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- PURPOSE STATEMENT

1. Purpose Statement

his document is to assist the provider community in understanding and complying with the New York
(NYS Medicaid) requirements and expectations for Billing and submitting claims.

for Pharmacies and should be used by the provider as an instructional, as well as a
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CLAIMS SUBMISSION

2. Claims Submission

Pharmacies can submit claims using either electronic or paper formats.

Providers/are required tosubmit an Electronic/Paper Transmitter Identification Number (ETIN) Application and
Certification Statement before submitting claims to NYS Medicaid.

Providers are asked to update their Certification Statement on an annual basis. Providers are sent renewal information
when their Cértification,Statement nears expiration. Information about these requirements is available at
www.emeédny.org by clicking: eMedNY Trading Partner Information Companion Guide.

2.1 Electronic Claims

Pursuant to the Health Insurance Portability and Accountability Act (HIPAA), Public Law 104-191, which was signed into
law August 12, 1996, the NYS/Medicaid Program adopted the HIPAA-compliant transactions as the sole acceptable
format for electronic claim submission, effective November 2003.

Pharmacies are required to use the HIPAA=compliant{National Council for Prescription Drugs Program (NCPDP) D.0
electronic format.

Direct billers should also refer to the sources listed below ta comply with the NYS Medicaid requirements:

& NCPDP Standard Version D.0 Implementation Guide@xplains theqroper use of the standards and program
specifications. This document is available at wws.ncpdp.org:

& NYS Medicaid NCPDP 5.1 Request and Response Companion Guide (CG) provide instructions for the specific
requirements of NYS Medicaid for the NCPDP 5.1. This document is available at www.emedny.org by clicking:
eMedNY 5010/D.0 Transaction Instructions.

& eMedNY Prospective Drug Utilization Review/ Electronic Claims Capture and Adjudication ProDUR/ECCA
Provider Manual.

Further information on the D.0 transaction is available at www.emedny.org by clicking: eMedNYHIPAASupport.

Further information about electronic claim prerequisites is available at www.emedny.orgby clicking: eMedNY Trading
Partner Information Companion Guide.
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CLAIMS SUBMISSION

2.2 Paper Claims

Pharmacies that choose to submit claims on paper forms must use the New York State eMedNY-000301 claim form.

edNY-000301 claim form, see Appendix A. The displayed claim form is a sample and is for illustration

&
& Alpha characters (letter
& Numbers should be written a

& Circles (the letter O, the number 0) must be closed.
& Avoid unfinished characters. See the example in Exhibit 2.2.1-2.

Exhibit 2.2.1-2

Written As Intended As Interpreted As

6| 0| D 6.00 5. 6|0

& When typing or printing, stay within the box provided; ensure that no characters (I
claim form lines. See the example in Exhibit 2.2.1-3.
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CLAIMS SUBMISSION

Exhibit 2.2.1-3
Intended As Interpreted As
> ——> Twointerpreted as seven
3 —>» Threeinterpreted as two

each other as seen in Exhibit 2.2.1-4.

Exhibit 2.2.1-4

Interpreted As

Entry cannot be
illegible —* interpreted properly

information.
& Do not use the dollar sign ounts; do not use commas to separate thousands. For
example, three thousand should be e
& For writing, it is best to use a felt ti id ballpoint pens that skip; do not use pencils,
& If filling in information through a computer, ensur i isfaligned properly, and that the printer
& Do not submit claim forms with corrections, such as inf i ver correction fluid or crossed out

Separate forms using perforations; do not cut the edges.
Do not fold the claim forms.

Do not use adhesive labels (for example for address); do not pla on the for

eee e

Do not write or use staples on the bar-code area.

The address for submitting claim forms is:
eMedNY
P.O. Box 4601
Rensselaer, NY 12144-4601
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CLAIMS SUBMISSION

2.3 Claim Form A - eMedNY-000301

To order the eMedNY-000301 claim form, please contact the eMedNY call center at 1-800-343-9000.

rmacy Services Billing Instructions

g Guidelines covers the specific NYS Medicaid billing requirements for Pharmacies. Although
thein 7 v.are based on the eMedNY-000301 paper claim form, they are also intended as a guideline

NCPDP D.0 Request and Response Companion Guide which is available at
P D.0 Companion Guide.

