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Chapter 1: General Information Provider Billing and Procedures Manual

The Oklahoma Health Care Authority (OHCA) is the state
agency responsible for the administration  of the Oklahoma
Medicaid program. OHCA has a contractual agreement
with Gainwell Technologies (Gainwell ), f/lk/a DXC
Technology (DXC) ,to be the fiscal agent for the Oklahoma
Medicaid program. A o >! yprimary objective isto maintain
a system that will accurately and effectively process and
pay all valid Oklahoma Title XIX Medicaid program provider
claims.

I naeeWdDNaEyr nAacadOdnAandeA dA At N Ap K/
program is voluntary.  Providers who choose to participate in

Medicaid must accept the Medicaid payment as payment in

full for services covered by Medic  aid. Providers are restricted

from charging the Medicaid member the difference

KNARGNNA At N ?2r2AK Q?2raeBAac" Ot Acf N AAI
payment. Services not covered under the Medicaid program

may be billed directly to the member.

This publication is the primary reference for submitting and
processing claims, prior authorization requests, remittance

advice and other related documents. This manual is not a
legal description of all aspects of Medicaid law.

This manual is intended to provide program guidelines for
providers that participate inthe Oklahoma Medicaid
program. Every effort has been made to ensure the
accuracy of this manual , however if there are any instances
where the guidelines appearto contradict relevant
provisions of the Oklahoma Medicaid policies and rules |,
The policies and rules will prevail. This manual does not
take precedence over federal regulation, state statutes or
administrative  procedures. This manual was developed by
OHCA and Gainwell for Oklahoma Medicaid providers.

The Provider Billingand Procedure Manual will receive
periodic reviews, changes, and updates. The online version
of this manual is the most current version and is available
on OHCA website at

https://oklahoma.gov/ohca/providers.html click on Billing
Manual under Claims Tools.

Revised : August 2022
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Provider Policies

A provider is any OHCA -contracted individual or facility that
provide s health care services for SoonerCare members.

Payments

Payments to providers under SoonerCare are made for
services rendered on behalf of a SoonerCare patient. There
are no exceptions to rendered services unless otherwise
specified in coverage guidelines.

Payments are made on behalf of SoonerCare -eligible
individuals for services within the scope of Ao>! yr
programs. Services cannot be paid under SoonerCare for

ineligible individuals,

services not covered under the scope

of Ao >! programs or services not meeting

documentation

requirements. These claims may be denied,

or recouped upon post -payment review.

For additional information on provider policies, go to

https://oklahoma.gov/ohca/policies

-and -rules/xpolicy.html

~

fembers/Applicant

% oxtaroma

re Oklahoma OKSHINE Research Policy More v

Policies and Rules

Policy and Rules

Click Chapter 30.
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les > Policy and Rules

OHCA Policies and Rules

Click Here to Search Entire Policy
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Provider Contracts

In order to be eligible to participate in SoonerCare, providers
must have an approved provider contract on file with
OHCA. Through this contract, the provider certifies all
information submitted on claims is accurate and complies
with all applicable state and federal regulations. This
contract is effective once it is electronically signed by the
provider and has been approved by OHCA.

Provider Contract Maintenance

Provider contracts must be renewed , at maximum, every
four years.lItis the responsibility of the provider to maintain
records and contracts with OHCA. Any provider information
changes must be promptly report ed by using the
SoonerCare provider portal. Failure to maintain current
information may result in delays or denials of payments.

For more information on Provider Enrollment, you may email:
ProviderEnroliment@okhca.org or call 1-800 -522-0114, option 5.
You may also visit Oklahoma.gov/ohca.html V Providers; Provider
Enrollment.

Revised : August 2022
Version 6.4 3
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Provider

OHCA Call Tree
1- 800 -522-0114

Option | Unit

1 OHCA Call

2,1 Internet Help
Desk

2,2 EDI Help Desk

3,1 Adjustments

3,2 Third
Party
Liability

4 Pharmacy
Help Desk

5 Provider
Contracts

6,1 Pharmacy
Help Desk

6,2,1 Behavioral
Health

6,2,2 | Behavioral
Health

6,3 Medical
Authorizatio

6,4 Prior
Authorizatio
ns

6,5 Dental

Authorization

Revised : August 2022
Version 6.4

Resources

Call Types

Policy and billing questions .

Internet PIN resets or
assistance with the
SoonerCare Provider Portal .

Batch transactions
assistance .

Paid claim adjustments or
outstanding  A/R inquiries .

Health insurance
injury/accident
guestionnaires, third  party
insurance inquiries, estate
recovery or subrogation

Pharmacy issues.

Provider contracts .

Pharmacy authorizations

For Out -Patient Behavioral
Health authorizations

For In -Patient Behavioral
Health authorizations

Medical authorization

For prior authorizations for
DME, medical services and
emergency services for
Dental authorizations
(status only) .

status .

Provider Biling and Procedures Manual

Availability
8 am.to 5p.m M-F

8 a.m. to noon & 15p.m. M-
F

8 a.m. to noon & 1:5p.m. M-
F

7:30 am. to4 p.m. M,
W, Th, F Noon to 4
8 am. to 5p.m. M-F

8am.to7 pm. M-F
9am. to 5p.m. Sat

1lla.m. to 5 p.m. Sun
8am.to5pm M, Tu, T, F
1p.m.V5p.m. Wed

8:00 am. to7 p.m. M-F
9am. to 5p.m. Sat

1lla.m. to 5 p.m. Sun
8am. to 5p.m M-F

8am.to 5p.m. M-F
8 am. to 5p.m. M-F

8am.to 5p.m. M-F

8 am. to 5p.m. M-F
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OHCA Public Site

OHCA administers the state of At AAt e BlAdjcaid agency
program known as SoonerCare. Primary programs under
SoonerCare include: SoonerCare Traditional, SoonerCare
Choice and SoonerPlan. OHCA public site, Oklahoma Health
Care Authority, (see screen sample below) provides
information  for Medicaid members and providers, including
data on programs, and health and medical policies.

Health Care Authority —p

K12
3.6 OKLAHOMA el

About Members/Applicants Providers Insure Oklahoma OKSHINE Research Policy More v

:
¢

Oklahoma's M€
Agency

+ Click here to apply for SoonerCare benefits

MEMBERS / APPLICANTS PROVIDERS SoonerSelect
DENTAL TOWN HALLS

& MemberLogin '« Provider Portal

GO PAPERLESS

$e
> Apply for Soonercare > Provider Enrollment %LElgg “:lf _____

> Member Toolkit > Provider Toolkit
Lear hovi the
$i Sliaii S PUBLIC HEALTH
nsure ahoma raining
EMERGENCY
> SoonerCare Programs > Claim Tools CLICK HERE
> SoonerCare Benefits > PCMH MENT
> Dental Benefits > MAU ° LIFELINE
WWW. 988 OKLAHOMA.COM
> Find A Provider > Tribal Relations
> SoonerRide > Dental Benefits SUBMIT YOUR
SoonerCare Story
PHEREC

> See More > See More
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Provider Inquiries

The Soon erCare Call Center is open from

p.m., Monday through Friday. OHCA is committed to
providing excellent customer service to providers, members,

and other community stakeholders.

The Pharmacy Help Desk is operational seven days a week,
and the hours of operation are 8:00 am to 7:00 pm Monday
through Friday, 9am -5pm Saturda y and 11am-5pm Sunday.

OHCA Available Services

Information available to providers through the call tree

options include:

=

Policy Questions

Provider Contracts

Adjustments

PIN resets

Medical

Dental

= =/ =4 4 -4 -4 -4 -5 -9

Behavioral Health

Before You Call

Pharmacy Help Desk

Prior Authorization s

Third Party Liability (TPL)

When calling OHCA Call Center, have the following

information available to expedite

researching the inquiry:

1 The 10-character (nine numbers, alpha character)
SoonerCare provider number

The SoonerCare B N B k N diy mumber

The date(s) of service

The billed amount

Revised : August 2022
Version 6.4
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Forms
Updated versions of forms are located at:
https://oklahoma.gov/ohca/providers/forms.html

‘a‘c‘ OKLAHOMA Search p

o
b :
“n W Health Care Authority

About Members/Applicants Providers Insure Oklahoma OKSHINE Research Palicy More ~

Qklahoma Health Care Authority » Providers » Forms

Providers Forms

Types
FORM NUMBER TITLE

Provider Portal

After Hours After Hours Participation Form
Forms -~

CH-1 Week Old Visit
QHCA Pharmacy Forms

CH-2 1 Month Visit
Provider Training

CH-3 2 Month Visit
Provider Services

CH-4 4 Month Visit
Provider Enrallment CHS 6 Month Visit
Provider Toolkit CH-6 9 Month Visit

i W

Policy and Rules CH-7 12 Month Visit
Publications CH-8 15 Month Visit
Electronic Health Record Incentive CH-9 18 Month Visit
Program

CH-10 24 Month Visit
Updates h

CH-11 30 Month Visit

CH-12 3 Year Old Visit

CH-13 4 Year Old Visit

CH-14 5 Year Old Visit

CH-15 6 to 10 Year Old Visit

CH-16 11 to 20 Year Old Visit

Revised : August 2022
Version 6.4 7
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Call Centers

OHCA is committed to providing customer service tothe provider
community, members, and other interested parties. OHCA Call
Center representatives answer inquiries regarding warrant
information, proper billing procedures, prior authorizations and
SoonerCare policy.

Claims
Mailing Paper Claims
Original, corrected, and re-filed claims are submitted to the
fiscal agent at the appropriate addresses listed below. Claims

mailed to addresses other than the assigned P.O.Box may
resultin payment delays .

Paper Claim Mailing Addresses

Form UB-04 Gainwell Technolog ies

(Hospital or Home Health) P.O. Box 18430
Oklahoma City, OK

Dental (ADA) Gainwell Technolog ies

P.O. Box 18110
Oklahoma City, OK

Form 1500 Gainwell Technolog ies
P.O. Box 54740
Oklahoma City, OK

HMO Copay/Personal Care Gainwell Technolog ies
Services (Individual; not P.O. Box 18500
agency) Oklahoma City, OK
Long -Term Care Nursing Gainwell Technolog ies
Facilities P.O. Box 54200

Oklahoma City, OK

Pharmacy Gainwell Technolog ies
P.O. Box 18650
Oklahoma City, OK

Waiver Provider Gainwell Technolog ies
P.O. Box 54016
Oklahoma City, OK

Revised : August 2022
Version 6.4 8
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Eligibility  Verification  System (EVS)

The EVS system is available from 5:00 a.m. to 1:.00 a.m.
Information is accessible by entering the n ce W d, BAigity r
SoonerCare ID number and alpha -character location code,
as well as your 4-digit PIN. If you do not have a PIN, please
call 1-800 -522-0114(option 2, option 1).

The automated voice response (AVR) system provides a
nationwide toll -free telephone number to help providers
obtain pertinent information. Providers can enter
information on a touch -tone phone or by the AVR speech
application.

EVS Phone Numbers
Nationwide toll -free: 1-800 -767 -3949
Oklahoma City area: 405 -840 -0650

Available Services

The following is a list of information that can be obtained
through the AVR:

1 Member eligibility with fax-back capabilities .
1 Provider warrant information

1 Prior authorization with fax-back capabilities .
1 Claim status inquiry .

More information regarding the EVS can be found in the
Member Eligibility Verification chapter of this manual
(chapter 4).

Revised : August 2022

Version 6.4
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Member Inquiries

When inquiring by telephone, please call between 8:00 a.m.
and 5:00 p.m., Monday through Friday.

Phone Numbers
Members toll -free: 800 -987 -7767
Oklahoma City area: 405 -522-7171

Available Services

Information available for members through the call tree
options include:

1 Eligibility

Claim status

SoonerCare Member Services
Pharmacy Help Desk

Enroliment Agent

= =2 =4 -4 -2

Spanish assistance: 8:00 a.m. to 5:00 p.m. M-F

SoonerCare Provider Portal

The SoonerCare Provider Portal ,r Ao >! y rweb $i®? &N
offering providers a centralized location to meet business

needs such as: submitting claims and verification of claim
status. The SoonerCare Provider Portal is available 24 hours

a day, 7 days a week, excluding during scheduled

maintenance.

1 New providers are assigned a PINto access the
website. To access the SoonerCare Provider Portal, go
to https://oklahoma.gov/ohca.html ,in the Providers
section click Provider Portal. For additional information
regarding logging infor the firsttime and entering the
SoonerCare Provider Portal, contact the Internet Help
Desk or a Provider Education Specialist. Contact
information for Provider Education Specialists is
available in the next sub -section of this chapter.

Revised : August 2022
Version 6.4 10
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Available Services

The following services

Portal users:

=

= =2 =2 =4 4 -4 -4 -4 -5 -5 -5 -5 -2

Global messaging

Claims submission and resubmission
Search and void claims

Create and search provider referrals
Create prior authorizations

View authorization status/notice
Search Fee Schedule/search provider
View Payment History
View/download Remit tance Advice
Eligibility verification

Treatment History

Managed Care/Capitation reports
Update Provider File

Provider letters

Provider Training and SoonerCare Education

Specialists

Provider Biling and Procedures Manual

are available to SoonerCare Provider

SoonerCare has ateam of Provider Education Specialists
with in-depth knowledge of Oklahoma SoonerCare billing
requirements and claim -processing procedures.

offered on billing,

Provider Education Specialists provide training

site , virtual,

workshops.
submission

Revised : August 2022
Version 6.4

Training is

EVS and the SoonerCare Provider Portal.

through on-

or telephonic  provider visits and webinars and
They encourage providers to utilize electronic
through the provider portal because itis fast,
easy to use and saves money.

11
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Training Objectives
The focus of the Provider Education Specialist is to:
1 Train newly enrolled providers and billers

i Establish and maintain relationships with
contracted providers to ensure correct claim
adjudication and resolution

1 Conduct targeted outreach for provider types
and specialties

1 Create and present policy, portal and
program updates to existing providers
through training webinars

1 Conduct policy and portal training through
webinars , and on -site, virtual, or telephonic
provider visits

Provider Education Specialists are responsible for arranging
their own schedules. They are available Monday through Friday
for on - site provider visits. On-site provider visits are normally
scheduled two weeks in advance. Since Provider Education
Specialists are often out of the office, please allow a minimum

of 48 hours for telephone calls and emails to be returned.

OHCA Contact Information

Providers may contact the SoonerCare Education team to
request assistance from a Provider Education Specialist by
emailing SoonerCareEducation@okhca.org

Revised : August 2022 12
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OHCA Provider

Webpage

Provider Billing and Procedures Manual

OHCA Provider webpage may be found at:
https://oklahoma.gov/ohca/providers.html

ol
1 -
PN Heslth Care Authority

;'9 OKLAHOMA

About Members/Applicants

Search p

Providers Insure Oklahoma OKSHINE Research Policy More ~

Oklahoma Health Care Authority > Providers

Providers

Types

Provider Portal

Forms

Provider Training

Provider Services

Provider Enrollment

Provider Toolkit

Policies and Rules

Publications

Electronic Health Record Incentive
Program

Updates

Revised : August 2022
Version 6.4

Providers

+ Provider Portal

RSVP NOW! >

SAVE THE DATE!
Home & Community Based Services Focus Group Sessions

[B Click here to download the Save the Date document

Types

All Types Patient-Centered Medical Home

Behavioral Health Perinatal Services

* Child Health/EPSDT * Pharmacy
= Dental * Physicians

Rural Health Clinics

Durable Medical Equipment

Federally Qualified Health Centers School-Based

* Hospitals SoonercCare Choice

Long-Term Care Services SoonerPlan Family Planning Waiver

Medical Authorization Unit (MAU) Tribal Relations

Other Provider Types

Claim Tools

* NCPDPD.O + Provider Reimbursement Notices
* ICD-10 FAQs * SoonerCare Fee Schedules
* Adjustments * Third Party Liability

AVR/EVS (Member Eligibility) Prior Authorization

- = Behavioral Health
+ Billing Manual

> Dental

Electronic Data Interchange

Durable Medical Equipment

Error Codes

. . L > Medical
* National Correct Coding Initiative
° Pharmacy
* Provider Secure Site :
® Therapy

Resources Training Enrollment

Care Coordination * SoonerCare Training * Become a SoonerCare

Resources . Provider
* Pharmacy Training

OHCA Call Tree -
+ School-Based Training

Provider Toolkit

SoonerQuit for
Providers

EHR Incentive

Soon-to-be-Sooners

13
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Chapter 3: SoonerCare Provider Portal
Introduction

Any SoonerCare provider can access the Provider Portal with
a Provider ID and an OHCA -generated personal

identification number (PIN). Once the provider has
established a Provider Portal account, the account
administrator can create new clerks and grant each clerk
role -specific access. The Provider Portal is free of charge and
is available to any SoonerCare provider with internet access.

Important Website Notes

1 Passwords are case sensitive.

T Challenge questions are NOT case sensitive

¢ All dates should be entered in MMDDYYYY format.
1

Dollars and cents should be separated by a
decimal.

1 Line totals will not be calculated automatically;
the user must multiply the units by the unit rate
to ensure the correct total billed amount.

1 Do not populate the TPL amount unless
another payer has paid a specific amount
toward the claim.

1 Decimals should not be used when entering
diagnosis codes .

Section A: Accessing the SoonerCare Provider Portal

The SoonerCare Provider Portal can be accessed on most
computer systems, with the following recommendations:

128-bit key encryption

Customized security settingsto access
information  across domains .

9 Disable pop -up ad blocker (or set settings to
allow all forthis website) .

Revised : August 2022 14
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Getting to the SoonerCare Provider Portal
1. Navigate to https://oklahoma.gov/ohca.html

2. Select the Provider Portal link located under the Providers

section of the home page .
3. You can do directly to the login page at
ohcaprovider.com

Registering for a Provider Portal Account

Each new Provider Portal account (users who have never
registered with OHCA) will require registration (creating a
permanent username, password and challenge
guestions/answers).

Register Now

1. Select Register Now from the Provider Portal

Provider Billing and Procedures Manual

home page. Instructions for registration step lof 2

will vary by role:

Providers V Enter SoonerCare Provider
Number, Service Location and PIN in the
corresponding  fields.

Biling Agents V Enter Trading Partner ID and
PIN in the corresponding fields.

Clerks V Enter First Name, Last Name, Birth
Date, Last 4 of DLN, and Clerk Code in the
corresponding  fields (clerk codes are
generated by the provider).

Instructions for registration step 2 of 2VSecurity Information
will be the same for all types:

Revised : August 2022
Version 6.4

1. Enter auser ID. Select Check Availability to verify
whether the user ID is available for use in the
SoonerCare Provider Portal. Enter a password in
the Password and Confirm Password fields.
Passwords must be 8-20 characters in length,
contain a minimum of one numeric digit, one
uppercase letter and one lowercase letter.

15
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2. Enter aname in the Display Name field. This will
be the name that appears on the Provider main
menu. Enter a phone number and extension, if
applicable. Enter an email in the Email and
Confirm Email fields.

3. Select asite key and enter a passphrase.

4. Select three questions from the Challenge
Question #1-3 drop -down lists. Enter an answer in
the respective Answer to #1-3 fields. For providers
only: after reading the User Agreement enter your
name in the please sign by typing your full name
here field.

5. Once all fields have been entered, click Submit. A
confirmation message will be sent to the email
address on file, as entered in the email field.

Types of Web Users

Providers

Providers will receive a letter by email containing the

n cee W d Dabtesyg PIN. This PIN, used in conjunction with the
Provider ID, will grant the provider initial access to the
SoonerCare Provider Portal. Only providers with an active
SoonerCare contract will receive a PIN letter. Separate PIN
letters will be mailed to each location. It is recommended
that providers initialize their account and immediately
create users (clerks) that will be used to operate the Internet
application daily . Operating daily under the master user
(Provider) poses certain security risks and should only be
used when managing the account.

Billing Agents

Billing agents are given logon credentials directly from
Gainwell .When users initialize their accounts, they will be
prompted to establish a password, challenge questions and
answers, site key token and contact information upon
initializing their accounts. Billing Agents do not have the
ability to create, grant access to, or revoke permissions of
other users.

Clerks

The provider or billing agent who created the clerk will give
clerks logon credentials. Users will be required to establish a

Revised : August 2022 16
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password, challenge questions and answers, site key token
and contact information upon initializing their accounts.
Clerks do not have the ability to create, grant access to, or
revoke permissions of other users.

Enrollment  Agents

Each provider can assign one (1) active clerkto be their
enrollment agent. In addition to their other functions, this
enrollment agent will have access to renew or make
changes to the n e W d, DAdteagt r with OHCA; including
licensing information, banking details, and ownership
information  where applicable.

Forgot Password

Users who forget their passwords may still gain access to the
SoonerCare Provider Portal through the self-authentication
process. The self-authentication  process requires the user to
change his or her password by selecting the Forgot
Password? link from the Site Token Password page.

In the Forgot Password window, the user should answer the
designated challenge question. Once the answer has been
validated, a message will be sent to the email on record with
a temporary password. Though not required, it is
recommended that the user create a new password instead
of using the temporary password.

Section B: Web Features

OHCA SoonerCare Provider Portal has many features to
help providers with anything related to Medicaid billing.
This section will cover several SoonerCare Provider Portal
features.

Broadcast/Global  Messages

Messages will only display on the login splash page; all
providers will see these messages.

Broadcast Messages will always display any active messages
not checked asread. Next to each message is the following
check box: XPlease acknowledge receipt of message by
checking this box. X Once this is selected, the message will
no longer appear on the provider Home Page once the
page has been refreshed.

Revised : August 2022 17
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Main Page
ytN TAdQA nAf N dr AAre AtN ?2rNacyr teBN
shows the display name, taxonomy number and contains
shortcut links to areas of the website.

My Home

The My Home tab at the top of the page will always bring
the user back to their main page.

My Profile

The My Profile page allows the user to edit options specific
to their logon including their display name, phone number
and email address. This page also allows the user to change
their password, token, site key, and challenge questions and
answers.

Manage Accounts

The Manage Accounts page is designed to establish the
security credentials for users and clerks, as well as allow
users to update and maintain user account data.

;2} OKLAHOMA

Health Care Authority

Provider Portal

My Home Eligibility Claims  Prior Authorizations Referrals  Files Exchange Financial  Letters Reports  Resources

My Mome Tuesdsy 08/09/2022 08:46 AM CST

A Broadcast Messages

o User Details e Contact Us

Welcome

& Soonercare Education

l @ Referrals iNew
o Provider @& Referral Y,
Name %
2) PA Notice
Provider 10 & PA Notice
Taxonomy
$C Provider k@ Undate Provider Files
Number W . f fo ovid
|g) Provider Services @ Unload Service Quality
Raview Records

gt Molpful Links

RA2 © 2022 Guinwell Technologies. All nghts reserved, | Sryacy Hotice
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Only a provider -level sign on will give a user access to the
Manage Accounts page.

Provider

After users access the website for the first time and initialize
their account, they may access the Manage Accounts page.
The provider can delegate assignments by using the Add
New Clerk, Add Registered Clerk, Add Registered Billing
Agent, Designate Billing Agent and Enrollment Agent tabs.

Once the Provider has submitted the billing agent or clerk
information, the billing agent or clerk can establish his or her
username, password, contact name, email and phone
number by selecting the Register Now link on the portal
logon page.

The status and authorized functions for billing agents and
clerks are maintained by the provider using the Manage
Accounts page.

Adding a New Clerk
Adding a clerk is done by selecting the Add New Clerk tab.

1. In the First and Last Name fields, enter the QAN L y r
name.

In the Birth Date field, ente r the Q A N cbistly date.
Enter the last four DLN of the clerk.

Select the check boxes of the functions the
clerk will have authorization to access.

5. Click Submit once the information has been
added.

6. Click Confirm to confirm the additions made to
the new clerk.

7. Once the confirmation is complete, an
informational message will appear with a clerk
code. The clerk code is used for the new clerk to
register for the SoonerCare Provider Portal with
the Register Now link. The clerk code can also be
used if the existing clerk is registering under
another provider.

Revised : August 2022 19
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Granting

Access to Other Providers of Existing Billing

Agent/Clerk

After a clerk or agent is created, he or she will automatically
have access to the provider account under which he or she
was created. Forthe clerk or agent to access other

n cee W d BAdammtsy access must be granted.

Add Registered Clerk

1.
2.
3.

Select the Add Registered Clerk tab.
Enter the last name of the clerk.

Enter the existing clerk code generated by the
previous provider.

Select the check boxes of the functions the
clerk will have authorization to access.

Click Submit after adding the information.

Click Confirm to complete addingthe registered
clerk.

Add Registered Billing Agent

1.
2.
3.

Revising

Select the Add Registered Billing Agent tab.
Enter the display name of the billing agent.

Enter the existing agent code. If the agent code is
unknown, the agent code isin My Profile -Role
Qualifiers from the billing agent user account.

Select the check boxes of the functions the clerk or
billing agent will have authorization to access.

Click Submit once the information has been
added.

Click Confirm to confirm the additions made to
the new clerk/billing agent.

Billing Agent or Clerk Access

When a billing agent or clerk no longer needs access to your
provider account, or if functions need to be added/removed,
you may edit account privileges.

1.

Revised : August 2022
Version 6.4

From the Add New Clerk, Add Registered Clerk, or
Add Registered Billing Agent tabs, alist of
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available users will appear at the bottom of each
webpage.
2. For clerks, select the name of the clerk to

update access. For billing agents, select the
billing agent code.

3. Edit the Status and/or the Functions of the clerk
or billing agent.

Click Submit after adjustments have been made.

Click Confirm to confirm the changes.

Designate Billing Agent

The Designate Billing Agent function is used to allow
biling agents to receive Capitation Summaries,
Remittance Advice, and Roster transactions.

1. Select the Designate Billing Agent tab.

2. Select the transaction from the Transaction
Type drop - down list.

3. Select the billing agent from the Billing Agent
drop -down list.

4. Click Designate to Receive.

If all Transaction Types are designated to the billing agent,
the Transaction Type drop -down list will be disabled.

Toremove a Transaction Type from a billing agent, select the
Remove link associated with the transaction to be removed.
Any transactions removed will then appear in the
Transaction Type drop -down list and can be added again
later .

Enrollment Agent

The Add Enrollment Agent function is used to allow an
agent to initiate, update or renew the provider contract.

1. First, the agent will need to be set up as a clerk
and given at least one role. This will allow them to
become an option in the drop -down list.

2. The agent will then need to register and log into
the portal so their status changes from X! QA ¢ % N
&N A DI X O dhis\willsallow them to
become an option in the drop -down list.
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3. Selectthe specific Enrollment Agent from the
drop -down list.

4. Click the Add Enrollment Agent button. The
Enrollment  Agent will then be added.

5. An Enrollment Agent can be removed by
clicking the Remove button.

Switch Provider

The Switch Provider page is only available to clerks and
biling agents .This feature allows the user to select the
provider he or she wishes to access. The provider must add
access to the billing agent or other user by using Add
Registered Clerk or Add Registered Billing Agent through
Manage Accounts before this functionality is available. To
switch to a different provider:

1. Select the Switch Provider tab from the main page.
2. Select the Switch Provider option fromthe menu.
3. Enter at least one criterion.
4. Click Search.
5. Select the radio button next to the provider
from the Available Providers results list.
6. Click Submit.
Click Close.
Eligibility Tab

The purpose of the Eligibility tab isto verify eligibility of
SoonerCare members. To run a query, avalid Member ID,
Social Security Number, Birth Date, Name or Case Number
is required. These are combined with the From Date of
Service and To Date of Service fields. The resulting data
appears below the search criteria.

Calendar buttons next to the dates of service fields will
activate a calendar pop -up feature to aid date selection.

Revised : August 2022 22
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Treatment History (Dental)

Search Treatment History
Medical | Dental

* Indicates a required field.

This search feature retrieves PAID claim records for a particular member 1D as of the timeframe submitted.

Enter the member 1D, date of service, and procedure code or tooth nurber, then click Search. Click Reset to clear all fields.

| Member Information ‘

*Member ID Last Name First Name Birth Date

| Service Information ‘

Either Procedure Code or Tooth Number is required.

Procedure Code & *Date of Service v
Tooth Number  any Tooth E
Search | Reset

This section lists the steps to follow when making an inquiry
eA A BNBKkNEyr DNAAAK tdraec' s

Starting on the Provider main page, select the Eligibility link

to display the Eligibility screen, and then select the

Treatment History link. Another option is to select the
Eligibility tab to display the drop -down list, and then select
the Treatment History link.

1. Select the Dental tab.

2. Enter the member ID in the Member ID field. Member
data auto -populates.

3. Enter a Procedure Code in the Procedure Code field, if
applicable.

4. Select the date span from the Date of Service drop -down
list. Selecting Lifetime Date of Service will return services
At An AcEN eAK" QeBnNAr AKAN ©eAQN dgA A

5. Select a tooth number from the Tooth Number drop -
down list, if applicable.

6. Select Search.

Results display and procedures can be sorted by the Service
Date column. To print a copy of the treatment details, select
the Procedure Code link, and then select Print Preview. A
new window displays, and the procedure codes can be
printed.
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Tre atment History (Medical)

Search Treatment History

Medical = Dental
* Indicates a required field.
This search feature retrieves PAID claim records for a particular member ID as of the timeframe submitted.

Enter the member ID, date of service, and procedure type/code, then click Search. Select Lifetime to view treatment history for the procedure identified over
the lifetime of the patient. Click Reset to clear all fields.

’ Member Information

*Member ID Last Name First Name Birth Date

\ Service Information

*Service From Date & = To Date® i Lifetime
*Procedure Code Type v *Procedure Code @
Search Reset

This section lists the steps to follow when making an inquiry
eA A BNBkNeyr BNDZ OQOAA t drAeccE’s

Starting on the Provider main page, select the Eligibility link

to display the Eligibility screen, and then select the

Treatment History  link. Another option is to select the
Eligibility tab to display the drop -down list, and then select
the Treatment History link.

1. Select the Medical tab.

2. Enter the member ID in the Member ID field. Member
data auto -populates.

3. Enter a service fr om date in the Service From Date field.
4. Enter a thru date in the To Date field.

5. To view services over a lifetime, select the Lifetime check
box. The Service From Date and To Date fields will be
disabled.

6. Select the procedure code type from the Procedure Code
Type drop -down list.

7. Enter a procedure code in the Procedure Code field.
8. Select Search.

Results display and procedures can be sorted by the Date of
Service column.
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Claims Tab

The Claims tab facilitates the communication of claim data
between OHCA and the provider community.

Providers without access to HIPAA -compliant Practice
Management software, a clearinghouse or a virtual access
network (VAN) still can submit claims electronically. Direct
Data Entry (DDE) enables the provider to submit individual
claim information electronically to OHCA/ GAINWELL
without the constraint of having to submit the data in
HIPAA -compliant format. DDE claim p ages are available on
OHCA SoonerCare Provider Portal for claim types (i.e.,
professional, institutional, dental and pharmacy).

These pages contain separate boxes/fields where claim data
must be populated. As with paper claim forms, box/field
population requirements depend on the billing situation.
However, if a provider attempts to submit a claim via the
DDE page and has not populated all required fields, the
system will prompta pop -up box stating which required
fields are unpopulated.

DDE processes can only be performed for one claim at a
time.

Search Claims

Users may inquire about claims already submitted to
OHCA /Gainwell using member ID, claim ID, status, dates of
service and paid dates. A results box from the search will
appear below the search criteria in the form of a summary
list. Results will appear with navigation links below the box
to view the next or previous list of results fromthe query.

Each summary result item islinked to the claim detail page
in the Claim ID field.
Steps:

1. Select Claims from the main menu to navigate to the
Search Claims screen or move the mouse pointer over
the Claims tab, highlight and select Search Claims.

2. If known, the claim ID number can be entered in the
Claim ID field. All other fields may be left blank.

3. If known, the member ID number can be entered in the
Member ID field.
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4. Enter a date in the Service From and To fields.

5. If known, the claim type can be selected from the
Claim Type drop -down list.

6. The Claim Status field can be set to Denied, Paid,
Suspended or Resubmit.

7. If known, the claim paid date can be entered in the
paid Date field.

8. Click Search.

From the search results, click [+] to expand the claim being
viewed. Click the Claim ID to view detailed claim
information. Select the Export results link to export claim
results to an Excel spreadsheet.

Claim Submission

Providers need to confirm they are logged in under the
correct provider number location prior to beginning claim
submission process, then select the claim type.

Resubmit Claim  VDenied Claims Only

1. Pull up Denied claims (from the Claim Status
field), along with any other search criteria.

2. Select Claim ID link of claim for correction.
Click Edit.

4. Change information in field containing incorrect
data, select Resubmit, and then click Confirm

Void Claim VPaid Claims Only

1. Pull up Paid claims (from the Claim Status field),
along with any other search criteria.

Select Claim ID link of claim to be voided.

3. Click Void. This will create an account receivable for
the amount previously paid, which will be
deducted from a future warrant. When available,
the name of the person voiding the claim will
appear when searching for a claim status.
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Copy Claim VPaid Claims Only

1. Pull up Paid claims (from the Claim Status field),
along with any other search criteria.

2. Select Claim ID link of claim to be copied.
3. Click Copy.

4. Select the radio button that best fits the claim
being submitted. Each radio button will display
the fields that will be copied over to a new
claim.

