CONDUENT

Billing Guidance for
COVID-19 Testing by
Pharmacists In
Pharmacy
Professional Groups

June 2020



Overview conou 43

Member Eligibility
Providing Services
Billing

Additional Information



CONDUENT ’}

Prior to Providing Services

* Prior to beginning any testing, pharmacy locations must notify the Division of Public Health
(DPH) at dhsseoc@alaska.gov so that DPH can maintain a list of participating testing
locations and issue further guidance or orders as needed

* Pharmacists who are collecting specimens or only serving as a dispensing provider and
not performing sample analysis are not considered laboratories; sample collection alone
does not require a CLIA waiver

« Community-based Pharmacies operating as Pharmacy Professional Groups (PPG) who
plan to have pharmacists analyze samples independently using an FDA authorized or FDA
approved point-of-care system must possess a CLIA waiver and adhere to all
manufacturer competency requirements prior to the pharmacists performing the test and
Interpreting the results.



mailto:dhsseoc@alaska.gov
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Alaska Medicaid will only reimburse services provided to an individual eligible to receive
those benefits during the month services are rendered.

« When billing for services in the professional format, you will need to check member
eligibility as a separate process

« Verify member’s identity

« Verify member eligibility for the month services are rendered; eligibility is determined on a
month-to-month basis
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Member Eligibility

Always verify member eligibility by using one of the following options:

* Request to see the member's eligibility coupon or card that shows the current month of
eligibility; photocopy for your records

« Call Automated Voice Response System (AVR):
— 855.329.8986 (toll-free)
 Verify via Alaska Medicaid Health Enterprise portal
— http://medicaidalaska.com
« Fax complete Recipient Eligibility Inquiry Form - General
— 907.644.8126
« Submit a HIPAA compliant 270/271 electronic Eligibility Inquiry transaction
— Consult software vendor
 Call Provider Inquiry
— 907.644.6800, option 1, 2 or 800.770.5650, option 1, 1, 2 (toll-free)



http://medicaidalaska.com/

Check Member Eligibility

ALASKA MEDICAID

HEALTH ENTERPRISE

-

0.
Apr 2, 2015

Skip Navigation | Contact Us | Help | Log out

_CheckEligbity |

* Required Feld

Check Elgibility Print | Help =«

0

— Eligibility Inquiry

— Requester
Provider [D Provider Name Payer 1D Payer Name
1595649 Test-Provider, Dentist 77200 AX Medicaid

To inquire about a specific member's eligibility, enter any of the following combination of fields:

1. First Name, Last Name and Date of Birth and then any other of the ficlds are optional and will be used to verify that the system finds the correct member.
2. Member 1D, First name and Last Name and then any other of the lields are optional and will be used to verify that the system finds the correct member.
3. Member 1D, Last Name and Date of Birth and then any other of the fields are optional and will be used to verify that the system finds the correct member.
4. Hember ID, First Name and Date of Birth and then any other of the fields are optional and will be used to verify that the system finds the correct member.
S. Member 10, Date of Birth and then any other of the fields are optional and will be used to verify that the system finds the correct member.

Note: If the Service From Date and Service To Date are left blank, the dates will be defauled to current date.

Member Information

Member 1D Date of Birth Last Name First Name Middle Initial Gender SSN Service From Date Service To Date  Service Inquiry Type Action

1 B v 8 o 30 +0)
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Search Results
Plesse click on a row s viewthe member's eligidility cetail

Date of Bkth @ Last Mame © Service From Date € Service To Date

|33€34€333 07/26/1967 Smith John Male sssssssss 11122010 11/12/2010 N J

rligihility Confirmation Primt I Melp -« T
* Feguirec Fiels Close
. Confirmation =
Service Fram Date Sarvice ToData Eligidilicy Trace Numbaer

1/322010 33/12/2010 1234562890

Member Information

LaseName FirstName Midale [nizial Sulfix Date of Birth Member ID SEN
Smith John £ Se. 09/03/1970 436587654 3535853538
Acdreass Line } Addrass Line 2 City State o Cencar
123 Main Street 2658 Fairbanks Alssks 00821 F
i Eligibility Status : ' Benefit Plan
Ehgibality Type Elagbikty Code Subtype Code Ebhgibality From Date Elgibiity To Date Plan Description
MED-Mecicald 10 an 01/02/2006 01/18/2006 | Mecicaic FFS 01/01/200: 01/31/2003
QME-QVME 15 AE 01/18/2006 01/31/2006 n-nofn 12322
‘n-nofn 123 >>
. Long Term Care —— Patient Liability
Mo _Arborten oIS [
Begm Date £od Date Provider 10 Provides Narme Begin Date End Date Patieat Liabilty Amount
031/01/200% 01/31/200% 324324232 Providence Sanace Mauntain Haven ‘ i |01/01/200% 127/31/2009% $320
n-nofn 12322>  n-nofn 122 >>
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Plan Description 5

| | Waver Determunations
Warver Determunations

| 'Ned-cu Benefit Plan
Medicad Benefit Plan

j lmauo Berelit Plan
Medicad Bereft Plan

| Ich-ccd Benefit Plan
Medcad Benefit Plan

1 | Medcac Benete pian

| Medicaid Benefit Plan

1-100f12

Carrier 1D 5  Carrier Name 5

Service Type Code S
Medica’ Care
Professional Vst
Medical Cace
Chropractic

Dental Care

Hoso-tal

Emergency Services

Professional Vst

Vison

Carrier Address ¢  Carrier Phone 5 Insurance Type 5  Policyholder 10 5  Policyholder Name S

Covered Service From Date 5
09/14/2017
09/14/2017
09/14/2017
0%/14/2017
O9/14/2017
09/14/2017
09/14/2037
09/14/2017
09/14/2017
owi14/2017

