B,
but the provider was not certified for the date the service was provided.

v' The recipient is eligible for Medicare Part B.

v' The procedure provided is covered by Medicare Part B.

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 recipient's lifetime
benefit, spell of illness, or yearly allotment of available benefits is exhausted. Use M-7 in
the following instances:

For Medicare Part A (all three criteria must be met):

v" The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A.

v' The recipient is eligible for Medicare Part A.

v" The service is covered by Medicare Part A but is denied by Medicare Part A due to
frequency limitations, diagnosis restrictions, or the service is not payable due to
benefits being exhausted.

For Medicare Part B (all three criteria must be met):

v' The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B.

v" The recipient is eligible for Medicare Part B.

v' The service is covered by Medicare Part B but is denied by Medicare Part B due to
frequency limitations, diagnosis restrictions, or the service is not payable due to
benefits being exhausted.

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

For Medicare Part A (all three criteria must be met):

v' The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A.

v" The recipient is eligible for Medicare Part A.

v" The service is usually covered by Medicare Part A but not in this circumstance (e.g.,
recipient's diagnosis).

For Medicare Part B (all three criteria must be met):

v' The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B.

v' The recipient is eligible for Medicare Part B.

v' The service is usually covered by Medicare Part B but not in this circumstance (e.g.,
recipient's diagnosis).

Elements 12 and 13 — Authorized Person’s Signature (not required)
Element 14 — Date of Current lliness, Injury, or Pregnancy (not required)
Element 15 — If Patient Has Had Same or Similar lllness (not required)

Element 16 — Dates Patient Unable to Work in Current Occupation (not required)
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Elements 17 and 17a — Name and 1.D. Number of Referring Physician or Other Source (not
required)

All outpatient substance abuse services require a physician’s prescription/order. The prescribing physician's name
and Universal Provider Identification Number, eight-digit Medicaid provider number, or license number is
required for al services. If apsychiatrist isthe referring or prescribing provider and the performing provider, the
psychiatrist's name and provider number must be entered in this el ement.

Element 18 — Hospitalization Dates Related to Current Services (not required)
Element 19 — Reserved for Local Use (not required)
Element 20 — Outside Lab? (not required)

Element 21 — Diagnosis or Nature of lllness or Injury

Enter the International Classification of Diseases, Ninth Revision, Clinical Maodification (ICD-9-CM) diagnosis
code for each symptom or condition related to the services provided. List the primary diagnosis first. Etiology
(“E") and manifestation (“M") codes may not be used as a primary diagnosis. The diagnosis description is not
required. Refer to Attachment 8 of this Wisconsin Medicaid and Badger Care Update for allowable diagnosis
codes.

Element 22 — Medicaid Resubmission (not required)

Element 23 — Prior Authorization Number

Enter the seven-digit prior authorization (PA) number from the approved Prior Authorization Request Form
(PA/RF), HCF 11018. Services authorized under multiple PA requests must be billed on separate claim forms
with their respective PA numbers. Wisconsin Medicaid will only accept one PA number per claim.

Element 24A — Date(s) of Service

Enter the month, day, and year for each service using the following guidelines:

*  When hilling for one DOS, enter the date in MM/DD/YY or MM/DD/YYYY format in the “From” field.

*  When billing for two, three, or four DOS on the same detail line, enter the first DOSin MM/DD/YY or
MM/DD/YYYY format in the “From” field and enter subsequent DOSin the “To” field by listing only the
date(s) of the month. For example, for DOS on January 12 through 15, 2007, enter 01/12/07 or 01/12/2007 in
the “From” field and enter 13/14/15inthe“To” field.

It isallowable to enter up to four DOS per line if the following are true:

All DOS are in the same calendar month.

All services are billed using the same procedure code and modifier, if applicable.

All services have the same place of service (POS) code.

All services were performed by the same provider.

The same diagnosisis applicable for each service.

The charge for all servicesisidentical. (Enter the total charge per detail line in Element 24F.)
The number of services performed on each DOS isidentical.

All services have the same family planning indicator, if applicable.

All services have the same emergency indicator, if applicable.
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Element 24B — Place of Service

Enter the appropriate two-digit POS code for each service. Refer to Attachment 8 for allowable POS codes for
outpatient substance abuse services.

