LOUISIANA MEDICAID PROGRAM ISSUED: 12/01/10
REPLACED: 03/01/92

CHAPTER 22: FEDERALLY QUALIFIED HEALTH CENTERS

APPENDIX D: CLAIMS FILING PAGE(S) 30

CLAIMS FILING
This appendix contains the information about the following:
e Instructions for billing using the CMS-1500 Claim Form
e Example of the CMS-1500 Claim Form

¢ Instructions for adjusting or voiding a CMS-1500 claim using the 213 Adjustment/\VVoid
Form

e Example of 213 Adjustment/VVoid Form

e Instructions for billing using the ADA Dental Claim Form

e Example of the ADA Dental Claim Form

¢ Instructions for adjusting or voiding an ADA claim using the 209 Adjustment/VVoid Form
e Example of the 209 Adjustment/VVoid Form

¢ Instructions for adjusting or voiding an ADA claim using the 210 Adjustment/\VVoid Form

e Example of the 210 Adjustment/Void Form
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CMS 1500 (08/05) Billing Instructions for FQHC Services

Federally Qualified Health Center (FQHC) services are billed on the CMS-1500 (08/05) claim
form or electronically in the 837P transaction.

Items to be completed are either required or situational.

e Required information must be entered in order for the claim to process. Claims
submitted with missing or invalid information in these fields will be returned unprocessed
to the provider with a rejection letter listing the reason(s) the claims are being returned or
will be denied through the system. These claims cannot be processed until corrected and
resubmitted by the provider.

¢ Situational information may be required (but only in certain circumstances as detailed in
the instructions that follow).

Claims should be submitted to:
Molina Medicaid Solutions

P.O. Box 91020
Baton Rouge, LA 70821
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CMS 1500 (08/05) Billing Instructions for FQHC Services
Locator # Description Instructions Alerts
Medicare / Medicaid /
Tricare Champus / Required -- Enter an “X” in the box marked Medicaid
1 Champva / (Medicaid #)
Group Health Plan / '
Feca Blk Lung
Required — Enter the recipient's 13 digit Medicaid ID
number exactly as it appears when checking recipient
eligibility through MEVS, eMEVS, or REVS.
1a | Insured's LD. Number | noye. The recipients’ 13-digit Medicaid ID number must be
used to bill claims. The CCN number from the plastic ID
card is NOT acceptable. The ID number must match the
recipient’s name in Block 2.
9 Patient's Name quulrgq - Enter the recipient’s last name, first name,
middle initial.
Patient’s Birth Date Required — Enter the recipient’s date of birth using six (6)
digits (MM DD YY). If there is only one digit in this field,
3 precede that digit with a zero (for example, 01 02 07).
Sex Enter an “X” in the appropriate box to show the sex of the
recipient.
; Situational — Complete correctly if the recipient has other
4 Insured’s Name ) ) )
insurance; otherwise, leave blank.
5 Patient’s Address Optional — Print the recipient’s permanent address.
6 r;astllﬁgé Relationship to Situational — Complete if appropriate or leave blank.
7 Insured’s Address Situational — Complete if appropriate or leave blank.
8 Patient Status Optional.
9 Other Insured’s Name Situational — Complete if appropriate or leave blank.
Situational - If recipient has no other coverage, leave
blank.
If there is other coverage, the state assigned 6-digit TPL
9a Other Insured’s Policy or | carrier code is required in this block (the carrier code list
Group Number can be found at www.lamedicaid.com under the
Formsi/Files link).
Make sure the EOB or EOBs from other insurance(s) are
attached to the claim.
Other Insured’s Date of
9b Birth Situational — Complete if appropriate or leave blank.
Sex
Employer's Name or I . .
9 School Name Situational — Complete if appropriate or leave blank.
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Locator # Description Instructions Alerts
Insurance Plan Name or o . .
ad Program Name Situational — Complete if appropriate or leave blank.
Is Patient’s Condition . . .
10 Related To: Situational — Complete if appropriate or leave blank.
Insured’s Policy Group or | a:y. . .
11 FECA Number Situational — Complete if appropriate or leave blank.
Insured’s Date of Birth
11a Situational — Complete if appropriate or leave blank.
Sex
Employer's Name or S . !
11b School Name Situational — Complete if appropriate or leave blank.
Insurance Plan Name or T . .
11¢c Program Name Situational - Complete if appropriate or leave blank.
Is There Another Health T . .
11d Benefit Plan? Situational — Complete if appropriate or leave blank.
Patient’s or Authorized
12 Person’s Signature Situational - Complete if appropriate or leave blank.
(Release of Records)
Patient’s or Authorized
13 Person’s Signature Situational — Obtain signature if appropriate or leave blank.
(Payment)
14 Dgte of Current lliness / Optional.
Injury / Pregnancy
If Patient Has Had Same
15 or Similar lliness Give Optional.
First Date
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Situational — Complete if applicable.
In the following circumstance, entering the name of the
17 Name of Referring appropriate physician is required:
Provider or Other Source
If the recipient is a lock-in recipient and has been referred
to the billing provider for services, enter the lock-in
physician’s name.
Situational - If the recipient is linked to a Primary Care rTer:'era(l:zustr?c;(rjilzg:tion
17a Unlabelled Physician, the 7-digit PCP referral authorization number is
X number must be
required to be entered. .
entered in block 17a.
Situational - If the recipient is linked to a Primary Care Troilirgé?'rsml:l%l
17b NPI Physician, the referring provider's NPl number may be P

entered.

number must be
entered in block 17b.
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Locator # Description Instructions Alerts
Hospitalization Dates
18 Related to Current Optional.
Services
19 Reserved for Local Use Reserved for future use. Do not use. Usage .to be
determined.
20 Outside Lab? Optional.
91 Diagnosis or Nature of Required -- Enter the most current ICD-9 numeric
lliness or Injur diagnosis code and, if desired, narrative description.
jury g , : p
29 Medicaid Resubmission Optional
Code '
Situational — Complete if appropriate or leave blank.
23 Prior Authorization
Number If the services being billed must be Prior Authorized, the PA
number is required to be entered.
Situational — Applies to the detail lines for drugs and
biologicals only.
CURRENTLY, THIS IS NOT A REQUIREMENT FOR
FQHC PROVIDERS. CURRENTLY, FQHC
PROVIDERS ARE
In addition to the procedure code, the National Drug Code | NOT REQUIRED TO
(NDC) is required by the Deficit Reduction Act of 2005 for | ENTER THIS
physician-administered drugs and shall be entered in INFORMATION.
the shaded section of 24A through 24G. Claims for these
drugs shall include the NDC from the label of the
product administered.
To report additional information related to HCPCS codes Physicians and other
billed in 24D, physicians and other providers who administer | provider types who
Supplemental drugs and biologicals must enter the Qualifier N4 followed | administer drugs and
24 Information by the NDC. Do not enter a space between the qualifier biologicals must

and the NDC. Do not enter hyphens or spaces within the
NDC.

Providers should then leave one space then enter the
appropriate Unit Qualifier (see below) and the actual units
administered. Leave three spaces and then enter the
brand name as the written description of the drug
administered in the remaining space.

The following qualifiers are to be used when reporting NDC
units:

F2 International Unit
ML Milliliter

GR Gram

UN Unit

enter this new drug-
related information in
the SHADED section
of 24A - 24G of
appropriate detail
lines only.

This information must
be entered in addition
to the procedure
code(s).

