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CMS 1500
INTRODUCTION

This supplement to the Provider Manua contains billing information and specific instructions for
completion of the CMS-1500 claim form for physicians and other specified practitioners
including audiologists, chiropractors, dentists, naturopathic physicians, nurse practitioners,
podiatrists, psychologists, and transportation (emergency and non-emergency) providers.

Billable services are located in Section 1.4 and arelisted in aphabetical order. The billable
services under the Vermont Medicaid programs are too numerousto list in their entirety, and
therefore, only a selection of servicesis noted in detail.

Contact the EDS Provider Services Unit at 1-800-925-1706 should you need assistance with
unique billing problems or instructions.

SECTION 1.1
CMS-1500
Billing Instructions

All information on the CM S-1500 claim form should be typed or legibly printed. Only the 08/05
version of thisformis accepted for processing. The field locators listed below are used by EDS
when processing Vermont Medicaid claims. The field locators designated by an asterisk (*) are
mandatory; other field locators are required when applicable. The field locators not listed bel ow
are not used in the Vermont Medicaid program and do not need to be compl eted.

FIELD LOCATOR
1. CARRIER IDENTIFICATION
la INSURED'’S ID NUMBER*

2. PATIENT' SNAME*

10. CONDITION RELATED TO*

11. INSURED’S POLICY NUMBER

Green Mountain Care

REQUIRED INFORMATION
Check the Medicaid box.

Enter the nine-digit VVermont
Medicaid ID number as shown on
the beneficiary’ s Vermont
Medicaid ID card.

Enter the beneficiary’ slast and
first name.

Check appropriate box to
indicate;

a. If conditionisrelated to
employment

b. If condition isrelated to an
auto accident

c. If conditionisrelated to any
other type of accident.

If yesischecked in any of these
boxes, enter the accident datein
field locator 14.

If the beneficiary has other health
insurance (excluding Medicare),
enter the applicable policy
number.

a. Enter theinsured' s date of birth
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14. DATE OF CURRENT

15. SAME OR SIMILAR ILLNESS

17a TAXONOMY/REFERRING PROVIDER

17b. NPI/REFERRING PROVIDER*

19. LOCAL USE

21. DIAGNOSIS CODE(S)*

24a. DATE(S) OF SERVICE*

24b. PLACE OF SERVICE*

24c. EMG

24d. PROCEDURE CODE*

24e. DIAGNOSIS POINTER*

Green Mountain Care

in MMDDYY format; check the
appropriate box to indicate
insured’ s sex.

b. Enter the insured’ s employer or
school name.

c. Enter the name of the other
health insurance carrier.

If your responseindicatesa‘yes
in field locators 10a, 10b or 10c,
enter the date of the occurrence.

Enter the therapy start datein
MMDDYY format if billing
physical, occupational or speech
therapy.

Enter the referring provider's
taxonomy code when applicable.

Enter thereferring provider's
NPI. Enter the prescribing NPI
for independent 1ab and DME
suppliers.

Use thisfield to explain unusua
SEervices or circumstances.

Enter the appropriate IDC-9-CM
diagnosis code that relatesto the
service rendered. Y ou may use up
to four diagnosis codes.

Enter the date of each service
provided. If the From and To
dates are the same, the To dateis
not required.

Enter the appropriate two digit
place of service code.

Enter ‘1’ to indicate if the service
provided was the result of an
emergency. *Thisfiedis
mandatory only if emergency
services were provided.

Enter the appropriate procedure
codeto explain the service
rendered.

Enter the appropriate diagnosis
‘pointer’ that relatesto the service
rendered (1 or 2 or 3 or 4) and
corresponds to the diagnosis from
field locator 21.
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24f. CHARGES* Enter the usual and customary
charge for the service rendered.

249. DAYSOR UNITS* Enter the number of days or units
of service which were rendered.
24h. EPSDT/FAMILY PLAN Enter one of the following

Vermont Medicaid EPSDT and
Family Planning indicators:
1-Both EPSDT and Family
Planning

2-Neither EPSDT nor Family
Planning

3-EPSDT Only

4-Family Planning Only
5-Ladies First

24j. ATTENDING PROVIDER* Enter attending physician’'s NPI.
Enter the billing provider NPI for
independent labs and DME
suppliers.

If Atypical, enter the 7-digit
Vermont Medicaid ID number in
the shaded area.

26. PATIENT'SACCOUNT NUMBER Enter the account number you
have assigned to the beneficiary.
EDS can accept up to 12 digits;
alpha, numeric, or alpha/numeric
inthisfield. Thisinformation will
print on the Remittance Advice
summary for your accounting
purposes.

28. TOTAL CHARGE* Add the charges from field
locator 24f for each line and enter
the total in thisfield.

29. AMOUNT PAID* Enter the amount paid by other
health insurance coverage,
including contractua alowance if
applicable (exclude Medicare
payments). If thisfieldis
completed, field locators 11a, 11b
and 11c must also be completed.
Enter spend down if applicable.
Documentation must be attached
if the servicesare not covered by
the primary, or if the payment by
the primary is $3.00 or less.

31. SIGNATURE* Enter the provider’ s signature or
facamile, or signature of the
provider’ s authorized
representative. Enter the date of
the signature.

Green Mountain Care CPT only copyright 2008 American Medial Association All rightsreserved. CPT isa registered trademark of the American Medical

CMS 1500 Association Applicable FARA/DFARS Restrictions Apply to Government Use. 12/2009
Fee Schedules, relative value units, conversion factors and/or related components are not assigned by the AMA, are not part of CPT,
Page -8- and the AMA is not recommending their use. The AMA does not directly or indirectly practice medicine or dispense medical services.

The AMA assumes no liability for data contained or not contained herein.



33. BILLING PROVIDER* Enter the payee provider name

and address.
33a BILLING PROVIDER’'S NPI* Enter the billing provider’ s NPI.
33b. BILLING PROVIDER'S TAXONOMY Enter the billing provider's

taxonomy code when applicable.
If Atypical, enter the 7-digit
Vermont Medicaid ID number in
the shaded area.

