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l. Introduction to HIPAA Claims Processing

This documentation is intended to guide the User through the various phases involved with
processing claims in the MACSIS HIPAA billing/payment system. In most cases this is done
through the EDI (electronic data interchange) process. Claims may be entered into Diamond
(MHHIPAA) manually, but the EDI process is the standard way for providers to submit claims
through their local boards. The EDI process is an interactive process between the providers,
boards and State staff (MOM team).

This manual will walk you through the various stages and processes involved in the submission
and adjudication of claims. If you still have questions after reviewing this document and
appendices, please contact MACSIS Support at 1-877-462-2747 or e-mail MACSIS Support at
MacsisSupport@mh.state.oh.us.

1. Policies/Procedures Needed

Board

When and how providers are to submit 837P claim file to board

When and how board is to submit electronic 837P claim file to Diamond

What documentation required (if any) to accompany/preclude submission of 837P
claim file

Tracking methods

When/how to communicate held/denied claims to providers

Provider Appeals Process

Out-of-County Claims

Payment to providers

o000 O0ood

Provider

Identification of erroneous claims

Correction of erroneous billed claims

Tracking methods

When and how to notify board of erroneous billings

o000

II1l. Background & Prerequisites

Account Requests

Before submitting claims through the MACSIS system the board staff person(s) responsible for
receiving provider files and sending them to MACSIS must have a UNIX account as well as a
MACSIS Account logon. They must fill out a Request for TCP/IP Access form and a MACSIS
Account Request form. Both must be returned to:

Ohio Department of Mental Health
C/O MACSIS Account Coordinator

! Throughout this document MACSIS HIPAA will be referred to as MACSIS.


mailto:MacsisSupport@mh.state.oh.us

Suite 1010

30 East Broad Street
Columbus, Ohio 43266-0414
Or fax to: 614-752-6474

837P Claim File and FTP Procedures

The board staff person responsible for receiving provider files and sending them to MACSIS for
processing should be familiar with basic UNIX commands and the FTP process. There are
many software programs on the market that make FTP’ing files as easy as “drag and drop”.
(The Ohio Dept. of Mental Health supports Ipswitch.)

This person should also be familiar with the 837P file structure MACSIS Sample 837P UPI File,
MACSIS 837 Professional Claim Technical Information Guide (v4010-UPI), MACSIS
Sample 837P NPI File and MACSIS 837 Professional Claim Technical Information Guide
(v4010-NPI) and the use of a text editor to troubleshoot problems that might arise. (The Ohio
Dept of Mental Health supports Visual Slick Edit.)

Subdirectory Structure for Claims-Related Files

Each Board Consortium has been assigned a unique directory structure on MACSIS for
uploading claim files and downloading reports and files.

/county/<board designation>/hipaa (For use when processing 837P v4010 files)

/holding State use only

/input used for submitting provider 837P claim files for production
Ireject files that did not pass 837P validation

Ireports all-non Diamond report files

ltest files submitted for Tier 1 test

tier2test files submitted for Tier 2 test

/county/<board designation>

/extracts weekly extract zip files
Ira payment files

File Naming Conventions

There is a very specific naming structure for the claim files that are submitted to MACSIS.
Incoming production UPI claim files must be named Axxxxxx#.julyy (8.5 format) while NPI claim
files must be named Nxxxxxx#.julyy (8.5 format), where “xxxxxx” = the MACSIS UPI or Vendor
number on behalf of whom the claims are being sent (right justified, zero-filled), “#” is a
sequential number to identify separate and distinct file transmissions being sent on the same
day, “jul” is the Julian date the file was created and “yy” is the year the file was created.

Ex. UPI: A0010431.31402 would be the file name for the first file sent to MACSIS
from provider UPI # 001043 on November 10, 2002

Ex. NPl: NO010431.19406 would be the file name for the first file sent to MACSIS
from provider UPI # 001043 on July 13, 2006



Incoming test claim files should be named similar to the production files, only the first character
should be a “J” instead of an “A” for UPI claim files and the first character should be an “X”
instead of an “N” for NPI claim files.

Maintenance of Logbook

A logbook or spreadsheet should be maintained by the board to track each production and test
file that is received from providers. Files should be tracked through the entire Claims EDI
process. Some fields you may want to include on your spreadsheet/logbook are: date file
received, file name, verified by, claim date range, number of claim lines, total dollar amount,
date FTP’d to MACSIS, batch name, date edit completed, date file posted, date APUPD run,
RA/ERA/835’s received, RA/ERA/835’s distributed to providers, etc.

IV. 837P Claims Testing and Approval Process

Each provider must be approved before they can submit 837P claim files to the MACSIS
system. Two levels of testing must be completed successfully before approval is granted. For
detailed information and instructions, please refer to HIPAA EDI Claims File Testing and
Approval and Submitting Test HIPAA EDI Claim Files for Approval.

Note: If a provider changes their software for producing 837P files, they must go through
the testing process again and be approved by the State. If a software vendor makes
programming changes to their software, the provider may be required to go through the
approval process again, depending on whether the changes affect the creation of the
837P file, the mapping of procedure codes, etc.

Tier 1 Testing evaluates the form, structure and syntax of the claims EDI test file as it pertains
to MACSIS-specific guidelines.

Tier 2 Testing compares the test file to a copy of the MACSIS production (MHHIPAA)
environment to simulate as close as possible how claims will be processed in a live
environment. All files must be created by the provider’'s software and no manual (or other)
corrections or adjustments should be performed by provider, board or State staff. This is the first
time data in the test file is compared to the data in the Diamond environment.

When submitting claims files for testing (tier 1 or tier 2, UPI or NPI format) a MACSIS EDI
Claims Testing Form must be completed. There are two versions of the file on the web. The
electronic version is a Word document that can be completed and submitted electronically via
email while the PDF version can be printed, completed and then faxed. Do not fax the Word
version of the testing form. The highlighted fields are unreadable when faxed.

Boards should verify the form is complete and then email or fax the completed document to the
Office of Information Services, Ohio Department of Mental Health at
macsistesting@mh.state.oh.us or 614-752-6474 (fax), after the test file has been placed in the
appropriate FTP directory. All information is required to process the request.

V. HIPAA Claims Processing

All Medicaid and non-Medicaid services (including prevention) that are paid in whole or in part
by public dollars are to be processed through MACSIS. These claims are to be submitted
electronically. The provider submits the files to the board and the board then sends the files to
MACSIS.


mailto:macsistesting@mh.state.oh.us

Providers must have software that can produce an electronic 837P file. Each provider must
pass a multi-step testing process before they will be approved to go-live on claims (see
Section 1V.). Once a provider is approved for ongoing claim submission, these claim files
should be sent to the board on a regular basis. Each board’s policies will dictate when these
files can/should be submitted, but boards must process files on a weekly basis.

Pseudo Claims Processing

Services submitted under Pseudo UCI’s are processed in the same manner as those submitted
for regular UCI’s. Whether the claims are entered manually or through an electronic 837P file
the same field requirements must be met. Modifiers, diagnosis codes and place of service
codes are all procedure code driven. Refer to “MACSIS Procedure Codes - ODMH" and
“*MACSIS Procedure Codes - ODADAS” for modifier and diagnosis code requirements.)

For AOD prevention services, providers should pass service delivery information in the control
number fields on the 837P claims file (Loop 2300, CLMO01 or Loop 2400, REF02. The service
delivery information identifies the population characteristics of those who received the
prevention service and should be formatted as follows:

e Delimited, not fixed-length format

e Delimiters are letters which identify the values immediately following the letters

e Order of delimiters is:

o U, Sorltoindicate “universal, selected or indicated” statistics, M = # of Males, F
= # of Females, S = # under the age of 21, T = # between ages of 21 and 44, U =
# between ages of 45 and 64, V = # 65 and over, W = # of Whites, Not Hispanic,
B = # of Blacks, Not Hispanic, N = # of Native Americans, A = # of Asian or
Pacific Islander, H = # of Hispanic/Latino

e Examples:

0 Universal, 20 males, 100 Females, 75 under 21, 45 age 24-44, 65 White, 40
Black, 15 Mexican would be sent as : UM20F100S75T45W65B40H15

o Selected, 25 males, 0 Females, 25 65 and Over, 25 White would be sent as:
SM25V25W25

e As a matter of explanation, one can apply the IOM framework to an adolescent
population:

Universal - all students at Smith High School

Selected - survey results show that the transition from 8th-9th grade is often
accompanied by increased ATOD use, so the program targets all freshmen (at risk).
Indicated - freshmen who have violated school ATOD policies.

e If one were to apply the IOM framework to an adult population:

Universal - all senior citizens living in Smith City

Selected - all senior citizens living in Smith City who take prescription medications
Indicated - all senior citizens living in Smith City who drink alcohol and take
prescription medications

If prevention services are provided, for example, to two elementary classes, once in the
morning and once in the afternoon, the control number should be calculated with the



number of attendees totaled. Please note that the submission of service data delivery
via the 837P file replaces the requirement to submit MDS data separately.

NOTE: To accommodate the use of the 837P control number fields for both service delivery
data and provider-assigned control numbers, prevention providers have the option of placing a
“Z” between the service delivery data and their provider-assigned control number. For example
in the above case, the program would report: UM20F100S75T45W65B40H15Z##HHH: where
#HHHH provides uniqueness to the provider-assigned control number. This information will be
returned to the provider on the 835 Health Care Claim/Payment Advice file in the appropriate
control number data elements.

Pseudo clients are to be used to bill for non-client specific services (services that are not limited
to a single member at a time), such as hotline, prevention, community education, training, etc.
Refer to ODADAS-ODMH Guidelines, Topic 44. Data Content Policies).

Pseudo client UCI's must be entered manually by the board following the guidelines established
on Page 7 of the Board Operations Manual - Member Section.

VI. Negative Offset Amounts for Claims with Other
Insurance

Diamond version 8+ has a feature that prevents the net amount from being negative via a
(hidden) field called “Negative Offset Amount” that should result in less manual work for
negative claims. Claims with a NEGPA reason code are automatically denied under Diamond
version 8+.

When what would normally be a negative net amount occurs for payable claims (due to other
insurance payments exceeding the allowed amount or when a co-pay is applied in conjunction
with other insurance), Diamond version 8+ populates the “Negative Offset Amount” field with the
value that would make the net amount zero. When viewing the claim online, a blinking asterisk
appears next to the “withhold amount” field when there is an offset amount for the claim. When
you press F6-E from the detail screen (Examine hidden fields), the offset amount and reason
code (NEGPA) are displayed. The reason code definition is “negative paid amount” and will
always be valued to this code.

Note: Boards no longer need to manually adjust the co-pay amount when other insurance is
involved in payment to make the net amount zero. The system will automatically calculate the
adjustment to make the net amount zero.

Boards that manually calculate the co-pay by subtracting the insurance amount from the
allowed amount and THEN calculate the co-pay will need to continue this manual calculation
since they are still paying a portion of the cost.
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Examine Hidden Fields Screen (Displays Negative Offset)

RA/EOB Print Flag : [d
Pricing Information
Hidden Field 1 : BGLSALSOH
Hidden Field 2 : ©.00
Net Amt Offset :
Offset Rsn Code: NEGPA
Cap Fund Detail
Cap Fund Status:
Cap Fund Model
Cap Fund WHold
Unit Value
Third Party Claim
HPR/AA Flag
Billed-Allowed

2.00
?.00000
udit Detail

DR - R

@.00

1=E0B Only, 2=RA only, 3=Both, B@=none
—<{END> to exit

In order to assure ODJFS (Ohio Department of Jobs and Family Services) that providers are not
billing for the same service episode twice, MACSIS has been configured to check for duplicate
claims based on the same service provided to the same client by the same provider on the
same day with the same modifier codes 1 and 2 (and for MH Medicaid — place of service).
ODJFS removed the duplicate claim edits from their system and, therefore, duplicate checking
is no longer being performed in the manner it was pre-HIPAA.

New procedures have been implemented that require valid “same-day” services to be rolled up
to one service line on the claim before submitting to MACSIS. Claims that are not rolled-up
(summed) will be denied and will have a denied reason code of DUPLY.

“Same-day service” means the combination of UPI, UCI, date of service, procedure code,
modifier codes 1 and 2 and place of service code (MH Medicaid reimbursable services only).
These combinations result in the same medical definition (i.e., adjudication category) in
MACSIS.

Exception: When claims are rolled-up, the place of service code should be ignored except
same-day MH Medicaid services with the place of service codes of “99” or “561”. These claims
should not be summed with the other same-day service claims. All MH Medicaid same-day



services with a place of service code of “99” should be rolled-up together and all same-day MH
Medicaid service claims with a place of service code of “51” should be rolled-up together.
Please refer to ODMH Same Day Service Reporting - Roll-up Categories for Duplicate
Checking and ODADAS Rollup Categories Used for Duplicate Claim Checking.

Rounding conventions should be applied to episodes of treatment occurring on the same day
after summing the total number of service minutes. Refer to the rounding conventions provided
in Section 44C of the ODADAS-ODMH Guidelines for more information.

When a same-day service claim comes in after the initial claim was submitted the “straggler”
claim would be denied as a duplicate claim. Follow the Procedure for Claim Corrections
Within MACSIS to correct these “straggler” claims.

VIIl. Manual Claims Entry

There will be times when board staff will need to enter claims manually into the Diamond system
(i.e., claims correction). The procedure for entering a claim manually is outlined below:

1. At the Diamond main menu, type: OPCLM (outpatient/professional claims)
2. The next screen asks for Batch Number and Received date - enter through these fields

3. The next screen is the Outpatient and Professional Claims main screen (header screen)



OFCLM
—Claim
*Date

Thru

PCP
PCP Na
Group
Group
—Provid
Ref Pr
Tupe
Provid
Type
Vendor
Cov Pr
—Claim
Serv F
Serv R
Acc/Sy

—F1=H

—Member
Member :

Blank OPCLM Claim Header Screen

Outpat and Professional Claims

Identification
S *Claim No. :

Auth No. AuthLvl :

Information
fge Sex

Type DOB
me Spec IPA

Plan LOB Panel
Name
er Information
ov

Spec Par IPA
er : Prov Addr Flag :
Spec Par : IPA
WYend Addr Flag :
ov : Cov Prov Method :
Information
lace : Dx1: Rec'd: Batch No:
eason; Dx2: UTTILUSERL:
mp Dt: Dx3: CLIENT ID:
Dx4: TotBil: Sec:

elp, FZ=Delete, F3=Overview, F4=Motes, FG6=Spec Functs

The first thing you must do is enter the Date which is the date of service

Next you will hit enter and Diamond will assign a claim number in the Claim No. field
(if you were making corrections/reversals, etc. you would enter the actual claim
number)

Enter through the Thru and Auth No. fields

Enter the UCI number of the member you are entering services for in the Member
field and enter “00” (person no. field). This will automatically populate the Member
Information (client's name, age, DOB, sex, group, plan, LOB, panel and group
name). It is critical to make sure the information you are entering is correct.

Enter through the Ref Prov field and enter the UPI number for the provider who is
providing the billable service. The Provider Overview will automatically pop-up. You
will then need to highlight the appropriate Provider Address and hit enter.

i. The first provider address (contains the actual address of the provider) is
chosen for all services that are attached to the primary price schedule
“PO” or the alternate price schedule “A0”




ii. The second provider address (AODINDIV) should be chosen if the
service is for AOD Individual Counseling (primary price schedule “P1”) or
AOD BH Hotline (alternate price schedule “A1”).

iii. The third provider address (MHGROUP) should be chosen if the service
is for MH BH Counseling/Therapy - Group or MH Community Psychiatric
Supportive Treatment - Group (primary price schedule “P2”).

—Provider Overview

Prov ID Address Line 1 City ST Zip

PPPYOPE10182 65 MESSIMER DRIVE NEWARK OH 43055
P0000PR10182 AODINDIV 43215
PeO00eE10182 MHGROUP 43215

<Up/Down>=roll, <Enter>=maintain, <Home>=exit: .

e This will automatically populate the Provider information (provider name, provider
address flag, type, specialty and participation status). The Prov Addr Flag
information will be highlighted. Hit enter.

e The “Y” in the PAR field will now be highlighted. Hit enter and this will take you down
to Claim Information.

e The Vendor information (vendor number name) is now automatically populated. Hit
enter and the fields Cov Prov and Cov Prov Method are now populated.

o Enter the place of service in the Serv Place field.
o Enter through the Serv Reason field and the Acc/Symp Dt field.

¢ You now come to the four diagnosis fields. Enter a valid diagnosis code (if required)
in the Dx1 field. You can enter up to three more diagnosis codes, if applicable, or
enter through the fields

¢ Today’s date will automatically be placed in the Rec’d field, press enter.
e Enter through the UTILUSERL1 field.



If you know the CLIENT ID (this is the provider’s ID for the client that they use in their
software/system) enter it, if not enter through the field.

Enter the total amount billed for the service in the TotBil field and press enter.
Remember: If the total billed is $100.00, you must enter 10000 - the decimal
point is automatically entered by the system.

Note: A warning message of “Possible duplicate of claim no:.....” may appear after
you enter the TotBil amount. This does not necessarily mean the claim is a
duplicate. A warning message on the header screen just means that the client has
received other services from this provider on the same day and the claim may be a
duplicate. If the claim is in fact a duplicate, a warning message will appear on the

detail screen that says “Duplicate of claim no:......".

Enter through the field Batch No. unless your board assigns a batch number
manually.

Your security code should automatically be inserted in the Sec field. Press enter.

You will now have a choice of: A-adjudicate, P-price, S-save or L-lose changes (F7
for letters is not used). The system default is “A”. Select “A” if it is not already
chosen, press enter. “A” prices and adjudicates the claim line.
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The screen below is a completed header screen.
(Member UCI and name have been blanked out).

07/25/2003 0000P0R421246550
/7
00 25.1
FRAN DENON253 NON
?0P0PORO1195
DCBH DOP Y
1185
11 290.0 07/25/2003
292.1
/o 296.0 123456789
295.35 100.00

IAdjudicate, Price, Save, or Lose changes?(A,P,S,L - F7 for letters): I

25B

000

F
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oo1 i

Adjustment - Enter adjustment indicator, or R to reverse item

e This will now take you to the claim detail screen. The Claim Header information will
already be populated.

o The prompt will be at the Line field in the Line Item Detail section of the screen.
(See screen shot of Claim Detail screen - above.)

Note: If you make a mistake when entering the Procedure Code (Proc), Modifier (Mod),
Quantity (Qty) or Billed Amount you should hit “Home” and start over entering the detail
information. Not starting over could cause the claim line to not price and adjudicate

accurately.

Enter through the Line field and the Adjustment field (a value would be entered
here if you were making an adjustment/reversal to a previous claim).

The Date of Service field will be populated from the Date field in the Claim
Header.

Hit enter and the Thru Date will be populated with the same date as the Date of
Service field. (Per Medicaid Policy, a range of dates of service is not permissible
for behavioral health services. For services administered over a range of dates,
only a single date of service should be provided.)

Insert the procedure code in the Proc field, press enter.

There are four modifier fields (Mod1, Mod2, Mod3 and Mod4). Enter the
modifier(s) in the appropriate modifier field(s). Press enter.

0 Referto MACSIS Procedure Codes - ODMH and MACSIS Procedure
Codes - ODADAS for what modifiers can be used with each procedure
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code and MACSIS MH HIPAA Modifier Code Table and MACSIS AOD
HIPAA Modifier Code Table for descriptions of the modifier codes.

0 Mod3 and Mod4 are not used to adjudicate the claim and are for board
assigned informational purposes only.

o The DxPtr (diagnosis pointer) field is automatically valued to 1. If more than one
diagnosis code is entered, this value should point to the diagnosis code that is
the primary diagnosis for the service being billed. If 1 is the correct value, press
enter. If the value is other than 1, enter the correct value and press enter.
However if you enter other than 1, Diamond does not use that diagnosis for
adjudication purposes.

e Key in the units of service in the Qty field, press enter. If the units of service
contains a decimal, you must key in the decimal point otherwise 1.5 units
becomes 15 units.

e The POS (place of service) field will automatically be populated from the Claim
Header.

e Record the billed amount in the Billed field remembering to enter $100.00 as
10000, press enter.

e The Allowed field will automatically be filled in, press enter.
Note: If the claim is a duplicate of another claim this is when you will see the

warning: “Duplicate of claim no: ......".

e The client Copay field will automatically be populated if a client has a rider code
in MACSIS.

e Enter through the remainder of the fields unless you have an Other Carrier
amount that needs to be entered in the OthCarr field, in which case you would
also need to enter the “Other Carrier Reason Code” in the OthCarr Rsn field.

e The remainder of the fields (listed below) will be populated automatically by the
adjudication process.

Allowed Rsn - Allowed Reason Code
Copay Rsn - Copay Reason Code
Medical Def - Medical Definition
Claim Stat - Claim Status

Proc Stat - Processing Status
Company - Company Code

G/L Ref - General Ledger Reference

NOTE: If the claim is for AOD Individual Counseling or AOD BH Hotline (provider
address 001 - AODINDIV) or for MH BH Counseling/Therapy - Group or Community
Psychiatric Supportive Treatment - Group (provider address 002 - MHGROUP), and
the incorrect modifier is entered on the claim detail line, the claim defaults to the
rate on the primary price schedule which is associated with provider address 000.
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The screen below is a completed claim detail screen (UCI has been blanked out).

OPCLM Outpat and Professional Claims
——Claim Header
Date @7/25/2003 Clm P00P000421246550 Auth Lv POS 11
Mbr .@@ PCP Plan DFNON253 Dx1 290.0 Dx3 296.0
Prov 000@0@00@1195 Type DCBH  Spec DOP Rsn Dx2 292.1 Dx4 295.35
—Previous Line Items Status—
Line Svc Date Proc Qty Billed Allowed Net C P

—Line Ttem Detail

001 @7/25/2003 - 0@7/25/2003 Proc : HOOO4 BH COUNS/THERAPY
Modl: HE ModZ2: 99 Mod3: HY9 Mod4d: HB DxPir: 1 Qty : 1.0 POS : 11
Billed :$ 190.00
Allowed:$ 22.49 Allowed Rsn : PCFSC Claim Stat : P
Not Cov:$ @.8@ NC /7 DN Rsn : Proc Stat : U
Copay :$ 4.50 Copay Rsnhn : 20/8F Hold Rsn 1 :
Deduct :$ @.00 Deduct Rsn : Hold Rsnh 2 :
OthCarr:$ @.8@ OthCarr Rsn : Hold Rsn 3 :
Withhld:$ 0.00 Adjust Rsn : Company : FRAN
Net S 17.99 Medical Def 2400 G/L Ref : NMH
Method Af Post Date Check Date

Fl=Help, F2=Delete, F3=Previous Line Items, F6=Special Functions, F7=Ltrs—

Note: Remember that if you enter a second claim line (002) and it is a Medicaid payable
service, it will never be extracted and sent to ODJFS for payment.

IX. EDI Claims Process Overview for 837P

1. Board receives and verifies file from provider

There are a number of ways that providers may submit claim files to a board. The
board may receive the file electronically or via a floppy disk. The board should have
a notification form that the provider completes for each claim file they send to the
board. This form should contain the name and UPI number of the provider submitting
the file, the date the file is being sent, the name of the file, the number of claim lines
and the total dollar amount of the claims in the file, the period the claims are for and
the person submitting the file. This form should be either faxed or emailed to the
board when the file is electronically transferred, or be delivered with the floppy disk.
This serves as a record for the provider and as a notification to the board of an
incoming claim file.

Once a board has received the file, it should be logged and the file should be verified
that it is readable, that the file has been named correctly and it is not a duplicate file.
Boards are encouraged to validate the file to make sure it passes basic HIPAA EDI
format requirements.

Boards should not be rejecting claim files from providers for reasons other than the
same reason the State would reject the file (ex. , bad file name, duplicate file sent,
invalid file format) UNLESS the provider mutually agrees it is in their best interest to
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resubmit the file. This issue has Medicaid Policy implications. On January 21, 2004 -
Margie Herrel noted that ODJFS' has historically cautioned any board from rejecting
a claim file that might contain valid payable Medicaid claims. The EDI sub-committee
agreed to recommend the best practice of not rejecting a claim file for any other
reason than as rejected by the State. It is important to note this is a board level
recommendation in regards to 837P files only. The State will process claim files as
approved by individual boards, even if some critical errors are included in the file.

NOTE: Boards should verify that the files are named correctly. For 837P — UPI
files the naming convention is Axxxxxx#.julyy and for 837P — NPl files the
naming convention is Nxxxxxx#julyy. (Refer to the section on Eile Naming
Conventions.)

Board FTP’s file to MACSIS

Once the file has been logged and verified it is ready to be FTP’d to the MACSIS
system. There are many products on the market for this purpose. Make sure you
transfer the file in ASCII mode.

The file should be FTP’d to the board’s county/hipaa/input/ directory.

File is checked to make sure submitting provider has passed Tier 2 and has been
approved for production.

File is checked for duplicate submissions of the same filename.

Any duplicate file submissions will be rejected.

MOM moves file and performs “surface” examination (OVERNIGHT Process)

A SAS program will move the 837P files from your county/hipaa/input/ directory (an
archived copy of your original file will not be stored on the MHHUB server) and
perform a surface examination much like Hublink did on the HCFA file. The program

check for various errors and the file may be rejected for a number of reasons (see:
Overnight Program Errors).

E-mail is sent to the Board Claims/EDI Notice Group as well as the MACSIS
Support Desk. The e-mail will also contain a copy of the report in PDF format.
Refer to Sample EDI Notice and PDF Report File.

Copy of the above e-mail as an ASCII file is FTP'd to your /hipaa/reports/
subdirectory along with a copy of the PDF Report File.

Naming convention for the ASCII file is XXB.DDMONYY.TXT (25B.03JUN04.TXT)
where XX would be replaced by your MACSIS Board Code, DD is the day, MON is the
month and YY is the year.

Naming convention for the PDF Report file is
XXB.DDMONYY.OVERNIGHT.1.REPORT.PDF
(25B.03JUNE04.OVERNIGHT.1.REPORT.PDF) where XX would be replaced by your
MACSIS Board Code, DD is the day, MON is the month and YY is the year.
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10.

11.

12.

13.

14.

Rejected files are moved back to your /hipaa/reject/ subdirectory
Files that pass are moved to a holding area on another server
The files will then be processed based on your assigned HIPAA processing day.

Weekly report is produced on your assigned claims processing day and includes
information on all files accepted during the overnight process. This report is e-
mailed to the Board/Claims EDI Notice Group as well as the MACSIS Support Desk.
The e-mail contains the report in PDF format. A copy of this report is also FTP'd to
your /hipaa/reports/ subdirectory. Refer to Sample EDI Weekly Report.

Naming convention for the PDF file is:
XXX.DDMONYYYY.WEEKLY.PROCESS.REPORT.1.PDF
(25B06JUN2006.WEEKLY.PROCESS.REPORT.1.PDF) where XXX would be replaced
by your MACSIS board code, DD is the day, MON is the month and YYYY is the year.

Mom runs claims EDI — Edit mode

The MOM Production Control staff processes the board'’s file(s) in Diamond in edit
mode and assigns the Batch ID. The format for Batch ID is Axxxyyijjj (e.g., where
xxx is board number and type, yy is the year, and jjj is the Julian date so for Franklin
for today it would be A25B03265).

Six reports are created by MOM and are FTP’d to your /hipaa/reports/ subdirectory.
MOM will notify the board by email that the edit process is complete and that the Edit
reports are ready.

Board review & determination of whether to post batch

Check your email for notification from MOM

Check /hipaa/reports/ subdirectory as to status of the weekly run

Check /hipaa/reject/ subdirectory, notify provider, and update logbook
Download the PREDI Edit reports and review/print reports

Determine if batch should be posted and notify MOM within 5 calendar days

MOM runs claims EDI — Post mode

MOM processes file in Post mode

MOM runs OPLST and Post reports on posted claims
MOM FTP’s reports to board /hipaa/reports/ subdirectory
MOM notifies board via email that post is finished

Work claims reports

o Review critical error report and notify providers of rejected claims that need to be
resubmitted

Review non-critical error report and research/notify provider

Check held claims to determine why and research, fix or deny

Check denied claims and notify provider

Check post report for duplicate warnings and rejects/adjustments
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15. Delete report files stored in UNIX subdirectories

X. Claims EDI Edit Reports

After MOM runs claims through the EDI edit mode there are six reports that are created. These
reports are found in the /hipaa/reports/ subdirectory and should be downloaded and saved (they
will be overwritten next time the EDI edit process is run). After the reports have been
downloaded and printed, they should be deleted from your UNIX directory. (The PREDI-P report
is very large and printing of the entire report is not recommended). Each report should be
reviewed and the proper action taken.

Description of EDI Edit Reports

Descriptions of each report and the action required by the board staff are as follows (for
samples of the reports see the Reference Documents section or Working PREDI Edit

Reports section):

REPORT NAME:

CLAIMS EDI JOB LOG

Report ID: 000 PREDI-J

Frequency: Generated one per batch — in edit mode

Purpose: Provides time stamped detail of EDI functions performed on batch. This
is one of the most important reports to determine whether a batch should
be posted. It provides a summary showing the number of claims, critical
errors, non-critical errors, rejected claims and accepted claims

Notes: e This report is used in conjunction with the critical and non-critical

error reports to determine whether a batch should be posted.

¢ If the non-critical error rate is high, it may be due to something as
simple as one missing PROCP record or the wrong price schedule on
a PROVC record. While the records with non-critical errors could be
posted and corrected in Diamond, it may be easier to enter the
missing support table record and reprocess entire batch.

Action Required:

Review and determine the overall error rate for batch and evaluate
quantity vs. types of errors to decide whether to post the batch.

REPORT NAME:

DETAIL CLAIMS REPORT

Report ID: 001 PREDI-D

Frequency: Generated one per batch — in edit mode

Purpose: Provides summary of each claim that was submitted within the batch
Notes: Shows line by line listing of each claim within the batch showing whether

accepted or rejected.

Action Required:

None required

REPORT NAME:

CRITICAL ERRORS REPORT

Report ID: 002 PREDI-C
Frequency: Generated one per batch — in edit mode
Purpose: Shows records that have missing or invalid data, generally from the

header. These records will not be posted into Diamond when/if the batch
is posted.
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Notes:

e This report should be used in conjunction with the PREDI-D report.
e Common problems include provider not found, subscriber not found,
diagnosis not found, procedure not found, modifier not found, etc.

e MBRIN (member ineligible at the time of service) now causes a
critical error - (DTL600) No Company/GL Ref assigned - Prevents
“*OHIO” claims from getting into Diamond 8+

o0 Several related non-critical errors also appear

Action Required:

If this batch is posted, the provider for each claim on this report will need
to be contacted to correct and resubmit the claim.

REPORT NAME:

NON-CRITICAL ERRORS REPORT

Report ID: 003 PREDI-N

Frequency: Generated one per batch — in edit mode

Purpose: Shows records that have errors that are non-critical, but require follow-
up. These errors are generally at the claim detail level.

Notes: The following are common errors:

o Imperfect Patient No. Match

e Error OPE088 occurs when the provider address on the 837P does
not match exactly the provide address in the PROVF keyword

¢ No provider contract record found

e Unable to use price rule 00

¢ No company or G/L reference code assigned

Action Required:

If Imperfect Match, claim will still process. May want to coordinate with
provider to correct and eliminate future problems.

Otherwise, claim will be held or denied based on BRULE'S in effect.
Board will need to research and correct claim if appropriate, then re-price
and adjudicate.

REPORT NAME:

AUTH LINK REPORT

Report ID: 004 PREDI-A

Frequency: Generated one per batch — in edit mode

Purpose: To determine if a valid authorization record exists for each claim
Notes: This functionality is turned off at this time. The interaction between

authorizations and claims EDI is turned off. It may be implemented in the
future. This report is always empty.

Action Required:

None

REPORT NAME:

PRICING AND ADJUDICATION REPORT

Report ID: 005 PREDI-P

Frequency: Generated one per batch — in edit mode

Purpose: To identify the logic used for pricing and adjudication for each claim
within the batch.

Notes: It is recommended that this report be carefully examined during the go-

live testing process. Due to the length of this report, after go-live it is not
recommended to print this report on an on-going basis. For questions on
a specific individual claim, can view details by selecting claim, re-
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adjudicate (F6, B), then view pricing (F6, P) and/or adjudication (F6, D)

Action Required: | Review pricing to make sure provider is billing correct amount and that
necessary PROVC and PROCP records exist in Diamond.

Posting/Canceling a Batch

Once you have reviewed all of the edit reports, the decision must be made whether the batch
should be posted. You have 5 calendar days in which to notify the MOM production staff
whether to post or cancel the batch. This must be done via email.

There may be instances where a board needs to cancel a run due to incorrect builds and/or
incorrect rates. Look very closely at the edit reports to determine what the errors are, how many
providers would be affected, how many claims would have to be resubmitted and how many, if
posted, are going to require manual intervention by board staff.

If you decide to cancel the run, notify MOM via email. (Remember to keep your logbook up-to-
date.) Review the provider files to determine which 837P file(s) is causing the errors. Notify the
provider(s) of the problems and ask them to resubmit their file.

If you decide to post the batch, notify MOM via email to post your file. You will then be notified
by email when the post is finished and that your post reports are available.

*It is recommended that all boards keep copies of all 837P files submitted at least until they
have been posted because archived copies of the file will no longer be kept on the MHHUB
server. This way if you have to cancel the posting of the batch and only one provider needs to
resubmit, you will already have copies of the 837P claim files for the other providers to load into
your board’s /hipaa /input/ directory. For Medicaid claims, you may want to wait until they have
made it through the double loop process. Files that are resubmitted must be renamed by
incrementing the counter to the left of the decimal in the file name (ex. Original file -
A0010431.31402, resubmitted file - A0010432.31402).

Best Practice: Put all source 837P files, PREDI reports and POST reports together into a
subdirectory/CD.

Working PREDI Edit Reports

Whether or not you have posted the batch, the Edit Reports should be reviewed and providers
notified of errors that need to be corrected. This will prevent the same errors from coming
through in either the resubmitted 837P files or in future 837P files

This report (see Sample PREDI-J Edit Report) provides time stamped detail of the various
EDI functions performed on the batch, as well as a summary of the number of claims, critical
errors, non-critical errors, rejected claims and accepted claims. The summary totals should
be checked against your logbook to make sure they agree. This report should be reviewed
when determining whether to post a batch. If this report shows critical and/or non-critical
errors board staff should review the other Edit Reports to determine what the errors are and
what is causing them. |Is there a support table record that needs to be added; are providers
entering dates incorrectly, etc.? If it is a support table record that needs to be added, cancel
the run, enter the record and ask for a second edit run. If you do not cancel the run and you
add a support table record, the table fix will not be in effect when the file is posted. Ifit is a
provider problem, notify the provider and have them make the corrections in their system
before they resubmit their 837P claim file.
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Note: Any critical errors will cause the last line of the log to say, “Process EDI
Transaction set job is terminated because of fatal errors”. Disregard this error
message.

This report (see Sample PREDI-D Edit Report) provides a summary of each claim that was
submitted in the batch and shows whether it was accepted or rejected. The claims that were
rejected are due to critical errors. These will also show up on your Critical Error Report
(PREDI-C). This report is a quick overview and requires no action to be taken by the board
staff. The report, however, could be imported into a spreadsheet/database in order to
summarize accepted/rejected claims by provider or member.

This report (see Sample PREDI-C Edit Report) shows all records with missing or invalid
data. These are the same claims that showed as rejected claims on the PREDI-D report.
This report is very important because it is the only report that shows all rejected claims and
their errors that need to be resubmitted by providers if the batch is posted. (Refer to PREDI
Error Codes.) Board staff should review this report, determine the corrections needed and
notify the provider. The provider staff should be made aware that these claims would need
to be resubmitted.

You will notice that many of the errors on this report come in pairs. For example: FATAL
OPEOQ010 Patient Person Number cannot be determined will automatically cause FATAL
OPEO015 Claim Line Rejected!! Patient Not Found. Because Diamond could not match the
member, it could not process the claim. Correcting the first error will automatically take care
of the second. The error could be as simple as the member’s first name in Diamond is
Edward and the provider has his first name as Eddie. (See the section on “Calculating the
Person Number”.)

Any critical error (i.e., OPE005, OPE006, OPE010) that cannot determine the member,
whether it cannot match the name, missing UCI, invalid UCI, etc., will also cause an OPE015
Claim Line Rejected!! Patient (or Subscriber) Not Found error.

When a member is ineligible at the time of service the critical error DTL600 - No
company/GL Ref assigned is generated. This is because the client is not in a plan and
therefore belongs to no company. This situation also results in several non-critical errors.
This error used to result in a non-critical error and created what was known as an OHIO
claim

This report (see Sample PREDI-N Edit Report) shows errors that, unlike the critical errors,
will actually make it into Diamond. Many of the errors on this report will cause the claim to
either be “held” or “denied” based on benefit rules (BRULE’S). One invalid data field may
cause multiple errors. Correcting the first error will automatically correct the other errors.

Providers should be notified of their non-critical errors and of the information Diamond has
for the respective field (if applicable). The provider then needs to determine which
information is correct. If the information in Diamond is correct, providers need to update their
system. If a provider feels the information they have is accurate they should submit a New
Member Enrollment/Change form with the correct information so that Diamond can be
updated. If the client is a Medicaid client and the provider is sure their information is correct
and the information ODJFS has is incorrect, follow the procedure on page 19 of the Board
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Operations Manual — Hipaa Member Section for setting the “Medicaid Name Override
Flag” or having ODMH staff set the “Medicaid Override Flag”.

Calculating the Person Number

Another common error is: WARN OPEOQ11 Imperfect Patient No. Match: Level 1.
Diamond makes four attempts to match patient data on the incoming claim with that of the
members on file in the system. First, it looks for a perfect match, when this fails; it tries for
three (3) different types of imperfect matches. This error will not keep the claim from
processing, but if left uncorrected, the error will appear on subsequent Non-Critical Error
Reports. The client’s last name, first name, date of birth and gender should be verified with
the provider. Either Diamond or the provider system has the wrong information and must be
corrected. If this is a Medicaid client and the provider is sure their information is correct and
ODJFS’ is incorrect, follow the procedure in the “Member Manual” for having ODMH staff set
a “Medicaid Override Flag”.

> A Perfect Match can be made if:

1. There is an exact match on UCI, first name, last name, date of birth and gender
between the claim and the member on file.

2. There is an exact match on UCI, first name, last name and date of birth, but there is
not enough information to make a match on gender (i.e., gender is missing from the
claim, the member file or both).

When Diamond fails to make a “perfect match”, it will then try to make an “imperfect match”.
It will try an Imperfect Match - Type 1 first, then an Imperfect Match - Type 2 and lastly an
Imperfect Match - Type 3.

» An Imperfect Match can be made in a combination of ways. The most common being:

1. There is an exact match on UCI, first name, last name and gender, but the dates of
birth do not match.

2. There is an exact match on UCI, first name, last name and date of birth, but the
gender codes do not match.

3. There is an exact match on UCI and a partial match on first name, a match on date
of birth and a match on gender.

4. For Pseudo clients if the gender = “U” on the member record, the date of birth and
name must match exactly.

Note: If Diamond fails to make a “perfect” or “imperfect” match, you will receive a critical
error on the PREDI-C. If it is a valid UCI, you will get an OPE010 Patient Person Number
cannot be determined.

Authorizations are turned off in Diamond at this time. If this function were implemented in
the future, this report would determine if a valid authorization existed for each record. This
report (see Sample PREDI-A Edit Report) will be blank as long as Authorizations are
turned off in Diamond.

This report (see Sample PREDI-P Edit Report) identifies the logic used for pricing and
adjudication of each claim line. It will tell you what benefit package was applied and the
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specific benefit rules, price schedule, price region, etc. This report is extremely long and it is
not recommended that boards print this on an ongoing basis after the “go-live” process. If
you have questions on a specific claim you can view the details by selecting the claim, re-
adjudicate (F6-B) then view pricing (F6-P) and/or adjudication decision (F6-D).

XI.

Claims EDI Post Reports

Upon completion of posting of your batch, MOM will run the Post and OPLST reports on posted
claims. These reports will be put in your directory and you will be notified when they are
available. These reports are in the /hipaa/reports/ subdirectory and should be downloaded and
printed. Once you have downloaded these reports they should be deleted from your UNIX

subdirectory.

Description of EDI Post Reports

Descriptions of each report and the action required by the board staff are as follows (for
samples of the reports see the Reference Documents section or Working EDI Post Reports):

REPORT NAME:

POST REPORT

Report ID: 101 Report name is the same as the batch ID/TRLOG identifier

Frequency: Generated one per batch in post mode

Purpose: Lists all claims with changes in pricing/adjudication between edit and
post due to benefit rules and duplicate rules; shows claims denied as
duplicates either within a file or against the database.

Notes: It is recommended that this report be saved as an ASCII file and then

read into an editor or word processing package to search for the records
that contain “warning” and “hold” messages due to application of benefit
and duplicate rules. The warning messages will not appear in any other

reports.,

Action Required:

Review by board.

REPORT NAME:

OPLST — All Records (sorted by Prov ID and UCI)

Report ID: 102

Frequency: Generated one per batch after posting

Purpose: Reference list of all accepted claims in the batch with pricing,
adjudication and claim status information

Notes:

Action Required:

Final review of claims pricing and adjudication.

Working EDI Post Reports

This report lists all accepted claims in the batch that were submitted by the board. This
report is an ASCII file that could be imported into various software products (i.e. Access,

” W«

Excel, etc.) to generate reports for “held”, “denied” and “payable” claims by provider. (See
OPLST File Layout (Report 102).

Denied Claims
The board should review the OPLST report and examine all denied claims to make
sure they were denied appropriately and contain a “denied reason code”. Providers
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should be given a list of their denied claims. Note: If a NC (not covered) reason
code is not present, it is usually because Diamond was unable to find a
PROCP record.

If the claim has been correctly denied, and has a processing status of “U” (un-
posted), no further action within Diamond is required. If the denied claim has a
processing status of “H” (held) and has been correctly denied, board staff must take
the claim off “hold”. To take the claim off hold, refer to the “How To...” section, “Un-
pending Denied and Held Claims”.

If a claim was denied but should be changed to a payable claim, refer to the “How
To...” section, "Making a Denied Claim Payable”.

Held Claims
The board should review the OPLST report and examine all held claims and the
reason for the claim being placed on hold (see Diamond Reason Codes -
MHHIPAA). After researching why the claim was placed on hold, you can fix, deny or
make the claim payable. Please refer to the appropriate section under Procedure
for Claim Corrections within MACSIS.

Payable claims
These claims, if left untouched, will process through the system and be paid and
finalized.

This Post Report lists all claims with changes in pricing/adjudication between edit and post
due to benefit and duplicate rules. This report is extremely helpful in finding claims denied
as duplicates.

It is recommended that this report be saved as an ASCII file and then read into an editor, a
word processing package, Monarch, etc. You can then go in and search records for the
words “warning” and “hold”. All records with either “warning” or “hold” should be researched.

XlIl. Claims Corrections Policy

Claim Corrections in MACSIS (For Claims with Dates of Service Beginning July 1,
2003)

Source: MACSIS Policy Team

To establish guidelines and specific procedures for when and how boards may make
claim corrections within MACSIS for erroneously billed services. All corrections must be
made in accordance with the “Procedure for Claim Corrections within MACSIS”.

Policies:

Only the following claim errors may be corrected in MACSIS:

Finalized MH Medicaid and non-Medicaid claims

Un-finalized MH Medicaid and non-Medicaid claims

Finalized AOD Medicaid and non-Medicaid claims

Un-finalized AOD Medicaid and non-Medicaid claims

The wrong number of units were billed (i.e., straggler claim, incorrect units)
The billed amount was incorrect

Incorrect procedure code
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Incorrect modifier

Incorrect third party amounts

Wrong date of service

Incorrect UCI

Date of service on claim is over 365 days old when received in MACSIS
OHIO claims

Mismatch claims

Claims that have been reported on the OHEXT Error Report

Client has retroactive Medicaid eligibility

Denied claims with missing information

Note: “Denying” a claim for payment within MACSIS because it had been billed
twice is not the same as “denying” a client treatment. The term “denial” in this
document refers to the denial of payment, not the denial of treatment.

1. This guideline is not to be used to reverse claims paid before a resolution to a residency
dispute. This is because the provider is not responsible for creating a residency dispute
and therefore their funds should not be retracted accordingly. As noted in “ODADAS-
ODMH Guidelines Pertaining to the Implementation of MACSIS under HIPAA”,
Topic 8, section 16. Boards are to resolve monies owed due to residency dispute
resolutions outside of MACSIS.

2. All claims adjusted/reversed/denied/etc. MUST have a reason code.

This Guideline is NOT to be used to adjust Medicaid rates. Medicaid rate changes are
assigned an effective date based on the day they are input into Diamond by
ODMH/ODADAS. Therefore, neither boards nor providers are to use the claims
correction procedure to retroactively update Medicaid rate(s). In instances where boards
maintain separate rates for non-Medicaid, the claims correction procedure may be used
to correct non-Medicaid claims due to an incorrect or retroactive rate change.

4. To ensure consistency across provider and board areas, both ODMH and ODADAS will
allow correcting of Medicaid claims and non-Medicaid claims regardless of claim status.

5. All claims (whether AOD or MH) will be corrected following the “Procedure for Claim
Corrections within MACSIS”.

e Boards may require claims that were originally denied in Diamond
(missing/invalid modifier/diagnosis code) due to provider error to be resubmitted
electronically.

e Boards cannot require providers to resubmit claims electronically if the claims
were originally denied in Diamond due to board error, unless mutually agreed to.

No other claims may be corrected by resubmission. Claims denied as
duplicates (e.g., straggler claims) must be corrected following the “Procedure
for Claim Corrections within MACSIS”.

6. DO NOT reverse Medicaid claims which have not come back from the Ohio Department
of Job and Family Services (ODJFS).

If ODJFS rejects the claim and a board has already reversed the claim line in
Diamond, the claim will have two reversal ACPAY records and the monies will be
deducted from the provider twice. The only way to check if claims have been
extracted and sent to ODJFS is to use the claims extract file. If there is a date in the
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ODHSEXTD field, the claim has been extracted and sent to ODJFS. When there is a
date in the DTPAID field and in the ODHSEXTD field, the claim has been extracted,
sent to, and returned by ODJFS.

7. Boards MUST pay claims when they have been finalized and documented on the 835(s)
(even if corrections are going to be made). The erroneous claims must then be “worked”
following the “Procedure for Claim Corrections within MACSIS”.

The ODJFS’ adjudication deadline is 365 days from the date of service. If the date of
service on the Medicaid claim is 366 days or older when it is received in MACSIS,
(based on the received date in Diamond) the board may deny the claim or may allow
the claim to be submitted to ODJFS for adjudication.

8. Boards and providers are responsible for identifying claims billed in error to ODJFS in a
timely manner.

9. Boards and providers must use the Claims Correction Form to identify erroneously billed
claims. Exception: For large batches of erroneous claims, boards and providers may
mutually agree to another method to identify/report errors. The key is it must be a mutual
agreement; otherwise, boards and providers must accept the standard Claims
Correction Form. Boards and providers MUST maintain a copy of this form (or mutually
agreed upon report) to serve as written documentation that a service was or was not
erroneously billed.

10. Boards are permitted to place claims in question on hold for no more than 30 days after
entered into Diamond.

11. Providers are permitted 30 days from the date of notification of the potential error to
respond to the board regarding the claim.

» |f no response is received from the provider within 30 days, boards may reverse
a finalized claim or deny an un-finalized claim.

12. Boards are required to process corrections with little delay after receipt of a Claims
Correction Form or a provider response to a Claims Correction Form.

13. The actual, year-end Medicaid cost reconciliation will be handled according to ODADAS’
or ODMH’s Medicaid Reconciliation Guidelines.

14. Boards MUST “work” the OHEXT Error Report and correct Member eligibility spans to
resolve claims which are being paid as Medicaid but are not being extracted and sent to
ODJFS.

15. Boards MUST “work” the OHIO claims, the Mismatch claims, and the Retroactive
Medicaid claims in a timely manner.

*The MACSIS Claim Correction Policy is adopted as phase | of ODADAS' re-engineering
of Medicaid reconciliation. Phase | represents movement toward alignment of current
Medicaid reconciliation processes with MACSIS technology.
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XIll. Procedure for Claim Corrections within MACSIS

(For Claims with Dates of Service Beginning July 1, 2003)

General

To ensure consistency across provider and board areas, both ODMH and ODADAS
will allow the correction of both finalized and un-finalized Medicaid claims and
finalized and un-finalized non-Medicaid claims.

The procedure for correcting claims will vary depending on whether the claim has
been finalized or is un-finalized.

If a board identifies an erroneously billed service, a Claims Correction Form'is to
be completed and sent to the provider.

When a provider identifies a claim that was erroneously billed, a Claims Correction
Form is to be completed and sent to the board that is responsible for payment of the
claim.

With the roll-up of claims, there may be occasions when a same-day service comes
in after the initial claim was submitted. This is a “straggler” claim. These claims will
be denied as a duplicate claim. If these claims are identified before the original claim
is finalized; follow the “Un-Finalized Claim Correction Procedures” for incorrect units
of service billed. If the provider identifies the “straggler” when it is reported on an 835
(denied as a duplicate claim), the “Finalized Claim Correction Procedures” for
incorrect units would be followed to correct the claim.

Refer to the Claim Corrections in MACSIS (For Claims with Dates of Service
Beginning July 1, 2003), for the policy regarding claims correction.

Procedure For Correcting Claims Prior to Reimbursement Through MACSIS
(Un-Finalized Claims)

Whether these claims are identified by the board or the provider the correction
procedure is the same except if it is board-identified, the board should put the
claim(s) on hold with the appropriate reason code.

1. Board ldentified Claims

a. Using OPCLM, access the claim line in question and change the processing
status to “H”(held) and enter one of the following Held Reason Codes:

MCDBA — Medicaid Billed Amount Correction
NONBA — non-Medicaid Billed Amount Correction
MCDDU — Medicaid Duplicate Claim Correction
NONDU — non-Medicaid Duplicate Claim Correction
MCDMO — Medicaid Modifier Correction

NONMO — non-Medicaid Modifier Correction

' For large batches of erroneous claims, boards and providers may mutually agree to another method to identify/report errors. The
key is it must be a mutual agreement; otherwise, Boards and Providers must accept the standard Claims Correction Form.
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MCDPR - Medicaid Procedure Code Correction
NONPR — non-Medicaid Procedure Code Correction
MCDTP — Medicaid Third Party Amount Correction
NONTP — non-Medicaid Third Party Amount Correction
MCDUN — Medicaid Units of Service Correction
NONUN — non-Medicaid Units of Service Correction
MCDWC - Incorrect UCI Billed

NONWC - Incorrect UCI Billed

MCDWD - Incorrect Date of Service Billed

NONWD - Incorrect Date of Service Billed

Update (save) the claim detail.

Claims identified by the board as billed in error will be reported to the
provider on the Claims Correction Form within a week of being
identified.

Provider will have 30 days from receipt of the Claims Correction Form
to provide written confirmation that the claim was or was not in fact
billed in error. (If a provider states a service was not billed in error, they
must have the clinical documentation on file to support their claim.)

Boards are permitted to keep a claim in question on hold for up to 30
days after the Claims Correction Form was mailed to the provider. If
there has been no response from the provider after 30 days, the board
may deny the claim (see # 2-g. below).

2. Board and Provider-ldentified Claims

Once the board receives the written confirmation from the provider that the
service was or was not billed in error, or a Claims Correction Form is received
from the provider (provider-identified billing error), claims must be corrected
following one of the procedures below.

The board must keep on file all written confirmations from providers
regarding the services in question (i.e., for both those services
confirmed as erroneous and those which were confirmed as correct.)

It is critical that the boards include the not covered reason code when
correcting claims.

Claim Is a Duplicate

These claims have already been denied in Diamond as a duplicate (Claim
Stat “D”), but have not been finalized (Proc Stat “U”). No action is to be taken
on these claims in Diamond. They should be allowed to finalize as a denied
claim. If this is a “straggler” claim, the original claim is the one that will need
to be corrected following procedure b. (below) for correcting incorrect units of
service.
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b. Billed Amount, Units of Service, Procedure Code, Modifier, Place of
Service or Third Party Amounts are Incorrect

Note: Only correct the place of service code if it is changing from 51 or
99, or to 51 or 99.

Using OPCLM, access the claim line in question and then access the claim
detail screen. Correct the incorrect value and re-adjudicate the claim by
pressing F6- B. This also removes the held reason code(s) (if the claim was
on hold) and will change the processing status to “U”(Un-posted). Enter one
of the following adjustment reason codes:

e MCDBA — Medicaid Billed Amount Correction

« NONBA — NON-Medicaid Billed Amount Correction
MCDMO — Medicaid Modifier Correction

e NONMO - non-Medicaid Modifier Correction

e MCDPR — Medicaid Procedure Code Correction

* NONPR - non-Medicaid Procedure Code Correction

e MCDTP — Medicaid Third Party Amount Correction

*  NONTP - non-Medicaid Third Party Amount Correction

« MCDUN — Medicaid Units of Service Correction
NONUN — non-Medicaid Units of Service Correction

e MCDPS — Medicaid Place of Service Correction

«  NONPS - non-Medicaid Place of Service Correction

Update (save) the claim detail.

c. Incorrect Date of Service or Incorrect UCI billed

Using OPCLM, access the claim in question and then access the claim detail
screen. If the claim is on hold, access the 001 detail line and do an F6-C to
take the claim off hold. This also removes the held reason code(s), updates
the benefit accumulators and will also change the processing status to “U”
(Un-posted). Enter the not covered amount (this should be equal to the
allowed amount). This will automatically change the claim status to “D”
(Denied). Enter one of the following not covered reason codes:

e MCDWC - Confirmed Incorrect UCI Billed
* NONWC - Confirmed Incorrect UCI Billed
« MCDWD - Confirmed Incorrect Date of Service Billed
« NONWD - Confirmed Incorrect Date of Service Billed

Update (save) the claim detail.

Do not split the claim because it will carry the incorrect UCI and/or
incorrect DOS forward. The board should manually enter a new claim with
the correct information or, depending upon volume and ability, request the
provider submit the “correct” claim(s). If a board chooses to manually enter
the new claim, make sure that the primary header date and the date of
service on the detail line match.
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d. Claim Was Not Billed in Error Per Provider

If a claim was put on hold due to a possible billing error and it is later
determined that the claim was in fact billed correctly, the board should take
the claim off hold and remove the held reason code.

Using OPCLM, access the claim in question and then access the claim detail
screen. Make sure the detail line is 001 and do an F6-C to take the claim off
hold. This also removes the held reason code(s), updates the benefit
accumulators and changes the processing status to “U” (Un-posted). Update
(save) the claim detail. Do not enter an adjustment reason code since no
adjustment was made.

e. Claim Is Over 365 Days Old

If the date of service on a Medicaid claim is over 365 days old when it is
received in MACSIS (based on the received date in Diamond), the board may
deny the claim (without having to hold and confirm with the provider first) or
may allow the claim to be submitted to ODJFS for adjudication.

