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- PURPOSE STATEMENT

1. Purpose Statement

The purpose of this document is to assist the provider community in understanding and complying with the New York
State Medicaid (NYS Medicaid) requirements and expectations for:

& Billing and submitting claims.
© Interpreting and using the information returned in the Medicaid Remittance Advice.

This document is customized for Physicians and should be used by the provider as an instructional as well as a reference
tool. For providers new to NYS Medicaid, it is required to read the All Providers General Billing Guideline Information
available at www.emedny.org by clicking on the link to the webpage as follows: Information for All Providers.
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CLAIMS SUBMISSION

2. Claims Submission

Physicians can submit their claims to NYS Medicaid in electronic or paper formats.

Providers are required to submit an Electronic/Paper Transmitter Identification Number (ETIN) Application and a
Certification Statement before submitting claims to NYS Medicaid. Certification Statements remain in effect and apply
to all claims until superseded by another properly executed Certification Statement.

Providers will be asked to update their Certification Statement on an annual basis. Providers will be provided with
renewal information when their Certification Statement is near expiration. Information about these requirements is
available at www.emedny.org by clicking on the link to the webpage as follows: Information for All Providers.

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.

Physicians who choose to submit their Medicaid claims electronically are required to use the HIPAA 837 Professional
(837P) transaction. Direct billers should refer to the sources listed below to comply with the NYS Medicaid
requirements.

& HIPAA 837P Implementation Guide (IG) explains the proper use of the 837P standards and program
specifications. This document is available at www.wpc-edi.com/hipaa.

© NYS Medicaid 837P Companion Guide (CG) is a subset of the IG, which provides specific instructions on the NYS
Medicaid requirements for the 837P transaction. This document is available at www.emedny.org by clicking on

the link to the web page as follows: eMedNY Companion Guides and Sample Files.

© NYS Medicaid Technical Supplementary Companion Guide provides technical information needed to successfully
transmit and receive electronic data. Some of the topics put forth in this CG are testing requirements, error
report information, and communication specifications. This document is available at www.emedny.org by
clicking on the link to the web page as follows: eMedNY Companion Guides and Sample Files.

Further information about electronic claim pre-requirements is available at www.emedny.org by clicking on the link to
the webpage as follows: Information for All Providers.
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CLAIMS SUBMISSION

2.2 Paper Claims

Physicians who choose to submit their claims on paper forms must use the New York State eMedNY-150003 claim form.

To view a sample eMedNY - 150003 claim form, see Appendix A below. The displayed claim form is a sample and the
information it contains is for illustration purposes only.

An Electronic Transmission Identification Number (ETIN) and a Certification Statement are required to submit paper
claims. Providers who have a valid ETIN for the submission of electronic claims do not need an additional ETIN for paper
submissions. The ETIN and the associated certification qualify the provider to submit claims in both electronic and paper
formats. Information about these requirements is available at www.emedny.org by clicking on the link to the webpage
as follows: Information for All Providers.

2.2.1 General Instructions for Completing Paper Claims

Since the information entered on the claim form is captured via an automated data collection process (imaging), it is
imperative that entries are legible and placed appropriately in the required fields. The following guidelines will help
ensure the accuracy of the imaging output:

& All information should be typed or printed.
© Alpha characters (letters) should be capitalized.
© Numbers should be written as close to the example below in Exhibit 2.2.1-1 as possible:

Exhibit 2.2.1-1

1 23 4 5 6 7 8 90

© 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

| | ‘ A | 1] | 1] | 600 | | | 6. | & | 0 | —3 Zero interpreted as six

©  When typing or printing, stay within the box provided; ensure that no characters (letters or numbers) touch the
claim form lines. See the example in Exhibit 2.2.1-3.
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Exhibit 2.2.1-3

Written As Intended As Interpreted As

2 —> Twointerpreted as seven

Iz 3 —  Three interpreted as two

& Characters should not touch each other as seen in Exhibit 2.2.1-4.

Exhibit 2.2.1-4
Written As Intended As Interpreted As
= Entry cannot be
23 illegible —* interpreted properly

& Do not write between lines.

e

Do not use arrows or quotation marks to duplicate information.

© Do not use the dollar sign (S) to indicate dollar amounts; do not use commas to separate thousands. For
example, three thousand should be entered as 3000, not as $3,000.

©  For writing, it is best to use a felt tip pen with a fine point. Avoid ballpoint pens that skip; do not use pencils,
highlighters, or markers. Only blue or black ink is acceptable.

& [ffilling in information through a computer, ensure that all information is aligned properly and that the printer

ink is dark enough to provide clear legibility.

L ]

Do not submit claim forms with corrections, such as information written over correction fluid or crossed out
information. If mistakes are made, a new form should be used.

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 place stickers on the form.

eecece

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

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

2.3 eMedNY -150003 Claim Form

The 150003 form is a New York State Medicaid form that can be obtained through the financial contractor (CSC). To
order the forms, please contact the eMedNY call center at 1-800-343-9000.

To view a sample Physican eMedNY - 150003 claim form, see Appendix A. The displayed claim form is a sample and the
information it contains is for illustration purposes only.

Shaded fields are not required to be completed unless noted otherwise. Therefore, shaded fields that are not required
to be completed in any circumstance are not listed in the instructions that follow.

2.4 Physician Services Billing Instructions

This subsection of the Billing Guidelines covers the specific NYS Medicaid billing requirements for Physicians. Although
the instructions that follow are based on the eMedNY-150003 paper claim form, they are also intended as a guideline
for electronic billers to find out what information they need to provide in their claims, in addition to the HIPAA
Companion Guides which are available at www.emedny.org by clicking on the link to the webpage as follows: eMedNY
Companion Guides and Sample Files.

It is important that providers adhere to the instructions outlined below. Claims that do not conform to the eMedNY
requirements as described throughout this document may be rejected, pended, or denied.

2.4.1 Instructions for the Submission of Medicare Crossover Claims

This subsection is intended to familiarize the provider with the submission of crossover claims. Providers can bill claims
for Medicare/Medicaid patients to Medicare. Medicare will then reimburse its portion to the provider and the
provider’'s Medicare remittance will indicate that the claim will be crossed over to Medicaid.

Claims for services not covered by Medicare should continue to be submitted directly to Medicaid as policy allows. Also,
Medicare Part-C (Medicare Managed Care) and Medicare Part-D claims are not part of this process.

Providers are urged to review their Medicare remittances for crossovers beginning December 1, 2009, to determine
whether their claims have been crossed over to Medicaid for processing. Any claim that was indicated by Medicare as a
crossover should not be submitted to Medicaid as a separate claim. If the Medicare remittance does not indicate that
the claim has been crossed over to Medicaid, the provider should submit the claim directly to Medicaid.

& Claims that are denied by Medicare will not be crossed over.
& Medicaid will deny claims that are crossed over without a Patient Responsibility.

If a separate claim is submitted directly by the provider to Medicaid for a dual eligible recipient and the claim is paid
before the Medicare crossover claim, both claims will be paid. The eMedNY system automatically voids the provider
submitted claim in this scenario. Providers may submit adjustments to Medicaid for their crossover claims, because they
are processed as a regular adjustment.
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—

Electronic remittances from Medicaid for crossover claims will be sent to the default ETIN when the default is set to
electronic. If there is no default ETIN, the crossover claims will be reported on a paper remittance. The ETIN application
is available at www.emedny.org by clicking on the link to the webpage as follows: Provider Enrollment Forms.

NOTE: For crossover claims, the Locator Code will default to 003 if the submitted ZIP+4 does not match information in
the provider’s Medicaid file.

2.4.2 eMedNY-150003 Claim Form Field Instructions

Header Section: Fields 1 through 23B

The information entered in the Header Section of the claim form (fields 1 through 23B) must apply to all claim lines
entered in the Encounter Section of the form.

The following two unnumbered fields should only be used to adjust or void a paid claim. Do not write in these fields
when preparing an original claim form.

Adjustment/Void Code (Upper Right Corner of Form)
Leave this field blank when submitting an original claim or resubmission of a denied claim.

© If submitting an adjustment (replacement) to a previously paid claim, enter ‘X’ or the value 7 in the ‘A’ box.
© If submitting a void to a previously paid claim, enter ‘X’ or the value 8 in the ‘V’ box.

Original Claim Reference Number (Upper Right Corner of Form)
Leave this field blank when submitting an original claim or resubmission of a denied claim.

If submitting an adjustment or a void, enter the appropriate Transaction Control Number (TCN) in this field. ATCN is a
16-digit identifier that is assigned to each claim document or electronic record regardless of the number of individual
claim lines (service date/procedure combinations) submitted in the document or record. For example, a
document/record containing a single service date/procedure combination will be assigned a unique, single TCN; a
document/record containing five service date/procedure combinations will be assigned a unique, single TCN, which will
be shared by all the individual claim lines submitted under that document/record.

2.4.2.1 Adjustment

An adjustment may be submitted to accomplish any of the following purposes:

& To change information contained in one or more claims submitted on a previously paid TCN.
© To cancel one or more claim lines submitted on a previously paid TCN (except if the TCN contained one single
claim line or if all the claim lines contained in the TCN are to be voided).

PHYSICIAN
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Adjustment to Change Information

If an adjustment is submitted to correct information on one or more claim lines sharing the same TCN, follow the
instructions below:

& The Provider ID number, the Group ID number, and the Patient’s Medicaid ID number must not be adjusted.

© The adjustment must be submitted in a new claim form (copy of the original form is unacceptable).

© The adjustment must contain all claim lines originally submitted in the same document/record (all claim lines
with the same TCN) and all applicable fields must be completed with the necessary changes.

The adjustment will cause the correction of the adjusted information in the TCN history records as well as the
cancellation of the original TCN payment and the re-pricing of the TCN based on the adjusted information.

Exhibit 2.4.2.1-1 and Exhibit 2.4.2.1-2 illustrate an example of a claim with an adjustment being made to change
information submitted on the claim. TCN 1026501234567890 is shared by three individual claim lines. This TCN was
paid on September 22, 2010. After receiving payment, the provider determines that the service date of one of the claim
line records is incorrect. An adjustment must be submitted to correct the records. Exhibit 2.4.2.1-1 shows the claim as it
was originally submitted and Exhibit 2.4.2.1-2 shows the claim as it appears after the adjustment has been made.
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CLAIMS SUBMISSION

Exhibit 2.4.2.1-1
MEDICAL ASSISTANCE HEALTH INSURANCE | onLy TO BE |A CODE W ORIGINAL TRANSACTION CONTROL NUMBER
CLAIM FORM TITLE XIX PROGRAM ggﬁﬁ;ﬁmm
| PATIENT AND INSURED (SUBSCRIBER) INFORMATION PAID CLAIM 40 BEERE Tl O
[=] &8 PATIENT'S NAME (First, nm‘:h test] 2. DATE OF BIFTH 2A. TOTAL AMNLIAL S INSURED'S WAME [First name, midule intial last name}
a . FAMILY INCOME
=| Jane Smith 0,52,0,1,9 9,0
3 4. PATIENT'S ADDRESS (Sieef, Gily, Stafe, Zp Codal |5. I"wED.SFmLE LY P&'IEHTSEF‘-’]F&GLE 6. MEDICARE NUMBER BA. MEDICAID NUMBER
= [x | Lo dn B L 2345 1C
e 5B, PATIENTS TELEPHONE NUMBER B8, PRIVATE INGURANGE NUMBER GAOUE FD. RECIPROCITY NG
m
g f S i e
E 0. PATIENT'S EMPLOYER, QOCUPATION OR SCHOOL |7. PATIENT'S RELATIONSHIP TO INSURED 8, INSURED'S EMPLOYER OR QCCUPATION
z LF  SPOUSE CHMD  OTHER
E B gTHER Hmk;ﬂsmpi cms%mﬁm 10, 'WAS CONDITION RE.-‘:TE-’J TO 11. INSURED'S ADDRESS (Sfraei, Oy, Stale, Zip Code)
. Flan and , and o P
B| P s ey ] (] 5,
m
b3
ncm’hJFIL? i hesry
12 DATE 1
e | PATIENT'S OR AUTHORIZED SIGNATURE Mk | oo I ¥Y | INSURED'S SIGNATURE
PHYSICIAN OR SUPPLIER INFORMATION (REFER TO REVERSE BEFORE COMPLETING AND SIGNING)
14, DATE OF ONSET 15.FIRET CONSULTED | 16.HAS PATIENT EVER HAD SAME 164 EMERGEMCY 17 .DATE PATIENT MAY | 1B.DATES OF DISARILITY FROM T
OF CONDITION FOR CONDITION OR SIMILAR SYMPTOMS RELATED RETURN TO WORK TOTAL  PAFITIAL
| mm | oo v | M ] oo | vy |vES no ves| ol mm | oo | vy J: v | oo | vy | wme | oD | wr
|12 MAME OF REFERRING PHYSICIAN OR OTHER SOURCE 180 ADDAESS (OF SIGNATURE SHF OWLY) :\?B PROF CD | 16C IDENTIFICATION NUMBER 180.0% CODE |
| : | L1 1253045161 71819] | L e |1
|20 NATICRAL DRLUG CODE AALNT | 208 QUANTITY 200 COST MOE inf entered b e left of this feld will only be associated with the Tst claim line below
| | ] | (O Y S ] 2 O T R T P
1. NAME OF FACILITY WHERE SERVICES REMDERED (if affer than home ar offica] 21A. ADDRESS OF FACILITY 22, WAS LABDHATORY WORK PERFORMED | LAB CHARGES
OUTSIDE YOUR OFFICE £
......... YESO NoO |
228, SERVICE PROVIDER NAME 22B.PROF CO |22C IDEh’TIFIt.‘\TlI:.‘N NUMBER >-r- STERILIZATION ‘ 22E . STATUS CODE
| | | ABORTION CODE
23. DIAGNDISIS OR NATURE OF ILLNESS. RELATE DMAGNOSIS TO PROCEDURE IN COLUMM 24H BY REFERENCE TO NUMBERS 1, 2, 3 EITC QR 0¥ CODE 220 I e | N
POSSIBLE P! {
;i %_MW 1 o L
| - 23A PRIOA llP-’Hf FAL NUMBER 238, PAYMT SOURCE CO
[ S O O (O O GO OO . 1 1 O
77 #E |20, £ L Ea B B ) Tes I IZ8
| CERWICE PLACE| PROCEDURE | WoD | oD | MOD | sioD DIAGNOSIS CODE 0;3 CHARGES
[mmMDoDYY UNITS
ofo Jo} ol 1] a1+ {sisiztors| | | | | 1 | 1 {zustenzt 1 | 10t tstogobol L1l 1111,
0i9|0 9|1|01|19i3|0*0|0 2 G O 0 R O Y O 0 O 1 0 0 O W13 O OO | ) 1
ored e eSS A o e ey
ill.ll 0 o I 1 A ) 0 ) A O 0 0 0 0 T o 5 O NP ) U0 O PP
i‘lll ] 5 5 e R o8 | R A 1 ) 0 5 ) L Al 581 ) 0 (e ] O 90 O
il be et adsd e bpbd annleana eharis phesyy FIeil. ]
FARLEE T RN A N FE PR R I ST R A T 1T
FROM THROUGH 24N, PROC CO 240 NOD|
i | oo | | I o s P O ek ]l ol o) sl Jlilh o
25. CERTFICATION 26. ACCEPT ASSIGNMENT 7. TOTAL CHARGE 28, AMDUNT PaiD 20, BALANCE DUE
| CERTIFY THAT THE STATEMENTS ON THE REVERSE SIDE APPLY TO THIS BAL |
AND ARE MADE A PART HEREOF ¥es i:l l:! h | -: |
SAMUEL SAMPLE 30, gg:ﬁrgg&]ﬁvmgg NUMBERS 1. PHYSICIAN'S DR SUPPLIER'S NAME, ADDRESS, ZIF CODE
SIGHATURE OF PHYSICIAN OR SUPPLER Samuel Sample
254, PROVIDER IDENTIFICATION NUMSER 312 Main street
1 ]1]213 |a]s5|6]|7[8 ]9 Anytown, New York 11111
258 MEDICAID GROUP IDENTIFICATION NUMBER 25C. LOCA- 0.5 324 MY FEE HAS BEEM PAID
TOR CODE EXCP CODE| YES NO
| | VI MO [ [ 0|0 |3 TELEPHONE NUMBER | | R
TOUNTY OF SUBMITTAL | 5 DATE SIGHER |32 PATIENTS ACCOUNT NOWBER D0 HOT WRITE I THIS SPALE s EREH
0 112 jao |l | | | | |a[Bl|c|1]2[3]|4]5 Pl
(IJI_T‘-H ] ItEF‘- IPING OADERING PRCVIDER 34. PROF CD }35. 3]
| | | T O 0 | | | s P ] i e R
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Exhibit 2.4.2.1-2
MEDICAL ASSISTANCE HEALTH INSURANCE ONLY TO BE |A CODE V ORIGINAL TRANSACTION CONTROL NUMBER
CLAIM FORM TITLE XIX PROGRAM AbavsTrOD | 7
| PATIENT AND INSURED (SUBSCRIBER) INFORMATION PAID CLAIM 100261550112 |34 (516 78,9 10
ol PATIENT'S NAME (First, mﬁ lesi] 2. DATE OF BIRTH 28, TOTAL AMNLIAL 3. INSUREL'S WAME [First name, migule infis! lest nama)
a 3 FAMELY INCOME
éJaneSmlth 0,52 0,1;9 9,0
; 4. PATIENT'S ADDRESS (Swee, Gily, Stafe, Zp Cods) |5 IN%EUSFE&LE SA Pr.{ﬂ?-n'g CHLE 6. MEMCARE NUMBER BA. MEDICAID NUMBER
4 e x | AB1,2345¢C
i 5B. PATIENT'S TELEPHONE NUMBER 68. PRIVATE INSURANCE NUMBER GAOUF NO. [ AECIPROCITY NO.
n
2 e il R
0 [0, FATIENTS ENPLOYER, OCCUPATION OF SCHOOL | 7. PATIENT'S RELATIONSHIF TO INSURED 8. INSURED'S EMPLOYER OR OCCUPATION
T LF  SPOUSE CHLD  OTHER
8 [ b B R e B
5 [ THER HEALTH INSURMNGE GOVERNGE ~Erer e | 10. WAS CONDITION RELATED T0 11. INSURED'S ADDRESS (Sirast, Cly, Stak, Zip Code)
o Holgiar, Plan hame and Addrass, and Poficy of BATIENTS [ CRIME
5 P e EMPLOYMENT | D VICTIM
m
b3
; AUTO D [ :| OTHER
ACCIDENT LIABILITY
12 OATE 13
e |eATENTS OR AUTHOAIZED wa | oo | v | susens scumee
PHYSICIAN OR SUPPLIER INFORMATION (REFER TO REVERSE BEFORE COMPLETING AND SIGNING)
T4.DATE OF ONSET | 15.FIRST CONSULTED | 16.HAS PATIENT EVER HAD SAME 164 EMERGENCY 17.DATE PATIENT MAY | 18 DATES OF DISARILITY FROM TO
OF CONDITION FOR CONDITION OR SIMILAR SYMPTOMS RELATED RETURN TO WORK TOTAL  PAATIAL |
| st | oo | vy | wm ] oo | vy [ves| ] |no ves| ol aM | o | vy v | oo | vy | e | oo | v
|12 KAME OF REFERRING PHYSICIAN OR OTHER SOURCE 180 ADDAESS (0F SKGNATURE SHF OWLY) !i?B PROF }JT DENTIFICATION NUMBER 180.0X CODE |
| 3 |-| 10 17293,4;5 ) 741849] | ) e ) ||
|20 HATIONAL DRUG CODE AALNT | 208 CUANTITY A COET KOG infe aniered o e left of thiz held will ony be associated with the Ist claim line below
| I I Lo f: B C) g ) | N s ™ |
1 NAIE OF FACILITY WHERE SERVICES RENDERED (¥ afher than home o office) | 21A. ADDAESS OF FACILITY 22, WAS LABOFIATOY WORK PERFORMED | LAB CHARGES
OUTSIDE YOUR OFFICE i
ein sy YESO  NOO
22, SERVICE PROVIDER NAME 226.FROF CD | 22C IDENTIFICATICN NUMBER | 220 STEAILIZATION ‘ 22E. STATUS GODE
ABORTION CODE