Covered Service To Date 5

091472017
09/1472017
08/14/2017
09/1472017
09/14/2017
0Wia/2017
09/14/2017
09/14/2017
0%/14/2017
09/14/2037

Policy Num/Mcare ID S  Policy Begin Date 5

Policy End Date +

Begin Date —

L 0-00f0

|

End Date 5

Provider ID 5

No Data Avadable

-
Provider Name

| |Mcare MA 12/01/2016 12/01/2016
MCARE Mo 12/01/2016 12/01/2016

| lncm M-Pact D 12/01/2016 12/01/2016 ]
1-30f3 '

Restriction Type ~

Chooae a Dxfferent Member |
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Pharmacist-Run Pharmacy conmmr 43
COVID Testing Flow Chart

|
: . Patient : | :
Patient registers Patient : Patient : :
N presents at sample g sample Patient Patient results
AP —> Pharmacist- - P +—> D —> sample ——> reviewed and
online platform : collected at sent for )
. run testing . . : analyzed communicated
creenin ) esting site analysis
S e test t I

—

Patient registers via
> phone or online
platform with HCP order

Patient sample
sent to Patient
Medicaid- | sample

Patient results
reviewed and
communicated

Patient
registration Patient sample

screened by collected by pharmacy - | enrolled, CLIA- analyzed by : by pharmacist
pharmacist ; certified laboratory : [or ordering
: laboratory ; HCP]




Covered Services and Conditions

* Individuals must have current eligibility for Alaska Medicaid service coverage

« Pharmacists who are licensed or otherwise authorized to practice in Alaska and enrolled
with Alaska Medicaid may collect patient samples under a Pharmacy Professional Group
for analysis for COVID-19 when the client:

— Presents a valid provider’s order for testing from a DO, MD, APRN, or PA, or

— Based on pharmacist screening, meets the State of Alaska Section of Epidemiology’s
most current testing criteria, available at
http://dhss.alaska.gov/dph/Epi/id/Pages/COVID-19/testing.aspx.

« Telehealth services must be performed in compliance with state law.

« Samples collected, under most situations, must be sent to an independent laboratory
enrolled with Alaska Medicaid for analysis
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http://dhss.alaska.gov/dph/Epi/id/Pages/COVID-19/testing.aspx
http://dhss.alaska.gov/dph/Epi/id/Pages/COVID-19/testing.aspx
http://dhss.alaska.gov/dph/Epi/id/Pages/COVID-19/testing.aspx

COVered TeStS CONDUENT

» Only tests authorized or approved by the FDA are eligible for coverage.

« PPGs must work with analyzing laboratories to ensure samples are collected consistent
with that laboratory’s analysis process. Specimen transport medium may be dependent
upon the laboratory.

 |f a pharmacy has FDA-authorized or -approved point-of-care (POC) testing technology
on-site, pharmacists may analyze samples independently if CLIA-walivered; providers
should obtain additional billing guidance from Alaska Medicaid prior to performing POC
test analysis.

« Sample collection for serology (antibody) testing is not a billable service by Pharmacy
Professional Groups at this time and is reserved for specific medically necessary
situations.



Assessment/Screening connum f3.

» Enrolled Pharmacy Professional Groups (PPG) may be reimbursed for pharmacist-run
screening for SARS-CoV-2 viral testing.*

* Reimbursement for screening is not available for patients who present with an order from a
physician, nurse practitioner, or physician assistant

« Pharmacists shall follow the CMO Statewide Standing Order available at
http://dhss.alaska.gov/dhcs/Pages/COVID19-News.aspx

* Maintain appropriate documentation for encounter


http://dhss.alaska.gov/dhcs/Pages/COVID19-News.aspx
http://dhss.alaska.gov/dhcs/Pages/COVID19-News.aspx
http://dhss.alaska.gov/dhcs/Pages/COVID19-News.aspx
http://dhss.alaska.gov/dhcs/Pages/COVID19-News.aspx

CONDUENT ’}

Sample Collection

» Enrolled Pharmacy Professional Groups (PPG) may be reimbursed for pharmacist-run
sample collection for SARS-CoV-2 viral testing.*

« Educate patient; provide instructions on testing procedure and answer any guestions

— Information for providers and patients can be found at
http://dhss.alaska.gov/dph/Labs/Pages/COVID.aspx

« Obtain informed consent
» Collect specimen and package for shipment to independent laboratory per testing protocol
— Maintain proper infection control when collecting specimens.

— Nasopharyngeal swabbing is the predominant sample collection for SARS-CoV-2
testing at this time. PPGs may allow patients to perform observed self-swabbing.

* Pharmacist reports results to patient when received from lab; refer when necessary

*Maintain appropriate documentation for encounter


http://dhss.alaska.gov/dph/Labs/Pages/COVID.aspx
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 All claims must be filed within 12 months of the date you provided services to the member

« The 12-month timely filing limit applies to all claims, including those that must first be filed
with a third-party carrier



Claim Types

Professional Claim Types

Used for billing for medical and other professional services
defined by the AMA in outpatient settings using CPT
(Current Procedural Terminology) code sets including
HCPCS (Healthcare Common Procedure Coding System)
codes

Claim standards governed by NUCC (National Uniform
Claim Committee); www.nucc.org

CMS-1500 paper claims

837P version 5010, ANSI ASC X12 electronic claims,
HIPAA-compliant transaction
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Pharmacy Claim Types

Used for billing for services related to medication dispensing
services (pharmacy)

Claim standards governed by NCPDP (National Council for
Prescription Drug Programs); www.ncpdp.org

ANSI-accredited standards for electronic exchange of
healthcare information

NCPDP version D.0 telecommunications standard, HIPAA-
compliant transaction

HIPAA-covered entities who utilize electronic transactions to submit claims information must use an adopted standard from ASC

X12N or NCPDP (referred to as “HIPAA-compliant transactions”).

