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About the Revenue Operations Manual 

The Indian Health Service (IHS) Revenue Operations Manual (ROM) 
provides a system-wide reference resource for all Indian Health Service 
(Federal), Tribal, and Urban (I/T/U) facilities across the United States. The 
manual will provide guidance for any questions related to business operation 
procedures and processes. 

This manual is an important reference document for the entire Revenue 
Operations staff, enabling them to perform in a consistent, standardized 
manner. 

Each part and chapter of the manual is designed to address a specific area, 
department, or function. A part may also contain one or more appendices of 
topic-related reference materials. 

Because the focus of this document is for the business office, there will be 
links throughout the manual to other business functions (Purchased Referred 
Care, Accounts Receivable, etc.) to provide detail on the function’s processes. 

Updates to the manual based on new information from the business office or 
insurer need to be reviewed by the Revenue Operations team prior to being 
placed into the ROM. After approval of content and wording, the information 
should be added to the correct part or chapter and should be dated. 

Information that is no longer relevant should be deleted or highlighted with a 
date when the information will no longer be valid. This update process is 
important for insuring that the manual does not become outdated.  

ROM Objectives 

	 Provide standardized guidelines for the Business Office related functions 
of IHS facilities. 

	 Capture accurate coding for all procedures and services to maximize 
reimbursement for each facility. 

	 Provide on-line, via the IHS Intranet, reference material subdivided by 
department and function that is accessible to all facilities. 

	 Share innovative concepts and creative approaches to Business Office 
functions across all the Area offices and facilities. 

	 Promote a more collaborative internal working environment throughout all 
IHS. 

 Foster and promote continuous quality improvement standards, which 
when implemented and monitored on a day-to-day basis, will ensure the 
highest standard of quality service at each Business Office operation. 
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The manual is divided into the following five (5) parts: 


Part Title/Contents 
1 Administrative Roles and Responsibilities 

 Overview of Revenue Operations 

 IHS Laws, Regulations, and Policies 

 Business Office Management 

 Business Office Staff 

 Business Office Quality Process Improvement 

 Compliance 

2 Patient Registration 
 Overview of Patient Registration 

 Patient Eligibility, Rights, and Grievances 

 Direct Care and Purchased/Referred Care (PRC) 

 Registration, Discharge, and Transfer 

 Third Party Coverage 

 Scheduling Appointments 

 Benefit Coordination 

3 Coding 
 Overview of Coding 

 Health Record Documentation 

 Coding Best Practices 

 Data Capture Entry 

4 Billing 
 Overview of Billing 

 Paper Versus Electronic Claims Processing 

 Billing Medicare 

 Billing Medicaid 

 Billing Private Insurance 

 Third Party Liability Billing 

 Billing Private Dental Insurance 

 Billing Pharmacy 

 Secondary Billing Process 

 Billing Veterans Administration (VA) 

 Billing for Commissioned Officers and Their Dependents 
(BMP) 
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Part Title/Contents 
5 Accounts Management 

 Overview of Accounts Management 

 Receipt Methodologies and Processes 

 Batching (Recording Revenue) 

 Remittance Advices and Explanation of Benefits 

 Posting (Processing Payments and Adjustments) 

 Managing Patient Accounts 

 Denial Management 

 Debt Management 

 Overview of Reconciliation – File, Accounts Receivable, and 
Cash Management 

 Account Management Reports 

This manual also contains an Acronym dictionary and a Glossary. 

Facility Expectations 

Each facility will be able to obtain from the IHS Revenue Operations Manual 
the following: 

 How to use and implement the various guidelines; 

	 What information needs to be consistently captured at the time of 
registration; 

 What documentation is needed from the facility staff for the health record; 

	 Verification and application of the correct code. How to accurately 
complete billing claim forms; 

	 How to create a bill for various insurers; 

	 How to establish electronic billing and auto-posting interchanges with 
insurers; 

	 How to understand Explanation of Benefits (EOB) and Remittance 
Advices; 

	 How to follow-up on outstanding accounts in a consistent, organized 
manner; and, 

	 Understand the requirements, frequency, and importance of external 
compliance audits. 

Accessing the Revenue Operations Manual 

The Revenue Operations Manual is available for viewing, and printing at this 
website: 

https://www.ihs.gov/BusinessOffice/rom/ 
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Having the manual available from a website allows more timely updates. 

Billing Authorities 

Indian Health Care Improvement Act (P.L. 94-437) allows for the right of 
recovery of the reasonable charges billed to a patient’s health insurance and 
other third party resources. Title IV of the Indian Health Care Improvement 
Act, as amended, authorizes Indian Health Services facilities to bill and 
receive payment from Medicaid and Medicare and Children’s Health 
Insurance Program on behalf of the patient. Public Law 100-713 of the Indian 
Health Care Improvement Act Amendments of 1998 allows IHS to bill and 
seek payments from private insurance companies and has affirmed the IHS 
has the statutory right of recovery. 

In 2012, the Veterans Administration and the Indian Health Service signed a 
Memorandum of Understanding (MOU) to reimburse Indian Health Service 
and Tribal Health Programs health care facilities for direct care services 
provided to eligible American Indian/Alaska Native (AI/AN) Veterans. 

Billing Policy Statement 

The goal of the Business Office is to optimize collections efficiently and 
effectively from all third party resources in accordance with the rules and 
regulations of the Centers for Medicare/Medicaid (CMS) and IHS and Third 
Party Accounts Management and Internal Controls policy. 

To have a successful claims management process, all functions of the revenue 
cycle must work together and perform their responsibilities accurately, 
cooperatively and timely. All necessary steps will be taken to ensure that 
follow-up on every third party account is adequately and appropriately 
performed in a timely manner. All facilities recognize that collecting third 
party revenue is a cooperative organizational effort. 

Billing Guidelines 
	 When the rates are updated within the system, users must make sure any 

approved claims are exported prior to the updates being implemented. 

	 All fee schedules need to be reviewed and updated annually. A Custom 
Fee Analyzer may be purchased and used as a guide for reviewing the fee 
schedule for the facility. 

The Analyzer begins with a detailed process on how to review the 
facility’s fees. It is recommended that once a fee schedule is established 
by the facility that it is used for all payers. To review codes other than 
outpatient, use either the Healthcare Common Procedure Coding System 
(HCPCS) or Dental Analyzer. 
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	 All necessary diagnoses and procedure codes affecting the current 
treatment of the patient must be included in the Electronic Health Record 
(EHR) visit, as well as on the claim forms.  

	 The coders will code the applicable billing and procedure codes and enter 
all codes into the Resource and Patient Management System (RPMS) EHR 
or equivalent medical software system according to the provider 
documentation. Codes should be supported by appropriate tests and 
procedures. 

	 The coder will then release the visit from the coding queue, and the visit 
will drop into the Third Party Billing package overnight.  

	 The biller will validate the coding, ensuring all codes are correctly billed, 
and create the claim. Once the claim is approved, the biller will ensure 
claim is forwarded to the payer for processing. If there are errors or 
omissions, the biller will return the visit to the coding staff for revisions. 

	 A biller should never modify documentation by a provider. Provider 
documentation is the legal record and cannot be altered. The coding staff 
must be notified of revisions that require provider intervention for 
additional follow up. If there are deficiencies within the visit record, the 
provider must correct the documentation in the visit file and the biller 
must make appropriate corrections to the claim. 

	 All claims require a relationship between the procedure and diagnosis 
codes, and the provider documentation. 

	 Current Physician Terminology (CPT), HCPCS, and/or the American 
Dental Association (ADA) codes are required by most insurers depending 
on the type of service. Procedure codes need to be routinely checked or 
validated against the diagnostic codes to assure reimbursement is made 
only for those procedures that are “medically necessary” for the treatment 
of the stated diagnosis. Both the coder and the biller, should validate the 
CPT codes for accuracy. 

	 Claims are processed to the insurer according to the terms set forth in the 
patient’s benefit plan. After receiving the claim, the plan may: 

o	 Verify the patient’s eligibility 

o	 Verify whether the services provided are covered under the patient’s 
plan 

o	 Verify services meet plan requirements 

o	 Verify pre-certification, or pre-authorization is required and/or
	
obtained when needed. 
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	 The All-Inclusive Rates (AIR), which are published in the Federal 
Register annually, are applicable to reimbursement methodologies 
primarily under the Medicare and Medicaid programs. However, the All-
Inclusive Rates are utilized in reimbursement methodologies for services 
reimbursed under the VA-IHS Reimbursement Agreement and the Federal 
Medical Care Recovery Act (FMCRA). It is important to understand the 
detailed payment methodologies by third party payer and the 
circumstances in which the All-Inclusive Rate may be claimed and 
reimbursed.  

	 Billing staff must be familiar with the requirements, benefits, and 
exclusions for each insurer. Accounts Receivable must work closely with 
billing to follow-up on all rejected, unpaid, or denied claims within the 
stipulated timeframe for each insurer. 

Guidelines to Improve Reimbursement 

The organizational flow of information and accurate documentation and 
coding is crucial to processing third party claims.  

To prevent a disruption in the revenue cycle and to ensure smooth claims 
processing, the business process needs to review such areas as: 

	 Coding integrity 

	 Identification of incomplete claims and timely follow up 

	 Ensuring documentation is sufficient and adequately reflects the service(s) 
provided 

	 Communication with the payer 
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	 Ensuring all services are billed for the visit, as required by the payer 

	 Compliance with timely claim filing requirements 

The overall reimbursement process is a series of sequential independent steps, 
starting with the patient’s visit to the facility. The steps involve: 

	 Assuring that all patients are registered for scheduled or walk-in 
appointments. 

	 Obtaining and updating accurate and detailed insurance and demographic 
information during the registration process. 

	 Accurately documenting the service, examination, and patient care by all 
providers (physician, mid-level practitioner, nurse, ancillary staff or 
others). 

	 Capturing and coding correctly all reportable and billable services. 

	 Billing all billable services that are not only reimbursable by the insurance 
company but also supported by documentation. 

	 Reconciling claim payments to assure correct payment. Researching all 
rejections and appealing rejected claims that should have been paid. 

Capturing all Reportable and Billable Services 

It is important to assure that providers document all services and procedures in 
the clinical record and enter the applicable codes into the EHR or the RPMS 
Patient Care Component (PCC) application. To accomplish this, the Business 
Office should: 

	 Devote adequate time to learn more about billing and coding for services, 
to acquire enough knowledge to identify all reportable services, 
procedures, and even supplies. 

	 Keep current with all the updates from the insurers, for example, Medicare 
Learning Network (MLN), Medicare Administrative Contractor (MAC) 
Web Updates, CMS newsletter, Medicaid Newsletters, and other private 
insurers. 

	 Conduct peer review and implement tracking mechanism to identify all 
rejections or denials. This would include registration, coding, data entry, 
provider documentation, billing and accounts receivable. This determines 
if identifiable errors should be reduced or corrected in the future.  
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	 Make sure the providers document all the services and procedures. This 
information should be entered into the EHR or equivalent medical 
software by the provider or thoroughly documented on the superbill or in 
PCC. Documentation should include the Evaluation and Management 
(E&M) level of service, diagnosis, date of services, procedure, patient 
name, location, and any other pertinent demographic and reporting 
information. 

	 Educate providers with both current and anticipated billing changes, and 
errors in documentation causing denials 

	 Understand billing requirements for bundling and unbundling of services. 
Ensure entire team has the same understanding; i.e., providers, coding 
staff, billing staff, Accounts Receivable (A/R) staff.  

	 Provide training regarding fraud, waste, abuse, and inappropriate billing 
practices. 

	 Examine coding options such as whether to use CPT or HCPCS Level II 
or Level III codes for procedures and services. Carriers or insurer payer 
policies may dictate what procedure codes or combination of codes to 
submit. 

	 For a date of service when multiple surgical procedures are involved, 
sequence each procedure. The first procedure should be the primary 
reason for the surgery, and other surgical procedures become secondary. 
After sequencing, then add the appropriate modifier. 

	 Link all diagnosis codes or symptoms to the relevant procedures or 
services. Linking addresses the medical necessity question, supports the 
services provided, and relates the reason for each service. 

	 Understand or analyze reports associated with the billing process such as 
Explanation of Benefits (EOB), Electronic Remittance Advice (ERA), 
RPMS reports, MAC top-ten error reports, and Return to Provider (RTP) 
reports. 

	 Report all software issues promptly to the supervisor who then reports to 
the software vendor. 

About the CMS-1450 / UB-04 Form 

The CMS-1450 form, more commonly known as UB-04 (previously known as 
the UB-92), serves the needs of many payers. Not all of the data elements 
need to be completed for every payer.  

Data elements in the CMS uniform electronic billing specifications are 
consistent with the CMS-1450 form data set to the extent that one processing 
system can handle both. Definitions are also identical. However, due to the 
space constraints on the form, the electronic record contains more characters 
for some items than the corresponding items on the paper claim form 
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The revenue coding system for both Form CMS-1450 and the electronic 
specifications are identical. 

For more information on the descriptions of the locator fields, reference the 
website below: 

https://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/downloads/R1718CP.pdf 

Use of Modifiers 

Modifiers are used to modify payment of a procedure code, assist in 
determining appropriate coverage, or otherwise identify the detail on the 
claim. The use of modifiers ensures the appropriate reimbursement by the 
insurer. 

Modifiers are entered in box 24 D on the CMS-1500 claim form or UB-04 
(CMS 1450). 

For more information on the most current list of modifiers, reference the 
current CPT or HCPCS Code book. 

Note: The modifiers are updated on a yearly basis, and the tables are supplied 
to each RPMS site by the IHS Office of Information Technology (OIT). It is 
the responsibility of each Area IT to install the updated tables. 

Place of Service 

Place of Service is a two-digit indicator assigned by CMS to the various 
places where a medical service or procedure can be provided. 

The following lists the current Place of Service codes as published by CMS: 

01 – Pharmacy 
02 – Telehealth 
03 – School 
04 – Homeless Shelter 
05 – Indian Health Service Free-standing Facility 
06 – Indian Health Service provider-based Facility 
07 – Tribal 638 Free-standing Facility 
08 – Tribal 638 Provider-based Facility 
09 – Prison/Correctional Facility 
11 – Office 
12 – Home 
13 – Assisted Living Facility 
14 – Group Home 
15 – Mobile Unit 
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19 - Off Campus-Outpatient Hospital 
20 – Urgent Care Facility 
21 – Inpatient Hospital 
22 – Outpatient Hospital 
23 – Emergency Room – Hospital 
24 – Ambulatory Surgical Center 
25 – Birthing Center 
26 – Military Treatment 
31 – Skilled Nursing Facility 
32 – Nursing Facility 
33 – Custodial Care Facility 
34 – Hospice 
41 – Ambulance – Land 
42 – Ambulance – Air or Water 
49 – Independent Clinic 
50 – Federally Qualified Health Facility 
51 – Inpatient Psychiatric Facility 
52 – Psychiatric Facility Partial Hospitalization 
53 – Community Mental Health Center 
54 – Intermediate Care Facility/Mentally Retarded 
55 – Residential Substance Abuse Treatment Facility 
56 – Psychiatric Residential Treatment Center 
57 – Non-residential Substance Abuse Treatment Facility 
60 – Mass Immunization Center 
61 – Comprehensive Inpatient Rehabilitation Facility 
62 – Comprehensive Outpatient Rehabilitation Facility 
65 – End-Stage Renal Disease Treatment Facility 
71 – State or Local Public Health Clinic 
72 – Rural Health Clinic 
81 – Independent Laboratory 
99 – Other Unlisted Facility 

The place where a service is rendered can determine the reimbursement and 
coding conventions applied to the service codes.  

If services are rendered in two locations in a given day, such as the clinic and 
the emergency room, the reimbursement may be reduced for the services 
provided or split into technical and professional components. For the latter, 
usually two separate bills are provided by the facility. 

An updated codes list can be found at: 

http://www.cms.gov/Medicare/Coding/place-of-service-codes/index.html 
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“Incident To” Services 

“Incident To” services are defined as services commonly furnished in a 
physician’s office, which are: 

	 Incident to the professional services of a physician or a non-physician 
provider’s employee. 

	 Limited to situations in which there is direct physician/non-physician 
personal supervision. 

This applies to auxiliary personnel employed by the physician/non-physician, 
which includes but is not limited to, nurses, technicians, therapists, non-
physician practitioners, and others. 

Verify with each payer’s covered services policy, whether the “Incident To” 
rule applies. 

To have the same service covered as “incident to” the services of a physician, 
it must be performed under the direct personal supervision of the physician as 
an integral part of the physician’s personal in-clinic service. This does not 
mean that for each visit the patient must also see the physician. It does mean 
there must have been a direct, personal, professional service furnished by the 
physician/non-physician to initiate the course of treatment. This relationship 
must be documented in the visit. There must also be subsequent services by 
the physician/non-physician of a frequency that reflects his/her continuing 
active participation in, and management of, the course of treatment. 

There are five things that are required to qualify for “incident to”: 

1) 	 The physician Assistant, Nurse Practitioner, or Clinical Nurse Specialist 
must be an employee of the physician or of the entity which also employs 
the physician. 

2) 	 The physician has to have initially seen the patient. 

3) 	 The physician has to have direct supervision; the physician has to be 
within the facility, but not necessarily in the same room and must be 
available to render assistance and direction if necessary. 

4) 	 The physician must have an active participation in the on-going care of the 
patient. 

5) 	 Documentation within the record must state the physician was consulted 
or agreed to the treatment plan or course of action.  
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Fee Schedule Updates 

As with all insurers, the correct CPT codes should be coded at the facility, but 
the billing process should be done according to payer guidelines. All fees 
should be updated annually. All fees when updated should be randomly, 
manually verified to the surrounding area to ensure consistency in billing. 

Along with these updates, Room & Board (R&B) need to be updated. Room 
& Board rates can be updated by querying private sector facilities in the local 
area. Complete a comparison and document as indicated in the following 
example. 

Revenue Code Description Facility #1 Facility #2 Previous FY Proposed 

Claim Form Review 

For electronic claim submission: Prior to submitting electronic claims, 
confirm the format of the claims are correct based on specific payer 
requirements. After review, submitted claims should match the claims 
received prior to closing the activity in the system.  

For Paper claim submission: The forms used to bill depend on payer 
requirements. Prior to submission, review your paper claim forms (e.g., CMS 
1450, CMS 1500, ADA, NCPDP, etc.) to ensure that the form locators are 
completed, based on specific payer requirements. 

For more information on the CMS 1500 form, reference this website: 

http://www.nucc.org 

For more information on the CMS 1450 (UB-04) form, reference this website: 

http://www.nubc.org 
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Utilization Review 

Authorization numbers from insurers, when obtained, shall be submitted on 
the bills when they are generated for billing. Documentation must be present 
in the record to verify, and if necessary send the information on to the payer. 
Utilization review needs to assure that all billable services have been captured 
to bill for acute care days and ambulatory care services. The purpose of the 
process is to assure each facility meets hospitalization and length of stay 
criteria as well as current standards of care. 

Utilization staff, in this process, needs to work closely with Admitting, 
Providers, Coders, and Billing. 

Splitting Claims Process 

Hospital billing is split with professional services on the CMS1500 form or 
ASC X12 837 Professional format, and the hospital charges, (e.g., lab, 
pharmacy, radiology, anesthesia, emergency room provider, nurse) and 
supplies on the UB-04 or ASC X12 837 Institutional format.  

Splitting claims is payer specific. For example: 

 Split lab for technical and professional 

 DME and medical 

For more information, reference the RPMS IHS Third Party Billing (ABM) 
User’s Manual at this website: 

https://www.ihs.gov/RPMS/PackageDocs/ABM/abm_026u.pdf 

Roll-Over/Cross-Over for Secondary and Tertiary 
Billing 

Medicare currently has contractual arrangements with supplemental insurers 
to automatically crossover claims payment information for their 
policyholders. An eligibility file furnished by the supplemental insurer is used 
to drive the process rather than information found on the claim. These 
eligibility files are matched, based on the Health Insurance Claim Number 
(HICN), against Medicare’s internal eligibility file. If a match occurs, the 
beneficiary’s record is flagged indicating to which company we will cross 
claim payment information. The HICN has been replaced with Medicare 
Beneficiary Identifier (MBI). 

The name of the crossover insurance company will appear on both the 
beneficiary Explanation of Medicare Benefits and the provider’s Remittance 
Notice. 
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Users need to ensure the crossover payment was forwarded to the correct 
secondary payer by reviewing the remittance advice. 

Each supplemental insurer is given the opportunity to specify criteria related 
to the claims the insurer wants Medicare to crossover. Examples of claims 
most often excluded from the crossover process: 

	 Totally denied claims 

	 Claims denied as a duplicate or for missing information 

	 Adjustment claims 

	 Claims reimbursed at 100% 

	 Claims for dates of service outside of the supplemental policy’s effective 
and end/termination dates. 

As part of the CMS process, it is required that for each service furnished by 
the provider that the provider reports each service as a separate line item on 
the claim form.  

As claims are processed, the beneficiary’s eligibility record is checked by the 
system to determine whether the claim should be considered for crossover. If 
the beneficiary’s eligibility record is flagged for crossover, the claim is then 
checked by the system to determine whether the claim meets the crossover 
criteria required by the insurer. If the claim is not excluded, at this point it is 
marked for crossover to the appropriate company. An electronic claims 
payment record is then created and forwarded to the requesting insurer. This 
eliminates the need for the billing office to file claims for the patient’s 
supplemental benefits.  

Upon receipt of the transmittal crossover file, the system will initially edit the 
file and return a flat file to the contractor indicating the number of claims 
received and accepted. The entire file that contains any transmission error will 
be returned with a request for retransmission. 

In regard to crossovers, Medicare cannot add, change, or delete any eligibility 
information furnished by an insurer. In addition, the crossover process is 
totally automatic, and does not require or permit any clerical intervention. 
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Hard-Copy Claims Processing 

Administrative Simplification Compliance Act (ASCA), effective 10/16/03 
states: Initial claims for payment under Medicare must be submitted 
electronically unless a health care professional or supplier qualifies for a 
waiver or exception from the ASCA requirement for electronic submission of 
claims. There are only a few situations where electronic billing is not 
required: 

	 Any situation where a provider can demonstrate that the applicable 
adopted Health Insurance Portability and Accountability Act (HIPAA) 
claim standard does not permit submission of a particular type of claim 
electronically; 

	 Disability of all members of a provider’s staff prevents use of a computer 
for electronic submission of claims; and, 

	 Other rare situations that cannot be anticipated by CMS where a provider 
can establish that due to condition outside of their control, it would be 
against equity and good conscience for CMS to enforce this requirement.  

Monitoring Approved Claims - Report 

Sites should frequently monitor the Bills Awaiting Export report. This report 
is an RPMS Third Party Billing function and allows the user to see the number 
of bills approved and ready to be printed (exported). 

To run this report, access the RPMS Third Party Billing system. From the 
main menu: 

1) Type PRTP to access the Print Bills menu. 

2) Type AWPR to select the Bills Awaiting Export report. 

The system displays three options. 

3)		 Choose Summarize Report by Insurer (2). 

You will be listed as the default approving official. 

4) At the prompt, type 4, to remove yourself as the approving official (this 
option allows you to view all approving officials). 

5) Select your device. 

The report will display a bill summary by insurer with an average number of 
days from approval date to present, plus a total billed amount. 

This report may also be provided to Billing staff as a reminder to print or 
export existing claims.  

Electronic HIPAA Compliant Claims Processing 
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Electronic Data Interchange (EDI) is the process of transacting business 
electronically. It includes submitting claims electronically, or “paperless” 
claims processing, as well as electronic remittance, electronic funds transfer, 
and electronic inquiry for claim status and patient eligibility.  

Health care service information is a detailed, itemized record of health care 
services performed that are provided to a health plan for reimbursement. The 
ASC X12N 837 electronic claim form format has been adopted by the 
Department of Health and Human Services and Indian Health Services and is 
used by professionals (providers), institutions (facilities or separate clinics), 
and dental. 

Some insurers may require specific detailed information and may 
communicate those specifics in a Companion Document which serves as an 
implementation guide (institutional or professional). It is important that you 
communicate with your health plans or payers to determine which of these 
guides will be used and what changes to the current claims submission process 
to expect. 

In addition, the ASC-X12N 835 Health Care Claim Payment guide is used for 
the explanation of claim processing and/or payment sent by the health plan to 
a provider or facility. 

However, those HIPAA standard transactions you choose to conduct 
electronically must comply with the HIPAA format and content requirements 

The transmission of claim files may be done in batches which contain a 
specific amount of data. The size of the batch varies, based on the protocol 
selected. 

Transmission of claims may also be done “on the fly”. This process means 
that as a bill is approved, it is also sent directly to the clearinghouse for edits 
and submission real time. Either way, batch or on the fly, please save your 
confirmation of claim status receipt.  

Following the transmission of claims files, the system performs edits on the 
files and provides a report. Edits include:  

 File level (structural, security and file requirements are validated). These 
edits normally provide a response to the user right away. Some payers use 
a 999 acknowledgement, CA277 acknowledgement, or other 
acknowledgement. Generally, these acknowledgements indicate missing 
or incorrect data or incorrect format. The user will have to make necessary 
corrections, re-create the batch, and re-submit. 

 Batch level (structural, security and batch requirements are validated). 
These edits are provided to the user. Unlike the file level edits, not all 
claims records are rejected. The user is encouraged to make the necessary 
corrections once the bill is cancelled and re-approve.  
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	 Claim level (claim field requirements are validated). During this level of 
edit, the payer is processing the claim, utilizing their system edits. 
Rejections are reported on the remittance advice or 835s. The claim 
usually has to be researched and re-submitted for payment. After each 
system cycle, accepted facility forms pay, suspend, or deny. Claims 
suspended due to errors related to Federal or State guidelines, require a 
manual review.  

In preparation for submitting claims electronically, the following items need 

to be completed: 


 Notify appropriate IT contacts.
	

 Identify payer that can receive an electronic format. 


 Complete business associate agreement and/or trading partner agreement. 


 Complete EDI application. 


 Obtain companion document. 


 Contact insurer and set up test file.
	

 Set up billing system to correctly populate electronic batch files.
	

 Run test file and correct transmission errors.
	

 Change, if necessary, testing status to production status.
	

The benefits of submitting claims electronically are: 


 The claims will be processed faster, improving cash flow. 


 Mailing and administrative costs are significantly reduced.
	

 The clearinghouse edits, as well as the payer front-end editing system save 

staff time and effort in that fewer claims are returned. 

	 The facility can also use Electronic Remittance Advice (ERA) and 
Electronic Funds Transfer (EFT). 

	 Online query allows access to claims status information and patient 
eligibility in real time. 

	 Records and tracks timely filing – supporting documentation and 
submission dates to insurer. 

	 HIPAA compliant. 

Electronic Data Interchange Alternatives 
	 A software vendor can be selected to enhance the software system 

currently in place. 

	 Claims can be transmitted directly to the payer or use a separate 
clearinghouse. 
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Each facility will need to use the requirements and processes established by 
the various payer alternatives. 

Tips for Electronic Submission of Claims 
	 When working with a cloud-based environment, ensure your vendor is 

Agency Authorized to Operate (ATO), FedRAMP compliant, and 
approved by both HHS and IHS security (for Federal sites). 

	 Enrollment forms will need to be completed and agreements must be 
signed with all payers through your selected clearinghouse. 

Note: It is important to have the appropriate approvals at your facility in 
the case there are terms within the agreements that cannot be agreed to, 
depending on your facility.) 

	 File Transfer Protocol (FTP), web site connectivity, or a dedicated phone 
line is recommended to prevent interrupted transmissions. 

	 Make regular backups for all patient and claim data (Disaster-Recovery 
Procedures). 

	 Consider using Un-Interruptible Power Supply (UPS) with a surge 
suppressor to protect your equipment if the facility is prone to power 
outages. 

	 Always read the response file from EDI to know what and when was 
received and whether transmission was accepted. 

	 Promptly make claim corrections and re-submit, ensuring the 
resubmission is accepted and not rejected as a duplicate. Each 
clearinghouse has a process for resubmitting to avoid duplicate rejection. 

	 When you connect to the insurance company to send claims or retrieve 
responses and remittances, you are connecting with their communication 
platform. 

	 Test a wide variety of claims – inpatient, outpatient, surgery, and such, 
based on batch limitations set by insurer. 

	 Reference EDI procedures under HIPAA privacy and security regulations. 

	 System issues that may cause payment delays should be reported to the 
supervisor. 

	 When transmitting claims, the biller needs to print a receipt from the 
insurer to determine that the transmission was successful. 
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About Medicare Billing 

The Centers for Medicare/Medicaid (CMS) is the regulatory agency for 
Medicare, Medicaid, and Managed Care Organizations. It is mandated that 
each facility submit electronically, Medicare and Medicaid claims in the 
HIPAA 837 format. 

Since Medicare’s inception in 1966, private health care insurers known as Part 
A Fiscal Intermediaries (FI) and Part B carriers have processed medical 
claims for Medicare beneficiaries. The Medicare Prescription Drug 
Improvement, and Modernization Act (MMA) of 2003 mandated that the 
Secretary of Health & Human Services replace Part A FIs and Part B carriers 
with Medicare Administrative Contractors (MACs). In CY 2006 CMS 
transitioned to Part A and B Medicare Administrative Contractors (MACs). 

The current designated IHS MAC is Novitas Solutions. Federally Qualified 
Health Centers (FQHCs), rural health centers, and other non-IHS American 
Indian/Alaska Native entities may be enrolled with other MACs based on their 
jurisdiction. 

Reimbursement for IHS acute care hospitals covered inpatient ancillary 
services and outpatient services is based on All-Inclusive Rates (AIR) 
negotiated annually by IHS and CMS.  

Reimbursement for Critical Access Hospitals (CAHs) covered inpatient 
ancillary services and outpatient services is based on a facility specific rate 
determined by cost reports. 

For the Medicare outpatient all-inclusive rate and the CAH facility specific 
visit rate, it is recommended that the correct E&M code be billed for Part A 
and Part B. Some of the Federally Qualified facilities will have their RPMS 
system default to an agreed upon code by Medicare for billing purposes. 

All charges, except for therapies, telehealth originating site facility fee, PPV, 
influenza virus vaccine, hepatitis B vaccine, DME, reference labs and 
hospital-based ambulance services are combined and reported under revenue 
code 0510 (clinic visit) on TOB 13X (acute care) or 85X (CAH). 

All charges for acute care and CAH hospital inpatient ancillary services, 
except therapies, telehealth originating site facility fee, PPV, influenza virus 
and hepatitis B vaccines are combined and reported under revenue code 024X 
(all-inclusive ancillary) on TOB 12X (hospital inpatient Part B) and include 
the total number of days based on the inpatient stay. Inpatient facilities must 
also update their room rates along with annual charge updates. 

As with all insurers, the correct CPT codes should be coded at the facility, but 
the billing process should be done according to payer guidelines. All fees 
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should be updated – CPT, HCPCS, Dental, ASC. 

RPMS Third Party Billing and Medicare 
Claims Creation 

An option located on the RPMS Third Party Billing Site parameters menu 
allows a site to customize the claims creation process for Medicare. This 
option can also be accessed from the Location Edit module. 

The prompt is labeled Medicare Part B? The user can choose one of the 
following: 

	 YES – Allows the system to generate Outpatient claims. These claims are 
generated with a Visit Type of 131 and are usually set up in the Insurer 
File as All-Inclusive. These are used mainly for FQHC sites that do not 
have the Part B authority, since the all-inclusive rate includes Part B. 

	 NO – Allows the system to generate two claims, an outpatient claim and a 
professional component claim: 

o Visit Type 131 – Outpatient (or 851 for Critical Access Hospitals) 

o Visit Type 999 – Professional Component 

131 – Outpatient Facilities (including provider-based clinics) that are 
hospital-based will generally set their prompts up for this. 

	 ONLY – Allows the system to generate professional claims. These claims 
are generated with a visit type of 000 – Professional Component. These 
claims are generated with the intention of billing a fee-for-service 
(itemized) claim for Medicare services. This type of claim is used 
primarily for Freestanding Health Centers. 

Common Working File (CWF) 

The Common Working File (CWF) reorganizes certain claims processing 
functions to simplify and improve overall Medicare claims processing, by 
creating localized databases containing total beneficiary histories. CWF was 
developed by the CMS Bureau of Program Operations and was designed to: 

	 Create a beneficiary data set that contains all entitlement and utilization 
information in one location. 

	 Increase program savings by detecting additional duplicate and 
inappropriate payments. 

	 Enhance utilization review opportunities because all beneficiary history is 
in one file. 

	 Avoid costly adjustment processing and overpayment recovery activities 
with pre-payment edits and perform pre-payment A/B data exchange edits 
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within the claims process. 

Note: CWF is now referred to as HIPAA Eligibility Transaction System 
(HETS). This is an industry change. 

Medicare Part A and B Enrollment 

Hospitals, clinics, providers and suppliers who wish to be certified for 
participation in the Medicare program or are requesting a change of 
information must complete a current, applicable provider enrollment 
application (CMS-855). 

The Medicare enrollment applications are forms maintained by CMS and 
located on the CMS Forms website. It is important to submit the most current 
version of the form CMS-855 paper application. 

IHS/Tribal hospitals and FQHCs will complete the CMS-855A enrollment 
application for any new and/or changes to Medicare Part A. These 
applications will require the enrollment application fee. 