73, DMAGNDSIS OF NATURE OF ILLNESS, RELATE DIAGNOSIS TO PROCEDURE IN GOULWM 24H BY AEFERENCE TO NUMBERS 1. 2, 3 ETC. OR 0 oopE [22r v — N @6 fr—T —In fJeH. ¥ W
W |FossiBle | x] EPSOT E | FAMILY .

i, JDisABILTY GITHP
| 2. 234 PRIOA -"vﬁlc:'.-;.L NUMBER 238 PAYMT SOURCE CD
[ fic] ool I o o e U]
I?-tnl DATE OF 248 240, 240, E. 24F. MG, 24H. m\’s Ten 2K 24|
| SERWICE PLACE | PROCEDURE | MOD | MOD | MOD | MOD DIAGNOSIS CODE o CHARGES
M mooDyY Y 0o NS

oio |of ol 10 a1 |sistziois| 1 | 1 | 1 |1 |ziete,a 10 f 10|t ) ustenelol 111 UL
0i9|0 9|1|0 ek o (o Y S N o 2 M O [ O O G PO =17 90 O O 1Y [ S (|
09| 110 apol (1 ]siorzprps] 1 | 1 1111 lrteteiat L0 Lt tstosem | p Ll

ATEEE L AETCA R RN A T R PR A EER A AR R UL SR AR PN S0 R
1 A KR NN ENEE FE N N SR AR BN R AR AR A N SRR SRR
AEEEREAGESL DR SA SO E A SRR A TSR SR S
plala bebrapdalad el o dvranwrlpaqa el iraten | sritet] intsd

. FROM THROUGH 24N, PROC CD 2400 WOD|
i | ; .
| Vit [ e | | ea | | R I O (e O O O P
25, CERTMFICATION 2. ACCEPT ASSIGNMENT 7. TOTAL CHARGE 28, AMOUNT PAID 20. BALANCE DUE

Il CERTIFY THAT THE STATEMENTS ON THE REVERSE SIDE APFLY TO THIS BRL 1
AMD ARE MADE A PART HEREOF YES ND |

{30, EMPLOYER [DENTIFIGATION NUMBER! PHYSICIAN'S DR SUPPLIER'S NAM 5, ZIF 3

SAMUEL SAMPLE 30 K}GIE_‘S‘EWHFI'\‘ R 3. PHYSICIAN'S DR SUPPLIE MNAME, ADORESS, ZIF CODE
SIHATURE CF PHYSICIAN OF SLPPLIER Samuel Sample
[ ATIIRE CE PN o
264, PROVIDER IDENTIFICATION NUMBER 312 Main StrEEt
1 J1]21]3 |4]5]|6]7[8]9 Anytown, New York 11111
258, MECICAID GROUP IDENTIFICATION KUMBER 25C. LOCA- 2500 5 324 MY FEE HAS BEEN PAID

TOR CODE EXCP CODE] YES 4
| | J_ [ |_ | | 00 |3 TELEPHONE NUMEBER | t i % A

CIOUNTY OF SUBMITTAL 25E. DATE SIGMED J2. PATIENT'S ACCOUMNT. NUMBER 2 MOT WRITE ™ THIS SPACE

{9110) EMEDNY-150003

09130 |10 | | | | | | | |
3 (OTHER KEFERRING ORDERING PRCVIDER 34. PROF CD [35. C A (3]
IDVLICENSE NO

W Y 0 S O O -1 =l ) o )

| |alB|c|1]2[3]|4]5
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CLAIMS SUBMISSION

Adjustment to Cancel One or More Claims Originally Submitted on the Same Document/Record (TCN)

An adjustment should be submitted to cancel or void one or more individual claim lines that were originally submitted
on the same document/record and share the same TCN. The following instructions must be followed:

© The adjustment must be submitted in a new claim form (copy of the original form is unacceptable).

© The adjustment must contain all claim lines submitted in the original document (all claim lines with the same
TCN) except for the claim(s) line(s) to be voided; these claim lines must be omitted in the adjustment. All
applicable fields must be completed.

The adjustment will cause the cancellation of the omitted individual claim lines from the TCN history records as well as
the cancellation of the original TCN payment and the re-pricing of the new TCN (Adjustment) based on the adjusted
information.

Exhibit 2.4.2.1-3 and Exhibit 2.4.2.1-4 illustrate an example of a claim with an adjustment being made to cancel a line on
submitted on the claim. TCN 1025701234567890 contained three individual claim lines, which were paid on September
14, 2010. Later it was determined that one of the claims was incorrectly billed since the service was never rendered.
The claim line for that service must be cancelled to reimburse Medicaid for the overpayment. An adjustment should be
submitted. Exhibit 2.4.2.1-3 shows the claim as it was originally submitted and Exhibit 2.4.2.1-4 shows the claim as it
appears after the adjustment has been made.
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CLAIMS SUBMISSION

Exhibit 2.4.2.1-3

MEDICAL ASSISTANCE HEALTH INSURANCE
TITLE XiX PROGRAM

CLAIM FORM

ONLY TO BE |A CODE V

ORIGINAL TRANSACTION CONTROL NUMBER

USED TO

| PATIENT AND INSURED

SUBSCRIBER) INFORMATION

ADJUSTVOID
PAID CLAIM

0 I O e (O e ] P

1. PATIENT'S NAME (Firsi, middhe, fast)

2. DATE OF BIFTH

24, TOTAL ANNLIAL

Ji5 )
S INSUREL'S WAME [First name, midole intial last namea}

3 : FAMILY INCOME

~| Jane Smith 0,520,1,99,0

5 S Lo T

4. PATIENTS ADDRESS (Siee, Fi o} 5 N s LY P& |ENT'S SEX 6 MEDICARE NUMBER EA. MEDICAID NUMBER

b 7 (6, (o S, 29 Cod |5 WP ik | RAAE T Rl ]

; x] = e A|B'1I2|3|4|51C
2 58. PATIENTS TELEPHOME NUMBER &8, PRIVATE INSURANGE NUMBER GAOUP NO. AECIPROCITY NO.
m

z | )

W (5. PATIENTS ENPLOTER, OCCUPATION OR SGHOOL |7, PATIENTS RELATIONSHIP TO INSURED 8. INSURED'S ENPLOVER OR GOCUPATION

I IF  SPOUSE CHUD  CTHER

O L

[ OTHER HEALTH INGURANGE GOVERGE—Enler Name | 10. WAS CONDITION RELATED T0 11, INSURED'S ADDRESS (Sheet, Cily, Stals, Zp Code)

m Hakdex, Plan Nama and Address, and Puicy of PATIENTS CRIME

B | - Pt et Moster EMPLOYMENT D VICTIM

m

>

ALTO OTHER
ACCIDEMT LIABILITY
12 DATE 2.
T | PATIENT'S OR AUTHORIZED MM | bo I ¥ | INELREDS SIGNATURE
PHYSICIAN OR SUPPLIER INFORMATION (REFER TO REVERSE BEFORE COMPLETING AND SIGNING)
TALATE OF OMSET  [15.FIRST CONSULTED | 16.RAS PATIENT EVER HAD SAME 164 EMERGENCY 7 DATE PATIENT MAY | 18.DATES OF DISARLITY FROM T0
OF CONDION FOR CONDITION OF SIMILAR SYMPTOMS RELATED RETURN TO WORK TOTAL  PAATIAL
oo | wr [vEs |no0 ves| wol mm | oo | vy 1 v | oo | vy | wme | oD | ¥y
[15.NAME OF REFERRING PHYSICIBN DR OTHER SOURCE B4 ADDESS (OF SIGRATLIRE SHE ONLY) T18E PRCF CDJ 18C IDENTIFIGATION NUMBER 190.0% CODE

1. nsierspapspermmemell fop.c. i

T| 208 GUANTITY
|0,0,0,1,5,0,50,2,41|6R 11 5

L

200 COST
L1 19.,50,0) y 2,5,0,0;

MOG into enlered b e left of this feld wil only be assocebed with the 15t claim line below

|
21.NAME OF FACILITY WHERE SERVICES RENDERED if affver than home ar affice)]

21A. ADDRESS OF FAGILITY

22, WAS LABOHATORY WORK PERFORMED

LAB CHARGES
OUTSIDE YOUR OF FICE &

_____ YESO oD
27, SERVICE PROVIDER NAME 22B.PROF CD |22C ID‘ER'TIEIC‘\TH:W NUMBER )-I'l STERILIZATION ‘ 22E. 5TATUS CODE
L e ABORTION CODE
| | |
73 DIAGNOSIS OF NATURE OF ILLNESS. FELATE DIAGNOSIS T0 PROGEDURE TN GOLUMA 241 B REFERENGE T0 NUNBERS 1, 2.3 ETC_OF DX OG0F | 2 26 f [T N
ﬁF‘OSIBLE ] EPSOT L
1 DASABILITY CITHF )
| - Z3A PRIOR llP-’Hf VAL NUMBER 238 PAYMT SOURCE CO
WL i (A |
| i) | Y (S | | L1 )
5 S 8. | 20, FERN P21 I 2 L . ELTS T2
| SERVICE PLACE | PROCEDURE. | WoD | MoD | MoD | oD DIAGNOSIS CODE e CHARGES
[MmMDoDYY UNITS
op Jotolsio]ap bmpes| (| 1| (|1 histeel 1 0] 101112 L Istowlo] 11111111,
oi9|0=9|1|0 0] ] o o | ) { YO0 | | ol ) O O | | 6| | ] | i RN
o(ofs| 1 oft 1+]sslernte] 1t | || 1| 1 [aezsl (0] 10] BRI AR AR
ill.ll 5L I o 1 O ) 0 ) PO 0 0 1 6 PSP 8 OB [PPO|
:‘Ill 51 5 5 e Y L PR O ) L O L 5 O Ot 1 VS G, e e ) 88 O OO
FEREETH TR RERE A 71 LR BT 30 FERERL ET S0 T TSI S
_.l|||f||||| 90 O 0 B 0 T O T O
FROM THROUGH 24N, PHOC CD 240 MO
INEATIENT |
ViETS | oo | | os | B | LA [ () 0 L [ [ ) il g
5. CERTIFGATION %6 ACCEPT ASSIGNMENT 7 TOTAL GHARGE Z8, ANCUNT PAID 25 BALANGE DUE
1 CERTIFY THAT THE STATEMENTS ON THE REVERSE SIDE APPLY TO THIS BAL |
AND ARE MADE A PART HERECF ) Y8 D A | -: |
SAMUEL SAMFLE E] %rﬁr@&?&lm@g NUMBER/ 31 PHYSICIAN'S DR SUPPLIER'S NAME, ADDRESS, ZIF CODE
SIGHATUIRE OF PHYSICIAN CR SUPPLIER Samuel Sample
255 PROVIDER IDENTIFICATION MUMBER 312 Main Street
1 ]1]2]3 |a]5]6|7(|8]69 Anytown, New York 11111
258, MEDICAID GROUF IDENTIFICATION NUMBER 250, LOCA: =D _GA | 324 WY FEE HAS BEEM PAD
TOR CODE EXCP CODE] YES NG
| A A | | 00 |3 TELEPHONE NUMEER | | Rt 5 A
TOUNTY OF SUBMITTAL | Z3E GATE GIGNED |32 PATIENTS ACCOLNT, NOWEER [0 HOT WRITE 9 THIS SPACE
{9/10) EMEDNY-150003
02 |18 |10 ] | | | |aBlc|1]|2|3|4]5
5 THER REFERING CRDEATIG PROVER T4, FAOF CO | %. G ]
1) E NO
A [ [ [ | | | s i ] i i
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CLAIMS SUB

MISSION

Exhibit 2.4.2.1-4

MEDICAL ASSISTANCE HEALTH INSURANCE

CLAIM FORM TITLE XIX PROGRAM

ONLY TO BE |A CODE Y

ORIGINAL TRANSACTION CONTROL NUMBER

USED TO

| PATIENT AND INSURED (SUBSCRIBER) INFORMATION

ADJUSTVOID

PAID CLAIM X

1, 00257, 041,2,3/4,56,7,89,0

1. FATIENTS NAME (First, midcle, fast]
Jane Smith

2. DATE OF BIRTH

052019

24, TOTAL ANNUIAL
FAMELY INCOME

3. INSUREL'S NAME [First name, middle infial last name}

T PATIENTS ADDRESS (Seel, Ly, Stats, Zp Cods)

B T R T

6. MEDIGARE NUMBER BA. MEDICAID NUMBER
A|B|1 | 2|3 |4|5|C

Q
a
4
5
=
(,;l’:
2 5B. PATIENTS TELEPHONE NUMBER 6B, PRIVATE INSURANCE NUMEER GAOLP NO. [RECIFROCITY N
m
=z S T A e
0 (5. PATIENTS ENPLOYER, OCCUPATION OR SGHDLL | 7. PATIENTS RELATIONSHIP TO INSURED 8. INSURED'S ENPLOYER OR DCCUPATION
I IF  SPOUSE CHLD  CTHER
B :
S (& THER HEALTH INGURANCE COVEANGE - Enter hame | 10 WAS CONDITION FELATED 10 11, INSURED'S ADDRESS (Steet, Ciy, Stae, Zp Cooe)
M| o Palicy Hokten, Plan Name and Addfase, and Poficy of PATIENTS [ CRIME
T | Pk e Moty EMPLOYMENT | D VICTIM
m
b3
AT OTHER
ACCIDENT LIABILITY
[F] DATE 13
| SATIENTS DR AUTHORIZED MM | BD | ¥Y | INSURED'S SIGNATURE
PHYSICIAN OR SUPPLIER INFORMATION (REFER TO REVERSE BEFORE COMPLETING AND SIGNING)
TREATE OF ONSET [ 16FHST CONSILTED [ T6.5AS PATIENT EVER FAD SWVE | 164 ENEFGENCY T7.DATE PATIENT MAY | 1B DATES OF DISABLITY FROM T0
OF CONDITION FOR COND R SYMPTOMS RELATED RETURN TO WORK TOTAL  PAATIAL
| wa | oo | v | wm nDlw YES |no ves| wol mM | oo | vy 1 M | oo [ v | wmm | oo | v
.|u WAME OF REFERRING PHYSICIAN OR OTHER SOURCE 88 ADDFESS (O SIGNATURE SHF ONLY) TiaE. FROF TDERTIFICATICH NUMBER 190, 0K CODE
. | lepaprysagspeprgsasl iy s i
|20 MATICNAL DRUG CODE AUNT | 208 QUANTITY 2T CO5T NOE infe eniered to e laft of hiz held wil oy be associated with the 15t claim line below
| L1y 10.5000) 4 125,000 |
FNAVE OF FACILITY WHERE SEFVICES RENDERED 7 afrer thar havme ar ofics) |21, ADDAESS OF FAGALITY 22 WAS LABOFIATORY WORK PERFORMED