5. Click Copy.

6. After the new claim appears, make any additions to
the new claim and submit.

Pricing Page

The Search Fee Schedule page allows users to inquire on
pricing information for procedures, drugs and DRG
through the Internet. Selecting the tabs for Procedure,
NDC or DRG will change the available options for
searching. A drop -down listis available for the userto
select the associated benefit package and the resulting
data will be based on that selection. The search results
summary will  appear in list form below the criteria. This
summary will  be linked to a detail page.

Procedure Pricing

The detail page for procedure pricing will display the vital
procedural components. The results link will only appear if
data is located for the entered procedure code and other
criteria. Displayed data may include:

1 Allowed Amount

Prior Authorization Required
Age Restriction

Maximum  Units

Gender

Lifetime Limitation

Diagnosis Restrictions

= =4 A4 4 A4 -4 -

Specialty Restrictions

Revised : August 2022
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1 Attachment Required
Ambulatory Surgical Facility Fee
Ambulatory Payment Classification Fee

Discounted

= =2 =1

NDC (Drug) Pricing

The detall page for drug pricing will display vital data
regarding the drug. The results link will only appear if data
is located for the NDC code entered. Displayed data may
include:

State Maximum Allowable  Cost (SMAC)
Maximum Allowable Cost (MAC)
Est. Acquisition Cost Wholesale (EACW)

Est. Acquisition Cost Wholesale
Percentage (EACW%)

Est. Acquisition Cost Percentage (EAC%)
Est. Acquisition Cost (EAC)

Prior Authorization Required

= =2 =4 A

Maximum  Units
Maximum Days ySupply
Age Restrictions

Gender Requirement

Unit of Measure (Pharmacy Claims)

= =42 =2 =4 -4 -4 A4 -5 -1

Unit of Measure (Claims other than Pharmacy)

DRG Pricing

The detail results for DRG pricing is based on the DRG
entered and the discharge date. Results will only appear if
data is located for the DRG criteria entered. Displayed data
may include:

1 Peer Group
91 Diagnosis Related Group (DRG)
1 Rate

Revised : August 2022 28

Version 6.4



Chapter 3:SoonerCare Provider Portal Provider Billing and Procedures Manual

Prior Authorizations Page

Revised : August 2022

Version 6.4

The Prior Authorizations page allows the user to submit
new PA requests, inquire about pending PA requests and
inquire/copy  notices.

Prior Authorization  Submission (Create Authorization)

The Create Authorization link allows usersto request a prior
authorization.

The header section requests information about the patient
and provider. Enter appropriate information in these fields

The next section is used to add attachments. The user
uploads the file, enters a description of the attachment, and
selects Add. Accepted file types are TIF, JPEG, PD F, and
XPS. There is a 10MB limit.

Next you will select the appropriate assignment code.

The diagnosis summary box will allow the user to add a
primary diagnosis if applicable.

Remarks are optional and can be entered by clicking the
Add button.

The Service Detail section is used to enter service type
codes and related details. A maximum of 12 lines may be
requested per prior authorization.

When complete, select Submit.

If required information is missing, the user will be prompted
to enter that information and then the user will select
Submit again.

Prior Authorization  Inquiry (View Authorization  Status)
1. Select the Prior Authorizations link on the main menu.
2. Select the View Authorization Status link.

3. Toview authorizations beginningwith A e DAT y r
date or greater, select the Prospective
Authorizations tab.

4. To search for authorizations using different criteria,
select the Search Authorizations tab. If you have
the PA number, enter it in the Authorization
Tracking Number field.

5. If you do not have the PA number, you may search
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for it by entering the Member ID, Assignment Code,
Code Type/Code, Day Range or Service Date.

6. Click Search.

Search results are displayed in a list box. If additional results
exist, they may be viewed by using the pagination numbers
below the list box. Selecting the Authorization  Tracking
Number will open the PA detail window.

Search results may also be exported to a Microsoft Excel
spreadsheet by selecting the Export results link.

Prior Authorization =~ Summary

The Prior Authorization Summary page appears when a
user searches fora PA using the View Authorization Status
page. The header section outlines information about the
patient and provider.

Below the header section isthe Service Provider/Service
Details Information section that displays the line items and
notes.

To view additional authorization -specific information, select
[+] for each header listed.

Line item boxes are used to review procedure code -related
details and status. The Reason comments section relates to
each line item highlighted in the Line Item summary box.

The Remarks column isusedto review notes entered by an
OHCA PA analyst. Select the View link to view comments:

To view the original request sent, click View
Original Request.

To print a copy of the Summary, click Print
Preview. A copy will appear in a new window
and can be printed by selecting Print.
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Toreturn to the Search Authorization tab, select
Back to View Authorization Status.

Prior Authorization Notices

Go to the Prior Authorizations menu, select the View

Authorization

Status link, then select the Authorization

Notices tab and search using one of the following:

l

Member ID or member name to access recent
PA notices submitted under your provider
number for that member.

The Authorization tracking number of a specific
PA. This brings up only the notices related to
that number.

Enter either a Day Range or From and To
dates of service.

Select Search to view the PA notices
under your provider number.

Select the date listed under the Date Sent
column. This will bring up the PA notice
letter, which can be printed.

On each column, providers can select the column links that
allow them to sortin ascending or descending order.

Additional

Revised : August 2022
Version 6.4

Information  for Successful Use

T

When searching by either a specific PA
number, member ID or member name the
Date Span fields are auto populated with a 6-
month span. The From date field counts back
six months from the To date field. The To date
field is the current day the search is being
conducted.

The Web program holds a 60-day rolling
submission history. For example, if the PA
request was entered into the system on
01/01/20, it will be available for online viewing
until 03/02/ 20.

When logged on to a Group Provider number,
the system will bring up PA information for
every provider in that group.

Provider Billing and Procedures Manual
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1 On the Authorization Notices menu, a message
counter (Unread Notices) has been added that
counts the number of unread PA notices
under the provider logon.

Referrals

Create Referrals (Indian Health ONLY)

The Create Referral tab under Referrals will allow the user
to create anew referral. The Member Information will allow
the userto enter the Recipient ID, which will populate the
B NBk Nmgme and date of birth. The Remaining Referral
Information  will allow entry ofthe Referred To Provider by
NPI. The user will choose between Initial Visit Only and
Ongoing Referral, then enter the Referral Start Date and
Referral End Date, and the Reason for Referral.

Search Referral

The Search Referral allows providersto search for a referral
using the following:

1 Referral Tracking Number
T Recipient ID

T Referring or Servicing Provider

Trade Files Page (Batch Submission)

Revised : August 2022

Version 6.4

The Trade Files option is available to providers to facilitate
file transfers between the provider community, billing
agents, clearinghouses, other involved agencies and OHCA.

File Upload

The File Upload page allows users to select a file from a local
hard drive and upload it to OHCA .Users of this feature
include providerswho wish to upload batch claim
submissions and managed care providers who wish to
upload PCP information. Batch upload is an Internet
submission option that is available to providers who wish to
submit large claim batches or inquiries. To use the Batch
Upload option providers must use HIPAA -compliant
software or clearinghouse/VANs that can submit required
data in HIPAA -compliant ANSI X12Addenda format. Once
the provider has ensured the batch claim data have been
converted into the corresponding HIPAA -compliant format
and has successfully completed authorization testing with
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the Gainwell team, they then can upload an entire batch
file/transaction into the Oklahoma Medicaid Management
Information  System (OKMMIS).

If users wish to upload a batch, they must navigate to the
Files Exchange menu. Select the Upload Files link from
the Files Exchange Option to access the file upload page ..

K )
"A(‘ 25,',' f;t',ﬁﬂﬁ Provider Portal

»

My Home Eligibility Claims Prior Authorizations Referrals | Files Exchange Financial Letters Reports Resources

Download Files | Upload Files

Contact Us | Logout
Files Exchange = Upload Files Tuesday 08/09/2022 08:55 AM CST
File Upload

Upload || Search

* Indicates a required field.

Select the type of transaction being uploaded. Click the Browse button to locate and choose a file on your directory structure to upload. Optionally enter a name
in the Save as Filename textbox to save the file with a name different from the name of the file. Press Upload to load the file. A confirmation will display with a
transaction id for successful uploads.

*Transaction Type

* Select File to Upload | Choose File | No file chosen

Save as Filename |

Reset |

R4.2 © 2022 Gainwell Technologies. All rights reserved. | Privacy Motice

From this page, the user will select the Transaction Type
from the drop -down list. Select Browse to locate the file
to upload. At this point, the user will have the ability to

change the file name in the Save as Filename box. Once
the information is complete, the user will select Upload.

The user will receive an Upload File Confirmation pop -up
window upon successful completion of the file upload. This
window will  verify the name the file was saved under (see
screen sample below).
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v Upload File Confirmation [z]

The file was successfully uploaded.

The file was saved on the server under the name
NEO Pulminary Associates 270 03-14-2013 Prof1.

OK

The Upload processis now complete for the user. This
process must be repeated for all files uploaded via the web
upload tool.

Select the Search tab to search for uploaded files. Use the
drop - down listto select the Transaction Type. Enter a partial
flename inthe Filename field. The search results will display
the Transaction ID and date the file was uploaded.

File Download

The File Download page allows users to select a file from
the Provider Portal and download itto their system.
Available files will be listed as filename links. The download
process will begin when the filename is selected. Users of
this feature include providers who wish to download batch
claims or response files and managed care providers who
wish to download managed care roster information.

To download afile (i.e., an 835 Remittance Advice), select
the Download Files link; the Download page will open. Files
created for the specific user/provider will be found on this

page .

K
“ﬁg 2!%3‘:‘3‘::@ Provider Portal

My Home Eligibility Claims Prior Authorizations Referrals Files Exchange Financial Letters Reports Resources
Download Files | Upload Files

Contact Us |  Logout

Files Exchange > Download Files Tuesday 08/09/2022 D8:58 AM CST

File Download
* Indicates a required field,

Enter your search criteria and dlick the Search button.

Category [ ]
*Available From Dates |08/09/2022 [E  “ToDatee |0s/0s/2022 ]

Search

R4.2 © 2022 Gainwell Technologies. Al rights reserved. | Privacy Notice
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To download afile, select the appropriate option from the
File Status drop -down list. Select a category type from
the Category drop -down list. Enter a date range and click
Search . Alist of available files will appear. Select a file to
start the download. (The file download will vary based on
browser settings.)

NOTE: If you are downloading multiple files, you will
want to extract the file and rename it before
downloading another file to avoid replacing the original
file with your new file.

Help Page

Help pages for the SoonerCare Provider Portal site are
dynamic, meaning that the helptextthat displays is
unique to the page the user is viewing. Select the
guestion mark (?) located atthe right corner of each grey
webpage header. This will open a separate window
providing details of the webpage the user is currently
navigating to.

Logout Link

Selecting the Logout link ends the current session on the
SoonerCare Provider Portal and redirects the userto the
non - secure menu options. Clicking Login will take the
userto the Log On page.

Revised : August 2022
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Chapter 4: Member Eligibility Verification
Introduction

SoonerCare (Oklahoma Medicaid) is a health coverage
program jointly funded by the federal and state
governments that assistsin payment of some or all medical
bills for many people who can't afford them. The Oklahoma
Healthcare Authority (OHCA) is the state agency that
administers the program and determines financial eligibility
using federal poverty income guidelines. Members should
apply for SoonerCare and renew their benefits online at
https://oklahoma.gov/ohca/individuals/mysoonercare.html

Member ID Card

SoonerCare members can print their identification card at
https://oklahoma.gov/ohca/individuals/mysoonercare.html

Additionally, providers can print the member identification

card once eligibil ity is confirmed. The newest version of the

Medicaid Medical ID cardis a white card with blue

graphics. ThelDcard can be used Re e Ot NOt gAf A BNBk Nc
eligibility .Shown below is an example of the previous and

current versions of the medical ID card.
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i >
v 9 SoonerCare
Medical 1.D. Card
- Nealth care Old Version (Still Valid)

authority

1D: 123456789
FIRST M. LAST

Members are always encouraged to keep their card with

them ; however, this cardis not required for the member to
receive services. The purpose of the ID card isto provide
enough information to verify eligibility of the member. The
card by itself is not a guarantee of eligibility. Eligibility can
be verified by using the B N B k N diy mumber from their
card, Social Security number with date of birth, first and last
name along with date of birth, or the B NB k N ©ase
Number.

ltis the n ce W d, DeBpangibility to verify the BNB Kk Ny r
eligibility on a per visit basis to ensure the BNBk Ny r
continued eligibility for Medicaid SoonerCare coverage.
Failure to verify eligibility prior to rendering services could
result in delay or denial of payment.
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Section B: Options to Verify Member Eligibility

As an Oklahoma SoonerCare provider, itis imperative to
verify a B N B k N celgibility priorto providing services
each time a service is provided.

Providers can check member eligibility using one of three
sources:

1 Eligibility Verification System (EVS)
1 SoonerCare Provider Portal
1 Electronic Data Interchange (EDI)

Providers need a Personal Identification Number (PIN) to
access the Provider Portal and EVS.If a provider forgets
their PIN, they can obtain it by calling the Internet Help
Desk at 405 -522-6205 or toll -free at 800 -522-0114and
selecting options  2,then 1.

EVS/AVR

The EVS is a national toll -free telephone number to help
providers obtain  member eligibility,  provider warrant,
prior authorization and claim inquiry information.
Providers can also request prior authorization  and
eligibility fax backs. There are two ways to use the EVS
system: A caller may use the touch -tone system or the
automated voice  response (AVR)/speech recognition
system. A PIN is required to access member eligibility
information. The 4-digit PIN expires every six months.
Providers may reset their PIN by remaining on the phone
and following the prompts.

Touch -Tone System

The touch -tone system allows a callerto go through the

callusing At N ANANNnt eANyr A?BkN&E& nADa Vyt N C
telephone must have touch -tone capability; rotary style

phones will not work on the touch -tone system.
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Alpha Conversion

Entering At N naeeW dDNeEeyr fieeANE>AEeN uE A?Bk
access eligibility information. This will be a 9-digit

number and one alpha character location code that was
assigned by OHCA . A location conversion code has been
established for the alphabet to be used in conjunctio n
with the EVS.The codes are patterned to coincide with
the location of numbers and letters on a telephone
keypad. For example, the letter A converts to *21.The
number 21represents the second button and the first
letter onthat button of the telephone keypad. The letter
R converts to *72, representing the seventh button, third
letter. See the alpha conversion chart below.

Alpha Conversion Chart for EVS
A=*21 F=*33 K=*52 P=*71 U=*82 Z=*12
B=*22 G=*41 L=*53 Q=*11 V=*83
C=*23 H=*42 M=*61 R=*72 W=*91
D=*31 1=*43 N=*62 S=*73 X=*93
E=*32 J=*51 0O=*63 T=*81 Y=*93

AVR/Speech Recognition

Providers without a touch -tone phone can access
information using the AVR. The AVR system allows a caller
to use a speech application. By speaking into the phone, a
caller can use the system to get access information. The
system is available seven days a week, from 5a.m. to la.m.

Toll-free: 800 -767-3949
OKC Metro Area: 405 -840 -0650

Provider Portal

Providers can verify member eligibility onthe SoonerCare
Provider Portal.

Follow these steps to verify a B N B k N celgibility:
1. Select the Eligibility tab.
2. Select the Eligibility Verification link.

3. Enter search criteria to verify eligibility. The field
options are Member ID, Case Number, SSN, First and
Last Name, Date of Birth, and Dates of Service.

39
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Each option requires that a date -of-service (DOS) range
of up to 13months also be entered. The Calendar option
to the right of each date field may be used for quick
selection of the date.

Click Submit.

Status A indicates the electronic request for eligibility
was accepted by Oklahoma SoonerCare and does not
reflect the eligibility of the member. The eligibility and
benefit programs forthe member will appear below the
status.

Select a member ID from the search results to view
eligibility  details.

To print the eligibility results, click Print Preview. A new
window displays, from which you can print the
eligibility details.

Follow these steps to add third -party liability (TPL)to a
B N B k N asigibility:

1.

N o g s~ w D

10.

Follow steps 1-5in the section above for eligibility
verification.

Click [+] to expand the TPL header.

Enter the name of the carrier inthe Carrier Name field.
Enter the carrier ID in the Carrier ID field.

Enter the policy number in the Policy Number field.
Enter the group ID in the Group ID field.

Select the Person or Organization radio button from
the Policy Holder field.

If you selected the Person radio button, enter the
policy t e A DAratyname, last name, and middle
initial in the Policy Holder Last Name First Name and
Ml fields.

If you selected the Organization radio button, enter the
policy t e A DZA¥rgapization in the Policy Holder
Organization field.

Select the policy type from the Policy Type drop -down
list.

Select the coverage type from the Coverage Type
drop -down list.
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11. Select the relationship from the Relationship drop -down
list.

12. Enter the employer ID in the Employer ID field.

13. Enter the effective and end dates in the Effective and
End Date fields.

14. Click Add.

Electronic Data Interchange (EDI)

EDIl is a way for providers to check eligibility on a larger
scale than the previously listed options. Providers purchase
third -party, HIPAA compliant software used to send a 270
transaction with their search criteria and receive a 271
response, which provides eligibility information. A 271 will
provide information on the different programs the
member is eligible for, as well as any TPL or Medicare
information.

Revised: August 2022
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Introduction

The following information is intended to provide procedures
for submitting claims to OHCA. For information on what
services are covered by the Oklahoma SoonerCare program,
please access the agency rules. Rules can be found at
https://oklahoma.gov/ohca/policies -and -rules The main
methods for submitting claims to OHCA are paper direct data
entry (DDE) via the SoonerCare Provider Portal ,and through
electronic data interchange (EDI) batch transactions.

Below is a paper -to -electronic  conversion table for the
different claim submission types. Please referto the EDI
chapter of this manual for instructions on completing the
HIPAA transaction types.

Paper DDE HIPAA
Transactions
1500 Professional @ 837P
UB-04 Institutional 8371
ADA 2012 Dental 837D
Pharmacy Drug Pharmacy NCPDP,
Claim Form version 5.1
Compound Pharmacy NCPDP,
Prescription Drug version 5.1

Ordering Paper  Claim Forms

UB-04, 1500 and ADA 2012 (dental) claim forms can be ordered
from a standard form supply company. Gainwell does not
distribute  supplies of these forms. Drug and compound
prescription claim forms can be downloaded from OHCA
website.

Section A: Paper Claims

Paper Claims that require special processing must be submitted through
the provider portal.

Paper Claim forms are prepared as follows:

1. Enter complete information with a typewriter,
personal computer or ballpoint pen (blue or black
ink). Do not use red ink.
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2. Keep names, numbers, codes, etc., within
the designated boxes and lines.

3. Provide the required information for every claim
line. Do not use quotation marks or the words
Xr ABNAKg W Ns %

4. Verify accuracy of the information before
submitting the claim.

5. Follow the instructions for preparing paper claim
forms provided in this chapter.

Section B: 1500, Professional, 837P

The 1500 Health Insurance Claim Form

The 1500 Health Insurance Claim Form (formerly known as the
HCFA-1500 and CMS-1500), is the required claim form used by
medical providers for professional services, unless otherwise
specified. The provider must purchase these forms. This section
explains how to complete the paper 1500 Health Insurance
Claim Form.

The form locator chart below indicates which fields are
required, not required, required, if applicable or not captured
Where necessary, directions applicable to specific provider
types are noted.

Revised: August 2022 43

Version 6.4



1500 Health

Chapter 5: Claim Completion

Provider Billing and Procedures Manual

Insurance Claim Form

ElEFE
S
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) G2/12

(LI

PoATT T

TON — > < CARRER )

1. MEDICARE  MEDICAID BBRYE: pLan Bl OTHER| 1e. INSUREDYS LD. NUMBER (For Program in liem 1)
|| Oecicares) || (uocicaian) Dm []a-rqu [Joon ™[] aom
2 PATIENT'S NAME (Last Nesmo, First Name, Middlo Inltel) IWWE B8EX 4. INSURED'S NAME (Last Namo, Rrat Namo, Middo
5. PATIENT'S ADDRESS (No., Street) cmmmwro‘.;na:[] 7. INSURED'S ADDRESS (No., Sveet)
8ot | 8pouse| | Cowa| | Omer[ |
oy STATE | 8. RESBERVED FOR NUCC USE [~1a ]
7P CODE TELEPHONE (include Area Codo) ZiP CODE Code)
ammmu-s-u.n)-mm-m 10. IS PATIENT'S CONDITION RELATED TO: 1", GWM(MA
& OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (Cument or Previcus) .W i
[Jves FD
b. RESERVED FOR NUCC USE B. AUTO ACCIDENTY
[res g
©. RESERVED FOR NUCC USE & OTHER NAME i
o INSURANCE PLAN NAME OR PROGRAM NAME 10d. d. IS THERE ANOTHER HEALTH BENEFIT PLANT :
YES NO ¥ yws, complote ems 9, Ba, and Bd.

RAEAD BACK OF FORM BEFORE INSURED'S OR AUTHORIZED PERSON'S BIGNATURE | authorkzo
umm‘gwmm of payment of medica) s suppiier for
np 1 o sevces descrtied boiow.

1&&1’?% 0, W "NBWWW“GW‘JTW A
] 1 FROM TO
17. NAME OF REFERRING ‘ '-MW'E&W““WM
i 17 FROM | | .
19. 20. OUTBIDE LAB? § CHARGES
[Jves [Jwo | |
ORl NATURE OF 0 sorvics o below (24E) o0 i zw ST
: :: :: 23. PRIOR AUTHORIZATION NUMBER
4 Kl it
A DATE(S) B C. | D. PROCEDURES, BERVICES, OR BUPPLIES E F. & L J
To (Expiain Unusual Circumstances) ml 0. RENOERING §
| MODIFER POINTER lﬂm_j_ﬁ[u PROVIDER D, ¢
- | | 1 L [ 1 | | ; 1 E— ;
N L T T e e—
O O S Y
o O O T I §
O O O O S N Y E
. | - | L
25. FEDERAL TAX L.D. NUMBER 88N 28. PATIENT'S ACCOUNT NO. 2. 28 TOTAL CHARGE 28. AMOUNT PAID 30. Renved for NUCC Use
31, SIGNATURE OF PHYSICIAN OR SUPPLIER ammmwm::n = :mmm:mo ( LT -
INCLUDING DEGREES OR CREDENTIALS
{1 cartily that the stalements on the reverse
apply 10 this bil and an made a part tharect )
saNeD pATE g - _M_
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT O TYPE APPROVED OMB-0938-1197 FOFRM 1500 (02-12
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1500 Claims Field Descriptions/Instructions

Field Requirement 1500 Field Descriptions/Instructions

1 Required Insurance selection: Select the box for Medicaid.

1A Required uAr ? R DNEmber: Enter the B N B k N d®ydigit
SoonerCare ID number.

2 Required @A A d NNameg: Enter the B NB k N duji tast name,
first name and middle initial. (Last, First, Middle Initial)

3 Not Required @A A d NBNth yDate: Enter the BNBk Ny r

birth date. (MM/DD/YY )
Sex: Select the appropriate box.

4 Not Required uAr ? eMaBE: ru Ar ? cldsDBame, first name, middle
initial.  (Last, First, Middle Initial)
5 Not Required @A n d NMidress: (No., Street), City, State, ZIP
Code, Telephone (including area code).
Not Required Patient relationship to insured
Not Required uAr ? cAUDFss: (No., Street), City, State, ZIP
Code, Telephone (including area code).
8 Not Required Reserved for NUCC Use
Not Required Other u A r ? cNaD&: (Other u A r ? clbsDBame, first
name, middle initial. (Last, First, Middle Initial)
9A Not Required Other u A r ? cPo¥ or Group Number
9B Not Required Reserved for NUCC Use

Other u Ar ? ®aNDZ r EAAN e R SexSelect I |
the appropriate box.

9C Not Required Reserved for NUCC Use
MB n Ae r Namg or School Name
9D Situational Insurance Plan Name or Program Name: If other

insurance is available, enter the commercial or private
insurance plan name.
10 Situational Isa@A A d NCbndition Related to: Select the

appropriate  box for each of the three categories.

10A: Employment? V(current or previous)
Check Yes or No to indicate if the services
being billed are em ploym ent related.

10B: Auto Accident? VCheck Yes or No to indicate if
the services being billed are related to an
aut o accident. Plate (State) VEnter the 2-
character state code, if applicable.

10C: Other Accident? VCheck Yes or No to
indicate if the services being billed are
related to an accident of another type.

10D Not Captured Claim Codes (Designated by NUCC)

11 Situational uAr ? cPod¥ Group or FECA Number: If member has
more than one form of TPL (private or commercial
insurance), enter policy number of second carrier.
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11A

11B

11C

11D

12
13
14

15

16
17

17A

Not Required

Not Required

Situational

Situational

Not Required
Not Required

Situationa
(if field 10
has box
checked
ARNr a2z

Not Required

Not Required
Situational

Situational

Revised: August 2022
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u A r ? cDa@Fof Birth: Enter the ¢ Ar ? €NDZ r
birth date. (MMDDYY )

Sex: Select the appropriate box.
Other Claim ID (Designated by NUCC)
MB n Ae r Mamg or School Name

Insurance Plan Name or Program Name: If other
insurance is available, enter the commercial or private
insurance plan name.

Is There Another Health Benefit Plan?: Check the

appropriate  box. Provide third or additional private or

commercial insurance information on a separate
piece of paper using directions provided for field 9.
@A A d NoA Authorized aN e r eSigyature

u Ar ? cod Bgthorized e N cr eSlgyature

Date of Current Injury, lliness, or Pregnancy (LMP):

Enter the date (MMDDYY ) for any of the following, if
applicable:

llness Vdate of first symptom/onset
(Accident) Vdate of accident

Pregnancy VOB claims must indicate date member
was first seen for the pregnancy

Qualifier ¥ Enter applicable qualifier:

431VOnset of Current Symptoms or

lliness 481 VLast Menstrual Period

Other Date: If patient has had same or similar illness,
enter first date (MMDDYY ).

Qualifier ¥ Enter applicable

qualifier: 454 Vinitial Treatment

304 VLlatest Visit or Consultation

453 VAcute Manifestation of Chronic Condition

439 VAccident

455 VlLast X-ray 471VPrescription 090 VReport Start
091 VReport End

444 VReport First Visit or Consultation

Dates Patient Unable to Work in Current Occupation

of illness Injury

Name of Referring Provider or Other Source:
Enter the qualifier X E, Xor the Referring
Provider or X E €fér the Ordering Provider in the
first small box.

Shaded ¥V ID Number of Referring Provider:

(large box) Enter the 10-character Oklahoma
SoonerCare provider ID number of the referring
provider if the member is enrolled in the SoonerCare
Choice or Insure Oklahoma Individual Plan
programs. (Required, if applicable)
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17B

18

19

20

21AL

22
23

24

24A

Situational

Situational

Situational

Not Required

Situational

Not Required
Situational

Required

Revised: August 2022
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Unshaded ¥V NPI Number of Ordering or Referring
Provider: Enter the 10-digit National Provider
Identifier (NPI) number of the ordering physician or
the 10-digit NPI from the referral form if the member
is enrolled in the SoonerCare Choice or Insure
Oklahoma Individual Plan programs.

Hospitalization Dates Related to Current Service:
Enter the requested FROM and TO dates.

Additional Claim Information (Designated by NUCC):
If the primary insurance carrier did not issue payment,
write the words X > A & & § N ¢ NniBis box. A copy of
the insurance payment detail or insurance denial
must be attached to paper claims.

Outside Lab Select the appropriate box.

$ Charges: 8-digit numeric field

Diagnosis or Nature of lllness or Injury: Enter up to 12
ICD diagnosis codes, with up to seven (7) characters
per code, in order of importance. These indicators will
correspond to the appropriate procedures and be
listed in box 24E.

SoonerCare Resubmission Code; Original Ref No.

Prior Authorization Number: The prior authorization
(PA) number isnot required asthe information is
systematically verified.

The CLIA certification  number is required to be put
this block when billing for laboratory services.

Detail service lines should be listed in the unshaded
areas of 24 A-J. A maximum of six (6) service lines are
allowed per claim.

Date(s) of Service:

Unshaded (bottom): Enter FROM and TO dates
(MM/DD/YY) for the billing period for each service
rendered.

Shaded (top): Enter NDC qualifier X , ¢followed by the
11digit NDC number (e.g., N499999999999); NDC
should go directly over dates, do not enter any spaces
or dashes.

in
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24B Required Place of Service:
Unshaded (bottom): Enter the place of service code
for the place services were rendered.
Place of Service Codes: CODE DESCRIPTION
11 Office
12 Home
20 Urgent care facility
21 Inpatient hospital
22 Outpatient hospital
23 Emergency room
24 Ambulatory surgical center (ASC)
25 Birthing center
26 Military treatment facility
31 Skilled nursing facility (SNF)
32 Nursing facility (NF)
33 Custodial care facility
34 Hospice
41 Ambulance Vland
42 Ambulance Vair or water
51 Inpatient psychiatric facility
52 Psychiatric facility Vpartial hospitalization
53 Community mental health center
54 Intermediate  care facility/developmentally
disabled (ICF/MR)
55 Residential substance abuse treatment facility
56 Psychiatric residential treatment center
61 Comprehensive inpatient rehabilitation facility
62 Comprehensive outpatient rehabilitation facility
65 End -stage renal disease treatment facility
71 State or local public health clinic
72 Rural health clinic (RHC)
81 Independent laboratory
99 Other unlisted facility
Shaded (top): Do not enter anything in this field.
24C Not Required Emergency Indicator (EMG):
Unshaded (bottom): If services are related to an
emergency, enter Y;if not, enter N.
Shaded (top): Do not enter anything in this field.

Revised: August 2022

Version 6.4
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24D

24E

24F

24G

24H

241-3

Situational

Situational

Required

Required

Situational

Revised: August 2022

Version 6.4
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Procedures, Services or Supplies (Explain
unusual circumstances): CPT/HCPCS; Modifier
Unshaded (bottom): Enter one (1)CPT or one (1)
HCPCS code and up to four (4) modifiers for the
service rendered.

Shaded (top): If your procedure code requires an NDC,
enter the unit of measure as X C, fér unit, X f Yok
international  unit, X T -fér milliliter, or X g éfor gram,
followed by the metric decimal quantity. (e.g.,
UN103.50). Do not use spaces or dashes; do not include
a description or any information beyond what is
indicated above. The NDC should be placed above the
corresponding HCPCS code.

Diagnosis Pointer:

Unshaded (bottom): Enter the alpha codes (A-L),in
order of importance, which correspond to the ICD
diagnosis code listed in field 21.A minimum of one (1)
and maximum of four (4) diagnosis code pointers can
be entered per line; do not enter the full diaanosis
Shaded (top): Do not enter anything in this field.

$ Charges:

Unshaded (bottom): Enter the charges for each line
item on the claim form.

Shaded (top): Do not enter anything in this field.

Days or Units:

Unshaded (bottom): Enter the appropriate number of
units of services provided for the procedure code.
Whole and decimal numbers are acceptable.

Shaded (top): Do not enter anything in this field.

EPSDT Family Plan:

Unshaded (bottom): If the services provided were
related to an EPSDT/Family Planning visit, enter Y;if
not, enter N or leave blank.

Shaded (top): If Yis entered in the unshaded box as
described above, the 2-digit referral type must be
entered in the shaded area above the box.

Appropriate  codes
are: NU: Not

Available

AV: Available, Not Used
ST:New Services
Requested S2:Under
Treatment

When entering the rendering n ce ¥ ¢ DXhayber,
only use the shaded areas of 24I-J.
When entering the n ce ¥ d, DR aymber, use the
unshaded area of 24J.
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241

24]

25
26

27

28

29

30
31

32

32A

Not Required

Situational

Not Required
Not Required

Required

Required

Situational

Not Captured
Required

Not Required

Not Required

Revised: August 2022
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ID Qualifier:
Unshaded (bottom): This field is already populated

with NPI, indicating that the provider number listed
for the rendering provider isthe NPI.

Shaded (top): Enter the 2-character qualifier indicating
the type of provider number being used for the
rendering provider; enter 1Dto indicate the type of
provider number used is for Oklahoma SoonerCare.

Rendering Provider ID Number:

Unshaded (bottom): Enter the rendering n ce W d DN &
10-digit NPI.

Shaded (top): Enter the 10-character Oklahoma
SoonerCare provider number of the rendering
provider. This field can be left blank if billing and
rendering numbers, including location code, are
identical. (100000000A)

Federal Tax ID Number

@A A d NAtgoynt Number: Enter the internal patient
tracking number; if entered, this information  will
appear on the remittance advice.

Accept Assignment. Oklahoma SoonerCare only
accepts assigned claims.

Total Charge: Add all amounts/charges in column 24F;
enter the total amount/charge in this field. Each page
must have a total. Claims cannot be continued to two
or more pages.