Provider-based and free-standing clinics, ASCs, free-standing ambulances and 
FQHCs wanting to bill for non-FQHC services will submit the CMS-855B 
enrollment application for any new and/or changes to Medicare Part B. ASC 
and ambulance application will require the enrollment application fee. 

Individual physicians and non-physician practitioners will complete the CMS-
855I and CMS-855R application to enroll with a clinic. The CMS-855I 
application provides a list of individual physician specialties and Non-
Physician Practitioners (NPP) eligible to enroll in the Medicare Part B 
program. 

The Patient Protection and Affordable Care Act (Public Law 111-148) amended 
Section 221 of the Indian Health Care Improvement Act (IHCIA) to provide as 
follows: 

 Licensed health professionals employed by a tribal health program shall be 
exempt, if licensed in any State, from the licensing requirements of the 
State, in which the tribal program performs the services described in the 
contract or compact of the tribal health program under the Indian Self-
Determination and Education Assistance Act (ISDEAA) (25 U.S.C. 450, 
et seq.). 

Any practitioner working for IHS or a tribal health facility, must have a valid 
license, from any State, to enroll with the Medicare program. 

For more information on any specific IHS enrollment requirements and 
addresses to submit the CMS-855 application, reference the IHS MAC 
enrollment website: 
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https://www.ngsmedicare.com/ngs/portal/ngsmedicare/newngs/entry/!ut/p/z1/h 
Y5NC4JAEIZ_iwev7thaSLc1S7TCDCLbS2hsq7G6opv-
_ZaKIOhjbjPv8z4MoihFtM76kmeqlHUm9H6gk6NDwrltz2AZRKEDxPGTL 
VnvbBdjtP8HUB3DlyGg-_SOvAwxjl1tWHi-n2xw4I2ewA9HhCgXMn-8S-
ocuxzRlp1Zy1rr2upzoVTTTU0wYRgGi0vJBbNOsjLhU6WQnULpO4maKo 
XLWPQrYhg3nxesbg!!/dz/d5/L2dBISEvZ0FBIS9nQSEh/. 

The dental ordering and prescribing providers enrollment form (CMS-8550) 
can be located on the website at the end of this section. 

In August 2010, CMS issued a Joint Signature Memorandum advising that 
effective September 1, 2010, IHS/Tribal facilities may use Internet-based 
PECOS or the paper enrollment application (CMS-855) to initially enroll or 
submit a change of information. For more information on instructions on how 
to use PECOS, reference Enrollment section on the Novitas-Solutions 
website: https://www.novitas-
solutions.com/webcenter/portal/IndianHealthServiceIHS_JH?_adf.ctrl-
state=y5quqf7yy_4&_afrLoop=1104346555200585#! 

Procedures for Billing Medicare 

Part A 

Most, if not all, Medicare Administrative Contractors (MACs) offer the online 
Direct Data Entry (DDE) software for Medicare Part A billing including 
claims follow-up and correction. However, it is strongly recommended that 
each facility that bills to their MAC use the DDE software to perform 
Medicare billing (when applicable) and follow-up on claim status, denials and 
rejections. 

DDE user manuals are available on the MAC website that is utilized by the 
facility. 

Bill Types 

Multiple bill types exist to provide specific pieces of information. The 
alphanumeric code is broken down to three pieces of information: 

 The first digit identifies the type of facility. 

 The second classifies the type of care.  

	 The third indicates the sequence of the bill in this particular episode of 
care. This is also known as the “frequency” code. 
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Bill Types 

First digit Type of 
Facility 

1 – Hospital 
7 – FQHC 
8 – CAH 

Second Digit Bill 
Classification 

1 – Inpatient Part A 
2 – Inpatient Part B Only 
3 – Outpatient 
5 – CAH Outpatient 
7 – FQHC 

Third Digit Frequency 0 – Nonpayment/Zero Claim 
1 – Admit through Discharge Claim 
2 – Interim – First Claim 
3 – Interim – Continuing Claim 
4 – Interim – Last5 – Late Charge Only Claim 
6 – Adjustment of Prior Claim 
7 – Replacement of Prior Claim 
8 – Void /Cancel of a Prior Claim 

Type of Bills (Locator 4 on the UB-04) 

Inpatient Claims (111) 

The total days in the hospital has been determined to be medically necessary 
based on the severity of the illness according to the utilization review criteria, 
or stated another way, the services to the patient have been labeled as 
“covered services.” 

No Pay Claims (110) 

During the utilization review, the severity of the illness did not warrant 
hospitalization. The utilization review will indicate “0 Bill”. Remarks should 
include why the services were not covered. 

Inpatient Part B Only (121) 

The severity of the illness has been determined not medically necessary based 
on the utilization review criteria. Room and board for the hospitalization are 
not covered nor are any provider visits. 

Acute Care Outpatient Claims (131) 

Refers to a claim billed in an outpatient hospital setting indicating the admit 
through discharge dates. 

Critical Access Hospital Outpatient Claims (851) 
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These bill types are to be used for outpatient services. 

Other Alternate Resources (117) 

A claim was processed and paid; however, the patient had other alternate 
resources that should have been billed. Using “117” will instruct the system to 
“recoup” reimbursement.  

Part B 

Assignment 

New IHS/Tribal practices/providers that enroll with the designated IHS MAC, 
will complete the CMS-460 (participating assignment). Medicare pays the 
clinic 80% of the physician fee schedule allowable. 

Reasonable Charges 

Reasonable Charges is the amount that Medicare lists on the Remittance 
Advice (RA) – formerly known as Explanation of Benefits (EOB) – which is 
the allowed (approved) charge for the procedure. This charge may be lower 
than the fee the physician lists on the claim.  

When a physician accepts assignment, he or she may bill the non-beneficiary 
only 20% of what Medicare considers a reasonable (allowed) charge. 

Do not collect the Medicare co-payment up front on American Indian/Alaska 
Native patients. However, it is permissible to collect the deductible up front 
for non-beneficiaries only. 

Patient’s Signature Authorization  

Signatures are required on all CMS-1500 claims forms, except 
Medicare/Medicaid cases. 

Sometimes it is not possible to obtain the signature of a Medicare patient 
because of confinement in a nursing facility or hospital or at home. In such 
cases, physicians can obtain a lifetime signature authorization from the 
patient. The lifetime beneficiary claim authorization and information release 
form is an example that can be used for Medicare claims and kept in the 
patient’s health records. 

The CMS-1500 form (or electronic equivalent) should be submitted with the 
notation in the patient’s signature block: “Signature on file.” If the claim will 
be automatically crossed over and paid by a Medigap carrier, obtain a lifetime 
signature authorization for the Medigap carrier. 

Required Form 
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Medicare claims are to be submitted electronically in the latest ASC x12 837P 
or 837I format. For more information on the exceptions to electronic filing, 
reference the CMS IOM Claims Processing Manual (100-04), chapter 24, 
Section 90. 

Covered Services 

The following list shows the kinds of physicians’ services that Medicare Part 
B will help pay for: 

 Medical and surgical services by a Doctor of Medicine (MD), Doctor of 
Osteopathy (DO), Doctor of Ophthalmology (OD) or a Doctor of Dental 
Medicine (DDM) or Dental Surgery (DDS). 

 Certain services by Doctor of Podiatry (DPM). 

 Limited services by chiropractors (DC), such as subluxation of the spine. 

Ambulatory Surgery Center (ASC)  

Effective January 1, 2008, CMS implemented a new ASC payment system 
based on Section 626 of MMA. IHS and tribal hospital ASCs were directly 
affected by this new requirement. In order to continue reimbursement for the 
ASC service, IHS and tribal hospitals were required to enroll with Medicare 
Part B and obtain a Part B ASC Provider Transaction Access Number 
(PTAN). For ASC, reimbursement is based on the ASC fee schedule. A 
deductible and coinsurance applies to the outpatient services. Effective with 
date of service January 1, 2008, Part A claims (TOB 831) submitted as ASC 
services will be denied. If a hospital elected not to enroll as an ASC with Part 
B, then the All-Inclusive Rate (AIR) could be billed to Part A using revenue 
code 0510. 

For more information on the most up-to-date guidance for Ambulatory 
Surgery Center (ASC) services, reference the Novitas website: 

www.novitas-solutions.com 

Editing a Claim for Facility Billing 

For more information on editing a claim for facility billing, reference the 
RPMS Third Party Billing User’s Manual, which is available at this website: 

https://www.ihs.gov/RPMS/PackageDocs/ABM/abm_026u.pdf 

Billing for Professional Component 

The following screen output displays a sample walkthrough of billing for 
professional component. 
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An asterisk (*) indicates that review is needed by the billing technician.
	

Note: The information provided in this example is for demonstration purposes
	
only and demonstrates billing for a Cataract Extraction. 


1) In the Add/Edit Claim Menu option, type ED. 


Select Add/Edit Claim Menu Option: ED EDIT CLAIM DATA 

2) Enter the Claim Number. 


Select CLAIM or PATIENT: 11111111 

3) Upon entry to the claim, the user will see Page 0 – Claim Summary. Press 
Enter to proceed to the next page. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 0 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31258 
.............................. (CLAIM SUMMARY) .............................. 

_______ Pg-1 (Claim Identifiers) __________________ Pg-4 (Providers) _________
Location..: INDIAN HOSP | Attn: NEARSIGHTED,SOLOMAN I
Clinic....: DAY SURGERY |
Visit Type: PROFESSIONAL COMPONENT |__________ Pg-5A (Diagnosis) ________
Bill From: 02-09-2015 Thru: 02-09-2015 | 1) CATARACT NOS ****ICD**** 

|
________ Pg-2 (Billing Entity) _________|________ Pg-8 (CPT Procedures) ______
MEDICARE ACTIVE | 1) CATARACT SURG W/IOL 1 STAGE

|
___________ Pg-3 (Questions) ___________|
Release Info: YES Assign Benef: YES |

|
|

________________________________________|_____________________________________
Desired ACTION (View/Appr/Pend/Next/Jump/Quit): N// 

4) Page 1 – Claim Identifiers allows for editing of the Visit Type and other 
identifiers. The Visit Type must be 999 – Professional Component but the 
Bill Type needs to correctly reflect the type of service. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 1 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31258 
............................ (CLAIM IDENTIFIERS) ............................ 

[1] Clinic.............: DAY SURGERY
*[2] Visit Type.........: PROFESSIONAL COMPONENT
*[3] Bill Type..........: 831
[4] Billing From Date..: 02/09/2015
[5] Billing Thru Date..: 02/09/2015
[6] Super Bill #.......:
[7] Mode of Export.....: 837P (HCFA) 5010
[8] Visit Location.....: INDIAN HEALTH HOSPITAL

-----------------------------------------------------------------------------
WARNING:071 - EMPLOYMENT INFORMATION UNSPECIFIED 

Desired ACTION (Edit/View/Next/Jump/Back/Quit): N// 
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5) Page 2 – Insurers provides information on the active insurer billed. This 
page also indicates if an MSPQ is on file for the patient. Pay attention to 
MSP information as it may be required for claim adjudication. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 2 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31258 
................................. (INSURERS) ................................. 

PAGE 2 - INSURER INFORMATION 

To: MEDICARE ADMINISTRATIVE CONTRACTOR Bill Type...: 831
PO BOX 21244 Proc. Code..: CPT4 
BALTIMORE, MD 21244 Export Mode.: 837P (HCFA) 5010
(888)763-9836 Flat Rate...: N/A 

............................................................................. 
MSP STATUS AS OF AUG 04, 2008: NOT MSP ELIGIBLE 
............................................................................. 

BILLING ENTITY STATUS POLICY HOLDER 
============================== ========== ============================ 

[1] MEDICARE ACTIVE OLDAGE,MAN 

WARNING:195 - MSP STATUS GREATER THAN 90 DAYS 

Desired ACTION (Add/Del/View/Next/Jump/Back/Quit): N// 

6) Page 3 – Question will display. Attention must be paid to the Release of 
Information and Assignment of Benefits questions. These questions must 
reflect the patient’s response as indicated during the registration process. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 3 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31258 
................................ (QUESTIONS) ................................ 

*[1] Release of Information..: YES From: 08/04/2008
*[2] Assignment of Benefits..: YES From: 08/04/2008
[3] Accident Related........: NO
[4] Employment Related......: NO
[5] Emergency Room Required.:
[6] Special Program.........: NO
[7] Outside Lab Charges.....:
[8] Date of First Symptom...:
[9] Date of Similar Symptom.:
[10] Date of 1st Consultation:
[11] Referring Phys. (FL17) :
[12] Case No. (External ID)..:
[13] Resubmission(Control) No:
[14] PRO Approval Number.....:
[15] HCFA-1500B Block 19.....:
[16] Admitting Diagnosis.....:
[17] Supervising Prov.(FL19).: NPI: 

Date Last Seen: 
[18] Date of Last X-Ray......:
[19] Prior Authorization #...:
[20] Homebound Indicator.....:
[21] Hospice Employed Prov...:
[22] Delayed Reason Code.....:
[23] In-House CLIA#..........: 12A3456789
[24] Hearing/Vision Prescription Date.....:
[25] Start/End Disability Dates...........: 
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[26] Assumed/Relinquished Care Dates:
[27] Patient Paid Amount.....:
[28] Initial Treatment Date..: 

Desired ACTION (Edit/Next/View/Jump/Back/Quit): N// 

7) Page 4 – Providers contains provider data on the various provider types.
	

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 4 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31258 
.............................. (PROVIDER DATA) .............................. 

PROVIDER NPI DISCIPLINE 
========================== ============ =========================== 

(attn) NEARSIGHTED,SOLOMAN I 0538059458 OPHTHALMOLOGIST 

Desired ACTION (Add/Del/View/Next/Jump/Back/Quit): N// 

8) Page 5A – Diagnosis allows the diagnosis information to be entered. The 
correct version of the International Classification of Diseases (ICD)-CM 
diagnosis code is displayed and must be the current version. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 5A ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31258 
................................ (DIAGNOSIS) ................................ 

BIL ICD 
SEQ CODE IND Dx DESCRIPTION PROVIDER'S NARRATIVE 
=== ======== === ========================== ================================= 
1 366.9 9 CATARACT NOS CATARACT NOS 

Desired ACTION (Add/Del/Edit/Seq/View/Next/Jump/Back/Quit): N// 

9) Review the appropriate Claim Editor pages to ensure all charges are 
properly reported. The example below displays the provider’s charge for 
the surgical procedure. The current Claim Editor may contain up to eleven 
pages of charges. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 8B ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31258 
Mode of Export: 837P (HCFA) 5010
........................... (SURGICAL PROCEDURES) ........................... 

BIL SERV REVN CORR CPT 
SEQ DATE CODE DIAG CODE PROVIDER'S NARRATIVE UNITS CHARGE 
=== ===== ==== ====== ========================================= ======== 

========= 

1 CHARGE DATE: 02/09/2015
**** 1 66984 CATARACT SURG W/IOL 1 STAGE 1 2,587.00 

$2,587.00 

Desired ACTION (Add/Del/Edit/Seq/View/Next/Jump/Back/Quit/Mode): N// 

Claims with special instructions such as Condition Codes or claims notes 
that are submitted along with the claim may be entered on Page 9. 
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10) Once reviewed, return to Page 0 by typing J0. When the claim is ready to 
approve, type A to approve the claim. Scan the Review page to ensure all 
charges are correctly displaying. 

Desired ACTION (View/Appr/Pend/Next/Jump/Quit): N// A

 ***** 837P (HCFA) 5010 CHARGE SUMMARY ***** 

Active Insurer: MEDICARE 

Corr 

Charge Date POS TOS Description Diag Charge Qty 


02-09-2015 02-09-2015 22 2 66984 1 2,587.00 1 
----------

TOTAL CHARGE 2,587.00 

Form Locator Override edits exist for POS/TOS 

Enter RETURN to continue or '^' to exit: 

11) The summary page displays last. Type Yes to approve the claim. 


SUMMARY 
============================================================================= 

Active Insurer: MEDICARE 

Previous Bill 
Form Charges Payments Write-offs Non-cvd Amount 

---------- ---------- ---------- ---------- ---------- ----------
837P (HCFA) 5010 2,587.00 0.00 0.00 0.00 2,587.00 

========== ========== ========== ========== ========== 
2,587.00 0.00 0.00 0.00 2,587.00 

Do You Wish to APPROVE this Claim for Billing? YES 

Transferring Data.... 

Bill Number 31259A Created. (Export Mode: 837P (HCFA) 5010) 

Billing for Anesthesia Services 

The following screen output displays a sample walkthrough of billing for 
anesthesia services. 

Note: The information provided in this example is for demonstration purposes 
only. 

1) In the Add/Edit Claim Menu option, type ED. 

Select Add/Edit Claim Menu Option: ED EDIT CLAIM DATA 
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2) Enter the Claim Number. 


Select CLAIM or PATIENT: 11111111 

3) Upon entry to the claim, the user will see Page 0 – Claim Summary. Press 
Enter to proceed to the next page. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 0 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31259 
............................... (CLAIM SUMMARY) .............................. 

_______ Pg-1 (Claim Identifiers) __________________ Pg-4 (Providers) _________
Location..: INDIAN HOSP | Attn: UNDER,ANESTASIA
Clinic....: DAY SURGERY |
Visit Type: PROFESSIONAL COMPONENT |
Bill From: 02-09-2015 Thru: 02-09-2015 |__________ Pg-5A (Diagnosis) ________

| 1) CATARACT NOS ****ICD**** 
________ Pg-2 (Billing Entity) _________|
MEDICARE ACTIVE |

|________ Pg-8 (CPT Procedures) ______
___________ Pg-3 (Questions) ___________| 1) ANESTH LENS SURGERY
Release Info: YES Assign Benef: YES |

|
|

________________________________________|_____________________________________
Desired ACTION (View/Appr/Pend/Next/Jump/Quit): N// 

4) Page 1 – Claim Identifiers allows for editing of the Visit Type and other 
identifiers. The Visit Type must be 999 – Professional Component but the 
Bill Type needs to correctly reflect the type of service. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 1 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31259 
............................ (CLAIM IDENTIFIERS) ............................ 

[1] Clinic.............: DAY SURGERY
*[2] Visit Type.........: PROFESSIONAL COMPONENT
*[3] Bill Type..........: 831
[4] Billing From Date..: 02/09/2015
[5] Billing Thru Date..: 02/09/2015
[6] Super Bill #.......:
[7] Mode of Export.....: 837P (HCFA) 5010
[8] Visit Location.....: INDIAN HEALTH HOSPITAL

-----------------------------------------------------------------------------
WARNING:071 - EMPLOYMENT INFORMATION UNSPECIFIED 

Desired ACTION (Edit/View/Next/Jump/Back/Quit): N// 

5) Page 2 – Insurers provides information on the active insurer billed. This 
page also indicates if an MSPQ is on file for the patient. Pay attention to 
MSP information as it may be required for claim adjudication. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 2 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31259 
................................. (INSURERS) ................................. 

PAGE 2 - INSURER INFORMATION 
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To: MEDICARE ADMINISTRATIVE CONTRACTOR Bill Type...: 831
PO BOX 21244 Proc. Code..: CPT4 
BALTIMORE, MD 21244 Export Mode.: 837P (HCFA) 5010
(888)763-9836 Flat Rate...: N/A 

............................................................................. 
MSP STATUS AS OF AUG 04, 2008: NOT MSP ELIGIBLE 
............................................................................. 

BILLING ENTITY STATUS POLICY HOLDER 
============================== ========== ============================ 

[1] MEDICARE ACTIVE OLDAGE,MAN 
-----------------------------------------------------------------------------
WARNING:195 - MSP STATUS GREATER THAN 90 DAYS 
-----------------------------------------------------------------------------
Desired ACTION (Add/Del/View/Next/Jump/Back/Quit): N// 

6) Page 3 – Question will display. Attention must be paid to the Release of 
Information and Assignment of Benefits questions. These questions must 
reflect the patient’s response as indicated during the registration process. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 3 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31259 
................................ (QUESTIONS) ................................ 

[1] Release of Information..: YES From: 08/04/2008
[2] Assignment of Benefits..: YES From: 08/04/2008
[3] Accident Related........: NO
[4] Employment Related......: NO
[5] Emergency Room Required.:
[6] Special Program.........: NO
[7] Outside Lab Charges.....:
[8] Date of First Symptom...:
[9] Date of Similar Symptom.:
[10] Date of 1st Consultation:
[11] Referring Phys. (FL17) :
[12] Case No. (External ID)..:
[13] Resubmission(Control) No:
[14] PRO Approval Number.....:
[15] HCFA-1500B Block 19.....:
[16] Admitting Diagnosis.....:
[17] Supervising Prov.(FL19).: NPI: 

Date Last Seen: 
[18] Date of Last X-Ray......:
[19] Prior Authorization #...:
[20] Homebound Indicator.....:
[21] Hospice Employed Prov...:
[22] Delayed Reason Code.....:
[23] In-House CLIA#..........: 12A3456789
[24] Hearing/Vision Prescription Date.....:
[25] Start/End Disability Dates...........:
[26] Assumed/Relinquished Care Dates:
[27] Patient Paid Amount.....:
[28] Initial Treatment Date..: 

Desired ACTION (Edit/Next/View/Jump/Back/Quit): N// 

7) Page 4 – Providers contains provider data on the various provider types.
	

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 4 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31259 
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.............................. (PROVIDER DATA) .............................. 

PROVIDER NPI DISCIPLINE 
========================== ============ =========================== 

(attn) UNDER,ANESTASIA 2233445560 ANESTHESIOLOGIST 

Desired ACTION (Add/Del/View/Next/Jump/Back/Quit): N// 

8) Page 5A – Diagnosis allows the diagnosis information to be entered. The 
correct version of the ICD-CM diagnosis code is displayed and must be 
the current version. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 5A ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31259 
................................ (DIAGNOSIS) ................................ 

BIL ICD 
SEQ CODE IND Dx DESCRIPTION PROVIDER'S NARRATIVE 
=== ======== === ========================== ================================= 
1 366.9 9 CATARACT NOS CATARACT NOS 

Desired ACTION (Add/Del/Edit/Seq/View/Next/Jump/Back/Quit): N// 

9) Review the appropriate Claim Editor pages to ensure all charges are 
properly reported. The example below displays the provider’s charge for 
the anesthesia charges. The current Claim Editor may contain up to eleven 
pages of charges. 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ PAGE 8G ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Patient: OLDAGE,MAN [HRN:99090] Claim Number: 31259 
Mode of Export: 837P (HCFA) 5010
........................... (ANESTHESIA SERVICES) ........................... 

REVN TOTAL 
CODE CPT - ANESTHESIA SERVICES MIN CHARGE 
==== ==================================================== === ======== 

[1] **** 00142-AA ANESTH LENS SURGERY 60 476.00 
(UNDER,ANESTASIA-R)
Start Date/Time: 9-FEB-2015 9:00 AM
Stop Date/Time: 9-FEB-2015 10:00 AM

========== 
$476.00 

Desired ACTION (Add/Del/Edit/View/Next/Jump/Back/Quit/Mode): N// E 

Claims with special instructions such as Condition Codes or claims notes 
that are submitted along with the claim may be entered on Page 9. 

10) Once reviewed, return to Page 0 by typing J0. When the claim is ready to 
approve, type A to approve the claim. Scan the Review page to ensure all 
charges are correctly displaying.

 ***** 837P (HCFA) 5010 CHARGE SUMMARY ***** 
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Active Insurer: MEDICARE 

Corr 
Charge Date POS TOS Description Diag Charge Qty

-----------------------------------------------------------------------------
02-09-2015 02-09-2015 22 7 00142-AA 1 476.00 60 

----------
TOTAL CHARGE 476.00 

Form Locator Override edits exist for POS/TOS 

Enter RETURN to continue or '^' to exit: 

11) The summary page displays last. Type Yes to approve the claim. 


SUMMARY 
============================================================================= 

Active Insurer: MEDICARE 

Previous Bill 
Form Write-offs Non-cvd Amount 

---------- ---------- ---------- ---------- ---------- ----------
837P (HCFA) 5010 476.00 0.00 0.00 0.00 476.00 

========== ========== ========== ========== ========== 
476.00 0.00 0.00 0.00 476.00 

Do You Wish to APPROVE this Claim for Billing? 

Transferring Data.... 

Bill Number 31259A Created. (Export Mode: 837P (HCFA) 5010) 

Medicare Ambulatory Surgery Billing 
Procedure 

The coder completes the coding for all ambulatory surgery visits. The coding 
will be entered in the PCC menu.  

The claims generator will convert and create a bill in the Third Party Billing 
application overnight. 

The biller will print out a Flag-As Billable Brief Summary listing and will use 
this listing as a guide to what visits/claims to bill. 

All edits need to be accomplished to complete a “clean” claim. Once all the 
edits have been made, the biller will determine the approval of the bill and 
will submit the bill on the appropriate claim form, which will be transmitted 
electronically. 
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 Review the Inpatient or Ambulatory Surgery abstracts from the Utilization 
Review (UR). 

 Verify completeness and accuracy. 

 Enter the claims data into the system for processing. 

 Review data for completeness and accuracy. 

Medicare Secondary Payer (MSP) 

Medicare Secondary Payer (MSP) is used by Medicare when Medicare is not 
responsible for paying first. It is important to check if Medicare or Medicaid 
has already been billed and take the appropriate action. 

For accounts with two insurance companies, the RPMS Accounts Receivable 
application requires documentation of the primary billing company.  

By Federal law, Medicare is secondary payer to a variety of government and 
private insurance benefit plans. Medicare should be viewed as the secondary 
payer when a beneficiary can reasonably be expected to receive medical 
benefits through one of more of the following means: 

 An Employer Group Health plan for working aged beneficiaries 

 A Large Group Health Plan for disabled beneficiaries 

 Beneficiaries eligible for End State Renal Disease 

 Liability/Automobile medical or no-fault insurance/Personal Injury 
Protection (PIP) 

 Veterans Administration (VA) 

 Workers’ Compensation Plan 

 Federal Black Lung Program 

Any conditional primary payment(s) made by Medicare for services related to 
an injury is subject to recovery. Conditional payments can be made on: 

 Liability 

 Automobile medical or no-fault insurance 

 Workers’ Compensation 

For more information on MSP guidelines, reference the CMS IOM, Medicare 
Secondary Payer (100-05) website: 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-
Only-Manuals-IOMs-Items/CMS019017.html 
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Working Aged 

Medicare is secondary for the Working Aged when the following conditions 
apply: 

 Employer Group Health Plan of 20 or more employees; 

 Employer Group Plan covers the same services as Medicare; 

 Beneficiary is age 65 or older; 

 Beneficiary is entitled to Part A (hospital insurance of Medicare; and, 

	 Beneficiary or spouse of beneficiary is actively employed and covered by 
an employer group plan by reason of his/her employment. 

Disability 

Medicare is secondary for beneficiaries who are under age 65 and are entitled 
to Medicare due to a disability other than End State Renal Disease (ESRD) 
for the following criteria: 

	 The beneficiary has coverage under a Large Group Health Plan with 100 
or more employees; 

	 The beneficiary is entitled to Medicare based solely on a disability (other 
than ESRD); and, 

	 The beneficiary is actively employed or covered as a dependent of an 
actively employed person covered under a Large Group Health Plan with 
100 or more employees. 

End Stage Renal Disease (ESRD) 

The End Stage Renal Disease (ESRD) criteria applies to individuals, 
including dependent children who are entitled to Medicare on the basis of 
ESRD and who are covered under an Employer Group Plan, regardless of the 
size of the plan. The criteria are: 

	 If an Employer Group Health Plan (EGHP) is offered through an employer 
because of his/her employment or employment of spouse or other family 
member’s active employment; then Medicare is secondary to an EGHP for 
individuals who have Medicare benefits based on ESRD. The beneficiary 
can be any age; and, 

	 The period in which Medicare is secondary is called the coordination of 
benefit period. Secondary benefits are payable for a period up to 30 
months. 

Liability/Automobile Medical or No-
Fault/Personal Injury Protection Insurance 
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Section 953 of the Omnibus Budget Reconciliation Act of 1980, amended by 
the Deficit Reduction Act of 1994, precludes Medicare payment for items or 
services to the extent that payment has been made or can reasonably be 
expected to be made under auto medical, Personal Injury Protection (PIP), no-
fault, or any liability insurance plan or policy, including self-insurance plans.  

Services that should be billed to these insurance plans are: 

 Services payable under one of the above plans (except third party liability) 
– that plan should be billed until all benefits are exhausted. 

	 Any payments made by Medicare for services payable under one of these 
policies constitute overpayments and are subject to recovery. 

	 Liability insurance plan is an exception to the above rule. The 
physician/supplier has the option to bill Medicare for conditional primary 
payment. 

Veterans 

Veterans who are also entitled to Medicare may choose which program will 
be responsible for payment for services that are covered by both programs. 
Claims for services for which the veteran elects Medicare coverage should be 
submitted to Medicare in the usual manner. A denial from the VA is not 
needed prior to submitting a claim for Medicare. 

Medicare will be primary to the VA in the following situations: 

	 VA denies the services and the services are covered under Medicare. 

 Correspondence is received indicating “No VA Coverage.” 

Insurers frequently see the following situations with Medicare and VA: 

	 If the VA is unable to provide treatment for the services at one of its own 
facilities or by one of its own physicians, they may refer the beneficiary to 
an outside facility or physician. 

 Pre-authorization is obtained from the VA to use an outside facility. 

	 The beneficiary has been issued a “fee basis” card. This card is an 
agreement by the VA to pay up to a specified dollar amount for treatment 
of a specific disability or for any condition specified on the face of the 
“fee basis” card. 

VA and IHS Agreement 

A MOU was signed on December 5, 2012 between the Veterans 
Administration (VA) and the Indian Health Service. The MOU allows for 
I/T/U facilities to bill to the VA’s central claim center (VISN 20) for 
American Indian/Alaska Native (AI/NA) veterans. This requires enrollment to 
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the VA’s Health Eligibility Center (HEC) prior to claims submission. Under 
the MOU, VA eligibility is considered the payer of last resort and covers the 
following services: 

 Outpatient 

 Inpatient 

 Emergency Room Services 

 Pharmacy 

 Dental – limited services which requires verification of coverage 

NA/AI veterans may not be billed for copays. 

Non-Indian Beneficiaries are not covered under the MOU and must be billed 
to the local VA facility. 

Workers’ Compensation 

Federal law precludes payment for services payable under a Workers’ 
Compensation policy. If services are work-related, the Workers’ 
Compensation policy should be billed until all benefits are exhausted. 

Medicare remains primary payer for services not related to Workers’ 
Compensation.  

With Workers’ Compensation: 

	 Medicare may make payments for Medicare covered services, if not 
payable under the Workers’ Compensation policy. 

	 Services payable under a Workers’ Compensation policy that have been 
paid by Medicare constitute overpayments and are subject to recovery. 

	 A beneficiary’s statement that an injury or illness is not work-related may 
be accepted in absence of reasonable doubt. 

Black Lung 

Medicare will pay secondary to an insurance company paying for Black Lung 
diagnosis with the exception of the United Mine Worker’s Association 
(UMWA). UMWA is their own government entity; therefore, Medicare Part B 
will deny charges. 

However, services rendered to these beneficiaries for conditions not related to 
black lung diagnoses should be billed directly to Medicare, such as cardiac 
failure brought on by renal failure. Medicare will pay primary for services not 
related to black lung disease. 
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Provider Responsibilities under MSP 

Part A provider (hospitals): 

	 Obtain billing information prior to providing hospital services, using the 
recommended CMS Medicare Secondary Payer Questionnaire (MSPQ) (or 
a questionnaire that asks similar types of questions). The MSPQ must be 
obtained at every inpatient admission and outpatient service, except for 
repetitive services (i.e., therapy) and reference labs (TOB 141). For 
repetitive services and reference labs, the MSPQ must not be older than 90 
days from the date of service. For more information on MSPQ Guidelines, 
reference Chapter 3 of the CMS IOM MSP Manual (100-05): 
https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs-
Items/CMS019017.html. 

	 Submit any MSP information to the intermediary, using condition and 
occurrence codes on the claim.  

Part B provider (physicians and suppliers): 

	 Follow the proper claim rules to obtain MSP information, such as group 
health coverage through employment or non-group health coverage 
resulting from an injury or illness; 

	 Inquire at the time of the visit if the beneficiary is taking legal action in 
conjunction with the services performed. 

Submitting Medicare Secondary Payer 
(MSP) Claims 

To ensure correct reimbursement when Medicare is secondary payer to 
another insurance company, use the following instructions: 

 Screen Medicare beneficiaries for secondary coverage. 

	 Send claims to the primary insurance and then to Medicare. Services 
submitted to Medicare must be the same as those filed to the primary 
insurance. 

	 Submitting an MSP claim electronically requires the submission of the 
following data elements: 

o	 Insured’s name. 

o Patient’s relationship to insured. 

o Insured’s address and telephone number. 

o	 “Yes” or “No” response to whether service is related to employment, 
auto liability or accident. If yes, enter the state where auto accident 
occurred (if applicable). 

o	 Insured’s date of birth and sex. 
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o Subscriber’s payer identification (group plan or plan name). 

o Primary insurer type code (i.e., working aged-12, disability-43). 

o Amount paid by primary payer. 

o Amount allowed by primary payer. 

o OTAF amount (if applicable). 

o CAS codes (as applicable). 