SECTION 1.2

REIMBURSABLE SERVICES

This supplement appliesto all CM S 1500 billers. The OVHA uses CMS Common Procedure
Coding System to describe reimbursable items. Certain reimbursable services require prior
authorization. For compl ete details and codes that require prior authorization, see the Fee
Schedule available at: www.vtmedicaid.com under Downloads/Manuals.

SECTION 1.3

NON-REIMBURSABLE SERVICES

No payment will be made for a service or item that is not reimbursable, unless authorized by the
OVHA for reimbursement via section M108/7104 of Medicaid rules. These authorizations may
be made only when serious detrimental health consequences would arise. Any beneficiary
interested in applying, may contact the Member Services Unit for the required forms. This
processis available to Vermont Medicaid beneficiaries (i.e. not VHAP).

The following list identifies some of the most frequently billed non-reimbursable services.

-Acupuncture

-Biofeedback Therapy

-Cdlular Therapy

-Certain prescription drugs

-Cochleostomy with neurovascular transplant for Meniere’ s disease
-Colonicirrigation

-Cosmetic surgery-Providers are reminded that cosmetic surgery and expenses incurred in
connection with such surgery, are not covered by Vermont Medicaid. Coverageis
available only when such surgery is required for the prompt repair of accidental injury or
the improvement of the functioning of malformed body members (that coincidentally
serves some cosmetic purpose). Examples of such required surgeries include the
treatment of severe burns, facia repair following an auto accident, or severe congenital
malformations.

-Electrodeep therapy

-Endothelia cell photography

-Experimenta and/or investigational procedures

-Eyeglasses for adults

-Hair anaysis

-Hemodialysis for the treatment of cancer

-Hospital and ancillary services related to a non-covered surgery

-Invitro fertilization

-Laetrile and related substances
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-Low intensity direct current treatment of ischemic skin ulcers

-Non-medically necessary services

-Non-rebate National Drug Code (NDC)

-Oxygen treatment of inner ear/carbon therapy

-Plethysmography, category Il

-Poison ivy desensitization

-Prolotherapy, joint sclerotherapy and ligamentuous injections with sclerosing agents
-Repeat sterilizations

-Reversal of sterilizations

-Routine foot care

-Services performed for administrative reasons

-Services related to any non-reimbursable service, such as services ancillary to the
reversal of asterilization

-State-supplied vaccines

-Sterilization under age 21 at the time of signature on the consent form

-Therma (capsular) heating/shrinkage procedures/surgery

-Thermogenic therapy

-Transvenous (catheter) pulmonary embol ectomy

SECTION 1.4 BILLING INFORMATION

ABORTIONS
Induced abortions are billable only with Physician Certification. There are two different payment
sources for abortions.

1. Vermont Medicaid

Vermont Medicaid, with the completion of Physician Certification form OVHA 219A,
reimburses for abortions performed because the pregnancy is aresult of rape or incest, or
when the mother’ s life is endangered were the fetus carried to term. This consent form
and the medical documentation of the situation are required to be sent to EDS with each
claim. Payment for these abortions will continue to be made by EDS and reported on the
remittance advice.

Spontaneous and missed abortions completed surgically are billable under Vermont
Medicaid with use of the appropriate procedure and diagnosis codes. A certification form
is not required. These abortion services will be billed to EDSfor all beneficiaries.

Vermont Medicaid does not reimburse for abortions performed by Certified Nurse
Midwives.

2. State Funds

Abortions considered medically necessary (elective), with the completion of Physician
Certification form OVHA 219B, are billable to EDS but are paid by the Department for
Children and Families (DCF) funding.

Both physician certification forms OVHA 219A & 219B can be obtained online at:
www.vtmedicaid.com or by request from EDS (P.O. Box 888, Williston, VT 05495). The form
must be completed, signed and attached to the claim when submitted for processing.

Abortion Diagnosis Codes
Diagnosis codes in the 637 group (Unspecified Abortion) will not be accepted by Vermont
Medicaid. When billing, use a more specific abortion diagnosis code. Providers should refer to
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the current ICD-9-CM manual under spontaneous, missed or induced abortions for the correct
code.

AIDS

Vermont residents not covered by the OVHA may be eligible for coverage of AZT and DD,
and/or for benefits through the HIV/AIDS Health Insurance Assistance Program. Application for
this benefit may be obtained by writing to: AMAP Coordinator, Department of Health-Aids
Medication Assistance Program (AMAP), P.O. Box 70, Burlington, VT 05402

AL COHOL/DRUG DETOXIFICATION TREATMENT

Physicians and ADAP (Alcohol & Drug Abuse Programs) provide services for inpatient
alcohol/drug detoxification and are payable when provided within the geographical limits of the
state. Treatment facilities outside the state that wish to bill the OVHA, including designated
border facilities, must receive prior authorization. A request for prior authorization must be made
by or on behalf of the referring or admitting physician. No telephone authorizations will be
granted.

ADAP providers must hill services using their ADAP NPI (with taxonomy code when applicable)
as the attending number, as well as continue to put the ADAP NPI number in field locator 33a.

AMBULANCE SERVICES
All the following conditions must be met before reimbursement will be made:

1. The vehicle and personnel must be certified for participation in Medicare.

2. A physician or nurse must order ambulance transport and certify it as medically
necessary (any other mode of transport would have endangered the health of the
beneficiary).

3. Thebeneficiary is transported to the nearest appropriate facility.

Vermont Medicaid is the payer of last resort. All other insurances, Medicare and town or city
government must be billed prior to submitting a claim to Vermont Medicaid.

The completed claim must show the total loaded miles, i.e. the full number of milesthe
beneficiary was on board/transported. Other services incidental to the beneficiary’s condition
such as disposable supplies, oxygen, tolls and ferry expense are reimbursed when detailed on the
claim. Theinvoice or receipt must be attached.

Ambulance providers must enter their own NPI in field locator 24j for each procedure code. The
ambulance provider NPl must also be entered in field locator 33a with the provider name and
address.