Amount Paid: Enter the total dollar amount paid by a
primary insurance carrier (for example, 45.00). You do
not need to enter adollar sign ($). Do not include
amount paid by Medicare . *Used for HMO Copays

Reserved for NUCC Use

Signature of Physician or Supplier including degrees

or credentials: The billing provider or authorized
representative  must sign and date this field. Include

the date the claim was created. A signature stamp is
acceptable; however, the statement X i df AAom? &N
f ¢ Ashit allowed.

Date VEnter the date the claim was filed. Be sure not

to write any portion of the date outside the

designated box. The date billed must be on or after

the date(s) of service.

Service Facility Location Information: Enter the name
and full address of the location where service was
rendered.

Enter the 10-digit NPI number of the facility where the
services were rendered.
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Not Required Enter the 10-character Oklahoma SoonerCare
provider 1D number of the facility where the
services were rendered. No spaces or dashes
should be used.

2B

33

33A

33B

Direct Data

Required Billing

Provider Biling and Procedures Manual

Provider Info & Phone Number: Enter the name,

full address, ZIP code and phone number of provider
requesting payment for services listed on claim form. If
the provider furnished the services as part of a group
practice organization, enter the name, full address, ZIP
code and phone number of the group practice
organization.

Not Required Enter the 10-digit NPI number of the billing provider or
group.
Required Enter the 10-character Oklahoma SoonerCare provider

ID number of the billing provider. No spaces or dashes
should be used. (100000000A)

Use the Professional

Entry (DDE) Claim Submission V Professional

claim form example and directions below as a

guide when submitting claims through DDE on the SoonerCare
Provider Portal. Choose the Submit Claim Prof (see screen sample

below) claim option

from the Claims menu to open the form (see

screen sample below).

Select Professional
Provider Information

from the Claim Type drop -down list above the
heading.

Claim Type professional ﬂ
Professional

'Crossover Professional

Revised: August 2022

Version 6.4
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34 Health Care Authority Provider Portal

| Prior Authorizations Relervals  Files Exchange Financial Letters Reports  Resodrces

Contactiss | Logout

Lams = Fwboet Clasm Prof Fradlgy GRA04/2002 09:43 &AM CST
* Indscates & requined field.
Claien Type | Prolesmenal -
EVY SERVICES ONLY tinecly filieg
)

Billling Provider 10 0 Type MPL
Mame
Z%p Code 7TI000-8428 Contract Cade G Tassnommy 5L Prowsder Burnbes
e I — D —
Orderng providerto [ | Wivee | | Odermavpcosen |
T — P —

Date Type Date of Corente || &)
Related [ v
Patiest Account Rusmber | | Expocted Delivery Daten | | &)
From Gate _ To Date _
CLIA Fumibar- | ] ] [ ]
“other = — M0 Copay

Total Charged Amoant $0.00

Expand Al | Colapse A

Select the row mumber to et the row. Chck the Remove link to remove the entire row.
# TCD Version Dlagnasis Code Action
1

1 CICD Verskn  jr0-g.cM |?| *Diagnosis Code &

[eas  [ messs

TPL Amownl
‘Backto Step 1 | Continue | | Cancel |
Select the row number to edit the row. Clidk the Remowe bk to remaove the entine now.
Svc # | From Date Ta Date Place of Service Procedurs Code | Charge Amount Units Action
1
S — T Y — ] S
Service
“Procedure [ | Modiiersn [ 1 [ | ) (I 2 -
Coden Painters
Charge Amount (| cumits [ ) Unit Type Unit wsor [ V)
CLA Mumber || DMM Contract Source | |
e I T E— R — coe | .
Provider 1D
T — s provder wamber ||
e e 2 S— ™ —
Frovider 1D
CMeclemema
FrPE.

Revised: August 2022
Version 6.4

52



Chapter 5: Claim Completion Provider Billing and Procedures Manual

Select Crossover Professional from the Claim Type drop -down list
above the Provider Information heading. The Crossover Details
section should now be visible (see screen sample below).

K |2
;’A.? galt;h care ﬁﬂﬁ Provider Portal

My Home Eligibility | Claims Prior Authorizations Referrals Files Exchange Financial Letters Reports Resources

Search Claims | Submit Claim Dental | Submit Clasm Inst | Submit Claim Prof | Submit Claim Pharm | Search Payment History

Contact Us |  Logout
Clams > Submit Claim Prof Tuesday 08705 2022 12:56 PM C5T

* Indicates a required field,

Claim Type | Crossever Professional ~|
HCA-17 |Ho |
Provider Information
This panel contains provider information.
Billing Provider ID ID Type NPT
Mame
Zip Code Contract Code _ Taxonomy SC Provider Number
Referring Provider ID ID Type ~
Ordering Provider ID mType [ ~| orderingzipCodea | |
Other Facility ID ] D Type | v

Patient Information

Enter the Member ID. If Member 1D is valid, the rest of the member information will populate.

“Member 10 530555827 |

Last Name BECERRA First Name MARK Middle
Birth Date 07/01/1934

Clainn Information

Enter information applicable to the claim, If Other Insurance information neade to be entered, then Include thould be salacted in the Other Insurance dropdown. The
QOther Insurance detsils can be entered on Submit Step 2.

pateType [ ] bateof currento )
Accident Related | v
Patient Account Number | Expected Delivery Date o =
‘Frompaten | [ ‘“Topateo | |G
CLIA Mumber | | [ |
“Other Insurance | Mone e

Total Charged Amaunt  $0.00

Step 1 - date fields in the bottom portion of the claim is required.

Revised: August 2022 53
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* Indicates a required field.

Provider Billing and Procedures Manual

Claim Type Crossover Professional

HCA-17 Mo
Provider Information
Billing Provider 1D ID Type NPI Name
Zip Code 73140 Contract Code _ Taxonomy 261QF0400X SC Provider Number
Patient and Claim Information
Member ID
Member Gender Male
Birth Date Total Charged Amount $0.00
From Date To Date
CLIA Number

Expand All | Collapse All

Select the row number to edit the row. Click the Remove link to remove the entire row.

# ICD Version | Diagnosis Code Action
1 ICD-10-CM A0102-TYPHOID FEVER WITH HEART INVOLVEMENT Remove
2
2 *ICD Version . Codeo |
Go to Top
4.2 ® 2022 Gainwell Technologies. All rights d. | Privacy Notice

Revised: August 2022
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Enter the Medicare allowed amount in the Allowed Medicare
Amount field located under the Medicare Crossover Details

heading . This is now on Step 3 and must be filled out for each line
of service.

Select the row number to edit the row. Click the Remowe link to remaowve the entire row,

Swc # | From Date To Date Place of Service Procedure Code Charge Amount Units | Action
1
i crrompmes [ | tevses [ Ja  cplaceot | v eme [ v]
Service
“Procedure [ ] Modifierse | I ]| I | oiagnesis |~~~ ~]
Coded Pointers
Charge Amount [ | cuews [ | Unit Type Unit epsor | =
clammber [
Rendering || IDType |~ ZipCodea | | Contract Code | ~]
Provider TD

Orderng [ | wmywe [ v] zpcodea [ |

| MDC for Item 1

I B

| Medicare Crossover Details for Item 1.

Medicare Crossover Details must be entered in this step if the From Date is on or after D5/01/2016.

. Co-tnsurance Amoune
Deductible Amount Psychiatric Services Amount
; Medicare Payment Dateo [ )

[Frmre—
[ Mtmchments  d

Click the Remowe link to remove the entire row.

= | Transmission Method File | Control 2 | Attachment Type | Action

[ Click to add artachment.

Go to Top

4.2 B 2022 Garinwell Technologies. All rights reserved. | Privacy Notice
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DDE Professional

Provider Information
Form Locator
Billing Provider ID

Referring Provider 1D

Ordering Provider ID

ID Type

Ordering ZIP Code
Patient Information
Form Locator

Member ID

Claim Information
Form Locator

Date Type

Date of Current

Accident Related
Admission Date
Patient Account #

Expected

Delivery Date

Revised: August 2022
Version 6.4
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Claim Submission Instructions

DDE Professional Claim Submission

Your Provider ID number and provider
information  should auto -populate. Verify it
is correct; if it is not, you may need to log out
and access the correct provider.

Enter the 10-character referral number from
the referral form, if the member is enrolled in
the SoonerCare Choice program. See 1500
form locator 17A.

Enter the ordering provider ID number.

Select the applicable ID type from the drop -down
Enter the ZIP Code.

DDE Professional Claim Submission

Enter the B N B k N csgponerCare ID number.

The n A A d Nastaynd first name, and birth
date will auto -populate ifthe B NB k N dy r
number isin the system.

DDE Professional Claim Submission
Select the applicable date type from the
drop -down list.

Enter the date of current status from the
date type selected.

Select the applicable option to describe the
Enter the date of admission.
The patient account number will be

captured and appear on the remittance
advice if entered into this field.

Enter the expected delivery date if the claim is
related to pregnancy.

Requirement
Required

Required,
if applicable

Required,
if applicable

Requirement
Required

Requirement

Required,
if applicable

Required,
if applicable

Not Required
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From Date
To Date
CLIA Number

Other Insurance
Total Charged

Medicare Crossover

Form Locator

Allowed
Medicare

Coinsurance Amount

Deductible Amount

Psychiatric
Services Amount

Medicare
Paym ent

Medicare
Paym ent Date

Diagnosis Codes
Form Locator

ICD Version
Diagnosis Code

Other Insurance Details (when Other Insurance -Include

Form Locator
TPL Amount
Service
Form Locator
From Date

To Date

Place of Service

EMG

Procedure Code

Modifiers

Diagnosis Pointers

Revised: August 2022
Version 6.4
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Key in the date from the Medicare EOB Required
Key in the date from the Medicare EOB Required
Required when billing for laboratory services. Required,

if applicable

Select the applicable option for other insurance.
This field will auto -populate.
Details (when Crossover Professional is selected)

DDE Professional Claim Submission

Enter the allowed Medicare amount.

Enter the coinsurance amount.
Enter the deductible amount.
Enter the psychiatric services amount.

Enter the Medicare payment amount.

Enter the Medicare payment date.

DDE Professional Claim Submission

Use the drop -down list to select a diagnosis type.

Enter at least three (3) characters to begin
searching for a diagnosis code.

DDE Professional Claim Submission

Enter the TPL amount.

DDE Professional Claim Submission

Enter the beginning date of service.
Enter the end date of service.

Select the place of service code using the drop -
down list.

If the claim isrelated to an emergency, select

from the drop -down list.

Enter the CPT or HCPCS procedure code
in the Procedure field. See 1500 form
locator 24D for additional information.

Enter modifier code(s) in the Modifier field(s).

Use the drop -down lists to select the numeric
codes (1,2,3or 4) in order of importance, which

correspond to the ICD diagnosis code listed in
form locator 21. A minimum of one (1)and
maximum of four (4) diagnosis code pointers

is selected)

Requirement

Required

Requirement
Required
Required

Requirement

Requirement
Required

Required

Required,
if applicable

Required

Required,
if applicable

Required
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Charge Amount

Units
Unit Type
EPSDT

ID Type

ZIP Code

Contract Code
Taxonomy

SC Provider Number
NDC for Item #
Form Locator

Code Type
NDC/UPN

Quantity

Unit of Measure
Attachments

Form Locator
Transmission Method

Upload File
Attachment

Type

Description
HCA-13

Submit

Revised: August 2022
Version 6.4

Provider Billing and Procedures
Enter the total dollar ($) amount of charges for
that specific detail in the Charges field. If units
are greater than one (1),multiply the number
of units by the amount billed per unit. This
action will auto -populate the Total Charges

Enter number of units billed.
Field is auto populated by default.

If claimis related to an EPSDT service, select
the appropriate referral type from the drop -
down list. If nothing is entered, field will

Select from the drop -down list to determine ID
Enter rendering n e W d BN g +4, if
Select from drop -down list, if applicable.

Enter rendering n e W d B&booyny, if

Enter the Oklahoma SoonerCare provider

DDE Professional Claim Submission

This field is auto populated by default.
Enter NDC or UPN code in the Procedure field.
Enter quantity.

Select type of measurement from drop -down list.

DDE Professional Claim Submission

Select from the drop -down list how the
attachment(s) will be sent.

Click Browse to locate file to be uploaded;
available when FT-File Transfer is selected.

Select file type of the attachment
drop -down list.

Enter description of the attachment.

If a hard -copy attachment isto be added, a

system - generated HCA-13Paper Attachment
form will be available to print once the claim
has been submitted by selecting BM -By Malil
or FX-By Fax from the Transmission Method

drop -down list. (See section F in this chapter

for instructions on sending form HCA- 13by
fax or mail.)

from the

I Ininia  attarhmant rantral . niimhare

When finished, click Submit.

Manual
Required

Required

Required,
if
applicabl

Requirement

Requirement
Required,

if

Required,

if

Required,

if

Required, if
applicable

Required
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Section C: UB-04, Institutional, 8371

The UB-04 Universal Billing Claim Form

The UB-04, Universal Billing Claim Form, is used to bill for facility
services covered under OHCAYy Medical Program, unless otherwise
specified in this chapter. The provider must purchase these forms.
This section explains how to complete the paper UB-04 claim
form. The form locator chart indicates which fields are optional,
required; required, if applicable or not captured.

Providers should use the UB-04 billing manual instructions unless
otherwise specified. The UB-04 manual can be obtained by
contacting the National Uniform Billing Committee at
www.nubc.org

Revised: August 2022 59
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UB -04 Universal Billing Claim Form

; 7 e F
hec e
| 5 FED TAX O g m 2
& PATIENT NAME [s] |omment aoness o]
.I b Iﬂ ¢ ]'I
hachasicivinkes NSEX |y puE M tTee sec|BORITSW| g oy CROTONOS, ® 7 = |Emel
(31 GooUWENGE B OCCUNENCE » GOCURRENGE SPAN, = GCCURRENCE SPAN ]
| CO0E — FROM FROM THAOUGN
o e
L
- » VALUE CODES ) WLUE CODES
a
b’
c
d
@ rsv.co 43 DESCMPTION 44 HOPCS | RATE £ HIPYS, CODE 43 STHV DATE 6 BETV UNTS 47 TOTAL CHARCGES : .mmi “
' '
? ]
2 2
“ .
s .
. .
7 ’
. .
’ .
" od
W “
i 2
AL ol
AL a3
" od
" o
Al v
AL o
" ol
e .
" "
- 3
E PAGE__ OF CREATION DATE o
0 PAYER NAME 53 MEALTH PLAN © [r] | sen | ™4 PRIOR PANMENTS 56 EST AMOUNT OUE P
P 5 "
o OTHER n
d L <
58 INSURED'S NAVE 457 FEL | 0 INSURED'S UNIOUE 10 61 GHOUP NAME €2 INSURANCE GROUP NO.
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Provider Biling and Procedures Manual

UB -04 Claim Field Descriptions/Instructions

Field
1

3A

3B

8A
8B

9A-E
10
11
12

Revised: August 2022
Version 6.4

Requirement
Required

Not Captured
Required

Required

Required

Not Captured
Required

Not Captured
Not Captured
Required

Not Captured
Not Captured
Not Captured
Required

UB-04 Field Description/Instructions

Please Remit Payment To/Billing Provider Name and
Address: Enter the name, full address and telephone
number of the billing provider.

Unlabeled field
PAT CNTL # (Patient Control Number): Enter the

internal patient account number (24 characters max).
This number will also appear on the remittance advice.

MED REC # (Medical/Health Record Number): HIPAA -
required number (24 characters max). This number is
assigned by the provider to identify the medical health
records of the patient.

Type of Bill: Enter the 4-digit code indicating the
specific type of bill.

The 4-digit code requires one digit from each of the
following categories:

Bt digit Vleading zero (0) Voptional
2nd digit Vtype of

facility 3 digit Vhill

classification 4t digit V
frequency

Please refer to the National UB-04 Uniform Billing
Manual for type of bill codes.
FED TAX NO (Federal Tax Number)

Statement Covers Period, From/Through: Enter the
beginning (from) and ending (through) service dates
included in this bill. For services rendered on a single
day, use the same From and Through dates. Total days
must equal days indicated in fields 39-41and total
units located in field 46, with the exception of
discharge day. (MMDDYY)

Unlabeled field

Patient Name (a)

Patient Name: Enter B N B k N aane. (last name, first
name, middle initial)

Patient Address
Birthdate (Patient)
Sex (Patient)

Admission Date: Enter the date the patient was
admitted for inpatient care. (MMDDYY)
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13

14

15

16
17

18-28

29
30

3134
(A-B)

35-
36
(A-B)

37
38

39-41
(A-
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Required

Required

Required

Not Captured
Required

Not Required

Not Captured

Required,
if applicable

Required,
if applicable

Required,
if applicable

Not Captured
Not Captured

Required,
if applicable

Provider Biling and Procedures Manual

Admission Hour: Enter the 2-digit code for the hour
during which the patient was admitted for
inpatient care, using the 24-hour format (e.g.,7:00
pm =19).

Admission Type: Enter the code indicating the
priority of this admission. Type must be numeric;
refer to , C=> YB-04 manual for additional detail.

Source of Admission: Enter the code indicating
how the patient was admitted; referto, C=>vy r
UB-04 manual for additional detail.

DHR (Discharge Hour)

STAT (Patient Discharge Status): Enter the code
indicating the member status at the end of service for
the period covered on this bill. This is a 2-digit 01-99
code. Codes for patient status are detailed in the
National UB-04 Uniform Billing Manual and indicate if
the member s still a patient, deceased, discharged and
other statuses; refer to , C = > {YB-04 manual for
additional detail.

Condition Codes: Enter the appropriate code(s);
refer to , C = > WB-04 manual for additional
detail.

ACDT State

Referring Provider ID Number: Enter the 10-character
referral number fromthe referral form if the member
is enrolled in the SoonerCare Choice or Insure
Oklahoma programs (e.g., 123456789A). Referral form
submission with the claim is not required.

Occurrence Code and Date: Enter the applicable code
and associated date to identify significant events
related to this bill that may affect processing. Dates
are entered in a MMDDYY format. A maximum of
eight (8) codes and associated dates can be entered;
refer to , C=> {YB-04 manual for additional detail.

Occurrence Span Code, From/Through: Enter the code
and associated dates for significant events related to
this bill. Each Occurrence Span Code must be
accompanied by the span from and through date.

Unlabeled field
Unlabeled field

Value Codes: Enter code(s) and amount(s), as
applicable. Value Code 80 specifies the number of
covered days. Days need to be listed in whole
numbers; no decimals.
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42,
lines 1-22

42,
line 23

43,
lines 1-22

43,
line 23

44,
lines 1-22

45,
lines 1-22

45,
line 23

46,
lines 1-22

47,
lines 1-22

47,
line 23

48
48,
line 23
49

50-
55
(A-C)
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Required

Not Required

Required,
if applicable

Not Used

Required,
if applicable*

Required,
if
applicabl
e*

Required

Required

Required

Required

Not Captured
Not Captured

Not Captured
Required

Provider Biling and Procedures Manual

Revenue Codes: Enter the applicable revenue code(s)
identifying the specific accommodation(s), ancillary
service(s), or billing calculation(s). The use of revenue
code 001 is not required to indicate total billed; if
programmed, please put 001 in field 42, line 23.

Unlabeled ;Enter the revenue code 001.

Description: Using no spaces or dashes, enter NDC
qualifier X , ¢ tkeSl1idigit NDC number; the unit of
measurement: X C , fior unit, X f Yok international  unit,
X 9 —for milliliter or X g éfcér gram; and the metric
decimal quantity. For example:
N499999999999UN999.99. Corresponding HCPCS
code(s) should be placed on the same line as NDC.

Page of ; OHCA does not accept multiple -
page claims.

HCPCS/Rates: Enter the Health Care Procedure
Coding System (HCPCS) code(s) applicable to the
service provided. Only one service code per line is
permitted.

*Required for DME, outpatient,
health, EKG, EEG and pharmacy

Service Date: The date the indicated outpatient
service was provided on a series bhill.

*Required for all services except inpatient and long -
term care

X-ray, lab, rural

Creation Date: Enter the date billed.

Units of Service: Enter the number of units
corresponding to the revenue code and/or HCPCS
code billed.

Total Charges: Enter the total charges pertaining to the
related revenue code detail line. On the detail line that
has the revenue code 001, add all of the charge details
together and enter the sum of all charges billed in
form locater 47.

Total: Enter the total charges from lines 1-22 combined.

Non -Covered Charges
Unlabeled; Total non -covered charges from lines 1-22.

Unlabeled field

Enter the appropriate order of insurance coverage:

A, Primary; B, Secondary; and C, Tertiary; for example, A,
Medicare; B, Medicare Supplement; and C, SoonerCare.
If the member only has SoonerCare coverage, it should
be listed in A.
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50A-C

51AC

52A-C
53A-C
54A-C

55A-C

56

57A-C

58A-C

59A-C
60A-C

61A-C
62A-C
63A-C
64A-C
65A-C
66

67

Revised: August 2022
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Required

Not Captured
Not Captured
Not Captured

Required,
if applicable*

Required,
if applicable*

Not Required

Required

Not Captured

Not Captured
Required

Not Captured
Not Captured
Not Captured
Not Captured
Not Captured
Not Captured
Required

Provider Biling and Procedures Manual

Payer Name: As applicable, enter the name of the

&N Qg n gp¥dmaryy secondary and tertiary insurance
on lines A,B and C. On claims with no TPL, SoonerCare
information  is entered on line A.

Health Plan ID
REL INFO (Release of Information  Certification
ASG BEN (Assignment of Benefits Certification

Prior Payments: Enter the amount paid by the
insurance carrier identified in form locators 50 A-
B, as applicable.

*Required, if TPL applies

When a TPL carrier makes payment of a claim, the
Explanation of Benefits (EOB) is not required. The
EOB is always required if the TPL carrier denies the
claim.

Estimated Amount Due: The amount estimated by the
provider to be due from the indicated payer (estimated
responsibility less prior payments).

*Used for HMO Copays only

NPI (National Provider Identifier): Enter the NPI of the

billing provider.

OTHER PRV ID (Other Billing Provider Identifier): Enter
the 10-character SoonerCare provider ID for the
billing provider in the corresponding line 50A-C
that indicates SoonerCare/Medicaid.

uAr ? cNaB& Enter d A r ? cldsDBame, first
name and middle initial.

P REL Z A A d, Relatichship to Insured)

uAr ? cBh@Ber ID: Enter the B N B k N ddgntification
number for the respective payers entered in field 50A -
C.The B N B k N ®Bydigit SoonerCare identification
number isrequired and should be listed in the same
order as field 50A-C. Other carriers are optional.
Group Name

Insurance Group No.

Treatment Authorization Codes

Document Control Number

Employer Name

DX

PRIN DIAG CD (Principal Diagnosis Code): Enter
the ICD diagnosis code describing the principal
diagnosis.
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67A-Q

68
69

70

71
T2A
72B-C
73

74

74A-E

75
76

77

78-79
80-81
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Required,
if applicable

Not Captured
Required

Not Captured
Not Captured
Not Required
Not Captured
Not Captured

Required,
if applicable*

Not Required

Not Captured
Required,

if applicable
Required,

if applicable
Not Captured

Not Captured

Provider Biling and Procedures Manual

Other Diag. Codes: Enter the ICD diagnosis codes
corresponding to additional conditions existing at the
time of admission or that developed subsequently
and have an effect on the treatment received or the
length of stay. When submitting an inpatient claim,
enter the Point of Admission (POA) codes for each
diagnosis entered.

Unlabeled field

ADM DIAG CD (Admitting Diagnosis Code): Enter the
ICD diagnosis code provided at the time of admission
as stated by the physician.

Patient Reason DX
PPS Code

ECI

ECI

Unlabeled field

Principal Procedure Code/Date: Enter the ICD
procedure code that identifies the principal procedure
performed during the period covered by this bill and
the date on which the principal procedure described
on the bill was performed. Do not use HCPCS or CPT
codes.

Other Procedure Code/Date: Enter the ICD procedure
codes identifying the significant procedures, other
than the principal procedure, and the dates identified
by codes on which the procedures were performed.
Report the most important for the encounter and
specifically any therapeutic procedures closely related
to the principal diagnosis. Do not use HCPCS or CPT
codes.

Unlabeled field

ATTENDING (Attending Provider ID/Name): NPI
OPERATING (Operating Provider ID/Name): NPI

Other
Remarks/CC
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Direct Data Entry  (DDE) Claim Submission VInstitutional

Use the Institutional claim form example and the directions
below as a guide when submitting a claim through DDE on
the SoonerCare Provider Portal. Required fields are indicated.
To access this form, choose the Submit Claim Inst claim option
(see screen sample below) from the Claims menu. Fields with
an asterisk (*) are always required. Other fields may be required
under certain circumstances.

Detailed instructions on specific OHCA requirements on
acceptable codes are in the corresponding UB -04 form
(see screen samples below) locator information. Choose
the Institutional option to obtain the fields. Provider will
choose appropriate claim type: Inpatient or Outpatient.

:“% OKLAHOMA

o ¥ Health Care Authority

Provider Portal

My Home Eligibility Claims Prior Authorizations Referrals Files Exchange Financial Letters Reports Resources

Search Claims | Submit Claim Dental | Submit Claim Inst | Submit Claim Prof | Submit Claim Pharm | Search Payment Mistory

» Submet Clasm Inst Tuesday 08/09/2022 03:17 PM CST
Submit Tnstitutional Claim: Step 1
* Indicates a required field
Claim Type [Inpatient v
HCA-17  No v

Provider Information

If Surgicsl Procedure Code(s) are to be submitted with the cisim, an Cperating Provider 1D i required

Billing Provider 1D 1D Type W@l Name
2ip Code 73140 Contract Code _ Taxonomy 261QF0400X SC Provider Number
Institutional Provider 1D 1D Type >
Attending Provider 1D 1D Type a4
Operating Provider 1D ID Type v
Referring Provider 1D 1D Type v
Patient Information
Enter the Member 10. If Member ID is vahid, the rest of the member information will populste
*Member 10
Last Name First Name Middle
Birth Date

Claim Information

Enter information apphicable to the cam, If Other Insurance information needs 1o be entered, then Include should be selected in the Other Insurance dropdomn, The Other

Insurance detads can be entered on Submit Step 2

*Covered Dateso =] - Covered Days
“Admission Date/Houra 3 - (kh:men Discharge Houra h:mm
“Admission Typea *Admission Source @
*Admitting ICD Version | 1CD-10-CM v * Admitting Diagnosiso
‘Patient Status e Type of Bill
Patient Account Number Other Insurance | None e
HMO Copay |No v

Total Charged Amount $0.00

Continve | Cancel |

R4.2 £ 2022 Genwell Technologies. All rights reserved., |
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DDE Institutional Claim Submission Instructions

Provider Information
Form Locator DDE Institutional ~ Claim Submission Requirement

Billing Provider ID Your Provider ID Number and provider Required
information  should auto -populate. Verify
this information is correct; if it is not, you
may need to log out and access the correct

provider.
Institutional Enter the institutional provider ID number/NPI.
Provider ID
Attending Provider Enter the provider ID/NPI of the attending
ID physician.
Operating Provider Enter the Prescriber ID number/NPI of the Required, if
ID operating provider. applicable*
*Required for submitting surgical procedures
ID Type: Select NPI from the ID Type drop -down
list
Referring Provider ID  Enter the NPI of the referring provider, if the Required, if

member is enrolled in SoonerCare Choice. See applicable
UB-04 form locator 7 for additional
information.

Patient Information
Form Locator DDE Institutional  Claim Submission Requirement

Select the row number to edit the row. Click the Remove link to remove the entire row,

Suc # Revenue Code HCPCS/Proc Code FromDate | To Date Units | Charge Amount |  Action
1
1 “Revenue Codes | | HCPCS/Proc Codes | |
Modifierse | || I I |

fombstes |z Tovseo [ |z us[ | ustTe
DMH Contract Source I:I Charge Amount I:I

Click the Remove link to remove the entire row.

# ‘ Transmission Method File ‘ Control # ‘ Attachment Type ‘ Action
Click to add attachment.
Go to Top
1.2 © 2022 Gainwell Technologies. All rights reserved. | Privacy Notice
67
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Member ID

Claim Information
Form Locator

Covered Dates

Covered Days

Admission
Discharge
Admission
Admission
Admitting

Version
Admitting

Date/Hour

Hour

Type

Source

ICD

Diagnosis

Patient Status

Type of Bill

Patient
Account

Other Insurance
Total Charged

Medicare Crossover

Provider Biling and Procedures Manual

Enter the B N B k N c©klahoma Required
SoonerCare ID number in the client ID
field.

The n A A d, Nldsh a@nd first name, and birth
date will auto -populate if the B NB k N df# r
number isin the system.

DDE Institutional ~ Claim Submission Requirement
Enter the dates of coverage. Required
Enter the number of eligible days. UB-04 form Required, if
locator 7 for additional information. applicable*
*Required for inpatient and nursing home
facilities
Enter the date and time of admission, using Required, if
24-hour format (e.g., 7:00 PM =19:00). applicable
Enter the time of discharge, using 24-hour Required, if
format (e.g., 7:00 PM =19:00). applicable
Enter at least one (1)character to begin Required, if
searching for an admission type. applicable
Enter at least one (1)character to begin Required, if
searching for an admission source. applicable
Use the drop -down list to select a diagnosis type. | Required, if
applicable
Enter adiagnosis code. See UB-04 form Required, if
locators 67- 75 for additional information. applicable*
*Admission and Primary diagnosis are
required for inpatient and nursing home
services
Enter at least two (2) characters to begin Required

searching for a patient status.

Enter the 3-digit bill code number. All positions Required
must be fully coded; consult the National UB-04

Uniform  Billing Manual for bill code types.

Bt digit Videntifies facility type

2nd digit Videntifies bill classification

3 digit Videntifies frequency

Patient account number will be captured if Not Required
entered in this field.

Select the applicable option for other insurance.
This field will automatically populate. Auto
Details (when applicable) This is done at this level on

Inpatient Step 3 on Outpatient

Form Locator

Deductible

Amount

Coinsurance Amount

Blood
Deductible

Revised: August 2022

Version 6.4

DDE Institutional ~ Claim Submission Requirement
Enter the deductible amount.

Enter the coinsurance amount.

Enter the blood deductible amount.
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Medicare

Paym ent Date
Diagnosis Codes
Form Locator

ICD Version

Diagnosis Code

Present on
Admission

Provider Billing and Procedures
Enter the Medicare payment date.

DDE Institutional  Claim Submission

Use the drop -down list to select a diagnosis type.

Enter at least three (3) characters to begin
searching for a diagnosis code.

Use the drop -down list to select the
applicable response.
*Inpatient only

Emergency Diagnosis Codes

Form Locator

ICD Version

Diagnosis Code

Other Insurance
Form Locator

Payer Code

Prior Amount
Estimated

Amount Due
Condition Codes
Form Locator
Condition Code

Occurrence

Form Locator

Occurrence

From Date

To Date

Value Codes
Form Locator

Value Code

Amount

Surgical Procedures

Information)

Form Locator

Revised: August 2022
Version 6.4

DDE Institutional Claim Submission

Use the drop -down list to select a diagnosis type.

Enter at least three (3) characters to begin
searching for a diagnosis code.

Details (when Other Insurance is selected)

DDE Institutional Claim Submission

Use the drop -down list to select the other
insurance type.

Enter the prior amount.
Enter the estimated amount due.

DDE Institutional Claim Submission

Enter at least two (2) characters to begin
searching for a condition code.

DDE Institutional Claim Submission

Enter at least two (2) characters to begin
searching for an occurrence code; see UB-04
form locators 32-36 for specific code

Enter a beginning date.

Enter an end date.

DDE Institutional ~ Claim Submission
Enter at least two (2) characters to begin
searching for avalue code.

Enter adollar amount including cents, e.g.,
Correct ¥V $45.00,
Incorrect V $45

Manual

Required

Requirement
Required
Required

Requirement

Requirement

Requirement
Not Required

Requirement

Required, if
applicable

Required, if
applicable

Required, if
applicable

Requirement
Required, if
applicable
Required, if
applicable

(when Operating Provider NPI is entered in Provider

DDE Institutional Claim Submission

Requirement
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Surgical
Procedure Type

Surgical
Procedure Code
Date

Service Details
Form Locator
Revenue Code

HCPCS/ Proc Code

Modifiers
From Date

To Date

Units

Unit Type

DMH Contract
Source

Charge Amount

NDC for Item # (Outpatient

Form Locator
Code Type

NDC/UPN

Quantity
Unit of Measure

If additional items are to be billed on this submission,

Provider Biling and Procedures Manual

Use the drop -down list to select a procedure type.

Enter at least three (3) characters to begin
searching for a surgical procedure code.

Enter a date.

DDE Institutional  Claim Submission

Enter the 3-digit revenue code; do not use
the 001 revenue code for DDE claims .

Enter the 5-digit HCPCS or CPT procedure
code; see UB-04 form locator 44 for additional
information.

Enter modifiers.

Enter the date on which the service performed
started.

Enter the date on which the service performed
ended.

Enter the number of units billed at the detail
level; see UB-04 form locator 46 for additional
information.

Select the unit of measurement
the drop - down list.

