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Effective with date of service July 1, 2011, please replace the April 2010 Special Bulletin Il, Health Check Billing
Guide 2010, with the July 2011 edition of the Health Check Billing Guide. For your convenience key words and
phrases have been bolded.

In the state of North Carolina, the EPSDT services program is administered under the name Health Check,
which is the Medicaid Program for Children.

EPSDT POLICY INSTRUCTIONS

Background

Federal Medicaid law at 42 U.S.C.8 1396d(r) [1905(r) of the Social Security Act]
requires state Medicaid programs to provide Early and Periodic Screening, Diagnosis,
and Treatment (EPSDT) for recipients under 21 years of age. W.ithin the scope of
EPSDT benefits under the federal Medicaid law, states are required to cover any service
that is medically necessary “to correct or ameliorate a defect, physical or mental illness,
or a condition identified by screening,” whether or not the service is covered under the
North Carolina State Medicaid Plan. The services covered under EPSDT are limited to
those within the scope of the category of services listed in the federal law at 42 U.S.C. §
1396d(a) [1905(a) of the Social Security Act]. The listing of EPSDT/Medicaid services
Is appended to this instruction.

EPSDT services include any medical or remedial care that is medically necessary to
correct or ameliorate a defect, physical or mental illness, or condition [health problem].
This means that EPSDT covers most of the treatments a recipient under 21 years of age
needs to stay as healthy as possible, and North Carolina Medicaid must provide for
arranging for (directly or through referral to appropriate agencies, organizations, or
individuals) corrective treatment the need for which is disclosed by such child health
screening services. “Ameliorate” means to improve or maintain the recipient’s health in
the best condition possible, compensate for a health problem, prevent it from worsening,
or prevent the development of additional health problems. Even if the service will not
cure the recipient’s condition, it must be covered if the service is medically necessary to
Improve or maintain the recipient’s overall health.

EPSDT makes short-term and long-term services available to recipients under 21 years of
age without many of the restrictions Medicaid imposes for services under a waiver OR
for adults (recipients 21 years of age and over). For example, a service must be covered
under EPSDT if it is necessary for immediate relief (e.g., pain medication). It is also
important to note that treatment need not ameliorate the recipient’s condition taken as a
whole, but need only be medically necessary to ameliorate one of the recipient’s
conditions. The services must be prescribed by the recipient’s physician, therapist, or
other licensed practitioner and often must be approved in advance by Medicaid. Refer to
the Basic Medicaid Billing Guide, Section 6, Prior Approval, and the prior approval
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web page, respectively at the addresses specified below for further information about
EPSDT and prior approval requirements.

http://www.ncdhhs.gov/dma/provider/library.htm
http://ncdhhs.gov/dma/provider/priorapproval.htm

EPSDT Features

Under EPSDT, there is:

1.

No Waiting List for EPSDT Services

EPSDT does not mean or assure that physicians and other licensed practitioners or
hospitals/clinics chosen by the recipient and/or his/her legal representative will not
have waiting lists to schedule appointments or medical procedures. However,
Medicaid cannot impose any waiting list and must provide coverage for corrective
treatment for recipients under 21 years of age.

No Monetary Cap on the Total Cost of EPSDT Services*

A child under 21 years of age financially eligible for Medicaid is entitled to receive
EPSDT services without any monetary cap provided the service meets all EPSDT
criteria specified in this policy instruction. If enrolled in a Community
Alternatives Program (CAP), then the recipient under 21 years of age may receive
BOTH waiver and EPSDT services. However, it is important to remember that the
conditions set forth in the waiver concerning the recipient’s budget and continued
participation in the waiver apply. See “EPSDT Coverage and CAP Waivers” for
further detail. *EPSDT services are defined as Medicaid services within the
scope of the category of services listed in the federal law at 42 U.S.C. §
1396d(a) [1905(a) of the Social Security Act]. See attached listing.

No Upper Limit on the Number of Hours or Units under EPSDT

For clinical coverage policy limits to be exceeded, the provider’s documentation
must address why it is medically necessary to exceed the limits in order to correct
or ameliorate a defect, physical or mental illness, or condition [health problem].

No Limit on the Number of EPSDT Visits to a Physician, Therapist, Dentist,
or Other Licensed Clinician

To exceed such limits, the provider’s documentation must address why it is
medically necessary to exceed the limits in order to correct or ameliorate a defect,
physical or mental illness, or condition [health problem].

No Set List that Specifies When or What EPSDT Services or Equipment May
Be Covered

Only those services within the scope of those listed in the federal law at 42 U.S.C.
8 1396d(a) [1905(a) of the Social Security Act] can be covered under EPSDT. See
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attached listing. However, specific limitations in service definitions, clinical
policies, or DMA billing codes MAY NOT APPLY to requests for services for
children under 21 years of age.

No Co-payment or Other Cost to the Recipient

Coverage for Services That Are Never Covered for Recipients over 21 Years
of Age

Only those services within the scope of those listed in the federal law at 42 U.S.C.
8§ 1396d(a) [1905(a) of the Social Security Act] can be covered under EPSDT. See
attached listing.  Provider documentation must address why the service is
medically necessary to correct or ameliorate a defect, physical and mental illness,
or condition [health problem].

Coverage for Services Not Listed in the N.C. State Medicaid Plan

Only those services within the scope of those listed in the federal law at 42 U.S.C.
8 1396d(a) [1905(a) of the Social Security Act] can be covered under EPSDT. See
attached listing.

EPSDT Criteria

It is important to note that the service can only be covered under EPSDT if all criteria
specified below are met.

1.

o bk w

7.

EPSDT services must be coverable services within the scope of those listed in the
federal law at 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act]. For
example, “rehabilitative services” are a covered EPSDT service, even if the
particular rehabilitative service requested is not listed in DMA clinical policies or
service definitions.

The service must be medically necessary to correct or ameliorate a defect, physical
or mental illness, or a condition [health problem] diagnosed by the recipient’s
physician, therapist, or other licensed practitioner. By requiring coverage of
services needed to correct or ameliorate a defect, physical or mental illness, or a
condition [health problem], EPSDT requires payment of services that are medically
necessary to sustain or support rather than cure or eliminate health problems to the
extent that the service is needed to correct or ameliorate a defect, physical or
mental illness, or condition [health problem].

The requested service must be determined to be medical in nature.
The service must be safe.
The service must be effective.

The service must be generally recognized as an accepted method of medical
practice or treatment.

The service must not be experimental/investigational.
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Additionally, services can only be covered if they are provided by a North Carolina
Medicaid enrolled provider for the specific service type. This may include an out-of-state
provider who is willing to enroll if an in-state provider is not available.

IMPORTANT POINTS ABOUT EPSDT COVERAGE

General

1.

If the service, product, or procedure requires prior approval, the fact that the
recipient is under 21 years of age does NOT eliminate the requirement for prior
approval.

EPSDT services must be coverable within the scope of those listed in the federal
law at 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act]. EPSDT requires
Medicaid to cover these services if they are medically necessary to correct or
ameliorate a defect, physical or mental illness, or a condition [health problem].
“Ameliorate” means to improve or maintain the recipient’s health in the best
condition possible, compensate for a health problem, prevent it from worsening, or
prevent the development of additional health problems.

Recipients under 21 must be afforded access to the full panoply of EPSDT
services, including case management. Case management must be provided to a
Medicaid eligible child if medically necessary to correct or ameliorate the child’s
condition regardless of eligibility for CAP waiver services.

EPSDT services need not be services that are covered under the North Carolina
State Medicaid Plan or under any of the Division of Medical Assistance’s (DMA)
clinical coverage policies or service definitions or billing codes.

Under EPSDT, North Carolina Medicaid must make available a variety of
individual and group providers qualified and willing to provide EPSDT services.

EPSDT operational principles include those specified below.

a. When state staff or utilization review (UR) vendors review a covered state
Medicaid plan services request for prior approval or continuing authorization
for an individual under 21 years of age, the reviewer will apply the EPSDT
criteria to the review. This means that:

(1) Requests for EPSDT services do NOT have to be labeled as such. Any
proper request for services for a recipient under 21 years of age is a request
for EPSDT services. For recipients under 21 years of age enrolled in a CAP
waiver, a request for services must be considered under EPSDT as well as
under the waiver if the requested service is both a waiver service and a
service within the scope of the category of services listed in the federal law
at 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act].
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(2) The decision to approve or deny the request will be based on the recipient’s
medical need for the service to correct or ameliorate a defect, physical [or]
mental illness, or condition [health condition].

The specific coverage criteria (e.g., particular diagnoses, signs, or symptoms) in
the DMA clinical coverage policies or service definitions do NOT have to be
met for recipients under 21 years if the service is medically necessary to correct
or ameliorate a defect, physical or mental illness, or condition [health problems]
if approved under the auspices of EPSDT.

The specific numerical limits (number of hours, number of visits, or other
limitations on scope, amount or frequency) in DMA clinical coverage policies,
service definitions, or billing codes do NOT apply to recipients under 21 years
of age if more hours or visits of the requested service are medically necessary to
correct or ameliorate a defect, physical or mental illness, or condition [health
problem]. This includes the hourly limits and location limits on Medicaid
Community Support Services (CSS), a non-covered state Medicaid plan service,
for example.

. Other restrictions in the clinical coverage policies, such as the location of the

service , prohibitionon multiple services on the same day or at the same time
(e.g., day treatment and residential treatment) must also be waived under
EPSDT as long as the services are medically necessary to correct or ameliorate
a defect, physical or mental illness, or condition [health problem].

Out-of-state services are NOT covered if similarly efficacious services that are
medically necessary to correct or ameliorate a defect, physical or mental illness,
or condition [health problems] are available anywhere in the state of North
Carolina. Services delivered without prior approval will be denied. There is no
retroactive prior approval for services that require prior approval, unless there is
retroactive Medicaid eligibility. Refer to the Basic Medicaid Billing Guide,
Section 6, Prior Approval, for further information regarding the provision of
out-of-state services.

Providers or family members may write directly to the Assistant Director for
Clinical Policy and Programs, Division of Medical Assistance, requesting a
review for a specific service. However, DMA vendors and contractors must
consider any request for state Medicaid plan services for a recipient under 21
years of age under EPSDT criteria when the request is made by the recipient’s
physician, therapist, or other licensed practitioner in accordance with the
Division’s published policies. If necessary, such requests will be forwarded to
DMA or the appropriate vendor.

. Requests for prior approval for services must be fully documented to show

medical necessity. This requires current information from the recipient’s
physician, other licensed clinicians, the requesting qualified provider, and/or
family members or legal representative. If this information is not provided,
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Medicaid or its vendor will have to obtain the needed information, and this will
delay the prior approval decision. See procedure below for requesting EPSDT
services regarding further detail about information to be submitted.

North Carolina Medicaid retains the authority to determine how an identified
type of equipment, therapy, or service will be met, subject to compliance with
federal law, including consideration of the opinion of the treating physician and
sufficient access to alternative services. Services will be provided in the most
economic mode, as long as the treatment made available is similarly efficacious
to the service requested by the recipient’s physician, therapist, or other licensed
practitioner, the determination process does not delay the delivery of the needed
service, and the determination does not limit the recipient’s right to free choice
of North Carolina Medicaid enrolled providers who provide the approved
service. It is not sufficient to cover a standard, lower cost service instead of a
requested specialized service if the lower cost service is not equally effective in
that individual case.

Restrictions in CAP waivers such as no skilled nursing for the purpose of
monitoring do not apply to EPSDT services if skilled monitoring is medically
necessary. Nursing services will be provided in accordance with 21 NCAC
36.0221 (adopted by reference).

Durable medical equipment (DME), assistive technology, orthotics, and
prosthetics do NOT have to be included on DMA’s approved lists or be covered
under a CAP waiver program in order to be covered under EPSDT subject to
meeting the criteria specified in this policy.

Medicaid will cover treatment that the recipient under 21 years of age needs
under this EPSDT policy as long as the requested service is a service within the
scope of the category of services listed in the federal law at 42 U.S.C. 8
1396d(a) [1905(a) of the Social Security Act].

North Carolina Medicaid will enroll providers, set reimbursement rates, set
provider qualifications, and assure the means for claims processing when the
service is not already established in the North Carolina State Medicaid Plan.

. Requests for prior approval of services are to be decided with reasonable

promptness, usually within 15 business days. No request for services for a
recipient under 21 years of age will be denied, formally or informally, until it is
evaluated under EPSDT.

. If services are denied, reduced, or terminated, proper written notice with appeal

rights must be provided to the recipient and copied to the provider. The notice
must include reasons for the intended action, citation that supports the intended
action, and notice of the right to appeal. Such a denial can be appealed in the
same manner as any Medicaid service denial, reduction, or termination. See the
section of this manual entitled Medicaid Recipient Due Process (Right to
Appeal Prior Approval Decisions).
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0. The recipient has the right to continued Medicaid payment for services
currently provided pending appeal. This includes the right to reinstatement of
services pending appeal if there was less than a 30 day interruption before
submitting a re-authorization request.

EPSDT Coverage and CAP Waivers

1.

Waiver services are available only to participants in a Community Alternatives
Program (CAP) and are not a part of the EPSDT benefit unless the waiver service
IS ALSO an EPSDT service (e.g. durable medical equipment).

Any request for services for a CAP recipient under age 21 must be evaluated under
BOTH the waiver and EPSDT if the requested service is a service within the scope
of the category of services listed in the federal law at 42 U.S.C. § 1396d(a)
[1905(a) of the Social Security Act].

Additionally, a child financially eligible for Medicaid outside of the waiver is
entitled to elect EPSDT services without any monetary cap instead of waiver
services.

ANY child enrolled in a CAP program can receive BOTH waiver services and
EPSDT services. However, if enrolled in a CAP program, approval of the waiver
services as well as the delivery and cost of the recipient’s services must be in
compliance with the requirements established by the waiver and this policy.
Relative to cost of the services, cost neutrality must be maintained in accordance
with waiver requirements. While a recipient may exceed waiver limits, prior
approval must be obtained as specified below.

a. CAP for Children (CAP/C) and CAP for Disabled Adults (CAP/DA): For a
service that is both a waiver service and EPSDT service, the recipient may
exceed the limit on that individual service, and prior approval is required before
the limit is exceeded. If the service is a waiver service only, the limit may not
be exceeded. Cost neutrality must be maintained in accordance with waiver
requirements.

b. CAP for Persons with Intellectual and Other Developmental Disabilities
(CAP/IDD): Prior approval to exceed $100,000 per year must be obtained
from the Division of Mental Health, Developmental Disabilities, and Substance
Abuse Services (DMH/DD/SAS). Cost neutrality must be maintained in
accordance with waiver requirements.

A recipient under 21 years of age on a waiting list for CAP services, who is an
authorized Medicaid recipient without regard to approval under a waiver, is
eligible for necessary EPSDT services without any waiting list being imposed by
Medicaid. For further information, see “No Waiting List for EPSDT™.

EPSDT services must be provided to recipients under 21 years of age in a CAP
program under the same standards as other children receiving Medicaid services.
For example, some CAP recipients under 21 years of age may need daily in-school
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assistance supervised by a licensed clinician through Community Support Services
(CSS), a non-covered or In-Home Care for Children (IHCC). It is important to
note that Medicaid services coverable under EPSDT may be provided in the school
setting, including to CAP/IDD recipients. Services provided in the school and
covered by Medicaid must be included in the recipient’s budget.

7. CAP/DA case managers can deny a request for CAP/DA waiver services. If a
CAP/DA case manager denies, reduces, or terminates a CAP/DA waiver service, it
Is handled in accordance with DMA’s prior approval and due process procedures.

No other case manager can deny a service request supported by a licensed
clinician, either formally or informally.

8. When a recipient under 21 years of age is receiving CAP services, case managers
must request covered state Medicaid plan services as indicated below. Covered
state Medicaid plan services are defined as requests for services, products, or
procedures covered by the North Carolina State Medicaid Plan.

a. CAP/C: Requests for medical, dental, and behavioral health services covered
under the North Carolina State Medicaid Plan that require prior approval must
be forwarded to the appropriate vendor. Please refer to the Utilization Review
Contractor  table on  the prior approval web page at
http://ncdhhs.gov/dma/provider/priorapproval.htm to locate the appropriate
vendor in the recipient’s county/catchment area and/or service type. A plan of
care revision for waiver services must be submitted to the CAP/C consultant as
well.

b. CAP/DA: Requests for medical, dental, and behavioral health services covered
under the North Carolina State Medicaid Plan that require prior approval must
be forwarded to the appropriate vendor. Please refer to the Utilization Review
Contractor  table on  the prior approval web page at
http://ncdhhs.gov/dma/provider/priorapproval.htm to locate the appropriate
vendor in the recipient’s county/catchment area and/or service type. A plan of
care revision for waiver services must be submitted to the CAP/DA case
manager as well. All EPSDT requests must be forwarded to the CAP/DA
consultant at DMA.

c. CAP/IDD: Requests for medical, dental services and/or behavioral health
services covered under the North Carolina State Medicaid Plan must be
forwarded to the appropriate DMA vendor for review and approval. Please
refer to the Utilization Review Contractor table on the prior approval web page
at http://ncdhhs.gov/dma/provider/priorapproval.htm to locate the appropriate
vendor in the recipient’s county/catchment area and/or service type. Plan of
care revisions must be submitted in accordance with the policies and
procedures published by DMA or the vendor (statewide or LME) reviewing the
plan of care request.
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NOTE: Do not submit medical and dental requests to the statewide vendor or
the LME for review.

d. All EPSDT and covered state Medicaid plan requests for behavioral health

services must be forwarded to the statewide vendor or the LME responsible for
utilization review in the recipient’s county/catchment area as indicated in the
Utilization Review Contractor table on the prior approval web page at
http://ncdhhs.gov/dma/provider/priorapproval.htm. This includes requests for
children not in a waiver who have a case manager. Requests for medical and
dental services covered under the North Carolina State Medicaid Plan must be
forwarded to the appropriate vendor (medical or dental) for review and
approval. Plan of care revisions must be submitted in accordance with the
policies and procedures published by DMA or the vendor (statewide or LME)
reviewing the plan of care request.

An appeal under CAP must also be considered under EPSDT criteria as well as
under CAP provisions if the appeal is for a Medicaid recipient under 21 years of
age and the service under appeal is both a waiver service and a service within the
scope of the category of services listed in the federal law at 42 U.S.C. § 1396d(a)
[1905(a) of the Social Security Act].

EPSDT Coverage and Mental Health/Developmental Disability/Substance Abuse
(MH/DD/SA) Services

1.

Staff employed by LMEs CANNOT deny requests for services, formally or
informally. Requests must be forwarded to appropriate utilization vendor
(statewide or LME responsible for utilization review in the recipient’s
county/catchment area as indicated in the Utilization Review Contractor table on
the prior approval web page at http://ncdhhs.gov/dma/provider/priorapproval.htm.)
if supported by a licensed clinician.

LMEs may NOT use the Screening, Triage, and Referral (STR) process or IDD
eligibility process as a means of denying access to Medicaid services. Even if the
LME STR screener does not believe the child needs enhanced services, the family
must be referred to an appropriate Medicaid provider to perform a clinical
evaluation of the child for any medically necessary service.

Requests for prior approval of MH/DD/SA services for recipients under 21 must be
sent to the statewide vendor or the LME responsible for utilization review in the
recipient’s county/catchment area as indicated in the Utilization Review Contractor
table on the prior approval web page at
http://ncdhhs.gov/dma/provider/priorapproval.htm. If the request needs to be
reviewed by DMA clinical staff, the utilization review vendor will forward the
request to the Assistant Director for Clinical Policy and Programs.

If a recipient under 21 years of age has a developmental disability diagnosis, this
does not necessarily mean that the requested service is habilitative and may not be
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covered under EPSDT. The EPSDT criteria of whether the service is medically
necessary to correct or ameliorate a defect, physical or mental illness, or condition
[health problem] apply. Examples include dual diagnoses and behavioral
disorders. All individual facts must be considered.

5. All EPSDT requirements (except for the procedure for obtaining services) fully
apply to all behavioral health utilization review vendors.

PROCEDURE FOR REQUESTING EPSDT SERVICES

Covered State Medicaid Plan Services

Should the service, product, or procedure require prior approval, the fact that the recipient
Is under 21 years of age does NOT eliminate the requirement for prior approval. If prior
approval is required and if the recipient does not meet the clinical coverage criteria or
needs to exceed clinical coverage policy limits, submit documentation with the prior
approval request that shows how the service at the requested frequency and amount is
medically necessary and meets all EPSDT criteria, including to correct or ameliorate a
defect, physical or mental illness, or condition [health problem], to the appropriate
vendor or DMA staff. When requesting prior approval for a covered service, refer to the
Basic Medicaid Billing Guide, section 6. If the request for service needs to be reviewed
by DMA clinical staff, the vendor will forward the request to the Assistant Director for
Clinical Policy and Programs. Should further information be required, the provider will
be contacted. See the Provider Documentation section of these instructions for
information regarding documentation requirements.

In the event prior approval is not required for a service and the recipient needs to
exceed the clinical coverage policy limitations, prior approval from a vendor or DMA
staff is required. See the Provider Documentation section of these instructions for
information regarding documentation requirements.

Services Formerly Covered by Children’s Special Health Services (CSHS)

Previously, requests for pediatric mobility systems, cochlear implants and accessories,
ramps, tie-downs, car seats, vests, DME, orthotics and prosthetics, home health supplies,
not listed on DME fee schedules for recipients under 21 years of age, oral nutrition,
augmentative and alternative communication devices, and over-the counter medications
were approved and processed by CSHS. These services have been transferred from CSHS
to Medicaid as specified below.

o Pediatric Mobility Systems, including non-listed components—Send to HP
Enterprise Services using the Certificate of Medical Necessity/Prior Approval
(CMN/PA form). Refer to Clinical Coverage Policy 5A, Durable Medical
Equipment, for details (on DMA’s Web site at http://www.ncdhhs.gov/dma/mp/).
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o Cochlear/Auditory Brainstem Implants and Accessories—Fax all requests for
external parts replacement and repair, in letter format, to the appropriate cochlear
or auditory brainstem implant manufacturer. The manufacturer will process
requests, obtain prior approval for external speech processors, and file claims.
Guidelines for the letter requesting external parts replacement or repair can be
obtained from the cochlear or auditory brainstem manufacturer.

- Oral Nutrition Formula on DMA Fee Schedules—Send requests to HP
Enterprise Services. Refer to Clinical Coverage Policy 5A, Durable Medical
Equipment, for details (on DMA’s Web site at http://www.ncdhhs.gov/dma/mp/).
For those formulas not included on the DMA fee schedule and that have not been
assigned Current Procedural Terminology (CPT) or Healthcare Common
Procedure Coding System (HCPCS) codes, submit the request to the Assistant
Director, Clinical Policy and Programs as specified on the Non-Covered State
Medicaid Plan Services Request Form for Recipients under 21 Years of Age
located on DMA’s Web site at http://www.ncdhhs.gov/dma/provider/forms.htm.

- Augmentative and Alternative Communication Devices on DMA Fee
Schedules—Send requests to HP Enterprise Services. Refer to Clinical Policy 5A,
Durable Medical Equipment, for details (on DMA’s Web site at
http://www.ncdhhs.gov/dma/mp/).

- Ramps, Tie Downs, Car Seats, and Vests—Effective with date of request
September 1, 2008, CSHS no longer authorizes payment for ramps, tie-downs, car
seats, and vests. These items are not included in the DME covered by Medicaid,
nor are they covered under EPSDT services, which cover medical equipment and
supplies suitable for use in the home for Medicaid recipients under the age of 21.
However, if the recipient is covered under a Medicaid waiver, these items may be
considered if covered under the waiver.

- Over-the-Counter (OTC) Products—Over the counter products are covered by
N.C. Medicaid in accordance with  policy A-2 located at
http://www.ncdhhs.gov/dma/mp/index.htm. If the OTC has a National Drug Code
(NDC) number and the manufacturer has a valid rebate agreement with the Centers
for Medicare and Medicaid Services (CMS), but the drug does not appear on
DMA’s approved coverage listing of OTC medications, please send the request to
Assistant Director, Clinical Policy and Programs.

Non-Covered State Medicaid Plan Services

Requests for non-covered state Medicaid plan services are requests for services, products,
or procedures that are not included at all in the North Carolina State Medicaid Plan but
are coverable under federal Medicaid law, 1905(r) of the Social Security Act, for
recipients under 21 years of age. See attached listing. Requests for non-covered state
Medicaid plan services that have been assigned CPT and HCPCS codes should be
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submitted to the appropriate vendor. Medical, dental, and behavioral health service
requests for non-covered state Medicaid plan services that have not been assigned CPT
and HCPCS codes and requests for a review when there is no established review process
for a requested service should be submitted to the Assistant Director, Clinical Policy and
Programs, Division of Medical Assistance at the address or facsimile (fax) number
specified on the Non-Covered State Medicaid Plan Services Request Form for Recipients
under 21 Years of Age. To decrease delays in reviewing non-covered State Medicaid
plan requests, providers are asked to complete this form. A review of a request for a non-
covered State Medicaid plan service includes a determination that ALL EPSDT criteria
specified in these instructions are met.

PROVIDER DOCUMENTATION

Documentation for either covered or non-covered State Medicaid plan services should
show how the service will correct or ameliorate a defect, physical or mental illness, or a
condition [health problem]. This includes:

1.  documentation showing that medical necessity and policy criteria are met;
2. documentation to support that all EPSDT criteria are met; and
3. evidence-based literature to support the request, if available.

Should additional information be required, the provider will be contacted.

FOR FURTHER INFORMATION ABOUT EPSDT

. Important additional information about EPSDT and prior approval is found in the
Basic Medicaid Billing Guide, Sections 2 and 6, and on the DMA EPSDT provider
page. The web page addresses are specified below.

Basic Medicaid Billing Guide: http://www.ncdhhs.gov/dma/basicmed/
Health Check Billing Guide: http://www.ncdhhs.gov/dma/healthcheck/
EPSDT Provider Page: http://www.ncdhhs.gov/dma/epsdt/

. DMA and its vendors will conduct ongoing training for employees, agents, and
providers on this instruction. Training slides are available on the EPSDT provider
page on DMA’s Web site at http://www.ncdhhs.gov/dma/epsdt/.

