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Contacting Wisconsin Medicaid

Web Site

dhfs.wisconsin.gov/

The Web site contains information for providers and recipients about the
following:

» Program requirements. « Maximum allowable fee schedules.

¢ Publications. « Professional relations representatives.
e Forms. « Certification packets.

Available 24 hours a day, seven days a week

Automated Voice Response System

(800) 947-3544
(608) 221-4247

The Automated Voice Response system provides computerized voice
responses about the following:
» Recipient eligibility.

e Prior authorization (PA) status. .

¢ Claim status.
Checkwrite information.

Available 24 hours a day, seven days a week

Provider Services

(800) 947-9627
(608) 221-9883

Correspondents assist providers with questions about the following:

 Clarification of program ¢ Resolving claim denials.
requirements. « Provider certification:

» Recipient eligibility.

Available:

8:30'a.m. - 4:30 p.m. (M, W-F)
9:30 a.m. - 4:30 p.m. (T)
Available for pharmacy services:

8:30 a.m. - 6:00 p.m. (M, W-F)
9:30 a.m. - 6:00 p.m. (T)

Division of Health Care Financing
Electronic Data Interchange Helpdesk

(608) 221-9036
e-mail: wiedi@dhfs.state.wi.us

Correspondents assist providers with technical questions about the following:

» Electronic transactions. * Provider Electronic Solutions
« Companion documents. software.

Available 8:30 a.m. - 4:30 p.m. (M-F)

Web Prior Authorization Technical Helpdesk

(608) 221-9730

Correspondents assist providers with Web PA-related technical questions
about the following:
e User registration.
* Passwords.

¢ Submission process.

Available 8:30 a.m. - 4:30 p.m. (M-F)

Recipient Services

(800) 362-3002
(608) 221-5720

Correspondents assist recipients, or persons calling on behalf of recipients,
with questions about the following:

« Recipient eligibility. .
* General Medicaid information. .

Finding Medicaid-certified providers.
Resolving recipient concerns.

Available 7:30 a.m. - 5:00 p.m. (M-F)
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Preface

ThisPhysician Services Handbook isissued to all

M edicaid-certified physician servicesproviders. The
information in thishandbook appliesto Medicaid and
BadgerCare.

Medicaidisajoint federal and state program established
in 1965 under Title X1X of thefederal Socia Security
Act. Wisconsn Medicaid isa so known asthe Medical
Assistance Program, WMAP, MA, Title X1X, and T19.

BadgerCare extends Medicaid coverage through a
Medicaid expansion under Titles X1X and XXI. Thegoa
of BadgerCareisto fill the gap between Medicaid and
privateinsurancewithout supplanting or crowding out
private insurance. BadgerCare recipients receive the
same benefits as Medicaid recipients, and their health
careisadministered through the same delivery system.

Wisconsin Medicaid and BadgerCare are administered
by the Department of Health and Family Services
(DHFS). Within the DHFS; the Division of Health Care
Financingisdirectly responsiblefor managing Wisconsin
Medicaid and BadgerCare.

Unlessotherwise specified, all information containedin
thisand other Medicaid publications pertainsto services
provided to recipients who receive care on afee-for-
service basis. Refer to the Managed Care section of the
All-Provider Handbook for information about state-
contracted managed care organizations.

Handbook Organization

This Physician Services Handbook consists of the
following sections:

* Anesthesa
e Laboratory and Radiology.
* Medicineand Surgery.

All-Provider Handbook

All Medicaid-certified providersreceive acopy of the
All-Provider Handbook, which includesthefollowing
sections,

e Caertification and Ongoing Responsihilities.
e ClamsInformation.

e Coordination of Benefits.

e Covered and Noncovered Services.

e |Informationa Resources.

* Managed Care.

e Prior Authorization.

* RecipientEligibility.

Providers are required to refer to the All-Provider
Handbook for information about thesetopics.

Wisconsin Medicaid and
BadgerCare Web Sites

Publications (including provider handbooksand

Wi sconsin,Medicaid and Badger Care Updates),
maximum alowabl e fee schedul es, telephone numbers,
addresses, and more information are available on the
followingWeb sites:

» dhfs.wisconsin.gov/medicaid/.
» dhfs.wisconsin.gov/badgercare/.

Publications

Medicaid publicationsapply to both Wisconsn Medicaid
and BadgerCare. Publicationsinterpret and implement
thelaws and regulationsthat provide the framework for
Wisconsin Medicaid and BadgerCare. Medicaid
publications provide necessary informeation about
program requirements.

Physician Services Handbook — Laboratory and Radiology 4 December 2005 3



Legal Framework

Thefollowing lawsand regulations providethelega
framework for Wisconsin Medicaid and BadgerCare:

*  Federd Law and Regulation:

[0 Law— United States Socia Security Act;
Title X1X (42 US Code ss. 1396 and
following) and Title X XI.

[0 Regulation— Title 42 CFR Parts430-498 and
Parts 1000-1008 (Public Hedlth).

e WisconsinLaw and Regulation:
0 Law—Wisconsin Satutes: 49.43-49.499 and
49.665.
0 Regulation—WisconsnAdministrative Code,
Chapters HFS 101-1009.

Laws and regulations may be amended or added at any

time. Program requirements may not be construed to
supersede the provisions of these laws and regulations.

4 Wisconsin Medicaid and BadgerCare 9 dhfs.wisconsin.gov/medicaid/ 4 December 2005



The Laboratory
and Radiology
section of the
Physician Services
Handbook includes
information for
physicians,
physician
assistants,
physician clinics,
nurse
practitioners, and
nurse midwives
performing
laboratory and
radiology services.

General Information

The Laboratory and Radiology section of the
Physician ServicesHandbook includes
information for physicians, physician assistants,
physician clinics, nurse practitioners, and nurse
midwives performing laboratory and radiol ogy
services. Thissectionincludesinformation
regarding covered services, reimbursement
methodology, and billinginformetion that
appliesto fee-for-service Medicaid providers.

It isessentid that providersrefer to the All-
Provider Handbook for general information
about certification, provider rights,
documentation requirements, and other ongoing
responghilities.

Certification

To becertified by Wisconsn Medicaid,
physiciansare required to belicensed to
practi ce medicine and surgery pursuant-to
SS. 448.05 and 448.07, Wis. Stats., and chs,
Med 1, 2, 3, 4,5, and 14, Wis. Admin. Code.

Physicians are asked to identify their practice
specialty at thetime of Medicaid certification.
Reimbursement for certain servicesislimited
to physicianswith specific specialties.

Provider Numbers

Wisconsn Medicaidissueshilling performing,
group billing, and nonbilling performing provider
numbersto physician pathology and radiology
servicesproviders. Those physician pathology
and radiology providerswho areissued group
billing numbersare not required to indicatea
performing provider number on claims. Refer
to the Medicine and Surgery section of this
handbook for moreinformation about provider
numbers.

Recipient Copayment

Wisconsin Medicaid requiresprovidersto
collect copayment from recipientsfor certain

services. Providers are required to make a
reasonable attempt to collect the copayment
unless the provider determines that the cost of
collecting the copayment exceeds the amount
to be collected.
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Certain groups of recipientsand certain
Medicaid-covered services are exempt from
copayments. In addition, copaymentsare
exempt for technical and professional
components of diagnostic tests when the
serviceisnot billed asaglobal procedure.
Refer to the Recipient Eligibility section of the
All-Provider Handbook for moreinformation
about exemptionsand other information about
copayments.

Copayment for Physician
Laboratory and Radiology Services

The copayment amount for each laboratory
serviceis $1.00 per test. The copayment
amount for each radiology serviceis $3.00 per
procedure.

A recipient’s copayment for physician services
islimited to $30.00 cumulative, per physician or
clinic (using agroup billing number), per
calendar year.