Page 5 of 30

Appendix D




LOUISIANA MEDICAID PROGRAM ISSUED: 12/01/10
REPLACED: 03/01/92
CHAPTER 22: FEDERALLY QUALIFIED HEALTH CENTERS
APPENDIX D: CLAIMS FILING PAGE(S) 30
Locator # Description Instructions Alerts
Required -- Enter the date of service for each procedure.
24A Date(s) of Service

Either six-digit (MM DD YY) or eight-digit (MM DD YYYY)
format is acceptable.

24B

Place of Service

Required -- Enter the appropriate place of service code for
the services rendered.

24C

EMG

Situational — Complete if appropriate or leave blank.

This indicator was
formerly entered in
block 241.

24D

Procedures, Services, or
Supplies

Required -- Enter the procedure code(s) for services
rendered in the un-shaded area(s).

Encounter Codes:
e FQHC encounter visit: T1015
e FQHC obstetrical service: T1015 w/TH modifier.
e FQHC KIDMED service: T1015 w/EP modifier.

In addition to the encounter code, it is necessary to
indicate on subsequent lines the specific services
provided by entering the individual procedure code and
description for each service rendered.

Enter the appropriate
encounter procedure
on the first line.

If both the encounter
code and the detail
line(s) are not
present, the claim will
deny.

24E

Diagnosis Pointer

Required — Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
number (17, “2”, etc.) in this block.

More than one diagnosis/reference number may be related
to a single procedure code.

24F

$Charges

Required -- Enter usual and customary charges for the
service rendered.

24G

Days or Units

Required -- Enter the number of units billed for the
procedure code entered on the same line in 24D

24H

EPSDT Family Plan

Situational — Leave blank or enter a “Y” if services were
performed as a result of an EPSDT referral.

24|

.D. Qual.

Optional. If possible, leave blank for Louisiana Medicaid
billing.

The revised form
accommodates the
entry of .D. Qual.

24)

Rendering Provider |.D. #

Situational - If appropriate, entering the Rendering
Provider's Medicaid Provider Number in the shaded portion
of the block is required.

Entering the Rendering Provider’s NPI in the non-shaded
portion of the block is optional at this time.

25

Federal Tax [.D. Number

Optional.

26

Patient’'s Account No.

Situational — Enter the provider specific identifier assigned
to the recipient. This number will appear on the Remittance
Advice (RA). It may consist of letters and/or numbers and
may be a maximum of 20 characters.
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Locator # Description Instructions Alerts
27 Accept Assignment? ﬁg;i;g::jl.a(;ﬁign; r:lérr]ﬁ acknowledges acceptance of
28 Total Charge Required — Enter the total of all charges listed on the claim.

Situational - If TPL applies and block 9A is completed,
enter the amount paid by the primary payor.

29 Amount Paid Enter ‘0’ if the third party did not pay.
If TPL does not apply to the claim, leave blank.
Situational — Enter the amount due after third party
30 Balance Due payment has been subtracted from the billed charges if
payment has been made by a third party insurer.
Signature of Physician or | Required -- The claim form MUST be signed. The
Supplier Including practitioner or the practitioner’s authorized representative
Degrees or Credentials must sign the form. Signature stamps or computer-
generated signatures are acceptable, but must be initialed
3 by the practitioner or authorized representative. If this
signature does not have original initials, the claim will be
returned unprocessed.
Date Required -- Enter the date of the signature.
32 lSerwce Facnlty Location Situational — Complete as appropriate or leave blank.
nformation
The revised form
. accommodates entry
32a NPI Optional. of the Service
Location NPI.
Situational — Complete if appropriate or leave blank.
When the billing provider is a CommunityCARE enrolled If PCP, enter Site
39b Unlabelled PCP, indicating the site number of the Service Location is Number and Qualifier
required. The provider must enter the Qualifier LU of the service
followed by the three digit site number. Do not enter a location.
space between the qualifier and site number (example
“LU001", “LU002”, etc.)
33 Billing Provider Info & Required -- Enter the provider name, address including zip
Ph # code and telephone number.
p
33a NPI Optional — Enter the billing provider's NPl number.
Format change with
33b Unlabelled Required — Enter the billing provider’s 7-digit Medicaid ID addition of 3§a and
number. 33b for provider
numbers.
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Example of CMS-1500 Claim Form

&
w
s
HEALTH INSURANCE CLAIM FORM o
g
APPROVED BY NATIONAL UNIFCRM GLAIM COMMITTEE 08/05 [&]
PICA PICA i
1. MEDICARE MEDICAID TRICARE CHAMPYA GROUP FECA OTHER | 1a. INSURED'S |.D. NUMBER (For Program in Itern 1)
CHAMPUS HEALTH PLAN BLK LUNG
[ ] edioare s Wvecrioaic #1[ ] (sisonsors ssny wareeron [ |sshariny [ |@sy [ 5632147896325
2. PATIENT'S NAME (Last Name, First Name, Middle Initialy 3. PATIENT'S BIRTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
01 05 10
Betsey Ross 1 05110 ] -+
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)
SQHD SpouseD Ch\\dD O\herD
CITY STATE | 8 PATIENT STATUS GITY STATE =z
[o}
Single l:‘ Married I:‘ O(herl—__l |:
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) g
Full-Time Part-Time o
( ) Ermployed Student Student l:‘ ( ) 8
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 1018 PATIENT'S GONDITION RELATED TO 11, INSURED'S POLICY GROUP OR FECA MUMBER =
a
a. OTHER INSURED'S POLICY OR GROUP NUNMBER a EMPLOYMENT? (Current or Previous) a. INSURED’S DATE OF BIRTH SEX g
. . . MM | DD | YY
| M F D 7]
TPL carrier code if applicable [Jves [ro L O 2
b %WET ‘ggU?ED\S,VDATE OF BIRTH SEX b. AUTO ACCIDENT? PLAGE (State) |b- EMPLOYER'S NAME GR SCHOOL NAME o
NO
L ] G = O 3
o. EMPLOYER’S NAME OR SCHOCL NAME 6. OTHER AGGIDENT? 0. INSURANGE PLAN NAME OR PROGRAM NAME E
O e
d. INSURANGE PLAN MAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE d. 13 THERE ANOTHER HEALTH BENEFIT PLAN? E
I:‘ YES I:‘ NO If yes, return 1o and complete item 9 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12 PATIENT'S OR AUTHORIZED PERSCN’S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
toprocess this claim. | also request payment of government benefits either to myself or to the party who accepts assignment senvices described below.
below
SIGNED DATE SIGNED
14. DATE OF GURRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES PATIENT UINABLE TO WORK IN GURRENT OGCUPATION A
M| DD VY INJURY (Accident) OR GIVE FIRST DATE MM | DD | vY MM DD vy MM DDy A
! ! PREGNANGY{LMP) ! ! FROM ! ! TO | !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MMT DD Y MM DD Ty
17b.| NPI FROM } } TO } !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ GHARGES
I:‘ YES I:‘ NO ‘
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1,2, 3 or 4 to Item 24E by Line) 22. MEDIGAID RESUBMISSION
149 0 CODE ORIGINAL REF. NO'
: , s : Y |
23. PRIOR AUTHORIZATION NUMEER
2 | . 4| ) Prior auth # if applicable
24 A DATE(S) OF SERVICE B G. | D. PROGEDURES, SERVICES, GR SUPPLIES E F G H I J =
From To PLACEOF] (Explain Unusual Gireumstances) DIAGNOSIS < e B RENDERING [<]
MM DD YY MM DD YY |SERWICE| EMG | CPT/HCPCS | WMODIFIER POINTER $ CHARGES UNITS | Plan | QUAL PROVIDER ID. # E
1 1236548 =
1 1 | | | | | | F— 1" " 2332 A005E | o
01{10{10| 01 10{ 10, 72| | T1015| | | | | 1| 145[00 1| [~ | 1236549875 |§
o o | [ T123esas I
01110 110 o1 110110072 | 9e213l | | | | 1 | ool 1| [w] 1236549875 |&
_|
3 | 1 | | | | | | Fo—q-—--——————-—-—1 o
o
I S S S S A N S B | I I B 5
4 7]
1 1 | | | | | | e R i '
| | ‘ | | ‘ ‘ | | | | | ‘ | I ‘ ‘ NP1 o
1 | 1 I I I I I =
5 1 1 | | | | | 2
| ot o
1 1 | | | | I Q
N T N N A B I B | N T o
6 =
1 1 | | | | | | et B
I N R S B I A N I N N I T >
25 FEDERAL TAX |.D. MUMBER SSN EIN 26. PATIENT'S AGCOUNT NO 27. AGCEPT ASSIGNMENT? |26 TOTAL GHARGE 29. AMOUNT PAID 30. BALANGE DUE
Gf G0, claiin's, sée back) ‘ ‘ ‘
OO Clves [Jwo s 14500 | ¢ |+ 145]00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVIGE FACILITY LOCATIGN INFORMATION 33 BILLING PROVIDER INFO )
INCLUDING DEGREES OR CREDENTIALS L|Ways pen &I'—ESH
(I certify that the statements on the reverse .
apply to this bill and are made a parn thereot.) 123 Ma.| n St
: Any Town, LA 700000
Ima Biller 2/1/10 Y .
SIGNED DATE 2 ° & 1326547895 \b 1234567
NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)
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Adjustments and Voids