ATTACHMENT
o Listing of Medicaid (EPSDT) Services Found in the Social Security Act at 1905(a)
[42 U.S.C. § 1396d(a)]
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Listing of EPSDT Services Found at 42 U.S.C. § 1396d(a) [1905(a) of the Social

Security Act]

Inpatient hospital services (other than services in an institution for mental disease)
Outpatient hospital services

Rural health clinic services (including home visits for homebound individuals)
Federally qualified health center services

Other laboratory and X-ray services (in an office or similar facility)

EPSDT (Note: EPSDT offers periodic screening services for recipients under age
21 and Medicaid covered services necessary to correct or ameliorate a diagnosed
physical or mental condition)

Family planning services and supplies

Physician services (in office, recipient's home, hospital, nursing facility, or
elsewhere)

Medical and surgical services furnished by a dentist

Home health care services (nursing services; home health aides; medical supplies,
equipment, and appliances suitable for use in the home; physical therapy,
occupation therapy, speech pathology, audiology services provided by a home
health agency or by a facility licensed by the State to provide medical
rehabilitation services)

Private duty nursing services

Clinic services (including services outside of clinic for eligible homeless
individuals)

Dental services

Physical therapy, occupational therapy, and services for individuals with speech,
hearing, and language disorders

Prescribed drugs

Dentures

Prosthetic devices

Eyeglasses

Services in an intermediate care facility for the mentally retarded

Medical care, or any other type of remedial care recognized under State law,
furnished by licensed practitioners within the scope of their practice as defined by
State law, specified by the Secretary (also includes transportation by a provider to
whom a direct vendor payment can appropriately be made)

Other diagnostic, screening, preventive, and rehabilitative services, including any
medical or remedial services (provided in a facility, a home, or other setting)

07.01.2011 13



July 2011

recommended by a physician or other licensed practitioner of the healing arts
within the scope of their practice under State law, for the maximum reduction of
physical or mental disability and restoration of an individual to the best possible
functional level

Inpatient psychiatric hospital services for individuals under age 21

Services furnished by a midwife, which the nurse midwife is legally authorized to
perform under state law, without regard to whether the nurse-midwife is under the
supervision of, or associated with, a physician or other health care provider
throughout the maternity cycle

Hospice care

Case management services
TB-related services
Respiratory care services

Services furnished by a certified pediatric nurse practitioner or certified family
nurse practitioner, which the practitioner is legally authorized to perform under
state law

In-Home Care for Children (in a home or other location) furnished to an individual
who is not an inpatient or resident of a hospital, nursing facility, intermediate care
facility for the mentally retarded, or institution for mental disease

Primary care case management services

Definitions of the above federal Medicaid services can be found in the Code of Federal
Regulations 42 CFR 440.1-440.170 at
http://www.access.gpo.qov/nara/cfr/waisidx 06/42cfr440 06.html.

Non-Covered State Medicaid Plan Services Request Form for Recipients Under 21
Years Old can be downloaded at
http://www.ncdhhs.qgov/dma/forms/NonCoveredServicesRequest.pdf

HEALTH CHECK/EPSDT OVERVIEW

Health Check/EPSDT is important because

1.

It provides for early and regular medical, developmental (including physical and
mental health development), dental screenings and ongoing surveillance for all
Medicaid recipients under the age of 21.

It is part of the federal Medicaid EPSDT requirement that provides recipients with
medically necessary health care to correct or ameliorate a defect, physical or mental
iliness, or a condition identified through a screening assessment.
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3. Under Health Check/EPSDT, the N.C. Medicaid Program has an explicit obligation
to make available a variety of individual and group providers qualified and willing
to provide Health Check/EPSDT services.

Health Check screening, diagnostic and treatment services are free of charge to the
recipient. Health Check recommends regular medical screening assessments (well-child
check-ups) for recipients as indicated in the table below. The Periodicity Schedule is only
a guideline; if a recipient needs to have assessments on a different schedule, the visits
are still covered.

Health Check/EPSDT Periodicity Schedule

Within 1% month 9 or 15 months

2 months 12 months

4 months 18 months

6 months For children ages 2 through 20, annual visits are recommended

Each Health Check screening component is vital for measuring and monitoring over
time a child’s physical, mental, and developmental growth. Families are encouraged to
have their children receive Health Check screening assessments and immunizations on a
regular schedule. All Health Check components are required and must be documented in
the child’s medical record. The components are based on the American Academy of
Pediatrics (AAP) Recommendations for Preventive Pediatric Health Care and may be
found at http://pediatrics.aappublications.org/cgi/data/120/6/1376/DC1/1. The
periodicity schedule has been changed to better align Health Check program
guidelines with new national standards. Assessments are strongly recommended
annually from 2 years of age through 20 years of age.

It is also the responsibility of each health care provider to assist families in scheduling
appointments for timely assessments, to create a quality system for follow-up with
families whose children are delinquent for preventive health care check-ups, and to make
appropriate referrals and requests for medically necessary health care services to correct
or ameliorate a defect, physical or mental illness, or a condition identified through a
screening assessment.

Periodic and Interperiodic Health Check Screening Assessments

Periodic Health Check screening assessments require all age-appropriate components
including comprehensive health history, measurements, vision and hearing
screening/assessment, dental screening, laboratory tests as clinically indicated (including
blood lead screening test at 12 and 24 months of age), nutritional assessment,
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developmental screening/assessment (including physical and mental development),
comprehensive unclothed physical assessment, immunizations, anticipatory guidance, and
follow-up/referral as indicated. EPSDT requires that medically necessary health care to
correct or ameliorate a defect, physical or mental illness, or a condition identified through
a screening assessment is covered.

Refer to the Periodicity Schedule located on page 14 for the recommended age intervals
for periodic screening assessments.

Interperiodic Health Check screening assessments require all age-appropriate
components except developmental, hearing, and vision screenings/risk assessments
and may be performed outside of the Periodicity Schedule, located on page 14, for
reasons including but not limited to:

o When a child requires a kindergarten or sports physical outside the recommended
schedule.

o When a child’s previously diagnosed physical, mental, or developmental illnesses
or conditions require closer monitoring.

o When further assessment, diagnosis, or treatment is needed due to physical or
mental illness.

o Upon referral by a health, developmental, or educational professional based on
physical or clinical assessment.

Note: Providers must document in the medical record the reason necessitating an
Interperiodic screening assessment.  All electronically submitted claims should list
referral code indicator “E” when a referral is made for follow-up on a defect, physical or
mental illness, or a condition identified through a Health Check screening assessment.

HEALTH CHECK SCREENING ASSESSMENT COMPONENTS

A complete Health Check screening assessment consists of the following age-appropriate
components:

. Comprehensive unclothed physical assessment
To be performed at every Health Check screening assessment. A complete
physical appraisal of the unclothed child/adolescent must be performed to
distinguish any observable deviations from normal, expected findings. The
assessment will use techniques of inspection, palpation, percussion, and
auscultation.
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. Comprehensive health history
To be performed at every Health Check screening assessment. At the time of the
initial evaluation, this will include a medical history, family history, social history,
and review of systems. This information must be updated at subsequent visits.

. Nutritional assessment
To be performed at every Health Check screening assessment. The nutritional
assessment may include a combination of physical, laboratory, health risk
assessment, and dietary determinations that will yield information in assessing the
nutritional status of the child or youth. Further assessment or an appropriate
management plan with referral and follow-up is indicated when dietary practices
suggest risk factors for co-morbidities, dietary inadequacy, obesity, disordered
eating practices (pica, eating disorders, or excessive supplementation) or other
nutritional problems.

The following resources are offered to assist with preventive counseling and
management approaches:

e Bright Futures: Guidelines for Health Supervision of Infants, Children, and
Adolescents, Third Edition, Chapters 4-5 at
http://brightfutures.aap.org/3rd_Edition_Guidelines_and_Pocket Guide.html.

e The Eat Smart Move More “Prescription for Health—5-3-2-1-Almost None”
guide at
http://www.eatsmartmovemorenc.com/PediatricObesityTools/PediatricObesity
Tools.html.

o “MyPyramid” recommendations at http://www.mypyramid.gov/.

e The Pediatric Obesity Prevention and Treatment Algorithm (NC Design Team,
Contributors, and Reviewers) and related tools are available at
http://www.eatsmartmovemorenc.com/PediatricObesity Tools/
PediatricObesityTools.html.

It is also recommended that all female adolescents of childbearing age take a
multivitamin with folic acid (http://jama.ama-assn.org/cgi/content/full/279/18/1430
and http://www.getfolic.com/)

. Anticipatory guidance and health education
To be performed at every Health Check screening assessment. The Bright
Futures 2008 Pocket Guide provides a quick reference tool for anticipatory
guidance topics by age
(http://brightfutures.aap.org/pdfs/BF3%20pocket%20quide final.pdf).
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. Measurements, blood pressure, and other vital signs

To be performed as age appropriate and medically necessary at every Health Check
screening assessment. Height, weight, head circumference, BMI (Body Mass
Index) and BMI percentile must be measured and/or calculated and plotted on a
gender and age-appropriate growth chart, as indicated. BMI and BMI percentile are
required for ages 2 years and above. Weight for length must be assessed for all
recipients under 2 years of age. Vital signs should be measured as appropriate and
it is recommended that providers reference tables of age appropriate normal vital
signs as needed. Blood pressure is required as part of the screening assessment
visit beginning at age 3 years old. However, blood pressure measurement in
infants and children with specific risk conditions should be considered and
performed before 3 years of age.

o ICD-9-CM Coding for BMI
The American Academy of Pediatrics has identified childhood obesity as a
significant health issue, both for its documented risks to health and well-being
during childhood and its implications for health problems as an adult. Helping
primary care clinicians and families to prevent and treat childhood obesity and
overweight conditions is a priority of the Academy.

Measurement and follow-up of Body Mass Index (BMI) is a core Health
Information Data and Information Set (HEDIS) measure for quality of care. In
December of 2009, The Agency for Healthcare Research and Quality (AHRQ)
included BMI measurement in its set of 24 child health indicators for state
Medicaid and CHIP programs. CCNC already measures several of the child health
indicators, and will be adding new ones over the coming year. In order to measure
rates of documentation of Body Mass Index (BMI) as part of the CCNC Quality
Measures and Feedback, providers should include appropriate ICD-9-CM
diagnosis codes on claims billed for each Health Check visit. .

To promote quality of care, the coding of BMI percentile by appropriate V code
will become a routine part of coding for Health Check visits (age 3 years and up)
along with the VV20.2 code. CCNC and DMA strongly encourage all primary care
providers to begin incorporating the appropriate BMI V codes into their office
processes for well-child care.

The following diagnosis codes should be incorporated into Health Check billing
documentation for children, ages 3 to 21 years:

V85.51 <5 percentile Failure to Thrive
V85.52 5 — 85 percentile

V85.53 85 — 95 percentile overweight
V85.54 > 95 percentile obese
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. Developmental screening (including physical and mental development)
To be performed at periodic screening assessments at ages 6, 12, and 18 or 24
months, and at 3 years, 4 years, and 5 years of age using a standardized and
validated screening tool. A complete list of appropriate screening tools can be
found at http://www.dbpeds.org/. There is also a secondary link:
www.developmentalscreening.org/screening tools. Additional information,
training, and resources for obtaining validated tools may be found at
www.aap.org/sections/dbpeds/pratcice-screening.asp --From the menu on the left
hand side, click on Screening and Assessment. This site also has additional
information regarding the ABCD initiative.

The two most common tools utilized by North Carolina Medicaid providers are
ASQ and PEDs tools. The ASQ-3 (Ages and Stages Questionnaire) tool can be
found at www.brookepublishing.com or www.agesandstages.com. The PEDs
(Parents’ Evaluation of Developmental Status) tool can be found at
www.pedstest.com.

For the M-CHAT screening tool, instructions, and permission, visit
www.firstsigns.org/downloads/m-chat.PDF.

The American Academy of Pediatrics’ policy on Developmental Surveillance and
Screening can be found at
http://aappolicy.aappublications.org/cgi/reprint/pediatrics;118/1/405.pdf. At all
other periodic check-ups, developmental surveillance must be done. The Bright
Futures Pocket Guide at
http://brightfutures.aap.org/pdfs/BF3%20pocket%20quide_final.pdf provides
guidelines for developmental surveillance for each periodic screening assessment.

Providers must perform routine screening for autism spectrum disorders using a
validated screening instrument at ages 18 and 24 months. The Modified Checklist
for Autism in Toddlers is a validated tool that is readily available at
http://www.firstsigns.org/downloads/m-chat.pdf. Guidance for scoring the tool is
available at http://www.firstsigns.org/downloads/Downloads_archive/m-
chat_scoring.PDF. When the screen is positive, providers should refer children for
Early Intervention services and an audiology evaluation. If the child also has a
global developmental delay or an intellectual disability, or a suspected genetic or
neurologic disorder, providers should consider referral to a developmental and
behavioral pediatrician, geneticist or neurologist. Providers can bill 99420 EP for
this developmental screening since this would be done in addition to the ASQ
or PEDS.
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A health risk assessment (e.g. Bright Futures Tool Kit/GAPS/HEADSSS) is
recommended to be performed on youth ages 11-20. Further screening for
developmental, behavioral or mental health issues using evidence-based tools is
recommended (e.g. PSC; SDQ; Vanderbilt; PHQ-9; Beck’s Depression Inventory-
Primary Care Version). The health risk assessment and an evidence-based
developmental, behavioral-mental health screening can be billed using CPT 99420
EP (maximum of 2 units/date of service). Additionally providers may bill CPT
Codes 99406 EP/ 99407 EP (Smoking & Tobacco Use Cessation Counseling) and
CPT 99408 EP/ 99409 EP (Alcohol and Substance Abuse Screening and Brief
Intervention / CRAFFT).

. Immunizations
Immunizations must be provided at the time of a Periodic or Interperiodic
screening assessment if needed. It is not appropriate for a Health Check
screening assessment to be performed in one location and a child referred to
another location or office for immunizations.

The Recommended Immunization Schedules for Persons Aged O through 18---
United States, 2011, approved by the Advisory Committee on Immunization
Practices (ACIP), American Academy of Pediatrics (AAP), and the American
Academy of Family Physicians (AAFP) may be found at
http://www.cdc.gov/vaccines/recs/schedules/child-schedule.htm.

Note: Please refer to pages 21 through 32 in this guide for additional
Immunization information.

. Vision screenings

Objective screenings must be performed during every Periodic screening
assessment beginning at age 3 through age 10 years. Starting at age 11 years, vision
screenings must be performed once every three years. Selectively screen vision at
other ages based on the provider’s assessment of risk, including any academic
difficulties. For guidance on vision risk assessment/screening for children and
youth, go to AAP Policy Statement on “Eye Examination in Infants, Children and
Young Adults by Pediatricians” at
http://aappolicy.aappublications.org/cgi/reprint/pediatrics;111/4/902.pdf.

For children who are uncooperative with a vision screening, providers may ask the
parent or legal guardian to bring the child back into the office within a few days for
a second attempt at the vision screening. Children who cannot be tested after
repeated attempts must be referred to an ophthalmologist or optometrist for a
comprehensive vision examination. The repeated attempts and referral to an
ophthalmologist/optometrist must be documented in the medical record.
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For children who are uncooperative, blind, or have an autism spectrum disorder,

providers must:

1. Document in the patient’s medical record the date of service and the reason(s)
why the provider was unable to perform the vision screening,

2. Submit the claim to HP ENTERPRISE SERVICES without the vision CPT
code,

3. HP ENTERPRISE SERVICES will process the claim.

. Hearing screenings
Objective screenings using an otoacoustic auditory emission (OAE) tool or
audiometer (auditory sweep) must be performed annually for children ages 4-10.

At all other ages, selectively screen based on the provider’s assessment of risk.
Screening must occur if the parent is concerned about the child’s hearing, speech or
language OR the child is exposed to potentially damaging noise levels, head
trauma with loss of consciousness, recurring ear infections, acute/chronic disease
that could contribute to hearing loss, ototoxic medications or reports problems
including academic difficulties. For further guidance go to
http://www.medicalhomeinfo.org/how/clinical_care/hearing_screening/#pubs .

HEALTH CHECK SCREENING ASSESSMENT COMPONENTS, continued

For children who are uncooperative with a hearing screening, providers may ask
the parent or legal guardian to bring the child back into the office within a few days
for a second attempt at the hearing screening. Children who cannot be tested
after repeated attempts must be referred to an audiologist for a hearing
evaluation. The repeated attempts and referral to an audiologist must be
documented in the medical record.

For children who are uncooperative, deaf, or have an autism spectrum disorder,

providers must:

1. Document in the patient’s medical record the date of service and the reason(s)
why the provider was unable to perform the hearing screening,

2. Submit the claim to HP ENTERPRISE SERVICES without the hearing CPT
code,

3. HP ENTERPRISE SERVICES will process the claim.

. Dental screenings
An oral screening must be performed at every Health Check screening assessment.
In addition, referral to a dentist is recommended for every child before age 1
and required beginning at age 3. An oral screening performed during a physical
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assessment is not a substitute for an examination that results from a direct referral
to a dentist. The initial dental referral must be provided regardless of the
periodicity schedule unless it is known that the child is already receiving dental
care. Thereafter, dental referrals should, at a minimum, conform to the dental
service periodicity schedule, which is currently one routine dental examination
every six months. When any screening indicates a need for dental services at an
earlier age (such as baby bottle caries), referrals must be made for needed
dental services and documented in the child’s medical record. The periodicity
schedule for dental examinations is not governed by the schedule for regular health
check-ups. For a list of dental providers by county who accept Medicaid, go to:
http://www.ncdhhs.gov/dma/dental/dentalprov.htm.

Note: Although not a requirement of a Health Check screening assessment,
providers who perform a Health Check screening assessment and dental varnishing
may bill for both services. Refer to Clinical Coverage Policy # 1A-23, Physician
Fluoride Varnish Services, on DMA’s website at http://www.ncdhhs.gov/dma/mp/
for billing codes and guidelines.

HEALTH CHECK SCREENING ASSESSMENT COMPONENTS, continued

. Laboratory procedures
Laboratory  procedures include hemoglobin or hematocrit, newborn
metabolic/sickle cell screening, tuberculin skin test, and lead testing.

Note: Medicaid will not reimburse separately for these routine laboratory
tests when performed during a Health Check screening assessment. Other
laboratory tests, as indicated, may be performed and billed as medically
indicated (e.g. Pregnancy Testing and Sexually Transmitted Disease Screening
for sexually active youth).

Hemoglobin or Hematocrit

Hemoglobin or hematocrit must be measured once during infancy (preferably
between the ages of 9 and 12 months) for all children. An assessment of risk for
anemia should be performed at other visits and a hemoglobin or hematocrit done,
only as appropriate.

Risk factors for anemia in infants include prematurity, low birth weight and early
introduction of cow’s milk. For other children and adolescents, previous diagnosis
of iron deficiency anemia, limited access to food, a low iron diet, strict vegetarian
diet without receiving an iron supplement, or risk of iron deficiency due to special

07.01.2011 22



July 2011

health care needs may be risk factors for anemia. In adolescent females (ages 11 to
21 years) an annual hemoglobin or hematocrit must be performed if any of the
following risk factors are present: extensive menstrual or other blood loss, low
iron intake, or a previous diagnosis of iron deficiency anemia. In the absence of
risk factors for anemia, hemoglobin or hematocrit screening is no longer
recommended as a “routine” screening test for children over one year of age
and adolescents.

If there is a documented normal result of a hemoglobin or hematocrit performed by
another provider within three months prior to the date of the Health Check
screening assessment, repeating the hemoglobin or hematocrit is not required as
part of the Health Check screening assessment unless the provider believes that this
test is needed. The result and source of the test must be documented in the
child’s medical record.

The Special Supplemental Nutrition Program for Women, Infants, and Children
(WIC) has specific guidelines for hematocrit/hemoglobin testing. Sharing the test
results between the WIC Program and the primary care provider (PCP) is
encouraged with appropriate release of information. For more information on
requirements and time frames, call the local WIC office.

Newborn Metabolic/Sickle Cell Screening

North Carolina hospitals are required to screen all newborns for sickle cell disease
and a number of other genetic and metabolic conditions prior to discharge from the
hospital. Those results from the State Laboratory of Public Health must be
documented in the child's medical record as soon as possible, but no later than
three months of age. This ideally should be a print out of the results from the
state lab’s website for that child. To link to the State Laboratory of Public Health
website, go to http://slph.ncpublichealth.com.

It is important to confirm the newborn metabolic/sickle cell screening has been
done as soon as possible. Contact the hospital of birth if the results are not
available online within two weeks to confirm that the screening was done. An
infant without documentation of being screened at birth should have the screening
test as soon as possible but no later than three months of age.

Resources available to you if a screening test is positive include: Children with
Special Health Care Needs Help Line at 1-800-737-3028; genetic centers at the
tertiary care centers; and the N.C. Sickle Cell Program
(http://www.ncsicklecellprogram.org/SC_Resources.htm).
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Tuberculin Test

Reviewing perinatal histories, family and personal medical histories, significant
events in life and other components of the social history will identify children and
adolescents for whom tuberculosis (TB) testing is indicated. If none of the
screening criteria listed below are present, routine TB screening is not
recommended.

TB testing should be performed as clinically indicated for children and adolescents
at increased risk of exposure to tuberculosis, via Purified Protein Derivative
(PPD) intradermal injection/Mantoux method — not Tine Test. An interferon
gamma release assay (blood test, either Quantiferon Gold in-tube® test or T-SPOT
TB® test) can be used in place of the tuberculin skin test for children 5 years and
older, but the PPD is preferred for children under 5 years of age. Criteria for
screening children and adolescents of all ages for TB, according to the North
Carolina Tuberculosis Control Branch, are as follows:
1. Children or adolescents reasonably suspected of having tuberculosis disease
based on clinical symptoms.
2. Children or adolescents who present for care with the following risk factors
should have a baseline screen:

a. Foreign-born individuals from high prevalence areas: Asia, Africa, the
Caribbean, Latin America, Mexico, South America, Pacific Islands, the
Middle East or Eastern Europe. Low prevalence countries for tuberculosis
disease are the USA, Canada, Japan, Australia, New Zealand and countries
in Western Europe.

b. Children or adolescents who are migrants, seasonal farm workers, homeless

or were previously incarcerated.
Children or adolescents who are HIV-infected.
. Children or adolescents who inject illicit drugs or use crack cocaine.

e. Children or adolescents who have traveled outside the United States and who
have stayed with family or friends who live in high-incidence areas, for more
than one month, cumulatively spent one month or more in a high incidence
area.

f. Children or adolescents who have been exposed to adults at high-risk (those
who are homeless, incarcerated, or HIV positive or who have past or present
history of substance abuse).

Subsequent TB skin testing (or blood testing) is not necessary unless there is a
continuing risk of exposure to persons with tuberculosis disease.

o o

The North Carolina Tuberculosis Control Branch (919-733-7286) is responsible for
oversight of testing of household and other close contacts of active cases of
pulmonary and laryngeal tuberculosis. Questions related to policy interpretation or
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other questions related to TB skin testing should be directed to the local health
departments.

Lead testing

Federal regulations state that all Medicaid-enrolled children must have a
blood lead test at 12 and 24 months of age. Providers must document results
in the medical records. Children between 36 and 72 months of age must be tested
if they have not been previously tested. Providers should also perform lead testing
when otherwise clinically indicated.

Medical follow-up begins with a blood lead level greater than or equal to 10
ug/dL. Capillary blood level samples are adequate for the initial testing. Venous
blood level samples should be collected for confirmation of all elevated blood lead
results.

Blood Lead Recommended Response
Concentratio
n

<10 ug/dL Rescreen at 24 months of age

10 through | Confirmation (venous) testing should be conducted

19 ug/dL within three months. If confirmed, repeat testing should
be conducted every 2 to 4 months until the level is shown to
be <10 ug/dL on two consecutive tests (venous or capillary
blood). The family should receive lead education and
nutrition counseling. A detailed environmental history
should be taken to identify any obvious sources of exposure.
If the blood lead level is confirmed at >10 ug/dL,
environmental investigation will be offered.

20 through | Confirmation (venous) testing should be conducted

44 ug/dL within 1 week. If confirmed, the child should be referred
for medical evaluation and should continue to be retested
every 2 months until the blood lead level is shown to be <10
ug/dL on two consecutive tests (venous or capillary blood).
Environmental investigations are required and remediation
for identified lead hazards shall occur for all children less
than 6 years of age with confirmed blood lead levels >20
ug/dL.
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>45 ug/dL The child should receive a venous lead test for
confirmation as soon as possible. If confirmed, the child
must receive urgent medical and environmental follow-up.
Chelation therapy should be administered to children with
blood lead levels in this range. Symptomatic lead poisoning
or a venous lead level >70 ug/dL is a medical emergency
requiring inpatient chelation therapy.

State Laboratory of Public Health for Blood Lead Testing

The State Laboratory of Public Health will analyze blood lead specimens for
all children less than 6 years of age at no charge. Providers requiring results
from specimens of children outside this age group should contact the State
Laboratory of Public Health at 919-733-3937.

For additional information about lead testing and follow-up refer to the North
Carolina Childhood Lead Testing and Follow Up Manual found at:
http://www.deh.enr.state.nc.us/ehs/Children_Health/2009printedversionleadmanual

.pdf .

e Follow-up and Referral
In a family-centered medical home, the health care team works in partnership with
a child and a child’s family to assure that all of the medical and non-medical needs
of the child are met. To assure continuity of care, if the Health Check screening
assessment is not performed in the child’s medical home, then the results of the
visit and recommendations for follow-up should be shared with the family’s
permission.

Children and youth with suspected or identified problems that are not treated in-
house must be referred to and receive consultation from an appropriate source. A
requirement of Health Check/EPSDT is that children be referred for and receive
medically necessary health care services to correct or ameliorate a defect, physical or
mental illness, or a condition identified through a screening assessment.

If a communicable disease has been diagnosed as a result of a Health Check
Screening Assessment, report the disease using the Confidential Communicable
Disease Report — Part 1 Form at:
http://www.epi.state.nc.us/epi/gcdc/manual/reportforms/Morb_Card.pdf.

Plan for the youth’s transition from pediatric to adult health care by encouraging
their involvement in health care decision making. Support the parent’s role in
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promoting the development of the youth’s self-management skills. Transition
resources for families who have youth with special health care needs are available at
http://www.fpg.unc.edu/~ncodh/ChildandAdolescentHealth/ and
http://hctransitions.ichp.ufl.edu/.

Discuss timing for the next Health Check screening assessment appointment and
schedule a visit, if appropriate.