2.4.1

The information entered in the H im form (fields 1 through 13A) applies to all claim lines entered

in the Procedure Section of the form.

Provider ID Number (Field 1)

Enter the provider’s 10-digit National Provider Identifier ing the full 9 digit ZIP code.

NOTE: It is the responsibility of the provider to notify icai ddress or other pertinent
information within 15 days of the change. For information ] ddress change requests, please refer to
Information for All Providers, Inquiry on the web page for thiSmanual, w.

clicking: Inquiry.
Date Filled (Field 2)
Enter the date the prescription/order is filled in the format MM/DD/YY. See Exhibit 2.

Exhibit 2.4.1-1

2. DATE FILLED

MO DAY YR

0]9 116 0[8
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CLAIMS SUBMISSION

SA EXCP Code [Service Authorization Exception Code] (Field 3)
837P Ref: Loop 2300 REFO03 when REF01 = 4N

&
& If submitting a void t

If submitting an adju

Original Claim Reference

Leave this field blank when submitting an

2.4.1.1 Adjustment

An adjustment may be submitted to correct any information on a previ

& The billing provider
& The member ID.

Exhibit 2.4.1.1-1 and Exhibit 2.4.1.1-2 illustrate an example of a claim with an adjust
0826019876543200 is shared by three individual claim lines. TCN 0826067890123456
After receiving payment, the provider determines that an incorrect item code has been rep
be submitted to correct the claim records. Exhibit 2.4.1.1-1 shows the claim as it was originally'sub
2.4.1.1-2 shows the claim as it appears after the adjustment has been made.

and Exhibit
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CLAIMS SUBMISSION

Exhibit 2.4.1.1-1

NYS MEDICAL ASSISTANCE (TITLE XIX) PHARMACY CLAIM FORM
TR PRED ae ONLY TO BE USED TO ADJUST OR VORD A PAID CLAM
MO DAY R COOE 4 CODE & ORIGINAL CLAIM NUMEER
A v
|4 &le|7 & @ als | 1]s | ol Ll ritial
5 TG HIMEER & CATE OF BIRTH TEEA [BOTER_ | @ FECIPENT RAME
[RECIFIENT
mg! LAST _ Brandon FIRST _John
x|F
Alal1]z]slals|w |o|al1]s]1]9]|6]s L FRIGE AFPROVALALTHORZATION HG_ !ut
T0PRGF | 10 ORCERINGPRESCRIBING PROVCER T 2 Zh | FOR_ |
ep EDUCENSE NUMBER Pater Smith e
L1 | | lololal2ls|alsle, I I ohuy
TTPRGE | 11A UTHER ALFERRING'ORUERING PROVIDER | TiE. FAAE i T | W
e DLICENSE NUMBER
I T Y S I | I I Y N O I | '
MEDICARE
II. [TE GUARTITT CIPENGED  [TDATS | § TP Ia'mm
' REFILL [ hooF Heces- | craRcED ceouer | eo. INELIRANCE
£ HUMBER: | AUTHGA-
Z50
1 Y| X
glojajoji|ejo | ojs | 1& 1 5 1 LLlfigsaqef 0 [ QL0 (L {flslfl 0 11l {0l ]]=]
2 Y X
glojajojelojo | ols | 16 1 ] i [T O I O A N A S N
3 Y| X
&lojojofilejo | ojs | 16 | ojs L 1 ] ] 1 |ll(2jo-ofof | [ |1 Q-1 fl bl -0fl 00 1B j0ldll]-]
4 YN
[ | 1 ] | L1 1 POl el p bbbt bl b el lal bl b il bllllal
5 YN
I | 1 | | L1 1 1 kIIII-I hllll-l[z;‘-llz:ll Imlllll;l !lIIII-I
e TOT.
CERTFIZATIGN POL -0 000ttt iaitl-ntiflil-1
SR jronTe Foesmme TR PR COMPOUND USE OWLY: CIRCLE ONE LINE WUMBER 1 2 3 4 5
[ GIGHATUFE 30, GO 3. BILLING GATE \NGREDENTS QUANTITY. PRICE
James Strong wo o TR ’
ojs 1]e ol
“Piry o USL Siiee Countly WheTes Sined Ll il IS Ihe Lamn B that of the provider SOSeSS BAtarid i (e LT left of ths fomn
DO HOT WRITE I BARCODE AREA
TRECTICNS
I
|
EMEDNY - 500301 1110071 (1203
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CLAIMS SUBMISSION