Enter a contract source.

type from

Enter the amount billed (units billed
multiplied by the rate).

and Home Health)
DDE Institutional

Select the applicable code type from the
drop -down list.

Enter the National Drug Code (NDC) or UPN
code in the Procedure field.

Claim Submission

Enter the quantity

Select the unit of measurement
the drop - down list.

type from

window and repeat process. Click Remove to remove aline entry.

Attachments
Form Locator

Transmission Method

Upload File

Attachment  Type

Revised: August 2022
Version 6.4

DDE Institutional Claim Submission

Select from the drop -down list how
attachments  will be sent.

Click Browse to locate file being uploaded;
available when selecting FT-File Transfer.

Select the type of file from the drop -down list.

Required, if
applicable

Required, if
applicable

Required, if
applicable

Requirement
Required

Required, if
applicable

Required, if

applicable
Required

Required

Required
Required, if

applicable
Required

Requirement

click Add next to the line item

Requirement
Required, if
applicable

Required, if
applicable

Required, if
applicable
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HCA-13

Description

Submit

Revised: August 2022
Version 6.4

Provider Billing and Procedures

If a hard -copy attachment isto be added, a
system - generated HCA-13Paper Attachment
form will be available to print once the claim
has been submitted by selecting BM -By Malil
or FX-By Fax from the Transmission Method
drop -down list (see section Fin this chapter for
instructions on sending an HCA-13 form by fax
or mail ).

Unique ACNSs (control numbers) are
generated once an attachment has been
added.

Enter a description of the attachment.

When finished, click Submit.

Manual

Required, if
applicable

Required, if
applicable

Required
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Direct Dat a Entry (DDE) Claim Submission Inpatient/Outpatient

Crossovers

Select the Inpatient
from the Claim Type drop -down
Information heading. The Crossover
now be visible (see screen
process at the header level, Part B process at
level.

Deta

Part A VCrossover Detalls at the Header Level

S 2 OKLAHOMA

D&
a - Health Care Authority

My Home

Provider Portal

Eligibility Claims Prior Authorizations Referrals Files Exchange

)ims = Submit Claim Inst

Submit Institutional Claim: Step 1

* Indicates & required field.

or Outpatient Crossover
list above the Service

Financial Letters

claim type

ils section should

sample below). Part A Claims

the claim line

Reports Resources

|Seir:h Claims | Submit Claim Dental | Submit Claim Inst | Submit Claim Prof | Submit Claim Pharm | Search Payment History

Contact Us |

Thursday 08/11/2022 10:57 AM CST

gout

Claimi Type [Crossover Inpatient

~)

HMCA-17 |No w |

Provider Information

If Surgical Frocedure Code{s) are to be submitted with the claim, an Operating Provider ID is required.

Billing Provider ID 1D Type NP1
Zip Code 73703 Contract Code _ Taxonomy 333600000X
Institutional Provider 1D 1D Type NPI
Attending Provider ID | 1D Type |
Operating Provider ID | ID Type |
Refarring Provider ID | ID Type |

Patient Infermation
Enter the Member ID. If Member 1D is valid, the rest of the member information will populate.

“Member 1D |

Last HName First Name

Birth Date

Claim Information

Insurance details can be entered on Submit Step 2.

‘Covered Dateso |

MNamae

SC Provider Mumber

~|

~]

Middle

Enter infarmation applicable to the claim. If Other Insurance information needs to be entered, then Include should be selected in the Other Insurance dropdown. The Other

Covered Days

Revised: August 2022
Version 6.4

W
* Admission Date/Houre | | - |(hh:mm) Discharge Hour & |thh:mm)
*Aadmission Typesa | | “admission Source & |
* Admitting 1CD Version [1CD-10-CM * Admitting Diagnosis o |
Patient Status & | | “Type of Bill
Patient Account Number | | Other Insurance | None head
Total Charged Amount  £0.00
Medicare Crossover Details
Institutional Medicare Crossover Instructions
Deductible Ameunt [50.00 Co-insurance Amount [30.00 |
Blood Deductible Amount [20.00 Medicare Payment Date o iz}
Continue | Cancel |
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Part B V Crossover Details on each line of service

Je. OKLAHOMA
4A,? Health Care Authority PrOVider Portal

My Home Eligibility Claims Prior Authorizations Referrals Files Exchange Financial Letters Reports Resources
Search Claims | Submit Claim Dental | Submit Claim Inst | Submit Claim Prof | Submit Claim Pharm | Search Payment History

Contact Us |  Logout
Claims = Submit Claim Inst Thursday 08/11/2022 08:42 AM CST

* Indicates a required field.

Claim Type [Crossover Outpatient ~
HCA-17 [No ~

Provider Information

If Surgical Procedure Code(s) are to be submitted with the claim, an Operating Provider ID is required.

ng Provider ID 1255415806 ID Type NPI Name MARY MAHONEY MEMORIAL HEALTH
CENTER
Zip Code 73140 Contract Code _ Taxonomy 261QF0400X SC Provider Number 100709120 B
Institutional Provider ID 1255415805 ID Type MNPI

Attending Provider ID : ID Type
Operating Provider > | 10 Tvpe
Referrng provider 1o | 10 Type

Patient Information

Enter the Member ID. If Member ID is valid, the rest of the member information will populate.

*Member ID

Last Name First Name Middle

Birth Date

Claim I ion

Enter information applicable to the claim. If Other Insurance information needs to be entered, then Include should be selected in the Other Insurance dropdown. The Other
Insurance details can be entered on Submit Step 2.

*Covered Datese |

) Covered vays [

Admission Date/Houre | | (hhimm) Discharge Hourg (hh:mm)
Admission Typeo | | Admission Source® |
Admitting ICD Version ICD-10-CM Admitting Diagnosise
Patient Statuse | | “Type of Bill \:]
Patient Account Number | | Other Insurance

Total Charged Amount $0.00
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Service Details (-]
Select the row number to edit the row, Click the Remove link to remaove the entire row.
Svc # Revenue Code HCPCS/Proc Code From Date To Date Units Charge Amount Action
1
i *Revenue Code o | | HCPCS/Proc Code o |
Modifierso | | [
*From Date & | | -'] *To Dated | ,J “Units | *Unit Type |.th V‘
Charge Amount |
NDC for Item 1
Medicare Crossover Details for Item 1 =l
Medicare Crossover Details must be entered in this step if the Covered From Date is on or after 05/01/2016.
Deductible Amount | $0.00 Co-insurance Amount |20.00
Blood Deductible Amount | 50.00 Medicare Payment Date & ﬂ
Medicare Payment Amount | 50,00
Add
Attachments (=]
Click the Remove link to remove the entire row,
# Transmission Method File Control # Attachment Type Action
Click to add attachment.

Backto Step 1| Back to Step 2 |

Under the Crossover

Details heading, enter the

information as it appears on the Medicare EOB.

Section D: ADA 2012, Dental,

The ADA 2012 Paper Claim Form

The ADA 2012 paper claim form is the required claim form
used by dental providers for dental service billing. The

provider is responsible for purchasing

837D

Cancel |

the ADA 2012 paper

claim form. This section explains how to complete a paper
ADA 2012 claim form.

Please mail paper

address below: The form

Revised: August 2022
Version 6.4

or required,

claims to the appropriate mailbox
locator chart
fields are optional ,required

indicates which
if applicable.
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ADA Paper Dental Claim Form

Provider Billing and Procedures Manual

ADA American Dental Association® Dental Claim Form

HEADER INFORMATION
1. Type of Transaction (Mark all appicable boxes)
[} Statement of Actual Senvces [ Request for Predetermination/Preauthorization

) ePsOT/Te XaX

2 Predetermmaton/Preauthoczation Number

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named i #3)
12. Policyholder/Subscnber Name (Last, Fiest Mddie Intial, Suffix). Address. Cry. State, Zip Code

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3 Company/Plan Name, Address, Cty, State. Zip Code

13. Date of Brth (MMDDICCYY) | 14 Gender

M T

15. Poicyholder/Subscriver 1D (SSN or 10#)

OTHER CWEMGEMWMNMMSAH Hnone leave blank )

16. Plan/Group Number 17. Employer Name

4Deota? []  Medical? [ ] (i both, complete 5-11 for dental only.)

5. Name of Policyholder/Subscriber :n #4 (Last, First, Middle Inital, Suffix)

PATIENT INFORMATION

=% [ Dote of Birth (MMDDICCYY) |7 Gender

s [F

8 PolicyhoiderSubscriber ID (SSN of ID#)

20 Name (Last, First Middle Indial, Suffix), Address,

9. PlanvGroup Number 10 Patent’s Relatonshup to Person named in #5

[]seit  [spouse [ |Dependent [ ] Other

11. Other Insurance Company/Dental Benafit Plan Name, Address, City, State. Zip Code

ID/Account # (Assigred by Dentist)

RECORD OF SERVICES PROVIDED

= " S Ama] 26 TS S %
“aaimoery ol | Tl e | 1. Foo

1

2

3

4

s

6

7

2

9

o [

33 Messing Teeth Informabon  (Place an X Diagnosis Code List Gualifier | | | (1CD-9=8;I1CD-10=A8) 31a Other

i 23 4 8 6.0 8 % n ® 1% Codels) A P Foels)
2 31 N 2% 28 21 6 2% 24 2 21 dagnosis n*A") 8 D [ oaFe] $0.00
-3
ANCILLARY CLAIM/TREATMENT INFORMATION
feesmbbewha 38, Place of Treatment :]M Meolice: 2200 Hospral) | 39. Enclosures (Y o N)
WWW"’]F‘MW“':;V’ {Use “Place of Service Codes for Profiessonal Claems®)
| consent 10 your use and d

Date

40, Is Treatment for Orthodontics?
[TInNo skip4142) [ ] Yes (Completo 41-42)

41 Date Applance Placed (MWDDICCYY)

dental benefits otherwase payable to me, directly

42 Months of Treatment |43 Replacement of Prosthess
"“NoDVes (Complete 44)

44, Date of Prior Placement (MWDDICCYY)

45 Treatment Resulting from

Date

46. Date of Acodent (MMWDDICCYY) | 47 Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Laave blank d dentist or dental entdy is not
submtting clasm on behalf of the pabent of insured/subscriber )

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

53 | hereby certfy that the procedures as mdicated by date are in progress (for procedures that require
multple visits) or have been completed

Signed (Treating Denbst) Date
54, NPI 5. License Number
56 Address, City. State, Zp Code m
49 NP Iic License Number 51 SSNor TIN
T2 Phone l z} Sonal 57, Phone lmm

©2012 American Dental Association
J4300 (Same as ADA Dental Claim Form - J430, J421, J432 433 2%4)

To reorder call 800.947 4746
or go oniine at adacatalog org

Revised: August 2022
Version 6.4
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ADA 2012 Claims Field Descriptions/Instructions

Field
1

10

11

12

13

14
15

Revised: August 2022

Version 6.4

Requirement
Required

Not Required
Not Required

Required, if
applicable

Required, if
applicable

Not Used

Not Required
Not Used

Not Required
Not Required

Required, if
applicable

Not Required

Not Used

Not Required
Required

ADA 2012 Field Description/Instructions

Type of Transaction: Mark the appropriate box;
use the EPSDT/TXIX box for Oklahoma

Predetermination/Preauthorization Number

Insurance Company/Dental Benefit Plan
Information: Company/Plan Name, Address,
City, State, Zip Code

Enter the following information:

SoonerCare
P.0O.Box 181100klahoma City, OK, 73154

Other Coverage (Dental/Medical): Mark the appropriate
box.

Name of Policyholder/Subscriber  in #4: The dental
insurance carrier name goes in this field; this carrier
must be billed before billing SoonerCare.

Date of Birth; this field is not used for Oklahoma
SoonerCare hilling.

Gender: Mark the appropriate box.

Policyholder/Subscriber  ID (SSN or ID#); this field is not
used for Oklahoma SoonerCare billing.

Plan/Group Number: Enter the number of the
insurance company.

@A A d NRelatipriship  to Person Named in #5:
Mark the appropriate box.

Other Insurance Company/Dental Benefit Plan Name,
Address, City, State, ZIP Code: This field is used for

payment and/or denial information from the n AA ¢, NAA
other dental insurance. If a payment isreceived from

n A A d Nofimayyr insurance, enter the amount of the
payment in this field (e.g.,45.00; you do not need to use

a dollar sign/$). If the primary insurance carrier did not
make reimbursement, write the words X > A& NEND
in this box. A copy of the insurance payment detail or
insurance denial must be attached to paper claims.

Policyholder/Subscriber ~ Name (Last, First, Middle Initial,
Suffix), Address, City, State, ZIP Code: Enter the

B NBk N mgme asit appears on their eligibility file.
(Last, First, Middle)

Date of Birth; this field is not used for Oklahoma
SoonerCare billing.

Gender: Mark the appropriate box.
uAr ? ®aNDZr UuE , ?BkNar
SoonerCare ID number.

MAligiN e At T
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16

17
18

19
20

21

22
23

Not Required

Not Required
Not Required

Not Captured
Required

Not Required

Not Required
Not Required

Provider Biling and Procedures Manual

Plan/Group Number: Enter the member or employer
group plan or policy/certificate number.

Employer Name: Enter SoonerCare.

Relationship to Policyholder/Subscriber  in #12 Above:

Mark the box for Xi NARKX s
Reserved for Future Use

Name (Last, First, Middle Initial, Suffix), Address, City,
State, ZIP Code: Enter the B NB k N cgnre and full
Date of Birth (MM/DD/CCYY): Enter B N B k N cdste of
birth. 7

Gender: Mark the appropriate box.

Patient ID/Account # (Assigned by Dentist): Enter the
patient ID assigned by the dental office

Fields 24-31:0nly one (1)unit may be billed per detail line.

24

25

26
27

28

29

29A

29B

30
31
31A

32

Revised: August 2022

Version 6.4

Required
Required, if
applicable

Not Required

Required, if
applicable

Required, if
applicable

Required

Required, if
applicable

Required

Not Required
Required
Not Used

Required

Procedure Date: Enter the date the service was provided.
(MM/DD/CCYY)

Area of Oral Cavity: The following are the only
acceptable quadrants: ULW Upper Left, URW Upper
Right, LLW Lower Left, LRW Lower Right, Maxillary Arch
01,Mandibular Arch 02,L &R

Tooth System

Tooth Number(s) or Letter(s): The International Tooth
Numbering System for permanent, primary and
supernumerary  teeth.

Tooth Surface: The following are the only acceptable
surfaces:

MW Mesial, DW Distal, OW Occlusal, LW

Lingual, Fw Facial, BW Buccal, W Incisal

Procedure Code: This is the 5-digit HCPCS code listed
in the current HCPCS Level Il code book.

Diagnosis Code Pointer: Enter the letter(s) from field 34
that identify the diagnosis code(s) applicable to the
dental procedure. List the primary diagnosis pointer first.
Quantity: Enter the number of times (01-99) the
procedure identified in field 29 is delivered to the
member on the date of service shown in field 24.
Description: Use this field to enter any additional
Fee: Enter your customary fee for the procedure.
Other Fee(s): Payment amounts made by other

insurance plans. This field is not used for Oklahoma
SoonerCare billing.

Total Fee: Enter the total of column 3lcharges. Each
page must have atotal. Claims cannot be continued
to two or more pages.
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33

34

34A

35
36

37

38

39
40

41

42

43

44

45

46

47

48

Revised: August 2022

Version 6.4

Not Required

Not Required

Required, if
applicable

Not Required

Not Used

Not Used

Required, if
applicable

Not Required
Not Required

Not Required
Not Required
Not Required
Not Required

Required, if
applicable

Not Required

Not Required

Required

Provider Biling and Procedures Manual

Missing Teeth Information: Place an X on each missing
tooth. Identify the missing teeth by using the
international tooth numbering system for permanent
and primary teeth to mark an Xon numbers and letters
corresponding  with those teeth.

Diagnosis Code List Qualifier: Enter the appropriate
code to identify the diagnosis code source:

B=ICD -9,AB=ICD -10

Diagnosis Code(s): Enter up to four (4) applicable
diagnosis codes after each letter (A-D). The primary
diagnosis code is entered in the first field (A).

Remarks

Patient/Guardian  Signature, Date: Signature and
date are entered here. This field is not used for
Oklahoma SoonerCare billing.

Subscriber Signature, Date: Signature and date are
entered here. This field is not used for Oklahoma
SoonerCare hilling.

Place of Treatment: Enter the 2-digit Place of Service
Code for Professional Claims.

Frequently used codes are: 11 Office, 12k

Home, 21% Inpatient Hospital, 22w

Outpatient Hospital, 31 Skilled Nursing

Facility, 32w Nursing Facility

Enclosures (Y or N)

Is Treatment for Orthodontics? (No/Yes): Check the
appropriate  box. If X , weistselected, skip fields 41land 42.
Date Appliance Placed (MM/DD/CCYY): Enter date
orthodontic  appliance was placed.

Months of Treatment: Enter number of months of
treatment remaining for appliance.

Replacement of Prosthesis (No/Yes): Check Yes if
requesting replacement for an existing prosthesis.

Date of Prior Placement (MM/DD/CCYY): Enter date of
previous placement.

Treatment Resulting From: Select the appropriate
box, if applicable. If any boxes were selected in this
field, complete fields 46 and 47 (if applicable).

Date of Accident (MM/DD/CCYY): Enter date accident
occurred.

Auto Accident State: Enter the state in which the auto
accident noted in field 45 occurred.

Name, Address, City, State, Zip Code: Enter the name
and information of dentist requesting payment for
services listed on claim form. If the dentist furnished
the services as part of a dental group practice, enter
the name and information of the dental group practice.
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49

50
51
52

52A

53

54

55

56

56A

57

58

Direct Data Entry

Not Required

Not Required
Not Required
Not Required

Required, if
applicable*

Required

Not Required

Not Required

Required, if
applicable

Not Required
Not Required

Required

Provider Biling and Procedures Manual

NPI (National Provider Identifier): Enter the NPI for the
pay -to provider, if the services were furnished as part
of agroup practice.

License Number

SSN or TIN

Phone Number: Enter the phone number, including
area code, of the biling DNAA ¢ r A $ n dffict. , DN &y |

Additional Provider ID: Enter the 10-character
Oklahoma SoonerCare provider number for the
billing group. (100000000A).

Signature, Date: The provider/treating  dentist who
rendered the service(s) must sign and date this field.
Rubber -stamped signatures are acceptable. Writing
XA d?P AAom? o Rshhit acceptable.

NPI (National Provider Identifier): Enter the NPI of the
individual dentist providing the service.

License Number: Enter the license number of the billing
dentist.

Address, City, State, Zip Code: Enter the full address at
which the services were rendered, if different from the
address information indicated in field 48.

Provider Specialty Code: Enter the treating n ce W ¢ DN &
specialty area.

Phone Number: Enter the phone number of the

office where treatment was performed.

Additional Provider ID: Enter the rendering

DA A A dl16- character Oklahoma SoonerCare
provider number. (100000000A)

(DDE) Claim Submission

Use the Dental claim form example and directions
below as guides when submitting a claim through
DDE on the SoonerCare Provider Portal. Required
fields are indicated in the directions. Choose the
Submit Claim Dental (see screen sample below) claim
option from the Claims menu to open the form (see
screen sample below).

V Dental
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Y& OKLAHOMA
R 7 B ptealtiycors Authioriiy Provider Portal

My Home Eligibility Prior Authorizations Referrals Files Exchange Financial Letters Reports Resources

Search Claims | Submit Claim Dental | Submit Claim Inst | Submit Claim Prof | Submit Claim Pharm | Search Payment History

Contagt Vs | Logout
Claims > Submit Claim Dental Thursday 08/11/2022 07:43 AM CST

* Indicates & required field.

HCA-17
Provider Information
This panel contains provider information.
Billing Provider 1D ID Type MNPI MHame
Zip Code SC Provider Number
Referring Provider 0 [ | mrype [ ¥

Patient Information

Enter the Member 1D. If Member ID is valid, the rest of the member information will populate.

“*Member ID

Last Mame First Mame Middle
Birth Date

Claim Information

Enter information applicable to the claim. If a TPL Amount needs to be entered, then Include should be selected in the Other Insurance dropdown. A TPL Amount can be
entered on Submit Step 2.

Accident Related w Emergency EI

*Place of Treatment | 11-Office w Patient Account Number |

Other Insurance

Tetal Charged Amount 50,00

) 80
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Diagnesis Codes =]

Diagnosis Code is Optional. If a diagnosis is included, both the ICD Version and the Diagnosis Code need to be entered.
Select the row number to edit the row. Click the Remove link to remove the entire row.

= ICD Version Diagnosis Code Action
i

1 “ICD Version |ICD-10-CM | * Diagnosis Codeo |

Add | Reset

Back to Step 1 | Continue | Cancel |
Service Details =

Select the row number to edit the row. Click the Remove link to remove the entire row.
Svc # Svc Date Oral Cavity Area Tooth Number Procedure Code Units Charge Amount Action

1

1 *Svc Date o =] Oral Cavity Area | ~ Tooth Number ~ |

Tooth Surface ~ | ~]| | ~] ~ | ~ Prosthesis | ]
Cavity Code Il [ | I )
“Procedure | Modifierso | J [ | | [
Code o
Diagnosis Pointers |~ [ ~|[ ~|[  ~]
“units (1| Charge Amount [ |

Rendering | ID Type | ~ | Zip Code o SC Provider Number | |
Provider ID

Add

Attachments =]

Click the Remove link to remove the entire row.
# Transmission Method File Control # Attachment Type Action

Click to add attachment.

Back to Step 1 | Back to Step 2 | Submit | Cancel

DDE Dental Claim  Submission Instructions

Billing Information
Form Locator DDE Dental Claim Submission Instructions Requirement

Billing Provider 1D Your Provider ID Number should appear in the Required
first box. Confirm it is correct; ifit is not, you
may need to log out and access the correct

provider.
Patient Information
Form Locator DDE Dental Claim Submission Instructions Requirement
Member 1D Enter the B N B k N c®klahoma Required

SoonerCare ID number in this field.

The n A A d, Nldsh @nd first name, and birth
date will auto -populate if the member ID
number entered is found in the system.

Diagnosis Codes

Form Locator DDE Dental Claim Submission Instructions Requirement
ICD Version Use the drop -down list to select a diagnosis type. @ Required, if
applicable
Diagnosis Code Enter at least three (3) characters to begin Required, if
searching for a diagnosis code. applicable
Claim Information
Form Locator DDE Dental Claim Submission Instructions Requirement
81
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Accident Related Use the drop -down list to further

describe the accident.

Specify whether the claim was an
emergency by selecting Yesor No from

Emergency

Manual

Required, if
applicable

Not Required

Place of Treatment Select the appropriate place of treatment Required
from the drop -down list.

Patient The Patient Account Number will be

Account captured and appear on the remittance

Number advice (RA), if entered in this field.

Other Insurance Select the applicable option for other insurance.

Total Charged Total charges are automatically populated. Auto

Other Insurance Details (when Other Insurance -Include is selected)

Form Locator DDE Dental Claim Submission Instructions Requirement

TPL Amount Enter the TPL amount.

Service Details

Form Locator DDE Dental Claim Submission Instructions Requirement

Svc Date Enter the date of service here. Required
Oral Cavity Area Use the drop -down list to select the cavity area.
Tooth Number Use the drop -down list to select atooth number. Required, if
applicable
Tooth Surface Use the drop -down list to select a surface type. Required, if
applicable
Prosthesis Use the drop -down list to select a prosthesis type.
Procedure Code Enter the procedure code. Required
Modifiers Enter up to four (4) modifiers.
Units Enter the number of units billed. Required
Charge Amount Enter the total dollar amount of charges for this Required
line of service.
This action will auto -populate the Total
Charges field but will not multiply the amount
by the number of units.
Rendering Provider Enter the NPI of the dentist performing the
ID Number services. The Rendering Provider field
displays for the first service line only.
ID Type Use the ID Type drop -down list to select NPI Required, if
as the Rendering Provider ID type. applicable
Zip Code Enter the ZIP code of the rendering provider.
SC Provider Number Enter the Oklahoma SoonerCare provider
number.
If additional items are to be billed on this submission, click Add next to the line item
window and repeat process. Click Remove to remove aline entry.
Attachments
Form Locator DDE Dental Claim Submission Instructions Requirement
Transmission Method @ Select from the drop -down list how Required, if
attachments will be sent. applicable
82

Revised: August 2022
Version 6.4



Chapter 5: Claim Completion Provider Biling and Procedures Manual

Upload File Click Browse to locate file being uploaded,; Required, if
available when selecting FT-File Transfer. applicable
Attachment Type Select the type of file fromthe drop -down list. Required, if
applicable
Description Enter a description of the attachment.
HCA-13D If a hard -copy attachment isto be added, a Required, if

Submit

system - generated HCA-13D paper attachment applicable
form will be available to print once the claim

has been submitted by selecting BM -By Mail or

FX-By Fax from the Transmission Method drop -

down list. See Section Fin this chapter for

instructions on sending form HCA-13D by fax or

mail. Unique ACNSs (control numbers) are

generated once an attachment is added.

When finished, click Submit. Required

Section E: Drug/Compound Prescription  Drug,
Pharmacy, NCPDP

Drug/Compound Drug Claim Forms

The Drug/Compound Drug Claim Forms  are used to bill
pharmacy services and are available onlinea t
https://oklahoma.gov/ohca/providers/forms/rxforms.html

Pharmacy Claim submissions are done through the Drug
Claim Form (Pharm -1)and Compound Prescription Drug
Claim Form (Pharm -2). These claim forms should be used for
every pharmacy paper billing, including the resubmission of
a claim thatis over one year past date of service. The form
locator chart indicates which fields are optional ,required or
required, if applicable.

Drug/Compound Drug Claims Mailing Address
Please mail paper claims to:

Pharmacy

Gainwell Technologies

P.O. Box 18650

Oklahoma City, OK 73154
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Qklahoma

Care
Authority

Drug Claim Form

PLEASE PRINT CLEARLY
Provider Number irequired) | Loc ireq) Billing NPI (opticnal) Telephone Number
01 0z 03 04
Patient's Name: Last, First frequireay | Member 1D (Required). Member's Date of Emergency | Pregnancy | NHPL
' Birth Required (¥ or N} ¥ or N) 0¥ ar N}
05 06 o7 08 [12] 10
Prescnption Number | Date Prescribed | Date Dispensed (Required) | NDC Number (Required) | Quantity (required) | Days
{Requirad) [Required)
11 12 13 14 15 16
Brand Medically Necessary Refill Individual Prescriber's NPI Mumber | Individual Prescriber's Mame: Last, First
{Reguired]) {Required)
17 13 13
20
: - This is to certify that the foregoing information is true, accurate, and
Provider's Name and Address complete. I understand that payment and satisfaction of this claim will be
from Federal and State funds, and that any falsification of claims, statements,
or documents, or concealment of matenal fact may be prosecuted under
applicable Federal or State law,
I, the undersigned, being aware of restricted funds in the Medicaid program,
agree to accept as full payment for services enumerated on this claim form,
for this Medicaid patient, the allowance determined by the Department or
its designee. I further certify that no supplemental charges have been or will
be billed to the patient; I further recognize that any difference of opinion
concerning the charges and/or allowance for this claim shall be adjudicated
as specified in the Provider Manual,
Signature of Provider or Representative (Required) Date Billed (Required)
25 26 27
Charge (Required) Third Party Paid Total Amount Billed (Requirzd) Usual and Customary
21 22 ] 2

OHCA Revised 12/28/2018

Mail Completed Claim Form to:

DXC Technology | P.O. Box 18650, Oklahoma City, OK 73154

PHARM-1

Revised: August 202
Version 6.4
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Pharmacy Drug Claims

Field
1

10

11

12

13

14

15

16

17

18

19

Form Locator

Provider
Number

Loc
(Location Code)

Biling NPI

Telephone
Number

@A A d NMNamg r

Member
ID

INBk Ny r
Date of Birth

Emergency
(Y or N)

Pregnancy
(Y or N)

NH Pt.

Prescription
Number

Date Prescribed

Date Dispensed

NDC Number
Quantity
Days

Brand
Medically
Necessary

Refill

Individual

@ceNr Q&dk N

NPl Number

Revised: August 2022
Version 6.4

Provider Billing and Procedures Manual

Field Descriptions/Instructions

Prescription Drug (PHARM -1)Field Instructions

Enter the 9-digit Oklahoma SoonerCare
provider number (100000000).

Enter the alpha -character location code
from the Oklahoma SoonerCare provider
number (A).

Enter the NPI of the billing provider.
Telephone number

Enter the n A A d, NnAmey (Last name, First name)

Enter the B N B k N ®ycharacter
Oklahoma SoonerCare identification

Enter the B N B k N aste of birth. (MMDDCCYY)

Enter Y (yes) or N (no) to indicate if the
prescription is related to an accident.

Enter Y (yes) or N (no) to indicate if the
prescription is related to a pregnancy.

Enter Y (yes) or N (no) to indicate if the
prescription was dispensed to aresident of a
nursing home facility.

Prescription Number: Enter the
nt A cB A Qrescription number;
include up to seven (7) characters.
Enter the date the prescription was written;
must be on or before receipt date, not a future
date.

may

Enter the date the prescription was dispensed;
must be on or before receipt date, not a future
date.

Enter the 1digit National Drug Code (NDC)
number of the drug dispensed.

Enter the metric quantity to three (3) decimal
places, up to licharacters. (e.g.,

Enter the number of DA r sugply dispensed;
may be up to three (3) digits

Enter the appropriate brand name

indicator as indicated below:

0V No product selection indicated
v Substitution not allowed by prescriber ¥
dispense as written

Enter two (2) digits to indicate the number of
times the prescription has been dispensed.
00V original dispensing, 01to 99V refill number

Enter the 10-digit NPI number of the prescriber.

Requirement
Required

Required

Not Required
Not Required

Required
Required

Required
Not Required
Not Required

Not Required

Required

Required

Required

Required
Required
Required

Required, if
applicable

Required

Required
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20 Individual Enter the n &N r O & gaknBl cflyast name, First Required
®ENr Qcd k Nc name)
Name

21 Charge Enter the charge for this prescription. Required

22 Third Party Paid @ Enter the amount paid by the primary insurance Required, if

(TPL). applicable

23 Total Enter the total amount billed. Required
Amount (e.g., Charge VTPL =Total Amount Billed)

24 Usual and Enter the usual and customary charge for the Required
Customary quantity and NDC provided.

25 @ce W ¢ DN ey Enter the biling n ce % d D&hey r Not Required
Name and address and telephone number.

26 Signature of This must be an authorized name of a person Required
Provider or indicating the information entered in the face
Representative of this bill isin conformance with the

certifications listed on the form.
A stamped signature is acceptable; writing
Signature on File is pot _acceptable.

27 Date Billed Enter the date the bill is submitted. (MMDDYY) Required

86
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Compound Prescription Drug Claim Form

Oklahoma

Care
Authority

Compound Prescription Drug Claim Form
FLEASE PRINT CLEARLY

Frovider Mumbar Lex Talschzns Mumzer

PATIENT 5 MAME LAST. ARST CLIENT MO PRESCRIBER'S LD, MUMBER =5 = PREG MH. PAT ERAMD REFILL

3 4 5 & 7 [ 3 1
PRESCRIPTICN MUHEER DATE PRESCRIEED DAATE CHEPENEED LO=CAL USE OHRILY DATS CHARGE = FARTY FAID

| 12 3 4 15 ] 7

UKE MO HUMEER DESCRIPTICN OF INCREDIENT CAUANTITY
HUHIEER, 2 2 ]

s | 00 | =t | O | U | B | | RS

=)

1
12
13
14
15

This is o certify that the foregoing information is true, accurate, and complete. | undersand that payment

Add ) and satisfaction of this claim will be from Federal and State funds, and that any falsification of daims,

8 ress - statements, or documents, or concealment of material fact may be prosacuted under applicable Federal or
State Law.

. the undersigned, being aware of restricted funds in the Medicid program, agres to accept as full

payrment for services enumerated on this claim form, for this Medicaid patient, the allowance determined

bry the Diepartment o its designes. | further certify that no supplernental charges have been or will be

billed to the patient; | further recognize that any difference of opinion conceming the charges andior

allwance for this claim shall be adudicated as specified in the Provider Manual.

Provider's Name and

Signature of Crate Billad
Provider or
Repressntative
1% 20
MAIL COMPLETED CLAIM FORM TO:
D¥C Technology
P.O. Box 18650
Oklahoma City, Ok 73154
CHCA Revisad 1272872018 PHARM I
Revised: August 2022 87
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Compound Prescription Drug Claim Form Field
Description/Instructions

Field
1

10

11

12

13

14
15

16

17

Revised: August 2022

Version 6.4

Requirement
Required

Not Required
Required
Required

Required

Not Required

Not Required

Not Required

Required, if
applicable

Required

Required

Required

Required

Not Used

Required

Not Required

Required, if
applicable

Compound Drug (PHARM -2) Field

Provider Number: Enter the 9-digit Oklahoma
SoonerCare provider number (100000000).

Loc (Location Code): Enter the alpha -character
location code from the Oklahoma SoonerCare provider
number (A).