https://www.cms.gov/Requlations-and-Guidance/Administrative-Simplification/Transactions/TransactionsQOverview

For more information on health care transaction basics and HIPAA-compliant transactions, visit
https://www.cms.gov/files/document/health-care-transactions-basics. pdf



https://www.ama-assn.org/amaone/cpt-current-procedural-terminology
http://www.nucc.org/
http://www.ncpdp.org/
http://www.x12.org/
http://www.x12.org/
https://www.ncpdp.org/Resources/HIPAA
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Transactions/TransactionsOverview
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Transactions/TransactionsOverview
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Transactions/TransactionsOverview
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Transactions/TransactionsOverview
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Transactions/TransactionsOverview
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Transactions/TransactionsOverview
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Transactions/TransactionsOverview
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Transactions/TransactionsOverview
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Transactions/TransactionsOverview
https://www.cms.gov/files/document/health-care-transactions-basics.pdf
https://www.cms.gov/files/document/health-care-transactions-basics.pdf
https://www.cms.gov/files/document/health-care-transactions-basics.pdf
https://www.cms.gov/files/document/health-care-transactions-basics.pdf
https://www.cms.gov/files/document/health-care-transactions-basics.pdf
https://www.cms.gov/files/document/health-care-transactions-basics.pdf
https://www.cms.gov/files/document/health-care-transactions-basics.pdf
https://www.cms.gov/files/document/health-care-transactions-basics.pdf
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Professional Format Billing Providers

 APRN/Nurse Midwife

« Audiologist

« Behavioral Health: Community Behavioral Health & Mental Health Physician Clinic
« Care Coordination/Care Coordination Agency

» Certified Registered Nurse Anesthetist

« Chiropractor

« Community Health Aide/Practitioner

 Dietician

 Direct Entry Midwife

« Durable Medical Equipment/Respiratory Therapy
« EPSDT

« Environmental Modifications
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Professional Format Billing Providers (cont.)

« Family Planning Clinic

« FQHC/RHC

« Health Professional Group

« Home and Community Based Agency
* Home Infusion Therapy

* Independent Laboratory Services
* IHS & Tribal Services/Tribal Clinic
 Nutrition

« PCA/Agency

« Physician

« Physician Assistant

« Podiatry
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Professional Format Billing Providers (cont.)

* Private Duty Nurse

* Prosthetic & Orthotic Supplier

* Psychologist

« Radiology Services

* Residential Supported Living

« School-Based Services

« Targeted Case Management

* Therapies: Occupational, Physician, Speech-Language
* Vision

 Pharmacy Professional Groups



Claims Submission Methods CONDUENT 3

There are several billing options for Alaska Medical Assistance providers for professional claims.
« CMS-1500, Professional Claim Form (paper claim)
» Alaska Medicaid Health Enterprise web portal
« 837P Transaction (electronic claim using billing software)
— Companion Guide: http://medicaidalaska.com
— Implementation Guide (referred to as TR3): http://www.wpc-edi.com

— PPGs should consult their respective software vendor to gain knowledge of their specific
software

« Payerpath (electronic claim)



http://medicaidalaska.com/
http://www.wpc-edi.com/
http://www.wpc-edi.com/
http://www.wpc-edi.com/
http://www.wpc-edi.com/
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CMS 1500

Eh7E
s
HEALTH INSURANCE CLAIM FORM

APPROVID Y NATIONAL UNIFORM CLAM COMMITTER (NUCT) 032
CA A

1 s o s METRCAD TRCASE Oy a W{F_‘. ﬁ‘ Ml'l NESELTS O N R For Pragram e 1)
[ ) || e | powoeon Meewow | | 9 ) on |
2 PATENTS NAME (et Mawe, Meat v, Mickdo it 3 PATINTY BT QAT sex | & NOURECS NAME (Lot Mo, ot M, MikSSe i)
. “ [ |
S PATENTS ACORERS (e, Sowe € PATENT RELATIONSHP TO NSURED 7 NEIAETS ACOREES (s . Breeg)
o | mpome] (o | Ovwe
oy STATH | @ RESERVED FOR NUCC USE oy A i’ﬁkil_
|
» cooe TELEPMONE Oretate Arsa Coey 2r cooe TELE PMONE (eate Aven Cotes

£ 1 ( U
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| I I . OTHEN INSURIITS FOLCY OR GAOUP NUMBER & ENLOVMENT? (Comert o Pevioum) A
[ a a 0 o A s
vs : ’
» o

& RESIFVED FOR NUCC USE AUTO ACCIRNTY »' PADE e |5 OTHER CLAN IO (etgraned by MIOC
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ngn i SR g
™ A INBLIVANCE PLAN NAMEE O PROGAAN NAME a1 RAN CODES (D <ot Sy MUOC) | & ¥ THERE ANOTHER MEAL TH BENEFTT PANT :
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- ATAD BACK OF FOAS B7TOAT COMMETING 4 SOXIE0 THR rOAM. 1) NEUREDYS OR AUTHORDITD PEASONG BIGNATURE | sutvots
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The Alaska Medicaid CMS-1500 Claim Form Instructions can be reviewed

on http://manuals.medicaidalaska.com/docs/ProviderReference.html
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Flelds 1 -7

1. MEDNGARE METHCAID

ﬁm FLAN

[ | medicares) | | ocicaive) || powsens; || suemperon || g0

1a. INSURETFS |.D. MUMBER

{For Program in lem 1}

2 PATIENTS NAME [Last hame, First Hame, Midde Inliaf) 3 Ph‘lﬂ]EN'l"BﬁEl
|

4. INGURED'S NAME (Layt Mama, Frat lams, Midde Intialy

5 PATIENT'S ADDRESE [Nao_, Sirest)

E. FATIENT RELATIONGHIP TO INGLURED

BuﬂD EpumnI:GhIH:I D‘hﬂr| |

¥. INBURED'S ADDRESS (Mo, Strmel)

