Ohi o Department of

Developmental Disabilities

Medicaid Waiver
Billing Instructions

Prepared by the

Claims Services Unit
Division of Medicaid Development and Administration
Ohio Department of Developmental Disabilities
30 E Broad St, 13t Floor
Columbus OH 43215-3434

(800)617-6733

Provider.Support@dodd.ohio.gov
Fax (614)466-7359

Updated, October 2009



SECTION
1

2

TABLE OF CONTENTS

TITLE

MEDICAID PROVIDER STANDARDS
GENERAL INFORMATION
CLAIMS (INTERNET) FILE SUBMISSION

DATA ELEMENTS
PATIENT LIABILITY CASES

ENVIRONMENTAL MODIFICATION AND
ADAPTIVE & ASSISTIVE EQUIPMENT IAIMS

CLAIMS REJECTED AS ERRORS
DENIED CLAIMS

ADJUSTMENTS
(CORRECTIONS TO PAID CLAIMS)

WEBLINKS & FORMS

PAGE

10

16

17
24

26

28



SECTION 1: MEDICAID WAIVER PROVIDER STANDARDS

Providers are independent business owners, and asch are responsible for
billing the State for services rendered, followingheir claims as they are
processed through the system, and maintaining docuwentation of services.
Below is some information to help providers understnd their responsibilities.

A Provider mustmaintain all necessary recordgor a period of seven (7) yearin
the event of an audiDocuments retained must contain_at a minimumthe
individual's authorized Individual Service PlaSR), Payment Authorization for
Waiver ServicesRAWS), documentation of services and dates services wer
delivered, and online reports from the MedicaidiBg System KBS).

A Provider can only bill for actual units of services delivered.

A Provider shouldill all other third parties before submitting bills to the Ohio
Department of Developmental Disabilitid3@DD). This should be dongnnually
and the denial letters received from the insurameepany must be retained with all
billing records.

Claims should be submitted within sixty (60) daysi the day the service was
delivered.

A Provider caronly submit I/O and Level 1 waiveclaims for services delivered
within the limitsspecified onthe individual's authorized Individual ServicePla
(ISP) andapproved Payment Authorization for Waiver ServicdsAWS) form. If
the Provider does not have a copy of the ISP, sapigstbe obtained from the
individual receiving the services or the Waiver @Ga at the County Board of
Developmental Disabilities.

A Provider cannot hill services delivered in excekthe units authorized on the ISP
and the approved PAWS.

A Provider cannot bill any individual ; exceptfor cases where the individual has a
Patient Liability for their cost of care. It is the Provider’s respibility to determine
if the individual receiving services has Patierdhility and the monthly amount of
that liability.



RULES

» Chapter 5123:1-2-08 of the Ohio Administrative Coddines the payment
standards for Individual Options (I/O) Waiver sees.

» Chapter 5123:2-8-16 of the Ohio Administrative Coddines the payment
standards for Level 1 (LV1) Waiver services.

» Chapter 5123:2-9-06 of the Ohio Administrative Coddines the statewide
payment rates under the 1/0 and LV1 waivers fonviddals enrolled on July 1,
2005.

» Chapter 5123:2-9-12 of the Ohio Administrative Coddines the payment
standards for day habilitation services.

» Chapter 5123:2-9-19 of the Ohio Administrative Coddines the payment
standards for adult day support, vocational hatitih, supported employment-
enclave, supported employment-community, and nodicaktransportation
services

The above-referenced rules can be accessed by @oihg following website:
http://dodd.ohio.gov/rules/rules.htm




SECTION 2: GENERAL INFORMATION

This Section will outline the instructions aroume submission and reimbursement
processes for Medicaid claims for services rend#mexigh the Individual Options (1O)
and Level 1 (LV1) Walivers.

All direct care servicelaims must be submitted through the Medicaid Billng
System (MBS) Providers may use their own Personal Compute) {®€ubmit
direct service claims using the single line entstimod through the Medicaid Billing
System (MBS), or a commercially produced billingtsare, or self-produced
software (which generates claims in an ASCII texirfat or 837 format). For more
information, contact EDI (electronic data interchaepatedi.support@dodd.ohio.gov
All claim submission methods must meet DODD’s datafiguration requirements.
Providers may hire a billing agent to do theiribdl for them. A list of agents who
meet the technical specifications to direct-enillydm behalf of DODD certified
providers is available upon request. Inclusiontos list doeshot constitute
endorsement by the Ohio Department of Developmd&itabilities.

Claims for Environmental Modifications and/or Adapt& Assistive Equipment
must be submitted in paper format to DODD, Medida@velopment and
Administration, Claims Services Unit. Additionafammation concerning this type of
billing procedure can be found in Section 5.

Claims submitted, which are error-free and matehlal DODD provider contract
number are then forwarded to the Ohio Departmedbbfand Family Services
(ODJFES) for processing review and approval for paym
o If DODD identifies claims containing errors, an @rReport is generated
and accessed through MBSlaims that error are not forwarded to
ODJFS for payment approval. The provider or billagent must make the
necessary correctionand resubmit the claims
o If ODJFS identifies claims containing mistakes, Wnaas “denials”, a
denial report will be generated and accessed thrtMBS. Claims that
are deniedare not paid andeed to be corrected before payment can be
issued These guestions need to be directed to ODJFS.

Claims may be submittedto DODD weekly, biweekly, or monthly.
Claims must be received by 11:45 am eveMyednesdayto be included in that
particular week’s submissions. Notification will peovided in advance if submission

dates are to change.

ODMRDD requires a minimum of twenty-one (21) daysa process claims



* Reimbursement via EFT, commonly knowrt'dsect deposit”, expedites payments.
It helps eliminate the possibility of funds beingsdirected, misplaced or stolen via
the U.S. Mail. A Vendor’'s Authorization Agreement fAutomatic Deposit of State
Warrants is available on the Ohio Shared Servieelssite:

http://ohiosharedservices.ohio.gov/document.aspx?2ih833fab4-666d-4daf-844f-
af62452c34d8
Please complete and return this form, along with & OIDED check or deposit slip
to:
Ohio Shared Services
4310 E. Fifth Ave.
Columbus, OH 43219

Please note that the Ohio Department of DevelopmealtDisabilities does not process

requests for direct deposit. Requests for direct gmsit are processed by Ohio

Shared Services, a Division of the Ohio Office ofiglget and Management.

