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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

ALL PROVIDERS
NEW PROVIDER SERVICES MANAGER

EDS is pleased to announce the appointment of Valerie Lewis to the position of Program Services Manager.  Valerie has worked for EDS for 20 years supporting a wide variety of customers in the government, health care, and commercial sectors of the U.S. and internationally.  Valerie is relocating from Northern Virginia back to her home state of Vermont.   Prior to joining EDS, Valerie worked for the American Public Welfare Association in Washington, D.C. and for the Vermont Agency of Human Services, first for the Office of the Secretary and then as Director of Staff Development and Training with responsibility for Medicaid training.  She has continued her involvement with Medicaid and health care throughout her EDS career and we are pleased to welcome her back to Vermont.

ANESTHESIA

When billing anesthesia services, please assure that only the actual charted time is recorded as the units of service.  One unit of anesthesia service is equal to 15 minutes of charted time.  When we calculate the allowed amount we add the procedure code’s base units to the total number of units being billed.  We use the CMS approved base units.  This policy has not been changed.

Again, the billed units for all anesthesia procedure codes that begin with zero should reflect only the time spent in constant attendance (charted time). 

CONTRACTUAL ALLOWANCE

Medicaid is the payer of last resort, and as such will not consider and pay amounts that are considered to be the contractual allowable amount of a primary insurer.

Providers must reduce the expected payment from Medicaid and note the contractual allowable adjustment of a primary insurer.  When a payment has been made by another insurance carrier, you must add the contractual allowable adjustment amount to the payment and document the total in the appropriate field on your claim form.

The contractual allowable adjustment must be noted in the Other Insurance Amount field (box) 29 of the CMS-1500 or in field 50 and 54 of the UB92, using the correct line for that payer.  Medicaid will make payment based on the Medicaid allowed amount after deducting the other insurance payment and contractual allowable adjustment amounts.

VERIFYING ELIGIBILITY

Are you receiving denials for “beneficiary not eligible on date of service”? Are you using the VRS (Voice Response System) to verify eligibility for a Vermont Medicaid beneficiary? If yes, thank you.  If no, you should consider changing your practice.  We are seeing an increase in denials for lack of eligibility.  This clogs our system unnecessarily and bars you from trying to collect the bill from the patient.  When you call, please listen to the entire transmission.  Not only can you confirm Medicaid eligibility, but you will be told the aid category code indicating the program coverage.  At the end, you will get an “authorization number” for your VRS transaction. The authorization number is a transaction log number used by EDS to track the information you entered into the VRS.  It is also used to confirm information given at the time of the call.  This can be helpful later on if there is a miscommunication in regard to the eligibility information. The authorization number is issued at the end of the transaction and is based on information, including date of service that the provider enters as inquiry data at the start of the transaction. 

BILLING FOR HMO CO-PAY

Providers receiving capitation payments from HMOs are reminded that if a beneficiary presents for service and the services are covered by your capitation agreement with that HMO, you should not bill Medicaid for that service.  Beneficiaries may have a co-pay amount that can be billed to Vermont Medicaid. HMO co-pay requirements are billed using procedure code W0699.  No other charges such as the office visit should be billed to Vermont Medicaid if you have a capitation agreement with the HMO.

 TIMELY FILING APPEALS

Providers appealing a timely filing decision must submit the request explaining why the decision should be changed, a copy of the claim and any other pertinent documentation to EDS for review.  Please DO NOT send these requests to the OVHA as you have done in the past. This will only cause a delay in your review.

As a reminder, when Medicaid is primary, the timely filing policy beginning date of service 01/01/02 requires the initial submission to be received within the first 6 months (180 calendar days), unless one of the exceptions listed in the current provider manual applies.  

When Medicare is primary, the claim must be submitted within two years from the date of service. This two-year rule pertains only to Medicare primary claims.

CHANGES TO REPORTING SPEND-DOWN

ON A 1500 CLAIM FORM

The March 28, 2003 Banner Page informed providers of the change in reporting spend-down on a CMS-1500 (HCFA 1500) claim form. That change was effective April 14, 2003.  Providers are required to bill their usual and customary charge in field 24F. Providers will total all detail charges in field 28. The amount of the spend-down should be entered in field 29.  When we calculate the amount to be paid, EDS will deduct the spend-down from the Medicaid allowed amount. Therefore, the payment made to the provider will be the allowed amount of Medicaid less the spend-down amount.  The Notice of Spend-Down Determination is still required to be attached to the claim when submitting for reimbursement.

AID CATEGORY CHANGES

Several new Aid Categories have been added to the system. These aid categories indicate the beneficiary may have a spend-down. For Traditional Medicaid the aid categories are: PA, PB, PC, PD, PP, and PR. For Medicaid Managed Care they include: P3, P4, P5, P6, P7, and P8.


NURSING HOMES

Please note that Nursing Home billings will be transitioning to the HIPAA electronic transaction requirements starting on July 1, 2003.  The Turnaround Documents (TAD) will not be accepted after June 13, 2003.  Our Provider Electronic Solutions software is being updated to meet HIPAA requirements and will be available to nursing home providers starting in May.  Please contact an EDI Coordinator if you would like to receive a copy of this free billing software. The EDI Coordinators can be reached via email at vtedicoordinator@eds.com
EDS will be conducting workshops to assist nursing homes with this change. Watch for future Banner Pages announcing the dates, times and locations.