For more information on tribal self-funded insurance and Medicare Part A 
and B claim submission requirements, reference the Novitas’ IHS website. 

Medicare Secondary Payer (MSP) Claims 
Investigation 

The CMS Benefits Coordination and Recovery Center (BCRC) consolidates 
the activities that support the collection, management, and reporting of other 
insurance coverage for Medicare beneficiaries. The BCRC takes actions to 
identify the health benefits available to a Medicare beneficiary and 
coordinates the payment process to prevent mistaken payment of Medicare 
benefits. For more information on the MSP regulations, reference the CMS 
Coordination of Benefits website: 

http://www.cms.gov/Medicare/Coordination-of-Benefits-and-
Recovery/Coordination-of-Benefits-and-Recovery-Overview/Coordination-of-
Benefits/Coordination-of-Benefits.html 

Medicare Timely Filing 
Section 6404 of the Affordable Care Act (ACA) states that claims with dates 
of service January 1, 2010 and later received more than one calendar year 
beyond the date of service will be denied as being past the timely filing 
deadline. 

For Part A institutional claims that include span dates of service (i.e., a 
“From” and “Through” date span on the claim), the “Through” date on the 
claim will be used to determine the date of service for claims filing timeliness. 
For Part B professional claims (CMS-1500 Form and 837P) submitted by 
physicians and other suppliers that include span dates of service, the line item 
“From” date will be used to determine the date of service and filing 
timeliness. 

Claims Resubmission Guidelines 
 In some instances, the claim may not be considered unless billing errors 

are corrected. These Remittance Advices or Explanation of Benefits are 
routed back to the individual billing clerks for correction and then 
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resubmitted to the respective insurer. 

	 Claim resubmission may be done via fax, mail, or electronically. 

o	 The filing limit for Medicaid varies by state, from as low as 120 days 
to one year. Resubmission of claims is usually within 6 months from 
the date of the remittance advice. 

	 For claims submitted electronically to Medicare Part A, the DDE system 
will show the following abbreviations that may be returned for denied or 
un-processable claims: 

R status 	 Rejected 

T status 	 Return to Provider (RTP) 

D status		 Medically denied 

Type of Bill 	 XXP (PRO adjustment) or XXI (Intermediary 

adjustment)
	

The original bill can be resubmitted on both the status of T or R, if 
additional or corrected information is supplied. The original type of bill 
frequency codes should be used. The T status cannot be adjusted (XX7) or 
voided (XX8), since it is not considered an active bill. 

For more information on how to perform claim adjustments and 
corrections, reference the Novitas DDE manual. The DDE manual is 
located on the Novitas EDI website. 

Claim Change Condition Codes 

Claim change reason codes are used in DDE when making an adjustment 
or change to a Part A claim. 

Valid Code Code Description 
D0 Change to Service Dates 
D1 Changes to Charges 
D2 Changes to Revenue Codes/HCPCS/HIPPS 
D3 Second or subsequent interim PPS bill 
D4 Change in Grouper input 

D5* 
Cancel only to correct a HICN or provider 
identification number 

D6* Cancel only to repay a duplicate OIG payment  
D7 Change to make Medicare the Secondary Payer 
D8 Change to make Medicare the Primary Payer 
D9 Any other change 
E0 Change in Patient Status 

*D5 and D6 are for XX8 Type of Bill only. 
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	 Medicare Part B professional claims that have been denied can be 
appealed by the designated IHS MAC within 120 days of the date of the 
remittance notice or corrected and resubmitted as a new claim (within 
timely filing). Claims that have been rejected as unprocessable (remark 
code CO-16) must be corrected and resubmitted as a new claim, within 
timely filing.  

	 Most Private Insurance companies have a one-year filing limit. Some 
private insurers are longer than one year. Resubmissions on denied claims 
must be completed by December 31 of the next calendar year 

	 The claim may then be rolled for further billing to secondary/tertiary 
insurer as applicable. 

Steps for Approving a Secondary/Tertiary 
Claim in RPMS 

1) Exit the Accounts Receivable (A/R) menu. 

2) Go to the RPMS Third Party Billing application and select the Add/Edit 
Claim Menu. 

3) At the prompt, type EDCL (Edit Claim Data) and press Enter. 

a) Examine claim for accuracy and make corrections if necessary. 

4) On Page 1, check for visit type and mode of export. 

a) Visit type is set to Secondary or similar, based on site set up 

b) Mode of export allows you to bill the claim on a CMS-1500 or UB-04 
manually. Since Medicare/Medicaid claims are transmitted 
electronically by utilizing the HIPAA 837P and/or 837I, the mode of 
export needs to be changed to CMS-1500 and/or UB-04 so claims can 
be resubmitted manually. 

5) On Page 2, select the billing entity and insurer address. 

6) On Page 3, review Assignment of Benefits and Release of Information. 

7) On Page 4, check for provider name and credential. 

Note: If corrections are needed on Pages 5A through 9F, claim is routed to 
Billing technician. 

8) JO (Jump Zero) to claim summary. 

9) Type A to approve the claims. 

48 Version 2 
    March 2019 



 

    
 

 

 

  

 

  

 

   

 
 

   

 

   

  

   

  

 

 

 

 
 

 

 
 

Indian Health Service 	 Revenue Operations Manual
	

10) Verify the mode of export and correct dollar amount(s). Then type Y 
(Yes) to approve claim. 

11) Exit EDCL. 

Steps for Exporting a Claim 


1) Go to the Print Bills Menu and select EXPR to export the approved claim. 


2) Select form to be exported (CMS-1500 or UB-04) and press Enter.
	

3) Select a print device for the CMS-1500 or UB-04 form by entering the 

device for your printer, and press Enter. 

Steps for Reprinting a Claim for 
Resubmission 

1) Exit the Accounts Receivable (A/R) Menu. 


2) Got to REPR or reprint bill.
	

3) At the prompt, type 1 for Selective Bill(s) and press Enter.
	

4) Enter the claim number(s) and press Enter.
	

5) Enter the print device and enter the device for your printer for either the 

CMS-1500 or UB-04 to reprint ADA. 

6) Press Enter to start the print jobs. 

For all resubmissions, attach a copy of the Remittance Advice, Explanation of 
Medicare Benefits, and Commercial insurance EOBs when appropriate. 

Reimbursement for Clinical Nurse Specialist (CNS), 
Nurse Practitioner (NP) and Physician Assistant (PA) 
The services of a CNS, NP and PA may be covered under Part B if all of the 
following requirements are met: 

	 They are the types that are considered physician’s services if furnished by 
a Doctor of Medicine (MD) or Doctor of Osteopathy (DO). 

	 They are performed by a person who meets all of the CNS, NP and PA 
qualifications. 

	 For NP and CNS services, they are furnished in collaboration with an 
MD/DO as required by state law. 
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	 The PA must be employed, and services are performed under the general 
supervision of an MD/DO. 

 They are not otherwise non-covered. 

Examples of the types of services that a CNS, NP and PA may provide 
include services that traditionally have been reserved for physicians, such as 
physical examinations, minor surgery, setting casts for simple fractures, 
interpreting X-rays and other activities that involve an independent evaluation 
or treatment of the patient’s condition. 

For more information on a list of non-physician practitioners eligible to enroll 
in the Medicare program, reference the CMS-855I enrollment application. 

Medicare Resources 

CMS Internet Only Manual (IOM) 

The following are not all of the CMS manuals that provide coverage and 
billing guidelines. For more information, reference the CMS manuals website: 

http://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/index.html 

 Medicare Benefit Policy Manual (100-02) 

o Chapter 15 - Covered Medical and Other Health Services. 

 Claims Processing Manual (100-04) 

o Chapter 1 – General Billing Requirements 

o Chapter 3 – Inpatient Hospital Billing 

o Chapter 12 – Physician/Non-Physician Billing 

o Chapter 19 – Indian Health Service 

o	 Chapter 25 – Completing and Processing the CMS-1450 (UB-04) 
Claim 

o Chapter 26 – Completing and Processing the CMS-1500 Claim 

 Medicare Secondary Payer Manual (100-05) 

 Medicare Program Integrity Manual (100-08) 

o Chapter 15 – Provider Enrollment 

Novitas Solutions 

For more information on the Indian Health Manual that was developed by the 
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previous IHS designated MAC, TrailBlazer Health, reference the Novitas 
website: 

www.novitas-solutions.com 
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About Medicaid Billing 

The Centers for Medicare/Medicaid (CMS) is the regulatory agency for 
Medicare, Medicaid, and Managed Care Organizations. CMS has allowed 
each state to develop and operate its own Medicaid program. Medicaid 
regulations are set forth in Title XIX of the Social Security Act. 

	 Medicaid is a program administered at the state level, which provides 
medical assistance to the needy. Families with dependent children, the 
aged, blind, and disabled who are in financial need are eligible for 
Medicaid. It may be known by different names in different states. 

	 IHS hospitals and clinics will bill Medicaid at current per diem rates 
according to the Federal Register for inpatient and outpatient visits. For 
hospitalizations, professional fees can be billed to Medicaid; however, 
each state determines the fee schedule that will be used. 

	 Each state provides different benefits and eligibility packages for their 
population. Please contact your state for specific information. 

	 It is recommended that each facility submit Medicaid claims electronically 
in the HIPAA 837 format, if acceptable to the State. Each Medicaid 
insurer provides a reference manual on setting up and submitting 
electronically. 

Medicaid Approval and Export Process 
	 Review the RPMS Third Party Billing system “flagged as billable” report 

for inpatient, outpatient and ambulatory billing. This report is a review of 
claims automatically flagged by the nightly claims generator that are ready 
for billing. 

 Review claim data for accuracy and completeness. 

	 Any issues with coding, system problems, or missing information needs to 
be corrected before approval. 

 Bill according to the state’s billing format. 

 Approve and export claim. 

There are various ways of submitting claims electronically. Refer to your 
State Medicaid guidelines for batching and submitting claims electronically. 

Electronic Claim Submission for Medicaid 

1)		 Communicate with the State Medicaid Program to understand their current 
capabilities and protocol and request a copy of the payer’s Companion 
Document for electronic submission of claims. 

2) Reference the current RPMS Third Party Billing Manual or Software 
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Vendor Guide for Electronic Claim Submission Process. 

3) Each bill type (inpatient, outpatient, or ambulatory surgery, etc.) will 
process individually and a separate file will also be created by location. 

4) Assign an appropriate file name to the selected type of bill. 

5) Use File Transfer Protocol (FTP) software, modem, or web-based 
communication to submit electronically in the correct transfer mode 
format. The mode of transfer may vary by State Medicaid Program. 

Medicaid Timely Filing 

Most claims for services submitted to Medicaid must be submitted within the 
state required guidelines; for example, a State Medicaid Program has a timely 
filing limit of within 120 days of the date the service. Some states require 
transmission as early as within 90 days. Some States allow 365 days.  

States may also have timelines for resubmissions of adjusted, rejected or 
denied claims; for example, a State Medicaid Program may require that 
providers submit claims within six (6) months of the date on the “remittance 
advice” form which accompanied the payment or denial of the claim.  

Follow your State requirements for finalizing claims. Know your State 
Medicaid’s timely filing limit. 

These are examples of exceptions to general time limitations for Medicaid 
submission:  

Note: Not all States will accept all exceptions. Know your State’s 
requirements. 

	 If claims are submitted more than 120 days after the date of service, the 
statement of benefits from the other insurance or the denial of benefits 
from the other insurance must be attached to the claim to verify that the 
other payment source has been pursued. 

	 If a provider receives payment from the other insurance or liable third 
party after receiving payment from Medicaid, an amount equal to the 
lower of either the insurance payment or the amount paid by Medicaid 
must be immediately remitted to Medicaid. 

	 Claims for services furnished by out-of-state providers must be submitted 
within 120 days (or the timeframe authorized by the state Medicaid, if 
different) of the date of service. In the event the out-of-state provider does 
not have a Medicaid provider number for that state, the request for the 
provider number must also be submitted within the 120-day limit. 

	 Claims for services provided during a period for which retroactive 
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eligibility has been established must be submitted within 120 days (or 
timeframe authorized by that state Medicaid) of the date the Medicaid 
claims processing area was notified of the retroactive eligibility. 

	 Corrected claims which are originally submitted within the timely filing 
limit and need corrections or additions must be completed and submitted 
to Medicaid or its claims processing area within 365 days of the date of 
service. 

	 Duplicate claims which are used to replace lost or unprocessed claims 
must be submitted within the same timeframe as an original date of service 
claim.  
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Procedure for Billing Private Insurance 

Private health insurance is coverage by a health plan provided through an 
employer or union or purchased by an individual from a private health 
insurance company. 

The Indian Health Care Improvement Act grants the authority to bill and 
receive reimbursement from Private Insurance Companies. 

Each Private Insurance Company may vary in coverage for patients, billing 
requirements, etc. 

Communicate and understand each Private Insurance Companies’ current 
coverages, capabilities and protocol, etc. and request a copy of the payer’s 
Companion Document for electronic submission of claims. 

It is recommended that each facility submit Private Insurance claims 
electronically, where feasible, either directly to the payer, or through a 
Clearinghouse, in the HIPAA 837 format. 

All billable claims/visits are identified through the RPMS Patient Registration, 
PCC, and Third Party Billing system through the system parameter set up and 
claim generator process. Claims are completed and released in PCC. The 
claim generator process runs overnight and creates the claims to appear on the 
Brief (Single-line) Claim Listing (BRRP) Reports. 

In order to identify billable claims, run your BRRP report. This can be run 
without any specific criteria, just everything in there, or by payer, by date, by 
location, by clinic, etc. 

1) Begin by entering your claim number and begin your review of the claim 
information. 

2) Quick reference for Third Party Billing Claim Editor: 

Enter the Claim Number or the patient’s last name and first name, and 
social security number or health record number or date of birth. 

Note: After the system checks for errors, checks eligibility file, checks for 
release of information, and assignment of benefits, it displays the claims 
summary. 

Review the Claim Summary. 

Page 0 is the first screen to appear. This screen provides a high-level 
summary of the claim. 

Check “Claims file error exists.” 
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This is the first place to review for any missing or inaccurate information. 
These errors must be corrected (by page).  

Page 1 	 Claim  Location 
Identifiers  Clinic 

 Visit Type (drives property of 
claims editor) 

 Bill From and Through Dates 

 Bill Type (edits in system) (Bill type 
should not be changed to 999 

 Mode of Export (claim form using to 
bill) 

Page 2 Billing Entity  Name of insurance company 

 Status of claim 

Page 3 Questions (both should be answered “yes”) 
 Release of information 

 Assignment of benefits 

Page 4 Providers (list all providers on record) 

 Attending physician 


 Operating physician (if applicable) 


Page 5A Diagnosis  List all coded diagnosis in words not 
codes 

 Review the visit to ensure correct 
diagnosis sequence is listed. 

 Diagnosis code should be linked to 
the HCPCS code 

Page 5B ICD Procedures  List all coded ICD procedures in 
words not codes 

Page 8 CPT Procedures  List all coded CPT procedures in 
words not codes 

3) At the Desired Action prompt, type N (Next) to move from page to page, 
and on each page, review the data for accuracy. 

On this page... Review these data for accuracy: 

Page 1 - Claim Identifiers  Visit Location – Name of Clinic 

 Billing Location – Name of Clinic 

 Clinic – General, Day Surgery, 
Outpatient, Walk-in, etc. 

 Visit Type – Inpatient, Ambulatory 
Surgery, Outpatient 
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 Bill Type – 111 (Inpatient), 831 
(Day Surgery), 131 (Outpatient) 

 Billing From Date – Admission or 
Visit Date 

 Filling Through Date – Discharge 
or Visit Date 

 Super Bill Number – Leave Blank 

Page 2 – Insurers  Review the insurance companies 
for accuracy 

 Confirm that the primary and 
secondary carriers are correct 

 Confirm that the correct Export 
mode is selected 

Page 3 – Questions  Release of Information,  

 Assignment of Benefits, must 
always be “yes” 

 Accident Related, 

 Employment Related, would be 
“yes” if applicable 

 Emergency Room Required, would 
be “yes” if the patient had an 
emergency room visit or was 
admitted from the emergency room 

 Prior Authorization Number, enter 
if applicable 

Page 3A – Ambulance Data  Indicate origin (location of patient 
pick-up) 

 Destination (location where patient 
was transported) 

 Medical necessity indicator must 
be answered 

 Indicate covered/uncovered 
mileage 

 Indicate condition codes 

Page 4 – Provider Data  Verify all providers are listed – 
attending, operating, etc. that took 
care of the patient 

 Verify the physician provider 
numbers are correct 

 Verify the titles of the discipline of 
each physician 
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Page 5A – Diagnosis  The diagnosis codes should be 
listed in billing sequence order, this 
must be reviewed and manually 
entered 

 The ICD codes should be the 
providers written narrative 

 Limit the use of V-codes – most 
insurers do not pay for V-codes 

Page 5B – ICD Procedures  List all ICD procedures performed 
by provider 

Page 7 – Inpatient/Day  All inpatient services should be 
Surgery Data listed on this page 

 Confirm data matches the Final A 
sheet 

 Number 3 Admission Type and 
Number 4 Admission Source are 
often incorrect. Validate 

 Number 11 Covered Days are often 
incorrect. Validate and if incorrect, 
enter the correct number of days. 
All Day Surgery accounts should 
be blank. 

 Number 12 Include the 
Noncovered Days 

 Prior authorization, if applicable 

Page 8A – Medical Services  Multiple procedures and 
Evaluation and Management 
(E&M) codes that begin with CPT 
code 9 are listed on this page 

 Professional components for 
pathology with modifier 26 needs 
to be added 

 EKG’s should be added on this 
page, if they are not list on Page 
8H – Miscellaneous services 

 Outpatient claims – Professional 
fee or Evaluation and Management 
codes should be added based on the 
superbill or Patient Care Service 
(PCS) form 
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8B – Surgical Procedures  Surgical codes that begin with CPT 
codes 1 through 6 are listed on this 
page 

 Surgical codes are submitted in the 
order coded 

 All procedures should be edited to 
match corresponding diagnosis 
codes 

 Only one facility fee should be list. 
Delete all others 

Page 8C – Revenue Codes  The revenue codes include a 
charge for: 

12X Room & Board 
17X Nursery Room & Board 
20X Intensive Care 
21X Coronary Care 
370 Anesthesia 
710 Recovery Room 
72X Labor room/Delivery  
(hourly charges) 
272 Sterile Supply 
278 Other Implants (also 
referenced on Page 3, Item 12) 

 Confirm data with file folder, 
correct price and units 

 Outpatient – revenue codes not 
applicable 

Page 8D – Medication  Pharmacy revenue codes include: 

250 General Pharmacy 
253 Take Home Drugs 
257 Non Prescription Drugs 
258 IV Solutions 

 For outpatient, view the 
medications in the medication 
profile 

 Add any medications not listed, 
match medications to 
corresponding diagnosis and 
ordering provider, and match 
dispense date with date of service 

Page 8E – Laboratory 
Services 

 The laboratory services include all 
labs with revenue codes 30X and 
CPT codes that begin with “8” 
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 No pathology services (31X) 
should be listed on this page. The 
professional components should be 
listed on page 8A and the technical 
components listed on page 8H 

 For outpatient, check labs in the 
Lab Profile 

 Add any missing services and 
match the labs to the corresponding 
diagnosis 

 A CLIA number may be entered 
for reference lab charges 

Page 8F – Radiology Services  The radiology services include all 
diagnostic radiology services with 
revenue codes 32X and CPT codes 
that begin with “7”. CT Scans are 
also entered on this page 

 For outpatient, check radiology 
reports to make sure the x-ray was 
completed 

 Match x-ray to the corresponding 
diagnosis 

Page 8G – Anesthesia  This page is only used for adding 
Services manual anesthesia charge. 

Anesthesia services are 
automatically interfaced by the 
system and are listed on Page 8C 

 Outpatient – this page is not 
applicable 

Page 8H – Misc. Services  This page is used to enter HCPCS 
codes for supplies. CPT codes are 
also entered on this page if 
required 

Page 8I – Inpatient Dental 
Services 

 Payer specific 

Page 8K – Ambulance 
Services 

 Attendant and mileage may be 
entered on this page 

Page 9A – Occurrence Codes  Accident related codes and dates 
are used, if applicable 

 Medical condition codes and dates 
are used, if applicable 
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 Insurance related codes and dates 
are used, if applicable 

 Service related codes and dates are 
used, if applicable 

Page 9B – Occurrence Span 
Codes 

 Payer specific 

Page 9C – Condition Codes  Payer specific 

Page 9D – Value Codes  Payer specific 

Page 9E – Special Program 
Codes 

 Payer specific 

Page 9F – Remarks  E codes and injury-related 
comments would appear on the 
UB92 

 Payer specific 

 This page can also be used to note 
additional information 

4) Approve, print, and mail claims to insurer. 

Private Insurance Timely Filing 

Check with insurance companies to determine specific filing limits. Know 
your Private Insurance Companies’ timely filing limit. Timely filing 
timeframes are changing. Most private insurance companies allow claims to 
be filed within one year from the date of service and some even will allow 
reimbursement up to and including the end of the calendar year following the 
year in which the service was rendered. Insurers such as Workers’ 
Compensation may request that bills be submitted with 60-to-90 days from the 
date of service. 
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Third Party Liability Billing 

It is the policy of the IHS to comply with all laws and regulations as they 
relate to reporting third party tortfeasor claims and to recover funds that are 
properly owed to the HIS for providing direct care or contract health services. 
The IHS will ensure that all potential third party liability claims are properly 
identified and reported to OGC (or its designee) for recovery of those funds 
owed to the IHS for health care services provided when a patient’s injury was 
due to a negligent third party.  

The Federal Medical Care Recovery Act (FMCRA), passed in 1962, provides 
a legal basis to recover funds for the delivery of medical services provided to 
an injured person in third party liability claims. Prior to November 23, 1988, 
all recoveries were retained by the Department of the Treasury. However, the 
passage of the “Indian Health Care Amendments of 1987, Title II,” on 
November 23, 1988, which was an amendment to the IHCIA, allowed the 
IHS, to retain recovered funds. The FMCRA claims provide an additional 
source of revenue for the IHS, and equivalent time and effort should be 
committed to properly identifying, reporting, and pursuing the recovery of 
these funds. 

The IHS has a distinct right of recovery against a negligent third party for the 
reasonable value of medical care provided to the injured person. The only two 
conditions precedent to such right of recovery are: (1) the furnishing of 
medical care to the injured person at the IHS’s expense, and (2) circumstances 
creating a tort liability upon a third party. When these two conditions are met, 
the IHS has a legal and independent right to recover medical costs from the 
tortfeasor. Funds may be recovered for the reasonable value of medical care 
provided to injured persons for direct care services or services paid through 
contract health care. The IHS does not have the authority to make legal 
determinations of tort liability. All potential third party liability claims are 
reported by the IHS to the OGC or its designee. The OGC is responsible for 
making determinations of tort liability and asserting all IHS FMCRA claims. 

For more information, reference Part 4, Appendix, “FMCRA” document. It 
contains a step-by-step process for one Area that works very closely with their 
OGC Regional Counsel. All forms, all information, tracking mechanisms, 
letters sent, etc. are included in this process.  
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About Dental Insurance 

Dental insurance is an insurance coverage for individuals to protect them 
against dental costs. It insures against the expense of treatment and care of 
dental disease and accident to teeth. The most common types of dental 
insurance plans are Preferred provider organizations (PPO) or dental health 
maintenance organizations (DHMO). 

By and large, dental care is provided by a general dental practitioner, although 
some cases may require the services of a dental specialist. Dental benefit plans 
are structured to encourage patients to receive regular, routine dental care vital 
to prevention of any oral health diseases, or major reconstructive procedures.  

Most dental benefit plans require patients to assume a greater portion of the 
costs for treatment of dental disease than for preventive procedures. Health 
insurance companies provide coverage only for health-related services that 
they define or determine to be medically necessary. This includes dental care. 
Dental care is medically necessary to prevent and eliminate orofacial disease, 
infection, and pain, to restore the form and function of the dentition, and to 
correct facial disfiguration or dysfunction. 

Even if a particular procedure or service is considered medically necessary, 
some payers impose limits on how many times a provider may render a 
specific service within a specified timeframe. Within payer-specific benefit 
policy or guidelines, payers may define where or when they will cover a 
specific service but may limit coverage to a specific diagnosis.  

When billing, it is important to demonstrate medical necessity and adhere to 
payer specific billing guidelines. For treatment of oral health conditions, most 
payers require a treatment plan. 

Supporting Documentation 

Dental claims are able to be submitted electronically and manually. It is 
encouraged to submit most claims electronically, and through use of 
electronic applications, these claims may be submitted efficiently and 
accurately. Check with your vendor to verify if the electronic format is 
acceptable. 

Dental insurers publish a list of covered procedures that require supporting 
documentation. Supporting documentation may include pertinent health 
records such as diagnostic results, treatment plans and/or other records. Each 
facility will determine most appropriate process for supplying the required 
documentation in either electronic or paper format.  

On certain procedures such as crowns, extractions, pulpectomies, it may be 
helpful to attach the x-rays with the claim to facilitate a timelier payment. 
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Reporting Dental Services 

The CDT (Current Dental Terminology), also known as ADA (American 
Dental Association), has been designated as the national standard for reporting 
dental services by the Federal Government under HIPAA, and is recognized 
by third party payers nationwide. 

IHS uses the ADA coding structure, which is four digits. However, RPMS has 
the capability of adding “D” or “0” as a prefix, if the payer requires this on 
paper claims. This information may be added for respective payers through 
RPMS site parameters 

Dental Billing Guidelines 
	 Billers should understand the coverage limitations, exclusions, and 

benefits of the specific dental benefit plan before filing the claim. Many 
dental policies limit the number of examinations, consultations, or office 
visits within a benefit year. Beyond this limit, the dental insurer may deny 
the claim and any additional visits are considered the patient’s 
responsibility. 

	 X-rays must be dated, of diagnostic quality, and provide the ability to 
discern tooth structure, supporting structure, and pathology. 

	 Many dental insurers limit the number of cleanings in a benefit year. The 
average is two per year. Any additional cleanings would be the 
responsibility of the patient. 

	 Many insurers require pre-authorization prior to a procedure. This needs to 
be verified with the payer. Each facility needs to determine who is 
responsible for obtaining the pre-authorization. This should also be 
documented on Page 5 in RPMS, or on the Authorization tab in BPRM. 
Pre-authorization numbers should be included on the claim when 
necessary. 

	 Many of the dental insurers limit dental sealants to the occlusal surface of 
caries and restoration-free first molars to age 9. Usually, sealants applied 
to caries and restoration-free second molars are limited to age 14. 

	 For emergency palliative treatment, these services are usually payable per 
visit, not per tooth, and the fee includes all treatment provided, except 
necessary x-rays. A description of the nature of the emergency and the 
treatment provided must be included. This visit and this procedure is 
primarily used to relieve the patient of pain or discomfort and is not 
considered definitive treatment. 

	 For most dental insurers, when a periapical film is provided, the procedure 
should be submitted using the appropriate procedure code for the first film 
and an appropriate code for each additional film. 
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	 Narratives or explanations should be included with the claim submission 
to prevent delayed reimbursement or denied services. 

For example, if the biller files a claim for a crown without any narrative 
but with an x-ray, the dental consultant might be unable to detect a 
fractured cusp that may have prompted the dentist to place a crown. The 
same is true of a crown provided for a tooth that appears on x-rays to have 
a satisfactory amalgam restoration. The rationale for the crown is only 
apparent when the dentist describes any recurrent decay that is only 
evident through a clinical examination. 

	 Questions related to medical necessity or benefit coverage need to be 
anticipated prior to claim submission.  

For example, if you replace a crown that is less than five years old, 

anticipate the need for explanation as to why the replacement was 

medically necessary.  


	 For more information on Dental billing guidelines for the Veterans 
Administration, reference Chapter 10 “Billing Veterans Administration 
(VA).” 

In summary, understand the difference between what is covered. and what is 
not. Some necessary procedures will not be covered regardless of 
documentation submitted. In such cases, it is important to understand that 
while a recommended treatment is appropriate – it may not be a covered 
benefit under the terms of the specific dental plan.  

For example, if you provide treatment for erosion, there is a good chance the 
claim will not be paid because erosion is a common exclusion under most 
dental programs. The same principle applies to treatments that address 
cosmetic needs rather than dental disease. If erosion or cosmetics is the reason 
for treatment, no amount of explanation will allow the payer to approve the 
claim for payment. 

Filing Dental Claims 

For most dental plans, there is a limitation for the number of procedures 
and/or dollar amounts in a given benefit year. Check with insurance 
companies to determine specific filing limits. 
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8.1 About Point-of-Sale Pharmacy Billing 

The Point-of-Sale (POS) application allows pharmacists to send claims to the 
Pharmacy Benefit Administrator (PBA) and subsequently to the insurer, via a 
telecommunications network. This electronic submittal is started with the 
printing of the label or the final step of the prescription processing asking if 
the claim should be resubmitted to insurance, followed by printing of the 
label. This then allows time for the filling of the prescriptions at the facility, as 
the insurance is processing the information. Those claims are adjudicated 
online and in real time. This allows for an efficient search of solutions and 
efforts to ensure the claim is paid in a timely manner.   

The following online functions are usually performed at the point of service: 

	 Verify client eligibility. 

	 Validate claim data. 

	 Identify duplicate services and drug caps. 

	 Verify coverage of a drug due to formulary restrictions, obsolete dates or 
other reasons. 

	 Price the claim and provide co-pay and reimbursement amounts. 

	 Perform conflict checking prior to filling the prescription. 

	 Obtain PRIOR authorization and document that information appropriately. 

Point-of-Sale drugs are entered into the Pharmacy package and then 
forwarded electronically to the insurer. The pharmacy can choose to watch 
POS live (the POS monitor is a useful tool some sites are using to help with 
this process) while processing prescriptions to help fix errors, such as refills 
too soon, drug interactions and eligibility issues, that are best fixed prior to the 
patient leaving pharmacy. By fixing pharmacy eligibility issues, this often 
helps to fix medical eligibility issues as well, thus maximizing efficiency of 
staff and billing while increasing revenue. If the claim is denied, an error 
report or rejected claim will be generated back to the pharmacy from the 
insurer. This report should be run daily in order to effectively track all 
rejections. At some point during the day, a designated person in the pharmacy 
will research, correct, and re-submit rejections electronically. The 
responsibility may be distributed between pharmacy staff and the pharmacist 
across areas. 

Handling the correcting and resubmitting of rejected Pharmacy claims may be 
a team effort. It is beneficial to have a pharmacy background or a background 
in the pharmacy package, as well as a registration background; however, this 
is not always feasible. Providing proper training to all personnel handling 
rejected pharmacy claims is essential.  
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If Billing is responsible for correcting and resubmitting rejected pharmacy 
claims, sufficient training must be provided. There are many tools that assist 
in the resubmission of these claims. Regardless of the tool used to adjudicate 
claims, the billers need to be granted appropriate system security/access in 
order to work the claims correctly. 

An example of the handling rejections across workstreams would be the 
Billing office working with registration if an incorrect pharmacy insurer 
number was listed or if the patient was not covered under the policy. 
Pharmacy would be responsible for researching rejections related to the 
National Drug Code (NDC) number errors, drugs not covered under the 
formulary, or if prescription was denied due to 30-day limitation. 

Once the pharmacy is paid, the Billing and Accounts Receivable (A/R) 
packages will be updated and reconciled. If the claim is denied, neither the 
Billing nor the A/R system is updated.  

As a precaution with POS, the third party biller should review all clinic bills 
to ensure that the drugs billed electronically are not being submitted in the 
billing package with the clinic claim also.  

When the prescription is filled, the pharmacy enters the prescription data into 
the RPMS Pharmacy POS application. 

If an agreement is not in place to bill electronically with the pharmacy insurer 
or the facility has elected not to bill electronically via POS, a pharmacy charge 
will need to be entered into the Pharmacy package and forwarded to the 
Billing package. It will then be the responsibility of the Billing Office to 
generate a hard-copy claim using a Universal Claim Form (CMS) 1500 (i.e., 
VMBP). 

Many pharmacy insurers are requesting that billing for pharmacy services be 
done electronically and will defer or limit payment for those submitted 
manually. Therefore, all IHS facilities are encouraged to move forward with 
electronic pharmacy billing.  

For more information, reference Part 4, Appendix, Pharmacy POS Tutorial 
and RCR Example. 

8.2 Pharmacy POS Workflow 
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8.3 POS / Business Office / Patient Registration 

1)		 How does POS affect the business office? 

a)		 RPMS POS Pharmacy Billing is a package that transmits prescription 
claims real time to payers (sometimes called Pharmacy Benefit 
Manager - PBM). The advantage of real-time claim submission 
is that we know instantly if there is a problem with the claim. 

Business Office – The person with the keys to Third Party 
Billing Table Maintenance will add/edit and manage the 
pharmacy insurers, including the names that are displayed. This 
process is usually controlled and coordinated by the Business 
Office Manager. 

Patient Registration – The Business Office will be involved in 
correcting claims having to do with missing or incorrect 
eligibility information. If processes are put in place up front, the 
time spent correcting pharmacy claims that have rejected will be 
minimal. 