Note: Services provided to a hospital inpatient recipient by Master's-level psychotherapists or substance abuse
counselors are not separately reimbursable as substance abuse professional services. Group therapy and
medi cation management services are not separately reimbursable by any provider as professional
substance abuse services when provided to a hospital inpatient recipient.

Element 24C — Type of Service (not required)

Element 24D — Procedures, Services, or Supplies
Enter the single most appropriate five-character procedure code. Wisconsin Medicaid denies claims received
without an appropriate procedure code.

Modifiers

Enter the appropriate modifier in the “Modifier” column of Element 24D.

Note: Wisconsin Medicaid has not adopted all modifiers.

Element 24E — Diagnosis Code

Enter the number (1, 2, 3, or 4) that corresponds to the appropriate ICD-9-CM diagnosis code listed in Element
21.

Element 24F — $ Charges

Enter the total charge for each lineitem. Providers are required to bill Wisconsin Medicaid their usual and
customary charge. The usual and customary charge isthe provider’s charge for providing the same serviceto
persons not entitled to Medicaid benefits.

Element 24G — Days or Units
Enter the appropriate number of unitsfor each line item. Always use adecimal (e.g., 2.0 units). Refer to
Attachment 10 for rounding guidelines.

Element 24H — EPSDT/Family Plan (not required)
Element 241 — EMG (not required)
Element 24J — COB (not required)

Element 24K — Reserved for Local Use

Enter the eight-digit Medicaid provider number of the performing provider for each procedure. When submitting
claimsfor ancillary services under a supervising physician, enter the eight-digit Medicaid provider number of the
supervising physician.

When the billing provider isa“hbiller only” provider, indicate the performing provider’ sindividual Medicaid
provider number.

Any other information entered in this element may cause claim denial.

County-Owned Outpatient Substance Abuse Clinics

Though county-owned outpatient substance abuse services clinics are not required to indicate a performing
provider number in this element, Wisconsin Medicaid encourages them to do so if the provider isindividually
Medicaid certified. Providersin county-owned clinics are not required to be individually Medicaid certified, but
counties are encouraged to have staff be individually certified.
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Element 25 — Federal Tax 1.D. Number (not required)

Element 26 — Patient’s Account No. (not required)
Optional — Providers may enter up to 20 characters of the patient’ sinterna office account number. This number
will appear on the Remittance and Status Report and/or the 835 Health Care Claim Payment/Advice transaction.

Element 27 — Accept Assignment (not required)

Element 28 — Total Charge
Enter the total charges for this claim.

Element 29 — Amount Paid

Enter the actual amount paid by commercial health insurance. (If the dollar amount indicated in Element 29 is
greater than zero, “OI-P’ must be indicated in Element 9.) If the commercia hedth insurance denied the claim,
enter "000." Do not enter Medicare-paid amountsin thisfield.

Element 30 — Balance Due

Enter the balance due as determined by subtracting the amount paid in Element 29 from the amount in Element
28.

Element 31 — Signature of Physician or Supplier

The provider or the authorized representative must sign in Element 31. The month, day, and year theformis
signed must also be entered in MM/DD/YY or MM/DD/YYY'Y format.

Note: The signature may be a computer-printed or typed name and date or a signature stamp with the date.

Element 32 — Name and Address of Facility Where Services Were Rendered (not required)
If the services were provided to arecipient in anursing facility (POS code "31," "32," or "54"), indicate the
nursing home's Medicaid provider number.

Element 33 — Physician’s, Supplier’s Billing Name, Address, ZIP Code, and Phone #

Enter the name of the provider submitting the claim and the complete mailing address. The minimum requirement
isthe provider's name, street, city, state, and ZIP code. At the bottom of Element 33, enter the billing provider's
eight-digit Medicaid provider number.
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ATTACHMENT 12
Sample CMS 1500 Claim Form for Outpatient
Substance Abuse Services in a Private Clinic

HEALTH INSURANCE CLAIM FORM

[TTPica PICA
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
HEALTH PLAN BLK LUNG
(Medicare #) (Medicaid #) D (Sponsor's SSN) D (VA File #) D (SSN or ID) D (SSN) D (iD) 1234567890
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PlﬁluENT'gDBIHTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
t |
Recipient, Im A MM DD!YY ™[] F[X