Questions regarding direct deposits, including clasg an account or changing

banking information, should be directed to Shared 8rvices.

Ohio Shared Services

Fax: 614.485.1039
Telephone: 614-338-4781 or 1.877.0HIOSS1 (1.877.644.6771)
E-mail: vendor@ohio.gov

* Providers receiving payments (in excess of $6anfthe State of Ohio will receive
a 1099 Federal Disclosure of Income each yearetsby the Office of Budget and
Management. Tax advice is strongly suggested agrfacf self-employment apply.

* If you need to meet with a provider support repnésteve for any reason, Federal
HIPAA guidelines require Providers to beenby appointment only.

* When contacting the Claims Services Unit by teleyghat is necessary for you to
leave a voice message that includes the follownfgrmation; Your Name, Company
Name (if applicable), DODD Contract Number, Retlislephone Number(s) where
you may be reached, and a Brief Description yoablem (including the billing
cycle number).

* Provider Support Services may also be contacteziingil at
provider.support@dodd.ohio.gow the e-mail message it is necessary for you to
include Your Name, Company Name (if applicable),MDContract Number, a
Brief Description of your problem (including thdlimg cycle number), and
Telephone Number(s) if you would like Provider Sogio respond by telephone.

Typical turn around time could be up to 48 hourssgpond to phone and/or e-mails
inquiries.



SECTION 3: CLAIMS FILE SUBMISSION

Internet Procedures

Requirement
To have the ability to submit claims to DODD andwireports generated by DODD, you

mustobtain a copyof theDODD Security Affidavit. The security affidavit can be
located:https://dodd.ohio.gov/apps/SEC_Logon_AffidavitResiiaspx

Theaffidavit must be completedaccording to these instructions:

A) Request Type
Check appropriate box: New User, Adding a systefRarewal
(Renewal notices are sent via e-mail 14 days poiexpiration)
B) User information
Check Provider
C) User Name
Insert the name of the person who will be accesiagystem (Example Rob
Wood)
D) Contract Number or Billing Submitter Number
Insert the contract number provided to you by DOBUling agents will need
to submit their own information and include addiabinformation that includes
the Provider's Name, Contract Number, and Provi&dauthorization forms.
E) Address
Include your current Address, City, State and Zqu€
F) E-Mail Address
G) Telephone Number with Area Code and Fax Number smida Code.
H) User Signature and Date

Sign your Name and Insert the Date
Before mailing or faxing, pleaseverify that theSubmitter ID has been completedvith your

Contract number. Billing agents will be assigned contract numb@rsyone submitting
claims in the 837 Format should contadt.support@dodd.ohio.gdwer further instructions.

Please NoteTheCounty Board Superintendent signatureis no longer required.

Once the affidavit has been completed and reviepledse forward the completed form via
fax tothe DODD Security Coordinator €814) 752-4673 or mail theriginals to:

Department of Developmental Disabilities
30 East Broad Street, ® Zloor
Columbus, Ohio 43215-3434
ATTN: Security Coordinator



Once the completed form has been received and rewed for accuracy, the DODD
Security Coordinator wilassign a User ID and Passwordlhis informationwill be e-mailed
to the e-mail address noted on the formThe logon will be valid for a period of one (Bay
on the production system and 30 days on the tegtrsy(837 format).

Once your User ID and Password have been recgreednay access the system through the
website:http://dodd.ohio.gov/

After logging on, a menu of applications is displayedth& bottom of this page, please
change your password. (The passwords assignedrapstary and case sensitive.) Then select
“MBS”. This will display the MBS Claims Processipgge. From this page, the following
actions may be preformed:

a. Upload Flat MBS Claims File (Waiver file upload) 8387 files.
b. Single Record Entry Flat MBS Claim (Enter waiveaisis — single line entry)
c. Output Files

Claims may be entered into the system by clickinghe “Single Line Entry”. This screen will
change, allowing for entry of a claim. Entry of riplle claims will be batched together for a
given day and processed as one (1) file durindB& production cycle. You can review
and/or delete your file by looking under the upldiadifile section Note: If using the single
line entry screen, you are not required to uploadile, as describe below.

Uploading and viewing files: Choose “Upload FlaeFi This will open an “MBS claim file
submittal” screen. This screen will allow the |oP& to be browsed for the file to upload.
Select the file and click on the “upload” buttotedse note the size limitations and naming
conventions on this screen. Files should followfileename requirements.

Claims must be in a file named “Mxxxxxxx.nnn”, whetxxxxxx is the seven-digit
Provider number assigned by ODMRDD, and nnn ighihee numeric characters,
which the provider uses to distinguish one fileriranother. Example: Provider’s
ODMRDD assigned contract number is 3121969, andl ¢aeh file submitted would
be named M3121969.001, M3121969.002, etc., (Treet(8) numeric characters
following the dot (.) can be any numeric pattera Brovider chooses.) All files
uploaded during the same production week, Wedne@&lay :45 am to the following
Wednesday @ 11:45 am, must have its own uniquadilee. The MBS claims
submitted screen lists all files uploaded during phoduction week. Once production
has begun, these files cannot be viewed.

Any Security affidavit issuesr Logon/Password related problemshould be reported to
the DODD Security Coordinator aecurity.support@dodd.ohio.gov

Application related problems/Web-page errors or Sever Issuesshould be sent to:
edi.support@dodd.ohio.gov




All types of Billing, Errors, Denials & other rekd billing questions should be sent to the

Claims Services Unit via e-mail adrovider.support@dodd.ohio.gav by telephone at 1-800-
617-6733

PAWS issues should be directed to the County Board.

