AAHAM March 2008 Spring Meeting – BCBSM questions 


MARCH 2008 PAYER PANEL QUESTIONS
BCBS MN

1. Can they provide us with claim forms to file claims for Medicare Part D?


Reason:   We as a facility would like to assist the patient in filing Medicare Part D 
vaccinations to their Part D insurance.
BCBSM does not supply claim forms for any provider or situation. Claim forms can be obtained from your vendor. We also publish the following information in Chapter 8 of the BCBSM Provider Policy and Procedure Manual:

	1500 HICF (CMS-1500) 
UB-04 (CMS-1450) Forms
	To order 1500 HICF and UB-04 forms contact:

U.S. Government Printing Office
(202) 512-0455 or visit the Web site at http://www.cms.hhs.gov/CMSForms/  
Form vendors or publishers, such as the American Medical Association or the American Hospital Association.


2. All require "prior notification" on MRI, CT and Cardio Stress Tests. The ordering doctor’s office has to submit the notification along with any clinical notes that might be needed. This is not something that we can do as the providing facility.
Unclear if this is questioning the HTDI process, so we are assuming this does refers to processes in place for that program. This program applies to BCBS of Minnesota fully insured members (not all enrollees in BCBS are covered by this program). It does not apply to patients who are hospitalized (inpatient) or are in the Emergency room. Providers should be contacting AIM 866-455-8417 (option 2) or at www.americanimaging.net to obtain the RQI. At this time, money is not being held for lack of the RQI number. Medical policy prior authorization may be another issue. 

 


a. The ER has a patient come in that they want to have come back as at a later time 


(i.e.: business hours or when tech is avail, etc) and have an MRI etc. done. Does this type of 
patient need to have a prior notification done on them? AND…..if so, who would submit the 
paperwork? Our ER staff does not think at this time that it should be them...
This becomes a scheduled appointment and as such, will require prior notification through AIM. The ordering physician should take care of the paperwork. 

 

b. A patient is seen over at Urgent Care and needs to come to our facility for a test.   We have 
been told that if the test can be tied to an Urgent Care visit then a notification is not needed. 
The problem we seem to be running into is that not all doctors at MC Urgent care are listed as 
Urgent care doctors and we are seeing denials, is this right? Also is there a time limit as to 
how many days there can be between the urgent care visit and the test at our facility?

Notification would still need to occur. 
Per the July 2007 Provider Press:

High-tech diagnostic imaging

Effective July 1, 2007, Blue Cross will begin to collect data on High Technology Diagnostic Imaging (HTDI) to assess the scope and effectiveness of decision support criteria in Minnesota. To help providers understand the requirements of HTDI program, we’re providing access to general information, members covered, services included, instructions, forms and an online training module. Here are provider definitions for the Blue Cross HTDI program:

Designated providers are those ordering or servicing providers that have been approved by Blue Cross as exempt from vendor-based processes. Designated providers:

• Have appropriateness criteria based upon criteria and guidelines from nationally recognized organizations, including the American College of Cardiology and the American College of Radiology.

• Have capabilities to report compliance with and outcomes of decision support processes in a format that is acceptable to Blue Cross.

Non-designated ordering or servicing providers will work with our vendor, American Imaging Management.
• The American Imaging decision support process is named Radiology Quality Initiative (RQI).

• The RQI process also uses appropriateness criteria based upon criteria and guidelines from nationally recognized organizations.

Complete instructions are available at: www.bluecrossmn.com/bc/wcs/groups/bcbsmn/@mbc_bluecrossmn/documents/

public/mbc1_prov_index.hcsp.
3. What revenue code can be used in place of the 761 or 510 revenue codes?  This creates a billing and reimbursement problem for patient’s that require after hours and week-end care as well as some procedures such as lap band fills.  Currently many hospitals are writing off legitimate charges.  All other payers do not have a problem with these revenue codes.
There is none. As stated in our Provider Policy and Procedure Manual (see entries below), we consider these charges as overhead which is already reimbursed as part of the physician’s professional fee. If you are operating as a clinic, you should be billing on the professional claim form using the clinic number BCBSM assigned you. 
As found in Chapter 8 of the BCBSM Provider Policy and Procedure Manual:

	Clinic Charges
	Clinic charges, billed under revenue code 051X, are considered an overhead expense reimbursed as part of the physician’s professional fee. Therefore, billing facility fees through the 0510-0519 revenue codes duplicates the physician’s professional claim (1500 HICF) and will deny as provider liability. 

	Treatment Room
	Blue Cross considers a treatment room as an overhead expense reimbursed as part of the physician’s professional fee. Therefore, billing facility fees through the 0760, 0761 or 0769 codes duplicates the physician’s professional claim (1500 HICF) and will deny as provider liability. 

If Medicare if primary, and Blue Cross or Blue Plus is secondary, we will accept the 0760, 0761 or 0769 revenue codes, and process according to Medicare’s guidelines. 