5. PATIENT'S ADDRESS (No., Street)
609 Willow St

6. PATIENT RELATIONSHIP TO INSURED

Seif [ | spouse[ | chila | otned |

7. INSURED'S ADDRESS (No., Street)

CITY STATE | 8. PATIENT STATUS
Anytown WI single[ |  Married
ZIP CODE TELEPHONE (Inciude Area Code)
Employed Full-Time
(X)) XXX-XXXX Student

[ ome[]

cITY STATE

Part-Time
Student

ZIP CODE TELEPHONE (INCLUDE AREA CODE)

( )

ol-P

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

D YES

10. IS PATIENT’S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

DNO

11. INSURED'S POLICY GROUP OR FECA NUMBER
M-7

a. INSURED’S DATE OF BIRTH SEX
MM | DD ; YY

FO

b. OTHER INSURED’S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b. EMPLOYER’S NAME OR SCHOOL NAME
MM |, DD ; YY
F
L L« "] [Jves  [One
c. EMPLOYER’S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
[Jes [no
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES D NO If yes, return to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ———F[*—CAHRIER —>

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myseif or to the party who accepts assignment

13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

} PREGNANCY(LMP)

]

below.
SIGNED DATE SIGNED
14, DATE OF CUHRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TOWORK IN CUHRENT OCCUPATION
MM ‘ INJURY (Accident) OR GIVE FIRST DATE MM | MM , DD o MM DD YY

FROM !

Il
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE
1.M. Referring/Prescribing

12345678

!
17a. 1.D. NUMBER OF REFERRING PHYSICIAN

1
18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
, DD | YY¥ MM | DD | YY

FROM | i TO i i

19. RESERVED FOR LOCAL USE

2 I L
20. OUTSIDE LAB?

$ CHARGES
[Jves [no |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

=

22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

PHYSICIAN OR SUPPLIER INFORMATION

[10]

1234JED

(For

27. ACCEPT ASSIGNMENT”)

[] YES [] no

1.1.303.90 sl .
23. PRIOR AUTHORIZATION NUMBER
2. | _ 4| o
24. A B C D E F G H 1 J K
DATE(S) OF SERVICEr Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS EPSI_I) RESERVED FOR
From o of of {Exptain Unusual Circumstances) OR | Family|
MM DD YY MM DD YY|SenicdServied CPTIHCPCS | MODIFIER CODE $CHARGES  |ynis| pian | EMG [ COB |  LOCALUSE
I
1i 14 107 |21} 281 11 Ho022 | | 1 XXXIXX | 3.0 11223344
1E 14 507 | | 11 HO005 | 5 1 XXXIXX | 3.0 11223344
| I ] ] ]
- P | ¢
| | t ] I
I - [
1 | ! ! |
1 1 1 L 1
i ] | I ]
o I ! ! :
25, FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 28. TOTAL CHARGE 29. AMOUNT PAID | 30. BALANCE DUE

s OXXX[XX[s  XXIXX[s = XX{XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

SIGNED
—

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

() certify that the state ts on the reverse illi
applylt'zmis bil and ar made p:rri therreof.) 1.M. Billing
1W. Williams
i o n /DD/YY
Tm Tnow MM Anytown WI 55555 76543210
DATE PiN# GRP# Y
PLEASE PRINT OR TYPE  APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0056 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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ATTACHMENT 13
Sample CMS 1500 Claim Form
for Billing-Only Agencies

[TTrica HEALTH INSURANCE CLAIM FORM PICA
1. MEDICARE  MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] 12, INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
) i ] HEALTH PLAN __ BLK LUNG
Medicare #) [ (M "¢ sSSN) [] (AFie #) [] SSNoriD) [ ] (SN[ ] (D) 1234567890
2. PATIENT'S NAME (Last Nams, First Name, Middie Toiial) 3 FATENTS BIRTHDATE SEx 4. INSURED'S NAME (Last Name, First Name, Middie mital)
Recipient, Im A MM DD!YW_ M[] *f[IX

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street)

609 Willow St Seit [ ] spouse[ | chiig[ | other ]
cY STATE | 8. PATIENT STATUS oY STATE
Anytown wi single[ ] Maried ] oOtner [ ]
ZIP CODE TELEPHONE (include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time
55555 (XXX XXX-XXXX [ Stcon L] Swwiom ( )

Ol-P

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

D YES

b. OTHER INSURED'S D.
MM | DD ; YY
| I
I L

ATE OF BIRTH b. AUTO ACCIDENT?