Exhibit 2.4.1.1-2

NYS MEDICAL ASSISTANCE (TITLE XIX) PHARMACY CLAIM FORM

I I -

ZOATE FILLED 354 OMLY TO BE UGED TO ADIUST OF VOID A PAID CLAIM
B D S cooe TGODE T ORGTRL AN R ]
T v
o8 1|8 o8 o|s|2|efols|7|8|8lol1]2|a]as]8
W DATE GF BIFTH i ] ¥ RECIPIENT FAME
[RECIPENT
cooe 5T Brandon FIRST  John
X
Alaje2|aje|6/w |ojs|q]9|1[8|&[6 1 PREOR APPROVALIAUTHORIZATION NO. LINE
10, PROF  |108, CROERMNGPHESCHIBING PROVIDER N 12 28 FOR
IDALICENSE NUMBER OFFICE
Peter Smith 12
| lolaja|z|3slsals]|s I N ) onLY
[T1A OTHER REFERFINGIORCERNG PROVIDER 1B, FAME (3 (TR T
IDALICENSE MUMEER

B0 NOT WRITE IN BARCODE ARER

Py en Mt 00T county v SgRed wniri I B ST i T of T grovicin eSS ereened In D upge kif of

this form.

6lojojal1]6[0 3]s L] 1 [llJnjo-ojo) | [ | h Lot U 0al|lotfi U0 llaljllillle]
2 ¥
L1111l ] |1 1 Ll d bttt ittt il-1qniiii-l
3 Y
[ ] (| 1 I N N N E AN
. Y
[ ] 1 L1 1 I AN N I AN NN AN
[ Y
[ ] | Ll 1 I N N NN E AN
= El ﬂ{ Fi s %’: &
TOT,
RERTINGATEM I 1 S S I A
e rany i S ON THE REVERSE SICE APPLY TO THES BaL
ARE MADE A PART HERSF FOR COMPOUND USE GNLY: CIRICLE ONE LINE NJVBER 1 2 3 4 §
20 SIGNATURE 30 COUNTY™ 31 BILUMNG DATE QUANTITY PRICE
]
James Strong Mo o W
1o olse  ols
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CLAIMS SUBMISSION

2.4.1.2 Void

A void is submitted to nullify the original claim in its entirety.

a void, please follow the instructions below:

id must be submitted on a new claim form.

became aware that the patient was covered by other insurance. The other
er received full payment from that payer. Medicaid must be reimbursed by
paid claim. Exhibit 2.4.1.2-1 shows the claim as it was originally submitted and
Exhibit 2.4.1.2-2 shows the claim bei itted as voided.