LAB CHARGES
QUTSIDE YOUR OFFICE &

I CERTIFY THAT THE STATEMENTS ON THE REVERSE SIDE APPLY TO THIS BAL
AND ARE MADE A PART HEPECF )

SAMUEL SAMPLE

SIGHATLIRE OF PHYEICIAN OR SUPPLIER

{3 EMPLOYER IDENTIFICATION NUMBER
NUMBER

YES

DND

il i eSO No o
224, SERVIGE PROVIDER NANE 22B.PROF CO | 22C IDENTIFICATION NUMBER F220 STERILIZATION ‘ 22E, STATUS GODE
| ABORTION CODE
23 DMGNDSIS OR NATURE OF ILLNESS. HELATEMM{JSISTGPHOBE‘DUHEINOU.LNNMHE'I’HEFEREW.‘}I!DNUMEEHS].Z.SF.YC QR DX CODE | 221 P S N
v PO“SIBLE ] EPSOT E |
i, DISaBIL.'T‘r' CTHP
| ui "]-\PI—IJH APPROVAL NUMBER 238 PAYMT SOURCE CD
IS [oc] [ O N 0 W T Y
I?-tn DATE OF 24B. 240, 240, J2E 24F. 2G| 24H m\’s L) 249K | R
SERVICE PLACE PHOCEDuaE Mo | mob | mMoD | oD DIAGNOSIS CODE o CHARGES
M mDoDYY UNITS
ofs oy s 110 i fotsioios| 1 | 1 | 1 | 1 fotslzael 1 1) 1110 12| 01 islocoto] L1 1L 1L,
0i9|0‘9|1|01|19I6|4H|0 1 Y 1 R O 0 Y N O O o N R AR 0 ) (Y1 N (5 (S|
i R R N TRV NE A N N AN A AP SAARTSE S1APY
|‘||| N 51 0 O O 0 A 0 G e 7 O O 30 O O [P R
1 N N N ETYR1 NE B N N AN SN N NE AER RNl SRR Rl SRR TR
clidibeimbada el elie agelriaiebiran gbeigr alpng.
_.l|||t||i||||}|||.IL|||||||||.'||||.i|||.|
. FROM THRDUGH 24N. PROC CO 240 WD)
INPATIENT ¥ "
T | | | e | RS R Jrad el e Jo die ol rgad] | ool
25, CERTFICATION 2. ACCEPT ASSIGNMENT 7. TOTAL CHARGE 28, AMOUNT PAID 26 BALANCE DUE

;
* |
'

SOCIAL SECURITY

254, PROVIDER IDENTIFICATION NUMBER

31. PHYSICIAN'S DR SUPPLIER'S NAME, ADDRESS, ZIP CODE

Samuel Sample
312 Main Street

_EXT.

(9110) EMEDNY-150003

1 (11203 |a|5|6[7]8]9 Anytown, New York 11111
258 MEDICAID GROUP IDENTIFICATION KUMBER 25C. LOCA- ==Y 324 MY FEE HAS BEEM PAID
TOR CODE EXCP CODE] YES NG

| | J_ | ] | L| | 0|0 TELEPHONE NUMEER | i i

COUNTY OF SUBMITTAL 25E. DATE SIGNED J2. PATIENT'S ACCOUNT. MJMBER [ MOT WRITE N THIS SPACE
T o T U O | | | |aBlc|1]2[3]4]5

u» (IJIHI-h ntFE IRINI" ORDERING PRCVIDER 34, PROF COD [35. G MAI 3]

Lrb 11 ren o Bl Eeee
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CLAIMS SUBMISSION

2.4.2.2 Void

A void is submitted to nullify all individual claim lines originally submitted on the same document/record and sharing the
same TCN.

When submitting a void, please follow the instructions below:

© The void must be submitted on a new claim form (copy of the original form is unacceptable).
© The void must contain all the claim lines to be cancelled and all applicable fields must be completed.

Voids cause the cancellation of the original TCN history records and payment.

Exhibit 2.4.2.2-1 and Exhibit 2.4.2.2-2 illustrate an example of a claim being voided. TCN 1026301234567890 contained
two claim lines, which were paid on September 20, 2010. Later, the provider became aware that the patient had other
insurance coverage. The other insurance was billed and the provider was paid in full for all the services. Medicaid must
be reimbursed by submitting a void for the two claim lines paid in the specific TCN. Exhibit 2.4.2.2-1 shows the claim as
it was originally submitted and Exhibit 2.4.2.2-2 shows the claim being submitted as voided.
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CLAIMS SUB

MISSION

Exhibit 2.4.2.2-1
MEDICAL ASSISTANCE HEALTH INSURANCE ONLY TO BE |A CODE V ORIGIMAL TRANSACTION CONTROL NUMBER
CLAIM FORM TITLE XIX PROGRAM AT .
| PATIENT AND INSURED (SUBSCRIBER) INFORMATION PAID CLAIM (1 I o
oll PATIENT'S NAME (First, mmi test] 2. DATE OF BIFTH 28, TOTAL AMNLIAL S INSUREL'S NAME jFirst name, midole infial last nameaf
a = FAMILY INCOME
~ | Jane Smith 0,603,1,956
5 5 L = T e
FaT : = . G P& |ENT'S SE M ARE NUMBEF . MEDICAID NUMBER
- 4~ PATENTS ADDRESS (Sieef, Gy, St Zp Code] 5. NSUFEDS SEX ™ (54, PATENTSSEX 6 MEDIARE NUMBER B MEDICAID HUI
; X] L AIB'1I2|3|4|51C
2 5B. PATIENTS TELEPHOME NUMBER 68, PRIVATE INSURANCE NUMBER GAOUF NO. AECIFROCITY NO.
m
z i i
0 (5. PATIENTS ENPLOYER, COGUPATION OR SCHOOL | 7. PATIENT'S RELATIONSHIP TO INSURED 8. INSURED'S EMFLOYER OR DCCUPATION
I IF  SPOUSE CHD  OTHER
O L
5 [ OTHER HEALTH INSURANGE COVERAGE  Ener e | 10. WAS CONDITION FELATED 10 11 INSURED'S ADDRESS (Sreer, Gy, Stak, Zip Code)
f Heien, Pl Kame and Addrass, ang Poficy o PATIENTS CRIME
% Private FPeursnce Mumbsr EMPLOYMENT D VICTIM
>
ATD OTHER
ACCIDENT i LIABILITY
12 DATE 2.
S | PATIENTS OR AUTHORIZED Mk | oo I ¥ | INSURED'S SIGNATURE
PHYSICIAN OR SUPPLIER INFORMATION (REFER TO REVERSE BEFORE COMPLETING AND SIGNING)
TAEATE OF ONGET |15, FIRST CORSILTED [16-HAS PATIENT EVE FAD SAVE 164 EMERGENCYT 7 DATE PATIENT MAY | 1B OATES OF DISABILITY FROM T0
OF CONDITION Al CONDITION O SIMILAR SYMPTOMS RELATED RETURN TO WORK TOTAL  PRATIAL
oo | vy |YES no ves| wol | oo | vy 1 w4 | oo | vy | wme | oo | vy
[15 MAME OF REFERRING PHYSICIAN R OTHER SOURCE 184 ADDRESS (OR SIGNATUIRE SHF ONLY) [18B PROF D] 16C IDENTIFICATION NUMEBER 190.0% CODE |
| L1190 2i3145607 1819 1 1«1 11
0 NATICNAL DRUG CODE AAUNT | 208 QUANTITY 20C COsT MOG infiy eniered b Be left of this beld wil only be associated with the 15t claim line below
5;5,3,9,0,0,555,90|GR| Lol 1 1901 L] a3 00
1 NAME OF FACILTY WHERE, SERVICES REVDERED (¥ afer fhan home o afice] | 27A. ADDFIESS OF FAGATTY 72, WAS LABCRATORY WORK PERFORMED | LAB CHARGES
OUTSIDE YOUR OFFICE G
_________ ¥ESO  NOD
224, SERVICE PROVIDER NAME 228.PROF CO |22C IDENTIFIE-‘\TH:‘N ’\U\’B-ﬂ )-I'l STERILIZATION 22E. STATUS CODE

‘ ABORTION CODE

73 CIARGHOSIS O TATURE OF ILLHESS, RELATE DLAGNOSIS T0 PROGEDURE [N GOLUMI 247 B FEFERENGE 70 NUWBERS T 2.3 ETC_OR DA CODE |2 FrTI N
AT R e | e e i F‘OSIBLE ] EPSDT L FAMILY .
1 DSABILITY CITHP PLARNING
| - Z3A PRIOR llP‘JHf VAL NUMBE! 238, PAYMT SOURCE CO
[* i 11
| il | | [ B | (Y| L
i 4B, | 240 FIION FI P N Be Ty ELTS IS
| BERVICE PLACE | PROCEDUSE | WOD. | MOD. | MOD | MOD DIAGNOSIS CODE ot CHARGES
[MMoDDYY UNITS
olo s taluto Jan oraiptais| 1 | 1] 1] 0 Jataeolat i s tsaete] 1L 1L
opsjaltiofi o frispesis|ric] 1 | 1 | 1 falaracolal || 1111 (2] (alelolo,olo] {11, 1] 1111
ois 1 a1 o Jo o fristamisfric| 1 | 1| 1 lemleoni (|11} lodoplo) {11t 1) I11, |
_ill_ll 0 o 1 O T 0 P 0 G T (00PN 1 A O O[O0 1 O (PP
i‘lll T 04 12 5 e Y S ) Y 0 O [ I O 5 I L U, O P 1 [ 9 (O
RETERTA BT i A0 58 @3 N1 YR T SRENENA DTS E WA DT ER I S8 4
RARLER T VETL RN TL 50 51 FEPENAL SEREEG ST ST U T TIIN
FROM THROUGH 24N, PROC CD 240 WD)
INATIENT |
s | w | R | JLaf | O 1 PO ) O [ ) o
5. CERTRICATION %6 ACCEPT ASSIGNMENT 7 TOTAL CHARGE Z8, AWDUNT PAID 25 BALANGE DUE
1 CERTIFY THAT THE STATEMENTS ON THE REVERSE SIDE APPLY TO THIS BAL |
AND ARE MADE A PART HERECF Yes D M | -: |
SAMUEL SAMPLE [0 EnpLovER | DETFCATON WABER 31, PHYSIGIAN'S DR, SUPPLIER'S NAME, ADDRESS, ZIF CODE
SIGHATURE OF PHYSICIAN OR SUPPLIER Samuel Sample
254, PROVIDER IDENTIFICATION MINSER 312 Main Street
11 ]2 |3 |4]5](6 |7 |89 Anytown, New York 11111
258, MEDICAID GROUF IDENTIFICATION WUMBER 25 LOCA- =0 5h_ | 32A WY FEE HAG BEEN PAD
TOR CODE EXCP CODE| YES NG
O 0 PO O [ 010 |3 TELEPHONE NUMBER | | TR
TOUNTY OF SUBMITTAL | 23, GATE SIGNED |32 PATIENTS ACCOUNT, NOMEER D0 HOT WRITE 1 THIS SPACE of10h EMEDNY-1
® |15 |10 | | | | laBlc]1]2|3]4]5 e 1150008
5 OTVER FEFERING ORCEANG PROVDER T4, PROF CD |35, G (]
IVLICENSE N
A T O | | s i 2 i
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CLAIMS SUBMISSION

Exhibit 2.4.2.2-2
MEDICAL ASSISTANCE HEALTH INSURANCE | oNLY TO BE |A CODE v ORIGINAL TRANSACTION CONTROL NUMBER
CLAIM FORM TITLE XiIX PROGRAM Egﬁﬁsﬁ?\mm
| PATIENT AND INSURED (SUBSCRIBER) INFORMATION PAID CLAIM X 1,0 | 2 | 5| 3,0 | 1 | 2| 3 |4 15 ]5 1718 19,0
ol PATIENT'S NAME (First, m tesi] 2. DATE OF BIRTH 2A. TOTAL ANNLUIAL 3. INSURELD'S NAME (First name, middle intial i@st name)
a = FAMILY INCOME
~ | Jane Smith 0,6, 0,3,1,956
3 . PATIENTS NODRESS (Steet, oy, St 75 Code] | 5. NGUFEDS Sk~ |58 PATINTSSEX |6 MEDGARE NUMBER B, MEDIGAID NUMBER
b 5B. PATIENTS TELEPHONE RUMBER B8, PAIVATE INSURANGE NUMBER GAUF NO. RECIPROCITY NO.
m
= fi b A ol
@ [, PATINTS EWPLOVER, OCOUPATION O SCHOCL | 7. PATIENT'S RELATIONSHIP T0 INSURED 3. INSURED'S EMPLOTER OF OCCUPATION
7 rﬁj SPOUSE CHAD  OTHER
8 lEms | Pl ks
R REAVEATE NSVATCE COVEGE- e o 1. WAS CONDITO RELATED T0 11, INSURED'S ADDRESS (Steer, Ciy, Stak, 2y Cod)
Pl g o
3| Pk v e w1 [ o
m
> &
scoment || DTy
2 DATE 3
P | PATIENT'S OR AUTHORIZED SISNATURE Mk | oo I WY | INSURED'S SIGNATURE
PHYSICIAN OR SUPPLIER INFORMATION (REFER TO REVERSE BEFORE COMPLETING AND SIGNING)
TADATE OF OUSET |15 FIAST CONSULTED | 16 HAS PATIENT EVER HAD SAME | 164 EVEFGENCY 77 DATE PATIENT MAY |1B.DATES OF DISABLITY FROM ™
OF CONDITION FOR CONDITION OR SIMILAR SYMPTOMS RELATED RETURN TO WORK T PanHAL
oo | vy |YES |no ves| ol M | oo | vy 1 W | op | vy | wa | oo | wr
[ 2 NAME OF REFERAING PHYSICIEN OR DTHER SOURGE T9A, AGDFESS (O SIGNATURE SHF ONLY) [136 PRCE COJ 16C. IDERTIFICATION NUMBER 190.0% CODE |
| ; | | 11 23 458 171819 1 1L el 11
|20 HATIONAL DRUG CODE ALNT | 208 CUANTITY 200 CO5T MOG infs entered bo T left of this beld wil orly be associated with the 1t claim line below
19/5/3,9,00,555 90|GR} | 4§ | 1 10,041, L | 133100
21 NAWE OF FAGILITY WHEFE SEANICES RENDERED (f affer than home or ofice) | 21A. ADDRESS OF FAGILITY 22, WAS LABORATORY WORK PERFORMED. | LAB GHARGES
QUTSIDE YOUR OFFICE :
SRR AR eSO woO
Z2A, SERVICE PROVIDER NAME 22B.PROF CDO |22C ID‘ER’TIEItATH}I NUMBER )-I'l STERILIZATION ‘ 22E STATUS CODE
jie ‘ ABORTION CODE
|| I
23 DWGNOSIS OR NATURE OF ILLNESS, RELATE DIAGNOSIS TO PROGEDURE IN GOLUMN 24H BY REFEFENGE TO NUMBERS 1, 2, 3 ETC. OF D% COUE 22 akll =
R e e e e R e T L e,
L GTHP L
| - Z3A PRIOA APPROVAL NUMBER 238, PAYMT SOURCE CO
WL 11
L | R [ O | | [ |
L R TN TR XV FI 2T I Wos z F |
| ik PLACE | PROCEDURE | woD | Mo | moD | oD DIAGNOSIS CODE i CHARGES
W ®ooDYY o UNITS
0N TR E10) TR T I I R N e T R R RSt RN AR
opslsiafrio o o frisaiers|vic] 1 | 1 | 1 faraiacoial (| (1 1 1 12] (1l0lolesoto] [ {1 1L 1111, |
ol a1 o fs 1 frstaizisfric | o | 1 | 1 bemieon i 1] mteptod 1t )i
ill.ll 0 00 O B 0 0 e O 50 e 8 5 0 T i S ) 30 O O I 1 G PP
i‘lll T 5 (5 0 Y 4 [ R [ 5 O ) 05 ) o 581 L U, O 58 e 0 |99 L [
i b b imd e e hifrd SRl il ares e gy el eng. g
FARLEE 54 TR0 BE O A 51 STPRR ] SEEENE DRT R 4 FTREPTd 11T
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Patient’s Name (Field 1)

Enter the patient’s first name, followed by the last name. This information may be obtained from the Client’s (Patient’s)
Common Benefit ID Card.