CITY

(

[ STATE | 8. RESERVED FOR NUCC USE

CITY

STATE

ZIP QODE TELEPHOME fInciude Area Code}

£IF LLDE

TELEFHONE {include Aned Cade)

(

)

Field 1, (M), Medicare/Medicaid/ TRICARE/etc.
— Select Medicaid

— For Medicare crossover claims, select both Medicaid and Medicare

Field 1a, (M), Insured’s ID Number

— Enter the member’s 10-digit Alaska Medical Assistance identification number

Field 2, (M), Patient’'s Name

— Enter the Medicaid recipient’ name as it appears on the eligibility card or coupon

Field 3, (O), Patient’s Birth Date, Sex

Field 4, (O), Insured’s Name

— Medicaid recipient is always the insured

Field 5, (O), Patient’s Address

Field 6, (M), Patient’s Relationship to Insured
— Select Self

Field 7, (O), Insured’s Address

M = Mandatory C = Conditional O =Optional B = Leave Blank

FORMATION



B, CTHER INSURELD™S MAME (Last Nams, First Hama, Midde inlial)

Fields 8-9d

b. REGERVED FOR NUGT LIGE

&, RESERVED FOR NUGE USE

o INSURANGE FLAN NAME DR PRROGRAM NAME

- Field 8, (B), Reserved for NUCC Use T
« Field 9, (C), Other Insured’s Name

— Complete if the recipient has other insurance, except if an approved TPL avoidance record applies to
services billed, leave blank

 Field 9a, (C), Other Insured’s Policy or Group Name

— Complete if the recipient has other insurance, except if an approved TPL avoidance record applies to
services billed, leave blank

 Field 9D, (B), Reserved for NUCC Use
 Field 9c, (B), Reserved for NUCC Use
 Field 9d, (C), Insurance Plan Name or Program Name

— Complete if the recipient has other insurance, except if an approved TPL avoidance record applies to
services billed, leave blank

M = Mandatory C = Conditional O = Optional B = Leave Blank

26



Fields 10 — 11

[ves [ ]me

b. AUTD ACGIDENT? o
[ Jves [ |me oy,

¢, CTHER ACCIDENT?
[ Jves [ |mo

10, IS PATIENT'S CONDIMION RELATED T

| 5. EMPLOYMENT? (Gurrant ar Previous)

11, INSUREDYS POLICY GROUP OR FECA NUMBER

. INSURED'S DATE OF BIRTH
M | ¥y
| M|
b. OTHER CLAIM ID (Designazed by NLICC)

& INSURANCE PLAN NAME OR PROGRAM NAME

* Field 10a, (M), Is Patient’s Condition Related to Employment?
* Field 10b, (M), Is Patient’s Condition Related to Auto Accident?
« Field 10c, (M), Is Patient’'s Condition Related to Other Accident?
* Field 10d, (C), Claim Codes (Designated by NUCC)

— An attachment is required for each reported code

— Refer to the provider billing manual for details on attachment requirements for abortion and sterilization services

» Field 11, (C), Insured’s Policy, Group, or FECA Number

10d. CLAIM CODES {Deskgniated by NUCC)

— For Medicare crossover claims, enter Medicare, even if another TPL exists

* Field 11a, (C), Insured’s Date of Birth, Sex
— Use to report TPL-related insured’s information, only
* Field 11b, (C), Other Claim ID (Designated by NUCC)
— Use to report TPL-related information, only
* Field 11c, (B), Insurance Plan Name or Program Name
* Field 11d, (M), Is There Another Health Benefit Plan?
— Choose yes to report health plans other than Medicaid

M = Mandatory C = Conditional O = Optional B = Leave Blank

d. |5 THEHE ANOTHER HEAL TH BENEFT PLANT

[[Jves [ [

N pus, completa hems 0, D2 and Sd.



Fields 12 - 13 e 3

READ BACK OF FORM BEFORE COMPLETING & EMINING THIS FORM. 13, INELRELYS OR AUTHORIZED PERSONE SIGNATURE | autharzn
12, PATIENT'S OR ALTHORIZED PERGON'S SIGNATURE J autharize the misase of sy medisal or ather Information recesaary paymant of medical beneftta to the undersigned physician or supplier for
1o process this cleim. | slso request poyment of govemment Genedis siber io myss! o o the Pty Wwho Becspis. s nrment sericon descrbad bolow,
boes ke,
BIGNED . DATE BIGMED

* Field 12, (M), Patient’s or Authorized Person’s Signature
» Field 13, (M), Insured’s or Authorized Person’s Signature

M = Mandatory C = Conditional O = Optional B = Leave Blank



Fields 14 - 18 oo 1%

14. DATE OF CLIRRENT ILLNESS IRIIRY, of PFREGNANCY { MF) (15. GTHER RATE 18. DATES PATIENT LINABRI IF TO WORK IN CURRENT DCCUPATION
MM | DD ¥ | [ MM | DD, YY MM | DD YT MM | DO ¥y
| QUAL . l ! FROM | TO |
17. HAME OF REFERRING PROVIDERA OR OTHEHR S2UHCE 18. HOSFITALIZATIOM DhA HELATED T CLIRRENT SERVIC
. wl [ ] A TEN DAY URRENT SERVICER,
I 17| NP FROM : O : :

Field 14, (O), Date of Current lliness, Injury, or Pregnancy (LMP)

— If date is reported, applicable qualifier is required

Field 15, (O), Other Date

Field 16, (O), Dates Patient Unable to Work in Current Occupation

Field 17, (C), Name of Referring Provider or Other Source

— Referring, ordering, and prescribing providers must be enrolled with AK Medical Assistance

— If member is enrolled in the Care Management Program and rendering provider is not the
primary care provider (PCP), a copy of the PCP’s referral must be attached to the claim