Completing the 213 Adjustment/Void Form

The 213 adjustment/void form is used to adjust or void incorrect payments on the CMS-1500.
These forms may be obtained from Molina Medicaid Solutions by calling Provider Relations at
(800) 473-2783 or at www.lamedicaid.com using the Forms/Files/User Guides link. Instructions
and an example of a completed 213 adjustment form are shown on the following pages.

If a claim has been paid using the 837P claim transaction, an adjustment or void may be
submitted electronically or by using the Molina 213 adjustment/void form.

Only one claim line can be adjusted or voided on each adjustment/void form.

Only a paid claim can be adjusted or voided. Denied claims must be corrected and resubmitted —
not adjusted or voided.

Only the paid claim's most recently approved control number can be adjusted or voided. For
example:

1. Aclaim is approved on the remittance advice dated 07/17/2010, ICN 0198156789000.
2. The claim is adjusted on the remittance advice dated 12/11/2010, ICN 0345126742100

3. If the claim requires further adjustment or needs to be voided, the most recently approved
Control number (0345126742100) and RA date (12/11/2010) must be used.

Claims paid to an incorrect provider number or for the wrong Medicaid recipient cannot be
adjusted. They must be voided and corrected claims submitted.

To file an adjustment, the provider should complete the adjustment as it appears on the original
claim form, changing the item that was in error to show the way the claim should have been
billed. The approved adjustment will replace the approved original and will be listed under the
"adjustment” column on the RA. The original payment will be taken back on the same RA in the
"previously paid” column. An example of an adjustment appears within this document.

To file a void, the provider must enter all the information from the original claim exactly as it
appeared on the original claim. When the void claim is approved, it will be listed under the
"void" column of the RA and a corrected claim may be submitted (if applicable).
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Filing Adjustments for a Medicare/Medicaid Claim

When a provider has filed a claim with Medicare, Medicare reimburses the claim, and the claim
becomes a “crossover” to Medicaid for consideration of payment of the Medicare deductible
and/or co-insurance/co-payment.

If, at a later date, it is determined that Medicare has overpaid or underpaid, the provider should
re-bill Medicare for a corrected payment. If these adjustments do not “crossover” from Medicare
to Medicaid, the provider must submit the adjustment hard copy.

In these cases, it is necessary for the provider to file a hard copy adjustment claim (Molina Form
213) with Medicaid. These should be sent with a copy of the most recent Medicare explanation
of benefits and the original explanation of benefits attached to:

Molina Medicaid Solutions
Attention: Crossover Adjustments
P.O. Box 91023
Baton Rouge, LA 70821

In addition, the provider should write “2X7” at the top of the adjustment/void form to indicate
the adjustment is for a Medicare/Medicaid claim.
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Instructions for Completing the 213 Adjustment/VVoid Form

1. REQUIRED ADJ/VVOID—Check the appropriate block
2. REQUIRED Patient’s Name

a. Adjust — Print the name exactly as it appears on the original claim if not adjusting
this information.

b. Void — Print the name exactly as it appears on the original claim.
3. REQUIRED Patient’s Date of Birth

a. Adjust — Print the date exactly as it appears on the original claim if not adjusting
this information.

b. Void — Print the name exactly as it appears on the original claim.
4. REQUIRED Medicaid ID Number — Enter the 13 digit recipient ID number.
5. Patient’s Address and Telephone Number
a. Adjust — Print the address exactly as it appears on the original claim.
b. Void — Print the address exactly as it appears on the original claim.
6. REQUIRED Patient’s Sex

a. Adjust — Print this information exactly as it appears on the original claim if not
adjusting this information.

b. Void — Print this information exactly as it appears on the original claim.
7. Insured’s Name — Leave blank.
8. Patient’s Relationship to Insured — Leave blank.
9. Insured’s Group No. — Complete if appropriate or blank.

10.  Other Health Insurance Coverage — Complete with 6-digit TPL carrier code if appropriate
or leave blank.
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11.  Was Condition Related to — Leave blank.
12.  Insured’s Address — Leave blank.
13.  Date of — Leave blank.
14.  Date First Consulted You for This Condition — Leave blank.
15. Has Patient Ever had Same or Similar Symptoms — Leave blank.
16.  Date Patient Able to Return to Work — Leave blank.
17. Dates of Total Disability-Dates of Partial Disability — Leave blank.
18. Name of Referring Physician or Other Source — Leave blank.
18a. Referring ID Number — If applicable, enter the CommunityCARE authorization number
or leave blank.
19. For Services Related to Hospitalization Give Hospitalization Dates — Leave blank
20. Name/Address of Facility Where Services Rendered (if other than home or office) —
Leave blank.
21.  Was Laboratory Work Performed Outside of Office — Leave blank.
22. REQUIRED Diagnosis of Nature of IlIness
a. Adjust — Print the information exactly as it appears on the original claim if not
adjusting the information.
b. Void — Print the information exactly as it appears on the original claim.
23.  Attending Number — Leave this space blank.
24, Prior Authorization # - Enter the PA number if applicable or leave blank.
25. REQUIRED A through F

a. Adjust — Print the information exactly as it appears on the original claim if not
adjusting the information.

b. Void — Print the information exactly as it appears on the original claim.
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26. REQUIRED Control Number — Print the correct Control Number as shown on the
remittance advice.

27. REQUIRED Date of remittance advice that Listed Claim was Paid — Enter MM DD YY
from RA form.

28. REQUIRED Reasons for Adjustment — Check the appropriate box if applicable, and
write a brief narrative that describes why this adjustment is necessary.

29. REQUIRED Reasons for Void — Check the appropriate box if applicable, and write a
brief narrative that describes why this void is necessary.

30. REQUIRED Signature of Physician or Supplier — All Adjustment/Void forms must be
signed.

31. REQUIRED Physician’s or Supplier’s Name, Address, Zip Code and Telephone
Number — Enter the requested information appropriately plus the seven (7) digit Medicaid
provider number. The form will be returned if this information is not entered.