2) Which POS Menu Keys do the Business Office and Patient 
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Registration personnel need? 

a) They can have the ABSP USER keys. This will give them access to 
the POS User Menu and Reports Menu. The Primary Lead for Point of 
Sale at the facility should have ABSP MANAGER keys. Many times, 
this person sets up the insurer in 3PB. In order to link insurers to POS 
format, the person with the ABSP Manager key will also need to add 
fileman access “pP” (a pharmacist with ABSP Manager already has 
the correct fileman access). 

Note: Users should be cautious with the keys identified above. 
Modifications are hard to track within POS, and resubmitting 
claims that have been returned to stock is fraudulent and this can 
accidently happen if not trained properly. 

3) Are there any other menu options that business office staff would need? 

a) The following menus might be useful for business office staff when 
reviewing rejected claims, reversed claims or doing backbilling: 

i.		 VWRX i.e., Prescriptions [PSO VIEW] – to view the activity 
log of a particular prescription. 

ii.		 MEDP Medication Profile [PSO P] – to view the medications 
a patient has received over a particular time period. 

4) Are there menu options that pharmacy staff would need? 

a) The pharmacy staff may have the ABSP USER keys. The Primary 
Lead for Point of Sale at the facility should have the ABSP 
MANAGER. If the pharmacy wants to understand rejections related to 
eligibility issues, this menu option will be View Only keys. (AGView 
Only) 

5)		 Who should be responsible for correcting rejected claims? 

a)		 Correcting rejected claims should be a coordinated effort between 
the departments involved. In general, it works well if the rejected 
claims are worked as follows: 

i.		 Business Office/Registration/Pharmacy Point of Sale Billing 
Department: rejections related to eligibility. 

ii.		 Pharmacy/Pharmacy Point of Sale Billing Department: 
rejections related to the drug file. Almost all pharmacy related 
rejections are corrected in the Outpatient Pharmacy package – 
EDRX. 

iii.		 Some rejections require a phone call to the processor to obtain a 
special code for the claim to go through. These rejections will 
need to be coordinated between either of the departments. In 
many cases an assessment of the patient's therapy or diagnosis 
is needed to obtain approval. An example is prior authorization. 
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iv.		 Some rejections require management decisions on the amount 
of resources needed to obtain payable claims. 

1.		 Days Supply rejections – Several insurances only pay for a 
30-day supply. The claim is rejected if dispensing more than 
a 30-day supply. A policy limiting the days supply to 30 
days in many facilities will dramatically increase the 
workload at the facility (registration, health records, data 
entry, pharmacy, business office). 

6)		 Why are claims rejected? 

a)		 Claims are rejected for several reasons. The most common rejections 
are due to incorrect registration/insurance and pharmacy information. 
Some of the common rejection codes related to Registration and 
Insurance information are: 

Code Explanation 

06 M/I GROUP NUMBER 

07 
M/I CARDHOLDER ID 
NUMBER 

09 M/I BIRTHDATE 

10 M/I SEX CODE 

11 M/I RELATIONSHIP CODE 
25 M/I PRESCRIBER ID 

35 
M/I PRIMARY 
PRESCRIBER 

52 
NON-MATCHED 
CARDHOLDER ID 

65 
PATIENT IS NOT 
COVERED 

68 
FILLED AFTER 
COVERAGE EXPIRED 
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8.4 POS Administrative Setup 

SET-UP: It is recommended that you contact RPMS User Support for 
assistance in completing the initial POS set-up.   

Assign Security Keys as appropriate for the staff working these roles. Only 
users and billers of the pharmacy point of sale need these keys, data entry 
needs the Pharmacy POS User Menu U-Claims Data Entry Screen, if they are 
coding medications to verify the claims have not already been billed and paid: 

	 Business Office Staff – ABSPZMENU, ABSPZREPORTS, ABSPZUSER 

	  Pharmacy Staff – ABSPZMENU, ABSPZREPORTS, ABSPZUSER 

	 The Primary Lead for Point of Sale at the facility should have 
ABSPZMENU, ABSPZREPORTS, ABSPZUSER, ABSPZMANAGER 

	 Optional: Administrator may want ABSPZMENU, ABSPZREPORTS 

Be familiar with Manager Menu Options including: 

 SET   Pharmacy Point of Sale Setup Menu - keep original set-up on file 

 MGR   Statistics & misc. options screen... to be viewed before calling 
RPMS support if reporting transmission problems 

 RPT   Pharmacy electronic claims reports ... 

 COMM Communications – View Dial Out Log File – used by 
programmer when troubleshooting 

 BACK   Pharmacy POS background scan ... – non-applicable 

 USER   Claims data entry screen... – be familiar with List Manager 

 TEST   Test it (send claim, receive response) – only used during set-u 

Be familiar with the Reports Menu:
	

 CLA Claim results and status ...  


 SITE Claims result and status by site... 


 MNT Maintenance Reports… 


 ADM Administration reports… 


 SET Setup (Configuration) reports … 


 SURV Surveys of RPMS database… 


 ELIG Medicare Part D Eligibility Check 


 OTH Other reports… 


Be familiar with the Parameters in the Pharmacy Package (SFUN/SITP/IHS). 
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Things to do each month: 

1)		 AWP (APSA Benchmark Price) Monthly Update – make sure it is loaded 
each month. New updates emailed out from Office of Information 
Technology (OIT) sends with Benchmark in Title and AWP in document, 
this may help prevent confusion for new users or ones not use to pricing. 

2)		 Monitor for stranded claims. POS/RPT/MNT/STR or POS/MGR/MGR 

8.5 Guidelines for Submitting a Claim Form Manually 
	 The exact name and address of the pharmacy must be included on the 

form. 

	 The National Provider Identifier (NPI) assigned to your specific pharmacy 
must be listed (if paper, it may be National Association of Boards of 
Pharmacy Number (NABP)). 

	 The pharmacist must sign the form. 

	 The Rx number assigned to the pharmacy must be included. 

	 Use “N” for a new prescription; use “R” for a refill. 

	 Enter the number of tablets or capsules dispensed, the number of grams of 
ointments or powders, or “cc” or “ml” amounts of liquids. Use whole units 
only. 

	 Enter the number of days this prescription will supply. 

	 Enter the eleven-digit National Drug Code (NDC) number assigned to the 
product. 

	 Enter the prescriber’s DEA number for controlled substances and NPI 
number of all prescriptions. 

	 Enter the total charge for this prescription or product. 

8.6 Correcting Duplicate Claim Rejections in POS 

Duplicate claims occur when a claim has been submitted via RPMS POS and 
either: 

1) The response of PAYABLE is not received by the POS application, and 
the claim is later resubmitted resulting in duplicate claim rejections, or 

2) The prescription claim is re-submitted before the initial response is 
returned. 

Unless PAYABLE is displayed in the response, the claim does not “cross 
over” to RPMS Third Party Billing where a claim is created, approved and 
then crosses to the Accounts Receivable package. This has caused some 
problems for staff doing the posting payment received in A/R since there is 
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not a claim to post against. 

The following are instructions for correcting duplicate claims: 

1) Check Duplicate Claims Report: 

a) Run URM report, go back at least as far as you’ll be looking for 
Duplicate Claims). 

b) At a minimum, it is recommended that those involved in correcting 
rejections in POS, run the Duplicate Claims Report weekly.   

2) Select Pharmacy electronic claims reports Option:     
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3) Pull up the patient in POS (POS / U / EV / 3 – single patient / enter 
Patient Name from Duplicate Claim report. 

4) Select, “REV” “Reverse a paid claim.” The message returned should be 
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“reversal accepted.” 


Note: that claims more than one month old may be too old to resubmit. 


5) Select “RES” Resubmit a claim.” This results in either a payable 
(hopefully) or rejection (if the claim is too old). 
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8.7 Missed Claims 

Check for missed claims. Missed claims mainly occur in sites that utilize 
CMOP for mailing of prescriptions. The Missed claim report can reveal filled 
prescriptions that did not cross over to the POS package. It will also show all 
reversed claims, identified at the right side of the screen with the message 
REVERSAL ACCEPTED. Anything on the report that does not say 
REVERSAL ACCEPTED needs attention. 

Check for Missed Claims:
	
POS menu: POS / RPT / MNT / MISS 


Enter the date range you want to check. 

The following is an example of what the report would look like if Missed 
claims exist. The MELOXICAM for PATIENT ONE does not say 
REVERSAL ACCEPTED and needs further attention to determine if it needs 
billed or not. 
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Consolidated Mail Outpatient Pharmacy (CMOP) will cancel back 
prescriptions that they cannot fill (either out of stock, wrong pack size, 
refrigerated item to PO box, etc.). The site will then fill and mail locally. If 
Cancel Backs are processed incorrectly, this leads to prescriptions showing up 
on the MISS report. Investigate the activity log to determine if the prescription 
was filled. The '99999 RX number can be manually entered as a NEW claim 
in POS if necessary. 

8.8 POS Stranded Claims 

Stranded claims are usually caused by interruptions to the IHS network. 
The Stranded Claim report should be checked when there are power 
outages and changes to the network. 

Here are the instructions to check for stranded claims and how to fix the 
stranded claims if they are there. If you have further questions, contact 
RPMS support at: (888) 830-7280, or e-mail: support@ihs.gov 

CHECK FOR STRANDED CLAIMS: 

POS menu: POS / RPT / MNT / STR 

Use "FIRST" as the Start Time. If you run this report and it is blank, there 
are no stranded claims. The following is an example of what a report 
would look like if there are stranded claims: 
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If the stranded claims are from more than a year ago, contact RPMS 
Support. 

FIXING STRANDED CLAIMS 

1) In POS, look up each patient on the Stranded Claim Report starting 
with the first person on the list. 

POS Menu: POS / U / EV / 3: one patient 

The following patient data displays showing the stranded claims from the 
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Stranded Claims report. 


2) Note which claims are stranded. 

3) Resubmit (RES) the stranded claims. 
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The stranded claims should go through. If not, contact RPMS support. 

1) Run the URM report to update the POS Reports. 

POS Menu: POS / RPT / MNTT / URM 
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8.9 Reasons for Pharmacy Denials 
The most frequent reasons for Pharmacy denials that require follow-up are 
mentioned below: 

 Duplicate claim submission 

 Not a covered drug or requires pre- or prior authorization before 
dispensing 

 Patient not covered under pharmacy insurance plan 

 Not provided or authorized by designated provider 

 Incomplete or invalid place of service listed 

 Did not complete or enter accurately the referring/order/supervising 
physician’s name and/or their NPI number 

 Did not complete or enter the correct NPI and/or billing name or address 

 Information required to make the payment was missing 

 Modifier was missing or inaccurate 

 Dispensing drugs for more than 30 days 

 Dispensing drugs before the maximum percentage of previous days’ 
supply is used per fill history – resulting in refill too soon or plan limits 
exceeded 
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 Max on Medicare drug program allowance ($600 cap) 

 Incorrect NDC number 

 Missing or invalid BIN, PCN or group number 

Updating the Master File Report 

POS > RPT > MNT > URM 

This option must be run daily to ensure the most update to date data that 
generates on the Pharmacy POS reports. 

Printing the Rejection Report 

POS > RPT > CLA > REJ 

This report will generate a list of rejections by date and insurer. Use this list to 
identify and work rejected claims. 

Note: Focus on high-cost drugs and keep filing limits in mind when working 
the rejection report. 
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Rejections Related to Patient Registration 
(Page 4) 

The following rejections occur as a result of patient registration errors.  

Code Description 

69 Filled after coverage terminated 

52 Non-Matched Cardholder ID 

51 Non-Matched Group ID 

11 M/I Patient Relationship Code 

06 M/I Group Number 

09 M/I Birth Date 

41 Submit to Other Processor/Primary Pay (Pt has a primary insurer to bill) 

81 
Claim Too Old (this comes up when you are trying to back bill RX and it has 
a cut off to how far you can go back) 

How to fix: Go to the Patient Registration insurance page and fix the incorrect 
or missing information. 
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Rejections That Need a Prior Authorization 

These rejections will appear if a prior authorization is needed.   

Code Description 

75 Prior Authorization Required 

569 
Provider Beneficiary with CMS Notice of Appeal (non-formulary drug may 
need PA) 

608 Step Therapy, Alt Drug Therapy Reg Prior to (insurer requesting other meds) 

How to fix: Prior Authorizations are done by using the override function in 
the user screen. 

Completing a Prior Authorization 

	 Covermymeds is a website that is linked to most insurer prior 
authorization forms. https://account.covermymeds.com/login 

	 Request a form from insurer to be faxed and completed by the pharmacist 
or provider 

	 The pharmacist can initiate a prior authorization by phone; the phone 
number for PAs will display with the rejection 

Rejections That Require an Override 

An override may be needed to submit a claim with information that is missing 
or to provide greater detail needed to process a claim. The override may also 
be needed to fulfill a payer requirement.   

IHS publishes the DAW/DUR codes which are located on the RPMS 
Pharmacy POS website: ftp://ftp.ihs.gov/rpms/POS/POS%20User%20Guides/ 

Code Description 
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22 
M/I Dispense As Written (DAW) Product Selection Code (this can be fixed 
and an override code) 

88 
DUR Rejection Error (comes up with an early refill or conflict with drug other 
drugs the patient is taking) 

39 M/I Diagnosis Code 

How to fix: Use the override function in the user screen.
	

Note: Overrides should not be used to correct patient 
registration/drug/insurance setup. 

Rejections That Require Pharmacist 
Intervention 

Some rejections require the pharmacist to provide input to fix the rejection.   

Code Description 

E7 M/I Quantity Dispensed 

9E Quantity Does Not Match Dispense Unit 

79 Refill Too Soon 

88 
DUR Rejection Report (error comes up with an early refill or 
conflict with drug other drugs the patient is taking) 

How to fix: The Pharmacist must review and make corrects in the drug file. 

Rejections Related to the Insurer Setup 

Some rejections may be related to how the insurer file is set up. Work with 
your RPMS Administrator to make corrections. If unsure how to fix, contact 
the national RPMS helpdesk. 

Code Description 
NN Transaction Rejected At Switch or Intermediary 
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R9 Value in Gross Amount Due Does Not Follow Pri 

354 Submission Clarification Code 

85 Basic of Cost Determination Value Not Supported 

SYNTAX ERRORS 

INTERNAL ERROR 

Pharmacy Service Type 

M/I Patient Residence 

How to fix: May require a helpdesk ticket to be opened at support@ihs.gov or 
post to POS@listserv.ihs.gov 

Note: If sending to OIT helpdesk, please exclude PHI/PII, send a receipt and 
insurer inquiry. 

Rejections That May Be Due to 
Connectivity 

Collection issues may cause rejections that may be due to the network going 
down or any “hiccups” in the network connection. 

Code Description 

85 Claim Not Processed 

98 Connection to Payer is Down 

99 
Host Processing File Error (this also comes up when the patient is 
required to fill at a participating pharmacy) 

NN Transaction Rejected at Switch or Intermediary 

How to fix: Use the RES –Resubmit a claim in the user option 

8.10 POS Reports 
1) Totals by released day by site 

POS Pharmacy electronic claims report  Claims result and status by 
site 

This report will give metrics of the daily claims at each facility. The data 
supplied by this report should be used by each site to standardize payable 
claims data, prescription volume, and paper claims data. 

2) Rejected claims by reject code 
POS Pharmacy electronic claims report  Claim results and status 

This report can be screen captured to be uploaded into a tool that was 
provided to IHS by CDR Nicholas Sparrow. The tool is readily available 
and should be used by each site pending RPMS modifications to 
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streamline this process. 

3) Paper claims report 
POS Pharmacy electronic claims report  Claim results and status 

This report should be generated and either printed or screen captured to 
ensure that these claims are being addressed. These claims have been 
flagged to be billed as a paper claim. These claims may have been flagged 
as paper claims for several reasons.  

a) The claims may need to be billed on paper. 

b) The claims may have exceeded the allowable billable amount. 

c) The insurer may be improperly set up. 


4) AR Period Summary Report 
POS Pharmacy electronic claims report  Administration reports 

This report may be generated to show what has been posted. This report 
dollar figure should be compared to the Totals by released day by site 
Report, but it should be expected that the dollar figure will not be accurate 
for a month or two considering that the payments are not posted 
immediately.  

5) NCPDP Fields 
POS Pharmacy electronic claims report  Other report  List 

This report should be screen captured and printed to be used for correcting 
rejected claims. 

6) Medicare Part D Eligibility Check 
POS Pharmacy electronic claims report 

This should be used to check the Medicare Part D eligibility of uninsured 
patients. 

7) Survey if recent providers have ID #s  
POS Pharmacy electronic claims report  Surveys of RPMS database 

This report will provide a list of all providers, their DEA #’s, and their 
NPI #’s. 

8) POS Setup – Detailed Report  
POS Pharmacy POS Manager Menu  Pharmacy Point of Sale Setup 
Menu 

Print this report out and use it to remove any unbillable NDCs that are 
setup as a whole or under specific insurers. This report will show all the 
detailed information of the insurers in the system. It will also show 
whether or not OTC drugs are set to billable. The report will also give the 
DEA and Medicaid number for each site. It also lists the pricing table 
information to include the source, multiplier, and whether or not the 
formula is in use. It will also show how many points are assigned to each 
insurer. It is a great source of information for the entire backbone of the 
point of sale billing process. 
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8.11		 Subscribing to the IHS POS ListServ 
Instructions for subscribing to POS Listserv: 
Send an e-mail to: listserv@listserv.ihs.gov. In the body of the message type, 
subscribe POS, and type in your name and e-mail. You will receive an e-mail 
indicating you have been added to the ListServ.   

8.12		 POS User Tip Chart 

For additional information, reference the POS User Tip Chart in the appendix. 

Note: This tip sheet is not all inclusive. Sites may have a different system 
setup, so this document simply serves as a reference. 

For additional resources and information, reference Part 4, Appendix “Helpful 
Links” and “RRIP Information.” 

8.13		 Transfer Drug Prices from Drug File (DTFE)  

In order for RPMS Third Party Billing to reflect the drug prices from 
the Drug file and in Pharmacy POS, the drug prices must be imported 
into 3PB. 

This is performed as soon as the updates to the Drug file have been installed 
and updated in RPMS. A percentage increase or decrease must be added to 
correctly reflect the charge billed in the POS system. 

Main Menu TMTP FETM DTFE 

This option enables the user to automatically transfer the Average Wholesale 
Price (AWP) price per dispense unit or the cost per dispense unit from the 
Drug file to the Third Party Billing Fee table. These values from the Drug file 
will be used to populate the specified fee table in Third Party Billing. Before 
transferring the fees, the user may elect to apply a specified percentage 
increase or decrease. 

Note: Save the global ABMDFEE before executing this option.  

1) Type Y or N at the “Continue? No//” prompt. If you type N, you will be 
returned to the Fee Schedule menu. 

2) Type the fee table entry number at the “Update which Fee Table Entry:” 
prompt. If you need to see a list of options, type a question mark (?) at the 
prompt and make your selection from the list of options that appears. 
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3) Type the number that corresponds to the Drug file field that you wish to 
transfer data from at the “Select Field from Drug file to Transfer: 1//” 
prompt. 

4) Type Y or N at the “Apply Percentage Increase or Decrease?” prompt. If 
you type Y, you will apply a percentage increase/decrease to the price 
before storing it in the Third Party Billing Fee Table. If you do not want to 
apply an increase or decrease to the price, type N and skip to step 7. 

5) Type 1 (increase) or 2 (decrease) at the “Enter Response:” prompt. 

6) Type the percentage that you wish to either increase or decrease the price 
by at the “Enter Percent (0-99999):” prompt. This number should be 
entered as a whole number (e.g., type 10 for 10%). 

7) The system will display a review of your selections. Verify that you’ve 
entered your selections correctly and type Y or N at the “Continue: No//” 
prompt. If you type Y, the system will process the drug data transfer. If 
you type N, you will be returned to the Fee Schedule menu. 
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8.14 Frequently Asked Questions (FAQ) 
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For all Q&A, contact your local IT and follow the local IT Tiering structure. 
Most of the below items can be handled at the local IT level, before contacting 
RPMS/IHS support. 

1) What happens if I run the Stranded Claim Report and have a stranded 
claim? 

a)		 If there are one or two claims “stranded” but the POS claims are 
otherwise processing okay, try Resubmitting the “stranded” claims 
(POS User Screen/ EV/3 – Patient / RES). If that doesn’t work, contact 
RPMS Support at 1-888-830-7280 or support@ihs.gov. 

b)		 If POS claims have stopped processing and all seem to be stuck, 
contact RPMS Support at 1-888-830-7280 or support@ihs.gov. 

2) What does the “asleep” error message mean? 

Wait for retry (insurer asleep) after 19:58:22 for BC/BS OF 
ARIZONA INC. (572512.00...001) 

This is a safety feature (pause) built into the system to keep claims from 
overloading the system. It will also go into sleep mode when the processor 
(payer end) has downtime and isn’t processing. 

These claims will resume processing on their own. If it has been more than 
a day since claims have been processing, contact RPMS support at 1-888-
830-7280 or support@ihs.gov. 

3) Are there any other menu options that business office staff would need? 

The following menus might be useful for business office staff when 
reviewing rejected claims, reversed claims or doing back-billing. 

VWRX – View Prescriptions [PSO VIEW] – to view the activity log of 
a particular prescription. 

MEDP – Medication Profile [PSO P] – to view the medications a patient 
has received over a particular time period. 

4) Are there any other menu options that pharmacy staff would need? 

If the pharmacy wants to understand rejections related to eligibility issues, 
this menu option will be helpful: 

VIEW – View patient's registration data [AGVIEWONLY] 

5)		 The claim did not transmit, and this message was displayed: PCC Link 
problem during visit lookup. What does that mean? 

There is something wrong with the prescription. This can happen when 
trying to submit a prescription under NEW claim (from POS User screen), 
which has been deleted from the system. Another reason could include a 
visit date not being merged with the pharmacy date and data entry or IT 
can merge the visits.  
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6)		 When exiting the NEW claims window, I press the <F1> key and the letter 
“E” and nothing happens except the letter “E” being typed.  

The <F1> key needs to be reprogrammed to <PF1>. See your site manager 
for assistance. 

7) Is there any regular maintenance the site manager should be doing? 

On a daily basis, check the Error Trap for program errors – D ^XTER. 

8) What if it is reported that POS claims are not processing anymore? 

Verify that there have not been changes to the network.   

9) It has been reported that the prices and drug file information is not correct 
anymore.  

Verify that the last AWP patch was loaded correctly. 

10)  How do I fix a rejected reversal? 

If a reversal rejects you will need to contact the insurance company and 
have them reverse it for you or find out why they rejected it. Some 
insurers have a set amount of days you have to do a reversal.  

Note: Even if the insurance reverses the claim manually on the phone, it 
does not fix the claim within Point of Sale. It is as if the claim is corrupt. 
The claim will still say Reversal “rejected” within POS, making the 
reports inaccurate. If the claim is not manually reversed, you will still 
receive a payment on these claims. This occurs if the claim is Reversed, 
then Resubmitted, but the “Reversal” is rejected (generally due to a time 
out error), and the “resubmittal” is submitted, the resubmittal will not go 
through, thus creating a payment for the initial claim, and no payment for 
the second claim, however, the receipt in POS, may appear that the second 
transmittal for the same prescription number was paid, when in fact, the 
claim is still paid for the first transaction because it was never reversed, 
due to the error Rejected “83:Duplicate Paid/Captured Claim”. A Rejected 
claim cannot be reversed in POS. Once insurance manually reverses these 
claims, if needed, the claim can then be resubmitted in POS, the claim 
should then be “Paid” with the corrected information in the Receipt and 
with the insurance. This will fix the claim in Point of Sale, and also fix it 
for posting to the EOB for the payment. 
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About Secondary Billing 

Secondary billing refers to the process of identifying other payers that may be 
billed on behalf of the patient for a remaining balance that would otherwise be 
billed to the patient. If the patient, either via work benefits, state assistance or 
other means carries additional health coverage, that coverage may be billed. 
This allows the site to maximize benefits on behalf of the patient. 

Using the coordination of benefits model, the biller determines the primary 
payer and any supplemental payers that may be billed for the services the 
patient received. This eligibility is recorded in the practice management 
system and should appear as a billable entity if the benefits allow for billing of 
that service. 

All supplemental billing must be completed in a timely manner. This must be 
completed prior to billing the nonbeneficiary patient for their balance due. 
Once a claim is processed, the patient may be liable for a copayment, 
coinsurance or deductible. These balances are usually billed to the 
supplemental payer. Amounts that were denied or not covered by the payer 
may not be billed to a supplemental payer. All supplemental billing must 
contain the prior payers Remittance Advice to inform the payer of the prior 
payers processing of the claim. In many cases, these documents (attachments) 
are now able to be sent electronically. 

Creating Secondary Claims 

This is the procedure for creating secondary claims. For this process to be 
successful, keep the following points in mind: 

	 Ensure that your Accounts Receivable staff are rolling back the 
payment/adjustment data. 

	 Have all supporting documentation (copy of primary remittance advice) 
on hand during secondary billing. 

	 Never submit the original primary EOB to the secondary payer. 

	 If the primary EOB contains multiple claims for different patients, on a 
copy of the EOB, cross out patient data not related to the claim being 
submitted.  

Identifying Supplemental Claims 

Claims that have been posted and the balance brought to a zero balance will 
need to be “rolled back” to the Third Party Billing system in RPMS from 
Accounts Receivable. In order for the bill to roll back the transaction data, the 
following must be true: 

99 Version 2 
    March 2019 



        
  

   
   

  
  
   

 

    

 
       
      

    

 

    
 

 

 

 

 

  

  
  

 

 

 

 
 
 

 
 
 

 

 

 

   
 

 

ROLLOVER 30.00 TOTAL PAY* 0.00 

Pat: DEMO,JOHN Visit Type.: OUTPATIENT
Bill Status: 

S: MEDCO HEALTH PRESCRIPTION 

Indian Health Service Revenue Operations Manual
	

 The bill balance must post to a current balance of $0.00. 

 The user must answer Yes to the Rollover as you Post question. 

Rollback to Third Party Billing 

The process of rollback occurs when the transactions posted to the bill result 
in a zero balance ($0.00) to the bill. The system will check eligibility for other 
payers that may be billed, regardless of the payers billed on the original claim. 
When eligibility is found, the user will see the following screen. 

Reviewing Bill 31254A-IH-123567 6743 
BILL 31254A-IH-123567>PAYMENTS< >ADJUSTMENTS< 
BILLED 30.00 3-P CRD 0.00 NON-PAY 8.10 
PAY TOT 0.00 PAYMENTS 0.00 DED 0.00 
ADJ TOT 30.00 PAY CRD 0.00 CO-PAY 21.90 

WR OFFS 0.00 PENALTY 0.00 
GROUPER 0.00 STC 0.00 
REFUND 0.00 TOTAL ADJ* 30.00 

Original bill approved with the following: 

P: BC/BS OF ARIZONA INC 

T: ARIZONA MEDICAID 

Enter RETURN to continue: 

CHECKING FOR UNBILLED SOURCES. 
[1] MEDCO HEALTH PRESCRIPTION
[2] ARIZONA MEDICAID 

Re-open claim for further billing? (Y/N)? YES 

Claim Number: 31254 is now Open for Editing! 

To re-open the claim for editing, type Yes and press Enter. The claim will 
open in Third Party Billing with a claim status of Rolled-In Edit Mode. This 
means that running the Brief Claims Listing (BRRP) allows the user to select 
a claim status of Rolled-In Edit Mode for a list of claims ready to be billed to 
a supplemental insurer.

 +-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+ 
| THIRD-PARTY BILLING SYSTEM - VER 2.6p13 |
+ Edit Claim Data + 
| INDIAN HEALTH HOSPITAL |
+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+-+ 
User: LUJAN,ADRIAN M 1-APR-2015 9:33 AM 
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Select CLAIM or PATIENT: 31254 DEMO,JOHN
Clm:31254 12-14-2014 OUTPATIENT LABORATORY SERV INDIAN HOSP 

MEDCO HEALTH PRESCRIPTION ROLLED-In Edit Mode 
Correct Claim? YES// 

The claim is now ready to be edited and billed. 

Medicare as a Secondary Payer (MSP) 

“Medicare secondary payer” is the term used by Medicare when it is not 
responsible for paying a claim first. When Medicare is secondary payer, the 
order of payment is the reverse of what it is when Medicare is primary. The 
other payer pays first and Medicare pays second. 

The role of Medicare as the secondary payer is similar to the coordination of 
benefits clause in private health insurance policies. By federal law, Medicare 
is secondary payer to a variety of government and private insurance benefit 
plans. Medicare should be viewed as the secondary payer when a beneficiary 
can reasonably be expected to receive medical benefits through one or more of 
the following means: 

 An Employer Group Health Plan (EGHP) for working aged beneficiaries.  

 A Large Group Health Plan (LGHP) for disabled beneficiaries.  

 Beneficiaries eligible for End Stage Renal Disease (ESRD).  

 Auto/medical/no-fault/liability insurance. 

 Veterans Affairs (VA). 

 A Workers’ Compensation plan. The Federal Black Lung Program.  

Individuals not subject to the MSP provision include: 

 Individuals enrolled in Part B only. 

 Individuals enrolled in Part A on the basis of a monthly premium. 

Tribal Self-Funded Insurance  

For American Indian and Alaska Native (AI/AN) beneficiaries receiving care 
in an IHS/tribal/CAH, Medicare will make a conditional payment for those 
beneficiaries that are employed by the tribe and covered under tribal self-
insurance. Medicare is primary for services rendered in an Indian Health 
facility; however, once the patient receives services at a non-IHS facility, the 
tribal self-funded insurance is primary.  

During the collection of MSPQ information, if it is determined that the 
beneficiary is employed by the tribe, a conditional payment claim must be 
submitted each time the beneficiary receives either an outpatient encounter or 
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an inpatient admission.  

Medicare’s systems cannot distinguish self-insurance from third party 
insurance. This does not affect claims processing or payment; however, CMS’ 
Medicare Secondary Payer Recovery Contractor (MSPRC) may later include 
IHS provider claims in a demand for repayment. The tribe’s self-insurance is a 
valid defense against the inclusion of such claims; to assert this defense, the 
tribe must provide the MSPRC with documented proof that it was self-insured 
at the time the IHS facility provided the relevant services. Upon receiving the 
appropriate documentation, the MSPRC will remove the IHS provider claims 
from the debt. 

For more information, reference the Medicare Administrative Contractor’s 
website. 

Medicaid as a Secondary Payer 

Medicaid is typically referred to as the “payer of last resort” and may cover 
most, if not all services when billed as a secondary provider. Each state and 
sometimes their Managed Care Organizations (MCO’s) require different 
billing situations. For example, When Medi-Cal is the secondary payer to 
Medicare or a Medi-Cal Managed Care Plan, the negotiated wrap-around rate 
is billed to Medi-Cal. The 3PB claim is split – one bill is submitted to the 
Managed Care Plan, the other is billed to Medi-Cal for the wrap-around. The 
programs do an annual reconciliation with DHCS Audits and Investigations 
for these payments.  

When Medi-Cal is secondary payer to private Insurance, the total all-inclusive 
rate is billed regardless of the primary payer payment.  

The State Medicaid plan will advise based on their policy how the claim will 
need to be submitted. Contact your state’s plan for additional information. 
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About VA Billing 
The Indian Health Service and Veterans Affairs (VA) are working together to 
improve the health status of American Indian and Alaska Native (AI/AN) 
veterans. In October 2010, an MOU between VA and IHS was renewed and 
signed to establish coordination, collaboration, and resource-sharing between 
VA and IHS. 

The Department of Veterans Affairs, signed a MOU with the IHS to provide 
reimbursement for direct care services provided by the IHS to eligible 
American Indian/Alaska Native (AI/AN) Veterans.  

On December 5, 2012, VA and IHS signed the National VA/IHS 
Reimbursement Agreement which sets the guidelines of this reimbursement 
agreement. The agreement marks an important partnering achievement for 
VA and the IHS and is consistent with mutual goals to increase access to care 
for Veterans. 

As a result of the National VA-IHS Reimbursement Agreement, VA-IHS 
Local Implementation Plans were established in 2013 between IHS facilities 
and local VA Health Care Systems in order to facilitate reimbursement.  

Billing 

Coordination of Benefits 

The VA Medical Benefit Plan (VAMB) is considered the payer of last resort. 
Currently in the RPMS Third Party Billing system, VAMB will generate 
before Medicaid and Medicare. Billing staff must ensure all insurance plans 
have been sequenced correctly to ensure correct Coordination of Benefits. 

If a claim is submitted to other insurers where the VAMB insurer is listed as 
another payer and the insurer denies the claim stating that the VA must be 
billed first, the biller should submit a copy of the IHS-VA agreement to that 
insurer, indicating that the VA is the payer of last resort. 

Secondary Billing is to be done only when Private Insurance has been billed 
first. You must provide a copy of the Payment/Denial EOB from the Private 
Insurance Company. DO NOT secondary bill from Medicaid or Medicare. 

Claim Form Requirements 

The VA Station Number and the Contract Number will need to print on each 
paper claim form. The entries are added in the RPMS Third Party Billing Site 
Parameters. 
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The VA Station Number is a three-digit number and identifies the VA 
Medical Center associated to the IHS facility where the patient was seen. 