Abortions

Coverage Policy

In accordance with s. 20.927, Wis. Sats.,
Wisconsin Medicaid coversabortionswhen
oneof thefollowing Situationsexists:

1. Theabortionisdirectly and medically
necessary to save the life of the woman,
provided that prior to the abortion the
physician attests, based on his or her best
clinical judgment, that the abortion meets
thiscondition by signing acertification.

2. Inacaseof sexual assault or incest,
provided that prior to the abortion the

Physician Services Handbook — Laboratory and Radiology 4 December 2005 5
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physician atteststo hisor her belief that
sexua assault or incest has occurred, by
signing awritten certification and provided
that the crime has been reported to the
law enforcement authorities.
Duetoamedical condition existing prior to
the abortion, the physician determinesthat
theabortionisdirectly and medically
necessary to prevent grave, long-lasting
physical health damage to the woman,
provided that prior to the abortion, the
physician attests, based on his or her best
clinical judgment, that the abortion meets
thiscondition by signing acertification.

Wisconsin Medicaid and BadgerCare 9 dhfs.wisconsin.gov/medicaid/ 4 December 2005

Services Incidental to a
Noncovered Abortion

Servicesincidental to anoncovered abortion
are not covered by Wisconsin Medicaid. Such
servicesinclude, but are not limited to, any of
thefollowing serviceswhen directly related to
the performance of anoncovered abortion:

* Anesthesa services.

e Laboratory testing and interpretation.
*  Recovery room services.

e Trangportation.

* Routinefollow-upvists.

» Ultrasound services.

Services incidental
to a noncovered
abortion are not
covered by
Wisconsin
Medicaid.



Wisconsin
Medicaid defines a
physician office
laboratory as a
laboratory that is
maintained by a
physician or clinic
for performing
diagnostic tests for
the patients of the
physician or clinic.

Laboratory Services

Physician Laboratory
Definition and
Certification Criteria

Wisconsin Medicaid definesaphysician office
laboratory asalaboratory that is maintained by
aphysicianor clinicfor performing diagnostic
testsfor the patients of the physician or clinic.
A physician officelaboratory may perform
laboratory serviceswhenthefollowing
conditionsaremet:

e Theperforming provider, such asthe
supervising physician, isaMedicaid-
certified provider.

The laboratory provider hasa current,
verified, unrevoked, and not suspended
Clinical LLaboratory |mprovement
Amendment (CLIA) certificate or CLIA
waiver.

Independent Laboratories

M edi cai d-certified independent [aboratories,
arerequired to meet thefollowing
requirements.

e Thelaboratory must be Medicare
certified.

e Thelaboratory must have a current,
verified, unrevoked, and not suspended
CLIA certificate or CLIA waiver.

e Thelaboratory’s services and office
facilitiesmust beavailableto other
physiciansfor performing diagnostictests.

Independent |aboratories should refer to the
Independent Labs page of the Medicaid Web
sitefor moreinformation. Providerswithout
Internet access may call Provider Services at
(800) 947-9627 or (608) 221-9883.

Clinical Certification for
Laboratory Services —
CLIA

Congressimplemented the CLIA toimprove
the quality and safety of laboratory services.
CLIA requiresall laboratoriesand providers
performing tests for health assessment or for
thediagnosis, prevention, or treatment of
disease or healthimpairment to comply with
specific federa quality standards.

CLIA Enrollment

The federa Centers for Medicare and
Medicaid Services (CMS) sends CLIA
enrollment informationto Wisconsn Medicaid.
Theenrollment informationincludesCLIA
identification numbersfor all current laboratory
sites. Wisconsin Medicaid verifiesthat
laboratoriesare CLIA-certified beforeissuing
aMedicaid provider billing number.

CLIA Regulations

Wisconsin Medicaid complieswiththe
following federa regulationsasinitially
published and subsequently updated:

*  PublicHealth ServiceClinical Laboratory
Improvement Amendments of 1988.

» Title42 CFR Part 493, Laboratory
Requirements.

Scope of CLIA

CLIA governsall laboratory operations
including thefollowing:

e Accreditation.

e Cetification.

* Fees.

e Pdient test management.
e Personnd qualifications.
»  Proficiency testing.

Physician Services Handbook — Laboratory and Radiology 4 December 2005 7
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*  Quality assurance.

e Qudlity contral.

e Recordsand information systems.

*  Sanctions.

*  Test methods, equipment, instrumentation,
reagents, materials, supplies.

o Tests performed.

CLIA regulationsapply toall Medicaid
providerswho perform laboratory services,
including, but not limited to, thefollowing:

* (Clinics

e HealthCheck providers.

e Independent clinica laboratories.
*  Nursemidwives.

e  Nurse practitioners.

e Osteopaths.

e Physician assistants.

e Physcians.

* Rurd hedthclinics.

CLIA Certification Types

The CM Sregulationsrequire providersto have
aCLIA certificate that indicates the |aboratory
isqualified to perform a category of tests.

Physiciangroupswith asingleMedicaid group
billing number, but multiple CLIA numbersfor
different laboratories, may wish to contact
Provider Servicesto discuss various
certification options. The CM Sissuesfive
types of certificates for laboratories:

1. Waiver certificate. This certificate allows
alaboratory to perform waived tests only.
Refer to the CMS Web sSite at
www.cms.hhs.gov/clia/waivetbl.pdf for
the most current list of waived procedures.
Refer to the physician services maximum
allowable fee schedule for Medicaid-
allowable waived procedures.

2. Provider-performed microscopy
procedures certificate. This certificate
allowsaphysician, mid-level practitioner
(i.e, nursemidwife, nurse practitioner, or
physician assistant licensed by the state of
Wisconsin), or dentist to perform
microscopy and waived proceduresonly.
Refer to the CMS Web sSite at

8 Wisconsin Medicaid and BadgerCare 9 dhfs.wisconsin.gov/medicaid/ 4 December 2005

www.cms.hhs.gov/clia/ppmplst.asp for
the most current list of CLIA-allowable
provider-performed microscopy
procedures. Refer to the physician fee
schedulefor Medicaid-allowable provider-
performed microscopy procedures.

3. Regidration certificate. This certificate
allowsalaboratory to conduct moderate-
or high-complexity testsuntil thelaboratory
isdetermined to bein compliancethrough
aCMS survey performed by the
Wisconsin state agency for CLIA.

4. Compliance certificate. This certificate is
issued to alaboratory (for moderate- and/
or high-complexity tests) after aCM S
ingpection performed by the state agency
findsthelaboratory in compliancewith all
applicablecomplexity-level requirements.

5. Accreditation certificate. This certificate
isissued on the basis of the laboratory’s
accreditation by a CM S-approved
accreditation organization. Thesix major
approved accreditation organizations are:

v"_Joint Commission onAccreditation of
Hedlthcare Organizations (JCAHO).

v College of American Pathologists

(CAP).

COLA.

American Osteopathic Association.

American Association of Blood

Banks.

v" American Society of
Histocompatibility and
Immunogenetics (ASHI).

AN

Applying for CLIA Certification

Usethe CMS 116 CLIA application to apply
for program certificates. Providers may obtain
CMS 116 forms from the CMS Web site at
www.cms.hhs.gov/ or from the following
address:

Bureau of Quality Assurance

Division of Disability and Elderly Services
Clinical Laboratory Unit

Ste300

2917 International La

Madison WI 53704

The CMS
regulations require
providers to have
a CLIA certificate
that indicates the
laboratory is
qualified to
perform a
category of tests.



Covered physician
laboratory services
are identified by
the Current
Procedural
Terminology (CPT)
and Healthcare
Common
Procedure Coding
System (HCPCS)
procedure codes
listed in Appendix
1 of this section.