Telephone Number

@A A d NName (Last, First): Enter the B N B k N agnre.
Client No: Enter the B N B k N ®ycharacter

Oklahoma SoonerCare identification number.

@& Nr Qa tDkNNrabgrr Enter the 7-digit Oklahoma
Prescriber ID number of the prescribing physician.
Emerg: Enter Yesor No to indicate if the prescription is
related to an emergency.

Preg: Enter Yesor No to indicate if the prescription is
related to apregnancy.

N.H. PAT: Enter Yesor No to indicate if the

prescription was dispensed to aresident of a nursing
home facility.

Brand: Brand Name Indicator

OW No product selection indicated

W Substitution not allowed by prescriber, dispense as
written

Refill: Refill Indicator; enter two (2) digits to indicate the
number of times the prescription has been dispensed.
Example: 00W original dispensing, 01-99W refill number

Prescription Number: Enter the nt A B A fresgription
number; may include up to seven (7) characters.

Date Prescribed: Enter the date the prescription was
written; must be on or before receipt date, not a
future date.

Date Dispensed: Enter the date the prescription was
dispensed; must be on or before receipt date, not a
future date.

Local Use Only

Days: Enter the number of DA r sugply dispensed; may
include up to three (3)characters.

Charge: Enter the total charges for this claim; may
include up to nine (9) digits.

3rd Party Paid (TPL): Enter the amount paid by the
primary insurance; may include up to eight (8)

digits.
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Billing Information

18 Not Required
19 Required
20 Required

Service Lines

Field Requirement
21, Required

lines 1-15

22, Required

lines 1-15

23,
lines 1-15

Provider Biling and Procedures Manual

aece ¥ d DAmeyand Address: sece W d Dahey r
address and telephone number.

Signature of Provider or Representative: This must
be an authorized name of a person indicating that
the information  entered in the face of this bill isin
conformance with the certifications listed on the

form. A stamped signature is acceptable but

writing "signature on R d, & Nat acceptable.

Date Billed: Enter the date the bill is submitted
(MM/DD/YY)

Compound Drug (PHARM -2) Field

NDC Number: Enter the 11digit National Drug Code
(NDC) number of each of the drugs dispensed.

Description of Ingredient: List each ingredient
with the corresponding NDC.

Quantity: Metric unit quantity (e.g.,9999999.999).

Direct Data Entry (DDE) Claim Submission V Pharmacy, including

compounds

Use the Pharmacy claim form example and directions

below as guides when submitting a claim through DDE the
SoonerCare Provider Portal. Choose the Submit Claim
Pharm option (see screen sample below) from the Claims
drop -down menu to access the form (see screen sample

below).

Revised: August 2022
Version 6.4
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K 1'2
% ? 2!.5",,; ',?3,’3,@ Provider Portal

[~

X

My Home Eligibility |(:h'-s Prior Authorizations Referrals Files Exchange Financial Letters Reports Resources

Search Claims | Submit Claim Dental | Submit Claim Inst | Submit Claim Prof | Submit Claim Pharm | Search Payment History

Contact Us | Logout
Claims > Submit Claim Pharm Thursday 08/18/2022 09:35 AM CST

* Indicates a required field.

Provid fi tion

This panel contains provider information.

Service Provider ID ID Type NPI Name

SC Provider Number
Rendering Provider NPT dering id b

Patient and Claim Infe ti

Enter information applicable to the daim. Select 'Pharmacy’ or "Compound’ from the Claim Type dropdown to indicate what type of claim is being submitted. If a TPL Amount
needs to be entered, then 'Other coverage exists' should be selected in the Other Coverage Code dropdown. A TPL Amount can be entered on the third step of Submit
Pharmacy Claim.

*Member ID || |

Last Name First Name Middle
L —
Transaction Code B1-Billing
*Claim Type

*0ther Co Code [1-No other coverage identified v |

Pregnancy Emergency g Facility [0 v

General Claim Information Instructions

*prescriber®@ 1D Type NPI *Last Name
*Prescription# *Fil# o *Date Written® *Date of Service® 13/13/2013
*Days Supply
Dispense/Written ‘ Iz'

General Compound Information Instructions

Ingredient Component Count
0

Select the row number to edit the row. Click the Remove link to remove the entire row.
# Compound NDC Ingredient Quantity Action
1
1 *Compound *Ingredient
NDC© Quantity
| add | | Reset |

General Pricing Information Instructions
*Total Charges

) 90
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DDE Pharmacy Claim Submission Instructions
Provider Information

Form Locator

Service Provider ID

DDE Pharmacy Claim Submission Instructions

Your Provider ID Number should appear in the
first box. Confirm it is correct; ifit is not, you
may need to log out and access the correct
provider.

Requirement
Required

Rendering Display only
Provider NPI
Rendering Display only; will default tothe service provider.
Provider
Patientand  Claim Information
Form Locator DDE Pharmacy Claim Submission Instructions Requirement
Member 1D Enter the B N B k N c®klahoma Required
SoonerCare ID number in the client ID
field.
The B N B k N dadtrand first name will auto -
populate if the member ID number entered is
found in the system.
Birth Date Enter the date of birth of the recipient. Required
Claim Type Use the drop -down list to select whether or Required

Other Coverage Code

not the prescription is aregular pharmacy
claim or a compound drug pharmacy claim.
Use the drop -down list to determine if other
insurance exists or coverage has been denied.

Pregnancy Use the drop -down list to select the Not Required
appropriate  response of Yes or No to indicate
whether or not the prescription was related
to a pregnancy.

Emergency Use the drop -down list to select the Not Required

Nursing Facility

Claim Information

Form Locator

appropriate  response of Yes or No to indicate
whether or not this prescription was related
to an emergency.

Use the drop -down list to select the
appropriate  response of Yes or No to indicate
whether or not this prescription was
dispensed to aresident of anursing home
facility.

DDE Pharmacy Claim Submission Instructions

Not Required

Requirement

Prescriber 1D Enter the Oklahoma Prescriber ID number Required
of the prescribing physician.
ID Type This field will automatically populate. Auto
Last Name Enter the last name of the prescribing physician. Required
Prescription Number | Enter the pharmacy -assigned prescription Required
number (up to seven digits) for the current
prescription.
91
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Fill Number

Date Written

Date of Service

NDC

Quantity Dispensed

E AT Supply

DAW Code

Compound Detalils
Form Locator
Compound NDC

Ingredient Quantity

Ingredient Drug Cost

Basis of
Cost
Pricing Information
Form Locator

Total Charge

DUR Overrides
Form Locator

Reason for Service

Professional Service

Result of Service

Diagnosis Codes
Form Locator
Diagnosis Code Type

Revised: August 2022
Version 6.4
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Enter two (2) digits to indicate the number of
times the prescription has been dispensed.
00 W original dispensing, 01-99W refill number

Enter the date the prescription was prescribed
by the physician.

Enter the date the prescription
by the pharm acy.

Enter the 11digit National Drug Code (NDC)
number of the drug dispensed. Compound
will auto -populate to 00000000000.

was dispensed

Enter the quantity being dispensed for the
above NDC within the prescription.

Enter the number
cover.

Select the most appropriate option from the
drop - down list to indicate if the prescription
was dispensed as prescribed (dispensed as
written) or if a generic medication was
substituted.

of days the prescription  will

DDE Pharmacy Claim Submission Instructions

Enter the 1digit National Drug Code (NDC)
number of the drug dispensed.

Enter the quantity of the compound.

Enter the cost amount of the ingredient.

Use the drop -down list to select the source
behind the cost determination.

DDE Pharmacy Claim Submission Instructions

Enter the usual and customary charge.

DDE Pharmacy Claim Submission Instructions

Use the drop -down list to select the
appropriate  Prospective DUR intervention
used to determine outcome of claim.

Use the drop -down list to select the
appropriate  Prospective DUR conflict
message.

Use the drop -down list to select the
appropriate  Prospective DUR outcome that
was made using the intervention.

DDE Pharmacy Claim Submission Instructions

Use the drop -down list to select a diagnosis type.

Required

Required
Required

Required

Required

Required

Required

Requirement
Required

Required
Required
Not Required

Requirement
Required

Requirement

Required, if
applicable

Required, if
applicable

Required, if
applicable.

Requirement
Required
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Diagnosis Code

Other Insurance
Form Locator
TPL Amount
Submit

Section F: Electronic

Proper filing of attachments

Provider Biling and Procedures Manual

Enter at least three (3) characters to begin Required
searching for a diagnosis code.
Details (when Other Coverage Code/Exists is selected)

DDE Pharmacy Claim Submission Instructions Requirement

Enter an amount in dollars and cents.

Click Submit when finished. Required
Claim Attachments
to electronic claims is essential

claims with

to the successful payment of submitted
attachments. An important part of the filing process is
accurate entry of provider, member, ACNs on the electronic
claim form ,and the HCA-13 cover sheet. When submitting
attachments, selecting Transmission Method by Mail or By
Fax (see screen sample below) will generate an Electronic
Claim Paper Attachment Form Cover Sheet button.

The provider number, claim number and

ACN number

client 1D number,
will be auto populated.

Attachments
Click the Remove link to remove the entire row.
] Transmission Method File

B

Control # Attachment Type

* Transmission Method

AA-Available on Request at Provider Site

*Attachment Type

FT-File Transfer
FX-By Fax

Description

Action

Claim Attachments Mailing Address

fax the form to 405-947-3394 or mail to:

Gainwell Technologies
P.O. Box 18500
Oklahoma City, OK 73154

Once completed,

Attachments

Click the Remowe link to remove the entire row.

# Transmission Method

B Click to collapse

*Transmission Method
“uUpload File
*Attachment Type

“ Description

File Control # Attachment Type Action

BM — By Mail
FT— File Transfer

FX — By Fax
f ~

Add Cancel

Revised: August 2022
Version 6.4
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Helpful Tips

An Attachment Form Cover Sheet will be generated for each
Transmission Method added once the claim has been
submitted.

Revised: August 2022 94
Version 6.4
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Attachment Form Cover Sheet (HCA -13)

Oklahoma Health Care Authority
Electronic Claim Paper Attachment Form
Cover Sheet

Four fields below are required and must match claim.

1. Provider Number 100000000D
2. Client ID Number 001122334

3. Attachment Control 5y, 70g00z5

4. Claim Number 23220811111111
5. Date/Time  (3/22/2022 9:41 AM

Purpose:

This form is to be used when a claim requiring a paper atttachment is being submitted
electronically. Submission of this completed form along with the required attachment and
electronically submitted claim will allow the appropriate review process to be conducted by the

OHCA,

Instructions:

1. In box 1, fill in the pay to Provider Number that will be used for filing the electronic claim.

2. In box 2, fill in the nine-digit client identification number that was submitted on the electronic
claim.

3. In box 3, fill in the fill in the Attachment Control Number (ACN) that was used for filing the
electronic claim. The ACN on this form must be the same number as the assigned control
number field of the SoonerCare Portal screen (Medicaid on the Web) or the PWK segment of the
837 transaction. Make sure the ACN s clear and legible on the HCA-13. Illegible information
could delay or stop the attachment process. Alphabetic and numeric are the only characters that
should be used in the ACN selection. Do not use dashes and spaces in the ACNs.

4. In box 4, fill in the identification number that was assigned to the electronically submitted claim.

5. Place the completed form on top of the attachment(s) for each electronic claim.
6. Mail to EDS, P.O. Box 18500 OKC, OK 73154, fax 405-947-3394

Sender's Name: Phone Number:

This fax contains confidential information and is intended only for the individual named. If you are not the named addresses you thould not disseminate, distribute o copy this fax. Please
notfy the sender immaediately by phone if you have received this e-fax by mistake and destroy the fax you received. Fax transmission cannot be guarantesd 1o be secure of error-free as
U could be d, lost, ved, arrive late of incomplate. The sender tharefore does not sccept liability for any arrors of omissions in the contents of this

Note: Do not place another Fax Cover Sheet on top.
*This form is for use with electronically filed claims requiring attachments.

Provider Billing and Procedures Manual

pted, peed,
maessage, which arize as  result of fax transmission,

OKLA HCA

Revised 06/24/09

Revised: August 2022

Version 6.4
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Section G: Electronic Special Process Claims (HCA -17A)
Special Process Claims (1500, Institutional, Dental)
1500

K
?h.? 2!.% ﬁ?&ﬂﬁ Provider Portal

My Home Eligibility ' Claims Prior Authorizations Referrals Files Exchange Financial Letters Reports Resources
Search Claims | Submit Claim Dental | Submit Claim Inst | Submit Claim Prof | Submit Claim Pharm | Search Payment History
Contact Us | Logout
Claims > Submit Claim Prof Wednesday 07/06/2022 12:50 PM CST

* Indicates a required field.

Claim Type |Professional v
EVV SERVICES ONLY timely filing
Hea17 [V ]
Institutional
& A
* @ OKLAHOMA .
q‘;g Health Care Authority PFOVIdel' Portal

My Home Eligibility Claims Prior Authorizations Referrals Files Exchange Financial Letters Reports Resources
Search Claims | Submit Claim Dental | Submit Claim Inst | Submit Claim Prof | Submit Claim Pharm | Search Payment History

Contact Us | Logout
Claims > Submit Claim Inst Wednesday 07/06/2022 12:52 PM CST

* Indicates a required field.

Claim Type [Inpatient v])

HoA-17

96
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Dental
D

g ORIAHOMA Piovider Portal

My Home Eligibility = Claims Prior Authorizations Referrals Files Exchange Financial Letters Reports Resources

Search Claims | Submit Claim Dental | Submit Claim Inst | Submit Claim Prof | Submit Claim Pharm | Search Payment History

Contact Us | Logout

Claims > Submit Claim Dental Wednesday 07/06/2022 12:51 PM CST

* Indicates a required field,

HCA-17 Yes v

=

The HCA -17 box defaults to No.

n

Once the Yes box is chosen: These claims will require a Completed HCA -17A form
and applicable attachments to be uploaded upon submission.

3. Fill out the claim form as usu al.
Attachments

Click the Remove link te remove the entire rew.
Instructions for submission of HCA-17 claims MUST be followed. Please read carefully.

Required Attachments to be uploaded MUST include:
s Completad HCA-17A Form

= Al Supporting documentation for review

Attachment Indicators{bclow] MUST indude:
= Transmission Method: File Transfer

® Attachment Type: 77-Support Documentation for Werification

= Description: e.g. Duplicate services on same day or Medicare non - covered services

# Tronsmission Methed ‘ File Control # ‘ Attachment Type | Action
Click to add attachment.
97
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STATE OF OKLAHOMA
OKLAHOMA HEALTH CARE AUTHORITY

PROVIDER FORTAL CLAIM AFPEAL AND REVIEW COVER SHEET

THIS COVER SHEET MUST BE UPLOADED AS AN ATTACHMENT

This cover sheet 1s ONLY for claim appeals sent via the Provider Portal. Please include onginal
informaticn and ANY additional documentation to support your request along with this cover sheet. A
completed cover sheet and supporting documentation s required for each appeal.

PROVIDER INFORMATION
Provider Name and Address: Provider Number:

Group Number:
(if anpficable)

Telephone:

CLAIM INFORMATION
Member Name Member ID Number Date of Service Related ICN

INQUIRY: (Please list specific reasons why claim needs/requires special processing.)

Contact Name frinted): Date:

Phone Number:

Email Address:
Far Internal Use Only THIS COVER SHEET
MUST BE UPLOADED
AS AN ATTACHMENT
OKLA HCA Revised: 8/20/20 HCA-ATA

Select the [+] to expand and add an attachment.

Select the method of sending attachments from the Transmission Method
drop -down list.

Click Browse to locate and upload to the Upload File field.

The Upload File optionis  only enabled when the transmission method is set to
File Transfer.

Select the type of attachment being sent from the Attachment Type drop -
down list.

Enter a description of the attachment in the Description field.
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6. If additional attachments are to b e sent on this submission, click Add and
repeat the process.

7. Click Remove to remove an existing attachment.
8. When finished, click  Submit .
9. Verify the claim information, and then click Confirm
Information is now ready to be uploaded with the claim. Click submit then after

reviewing the information, click confirm. Claim will suspend for review, and you will
get a claim ID number starting with 93 indicating this was a Special Batch Claim
submitted via the Provider Portal.

Depending on the sta  tus and attachments selected, there are different options to
choose from:

A Attachment Coversheet(s) UV Coversheets are generated automatically and
pre -populated when Transmission Method -Fax and Transmission Method  -Malil
are selected. Each attachment has its own completed coversheet. Selecting
Transmission Method -File Transfer does not generate a coversheet, because
those attachments are uploaded directly. See section 5.11, Error! Reference
source not fo und. , for more information on attachment coversheets.

A Print Preview ¥ Displays and prints the claim.

A Copy V Copies specific details from one claim to another; the options are
preset.

A New ¥ Begins a new claim.

A Edit ¥ Enables the curren t claim submitted to be edited.

A View ¥ Displays the details of the claim.
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Chapter 6: Electronic Data Interchange
Introduction

Electronic Data Interchange (EDI) is the most efficient method
of submitting and receiving large amounts of information
within the Oklahoma Medicaid Management Information
System (OKMMIS).

Some benefits of EDI include:
1 Improved accuracy.
Low operating costs.
Increased cash flow.
Shorter payment turnaround time.

Ability to check claims status electronically.

= =2 =2 = =

Increased accounts receivable timeliness
and functionality.

In addition, there is no charge to providers for EDI submission.
EDI transactions are sent in envelope information structures as
detailed below:

Transaction Set
Functional Group

Interchange m m

Interchange Envelope

Functional Group

Transaction Set 1
Detail Segments

ST Transaction Set 2
Detail Segments
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The first step to becoming an electronic claims submitter isto
complete an EDI application form. The form is found on OHCA
website at https://oklahoma.gov/ohca/providers/claim -
tools/electronic _ -data -interchange.html or by contacting the
EDI Help Desk.

Providers may take advantage of the EDI process by using a
billing agency, clearinghouse or VAN/third party vendor
approved by the fiscal agent.

Gainwell promotes the use of electronic claims submissions
through EDI. The EDI team is available to provide direction,
answer questions and assist providers or billing agents with the
submission  of electronic transactions.

EDI Resources

OKMMIS -specific companion guides and National Council of
Prescription Drug Programs (NCPDP) payer sheets are
available on OHCA public website at:
https://oklahoma.gov/ohca/providers/claim -tools/ncpdp.html

Implementation  Guides are available fromthe Washington
Publishing Company  at www.wpc -edi.com .

The EDI Help Desk can be reached by phone at 800 -522-0114
or 405-522-6205 Option 2, 2.

Email correspondence can be sent to:

okxixedi@gainwelltechnologies.com

Section A: Professional Claims (837 Professional)

837 Professional Transaction

The ASC X12N 837 Professional transaction is the electronic
equivalent for the 1500 paper claim form.

Key Notes
1 No more than 50 service lines are allowed per claim.

1 Typical Providers must use the 10-digit NPl as
the billing/pay -to, referring and rendering
provider ID.
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1 For atypical providers that are not eligible for an
NPI, the REF segment (Bill-to aece W d S&tonyary
ID #) in Loop 2010AA must be included and must
have the X Mfield qualifier and the n ce W d DA cEyY r
Identification | ? Bk N&Es Vyt N seceW DNEyr
Number must be in the Ref*G2 segment in loop
2010BB.

1 The PAT segment, Loop 2000C and 2010CA is no
longer needed. All SoonerCare subscribers have
their own SoonerCare ID  number. When the
subscriber and the patient are the same person,
omit the PAT information in Loop 2000C and
2010CA.

1 SoonerCare numbers sent on all claims:
0 Atypical Providers must use ldentification.

0 Typical Providers must use NPI# as primary
identification . (Please refer to the companion
documents for further information regarding
loops and segments).

0 Subscribers V123456789 (nine digits).

1 No more than 5,000 claims per transaction set
are allowed.

Section B: Institutional  Claims (837 Institutional)

837 Institutional Transaction

The ASC X12N 837 Institutional transaction is the electronic
equivalent of the UB-92 paper claim form. All hospitals and
institutional  facilities must use the 837 Institutional transaction
to bill electronically for services covered under the SoonerCare
program.

Key Notes:

f The 837 Institutional transaction must be used
for inpatient claims.

1 Providers must use their 10-digit NPI number as the
billing/pay -to provider ID. (See companion
documents for loops and segments.)
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Limit each transaction setto 5,000 claims.
Limit each claim to a maximum of 50 service lines.

For attending, operating and other physicians,

please use only the nt r r d Qi-AigityNPI
number asthe primary identifier in the appropriate
NM1 segment.

 Thent r r d Otdxdnargyr codeis not used for
operating physicians or physicians classified
as Xent NEs %

1 Do not use revenue code 001 as a total for all
service lines included on the claim.

1 Unitrate isrequired if revenue code is 100-219
(SVv02-06).

Section C: Dental Claims (837 Dental)

837 Dental Transaction

The ASC X12837 Dental transaction isthe electronic equivalent
of the ADA 2012 paper claim form.

Key Notes:
1 No more than 50 service lines are allowed per claim.

1 Providers must use the 10-digit NPl as the
billing/pay - to, referral, and rendering provider ID.

1 The PAT segment, Loop 2000C and 2010CA, is no
longer needed unless billing a claim for a newborn.
Every SoonerCare subscriber, except newborns,
have their own SoonerCare ID number. When the
subscriber and the patient are the same person,
omit the PAT information in Loop 2000C and
2010CA.

I The SoonerCare numbers to be sent on claims
should follow this format:

0 Providers V100000000A (nine digits with one
alpha character at the end for a total of 10
characters)

0 Subscribers V123456789 (nine digits)
1 The tooth quadrant in field SV30401 must be listed.
103
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The TOO segment must be populated indicating
tooth number and surface code.

No more than 5,000 claims per transaction.

Section D: Pharmacy Claims

Pharmacy Claims

All interactive electronic pharmacy claims should be

submitted

using the NCPDP version 5.1standard. All

pharmacy claims submitted electronically in batch must be in
NCPDP version 1.1standard.

Key Notes:
)l

To obtain NCPDP payer sheets, go to
https://oklahoma.gov/ohca/providers/claim -
tools/ncpdp.html  and select the Provider link. Under
Claims Tools, select the HIPAA Companion
Documents for Electronic Transaction link, then
scroll down the page and select the NCPDP link.

3C version is no longer accepted.

If a pharmacy is sending a compound claim, a
2 needs to be entered in field 406 -D6 in the
claim segment.

If a 2 is entered in 406 -D6, the compound details
must be with the claim. Each NDC number must
be listed.

To send test files, the pharmacy must check with
their van/switch and have them send the test to
the Gainwell test port.

Section E: Claim Inquiries/Responses

Claim Inquiry  Transaction (Batch)

The 276 Transaction Set is used to transmit health care claim
status request/response inquiries from health care providers,
clearinghouses and other health care claims adjudication

processors. The 276 Transaction Set can be used to make an

Revised: August 2022
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inquiry about a claim or claims for specific SoonerCare
members. It is mandatory under HIPAA that the OKMMIS can
accept this transaction set to create health care claim status
responses.

Key Notes:

1 The 276 should be limited to 5,000 inquiries
per transaction set (ST-SE envelope).

1 In order to return valid claim data on the 277, the
data inthe 276 must match the data on the claim.

1 The hierarchy of the search criteria in the EDI
system is:

NPI/Provider 1D
Recipient ID

ICN

0
o)
0 Recipient ID and Name must match
0
0 Amount Billed

0

Date of Service

Claim Inquiry  Response Transaction (Batch)

The 277 Transaction Set is used to transmit health care claim
status inquiry responsesto any health care provider,
clearinghouse or other health care claims adjudication
processors that have submitted a 276 to the OKMMIS.

Key Notes:

The 277 is used solely as a response to a 276 request. The 277-
Unsolicited (version 3050) is not the same thing. Refer to Section
H for more information on RAs and the 277-Unsolicited.

Section F: Eligibility Inquiries/Responses

Eligibility

Inquiry Transaction (Batch)

The ASC X12N 270 Eligibility Inquiry Transaction set is used to
transmit health care eligibility benefit inquiries from health care
providers, clearinghouses and other health care adjudication
processors.
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Key Notes:

The 13Month Rule VThe only time to get 13months of
retrospective eligibility is at the beginning of a month.
Checking at the end of the month allows you to review the
past 12months in addition to the upcoming month. Eligibility
is updated toward the end of the month.

Inquiry Types:
1 Type of insurance plan.
1 Type of service performed.
1 Where the service is performed.
1 Where the inquiry is initiated.
1 Where the inquiry is sent.

When identifying a recipient/subscriber  based on the
information on a 270 request, the following combinations of
data are valid:
1 Recipient ID only
T SSNand DOB
T SSN and name
1 DOB and name
1

No more than 99 inquiries per ST-SE transaction set

Eligibility  Inquiry Transaction

The ASC X12N 271Eligibility Response Transaction set is used to
respond to health care eligibility benefit inquiries as the
appropriate  mechanism.

Key Notes:

1 The eligibility information returned is not a
guarantee of claims payment.

1 A value of 1will be returned in the 271response fora
member with active coverage. This is indicated in
loop 2110GEBO1.
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Section G: Remittance Advice (RA)

835 Remittance  Advice

The 835 Transaction Set will only be used to send an

Explanation of Benefits (EOB) RA. For SoonerCare, payment is
separate from the EOB RA and will therefore not be affected by
changes to how the provider receives payment Vvia paper or
electronically. The 835 transaction will be available to OHCA
providers and contracted clearinghouses requesting electronic
remittance advice (ERA).

The 835 Transaction does not accommodate notification of a
claim status of pending/suspended/under review. SoonerCare
provides a supplemental transaction that provides claim status
information on pending claims. This transaction is the 277
Health Care Payer Unsolicited Claim  Status (X12version 3050)
and is available to every OHCA provider and contracted
clearinghouse requesting ERA.

Key Notes:

1 Requests for changes in the delivery of an RA
must be made in writing to the EDI team.

1 ERAs may be combined and/or sent to a
designated receiver via the n ce W d, Badwey r
Internet account .

Section H: Electronic Claims/PAs with Paper
Attachments

An attachment cover sheet, form HCA-13,is available for every
attachment to be submitted with electronic claims or electronic
PA requests. HCA-13allows claims or PA request submitters to
continue billing their claims or PA requests electronically, even if
an attachment needs to be sent with the claim or PA request.
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:;::?. OKLAHOMA

PR Health Care Authority

Electronic Claim Paper Attachment
Form Cover Sheet

The three fields below are required and must match claim.

1. Provider Number I

2. Client ID Number |

3. Attachment Control Number |

Purpose:

This form is to be used when a claim requiring a paper attachment is being
submitted electronically. Submission of this completed form along with the
required attachment and electronically submitted claim will allow the appropriate
review process to be conducted by the OHCA.

Instructions:

1. Inbox I, fill in the pay to Provider Number used for filing the electronic claim.

2. Inbox 2, fill in the 9-digit client identification number submitted on the
electronic claim.

3. Inbox 3, fill in the Attachment Control Number (ACN) used for filing the
electronic claim. The ACN on this form must be the same number entered in the
control number field of the direct data entry (DDE) screen (Medicaid on the
Web) or the PWK segment of the 837 transaction. Make sure the ACN is clear
and legible on the HCA-13. Illegible information could delay or stop the
attachment process. Numbers are the only characters that should be used in the
ACN section. Do not use dashses or spaces in the ACN section.

4. Place this completed form on top of the attachment(s) for each electronic claim.
(DO NOT INCLUDE ADDITIONAL COVER SHEET)

5. Mail to: Gainwell Technologies

P.O. Box 18500, OKC, OK 73154
Fax: 405-947-3394
NOTE: Do not place another fax cover sheet on top of this form.

*This form is for use with electronically filed claims requiring attachments.

Sender’s Name: Phone Number:

This fax contains confidential information and is intended only for the individual named. If you are not the
named addressee you should not disseminate, distribute or copy this fax. Please notify the sender immedi-
ately by phone if you have received this e-fax by mistake and destroy the fax you received. Fax transmissions
cannot be guaranteed to be secure or error-free as information could be intercepted, corrupted, lost, destroyed,
armive late or incomplete. The sender therefore does not accept liability for any errors or omissions in the
contents of this message, which arise as a result of fax transmission.

OKLAHCA HCA-13
REVISED 2/11/21

To ensure proper handling of attachments:

Revised: August 2022
Version 6.4

1 The Attachment Control Number (ACN) in the

PWK segment in the electronic claim orthe
Control field of the direct data entry page on
SoonerCare Provider Portal must be identical to
the ACN field on HCA-13.(See Section F of the
Claims Completion chapter in this manual.)

108




Chapter 6: Electronic Data Interchange Provider Biling and Procedures Manual

1 The provider and recipient numbers on the claim
must match the provider and recipient numbers on
form HCA-13.

M Each submission of aclaim must have a new ACN.
If resubmission of a claim occurs, a counter after
the original number is suggested.

All ACNs must be unique.

The number must be clear and legible on the HCA -
13. Please do not mark out information on the form;
use a new form if a mistake is made.

1 When creating ACNS, avoid using:

0 Dashes, spaces or any other special
characters.

ICN (claim number).

Phone numbers.

@A A d, Ndate of rbirth.

8 ®@AAdNAAYr AA, $f Mu, s

5

ox Ox O

1 Copies of the Attachment Cover Sheet can
be obtained:

0 In the Forms Chapter of this manual.
0 On OHCA website at www.oklahoma.gov/ohca

0 By calling the Gainwell Call Center at 1
800 -522-0114

0 Insert copy of HCA13 here

Section |[: Electronic Media Types
EDI transactions can be submitted to Gainwell via:
I OHCA SoonerCare Provider Portal.

1 Batch upload process.

EDI Batched Electronic Transactions

Batch transactions/files sent to Gainwell via OHCA SoonerCare
Provider Portal or the RAs are immediately placed in the
OKMMIS for processing.
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Section J: HIPAA Transaction and Code Set
Requirements

The Health Insurance Portability and Accountability Act
(HIPAA) is a national effort driven by the Department of Health
and Human Services (DHHS) and the Centers for Medicare and
Medicaid Services (CMS) geared toward administrative
simplification and electronic submission standardization. The
HIPAA influences the way protected health information (PHI)
is transferred and sets specific guidelines for protection of PHI
used for treatment, payment and business operations.

On August 14,2000, the DHHS issued a Final Rule for Standards
for Electronic Transmissions as part of the Administrative
Simplification  portion of the HIPPA. Find the Final Rule at
http://aspe.hhs.gov/admnsimp/final/txfin00.htm . In October
2002, DHHS issued an addendum to the Final Rule, which was
accepted in December 2002 and published in February 2003.
This is the most current HIPAA compliant formatting standard
for the Transaction Code Set (TCS)rule.

The OKMMIS follows the HIPAA -mandated TCS standards as set
forth by DHHS and CMS.
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Introduction

This chapter is designed to outline the process a claim
goes through from submission to completion. By
understanding this process, providers should have a
better idea of how to evaluate their denied claims and
how to get those claims corrected.

Section A: Claim Creation

When paper claims are received, they are first sorted into
groups related to the claim type (i.e.,outpatient, inpatient,
dental, physician).

Once the claims are sorted by claim type, they are scanned
into the Oklahoma Medicaid Management Information
System (OKMMIS). The scanners translate the information
into the OKMMIS by optical character recognition (OCR).
This reduces the amount of human error by allowing the
system to read the claims directly.

When claims are scanned into the OKMMIS, they are
assigned an Internal Control Number (ICN). This number
has information regarding the claim and assists providers
and OHCA when researching a claim. An example of the
ICN coding orientation  is found below, followed by the
coding description.

Coding Orientation: RRYYJJJIILIIII

Code Description

RR These first two digits of the ICN refer to the region code
assigned to a particular type of claim. Region codes are
explained later in this chapter.

YY These two digits of the ICN refer to the calendar year the claim
was received. For example, all claims received in calendar year
2019 would have 19in this field.

JJJ These 3 digits of the ICN refer to the Julian date the claim was
received. Julian dates are shown on many calendars as days
elapsed since January 1.There are 365 days in a year, 366 in a
leap year. A claim received on March 4, 2020, aleap year,
would have aJulian date of 064, which indicates that March 4,

(] The final six digits of the ICN refer to the claim number,

which is assigned when the claim comes into the

~
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Based on this information, an ICN number of
2022099123456 indicates that the claim was received via
EDI (region code 20), in the year 2022 (22),on April 9th
(099). The remaining 6 digits are assigned as a batch
sequence number by the OKMMIS and illustrate the order
in which the claim was received.