Basic/base rates include all procedures (e.g. administration of medications, application of splints).
The OVHA does not accept the modifiers utilized by Medicare. Air mileage is included within
the ambulance service code and is not to be billed out separately.
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AMBULANCE SERVICE
FROM PLACE OF SERVICE ALLOWED

1. Beneficiary’ s home or Hospital, inpatient admission Yes
nursing home

2. Hospita or nursing home Home, inpatient admission to Yes
or discharged as inpatient another hospital, nursing home

3. Home or nursing home Hospital and return for specialized Yes
diagnostic or therapeutic services
(not simple follow-up visits)

4. Inpatient hospital status Another hospital and return for No*
specialized diagnostic or therapeutic
services not available at first hospital

5. Scene of accident Hospital for emergency room or inpatient Yes
admission

6. Home or nursing home Hospital based renal dialysisfacility and return Yes

7. Home Physician’s office No

8. Physician’s office Home No

9. Home or hospital VT Respite House Yes

*This serviceis paid for by the hospital where trip originates.

Medicaid does not reimburse for miles accumulated when the beneficiary is not on board, or for
waiting time.

Physician Certification: Ambulance providers are required to keep a completed Certification of
Medical Necessity (CMN) in every Vermont Medicaid beneficiary’s file substantiating each
claim submitted for payment. A physician, aregistered nurse or alicensed practical nurse must
sign thisCMN. If the Medicare CMN form is used, the origin and destination must be written on
the form.

Physicians are reminded that they are certifying “ other methods of transportation are medically
contraindicated” or “means of transportation other than ambulance would endanger the
beneficiaries health.” Since Vermont Medicaid pays for other forms of transportation (e.g., taxi,
bus) to and from medically necessary services, beneficiaries are able to access hedth care with no
personal expense. Both the Vermont Medicaid program and Vermont ambul ance service
providers ask physiciansto order and certify only those trips that are medically necessary, and to
expedite their handling and return of the forms to the ambulance service.

A copy of the ambulance CMN formisrequired to be sent in with claims for non-emergency
transport services for chemotherapy, diaysis and radiation treatment/services. The certification
must state why other means of transportation were not acceptable. A CMN is not required with
claims for emergency transport.
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ANESTHESIA

Payment is provided for anesthesia administered by an anesthesiologist, Certified Registered
Nurse Anesthetist (CRNA) or anesthesia assistant who remains in constant attendance during the
surgical procedure, for the sole purpose of providing the anesthesia service. Payment is not
reimbursable for the operating physician when billing for the administration of anesthesia. The
administration of anesthesia by the operating M.D. isincluded in the reimbursement for the
surgery.

Medical Direction of Anesthesia: When services are performed by non-physician anesthetists and
medically directed by the physician anesthesiol ogist, reimbursement may be made to the
physician for medical direction of the anesthetist. In order to be reimbursed for medical direction,
the physician must:

1. Direct no more than four concurrent anesthesia procedures

2. Bephysically present in the operating suite and available for immediate diagnosis and
treatment of emergencies

3. Perform a pre-anesthetic examination and eval uation
Prescribe the anesthesia plan

Personally participate in the most demanding procedures in the anesthesia plan, including
induction and emergent

Monitor the course of anesthesia administered at frequent intervals

Ensure that aqualified individual performs any procedures in the anesthesia plan not
done by the physician

8. Provideindicated post-anesthesia care
All anesthesia services billed to Vermont Medicaid must be billed as one unit = 15 minutes.

Oral surgery billed on aCM S 1500 using CPT coding is subject to the same rules as a physician.
The fee for anesthesia provided during ord surgery by the operating physician or dentist is
included within the payment for the surgical procedure. Thisis different from payments for
dentistry. See: Oral Surgery

Allowable Modifiers

Billable by the Anesthesiologist:

AA-Services performed by an Anesthesiologist not medically directing.

QY-Medica direction of one case

QK-Medical direction of 2, 3 or 4 cases

AD-More than 4 cases (This change in current Vermont Medicaid policy follows Medicare’s
reduction in base units from 4 to 3 for this modifier).

Billable by the CRNA or Anesthesia Assistant:
QX-Service with medical direction by Anesthesiologist

Billable by the CRNA only:
QZ-Service without medica direction by Anesthesiol ogist

Billable by the CRNA or Physician:
QS-Monitored anesthesiology care services

The QS modifier is for informational purposes. Providers must report actual anesthesiatime on
theclaim.

Green Mountain Care CPT only copyright 2008 American Medial Association All rightsreserved. CPT isa registered trademark of the American Medical

CMS 1500 Association Applicable FARA/DFARS Restrictions Apply to Government Use. 12/2009
Fee Schedules, relative value units, conversion factors and/or related components are not assigned by the AMA, are not part of CPT,
Page -13- and the AMA is not recommending their use. The AMA does not directly or indirectly practice medicine or dispense medical services.

The AMA assumes no liability for data contained or not contained herein.



All anesthesia codes must be billed with the appropriate modifier. Reimbursement may be
extended to the services of more than one anesthesiologist when written justification is attached
to the claim with a copy of the operative report and the anesthesia record. Use modifier 22
(manud review) after the modifiers AA or QZ.

Epidural Catheter-Pain Management: In keeping with Medicare policy, the OVHA cannot pay
either spinal cord catheter introduction or pain management on the same date as surgery and/or
genera anesthesia. Spinal catheter introduction and pain management is included within the
surgical and anesthetic reimbursements. Daily management of epidural or subarachnoid drug
administration is payable only after the day on which the catheter was introduced.

Units of Service: Anesthesia services (procedure codes which begin with zero in the CPT) must
be billed in quarter hour units of service (one unit=15 minutes) for charted time only; do not add
in the anesthesia base. Total minutes should be divided by 15 and rounded to nearest unit (i.e, .49
and under, round down and .5 and over, round up). This time begins when the
anesthesiologist/CRNA prepares the beneficiary for the introduction of anesthesia and ends when
the anesthesiol ogist/CRNA is no longer in constant attendance. Included within the scope of this
payment are pre and post-operative visits, the administration of anesthetic, and the administration
of any fluid or blood incident to the anesthesia or surgery.

Local Anesthesia: Reimbursement for local anesthetic isincluded in the reimbursement for the
procedure. Local anesthesiais never reimbursed as a separate service. Thisincludes Novocain or
topical anesthesia used by dentists.