32.  Patient’s Account Number — Enter the patient’s provider-assigned account number.

REQUIRED items must be completed or form will be returned.
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Example of 213 Adjustment Form

STATE OF LOUISIANA

MAILTO:

UNISYS DEPARTMENT OF HEALTH AND HOSPITALS
P.O. BOX 91022 BUREAU OF HEALTH SERVICE FINANCING
BATON ROUGE, LA 70821 MEDICAL ASSISTANCE PROGRAM

(800) 473-2783 PROVIDER BILLING FOR

924-5040 (IN BATON ROUGE) HEALTH INSURANCE CLAIM FORM

FOR OFFICE USE ONLY

PATIENT AND INSURED (SUBSCRIBER) INFORMATION

KN PATIENT'S DATE OF BIRTH

06/11/89

[HPATIENT'S SEX

[l PATIENT'S RELATIONSHIP TO INSUREI
SELF SPOUSE CHILD

PATIENT'S NAME (LAST NAME, FIRST NAME, MIDDLE INITIAL)

Adalam, Mary

PATIENT'S ADDRESS (STREET, CITY, STATE, ZIP CODE)

FEMALE

)
OTHER

EN MEDICAID ID NUMBER

1234567891234

kdl INSURED'S NAME

EN INSURED'S GROUP NO. (OR GROUP NAME)

TELEPHONE NO.
OTHER HEALTH INSURANCE COVERAGE - ENTER NAME OF POLICYHOLDER AND

PLAN NAME AND ADDRESS AND POLICY OR MEDICAL ASSISTANCE NUMBER.

WAS CONDITION RELATED TO:

A. PATIENT'S EMPLOYMENT
NO

m INSURED'S ADDRESS (STREET, CITY, STATE, ZIP CODE)

060606 5
B. AN AUTO ACCIDENT
YES NO
PHYSICIAN OR SUPPLIER INFORMATION
AEIDATE OF ILLNESS (FIRST SYMPTOM) OR %:g&l)ms&ﬁguSULTED YOU FOR [ HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS?
INJURY (ACCIDENT) OR YES NO
PREGNANCY (LMP)

AEDATE PATIENT ABLE TO
RETURN TO WORK

hd DATES OF TOTAL DISABILITY

DATES OF PARTIAL DISABILITY

THROUGH

[E] FOR SERVICES RELATED TO HOSPITALIZATION GIVE HOSPITALIZATION DATES

DISCHARGED

0

THIRD PARTY LIABILITY RECOVERY

AGNO
1 V222
2
3 PRIOI
AUTHORIZATION NO.
258 DATE(S) OF SERVICE B oace F
5 % g welens | s | B (B
MM 00 Yy MM o0 Yy SERvIE PROCEDURE CODE CHARGES UNITS | PLAN TPLS
T
1 ] ] | i
|
4 16 . 10 [ 04: 16:10 1 72 T1015 1 145,00 1 45.00
ONTROL NUM THIS IS FOR CHANGING OR VOIDING A PAID ITEM. (THE DA ITTANCEAGVICETHATLISTED.CLAIM WAS PAID
CORRECT CONTROL NUMBER AS SHOWN ON THE
0076156789501 REMITTANCE ADVICE IS ALWAYS REQUIRED.) 05/01/10
REASONS FOR ADJUSTMENT

Private insurance paid

PROVIDER CORRECTIONS

FISCAL AGENT ERROR
STATE OFFICE USE ONLY - RECOVERY

02
03
90
99

OTHER - PLEASE EXPLAIN

LLLTP

ETREASONS FOR VOID

10 CLAIM PAID FOR WRONG RECIPIENT

11 CLAIM PAID TO WRONG PROVIDER

L]

99 OTHER - PLEASE EXPLAIN

ELISIGNATURE OF PHYSICIAN OR SUPPLIER
(I CERTIFY THAT THE STATEMENTS ON THE REVERSE
APPLY TO THIS BILL AND ARE MADE A PART HEREOF.)

Ima Biller 6/01/2010

EAYOUR PATIENT'S ACCOUNT NUMBER

PHYSICIAN OR SUPPLIER'S PROVIDER NUMBER, NAME, ADDRESS, ZIP CODE AND TELEPHONE
Always Open FQHC

123 Smiley St.
Sunny, LA 70000
NPI #1234567897 Provider# 9999999

FISCAL AGENT COPY

UNISYS - 213
5/97
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ADA Claim Form Billing Instructions for FQHC Services

Medicaid EPSDT Dental, EDSPW and Adult Denture Program Services

The 2006 American Dental Association Claim Form is the only hardcopy dental claim form
accepted for Medicaid reimbursement of services provided under the Medicaid EPSDT Dental
Program, EDSPW Program or Adult Denture Program. These claim forms may be obtained by
contacting the American Dental Association or your dental supply company.

The following billing instructions correspond to the 2006 ADA Claim Form.
Required information must be entered to ensure claims processing.

Situational information may be required only in certain situations as detailed in each instruction
item.

Information on the claim form may be handwritten or computer generated and must be legible
and completely contained in the designated area of the claim form.

EPSDT Dental Program, EDSPW Program and Adult Denture Program claims should be
submitted to:

Molina Medicaid Solutions
P. O. Box 91022
Baton Rouge, LA 70821
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ADA Claim Form Billing Instructions for FQHC Services
Locator # Description Instructions Alerts
If a claim is being
submitted for
Required -- Check applicable box to designate whether the ﬁwaayrrl??gttétyeonﬂewz:‘
claim is a statement of actual services or a request for prior Actual Services” in
authorization. Block 1 of the claim
1 Type of Transaction Situational — Check box marked “EPSDT Title XIX" if form.
patient is Medicaid eligible and under 21 years of age. Claims for payment
If block is not checked, the claim will be processed as an chzltir?arlel\/ngitc: d
adult claim. \
Solutions should
never include
radiographs.
Predetermination / Situational — Enter the prior authorization number assigned
2 o by Medicaid when submitting a claim for services that
Preauthorization Number o L
require prior authorization.
Company / Plan Name, I . . .
3 Address, City, State, Zip Sltulgtlg:\al — Enter the primary payer information if
Code applicable.
4 Other Dental or Medical Situational - If yes, complete Block 9.
Coverage?
Name of
Policyholder/Subscriber I
5 in#4 (Last, First, Middle | Stuational.
Initial, Suffix)
Date of Birth .
6 (MM/DD/CCYY) Situational.
7 Gender Situational.
8 %)Ilcyholder/Subscrlber Situational.
Situational — Enter the third party’s carrier code if a third
party is involved. A list of codes identifying various carriers
may be obtained from the Louisiana Medicaid website,
www.lamedicaid.com under the link Forms/Files.
9 Plan/Group Number
If the provider has chosen to bill the third party and
Medicaid, an explanation of benefits must be attached to
the claim filed with Medicaid.
Patient’s Relationship to N
10 Person Named in #5 Situational.
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Locator # Description Instructions Alerts
Other Insurance
Company / Dental
11 Benefit Plan Name, Situational.
Address, City, State, Zip
Code
Policyholder/Subscriber | Required -- Enter the recipient’s last name, first name, and
12 Name (Last, First, Middle | middle initial exactly as verified through REVS or MEVS.
Initial, Suffix) Address,
City, State, Zip Code Recipient's address is optional.
Date of Birth Required -- Enter the recipient’s eight-digit date of birth in
13 (MM/DDICCYY) month, day, and year (MM/DD/CCYY). If there is only one
digit in a field, precede that digit with a zero.
14 Gender Optional — Check appropriate block.
Required -- Enter the thirteen-digit Medicaid ID number as
" Policyholder/Subscriber obtained from REVS or MEVS.
o Do not use the sixteen-digit Card Control Number (CCN)
from the recipient’s Medicaid card.
16 Plan / Group Number Situational.
17 Employer Name Situational.
Relationship to
18 Policyholder/Subscriber | Situational.
in #12 above.
19 Student Status Situational.
Situational. This field should be used only when other
Name (Last, First, Middle | private insurance is primary.
20 Initial, Suffix) Address,
City, State, Zip Code Note: The Medicaid recipient's name is required to be
entered in Block 12.
Date of Birth I
21 (MM/DDICCYY) Situational.
22 Gender Situational.
Optional — Enter a Patient ID/Account Number if one has
been assigned by the dentist. If entered, this identifier will
2 Patignt D/ Account 4 appear on the Remittance Advice.
(Assigned by Dentist) The Patient ID/Account Number may consist of letters
and/or numbers, and it may be a maximum of 20
characters.
Required -- Enter the date the service was performed in
month, day, and year (MM/DD/CCYY). If there is only one
2 Procedure Date digit in a field, precede that digit with a zero.
(MM/DD/CCYY)
A service must have been performed/delivered before billing
Medicaid for payment.
Page 17 of 30 Appendix D