D YES

SEX
| m

i

¢. EMPLOYER’S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

Dves

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

DNO

PLACE (State)

DNO
l__'] NO

11. INSURED’S POLICY GROUP OR FECA NUMBER

M-7

a. INSURED'S DATE OF BIRTH SEX
MM , DD ; YY

b M L

b. EMPLOYER’S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO It yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary
1o process this claim. | aiso request payment of government benefits either to myseif or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

PREGNANCY(LMP) !

below.
SIGNED DATE SIGNED
———
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAH ILLNESS. | 16. DATES PAT|ENT UNABLE TO WORK IN CUHHENT OGCUPATION
MM : DD 1YY INJURY (Accident) OR GIVE FIRST DATE MM | |

FROM ! ! TO I !

»| <————— PATIENT AND INSURED INFORMATION ——+I*—CAHRIER o

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

1.M. Referring/Prescribing

12345678

I
17a.1.D. NUMBER OF REFERRING PHYSICIAN

18. HOSF'ITALIZATION DATES RELATED TO CUHRENT SERVICES
MM |, DD Yy MM |, DD, YY
FROM ! I TO 1 1

19. RESERVED FOR LOCAL USE

1 1 1
20. OUTSIDE LAB? $ CHARGES
[Jyes

[r | I

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

=

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

PHYSICIAN OR SUPPLIER INFORMATION

1.1.303.90 sl .
23. PRIOR AUTHORIZATION NUMBER
2. | S 4. | .
2. A B C D E F G l H T 1 J K
DATE(S) OF SEHVICET Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS EPSDT RESERVED FOR
From o of of {Exptain Unusual Circumstances) OR [ Family|
MM DD YY MM DD YY|SericdServicd CPT/HCPCS | MODIFIER CODE $CHARGES | ,0i7s| pian | EMG [ COB|  LOCALUSE
| ] |
| 1114107 |21i 28 11 H0022 | | 1 XXXIXX | 3.0 65432109
J 1114107 P 11 HO005 | | 1 XXXiXX | 3.0 65432109
] 1 ] i 1
[ L L
| | | | |
4 1 1 1 1 1
| F ] |
5| I ] ] 1 !
t | ] | ]
| \’ ] ' !
25. FEDERAL TAX I.D. NUMBER 8SN EIN 26. PATIENT'S ACCOUNT NO. 27(AC%I‘E75‘T 32§4ng£’5) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

1234JED

(0]

[] ves

[]no

$ XXX| XX |s XX? XX|'s  XXiXX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

RENDERED (If other than home or office)}

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

SIGNED
———

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

| certify that the stat 1t th:
(applylg this bill and are made & p:rrtelmarrsezf.) 1.M. Billing
1W. Williams
T Trowdsn, MM/DD/YY Anytown WI 55555 76543210
DATE PIN# GRP# Y
PLEASE PRINT OR TYPE  APPROVED OMB-0938-0008 FORM CMS-1500 (12-80), FORM RRB-1500,

APPROVED OMB-1215-0056 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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ATTACHMENT 14
UB-92 (CMS 1450) Claim Form Instructions
for Outpatient Substance Abuse Services

Usethefollowing claim form completioningtructions, not theform locator descriptions printed on the claim form, to avoid
denied claims or inaccurate claim payment. Complete all required form locators as appropriate. Do not include attachments
unlessinstructed to do so.