IMMUNIZATIONS
Immunization Billing Overview

The North Carolina Immunization Program (NCIP)/Vaccines for Children (VFC)
Program provides, at no charge, all recommended vaccines for all children birth through
18 years of age present in North Carolina, who are VFC-eligible, including Medicaid
children.  Vaccines are provided in accordance with the recommendations of the
Advisory Committee on Immunization Practices (ACIP) of the Centers for Disease
Control and Prevention (CDC). Because of the availability of VFC vaccines for
Medicaid children, Medicaid does not reimburse for vaccines available from the
NCIP/VFC program. Medicaid does, however, reimburse for the administration of these
vaccines.

Health Choice recipients are considered insured; therefore, they are not eligible for
VFC vaccines.

Providers must use purchased vaccines for Health Check recipients ages 19 and 20, who
(because of their age) are not routinely eligible for NCIP/VFC vaccines. When
purchased vaccine is administered to this age group, Medicaid will reimburse providers
for the vaccine product and the administration fee. Note that some NCIP vaccines may
be administered to patients ages 19 and older, in which case Medicaid will cover the
administration fee. Vaccine procedure codes must always be included on the claim.

Note: The EP modifier must always be appended to the immunization
administration CPT procedure code when billing for Medicaid recipients from birth
through 20 years of age.

EPSDT PROVISION: EPSDT allows a recipient less than 21 years of age to receive
services in excess of the limitations or restrictions and without meeting the specific
criteria in this section when such services are medically necessary health care services
to correct or ameliorate a defect, physical or mental illness, or a condition [health
problem]. This includes EPSDT coverage of additional codes/procedures as it relates to
Immunization administration. Documentation must show how the service product or

07.01.2011 27



July 2011

procedure will correct or improve or maintain the recipient’s health in the best condition
possible, compensate for a health problem, prevent it from worsening, or prevent the
development of additional health problems. Use the Non-covered State Medicaid Plan
Services Request Form found at http://www.ncdhhs.gov/dma/provider/forms.htm to
submit the request.

The immunization administration codes currently covered are CPT codes 90471 through
90474. Their descriptors are as follows:

Procedure Description
Code

90471 Immunization administration (includes percutaneous, intradermal,
subcutaneous, or intramuscular injections); one vaccine (single or
combination vaccine/toxoid)

90472+ Immunization administration (includes percutaneous, intradermal,
(add-on-code) | subcutaneous, or intramuscular injections); one vaccine (single or
combination vaccine/toxoid) each additional vaccine (single or
combination vaccine/toxoid)

List separately in addition to code for primary procedure

90473 Immunization administration by intranasal or oral route; 1 vaccine
(single or combination vaccine/toxoid)
90474+* Immunization administration by intranasal or oral route; each

(add-on-code) | additional vaccine (single or combination vaccine/toxoid)
List separately in addition to code for primary procedure

* Currently, 90474 cannot be billed with 90473 because there are no two oral and/or
intranasal vaccines or combination of an oral and intranasal vaccine that would be
given to a recipient

Private Sector Providers and Local Health Departments

An immunization administration fee may be billed if it is the only service provided that

day or if any immunizations are provided in addition to a Health Check assessment or an

office visit.

. Administration of one injectable vaccine is billed with CPT code 90471 (one unit)
with the EP modifier.

. Additional injectable immunization administrations are billed with CPT code
90472 with the EP modifier. The appropriate number of units must be billed for
each additional immunization administration CPT procedure code, with the total
charge for all units reflected on the detail.

. Administration of one vaccine that is an intranasal/oral immunization is billed
with the administration CPT code 90473 with the EP modifier. Note: CPT code
90473 can only be billed if the intranasal/oral vaccine is the only immunization
provided on that date of service. CPT code 90473 cannot be billed with
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another immunization administration code on that date of service. See
guidance in next bullet for further clarification. A second intranasal/oral
Immunization cannot be billed at this time.

. Administration of an intranasal or oral vaccine provided in addition to one or
more injectable vaccines is billed with CPT code 90474 with the EP modifier.

. CPT vaccine codes for the vaccines administered must be reported or billed, as
appropriate, even if administration codes are not being billed.

Federally Qualified Health Center or Rural Health Clinic Providers
An immunization administration fee may be billed if it is the only service provided that
day or if any immunizations are provided in addition to a Health Check visit.

. Administration of one injectable vaccine is billed with CPT code 90471 (one unit)
with the EP modifier.

. Additional injectable immunization administrations are billed with CPT code
90472 with the EP modifier. The appropriate number of units must be billed for
each additional immunization administration CPT procedure code with the total
charge for all units reflected on the detail.

. Administration of one vaccine that is an intranasal/oral immunization is billed
with the administration CPT code or 90473 with the EP modifier. Note: CPT
code 90473 can only be billed if the intranasal/oral vaccine is the only
iImmunization provided on that date of service. Neither code can be billed
with another immunization administration code on that date of service. See
guidance in next bullet for further clarification. A second intranasal/oral
Immunization cannot be billed at this time.

. Administration of an intranasal or oral vaccine provided in addition to one or more
injectable immunization administrations is billed with CPT code 90474 with the EP
modifier.

. CPT vaccine codes for the vaccines administered must be reported or billed, as
appropriate, even if administration codes are not being billed.

. An immunization administration fee cannot be billed in conjunction with a core
visit. Report the CPT vaccine code(s) without billing the administration fee.

Guiding Principles for Billing the Immunization Administration Codes
1. Effective with date of service July 1, 2011, the ONLY immunization
administration codes covered for Medicaid recipients in the Health Check age
range, 0 through 20 years of age, are CPT codes 90471 through 90474,
2. Claims billed with CPT immunization administration codes 90460 and 90461
(effective for dates of service on and after January 1, 2011, for Medicaid recipients
through 18 years of age) on and after July 1, 2011, will deny.
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3. Append modifier EP to all immunization administration codes billed for Medicaid

recipients in the Health Check age range, 0 through 20 years of age.

Do NOT append the EP modifier to the vaccine CPT codes.

All of the units billed for CPT codes 90471EP, 90472EP, 90473EP, and 90474EP

must be billed on ONE detail to avoid duplicate audit denials. Currently, 90474EP

cannot be billed with 90473EP because there are no two oral/intranasal vaccines
that would be given to a recipient. Only one unit of either 90473EP or 90474EP is
allowed.

6. CPT vaccine codes for the vaccines administered must be reported or billed, as
appropriate, even if administration codes are not being billed.

7. For Medicaid recipients 21 years of age and older (above the Health Check
age range), the immunization administration codes have not changed. Bill the
series of CPT codes 90471 through 90474 without the EP modifier.

8. Refer to individual bulletin articles on specific vaccines for additional billing
guidelines.

9. Note that some NCIP vaccines may be administered to recipients ages 19 and
older, in which case Medicaid will cover the administration fee.

A

Billing Examples for Claims Regarding Health Check Recipients

1. Billing for a 2-month old infant based on the current immunization schedule, when an
oral immunization is included:

Vaccines provided | Administration CPT vaccine
codes codes

DTaP  (diphtheria, | 90471 90700

tetanus, pertussis)

Rotavirus (oral) 90474 90681

Hepatitis B and | 90472 90748

Haemophilus

influenza type b

Inactivated 90472 90713

poliovirus

Pneumococcal 90472 90670

conjugate  vaccine,

13 valent

Coding on the claim:
90471 EP modifier 1 unit There would be a billed amount.

90472 EP modifier 3 units There would be a billed amount.
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90474 EP modifier
90700
90681
90748
90713
90670

1 unit
1 unit
1 unit
1 unit
1 unit
1 unit

There would be a billed amount.

There would be a $0.00 billed amount.
There would be a $0.00 billed amount.
There would be a $0.00 billed amount.
There would be a $0.00 billed amount.
There would be a $0.00 billed amount.

2. Billing for a 4-year old child when all vaccines are injectable:

Vaccines provided | Administration CPT vaccine
codes codes

DTaP 90471 90700

PCV13 90472 90670

Influenza, split | 90472 90656

virus, preservative

free, 3 years and

older

Coding on the claim:

90471 EP modifier 1 unit There would be a billed amount.

90472 EP modifier
90700
90670
90656

2 units
1 unit
1 unit
1 unit

There would be a billed amount.

There would be a $0.00 billed amount.
There would be a $0.00 billed amount.
There would be a $0.00 billed amount.

3. Billing for a male recipient who is 19 years of age who receives a purchased injectable

vaccine.
Vaccines Administration |CPT vaccine
provided codes codes
HPV 90471 90649
Coding on the claim:
90471 EP modifier 1 unit There would be a billed amount.
90649 EP modifier 1 unit There would be a billed amount.
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Billing of Immunization Administration Codes by Private Sector Providers and
Local Health Departments
An immunization administration fee code(s) may be billed if it is the only service
provided that day, or if any immunizations are provided in addition to a Health Check
assessment or an office visit.

Billing of Immunization Administration Codes by Federally Qualified Health
Centers or Rural Health Centers

An immunization administration fee code(s) may be billed if it is the only service
provided that day, or it any immunizations are provided in addition to a Health Check
assessment. An immunization administration fee code(s) cannot be billed in addition to a
core visit code. Report the CPT vaccine code(s) without billing the administration fee.

Note: Please refer to the general Medicaid Bulletins at
http://www.ncdhhs.gov/dma/bulletin/ for updates on immunizations and
administration codes. Refer to the appropriate fee schedule at
http://www.ncdhhs.gov/dma/fee/ under Physician Services CPT/HCPCS for rate
changes for immunizations and administration codes.

North Carolina Immunization Program/Vaccines for Children Program

The North Carolina Immunization Program (NCIP)/Vaccines for Children (VFC)
Program provides, at no charge, all recommended vaccines for all children birth through
18 years of age present in North Carolina, who are VFC-eligible, including Medicaid
children.  Vaccines are provided in accordance with the recommendations of the
Advisory Committee on Immunization Practices (ACIP) of the Centers for Disease
Control and Prevention (CDC). Because of the availability of these vaccines for
Medicaid children, Medicaid does not routinely reimburse for vaccines available from the
NCIP/VFC program. Medicaid does, however, reimburse for the administration of these
vaccines.

Health Choice recipients are considered insured and are not eligible for the VFC
vaccines.

In rare instances, due to recalls or true shortages of vaccines, Medicaid may reimburse
for purchased vaccine that is normally provided through the NCIP/VFC program. In
those instances, specific billing instructions will be provided in the general Medicaid
bulletin.
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Providers must use purchased vaccines for Health Check recipients ages 19 and 20, who
(because of their age) are not routinely eligible for NCIP/VFC vaccines. When
purchased vaccines are administered to this age group, Medicaid will reimburse providers
for vaccines and their administration. Note that some NCIP vaccines, provided at no
charge, may be administered to patients ages 19 and older, in which case Medicaid will
cover the administration fee. CPT codes for vaccine products must always be included
on the claim (without the EP modifier). Remember that some purchased vaccines
require the SC modifier. See the specific billing guidance in the General Medicaid
bulletin.

The following is a list of NCIP/VFC vaccines provided to children through 18 years of
age who are present in North Carolina and who are VFC eligible. Medicaid recipients
are automatically eligible for VFC vaccine, even those who are dually covered by
Medicaid and another insurance plan. All of these vaccines are available to Medicaid
children through 18 years of age. Because vaccines have other criteria which must be
met, and vaccine criteria are subject to change, it is recommended that providers go to
the Immunization Branch web site at http://www.immunizenc.com (select “Providers”
and NCIP Coverage Criteria), or call the Immunization Branch at 1-877-873-6247.

The following is a list of NCIP/VVFC vaccines:

Codes | Vaccine CPT Code Diagnosi NCIP/VFC Specifics
Descriptions s Codes

90633 | Hepatitis A vaccine, VO05. 12 months through
pediatric/adolescent dosage — 3 18 years of age

2 dose schedule, for
intramuscular (IM) use

90636 | Hepatitis A and hepatitis B VO06. 18 years of age and
* vaccine (HepA-HepB), adult 8 above in local
dosage, for IM use health departments
(LHDs), FQHCs,
and RHCs
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Codes | Vaccine CPT Code Diagnosi NCIP/VFC Specifics
Descriptions s Codes
90647 | Hemophilus influenza b V03. Brand name -
vaccine (Hib), PRP-OMP 81 PedvaxHIB
conjugate (3 dose schedule), Routine — 2 months
for IM use to less than 5 years
of age
High risk — greater
than 59 months
through 18 years of
age
90648 | Hemophilus influenza b V03. Brand name -
vaccine (Hib), PRP-T 81 ActHIB
conjugate (4 dose schedule), Routine — 2 months
for IM use to less than 5 years
of age
High risk — greater
than 59 months
through 18 years of
age
Brand name —
Hiberix Approved
for the booster dose
in children 15
months through 4
years of age
90649 | Human papilloma virus VO04. Brand name —
(HPV) vaccine, types 6, 11, 89 Gardisil
16, 18 (quadrivalent), 3 dose Females and males
schedule, for intramuscular 9 years through 18
(IM) use years of age
90650 | Human papilloma virus V04. Brand name —
(HPV) vaccine, types 16, 18, 89 Cervarix

bivalent, 3 dose schedule for
intramuscular use

Females 9 years
through 18 years of
age
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Codes | Vaccine CPT Code Diagnosi NCIP/VFC Specifics
Descriptions s Codes
90655 | Influenza virus vaccine, split VO04. 6 months through
+ virus, preservative free when 81 35 months of age
administered to children 6 -
35 months of age, for IM use
90656 | Influenza virus vaccine, VO04. 3 years through 18
+ preservative free, when 81 years of age
administered to individuals 3
years and older, for IM use
90657 | Influenza virus vaccine, split VO04. 6 months through
+ virus, when administered to 81 35 months of age
children 6 to 35 months of
age, for IM use
90658 | Influenza virus vaccine, when VO04. 3 years through 18
+ administered to individuals 3 81 years of age
years of age and older, for IM
use
90660 | Influenza virus vaccine, live, for VO04. 2 years through 18
+ intranasal use 81 years of age
90670 | Pneumococcal conjugate V03. Routine: 2 months
vaccine, 13 valent, for IM use 82 through 59 months
of age
High risk: Children
60 months through
18 years age with
certain underlying
medical conditions
90680 | Rotavirus vaccine, VO04. Brand name —
pentavalent, 3 dose schedule, 89 Rotateq
months of age
90681 | Rotavirus vaccine, human, VO04. Brand name —
attenuated, 2 dose schedule, 89 Rotarix
months of age
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Codes | Vaccine CPT Code Diagnosi NCIP/VFC Specifics
Descriptions s Codes

90696 | Diphtheria, tetanus toxoids, VO06. 4 years through 6
acellular pertussis vaccine 3 years of age, for
and poliovirus vaccine, booster dose only
inactivated (DTaP-IPV),
when administered to
children 4 through 6 years of
age, for IM use

90698 | Diphtheria, tetanus toxoids, VO06. 2 months through 4
acellular pertussis vaccine, 8 years of age
haemophilus influenza Type
B, and poliovirus vaccine,
inactivated (DTaP-Hib-1PV),
for IM use

90700 | Diphtheria , tetanus toxoids, VO06. 2 months through 6
and acellular pertussis 1 years of age
vaccine (DTaP), when
administered to individuals
younger than 7 years, for IM
use

90702 | Diphtheria and tetanus VO06. 2 months through 6
toxoids (DT) adsorbed when 5 years of age
administered to individuals
younger than 7 years, for IM
use

90707 | Measles, mumps and rubella VO06. 12 months through

* vaccine (MMR), live, for 4 18 years of age
subcutaneous (SC) use

90710 | Measles, mumps, rubella and VO06. 12 months through
varicella vaccine (MMRYV), 8 12 years of age
live, for SC use

90713 | Poliovirus vaccine, VO04. 2 months through
inactivated (IPV), for SC or 0 17 years of age
IM use

90714 | Tetanus and diphtheria V06. 7 years through 18

* toxiods (Td) adsorbed, 5 years of age
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Codes | Vaccine CPT Code Diagnosi NCIP/VFC Specifics

Descriptions s Codes

preservative free, when

administered to individuals 7

years or older, for IM use

90715 | Tetanus, diphtheria toxoids VO06. 7 years through 18
* an acellular pertussis vaccine 1 years of age

(Tdap), when administered

to individuals 7 years or

older, for IM use

90716 | Varicella virus vaccine, live, VO05. 12 months through
for SC use 4 18 years of age

90723 | Diphtheria, tetanus toxoids, V06. 2 months through 6
acellular pertussis vaccine, 8 years of age

Hepatitis B, and poliovirus

vaccine, inactivated (DTaP-

HepB-IPV), for IM use

90732 | Pneumococcal VO03. Only for high risk
polysaccharide vaccine, 23- 82 children 2 years
valent, adult or through 18 years
Immunosuppressed patient of age.
dosage, when administered
to individuals 2 years or
older, for SC or IM use
90734 | Meningococcal conjugate V03. 2 years through 18
* vaccine, serogroups A, C, Y 89 years of age

and W-135 (tetravalent), for

IM use
90744 | Hepatitis B vaccine, VO05. Birth through 18
* pediatric/adolescent dosage 3 years of age*

(3 dose schedule), for IM use Exception: If the
first dose of
hepatitis B vaccine
Is administered
prior to age 19,
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NCIP vaccine may
be used to complete
the series prior to

age 20.
90748 | Hepatitis B and Hemophilus V06. 6 weeks through 15
influenza b vaccine (HepB- 8 months of age

Hib) for intramuscular use

*Providers should refer to the Immunization Branch website at
http://www.immunizenc.com for detailed information regarding vaccines. Certain
vaccines are provided for those recipients 19 years of age and older through the
NCIP. Questions about current coverage may also be addressed by calling the
NCIP at 1-877-873-6247.

+Each influenza season, ACIP issues recommendations for the administration of flu
vaccine. Based on these recommendations, NCIP issues coverage criteria
announcements at the beginning of the season. Additional guidance may be issued
throughout the flu season if the availability of vaccine changes.

N.C. Medicaid providers who are not enrolled in NCIP or who have questions concerning
the program should call the N.C. Division of Public Health’s Immunization Branch at 1-
877-873-6247.

Out-of-state providers may obtain VFC vaccines by calling their state’s VFC program
office. VFC program telephone numbers for the states bordering North Carolina are
listed below:

. Georgia 1-404-657-5013

. South Carolina 1-800-277-4687
. Tennessee 1-615-741-7343

. Virginia 1-804-864-8055

HEALTH CHECK BILLING REQUIREMENTS

Effective with date of processing October 2, 2009, the N.C. Medicaid Program required
all providers to file claims electronically. Claims received on or after October 2, 2009,
are subject to denial if the claim is not in compliance with the electronic claim mandate.
Instructions for billing a Health Check screening assessment are the same as when billing
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for other medical services except for these six critical requirements. The six billing
requirements specific to the Health Check Program are as follows:

Requirement 1: Identify and Record Diagnosis Code(s)

Place diagnosis code(s) in the correct order in block 21. Medical diagnosis codes should
always be listed before immunization diagnosis codes. Immunization diagnoses (e.g.
VV04.81 for influenza) are required when billing immunization(s) only.

Periodic Health Check Screening Assessment — Use V20.2 as the Primary Diagnosis
The primary diagnosis VV20.2 is always listed first. Medical diagnoses, if applicable, are
listed after the primary diagnosis (V20.2) and always before immunization diagnoses.
An immunization diagnosis code is required when one or more immunizations are
provided as the only service.

Interperiodic_Health Check Screening Assessment — Use V70.3 as the Primary
Diagnosis

The primary diagnosis V70.3 is always listed first. Medical diagnoses, if applicable, are
listed after the primary diagnosis (V70.3) and always before immunization diagnoses.
An immunization diagnosis code is required when one or more immunizations are
provided as the only service.

HEALTH CHECK BILLING REQUIREMENTS, continued

Requirement 2: Identify and Record Preventive Medicine Code and Component
Codes

The preventive medicine CPT code with the EP modifier for Health Check screening
assessments should be billed as outlined below. In addition to billing the preventive
medicine code, developmental screening, vision and hearing CPT codes must be listed
based on the Health Check Assessment Components requirements noted on pages 15
through 20.

. A developmental screening CPT code with the EP modifier must be listed in
addition to the preventive medicine CPT codes for a periodic Health Check
screening assessment when age appropriate. No additional reimbursement is
allowed for this code. Providers may refer to the claim samples in this guide.

. Vision CPT codes with the EP modifier must be listed on the claim form format in
addition to the preventive medicine CPT codes for a periodic Health Check
screening assessment for children ages 3 through 10 and for other children as
appropriate based on age or assessment of risk. No additional reimbursement is
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allowed for these codes. Providers may refer to the sample claims located at the
end of this guide.

. Hearing CPT codes with the EP modifier must be listed on the claim form format
in addition to the preventive medicine CPT codes for a periodic Health Check
screening assessment for children ages 4 through 10 and for other children as
appropriate based on an assessment of risk. No additional reimbursement is
allowed for these codes. Providers may refer to the sample claims in this guide.

Requirement 3: Health Check Modifier — EP

The Health Check CPT codes for periodic and interperiodic screening assessments must
have the EP modifier listed in block 24D of the CMS-1500 claim form format.
Additionally, the vision, hearing, and developmental screening CPT codes must have the
EP modifier listed in block 24D of the CMS-1500 claim form format. EP is a required
modifier for all Health Check claim details except codes for vaccine products.

Requirement 4: Record Referrals
N.C. Medicaid is HIPAA-compliant and is able to receive standard electronic HIPAA
transactions.

Providers billing electronically using the services of a vendor or clearinghouse may
reference the National HIPAA Implementation Guide and the North Carolina 837
Professional Claim Transaction Companion Guide for values regarding follow up-visits.
The National HIPAA Implementation Guide for the 837 Claim Transaction can be
accessed at http://www.wpc-edi.com.

The North Carolina Medicaid 837 Companion Guide can be accessed on the DMA
website at
http://www.ncdhhs.gov/dma/hipaa/837prof.pdf.

Claims submitted via NCECSWeb should list referral code indicator “E” when a
referral is made for follow-up on a defect, physical or mental illness, or a condition
identified through a Health Check screening assessment. List referral code
indicator “F” when a referral is made for Family Planning services.

Requirement 5: Next Screening Date

Providers may enter the next screening date (NSD) or have the NSD systematically
entered according to the predetermined Medicaid periodicity schedule. Below is an
explanation of options for the NSD in block 15 of the CMS-1500 claim form format.
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HEALTH CHECK BILLING REQUIREMENTS, continued

Provider-Entered Next Screening Date

Providers have the option of entering the NSD in block 15. If this date is within the
periodicity schedule, the system will keep this date. In the event the NSD is OUT of
range with the periodicity schedule, the system will override the provider’s NSD and the
appropriate NSD (based upon the periodicity schedule) will be automatically entered
during claims processing.

Note: Providers billing electronically are not required to enter a screening date
(NSD) for health check screening claims.

Systematically Entered Next Screening Date

Providers have the following choices for block 15 of the CMS-1500 claim form format
with a Health Check screening assessment. All of these choices will result in an
automatically entered NSD.

. Leave block 15 blank.

. Place all zeros in block 15 (00/00/0000).

. Place all ones in block 15 (11/11/1111).

Claims with systematically entered NSDs will be tracked per the Medicaid periodicity
schedule.

Requirement 6: Identify and Record Immunization Administration CPT Code(s)
and the EP Modifier, and Report/Bill the CPT Code for the Vaccine Product

Providers should refer to the Immunizations section beginning on page 27, paying
particular attention to the Guiding Principles for Immunization Administration Codes
section on pages 29 through 30.

Providers may also refer to the claim examples at the end of this guide.

When reporting or billing vaccine administration codes, providers must use the
appropriate CPT code(s) with the EP modifier listed in field 24D of the CMS-1500 claim
form, or in the appropriate field on the 837P or HP Enterprise Services’ Webtool.

Claims must be filed electronically unless they meet one of the ECS-mandated
exceptions.

The CPT code for the vaccine product must be reported or billed without the EP modifier
appended.
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National Drug Codes (NDCs) are not required to be billed with CPT codes for vaccine
products. NDCs should not be submitted for vaccine CPT codes to prevent denials of
those details.

Providers must bill the appropriate number of units on the detail along with the total
charge of all units billed for that code.

Notes:

In rare instances, because of vaccine recalls or because of true shortages of vaccines,
Medicaid may reimburse for purchased vaccine that is normally provided through the
NCIP/VFC program. In those instances, specific billing instructions will be provided in
the general Medicaid bulletin. Because the NCIP/VFC provides vaccines for Medicaid
recipients under 19 years of age, claims for purchased vaccines administered to this
age group that are available through VFC will be denied.

Providers must use purchased vaccines for Health Check recipients ages 19 and 20, who
(because of their age) are not routinely eligible for NCIP/VFC vaccines. When
purchased vaccines are administered to this age group, Medicaid will reimburse
providers for vaccines and their administration. Note that some NCIP vaccines,
provided at no charge, may be administered to patients ages 19 and older, in which case
Medicaid will cover the administration fee. CPT codes for vaccine products must always
be included on the claim (without the EP modifier). Remember that some purchased
vaccines require the SC modifier. Refer to billing guidance on specific vaccines in the
General Medicaid bulletin.

If the EP modifier is not listed in block 24D for those Health Check age recipients
through 20 years of age, the reimbursement rate for the CPT codes 90471, 90472, 90473,
or 90474 is $0.00.

Health Check Related ICD-9-CM and CPT Codes

The following table lists ICD-9 and CPT codes related to Health Check screening
assessments:

Preventive CPT Codes and Modifier Diagnoses
Codes
Periodic CPT Codes 99381-99385; 99391-99395 V20.2 Primary
Examination | EP Modifier is required in block 24D Diagnosis

Developmental Screening CPT Code 96110;
at 6, 12, 18 or 24 months of age, at age 3, 4,
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Preventive CPT Codes and Modifier Diagnoses
Codes

and 5 years of age
EP Modifier is required in block 24D

Autism Screening CPT Code: 99420
EP Modifier is required in block 24D

Health Risk Assessments, CPT Code 99420
(GAPS/HEADSSS) and Behavioral/Mental
Health Screening (PSC/SDQ/PSQ-A/Beck’s);
CPT 99406-99407 for Smoking/Tobacco Use
Cessation; and CPT 99408-99409 for
Alcohol/Substance Abuse Structured
Screening and Brief Intervention (CRAFFT)
are currently reimbursed.

EP Modifier is required in block 24D

Vision CPT Code 99172 or 99173; for
children ages 3-10, and then as appropriate
based on age and risk.