Monitoring Services. The services of an anesthesiologist required to monitor the beneficiary
during surgery performed under local anesthesia are reimbursable. A narrative justification for the
service must accompany the claim.

Soinal Injection/Nerve Block: Nerve blocks performed concurrent with surgery or on the same
date of service as surgery are reimbursed as part of the surgical code payment and are not to be
billed separately.

When a spinal injection or nerve block (e.g. procedure codes in the 622—and 644—series) is
performed as an independent procedure for diagnostic or therapeutic reasons (not concurrent with
surgery), it is billed as the surgical procedure. The physician, regardless of specialty (e.g.
anesthesiologist, surgeon, etc.) must bill on aCM S 1500 claim form using the specific procedure
code for the type of nerve block performed. A unit of serviceis not time expended: one nerve
block=one unit of service.

Pre-Surgical Examination: Pre-surgical examination is reimbursable as part of the surgical
procedure code payment. Only when the surgery is cancelled will the pre-surgical examination be
reimbursed as a separate service.

ANTINEOPLASTIC DRUGS

Antineoplastic drugs or agents necessary in the treatment of malignant diseases are reimbursed by
Vermont Medicaid and are to be hilled by the physician/physician group only when the
physician/physician group has purchased the drug. Only drugs administered by parentera
infusion, perfusion and intracavity means will be paid. Reimbursement follows Medicare or by
invoice. Use the appropriate HCPCS J----code and NDC. For the administration of antineoplastic
agents in the office or physician-based clinic, see procedure codes in the 964-- section of the CPT
manual. The appropriate-level evaluation and management procedure code for the visit may also
be billed.
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ASSISTANT SURGEON

Reimbursement of servicesis limited to the Medicare list of procedures requiring an assistant. It
is further limited to one assistant surgeon during an operative session. An assistant surgeon is
reimbursed at 25% of the allowed amount paid to the primary surgeon for the procedure. Use the
appropriate modifier with the surgical code when billing for assistant surgeons.

-80-Assistant surgeon (must be an MD)
-AS-Physician’s assistant

Many procedure codes do not require an assistant surgeon and therefore, Vermont Medicaid will
not reimburse for the service. Assistant surgeon services are not to be billed in cases of co-
surgery. In the case of co-surgery, each provider should bill on paper with the appropriate
procedure code without a modifier and attach all related operative notes.

ATTENDING PHYSICIAN

The attending provider must be enrolled as an OVHA provider. When a group NPl number is
used in field locator 33a, the attending physician must be a member of the group. A group NP
number is never acceptable in field locator 24j as the attending physician. The provider name,
address and number to which payment will be made must appear in field locator 33. This can be
either agroup or anindividual provider number. Both field locators 24j and 33a are mandatory.

AUDIOLOGICAL SERVICES
Payment of certain audiological services may be limited depending on the beneficiary’ s age.

Batteries. One package of 6 batteries is reimbursable per month when there is awritten
prescription from the physician. Prior authorization is not required. A completed Medical
Necessity Form (MNF), substantiating medical need for the hearing aid, must be kept on file for
auditing purposes.

Hearing Aid Repairs. Do not require prior authorization. The cost of repai rs/modifications should
be less than 50% of the cost of replacing the aid. Repairs must never be billed on hearing aids that
are still under warranty (new or repair/replacement). A prior authorization is required if a second
repair is needed within 365 days of a previous repair.

Only digital hearing aids in code range V5255-V5261 alow modifier “TJ" (child and/or
adolescent). The “TJ’ modifier triggers a higher allowed amount to cover more sophisticated
programming capability when medically necessary. For monaural codes, “TJ" will be the second
modifier because modifier RT and LT must be given first (e.g. V5255RT/TJ).

The OVHA does not pay for “CIC” (completely in the canal) hearing aids.

Cochlear Implant (re)Programming: CPT codes 92601-92604 are accepted for diagnostic analysis
of cochlear implants with (re)programming. This service (cochlear rehab, cochlear
reprogramming, speech processor remapping) is billed as: 1 units=1 hour and islimited to a
maximum of 8 hours per session and 18 hours per year (365 days) per beneficiary. Do not bill
when (re)programming is not done.

BILATERAL PROCEDURES

When bilateral surgical procedures are performed during the same operative session, and the CPT
code’' s description does not already state “bilateral”, bill the CPT code only once using modifier
50. Bill one unit only. The system will alow one 150% payment. Bilatera radiology services do
not alow modifier 50.
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CAPSUL E ENDOSCOPY (Esophagus through Ileum)

Capsule Endoscopy is areimbursable service by Vermont Medicaid and requires prior
authorization from the OVHA. The cost of the capsule and the physician fee are included in the
payment. This procedure code should be billed as one unit and includes a globa follow-up care
period of 90 days post-procedure. Providers should obtain prior authorization before scheduling
the procedure.

Capsule endoscopy of only the esophagus is not covered.

CAST, SPLINT AND STRAPPING MATERIALS

Materials for casting, splinting and strapping, €tc., are payable. Refer to your HCPCS listing for a
full description of the allowed codes. Casting supplies are used by physician and rehabilitative
therapy providers and are billed by the provider who incurs the cost.

CHIROPRACTIC SERVICES

Effective as of aJuly 15, 2009 date of service, reimbursement for adult chiropractic servicesis
reinstated for procedure codes 98940, 98941, and 98942. These chiropractic manipulative
treatment codes include a pre-manipulation patient assessment.

The OVHA will not pay for any x-rays necessary to substantiate the subluxation. Physicians,
hospitals and other providers should be aware that Vermont Medicaid does not pay for any
service ordered by a chiropractor.

Beneficiaries under age 21 may only receive chiropractic services for the manipulation of the
spine to correct a subluxation. Chiropractic services for beneficiaries under age 12 require prior
authorization from the OVHA. Visits are limited to 10 visits per calendar year. In order for
children to get more than ten visitsin a calendar year, the chiropractor will need to seek prior
authorization from the OVHA. Pertinent clinical data documenting the need for treatment must be
submitted in writing.

Guidelines for required data are available from the OVHA at: http://ovha.vermont.gov/for-
providers.