	Duplicate Billing
	Blue Cross will only reimburse the professional of clinic services when a patient is seen in a clinic setting (POS 11). Facilities that have clinics physically located onsite or next to a hospital frequently bill an additional claim either electronically or on a UB04 with a place of service 22 for the same services that the physician is billing. In some cases, facilities submit revenue code 0361. We consider this practice duplicate billing. Facility overhead is included in the professional reimbursement weighting and conversion factor; therefore, complete and final reimbursement will be made on the professional claim only.  


4. When I submit a UB04 with room for nine diagnoses, BCBS only looks at the first one.  I get numerous denials with the following denial, Code: BNCD THESE CHARGES ARE NOT COVERED. THE SERVICE IS NOT AN ELIGIBLE BENEFIT FOR THE CONDITION, SYMPTOM OR DIAGNOSIS GIVEN.   When I send an adjustment request to reprocess taking one of the other diagnosis on the claim into consideration they don’t always do it.  Sometimes they make me appeal when all the information was on the original claim.  If they are only looking at one diagnosis how can they be processing claims according to the patients benefits?  This is most often on claims that the patient has there annual pap or PSA and some other diagnostic services.
Examples would be needed to most appropriately answer this question; however, assuming that this is related to our preventive benefit, if a patient presents for certain services for preventive purposes, claims will be adjudicated as preventive care provided the reason for the visit on the claim is listed as preventive, regardless of outcome. See the November 10, 2006 bulletin regarding “Preventive care services”. This information is also found in Chapter 11 of the Provider Policy and Procedure Manual under the Coding subsection.   
Additionally, you may want to suggest the NUBC update the UB-04 form so that it is conducive to tying a service to a particular diagnosis. 

5. When we are submitting our claims electronically and they the claims are considered a clean claim, what is the time frame we can expect payment back on a electronic clean claim?   14 day? 
Minnesota’s prompt pay law (MS62Q.75) requires clean claims to be paid within 30 calendar days of receipt or they will be subject to interest payments.
What is a clean claim? 

Minnesota state law defines a clean claim as "a claim that has no defect or impropriety, including any lack of any required substantiating documentation, or particular circumstance requiring special treatment that prevents timely payment from being made on a claim." The law does not define the particular circumstances for special treatment.

Types of claims that would not be considered a clean claim include: 

· Claim submitted on non-standard claim form 

· Missing, invalid or inaccurate information 

· Member not on file or eligibility being reviewed 

· Other coverage may be involved (COB, Medicare, No-Fault, etc.)
BCBS does make payments on clean claims within the 30 day period. Any payments made are done on the remit, but are not tied to a specific claim.

6. On Medicare Blue PPO claims Blue Cross is denying Rev Code 636 as patient responsibility.  These are not take home drugs.  The claims are often inpatient that should be paid on DRG.  Can this be reviewed?

We do not feel the revenue code 0636 should be subscriber liability, and have questioned this with the claims processing site. Once the “how” and “why” have been determined, any applicable claim adjustments will be completed. 
The information below is for regular business, not Medicare Blue PPO

Revenue code 0636 pends regardless if inpatient or outpatient. Because this revenue code requires submission of a HCPCS codes, it pends to determine coverage. Take home drugs would most appropriately be billed under revenue code 0253, not 0636. 

The policy for 0636 is found in Chapter 8 of the Provider Policy and Procedure Manual:

	0636 Drugs Requiring Prior Auth
	The revenue code 0636, by definition, is for drugs requiring detailed coding. A HCPCS code must always be submitted with 0636. However, some drugs that may be submitted under this revenue code also require prior authorization. The following require prior authorization:

· IVIG 

· Aminolevulinic Acid

· Factor products



ALL INSURANCES

1. When are the payers going to want NPI numbers only on claims and not need the legacy number anymore?
May 23, 2008 (drop dead date) If we are able to accept earlier, we would send notification out.
2. Are the payers able to accept electronic attachments from our computer system if we do an appeal online?
Not at this time.

3. Where are payers at for receiving Electronic 2ndary billing from facilities?
Not available at this time.

4. Credentialing for new Providers:  What can be done to speed up the process and/or go retroactive on eligibility for providers.  Waiting up to 90 days causes a delay in treatment for patients as well as a loss of revenue. 
We have streamlined the process, so it is not taking 90 days to credential new providers. Please make sure that the application is complete, signed, etc. That has been the biggest issue. If we return the application, the time starts over when submitted again.
5. Chiropractic claim questions:

a) What are the timely filing limits?

Chiropractic claims are subject to the same filing limits as other providers/claims. The following is found in Chapter 8 of the Provider Policy and Procedure Manual:

	Timely Filing 
	Most member contracts contain a time limit for claims submittal. The limit is usually 15 months after the date of service, with a few exceptions. Timely filing for Federal Employee Program (FEP) members can be found in Chapter 5- ID Cards/Coverage Options. The provider is liable for claims not submitted within the timely filing limit. 

For medical care that involves follow-up, such as surgery and routine postoperative care, it is better to bill us after all services have been completed, as long as it is within the time limit. 

Claims Adjustments 

Providers shall promptly report overpayments to Blue Cross. Blue Cross has the right to make, and providers have the right to request, corrective adjustments to any previously processed claim for health services (“corrective adjustment”). However, any such corrective adjustment request must be received within 15 months from the date the claim was last paid or denied by Blue Cross. 




b) Where should claims go?

