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VERMONT HEALTH ACCESS ADVISORY
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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

ALL PROVIDERS

SPEND DOWN REMINDER

To complete the CMS-1500 claim form for spend down you must: 1. Indicate “spend down” and the amount in box 19.  2. Put your usual and customary charge in field 24F.  3. Total all of the charges appearing on the claim form and write the total amount in field 28.  4. Put the amount of the spend down in field 29.  5. Attach a copy of the Notice of Decision to the claim and submit to EDS for processing.

GLOBAL CLINICAL RECORD 
A Better Way of Doing Business with the State

Vermont’s new Global Clinical Record (GCR): is a web-based, electronic information system designed to increase efficiency and decrease costs associated with managing a wide range of Vermont’s Medicaid medical information. 
GCR consists of four core components: Prior Authorization, Health Indicators, EPSDT and Case Tracking. Health Care Providers will utilize Prior Authorization and Health Indicators.
Benefits of GCR Prior Authorization

· Real-time PA submission – is much faster than waiting on postal mail. 
· The online data entry form includes all the information needed for review. 
· Email requests to other Providers or Suppliers for completion.
· A validation process guarantees only legitimate requests get submitted.
· Online verification of PA submission, status and Notice of Decision history.
· Beneficiaries can search status of their own pending PAs, reducing calls to your practice.
Benefits of GCR Health Indicators…in the next Advisory

Interested? Want to Know More?

· A Pilot Program is slated for Fall 2003. Selected Providers will help the State in evaluating the GCR system. An onsite Public Relations Representative will assist with training, questions, and gathering feedback. The State will evaluate the feedback & determine appropriate system enhancements.

· Full system implementation will occur early in 2004.
· A web site with more detailed information about GCR is coming soon.
· Statewide GCR presentations are coming soon.
Stay Tuned for more information in the next Advisory!
CHANGES TO CMS-1500 BILLING
Effective immediately all CMS-1500 (HCFA) billing providers are required to utilize form locator 21 on the CMS-1500 form to report diagnosis.  The diagnosis listed in position 1 should be the primary diagnosis that supports the claim you are looking to be reimbursed for.  You may also complete the 2nd, 3rd, and 4th position in order of relevance to your claim.
Once form locator 21 is completed, you must complete form locator 24E.  You will list all values (1, 2, 3 and/or 4) from the information entered in form locator 21 that pertains to the detail line for which you are billing.  Do not enter the actual diagnosis code in form locator 24E.  If you have been reporting the actual diagnosis code in 24E you must begin using the form in the manner in which it was designed.  Example:
Field 21-Enter the diagnosis or illness which pertains to this claim.

1. V20.2


3. 381.00

2. 034.0


4. 691.0

Field 24-Enter the appropriate number(s) which reflect the diagnosis for the service for each line.

Detail # 1:  1, 4

Detail # 2:  1, 2, 3, 4

Detail # 3:  2, 3

Detail # 4:  4

PHYSICIANS
EPSDT

Well child health care services are to be billed using CPT procedure codes 99381-99385 and 99391-99395 and the appropriate modifiers.  The first 2 digits of modifiers indicate the results and the second 2 digits indicate the action taken.  You must select and use both a result code and an action code.  Office visit codes may also be used with these double modifiers to indicate EPSDT services.
                      Modifiers

Results Codes

Action Codes
AB (abnormal)            AP (appointment  made, offsite)

NM (normal)

CI  (Care instituted)

NA (diagnosis and treatment not available)

                                    NO (no appointment made)

                                    PR (patient refused treatment)

                                    RT (referred for treatment off site) *
                                    UC (already under care)
You must also indicate on the CMS-1500 claim form in field 24h one of the following Vermont Medicaid EPSDT and Family Planning indicators.  It is mandatory to complete this field. 


1-Both EPSDT and Family Planning


2-Neither EPSDT nor Family Planning


3-EPSDT only


4-Family Planning only

* When the RT modifier is used, the referred to provider number must be in box 19.
DENTAL

If EPSDT applies to the service and you are using a 1994 or 1999 dental claim form version, check box 2.  

HIPAA HIGHLIGHTS

You may consult the EDS website for information regarding  HIPAA   at   www.vtmedicaid.com.   The  

website enables you to download the Trading Partner Agreement, the EDI Registration Form, as well as Companion Guides for the successful submission of a HIPAA compliant transaction.  The website can also point you to several additional websites where you may obtain HIPAA information.  October 16, 2003 is rapidly approaching.  EDS and OVHA are dedicated to making every effort to assist you in a successful conversion.
LONG TERM CARE

Effective July 28, 2003 all claims were required to be submitted to EDS using the UB-92 claim format.  If you submit your claims on a turn-around document (TAD), they will be returned to you.  If you have any questions  regarding this change to billing format, call Provider Services at (800) 925-1706 or (802) 878-7871.
HOME HEALTH

Providers are reminded that use of the following condition codes is mandatory as of date of service 8/31/2003:


M3=not homebound


M4=chronic


M5=acute
RURAL HEALTH (RHC) AND FEDERALLY QUALIFIED HEALTH CENTERS (FQHC)
RHC’s and FQHC’s were sent a mailing on July 18, 2003 informing them of a change to billing Medicare Crossover claims.  Effective August 1, 2003 providers are required to  bill Medicare Crossover claims on a UB-92 claim form.  This process is consistent with the manner in which RHC’s and FQHC’s currently bill Medicare.     You 
may call Provider Services at (800) 925-1706 or (802) 878-7871 if there are questions.

HOSPITALS

DELMARVA

Due to a new Scope of Work the following changes are effective immediately.


INSTATE AND BORDER HOSPITAL  ADMISSIONS:

· Concurrent review:  Is no longer required for border and instate hospitals.