Providers Required to Report
Changes

Providersarerequired to notify the Clinica
Laboratory Unitinwriting within 30 daysof
any change(s) in ownership, name, location, or
director. Also, providersarerequired to notify
the Clinical Laboratory Unit of changesin
certificatetypesimmediately and within six
monthswhen a specialty/subspecialty isadded
or deleted. Providers may reach the Clinica
Laboratory Unit at (608) 243-2023.

Procedure Codes and
Modifiers

Covered physician laboratory services are
identified by the Current Procedural
Terminology (CPT) and Healthcare Common
Procedure Coding System (HCPCS)
procedure codeslisted in Appendix 1 of this
section. Appendix 3includesalist of alowable
modifier descriptionsfor physician laboratory
services.

Wisconsin Medicaid coverage of laboratory.
services is based on the procedure performed
by the physician or hisor her designeeand.is
identified by the procedure code that best
describes the procedure performed.

Procedures on claims submitted by laboratories
must be appropriate for the CLIA certification
typeindicatedinthehilling provider’sMedicaid
file. Providers are required to use the most
current fee schedulein conjunction with the
most current CPT and HCPCS procedure
code references to determine coverage of
services.

Category 111 Codes

Wisconsin Medicaid coversalimited number

of servicesidentified by Category 111 Emerging
Technology CPT codes. Category |11 codes
aretemporary codesfor emerging technology,
services, and procedures. Category |11 codes
consist of four numbersfollowed by the letter

“T.” Providers should refer to the physician fee
schedule for alowable Category 111 codes.

Place of Service Codes

Providersarerequired to indicate two-digit
place of service (POS) codes on claims and
other formssubmitted to Wisconsin Medicaid.
Refer to Appendix 4 of this section for
allowable POS codesfor physician laboratory
services.

Laboratory Consultations

Physicians may be reimbursed for |aboratory
consultationsonly when the consultationis
medically necessary and appropriate for the
recipient’streatment. L aboratory consultations
are reimbursable only when performed at the
request of the attending physician and when
the results are contained in awritten report
that becomes part of the recipient’s medical
record.

Thereferring physician’s name and provider
number must beindicated on the claim.

Multiple Laboratory Tests

Multiplelaboratory testsmust bebilled with a
panel or aggregate procedure code (e.g.,
hemogram) when such a code existsin CPT.
Thispolicy ismonitored by Wisconsin
Medicaid'sclaim review system, McKesson
ClaimCheck®. Refer to the Claims Submission
and Reimbursement chapter of this section for
moreinformation about ClaimCheck.

Total reimbursement for multiplechemistry or
other laboratory testsbilled individually may not
exceed the reimbursement rate established by
Wisconsin Medicaid for themost closely
related panel or aggregate code. The
provider’s reimbursement may be corrected on
apost-payment basisby Wisconsn Medicaid.

Physician Services Handbook — Laboratory and Radiology 4 December 2005 9
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For example, an electrolyte panel (procedure
code 80051) mustincludethefollowing tests:

e Carbondioxide(82374).
e Chloride(82435).

* Potassium(84132).

*  Sodium (84295).

If aprovider performs only three of the above
tests, each code must be indicated separately
on aclaim and each will be reimbursed asa
separate procedure. However, Wisconsin
Medicaid may later reconsider the
reimbursement and adjust it to equal the
reimbursement rate for the electrolyte panel.

Urinalysis

When two or more of the serviceslisted in the
urinalysis section of CPT are performed on the
same day for the same recipient by the same
provider with a POS code other than “21”
(inpatient hospital) or “ 22" (outpatient hospital),
they arereimbursed collectively at nomore
than the maximum fee amount for procedure
code 81000 (Urinalysis, by dip stick or tablet
reagent ... non-automated, with microscopy).

Routineurinalysisisincludedinthe
reimbursement for antepartum care and is not
separately reimbursable. Refer to the Medicine
and Surgery section of this handbook for more
information on obstetric services coverage.

Complete Procedure
Versus Professional and
Technical Components

Most laboratory services are performed and
reimbursed as a complete procedure. A
relatively small number of |aboratory
procedure codes have technical (modifier
“TC”) and professional (modifier “26")
components. Nevertheless, these procedures
may be billed as a complete procedure when
both thetechnical and professional components
are performed by asingle laboratory. A written
report must be produced and maintained in the
recipient’s medical record when one of these

10 Wisconsin Medicaid and BadgerCare 9 dhfs.wisconsin.gov/medicaid/ 4 December 2005

procedure codes (having technical and
professional components) ishilled with either
modifier “26” or nomodifier at all.

At timesthe technical component is performed
by the physician clinic but the professional
component is performed by an outside
physician or [aboratory. Inthissituation, each
provider may bereimbursed only for the
service performed, asfollows:

e Theprovider performing thetechnical
component may bereimbursed only for the
technical component (modifier “TC”).

e Theprovider performing theprofessiona
component may bereimbursed only for the
professional component (modifier “26”).
(The professional component must result
inawritten report that iskept in the
recipient’smedical record.)

The complete procedureis not reimbursable to
either provider inthissituation.

Theattending physician’sclinical interpretation
of laboratory resultsis not separately
reimbursed becauseitisincluded inWisconsin
Medicaid’ srermbursement for the physician-
reci pient encounter (i.e., theevaluation and
management service). However, the attending
physician may bepaidtheclinical interpretation
of alaboratory test if the attending physicianis
the sole provider of the professional
component.

Laboratory Test
Preparation and
Handling Fees

If aphysician obtains a specimen and forwards
it to an outsidelaboratory, only the outside
laboratory that performs the procedure may be
reimbursed for the procedure. The physician
who forwards the specimen isonly reimbursed
ahandling fee.

When forwarding a specimen from a
physician’sofficeto an outsidelaboratory,
submit claimsfor preparation and handling fees

Most laboratory
services are
performed and
reimbursed as a
complete
procedure.



Wisconsin
Medicaid
recommends that
providers send
laboratory
specimens to
Medicaid-certified
laboratories.

using procedure code 99000. When forwarding
a specimen from someplace other than a
physician’sofficeto alaboratory, submit claims
using procedure code 99001. It isnot

necessary to indicate the specific |aboratory
test performed on the claim.

A handling feeisnot reimbursableif the
physicianisreimbursed for the professional
and/or technical component of the |aboratory
test.

Additional Limitations

Additional limitationson reimbursement for
handling feesare:

1. Onelabhandling feeisreimbursedto a
physician per recipient, per outside
laboratory, per date of service (DOS),
regardless of the number of specimens
sent to the [aboratory.

2. Morethan one handling feeisreimbursed
when Specimens are sent to two orimore
laboratories for onerecipient onthe same
DOS. Indicate the number of laboratories
and the total chargeson the clam. The
name of the laboratory does not need to be
indicated on the claim; however, this
information must be documentedinthe
provider’s records.

3. The DOS must be the date the specimen
isobtained from the recipient.

Hospital-Based
Laboratory Services

Wisconsin Medicaid reimbursesphysiciansin
thehospital setting, inpatient or outpatient, for
the professional component only for those
procedure codeslisted with modifier “26” in
Appendix 1 of this section. A written report of
the analysisand interpretation of thelaboratory
test results, which must be maintained in the
recipient’smedical record, isrequired for
reimbursement of the professional component.

Thetechnica component ispaid to the hospital
according to the hospital’susua Medicaid
reimbursement method. Pathol ogists or other
physicianswho perform the professional

component arerrequired to submit clams
independently from the hospital.