Entities who wish to explore automation of the &8 submission process should send an e-
mail to: edi.support@dodd.ohio.govhe e-mail should include a brief descriptiontad t
request, DODD log-on, e-mail address, and antiegbataims volume.




DATA ELEMENTS

05050524052123456789012HOSHOS 123456721 AHP0032S@MIXE25000000000000000000space(40)0505240001

A B C D E FG HI J K L MN O P Q R S
A Billing Period 4 bytes
B Invoice Date 6 bytes
C Form Number “2” 1 byte
D Medicaid Recipient Billing Number 2 bytes
E Recipient Last Name 5 bytes
F Recipient First Initial 1 byte
G Contract Number 7 bytes
H Day of Service *Requires a leading “0”) 2 bytes
| Service Code 3 bytes
J Units of Service 4 bytes
K Other Source 1 byte
L Other Source Amount 7 bytes
M Group Size 2 bytes
N Service County ID 2 bytes
O Usual Customary Rate 7 bytes
P Contractor Reference NumbBessigned by Contractor) 9 bytes
Q Staff Size 2 bytes
R Filler (space) 40 bytes
S File Reference Number 10 bytes

SAMPLE CLAIMS DATA lotal 125 bytes

05050524052123456789012HOSHOS123456721AHP0032SUWIX?50000000000000000space(42)0505240001
05050524052123456789012HOSHOS123456722AHP0032SUWIX?50000000000000000space(42)0505250001
05050524052123456789012HOSHOS123456723AHP0032SUWIX?50000000000000000space(42)0505260001
05050524052123456789012HOSHOS123456724AHP0032SUWIX?50000000000000000space(42)0505270001
05050524052123456789012HOSHOS123456725AHP0032SAIXP?50000000000000000space(42)0505280001
05050524052123456789012HOSHOS123456726 AHP0032SAIXP?50000000000000000space(42)0505290001
05050524052123456789012HOSHOS123456727AHP0032SAIXP?50000000000000000space(42)0505300001
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The following are detailed descriptions of eaclihef data elements identified in the data
configuration requirements:

A. Billing Period: The month and year in which services being biMexle actually
delivered, in the form MM (month) YY (year®ingle-digit numbers must include a
leading zero.

EXAMPLE - July 2008 would be entered "0708"

** The Month Billed is not necessarily the month awl year in which the claim is
submitted. Services delivered in_ Julymight not be billed until August.

B. INVOICE DATE : The date on which the claim is submitted, infdren MM
(month) DD (day) YY (year)Single-digit numbers must include a leading zero.
(Single line entry automatically inserts the cutreate)

EXAMPLE - August 1, 2007 would be entered "080107”

C. MEDICAID RECIPIENT BILLING NUMBER: _ The 12 digit Identification
Number, which is assigned by ODJFS, is found infitisé column on the individual’s
Ohio Medicaid Card, which is issued monthly.

D. RECIPIENT LAST NAME : Thefirst five (5) letters of the Medicaid eligible
individual's last name. If the last name contains non-alpha characteich(as
apostrophes, hyphens, spaces, etc.), enlgrthe first five (5) letters (skip all non-
letters). If the last name has less than five €gpts, place the first letter at the left and
leave any blanks at the right (not required fogkrine entry). Indicators of sequence,
such as “Jr.” or “II” are considered part of thayddle individual's last name. If the last
name is less than five characters and containsdicator of sequence, the first five
letters must be entered into the Last Name field.

This entry must reflect the Medicaid eligible indival's name as it is currently stated on
their Ohio Medicaid CarceXAMPLES:

Last Name  Enter As

Hoshor HOSHO
O’Brien OBRIE
Watt, Il WATTI
Van Meter VANME
Lock, Jr. LOCKJ

11



F. RECIPIENT FIRST INITIAL : Theinitial of the legal first namef the individual
receiving Medicaid services. This initial must corespond with the data found on the
individual's Ohio Medicaid Card.

EXAMPLE - William would be entered a4/
(Although the individual is called Bill, his legalname is William)

G. CONTRACT NUMBER : The 7-digit number assigned to the Provider bylIDO
This number identifies the service provider andsed to match the claim with the
Provider's service contract.

For claims submissions to DODD do NOT usthe Medicaid Provider Number
assigned by ODJFS.

H. DAY OF SERVICE: The 2-digit number of the day of the month onebhihe
service being billed was actually delivered to ¢hgible individual. This number, when
combined with the Month Billed, will constitute tlate of serviceSingle-digit
numbers must include a leading zero.

EXAMPLE - November 6, 2007 the day of service would beredtas “06"

SERVICE CODE: The appropriate 3-dighLPHA Service Code.
http://dodd.ohio.gov/providers/billingdocs/HIPAABigCodes.pdf

Claims submitted must be for services delivered aspecified on the eligible
individual's ISP and approved PAWS forms.If the Provider does not have a copy of
the ISP and the PAWS form, copies minstobtained from the individual receiving
services or their Waiver Contact at the appropi@aenty Board of Developmental
Disabilities.

A provider may only claim each specific Service Cagland Group Size once for each
individual on the same day If the same Provider delivers the same servicegandp

size more than once on the same day, the totad ahgervice delivered on that day must
be billed as one entry.

J. UNITS OF SERVICE: The number of Units delivered to the individualtbe Day

of Service. (Whether it is 15-minute units, daihjits, or mileage.) The Waiver Services
& Service Codes Table in Section 6 lists the appatg Unit of Service measure for each
Service CodeAll Units of Service must be expressed as whole niners.

K. OTHER SOURCE: The one-digit code indicates the third party pagtrstatus of the
individual's claim. (See page 13)

** Medicaid is the "payer of last resort”. Prior to submitting a claim for payment, the
Provider should determine the availability of othealth insurance coverage for the
eligible individuals by examining their Ohio MedidaCard. If third party coverage is

12



indicated on the individual's Ohio Medicaid Cattg Provider must determinéhether
the Medicaid covered services being provided avereal by the carrier indicated on the
card.