Using OPCLM, access the claim in question and then access the claim detail
screen. Access detail line 001 and enter the not covered amount (this should
be equal to the allowed amount). This will automatically change the claim
status on the claim detail line to “D” (Denied). Enter the following not covered
reason code:

e« MCDYO — Medicaid Claim More than a Year Old when Received
¢« NONYO - non-Medicaid Claim More than a Year Old when Rec’d

Update (save) the claim detail.

f. Original Claim is Denied

i. If the original claim(s) was denied due to missing or invalid modifier or
diagnosis code, boards may require the provider to resubmit the claim(s)
electronically or may choose to correct the claim manually, depending on
the volume. If the board has the provider electronically resubmit the
claim(s), the original claim should be allowed to finalize. The resubmitted
claim will not deny as a duplicate since the original claim was denied, not
reversed. If the board chooses to manually fix the claim, they would then
correct/add the missing or invalid modifier or diagnosis code and re-
adjudicate the claim so that it is now a payable claim.

ii. If the original claim(s) was denied due to board error (e.g., missing
PROCP), boards cannot require the provider to resubmit the claim(s)
electronically, unless mutually agreed to.

Note: No other claims may be corrected by resubmission.
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g. No Provider Response Within 30 Days

If a board has not received written confirmation from the provider that the
service is or is not an erroneously billed claim, the board may deny the claim
using the denied reason code of NPR30 - No Provider Response within 30
Days of Notice.

Using OPCLM, access the claim in question and then access the claim detail
screen. Make sure the detail line is 001 and do an F6-C to take the claim off
hold. This also removes the held reason code(s), updates the benefit
accumulators and will change the processing status to “U” (Un-posted). Enter
the not covered amount (this should be equal to the allowed amount). This
will automatically change the detail line status to “D” (Denied). Enter the
following not covered reason code:

*  NPR30 - No Provider Response Within 30 Days
Update (save) the claim detail.

h. Correcting OHIO Claims - MBRIN

Using OPCLM, access the claim in question and refresh the claim header
(F6-F).

i. Ifthere is a valid plan now in effect, press “END” and enter “A” to
adjudicate the claim. Access the detail line 001 and press F6-B to price
and adjudicate the claim. Press “END”, then “Y” to update/save the claim.
Press “HOME” to return to the Header screen and update/add the correct
security code. Press “END”, then “S” to update (save) the changes.

ii. If after refreshing the header there is still no valid plan in effect, press
“‘END” and then enter “A” to adjudicate the claim. Type in the correct
company code and the correct G/L Ref (usually DEF). Save/Update the
claim. Press “HOME" to return to the Header screen. Add the security
code; press “END” then “S” to save the changes.

i. Correcting Mismatch Claims

Mismatch claims occur when the EPLAN (eligibility plan in member for the
date of service), CPLAN (the plan on the claim header), company (company
on the claim detail) or security code do not match each other. How you
correct the claims depends on the type of mismatch.

i. Ifthe company code on the claim detail, the CPLAN on the claim header
and the EPLAN (eligibility plan in the member record for that date of
service) all match, but the security code does not match, correct the
security code on the claim header.

ii. Ifthe CPLAN on the claim header matches the EPLAN (eligibility plan in
the member record for that date of service), but the company code on the
claim detail does not match, access the claim detail line by pressing
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“‘END”, then “A” to adjudicate. Access the 001 detail line and press F6-B
to both re-price and re-adjudicate the claim detail. Press “END”, then “Y”
to update/save the claim detail. Press “HOME?” to return to the header
screen and add/correct the security code if necessary. Press “END” then
“S” to save the changes.

If the EPLAN (eligibility plan in the member record for that date of service)
matches the company code on the claim detail, but the CPLAN on the
claim header does not match, refresh the claim header by pressing F6-F.
Add/correct the security code if necessary. Press “END” then “S” to save
the changes.

. If the CPLAN on the claim header, the security code and the company

code on the claim detail all match, but do not match the EPLAN from the
member record covering that date of service you may need to investigate
to find out if this is intentional. (For example, a client may have been
Medicaid, the claim was reversed by ODJFS, and the board wants to pay
the claim as non-MCD. In order to do this the board may have changed
the client’s eligibility span to non-MCD, re-adjudicated the claim and then
changed the plan back to MCD. In this case the EPLAN would not
match.)

If there was a retro-eligibility change made to the member record and the
claim should be adjudicated based on that eligibility, then you will need to
refresh the header, re-price and re-adjudicate the claim and add/change
the security if necessary.

Il. Procedure for Correcting Claims After Reimbursement Through MACSIS

(Finalized Claims)

Whether the correction for a finalized claim (claim processing status of “P”) comes in
on a Claims Correction Form initiated by the provider or whether the board
identifies the service as possibly being billed incorrectly, the procedures for
correcting the claims are the same.

Providers are permitted 30 days from the date of notification of the potential error
to respond to the board regarding the claim. If no response is received, the claim
may be reversed by the board.

No action is to be taken on erroneously billed Medicaid claims that will be too old
by the time they get extracted and sent to ODJFS for adjudication.
Adjustments will be handled in accordance with each department’'s ODJFS
approved Medicaid Reconciliation Process.

Board and Provider-ldentified Claims

Once a board receives written confirmation from the provider that the service was
billed in error, or receives a Claims Correction Form initiated by the provider,
they will follow one of the correction procedures below.
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The board will keep on file all written confirmations from providers regarding
the erroneously billed services in question (i.e., for both those services
confirmed as erroneous and those which were not confirmed as erroneous.)

DO NOT reverse Medicaid claims that have not come back from the Ohio
Department of Job and Family Services (ODJFS). If ODJFS rejects the claim
and a board has already reversed the claim line in Diamond, the claim will
have two reversal ACPAY records and the monies will be deducted from the
provider twice. The only way to check if claims have been extracted and sent
to ODJFS is to use the claims extract file. If there is a date in the ODHSEXTD
field, the claim has been extracted and sent to ODJFS. When there is a date
in the DTPAID field and in the ODHSEXTD field, the claim has been
extracted, sent to, and returned by ODJFS.

Claim Is a Duplicate

These claims have already been denied as a duplicate and no correction is to
be done to a finalized, denied duplicate claim. You cannot un-deny a claim by
reversing it. If this was a “straggler” claim, the original claim is the one that
will need to be corrected. Follow procedure b. below (Units of Service are
Incorrect).

Billed Amount, Units of Service, Procedure Code, Modifier, Place of
Service or Third Party Amount are Incorrect

Note: Only correct the place of service code if it is changing from 51 or
99, or to 51 or 99.

e This correction procedure is also to be used to correct “straggler” claims.

e Do not reverse Medicaid claims that have not come back from ODJFS. If
ODJFS rejects the claim and a board has already reversed the claim line
in Diamond, the claim will have two reversal ACPAY records and the
monies will be deducted from the provider twice. The only way to check if
claims have been extracted and sent to ODJFS is to use the claims
extract file. If there is a date in the ODHSEXTD field, the claim has been
extracted and sent to ODJFS. When there is a date in the DTPAID field
and in the ODHSEXTD field, the claim has been extracted, sent to and
returned by ODJFS.

e Currently ODJFS’ adjudication deadline is 365 days from the date of
service. Do not correct Medicaid claims if the date of service on the claim
(MCD only) is such that when the correction is going to be made,
reversing the claim will take the original payment back and the split claim
will get denied and reversed by ODJFS as being too old and the provider
will end up with no payment. DO NOT CORRECT THESE CLAIMS.

i. Forthose claims that should be corrected, using OPCLM access the
claim line in question and enter a reversal line (001 R) and include one of
the following adjustment reason codes:

« MCDBA — Medicaid Billed Amount Correction
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NONBA — non-Medicaid Billed Amount Correction
MCDMO — Medicaid Modifier Correction

NONMO — non-Medicaid Modifier Correction
MCDPR - Medicaid Procedure Code Correction
NONPR — non-Medicaid Procedure Code Correction
MCDTP — Medicaid Third Party Amount Correction
NONTP — non-Medicaid Third Party Amount Correction
MCDUN — Medicaid Units of Service Correction
NONUN — non-Medicaid Units of Service Correction
MCDPS — Medicaid Place of Service Correction
NONPS — non-Medicaid Place of Service Correction

Update (save) the claim detail.

ii. Access the claim header of the original claim, do an F6-S (split); all
information on the claim header screen will be automatically filled in.

iii. Enter the correct amounts on the detail line of the split claim. No
adjustment reason code should be entered on the split claim.

Note: It is important for boards to enter a split claim when correcting paid (by
ODJFS) claims so the claim can go back through the Double Loop. This is
because the reversed line will “reclaim” the payment from the provider and
the split will go back through the double loop. ODMH will calculate how much
FFP to withhold from a boards future Medicaid reimbursement based upon
claims, which were reversed after being paid by ODJFS.

c. UCI or Date of Service are Incorrect

Using OPCLM access the claim line in question, boards will enter a reversal
line (001 R) and one of the following adjustment reason codes:

e MCDWC - Confirmed Incorrect UCI billed
e NONWC - Confirmed Incorrect UCI billed
« MCDWD - Confirmed Incorrect Date of Service
*  NONWD - Confirmed Incorrect Date of Service

Update (save) the claim detail.

Once this is complete, the board will either enter a new claim using the
correct UCI or correct Date of Service or, depending upon volume, request
the provider to submit a new claim. If a board chooses to manually enter
the new claim, make sure that the primary header date and the date of
service on the detail line match.

d. Original Claim is Denied

i. Ifthe original claim(s) was denied due to missing or invalid modifier or
diagnosis code, boards may require that the provider resubmit the
claim(s) electronically or may choose to correct the claim manually,
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depending on the volume. The resubmitted claim will not deny as a
duplicate since the original claim was denied, not reversed.

ii. If the original claim(s) was denied due to board error (e.g., missing
PROCP), boards cannot require the provider to resubmit the claim(s)
electronically, unless mutually agreed to.

Note: No other claims may be corrected by resubmission.

e. No Response From the Provider Within 30 Days of Notification

Using OPCLM, access the claim in question and create a reversal line (001
R). Enter the following adjustment reason code:

*  NPR30 - No Provider Response Within 30 Days
Update (save) the claim detail.

111.OHEXT Error Report Corrections (Claim and/or Member Eligibility Changes)

It is the board’s responsibility to make the necessary changes to correct the errors
being reported on the OHEXT error report. These errors occur when claims are
adjudicated and finalized in MACSIS as MCD (Medicaid) but are not being extracted
for submission to ODJFS. The primary reasons these claim lines are not being
extracted is the OHEXT program cannot find a valid Medicaid ID number on the
members eligibility span for the date of service to use to bill the record or the date of
service on the claim detail line is different from the date of service on the claim
header (primary date).

1. Error Indication: Medicaid Number Not Found or Invalid Medicaid Number

This message identifies a claim adjudicated in MACSIS when a Member’s
eligibility span that covers the date of service has a Medicaid plan but the
Medicaid ID field (a.k.a. USERDEF1) in this span does not have a Medicaid ID
number entered or the number entered does not pass a check digit validation
routine in the program. To correct this error, a valid Medicaid ID must be entered
on the appropriate span. If you do not know what the valid Medicaid ID is, the
board must use the MACSIS Member function “EXINQ”* to find the valid
Medicaid ID for the eligibility span.

*Procedures on how to use the EXINQ keyword (also known as the “EEI”
function) can be found in the Member Manual.

a. Once you have the valid Medicaid ID, access the Members eligibility span by
using the F6 “special functs” and then select “E” to “View/maintain Elig
History”. Select “C” to change and enter the appropriate span number. When
the span appears, enter through the fields until you reach the Medicaid ID
field (a.k.a. USERDEF1) and enter the valid Medicaid ID number. Press
‘ENTER” again, then press “END”. Select “S” for Save and use the “HOME”
function to get back to the main Member Screen.
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b. If the person was not Medicaid eligible on the claim’s date of service but the
claim was adjudicated as MCD, then the method of correction requires the
claim to be reversed AND the Member’s eligibility span(s) to be corrected.
There are three (3) steps to correcting these claims:

Step One: Reverse the existing claims by using OPCLM to access the claim
line(s) in question and access the claim detail screen by pressing the “END”
key and selecting A to Adjudicate. Manually enter a “001 R” detail line to
reverse the claim. Enter the adjustment reason code “ADMBR” (Claim
Adjusted due to Member Eligibility Change). Press “END”, then “Y” to update.

Step Two: After all affected claim detail lines have been reversed; the
Member’s eligibility span(s) MUST be corrected before entering split claims.

Step Three: Enter “new” claims by splitting the existing claims. Using
OPCLM, access the original claim(s). From the Claim Header Screen use the
F6 function key and then enter S to split the claim. Use the F6 function key
and then enter “F” to refresh the header. Access the claim detail screen by
pressing the “END” key and selecting “A” to adjudicate. Enter all necessary
information from the original claim. Double-check to see that it now has a
NON-Medicaid MEDEF (Medical Definition). If this was done properly, the
claim has been properly processed as non-Medicaid but remains “connected”
to the original claim. This is apparent because the claim number is the same
except the last character of the split claim number is now an alpha character.
The resulting “split” claim will process during the next APUPD cycle.

Note: Claims originally adjudicated as Non-Medicaid, which are later identified
as being Medicaid eligible, are referred to as Retroactively Eligible Claims. These
claims are not listed on the OHEXT Error Report because the claim was posted
with a Non-Medicaid line of business. Reference the topic below “Claims Affected
by Retroactive Medicaid Eligibility” for the processes related to correcting and re-
billing these claims.

Note 2: Claims that were originally paid in MACSIS with a Medicaid line of
business, billed, and paid by ODJFS then subsequently lost Medicaid eligibility
are known as Medicaid Retroactive Eligibility Terminations. At this time since
ODJFS does not pursue repayment when they retroactively terminate eligibility,
those Medicaid claims will not need to be reversed or re-adjudicated as non-
Medicaid.

DOS not Equal to Primary Date

This message identifies a claim adjudicated in MACSIS as Medicaid but the
claim has a date of service on the claim detail line (DOS) that is different from the
date of service on the claim header (Primary Date). These claims can not be
reversed in Diamond and therefore are not extracted and sent to ODJFS.

The OBREYV process uses the date of service on the claim detail line to post

reversals back to Diamond. Since the date of service on the detail line is not the
same as the date of service on the claim header, the claim can not be found and

35



therefore, not reversed. The OHEXT process excludes these claims from being
extracted.

The only way to correct these claims is:

a. Reverse the claim in Diamond using an adjustment code of MCDWD
(Confirmed Incorrect Date of Service).

b. If the date of service is correct on the header, split the claim and enter the
correct information on the claim detail making sure the date of service on the
claim detail is the same as the date of service on the claim header.

c. If the date of service is incorrect on the claim header DO NOT SPLIT THE
CLAIM. You must enter a new claim making sure the same date of service is
on the claim header and the claim detail.

NOTE: The only way for the date of service on the header and detail to be
different is by manual entry/corrections made by the board.

1V.Claims Affected by Retroactive Medicaid Eligibility

1.

Identifying Claims and Members

In accordance with the “ODADAS-ODMH Guidelines” “Topic 10: Retroactive
Medicaid Eligibility” Boards are required to make the claim
adjustments/corrections in this section.

Reports of claims originally adjudicated as non-Medicaid, which are later
identified as likely to be eligible to be reimbursed by Medicaid are produced
every month by the ODMH MACSIS Member and Eligibility Maintenance Section.
A simplified explanation of the process is:

e Compares claims to Medicaid eligibility to locate members who have not
been fixed in Diamond.
e Locates claims that have CPLAN/EPLAN mismatches.

e Takes into consideration those claims that have already been reversed and
split

e Takes into consideration claims that have been denied and re-billed

e Denied claims with certain reason codes have now been included

Three files created and placed in your /county/extracts directory. The files are
as follows:

a. hmondd.ret.clm.group bd (ex: jul20.ret.cim.group 25b)

This file is in claims extract format and boards can begin fixing claims
immediately. To do this you would reverse the original claim, split the claim,
and refresh the header to make it Medicaid billable. (This would mean
additional funds for board if claims are payable by Medicaid). This file
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contains records for which the eligibility has already been changed in
Diamond.

b. hmondd.ret.mbr.group bd (ex: jul20.ret.mbr.group 25b)

e This file is in a tilde-delimited file with seven fields. These members need
to have their eligibility fixed first in order to then fix their associated claims
in the next file.

e There is a field called has_claims that contains a Y or N and you can
utilize this to determine who has claims and needs their eligibility fixed
immediately.

e The format for this file will be contained on MHHUB in /county/common.

Note: this file contains member records that need to be fixed so that you can fix
the claims records in the file listed below.

c. hmondd.ret.cimfxmbr.group bd (ex: jul20.cimfxmbr.group_25b)

This file is in claims extract format and boards can begin fixing claims once
the member is fixed from the mondd.ret.mbr.group_bd file. Then you can
reverse the original claim, split the claim, and refresh the header to make it
Medicaid billable. (This would mean additional funds for board if claims are
payable by Medicaid).

Note: YOU MUST FIX THE MEMBER ELIGIBILITY RECORD BEFORE YOU
FIX THESE RECORDS!

Correcting Retroactive Medicaid Eligibility and Claims

These reports list all information necessary to correct the member eligibility and
correct the claims.

There are several things about this process that needs to be highlighted:

e Correcting these claims will result in additional reimbursement to the board.
The board should obtain the Federal Financial Participation as
reimbursement from ODJFS for claims that are re-processed and found to
have Medicaid eligibility. Therefore, it is a board’s responsibility to correct
these claims per the correction process outlined below.

e There may have been some claims that were denied because they were for
an out-of-county client and the services were non-crisis. In these cases the
provider never received payment for these services. These claims must be
corrected so that the provider can be paid.

e \When the “corrections” are made, the boards must communicate these
corrections to the providers. The provider will encounter a negative claim that
will be generated by this process on their reports and an offsetting positive
claim, which they did not submit on one of their claim files.
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a. Correct Member Eligibility (hmondd.ret.mbr.group bd)

Access the member’s record. Do an F6-E (View/maintain Elig History) to
access the eligibility maintenance screen. Do “C” to change and select the
appropriate span. Change the member’s plan to a Medicaid plan. Enter the
Medicaid number in the USERDEF field in the bottom left-hand corner.

Note: Be sure to correct all spans that are incorrect.

b. Correct the Claims that Should have been Billed as Medicaid

i. Un-Finalized Claims paid as non-Medicaid

e Using OPCLM, access the claim header screen and do an F6-F to
refresh the member eligibility so you will have the updated member
eligibility information. Access the claim detail screen by hitting “END”,
then “A” to adjudicate. Enter 001 to access the detail line and press
F6-B to price and adjudicate the claim. Update (save) the claim detail.

ii. Finalized Claims paid as non-Medicaid

e Using OPCLM, access the claim line in question and access the claim
detail screen by hitting “END” and selecting “A” to adjudicate. Enter a
001 R reversal line using the adjustment reason code of “ADMBR”
(Claim Adjusted Due to Member Eligibility Change). Update (save) the
claim detail.

e Return to the claim header screen and do F6-S (Split Claim) to split
the claim. Refresh the claim header by doing F6-F (refresh member
eligibility) so you will have the updated member eligibility information.
Enter all necessary information from the original claim (either make a
screen shot or write down all the information from the original claim)
and verify the claim now has the appropriate Medicaid MEDEF.
Update (save) the claim detail.

If the original claim contained other carrier information (other
carrier amount and other carrier reason code), make sure they
are entered on the split claim.

These are two separate claims, but by splitting the claim, the original
and split claim will remain linked because the split claim number will
be identical to the original except the last character (usually a zero)
will be replaced with an alpha character (starting with A).

Once the split claim is finalized, it will be extracted and submitted to
ODJFS for payment the next time OHEXT is run. Do not reverse and
split claims that will not make it to ODJFS within the ODJFS
adjudication time limit.
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iii. Denied Claims

o Using OPCLM, access the claim header screen and do F6-S (Split) to
split the claim. Refresh the claim header by doing F6-F (refresh
member eligibility) so you will have the updated member eligibility
information.

e Access the claim detail screen by hitting “END” and selecting “A” to
adjudicate. Enter all necessary information from the original claim
(either make a screen shot or write down all the information from the
original claim) and verify the claim now has the appropriate Medicaid
MEDEF.

o Update (save) the claim detail.

Note: Do not reverse a denied claim. You cannot un-deny a claim.

V. Department Reporting Procedures

The State will produce the following reports as needed:

Reversed Medicaid Claims in MACSIS — This report will list the claims (by board
and provider), which were reversed by the board after payment had been made
to the provider. It will be used to determine the amount of FFP a board owes the
state.

Held Medicaid Claims in MACSIS — This report will list the potentially erroneous
claims. For example, non-Medicaid claims reversed using the Medicaid-specific
reason codes or claims that have been held over 60 days with no action by the
board or provider. It will be used to identify when boards may not be following
this procedure.

Board Denied Medicaid Claims in MACSIS — This report will list the MH and AOD
claims by board and provider, which were “denied” due to erroneous billing
before payment having been made to the provider (un-finalized claims).

Boards are encouraged to produce local versions of these reports for their use in
monitoring claim correction activity.

XIV. How to ......

Un-pending Payable and Held Claims

This procedure is for claims with a claim status of “P” (Payable claims only) and a processing
status of “H” (held). This procedure will update any benefit accumulators that are attached to the
client by way of the Plan and its associated benefit rules.

To take a payable claim off hold you must be in “change mode”. First you must access the line
item detalil, i.e. type in 001 and press enter, hit enter again until the claim detail information is
viewable, then proceed with F6-C (C-Clear Hold/Post to Accum.), hit end then save/update the
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claim. This process will take the claim off hold, update the benefit accumulator and remove the
“held reason code” all in one step. (See Taking a Claim off Hold flowchart.)

Un-pending Denied and Held Claims

This procedure is for claims with a claim status of “D” (denied claims only) and a processing
status of “H” (held). Access the claim and go to the claim detail screen and do an F6-U, U or
access the line item detail and change the “H” to “U” and remove the held reason code then
save/update the claim. (See Taking a Claim off Hold flowchart.)

Making a Denied Claim Payable

A claim may have been denied because of benefit rules, manual intervention, or incorrect
support files (see Making a Denied Claim Payable flowchart). If the claim should be a payable
claim, you should first determine why it has been denied. If it has been denied because of
benefit rules or incorrect support files, the claim should first be placed on hold to prevent
finalization of the claim (see the next section Putting a Claim on Hold). Correct the support
files or benefit rules via the Change Control process and proceed with the following steps:

1. If the allowed amount is = 0:
e Manually enter the allowed amount
¢ Manually adjudicate the benefit package if applicable
e Change the claim status to P
e Save/update the claim line

e If the processing status is “H” (held), follow the procedure above for “Un-pending
Payable and Held Claims”.

2. If allowed amount is not = 0 and the not covered amount = allowed amount:
e Access the claim header
e Refresh member eligibility (F6-F)
e Access claim line detail

e Re-adjudicate the claim line (F6-B)
Denying a Claim

Board staff will need to deny claims if the incorrect Date of Service is billed or the incorrect UCI
is billed. Please refer to Denying a Claim flowchart.

To deny a claim:

1. Access the line item detail for the claim

2. Enter the not covered amount (the not covered amount should equal the allowed
amount)

3. Enter the “not covered reason” code (NC/DN Rsn) - this will automatically change the
claim status to “D” (denied)

4. If the processing status is “H” (held), change it to a “U” (un-posted) and remove the “hold
reason” code
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Putting a Claim on Hold

Claims are put on hold to prevent them from being finalized. This procedure would be used to
keep the claim from being finalized while board staff verifies an erroneously billed claim. (See
Putting a Claim on Hold flowchart.)

1. Access the claim line detail of the claim
2. Change the processing status to “H” (hold)
3. Enter the “hold reason code”

OHIO Claims

Claims where the member or provider is ineligible used to become OHIO claims with a denied
reason of MBRIN or PRVIN. These claims now receive a critical error and do not make it into
Diamond.

Reversing a Claim

When boards discover a claim has been erroneously billed and finalized (processing status of
“P” or “F”), the claim needs to be reversed. Please refer to Section Xll. Claims Correction
Policy, Section Xlll. Procedure for Claim Corrections within MACSIS and Reversing a
Claim flowchart.

To reverse a claim:

1. Access the claim line detail of the claim to be reversed.
2. Inthe sub line enter an “R” for reverse.

3. Enter the “adjustment reason” code.

4. Press the End key

5. Enter “Y” to update the claim.

Note: Do not reverse a denied claim. You cannot un-deny a claim.

Splitting a Claim

Once it has been discovered that a service was billed in error, the claim must be corrected. If
the claim has already finalized (a processing status of “P” or “F”) the original claim must be split.
Whether the original claim needs to be reversed or not depends on the claim status of the
original claim. If the claim status of the original claim is a “D” (denied) then you just need to split
the original claim and enter the correct values in the applicable fields.

If the claim status of the original claim was a “P” (payable) or “A” (adjustment), the original claim
must first be reversed (see section on Reversing a Claim). When you split a claim, the split
claim will have the same date of service as the original claim and the claim number will be the
same as the original claim with the exception of the last digit; an alpha character (i.e., “A”) will
replace the last “0” of the claim number. Splitting a claim ties the original claim to the new claim
line and makes it easier to track what you did to a claim for audit purposes. (See Splitting a
Claim flowchart.)
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Note: You must follow the policy “Claim Corrections in MACSIS” and the “Procedure for
Claim Corrections within MACSIS” when making any type of claim corrections.

It is critical for boards to enter a split claim when correcting paid claims by ODJFS so the claim
can go back through the Double Loop. This is because the reversed line will "reclaim" the
payment from the provider and the split or new claim will go back through the double loop and
will result in a payment to the provider.

The adjustment code must be entered on the reversed line because ODMH will use it for
reporting purposes to calculate how much FFP to withhold from a board’s future Medicaid
reimbursement.

To split a claim:
1. Access the claim header

2. Hit the F6 function key, and enter “S” for Split, press enter - the new claim number will
now appear (i.e., old claim # 176811370, new claim # 17681137A).

3. Hit the F6 function key and enter “F” to refresh the member eligibility.

4. Enter through the remaining fields, making any corrections to Provider, Place of Service,
Diagnosis or Billed Amount.

5. Choose “A” for adjudication, which will take you to the claim detail screen.
6. Enter the correct information in the applicable fields.

7. Save/Update the claim line.

PSDSP - Viewing Client’s Claim History

There will be times that it is necessary to look up the claim history of a member. To access a
member’s claim history, type the keyword “PSDSP” at the main Diamond screen. The display
may be viewed for professional, dental, or institutional claims. Keep in mind you will only be able
to view claim history on the claims that have your board’s security code or claims that have no
security code.

The display accesses three different screens. The first screen is the set up screen where you
will need to enter the member number (UCI), claim file type (will always be “P” for professional
services), and the starting date. The second screen lists all the applicable claim details for the
member in order by date of service. From this listing screen, you may choose to view a specific
claim line in more detail. The third (claim line detail) screen will then display.

This function may be accessed directly from the main menu, as well as from claim processing
(OPCLM) and authorization functions.
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Enter the member (UCI number) and person number (00) for which you wish to view
claims history. If you do not know the member number, use the <F5> function to locate
the member (from MEMBR). The member number must be a valid entry in the member
file.

o Enter the claim file type. Valid entries are P (professional), | (institutional), or D
(dental).

¢ In the field Production or Archive files, enter a “P” for production (you would only
enter an “A” if the claims you wished to view had been archived).

e In primary date, enter the first date you want to view claims for the client. If you leave
it blank, it will show you all claims for the client.

e Enter “Y” (default) at the “OK?” prompt.

0000000626683360 11/13 4.97 HOPOB HA

MCD FIVE COUNTY

0.1 P P
P0PPOPO635587560 12/09 88.20 HOOO4 HF 5.0 MCD P P FIVE COUNTY
?000000644984570 01/16 70.56 HP@®4 HF HD 4.0 MCD P P FIVE COUNTY
?000000644959710 01/23 4.97 HO@G@6 HF HD @.1 MCD P P FIVE COUNTY
?000000654308770 02/19 4.97 HOG@6 HF HD @.1 MCD P P FIVE COUNTY
0000000661501210 B3/04 70.56 HO@G4 HF HD 4.0 MCD P P FIVE COUNTY
?0PP0VP661488590 B3/05 4.97 HOGO6 HF HD ©@.1 MCD P P FIVE COUNTY
PP00P00665643170 03/18 52.92 HO®G4 HF HD 3.0 MCD P P FIVE COUNTY
PP000006E5601960 B3/25 4.97 HO@G@6 HF HD @.1 MCD P P FIVE COUNTY

<Up/Down>=roll, D=Claims detail display, <Home>=exit: ||}

The above screen then displays the following information for each claim: claim number, date of
service, net amount of the claim, procedure code, modifiers 1 and 2, units, line of business,
claim status, processing status and the provider. If there are too many claims to view on one
screen, you page down to see the remainder. You can also print the screen by clicking on the
printer icon on the toolbar. From this listing screen, you may choose to view a specific claim line
in more detail.

To view a claim in more detail, highlight the claim you wish to view and enter a “D” for Claims
detail display (see screen below).
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AA st Date 07/28/2003 Check Date  07/28/2003

<F8>=View Expanded Fields, any other keu to continue:

XV. Special Functions in OPCLM

Special Functions from the Claim Header Screen

Press the F6 function key from the main OPCLM screen to access the Special Functions menu.
Your access to some of the functions may depend on your Diamond Keyword access. For
example, if you do not have access to the Keyword MEMBR, any of the special functions that
take you to that Keyword will not be accessible to you. The same applies to Special Functions
that indicate you can make changes/edit a screen. If you have read-only access and do not
have write access, you will only be able to view the screen in read-only mode.
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—Special Functions
- Change Default Batch

- Error Message Summary

- View Addresses

- Edit Vendor Info

- Display Remaining Auths

- Split Claim

- Add Member

- Toggle Vendor/Payee

Claim History

- Eligibility Status

- COB Status

- Display Authorization

- Refresh Member Eligibility
- Query Group Services

- Display Benefit Accumulators
- Change Vendor

- Newborn Demographic Data

- MEMBR Gateway

- PROVF Gateway

- AUTHF Gateway

Claims Change History

- Covering Provider Summary
- Attach EOB/RA Remarks

- Other Claim Information

) U1 "0 & M € DO
|

EZHoTIoorDr D =X WO << I>ITmoo
|

Enter Choice:[}

e B - Change Default Batch - Allows you to change the Batch Number and Received date
for the claim you are entering and all subsequent claims. Do not use.

e E - Error Message Summary - Displays any error messages that may have occurred on
the Claims Header screen.

e A -View Addresses - Displays the member, provider and vendor primary addresses.

e V- Edit Vendor Information - Allows you to edit the vendor information. Do not use.

e R -Display Remaining Auths - Displays detailed information about the authorization
entered on the claim. Authorization function is turned off in Diamond so the only
information shown on this screen pertains to this claim only.

e S - Split Claim - Allows you to split a claim. Splitting a claim creates a duplicate copy of
the claim header by adding an alpha suffix to the claim number in place of the last zero,

i.e. original claim number - 145675800, split claim number - 14567580A.

e M- Add Member - Allows you to add a member to keyword MEMBR (Members) as the
claim is being entered. This is not activated.

e T-Toggle Vendor/Payee - Allows you to switch the default vendor with the subscriber

number. This may be used to directly pay the subscriber, rather than the assigned vendor.
Do not use.
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H - Claim History - Allows you to view claims history. Displays the same information as
the keyword PSDSP.

L - Eligibility Status - Displays the member’s eligibility as of the claim entry date. The
following fields are displayed: Member ID, Eligibility Status, Eligible Through (same as
Term in keyword MEMBR) and Member Riders.

C - COB Status - Displays the existing coordination of benefit data for the member
entered on the claim. COB data can also be entered using this screen.

D - Display Authorization - Displays the existing authorization detail records.
Authorizations are not being used.

F - Refresh Member Eligibility - Updates the member’s eligibility information on this
claim. This can be valuable if a claim is being re-adjudicated and the member’s eligibility
may have changed since the claim was entered. Note: You must re-adjudicate all claim
line items after member eligibility is refreshed.

Q - Query Group Services - Lets you view the group services data entered using the
keyword GRUPS.

| - Display Benefit Accumulators - Lets you display eligibility and benefit information for
the member as of a specific date. Displays the same information as the keyword DSPBN.

N - Change Vendor - Lets you change an alternate vendor assignment on a manually
entered claim after it has posted to production. Do not use.

W - Newborn Demographic Data - Use this function if the claim is a Mother/Baby claim.
Not used for MACSIS purposes since the subscriber is always the client and not a
dependent.

X - MEMBR Gateway - Displays keyword MEMBR with read-only access. You can access
certain selected F6 Special Functions, as well as the F4 Notes function which will allow
you to add notes to the member record.

Y - PROVF Gateway - Displays keyword PROVF with read-only access. You can access
certain selected F6 Special Functions, as well as the F4 Notes function that will allow you
to add notes to the PROVF record.

Z - Authorization Gateway - Displays keyword AUTH with read-only access.
Authorizations are not used for MACSIS.

J - Claims Change History - Displays keyword CHIST (Claim Change History Detail) with
read-only access. The Claim Change History Detail is not turned on in Diamond. You
can access the keyword, but it will not display any information.

P - Covering Provider Summary - Covering provider feature is not used for MACSIS
purposes.

5 - Attach EOB/RA Remarks - Not used.
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6 - Other Claim Information - Displays the patient control number or allows you to enter
the patient control number. It also allows you to provide information about an accident
related to a claim. These fields are not used for MACSIS purposes.

Special Functions from the Claim Detail Screen

Press the F6 function key from the OPCLM detail screen to access the Special Functions menu.
Your access to some of the functions may depend on your Diamond Keyword access. For
example, if you do not have access to the Keyword MEMBR, any of the special functions that
take you to that Keyword will not be accessible to you. The same applies to Special Functions
that indicate you can make changes/edit a screen. If you have read-only access and do not
have write access, you will only be able to view the screen in read-only mode.

OH<{(9yWI=EZ=ZZA< "> CTiOimMowoO O

—Special Functions
H - Claim History

Original Procedure
Adjudication Decision
Price Rule

Display Remaining Auths
Examine Hidden Fields

Both Price and Adjudicate
Allowed Factor

Unhold/Hold Detail Lines
Amounts and Reasons
Display Member Eligibility
View Authorization Detail
View Bnesthesia Times

NDC Codes

M/Care Ded/Coins Amounts
Sum Net &mounts

Claims Change History
Payment Detail

Special Programs Indicator
Clear Hold/ Post to Accum

Enter Choice : |}

O WM

DME Information

Spinal Manipulation Info

Other Claim Data Info

Display Expanded Amount Fields
EOB/RA Remarks

Claim Measurement Info

H - Claim History - Allows you to view claims history. Displays the same information as
the keyword PSDSP.

O - Original Procedure - Lets you view or enter an original billed procedure, an original
billed modifier and an original allowed amount that may differ from the data actually
entered on the claim line item. For example, if an incorrect procedure code was billed on
the original claim and the board is notified by the provider of the error (before the claim is
finalized) and the board corrects the procedure code and re-adjudicates the claim,
choosing the F6 - O function would display the original procedure code.

D - Adjudication Decision - Displays information used during claim line item
adjudication, including medical definitions, Benefit package (including group and plan




codes) Co-pay amounts, percentage of billed or allowed amount, Benefit rules applied,
provider withholding, Authorization claim status and Claim line item status.

P - Price Rule - Displays the price rule definition and the price rule details used o price
the claim line item as well as the basis for Diamond’s calculation of the allowed amount.

R - Display Remaining Authorizations - Displays the current status of the authorization
entered on the claim. Authorizations are not being used.

E - Examine Hidden Fields - Lets you view the following “hidden fields” on the claim:
RA/EOB Print Flag, Hidden Field 1, Hidden Field 2, Net Amount Offset, Offset Reason
Code and Cap Fund Status.

B - Both Price and Adjudicate - Allows you to re-price or re-adjudicate a claim line item.
If any information on the Professional Claims Header or Professional Claims Detail is
changed after the initial claim entry, then you must re-adjudicate each line item.

F- Allowed Factor - Allows you to view or enter the allowed factor. Do not use to
change the allowed factor.

U - Unhold/Hold Detail Lines - Allows you to either place all un-finalized claim line items
on hold or remove the hold on all previously held claim line items. Do not use this
method to take a payable claim off hold. If you do, Diamond does not update the
benefit Accumulator file.

A - Amounts and Reasons - Lets you view individual amounts and reason codes in the
Hidden Component fields.

L - Display Member Eligibility - Displays the Member Eligibility as of the claim entry
date. The fields displayed are Member ID number, Eligibility status, Eligibility through date
and Member riders.

T - View Anesthesia Time - NOT USED FOR MACSIS

N - NDC Codes - NOT USED FOR MACSIS. NO NDC CODES IN SYSTEM.

M - M/Care Ded/Coins Amounts - ONLY USED IN CALIFORNIA.

S - Sum Net Amounts - Displays the total net amounts for this claim.

J - Claims Change History - Displays keyword CHIST (Claim Change History Detail) with
read-only access. The Claim Change History Detail is not turned on in Diamond. You
can access the keyword, but it will not display any information.

Y - Payment Detail - Displays detailed payment information for the claim line. The fields
displayed are: Sequence Number, A/P Trans ID, Check Number, Payment Status,

Payment Status Date, Status Reason, RA/EOB Print Flag, Check Print Date, Vendor
Name, Vendor Address1, Vendor Address 2 and Vendor City, ST, Zip.
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e |- Other Claim Information - This screen allows you to specify if (EPSDT) Early and
Periodic Screening, Diagnosis and Treatment was provided and whether Family Planning
services were provided. Not used in MACSIS.

e C - Clear Hold/Post to Accum - This special function clears hold status, hold reasons

and adjudications fields, then it re-adjudicates the claim line without applying any
additional holds and updates the Benefit Accumulator file.

e 1-DME Information - Not Used

e 2 - Spinal Manipulation Info - Not Used

e 3 - Other Claim Data Info - Not Used

e 4 -View Expanded Dollar Amounts - Displays full length of dollar fields.
e 5- Attach EOB/RA Remarks - Not Used

e 6 - Claim Measurement Info - Not Used

XVI. Contracts, Pricing and Adjudication of Claims

How a claim prices and adjudicates is based on the member’s eligibility, plan, panel, benefit
package, as well as the provider contract, panel, price region and rates (PROCP). There are
many elements involved in the pricing and adjudication of claims. Incorrectly built contracts and
benefit rules can cause unexpected pricing and adjudication problems.

Price Schedule

Price Schedule is the value assigned to the fee schedule that is assigned to a specific provider.
Each provider is assigned five price schedules. (PSCHD is the Diamond keyword for price
schedule.)

Providers have three primary price schedules for services that are considered Medicaid
reimbursable and two alternate price schedules for the non-Medicaid reimbursable services.
The primary price schedules begin with a number and the alternate price schedules begin with a
letter.

o PO (0Oxx) Medicaid services
o P1 (1xx) AOD Individual Counseling (H0004 - HF)
o P2 (2xx)
o MH Group Counseling (H0004 - HQ)
o MH Group CSP (H0036 - HQ)
¢ A0 (Axx) Non-Medicaid services
A1 (Bxx) AOD Hotline (HO030 - HF)

Please refer to Procedure Codes and Affiliated Price Schedules to see which procedure
codes (PROCP’s) should be attached to each primary and alternate price schedule. Attaching
a PROCP to the wrong price schedule may cause incorrect pricing of claims.
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Panel

Panels are used in Diamond to categorize membership and it is one of the key fields Diamond
uses when pricing claims.

Panels will allow you to enroll clients in the same plan and apply the same benefits, but
provide a different range of services, different rates, different funding sources, etc.

Panels also allow a provider to contract with multiple boards using the same UPI and
price schedules. Most boards have one panel, but some boards use panel to distinguish
groups by age, SMD status, programs, funding sources etc. For example, if you wanted
to categorize people into smaller groups - either by age, programs, types of service, etc.
you could use various panels: 18A - ADAS clients, 18M - MH clients, 18D - dually funded
clients, 18S - SMD clients, etc.

Price Reqgion

Price Region is used along with price schedule to attach rates to a contract. All Standard and
Default contracts are built with an OH (Ohio) price region. The use of other than an OH price
region on Non-Medicaid Standard contracts is only necessary if you have different rates, a
different range of services, or different withholds than the Standard Medicaid contract.

If a board has different rates, a different range of services, or different withholds than the
Standard Medicaid contract (which requires other than an OH price region on the
contract), it is up to the board to make the changes to the Non-Medicaid contracts.

0 The board is also responsible for entering all rates (PROCP’s) in Diamond with
the new price region.

UPI, LOB and Panel point Diamond to the correct contract while Price Region and Price
Schedule point Diamond to the correct rates (PROCP’s).

PROCP

PROCP is the Diamond keyword for Procedure Pricing. This is the record in Diamond that holds
the rate for a service (procedure).

Medicaid rates (PROCP’s) are entered and maintained by the State. These rates can
only be viewed by logging on to Diamond using MEDRATES as the login and password.
Medicaid rates will have a security code of “9” for AOD and “0” for MH.

Non-Medicaid rates (PROCP’s) are entered and maintained by the boards and will have
the board’s security code.

The Price Schedule (PSCHD) and the Price Region are the only things that tie a
PROCP (rate) to a contract.

If you have a different price region on the contract than is on the PROCP or vice versa,
the rate will never be found and Diamond will not be able to price the claim (there will be
no allowed amount).

When you have a denied claim with no allowed amount and no reason code it is usually
because there is no PROCP or Diamond could not find one with the correct price
schedule and price region.
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Sample PROCP

I I |

@l Fos| i = Tsml elo] [0 J=lel 11]]

PROCP
—Identification

Procedure Pricing

*Procedure Code
*Price Schedule
*Price Region

*Effective Date

Per Diem
MEDICAID
up2
up3
up4
ups
Security:

—Pricing Specifications

—Price Indicators

: Heeo4 BH COUNSELING

: QIN FIRELANDS

: OH OHIO PRICE REGN
: 071/01/2003

Termination Date v

Allowed Amount : 100.00
Percent of Billed : 0.00%

Withhold ¥% : @.00%

Contract Type Fund Model :
Procedure Hold Hold Date :

——F1=Help, F2=Delete, F3=Price Overview, F6=Special Functions

Price Rule

Price Rule identifies the pricing method for each procedure code and is attached to the

PROVC or Provider Contract record.
e PRULE 1 is for professional pricing and PRULE 2 is for institutional pricing.

o MACSIS uses PRULE 1 only and the name of the Price Rule is OH.
o Pre-FYO04 contracts use a PRULE PH (PH = pre-Hipaa) that denies all services.

Provider Contracts

PROVC is the Diamond keyword for Provider Contracts. In order for a provider to be paid for
services, a provider must have a contract created in Diamond. Each provider (UPI) will have

multiple contracts, based on line of business, panels, price regions and effective dates.

If a provider only contracts with one board, they will have four PROVC records for the

current contract year:

FYxx Medicaid Standard Contract
FYxx Medicaid Default Contract

FYxx Non-Medicaid Standard Contract
FYxx Non-Medicaid Default Contract
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The number of contracts in Diamond for any provider depends on how long they have been
billing services to MACSIS, whether their contracts span multiple years and whether they
contract with multiple boards.

Note: There will be two additional default PROVC records created for each provider that will
deny all services with a date of service prior to 7/1/2003.

Sample PROVC

LI
ﬂ.%ﬁhﬂuﬂﬂgﬂm IIE%IHH
PROVC Provider Contracts
—Identification
*Prov ID: 0P000PPO1168 FIRELANDS-ERIE *LineBus : MCD
*Panel : 22B *Effective : @7/01/2003
—Status
Terminated B/ / Par Flag Sy
Term Reason PCP Flag : N Thresh Met :
Default Contr : P Enroll Limit: @ Thresh Month : /
PROVCUSERDEF Specialty : DOP Print RA?(Y/N): N
Primary Taxonomy Code :
—Pricing
Price Rule 1 : OH % Billed : 0.00 Claim Hold :
Price Rule 2 : % Allowed : 100.00 Hold Date : /
Price Sched : B@IN Withhold : 0.00 Geo Region :
Alt Schedule : AIN % AWP : 0.00 Svc Region :
Price Region : OH Disp Fee : 0.00 Cov Group? N
Fund Model
—fssociations
IPA : Fed Tax ID : 344428218
FFS Vendor : 1168 FIRELANDS-ERIE
CAP Vendor . 1168 FIRELANDS-ERIE
Security : 9
—F1=Help,F2=Delete,F3=Contract Overview,F4=Notes,F6=SpecFuncts,F7=Letiers

PROVD is the Diamond keyword for Provider Contract Detail. This keyword is used to
control pricing for “shared” procedure codes under HIPAA. PROVD may be accessed as a
keyword or it may also be accessed from the PROVC screen by choosing F6-T. The
“shared” procedure codes are:

e Counseling (H0004)
0 MH Individual Counseling (H0004, modifier 1 = HE)
0 MH Group Counseling (H0004, modifier 1 = HQ)
0 AOD Individual Counseling (H0004, modifier 1 = HF)
e Hotline (H0030)
o BH Hotline (HO030, modifier 1 = HE)
0 AOD Hotline (H0030, modifier 1 = HF)
e MH CSP (H0030)
o MH Individual CSP (H0030, modifier 1 = HE)
0 MH Group CSP (H0030, modifier 1 = HQ)
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The PROVD record allows you to create multiple contract records defined by the provider
address and claim type. Each PROVC record will have two PROVD records. In order to use
the PROVD feature, each UPI will be assigned three PROVA records that define the three
addresses for a UPI. They are as follows:

e 000 - Main Address (s/match 837P, 2010AA, N301)
e 001 - AODINDIV (valued by pre-processor for claims submitted electronically)
002 - MHGROUP (valued by pre-processor for claims submitted electronically)

Sample PROVD (AOD)

IS I

@l Bis) | - sels ol [ el 1]

PROVC Provider Contract Detail

—Provider Contract Identification

*Prov ID: 000PPAOP1168 FIRELANDS-ERIE *LineBus : MCD

*Panel : 22B *Effective : 07/01/2003
—Provider Contract Detail Identification

*Address : B@1 AODINDIV *PDetail Eff: @7/01/2003
*Claim Type : P Term Date : [ /£ /£
*0Order Num : 001

—Status Override
Contract Type : P
—Pricing Detail Override

Price Rule 1 : OH % Billed : 0.00 Claim Hold :
Price Rule 2 : % Allowed : 100.00 Hold Date
Price Sched : 11N Withhold : .00 Geo Region :
Alt Schedule : BIN % AWP : 0.00 Svc Region :
Price Region : OH Disp Fee : 0.00

Fund Model

Security .9

—F1=Help, F2=Delete, F3=Contract Detail Overview, FB6=Special Functions————
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Sample PROVD (MH)

I

[ol 1B18] |- a®le[c] [-[ [=[=] [\]]

PROVC Provider Contract Detail

—Provider Contract Identification

*Prov ID: 0PQO0P0R1168 FIRELANDS-ERIE *LineBus : MCD

*Panel : 22B *Effective : 07/01/2003
—Provider Contract Detail Identification

*Address : P@2 MHGROUP *Detail Eff: 07/01/2003
*Claim Type : P Term Date : /07
*Order Num 001

—Status Override
Contract Type : P

—Pricing Detail Override

Price Rule 1 : OH # Billed : 0.00 Claim Hold :
Price Rule 2 : % Allowed : 100.00 Hold Date :
Price Sched : 21N Withhold : 0.00 Geo Region :
Alt Schedule : % AWP : 0.00 Svc Region :
Price Region : OH Disp Fee : 0.00

Fund Model

Security : 9

—F1=Help, F2=Delete, F3=Contract Detail Overview, F6=Special Functiohs——

Sample - PROVA (Sequence 000)

I

EEDERECDDEEEEER R
PROVA Provider Addresses
—Identification
*Prov ID : pPPPPPRA1168 *Sequence : 000
FIRELANDS-ERIE

Name 1 : Firelands Counselings And

Name 2 : Recovery Services

Address 1 : 2020 HAYES AVENUE

Address 2 :

City : Sandusky

State : OH

Zip Code : 44870

Country :

Contact : Marsha Mruk

Phone : (419)627-5177 Extension :
County : ERIE

Group :

Fax : (419)627-5179

Default? : N

Security

——F2=Delete, F3=0verview, F6=Special Functions
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Sample PROVA (Sequence 001)

| I [
el s | = slo] [0 [=[=] [']]
PROVA Provider Addresses
—Identification
*Prov ID . DPPPPPRA1168 *Sequence : 001
FIRELANDS-ERIE
Name 1 : AODINDIY-FIRELANDS-ERIE
Name 2 :
Address 1 : AODINDIV
Address 2 :
City
State :
Zip Code : 43215
Country :
Contact  : Marsha Mruk
Phone : (419)627-5177 Extension :
County : ERIE
Group :
Fax : (419)627-6179
Default? : N
Security
——F2=Delete, F3=0verview, F6=Special Functions
Sample PROVA (Sequence 002)
[t Copys s canstateoos -1 T
[EEECCCFEEEEE0EE]
PROVA Provider Addresses
—Identification
*Prov ID : 000POOEOO1168 *Sequence : 002
FIRELANDS-ERIE
Name 1 . FIRELANDS-ERIE
Name 2 :
Address 1 : MHGROUP
Address 2 :
City
State :
Zip Code : 43215
Country
Contact : Marsha Mruk
Phone . (419)627-5177 Extension :
County . ERIE
Group
Fax : (419)627-5179
Default? : N
Security

——F2=Delete, F3=0verview, F6=Special Functions
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The Flowchart below diagrams the Diamond 8+ Contract

Structure.

Diamond 8§+ Contract Structure

PROVF
Frovider UPI
FROVC PROVC PROVC PROVZ
MCD - 3td. Mon-MCD - Btd. MCD - Def Mon-MCD - Std.
Price Region - OH Price Region - OH or XXT Price Region - OH Price Region - OH
7 Addrooo _ _ Addr001 _ _ Addr 002 7 _ Addr 000 _ _ Addr ool _ _ Addr 002 _ _ Addr 000 7 _ Addronl _ _ Addr 002 _ _ Addr 000 7 7 Addr 001 _ _ Addrooz 7
Price Bch-0xx PROVD FROWD Price Bch-Oxx FROWD FROVD Price Sch-Oxx PROVD FROWVD Price Sch-Omx FROVD PROVD
Alt Sch-Axx AQD Ind-001 MH Grp-002 Alt Sch-Axx AOD Ind-001 MH Grp-002 Alt Sch- At A0D Ind-001 MH Gip-002 Alt Sch-Axx AOD Ind-001 WH Grp-002
FROCE Price Sch=1z=zx Price Sch-2zx FROCF Price Sch=1:=x Price Sch-2m:x FROCE Price Sch=1xx Price Sch-2xzx FRACE Price Sch=1zx Price Sch-Zzx
PROCE Alt Sch=Bxx 41t Sch-Mone FROCF AltSch=Bzx AltSch-None FROCP Alt Sch=Bzx At Sch-None FROCP Alt Sch=Bxx Alt Sch-Mone
Etc Etc Etc. Etc
PROCP FROCP PROCP FROCP PROCP PROCP PROCP PROCP
PROCP FROCP PROCP FROCP PROCP PROCP PROCP PROCP

Etc

Etc

Ete.

Etc

Etc

Ete.

Etc

Ete
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Standard versus Default Contracts

Standard Contracts price claims for services when a board contracts directly with a provider.
Default Contracts price claims for services that are provided to an out-of-county (out-of-panel)
client. For every Standard Contract there is a corresponding Default Contract no matter what
the line of business.

Medicaid versus Non-Medicaid Contracts

Medicaid Contracts price claims for clients who are enrolled in a Medicaid plan and therefore
have a MCD line of business. Non-Medicaid Contracts price claims for clients who are enrolled
in a Non-Medicaid plan and therefore have a “NON” line of business.

e LineBus - Line of business (LOB)

This refers to the client’s Medicaid eligibility. They are either MCD (Medicaid eligible) or
NON (non-Medicaid eligible). Do not confuse the client’s line of business with
whether the claim was reimbursed as Medicaid or non-Medicaid.

You can have a client with a Medicaid line of business who receives a non-Medicaid
reimbursable service. The service is paid as a non-Medicaid claim, but the client is still a
Medicaid client with a MCD LOB.

o These services are paid with a non-MCD GI/L reference code

e This does not mean the client is non-MCD,; just that as part of the client’s eligibility
they can receive non-Medicaid services that may be paid by other board funds. The
services are just not reimbursed by Medicaid.

There is both a MCD and a NON-MCD Default Contract (out-of-county). The NON-MCD default
contract puts all claims on hold with a reason code of OOCTY. The MCD Default Contract will
pay the Medicaid reimbursable services and will deny the non-Medicaid reimbursable services.

Note: If a MCD client receives a Medicaid eligible service from an out-of-county provider,
but because of the modifier the service is assighed a non-Medicaid MEDEF (not
reimbursable by Medicaid) this claim will not be put on hold. It will be paid with a non-
MCD G/L reference code. Only services that hit the non-MCD default contract go on hold.
Note: Default and Standard Contracts illustrates the way the contracts are set up in
regards to line of business, price schedules, panels and price region.

Claims Pricing

Two steps occur when a claim is entered into Diamond (whether EDI or manual entry). The first
process prices the claim (assigns an allowed amount) and assigns a MEDEF (medical
definition) and the second process adjudicates the claim or applies the benefit rules (BENEF).
The information on the member’s eligibility span that encompasses the date of service on the
claim determines the contract under which a claim is priced. The contracts and PROCP’s price
the claim and determine the allowed amount.

MEDEEF is the keyword, which stands for Medical Definition. MEDEF’s are a way to
categorize the type of service rendered and expense the claim (assign G/L reference
codes).
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A MEDEEF is assigned based on the client’s line of business (MCD/NON) the procedure
code, modifier 1, modifier 2 and in some instances the place of service. Each MEDEF that is
payable under a board’s plan is assigned a G/L reference code. The assigned MEDEF is
used later in the adjudication process.

The valid MEDEF'’s are assigned by the State. Please refer to ODMH Procedure Code,
Modifier and Medical Definitions Matrix and AOD Procedure Code, Modifier and
Medical Definitions Matrix for the valid medical definitions.

Note: MEDEF’s can also be used for ad-hoc utilization reporting.

During the claims pricing process Diamond asks several questions (See Contracts and
Pricing and Contracts and Pricing after PROVC Record Found flowchart):

1. Is the client eligible on the date of service?

e No: If the client is not eligible the claim will critical error and will not make it into
Diamond. If the client is eligible it looks to see if the provider (UPI) who provided
the service has a contract in Diamond that matches the clients LOB (line of
business).

2. lIs there a contract in Diamond for the provider (UPI) that matches the client’s line of
business (LOB)?

e No: If there is no contract for the provider in Diamond that matches the client’s
line of business, the claim is denied due to PRVIN (provider ineligible).

3. Is there a contract based on the client’s panel?

e No: If there is no provider contract that matches the client’s panel then it hits the
default contract.

- If the LOB is Medicaid - The MCD services (primary price schedules) are
priced (assigned an allowed amount) and a MEDEF is assigned. The non-
MCD reimbursable services (alternate price schedules) are denied.

- Ifthe LOB is NON - All services (on either the primary or alternate price
schedules) are priced (assigned an allowed amount), a MEDEF is assigned
and the claim is put on hold with an OOCTY hold reason.

e Yes: If there is a contract with the client's LOB and panel, Diamond then prices
the claim (assigns an allowed amount) and assigns a MEDEF.