Services Purchased from
Outside Laboratory

Wisconsin Medicaid recommendsthat
providers send laboratory specimensto
Medicaid-certified |aboratories. Occasionaly, a
laboratory providing uniqueor specidized
laboratory services (e.g., genetic tests), is out-
of-state or does not accept Medicaid
reimbursement. Inthiscase, aphysician
laboratory may send a specimen to an outside
laboratory that isnot Medicaid certified with
which there is a contractua agreement. The
physician laboratory may then submit claims
for thelaboratory services, including the
professiona and/or technical components,
performed by the outside laboratory, consistent
with HFS 106.03(5)(8)2, Wis. Admin. Code.

If the outsidelaboratory isMedicaid certified,
theoutside|aboratory isrequired to submit
claimsfor the services, not the physician
laboratory.

When aphysician laboratory sends specimens
to anon-Medicaid-certified |aboratory, the
provider isrequired to use the amount charged
by the outside laboratory asthe billed amount
on the claim submitted to Wisconsin Medicaid.

Newborn Screenings

Providers are required to test newborns for
certain congenital and metabolic disorders, per
s. 253.13, Wis. Stats. These testsrequire a
prepaid filter paper card purchased from the
State Laboratory of Hygiene. Wisconsin
Medicaid reimbursesprovidersfor purchasing
the prepaid filter paper cards and the
laboratory handling fee for newborn screenings
performed outside ahospital setting.

Coverage and Reimbursement
Procedures

Thefollowing isalist of the CPT codeswith
allowable POS codes and instructionsfor
submitting paper claimstoWisconsin Medicad
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for Medicaid-covered newborn screening
services.

e 86849 (Unlisted immunology procedure).

v Wisconsin Medicaid reimbursesthis
procedure code for prepaid filter
paper cards purchased from the State
Laboratory of Hygiene.

v Thisprocedure codeisalowablein
POS“11” (office) or POS“12"
(home).

v InElement 19 of the CMS 1500 claim
form, enter “Newborn screening state
lab card” or attach documentation to a
paper clamtoindicatethe clamisfor
aprepaid filter paper card for
newborn screening purchased from
the Wisconsin State L aboratory of
Hygiene.

* 99000 (Handling and/or conveyance of
specimen for transfer from the physician’s
office to alaboratory).

v Wisconsin Medicaid rembursesthis
procedure code for the transfer of the
specimen from the physician’s office
to the State L aboratory-of Hygiene!

v Indicate aquantity of 1.0 sincethe
specimenisgoing to only onelab.

* 99001 (Handling and/or conveyance of
specimen for transfer from the patient in
other than aphysician’s officeto a
laboratory).

v Wisconsin Medicaid coversthis
procedure code for the transfer of the
specimen from alocation other than a
physician’s office to the State
Laboratory of Hygiene.

v Indicate aquantity of 1.0 sincethe
specimenisgoingto only onelab.

12 Wisconsin Medicaid and BadgerCare 9 dhfs.wisconsin.gov/medicaid/ 4 December 2005

Routine Venipuncture

Routinevenipunctureor smpleblood collection
(e.g., through hedl or finger stick) isnot
separately reimbursablebut isincluded in the
reimbursement for the laboratory procedure or
thelaboratory test preparation and handling
fee. Therecipient may not be billed for routine
venipuncture.

Noncovered Laboratory
Services

Laboratory servicesthat are not medicaly
necessary are not covered services under
Wisconsin Medicaid. Thisincludes, but isnot
limited to, thefollowing services:

*  Savices to enhance the prospects of
fertility.

* Savicesthat are experimental in nature.

* Savicesthat do not have FDA or
Wisconsin Medicaid approval.

Refer to the Covered.and Noncovered
Servicessection of the All-Provider Handbook
for more information about-services not
covered by Wisconsin Medicaid.

Routine
venipuncture or
simple blood
collection (e.g.,
through heel or
finger stick) is not
separately
reimbursable but
is included in the
reimbursement for
the laboratory
procedure or the
laboratory test
preparation and
handling fee.



Wisconsin
Medicaid coverage
of diagnostic
imaging,
therapeutic
radiology, and
nuclear medicine
services is based
on the procedure
code that best
describes the
procedure
performed.

Radiology Services

Procedure Codes and

Modifiers

Coveredradiology servicesareidentified by
the Current Procedural Terminology and
Healthcare Common Procedure Coding
System procedure codeslisted in Appendix 2
of thissection. Appendix 3 of thissection
includesallowablemodifier descriptionsfor
physicianradiology services.

Wisconsin Medicaid coverage of diagnostic
imaging, therapeutic radiol ogy, and nuclear
medicine servicesis based on the procedure
code that best describes the procedure
performed.

WisconsinMedicaid coversonly those

radiologic servicesactualy performed by or
under the professional supervision of the
physician. Wisconsin Medicaid separately
reimbursesfor diagnosticimaging agents (e.g.,
low osmolar contrast material),
radiopharmaceutical diagnostic agents(e.g.,
technetium), and other contrast mediaused in
conjunctionwithradiologica services.
Wisconsin Medicaid does not separately
reimburse the venipuncture associated with
administration of thesematerias.

Place of Service Codes

Providersarerequired to indicate two-digit
place of service (POS) codes on claims and
other formssubmitted to Wisconsin Medicaid.
Refer to Appendix 4 of this section for
allowable POS codesfor radiology services.

Complete Radiologic
Procedure Versus
Professional and
Technical Components

A physician or physician clinic may be
reimbursed for the“ complete” (total)
procedure when performing both the
professional (modifier “26”) and technical
(modifier “TC") components, or supervising
otherswho do soin the office, clinic, or other
non-hospital setting.

Radiologic procedure codes aso have
technical and professional componentsthat are
separately reimbursable. Refer to Appendix 2
of this section for the appropriate procedure
codesand applicablemodifiers.

A written report regarding the analysis and
interpretation of theradiologictest resultsis
required for Wisconsin Medicaid
reimbursement of the professional component.
The written report must be kept as part of the
recipient’smedical record.

If the POSisahospital setting (inpatient, POS
code“21,” or outpatient, POS code“22”) or if
thetechnical portion isperformed by aportable
X-ray provider, aphysician may bereimbursed
only for the professional component, not for the
complete procedure. Thetechnical component
isreimbursed to the hospital or provider of
portable X-ray services.

Physician clinicsthat perform only the
technical component of radiologic servicesare
reimbursed by Wisconsin Medicaid only for the
technical component. Theoutside physician
performing the professional component of the
serviceisreimbursed only for the professiona
component.

Physician Services Handbook — Laboratory and Radiology 4 December 2005 13
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Theattending physician’sclinical interpretation
of radiology servicesisnot separately
reimbursed becauseitisincluded inWisconsin
Medicaid’sreimbursement for the physician-
reci pient encounter (i.e., theevaluation and
management service).

Consultations

Wisconsin Medicaid reimbursesphysiciansfor
radiology consultationsonly when medically
necessary and appropriate for the recipient’s
treatment. Radiology consultationsare
reimbursable only when performed at the
request of the attending physician and the
results are contained in awritten report, which
ismaintained in therecipient’smedical record.

Radiological Supervision
and Interpretation by
Providers Who Are Not
Radiologists

Radiological supervisonandinterpretation
servicesare provided nearly exclusively-by
radiologists. Providerswho are not radiol ogists
are urged to use caution in billing such services
toavoid duplicatebilling withradiologigts.

14 Wisconsin Medicaid and BadgerCare 9 dhfs.wisconsin.gov/medicaid/ 4 December 2005

Hospital-Based
Radiology Services

Wisconsin Medicaid reimburses hospitalsfor
thetechnical component of aradiology service.
The professional componentisnotincludedin
the hospital’ sreimbursement. Therefore,
physicianswith aspecialty of radiology or
nuclear medicine who perform the professional
component arerequired to submit claims
independently from the hospital.