If no payment from another source has been receideand there is no indication of
health insurance coverage for the individual, leavéhis field blank.

L. OTHER SOURCE AMOUNT : The amount of payment received from Other
Sources, in dollars and cents (do not use $, dé@aoiat or comma, i.e., $5,086.12 is
entered 508612). The monetary amount entered & kine must be only the portion
of the payment that applies to the Day of Servia Service Coddf the Other Source
field is blank or contains an alpha Other Source ate (reason code), this field should
remain blank.

M. GROUP SIZE: The number of individuals receiving services byshee provider at
the same time for the same service code.

N. SERVICE COUNTY ID: County of service delivery as defined on the PAWS.

O. USUAL AND CUSTOMARY RATE (UCR) : The Provider’s specified costs for
providing various services. (Do not use $, decipmaht or comma, i.e., $5,086.12 is
entered 508612)

P. CONTRACTOR REFERENCE NUMBER: A unigue nine-digit number assigned
by the Provider to identify a claim. (Not a requiifeeld)

Q. STAFE SIZE: The number of staff providing services to the samdevidual at the
same time for the same service code.

R. FILLER : Forty character spaces required if creating youn tie.

S. FILE REFERENCE NUMBER: A ten-digit number assigned by DODD to track a
specific file. It is a required number to deletide

13



PATIENT LIABILITY CASES

If the eligible individual receiving services hamanthly Patient Liability for their cost
of care, the Patient Liability amount must be kilte the individual and identified on the
claims submitted for services delivered to thevilial. Since the individual is
responsible for the Patient Liability amount, threvRder must enter "1" in the Other
Source field. Enter the value of each claim lim¢hie Other Source Amount field until

the amount of the Patient Liability is satisfied.

EXAMPLE - The individual’'s obligation is $96.00 per morithPatient Liability. The
service rate is $2.25 per unit of Homemaker/PelsGaae. The individual received 32
units of Homemaker/Personal Care each day. Thmslare submitted as follows:

Day of Service Units of Other Other
Service Code Service Source So#Areunt
01 APC 32 1 7200
02 APC 32 1 2400
03 APC 32
04 APC 32

In this example, the $96.00 Patient Liability hagi satisfied for the month.

14



ALPHA OTHER SOURCE CODES

PARTY)

R - No Response from Carrier. The insurance canasrnot responded within 90
days.

P - No Coverage for this Medicaid Number. The Previdas confirmed that there
is health insurance for some members of theibA@ticase, but this particular
individual receiving services is not covered.

F - No Coverage for all Medicaid Numbers. The Previdas confirmed that there
is no health insurance for any member of thelibkd case.

L - Disputed or Contested Liability. The Providesltanfirmed that there is health
insurance, but the coverage for the billediseris contested by the carrier.

S - Non-Covered ServicesThe Provider has confirmed that there is heajth
insurance, but the policy does not cover tineise being billed.

X - Non-cooperative Recipient - The Provider hadicmed that there is health

E - Insurance Benefits Exhausted. The Provider bafirmmed that there is health
insurance, but the policy benefits for thedallservice have been exhausted.

NUMERIC OTHER SOURCE CODES

(USED ONLY WHEN PAYMENT HAS BEEN RECEIVED FROM A THIRD
PARTY
AND IN PATIENT LIABILITY CASES.)

1 - Payment received from individual receiving serices(Self Pay/Family Pay

This code is used tepresent Patient Liability.

2 -Payment received from Blue Cross/Blue Shield.
3 -Payment received from private insurance carrier.
4 - Payment received from employer or union.

5 - Payment received from Public Agency.

insurance, but the individual/guardian refusesooperate in the collection effort.

(USED ONLY WHENPAYMENT HAS NOT BEEN RECEIVED FROM A THIRD

15




SECTION 5: ENVIRONMENTAL MODIFICATION AND ADAPTIVE &
ASSISTIVE EQUIPMENT CLAIMS

All Environmental Modification Claims and Adapti®eAssistive equipment claims

must be approved through the PAWS process. The Pasiblishes each service that is
authorized, the Provider who is approved to protideservice, the maximum rate of
reimbursement for each service, and the date spamgdwvhich the service may be
provided. Reimbursement shall not exceed the maximate established by the PAWS.
Providers will not be reimbursed for sales tax.

The Service Codes for Environmental Modificationsl &daptive & Assistive
Equipment claims are found in Section 6,and shoatdespond to the Service Codes
identified on the individual’'s PAWS form.

» Adaptive & Assistive Equipment Claims must inclutle following:

1. Completed Form 2. A master Form 2 (DMR 1148) islatsée on the ODMRDD
website. This form may be reproduced as needed.

2. Provider’s Invoice
* Environmental Modification Claims must include flodowing:

1. Completed Form 2. A master Form 2 is availablehen@DMRDD website. This
form may be reproduced as needed.

2. Provider’s Invoice

3. Completed Verification of Environmental Modiftean Form. A master
Verification of Environmental Modification Form &vailable on the DODD
website. This form may be reproduced as needednausd be signed by an
authorized County Board representative.

Environmental Modifications and Adaptive & Assigitzquipment claimgust be
submitted in paper format to DODD, Medicaid Develgmt and Administration, Claims
Services Unit via fax at 614-466-7359 or mail teue prompt processing (See page 1
for address).

NOTE: These claimgannot be submitted electronically.
Environmental Modifications and Adaptive & AssigifEquipment claims require an
additional level of processing. This additional ggssing causes these claims to extend

beyond the 21-day processing timeline for perseaalice claims. These claims require
a minimum of thirty (30) days to be processed fayrpent.

16



SECTION 6: CLAIMS REJECTED AS ERRORS

The Error Report (Weekly Service Delivery inputoesrfor billing cycle JANO8A) is a
computer-generated report of all errors detecteB®IPD's claims processing system for
the billing cycle indicated. This report may bewesl in MBS.

** The claims identified on an Error Report must be resubmitted to DODD with
corrections before the claims can be submitted to BIFS for payment approval.