Theseinstructions arefor the completion of the UB-92 (CM S 1450) claim for Wisconsin Medicaid. For complete billing
ingtructions, refer to the National UB-92 Uniform Billing Manual prepared by the National Uniform Billing Committee
(NUBC). The National UB-92 Uniform Billing Manual containsimportant coding information not availableinthese
ingtructions. Providersmay purchasethe National UB-92 Uniform Billing Manua by calling (312) 422-3390 or writing tothe
following address:

American Hospital Association
Nationa Uniform Billing Committee
29thF

1N Franklin

Chicago IL 60606

For more information, go to the NUBC Web site at www.nubc.org/.

Wisconsin Medicaid recipientsreceive aMedi caid identification card upon being determined eligiblefor Wisconsin Medicaid.
Alwaysverify arecipient’sdigibility before providing nonemergency servicesby using the Medicaid Eligibility Verification
System (EV'S) to determineif there are any limitations on covered services and to obtain the correct spelling of the
recipient’s name. Refer to the Informational Resources section of the All-Provider Handbook or the Medicaid Web site at
dhfswisconsin.gov/medicaid/ for more information about the EVS.

Submit completed paper claimsto thefollowing address:
Wisconsin Medicaid
Claimsand Adjustments
6406 Bridge Rd
Madison W1 53784-0002

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

Enter the name of the provider submitting the claim and the complete mailing address. The minimum requirement isthe
provider's name, street, city, state, and ZIP code. The namein Form Locator 1 should correspond with the provider number
in Form Locator 51.

Form Locator 2 — ERO Assigned Number (required, if applicable)
Enter the Pre-Admission Review control number as required.

Form Locator 3 — Patient Control No. (not required)
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Form Locator 4 — Type of Bill

Enter thethree-digit type of bill number. Thefirst digit identifiesthetype of facility. The second digit classifiesthe type of
care. Thethird digit (“X") indicatesthebilling frequency, and providers should enter one of thefollowing for “X”:

e 1=Admitthroughdischargeclaim.

o 2=Interim—first claim.

e 3=Interim— continuing claim.

e A=Interim—find claim.

Form Locator 5 — Fed. Tax No. (not required)

Form Locator 6 — Statement Covers Period (From - Through)
Enter both datesin MM/DD/Y'Y format (e.g., January 2, 2007, would be 010207).

Form Locator 7 — Cov D.
Enter the total number of days covered by the primary payer, as qualified by the payer organization.

Form Locator 8 — N-C D. (nhot required)

Form Locator 9 — C-1 D. (not required)

Form Locator 10 — L-R D. (not required)

Form Locator 11 — Unlabeled Field (not required)

Form Locator 12 — Patient Name

Enter therecipient’slast name, first name, and middleinitial. Use the EV Sto obtain the correct spelling of therecipient’s
name. If the name or spelling of the name on the Medicaid identification card and the EV S do not match, use the spelling
from the EVS.

Form Locator 13 — Patient Address (not required)
Form Locator 14 — Birthdate (not required)

Form Locator 15 — Sex (not required)

Form Locator 16 — MS (not required)

Form Locator 17 — Admission Date (not required)
Form Locator 18 — Admission Hr (not required)
Form Locator 19 — Admission Type (not required)
Form Locator 20 — Admission Src (not required)
Form Locator 21 — D Hr (not required)

Form Locator 22 — Stat (not required)
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Form Locator 23 — Medical Record No.
Thisisan optional field. Enter the number assigned to the patient’smedical/health record by the provider. This number will
appear on the Remittance and Status Report and/or the 835 Health Care Claim Payment/Advice transaction.

Form Locators 24-30 — Condition Codes (required, if applicable)
If appropriate, enter acodeto identify conditionsrelating to thisclaim.

Form Locator 31 — Unlabeled Field (not required)

Form Locators 32-35 a-b — Occurrence Code and Date (required, if applicable)

If appropriate, enter the code and associated date defining a significant event relating to this claim that may affect payer
processing. Enter datesin MM/DD/Y'Y format (e.g., January 1, 2007, would be 010107).

Form Locator 36 a-b — Occurrence Span Code (From - Through) (not required)

Form Locator 37 A-C — Internal Control Number/Document Control Number (not required)

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

Form Locators 39-41 a-d — Value Code and Amount (required, if applicable)
Wisconsin Medicaid usesthefollowing value codes:

Code Description

81 Medlicare Part B Charges When Part A Exhausted. Enter the full amount of Medicare
Part B charges when billing for services after Medicare Part A has been exhausted.