Radiology
consultations are
reimbursable only
when performed
at the request of
the attending
physician and the
results are
contained in a
written report,
which is
maintained in the
recipient’s medical
record.



All claims that
providers submit,
whether submitted
using the 837
Health Care Claim:
Professional
(837P) transaction
or paper claim,
are subject to the
same Medicaid
processing and
legal
requirements.

Claims Submission and

Reimbursement

Thischapter includeshillingand
reimbursement information for physician
services providers. For moreinformation about
exceptionsto theclaimssubmission deadline,
Medicaid remittanceinformation, adjustment
requests, and returning overpayments, refer to
the Claims|nformation section of theAll-
Provider Handbook.

To recelvereimbursement, claimsand
adjustment requests must be received by
Wisconsin Medicaid within 365 daysof the
date of service (DOS). To receive
reimbursement for services that are allowed by
Medicare, claims and adjustment requestsfor
coinsurance, copayment, and deductible must
be received by Wisconsin M edicaid within 365
daysof the DOS, or within'90 days of the
Medicare processing date, whichever islater.

All claimsthat providers submit, whether
submitted using the 837 Health Care Claim:
Professional (837P) transaction or paper claim,
are subject to the same Medicaid processing
and legal requirements.

837 Health Care Claim:
Professional

Providers are encouraged to submit claims
electronicaly sincedectronic clams
submission usually reducesclaimerrors.
Claimsfor physician servicesmay be
submitted using the 837P transaction except
whenhillingan“unlisted” (nonspecific)
procedure code or when supporting
documentation must be submitted withthe
clam.

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

Physician Services Handbook — Laboratory and Radiology 4 December 2005

CMS 1500

Paper claimsfor physician services must be
submitted using the CM S 1500 claim form
dated 12/90. Wisconsin Medicaid deniesclaims
for physician services submitted on any paper
claim form other than the CMS 1500 claim
form. A paper claim must be submitted when
billingfor an*“unlisted” (nonspecific) procedure
code(s) or when supporting documentation
must be submitted with the claim. An example
of physician laboratory servicesthat must be
submitted on the CM S 1500 paper claim
include newborn screening services.

Wisconsin Medicaid doesnot providetheCM S
1500 claim form. Theform may be obtained
from any federal forms supplier.

Referto Appendix 5 of this section for CMS
1500 claim form completion instructions. Refer
to Appendices 6 and 7 of this section for
sample completed CM S 1500 claim formsfor
laboratory and radiology services.

Unlisted Procedures

Claimsfor servicesidentified by unlisted
(nonspecific) procedure codes must be
submitted on paper because anationa
standard for electronic claim attachments has
not been established at thistime. To receive
reimbursement for aserviceidentified by an
unlisted procedure code, adescription of the
service must beindicated in Element 19 of the
paper claim. If Element 19 does not provide
enough space for the description, or if a
provider ishilling multipleunlisted procedure
codes, documentation may be attached to the
claim. Inthisinstance, theprovider should

indicate “ see attachment” in Element 19.

The descriptionin Element 19 or the
documentation attached to the claim must be
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sufficient to allow Wisconsin Medicaid to
determine the nature and scope of the
procedure and whether the procedure was
medically necessary asdefined in Wisconsin
Administrative Code.

Providers should submit claimsfor new
laboratory teststhat have not received a
Current Procedural Terminology (CPT) or
Healthcare Common Procedure Coding
System (HCPCS) procedure code as an
unlisted procedure. Wisconsin Medicaid
typically only coversteststhat are approved by
thefederal Food and Drug Administration.

Reimbursement

Maximum Allowable Fees

The maximum alowablefeeisthe maximum
amount that Wisconsin Medicaid will pay a
provider for an allowable procedure code.
(Wisconsin Medicaid reimburses providersthe
lesser of the billed amount or the maximum
alowable feefor the procedure.) Maximum
dlowable fees are based on various factors,
including areview of usual and customary
charges submitted to Wisconsin Medicaid, the
Wisconsin Sate L egidature' sbudgetary
constraints, and other relevant economic
limitations

Maximum alowable feesfor each laboratory
and radiology serviceisequa to or lessthan
the amount allowed by Medicare asrequired
by the federa Deficit Reduction Act (Section
2303 of thefederal Deficit Reduction Act
[DEFRA — PL. 98-369)]).
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The Physician/Independent L ab/X-Ray/Nurse

Practitioners/Physician Assistant Maximum

Allowable Fee Schedule may be obtained as:

* Anéelectronic version availableon the
Medicaid Web site.

e A paper copy that may be purchased by:

v Calling Provider Servicesat
(800) 947-9627 or (608) 221-9883for
the cost of the fee schedule.

v' Writing tothefollowing address:
WisconsnMedicad
Provider Maintenance

6406 BridgeRd
Madison WI 53784-0006

Maximum Daily Reimbursement

A provider’sreimbursement for all services
performed on the same DOS for the same
recipient may not exceed the amount
established by Wisconsin Medicaid, except for
serviceslasting over six hours. As of

July 1,-2002, the maximum daily amountis
$2,308.43. Medicaid remittanceinformation
willindicate when the maximum daily
reimbursement amount has been met.

A service exceeding Six hours must first be
billed to Wisconsin Medicaid intheusua
manner. After the rembursement isreceived,
additional reimbursement may berequested by
submitting anAdjustment/Reconsideration
Request, HCF 13046, with clinical
documentationto Wisconsin Medicaid. The
completioningructionsand Adjustment/
Reconsideration Request are available on the
Forms page of the Medicaid Web site.

ClaimCheck Review

Wisconsin Medicaid monitorsclaimsfor
compliancewith Medicaid reimbursement
policy using an automated procedure coding
review software known as McKesson
ClaimCheck®. This software reviews claims

Maximum
allowable fees for
each laboratory
and radiology
service is equal to
or less than the
amount allowed by
Medicare as
required by the
federal Deficit
Reduction Act
(Section 2303 of
the federal Deficit
Reduction Act
[DEFRA —P.L. 98-
369)).



Unbundling occurs
when two or more
CPT codes are
used to describe a
procedure that
may be better
described by a
single, more
comprehensive
code.

submitted to Wisconsn Medicaid for billing
inconsistencies and errors with respect to CPT
procedure codes.

ClaimCheck review may affect claimsin one
of thefollowing ways:

1
2.

3.

The claim isunchanged by the review.
The procedure codes are rebundled into
one or more appropriate codes.

One or more of the codes is denied as
incidental/integral or mutually exclusive.

ClaimCheck monitorsthefollowing Medicaid
policy arees:

1

Unbundling (Code Splitting)
Unbundling occurs when two or more
CPT codes are used to describe a
procedure that may be better described by
asingle, more comprehensive code.
ClaimCheck considersthesingle, most
appropriate code for reimbursement when
unbundlingisdetected.

For.example, if aprovider submitsaclaim
for certain laboratory tests separately,
ClaimCheck rebundiestheminto the
single, most appropriate pand (e.g.,
obstetric panel [80055] or hepatic function
panel [80076]). ClaimCheck total shilled
amountsfor individual procedures. For
example, if aprovider submitsaclaim for
three procedures at $20, $30, and $25,
ClaimCheck rebundlesthemintoasingle
procedure code, adds the three amounts,
and calculatesthe billed amount for that
rebundled code at $75. However,
Wisconsin Medicaid reimbursesthe
provider either thelesser of thebilled
amount or the maximum allowablefeefor
that procedure code.

Incidental/Integral Procedures
Incidental/integral proceduresare those
procedures performed as part of or at the
same time as a more complex primary
procedure. They require few additional
physician resources and are generally not
considered necessary to the performance

Physician Services Handbook — Laboratory and Radiology 4 December 2005

of the primary procedure. For example, a
radiologic examination, spine, Sngleview,
specify level (procedure code 72020) is
incidentd to aradiologic examination,
spine, cervical; complete, including oblique
and flexion and/or extension studies
(procedure code 72052).