Delmarva will replace concurrent review with focused retrospective reviews.

· Length of stays exceeding 7 days:  Delmarva will continue to be notified. Use form, Instate or Out Of State Hospital Notification.

· Notification of readmissions within 15 days: Is  no longer required.

Delmarva will replace concurrent review with focused retrospective reviews.

OUT-OF-STATE HOSPITAL ADMISSIONS

· Concurrent review:  Is required for all admissions to out-of-state hospitals. (elective, urgent, emergent) when the length of stay exceeds 7 days. IT IS EACH HOSPITAL’S RESPONSIBILITY TO INITIATE THE REVIEW PROCESS. Complete and forward form, Instate or Out Of State Hospital Notification. This starts the concurrent review process.

Exceptions:  Transplants, Substance Abuse or Psychiatric admissions.

· Prior Authorization:  All elective hospitalizations to out-of-state hospitals require prior authorization. 
Use form, Vermont Medicaid Preadmission Request Form. 
If a procedure is to be performed that requires authorization from Delmarva, 
additionally complete form, Vermont Medicaid Pre-procedure Request Form.”
· Notification of readmissions within 15 days: Is no longer required.

Delmarva will replace concurrent review with focused retrospective reviews.

PROCEDURE CODES REQUIRING 
AUTHORIZATION BY DELMARVA.

           A  listing  of   ICD-9  or   CPT    codes   requiring 

authorizations  can  be  located  in  your  office’s 

Prior Authorization Supplement  or by accessing 
            the  following  web  site:  www.vtmedicaid.com

DELMARVA NOTIFICATION/PRIOR AUTHORIZATION FORMS
These forms have been revised over the last 6 months.  All current forms have the date 6/03 at the bottom of the last page of each form. Please contact Delmarva  if  you do  not  have  the  latest  forms  at 

(802) 872-3101. Please provide your email address if you would like to receive these forms electronically. WE CANNOT, HOWEVER ACCEPT ELECTRONIC SUBMISSIONS AT THIS TIME.

Medicaid and VHAP…What’s the Difference?

Traditional Medicaid

Under Title XIX of the Social Security Act, Medicaid was developed to provide medical care to aged, blind, or disabled individuals and families with low incomes and resources. It is jointly funded through the federal government and states. 

The OVHA offers the following Medicaid plans to all eligible Vermonters. The programs are funded by the federal government and states at no cost to the beneficiary, other than some copayments for services.  The Medicaid plans are known as:

· Fee-for-service.  Called Medicaid Fee-for-service.  This program is designed to provide a full range of services, while affording the beneficiary the ability to seek care with any Medicaid approved provider.   Services are reimbursed at a predetermined amount.  In addition, individuals who have third party insurance, are on home and community-based waivers, enrolled in the Medicaid High Tech Program, or living in long-term care facilities, must be enrolled in the fee-for-service plan.

· Managed Care. Called Medicaid Managed Care or Medicaid PCPlus.  The OVHA began offering Medicaid beneficiaries a commercial managed health care option on October 1, 1996. In May 2000, the OVHA developed a primary care case management program called PCPlus as an alternative to the commercial managed care. 

· The Dr. Dynasaur program began in 1989 as a state-funded program for uninsured pregnant women and children under age 7 who did not qualify for traditional Medicaid. In 1992, Dr. Dynasaur coverage was integrated into the Medicaid program under section 1902(r)(2) of the Social Security Act and coverage was expanded to children under age 18. This change eliminated copayments and raised the age limitation for eligibility while providing for prenatal and preventive care. Dr. Dynasaur is Traditional Medicaid.
Vermont Health Access Plan (VHAP)

In April 1995, the Vermont General Assembly signed into law The Vermont Health Access Plan (VHAP) to address the medical needs not covered by Medicaid. In July 1995, the Health Care Financing Administration approved VHAP as a Section 1115(a) research and demonstration project under the Social Security Act to assist in promoting the objectives of Title XIX. The Office of Vermont Health Access (OVHA) administers VHAP.

Program fees (or premiums) are associated with these plans, based on the Federal Poverty Level (FPL). Although copayments currently apply for most services, premium increases will dictate the need to remove these copays effective January 1, 2004. Elective hospitalization is not covered.

There are three basic components of VHAP:

· Fund health care services for lower income Vermonters whose access to care is limited, in part, by their lack of insurance.

· Provide prescription drug benefits for lower income elderly or disabled Vermonters on Medicaid.

· Improve access, service coordination, and quality of care through the implementation of a managed care delivery system.

The OVAH offers the following VHAP programs to all eligible Vermonters:

· Fee-for service. Called VHAP-Limited.
· Managed care. Called VHAP PCPlus.

· VHAP Pharmacy. VHAP Pharmacy covers medications for both short-term and long-term medical problems for low-income elderly, or for disabled individuals  (Income up to 150% of the FPL) who are Medicare eligible or receiving Social Security disability benefits.

· VScript. VScript provides assistance in paying for maintenance drugs only, including insulin syringes and needles, for elderly or disabled low-income Vermonters whose income is below 175% of the FPL and over the limit for VHAP Pharmacy.  Beneficiaries pay a small copayment for prescriptions with a maximum out of pocket per calendar quarter.   

· VScript Expanded. VScript Expanded provides assistance, which is normally not available to Medicaid beneficiaries, in paying for maintenance drugs only, including insulin syringes and needles, for elderly or disabled low-income Vermonters whose income falls between 175% and 225% of the FPL.  A yearly deductible and a maximum out of pocket cap is applicable to this plan.  

· Healthy Vermonters. The Healthy Vermonters program provides discounts on prescriptions to qualified Vermonters, who have insurance but whose insurance offers no prescription coverage or whose plan has a yearly limit under a commercial insurance plan.  