4. s the service for AOD Individual Counseling (H0004-HF), MH Group Counseling
(HO004-HQ) or MH Group CSP (H0036-HQ)?

e If the service is AOD Individual Counseling, the pre-processor will force the
“Rendering Provider Address” value in the XML file to AODINDIV (sequence
001).

- For manual claim entry you will need to make sure you enter 001 in the Prov
Addr Flag field on the claim header.

e If the service is for MH Group Counseling or MH Group CSP the pre-processor
will force the “Rendering Provider Address” value in the XML file to MHGROUP
(sequence 002).
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- For manual claim entry you will need to make sure you enter 002 in the Prov
Addr Flag field on the claim header.

o If the service is not for AOD Individual Counseling (H0004-HF), MH Group
Counseling (H0004-HQ) or MH Group CSP (H0036-HQ) the Rendering Provider
Address will equal the Billing Provider Address (Loop 2010AA, N301).

- For manual claim entry you will need to make sure you enter 000 in the Prov
Addr Flag field on the claim header.

5. Is there arate in for the service received by the client?

e Diamond looks at the Rendering Prov Addr on the claim and then assigns the
Prov Addr Flag to 000 (default), 001 or 002. (For manually entered claims,
Diamond does not need to assign a Prov Addr Flag. It was already assigned
when the claim was entered manually into Diamond.)

- Ifthe Prov Addr Flag is 000, Diamond looks at the primary and alternate
price schedule on the PROVC record. If Diamond finds a rate (PROCP)
attached to the primary or alternate price schedule, the claim is priced and a
MEDEF is assigned.

- If the Prov Addr Flag is 001, Diamond will look at the PROVD record with
the Address 001 AODINDIV. If Diamond finds a rate (PROCP) attached to
the primary or alternate price schedule, the claim is priced and a MEDEF is
assigned.

- Ifthe Prov Addr Flag is 002, Diamond will look at the PROVD record with
the Address 002 MHGROUP. If Diamond finds a rate (PROCP) attached to
the primary price schedule, the claim is priced and a MEDEF is assigned.

Claim Adjudication

Once a claim is priced (allowed amount and MEDEF assigned) the second process adjudicates
the claim. During the adjudication process the Benefit Rules (BRULE’S) that are associated with
a client’s plan via the Benefit Package (BENEF) are applied and a net amount is determined.

Benefit Rules are used to define how member benefits are administered. For example, your
board can create benefit rules that apply co-payments to specific services, deny services
that exceed a limit, restrict the amount of out-of-pocket expenses incurred by a member,
place services on hold for further review, etc. Benefit Rules are built around MEDEF’s.
There are six types of benefit rules:

¢ BRULE 10 - Coinsurance - also known as sliding fee and computes the client’s out-
of-pocket expense by applying a percentage times the allowed amount based on
MEDEF’s.

o BRULE 20 - Limits - used to limit the number of services a client can receive based
on MEDEF'’s. Those claims that exceed the limit will deny with a reason code of
LMBEN. Limit rules are tracked through Benefit Accumulators. You can view this
information by accessing the Diamond keyword DSPBN (display benefit
accumulators).
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o BRULE 30 - Deductibles - establishes a set amount a client is required to pay
towards a particular service based on MEDEF’s. The difference between Deductibles
and Coinsurance is a deductible is a set amount based on service no matter how
much the allowed amount while coinsurance is based on a percentage of the allowed
amount.

e BRULE 40 - Out-of-Pocket Maximums - limits the maximum out-of-pocket expense
a client will have to pay for specific services (based on MEDEF’s) in a specific time
period.

e BRULE 50 - Message and Pend - places a claim on hold with a specific message
for services based on MEDEF’s.

o BRULE 60 - Exclusions - used to exclude services (based on specific MEDEF’s)
from payment and will cause the claim status to be “D” (denied)

The Benefit Package is attached to a board’s plan and contains all the Benefit Rules that are
to be applied to each member of that plan. Each member is enrolled in a plan. Each plan is
assigned a benefit package (BENEF).

Once a claim has priced and been assigned a MEDEF, the adjudication process begins.
Diamond looks at the member’s eligibility to see what plan the client was enrolled in on the
date of service. Next it determines which benefit package (BENEF) corresponds to the
client’s plan.

After determining the client’s benefit package Diamond reviews the benefit rules associated
with the benefit package to determine which should be applied to the claim.

Diamond will apply a rule if the medical definition assigned to the claim detail line is one of
the medical definitions entered on one of the benefit rules. Once the appropriate benefit
rules have been applied, a net amount is assigned to the claim.

The application of the benefit rules may change the claim status on the claim. For example,
during the pricing process an allowed amount and MEDEF are assigned along with a claim
status of “P” (payable), but during the adjudication process if there is a benefit rule that
excludes this service from payment based on the MEDEF, the claim status would then
become a “D” (denied), a not covered amount would be calculated and a not covered
reason code assigned.

Pricing versus Adjudication

The pricing process determines an allowed amount and assigns a MEDEF based on UPI
(provider), LOB (line of business), member’s panel, procedure code, modifier 1, modifier 2 and
place of service. Adjudication applies the benefit rules (BRULE’S) based on the benefit package
(BENEF) and determines the net amount and claim status.

If claims are not pricing/paying properly it is usually caused by:

e Improperly built contract

e Missing or improperly entered PROCP’s
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¢ Incorrectly built benefit rules

TIP: When claims do not price properly (either incorrect allowed amount or no allowed
amount) use the Contracts and Pricing flowchart to go through each step to try to pinpoint
what is causing the problem.

XVIl.Denying Non-Medicaid Claims beyond
Submission Deadline

Some boards set deadlines with their providers for submission of non-Medicaid claims for the
prior fiscal year. For example, all non-Medicaid claims for FY06 must be submitted by 9/30/2006
in order to receive payment.

To meet this need the State has come up with a procedure that will automatically deny these
claims. (This does not apply to the Default Medicaid or Default Non-Medicaid contracts.)
The drawbacks are:

1. New contracts must be built and the old contracts termed.

2. The alternate price schedules must be removed from the termed Medicaid contract
and both primary and alternate price schedules must be removed from the non-
Medicaid contracts.

3. There will be no denied reason code on the claim.
4. This cannot be set up until the submission deadline has been reached.

5. This is an all or none scenario - must deny all non-Medicaid services. It is not
procedure code specific.

In order to implement this procedure, boards must notify MACSIS Support with the appropriate
information as outlined in the procedure documentation (see Denying Non-MCD Claims
beyond Submission Deadline.

XVIII. Reference Documents

The reference documents included in this section are updated as needed. The most current
versions available have been included. Please check the MACSIS Website periodically for any
updates that may become available (http://www.mh.state.oh.us/ois/macsis/macsis.index.html).
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TCP/IP Access

Office of Information Technology
Request for TCP/IP Access

Applicant Information

Mame (first, middle initial, last) Job Title
Preferred Name Soc. Sec. No. ™ Birthdate

Driver's License No. and State | Driver's License Exp, Date Secret Key (enter a word you will not forget)

Work Information

Agency

Street Address City, State, Zip

Phone No. | Fax No. Email Address
Home Information

Street Address

City, State, Zip Phone No.

** Soc. Sec. No is gptional for SecurlD Token only
The Office of Information Technology has the right to deny or restrict TCP/IP access at its discretion.
ORC 2913.04(B) states that "Mo person shall knowingly gain access to, attempt to gain access to, or cause access to be gained to any

computer, computer system, or computer network without the consent of, or beyond the scope of the express or implied consent of, the owner
of the computer, computer system, or computer network, or other person authorized to give consent by the owner".

Please review the Internet Security policy(ITP B.8) located at hitp:/oit ohio govIGDYpolicy/Ohiol TPolicies aspx

| agree to use this TCP/P access solely for the reasons disclosed above. | agree that | will not allow anyone else to use my access and will
report any suspicions regarding such misuse.

Applicant’s Signature Date

SPONSOR USE ONLY
Sponsor Information

Name (first, middle initial, last)

Agency ulID.

Resource Information
System(s) to be A d Is the req v a state employee?

) DYesDNo

| hereby acknowledge and authorize the applicant of this document to be granted access to the resource(s) noted above.

Applicant’s Signature | Date

OIT SECURITY PERSONNEL USE ONLY

Login Mame DCE ID

Token Serial Client(s)

Expiration Date Token Type

Purchased by Date

OIT Metwork Security Administrator’'s Signature Date

Rev.8/06
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MACSIS Account Request

MACSIS ACCOUNT REQUEST

Instructions: This form must be used to open, close, or otherwise modify a MACSIS (Diamond 725) on-line account.
Please note that without proper authentication and required signatures, no account may be altered or established.

This form should be returned to the Ohio Department of Mental Health C/O MACSIS Account Coordinator, Suite 1010,
30 East Broad Street, Columbus, Ohio 43266-0414. You may submit viaFaxto 614-752-6474.

Please note there are 4 Diamond Environments (see description on back). A separate form is required for opening an
It is especially important that there be clear definition of the needed access rights for

account in each Environment.

each.

The Board/Consortium MACSIS Administrator (or appointing authority) will be notified when this account request has

been completed.

As of January 1, 1999, a completed and signed “MACSIS Statement Regarding Disclosure of Information” form (DMH-
0OIS-043)is also required to open a MACSIS account in TEST or PRODUCTION.

Board/Office

Today

's Date

Complete the information below for the person who will be using this

Last Name First Name Middle Initial (required)

Telephone No. Extension (if applicable) Fax No. Existing Logon (if applicable)
( ) ( )

Job Title E-Mail Address

Environment

D Production

D Demo

D Test

DTraining

Action Requested
D Create New Account

[ IModify Existing

D Remove Existing Account

DRecover Lost Password

Access Key: 0= No Access 2 = Read/Write
1 = Read only 3 = Read/Write/Delete
Security Group No. |Access Security Group No. |Access Keyword Access
System Administration Only 01 Enroliment Maintenance 35
EDI Production Control 02 Claims Supervisor 40
Security/System Parameters 03 Claims Processing 45
MOM Only 10 Authorizations Supervisor 50
State Tables (boards read-only) | 15 Authorizations Maintenance | 55
Feedback 17 Capitation Supervisor 70
Shared Board and State Tables | 18 Capitation 75
Board Tables 20 Customer Services 80
General Supervisor 21 Supervisor 85
Pricing 25 Customer Services 99
Membership Supervisor 30
Signature of New Account User Date
Signature of Authorizing Responsibility (i.e., executive office, MACSIS project coordinator) Date
For Ohio Department of Mental Health Use Only
Date Received Logon Password Initials Security Code
Date Completed Processor

(continued on reverse)

63

DMH-OIS-040 (Rev. 1/99)



MACSIS ACCOUNT REQUEST

General Background Information

Environments:

There are currently 4 Diamond 725 Environments being used in the MACSIS project: PRODUCTION, TEST, DEMO, and
TRAINING. Individuals may have accounts in some or all, typically with different "access rights" or functionality in
each.

PRODUCTION

This is completely reserved for real business operations. All accounts must be assigned specific Security Group
privileges. The general guidelines suggest that only "live" Board/Consortium will be enabled for this area, that access
authority shall be narrowly defined, and in particular, delete authority will be severely limited.

TEST

This is a serious evaluation area where new definitions, system upgrades, and the like are evaluated for coherency and
fit with PRODUCTION functionality. The TEST Environment will be maintained as a duplicate of PRODUCTION except
that Boards/Consortium which are about to "go live" will be enabled for test/evaluation to work in this area. It is
recommended that TEST accounts include Security Group definition though it is imaginable that read-write and read-
write-delete be more available here then in PRODUCTION. It is possible to request a rather general READ ONLY access
if you are not yet close to "go live" and would benefit from being able to review amore "real dataarea."

DEMO

The material in this Environment is refreshed from PRODUCTION on a (yet to be determined) scheduled basis. There
will bereal or realistic definition and structure but our intent is to reduce or eliminate direct client identifying information.

DEMO is provided for much more wide open exploration and testing. It is not planned at this time to include Security
Group definition on these accounts. In general all accounts will have complete access including read-write-delete.
Access should still belimited to staff with real identifiable need to be involved with client related material.

TRAINING

This is the sample distribution dataset provided by HSD with the Diamond 725 product. It no longer matches the
MACSIS developments on a one-to-one basis but still provides an excellent tool to introduce the general concepts,
especially to staff orindividuals who have no business reason to be involved with real client related information.

There are a number of generic "user" accounts available for your use in this environment. Also, a specific person or
"shared" account can be defined as well.

DMH-0IS-040 (Rev. 1/99)
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MACSIS Sample 837P UPI File

ISA*00*  *00* *ZZ*000000000012345*27*25B *030707*0812*U*00401*000000257*0*T*:
GS*HC*12345*25B*20030715*0812*1 ‘5<00401T)X098A1

t 1

S. 69 — Appl Sender
and Receiver Code

S. 68 — Sender
and Receiver ID

TRANSACTION SET HEADER
ST*837*000000001
BHT*0019*00*258*20030715*0812*CH
REF*87*004010X098DA1

LOOP 1000A SUBMITTER NAME
NM1*41*2*DO GOOD THINGS*****46*12345
PER*IC*PETE MARAVICH*TE*6142222222

S. 70 — Submitter and
Receiver ID Code

7

LOOP 1000B RECEIVER NAME
NM1*40*2*FRANKLIN ADAMH*****46*25B

LOOP 2000A BILLING/PAY-TO-PROVIDER HL
HL*1**20*1

LOOP 2010AA BILLING PROVIDER NAME
NM1*85*2*DO GOOD THINGS*****24*31-12345678

N3*405 WEST SOUTH AVENUE \ S. 71 - Billing Provider
N4*COLUMBUS*OH*43231 Tax-ID and UPI
REF*1G*000000012345¢———— |

PER*IC*AGENCY ADMINIS DESK*TE*6145772104

LOOP 2010AB PAY-TO-PROVIDER NAME

NM1*87*2*XYZ CORPORATION*****24*31-12345678

N3*400 EAST WEST STREET
N4*COLUMBUS*OH*43313 S. 72 — Pay-To Provider
REF*1G*000000000022345 Tax-ID and MACSIS

Vendor Number

LOOP 2000B SUBSCRIBER HL
HL*2*1*22*0
SBR*P*1 8*******22

LOOP 2010BA SUBSCRIBER NAME
NM1*IL*1*KRACOTO*KILE*A**JR*MI*3445555

N3*1928 EAST 56TH ST \ T
N4*LORAIN*OH*44254 S. 75— Sublscriber
DMG*D8*19510127*M Suffix and UCI
REF*SY*268445400
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LOOP 2010BB PAYER NAME
NM1*PR*2*MACSIS*****PI*MACSIS <—— S.76-Payer Name
N3*SUITE 1001*30 E. BROAD STREET and ID

N4*COLUMBUS*OH*43266-0414

LOOP 2300
CLM*1156478910*40.00***11::1*Y*A*Y*Y*C
HI*BK:3050 T

S. 77 — Patient Control S. 78 — Facility Code,
Number, Claim Level Claim Level

LOOP 2320 OTHER SUBSCRIBER INFORMATION

SBR'S*18"*C1*"Z2Z
AMT*D*30.00

DMG*D8*19520804°F | 5.7~ Other Payer
OI***Y***Y a oun

LOOP 2330A OTHER SUBSCRIBER NAME
NM1*IL*1*KRACOTO*MITZY****MI*555656666
REF*IG*S

S. 81 - ODJFS COB
Indicator (S = Non-
Covered Service)

LOOP 2330B OTHER PAYER NAME
NM1*PR*2*AETNA HMO*****PI*AETNA HMO

LOOP 2400 SERVICE LINE s 82 _Product/Service
LX*1 ¢ v Qualifier and
SV1*HC:H0004:HE:HR::HX*40.00*UN*1*53**1**N Procedure Code
I I T A X
S. 83 - S. 86 — Line Item
Modifiers Charge Amt and
Place of Service
DTP*472*D8*20030702
REF*6R*BB973AF65341F8B5AA862CEB23B0B1
~

S. 87 —Line Item Control Number

TRAILER SEGMENTS
SE*40*000000001
GE*1*1
IEA*1*000000257
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MACSIS 837 Professional Claim Technical Information (v4010-UPI)

5110/2005

MACSIS 237 Professional Claim Informational Guide

837 FILE SPECIFICATIONS
IG REF. NAME PROPOSED VALUE / FORMAT DATA USAGE | MACSIS |MACSIS Comments MACSIS
PAGE DES TWPE/ MNSF Ref. Guide-
LEMGTH Line
B3 |IsA Interchange Control Header Please note that the ISA control
segment is a fixed length segment. It
is the only fixed length segment in the
B3TP v4010 file.
ISADT|  Awthinformation Quatiber 0040 autho info prasent D2 e | R
1SADD Ay R
I5A03] R
ISADS T mv.nnmm.... Al 1010 _u S
15AD5] ZZ- Mutuaby defined D 242 R
[T UPINVEMDR 1DV AN 1D CURECH R I provider and vendor pumber are the | 4142
Fight Jsbfed, zeno fil same and provider ks the creator, value
o MACSTS LIPLL
- If provider and vendor number are
different, valwe to either MACS 1S LRI or
MACSIS Vendor Number depending on
who aeated
* If aclearnghouse is the creator, vaue
bo MACS1S-assigned VAN 10,
1SA07) Intarchange |0 Quabier 2Z Mutualy defined D22 R
1SA08| Interchange Receiver ID BOARD NUMBER and TPE AN 1515 R Ths feld shoukd idantify the boand 411a2
Lasft-justifed, tlank-80 recaiving the Me ex. 258 for Frankin
County)
120D Interchangs Date YYMMDD OT &5 R
Interchange Time HHM T did R
B R e s s )i
00401 D 55 R
1SA13 Interehange Control Number same as in IEADD N0 /3 R The interchange sender delemings Lhis
vaiue. Per the standard implam entation
1SR4 Acknowledgement Requested 0 - Mo Acknowledgement requested o R The receipt of an interchange 420
acknovdedgement is detesmined by the
TPA. Per this document, the State will
not be providing an acknowledgement
ransaction to the Boards. However,
Baards may choose to negotiate this
itemn in the TRAs with thelr providers if
the board can and wants fo create the
acknowdedgement ransaction
thenmehes,
15415 Usage Indicalor P-Production [*R 1] R Trus feld will ba referenced Dy MACSIS
T-Test to cete ifthe e iza
test file
15816 Compenent Element Separatar o [ T |To guaranies accurate evaluation and | 4006
procassing of the file, thes feld shoutd
be valued fo ©
BB [GS Functional Group Header
G50 Functional identifer Code HC D 32 R
1of 14
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MACEIS 837 Professional Claim Informational Guide

837 FILE SPECIFICATIONS

MACSIS |MACSIS Comments

G REF. NAME PROPOSED VALUE [ FORMAT DATA USAGE MACSIS
PAGE | DES TYPE! MSF Ref. Guide-
LENGTH Line
G502 Appication Sender Code UPIWENDR 1D AM 215 R = This fiekd should identily the entity
ible for the clams contained in
the functional group. [n most cases,
this field should equal the valie in
15A06. Since this field is not a fied-
Ength field, the leading zeros ae not
required, (Nate: Itk not a problem i
they are provided, howeyer ).
-If a provider contracts with a
[ehearinghouse to create this e on thel
behalf, then 1SADG would identify the
chearinghouse and this field would
dentify the provider (Ex. UPI). Pleass
note: This means clearnghouses should
(send one file per prowider or vendor,
T T eses| Apglicabon Receiver Cade " BOARD NUMBER and TYFE ANZHE | R | |This feid shouid identity the entity
rmeelving Lhe ciaims contained in the
functional group. This held should equal
ISALE
504 Diate CCYYMMDD DT &8 R
—— = AR e — e
GE05] Group Control Number Same as GEO2 ND 118 28 The apphcaton sender determmss this
value. Ferthe standard implementation
guida, this field must match GEOZ or the
e vall fa] ANS)validation adits
GEOT| Responzible Agency Code ) X D U2 R
GES0B VersonfRelease Code O04010X03BAT ANIZ | R Addenda changes were adopted by e | 4084
HHS Secratary on 213703
TABLE 1 - HEADER
R L s LT LD R VST | | i P A PR SO (OO Gk ke SR (e S R S IS
STOTS ID Code 37 I 348 3
STC2{TS Control Mumber Transaction Set Control Number AN 49 R # must match the value in SE02, but it
B3 Beginning of Hierarchical Transaction R
EHTO1 | Higrarchical Structure Code 0018 D 44 R
BryungPupesscos b . GCOdghet __ f oG | kL T YT S oD IR
BHTO3| Originator Application Transaction ldertifer Batch number assigned by applcation AN 130 " Bald | This number is determnad by the
SEMder YA | application sendsr [E will not be stored
in MACSIS
EHTO4|TS Creation Date CCYYMMDD OT aig R ARNE
mI.-n|m_ T3 Creation Time HHMW T 42 R
BHTO6|TS Type Code CH-chargaabla 0272 R’ MACSIS will consider for payment "CH
transaction types only.
B85 |REF Transmission Type Identification R
REFO1 o ion Quakfier a o 273 R
REFD2|Transmission Type Code 004010X098A1 (P rod) AN B0 E Addenda changes wera adopied by e
004010X0980A1 (Test) HHS Secretary on 213/03.
| -LOOPIC 1000A SUBMITTER NAME __ - — i
BT [NM1_ |Submitter Name FAER i i
MM101 | Entity 10 41 1D 213 R
ol meEn e anaiter o E-Tonpemonenily L DAL B L
NMT103 [ Submilier Name Provider Mame/Vendor Mamaf AN Name AN 135 R AADG |1 is recommendsd this fistd contain the
name of the arganization corresponding
to the Sender 1D N 1SA0E Do not use
“&" in the name.
MM T0E| identification Code Cuakfiar 46-ET D 172 R
2of 14
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MACSIS 837 Prafessional Claim Infarmational Guide

‘837 FILE SPECIFICATIONS

] REF. MNAME PROFOSED VALUE | FORMAT DATA USAGE | MACSIS [MACSIS Comments MACSIS
PAGE | DES TYPE/ NSF Ref. Guide-
LENGTH Line
M 108] identificaton Code UPWWENCR IDWAN ID AN 270 3} AADr2 (It is recommended this fisld contain the
ZAD2  |seme value as noted in ISAD6. Since
this is not a fxed length Sald, the
leading zens ars nolt requrad
R R T T T T e e P B e
PERO|Contact Funchon Coda Ic DX R
Submitier Contact Name Contact person at provider, vendor, of A 1E0 ] ABDIS
IO ANNGNoU e
PERO3| Communication Number Qualifisr _TETekephons D22 ]
FERO2] Communication Number Fomat: ARMBEBCCCC, where A8A G the | AN 10 R The extension, when apphcabs, should
arga code, BBS s the telephons number b included immediaiehy after the
pre-f and CCCC i the telephons number. telephone number.
—LOCP 1D 1000E RECEIVER MAME
74 |NM1  [Individual or Organizational Name R
M1 [Racwyer Code 40 D X3 R
NMI0Z|Ertity Type Quakfer 2 - non-person Erlity 01 3]
NMI03IRacever Name Board Name ANARS R It Is recommended this field contan the
name of the board cormesponding to the
walue in ISADE
_|. _NM108)identification Code Quakher [ETIN) 48 | . | R I O
WM109|Recesy er Primary |dentifisr EOARD NUMBER and TYPE AM 20 R It is recommended this fisld contain e
same valus a5 neted in ISADS
TABLE 2 - BILLING/PAY-TO PROVIDER DETAIL
- |=LOOF 1D 2000A BILLING/PAY-TO PROVIDER HIERARCHICAL LEVEL oL o fmplled e 5f 5000
77__|HL Hierarchical Level R
HLO1 |Hierarchecal ID Mumber start with 1. increment by 1 AM N2 R
HLO3|Hierarchical Leve! Cods 0 I 4/2 [
A e e ey i i [T e
=LOCP 1D 201044 BILLING PROVIDER NAME
B4 R
85 D3 R
W10 Entty Type Quahfaer 2 - Mon-Person Ertity [=RTil R
WM 103 Bding Provider Name Agancy Name AM 1S [ This fekd should contain the namea of e
provider agency comaspondimng 1o the
MACSIS-assigned UPI Mumber. Do not
use "&" in the name
zz:oa_. Code Quakhar 24-Employer's |0 Mumber D 112 ]
NMVOS Eling Prowder bient fr Agancy Tax-D Humbar AN 2D ] This fatkd should contain the tax-i
Hyphen included number of the agency, Please contact
your Board representabve fo vanty that
your Tax-I0 as recorded in MACSIS is
cormect prorio submitting test files
Billing Provider Address R
N30 |Bdling Prowider Address 1 Agency Address Lne 1 AR 1SS R This Is the address associated with the
MACSIS-assigned UPL number. It is
recommended that the address be an
exact match to what ks stored in
MACSIS. To determine vakue in
MACSIS, refer o
Hibps: f feevrwemih state oh s ois/ mac pro
vi.top himl
N30 Billing Prowider Addrass 2 Agency Address Line 2 AM 1SS s This is the address assocated with the
MACSIS-assgned UP number See
note abovea (on N30t}
TR Y g [T TR T e e e e e

3of 14
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MACSIS 837 Professional Claim Informational Guide

237 FILE SPECIFICATIONS

G REF, NAME PROPOSED VALUE / FORMAT DATA USAGE | MACSIS [MACSIS Comments MACSIS
PAGE | DES TYPEI NSF Ref. Guide-
LENGTH Line
M40 |Elling Prowider's City Agency City AN 30 R This is the city associated with the
MACSIS-gssigned UPI number. See
note on N30,
Na02|Biling Providers Stale Agency State D22 R Thit is the State abbreviation associated
with the MACSIS-assigned UPI nurmiber
See note on N301
N403|Bling Providers Zip Code Agency Zip Code D315 R This is the 2ip code associated with e
MACEIS -assigned UPI number See
note on N30T
o REF Billing Provider Secondary Identification £ This segment will be required o ensure
proper adjudication of the claim in
MACSIS
REF01|Referance Identfication Quaiter 16 - Provider UPIN Number D23 R
REFO2|Biing Provider S acondany Mentification MACSIS-Assigned UFT Number AN B0 R BAOZ  [Tris fald should contain the MACSIS-
12 bytes with leading zens YANZ | Assigned UPl number  Flease note the
wvalue must be 12 bytes in length and
contain leading zeros
Billing Provider contact Information 5 This segment is required if different than
the submitter contact information in
Loop 10004, segment PER . but the
nfemnation will not be used by MACSIS
PERO1|Contact Funchion Code Ic D 22 R
FPERD2|Blling Provider Contact Name Agency Biling Contact Mame AN 180 R
FEROZ| Comm MNumber Cual fier TE-Telephons D22 R
PERD4|Comm Number Agency Contact T Number AM 1780 R
—LOOP ID2010AB PAY -TO PROVIDER NAME This loop is only required if the pay-to
provider is a different entity than the
billing provider.
a8 Individual or Organizational Name R
............... i T 23 3}
2 - Non-Person Entity o 11 R
NM103|Pay-To Provider Name Pay-To Provider Name AN 135 R This field should contain the name of the
organizabion associated with the
MACSIS-agsigned Vendor Number, Do
ot use "E" in the name
.......... NM108]idorlificalion Code Qualiner | MEmployecsiDiumber | B2 | ® [ 1 [ |
MM108|Pay-Ta Provider identifier Fay-To Provider Tax-I0 Mumber AN 20 R This figld should contain the tax-id of the
Hyphen incledad organizabion associated with the
MACSIS-assigned Vendor Number.
Please contact your Board
reprasentative tovenity that your Tac-1D0
a5 recordad in MACSIS is comact prior
o submitting test fles.
103 |N3 |Pay-To Provider Address R

40f 14
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MACEIS 837 Professional Claim Informational Guide

837 FILE SPECIFICATIONS

G REF. NAME PROPOSED VALUE [ FORMAT DATA USAGE | MACSIS |MACSIS Comments MACSIS
PAGE | DES TYPE! MSF Ref. Guide-
LENGTH Line
N301]Pay-To Provider Addrass 1 Fay-To Provider Address Ling 1 AN 1SS R is field should contain the address of
the organization associated with the
I5-assigned Vendor Mumber .
Itis i that the
exact match to what is stored in
15. To determine value in
MACSIS, refer to
hittp: /fwnerer o state.oh s/ ols/ macsks
| mat_provf top htmi
zw..._mﬂuwep._.... Prowder Address 2 Pay-To Provider Address Line 2 AR 1SS s Thes fabd shoutd contain the address of
the organzation associated with the
MACSIS-assigned Vendar Numbar
Ses nate on N30T
104 |Na hic Location R
a0 [Pay-To Provider's City Pay-To Provider City A 350 "
. NeO2|Pay-To Pronders State ) PayToProwiderState = | D22 | R
MaN3|Pay-To Prowdear's Dip Code FPay-To Provider Zip Code IDans R
108 |REF Pay-te Provider Secondary Identification
© | REFD1|Reference ldentifcalion Guaklier G- Provider UPIN Numbar D | R
REFO2{Pay-to Provider addiional loentifer MACSIS-Assigned Yendor Number ARB0 [
15 bytes. leading zeros
TABLE 2 - SUBSCRIBER DETAIL
= LOOP ID 2000E SUBSCRIBER HIERARCHICAL LEVEL Implied max of S000
oL | TR L s S RO Tt S T | S SIS ST TGOS P S (R0t G
HLO Higrarchical 1D Mumber start with 1_increment by 1 AM 112 R
HLO2|Higrarchical Parent bd Mumber 1-Subscnba sait AN 2 R
HLO3 Subscriber Level Codes 22-Subscnber D 142 R
HLD4 |Hierarchcal Chid Code - Ho subordinate HL segment D1 | R
110 |SBR Subscriber Information [3
SBRO1|Payer Responsibbly Seq # Code P - Primary D11 2 DAz
S - Secondary
T- Terbary
BRI 2010 L ot AL SN TGS | (ORRIOCRP UV i 5. AU It (oL N AR Foirn e e
SBROS(Clzim Filing indicator Code ZI-Mutually defined D2 3 This code is required prior to the
mandated use of a natonal plan I
code. It will not be used by MACSIS lor
adjudcalion pumposes
e S LEI 2R BUDSLIIBERANE | s
117 _[NM1__ |Subscriber Name Infarmation R
MM 101 | Insurad or Subscnber IL-knsured D X3 R
HM1021Enily Type Qualifer __1-Parson D 11 B
NM103|Subscaber Last Name MACSIS Chient Last Mame AM 135 R CAnd 42
NMT04 | Subscabar First Name: MACSIE Clienl First Name AN 125 = CANS  |Since all MACSIS cllants are "parson's”, a.mm..lz
ot “erttives”, first rame should aways
b provided, even for pseudo-UCl's
MM 105 Subscrbar Middie Name MACSES Client Midde Inifis) AN 125 5 CANE

5of 14
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237 FILE SPECIFICATIONS
G REF, NAME PROPOSED VALUE / FORMAT DATA USAGE | MACSIS [MACSIS Comments MACSIS
PAGE | DES TYPEI NSF Ref. Guide-
LENGTH Line
NM10T|Subscrber Name Suffe MACSIS Chent Suff AN k] CADf [ This field should contain the suffoc of the
client (e, Jr, Sr, L L 0. Do not value
the suffic here and in NM103.
....... i B B e ]
MM108| Subscaber Pimary |dantifer MACSE UCI Number AN 2750 R Da0ME 448
121 |N3 Subseriber Address R This sagment dala is required. but will
ot b validatad by MACSIS.
W30 | Subscober address 1 MACSIS Qi i Address 1 AM 155 R
N302[Subscnber adaress 2 MACSIS CllentEs Address 2 AN 1755 s
122 N4 Subscriber City/State/Zip Code R This sagment dala is required. but will
ot b validatad by MACSIS.
401 | Subscober City Name MACSIS Client Ty Name AN 30 [
ZAﬁ_mx&aQ&a- or Frovince Code MACSIS Chent State D X2 R
MNA03] zip code MACSIS Chent Zip Code ID 3115 R
124 |ODWMG Subscriber Demographic Info R This segment will liksly be used by
MACSIS for matching the claim to an
existing cliant.
OMGO1 | Date Time Panod Format Qualifier D8 D23 R
DMGOZ[Subscnber Bith Date MACSI5 Client Date of Birth AN T3S [ CADS
CCYYMMOD
Db Gender FMU D1 R CADS
126 |REF Subseriber 5. dary |dentification 5
REFO1[Reference |denbiication Quaiifier $Y-Social Security Number I 23 R To ensure proper adjudication of the
clgim in MACSIS, the socal securily
number of the client should be provided
It will e used to help link the incoming
ciaim to the appropriate clignl's records
inMACSIS. n
| medm_m._._deEe__ Supplemantal identilier MACSIS Client SSN AN 130 R Do nol include dashas.
— LOOP ID 2010BE PAYER NAME
130 |NM1 r Marne Information R
MM101|Entity Identifer Code PR o 23 R
MM102|Ertity Type Quakifier 2 - Mon-Person Ertity [T R
ZZ_a_ﬂm‘..maZm-.& MACSIS AN 135 R Dalrg
NM108| dentification Code Qualifier Pl-Payar ID T 142 R
MNM103|Fayer Pimary identifier MACSIS AN 2E0 R
=LOOP 1D 2300 CLAIM INFORMATION 444 and
444
176 |CLM___|Claim Infermation e O A S N N A
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MACEIS 837 Professional Claim Informational Guide

837 FILE SPECIFICATIONS

PAGE

REF.
DES

MNAME

PROPOSED VALUE (FORMAT

DATA
TYPES
LENGTH

USAGE

MACSIS _y__a) CSIS Comments

NSF Ref,

MACSIS
Guide-
Line

Lm0

Patient Conirol Mumber

Provicer-gssigned daim-evel control
number

AN 138

CAna

1f this element Is valied and Loop
2400, field REFO2 (Line [tem Control
Murmber) Is ot His fiekd will be
returned on the B35 in Loop 2100, fiekl
CLPOI. Alphanumeric values ae
permissible, but nol special characters.

Pleass note this field i longsr in length
{up o 38 characters) than the REFO2
fiekl. It ks also longer in kngth than
the 15-character HCFA 1500 NSF
control number (CA0,3) and the control
number relurmed on the ERARA.

Therefore, MACSIS will return all 28
characters on the B35 for dates of
service on or after July 1, 2003, if
REFO2 is pol provided. For dates of
service before July 1, 2002 andor any
transactions on the ERARA, the control
number retumned will be a maximum of
15-chamacters.

See guidslines for specific requirements
for ADD prevention services.

4128

The addenda further clarified how

CLMOZ

CLMOS|

Total Claim Charge Amount

Health Care Service Locabion Info

R 11E

AT

decimal points should be used for Trpe
" fiekds, 1 there are no “cenis”®
vohred in the amount (ex., $100),
then the vahse should not inchude the
decimal point or subsequent decimal
positions (ex., 100). 1 however, thera
ae "cents” involved n the amount (ex.,
£100.507, then the value must incide
the decimal point and subsequent
decimal positions (ex. 100.50)

CLMO5 -

Faciity Code Valus

See http Mwww cms govistatesiposdata pdf
for a complets kst of codas

] ]

FaDfm

-|Claim Frequancy Code

Providar Signature on File

This information will be stored at the
claim header level in MACSIS. If o
Information i provided in Loop 2400,
SV105, then this code will default to the
service location on the assodated claim
detal record(s) and will be used for

ad judication puposes,

[Please note that the new HIPAA-

(compliant place of service codes must

he used when reporting dates of service
on o after July 1, 2003, In May 2003,
(M5 announced avalability of several
new place of service codes.

The "ald" MACSIS place of service
codes must be used when reporting

44E

MACSIS will not use this information for

i — ol
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237 FILE SPECIFICATIONS

G REF, NAME PROPOSED VALUE / FORMAT DATA USAGE | MACSIS [MACSIS Comments MACSIS
PAGE | DES TYPEI NSF Ref. Guide-
LENGTH Line
CLMOT|Medicare Assignment Code A-Aszigned [RTE] ] Tris information will not be used by
B-Assignment Accepted on Clinical Lab MACSIS for adudication purposes.
Sarvices Only
C-Not Assigned
P-Pabient Refuses bo Assign Benefils
.U_.rooulhmm_ngw:w of Benefils Indicator N-Mo o111 R This information will not be used by
- Yes MACSIS for ion p .
CLMOS|Releaze of Infarmation Code A-Appropnate Release of Info on File D11 R This infammation will not be used by 4
I-informed Consent to Release Medical infa MACSIS for adjudication purposes.
M-Limited or restricted abilly release data Existing policies bt
N-Hot allowsd bo relsase data appropriate release infarmation stil
0-0n file at Payer or plan sponsor apaly.
¥-Signed statement permilting release of
data
CLM10|Patient Signature Source Code B-Signed on HCFA-1500, block 12 and [sRT] =S Although this information s requined
block 13 {excapt iFCLMOG=N), it will not be used
[C-Signed on HCFA-1500 by MACSIS for adjudication purposss
M-Signed on HCEA-1500 block 13
P-Physician sgned due to patient not
present
S-Signed on HOFA-1500 block 12
CLM11|Retated Causes Info (Composite field - see below Q k<] Although this information s required if
the cause of the cient's condition is
related to other factors, it will not be
used for adudication puPoses in
MACSIS
CLM11-1|Relaled Causes Code AA - futo Accident ID 23 R The value of "AB" for abuse was deleted
AP - Another Party R esponsible in the October 2002 Addenda. MACSIS
[EM - Employment does not use this information for
OA - Ofher Accident adudication purposes
CLM11-2|Related Causes Code AR - Auto Accident D23 E-] The value of "AE" for abuse was daletad
AP - Bnolher Parly Responsible in the October 2002 Addenda. MACSIS
EM - Employment does not use this information for
OA - Other Accident ajudication purpases
CLM11-3[Relaled Causes Code AA - Auto Accident D 23 ] The value of "AE" for abuse was deleted
AP - Another Party R esponsiole in the October 2002 Addenda MACSIS
[EM - Employment does not use this information for
(OA - Other Accident adudication puposes
CLM11-4 At Accident State or Province Code State where accident occured D22 ]
CLM11-5|Country Code Country where acesdent occured ID 23 =3
CLM12|Special Program Indicator 01 - Early & Penodic Screening D23 E= This information will not be used by
02 - Physically Handicapped Childrens' MACSIS for adjudication purposes.
program
03 - Special Federal Funding
05 - Cisabibly
elc
288 |HI Health Care Diagnosis Code 5 As with current MACSIS billing pelicy,|  44F
not all procedure codes require a
diagnesis code. Please referto MH
and ACD Procedurs Code Matrices to
determine which procedures require a
diagnosis code,
HIO1_ |Health Care Code Information AN 0 R

8of 14
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‘837 FILE SPECIFICATIONS

L=} REF. MNAME PROFPOSED VALUE / FORMAT DATA USAGE | MACSIS |[MACSIS Comments MACSIS
PAGE | DES TYPEI MSF Ref. Guide-
LENGTH Line
Diagnoss Type Code BK-Frinciple Diagnosis IC0-2 Codes D43 R
Cizgnosis Code 1C0-8 Coda AN D (] EADME0 | Only tha pancipal diagnodis code wil ba
et to OOJUFS for Medicakd aligible
Services 1o Medicad ebgible dients. Do
ot include decimal point
HIOZ  |Health Care Code information AN 1730 35
HIG2-1|Dizgnoss 1ype Code BF-Diagnosis ICD-3 Codes. D 173 [l
HI0Z-Z) i s Code ICD-8 Cods AN 1ED R EADE1
HIDZ  |Heeltn Care Code Info R if additional Diagnoss AN T 3
HI02-1|Cizgnosss Type Code BF-Diagnosiz IC0-8 Codes D i/ 3
HIQ3- 055 Code IC0-8 Coda AN R EAD32
HID4  |Healtn Care Code Info R if i Ci AM 1732 3
HI04-1|Dizgnoses Type Code BF-Diagnosis |C0-3 Codes [N R
HI04-2) O 5 Code IC0-8 Code AN 132 R
HIDS  |Heslth Care Code Information Rif i Dis AM 133 =)
HIDS-1|Diagnoss Type Code BF-Diagnouis |CD-9 Codes D145 R
HID5-2Diagnosis Code 1C0-2 Code AN R
| _HI06 |Health Care Cade information | R il additional Diagnosis | AMIE4 | 5
HIDE- 1|Diagnoss Type Code BF-Diagnosis |CC-8 Codas 1D 7 R
HI0E-2|Diagnosis Cods: ICD8Code | AMNTE | R
| Hi07 JHesm Came Codeinformation | " Rif additional Diagnosis AN 1S E
HIO7-1 s Type Coda BF-Diagnosis |CC-8 Codes D5 R
HIOT2[Disgnoss Code  ICDSCods ARS | R
HIDE  |Heslth Care Code Information & if acditicnal Disgnoss AR 136 5
HI0E-1|Diggnosis Type Coda BF-Ciagnosis |C0-8 Codes 1D 149 R
HIGE-ZDiagnoss Code | COaCeds | AiGE | R |

—LOOP ID 2310B RENDERING PROVIDER NAME _‘mmﬁ.zda it different than billing provider
noted in Loop 201044 However this
sagment will not ba used by MACSIS for
adudication puposes

280 [NM1___ Rendering Provider Name Info o 8
MHM101|E; |dentifer Code R
MM102|Entity Type Quakiar 2-Mon-Person Enfity D 1 R
NM103|Renderng Provider Last Name g Provider Organa N AN OGS R D nol ugs “2%in the name.
b 108] identificalion Code Cuakhiar 24 Employer's |0 Number D112 R
NMi08|Randenny Frovider IO Randering Provider 10 AN 2750 &

—LDOP ID 2320 OTHER SUBSCRIBER INFORMATION [CLAIM LEVEL ADJUSTMENTS) This loop & required to be sent by the uUG
provider when another payer has
adudicated the claim. MACSIS plans on
using only the first iteration of the

noted below for ad|
|purposes.
Il the provider submitted clainms in FYO3
with other payer information, they must
nclude atizast one claim with this loop,
Loop 2330A and 23308 in thek Tier 1
ad 2 et files
| 318 Other Subseriber iInformation =
SBRO1|Payer Responsibility Sequence Number Cods P - Primary RT3} R
$ - Sacondary
T- Tertiary
SBR02| Indevidual Retationship Code See guide for valid values D22 R
SBROS| nsurance Type Code Sea guide [or valid values D 113 R
9 of 14
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837 FILE SPECIFICATIONS

DES

PROFPOSED VALUE / FORMAT

DATA
TYPE/
LENGTH

USAGE

MACSIS
MSF Ref.

MACSEIS Comments

MACSIS
Guide-
Line

SBROGIClaim Fiing Indicator Code

AMT  |COBAmount

ZZ - Mutualy Defined

D42

This code 15 regquired priorto e
mandated use of anational plan ©
code. Itwill not ba used by MACSIS for

adud cation purposes

raportad in this sagment. MACSIS wil
reference this segment for adjudicabon
purposes. Please note MACS|S wii not
us@ prior payer paid amounts reported in
Loop 2430, SVD Segment for
adudication puposes

Payments from anciher cayer showd be |

AMTOAmount Cualifier Code

D- Payer Amount Paid

[FRTE]

MACSIS plans to only use COB amount
reported as "0 - Paver Amount Paid for
afudication pumposes

FADES

|Report the amount paid by the prior
lparer in this field. Da not inchade any
amounts pald or due From the patient
nchuding provider-determined sliding
fee amounts here, IF the payer dented
the claim or adjudicated the claim

pay ment as zero, enter 2ero, If the
provider determines the patient
copapment at the time of service and
therefore nust reflect patient pald
amounbs they can reduce the amount
biled rather than report patient paid
amounts here. Please see clarification
in addenda as o how Type "R" amount
fiekds should be reported in terms of
nchading or exchuding the decimal

OMG Subseriber Demographic Info

D V3

loont

This information will not be used by
MACEIS for adpudication purposes.

CCYYMMOD

AN 1S

DMGO1 |Date Time Period Formal Qualifer
Qg.mom_oma of Birth - Subscribar
DM GO3| Gendar - Subscribar

F-Female
M-Male

11

344

al Other [+

This infarmation will not be used by
MACEIS for adjudication purposes.

Q103 Assignment of Benatts ndicator

~OlbE|Releass of Information Cods

N
Y-Yas

T |aApproprale Release of Info on File

I-nformed Conzent to Release Medical info
M-Limited or Restnicted Ablity 1o Release
Info

N-Mot Allowed to Releate inl

0-0 file

¥-ves. signed release form

[=X

o

~ LOOP ID 2330A OTHER SUBSCRIBER NAME

This loop is required when Loop 2320 is
usad To be consstent with ODJFS
requirements, MACSIS plans onusing
the first iteration of this loop to caplure
the ODJFS COB indicalor.

N1 name

WM ICT|Entity Identifier Code

ID 23

10 of 14
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G REF. NAME PROPOSED VALUE /FORMAT DATA USAGE | MACSIS |MACSIS Comments MACSIS
PAGE | DES TVYPE! NSF Ref. Guide-
LENGTH Line
MM102|Entity Type Qualifier 1-Ferson D11 R
MM103|Subscobar Last Nama Other Subscnber Last Mama AN 155 R
M1 First Mame Other Subscriber First Name AN 125 R
! tification Code Qualfier MI-Member ID Number D12 R’
MA109| Other subscnber pimary identifier Otner Member |0 Number AN 250 R
357 |REF Other Subscriber Secondary |dentification
,,,,,,,,,, REFD[Raferanos Ioenheaion Guaer | " "16 - Insurence Poliey umber | D %a 8 L T T
REF02|Other Insured Addibonal Identifier 2 — Blue Cross/Blue Shistd AM1Z0 R FAW21 |DDUFE is using this elemant 1o caplure
3 = A prvale camer e third party COB indicator currently on)
4 — Employer or Union e NSF [e. If Bis field is vaued. an
& — Public Agency |Medicare, Worker's amount must be provided in Loop 2320,
Comp) Figdd AMT 02 {COE Amount) and AMTO1
6 — Otner camisr must equal "0° {Payer Amount Paid).
R = No response from carmer
P — Mo coverage for his recipient number
F — Mo coverage for all recipient numbers
L — Disputed or contest Rabilty
§ - Mon-coverad senice
E - Insurancs benefits exhausted
X - Mon-cooperate member
= LOOP ID 23308 OTHER PAYER NAME CAN2Z |Although required when Loop 2320 s
{Other |used, this loop will not be used for
Ins. Ind ) (adiudication puposes in MACSIS.
359 |NM1 Other Payer Name R
MA101 [Entity |dentifier Code PR-Fayer D33 R’
HM102|Entity Type Gualifer 2-Mon-Person Entity I 111 "
103 | Payer Mame Qther Payer Name AN G5 R
108 Identification Code Qualifier Pl-Payer 1D D 1/2 R
MAA102| Cther payer pnmary id number Other Payer ID Mumber ol e R
386 |OTP Claim Adjudication Date s | Athough required if claim was
previously adjudicated and a service
lewel adjudication date is not reported in
Loop 2430, fis information wil not be
used by MACSIS for adjudication
purposes.
CTP01 | DatedTime Gualifiar 673-Date Claim Paid D33 R
DTPO2|Date Time Period Format Quakifier o] D33 R
CTPO3[Adjudication or Payment Date Date daim adudicated by other payer AN 1735 "
= LOOP ID 2400 - SERVICE LINE 444 and
4]
3ae |LX Service Line - repeat >=1 R
......... T T R [~ TR T N T - S S
400 |SW1 Professional Service R
SVI0T |E ite Medical P dure Identifi
Evi01 __Iu‘gcﬂ.__mw_.c_o& 1D Cruabfiar HC-HCPCS (incl. CPT, for Healthcare ) D 22 24
ZZ -mMutually Defined (Mon-Healthcare |

11 of 14
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PAGE

837 FILE SPECIFICATIONS

REF,
DES

MNAME

PROFOSED VALUE / FORMAT

DATA
TYPEI
LENGTH

USAGE

MACSIS
NSF Ref.

MACSIS Comments

[MACSE
Guide-
Line

SV101-2|Procedure Cods

HCPCSICPT Man-Healhcans Procedurs:
Coda

L IAE

FAQD
FADMO

1t bs important to note that the new
HIPAA-compliant procedure codes must
be used when reporting claimes with
dates of service on of after July 1, 2003,
The: "old® MACSIS procedure codes
st be used when reparting claims
with dates of service prior fo July 1,
2003,

304,
poc, 440

EV101-3 |Procedurs Modifier
fru
SVI01 -
&

5V102|Line tem Charge Amount

HCPCEICPT Modihers

AN 212

o

Fan

ts important to note that the new
HIPAA-compliant modifier codes must
be used when reporting claims with
dates of service onor after July 1,
2003, Additionally, modifier 1 must
always be valued.

The “old® MACSIS modifier codes must
e uised when reporting claims with
dates of service prior bo July 1, 2003,

404,
140C, 44D

Arvount billed for servece

SVi03[Uni or Basis for Maasuremant Coda

SVI04| Duantity

UM-Uinit

R 118

DX |

Falng

The addenda harther clarified how
decimal points shoukl be used for Type
R* fields. 1f there are no “cents®
nvolved in the amount (ex., $100),
then the value shoukd not include the
decimal point or subsequent decimal
pasitions (ex., 100], I however, there
are "cents” ivolved i the amount fex.,
£100.50], then the valus must Inclide
the: decimal point and subsequent
decimal positions (ex. 100.50)

Unite of Service

R NS

'A\Jﬂi
1

FADME

To report partial units, Inchude the
decimal and only one tenth decimal
position to asswre proper adjudication in
MACSIS (ex., 15.6). Refer to addenda
for clarification as to how Type "R
fields should be reported (in terms of
nduding or excluding the decimal
point),

Please note that for same day servioes
ocurring on or alter July 1, 2003, these
services must be *summed and
rounded” according to the MACSIS
quidelines and reported as one servioe
line.

44C and

5/10/2005
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L=} REF. MNAME PROFPOSED VALUE / FORMAT DATA USAGE | MACSIS |[MACSIS Comments MACSIS

PAGE | DES TYPE/ MSF Ref. Guide-

LENGTH Line

SVI05[Piacs of Service Code See MU MAvew cms govstatesnosdata paf | AN 12 5 FAGT  [Required I different than faciity code 44E
for & complate hst of codes. value reported in Loop 2300, CLMOS-1.
It will be stored in MACSIS at the claim
detail level for only the associated
service being reported,

1F provided, use new HIPAA-compliant
place of service codes for dates of
service on oor after July 1, 2003, In May
2003, CMS anncunced the avallability of
several new place of service codes.

Use "old® place of service codes Tor
dates of service prior to July 1, 2003,

...... This segment is required if the diagnasis |
15 reported n he HI segment of Leop

SV107 |Composte Diagnosis Cods Porter | | 1 Ts"

SW107-1|Diagnois Code Painter T ez [T R | FAGNA [Thisvalue can be repeatedup [0 four |

thul FAWNS |imes. but only the first value wil be
SV10T-4 FAQME |used by MACSIS for adiudication
PUTpOses

SV109iEmergency Indicator ¥ (=R 1] el This ekt was changed to “situatonal™
usage per the Oct 2002 sddends. The
allowable values alzo changed from Y
or N" to just "y Do not value the dala
element if it does not apply. Evenif
valued, MACSIS will not use i for
adudication pupesas

79

438 |OTP Service Date L )
DTPO1|DataTime Quablier 472-Service D33

el il ]

OTPO2|Date Time Panod Format Qualifier De D23 Fer Medicaid Policy, 8 range of dates of
servica (Lo, RDB)is not permassible for
behaworal health services. For senices
admirvsterad over range of dates, anly a
sngla start date of senvice should be
provided

DTPO3| Service Date COYYIMMOD AM RS R FADS 404 and
400

472 |REF Ling item Control Number

e

mm__uo“_n_dcam10!5€ Numbesr GR 10 243

510/2005 13 of 14
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837 FILE SPECIFICATIONS

L=}
PAGE

REF.
DES

MNAME

PROFOSED VALUE / FORMAT

DATA
TYPE/
LENGTH

USAGE

MACSIS
NSF Ref.

MACSIS Comments

MACSIS
Guide-
Line

REF02

Ling ftem Control MumDer

Provider-assgned ine tem control number

AN 1730

FAL4

IF this field is valued, MACSIS will store
this number as the control number, not
the value sent in Loop 2300, CLMO1. [t
will be returned on the 835 file in Loop
2100, CLPO. Alphanumeric vales are

permissible, but not special characters.

Please note this field s shorter in kength
(up to 30 characters) than the CLMOI
field. It i longer i length that the 15-
character HCFA 1500 NSF Control
Mumber (FAD/) and the control
rumber on the ERARA.

Therelore, MACSIS will returm all 30
characters If provided for dates of
service on of after July 1, 2003. For
dates of service before July 1, 2003
and/or for trarsactions on the FRARA,
the: manimum retumed will be 15~
characters.

See o for specific requ
for ACD prevention services.

its

428

672

TRANSACTION SET TRAILER

Eall ]

SE01

Seament Count

Taotal number of segments including SE
and 5T

MO0

80

SE02]

Trarsaclion Set Conlrol Number

Same asin5T02

AN a4

This vatue must equal the value in STOZ,
Bt it will not be storad in MACSIS _

B.10 | GE _ﬂ_.__:nzo:u_ Group Trailer

# of Transaction Sats incudad

# 01573

WO 146

Omoa_
GEQ2|

(Group Control Number

Save as in G506

NO 1S

]

The applcaton sender determines this

qusde, this hetd must match G506 orthe
file will faul AN validation edits

IEA

EADT

Interchange Control Trailer

# of Included funchional Groups

#of G2

N0 15

|
|
|
value  Perlhe standand implementation _
|
|
|
|

EADZ

mterchanges Control Mumber

same a3 in |5A13

[LTR

o|D|A

The nterchange sender determings this
valug Per the standand implementation _
gusde, this Beld must match 12212 or

the filewll fal AMS] validabion edits 7

510/2005
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HIPAA EDI Claims File Testing and Approval

State of Ohio
MACSIS SYSTEM POLICY

Policy: HIPAA EDI Claims File Testing and Approval Last Revised Date: 1/27/05

Purpose:

This document outlines the methodology and policies related to the testing and approval of
electronic claim files from providers or clearinghouses for the purpose of submitting claim files in
a production MACSIS environment. There are four sets of constituents who have responsibilities
during the testing phase:

Providers

Clearinghouses (Value-Added-Networks or VANSs)
County Boards or Board Consortiums

MACSIS Operations Management Staff (MOM)

Required Reading:

There are three minimum sets of documents all parties should read and understand before
beginning the MACSIS claims testing process. They include:

National Standard HIPAA EDI Implementation Guides for 837P and 835 Files — Copies
can be downloaded from the Washington Publishing Company website (www.wpc-
edi.com). Please be sure to download the 837 Professional, not Institutional, Claims
Format (Version 4010) and related addenda.

MACSIS HIPAA EDI Documents — There are several MACSIS-specific documents
available to guide providers and boards regarding the requirements to successfully
adjudicate claims in MACSIS under HIPAA. These documents are available at
http://www.mh.state.oh.us/ois/macsis/mac.claims.index.html and should be thoroughly
reviewed prior to test file creation.

WEDI’s Strategic National Implementation Planning (SNIP) Committee’s “Transaction
Compliance and Certification” White Paper - This is a document created by a sub-
committee of the Workgroup For Electronic Data Interchange (WEDI). It explains and
recommends the types of testing which should be done prior to approval of data for
production submission. This MACSIS policy has been designed to adhere to the
recommendations of the white paper, which can be retrieved via
www.wedi.org/snip/public/articles/testing_whitepaper082602.pdf .

