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VERMONT HEALTH ACCESS ADVISORY
________________________________________________________________________________________________________________________________

This Advisory Newsletter is an important link between your office and the programs administered by the Office of Vermont Health Access.  It should be read by all medical and administrative personnel in your organization.  We recommend that all issues be kept and used as a handy reference to medical assistance policies and billing matters.
EDS

 P.O. Box 888

Williston, VT 05495-0888 

800-925-1706   or   802-878-7871

HIPAA HIGHLIGHTS

July 1, 2004 is the final deadline for HIPPA Compliance.
EDS IS HIPAA-COMPLIANT. . .

However, many clearinghouses/billing services are not.  The following list of clearinghouses/billing services have been approved by EDS for submission of the 837 transaction set:

· Bonnie McDermott

· Claims Processing Service (CPS)

· Cortex EDI Inc.

· IDX Systems

· Medical Office Support Services

· PROXYMED

· SecureHealth/Claims Network

· SSIMED

· Vermont Billing Services

· WEBMD/ENVOY

· Triad Medical Billing Services

· Healthcare Computer Corp

· Vermont Educational Billing Services

· Physician’s Computer Company (PCC)

· New England Medical Practice Mgmt

· Syndetic, Inc

· NDC Health

· CPSI

· McKesson

· Monica Sheffert

· McCormick’s Medical Billing

This list is accurate as of June 14, 2004.  If your clearinghouse/billing service IS NOT on the list, it is your responsibility to ensure that yours is compliant.  However, EDS will work with you to eliminate potential Medicaid payment disruptions.

ALL PROVIDERS

Delmarva’s Contract Ends

Due to the State of Vermont’s reorganization, the Delmarva’s contract will not be renewed. The OVHA took over all of Delmarva’s current responsibilities beginning June 9, 2004.  This will include all prior authorization requests, hospital notifications and out-of-state hospital concurrent reviews.  All further correspondence will need to go to the Office of Health Access, Attention: Sondra at:
Phone:  (802) 879-5903 or FAX:  (802) 879-5963

NOTE:  Billing questions will continue to be handled by EDS.  Beneficiary questions will continue to be handled by Maximus. 

ELECTRONIC CLAIMS SUBMISSION
As claim files are received they are first loaded into our
system, assigned an Internal Control Number (ICN) and then released by the recipient unique ID number.  The claims are not released in the order they are sent by  the provider.  Occasionally, providers may find that some claims submitted in a particular file are not listed on their remittance advice in the paid, denied, or suspended sections.  When this occurs, it is generally because claims loaded late in the week have not been released in time to be processed for the weekly financial cycle.

To ensure that claims are processed in a timely fashion, providers are encouraged to submit their claims daily and early in the week.  EDS’ weekly payment cycle is run each Friday night.  Providers who wait until the end of the week to submit claims electronically cause an abundance of claims which may not all load before the weekly cycle is run on Friday evening.  While there is no true cutoff time in which to submit your claims, the earlier in the week you transmit your claims to EDS, the more likely it is that your claims will be loaded in the current week’s claims processing cycle.

ELECTRONIC CLAIMS-SUBMISSION SUCCESSFUL
We have seen a significant increase in the volume of duplicate claim submissions. We have found the root cause to be related to the amount of traffic on the translator web site. At times when the translator is busy, there may be a delay in the return response to the PES software. In some cases the connection to the web site may time out at the desk top,  even though the file is actually received by the web server. In this case providers will not receive a “submission successful” in the communication log AND claims will not appear as finalized in the software.  Because the claims remain in a Ready status, the provider believes the file never transmitted and resubmits the file. To prevent these duplicated submissions from occurring, we request that providers retrieve their Functional Acknowledgement (997) and Claim Accept/Reject report before resubmitting any claim files. Although typically available within five minutes of submission, these reports can take up to 24 hours, depending on the volume of files being processed. If the provider does not receive a functional acknowledgement within 24 hours, they should contact the EDI Coordinators at (802) 879-4450 for assistance.
ELECTRONIC BILLING OF MEDICARE CROSSOVERS
Providers may utilize our PES Software to submit claims that did not crossover automatically after being approved by Medicare.  Please check our website www.vtmedicaid.com for instructions on completing the claim(s) correctly to insure proper processing.  The instructions can be found by clicking on Downloads and then Software and then Provider Electronic Solutions Guide.

ADJUSTMENTS – CLARIFICATION


The following is a clarification of OVHA policy for processing Adjustment and Recoupment requests.  This is not a change to policy, as this processing has been in place for many years.

Providers must file all claims within the timely filing limit, as outlined in the Provider Manual, Section 1.2.15.

Once a claim has been processed and placed in a “PAID” status, providers have one year from the original paid date to adjust claims that would result in a positive financial outcome for the provider.