EP Modifier is required in block 24D

Hearing CPT Code 92551, 92552, or 92587;
for children 4-10 and then as appropriate
based on risk.

EP Modifier is required in block 24D

Interperiodic | CPT codes 99381-99385; 99391-99395 V70.3 Primary
Examination | EP Modifier is required in block 24D Diagnosis

Preventive Medicine CPT Codes

The following table lists Preventive Medicine CPT codes that must be listed on the
CMS-1500 claim form format when filing a claim for a Periodic (V20.2) or an
Interperiodic (V70.3) examination. The EP modifier must be listed in block 24D of
the CMS-1500 claim form format with the appropriate preventive medicine code.
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: Append
Age New Patient Esl':t)akt)_llsrled EP
atien Modifier
Under age 1 99381 99391 Yes
year
1 through 4 99382 99392 Yes
years
5 through 11 99383 99393 Yes
years
12 through 17 99384 99394 Yes
years
18 through 20 99385 99395 Yes
years

TIPS FOR BILLING

All Health Check Providers

Two Health Check screening assessments on different dates of service cannot be

billed on the same claim form.

CPT codes: 99406 EP, 99407 EP, 99408 EP, 99409 EP can be billed when
performed during a periodic Health Check assessment or during an interperiodic

Health Check screening assessment for adolescents ages 11 through 20.

CPT code 99420 EP can be billed when performed during a periodic Health Check
screening assessment or during an interperiodic Health Check screening

assessment for children ages birth through 20.

Immunizations and therapeutic injections may be billed on the same date of service

and on the same claim

A formal, standardized developmental screening tool must be used during periodic
screening assessments for children ages 6, 12, 18 or 24 months, and 3, 4, and 5

years of age.

If the required vision and/or hearing screenings cannot be performed during a
periodic screening assessment due to a condition such as blindness, deafness,

autism, or uncooperative child, providers must:

o Document in the patient’s medical record the date of service and the reason(s)

why the provider was unable to perform the vision and/or hearing screening;
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0 Submit the claim to HP ENTERPRISE SERVICES without the vision and/or
hearing CPT code; and

0 HP ENTERPRISE SERVICES will process the claim.

Report payments received from third party insurance in block 29 of the CMS-1500
claim form format when preventive services (well child assessments) are covered.
If third party insurance does not cover preventive services, clearly document in the
medical record and submit the claim to Medicaid.

All electronically submitted claims should list referral code indicator “E” when a
referral is made for follow-up on a defect, physical or mental illness, or a condition
identified through a Health Check screening assessment.

Private Sector Health Check Providers Only

A Health Check screening assessment and an office visit with different dates of
service cannot be billed on the same claim form.

A Health Check screening assessment and an office visit cannot be paid initially on
the same date of service. One claim will pay and the other will deny. For the
denied claim to be reconsidered, it must be submitted as an adjustment with
medical justification and a copy of the Remittance and Status Report (RA) denial
attached.

Immunization administration CPT codes 90471, 90472, 90473 or 90474 with the
EP modifier can be billed with a Health Check screening assessment, office visit or
if the vaccine administration is the only service provided that day. When billing in
conjunction with an examination code or an office visit code, an immunization
diagnosis is not required in block 21 of the claim form. When billing an
administration code for immunizations as the only service for that day, providers
are required to use an immunization diagnosis code in block 21 of the claim form.
Always list the CPT vaccine codes when billing these administration codes with
the EP modifier. Refer to the claim examples at the end of this guide.

When checking claim status using the Automated Voice Response (AVR) system
(1-800-723-4337), AVR requires providers to enter the total amount billed. Due to
each Health Check claim being divided into two separate claims for tracking
purposes, the total amount billed must also be split between the amount billed for
the Health Check screening assessment and the amount billed for immunizations
and any other service billed on the same date of service. Thus, it is necessary to
check claim status for two separate claims.

07.01.2011 45



July 2011

Federally Qualified Health Center (FQHC) and Rural Health Clinic (RHC)
Providers Only

Providers may bill a core Behavioral Health visit (T1015 HI) and a Health Check
screening assessment on the same date of service on separate claims.

A Health Check screening assessment and a core visit (T1015) cannot be paid
initially on the same date of service. One claim will pay and the other will deny.
For the denied claim to be reconsidered, it must be submitted as an adjustment with
medical justification and a copy of the Remittance and Status Report (RA) denial
attached.

Immunization administration CPT codes 90471, 90472, 90473 or 90474 with the
EP modifier can be billed with a Health Check screening assessment or if the
vaccine administration is the only service provided that day. When billing in
conjunction with an examination code, an immunization diagnosis is not required
in block 21 of the claim form format. When billing an administration code for
immunizations as the only service for that day, an immunization diagnosis code is
required to be entered in block 21 of the claim form format. An administration
code for immunizations cannot be billed in conjunction with a core visit. For
reporting purposes, list CPT vaccine codes in the appropriate block on the claim
form format. Always list CPT vaccine codes when billing any immunization
administration code with the EP modifier. Refer to the claim examples at the end
of this guide.

Local Health Departments

Two Health Check screening assessments on different dates of service cannot be
billed on the same claim form (format).

Immunization administration CPT code(s) may be billed if immunizations are
provided in addition to a Health Check screening visit. Immunization
administration CPT codes 90471, 90472, 90473 and 90474 with the EP modifier
may also be billed if immunizations are the only services provided that day or if
any immunizations are provided in conjunction with an office or sick visit. When
billing immunization administration CPT codes 90471, 90472, 90473 or 90474, the
EP modifier must be entered. Refer to the claim examples at the end of this guide.

A formal, standardized developmental screening tool must be used during periodic
examinations for children ages 6 months, 12 months, 18 or 24 months, and 3, 4,
and 5 years of age.
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HEALTH CHECK COORDINATION

Health Check Coordination is the responsibility of the 14 Community Care of North
Carolina (CCNC) regional networks. Under the direction of the CCNC networks, the
Health Check Coordinators (HCCs) are available to assist both parents and providers
in assuring that Medicaid-eligible children have access to Health Check services.

HCCs provide education and outreach services in 100 North Carolina counties and
the Qualla Boundary. HCCs are stationed at certain regional CCNC network sites,
local health departments, community and rural health centers, and other community
agencies. A list of counties with HCCs is available on the DMA website at:
http://www.ncdhhs.gov/dma/ca/hcc.pdf .

The role and responsibilities of the HCC include but are not limited to the following:

. Using the Health Check Automated Information and Notification System (AINS)
for identifying and following Medicaid-eligible children, birth through 20 years
of age, with regard to services received through the health care system

. Educating families about the importance of establishing a medical home that
provides ongoing, comprehensive, family-centered, and accessible care for
their children and youth

. Assisting families to use the health care services in a consistent and responsible
manner

. Assisting with scheduling appointments or securing transportation
. Acting as a local information, referral, and resource person for families

. Providing advocacy services in addressing social, educational or health needs of
the recipient

. Initiating follow-up as requested by providers when families need special
assistance or fail to bring children in for Health Check or follow-up examinations

. Promoting Health Check and health prevention with other public and private
organizations

Physicians, primary care providers (PCPs), and their office staff are encouraged to
establish a close working relationship with HCCs.  Ongoing communication
significantly enhances recipient participation in Health Check and helps make
preventive health care services more timely and effective.
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HEALTH CHECK CLAIM DENIALS - EXPLANATION OF BENEFITS (EOB)

EOB Message Tip

010 | Diagnosis or service invalid | Verify the recipient’s Medicaid
for recipient age. Verify identification (MID) number, date of birth
MID, diagnosis, procedure (DOB), diagnosis, and procedure codes.
code or procedure Make corrections, if necessary, and

code/modifier combination resubmit to HP ENTERPRISE

for errors. Correct and submit | SERVICES as a new claim. If all

as a new claim. information is correct, send the claim and
RA to the DMA Claims Analysis Unit,
2501 Mail Service Center, Raleigh, NC

27699-2501.
079 | This type of service is not Check your claim for keying errors, make
payable to your provider type | corrections if necessary. Verify the
or specialty. provider type and specialty for your

Medicaid provider number by contacting
a Health Check Consultant at 919-855-
4780.

Service is not consistent Verify diagnosis code is VV20.2 or V70.3
with/or not covered for this | for the Health Check screening
082 | diagnosis/or description does | assessment according to the billing

not match diagnosis. guidelines on page 36. Correct claim and
resubmit.
Health Check Screen and Resubmit as an adjustment with

349 | "elated service notallowed | documentation supporting unrelated
same day, same provider, or | services.

member of same group.
685 | Health Check services are for | Verify recipient’s age. Only recipients

Medicaid recipients birth age birth through 20 years of age are
through age 20 only. eligible for Health Check services.
1036 | Thank you for reporting Vaccines are available at no charge

vaccines. This vaccine was | through the NCIP/VFC Program.
provided at no charge through
VFC Program. No payment
allowed.

1058 | The only well child exam Bill periodic examination with primary
billable through the Medicaid | diagnosis VV20.2 and Interperiodic

program is a Health Check examinations with primary diagnosis
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EOB

Message

Tip

screening assessment. For
information about billing
Health Check, please call 1-
800-688-6696.

V70.3. Check the preventive medicine
code entered in block 24D of the claim
form and append the EP modifier.

1422

Immunization administration
not allowed without the
appropriate immunization.
Refer to the most recent
Health Check Special
Bulletin.

Check the claim to ensure that
immunization procedure codes are billed
on the same claim as immunization
administration codes. Make corrections
and resubmit as a new day claim.

1769

No additional payment made
for vision, hearing and/or
developmental screening
services.

Payment is included in Health Check
reimbursement.

1770

Invalid
procedure/modifier/diagnosis
code combination for Health
Check or Family Planning
services. Correct and
resubmit as a new claim.

Health Check services must be billed with
the primary diagnosis code VV20.2 or
V70.3 and the EP modifier. Verify the
correct diagnosis code, procedure code
and modifier for the service rendered.
Family planning services must be billed
with the FP modifier and the diagnosis
code V25.9.
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HEALTH CHECK BILLING REFERENCE SHEET

Date of Service

Patient’s Name

Next Examination Date (optional)

Medicaid ID number

Date of Birth

Health Check Diagnosis Code

Periodic Health Check screening
assessment

Periodic Health Check Screening VV20.2

Interperiodic Health Check screening
assessment

Interperiodic Health Check screening

assessment VV70.3

Health Check screening assessment Code

Description Preventive Medicine | Diagnosis Code
Codes
Regular Periodic Examination- 99381-9985; 99391- |V20.2
Birth through 20 years 99395

Developmental Screening based
on age

Autism Screening based on age

Adolescent Health Risk
Assessment and B/MH Screening

Vision Screening based on age

Hearing Screening based on age

With EP Modifier

Development
Screening CPT Code
96110

With EP Modifier

Autism Screening
CPT Code: 99420
With EP Modifier

CPT 99420
With EP Modifier

Vision Screening
CPT Code 99172 or
99173

With EP Modifier

Hearing Screening
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CPT Code 92551,

92552 or 92587

With EP Modifier
Interperiodic Examination — Birth 99381-99385; 99391- | V70.3
through 20 years 99395 With EP

Modifier
Second Diagnosis (if applicable)
Description Indicator

Follow-up with HC provider or another
provider

E or F — Providers billing electronically

Third Diagnosis

(if applicable)

Description

Indicator

Follow-up with HC provider or another
provider

E or F — Providers billing electronically

Fourth Diagnosis

(if applicable)

Description

Indicator

Follow-up with HC provider or another
provider

E or F — Providers billing electronically

Description CPT Codes Unit
Immunization administration (includes 90471 with EP 1 unit
percutaneous, intradermal, subcutaneous, | modifier
or intramuscular injections); 1 vaccine
(single or combination vaccine/toxoid)
OR
Immunization administration by 1 unit
intranasal or oral route; 1 vaccine (single | 90473  with  EP
or combination vaccine/toxoid) modifier
Immunization administration (includes 90472 with EP 1 or more units
percutaneous, intradermal, subcutaneous, | Modifier
or intramuscular injections); each OR
additional vaccine (single or combination | 90474 with EP 1 unit
vaccine/toxoid) (List separately in modifier
addition to code for primary procedure)
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IMMUNIZATION BILLING REFERENCE SHEET

Note: Do not bill Medicaid for the cost of a vaccine or immune globulin on this table
if the product was provided through the NCIP/VFC program. Only the
administration code should be billed.

Code CPT Description Diagn NCIP/VFC
0sIis Vaccine Specifics
90291 | Cytomegalovirus immune globulin V07.2
(CMV-IgIV), human, for intravenous
(IV) use
J1460-| Injection, gamma globulin codes, V07.2 Limited distribution
J1560 | intramuscular (IM) (GamaSTAN SD). to health
Use the code for the amount departments (LHDs)
administered only, and only
during outbreaks.
J1571 | Injection, hepatitis B immune globulin | V07.2
(Hepagam B), IM, 0.5 mli
J1573 | Injection, hepatitis B immune globulin | V07.2
(Hepagam B), IV, 0.5 ml
90371 | Injection, hepatitis B immune globulin | V07.2
(HBIg), human, IM
J1562 | Injection, immune Globulin, V07.2
(Vivaglobin), 100 mg
J1566 | Injection, immune globulin, 1V, V07.2
lyophilized (e.g., powder), NOS, 500 mg
J1569 | injection, immune globulin, V07.2
(Gammagard liquid), IC, nonlyophilized
(e.g., liquid), 500 mg
J1572 | Injection, immune globulin, V07.2
(Flebogamma/Flebogamma Dif), IV,
nonlyophilized (e.g., liquid), 500 mg
J1561 | Injection, immune globulin, (Gamunex),| V07.2
IV, nonlyohilized (e.g., liquid), 500 mg
non-lyophilized (liquid) (Gamunex)
J7504 | Lymphocyte immune globulin, V07.2
antithymocyte globulin, equine,
parenteral, 250 mg (Atgam)
90375 | Rabies immune globulin, (RI1g), V07.2
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Code

CPT Description

Diagn
0sis

NCIP/VFC
Vaccine Specifics

human, for IM and/or SC SC use
(BayRab)

90376

Rabies immune globulin — Heat treated
(RIG-HT), IM and/or SC,use (Imogam
Rabies)

V07.2

90379

Respiratory syncytial virus immune
globulin (RSV-1glV), human, for IV use

V07.2

J2790

Injection, Rho (D) immune globulin,
human, full dose, 300 mg,(1500 i.u.)
(Rhophylac)

VO07.2

J2788

Injection, Rho (D) immune globulin,
human, min dose, 50 mcg (250 i.u.),
MiCRhoGAM

V07.2

J2791

Injection, Rho (D) immune globulin,
(human) (Rhophylac) IM or 1V, 100 IU
HypRho, WINRho SDF)

VO07.2

J2792

Injection, Rho(D) immune globulin, 1V,
human, solvent detergent, 100 1U

V07.2

90389

Tetanus immune globulin (Tlg),
human, for IM use

VO07.2

90396

Varicella-zoster immune globulin,
human, for IM use

V07.2

90585

Bacillus Calmette-Guerin (BCG) for
tuberculosis, live for percutaneous use

V03.2

90632

Hepatitis A vaccine, adult dosage, for
IM use

V05.3

19 years of age and
above

Limited distribution
to LHDs only, and
only during
outbreaks.

90633

Hepatitis A vaccine,
pediatric/adolescent dosage — 2
dose schedule, for IM use

V05.3

12 months of age
through 18 years of
age

90636

Hepatitis A and B combination
(HepA-HepB), adult dosage, for
IM use

V06.8

18 years of age and
above only in
LHDs, FQHCs, and
RHCs*
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Code CPT Description Diagn NCIP/VFC
0Sis Vaccine Specifics
90647 | Hemophilus influenza b vaccine V03.81 | Brand name -
(Hib), PRP-OMP conjugate (3 PedvaxHIB
dose schedule), for IM use Routine - 2 months
to less than 5 years
of age
High risk, greater
than 59 months
through 18 years of
age.
90648 | Hemophilus influenza b vaccine V03.81 | Brand name —
(Hib), PRP-T conjugate (4 dose ActHIB
schedule), for IM use Routine — 2 months
to less than 5 years
of age;
High risk — greater
than 59 months
through 18 years of
age.
Brand name —
Hiberix
Approved for the
booster dose in
children 15 months
through 4 years of
age
90649 | Human papilloma virus (HPV) V04.89 | Females and males 9
vaccine, types 6, 11, 16, 18 years through 18
(quadrivalent), 3 dose schedule, years of age
for intramuscular (IM) use
90650 | Human papilloma virus (HPV) V04.89 | Females 9 through
vaccine, types 16, 18, bivalent, 3 18 years of age
dose schedule, for intramuscular
use
90655 | Influenza virus vaccine, split virus, V04.81 | 6 months through 35
+ preservative free when administered to months of age
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Code CPT Description Diagn NCIP/VFC
0Sis Vaccine Specifics

children 6-35 months of age, for IM use

90656 | Influenza virus vaccine, preservative V04.81 | 3 years through 18

+ free, when administered to individuals 3 years of age
years and older

90657 | Influenza virus vaccine, split virus, V04.81 | 6 months through 35

+ when administered to children 6-35 months of age
months of age, for IM use

90658 | Influenza virus vaccine, split virus, V04.81 | 3 years through 18

+ when administered to individuals 3 years of age
years of age and older, for IM use

90660 | Influenza virus vaccine, live, for V04.81 | 2 years through 18

+ intranasal use years of age

90670 | Pneumococcal conjugate vaccine, 13 V03.82 | 2 months through 18
valent, for IM use (Prevnar 13) years of age

90675 | Rabies vaccine for IM use \V04.5

90680 | Rotavirus vaccine, pentavalent, 3 dose | V04.89 | 6 weeks through 7
schedule, live, for oral use months of age

90681 | Rotavirus vaccine, human, attenuated, 2 | V04.89 | 6 weeks through 7
dose schedule, live, for oral use months of age

90696 | Diphtheria, tetanus toxoids, acellular V06.3 | 4 years through 6
pertussis vaccine and poliovirus vaccine, years of age for the
inactivated (DTaP-1PV), when booster dose only
administered to children 4 through 6
years of age, for IM use

90698 | Diphtheria, tetanus toxoids, acellular V06.8 2 months through 4
pertussis vaccine, haemophilus influenza years of age
Type B, and poliovirus vaccine,
inactivated (DTaP-Hib-1PV), for IM use

90700 | Diphtheria , tetanus toxoids, and V06.1 2 months through 6
acellular pertussis vaccine (DTap), when years of age
administered to individuals younger than
7 years, for IM use

90702 | Diphtheria and tetanus toxoids (DT) V06.5 2 months through 6
adsorbed when administered to years of age
individuals younger than 7 years, for IM
use

90703 | Tetanus toxoid adsorbed, for IM use VV03.7
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Code CPT Description Diagn NCIP/VFC
0sis Vaccine Specifics
90704 | Mumps virus vaccinelive, for SC use V04.6
90705 | Measles virus vaccine, live, for SC use |V04.2
90706 | Rubella virus vaccine, live, for SC use |V04.3
90707 | Measles, mumps, and rubella virus V06.4 12 months through
* vaccine (MMR), live, for SC use 18 years of age*
Code CPT Description Diagn NCIP/VFC
0sIis Vaccine Specifics
90710 | Measles, mumps, rubella, and varicella | \VV06.8 12 months through
vaccine (MMRYV), live, for SC use 12 years of age
90713 | Polio virus vaccine, inactivated (IPV), |V04.0 |2 months through 17
for SC or IM use years of age
90714 | Tetanus and diphtheria toxoids (Td) V06.5 7 years through 18
* adsorbed, preservative free, when years of age*
administered to individuals 7 years or
older, for IM use
90715 | Tetanus, diphtheria toxoids and acellular| V06.1 7 years through 18
* pertussis vaccine (Tdap), when years of age*
administered to individuals 7 years or
older, for IM use
90716 | Varicella virus vaccine, live, for SC use | V05.4 12 months through
18 years of age
90721 | Diphtheria, tetanus toxoids, and V06.8
acellular pertussis vaccine and
Hemophilus influenza B vaccine (Dtap-
Hib), for IM use
90723 | Diphtheria, tetanus toxoids, and V06.8 2 months through 6
acellular pertussis vaccine, Hepatitis B, years of age
and poliovirus vaccine, inactivated
(Dtap-HepB-IPV), for IM use
90732 | Pneumococcal polysaccharide vaccine , | V03.82 | Only for high-risk
23-valent, adult or immunosuppressed | or children 2 years
patient dosage, when administered to V05.8 | through 18 years of
individuals 2 years or older, for SC or age
IM use
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vaccine (HepB-Hib), for intramuscular
use

Code CPT Description Diagn NCIP/VFC
0sis Vaccine Specifics
90733 | Meningococcal polysaccharide vaccine | V04.89
(any group(s), for SC use
90734 | Meningococcal conjugate vaccine, V01.89 |2 years through 18
* serogroups A, C, Y and W-135 years of age
(tetravalent), for IM use
90740 | Hepatitis B vaccine, dialysis or V05.3
Immunocompromised patient dosage (3-
dose schedule), for IM use
90744 | Hepatitis B vaccine pediatric/adolescent | V05.3 Birth through 18
* dosage (3 dose schedule), for IM use years of age*
Exception: If the
first dose of
hepatitis B vaccine
Is administered prior
to age 19,
NCIP/VFC pediatric
vaccine may be used
to complete the
series prior to age
20%*.
90746 | Hepatitis B vaccine, adult dosage, for | V05.3 20 years of age and
* IM use older, only in
LHDs*
90747 | Hepatitis B vaccine dialysis or V05.3
Immunosuppressed patient dosage (4-
dose schedule), for IM use
90748 | Hepatitis B and Hemophilus influenza b | V06.8 6 weeks through 15

months of age

*Providers should refer to the Immunization Branch website at http://www.immunizenc.com for detailed
information regarding vaccines. Certain vaccines are provided for recipients 19 years of age and older
through the NCIP. Questions about current coverage may also be addressed by calling the NCIP at 1-877-
873-6247.

+Each influenza season, ACIP issues recommendations for the administration of flu vaccine. Based on
these recommendations, NCIP issues coverage criteria announcements at the beginning of the season.

Additional guidance may be issued throughout the flu season if the availability of vaccine changes.
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Note: This list is subject to change. Updates regarding vaccines are published in the general Medicaid bulletins
on DMA'’s website at http://www.ncdhhs.gov/dma/bulletin/.

MEDICAID RECIPIENT DUE PROCESS (RIGHT TO APPEAL A
PRIOR APPROVAL DECISION)

Medicaid is an entitlement program, and it is a recipient’s constitutional right to
appeal a Medicaid decision that denies, reduces, terminates, or suspends a request
for Medicaid services. The Medicaid prior approval and recipient hearing processes
are described below.

FILING A RECIPIENT HEARING REQUEST FORM: Medicaid recipients or their
personal representatives have the right to appeal adverse decisions of the State Medicaid
agency and receive a fair hearing pursuant to the Social Security Act, 42 C.F.R. 431.200
et seq. and N.C.G.S. 8108A-70.9. If the recipient decides to appeal Medicaid’s decision
to deny, terminate, reduce, or suspend the services requested by his/her provider, the
recipient must sign and date the appeal request form and send it to the Office of
Administrative Hearings (OAH) by mail or fax within 30 days of the date the notice
was mailed. The mailing address and telephone and fax numbers for OAH are located
on the appeal request form. Providers may not file appeals on behalf of recipients unless
the recipient lists the provider as the representative on the appeal request form.

UNDERSTANDING THE APPEAL PROCESS: If the recipient chooses to appeal,
he/she may represent himself/herself during the appeal process, hire an attorney, or ask a
relative, friend, or other spokesperson to speak for them. The recipient’s case will begin
as soon as the completed recipient hearing request form is received and filed with the
OAH. The recipient will be contacted by OAH or the Mediation Network of North
Carolina to discuss his/her case and to be offered an opportunity for mediation in an
effort to resolve the appeal. Contact is made by telephone or trackable mail. So, it is
important for the recipient to accept all trackable mail from OAH or the mediation
center.  NOTE: New information about the recipient’s request that was not
provided to Medicaid previously may be submitted at any time during the
mediation and appeal processes.

Mediation is an informal process where the recipient, his/her representatives, and
Medicaid have an opportunity to discuss the case with a mediator in hopes that the
hearing issues will be resolved. If mediation resolves the case, the hearing will be
dismissed, and services will be provided as specified during the mediation process. The
recipient and his/her representatives may participate by telephone or in-person. Medicaid
representatives will participate by telephone. Mediation is confidential and legally
binding.
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If the recipient does not accept the offer of mediation or the results of mediation, the case
will proceed to hearing and will be heard by an administrative law judge with OAH. The
recipient will be notified by trackable mail of the date, time, and location of the hearing.
The administrative law judge will make a decision and will send it to Medicaid for a final
agency decision. The petitioner(s) will receive a written copy of both the administrative
law judge’s decision and Medicaid’s final agency decision by trackable mail. The
recipient and provider should not act on the administrative law judge’s decision because
Medicaid must review the decision and issue the final agency decision. If the recipient
does not agree with Medicaid’s final agency decision, he/she may ask for a judicial
review in superior court. The hearing process must be completed within 90 days of
OAH'’s receipt of the recipient’s completed Recipient Hearing Request Form.

IMPLEMENTING THE FINAL AGENCY DECISION: Final agency decisions will
notify the recipient of the importance of immediately informing the provider of the
decision.

Decisions which uphold the agency action:

A final agency decision which dismisses the recipient’s appeal or upholds the Medicaid
agency action shall be implemented no later than three business days from the date the
decision was mailed to the petitioner(s) identified by OAH at the time the appeal was
filed.

Decisions which reverse in part or in full the agency action:

If the Medicaid agency decision or a mediated settlement holds that all or part of the
requested services were medically necessary, payment for those services as approved in
the final agency decision or settlement will be authorized within three business days for
at least 20 prospective calendar days after the date of the decision. A copy of the final
agency decision will be mailed by trackable mail to the petitioner(s) identified by OAH
at the time the appeal was filed. The final agency decision shall include a notification
that a new request for prior authorization is required to be received by Medicaid within
15 calendar days of the decision in order to avoid an interruption in services. Upon
receipt by Medicaid of a request for service authorization within 15 calendar days from
the date of a final agency decision which holds that all or part of the requested services
were medically necessary, authorization for payment will remain in effect without
interruption for at least 10 calendar days following the mailing of the notice of decision
on the new request for prior authorization. If the request is denied or reduced, it will be
treated as a timely request for reauthorization and maintenance of services pending
appeal will apply.