Constituent Responsibilities:

Providers
A. Approval Policy
Each provider who intends to bill for services under MACSIS will be required to submit

test 837P files for approval prior to being granted permission to submit production
claims.
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Note: Each provider must be approved at the “MACSIS UPI” level, not just at the
“*MACSIS Vendor” level. If a clearinghouse or main provider office creates the billing
file for multiple UPI's from the same system and location, then it is still required that
the clearinghouse or provider submit one UPI per Tier 1 and 2 test file. This is so
each UPI’s structure can be thoroughly evaluated. (Note: Loop 2010AA and 2010AB
can still be different within the file.) Once approved for both Tiers, then the
clearinghouse or provider would submit a “combined” test file (i.e., all UPI's
submitting to the same BOARD as expected in Production) to ensure the proper
combined structure is in place. Please note that a clearinghouse and/or provider
must create separate billing files for UPI's sent to different boards.

If a provider chooses to use a clearinghouse, it is the provider’'s responsibility, not the
State or County Board, to resolve any issues, bugs, problems identified with the files
during the testing phase, as well as issues which might occur in the production
environment.

The final Tier 2 File Analysis Report returned to the provider will indicate if they have
approval to submit claims in the production environment.

Although we encourage software vendors to work through their providers to submit test
files via the boards, it is possible for software vendors to submit an initial test file directly
to the MACSIS staff to determine how close their file formats fit the basic MACSIS
requirements. The latter will be managed by the MACSIS Support Desk
(macsissupport@mh.state.oh.us ) via an independent process and the test file must
contain no real client data. However, approval for production submission will not be
granted at a software vendor level, only at a provider level.

Providers are required to be re-approved through Tier 1 and Tier 2 testing, if they
change software vendors and/or apply a significant upgrade to their existing system.
Although not required, it is recommended that Tier 2 testing be re-done if there is a
significant change in the provider’s benefit or contract (i.e., pricing, etc.) structure in
MACSIS.

B. Pre-Testing Requirements

As noted in the White Paper mentioned above (see Required Reading), SNIP
recommends covered entities perform up to seven different types of tests on a file to
ensure HIPAA transaction compliance. These “types” as noted in the White Paper can
be reviewed independent of one another and do not necessarily need to be conducted in
any specific order.

Providers should pre-test types 1-7 for their ASC X12N 837 Version 4010 Professional
Claim Files prior to submitting files to their main contracting board to begin the
MACSIS testing process. This includes testing for basic HIPAA-compliant form,
structure and syntax requirements at a minimum. In addition, Appendix A outlines
examples of what to test and verify as it pertains to MACSIS-specific requirements.

Please note it is recommended per SNIP as well as MACSIS that providers use real data

to the extent possible to complete testing; however, if test data is used, the provider
should at a minimum ensure the same system parameters, product type and software
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versions are used to create the test data as established in the agency’s current
production environment.

C. Submitting Initial Test Files To Board for MACSIS Testing and Approval (Tier 1)

Once pre-testing is completed, providers will need to prepare their first test file for
submission to their main contracting board to begin the MACSIS Testing and Approval
Process. (See “Submitting Test HIPAA EDI Claim Files for Approval”
http://www.mh.state.oh.us/ois/macsis/claims/procedure.submit.macsis.hipaa.edi.claim.fil
e.pdf) for more information about the procedure for submitting test files.) Initial test files
should include the following:

¢ A maximum of 100 claims per initial test file

e The test file must contain at least one scenario of each of the required testing
scenarios noted in Appendix B, if the scenario could at all apply (even in the
future) to the provider

e The test file may or may not use actual client or service data

e The test file name should comply with the file naming conventions as outlined in
the Guidelines Pertaining to MACSIS, HIPAA EDI Policies and Procedures,
Sections 42A and 43B. Please note that test files should begin with the character
“J” instead of “A”, so they can easily be distinguished.

When submitting test files to the board, providers must initiate the “MACSIS Claims Tier
1 Testing Form” (http://www.mbh.state.oh.us/ois/macsis/claims/tier1.test.form.rev.pdf). In
an effort to identify common problems across software vendors, providers will be asked
to provide information about the software used to create the file on this form.

D. Submitting Final Test Files to Board for MACSIS Testing and Approval (Tier 2)

Once the initial test file(s) has been approved, providers will need to prepare their final
test file for submission to their main contracting board to complete the MACSIS Testing
and Approval Process. Final test files should include:

e The volume of claims representative of a typical production file submission for
that agency up to a maximum of 500 claims in the file. If you are not sure what
your average weekly claim volume is for MACSIS, see SFY03 (State Fiscal Year
2003) data available at
http://www.mh.state.oh.us/ois/macsis/claims/prov_fy03 clms.XLS

¢ All funded procedure codes are represented
Real client data

¢ Claims for dates of service on or after July 1, 2003, must be demonstrated on the
test file. Fictitious service data may be used, as long as all currently funded
procedure codes and corresponding rates are represented. HIPAA-compliant
procedure, modifier and place of service codes must be used.

o Provider Tax-ID information as stored in MACSIS exactly matches the
information included on the 837P file. Since Tax-ID is private information,
MACSIS-stored Tax-ID information is not available via the web. Providers must
contact their Board to verify that the Tax-ID in MACSIS is correct.

o Asin Tier 1, the test file name should comply with the file naming conventions as
outlined in the Guidelines Pertaining to MACSIS, HIPAA EDI Policies and
Procedures, Sections 42A and 43B.
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e Although not required, it is highly recommended that the provider’'s address as
stored in MACSIS match what the provider intends to submit on the 837P file
both for Billing Provider information (Loop 2010AA) and the Pay-To Provider
information (Loop 2010AB) if applicable.

When submitting the final test file for approval, providers must initiate the “MACSIS
Claims Tier 2 Testing Form”
(http://www.mh.state.oh.us/ois/macsis/claims/tier2.test.form.rev.pdf ). They will be given
the opportunity to request a return 835 Health Care Claim Payment/Advice file as a part
of the testing process via this form.

Il. Clearinghouses

Clearinghouses will be responsible for ensuring their contracting provider’s outbound claim
files (i.e., ASC X12N 837P Version 4010 Files) have successfully passed the testing
requirements as noted above. They will also be responsible for ensuring policies and
procedures related to the transmission of test or real claim files are adhered to. Policies
and/or procedures related to the access of or exchange of EDI data between a
clearinghouse, provider and board should be clearly outlined in any trading partner
agreements between the provider and board and/or provider and clearinghouse.

1. County Boards or Board Consortiums

County Boards or Board Consortiums will be responsible for the following:

¢ Instructing their contracting providers on how to submit files for the purposes of
testing to their attention

o Verifying the test file naming convention used is accurate

¢ Following the appropriate procedure to transfer the test files to the State to begin
the testing process

o Completing the MACSIS Claims Testing Forms and faxing them to the State

o Verifying test files comply with HIPAA-mandated and MACSIS-specific EDI
requirements under Tier 1

e Evaluating Error Reports resulting from Tier 1 and 2 testing to ensure valid codes
are being submitted, pricing and adjudication decisions are accurate, all PROCP
records exist and that benefit rules are functioning as planned.

e Updating the Diamond Support Tables within the board’s control to correct errors
resulting from Diamond “build” issues.

¢ Notifying the MACSIS staff via the Tier 2 form that a new copy of Production is
necessary before re-testing, when applicable.

e Receiving and communicating results from the test process to the provider. This
includes answering questions about format and value requirements under
HIPAA. If the board is unsure of an answer, the Board, not the provider, should
contact the MACSIS Support Desk for clarification.

¢ Monitoring and encouraging their contracting providers to begin the testing
process if they have not already done so

¢ Training and maintaining staff knowledge of the EDI format and value
requirements, testing policies, procedures, FTP and Unix Commands necessary
for testing

o Submitting HIPAA Service Rate Forms with Tier 2 Test File Forms

84


http://www.mh.state.oh.us/ois/macsis/claims/tier2.test.form.rev.pdf

Initiating Medicaid Contract Agreements or Amendments per ODMH and/or
ODADAS Medicaid Policy.
Maintaining Non-Medicaid rates in MACSIS.

IV. MACSIS Operations Management

The MACSIS Operations Management Staff (MOM) will be responsible for the following:

Providing and maintaining the appropriate test sub-directories for board use
Supporting “testing” programs used by MOM

Maintaining Test Environments

Completing Tiers 1 and 2 of the MACSIS Testing and Approval Process (see
below)

Communicating results to the boards

Disbursing any related MACSIS reports to the boards

Final approval of the provider for production submission

V. Cross-Constituent Shared Responsibilities:

All constituents will be responsible for:

Ensuring all transmitted data sent for testing purposes adheres to the HIPAA
Privacy requirements with respect to the confidentiality of patient identifiable
information. All precautions should be made to eliminate the possibility that
patient information be exposed.

In keeping with the above policy, no testing files should be emailed as
attachments to the Boards.

Ensuring file handling protocols are followed to ensure the proper translation of
file end of line markers. See
http://www.mh.state.oh.us/ois/macsis/mac.tech.revisited.EOL .issues.html for

more information.

MACSIS Testing and Approval Methodology:

MACSIS will be using a two-tiered approach to test files received from providers via the boards.
This approach allows the staff to identify simple, basic file problems in the first tier and then
focus on more complex problems which may only manifest themselves in a large, production-
simulation environment in the second tier.

I. Tier 1 - Basic Form, Structure, Syntax Testing

The primary purpose of Tier 1 testing is to evaluate the form, structure and syntax of the
claims EDI test file as it pertains to MACSIS-specific guidelines. The type of review includes
but is not limited to:

Conformance to file naming conventions

Envelope Structure and Control Numbers

Appropriate End-of-Line (EOL) marker and other delimiter definitions
Appropriate use of sender and receiver identification numbers
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e Appropriate use of provider identification numbers
One-To-One Correspondence of Loops 2300 and 2400 (i.e., one service line
per claim)

o Appropriate Segment Usage For MACSIS Adjudication Purposes as outlined
in the MACSIS 837P Technical Information Guide

Tier 1 testing does not require information related to “real” clients, although the latter is
preferable. These files can contain fictitious names, dates of birth, Unique Client Identifiers
(UCI), etc. Segment, field and component usage will be examined, but no comparisons
will be made between the EDI file and the MACSIS database content at this point in
the testing process. Appendix A provides a list of the types of items examined in Tier 1
Testing by the MACSIS staff.

Il. Tier 2 - Production Simulation Testing

Tier 2 testing is the final stage before approval is granted to submit claims into the HIPAA-
compliant Diamond Production Environment.

This level of testing will compare the test file to a copy of the MACSIS production
environment to simulate as close as possible how claims will be processed in a live
environment. Since Tier 2 testing is the first time the data in the test files is compared to the
data in the Diamond environment, issues such as discrepancies in Tax-ID and/or provider
addresses will become apparent in Tier 2 testing. Appendix C provides a list of the types of
items examined in Tier 2 Testing by the MACSIS staff.

All files must be created by the provider’s software and no manual (or other) corrections or
adjustments should be performed (by Provider, Board, or State staff). Every effort should be
made to emulate standard operating procedures.

o Exception: If a provider and/or clearinghouse plans to submit production 837P claim
files with more than one UPI number represented on the file, they should initially
submit Tier 2 test files containing just one UPI per file. Once the Tier 2 test files are
approved on a per-UPI basis, then a final combined Tier 2 test file (i.e., multiple
UPIs) will be necessary to ensure the proper “combined” structure is in place.

The primary goal is to ensure that the provider software has created a standard, MACSIS-
compliant ANSI X12 837P 4010 file; that provider contracts are in place (in the HIPAA
compliant Diamond 725 database) and accurate for all lines of business and panels; that
PROCP (procedure code pricing) records exists for all contracted services; G/L (general
ledger) references are present and correct; and that all procedures that are expected to
result in claims being denied or held as specified in the benefit rules are applied as
intended.

The Tier 2 testing file should be large enough to approximate at least one-week worth of
data (up to 500 claims) with all possible funded procedure codes from the provider before
Tier 2 approval will be granted.

Clients for whom claims are submitted must have member records in the HIPAA- compliant

Diamond 725 Production database. All claims-related tables must be present in the HIPAA-
compliant Production database. When this level of testing is to be performed, MOM will
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create an exact copy of the production database and perform the new HIPAA-compliant EDI
process.

Providers will have the option to request a simulated 835 Health Care Claim
Payment/Advice file in return, if the final test file is processed successfully into the MACSIS
test environment.

I11.Test File Rejection

Test files submitted by providers via their boards may be rejected for the following reasons:

HIPAA-mandated and/or ASC X12N requirements are not met

o MACSIS-specific billing requirements are not met, including having one claim loop
per service loop or invalid tax ID submitted

e Fatal errors occur on the MACSIS Edit Reports
Less than 90% of the claims pass MACSIS edits

o Duplicate claims contained on the file violate the Duplicate Claim Check Policy under
HIPAA.
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APPENDIX A
MACSIS HIPAA EDI TESTING CHECKLIST FOR TIER 1

4 Requirement MACSIS Loop/Segment SNIP
q Guideline /Element Type
FILE NAMING CONVENTION
o1 Proper flle_nammg convention is used 49A N/a 7
(Jxxxxxx#.julyy)
CONTROL SEGMENT USAGE
c1 Expegted segment, fle!d anq corr]popent 40D6 ISA 7
delimiters used as outlined in Guidelines
C2 ISA envelope is a fixed length of 105 bytes N/A ISA 7
C3 ISA-06 and ISA-08 are properly coded 41A2 ISA 7
ca ISA-13 matches IEA-02 (Interchange Control N/A ISA and IEA 7
Numbers)
c5 GS—O? and GS-03 (Application Sender and N/A GS 7
Receiver Codes) are properly coded
c5 SE02 (Tran_s Sef[ Contr_ol #) _equals the total N/A SE 7
number of lines in the file minus four
SUBMITTER/RECEIVER Ids
Submitter ID equals valid MACSIS UPI number,
S1 MACSIS Vendor number or MACSIS-Assigned 41A2 1000A/NM109 7
VAN ID
S2 Receiver ID is valid Board Number and Type 41A2 1000B/NM109 7
S3 Receiver Name is valid Board Name 41A2 1000B/NM103 7
PROVIDER INFORMATION
P1 Agency Tax-II_D is valued _and is in the correct N/A 2010AA/NM109 7
format (ex., with hyphen is present)
P2 ?g;r;cy UPI number is present; 12 bytes, leading N/A 2010AA/REF02 7
P3 !f Pay-To Pro_vider information is applicable, tax-id N/A 2010AB/NM109 7
is provided with hyphen
If Pay-To Provider information is applicable, the
P4 MACSIS-assigned vendor number is provided ina | N/A 2010AB/REF02 7
15-byte, leading zero format.
If rendering provider information is sent (i.e., not
P5 used for MACSIS adjudication purposes), then it N/A Loop 2310B 7
is coded correctly
SUBSCRIBER INFORMATION
B1 Claim Filing Indicator Code equals “ZZ” N/A 2000B/SBR09 7
. . . 2010BA/NM103
B2 Client First and Last Name are provided N/A and NM104 7
B3 Client suffix is provided in EITHER NM107 or N/A 2010BA/NM107 7
NM103 or NM103
. . . . 2010BA/DMG02
B4 Valid date or birth and gender code is provided and DMGO3 7
B6 Client SSN is provided (without hyphens) N/A 2010BA/ REF02 7
o . 2010BB/NM103
B7 Destination Payer Name and ID is MACSIS N/A and NM109 7
CLAIM INFORMATION
Patient Control Number contains expected value
M1 per provider’s system needs (see Guidelines for 44B 2300/CLMO1 7
specific AOD prevention requirements).
M2 | Total claim charge amount and corresponding N/A 2300/CLMO02 7
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Requirement

MACSIS
Guideline

Loop/Segment
/Element

SNIP
Type

decimal point usage (implied or explicit) is correct

M3

ICD-9-CM diagnosis code is present when
required for procedure, billable under MACSIS
and does not contain a period

44E

2300/HI segment

OTHER PROVIDER INFORMATION

X1

Rendering Provider Information, if provided, is
properly coded. (Note: Not required for MACSIS)

N/A

Loop 2310B

OTHER PAYER INFORMATION (IF
APPLICABLE)

R1

If other payer involved with claim, other payer
paid amount is provided and logically corresponds
to the ODJFS Coordination of Benefits (COB)
Indicator value in Loop 2330A/REF02. The
amount is correct given decimal point usage
(implied or explicit).

44F

2320/AMTO2

R2

For Medicaid eligible services to Medicaid eligible
clients, Other Subscriber Secondary ID is valued
to ODJFS COB Indicator.

N/A

2330A/REF02

R3

For Medicaid eligible services to Medicaid eligible
clients, other payer paid amount is valued
correctly when ODJFS COB indicator is present

N/A

2320/AMTO02

SERVICE INFORMATION

L1

One service loop per claim loop is provided

44A1

2400 Loop

L2

Proper “product/service qualifier” is used for the
procedure being billed (i.e., HC for HCPCS and
ZZ for non-healthcare procedure codes)

N/A

2400/8V101-1

L3

Service code is valid for date of service

N/A

2400/8V101-2

L4

Modifier 1 is always present

N/A

2400/S8V101-3

L5

Unit or Basis for Measurement Code is valued to
“UN”

N/A

2400/8V103

L6

Units of service were accurately calculated per
rounding tables and do not exceed a one-tenth
decimal place.

44C1

2400/SV104

7

L6

Emergency Indicator is “null” or “N”

N/A

2400/SV109

7

L7

Date/Time Qualifier is “472” for Service Date

N/A

2400/DTPO1

7

Certain items beyond those noted above may be reported in the Tier 1 Test results as “Notes”.
These are items which will not prevent Tier 1 approval, however, offer further explanation or
clarification so the submitter can assess if/how the data should be provided. Examples of
“notes” are below:

e Loop 2010BB (Payer Name), N3 and N4 (Payer Address) are not required; however,
if sent, the values should be “30 E. Broad Street, Columbus, OH 43215-3430".
e All PRV segments are no longer required per the October 2002 addenda.

e If both Loop 2300, CLMO1 and Loop 2400, REF02 (where REF01 = 6R) are

provided, MACSIS will only return Loop 2400, REF02 on the 835 remittance file.
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APPENDIX B

MACSIS HIPAA EDI SCENARIOS FOR TIER 1 TESTING

Test Scenario

Used to Verify

Other payer is involved with the claim
Client is Medicaid Eligible
Service is Medicaid Eligible

Provider system can
properly generate the
Loops related to Other
Payer Information
(2320, 2330A and
2330B)

Other payer is involved with the claim
Service is not Medicaid Eligible

Provider system can
properly generate the
Loops related to Other
Payer Information (2320
and 2330B)

Date of service is after July 1, 2003
Billed service uses “new” MACSIS
procedure, modifier codes and place of
service codes

Provider system is using
“‘new” MACSIS
procedure, modifier and
place of service codes
for dates of service on
or after July 1, 2003.

Same-day services (for dates of service
on or after July 1, 2003) are “summed”
per the MACSIS same-day service
policies under HIPAA.

Provider system is
“summing” same-day
services appropriately.
Refer to MH Duplicate
Claim Check Roll-Up
Category Matrix for
more information.
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APPENDIX C

MACSIS HIPAA EDI TESTING CHECKLIST FOR TIER 2

# Requirement Loop/Segment/Element
1 Non-Medicaid rate changes have been updated by the | N/A
board.
2 Current Medicaid Agreements have been submitted to | N/A
Medicaid Policy Staff (ODMH and/or ODADAS).
3 o HIPAA Service Rate Forms (Medicaid and Non- N/A
Medicaid) have been faxed along with the Tier 2
Test form.
e The rates as represented on the HIPAA Service
Rate Form must match the rates as stored in
Diamond (MHHIPAA). Additionally, the rates as
provided on the Tier 2 Test file" must not be less
than the rates on the HIPAA Service Rate Form
and in Diamond.
4 The number of claims on the file represents a typical N/A
weekly submission for the provider, but does not
exceed 500 claims?.
5 Real Tax-ID is used on the test file Loop 2010AA and/or Loop
2010AB, NM109
6 Although not required, it is highly recommended that Loop 2010AA, N3/N4
the Billing Provider address match the address segments
associated with the “UPI” number in MACSIS®.
7 Although not required, it is highly recommended that Loop 2010AB, N3/N4
the Pay-To Provider address match the address segments
associated with the MACSIS Vendor Number3.
8 Real client data is used on the test file for all services. | Loop 2010BA
9 Valid place of services under HIPAA are used Loop 2300, CLM05-1 and
Loop 2400, SV105
10 At least one claim includes ODJFS COB (coordination | Loop 2320, AMT02 and Loop
of benefits) information, if provider submitted COB 2330A, REF02
information in SFY03
11 All current contracted services are represented on file | Loop 2400/Segment SV1

with correct HIPAA procedure, modifier and place of
service code combinations as well as the correct rate.

' Once approved, it is not required that providers submit billed amounts that do not exceed their contracted Medicaid or Non-
Medicaid rate in the production environment. It is only necessary during the testing phase so that it is clear that the provider and
board have the same understanding about what the contracted rate is.

2 See http://www.mh.state.oh.us/ois/macsis/claims/prov_fy03 clms.XLS for information about your average weekly volume of claim
submission in FY03.

® See http://www.mh.state.oh.us/ois/macsis/mac.provf.top.html to verify address information as stored in MACSIS.
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Submitting Test HIPAA Claim Files for Approval

Ohio Department of Mental Health
MACSIS SYSTEM PROCEDURE

Procedure: Submitting Test EDI Claim Files for Approval Last Revised Date: 7/25/06
Purpose:

This procedure outlines how test claim files should be submitted for MACSIS approval using the
HIPAA-mandated format (837 Professional Claims Format, Version 4010A1). The procedure

indicates where files should be sent, any corresponding forms needed and how errors or
approval will be communicated to the board and subsequently provider.

Related Policies

Guidelines Pertaining to MACSIS under HIPAA — Topics 40-45 denote the Electronic Data
Interchange (EDI) standards for MACSIS. Topic 41(B) “Becoming a Business Associate/Trading
Partner” outlines the specific EDI testing policy associated with this procedure.

Provider Procedures (for both Tier 1 and Tier 2):

1. Providers should thoroughly review Topics 40-45 of the Guidelines Pertaining to
MACSIS under HIPAA prior to submitting test claim files.

¢ Topic 41(B) “Becoming a Business Associate/Trading Partner” in the Guidelines
Pertaining to MACSIS under HIPAA relates specifically to MACSIS EDI testing
policy. The guideline will outline under what circumstances providers are required
to submit test files, any pre-testing requirements, the differences between Tier 1
and Tier 2 testing and what types of claim scenarios must be included in each
test file.

2. The provider should make sure they have supplied the required Medicaid Uniform Cost
Report and Rate Sheet(s) information to the ODMH and/or ODADAS Medicaid Policy
staff prior to beginning EDI testing.

3. The provider should discuss with their main contracting board how they expect to
receive and/or be notified of test files submissions. This procedure will vary by board
depending on the file transfer arrangements they have made for their providers.

4. When ready to submit a test file, the provider should ensure that the test file is
appropriately named as follows:

o For 837P v4010 files containing NPI: Xxxxxxx#.julyy (ex.,
X0010431.31406), where xxxxxx is the submitter ID (formerly UPI), # is
sequential submission number and julyy is the creation julian date and year.

o For 837P v4010 files containing UPI only: Ixxxxxx#.julyy (ex.
J0010431.31406)
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5. Upon submission of the test file, the provider should notify their Board that the test file is
available per Board procedure and make sure they know what type of test file it is (Tier 1
or Tier 2).

6. Upon approval for “Tier 1” testing, the providers will need to follow the same steps noted
above to submit a test file for “Tier 2” testing.

7. Special notes for previously-approved providers who are submitting 837P files
containing NPI:

+ Previously-approved providers are not required to submit Tier 1 NPI-format
files (i.e., they can submit Tier 2 NPI test files first) except in the following
circumstances

+ If the provider has changed software

+ If the provider is testing a new UPI which was not previously approved

¢ If the provider has installed a major software upgrade

+ If the provider has failed basic syntax/structure compliance with Tier 2
submission

+ Note: If the provider is submitting the first NPI-format file produced
from a vendor product/version which has never been tested, Tier 1
testing is highly recommended

+ Providers are encouraged to submit a minimum of 10 claims per
procedure/modifier code combination for contracted services in their Tier 2
NPI-format files.

¢ Do not include more than 500 claims per test file.

¢ Providers should include all lines of business (Medicaid and Non-Medicaid) if
applicable.

¢ Providers should include at least one “other payer” scenario if they bill other
insurance.

¢ Providers must roll up same day services on the Tier 2 file.

Provider Procedure After Final Approval for Tier 2:

1. Once approved, providers may submit production 837P claim files using the following
naming conventions:

o0 For 837P v4010 files containing NPI: Nxxxxxx#.julyy (ex.,
N0010431.31406), where xxxxxx is the submitter ID (formerly UPI), # is
sequential submission number and julyy is the creation julian date and year.

0 For 837P v4010 files containing UPI only: Axxxxxx#.julyy (ex.
A0010431.31406)

Board Procedure For Tier 1:

1. Once a test file is received by the board, the board should, at a minimum, verify the file
follows the appropriate test file naming convention as noted under the provider
procedures.

e Boards have the option and are, in fact, encouraged to verify test files pass
additional requirements for Tier 1 testing by verifying HIPAA form, structure and
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syntax compliance as well as checking for the MACSIS-specific requirements
outlined in the Guidelines Pertaining to MACSIS under HIPAA. If possible, the
board should also use a text editor to verify each end of line marker contains a
line feed and that no special characters or text follow the IEA segment. (See
http://www.mh.state.oh.us/ois/macsis/mac.tech.revisited.EOL .issues.html for
more information on end of line markers.) If errors are found, the Board can
communicate the errors to the provider prior to any involvement by the MACSIS
staff, but they (Boards) are not encouraged to actually change the provider file
before submitting it onto the MACSIS staff. “Tier 1” review is an optional step
depending upon the capabilities of the Board.

2. The board should FTP the file to the MACSIS mhhub server to the /county/<Board

designation>/hipaa/test/ subdirectory. The board should then complete the MACSIS EDI
Claims Testing Form and email it to macsistesting@mh.state.oh.us.

o ltis very important for the boards to complete all requested information on the
test form and to submit it at the same time the test file is made available.
Emailing the form is preferred; however, if the Board does not have MS Word, a
PDF version of the form is available and can be faxed to 614-752-6474. If faxing,
please make sure information is legible.

Once received, the MACSIS staff will analyze the agency’s test file and return a Test
Analysis Form denoting the approval status and/or any errors detected to the Board.

e Although test file analysis is often completed within 24 business hours, Boards
should wait three business days after the submission of a test file to the MACSIS
staff before inquiring about the status (if they have not heard). Inquiries about test file
status should be sent to the MACSIS Support Desk.

The Board is then responsible for providing and reviewing the results with the provider. If
not approved, providers will need to repeat this procedure before initiating Tier 2 testing.
Boards should assist the provider in understanding what corrections are needed to
submit a subsequent test files.

Board Procedure For Tier 2:

1.

Once a Tier 2 test file is received by the board, the board should verify the file follows
the appropriate test file naming convention.

The board should complete the HIPAA Service Rate Forms(s) pertaining to the State
Fiscal Year being tested for the Departments under which the provider will be submitting
claims (ODMH and/or ODADAS).

¢ Boards should make sure they have entered/updated the provider's Non-
Medicaid rates and contracts in MACSIS and/or the provider has supplied the
required Medicaid Uniform Cost Report and Rate Sheet(s) to the Medicaid Policy
staff before beginning Tier 2 Testing.

The board should FTP the file to the MACSIS mhhub server to the /county/<Board
designation>/hipaa/tier2test/ subdirectory. The board should then complete the MACSIS
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EDI Claims Testing Form and email it along with the HIPAA Service Rate Form(s) to
macsistesting@mh.state.oh.us.

e ltis very important for the boards to complete all requested information on the
HIPAA Service Rate and EDI Claims Test forms and to submit them at the same
time the test file is made available. Emailing the form is preferred; however, if the
Board does not have MS Word, a PDF version of the form is available and can
be faxed to 614-752-6474. If faxing, please make sure information is legible.

Once received, the MACSIS staff will make sure the test environment is a current copy
of Production and will attempt to run the Tier 2 test file through the PREDI-Edit process
in the test environment.

¢ The MACSIS staff will review the PREDI-Edit and Post reports to determine why
records created critical or non-critical errors, why warnings were created, if the
procedures priced as expected and if all benefit rules were applied appropriately.
This review is an evaluation of whether the benefit, contract and pricing rules in
Production are indeed intact, accurate and working as expected.

If the file meets the acceptance criteria as determined per the policy, the provider will be
approved for submission of 837P v4010A1 claim files for Production for either the NPI or
UPI format depending on which file format was approved. A copy of the final Tier 2
Testing Analysis Form will then be emailed back to the Board indicating the provider has
been approved for production claim submission.

¢ If the file does not pass the acceptance criteria due to problems with the source
file, the board should contact the provider, who will need to correct their file
creation program and resubmit a new file beginning with step 1.

¢ If the file does not pass the acceptance criteria due to problems with the
Diamond benefit, contract and pricing tables, the board will need to follow
appropriate change control procedures to correct the Diamond tables. Changes
to PANEL, PLAN, BENEF, and BRULE records should be submitted to the
MACSIS Support Desk. The board should then submit a new Tier 2 form (when
ready) to request the process begin starting at step 4.

i.  The board is responsible for changes to the PROVC or PROCP records
pertaining to the provider's non-Medicaid agreement.

ii. If changes need to be made to either Medicaid provider contracts or
Medicaid PROCP records, the provider must contact Margie Herrel at
ODMH or Doug Day at ODADAS to make the needed updates before
proceeding.

o Boards should wait three business days after the submission of a test file to the
MACSIS staff before inquiring about the status (if they have not heard). Inquiries
about test file status should be sent to the MACSIS Support Desk.
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MACSIS Procedure Codes - ODMH

Procedures Codes considered for payment within MACSIS Under HIPAA
Codes to be used by both ODMH and ODADAS

Proposed
Health i
Service Former Cert. e Code Description Typeof | tmre Diagnosis
or Code increment 3
Code MACSIS Reference Non- = (blank Required
Description HealthCare -
r Code hourly)
Individual | Ml4l0 5122-29-03 Medicaid BH counseling AND therapy HCPCS 15 mimute
Counseling | AD120 3793:2-1-08(N}) | Health Care HOOO4 X
M3110 5122-29-08 | Non-Medicaid BH Hothne Service HCFCS Hour
Hotline AD530 3793:2-1-08(H) | Health Care HOO30
Footnotes:

* Healthcare services versus non-healthcare services are broadly grouped as follows:

In this case HealthCare applics to those services where CMS assigned a healtheare code and/or description
that generally aligns with the ODMH definition and non-healthcare applies when a code or its description
does not align with a code assigned by CMS.

L]

= Updates to the OAC may be necessary to properly align standard procedure code and definitions

= This Procedure code table should be used in combination with the ODMH Modifier table to assure accurate claims
pricing and adjudication and the ODMIH Same Day Service Reporting: Roll-up Categories for Duplicate Checking
(http://www.mh.state.oh.us/ois/macsis/codes/macsis.mh.hipaa.rollup.pdf)

macsis.mh.hipaa.proc.code.table.030906.doc
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Procedures Codes considered for payment within MACSIS Under HIPAA
Procedures Codes - Mental Health

97

Proposed
Service Code Former Cert. Hm]:::_ i Code Description Typeof | time ; Diagnosis
P incremen
Description | \fACSIS | Reference | Non-HealthCare Conle (blank Required
i
S0 hourly)
Crisis MI1110 | 5122-29-10 Medicaid HCFCS
Intervention Health Care Crisis Intervention MH 59484 Hour X
Services
Diagnostic MI210 | 5122-29-04 Medicaid MH Assessment, Non-Phys| HCPCS X
Assessment Health Care HOo31 Hour
Medicaid Psychiatric diagnostic CPT Hour b4
Health Care interview — PHYSICIAN 90801
Medication M1310 | 5122-29-05 Medicaid Pharmacologic Mgt CPT Hour X
Somatic Health Care Q0862
Individual Ml1410 5122-29-03 Medicaid BH wun%]ing AND HCPCS 15 minute X
Counseling Health Care therapy H0004
Group M1420 | 5122-29-03 Medicaid BIH counseling AND HCPCS | 15 minute X
Counseling Health Care therapy _ HO004
Individual Cmty | MI1510 | 5122-29-17 Medicaid Community Psychiatric HCPCS | 15 minute X
Support Health Care Supportive Tx HO036
Group Cmty MI1520 | 5122-29-17 Medicaid Community Psychiatric HCPCS | 15 minute X
Support Health Care ROl HO036
Partial MI1710 | 5122-29-06 Medicaid Partial Hospitalization, less | HCPCS | Program X
Hospimlimﬁﬁn Health Care than 24 hrs 50201 Day
YHBT - Clinical nfa | 5122-29-28 Medicaid Intensive Home Based | gepes | Daily X
_ Health Care Treatment H2016
SACT - Clinical nfa | 5122-29-29 Medicaid Assertive Communily | HCPCS | Daily X
Health Care Treatment HO040
Oceupational MI1430 | 5122-29-24 Non-Medicaid Occupational Therapy MACSIS Hour
Therapy Non-Health Care M1430
Adjunctive Therapy| M1440 | 5122-29-23 | Non-Medicaid Adjunctive Therapy MACSIS Hour
Non-Health Care M1440
School Psychology | M1530 | 5122-29-25 |  Non-Medicaid School Psychology MACSIS Hour
Non-Health Care M1530
Adult Education | M1540 | 5122-29-13 Non-Medicaid Adult Education MACSIS Hour
Non-Health Care M1540
Social & MI1550 | 5122-29-14 Non-Medicaid Social & Recreational MACSES Hour
Recreational Non-Health Care MI1550
Employment MI1620 | 5122-29-11 Non-Medicaid Employment/Vocational | MACSIS Hour
Non-Health Care M1620
[HBT - Non- nfa | 5122-2928 | Non-Medicaid Intensive Home Based | A4C815 | Daily
Clinical Health Care Treatment MI810
ACT — Non- na |5122-29.29 |  Non-Medicaid Assertive Community | AL4CSIS | Daily
Clinical Health Cere Treatment MI1910
macsis.mh.hipaa.proc.code.table.030906.doc 2




Proposed

Service Code | Former Cert. Hm‘::: i Code Description Typeof | fime . Diagnosis
. e 2] mcremeni
Description MACSIS | Reference | Non-HealthCare Code il Required
Code hourly)
Res Tx M2210 * Non-Medicaid Residential Care' MACSIS
Comprehensive Non-Health Care bkl M2200 Daily
Res Treatment | M2220 * Non-Medicaid Residential Care' MACSIS | Daily
Facility Non-Health Care (new name) M2200
Residential M2230 * Non-Medicaid Residential Care' MACSIS | Daily
Support Non-Health Care (new name) M2200
Commumty M2240 & Non-Medicaid Community Residence' MACSIS | Daily or
Residence Non-Health Care M2240 | Monthly
Foster Care M2250 * Non-Medicaid Foster Care ' MACSIS Daily
Non-Health Care M2250
Housing M2260 * Non-Medicaid Subsidized Housing MACSIS Daily or
Non-Health Care (new namc)1 M2260 Monthly
Respite Care M2270 * Non-Medicaid Respite Care (new name)' | MACSIS Daily
Non-Health Care M2270
Crisis Care M2280 - WNon-Medicaid Crisis Care (new namc)l MACSIS Daily
Non-Health Care M2280
N/A N/A * Non-Medicaid Temporary Housin.g' MACSIS Daily
Mon-Health Care M2290
Consumer M3120 5122-29-16 Non-Medicaid Consumer MACSIS Hour
Operated Sve Non-Health Care Operated Sve M3120
Peer Support M3130 | 5122-29-13 Non-Medicaid Self-Help/Peer Sves HCPCS | 15 minute
Health Care HO038
Other MH Sve M3140 5122-29-27 Non-Medicaid Other MH Svc — non — MACSIS Hour
Non-Health Care Healthcare services M3140
Other MH Sve M3140 | 51222027 | Non-Medicaid | MH Services, nototherwise | HCPCS | Variable
Health Care specified (Healtheare) HO046
Prevention M4110 5122-29-20 Non-Medicaid Prevention MACSIS Hour
Non-Health Care M4110
Consultation M4120 5122-29-19 WNon-Medicaid Consultation MACSIS Hour
Non-Health Care M4120
Mental Health M4140 5122-29-21 Non-Medicaid Mental Health Education | MA4CSIS Hour
Education MNon-Health Care M4140
Information and M4130 5122-29-22 Non-Medicaid Information and Referral MACSIS Hour
Fettnrce] Non-Health M4130
Footnotes:

1

Housing and Residential services have been developed to help the publicly funded mental health system better

define and track these services. These services are further defined in the Housing and Residential Service
Categories Table available at
hitp://www.mbh.state.oh.us/ois/macsis/codes/macsis.mh.hipaa.proc.housing table.pdf.

pay as a non-Medicaid reimbursable service.

macsis.mh.hipaa.proc.code.table.030906.doc
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Until this service has been approved for reimbursement from Medicaid, this procedure code will process and
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*  Until this service has been approved for reimbursement from Medicaid, this procedure code will process and

pay as a non-Medicaid reimbursable service.

Healtheare services versus non-healthcare services are broadly grouped as follows:
o In this case HealthCare applies to those services where CMS assigned a healtheare code and/or description
that generally aligns with the ODMII definition and non-healtheare applies when a code or its description
does not align with a code assigned by CMS.

Updates to the OAC may be necessary to properly align standard procedure code and definitions
This Procedure code table should be used in combination with the ODMH Modifier table to assure accurate claims

pricing and adjudication and the ODMH Same Day Service Reporting: Roll-up Categories for Duplicate Checking.
(http://www.mh.state.oh.us/ois/macsis/codes/macsis.mh.hipaa.rollup.pdf)

macsis.mh.hipaa.proc.code.table.030906.doc 4
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MACSIS Procedure Codes - ODADAS

MACSIS Procedure Codes — Codes to be used by both ODMH and ODADAS

Service Code Former | Cerl. Reference | Health Care or Code Description Typeof | Proposed Modifier 1 Modifier 2 Modifier 3 | Modifier 4 | Diagnosis
Description MACSIS (see footnote 1) Non-Health Code time (used in pricing & | (used in pricing & | (information | (Information | Required
Code Care increment djudicati ljudication) only) only)
(ODMH (blank=
ODADAS) hourly)
o M1410 5122-29-03 P ; HE Blank, UK, %9
Individual A Health ) i HCPCS | " =
Counseling AOL20 3793:2-1-08(0N) Care BH counseling and therapy HO003 | 15 minute HF m_ﬁr*._wue_ H9, Yes
M3110 5122-29-08 s HE Blank, 99
Hotline ﬂm”uﬂ”%n BH Hotline Service® _M.Hﬁ_owm% | No
A0530 3793:2-1-08(H) HF Blank, 99
macsis.aod. hipaa.proc.code table. 05062006 doc 05/10/2006
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MACSIS

Procedure Codes - ODADAS

Service Code Former | Cert. Reference | Health Care or | Code Description Type of Proposed Modifier 1 Muodifler 2 Modifler 3 | Modifler 4 | Diagnosis
Description MACSIS (see footnote 1) Non-Health Codle time (used in pricing | (used in pricing | (information | (Information | Required
Code Care Increment & adjudication) | & adjudication) anly) ~ only)
(ODMH (blank=
ODADAS) | | hourly)
AolLof . Medicaid Aleohal and‘or Other Drug Service HCPCS Blank, 99, HD,
— 21850 37932-1-08(K) | peanh care Assessment H0001 HA,HF Ho —
Group AOL3D/ ; Medicaid Aleohal andfor Other Drug Service | HCPCS z Blank, 99, HD,
Counseling Z1853 37932-1-080) | peayh Care | Group Counseling | HO00S 1oiminnts HAHE HY ¥es
Case A0L40/ 7 Medicaid | Alecohol and/or Other Drug Service . HCPCS Blank, 99, HD,
Management 21857 3793:2-1-08 Health Care Case Management HO006 HA, HF H Yes
Crisis AOLS0/ " Medicaid | Alcohal andor Other Drug Service | HCPCS Blank, 99, HD,
Lntervention 21851 F1A5-1-00L) Health Care | Crisis Intervention HO0O7 Ha, HE HY bk
Medieal/ AOLTO/ 2 Medicaid - Aleohol andor Other Drug Service | HCPCS T Blank, 99, HD,
Somatic 21854 3193:2-1-088) | gegiincare | - Medical/Somatic Services HO016 HA HF HO Yes
—_ | Aleohol and‘or Other Drug Service
Methadone .Ma—:mwm___ 3793:2-1-08(T) EW.MHEH d Methadone Administration mmﬁmwﬂmm Per dose HF Blank, 99, H9 Yes
including L AAM
- Aleohaol andfor Other Drug Service |
Intensive Outpatient (tx program
, o that operates at least 8 hrs/week and
Intensive A0180/ g Medicaid . % HCPCS : Blank, 29, HD,
Outpatient 71858 3793:2-1-080Q) Health Care al least 3 days/wk andis based on HODLS Per diem HA, HF 1o Yes
an ind x plan), including
assessment, individual and group
ling, erisis intervention
Ambulatory A03L0/ - Medicaid . Alcohol and‘or Other Drug Service | HCPCS . Blank, 99, HD,
Detox 21859 37932030 | peanth care Ambulatory Detoxification HOD14 Férdient HA, HE 19 Hes
Non-Medicaid | z
5 : Aleohol andior Other Drug Service | MACSIS Blank, 99, HD,
Consultation A0560 3793:2-1-08(F) Zn_mwonu._& Consultation ADSE0 HA, HF Ho No
. . Non-Medicaid | Aleohol andior Other Drug Service | HCPCS Blank, 99, HD,
Intervention AD520 3793:2-1-08(G) Health Care ;e sheinihlog HO022 HA, HF Ho No
5 e Alcohol and/or Other Substance
B A0131 3793:2.1-08) | Ton-Mediead Abuse Service toe | 15 minute HA, HF PG SR Yes
ng Family/Couple Counseling
- Aleohol andfor Other Dirug Service Pis screei
Urinalysis: A0160/ ; Medicaid Urinalysis: lab analysis of HCPCS ! Blank, 99, HD, )
lab analysis Z1855 R793:2-1:08() Health Care specimens for presence of alcahal HODO3 “_anh.m__nwhnﬁ HA, HE H9 Ter
and/or drugs g
. " Mon-Medicaid |
Urine Dip . . 2 » MACSIS Blank, 29, HD,
Screening A4250 3793:2-1-08(Ru 2y anMWMmE— Urine Dip Screening A0TSR0 Per screen HA, HF o No
macsis aod hipaa, proc.codetable 05062006, doc 2 05/1 02006
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Service Code Former Cert. Reference | Health Care or Code Description Type of Proposed Modifier 1 Maodlifier 2 Modifier 3 | Modifier 4 Diagnosis
Description MACSIS (see footnote 1) MNon-Health Code time (used in pricing (used in pricing | (information | (Information | Required
Cotle Care increment & adjudication) | & adjudication) only) only)
(ODMH (blank=
ODADAS) | hourly)
Medical . 23:.2 mnm_aq 05.& GEm, wa.._:nn
OmE:Ea:w. Non-Medicaid Medical C ity Residential MACSIS . Yes
Residential: AD210 3793:2-1-08(1) Mon-Health : Haa_ﬂﬁ_. Al210 Per diem HA, HF Blank, 99, H9 Must be
Hospital Care Hospital setting (includes room and AQD
=Pl | board)
BH Medical Community
BH Medical . ,w.«a%.::i .__.,.nﬁ_sc: Yes
STy New 379321080y | “pilesend | Homhalactiog & houtraomand | 07 | Perdiem HA, HF Blank, 99, HO Must be
Hospital Bill room mnd board as A0740. See #4690
AD210 for combined billing.
- Aleohol and/or Other Drug Service
Medical e S e Medical ﬁﬂwﬂﬂ”::m—u.__w»ﬂag:m_ %
= ¢ ofi- cai reatmen 3 es
Sommny | aoz30 37932-1-08(U) | Mon-Health | Non-hospital Seiting (includes room | MACSIS | per giem HA, HF Blirikz: 29, HE; Must be
esidential: i AD230 HY
Non-Hospital Care and board) AQD
See HOO1E and A0740 for
unbundled billing.
BH Medical Community
BH Medical = Residential Treatment
: Non-Medicaid F i : Yes
Conmumunit > : . Mon-hospital Setting (without room HCPCS : Blank, 29, HD, ¥
Eesid sznm New 3793:2-1-08(U) zu_mmg_s D i ewa TiGo1E Per diem HA, HF Ho Z>=m~ %o
Mon-Hospital e Bill room and board as A0740. See
AD230 for combined billing,
- Aleohol and/or Other Drug Service
. s Hon-medical Community
Mon-medical Mon-Medicaid g e x — ; Yes
Non-acute 40220 3793:2-1-08(V) | Non-Heah | Resdental Tremmen tnclides | N0y | Per diem HA, HF e Must be
Residential Care See H0019 and A0740 for AQD
unbundled billing.
BH Non- mwmhgca.ﬁw&na nunmazh.:@_ .
i i esidential Treatment (without &8
Ning o New 3793:2.1.08(v) | Ton-Medieaid roam and board) Mooy | per diem HA, HF o Must be
Residential Bill room and board as AD740. See AQD
A0220 for combined billed,
- Aleohol andfor Other Drug Service
24 Noo Sieni: | AT s o liat oo (¥ a0 CPT Blank, 99, HD iy
: r . on=-Medican care for a patient wino 1s ai 1 - ANk, 3 ]
Oduwﬂ.%:oa A0 932108V} Health Care and discharged on the same dale 95236 Pez diem H: HE H9 Ehwn%n
with a presenting problem of high
severity
" o - Aleohol andfor Other Drug Service - Yes
Sub-acute . Non-Medicai Sub-acute detoxification fincludes HCPCS . BElank, 99, HD,
detox 203, 37932-1-08(Y) | “geayhcare | room andboard. No code forun. | HO012 Rerdicn B HE Ho it
bundled billing.
macsis aod hipaa, proc.code.table 05062006, doc 3 05/10/2006
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Service Code Former Cert. Reference | Health Care or | Code Description Type ol Proposed Modifier 1 Maodifier 2 Modifler 3 | Modifier 4 Diagnosis
Description MACSIS (see footnote 1) Non-Health Code time (used in pricing | (used in pricing | tinformation | (Information | Required
Code Care increment & adjudication) | & adjudication) only)y only)
(ODMH lank=
ODADAS) hourly)
Alechol and/or Other Drug Service | Yes
Adute Detox s Non-Medicaid Acute Detox (Hospital inpatient) HCPCS ’
Hospital A420 HPELILHT) Health Care (includes room and board, No code | HODOS Fer. digtn HAHE Blank, 95, HI ?.HMM%n
for un-bundled billing.
MNon-Medicaid | :
Referral and & ’ Alcchol and/or Gther Drug Service | MACSIS Blank, 29, HD, .
nformation | 0510 379308 | NomcHealh | " Referral and Information Service | A0S10 HaHF Ho o
Aleohol and/or Other Drug Service |
oy " Moen-Medicaid Training™ HCPCS Blank, 99, HD, =
Training A0340 3131080 | eann Care (for staff and persannel not HO021 HaA, HF Ho Ho
employed by providers)
J MNon-Medicaid HCPCS Blank, 99, HA,
Cutreach ADSS0 3793:2-1-08(1) Health Care | BH Outreach | o023 | HF HD. HY No
: Non-Medicaid | Alcohol and/or Other Dirug Service Time/event
L_:maza%um”z A0610 MNon-Health Prevention Information ?Hﬂmwwwu based on hour HA, HF w_gr%%_ HD No
A Care | Dissemination™ | urnit
Mon-Medicaid | . Time/event
s Alcohol and/or Other Dinug Service | MACSIS Blank, 99, HD,
Education #0620, Zn_mm.ﬂm_z_ Prevention Education Service™ AOG2O _uumnn,“”w o HigHE H9 Ho
. Nen-Medicaid | Alcchol and/or Gther Drug Service | Time/event .
wom“ﬂuagcauwm.u UL Mon-Health Prevention Community-based ?Hbﬂmwmww based on hour HA, HF EE_—.WWP B Mo
pre Care Process Service™ unit
" Mon-Medicaid " |
Environmenta Alcohol and/or Other Drug Service | MACSIS . Blank, 99, HD, y
1 AQ640 Zu.”m”nﬂs_."y [ Frevention Environmental Service® AOG40 HA, HF HY No
Mon-Medicaid | Aleohol and/or Other Diug Service
Troblen Jeat|  deies0 Non-Health | Prevention Problem Identification | Mypcey HA, HF Dtk 220, No
Care and Referral Service™ |
Men-Medicaid 2 Time/event
Alternatives ADGEGD MWon-Health Alcohol and/or Other Drug Service | MACSIS based on hour HA, HF Blank, 99, HD, No
ADGGH + H2
Care | | unit
G Child sitting services for children of |
Childeare AOTID Nondedicald the individual receiving alcohol HEELS HA, HF Blank, 99, HD No
Health Care . T1009
and/or substance abuse services
| Meals for individual receiving |
MNon-Medicaid alcohol andior substance abuse HCPCS Permeal 4
Meals AQ75E Health Care services (when meals not included Ti010 (max 3/day) HAZHF Blank. 55, HD Ho
in the program)
Mon-Medicaid
Roomand A0740 Non-Health Room and Board MACSIS | por diem HA, HF Blank, 99, HD No
Board Care AGT40
. MNon-Medicaid
Transportatio | 45000 Non-Health Transportation™ MACHSH | cokhs HA, HF Blank, 99, HD No
n Care AOT50 month
macsis.aod hipaa.proc.code table.05062006. doc 4 0571 0/2006
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Service Code Former Cert. Reference | Health Care or Code Description Type ol Proposed Modifier 1 Muodifier 2 Modifler 3 | Modifier 4 Diagnosis
Description MACSIS (see footnote 1) Non-Health Code time (used in pricing tused in pricing | tinformation | (Information | Required
Code Care increment & adjudication) | & adjudication) only) only)
(ODMH lank=
ODADAS) hourly)
ACD T
- : - Non-Medicaid Alcohel andlor Substance Abuse HCPCS Blank, 99, HD, y
Rejens, ACTE0 | 3T2LOSE) | yeah Care | Services, Not Otherwise Classified | HOD47 BA.HE Ho o
Footnotes:

macsis.aod.hipaa.proc.code table.05062006. doc

Updates to the Ohio Administrative Code may be necessary to properly align standard procedure code and definitions

Modifier 1 and 2 will be used in the pricing and adjudication processes while Modifiers 3 and 4 (shaded area) will be for information purposes and CANNOT be used for pricing or adjudication.
Certain services are designated as “non-client specific” and provider must use Pseudo UCK for billing and are marked with “*",
MARP has a special MACSIS service code assigned which is not part of this list and is limited to a single provider usage.

Modifiers: HA: Child‘adolescent Program; HF: Substance Abuse; HD: Women's Program; 99: used as a placcholder; Blank is also acceptable only where designated.

05/10/2006
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MACSIS MH HIPAA Modifier Code Table

Ohio Dept of Mental Health

Modifier Codes accepted within MACSIS Under HIPAA

Values for Modifier 1 - REQUIRED on ALLL: MH claims

Position Code Description Special notes
1 HE Mental health program *  Assumed face to face if used without UK in Modifier 2
1 GT Interactive Telecommunication +  GT shouldbe used in Modifier 1 only if for crisis intervention
or individual CSP provided via phone
o Crisis intervention provided via phone is NOT a
Medicaid reimbursable zervice
1 HQ Group setting s  HQ should be used in Modifier 1 only for Group counseling
or_Group CSP or Group Pharmocologic Mgt
. Modifier 1 WILL BE used to price or adjudicate claims.
Values for Modifier 2
Position Code Description Special notes
2 99 Multiple modifiers on claim ®  Placeholder when no information is being requested in
Madifier 2 and but information is being valued in Modifier 3
andfor 4.
¢ It CANNOT be used in Modifier 1.
+  Optional placeholder if only Modifier 1 is required.
2 Blank Not applicable s No value is required unless modifier 3 and/or 4 will be valued
2 UK Services provided on behalf of the client | o  No value is required if client IS present
to someone other than the client
. Modifier 2 WILL BE used to price or adjudicate claims.
Values for Modifier 3 and 4
Position Code Description Special notes
3ord H9 Court -ordered e May beused as appropriate
3ord Ha Child/A dolescent program ¢ May beused as appropriate
3ord HB Adult program, non-geriatric ¢  May be used as appropriate
3or4d HC Adult program, geriatric ¢ Maybe used as appropriate
3or4d HD Women’s program ¢ Maybeused as appropriate
3ord HF Substance abuse program *+  Maybeused as appropriate
3ord HG Opiod Addiction Treatment program ¢  May be used as appropriate
3or4d HI Integrated MH/SA program e Maybe used as appropriate
3ord HI Integrated MH and MR/DD ¢ Mayv beused as appropriate
3ord HI Employee Assistance program *  Maybeused as appropriate
3ord HK Specialized MH programs for high risk populations +  May beused as appropriate
3or4d HL Intem ¢ Maybeused as appropriate
3ord M Less than bachelor degree level ¢ May beused as appropriate
3ord HN Bachelors degree level ¢  May beused as appropriate
3ord HO Masters degree level *  May beused as appropriate
3ord HP Doctoral level ¢ May beused as appropriate
3ord HR Family/couple with client present e  Maybeused as appropriate
3ord Hs Family/couple without client present ¢ May be used as appropriate
3ord HT Multi-disciplinary team ¢  May be used as appropriate
3ord HU Funded by child welfare agency ¢+  May beused as appropriate
3or4 HV Funded by state addictions agency ¢ May beused as appropriate
3ord W Funded by state mental health agency e May be used as appropriate
3ord HY Funded by county / local agency ¢  Maybe used as appropriate
3or4 HY Funded by juvenile justice agency ¢  May be used as appropriate
3or4d HZ Funded by criminal justice agency ¢ Maybeused as appropriate
3ord 99 Multiple modifiers on claim {CPT) ¢ Placeholder when no information is being

requested in Modifier 2 but information is being
valued in Modifier 3 or 4
Optional placeholder if only Modifier 1 is required.

Modifier 3 and 4 will NOT be used to price or adjudicate claims, These values are available to collect information as
necesgary to the local system,
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MACSIS AOD HIPAA Modifier Code

Ohio Department of Alcohol and Drug Addiction Services
Valid AOD MACSIS Modifier Codes by Position

Valid values for Modifier One

Modifier Description Special Notes
HA Child/Adolescent Program Not available for use as Modifier one for
Individual Counseling, Methadone
Administration, Outreach and Behavioral
Health Hotline.
HF Substance Abuse Program

* All AOD claims must have either HA or HF in Modifier one. Any AOD claim
submitted with a blank or invalid Modifier one will be denied.

Valid Values for Modifier Two

Modifier

Description

Special Notes

HA

Child/Adolescent Program

Only available for use as Modifier two
with Behavioral Health Outreach when
Modifier one is HF.