Adjustments and recoupments to claims billed incorrectly that result in a negative financial outcome for the provider must be done within three years of the original date of service.  If the claim is more than three years old, the provider must refund the overpayment and attach the check to the completed “Refund” form, found in the Provider Manual, Section 4.2.2.1 and also on our web site www.vtmedicaid.com under Downloads and then under Forms.
Reminder:  Adjustments and recoupments cannot be made to claims in a denied status.

PAPER  ADJUSTMENTS
There recently have been numerous reasons that adjustments have not been able to be processed or the adjustment has had to be returned to the provider.  To avoid delay please be careful when submitting your adjustments and keep the following hints in mind:

· Claims/details, which are denied, cannot be adjusted.  Please submit a corrected claim to EDS for processing.

· Your signature is required.

· The internal control number (ICN) and the fields such as the beneficiary name and ID number must match.

· All fields on the adjustment form must be completed including the Remittance Advice (RA) date.

· Adjustments must be completed within 12 months from the paid date of the original claim.

· Adjustments cannot be completed for less that $1.00.

· Adjustments for pharmacy claims must be submitted to First Health for processing.

VHAP PHARMACY – AID CATEGORIES V5,V6,V7 & V8

Important reminder regarding the crossover functionality for VHAP Pharmacy aid categories V5 & V6 and V-Script V7 and V8.

Beneficiaries in aid categories V5, V6, V7 and V8, who have Medicare as primary, are responsible for paying the Medicare coinsurance and/or deductible.  The only pharmacy aid category for which Vermont Medicaid pays the coinsurance and/or deductible is V4.
MEDICARE/MEDICAID AND THE NEW MEDICARE APPROVED DRUG DISCOUNT CARD
The Medicare Modernization Act signed by President Bush allows for a drug discount card to be made available to Medicare beneficiaries in need of prescription drug cost assistance.  The Medicare Approved Drug Discount Card began accepting applications from beneficiaries on May 1, 2004.  The Medicare Approved Drug Discount Card is expected to assist beneficiaries with a discount on most prescription drugs of 10%-15%.  Beneficiaries meeting income criteria may also qualify for a $600.00 credit to be applied toward the purchase of prescriptions. A beneficiary who is dually eligible for Medicare and Medicaid may already have prescription assistance with Medicaid and therefore they may not be eligible to apply for the Medicare Approved Card. If providers are asked questions regarding the Medicare Approved Card, please direct the beneficiary to call 1-800-Medicare or to contact the local Area Agency on Aging office 1-800-642-5119.  Either option will assist the beneficiary in doing a cost analysis of their prescription costs to determine if they would benefit from the Medicare Approved Card, or if the beneficiary should remain on a Medicaid program. It is important to note that the Medicare Approved Card will not be “sold” via the telephone or door-to-door. Should a beneficiary be solicited in either manner they should be directed to report the incident to the Inspector General at 1-800-447-8477.  
GLOBAL CLINICAL RECORD

GCR Provider web Site

All providers who submit prior authorization requests to OVHA will likely be interested in our on-line capability.  Check it out at: www.gcr.path.state.vt.us/gcr/providercomment/providerportal.aspx

PHYSICIANS

REFERRALS

The Primary Care Physician (PCP)  is responsible for coordinating care between the beneficiary and any specialty care that the beneficiary may need through the referral system.  A referral takes place when a participating PCP refers their PC Plus beneficiary for medically necessary Medicaid covered services not normally provided by the PCP.  

Referrals may be made verbally or in writing.  Both the PCP and the referral provider are required to keep documentation of the referral in the patient’s medical record.  The referral must include the following information:  patient identification information; reason for referral; requested service (evaluate, evaluate and treat).  Providers who make referrals in writing may use their form or the OVHA referral form available from EDS.
The following services do not require a referral from the PCP:  Chiropractic services; Dental services; Emergency services; Family planning services; Gynecological services; Personal care for children;  Prenatal and maternity care; Routine eye exams and eyeglasses; Mental health services; School-based health services; Services rendered by the PCP or those providing back-up coverage for the PCP; Substance abuse services; Transportation services.

EPSDT MODIFIERS
Effective February 1, 2004 providers are no longer required to use the four letter modifiers (example: NMNO).  Providers should change to using the “EP” modifier for all EPSDT related services.  
PERIODIC E&M HEALTHY EXAM CODES
Effective 01/01/2004 the following procedure codes have been added:

99396 for ages 40 to 64-periodic E&M healthy adult.

99397 for ages 65 and up-periodic E&M healthy adult.

99395 has been updated to accept ages 18 to 39-periodic 

E&M health adult (ages 18 to 20 use EP modifier).
MENTAL HEALTH PROVIDERS

Effective April 6, 2004 the requirement to obtain Prior Authorization (PA) from Delmarva to extend psychotherapy visits beyond the 16 visit limit annually has been lifted.  The EDS claims system has been updated and all claims suspending for that edit will be released immediately for processing.  Outpatient psychotherapy codes no longer requiring prior authorization are: 90804, 90806, 90808, 90846 and 90853.
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