CLAIM REQUESTS

When a beneficiary or an attorney for a beneficiary requests a copy of a claim which has been
paid, please inform them that copies should be requested in writing from: COB Unit, OVHA
312 Hurricane Lane, Suite 201 Williston, VT 05495.

CLIA

The Clinical Laboratory Improvement Amendments of 1988 (CLIA) require all providers of lab
services to meet quality standards and be certified by the U.S. Department of Health and Human
Services. CLIA appliesto virtualy all laboratory testing of human specimens. The OVHA must
have documentation of CLIA Certification with each provider enrollment period.

CLINICAL GUIDELINES
For information regarding the OVHA'’s Clinical Guidelines, visit: http://ovha.vermont.gov/for-
providers/clinical-coverage-guidelines.
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CPT CATEGORY |11 PROCEDURE CODES

Many CPT Category |11 procedure codes are not covered by Vermont Medicaid because they
represent emerging technologies, services and procedures. Providers are reminded to verify
coverage before performing the service/procedure. If the Category 111 code is not on the PAC 8 or
9 (non-covered) listing on the fee schedule and the code has a status of “Review” in the system, it
has not yet received review by the OVHA for coverage determination. Providers may request a
coverage determination review per the usual process.

CONSULTATION

A consultation includes those services provided by a physician whose opinion or adviceis
requested by the attending physician in the evaluation or treatment of a beneficiary’sillness or
condition. A consultation may occur in any location or setting. A consultation must include a
written report to the referring physician and must be available to Vermont Medicaid upon request.
The only time a consultation codeis valid for a pre-op exam is when the surgeon is not the
beneficiary’ s primary physician and is assessing the need for surgery. In such a case, the billed
diagnosis must indicate the medical condition, not the pre-op V-code.

When the surgery is already scheduled, the physician who performs the pre-op (history and
physical) isto bill the appropriate E & M code, not a consultation code. Consultation codes will
be denied when the diagnosis or other information indicates the service was a pre-op exam.

To bill for a consultation service, use the CMS 1500 claim form, and refer to the CPT manual for
procedure codes and definitions. All initial consults are limited to one per beneficiary per
diagnosis. The NPl number of the referring physician is mandatory in field locator 17b when
billing a consultation code.

DETAIL PROCESSING

Each line on the CM S 1500 claim form is called a“detail” and is processed individualy. All of
the details on a claim form have the same Internal Control Number (ICN). However, each detall
has its own sequence number that is listed on the remittance advice right after the claim’s ICN.
Individual processing means that one detail from a claim may appear on the remittance advicein
the Paid Claims section while another detail from the same claim may appear in the Suspended
and/or Denied Claims section. This type of processing allows each detail to be processed
individually. No detail is delayed by the processing of another detail.

DEVELOPMENTAL SCREENING

The AAP recommends that all infants and young children should be screened with valid, reliable
screening instruments for developmental delays at regular intervals. To increase the use of
standardized screening instruments and to improve detection rates, the OVHA will alow hilling
for the well-child visit and the devel opmenta screening on the same day when a standardized
screening instrument is used. Changesin the billing are to allow a developmental screening to be
billed by Primary Care Providers with the preventive medicine services CPT codes on the same
day for children less than 21 years of agein Medicaid, Dr. Dynasaur, or SCHIP.

Physicians or Primary Care Providers must use a standardized screening instrument to bill for
developmental screening that occurs in conjunction with awell-child visit. Any standardized
screening instrument listed in the Academy of Pediatrics policy statement will be accepted.
Providers are required to maintain documentation of the screening and the screening instrument
used in the beneficiary’ s record.
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Developmenta screening is recommended when surveillance indicates the child may be at risk
for developmental delay. In addition, all children should have periodic developmental screening
at the 9, 18, 24 or 30 month visits.

DIABETIC TEACHING

Routine diabetic teaching isincluded within payment for the medical visit. When it is medically
necessary for the beneficiary to be referred to a Certified Diabetic Educator for more in-depth
counseling, billing instructions are provided to the appropriate providers upon enrollment.

DRUGS REQUIRING PRIOR AUTHORIZATION
Effective 09/15/2008, the following medications (listed in aphabetical order) will require a prior
authorization when paid through the medical benefit as physician or hospital outpatient billing:

Amevive (alefacept), Boniva (ibandronate), Botox (botulinum Type A), Myobloc (botulinum
Type B), Orencia (abatacept), Reclast (zoledronic acid injection), Remicade (infliximab), and
Tysabri (natalizumab). For alist of ongoing changes, please see the OVHA website:
http://ovha.vrmont.gov/for-providers.

This does not apply to Medicare crossover claims. This change is being made so that thereis
consistency in prior authorization requirements between the medical and pharmacy benefits. The
following J codes (listed in numerical order) are affected:

J0129, J0215, J0585, J0587, J1740, J1745, J2323 and J3488.

For beneficiaries with a primary insurance, a prior authorization is not required in the medical
benefit if the primary insurer pays a portion of the claim. However, if the primary insurer denies
the claim, the OVHA will require a prior authorization.

The following medications (listed in a phabetical order) may not be billed through the medical
benefit:

Soliris (eculizumab), Somatuline Depot (lanreotide), Synagis (palivizumab) and Xolair
(omalizumab). For alist of ongoing changes, please see the OVHA website:
http://ovha.vrmont.gov/for-providers.

Therefore, the following J codes, C codes or other codes (listed in numerical order) will not be
accepted:

90378, C9003, C9237, J1300, J1743 and J2357.

These medications must be billed through the pharmacy benefit using NDCs. Please note that
these medications do require prior authorization for payment through the pharmacy benefit.

Prescribers are instructed to call or fax the Medmetrics Prescriber Call Center (formerly known as
the Clinical Call Center) to request prior authorization for the above mentioned medications
regardless of whether the medication will be billed through the medical or pharmacy benefit.
Phone: 1-800-918-7549 Fax: 1-866-767-2649. For clinicd criteria and either the general or
specific prior authorization forms, visit http://ovha.vermont.gov/for-providers.

DUAL ELIGIBILITY
See Provider Manual under MEDICARE AND MEDICAID CROSSOVER BILLING.
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EMERGENCY INDICATOR

Providers must indicate on the CM S 1500 form if the service provided is the result of an
emergency situation. These situations must be indicated in the “EMG” field locator (24c) on the
claim form.