LOUISIANA MEDICAID PROGRAM ISSUED: 12/01/10
REPLACED: 03/01/92
CHAPTER 22: FEDERALLY QUALIFIED HEALTH CENTERS
APPENDIX D: CLAIMS FILING PAGE(S) 30
Locator # Description Instructions Alerts
Only one tooth
numberletter or oral
cavity designator is
Situational — Enter the oral cavity designator when gllowed per claim
. " line. Refer to the
applicable for a specific procedure. Refer to the Dental aoplicable dental
Services Manual, Dental Fee Schedule for specific pn")c?gram policy
25 Area of Oral Cavity requirements regarding oral cavity designator. and/or dental
If an oral cavity designator is required by Medicaid, do not ggiigal:ref?; specific
enter a tooth number or letter in Block 27. : P
requirements
regarding tooth
numberletter or oral
cavity designator.
26 Tooth System Leave Blank
Only one tooth
number/letter or oral
cavity designator is
Situational — Enter a tooth number or letter when gllowed per claim
. " line. Refer to the
applicable for a specific procedure. Refer to the Dental aoplicable dental
Services Manual, Dental Fee Schedule for specific Pp .
27 Tooth Number(s) or requirements regarding tooth number or letter program policy
Letter(s) ' and/or dental
If a tooth number or letter is required by Medicaid, do not 22%%?&?;?; specific
enter an oral cavity designator in Block 25. . P
requirements
regarding tooth
number/letter or oral
cavity designator.
Situational — Enter tooth surface(s) when procedure code
reported directly involves one or more tooth surfaces. Enter
up to five of the following codes:
B = Buccal
D = Distal
F = Facial
| = Incisal
28 Tooth Surface L = Lingual
M = Mesial, and
O = Occlusal

Duplicate surfaces are not payable on the same tooth for
most services. Refer to the Dental Services Manual for
more information.
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Locator # Description Instructions Alerts
REMINDER: The
all inclusive
encounter code
(D0999) must be
entered on the 1st
line of the claim
form. Tooth
numberletter,
surface or oral
cavity designator is
Required - Enter the all inclusive encounter code (D0999) In ot relquw:g for this
on the first line then enter the appropriate dental procedure ine. In addition to
. the encounter
29 Procedure Code codes from the current version of Code on Dgnta] information. it is
Procedures and Nomenclature. The Medicaid reimbursable '
codes are located in the Medicaid Dental Services Manual, necessary to
indicate on
Dental Fee Schedule. .
subsequent lines of
the claim form, the
specific dental
services provided
by entering the
individual
procedures,
including all
appropriate line item
information for each
service rendered.
30 Description Required — Enter the description of the service performed.
31 Fee Required -- Enter the dentist’s full (usual and customary)
fee for the dental procedure reported.
32 Other Fee(s) Leave Blank
33 Total Fee Required — Total of all fees listed on the claim form.
Situational - Complete if applicable.
Report missing teeth on each claim submission. Indicate all
missing teeth with an “X”. Indicate teeth to be extracted
with an “/".
34 (Place an X’ on each In the following circumstances, this information is required:

missing tooth)

If the claim is for the Adult Denture Program.

If the claim is for the EPSDT Dental Program when
requesting a prosthetic, space maintainer or root canal
therapy.
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Locator #

Description

Instructions

Alerts

35

Remarks

Situational — Enter the amount paid by the primary payor if
block 9 is completed.

Write the words “Carrier Paid” and the amount that was paid
by the carrier (including zero [$0] payment) in this block.

Enter any additional information required by Medicaid
regarding requested services (including description of the
patient management techniques used for which a patient
management fee is billed; reason for hospitalization
requests, or any additional information that the provider
needs to include).

For prior authorization requests, if the information required
in the remarks section of the claim form exceeds the space
available, the provider should include a cover sheet
outlining the information required to document the
requested services. If a cover sheet is used, please be sure
it includes the date of the request, the recipient’s name and
Medicaid ID # and the provider's name and Medicaid ID #.
A copy of this cover sheet, along with a copy of the request
for prior authorization, should be kept in the patient’s
treatment record.

36

Authorizations

Optional.

37

Authorizations

Optional.

38

Place of Treatment

Situational — Check the applicable box if services are to be
or were provided at a location other than the address
entered in Block 48.

If services were provided at a location other than the
address entered in Block 48, completion of this block and
Block 56 is required.

39

Number of Enclosures

Situational — Enter 00 to 99 in applicable boxes.

Claims submitted for prior authorization are required to
contain the identified attachments.

Claims submitted for payment should not contain any of the
attachments listed in Block 39.

40

Is Treatment for
Orthodontics?

Situational — Complete if applicable.

Claims requesting comprehensive orthodontic services are
required to enter information in this block.

Refer to the Dental Services Manual for guidelines
regarding comprehensive orthodontic services.
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Locator # Description Instructions Alerts
4 Date Appliance Placed Situational.
42 I\R/Ionth_s .Of Treatment Situational.
emaining.
43 Replacement of Situational — Check appropriate box if applicable; if
Prosthesis checked, complete Block 44 if known.
Situational — If Block 43 is checked and if known, enter the
44 Date Prior Placement appropriate eight-digit date in month, day and year
(MM/DD/CCYY).
Situational - If the claim is the result of Occupational
45 Treatment Resulting from | lliness / Injury, Auto Accident, or Other Accident, then this
Block is required. Check the appropriate box.
Date of Accident Situational. If Block 45 is completed, then this block is
46 (MM/DDICCYY) required. Enter the eight-digit date in month, day and year
' (MM/DD/CCYY).
Situational. If Auto Accident is checked in Block 45, this
47 Auto Accident State block is required. Enter the state in which the auto
accident occurred.
Required. Enter the name of the individual dentist if the
- ! payment is being made to an individual dentist. Enter the
Billing Dentist Name, if1h tis bei de to a dental
48 Address, City, State, Zip group name if the payment is being made to a dental group.
Code Enter the full address, including city, state and zip code, of
the dentist or dental group to whom payment is being made.
49 NP Optional — Enter the billing provider’'s 10-digit NPl number.
50 License Number Optional.
51 SSNor TIN Optional.
59 Phone Number Reqyired -- Enter the phone number for the billing dental
provider.
59A Additional Provider ID Regmred - Enter. the 7-digit Medicaid Provider ID of the
billing dental provider.
Required — Enter the signature of treating (attending)
dentist. Enter the date the claim was signed. Signature
53 Signature stamps and computer-generated signatures are acceptable
if they are initialed. The signature may be initialed by the
provider or the provider’s assistant.
Optional — Enter the 10-digit NP!I of the treating (attending)
54 NPI .
dental provider
55 License Number Requlrgd — Enter the I!cense number of the treating
(attending) dental provider.
. , Situational — Enter the full address, including city, state and
56 égg;ess, Clty, State, Zip zip code, where treatment was performed by treating
(attending) dental provider, if different from Block 48.
56A Provider Specialty Code | OPtional.
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Locator # Description Instructions Alerts
Required — Enter the signature of treating (attending)
dentist. Enter the date the claim was signed. Signature
57 Signature stamps and computer-generated signatures are acceptable
if they are initialed. The signature may be initialed by the
provider or the provider's assistant.
58 NP Optional — Enter the 10-digit NPI of the treating (attending)
dental provider
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Example of ADA Claim Form