Below each Submitted Data Line is one or nBrm®r Codes with error messagedhat
describe the reason the claim was rejectedf errors indicated are in the LAST NAME
or INITIAL fields, the last and first names frometleurrent ODJFS Recipient File are
printed as an aid in correction.

Contact Provider Support Services if further aasis¢ is needed.

ERROR CODES AND DESCRIPTIONS: The following outlines Error Codes and
Descriptions for each error code identified. Reédethe corresponding Error Code
Description in this section for assistance in ustésrding and correcting each error.

(1) DATE OF SERVICE IS MISSING OR INVALID. The Billing Period and the Day
of Service are combined to produce the Date ofi&erif this Error Code is indicated, it
means an invalid date was entered, or some of #lealate was omitted. An invalid date
could be a month or day out of range (such as mdr&hor day "30" in February), or a
single-digit entry without a leading zero. To catreenter the Billing Period and/or Day
of Service in the correct format with correctededat

(2) DATE OF SERVICE EXCEEDS PROCESSING DATE The Date of Service was
later than the date the computer processed tha clénich means the claim was for a
future date. To correct, enter the Billing Periodi/®@r Day of Service in the correct
format with corrected date.

(3) DATE OF SERVICE PROCEEDS START-UP DATE. The Date of Service was
entered wrong. To correct, enter the Billing Perod/or Day of Service in the correct
format with corrected date.

(4) SERVICE CLAIM IS ONE YEAR OLD . The service date, prior to the processing
date, is at least 365 days old. Claims over 365 d&y are invalid. To correct, confirm
that the Billing Period and/or Day of Service werdgered correctly. If incorrect
information was entered, re-enter the correcteormétion.

17



(5) SERVICE AVAILABILITY HAS EXPIRED. Occasionally, services may only be
available through a specific date span. This EDode indicates that the Date of Service
was after the date the Service Code billed andéingce was no longer allowable. To
address this you should confirm that the Billingi®& and/or Day of Service has been
entered correctly. If incorrect information wasexed, re-enter the corrected data.

(6) INVOICE DATE IS MISSING OR INVALID . The Invoice Date contained wrong
date information or was omitted. To correct, ettercorrected format with the correct
date.

(7) INVOICE DATE EXCEEDS PROCESSING DATE. The Invoice Date is later than
the date the claim was processed. To correct, 8magorrect date.

(9) CLAIM DOES NOT MATCH USEABLE PAWS RECORD. The eligible
individual being served_may nothave an active PAWS record. The Provider should
have an ODMRDD approved PAWS confirmation_beforesubmitting claims. You
may receive this error if any of the following infamation has been entered
incorrectly into the system: the billing period, the individual’s Medicaid recipient
number, their first initial, contract number, day of service, service code, group size,
county of service or UCR. Review the ODMRDD approwe PAWS confirmation for
accurate information. If the Provider has an authorized PAWS confirmagtmontact the
County Board of the service county for assistance.

If the Provider does not have an approved DODD PAMiSirmation, contact the
individual’'s Case Manager at the local County Baafrbevelopmental Disabilities or
Council of Government (COG) then resubmit the clamse the DODD confirmation has
been received.

(10) RECIPIENT NUMBER IS MISSING OR INVALID . The individual's Medicaid
Recipient Billing Number contained non-numeric datavas omitted. To correct, review
the submitted information and re-enter the cordata.

(11) RECIPIENT NUMBER CHECK DIGIT IS INVALID . The individual’s

Medicaid Recipient Billing Number could not be ltad by ODJFS. Review the number
found on the Ohio Medicaid card. A common causthisferror is a transposition of
numbers when entering the number into the systethislis not the problem, the number
could be invalid and Provider Support Services &hba contacted.

(12) PAWS DAILY UNIT LIMIT IS EXCEEDED. If Waiver services have been
authorized through the PAWS process at a Dailyk@aqy Period, claims must be
submitted for a number of units less than or etuéhe maximum number of units of
service approved for each day.

(15) RECIPIENT LAST NAME IS MISSING . The individual receiving services last

name is missing. To correct insert the last nantherfield (First 5 alpha letters of the
last name, See Section 4-E).
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(16) RECIPIENT LAST NAME IS INVALID . The individual's Last Name contained
non-alpha data (such as dashes or apostrophes).aBh&lame field is incorrect; the
current ODJFS Recipient File is printed below thereto help you correct this error.

(17) RECIPIENT INITIAL IS MISSING OR INVALID . The individual's Initial
contained non-alpha data or was not included. TégalLFirst Name field is incorrect;
the current ODJFS Recipient File is printed belbw error to help you correct this error.

(18) HOMEMAKER/PERSONAL CARE EXCEEDS 24 HOURS IN A DAY. HPC
service authorized for the eligible individual dhadt exceed twenty-four (24) hourly
billing units, ninety-six (96) fifteen minute bilg units, one (1) daily billing unit, or a
combination ofall units billed byall service providers that would total more than tyent
four (24) hours of service on the same day.

(19) CONTRACT NUMBER IS MISSING OR INVALID . The Provider's Contract
Number contained non-numeric data or was not ireddudo correct, enter the correct
number (See Section 4-E)

(20) DIFFERENT HOMEMAKER/PERSONAL CARE SERVICES ON SAME
DAY. HPC service shall not be based on a day billingywhen the eligible individual
receives this service’s from more than one waieevise provider on the same day.

(21) CONTRACT NUMBER CHECK DIGIT IS INVALID . The check digit could not
be computed by DODD. The most likely cause of énrsr is the rearrangement of
numbers entered on the claim.

(22) PAWS TOTAL UNIT LIMIT IS EXCEEDED. The PAWS process sets the
maximum units of service that are approved. Thigrandicates that all approved units
have been depleted. Refer to the DODD approved PA&wvi8rmation for total
authorization of units for the fiscal year.

(23) SERVICE CODE IS MISSING OR INVALID. The Service Code was not entered
correctly or left blank. Refer to Section 6 of thesstructions for a listing of valid
Service Codes or approved PAWS confirmation.