xhibit 2.4.1.2-1

NYS MEDICAL AS NCE (TITLE XIX) PHARMACY CLAIM FORM
7. FROVIDER 10 NUWBER T GATE FILLED :l:.’ ALY T0 BE USED T0 ADAUST OR WOID A FAID CLAM
MO DAY YR CE0E EEET e L
A v
ol1] 2l3l4]| s|8l7 8 9 08 L A A
[3 7. 8. RECIPYENT NAME
[RECIFENT
e - | LASTBrandon FIRAT _John
City Pharmacy x|
111 Park Avenue aal1]z]3 4)1]9 5 i PRIOR APPROVALIMITHORZATION No_ UNE
ﬁﬂmﬂl‘l, NY11111'1111 w0 ?F 108, : H.NMPMR 08 NAME 12 124, Q::E.
L sl1l2lslals O I oniy
1L PROF 1A REFERRINGORDERING PROVIDER ) 134, R
= L NSE NUMBER
L1 I N N I O B B | I I O O 1
WEDICARE
[T = PrescRFTON [ T7 DO BOPLY CO0E T CORRTITY T e ™ e L p—
N REFILS PAY PO
E (MUMBER
L] DAY YR IZED
' v x
| [ slojojoj1/ojo | ofs | 18 | ols anunls[ol:lolalzlu L1111 |sle-0fo| [3]0 ' L1 [ N NN Y N
2 Y| N
| IJJI[IIIlI TLibial-l | ' 1 -0 il 0ill-1 LIl =001 ihtg-l
3 Y| N
L1l a1 | 1 IJJI[J[J'J IHE NN Y. '
4 Y
I | 1 1 IJJI[JlJlJ LLiiglg-0 11 ' |-
5 Y| N
L1111 1 IIII|III|I | | [«1 11 ' LIl ].
25 CASE MGR. D EN
— TOTALS P
CERTIFICATION 1 I Y I |
!smmr‘mw!sw T REVERSE SIOE APPLY TO Thas BILL.
2. SIGNATURE AW COUNTY™ . BILLING DATE
James Strong [T R
ols  d1le ols
irg STAS] 1167 CoUSly RN SISO LTSS 1L o T ST fes VA OF 116 paOvades Deiorss. exioned i B0 uppesr A of this fom
DO NOT WRITE IN BARCODE AREA
—— SORHIS PR MIDDIFEERONE
I
_ EMEDNY - 005301 {OUB4) 1-11-0071 (1203
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CLAIMS SUBMISSION

Exhibit 2.4.1.2-2

NYS MEDICAL ASSISTANCE (TITLE XIX) PHARMACY CLAIM FORM
ZWIEFLLED == GNLY TO BE USED TO ADJUST OR VOID A PAID CLAIM
MO DAY YR cOonE EEEE
A 8
3als|ls|7 & 9 ols | 1]s | ols NEHOC T HETHE]
B DATE oF BHTH T OER |8 OTHER | 0. REGIFENT WAL
RECIFENT
conE LisT _Branden FRST John
L|F
ofalq i‘t‘llﬁlils 'z PRIOR APPROVALALITHORIZATION NO. LINE
0 T i IR [
Peter Smith Conss
[ I Y | onLY
] (N T
[ [ N N N [ i | L]
MEDICARE
CHARGED cecwer. |~ co- INSURANCE
ABLE PAY PAID
slojojoj1]ojo 1 [] i Jijijscofo) | || b bl {[oldluwld I Pl b0l dill]lal
2 Y| N
L1111l 1 L | ! LLAd el P bl bl f el bl { b bRl 0 lll]a]
E} Y| N
I | 1 1 Ll b Pt bbb e bl e il ff Ll bl LIl lal
4 Y| N
L1l 1 | I | LIl Ll s Pt bbb s bl el s fQl Pl baldlllllsl
E N
[ | 1 | IIII]III L\IIII-I Inllllallml‘dla-il Iml_lll‘lﬁllllal
GERTIRGATICN LIB bbb i bl bl it bl d i bl bt il illel
R AR TR e FpE AT FOR COMPOUND USE OMLY: CIRCLE GNE LINENUMBER 1 2 3 4 §
78 SIGMATURE 30 COUNTT 31 BILLING DATE 1 NGRELENTS UANTITY PRICE
James Strong oo o w )
1o ols _ ols
“Pliy 0 MAr] SrEeT COoutty wHErein S ks 1 15 U Same &5 (NGl Of e frovsder Biss eroered in (e Lgpes ke Of s fom
DO NOT WRITE IN BARCODE AREA
I TOTALBIOREDIENT GoBT
— GOMFCISENG FEE
EMEDNY = 000301 (01/04) 1-11-0071 (120%) e
_ 0

Recipient ID Number (Field 5)
Enter the member ID. This information may be obtained from the member’s Commo
Date of Birth (Field 6)

Enter the member’s birth date. This information may be obtained from the CBIC. The birth
MMDDYYYY as shown in Exhibit 2.4.1-3.