Date of Birth (Field 2)

Enter the patient’s birth date. This information may be obtained from the Client’s (Patient’s) Common Benefit ID Card.
The birth date must be in the format MMDDYYYY as shown in Exhibit 2.4.2-1.

Exhibit 2.4.2-1

DATE OF BIRTH
ol1]ol2]1]9]|7]|4

Patient’s Sex (Field 5A)

Place an ‘X’ in the appropriate box to indicate the patient’s sex. This information may be obtained from the Client’s
(Patient’s) Common Benefit ID Card.

Medicaid Number (Field 6A)

Enter the patient's ID number (Client ID number). This information may be obtained from the Client’s (Patient’s)
Common Benefit ID Card. Medicaid Client ID numbers are assigned by NYS Medicaid and are composed of 8 characters
in the format AANNNNNA, where A = alpha character and N = numeric character as shown in Exhibit 2.4.2-2.

Exhibit 2.4.2-2

BA.
MEDICAID NUMBER

Alal1]2]3]4]5|w

Was Condition Related To (Field 10)

If applicable, place an ‘X’ in the appropriate box to indicate whether the service rendered to the patient was for a
condition resulting from an accident or a crime. Select the boxes in accordance with the following:

© Patient’s Employment

Use this box to indicate Worker's Compensation. Leave this box blank if condition is related to patient's
employment, but not to Worker's Compensation.
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& Crime Victim

Use this box to indicate that the condition treated was the result of an assault or crime.

& Auto Accident

Use this box to indicate Automobile No-Fault. Leave this box blank if condition is related to an auto accident
other than no-fault or if no-fault benefits are exhausted.

& Other Liability

Use this box to indicate that the condition was related to an accident-related injury of a different nature from
those indicated above.

If the condition being treated is not related to any of these situations, leave these boxes blank.

Emergency Related (Field 16A)

Enter an ‘X" in the Yes box only when the condition being treated is related to an emergency (the patient requires
immediate intervention as a result of severe, life threatening or potentially disabling condition); otherwise leave this
field blank.

Name of Referring Physician or Other Source (Field 19)

This field should be completed only when claiming the following:

& Ordered Procedure
& Referred Service
& Surgical Assistance

Ordered Procedures

If claiming any of the procedures listed below the name of the ordering provider must be entered in this field. If the
procedures were performed by the billing physician, the billing physician’s name should be entered in this field.

& All Radiology Procedures

Cardiac Fluoroscopy

Echocardiography

Non-invasive Vascular Diagnostic Studies

eeece

Consultations
Note: Consultation codes must not be claimed for a physician’s own patient.
Referred Service

If the patient was referred by another provider enter the name of the referring provider in this field.
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Surgical Assistance
If the claim is for surgical assistance services, the primary surgeon’s name must be entered in this field.

If no order or referral is involved or the claim is not for surgical assistance, leave thisfield blank.

Address [or Signature - SHF Only] (Field 19A)

If services were rendered in a Shared Health Facility and the patient was referred for treatment or a specialty
consultation by another Medicaid provider in the same Shared Health Facility, obtain the referring/ordering provider’s
signature in this field. If not applicable, leave blank.

Prof CD [Professional Code - Ordering/Referring Provider] (Field 19B)

Leave this field blank.

Identification Number [Ordering/Referring Provider (Field 19C)
This field must be completed when the claim involves any of the following:

& Ordered Procedure
& Referred Service
© Surgical Assistance

Ordered Procedures

If the service was ordered by another provider (see field 19 for the list of ordered procedures) enter the ordering
provider’s National Provider ID (NPI) in this field.

Referred Service
If the patient was referred for treatment by another physician, enter the referring provider’s NPl in this field.

A facility ID cannot be used for the referring/ordering provider. In those instances where an order or referral was made
by a facility, the NPI of the practitioner at the facility must be used.

When providing services to a patient who is restricted to a primary physician or facility, the NPI of the patient’s primary
physician must be entered in this field. The license number of the primary physician is not acceptable in this case. If a
patient is restricted to a facility, the NPI of the practitioner in the facility the patient is restricted to must be entered.
The ID of the facility cannot be used.

Surgical Assistance
If the claim is for surgical assistance services, the NPI of the primary operating physician must be entered in this field.
If no order or referral is involved or the claim is not from an assistant surgeon, leave this field blank.
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DX Code (Field 19D)

Leave this field blank.

Drug Claims Section: Fields 20 to 20C
The following instructions apply to drug code claims only:

© The NDCin field 20 and the associated information in fields 20A through 20C must correspond directly to
information on the first line of fields 24A through 24L. Only the first line of fields 24A through 24L may be used
for drug code billing.

& Only one drug code claim may be submitted per 150003 claim form; however, other procedures may be billed
on the same claim.

NDC [National Drug Code] (Field 20)

National Drug Code is a unique code that identifies a drug labeler/vendor, product and trade package size.
Enter the NDC as an 11-digit sequence of numbers. Do not use spaces, hyphens or other punctuation marks in this field.

NOTE: Providers must pay particular attention to placement of zeroes because the labeler of a particular drug
package may have omitted preceding (leading) zeros in any one of the NDC segments. The provider must enter the
required leading zeros within the affected segment.

See Exhibit 2.4.2-3 for examples of the NDC and leading zero placement.

Exhibit 2.4.2-3

Package NDC Number Correct Leading Zero NDC Field Example:
Configuration Placement for 5-4-2 = 11
M—W—H OM-M—XX 20, -HATIONSL DRUGCODE.

4 + 4 +2 = 10 5 + 4 +2 = M ﬂ|x-x|x|x|x|x|x|x|x|:
KXKKX-XXK-XX XOOOK-0000-XX TS st

5 +3 +2 = 10 5 + 4 +2 = 11 xa | x| x2 |x2 |x2 |0n|xe|xe |x= [xe |xe
R MR M—M—U}{ r HATIONAL DRUGCODES

5 + 4 +1= 10 5 + 4 +2 = 11 S E R PN P P [ e
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Unit (Field 20A)

Use one of the following when completing this entry:
UN = Unit

F2 =International Unit

GR = Gram

ML = Milliliter

Quantity (Field 20B)

Enter the numeric quantity administered to the client. Report the quantity in relation to the decimal point as shown in
Exhibit 2.4.2-4.

NOTE: The preprinted decimal point must be rewritten in blue or black ink when entering a value in this field. The
claim will not process correctly if the decimal is not entered in blue or black ink.

Exhibit 2.4.2-4

| L[] fot]s o

Cost (Field 20C)

Enter based on price per unit (e.g. if administering 0.150 grams (GM), enter the cost of only one gram or unit) as shown
in Exhibit 2.4.2-5.

Exhibit 2.4.2-5

[P ——
HC.-C0ETe

| 14150 0] | |

NOTE: The preprinted decimal point must be rewritten in blue or black ink when entering a value in this field. The
claim will not process correctly if the decimal is not entered in blue or black ink.

Exhibit 2.4.2-6 contains a sample of how a drug code would be submitted along with another service provided on the
same day.
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Exhibit 2.4.2-6
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Name of Facility Where Services Rendered (Field 21)

This field should be completed only when the Place of Service Code entered in Field 24B is 99 — Other Unlisted Facility.

Address of Facility (Field 21A)

This field should be completed only when the Place of Service Code entered in Field 24B is 99 — Other Unlisted Facility.

NOTE: The address listed in this field does not have to be the facility address. It should be the address where the
service was rendered.

Service Provider Name (Field 22A)

If the service was provided by a physician's assistant, certified diabetes educator, certified asthma educator or a social
worker enter his/her name in this field. Otherwise, leave this field blank.

Prof CD [Profession Code - Service Provider] (Field 22B)

Leave this field blank.

Identification Number [Service Provider] (Field 22C)

If the service was provided by a physician’s assistant, certified diabetes educator, certified asthma educator or by a
social worker, enter the service provider’s NPI in this field. Otherwise, leave this field blank.

Sterilization/Abortion Code (Field 22D)

If applicable, enter the appropriate code to indicate whether the service being claimed was related to an induced
abortion or sterilization. The abortion/sterilization codes can be found in Appendix B — Code Sets.

If the procedure is unrelated to abortion/sterilization, leave this field blank.

If a code is entered in this field, it must be applicable to all procedures listed on the claim. Procedures that are not
related to abortion or sterilization must be submitted on separate claim form(s).

When billing for procedures performed for the purpose of sterilization (Code F), a completed Sterilization Consent Form,
LDSS-3134, is required and must be attached to the paper claim form (see Appendix C). This type of claim must be
submitted on paper with the LDSS-3134 form attached to it.

NOTES:

& The following medical procedures are not induced abortions; therefore when billing for these procedures,
leave this field blank.

& Spontaneous abortion (miscarriage);
& Termination of ectopic pregnancy;
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© Drugs or devices to prevent implantation of the fertilized ovum;
€ Menstrual extraction.

€ Medicaid does not reimburse providers for hysterectomies performed for the purpose of sterilization. Please
refer to the Policy Guidelines on the web page for this manual, which can be found at www.emedny.org by
clicking on the link to the webpage as follows: Physician Manual.

Status Code (Field 22E)

Leave this field blank.

Possible Disability (Field 22F)

Place an ‘X’ in the Y box for YES or an ‘X" in the N box for NO to indicate whether the service was for treatment of a
condition which appeared to be of a disabling nature (the inability to engage in any substantial or gainful activity by
reason of any medically determinable physical or mental impairment which can be expected to result in death or has
lasted or can be expected to last for a continuous period of not less than 12 months).

EPSDT C/THP (Field 22G)

This field must be completed if the physician bills for a periodic health supervision (well care) examination for a patient
under 21 years of age, whether billing a Preventive Medicine Procedure Code or a Visit Code with a well care diagnosis.
If applicable, place an ‘X’ in the Y box for YES.

Family Planning (Field 22H)

Medical family planning services include diagnosis, treatment, drugs, supplies and related counseling which are
furnished or prescribed by, or are under the supervision of a physician or nurse practitioner. The services include, but
are not limited to:

& Physician, clinic or hospital visits during which birth control pills, contraceptive devices or other contraceptive
methods are either provided during the visit or prescribed.

© Periodic examinations associated with a contraceptive method.

& Visits during which sterilization or other methods of birth control are discussed.

& Sterilization procedures.

This field must always be completed. Place an ‘X’ in the YES box if all services being claimed are family planning services.
Place an ‘X’ in the NO box if at least one of the services being claimed is not a family planning service.

If some of the services being claimed, but not all, are related to Family Planning, place the modifier FP in the two-digit
space following the procedure code in Field 24D to designate those specific procedures which are family planning
services.
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Prior Approval Number (Field 23A)

If the provider is billing for a service that requires Prior Approval/Prior Authorization, enter in this field the 11-digit prior
approval number assigned for this service by the appropriate agency of the New York State Department of Health. If
several service dates and/or procedures need to be claimed and they are covered by different prior approvals, a
separate claim form has to be submitted for each prior approval.

NOTES:

© For information regarding how to obtain Prior Approval/Prior Authorization for specific services, please refer
to Information for All Providers, Inquiry section on the web page for this manual, which can be found at
www.emedny.org by clicking on the link to the webpage as follows: Physician Manual.

& For information on how to complete the prior approval form, please refer to the Prior Approval Guidelines for
this manua, which can be found at www.emedny.org by clicking on the link to the webpage as follows:
Physician Manual.

€ rFor information regarding procedures that require prior approval, please consult the Procedure Codes and Fee
Schedules which can be found on the web page for this manual, which can be found at www.emedny.org by
clicking on the link to the webpage as follows: Physician Manual.

Payment Source Code [Box M and Box O] (Field 23B)
This field has two components: Box M and Box O as shown in Exhibit 2.4.2-7 below:

Exhibit 2.4.2-7

238 PAYNM'T SOURCE CO

M/ O [/

Both boxes need to be filled as follows:
Box M

The values entered in this box define the nature of the amounts entered in fields 24J and 24K. Box M is used to indicate
whether the patient is covered by Medicare and whether Medicare approved or denied payment. Enter the appropriate
numeric indicator from the following list.

& No Medicare involvement — Source Code Indicator = 1

This code indicates that the patient does not have Medicare coverage.

© Patient has Medicare Part B; Medicare approved the service — Source Code Indicator = 2

This code indicates that the service is covered by Medicare and that Medicare approved the service and either
made a payment or paid 0.00 due to a deductible. Medicaid is responsible for reimbursing the Medicare
deductible and /or (full or partial) coinsurance.
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& Patient has Medicare Part B; Medicare denied payment — Source Code Indicator = 3

This code indicates that Medicare denied payment or did not cover the service billed.

Box O

Box O is used to indicate whether the patient has insurance coverage other than Medicare or Medicaid or whether the
patient is responsible for a pre-determined amount of his/her medical expenses. The values entered in this box define
the nature of the amount entered in field 24L. Enter the appropriate indicator from the following list.

& No Other Insurance involvement — Source Code Indicator = 1

This code indicates that the patient does not have other insurance coverage.

& Patient has Other Insurance coverage — Source Code Indicator = 2

This code indicates that the patient has other insurance regardless of the fact that the insurance carrier(s) paid
or denied payment or that the service was covered or not by the other insurance. When the value 2 is entered
in Box ‘O’, the two-character code that identifies the other insurance carrier must be entered in the space
following Box O. If more than one insurance carrier is involved, enter the code of the insurance carrier who paid
the largest amount. For the appropriate Other Insurance codes, refer to Information for All Providers, Third
Party Information, which can be found at www.emedny.org by clicking on the link to the webpage as follows:
Physician Manual.

© Patient Participation — Source Code Indicator = 3

This code indicates that the patient has incurred a pre-determined amount of medical expenses, which qualify
him/her to become eligible for Medicaid.

Exhibit 2.4.2-8 provides a full illustration of how to complete field 23B and the relationship between this field and fields
24), 24K, and 24L.
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BOXM

BOX O

23B. PAYM'T SOURCE CO

Iafaf /

Code 1 — No Medicare invalvement.
Field 24) should contain the amount
chargedandfield 24K must be left blank.

Code 1-No Otherlnsurance
involvement. Field24L must be left
blank.

23B. PAYM'T SOURCE CO

IJIZI*I*

Code 1 — No Medicare invalvement.
Field 24) should contain the amount
chargedandfield 24K must be left blank.

Code 2 —Other Insurance involved.
Field 24L should containtheamount paid

insurance did not coverthe service ar
denied payment. *Youmustindicatethe
two-digitinsurance code.

23B. PAYM'T SOURCE CO

o

Code 1 — No Medicare invalvement.
Field 24) should contain the amount
chargedandfield 24K must be left blank.

Code3—

Indicates patient's participation. Field
241 should containthe patient's
participation amount. If Other Insurance is
also invaolved, enterthetotal paymentsin
24L and ** enter the two-digit insurance
code.

23B. PAYMT SOURCECO

D4

Code 2 - Medicare Approved Service.
Field 24J should containthe Medicare

Approvedamount andfield 24K should
containthe Medicare payment amount.

Code1-No Otherlnsurance
involvement. Field24L mustbe left
blank.

23B. PAYM'T SOURCE CO

3! R

Code? — Medicare Approved Service.
Field 24J should containthe Medicare

Approvedamount andfield 24K should
containthe Medicare payment amount.

Code 2 —Other Insurance involved.
Field 24L should containtheamount paid
by the other insurance or 30.00 ifthe other
insurance did not coverthe service ar
denied payment. *Youmustindicatethe
two-digit insurance code.

23B. PAYM'T SOURCE CO

23

Code? — Medicare Approved Service.
Field 24J should containthe Medicare

Approvedamount andfield 24K should
containthe Medicare payment amount.

Code 3 —Indicates patient's
participation. Field 24L should contain
the patient's participation amount. If Other
Insurance is also imvolved, enterthetotal
paymentsin 24L and** enter the two-digit
insurance code.

23B. PAYM'T SOURCE CO

@ftlf /

Code 3 - Medicare denied payment or
did not cover the service. Fisld 24J
shouldcortainthe amount charged and

P

field 24K should contain S0.00.

Code 1 -
Mo Other Insurance invalvement Field
24L must be |eft blank.

23B. PAYM'T SOURCE CO

3;“

A

Code 3 - Medicare denied payment or
did not cover the service. Field 24)
shouldcontainthe amount charged and

field 24K should contain 30,00 ).

Code2 -

OtherInsurance involved. Field 240
should containthe amount paid by the
other insurance or $0.00 ifthe other
insurance did not coverthe service ar
denied payment. *Youmustindicatethe
two-digit insurance code.