HD

Women's Program

Not available for use as Modifier two for
Acute Hospital Detoxification, Behavioral
Health Hotline, Behavioral Health Medical
Community Residential: Hospital Setting,
DIP Services, Medical Community
Residential: Hospital Setting and
Methadone Administration.

H9

Court-Ordered

Not available for use as Modifier two for
Behavioral Health Hotline, Childcare,
Meals, Room & Board and
Transportation.

Blank

May be used if other second place
modifier values does not apply.

99

Multiple Modifiers

Must be used as Modifier two for all DIP
services. May be used if more modifiers
follow in Modifier Three or Modifier Four.

* All AOD claims without HA, HD, H9, 99 or Blank in Modifier Two will be
denied. Do not replicate Modifier One value as a value in Modifier Two.

aod hipaa modifier.code table 050606 .doc
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Ohio Department of Alcohol and Drug Addiction Services
Valid MACSIS Modifier Codes by Position

Valid Values for Modifiers Three and Four

Modifier | Description Special Notes
Blank Because Modifiers three and
four are not used to price or
adjudicate, these may be left
blank.
H9 Court-ordered Table verification only.
HA Child/Adolescent program Table verification only.
HB Adult program, non-geriatric Table verification only.
HC Adult program, geriatric Table verification only.
HD Women's program Table verification only.
HF Substance abuse program Table verification only.
HG Opioid Addiction Treatment program Table verification only.
HH Integrated MH/SA program Table verification only.
HI Integrated MH and MR/DD Table verification only.
HJ Employee Assistance program Table verification only.
HK Specialized mental health programs for | Table verification only.
high risk populations
HL Intern Table verification only.
HM Less than bachelor degree level Table verification only.
HN Bachelors degree level Table verification only.
HO Masters degree level Table verification only.
HP Doctoral level Table verification only.
HT Multi-disciplinary team Table verification only.
HU Funded by child welfare agency Table verification only.
HV Funded by state addictions agency Table verification only.
HW Funded by state mental health agency | Table verification only.
HX Funded by county / local agency Table verification only.
HY Funded by juvenile justice agency Table verification only.
HZ Funded by criminal justice agency Table verification only.
TS Follow-up Service Table verification only.
GT Telephone Table verification only.
99 Multiple modifiers Table verification only.

aod.hipaa.modifier.code table.050606.doc
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Sample EDI Notice and PDF Report File

Sample EDI Notice
PLEASE DO NOT REPLY TO THIS EMAIL!

Overnight Processing has analyzed the following files:

Claims File Name Error (if any)
45 J0013111.16003 ACCEPTED
51 J0013221.16803 ACCEPTED
33 J0018751.15603 ACCEPTED
52 J0068711.16003 ACCEPTED
47 J0070991.15603 ACCEPTED
47 J0071671.15603 ACCEPTED
902 J0082581.15503 ACCEPTED
53 J0100651.14603 ACCEPTED
29 J0101421.14703 ACCEPTED
29 J0101421.15204 ACCEPTED
2 J0101991.15603 ACCEPTED
1,105 J0103521.14903 ACCEPTED
- J0010578.2452808 BACK WRONG LENGTH
J0012901.03803.038 BACK WRONG LENGTH
J0081681.1560445 BACK WRONG LENGTH
J0201991.15603 BAD PROVNO
J0013811.11303 EOL-TILDE ERR
J0067561.17403 EOL-TILDE ERR
J0067562.17403 EOL-TILDE ERR
J0067564.17403 EOL-TILDE ERR
H0101991.10303 FIRST LETTER
J0101421.14803 FIRST LETTER
J001875.156031 FRONT WRONG LENGTH
JO082581A.15503 FRONT WRONG LENGTH
J0070951.15403 LINES NE SEGNO
J0082271.15703 LINES NE SEGNO
J0100201.10703 LINES NE SEGNO
J0103841.10803 LINES NE SEGNO
J0106861.16203 LINES NE SEGNO

This action performed at 21JUN03:20:28:32.

2,395 claims pass through screening of 29 files.
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Sample of PDF Report File

REPORT examining: 47M ON 18MAY2006, PASS: 1, 07:05

A0104151.13706 | ACCEFTABLE a7

1 0 0 97 0 0] $9,214.87
2| A0104152.13706 | ACCEPTABLE 18 0 0 18 0 0] $587552
3| A0112351.13606 | ACCEPTABLE 37 0 0 37 0 0] $22,480.00
4| A0112351.13706 | ACCEPTABLE 38 0 0 33 0 0 | $23,030.00

190 o 190 0 0| $60,600.39

Red Cell background means FY04 or before Claims Found.
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Sample PREDI-J Edit Report

CILMVD-J 3/4/04
ECILMEDOZ . PUB

Page 1

Run on 3/4/04 @ 2:48

Batch ID

Trading Partner ID

Claim Record Type
Action
Comments

PM

FIVECLMSJT

: Professicnal
: Edit
LLD

ADTEST SYSTEM

DIAMOND Solutions
Claims EDI
Claims EDI Job Log

000000000HOFOST

INFO

2:47 PM INFO

2:47 PM INFO

OPE032

OPE035

OPEQO52

OPE119

OPE054

OPE120

OPE101

Pricing is turned ON for this transaction set.

Adjudication is turned ON for this transaction set.

Duplicate check is turned ON for this transaction.

Bill Type/POS Check is turned OFF for this transaction set.

Auth-claim link is turned OFF for this transaction set.

Revenue Code/HCPCS Check is turned OFF for this transaction set.

Processing Information:

workable=YES, Proccess by Batch=YES

2:47 PM INFO

OPEQ30

DIAMOND
Number
Humber
Humber
Humber
Humbex
Humber

Claims EDI Summary Statistics:

of
of
of
of
of
of

Critical Errors:
Non-Critical Errors:
Claim Headers Read:
Claim Details Read:
Claim Details Accepted:
Claim Details Rejected:

Total Claim Charges:

Validate=YES,

R |

Post=NO, Partial Post=NO, Re-

$926.13
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Sample PREDI-D Edit Report

CLMVD-D 3/4/04
ECLMEDD2 . FUE
Run on 23/4/04 @ 2:48 PM

Wo ok

ADTEST SYSTEM

DIAMOND Selukions

Claime EDI

Datail Claims Report

Batch ID
Trading Partner

Claim Record Type

Action
Comments

Patient Control

:  FIVECLM=SJ
ID : O000000DODONCPOST
: Professicnal
:+ Edit
i LLD
Humber

DIAMOND
Claim Number

DIAMOND
Provider ID

DIAMOND
Member ID

Service
Date

Ln

Froc
Code

000000932002400
000000932002401
000000933002402
0000009323002403
0000005933002404

Humber of Claim
Humber of Claim
Humber of Claim

Lines Accepted
Lines Rejected (R)
Lines Warning Messsages

000000001265
000000001265

0000000646515880 000000001365

(W)

-

000000001365
000000001365

4444444
7777777
77177777
7777777
77177777

07/11/03
07/11/03
07/11/03
07/11/03
07/11/03

Page 1
Billad
Hod Charges
HP B2.76
HP 222.32
HP 222.32
222.32
HF 170.41
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Sample PREDI-C Edit Report

CLMVD-C 3/4/04

ECLMEDO(Z. PUB ADTEST SYSTEM Page 1
Fun cn 3/4/04 @ 2:48 PM DIAMOND Solutions
Claims EDI

Critical Errors Report
Bakeh ID :  PIVECLMSJ
Trading Partner ID : 000000000NOPOST
Claim Record Type : Professional

Action :  EBdit

Comments : LLD

Ref. No. S8H Last Nama First Name M ¢Endr Birth Date

4444444 123-45-6789 LASTHAME FIRSTNAME D F 01/01/50

PATAL OPE0O& Subscriber not found in DIAMCND cystem.

Patient Contrel Number DIAMCND Claim DIAMOND Prov DIAMOND Member Serv Dt LN# Proc cd Med Billed Charges
000000823002400 000000001355 4444444 ] 07/11/03 001 HOOOL HF B8.75
PATAL OPE01S Claim Line Rejected!! Subscriber mot found in DIAMOND system.

Ref. No. 58N Last Name First Name M Gndr Birth Date

777777 123-45-6789 LASTHAME HEXXXNAME 14 01/01/50

PATAL OPE010 Patient Person Number cennct be determined.

Patient Control Number DIAMOND Claim DIAMOND Prov DIAMOND Member Serv Dt LN# Proc cd HMod Billed Charges
000000823002401 Q00000001385 7777777 - 07/11/03 001 HOOO3 HF 222.32
PATAL OPEO1S <{laim Line Rejected!! Patient Person Number commet be determined.

Patient Contrel Number DIAMOND Claim DIAMOND Prov DIAMOND Member Serv Dt LN# Proc ed Med Billed Charges
000000823002402 000000001385 7777777 -00 07/11/03 001 HOOOS 222.32
PATAL OPEOLlE <Claim Line Rejected!! Medifier 1 'XX' Not Found.

Raf. No. 58N Last Nama First Name M ¢&ndr Birth Date

7177777 123-45-578% LASTHAME XXX XNAME F 01/01/50

FATAL OPE010 Patient Person Number cennct be determined.

Patient Control Humber DIAMOND Claim DIAMOND Prov DIAMOND Member Serv Dt LH# Proc cd Med Billed Charges
000000923002404 0000000013585 7777777 - 07/11/03 001 HOO15 HF 170.41

FATAL OPE015 Claim Line Rejected!! Patient Person Number commet be determined.

Number of Critical Errors : 7
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Sample PREDI-N Edit Report

CLMVD-N 3/4/04

ECLMEDOZ.PUB ADTEST SYSTEM Page 1
Run on 3/4/04 @ 2:48 PM DIAMOND Scluticns
Claims EDI

Hon-Critical Errors Report

Batch ID FIVECLMSJ

Trading Partner ID : 000000000NCPOST

Claim Record Type : Professional

Actien Edit

Comments LLD

Patient Control Number DIAMOND Claim DIAMOND Prov DIAMOND Member Serv Dt LN# Proc od Mod Billed Charges
0000009232002403 00000006465198%0 000000001365 7777777 =00 07/11/03 001 HODOS 222,32

WARN DTL530 MODIFIER 1 IS REQUIRED

Humber cof Non-critical Errors : 1
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Sample PREDI-A Edit Report

CLMVD-A 3/4/04

ECLMEDOZ. PUB ADTEST SYSTEM Page 1
Run on 3/4/04 @ 2:48 PM DIAMOND Sclutiems
Claims EDI

Auth Link Report
Batch ID : FIVECLMSJ
Trading Partner ID : 000000000HCPOST
Claim Record Type : Professicnal

Action : Bdit
Commenks :  LLD
Patient Contrel Humber DIAMOND Provider  DIAMOND Member ID Serviece Date Submitter Auth No. DIAMOND Auth Ne.

Ho messages for this report
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Sample PREDI-P Edit Report

CLMVD-P 3/4/04

ECLMEDO2.PUB ADTEET SYSTEM Page 1
Fun cn 3/4/04 @ 2:48 PM DIAMOND Solutions
Claims EDI
Pricing and Adjudicatieon Rpt
Batch ID :+  FIVECLMSJI
Trading Partner IL : 000000000NOPOST

Claim Record Type : Professicnal

Acktien : Edit
Ceomments : LLD
DIAMOND DIAMCHD DIAMOND Service Ln Proc Billed
Patient Control Numbar Claim Numbar Provider ID Membar ID Date H Code Mod Chargas
Q00000532002402 0000000645519880 000000001265 7777777 -00 07/11/03 001 HOOO4 HF 222.32
Pricing Decisions: Providar ID: 000000001365, LOB: MCD, Panel: , Eff Date: 07/01/2003
Prov Addr Segq: 001, Order Wum: 001, Detail Eff Date: 07/01/2003
Grp Price Rule or ., Price Region OH , Price Sch or

Parcent billad=0%, Percent allowed=100%, Gac Region

Price rule overridden by PROVD price rule OH

Price sch coverridden by PROVD Sch 1 122, Sch 2 B2EZ, Gao Region
Parcent allowad cverridden by PROVD 100%

Price Rule OH - CHIO PRULE

Procedure Code HO0O4, Price Schedula 12%Z and Price Region OH
Eff Date 07/01/2003, Allowed price per unikt 19.22

times 1 unite 19.22

Adjudication Decisions: Medical Definiticon 5050: AOD IND COUN MNCD;AQD
Ban Pack:25B00001 for group FRAN and plan DFMCD252
No Copay Restriction, WCP Pt Liab: Allowed Amount
Benefit rules applied:
ADMCDOUTF1002
Prov withheld: 0.00%
Claim Sktatus: frem provider contract type P
Claim status: Proc contract P overrides prov contract type P
AQD IND CCOUN MCD;AOD
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Sample Post Report

CLMPS-Posk 03/04/04

ECLMFS00.PUB ADTEST SYSTEM Page 1
Run on 03/04/04 @ 2:51 PM DIAMOND Solukions
Claims EDI
Post Traneaction Sat Job Leog
Batch ID % FIVECLMSJ
Trading Partner ID : 000000000NOPOST
Claim Record Type : Professional
Aetion F Post
Commanks H LLD
Billed Allowad Not Cov Copay Deduct Oth Carr Withhold Net Offsat
Total amounts read from workfils:
222.32 19.22 Q.00 Q.00 0.00 0.00 0.00 15,22 0.00
Tetal amounts writtenm to producticn:
222.32 19.22 .00 0.00 0.00 0.00 0.00 19.22 0.00
Claim header records read: 1
Claim header records written: 1
Claim detail records read: 1
Claim detail records written: 1
Accounts Payakle records written: 1
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PREDI Error Codes

Message |Message

Number | Type Message Description Notes

AN8001 |FATAL |[Segment identifier is more than |Either the incoming data is not in ANSI-837
3 characters. Possible problem |format, or the data element separator is not the
with the Data Element default character (asterisk "*").

Separator.

AN8002 |FATAL |Segment has more than 200 Either the incoming data is not in ANSI-837 format,
data elements. Possible or the data element separator is not the default
problem with the Data Element |character (asterisk "*").

Separator.

AN8003 |FATAL |Cannot determine Segment Either the incoming data is not in ANSI-837 format,
Identifier. Possible problem with | or the data element separator is not the default
the Data Element Separator. character (asterisk "*").

AN8004 |WARN [Is not a valid ANSI 837 Diamond uses the Release 3, Version 4.1
segment identifier. standard of the 837 transaction set; check

submitter's data for conformance.

AN8005 |WARN Segment has [num] data Diamond uses the Release 3, Version 4.1
elements. Maximum number standard of the 837 transaction set; check
allowed for this segment is submitter's data for conformance.

[num].

AN8006 |FATAL |Multiple Transaction Set Diamond expects one 837 transaction set per EDI
Header Segments (ST) found. [run. If incoming data contains multiple sets, then it

must be split up before processing in Diamond.

AN8007 |FATAL |Multiple Transaction Set Trailer |Diamond expects one 837 transaction set per EDI
Segments (SE) found. run. If incoming data contains multiple sets, then it

must be split up before processing in Diamond.

AN8008 |FATAL |Segment sequence error. Diamond requires that every PRV segment has at
[segment] segment found with |least one SBR segment; that each SBR has at
no prior [segment] segment. least one PAT; that each PAT has at least one

CLM; and that each CLM has at least one SV1.
For inpatient claims, each CLM must have at least
one SV2 segment.

AN8009 |FATAL |Transaction Set Identifier Code |Diamond EDI for claims can only process data in
must be '837". the ANSI 837 format. Transaction set identifier is

element ST 01.

AN8010 |FATAL |Transaction Set Control Control number is required, and must be between
Number invalid/required. four and nine bytes in length.

AN8011 |FATAL |[Provider Code invalid/required. | The Provider Code (element PRV 01) must contain

a valid ANSI value.

AN8012 |WARN |Provider Reference Number The Provider Reference Number Qualifier
Qualifier invalid/required. (element PRV 02) should contain a valid ANSI

value.

AN8013 |FATAL |Provider Reference Number The Provider Reference Number (element PRV
required. 03) is required.

AN8014 |WARN |Payor Responsibility Sequence | The Subscriber Payor Responsibility Sequence

Number Code invalid/required.

Number Code (element SBR 01) should contain a
valid ANSI value.
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Message |[Message
Number | Type Message Description Notes
AN8015 |FATAL |Subscriber Policy Number The Subscriber Policy Number (element SBR 03)
required. is required. At this point the system is checking for
non-blank value; during the claims edit and pricing
step this field is mapped directly to the Diamond
Subscriber Number.
AN8016 |WARN Patient Individual Relationship | The Patient Individual Relationship Code (element
Code invalid/required. PAT 01) should contain a valid ANSI value.
AN8017 |WARN |Submitter's Claim Identifier The Submitter's Claim Identifier (element CLM 01)
required. should be present.
AN8018 |WARN |[Claim Total Billed Charges is The Claim Total Billed Charges (element CLM 02)
zero or not numeric. should be present or numeric.
AN8019 |FATAL |Outpatient Claim Service ID The Claim Service ID Qualifier (element SV1 01)
Qualifier invalid/required. must contain a valid ANSI value.
AN8020 |FATAL |Outpatient Claim Service The Claim Service Procedure Code (element SV1
Procedure Code required. 01b) is required. At this point the system is
checking for non-blank value; during the claims
edit and pricing step this field is mapped directly to
the Diamond Procedure Code file.
AN8021 |WARN |[Outpatient Claim Service The Claim Service Charges (element SV1 02)
Charges invalid/required. should be present.
AN8022 |WARN |Outpatient Claim Service Unit | The Claim Service Unit of Measurement Code
of Measurement Code (element SV1 03) should contain a valid ANSI
invalid/required. value.
AN8023 |WARN |Outpatient Claim Service The Claim Service Quantity (element SV1 04)
Quantity required. should be present. This field is mapped directly to
the Diamond claim service quantity field.
AN8024 |FATAL |[Segment countin SE ([num]) This is a control edit on the transaction set.
does not agree with total
number read ([num]).
AN8026 |FATAL |[Sequence error. [segment] Diamond requires that every PRV segment has at
segment has no Corresponding |least one SBR segment; that each SBR has at
[segment] segment. least one PAT; that each PAT has at least one
CLM; and that each CLM has at least one SV1.
AN8027 |INFO ANSI-837 Conformance Edit This summary prints at the end of the conformance
Summary: edit step, and will show number of fatal errors,
number of non-fatal errors, number of segments
read, number of claims (service lines) read and the
total amount of claim charges. Informational
messages are not counted in the error totals.
Element SV1 03 is used for total charges for
professional claims; element SV2 04 is used for
inpatient claims.
AN8028 |FATAL |Cannot open source input file | Could be an environmental problem. The name of

[file]. Exiting now.

this file is identified by the "Conversion Object"
field in the transaction log file, and it is located in
the directory named in the DIRXTRNLDAT
parameter in the DIAMOND.ENV file.

118




Message |[Message

Number | Type Message Description Notes

AN8029 |FATAL |[Cannot open segment table file. | Could be an environmental problem - check the
Exiting now. directory indicated by the DIRXTRNLPGM

parameter for the segment data workfile
SEGTB837.DAT.

AN8030 |FATAL |ERROR on READ from source |A BBXx file system error was issued when reading

file. [errortext] records from the transaction set source file. The
name of this file is the identified by the
"Conversion Object" field in the transaction log file,
and it is located in the directory named in the
DIRXTRNLDAT parameter in the DIAMOND.ENV
file.

AN8031 |FATAL |Invalid END_OF_FILE on
source file.

AN8032 |FATAL |Inpatient Claim Service ID The Claim Service ID Qualifier (element SV2 02)
Qualifier invalid/required. must contain a valid ANSI value.

AN8033 |FATAL [Inpatient Claim Service The Claim Service Procedure Code (element SV2
Procedure Code required. 01) is required. If element C0O03 exists, then

element SV2 02a is required. At this point the
system is checking for non-blank value; during the
claims edit and pricing step this field is mapped
directly to the Diamond Procedure Code file.

AN8034 |WARN [Inpatient Claim Service The Claim Service Charges (element SV2 03)
Charges invalid/required. should be present.

AN8035 |WARN Inpatient Claim Service Unit of |The Claim Service Unit of Measurement Code
Measurement Code (element SV2 04) should contain a valid ANSI
invalid/required. value.

AN8036 |WARN [Inpatient Claim Service The Claim Service Quantity (element SV2 05)
Quantity required. should be present. This field is mapped directly to

the Diamond claim service quantity field.

AN8037 |WARN [Inpatient Service segment The system found an SV2 (inpatient claims)
ignored for Outpatient Claims | segment in this transaction set, which has been
Transaction Set. identified as outpatient claims. The SV1 segment

should be used for each service line. The SV2
segment is ignored. See the transaction set report
for details.

AN8038 |WARN |[Outpatient Service segment The system found an SV1 (outpatient claims)
ignored for Inpatient Claims segment in this transaction set, which has been
Transaction Set. identified as inpatient claims. The SV2 segment

should be used for each service line. The SV1
segment is ignored. See the transaction set report
for details.

AN8039 |FATAL |Segment found after End of The system encountered extra segments after the
Transaction Set (IEA). end of the transaction set was found. This

condition should be corrected by the submitter's
system.

AN8040 |FATAL |[Date/Time qualifier required.

AN8041 |FATAL |Date/Time period qualifier
required.

AN8042 |FATAL |Date/Time Period
invalid/required.

AN8043 |FATAL |Place of service required. The facility code value (element CLM06) should be

present.
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Message |[Message

Number | Type Message Description Notes

AN8044 |FATAL [[date] date elementis NOT Y2K|The Date/Time (element DTP) must contain eight
compliant. digits, CCYYMMDD format.

AN8045 |FATAL |Bad date format. The Date (element DTP) must contain an ANSI

value.

AN8046 |WARN [DMG Date Invalid The DMG date (element DMG) must contain a

valid ANSI value (CCYYMMDD).

AN8047 |WARN |DMG Bad Date Format. The DMG date (element DMG) must contain a

valid ANSI value.

AN8048 |WARN |DMG Date/Time Qualifier The DMG Date/Time Qualifier (element DMGO01)
required. must be present.

AN8049 |WARN [DMG Date/Time Period The DMG Date/Time Period (element DMG02)
required must be present.

AN8050 |FATAL |Claim Total Billed Charges Basis Pro/5 and Visual Pro/5 limit numbers to 14
exceed digits before the decimal and 2 digits after the
9999999999999999 or - decimal.

9999999999999999.

CLMO01 [FATAL |The STBL for DIRXTRNLDAT |Your DIAMOND.ENV file must contain an entry for

is not defined in your config file. | DIRXTRNLDAT, specifying a valid UNIX path (e.g.
/diamextdta/). This directory will contain the
incoming raw EDI claims data, as well as workfiles
created during the PREDI process.

CLMO002 [FATAL |The STBL for DIRXTRNLPGM |Your DIAMOND.ENYV file must contain an entry for
is not defined in your config file. | DIRXTRNLPGM, specifying a valid UNIX path

(e.g. /diamextpgm/). Any custom EDI conversion,
pricing or adjudication programs developed by
HSD or by the client will also be in this directory.

CLMO003 [INFO Process EDI Initialization has | Indicates the end of basic EDI initialization tasks.
been completed.

CLMO004 [INFO Process EDI Transaction Set | There have been one or more fatal errors during
job is terminated because of the PREDI edit process, which will be indicated by
fatal errors. other more specific messages. Fatal errors during

the ANSI-837 edits will result in the entire
transaction set being rejected. Fatal errors during
the claims edits, pricing and adjudication steps
indicate that one or more claim lines were rejected.

CLMO005 |[INFO Process EDI Transaction Set | There were no fatal errors reported during the EDI
job completed normally. edit, pricing and adjudication steps.

CLMO006 [INFO Beginning ANSI-837 Indicates the beginning of the ANSI| 837
conversion process. conversion. This will either involve a custom

conversion from a non-ANSI format, or a simple
copy if the data is already in ANSI format. A fatal
error during this step will cause the entire
transaction set to be rejected.

CLMOO7 [FATAL |Can'tfind TRLOG Record for [Could be an environmental problem - check the
Transaction Set ID: [id] transaction log file using TRLOG function.

CLMO08 [FATAL |Cannot open source conversion [ Could be an environmental problem - check the
file: [file] directory indicated by the DIRXTRNLDAT

parameter for the source conversion file (the
incoming raw claims data).

CLMO009 |[INFO Existing PREDI workfile [file] Any existing (previous) claims header and detail

has been deleted.

workfiles for this transaction set are deleted. This
is normal.
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Message |[Message
Number | Type Message Description Notes
CLMO010 [INFO No custom conversion program |If no conversion program is specified in the
found. Assume conversion transaction log file, then the system simply copies
object is already in ANSI-837  |the incoming source file to a workfile of the name
format. <transset#>.837
CLMO11 [INFO Copying [file] to workfile [file]. |See message CLMO010.
CLMO012 [FATAL |Cannot copy [file] to workfile The system is unable to perform the UNIX cp
[file]. command on the incoming source file. Check
UNIX file permissions.
CLMO013 [INFO Custom conversion program: A custom conversion program has been specified
[pgm] has been specified. in the transaction log file for this set.
CLMO014 [FATAL |Cannot open conversion Check file permissions and program type of
program: [pgml]. custom conversion program.
CLMO15 [FATAL |Conversion Program is not a Check file permissions, program type and
BBx Program. See User Docs |parameter lists of custom conversion program.
for more details.
CLMO16 [INFO Running custom conversion Custom conversion program was found, and it is
program [pgm]. being run.
CLMO17 [INFO Custom conversion complete. |Indicates a normal completion of the custom
conversion program.
CLMO018 [INFO Performing ANSI-837 Indicates the beginning of the ANSI 837
Conformance Edits. conformance edits, which will check the converted
data to adherence to the ANSI standards. Any
messages which start with "AN8" are part of this
editing process. A fatal error during this step will
cause the entire transaction set to be rejected.
CLMO019 |[INFO ANSI-837 Conformance Edits | There were no fatal errors detected during the
complete. ANSI 837 conformance edit step.
CLMO020 [INFO Performing Diamond Claims Indicates the beginning of the Diamond claims
Edits, Pricing and Adjudication. |edits, pricing and adjudication step. This step is
only performed if there were no fatal errors
detected during the ANSI-837 edit step. A fatal
error during this step will cause claim lines to be
rejected, but not the entire transaction set.
CLMO021 [INFO Claims Edits, Pricing and There were no fatal errors detected during the
Adjudication complete. claims edits, pricing and
adjudication step.
CLMO022 [FATAL |Selected Printer is not UNIX system problem. Check printer configuration.
available. Resubmit this job.
CLMO023 [FATAL |Printer Error ... ERR = UNIX system problem. Check printer configuration.
[errortext]
CLM024 [WARN |Possible duplicate transaction |The system has found another previously
set found for this submitter. processed transaction set for this submitter which
has the same total number of claim details, the
same number of ANSI segments, and the same
total charges. This is a warning only; research is
necessary to determine if this is an actual
duplicate.
CLMO025 [FATAL |Error opening the EDI report
workfile. Job Terminating.
DTLOOO |WARN |Claim Detail record messages

not otherwise specified.
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Message |[Message

Number | Type Message Description Notes

DTL510 |WARN |Price rule location messages Includes any of the following messages, some of
returned from JUTILDO1.PUB. |which are FATAL: Date of service must be within

claim header date range (FATAL), Member
ineligible at date of service, No detail record found
for group.

DTL520 |WARN Messages returned from pricing | Depends on which price rule is used. WARN or

or programs (JUTILP*.PUB and FATAL depends on the severity of error. If
FATAL |JPRICEOQO0.PUB) (pre-pricing encountering an error during online pricing that
pass). allows pricing to continue, then WARN returns.
Else it returns FATAL.
DTL530 |WARN |Claim detail rejected. Unable to | Diamond uses separate programs for claims
or use price rule [price rule]. pricing. The name of each program is "JUTILP" +
FATAL the 2-character price rule code + ".PUB". This
error message is issued if the program is not
found, is not a BBx program or cannot be read.
WARN or FATAL depends on the severity of error.
If encountering an error during online pricing that
allows pricing to continue, then WARN returns.
Else it returns FATAL.

DTL535 |FATAL |Claim detail rejected. Custom | A special custom pricing program for EDI claims

pricing program [id] not located. |was specified in the TRLOG setup file, but the
system could not locate it. Custom pricing and
adjudication programs for EDI must reside in the
directory named in the DIRXTRNLPGM entry in
the DIAMOND.ENV file.

DTL540 |WARN |Procedure code only valid for  |Issued if the sex (gender) code on the PROCD
sex [sex]. record is not blank and it does not match the

member's sex.

DTL541 |WARN |Procedure [proc] only valid for |Issued if the age range code on the PROCD
ages [from] - [to]. record is not blank and it does not match the

member's age (as determined by the primary date
of service).

DTL542 |WARN |WARNING: Asterisk procedure. | This message is issued if the Asterisk field in the

PROCD file is setto Y.

DTL543 |FATAL |Claim detail rejected. A procedure code (element SV1 01b for
Procedure code [code] not professional claims, SV2 01 or SV2 02b for
found in PROCD file. inpatient claims) is required for each claim detail

line. This field is mapped directly to the Diamond
PROCD file. The Product/Service ID Qualifier
(element SV1 01) is not used to determine if the
procedure code is valid, but this field ideally should
be "CJ" - CPT code, "HC" - HCPCS or "XX" -
mutually defined code.

DTL544 |WARN Procedure code [code] not in

or effect for this date of service.
FATAL
DTL550 |WARN Messages returned from Depends on which price rule is used.

modifier pre-processing
programs (JMODIA*.PUB).
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Message |[Message

Number | Type Message Description Notes

DTL551 |FATAL |Claim detail rejected. No Diamond uses separate programs for claims
modifier program for [price pricing. The name of the modifier program is
rule]. "JMODIA" + the 2-character price rule code +

".PUB". This error message is issued if the
program is not found, is not a BBx program or
cannot be read.

DTL552 |FATAL |Modif [modifier] not found in The modifier in the SV1 segment is not found in
MODIF file the MODIF file for the table driven price rule.

DTL560 |WARN |Ineligible member messages Includes any of the following messages: Member
returned from JUTILDO8.PUB | eligibility record does not include this date of

service, No provider contract for this date of
service, No group detail record found.

DTL570 |WARN |Allowed amount for original
billed procedure is zero.

DTL580 |WARN |WARNING: No medical Issued if a medical definition is not assigned to the
definition assigned. claim line. Medical definitions are assigned based

on the rules established in the MEDEF, MEDLU,
MEDTP functions.

DTL585 |FATAL |Claim detail rejected. Custom |A special custom adjudication program for EDI
adjudication program [id] not claims was specified in the TRLOG setup file, but
located. the system could not locate it. Custom adjudication

and pricing programs for EDI must reside in the
directory named in the DIRXTRNLPGM entry in
the DIAMOND.ENYV file.

DTL590 |WARN |Messages returned from Includes any of the following messages: No
JADJUDO1.PUB, pertaining to |premium record found for group <id>, Plan <id>,
locating benefit packages. as of <date>.

DTL600 |WARN |Messages returned from G/L Includes any of the following messages: No
reference code and Company |company or G/L reference code assigned.
code assignment
(JADJUDO06.PUB).

DTL610 |[INFO All pricing messages returned | These informational messages are collected
through the DECISIONS array. |during the pricing process, and include such

information as price rule used, benefit package
used, price region, price schedule, etc.

DTL620 |[INFO All adjudication messages These informational messages are collected
returned through the during the adjudication process, and include such
ADJDECISIONS array. information as medical definition, benefit package,

benefit rules used, authorization link, etc.

DTL630 |WARN Messages returned from the Depends on which price rule is used.
pricing programs (pricing pass).

DTL640 |WARN |Messages returned from Includes any of the following messages: Benefit
adjudication (JADJUD22.PUB). |package <code> not found in BENEF file, Claim

straddles minimum quantity of <num>, Claim
straddles both minimum and maximum quantities,
Claim straddles maximum quantity

of <num>, Manual adjudication required, More
than 10 interactive rules; unable to process.

DTL650 |WARN |Messages returned from Whole
Claim Pricing (JINSTP00.PUB).

DTL655 |FATAL |Messages returned from Whole

Claim Pricing (JINSTP00.PUB).
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Message |[Message
Number | Type Message Description Notes
DTL660 |[INFO Messages returned from Whole
Claim Pricing (JINSTP00.PUB).
DTL700 |FATAL |Thru dates must be later than
from date.
DTL710 |FATAL |Thru date cannot be beyond
header discharge date.
DTL720 |WARN Line item quantity set to
[quantity].
HDROOO |WARN | Claim Header messages not
otherwise specified.
HDRO10 |WARN |Warning: Claim date is more Issued whenever the system date less the primary
than [claimage] days old. date of service is greater than the number of days
setup in the CLAIMAGE system parameter.
HDRO020 |FATAL |Claim header rejected. Thru The dates of service which appear for each claim
date may not be earlier than line in the transaction set should be in ascending
primary date. order, or there should be a "from and through"
service date specified for the claim.
HDRO030 |WARN |Member validation messages |Includes any of the following messages, some of
returned from program which are FATAL: Invalid member number
JUTILHO3.PUB. (FATAL), Member date of birth not on file, Invalid
member sex (gender code), WARNING: Potential
COB claim, Member not eligible at time of claim,
Bad eligibility result (FATAL), Continuous member
eligibility only through <date>, Member eligibility
status is pended, Unable to locate LINBS record,
Invalid group code in member eligibility file
(FATAL), Invalid PCP (FATAL), No group header
contract located for this date of service,
WARNING: Check overage dependent verification
status.
HDRO040 |WARN |Pre existing condition warnings |Includes any of the following messages: No
returned from JUTILH17.PUB. |premium record located for pre-existing conditions
test, No BENEF record found for package
<package>, Pre-exist test: No eligibility for this
member as of <date>, Pre-exist test: Member not
eligible as of <date>, Pre-exist test: Bad eligibility
result as of
<date>, Pre-exist test: Member in group <group#>
as of <date>, WARNING: check for pre-existing
conditions back to <date>.
HDRO050 |WARN |Line of business [LOB] not Issued if the member's line of business code is not
located. found on the LINBS file. Line of business comes
from the member's history record, based on the
primary date of service.
HDRO060 |WARN |Referral Provider Messages Includes any of the following messages, one of

returned from JUTILHO4.PUB

which is fatal: Referring Provider not in PROVF file
(FATAL), Date of Service not covered by contract
period, No Provider Contract record found.
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Message |[Message
Number | Type Message Description Notes
HDRO70 |WARN |Provider validation messages |Includes any of the following messages, some of
returned from JUTILHO5.PUB |which are FATAL: No provider sent for this claim
(a FATAL internal program error), Provider not in
PROVF file (FATAL), Alternate provider addresses
on file, WARNING: Provider not continuously
eligible, Vendor not in VENDR file (FATAL).
HDRO080 |FATAL |Claim header rejected. EDI If the PRV segments in loop 2000 of the
Vendor [id] does not match transaction set identify a Diamond vendor, then
provider contract vendor this vendor must have a valid contractual
[vendorl]. relationship with the provider of service which must
have been specified in the CLM segments (loop
2310) or the SV1 segments (loop 2420). Use the
contract detail screen in function PROVF to
establish a relationship between a provider and a
vendor.
HDRO081 |WARN |Multiple vendors exist for
provider contract - verify
vendor.
HDRO090 |FATAL |Claim header rejected. Place of | The place of service code (element CLM 06) is
service [code] not found in required. The Facility Code Qualifier (element CLM
REASN file. 05) must be the value "B", which identifies element
CLM 06 as a place of service code. This field is
mapped directly to the Diamond REASN file.
HDR100 |WARN Reason code [code] not found
in REASN file.
HDR110 |WARN |Diagnosis code not found in Up to three diagnosis codes can be taken from the
DIAGN file. PC segments in the 2300 loop (claim header
level). The product/service ID qualifier (element
PC 01) must be the value "DX", which identifies
element PC 02 as a ICD-9-CM diagnosis code.
This field is mapped directly to the Diamond
DIAGN file.
HDR111 |WARN |Diagnosis only valid for sex Issued if the sex (gender) code on the DIAGN
[sex]. record is not blank and it does not match the
member's sex.
HDR112 |WARN | Diagnosis only valid for ages Issued if the age range code on the DIAGN record
[from] - [to]. is not blank and it does not match the member's
age (as determined by the primary date of
service).
HDR113 |FATAL |Code [diagnosis] not in effect  |Issued if from and thru date range on the DIAGN
for this admit date. record does not fall between the claim's admit and
discharge dates.
HDR120 |FATAL |Claim header rejected. Claim numbers are auto-assigned by the PREDI

NEXTCLAIMNO Parameter
record not located.

function. There must exist a valid NEXTCLAIMNO
record in the system parameters file (PARAM).
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HDR130 |FATAL |No more than 26 claim splits Claims may be automatically "split" in cases where
allowed. there is a different provider for one or more service

lines in the 2420 loop. When this occurs, the claim
is split into multiple claims, one for each different
provider specified. Split claims are identified with
the same base claim number, except for the right-
most character, which is a letter starting with "A"
for the first spilit.

HDR140 |FATAL |Claim header rejected. Unable |The member's group ID, plan code and primary
to locate group detail for date of service are used to lookup the type "P"
[group]. (premium) group detail record. This record is used

for various claims pricing rules.

HDR150 |WARN | Claim header messages See HDRO030 for messages from JUTILH03.PUB.
returned from See HDRO070 for messages from JUTILH05.PUB.
JUTILHO03.PUB and
JUTILHO05.PUB

HDR160 |WARN |DRG grouper messages from |Include any of the following messages: DRG
JINSTH18.PUB. Grouping successful, Grouper Directory not found,

Grouper not found in directory, Write to grouper
input file was unsuccessful, Read from grouper
output file was unsuccessful, E-Codes cannot be
used as principal diagnosis codes, No DRG match
in MDC indicated by principal diagnosis, A
principal diagnosis code of 76509 conflicts with
this data, Principal diagnosis code could not be
found in grouper's table, Birthweight outside the
range that the grouper expects, birthweight
conflicted with categories derived from codes,
Birthweight category derived indicates a non-
specific birthweight, Invalid discharge age. Non-
numeric or less than zero, Grouper unsuccessful.
Return code value was [return code].

HDR200 |WARN |Messages returned from Includes any of the following messages: Zero
JINSTHO3.PUB for testing the |Balance Claim, WARNING: Interim Claim - first
bill type. claim, WARNING: Interim Claim - continuation,

WARNING: Interim Claim - final claim, Late
charges to previous claim, Adjusted bill,
WARNING: Replacement to prior claim, Void or
cancelled claim, Invalid bill type - Third digit cannot
be 9.

HDR210 |WARN | Continuation flag setto Y
based on bill type.

HDR220 |WARN |Messages returned from Includes any of the following messages: Date of
JUTILHO4.PUB for validating service not covered by contract period, No
the attending provider and its provider contract record found, Referring Provider
eligibility. not in PROVF file

HDR230 |FATAL |Invalid authorization [auth key]
not on file.

HDR240 |FATAL |Authorization type [auth type]

not valid for institutional service
claim.
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HDR250 |WARN |Auth [value 1: Subscriber The values of 1 and 2 are mismatched when
number/Person ID/PCP/Ref attempting the auth claim link.

Provider/Provider number/Proc
Code 1/Proc Code 2/Proc
Code3/Place of svc/Reason
Code/ Diagnosis code 1/
Diagnosis code 2/ Diagnosis
code 3] does not match claim
[value 2: value on the AUTH
record that corresponds to
value 1]

HDR260 |WARN |Messages from JUTILH16.PUB |Includes any of the following messages: Current
for comparing the auth to the group [group code from MELIG record] does not
member. match group [group code from AUTH record] from

auth, Current plan [plan code from MELIG record]
does not match plan [plan code from AUTH record]
from auth

HDR270 |WARN |Messages from JUTILH17.PUB |Includes any of the following messages: No
for testing pre-existing premium record located for pre-existing condition
conditions. test, No BENEF record found for package [benefit

package from GRUPD record], various messages
regarding pre-existing conditions

HDR280 |WARN |Messages returned from Whole | These are the only Whole Claim Pricing messages
Claim Pricing (JINSTPO00.PUB). |that signify Whole Claim Pricing was not

attempted. They will result from the Bill Type
position 3 being equal to a 2 or 3, or if the
Discharge Date is missing.

OPEOO1 [FATAL |System parameter The valid provider cross-reference key codes are:
EDIPRVXREF contains invalid |PO (provider number), P2 (xref number), P3 (user
key codes: [codes] Program ID field 1), VO (vendor number) and V2 (vendor tax
terminating. ID#).

OPE002 [WARN |Provider Code: [code] Should |The Provider Code (element PRV 01) should
be either Bl, PE or PT. ideally contain the BIl, PE (performing or rendering

provider) or PT (pay-to provider) code. Any other
codes may indicate a payment or reporting
arrangement not supported by Diamond EDI.

OPEO03 [WARN |Prov Ref Qual not found on All of the Provider Reference Number Qualifier
EDIPRVXREF rules. Using values (element PRV 02) should appear on a
Diamond provider number as Diamond EDIPRVXREF system parameter. If a
key. code is not found, then the system will start

searching for a match using the Diamond provider
ID.

OPEO04 [FATAL [Provider/Vendor not found in This message is printed whenever a provider

Diamond system. cannot be mapped to Diamond. Each claim line for
this provider will be rejected and printed in detail
on the error log.

OPEOQ05 [FATAL |Subscriber Policy Number The Subscriber Policy Number (element SBR 03)

missing.

is required. This field is mapped directly to the
Diamond Subscriber Number.
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OPEOO6 [FATAL |Subscriber not found in This message is printed whenever a subscriber
Diamond system. number cannot be mapped to Diamond (meaning

that there are no members with this Subscriber
Number). Each claim line for this subscriber will be
rejected and printed in detail on the error log.

OPEOQ007 |FATAL |Parameter EDIPRVXREFn There must be at least one EDIPRVXREFn system
does not exist in Parameter parameter set up in Diamond.

File.

OPEQ008 [FATAL |Values specified incorrectly in | The values in the EDIPRVXREFnN system
EDIPRVXREFn parameter: parameters record is not in the correct format.
[values]

OPEOO09 [WARN |Patient DOB Qualifier should The Patient Date of Birth qualifier code (element
be D8 or D6, [code]. DMG 01) should be "D6" (YYMMDD-format) or

"D8", which specifies a date in CCYYMMDD
format.

OPEO010 [FATAL |Patient Person Number cannot |The subscriber number is valid, meaning that a
be determined. family has been located in Diamond, but the

system cannot match to a specific member in a
family. This match is based on various
combinations of name, gender and date of birth.

OPEO11 [WARN |Imperfect Patient No. Match: A perfect match could not be made based on
Level 1. Person number [num] |name, gender and date of birth. Imperfect match
used. level 1 is considered almost as accurate as a

perfect match.

OPEO012 [WARN |Imperfect Patient No. Match: A perfect match could not be made based on
Level 2. Person number [num] |name, gender and date of birth. Imperfect match
used. level 2 is less accurate than level 1.

OPE013 [WARN |Imperfect Patient No. Match: A perfect match could not be made based on
Level 3. Person number [num] |name, gender and date of birth. Imperfect match
used. level 3 is the least accurate match. Manually check

the Diamond member file to make sure that the
correct member was selected.

OPEO014 [FATAL |Internal Program Error This error message indicates that there is an

occurred, [errortext].

internal program error within the person number
match routine.

128




Message
Number

Message
Type

Message Description

Notes

OPEO15

FATAL

Claim Line Rejected!! [reason]

Claim lines will be rejected if any

of the following conditions are true:

Vendor missing or cannot be found.

Provider missing or cannot be found.

Subscriber missing or cannot be  found.

Patient missing or cannot be found.

No Place of Service code.

No date of service.

Service Thru date is earlier than the From

date.

= Service Thru date on the claim detail is later

that the Thru date on the claim header.

Procedure code missing or cannot be found.

Procedure code modifier cannot be found.

Diagnosis code pointer is invalid.

Diagnosis code pointer on the claim detail

does not correspond to the diagnosis code on

the claim header.

= Claim detail line has a diagnosis code pointer,
but there is no diagnosis code on the header.

Rejected claim lines are not written to the EDI
claims workfiles, and will not be written to Diamond
production claims files should the transaction set
be posted. The error messages print in the Critical
Error Report

For additional information about error messages
pertaining to batch processing of Professional
Claims, see the document entitled OPCLM-Batch
Processing Enhancements.

OPEO016

FATAL

Cannot find Vendor associated
with Prov. ID.

The Provider's DIAMOND ID (element PRV03)
cannot be found in DIAMOND

OPEO17

FATAL

Cannot find Provider specified
in 2310 Loop for Claim # [id].

The claim has a provider override specified in loop
2310, which is supposed to supersede the provider
in loop 2000 (for just this claim). The system is
unable to locate this provider in the Diamond
system. All claim lines for this claim will be
rejected. See the ANSI 837 Transaction Set report
for details.

OPEO18

FATAL

Cannot find a Primary Date.

All claims must have at least one service date.
Dates of service can be at the claim level, the
service line level or both. The DTP segment is
used, and the system currently checks only for
Date Qualifier "150"; this logic in the EDI system
will probably have to be expanded to check for
other valid date qualifiers.

129




Message |[Message

Number | Type Message Description Notes

OPEO19 [WARN |Cannot find Provider specified |The claim has a provider override specified in loop
in 2420 Loop for Claim.. 2420, which is supposed to supersede the provider

in loop 2000 (for just this claim line). The system is
unable to locate this provider in the Diamond
system. The particular claim line with the missing
provider will be rejected. See the ANSI 837
Transaction Set report for details.

OPE020 [WARN |ANSI Provider Code is not valid
for provider rendering services
in 2310 Loop.

OPE021 [WARN | ANSI Provider Code is not valid
for provider rendering services
in 2420 Loop.

OPE025 [FATAL |Family size > 30. Cannot find | The patient number algorithm will search through
Patient Person No. an entire family trying to match on a member

based on name, gender and date of birth. Families
are identified by subscriber number (element SBR
03). The table used to store a family is limited to
30 members.

OPE026 [FATAL |ERROR on READ from source |A BBx file system error was issued when reading

file. ERR=[errortext]. records from the transaction set source file. The
name of this file is the transaction set ID + ".837",
and it is located in the directory named in the
DIRXTRNLDAT parameter in the DIAMOND.ENV
file.

OPEO27 |FATAL |Invalid Transaction ID passed [Indicates that there is a parameter passing
to [pgm] in TRANSSETS. problem between the programs JCLMEDOO.PGM

and JOPEDI00.PGM (or JIPEDIO0.PGM), or that
the transaction set log file (TRLOG) has been
inappropriately deleted.

OPEO028 [WARN Provider key [key] was There are five possible keys on which a provider
specified, but a provider was match can be made. The Provider Reference
located using key [key]. Number Qualifier (element PRV 02) in conjunction

with the Diamond EDIPRVXREF system
parameters determine the primary search method.
If a provider cannot be located using the primary
method, then the other four possible keys are
checked. This message is printed if a provider is
located using one of these alternate methods.

OPEO029 [WARN |There are multiple providers

using key [key]. The first one
found is being used.
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OPEO30 [INFO DIAMOND Claims EDI This summary prints at the end of the claims edits,
Summary Statistics: pricing and adjudication step, and will show
number of fatal errors, number of non-fatal errors,
number of claims read (service lines), number of
claim lines accepted (i.e. written to the EDI
workfiles), number of claim lines rejected, and the
total claim charges. Informational messages are
not counted in the error totals. Element SV1 03 is
summed to calculate total charges for professional
claims, element SV2 04 for inpatient claims. The
number of claim lines written plus the number of
claim lines rejected should always equal the
number of claim lines read.
OPEO031 [INFO Pricing is turned OFF for this This message is determined by the Pricing
transaction set. "switch" which is in the transaction log file
(TRLOG).
OPE032 [INFO Pricing is turned ON for this This message is determined by the Pricing
transaction set. "switch" which is in the transaction log file
(TRLOG).
OPEO033 [INFO Custom pricing program [pgm] | This message is printed if there is a
will be used instead of custom pricing program named in the transaction
DIAMOND pricing. log file (TRLOG). This program must be in the
directory indicated by the DIRXTRNLPGM
parameter in the DIAMOND.ENYV file.
OPEO34 |INFO Adjudication is turned OFF for |This message is determined by the Adjudication
this transaction set. "switch" which is in the transaction log file
(TRLOG).
OPEO035 [INFO Adjudication is turned ON for [ This message is determined by the Adjudication
this transaction set. "switch" which is in the transaction log file
(TRLOG).
OPEO036 [INFO Custom adj. program [pgm] will | This message is printed if there is a custom
be used instead of DIAMOND | adjudication program named in the transaction log
adjudication. file (TRLOG). This program must be in the
directory indicated by the DIRXTRNLPGM
parameter in the DIAMOND.ENYV file.
OPE037 [WARN |Total Billed Charges not The total billed charges (element CLM 02) must be
numeric. numeric. If CLM 02 is missing or zero, the system
will use the AMT segment from loop 2300 if AMT
01="T3".
OPEO38 [WARN |Uniform Billing Claim Form Bill |The Facility Code (element CLM 06) is used for

Type not found; assume first
two digits are 1,1 (hosp. inp.)

the first two digits of the Bill Type if the Facility
Code Qualifier (element CLM 05) is "A". This
warning message indicates that these fields were
not found in the transaction set for this claim, and
the system is assuming that the values are 1,1
(hospital inpatient). See the user documentation
for INCLM for details on this code.

131




Message |[Message

Number | Type Message Description Notes

OPE039 [WARN |Claim Frequency not found; The Claim Frequency Type Code (element CLM
assume third digit of Uniform 07) is used for the third digit of the Bill Type. This
Billing Claim Form Bill Type is |warning message indicates that this field was not
1. found in the transaction set for this claim, and the

system is assuming that the value is 1 (admit
through discharge date). See the user
documentation for the INCLM function for details
on this code.

OPE040 [WARN |Provider key [key] was This message was generated while looking up a
specified in 2310 loop, but a provider which was specified at the claim level
provider was located using key |(loop 2310). See explanation for message
[keyl. OPEQ28 for more details.

OPEO41 [WARN |Provider key [key] was This message was generated while looking up a
specified in 2420 loop, but a provider which was specified at the claim line level
provider was located using key |(loop 2420). See explanation for message
[key]. OPEQ28 for more details.

OPEO42 [WARN |Claim Total Billed amount of Element CLM 02 contains the total submitted
[amt] does not agree with detail |charges for each claim. This amount is compared
total of [amt]. to the sum of the detail charges for each service

line in the claim. Element SV1 02 is used for
professional claims detail charge amount; element
SV2 03 is used for inpatient claims.

OPE043 [WARN |More than 300 authorizations | The claim-auth match for inpatient claims will only
for this member; only first 300 |search through the first 300 authorizations for the
checked for match. member. This limit can be increased by HSD if

necessary. The system is only targeting
authorizations of type inpatient.

OPEO44 [WARN |Submitter's authorization no. [#] | The submitter sent a Diamond authorization
not found in Diamond auth file. |number with the claim data, but the system could

not find an authorization for that number. The
claim is adjudication without a link to an
authorization.

OPEO45 |INFO Auths on file for member, but | The member has (inpatient) authorizations in
no match made to claim. Diamond and these were searched, but the system

could not find one for the same date, institution
and/or referring provider.

OPEO46 [WARN |Imperfect match on submitter's | The submitter of the claim supplied a Diamond
auth no. [#]; auth not linked to  [authorization number, but the authorization did not
claim. match up with the claim. This claim should be

researched, and if the authorization is valid a
manual link to the auth can be done after the claim
is posted to production.

OPEO47 [WARN |Imperfect match on submitter's | The submitter of the claim supplied a Diamond

auth no. [#]; auth linked to
claim.

authorization number, but the authorization did not
match up perfectly with the claim. There was
enough common information however to make the
link to the claim. This claim should be researched,
and if the auth is invalid the link can be un-done
after the claim is posted to production.
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OPE048 [WARN |Imperfect match on Diamond The claim-auth search detected an authorization
auth no. [#]; auth not linked to  |for the member, but the authorization did not
claim. match up with the claim enough to make a positive

link. This claim should be researched, and if the
authorization is valid a manual link to the auth can
be done after the claim is posted to production.

OPEO0O49 [WARN |Imperfect match on submitter's | The claim-auth search detected an authorization
auth no. [#]; auth linked to for the member, but the authorization did not
claim. match up perfectly with the claim. There was

enough common information however to make the
link to the claim. This claim should be researched,
and if the authorization is invalid the link can be
un-done after the claim is posted to production.

OPEO050 [INFO Claim has been linked to The claim-auth search detected an authorization
DIAMOND Authorization Claim |for the member and a perfect match was
No. [#]. established.

OPEO051 [FATAL |Custom auth-claim link program | A special custom auth-claim link program for EDI
[program name] not located. claims was specified in the TRLOG setup file, but

the system could not locate it or it is not a valid
BBx program. All custom EDI programs must
reside in the directory named in the
DIRXTRNLPGM entry in the DIAMOND.ENV file.

OPEO052 [INFO Duplicate check is turned This message is determined by the Duplicate
[ON/OFF] for this transaction checking "switch" which is in the transaction log
set. file (TRLOG).

OPEO053 [INFO Custom duplicate check This message is printed if there is a custom
program [pgm] will be used Duplicate Check program named in the transaction
instead of DIAMOND dup log file (TRLOG). This program must be in the
check. directory indicated by the DIRXTRNLPGM

parameter in the DIAMOND.ENYV file.

OPEO054 [INFO Auth-claim link is turned This message is determined by the Match Auths
[ON/OFF] for this transaction "switch" which is in the transaction log file
set. (TRLOG).

OPEO055 [INFO Custom auth-claim link program | This message is printed if there is a custom Match
[pgm] will be used instead of Auths program named in the transaction log file
DIAMOND auth link. (TRLOG). This program must be in the directory

indicated by the DIRXTRNLPGM parameter in the
DIAMOND.ENYV file.

OPE056 |[WARN |E-Codes cannot be used as
primary diagnosis codes.

OPE057 [WARN |No DRG match in MDC
indicated by primary diagnosis.

OPE058 [WARN |Invalid admit. Outside range 1-

124 years.

OPEO59 [WARN |Patient's sex must be specified
for MDC 14.

OPEO60 [WARN |Patient's discharge status must
be specified for this MDC.

OPE061 [WARN | A principal diagnosis code of
76509 conflicts with this data.