ADA. Dental Claim Form
HEADER INFORMATION
1. Typa o Transachion (Mark al applcadks boxes)

MSA 0702
Attachment 1

mswemen:oiﬁm Senices Eﬁt—q.esl Tor Fradelemination/Freauthaizaion
[ ] epsomomme xix
2. Predetermingtion Freauthoizamon Nombs POLICYHOLDERSUBSCRIBER INFORMATION (For Insurance Comgany Mamad in #£3)
123456789 12. Palicphaltangutacat=n Name (Last, First, Middia Wtial, Sumis), Adwass, Gy, State, Zip Coas

INSURANCE COMPANY/DENTAL BENEFIT FLAN INFORMATION
& CompamyPian Name, Addiess, City, State, Jip Code

Brown, Wade
8269 Chilly Rd
Winter, LA 70000

13Dt of S (MMDDICCYY) | 14, Gendar 15. FolicyholdserSunsciibar 0SSN or 104)
08/14/2004 v [J= | 1234567890123
OTHER COVERAGE 16 FlanHZEsoup Humbar 17, Employar Nama
4, Othar Dental o1 Medical Covarags™ [ bo (Skin 5-11) [T ves icompiats 5-17)
5. Namme of PobcyholdeifSubseripe in 84 (Last, Fist, Midde Initial, Sulfix) PATIENT INFORMATION
18. Relationzhip to FolicyholdenSubscrited in #12 Above 18 Sludent Stalus
6. Diate of Biilh (MWD 7. Gandar 8, PolicyhokdanSubscrer 10 (53 o 108) [Osett [dspouse [ copendentchid ] o Oes er=
[w u* 20 Mama (Last Fist, Middla Infal, Sutiy), Addiess, City, State, Dip Gods
9. PLERGIRUE Nusioe 0. Fatient’ s Ralationship do Fesson Hamed in @5
TPL Carrier Code [Jse  [Jsewe [Jospentem [ ome
1. Cither Insurance CompanpDental Benelt Flan Hame, Address, Gy, State, 2ip Code
21, Dale of Bith (MMDDGTYY) | 22, Gerdzr 23, Patsnt K iAcoount # (Aszignad by Dentist)
Cw e
RECOAD OF SERVICES PROVIDED
e [Rfa] T | 2pe [Rome e
1 1044[10 D0999| Encounter - All Inclusive _ 100:00
2| 10/4/10 10 D4341| Periodontal Scaling and Root Planing | 110:00
#[ 10/4/10 13 D2954 Post & Core 94:00
< 10/4/10 15 D2931| Stainless Steel Crown 140 00
5 :
& i
7 H
8 :
9 :
10| '
MISSING TEETH INFORMATION Pemnem Prmmary a2, Ot H
12 3 4 5 & T & 10 9 12 13 M4 15 16]A B C D E[F G W I J Fasts) :

34 |PLace a0 X gn aach mssing ety

3 31 50 25 28 27 g6 o5|E4 23 22 21 20 8 10 47| T 8 R G Plo W WM L &k [mwwre] [444 00

25 Remarks

If TPL involved: write the words “Carrier Paid” and enter the amount paid by the TPL here.

AUTHORIZATIONS ANGILLARY CLAIM/TREATMENT INFORMATION

5. 1 haria ban Informed of tha llsalmemphn and associatad tao. | agres 10 ba respansitla tor all 38, Flacs of Tragtmant 34, Nursber of Enclosuias (00 o 55)
cna:ga;rc\rdsnlalserrxes and malerials ot paid by fy Senal benent plan, uniess ponicited by 1w, oo Fadogushinl ol inages  Modwinl
ma"lsallnqdenlkll"crd;lr.?f F'ﬂ.“ﬁﬂ"?“ carllaclunlaqlsarwmmlhd aysgcwpﬂohlhllngal nram1m01 |_]Prmld-:-:'sGﬂm [_| Hospital |_] ECF |_] Cther |_|

il N, i 0 T Lk i

ﬁlﬁcmaégwmp;ﬂntﬁwianaﬁm ek his e ol 30 1= Treatment lor Orthcdonbes? 1. Dats Applance Paced MAATOICG Y]
y e mwpasszr  [Jves icompiese 41-42)

PatientfGuardian signaturs Dnte 42, Menihs ol Tieatment |23, Replacement of Prosthesis? | 4. Cabe Pricr Flacement (MMDIVCC YY)

Fiamain _— -

a7 byt of the dental By by me, ol 1 the beiow named (][] ves wemetets &

derfis of dantal amity 45, Treadment nESLILiI’lg fiem
% |:| Cocupaticnal dinass finjury |_|Amu socident |_]O|her accident

Subscrbst signature s 46, Cabs of Anckiant (MMWTOICCYY] | 47, Ao Accidenl Slale
BILLING DENTIST OR DENTAL ENTITY (Leave tlank il deatsd or dental entity s not submitiing TREATING DENTIST AND TREATMENT LOCATION INFORMATION

chim-on behall of the patient o InsuedisubsciDer) £2, | Pty CETElY it [ el i 3 i bad By 02 G i RICGIEEA (R Pectidhanes thal sqaing nattph
48, Name, Andress, Cty, State. 2 Code v T b ek

XYZ Dental Group X e .J‘Ilfqu, Cleantecth L p0

8956 No Cavity Ave. S (g Somt e

Smiley, LA 700000 5 1234567890 58 ese bz 99999

' 55. fuldass, Cify, Siate, Zp Coda SRR

45 HPI S0 Ligenss Numos S1LEEN TN

1987654321 |
| = [, 12229994444 [ 2Rt 1234567 SR ) - [ Bt 1987654
£ 2006 American Dental Association T Fiagtiar call 1-B0-G47-4745
JALD (Zame &5 ADA Dental Claim Form — H01, JO2. JA03, Jald) ar go calng ai waw.adacalalog oig
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EPSDT Dental Services Adjustment/Void (209) and
Adult Dental Services Adjustment/Void (210) Form

The EPSDT Dental Services 209 Adjustment/Void form (revision date 10/04) must be used
when submitting adjustments/voids for EPSDT Dental Program services for all dates of service.

Additionally, when submitting adjustments/voids for the Adult Denture Program or Expanded
Dental Services for Pregnant Women Program for all dates of service, dental providers must use
the Adult Dental Services 210 Adjustment/VVoid form (revision date 10/04).