Region codes indicate the claim submission method used.
More frequently used region codes are:

Code Description

10 Paper claims without attachments

11 Paper claims with attachments

20 Electronic claims without attachments
21 Electronic claims with attachments

22 Internet claims without attachments
23 Internet claims with attachments

25 Point of service claims

26 Point of service claims with attachments

40 Claims converted from old OKMMIS

45 Adjustments converted from old OKMMIS

a7 Converted history Vonly adjustments

49 Recipient linking claims

50 Adjustments  Vnon -check related (recoupment/payout)
51 Adjustments Vcheck related (refund)

52 Mass adjustments Vnon -check related

53 Mass adjustments Vcheck related

54 Mass adjustments Vvoid transaction

55 Mass adjustments Vprovider rates

56 Adjustments  Vvoid non -check related (recoupment)
57 Adjustments  Vvoid check related (refund)

58 Adjustments Vprocessed by GAINWELL SE

59 Provider reversals/voids

60 Adjustments  Vhistory only

61 Mass adjustments Vhistory only

62 Mass adjustments Vvoid non -check related

63 Mass adjustments Vvoid check related

64 HMO Copay adjustments Vnon -check related (w/ refund)
65 HMO Copay adjustments Vcheck related (w/out refund)
80 Claims reprocessed by Gainwell systems engineers
90 Special projects

91 Batches requiring manual review

92 HMO Copays Vpaper

Revised: August 2022 112

Version 6.4



Chapter 7:Claims Resolution Process Provider Biling and Procedures Manual
93 Electronic Special processing
94 Web HMO Copays Vwith attachment
99 Converted claim with duplicate ICN

Section B: Data Entry

Once claims are scanned into the OKMMIS and assigned an
ICN, the OKMMIS sends the claim to the data entry
department. The required fields are keyed manually to
verify that the information necessary to process the claim
is complete and accurate. Once the claim data are entered,
the OKMMIS will attempt to automatically adjudicate the
claim. The claim will run through two different types of
edits.

Please note that the following information regarding edits
is general and should not be considered a full and
comprehensive list of all the edits used by the OKMMIS
system.

MMIS Edits

OKMMIS edits includes a wide -ranging of edits that review
the claim and details from a very general perspective.
OKMMIS edits will review the claims data for accuracy and
compare the claim to the B NB k N dilg to check for
eligibility and programs. The system will then compare the
claim to the n cce W d, D& f@rycontract effective dates and
check the n cce ¥ d, DN @ yerrsure the provider type is
eligible to receive payment for the type of services
provided. Lastly, the system will checkthe service lines to
ensure that the services being provided are covered under
Oklahoma SoonerCare, as well as checking for any policy
limitations regarding units allowed, prior authorizations or
age restrictions.
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ClaimsXten Edits

ClaimsXten edits evaluate claims for coding accuracy.
ClaimsXten employs logic from three edits: Rebundling,
Incidental, and Mutually Exclusive. The Rebundling edit
checks are for procedure unbundling. This occurs when
two or more procedure codes are used to report a service
when a single and more comprehensive procedure code
exists. Incidental edits check for certain procedures
performed at the same time as a more complex primary
procedure and are clinically integral to the successful
outcome of the primary procedure. Mutually Exclusive
edits check for procedures that represent overlapping
services, or different techniques or approaches that
accomplish the same result.

Section C: Resolutions

Once aclaim has adjudicated, itis assigned one of four
statuses by the OKMMIS system. The claim is paid, denied,
suspended, or given a status of resubmit.

Paid Claims

Paid claims are claims that contain services which are
covered by Oklahoma SoonerCare; however, they do not
always resultina payment being issued. For example, if a
claim is submitted which has a primary insurance payment
of $100.00, and a SoonerCare allowable of $75.00, the claim
will be marked paid since the charges are eligible for
coverage. No payment would be made under this
circumstance. Additionally, if ANY lines on the claim are
covered, the claim will be marked paid, even though one or
more of the service lines may have denied.

Once aclaim is assigned a paid status, the payment will be
issued on the following financial cycle (usually on
Wednesdays) and will be listed on the Paid Claims page of
the n e W d Devitance advice (RA).
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Denied Claims

Denied claims are claims that have been determined not
covered by Oklahoma SoonerCare. These denials may be
issued for various reasons including non -covered services,
inaccurate information submitted on the claim,

B N B k N ehgibility, orthe n cce W d Dadteagt r

information

Claims denied for non -covered service could be due to
program restrictions or policy limitations. Providers can
contact OHCA call center for details on these denial

types.

Claims denied for inaccurate information, including
incorrect B N B k N cSponerC are identification  number,
can be corrected by the provider and resubmitted for
consideration.

Claims may be denied based on the member coverage
being inactive for claim date(s) of service. Eligibility is
determined by the Oklahoma Department of Human
Services (OKDHS). Eligibility disputes should be directed to
the B NB k N dogal county OKDHS office.

In some instances, aclaim may deny because of information
listed on the n ce W d dhtagtr The n ce W d dhtagtr
period may have terminated, or the provide cycontract type
may not be eligible to bill for the service provided (for
example: afamily practitioner billing for dental services).

Suspended Claims

Suspended claims are claims that are currently still in
process. Claims suspend when they cannot be
automatically adjudicated or require additional review.
Suspended claims are forwarded to a resolutions

Provider Biling and Procedures Manual

department for manual review. For example, if aclaim has a

primary insurance payment, the claim and attached
documentation are reviewed. Remember - claimsina
suspended status are still being processed and do not need
to be resubmitted.

Revised: August 2022

Version 6.4

115



Chapter 7:Claims Resolution Process

Resubmit Status

Once a suspended claim has been reviewed, the resolutions
department  will resubmit the claim so the OKMMIS can
rerun the editing process. The claims system cycles every
six hours. Subsequently, a claim in resubmit status will
normally adjudicate in no more than six hours. Itis
important to note that claims in resubmit status require no
action from the provider.

Working Denied Claims

Claims can be denied at either the header or detail levels.
The header level contains information about the member
and provider, but not about the services performed. Thisis
where the OKMMIS will verify B N B k N cegibility and

n ce W d Ddteagt r information.  Denials at this level will
cause the entire claim to be denied.

The detail level of the claim contains information specific to
the services performed. The detail level verifies coverage of
services, policy limitations or program restrictions. Denials
at this level will deny specific service lines and not the
entire claim.

Once aclaim has been denied, providers have two ways
to research their denials: via the SoonerCare Provider
Portal or the RA.

RA Research

When researching using the RA, locate the denied claims
section. Once you have found a denied claim, view the
header information. Any edits applying to the header
information  will be listed as Header EOBs. These codes are
the HIPAA Adjustment Codes and contain general
information  about the claim. For further description of
these codes, see the EOB Code Descriptions page of the
RA. You may find several edits listed. Please note that not
every edit listed is a denial edit. If there are no header
denials, look at each detail line for edits specific to that
service. These edits will be listed at the end of each detail
line as Detail EOBs.

If the denial reason is still unclear, providers may contact
OHCA call center for assistance or log onto the SoonerCare
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Provider Portal at https://oklahoma.gov/ohca.html and do
additional research.

SoonerCare Provider Portal Research

To research denied claims on the SoonerCare Provider
Portal, go to the claim inquiry page. For information on
how to get to this section, see the Web/RAs Usage chapter
of this manual. On the claim inquiry screen, you may
search by the denied ICN or the member ID and date of
service. Once the claim has been accessed, scroll down to
enNA At N rNOadeA eR At N QAAdB BAxt NDZ X
ME e cviev theeheader and detail denials. The HIPAA
Adjustment Code will be listed here along with a HIPAA
Adjustment Remark Code, which provides more detailed
information. If the denial reason is still unclear, you may
select the HIPAA Adjustment Code number to view the
MMIS EOB description. The MMIS EOB provides the most
detailed information about the denial.

Once the reason for the denial has been determined, any
inaccurate or incomplete information can be corrected,
and the claim can be resubmitted for processing. If all
information is accurate and complete, the claim may
have denied due to policy limitations or program
restrictions.
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Introduction

This section explains the business processes of how claim -
specific adjustments and non -claim specific adjustments
flow through the Oklahoma Medicaid Management
Information System (MMIS). It is the responsibility of the
adjustment department to process in a timely manner all
claim -specific and non -claim -specific financial transactions.
When a claim is adjusted, itis reprocessed asanew claim.
When the adjustment claim processes, it may be affected
by system changes made since the original claim was
processed.

Section A: Adjustment Categories

Adjustments are classified in two categories :check -related
(refund) or non -check related. Check -related adjustments
are classified as either full or partial. An explanation of the
claim adjustment types is provided below. Adjustments
are made to paid detail lines only on paid claims.

Non -Check Related  Adjustments

Underpayment  Adjustments

The provider is seeking additional reimbursement for a paid
claim. The net payment to the provider is the difference
between the original claim amount and the adjusted claim
amount when the adjusted claim amount is more than the
original claim amount.

Overpayment  Full Offset

The provider or OHCA has recognized that a full
overpayment for a claim occurred, and the provider or
OHCA has requested that the overpayment amount be
deducted from future claim payments to the provider.
After the adjustment void processes, the claim is
systematically adjusted to zero and an account receivable
is established for the entire amount of the claim.
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Overpayment  Partial Offset

The provider or OHCA has recognized that a partial
overpayment for a specific claim occurred, and the
provider has requested that the overpayment amount be
deducted from future claim payments. The historical data
for the claim are adjusted and an account receivable is
established for the overpayment amount.

Check -Related Adjustments

Full Claim Refund

The provider or OHCA has recognized that a full
overpayment for a claim occurred, and the provider issues
arefund check for the entire claim payment. During the
claim adjustment process, the refund amount is applied to
the claim and the original claim is systematically adjusted
to zero.

Partial Claim Refund

The provider or OHCA has recognized that a partial
overpayment for a specific claim occurred, and the provider
issues a refund check for the overpayment. The refund
amount is applied to the adjustment claim during
processing and the historical data for the claim are
adjusted.

Negative Adjustment Amounts (Overpayments)

If a claim is incorrectly adjudicated and the
provider receives an overpayment, the provider is
required to immediately take action with one (1)of
the following options:

1) Mail a check in the amount of the overpayment
along with a completed adjustment request
form (HCA-14for UB-04 and IP/OP Crossover, or
HCA-15for CMS 1500, Dental and Crossover Part
B)

Please send check to:

OHCA VFinance
P.O. Box 18299
Oklahoma City, OK 73154;or
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2) Void the claim on the SoonerCare Provider Portal
to set up a recoupment; or

3) Complete an adjustment request form (HCA-14 or HCA-
15)and submit it according to the instructions
provided onthe form.

In addition to completing one of the options listed
above, include a copy of the paid remittance advice
(RA) and a copy of the corrected claim, which
applicable, a copy of the Medicare EOMB; and/or a
copy of the insurance EOB. Please send
correspondence to:

OHCA VAdjustment  Unit
4345 N. Lincoln Blvd.
Oklahoma City, OK 73105

If the payment is not received, recoupment
procedures will be initiated by OHCA.

When a claim has resulted in arecoupment, the amount of
the overpayment will appear on your remittance advice as
NET OVERPAYMENT (AR) and the amount of the
overpayment will be listed. This amount will be deducted
from the current remittance net payment. If the AR
amount is larger than the net payment, it will carry overto
future remittances  until satisfied. A summary of the
recoupment activity is reported on the financial

transactions page of the RA as well asthe summary page.

Positive Adjustments  (Underpayments)

If a claim is incorrectly adjudicated and the
provider receives an underpayment, OHCA will
initiate procedures to generate a payment
adjustment to the submitted claim.

If the provider identifies an underpayment error to a
paid claim, the provider may request a payment
adjustment by submitting:

1. Acompleted adjustment request form (HCA-14
for UB, Inpatient/Outpatient crossover, or HCA -
15for 1500, Dental or Crossover Part B) for each
claim requested for adjustment.

2. Acopy of the paid RA with a detailed
explanation of the paid information and a copy
of the corrected claim. If applicable, a copy of
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the Medicare EOMB and/or copy of the
insurance EOB.

3. Any additional documentation  Vincluding
sterilization consent form, hysterectomy
acknowledgment, abortion certification or
patient certification for Medicaid funded

abortion.

These documents must be attached to

the adjustment request to assist OHCA in
making proper determination

All documentation is mailed to:

OHCA VAdjustment  Unit
4345 N. Lincoln Blvd. Oklahoma
City, OK 73154-0299

OHCA Review

Each adjustment request is reviewed for proper
documentation and OHCA policy and procedural

compliance.

Requests failing to meet these requirements

will be returned to the provider for the missing information.

Section B: Adjustment Types and Workflow

Adjustments

are typically initiated by the provider but may

also be requested by OHCA.The provider completes an

adjustment  request form and forwards itto the specified
adjustment address on the form.
Non -Check Related  Adjustments (regions 50 and 56)

Non -check -related adjustments are defined as provider
requests for additional payment, which are referred to as:

1 An underpayment adjustment, or
1 Provider requests for an overpayment amount

to be

deducted from future claim payments

(referred to as an offset adjustment).

Offset adjustments are further categorized as full -claim
offsets or partial -claim offsets. Non -check -related

adjustments

are processed through the MMIS.

Check -Related Adjustments (regions 51 and 57)

Check -related adjustment requests are cash receipts
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received and dispositioned as claim -specific refunds to
OHCA . The refunded dollar amount is posted to the
specific claim as the adjustment is processed in the MMIS.
A reason code, indicating the source of the refund, is typed
in the adjustment record. This allows the system to
categorize the refunds into provider, SURS and TPL
recoveries for cash management reporting. Check -related
adjustments are processed through the MMIS.

Revised: August 2022

Version 6.4

122



Chapter 9:Third Party Liability Provider Biling and Procedures Manual

Introduction

Private insurance coverage generally does not exclude an
individual from receiving Oklahoma SoonerCare benefits.
Many SoonerCare members have other insurance in
addition to SoonerCare. Insurance may be a commercial
group plan through the B N B k N eesgnployer, an
individually purchased plan, Medicare, or insurance
available because of an accident or injury. For most
Oklahoma members, SoonerCare supplements other
available coverages and is primarily responsible for paying
the uncovered medical expenses.

To ensure that OHCA does not pay expenses covered by
other sources, federal regulation (42 CFR 433.139)
established OHCA as the payer of last resort. This means
that if an OHCA member has any other resource available
to help pay for the cost of his or her medical care, that
resource must be used prior to OHCA . Other resources
include, but are not limited to:

1 Commercial health insurance policies, both
group and individual

Medicare
TRICARE

Indemnity policies that pay a fixed per
diem for hospital or nursing home
services

Auto insurance

o e BNe 7 A Meuyance

== =4 =

g e &t Nammpensation
1 Other liability insurance

In Oklahoma the Victim Compensation Act and Indian
Health Services are the only resources that do not have to
be used prior to OHCA.
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OHCA Third Party Liability Program

OHCA Third Party Liability (TPL) program is charged with
ensuring compliance with federal and state TPL regulations.
The program has two primary responsibilities:

1. Toidentify OHCA members who have third
party resources available.

2. Toensure that those resources pay prior to OHCA.

OHCA has full authority to fulfill these responsibilities.
OHCA member must sign an assignment of rights form,
which allows the third -party payment to be made directly
to OHCA . This is one of the eligibility conditions to OHCA
membership. Each member must further agree to
cooperate with  OHCA to obtain payment from those
resources, including authorization of providers and
insurers to release necessary information to pursue third
party payment. TPL requirements are the same, regardless
of the type of third -party resource. The TPL program fulfills
its responsibilities based on whether the other resource
falls under the general category of health insurance. These
may include commercial policies, Medicare, and liability
insurance such as auto and homeowner.

The TPL program has four primary sources of information
for identifying members who have other health
insurance: caseworkers, providers, data matches and
discrepancy letters.

Caseworkers

When a member applies for SoonerCare, the caseworker
asks if the member has other insurance coverage. If so, the
caseworker obtains all available information about the
other policy and updates the member's file, which will
update the MMIS with that information.

Providers

During OHCA member's medical appointment, providers
must ask if the member has other insurance coverage. If
so, the provider obtains information about the other policy
and provides it to OHCA by written notice, phone call or
inclusion on a claim form.
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Providers should request that OHCA member sign an
assignment of benefits authorization form. This form should
state that the member authorizes the insurance carrier to
reimburse the provider directly.

Data Matches

OHCA uses private vendors, Health Management Systems
(HMS) and Gainwell Technologies (Gainwell ) to perform
regular data matches between OHCA members and
commercial insurance eligibility files. Data matches are
performed with all major insurers, including Blue Cross
and Blue Shield, Aetna, Cigna, HealthChoice and others.

Discrepancy Letter

The discrepancy letter is used to update OHCA BNBK Ny r
file. This letter will be mailed to a provider when there isa
TPL payment indicated on a paid claim, but no TPL is
shown in the Gainwell system. The completed discrepancy
letter can be faxed or mailed to the TPL unit. The unit
verifies the information prior to updating the system. This
form can be downloaded from OHCA website. It is in the
Forms section under TPL forms. Regardless of the source,
all TPL coverage information is stored in the Gainwell
system and available to providers through the Eligibility
Verification System (EVS).

Section A: Services Exempt from Third Party

Liability/Cost ~ Avoidance Requirements

To increase overall savings to OHCA, the Centers for
Medicare and SoonerCare Services (CMS) encourage three
types of medical services:

1. Pregnancy care
2. Prenatal care

3. Preventive pediatric care, including Early Periodic
Screening Diagnosis and Testing (EPSDT)

To help ensure that providers are not deterred from
providing these services, federal regulations exempt claims
for these types of care from the cost-avoidance

requirement. Providers that render any of these exempted
services are still permitted, but are not required, to bill
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available third -party resources. Claims for these services,
identified by the diagnosis codes, bypass the normal cost -
avoidance process.

Cost Avoidance

When a provider determines that a member has an
available TPL resource, the provider is required to bill that
resource prior to biling OHCA.If the EVS indicates TPL
resource information and the provider submits a claim to
OHCA without documentation that the third -party
resource was billed, federal regulations (with a few
exceptions as described in Section B of this chapter) require
that the claim be denied. This processis known as cost
avoidance.

When aclaimis cost avoided, the provider must bill the
appropriate  third party. If that resource denies payment or
pays less than OHCA would have paid, the provider can
rebill OHCA. Providers must be fully aware of and comply
with the procedures outlined in this chapter to prevent
claims from being erroneously cost avoided.

Liability Insurance

Unlike health insurance, liability insuranceis generally
available only under certain circumstances. For example,
an auto insurance liability policy covers medical expenses
only if expenses are the direct result of an auto crash and
the policy's insured is liable.

However, if there is medical payments coverage under the
auto policy of the vehicle in which the member was
injured, the member must only establish that the injuries
are accident related . He or she does not have to establish
liability to pursue a medical payments' claim. Under

t e BNe n A Brmyother property -based liability

insurances, the at-fault n A c aliabjlity generally must be
established before an injured member is reimbursed for
medical expenses related to the injury, unless there isa
separate medical payments coverage available under the
policy. In that case, to obtain medical payment benefits,
the member would typically only have to establish they
were injured on the property. Because of the

circumstantial nature of this coverage, OHCA does not cost
avoid claims based on liability insurance.
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If a provider is aware that a member has been in an
accident, the provider can bill OHCA or pursue payment
from the liable party. If OHCA is billed, the provider must
note that claims are for accident -related services by
marking the appropriate box in field 10 on form 1500, listing
the appropriate occurrence code on form UB- 04; or
entering the appropriate Related Causes Code in data
element 1362on form 837 Professional (837P) or 837
Institutional ~ (8371) electronic transaction. Providers that
choose to initially pursue payment from the liable third
party must remember that claims submitted to OHCA
after the one -year timely filing limit are denied.

When OHCA pays claims for accident -related services, the
TPL program performs post -payment research, based on
trauma diagnosis codes, to identify cases with potential
liable third parties. When third parties are identified, OHCA
presents all paid claims associated with the accident to the
responsible third party for reimbursement. Providers are
not normally involved inthis post- payment process and
are not usually aware that OHCA has pursued recoveries.
Providers may contact the TPL unit with questions about
TPL case procedures and are encouraged to report all
identified third party liability cases to the TPL unit. For
example, if a provider receives a N Qe aeDiest from an
attorney regarding a third -party liability case, providers are
encouraged to notify the TPL unit of these requests.

Section B: TPL Claim Processing Requirements

This section outlines provider responsibilities for supporting
cost containment through timely identification and billing
of primary insurers. Providers are required to bill all other
insurance carriers prior to biling OHCA, except for
programs that are secondary to OHCA.The TPL Unit is
available to assist with determining  other insurance
resources and maintaining the most current member TPL
files.

Documentation Requirements

OHCA must deny claims if there is evidence that TPL exists
and documentation indicating that the third party was
billed is not submitted with the claim. To prevent claims
from being denied, providers must be aware of
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responsibilities concerning third parties and comply with
the procedures described in this chapter.

Third Party Liability Identification

Prior to rendering a service, the provider must verify that
the member is eligible. Use the EVS described in the
Member Eligibility chapter of this manual to check
eligibility status for all members.

Additionally, the EVS should be used to verify TPL
information  so providers can determine if another insurer
is liable for all or part of the bill. EVS has the member's
most current TPL information, including, the insurance
carrier, benefit coverage and policy numbers. In some
cases, itis not possible to determine by the EVS if a specific
service is covered. If a specific service does not appear to
be covered by the stated TPL resource, providers must still
bill that resource to receive a possible denial or payment.
For example , some insurance carriers cover optical and
vision services under a medical or major medical plan.
Medical services that are covered by a primary insurer
must be billed first to the primary insurer. If thereis no
other insurer indicated on the EVS and the member
reports no additional coverage, bill the service to OHCA as
the primary payer.

When the EVS shows a member is a qualified Medicare
beneficiary (QMB) only or a specified low -income Medicare
beneficiary (SLMB) only, the provider should contact
Medicare to confirm medical coverage. Failure to confirm
medical coverage with Medicare could resultin claim
denial because the Medicare benefits may have been
discontinued or recently denied. OHCA pays the Medicare
premiums for SLMB only and QMB only members but does
not provide medical coverage. The coinsurance and
deductible are covered for members with Medicare
entitlement.

Prior Authorization

A service requiring A o >! yrior authorization (PA) must
be satisfied to receive payment from OHCA,even if a third
party paid a portion of the charge. The only exception is
when the third -party payer is Medicare Parts A orB and
Medicare allows in whole or in part for the service.
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Billing Procedures

When submitting all claims, the amount paid by a third
party must be entered in the appropriate field on the claim
form or electronic transaction.

If a third -party payer made payment, an explanation of
payment (EOP), explanation of benefits (EOB), or
remittance advice (RA)is not required for electronically
submitted claims.

When a member has other insurance and the primary
insurer denies payment for any reason, a copy of the
denial such as an EOP, EOB or RA must be attached to
OHCA claim orthe claim will be denied.

If an EOP, EOB or RA cannot be obtained, attach to the
claim a statement copy or correspondence from the third -
party carrier.

When biling OHCA for the difference between the
amount billed and the primary insurer's payment, OHCA
pays the provider the difference, up to OHCA allowable
charge. If the primary insurer payment is equal to or
greater than the allowable charge, no payment is made
by OHCA .In this instance, the provider is not required to
send the claim to OHCA for processing. Providers cannot
bill members for any balance.

Non -Covered Services or Lifetime Maximum Exceeded

When a service thatis repeatedly furnished to a member
and repeatedly billed to OHCA is not covered by the third -
party insurance policy, a provider can submit photocopies
of the original denial for up to one year from the date of
the original denial. The provider should write Non -Covered
Service on the insurance denial when submitting copies
for billing purposes. For example, if an insurer denies a
claim for skilled nursing care because the policy limits are
exhausted forthe calendar year, that same denial could be
used for subsequent skilled nursing care related claims for
the duration of that calendar year. The denial reason must
relate to the specific services and timeframes of the new
claim.

Subsequent  Third -Party Liability Payment
TPL payments received by providers for claims paid by
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OHCA cannot be used to supplement OHCA allowable
charges. If OHCA paid the provider for services rendered
and the provider subsequently receives payment from any
other source forthe same services, OHCA payment must
be refunded within 30 days. The refund should not exceed
OHCA payment to the provider.

Checks must be made payable to OHCA and mailed to:

OHCA Finance Unit
P.O. Box 18299
Oklahoma City,
OK 73154

Remittance Advice Information

If a claim denies for TPL reasons, Electronic RAs identify this
information  with the adjustment reason and adjustment
remark codes. If the provider has information that corrects
or updates the TPL information provided on the RA, follow
the procedures for updating TPL information. For
additional information, refer to the Member Third Party
Liability Update Procedures section in this chapter.

Insurance Carrier Reimburses OHCA Member

Providers with proof that an OHCA member received
reimbursement from an insurance carrier should follow
these steps:

1. Contact the insurance carrier and advise them that
payment was made to the member in error. Request
that a correction and reimbursement be made to the
provider.

2. If unsuccessful, the provider must bill the member for
the services. In future visits with  OHCA member, the
provider should request that OHCA member sign an
assignment of benefits authorization form. The form
states the member authorizes the insurance carrier to
reimburse the provider. This process might result in
reimbursement to the provider.

Section C: Coordination with Commercial Plans

Specific guidelines must be followed to receive payment
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from OHCA when submitting claims for a member
enrolled in private preferred provider organization (PPO)
or private health maintenance organization (HMO) plans.

HMO Billing OHCA

OHCA reimburses providers for copayments and services
not covered by commercial plans incurred by OHCA
members under a capped arrangement.

Copayment Billing

In 2001, OHCA implemented a procedure for providers to
bill OHCA for HMO copays on eligible SoonerCare
recipients enrolled in private health plans and Medicare
Replacement HMOs.

The appropriate claim form (UB -04 or 1500) should be used.
At the top of the paper claim form, print in large letters:

X o e n AUse the appropriate procedure  code.
However, provide only the desired copay reimbursement
amount due in box 24F and 29 on the 1500 claim form and
box 47, the TOTALs box, and box 55B on the UB- 04.

The paper claim forms should be mailed to:

Gainwell Technologies
P.O. Box 18500
Oklahoma City, OK
73154

HMO copay claims can also be billed on the SoonerCare
Provider Portal. When submitting a claim on the portal,

select X r Nansthe drop -down box AAk NANDZ Reef A s X
These claims must be billed with the desired copay
reimbursement amount and an EOB must be attached.

Do not bill total charges or the claim will be denied.

Claims will be subject to all other applicable regulations. If
you have any questions, please call OHCA at 405 -522-6205
or 800 -522- 0114.

Covered and Non -covered Services Billing

When billing for services not covered under the BNBk N&y r
plan, the provider bills OHCA and indicates carrier denied

in the TPL amount on forms 1500 or 837P. The provider

must attach a copy of the statement from the capped plan
that indicates the service is not covered. OHCA requires
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that a member follow the rules of his or her primary
insurance carrier. Therefore, if the primary insurance carrier
requires the member to be seen by in-network providers
only or payment will be denied, OHCA does not reimburse
for claims denied by the primary carrier because the
member received out -of Vhetwork services. However, if the
primary carrier pays for out -of-network services at the
same rate asin-network services or ata reduced rate, the
provider may submit the billto OHCA. Also, if the primary
insurance carrier pays for out -of-network services but does
not pay a particular bill in full due to a deductible or
copayment, the provider may still submit the billto OHCA.
If no payment ora partial payment was made by the
primary carrier, this should be indicated on the claim form,
and documentation from the carrier noting the deductible
or copayment amount must be attached to the claim.

Section D: Medicare -OHCA Related Reimbursement

Many OHCA members are eligible for SoonerCare and
Medicare. These individuals are called dually eligible.
According to TPL regulations, Medicare is treated just as
any other available resource. Thus, when an OHCA
member is also enrolled in Medicare, providers must bill
Medicare prior to submitting aclaim to OHCA for
reimbursement.  For an OHCA provider to receive
reimbursement  from Medicare, the provider must be
enrolled in the Medicare program. Providers can be
enrolled in Medicare as participating or nonparticipating.
Medicare participating providers receive payment directly
from Medicare. Medicare benefits for nonparticipating
providers are paid directly to OHCA member.

In either scenario, OHCA pays the coinsurance and
deductibles. If a provider is not enrolled in Medicare, either
as participating or nonparticipating, = the member should
be referred to a Medicare/SoonerCare dually enrolled
provider. OHCA reimbursement is not available to a non -
Medicare enrolled OHCA provider who renders service to a
Medicare/SoonerCare dually eligible member.

Medicare Enrolled Participating Provider Reimbursement
Process

When a provider is enrolled with Medicare, the Medicare
payment is made directly to the provider. The pr ovider
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accepts T N Dz}, O Aadidwgbte amount and the patient is
not responsible forthe disallowed amount. OHCA is only
responsible for the deductible and coinsurance. For
example, the charge is $150,the allowable amount is $100,
$50 is disallowed, the deductible is $25 and coinsurance is
$15.Medicare pays $60; the provider absorbs

$50. OHCA pays $40. The member is not responsible for any
charges.

Medicare Enrolled Non -Participating  Provider Reimbursement
Process

When a nonpatrticipating  provider is enrolled with

Medicare, the Medicare payment is made to the member.
The member is responsible for the complete charge, asthe
provider does not accept assignment. For example, the
charge is $150,the allowable amount is $100, the

disallowed amount is $50, the deductible is

$25 and the coinsurance is $15.The patient is billed for $150.
Medicare reimburses the patient $60 and the patient is
responsible for paying the remaining $50.

OHCA SoonerCare member must be referred to a
Medicare/OHCA SoonerCare provider to receive the best
benefit.

Crossover Claims

Itis important to remember that providers must include
the correct Medicare identification number fora claim to
crossover automatically. The following information
concerns crossover claims:

9 |Ifa provider does not receive OHCA payment
within 60 days of the Medicare payment,
claims that did not crossover should be
submitted electronically.

1 If the member has a Medicare supplement
policy, proof of fiing with the Medicare
supplement carrier as well as Medicare must
be submitted with OHCA claim or the claim
will deny.

9 If the member has a Medicare supplement
policy, the claim is filed with Medicare and
automatically crosses over to the Medicare
supplement carrier rather than OHCA for
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payment of coinsurance and deductible. After
the provider receives all EOBs, the provider
must submit the claim and EOBs to OHCA.

1 NOTE:If the TPL benefit code has been entered
incorrectly as a hospitalization  (A) or medical (C)
versus Medicare Supplemental Part A (O) or
Medicare Supplemental Part B
(P) for the supplemental policy, the claim crosses
directly to OHCA and may be paid without proof of
filing with the Medicare supplement carrier. These
situations generally resultin OHCA overpayments
that must be refunded immediately. To prevent
overpayment, a provider that identifies enrollees
with a Medicare supplemental policy conveyed as
an A or B on EVS can request a TPL file update by
sending a copy of the NA e X Médiarer
supplemental insurance card to the TPL Unit.

Providers whose claims are not crossing over automatically
should contact Provider Enrollment to verify that OHCA has
your Medicare provider number correctly inthe system.

Prior Authorization

Prior authorization is not required for members with
Medicare Part A and Part B coverage ifthe services are
covered by Medicare and Medicare pays for the services in
whole or in part. Services not covered by Medicare are
subject to normal prior OHCA authorization requirement
restrictions, referral, and prior authorization requirements
of SoonerCare.

Medicare Non -Covered or Denied Services

Claims for services not covered by Medicare will crossover
to OHCA and be denied. The claim must be resubmitted to
OHCAYy r .O.80x 18506, Oklahoma City, OK 73154 address,
with a copy of the Medicare RA and the HCA-17form
attached. These claims are treated as any other TPL claim.
Certain services are excluded and never covered by
Medicare; therefore, OHCA can be billed first for these
services, bypassing the requirement to bill Medicare first.
This applies to Medicare supplements as well.

Otherwise, OHCA benefits can only be paid to the provider
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of services after Medicare payment or denial of payment
occurs.

Other TPL Resources

If the member has other insurance on file that covers
those services not covered by Medicare, the other
insurance resources must be billed before OHCA.

Section E: Member TPL Update Procedures

Other insurance information is entered intothe DHS system
by the caseworker when a member is enrolled in OHCA.
The information is transmitted electronically via real -time
transaction to OHCA.The county office and OHCA TPL Unit
update TPL information. The TPL Unitis the primary entity
for maintaining TPL information about the member.
Providers who receive information about OHCA members
from insurance carriers that is different from what is listed
on EVS can forward the information to the TPL Unit.
Information about additional insurance coverage or
changes in insurance coverage must be relayed to the TPL
Unit as soon as possible to keep member files current and
to assistin accurate provider claim processing.

Automated Recovery, Resource Data Request Letters and
Questionnaires

Automated discrepancy letters and questionnaires are sent
to insurance carriers, members, and providers when
recoveries are initiated or TPL resource data are requested.
When the TPL data are verified, the system is updated
accordingly. As a result, providers have access to the most
current insurance billing information through the
eligibility verification system  (EVS) applications or the
automated voice response (AVR) system. When a
discrepancy letter is received, providers must thoroughly
complete the form and returnit to the TPL Unit via fax or
mail. The addressis indicated on the form.