Field 17a, (C), Other ID #

— Required if a provider is entered in field 17

Field 17b, (C), NPI #

— Required if a provider is entered in field 17

Field 18, (B), Hospitalization Dates Related to Current Services

M = Mandatory C = Conditional O =Optional B = Leave Blank



Flelds 19 - 21
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* Field 19, (O), Additional Claim Information (Designated by NUCC)

 Field 20, (B), Outside Lab? $ Charges
 Field 21, (M), Diagnosis or Nature of lliness or Injury
— Enter 0 as the ICD indicator
— Enter the appropriate ICD-10 diagnosis code or codes
 COVID-related: Z11.59 (screen), Z20.828 (exposure)

— The diagnosis pointer In field 24e refers back to this field

Example:
19. ADDITICNAL CLAIM INFORMATION (Dasignatad by NUCC) = OUTSIDE LAB? $ CHARQES
[ |yes | |no
54, DIAQINGEIS OF. NATURE OF ILLNESE 0f INJUFY Rslats AL to servisa [N balow (24 22, ISSION
©4E 1comd Eﬁ'ﬁ“ DORIGINAL REF. NG
A 21159 B c. D.
29. PRIOR AUTHORIZATION MUMBER
E. | E. | a. H.
L | 4 | K L

M = Mandatory C = Conditional O = Optional B = Leave Blank
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Flelds 22 - 23

2 gﬁﬁmmmu DRIGINAL REF. NQ.

23, PRIDE AUTHORIZATION MUMBER

* Field 22, (B), Resubmission and/or Original Reference Number (for rebills)

* Field 23, (C), Prior Authorization Number
— If service billed requires authorization, enter the alpha-numeric prior (service)
authorization ID
— Not applicable for COVID-testing

M = Mandatory C = Conditional O = Optional B = Leave Blank



Fields 24 conoueT f3

e Section 24
— Section 24 is used for entering information about billed services

— In the shaded area of section 24, enter supplemental information to
support the billed service

[24. A. DATE[S)OFSEMWE | B | C. | O PROCEDURES, BERVICES, OR BUPPLIES E. F. @ [H L] n =
Fren To PLACEOF [Expialn Linusal C!roumstanoss) DIl RGNS ki ""“F,,‘-'" I RENCERING o
MM DD Y MM DD Y |GERMCE| FWMG | CFTHCPCS | MOJIFIER POINTER 8 CHARGES LNTE | Pan | CLAL PRCYIDER 0. 4 -
-l ]
- | 8
5
|

| i
| MPI i
-
| 2

I MPI
l | | | =

M = Mandatory C = Conditional O = Optional B = Leave Blank



Fields 24a — 249 conmmr 13

* Field 24a, (M), Dates(s) of Service
— Submit single dates of service only; spanned dates will be denied
* Field 24b, (M), Place of Service
* Field 24c, (C), EMG
— Note: Emergency services are not subject to cost sharing
— Refer to provider billing manuals for definition of emergency
* Field 24d, (M), Procedures, Services, or Supplies
* Field 24e, (M), Diagnosis Pointer
 Field 24f, (M), $Charges
* Field 249, (M), Days or Units
— If member is a resident of a long-term-care facility, enter LTC in the shaded area

— For J Codes, use the NCPDP billing unit standard for the medication; correct billing
units are available at http://www.ncpdp.org/Standards-Development/Billing-Unit-
Requests

M = Mandatory C = Conditional O = Optional B = Leave Blank


http://www.ncpdp.org/Standards-Development/Billing-Unit-Requests
http://www.ncpdp.org/Standards-Development/Billing-Unit-Requests
http://www.ncpdp.org/Standards-Development/Billing-Unit-Requests
http://www.ncpdp.org/Standards-Development/Billing-Unit-Requests
http://www.ncpdp.org/Standards-Development/Billing-Unit-Requests
http://www.ncpdp.org/Standards-Development/Billing-Unit-Requests
http://www.ncpdp.org/Standards-Development/Billing-Unit-Requests

Fields 24h — 24| conovaT

* Field 24h, (C), EPSDT/Family Plan
— AK Medicaid requires reporting for EPSDT related services
— Use the appropriate reason code found in the NUCC manual to represent the EPSDT-related service
— Enter Y in the unshaded if the service you are billing for is family planning

* Field 24i, (C), ID Qualifier
— Typical providers — AK Medicaid strongly recommends using the rendering provider taxonomy and qualifier
ZZ

— Atypical providers — enter G2

* Field 24j, (C), Rendering Provider ID #
— Refer to your AK Medicaid provider billing manual to determine if you are required to identify the rendering
provider on your claims
— Typical provider — in the shaded area, enter rendering provider’s taxonomy/AK Medicaid Contract ID

— Atypical providers — enter 7-digit provider ID number

M = Mandatory C = Conditional O = Optional B = Leave Blank



Field 24 Shaded Area cooURNT §3-

Shaded area used for supplemental information to support the billed service when applicable
* NDC information to support the J codes
Narrative description of unspecified codes

Contract rates
Universal Product Numbers for reporting medical and surgical supplies

Anesthesia duration



Pharmacist-Run Pharmacy conmmr 43
COVID Testing Flow Chart

Patient results

Patient reviewed and
registration Patient sample communicated

screened by collected by pharmacy - | enrolled, CLIA- analyzed by : by pharmacist
pharmacist ; certified laboratory : [or ordering
: laboratory ; HCP]

Patient sample
sent to Patient
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|
Patient registers ot Patient : Patient . :
N presents at sample g sample Patient Patient results
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Pharmacist-Run Pharmacy
COVID Testing Flow Chart

|
Patient |
|

Patient sample

Patient registers Patient Patient
via phone or presents_ at sample sample
online platform B REECES | collected at ; sent for
__f_:_ run testing : . ! .
(sr ) site testing site | analysis
CPT 3 ;
99421 Pa CPT g
or — IathcL) 99211 !
A 2 |
99441 : ;
[
!
|
|