For both adjustment/void forms, the Form Locator 15 has been renamed as ‘“Patient
I.D./Account# Assigned by Dentist”. If the patient’s account (medical record) number is entered
here, it will appear on the Medicaid Remittance Advice. It may consist of letters and/or
numbers, and it may be a maximum of 20 positions.

Providers can obtain these forms from Molina Medicaid Solutions or through the Louisiana
Medicaid website at www.lamedicaid.com. Instructions for completing the forms can also be
obtained on the Medicaid website or within this document.
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Instructions for Completing 209 Adjustment/Void Form (EPSDT)

Locator # Description Instructions Alerts
1 Adj/Void Check the appropriate box.
2 Patient's Last Name First Agljyst - Ent.er the information exactly as it appeared on the
3 Name ongmal invoice . .
4 M Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
Medical Assistance ID ongmgl invoice. If you wish to change this number, you
5 Number must first void the original claim.
Void - Enter the information exactly as it appeared on the
original invoice.
Adjust - Enter the information exactly as it appeared on the
- original invoice
6 Patient's Address Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
. original invoice
7 Date of Birth Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
8 Sex original invoice
Void - Enter the information exactly as it appeared on the
original invoice
9-14 Not Required
Patient ID/Account 2:;;3 i—nsgitéaer the information exactly as it appeared on the
13 ggnmtibs?)r (Assigned By Void - Enter the information exactly as it appeared on the
original invoice
Adjust — Enter the information exactly as it appeared on the
, original invoice
16 Pay to Dentist or Group Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
Pay to Dentist or Group 0r|g|nql invoice. If you ywsh to. change this number, you
17 Provider No must first void the original claim.
' Void - Enter the information exactly as it appeared on the
original invoice
18 Are X-Rays Enclosed Not required
Adjust - Enter the information exactly as it appeared on the
19 Treatment Necessitated | original invoice.
By Void - Enter the information exactly as it appeared on the
original invoice.
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Locator # Description Instructions Alerts
Adjust - Enter the information exactly as it appeared on the
original invoice unless the information is being adjusted to
20 Payment Source Other indicate payment has been made by a third party insurer. If
Than Title XIX TPL is involved, enter the 6-digit TPL carrier code.
Void - Enter the information exactly as it appeared on the
original invoice.
21,22 Leave these spaces blank
23 Diagram Not required
Adjust - Enter the information exactly as it appeared on the
24 Examination and original invoice, unless this information is being adjusted
Treatment Plan Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
original invoice, unless this information is being adjusted to
. indicate payment has been made by a third party insurer. If
25 gald‘or Payable by Other such payment has been made, indicate the amount paid,
arrier .
even if zero ($0).
Void - Enter the information exactly as it appeared on the
original invoice
Enter the control number assigned to the claim on the
26 Control Number Remittance Advice that reported the claim as
paid/approved.
97 Date of Remittance Enter the date of the Remittance Advice that paid or denied
Advice claim
28. 29 Reasons for Check the appropriate box and give a written explanation,
’ Adjustment/Void when applicable.
30 Request for Authorization | Leave this space blank.
Request for Prior Enter the 9 digit PA number assigned by Medicaid on the
31 quest1a authorized signature line when submitting for a service that
Authorization ) . -
requires prior authorization
Attending Dentist's . . .
39 Signature - Provider All adjustment forms must be signed, and the provider

Number

number must be entered.

If a new procedure or corrected procedure is entered on the adjustment form, and the new or
corrected procedure requires authorization, the completed adjustment form should be submitted
to the dental consultants for authorization prior to being submitted to Molina Medicaid Solutions
for adjustment. If the code was submitted on the original invoice, and prior authorization was
already obtained for the procedure, the provider does not need to submit the adjustment for

approval.
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LOUISIANA MEDICAID PROGRAM

Example of 209 Adjustment/VVoid Form (EPSDT)

Patient ID/Account
Number

FOR PREAUTHORIZATION FOR PAYMENT STATE OF LOUISIANA
MAIL TO; REMIT TO: DEPARTMENT OF HEALTH AND HOSPIT
sy iﬂmfxﬂﬂ IPWg-Iia;l!M?(Iicai(l Solutions BUREAU OF HEALTH SERVICES FINANCING
y MEDICAL ASSISTANCE PROGRAM
NEW ORI, AT PROVIDER BILUNG FOR
EPSDT DENTAL SERVICES
FOR OFFICE USE ONLY
M MEDICAL ASSISTANCE LD. NUMBER
/ v L [1]2]34]s]d78|9]a1]2] 3
/ [DATE oﬂmnl . jsex
2002
021 15 12002 Om [X]r
Oves K
Owno
O ves I
st. - B. ACCIDENT/INJURY Clivio N
1 veS B ¢ apurr emercEncy SERVICE,
[JNQ| CHECK BLOCK AND SEND TO OFS DENTAL PROGRAM 3
B EXAMINATION AND TREATMENT PLAN - LIST IN ORDER FROM TOOTH NO. 1 THRU NO. 32 - USE CHARTING SYSTEM SHOWN.
oom | " £ b A Sorvice ADWSHED FeE &
BEE o il = DESGRITION OF SERVICE uns | mo. | pay | v S o CUSToAN FeE
T T
I I
S 16 D2931 |Stainless Steel Crown 02 | 16 (10 1 135 |00
¥ m B0 ! f
8| ' PAYABLE BY !
8 8) o1 OTHER CARRIER $ !
- E =4 ORAL CAVITY
) 3 % [GATE OF FETTAINCE ADVICE THAT
H [CONTROL NUMBER
= b EX e w el pvian
% < 3 0061198765400 ALWAYS REQURED) 03/16/2010
PEAREASCHNS FOR ADJUSTMENT
Billed wrona tooth #: should.
be tooth #16, not 15.
[T] 01 THIRD PARTY UABILTY RECOVERY
02 PROVIDER CORRECTIONS
A. INK IN RESTORATIONS 03 FISCAL AGENT ERROR
B. INDICATE MISSING TEETH 90 STATE OFFICE USE ONLY - RECOVERY
WITH AN-X. 9 OTHER - PLEASE EXPLAIN
C. INDICATE CROWNS WITH
AN-O.
D. INDICATE TEETH TO BE
EXTRACTED WITH-/. REASONS FOR VOID
REMARIS FOR UNUSUAL SERVICE:
10 CLAIM PAID FOR WRONG RECIPIENT
11 CLAIM PAID TO WRONG PROVIDER
99 OTHER - PLEASE EXPLAIN
| HAVE READ THE CERTIFICATION ON THE REVERSE OF THIS FORM AND DC HEREBY CERTIFY THAT | AM IN COMPUANCE THEREWITH.
[REQUEST FOR AUTHORIZATION - SEND TO CFS DENTAL PROGRAM [REQUEST FOR PRE-ALTHORIZATION (FOR STATE USE ONLY)
APPROVEDvYESDNQDW/EXCEPTIONSD fe S =
“ATTENDING DENTIST'S SIGRATURE A PREIRE
PA 123456780 18885888 11/05/2010
PROVIDER NUMBER DAE AUTHORIZED SIGNATURE DATE PROVIDER NUMBER

MOLIHA-209
10/04
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Instructions for Completing 210 Adjustment/VVoid Form (Adult)