PHARMACY
Version 2022 - 01 8/15/2022
Page 13 of 25



CLAIMS SUBMISSION

Exhibit 2.4.1-3

|6. DATE OF BIRTH

oj1]of2]|1]9]7]4

If the member is exem pay, enter the value Z9 in this field. For information on co-pay exemptions, refer to
the Policy Guidelines medny.org by clicking on the link: Policy Guidelines.

PROF Code [Professio ing/Prescribing Provider] (Field 10)

Leave this field blank.

When a prescription is written by an unlicensed intern or resi should be entered in

this field.
Prescriptions from All Others
Enter the NPI of the prescribing professional.

NOTE: If the NPI of an authorized prescriber is not on the prescription, it is the ph
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CLAIMS SUBMISSION

Prescriptions for Restricted Members

When filling prescriptions/orders for a member who is restricted to a primary provider (physician, clinic, podiatrist or
dentist) and theyprimary provider is the prescribing/ordering provider, the NPI of this provider must be entered in this
field.

If therrestricted member was referred by the primary provider to another provider and the referred-to provider is the
ordering/prescribing provider, the pharmacy provider must enter the referred-to provider’s NPI. The primary provider’s
NPI must be entered in field 11A.

Name [Ordering/Prescribing Provider] (Field 10B)

Enter the name of the individual whose name appears as the prescriber on the prescription or fiscal order.

PROF CD [Profession Code - Other Referring/Ordering Provider] (Field 11)

Leave this field blank.

Other Referring/Ordering Provider ID /Kicense Number (Field 11A)

Prescriptions for Restricted Members

If a restricted member was referred by his/hef primary provider to another provider and this provider is the
prescriber/orderer, enter the NPI of the member’s primary careprovider.

Name [Other Referring/Ordering Providér] (Field11B)

Enter the name of the member’s primary provider, if an'NPI has been entered in field 11A.

Prior Approval/Authorization No. (Field 12)

If the provider is billing for a prescription/order that requires prior approval or prior authorization, enter the prior
approval/authorization number assigned for the prescription/order.

Line (Field 12A)

Enter the claim line number to which the prior approval/authorization entered in field 22 applies. Ifithe prior
approval/authorization number entered in field 12 applies to all claim lines, enter an “A”,

Prior Approval/Authorization No. (Field 13)

If a prior approval/authorization number different from the one entered in field 12 applies to another claim line in the
same claim form, enter the other prior approval/authorization number.

PHARMACY
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CLAIMS SUBMISSION

Line (Field 13A)

Enter the claim line number to which the prior approval/authorization entered in field 13 applies.

formation regarding how to obtain Prior Approval/Prior Authorization for specific services, please refer

procedures that require prior approval, please consult the Procedure Codes and Fee
.org by clicking on the link: List of OTC Categories and Supply Codes.

Enter the pharmacy prescripti

Date Ordered (Field 16)

t appears on the prescription/order note signed
the fo MM/DD/YY.

Enter the original date on which the prescri
by the prescribing/ordering provider. The date should be ent

Drug/Supply Code (Field 17)
For Prescription Drugs

Enter the National Drug Code (NDC) displayed on the package.
For OTC Drugs

Enter the 11-digit NDC.

NOTE: Do not use the UPC found on packaging.

For Supplies

modifier is required, enter the two-character modifier in the last two spaces of this field. See exhib 4.1-5 for an

example of proper entry for supply items.
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CLAIMS SUBMISSION

Exhibit 2.4.1-5

| | [ [A]4]4]5]2] |

umber of Metric units dispensed for the prescription.

Enter the days’ supply ritten on t

day supply.

iption/order. Exhibit 2.4.1-6 shows an example of a proper entry of a 30-

xhibit 2.4.1-6

If the prescription/order directs the member “tg enter 180 in this field as shown in Exhibit 2.4.1-

New /Refill Number (Field 20)
Original Prescription/Order

Enter O in this field.

Refill

Indicate the number of the refill.