(24) UNITS DELIVERED ARE MISSING OR INVALID. The Units of Service
Delivered were not entered or the information esderould not be processed. Check this
field; make the necessary corrections and resubmit.

(25) PAWS TOTAL COST LIMIT IS EXCEEDED. The PAWS process establishes
the maximum dollar amount approved for each indigldeceiving services. This error
indicates that all approved funds have been spaier to the DODD approved PAWS
confirmation for total dollar amount authorized.
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(26) UNITS DELIVERED ARE EXCESSIVE. Claims for any Service Code with
guarter-hour (15 minutes) units are restricted@aits per day. Claims for any Service
Code with hourly units are restricted to 24 ungs gay. Daily rate codes are restricted to
one (1) unit per day. Refer to the DODD approved\BAconfirmation for total units
authorized.

(27) OTHER SOURCE OF PAYMENT IS INVALID . Values for this field must be
one of the following: 1 or 2 or 3or 4 or 5 or RRor For L or S or X or E or blank. The
field is left blank only if the individual receivinservices does not have patient liability
or third party insurance.

(28) SERVICE DUPLICATED FOR RECIPIENT AND DATE. If one Provider for

the individual receiving services inputs two or mctaims during the same billing cycle,
duplicating the Service Codes and Dates of Serthig error occurs. The first claim will
not error, but all duplicate claims will error.

To correct verify that the entries causing thi®eare correct and resubmit the corrected
claims.

(29) OTHER SOURCE CODE AND PAYMENT AMOUNT DISAGREE . If the

Other Source field is blank or contains a lettearalter (R or P or F or L or S or X or E),
the Other Source Amount field must be blank. Ifsltgation is reversed and the Other
Source field contains a number, (1, 2, 3, 4 or Bictvindicates payment has been
received, the Other Source Amount field must condadlollar amount. These fieldaust
be corrected or these claimasll not be processed (See Section 4-K & L).

(30) PAWS MONTH UNIT LIMIT IS EXCEEDED. The PAWS process could
establish the maximum Monthly Frequency Period epgul for eligible individual
receiving services. This error indicates that pfiraved monthly units have been
exceeded. To correct this error, the claims mu$bba number of units less than or
equal to the maximum number of allowable unitstmnRPAWS approved for each month.
Refer to the DODD approved PAWS confirmation fa thtal number of authorized
units per month.

(31) ATTEMPT TO ADJUST ANOTHER PROVIDER'’S CLAIMS. If Provider “A”
enters a claim into the system then zeros outclhah, and Provider “B” re-enters the
same claim into the system, and Provider “A” attesrip adjust this claim, Provider “A”
would receive this error. According to DODD'’s systéhat claim now belongs to
Provider “B”.

(32) SERVICE IS IDENTICAL TO PRIOR BILLING . If a claim is submitted for an
eligible individual, Service Code, Date of Serviaad Number of Units of Service as a
prior paid claim, this error will result.

If the Units of Service differed between the twd ¢aims, the new claim is considered

an adjustment, and if no errors are discoveredglien will be stored for later use in the
adjustment process. Refer to section (9) for thesaishent process.
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(33) SERVICE IS INAPPROPRIATELY DELIVERED . Certain combinations of
services are inappropriate. For example, HPC seshall not be based on a day billing
unit when the eligible individual receives HPC seevfrom more than one waiver
service provider on the same date of service.

(34) PAWS WEEK UNIT LIMIT IS EXCEEDED. If Waiver services have been
authorized through the PAWS process at a Weeklguemecy Period, claims must be for
a number of units less than or equal to the maximumber of units of service approved
for each week.

(35) LAST NAME DIFFERS FROM ODJFS RECIPIENT FILE . The first five
letters of the last name entered on the claim mesin exact match to the ODJFS
Recipient File. If this error occurs, the Last Naasat appears in the ODJFS Recipient
File will be printed on the Error Report as an faidcorrection.

(36) INITIAL DIFFERS FROM ODJFS RECIPIENT FILE . The First Initial of the
Legal First Name entered on the claim must be actaxatch to the ODJFS Recipient
File. If this error occurs, the First Initial dsappears in the ODJFS Recipient File will be
printed on the Error Report as an aid for correctlease use the First Initial exactly as
it appears on the individual's Ohio Medicaid Card.

(37) RECIPIENT NOT FOUND ON ODJFS RECIPIENT FILE. A claim for a
recipient who does not have a Recipient check dmgdr and is not found on the ODJFS
Recipient File will receive this error. It is nesasy to confirm that the twelve-digit
Medicaid Recipient Billing Number on the claim sreect and entered on the ODJFS
Recipient File

(39) LEVEL ONE SERVICE EXCEEDS PLAN SPAN LIMIT. HPC, Respite &
Transportation, where the amount billed within Bevs plan exceeds $5,000.00

(40) LEVEL ONE SERVICE EXCCEDS WAIVER SPAN LIMIT. LV1 errors when
specialized medical equip-emergency response sysista exceed $2,000.00 in the
waiver span or when environmental adapt (FAA, Fié\jreater than $2,000.00 and
associated services are greater and $6,000.00ydtwenwaiver span or emergency
services exceeds $8,000.00 during waiver span.

(41) GROUP SIZE IS MISSING OR INVALID. This error occurs when the group size
is missing or zero has been placed into this field.

(42) ICD-9 CODE IS MISSING (837 FORMAT). Contact EDI Support for assistance
at: edi.support@dodd.ohio.gov

(43) SERVICE DATE NOT FOUND IN ELIGIBILITY SPAN. The date of service
for CAFS claims does not fall within the ODJFS ity span.
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(44) SERVICE COUNTY IS MISSING OR INVALID. This is the specific numeric
code used to identify a county in which the eligibidividual received service(s). If the
service date is after July 1, 2005 and the “newafisition codes are being used on the
Paws, the Provider must include the Service Cooatle in the claims submission(s).
County of Service is identified as 01 to 88. Thesenty codes are in the drop down box
by field on the single line entry screen.