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

Mutually Exclusive Procedures
Mutually exclusive proceduresare
procedures that would not be performed
onasinglerecipient during the same
operative session or that use different
codes to describe the same type of
procedure. For example, aradiologic
examination, shoulder; oneview
(procedure code 73020) and radiologic
examination, shoulder; complete, minimum
of two views (procedure code 73030) are
mutually exclusive— either oneor the
other procedure is performed, but not both.

When two or more procedures are
mutually exclusve, Wisconsn Medicaid
reimburses the procedure code with the
highest provider-billed amount.

Why Was Payment for a
Service Denied by

ClaimCheck?

Providersshould takethefollowing stepsif
they are uncertain about why particular
services on aclaim were denied:

1

2.

3.

Review Medicaid remittanceinformation
for the specific reason for the denidl.
Review the claim submitted to ensureal
information is accurate and compl ete.
Consult current CPT and HCPCS
publicationsto make sure proper coding
instructionswerefollowed.

Consult thishandbook and other current
Wisconsin Medicaid publicationsto make
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surecurrent policy and billing instructions related to the surgery are denied

werefollowed. reimbursement. Thisincludesaphysician’s
5. Contact Medicaid Provider Services at laboratory or radiology claim. Therefore, verify
(800) 947-9627 or (608) 221-9883 for with the surgeon’s office that the surgeon has
further information or explanation. obtained the necessary documentation before
6. If circumstances warrant an exception, the surgery is performed.
submit anAdjustment Reconsideration/
Request with supporting documentation For moreinformation about Wisconsin
and thewords* medical consultant review Medicaid’ srequirementsfor reimbursing
requested” written on the form. abortion, hysterectomy, and Serilization claims,
refer to the Medicine and Surgery section of

Hysterectomies, and
Sterilizations

Wisconsin Medicaid requires surgeonsto
attach specific documentation to their claim
when billing for an abortion, ahysterectomy, or
asterilization procedure. If the surgeon does
not attach the required documentation, the
surgeon’sclaim and all other claimsdirectly
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Appendix 1

Allowable Procedure Codes and Modifiers for Physician Laboratory
Services

The following table includes alowable Current Procedural Terminology (CPT) and Healthcare Common Procedure
Coding System (HCPCS) codes and modifiers for physician laboratory services. These codes are updated on a quarterly
basis. Consult the physician services maximum allowable fee schedule or call Provider Servicesat (800) 947-9627 or
(608) 221-9883 for the most current procedure codes and allowable modifier combinations. Refer to Appendix 3 of this
section for modifier descriptions and the Medicine and Surgery section of this handbook for Health Professional Shortage
Area-€eligible procedure codes and ZIP codes.

Pathology and Laboratory Services

Allowable

Service CPT Procedure Code(s) Modifier(s)

Organ or Disease Oriented Panels 80048-80076
Drug Testing 80100-80103
Therapeutic Drug Assays 80150-80299
Evocative/Suppression Testing 80400-80440
Consultations 80500-80502
Urinalysis 81000-81099
Chemistry 82000-83018
83020-83021 TC, 26
83026-83690
83715-83716 TC, 26
83718-83785
83788-83789 TC, 26
83805-83906
83912 26
83915-84160
84165-84182 TC, 26
84202-84999
Hematology and Coagulation 85002-85048
85055-85060 TC, 26
85097

85130-85385
85390 TC, 26
85400-85557
85576 TC, 26
85597-85999
Immunology 86000-86243
86255-86256 TC, 26
86277-86318
86320-86334 TC, 26
86336-86849
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Pathology and Laboratory Services (Continued)

Service CPT Procedure Code(s) ,:/ll:)%\;\;?ebrl(es)
Transfusion Medicine 86850-86999
Microbiology 87001-87158
87164-87166 TC, 26
87168-87206
87207 TC, 26
87210-87904
87999 TC, 26
Cytopathology 88104-88125 TC, 26
88130-88155
88160-88162 TC, 26
88164-88167
88172-88182 TC, 26
88184-88189
88199 TC, 26
Cytogenetic Studies 88230-88289
88291 26
88299 TC, 26
Surgical Pathology 88300-88319 TC, 26
88321-88329
88331-88399 TC, 26
Transcutaneous Procedures 88400
Other Procedures 89050-89261
89264 TC, 26
89300-89321
Laboratory Handling Fees 99000-99001
Service HCPCS Procedure Codes "?/ll(l)%\;\;?ebrl(es)
Procedures and Professional Services G0103, G0107, G0123-G0124, G0141-G0148
Pathology and Laboratory P2028-P3001, P9010-P9044, P9045-P9050, P9615
Temporary Codes Q0091, Q0111-Q0115
Private Payer Codes S3708 TC, 26
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Appendix 2

Allowable Procedure Codes and Modifiers for Physician Radiology
Services

The following table includes alowable Current Procedural Terminology (CPT) and Healthcare Common Procedure
Coding System (HCPCS) codes and modifiersfor physician radiology services. These codes are updated on a quarterly
basis. Consult the physician services maximum allowable fee schedule or call Provider Servicesat (800) 947-9627 or
(608) 221-9883, for the most current procedure codes and allowable modifier combinations. Refer to Appendix 3 of this

section for modifier descriptions and the Medicine and Surgery section of this handbook for Health Professional Shortage
Area-€eligible procedure codes and ZIP codes.

Radiology Services
Service CPT Procedure Code(s) ,:/ll(l)(zjvi\;ia;brl(es)
Diagnostic Radiology 70010-70553 TC, 26
(Diagnostic Imaging) 70557-70559
75952-75954 26
75960-76010 TC, 26
76012-76013 26
76020-76125 TC, 26
76140-76350
76355-76400 TC, 26
Diagnostic Ultrasound 76506-76999 TC, 26
Radiation Oncology 7726177263 26
77280-77334 TC, 26
77336-77370
77399 TC, 26
77401-77432 -
77470-77799 TC, 26 §
Nuclear Medicine 78000-78891, 78999-79440, 79999 TC, 26 §
Service HCPCS Procedure Codes 'I?/Iltl)(zjvi\;ia:abrl(es)
Radiopharmaceutical Contrast Media A4641, A4644-A4647, A9500-A9505, A9508-A9510,
A9600, A9700
Procedures/Professional Services G0030-G0047, G0125-G0130, G0173, G0204-G0230 TC, 26
G0231-G0234 26
G0242-G0243, G0251-G0254, G0296 TC, 26
Radiopharmaceutical Temporary Codes Q3001-Q3012
Radiopharmaceutical Injections Q9941-Q9964
Private Payer Codes S8030, S8035-5S8040, S8049, S8080-S8092, S9022-59024 | TC, 26

Physician Services Handbook — Laboratory and Radiology 4 December 2005

23




X
°
c
()
o
o
<

24 Wisconsin Medicaid and BadgerCare 9 dhfs.wisconsin.gov/medicaid/ 4 December 2005



Appendix 3

Allowable Modifiers for Physician Laboratory and Radiology Services

Wisconsin Medicaid accepts nationally recognized modifierson claimsand other forms, when applicable. Thefollowing table
listsMedicaid-alowablemodifiersfor physician laboratory and radiology services.