Enteral Formula

Prior authorizations for enteral formula are issued based on “times approved” rather than refills.
enteral formula products, enter 0 in this field.

billing for

PHARMACY
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Number of Refills Authorized (Field 20A)

Enter the number of refills indicated on the prescription/order form for the particular drug/supply. This number of

refills m ceed 5. If no refills are indicated on the prescription or if billing for enteral formula, enter 0 in this field.

Enter the total amou
customary charge.

When applicable, enter the Me
NOTES:

& Fields 23, 23A, 23B, and 23C are onlyapplicable if t
& It is the responsibility of the provider to determine, rs the service being billed. If the
service is covered or if the provider does not ki the provider must first submit a
claim to Medicare, as Medicaid is always the
& If the provider knows that the service rendered is no

Medicare Deductible (Field 23A)

When applicable, enter the Medicare deductible amount for this drug/s erwise, lea

Medicare Co-Pay (Field 23B)

When applicable, enter the Medicare co-pay amount for this drug/supply. Otherwi

Medicare Paid (Field 23C)

When applicable, enter the amount paid by Medicare for the drug/supply. If Medicare denied payme ter 0.00 in

this field. Otherwise, leave this field blank.

Other Insurance Paid (Field 24)
This field must be completed if the member is covered by insurance other than Medicare.

PHARMACY
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CLAIMS SUBMISSION

When applicable, enter the amount paid by the other insurance carrier in this field.

Leave this field blank if the member has no other insurance coverage.

surance carrier covers the service being billed for. If the service is covered or if the provider does not
ervice is covered, the provider must submit a claim to the other insurance carrier prior to billing Medicaid,

st sign the claim form. Rubber stamp signatures are not acceptable.
e back of the form.

Date (Field 31)

Enter the date on which the provider or an i vider signed the claim form. The date
should be in the format MM/DD/YY.

found at www.emedny.org by clicking on the link: General Billing.

For Compound Use Only (Field 35)

As of the D.0 mandate, compound drugs must be submitted by electronic claims only.
Codes, which can be found at www.emedny.org by clicking on the link: List of OTC Ca
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CLAIMS SUBMISSION

DIAGNOSIS CODE (Electronic Claims Only)

New York Medicaid policy requires the prescriber to provide a valid diagnosis code on all fiscal orders for durable

.1 fields utilized to report diagnosis code:

Exhibit 2.4.1-4

DESCRIPTION

Countofdiagnosis occurrences.
‘Diagnosis Codes’ may be sent.

e gualifying the "‘Diagnosis Code’ sent.
‘= International Classification of
Diseases (ICD-9).

ing the diagnosis ofthe

Diagnosis Code (424-D0)

NOTE: Diagnosis Code can only be reported on NCPDP for
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- REMITTANCE ADVICE

3. Remittance Advice

Advice is an electronic, PDF or paper statement issued by eMedNY that contains the status of claim
rocessed by eMedNY during a specific reporting period. Statements contain the following information:

ied, paid or pended) after processing
at resulted in a claim denied or pended

The General Remitta formation on selecting a remittance advice format, remittance

sort options, and des Advice layout. This document is available at www.emedny.org by

clicking: General Remittance Billing Guidelines.
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- APPENDIX A CLAIM SAMPLES

APPENDIX A
CLAIM SAMPLES

The eMedNY Billing G line Appendi im Samples contains images of claims with sample data.

07
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APPENDIX A

CLAIM SAMPLES

Pharmacy - Sample Claim
e sl ETaE - ONLY TO B USED TO ADVUST OR VOID A PAID CLAIM
WO DAY R CO0E 4CO0E 45 CRUGINAL CLAM NUNBER
1]203)4] 5|&6[7]8]9]0 0[5 [ 13 ] 017 RN
. FECIFIENT 1D NUMBER £ CRTEOF BIRTH TEEK [B.OTWER | & AECHIENT WARE
RECFIENT
INSURANCE
CODE LAST Brandon ARST John
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APPENDIX B
CODE SETS

The eMedNY Billing G line Appendi Sets contains a list of SA Exception Codes.
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SA Exception Codes

Code Description

1

es rendered in retroactive period
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