PROVIDING SERVICES DURING THE APPEAL PROCESS (Maintenance of
Services): Maintenance of services means that for a reauthorization or continuing or
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concurrent request that was denied, reduced, or terminated, the recipient is entitled to
receive services during the pendency of the appeal and as long as he/she remains
otherwise Medicaid eligible as described below, unless the recipient gives up this right.

1.

If the recipient appeals within 10 days of the date the notice was mailed, payment
authorization for services will continue without a break in service. Authorization for
payment must be at the level required to be authorized on the day immediately
preceding the adverse determination or the level requested by the provider, whichever
is less.

If the recipient appeals more than ten calendar days but within 30 calendar days of the
date the notice is mailed, authorization for payment must be reinstated, retroactive to
the date the completed appeal request form is received by the OAH. Authorization for
payment must be at the level required to be authorized on the day immediately
preceding the adverse determination or the level requested by the provider, whichever
is less.

Maintenance of services (authorization of payment during the pendency of the appeal)
will not be authorized if:

1.
2.

The recipient appeals more than 30 days after the date the notice was mailed.

The recipient’s service request was submitted after his/her current authorization for
services expired. Medicaid will treat this request as an initial rather than a
reauthorization or continuing or concurrent request. Maintenance of services does not
apply to initial requests.

CHANGING PROVIDERS DURING THE APPEAL PROCESS: Medicaid
recipients have the right to change providers as indicated below.

1.

For Medicaid recipients who:

a. have appealed an adverse decision, or

b. whose provider agency is going out of business, or

c. have changed providers for CAP services or

d.are changing providers for another service with an authorization period of six

months or more,

the current authorization for services will transfer to the new provider within five
(5) business days of notification by the new provider to the appropriate utilization
vendor and upon submission of written attestation that provision of the service
meets Medicaid policy and the recipient’s condition meets coverage criteria and
acceptance of all associated responsibility; and either written permission of
recipient or legal guardian for transfer; or copy of discharge from previous provider.

Authorization shall be effective the date the new provider submits a copy of the

written attestation.

Following the appeal or prior to the end of the current authorization period, the new

provider must submit a request for reauthorization of the service in accordance with
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the clinical coverage policy requirements and these procedures.

OBTAINING LEGAL ASSISTANCE: For questions regarding legal assistance, please
contact Legal Aid of North Carolina at 919-856-2564 or toll-free at 1-866-369-6923.
Recipients with disabilities also will be informed they may contact Disability Rights of
North Carolina at 1-877-235-4210.

QUESTIONS ABOUT THE MEDICAID PRIOR APPROVAL AND MEDICAID
RECIPIENT HEARING PROCESSES: For questions concerning the decision
Medicaid makes about the provider’s request for service, please contact Medicaid.
Questions about the appeal process may be addressed to OAH or the Appeals Unit,
Division of Medical Assistance (Medicaid), or you may visit the provider prior approval
web page at http://www.ncdhhs.gov/dma/provider/priorapproval.ntm.  Agency
contact information appears in the box below.

AGENCY MAILING OFFICE
ADDRESS NUMBER
Office of Clerk 919-431-3000

Administrative 6714 Mail Service
Hearings (OAH) | Center
Raleigh, NC 27699-

6714
Division of Appeals Unit 919-855-4260
Medical Clinical Policy and | Toll-free:
Assistance Programs 1-800-662-7030
(Medicaid) 2501 Mail Service | Ask for your call
Center to be transferred to
Raleigh, NC the DMA Appeals
27699-2501 Unit, Clinical
Policy and
Programs.

07.01.2011 61



July 2011

RESOURCE LIST

Children with Special Health Care Needs Helpline
1-800-737-3028

Dental Varnishing
Clinical Coverage Policy #1A-23, Physician Fluoride Varnish Services
http://www.ncdhhs.gov/dma/mp/

Developmental Screening standardized and validated screening tools
http://www.dbpeds.org
http://www.brightfutures.aap.org

Developmental Surveillance and Screening
http://aappolicy.aappublications.org/cqi/reprint/pediatrics;118/1/405.pdf

DMA Customer Services Center
1-888-245-0179

Due Process (Medicaid Recipient Appeals)
http://ncdhhs.gov/dma/provider/priorapproval.htm

HP Enterprise Services Provider Services
1-800-688-6696 or 919-851-8888

Health Check Coordinator Contact List
http://www.ncdhhs.gov/dma/ca/hcc.pdf

National HIPAA Implementation Guide
http://www.wpc-edi.com/hipaa

NC Healthy Start Foundation
http://www.nchealthystart.org/

North Carolina 837 Professional Claim Transaction Guide
http://www.ncdhhs.gov/dma/hipaa/837prof.pdf

North Carolina Immunization Branch

North Carolina Immunization Program/Vaccines for Children (NCIP/VFC)
http://www.immunizenc.com

North Carolina Lead Screening and Follow Up Manual
http://www.deh.enr.state.nc.us/ehs/Children _Health/2009printedversionleadmanual.pdf

December 2005 Special Bulletin, Medicaid for Children, Early and Periodic Screening, Diagnostic, and
Treatment (EPSDT) and Health Check
http://www.ncdhhs.gov/dma/bulletin/

Basic Medicaid Billing Guide
http://www.ncdhhs.gov/dma/basicmed/

EPSDT Provider Page
http://www.ncdhhs.gov/dma/epsdt/
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Physician’s Fee Schedule
http://www.ncdhhs.gov/dma/fee/

Policy Instructions: Early and Periodic Screening, Diagnostic and Treatment
http://www.ncdhhs.gov/dma/epsdt/

Prior Approval Process and Request Form for Non-Covered Services
http://www.ncdhhs.gov/dma/provider/forms.htm
http://www.ncdhhs.gov/dma/basicmed/
http://ncdhhs.gov/dma/provider/priorapproval.htm

Recommended Childhood and Adolescent Immunization Schedule, by Vaccine and Age - United States,
2011
http://www.cdc.gov/vaccines/recs/schedules/child-schedule.htm

Printable versions of the schedule can be found at:
http://www.cdc.gov/vaccines/recs/schedules/child-schedule.htm#printable

Recommendations for Preventive Pediatric Health Care
http://pediatrics.aappublications.org/cqi/data/120/6/1376/DC1/1

2008 Bright Futures Guidelines for Health Supervision of Infants, Children and Adolescents, Third
Edition: Bright Futures 3™ Edition Pocket Guide: Bright Futures Tool and Resource Kit
http://brightfutures.aap.org/pdfs/BF3%20pocket%20guide_final.pdf

U.S. Preventive Services Task Force Recommendations
http://www.ahrg.gov/clinic/USpstfix.htm
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Private Provider

(1500 | Periodic Examination ¢
i
HEALTH INSURANCE CLAIM FORM ¢
APFROVED BY NATIOMAL UNIFORM CLAIM COMMITTEE 0805 ¢
[TTTFe PICA
sz e N
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER [ 1a. INSURED'S 1.0, NUMBER {Far Program in em 1)
i TG CHAMFUS i HEALTH PLAN — BOCLUNG
[ J(Mecicare #1[ | hedicaic #)[ | iSponsors ssny [ | ivemterioe) [ | BSWorio) [ | @M | o) 123456789K
2. FATIENT'S NAME (Last Name, First Nams, Middl= Iritial) 3 FATENT S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middla Initial)
7 | |
Patient, Joanna 03122 111 W] Fk]
5. PATIENT'S ADDRESE (No,, Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No,, Strest)
123 Fun Street SeIfl:| Spouse|:| CHIdl:' on-erD
CITY STATE | 8 PATIENT STATUS CITY STATE H
[}
Fun Town NG single || Mamied[ | other[ | i
ZIP CODE TELEPHONE (Include Area Cods) ZIF CODE TELEPHONE (Include Area Gads) H
Full-Time Part-Time) i
1111 (555) 555-5555 Employed || Sndem || Snodent || ( ) {
0. OTHER INSURED'S NAME [Last Name, First Name, Micls Initial) 10,15 PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GROUF OR FEGA NUMBER :
1
]
a OTHER INSUREL'S POLICY OF GROLP NUMBER & EMPLOYMENT? (Gurrent or Previous) & INSURED'S DATE OF BIFTH SEX '
] | H
[Jres (v || v O |
b. OTHER INSUTED'?{Y DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOCL NAME :
NO |
L | m[] il [Jres  [nvo
. EMPLOYER'S NAME OR 5CHOOL NAME «. OTHER ACCIDENT? . INSURANGE PLAN NAME OR PROGRAM NAME !
]
|:| YES |:| N i
d. INSURANCE FLAN NAME OR PROGRAM NAME 104, RESERVED FOR LOGAL USE d. |5 THERE ANOTHER HEALTH BENEFTT FLANT i
|:| YES L‘ NO ¥ yes, raturn to and complsts itlem 0 a-d.
AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM, 12 INSURED'S OR AUTHORIZED FERSON'S SIGNATURE | authorize
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorizs the release of any medical or other information necessary payment of medical bensfits 1o the undersigned physician or supplier for
to process this claim, | also request payment of govemment bensfits either to mysalf or to the party whe aceepts assignment sarvices described below.
bilow,
SIGNED DATE 5IGNED
14. ATE OF CURRENT: ILLNESS {First symptom) OF 15. IF PATIENT HAS HAD SAME DR BIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TG WORK IN CURRENT OCCUPATION
AT CBE TRE ‘ INJURY (Acsident) OR GIVE FimaT pare w1 BB SMHR i | Rl | w MM, DD YY
| PREGNANCY(LMP) | ! FROM ! ! TO I I
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE e 18, HOBPITALIZATION DATES RELATED TO CURAENT SERVICES
MM DD Y MM, DD YY
17b. | NFI FROM | | TO | |
10, RESERAVED FOR LOCAL UISE 20, OUTSIDE LAB? § CHARGES
[Jres [Juo | |
21, DIAGNOEIS OR NATURE OF ILLNESS OR INJURY (Relate hame 1, 2,3 or 4 to ltem 24E by Ling) 22 WMEQICAID FESUBMISSION
ORIGINAL AEF. NO.
(Vo2 -, S |
23, FRIOR AUTHORIZATION NUMEER
2| R— 4| .
24 A DATE(S) OF SEAVICE B. | C. | D. PROCEDURES, SEAVICES, OR SUPFLIES E. F. G [HT 1 3 1
rem To FLACE {Explain Unusual Circumstances) DIAGNCSIS Bh [Fa| - RENDERING ¢
MM _ DD YY MM DD YY |SEAVKE| EMG | CFT/HCPCS | MODIFIER POINTER § CHARGES URTs | P | cuaL PROVIDER ID. # I
ZZ | Taxonomy :
1 | | | | | | el i e i
05| 03] 11| 05] 03|11 [11 | | o9ozs1 |ep| | | | | sds3| 1 | [wei| NPiNumber :
2 | | | | | | | | | A e e i s ke 4 i
| | | | | [
| | | 1 | | | | | I | | | I | | e ]
3 1 L | o | ! o E
| I | I I | | | I I | | | | NP 5
L]
| T D O PO . e T———. 5
1 1 1 1 1 1 1 1 .
5 | | | |
I G I | I | L 1|
B | | | | | | | |
L & [ B T [ [ W L | 1 | | 1 ||
1 1 | 1
25, FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S AGDOLINT NO 7. ACCERT ASSIGNMENT? |23, TOTAL CHARGE 20, AMOUNTPAID [ 30, BALANGE DUE
0] [lee [0~ |+ 898 |s | |s 20
YES NO i |
1 1
31, SIGNATURE OF PHYSIGIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 23, BILLING PROVICER INFC & PH # ( )
INCLUDIN G DEGREES OR CREDENTIALS Dr J P Provider
(1 certify that the statsrments on the revarse 123 That 5t 123 AI'I‘_{ St
apphy ta this bil and ars made & part thersof, ) That clt‘_{ Nc 275061234
1 A B
: " ny City, NC 27523-5678
Signature on File
SIGNED DATE By |b * NPI |t‘ ZZ__Taxonomy |
MUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0932-0999 FORM CMS-1500 (D8/05)
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(1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UINIFORM CLAIM COMMITTEE 0805

Private Provider
Periodic Examination
Developmental Screening

[T EbEeA
—= —
1. MEDIGARE  MEDIGAID TRICARE GHAMPVA GROUP FECA OTHER| 1a. INSURED'S |.0. NUMBER {For Program in em 1)
: e CHAMPUS ; HEALTH PLAN — BUS LUNG
| Jiscicars & |:| (Medizaid 4)[ ] (Spansars 55N) |:| Mermbar i04) |:| (B35 ar 1) {BEN) |:| (o) 123456789K
2. PATIENT'S NAME (Last Nams, First Mams, Midds Iritialy a3 P.:‘LIENT'BEIIHTH I:+)‘§ITE SEX 4, INSLIRED'S MAME (Last Mame, First Mame, Middls Initial)
% | |
Patient, Joe 0115 | 07 F

E. PATIENT'S ADDRESS (Mo, Street)

123 Fun Street

B. PATIENT RELATIONSHIP TO INSURED

5e|f|:| SpouseD cri|d|:| Olher|:|

7. INSURED'S ADDRESS (Mo, Strest)

GITY STATE |8 PATIENT STATUS
Fun Town NC single [ | Maried ||
ZIP CODE TELEPHOMNE {Include Area Cods)
Full-Ti
11111 ( 555) 555-5555 Enployed [ ] Sudent

0. OTHER INSURED'S NAME iLast Mame, First Hame, Middls Initial)

Dther |—_|

Part-Timz)
Student l:‘

CITY STATE

ZIF CODE TELEFPHOME (Include Arsa Caods)

( )

a OTHER INSURED'S POLIGY OR GROUP NUMBER

[ ves

b, f'J"THEH INSUREL'S DATE OF BIRTH

b AUTO ACCIDENT?

[ ves

BEX

il

ML ]

I
c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

|:| YES

[

[ne

[

10. 15 PATIENT'S CONDITION RELATED TO:

& EMPLOYMENT? (Current or Previous)

NOD

FLACE (Stata)
L

N

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM DD YY

| ] FL]

b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANGE PLAN NAME CR PROGRAM NAME

10d. RESERVED FOR LOGAL USE

el. 15 THERE ANCTHER HEALTH BENEFIT PLAN?T

[Jves [no

I yes, retum to and complats item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12 PATIENT'S OR AUTHORIZED PERESON'S SIGNATURE |authorize the release of any medical or other inforrmation necessary
to procass this claim. | also request paymant of govamiment bensfits sither to mysalf or to the party who accspts assionment

12, INSURED'SE OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical banefits to the undersignad physician or suppliar for
saivices described below,

SIGNED

B I i
18, DATES mTIIEN'BbN.lIKBLEJQ WORK IN CLI HN‘HMENIT %%CLIIPATI\Q\T:J
I I TG I I

below,
SIGNED, DATE
e

14, DATE OF CURRENT: ILLNESS (First sympiom) OR 16. |F PATIENT HAS HAD SAME DR SIMILAR, ILLNESS,

i 1 b6 | i ‘INJUHY (Accident) OR GIVE FIRST DATE R 1 BB I i

| J'_ PREGMANCY(LMP) | |
17. NAME OF REFERRING PROVIDER OF OTHER SOURCE 17a
17b. | NP1

L
18, HOBPITALIZATION DATES RELATED TO CURRENT SERVICES
MM, DD YY MM, DO | Y

FROM i i LR

18. RESERVED FOR LOCAL USE

20, OUTSIDE LAB? % CHARGES

[res [wo | |

21, DIAGNCSIS OR NATURE OF ILLNESS OR INJURY (Relate Iterns 1,2, 3 or 4 to Hem 24E by Ling)

B

22, E!&EE}AID RESUBMISSION OFIGINALRERNG
c] . NO.

Y202 ) — —
23, PRIOR ALTHORIZATION NUMBER
) S 4l .
24K DATE(S) OF SERVIGE B | © | D PROCEDURES, SERVICES, OR SUPFLIES E F [ N T :
From To FLACE (Eplain Unusual Gircumstances) DIAGNOSIS o Fes| o RENDERING ¢
MM DD YY MM DD Y [SERCE|EMG | CPTIHCPCS | MODIFIER FOINTER | % CHARGES uits || oual. FROVIDER 0. # i
ZZ | Taxonomy '
sl | I T I T i
04 03] 11| 04 03|11 11| | sesm |EP| | | | | soj3z| 1 | [wm :
ZZ | Taxonomy i
04| 03| 11| 04| 03]41 |11 | |eeiio |EP| | | | | 0/00| 1 | [wn {
[ | | | | e i
N O I | | [ | [w g
| | | | | | | e e e 1
A I T T I | L [ [ [w ;
| I I I A 2 e S e b i
[ P | | A I ;
| | | | | | | | s §
' L | 8o 4 | NPI i
1 1 1 1
26, FEDERAL TAX 1.0, NUMEER SN EIN | 26 PATIENTS ACGOUNT NO 27 GOCEFTASSIGNENT? |25, TOTAL GHARGE 58 AMOUNT FAID | 30, BALANGE DUE
00 [les [Jw |5 8038|s | s 20438
21, BIGNATURE OF PHYSICIAN ©R SUPPLIER 92, SEAVICE FACILITY LOCATION INFORMATION 233, BILLING PROVICER INFO & PH# ( )
INCLUDING DEGREES OR CREDENTIALS Dr J P Provider
(1 certify that the statsments on the revarse 122 That St 123 Any St
apply to this bil and ars mads a part thereot, ) That Clty NC 27606-1234
1 A ki
. s ny City, NC 27523-5678
Signature on File s
SIGNED DATE 8 |h =) |h ZZ Taxonomy i
[l U
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(1500 |
HEALTH INSURANCE CLAIM FORM

APPROVED BY MATIOMAL UNIFORMCLAIN CONMITTEE 0805

[T

Private Provider
With Immunizations

1. MEDICARE MEDIGAID TRICARE

2. PATIENT'S NAME (Las: Name, Firsel Mams, Midds Irital)

Patient, Jog

CHAMPYA

CRAMPUS A
[ ] Meaicars D (Medicaid #)[ ] (Bconsors S5 D Memberics) D (&

GA;

3. PATIENT'S BIRTH CATE

BT sLan — Btk
N orio) Drssr.u D

03" 14 05" x

OTHER
(o

E

la. INSURED'S 1.0 MUMBER

123456789K

4. INSURED & MAME (Last Name, Fist Mame, Middle Irital)

[For Progran in lem 1)

E.PATIENT'S ADDRESS Mo, Street)
123 Fun Street

6. PATIENT RELATIONSHIP TO INSURED

.SalfD Spon&D ClidD Dms.r|:|

7. INSURED'S ADDRESS (Mo.. Street)

oy STATE | 8. PATIENT STATUS
Fun Town NG| sigs [ teried [ ]
ZPCODE TELEPHOME (Includs Area Dods)
11111 (555) 555-5555 Enplored | Saem ||

Other n

Fart-Tine)
Studert

CITY

2P CODE TELEPHOME (relude Arsa Codsy

()

0 OTHZR INSURED'S NAME (Last Mame, Rist Neme, Nicdls nitial)

& UTHEH INSURELD'S PULIGY UH SHUUF NUMBEH

YES

b, OTHZR INSURED'S DATE 0= BIRTH SEX

| u L]

b, AUTE ACCICENT?
[ ves

I I
e EMPLUYEH'S NAME UH BUHUUL NAME

e U HEH BULIUENTY

[ ves

10, 15 PATENT'S CONDITION RELATED TO:

& EMPLL®MENI Y (Currant or Hrestous)

[me

PLACE (Stats)

Dm

[ne

L1

11, INSURED'E POLICY GROUP OR FECA NUMBER

a INSJREDE DATE OF BIRTH SEX
MM |, DD |  YY

| M] FL]

b, EMPLOYER'S hAME OR SCHOOL NAME

o INSURAKEE PLAN NAME CR PROGRAW NAME

d. INSLHANUE FLAN NAME UH PHUXGHAN NAME

bsdow,

ILLMNESS iFret symplor) UH

SIGMED
14 DATE OF CURFENT:

Eﬁ | B% | W {INJUHY {Aczident OR
| PRECNANGCY(LMFP)

10d. RESERVED FOR OCA_ USE

. 15 IHEHE AND HEH HEALTH BENER FLANY

[Jves [mo

¥ yes, ratun to and complete item f a-d,

HEAL BACK UF HIHM BEFUHE COMPLETING & SIGNING THIS HOHM.
12 PATIENT'S OR AUTHORIZED PERSCON'S SIGNATLIAE | autharize the eleass of any medizal or other information nscsssany
to pocees this caim, | also 2 uest paymett of gevemment bensfits sither o myself or o the pary weo acospls assinment

CATE

GIVE FIRSTDATE

15. IF PATIENT HAS HAE‘A%AME IPIB SIMILWILLNESS.
| |
| |

S INSUHEL'S UH AU T HUHIZED PEHSUN'S SRANA | JHE | suthonze
parrnent of medical bansfitz 1o the unde-signed physcian o supplisr for
zanias dagerbad badow,

SIGMNED
|6, DATES FATIE MABLE TO WORK |4 CURRENT OCCJPAT ON
TR B, PR WoRK Y PN B AT
I I 1

IT. MAME OF REFERRING FROVIDES OF OTHER SO0URCE

1ra

170

5 HOSFITELIZATION DATES FELATEL -0 CURRENT SERVICES
MDD Y MM DD, Y

FROM | | TQ | I

19, RESERVED FOS LOCAL USE

1
). QUTSIDE LAB?

[ves [wo |

FCHARGES

1. s =

2. DI.ﬁ%NoC?CslﬁaOﬂ NATUNC CF ILLNCSS O INCUN'Y Melate terms 1, 2,3 or d o lem 240 1y Line)

el

2 EigBLORD RESLIERM SSI0ON e

20, PTION AT ICNIZATION HUMDCT

PATIENT AND INSURED INFORMATION ———— | +— CAHHIER—»

2| 4 -
2OA DATE(S OF SERVICE [=} . | Do PROSCOUNDS, SENVICES, CNSUrrLICS C. T i, 11 I L =
Fram To FLAC OF [Explain Unusual Circumstanses) DIAGNOSIS This Fﬂ . RENDERING o
NM oD Y M D ¥Y [SERKE | EMG CPTIHCPES | MODIFIER FOINTER $ CHARGES UHITS | Plan | QUAL. ROV DER D. # IE
el sl =
05 |05 11| 05] 05 1) 11| | 90471 | EP| | | | 13{71] 1 | [w | NPINumber |
[ ZZ|_Taxonomy |z
05 |05| 11| 05| 05 11| 11| | o9oa72 | EP| | | | 1371 1 | [~ ] NPINumber |&
— ; : \ , __Z_-'{____T_a_mo_my___F
o5 (05! 11] 05! 05 11| 11] | oori0 | | | | | 0j00] 1 | [™ | NPI Number %
| ZZ|__ Taxonomy. __le
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26, FEDERAL TAX 1.0, NUMEER SEM EIN 26, PATIENT'S ACCOLINT M2, b F 3 ﬂgﬂé&gmﬂg&ﬁ? #R TCTAl MHARGF A AMDLINT RAIND AN Rél ANCF DLIF
BN [Jves [ no $ 40l § Lo s 57142
21, SIGNATUAE OF PHYSICIAN OR SUPPLIER 32, SERVICE FAZILITY LOCATION INFOCRMATION 33 BILLING PROVICER INFO & PH # ( )
!NCLL_IDING DESREES OR CRECENTIALS 123 That St
o e e DE B Feuvder
ppy 12 P gl That Clity, NC 27606-1224 123 Any St
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(1500
HEALTH INSURANCE CLAIN FORM

APPRCVED BY NATIONAL UNIFOJM CLAIM COMMITTEE GBI

Private Provider
Interperiodic Screening
Immunizations

PICA

[TT A
1. MEDIGARE MEDICAID THlGr\HE CHAMPYA GEALTH i BLK LT GTHER
[ recticar= ) D (Maciicaid 4 D e e D MambariDw) |:| (5EN or D) fisa) I:lr D)

1a INSUREL"S LDy NUMEER

123456789K

(For Progran in tem 1)

SEX

Mm E

2, PATIENT'S NAME (Last Name, First Mame, Midd litisl) 3 PAT‘IENT 5 BIRTH E\’;.r_TE
i | |
Patient, Joe 12510

4. NSURED'S MNAME |Last Name, First Name, Middle Initial)

I
6. PATIENT RELATIONSHIP TO INSURED

Selfl:‘ Spo;eal:| cmdl:‘ L'therlj

E. PATIENT'S ADDRESS (Mo, Street)

123 Fun Street

7. NSURED'S ADDRESS (Mo, Strest)

GITY GSTATE | 8. PATIENT STATUS

Fun Town NC singe [ Mamiea[ | omer[ |
ZIP CODE TELEFHONE (Include Area Cods)
T 655 )555-5655 ey | e R ]

cry STATE

ZIF GODE TELEFHOME (Include Area Cods)

()

9 OTHER INSJRED'S MAME (Lag Mame, First Name, Mickdls Initial) 10, 15 PATIENT'S CONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMBEF 8. EMPLOYMENT? (Current or Pravisus)

YES l:l N
b. OTHER @gJHEngY DATE OF BIRTH e b, AUTO AGCIENT? S LACE (Srme]
I |« ] [ ves L )

. EMPLO\‘EHS MNAME OR SCHOOL NAME ¢, OTHER ACCIDENT?

[ ves [ ne

11, INSUREL'S FOLICY GROUP OF FECA NUMEER

SEX

o

. NSURED'S DATE OF BIRTH
(2] oo Y

|| vJ e[

=MPLOYER'S NAME OR SCHOTL NAME

INSURANCE PLAN NAME OR PROGHAM NAKME

©

d. INSURANCE PLAN NAME CR PROGRAM NAME 10d. RESERVEDFOR LOCAL USE

d. 8 THERE ANDTHEH HEALTH BENEFT PLAN?
D YC5 |HO If yes, et to and complets item @ a-d,

FEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S CR AUTHORIZED "ERSON'S SIGHATURE | authorize the release of any madizal or other information necsssary
1 o caas T3 clal, | E120 r2qUsaT paymEnt of Qovaniment Benstis s 1 sl or 1 e Fary Wi acospes asskameant
betow,

GIGNED DATE

134 INSURED'S OFl AUTHSRIZED PERSON'S SIGNATURE |authorize
payment of medica benefits to the undzrsigned physiclan or supplier for
sarvicas desenbed below.