Note: Wisconsin Medicaid acceptsall vaid modifiers, however, not all modifiersarealowed by Wisconsin Medicaid's

claimsprocessing system.
Modifier Description
26 Professional component
AQ Physician providing service in a HPSA
QW CLIA waived test
TC Technical component

*Providers receive enhanced reimbursement when services are performed in a Health Professional Shortage Area
(HPSA). Refer to the Medicine and Surgery section of this handbook for HPSA-eligible procedures.
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Appendix 4

Allowable Place of Service Codes for Physician Laboratory and Radiology
Services

Providers are required to indicate two-digit place of service (POS) codes on claims submitted to Wisconsin Medicaid. The
following tablelists M edicaid-allowable POS codes that providersare required to use when submitting clamsfor physician
laboratory and radiology services.

Place of

Service Code Description

03 School

04 Homeless Shelter

05 Indian Health Service Free-Standing Facility

06 Indian Health Service Provider-Based Facility

07 Tribal 638 Free-Standing Facility

08 Tribal 638 Provider-Based Facility

11 Office

12* Home

15 Mobile Unit

20 Urgent Care Facility

21 Inpatient-Hospital

22 Outpatient Hospital

31 Skilled Nursing Facility

32 Nursing Facility

33 Custodial Care Facility

34* Hospice >
50 Federally Qualified Health Center §
54 Intermediate Care Facility/Mentally Retarded §
60 Mass Immunization Center

71 State or Local Public Health Clinic

72 Rural Health Clinic

*Place of service code applicable for laboratory services only.
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Appendix 5

CMS 1500 Claim Form Instructions for Physician Services

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

Wisconsin Medicaid recipients receive aMedicaid 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 for more information about the EVS.

Submit completed paper claims to the following address:

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

Element 1 — Program Block/Claim Sort Indicator
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 |etters. 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 middleinitial. 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.
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Element 4 — Insured’s Name (not required)

Element 5 — Patient’s Address
Enter the complete 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)

Element 8 — Patient Status (not required)

Element 9 — Other Insured’s Name
Commercial health insurance must be billed prior to submitting claimsto Wisconsin Medicaid, unless the service
does not require commercial health insurance billing as determined by Wisconsin Medicaid.
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Appendix 5
(Continued)

If the EV Sindicates that the recipient has dental (“DEN”) insurance only or has no commercia health insurance,
leave Element 9 blank.

If the EV S indicates that the recipient has Wausau Health Protection Plan (“HPP"), BlueCross & BlueShield
(“BLU"), Wisconsin Physicians Service (“WPS’), Medicare Supplement (“SUP"), TriCare (“CHA™), Vison only
(“VIS"), a health maintenance organization ("HMQO"), 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 not required, nor isthe policyholder, plan name, group number, etc.
(Elements 9a, 9b, 9c, and 9d are not required.)

Code Description

Ool-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 towards 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.

SNENENENAN

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.

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

Element 11 — Insured’s Policy, Group, or FECA Number
Usethefirst box of this element for Medicare information. (Elements11a, 11b, 11c, and 11d are not required.)
Submit claims to Medicare before submitting claims to Wisconsin Medicaid.

Physicians are required to be Medicare enrolled to provide Medicare-covered services for dual eligibles. Dua
eligibles are those recipients covered under both Medicare and Wisconsn Medicaid.

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

* Medicare never coversthe procedure in any circumstance.

* Wisconsn 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 service is covered by
Medicare Part A, but the recipient does not have Medicare Part A.

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

» Medicare has dlowed 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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Appendix 5
(Continued)

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. (Mot applicable to physicians) 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 Medlicare 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 Medlicare 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 Medlcare 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 Medlicare 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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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 Illness (not required)

Element 16 — Dates Patient Unable to Work in Current Occupation (not required)

Physician Services Handbook — Laboratory and Radiology 4 December 2005 31



X
°
c
()
o
o
<

Appendix 5
(Continued)

Elements 17 and 17a — Name and |.D. Number of Referring Physician or Other Source
(required for evaluation and management consultations and laboratory and radiology
services only)

Enter the referring physician’s name and six-character Universal Provider Identification Number (UPIN). If the
UPIN isnot available, enter the eight-digit Medicaid provider number or the license number of the referring
physician.

Element 18 — Hospitalization Dates Related to Current Services (not required)

Element 19 — Reserved for Local Use

If aprovider billsan unlisted (or not otherwise specified) procedure code, a description of the procedure must be
indicated in this element. If Element 19 does not provide enough space for the procedure description or if a
provider is billing multiple unlisted procedure codes, documentation must be attached to the claim describing the
procedure(s). In thisinstance, indicate “ See Attachment” in Element 19.

Element 20 — Outside Lab? (not required)

Element 21 — Diagnosis or Nature of Illness or Injury

Enter the International Classification of Diseases, Ninth Revision, Clinical Madification (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.

Family Planning Services

Indicate the appropriate ICD-9-CM diagnosis code from the V25 series for services and supplies that are
contraceptive management-related only.

Element 22 — Medicaid Resubmission (not required)

Element 23 — Prior Authorization Number (not required for laboratory or radiology
services)

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 hilling for two, three, or four DOS on the same detail line, enter the first DOSin MM/DD/Y'Y 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 December 1, 8, 15, and 22, 2004, indicate 12/01/04 or
12/01/2004 in the “From” field and indicate 08/15/22 in the “To” field.

It isalowable to enter up to four DOS per lineif:

All DOS are in the same calendar month.

All services are hilled 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 linein 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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Appendix 5
(Continued)

Element 24B — Place of Service

Enter the appropriate two-digit POS code for each service. Refer to Appendix 4 of this section for allowable POS
codes for physician laboratory and radiology services.

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 (up to four per procedure code) modifier(s) in the“Modifier” column of Element 24D.

Note: Wisconsn Medicaid has not adopted all national modifiers. Refer to Appendices 1 and 2 of this
section for alowable procedure code and modifier combinations for physician laboratory and
radiology services. Refer to Appendix 3 for modifier descriptions.

Element 24E — Diagnosis Code
Enter the number (1, 2, 3, or 4) that corresponds to the appropriate diagnosis code listed in Element 21.

Element 24F — $ Charges

Enter the total charge for each line item. Providers areto bill' Wisconsin Medicaid their usual and customary
charge. The usual and customary charge isthe provider’ s charge for providing the same service to persons not
entitled to Medicaid benefits.

Element 24G — Days or Units

Enter the appropriate number of units, time units, qualifying circumstance units, or other services billed for each
line item. Always use a decimal (e.g., 2.0 units).

Element 24H — EPSDT/Family Plan

Enter an “F” for each family planning procedure. If family planning does not apply, leave this element blank.

Element 241 — EMG

Enter an “E” for each procedure performed as an emergency. If the procedureis not an emergency, leave this
element blank.

Element 24J — COB (not required)
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Element 24K — Reserved for Local Use

Enter the eight-digit Medicaid provider number of the performing provider for each procedureif that number is
different than the billing provider number in Element 33. Any other information entered in this e ement may
cause claim denial.

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’ sinternal 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)
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Appendix 5
(Continued)

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 adollar amount indicated in Element 29 is
greater than zero, “OI-P’ must beindicated in Element 9.) If the commercia health 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)

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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Appendix 6

Sample CMS 1500 Claim Form for Physician Laboratory Services

[_DZIPICA

HEALTH INSURANCE CLAIM FORM

PICA

1. MEDICARE MEDICAID CHAMI

PUS CHAMPVA GROUP

Medicare #) (» "#)qu

E
HEALTH PLAN _ BLK LUNG
's SSN) D (VA Filo #) D (SSNoriD)  [] (SSN)

OTHER

1a. INSURED'S 1.D. NUMBER
1234567890

(FOR PROGRAM IN ITEM 1)

Recipient, Im A

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

D (D)
|

SEX
MMIDD!YY M[] F[X

3. PATIENT'S BIRTH DATE
MM |, DD, YY

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

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

6. PATIENT RELATIONSHIP TO INSURED

Self D SpouseD ChiIdD OtherD

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

CITY STATE | 8. PATIENT STATUS
Anytown Wi single[ | Maried [ | Other [ ]
ZIP CODE TELEPHONE (Include Area Code)
Employed Full-Time Part-Time
(X000 XXX=XXXX Student ] Student

cTy STATE

ZIP CODE TELEPHONE (INCLUDE AREA CODE)

( )

ol-P

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

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES D NO

11. INSURED’S POLICY GROUP OR FECA NUMBER

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

SEX

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
P | MO | [Jves  [wo
¢. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
[Jves [Jno
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.