VISION PROVIDERS

If vision providers believe that a third refraction is required in a two-year period, the results of that exam can be reported in field 19 of the CMS-1500 (HCFA) claim form. If the results are a ½ diopter or greater change to a beneficiary’s field of vision, the service will be considered for reimbursement.  This claim must be submitted on the paper form.  Providers are allowed to bill 92 or 99 codes in conjunction with the refraction needed to determine the diopter change of ½ or greater. Providers are reminded that 92 and 99 codes must be billed to the primary payer prior to submitting the claim to EDS.

HIPAA HIGHLIGHTS

This is a reminder that the Federal Health Insurance Portability and Accountability Act (HIPAA) Privacy Rules became effective April 14, 2003.  Your provider agreement with Vermont Medicaid includes a provision that you will “conform to all applicable Federal and State laws and regulations.” This means that these new rules DO APPLY to your practice.  We want to assure you that we are aware this is a very complex set of regulations. However, you should use due diligence in taking the needed steps to come into compliance as quickly as possible.  Please consult materials made available to you, such as the Small Practice Implementation Guide to assist you in this mandated effort.  We stress that compliance is ultimately your responsibility, but we are available to help answer questions or assist you.

To access further information in regard to HIPAA the following web sites are available: www.cms.gov, www.NHVSHIP.org, 

www.dhhs.gov, www.wedi.org, www.path.state.vt.us, or www.ama-assn.org
HOSPITALS

MULTIPLE UNITS FOR SAME DAY OF SERVICE

To speed up processing of claims which involve multiple units of the same revenue code or HCPCS code, use one detail line per code with the total number of units. This prevents a suspension of the claim for possible review of a suspect duplicate claim.  

When the same revenue code or HCPCS code appears on more than one line for the same date of service, the second and subsequent lines will be denied as duplicates.

PHYSICIANS

PRE-OP EXAMS BEING BILLED AS CONSULTATIONS

When the surgery is already scheduled, the physician who performs the pre-op exam (history and physical) is to bill the appropriate E&M code, not a consultation code.

EDS is receiving many incorrect claims for consultations (procedure codes 99241-99255) with a diagnosis indicating pre-op examination.  The only time a consultation code is properly billed for a pre-op exam is when the surgeon is not the patient’s attending and is assessing the need for surgery.  In these cases the billed diagnosis must indicate the medical condition, not the pre-op V-code.

EDS is instructed to deny consultation codes where the diagnosis or other information indicates the service was a pre-op exam.

DENTAL

DENTAL CLAIMS WITH ATTACHED GA (GENERAL ASSISTANCE) VOUCHER

Effective May 1st, 2003 all dental GA voucher claims should be submitted directly to EDS for processing.  It is no longer necessary for claims to be sent to Dental Health Services.  This change will allow for faster processing of your GA claims.  At this time a copy of the voucher must still be submitted with the claim.  

We are trying to simplify the process and hopefully will allow electronic billing of voucher claims in the near future.  When this option is made available, notification will be made to all dental providers in a future advisory and banner page.

VERMONT MEDICAID HIPAA IMPLEMENTATION FACT SHEET

New Website

EDS is constructing a new web site that will house pertinent data for providers to access.  Providers will be able to retrieve Trading Partner Agreements, Companion Guides, Provider billing manuals, as well as the Provider Electronic Solutions billing software from this site. This site is being created specifically for Vermont Medicaid providers.  Providers will also be sending their claims transactions to this site and have the option of downloading their electronic remittance advice files as well.  Providers will also find links to other Medicaid agencies, and other state and provider related sites.  All this information will be available at:  www.vtmedicaid.com 

Trading Partner Agreements

Providers who intend to bill electronically, and will be sending files directly to EDS for processing, need to sign a Trading Partner Agreement with EDS/OVHA.  Providers that utilize clearinghouses to send their files to EDS do not have to fill out the trading partner agreement.  The clearinghouse will fill out the actual Trading Partner Agreement, since the agreement is between the submitter (i.e. the clearinghouse) and EDS/OVHA.  It is the clearinghouse organizations responsibility to have the provider fill out the necessary registration forms, authorizing the clearinghouse to send and receive data on their behalf.  These agreements will be available on our website or you may contact the EDI Coordinators at EDS.

Companion Guides

Providers who file claims electronically, and do not use the EDS free software, need to obtain the Vermont Medicaid Companion Guide, which is designed to compliment the X12N Transaction Guides.  The Companion Guide is available for the 837 (Institutional, Professional and Dental), 997, 835, 277, and 271 transaction sets.  In addition, the technical specifications chapter of the Companion Guides is also available to providers and vendors.  The technical specifications indicate Vermont Medicaid specific guidelines.

To obtain copies of the Trading Partner Agreements, Companion Guide, or Technical Specifications  regarding HIPAA, providers may contact the EDI Coordinators, Nancy Gagné or Mary LeFebvre, at:  vtedicoordinator@eds.com.  

For providers who do not have Internet access, and would like copies of any of the documents listed above, please contact Nancy or Mary at (802) 879-4450 for assistance.