BlENEL

PATIENT AND INSURED INFORMATION ————— | <— CARRIER—»

IL.NESS (First symptorm) OR
INIURY (Acsident) OR
PREGHANCY(LMP)

16 IF PATIENT HAS HA|
GIVE FIRST DATE

14 BATE OF CURRENT ‘ £ 74 ME g BIMLAF LLNESS.
' [

16. DATES mTIENBHNA BLEJP WORKIN CUF|F| ENT GI’J«'JUPATION
FROM

T7. NAME OF FEFERRING FROVIDER OF OTHER SOURCE = T8 HOSPITALIZATION DATES FELATEDTO CUFRENT SERVICES
1| NFI FROM i | TO | i
19, RESEAVED FOR LOGAL USE 20 OUTSIDE LABT § CHARGES

[ves o | |

24, DIWI%OH NATURE ©OF LLMESS OR INJURY {Ralate lterms 1. 2, 3 or 4'to ltem 24E oy Line)

—

22.M |0y RESUEMISSION
h&gp ORIGINAL REF. NO!

SIGHED

. 4] I ol .
23 PRIOR AUTHORIZATION NUMBER
2 . 4 e
24 A DATE(S) OF SERVICE B. [ D. PROCZDURES, SERVICES, OR SUPFLIES E. F [N H. I. A
Frem To m.csﬁ (Expain Linuewal Cireumitanses) DIAGNOSIS it Fﬁw‘“ [ REMDERING
MM DD ha MM oo WY |SERVCE| EMG CPT/HCPCS | WMODIFIER POINTER % CHARGES UNITS Pl ﬁ_ PROVIDER 1D, #
05 iOS i11 |05i 05i11 | 11 | 99353 | EP| i | | | 80"33| 1 | [e |~ NPINUmber ~ -
ZZ [ Taxonomy |
05 i05 i11 |05i 05i 11 | 11 | | 90471 | EP! i i | | 13+T1| 1 | [we | NPINumber
: ZZ | Taxonomy
P5 |05 |11 |05 051111 | |9oa72 | EP| | | | | 27i42| 2 | |wi| NPINumber
. = e : | ZZ|__Taxonomy __
Po |06 [1106] 0bj11 11 | J00715 §f | | | | | ojool ' | [w ] NPINumber
o5 [o5 {11 o5l osl11 11| Jeome | | | | | | oloo| 1 | [w] NFTRUBE
Taxonmomy |
05 05 11105 05111 |11 | ! ! 1 e s -
25 I '' ] |eo7oz | | | | | olgp| ' | [wi| NPIRO
25, FEDERAL TAX 1.0 NUMBER 55N EIN 26, PATIENT'S ACCOUNT NG, 2-'.&5%%@%@”5&”? 28 TOTAL CHARGE 28, AMOUNT PAID 30, BALANCE DUE
| |
L] [ves [w s 121.446 | ¢ L ¢ 12ias
21, SIGNATURE OF PHYSICIAN 0R SUPPLIER 32, BEAVICE FACILITY LOGATION INFORMATION 233 BILLING PROVICER INFO & PH # |r
INGLUDIMG DEGREES OR GREDENTIALS Y
(1 certify thet the statements on the reverse Dr J P Provider
apply to this bl and are made a part thereof.§ 1223 That St 123 Any St
That Clty, NC 27606-1224 Any Clty, NC 27523-5678
Slgnature on FIIe T |h = NPI |h zZ Taxonomy

+——— PHYSICIAN OR SUPPLIER INFORMATION
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Private Provider — Split Claim
Periodic Examination

[ 1500 | Developmental, Vision, and
HEALTH INSURANCE CLAIM FORM HBEIG “Egzasﬁf;e'}'“ T—
APPRCVED BY NATIONAL UNIFORM CLAIM COMMITTEE (805 I[ oci, t'] alerralindicalor
[T P mmuniZzations ik
s ——
1. MEDICARE MEDICAID TRICARE CHAMPVA OTHER | 1a. INSURED'S |.D. NUMBER {For Program in term 1)
GRS pLan — BO<tune
[ ]iedicars a;l:‘ (Mecticaid 4[| {Bnonanrs 5Sh) |:| MamberiD8) |:| (58N ar 10) (55N |:| o 123456780K
2, PATIENT'S NAME (Last Nama, First Nama, Midd= Iritial) 8 FATIENTS BIRTH DATE 4, INSURED'S NAME (Last Nama, First Hame, Middl Initial)
i | |
Patient, Joe o8 :0D£ 10 Mlﬂ F[]
5. PATIERTS ALMOESE (bl Sreng) & PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No,, Strest)
123 Fun Street
sewlj Spouse|:| CHIdl:l Olherlj
CITY STATE |8 PATIENT STATUS CITY STATE
Fun Town NC Single l:‘ Married l:‘ Other ’_l
ZIF CODE TELEPHONE (Include Arsa Code) ZIF CODE TELEFHONE (Includs Arsa Cods)
Full-Time Part-Time|
11911 ( 555) 555-5555 Empioyed [ | Sugen || S | {( 2
0, OTHER INSURED'S NAME (Last Nams, First Name, Mickl= Initial) 10.15 PATIENT'S CONDITION RELATED TO: 11. INSURED'S FOLIGY GROUP OR FECA NUMBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER 2 EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX
MM | DD |  ¥Y
[[ves [ Jwo [ M] f[]
b. OTHER IBEUTIED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLAGE (State) | b- EMPLOYER'S NAME OR SCHODL NAME
| (W ] e [
o EWFLOVER'S NANE OF SCHOBL NANE . OTHER ACCIDENT? . INSURANGE PLAN NAME OR PROGRAM NAME
[]ves [ne
d. INSURANCE FLAN NAME OR PROGRAM NAME 10d, RESERVED FOR LOGAL LSE d/ 1S THERE ANOTHEF! HEALTH BENEFTT PLANT
l:‘ YES 'NO ¥ yes, raturn to and complste item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13 INSURED'S on AUTHORIZED PERSON'S SIGNATURE | authonze
12 PATIENT'S OR AUTHORIZED PERBON'S SIGNATURE 1 authorize the releass of any medical or other information necsssany payment of medical banafits 1o the undersigned physician o supplier for
to procaas this daim, | also raquest payment of govemment hanefitz sither to rrivealf ar to the pany who aecspts assinment sarvicas described below.
o,
SIGNED DATE SIGNED
14, DATE OF CURR ILLNESS 1 {First symptom| OF 15. IF PATIENT HAS HAD SAME OF SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TG WORK IN CURRENT OCCUPATION
RATS SRS R ‘INJUHY (Acsident) CR G FRor e wha) BB ! R . B | W 1o MALDE VY
| 1 PREGNANCY(LMP) | | ROM ! ! o ! !
17. NAME OF FEFERRING PROVIDEFR OF OTHER SOURC E |7&| | 18, HOSFITALIZATION DATES RELATED TO CURAENT SERVICES
MWB0 Y MM DO Y
170 P | FROM | | O |
10, RESERVED FOR LOCAL USE 20, COIUTSIDE LAB? § CHARGES
[res [Joo | |
21, DIAGNOSIS OR NATURE OF ILLNESS OF INJURY (Ralate ftems 1, 2, 3 or 4 to lem 24 by Lins) 22 MEDICAID RESUBMISSION
ORIGINAL REF. NO.
1L ¥202 al
23, FRIOR ALTHORIZATION NUMEER
2 | 4 pe—
T4 A DATE[S) OF SERVICE B. T | D. PROCEDURES, SERVIOES, OR SUPFLIES E. F G =% T
From To FLACE {Explain Unusual Gircumstances) DIAGNOSIS S [iew| o REMDERING
MM DD ¥Y MM DD YY |SERVKE|EMG | GPTHCPGS | MODIFIER POINTER $ CHARGES URITS | Pl | QUAL. PROVIDER ID. #
1 | ZZ | Taxonomy
| | | | | | T b
05/ 02 11| 0o5] 02|11 |11 | | oe3s2 |er! | | | | 80{33| 1 |R[wA | NP1 Number
2 ZZ | Taxonomy
I I I I ] i 1 I o O T (e e s
05| 02| 11| 08 02|11 |11 | |ee110 [EP| | | | | 0joo| 1 | [wi] NPINumber
3 | , : : zz_| Taxonomy ____
05| 02] 11| 05| 02|11 |11 | |oeot72 |ep| | | | | 0j00| 1 | [n~ei| NPINumber
4 | | : | i ! : EZ_ | _Taxonomy ____
05! 02| 11 0o5] o2!11 11| |e2851 |EP| | | | | oloo| 1 | [wei| NPINumber
5 | I I I | ERAAT TR A e
| O O | (- | L || [w
6 | | | | | 1 | |
r £ | ¢ 1 [ [ W [ | 1 | | L
25 FEDERAL TAX |.D. NUMEER SEN EIN 26. PATIENT'S ACCOUNT MO, T AC Wgw&swygmw 28 TOTAL CHARGE 26 AMOUNT PAID 30, BALANGE DUE
1] DYEE [ne 5 30.:33 i $ 30.i33
31, SIGNATURE OF PHYSICIAN OR SUPFLIER 32. SERVICE FACILITY LOCATION INFORMATION 33 BILLING PROVIDER INFC & FH # )
INCLUDING DEGREES OR CREDENTIALS DrJ P Provider
(1 cerify that the statements on the reverss 123 That 5t 123 AI'IY st
apply to this bil and are made a part thereod.) Th
at Clty, NC 27606-1234
¥ Any Clty, NC 27523-5678
Slgnature on Flle
. b . b
SIGNED DATE I | * NP P 27z Taxonomy
e 2 e
MNUCC Instruction Manual avallable at: www.nucc.org APPROVED OMB-0838-0299 FORM CMS-1500 (08/05)
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o O s W N

(1500 ]
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0805

—|_|_|F'I-'}A

2" Page of Split Claim
Private Provider
Immunizations

PICA

1. MEDICARE MEDICAID THICAF!E

CHAMPYA

BER
l:lrMsdmarE a;l:‘ (Madicaid #) |:| {Bnananre san) D (MamberiOw) |:| (S8 ar 1)

LTH PLAN EI1.K LLING

OTHER

— m—
1a. INSLIREC'S |.0. NUMBER

123456789K

{Far Program in fterm 1}

2, PATIENT'S HAME (Last Nama, First Mame, Midde [ritial)
Patient, Joe

(35N I:‘.'DJ
04 | 02 | 07’ Mlﬂ FD

a PAT‘IENT S BIRTH DATE

4, INSURED'S MAME (Last Mame, First Name, Middls Initial)

6. PATIENT'S ADDRESS (Mo, Straet)

123 Fun Strest

6. PATIENT RELATIONSHIP TO INSURED

Salfl:l Spouse|:| CHIdI:l OlherD

7. IMSURED'S ADDRESS (No, Strest)

CITY STATE | 8. PATIENT STATUS CITY STATE
Fun Town NC single [ | Manied[ ] other[ |
ZFIF CODE TELEFHOMNE (Include Arsa Coda) ZIP CODE TELEPHOME (Include Arsa Coda)
Full-Time Part-Tirne,
11111 (555) 555-5555 Empiovet [ Enviem || et ()

0. OTHER INSURED'S NAME (Last Mame, First Mame, Middle Initial)

10. 1S PATIENT'S COMDITION RELATED T

a. OTHER INSURED'S POLICY OF GROUP NUMEER

a. EMPLOY MENT? (Current or Previous)

[no

YES

b, CTHER INSURED'S DATE OF BIRTH
R oo £

| | »[]

SEX

o[ ]

A ]
b. AUTO ACCIDENT? PLAGE (Stats)

[ves

i EMPLOYEF! S MAME CR SCHOOL NAME

N
|:| L1
c. OTHER AGGIDENT?

[]ves [no

11, INSLIREDYS POLICY GROUP OR FECA NUMBER

a. INSUREL'S DATE OF BIRTH SEX
MM | DD Yy

i L] L]

b. EMPLOYER'S NAME OR SCHOOL NAME

& INSURANGE PLAN NAME OR PROGRAM NAME

d. IMSURANCE FLAN NAME OR PROGRAM NAME

10d, RESERVED FOR LOGAL USE

d. IS THERE ANCTHER HEALTH BENEF T PLANT

(s [ ne

¥ yas, raturn to and complsts item O a-d.

blow,

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the releass of ary medical or other information necsssany
o procsss this daim, | alse request payment of govamment benafits either to riveadf or b the pany whe accapls azsknment

DATE

12 INSUUREL'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical bensfits o the und ersignad physician or supplisr for
services desaribed below,

SIGNED

SIGNED
ILLNESS (First symptom) OR
INJURY {Accident) OR

H\EﬁTE OBE,UF!HE{QJ ‘
PREGNANCY(LMP)

15. It'l:l EQLI%I‘\IS'E_ %ﬁé—h[&‘ﬁﬂ E EB SIIMIL.ﬁ ILLNESS.

I e I
16. DATES mTIIENBbNﬁI\BLE \]'? WORIC ItOUR"F:"E NIT %ﬁ’}LIIPATI%Pr\I
I 1 1

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

1 1
7] ] 18. HOSPITALIZATICN DATES RELATED T0 CURRENT SERVICES
MDD YY MM, DD, YY
170 P | FROM ! | TO
20, DUTSIDE LAE? # CHARGES

19. RESERVED FOR LOGAL USE

[[Jves [ |no | |

21, DIAGNGSIS OR NATURE OF ILLNESS OR INJURY {Relate ems 1, 2, 3 or 4 to em 24E by Lins)

R

22 ySBE‘-AID RESUBMISSION AL B T
& G .

L V0382 al .
23, PRIOR ALTHORIZATION NUMBER
2 | " 4 g =
24, A DATEIS) OF BERVICE B. C. . PROCEDURES, SERVICES, OR SUPPLIES E. F [} H. I i
From Ta PLN.'ZEEi‘ {Explain Unusual Gircumestances) DIAGNOSIS = Fﬂ," 0. RENDERING
MM oo ha MM oo WY |SERVICE [ EMG CPT/HCPCS | MODIFIER FOINTER § CHARGES UNITS Pl | OLAL FPROVIDER ID. #
, , , 2z |Taxonomy
05/ 02| 11| 05] o211 11 | | eoar1 |er| | | | | 1871 4 | [Wn | NPINumber
ZZ |Taxonomy
27.42 e lbialacliiiinh s SERSE
05/ 02] 11| 05) 02|11 |11 | | 90472 |EP| | | | | ;7. 2 | [wA| NPINumber
L , , | , Zz_| Taxonomy ____
05{ 02! 11| 05! o2l11 |11 | | 90113 | R | 0joo| 1 | [~ NPINumber
! | ! PR i ZZ_| Taxonomy ____
05! 02| 11| 05] 02011 |11 | | 90700 | B ) | oloo| 1 | [wf]| NPINumber
| , , 2Z_| Taxonomy ____
o5/ 02! 11| o5l o211 |11 | Jeovor | | | | | | 0{00| 1 | [we|NPIiNumber
| | | | | [} | | -
N S S N O A A L |
26 FEDERAL TAX |.0v. NUMBER 55N EIN 26. PATIENT'S ACCOUNT NO. 7. %D‘"WE'T A,SSIGN;;‘RNT’ 28, TOm« msnne ' 20 AMOUNT PAID gr o sune nar
1] l:lYES [no $ 413 s bols 4113

. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDIMG DEGREES OR CREDENTIALS
i1 certify that the statements on the reverse
apply to this bil and ars made a part theresof,)

Slgnature on Flle

32. SEAVICE FACILITY LOGATION INFORMATION

33, BILLING PROVIDER INFO & PH #
Dr J P Provider

SIGNED DATE

123 That St
123 Any 5t
That Clity, NG 27605-1234 Any Clty, NG 27523-5678
a (=8

= NP P 77 Taxonemy
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o 0 b W N

(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY MATIONAL LINIFORM CLAIM COMMITTEE 08705

Private Provider

Periodic Examination

Vision & Hearing Screenings
(Block 24H) Referral Indicator “E”

FICA FICA
—
1. MEDICARE  MEDICAID TRIGARE CHAMPVA OTHER | 12 INSURED'S |.D. NUMBER {For Program in em 1)
RS pLan — EOLuns
[ |Msdicars |:| Mscicaid #)] | {ahaore 55N |:| MambariDd) |:| bt (S5 |:| () 123456780K

2, PATIENT'S NAME (Last Nams, First Name, Midde Iritial)
Patient, Joa nna

8. PATIENT'S BIRTH NATE

| 01 MD FE

4. INSURED'S NAME (Last Name, First Mame, Middle Initial)

5. PATICATC ANMOCCS i o

123 Fun Street

6. PATIENT RELATIONSHIF TO INSURED

Sa|f|:| Spousel:l cmdl:‘ 0!h'=r|:|

7. INSURED'S ADDRESS (Mo, Strest)

cITY STATE
Fun Town NC
ZIF CODE TELEFHOME (Irclude Arsa Coda)
11441 ( 555) 555-5555

8. PATIENT STATUS
Dther

Bingle l:‘ Married l:‘
F'elt-Time[l

Full-Time
Employed I:‘ Student Student

oY STATE

ZIF CODE TELEFHOMNE {Include Arsa Cods)

()

O, OTHER INSUREL'S MAME (Last Mame, First Name, Middla Initial)

a. OTHER INSURED'S POLICY OR GROLUFP NUMEER

b, OTHER INSUREL'S DATE OF BIRTH SEX
MM DD,

| |M|:|

e EMPLOYEH S NAME OR SCHOOL NAME

]

10. 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current ar Previous)

m[
PLACE (Stats)
NO
Cve
. OTHER ACCIDENT?

[ves [we

[Jves
b. AUTO ACCIDENT?

[ves

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSUREL'S DATE OF BIRTH SEX
MM | DD Yy

i ML L]

b. EMPLOYER'S MAME OR SCHOOL MAME

. INSURANGCE PLAN MAME OR PROGRAM MNAME

d. INSURAMCE PLAN NAME OR PROGRAM NAME

10d, RESERVED FOR LOCAL USE

. 15 THERE ANCTHER HEALTH BENEFIT PLAN?

[ves [ ne

¥ yes, return to and complsts item 9 a-d.

AEAD BACK OF FORM BEFORE COMPLETING

below.

& SIGNING THIS FORM.

12 PATIENT'S OR AUTHORIZED PE RSON'S SIGNATURE | authoriza the releass of any medical or ather information necsssany
te proezes this claim, | alsa raquest payment of govamment banafits eithar to el or ta the party whe acssprs assionment

DATE

13, INSUREL'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits 1o the undersigned physician or supplisr for
sarvices desoribed below,

SIGNED

TLLNESS First sympic) OR

SIGNED
. E’:‘TE OBSURHEW ‘ INJURY {Accident) Ol
PREGNANGY(LMP)

15, IF PATIEMT HAS HAl
GIVE FIRST DATE

Eg"ﬁml E BB SIIMILW ILLMESS.
[ i

16. DATES PATIE! MNABLE TO ' WORK IN CURRENT QLCUPATION
R BEN BT Ry DD
FROM ! |

17. NAME OF REFERRING PROVIDER OR OTHER SOLURCE 17

17h.

MNFI

1
18, HOSFITALIZATION DATES RELATED TO CURRENT SERVICES
MM, DD Y MM BD Y

FROM i I TO I

19. RESERVED FOR LOCAL USE

20, OUTSIDE LABT $ CHARGES

[ Jves [ [wo | |

21, DIAGMNOSIS OR NATURE OF ILLIMESS OR INJURY (Relate ftems 1, 2, 3 or 4 to lem 24E by Lins)

R

22, #SBE‘-AID RESUBMISSICN
& CRIGINAL REF. MO,

SIGHED DATE

|h

Lv202 sl . |
: 23. PRIOR AUTHORIZATION NUMBER
2 4 g
24 A [lATE(S’l OF SERVICE B. C. . PROCEDLUIRES, SERVICES, OR SLIPPLIES E. F Dg‘s PE‘D‘I I. o
From To FLACE (Explain Unusual Clreumetancas) DIAGNOSIS R Farriy . RENDERING
MM oo Y MM oD ¥ [SERVICE | EMG CPFT/HCPCS | MODIFIER FOINTER § CHARGES UNITS Pl | QUAL PROVIDER 1D, #
, , , ZZ | Taxomomy ____
05/ 03] 11| 05/ 03|11 |11 | | o933 |ep| | | | | 80/33| 1 |E [~n | NPINumber
[£Z | Taxonomy
05| 03] 11] 05| 03|11 |11 | |oes172 |EP| | | | | 0loo| 1 | [wi]| NPiNumber
— , | , ZZz_| Taxonomy ____
05/ 03/ 11| o5l 03l11 |11 | 92551 |EP| | | | | 0j00| 1 | [n~Pi| NPINumber
| | 1 | | | | s e e et
S S Y I | N I
| ] I ] R AT s bt e kT o
I S Y O I I | Ll | [
T S L | T —
25, FEDERAL TAX |.0. NUMBER 55N EIN 26. PATIENT'S ACCOUNT NO. 27, éL,CWE'TIA,SSIGNHRNT’ 28 TOTAL CHARGE 20, AMOLINT PAID 30, BALANCE DUE
(1] [Jves [ Jwo 5 80433 | 4 | s 80.133
3. SIGNATURE OF PHYSICIAM OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 233, BILLING PROVICER INFO & PH # ( )
INGLUDING DEGREES OR CRECENTIALS Dr J P Provider
il ce';ify ?axg?le- sIShsmenbsd?:_n thea re\;_‘ers:j 123 That 5t 123 AI'IY st
apphy to this bil and are mads a part thersaf.) _
That Clty, NC 27606-1234 Any iy, NG 27523-5578
Slgnature on Flle
a a.

NPI P 27z Taxonomy
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FQHC/RHC
- Periodic Examination
[ 1500 Vision & Hearing Screenings |
|
HEALTH INSURANCE CLAIM FORM i
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0805 !
[TT e FIGA
— —
1. MEDICARE MEDICAID THII.AF!E CHAMPYA - EEKC'ELINC CTHER | 18 INSURED'S |.C. NUMBER {Feor Program in ltem 1)
(Madicars #] (Medicaid #) rSponaors SEN) MamberiDH) rS&‘N or.'DJ (S5N) ! o
123456789
2. PATIENT'S NAME (Last Name, First Name, Middl= Initial) 3, PATIENT‘S BIHTH DATE SEX 4. INSUREL'S NAME (Last Name, First Name, Middle Initial)
Patient, Joe 03 11 |08 F
5. PAT_BEC *'_:'aﬁegﬁ_negt 1) 5. PATIENT HELATIDNSHIF' TO INSURED 7. INSURED'S ADDRESS (No, Strest)
&WD SpouseD Clild|:| Olh'=r|:|
CITY STATE | 8. PATIENT STATUS oIy STATE
Fun Town NG single [ | Maried[ | other[ |
2IP CODE TELEPHONE (Include Arsa Cods) ZIP CODE TELEPHONE (Include Area Code)
Full-Tima Part-Time|
11111 (555) 555-5555 Empieved [ | Suient || Sudent || ( )
9, OTHER INSURED'S NAME (Last Name, First Name, Mickl Initial) 10, 15 PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMEER
a. OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (Gurrent or Pravious) 2 INSURED'S DATE OF BIFTH SEX
I I
[Jres [ no | ! ] F[]
b. OTHER 'EE”T‘ED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLAGE (State] |b- EMPLOYER'S NAME OR SOHOOL NAME
L | v [ [Jres [v
. EMPLOYER'S NAME OF SCHOCL NAME c. OTHER ACCIDENT? . INSURANECE PLAN NAME OR PROGRAM NAME
|:| YES |:| ND
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d, RESERVED FOR LOCAL USE o 15 THERE ANGTHER HEALTH BENEFTT PLAN?
|:| YES | | NO I yes, raturn to and complsts item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 12 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12 PATIENT'S OR AUTHORIZED PERSCN'S SIGNATURE | authoriza the relsase of any medical or other informaticn necsssary payment of medical benefits to the undersigned physician or supplier for
b process this daim. | also request payment of govemment bensfits either to mysslf or o the party who accepts assionment sarvizes described below.
below,
SIGNED DATE SIGNED
14, DATE OF CLRR ILLNESS [Firet sympicer) OR 15. IF PATIENT HAS HAD SAME QR SIMILAR, ILLNESS. |16 DATES PATIENT UINABLE 5 WORKK IN CURRENT QUCUPATION
Bﬁ 53 Rl ‘ INJURY {Accident) OR GIVE FIRST DATE R 1 il 1 W fid | “EH | " MW DD Y
PREGNANCY(LMP) | ! FROM | ! TO | |
17. NAME OF REFERRING PROVIDER OR OTHER BOURCE 17a 18, HOEFITALIZATION DATES RELATED TO GURRENT SERVICES
MM, DD YY MM DD YY
17b.| NFI FROM | | |
19, RESERVED FOR LOCAL USE 20, CUTSIDE LAB? § CHARGES
[ Jves [ Jno | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate lams 1, 2,  or 4 to lem 24E by Lins) _l' 22 MEDICAID FRESUBMISSION o o
L ¥202 o
23. FRIOR AUTHORIZATION NUMBER
2 . 4 - :
24 A DATE(S) OF SERVICE B. | ©. | D. PROCEDURES, SEAVICES, OR SUPFLIES E. F. G [H] & d
From To PLACE oFf {Explain Unususl Circurmstancas) DIAGNOSIS el e RENDERING
MM DD YY MM DD YY |®RVKE| EMG | CPFTIHCPCS | MODIFIER POINTER § CHARGES URITS | 'Fn | ouaL. PROVIDER ID. #
1 72 | Taxonomy
| | | | | | | e O T 0 I A
05| 02| 11 05] 02|11 |11 99394 EP | 80(33| 1 HFI
!
2 ZZ | Taxonomy
| | | | | | | | T R e B
05/ 02/ 11] o5l o2i11 |11 | |oeo72 |EP| | | | | ojoo| 1 | [
o3 | , | : , ZZ | Taxonomy
05| 02] 11| 05! 02 | 11 |11 92551 EP | ! 0j00| 19 NP | NPl Number
1 1 1 1 1
4 | 1 | | | | | B N o e s i
I | [ I | L | | [w
5 | I I I 20T it it
| ¢ [ [ 1T T T4 I | L [ | [w
5] | | | | | | | | Fo=dmm—mmmm o -
| ¢ | + 7 1 [ W | | 1 1 | || NP
25, FEDERAL TAX 1.D. NUMEER SSN EIN 26. PATIENT'S ACCOLINT NO. . %CCE TASSIGNMENT? |28 TOTAL CHARGE 20 AMOUNT FAID | 30, BALANCE DUE
| | |
I 80.32 |3 & a0.33
L] [[Jrs [ Jno | | |
21, SIGNATURE OF PHYSICIAN OR SUPPLIER 32 SERVICE FACILITY LOCATION INFORMATION 233 BILLING PROVICER INFO & PH #
INCLUDING DEGREES OR CREDENTIALS The JP Providet Clinic
(I certify that the statements on the reverse 123 That St 123 AI'IY St
apphy ta this bil and ars mads & part thersof.) That Ci
ity, NC 27606-1234 i
) ) ¥ Any City, NC 27523-5678
Signature on File
" . . o
SIGNED DATE B | | | ZZ Taxonomy
NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (DB/05)
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(1500
HEALTH INSURANCE CLAIM FORM

APPACOVED BY NATIONAL UINIFORM GLAIM COMMITTEE (E/05

FGQHC/RHC
Interperiodic Examination
(Block 24H) Referral Indicator “F”

[T Prea PICA
ez .
1. MEDICARE  MEDICAID TRICARE. CHAMRVA GEOUR | EEGA . OMERfs INSURED'SID NUMEER {Far Frogram in ham 1)
[ |iedicars &) | imecicaia #)[ | iSoansors sshy [ | temcerioe) || RENIR) []fssm 1|:|r.'01 123456789K
2 PATIENT'S NAME (Last Name, First Name, Midds Iritial) 5 PATIENTE EIFTH ATE SEX 4 INSUREL'S NAME (Last Name, First Name, Middle Iniial)
; I I
Patient, Joanna iz g'ng ! 02 w F

6. PATIENT'S ADDRESS (Mo, Street)

123 Fun Street

6. PATIENT RELATICNSHIF TO INSURED

Sa|f|:| Spouse|:| cmdl:‘ 0!h'=r|:|

7. INSUREL'S ADDRESS (Mo, Strest)

k] ETATE |4 PATIENT STATUS
Fun Town NC Single [ ] Maried [ | other[_ |
ZIF CODE TELEPHONE (ireluds Arem Gods)
Full T PanTi
11111 ( 555) 555-5555 Employed [ ] Sdemt | Stodert ||

CITY STATE

ZIP CODE TELEPHOME (Include Area Coda)

()

0, OTHER INSURED'S MAME (Last Name, First Mame, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED T

a, OTHER INSURED'S POLICY OR GROUP NUMEER a. EMPLOY MENT? {Current or Previous)

ves [ |no
” id
b OTHER IEEUDTED 5 DATE OF BIRTH SR b. AUTO AGTIDENT? S )
i M F D YES NO
| L

I 1
. EMPLOYER'S MAME OR ECHOOL NAME ©. OTHER ACCIDENT?