23B. PAYM'T SOURCE CO

B33

Code 3 - Medicare denied payment or
did not cover the service. Field 24J
should cortainthe amount charged and

P

field 24K should contain S0.00.

Code 3 —Indicates patient's
participation. Field 24L should contain
the patient's participation amount. If Other
Insurance is also imvolved, enterthetotal
paymentsin 24L and** enter the two-digit
insurance code.
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Encounter Section: Fields 24A to 240

The claim form can accommodate up to seven encounters with a single patient, plus a block of encounters in a hospital
setting, if all the information in the Header Section of the claim (Fields 1-23B) applies to all the encounters.

The following instructions apply to drug code claims only:

© The NDCin field 20 and the associated information in fields 20A through 20C must correspond directly to
information on the first line of fields 24A through 24L.

©  Only the first line of fields 24A through 24L may be used for drug code billing.

& Only one drug code claim may be submitted per 150003 claim form; however, other procedures may be billed
on the same claim.

Date of Service (Field 24A)
Enter the date on which the service was rendered in the format MM/DD/YY.

NOTE: A service date must be entered for each procedure code listed.

Place [of Service] (Field 24B)

This two-digit code indicates the type of location where the service was rendered. Please note that place of service code
is different from locator code. Select the appropriate codes from Appendix B-Code Sets.

NOTE: If code 99 (Other Unlisted Facility) is entered in this field for any claim line, the exact address where the
procedure was performed must be entered in fields 21 and 21A.

Procedure Code (Field 24C)

This code identifies the type of service that was rendered to the patient. Enter the appropriate five-character procedure
code in this field.

NOTE: Procedure codes, definitions, prior approval requirements (if applicable), fees, etc. are available at
www.emedny.org by clicking on the link to the webpage as follows: Physician Manual.
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MOD [Modifier] (Fields 24D, 24E, 24F, and 24G)

Under certain circumstances, the procedure code must be expanded by a two-digit modifier to further explain or
define the nature of the procedure. If the Procedure Code requires the addition of modifiers, enter one or more
(up to four) modifiers in these fields.

Special Instructions for Claiming Medicare Deductible

When billing for the Medicare deductible, modifier “U2” must be used in conjunction with the Procedure Code for which
the deductible is applicable. Do not enter the “U2” modifier if billing for Medicare coinsurance.

NOTE: Modifier values and their definitions can be found on the web page for this manual under Procedure Codes and
Fee Schedule, which can be found at www.emedny.org by clicking on the link to the webpage as follows: Physician
Manual.

Diagnosis Code (Field 24H)

Using the International Classification of Diseases, Ninth Edition, Clinical Modification (ICD-9-CM) coding system, enter
the appropriate code which describes the main condition or symptom of the patient. The ICD-9-CM code must be
entered exactly as it is listed in the manual in the correct spaces of this field and in relation to the decimal point. Proper
entry of an IDC-9-CM Diagnosis Code is shown in Exhibit 2.4.2-9.

Exhibit 2.4.2-9
D4H.
DIAGNOSIS CODE
2|6|s.0] |

NOTE: A three-digit Diagnosis Code (no entry following the decimal point) will only be accepted when the Diagnosis
Code has no subcategories. Otherwise, Diagnosis Codes with subcategories MUST be entered with the subcategories
indicated after the decimal point.

Days or Units (Field 241)

If a procedure was performed and approved by Medicare more than one time on the same date of service, enter the
number of times in this field. If the procedure was performed only one time, this field may be left blank.

Instructions for Anesthesia Claims Only

Enter the total minutes of reportable anesthesia right justified in the field as shown in exhibit 2.4.2-10. The exhibit
shows how 40 minutes of anesthesiology would be reported.
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CLAIMS SUBMISSION

Exhibit 2.4.2-10

24|
DAYS
OR
UNITS

| [ 4]0

The minutes entered in this field must represent the actual time in which the anesthesiologist was present with the
patient during the procedure. If the anesthesiologist is supervising or medically directing, the minutes entered in this
field must represent the actual time that the resident or CRNA was present with the patient during the procedure.

Charges (Field 24])

This field must contain either the Amount Charged or the Medicare Approved Amount.
Amount Charged

When Box M in field 23B has an entry value of 1 or 3, enter the amount charged in this field. The Amount Charged may
not exceed the provider's customary charge for the procedure.

Medicare Approved Amount

When Box M in field 23B has an entry value of 2. Enter the Medicare Approved Amount in field 24J. The Medicare
Approved amount is determined as follows:

© If billing for the Medicare deductible, the Medicare Approved amount should equal the Deductible amount
claimed, which must not exceed the established amount for the year in which the service was rendered.

& If billing for the Medicare coinsurance, the Medicare Approved amount should equal the sum of the amount
paid by Medicare plus the Medicare co-insurance amount plus the Medicare deductible amount, if any.

© The entries in field 23B, Payment Source Code, determine the entries in field’s 24J, 24K, and 24L.

€ Field 24) must never be left blank or contain zeroes.

© |t is the responsibility of the provider to determine whether Medicare covers the service being billed for. If the
service is covered or if the provider does not know if the service is covered, the provider must first submit a
claim to Medicare, as Medicaid is always the payer of last resort.

Unlabeled (Field 24K)

This field is used to indicate the Medicare Paid Amount and must be completed if Box M in field 23B has an entry value
of 2 or 3.

PHYSICIAN
Version 2010 - 02 12/23/2010
Page 32 of 80



CLAIMS SUBMISSION

Box M=2

& When billing for the Medicare deductible, enter 0.00 in this field.

& When billing for the Medicare coinsurance, enter the Medicare Paid amount as the sum of the actual Medicare
paid amount and the Medicare deductible, if any.

Box M=3
Enter 0.00 in this field to indicate that Medicare denied payment or did not cover the service.

If none of the above situations are applicable, leave this field blank.
Unlabeled (Field 24L)

This field must be completed when Box O in field 23B has an entry value of 2 or 3.

© When Box O has an entry value of 2, enter the other insurance payment in this field. If more than one insurance
carrier contributes to payment of the claim, add the payment amounts and enter the total amount paid by all
other insurance carriers in this field.

© When Box O has an entry value of 3, enter the Patient Participation amount. If the patient is covered by other
insurance and the insurance carrier(s) paid for the service, add the Other Insurance payment to the Patient
Participation amount and enter the sum in this field.

If the other insurance carrier denied payment, enter 0.00 in field 24L. Proof of denial of payment must be maintained in
the patient’s billing record. Zeroes must also be entered in this field if any of the following situations apply:

© Prior to billing the insurance company, the provider knows that the service will not be covered because:

& The provider has had a previous denial for payment for the service from the particular insurance policy.
However, the provider should be aware that the service should be billed if the insurance policy changes.
Proof of denials must be maintained in the patient’s billing record. Prior claims denied due to deductibles
not being met are not to be counted as denials for subsequent billings.

& Invery limited situations the Local Department of Social Services (LDSS) has advised the provider to zero-fill
other insurance payment for same type of service. This communication should be documented in the
patient’s billing record.

© The provider bills the insurance company and receives a rejection because:

& The service is not covered; or
& The deductible has not been met.
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© The provider cannot directly bill the insurance carrier and the policyholder is either unavailable to, or
uncooperative in submitting claims to the insurance company. In these cases the LDSS must be notified prior to
zero-filling. LDSS has subrogation rights enabling them to complete claim forms on behalf of uncooperative
policyholders who do not pay the provider for the services. The LDSS office can direct the insurance company to
pay the provider directly for the service whether or not the provider participates with the insurance plan. The
provider should contact the third party worker in the local social services office whenever he/she encounters
policyholders who are uncooperative in paying for covered services received by their dependents who are on
Medicaid. In other cases the provider will be instructed to zero-fill the Other Insurance Payment in the Medicaid
claim and the LDSS will retroactively pursue the third party resource.

& The patient or an absent parent collects the insurance benefits and fails to submit payment to the provider. The
LDSS must be notified so that sanctions and/or legal action can be brought against the patient or absent parent.

© The provider is instructed to zero-fill by the LDSS for circumstances not listed above.

If none of the above situations are applicable, leave this field blank.
NOTES:

& |tis the responsibility of the provider to determine whether the patient’s Other Insurance carrier covers the
service being billed for, as Medicaid is always the payer of last resort.
© Leave the last row of Fields 24H, 24J, 24K, and 24L blank.

Consecutive Billing Section: Fields 24M to 240

This section may be used for block-billing consecutive visits within the SAME MONTH/YEAR made to a patient in a
hospital inpatient status.

Inpatient Hospital Visit [From/Through Dates] (Field 24M)

In the FROM box, enter the date of the first hospital visit in the format MM/DD/YY. In the THROUGH box, enter the date
of the last hospital visit in the format MM/DD/YY.

Proc Code [Procedure Code] (Field 24N)

If dates were entered in 24M, enter the appropriate five-character procedure code for the visit. Block billing may be
used with the following procedure codes:

90238
90240 through 90282
94997
99231 through 99233
99296 through 99297
99433

ceecececee
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—

MOD [Modifier] (Field 240)

If the procedure code entered in 24N requires the addition of a modifier to further define the procedure, enter the
modifier in this field.

NOTE: The last row of Fields 24H, 24J, 24K, and 24L must be used to enter the appropriate information to complete
the block billing of Inpatient Hospital Visits. For Fields 24J, 24K, and 24L enter the total Charges/Medicare Approved
Amount, Medicare Paid Amount or Other Insurance Paid Amount that results from multiplying the amount for each
individual visit times the number of days entered in field 24M.

Trailer Section: Fields 25 through 34

The information entered in the Trailer Section of the claim form (fields 25 through 34) must apply to all claim lines
entered in the Encounter Section of the form.

Certification [Signature of Physician or Supplier] (Field 25)

The billing provider or authorized representative must sign the claim form. Rubber stamp signatures are not acceptable.
Please note that the certification statement is on the back of the form.

Provider Identification Number (Field 25A)

Enter the provider’s 10-digit National Provider Identifier (NPI).

Medicaid Group Identification Number (Field 25B)

For a Group Practice, enter the NPI assigned to the group in this field. A claim should be submitted under the Group ID
only if payment for the service(s) being claimed is to be made to the group. In such case, the NPI of the group member
that rendered the service must be entered in field 25A.

For a Shared Health Facility, enter the NPI assigned to the facility.

If the provider or the service(s) rendered is not associated with a Group Practice or a Shared Health Facility, leave this
field blank.

Locator Code (Field 25C)

For electronic claims, leave this field blank. For paper claims, enter the locator code assigned by NYS Medicaid.

Locator codes are assigned to the provider for each service address registered at the time of enroliment in the Medicaid
program or at any time, afterwards, that a new location is added. Enter the locator code that corresponds to the
address where the service was performed.

Locator codes 001 and 002 are for administrative use only and are not entered in this field.

PHYSICIAN
Version 2010 - 02 12/23/2010
Page 35 of 80



-

CLAIMS SUBMISSION

If the provider renders services at one location only, enter locator code 003. If the provider renders service to Medicaid
patients at more than one location, the entry may be 003 or a higher locator code.

NOTE: The provider is reminded of the obligation to notify Medicaid of all service locations as well as changes to any
of them; either directly by submitting a Change of Address form located at www.emedny.org or via the Council for
Affordable Quality Healthcare (CAQH).

SA EXCP Code [Service Authorization Exception Code] (Field 25D)

If it was necessary to provide a service covered under the Utilization Threshold (UT) program and service authorization
(SA) could not be obtained, enter the SA exception code that best describes the reason for the exception. For valid SA
exception codes, please refer to Appendix B - Code Sets.

NOTE: If the services being claimed require a specialty that is exempted from the Utilization Threshold program (see
list of exempted specialties in Appendix A-Codes), the value ‘7’ must be entered in this field.

For more information on the UT Program, please refer to Information for All Providers, General Policy, subsection
“Utilization Threshold Program” , which can be found at www.emedny.org by clicking on the link to the webpage as
follows: Physician Manual.

If not applicable leave this field blank.

County of Submittal (Unnumbered Field)

Enter the name of the county wherein the claim form is signed. The County may be left blank only when the provider's
address is within the county wherein the claim form is signed.

Date Signed (Field 25E)

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

NOTE: In accordance with New York State regulations, claims must be submitted within 90 days of the Date of Service
unless acceptable circumstances for the delay can be documented. For more information about billing claims over 90
days or two years from the Date of Service, refer to Information for All Providers, General Billing section, which can be
found at www.emedny.org by clicking on the link to the webpage as follows: Physician Manual.
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Physician’s or Supplier’s Name, Address, Zip Code (Field 31)
Enter the provider's name and correspondence address, using the following rules for submitting the ZIP code:

& Paper claim submissions: Enter the 5 digit ZIP code or the ZIP plus four.
& Electronic claim submissions: Enter the 9 digit ZIP code. The Locator Code will default to 003 if the nine digit ZIP
code does not match information in the provider’s Medicaid file.

NOTE: It is the responsibility of the provider to notify Medicaid of any change of address or other pertinent
information within 15 days of the change. For information on where to direct address change requests please refer to
Information for All Providers, Inquiry section which can be found at www.emedny.org by clicking on the link to the
webpage as follows: Physician Manual.

Patient’s Account Number (Field 32)

For record-keeping purposes, the provider may choose to identify a patient by using an office account number. This field
can accommodate up to 20 alphanumeric characters. If an office account number is indicated on the claim form, it will
be returned on the Remittance Advice. Using an Office Account Number can be helpful for locating accounts when there
is a question on patient identification.

Other Referring/Ordering Provider ID/License Number (Field 33)
Leave this field blank.

Prof CD [Profession Code - Other Referring/Ordering Provider] (Field 34)

Leave this field blank.
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3. Explanation of Paper Remittance Advice Sections

This Section presents samples of each section of the Chiropractors/Portable X-Ray Supplier’s remittance advice, followed
by an explanation of the elements contained in the section.

The information displayed in the remittance advice samples is for illustration purposes only. The following information
applies to a remittance advice with the default sort pattern.

General Remittance Advice Information is available in the All Providers General Billing Guideline Information section
available at www.emedny.org by clicking on the link to the webpage as follows: Information for All Providers.

The remittance advice is composed of five sections.
Section One may be one of the following:

& Medicaid Check
& Notice of Electronic Funds Transfer
& Summout (no claims paid)

Section Two: Provider Notification (special messages)
Section Three: Claim Detail
Section Four:

© Financial Transactions (recoupment)
& Accounts Receivable (cumulative financial information)

Section Five: Edit (Error) Description
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3.1 Section One - Medicaid Check

For providers who have selected to be paid by check, a Medicaid check is issued when the provider has claims approved
for the cycle and the approved amount is greater than the recoupment, if any, scheduled for the cycle. This section
contains the check stub and the actual Medicaid check (payment).

Exhibit 3.1-1

DICAID

MAMAGEMEMNT
INFORMATION EYSTEM

TO: JAMES STRONG, M.D. DATE: 2010-05-31
REMITTANCE NO: 07080600006
PROWV ID: 00112233/1123456789

00112233/1123456789 2010-05-31

JAMES STRONG, M.D.

100 BEROADWAY

ANYTOWN NY 11111

YOUR CHECK IS BELOW —TCO DETACH, TEAR ALOMNG PERFORATED DASHED LIME

28
2
DATE REMITTAMCE NUMBER PROVIDER 1D NO. L DOLLARS/CENTS
2010-05-31 | 97080600006 00112233/1123456789 T 7143 80
JAMES STRONG, MD.
= 100 BROADWAY DICAID
e ANYTOWN MY 11111 \/ MAMNAGEMEMT
INFORMATION BYSTEM
MEDICAL ASSISTANCE (TITLE XIX) PROGRAM John Smith
CHECHKS DRAWH OMN HTULRT SERATIER
HEY BANK MA
50 STATE STREET, ALBANY, NEW YORK 12207
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3.1.1 Medicaid Check Stub Field Descriptions
Upper Left Corner

Provider’s Name (as recorded in the Medicaid files)

Upper Right Corner

Date: The date on which the remittance advice was issued

Remittance Number

PROV ID: This field will contain the Medicaid Provider ID and the NPI
Center

Medicaid Provider ID/NPI/Date

Provider’s Name/Address

3.1.2 Medicaid Check Field Descriptions
Left Side
Table

Date: The date on which the check was issued
Remittance Number

Provider ID No.: This field will contain the Medicaid Provider ID and the NPI

Provider’s Name/Address

Right Side

—

REMITTANCE ADVICE

Dollar Amount: This amount must equal the Net Total Paid Amount under the Grand Total subsection plus the total sum

of the Financial Transaction section.
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3.2 Section One - EFT Notification

For providers who have selected electronic funds transfer (or direct deposit), an EFT transaction is processed when the
provider has claims approved during the cycle and the approved amount is greater than the recoupment, if any,
scheduled for the cycle. This section indicates the amount of the EFT.