12. PATIENT'S OR AUTHORIZED PERSON'S S

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

GNATURE | authorize the release of any medical or other information necessary

1o process this claim. | aiso request payment of government benefits either to myseif or 10 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.

below.
SIGNED DATE SIGNED
14, DATE OF CURBENT: ILLNESS (First symptom) OR 15:IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURFIENT occummon
MM JURY (Accident) OR GIVE FIRSTDATE MM 1 DD 1| YY MM |} DD YY DD YY
! l PREGNANCV(LMP) i FROM i TO !

»-| <————— PATIENT AND INSURED INFORMATION ————P—[*—CAFIRIER —

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

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

16, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD | YY MM | DD | YY
FROM | | TO i i

19. RESERVED FOR LOCAL USE

A, ] 1 1
20. OUTSIDE LAB? $ CHARGES
Cves [w |

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. IV_792 T I
23. PRIOR AUTHORIZATION NUMBER
2| V18.3 4l L
24 A B C D E F G l H i J K
DATE(S) OF sgnchr Place | Type PROCEDURES SERVICES, OR SUPPLIES DIAGNOSIS DAYS [EPSD RESERVED FOR
From > of | of Unusual Ci 0es) CODE $ CHARGES OR |Famiyl eyg | co|  LOCAL USE
MM___ DD _YY MM DD__ YY|ServicdServicd CPT/HCPCS | MODIFIER | UNITS| Plan
| | | 1
112119104 i ! 11 85576 |26 i 1 XX 1 XX 1.0
Lo o |
1 ] L 1 1
] 1 ] ] 1
[ Lo -
| | | | | !
4 1 1 1 1 1
| q
P e | |
5 1 I | i 1
i | ] | ]
i ! ! ! ! ;
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27(Ac%§a*r l}grSnIngAENT'?) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

(1]

1234JED [Jves [ ] no

s XX{XX |8 XXIXX|s  XX[XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

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)

(I certify that the statements on the reverse i1
ap(;lyltfg this billeasn: are made a parrt l‘;weerl-eof.) .M. PhySIClan
Williams
DA O LW.
W MM/DD/YY Anytown, W1 55555 87654321
SIGNED DATE PN GRP# Y
SlL,e- S
PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-30), FORM RRB-1500,

Physician Services Handbook — Laboratory and Radiology 4 December 2005

APPROVED OMB-1215-0056 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)

35

>
©
©
@D
>
=3
X




X
°
c
()
o
o
<

36 Wisconsin Medicaid and BadgerCare 9 dhfs.wisconsin.gov/medicaid/ 4 December 2005



Appendix 7

Sample CMS 1500 Claim Form for Physician Radiology Services «
w
[
74
<
(8]
[TTPica HEALTH INSURANCE CLAIM FORM PICA +
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED’S 1.D. NUMBER (FOR PROGRAM INITEM1) | 4
) o ) ) HEALTH PLAN __ BLK LUNG
A #) (A #)D (Sp 's SSN) D (VA File #) D (SSN or ID) D (SSN) D (D) 1234567890
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. P’GHENTE DBIHTHvDATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
t ]
Recipient, 1Im_A MMIDD!YY M[] F[X
5. PATIENT'S ADDRESS (No., Strest) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 Willow St Seif [ ] spouss[ | crig ] ote] ]
CITY STATE | 8. PATIENT STATUS cITY STATE >
o
Anytown Wi single[ | Maried [ | Other [ ] £
ZIP CODE . TELEPHONE (Inciude Area Code) 2ZIP CODE TELEPHONE (INCLUDE AREA CODE) ‘E’:
) Employed Full-Time Part-Time ( ) T
OO0 XXX-XXXX [ Sucent ] Stucent 5
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER %
0lI-P a
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) [ a. msunE’a'a DATE l_t".)F Bl\l;iYTH SEX g
| 1
(v [ | v 0 2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [b. EMPLOYER'S NAME OR SCHOOL NAME o
MM | DD ; YY
- lv@ [ves  [Ove z
c. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME ;
[ves [ E
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
D YES D NO It yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON’S SIGNATURE | authorize
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
1o process this claim. | aiso request payment of government benefits either to myseif or 10 the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED
14, DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15.1F PATIENT HAS HAD SAME OR SIMILAR ILLNESS. |16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM [ DD | YY INJURY (Accident) OR GIVE FIRSTDATE MM | DD | YY MM |} DD | YY MM | DD | YY
! ! PREGNANCY(LMP) ! ! FROM ! ! TO ! i
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSF‘IL:I‘_IZATIDODN DA‘I;EYS RELATED TO CURRENT SERVICES
X o | ) MM | DD | YY
.M. Referring Physician 11223344 FROM | : O 1
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [w |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
l CODE ORIGINAL REF. NO,
1.1.959.09 T I
T 23. PRIOR AUTHORIZATION NUMBER
2. | R 4. | Y >
24, A B C D E F G l H | J K = o°
DATE(S) OF SERVICEr Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS [EPSD RESERVED FOR (o] -8
From 2 of | of in Unusual Ci 10es) CODE $ CHARGES OR |Famiyl ey | coB |  LocaL use E S
MM DD YY MM DD__ YY|ServicdServicd CPT/HCPCS | MODIFIER | i UNITS| Plan ; a
| ) | | I : X
112118104 i ! 11 70100 |26 i 1 XX 1 XX (1.0 5
[
z
P L | =
1 ] 1 1 ] E
a2
) | ) | l H a
1. 1 V) 1 A =1
7]
| | | | | 3
4 1
1 1 1 1 5
| q —
L 1 P | | S
N
T
L L | &
25, F .D. NUMBER N EIN . PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT?
5. FEDERAL TAX 1.D. NUMBE SS 26. P, (Fg%M et 28. TOTAL CHARG$ 29. AMOUNT PA‘ID 30. BALANCE ?UE
1] 1234JED [Jves [ ] no $ XX XX | s XX} XX| s XX:XX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE #
(I certify that the statements on the reverse s
apply to this bill and are made a part thereof.) 1.M. PhySIClan
: 1 W. Williams
S MM/DD/YY 1
Anytown, W1 55555 8765432
SIGNED DATE PIN# GRP# Y
i — WL
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) 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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Index

Abortions Hysterectomies, 18

documentation, 18
incidental services, 6
policy, 5

McKesson ClaimCheck®, 16

Medicare

CMS 1500 disclaimer codes, 31
general information, 15
instructions, 29
samples, 35, 37

Modifiers, 9, 13, 25

Newborn Screenings, 11

Certification ]
physician, 5 Noncovered Laboratory Services, 12
physician office laboratories, 7 Place of Service Codes, 9, 13, 27

independent laboratories, 7

Claims Procedure Codes, 9, 13, 21, 23

electronic, 21 Reimbursement

CMS 1500, see CMS 1500 .
maximum allowable fees, 16

Clinical Laboratory Improvement Amendment (CLIA) maximum daily reimbursement, 16
application for certification, 8 Sterilizations, 18
certification types, 8
enrollment, 7 Unlisted-Procedures, 15

Copayment, 5 Urinalysis, 10

Hospital-Based Services Venipuncture, 12

laboratory, 11
radiology, 14
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