EMERGENCY ROOM SERVICES
Emergency room servicesinclude, but are not limited to:

-Consultations

-ER physicians charges

-Radiology

-Laboratory services
Payment will not be made for professional services for medical follow-up servicesin the
emergency room.

EPSDT PROGRAM—WELL-CHILDHEALTH CARE

Vermont provides Early and Periodic Screening, Diagnosis and Treatment (EPSDT) servicesto
al Vermont Medicaid beneficiaries under age 21. The goa of the program isto prevent illness,
complications and the need for long-term treatment by screening and detecting health problemsin
the early stages. Services are tracked for appropriate follow-up and reported to CM S by collection
of datafrom Vermont Medicaid claims. The Vermont Department of Health (VDH) assistsin
EPSDT outreach and education through its' Partnersin Health Program. Under an agreement to
implement EPSDT services, the VDH has established protocols and standards for screening
services and is available to all providers.

Required EPSDT Screening Components

A. Comprehensive health and developmental history
Comprehensive unclothed physical exam

Appropriate immunizations

Laboratory tests (includes blood lead level and TB screening)
Health education/anticipatory guidance

Vision screens

Dental screens

H. Hearing screens

OGMmMOOw

Screening Service Delivery and Content

A. Screeningis provided according to AAP-recommended intervals, Vermont Division of
Dental Health Services standards, DOH periodicity schedules and as medically indicated

B. Eligibleindividuals have free choice of qualified providers
Screens include devel opmental and nutritional assessment

Diagnosis and Treatment Services

A. Diagnostic procedures are reimbursable when medically indicated by a screening
examination

B. Treatment servicesto correct or improve defects and physical and mental illnesses and
conditions discovered by the screening services, are reimbursable, including:

1. Vision services
2. Dental services
3. Hearing services
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4. Physical, Occupational, and Speech therapy (PT, OT and ST)
5. Supportive nursing service (Medicaid High Tech Program)
6. Case Management

C. Treatment services may require prior authorization and are limited to:
1. Medically necessary, as defined by the Medicaid Division
2. The most economical treatment approach
3. Authorized providers

EPSDT services are billed to Vermont Medicaid on the CM S 1500 claim form using CPT
procedure codes 99381-99385 and 99391-99395 and the appropriate modifiers. Instructions for
indicating EPSDT serviceson the CMS 1500 claim form are in Section 1-Claim Form.

*Valid Modifier: EP

ESRD RELATED SERVICES

Vermont Medicaid reimburses for End Stage Renal Disease (ESRD) related services provided by
the physician to beneficiaries in the home, office, outpatient department, skilled nursing facility,
or nursing home.

Do not bill “daily” and “per full month” codes for the same calendar month. Documentation
(usually the physician notes) must be available in the beneficiary’ s record which shows that the
service was given by the physician and the dates involved. Providers should refer ESRD
beneficiaries to Medicare for possible eligibility.

FAMILY PLANNING SERVICES

Family Planning is defined as any medically approved diagnostic test, treatment, counseling, drug,
supply, or device which is prescribed or furnished by a provider to individuals of child-bearing
age for purposes of enabling such individuas to freely determine the number and spacing of their
children. Abortion is not considered Family Planning.

It isimportant that physicians and other providers identify such services as family planning in the
appropriate field locator on the claim form. Reimbursement for implantation and/or removal of
contraceptive devicesincludes dl related services including the surgical tray, anesthetic, and
physician visits within 30 days after the procedure. Implantation is reimbursable once every five
years.

FEE SCHEDUL E

The Fee Schedule is an electronic, web-based report available for providers to access current
reimbursement rates on file for all procedure codes accepted by Vermont Medicaid. Other
pertinent information includes pricing effective dates, whether the code requires a prior
authorization and allowable provider types and specialties.

Specific fee schedules available include:

-CPT/HCPCS
-DME

-E&M codes
-J Codes

-Lab and X-ray
-Ladies First
-OPPS

-Vision
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Servicesthat are non-reimbursable by Vermont Medicaid are also available to providers. The
PAC 8 & 9listincludes al codes which are on file as “Do not pay”. It isimperative that
providers reference thislist prior to rendering services to ensure validity of specific procedure
codes. When a procedure code is updated to a PAC 8 or 9 status, providers are notified 30 days
prior via banner pages. However, the Fee Schedule and PAC 8 & 9 lists are updated on a monthly
basis, therefore, it isimportant to refer to these lists often. The Fee Schedule and the PAC 8 & 9
list can be found at: http://ovha.vermont.gov/for-providers/provider-manuals.

FQHC/RHC
Federally Qualified Health Centers and Rural Health Clinics have at least two provider numbers-

one for services paid at cost and one paid per fee schedule. Services paid at cost are billed as
encounters.

A. Encounters:

An encounter at a FQHC/RHC is defined as a face-to-face visit between a beneficiary and
aprovider. Face-to-face visits with more than one health professional for similar
diagnoses, or face-to-face visits with more than one health professiona of the same type,
or multiple face-to-face visits with the same health professiona on the same day at the
same location, generally constitutes a single encounter. Centers must bill procedure code
T1015 for the encounter in addition to CPT/HCPCS codes for the services rendered. The
T1015 encounter code should be billed with a zero charge amount or a negligible charge
amount (i.e., $.01 or $1.00) if your software prohibits using a zero charge amount for
electronic billings. CPT/HCPCS codes for the services must be billed using your usual
and customary charge.

Vermont Medicaid follows the same list of health professionals as Medicare. Multiple
encounters on the same day can occur when the beneficiary suffersillness or injury with
adifferent diagnosis or receives a different treatment at a substantially different time of
that day; or when the beneficiary seestwo different professionals for two very different
diagnosis. A Vermont Medicaid encounter does not include tota OB care.

Encounter Examples:

The beneficiary istreated for a headache in the morning at the office and returns home.
The beneficiary returns afew hours later because the headache is worse, sees the same or
adifferent practitioner, and returns home. The beneficiary returns for the third time for
the same problem, istreated by athird physician and returns home.