OPEO062 [WARN |Principal diagnosis code could

not be found in DRG grouper's
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OPEO63 [WARN |DRG Grouper unsuccessful.
Return code was: [code].
OPEO64 |[WARN |DRG Grouper unsuccessful.
Return code was: [code].
OPEO65 |[WARN |DRG Grouper unsuccessful.
Return code was: [code].
OPE066 [WARN |DRG Grouper directory not
found: [directory].
OPEO67 |[WARN |DRG Grouper not found in
directory: [directory].
OPEO068 [WARN |Write to DRG Grouper input file
was unsuccessful.
OPEO69 [WARN |Read from DRG Grouper input
file was unsuccessful.
OPEOQO70 [WARN |Birthweight outside the range
that DRG grouper expects.
OPEO71 [WARN |Birthweight conflicted with
categories derived from codes.
OPEOQO72 |[WARN |Birthweight category derived
indicates a non- specific
birthweight.
OPEQ073 [WARN |Invalid discharge age. Non-
numeric or less than zero.
OPE074 [WARN |DRG Grouper unsuccessful.
Return code was : [code].
OPE075 [WARN |DRG Grouper unsuccessful.
Return code was >=20.
OPEO76 [WARN |Imperfect Match, Missing Date |This message is printed if an authorization exists
and Prov # on Diamond for the member, and the following is missing on the
Authorization [Auth #], auth not |Authorization: Req Start Date, Auth Start Date,
link to claim. and Ren Provider. This condition will not link the
Auth to the claim.
OPEOQ077 |WARN |Imperfect Match, Missing Date |This message is printed if an authorization exists
on Diamond Authorization [Auth | for the member, and the Req Start Date and Auth
#], auth not link to claim. Start Date is missing on the auth. This condition
will not link the Auth to the claim.
OPEO78 [WARN |Imperfect Match, Missing Prov [ This message is printed if an authorization exists
# on Diamond Authorization for the member, and the Ren Provider is missing
[Auth #], auth not link to claim. |on the authorization. This condition will not link the
Auth to the claim.
OPEOQO79 [WARN |Imperfect Match, Diamond This message is printed if an authorization exists

Authorization [Auth #], auth not
link to claim.

for the member, and the claim and auth date
match. However, the Ren Provider on the claim
does not match the Ren Provider on the
authorization. This condition will not link the Auth
to the claim.
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OPE080 [WARN |Errorin AUTHEDIDATES This message is printed if an invalid value (other
PARAMETER RECORD. than numeric) is encountered in the Parameter

Record, AUTHEDIDATES. The Transaction set is
processed with default number of days, 0 days
before and 0 days after. This means that the Claim
date must match the date on the Authorization
exactly and no window is provided.

OPEO081 [INFO Unable to Link Submitter's Auth [ Auth Claim Match has been turned on for EDI
No. to claim. processing. The Authorization Number was

submitted in the transaction set but no match was
made to the claim based on Auth Claim Match
criteria.

OPEO082 [FATAL |Primary Date is before
submitted Date of Birth.

OPEO083 [FATAL |Primary Date exceeds
Mother/Baby eligibility.

OPEO084 [WARN |**Mother's demographic info
has been substituted with the
Newborn's demographic
information.

OPE085 [WARN |lllegal PCO1 element.

OPE089 [WARN |Diagnosis code pointer was If a batch (EDI) source file contains a blank
assigned to the first non-blank |diagnosis code pointer (DxPtr=blank) but includes
diag code. valid diagnosis codes (valid field values in Dx1,

Dx2, Dx3, or Dx4), DIAMOND assigns the first
valid diagnosis code. Warning message #89
appears in the Batch File Report.

OPE100 [FATAL |Vendor not found in Diamond. |If the Tax ID on the claim file does not match the

Tax ID stored in the VENDR record, claim line is
rejected. Rejected claim lines are not written to the
EDI claims workfiles, and will not be written to
Diamond production claims files should the
transaction set be posted. The error messages
print in the Critical Error Report.
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DIAMOND REASON CODES - MHHIPAA

REASON TYPE |REASON CODE | REASON DESCRIPTION

Adjustment

AD ADAPL CLAIM ADJUSTED DUE TO PROVIDER APPEAL

AD ADAUT CLAIM ADJUSTED DUE TO CHANGE IN AUTHORIZATION

AD ADCOB CLAIM ADJUSTED FOR COB

AD ADCOR CLAIM ADJUSTED

AD ADERP CLAIM ADJUSTED DUE TO PROVIDER ERROR

AD ADERR CLAIM ADJUSTED DUE TO PROCESSOR ERROR

AD ADMBR CLAIM ADJUSTED DUE TO CHANGE IN MEMBER
ELIGIBILITY

AD ADWSA AOD WOMENS SETASIDE

AD LMBEN MAXIMUM BENEFIT FOR THIS SERVICE REACHED

AD MCDBA MEDICAID BILLED AMOUNT CORRECTION

AD MCDCR CLAIM ADJUSTED FOLLOWING MH COMPLIANCE
REVIEW

AD MCDDU CONFIRMED MEDICAID DUPLICATE CLAIM (MH ONLY)

AD MCDIA MEDICAID CLAIM ADJUSTED (INTERNAL AUDIT) MH
ONLY

AD MCDMO MEDICAID MODIFIER CORRECTION

AD MCDPR MEDICAID PROCEDURE CODE CORRECTION

AD MCDSC CONFIRMED NOT COVERED DUE TO MH SERVICE
CONTENT

AD MCDTP MEDICAID THIRD PARTY PAYMENT CORRECTION

AD MCDUN MEDICAID UNITS OF SERVICE CORRECTION

AD MCDWC CONFIRMED INCORRECT UCI BILLED

AD MCDWD CONFIRMED INCORRECT DATE OF SERVICE BILLED

AD MCDYO MEDICAID CLAIM MORE THAN A YEAR OLD WHEN
RECEIVED

AD NEGPA NEGATIVE PAID AMOUNT

AD NONBA NON-MEDICAID BILLED AMOUNT CORRECTION

AD NONCR CLAIM ADJUSTED FOLLOWING MH COMPLIANCE
REVIEW

AD NONDU CONFIRMED NON-MEDICAID DUPLICATE CLAIM (MH
ONLY)

AD NONIA NONMEDICAID CLAIM ADJUSTED (INTERNAL AUDIT)

AD NONMO NON-MEDICAID MODIFIER CORRECTION

AD NONON SERVICE NOT INCLUDED IN NON-MEDICAID CONTRACT

AD NONPR NON-MEDICAID PROCEDURE CODE CORRECTION

AD NONSC CONFIRMED NOT COVERED DUE TO SERVICE
CONTENT

AD NONTP NON-MEDICAID THIRD PARTY PAYMENT CORRECTION

AD NONUN NON-MEDICAID UNITS OF SERVICE CORRECTION

AD NONWC CONFIRMED INCORRECT UCI BILLED

AD NONWD CONFIRMED INCORRECT DATE OF SERVICE BILLED

AD NONYO NON-MEDICAID CLAIM MORE THAN A YEAR OLD WHEN
RECD

AD NPR30 NO PROVIDER RESPONSE WITHIN 30 DAYS

AD RWJCF RWJ ADJUST CAP TO FFS
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AD RWJFC RWJ ADJUST FFS TO CAP

Allowed

AL DUPOP POTENTIAL DUP O/P CLAIM

AL GRPIN SYSTEM GENERATED - GROUP INELIGIBLE

AL HIPAA HIPAA

AL INFOR INFORMATIONAL LINE ITEM

AL IPCAR INPATIENT CARVE OUT

AL MARP CUYAHOGA COUNTY MARP PROJECT

AL MBDEC MEMBER DECEASED

AL MBRIN SYSTEM GENERATED - MEMBER INELIGIBLE
AL MCDBA MEDICAID BILLED AMOUNT CORRECTION

AL MCDUN MEDICAID UNITS OF SERVICE CORRECTION
AL NOAUT NO AUTHORIZATION ON FILE

AL NONBA NON-MEDICAID BILLED AMOUNT CORRECTION
AL NONUN NON-MEDICAID UNITS OF SERVICE CORRECTION
AL PCCNV AMOUNT ALLOWED PER CONVERSION FACTOR
AL PCCRT AMOUNT ALLOWED PER CASE RATE

AL PCFSC AMOUNT ALLOWED PER FEE SCHEDULE

AL PCMNR MODIFIER NOT USED FOR THIS PROCEDURE
AL PCMNV MODIFIER NOT VALID FOR PROCEDURE CODE
AL PCMOD A MODIFIER IS REQUIRED FOR THIS PROCEDURE
AL PCPDM AMOUNT ALLOWED PER PER DIEM RATE

AL PCTBI SYSTEM GENERATED - PRECENT OF BILLED
AL PERD1 PER DIEM DAYS 1 THROUGH 3

AL PERD4 PER DIEM DAYS 4 PLUS

AL PREO4 PRE FY04

AL PRE2K CLOSED AS PRE-FY-2000 SPAN

AL PRE99 SERVICE PROVIDER PRE SFY 1999

AL PREGL PRE GO-LIVE ALLOWED REASON

AL PRVIN SYSTEM GENERATED - PROVIDER INELIGIBLE
AL SPLUC SPECIAL LUCAS COUNTY CONTRACTING
Check

CK ALIGN CHECK ALIGNMENT

CK CANCL CHECK CANCEL

Copay

CP 00%SF 0% SLIDING FEE

CP 05%SF 5% SLIDING FEE SCALE

CP 10%SF 10% SLIDING FEE SCALE

CP 100%F 100% CLIENT PAY

CP 15%SF 15% SLIDING FEE SCALE

CP 20%SF 20% SLIDING FEE SCALE

CP 25%SF 25% SLIDING FEE SCALE

CP 30%SF 30% SLIDING FEE SCALE

CP 35%SF 35% SLIDING FEE SCALE

CP 40%SF 40% SLIDING FEE SCALE

CP 45%SF 45% SLIDING FEE SCALE

CP 50%SF 50% SLIDING FEE SCALE

CP 55%SF 55% SLIDING FEE SCALE

CP 60%SF 60% SLIDING FEE SCALE

CP 65%SF 65% SLIDING FEE SCALE
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CP 70%SF 70% SLIDING FEE SCALE

CP 75%SF 75% SLIDING FEE SCALE

CP 80%SF 80% SLIDING FEE SCALE

CP 85%SF 85% SLIDING FEE SCALE

CP 90%SF 90% SLIDING FEE SCALE

CP 90w FFSE FOR ODADAS WOMENS SET-ASIDE PROGRAMS

CP 95%SF 95% SLIDING FEE SCALE

CP CIOOP MEMBER COINSURANCE =0

CP CISTP DEACTIVATED, DUPLICATE WITH COINS

CP COINS MEMBER COINSURANCE

CP COPAY CLIENT COPAYMENT

CP CPPCP PRIMARY CARE COPAYMENT

CP FF10 $10/MONTH FLAT FEE SCALE

CP FF100 $100/MONTH FLAT FEE SCALE

CP FF125 $125/MONTH FLAT FEE SCALE

CP FF15 $15/MONTH FLAT FEE SCALE

CP FF150 SUMMIT COUNTY FLAT FEE SCALE

CP FF175 $175/MONTH FLAT FEE SCALE

CP FF200 $200/MONTH FLAT FEE SCALE

CP FF225 $225/MO FLAT FEE SCALE

CP FF25 $25/MONTH FLAT FEE SCALE

CP FF250 $250/MONTH FLAT FEE SCALE

CP FF5 $5/MONTH FLAT FEE SCALE

CP FF50 $50/MONTH FLAT FEE SCALE

CP FF75 $75/MO FLAT FEE SCALE

CP MAXED SYSTEM GENERATED - OOP LIMIT HAS BEEN
SATISFIED

CP MCDDF NO COPAY APPLIED FOR MEDICAID MEMBER

CP VERIF 100% COPAY ON NONMCD/NONEMER UNTIL INCOME
VERIFIED

Deductible

DD MAXED SYSTEM GENERATED - OOP LIMIT HAS BEEN
SATISFIED

Hold

HD CLATH CLAIM REQUIRES APPROVAL

HD CLBIL PLEASE SUBMIT AN ITEMIZED BILL FROM THE
PROVIDER

HD CLHLD CLAIM PLACED ON HOLD DUE TO B-RULE

HD CLMAN CLAIM MANUALLY PLACED ON HOLD

HD DUPDA DUP RES/DAY SERVICES

HD DUPLM POTENTIAL DUPLICATE CLAIM

HD FRHLD FRANKLIN CLAIMS HOLD

HD FRMOD FRANKLIN COUNTY MODIFIERS - HOSPITAL/PENAL SYS

HD GRHLD GROUP ON HOLD

HD LMARP LIMIT OF ONE PER ELAPSED YEAR

HD LMBEN BENEFIT LIMIT REACHED

HD LMDAY DAY SERVS LIMIT 1 PER DAY

HD LMOUT O/P LIMIT 24 HRS/DAY

HD LMPHA MH PAR HOSP LIMIT 1/DAY ADULTS

HD LMPHC MH PAR HOSP LIMIT 2/DAY CHILDREN
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DIAMOND REASON CODES - MHHIPAA

REASON TYPE

REASON CODE

REASON DESCRIPTION

HD LMRWJ MH RWJ CUYAHOGA WAIVER

HD MBRIN SYSTEM GENERATED - MEMBER IS INELIGIBLE

HD MCDBA POTENTIAL MEDICAID BILLED AMOUNT CORRECTION

HD MCDCR HELD DUE TO MH MEDICAID COMPLIANCE REVIEW
RESULTS

HD MCDDU MEDICAID POTENTIAL DUPLICATE SERVICE

HD MCDMO POTENTIAL MEDICAID MODIFIER CORRECTION

HD MCDPR POTENTIAL MEDICAID PROCEDURE CODE
CORRECTION

HD MCDTP POTENTIAL MEDICAID THIRD PARTY PAYMENT
CORRECTION

HD MCDUN POTENTIAL MEDICAID UNITS OF SERVICE
CORRECTION

HD MCDWC INCORRECT UCI BILLED

HD MCDWD INCORRECT DATE OF SERVICE BILLED

HD MEDEF HELD FOR INVALID MEDEF

HD NEGPA NEGATIVE PAID AMOUNT

HD NOGLR SYSTEM GENERATED - COMP OR G/L REF CODE IS
MISSING

HD NOMCD SERVICE NOT INCLUDED IN MCD CONTRACT

HD NONBA POTENTIAL NON-MEDICAID BILLED AMOUNT
CORRECTION

HD NONCR HELD DUE TO NON-MEDICAID COMPLIANCE REVIEW
RESULTS

HD NONDU POTENTIAL NON-MEDICAID DUPLICATE SERVICE

HD NONMO POTENTIAL NON-MEDICAID MODIFIER CORRECTION

HD NONON SERVICE NOT INCLUDED IN NON-MEDICAID CONTRACT

HD NONPR POTENTIAL NON-MEDICAID PROCEDURE CODE
CORRECTION

HD NONTP POTENTIAL NON-MEDICAID THIRD PARTY PMT.
CORRECTION

HD NONUN POTENTIAL NON-MEDICAID UNITS OF SERVICE
CORRECTION

HD NONWC INCORRECT UCI BILLED

HD NONWD INCORRECT DATE OF SERVICE BILLED

HD NOQTY NO UNITS OF SERVICE BILLED

HD OOCTY OUT OF COUNTY

HD PCINV PROCEDURE CODE INACTIVE

HD PCREV PROCEDURE CODE/MODIFIER REVIEW

HD PRCLD NON-MEDICAID PROVIDER CONTRACT ON HOLD

HD PRHLD SYSTEM GENERATED - PROVIDER ON HOLD

HD PRINF ADDITIONAL INFORMATION REQUIRED FROM
PROVIDER

HD VEHLD VENDOR ON HOLD

Not Covered

NC AUTHC SYSTEM GENERATED - AUTHORIZATION IS CLOSED

NC AUTHD SYSTEM GENERATED - AUTHORIZATION HAS BEEN
DENIED

NC DUPLY DUPLICATE CLAIM

NC DXMIS NOT COVERED BECAUSE DIAGNOSIS IS MISSING

NC GRANT GRANT BASED NONMCD FUNDING (100% WITHHOLD)
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DIAMOND REASON CODES - MHHIPAA

REASON TYPE

REASON CODE

REASON DESCRIPTION

NC INVPC INVALID PROCEDURE CODE/MODIFIER COMBINATION

NC LMARP LIMIT OF ONE PER ELAPSED YEAR

NC LMBEN MAXIMUM BENEFIT FOR THIS SERVICE REACHED

NC LMDAY DAY SERVS LIMIT 1 PER DAY

NC LMDIP AOD DIP SERVICES LIMIT OF ONE PER YEAR

NC LMEAT MEALS SERVICE LIMITED TO 3 MEALS PER DAY

NC LMMTH LIMITS BILLING TO ONE PER ELAPSED MONTH (28
DAYS)

NC LMOUT O/P LIMIT 24 HRS/DAY

NC LMPHA MH PAR HOSP LIMIT 1/DAY ADULTS

NC LMPHC MH PAR HOSP LIMIT 2/DAY CHILDREN

NC LMRWJ MH RWJ CUYAHOGA WAIVER LIMIT

NC LMTRS LIMITS TRANSPORTATION TO ONE PER ELAPSED
MONTH

NC MAXED SYSTEM GENERATED - OOP LIMIT HAS BEEN
SATISFIED

NC MBDEC MEMBER DECEASED

NC MCDBA CONFIRMED MEDICAID BILLED AMOUNT CORRECTION

NC MCDCR CLAIM NOT COVERED FOLLOWING MH COMPLIANCE
REVIEW

NC MCDDU CONFIRMED MEDICAID DUPLICATE SERVICE

NC MCDEL MEMBER NOT MEDICAID ELIGIBLE AT TIME OF SERVICE

NC MCDIA MEDICAID CLAIM ADJUSTED (INTERNAL AUDIT) MH
ONLY

NC MCDMO CONFIRMED MEDICAID MODIFIER CORRECTION

NC MCDPR CONFIRMED MEDICAID PROCEDURE CODE
CORRECTION

NC MCDSC CONFIRMED NOT COVERED DUE TO SERVICE
CONTENT

NC MCDTP CONFIRMED MEDICAID THIRD PARTY PAYMENT
CORRECTION

NC MCDUN CONFIRMED MEDICAID UNITS OF SERVICE
CORRECTION

NC MCDWC CONFIRMED INCORRECT UCI BILLED

NC MCDWD CONFIRMED INCORRECT DATE OF SERVICE BILLED

NC MCDYO MEDICAID CLAIM OVER 365 DAYS OLD WHEN
RECEIVED

NC MEDEF DENIED FOR INVALID MEDEF

NC MODFM MISSING OR INVALID MODIFIER CODE

NC NCSVC SERVICE/SUPPLY NOT COVERED

NC NEGPA NEGATIVE PAID AMOUNT

NC NOAUT NO AUTHORIZATION ON FILE

NC NONBA CONFIRMED NON-MEDICAID BILLED AMOUNT
CORRECTION

NC NONCR N-M ADJUSTMENT FOLLOWING MH COMPLIANCE
REVIEW

NC NONDU CONFIRMED NON-MEDICAID DUPLICATE SERVICE

NC NONIA NON-MEDICAID CLAIM ADJUSTED (INTERNAL AUDIT)

NC NONMO CONFIRMED NON-MEDICAID MODIFIER CORRECTION

NC NONON SERVICE NOT INCLUDED IN NON-MEDICAID CONTRACT

NC NONPR CONFIRMED NON-MEDICAID PROCEDURE CODE
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REASON TYPE

REASON CODE

REASON DESCRIPTION

CORRECTION

NC NONSC CONFIRMED NOT COVERED DUE TO SERVICE
CONTENT

NC NONTP CONFIRMED NON-MEDICAID THIRD PARTY AMT.
CORRECTION

NC NONUN CONFIRMED NON-MEDICAID UNITS OF SERVICE
CORRECTION

NC NONWC CONFIRMED INCORRECT UCI BILLED

NC NONWD CONFIRMED INCORRECT DATE OF SERVICE BILLED

NC NONYO NON-MEDICAID CLAIM IS OVER 365 DAYS OLD WHEN
RCVD.

NC NOQTY NO UNITS OF SERVICE BILLED

NC NPR30 NO PROVIDER RESPONSE WITHIN 30 DAYS

NC OOCTY OUT OF COUNTY NOT COVERED

NC PCINV PROCEDURE CODE INVALID OR NONSPECIFIC

Other Carrier

oC 2 BLUE CROSS/BLUE SHIELD

oC 3 OTHER PRIV INS

oC 4 EMPLOYER/UNION

oC 5 PUBLIC AGENCY

oC 6 OTHER CARRIER

oC 9 HARBOR OTHER CARIER

oC E BENEFITS EXHAUSTED

0oC F NO COVERAGE FOR ANY FAMILY MEMBER

0oC L DISPUTED

0oC P NO COVERAGE FOR THIS MEMBER

0oC R NO RESPONSE FROM INS CO

OoC S NOT COVERED SERVICE

0oC X NON-COOPERATIVE MEMBER WITH INSURANCE

Place of Service

PL 03 SCHOOL

PL 04 HOMELESS SHELTER

PL 05 INDIAN HEALTH SVC FREE-STANDING FACILITY

PL 06 INDIAN HEALTH SVC PROVIDER-BASED FACILITY

PL 07 TRIBAL 638 FREE-STANDING FACILITY

PL 08 TRIBAL 638 PROVIDER-BASED FACILITY

PL 11 OFFICE

PL 12 HOME

PL 13 ASSISTED LIVING FACILITY

PL 14 GROUP HOME FOSTER CARE STATE CUSTODY

PL 15 MOBILE UNIT

PL 20 URGENT CARE FACILITY

PL 21 HOSPITAL -- MED/SURG INPATIENT

PL 22 HOSPITAL -- OUTPATIENT

PL 23 HOSPITAL -- ER

PL 24 AMBULATORY SURGICAL CENTER

PL 25 BIRTHING CENTER

PL 26 MILITARY TREATMENT CENTER/VA HOSPITAL

PL 31 SKILLED NURSING FACILITY

PL 32 NURSING FACILITY
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DIAMOND REASON CODES - MHHIPAA

REASON TYPE

REASON CODE

REASON DESCRIPTION

PL 33 CUSTODIAL CARE FACILITY

PL 34 HOSPICE

PL 41 AMBULANCE -- LAND

PL 42 AMBULANCE -- AIR

PL 49 INDEPENDENT CLINIC

PL 50 FEDERALLY QUALIFIED HEALTH CENTER

PL 51 INPATIENT PSYCHIATRIC FACILITY (IMD)

PL 52 PSYCHIATRIC FACILITY PARTIAL HOSPITALIZATION

PL 53 COMMUNITY BEHAVIORAL HEALTH CENTER

PL 54 INTERMEDIATE CARE FACILITY/MR

PL 55 RESIDENTIAL SUBSTANCE ABUSE TREATMENT
FACILITY

PL 56 PSYCHIATRIC RESIDENTIAL TREATMENT CENTER

PL 57 NON-RESIDENTIAL SUBSTANCE ABUSE TREATMENT
FACILITY

PL 60 MASS IMMUNIZATION CENTER

PL 61 COMPREHENSIVE INPATIENT REHABILITATION
FACILITY

PL 62 COMPREHENSIVE OUTPATIENT REHABILITATION
FACILITY

PL 65 END STAGE RENAL DISEASE TREATMENT CENTER

PL 71 PUBLIC HEALTH CLINIC

PL 72 RURAL HEALTH CLINIC

PL 81 INDEPENDENT LABORATORY

PL 99 OTHER

Term

™ CLSED PROVIDER CLOSED

™ EDUP1 ELECTRONIC DUPLICATE SAME SSN/D.O.B.

™ EDUP2 ELECTRONIC DUPLICATE - INVALID D.O.B

™ EDUP3 ELECTRONIC DUPLICATE - INVALID SSN

™ ERRO1 INVALID REQUIRED FIELD

™ ETERM MEMBER TERMINATED ELECTRONICALLY

™ HIPAA HIPAA

™ IPUCI INVALID PSEUDO UCI CODE

™ LBCLR LOCAL BOARD CONTRACT LIMITS REACHED

™ MBDEC MEMBER DECEASED

™ MBINL MEMBER INELIGIBLE DUE TO INCOME INCREASE

™ MBMOS MEMBER MOVED OUT OF STATE

™ MBMOV MEMBER HAS MOVED OUT OF COUNTY

™ MBPLC PLAN CHANGED MANUALLY BY BOARD

™ MERGR PROVIDER MERGED

™ PRAEX PROVIDERS AOD CERTIFICATION HAS EXPIRED

™ PRDEX BOTH AOD AND MH CERTIFICATIONS HAVE EXPIRED

™ PRE2K PROVC TERM REASON OF PRE SFY 2000

™ PREGL PRE GO-LIVE CONTRACT TERMINATED

™ PRMEX PROVIDERS MH CERTIFICATION HAS EXPIRED

™ PRVOL PROVIDER CONTRACT TERMINATED (VOLUNTARY)

™ PSCHG PRIMARY AND/OR ALTERNATE PRICE SCHEDULE
CHANGED

™ RIDER RIDER CHANGE
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REASON TYPE

REASON CODE

REASON DESCRIPTION

™

VNDCH

VENDOR CHANGED
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Claim Status of
D"
Access Claim
Header

Access Claim
Detail Screen

Enter F6-U, U

) 4

Save/Update
Claim

—_

3b.

Taking a Claim Off Hold

No Is Claim
Payable?

Access claim using OPCLM
Access the line item detail screen

. Claim status is "P"

Type in 001 and press enter twice

Enter F6-C (C-Clear Hold/Post to Accum.)
Hit End

Save/Update Claim

Claim status is "D"

Enter F6-U,U

Save/Update Claim
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Claim Status of
npr
Access Claim
Header

Access Claim
Detail Screen

Type in 001 and
press enter twice

h 4

F6-C
Clear Hold/Post to
Accumulator

Save/Update
Claim




GAARON =

- 200~
230>

Making a Denied Claim Payable

Press F6-F to
refresh member
eligibility

Access
OPCLM

Access Claim Line
Detail

Readjudicate the
claim line - (F6-B)

Is Allowed

Press F6-C amount >0 and

(Clear Yes Isprocessing ™ o yeo not covered
Hold/Post amount = allowed
to Accum.)

amount

No
Change Not Remove .
Covered Amt. to NC/DN Change Claim
Status to "P'
0.00 reason

Remove
any
remaining
hold
reasons.

Access OPCLM

Refresh member eligibility be pressing F6-F

Access claim line detail

Readjudicate the claim by pressing F6-B

If the allowed amount is = 0 call the MACSIS Support Desk.
If the allowed amount is <0 and the not covered amount =
the allowed go to 6.

Is the claim on hold?

Yes - Press F6-C to Clear the hold and post to the benefit
accumulator

No-goto7.

Change the not covered amount to 0.00

Remove the not covered/denied reason code

Change the claim status to "P"

Remove any remaining hold reasons (1, 2, 3)
Save/Update the claim

Save/Update
Claim

145



Denying a Claim

Enter the not covered
Access Access amount
Claim using » lineitem (Not covered amt
OPCLM detail _ ’
should = allowed amt.)

A
Claim status
1. Access the line item detail for the claim s
automatically
2. Enter the not covered amount (the not covered char:g?d to

amount should equal to the allowed amount)

3. Enter the "not covered reason" code (NC/DN Rsn) -
this will automatically change the claim status to "D"
(Denied)

A

4. If the processing status is "H" (Held), change it to a

"U" (Unposted) and remove the "hold reason" code Enter the not

covered reason
code.

5. Press the End key and enter "Y" to update the claim (F5 for overview)

Change
processing /. Yes Is processing
status from /~ status "H"?
llHlI to llUIl

4

Remove

the held Press End and enter

reason "Y" to update claim

code

Press End and enter
"Y" to update claim
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Putting a Claim on Hold

Access \ Access
Claim using » lineitem
OPCLM detail

Change the
processing
status to "H"

A 4

Enter the held
reason code.
(F5 for overview)

Press End and enter
"Y" to update claim

1. Access the claim line detail of the claim

2. Change the processing status to "H"

(Hold)
3. Enter the "hold reason" code

4. Save/Update the claim line
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Reversing a Claim

Access Access
Claim using line item
OPCLM detail
In the sub line
enter an "R"
for reverse
\ 4
Enter the
1. Access the claim line detail of the claim to adjustment reason
be reversed. code.
(F5 for overview)
2. In the sub line enter an "R" for reverse.

3. Enter the "adjustment reason" code

4. Press the End key

5. Enter "Y" to update the claim

ress End key and
enter "Y" to update
claim
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-y

s

L

o

o

-

e

;
/
/ J

/ Access

/f Claim using /
OPCLM

/[

. Access the claim header

Hit the F6 function key, and enter "S" for Split. (The

new claim number will now appear)

Enter F6-F to Refresh the member eligibility.

Enter through the remaining fields and make any
corrections necessary to provider, provider address
flag, place of service, diagnosis or billed amount, **

Choose "A" for adjudication,

Enter the correct procedure code, modifier, units of
senvice, billed amount and other carrier amount,*

.Save/Update the claim line.

*if you make a mistake in entering information in the
Proc, Mod, Qty, POS or Billed fields, back out of
line 001 completely and start over or the claim may

not price and adjudicate properly,

™ |f you enter through the provider address field
it will default to 000. Make sure you enter the

correct value or the clalm will not price
properly.

Splitclaim, 08/02/04

Splitting a Claim

i

\ HitFs
| and
» enter'st /

\ forsplit / old claim 17681137
\ / new claim 17681137A

/" Enter F&-F
/ Refresh \

c"\ the Y
. member /x’
eligibility  /

; 5,

,/ Enter through
i remaining
( fieldsmaking )
“-\ necessary

Y, corrections.™ /

Choose "A" for
adjudication

l

Enter the correct
information in the
applicable fields™

~ SavelUpdate
Claim
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ODJES Reject Errors
Ohio Dept. of Job and Family Services
Reject Errors
Most Often Encountered
07/20/2006

Code | Description

101 Exact duplicate claim.

102 Claim is a possible duplicate claim but amount is different.

103 Line item contains errors, however claim denied for another error.

120 Claim filing limit exceeded (365-day limit).

123 Future date of service was submitted.

127 Date of service greater than date claim was submitted to ODJFS.

130 The recipient number entered on the claim may have an incorrect digit,
missing digits or contain zeroes.

133 The total claim charge billed does not equal the sum of the individual line
item charges billed on the claim.

160 A 2, 3, 4 or 6 was entered as the Other Carrier Reason and there was no
Other Carrier Amount.

202 The last two digits of the twelve digit billing number is missing on the
invoice. Check medical card for accurate eligibility information.

218 According to ODJFS eligibility file, the recipient number entered on the
claim is covered by another insurance source for the date of service billed
and no 3rd party amount was entered on the claim. Bill other insurer
prior to billing ODJFS. If the service is not eligible for the 3rd party, use
the letter code “S”.

219 Other Carrier Reason (3rd Party) = “R” and claim received prior to 91
day filing limit.

225 For a UB-82 last date or non UB-82 first date of service on the claim
greater than the Mental Health filing limit. [Note: In MACSIS terms, if the
claim service date is greater than 365 days old.]

244 The recipient’s billing number that was entered on the claim is eligible for
Medicaid but not for this date of service.

246 The Other Carrier Amount (3rd Party) is greater than $0.00 and the
Other Carrier Reason code is missing.

250 The 12 digit Medicaid Recipient Number entered on the claim is not on
the ODJFS eligibility file.

271 The recipient number that was entered on the claim is eligible for
Medicaid but not for this date of service.

278 The Medicaid Recipient is a Qualified Medicare Beneficiary (QMB) who did
not qualify for full Medicaid.

305 The service date entered on the claim form is over two years old.

322 The procedure code and/or revenue code billed is not covered by the

Ohio Medicaid Program for the date of service billed.

150




Code

Description

323 Recipient age is less than minimum on Diagnosis Master or greater than
maximum age.

328 The procedure code which was billed is inappropriate for the recipient’s
age. Review the procedure code and recipient id that was entered on the
claim for accuracy.

330 The procedure code billed is not covered by the Ohio Medicaid Program
for the date of service billed.

361 Recipient is on GA (General Assistance) or DA (Disability Assistance).

598 All line item service dates occurred after the date of death listed on our
recipient master file.

666 Although not an official ODJFS error code, this code will appear when
"the amount requested from ODJFS" is not the same as "the amount paid
by ODJFS." It usually appears when too many units are billed.

730 On the first date of service, the recipient is eligible for GA or DA and
eligible for Medicaid on the last date of service or vice versa. Claim
cannot be priced when this condition exists.

927 PACE participants must obtain service through PACE provider. Providers
must contract with PACE provider to obtain PACE reimbursement.

992 Recipient enrolled in county GA program or invalid recipient 1D

submitted.
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MACSIS CLAIMS CORRECTION FORM

For reporting erroneous claims
Sending Crganization Mame Person Reporting Errors: o
Receiving Organization Name Fhone Mumber:
Provider WLACSIS Unique Provider Identifier (ITFD) Feturm Form to Attn
Date Received: Errors Apply to Fiscal Year
Date Completed:

ucI# DOS MACSIS Claim # Billed Procedure Code | Mod | MMod | Mod Mod Tnits | POS COB Cob ProvPt Ctrl #
Amount 1 2 3 4 Amt Ind

Orig Chn Info:

Corr’d Cim info:

Clorr Reason/ Comment  :

Board Action/Response: Data: Initials:

Orig Chm Infoz

Corr'd Clm Info:

Corr Roason/ Comment ~

Board Action/Response: Diate: Initials:

Orig Chn Infor

Corr'd Clm Infa:

Corr Reasan/ Comment =

Board Acion/Response: Dater Initials:

MACSIS Claims Correction Form

Orig Chn Infor:

Carr'd Clm info:

Corr Reason! Corment u..

Board ActionfResponse: Dwaie: Initials:

& Mustuse one of the allowable ODJFS CCE Indicator values: 2-6, R, P,F, L & E X

E Denote reason for error: wrong patient, date of service, units, procedure, medifier, Fé party pmtfindicator, ete. or MACSIS Reason Code

Provider Representative Signature (required): Date (required):
If submitting via electronic media, type name above; add electronic signature: (check box) O
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MACSIS Claims Correction Form Instructions

Instructions for Completing MACSIS Claims Correction Form
DRAFT
Last Revised Date: 4/30/03

l. Purpose

This form should be completed whenever an error in a claim, which was previously
submitted to MACSIS, has been identified. The following is a list of scenarios under which a
provider or board may initiate this form:

Billed Amount Was Incorrect

Units of Service Were Incorrect

Billed Procedure Code Was Incorrect

Billed Modifier(s) Was Incorrect

Third Party COB Amount Was Incorrect

Service Was Billed Under Wrong UCI (Unique Client Identifier)

Service Was Billed Under Wrong Date of Service

Service Was Billed Under Wrong Place of Service

Service is “Straggler” Claim’

' The term “straggler” claim has often been used to describe the instance where the provider originally
billed for a service and later discovered additional units of the same service were provided on the same
day. This form should be used to report the correct total number of units, whether the original claim has
been remitted or not.
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Related Policies and Procedures

This form was developed in conjunction with the Claims Correction Policy and Procedure for
MACSIS under HIPAA. Please refer to the policy and procedure for a full explanation of
when and how this form should be used.

General Instructions

Fields highlighted in BLUE must be completed by the sender.

If the form is initiated by the provider, the provider should sign and date the
bottom of the form (see Provider Representative Signature).

Once complete, the form should be sent to the receiver per the receiver’s
instructions (ex., mail, fax or in some instances, electronic submission).

e The method of sending the information is determined by the receiver, since
this form does contain “protected health information (PHI) and, therefore, the
receiver must determine its own submission policies to ensure the protection
of information under the Health Insurance Portability and Accountability Act of
1996 (HIPAA).

If a board initiates the form, the provider has 30 days from receipt of the
form to respond in writing (via the form) to the board that the claim was in
fact billed in error. Providers should be sure to sign and date the bottom of the
form when responding. If no response within 30 days, the boards can deny or
reverse payment on the claim(s).

¢ If a provider responds that a service was not billed in error, they must have
the clinical documentation on file to support their claim.

e Boards should refer to the Claims Correction Policy and Procedure for
specific rules around when Medicaid claims can and cannot be reversed.

If a provider initiates the form, the board should review the information, take the
necessary correction action and return the form with the actions noted in a timely
manner.

e The Claims Correction Policy requires boards to process corrections with
“little delay”. Boards and providers should be particularly sensitive to
processing Medicaid claims corrections timely, so as to not exceed the
ODJFS filing limits.

Sending and Receiving Information

Sending Organization Name

Enter the name of the entity that is initiating the form, which could be either a
provider agency name or county board name. This should be the entity that identified
the error.
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VL.

2. Receiving Organization Name

Enter the name of the entity to which the form will be sent. This could be either the
provider agency name or the county board name. If this form is initiated by the
provider, it should be sent to the county board responsible for payment of the claim.

3. Provider MACSIS Unique Provider Identified (UPI)

Enter the 5-digit provider identification number assigned by MACSIS to identify the
provider agency whose claim contained the error. If the agency does not know its
assigned MACSIS UPI Number, you can obtain the number via the MAC-Search
feature available on the MACSIS website
(http://www.mbh.state.oh.us/ois/macsis/macsis.index.html ) or you can contact your
county board.

4. Date Received
This field is completed by the receiver and denotes the date the form was received.

5. Date Completed

This field is completed by the receiver. If the receiver is a board, this is the date the
board corrected the claims in MACSIS. If the receiver is a provider, this is the date
the provider provided the corrected claims information on the form and returned it to
the board for correction in MACSIS.

Contact and Fiscal Year Information

1. Person Reporting Errors
This is the name of the individual at the organization who is initiating the form. This
should be a person’s name.

2. Phone Number

This is the phone number for the individual (reported above) who initiated the form.
3. Return Form to Attn

This is the person to whom the form should be returned once complete.
4. Errors Apply to Fiscal Year
This field should contain the State fiscal year under which the dates of service for the

claims in error occurred. ODMH/ODADAS'’ fiscal year is July 1 through June 30. If
the claims span more than one fiscal year, list all fiscal years pertaining to the claims.

Erroneous and Corrected Claim Information
There are four rows of information which appear on this section of the form.

e The first row should be used to report the original claim information
pertaining to the claim submitted in error.

e The second row should be used to report the correct claim
information pertaining to the claim submitted in error.
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- You do not need to complete all information in the second row,
“Corr’d Claim Information”. Only the changed (i.e., corrected)
claim information needs to be completed in the second row. That
way the changed (corrected) information will “stand out”.

e The third row should be used to explain what was incorrect about
the claim billed in error. Providers should be a specific as possible
when describing the reason for the error. (Do not just note “billed in
error”.) State “wrong UCI originally billed”, “wrong date of service”, “claim
denied as duplicate” etc., and/or include the MACSIS Not Covered
Reason Code reported on the original remittance transaction (See ERA,
field 43) or the Claim Adjustment Reason Code reported on the 835
Health Care Claim Payment Advice (Loop 2110, CAS02). If the board is
initiating the form, the board should be a specific as possible as to why
they thought the claim was billed in error.

e The fourth row should be used by the board to indicate what action
was taken to correct the claim in MACSIS. If no action was taken in
MACSIS (ex., claim was Medicaid and over 365-days old), boards should
indicate how reconciliation of the claim will be handled.

If the form is initiated by a provider, the provider should complete the first three
rows of information. If the form is initiated by a board, the board will initially
complete the first row of information and the provider who receives the form must
complete the second row. Upon correction in MACSIS, the board would then
complete the fourth row.

1. UCI#
This column should contain the Unique Client Identifier (UCI) Number assigned to

the client in MACSIS. This number is assigned to the client by the board upon
enroliment in MACSIS.

2. DOS

This column should contain the date of service pertaining to the claim.
3. MACSIS Claim #

This column should contain the MACSIS Claim Number. This number is assigned to
the claim upon entry into the MACSIS system. The number appears on the MACSIS
Electronic Remittance Advice (ERA - field 18), and on the 835 Health Care Claim
Payment Advice (Loop 2100, CLP07). Do not enter the provider-assigned claim
control number in this column.

e When reporting straggler claims', if the original claim has not been
remitted, the provider may not know the MACSIS Claim Number. In this
case, the MACSIS Claim Number can be left blank.

4. Billed Amount

This column should contain the amount billed for the service.
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e When reporting straggler claims', providers should indicate the total
correct amount billed on the second row, not just the additional amount
billed.

5. Procedure Code

This column should contain the MACSIS/HIPAA procedure code for the service. For
a list of procedure codes considered for payment under HIPAA see
http://www.mh.state.oh.us/ois/macsis/codes/macsis.mh.hipaa.proc.code.table.pdf or
http://www.mh.state.oh.us/ois/macsis/codes/macsis.aod.hipaa.proc.code.table.pdf.
Do not report the internal provider-assigned service code here.

e Providers and boards should verify that the procedure code noted is a
contracted service for which the provider is licensed and certified to
provide.

6. Mod 1-4

These columns should contain the MACSIS/HIPAA modifiers applicable to the
service. For a list of modifiers considered for payment under HIPAA, see
http://www.mh.state.oh.us/ois/macsis/codes/mh.hipaa.modifier.code.table.pdf or
http://www.mh.state.oh.us/ois/macsis/codes/aod.hipaa.modifier.code.table.pdf.

7. Units

This column should contain the units of service. Do not report service minutes here,
just units of service. Be sure to report whole units of service for procedures defined
under HIPAA to be billed in “15-minute” service increments and for day-based
services (ex., 1, 2, 3). You may report “partial” units of service (ex., .5,.6,.7) for
procedures defined to be billed in “60-minute” service increments (i.e., hourly-based
services).

Services should be rounded according to the tables and instructions outlined in the
“Guidelines Pertaining to MACSIS, HIPAA EDI Policies and Procedures”
(http://www.mh.state.oh.us/ois/macsis/policies/macsis.hipaa.edi.quidelines.pdf),
Section 44C1.

¢ When denoting “correct” units of service, the provider should double-
check their service records and make sure they have summed the
service minutes and then rounded according to the MACSIS tables
correctly.

e When reporting straggler claims', providers should indicate the total
correct number of units on the second row, not just the additional units
of service.

8. POS
This column should contain the HIPAA Place of Service Code pertaining to the

service. For a list of allowable place of service codes under HIPAA, see
http://www.mbh.state.oh.us/ois/macsis/mac.codes.macsis.pos.codes.html.
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http://www.mh.state.oh.us/ois/macsis/mac.codes.macsis.pos.codes.html

¢ Please note that you only need to “correct” a claim for place of service,
when the “corrected” place of service code affects the adjudication of the
claim in MACSIS (i.e., when the place of service code changes from or to
“51” — IMD or “99” — Penal System).

9. COB Amount

This column should contain the amount paid by another payer toward the service.
The amount can be zero, if the other payer did not respond and/or denied the claim.
If this column is completed, the initiator must provider the “COB Indicator” in the next
column. Please note this column should not contain any amounts paid by the client.

10. COB Ind (Indicator)

This column should contain one of the acceptable ODJFS COB Indicators noted
below:

2 — Blue Cross/Blue Shield

3 — A private carrier

4 — Employer or Union

5 — Public Agency (Medicare, Worker's Comp)
6 — Other carrier

R — No response from carrier

P — No coverage for this recipient number
F — No coverage for all recipient numbers
L — Disputed or contest liability

S — Non-covered service

E — Insurance benefits exhausted

X — Non-cooperative member.

If two or more payers (other than MACSIS) previously adjudicated the claim, use the
COB indicator pertaining to the payer who actually made a payment toward the
claim.

11. Prov Pt Control #

This column should contain the control number assigned by the provider to track this
service. This is the number which was or will be used to report related remittance
transactions. It is recommended that this number be a service-level control number,
not a claim or patient level control number.

e The term “patient control number” is widely used within the industry,
as well as within the 837 Professional Claim implementation guide, to
refer to the provider-assigned control number related to a service line.
Therefore, it is a misnomer. It really should be “service control
number”.
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Procedure Codes and Affiliated Price Schedules

Procedure Codes and Affiliated Price Schedules

Mental Health Services

AQOD Services

T1010

ro (P2) (P0) (P1)
£ | Primary Price Schedule | Primary Price Schedule | Primary Price Schedule | Primary Price Schedule
" 044 244 044 144
ﬁ 90801 HO0004 (grp) HO001 H0004 (ind)
= 90862 HO0036 (grp) HO0003
£ HO0004 (ind) HO005
E H0031 H0006
& HO036 (ind) HO007
=2 HO040% H0014
% H2016* HOO135
= 50201 H0016
59484 HO020
(A0) (A0) (Al
Alt. Price Schedule n/a Alt. Price Schedule Alt. Price Schedule
A4 Ad4 B44
HO030 99236 HO030
HOO038 A023x
HO046 A051x
M143x AD56x
Mi44x Al6lx
M153x AD62x
z M154x Al63x
2 M155x Al64x
3 M162x A065x
z MI81x A0G6X
Z M191x A0Tdx
-E M220x A075x
é M224x A078x
= M225x Al21x
£ M226x Al122x
2" M227x HO009
g M228x HO012
< M229x H0017
M312x HOO018
M314x HO019
M411x HO021
M412x H0022
M413x HO0023
M414x H0047
T1006
T1009

*Unttil service is approved for reimbursement from Medicaid, use the Alt. Psched for entering rates.

procedures.and. psched rev030906.xls
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Default and Standard Contracts

Medicaid Default Contracts
Provider + LOB
Medicaid Eligible Client

Mental Health Services AOD Services
(PO (P2) (PO) (P1)
E Primary Psched - 044 | Primary Psched - 244 | Primary Psched - 044 | Primary Psched - 144
E Panel - None Panel - None Panel - None Panel - None
2 Price Region - OH Price Region - OH Price Region - OH Price Region - OH
) 90801 HO004 (grp) H0001 H0004 (ind)
I 90862 HO036 (grp) HO0003
E H0004 (ind) H0005
E H0031 H0006
o~ 110036 (ind) HO007
= HO040* HO0014
3 H2016* HO015
g $0201 H0016
= $9484 H0020
- All. Psched - None Alt. Psched - None All. Psched - None Alt. Psched - None
[-¥]
= o
3E
E 2 Any claims for non- Any claims for non- Any claims for non- Any claims for non-
'é = | Medicaid reimbursable | Medicaid reimbursable | Medicaid reimbursable | Medicaid reimbursable
> E services will be denied inf services will be denied i services will be denied inf services will be denied i)
E Diamond. Diamond. Diamond. Diamond.
L
=1

*Until service is approved for reimbursement from Medicaid, use the Alt. Psched for entering rates.

med.def.contracts.rev030906.x1s
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Non-Medicaid - Default Contracts
Provider + LOB
Non-Medicaid Eligible Client
ALL CLAIMS FOR NON-MEDICAID ARE PLACED ON HOLD

Mental Health Services

AOD Services

Non-Medicaid Reimbursable Services.

Price Region - OH

Price Region - OH

(P0) (P2) (o) 1)
§ Primary Psched - 044 Primary Psched - 244 Primary Psched - 044 Primary Psched - 144
E Panel - None Panel - None Panel - None Panel - None
& Price Region - OH Price Region - OH Price Region - OH Price Region - OH
z 90801 HO004 (gp) T0001 HO004 (ind)
z 90862 HO036 (grp) HO003
2 HO004 (ind) HO005
A H0031 HO006
g HOO036 (ind) HO007
§ HOo40% HOO14
g H2016% HO015
= 50201 HO016
59484 HO020
(AD) (A0) (A1)
Alt. Psched - Ad4 Alt. Psched - Ad4 Alt. Psched - B44
Panel - None N/A Panel - None Panel - None

Price Region - OH

HO030
HO038
HO046
M143x
M144x
MI153x
M154x
MI155x
M162x
M181x
MI191x
M220x
M224x
M225x
M226x
M227x
M228x
M229x
M312x

314x
M411x
M412x
M413x
M414x

99236
A23x
ADS51x
AD56x
ADBTx
ADG2x
ADG3x
AD64x
ADBSx
ADGAX
ADT4x
A0T75x
A0T78x
Al2lx
Al22x
HOOO9
HO012
HOO17
HOO18
HOO19
HO021
Ho022
HO023
HOO47
T1006
T1009
T1010

HO030

*Until service is approved for reimbursement from Medicaid, use the Alt. Psched for entering rates.

non.def contract. rev030906 xls
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Medicaid Standard Contracts
Provider + LOB + Panel

Medicaid Eligible Cleint

Mental Health Services AOD Services
" (PO) (P2) (P0) (P1)
o Primary Psched - 044 Primary Psched - 244 Primary Psched - 044 Primary Psched - 144
E Panel - 25B Panel - 25B Panel - 25B Panel - 25B
% Price Region - OH Price Region - OH Price Region - OH Price Region - OH
z 90801 H0004 (grp) HO001 HOO04 (ind)
Z 90862 HO036 (grp) HO003
= HO004 (ind) HOO0S
4 HO031 HO006
5 HO036 (ind) HO007
5 HOO40# HOO14
§ H2016% HOO15
= 50201 HO016
59454 HOO20
(A0) (AD) (A1)
Alt. Psched - Ad4 i Alt. Psched - Ad4 Alt. Psched - B44
Panel - 25B Panel - 25B Panel - 25B
Price Region - OH Price Region - OH Price Region - OH
HOO030 99236 HOO30
HOO38 A023x
HO046 ADSx
M143x ADOX
M144x AD61x
» MI153x AD6E2x
‘E‘ M154x AD63x
& MI155x AD64x
£ Ml62x ADBSx
g MI181x ADGGEX
_g MI191x ADT74x
E M220x ADT75x
& M224x AD78x
B M225x Al21x
= M226x Al22x
= M227x HO009
£ M228x HO012
z M229x HOO17
M312x HOO18
M31l4x HOO19
M411x HO021
M412x HO022
M413x HOO23
M4l4x HOO047
T1006
T1009
T1010

*Until service is approved for reimbursement from Medicaid, use the Alt. Psched for entering rates.

med std contracts rev030906 xls
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MH Non-Medicaid - Standard Contracts
Provider + LOB + Panel
Non-Medicaid Eligible Client

Mental Health Services

()
Primary Psched - 044
Panel - 25B
Price Region - OH

(same rates and services as for Medicaid eligible client)

(P2) (P0)
Primary Psched - 244 Primary Psched - (44
Panel - 258 Panel - 25B
Price Region - OH Price Region - 25B

(P2)
Primary Psched - 244
Panel - 25B
Price Region - 25B

(different rates, services, or withholds than for Medicaid eligible client)

Non-Medicaid Reimbursable Services.

Price Region - OH

(same rates and services as for Medicaid eligible client)

Price Region - 25B

;‘.‘
=2
z
&
2
K| 90801 HO004 (grp) 90801 HO004 (grp)
£ 90862 HO036 (grp) 90862 HO036 (grp)
£ HO004 (ind) HO004 (ind)
2 HO031 HO031
= HO036 (ind) HO0036 (ind)
£ HO040% HO0040
z H2016 H2016
= 80201 80201

59484 89484

(A0) (AD)

Alt. Psched - Ad4 Alt. Psched - Ad4
Panel - 25B N/A Panel - 25B N/A

(different rates, services, or withholds than for Medicaid eligible client)

HO030
HOO38
HOO46
M143x
Ml 44x
M153x
M1 54x
MI155x
M162x
MI81x
M191x
M220x
M224x
M225x
M226x
M227x
M228x
M229x
M312x
M314x
Mallx
M412x
M413x
MAT4x

HO030
HOO38
HOO46
M1 43x
M1 44x
M1 53x
M1 54x
M1 55x
M1 62x
MI&lx
MI191x
M220x
M224x
M225x
M226x
M227x
M228x
M229x
M312x
M314x
Mdllx
M412x
M413x
MAT4x

*Until service 18 approved for reimbursement from Medicaid, use the Alt. Psched for entering rates.

MH non.std contract. rev030006.x1s
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AOD Non-Medicaid - Standard Contracts
Provider + LOB + Panel
Non-Medicaid Eligible Client

AOD Services

(P0)
Primary Psched - 044
Panel - 25B
Price Region - OH

(P1)
Primary Psched - 144
Panel - 25B
Price Region - OH

(same rates and services as for Medicaid eligible client)

(PO)
Primary Psched - 044
Panel - 25B
Price Region - 25B

(P1)
Primary Psched - 144
Panel - 25B
Price Region - 25B

(different rates, services, or withholds than for Medicaid eligible client)

Non-Medicaid Reimbursable Services.

Price Region - OH

Price Region - OH

(same rates and services as for Medicaid eligible client)

Price Region - 25B

w
£
4
&
]
=
'g HOO01 HO004 (ind) HO001 HO004 (ind)
3 HO003 HO003
£ HO005 HO005
& HO006 HO006
= HO007 HOO07
g HO014 HO014
T HO015 HOO015
= HO016 HO016
HO020 HO020
(A0) (A1) (A0) (AD
Panel - 25B Panel - 25B Panel - 25B Panel - 25B

Price Region - 25B

(different rates, services, or withholds than for Medicaid eligible client)

09236
AD23x
ADSx
AD56x
ADGlx
ADE2x
ADA3x
ADGdx
ADABSK
AD6Gx
AQT4x
AOT5x
AOTEx
Al2lx
Al22x
Hooog
HOO12
HOO017
HOO18
Hoo19
HO021
HO022
HO023
HOO47
T1006
T1009
T1010

HO030

99236
AD23x
AOSIx
AOS6EX
AOBIx
A0G2x
AO63x
AD6Ax
AD6SX
ADG6X
A074x
AD75x
ADTEx
Al2lx
Al22x
HOO09
HOO12
HOO017
HOO18
HOO19
HOO21
HO022
HO023
HO047
T1006
T1009
T1010

HO030

AOD non std contract 021606 x1s

164




1X

Matr

initions

ODMH Procedure Code, Modifier and Medical Def

ODMH Procedure Code, Modifier and Medical Definitions Matri

PAYABLE MEDICAL DEFINITIONS

Modifier 1)  HE HE HE HE HE HE HQ HQ HOQ HQ HOQ HQ GT GT GT GT GT GT
Modifier 2| blank'%9 UK blank/99 UK blank/99 UK blank/99 K blank/99 UK blank/99 UK blank/99 UK blank/99 UK blank/99 UK
POS| not $1/99 | not 51/99 9 99 5 | not 5199 99 9 51 51 not 51/99 | not 51/9% 99 99 51 31
Code Procedure Name LOB
90801 |PSYCH DIAG INT EXAM -PHYS  |MCD 1200[*1220 1230[1235  [**1M40  |*145
90801 |PSYCH DIAG INT EXAM - PHYS NON 2200{*2220 2230[*2235 2M0[*245
90862 |PHARMOCOLOGIC MGMT MCD 1300[*1320 1330[*1335 1340 |*1M5 1305
50862 |PHARMOCOLOGIC MGMT NON 23001*2320 2330|2335 IHO|*2343 2305
HO004 J} IND MCD 1400[*1420 14301435 ==1440  |*1445
Hoo4 | NON 2400[*2420 2430[*2435 2440[*2445
HOMM MCD 1300[*1520 1530 =10 |*1345
HO004 |BH COUNS'THERAPY - GRP NON 2500*2520 2530 2540 25451
HO031 |[MH ASSESSMENT - NONPHY'S, MCD 1200 1230{*1235 1240 [*1M45
HO031 |[MH ASSESSMENT - NONPHYS. NON 2200 2230{*2235 2M0[*2M5
HO036 |COM PSYCH SUP THERAPY - IND  |MCD 1600 1630 1635["*1640  |**1645 1650 1660 1670 1675(**1680  |**1683
HO0036 |COM PSYCH SUP THERAPY - IND | NON 2600 2630 2633/ 2640 2645 2630 2660 2670 75 2680 2683)
HO036 |COM PSYCH SUP THERAPY - GRP_|MCD 1700 =10 |*1HMs
H0036 |COM PSYCH SUP THERAPY - GRP | NON 2700 2740 2745
H0040 |ACT CLINICAL COMPONENT MCD #2850 2850 2850
HO0040 |ACT CLINICAL COMPONENT NON 2850 2850
H2016 |IHBT CLINICAL COMPONENT MCD #2860 2860 2860
H2016 |IHBT CLINICAL COMPONENT NON 2860 2860
30201 |PAR HOSP-ADULTS MCD 1800 *=2800
50201 |PAR HOSP-ADULTS NON 2800
§0201 |PAR HOSP-CHILDREN MCD 1805
50201 |PAR HOSP-CHILDREN NON 2805
59484 |CRISIS INT MH SVCS MCD 1000 1020 1030 1035[*1040  |**1045 2050 2060) 2070 2080 2083)
59484 |CRISIS INT MH SVCE NON 2000 2020/ 2030 2035 240 2045 2050 2060) 2070 2080 2083
H0030 |BH HOTLINE ALL 3620 3620 3620
H0038 | SELF HELP/PEER SUPPORT ALL 3660 3660 3660
(MH SVCS NOT OTHERWISE
HO046 |SPECIFIED ALL 3680 3680
MI43X|OCCUPATIONAL THERAPY 3100 3100
MI44X|ADJUNCTIVE THERAPY 4 3120 3120
M153X|SCHOOL PSYCHOLOGY ALL 3140 3140
MI54X|ADULT EDUCATION ALL 3160 3160
M155X|SOCIAL RECREATION ALL 3200 3200
MIGZX |EMPLOYMENT/VOCATIONAL ALL 3350 3350
M181x [IHBT NON-CLINICAL COMPONENT] ALL 2865
M191x| 2855
M220X|RESIDENTIAL CARE 3480 80
M224X |COMMUNITY RESIDENCE 3460 60
M225X|FOSTER CARE 3500 3500
M226X|SUBSIDIZED HOUSING 3520 3520
M22TX|RESFITE CARE 3M0 M0
M228X|CRISIS CARE 3560 3560
M229X | TEMPORARY HOUSING 3580 3380
M31ZX|CONSUMER OPERATED 3640 3640
(OTHER MH SVC (NON
HEALTHCARE) ALL 3680 3680 3680
PREVENTION ALL 3720 3720 3720

new MH Medical Def matrix rev0 30906 xls
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M4 12X [CONSULTATION ALL 3740 3740 3740
M4 13X | INFO AND REFERR AL ALL 3760 3760 3760
M414X|COMM EDUCATION ALL 3780 3780 3780
* Kids Only

** Only clients under 22 and 65 and over
& Until this service has been »—--wg.a Tor redmbursment from Medicaid, this —uﬂbn-.n__..n—- code will process and pay as a non-Medicaid reimbursable service.