VA STATION NUMBER 

Export 
Mode 

Form 
Locator 

RPMS 
Page 

RPMS Field 
Description 

Example 
VA 
Facility 

CMS-1500 
or 837 
Professional 

Block 23 3 
Prior 

Authorization 
Number 

568 
Fort Mead 

VA 

UB-04 or 
837 
Institutional 

Block 63 3 
PRO Approval 

Number 
0568 

Fort Mead 
VA 

ADA2012 
Check with your local VA regarding Dental Claim 

Requirements 

The Contract Number is the number that the VA assigns to the IHS facility 
once the Local Implementation Plan has been signed. This number must be 
included on the claim. 

CONTRACT NUMBER 

Export 
Mode 

Form 
Locator 

RPMS 
Page 

RPMS Field 
Description 

Example 
VA 
Facility 

CMS-1500 
or 837 
Professional 

Block 19 3 
HCFA-1500 
BLOCK 19 

VA-568-
IHS-0001 

Fort Mead 
VA 

UB-04 or 
837 
Institutional 

Block 80 9F Remarks 
VA-568-
IHS-0001 

Fort Mead 
VA 

ADA 
Check with your local VA regarding Dental Claim 

Requirements 

Itemization of Charges 

Although the Reimbursement Agreement states that the IHS facilities shall be 
reimbursed for outpatient services at the All-Inclusive Rate as published in the 
Federal Register, all claims must be submitted displaying the itemized 
charges. The initial set up of the insurer allows the claim to itemize in the 
Claim Editor. 

Outpatient Claims 
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Outpatient services, as indicated in the Insurer File setup, are to be billed on 
the CMS-1500 or the 837 Professional export mode.  

Note: With the exception of Pharmacy, all services must be billed on one 
claim form which means only one claim may be submitted per visit. 

Medications may be billed but the charges would need to be split from the 
Medical claim onto a new claim. 

Note: Billers should double check that pharmacy claims are not also being 
billed via POS to a private payer, as they will appear on the flagged as billable 
report for VA billing. 

ASC Claims 

All services pertaining to Ambulatory Surgery are presented (billed) on a 
CMS-1500 ONLY. Do not bill professional services on a separate claim form. 
All services, facility and professional, are billed on one claim form. 

Emergency Room 

Emergency Room services may be billed but will need to be billed out on a 
UB-04 or 837 Institutional claim form. Sites that normally split the 
Emergency Room claim to bill the Professional Component separate from the 
facility charges will need to ensure that all billing is approved on one claim 
form. This means the Professional Component must be billed along with the 
facility charges.  

Inpatient Claims 

Inpatient claims will need to be billed on the UB-04 or the 837 Institutional 
claim form. Charges will be itemized and the DRG added to Form Locator 71. 
The Inpatient Professional Component may be split onto a separate claim and 
billed using the CMS-1500 or the 837 Professional claim form.  

Dental 

The VA agreement allows for billing dental services but is very limited in the 
services that are covered. Prior to billing any dental services, please contact 
the VA to ensure the services provided will be covered. 

Covered dental services may be billed under the ADA 2012 claim form. 

Pharmacy Billing 
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The VA requires prior authorization for coverage of non-VA formulary drugs 
dispensed at Tribal Health Programs (THPs) who have entered into a VA/THP 
Agreement. The VA may require prior authorization for coverage of non-VA 
formulary drugs dispensed at IHS facilities in the future. This section will be 
updated as more information becomes available. 

 At this time, medications are not billed using the Pharmacy POS. Medications 
shall be split from the medical claim. Medications are billed on a CMS 1500 
Form to the VA using J3490. For more information, reference the “VA 
Medical Benefits User Manual” in the appendix. 
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11.		 Billing for Commissioned Officers and Their 
Dependents (BMP) 
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About BMP Billing 

The Commissioned Corps of the U.S. Public Health Service is a team of more 
than 6,500 full-time, well-trained, highly qualified public health professionals 
dedicated to delivering the Nation’s public health promotion and disease 
prevention programs and advancing public health science. As one of 
America’s seven uniformed services, the Commissioned Corps fills essential 
public health leadership and service roles within the Nation’s Federal 
Government agencies and programs. Officers serve their country in 
communities that are most in need by providing essential health care services 
to underserved and vulnerable populations. 

BMP Billing refers to the Beneficiary Medical Program billing program that 
provides reimbursement for medical services provided to Commissioned 
Officers and their dependents who seek care at an Indian Health Care facility. 
Tricare may also be used to bill for services, but the facility may only bill one 
entity, not both. Historically, I/T/U providers have billed BMP for all visits. 

Billing may not occur to BMP for Commissioned Officers and their 
dependents who reside in the following urban cities where services from non-
I/T/U facilities may be provided. The locations are: 

 Washington D.C.  Phoenix, Arizona  Tucson, Arizona 

Metropolitan Area 


 Albuquerque, New  Lawton, Oklahoma  Claremore, 

Mexico Oklahoma
	

 Rapid City, South  Tucson, Arizona 

Dakota 


Tricare has a sufficient number of providers in the locations listed above to 
require all PHS beneficiaries (officers, dependents and retirees) to access local 
Tricare providers in these areas for medical services. IHS will not be 
reimbursed for PHS beneficiary care provided in these locations. 

Covered Services 

Encounters that are considered medically necessary and conducted face-to-
face are covered. Diagnostic or Prognostic services provided to a 
commissioned officer or their Dependent is billed using the All-Inclusive 
Rate, as published in the Federal Register as Other Federal Agency. 

The following table lists examples of billable/reimbursable visits: 

Type of Service 
Billed and Reimbursed at… 

Outpatient 
AIR 

Inpatient 
AIR 

Itemized 
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Medically necessary Outpatient services 
provided by a licensed provider X 

Medically necessary Inpatient services 
provide by a licensed provider X 

Medically necessary Physician Services X 
Medically necessary Optometry, Dental, 
Physical Therapy, etc. X 

Medically necessary “stand alone” Lab, 
Radiology, etc. visits X* 

Medically necessary Pharmacy visits 
(regardless of the number of prescriptions) X* 

Medically necessary Ambulatory Surgery 
visits 

X 

*If counted as a separate visit for visit count purposes 

Use the discretionary thought: “would we be reimbursed by any other Third 
Party Resource” for definition of non-billable visits. For example: 

	 Over the Counter Medications, i.e., vitamins, aspirin, nonprescription 
cough syrup, lice shampoo. 

	 Eye glass adjustments, hearing aid adjustments, if it would normally be a 
courtesy visit in conjunction with another visit. 

	 Split Visits – DO NOT SPLIT ancillary services off of a medical visit and 
bill separately, if you would normally include them in the visit count as a 
“combined visit”. 

	 Administrative Encounters – Example, providing paperwork to an 
individual should not be billed as a Medically Necessary Visit. 

Billing Basics 

Normal billing guidelines and submission timelines apply when billing to the 
Beneficiary Medical Program. Be sure to follow up with BMP to ensure 
timely processing. 

The RPMS Third Party Billing application is used to create a claim from the 
visit data in the Patient Care Component (PCC). Historically, spreadsheets 
listing a summary of visits were provided to BMP, which were processed and 
paid but creating the claim and submitting a Transmittal Listing from RPMS 
allows for the receivable to be tracked in the Accounts Receivable application 
and aides the facility in knowing the amounts billed and the outstanding 
receivables pending claims processing at BMP.  

Process 
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The process for generating the claim and billing is as follows: 

1) Patient Registration must contain the eligibility information for BMP. 

2) Visits will be entered into PCC/EHR just as all other visits. 

3)		 Claims will be generated, edited, and approved (bills) via the RPMS Third 
Party Billing package and printed. Invoices will be transmitted to UFMS 
using the “Other” allowance Category. 

4)		 All claims/bills will be submitted to the Area Office (designee) to create a 
summarized SF1080 to be attached to copies of the claims and submitted 
to BMP. Address is: 

Beneficiary Medical Program IHS,  

5600 Fishers Lane, Parklawn Bldg., Room 4C-06,  

Rockville, MD 20857.  


Contact person: Alicia Guy: aguy@hhs.gov 
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Helpful Links 

1) Point of Sale (POS) Guides: 
ftp:\ftp.ihs.gov\rpms\POS\POS User Guides\ 

2) Card Finder, Script View and Payer Sheets Website (login required): 
https://secure.erxnetwork.com/logon.aspx?ReturnUrl=\Default.aspx 

3) National Provider Identifier (NPI) Registry: 
https://npiregistry.cms.hhs.gov/ 

4) For POS Updates (email): 
POS@listserv.ihs.gov 

RRIP Information 

It has been a long time since an update to the RRIP has been released, and 
there have been some significant changes (mostly to opioid management 
related items) since the last version. Please replace older versions with this 
version and share the reports it generates with your multi-disciplinary teams. 
Also, please feel free to share the RRIP with anyone within our I/T/U system. 
Knowing where we are with opioid prescribing helps tremendously as we 
work as a team to ensure we are keeping risk of overdose and misuse to a 
minimum while providing the care our patients need. 

For those of you know do not know what the RRIP is with respect to opioid 
management, please let me list a few of the things it can calculate for you 
within minutes: 

1) MMEs for every script you have dispensed 
2) Average Daily MMEs for all scripts combined divided by division 
3) Average Daily MMEs prescribed by each provider 
4) Total Daily MMEs for patients over a two different thresholds you specify 

and give you counts of total number of patients over those thresholds and 
how many of them received a benzo as well 
a) By Total Daily MME, I mean if a person is one two different opioids 

concurrently, it will add those together and give you the total daily 
MMEs the patient is receiving 

5) Total number of controlled substances dispensed as well as the total 
number of opioids dispensed 

6) Total number of patients receiving any opioid 
7) Total number of controlled substances dispensed by drug 
8) Total MMEs for all scripts combined divided by division 
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9)		 Total MMEs prescribed by each prescriber  

Highlights of major changes are below: 

1) Sites using ERx or Outside Pharmacy – Print for controlled substance 
scripts can now monitor the opioid prescribing at their site using the new 
CSM + ERxT button (Yellow) 
a) While extensive effort was made to ensure accuracy of the CMS + 

ERxT and ERxT report processor, there was limited availability of 
ERxT sites among the testing group. 

Therefore, if you begin to use the RRIP with the ERxT report and 
notice something that doesn’t seem quite right, please notify me and I 
will look into it and get it fixed 

b) To run an ERxT report without the CSM report, simply cancel the 
window that asks for a CSM report 

c) If RRIPing both reports, they need to be for the exact same date range 
2) Methodology was updated to use the CDC methodology for opioid 

surveillance 
3)		 User manual is now embedded in the main RRIP file and can be found 

under the “User Manual” tab 
a) New instructions were added on how to divide multi-division files up 

(if you can by only choosing one division when running the report) 
b) New instructions were added on how to combine sites that don’t show 

up in a single report 
c) All in-program instructions are now part of the instructions manual so 

they can be referenced as you go 
4) A new “Definitions and Explanations” tab was created that explains the 

methodology and algorithms the RRIP uses in detail 
5) The conversion factors used for MME calculations can be found in the 

“Conversion Factors” tab 

If you have never used the RRIP before, please start with the user manual and 
follow the instructions carefully. Give yourself 1 hours to get yourself up and 
running. 

After you have successfully created your first reports, creating reports usually 
takes less than 5 minutes.  

If you have used the RRIP before, re-read ALL in-program pop-ups as they 
contain new information. Also, please take a moment to review the 
“Definitions and Explanations” tab as it contains valuable information to help 
you better understand what the numbers in the RRIP represent with respect to 
opioid management. 

If you are using Office 2016 you will need to follow the following steps to be 
able to use the macros in the RRIP: 
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1) Open Internet Explorer 
2) Click on the gear-looking icon at the upper right of the window 
3) Click on “Internet Options” 
4) Click on the “Security” tab 
5) Click on the “Local intranet” icon 
6) Click on the “Sites” button 
7) Click on the “Advanced” button 
8) In the field “Add this website to the zone:” type the server location where 

your file is stored. I would suggest not putting the specific folder in here, 
but rather the core folder for your department. It will be something like 
\\phxtestserver\departments\. You might have to ask your IT for this, but if 
you pull up “This PC” or “My Computer” and click on your mapped 
network drive, it should give you the location in the address bar at the top 
of the window. 

9) Once you have entered the address, click the “Add” button. 

10) Close Internet Explorer. 

11) Close and reopen the RRIP. – Remember that you have to manually
	

“Allow access to the VBA Project Module” for everything to work well if 
you are using the new 2016 version for the first time. 

Lastly, just a tip on determining the number of chronic opioid patients. The 
CDC Quality Improvement collaborative defines “long-term” (also known as 
chronic opioid therapy (COTS)) use as ≥ 60 days in the last quarter (let’s just 
call that 90 days). If you want to use that definition, the way you can get a list 
of these patients is the following: 

1) Session log a CSM or CSM and ERxT for 90 days 
2) When you RRIP the report, set the “Days Above the Threshold” to 60 
3) In the RRIP’d report, go to the TDMME by Patient tab, and all the patients 

in the table will be your “long-term” users 

VA Medical Benefits User Manual 

ical BenefVA Med its 

User Guide_3.0-2018.d
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FMCRA FLOW CHART Full name & DOB of 
injured party 


Date, location, 
description of 


incident 


Description of 
injuries 


(1) Third party and 
third party’s 


liability insurance 
carrier or (2) 


injured party’s 
attorney. 


 


NO STOP 
 
 


  
 


 
OGC determines the amount of the potential claim: 


1. Medical Records: Progress Notes showing 
treatment of injury on or after DOI 
2. PRC: Amount of P.O.’s paid or open for 
treatment of injury on or after DOI (OGC can 
only include paid P.O.s in IHS’ claim) 
3. Business Office: Injured party covered by 
other resources (use A/R Parent Satellite Setup 
field) 


YES 


OGC prepares statement of claim: 
Sends to injured party’s attorney or, if no 


          attorney, to the third party liability insurer 
OGC schedules communication: 
          Periodic follow-ups with injured party’s 
 attorney or third party liability insurer 
  


 


 
OGC processes requests for compromise or waiver 


 1. Convenience of the government or 
 2. Unjust financial hardship 


Reimbursement to PRC or 
FMCRA service categorgy. 


 


Process for recoveries: 
1. Attorney or insurance adjuster 
mails check payable to IHS to 
OGC 
2. OGC sends check to IHS 
3. IHS deposits into appropriate 
IHS account 


OGC closes the claim. OGC closes the claim. 


 
 
OGC determines whether there is third party 
liability & the validity of a FMCRA claim 


Minimal Care 
or 


Other Resources 







 


 Accident Records 
Request 


Self-
reporting 


D
is


co
ve


ry
 


The identification of a 
potential FMCRA cases can 
occur in a number of ways.  


1) Admission personnel 
should note if patient 
was injured as the 
result of an accident 
and inquire if patient 
has plans to retain an 
attorney. If so, file 
should be flagged for 
further follow-up.  


2) An attorney’s  request 
for records can be an 
indicator of a potential 
FMCRA claim. Records 
requests should be 
flagged for further 
follow-up and 
forwarded to FMCRA 
coordinator. 


3) The patient or more 
likely the patient’s 
attorney can alert the 
service unit of a 
possible FMCRA case. 


    


Ev
al


ua
tio


n 
Ev


al
ua


tio
n 


Is attorney 
involved? 


Yes 


Obtain Attorney 
Information & 
Details of Injury 


Gather related 
claims 


Obtain Insurance 
Information 


Bill Other Viable 
Insurance 


Claims Denied 


Forward to OGC 


Claims Paid 


No Further 
Action Required 


No other 
insurance 


Gather Claims 


Forward to OGC 


   No 


No further 
FMCRA Actions - 
Process Normally 







Third party requests for access to beneficiary records must be in writing and must contain a valid HIPAA 
Authorization (IHS Standard: http://www.ihs.gov/puf/documents/IHS-810.pdf).  Beneficiaries may request their 
records in person with proper identification. 


May 17, 2017 


Name of Law Firm, Insurance Company, or Requesting Party 
Address 
City, State & Zip Code 
 
Re: Injured Party:  Injured Party/Beneficiary 


Date of Accident:  Date of Loss 


The Indian Health Service (IHS), an agency within the Department of Health and Human 
Services (HHS), is responsible for providing health services to Native Americans and Alaska 
Natives.  As beneficiaries of IHS, Native Americans and Alaska Natives may be entitled to 
health services furnished at the Government’s expense. 


However, pursuant to the Federal Medical Care Recovery Act (FMCRA), 42 U.S.C. §§ 2651-
2653, the United States is entitled to recover the reasonable value of medical care provided to 
persons who are injured as a result of a third party.  The Office of Management and Budget 
(OMB) establishes the rates for treatment furnished in Government medical facilities.  The 
recovery for treatment furnished in private facilities at Government expense is the actual amount 
paid by the Government. 


Reference is made to your request for billing information concerning the above-named 
individual.  We are currently in the process of determining what information might be available 
to comply with your request.  Please be advised that as a beneficiary of the IHS, the above-
named individual was not charged directly for the care they received and will not personally 
incur costs for their medical treatment from this facility. 


In the event IHS has furnished health care to the above-named individual at Government 
expense, the HHS, Office of the General Counsel (OGC), may assert a claim under FMCRA on 
behalf of IHS.  Alternatively, if IHS has billed and/or received payment from an alternate 
resource (i.e. Medicaid, Medicare or private health insurance), copies of those bills will be 
provided by this facility once the OGC has processed the potential claim under FMCRA. 


We will forward your request to OGC if we determine that a FMCRA claim may exist.  Should a 
claim be made by OGC, an itemized bill will not be available from OGC or IHS as the claim will 
constitute the cost of the treatment provided, based on the rates established by OMB. 


Should you have any questions concerning this correspondence, they should be directed to: 


Facility FMCRA Coordinator at Service Unit Number. 


Business Office Manager 
Service Unit 
Service Unit Number 
 



http://www.ihs.gov/puf/documents/IHS-810.pdf





Total Total


IHS Dates of Service FMCRA Calculation Sheet


IHS Facility


IHS Rates
Start Date End Date Inpatient Outpatient


Date of Service Service Unit Amount Date of Service Service Unit Amount Date of Service Provider Amount 1/1/2013 12/31/2013 $2,272.00 $330.00
1/31/2016 White Earth $2,655.00 2/1/2016 White Earth $368.00 1/1/2014 12/31/2014 $2,413.00 $342.00


-- 2/2/2016 White Earth $368.00 1/1/2015 12/31/2015 $2,443.00 $350.00
-- -- 1/1/2016 12/31/2016 $2,655.00 $368.00
-- -- 1/1/2017 12/31/2017 $2,933.00 $391.00
-- --
-- --
-- --
-- -- Summary of Payments
-- -- Total Inpatient $2,655.00
-- -- Total Outpatient $736.00
-- -- Total Purchased & Referred Care $0.00
-- --
-- -- $3,391.00
-- --
-- -- Patient Information
-- --
-- --
-- --
-- --
-- --
-- --
-- --
-- -- Attorney Information
-- --


-- --
Fax Number


-- --
-- --
-- --
-- --
-- --
-- --
-- --
-- --
-- --
-- --
-- --
-- --
-- --
-- --
-- --
-- --


Total $2,655.00 $736.00 $0.00


<Enter Patient Name>
<Enter HR #>
<Enter Date of Incident>


Attorney/Adjuster 
Address


<Enter Address>


Phone Number <Enter Phone #>


Email Address <Enter email address>
<Enter Fax #t>


Attorney/Insurance 
Adjuster Name


<Enter Name>


Inurance Claim No. (if 
applicable)


<Enter Claim No. if 
Applicable>


IHS Facility IHS Facility


Instructions: For direct care, enter the dates of service for inpatient and outpatient services and the name of the service unit in the appropriate columns below. For direct care the amount of reimbursement will populate automatically 
based on IHS Rates (see IHS Rates Table to the right). For purchased and referred care (PRC), enter the dates of service, PRC provider name, and amount reimbursed for the PRC services by IHS.


Inpatient Outpatient


<Enter IHS Facility>


Inpatient & Outpatient
Purchased  & Referred Care


Injuries Description <Enter Brief  Description of 
Injuries>


Total


Patient Name
HR #
Date of Incident







U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES Office of the General Counsel 
 


   Office of the Chief Counsel, Region V 
  233 North Michigan Avenue, Suite 700 
  Chicago, IL 60601-5502 
  
  Telephone: (312) 353-1640 
  Facsimile: (312) 886-1718 


April __, 2017 
 
VIA FASCIMILE ONLY--2 pages 
<Fax>   
 
<Attorney Name> 
<Attorney Address> 
<City>, <State> <Zip> 
 
Re: <Beneficiary>: IHS Recovery Rights 
 Date of Accident: <Date of Accident/Injury> 
 
Dear Mr/Ms. <Attorney Name>:  
 
 We understand that you have been engaged to represent <Beneficiary> with respect to his/her 
claim for personal injuries sustained from a <Injury> that occurred on <Date of Accident/Injury>.  We 
write with information regarding IHS’s recovery rights in relation to this claim.   
 
 The Indian Health Care Improvement Act (IHCIA), 25 U.S.C. § 1621e, and the Federal Medical 
Care Recovery Act (FMCRA), 42 U.S.C. §§ 2651-2653, provide that the United States is entitled to 
recover the reasonable value of the hospital and medical care and treatment furnished to an individual 
whose injury was caused under circumstances indicating a third party's liability to pay for damages.  
Please furnish the name and address of the negligent third party and his or her insurance carrier so that 
appropriate notice of our claim may be forwarded to them.  
 
 Under the IHCIA, the Indian Health Service is entitled to recover its reasonable billed charges for 
providing health services or, if higher, “the highest amount the third party would pay for care and services 
furnished by providers other than governmental agencies.” The Office of Management and Budget (OMB) 
establishes the rates applicable to recoveries under FMCRA.  The government is entitled to recover both 
for treatment furnished in its own medical facilities as well as at government expense in non-government 
facilities. Our claim under 25 U.S.C. § 1621e and 42 U.S.C. §§ 2651-2653 for the medical care and 
treatment furnished by or at the expense of the Indian Health Service to <Beneficiary> totals $1,759 and is 
itemized on the enclosed spreadsheet.   
 
 In order to secure the collection of our claim, we request that attorneys representing injured IHS 
patients include our claim as a part of the special damages, suing for the use and benefit of the United 
States. We ask the attorney and patient to hold the amount of our medical claim in trust for the United 
States after its recovery and remit it to our office as soon as possible.  
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Page 2 – Joe R. Ellig 
 


 We are prohibited by law from paying attorneys’ fees for the assertion of the government's claim.  
5 U.S.C. § 3106.  However, when an injured beneficiary is represented by private counsel, we agree not to 
negotiate separately with the alleged tortfeasor or his/her insurance carrier, in order to permit counsel the 
greatest possible control over the handling of the case without our disclosures of evidence affecting 
negotiations. Generally, we will cooperate in every way possible, short of active participation in a lawsuit 
or direct settlement negotiations with the alleged tortfeasor.  
 
 If this arrangement, as outlined, is acceptable to you and your client and you will agree to assert 
the Indian Health Service's medical claim, please sign below and promptly return the signed copy of this 
letter by email or facsimile.  Then, when this matter is nearing conclusion, please contact us to obtain an 
updated itemization.  At the conclusion of this matter, remittance in payment of our claim should be made 
payable to "HHS-Indian Health Service" and forwarded directly to this office.  
 
 Feel free to contact the undersigned with any questions or concerns at 312-886-1704 or 
jennifer.cassell@hhs.gov.    
 
       Sincerely,  
 
       Alan S. Dorn 
       Chief Counsel 
 
 
      By: \s\ Jennifer Cassell   
       Jennifer Cassell 
       Assistant Regional Counsel 
 
Encl. Claims Itemization 


 
 
 The arrangement as outlined in this letter is acceptable to both me and my client. I agree to assert 
the Indian Health Service's medical claim pursuant to the Indian Health Care Improvement Act, 25 U.S.C. 
§ 1621e, and Federal Medical Care Recovery Act, 42 U.S.C. §§ 2651-2653.  
 
 
________________________________ 
Date  
 
________________________________ 
Attorney at Law  
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 DEPARTMENT OF HEALTH & HUMAN SERVICES  Office of the General Counsel 


 
  
 Region V 


           233 North Michigan Avenue 
           Suite 700 
           Chicago, IL 60601 
           Phone: (312) 353-1640 
           Fax: (312) 886-1718  


  


 


 


DATE 
Via facsimile at  
 
ADDRESS 
 
Re: PATIENT (Date of Incident: )  
 
Dear :  
 
 Thank you for your letter informing us of your representation of PATIENT concerning [her] 
claim(s) for personal injuries sustained because of [her] DATE, incident.  
 
 In order to determine whether the Indian Health Service (“IHS”) has a Federal Medical Care 
Recovery Act claim, please submit as much of the following information as possible: 
 


1. Full name of patient;  
2. Date of birth of patient;  
3. Date of accident;  
4. Location of accident;  
5. Description of accident (please include a copy of the accident report); 
6. Whether the patient was involved in another accident;   
7. Description of injuries;  
8. Whether the patient suffered from any similar pre-existing injuries;  
9. Name of the IHS facility(ies) where the patient was treated;  
10. Name of the IHS facility(ies) that was billed for private care received by the patient;  
11. Whether the patient was covered by other insurance, including Medicare or Medicaid and the 


dates of coverage; 
12. Third party liability insurance carrier; 
13. Third party liability insurance coverage limits; 
14. Status of the patient’s condition; and 
15. Status of the case. 


 
 Please note that Social Security Numbers and medical records are not required.  Please 
send all correspondence to my attention by fax to 312-886-1718 or by mail to the following address:  
  







 
  Jennifer Cassell, Assistant Regional Counsel 
  Office of the General Counsel, Region V 
  U.S. Department of Health & Human Services 
  233 North Michigan Avenue 
  Suite 700 
  Chicago, IL 60601 
 
 If you have any questions or concerns regarding this matter, please contact me at 
312-886-1704. 
 
 Thank you for your assistance. 
 
      Sincerely, 
  
 
      ______________________________ 
      Jennifer Cassell 
      Assistant Regional Counsel 
 







U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES Office of the General Counsel 
 


   Office of the Chief Counsel, Region V 
  233 North Michigan Avenue, Suite 700 
  Chicago, IL 60601-5502 
  
  Telephone: (312) 353-1640 
  Facsimile: (312) 886-1718 


March 3, 2017 
 
VIA FASCIMILE ONLY--2 pages 
<Fax>   
 
<Attorney Name> 
<Attorney Address> 
<City>, <State> <Zip> 
 
Re: <Beneficiary>: IHS Recovery Rights 
 Date of Accident: <Date of Accident/Injury> 
 
Dear Mr/Ms. <Attorney Name>:  
 Thank you for agreeing to assert the Indian Health Service’s recovery rights under the Indian 
Health Care Improvement Act (IHCIA), 25 U.S.C. § 1621e, and the Federal Medical Care Recovery Act 
(FMCRA), 42 U.S.C. §§ 2651-2653.  The IHS’s claim for medical care and treatment furnished by or at 
the expense of the Indian Health Service to <Beneficiary>, in accordance with rates established by the 
Office of Management and Budget, currently totals $3,636 and is itemized on the enclosed spreadsheet.  
 
 When this matter is nearing conclusion, please contact us to obtain an updated itemization.  At the 
conclusion of this matter, remittance in payment of our claim should be made payable to "HHS-Indian 
Health Service" and forwarded directly to this office.  
 
       Sincerely,  
 
       Alan S. Dorn 
       Chief Counsel 
 
 
      By: \s\ Jennifer Cassell   
       Jennifer Cassell 
       Assistant Regional Counsel  
 
 
Encl: Itemization 
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 DEPARTMENT OF HEALTH & HUMAN SERVICES  Office of the General Counsel 


 
  
 Region V 


           233 North Michigan Avenue 
           Suite 700 
           Chicago, IL 60601 
           Phone: (312) 353-1640 
           Fax: (312) 886-1718   


  


 


 


DATE 
Via facsimile at 
 
ADDRESS 
 
Re: PATIENT (Date of Incident: ) 
 
Dear : 
 
 On XXX, you [submitted a compromise proposal or expressed an interest in submitting a 
compromise proposal] of the Indian Health Service’s (“IHS”) Federal Medical Care Recovery Act 
(“FMCRA”) claim.  The IHS’ claim is for the care provided to PATIENT by or at the expense of the 
IHS in connection with [his] DATE, incident.   
 
 Under 42 USC § 2652(b) and 28 CFR § 43.3, compromise of an IHS claim must be based on 
(1) undue hardship or (2) convenience of the government.  In determining whether and to what 
extent a compromise is appropriate, the following factors are considered: (1) age and family status of 
the injured party; (2) the injured party’s entitlement to other benefits; (3) the injured party’s economic 
status; (4) legal fees and whether there will be a reduction in legal fees; (5) out-of-pocket expenses 
incurred by the injured party or his/her attorney; (6) past and anticipated private medical bills related 
to the injury; (7) the gross amount of the settlement; (8) the probable net recovery to the injured party; 
(9) the extent of the residual injuries and their probable effect on future earning capacity and 
enjoyment of life; (10) the financial status of the liable third party; (11) the probability of being able 
to successfully establish liability in the event of trial; (12) the amount of available insurance; and (13) 
the expenses that litigation would entail.  This list is non-exhaustive, and IHS will consider any 
relevant economic or emotional factor.  In addition, the probable net recovery to the injured party 
compared to the estimated value of the injured party’s case is helpful in determining the amount by 
which the IHS would consider compromising its claim. 
 
 If you would like to submit a compromise proposal, please submit your proposal in writing 
and specify the precise amount of compromise requested.  Please also include in your proposal an 
analysis of all relevant factors enumerated above.  Please send all correspondence to my attention by 
fax to 312-886-1718 or by mail to the following address:  
 
  Jennifer Cassell, Assistant Regional Counsel 
  Office of the General Counsel, Region V 
  U.S. Department of Health & Human Services 
  233 North Michigan Avenue 
  Suite 700 
  Chicago, IL 60601 







 
 If you have any questions or concerns regarding this matter, please contact me at 
312-886-1704. 
 
 Thank you for your assistance. 
 
      Sincerely, 
 
      ______________________________ 
      Jennifer Cassell 
      Assistant Regional Counsel     







 
            


 DEPARTMENT OF HEALTH & HUMAN SERVICES  Office of the General Counsel 


 
  
 Region V 


           233 North Michigan Ave 
           Suite 700 
           Chicago, IL 60601 
           Phone: (312) 353-1640 
           Fax: (312) 886-1718   


  


 


 


DATE 
Via facsimile at  
 
ADDRESS 
 
Re: PATIENT (Date of Incident: ) 
 
Dear XXX: 
 
 On XXX, you submitted a compromise proposal of the Indian Health Service’s (“IHS”) 
Federal Medical Care Recovery Act (“FMCRA”) claim.  The IHS’ claim is for the care provided to 
PATIENT by or at the expense of the IHS in connection with [her] DATE, incident.  The 
compromise proposal requests that the IHS accept $XXX in full satisfaction of its claim.  I am 
pleased to advise you that the IHS approved your compromise proposal. 
 
 Please submit a check for $XXX made payable to the “Indian Health Service” to my attention 
by mail to the following address:  
 
  Jennifer Cassell Assistant Regional Counsel 
  Office of the General Counsel, Region V 
  U.S. Department of Health & Human Services 
  233 North Michigan Avenue 
  Suite 700 
  Chicago, IL 60601 
 
 If you have any questions or concerns regarding this matter, please contact me at 
312-886-1704. 
 
 Thank you again for your cordial cooperation and assistance. 
 
  
      Sincerely, 
 
      ______________________ 
      Jennifer Cassell 
      Assistant Regional Counsel 







 
            


 DEPARTMENT OF HEALTH & HUMAN SERVICES  Office of the General Counsel 


 
  
 Region V 


           233 North Michigan Avenue 
           Suite 700 
           Chicago, IL 60601 
           Phone: (312) 353-1640 
           Fax: (312) 886-1718   


  


 


 


DATE 
Via facsimile at  
 
ADDRESS 
 
Re: PATIENT (Date of Incident: ) 
 
Dear XXX: 
 
 On XXX, you submitted a [waiver] proposal of the Indian Health Service’s (“IHS”) Federal 
Medical Care Recovery Act (“FMCRA”) claim.  The IHS’ claim is for the care provided to 
PATIENT by or at the expense of the IHS in connection with [her] DATE, incident.  The IHS is 
unwilling to [waive] its claim.  The IHS is willing, however, to compromise and accept $XXX [(the 
amount awarded to IHS by the arbitrator)] in full satisfaction of its claim.   
 
 If this is acceptable, please submit a check for $XXX made payable to the “Indian Health 
Service” to my attention by mail to the following address:  
 
  Jennifer Cassell, Assistant Regional Counsel 
  Office of the General Counsel, Region V 
  U.S. Department of Health & Human Services 
  233 North Michigan Avenue 
  Suite 700 
  Chicago, IL 60601 
 
 If you have any questions or concerns regarding this matter, please contact me at 
312-886-1704. 
 
 Thank you again for your cordial cooperation and assistance. 
 