Patient sentto
registration Patient sample Medicaid-
screened by collected by pharmacy ; enrolled, CLIA-
pharmacist : certified
: laboratory
|

—_—

Patient
sample
analyzed

Patient
sample

analyzed by
laboratory

—_—

CONDUENT ’}

Patient results
reviewed and
communicated

Patient results
reviewed and
communicated
by pharmacist
[or ordering
HCP]




Fields 24 e

» Section 24
— Online digital check-in screening

24. A.  DATE(S) OF SERVICE _ aﬂJ C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. - Q. L:-I:.r k J. 3
From To PLACE (Expialn Unusual Clreumstances) DIAGNOSIS i Farly| D RENDERING

MM DD wa¥¥ MM DD YY |SEWCE| EMG | CPTHCPCS | MODIFIER POINTER 8 CHARQES UNTS | Pan | QUAL PROVIDER ID. # =

1 Co |  ZZ | 183500000X §

08 |05 {20 | 08 05 |20 99 o921 | | | | A $19.20 | 1 NP1 | [PHARMACIST NPI] §

2 77 | 183500000X -

083 i05 iz[] 08 05 izo 99 99211 [ i i i A $26.37 i 1 “wet | [PHARMACISTNPI] T




Fields 24 e

« Section 24
— Telephone check-in screening

24, A.  DATE(S) OF SERVICE _ B..ﬂJ C. | D. PROCEDURES, S8ERVICES, OR SUFPLIES E. F. Q@ [H & J. S
From To PLACE (Explaln Unusual Clreumstances) DIAGNOSIS i Farty D RENCERING
MM DD wy¥ MM DD YY SERWCE| EMG | CPT/HCPCS | MODIFIER PCINTER 8 CHARQES UNTS | Pn | QUAL PROVIDER ID. # =
. 77 | 183500000 =
| [ | r 1
08 i 05 | 20 08 05 | 20 | 99 99441 | i | l A $18.07 i 1 NPt | [PHARMACIST NPI] §
2 Z7 | 183500000X r 4
08 ED5 Ez[] 08 05 izo 99 99211 | i i i A $26.37 lI 1 “wet | [PHARMACIST NPT i




Fields 24 e

« Section 24
— Sample Collection only; order from other HCP

24, A, mm[s]crm_ EGJ C. | D. PROCEDURES, S8ERVICES, OR SUPPLIES E. - @ | H L & s
From To PLACE (Explain Unusual Clreumstances) DIAGNOSIS i Farly| D RENCERING

MM DD ¥ MM DD YY SEWKE| MG | CPTHCPCS | MODIFIER PCINTER 8 CHARQGES UNTS | Pan | QUAL PROVIDER ID. # i=

. 77 | 183500000 -
| ' | ' '

08 |05 {20 | 08 05 [20 99 99211 | | | A $26.37 | 1 NP1 | [PHARMACIST NPI] E

2 I | | [ I | 2
| I

1 o

| | I L | [ I




Paper Claim Form Font and Alignment

« Alarge percentage of paper claims are processed through a scanner that extracts the information from the claim.
It is very important that providers ensure printed paper claim forms are legible and correctly aligned to prevent
processing errors. Also, do not use red ink because the scanner is designed to overlook anything in red.

« Use a font that clearly distinguishes between all characters, such as “O” vs “0”, “I” vs “1”7, and “2" vs “Z”

024429 '
2 024429 7370

Can you immediately tell the difference between “O” and “0” or “2” and “Z”?

 The scanner can interpret information only if it directly resides within each field. If the alignment is off, data may
be lost or misinterpreted.

77982 ﬂ
What the

What was 1—
submitted 252 $1 1 m scanner reads
20609 [




Web-based Claim Submission



Health Enterprise conmmr 13
Web-Based Claim Submission

* Providers can also bill through Health Enterprise portal

* Must be enrolled with AK Medicaid and have an account on the portal
 Individuals submitting claims must use their personal, unique log-in credentials
» Accessed through www.medicaidalaska.com

» Detailed CBTs available on the Learning Portal at
http://manuals.medicaidalaska.com/docs/akmedicaidtraining.htm select Providers>
Enterprise>Enterprise Service Areas to see the full array of automated trainings available



http://www.medicaidalaska.com/
http://manuals.medicaidalaska.com/docs/akmedicaidtraining.htm

45

Create New Claim

ALASKA MEDICAID

HEALTH ENTERPRISE

Administraticn | Oct 3, 2013
Skipc Navipation | ContactUs Help | Search | Log out

=1

Authorizations » Nanage Users » Lookups b r Iy Account »
i | 1

el = > ||| create Protessiona Ciaim |
Provider Identitication Manage Claime » Cicele IssUlulione Clcim
Create Templiates » c
|Provider 1D: 22579647 ' SR Pl
IPruvider Bame: Manage Templates » Crezte Ciain fram Template
Address: Claim Status Inquiry Create Clain from Proczssed -
[ omes - cres :
Pharmacy Clzims Sutmission Crezte
—y N Transpo-tation/Aceammadationr | No Data
© Trading Partner Encoliment Clain |

© Prowider Manuals
© Bereofitc Overview
© Provider Inquiry

[ Get
© Provider Training Registration If you are unable to view PDFs, please download Adobe Reader. -
© rrovider raQ

PEADCR™

© Provider Recoirose _
£>] Messages & Announcemerts Pleace complete the curveyv by clicking here.