The following are MH non-payable Medical Definitions:

MMCD]MH MCD Fall - Through
MNON _72_1?_8 Fall - Throu
MH Modifier Problem
MMPU |MH MCD Partial Units
MNPU |MH Non-MCD Partial Units

MMDX [MH DX RequiredMCD Service

MNDX |MH DX Required Non-MCD Service
MAGE [MH Client not Under 18

MTEL [MH Telephone not Valid

These are shared non-payable MEDEFs ihat will defanlt to a MH Company Code:

7_=_...<E_n,c%__zcanﬂ_u_da_o=.
NPUA [No Partial Units - BH

NODX [Missing Diagnosis - BH
ZMCD [MCD BH Fall - Through

new MH Medical Defmatrix.rev030906 xls
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AOD Procedure Code, Modifier and Medical Definitions Matrix

AOD Procedure Code, Modifier and Medical Definitions Matrix

PAYABLE MEDICAL DEFINITIONS

Modifier 1] HA HA HA HF HF HF HF HY
Modificr 2 blank/99 HY HI) blank/99 HY HA HID blank/99

Proc Procedure Name LOB

HOO001 |ASSESSMENT MCD 5010 5011 5012 5013 5014 5015
HOO01 |ASSESSMENT NON 6010 611 6012 6013 6014 6015
HO003 |LABORATORY URINALYSIE MCD 5070 5071 5072 5073 5074 5075
HOO03 |LABORATORY URINALYSIE NON 6070 6071 6072 6073 6074 6075
HO004 |IND COUNSELINC MCD 5050 5051 5052
HOO004 [IND COUNSELINC NON 6050 6051 6052
HO005 |GROUP COUNSELINC MCD 5040 5041 5042 5043 5044 5045
HOO005 |GROUP COUNSELINC NON 6040 6041 6042 6043 6044 6045
HO006  |CASE MGMT MCD 5020 5021 5022 5023 5024 5025
HOO06 |CASE MGMT NON 6020 6021 6022 6023 6024 6025
HOO07 |CRISIS INTERVENTIOM MCD 5030 5031 5032 5033 5034 5035
HOO0T7 |CRISIS INTERVENTION NON 6030 6031 6032 6033 6034 6035
HO014 |AMBULATORY DETOX MCD 5000 5001 5002 5003 5004 50035
HO014 |AMBULATORY DETOX NON 6000 6001 6002 6003 6004 6005
HO015 |INTENSIVE OUTPATIENT MCD 5060 5061 5062 5063 5064 5063
HOO15 |INTENSIVE OUTPATIENT NON 6060 606l 6062 6063 6064 6065
HOO16 |MEDICAL/SOMATIC MCD 5080 5081 5082 5083 5084 5085
HOOl6  |MEDICAL/SOMATIC NON 6080 6081 6082 6083 6084 6085
HO020 [METHADONE ADMIN MCD 5090 5091

HO020 |METHADONE ADMIN NON 6090 6091

99236 |23 HOUR OBSERVATION BEL ALL 6120 6121 6122 6123 6124 6125
A023X IMED COMM RES - NON-HOBP SETTINGC | ALL 7020 7021 7022 7023 7024 7025
AD51X |REFERRAL AND INFORMATIONM ALL 7610 7611 7612 7613 7614 7615
A056X |CONSULTATIOM ALL 7540 7541 7542 7543 7544 7545
ADG1X |INFORMATION DISSEMINATIO! ALL 7570 7571 7572 7573 7574 7575
ADG2X |[EDUCATION (PREVENTION ALL 7550 7551 7552 7553 7554 7555
ADG3X |COMM BASED PROCESS ALL 7530 7531 7532 7533 7534 7535
A0GAX |[ENVIRONMENTAL ALL 7560 7561 7562 7563 7564 7565
A063X |PROBLEM 1D AND REFERRAL ALL 7600 7601 7602 7603 7604 7605
AD66X |ALTERNATIVEE ALL 7510 7511 7512 7513 7514 7515
AD7AX |ROOM AND BOARLE ALL 7650 7651 7652 T653
ADT5X [TRANSPORTATIOM ALL 7660 7661 7662 7663
AD7EX |URINE DIP SCREENINC ALL 6110 6lll 6112 6113 6114 6115
Al21¥ |[MED COMM RES - HOSP SETTING ALL 4520 4521 4522 4523

Al122X INON-MED COMM RES TX ALL 7040 7041 7042 7043 7044 7045
HO009 |ACUTE HOSPITAL DETOX ALL 4500 4501 4502 4503

H0012 |SUB ACUTE DETOX ALL 7000 7001 7002 7003 7004 7005
HOO17 |BH MED COMM RES TX HOSP ALL 4510 4511 4512 4513

HOO18 |RES TREAT NON-HOSP ALL 7010 7011 7012 7013 7014 7015
HOO19 |BH NON-MED COMM RESTX ALL T030 7031 7032 7033 7034 T035
HO021 |TRAINING ALL 7620 7621 7622 7623 7624 7625
HO022 [INTERVENTIOMN ALL 7580 7581 7582 T583 7584 T585
H0023 |BH OUTREACH ALL 7590 7591 7502 7503
HOO030 |BH HOTLINE ALL 7520

ALC/OTHER SUB ABUSE NOT = 7

HoO47 OTHERWISE CLASSIFIET ALL 7500 7501 7502 7503 7504 7505
T1006 |[FAMILY COUNSELINC ALL 6100 6101 6102 6103 6104 6105
T1009 |CHILDCARE ALL 7630 7631 7632 7633
TI1010 IMEALS ALL 7640 7641 7642 1643

new AOD Medical Def matrix.xls
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The following are non-payable AOD Medical Definitions:

AMCD |AOD MCD Fall - Through
ANON  |AOD Non-MCD Fall - Through

AMOD _|AOD Modifier Problem

AMPU  |AOD MCD Partial Units

ANPU AOD Non-MCD Partial Units

AMDX  |AOD DX Required MCD Service
ANDX  |AOD DX RequiredNon-MCD Service
DXNA  JAOD Sve Requires AOD DX

ODYS DADAS Plan/UPL not 1131

These are shared non-payable MEDEF's that will default to a MH Company Code:

MINV  [BH Code/Modifier Problem
NPUA _ |No Partial Units Allowed - BH
NODX  [Missing Diagnosis - BH
ZMCD  |Medicaid BH Fall - Through
ZNON  |[Non-MCD BH Fall - Through

new AOD Medical Def matrix.xls
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Contracts and Pricing

Claim Line
John Do - LICI 123458675
Froc. Code - Date of Service -
Provider (LPI)

Client's Eligibility is
checked in Diamond to
determine if client was

eligible. |s cliert Eligible?

— Mo

ls LOB = MCD?

Yes

|

Standard
Contract

Yes

Is there a
Provider
cortract that
matches diert's
LOB?

Mo

Ves

y

Is there a contract
based on client's
Panel?

| v

Medicaid Standard

MCD Reimb. Sve
Price Sched. = (]
2o or 12X
Frice Region = OH

Non-MCD Reimb. Sve.
Al Sched. = AKX or BXOX
Frice Region = OH

Claim is

Clairm denied
dueto PRVIMN,

Default
Contract

ls LOB =MCD?
Mo Yes Mo

}

Medicaid Defaull

MCD Reimb. Sve.
Price Sched. = 020
2 or 16K
Price Region = OH

MCD Reimb. Sve.
Price Sched. = (030
Z0 or 1K
Price Region = OH or
Price Region =300

Non-MCD Reimb. Sve.

Non-MCD Reimb. Sva
None

Alt Sehed. = 00 or B

on Wedicaid Dot

MCD Reimb. Sve.
Price Sched. = 0234
2R or 1XX
Price Region = QH

Non-MCD Reimb. Sve.
Alt. Sohed. = AXC or BXCK
Price Region = QH

Price Region = OH or
Price Region =30 l

|

MCD Reimb. Sy, - priced &
Adjudicated
MNon-MCD Reimb. Sve. -
denied”

*If a board wants to pay the
non-MCD Reimb, Sy They

*Claims submitted wvia EDI would reject as a
critical error and would not make it into Diamond.
Claims manually entered would dery as MERIN

*If Board used different rates, withholds or
senvices than for the Standard Medicaid contract
then the Board's price region would be used

will need to manually price
and adjudicate the claim.

Al claims priced, adjudicated
and put on hold with an
QOCTY hold reasor™

"Boards have the option of
either denying the daim or
making the daim payable
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Contracts and Pricing after PROVC Record Found

After PROVC Record Found...

PROVA

PROVD

PROCP
Examples

Prov Addr Flag =
001?

™~

No

[

s ~
Prov Addr Flag =002

Yes

A

PROVD-001

Price Sched = 1XX
(MCD Reimb. Svc)
Alt Sched =BXX
(Non-MCD Reimb.
Sve)

AOQD Indiv.
Counseling
Proc Code = HO004
Price Sched = 1XX
Price Reg = OH
Eff Date: 7/1/03
Rate: $100.00

Contracts and Pricing

Yes

A

PROVD-002

Price Sched =2XX
(MCD Reimb. Svc)
Price Reg =0OH

MH Group Counseling
Proc Code = HOQ04
Price Sched =2XX

Price Reg=0H
Eff Date: 7/1/03
Rate: $70.00

Prov Addr Flag =
0007

Yes

MH Indiv. Counseling
Proc Code = HOQ04
Price Sched = 0X3{

Price Reg =0H
Eff Date: 7/1/03
Rate: $100.00
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Denying Non-MCD Claims Beyond Submission Deadline

Denying non-Medicaid claims that are outside the allotted time period for submission per
Board/Provider contracts.

Many boards have expressed the need to automatically deny Non-Medicaid claims that are
submitted after the board’s billing deadline and/or those claims that exceed the board’s
contractual ceiling amount for such services. Some boards wish to contractually obligate
providers to submit Non-Medicaid claims no more than (for example) 90 days after the close of
the fiscal year so that all claims submitted after the deadline will be denied. Another scenario
involves boards that will only fund (for example) $10,000 of Non-Medicaid services during a
fiscal year. In both cases, boards are now required to manually deny such claims, thus it has
been requested that Diamond be configured to automatically deny any claims received after the
contracted limit/designated time period.

After considerable discussion between boards and State staff, the easiest and cleanest (i.e.,
auditable) way to accomplish this is to remove the Alternate Price Schedule from the PROVC on
the Medicaid contracts and to remove both the Primary Price Schedule and the Alternate Price
Schedule from the Non-Medicaid contracts (please note that the “Default” contracts cannot be
modified because out of county claims must continue to process normally). Boards should not
change their rates on the PROCP in Diamond to a $0.00 allowed amount because the audit trail
for previously paid claims will be lost. The important distinction is to actually DENY the claims
rather than paying them at zero dollars.

Boards that decide to implement this procedure will need to email the MACSIS Support Desk so
that the State can make all the necessary changes in Diamond. (All changes will be forwarded
to Debbie Downs at ODADAS who will make the changes to the Diamond PROVC records, but
the MACSIS Support Desk must be informed so that claims related questions can be answered
for denials, etc.). The email should list all PROVC records that need adjustment along with the
effective date of the change. Please include the provider's UPI, Panel, Line of Business,
Contract Effective Date, Primary Price Schedule, and Alternate Price Schedule, along with the
cutoff date desired. It is important that this type of change to contracts NOT be attempted during
the week when Claims EDI is running. The system must be quiet so that production claims
sessions do not abend, which is why the State prefers to make these changes. (If a board
prefers to make the changes to the Non-Medicaid contracts, an email to the Support Desk
should still be sent indicating that the board will make the necessary modifications to the Non-
Medicaid contracts. Due to security codes, the State must adjust the Medicaid PROVC records.
boards should only make these on-line changes when claims for their providers are not running
in either Edit or Post mode. )

The steps to implement this procedure are:

(1) terminate the contract from the previous year with the term date of 6/30/yyyy (reason
code will be LBCLR-Local Board Contract Limits Reached to assist in the “audit trail” of
why the contract was modified),

(2) create a new contract for the current fiscal year with the appropriate price schedules,
and

(3) remove the alternate price schedule from Medicaid contracts for the prior fiscal year and
both the primary and alternate schedule from Non-Medicaid contracts.
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This will allow all claims for Non-Medicaid services with a date of service that falls in the prior
fiscal year to deny while enabling services for the current year to pay correctly. Please note that
no reason code can be assigned to these claims so boards will need to explain to providers that
old claims that are denied will not be flagged with a reason code. Please be aware that this
methodology will result in all Non-Medicaid services being denied; this solution is not procedure
code specific so boards cannot deny payment for Service A but not for Service B.

Important note: this procedure should NOT be used with providers receiving ODADAS grant

funding (examples are ODADAS prevention service grants and the ODADAS women’s grant
funded programs).
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ODMH Same Day Service Reporting - Roll-up Categories for Duplicate Checking

OHIO DEPT OF MENTAL HEALTH

HIPAA FY2004 SERVICES

Same Day Service Reporting: Roll-up Categories for Duplicate Checking

Providers should summarize claims based on the various procedure code, modifier 1 & 2, and place of service Modifisr 1: HE=MENTAL HE ALTH PROGR &M
combinations shown below. Note that each procedure code has specific allowable values for modifiers 1 and 2 HQ=GROUP SETTING
and only those are payable GT=TELEPHONE
Multiple encounters that oceur in different places of service should be rolled up and reported with Place of Service Modifier 2 99 or blank=F ACE TO FACEWITH CLIENT, others may ke pressnt (was FO and F1)
Code=11 (Office Visit) EXCEPT for the specific procedure codes that distinguish reporting for Place of Service Codes UK=CLIENT NOT PRESENT-SERWCE TO COLLATERAL (was F2 and F3)
51 and 99 as shown below.
Unit of FY D3 FY 03 NEW NEW NEW PLACE OF | Medical Definition
HIPAA Service Name Service Service Mod ali PROC MOD PROC MOD 1 MOD 2 SERVICE MCD NON
WEDICAID HEALTHCARE SERVICES 0000 O A0 [N T T [T
Crisis Intervention M H Services HOUR |Face to face with client fand others) Bl 1 11 050 FO, F1i 59454 HE blank or 89 | not51 or 29 1000 2000
Face to face with others, client not present P11 03x F2,F3 =0484 HE Uk not&1 or99 1020 2020
Face to face with client, client in jailipenal 1111 0% Fd4 59454 HE blank or 99 99 1030 2030
Face to face with others, client not present,
client in jail/penal systerm Bl 1 11 050 F5 594584 HE Uk EE] 1035 2035
Face to face with client client in freestanding
_mmgn: hospital (private or state] Pl 111053 FB 9484 HE blank or 99 51 1040 2040
Face to face with others, client not present,
client in freestanding psych hospital {private or BT 1103 F7 £0484 HE Uk a1 1045 2045
[Telephone contact with client {and others) 1 11 03x TO, T1 50484 GT blank or 89 | not51 or 83 | not MCD billable 2050
[Telephone contact with others client not on line | M1110xx T2, T3 50484 GT UK hot51 0r93 | not MCD billable 2060
Telephone contact with client, client in jail/penal
system 1 11 03x T4 £0484 GT blank or 99 =] not MCD billable 2070
Telephone contact with family, client not on line,
client in jailfpenal system 1111 0% 15 59484 GT UK 99 not MCD billable 2075
[Telephone contact with client, client in
psychiatric hospital (private or state) Bl 11 050 TE 594584 GT blank or 89 51 not MCD hillable 2080
Telephone contact with others, client not on line,
client in psychiatric hospital (private or state) Il 11 0% T7 59454 GT UK. 51 not MCD billable 2085
Psychiatric Diagnostic Interview Exarination
PHYSICIAN HOUR |Face to face with client fand others) Bl 121 O FO, F1 90801 HE blank or 89 | not51 or 29 1200 2200
(Diagnastic Assessment) ﬂmmm to face with others, client not present
(children only) M1 210 F2,F3 30301 HE UK not51 or33 1220 2220
Face to face with client, client in jailfpenal 121 Oxx F4 90801 HE blank or 29 99 1230 2230
Face to face with others, client naot present,
client i penal systern (children anly) Bl 121 O3 F5 90801 HE Uk EE] 1235 2235
Face to face with client, client in psychiatric
hospital (private or state) Tl 21 0 F& 350501 HE blank or 39 51 1240 2240
Face to face with others, client not present,
client in psychiatric hospital (private or state)
(children only) 121 O F7 90801 HE UK 51 1245 2245
M H Assessment (by Mon-Physician) HOUR__JFace to face with client (and others) 1121 03x FO _F1 HOO31 HE blank or99 | not51 or 89 1200 2200
(Diagnastic Asse sament) ﬂmn.m to face with others, client not present
(children only) 121 Do F2 F3 HOO031 HE UK not51 or33 1220 2220
Face to face with client, client in jail/penal 121 Dxx F4 HOO31 HE blank or 89 =] 1230 2230
Face to face with others, client not present,
clignt in jail/penal systerm (children only) Pl 121 O3 F5 HOO31 HE Lk 99 1235 2235
Face to face with client, client in psychiatric
hospital {private or state) 121 Dax FE HOO31 HE blank or 99 51 1240 2240
Face to face with others, client not present,
client in psychiatric hospital (private or state)
(children anly) W12 Do F7 HO031 HE UK 51 1245 T245
Pharmocologic Management HOUR |Face to face with client {and others) Il 13 1r0c FO, F1 90862 HE blank or89 | not51 or 38 1300 2300
(Medication/Se matic) Face to face with others, client not present
(children only) 137 st F2 F3 90862 HE UK not51 or 99 1320 2320
Face to face with client, client in jaillpenal 137 st Fd 90662 HE blank or 99 99 1330 2330
Face to face with others, client not present,
client in jail/penal systern (children only) Bl 13 1x00e F5 90562 HE UK 93 1335 2335
Face to face with client, client in psychiatric
hospital (private or state) 137 s FB 906862 HE blank ar 99 a1 1340 2340
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Unit of FY 03 FY 03 NEW NEW NEW PLACE OF Medical Definition
HIPAA Service Name Service Service Modality PROC MOD PROC MOD 1 MOD 2 SERVICE MCD NON
Face to face with others, client not present,
client in psychiatric hospital (private or state)
(children only) RT3 T s F7 90862 HE LK 51 1345 2345
F ace to face with client,_group setting P13 1 1 90362 H blank or39 | not51 or 99 1305 2305
EH Counseling and Therapy - Individual 16 min__|Face to face with client (and nthers) P14 10 FO_F1 HOOO4 HE blank or99 | not51 or 99 1400 2400
(MH Individual Gounseling) Face to face with others, client not present
(children only) Pl 470 F2 F3 HOooo4 HE Uk, not51 or 99 1420 2420
Face to face with client_client in jailipenal P11 0xx Fd HOOO4 HE blank or 39 93 1430 2430
Face to face with others, client not present,
client in jail/penal system (children only) P11 0xx F& HOOO4 HE LJ 99 1435 2435
Face to face with client, client in psychiatric
hospital (private or state) R 44 O F& HOO04 HE blank or99 S 1440 2440
Face to face with others, client not present,
client in psychiatric hospital (private or state)
(children only) b1 41 D F7 HOOO4 HE LK o1 1445 2445
BH Counseling and Therapy - Group 16 min__JFace to face with client (and others) Pl 1 4200 FO, F1 HOO04 HQ blank or99 | not51 or 99 1500 2500
(MH Group Counssling) Face to face with others, client not present
(children only) M1 4200 F2,F3 HOo04 HQ UK not51 or 99 1520 2520
Face to face with client, client in jail/penal 1 42050 Fd4 HOO04 HQ blank or 99 93 1530 2530
Face to face with others, client not present,
client in jail’/penal systerm (children only) 1 420501 F5 HOo04 HG Uk 99 1535 2535
Face to face with client, client in psychiatric
hospital (private or state) 1 4200 FB HOO04 HQ blank or99 a1 1540 2540
Face to face with others, client not present,
client in psychiatric hospital (private or state)
(children only) b1 4200 F7 HOOD4 HG UK o1 1545 2545
Community Peychiatric Supportive Therapy -
In ual 15 min__|Face to face with client (and others) P15 0xx FO, F1 HOD3E HE blank or39 | not51 or 99 1600 2600
(Individoal Caommunity Support Program
<CSP=) F ace to face with others client not present P15 0xx F2 F3 HOOZE HE LR, not51 or 99 1620 2620
Face to face with client, client in jail‘penal M151 0% Fid HOO36 HE blank or 99 99 1630 2630
1_um.nm to face with others, client not present,
client in jailipenal system 151 0% F& HOO3E HE LIk 09 1635 2635
Face to face with client, client in psychiatric
hospital (private or state) P15 Oxx FE HOO2E HE blank or 39 51 1640 2640
Face to face with others, client not present,
client in psychiatric hospital (private or state) M1 510w F7 HOO36 HE LK, 51 1645 2645
[T elephone contact with client (and others) P15T0xx To, 71 HOO36 GT blank or99 | not51 or 99 1650 2650
[T elephone contact with others, client not on line | M1510xx T2-T3 HOO36 GT Ll not5S1 or 89 1660 2660
Telephone contact with client, client in jailfpenal
systerm hA1E51 Do T4 HOO36 GT blank or99 99 1670 2670
Telephone contact with family, client not on line,
client in jail’/penal systerm 1 51 O TS HOO36 GT Uk 93 1675 2675
Telephone contact with client, client in
psychiatric hospital (private or state) M1570x 16 HOO36 GT blank or99 a1 1680 2680
Telephone contact with others, client not on line,
client in psychiatric hospital (private or state) P1570x T7 HOO36 GT Uk, a1 1685 2685
Community Psychiatric Supportive Therapy -
Group 15 min_ JFace to face with client (and others) M1 520 FO, F1 HOO36 HQ blank 0r99 | not51 or 99 1700 2700
(Group Cornmunity Support Program <C5P>=) Face to face with others, client not present 15200 F2, F3 HOO36 HQ UK notS1 or99 1720 2720
Face to face with client, client in jail/penal M1 520 Fd HOO36 Hi blank or 99 99 1730 2730
Face to face with others, client not present,
client in jailipenal system 1520 Fa HOO36 HiQ LIk 99 1735 2735
Face to face with client, client in psychiatric
hospital (private or state] 1520 F& HOO3E Hi blank or 99 51 1740 2740
Face to face with others, client not present,
client in psychiatric hospital {private or state) M1 52050 F7 HOO3E HQ Lk 51 1745 27A5
. . ! 1800 (adult) 1805 2800 (2dutt)
FPartial Hospitalization jank or59 | not51 or s
[FORHIEDICAD REAT THCARE SERVICES T T
B H Hotline 1371 D lank or 99 not MCD billab
Self Help/Peer Services 131500 lank or 99 any walid not MCD billable
v H Services Mot Otherwise Specified -
Health Care (Other MH) PA3 1405 blank or 39 any walid not MCD hillable
NON HEALTHCARE SERVICES TN AL
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Unit of FY 03 FY 03 NEW PLACE OF

HIPAA Service Name Service Service Modality PROC MOD MOD 2 SERVICE
Other M H Service (not Healthcare) HOUR M3 140k blank or599 any walid
[Adjiunctive Therapy HOUR 1 44050 blank or 89 any valid
[Adult Education HOUR P11 5405 blank or 99 any walid
Consumer Operated HOUR M3 1205 blank or 39 any valid
Employmentiocational HOUR P16 O hlank or 99 any walid
Occupational Therapy HOUR P 4305 blank or 39 any walid
School Psychology HOUR 1530 blank or99 any valid
Social Recreation P11 550 blank or 39 any walid
COMMUNITY SERVICES AR AR RRRRRNOOL O AR EOCRCLARERRRNOOLARLA RERRCOOOOLARRRRRN NRRRRAR R T
Prevention P41 O blank or 39 any walid
Consultation P14 1205 blank or 99 any walid
Info and Referral P4 1305 blank or 39 any valid
Comrmunity Education M4 14050 blank or99 any valid

RESIDENTIAL SERVICES

T

Residential Care [new)

blank or599 any walid

Community Residence T 24 050 blank or 89 any valid
Foster Care M2 2505 blank or 99 any walid
Subsidized Housing fwas Housing) M2 260 blank or 39 any valid
[Respite Care M2 27 D blank or99 | anyvalid
Crisis Care (was Crisis Bed) M2 280 blank or 39 any walid

[Temporary Housing (new)

blank or99 any valid

MOTES:

Mon-Healthcare procedure codes (those that begin with the letter M) have been changed from 7 byte codesto 5 byte codes

For FY 03 and prior years, boards had the option of using the last 2 bytes of the 7 byte code to distinguish price differences at the
provider level where the same procedure code was used to report activity in different provider programs that had unique costs

For FY 04 and later, the Sth byte of the 5 byte code will be used to capture this information. For example, Other MH Service (M3140000
had distinct codes of M314000, M314001, M314002, etc thru M314009. The new 5 byte codes to be used are M3141, M3142, etc

thru M3149. This change is necessary so that Diamond duplicate checking does not deny claims with different prices for the same service
(Diamond duplicate checking uses only the first 5 bytes of the procedure code).

HEALTHCARE services do not have a locally defined 5th byte so different programs for the same service must be cost averaged.
Penal system (F4-5) and state hospital (FB-7) modifiers are replaced with place of service codes 99 and 51, respectively.

Maodifiers 1 & 2 are for use by State; Modifiers 3 & 4 are for Board use. Boards that require providers to use modifiers 3 and 4 should
furnish instructions outlining the appropriste codes to use when same-day claims must be summarized.

Use of any modifiers in postions 1 & 2 except for those shown above will resultin a DEMIED claim.

Mo

ers rmust be in the order specified or claimwill be DEMIED.

Use of the telephone (GT) or group (HQ) as modifier 1 for services other than those specified will result in a DEMIED claim.

Use of the telephone modifier as Modifier 3 or 4 for MH Medicaid billable services or for MH Resdiential Services wi

For medicaid billable services, use of modifier HS as modifier 3 or modifier 4 without coding UK in modifier 2 will result in a DEMIED claim.

result in a DENIED claim.
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ODADAS Rollup Categories Used for Duplicate Claim Checking

Ohio Department of Alcohol and Drug Addiction Services
Rollup Categories used for Duplicate Claim Checking

Updated 05172006

|Modifier 1 (used
| inPRULD and |Modifier 2 (used in| Diagnosis | Medicaid Med Non-Medicaid
HIPAA SERVICE NAME UNIT OF SERVICE| HCPC/PROCD | MEDEFs) MEDEFS) Required Def Med Def
Family Counseling 15 Minutes Ti008 HA |BLANK, 99 Y not MCD Billable 6100
T1006 |HA H8 Y not MCD Billable 6101
T1006 [HA HD Y not MCD Billable 6102
T1006 HF BLAMK, 28 Y not MCD Billable 6103
T1006 HF He Y not MCD Billable 5104
T1006 HF HD Y not MCD Billable G105
Group Counseling 15 Minutes HO00S HA BLANK &8 Y 5040 6040
HOO0S HA Hg ¥ 5041 6041
HO005 HA HD Y 5042 6042
HO005 HF BLANK, 99 Y 5043 6043
HO005 HF Hg Y 5044 6044
] HO00S HF HD Y 5045 6045
Inividual G l 15 Minutes HOO004 HF BLANK, 99 Y 5050 6050
HODO4 HF H8 Y 5051 6051
HODO4 HF HD Y 5052 6052
| ¥ * Must be
23 Hour Observation Bed Day 99236 |HA BLANK, 99 AoD  |not MCD Billable 120
| Y * Must be
209236 HA Ha AoD not MCD Billable 8121
| ¥ * Must be
99236 |HA HD AcD not MCD Billable 6122
Y * Must be
99238 |HF BLANK, 29 AcD not MCD Eillable 6123
[ ¥ Must be
992346 HF Hg AcD not MCD Billable 6124
| Y * Must be
99238 HF HD AoD not MCD Billable 6125
| ¥ * Must be B )
Acute Hospital D | Day Hooog [HA BLANK, 98 AoD not MCD Billable 4500
| Y * Must be
Hooog ?-HA Hg AcD not MCD Billable 4501
| Y * Must be
Hoooa HF BLANK, 98 AoD not MCD Billable 4502
[ ¥ * Must be )
HO0o9 |HF Hg AoD not MCD Billable 4503
| ¥ * Must be
Ambulatory Detoxification Day HOD14 HA BLANK, 88 AoD 5000 6000
| ¥ * Must be
HoO14 HA H8 AcD 5001 6001
| ¥ * Must be
HoO14 HA HD AoD 5002 6002
| ¥ * Must be
HOD14 HF BLANK, 99 AcD 5003 6003
Y * Must be
HOO14 HF Hg AoD 5004 6004
| Y * Must be
HO014 HF HD AoD 5005 8005
Behavioral Health Medical Community Y * Must be
idantial T Hospital Setting | Day HOD17 HA BLANK, 28 AoD net MCD Billable 4510
| ¥ * Must be
HO017 HA H& AcD net MCD Eillable 4511
| ¥ * Must be
HOO17 HF BLANK 28 AoD not MCD Billable 4512
| ¥ * Must be
] HOO17 HF He AoD not MCD Billable 4513
Residential Treatment Non-Hospital | Y * Must be
Selting Day HOOo18 HA BLANK, 88 AcD not MCD Billable 7010
| ¥ * Must be
HOO18 |HA Hg AoD not MCD Billable 7011
| Y * Must be
Hoo18 HA HD AcD not MCD Billable 7012
| Y * Must be
Hoo18 |HF BLANK, 59 AcD not MCD Billable 7013
[ ) Y Mustbe| )
Hoo18 |HF Hg AcD not MCD Billable 7014
| Y * Must be
Hoo18 HE HD AoD not MCD Billable 7015
Page 1of 4
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Ohie Department of Alcohol and Drug Addiction Services
Rollup Categories used for Duplicate Claim Checking

Updsted /172006

Modifier 1 (used
inPRULD and [Modifier 2 {used in Diagnosis | Medicaid Med Non-Medicaid
HIPAA SERVICE NANE UNIT OF SERVICE| HCPC/PROCD MEDEFs) MEDEFS) Required Def Med Def
Behavieral Health Non-Medical ¥ * Must be
C Residential |Day Hoo1a HA BLAMK, 59 AcD not MCD Billable 7030
Y * Must be
Hoo1a HA Ha AoD not MCD Billable 7031
Y * Must be
| Hoo18 HA HD AoD not MCD Billable 7032
| Y * Must be
| Hoo19 HF BLANK, 98 AoD not MCD Billable 7033
¥ * Must be
| HOo19 HF H3 AoD not MCD Billable 7034
| Y * Must be
) | Ha019 HF HD AoD not MCD Billable 7035
Intensive Outpatient Day HO015 HA BLANK, 98 Y 5060 G060
HOO015 HA H9 i3 S061 6061
HO015 HA HD Y 5082 8062
HO015 HF BLANK, 88 Y S063 6063
HOD1S HF H9 Y 5064 6064
| HO015 HF HD Y 5085 G063
Medical C | Y * Must be
Hospital Setting | Day AT21X HA BLANK, 99 AcD not MCD Billable 4520
1 ¥ * Must be
| AT21X HA H9 AoD not MCD Billable 4521
] Y * Must be
AT2X HF BLANK 99 AcD not MCD Billable 4522
l Y * Must be
ATAX HF Hg AcD not MCD Billable 4523
Medical Community Residential: Mon- Y * Must be
Setting Day AD23X HA BLANK. 88 AcD not MCD Billable 7020
¥ * Must be
ADZIX HA k] AcD not MCD Billable 7021
Y * Must be
AD23X HA HD AcD not MCD Billable 7022
] Y * Must be
| AD23X HF BLANK, 99 AoD __|not MCD Billable 7023
] Y * Must be
| AD23X HF Ha AoD not MCD Billable 7024
| Y * Must be
ADZEX HF HD AoD not MCD Billable 7025
Mon-Medical Community Residential Y * Must be
Treatment Day A122X HA BLANK, 99 AoD not MCD Billable 7040
¥ * Must be
A122X HA H9 AoD not MCD Billable 7041
Y * Must be
| A122% HA HD AoD not MCD Billable 7042
Y * Must be
‘ A1 22X HF BLANEK, 88 AoD not MCD Eillable 7043
'| Y * Must be
| Al22X HF HS8 AcD not MCD Billable 7044
i Y * Must be
| A1 22X HF HD AoD not MCD Billable 7045
Room and Board | Day ADTAX HA BLANK, 99 N not MCD Billable 7650
] ADT4X HA HD N not MCD Billable 7651
| AD74X HF BLANK, 99 N not MCD Billable 7652
| ADTAX HF HD M not MCD Billable 7653
] ¥ * Must be
Sub Acute Detoxifi Day Hoo12 HA BLANK, 99 AcD not MCD Billable 7000
| Y * Must be
| Hoo12 HA Ha AoD not MCD Billable 7001
Y * Must be
| Hoo12 HA HD AoD not MCD Billable 7002
| Y * Must be
Hoo12 HF BLANK, 99 AcD not MCD Billable 7003
i Y * Must be
| Hoo12 HF H9 AcD not MCD Billable 7004
Y * Must be
:l Hoo12 HF HD AcD not MCD EBillable 7005
Page 2 of 4
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Ohio Department of Alcohol and Drug Addiction Services
Rollup Categories used for Duplicate Claim Checking

Updatod D5/17/005

178

Modifier 1 (used
inPRULD and [Modifier 2 {used in Diagnosis | Medicaid Med | Non-Medicaid

HIPAA SERVICE NANE UNIT OF SERVICE| HCPC/PROCD MEDEFs) MEDEFS) Required Def Med Def
Methadone Administration Dose ] HOO20 M ] BLANK, 99 Y 5080 6020
HO020 HF Ha Y 5001 6091

Alcohol andfor Substance Abuse |
Services Not Otherwise Classified Hour HO047 HA BLANK, 99 N not MCD Billable 7500
| HO047 HA Ha N not MCD Billable 7501
HO047 HA HD N not MCD Billable 7502
HOO47 HF BLANK. 99 N not MCD Billable 7503
HOD47 HF Ha N not MCD Billable 7504
1 HO047 HF HD M not MCD Billable 7505
Alternatives [Hour ADEBX HA BLANK_99 N not MCD Billable 7510
| ADBEX HA Ha. H 7511
| ADEBX, HA HD N 7512
| ADEEX HF BLANK, 99 N 7513
! ADBEX HF HA N 1 ' Billable 7514
| ADBBX. HF HD N nat MCD Billable 7515
Assessment |Hour HO001 HA BLANK, 99 Y il 5010 6010
| HO001 HA Hg Y 5011 6011
| HODO1 HA HD Y 5012 6012
| Ho001 HF BLANK, 99 N4 5013 8013
HOO0 HF Ha Y 5014 &014
Hooo1 HF HD Y 5015 6015
Behavioral Health Hotline Hour HOO30 HF BLANK, 98 N not MCD Billable 7520
Behavioral Health Cutreach Hour HO023 HF BLANK, 89 N not MCD Billable 7590
| HO023 HF He N not MCD Billable 7581
| HO023 HF HA N not MCD Billable 7592
| Ho023 HF HD N not MCD Billable 7593
Case M t |Hour HO008 HA BLAMEK, 88 Y 5020 6020
| HO008 HA Ha Y 5021 6021
] _|HO008 HA HOD. Y 5022 6022
] HO006 HF BLANK, 8 Y 5023 8023
| HO008 HF Ha Y 5024 6024
| HO008 HF HD Y 5025 6025
Childcare [Hour T1009 HA [BLANK 88 N not MCD Billable 7630
] | T1008 HA HD N not MCD Billable 7631
| T1008 HF [BLANK, 98 N not MCD Billable 7632
| T1009 HF HD N not MCD Billable 7633
Ci y Based Process |Hour ADE3X, HA BLANK, 99 N not MCD Billable 7530
| ADBIX HA H3 M not MCD Billable 7531
| ADE3X HA HD N not MCD Billable 7532
| ADB3X HF BLANK, 99 N 7533
| 063X HF HA N 7534
ADB3X HF HD N not MCD Billable 7535
Consultation Hour ADEEX HA BLANK, 89 N not MCD Billable 7540
! AOS6X HA H8 N ! 7541
| AD5EX HA HD N not MCD Billable 7542
| ADEBX HF [BLANK, 99 N not MCD Billable 7543
ADSEX HF Ha N not MCD Billable 7544
(ADEEX HF HD N nol MCD Billable 7545
Crisis Intervention Hour Ho0O7 HA BLANK, 99 Y 5030 6030
| HO007 HA Ha ¥ 5031 6031
] Hooo7 HA HD Y 5032 6032
| Ho0o7 HF BLANK, 99 Y 5033 6033
| HO007 HF He Y 5034 6034
HODO7 HF HD Y 5035 6035
Education (prevention) Hour AD62X HA BLANK, 99 N not MCD Billable 7550
ADBZK HA H9 N not MCD Billable 7551
ADBZX HA HD N not MCD Billable 7552
ADBZX HF BLANK, 99 N not MCD Billable 7553
ADB2X HF HA N not MCD Billable 7554
ADE2X HE HD N not MCD Billable 7555
E Hour ADB4X HA BLANK. 89 N not MCD Billable 7560
| ADBAX HA Hg N nat MCD Billable 7561
| ADB4X HA HD N not MCD Billable 7562
| ADBIX HF BLANK, 89 N not MCD Billable 7563
| ADBAX HF HA N not MCD Billable 7564
| ADBAX HF HD N not MCD Billable 7565
Page 3of4




Ohio Department of Alcohol and Drug Addiction Services
Rollup Categories used for Duplicate Claim Checking

Upésted 05/17/2006

Modifier 1 (used
inPRULD and |Modifier 2 (used in Diagnosis | Medicaid Med | Non-Medicaid
HIPAA SERVICE NANME UNIT OF SERVICE| HCPC/PROCD MEDEFS$) MEDEFS) Required Def Wed Def
ion Dissemination |Hour ADBTX HA BLANK, 99 N not MCD Billable 7570
T | ADBIX HA Ha N not MCD Billable 7571
| ADBIX HA HD N not MCD Billable 7572
| ADB1X HF BLANK, 99 N not MCD Billable 7573
| ADBIX HF HA N not MCD Billable 7574
ADETX HF HD N not MCD Billable 7575
Intervention Hour Hoo22 HA BLANK, 89 N not MCD Billable 7580
HOo22 HA Ha N not MCD Billable 7581
Hoo22 HA HD N not MGD Billable 7582
| Ho022 HF BLANK, 99 N not MCD Billable 7583
| Hoo22 HF He N not MCD Billable 7584
Hoo22 HF HD N not MCD Billable 7585
Medical/Somatic Hour HOO16 HA BLANK, 89 Y ) 5080 6080
HOO16 HA Ha Y 5081 6081
HOO16 HA HD Y 5082 6082
| HO018 HF BLANK, 89 Y 5083 6083
| HOO16 HF H3 Y 5084 6084
HO018 HF HD Y 5085 6085
Problem Id. And Referral Hour ADEEX, HA |BLANK, 98 N not MCD Billable 7600
ADESX HA Ha N not MCD Billable 7601
| ADBSX HA HD N not MCD Billable 7602
| ADBSX HF BLANK. 99 N not MCD Billable 7603
ADBEX HF HA N not MCD Billable 7604
ADBEX HF HD N not MCD Billable 7605
Referral and Information Hour ;_%951_)( HA BLANK, 98 N not MCD Bijlal_ile 7610
ADSIX HA Hg N not MCD Billable 7611
ADEIX HA HD N not MCD Billable 7612
ADEAX HF BLANK, 99 N not MCD Billable 7613
ADS1X HF H9 N not MCD Billable 7614
] | ADS1X HF |HD N not MCD Billable 7615
Training |Hour Hoo21 HA BLANK, 99 N not MCD Billable 7620
| Hooz1 HA Ha N not MCD Billable 7621
| Hoo21 HA HD N not MCD Billable 7622
| Hoo21 HF BLANK, 90 N not MGD Billable 7623
] Hoo21 HF He N not MCD Billable 7624
[ Hoo21 HE HD N MCD Billable 7625
Meals |Meal T1010 HA BLANK, 89 N not MCD Billable 7640
| T1010 HA HD N not MCD Billable 7641
T1010 HF BLANK, 89 N not MCD Billable 7642
| T1010 HF HD N nat MCD Billable 7643
Tre |Manth ADTEX HA BLANK, 89 N not MCD Billable 7660
ADT5X HA HD N not MCD Billable 7661
ADTEX HF BLANK, 99 N not MCD Billable 7662
| ADTEX HF HD N not MCD Billable 7663
Laboratory Urinalysis |Serean HO003 HA BLANK, 99 Y 5070 6070
| HOD03 HA H9 Y 5071 6071
| HO003 HA HD Y 5072 6072
| HO003 HF BLANK. 89 Y 5073 6073
l HO003 HF Ha Y 5074 6074
| HO003 HF HD b 5075 6075
Urine Dip Screening |Screen AD7BX, HA BLANK, 89 N nat MCD Billable 6110
] | ADTEX. HA HE N not MCD Billable 6111
| AD7BX, HA HD N not MCD Billable 6112
| ADT7BX HF BLANK, 89 N not MCD Billable 6113
AD7BX HF Ha N not MCD Billable 6114
ADTBX HF HD N not MGD Billable &115
I_M.RP _Ysar . AS999 _HA BI.N_‘K 99 Y 5_999
|

Services with Medical D

in 5000 range will be

d ta ODJFS for Medicaid reimbursement.

2xls 03.28.03 wh

|
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OPLST File Layout (Report 102)

Claims Post Report - New 102 File (8.2)

Field name Data type Data Length Format

BATCH TEXT 9

UCl TEXT 12

PAT_CONTROL_NUM TEXT 38

CLAIMNO TEXT 16

PLAN TEXT 10

SERVDATE TEXT 10 MM/DD/YYYY
RECVDATE TEXT 10 MM/DD/YYYY
CLAIM_AGE TEXT 3

PROVIDER TEXT 5

PROV_NAME TEXT 15

DX1 TEXT 7

SECURITY TEXT 1

PROCCODE TEXT 8

MODIFIER TEXT 2

PROC_DESCRIPTION TEXT 28

QUANTITY TEXT 6

BILLED NUMBER 25

ALLOWED NUMBER 25

ALLOW_REASON TEXT 5

COPAY NUMBER 25

OTHER_CARRIER_AMT NUMBER 25

COB_CODE TEXT 5

WITHHOLD NUMBER 25

NOTCOVERED_AMT NUMBER 25

NOTCOVER_REASON TEXT 5

NET_AMT NUMBER 25

CLAIMS_STATUS TEXT 1

AP_STATUS TEXT 1

MEDDEF TEXT 4

CLIENT_AGE TEXT 4

GLREF TEXT 3

HOLD_REASON TEXT 5

PANEL TEXT 3

MODIFIER2 TEXT 2 (Second modifier)
MODIFIER3 TEXT 2 (Third modifier)
MODIFIER4 TEXT 2 (Fourth modifier)
POS TEXT 5 (Place of Service)
OFFSET AMT NUMBER 25

OFFSET REASON TEXT 5
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Crosswalk of HIPAA 835 Reason Codes with Diamond 8+ Reason Codes

Diamand Reasan

10 835 Adjustment Code Crosswalk

[oamond [Dlamoend [Diamond Description [835 835 Reas on Code Definition [835 [835 Remark Code FYu3 [635 Reas on Group Commants
R L] Reason Remark |Description Frequency
Category |Code Code Code
(A0 ADAPL |CLAMADJUSTED DUE [T25 Fayment adjusted due to 3 MAST  |This determinaiion is the re sult G922 |[CR-Corraction and Reversals | Add MAGT Remark L ode
|TO PROVIDER APPEAL submissiondbilling errar(s] Additional of the appeal you filed
information is supplied using the
remiftance advice remarks codes
whenever appropriate
(a0 ADAUT  |CLAIM ADJUSTED OUE |15 Paymeni adjusted because the W62 Missing/nco mp lete/iny ahid 240 |CR-Conection and Reversals
[TO CHANGE IN |submitted authorization number is treatment authorization code
[AUTHORIZATION missing, invalid, or does not apply to
(A0 ADCOR  |CRm Adusted For COB [23 yme nt adust cause charges  [MABZ  [Mhssing/nco mplewe/m ahd TEL [CR-Comecimn and Reversals | (hange 10 MACS Remar C ode
have been paid by another payer primary insurance infarmation
(A0 ADCOR  |Clam Adjusted 125 |Payment adjusted due to a MEET Corraction 10 a priar claim 5767 |CR-Carrection and Reversals
submissiondbilling error(s] Additonal
information is supplied usmg the
|remittance advice remarks codes
|whenever appropriate
(A0 ADERP  |CLAMADJUSTED DUE [125 |Payment adjusted due to a MAET Correction 1o & priar claim 15,352 |CR-Correction and Reversals
_.:u PROVIDER ERROR Milling errar(s). Add d
information is supplied using the
Fu:.x-nnnn advice remarks codes
¥
|AD ADERR CLAIM ADJUSTED DUE [125 Payment adjusted due to a MAET Correction 1o a priar claim 3067 |CR-Correction and Reversals
IT0 PROCESSOR submissionvbilling errar(s). Additional
ERROR information is supplied using the
remiftance advice remarks codes
whenewvar appropriate
(A0 ADMBR [CLAM ADJUSTED DUE 141 Claim adjustment because the claim 160 437 |CR-Correction and Reversals
[TO CHANGE IN spans eligible and neligible perods of
|MEMBER ELIGIBILITY coverage
(A0 ADWEA  |AlcoholDrug Women- 23 Paymeni adjusted because charges CR-Correction and Reversals
[sat-Aside _vﬁxn been paid by another payer,
[AD CLINL CUMICIAN INELIGIBLE |B7 This provider was not certified/eligible 16 |PR-Patent Respansibility
_“u be paid for fhis procedurefservice on
his date of service
[AD LMBEN  [Maximum benefit for this [119 Benaft maximum for this time period 2060 |PR-Patent Responsibiity Changeto 110 Reason L ode
service reached has bean reached
fAD MCDBEA |MEDICAID BILLED 128 Payment adjusted due to a M54 Missing/inco mp leteliny alid 2845 |CR-Carrection and Reversals
AR OUNT submissiondbilling errar(s). Additional total charges
CORRECTION information is supplied using the
remittance advice remarks codes
henever appropnate
(A0 MCDCR |CLAIM ADJUSTED 125 Payment adusted due taa N1O Clawmvservice adjusted based 2023 |Pl-Payoar Initiated Reductions
FOLLOVANG MH submissiondbilling error(s). Additional onthe findings of a review
COMPLIANCE REVIEW information is supplied using the organizationfprofessional
remiftance advice remarks codes consultmanual
whenewver appropriate adjudication/medical ar dental
advisor
(A0 MCDOU  |COMFIRMED MEDICAID|18 Duplicate claim/service 135863 |CR-Correction and Reversals
DUPLICATE CLAIM (MH
ONLY)
Bolded items = change effective 71104 Page 1
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Diamond Reason

10 835 Adjustment Code Crosswalk

[Piamona [o% d [Di dDescription [835  |835 Reason Code Definition 35 Remark Code FYu3 835 Reason Group Commants
Reason |Reason Reason Remark |Description Frequency
Category |Code Code Code
(A0 MCDIA  |MEDICAID CLAM 125 Fayment adusted due to a Clam/sanvice adjusted basad 1,344 [CR-Correction and Reversals | &od N10 Remark L ode
IADJUSTED (INTERMNAL submissionbilling error(s). Additional on the findings of a review
IAUDIT) MH ONLY information is supplied using the organizationdprofessional
ramittance advice remarks codes consultmanual
lwhenever appropriate adjudication/medical ar dental
advisar
(20 MCDMO |[MEDICAID MODIFIER |4 he procedurs code is inconsistent with| 78 Mizsing/incomp lete/iny ad 262 |CR-Correction and Reversals | Add WD Remark Loge
CORRECTION the modifier used or a required mod ifier HCPCS modifier
is missing
(A0 MCDPR |[MEDICAID 1286 Payment adjusted due to a =5 [Pracedure Cade billed is not 3B65 |[CR-Camection and Reversals
PROCEDURE CODE submissionbilling errar(s). Additional correct/valid for the sevices
CORRECTION information 1= suppled using the billed or the date of service
remittance advice remarks codes billed
whenever appropriate.
|AD MCDSC |CONFIRMED NOT 125 [Payment adjusted due to a ThG6 Missing/incomp letedinealid 47 |CR-Correction and Revarsals | Add NBB Remark Code
COVERED DUE TO MH submission/biling error(s). Additional documentation
SERVICE CONTENT information is supplied using the
remittance advice remarks codes
wheneyer ropriate.
[AD MCDTP  [MEDICAID THIRD 25 Fayment mmfaﬂ_ because charges  |MABZ  [Missing/mcomplete/invahd 2060 |[CR-Corecdion and Reversals | Change (o MAGD Femark G ode
PARTY PAYMENT have baen paid by anotherpayer rimary insuran ce infarmation
|20 MCDUN  [MEDICAID UNITS OF 125 Payment adjusted due to a WE3 Missing/incomp letesing alid 2648 |CR-Correction and Revarsals
SERMICE submission/billing errar(s). Additional days or units of service
CORRECTION information is supplied using the
remitance advice remarks codes
'whenever ropriate.
[AD MCDWIC  [CONFIRMED 125 Payment adjusied due to a MAE1 Missing/incomp lete/iny ahd 910 |CR-Correction and Reversals | Current crosswalk did not match
INCORRECT UC| submission/billing error(s). Additional social security number or orginal request
BILLED information is supplied using the health insurance cdaim number
remitance advice remarks codes
'whenever appropnate.
(A0 MCDWD  [CONFIRMED 125 Fayment adjusted due to a ME2Z Missing/incomp lete/invald 0 |CR-Carreclion and Reversals
INCORRECT DATE OF submissionbilling error(s). Additional “from” date(s) of service
SERVICE BILLED information is supplied using the
remittance advice remarks codes
v henever ropnate
|AD MCDYO  [MEDICAID CLAIM 29 The time limit far filing has expired 3,470 |CO-Contractual Obligations
MORE THAN A YEAR
OLD WHEN RECENVED
|~0 NEGPA  [NEGATIVE PAID |23 Payment adjusted bacause charges 9056 |CR-Correction and Reversals
OUNT have been paid by anotherpayer
|&0 NONBA  [NON-MEDICAID BILLED|125 Payment adjusted due toa M54 Missing/incomp leteling alid 12,174 |[CR-Carection and Reversals
IAMOUNT submissiondbilling error(s). Additional total charges
CORRECTION information is supplied using the
remitance advice remarks codes
whenever appropriate
|AD NONCR  |CLAIM ADJUSTED 125 ._m.nq_._..!.__ adjusted dueto s N10 Claim/service adjusted based 715 |PI-Payor Initiated Reductions
FOLLOWANG MH submissionbiling eror(s). Additional on the findings of a review
COMPLIANCE REVIEW information is supplied using the organization/professional
remittance advice remarks codes consulmanual
hwhenever appropriate adjudication/medical ar dental
adwisar
|A0D NONDL [CONFIRMED MNON- 18 Duphcate claimiservice 12,259 |CR-Corection and Revarsals
MEDICAID DUPLIC ATE
CLAIM (MH ONLY)
Bolded items = change effective 71104 Page 2
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Diamond Reason
0 836 Adjustment Code Crosswalk