83 Medlicare Part A Charges When Part A Exhausted. Enter the sum of the Medicare
paid amount, the coinsurance amount, and the deductible when billing for services
after Medicare Part A has been exhausted.

Form Locator 42 — Rev. Cd.

Enter the national four-digit revenue code that identifies aspecific accommodation, ancillary service, or billing calcul ation.
Enter revenue code “0001” on the line with the sum of all the charges. Refer to Attachments 8 and 9 of this\Wsconsin
Medicaid and BadgerCare Update for information about revenue codes.

Form Locator 43 — Description (not required)

Form Locator 44 — HCPCS/Rates (required, if applicable)

Form Locator 45 — Serv. Date
Enter the date of service (DOS) in MM/DD/Y'Y format in Form Locator 45 or Form Locator 43. Multiple DOS must be
indicated in Form Locator 43.

Form Locator 46 — Serv. Units
Enter the number of covered accommodation days, ancillary units of service, or visits, where appropriate.
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Form Locator 47 — Total Charges
Enter the usual and customary charges pertaining to the related revenue code for the current billing period as entered in
Form Locator 6, “ statement covers period.” Enter revenue code “0001” to report the sum of all chargesin Form Locator 47.

Form Locator 48 — Non-covered Charges (not required)
Form Locator 49 — Unlabeled Field (not required)
Form Locator 50 A-C — Payer

Enter dl health insurance payers here. For example, enter “T19” for Wisconsin Medicaid and/or the name of commercial
health insurance.

Form Locator 51 A-C — Provider No.

Enter the number assigned to the provider by the payer indicated in Form Locator 50 A-C. For Wisconsin Medicaid, enter
theeight-digit provider number. The provider number in Form Locator 51 should correspond with the namein Form Locator
1

Form Locator 52 A-C — Rel Info (not required)
Form Locator 53 A-C — Asg Ben (not required)

Form Locator 54 A-C & P — Prior Payments (required, if applicable)

Enter the actud amount paid by commercia health insurance. (If the dollar amount indicated in Form Locator 54 is greater
than zero, “Ol-P" must beindicated in Form Locator 84.) If the commercia health insurance denied the claim, enter “000.”
Do not enter Medicare-paid amountsin thisfield.

Form Locator 55 A-C & P — Est Amount Due (required, if applicable)
Enter thedollar amount of any patient liability.

Form Locator 56 — Unlabeled Field (not required)
Form Locator 57 — Unlabeled Field (not required)

Form Locator 58 A-C — Insured’s Name (not required)

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

Form Locator 60 A-C — Cert. - SSN - HIC. - ID No.
Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbersor letters. Usethe Medicaid
identification card or EV Sto obtain the correct identification number.

Form Locator 61 A-C — Group Name (not required)
Form Locator 62 A-C — Insurance Group No. (not required)
Form Locator 63 A-C — Treatment Authorization Codes (not required)

Form Locator 64 A-C — ESC (not required)
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Form Locator 65 A-C — Employer Name (not required)
Form Locator 66 A-C — Employer Location (not required)

Form Locator 67 — Prin. Diag Cd.

Enter the complete International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) code
(uptofivedigits) describing the principal diagnosis(e.g., the condition established after study to be chiefly responsiblefor
causing the admission or other health care episode). Any condition that is not manifested upon admission or that develops
subsequently should not be selected asthe principal diagnosis. Refer to Attachment 8 for alowable diagnosis codes.

Form Locators 68-75 — Other Diag. Codes

Enter the ICD-9-CM diagnosis codes corresponding to additional conditionsthat coexist at thetime of admission, or develop
subsequently, and that have an effect on the treatment received or the length of stay. Diagnoses that relate to an earlier
episode and that have no bearing on this episode are to be excluded. Providers should prioritize diagnosis codes as relevant
tothisclaim.

Form Locator 76 — Adm. Diag. Cd. (not required)
Form Locator 77 — E-Code (nhot required)

Form Locator 78 — Race/Ethnicity (not required)
Form Locator 79 — P.C. (not required)

Form Locator 80 — Principal Procedure Code and Date (required, if applicable)
Enter the procedure code that identifies the principal procedure performed during the period covered by this claim and the
date on which the principal procedure described on the claim was performed.