  
      Sincerely, 
 
      ______________________ 
      Jennifer Cassell 
      Assistant Regional Counsel 
  







 


 
 
 
DEPARTMENT OF HEALTH & HUMAN SERVICES    Office of the General Counsel  
_____________________________________________________________________________________________________________ 
          Region V 


            233 North Michigan Avenue 
            Suite 700 
            Chicago, IL 60601 
            Phone: (312) 353-1640 
            Fax: (312) 886-1718 


 
    
DATE 


 
Via facsimile at  
 
ADDRESS 
 
Re: Claim Number: XXX - PATIENT 
 
Dear : 
 
 On DATE, the Indian Health Services (“IHS”) submitted its Statement of Claim under 
the Federal Medical Care Recovery Act (“FMCRA”), 42 U.S.C. § 2651(a), to XXX in the 
amount of $XXX for medical services provided to PATIENT as a result of an incident that 
occurred on DATE.  (Attachment A).  XXX received the IHS’ Statement of Claim on DATE, via 
facsimile.  (Attachment B).   
 
 On DATE, XXX stated that it had already settled the claim with PATIENT and would 
not reimburse the IHS for the medical services provided.  
 
 According to United States v. Hous. Auth. of Bremerton, 415 F.2d 239 (9th Cir.1969), 
Holbrook v. Andersen Corp., 996 F.2d 1339 (1st Cir. 1993), and In re Orthopedic Bone Screw 
Liab. Litig., 176 F.R.D. 158 (E.D. Pa. 1997), XXX remains responsible for reimbursing the IHS 
for the medical services provided to PATIENT.  FMCRA “gives the United States an 
independent right of recovery against the tortfeasor.” Bremerton, 415 F.2d at 241.  Thus, 
PATIENT’s settlement and release with XXX does not restrict the IHS's Statement of Claim.  
Holbrook, 996 F.2d at 1341 (“There is thus no necessity for the United States to look to the 
injured party’s settlement for compensation”). 


 Accordingly, the IHS requests that XXX process and pay its Statement of Claim.  Please 
respond to this request no later than DATE.  If we do not receive your response by DATE, we 
will refer this claim to the appropriate U.S. Attorney’s Office and pursue this claim in Federal 
court.   
 
 Questions regarding this matter may be referred to Jennifer Cassell, Assistant Regional 
Counsel, at 312-886-1704. 
        


Sincerely,  
 
       Alan C. Dorn 







       Chief Counsel, Region V 
 
      By ________________________ 
       Jennifer Cassell 
       Assistant Regional Counsel   
      







U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES Office of the General Counsel 
 


Office of the Chief Counsel, Region V 
233 North Michigan Avenue, Suite 700 
Chicago, Illinois  60601 


 
         Telephone: (312) 353-1640 
         Facsimile: (312) 886-1718 


 
 
 
 


Date:________ 
 


RELEASE 
  
 
The DEPARTMENT OF HEALTH AND HUMAN SERVICES, in consideration of the payment 
of _________ does hereby release and forever discharge: 
 
_______________________ 
 
from all claims and demands for and by reason of the reasonable value of hospital and medical 
care and treatment furnished or to be furnished by the UNITED STATES INDIAN HEALTH 
SERVICE, DEPARTMENT OF HEALTH AND HUMAN SERVICES to __________as the 
result of an injury arising out of an accident or incident on _________.  
 
This release is executed in accordance with 42 U.S.C. § 2652 and 28 C.F.R. § 43.3 and in no way 
shall be construed to deny to the injured person any right he or she may have to recover from a 
third person for damages personal to himself and not covered hereunder, and such right is hereby 
specifically recognized and reserved to the injured person.  
 
DEPARTMENT OF HEALTH AND HUMAN SERVICES  
 
Alan Dorn 
Chief Counsel  
 
 
 
Executed at Chicago, IL  
Date: ___________ 


 


 







U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES Office of the General Counsel 
 


  Office of the Chief Counsel, Region V 
  233 North Michigan Avenue, Suite 700 
  Chicago, IL 60601-5502 
  
  Telephone: (312) 353-1640 
  Facsimile: (312) 886-1718 


 
THIRD PARTY CASE - CLOSING STATEMENT 


 
Date Closed:  


 
 


 
Case Number Date of 


Accident Amount of Claim 


  
HR #  
OGC    


Name of Patient Bene. Code IHS Facility, Medicare, Other: 
 Indian  
Nature of Accident: 
 
 


___ Auto-Driver      ___ Motorcycle  ___ Other (describe) 
___ Auto-Passenger   ___ Fall 
___ Pedestrian-Auto  ___ Assault 


 
The third party case of the patient named above has been closed by this office for the reason(s) checked below: 


 No third party involved 
 


 Third party unknown or cannot be located 
 


 Evidence does not establish third party liability 
 


 Third party not financially responsible 
 


 Assault and battery 
 


 Recovered in full – remittance forwarded to IHS cashier 
 


 Claim compromised for $___________ - remittance forwarded to IHS cashier 
 


 Recovery waived for convenience of Government 
 


 Recovery waived on ground that collection would result in undue hardship on injured person 
 


 Other: _______________________________________ 


 
Case Closed by:  _______________________  _______________________ 


Assistant Regional Counsel  Signature of IHS Cashier 
 


 
 







 


 
DEPARTMENT OF HEALTH & HUMAN SERVICES   Office of the General Counsel 
 
                                                                     
        
 
 


[DATE] 
Via UPS 
 
From: Alan C. Dorn 
 Chief Counsel, Region V 
 
Subject:  Third Party Recovery Remittance – TM No. XXXX 
 
To: Leslie Reece 
 Bemdji Area Office 
 Indian Health Service 
 522 Minnesota Avenue, NW 
 Bemidji, MN 56601 
  


1. The following third party claim recovery remittance is transmitted for deposit in the appropriate 
Indian Health Service fiscal account: 


 
NAME OF CASE:   [Patient Name] 
AMOUNT OF RECOVERY:  $XXXX 
  


2. In accordance with established procedures, please sign and date the duplicate of this 
memorandum and return it in the self-addressed envelope supplied within. 


 
3. Any questions regarding this matter should be directed to Jennifer Cassell at 312-886-1704. 


 
      _______________________ 
      Alan C. Dorn 
      Chief Counsel, Region V 
Enclosures: 
 1. Check 
 2. Closing Statement 
 3. Duplicate of TM for return 
 4. Pre-addressed return envelope 
 
I CERTIFY THAT THE ABOVE REMITTANCE HAS BEEN RECEIVED. 
 
      ____________________________________ 
      Signature of Area Finance Officer 
 
      Date Received: _______________________ 


 







 
DEPARTMENT OF HEALTH & HUMAN SERVICES    Office of the General Counsel 
 
            Chief Counsel, Region V 
         233 North Michigan Avenue 
         Suite 700    
         Chicago, IL 60601 
         Telephone:  (312) 353-1640 


                         FAX:  (312) 886-1717 
 


 
[DATE] 


 
Via facsimile at XXXX 
 
[Address] 
 
RE: [Patient Name] (Date of Incident: XXXX) 
 
Dear [XXXX]: 
 
 We received your check (No. XXXX), dated XXXX, in the amount of $XXXX.  It settles 
the Indian Health Service’s (“IHS”) claim under the Federal Medical Care Recovery Act for 
medical care furnished to [Patient Name] at the expense of the IHS.  My office will close its file 
in this matter.  Thank you for your courtesy and cooperation. 
 
     Sincerely, 
 
 
     ______________________ 
     Alan C. Dorn 
     Chief Counsel, Region V 
 


 







FMCRA 
 


POINT OF CONTACTS 
 
 
 
Office of General Counsel (OGC)    Red Lake IHS Hospital 
233 N. Michigan Ave, Suite 700    Hwy 1 
Chicago, IL  60601-5519     Red Lake, MN  56671 
 
Douglas Ferguson      Jan Thunder (FMCRA Coordinator) 
douglas.ferguson@hhs.gov     jan.thunder@ihs.gov  
(312) 886-3605      (218) 679-0148 
 
Jennifer Cassell       Kathy Brun (Back-Up) 
jennifer.cassell@hhs.gov     kathy.brun@ihs.gov  
(312) 886-1704      (218) 679-0148 
 
Rosie O’Brien (Paralegal ) (Last Names A-L)  White Earth Health Center 
rosibel.o’brien-cruz@hhs.gov     40520 Co. Hwy 34 
(312) 886-1717      Omega, MN  56569 
 
Patrice Parham (Paralegal (Last Names M-Z)  Linda Buckanaga (FMCRA Coordinator) 
patrice.parham@hhs.gov     linda.buckanaga@ihs.gov   
312-886-1710       (218) 983-6227 
 
Bemidji Area Office      Jeanne Sullivan (Back-Up) 
522 Minnesota Avenue. NW     jeanne.sullivan@ihs.gov  
Bemidji, MN 56601      (218) 983-6223 
 
Leslie Reece (FMCRA Coordinator) 
leslie.reece@ihs.gov 
(218) 444-0509 
 
Cass Lake IHS Hospital 
425 7th Street NW 
Cass Lake, MN 56633 
 
Dawn Bedeau (FMCRA Coordinator) 
dawn.bedeau@ihs.gov 
(218) 335-3201 
 
Shannon Braford (Back-Up) 
shannon.braford@ihs.gov 
(218) 335-3364 
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SERVICE UNIT FMCRA WORKSHEETS 


 
Information 
Type 


Person(s) to 
Collect 


Comments 


Patient’s Full 
Name, Address and 
Phone Number(s) 


  


Date of Illness or 
Injury 


  


Circumstances 
Surrounding the 
Illness or Injury 
(what happened; 
how; where; why?) 


  


Name of Third 
Party That Caused 
Patient’s Illness or 
Injury 


  


Patient’s Attorney’s 
Name, Address, 
Phone Number and 
Fax Number 


  


Patient’s Insurance 
Information 


  


Third Party’s 
Insurance 
Information 


  


Follow Up Visit 
Information 


  


Other Information   
 
 
 
 
 
 
 
 







Service Unit Guidance: 
 


Purpose of this worksheet:  To guide each service unit to develop a site-specific plan to 
gather required information for FMCRA claims. 


 
 Method:   Go through the worksheet, item by item, with the Service 


Unit staff; for each item, identify who will collect that 
information and make relevant comments (e.g., information 
already being collected through RPMS system; treating 
physician needs to be trained to document this item in the 
treatment record; Appointments Desk employees will need 
to be reminded frequently to gather this item (not intuitive 
to them to ask for this information). 


Notes:   
 
1. Patient’s full name means full middle name or at least the middle initial. 
 
2. For date of illness or injury, identify the date on which the event occurred that caused the 


illness or injury. 
 
3. “Circumstances surrounding the illness or injury” is general and refers to what happened, 


how did it happen, when did it happen, where did it happen, and why did it happen? 
 
4. Name of third person who caused the patient’s illness or injury would typically be the 


other driver, the person who hit the patient, etc.; sometimes, however, the question can be 
more difficult (e.g., dog bite case, the owner of the dog is the third person; slip and fall, 
the owner of the property is the third person; food poisoning, the owner of the restaurant 
or the food manufacturer is the third person; medical malpractice, the doctor,  and the 
owner of the healthcare facility where the malpractice occurred are the third persons). 


 
5. Names of other persons involved in the illness or injury (e.g., multiple car accident 


involving the patient, the driver who caused the accident and other people). 
 
6. Patient’s attorney’s information; typically, the patient will not have this information if 


she is presenting at your site for initial treatment; if she is receiving follow-up treatment, 
she may have this information; Service Units may consider drafting a form letter to send 
to the patient a few months after treatment to ask for this information. 


 
7. Insurance information: remind everyone that insurance may include: 


S auto  
S homeowner’s 
S umbrella 
S health 
S employer group health plans 
S general liability/premises liability  







S self-insurance 
S group or pool insurance 


 
8. Insurance information is needed for the patient and for the third party. 
 
9. A Service Unit employee should definitely ask the patient whether she is going to follow 


up and where (IHS Facility; Tribal Facility; Other). 
  
Persons who should be involved (as identified by OGC and IHS/BAO): 
 
  Stage I: Very significant role in collecting required patient information 


(initial patient contact; patient expects to divulge a significant 
amount of information at this stage in her visit). 


 
    Admission/Registration Desk Employees (“The Front Desk”) 
 
  Stage II: Significant role in collecting required patient information (most 


significant patient contact; patient very likely to share a significant 
amount of information with first treating practitioner who she 
encounters, especially about the cause of the injury or illness). 


 
    Triage Nurses 
    Practitioners  


• IHS Doctor 
• IHS Nurses/CNAs/LPNs, etc. 
• IHS Therapists 
• IHS Radiologists 
• (In general, practitioners who will have contact with the 


patient and who are in a position to collect information) 
    
  Stage III: Important role in collecting required patient information (the last 


opportunity to collect information; develop a way for these 
employees to double-check what has been provided so far). 


 
    Check-Out and Follow-Up Appointment Desk Employees 
   
  Stage IV: Need to know what is being collected and where it is located in the 


electronic and paper charts/files that are being generated (these 
employees have a significant role later in the process). 


 
• Medical Records Employees 
• Billing Employees 
• PRC Staff 
• Service Unit Director’s Office 


 







 
 
 


Have you been injured in an accident?  Is 
someone else responsible for your injuries?   
 


If you feel that someone else is responsible for your accident or injury, 
please be sure to inform our medical staff.  This facility may be able to 
recover the medical costs of treating your injuries.  
 
 


 
 
 
 
 
 
 
 
 
 
 







Federal Medical Care  
Recovery Act (FMCRA)
Office of the General Counsel (OGC), Region V 


Jennifer Cassell and Rosie O’Brien-Cruz 







Presentation Roadmap
 Overview of FMCRA Law 
 Roles and Responsibilities  
 Claim Information Gathering 
 Claim Processing and Recovery  
 Best Practices and Resources  
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FMRA Law
An Overview of the FMCRA 
statute, regulations, IHS 
policy, and Minnesota tort law 







FMCRA, 42 U.S.C. § 2651(a)
The Indian Health Service (IHS) has the 
right to recover “the reasonable value of 
the care and treatment” provided or paid 
for on behalf of an injured person to 
whom IHS is authorized or required to 
provide care or treatment “under 
circumstances creating a tort liability upon 
some third person.” 
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FMCRA Statute
In any case in which the United States 
 Includes Dep’t of Health and Human 


Services/IHS 
Is Authorized or Required by Law 
 e.g. the Indian Health Care Improvement Act 
To Furnish or Pay for 
 Direct Care and Purchased and Referred Care 


(PRC) payments 
Healthcare 
 Hospital, medical, surgical, or dental care, and 


some durable medical equipment (DME)  
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Shall have a Right to Recover 
 From the Third Person or that person’s 


Insurer 
 The Reasonable Value of the Care and 


Treatment 
Furnished (Direct Care) 


• Amount of recovery set out by 
Federal Register annually 
Paid for (PRC) 


• Actual amount that IHS paid  
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Recovery for services at IHS facilities
Recovery for claims Jan. 1 to Dec. 31, 2016:  
 $2,655.00 per day of in-patient service;  
 $368.00 per out-patient service received.  
 81 Fed. Reg. 12,513 (March 9, 2016) 


 
Recovery for claims Jan. 1 to Dec. 31, 2017:  
 $2,933.00 per day of in-patient service;  
 $391.00 per out-patient service received.  
 82 Fed. Reg. 5,585 (Jan. 18, 2017) 
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Recovery for PRC


 IHS may recover the actual amount that it 
paid for PRC services on behalf of the 
injured party 


 
 It is important to keep OGC updated with 


actual PRC payment information since 
OGC cannot claim estimated PRC 
charges  
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FMCRA Statute
To a Person who is Injured or Suffers 
a Disease 
 Eligible and non-eligible; AI/AN persons 
Creating Tort Liability upon some 
Third Person 
 State tort law applies 
To Pay Damages 
 Medical expenses, pain, suffering, etc. 
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Third-Party Tort Liability
 When someone gets hurt and it is 


someone else’s fault 
 Examples of Torts:  
Person injured in a car accident by a drunk 


driver 
Slip and fall in a grocery store 
Dog bite  
Assault and sexual assault, when a civil action 


may be brought by the injured party (i.e., a 
private attorney has been retained) 
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Minnesota Tort Law
Minnesota law will guide OGC 
 State judicial decisions  
Duty (e.g., bus driver/student, doctor/patient) 
Breach (e.g., malpractice/negligence) 
Causation (but for breach, no injury)  
 Injury (no injury, then no $$ damages) 


 
 State statutes that may affect recoveries 


(e.g., workers’ compensation laws 
preventing recovery under FMCRA) 
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FMCRA vs. IHCIA
 FMCRA – Requires a tort 
 
 IHCIA (25 U.S.C. § 1621e) – No tort 


required (i.e., no one has to be at fault to 
collect) 
◦ Private insurance 
◦No-fault insurance 
◦Workers’ compensation 
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Workers’ Compensation
 Workplace injuries and occupational 


diseases must be paid for by employer (no 
tort required) 


 
 State law (Minn. Stat. § 176.361) allows IHS 


to intervene 
 
 Requires much of the same information as 


FMCRA cases 
  
 Collect information requested in workers’ 


comp notices and refer to OGC for follow-up 
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FMCRA Recovery and MMPI
If Medicare, Medicaid, or private insurance 
(MMPI) paid IHS for services provided, then 
IHS may not include those services in its 
claim amount  
 Including them in the claim amount 


would result in double recovery by IHS 
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28 C.F.R. Part 43
 IHS must determine whether it has 


FMCRA claims; and, when a claim 
exists, it must assert that claim.  


 
 Secretary must report annually to the 


Department of Justice (DOJ) the 
number and dollar amount of claims 
asserted against and the number and 
dollar amount of recoveries from third 
persons  
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FMCRA regulation
28 C.F.R. § 43.2 
 Provides that IHS may require the 


injured or diseased person to:  
• Assign his/her claim in writing to IHS  
• Furnish information regarding 


circumstances giving rise to injury  
• Notify the IHS of settlement or offer 
• Cooperate in the prosecution of claims 


by the IHS against the third person  
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FMCRA, 42 U.S.C. § 2652(b)
Resolving FMCRA Claims 
HHS Secretary May: 
 Execute a Release of any Claim 
 Compromise a Claim 
 Waive a Claim under $300,000, in whole 


or in part 
• For the convenience of the Government 
• If the Government determines that 


collection would result in undue hardship 
upon the injured or diseased person 
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DOJ Involvement
28 C.F.R. § 43.3 requires DOJ involvement:  
• U.S. is a party to a lawsuit involving a 


FMCRA claim 
• Cases involving unusual circumstances 
• Cases presenting a new point of law that may 


serve as precedent 
• Cases involving a policy question where 


there is or may be a difference in views 
between Departments or Agencies  
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Claim Settlement Approval
 Settling claims between $1 and 


$20,000 requires approval from the 
OGC Regional Office/Chief Counsel 
 Settling claims between $20,000 and 


$99,999 requires approval from 
OGC/General Law Division 
 Settling claims greater than $100,000 


requires approval from DOJ 
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IHS FMCRA Policy
Indian Health Manual, Circular No. 
06-02 (eff. June 23, 2006) 
• Establishes uniform IHS policy on 


identifying and reporting third-party 
tort claims to OGC and for 
collecting recovery of funds owed 
to IHS under FMCRA  
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Roles and 
Responsibilities
Bemidji Area Office (BAO), 
Service Units, and OGC duties 
in the FMCRA process  
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Role of the Area Office
Bemidji Area Office FMCRA Coordinator: 
 Leslie Reece, Business Office Coordinator 
Coordinates Bemidji Area’s FMCRA recovery 


practice and procedures  
Serves as OGC’s point of contact for 


complex cases where more information is 
needed from service unit to process the claim  
Processes payments for disbursement to IHS 


service units  
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Role of the Area Service Units
Service Unit FMCRA Coordinator: 
 Serves as initial point of contact for parties 


and their representatives  
 Serves as OGC’s initial point of contact  
 Gathers information needed to process 


FMCRA claims and ensure that 
information is accurate, complete, and 
updated  
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Role of OGC, Region V
 Coordinates with parties and their 


representatives 
 Makes determinations of tort liability  
 Asserts IHS’ FMCRA claims 
 Processes requests for reductions, 


waivers, and compromises 
 Follows up to ensure prompt payment to 


IHS 
 Forwards payment to IHS upon receipt  
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Overview of the FMCRA Process
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1. Service Unit employee identifies potential 
FMCRA claim and alerts FMCRA coordinator.  


2. Service Unit FMCRA coordinator notifies OGC 
about potential FMCRA claim.  


3. Service Unit FMCRA coordinator provides OGC 
with information about injury and injured party, 
itemization of services, underlying medical 
records, and contact information for injured 
party and his attorney or insurance adjuster.  


4. Assigned OGC paralegal and attorney 
researches the case and contacts the injured 
party’s attorney or insurance adjuster. 
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5. OGC asserts FMCRA claim by issuing 
Statement of Claim to injured party and his 
attorney or insurance adjuster. 


6. OGC follows up with attorney or insurance 
adjuster on status of claim. 


7. OGC reviews and processes any requests for 
compromise or waiver. 


8. OGC forwards payment once it is received to 
the Area Office.  


9. OGC closes the case.  
 







Claim Information  
Gathering 


Information Needed to Assert 
FMCRA Claims 
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Identification of FMCRA claims


 Each Service Unit is responsible for 
identifying potential FMCRA claims 
An IHS employee becomes aware of a 


potential FMCRA claim when an injured 
party presents for treatment or an injured 
party’s attorney requests medical records 
That employee should notify the Service 


Unit’s FMCRA coordinator   
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FMCRA Claim Information
OGC will need pertinent information 
about the injured party: 
 Injured party’s personal information 
Full name  
Current address 
Current phone number  
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OGC will need pertinent information 
about the illness or injury: 
 Date when illness or injury occurred  
 Circumstances surrounding the illness or 


injury (cause) 
How the illness or injury occurred 
Where the illness or injury occurred 
Why the illness or injury occurred 
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OGC will need pertinent information on the 
injured party’s attorney and the third party: 
 Contact information for injured party’s 


attorney and/or insurance adjuster 
Name, address, phone number, fax 


number,  e-mail address  
 Name of third party that caused injured 


party’s illness or injury 
 Insurance information of the third party 
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OGC will need pertinent information on 
the injured party’s care and treatment: 
 Information on when the injured party was 


seen at IHS facility or received PRC 
services  
Dates of service 


 Description of the injury 
Any pre-existing conditions 
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SU Employee Involvement
Medical Records: 
 Dates when IHS provided incident-related 


direct care to the injured party on or after the 
date of the incident (progress notes) 


PRC: 
 The amount of purchase orders paid and/or 


open for incident-related treatment provided 
to the injured party on or after the date of the 
incident (referrals)  


Business Office: 
 Whether the injured party was covered by 


MMPI 
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Claim Processing and 
Recovery 


OGC’s process for asserting 
and recovering a FMCRA claim 
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Notifying OGC of FMCRA claims
 The Service Unit FMCRA Coordinator must 


notify OGC of any potential FMCRA claim 
that has been identified by an IHS employee 
where an attorney or insurance adjuster is 
involved  
 The Service Unit FMCRA Coordinator should 


notify the appropriate OGC paralegal  
 Rosie O’Brien Cruz: Injured parties’ last names 


starting with A-L 
 Patrice Parham: Injured parties’ last names starting 


with M-Z 
 
 35 







OGC’s assertion of a claim
OGC will need to: 
 Determine whether there is third-party liability  
 Prepare a Statement of Claim and send it to 


the injured party’s attorney or insurance 
adjuster 


 Periodically follow-up with injured party’s 
attorney or the insurance adjuster 


 Process requests for compromise or waiver 
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Claim Recovery Process
Attorney or insurance adjuster 


mails a check to OGC made 
payable to IHS 
OGC will send check along with 


remittance form to BAO Office, who 
will sign acknowledgment of receipt  
BAO will disburse to service unit 
OGC closes the claim  
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Jennifer M. Cassell  
Assistant Regional Counsel  
(312) 886-1704 
Jennifer,Cassell@hhs.gov 


Rosie O’Brien-Cruz 
Paralegal 
(312) 886-1717 
Rosibel.OBrien-Cruz@hhs.qog 


Thank you! 
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This document is intended to be used to help the Indian Health Service and Tribal Health facilities with guidance on enrollment, billing and collections pertaining to the Veterans Administration Reimbursement Agreement.




Version Control

The following table identifies all versions of this document:

		Date

		Author

		Description



		

		Adrian Lujan

		General Updates







Veterans Medical Benefits (IHS)	Version 3.0




User Manual	Version Control

October, 2018

v

Introduction

The Department of Veteran Affairs (VA) has been working with tribal governments by partnering with the Indian Health Service (IHS) to provide reimbursement for direct care services provided to eligible American Indian/Alaskan Native (AI/AN) Veterans at non-urban IHS facilities. 

On December 5, 2012, VA and IHS signed the national agreement which sets the guidelines of this reimbursement agreement. The agreement marks an important partnering achievement for VA and the IHS and is consistent with mutual goals to increase access to care for Veterans. The agreement does not pertain to Tribal Health Programs. THPs can follow these guidelines but must put their Agreement in place with the VA. 

Process Flow

The claims processing flow is outlined in the following diagram:
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Completing the Local Implementation Plan

The Department of Veterans Affairs (VA) requires a Local Implementation Plan prior to veteran enrollment or billing.  Each Service Unit or billing facility needs to complete an implementation plan.   In this case, the Service Unit or billing facility refers to the main billing facility (Parent) along with all child locations (Satellites) as long as each of the billing facilities use the same Tax Identification Number (TIN) on their claims.  If a Satellite location utilizes a different Tax ID (from the Parent location) to bill, a separate Implementation Plan for that satellite location will need to be completed.

The Implementation Plan template will be provided by Cynthia Larsen, ORAP.

The completion and signature of the local implementation plan provides for two key elements for billing purposes

· Implementation Date – Identifies the billing date as the visit date of service the Service Unit may begin billing.

· Contract Number – Established the VA/IHS Contract Number.  The VA/IHS Contract Number is a data requirement and needs to be submitted on the claim.

Requirements

This is the list of requirements:

· List of Direct Care services provided at your facility.

· Contact information for the facility and the Area as well as the Local VA Medical Center (VAMC) including Pharmacy

· VA VISN20 Vendor demographic form (to be provided by ORAP)

· Name = Name as it appears on your IRS document

· Business Name = Printable Name of Payment Site found in RPMS, 3P Site Parameters

· Remaining fields are self-explanatory

· Signature required by either CEO or Business Office Manager.

· W-9

· Provided by ORAP

· To be completed by site

· Name = Name as it appears on your IRS documents

· Business Name = Printable Name of Payment Site found in RPMS, 3P Site Parameters

· Tax Classification = Exempt Payee

· Use Physical Address on form address fields

· EIN = Billing Tax Identification Number

· Signature not required

· ACH Vendor/Miscellaneous Payment Enrollment Form (SF-3881)

· Provided by ORAP with VA information completed on form.

· Name = Name as it appears on your IRS document

· Under PAYEE/COMPANY INFORMATION NAME field, use the Printable Name of Payment Site found in RPMS, 3P Site Parameters

· Financial Institution information will need to be completed by PNC Bank.

· Form will also need to be signed by PNC Bank.

· Copy of Service Unit’s most recent JCHAO/AAAHC Accreditation or CMS Certification.

· Critical Access Hospitals must supply copy of the CMS Letter Establishing their current reimbursement rates.  This is a yearly requirement to allow the VA to reimburse at the correct CAH reimbursement rates.

The Implementation Plan template and all supporting documents will need to be forwarded to Cynthia Larsen.  Do not sign the forms unless indicated in the above list.   The forms will be submitted to the VA to finalize.  The VA will respond with signatures and the Service Unit will be notified of their Implementation Date.

Implementation Plan template and other required forms can be requested from the VA.

Accreditation

Copies of current accreditation for the following:  Joint Commission, AAAHC, or CMS Certification must be on file and submitted along with the initial enrollment application.  Proof of Renewal of accreditation must be submitted to the VA to keep on File.   

Expired or revoked accreditation may be subject to immediate suspension of claims processing and payment by the VA until valid accreditation is received.

User Manual	Required RPMS Setup

October, 2018

15

Required RPMS Setup

Adding the VA Insurer into RPMS

The Service Unit will be responsible for ensuring the correct Insurer entry has been entered into the Insurer file in RPMS for use by the Registration staff.  The following details the instructions for adding the new Insurer into the system.

Note that in 2017, the VA recently updated their claims mailing address.   The Billing Address fields reflect the new address needed to submit claims.

Please insure that you are entering the data exactly as shown.  Any differences will result in claims being re-routed or not processed correctly.



3PB>TMTP>INTM>EDIN  Add/Edit Insurer

THIRD PARTY BILLING SYSTEM - VER 2.6p10

Add/Edit Insurer

BROWNING HOSPITAL

User: LUJAN,ADRIAN M 	14-MAR-2013 11:40 AM

WARNING: Before ADDING a new INSURER you should ensure that it does not already exist!


Select one of the following:


1	EDIT EXISTING INSURER

2	ADD NEW INSURER


Select DESIRED ACTION: 1// 2  ADD NEW INSURER


Enter the NAME of the INSURER: VA MEDICAL BENEFIT (VMBP)


Do you want to Add 'VA MEDICAL BENEFIT (VMBP)' as a New INSURER? YES

OK, adding...


<-MAILING ADDRESS->

STREET: PO BOX 1035 MAILSTOP 10N20

City: PORTLAND

State: OREGON  

Zip Code: 97207


<-BILLING ADDRESS->

(if Different than Mailing Address)

Billing Office	: VA PORTLAND HCS 10N20NPC

Street	: 1601 E 4TH PLAIN BLVD ATTN:IHS (Or THP for Tribes)

City	: VANCOUVER

State	: WASHINGTON

Zip	: 98661


Phone Number	: (855)331-5560

Contact Person	: KERRY PAPERMAN

Federal Tax ID#	: 931127631

AO Control Number	: 12115


Insurer Status	: BILLABLE// <enter>

Type of Insurer	: PRIVATE// V (Veterans Administration)

All Inclusive Mode	: <enter>

Backbill Limit (months)	: 12

Dental Bill Status	: <enter>

Rx Billing Status	: O  OUTPATIENT DRUGS ONLY


Select CLINIC UNBILLABLE:  


EMC SUBMITTER ID: 

EMC PASSWORD: 

EMC TEST INDICATOR: 

USE PLAN NAME?: 

72 HOUR RULE: 

NPI USAGE: NPI ONLY

TRIBAL SELF-INSURED?: 

ICD-10 EFFECTIVE DATE: 10/1/2013//   (OCT 01, 2013)


GROUP NUMBER: 


PROVIDER PIN#


Select PROVIDER:

Add the following visits types into the Insurer file.  Depending on the services provided by the facility, additional visit types may need to be added.

· Start Billing Date – Equals the date of the last signature on the signed Implementation Plan.  Reference your copy of the Implementation Plan for this date.

· Procedure Coding – Set to CPT except for Dental which will be set to ADA.

· Fee Schedule – Leave blank.

		Number

		Visit Type

		Export Mode(s)



		131

		Outpatient

		CMS-1500 or 837P



		111

		Inpatient

		UB-04 or 837I



		450

		Emergency Room

		UB-04 or 837I



		831

		Ambulatory Surgery

		CMS-1500 or 837P



		997

		Pharmacy

		CMS-1500 or 837P



		998

		Dental

		ADA-2006



		999

		Professional Component

		CMS-1500 or 837P








		Visit Type

		Description

		Mode of Export

		Multi. Form

		Fee Sched.

		Flat Rate Start

		Flat Rate Stop

		Flat Rate Rate





Select VISIT TYPE..: 131  OUTPATIENT

  Are you adding 'OUTPATIENT' as a new VISIT TYPE (the 1ST for this 3P INSURER)?

 No// Y  (Yes)

Billable (Y/N/E)	: Y  YES

Reporting purposes only: 

Do you want to replace with another insurer/visit type? 

Start Billing Date (create no claims with visit date before): 3/8/2013  (MAR 08, 2013)

Procedure Coding....: CPT// <Enter>

Fee Schedule	: 

Add Zero Fees?	: 

Multiple Forms?	: 

Payer Assigned Provider Number	: 

EMC Submitter ID #	: 

EMC Reference ID	:

Auto Approve? 	:

Mode of Export	: 837P (HCFA) 5010

Block 24K	:

Block 29	:

Block 33 PIN#	:

Contract Code Req'd? NO

Service Facility Location:

SUBPART NPI:

Adding the Default VA Station and Contract Number

Patch 21 for third party billing allows the user to key enter the default VA Station Number and the VA Contract Number into the site parameters for the location being billed.

The numbers must be entered for each division within the RPMS system where VA claims are being generated.

Access to Site Parameters (3PBTMTPSITM) is required to complete the entries.  

VA STATION NUMBER: 999

VA CONTRACT NUMBER: VA-999-IHS-9999

Adding the Group Number into Table Maintenance

The group number will be used in the eligibility page in Registration.  The group name of “VMBP” and the group number of “IHS” will be added as an identifier.  This identifier is used by the VA to identify IHS claims which will ensure correct routing at the VA claims processing center.