© Adc a Service _ocation

fSOVernor's |1 3sk FCrce on Access o

©2013 Xerox State -ealthcare LLC. All Rights Resarved.
Privacy Folicy | Site Meop | Terms of Use | Drowser Requirements | Accessbility Compliance

Starting on your Home page, hover over Claims, then over Create Claims and choose Create Professional Claim




Form View vs. 837 View conpuenT 3,

ey Professipnsl Clam Frint | Help = [
Reguired Faeld Switch to B37-Entry Vi

4 foam conbaing data wsed to enber o CMS-1500 forn for the Medicaid Program, IF you wish to enber additional 37 related data, please click the Switch to 837-Entry View link above.
pmosis Pointer 1 b5 requared
noedure Code is reguined

* There are 2 different views of the Health Enterprise claim form screens

« Form view is formatted to look like the CMS-1500 claim form and shows all fields in one continuous screen
« 837 view has the same fields but is formatted somewhat differently and organized in tab sections

* Providers may toggle between the views as needed

* The Switch View link in the upper right corner of the screen allows providers to change between the views
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Void or Replacement Claim

2 | Is this a void/replacement of a previously processed claim?

............

9iYes No
Claim Resubmission Information

*TCN to Credit / Adjust Note: For Void/Replacement of a Previously Processed claim, prior claim data (if available)
will populate
once the user has either a) tabbed out of the TCN field,
or b) selected another field on this page.

*Resubmission Type Code

b

« Usually “No”; if this is a void or replacement claim select “Yes”
« Selecting “No” moves you forward in creating your new claim
 If “Yes”, select the Resubmission Type Code from the drop down box either Replacement or Void

— Enter the TCN you are replacing or voiding
— This is only applicable for claims that were submitted through Health Enterprise



Patient Information conpuen 4.

= Eesayuri el Foislad

This form contains data used (o snter & CHMS- 1500 foro for The Meadiosd LT T u AR wish 1o anter additional 837 related l‘ln!’n, uhulll-!l wlia b the switach 1o A F - ey Views bk sl

T | s this a vosd/replacemant of a previcusly processed claim?

Subimitter Information

------- Al Tnsured Tnloravalion

« Enter member-specific information

 Required fields are noted with an *
* Fields with a drop down box with options to choose from are represented with a ¥



Third Party Liability conoueut 43,

? | Is there another Health Benefit Plan?

9 Yes No

Other Insured's Last Name First Name Ml Suffix
v
Other Subscriber ID Group or Policy = Insurance Plan or Group Name Benefits Assignment Certification

v

* |Indicate if the member has another Health Benefit Plan
* If Yes, complete the fields to provide all relevant information



Referring Provider compumr g3

Prowider o Suppler Iaformation

Referring Provides

The prescribing provider is either the Pharmacist or the Ordering HCP



Condition Information coNpuENT 13,

= Condition Information

| Add Condition Code

Sequence Number Condition Code *

- -

No Data Available

0-0of 0

Mew Condition Code Save | Reset | Cancel

Sequence Number Condition Code
1

* If the member condition is related to an accident enter the applicable code

51



Claim Detall

I Diagnosis Codos

1. 2. 3.

Service Line Items

Service Dates

Begin = End e =

.

No Data Available
0 -0 ofoO
Add Service Line Itam

-

| Line Item Charge Amount

Add Saervice Line term

Savea | Reset | CTancel

*Service Date Begin *Service Date End
ure fe -
agn -
. ~ - 3 -~ ~
DT Ind [ ning Ind I erge d I
I o L N ode
~

Rende ovidear NP1 Rendearing o - =

Place of Service
-
o Iter o -y e  "Units
-
3
Mermbe ar e ¢ exe

You N

nal
Randearing vide v

» Enter the appropriate diagnosis code(s)
— Z11.59 for screening
— Z20.828 for exposure

CONDUENT ’}

« Enter the service details as required by the * and click save (save must be completed after each line entry)

» Enter Rendering Provider NPI (other fields are optional)



Claim Detall (cont.

I Diagnosis Codaos

| Service Line Items

‘Modifiers Diag Pointers

2 |3 |e |x 12 '3 -

No Data Available
O - 0 of0O
Add Sarvice Lina Itam

| Line Item Charge Amount
-

Add Saervice Line term

Savea | Reset | CTancel

date Begin *Service Date End Place of Searvice

= (53

*Units

« Select Place of Service code
— 15 for Mobile Units that move from place-to-place
— 01 for Pharmacy if collected inside the pharmacy’s physical walls

CONDUENT ’}

— 99 for Other Place of Service if outside physical walls of a clinic or pharmacy (e.g., drive-thru parking lot)

« Use procedure code 99421 or 99441 for risk screening
» Use procedure code 99211 for sample collection



Additional Claim Information CONDUENT 3,

Additional Claim Information

*Patient Account = *Total Claim Charge Al

ider Signature on

« Enter additional claim information as required by *

« Enter the member account number as assigned by the organization
« Enter total claim amount

« Enter the place of service

« Enter primary payment information if applicable

 Indicate assignments

* Indicate provider signature is on file



Attachments

[(2) Does this claim have Attachments?
@ ves © No

Claim Attachments
Type Attachment & Attachment Transmission Code +

\ No Data Available
0-0o0f0

: New Attachment

Attachment Control 2 <

Add Attachment

Save | Reset | Cancel [

*Attachment Transmission Code

*Type Attachment
-

~|Admission Summary
|Allergies/Sensitive Document
|Ambulance Certification
|Autopsy Report
|Baseline

{Benchmark Testing Results
|Blanket test Results |

m

Attachment _ontrol =

!

* |f the claim has attachments indicate Yes
e Click on the Add Attachment button, the screen will refresh
* Indicate the attachment type from the option in the drop down box

CONDUENT ’}



Attachments (cont.)