Chiropractic claims are subject to the same submission requirements as other providers/claims. The following is found in Chapter 1 of the Provider Policy and Procedure Manual:

	Claims Address 
	Submit claims electronically whenever possible. All participating providers with electronic capabilities for claim submission are required to electronically submit all claims that do not require attachments (paper singles). Paper claims submitted by provider with electronic capability will be rejected and will need to be resubmitted electronically. Blue Cross will not consider such paper claims to have been received until resubmitted electronically. If mailing a scannable claim form, please use the address listed below: 

Blue Cross/Blue Plus Claims P.O. Box 64338 St. Paul, MN 55164-0338 


c) Are there specific things that need to be on the claims, for example, certain modifiers, etc?

Chiropractic guidelines can be found in Chapter 11 of our Provider Policy and Procedure Manual. Below are guidelines that include modifier submission information.
	Examination Codes
	An examination includes inspection of the patient and review of diagnostic tests to diagnose disease or evaluate progress. Use of the E/M codes must be supported within your medical record.

Per CPT, "Chiropractic manipulative treatment codes (98940-98943) include a pre-manipulation patient assessment. Additional E/M services may be reported separately using the modifier -25, if the patient's condition requires a significant, separately identifiable E/M service, above and beyond the usual pre-service and post-service work associated with the procedure".

It would be inappropriate to bill 99214, 99215, 99204 or 99205 along with manipulative treatment codes. These will be rejected as Provider liability. Because a level 4 or 5 would require significant additional work, it would seldom be appropriate to bill both. 

Documentation in the patient’s record must support the additional E/M service.

As noted by the Minnesota Chiropractic Association, an E/M would be appropriate for the following situations:
New Patient

A new patient is one that has not received any professional services from the chiropractor or another chiropractor in the same group practice within the past three years.
Established Patient –New Injury or Exacerbation

The E/M is needed to obtain history and fully evaluate the patient's condition for an initial treatment plan or, in the event of an exacerbation, modify a previous treatment plan.

Established Patient – Re-examination 

Periodic examinations are typically performed in order to formally assess the patient's response to treatment, progress, and make necessary changes to the treatment plan. 

For any of the above circumstances, a -25 modifier must be submitted on the E/M service if there was a significant separately identifiable E/M service.

	Chiropractic Manipulation with Visit
	If an evaluation and management service is done with the manipulation, the E/M will deny unless it is submitted with a -25 modifier, signifying significant, separately identifiable illness or injury. A level 4 or 5 E/M (99204, 99205, 99214, 99215) will be denied as provider liability because these levels would require significant additional work, and it is seldom appropriate to bill both.

	Manual Therapy
	Code 97140, manual therapy techniques (e.g., mobilization/ manipulation, manual lymphatic drainage, manual traction), one or more regions, each 15 minutes.

The primary difference between 97140 and the CMT codes (98940-98943) is that the CMT codes specify the number of spinal/extra-spinal regions manipulated, and the 97140 specifies one or more regions, per 15 minutes of service.

When CMT services (98940-98943) and 97140 are provided to the same body region, it would not be appropriate to separately report both services.  The services within 97140 would include a manipulation. 

When CMT services and 97140 are provided to separate body regions by different techniques, it would be appropriate to bill both. Code 97140 should be submitted with a modifier –59. Documentation must indicate and support the submission of the –59 modifier.

	Massage Therapy
	Massage therapy is normally performed as an adjunct to or in preparation for the chiropractic manipulation. As such, no more than two units of service will be allowed per session. 

An independent massage therapist is an ineligible provider.  When a massage therapist is employed and supervised by the chiropractor, the chiropractor should submit procedure code 97124 with a -U7 modifier. “Relaxation massages” are non-covered services.

	Maintenance or Palliative Care
	Rehabilitation services that would not result in measurable progress relative to established goals are non-covered services. The “AT” modifier distinguishes active/corrective treatment from maintenance therapy. The AT modifier should be appended to all manipulative and therapeutic procedures (such as chiropractic manipulations and physical therapy modalities) performed for active/corrective treatments. The absence of the AT modifier would indicate maintenance or palliative care.


ALL MEDICARE ADVANTAGE PLAN PAYERS
We are inundated with requests from various Medicare Advantage Plans, to provide diagnosis information, or copies of records, or to accommodate an auditor on-site, sometimes for up to 2 years of information!  We do not have a signed contract with a majority of these payers.  We do not have the staff to accommodate all of these requests, on top of all the other administrative burdens we are asked to perform (Prior Auths, Hi-tech Diagnostic Imaging, etc…).  Even if we had the staff, we have certified coders applying ICD-9 codes to our claims already.  Can you provide us anything in writing that states we must comply with these requests for reviews? 
For BCBS business, your contract does indicate you will allow us access to treatment and billing records to verify claims information and to access other records for the purpose of verifying compliance with the terms of our contract. We do try to schedule this with your offices to keep disruptions to a minimum.  
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