3P>TMTP>GRTM>EDGR		Add/Edit Group Insurance Plans

THIRD PARTY BILLING SYSTEM - VER 2.6p10

Add/Edit Group Insurance Plans

BROWNING HOSPITAL

User: LUJAN,ADRIAN M 	14-MAR-2013 12:02 PM


Select EMPLOYER GROUP INSURANCE GROUP NAME: VMBP

  Are you adding 'VMBP' as a new EMPLOYER GROUP INSURANCE (the 230TH)? No// YES

  (Yes)

	NOTE: Some Insurers assign different Group Numbers based upon the 
particular type of visit (dental, outpatient, etc.) that 
occurred.

	

Do the Group Numbers vary depending on Visit Type (Y/N)? N// O


[5a] Group Number.....: IHS (THP for Tribes)

Adding a new Application Type in to Patient Registration

A new application type may be added to aide in the enrollment/eligibility verification process to document when an application has been submitted. 

REGTMAPTP  Edit/Enter Patient Application types

Select PATIENT APPLICATION TYPES: VA MED BENEFITS PROG

  Are you adding 'VA MED BENEFITS PROG' as
a new PATIENT APPLICATION TYPES (the 8TH)? No// YES  (Yes)

APPLICATION TYPE: VA MED BENEFITS PROG  Replace <Enter>

Electronic Claims Setup

Electronic Data Interchange (EDI) Claims Submission.  The VA contracts with Change Healthcare (previously Emdeon), an EDI clearinghouse. Tribal facilities submitting EDI claims will need to register with Change Healthcare by calling 1-800-845- 6592 or visiting the Change Healthcare website at http://www.emdeon.com/payerlists/.  If you are currently using a different clearinghouse, that clearinghouse will have to work with Change Healthcare to ensure claims are routed correctly.  

The payer IDs are: 12115 for medical claim submissions, 12116 for dental claims, and 00231 for any inquiry transaction. Once registered, billing staff should ensure that “THP” is added to the SBR03 segment of the 837 for proper routing through the VA.  This requirement has been incorporated in the RPMS Third Party Billing Package.  A clearinghouse should NOT change the structure or data elements of the file sent.



Enrollment/Eligibility for the Veteran

Training

To prepare for the implementation of Veteran billing, the VA has been conducting online enrollment training.  Staff responsible for eligibility and enrollment must attend this training and become familiar with the enrollment and eligibility process.  Periodic training announcements are sent to the IHS Business Office Coordinator mailgroup.  Contact your Area Business Office Coordinator for additional information.

Eligible Entities

Patients that meet the following criteria are eligible for the enrollment process:

· American Indian/Alaska Natives (AI/AN) 

· Veteran

Non-Indian (Non-Beneficiary) Veterans are eligible to be enrolled but any claims submitted to the VA Medical Benefits Program will not be processed under  the IHS-VA signed agreement.  Claims for Non-Beneficiary Veterans for direct care services should be submitted to your local VAMC for processing.

Initial Veteran Enrollment Verification

This is a one-time service provided by the VA’s Health Eligibility Center (HEC) at initial implementation to allow the IHS and Tribal locations to efficiently verify Veteran enrollment.  This process involves providing the HEC with a list of Veterans registered into the RPMS Patient Registration system.  

A new report has been released in the RPMS Third Party Billing system, Version 2.6 Patch 11 and allows a list of Veterans to be printed.  When printing the list, run the report by service date within the last three years.   Currently, the report prints an entry for all Veterans, including deceased and Non-Beneficiary Veterans.  The report must be submitted in a standard Excel format. 




	

VET LISTING of VISITS	MAY 21,2013@08:23:56   Page 1

For VISIT DATES: 02/10/2013 thru 05/21/2013

Billing Location: INDIAN HOSP

	

		PATIENT NAME

		HRN

		DOB

		SSN

		VISIT CNT



		CASH,OWEN

		111226

		02/05/1973

		555565648

		4



		CONDA,ANNA

		111212

		05/14/1972

		558669665

		4



		DEMO,JOHN

		123567

		01/01/1950

		222222222

		3



		FURR,DOUGLAS

		111235

		09/16/1932

		558999877

		4



		HOOD,ROBIN

		111221

		07/16/1972

		555236588

		5





(REPORT COMPLETE):  

The file must be encrypted prior to sending to the VA since the file will have Patient data.  If unfamiliar with encryption, please contact the OIT Helpdesk or your local IT for further assistance.  Contact Cynthia Larsen, ORAP/DBOE for further submission details and a copy of the standard spreadsheet template that is used.   

The VA and HEC have agreed to work with us to continue this effort.  You can submit a file of “need to verify enrollment” Veterans to Cynthia every six months or so.  We ask that if you have more than five (5) veterans that need to be verified, please use this process.

All files sent to the HEC must follow this process.  All files have to go through DBOE and sent securely to the HEC for Verification.  DO NOT fax or send files in the mail directly to HEC.  This file has Social Security Number and other PHI and must be protected at ALL times.

The VA will provide DBOE (Cynthia Larsen at this time) with the information who will submit the verified file to the Area/Service Unit with information on the Veteran to identify a Veteran’s enrollment status into the VA Medical Benefits program.  This information can be entered into the Patient Registration system.

The following list is an example of what will be received from the VA:



		NAME

		SSN

		FIRST ENROLLED DATE

		CURRENT ENROLLMENT STATUS

		CURRENT PRIORITY GROUP

		Comment*



		LAST, FIRST

		111-22-1111

		

		NOT ENROLLED

		N/A

		This means the veteran is not enrolled.



		LAST, FIRST

		222-11-2222

		3/12/2013

		VERIFIED

		2

		This means the veteran is enrolled.



		LAST, FIRST

		333-11-1324

		3/5/2012

		Pending; Means Test Required

		

		This means the veteran attempted to enroll and that all requirements have not been met.



		LAST, FIRST

		111-34-2211

		6/7/2007

		Rejected; Below Enrollment Group Threshold

		8G

		Veteran is not eligible, cannot be enrolled



		LAST, FIRST

		444-11-4444

		

		Rejected; Refused to pay copay

		

		Veteran is not eligible, cannot be enrolled.



		LAST, FIRST

		222-11-1111

		

		NO RECORD FOUND

		

		Veteran not found in the enrollment database.





Enrollment Changes

Once the Veteran is enrolled, their eligibility may change depending on factors that may affect their eligibility.   For example, a Veteran may no longer be eligible if a means test was conducted and the income of the Veteran has changed which may make the Veteran ineligible.   Fugitive felons (on the “fugitive felon list”) will need to be cleared prior to paying any benefits.  If cleared, claim can be resubmitted.  The Accounts Receivable Technicians will more than likely see these during the reconciliation process if the claim denies.

After the Implementation (ongoing enrollment)

The Service Unit needs to enforce the process of asking the patient for their Veteran and/or Veteran Enrollment Status.  This is a process that will occur on a daily basis and involves Patient Registration/Benefits Coordinator contact with the Veteran.

Patient Registration staff will check the Veteran Status in Patient Registration.  If the status is not indicated, the patient will need to be asked about their Veteran Status.  If the status is set to YES, check the Insurer Page (page 4) for VMBP eligibility.  If eligibility is found, then no further action is needed.   If no eligibility exists, the patient must begin the eligibility enrollment process or verification.

Note: 	Prior to contacting the VA’s HEC, please check the list provided by the VA during the initial enrollment verification process.  The Veteran may have been checked but the status may not have been updated in RPMS.  IF the status is Not Enrolled or no status has been found, the patient will need to be referred to the benefits coordinator for enrollment.

Refer the patient to the Benefits coordinator who will begin the enrollment process.  

The following methods can be used to obtain enrollment eligibility:

Verification Updates (5 Veterans or less)

· Contact the local VA Medical Center by telephone. Refer to the POC name and number listed on  Page 6 of the local implementation plan. If the local VAMC POC’s are unable to assist contact the VA HEC Points of Contact by telephone.

· Contact the VA HEC by telephone (1-855-488-8441 national phone number), Monday to Friday, 7:00 AM - 5:30 PM (Eastern Time)

Verification Updates (more than 5 Veterans)

·  Use the method (sending  excel spreadsheet to Cynthia Larsen) via Secure Transfer Email and it will be forwarded to HEC for Verification.

VA HAC Representative Contacts: Wanda Gaither 404-828-5862 or Debra Ringer 404-828-5346 or Parris Phillips 404-828-5614 or Tiki Whitfield 404-828-5197 (As of 11/01/2018)

The process for enrollment must be document on the Benefits Coordinator section, Page 5 of the Registration Editor.  Upon successful enrollment, the new eligibility must be entered into Page 4 of the Registration Editor.
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Patient Registration

The RPMS Patient Registration application should be used to update the Veterans record of the activity performed when working with the VA to get the patient eligible for services.  The first step would be to document the process in the Benefits Coordinator section of the Registration Editor.   Once the veteran has been determined to be eligible for services, an insurance entry would need to be created on the Eligibility Page.

Benefits Coordination

Documenting the process for establishing eligibility needs to be recorded in the Benefits Coordinator section of the Registration system.  When adding the application status, the newly added Application Type of VA MEDS BENEFIT PROG may be used.

Adding Registration Eligibility

Eligibility will be entered on Page 4 in the Patient Registration system.  Please ensure that the Insurer Type is set to “V” for VMBP to ensure proper accountability for Eligibility counts and VA Collections.

IHS REGISTRATION EDITOR  (page 4)                       INDIAN HEALTH HOSPITAL

	

DEMO,GARY	(upd:MAY 09, 2013)	HRN:20493  DIRECT ONLY

	

	SUMMARY COVERAGE

	

		SEQ

		INSURER

		COVERAGE TYPE

		ELIG BEGIN  - ELIG END

		SUBSCRIBER

		POLICY NUMBER



		1

		MEDICARE

		A

		04/17/2007

		A DEMO,GARY

		204930404A



		

		MEDICARE

		B

		04/17/2007

		A DEMO,GARY

		204930404A





Enter S(equence), A(dd) insurer, E(dit) insurer, T(oggle seq category)

V(iew) Historical Sequence Dates  L(ist inactive eligibilities): A

Select INSURER NAME: VA MEDICAL

( MEDICAL VIRGINIA )

Search was unsuccessful.

Since the KEYWORD LOOKUP failed lets try a NON-KEYWORD LOOKUP...


     VA MEDICAL BENEFIT (VMBP)	OREGON	97207

OK? Yes// YES  (Yes)

Typing the VA MEDICAL BENFIT insurer name will allow the entry to be added. 
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DEMO,GARY	 (upd:MAY 09, 2013) HRN#:20493	(DIRECT ONLY)

	

1) Policy Holder	:

2) Policy or SSN	:

3) Effective Date	:

4) Expire Date	:

5) Gender (M/F) 	:

6) Date of Birth: 	:

7) PCP	:

8) CD Name:


-HOLDER'S EMPLOYER INFO	

9) Status	:

10) Employer	:

-INSURER INFORMATION	

11) Grp Name	:

Grp Number	:

12) Coverage	:

Ins. Type	:

13) CCopy	:

		Policy Members

		PC

		Member #

		HRN

		Rel

		From/Thru





Last edited by: LUJAN,ADRIAN M on May 09, 2013

Entering new PRIVATE INSURANCE ELIGIBILITY record


Enter the NAME of the POLICY HOLDER or the POLICY NUMBER if it already exists.
(Enter 'SAME' if the PATIENT is the Policy Holder.)


Select POLICY HOLDER: SAME


  (APR 17, 1942)


Name as Stated on Policy..: DEMO,GARY//

HOLDER'S ADDRESS - STREET: PO BOX 1039//

HOLDER'S ADDRESS - CITY: BERNALILLO//

HOLDER'S ADDRESS - STATE: NEW MEXICO//

HOLDER'S ADDRESS - ZIP: 87130//

HOLDER'S TELEPHONE NUMBER: 505 204 2949//

[2] Policy or SSN...: 204930404

[3] Effective Date..: 3/27/2013  (MAR 27, 2013)

[4] Expiration Date:

POLICY HOLDER'S SEX: MALE//

DATE OF BIRTH: APR 17,1942//

HOLDER'S EMPLOYMENT STATUS: UNKNOWN//

EMPLOYER:

[11] Select GROUP NAME: VMBP

[12] Select COVERAGE TYPE:  

   Person Code...:

[7] PCP:

   Member Number..:

When adding the eligibility, accept the default prompts as they appear with data.  The only data that needs to be modified is:

· Policy or SSN – Add the Social Security Number of the Veteran

· Effective Date – Use effective date from the list (or verified from the VA).     If the first enrolled date hasn’t been received or is unknown, then use December 5, 2012 as the effective date. 
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DEMO,GARY	(upd:MAY 09, 2013) HRN#:20493	 (DIRECT ONLY)

	

1) Policy Holder.: DEMO,GARY

2) Policy or SSN.: 204930404

3) Effective Date: MAR 27, 2013

4) Expire Date...: 

5) Gender (M/F): M 

6) Date of Birth: 4/17/1942

7) PCP:

8) CD Name:

-HOLDER'S EMPLOYER INFO	

9) Status........: UNKNOWN              |10) Employer:

-INSURER INFORMATION	

VA MEDICAL BENEFIT (VMBP)

11) Grp Name: VMBP

PO BOX 1035 MAILSTOP 10N20 	Grp Number: IHS

PORTLAND, OREGON 97207

12) Coverage:

(855)331-5560	Ins. Type: P

13) CCopy:

		Policy Members

		PC

		Member #

		HRN

		Rel

		From/Thru



		14) DEMO,GARY

		

		204930404

		20493

		SELF

		3/27/2013





***WARNING 017: Coverage Type(s) not defined for the policy (204930404|VA MEDICA

L BENEFIT (VMBP))

Last edited by: LUJAN,ADRIAN M on May 09, 2013

	

ENTER ACTION (<E>dit Data,<A>dd Member,<D>elete Member,<V>iew/Edit PH Addr):

Coverage type is not needed as there is no coverage type associated with the Veteran’s eligibility.  The Priority Group may be used as a coverage type but at this time will have no effect on how the claim is generated.

IHS REGISTRATION EDITOR  (page 4)                       INDIAN HEALTH HOSPITAL

	

DEMO,GARY	(upd:MAY 09, 2013)	HRN:20493  DIRECT ONLY

	

	SUMMARY COVERAGE

	

		SEQ

		INSURER

		COVERAGE TYPE

		ELIG BEGIN  - ELIG END

		SUBSCRIBER

		POLICY NUMBER



		1

		VA MEDICAL BENEFIT

		(VMBP

		03/27/2013

		A DEMO,GARY

		204930404



		2

		MEDICARE

		A

		04/17/2007

		A DEMO,GARY

		204930404A



		

		MEDICARE

		B

		04/17/2007

		A DEMO,GARY

		204930404A





Enter S(equence), A(dd) insurer, E(dit) insurer, T(oggle seq category)

V(iew) Historical Sequence Dates  L(ist inactive eligibilities): A

Billing

Timely Filing IHS/THP claims must be submitted to VA for payment within 12 months from the date of service, otherwise the claims will not be reimbursed by VA.

Coordination of Benefits

The VA Medical Benefit Plan (VAMB) is considered the payer of last resort.  Currently in the RPMS Third Party Billing system, VAMB will generate before Medicaid and Medicare.   Billing staff must ensure all insurance plans have been sequenced correctly to ensure correct Coordination of Benefits.

If a claim is submitted to other insurers where the VAMB insurer is listed as another payer and the insurer denies the claim stating that the VA must be billed first may need for the site to submit a copy of the IHS-VA agreement to indicate that the VA is the payer of last resort.

Secondary Billing is to be done only when Private Insurance has been billed first.  You must provide a copy of the Payment/Denial EOB from the Private Insurance Company.  

If applicable, the submitted healthcare claims must have an attached Explanation of Benefits (EOB) from the other health insurance. If the healthcare claims are being submitted to the VA via EDI, mail the EOB to VISN 20 NPC at least 4 days prior to expected EDI claim submission.

Secondary Billing (after Private Insurance) will be handled accordingly.  

1.  Receive and Post EOB from Private Insurance company billed (payment, adjustments, denials)

2. Roll back information from Accounts Receivable to Third Party billing, creating a claim for the VA when appropriate.  

a. If the dollar amount received from the Private Insurer exceed the current All inclusive rate, do not balance bill VA.

b. If the denial from the private insurance company was for a non-covered service, copay, or deductible, etc., create claim and bill accordingly to the VA.

3.  Approve the VA claim according to guidelines.

4. Submit on Paper and attach the EOB.

DO NOT secondary bill from Medicaid or Medicare.

Claim form requirements

The VA Station Number and the Contract Number will need to print on each paper claim form.  The entries are added to Site Parameters option for each division within RPMS.  Once populated, there is no need to manually add to the Claim Editor.  

The VA Station Number is a three-digit number and identifies the VA Medical Center associated to the Indian Health or Tribal Health facility where the patient was seen at. 

VA STATION NUMBER

		Export Mode

		Form Locator

		RPMS Page

		RPMS Field Description

		Example

		VA Facility



		CMS-1500 or 837 Professional

		Block 23

		3

		Prior Authorization Number

		568

		Fort Mead VA



		UB-04 or        837 Institutional

		Block 63

		3

		PRO Approval Number

		0568

		Fort Mead VA





The Contract Number is the number that the VA assigns to the Indian Health or Tribal Health facility once the Implementation Agreement has been signed.   This number will be used to identify the IHS and VA facility and must be sent on the claim.

CONTRACT NUMBER

		Export Mode

		Form Locator

		RPMS Page

		RPMS Field Description

		Example

		VA Facility



		CMS-1500 or 837 Professional

		Block 19

		3

		HCFA-1500 BLOCK 19

		VA-568-IHS-0001

		Fort Mead VA



		UB-04 or 837 Institutional

		Block 80

		9F

		Remarks

		VA-568-IHS-0001

		Fort Mead VA





Note:	The table references the pages and fields the Station Number and/or Contract Number may be added if manually adding to the claim.

Itemization of Charges

Although the signed agreement states that the Indian Health Service Federal and Tribal locations shall be reimbursed at the All-Inclusive Rate as published in the Federal Register, all claims must be submitted displaying the itemized charges.  The initial set up of the insurer allows the claim to itemize in the Claim Editor.

Note:	Do not submit the all-inclusive rate or a default CPT code for services to the VA.

Outpatient Claims

Outpatient services, as indicated in the Insurer File setup, are to be billed on the CMS-1500 or the 837 Professional export mode.   Medications may be billed but the charges would need to be split from the Medical claim.  Use the Split Claim option (3P>MGTP>SCMG) to create a new claim.

Every attempt to file Outpatient claims electronically should be pursued.  As of the implementation date, if an outpatient claim is submitted on paper, a $15 paper claim fee will be assessed off of every OP paper claim submitted.  

Ambulatory Surgical Center (Day Surgery) 

All services pertaining to Ambulatory Surgeries should be presented (billed) on a CMS-1500 ONLY.  Only submit one claim form.

Emergency Room

Emergency Room services are billed on the UB-04 or 837 Institutional claim form.   Sites that normally separate the Emergency Room claim to bill the Professional Component separate from the facility charges will need to ensure that all billing is approved on one claim form.  This means the Professional Component must be billed with the facility charges on the UB-04 or 837 Institutional claim form.

Inpatient Claims

Inpatient claims are billed on the UB-04 or the 837 Institutional claim form.  Charges will be itemized and the Inpatient Professional Component may be split on to a separate claim and billed using the CMS-1500 or the 837 Professional claim form.   

Per VISN20, and per the Agreement, Inpatient claims will be reimbursed at the current DRG (Diagnostic Related Grouper) rates.  This means that the facility bill will be reimbursed according to length of stay, condition and diagnosis of patient, age of patient, etc.  VISN20 is not able to calculate the actual DRG code to use for reimbursement, therefore in order to receive payment, IHS/THPs must include the DRG on the claim.  The DRG is to be added to Block #71 of the UB.

Note:	As of date, we have encountered an issue with submitting claims electronically for Inpatient.  One, you have to have the DRG present on the UB-04 (837I) for inpatient facility charges.  Two, we have found that en route to the clearing house, partial data is being removed from the 837I file, resulting in re-routing the claims to a different location.  

As of now, it is recommended that Inpatient claims be submitted on paper.  Yes, there will be a $15 paper claims fee on those claims.  Until further research is done, IHS/THPs must include the DRG on the paper UB form.

Current development of this process is currently underway.

Dental

The VA agreement allows for the billing of dental services.  For the enrolled Veteran, dental benefits are very limited.   Prior to billing any dental services, please contact the local VA to ensure the services provided will be covered.

Pharmacy Billing

At this time, medications are not billed using the Pharmacy Point of Sale System (POS).  Medications shall be split from the medical claim.

Medications are billed using a HCPCS code that specifically identifies the medication.  Use J3490.  

Because the VA cannot process Pharmacy claim forms, or accept Point of Sale billing, we are to use the CMS-1500 to bill Pharmacy prescriptions to the VA.  The CMS-1500 claim form requires the inclusion of a CPT/HCPCs code for every line billed.  We have been instructed to Always use J3490 as the CPT/HCPC code.  This should eliminate denials.

At this time, the Pharmacy claims cannot be billed electronically.  The VA payment processing system cannot read all pertinent data that is needed for adjudication of these claims.  All Pharmacy claims must be billed on paper (CMS-1500).  The $15 paper claims fee, DOES NOT apply to pharmacy claims.

The CMS 1500 must contain the following information: 

Date of fill 

Pharmacy name 

Drug name and strength 

Number of day’s supply 

Quantity 

Prescription number 

Doctor’s name or DEA number 

Amount paid by the other health plan or retail price for the pharmacy

The summary of pharmacy claims process are as follows:

   *   Pharmacy claims that are submitted to the VA are scanned in the VA Fee Care Basis System (FBCS) for processing.

  *   All IHS and THP pharmacy claims are suspended for review by VA claims processor.

  *   100% manual pharmacy claims review are done by claims line item for VA Non-Formulary by the VA pharmacy team.

  *   After the claims review has been completed - the appropriate approval or denial/reject code is assigned. The pharmacy claims are then released to the VA claims processor (at VISN20) for action (either denial/reject or payment)

NEW:

As of the end of June, 2018, IHS and VA entered into and signed an addendum to the Agreement that addresses billing for Non-VA Formulary drugs.  Per policy, the VA will not reimburse for prescription drugs that fall outside of their Formulary.  In order for IHS/THPs to get reimbursed, a Pre-Authorization must be obtained from your local VAMC Pharmacy and the Pre-Authorization must be attached to the hard copy claim upon submission.

Each Area/Facility are working out processes to incorporate this change.  Denials may be received “Non-Covered Service” if the PA doesn’t accompany the claim. 

From VA:  Line items will be rejected with "non-covered charges" if it is non-formulary.  If there are multiple lines on a claim and only one is non-formulary the other line items will be paid.  If all line items are non-formulary, the entire claim will be rejected.  If the one line item is rebilled it should not be rejected as a duplicate.  If for some reason it is, please reach out to the call center for assistance

Here is the link to the VA Formulary listing: http://www.pbm.va.gov/NationalFormulary.asp. 

Billing for Supplies:   

Here is the guidance received from VISIN20 when asked:  Can you provide written guidance on how to bill for Supplies (diabetic, etc).  Which form should these be billed on?  What code (HCPC) should be used?  What else is mandated on the claim form?

DME however is not covered (glasses and hearing aids). 

 In general the VA does not pay for supplies (they are not in the contract).  If these are pharmacy related such as diabetic supplies, they should be billed like all pharmacy with the Jcode J3490.

 



Accounts Receivable

The following will detail how payments are received and processed in RPMS Accounts Receivable.

Finance Set-up of CANs

Prior to recording a VA reimbursement into the UFMS, CANS must be set up and created in UFMS with the appropriate VA Budget Activity Program (BAP). Each facility that is currently receiving allowances for PI, MCR, MCD, and OTHER must also have a Common Accounting Number (CAN) for the VA BAP. The following is the procedure for the CAN set up.  This should only be done one time.  Finance will has established procedures for updating these CANS on an annual basis.

Receiving Reimbursements

Understanding the PFRAR and EFT

The PFRAR is the Preliminary Fee Remittance Advice Report that is mailed by the VA VISN20 National Processing Center.  The VISN20 National Processing Center is located in Vancouver, Washington.   The PFRAR is used to indicate claims that have been processed.  This includes denied claims.   This document will be used for account reconciliation in Accounts Receivable.  The PFRAR cannot be posted until reconciled with the EFT and EOB from the VA’s payment center.

VISN20 sends the “payable” claim file to be  processed out of the VA’s Austin payment center.  There currently is no correlation back to the PFRAR when the payment is submitted to the lockbox.  The Business Office will need to work with Finance as the payments will need to be batched. 

Summary:  

1. Submit claims to VISN20

2. VISN20 adjudicates/processes all claims received. Claims are Paid, Adjusted, or Denied.

NOTE:  If a claim is Rejected (didn’t get into the processing system), claims are normally returned to the provider and not usually included in the PFRAR.

3. VISN20 creates and sends a PFRAR (Preliminary Advice Report) to facility or Lockbox.  The PFRAR includes what VISN20 “said” to pay, adjustments and denials.

4. VISN20 sends “payable” claim file to The Payment Center to confirm and make actual payment.

5. The Payment Center will send the EFT (should not be paper checks) and EOB (actually payments made) to the PNC Lockbox and ACH accounts.

6. Once the EOB/Deposit is confirmed and reconciled, the Item is Batched.

7. Reconcile the EOB and PFRAR with the Batch.

8. Posting of all payments can happen at this time.  Remember, the adjustments and denials may only be present on the PFRAR.



Batching

Set up a new collection point for Veterans Administration if needed.  This can be done in the Manager Menu under Collection Point Edit.  

Prior to patch 11 installation for Third Party Billing, batch the payment, post to unallocated and refund using 560 (Transfer) as the Type of refund.  Print Refund Letter and submit to Area Finance.

Upon receiving the transfer packet from business office, the area finance will log into UFMS and create an invoice for the amount of the deposit utilizing the CANS that were previously set up for the VA BAP.   After completing the UFMS invoice, finance must create and apply a UFMS receipt for the deposit amount with the TDN from the transfer packet. At this point the Treasury Deposit number (TDN) and amount are recorded in UFMS and the funds will be eligible for the allotment/allowance process.

Since the VA payment will be a federal receipt, finance must be careful to record the transaction so that the invoice type and he receipt type are correctly in sync to trigger the allotment/allowance process properly. Proper recording is also necessary so that the transaction does not appear incorrectly on the trial balance.  Below is the correct format for creating the VA invoice and VA receipt in UFMS. 

Posting Scenarios

Payment Credit will be posted as long as the Insurer type used is Private Insurance and not VA.   Use 20-payment credit and 121 as the adjustment reason.  

Once the VA Insurer type is utilized, the transactions (invoice, receipt, and adjustment) will pass to UFMS via the interface.  Once this process is implemented, Payments will be posted in RPMS via the Batch/Payment process.

Adjustments

The VA will be charging a processing fee of $15 on outpatient claims for the first two years after the agreement has been signed.   Adjustments shall be recorded using Write Off (3) and Processing Fee (140).  

This assessment has expired. The VA is no longer adjusting payment for this amount for this reason.  If you are still seeing this type of adjustment/fee, please contact Cynthia Larsen with examples via secure transfer as soon as possible 

The paper claim adjustment still applies to Medical claims submitted on Paper.  The a $15 paper claims adjustment will be entered into AR as a Non-Payment (4) and Statutory Adjustment (686) adjustment reason.  

Since the claims will be submitted itemized, the remaining balance will be adjusted using Grouper Allowance (16) with Processed in Excess of Charges (694) to bring the account into balance.

Pharmacy bills totaling under $20.  Approve the bills but DO NOT SUBMIT to VA.  Adjust the bills accordingly.  Use adjustment code Non-Payment (4) and Pymt/Red for Req charges/taxes (141).  You can now bill for all Pharmacy services since the $15 doesn’t apply anymore.



Payment Exceeds Billed Amount

Use GROUPER ALLOWANCE, 694 (exception is Inpatient which will use a DRG adjustment type.)

Payment is Within Billed Amount

Use GROUPER ALLOWANCE, 694 (exception is Inpatient which will use a DRG adjustment type).

The following is an example of a claim posted where the billed amount was lower than the payment amount.

Transactions for DEMO,WILLIAM  from 05/22/2013 to 05/22/2013     Page: 1


		Trans

		Type

		Amount

		Category

		Adj. Type



		 1.

		 A

		300.00

		PAYMENT CREDIT

		RECEIVED NO-COL-REGISTER



		 2.

		 A

		 15.00

		WRITE OFF

		PROCESSING FEE



		 3.

		 A

		 15.00

		NON PAYMENT

		Statutory Adjustment



		 4.

		 A

		 -262.00

		GROUPER ALLOWANCE

		Processed in Excess of Charg





Claims Status Check and Questions By Phone and Online: 

VA THP Claims Payment Processing Center contact 1-877-881-7618, Monday through Friday, 6:05 a.m. to 4:45 p.m., Mountain Standard Time (MST), do not enter the zip code.

Please try this Claims Payment Processing Center first.  If  needed, you can contact one of the POCs listed below.  If you feel this is an Agreement, System, or National process issue that may be affecting others, please share with Cynthia Larsen via email.

Claims Payment Center POC's :


Lead Voucher Examiner - Melinda VanHoomissen; Melinda.VanHoomissen@va.gov; 360-696-4061 ext. 33314


Supervisor - Tania Redeau; Tania.Redeau@va.gov; 360-696-4061 x 36009


Claims Payment Center Manager - Kerry Paperman; Kerry.Paperman@va.gov; 360-696-4061 ext31673


Online: Vendor Inquiry System (VIS) VIS is an external web application that allows registered IHS/THP providers to research the status of claims received by VA. IHS/THP providers may register in VIS https://www.vis.fsc.va.gov/DesktopDefault.aspx to view the VA Treasury payment information and claim status. 


VIS Fact Sheet link: https://www.va.gov/COMMUNITYCARE/docs/providers/VHA-FS_VendorInquiry-System.pdf.
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VA Eligibility Contact Information

https://www.1010ez.med.va.gov/

OTHER WAYS TO APPLY OR UPDATE YOUR INFORMATION...

By Phone

You can apply for enrollment of your benefits or update your information by phone by calling 1-877-222-VETS (8387), Monday through Friday, between the hours of 8:00 AM and 8:00 PM (Eastern Time). A VA representative will have your completed form sent to you for verification and signature. 

For Enrollment Verification, contact the Health Eligibility Center (HEC):  (855) 488-8441

Hours of Operation are Monday through Friday, between the hours of 8:00 AM and 5:30 PM (Eastern Time).  We may have to established an approved contact person at each facility that will be allowed to receive information from the HEC.  

By Mail

Print the 10-10EZ form or 10-10EZR form or call to have the form mailed to you. Complete and sign the application, then mail it to:

Health Eligibility Center
2957 Clairmont Road Suite 200
Atlanta, GA 30329-1647

In Person

Visit a VA Medical Center or clinic nearest you to apply for enrollment or if you are already enrolled, to update your information in person.
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Acronym List

		Acronym

		Description



		BAP

		Budget Activity Program



		CAN

		Common Accounting Number



		EFT

		Electronic Funds Transfer



		EOB

		Explanation of Benefits



		HEC

		Health Eligibility Center



		IHS

		Indian Health Service



		OIT

		Office of Information Technology



		ORAP

		Office of Resource, Access and Partnership



		PFRAR

		Preliminary Fee Remittance Advice Report



		RPMS

		Resource and Patient Management System



		TDNUFMSVA

		Treasury Deposit NumberUnified Financial Management CenterVeterans Administration



		VISN

		Veterans Integrated Service Network







Contact Information

If you have any questions or comments regarding this distribution, please contact the IHS/VA Reimbursement Implementation team in the Office of Resource, Access, and Partnership.

Questions regarding RPMS may be reported to the OIT Helpdesk:

Phone:	(505) 248-4371 or (888) 830-7280 (toll free)

Fax:	(505) 248-4363

Web:	http://www.ihs.gov/GeneralWeb/HelpCenter/Helpdesk/index.cfm

Email:	support@ihs.gov
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Contact info



				Pharmacy

				Point of Sale

				Tutorial

				Version 2.29

				Last updated November 3, 2020

																		This document is just an explanation of the pharmacy point of sale procedures that are conducted on a daily basis at the Clinton Indian Health Service Pharmacy.  It is meant to be a tool to assist beginning POS technicians/pharmacists with some of the most common problems.  Our techniques work well for us, but they may need altered for your site.  Anyone utilizing this aid is encouraged to develop your own process, tailored to your site's needs.



				Questions or concerns, contact:

				LCDR Michael Hunt, DPh

				Point of Sale Pharmacist

				Clinton Indian Health Center

				10321 N. 2274 Rd

				Clinton, OK  73601

				Phone:  580-331-3351

				Fax:  580-331-3555

				michael.hunt@ihs.gov

				Other contributors:

				Dusty Allen

				Tiffany Brown

				LCDR Phillip O'Bourke

				CDR Nick Sparrow







mailto:michael.hunt@ihs.gov

Recorded Trainings

		Recorded Pharmacy Point of Sale eLearnings

		Recordings trainings are available on RPMS Training Repository covering the following four Pharmacy Point of Sale Sections.

		1		Pharmacy Point of Sale (POS) Startup and Daily Task Checklist

		2		Pharmacy Point of Sale (POS) Identification and Entry of Third Party Insurance

		3		Pharmacy Point of Sale (POS) Correcting Rejections

		4		Pharmacy Point of Sale (POS) Prior Authorizations

		Trainings are about an hour long.  They include powerpoint, full set of notes by clicking the notes option, and recorded narration.