(45) STAFF SIZE IS MISSING OR INVALID. This error occurs when the staff size is
missing or zero has been placed into this field.

(46) STAFF SIZE AND SERVICE CODE DISAGREE. This error occurs when the
staff size and the coordinating services codeghat with a curtain staff size doesn’t
match (see section 6).

(47) STAFF SIZE EXCEEDS MAXIMUM ALLOWED. This error occurs when the
provider bills for more then 5 staff members foeafaims line.

(48) INPUT RATE IS MISSING OR INVALID. This error occurs when the rate of
claim(s) (the UCR) is missing or non-numeric datswentered into this field.

(49) SERVICE DATE EXCEEDS ALLOWED ADJUSTMENT SPAN. Any claim
preceding the adjustment cut off date (currently@3) will receive this error
designation. Claims being adjusted may not pretiedalate of service.

(50) INDIVIDUAL AGE INAPPROPRIATE FOR FOSTER CARE. An Individual
receiving adult foster care services (AFA or AFQ)sinbe 18 years of age or older.

(51) SERVICE CODE AND PROVIDER TYPE DISAGREE. Contact Provider
SupportProvider.Support@dodd.ohio.gbtw have our IT department correct your
provider type in the PAWS record.

(52) HOMEMAKER/PERSONAL CARE AND FOSTER CARE CONFLI CT. An
individual may not receive homemaker/personal sargices on the same day as adult
foster care services. In the event of simultaneodmnissions, adult foster care services
will receive precedent.

(53) HIPAA BILLING CODE RECEIVED IS INVALID. Resubmit using the
appropriate billing code.

(54) NET CLAIM AMOUNT IS LESS THAN ZERO. Other source amount entered
exceeds the amount billed for the individual claiResubmit, making certain the amount
entered into the other source amourdggal to or less than the total claim. If necessary,
report the remainder of the patient liability oe flollowing day(s) claim.
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(55) DBU CLAIM OVER CEILING REJECTED BY DODD. This error occurs
when a daily billing unit claim submitted at a rateceeding the established ceiling is
rejected by DODD before submission to ODJFS.

(56) CLAIM NOT MATCHED WITH ACUITY TABLE. The claim did not match
against the current acuity table, and the billiagg rcould not be calculated without an
acuity value. The claim will be automatically rebsuitted until a successful match is
made with the acuity table.

(57) INDIV SUSPENDED FROM PAWS ON THIS DATE. The service was
delivered on a date when the individual was temdgrsuspended from PAWS, and thus
ineligible for billing.

CONTACT CLAIMS SERVICES UNIT IF FURTHER ASSISTANCE IS
NEEDED. The toll free telephone number is: (800) 617-67B88roail address is
provider.support@dodd.ohio.gov
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SECTION 7: DENIED CLAIMS

All I/O and LV1 waiver claims are submitted to OL&Jfor final adjudication (approval
or denial). All claims, which are approved by ODJB& processed by DODD for
payment. Any claim denied by ODJFS will not be paydDODD.

If claims are denied by ODJFS, DODD then generate&NIED Report, which lists all
claims that have been denied, along with a thrgé-déenial code for each denied claim.

The following are thenost common Denial Codefrom ODJFS:

 218- TPL CASE MASTER RECORD INDICATES 3RD PARTY COVER AGE

TPL stands for Third Party Liability. This denialicates that ODJFS records
show thathe recipient has health insuranceAs Medicaid is always the payer
of last resort, this “other source” of coverage thesaddressed in order for the
claim to be approved for payment.

Refer to Section 4 of this booklet for the proper @her Source Codes.

Once the appropriate “Other Source Code” has betrdined and entered in to
the Other Source field on the claim, tiaim must be resubmittedto DODD for
reprocessing.

Note: Providers should submit claims to Insurance sorgperted to ODJFS at
least once each year.

e 271- SERVICE DATES FALL OUTSIDE OF ELIGIBILITY SPAN
Waiver eligibility is contingent upoNedicaid eligibility . If a Medicaid eligible
individual has a break in Medicaid eligibility dteea change in resources or
circumstances, their eligibility for Waiver servicenay be suspended. Waiver
claims cannot be reimbursed for any Date(s) of iBeron which the individual
was not Medicaid eligible.

It is important to check the individual’s Medicaidrd monthly to confirm that Medicaid
eligibility has not been interrupted.
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* 289- TAPE SUBMITTER NOT AUTHORIZED TO SUBMIT CLAIMS F OR

THIS PROVIDER

This denialusually only affects new Providers or Providers that have not
billed during the past year.As DODD acts as the “middle man” between 1/O
and LV1 waiver providers and ODJFS, DODD must sulamiODHS Form 6301
to ODJFS for each Provider who provides waiverisess This form is signed by
the Provide,r and authorizes DODD to act as amnmdiary.

If the Provider has not signed a 6301 form (Etaut Media Notification), claims
will be denied. Once the 6301 form is signed dledi fwith ODJFS, claims must
then be resubmitted to DODD for processing. Thesmf is part of the
Certification packet. To obtain this form, coritB®©DD Provider Certification at
1-877-289-3636.

* 914- PROVIDER STATUS

This denial means your Medicaid Provider number J&8) has been placed in
VOLUNTARY TERMINATION STATUS. The Provider needs fifl out a “Re-
Instatement Packet”. Contact Provider Certificafimnfurther instructions. 1-
800-289-3636 or e-mail them ertificiation.support@dodd.ohio.gov

Contact the Claims Services Unit by phone 1-800-6%733 or email at
provider.support@dodd.ohio.gov
for further assistance with claims that have beenehied by ODJFS.
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SECTION 8: ADJUSTMENTS

Due to the number of variables involved with adjuesits, it is always advisable to
contact the Claims Services Unit [provider.suppatt@d.ohio.gov or (800)617-6733]
before entering an adjustment. These are just a few ebengh common adjustments.
Please note that “zero” adjustments are taken failieanext adjustment cycle. There is
no longer a “hold-it” on zero adjustments.