Exhibit 3.2-1

TO: JAMES STROMNG, M.D. DATE: 2010-05-31
DICAID

MAMNAGEMEMNT
INFORMATION BEYSTEM

00112233M1123488878 2010-08-31

JAMES STRONG, M.D.

160 BROADW.AY

ANYTOWHN MY 11111

JAMES STROMG, M.D. 5143.80

PAYMENT IN THE ABOVE AMOUNT WILL BE DEPOSITED VIA AN ELECTROMIC FUNDS TRAMNSFER.
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3.2.1 EFT Notification Page Field Descriptions
Upper Left Corner

Provider’s Name (as recorded in the Medicaid files)

Upper Right Corner
Date: The date on which the remittance advice was issued
Remittance Number

PROV ID: This field will contain the Medicaid Provider ID and the NPI

Center
Medicaid Provider ID/NPI/Date
Provider’s Name/Address

Provider’s Name — Amount transferred to the provider’s account. This amount must equal the Net Total Paid Amount
under the Grand Total subsection plus the total sum of the Financial Transaction section.
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3.3 Section One - Summout (No Payment)

A summout is produced when the provider has no positive total payment for the cycle and, therefore, there is no
disbursement of moneys.

Exhibit 3.3-1
TO: JAMES STRONG, M.D. DATE: 05/31/2010
DICAID REMITTANCE NO: 07080800005
PROV ID: 00112233/1123456789
MAMAGEMENT
INFORMATION EYSTEM
MO PAYMENT WILL BE RECEIVED THIS CYCLE. SEE REMITTANCE FOR DETAILE.

JAMES STRONG, M.D.

100 BROADWAY

ANYTOWN NY 1111
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3.3.1 Summout (No Payment) Field Descriptions
Upper Left Corner

Provider’s Name (as recorded in the Medicaid files)

Upper Right Corner

Date: The date on which the remittance advice was issued

Remittance Number

PROV ID: This field will contain the Medicaid Provider ID and the NPI

Center

Notification that no payment was made for the cycle (no claims were approved)

Provider’s Name/Address
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3.4 Section Two - Provider Notification

This section is used to communicate important messages to providers.

Exhibit 3.4-1
PAGE 01
DICAID DATE 052110
RSN e

MEDICAL ASSISTANCE (TITLE XIX) PROGRAM
REMITTANCE STATEMENT

TO: JAMES STRONG, M.D. ETIM:
100 BROADWAY PROVIDER MOTIFICATION
AMYTOWRN, NEW YORK 11111 PROV ID: 001122331123458

REMITTAMCE ADVICE MESSAGE TEXT
=+ ELECTROMIC FUMDS TRAMSFER (EFT) FOR FROVIDER PAYMEMTS 1S MOW AVAILABLE ==

FROVIDERS "WHO EMROLL IM EFT WILL HAVE THEIR MEDICAID PAYMENTS DIRECTLY DERPOSITED
IMTO THEIR CHECKIMNG OR SAVINGS ACCOLUNT.

THEEFT TRAMSACTIONS WILL BE IMITIATED OMN WEDMESDAYS AND DUETO MORMAL BAMKING
FROCEDURES, THE TRAMSFERRED FUMDS MAY MOT BECOME AVAILABLE IN THE PROVIDER'S
CHOSEMACCOUNTFOR UP TO 48 HOURS AFTER TRAMSFER. PLEASE COMTACT ¥YOUR BAMKIMNG
INSTITUTION REGARDING THE AVAILABILITY OF FLUMNDS.

FLEASEMOTE THAT EFT DOES MOT WAINE THE TWO-WEEK LAG FOR MEDICAID DISBURSEMENTS.

TO EMROLL IM EFT, PROVIDERS MUST COMPLETE AM EFT EMROLLMENT FORM THAT CAMEE
FOUMD AT WWNW.EMEDNY.ORG. CLICK ON PROVIDER EMROLLMEMT FORMS WHICH CAM BE FOUMND
Il THE FEATURED LIMKS SECTION. DETAILED INSTRUCTIONS WILL ALSC BE FOUMD THERE.

AFTER SEMDIMG THE EFT EMROLLMENT FORM TO CSC, FLEASE ALLOW A MIMNIMUM TIME OF 51X

TQ EIGHT WEEKS FOR PROCESSING. DURIMG THIS PERICD OF TIME YOU SHOULD REVIEW

YOUR BAMK STATEMEMNTS AMD LOOK FOR AN EFT TRAMSACTION IMN THE AMOUNT OF 50.01WHICH C5C
WILL SUBMIT AS A TEST. ¥OUR FIRST REAL EFT TRAMSACTION WILL TAKE PLACE AFPROXIMATELY
FOURTO FIVE WEEKS LATER.

IF¥OU HAVE ANY QUESTIONS ABOUT THE EFT PROCESS, PLEASE CALLTHE EMEDMNY CALL CEMTER
AT 1-800-2432-9000.

MOTICE: THIS COMMUMICATION ANMD AMY ATTACHMEMTS MAY COMNTAIN INFORMATION THAT IS5
FRIVILEGED AMD COMFIDEMTIAL UMDER STATE AMD FEDERAL LAW AMD IS INTEMDED OMLY FOR THE
USE OF THE SPECIFIC IMDIVIDUAL(S) TO WHOMIT 15 ADDRESSED. THIS INFORMATION MAY OMLY BE
USED QR DISCLOSED IMN ACCORDAMCE WITH LAW, AMD YOU MAY BE SUBJECT TO PEMALTIES LUNDER
LAWFOR IMPROPER USE OR FURTHER DISCLOSURE OF INFORMATION IN THIS COMMUMNICATION AMD
AMNY ATTACHMENTS. IF YOU HAVE RECEVED THIS COMMUMNICATION IN ERROR, PLEASE IMMEDIATELY
MOTIFY MYHIPPADESKE@CSC.COM OR CALL 1-800-541-2831. PROVIDERS WHO DO MOT HAVE ACCESS TO
E-MAIL SHOULD CONTACT 1-800-343-2000.
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3.4.1 Provider Notification Field Descriptions
Upper Left Corner

Provider’s Name/Address (as recorded in the Medicaid files)

Upper Right Corner
Remittance Page Number
Date: The date on which the remittance advice was issued

Cycle Number: The cycle number should be used when calling the eMedNY Call Center with questions about specific
processed claims or payments.

ETIN (not applicable)
Name of Section: PROVIDER NOTIFICATION
PROV ID: This field will contain the Medicaid Provider ID and the NPI

Remittance Number

Center

Message Text
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3.5 Section Three - Claim Detail

This section provides a listing of all new claims that were processed during the specific cycle plus claims that were
previously pended and denied during the specific cycle.

Exhibit 3.5-1

, EDICAID
\V4 wy

MAMASCMENT
INFORMATION BYSTEM

MEDICAL ASSISTANCE (TITLE XIX) PROGRAM
REMITTANCE STATEMENT

LN. OFFICEACCOUMT CLIENT CLIENT ID

NG NUMBER HAME HNUMEER CODE__UNITS CHARGED PAID STATUS _ ERRORS
01 CP111111 : 1000 5280 000 DENY 00162 00244
01 2 030 760 000 DENY 00244
o1 ck E 030 430 000 DENY 00162
D1 CP4d4dsd 50945 1000 7750 000 DENY 0013
= AIM
TOTAL AMOUNT ORIGINAL CLAIME DEMNIED 162.20 MUK 4
NET AMOUNT ADJUSTMENTS DENIED  0.00 HUMEE 0
NET AMOUNT VOIDS DENIED  0.00 HUMEE 0
NET AMOUNT VOIDS — ADJUSTS 0.00 MUMEE 0
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Exhibit 3.5-2

Tor JAMES STRONG, M.D

100 BRCADWAY

ANYTOWN, NEWYORK 11111

N

DICAID

MANAGEMENT
INFORMATION BYSTEM
MEDICAL ASSISTANCE (TITLE XIX) PROGRAM
REMITTANCE STATEMENT

o a3

DATE .63 2010

e E 1710

"q«.'-' 7] :'}“‘233”2!*56*55'
REMITTANGCE NC: QTQE0G00006

NET AMOUNT VOIDS - ADJUSTS

36 NUMBER OF CLAIMS

LN. OFFICEACCOUNT CLIENT CLIENTID DATECF PROC
NG NUMBER NAME NUMEER TEN SERVICE  CODE UNITS CHARGED PAID STATUS ERRORS
M CPTIIIN DOE RO JTI0E-0M00335ET0-0 DRIV 105 1000 14.30 143 PRAD
0 SRR SAMPLE RQSEN OTING00003366T0-0 DI S0B45  1.000 4.3 143 PFAD
M oPlTIM ENAMPLE JOUI4BETH OT208-000045887-0-0  O%/1410 S92 1000 5280 5280 PAD
01 CP4adddd EEECIMEN JOCASETEX OT206-DO00SETET-0-0  0&m1A1D g/ 1000 65.00 600 PAD
M CPTTTITT STANDARD  JOUSETESX QT208-0000877870-) O&OD4M10 95285  1.000 17.60 17.60-  ADJT Dﬂsfl;'u%n
CLAIM B
05724/10
0 CP555555 MODEL UETESN OTIOG-000085TET-00  O4OSN0 ga281  1.000 14.30 1400  ADJT
* = PREVIOUSLY FENDED CLAIM
= NEWFEND
TOTAL AMOUNT SRIGIMAL CLAIMS PAID T4 HUMBER OF CLAIMS 4
NET AMOUNT ADJUSTMENTS FAID 3.60- NUMBER OF CLAIMS 1
NET AMOUNT VOIDS PAID 0.00 NUMBER OF CLAIMS 0
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Exhibit 3.5-3

DICAID

MAMADCMENT
INFORMATION GYSETEM

MEDICAL ASSISTANCE (TITLE XIX) PROGRAM
1.0 REMITTANCE STATEMENT

INT CLIENT ID DATECF  FROC.
NUWMEER TCN SEAVICE  CODE  UNITE CHARGED FAID
AXIZZ4EX, 051110 90828 1 6530 0.00
AXZI45EX, 051210 50814 T.04 0.0
0 AXI456TX 051410 91105 1430 000 “UFEND
D1 CPadddad XX4567EX OT206-000033660-0-0 OS50 §1105 1430 000 CPEND 00131
= OUSLY PENDED CLAIM
* = NEWFEND
AL AMOUNT CRIZINAL CLAIME FEND CLAIME 4
AMCUNT ADJUSTMENTS FEND 0
A VOIDS FEND 0
NET AMOUNT VOIDS — ADJUSTS 0
REMITTANCE TOTALS - FRACTITIONER
VOIDS - ADJUSTS 3.60- OF CLAIMS
168.534 OF CLAIMS 4
47.40 OF CLAIMS 4
162.20 OF CLAIME 4
143.80 OF CLAIME 5

_C_F- DENIED

ET TOTAL PAID

[ LR S S
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Exhibit 3.5-4

DICAID DATE.  0a3w10

MAMAZCMENT
INFORMATION GYSTEM

o MEDICAL ASSISTANCE (TITLE XIX) PROGRAM
GomIER R LE VD REMITTANCE STATEMENT

ANYTOWN, NEW YORK 11111

REMITTANCE TOTALS - GRAND TOTALS

VOIDS - ADJUSTS 180 UMBER OF CLAIMS
TOTAL PENDS UMBER OF CLAIMS

———

OTAL PAID
TOTAL DENY

ETTOTAL PAID 143.80

MEBER OF CLAIMS
MBER OF CLAIMS

MBER OF CLAIMS

-

P
=

-

[ QU S
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3.5.1 C(Claim Detail Page Field Descriptions
Upper Left Corner

Provider’s Name/Address (as recorded in the Medicaid files)

Upper Right Corner
Remittance Page Number
Date: The date on which the remittance advice was issued

Cycle Number: The cycle number should be used when calling the eMedNY Call Center with questions about specific
processed claims or payments.

ETIN (not applicable)
Provider Service Classification: PRACTITIONER
PROV ID: This field will contain the Medicaid Provider ID and the NPI

Remittance Number

3.5.2 Explanation of Claim Detail Columns

LN. NO. (Line Number)
This column indicates the line number of each claim as it appears on the claim form.
Office Account Number

If a Patient/Office Account Number was entered in the claim form, that number (up to 20 characters) will appear under this
column.

Client Name

This column indicates the last name of the patient. If an invalid Medicaid Client ID was entered in the claim form, the ID will
be listed as it was submitted but no name will appear in this column.

Client ID Number

The patient’s Medicaid ID number appears under this column.
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REMITTANCE ADVICE

TCN

The TCN is a unique identifier assigned to each claim that is processed. If multiple claim lines are submitted on the same
claim form, all the lines are assigned the same TCN.

Date of Service

The first date of service (From date) entered in the claim appears under this column. If a date different from the From
date was entered in the Through date box, that date is not returned in the Remittance Advice.

Procedure Code

The five-digit procedure code that was entered in the claim form appears under this column.

Units

The total number of units of service for the specific claim appears under this column. The units are indicated with three
(3) decimal positions. Since Physicians must only report whole units of service, the decimal positions will always be 000.
For example: 3 units will be indicated as 3.000.

Charged

This column lists either the amount the provider charged for the claim or the Medicare Approved amount if applicable.
Paid

If the claim was approved, the amount paid appears under this column. If the claim has a pend or deny status, the
amount paid will be zero (0.00).

Office—based practitioners and clinics participating in the Patient Centered Medical Home Program may receive
enhanced payments for qualifying services. A payment line on the remittance will appear as shown in Exhibit 3.5.2-1:

Exhibit 3.5.2-1

LN. OFFICE ACCOUNT CLENT CLIENT ID. TCH DATE OF  PROC. U=
MO NUMBER MAME NUMBER SERVICE copt I8 CHARGED PAID ITATUS CRRORS
01 EP1396-CP01.002-3 SAMPLE XX12345X 10060-000000000-4-0 03/01110 99203 1.000 35.00 57.00 PAID

MEDICAL HOME ADD-ON : 22.00

Information about this program is available by clicking on the link to the webpage as follows: New York's Medicaid

Statewide Patient-Centered Medical Home Incentive Program

NOTE: The Patient Centered Medical Home Program does not apply to Hospital Outpatient Department claims at this
time.
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REMITTANCE ADVICE

Status

This column indicates the status (DENY, PAID/ADJT/VOID, PEND) of the claim line.

Denied Claims

Claims for which payment is denied will be identified by the DENY status. A claim may be denied for the following
general reasons:

© The service rendered is not covered by the New York State Medicaid Program.
The claim is a duplicate of a prior paid claim.
The required Prior Approval has not been obtained.

e e e

Information entered in the claim form is invalid or logically inconsistent.

Approved Claims
Approved claims will be identified by the statuses PAID, ADJT (adjustment), or VOID.

Paid Claims
The status PAID refers to original claims that have been approved.
Adjustments

The status ADJT refers to a claim submitted in replacement of a paid claim with the purpose of changing one or more
fields. An adjustment has two components: the credit transaction (previously paid claim), and the debit transaction
(adjusted claim).

Voids

The status VOID refers to a claim submitted with the purpose of canceling a previously paid claim. A void lists the credit
transaction (previously paid claim) only.

Pending Claims

Claims that require further review or recycling will be identified by the PEND status. The following are examples of
circumstances that commonly cause claims to be pended:

© New York State Medical Review required.

& Procedure requires manual pricing.

© No match found in the Medicaid files for certain information submitted on the claim, for example: Patient ID,
Prior Approval, Service Authorization. These claims are recycled for a period of time during which the Medicaid
files may be updated to match the information on the claim.

After manual review is completed, a match is found in the Medicaid files or the recycling time expires, pended claims
may be approved for payment or denied.
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REMITTANCE ADVICE

A new pend is signified by two asterisks (**). A previously pended claim is signified by one asterisk (*).
Errors

For claims with a DENY or PEND status, this column indicates the NYS Medicaid edit (error) numeric code(s) that caused
the claim to deny or pend. Some edit codes may also be indicated for a PAID claim. These are approved edits, which
identify certain errors found in the claim and that do not prevent the claim from being approved. Up to twenty-five (25)

edit codes, including approved edits, may be listed for each claim. Edit code definitions will be listed on a separate page
of the remittance advice, at the end of the claim detail section.
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3.5.3

REMITTANCE ADVICE

Subtotals/Totals/Grand Totals

Subtotals of dollar amounts and number of claims are provided as follows:

Subtotals by claim status appear at the end of the claim listing for each status. The subtotals are broken down by:

L

ceece

Original claims

Adjustments

Voids

Adjustments/voids combined

Subtotals by provider type are provided at the end of the claim detail listing. These subtotals are broken down by:

e

eecece

Adjustments/voids (combined)

Pends

Paid

Deny

Net total paid (for the specific service classification)

Totals by member ID are provided next to the subtotals for provider type. For individual practitioners these totals are

exactly the same as the subtotals by provider type. For practitioner groups, this subtotal category refers to the specific
member of the group who provided the services. These subtotals are broken down by:

L

eeece

Adjustments/voids (combined)

Pends

Paid

Deny

Net total paid (sum of approved adjustments/voids and paid original claims)

Grand Totals for the entire provider remittance advice appear on a separate page following the page containing the
totals by provider type and member ID. The grand total is broken down by:

LY

eeece

Adjustments/voids (combined)
Pends

Paid

Deny

Net total paid (entire remittance)
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REMITTANCE ADVICE

3.6 Section Four - Financial Transactions and Accounts

Receivable

This section has two subsections:

& Financial Transactions
& Accounts Receivable

3.6.1 Financial Transactions

The Financial Transactions subsection lists all the recoupment that were applied to the provider during the specific cycle.