(2] Does this claim have Attachments?
® ves © No

Claim Attachments

Type Attachment & Attachment Transmission Code & Attachment Control # 3

No Data Available

0-0o0f0

Add Attachment

New Attachment

Save | Reset | Cancel [

*Attachment Transmission Code Attachment Control #
v

*Type Attachment

Available on Request
{By Mail
|Facsimilie

 Indicate manner that attachments will be submitted and save

« System will generate Attachment Control # - document this number on the attachments
you submit

« Remember to click Save in this section

CONDUENT ’}
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Service Facllity Location Information

Service Facility Location Information

*Org / Last Name

*Address 1
Address 2

*State *Z\p and Extension
National Provider ID Provider Commercial 2

* Enter all relevant information about the location where the services were rendered



Billing Provider Information

» Enter information about the billing provider in these fields

» The billing provider is the PPG

» The buttons for saving and submitting the claims are shown at the bottom of the screen

Billing Provider Information

*State

CONDUENT ’}



Pay-To Address coroon >

| ; Is the Billing Provider Address also the Pay-To Address?

Q9 iYes No

* This field defaults to Yes as per enroliment.
* |If the answer to this question is No, an update will need to be made to the enroliment file.



Other Electronic Claim Submission

CONDUENT
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PayerPath

* Providers may bill electronically using PayerPath
« Claims are submitted via the internet
— Free internet-based claims submission system
— Immediate claims editing
— Correction prior to submission

— Patient re-bill demographics

— Export files from practice management systems to PayerPath, eliminating
the need for “double entry”

« PayerPath is not available for all provider types
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Practice Management Software

« HIPAA mandated 837 format (X12N/005010X222A1)

« Use existing practice management software to export files in a HIPAA
compliant format and submit the files to Conduent electronically

* Your software vendor will know if your software can export an electronic file
« Other transaction types are available as well as 837



CONDUENT ’}

Electronic Claim Submission Requirements

Provider or Billing Agent Information Submission Agreement
Successful testing of electronic claim submission

— Provide valid/real data in test files

— Recommend at least 25 — 50 transactions but not more than 200
Billing Agent should review the negative acknowledgement

Once testing is successful, you will be notified that you can begin to submit production
transactions
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Electronic Billing Resources

« Contact Conduent Electronic Commerce Customer Support (ECCS) coordinator at
AKHIPPA@conduent.com

» Alaska Medicaid Specific Companion Guide

— http://medicaidalaska.com Documentation> Documents & Forms>Companion Guides, select Alaska
Enterprise 5010 837P Companion Guide v1.07

* Implementation Guide
— http://www.wpc-edi.com



mailto:AKHIPPA@conduent.com
http://medicaidalaska.com/
http://www.wpc-edi.com/
http://www.wpc-edi.com/
http://www.wpc-edi.com/

Additional Information
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Recordkeeping

» Recordkeeping requirements are documented in the Individual Provider Agreement and
Tax Certification and Group Provider Agreement and Tax Certification

 Although most recordkeeping requirements are consistent for all providers, some
requirements are provider-type specific

* Providers must maintain complete and accurate clinical, financial, and other relevant
records to support the level of care and services for which they bill Alaska Medical
Assistance for a minimum of 7 years from the date of service [7 AAC 105.230]

* Providers are subject to audits, reviews and investigations [7 AAC 105.240, et al.]

Providers must ensure their staff, billing agents, and any other entities responsible for any
aspect of records maintenance meet the same requirements.


http://manuals.medicaidalaska.com/docs/dnld/Form_Individual_Provider_Agreement.pdf
http://manuals.medicaidalaska.com/docs/dnld/Form_Individual_Provider_Agreement.pdf
http://manuals.medicaidalaska.com/docs/dnld/Form_Group_Provider_Agreement.pdf
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Additional Resources

Alaska Medicaid Health Enterprise website at http://medicaidalaska.com.
 Information necessary for successful billing

* Includes provider-specific Medicaid billing manuals and fee schedules

« Diagnosis codes: https://www.cdc.gov/nchs/data/icd/COVID-19-quidelines-final.pdf

* Place of Service codes: https://www.cms.qgov/Medicare/Coding/place-of-service-
codes/Place of Service Code Set

You may also call:

* Provider Inquiry
— Eligibility only — 907.644.6800, option 1,2 or 800.770.5650 (toll-free), option 1,1,2

— Claim status and other inquiries — 907.644.6800, option 1,1 or 800.770.5650 (toll-free),
option 1,1,1


http://medicaidalaska.com/
https://www.cdc.gov/nchs/data/icd/COVID-19-guidelines-final.pdf
https://www.cdc.gov/nchs/data/icd/COVID-19-guidelines-final.pdf
https://www.cdc.gov/nchs/data/icd/COVID-19-guidelines-final.pdf
https://www.cdc.gov/nchs/data/icd/COVID-19-guidelines-final.pdf
https://www.cdc.gov/nchs/data/icd/COVID-19-guidelines-final.pdf
https://www.cdc.gov/nchs/data/icd/COVID-19-guidelines-final.pdf
https://www.cdc.gov/nchs/data/icd/COVID-19-guidelines-final.pdf
https://www.cdc.gov/nchs/data/icd/COVID-19-guidelines-final.pdf
https://www.cms.gov/Medicare/Coding/place-of-service-codes/Place_of_Service_Code_Set
https://www.cms.gov/Medicare/Coding/place-of-service-codes/Place_of_Service_Code_Set
https://www.cms.gov/Medicare/Coding/place-of-service-codes/Place_of_Service_Code_Set
https://www.cms.gov/Medicare/Coding/place-of-service-codes/Place_of_Service_Code_Set
https://www.cms.gov/Medicare/Coding/place-of-service-codes/Place_of_Service_Code_Set
https://www.cms.gov/Medicare/Coding/place-of-service-codes/Place_of_Service_Code_Set
https://www.cms.gov/Medicare/Coding/place-of-service-codes/Place_of_Service_Code_Set
https://www.cms.gov/Medicare/Coding/place-of-service-codes/Place_of_Service_Code_Set
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