Thiswould be billed and reimbursed as one encounter since the reason/diagnosis for the
multiple visits was the same and was performed at the same office.

1. Thebeneficiary istreated during asingle visit for both a headache and stomach
ache.
This can only be billed and reimbursed as one encounter.

2. Theben€ficiary istreated in the morning for a headache and returns home. The
beneficiary returns the same day for treatment of alaceration.

Thisishilled and reimbursed as two separate encounters. Aslong as the
beneficiary has left the office and returns for an unrelated reason, then the
service can be billed and reimbursed as a second encounter.

3. Thebeneficiary istreated by a physician and a mental health provider any time
during the same day.
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Thisisbilled and reimbursed as two separate encounter s unless the diagnoses
are substantially the same, then only one encounter can be billed.

4. The beneficiary sees her OB for a standard pre-natal visit and returns home. The
beneficiary returns the same day to see her OB for a separate, pre-natal concern.
Neither of these Antepartum care (pre-natal) visits with an OB are considered an
encounter by Vermont Medicaid. Antepartum care visits are typically billed
globally after the birth.

B. Hospital or Nursing Home Services

FQHC/RHC provider services delivered at hospitals may be billed in either of two
methods. The billing method should be consistent throughout the fiscal year.
Encounter Method-If the services are billed as encounters, the facility number should
be used. In addition, the time spent by the provider should also be attributed to that
account.

Fee for Service Method-If the serviceis billed with the appropriate CPT code, the
non-FQHC/RHC provider number should be used. In addition, these services would
not be subject to cost settlement and the provider’s time spent at the hospital would
not be a FQHC/RHC allowable cost.

FQHC/RHCs shall report the method used to the cost report auditor.

. Other Insurance

If a FQHC/RHC provides one or more services on the same day to a Vermont
Medicaid beneficiary with insurance other than Medicare, the visit should first be
billed to the other insurer using the appropriate CPT code(s). The facility may hill
Vermont Medicaid for the balance between the other insurance payment and the
facility’ s encounter rate using T1015 as the encounter code. (See also instructions for
completing field locator 29 on the CM S 1500 form.)

Insurance plans impose various rules for beneficiaries covered by their plan including
acommercial HMO. If aVermont Medicaid beneficiary has other insurance, the
beneficiary must follow the rules (such as network limitation) of that insurer.
Vermont Medicaid will not make a payment for which an other-insurer is responsible
or would be responsible if the beneficiary had followed that insurer’ srules.

If the other insurer requires a copayment for office visits that are paid under the
capitated rate, Vermont Medicaid will reimburse the provider for this office visit
copay charge only. To bill the copay amount, use procedure code T1015. If
FQHC/RHCs want to hill for the copay for visits under capitation, they can claim a
T1015 but must use the non-FQHC/RHC provider number.

. Other Services

Laboratory services provided by a FQHC or RHC should be hilled using the non-
FQHC/RHC provider number. These services are paid per fee schedule. See
Specimen Collection.

Radiology services, except denta films, should be billed using the non-FQHC/RHC
provider number.

Dental services provided by FQHC should be billed using the appropriate dental code
and the FQHCs dental provider number. These services are paid on the Vermont
Medicaid fee schedule, but will be cost settled at year end.
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When a FQHC or RHC hills for completing OVHA treatment plans or refugee forms,
or providing Healthy Babies services or planning for an IEP, the service should be
billed using the non-FQHC/RHC number.

Minor equipment and supplies may be billed as part of the encounter. As a genera
rule, billings for DME items require a DME provider number and would be paid per
fee schedule.

E. Interim Settlements

After aFQHC or RHC files a cost report, it can request that an interim settlement be
made by sending aletter either to the OVHA or the OVHA auditor requesting such.
The OVHA will pay up to 90% of the balance due to the facility, based on the
recommendations of the auditor.

HEADER PROCESSING

Information pertinent to an entire claim, including all details, is contained in the header of each
claim. Examples are the beneficiary name and ID number. Errorsin the header information may
cause the entire claim to deny before the individua details are considered.

HEALTH MAINTENANCE ORGANIZATIONS (HMQOS)

HMOs are insurance plans and are treated as such by the OVHA. Vermont Medicaid beneficiaries
covered by a commercial HMO must follow the HMO rules. Vermont Medicaid will make no
payment for which an HMO is responsible or when the beneficiary has not followed the HMO
rules. Providers may notify the beneficiaries that he or she is responsible for payment when the
HMO rules are not followed.

Vermont Medicaid will reimburse for HMO co-pay charges for physician office visits when the
physician is capitated by the primary HMO. To bill the HM O co-pay only, use the procedure code
T1015.

T1015 can be used only to bill Vermont Medicaid for the co-payment required by another
primary insurer when that visit was included in a capitation agreement with the primary insurer.

Rural Health Centers and Federally Qualified Health Centers are not allowed to bill EDS for
HMO co-payments. These will beincluded in the yearly cost settlement.

HOSPITAL BASED PHYSICIANS

Vermont Medicaid follows the billing procedures of the regional Medicare carrier.
Reimbursement is made in accordance with the Medicaid fee schedule for services and must be
billed on the CM S 1500 claim form.

The CPT codes for hospital inpatient services are used to report evaluation and management
services provided to hospital inpatients.

When the beneficiary is admitted as an outpatient, physician visits are billed with either the
outpatient CPT codes or observation service CPT codes.
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HYSTERECTOMY
All hysterectomy claims require prior approval from the OVHA Clinical Operation Unit. All
hysterectomy claims on beneficiaries under the age of 55 also require either:

-A valid hysterectomy consent form, or if avalid consent form is not available

-A valid ‘Notice of Decision” to provide retroactive eligibility, or

-Operative notes or a statement that the beneficiary was already sterile prior to the
hysterectomy.

The hysterectomy consent form is available on the Vermont Medicaid website at:
www.vtmedicaid.com under Downloads/Forms.

INCIDENT-TO BILLING
See Provider Manual, Guidelines for Billing Incident-To.