If there is no recoupment activity, this subsection is not produced.

Exhibit 3.6.1-1

FAZE
DICAID o
S C
TO: JAMES STRONG. M.O. MEDICAL ASSISTANCE (TITLE XIX) PROGRAM ETIN:
D i e REMITTANCE STATEMENT
FINANGIAL FISCAL
FCN REASON CODE TRANS TYFE AMOUN
FOTD0EDE0ZI6547 A RECOUPMENT REASON DESCRIFTION 335
NET FINANCIAL TRANSACTION AMOUNT 553555 NUMBER OF FINANCIAL TRANSACTIONS 30X
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REMITTANCE ADVICE

—

3.6.1.1 Explanation of Financial Transactions Columns

FCN

This is a unique identifier assigned to each financial transaction.

Financial Reason Code

This code is for DOH/CSC use only; it has no relevance to providers. It identifies the reason for the recoupment.

Financial Transaction Type

This is the description of the Financial Reason Code. For example: Third Party Recovery.

Date

The date on which the recoupment was applied. Since all the recoupments listed on this page pertain to the current
cycle, all the recoupment will have the same date.

Amount

The dollar amount corresponding to the particular fiscal transaction. This amount is deducted from the provider’s total
payment for the cycle.

3.6.1.2 Explanation of Totals Section

The total dollar amount of the financial transactions (Net Financial Transaction Amount) and the total number of
transactions (Number of Financial Transactions) appear below the last line of the transaction detail list.

The Net Financial Transaction Amount added to the Claim Detail-Grand Total must equal the Medicaid Check or EFT
amounts.
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3.6.2 Accounts Receivable

REMITTANCE ADVICE

This subsection displays the original amount of each of the outstanding Financial Transactions and their current balance
after the cycle recoupments were applied. If there are no outstanding negative balances, this section is not produced.

Exhibit 3.6.2-1

DICAID

Version 2010 - 02

AMES STRONG, M.D. MAMNADEMENT
100 BROADWAY INFORMATION BYSTEM
ANYTOWN, NEW YORK 11111 MEDICAL ASSISTANCE (TITLE XIX) PROGRAM
REMITTANCE STATEMENT
REASON CODE DESCRIPTION ORIG BA CURR BA RECOUP
SR LR o
SR LR o
TOTAL AMOUNT DUE THE STATE S0 30
PHYSICIAN
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REMITTANCE ADVICE

3.6.2.1 Explanation of Accounts Receivable Columns

If a provider has negative balances of different types or negative balances created at different times, each negative
balance will be listed in a different line.

Reason Code Description

This is the description of the Financial Reason Code. For example, Third Party Recovery.
Original Balance

The original amount (or starting balance) for any particular financial reason.

Current Balance

The current amount owed to Medicaid (after the cycle recoupments, if any, were applied). This balance may be equal to

or less than the original balance.
Recoupment % Amount
The deduction (recoupment) scheduled for each cycle.

Total Amount Due the State

This amount is the sum of all the Current Balances listed above.
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3.7 Section Five - Edit (Error) Description

REMITTANCE ADVICE

The last section of the Remittance Advice features the description of each of the edit codes (including approved codes)

failed by the claims listed in Section Three.

Exhibit 3.7-1

100 BROADWAY

T JAMES ETRONG, M.D.

ANYTOWN, NEW YORK

00131  PROVIDER NOT AFFROVED FOR SERVICE
00142 SERVICECODE NOTEQUAL TO FA
00162 RECIPIENT INELIGIELE OM DATE OF

00Z44  FANOT ON OR REMOVED FROM FILE

DICAID

MAMADEMENT
INFORMATION GYSTEM

MEDICAL ASSISTANCE (TITLE XIX) PROGRAM
REMITTANCE STATEMENT

FAZE 05
DATE 0531710
CYCLE 170
ETIN:

FRACTITIO

NER
EDITDESCRIPTIONS
PROVID: 001122335 1123456T8S
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APPENDIX A: CLAIM SAMPLES

APPENDIX A
CLAIM SAMPLES

The eMedNY Billing Guideline Appendix A: Claim Samples contains an image of a claim with sample data.
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-_— APPENDIX A: CLAIM SAMPLE

MEDICAL ASSISTANCE HEALTH INSURANCE OMNLY TO BE |A CODE ¥ ORIGINAL TRANSACTION CONTROL NUMBER
CLAIM FORM TITLE XIX PROGRAM L.
| PATIENT AND INSURED (SUBSCRIBER) INFORMATION PAID CLAIM (| T I I 1 2 L
ol PATIENT'S NAME (First, midic¥e, lesi] 2. DATE OF BIFTH 28, TOTAL ANNLIAL 1. INSURED'S WAME [First name, middle infial izst namef
a . FAMILY INCOME
= | Jane Smith 0,6/ 0/3,1,956
3 4. PATIENTS ADDRESS (Syee, Cly, Stats, Zp Cods) | 5. IN%EUSFEE&LE Y Pr.{:-'irr-n'g cmE 6. MEDICARE NUMBER BA. MEDICAID NUMBER
= Ll x| el o Lo E e 0 o
2 5B. PATIENT'S TELEPHONE NUMBER 6B, PRIVATE INSURANCE NUMBER GAOUP NO. [RECIFROCITY NO.
m
=z PR Ll e
0 (5. PATIENTS ENPLOYER, OCGUPATION OR SCHOCL | 7. PATIENTS RELATIONSHIP TO INSURED 8. INSURED'S EMPLOYER OR GOCUPATION
i) IF  SPOUSE CHAD  CTHER
g [ LA B A b
5 [ THER HEALTH INSURHGE GOVERNGE ~ i e | 1. \WAS CONDITION FELATED 10 11, INSURED'S ADDRESS (Stest, Ciy, Stae, 2 Code)
o Hoten, Flan e ared Addrase, and Pofioy of PATIENTS [ CRIME
5 | ikl ey Mot EMPLOYMENT | D VICTIM
m
b3
; ATD OTHER
ACCIDENT i LASILITY
[F] DATE 3.
| PATIENTS OR AUTHORIZED SIGNATURE MM | D”_l_}‘_“_ INSUFED'S SIGNATURE
PHYSICIAN OR SUPPLIER INFORMATION (REFER TO REVERSE BEFORE COMPLETING AND SIGNING)
TADATE OF ONSET | 15.FIRST CONSULTED | 16.1AS PATIENT EVER HAD SAME 164 EMERGENCT 17.DATE PATIENT MAY | 18 DATES OF DISABILITY FROM T0
OF CONDITION FOR CONDITION OR SIMILAR smp‘rms RELATED RETURN TO WORK, TOTAL  PAATIAL
{ | o0 | v | wm | oo | wr [ves ves| wol | oo | vy 1 v | op | vy | mm | oD | wr

Iu NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 180 ADDAESS (OF SIGAATURE SHF OWLY) :I?B PRI 3C IDENTIFICAT KON MUMBER 180.0X CODE |
. : | L1 11293.458 71819 ||]I
0. HATICNAL DRUG CODE AUNT | 208 QUANTITY 2T COST NOE infe eniered b e laft of thiz held wil ondy be associated with the !std.mmlna below
| 111 10.0)1 I 1 13.310;0;
1. MAME OF FACILITY WHERE SERVICES RENDERED (if affer than bcvm or pfiicej  (21A. ADDAESS OF FACILITY 2. WAS LABOHATORY WORK PERFORMED | LAB CHARGES
QUTSIDE YOUR OFFICE B
el 0 LA YES L woo
228, SERVICE PROVIDER NAME 228 PROF CD | 22C IDENTIFICATION NUMBER V220 STERILZATION 22E STATUS GODE
| B | | ABORTION CODE
23 DIAGNDSIS OF MATURE OF ILLNESS. RELATE IMAGNOSIS TO PROCEDURE IN COLUMN 24H BY REFERENCE TO NUMEE‘HS 1,2, JETC. OR DX CODE {22 2H. Y N
v F‘O"SlBLE ] FAMILY .
1 DASABILITY PLAHING
| 2 "']-\ PRIOA APPROVAL NUMBER 238, PAYMT SOURCE CO
L5 o] PO O O P 2
S WE 200, E 2 A B B s ) I TeiL
| SERVICE PLACE | PROCEDURE | MOD | MOD | MOD | MOD DIAGNOSIS CODE o CHARGES
M ®DoDYY 2 UNITS
ofo s 1al110 fpr forioias| 1 | 1 1 1 fetataolal L0ttt 1L tsaete] LIl 01,
opo|t1a|aso s s lrisiamis|ric] o | | 1 |alalacolal 1| 11 1 1 12| (aiololosolo] {1 11 1111,
0i911;4|1 of1[1frfelajzisfric] | | | { | Jaf1a,01] N 220 A T I O
I‘|||i||||}||||i.'l|I'lJ.J_,.III_l._.I'iii.llli.l
i‘lll 8 5 ) Y 5 N o 0 T e 0 0 V5 1 O A e o V50 O 500 00 15 19 1) (P
AR NE R AETNE A P N AR SRR W AR NAN S AR NN R RN AR
l|||‘.||i||||}|||.JL||||||||I.'||||.i|||.|
FROM THRDUGH 24N, PROC CD 240 WD)
mwuw . _
| "Rt | w | | & | 3 S O e I 0 1 1 s O PO Y |l
25. CERTFICATION 26. ACCEPT ASSIGNMENT 'T. TOTAL CHARGE 28, AMOUNT PAID 26 BALANCE DUE
1 CERTIFY THAT THE STATEMENTS ON THE REVERSE SIDE APPLY TO THIS BAL 1
AND ARE WADE A PART HEREQF ) YES l:! NO : |
SAMUEL SAMPLE ED ggr&*gg&]@n{‘lmg: HUMBER! 31, PHYSICION'S DR SUPPLIER'S NAME, ADDRESS, ZIF CODE
SIHATURE OF PHYSICIAN OR SLPPUER Samuel Sample
254, PROVIDER IDENTIFICATION NUMBER 312 Main street
1 1 ]2 |3 |4|s5|6 |7 |89 Anytown, New York 11111
258 }‘EC'E'\'B GROUP IDENTIFH ’nTION KUMBER 25C. LOCA- =0 5a 324 MY FEE HAS BEEM PAID
TOR CODE EXCP CODE] YES NG
| ! J_ l ! | |_ | | 0 |0 |3 TELEPHONE NUMBER | ) i BRG]
COHINTY OF SUBMITTAL | Z5€ GATE SIGHED |92 PATIENTS ACCOUNT, NOWBER D0 NOT WRITE 74 THIS SPACE gn U) EMEDNY-1
00 115 J10 | | ||| | | | laBlc]1]2(3]4]s ‘ 50008
33 (JI_IHH\I%I:FE ARING ORDERING PRCVIDER 34, PROF CD |35. C, MAI (3]
¥ ND

|'||1=||||||IJ[l|lJl
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APPENDIX B: CODE SETS

APPENDIX B
CODE SETS

The eMedNY Billing Guideline Appendix B: Code Sets contains a list of Place of Service codes, SA Exception Codes,
Specialty Codes Exempted from UT, Sterilization/Abortion Codes, and a list of accepted Unites States Standard Postal
Abbreviations.
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APPENDIX B: CODE SETS

Code
03
04

0G
07
0&
"
12
13
14
15
20
21
22

24
24
25
31
32
33
34

42
43
a0
o
52
33
54
25
26
a7
28

G0
B3
[l
72
81
93

Description

Schoaol

Homeless shelter

Indian health service free-standing facility
Indian health service provider-based facility
Tribal 638 free-standing facility

Tribal 638 provider-based facility

Doctor's office

Home

Assisted living facility

Group home

Mobile unit

LUrgent care facility

Inpatient hospital

Outpatient hospital

Emergency room-hospital

Ambulatory surgical center

Birthing center

Military treatment facility

Skilled nursing facility

Mursing facility

Custodial care facility

Hospice

Ambulance-land

Ambulance-air or water

Independent clinic

Federally qualified health center

Inpatient psychiatric facility

Psychiatric facility partial hospitalization
Community mental health center
Intermediate care facility/mentally retarded
Residential substance abuse treatment facility
Psychiatric residential treatment center
Mon-residential substance abuse treatment facility
Mass immunization center

Comprehensive inpatient rehahilitation facility
Comprehensive outpatient rehabilitation facility
End stage renal disease treatment facility
State or local public health clinic

Fural health clinic

Independent laboratory

Other unlisted facility
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SA (Service Authorization) Exception Code

Code Description
1 Immediate/urgent care
2 Services rendered in refroactive period
3 Emergency care
4 Client has temporary Medicaid
5 Request from county for second opinion to determine if

recipient can work
Request for override pending
Special handling

= 0

Note: Code 7 must be used when billing for a physician service with a specialty
exempted from the Utilization Threshold Program. Exempt specialties are listed
below:

Specialty Codes Exempted from Utilization Thresholds

Code Description
020 Anesthesiology
150 Pediatrics
1591 Pediatrics: Cardiology
152 Pediatrics: Hematology-Oncology
153 FPediatrics: Surgery
154 Pediatrics: Nephrology
155 Pediatrics: Neonatal-Perinatal Medicine
156 Pediatrics: Endocrinology
157 Pediatrics: Pulmonology
158 PPAC: Preferred Physicians and Children Program
159 Moms: Medicaid Obstetrical & Maternal Service Program
161 Pediatrics: Pediatric Critical Care
169 Moms: Health Supportive Services
166 T.B. Directly Observed Therapy/Physician
191 Child Psychology
192 Psychiatry
193 Child Neurology
185 Psychiatry and Neurology
196 Clozapine Case Manager
205 Therapeutic Radiology
247 Managed Care — Physician Enhanced Fee
249 HIV Primary Care Services
270 CHAP: Child Health Assurance Program
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Sterilization/Abortion Codes

Code Description
A Induced Abortion — Dangerto the woman's life

B Induced Abortion — Physical health damage to the woman
C Induced Abortion —Victim of rape or incest
D

Induced Abortion —Medically necessary

m

Induced Abortion — Elective — i e, not considered medically necessary by
the attending physician — provision of elective abortions is restricted to New
York City recipients

F Procedure performed for the purpose of sterilization
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United § Standard P LAbL .
State Abbrev. State Abbrev.
Alabama AL tissouri MO
Alaska AR iMontana MT
Arizona A7 MNebraska MNE
Arkansas AR MNevada MY
California CA MNew Hampshire MNH
Colorado Co Mew Jersey M
Connecticut CT Mew Mexico M
DCelaware DE Morth Carolina MC
District of Columbia DC MNorth Dakota MND
Florida FL Ohio OH
Geargia GA Oklahoma Ok
Hawaii HI Oregon OR
Idaho D Pennsylvania P&
llinois IL Rhode Island RI
lowa 1A South Carolina s5C
Indiana IM South Dakota S50
Kansas KS Tennessee TH
Kentucky KXY Texas T
Louisiana LA Ltah T
IMaine ME Wermont VT
Maryland MDD Wirginia WA
Massachusetts MA Washington WA
Michigan | West Virginia W
IMinnesota WM Wisconsin Wi

American Territories Abbrev.

American Samoa AS

Canal Zong CZ

Guam Gl

Puerta Rico PR

Trust Territories TT

Wirgin Islands Wi

NOTE: Required only when reporting out-of-state license numbers.
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APPENDIX C: STERILIZATION CONSENT FORM

APPENDIX C
STERILIZATION CONSENT FORM - LDSS-3134

A Sterilization Consent Form, LDSS-3134, must be completed for each sterilization procedure. No other form can be used
in place of the LDSS-3134. A supply of these forms, available in English and in Spanish [LDSS-3134(S)], can be obtained
from the New York State Department of Health’s website by clicking on the link to the webpage as follows: Local
Districts Social Service Forms

Claims for sterilization procedures must be submitted on paper, and a copy of the completed and signed Sterilization
Consent Form, LDSS-3134 [or LDSS-3134(S)] must be attached to the claim.

When completing the DSS-3134, please follow the guidelines below:

© Be certain that the form is completed so it can be read easily. An illegible or altered form is unacceptable (will
cause a paper claim to deny). Also, the persons completing the form should check to see that all five copies are
legible.

& Each required field or blank must be completed in order to ensure payment.

& If a woman is not currently Medicaid eligible at the time she signs the LDSS-3134 [or LDSS-3134(S)] form but
becomes eligible prior to the procedure and if she is 21 years of age when the form was signed, the 30 day
waiting period starts from the date the LDSS form was signed regardless of the date the woman becomes
Medicaid eligible.