Providers may access and use the discrepancy letter, and
TPL Accident/Injury  Questionnaire on OHCA website.
When a questionnaire is completed, the provider can fax
or mail it to the Gainwell TPL Unit. The TPL Unit verifies
and investigates the information prior to updating the
system.
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General Update  Procedures

When forwarding update information to the TPL Unit,
indicate the member identification (RID) number and
any other pertinent member or carrier data on all
correspondence. Copies of letters, RA, EOB or EOP
information from other insurance carriers are important
for maintaining member TPL file information. Carrier
letters, RAs, EOPs or EOBs that document coverage must
substantiate any requested changes . Mail the above
information  concerning other insurance coverage to:

TPL Unit

Third Party Liability Update
4345 N Lincoln Bivd.
Oklahoma City, OK 73105

The TPL discrepancy letter can be downloaded from
OHCA website. When completed, providers should fax or
mail it to the address indicated on the letter.

The TPL Unit can be reached by phone at 800 -522-0114and
selecting option 3then 2.

The TPL Unit reviews and verifies OHCA member insurance
information, coordinates with the carrier, if required, and
makes necessary changes to the TPL file in OHCA system
to accurately reflect member TPL coverage. Providers can
confirm the update with EVS or by calling the TPL Unit.
Allow 10 business days from the date of receipt for OHCA
member's file to be updated.

Telephone Inquiry ~ Procedures

To discuss other insurance issues, providers should contact
the TPL Unit using the telephone numbers below from 8
a.m. to 5 p.m. Monday through Friday, excluding holidays:

Third Party Liability Unit
800 -522-01140Option 3, 2
Fax: 405 -530-3478

When calling the TPL Unit, have the BNBk Nc&y r
identification  number available. This telephone inquiry
function is limited to TPL issues. Direct general provider
inquiries to OHCA Call Center.

NOTE: OHCA cannot provide information about benefits
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covered under each coverage type. Providers should
contact the insurance carrier for this information.

Written Inquiry Procedures

Documentation  must substantiate each change made to
a BNB k N dpLlfile. If changes to member files are
necessary, providers must forward copies of information
from other insurers that document the B NB k N dpLr
information to be updated.

When forwarding update information to the TPL Unit,
indicate the B N B k N cagme; RID number; copy of EOB,
RA,BNB k Ndhprd -party insurance card, letter from
carrier and any other correspondence that will help

maintain the B N B k N dPLrfile. The TPL Unit verifies all TPL
information submitted with the respective insurance

carrier. Mail information about other insurance coverage to:

OHCA TPL Unit

Third Party Liability Update 4345
N Lincoln Blvd.

Oklahoma City, OK 73105

Summary

The following is a summary of the steps used to revise
member TPL:

1 When a policy is terminated, a patient was
never covered, or the insurance carrier has a
different billing address than on the TPL
resource file, the provider sends the updated
TPL information to the TPL Unit.

9 If the provider sends documentation from the
insurance carrier, the B NB k N d®Lrfile is
updated with the corrected information within
10 business days from the date of receipt by
OHCA.

9 If the provider sends in documentation that is
not from the insurance carrier (discrepancy
letter, copy of insurance card, handwritten
note, etc.), the TPL unit will contact the
insurance carrier to verify the other insurance
information and if appropriate, update the
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system within 10 business days of receipt.

The provider does not need to delay filing a
claim; however, notifying the TPL Unit of
updated TPL data will make subsequent
biling easier.

The provider can download the TPL
guestionnaire  and discrepancy letter form
from OHCA website.

Do not send TPL-related claims to the TPL
unit for processing.

TPL can be added and end dated on the
portal.

Adding or removing TPL From a Members File

T

If the member does not show having other
insurance when checking eligibility, click on the +
sign to open the window, and add all of the
information you have on their insurance. Once
this information is confirmed, it will be added to
the members eligibility file.

If the member shows another insurance, but it
has ended, put the end date in the same
window, and once the information has been
confirmed, it will be removed from their eligibility
file.
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NOTICE: There is no copay due for this member.

Effective/End dates are shown only for the period of ime requested.

Verification Number 2222257155 - 8/10/2022 - Status: A
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Coverage Effective Date End Date
Non Emergency Transportation 08/10/2022 08/10/2022
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Introduction

Under the Oklahoma SoonerCare program, there are services
that require prior authorization (PA) by the Oklahoma Health
Care Authority (OHCA). To obtain additional information on PAs
and a list of services that require PA, go to OHCA website at
https://oklahoma.gov/ohca.html

All services requiring PA will be authorized based on the service
procedure code. OHCA authorization file will reflect the service
codes authorized. A PA number will be assigned, and a notice
generated to the medical provider. The notice of authorization
will contain the PA number, the service/procedure  code
authorized, and the number of units or dollar amount allotted.
Notices will be provided online for providers using Web services
or by email for all other providers.

Section A: Durable Medical Equipment (DME) / Medical /
Therapy V Occupational/Physical/Speech (OT/PT/ST)

Prior Authorization Requests
The Medical Authorization Unit (MAU) processes the requests for
DME, high tech imaging, medical procedures and supplies and
therapy (OT/PT/ST). Requests must be submitted electronically
thru the SoonerCare Provider Portal. All appropriate forms, if
applicable, and supporting medical documentation must be
uploaded at the time of the initial Prior Authorization
submission.

Prior Authorization Process

The MAU staff will issue a determination  for each requested
service requiring a PA. A computer -generated PA request
decision form showing OHCA determination of the service is
mailed to the member. Providers will receive notice of PA

request decision thru the Provider Portal. The request decision
form is not a confirmation of the d A DZ} % d &iFiblitg yfor
SoonerCare, and the approved clinical period for services may
extend beyond the actual period of the B N B k N ecelgibility. The
request decision form serves as notification of the status of a
request for PA or a notice of change for the listed services.
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Prior authorization represents a clinical decision regarding
medical necessity but is not a guarantee of member eligibility or
SoonerCare payment. Itis the responsibility of the provider to
verify not only SoonerCare eligibility, butalso to verify program
eligibility and benefit plan at the time of service. Factors that
affect payment are correct claim completion, appropriate referral
(if required), provider contract, timely filing and member
eligibility.

Retroactive  Authorization

Requests for services should be requested prior to providing a
service. If thisis not possible due to urgent or emergency
situations, the provider must request authorization within 30
days of the initial date of service. Requests received after 30 days
of initial date of service will not be processed. The following
conditions must  be met for a retroactive medical authorization
request to be approved:

1. The services rendered must be covered under
the SoonerCare program.

2. The services must be verifiable and meet OHCA
medical necessity criteria.

See the Forms chapter of this manual for an example of the
Prior Authorization request forms.

Note: Retro authorizations do not apply to all services, such as
high -tech imaging and occupational/physical/speech therapy.

Itis the n cce ¥ d DEBpangibility to confirm retro limitations
prior to providing services. See the MAU public webpage at
www.okhca.org/mau___ for information

Reconsideration and Appeals Procedures

M Level 1V Reconsideration

All denial reconsiderations for DME, Medical, Therapy -OT/PT/ST
mus t be submitted as anew authorization request (see Section
A). The same 30-day retroactive authorization limit applies to all
reconsideration requests (i.e.the resubmitted request must be
received within 30 days of the initial date of service).

The MAU will accept reconsiderations submitted via the
SoonerCare Provider Portal.
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1 Level2 V Appeal

Dissatisfaction with the results of a review may be disputed by
the member only through aformal appeal by returning a
completed OHCALD -2 Form to the OHCA Legal Division within
20 days of Notice of Prior Authorization receipt. Individuals may
represent themselves, have another party represent them or
have an attorney represent them. An LD-2form may be obtained
from the OHCA website at https://oklahoma.gov/ohca.html , by
contacting the Legal Division ofthe OHCA at 405 -522-7217 or by
sending a request to:

OHCA Legal Division Docket Clerk
P.O. Box 18497
Oklahoma City, OK, 73154-0497

In the appeal explain =t A aAbgimg appealed and the reason(s) for
the appeal.

Section B: Dental

Dental Requests

Dental prior authorization requests (PAR) must be submitted
electronically through the SoonerCare Provider Portal.
Provider Portal PA Submission:

How to submit
https://oklahoma.gov/content/dam/ok/en/okhca/docs/providers/tr

aining/2022/Dental%20Prior%20Authorization%20 and%20Amend

ments%202022.pdf

All prior authorization requests must demonstrate medical
necessity.
Dental PAR Requirements:
Minimum required records to be submitted include all the
following:

Comprehensive treatment plan.

Right and left bitewing X-rays or panoramic X-ray.

Request for endodontic therapy and crowns should also
include periapical  film(s) of tooth/teeth involved. A
minimum of 3 mm surrounding apical bone should be
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visible.

1 Tooth number identified and dated; all images must be
of diagnostic quality.

1 Requests for scaling and root planning should also
include periodontal charting.

1 For additional code requirement information please
view dental policy, PA guidelines, and quick reference
resources at
https://oklahoma.gov/ohca/providers/types/dental/dent
al.html .

Comprehensive  orthodontic  requests must include the
following:

1 Caries Risk Assessment.

Completed DEN-6 HLLD form.

DEN -2 Referral form fromthe B N B k N aggneral dentist.
Cephalometric  X-ray with tracing.

Panoramic X-ray.

3-D model images or study models (images preferred).

= =2 =4 -4 -4 -2

Detailed description of any oral maxillofacial anomaly; if
diagnosed as a surgical case, submit an oral r ? &f Ne Ay r
written opinion that orthognathic  surgery is indicated

and the surgeon is willing to provide this service.

Estimated length of treatment.

Intraoral photographs showing teeth in centric occlusion
and/or photographs of trimmed anatomically occluded

diagnostic casts; a lingual view of casts may be included
to verify impinging overbites.

NOTEV We are unable to accept faxed PAR submissions. All
request must be submitted through provider portal.

Section C: Pharmacy

Pharmacy Requests

Requests for PA for prescription medication should be submitted
on the appropriate pharmacy PA forms. These forms are
available on the OHCA website at
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www.oklahoma.gov/ohca/rxforms .The University of At KAt e BAyr
College of Pharmacy, Med ication Coverage Authorization Unit

(MCAU), approves or disapproves each medication authorization

request on behalf of the OHCA.

Fax Pharmacy Prior Authorization  Request Forms to:
Toll Free: 800 -224-4014
Metro Area: 405-271-4014

OHCA Pharmacy Help Desk:
Toll Free: 800 -522-0114,option 4
Metro Area: 405 -522-6205, option 4

Pharmacy PA Forms:

www.oklahoma.gov/ohca/rxforms

Pharmacy PA Criteria:
www.oklahoma.gov/ohca/pa

Reconsideration and Appeals Procedure
1 Level 1V Reconsideration

Pharmacy mail or fax the new authorization request to the
address below:

University of Oklahoma College of Pharmacy
Pharmacy Management Consultants
Medication Coverage  Authorization  Unit

P.O. Box 26901 ORI W -

4403

Oklahoma City, OK 73126-0901

Fax: 800 -224-4014 or 405-271-4014

1 Level 2 V Appeal

Dissatisfaction with the results of a review may be disputed by
the member only through aformal appeal by returning a
completed OHCALD -1Form to the OHCA Legal Division within
30 days of Notice of Prior Authorization receipt. Individuals may
represent themselves, have another party represent them or
have an attorney represent them. An LD-1form may be obtained
from the OHCA website at www.oklahoma.gov/ohca by
contacting the Legal Division ofthe OHCA at 405 -522-7217 or by
sending a request to:
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Oklahoma Health Care Authority
Grievance Docket Clerk

P.O. Box 18497

Oklahoma City, OK, 73154-0497

uA At N AnnNAK Ni n&KAdA "t Aayr KkNdgAT
the appeal

Section D: Behavioral Health

Outpatient Rehabilitative Behavioral Health, Licensed Behavioral Health
Professionals and Psychologist Services

Public and private outpatient behavioral health agencies, and
private independent licensed practitioners must complete the
Customer Data Core (CDC) Form and submit to the OHCA
designated behavioral health utilization management and
quality improvement organization. Currently this information
must be submitted via the PI Client Information System (PICIS)
found at https://ww4.odmhsas.org/cdc /. The information
provided for pre - admission is brief and is primarily used to
track the utilization of various services.

Preadmission services do not require clinical review and will be
approved unless the member has exhausted the benefit, or
another provider has requested prior authorization for additional
services.

Inpatient Behavioral Health, Detoxification, Residential Substance Use
Disorder (SUD) Treatment and Therapeutic Foster Care Services

Psychiatric services for SoonerCare members must be prior
authorized before the service is provided. Initial and concurrent
reviews to determine Medical Necessity Criteria are required for
the following services:

1 Acute Inpatient Care
1 Psychiatric Residential Treatment Facility (PRTF)
Services

7 Residential Behavior Management Services in
Therapeutic Foster Care (TFC) Settings
1 Residential Substance Use Disorder (SUD) S ervices
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Please complete the appropriate prior authorization form
located on the OHCA Behavioral Health webpage:

https://oklahoma.gov/ohca/providers/types/behavioral -health -
and -substance -abuse -services/behavioral -health -and -substance -
abuse -services.html

For Residential Substance Use Disorder (SUD) Treatment services,
complete the Customer Data Core (CDC) Form and ASAM tool via
the PI Client Information System (PICIS) found at
https://ww4.odmhsas.org/cdc /.

Reconsideration and Appeals Procedure

9 Level 1V Reconsideration

All denial reconsiderations for behavioral health must be
submitted as anew authorization request (see Section A). The
provider is allowed until 5pm the following business day to

submit additional information for reconsideration.

If the denial is upheld after the additional information is
reviewed, the provider has another 24 business hours to
schedule a physician -to-physician review.

1 Level 2 V Appeal

Dissatisfaction with the results of a review may be disputed by
the member only through aformal appeal by returning a
completed OHCALD -2 Form to the OHCA Legal Division within
20 days of Notice of Prior Authorization receipt. Individuals may
represent themselves, have another party represent them or
have an attorney represent them. An LD-2form may be obtained
from the OHCA website at www.okhca.org , by contacting the
Legal Division ofthe OHCA at 405-522-7217or by sending a
request to:

OHCA Legal Division Docket Clerk

P.O. Box 18497

Oklahoma City, OK, 73154-0497
uA At N AnnNAA Ni n&AAdA "t Aayr kNdgAT
the appeal
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Section E: Services to lllegal/lneligible Aliens/Sooner To
Be Sooners

Requests for Services to lllegal/lneligible Aliens/Sooner To Be  Sooners

lllegal aliens are only eligible for emergency medical services.
Requests for alien services should be submitted to the local
county OKDHS office with a notification of needed medical
services form, along with the history/physical and discharge
summary. The county OKDHS office staff will complete the
appropriate paperwork and forward all information to the OHCA
Level of Care Evaluation Unit (LOCEU). LOCEU will create a new
case in MEDATS and forward the documents to medical
Professional Services where an Administrative  Assistant (AA)
checks the time between the date of service and application
date for needed medical services (the time span must not
exceed 20 days. The AA forwards the documents to a Medical
Director who reviews the case, notes their decision on the cover
sheet and returns itto the AA. The AA records the decision in
MEDATS, prints the screen and a cover sheet to send to
GAINWELL for scanning. The scanned copies are returned to the
AA who securely trashes the documents. MEDATS will notify the
county OKDHS office of the decision(s) (the approval or denial) of
the requested services. The OKDHS county office staff members
are responsible for notifying the applicant and the provider of
the decision.

Section F:Home & Community -Based Services (HCBS)
§1915(c) WAIVER Prior Authorizations

Medicaid State Plan services are provided to waiver members.
Services that are covered as an integral part of the specific
waivers must be prior authorized by the entity or agency that
administers  the waiver under which the member receives
services.

ADvantage Waiver
6138 E. 38" PI, 3 Floor
Tulsa, OK 74120

or
P.O. Box 35900
Tulsa, OK 74153
918-933-4900
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http://www.okdhs.org/services/agina/Pages/ADvantageservices.as

px or http://www.okhca.org/individuals.aspx?id=8143

Community Waiver, In-Home Supports Waiver for Adults, In-
Home Supports Waiver for Children and the Homeward
Bound Waiver:

OKDHS/Developmental Disabilities Services Division (DDSD)
405 -521-6267
http://www.okdhs.org/services/dd/Pages/default.aspx

Personal Care Services:
OKDHS VPersonal care services are prior authorized by the
OKDHS. Inquiries should be directed to:

OKDHS

Claims Unit

P.O. Box 50550
Tulsa, OK 74150 918-
933-4900

Out of State Services

1 All out of state (OOS) care requires a prior authorization for the out of
state service location _if the rendering provider and servicing location
is greater than 50 miles from the border of Oklahoma unless it is an

emergency (100 miles for dental services. )
I OOS prior authorization requests must come from a contracted
OHCA provider. OHCA does not allow requests from non -contracted
providers or self -referrals from members.
1 A complete OOS request, along with all required documentation,
must be submitted in writing to OHCA Population Care Management
at least 10 calendar days prior to the appointment. An OOS request
form (HCA -65) is available on the public website at the following
location and is recommended for use.
https://oklahoma.gov/content/dam/ok/en/okhca/documents/a0304/2

3782.pdf

Required documentation is:
1 Documentation to establish the medical necessity of services
requested, such as medical records.
9 Letter of medical necessity or another thorough summary document
that includes:
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o A?BBAc" ©R BNBkN&Eyr OQeADIHarndeA AADZt dr A
related to the request.

0 History of other providers who have evaluated, treated, or
consulted member related to the reque st.

0 Recommended treatment or further diagnostic needed.

0 Reasons medical care cannot be completed in Oklahoma or
the next closest location.

1 Telephone requests for OOS services will only be approved in true
urgent situations and must be followed promptly wi th the
submission of all required documentation. For an urgent request,
please call OHCA Population Care Management department 877 -252-
6002.

1 Providers can submit the OOS request by fax 405 -530-3217.

T OHCA has the authority to deny out of state prior autho rizations if:

0 Care can be provided in the state of Oklahoma

o Care is not medically necessary

0 A complete request is not received at least 10 calendar days
prior to the date of service

1 IMPORTANT: If a service is to be conducted greater than 50 miles
from the Oklahoma border, and the CPT/HCPCS code(s) also require a
traditional prior authorization (such as an MRI), the service will require
both an OOS service approval via our Population Care Management
department as well as a standard prior authorization via o ur Medical
Authorization Unit. The latter authorization request is submitted via
the provider portal.

1 If the member has primary insurance and OHCA will be the second
payer, an OOS prior authorization approval is still needed by OHCA for
the claim to be pa id.

1 Pre-payment claim reviews will be completed on all OOS claims billed
to OHCA. If a claim is billed with no prior authorization, the claim can
be denied.

1 Additional information regarding our OOS process may be located at:

0 317:30-3-90. Out -of-state services (oklahoma.gov)
0 Out -of-State Services Changes (oklahoma.gov)

Lodging and/or Meal Services

If a member must travel a long distance to access OHCA approved
medical services with a specialty provider (50 miles or greater), then
Population Care Management can be contacted at 877 -252-6002 to
request help with lodging and/or meals by the member or provider.

pull

pull
foX

7™~

I terndAAK reQdAXK Sect N& e« abha@nge ey r e
and/or Meals Request form (referral form) to Population Care
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Management by fax 405 -530-3217. A Lodging/Meals provider may
not submit their own request for services.

The referral form can be found at the following link:
https://oklahoma.gov/content/dam/ok/en/okhca/documents/a0302/2

3620.pdf

The full policy regarding the lodging and meals program can be found
at:
317:30-3-92. Payment for lodging and meals (oklahoma.gov)

Private Duty Nursing Services

Private duty nursing (PDN) is a benefit available to children aged 0 -20
who require a substantial amount of medically necessary skilled nursing

care in the home. All private duty nursing must be prior authorized by

OHCA.

A medical provider initiates the process by requesting that an OHCA
contracted PDN agency conduct an intake assessment. The PDN
agency then conducts an assessment and submits an authorization
request to OHCA. The PDN authorization request should include the
following attachments:

1 Letter of medical necessity

9 Plan of care

CneAN &NONdnAa eR AtN A?2atecd' ArndeA &ENe? Nr AR
Population Care Management Department will conduct a PDN

assessment which is reviewed by an OHCA physician for a

determination.

Please note the follow ing:
9 If PDN is approved, approvals are generally for 3 -6months.
1 An updated plan of care is required by CMS every 60 days.
1 Any request for an increase in already approved PDN hours must be
accompanied by:
o0 Cover sheet requesting increase in hours
0 Updated letter of medical necessity
0 Updated plan of care
1 Any request for transfer of approved PDN services to another PDN
agency must be accompanied by:
0 Completed and signed SC  -16 form
0 Letter of medical necessity
o Plan of care

The full PDN policy is located at: https://oklahoma.gov/ohca/policies -
and -rules/xpolicy/medical _ -providers -fee -for -service/indiv_idual -providers -
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and -specialties/private  -duty -nursing.html

Section G: Prior Authorization Process

OHCA staff will issue a determination for each requested
medical/dental service requiring a PA. A computer -generated
PA request decision form showing OHCA determination of the
service is mailed to the member. The request decision form is
not a confirmation of the d, A DZ, % d &@iblig yfor SoonerCare,
and the approved clinical period for services may extend
beyond the actual period of the B N B k N celgibility. The
request decision form serves as notification of the status of a
request for PA or a notice of change for the listed services.

Prior authorization represents a clinical decision regarding
medical necessity but is not a guarantee of member eligibility or
SoonerCare payment. Itis the responsibility of the provider to
verify not only SoonerCare eligibility, butalso to verify program
eligibility and benefit plan (example: TXIX, Insure Oklahoma) at
the time of service. Factors that affect payment are correct claim
completion, appropriate referral (if required), provider contract,
timely filing and member eligibility.

Retroactive  Authorization

Medical Authorization should be requested prior to providing a
service. If thisis not possible due to urgent or emergency
situations, the provider must request authorization within 30
days of the initial date of service. Requests received after 30 days
of initial date of service will not be processed. The following
conditions must  be met for a retroactive medical authorization
request to be approved:

3. The services rendered must be covered under
the SoonerCare program.

4. The services must be verifiable and meet OHCA
medical necessity criteria.

See the Forms chapter of this manual for an example of the
Medical and Dental Prior Authorization request forms.

Note: Retro authorizations do not apply to all services, such as
high -tech imaging and  occupational/physical/speech therapy.
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Itis the n cce W d DEBpangibility to confirm retro limitations
prior to providing services. See the MAU public webpage at
https://oklahoma.gov/ohca/providers/medical -authorization -
unit.html _ for information

Section H: Reconsideration and Appeal Procedures

Level 1V Reconsideration

All denial reconsiderations for medica/DME and behavioral
health must be submitted asanew authorization request (see
Section A). The same 30-day retroactive authorization limit
applies to all reconsideration requests (i.e.the resubmitted
request must be received within 30 days of the initial date of
service).

The MAU will accept reconsiderations submitted via the
SoonerCare Provider Portal.

Pharmacy mail or fax the new authorization request to the
address below:

Pharmacy

University of Oklahoma College of Pharmacy
Pharmacy Management Consultants
Medication Coverage  Authorization  Unit

P.O. Box 26901 ORI W -

4403

Oklahoma City, OK 73190

Fax: 800 -224-4014 or 405-271-4014

Level 2 V Appeal

Dissatisfaction with the results of a review may be disputed by
the member only through aformal appeal by returning a
completed OHCALD -2 Form to OHCA Legal Division within 20
days of Notice of Prior Authorization receipt. Individuals may
represent themselves, have another party represent them or
have an attorney represent them. An LD-2form may be obtained
from OHCA website at https://oklahoma.gov/ohca.html by
contacting the Legal Division of OHCA at 405 -522-7217 or by
sending a request to:

OHCA Legal Division Docket Clerk
P.O. Box 18497
Oklahoma City, OK, 73154-0497
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In the appeal explain = t A aAbgimg appealed and the reason(s) for
the appeal.
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Section |:Home & Community -Based Services (HCBS)
§1915(c) WAIVER Prior Authorizations

Medicaid State Plan services are provided to waiver members.
Services that are covered as an integral part of the specific
waivers must be prior authorized by the entity or agency that
administers the waiver under which the member receives
services.

ADvantage Waiver

P.O. Box 25352

Oklahoma City, OK 73125 -9975
918-933-4900

800 -435-4711

Application for In _-Home A ssistance (mediware.com)

ADvantage Waiver (oklahoma.gov) or

https://oklahoma.gov/ohca/indivi duals/advantage -waiver -
program.html

Community Waiver, In-Home Supports Waiver for Adults, In-
Home Supports Waiver for Children and the Homeward
Bound Waiver:

DHS/Developmental Disabilities  Services (DDS)
405 -521-6267
https://oklahoma.gov/okdhs/services/dd/areacontactinfo.html

Online Application for DDS Services

Medically Fragile Waiver

Oklahoma Health Care Authority

888 -287-2443
https://oklahoma.gov/ohca/individuals/programs/medically -
fragile.htm |

or

https://oklahoma.gov/ohca/individuals/programs/long-term-care-
services/intakeform/long-term-care-waiver-operations-division-living-
choice-common-intake-form.html
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Introduction

Financial Services ensure that all funds are appropriately disbursed
for claim payments and all post -payment transactions are applied
correctly. The financial processing function includes generation of
payments to providers and production of aremittance advice (RA)
for providers that claims were adjudicated and/or financial
transactions were processed. Payments are issued via electronic
funds transfer (EFT).The only exceptions are personal care,
individual rehab, aides, respite care and foster care.

The Financial Processing function  maintains the following
information:

Payment information (checks and EFTSs).
RA reporting

)l
)l
1 1099 and W -2 IRS reporting
)l

Void, stop payments, re-issuance of payments .
Section A: Payment Information

Payments

The provider has two (2) primary methods of receiving payment
from SoonerCare: system -generated checks and electronic funds
transfer (EFT). These payments, along with the remittance advice,
are produced during the financial cycle. The remittance advice ,
which details each n cce % d D@nmeyand financial transaction
activity during the period, is made available to the billing provider
through an electronic format to allow verification of billing and
payments.

Checks or EFT notices are printed and sent/mailed separately from
the electronic remittance advice.

Electronic Funds Transfers (EFT)

Providers use the EFT payment option to expedite funds directly
to their designated bank account. EFTswill be the default
payment disbursement option for all providers unless it is
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proven that a provider cannot receive an EFT transaction. Those
who cannot receive an EFT will receive their payment by paper
check.

Manual Payments

A less common method for provider payment receiptis the paper
warrant issuance (check).

State Agency Funds Transfers

For all state agencies participating in the Oklahoma Medicaid
program, payments will be disbursed via state agency funds
transfers. Since the Oklahoma Medicaid program is operated by
a state agency, the funds are transferred to the corresponding
state agency participating in the Oklahoma Medicaid program.

Section B: Remittance Advice (RA)

OHCA providers receive a weekly remittance advice (RA) for any
claims submitted the previous week. The RA identifies claims
that are paid, denied, in process or adjusted. The RA includes the
client ID number, the provider number, the Internal Control
Number (ICN) of the claim processed, the date(s) of service and
paid amount. The RA also details any reductions to the paid
amount, for reasons such as TPL and/or client copayment. Each
claim detail might have an explanation of benefit (EOB) code
explaining the reason for payment, denial, adjustment or in-
process statuses. RAs are tailored to individual claim form
types V 1500, UB-04, Dental and Pharmacy. When applicable,
RAs include additional information, including procedure codes,
revenue codes or admission and discharge dates for providers
billing on the UB-04 claim form.

The RA has several document types in this order:

Check or EFT advice (if applicable) .
Address page .
Banner messages (if applicable) .

A W N P

Claims activity/status reports (if applicable) .

a. Ordered by claim type (Physician, Institutional,
Dental, Pharmacy) .

b. Ordered by claim status (paid, denied, in process,
adjusted) .

5 Financial transactions
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a. Expenditures (system generated only)
b. Cash receipts .
c. Accounts receivable

6 TPL information (if applicable) .

7 EOB descriptions (if applicable) .

8 Summary report .

The RAis generated in each claim payment cycle. A provider will
receive an RA if the provider has activity during the claim cycle
or outstanding accounts receivable.

Remittance  Advice Section Descriptions
The RA contains the following information:

Medicare Crossover Paid

Claims with a paid status are shown inthis RA series, including
claims paid at zero.

Medicare Crossover Denied

These claims have been denied payment.

Medicare Crossover in Process

Claims in the processing cycle not finalized are listed in this RA
series. Claims found here include :

1 with attachments;

1 past the filing limit;

1 suspended;

1 requiring manual pricing; and

1 with adjustments that have not been finalized.

These claims have not been denied. Claims reflected asIn
Process are ultimately shown as paid, denied or adjusted on
subsequent RAs. Claims in process must be monitored to final
resolution.

Claims Paid

Claims with a paid status are shown inthis RA series, including
claims paid at zero.

Revised: August 2022 157
Version 6.4



Chapter 11Financial Services Provider Biling and Procedures Manual

Claims Denied

These claims have been denied payment.

Claims in Process

Claims in the processing cycle that have not been finalized are
listed in this RA series. Claims found here include :

1 with attachments;
past the filing limit;
suspended;

)
)
1 requiring manual pricing; and
)l

with adjustments that have not been finalized.
These claims have not been denied. Claims reflected as In Process

are ultimately shown as paid, denied, or adjusted on subsequent
RAs. Claims in process must be monitored to final resolution.

NOTE: Each claim in process lists the EOB message that
corresponds to the reason it has been suspended.

Claims Adjustments

Adjusted claims are listed in this RA series. Two header lines are
shown for each adjusted claim. The first header line is for the
original or mother claim, while the second header line is for the
adjusted or daughter claim.

Financial Transactions

Non -claim -specific payouts, refunds, and accounts receivable (A/R)
transactions are listed in this series of the RA. A transaction

number is used to uniquely identify each financial transaction. If a
financial transaction is associated to a cash receipt, the cash
control number (CCN) is also displayed for informational purposes.
Examples of miscellaneous financial transactions tabulated in this
RA section include :

1. Non claims specific payouts to a provider .

2. Refunds made to OHCA by a provider not associated
with a single claim .

3. Amounts scheduled for recoupment, which the
A/R section tracks repayment of to determine
amount to be recouped.
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EOB Code Descriptions

Explanation of Benefits (EOB) codes applied to submitted claims
are listed along with the respective code narrative. These codes
and corresponding  narratives describe the reasons submitted
claims were suspended, denied or not paidin full.

Summary

Data from the entire RA series are reflected on this page. This
section summarizes all claim and financial activity for each
weekly cycle and reports year -to -date totals.

Remittance Advice Sorting Sequence

Claims are shown on the RA by type and according to the
following priority sequence:

1500

1. Alphabetically by member name .

2. Alphanumerically by patient number assigned by the provider .
3. Numerically by ICN.

UB-04

1. Alphabetically by member name .
2. Alphanumerically by patient number assigned by the provider .

3. Numerically by ICN.

Drug

1. Alphanumerically by prescription number .
2. Alphabetically by member name .

3. Numerically by ICN.

Dental

1. Alphabetically by member name

2. Numerically by ICN
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EOB Codes

EOB codes are provided with each RA.These codes and the
corresponding details  describe the reason submitted claims
were suspended, denied, or not paidin full. Because the claim
can have edits and audits at both the header and detail levels,
EOB codes are listed for both header and detail information. A
maximum  of 20 EOBs are listed forthe header, and a maximum
of 20 EOBs are listed for each detail line. Exceptions are
suspended claims, which have a maximum of two EOBs per
header and detail. These are not denial codes, but rather the
reason the claim is being reviewed. EOB data are listed
immediately following the claim header and detail information
beside the caption of the EOB. EOB 00 lists header codes, EOB 01
lists line one of the claim's codes, and EOB 02 lists line two of the
claim's codes. If there are no EOBs posted for a particular EOB
XX line, the line is not printed. Explanation of benefits and denial
information are  provided in HIPAA compliant formats.

For more detailed EOB and denial information, providers are
encouraged to use OHCA SoonerCare Provider Portal available at
https://oklahoma.gov/ohca.html .Once there, use the claim inquiry
option. An additional resource for this information can be found
by calling 800 -522-0114and selecting option 1,for claim status.

For more information about HIPAA, please visit:
https://www.cms.gov/Reqgulations-and-Guidance/Administrative-
Simplification/HIPAA-ACA/PrivacyandSecuritylnformation

For a detailed listing of these new HIPAA codes, visit:

https://x12.org/codes

Remittance Advice Examples

The following pages display examples of OHCA RA and detailed
information regarding the statements. The illustrative samples
give examples of where the data are found on the RA document.
Examples that follow the illustrative samples include claims
adjudication pages for each claim type. The examples are a
representative sample of what a provider might see on an RA.
This is not _a comprehensive listing for each claim type.