[Piamona [o% d [Di d Descripti ﬂuu [835 Reas on Code Definition 35 Remark Code FYu3 835 Reason Group Commants
Reason |Reason Reason Remark |Description Frequency
Category |Code Code Code
(A0 NONIA  [NONMEDICMD CLAIM [125 Fayment adjusted due to a Clam/sarvice adjusted based 1584 [CR-Correction and Reversals [ Currant crosswalk did not match
\ADJUSTED (INTERMAL submissionilling error(s). Additional onthe findings of a review original requast
AUDIT) information is supplied using the organizationdprofessional
ramittance advice remarks codes alt/ I
lwhenever appropriate adjudication/medical ar dental
advisar
(20 NONMO  [NON-MEDICAID 4 he procedurs code 15 inco nsistent with|MZ8 Mizeing/inco rmpletarin alid 57 |CR-Correction and Reversals | Add W75 Remark Code
MOOIFIER the modifier used or a required modifier HCPCS modifier
CORRECTIOM is missing
|20 NONOMN [SERMICE NOT 52 The refeming/prescribingfendering 861 |OA Other Adjustments
INCLUDED IN NON- provider is not eligible to
MEDICAID CONTRACT refer/prescribe/orderfperform the
service billed
[AD NONPR  |NON-MEDICAID 125 Payment adusted due to a =5 Procedure Code billed is not 1,725 [CR-Correction and Reversals
PROCEDURE CODE submissian/billing error(s). Additional correctfvalid for the sewvices
CORRECTION information is supplied using the billed or the date of service
remittance advice remarks codes billed
riate.
(A0 WONSC | ONFIRMED NOT yment adjusted due to a ThGS Mhssing/incomp lete/diny ahid 7% |CR-Conedion and Reversals | Add MEG Hemark [ ode
COVERED DUETO submissiondbilling error(s). Additional documentation
SERVICE CONTENT information is supplied using the
remitance advice remarks codes
|whenavar appropriate
|a0 NONTP  [NOM-MEDICAID THIRD |23 Payment adjusied because charges MAS2 Missing/incomp letefiny alid 3,102 |CR-Caorrection and Reversals | Change o MAG2 Remark Cade
PARTY PAYMENT have been paid by another payer. primary insurance information
CORRECTION
[a0 [NGRON [NONMEDICAID UNITS [125 Payment adjusted due to a [=E] Missing/incomp lete/iny ahd 3797 |CR-Caorrection and Reversals
OF SERVICE submissiandbilling errar(s) Addition al days or units of service
CORRECTION information is supplied using the
remitance advice remarks codes
'whenever appropnate.
[AD NONWE  [CONFIRMED 15 Fayment adusted due to a [MAET  [Missing/incomplete/invahd 1963 [CR-Correction and Reversals [ Current crosswalk did not match
INCORRECT UCI submissiondbilling errar(s). Additional social security number or onginal request
BILLED information is supplied using the health insurance daim number
remittance advice remarks codes
(whenever approprate
|AD NONWD | C ONFIRMED 125 Payment adjusted due toa M52 Missing/incomplete/iny alid 1,230 [CR-Correction and Reversals | Change 1o 126 Reason Code; Add
INCORRECT DATE OF submission'billing error(s). Additional “from" date(s) of service M52 Reason Code
SERMICE BILLED information is supplied using the
remittance advice remarks codes
'whenever appropriate
|A0 NONYOD  [INOMN-MEDICAID CLAM [29 The time limit far filing has expired 1,224 |CO-Contractual Obligations
MORE THAN A YEAR
OLD WHEN RECD
|20 WPR30  |NO PROVIDER 130 Clamisenice denied. Appeal 903 [OA Other Adjustme nts. Change to 130 Reason L ode
RESPONSE WITHIN 30 procedures not followed or time limits
DAYS not met
|AD [RWOCF _meﬁhu!nnnunu_nmm 45 Charges exceed your CO-Contractual Obligations Change 1045 Reason Code
nmmhnmhnﬁnﬂmnnu fee arrangement
(A0 RWIFC  [RWA Adjust FFS to Cap {45 Charges exceed your CO-Contractual Obligatons | Change to 45 Heason Code
contracteddegislated fee arrangesment
[AL DUPOF [POTENTIALDUF OF |18 Duplicate clam/zervice CR-Corraction and Reversals
CLAM
fAL GRPIN SYSTEM GENERATED- |BY This provider was not cenified/eligible PR-Patient Respansibility Changeto BF Reason Code
GROUP INELIGIBLE 10 be paid for this procedurefseryice on
Jihie date of service
Bolded items = change effective 7104 Page 3
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Diamond Reason
0 836 Adjustment Code Crosswalk

[Piamona [o% d [DF; d Descripti ﬂuu [835 Reas on Code Definition ICES ﬂﬂ Remark Code FYu3 835 Reason Group Commants
Reason |Reason Reason Remark |Description Frequency
Category |Code Code Code
(AL HIFAA  [HIFAA 125 Fayment adjusted due to a CR-Comrection and Reversals
submission/billing error(s). Additional
information is supplied using the
ramitance advice remarks codes
e hanavar roptiate
(AL TNFOR _[TNF ORMATION LINE _ [15 Charges exceed your CO-Contractual Obligations | Change to 45 Reason Code
ITEM contracte dfe gislated fee arrangement
(AL [TPPCAR [INPATIENT CARVE [15 Charges excaed your CO-Coniracial Obligations | Change (o 45 Reason Loge
ouT contracte die gislated fee arrangement
AL MARF CUYAHOGA COUNTY HS Charges exceed your 77 |CO-Contracwal Obligations | Change to 45 Reason Code
MARP PROJECT contractedfe gislated fee arrangement
[AL MBOEC |Member Deceased 13 The date of death precedes the date of 165 |CR-Correclion and Reversals
seryice
[AL MBRIN  |SYSTEM GENERATED -[26 Expenses incurred pror to coverage G050 |PR-Pabert Responsibiy Crtical Error in HIPAA
MEMBER INELIGIBLE
|AL MCDBA [MEDICAID BILLED 125 __Iuan_B.__ adjusted duetoa M54 Missing/incomp letesing alid 2845 |CR-Correction and Reversals
AN OUNT submission/billing eror(s). Additional total charges
CORRECTION information is supplied using the
remittance advice remarks codes
whenever appropriate.
|AL MCDUN [MEDICAID UNITS OF 125 _m.nu._.zv:._ adjusted due toa M53 Missing/incomp letefin alid 2548 |CR-Correction and Reversals
SERMCE b fbilling emar(s). Addit days ar units of service
CORRECTIOM information is supplied using the
remitance advice remarks codes
'whenever ropriate.
[AC [NOATT  [NO AUTHORIZATION [15 Fayment mﬂm%.mzszi L Missing/incomp ke te/iny ahd B85 |PR-Fatient Responsibiy Add W2 Remark Code
ONFILE submitted autharization number is treatment authorization code
migsing, invalid, ar does nat apply to
the billed services or provider
AL |NONEA [NON-MEDICAID BILLED|125 Payment adjusted due toa M54 Missing/incormpletefiny alid 12,174 JCR-Carrection and Reversals
A OUNT submission/billing errar(s). Additional total charges
CORRECTION information is supplied using the
remitance advice remarks codes
'whenever appropriate
AL NONUN  [NON-MEDICAID UNITS 125 _qu_.z!.; adjusted duetoa M53 Missing/incomp letefiny alid 3,797 |CR-Canection and Reversals
OF SERVICE submissiondbilling errar(s). Additional days or units of service
CORRECTION information is supplied using the
remitance advice remarks codes
'whenever appropriate.
JAL PCCMY  [AMOUNT ALLOWED 145 Charges exceed your CO-Contraciual Obligations | Change 1o 45 Reason Code
PER CONVERSION contractedfeqislated fee arrangement
JAL PCCRT  |AMOUNT ALLOWED 45 Charges exceed your CO-Contraciual Obligations | Change 1o 45 Reason Code
PER CASE RATE
(AL PCFSC  [Amount Allowed Per Fee [42 harges exceed our fee schedule or 12011 B75 [CO-Contractual Obligations  [Change to 42 Heason Code
Schedule maximum allowable amount
|aL [PCMNR  [MODIFIER NOT USED |4 The procedure code is inconsistent with|MF8 Missing/incomp letefiny alid 2 |CR-Comrection and Reversals | Add NM7B8 Remark Cade
FOR THIS the modifier used or a required madifier HCPCS modifier
PROCEDURE is missin
(AL PCMNY  [MODIFIER NOT valiD |4 he procedurs code is inconsistent with | M78 Missing/incomp letesiny alid 4,460 |CR-Correction and Reversals | &dd M75 Remark Code
FOR PROCEDURE [the madifier used or a required modifier HCPCS modifier
CODE IS missing
En FCMOD A MODIFIER 15 7 he procedure code is inconsistent with|M78 Wissing/mcomplete/iny ahd 2360 |CR-Correction and Reversals | A0d MU0 Remark Lode
REQUIRED FOR THIS the modifier used or a required madifier HCPCS modifier
PROCEDURE i5 missing
|AL __unuuﬂi IAMOUNT ALLOWED 45 Charges exceed your CO-Contractual Obligations | Change1o 45 Reasan Code
PER DIEM RATE Jcontractedfegisiated fee arrangement
Bolded items = change effective 7104 Page ¢

184



Diamond Reason

10 835 Adjustment Code Crosswalk

[Piamona [o% d [Di dDescription [835  |835 Reason Code Definition ICES ﬂﬂ Remark Code FYu3 835 Reason Group Commants
Reason |Reason Reason Remark |Description Frequency
Category |Code Code Code
(AL PCTHI SYSTEM GENERATED- 15 Charges exceed your CO-Contractual Obligations [ Change o 45 Reason Code
PERCENT OF BILLED contracte dfegislated fee arrangement
|AL PER DIEM DAYS 1 15 Charges exceed your CO-Contraciual Obligations | Change 1o 45 Reason Code
HROUGH 3 contracte dfegislated fee arrangement
|AL PERD4 |PER DIEMDAYS 4 45 Charges exceed your CO-Contractual Obligations | Change1o 45 Reasan Code
PLUS contracte dfe gislated fee arrangement
(AL PREO4  [PREFYD4 125 Payment adjusted due to a CR-Caorrection and Reversals
submissionbiling error(s). Addtional
information is supplied using the
ramitance advice remarks codes
whernever approgriate.
Al PRE2K |CLOSED ASPRE- B¢ CO-Contraciual Obligations
FY2000 SPAN
[AL PRESS  [SERVICE PROMDER  |B7 hie provider was not cedified/eligible CO-Contractual Obligations
PRE SFY 1928 to be paid for this procedurefservice on
this date of service
|AL PREGL |PRE GO-LIVE B7 This provider was not centified/eligible C O-Contractual Obligations
IALLOWED REASON o be paid for this procedureisenvice on
this date of service.
[AL PRVIN SYSTEM GENERATED -|B7 his provider was not certified/eligible 412 |PI-Payor Intiated Reductions
PROWVIDER INELIGIBLE to be paid for this procedurefSeny ice on
this date of servica
SPLUC SPECIAL LUCAS Charges exceed your CO-Contractual Obligations | Change to 45 Reason Code
caaiediegigiaied fee arangement
Coinsurance Amount R-Patent ponsibii
C pinsurance Amount 52037 |PR-FPatent po m&mmm
C oinsurance Amount 52523 |PR-Patent ponsibilty
C oinsurance A ou 15 227 _]a. Patient Respansibilty
C pinsurance Amount 39,121 |PR-Patient Respansibility
Coinsurance Amount 35 842 |PR-Patient Responsibility
oinsurance Amount pil _amw -Patient uwavauoﬂn-m

Coinsurance Amount

-Fatiant Responsibilty

Coinsurance Amount

-Fatiert Respansibilty

Coinsurance Amoun

Patient Respansibilty

Coinsurance Amoun

Coinsurance Amoun

Responsibilty

Coinsurance Amount

14208 |PR-
10,447 |PR-Patient Respansibility
10,359 |PR-Patient

PR

-Patient Respansibilty

Coinsurance Amount 8,978 -Patient Respansibilty
A Coinsurance Amount .
2 Coinsurance Amount
2 Coinsurance Amount
12 Cpinsurance Amount -Patient Respansibility
Coinsurance mﬂ ot 5} %‘mﬁm mﬂﬂﬂﬂmuq
H Coinsurance Amount 12, -Patient Responsibilty
FFSE FOR ODADAS |23 Fayment adjusted because charges 135863 |CO-Contracual Obligations | Change to 23 Reasan Code
WOMEMNS SET-ASIDE have baen paid by another payer.
PROGRAMS
CcP 95%SF _ [95% SLIDING FEE 2 Coinsurance Amount 11,183 |PR-Patient Respansibility
e Cl1o08 rmmEEEanl. WEEEBPEEE m.mlﬁ.m.ﬁu.mﬂsﬁhm:
LH COINS mber ¢ oinsurance Amount 59, -Patent Responsibilty
(%) COPAY  [Chant copayment 3 Co-payment Amount 5,220 _|PR-Fatiert Responsibility
P CPPCF _ [Pnmary Care Copayment]3 T o-payment Amount 5094 -Patiert Responsibilty
cP FF10 $10MONTH FLAT FEE |3 Co-paymant Amount PR-Patient Respansibility
SCALE
P T“_S $100/MONTH FLAT FEE|3 Co-payment Amount PR-Patient Respansibilly
SCALE

Bolded items = change effective 7/1/04
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Diamond Reason
10 835 Adjustment Code Crosswalk

[Piamona [o% [E35 835 Reason Code Definition ICES ﬂﬂ Remark Code FYu3 835 Reason Group Commants
Reason |Reason Reason Remark |Description Frequency
Category |Code Code Code
5] FF125 E Co-payment Amount PR-Fahent Responsibiity
TP FFI5 g T o payment Amount FR-Patiert Reapansibiily
cP FF150 E Co-paymeant Amount PR-Patient Respansibility
CP FFI7E g Co-paymant Amount PR-Patient Responsibiy
TP FF200 g T o payment Amount m‘n-i; Respansibilly
cP FF225 E Co-payment Amount PR-Patient Responsibility
P FF25 $2EMONTH FLAT FEE |3 Co-paymeni Amount PR-Patent Responsibify
SCALE
cP FF250 $250/MONTH FLAT FEER Co-payment Amount —_.uﬁLUnn.-nJ.. Respansibility
SCALE
cP FF5 BEMONTHFLAT FEE B Co-payment Amount PR-Patigrt Responsibility
cP El Co-payment Amount PR-Patent nmmnﬁﬂsyq
cP E Co-payment Amount FR-Patient Responsibility
cP MAXED |SYSTEM GENERATED -|127 C oinsurance-- Major Medical N16 Family'mamber Out-of Pocket 944 |PR-Patient Responsibility Change to 127 Redson code, Add
Q0P LIMIT HAS BEEN maximum has been met. NG Remark Code
SATISFIED FPayment based on a higher
percentage.
cP MCDDF  [NO COPAY APPLIED 5] Co-payment Amount CO-Contractual Obligatons | Change to 3 Heason Code
FOR MEDICAID
= VERIF 100% COPAY ON E Co-payment Amount 1.79% |PR-Patient Responsibility
NONMCO/NOMNEMER
UNTIL INCOME
(0] MAXED |SYSTEM GEMERATED -[127 Coinsurance—Majar Medical I Family'member Out-of Pocket 944 |PR-Patent Respansibilty Changeio 127 Reason code, Add
OO0P LIMIT HAS BEEN maximum has been met. N6 Remark Code
SATISFIED Payment based on a higher
percentage
N AUTHC |SYSTEM GENERATED -|15 Payment adjusted because 1he 32 [PR-Pahient Responsibilly Change 1o 15 Reasan Coda
IAUTHORIZATION IS submitted autharization number is
CLOSED missing, invalid, or does not apply to
the billed services or provider,
NC AUTHD |SYSTEM GENERATED -[15 Payment adjusted because the 162 |PR-Patient Respansibily Change 10 15 Reasan Code
IAUTHORIZATION HAS submitted autharization number is
BEEN DENIED missing, invalid, ar dogs nat apply 10
r
NC CLINL CUNICIAN INELIGH 15 provider was not certified/eligible 6 |PR-Fahent Responsibity
1o be paid for this proceduressenvice on
this date af service
NC _.@C_u_r< Cluplicate Claim 18 Duplicate claimi/service 5583 JCR-Comrection and Reversals
MNC DxXMIS NOT COVERED [47 [This (these) diagnosis(es) is (are) not 5,038 |CR-Carection and Reversals
BECAUSE DIAGNOSIS covered , missing, or are invalid
IS MISSING
e GRANT |GRANT BASED 145 Pramium payment withholding CO-Contractual Obligations | Change o 145 Reason Code
NONMCO FUNDING
(100% Y THHOLD)
NC INVPC Imwalid Procedure 4 The procedura cade is incansistent with|M7E Missing/incomp letefiny alid 4014 |CR-Cormrection and Reversals | Add M7S Remark Code
Code/Modifier the modifier used or a required mad ifier HCPCS modifier
Lombination lsmissng
Buolded items = change effective 7104 Page &
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Diamond Reason

0 836 Adjustment Code Crosswalk

Diamond |Diamend |Diamond Description [835 835 Reason Code Definition ICES ﬂﬂ Remark Code Y3 835 Reason Group Commants
Reason |Reason Reason Remark |Description Frequency
Category |Code Code Code
LBCLR  [LOCAL BOARD 119 Benefit maximum for this tme penod 229 |PR-Fatient Responsibilty
CONTRACT LIMITS has bean reached
REACHED
NC LMARP |LIMIT OF ONE PER Benafit maximum for this ime period  |MBB  |Not covered more than once |FR-Fatient Respansibiity Add MBO ramark code
ELAPSED YEAR has bean reached |a 12 month period
L Maximum Benefit For nafit maximum for this ime perod 3000 |PR-Patient Responsibity hange fo 119 Reason L ode
This Service Reachad has bean reached
[MDAY [DAY SERWS LIMIT 1 119 Benefit maximum for this tme penod | MB6 Service denied because 7 EEE |PR-Patient Responsibiiy 53 deacivaled, MDD subshiute
PER DAY has been reached payment already made far
samelsimilar procedure within
NC LMDIP  [AOD DIP SERVICES 119 [Benefit maximum for this tme pericd  |MOD Mot covered mare than once inf |PR-Fatient Responsibility Add WMBO0 remark cade
LIMIT OF ONE PER has been reached a 12 monih penod
c LMEAT [MEALS SERVICE 119 Benefit maximum for this bme penod PR-Pabent Responsibity
UMITED TO 3MEALS has been reached
PER DAY
NC LMMTH  [LIMITS BILLING TO 118 Benefit maximum for this time period |FR-Patiert Respansibility
OMNE PER ELAPSED has been reached
| nefit maximum for this time period 21 Uﬂ.ﬂni:_ﬂuagﬂfﬂq
has been reached 1—
MC Par Hasp limit onefday |19 Benafit maximum for this time period MB& Senice denied because 3 |PR-Patient Responsibility MBE3 deactivated, MBE substitute
for adults has bean reached payment already made far
samafsimilar procedure within
NC LMPHC  [Par Hosp limit two/day  [119 Benefit maximum for this tme period | MB6 Service denied because 52 |PR-Patent Responsibility Add WMBG Remark Code
\for children has been reached payment already made for
same/similar procedure within
LMRW  [MH R CUYAHOGA |48 Charges exceed your CO-Contractual Obligatons | Change 1o 45 Reason Code
WAAVER LIMIT contractedfle gislated fee arrangement
NC LMTRS |[LUMITS 119 Benafit maxirmum for this time period qmm.—uni:_mu.n_u:ﬂn.:w
ITRANSPORTATION TO has bean reached
ONE PER ELAPSED M
ONTH
| B8 MAXED |SYS1EMGENERATED -[127 Comsurance—Major Medical 33 Family/member Out-of Pocket 944 |PR-Patent Respansibilty Change to 127 Reason code; Add
OOP LIMIT HAS BEEN rmaxirum has been met M6 Rarrark Code
SATISFIED Payment based on a higher
percentage
NC MBDEC  |Member Deceasad 13 The date of death precedes the date of 165 |PR-Patent Responsibility
service
| (9 MCDEA  |CONFIRMED MEDICAID|125 Fayment adjusted due to a M54 Missing/incomplete/iny alid 2845 [CR-Correction and Reversals
BILLED AMOUNT submissianbiling emor(s). Additional total charges
CORRECTION information is supplied using the
remittance advice remarks codes
“muﬁﬂwh_ appropriate
NC WMCDCR |COAMNOT COVERED | yment adjusted due to a THiD Clamiservice adusted based 2123 [CR-Carrection and Reversals | Cumrent crosswalk did not match
FOLLOYVANG MH submissionthilling error(s). Additional onthe findings of a review onginal re quest
COMPLIANCE REVIEW information is supplied using the organization/professional
remittance advice remarks codes consultmanual
wehenaver approgriate. adjudication/medical ar dental
jadvisor
MCOOU |G ONFIRMED MEDICAID][15 Duplicate clamiservice 13963 |CR-Carrection and Heversals
DUPLICATE SERVICE
MCOEL  |Member not Medicaid |30 Fayment adjusted bacause the patient 7290 [PR-Patient Responsibiity
Eligible at time of service has not met the required ehigibility,
_mmn..n o g !EP n-nn&llsn‘

Bolded items = change effective 7104

FPage 7
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Diamond Reason

10 835 Adjustment Code Crosswalk

Diamond |Di d [Di dDescription [835  |835 Reason Code Definition 35 Remark Code FYu3 835 Reason Group Commants
Reason |Reason Reason Remark |Description Frequency
Category |Code Code Code
NC MCDIA  |MEDICAID CLAM 125 Fayment adusted due to a Clam/sanvice adjusted basad 1,344 [CR-Correction and Reversals | &od N10 Remark L ode
IADJUSTED (INTERMNAL submissionbilling error(s). Additional on the findings of a review
IAUDIT) MH ONLY information is supplied using the organizationdprofessional
ramittance advice remarks codes consultmanual
lwhenever appropriate adjudication/medical ar dental
advisar
| [ MCDMO |CONFIRMED MEDICAID & he procedurs code is inconsistent with| 78 Mizsing/incomp lete/iny ad 262 |CR-Correction and Reversals | Add WD Remark Loge
MOOIFIER the modifier used or a required mod ifier HCPCS modifier
CORRECTIOM is missing
MNC MCDPR |[CONFIRMED MEDICAID]125 Payment adjusted due to a =5 [Pracedure Cade billed is not 3B65 |[CR-Camection and Reversals
PROCEDURE CODE submissionbilling errar(s). Additional correct/valid for the sevices
CORRECTION information 1= suppled using the billed or the date of service
remittance advice remarks codes billed
whenever appropriate.
NC MCDSC |CONFIRMED NOT 125 [Payment adjusted due to a ThG6 Missing/incomp letedinealid 47 |CR-Correction and Revarsals | Add NBB Remark Code
COVERED DUETO submission/biling error(s). Additional documentation
SERVICE CONTENT information is supplied using the
remittance advice remarks codes
wheneyer ropriate.
| [ MCDTP [CONFIRMED MEDICAID|ZS Fayment mm».uaﬂ_ because charges  |MABZ  [Missing/mcomplete/invahd 2060 |[CR-Corecion and Reversals | Change (o MAGD Femark G ode
ITHIRD PARTY have baan paid by another payer primary insurance information
PAYMENT
MC MCDUN |CONFIRMED MEDICAID|125 Payment adjusted due toa WE3 Missing/incomp letefin alid 2648 |CR-Correction and Revarsals
UNITS OF SERVICE submissionbilling errar(s). Additional days or units of service
CORRECTION information is supplied using the
remitance advice remarks codes
(whenever appropriate.
= MCDWC | C ONFIRMED 125 Payment adjusted due to a MEET Miseing/incomp letasding alid 910 |CR-Carrection and Reversals
INCORRECT UC| submission/billing error(s) Additional social security number or
BILLED information is supplied using the health insurance daim number
remitance advice remarks codes
'whenever appropnate.
| 8 MCDWD  [CONFIRMED 125 Fayment adjusted due to a 5z Missing/incomp lete/invalid 370 |CR-Carreclion and Reversals | Current crosswalk did not match
INCORRECT DATE OF submission/billing errors). Additional “from" date(s) of semwice original re quest
SERICE BILLED information is supplied using the
remittance advice remarks codes
whenever appropriate.
| 8 WMCDYO [MEDICAID CLAIM ] Fe time limit for fiing has expired 3470 |[CO-CTontracual Obligations
OVER 365 DAYS OLD
WHEM RECEIVED
NC MEDEF |DEMIED FOR INVALID |16 Claimdseryice lacks infarmatian which 6226 |CR-Correction and Reversals
MEDEF is needed for adjudication. Additional
information is supplied using
remitance advice remarks codes
'whenever appropriate
MNC MODFM [MISSING OR INVALID M [ The procedure code is inconsistent with| MI8 Missing/inco mp letefing alid 118 |CR-Camraction and Reversals | Add M7B Remark Cade
MODIFIER CODE the modifier used or a required madifier HCPCS modifier
is missin
NC NCSVC  |ServicedSupply Not 96 _zg.nﬁn.z charge(s) 18,787 |PR-Patent Responsibilty
Coverad
| 0 NEGPA  [NEGATIVE PAID EE] Fayment adjusted bacause charges GEE |OA& Other Adjustments Euto fix in DIPAR
AMOLINT have been paid by anotherpayer
NC NOAUT  [NO AUTHORIZATION |15 Payment adjusted bacause the 6z Missing/incomp letefine alid 5,096 |PR-Patient Respansibilly Add MB2 Remark Code

ONFILE

submitted autharization number is
migsing, invalid, or does not apply to
Il 12 r I

treatment authorization code

Buolded items = change effective 7104

Page &

188



Diamond Reason
10 835 Adjustment Code Crosswalk

Diamond |Di d [Di dDescription [835  |835 Reason Code Definition 35 Remark Code FYu3 835 Reason Group Commants
Reason |Reason Reason Remark |Description Frequency
Category |Code Code Code
NC NONBA — [CONFIRMED NON- 125 Payment adjusted due to a =T [Missing/incomp letesims alid 12,774 |[CR-Correction and Reversals
MEDICAID BILLED submissionbilling error(s). Additional total charges
LAMOUNT information is supplied using the
CORRECTION ramittance advice remarks codes
whanevar ropriate
I NONCR  [N-M Adjustment 175 etoa N0 Clam/service adjusted based 115 |CR-Correction and Reversals | Currant crosswalk did not match
Following MH submissionbiling error(s). Addtional onthe findings of a review onginal raquast
Complance Review information 1s supplied using the orgamzationdprofessional
ramitance advice remarks codes consultmanual
whenevar appropriate. adjudication/medical or dental
|advisor
M INONDU  [CONFIRMED NOMN- 18 Duphcate clamisernce 12,259 |CR-Caorrection and Reversals
MEDICAID DUPLICATE
SERMICE
NC NONLA  INON-MEDICAID CLAM [125 [Payment adjusted due to a N1 Claim/service adjusted basad 1584 |CR-Correction and Revarsals | Add N10 Remark Code
ADJUSTED (INTERNAL submission/biling error(s). Additional onthe findings of a review
AUDIT) information is supplied using the organizationdprofessional
remittance advice remarks codes consultmanual
lwhenever appropriate adjudicationdmedical or dental
advisor
MC NONMO |CONFIRMED NOMN- 4 [ The procedure code is inconsistent with| MF8 Missing/incormp letering alid 57 |CR-Caorrection and Reversals | Add W78 Remark Code
MEDICAID MODIFIER the modifier used or a required modifier HCPCS modifier
CORRECTIOM s missin
NC NONON  |SERWICE NOT 52 The referning/prescribingfrendering 861 |04 Other Adjustments
INCLUDED IN NON- provider is not eligible to
MEDICAID CONTRALCT referfprescribe/orderfperform the
sarvice billed
ﬂ,.ﬁ NONPR [CONFIRMED NOM- 125 __u»u.:..ns_ adjusted duetoa MNSE [Procedure Code billed is not 1.725 |[CR-Carrection and Revarsals
MEDICAID submission/billing error(s) Additional correctivalid for the services
PROCEDURE CODE information is supplied using the billed or the date of service
CORRECTION remitance advice remarks codes billed
'whenever appropnate.
| 8 LENES ONFIRMED NOT 15 Fayment adusted due toa I3 Missing/incomplete/ine ahd 23 |CHR-Correclion and Reversals | Add MGG Remark L ode
COVERED DUETO submissiondbilling errar(s). Additional docurmentation
EERVICE CONTENT information is supplied using the
remittance advice remarks codes
'whenever appropnate.
| (18 NONTF  |CONFIRMED NOM- k] ayment adjusted because charges  |MAB2  [Wissing/mcomplete/iny ahd 3,102 [CR-Correction and Reversals | Change 10 MAG2 Remark Cooe
MEDICAID THIRD have been paid by another payer. primary insurance information
PARTY AMT
NC NONUN  |CONFIRMED NOMN- 125 [Payment adjusted due to a M53 Missing/incomp leteling alid 3797 |CR-Comrection and Reversals
MEDICAID UNITS OF submission/billing error(s). Additional days or units of service
SERVICE information is supplied using the
CORRECTION remittance advice remarks codes
'whenever approp
MNC NONWC  |CONFIRMED 125 ﬂnq:..!.__ adjusted duetoa MAET Missing/incomp letesine alid 15963 |CR-Camrection and Reversals
INCORRECT UCI submission/biling eror(s). Additional social security number or
BILLED information is supplied using the health insurance daim numbser
remittance advice remarks codes
hwhenever appropriate
| NONWD  [CONFIRMED 125 Fayment adusted due to a MEZ Missing/incomp letesiny ald 7,230 |CR-Cormection and Reversals
INCORRECT DATE OF submissianbilling error(s). Additional “from” date(s) of servica
SERVACE BILLED information is supplied using the
ramittance advice remarks codes
[whenavar appropriate
Bolded items = change effective 71104 Page 9
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Diamond Reason

10 835 Adjustment Code Crosswalk

Diamond |Di d |Diamond Description [835  |835 Reason Code Definition T&as ﬂﬁ Remark Code FYia 835 Reas on Group Comments
Reason |Reason Reason Remark |[Description Frequency
Category |Code Code Code
NC NONYD  [NON-MEDICAID CTLAIM [29 Fe time it for iing has expired 1.224 |CO-Contractual Obligations
IS OWVER 365 DAYS
OLD WHEN RCWVD.
NC NOGQTY [NOUNITS OF SERVICE|17 [Payment adjusted because reg d [ma3 M completesing alid 102 [CR-Canection and Revarsals | Add ME3 Remark Code
BILLED information was not provided or was days or units of service
insufficientincomplets  Additonal
information is supplied using the
rermitance advice remarks codes
whenever appropriate.
MNC NPR30 |NOPROVIDER 138 Claim/ervice denied. Appeal 903 [OA Other Adjustrnents Change to 138 Reason Code
REEPONSE WITHIN 30 procedures not followed or time limits
DAYS not met.
| (8 QOCTY [OUTOF COUNTY NOT |38 Services not provided or authonzed by BEEET |PR-Patient Respansibility
COVERED designated (networkiprimary care)
f _m_._!_nﬂ.m
MC PCINY  |Procedure Code invalid |125 Payment adjusted due to a (=5 |Pracedure Code billed is not 213 |CR-Cormection and Revarsals
or nonspecific submissiontbilling error(s). Additional correct/valid for the sarvices
information is suppled using the billed or the date of service
remitance advice remarks codes billed
hwhenever appropriate.
NC STATE Old claim unheld/denied [7% [ The time limit far filing has expired 320 __uﬂ.—un_ﬂ_.._mu.nvn:n&—nq Flaw not pristondy
by State
oc 2 BLUE CROSSSBLUE |23 Payment adjusted because charges 12,181 |OAOther Adjustre nts Change to 23 Reason Code
SHI n pai I L
OC 3 Q._.v%qndl‘ﬂw [23 ‘ayment adjust cause charges g 0 & Cther Adjustments -hange to 23 Reason Code
have been paid by anotherpayer.
(o] 4 EMPLD YER/UNION [23 FPayment adusied because charges B,181 |OA Other Adjustments -hange to 23 Reason Code
oc 5 PUBLIC AGEMNCY 23 BB.003 |OACther Adjustrme nts Change to 23 Remark Cade
OTHER CARRIER [23 67,723 [OAOther Adjustments Change 1o 23 Heason Code
have been paid by anotherpayer
HARBOR OTHER 23 Fayment adjusted because charges 111 |CO-Coniractual Obligations | hange to 23 Reason Code
CARIER have been paid by another payer
oc E BENEFITS EXHALUSTED|2Z ﬁnuﬂ.s._ adusted because this care 39,281 |JOAOther Adjustrments Change to 22 Reason Code
may be covered by another payer per
coordination of benefits.
(a]s F NOCOVERAGEFOR |22 Faymeni adjusted because this care 187 562 [OA-Other Adjustments Change to 22 Reason Code
|ANY FAMILY MEMBER may be covered by another payer per
coordination of benefits.
ac u DISPUTED 22 :unu:._aﬂ_ adjusted because this care 2,150 |OA Other Adjustments Change to 22 Reasan Code
may be cavered by another payer per
C:
(]S P NO COVERAGE FOR |22 _umud._u:._ u%!.«nm mnmﬁm:ﬂm care 9014 |OA Other Adjustme nts Change to 22 Reasan Code
THIS MEMBER may be covered by another payer per
coordination of benefits.
oc R NO RESPONSE FROM [22 __u.n«:..!: adjusted because this care 9,118 |OA Other Adjustments Change to 22 Reason Code
INSCO rmay be covered by another payer per
C: if
oC S NOT COVERED [22 wm.u«_.:u:._ adjusted mnuza:v-a care 1,131,518 |OACther Adjustments Change to 22 Reason Code
SERMCE may be covered by another payer per
coordination of benefits
oC X NON-COOPERATIVE [22 Payment adjusted because this care 2084 |OA Other Adjustments Changeto 22 Reason Code
MEMBER WATH may be covered by another payer per
INSURANCE coordination of benefits.
Bolded items = change effective 7/1/04 Page 10
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Reporting Third Party Insurance on the 837P

Procedures for Reporting Third Party Insurance Information on the 837P

This document is intended to clarify the reporting of third-party insurance and
coordination of benefits (COB) on the 837P electronic claim files for MACSIS. These
procedures apply to all claims regardless of whether a client is Medicaid eligible or not.

All claims submitted to MACSIS where the client has a third-party insurer are required to
contain Loop 2320 “Other Subscriber Information”, 2330A “Other Subscriber Name”
and 2330B “Other Payer Name”.

All required data elements noted in the MACSIS 837 Professional Claim Informational
Guide must be valued. For Loop 2320, the amount paid by a third-party insurer is
reported in AMTO2. If a third-party insurer denies a claim, does not respond within 90
days or adjudicates the claim payment as zero, then value AMTO02 at zero. No first party
(patient) payments should be included in this amount per HIPAA guidelines. If more
than one other payer made a payment on the claim, then the amounts should be
summed and placed in the first occurrence of Loop 2320. Report the most appropriate
COB indicator for the summed third-party insurers. Ex., client has a payment of $10.00
with a COB indicator of “2” and a payment of $15.00 with a COB indicator of “3” — sum
the amounts ($25.00) and then choose either 2 or 3 as the COB indicator (Loop 2330A).
Ex. Client has a payment of $10.00 with a COB indicator of “2” and a $0.00 payment
with a COB indicator of “S” — sum the amounts ($10.00) with a COB indicator of “2”.

For Loop 2330A, the “Other Insured Additional Identifier” (REF02) is required if an
amount is reported in Loop 2320, AMTOZ2 and vice versa. This identifier equates to the
ODJFS third party COB indicators used prior to HIPAA.

Valid values for the third party COB indicator are:

2 — Blue Cross/Blue Shield

3 — A Private Carrier

4 — Employer or Union

5 — Public Agency (Medicare, Worker's Comp)
6 — Other Carrier

R — No Response from Carrier

P — No Coverage for this Recipient Number
F — No Coverage for all Recipient Numbers
L — Disputed or Contest Liability

S — Non-Covered Service

E — Insurance Benefits Exhausted

X — Non-Cooperative Member.
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For COB Indicators 2, 3, 4, 5, or 6 Loop 2320, AMT02 must be greater than zero. For
COB Indicators R, P, F, L, S, E, or X Loop 2320, AMT02 must equal zero.

EXAMPLES OF THIRD-PARTY INSURER INFORMATION REPORTING USING THE
ELECTRONIC 837P

The following segments are required when the member has insurance and a payment
has been received.

LOOP 2320 OTHER SUBSCRIBER INFORMATION
SBR*P*18***C1****Z2Z

AMT*D*30.00
DMG*D8*1 9525804\* S. 79 — Other

O***Y***y Payer Paid
Amount

LOOP 2330A OTHER SUBSCRIBER NAME
NM1*IL*1*KRACOTO*MITZY****MI*555656666
REF*IG*2

S. 81 - ODJFS
COB Indicator (2 =
Blue Cross/Blue

LOOP 2330B OTHER PAYER NAME
NM1*PR*2*BLUE CROSS*****PI*"BLUE CROSS

The following segments are required for a member who has third-party insurance but no
payment has been received.

LOOP 2320 OTHER SUBSCRIBER INFORMATION
SBR*P*18***C1****7Z
AMT*D*0.00

\ S. 79 — Other

DMG*D8*19520804*F _
OF**Y***y Payer Paid

Amount

LOOP 2330A OTHER SUBSCRIBER NAME
NM1T*IL*1*KRACOTO*MITZY****MI*555656666
REF*IG*S

S. 81 - 0ODJFS
COB Indicator (S =
Non-Covered

LOOP 2330B OTHER PAYER NAME
NM1T*PR*2*ANTHEM*****PI*ANTHEM
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INTRODUCTION

These Guidelines contain information related to the Multi- Agency Community Services Information
System (MACSIS) and should be used in conjunction with the detailed information found in the Claims
and Member manuals. Boards and providers should review this information carefully so that timely and
accurate reimbursement can be made.

If there are questions about these guidelines, please contact the MACSIS Support Desk at: 614-466-
1562 or 1-877-462-2747.

GUIDELINE UPDATING

These guidelines may require periodic additions and changes as a result of policy development, and or
changes in State and Federal laws. All policy communication should be reviewed by the originator to
determine if there are any impacts to these guidelines. If there are implications, the originator should
email changes to the guidelines by completing information required in the Revision History and any
supporting documentation to be included in the guidelines to MacsisSupporti@mbh.state.oh.us concurrent
with distribution of the policy communication. These updates will be recorded in the Revision History
portion at the back of these Guidelines and will include the Change, Section Revised, Date of Revision
and the person or entity authorizing the change.

GENERAL

‘1. Topic: Change Control Procedures‘

This topic documents the steps needed for requesting or initiating system changes and the procedures for
initiating the changes.

A. General Information

The MACSIS Operations Management (MOM) Team will be used as the primary gatekeeper for
approving and monitoring system build changes and related procedures to ensure compliance
with Medicaid and other State and Federal rules and requirements. Such changes fall into
categories relating to member and benefits within Diamond, as well as changes to existing
schedules and policies for claims electronic data interchange (EDI), accounts payable update
(APUPD), and data extracts/reports.

All change requests must be submitted via email to MacsisSupport(@mh.state.oh.us.

Requests received by close of business on Friday afternoons will be discussed at the next MOM
meeting, typically held every Tuesday from 8-10 am. The email request must contain all
requisite information needed to evaluate and implement the changes as outlined below in hold
typeface for cach type of change. For the most part, changes to the Diamond build will be
entered into the system by State staff based on information received from the requesting board.

-

o
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Most changes can be accommodated with a 30-day notification; unless the change impacts other
boards or is so complex that additional time is needed (e.g. adding a new plan or changes to
benefits). Those keywords that boards can change without prior notification are also listed
under the appropriate change category.

Requests for types of changes not listed below should be sent to MACSIS Support for
evaluation.

B. Changes to Diamond Files

1. Membership

o Adding a New Panel: Boards may add new panels without prior notification to the State.
Panel naming conventions can be found in the MACSIS Naming Conventions document.
Boards will need to add the new panel code to Diamond Keyword PANEL, and also
create a new group/panel affiliation (GRUPP) record for each group and panel. Boards
should notify MACSIS Support of changes made since member reports are
distributed by PANEL and State staff will need to add the new panel to the
distribution list. Additionally, boards will need to build new Non-Medicaid provider
contracts (PROVC) for the new panel(s) and must supply the necessary
documentation for the State to build the Medicaid contracts.

o Adding a New Affiliation Code: Boards need to request the addition of a new code. Use
of affiliation codes must comply with HIPAA regulations and can only be used when the
information is essential to paying a claim. The request should list the business reason
for adding a new code and a recommended S-character code.

o Adding a new Plan Code: Boards need to request the addition of a new plan code
(PLANC) code. This type of addition 1s a very complex build change and should be
requested only after all other possible avenues have been explored to meet the business
need. Changes and additions to general ledger assignments (GLASS), general ledger
references (GLREF), benefit packages and rules (BENEF, BRULE) and group detail
(GRUPD) are required when a new plan is added, and extensive claims testing must also
occur to ensure that claims adjudicate properly. Boards will need to submit
comprehensive documentation outlining the business need for such a substantial
change, and will also need to work with State staff in determining the changes
needed for the ancillary keywords mentioned above. Adding a new plan actually
requires two new plan codes, one for Medicaid and one for Non-Medicaid. This type of
change requires 90 days notice, and will be implemented only twice per year for the
following January 1 or July 1 start date. No retroactive changes can be made. Please
refer to the Benefit Packages section below for additional information and requirements.
Once the build is complete, boards will be required to manually move and enter clients
into the new plan; the State cannot move clients electronically into a new plan due to
limitations in the nightly member update programs.

2. Implementing Rider Codes
Boards that need to implement the use of rider (RIDER) codes to control benefits can do so

by creating the necessary group premium detail (GRUPD) records. Please note that actually
4
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3.

4.

]

triggering the rider codes is accomplished through the use of Benefit Rules thus boards will
also need to follow the procedures outlined below for BRULEs. The new rider codes must
be manually added to the member record. There is no need to terminate the old span and
open a new span with the new rider code since the rider will be effective as of the date
entered into the BENEF package.

Diamond Reason Codes

Boards need to request the addition of a new code. The request should indicate the reason
code type. recommended 5 character codes, the business reason for the change, and the
recommended corresponding 835 Health Care Claim/Payment Advice claim adjustment
reason category and code.

Diagnosis Codes

Diamond contains the 647 ICD-9-CM (International Classification of Diseases, Version 9,
Clinical Modification) diagnosis codes approved by Ohio Department of Job and Family
Services (ODJFS) for Medicaid billing. These codes can only be changed by State staff
when notified by ODIFS of adjustments made at the State or Federal level. See the list of
MACSIS Behavioral Health ICD-9-CM Codes Considered for Pavment under HHIPAA,
Health Insurance Portability and Accountability Act of 1996,
(htip://www.mh.state.oh.us/ois/macsis/codes/bheare.icd9cm.codes. pavmeni.hipaa.pdf) for a
complete list.

Benefits

o Adding/Changing Benefit Rules: Boards need to request additions and changes to benefit
rules (BRULE). Typical changes include adding a rider code, applying or removing a
copay or coinsurance, denying services. holding claims for some services. and limiting
the quantity or dollar amount of services. Boards should submit a request that
describes the intent of the rule and provide a name for the rule that follows the
naming conventions found in the MACSIS Naming Conventions document. A
comprehensive list of all the medical definitions and appropriate rider codes that
will be covered by the rule must also be submitted, along with the effective date of
the new rule and the termination date of any old rules if applicable. Adding a new
rule requires 30 days notice due to the extensive testing needed, and will be implemented
only twice per year for the following January 1 or July 1 start date. No retroactive
additions or changes can be made.

o Terminating a Benefit Rule: Boards need to request the termination of a rule. This
process is less complex than adding or changing rules so the email only needs to include
the rule name and the termination date, which cannot be retroactive. Rules can be
terminated without 30 days prior notice and such a change is not restricted to January or
July.

h
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C. Changes to Claims EDI

1. Changes in Provider Software:

Boards must follow the MACSIS HIPAA EDI Claims File Testing and Approval Policy and
Procedure, Tier 1 and Tier 2 testing
(http://www.mh.state.oh.us/ois/macsis/claims/hipaa.edi.claims.file.test. policv.pdf and
http://www.mh.state.oh.us/ois/macsis/claims/procedure.submit.macsis.hipaa.edi.claim.file.pdf).
for any providers who upgrade or change claims processing software before submitting
production claims files. The test file submitted should contain sufficient claims to ensure that
all contracted procedure codes are pricing and adjudicating correctly.

2. Changes te Production Claims Reports:

With the exception of the Outpatient List Report (OPLST, 102), all Edit and Post reports are
Diamond proprietary formats and cannot be changed. For changes to the 102 report, please
refer to Section D below.,

3. Changes to Production Claims Schedule:

To request a second production run during the week, or permanently change the scheduled
date or time, a request should be sent to MACSIS Support indicating the ad justment
needed. Requests for claims runs outside of the normal time period will be
accommodated based on volume for the week. Every attempt will be made to reschedule a
run, however high volume weeks may preclude a second run due to system resource
limitations.

D. Changes to Extracts and Reports

All change requests should be submitted to MACSIS Support.  Include the file/report name
and specify in detail the proposed changes. Since any adjustments to file structures will affect
all boards, MOM will evaluate the change and determine which user groups must be involved in
the decision to accommodate the requested change. Typically, volunteers from the appropriate
committees will be solicited to meet or confer via phone in order to evaluate the impact and
efficacy of the change being requested.

CLIENTS

‘2. Topic: Clients Enrolled and Services Reported in MACSIS‘

MACSIS is a Client Centered information system. Only those clients receiving behavioral health
services funded in whole or in part with public funds administered through the boards will be enrolled
in MACSIS.

Boards are responsible for assigning clients enrolled in MACSIS a Unique Client Identifier (UCI).
Providers must have a valid UCI for public clients to receive payment or credit for services provided.
6
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Pseudo Client Identifiers are available for non-client specific services and are addressed in Topic 44 of
this document. MACSIS can ONLY receive data for clients that have been enrolled.

b. Topic: New Member Enroliment/UCI Request Processj

A standard Member Enrollment Form can be used to initiate enrollment for a client in MACSIS. This
statewide standard form (http://www.mbh.state.oh,us/ois/macsis/forms/new.member.enrollment.pdf)
includes the maximum number of data elements which can be collected at enrollment.

Boards may choose to design their own enrollment forms but must adhere to the following guidelines:

No data element beyond what is stored in the MACSIS Member Data File can be collected on
any MACSIS enrollment form, with the exception of questions designed to prompt the provider
to ensure the proper procedures are being followed in their office.

Boards must accept the State standard form or any other board’s form from any provider (in-
county or out-of-county) as long as the required data elements are completed on the form, the
data has been verified by the provider for accuracy, the data elements are in the standard form
order and the form is legible. This includes accepting forms which are system-generated and
meet the preceding criteria. See Member Enrollment Form Completion Instructions for further
details about what data elements are required and when
(http://www.mbh.state.oh.us/ois/macsis/forms/mbifrmin. pdf)

Boards may refuse to process an enrollment form where a required data element is not labeled or
valued on the form (i.e.. null or blank value). Simply leaving a data element off a system-
generated form or leaving a value blank will not be interpreted as a “no™ or completed response.
Providers must label and value every required field. If the enrollment form indicates that the
client is in crisis (i.¢., the “In crisis at enrollment?” is marked “Yes™), then the provider must at a
minimum provide the client’s last name, first name, gender (best guess) and real or “default”
date of birth. Every attempt should be made by the provider to subsequently obtain the required
information.

Boards cannot require a provider to mail an enrollment form, if a faxed copy is legible. However,
they can require the provider fax the enrollment form to a confidential fax number, if the number
is made available to the provider in advance.

Providers must complete the physical address where the client is residing on the enrollment
form, but the “county” should be the legal county of residence. The Residency Verification Form
(http://www.mbh.state.oh.us/ois/macsis/policies/rdd/macsis001.pdf) should be used to
communicate further legal county of residency information, if different.

Required data elements will be flagged with an “asterisk™ on the Standard MACSIS Enrollment
Form and will appear in the required order. Boards are encouraged to similarly flag the standard
required data elements on their forms with an “asterisk™ for clarity and consistency. Please note
that some data elements are only required if specifically stated in the board/provider contractual
agreement. The latter data elements will not be marked with an “asterisk™.
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)4. Topic: Cnnﬁdentialitﬁ

The following state and federal laws address confidentiality and related notice requirements imposed
upon Providers, Boards, ODADAS and ODMH in conjunetion with their roles in the public community
mental health system:

® Ohio Revised Code (ORC) Chapter 1347 applies to State and local agencies that deposit
personally identifying nformation into a database. The statute mandates notice to persons whose
data 1s input into the system, and adoption of measures to protect the confidentiality and integrity
of information mput into the system.

e ORC 5122.31 (see also Ohio Administrative Code, OAC 5122-27-08), imposes limitations on
the disclosure of personally identifying information relating to a recipient of mental health care
or treatment.

e 42 Code of Federal Regulations (CFR) Part 2 (Re: Alcohol or Drug (AOD) Confidentiality)

AOD Policy — Consent for Release of Information

o Federal law (42 CFR 2.12 (d)(2)) requires releases of information relating to
AOD treatment (with limited exceptions)

o Notice regarding prohibition on re-release of information also required

o Requires client signature

o Applicable to AOD treatment/services

« 45 CIR Part 164 (HIPAA) imposes limitations on the use and disclosure of protected health
information. HIPAA applies to health plans, clearinghouses and health care providers, and,
through mandated contracts, their business associates.

b. Topic: Sliding Fee Scales and Co-Payments|

The purpose of this guideline is to establish business rules and specify procedures for the assessment of
consumer fees and appropriate billing for services to members whose adjusted annual income and
number of dependents fall within the fee scale established by the local Board. With the implementation
of MACSIS, sliding fee scale is referred to as co-insurance. Co-payments refer to flat-rate minimum fees
and residential fees.

A. Sliding Fee (Co-Insurance)

o  MACSIS will be used to capture the patient sliding fee percentage (referred to in MACSIS
business rules as co-insurance). When claims are processed through MACSIS, the percentage
share to be paid by the member will be calculated based on the allowed amount, deducted
from the total billed amount and the net amount will be paid by the board. It is the provider’s
responsibility to collect the balance from the client. Sixteen (16) rider codes (A - S) have
been set aside for sliding fee. These rider codes correspond to 5% increments beginning with
five (5%) and ending with 95%. A single rider code (A — 8) will be attached to the client and
to a benefit rule for each non-Medicaid reimbursable service. An additional rider code (7)
has been created when a client is responsible for 0% (i.e. Board pays 100%).

8
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e If/when a client’s status changes, such that it changes the appropriate sliding fee scale
percent, the rider code will need to be updated. This must be done manually by the Board
with a new effective and termination date.

s All enrolled clients should have a sliding fee percentage (i.¢., rider code) assigned (e.g. data
collected includes family size and income). Not only is there the possibility of a client’s
eligibility moving from Medicaid to non-Medicaid but Medicaid does not pay for all
services. Therefore. by design. a Medicaid client can receive non-Medicaid eligible
services. The sliding fee can be applied to any non-Medicaid eligible service although there
are many cases were clients are eligible for 100% reimbursement.

e Per ORC 340.03 (9), each board will establish its own sliding fee scale.

o Since a client can only have one effective rider code associated with a sliding fee or
copayment, a board must implement a uniform fee schedule with all contract agencies.

e Processes should be developed to update clients” sliding fee percentages routinely. Untimely
processing may result in clients” rights issues.

e Sliding fee amounts and/or copayments (see below) should not be deducted from the claim
billed amount. Since the client amounts due are calculated in MACSIS, deducting the
amount in advance could result in a double deduction.

B. Co-payments (minimum fee)

MACSIS could be used to compute co-payments. When claims are processed through MACSIS,
the flat-rate amount to be paid by the member will be deducted from the total billed amount, and
the net amount will be paid by the Board. It is the provider’s responsibility to collect the balance
from the client. MACSIS can compute monthly co-pay fees through the use of up to 16 rider
codes. For example: a Board could determine that it wanis the increments to begin with $10 and
end with $550. The appropriate rider code (1 - 9 and T - 7) will be attached to the client and to a
benefit rule (BRULE) for each non-Medicaid reimbursable service.

b. Topic: Removal of Client Data from MACSISl

The purpose of these guidelines is to establish the criteria and process for removing protected health
information (PHI) from MACSIS. Mental Health (MH) Outcomes and the Behavioral Health Module
and to establish ODMH, ODADAS and board responsibilities.

A. Conditions

The following matrix illustrates various scenarios of when it is and is not permissible under
applicable federal and state statutes and policies for the State to delete protected health
information (PHI) from the ODMH and ODADAS systems,
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Scenario Delete Comments
Client enrolled but has no Yes Follow process below
claims
Client has received No Information needs to be maintained in
services(s) paid in whole or accordance with Business Records retention
part with public funds schedule
Client has received services | Yes MACSIS Guidelines — Topic 2 indicates that only
but they have NOT been those clients receiving services funded in whole
paid in whole or part with or in part with public funds administered through
public funds. the boards will be enrolled in MACSIS.
B. Process

The MACSIS Support Desk, hereinafier referred to as State, will timely process requests submitted by
the board to remove client information from MACSIS.

Documentation to substantiate request to remove client information should be maintained at the local
level (board and/or provider) and not routinely submitted to the State. The State reserves the right to
request information as necessary to timely process the request.

Boards or providers can initiate a request on behalf of the client by completing the Request to Remove
Client from MACSIS form. Reason for request must be documented and approved by board prior to
submission to the State. Board approval process should include but not be limited to the following:

e Exploration to assure client has not received services paid in whole or part with funds
administered through requesting board. Board should verify this by checking to make
sure that a net amount of zero is not the result of benefit rules, rider codes or 100%
withhold (i.e. clients served in Women's Set-Aside Grant Program shall not be submitted
for deletion).

State will verify client has not received services in other boards areas
It MACSIS has claims paid by a board other than from the requesting board then the State will work
with those board(s) prior to removing client from database to assure services were not funded in whole

or parl with public funds (i.e. even if netted to zero)

State will take action to remove member and claims information from the MACSIS on-line system.
Information archived (on-line) or on back-up tapes will not be modified.

State will take action necessary to remove client information from Outcomes database.
Board(s) will be responsible for notifying provider of action taken by State.

Provider(s) must submit a delete record to ODADAS in accordance with Behavioral Health Instruction
Manual to delete client information from BH module.

10
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Boards and providers should take necessary action to remove client information from local databases
and files.

’7. Topic: County of Residence

Residency issues will be governed by the ODMH and ODADAS definitions as incorporated in the
Guidelines and Operating Principles for Residency Determinations Among CMH/ADAS/ADAMHS
Boards (hitp:/www.mbh.state.oh.us/ois/macsis/mac.pol.rdd.html).

B. Topic: Residency Guidelines?_

I

The purpose of these guidelines and operating principles is to clarify what is to take place. in
terms of Board responsibilities and residency determinations, when clients seek services outside
their service district of residence.

a. Nothing contained in this document should be interpreted to reduce in any way the obligation
of Boards set forth in ORC Section 5122.01(8) to deal with crisis/emergency situations
which occur within their service districts and to respond to essential client service needs
while residency questions are being resolved.

b. Regardless of residency determination, nothing contained in this document should be
interpreted to constrain the freedom of clients to seek services wherever they wish. Rather, it
is intended to clarify which Board is to deal with such requests and under the auspices of
which Board's Mutual Systems Performance Agreement — M-SPA (i.e., the Community
Mental Health Plan) they are to be considered.

For the purposes of MACSIS, the county of assigned residency determines into which Board’s
service system (i.e. group and plan) an individual is to be enrolled. In special circumstances, a
client may live in a Board area which differs from that to which residency/enrollment has been
legitimately and appropriately assigned.

A fundamental tenet that is to guide residency policy and its interpretation is that continuity-of-
care 1s paramount and that responsibility to ensure this in instances of out-of-district placement
or referral should rest ultimately with the "home" Board from which the client came. A Board
should not be in a position to shift this responsibility by facilitating the relocation of clients to
facilities or services which lie outside its service district. The "home" Board to which a client’s
residency is assigned should carry the following responsibilities (some of which may be
delegated to another entity):

a. Assuring reasonable client access to the services called for in the Board's M-SPA in a fair
and equitable manner.

b. Enrolling eligible persons in its benefit plans in accordance with the applicable business rules
and providing for the provision and management of these benefits.

o

Serving as the local authority for funding, contracting, coordinating, monitoring, and
evaluating services. These responsibilities include clinical oversight and utilization review
responsibilities as authorized by Chapters 340 and 5122 of the Ohio Revised Code.

11
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Providing the necessary financial resources (to the extent such resources are available to the
Board).

Taking the initiative to negotiate and implement workable solutions when problems
involving residency arise.

4. Residency determinations are to be based upon the following:

d.

For mental health clients, the statutory provisions contained in ORC 5122.01(8), which read
as follows:

"Residence” means a person’s physical presence in a county with intent to remain there,
except that if a person (1) is receiving a mental health service at a facility that includes
nightiime sleeping accommodations, residence means that county in which a person
maintained his primary place of residence at the time he entered the facili