A sample Sterilization Consent Form and step-by-step instructions follow on the next pages.
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APPENDIX C: STERILIZATION CONSENT FORM

LDSS-3134 (2/01) PATIENT NAME

RECIPIENT ID NO

CHART NO

STERILIZATION
CONSENT FORM

HOSPITAL/CLINIC

NOTICE

YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR WITHHOLDING OF ANY

BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS

m CONSENT TO STERILIZATION =

| have asked for and received information about sterilization from
2. . When | asked for the
(doctor or clinic)

information, | was told that the decision to be sterilized is completely
up to me. | was told that | could decide not to be sterilized. If | decide
not to be sterilized. my decision will not affect my right to future care
or treatment. | will not lose any help or benefits from programs
receiving Federal funds, such as A.F.D.C. or Medicaid that | am now
getting or for which | may become eligible.

| UNDERSTAND THAT THE STERILIZATION MUST BE
CONSIDERED PERMANENT AND NOT REVERSIBLE. | HAVE
DECIDED THAT | DO NOT WANT TO BECOME PREGNANT. BEAR
CHILDREN OR FATHER CHILDREN.

| was told about those temporary methods of birth control that are
available and could be provided to me which will allow me to bear or
father a child in the future. | have rejected these alternatives and
chosen to be sterilized.

| understand that | will be sterilized by an operation know as a

3. The discomforts, risks and benefits

associated with the operation have been explained to me. Al my
questions have been answered to my satisfaction.

| understand that the operation will not be done until at least thirty
days after | sign this form. | understand that | can change my mind at
any time and that my decision at any time not to be sterilized will not
result in the withholding of any benefits or medical services provided
by federally funded programs.

| am at least 21 years of age and was born on

. 5.
free will to be sterilized by

4 .
Month Day Year
. hereby consent of my own

(Doctor)
by a method called 7.
expires 180 days from the date of my signature below.
| also consent to the release of this form and other medical records
about the operation to: Representatives of the Department of Health
Education, and Welfare or Employees of programs or projects funded
by that Department but only for determining if Federal laws were
observed.
| have received a copy of this form.

8. 9.
Signature Mornth Day Year

You are requested to supply the following information, but it is not
required: 10.

My consent

Date:

Race and ethnicity designation (please check)

01 American Indian or [0 4 Hispanic
Alaska Native

[0 2 Asian or Pacific Islander O 5 White (not of Hispanic origin)

O3 Black ‘(not of Hispanic origin)
m INTERPRETER'S STATEMENT m

If an interpreter is provided to assist the individual to be sterilized:
| have translated the information and advice presented orally to the
individual to be sterilized by the person obtaining this consent. | have
also read him/her the consent form in
11. language and explained its
contents to him/her. To the best of my knowledge and belief he/she
understood this explanation.

12.

Interpreter

Date

THE FOLLOWING MUST BE COMPLETED FOR STERILIZATION

m STATEMENT OF PERSON OBTAINING CONSENTE

13.
Name of Individual
I explained to him/her the nature of the sterilization
operation 14 . the fact that it is intended to be
a final and irreversible procedure and the discomforts, risks and
benefits associated with it.

| counseled the individual to be sterilized that alternative methods
of birth control are available which are temporary. | explained that
sterilization is different because it is permanent.

| informed the individual to be sterilized that his/her consent can be
withdrawn at any time and that he/she will not lose any health
services or any benefits provided by Federal funds.

To the best of my knowledge and belief the individual to be
sterilized is at least 21 years old and appears mentally competent.
He/She knowlingly and voluntarily requested to be sterilized and

Before signed the

consent form,

appears to understand the nature and conseguence of the
procedure.
15.
Signature of person obtaining con:iem Date
Facmrﬁ/
Address

m PHYSICIAN'S STATEMENT =

Shortly before | ptirformed a sterilization operation upfn
. on -
Name of individual to be sterilized Date of sterilization
20. . | explained to him/her the
Operation
nature of the sterilization operation 21.
Specify type of operation

fact that it is intended to be a final irreversible procedure and the
discomforts, risks and benefits associated with it.

| counseled the individual to be sterilized that alternative methods
of birth control are available which are temporary. | explained that
sterilization is different because it is permanent.

| informed the individual to be sterilized that his/her consent can be
withdrawn at any time and that he/she will not lose any health
services or benefits provided by Federal funds.

To the best of my knowledge and belief the individual to be
sterilized is a least 21 years old and appears mentally competent.
He/She knowingly and wvoluntarily requested to be sterilized and
appeared to understand the nature and consequences of the
procedure.

Instructions for use of alternative final paragraphs: Use the
first paragraph below except in the case of premature delivery or
emergency abdominal surgery where the sterilization is performed
less than 30 days after the date of the individual's signature on the
consent form. In those cases, the second paragraph below must be
used. (Cross out the paragraph which is not used.)

(1) At least thirty days have passed between the date of the

individual's signature on this consent form and the date
sterilization was performed.
This sterilization was preformed less than 30 days but more
than 72 hours after the date of the individual's signature on
this consent form because of the fellowing circumstances
(check applicable and fill in information requested): 22 .

. the

2)

O 1. Premature delivery
Individual's expected date of delivery:
O 2. Emergency abdominal surgery:
(describe circumstances ):
26 .
Physician

23 .
24 .

25 .

PERFORMED IN NEW YORK CITY -- WITNESS CERTIFICATION

1 27. do certify that on 28 .

| was present while the counselor read and explained the consent

form to 29 .
(patient’s name)

and saw the patient sign the consent form in his/her handwriting.

SIGNATURE OF WITNESS TITLE DATE
x 30. 31. 32.
REAFFIRMATION (to be signed by the patient on admission for Sterilization})
| certify that | have carefully considered all the information, advice and explanations given to me at the time | originally signed the consent form.
| have decided that | still want to be sterilized by the procedure noted in the original consent form, and | hereby affirm that decision
SIGNATURE OF PATIENT DATE SIGNATURE OF WITNESS DATE
34. 35. 36 .
x 33. x
DISTRIBUTION: 1 — Medical Record File 2 — Hospital Claim 3- Surgeon Claim 4 — Anesthesiologist Claim 5 — Patient

PHYSICIAN

Version 2010 - 02

12/23/2010

Page 69 of 80




APPENDIX C: STERILIZATION CONSENT FORM

STERILIZATION CONSENT FORM — LDSS-3134 AND 3134(S)
INSTRUCTIONS

Patient Identification
Field 1

Enter the patient's name, Medicaid ID number, and chart number; name of hospital or clinic is optional.

Consent to Sterilization
Field 2

Enter the name of the individual doctor or clinic obtaining consent. If the sterilization is to be performed in New York
City, the physician who performs the sterilization (26) cannot obtain the consent.

Field 3

Enter the name of sterilization procedure to be performed.

Field 4

Enter the patient's date of birth. Check to see that the patient is at least 21 years old. If the patient is not 21 on the date
consent is given (9), Medicaid will not pay for the sterilization.

Field 5
Enter the patient's name.

Field 6

Enter the name of doctor who will probably perform the sterilization. It is understood that this might not be the doctor
who eventually performs the sterilization (26).

Field 7
Enter the name of sterilization procedure.
Field 8

The patient must sign the form.
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APPENDIX C: STERILIZATION CONSENT FORM

Field 9

Enter the date of patient's signature. This is the date on which the consent was obtained. The sterilization procedure
must be performed no less than 30 days nor more than 180 days from this date, except in instances of premature
delivery (23), or emergency abdominal surgery (24/25) when at least 72 hours (three days) must have elapsed.

Field 10

Completion of the race and ethnicity designation is optional.

Interpreter’s Statement
Field 11

If the person to be sterilized does not understand the language of the consent form, the services of an interpreter will be
required. Enter the language employed.

Field 12

The interpreter must sign and date the form.

Statement of Person Obtaining Consent
Field 13

Enter the patient's name.

Field 14

Enter the name of the sterilization operation.
Field 15

The person who obtained consent from the patient must sign and date the form. If the sterilization is to be performed
in New York City, this person cannot be the operating physician (26).

Field 16

Enter the name of the facility with which the person who obtained the consent is associated. This may be a clinic,
hospital, Midwife's, or physician's office.

Field 17

Enter the address of the facility.
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Physician's Statement

The physician should complete and date this form after the sterilization procedure is performed.

Field 18

Enter the patient’s name.

Field 19
Enter the date the sterilization procedure was performed.

Field 20

Enter the name of the sterilization procedure.
Instructions for Use of Alternative Final Paragraphs

If the sterilization was performed at least 30 days from the date of consent (9), then cross out the second paragraph and
sign (26) and date the consent form.

If less than 30 days but more than 72 hours has elapsed from the date of consent as a consequence of either premature
delivery or emergency abdominal surgery, proceed as follows:

Field 21

Specify the type of operation.

Field 22

Select one of the check boxes as necessary.
Field 23

If the sterilization was scheduled to be performed in conjunction with delivery but the delivery was premature, occurring
within the 30-day waiting period, check box one (22)and enter the expected date of delivery (23).

Field 24

If the patient was scheduled to be sterilized but within the 30-day waiting period required emergency abdominal surgery
and the sterilization was performed at that time, then check box two (22) and describe the circumstances( 25).

Field 25

Describe the circumstances of the emergency abdominal surgery.
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APPENDIX C: STERILIZATION CONSENT FORM

Field 26

The physician who performed the sterilization must sign and date the form.

The date of the physician's signature should indicate that the physician's statement was signed after the procedure was
performed, that is, on the day of or a day subsequent to the sterilization.

For Sterilizations Performed In New York City

New York City local law requires the presence of a witness chosen by the patient when the patient consents to
sterilization. In addition, upon admission for sterilization, in New York City, the patient is required to review his/her
decision to be sterilized and to reaffirm that decision in writing.

Witness Certification
Field 27

Enter the name of the witness to the consent to sterilization.

Field 28

Enter the date the witness observed the consent to sterilization. This date will be the same date of consent to
sterilization (9).

Field 29

Enter the patient's name.

Field 30

The witness must sign the form.
Field 31

Enter the title, if any, of the witness.
Field 32

Enter the date of witness's signature.

Reaffirmation
Field 33

The patient must sign the form.
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APPENDIX C: STERILIZATION CONSENT FORM

Field 34

Enter the date of the patient's signature. This date should be shortly prior to or same as date of sterilization in field 19.

Field 35

The witness must sign the form for reaffirmation. This witness need not be the same person whose signature appears in
field 30.

Field 36

Enter the date of witness's signature.
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APPENDIX D
ACKNOWLEDGMENT OF RECEIPT OF HYSTERECTOMY
INFORMATION FORM - LDSS-3113

An Acknowledgment of Receipt of Hysterectomy Information Form, LDSS-3113, must be completed for each
hysterectomy procedure. No other form can be used in place of the LDSS-3113. A supply of these forms, available in
English and in Spanish, can be obtained from the New York State Department of Health’s website by clicking on the link
to the webpage as follows: Local Districts Social Service Forms

Claims for hysterectomy procedures must be submitted on paper forms, and a copy of the completed and signed LDSS-
3113 must be attached to the claim.

When completing the LDSS-3113, please follow the guidelines below:

& Be certain that the form is completed so it can be read easily. An illegible or altered form is unacceptable (will
cause a paper claim to deny).
© Each required field or blank must be completed in order to ensure payment.

A sample Hysterectomy Consent Form and step-by-step instructions follow on the next pages.
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DSS53113 [Rev. 4/84)
ACEMOWLEDGEMEMNT OF RECEIPT OF HYSTERECTOMY INMFORMATIOMN
(MYS MEDICAID PROGRAM)

1. RECIFIENT ID NO. = SURGEON'E
NAME

EITHER PART | OR PART Il MUST BE COMPLETED [ L
Partl: RECIPIENT'S ACKNOWLEDGEMENT STATEMENT AND SURGEON'S CERTIFICATION
RECIPIENT'S ACKNOWLEDGEMENT STATEMENT

It has been explained to me, __ 3. . that the hysterectomy to be performed on me will
(RECIPIEMNT MNAME)

makeitimpossibeformeio become pregnant orbear children. lunderstandthat a hysterectomy is a permanent operation.

Thereasonforperformmingthe hysterectomy andthe dis comforts, risks and benefits associated with the hysterectomy have

been explained to me, and all my questions have been answered to my satisfaction prior to the surgery.

4 RECIFIENT ORH HEFHESENTATIVE 5 DAIE & INTERFREIER 5 SIGNATURE (I requirsd T DAT
SIGNATURE '
X

X

SURGECN'S CERTIFICATION

The hysterectomy to be performed for the above mentioned recipientis solely for medical indications. The hysterectomy is
not primarily or secondarily for family planning reasons, that is, for rendering the recipient permanently incapable of
reproducing.

2. EURGEON"S EIGNATURE 2. DATE

X

Part ll: WAIWER OF ACKNOWLEDGEMENT AND SURGEON'S CERTIFICATION

The hysterectomy perfformed on _10. was solely for medical reasons. The
(RECIPIENT MNAME)

hysterectomywas not primarily or secondarily forfamily planningreasons, thatis, forrendering the recipient permanently

incapable of reproducing. | didnot obtainAcknowledgement of Receipt of Hysterectomy information from her and have her

complete Part | of this form because (please check the appropriate statement and describe the circumstances where
indicated):

1. Shewas sterile priorto the hvsterectomy.
|:| (briefly describe the cause of sterility)

IZ' 2. The hwvsterectomy was peformedin a lifethreatening emergencyinwhich pricracknowledgementwas
notpossible. (briefly describe the nature of the emergency)

El 3. Shewasnot a Medicaid recipient at the time the hvsterectomy was peformed butl didinform herprior
to surgery that the procedureawould make herpermanentlvincapable of reproducing.

X

DISTRIBUTIOMN: File patient’'s medical record; hospital submit with claim for payment; surgeon and anesthesiol ogist submit with
claims for payment; patient
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ACKNOWLEDGEMENT RECEIPT OF HYSTERECTOMY
INFORMATION FORM — LDSS-3113 INSTRUCTIONS

Either Part | or Part Il must be completed, depending on the circumstances of the operation. In all cases, Fields 1 and 2
must be completed.

Field 1

Enter the recipient's Medicaid ID number.

Field 2

Enter the surgeon's name.

Part I: Recipient’s Acknowledgement Statement and Surgeon’s Certification

This part must be signed and dated by the recipient or her representative unless one of the following situations exists:

© The recipient was sterile prior to performance of the hysterectomy;

© The hysterectomy was performed in a life-threatening emergency in which prior acknowledgment was not
possible; or

© The patient was not a Medicaid recipient on the day the hysterectomy was performed.

Field 3

Enter the recipient's name.

Field 4

The recipient or her representative must sign the form.

Field 5

Enter the date of signature.

Field 6

If applicable, the interpreter must sign the form.

Field 7

If applicable, enter the date of interpreter's signature.
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Field 8

The surgeon who performed or will perform the hysterectomy must sign the form to certify that the procedure was for
medical necessity and not primarily for family planning purposes.

Field 9

Enter the date of the surgeon's signature.

Part II: Waiver of Acknowledgement

The surgeon who performs the hysterectomy must complete this Part of the claim form if Part |, the recipient's
Acknowledgment Statement, has not been completed for one of the reasons noted above. This part need not be
completed before the hysterectomy is performed.

Field 10

Enter the recipient's name.

Field 11

If the recipient's acknowledgment was not obtained because she was sterile prior to performance of the hysterectomy,
check this box and briefly describe the cause of sterility, e.g., postmenopausal. This waiver may apply to cases in which
the woman was not a Medicaid recipient at the time the hysterectomy was performed.

Field 12

If the recipient's Acknowledgment was not obtained because the hysterectomy was performed in a life-threatening
emergency in which prior acknowledgment was not possible, check this box and briefly describe the nature of the
emergency. This waiver may apply to cases in which the woman was not a Medicaid recipient at the time the
hysterectomy was performed.

Field 13

If the patient's Acknowledgment was not obtained because she was not a Medicaid recipient at the time a hysterectomy
was performed, but the performing surgeon did inform her before the procedure that the hysterectomy would make her
permanently incapable of reproducing, check this box.

Field 14

The surgeon who performed the hysterectomy must sign the form to certify that the procedure was for medical
necessity and not primarily or secondarily for family planning purposes and that one of the conditions indicated in Fields
11, 12, and 13 existed.
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Field 15

Enter the date of the surgeon's signature.
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EMEDNY INFORMATION

eMedNY is the name of the electronic New York State Medicaid system. The eMedNY system allows
New York Medicaid providers to submit claims and receive payments for Medicaid-covered
services provided to eligible clients.

eMedNY offers several innovative technical and architectural features, facilitating the
adjudication and payment of claims and providing extensive support and convenience for its
users. CSC is the eMedNY contractor and is responsible for its operation.

The information contained within this document was created in concert by eMedNY DOH and
eMedNY CSC. More information about eMedNY can be found at www.emedny.org.
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