Locator # Description Instructions Alerts
1 Adj/Void Check the appropriate box.
2 Patient's Last Name First Agljyst - Ent_er the information exactly as it appeared on the
3 Name original invoice . _ .
4 Mi Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
Medical Assistance ID 0r|g|nql invoice. If you wish tg change this number, you
5 Number must first void the original claim.
Void - Enter the information exactly as it appeared on the
original invoice.
Adjust - Enter the information exactly as it appeared on the
- original invoice
6 Patient's Address Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
. original invoice
7 Date of Birth Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
8 Sex original invoice
Void - Enter the information exactly as it appeared on the
original invoice
9-14 Not Required
Patient ID/Account g:gj];ztl i_nscr)]it; the information exactly as it appeared on the
15 g:nmt:;;?)r (Assigned By Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
, original invoice
16 Pay to Dentist or Group Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
Pay to Dentist or Group 0r|g|ngl invoice. If you ywsh to. change this number, you
17 Provider No must first void the original claim.
' Void - Enter the information exactly as it appeared on the
original invoice
18 Are X-Rays Enclosed Not required
Adjust - Enter the information exactly as it appeared on the
19 Treatment Necessitated | original invoice.
By Void - Enter the information exactly as it appeared on the
original invoice.
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Locator # Description Instructions Alerts
Adjust - Enter the information exactly as it appeared on the
original invoice unless the information is being adjusted to
20 Payment Source Other indicate payment has been made by a third party insurer. If
Than Title XIX TPL is involved, enter the 6-digit TPL carrier code.
Void - Enter the information exactly as it appeared on the
original invoice.
21 Not required
22 Leave blank
Adjust — Enter the information exactly as it appeared on the
23 AG original invoice unless this information is being adjusted.
Void - Enter the information exactly as it appeared on the
original invoice
Adjust - Enter the information exactly as it appeared on the
original invoice, unless this information is being adjusted to
. indicate payment has been made by a third party insurer. If
24 ga|d.of Payable by Other such payment has been made, indicate the amount paid,
arrier .
even if zero ($0).
Void - Enter the information exactly as it appeared on the
original invoice
25 Other Information Leave blank
Enter the control number assigned to the claim on the
26 Control Number Remittance Advice that reported the claim as
paid/approved.
97 Date of Remittance Enter the date of the Remittance Advice that paid or denied
Advice claim
28. 29 Reasons for Check the appropriate box and give a written explanation,
’ Adjustment/Void when applicable.
30 Request for Authorization | Leave this space blank.
Request for Prior Enter the 9 digit PA number assigned by Medicaid on the
31 quest1a authorized signature line when submitting for a service that
Authorization ) : -
requires prior authorization
Attending Dentist's . . .
39 Signature - Provider All adjustment forms must be signed, and the provider

Number

number must be entered.

If a new procedure or corrected procedure is entered on the adjustment form, and the new or
corrected procedure requires authorization, the completed adjustment form should be submitted to
the dental consultants for authorization prior to being submitted to Molina Medicaid Solutions for
adjustment. If the code was submitted on the original invoice, and prior authorization was already
obtained for the procedure, the provider does not need to submit the adjustment for approval.
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Example of 210 Adjustment/VVoid Form (Adult)

| Patient ID/Account

Number
FOR PREAUTHORIZATION ~ FOR PAYMENT STATE OF LOUISIANA
MALTO: T caid Solut DEPARTMENT OF HEALTH AND HOSPITALS
Ry olna Medicald Soliklons BUREAU OF HEALTH SERVICES FINANCING
1100 FLORIDA AVE., BOX 510 BATON ROUGE, LA 70821 MEDICAL ASSISTANCE PROGRAM
HEN ORLENRS LATOvTS PAFI PAOVIDER BILLING FOR
ADULT DENTAL SERVICES
FOR OFFICE USE ONLY
PATIENT'S LAST NAME (PRINT) n FIRST NAME / n M
1 4 1
Que ! Susie LL
PATIENT'S ADDRESS (STREET NUMBER, CITY, STATE, ZIP CODE}) (TEL. NO.) DATE OF BIRTH
/ 06 19 1955
REFERRING AGENCY NO. DATE OF REFERRAL DENTIST OR GROUP REFERRED TO:
NAME
REFERRED BY: (SIGNATURE) TELEPHONE NO. i, ADDRESS.
TEL NO.
PAY TQ DENTIST OR GROUP PAY TO DENTIST OR GROUP PROVIDER NO. ARE X-RAYS ENCLOSED? 7
YES NO
NAME 1800000 NUMBER OF X-RAYS
TREATMENT NECESSITATED BY: PAYMENT SOURCE QTHER THAN TITLE XIX
ADDRESS __ S — — — i S— D TPL CARRIER CODE:
A. EMPLOYMENT YES |,
oy sT. 2P Ono
IF PROSTHESIS, IS THIS D YES 2
THE INITIAL PLACEMENT? B. ACCIDENT/NJURY
[Jves [Jwno Ono | a
TEA B. C.pATE SERVICE (- ApyusTED E  ysuaL AND
FR%CO%%URE DESCRIPTION OF SERVICE PERFORMED ?F?RJS'IATE LBED'E’E] CUSTOMARY FEE
MO. | paY |YEAR . r
. 1 1
D0999 Encounter All Inclusive 01 | 20 EO i 125 ,00
. ,
F. G. PAID OR 1
ORAL |
CAvITY l TooTH4 F e EARRiER $ !
I (1) IS THE PATIENT EDENTULOUS?
maxiary: w00 ves 0 DATEOFLasTEXTRacToNs _ /S
manoBULAR: O 0 ves O pateorusstextmactions /S
(2) DOES PATIENT PRESENTLY WEAR A DENTURE? DATE OF PLACEMENT.
MAXILLARY: noOd vesO rFolO  parmALO) MO. YR.
manoiuLAR: N0 0 vesO  rFuO paRTALD) Mo YR.
COMMENTS:
INFORMATION FROM PATIENT
(1) INWHAT MONTH AND YEAR WAS YOUR LAST DENTURE MADE? UPPER LOWER
(2) NAME AND ADDRESS OF DENTIST
INDICATE TEETH TO BE (3) HAVE YOU EVER REGEIVED A DENTURE UNOER THE MEDICAID PROGRAM? vesO wnoO
EXTRAGTED WITH A/.
CONTROL NUMBER TATE OF REVITTANCE ADVICE
INDICATE MISSING TEETH e e “"::‘f,,';‘g;‘é“;é THAT LISTED CLAIM WAS PAID.
WITH AN X. 0131198765400 FLwAS REOURED) e 05/18/10
I FEASORS FOR ADRISTMENT Billed wrona charae amaount.
01 THIRD PARTY LIABILITY RECOVERY - - -
SKETCH IN DESDEN OF . 02 PROVIDER CORRECTIONS Initially billed $12.50 instead of
PARTIAL _ DENTUR
TO BE_ CONSTRUCTED 03 FISCAL AGENT ERROR $125.00
INDICATING _ TEETH . :
N e 80 STATE OFFICE USE ONLY - RECOVERY
TEETH TO BE CLASPED. 99 OTHER- PLEASE EXPLAIN
[ REASONS FOR VOID
10 CLAIM PAID FOR WRONG RECIPIENT
11 CLAIM PAID TO WRONG PROVIDER
99 OTHER - PLEASE EXPLAIN
| HAVE READ THE CERTIFICATION ON THE REVERSE OF THIS FORM AND DO HEREBY CERTIFY THAT | AM IN COMPLIANCE THEREWITH.
REQUEST FOR AUTHORIZATION - SEND TO OFS DENTAL PROGRAM REQUEST FOR AUTHORIZATION (FOR STATE USE ONLY)
approven  ves[ | no[ | wexceemons [ | | T fee Swddey, TS
ATTENDING DENTISTS SIGNATURE
FROVIDER NUMBER DATE iz o

MOLINA-210
10/04
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