D YES D O

11, INSURED'S POLICY GROUP OR FECA NUMBER

a INSLIHE‘E')';S DAI'jl'EE) OF BIF\!{'I:{H SEX
I I
md LI

b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURANCE PLAN MAME OR PROGRAM NAME

d. INSURANGE PLAN NAME OR PROGRAM NAME 10d, RESERVED FOR LOGAL USE

. IS THERE ANCTHER HEALTH BENEFTT PLAN?

[(ves [ ne

If yes, raturn to and complsts item 8 a-d.

AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the releass of any medical or ather information necessany
to procesa this claim, | also request payment of govemment bensfits either to mysslf or to the pary who accepts assionment
below.

BIGNED DATE

12 INSIURELC'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical bansfits to the undersigned physician or supplisr for
earvices described below,

SIGNED

ILLNESS (Firet symptom) OF
INJURY (Actident) OR
PREGMNANCY(LMP)

15, IF FATIENT HAS HA
GIVE FIRST DATE

14 RﬁTE OBEIJ RA EW ‘ ER"%MIE BB SIIMILﬁ ILLNESS.
| | [

16. DATES PATIE! INABLE T WORK IN CURRENT QCCUPATION
FEBEM B W) ooy Y
FROM JI_ (] |

1
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 7a] | 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES,
MM DD Yy MM DD | YY
170 P | FROM | | TO |
10, RESERVED FOR LOGAL USE 20. OUTSIDE LAB? § CHARGES

[res [ne | |

21, DIAGNCSIS OR NATURE OF ILLNESS OR INJURY (Ralate tems 1, 2, 2 or 4 to Item 24E by Line)

=

22 ID RESUBMISSION
FE‘SBE% CRIGINAL REF. MO,

L LVT0.3 &,
23, PAIOR ALUTHORIZATION NUMBER
2| g 4 e
24 A DATE(S) OF SERVICE B. [ D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, H. [ Jo
From Ta FLACE {Explain Unusual Clrcumstancas) DIAGNOSIS S [Fow| D RENDERING
MM oo ¥y MM oo ¥¥ |SERVICE | EMG CPT/HCPCS | MODIFIER FOINTER § CHARGES UNITS Flori | OLAL. PROVIDER ID. #
ZZ |Taxonomy
I I I o I o R R s
05| 1) 05] 15[11 [11 | | oe3es |ep| | | | | 80/33| 1 | F[n# | NPINumber
I I I | 1 ] ] | 22t 3
I R S T | | I
| | | | | | b ke e s
[ I - I O | I B
| | | | | | | s
N S N S S N I S S | I I
| I
S Y O I I | I | P | [we
N T —
25. FEDERAL TAX |.0. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27 ébcofrlA,SslGNyﬁng? 28 TOTAL CHARGE 20, AMOLINT PAID 30, BALANCE DUE

SIGNED DATE |h

] [Jves [ no s B0{33 | 3 | |s =033
. SIGNATURE OF PHYSICIAN OR SUPPLIER 92 SERVICE FACILITY LOCATION INFORMATION 232 BILLING PROVICER INFO & PH # {‘ ]

INCLUDING DEGREES OR CRECENTIALS The JP Providar Clinic

'flce';ifs' In_elg;\leslgbemenbsdc: Iheerrtet;erg:j‘ 123 That 5t 123 Any st

apply ta this bl and ar= mads a part thereof.) 2

That Clty, NG 27606-1234 Any Clty, NG 27523-5678
Slgnature on Flle
a a

|h

NPI ZZ _Taxonomy
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(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY MATIOMAL LINIFORM CLAIM COMMITTEE 08705

FQHC/RHC
Immunizations Only

[TTPes FICA
—

1. MEDIGARE MEDIGAID THIf‘ﬁHE GHAMPYA I'.iHOLIP BLK N OTHER | 1a. INSURED'S .01 NUMBER (Far Program in ftem 1)

[ |htesicars [ iMecicait )] (e asny [ ] memsericer [ ] {snart @sN [ o 123456789K

2. PATIENT'S NAME (Last Nams, First Nams, Midds Iritial) 3 PATIENT'S BIATH DATE SEX 4. INSURED'S NAME (Lest Name, First Name, Widdls Iniial)

Patient, Joe

W28 T08 e

E. PATIENT'S ADDRESS (Mo, Strest)

123 Fun Street

6. PATIENT RELATIONSHIP TO INSLIRED

Selfl:‘ Spousel:l cmdl:‘ OlherD

7. INSURED'S ADDRESS (Mo, Strest)

CITY STATE | 8. PATIENT STATUS
FLII'I TOWI'I NC Single l:‘ Marriad l:‘ Other ’__l
2P CODE TELEPHONE ilnclude Area Coda)
Full-Ti Part-Tim,
11111 (555) 555-5555 Empioyed [ swiern || student |_]

cCITY STATE

ZIF CODE TELEFHOME (Include Arsa Cods)

()

O, OTHER INSURELD'S MAME (Last Mame, First Name, Micdle Initial)

10. 1S PATIENT'S CONDITION RELATED T

a. OTHER INSURED'S POLICY OR GROUP NUMEER

a EMPLOY MENT? (Current or Previoua)

[no

YES

b, OTHER INSURED'S DATE OF BIRTH SEX
MM oD ¥

| |v[1 ]

b AUTO AGCIDENT? PLAGE (Statz)

[ res

I
. EMPLOYER S NAME CR SCHOOL NAME

[Jwe |
. OTHER ACCIDENT?

[ves [ne

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM | DD Yy

i ul ] L]

b. EMPLOYER'S NAME OR SCHOOL NAME

o. INSURANCE PLAN MAME OR PROGRAM MAME

d. INSURANCE FLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL LSE

d. 15 THERE ANOTHEF! HEALTH BENEFIT PLAN?

| MO ¥ yes, retum to and complete itlem 9 a-d,

[Jves |

below.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the releass of any madical or other information necsssary
b3 procass this daim, | also request payment of govemment bensfits sither o rmyslf or to the pary who accepts assignment

DATE

12. INSURED'S DFl AUTHORIZED PERSON'S SIGNATURE | authorize

payment of medical bensfits 1o the urdersigned physician or supplisr for
sarvicas described below.

SIGNED

ILLNESS {First symptom) OR

SIGNED
14, DATE OF CURRE,

Eﬁ 58 W ‘ INJURY {Aczident) OR
| PREGNANCYILMP)

15, EI EEA.LIE:!NSTI' gﬁéﬂmﬂh‘l E BB SIIMILW ILLNESS.

16. DATES PATIE! NABLE T WORK IN CURRENT QCCUPATION
"M BEN BT M| DO
FROM JI_ I TO I

J_
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

1
178 18, HOSPITALIZATION DATES RELATED TO CUFRENT SERVICES
MMCBD ) YY MM DD v
17b. [ NPI FROM | | TO [
19, REBERVED FOR LOCAL USE 20, OUTSIDE LAB?  CHARGES

I:‘YES DNO | |

M. DIAGNOSIS OR NATURE OF ILLMESS OR INJURY iRslate ferms 1, 2,3 or 4 to Hem 24E by Lins)

B

28, EJSBFMD FRESUBMISEION

ORIGINAL REF, NO),

SIGHED DATE

Lvo3sl a L
23. FRIOR AUTHCRIZATION NUMBER
2| L 4. —
24, A DATE(S) OF SERVICE B. & O. PROCEDURES, SERVICES, OR SUIPPLIES E F. =k H. I. S
From To PLN:ET‘ (Explain Unusual Gircumstances) DIAGNOSIS s Fﬂ" 0. FEMDERING
MM oo had MM oD ¥ [SERVICE | EMG CPT/HCPTE | MODIFIER POINTER ¥ CHARGES UHITS Plari | QUAL. PROVIDER 1D, #
ZZ |Taxonomy
| ! | | | ! 13.71 e T e e
o5/ 05/ 11]05] 0511 |11 | |o9oam |EP! | | | | 1 | [w~e | NPIiNumber
41.13 ZZ | Taxonomy
05/ 05| 11]05] 0511 |11 | |oeoar2 |EP| | | | "% | 2 | [wi] NPiNumber
O , , | , 2Z_| Taxonomy ____
o5/ 05/ 11]o05) 0511 |11 | |eomz | | | | | 0j00| 1 | [~A | NPINumber
, iy TR ; ZZ | Taxonomy __ _
05! 05/ 11]05] 05111 |11 | | 90716 | [ oloo| 1 | [w| NPINumber
| | | 2Z_| Taxonomy
o5/ 05] 1105l o511 |11 | Joomsz | | | | | 0loo] 1 | [we | NPINumber
o o T 7Z_| Taxonomy
05| 05; 11|05 05 |11 |11 | | go700 | I | ! | ojoo| 1 | [wei ] NPINumber
25. FEDERAL TAX |.Cn NUMBER S5M EIN 26, PATIENT 'S ACCOUNT MO 27, gﬁm@#ﬂswﬂw" 28. TOTAL =" 20, AMOUNT PAID 30, Mt atnE e
(1] [[Jres [ no 5 54.84 5 i s S54.84
1. BIGNATURE OF PHYSICIAM ©R BUFPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVICER INFO & FH # {‘ }
INCLUDING DEGREES OR CREDENTIALS The JP Providet Clinic
il ce';ify Inaxg';le- sISbamenbsdoen tha re\'-_‘ers:j‘ 1232 That St 123 Any St
apply to this bil and ars mads a part thereof.) s
; : That City, NG 276061234 Any City, NC 27523-5678
Signature on File
a

|h

* NPI [ 2z Taxonomy
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(1500
HEALTH INSURANCE CLAINM FORM

APPROVED BY NATIOMAL LNIFORM CLAIM COMMTTEE 0805

[TT A

FQHC/RHC Core Visit with
Immunizations

1. MEDICAFE MEDIGAID TAICARE

2. PATIEMT'S NAME (Last Mame, First Mame, Medde Initial)

atient, Jog

CHAMAVA
CHAMPLIS
(Mediars ﬂJDrMﬁn\'cafn’ !J|:| (Eponzrs GSN) |:| (iemiberiTH) |:|

FEALTH PLAN — BOCLUNG — e
(S5M a-10) D (S5 Drrm
3. PATIENTE 3IRTH DATE SEX
o & log :
1

1a. NSUSEDS .0 NUMBER

123456789K

4. INSUIRED'S MAME (Last Narme, First Mame, Widdls Inital)

{Far Pregran in Hzm 1)

5. PATIEMT'S ADDRESS (Mo, Steet)
123 Fun Street

5. PATIENT RELATIONSHIP TO INSUSED

-S«IfD S:nouseD Chldl] Olhar|:|

7. INSUFED'S ADDRESS (Ko, Etrest

oy STATE | 3. PATIENT STATLS
Fun Town NC single [ | Maried | Other |—_|
ZIP GODE | TELEPHINE (Inchide Area Code)

11111 (555) 555-5555 Encloyed || Enenr | Snoienn ||

cITY STATE

2P SO0 TELEFHONE {lnc ude Arsa Cods)

()

0. CTHER INSURED'S NAME (Lset Mame, FiratMame, Middlz Initisl)

10. 15 PATIENT'S CONDITICN RELATED TO:

a UTHEH INSURE XS POLISY UH GHUUF NUMBEH

& ENFLUY MEN T {Cument or Hrevicus)

5 Ii‘_“HEH INEUREL'S DATE OFBIRTH
| | v

£EX

]

vzs [ no
3, ALTO ACCEENT? S
[Jy=s _no

I I
= ENFLEYEHYS NAME UH SUHGUL NAME

2. BIHER ACEILEN
[[ves

_Jno

11, INSLREDS POLICY GROUP OR =ECA NUMBES

X

AL ]

a INSURED'S DATE 0= BIRTH
MM | 0D | (Y

| Ml

b. EWPLOYER'S hAME OR SCHOOL MANE

c. INSURANZE PLAN hAME GRPRCEGRAM NAME

4. INSUHANCE FLAN NAME UH “HUGHAKM NAME

bsdow,

ILLMESS {Hret syraptor) GH

SIGNED,
14. CATE OF CLIRRENT:

Eﬁ. Bﬁ’. {* ‘IrlJUFYf,ﬂmidenl]E'H
| PREGNANCY(LMP)

I0d, SESERVED FOR LOCAL USE

. 15 |HEHE AND HEH HEALTH BENER FLANY

[ves [ o

¢ yes, raturn to and completa item 8 a-d,

HEAL BACR U FOEM B=FUHE CUMELETING & SIUNING THS HIHM.
|2 PATIENT'E OR AUTHORIZED PERSCN'S SGMATUFE | suthoizs he rdeass of any medica or ahsr iformation necsssary
to proesss 1his claim. | alen mouest paymant of govemmant berefile either to rmyssf orto tha pary who acespts sssimnment

DATE

15, EE@PE@ l-[l)ﬁ_é—l&[i‘ﬁ-MiE IEB SIMILAﬁ ILLNESS.
|

14 NEUHELS UH AU HUHLZE S PEHSUN'S BIENA | UHE | authorize
payrnznt of medical sensfits to the undersigred physidan o supplisrfor
sarvisas describad below,

SIGNED,
16, DATES mTIIENBHN»'I«BLE;I'? WORK

N CURRENT OCCIPATION
MM DD,  YY
FROM | | TO |

17, WAME OF REFERRMNG FROVIDER OF OTHER 30URCE

MNFI

L S S —

T. HORFITALIZATION DA TER FELATED TO CURFENT SERVICES

MM, DD Y MM DD Y
FROM | | 0 |

19, FESERVED FCR LOCAL USE

20, CUTSIDE LAB? FCHARGES

[res [Joo | |

21, EI%%NSC&J 0N RATUNC G ILLACSS O INJUTY (Nelats Hema 1,2, Jor d o ltsm 240 by Line

2 "E‘&gkﬁln FESHEMEAEAI. ORIGINAL REF. N2,

a—

@ O s W N

g T ¢ o e
20, MIDT ALTTIOMIZATION NLMDCT
2, . 4 —
24 A DATE(S) OF 2EFVICE [1] a7 D, "NOZC0JNCE, GCNYICCS, GN GURPLICE C Fi C, 11 iy
Frem o F‘LN:EEF‘ (Explair Unisual Gircimatenses) DIAGNOSIS i F’ﬂ 0. FENDERING
MM oo ¥ MM DD ¥Y |SERVICE | EMG CPT/HIPCE | MODIFER PCOINTER § CHARGES UNTS | Plon | QLAL P30V DERID, 4
L |axonoTny
o5 |20] 11| 05 20 14 11| | Tio18 | | | | | | 6500 | 1 | [ | WNPINumber ~
| Z2| Taxonomy
05 {20) 11| 08 2d 11 11| [ o070 | | | | | | 000 | 1 | [wi] "NPINumber
I ! | | | . | ZZ| _Taxonomy __
05 20! 11| 08 20 11 11] | eomor | | | | | | 0j00| 1 | [w] NPINumber
05 120 11 05, 20 11 14 90716 Lo | _ZDZ___'[axmmmy___
| 1 | | | | | | | | | | | | 0y DD| 1 | 1) NPl Number |
] | ] TR | ikt A i
D N N O | I I
I A | | R L | N
26, FEDERAL TAX |.D. HUMZER SEN EIM 26, PATIENT'S ACCOLNT MO, ﬂﬁg?ﬂ@é\gﬂlﬂ&m? ol ITH"-\F"%F 20 AMOLINT PAIN Il Ral ANCF TR
(0] [y [ no = I s i

=

+ SIGNATURE OF PHYSICIAN DR SUPFLIEF
INCLUDIMNG DEGREES OR CIED=NTIALS
{lcertify that the statsments or the reverss
aaphy 1o this bil and ars nacs a par thereat,|

32, SERVIGE FACILITY LOGATION INFORMATION
123 That 5t
That Clity, NC 27606-1224

i $ I
=BG FHOﬂl}‘IEﬁ BB vdler | )
123 Any St
Any Clty, NC 27523-5678

a

suenEDSIgnature on Flleoare

|b

& NPI I zz Taxonomy

PATIENT AND INSURED INFORMATION —— |-

PHYSICIAN OR SUPPLIER INFORMATION
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(T Private Provider
| 1500 S
) Immunizations Only
HEALTH INSURANCE CLAIM FORM Purchased VYaccines
APPRCVED BY MATIOMAL LINIFORM CLAIW COMMTTEE 0805
[T Jpet
I. MECICARE  MEJICAID TRIcesE CHAMFYS AROUF OTHER| 1a. INGUNCD'S 0. NUMDCT {Fut Puugrean in i 1) re
HEALTH FLAN ELK LL NG
|:||Menvﬁrw [ Jmesicait w1 ] (Gponenrs 1 [ ] termterio) [ ] sSitori [ ] [ o 123456789K
2 PATIENT'S NAME s Han, First Hamy, Ml Irital) % PATENTS BIRTF DATE =] A, NEUREL'S NAME (Last Mame First Mams, Midele Intal)
Patient, Joe o '2'%“ | 92" WK f[]
5. PATIENT'S ADDRESS Mo, Street) & PATENT FELATIONS P 76 NSLREE 7. NSURED'S ADDRESS (Me., Sires
123 Fun Street Self:‘ SpnusaD uiuD Dlher
i BTATE | 8. PATENT STATUS oy STATE =
=]
Fun Town NC Sngle |:| Marred |:| Othern =
2IP SOLE “ELEPHONE (Inchids Area Coce) 71 CODE TELEFHENE (Irnclude Area ods) g
Full-lime Har-1ire|
11111 (555) 555-5556 | Encioed [ ] Suse | ] suent || () ¢
0. OTHER INSUFED'S NAME Las Mana, First Name, Madls Initial) 10,18 FATIENT'S CONDITION RELATED ~Or 11, INSURED'S POLICY GROUP DR FECA NUMEER =
g
& OTHES INSUFED'S PCLICY OF GRIUF NUVEER a. EMPLOYMERT? {Currznt ar Previcus) a. NSURED'S DATE OF BIRTH BEX E
M D0 Y o
(e [ | v 0 2
b %Hm INSURED'S DATE OF BIRTH SEX b. AUTD ACCIDENT? PLAGE {Stats] | b SMPLOYER'S NAME Ol SCHOOLNANE E
|| [ M ] [Jes [ 2
5 EMPL'"IYEH S HANE OR SCHOOL MAME o. OTH=R ACCIZENTT . INSLRANCE PLAN NAME OR PROGRAM MAME E
(= [w 2
o. INSLIRAMCE FLAN NAME R PIOCRAM NAME 10d. RESERVED FOR LOCAL USE o, B THER= AMOTHER HEALTH BENEFT PLANT g
|:| YE& | i} #f yes roturn ta ond oonplot ion O d
READ BACK OF FOFN BEFORE COMPLETING & SIGHNG THIS FORM, 18, INSJFED son AUTHORZED PETECNS BIGNATURE | auherize
12 PATIENTS 03 AUTHORIZZED PERSONS SIGNATURE | authorizs the “sleass o any mecical or other irformation necassery paymen of medical banefts tothe undersigned phiysiciancr supplisr for
o precess this claim, | dlvo mquest payment of govemment benefits eiherto rmyssf or to e sarty whe accepte asaknment sarviaaz dacsribed belaw,
(=T
SIGNED DUTE SIGNED Y
14, DATE OF CUSRENT: ILLNEES [Firet symptcm) OR 1E. F PATIENT HAS HADSAME CR SMILAR, ILLNESS. |16 DATES PATIENT LINABLE T6 WCRK IN CURRENT QCEUPATION '
Rﬁ E'S 1 W ‘IN\LIH\' waid;yl:l l’E‘l‘F!m1 SIVE FIFST DATE Eﬁ‘% | EB | w m NHJ | J$ MM DE 1 Y 4
! PREGNANCY{LMF) | | FROM | | TO | |
17. HAME OF REFERRING PFOVIDER OR OTHER SOURCE e 18. HOBFITALIZATION DATES RELA EDTO GURAENT SERVIZES
MM BD Y MW OC Y
17h | M1 FROM 1 [ TO i
10, RESERVED FOR LOCAL LUBE o0 CUTSIE ueo § CHARSES
[ves [ ]w | |
2, e S A UHE UF ILLNESS JH INJUAY (elece tems -, 2,3 ord toltem 24E by Ling) 22. MEJICAID RESUBMSSION i
V04.30 [ ORIGINAL AZF. NO.
e mls e -
3 FRIOR AUT=OFIZATION NUMBES
2| . 4! .
o4 M DATLIS) O GZNVIGTE B. [ O PROCEDVFES, BERVICES, &R SUPFLIES (=} E G, H. I dJ =
Fram Ta PLACE (Explein Usususl Creumatarsas) DIAGNOSIS i Fﬁg 0. RENDERING Q
MM 30 Y MM DD YY [ERVKE| EMG | CPTHOPSS | MOJIFIER POINTER |  §CHARGES uins || quL PRCVIDER 1D, # E
1 Fara TAXomnomy E
D5 |01 11| 05] o1 1 11]| | 90471 | EP} | | | | 1371 1 | [w| NPINumber |2
2 ZZ | Taxonomy =
I | ! | 1 I I I ote | TaltR hdisc st
05 (01] 11] 05 o 1411 | | 90472 | EP| | | | | 1371 1 | [wi| NPINumber |&
3 | | | | | | | _Z____[Q)EQDQD"}'_ ~in
05 01! 11 08 o1 1111] | oosae | | | | | | 12572 1 | [" | NPINumber |2
w
4ps o1 1 | 05 01 11| 11| | 90715 | ! | ! | | 20.49 | i | .Zm._-l:axonum___ =
I I 1 I | I I - NPI Number L
-l
5 | | | Gizinal Baakait i LS G
g
| ¢ (T [ | [ | | L | [w e
6 T
| 1 | o han s s e e
o
A O I | { | | | | [
25 FEDERA_ TAX |.0. NLMBER SEN EIN |25 PATIENTS ACCOLINT NO. 7. gl ng ASSIGNUENT? |38 TOTAL CHARGE 30 AMCUNTPAD | 30, EALANCEDUE
| [vee [wo |+ o02pa s | |+ 20264
31, $IGNATURE 2F PHYSIGIAN R SUPPLIER 32 SERVIGE FACILITY LOGATION INFORMATION 33, BILING PROVIDER INFO & PH # |
NCLUDING DEGREES OR CREDENTIALS '
(| certify that the slatsmants on he reverse 123 That St Dr J P Prov' er
apply to tois bl and are made apart therscd, ) That Cl tv, NC 27606-1224 122 Any St
signature on Flle Any Clty, NC 27523-5678
SIGHED DATE 2 |h & NPI |h ZZ Taxonomy
NUCC Instruction Menual available at: www.nucc.org APPRCVED OMB-0938-0299 FORM CMS-1500 (08/05)
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[ TN &3 I S <% N )

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM GLAIM COMMITTEE 0805

—|_|_|PICA

Private Provider — Split Claim
Periodic Examination

PICA

1. MEDICARE MEDICAID TRIGARE

GHAMPYA

ACLP
l:lrMemmrE .ul]rmamcam nJD o sy D [Memperi®) |:| e SN |:|

g FECA
BOELUNG
(SEN)

|:| 1)

OTHER

= —
1a. INSURED'S |.0. NUMEER

123456789K

{For Programm in fem 1)

2. PATIENT'S MAME iLast Narns, First Mames, Midds riti al)
Patient, Joanna

3. PATIENT'®R RIRTH DATE SEX

02 14111 W] K]

4. INSLUREL'S MAME (Last Mame, First Mame, Middls Inital)

E. PATIENT'S ADDRESS (Mo, Street)

6. PATIEN 1 HELATIONSHIP TO INSLRED

Ee|f|:| Spouse|:| CHIdl:‘ 0Ihar|:|

7. INSURED'S ADDRESS (No., Strest)

123 Fun Street
TY

I STATE | 8. PATIENT STATUS
Fun Town NC single || mamied[ | other[ |
ZIF GODE TELEPHOME (Irelude Area Gods)
Full-Tirme Part-Time,
11111 ( 555) 555-5555 Empioyed [ | Swdent || Stodent ||

CITY

ZIP CODE TELEFHONE {Include Arsa Code)

( )

. OTHER INSURED'S NAME (Last Mame, First Name, Middle Initial)

10, 1S PATIENT'S CONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMBER

a EMPLOYMENT? (Current or Previcus)

Duo

YES

b. OTHER INSURED'S DATE OF BIRTH SEX
MK oD

I M

o]

b, AUTO ACCIDENT?