Note: Mogt often the principal procedure will be that procedure which ismost closdly related to the principal discharge
diagnosis.

Form Locator 81 — Other Procedure Code and Date (required, if applicable)
If more than six procedures are performed, report those that are most important for the episode using the same guiddlinesin
Form Locator 80 for determining the principa procedure.

Form Locator 82 a-b — Attending Phys. ID
Enter the Universal Provider | dentification Number or license number and name of the attending physician.

Form Locator 83 a-b — Other Phys. ID (not required)
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Form Locator 84 a-d — Remarks (enter information when applicable)

Commercial health insurance billing information

Commercia healthinsurance coverage must bebilled prior to billing Wisconsin Medicaid, unlessthe service doesnot
requirecommercial healthinsurancebilling asdetermined by Wisconsin Medicaid.

If the recipient has dental (“DEN”"), Medicare Cogt (“MCC"), Medicare + Choice (“MPC”) insurance only, or has no
commercia heath insurance, do not indicate an other insurance (Ol) explanation codein Form Locator 84.

When the recipient has Wausau Health Protection Plan (“HPP’), BlueCross & BlueShield (“BLU"), Wisconsin
Physicians Service (“WPS"), Medicare Supplement (“ SUP’), TriCare (“CHA”), Visononly (“VIS’), ahedth
maintenance organization (“HMQO”), or some other (*OTH") commercia insurance, and the service requires commercial
health insurance billing according to the Coordination of Benefits section of theAll-Provider Handbook, then one of the
following three Ol explanation codes must beindicated in Form Locator 84. The description isnot required, nor isthe
policyholder, plan name, group number, etc.

Code Description

Ol-P PAID in part or in full by commercial health insurance or commercial HMO. In Form Locator 54 of
this claim form, indicate the amount paid by commercial health insurance to the provider or to the
insured.

Ol-D DENIED by commercial 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 commercial health insurer.

Ool-Yy YES, the recipient has commercial health insurance or commercial HMO coverage, but it was not
billed for reasons including, but not limited to:

The recipient denied coverage or will not cooperate.

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

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

Benefits are exhausted.

RS

Note:  The provider may not use OI-D or OI-Y if therecipient is covered by acommercia 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 Wisconsin Medicaid except for the copayment and
deductible amounts. Providers who receive a capitation payment from the commercial HMO may not submit
claimsto Wisconsin Medicaid for servicesthat areincluded in the capitation payment.

Medicare Information
Use Form Locator 84 for Medicareinformation. Submit claimsto Medicare before billing Wisconsin Medicaid.

Do not indicate aMedicare disclaimer code when one or more of the following statementsistrue:

* Maedicare never covers the procedure in any circumstance.

«  Wisconsin Medicaid indicates the recipient does not have any Medicare coverage including Medicare Cost (“MCC”)
or Medicare + Choice (“MPC") for the service provided. For example, the serviceis covered by Medicare Part A,
but the recipient does not have Medicare Part A.

*  Wisconsin Medicaidindicatesthe provider isnot Medicare certified.

e Medicare has allowed the charges. In this case, attach the Explanation of Medicare Benefits or Medicare
Remittance Advice, but do not indicate on the claim form the amount Medicare paid.
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If none of the previous Medicare information istrue, aMedicare disclaimer code is necessary. The following Medicare
disclaimer codes may be used when appropriate.

Code Description

M-5 Provider is not Medicare certified. This code may be used when providers are

identified in Wisconsin Medicaid files as being Medicare certified, but are billing for DOS

before or after their Medicare certification effective dates. Use M-5 in the following

instances:

For Medicare Part A (all three criteria must be met):

v' The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A,
but the provider was not certified for the date the service was provided.

v The recipient is eligible for Medicare Part A.

v' The procedure provided is covered by Medicare Part A.

For Medicare Part B (all three criteria must be met):

v" The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B,
but the provider was not certified for the date the service was provided.

v" The recipient is eligible for Medicare Part B.

v The procedure provided is covered by Medicare Part B.