In the context of Medicaid waiver claims processigjustments are corrections to

paid claims.Due to additional processing requiremeatgjustments are not processed
within the standard 21-day claims processing timetie. Due to the number of variables
present in processing adjustment claims, DODD natl be able to tell providers

when the adjustments will take effect. Providerstikeep track of their adjustment
reports.

Adjustments may be required for a variety reassush as:

a. Claim, in its entirety, was submitted and paieriror.

b. Number of units of service submitted and paid waorrect.

c. Service code submitted and paid was incorrect.

d. Claim was paid at an incorrect service rate.

e. Patient liability was not correctly reportedeaft8 months.

f. An individual receiving services entered a nogshome or passed away.

a. CLAIMS SUBMITTED AND PAID IN ERROR: If claims were paid for services
that were not actually delivered, sufficiently dowented, or were inappropriate for
reimbursement, the Providetust submit an adjustment to correct the error. The
Providermust submit a claim for the same day of service, sergame (as the

original paid claim), and enter a zero (0) in tingsiof service column. This entry
indicates that there were no units of service @edid on the indicated day of serviGée
adjustment for the incorrectly paid claim will be deducted from future claims
payment(s).

b. INCORRECT UNITS OF SERVICE: If claims are paid for an incorrect number of
units of service, an adjustmemntst be submitted to correct the number of units of
service paid.

NOTE: The key to submitting proper unit difference adjustmentsis toresubmit the
claim for the correct number of units of service delivered, anldOT the difference
between the correct number of units of servicevdedd and the actual number of units
of service paid.

EXAMPLE : If 20 units of service for a specific Service @oalas paid for a specific
date of service and the provider determines theattrect number of units of service
was actually 25, the provider should resubmit aclar the original month billed and
day of service, the original service code, andctireect total units of service (which in
this example is 25).
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The claims processing system will reference thd pkims history to determine that 20
units of service were previously paid and the ptevis due an adjustment of 5 units of
service. The additional units of service will begessed for payment. On the contrary, if
20 units of service for a specific service codeenmatid for a specific date of service, and
the provider determines that the correct numbemds of service was actually 15, the
provider should resubmit a claim for the originamth billed and day of service, the
original service code and the correct total unitsesvice (which in this example is 15).
The claims processing system will reference thd plaims history to determine that 20
units of service were previously paid and the ptewviowes an adjustment of 5 units of
service.The overpayment will be deducted from payment of fture claims.

c. INCORRECT SERVICE CODE: If services were paid with an incorrect service
code; the providemust submit an adjustment to correct the error. atgistment

would consist of two steps.

Step 1:Enter the original day of service, the originalvéss code that was paid and zero
(0) units of service. This entry indicates thatr¢éheere no units of service delivered on
that day.

Step 2:This step cannot be taken for two (2) billing cgcédterStep 1was processed.
Enter the same day of service, with the correatisercode and the actual number of
service units delivered. The net effect of the amtries would be the payment of the
correct claim and an adjustment to the incorrgaéiiyl claim.The adjustment for the
incorrectly paid claims will be deducted from future claims payment(s).

d. INCORRECT SERVICE RATE: If claims were submitted and paid with an
incorrect service rate, the Provider should sulamiadjustment to correct the error.
Re-submit the claim, using exactly the same infaronabut with the correct rate. For
instance:

If a provider bills for Homemaker/personal care [RPC], and enters 41 instead of 411
in the Usual Customary Rate field, they would resiibhe claim with the same
information, but would put 411 in the UCR field. &'bystem will reference the billing
history and cause an adjustment to pay out foditference.

e. PATIENT LIABILITY ADJUSTMENTS : If patient liability was never submitted on
the claim the provider must go back to first daylays of the month it was not entered
and resubmit the information. If the wrong amouinpatient liability was entered, go
back to the date of the error and enter in theecb@mount. Patient liability submitted in
error, can be corrected by re-submitting the chaith the same information, but entering
zeros (0) in the other source amount column.

f. AN INDIVIDUAL RECEIVING SERVICES ENTERED A NURSI NG HOME
OR PASSED AWAY: The county board notifies the PAWS unit of thiswecence.

ADJUSTMENT PRINTOUTS: Itis to your benefit to print copies of any/alljastment
report information . Keep the information so thditen adjustments are seen at the top of
the voucher report you have the ability to refeeetiis information and reconcile.

Please Note: Adjustments take additional time to process through the MBS system.
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SECTION 9: WEBLINKS AND FORMS

* FOR PAWS INFORMATION http://dodd.ohio.gov/common/paws.htm

e  W-9 http://www.irs.gov/publirs-pdf/fw9.pdf

e OBM VENDOR INFORMATION FORM (to be filled out along with W-9)
http://ohiosharedservices.ohio.gov/document.asp88c86b4-3755-4a72-8415-
77964ad22128

VENDOR'’'S AUTHORIZATION AGREEMENT FOR AUTOMATIC

DEPOSIT OF STATE WARRANTS & Instructions for Compl etion (EFT form)
http://ohiosharedservices.ohio.gov/document.aspX@d3fab4-666d-4daf-844f-

af62452c34d8

SECURITY AFFIDAVIT FORM
http://dodd.ohio.qgov/forms/general/security-waipdf

FORM 2 - MONTHLY ROSTER OF SERVICES DELIVERED
For Adaptive & Assistive Equipment-Environmental Modification Claims only.
http://dodd.ohio.gov/forms/Form%202.pdf

VERIFICATION OF ENVIRONMENTAL MODIFICATION FORM
http://dodd.ohio.gov/forms/Environment%20Mods% 20k agdf

CHANGE OF ADDRESS FORM
http://ohiosharedservices.ohio.gov/document.aspgidfd3fab4-666d-4daf-844f-
af62452c34d8

e LIST OF COUNT BOARDS
http://dodd.ohio.gov/contacts/countyboardsl1.htm

28