[ Jves L

I 1
¢. EMPLOYER'S NAME OR SCHOOL NAME

[
. OTHER ACCIDENT?

[Jves [ne

FLACE (State)

11, INSURED'S POLICY GROUP OR FECA NUMBER

OF BIRTH
Y

| in

& INSURED'S DATE SEX
MM | OO

]

b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURAMNCE PLAN NAME OR PROGRAM NAME

d. INSURANCE FLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOGAL USE

. IS THERE AMOTHER HEALTH BENEFIT PLANT

[Jves [ _no

¥ yes, raturn to and complets item 9 a-d.

below,

SIGNED

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S OR AUTHORIZED PEREON'S SIGNATURE 1 authorize the releass of any medical or other information necessary
to process this daim. | also request payment of govemmment bensfits sither to mysalf or to the pany who accepts assignment

DATE

13 INSUREL'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payrnent of medical benefits o the undersigned phiysician or supplisr for
sarvices dessribed below,

SIGNED

ILLNESS (First symptom) OR
INJURY {Accident) OR
PREGNANCY(LMF)

14 EﬁT$ OBSL:HHE#;: {
| I

e

SIMILAR ILLNESS.
\

16. DATES PATIENT LINABLE TO WIORK IN CURRENT QCCUPATION
=BT W) DD

FROM I I

2l
17. NAME OF REFERRING PROVIDER OR OTHER SOLIRCE

1
178 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | oo | Y [ | oo 1 ¥
17h. | MPI FROM I I TO | 1
10, RESEFVED FOR LOGAL USE 20. OLITSIDE LABT § CHARGES
| Jres [ ] | |
21, DIAGNOGIS OR NATURE OF ILLNESS O INJURY (Relate tems 1, 2, 3 or & to ltem B4E by Lins) —47 22 MEQICAID RESUBMISSION o o
V202 gl o |
23, FRIOR ALTHORIZATION NUMBER
2 | — 4 —
T4 A DATE(S) OF BERVICE B. | ©. | D. PROCEDURES, SEAVIGES, OR SUPFLIES E. F G [ A] T I
From To FLACE {Explain Unusual Gircumstanges) DIAGNOSIS SR [fe| D RENDERING
MM DD ¥Y MM DD Y |SAKE| EMG | CFTHCPCE | MODIFIER FOINTER § CHARGES UHITs | P | ousL PROVIDER 0. #
ZZ |Taxonomy
| | | | I | | e e e s
04 20011 [oa|2011 |11 | |o9o3m |ep| | | | | s0j233 | 1 | [~ | NPINumber
I I I I | I I I
L 1 [ [ | | L
| ! I | | |
L & T & 4 1 T 0 | | i |
| | I | | | |
S I | L 1|
| 1 1 1  EEICCITE By 7 e S L
I I S | N
| | | | | | | | i B o S
| 1 [ 1 1 | [ | L 1 | | L || [w
25, FEDERAL TAX |.D. NUMEER 55N EIN 6. PATIENT'S AGCOLINT NO. 27 ACCEFTASSIGNMENT? |25 TOTAL CHARGE 70, AMOUNT FAID | 30, BALANGE DUE
(Fa jown. clawnz, 2= back) A :
L] [ Jres [ [no $ 0 le LI
1. BIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 3, BILLING FROVIDER INFO & PH # ( )
INGLUDING DEGREES OR CREDENTIALS Dr J P Provider
{1 certify that the statements on the reverse 123 That St 122 Any St
apply to this bl and are mads & part thereot, ) That Clt‘_{ NC 27606-1234
4 X
Sigratiie’si File Any City, NC 27523-5678
SIGNED DATE B |h * NPl |h ZZ  Taxonomy
m— o v
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[o) TN 1 N S & N ]

2" Page of Split Claim

e

[ 1500 Private Provider
Immunizations
HEALTH INSURANCE CLAIM FORM
APPROVED BY MATIOMAL UNIFORM CLAIM COMMITTEE D815
FICA PICA
— —
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA CTHER | 18 INSUREL'S |.00 MUMEER {Far Program in Harm 1)
§ G GHAMPUS HEALTH PLAN — BLK LUNG
| iMecicar #) D (Medizaic #) ] (Spansors S5 D \Mamierios) D (58N or 1) i {1y 123456780K
2, PATIEMT'S NAME iLast Namns, First Mams, Midds Iritial) a Pﬁ‘HENT'BEB‘IHTH %TE SEX 4. INSLIREL'S MAME (Last Mamea, First Mame, Middls Initial)
i | |
Patient, Joanna 02114111 v ] Flx

5 PATIENT'S ADDRESS (Mo, Street)

123 Fun Street
ciTY

& PATIENT RELATIONSHIP TO INSURED

Salfl:‘ Spouaa|:| Cl'ild|:| Olher|:|

7. INSUREL'S ADDRESS (Mo, Strest)

STATE | 8 PATIEMT STATUS
Fun Town NC Single || Mearied [ | other[ |
ZIP CODE TELEFHONE {Irclude Area Cods)
FullTi Part-Time
11111 ( 555) 555-5555 Employed || Sudent || Stodent ||

CITY STATE

ZIF CODE TELEPHOME {Include Arsa Caode)

()

8. GTHER INSURELD'S MAME (Last Mame, First Name, Middle Initial)

10, 1S PATIENT'S GONDITION RELATED TC:

a. OTHER INSURED'S POLICY OFR GROLUP NUMBER

a. EMPLOYMENT? (Current or Previous)

DNO

[ves

b, ©THER INSURELD'S DATE OF BIRTH
MM ]

| |M|:|

SEX

f[]

]
b. AUTO ACCIDENT? PLACE (Stals)

|:| YES

I |
c. EMPLOYER'S NAME ©F SCHOOL NAME

NO
|:| —
c. OTHER ACCIDENT?

|:| YES |:| NO

11, INSURED'S POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BIRTH SEX
MM, DD |  ¥Y

| ] L]

b, EMPLOYER'S NAME OR SCHOOL NAME

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE FLAN NAME OR FROGRAM NAME

10d. RESERVED FOR LOCAL USE

. IS THERE ANOTHER HEALTH BENEFIT PLAM?

[Jves [ Jne

¥ yes, return to and complete item 0 a-d.

below

15,

SIGNED
14, DATE OF CURRE] 1
Eﬁ | Bﬁ | INJURY {Accident) OR
| FAEGHANCY(LMP)

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authcrizs the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to mysalf or to the party who acospts assionrment

DATE

. IF FATIENT HAS HA|
GIVE FIRST DATE

Eﬁﬁ“}E BB SIIMILW ILLMESS.
[

12, INSURED'S OF AUTHORIZED PERSON'S SIGNATURE | authcrize
payrment of medical benefits 1o the undersigned phiysician or supplisr for
sarvices described below,

SIGNED
16. DATES [ATIENT UNABLE J) WORK IN CURRENT OCCUPATION
R ENRENABLED o MM oh VY

|

FROM I

17, NAME OF REFERRING PROVIDER OF OTHER SOURCE

17a

17

b. | NPl

L
18, HOSFITALIZATION DATES FELATED TO CUFRENT SERVICES
MM DD YY MM DD Y
FROM 1 i TO i

18, RESERVED FOR LOCAL USE

1
20, OUTSIDE LAB? § CHARGES

[ves [[]uo | |

24, DIAGNOSIS OR NATURE OF ILLMESS OR INJURY (Relate Iteme 1, 2, 2 or 4 to ltem 24E by Lins)

M AID RESUBMISSION
E&EP ORIGINAL REF. NO.

SIGHNED [DATE

Y053 Bl e —
23. PRICR ALTHORIZATION NUMBER
sl .
24 A DATE(S) OF SERVICE E. R G, H. I. o H
From To (Explain Unusual Circumstances) DIAGNOSIS e Fﬂm o, REMDERING q
MM oo Y MM DD CE | MCDIFIER PCIMNTER § CHARGES UHITS | Pl | CILAL PRCOVIDER |D. # E
, , , 22 | Taxonomy :
04| 20| 11| o8] 29011 [11 | |oeoam |ep| | | | | 1371 1 | [~ | NPiNumber E
o , o 22 | Taxonomy _ :
04| 29| 1] o8] 29011 |11 | |0a72 |EP| | | | 371 1 wFi | NPl Number {
= ; , | 2Z_| Taxonomy ____ i
04| 29| 1] 06] 29[11 |41 | | ooa7a |EP| | | | 1271 1 | [~ NPI Number !
\ D o , 2Z_| Taxonomy ____ "
04 20| 1] 06! 20011 [11 | |oo7aa | | | | | ojoo| 1 | [ [ NPINumber g
| i , ZZ_ | Taxonomy ___ ]
04| 200 11| o6l 20041 (11| |o%870 | | | 1 | 0j00| 1 | [ne | NP Number !
ZZ | Taxonomy :
04 20| 11|04/ 20 |11 | | [ soe80 | | | | 000 | 1 | [wa | NPPNumber—=-;
25, FEDERAL TAX |.D. NUMEER S5N EIN 26. PATIENT'S ACCOUNT MG, 27.I%§c;m@n%g.lﬂﬂam? 28, TOTAL CHARGE | 20, AMOLINT PAID A0, BALANCF DLIF
(1] [Jres [ ]no $ 41143 s I s 4112
24. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 23 BILLING PHUVILER 1N & PH # ( )
INGLUDIMG DEGREES OR CREDEMTIALS Dr J p provider
{1 certify that the statsmeants on the reverse 1 23 That st 132 Any St
apply to this bil and are made & part thereof.) =
_ ; That City, NC 27606-1234 Any Cify.NG 375225678
Signature on File
a. &

|h

NPI P 22  Taxonomy
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D g s W N

e

(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY MATIONAL UMIFORM CLAIM COMMITTEE D805

Private Provider
Immunizations Only

[T PicA
— -
1. MEDIGAFE  MEDICAID TRIGARE GHANMPVA GROUP FECA 'OTHER| 1a INSUREL'S L.C: NUMEER {For Program in em 1)
! Bak CHAMPLS FAEALTH PLAN — BLKLUNG
[ iMedicars &) |:| (Meaicaid #)[ | (Spanors SSN) |:| MamberiDw) |:| {SEN ar 10 (55N ) 123456780K

2, PATIENT'S NAME (Last Narne, First Mame, Midde Initisl)

a Pﬁ\TIENT'BEIIHTH DATE SEX
Patient, Joe

06106 |06 ] f[]

4, INSURED'S MAME (Lsst Mame, First Mame, Middle Inital)

6. PATIENT RELATIONSHIP TO INSURED

Selfl:| Spouee|:| Cl-ild|:| Olher|:|

5. PATIENT'S ADDRESS (Mo., Straet)

123 Fun Street

7. INSUREL'S ADDRESS (Mo, Streat)

oY STATE | PATIENT STATUS oITY STATE
Fun Town NC Single || Maried [ | other[ |
ZIP CODE TELEPHOME (Include Area Coda) ZIP CODE TELEFHOME (Include Amsa Caods)
Full-Time Part-Time|
11111 (555) 555-5555 Envloyed [ | Sudent || Swdent |_] ()

G, OTHER INSUREL'S MAME (Last Mame, First Name, Middls Initial) 10, 15 PATIENT'S CONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMEER a EMPLOYMENT? {Current or Pravicus)

[
PLAGE (Stats)
[we |
e OTHER ACCIDENT?

|:| YES |:| NO

[ ves
h. AUTO ACCIDENT?

b. OTHER INSUFEEI'J'%_PATE OF BIRTH BEX

MM oo |
| | |
. EMPLOYER'S NAME OR SCHOOL NAME

f[]

[ ]res

11, INSUREDYS POLICY GROUP OR FECA NUMBER

& INSUREL'S DATE CF BIRTH SEX
MM DG YY

| ML] FL

b. EMPLOYER'S NAME OR SCHOOL NAME

. INEURANCE PLAN NAME OR PROGRAM NAME

d. INSURANGE PLAN HAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE

. 15 THERE ANCTHER HEALTH BENEFIT PLANT

[Jvwes [no

If yes, return to and complats item © a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the releass of any medical or other information necessary
b proceas this claim. | also raquest payment of govemment bansfits sither to rysslf or to tha party who accepts assinment
below.

12 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payrment of medical benefits 1o the undersigned physician or supplier for
sarvices described below,

LI

SIGNED DATE SIGNED
—_—
14, DATE OF CURR ¥ ILLMESS [First symptom) OR 1E. IF PATIEMT HAS HA| ME SIMILAR ILLMESS. | 168. DATES PATIE INABLE WORK IN CURRENT QCCUPATION
Eﬁ I ISgl Ew INJURY {Accident) OR GIVE FIRST DATE R‘% | BB | ‘;’;\! m |N-E)Ij I JS) MM | DD XY
1 REGNANCY(LMP) | | FROM I ! To | |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a, 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM, D Y MM, DO Y
17hb. | WP FROM I I T |
19. RESERVED FOR LOCAL LISE 20, CUTSIDE LAB? § CHARGES
[Jres [ | |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Ralate Iterns 1, 2, 3 or 4 to ltem 24E by Lina) 22 %E}AID RESUBMISSICN
ORIGINAL REF. NO.
1 |£61_ [ S —
23, FRIOR ALTHORIZATION NUMBER
T o —
24, A DATE(S) OF SERVICE EB. [+ O. PROCEDURES, SERVICES, OR SUPFLIES E. F G, H. I, J
From To FLACE D (Explain Unusual Circumatancas) DIAGNCSIS e F\wam D, RENDERING
MM oo Y MM DD Y |SERVICE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Flan | OUAL FPROVIDER ID. #
ZZ | Taxonomy
| I | I I | TR I T e i ki
03] 21 11| 03] 21]11 |11 | |ooamn |EP! | | | | 4371 1 | [~ | NPiNumber
ZZ |Taxonomy
1 ] 1 1 1 1 ] 2?' 42
03] 21 11| 03] 21 111 |11 | 90472 |EP; P | ; 2 |
| | I I | |
o3 211103l 2[4 11| Joeomoo | | | 1 ] 0joo| 1 |
| | 1 1 1 |
03} 21| 11 o3] 2411 |11 | Jeomz | | | | | ojoo| 1 |
| | |
03) 24} 1103 2141 |11 | Jeoror | | | 1 | ojoo| 1 |
| | | | | | | R A
: : | | 1 | | L el
25. FEDERAL TAX 1.0V NUMBER 85N EIN 26, PATIENT'S ACCOUNT NO. 27, %GGEVE'T A&SIGNHﬁyT? 28, TOTAL NHARGF 120, AMOUNT PAID a0, RAL ANCF MilIF
{Far g <l =2 bac

21. S8IGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDIMNG DEGREES OR CREDENTIALS
{1 certity that the statements on the reverse
apply ta this bil and are made a part thereof. )

Signature on File

07.01.2011

[Jves [no $ MA2 s Lols 4113
32, SERVICE FACILITY LOCATION INFORMATION 32, BILLING PROVIDER INFO & PH # ( ) T I
123 That 5t Dr J P Provider
i 123 Any St
That City, NC 27605-1234 Any Oy NG 75258878
s B

SIGHNED DATE |b

NPI |h ZZ  Taxonom

e
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Example 1:

Health Check Periodic screening assessment for six-month old child
Developmental screening
Immunization

=0l x|

Page 1 of 1

| INFANT,GIRL {949823937) CND3/D Number: 9498239371 ; Sex Female

Encounter Charge Input

_ - ed Me| Me -
Service Status | Program Service Code Hl""'idm DiagDia(Dial Practitioner Discipline R‘n":;“"
2 3 |4
1 |Billable (B) Health Check-Hend... |"99381EP-INIT PM E/M, ... V20.2 ROUTINE .. MURSE ROSTER... | Rostered .
2 | Billable (B) Health Check-Hend... | 90471EP-IMMUNIZATIO... V20.2 ROUTINE ... NURSE ROSTER... Rostered ... 1
3 |Reporable (R) |Health Check-Hend... | 96110EP-DEVELOFPME... V20.2 ROUTINE ... MURSE,ROSTER... | Rostered ...
4 |Reportable (R) |Health Check-Hend... ["90700-DTAF VACCINE, ... V20.2 ROUTINE ... NURSE ROSTER... Rostered ...
Example 2 —
Health Check Periodic Screening assessment for 18-year old
Vision Screening
Hearing Screening
Diagnosis warrants a referral for a follow-up visit, designated with ”ST/S2”
E. PHTRAIN (803) - TEENAGER,GIRL (949823938)/Encounter Recording = |I:I|5|

FPage 1 0f1

| TEENAGER,GIRL (949823938) CNDS/D Mumber. 949823938K; Sex: Female |

Encounter Charge Input

i | Me( Me Me
service Status | Program Service Code Modifiers :‘“ﬁ“m DiaqDialDia Practitioner Discipline ﬂ;:
p 3 |4
1 Pillable (B) Health Check— | "00385EP-PREV VISIT, .. V202 ROUTINE MURSE,ROSTER... | Rostered MNurs_..
2 Reportable (R) |Health Check-.. | 99173EP-VISUAL ACUIT... V20.2 ROUTIME ... MURSE ROSTER... Rostered Murs...
3 Reporable (R) |Health Check-... | "92552EP-PURE TOME .. V202 ROUTIME .. NURSE,ROSTER... | Rostered Nurs...
4 Reporable (R) | Health Check— | 87081 CULTURE SCRE. 5901 SEBORRH.__ NURSE,ROSTER_. | Rostered Nurs.__
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Example 3 —

Health Check Periodic Screening assessment for 4-year old child
With Developmental Screening, Vision Screening, Hearing Screening

2 PHTRAIN (803) - TODDLER,GIRL (949737349){Encounter Recording

=101 %

Page 1 of 1

| TODDLER,GIRL (349737349) CNDS/D Number: 949737349K; Sex: Female |

Encounter Charge Input |

_ - |Me Mg Mg
Service Status | Program Service Code m:'“ﬂn'm DiaDia/Dia Practitioner piscipline m
1 | Billable (B) Health Check-Hend... | "99392EP-PREV VISIT, ... V20.2 ROUTINE ... e MURSE ROST... |Rostered MNurs...
2 |Reportable (R) |Health Check-Hend... 96110EP-DEVELOFME... V20.2 ROUTINE ... MNURSE ROST... Rostered Murs...
3 |Reportable (R) |Health Check-Hend... | 99172EP-OCULAR FUMN... V20.2 ROUTINE ... MURSE ROST... |Rostered Murs...
4 |Reportable (R) |Health Check-Hend... [92587EP-EVOKED AUDI... V20.2 ROUTINE ... NURSE ROST... Rostered Murs...
Example 4 —

Health Check Periodic Screening assessment for 2 year old child

Developmental Screening

Immunization

_ (o] x|

Page 1 of1

| JONES,BABY (949823940) CNDS/D Number: 949823940L; Sex: Male

Encounter Charge Input

: | Me M Me )
Service Status | Program Service Code R el IR Duration
1 > 1= | / Units

1 | Billable (B} Health Check-Hend... |"99382EP-INIT PM E/M, ... V20.2 ROUTINE ... MURSER... |Rostered Murs...

2 | Billable (B) Health Check-Hend... | 9047 1EP-IMMUMIZATION.. V20.2 ROUTINE ... MURSER... Rostered Murs... |1

3 |Reportable (R) Health Check-Hend... | 96110EP-DEVELOFPME... V20.2 ROUTINE ... MURSER.. |Rostered Murs...

4 |Reportable (R) |Health Check-Hend... | "90707-MMR VACCIME, ... V20.2 ROUTINE ... MURSER... Rostered Nurs...
07.01.2011 80
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Example -5
Immunization Administration with vaccine injections only for 15 month old child

= PHTRAIN (803) - TODDLER,JOHN (949823941} /Encounter Recording

=101 x|

FPage 1 of1

| TODDLER,JOHN (949823941) CNDS/D Number: 949823941K; Sex: Male |

Encounter Charge Input

_ . |Me M Me
2 (3 |4 L
1 | Billable (B) Immunization-Hend... | 8047 1EP-IMMUNIZATIO.. W06.8 NEED VAC... NURSE ROST... |Rostered Nurs... |1
Z | Billable (B) Immunization-Hend... | 9047 2EP-IMMURMNIZATIO . W06.8 NEED VAC .. MNURSE,ROST... Rostered Murs... |3
3 |Reportable (R) |Immunization-Hend... |"90723-DTAP-HEF BHP.. W06.8 NEED VAC .. MURSE ROST... |Rostered Nurs..
4 |Reportable (R) | Immunization-Hend... "90707-MMR VACCINE, ... W06.4 NEED VAC... MURSE,ROST... Rostered Murs...
5 |Reportable (R} |Immunization-Hend... |"90716-CHICKEM POX ... W05.4 NEED VAC... MURSE ROST... |Rostered Murs...
6 | Reportable (R} | Immunization-Hend... "90648-HIB VACCINE, P... V03.81 NEED VA... MNURSE ROST... | Rostered Murs...
Example 6 — Office visit with one vaccine injection for two-year old
=10/ x|

FPage 1 of1

| TODDLER,PAUL (949834331) CNDS/D Number: 9498343310; Sex: Male |

Encounter Charge Input

i _ |MeMeMe
2 3 14
1 | Billable (B) Child Health-Hende...| 99211-OFFICE/QUTPAT... 382.9 UNSP OTI.. PHYSICIAN,FA_. | Physician (PHY)
2 | Billable (B) Child Health-Hende... 9047 1EP-IMMUNIZATIO... WV04.81 NEED VA... MNURSE,ROST... Rostered Murs... |1
3 |Reportable (R} |Health Check-Hend... | 90655-FLU VACCINE M... V04.81 NEED VA... NURSE,ROST... |Rostered Murs...
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Example 7-
Immunization Only for eight week old child
Immunization Administration Fee for Oral Vaccine
Immunization Administration Fee with vaccine injection

= PHTRATN (803) - INFANT,GIRL (949823937)/Encounter Recording

=10l x|

Page 1 of 1

| INFANT,GIRL {249823037) CNDS/D Number: 9408230371, Sex Female |

Encounter Charge Input |

§ | v e )
Service Status | Program Service Code m:""ﬁ"“’"‘m DiDizDid Practitioner Discipline R':;"'
2/ 3|4
1_|Billable (B) Immunization-Hend... | 9047 1EP-IMMUNIZATIO... V03.81 NEED VA... NURSE,ROST... |Rostered Nurs... |1
2 |Reportable (R) |Immunization-Hend... | "90647-HIB VACCINE, P... V03.81 NEED VA... NURSE,ROST... |Rostered Nurs...
3 |Billable (B) Immunization-Hend... | 90474EP-IMMUNE ADMI... V04.89 NEED VA... NURSE,ROST... |Rostered Nurs... |1
4 |Reportable (R) | Immunization-Hend.. | "90680-ROTOVIRUS VA... V04.89 NEED VA... NURSE,ROST... |Rostered Nurs...
Example 8 —
Immunizations Only for two-month old child
Administration for Oral Vaccine
Administration for Vaccine Injection
5 PHTRAIN (803) - INFANT,GIRL (949823937)/Encounter Recording -0 x|

Page 1 of1

| INFANT,GIRL (949823937) CNDSND Number: 9498239371 Sex: Female |

Encounter Charge Input |

_ __ | M€ Me Me 3
Service Status | Program Service Code m:‘“‘hﬂm DiaDia¢Dial Practitioner Discipline ﬂ‘h":;"“
2|3 |a
1 |Billable (B) Immunization-... | 90471EP-IMMUNIZATIO.. W05.3 NEED VAC... NURSE,ROST... |Rostered Murs... |1
2 | Billable (B) Immunization-... |"90472EP-IMMUMNIZATIO.. W06.1 NEED VAC... MNURSE,ROST... |Rostered Murs... |4
3 | Billable (B) Immunization-... | 90474EP-IMMUMNE ADMI... W04.89 NEED VA... MURSE,ROST... |Rostered Murs... |1
4 |Reportable (R) | Immunization-... |90744-HEPB VACC PE... W05.3 NEED VAC... MNURSE,ROST... |Rostered Murs...
5 |Reportable (R) |Immunization-... |"80700-DTAP VACCINE,... W0E.1 NEED VAC... MURSE,ROST... |Rostered Murs...
G |Reportable (R} |Immunization-... |"80648-HIB VACCIME, P... W03.81 NEED VA... MNURSE,ROST... |Rostered Murs...
7 |Reportable (R) |Immunization-... |90670-PNEUMOC COM... W03.82 NEED VA... MURSE,ROST... |Rostered Murs...
& |Reportable (R) |Immunization-... |"890713-POLIOVIRUS, IP... 04.0 NEED VAC... MNURSE,ROST... |Rostered Murs...
9 |Reportable (R) |Immunization-... ["90680-ROTOVIRLUS VA W04.89 NEED VA... MURSE,ROST... |Rostered Murs...
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Example 9 —

Office visit at which oral vaccine for two month old child was provided

E PHTRAIN (803) - INFANT,GIRI (949823937)/Encounter Recording

=10l x|

Page 1 of1

| INFANT,GIRL (949823937) CNDSAD Number: 9498239371 ; Sex Female

Encounter Charge Input

Service Status | Program Service Code mfmm DiagDial Practitioner Discipline P"“t'“""_ |
3 4
1 | Billable (B) Child Health-Hende... | 99211-0FFICE/OUTPAT ... 3829 UNSP OTI... PHYSICIAMN FA... |Physician (...
2 | Billable (B) Health Check-Hend... 90473EP-IMMUNE ADMI... IB29UNSP OTI... MURSEROST... RosteredM... (1
3 |Reportable (R} |Health Check-Hend... |"90630-ROTOVIRUS VA .. 3829 UNSP OTI... NURSE ROST... |Rostered M...
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Craigan L. Gray, MD, MBA, JD Melissa Robinson
Director Executive Director
Division of Medical Assistance HP Enterprise Services
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