INDEPENDENT LABORATORY

The referring physician is the physician or practitioner who actually ordered the tests for the
beneficiary; he or she must be enrolled as a participating or non-participating Vermont Medicaid
provider. Enter the NPI/taxonomy code combination of the referring physician in field locators
17aand 17b. The billing provider name and address, to which payment will be made, must appear
infield locator 33 and the NPl nhumber must appear in field locators 33aand 24;.

INJECTIONS

Flu Shots Immunization for flu and pneumonia are available at little or not cost in Vermont viaa
program of the Vermont Department of Health. Beneficiaries are encouraged to use this service.
Local home health agencies and Area Agencies on Aging will administer flu vaccines in many
locations around the state.

Reimbursement for immunization codesis for the cost of the product only. When a vaccine has
been provided free of charge to the practice, providers should use modifier SL with appropriate
procedure code and report the charge as $0.00 to assure correct payment.

Prescribers are instructed to call (800-918-7549) or fax (866-767-2649) the Medmetrics
Prescriber Call Center to find out which drugs require prior authorization regardless of whether
the medication will be billed through the medical or pharmacy benefit. For clinical criteriaand
either the general or specific prior authorization forms, visit: http://ovha.vermont.gov/for-
providers.

See dso: DRUGS REQUIRING PRIOR AUTHORIZATION.

INPATIENT SERVICES
Vermont Medicaid pays for physician visits provided to inpatients of a general hospital.

Hospital Admission Visits. Payment to physicians for a same-hospital admission visit islimited
to once per beneficiary per day for the same or similar diagnosis for acute care, or after denial of
acute care by utilization review).

Preadmission Review: Prior authorization is required from the OVHA for al elective, out-of-state
inpatient hospital admissions. The request is made by the admitting hospital.

Certain elective procedures also require prior authorization (e.g., hysterectomies, bariatric surgery,
etc.). These are usually requested by the physician but the hospital is always/also responsible for
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making sure the OVHA approval isin place prior to the procedure being performed. This pertains
to al in-state and out-of -state providers.

Elective admissions to out-of-state hospitals require prior authorization. Urgent and/or emergent
admissions do not require prior authorization but do require notification of that admission by the
next normal business day from that facility. For additional information visit:
http://ovha.vermont.gov/for-providers/out_of_state admissions_10-16-08.pdf.

INPATIENT NEWBORN SERVICES (For Physicians)

Beneficiaries may apply for anewborn ID for their child at the time of delivery using forms
available at the facility or through application at the Department for Children and Families (DCF)
office. (Temporary ID numbers are only issued by the DCF and only issued if applying to a state
program).

If the baby’s MID isnot yet available when the provider needsto bill, the mother’sMID can be
used for this specific circumstance. Failing that, providers have two remaining options:

*Note: Thisoptionisonly availableif the baby and mother are inpatient together for the duration
of the stay, up to 7 consecutive days. The mother’ sinpatient delivery charge must be paid or
clam will deny. Thisinformation (of payment) can be verified through the Provider Services help
desk at 800-925-1706 or 802-878-7871.

Provided the above statement is true:
A provider may submit a claim for the baby, using the mother’s MID number, for a maximum of
7 consecutive days.

EXAMPLE: Mother leaves hospita after three days and baby stays. The mother’sMID
can be used for the baby only those first three days; further claims for the baby must use
the baby’s MID.

EXAMPLE: Both are hospitalized for more than seven days. Services for the baby on the
eighth day and after must be billed using the baby’ s MID.

Since birthing room births are also billed as inpatient, the place of service would aways be 21.

Please include the following information on the CM S 1500 claim form as indicated below:

Form L ocator Information

la Mother’'s Vermont Medicaid ID

2 Baby’s name

3 Baby' s date of birth

4 Mother’s name

6 Check “child”

19 Write “billing for baby under mother’s ID”.

The provider will need to use the e ectronic notes field when billing electronically.
The recommended option isto wait for the child’s permanent ID number to be issued.

INTERPRETER

When aVermont Medicaid provider pays interpreter services for a beneficiary (who does not
speak the same language as the provider), in person (at the office) or over the phone — or for the
use of sign language (with a hearing impaired beneficiary), the provider may bill procedure code
T1013 for every 15 minutes of service provided. FQHC/RHC providers must bill T1013 for
interpreter services using their non-FQHC/RHC provider numbers. Home Health Agencies must
use revenue code 940 along with the HCPCS code T1013.
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LABORATORY CHARGES

The OVHA follows the Medicare billing procedures for physician’ s billing for laboratory testing.
It permits aphysician to bill Vermont Medicaid for laboratory testing only when the physician or
an employee of the physician performs the test. Physicians who expect to be reimbursed for lab
services performed on site must indicate on the claim that the test was performed on site, by
completing field locator 20 on the CMS 1500 claim form, and indicate the CLIA certification is
on filewith OVHA.

The professiona component (modifier 26) is valid only when the test requires interpretation by
the billing physician. The result from the actual testing of a specimen usually requires no
interpretation and in some cases, is done by the lab specidist. The billing of the lab code with
modifier 26 is not valid for these services.

In order to be reimbursed for laboratory services furnished in an office setting, providers must
furnish a copy of their current CLIA when enrolling/recertifying with Vermont Medicaid. For
additional information, please contact EDS Enrollment, P.O. Box 888, Williston, VT 05495,
(800) 925-1706 (in state) or (802) 878-7871 (out of state).

LAB HANDLING FEE

Payment for the service of obtaining specimensisincluded in the reimbursement of the medical
visit. For exceptions to this rule and the corresponding procedure codes, please refer to Specimen
Collection Fee.

LEAD SCREENING

CMS has mandated that children ages one through five be screened for lead unless the physician
determines it to be medically inappropriate. The act of obtaining the sample during awell child or
routine office visit isincluded within payment for that medical visit. The processing |aboratory
will bill the proper CPT code for the actua testing.

LOCUM TENENS
See Provider Manual.

MAINTENANCE DRUG PRESCRIPTIONS

Effective August 1, 2009: When the OVHA isthe primary payer, pharmacies are required to
dispense designated classes of maintenance drugs in 90-day supplies after thefirst fill. In
addition, when the OVHA is the primary payer, prescriptions written for maintenance drugs must
be rewritten for 90 