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 recipient’s lifetime
benefit, spell of iliness, or yearly allotment of available benefits is exhausted. Use M-7 in
the following instances:

For Medicare Part A (all three criteria must be met):

v' The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A.

v' The recipient is eligible for Medicare Part A.

v' The service is covered by Medicare Part A but is denied by Medicare Part A due to
frequency limitations, diagnosis restrictions, or the service is not payable due to
benefits being exhausted.

For Medicare Part B (all three criteria must be met):

v' The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B.

v" The recipient is eligible for Medicare Part B.

v" The service is covered by Medicare Part B but is denied by Medicare Part B due to
frequency limitations, diagnosis restrictions, or the service is not payable due to
benefits being exhausted.

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

For Medicare Part A (all three criteria must be met):

v" The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A.

v' The recipient is eligible for Medicare Part A.

v" The service is usually covered by Medicare Part A but not in this circumstance (e.g.,
recipient's diagnosis).

For Medicare Part B (all three criteria must be met):

v' The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B.

v" The recipient is eligible for Medicare Part B.

v" The service is usually covered by Medicare Part B but not in this circumstance (e.g.,
recipient's diagnosis).
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Form Locator 85 — Provider Representative

The provider or the authorized representative must sign in Form Locator 85.

Note: The signature may be a computer-printed or typed name or a signature stamp.

Form Locator 86 — Date
Enter the month, day, and year on which the claim is submitted to the payer. The date must be entered in MM/DD/Y'Y or
MM/DD/YYYY format.
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ATTACHMENT 15
Sample UB-92 Claim Form for Outpatient Substance Abuse Services

APPROVED OMB NO. 0938-0279 |‘
IM BILLING HOSPITAL 2 3 PATIENT CONTROL NO !
321 HOSPITAL RD 131
ANYTOWN, WI 55555 5 FED. TAXNO. B ST ENT COVERS PRI 70OVD| 8NCD | 9CID. | 10 LARD| M
(555) 321-1234 020407 | 020907 | 1

12 PATIENT NAME 13 PATIENT ADDRESS
RECIPIENT, IMA H.
14 BIRTHDATE BSEX|[18MS| ;e AOMIBSION L vee | 20 sec |21 D HR |22 STAT| 28 MEDICAL RECORD NO. u ) SONDITION BODES
1 1 3]1 __
3%ODE OCCURRD?;!SE 3 3?ZODE OCCURRD%’#EC: BN o : .‘ *# ggg'hJRHENCE SPA'%!HROUGH 37

a B B

b c

. L T, T

a a

b b

c c

d E d

42 REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE |46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49

1| 0945 020507 1.0 XXX XX 1
2 2
3 3
4 4
§ 5
8 6
7 7
8 8
9 9

10 10

1 1

12 12

13 3

14 14

15 15

'*l 0001| Total Charges 1

17 17

18 18

19 19

20 20

21 2

22 2

23 XXX XX 23

50 PAYER 51 PROVIDER NO. gl 54 PRIOR PAYMENTS 55 EST AMOUNT DUE 56

Al 45009 BLUE CROSS BC111 XXXX: XX

B T19 MEDICAID 87654321

¢| PATIENT LIABILITY AMOUNT Ill XX, XX

57 DUE FROM PATIENT p
58 INSURED'S NAME 59P.REL| 60 CEAT. - SSN- HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
1234567890 A
B
c
63 TREATMENT AUTHORIZATION CODES #E50| 65 EMPLOYER NAME 66 EMPLOYER LOCATION

A A

B B

c c

67 PRIN.DIAG CD 44 cope 70 o0 ecoor |y 76 ADM. DIAG. CD. | 77 E-CODE 78
303.90
79 o [0 PANCPALPROCEOURE T o0 PR PROCEDURE & ATTENDING PHYS. 1D a
b
COD(E)THER PR?CEDUHDEATE CooE | DATE 83 OTHER PHYS. ID N24680 |.M. Referring, M.D. a
b

a| 8e REMARKS OTHER PHYS, ID a

b Ol-P b

¢ "5 PROVIDER FEPRESENTATIVE y 56 DAIE

y x Ima H. Provider 030107

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

UB-92 HCFA-1450 OW
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