MARCH 2008 PAYER PANEL QUESTIONS
MEDICA

1. All require "prior notification" on MRI, CT and Cardio Stress Tests. The ordering doctors 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.
 
a) The ER has a patient come in that they want to have come back as at a later time 



(ie: 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...


Services ordered in an emergency room, urgent care or inpatient setting but not 

performed during the visit or inpatient stay require that the notification with 

consultation process be completed.  Services performed in an outpatient setting that

are ordered from an emergency room, urgent care, or inpatient setting and performed

on the same day will not require that notification with consultation be completed.  If the

high-tech imaging claim is received and it does not have a corresponding reference

number in Medica’s system, Medica will look for a related emergency room, urgent care,

or inpatient service claim for the same date of service.  If there is not a related

emergency room, urgent care or inpatient service claim the claim will be denied.  If

claims are inappropriately denied, providers can make an appeal through the high-tech

imaging appeals process.


 
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?
The denials are correct.  If a practitioner is seeing patients in an urgent care setting Medica will need to be notified via the Minnesota Uniform Practitioner Change Form found on medica.com.  Medica needs to be able to tie the practitioner to the urgent care clinic site and the practitioner will need to bill with the appropriate provider number associated with the urgent care site.

Services ordered in an emergency room, urgent care or inpatient setting but not 

performed during the visit or inpatient stay require that the notification with 

consultation process be completed.  Services performed in an outpatient setting that

are ordered from an emergency room, urgent care, or inpatient setting and performed

on the same day will not require that notification with consultation be completed.  If the

high-tech imaging claim is received and it does not have a corresponding reference

number in Medica’s system, Medica will look for a related emergency room, urgent care,

or inpatient service claim for the same date of service.  If there is not a related

emergency room, urgent care or inpatient service claim the claim will be denied.  If

claims are inappropriately denied, providers can make an appeal through the high-tech

imaging appeals process.
2. We have noticed lately on all of our claims where we have submitted a 25 modifier to Health Partners and Medica/United Health Care, have been pended for additional documentation required.  Both Health Partners and Medica/United Health Care have requested additional information be sent to them before the claim can be processed.   We have certified coders billing for services according to CCI guidelines and specific payer guidelines. Why would Health Partners and Medica/United Health Care be requiring additional documentation for claims with a 25 modifier?   Was there some prior notification that this process was being implemented on a specific date?
Medica would need to have specific claim examples in order determine what is triggering the request for additional medical records.
3. “Why are we not getting the same amount of reimbursement from Medica as we do from Medicare on the Advantage Plans?  We had an inpatient stay recently where only $5594.38 was received for a 22 day stay, and $5269.38 was received for a 14 day stay.  This is quite a lot below what Medicare A would have paid us.  Please explain”

Services are payable under the PPS (Prospective Payment System) using diagnosis related group methodology.  Reimbursement will be at 102% of the DRG, including any application capital, disproportionate share hospital (DSH) and/or capital indirect medical expense (IME) payments.  Additional information can be found on medica.com under Provider Resources/reference tools and forms/products/Medicare Private Fee for Service/Payment Methodology.
ALL INSURANCES

1. When are the payers going to want NPI numbers only on claims and not need the legacy number anymore?
Medica is able to accept NPI only currently - Per the mandate NPI only is effective May 23, 2008.

2. Are the payers able to accept electronic attachments from our computer system if we do an appeal online?
Medica at this time is unable to accept attachments with electronic appeals.  
3. Where are payers at for receiving Electronic 2ndary billing from facilities?
Medica is able to accept electronic secondary claims from providers.  Providers should contact their EDI vendors to initiate the process.
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. 
Medica’s credentialing process for new providers is as follows:  When a “clean” and “complete” application is presented to Medica’s Credentialing Committee the TAT is two (2) weeks.  The definition of a “clean” and “complete” application requires that all requested documentation is received at the time of submission.  Each page of the application states what documentation is being requested.
Medica’s Credentialing Committee meets twice a month the first and third Tuesday’s of each month.  

Medica’s credentialing policies does not allow for retroactive credentialing.

Reason’s for potential delay in credentialing is due to the following reasons:

a. Required information not received at time of submission of credentialing application.

b. Practitioner applying for credentialing has “professional” concerns i.e. malpractice, education, licensing or previous termination will cause delay in the credentialing process.  Medica will need to request information and once received must be reviewed by the full committee on the first Tuesday of the month.
5. We have some questions for the payer panel about Chiropractic claims:

a. What are the timely filing limits?

b. Where should the claims go?

c. Are there specific things that need to be on the claims ex: certain modifiers etc.

Medica’s response is as follows:

Timely filing limits are 180 days from the date of service to submit the claim.  180 days to appeal the claim from the date of the PRA and if Medica is the secondary payer the provider has 180 days from the payment of the primary insurance to submit the claim to Medica for reimbursement.


Claims should be submitted to the following address:


Medica



P.O. Box 30990



Salt Lake City, UT 84130


Coding specifics effective 10/1/04 every chiropractic claim reported with cpt 98940, 98941 
     and 98942 must have an AT “Acute Treatment” modifier appended or they will deny not 
     medically necessary.  This is for all Medicare products.  For non Medicare products our system
     will accept this modifier but if it is not on the claim it will not deny for missing modifier.


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? 
As a Medica provider you are required by contract to release information to us in response to regulatory audits.  Medica considers failure to supply the necessary documents to be a breach of contract.  From a regulatory perspective, if Medica does not receive the necessary documentation, CMS auditors will assume that the service was inappropriately billed.  Medica will be required to reimburse CMS for those services and Medica will then recoup payments from the provider.  Also, there is always the risk that CMS will consider this to be activity subject to the False Claims Act.
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