Field Description Field Type
Additional Payment Provides the additional payment amount when the adjustment Number 9
results in a positive paid amount.
Address @Ar NNyr ADDZNr r s Character | 31
Admit Date The date member was admitted to hospital. Character 6
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Field Description Field Type
Allowed (Compound Computed detail -level dollar amount allowable for dispensed Number 9
Drug ADJ) drug under the medical assistance program being billed.
Allowed Amount The computed detail level allowed amount for dispensed drug Number 9
(Compound  Drug) under the Medical assistance program being billed.
The computed detail level amount allowable for the services
Allowed Amount - ) ; :
(Home Health) rendered under the Medical assistance program being billed. Number 9
Adding all the allowable amounts for all the services
described on the detail lines arrives at this amount.
The computed dollar amount allowable for services
Allowed - Amount  (Dental) rendered on each detail line under the Medical Assistance Number o
Program being billed. May occur 12times depending on the
number of detail lines billed.
Allowed Amount The computed dollar amount for the dispensed drug under the Number 9
(Compound  Drug) Medical Assistance Program being billed. This amount is
determined by totaling prices of all ingredients used to
formulate the compound.
This is the computed allowable amount for the services billed.
Allowed - Amount  (LTC ADJ) The data displayed pertain to the adjusted claim. Number 9
Allowed Amount (CMS- The computed dollar amount allowable for the services rendered Number 9
1500 ADJ) under the Medical Assistance Program being billed. Adding all
the allowable amounts on all the detail lines arrives at this. The
first amount (credit) displayed is for the original claim. The
amount for the adjusted claim is displayed under the amount for
the original claim. These numbers may vary.
Attending  Prov Number used to identify provider performing the service. Number 10
Billed Amount Dollar amount billed by provider for the claim. Number 9
Billed Amount (LTC Dollar amount reql_Jes_ted by the prowder for the service Number 9
. billed on each detail line. May occur 23times depending on
Denied) o ,
number of detail lines billed.
. Dollar amount requested by the provider for the service
Billed Amount - (Dental) billed on each detail line. May occur 12times depending on Number 9
number of detail lines billed.
The total dollar amount requested by the provider for the services
Billed Amount (CMS- billed on all the detail lines. Adding all the billed amounts on all Number 9
1500 ADJ) the detailed lines will arrive at this amount. The first amount
(credit) displayed is for the original claim. The amount for the
adjusted claim is displayed under the amount for the original
claim.
. Dollar amount requested by the provider for the service
Billed Amount  (LTC ADJ) billed on each detail line. May occur 23 times depending on Number o
number of detail lines billed. The data displayed pertain to
the adjusted claim.
Billed Amount (CMS- The total dollar amount requested by the provider for the services Number 9
1500 Denied) billed on all the detail lines. Adding all the billed amounts on all
the detailed lines will arrive at this amount.
Billed Amount . .
(Compound  Drug) Dollar amount requested by the provider for dispensed drug. Number 9
Blood Deductible (MCR) Amount of money paid toward the blood deductible on a Medicare Number 8
claim.
City City in which payee resides. Character | 15
Client Number > K d, NMedigaid identification number. Character | 12
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Field Description Field Type
Cllent_ Number Client's Medicaid identification number. Unique identifier of the Character | 12
(Inpatient In- Process) .

client.

Client Name >AdNAAyYyr AABNs Character | 29
Copay AMT (MCR) The dollar amount of member liability on a claim that is to Number 3
be collected by the provider at the time the service is

rendered. It is the patient's liability for a medical bill.
Copay Amount The dollar amount member should pay and is deducted from the Number 8
allowed amount to arrive at paid amount.
Copay Amount (CMS- The dollar amount member shpuld pay and is dgducted from the
1500 ADJ) allowed amount to arrive at paid amount. The first amount Number 8
(credit) displayed is for the original claim. The amount for the
adjusted claim is displayed under the amount for the original
claim. These numbers may vary.
Copay Amount The dollar amount member should pay and is deducted from the
. . Number 8
(Compound  Drug) allowed amount to arrive at paid amount. The copay amount
that is deducted depends on the type of drug dispensed.
Copay Amount (MCR The dollar amount of member liability on a claim that is to Number 8
Part B ADJ) be collected by the provider at the time the service is
rendered. It is the patient's liability for a medical bill.
The dollar amount of member liability on a claim that isto be
collected by the provider at the time the service is rendered. It is
Copay (MCR Part A ADJ) the patient's liability for a medical bill. For example, some Number 8
pharmacy programs require that the patient pay a specific
amount toward each prescription filled. The fee will not be
charged for the following members: individuals under 21,or
members in nursing faciliies and intermediate care facilites for
the mentally retarded.
Date SVC PERF (Dental) Date service was actually performed. May occur 12times depending Character 6
on number of detail lines billed.
Days Total days member was in hospital/nursing home Number 3
. These are the detail EOB codes that apply to the detail on the
EOBs/Detail EOBs claim form. There could be a maximum of 20 EOB codes per Number 4
claim detail. See HIPAA Reason Code for detailed information on
EOBs.
Dispense Date The date drug was dispensed to member. This serves as the service Character 6
(Compound  Drug) -
date for drug claims.
The detail EOB codes that apply tothe detail on the compound
EOB Codes drug claim form. There can be a maximum of 20 EOB codes per Number 4
detail. See HIPAA reason code for detailed information on EOBs.
EOB This is the sequential line number of the EOB code line. Number 2
Sequence
These are the HCPCS procedure codes that correspond to the
HCPCS/Rate revenue codes on each of the detail lines being billed. These Character | 8
codes are used to compute the allowable amount for the services
rendered. This might occur 23 times depending on the number
of detail lines billed.
The EOB codes that apply to the header on the claim form. There
Header EOBS can be a maximum of 20 EOB codes per claim. See HIPAA Number 4
Reason Code for detailed information on EOBs.
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Field Description Field Type
Header EOBS (CMS-1500 The EOB codes that ap!oly to the heac_ier on the claim form. T_hese
Denied) codes are used to explain how the claim was processed or priced. Number 4
There can be a maximum of 20 EOB codes per claim. See HIPAA
Reason Code for detailed information on EOBs.
ICN This is a unique number used toidentify and track a claim Character | 13
processed through the system.
This is a unique number used toidentify and track a claim
ICN (ADJ) processed through the system. The first number displayed is the Character | 13
ICN of the original claim. The ICN of the adjusted claim is
displayed under the ICN of the original claim.
Issue Date Date check/payment was issued. Character | 10
LVL Care This field indicates the level of care rendered for patient. Character
Medicaid Billed Amount This is the dollar amount billed by the provider. Number
Medicaid Paid Amount This is the dollar amount that is payable. Number
Medicaid The full amount payable on claim prior to deducting state share. Number 9
Reimbursement The paid amount is the amount after state share is deducted
Amount from reimbursement amount.
Medicaid TPL Amount Indlc_ates thg payments made by_ sources ouFS|de of the state Number 9
medical assistance programs. This amount is deducted from the
allowed amount to arrive at the paid amount.
Medicare This is the dollar amount that the member should pay and is Number 8
Coinsurance deducted from the allowed amount to arrive at the Medicare
Amount paid amount.
Medicare Indicates the dollar amount that the member is responsible for
. paying. The Medicare deductible  amount includes the Number 8
Deductible ) . . )
A Medicare deductible and blood deductible dollar amounts. This
mount . . L
dollar amount will crossover and be paid by Medicaid.
o This column shows the modifiers used to further describe the
Modifiers . o Character 2
service rendered. Up to four modifiers may be entered on each
detail line.
NDC Natlc_)nal Drug dees _correspond to the ingredients used._ A Character | 11
maximum _ of 15ingredients can be entered on one claim.
Net Overpayment/(AR) Pr(_)Vldes the Net Ov_erpaymen_t amqunt when the Number 9
adjustment results in a negative paid amount and an
accounts receivable (setup) transaction is established
Paid Amount The dollar amount that is payable for the claim. Number 9
. The dollar amount that is payable for the claim. Computing
Paid Amount  (Dental) allowable amount for the services and deducting the TPL amount Number 9
determine this.
Paid Amount (Home The dollar amount that is payable for the claim/services Number 9
Health) rendered. This represents the allowable amount plus the
overhead amount, minus the TPL and deductible amounts.
This is the dollar amount paid for the services rendered. This is
Paid Amount (CMS- arrived at by computing the allowable amount for the services Number 9
1500 ADJ) and deducting the TPL amount. The first amount (credit) displayed
is for the original claim. The amount for the adjusted claim is
displayed under the amount for the original claim. These
numbers may vary.
Paid Amount Dollar amount paid for drug. This is determined by computing Number 9
(Compound  Drug) allowable amount for drug and deducting TPL, and/or copay
amounts.
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Field Description Field Type
Patient Account This is a unique number assigned by the provider. This is usually Character | 30
Number/PAT NO . -
used for filing or tracking purposes
Patient Number (ADJ) This is a unique numbgr assigned by the prowder. This is usually Number 30
used for filing or tracking purposes. This isthe same for both
the original and adjusted claims.
. - This is the patient liability amount the member is responsible for
Patient - Liability paying. This amount is subtracted from the allowed amount to Number 9
arrive at the paid amount.
Payee Number Provider number for provider receiving payment and RA. Number
Payment Number Check number corresponding toa check orthe control number of Number
an EFT transaction
PL SERV (Dental) This colqmn shows the place of service code(s) |nd|c.at|ng where Character >
the services were actually rendered. May occur 12times
depending on the number of detail lines billed.
PL SERV (CMS-1500) This colqmn shows the place of service code(s) |nd|gat|ng where Character >
the services were actually rendered. May occur 6 times
depending on the number of detail lines billed.
This column shows the American Dental Association (ADA)
PROC CD (Dental) procedure code used to indicate what services were actually Character 5
rendered to the member by the provider. May occur 12times
depending on the number of detail lines billed.
PROC CD (CMS-1500) This colum_n shows the HCPCS procedure code used to indicate Character 5
what services were actually rendered to the member by the
provider. May occur 6 times depending on the number of detail
lines billed.
Provider Name @Ar NNyr AABNs Character | 50
RX NO. Prescription number on the prescription used to dispense the drug. | Character 7
Refund Amount Applied Prowdes_ the Refgnd Amount Applied when _the adj_ustm_ent Number 9
results in a negative paid amount and cash is applied in the
payment cycle.
. The full amount payable on claim prior to deducting state share.
Reimbursement  Amount The paid amount is the amount after state share is deducted Number 9
from reimbursement amount.
Rendering Provider Number used to identify provider performing the service. Number 9
REV CD Revenue code pertaining to the service billed on the detail line. Number 3
This might occur 23 times depending on the number of detail
lines billed.
Service Dates From Earliest date of service on detail lines. Character | 6
Service Dates Thru Latest date of service or discharge date on the detail lines. Character
Service Dates From (ADJ) Earliest date of service on detail lines. The dates pertaining to Character 6
the original claim are displayed first. The dates pertaining to
the adjusted claim are displayed under the dates for the
original claim.
Service Dates Thru (ADJ) Latest date of service on the detail lines. The dates pertaining to Character 6
the original claim are displayed first. The dates pertaining to the
adjusted claim are displayed under the dates for the original
claim.
Service Location Code One -byte alphabetic code used to indicate billing provider location. Character 1
Spenddown Amount This field is not currently being used for Oklahoma Medicaid billing. Number 8
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Field Description Field Type
These are the dates the services were actually rendered. Each
SRV Date detail line will have a date on which the service billed on that Character 6
line was rendered to the member. These might occur 23
times depending on the number of detail lines billed.
If other services or supplies are billed aside from the patient stay
SRV Date (LTC Denied) (accommodation  code), then the service date is entered and Character 6
displayed. The occurrence of this field depends on the number of
detail lines used to bill other than accommodation codes.
If other services or supplies are billed aside from the patient stay
SRV Date (LTC ADJ) (accommodation  code), then the service date is entered and Character 6
displayed. The occurrence of this field depends on the number of
detail lines used to bill other than accommodation codes. The
data displayed pertain to the adjusted claim.
State State where payee resides. Character 2
This column shows the surface code pertaining to the part of
Surface (Dental) the tooth that was worked on. May occur 12 times depending Number 5
on the number of detail lines billed.
Tooth (Dental) This column shows the tooth number of the tooth or the tooth Number 2
quadrant that was worked on.
TPL Amount Dol[ar amount paid by any source 9utsnde of the statg medical Number 9
assistance program that is being billed. If present, this
amount is subtracted from allowed amount to arrive at the
paid amount.
Payments made by sources outside of the state medical
TPL Amount (ADJ) assistance programs. ThIS amount is deducted from the Number 9
allowed amount to arrive at the paid amount. The first amount
(credit) displayed is for the original claim. The amount for the
adjusted claim is displayed under the amount for the original
claim. These numbers may vary.
Total Claims Paid - .
Allowed Amt Total amount allowed for payee claims. Number 10
Total Claims Paid - Billed Total billed amount for payee's claims Number 10
Total Claims Paid - This amount reflects the total of all blood deductible amounts for Numb 9
Blood Deductible the claims. umber
Amt
Total Claims This amount reflects the total of all coinsurance amounts for the
- ) Number 9
Paid - claims.
Coinsurance
Amt
Total Claims Paid - Copay | Total amount of copay for n At N dlajnts. Number 9
;ggl _Clalms This amount reflects the total of all deductible amounts for the Number 9
Deductible Amt claims.
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Field Description Field Type
Total Claims Paid - Paid| Total amount paid for n At NNy r OQAAdBr s Number | 10
'Fl;(;iﬁeln?laims i The total of Patient Liability amounts for all the claims. Number 9
Liability
'Fl;(:gl Claims This amount reflects the total of all reimbursement amounts for the Number 10
1a - claims.
Reimbursem
ent
;’g?zl _Claims This field is not currently being used for Oklahoma Medicaid bhilling. Number 9
Spenddown
Total Claims Paid - TPL | This amount reflects the total of all TPL amounts for the claims. Number 10
Total No. Adj This is the total number of all claims adjusted for the current Number 6
financial cycle.
Units (CMS-1500) ThIS shows the u_nlts_ of service b_elng billed on each detail Number 6
line. May occur six times depending on the number of
detail lines billed. On adjusted claims, the data displayed
Units (LTC) This is the number of units of service. Number
Units (Compound Quantity of ingredient(s) used. Number
Units ghis igionws thr? tﬁniti cr;]fbseirvicfedretn?legiend. Tlt:iills gwight occur 23 times Decimal 8
(Inpatient/Outpatient) epe g0 € number ot deta es ed.
Zip Code @A NKjyaoode. It may contain zip code plus four -digit geographic Character | 10
indicator.
Section C: Electronic Remittance Advice
An electronic RA is available by using the X12835 transaction
as mandated under HIPAA. The 835 transaction is available
to all OHCA providers and contracted trading partners that
have requested electronic RAs. The 835 is a financial
transaction that functions as an electronic means of posting
accounts receivable.
The 835 Transaction is available from the Web or Remote
Access Server (RAS) in a downloadable file.
The 835 Transaction does not accommodate notification of a
claim status of pending/suspended/under review.
Oklahoma Medicaid will be providing a supplemental
transaction that will provide claim status information on
pended claims. This transaction isthe 277pc Health Care
Payer Unsolicited Claim Status.
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Section D: 1099 & W -2s

Annual earnings, based on the unique Tax Identification
Number (TIN), are reported on IRS Form 1099 and
submitted to each provider and the Internal Revenue
Service. All money earned by TIN is reported on the Form
1099, based on an untaxed basis. It is then the
responsibility of the provider to file and pay the
appropriate taxes. These taxes can be owed to federal,
state and local governments.

Additionally, an IRS Form W-2 is generated to report
earnings and FICA contributions to the A > o ! yindividual
Personal Care Services providers. All money earned and
FICA withholdings for each of these providers is reported
on the Form W-2.Itis then the responsibility of the
provider to file and pay the appropriate taxes. These taxes
can be owed to federal, state and local governments.

Section E: Stop Payments, Voids, Re-issuance

Stop Payments

Stop Payments occur when a provider indicates a check
was not received. If the provider has not received a check,
a stop payment request is necessary so that a replacement
check can be issued. If a check is incorrectly issued, the
stop payment request is necessary to prevent the funds
from being disbursed in error.

A provider may call to request that a stop payment be
placed on a check that was not received. In order for a
payment to be reissued, the original check must first be
stopped in the OKMMIS, and OHCA manually reissues the
provider a system -generated replacement check. The
check can be resubmitted anytime and will be printed in
the next manual check print run.

Check Void

There are two types of voids that can occur within the
OKMMIS: regular check voids and check void/reissue.

Revised: August 2022 167
Version 6.4



Chapter 11: Financial Services Provider Billing and Procedures Manual
Regular Check Voids

The first type, aregular void, occurs for any of the following
reasons:

1 The individual receiving treatment, listed on the RA,is
not a patient of the provider who received the check.

T A payment was received by the wrong provider,
and the check is returned to OHCA with X W e d@rDX
X AN e cwriiten on the face of the check.

T Acheck was paid to a provider who does not belong to
the group or has left the group.

1 The payment was inappropriately made payable to
the wrong location or provider identification
number.

T The check is cancelled by statute and OHCA directs that
a void can be completed.

In the above situations, the checks would be voided within
the OKMMIS and all claims associated with the dollars
identified to this check will become denied claims. In order
to receive payment for any of the now voided claims, it will
be necessary for the provider to resubmit the claims.

Check Void/Reissue

The second type of voided check is a Void/Reissue.
Void/Reissue items are aresult of a check being mutilated
or destroyed and a subsequent reissued check being
manually prepared.

Section F: Electronic Care Coordination Payments

The 820 Transaction Set is the HIPAA compliant financial
transaction used to transmit care coordination  payments.
The 820 Transaction Set is generated by the Oklahoma
OKMMIS and is distributed to primary care providers/case
managers (PCP/CMs) who request electronic capitation
reports and participate in the SoonerCare Choice
program.
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The 820 Care Coordination Payment is combined with the
last financial cycle ofthe month. This transaction is used
for the Premium Payment Remittance Information (PPRI).
Total payment amount noted in the BPR0O2 segment of the
820 Transaction may or may not equal the actual payment
amount. Thisis due to the integration of the premium
payment with fee-for-service claims payment in the same
weekly financial cycle.

The 820 Transaction is only available by download via the
Web or RAS. The PCP/CMs must contact Gainwell to make
other arrangements if other media is required

Appendices

Banner Page

CMS-1500 Claims Paid Page
CMS-1500 Claims Denied Page
CMS-1500 Claims In Process Page
CMS-1500 Claim Adjustments Page

Provider Remittance Advice Summary

A =4 4 4 -4 A -5

Explanation of Benefit Codes
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Provider Remittance Advice Banner Messages Example

REPORT: CRA-0000-W STATE OF OKLAHOMA DATE: MMDODYY
PROCESS: FNIO3011 MEDICAID MANAGEMENT INFORMATION SYSTEM PAGE: 0,690
LOCATION: FINJW201 PROVIDER REMITTANCE ADVICE

PROVIDER BEANNER MESSAGES

2OOOOCOCOCOOCOCOOOOOOOOCOOOOCOOOOCOCOOOOCOOOOOOO PAYEE NUMBER 982808209 X
2O ISSUEDATE  MMDDYY
20O

200CO0OOOOOOOOOX. XX 92809-0200

THIS IS A TEST OF RA BANNER MAINTENANCE BY CLAIM TYFE.
TEXT REGARDING PROVIDER SPECIFIC INFORMATION COULD BE FOUND IN THIS AREA.

Provider Remittance Advice CMS-1500 Claims Paid Example

REPORT. CRA-D113-W ETATE OF OKLAHOMA DATE: MMDCH™Y
PROCESS: FMIC3D11 MEDICAID MAMAGEMENT INFORMATION SYSTEM FPAGE: 0,520
LOCATION: FINJWNZ01 FROVIDER REMITTAMCE ADVICE

CME-1500 CLAIMS PAID

PAYEE MUMEER 909000000 X
R e e e e e e e e D e DD D e PAYMENT MUMBER GEEBoRa0g

IESUEDATE  MMDOYY
AR D . X0 D2008-5200

—ICh— SERVICE DATES BILLED  ALLOWED TPL SFENDDOWH  COPAY REIME. FAID
-PATIENT NUMBER- FROM THRU AMOUNT AMOUNT AMOUMT  AMOUNT  AMOUNT AMOUNT AMOUNT

CLIENT MARME: 000 e e OO OO CLIENT MOz 2000000000
RRYWIJIEBESEE BMDDYY MDD ©,000,000.00 0,200,000.00 000,000 00 9,000 000,00
R e e e e o O e e e e 9,860,900 59 200,220.09 0.899,900.28

HEADER ECQBS: 2000 000D 0000 BOD0 DO00 0000 D000 D000 D000 G209 0000 D000 SD00 D000 0000 D000 D000 DGR D000 DooR

EERVICE DATES RENDERING BILLED  ALLOWED
FL SERV PROC CD MODIFIERS UMITS FROM THRU PROVIDER — AMOUNT  AMOUNT DETAIL EOBS
06 DOODOO HOE 00 X0 X0 9000.90  MMDDY™Y MMDDYY 2000000000 5,000,000.00 000000000 0000 002D 000D DOSD D200 DOOD D200 0000 000D G000
9090 9000 D090 9900 D090 D900 D090 0200 0090 BODG

O OO OO MO O 2ReR. 20 MMDDYY MMDDNY }OG000000. 5,080,000 .00 0008,2290 00 0000 000D D000 BODD DEBO DEOD 0900 D000 DODE DR0G
‘80ED 29080 BO09D DOOD DEED DERD 002D BODD BEDD DEDD

O OO 0O M0 X0 apeR 20 MMDDNY MMDDNY 2000000000 B,.080,000.00 0908, 000 00 000D 000D D000 BODD DEED DEOD DDRD BODD DOD0 DR0Y
‘2009 9080 D090 D000 DEE0 DGRD D000 DOQ0 DEDD DODD

O DO O MO M0 X0 208020 MMDDYY MMDDNYY 2000000000 §,000,000.00 0000,00000 0000 000D 0000 D000 DOO0 DSOD 0000 D000 DODD 0a00
‘80ED 29080 BO09D DOOD DEED DERD 002D BODD BEDD DEDD

O OO 0O M0 X0 apeR 20 MMDDNY MMDDNY 2000000000 B,.080,000.00 0908, 000 00 000D 000D D000 BODD DEED DEOD DDRD BODD DOD0 DR0Y
90090 9000 D000 D000 DEOD DGO 000D D000 DODD 000D

TOTAL CME-1500 CLAIMS FAID: 20,000,000.00 00,000.000.00 9,000.000.00 00,090,000.00
‘85,8908, 800.00 9,982,900 59 90,898,900 00
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Provider Remittance Advice CMS-1500 Claims In Process

REPCORT: CRA-D114-W STATE OF OKLAHOMA DATE: MMDDYY
FROCESE: FMIO2011 MEDICAID MAMAGEMENT INFORMATION SYSTEM FAGE: 0008
LOCATION: FINJNZDT PROVIDER REMITTAMGE ADWICE

CME-1500 CLAIMS DEMIED
OO D o S X e N SO SO D O O D S 00, PAYEE NUMBER 000002000 X
NN O R R O R X NCR S DX QR DK, PAYMENT NUMBER S50890800
SO O OO OO OOO0ONO00L IESUEDATE  MMDOCY™Y

FOCOCHOO RO, X0 b e-aang

—ICN- SERVICE DATES BILLED TPL  SPEMDDOWMN
-~-PATIENT NUMBER- FROM THRU AMOUNT AMOUNT AMOUNT

CLIENT MAME: »0COO00 0000 0COCOCOO0OC000000 CLIENT NO.: 28000000800
RAYYJJIBBBSEE MMDDYY MMDDY™Y 0,000,08000 000000000 00002000
R SR O SRR RO D O D

HEADER EQBS: BBS9 9528 5600 o0 D200 0600 BoDE 0900 5280 BRDO C2R0 2200 5000 SRES BR0Y 906 DRED BBGD DRGSR DGR

SERVICE DATES REMDERING BILLED
FLSERV PROC CD MODIFIERS UMNITE FROM THRU PROVIDER AMCUNT DETAIL ECES
20 2000000 X 000X 200900 MMDDYY MMDDYY X00000000( 0,000,000.00 0200 0900 0000 000G 0000 D200 50D 0000 2O00 2000
0290 D200 0000 0ODO DODD 000D 0200 S0DD S0 0000

M HOOOOO0 XK X000 908088 MMDDYY MMDDYY JO0000000) 9,800,000.00 0000 DOOD 00D D009 D00 DODG DODY 00D DADO 0RO
000 B290 5005 000D SO0 DODO GODS SDS D00 2900
M HOOOOO0 XK X000 908088 MMDDYY MMDDYY JO0000000) 9,800,000.00 0000 DOOD 00D D009 D00 DODG DODY 00D DADO 0RO
DO0 BO00 D000 D00 LoD DODO BODS DO0D DO0D D000
M HO0O0O0 XK X 0000 908R.88  MMDDYY MMDDYY JO0000000) 9,800,009.00 DUAD DS GO0 DODS S0P DOBY DODY 009 SADD 0RO
DO0 BO00 D000 D00 LoD DODO BODS DO0D DO0D D000
M 00000 XK XK 0000 988888 MMDDYY MMDDYY }o0000000¢ 9,880,008 00 9909 BEAS GO0 HODS SE9F BOBS BOBS 9089 SRS 2RSD
OO BO00 000D D000 SO0 DODO BODS DODD DO0O 2000
TOTAL CMS-1500 CLAIMS DEMIED:  90.099.900.00 00.000.000.89 0,000.000.00
REFORT: CRADIEW STATE OF OKLAHOMA DATE: MMDDVYY
FROCESS: FNIDSD1 MEDICAID MANAGEMENT INFORMATION SYSTEM FAGE.  0.000
LOCATICH: FINJWZO1 FROVIDER REMITTANCE ADVICE
©MS-1500 CLAIMS IN PROCESS
OO OO OO OO0, PAYEE MUMBER 900800800 X
OO OOOODOOOO000. PAYMENT NUMBER 022808008
R X XXX XN, ISSUE DATE  MMDOWY

HOCOCOCROCOOSO0E, XX 99099-0909

—ICh- SERVICE DATES BILLED TPL  SPENDDOWMN
—FATIENT HUMBER-  FROM THRU AMOUNT AMOUNT AMCUNT

CLIENT MNAME: 2000000000000 OO0 CLIENT NO.: 099820820000
RRYYILUBBESSS BMRMDCYY MMODY™Y 0.800,000.00 0090900590 990.000.90
OO D O D G R DR GO OO N,

HEADER ECBS: 9090 9000 00990 D000 020D 0000 BODD 0200 0905 DOD0 0000 5000 2000 D00 2000 000D 2020 DD0D 0OCD 000D

SERVICE DATES REMDERIMNG BILLED
PL SERV PROCCD MODIFIERS UMNITS FROM THRU PRCVIDER AMOUNT DETAIL ECBS
O OO0 M0 X000 X0 900,90 MMDDYY MMDDN™Y X00000000! 8,909,000.00 DEED 0920 8000 DODD 0OR0 G000 DADO SO0 &R0 DR00
PSR BO9A6 BEEE D9R0 D005 B200 G200 G000 BA6D SRE0

oL OO B RO X DB2.28  MMDONY MMODY™Y JO0000000 B, 080 000 50 BEOD D205 BoRE BS0D 0000 BO0G SODS 005 S000 2000
BoE0 Do D900 20D 0oRD 090D DoDD 3009 P00 2000

O OO W GO0 X R 28 MMDONTY MMDDY™Y 200000000 B 000 BE0 00 DE0D D00 BoRD DoDD DoDD BO0Y SO0 OO0 SE0D Doog
BEE0 BoDD 020D 000 S0DD SR0D D000 2905 2RE0 2200

oL MO A OO XU DR22.28  MMDONY MMDDY™ 200000000 B850 080 20 BEOD G205 BoRD Bo0S SD0E BOBS BOBD A0S SR00 DRG0
BS00 BoDE 5200 BO05 OD0 S00D 000D S200 200 2000

TOTAL CMS-1500 CLAIMS IN PROCESS: 50,900 800095 0D 000 00099 0 09200000
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Chapter 11: Financial Services Provider Billing and Procedures Manual

Provider Remittance Advice CMS-1500

REPORT: CRAD1168-W STATE OF OKLAHOMA DATE: MMDDY™Y
PROCESS: FMIO3011 MEDICAID MANAGEMENT INFORMATION SYSTEM PAGE: 0,200
LOCATION: FINJW201 FROVIDER REMITTAMCE ADVICE

CME-1500 CLAIM ADJUSTMENTS
R O e o D O D O D OO DO e 0L FPAYEE HUMBER 900RG2000 X
R O e o G o D e e DR O QO H K, FAYMENT NUMBER Bg28c00op

ISSUE DATE  MMDDYY
AOOOOOOCROOOC0T Yo DO038-00D9

—ICN—~ SERVICE DATES BILLED  ALLOWED TPFL SPEMDDOWM  COPAY REIME. FAID
—PATIENT NUMBER— FROM THRU AMOUNT AMOUNT AMOUNT  AMOUNT  AMOUNT AMOUNT AMOUNT
CLIEMT MAME: 2000000000000 CLIENT MO.: 090000000000
RRYYJJJBBBSSS MMDDYY MMDDYY (0,020,009 .20) {0,000,000.80) (220,000 00) (9,990,020.90)
P o o R O Qe Qe OO, (9.990,000.90) (990, 000,20} {9,900,000.00)
RRYYJJJBBBSSS MMDDYY MMDDYY  2,900,000.00 0,290,000.00 059,200 00 0,802,000 .00
P o R D Qe e G Qe GO OO, 9,809,000 99 00,220,080 8,060,800 00
ADDITIONAL PAYMENT ©,9009,600.09
NET OVERPAYMENT {0.000,000.00)
REFUND AMOUNT AFFLIED (0,009,000 08)

HEADER EOBS: 9000 D020 D090 DoED 000D Bo00 D200 000G 00D 5900 0000 00D D000 S000 DRG0 0000 2000 DBOD DEG0 9000

SERVICE DATES REMDERING BILLED  ALLOWED
PLSERV PROC CD MODIFIERE UMITE FROM THRU PROVIDER AMOUNT  AMOUNT DETAIL ECBS
D ROCOOOL X000 0 XX 088090 MMDDYY MMDDY ™Y X00000000! 8,000,000.00 9,000,500.00 0000 HG20 000D DOOD BOOD D000 DODD DODD G000 00RO
9009 9000 D000 DESD D020 DODD DRD DODD DoRE BoRg
D ROCOOOL X000 0 XX 088090 MMDDYY MMDDY ™Y X00000000! 8,000,000.00 9,000,500.00 0000 HG20 000D DOOD BOOD D000 DODD DODD G000 00RO
9009 9000 D000 DESD D020 DODD DRD DODD DoRE BoRg
W MOCOOOL XU X0 XX 888090 MMDDYY MMDOY ™Y X00000000! 6.000,000.00 9,000,500.00 D000 HG20 000D DOOD BOOD D000 DODD 000D G900 0ORD
9009 29000 BO0D DEOD 9000 DODD DRD DoRD Dol
TOTAL MO, OF ADLY: 200,622
TOTAL CMS-1500 ADJUSTMEMT CLAIMS:  98,8292,080.298 09,980,200 89 9,989,900 89 09.990,000.00
90.090,050.90 9,900,000 00 0,000,000 50
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Explanation of Benefits Code Example

REPORT: CRA-D147-W z STATE OF OKLAHOMA, DATE: MMDDHY™Y
PROCESS: FMIO2011 MEDICAID MANAGEMENT INFORMATION 5YSTEM PAGE: 9,800
LOCATION: FINJW201 PROVIDER REMITTAMNCE ADVICE

ECE CODE DESCRIPTIONS
O D OO D D N X OO O OO OO0, PAYEE 020000900 X
OO OO D OO0, PAYMEMT NUMEBER 020000000

ISSUE DATE MMDC
HOCOCOODOCOCGO0, Yo B0B0-000D

EQB CCLDE  DESCRIPTION

0009 OO O O D e DO X D D D e D D e D D D D S S D QOGO O OO QOO D00,
ooeg R R R R R A R R R R P R R R P P D o P P P e o e A o o G A o G G e e G Qe Qe e DR R v e,
0009 2000000 OO OO O O O O O D S DO O OO O OOOOU OO ROTOCOOUOEOCOCO0!
0009 OO O N O e D DO X D D D e D D e D Dy O e e e QOGO O OO QO D0,
289 OO X DO e D X DD D N D D D o e D o G D e e G G G O e GG ORGSO,
eoeg O X D o X D o D D o D o Do X DX e o D o oo G G oo G G G X o D o G Qe G On
eoeg O X D o X D o D D D o D o Do e DX o o D o oo G G e oo G G X o D o G Qe G On i
ooeg D N e R N R N R R D o X DX e o e o G G Qo G G X R O G Qe G X NSO,
0009 2000000 OO OO O O O O O D S DO O OO O OOOOU OO ROTOCOOUOEOCOCO0!
0009 OO O O N O O e D DO N D D D e e D e D Dy D e e e i QO SO O OO QOO D00,
0009 O D Y o D X D D D D X e D e X e DX e o Do D e Do D S D e SO O QDD D0,
eoeg O X D o X D o D D D o D o Do e DX o o D o oo G G e oo G G X o D o G Qe G On i
eoeg O X D o X D o D D o D o Do X DX o o D o oo G o oo G G X Do G Qe G On i
coeg R D o o D oo e O o D D o Do X DX o o o o oo G G QG QoG G Y G X R D G Qe G On i,
0009 20000000 OO OO OO O O O O O S DO O SO O O OOOOU OO OTOCOOUOOROCOCO0!
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