		You can request access to the RPMS Training Repository by the link below and clicking the Register Now tab.  

		When your request is received,  an approval will be sent with instructions on how to create a password.  

		https://ihs.cosocloud.com/rpms-tr/event/event_info.html

		Once logged in, you can find the trainings under Clinical> Pharmacy > Pharmacy Informatics *

		*If you have trouble signing in, it sometimes works best using Google Chrome

		POS eLearning Course Material

		Regarding the PowerPoint Presentations for POS eLearning classes, the presentations are on the Course Material link at 

		https://www.ihs.gov/rpms/training/course-materials/?parent=&fld=Pharmacy+Point+of+Sale+-+eLearning+2020



https://ihs.cosocloud.com/rpms-tr/event/event_info.htmlhttps://www.ihs.gov/rpms/training/course-materials/?parent=&fld=Pharmacy+Point+of+Sale+-+eLearning+2020

POS Setup

		POS Setup

		For additional training materials on POS Setup, go to ABSP Pharmacy Point of Sale - eLearning 2020 at:

		https://www.ihs.gov/rpms/training/course-materials/



		Sign up for the POS Listserv!!!																				To sign up for the POS Listserv, go to IHS.GOV, then click Employee resources, then click LISTSERV EMAIL GROUPS.																																		Type in Pharmacy Billing in the search bar.  

																																								Next click on Topics. And then…																Once it pops up, select Pharmacy billing.



		See screenshots to right.  May be some variances from site to site with regard to ABSP PRICING TABLE NAME.



		The pricing table should be STANDARD.

		The unit price source should be PRESCRIPTION FILE AWP

		The multiplier should be 1.5



https://www.ihs.gov/rpms/training/course-materials/

Daily Tasks

		Clinton Indian Health Service Pharmacy Point of Sale Tutorial

		For additional training materials on Daily Tasks, go to ABSP Pharmacy Point of Sale - eLearning 2020 at:

		https://www.ihs.gov/rpms/training/course-materials/

		POS Daily Task Checklist see details below

		1.  Run URM (Update Report Master File for a date range)

		2.  Run DUP(Duplicate claims report (should be none))

		3.  Run STR (List possibly stranded claims)

		4.  Session log RCR (Rejected Claims by Reject Code) and load into RPMS REPORT AND INFORMATION PROCESSOR; work all rejections.

		5.  Complete prior authorizations.

		POS Weekly Task Checklist  see details below

		1.  Run PAP (Paper claims report); run daily or weekly

		2.  Run Released and UnReleased Prescriptions report.  (daily or weekly)

		3.  Run MISS (Find Prescriptions Missed by POS); (daily or weekly)

		4.  Run a fileman report to find all NEGATIVE COPAYS.  (if you have the POS Monitor package, it does this task for you each night)

		POS Monthly Task Checklist see details below

		1.  Run VGEN (Visit General Retrieval) report to find insurance coverage for uninsured patients

		2.  Run DAY report (TOTALS - by RELEASED DATE)

		3.  Run RCR (Rejected Claims by Reject Code) summary

		4.  Run STA (A/R Statistical Report) report

		POS Daily Tasks (details)

		1.       Run URM in RPMS:  go to ^URM and run for last 90 days.  This daily task clears out rejections that have been fixed already and totals data for running of RPMS reports.  If your have never done this before, do it for the last 365 days.

		2.       Run DUP in RPMS:  go to POS(Pharmacy Point of Sale), U(Pharmacy POS User Menu), RPT(Pharmacy electronic claims reports), MNT(Maintenance Reports), DUP(Duplicate claims report).  This checks for duplicate claims.  If any show up, simply resubmit them, and it will reverse and resubmit the claim to fix it.

		3.       Run STR in RPMS:  go to POS(Pharmacy Point of Sale), U(Pharmacy POS User Menu), RPT(Pharmacy electronic claims reports), MNT(Maintenance Reports), STR(List possibly stranded claims).  This checks for stranded claims.  If any show up, resubmit them.  If they are still stranded and show " insurer asleep", call your IT for them to ‘wake up’ the insurer that is causing the problem.  See INSURER ASLEEP tab at the bottom for instructions.

		4.       Run RCR (Rejected Claims Report) for whatever time frame you are working.  We run this each morning for the previous day's claims, so the time frame is T-1 to T-1 to print the previous day rejections.  This should be done through session logging in RPMS, and then uploaded into the RPMS REPORT AND INFORMATION PROCESSOR developed by Nick Sparrow (available on the IHS Pharmacist listserv).  Click on the instruction tab the first time you use it and it will instruct you on how to format your RPMS window.  Once that is done, you can go to ^RCR.    Then put in the date range, enter pharmacy or leave blank if you have multiple pharmacies in your service unit.  Leave insurer blank, rejection code blank, and choose D for Detailed.  When you get to DEVICE: HOME//, type 0;180;9999999, but do not hit enter.  Click File in the upper right corner, then click session logging.  You will create a file name (for example, RCR061516.TXT).  It must have .txt on the end of the file name for the POS REPORT PROCESSOR to recognize it.   Then hit enter continually until the whole report has flashed across the screen.  Then go back up to FILE and click Session Logging again to shut it off.  You are now ready to upload it into the POS REPORT PROCESSOR.  (Very detailed instructions are available in the INSTRUCTION MANUAL tab of the RPMS REPORT AND INFORMATION PROCESSOR from the session logging to the importing of the RCR.)   Once claims are in the  RPMS Report Processor, they can be sorted to your preference (i.e. group by patient, or group by rejection).  See REJECTION LIST tab at the bottom for common rejections/possible fixes.  Once corrected, the outcome should be entered along the right side.  Once all claims have been worked, our site copies each day's rejection list onto a master list, which is just a separate RPMS Report and Information Processor that we have added sheets for each month along the bottom.  This is very helpful to look back later and view a certain rejection or a certain medication to assess how often it pays/rejects.

		5.   Complete any Prior Authorizations that may have been identified while working your claims.  See the covermymeds tab at the bottom.

		POS Weekly Task Checklist (details)

		1.   Run the PAP (Paper Claims Report).  This can either be done daily or weekly.  It searches for any claims that are trying to bill as paper claims instead of through the POS package.  If this occurs, the insurance plan may not be set up as billable to POS.  Go to ^RPMS in RPMS and enter the third party plan name.  There are three choices:  U        UNBILLABLE,  O        OUTPATIENT DRUGS ONLY,  P        BILLED POINT OF SALE.  All POS insurance plans should have   P    BILLED POINT OF SALE listed.  Our VA Medical Benefit Plan is the only plan that should show up on the PAP.  It goes to paper claim, and the business office bills those claims (verify procedure at your site).  If you have medical only plan (no POS benefits) that shows up as a paper claim, it should be changed to OUTPATIENT DRUGS ONLY.  Plans should never be marked UNBILLABLE as this opens the opportunity for fraudulent activity.  Run your Paper claims report (^PAP) at least monthly to make sure nothing but VA claims show up on it.      

		2.  Run Released and UnReleased Prescriptions report.  (daily or weekly).  This report shows if a prescription was filled but not "released" to POS.    If prescriptions show up on this report, let your pharmacist know.  CMOP(Consolidated Mail Outpatient Pharmacy) prescriptions in AT mode (transmitted, but not yet filled by VA mail order pharmacy) will show up on this report until the VA pharmacy "picks up" the batch and processed them.  These can be ignored.  Our CMOP cancel backs (prescriptions that could not be filled by the VA pharmacy because of out of stock, wrong pack size, etc., and are 'cancelled back' to your pharmacy to be filled locally or fixed and retransmitted) are sometimes incorrectly processed at our site and are not getting released.  Your site may or may not have this issue, but run the report periodically to make sure.  When running the report, you should select YES for only unreleased prescriptions.  If you do a lot of suspending for future fill dates for CMOP mail outs, you may want to run your report for an older time frame, for example t-30 to t-5.  This will hopefully keep all of the prescriptions that are suspended to mail out from showing up on this report. These will all fall off of the report after they are RELEASED by CMOP.																												Example:Enter YES for ONLY Unreleased Prescriptions. 

		3.  Run MISS (Find Prescriptions Missed by POS); (daily or weekly).  This report will identify a prescription that has been processed/refilled by the pharmacist, but the claim did not 'cross over' to the POS package for billing.  Therefore, it will not show up at all in POS as PAID, REJECTED, etc.  All REVERSED claims will show up on this report and have REVERSAL ACCEPTED at the right side of the screen.   The claims that do not have any message on the right side are the ones you need to pay attention to.  In our site, CMOP(Consolidated Mail Outpatient Pharmacy) will cancel back prescriptions that they cannot fill (either out of stock, wrong pack size, refrigerated item to PO box, etc.)  for our site to fill and mail locally.  If these Cancel Backs are processed incorrectly, this leads to prescriptions showing up on the MISS report.  Investigate activity log to determine if rx was filled.  The rx number can be manually entered as a NEW claim in POS if necessary.

		4.  Fileman report to find all negative copays.  (If you have the POS Monitor Package, ignore this step.  This will be done automatically each night.)  Some third party plans will show negative copays on POS claims.  Normally it is on low cost medications, and the high cost medications will give good reimbursement, so it is beneficial to leave the insurance active for meds to bill.  Follow the instructions below to run a Fileman report, import it into Excel, sort copay to move all negative copays to the top, then reverse them.  It is best to do this daily.  I have heard that if you reverse the claims after the third party has issued it's payment to your pharmacy, the deductions have already been taken from the check (not completely certain).  You may have to ask your supervisor to make an ITAC request for fileman keys if you do not have them.

				Select VA FileMan Option: PRINT File Entries

				OUTPUT FROM WHAT FILE: ABSP REPORT MASTER//

				SORT BY: RELEASED DATE//

				START WITH RELEASED DATE: FIRST// T-30  (JUL 27, 2016)

				GO TO RELEASED DATE: LAST// T  (AUG 26, 2016)

				  WITHIN RELEASED DATE, SORT BY:

				FIRST PRINT FIELD: RELEASED DATE

				THEN PRINT FIELD: ";"

				THEN PRINT FIELD: TRANSACTION:PHARMACY

				THEN PRINT FIELD: ";"

				THEN PRINT FIELD: RXI:DRUG

				THEN PRINT FIELD: ";"

				THEN PRINT FIELD: TRANSACTION:PATIENT

				THEN PRINT FIELD: ";"

				THEN PRINT FIELD: TRANSACTION:NET

				   By 'NET', do you mean ABSP LOG OF TRANSACTIONS 'NET PAID BY INSURER'? Yes//

				  (Yes)

				THEN PRINT FIELD: ";"

				THEN PRINT FIELD: TRANSACTION:INSURER

				THEN PRINT FIELD:

				Heading (S/C): ABSP REPORT MASTER LIST  Replace @

				STORE PRINT LOGIC IN TEMPLATE:

				DEVICE: 0;999;99999

				Then import this data into Excel.

		POS Monthly Task (details)

		1.  VGEN report to find insurance coverage for uninsured patients.  This has the possibility to make a larger impact on your POS collections than almost anything else.  See paramaters/instructions in the SEARCH FOR ELIGIBILITY tab.  Once you have the report, enter each patients info into the Emdeon Cardfinder to search for coverage.  If coverage is found, enter the pharmacy coverage and attempt to back bill claims (up to 90 days for commercial and Medicare Part D plans, and up to 180 days for Oklahoma Medicaid).  If you are trained to enter the MEDICAL insurance, then do so.  If not, notify whoever it is at your site (registration or business office) that enters the MEDICAL coverage so that it can be entered and billed.  This communication between departments is crucial to avoid any loss of collections.  The benefits of this systematic search will compound monthly and can result in a massive increase in your total collections.  This will seem repetitive when you see the same names each month, but insurance coverage can begin or end on any day of the year.  We have skipped a few months in the past thinking we had already checked them, only to find a huge amount of new coverage when we finally ran it again.  It has paid off every single month, without fail.  Again, this report only captures patients who have nothing entered on page 4 of their record.  It is imperative to enter an END DATE for any insurance that you discover has terminated.  That patient will then be included in future VGEN reports.

		2.  Run DAY report.  This information is what our administration uses to track collections.  Can be ran for each site or for entire service unit.  We run this report at the first of the month for the previous month's data.  Once all of the previous month's rejections have been fixed, run a URM to "clear out"  the fixed rejections and update totals.  This information is also entered on the IHS Sharepoint website.

		3.  Run RCR report summary for the month.  The top 3 rejections RX count, and total dollar amount, are entered on the I.H.S. sharepoint.

		4.  Run the STA(A/R Statistical Report) report for the month.  Go to ^STA and choose number 1.  Paid amount off of this is entered on the I.H.S. Sharepoint site.



		*This document is just an explanation of the pharmacy point of sale procedures that are conducted on a daily basis at the Clinton Indian Health Service Pharmacy.  It is meant to be a tool to assist beginning POS technicians/pharmacists with some of the most common problems.  Our techniques work well for us, but they may need altered for your site.  Anyone utilizing this aid is encouraged to develop your own process, tailored to your site's needs.  Questions or concerns, contact michael.hunt@ihs.gov  580-331-3351.





https://www.ihs.gov/rpms/training/course-materials/

Reject List

		POS Rejection		Possible Reasons for Rejection  

		01:M/I SOFTWARE VENDOR/CERT		Insurer may be lacking SPECIAL CODES.  See the SETUP OF INSURER tab at the bottom for the default codes that should be entered.  The code for field 110 is usually the one that, if missing, will cause this.

		01:M/I Bin		Verify  on the claim receipt that the BIN number is transmitting and that it matches the one on the insurance card.

		05:M/I Pharmacy Number		1.  May be missing a "special code" in the insurer file.  See the SETUP OF INSURER tab at the bottom for the default codes that should be entered.  2. May not have a contract with the plan.  Can call help desk for that insurer to verify.

		06:M/I Group Number		Verify on the claim receipt that the GROUP number is transmitting and that it matches the one on the insurance card.  Group number can be entered in field 11 (private insurance) or field 7 (Medicare part D plans) in the insurance plan entered on page 4 of the patient's chart. (^EPT)

		07:M/I Cardholder ID Number		Wrong ID number on page 4. Watch Med-D plans having SSN as ID; defaults to SSN at entry.

		09:M/I Birth Date		1.  Insurance may have different DOB.  Patient will need to call their insurance to change.  Can run as NEW with correct DOB in field 304. Date must be in yyyymmdd format.  2.  Possible wrong person code.

		10:M/I Patient Gender Code		Verify that patient gender is correct in patient's chart.  If insurance has incorrect gender, you will have to match what they have to receive a paid claim.  Resubmit claim as NEW and enter in field 305 a 1 for MALE or a 2 for FEMALE.

		14:M/I Eligibility Clarification Code		Patient may not have active coverage.  Verify coverage through Emdeon Cardfinder, Availity, or OHCA website (OK Medicaid).  See ELIGIBILITY SEARCH tab at the bottom of this document.

		15:M/I Date of Service		Noncontrolled prescriptions are good for 1 year.  C III-V are good for 6 months.  CII prescriptions are good for 30 days (in Oklahoma).  This is usually only a problem if prescriptions are suspended for CMOP when it is suspended for a future fill date that is past the prescription expiration date.  Also on CMOP prescriptions, fill dates will update in RPMS when CMOP actually fills the prescription, which could be 1-3 days after the date it was actually processed at your site.  Either way, there is no way to fix it after the fact.  Prescriber will need to enter a new order.

		18:M/I METRIC QUANTITY		Must match pack size to product (inhalers, creams, patches, injections, etc.)  Let pharmacist know to correct for next time. Can correct claim as NEW, hit YES at the top to change the quantity.

		19:M/I Days Supply		1.  Usually means quantity per day supply is exceeded.(i.e. 90 per 30 days and only once daily is approved.)  2.  Insurance may only pay for 30 days at a time. A vial of insulin, for example may last 40 days according to the directions on the bottle.  If it is a pack that cannot be broken (insulin vial, box of lancets, etc.) our site will reprocess with a 30 day supply and make a chart note for reference during future audits explaining what action was taken.

		1V:Multiple Transactions not Suppported		Go into Avanced Setup of Insurer (ADV) and chnge the Maximum RX's Per Claim.  It is sometimes set at 4, which means that, when a claim is submitted, there will be a temporary delay to try to group up to 4 claims and transmit at once the the Insurer.  This could result in cost savings from your switch with regard to per claim transmission fees.  Some insurers only allow 1 claim to be submitted at time.  To change, just enter a 1 at the end of the line.  Example:  Maximum RX's Per Claim: 4//1    Then resubmit claim as NEW.

		21:M/I Product/Service ID		1.  Repacks not covered.  2. May be old NDC that needs updated.

		22:M/I Dispense As Written(DAW)/Product Selectio		Reject received when a Brand Name drug that has a commercially available generic equivalent is processed without a DAW code.  Since our sites get special pricing on these items, we reprocess as NEW with a DAW code of 5 (Brand dispensed as generic).  See CODES tab below

		25:M/I PRESCRIBER ID		1. Doctor may not be listed as a provider for that plan. (we had a dr whose medicaid contract expired and had to be renewed).  2. Prescriber NPI may not be entered in the RPMS Provider file.  3. Field 411 may be suppressed.  4.  In Avanced Setup of Insurer (ADV) make sure INSURER NPI FLAG is set to both.  EXAMPLE:  INSURER NPI FLAG: BOTH//

		27:Product Id not FDA/NSDE Listed		Verify that the correct NDC is in RPMS.  Usually a rejection because of a REPACKaged medication. (cannot fix; must order other brand to get paid claim)

		2N M/I Prescriber State/Province Address		1. Address not transmitting.  Go into Advanced Setup of Insurer (ADV) and make sure that field 367 is unsuppressed, then resubmit using NEW.  If it still rejects, the provider's state will need to be entered into the Provider file.  2.  Might be that the Provider's NPI number has not been entered.  Verify that NPI is present and transmitting by looking at the claim receipt.  If not there, it will need entered as a provider update. 

		40:Pharmacy Not Contracted With Plan on Date of		Rejection received when your pharmacy is not listed as being IN NETWORK or CONTRACTED with a particular Plan, Insurer, or Pharmacy Benefits Manager.  1. Call that insurer's help desk to find out if you are contracted.  If not, ask for a copy of your contract to forward to whoever establishes new pharmacy contracts (Area Office for our site).  2. If you are contracted, but out of network, the patient may be able to call to request that your site be placed 'in network'.  

		41:Submit Bill To Other Processor Or Primary Pay		Third party plan has on file that a person has other insurance.  Search for primary coverage on Emdeon cardfinder/Availity(see ELIGIBILITY SEARCH TAB), and enter on page 4 of patient chart.  If they do not have other insurance, patient will have to call their current plan to have it removed (With Oklahoma Medicaid, third party liability department, they will remove other expired other coverage if you call them with the termination dates obtained from Availity)

		43:Plan's Presc database indicates DEA of Presc		Validation of active DEA status required. If validated, submit applicable SCC in field 420.  See CODES tab below.

		44:Plan's Presc database indicates DEA of Presc		Validation of active DEA for prescription required. If validated, submit applicable SCC in field 420.  See CODES tab below.

		50:Non-Matched Pharmacy Number		May need contract with third party.  Verify first that you are a provider for that plan.  If so, then make sure that your special codes are entered in advanced setup of insurer.    See SETUP OF INSURER tab.

		52:Non-Matched Cardholder ID		Similar to 07:M/I Cardholder ID Number.  Wrong ID number on page 4. Watch Med-D plans having SSN as ID; defaults to SSN at entry.

		54:Non-Matched Product/Service ID Number		1. could be a repackaged med that is not covered.  2. Could be an old NDC that needs updated.  3.  Could be a med that needs a Prior Authorization completed

		56:Non-Matched Prescriber ID		1. Doctor may not be listed as a provider for that plan. (we had a dr whose medicaid contract expired and had to be renewed).  2. Prescriber NPI may not be entered in the RPMS Provider file.  3. Field 411 may be suppressed.  4.  In Avanced Setup of Insurer (ADV) make sure INSURER NPI FLAG is set to both.  EXAMPLE:  INSURER NPI FLAG: BOTH//

		569:Provide Beneficiary with CMS Notice of Appea		Could be many different reasons. Must look at the receipt to determine cause.  1.  billing Medicare part B product to Medicare part D plan (i.e. test strips,lancets, nebulizer solution); must bill Medicare part B.  2.  quantity may exceed daily limit (i.e. billing bupropion XL 150mg as 2 daily, but limit is 30 per 30 days; must change order to bill for just #30 or get quantity limit override)  3.  Could be product that requires a Prior Authorization.(even though it does not say 'PA required', many times a PA can be obtained).

		60:Product/Service Not Covered For Patient Age		Patient exceeds maximum or minimum age accepted by insurance.  (i.e. aspirin 81mg may not pay for certain ages, tretinoin cream may not pay for over age 18-25, adult inhaler (Amanex) may not pay for pediatric use.  PA is possible, but unlikely. 

		608:Step Therapy, Alt Drug Therapy Required		Medication is not on plan's preferred list. Medication may require prior authorization to show patient has tried preferred medications.  

		619:Prescriber Type 1 NPI Required		NPI may not be added in Provider's record.  If you have the keys, go to ^NPI in RPMS, and select Add/Edit NPI values for Providers.  Enter that provider's name and hit enter.  If entered, the NPI will appear.  If not it will allow you to enter it.  Once entered, resubmit claim as NEW.

		62:Patient/Card Holder ID Name Mismatch		Patient name submitted does not match Third Party file.  (i.e. Oklahoma Medicaid requires exact match for patient name.  Can verify name that Medicaid has on file at the OHCA website.(see ELIGIBILITY SEARCH tab at the bottom of this document)  If it is different than patient chart you can enter the MEDICAID NAME on #3 when editing the medicaid plan on page 4.

		645:Reject Code description not entered,See NCPD		Reject because of the use of a repackaged medication.  Similar to 21:M/I Product/Service ID.  Usually receive this from BC/BS, PRIME THERAPEUTICS, and some Medicare part D plans.  Consider ordering non-repackaged med, if cost allows.

		65:Patient Is Not Covered		Patient coverage may be terminated, or DOB/person code/ID number may be entered incorrectly.  Verify eligibility.  See ELIGIBILITY SEARCH tab.

		68:Filled After Coverage Expired		Coverage may be termintated. Verify eligibility through Emdeon Cardfinder, Availity, or OHCS website.  See ELIGIBILITY SEARCH tab.

		69:Filled After Coverage Terminated		Coverage may be termintated. Verify eligibility through Emdeon Cardfinder, Availity, or OHCS website.  See ELIGIBILITY SEARCH tab.

		70:Product/Service Not Covered		Could be many reasons.  1. Product may require Prior Auth or formulary exception request through Cover My Meds.  2.  Oklahoma Medicaid patient may have Family Planning benefits only.  3.  product may be excluded from plan (True Metrix test strips not covered on OK medicaid).  4. Route of administration may not be covered (Depo Provera injections on Prime Therapeutics).  5.  OTC medication not covered.

		71:Prescriber Is Not Covered		Doctor is not an eligible provider.  Patient's plan may require them to use a PCP designated by the insurance.  Call insurance to verify.

		73:Refills Are Not Covered		May vary with insurer.  At our site, we have a Medco/Express Script plan that allows only 2 refills at retail.  Patient must then use the mail order pharmacy, or call to "opt out" of the mail order option and get a PA on file to continue filling at retail level.

		75:Prior Authorization Required		Fill out appropriate Prior Authorization form. (Medicaid or Cover My Meds)

		76:Plan Limitations Exceeded		Could be many reasons.  Must check claim receipt.  1. Oklahoma Medicaid: may have already used their limit 6 fills for the month. If receiving OMB rate, make sure that you have a $479 payment for each date of service during the month.  2. Too may pills per day (simvastatin 20mg dosed at 2 daily;insurance only covers 1 daily.  Have order changed to higher strength, if possible.)  3.  receipt will say "Max 2 fills then action required".  Patient must call number provided to opt out of mail order service.  4.  Claim may be submitted for greater than the allowable day supply (i.e. Max day supply allowed is 30).  5.  Actual day supply on insulin may exceed 30 day limit by insurance.  On these, we enter the prescription order as the ACTUAL DAY SUPPLY  for the quantity being dispensed.   6.  Patient may have already received their TRANSITION FILL, and a prior authorization may need to be filled out.

		77:Discontinued Product/Service ID Number		1. OTC product may not be covered.  2.  Repack medication  3.  Compound medication:  could possibly bill for individual ingredient.  4. NDC may need to be updated in RPMS.  5.  Oklahoma Medicaid may be FAMILY PLANNING benefits only.  ****THIS COULD BE A Pre-audit halt from Emdeon.(Emdeon, or whatever switch your site uses, performs pre-audits on claims to make sure you are sending correct information.  If you have an NDC that is old or discontinued, you may get this reject.)   Once you verify that your drug file has the correct NDC in it, you can override this by making a NEW claim, entering 1 in the PA field, then entering the prior authorization of 999999 (this may be different at different sites; call your switch to verify). This will let the claim transmit through the switch and on to the Insurer.  Claim will then either pay or show the actual rejection from that insurer.

		79:Refill Too Soon		1. Claim too soon to be filled;avoided with proper use of POS Monitor package(available in Oklahoma). Check receipt for next fill date.  2.  Verify it is not from a prescription correction.  In POS, the incorrect claim from the same day may need reversed, and the correct one resubmitted. (could occur if NO is selected when DO YOU WANT TO REVERSE POS CLAIM is asked during prescription edit.)  3.  If patient is going on vacation and CMOP to a temporary address is not available, can possibly call insurer to get a ONE TIME VACATION OVERRIDE. Most plans allow 1 override/med/calendar year.  4.  Verify correct day supply is being submitted for product.  (i.e. pen needles, box of 100, should be 20 day supply if pt using Levemir three times daily and Novolog twice daily=5 needles daily.  100/5=20 day supply).  5.  May have been filled at a different pharmacy.  Call third party to get other pharmacy phone #, then call that pharmacy to have them reverse it if not picked up by the patient.  6.  During natural disaster/emergency situations (i.e. COVID-19, hurricaines, etc) overrides may be available and will sometimes be be posted in the rejection message from the insurer. Common overrides are: A: submission clarification code of 13 placed in field 420, then resubmit. B. Prior Authorization code of 911911 entered in PA field.  See Fixing a Rejected Claim tab for step by step directions.

		7D:Non-Matched DOB		1.  Verify that DOB of patient is correct.  Insurer may have a different/incorrect DOB on file.  Can submit DOB that the ins has on file as a new claim, entering DOB in field 304 as yyyymmdd format.  Patient needs to call insurance to have it corrected.  2.  May have wrong person code in person code field or at the end of the ID number.

		7H:Non-Matched Gender Code		Verify patient sex is correct in chart.  Insurer may have the patient listed as the wrong sex.  Until patient gets it corrected with insurance, you can resubmit as new claim and enter  1 for male or 2 for female in field 305 (patient gender code).

		7X:Days Supply Exceeds Plan Limitation		1.  Prescription may be for a greater day supply than insurance allows.  Check receipt.  Claim can be reprocessed for the max quantity/day supply allowed.   2.  Actual day supply on insulin may exceed 30 day limit by insurance.  On these, we enter the prescription order as the ACTUAL DAY SUPPLY  for the quantity being dispensed.  If the claim rejects and the box can not be broken (vial or pens) we resubmit with the day supply allowed and make an EHR chart note to reflect the reason.

		81:Claim Too Old		Noncontrolled prescriptions are good for 1 year.  C III-V are good for 6 months.  CII prescriptions are good for 30 days (in Oklahoma).  This is usually only a problem if prescriptions are suspended for CMOP when it is suspended for a future fill date that is past the prescription expiration date.  Also on CMOP prescriptions, fill dates will update in RPMS when CMOP actually fills the prescription, which could be 1-3 days after the date it was actually processed at your site.  Either way, there is no way to fix it after the fact.  Prescriber will need to enter a new order.

		85:Claim Not Processed		Just need to RESEND the claim in POS.  Caused if either your site or the insurer is having internet issues at the time of filling.  

		88:DUR Reject Error		Could be many reasons.  Must check claim receipt.  1.  Refill too soon:  claim will give next fill date.  2. DUR codes may need to be entered for override after consulting pharmacist/provider.  See DUR CODES section of CODES sheet at the bottom of this document.  3.  Rx could exceed the number of doses per day allowed by that insurance.  Verify quantity and day supply are correct.  May only be able to bill for the allowable amount (i.e. 30 tablets for 30 days, or whatever the limitation is).

		8S: Basis of Cost Determination Value Not Supported		Go into Advance Setup of Insurer(^ADV) and change the value of field 423 Special code from 0 to 07.  EXAMPLE OF HOW IT SHOULD LOOK:  SPECIAL CODE: S ABSP("X")="07"  See SETUP OF INSURER tab for special codes.

		891:Reject Code description not entered,See NCPD		Check the receipt.  If the claim is Express Script/Medco and says SUBMT 90DS OR OVD w/08/0891 w/SUBMTD DS in the receipt, you will override by going up to Ask Preauth and enter YES, then enter 8 in prior authorization type(Payer defined exemption), and 0891 in the Prior Authorization ID field, then resubmit.



		90:Host Hung Up		Just need to RESEND the claim in POS.  Caused if either your site or the insurer is having internet issues at the time of filling.  

		95:Time Out		Just need to RESEND the claim in POS.  Caused if either your site or the insurer is having internet issues at the time of filling.  

		96:Scheduled Downtime		Third party plan is conducting maintenance on their end.  Will need to RESend later when their system is back up.  Just highlight on your RRIP list to remember to resubmit.

		98:Connection To Payer Is Down		Occurs when there is an internet issue at either your site, the insurer, or somewhere in between.  Most often just resubmit this claim at a later time and it should process.  If same rejection, call Insurer to verify if they are having issues.

		9G:Quantity Dispensed Exceeds Maximum Allowed		Check receipt to see limit of drug per day supply (MAX QUANTITY OF 120 PER 30 DAY SUPPLY).  Attempt to get quantity limit override through Covermymeds.  If not available, can have order changed or reprocess for the maximum allowable quantity.

		A5:Not Covered Under Part D Law		Rejection from a Medicare part D plan.  Normally on OTC products.  Product is just not covered

		A9:M/I Transaction Count		Most insurance plans allow 4 claims to process simultaneousley, others may only allow one.  Just need to RESend the claim.  You can change the Maximum RX's Per Claim in the (^ADV) Advanced setup of insurer option in RPMS.

		AD:Billing Provider Not Eligible To Bill This Cl		Pharmacy may not have a contract with this plan/group.  Verify all processing information (BIN, PCN, ID, GROUP).  Call insurance and they can identify by using your pharmacy NPI if you are, or are not, a provider.  If not, request a contract, and forward it to your area office.

		AE:QMB (Qualified Medicare Beneficiary)-Bill Med		Rejection received when medicaid or private insurance is billed, but that insurance shows that the patient is eligible for and should have a Medicare Part D plan.  Search for Med-D eligiblity on Emdeon Cardfinder or ^ELIG in RPMS.  See Eligibility Search TAB.   1.  If patient has a Med-D plan listed, claim could have rejected on Med-D, then processed to the other insurance(secondary) that rejected.  May possibly need a PA for the Med-D plan.  2.  For covered OTC products on Oklahoma Medicaid (mainly cetirizine) an override of 4 can be entered in field 308 and retransmitted as NEW.

		AG:Days Supply Limitation For Product/Service		View claim receipt to see the limitation for the product. (i.e. MAX OF 90 PER 30 DAYS).  Can try to get a QUANTITY LIMIT OVERRIDE through Covermymeds or by calling insurance.  Otherwise, prescription may need to be changed by the provider to the maximum allowable amount to get paid.

		CA:M/I Patient First Name		Patient name submitted does not match Third Party file.  1.  Oklahoma Medicaid requires exact match for patient name.  If it is different than patient chart you can enter the MEDICAID NAME on #3 when editing the medicaid plan on page 4 of patient's chart.  2.  If name we are submitting matches third party file, verify that the name is transmitting.  If not, field 312 CARDHOLDER FIRST NAME may need unsuppressed in ADVANCED SETUP OF INSURER.  See SETUP OF INSURER tab.

		DR:M/I Prescriber Last Name		Prescriber name we have entered may not exactly match the insurer file.  If it does match, verify that it is transmitting.  If not, may need to unsuppress field  427  PRESCRIBER LAST NAME in advanced setup of insurer.

		E7:M/I Quantity Dispensed		Occurs when the quantity you are submitting for a product does not match what the Insurer says the pack size should be.  This could occur if you are billing the NDC for Amoxicillin 250/5ml suspension 150ml size, and are submitting a quantity other than a multiple of 150.  Most often the reject receipt will tell you what quantity they require for a paid claim.  Tell your pharmacist to request a change in the prescription order so that the medication and pack size match. (Another example is on Enbrel.  If 4ml is submitted, 3.92ml is often what the insure requires.  Drug file might need updated)

		EM:M/I Prescription/Service Reference Number		Two step process:  1. Go into Advanced Setup of Insurer and check to see if field 455 is suppressed. If so, then unsuppress.  2. Then enter this NCPCDP FIELD SPECIAL CODE in field 455.  SPECIAL CODE: S ABSP ("X")=1  See SETUP OF INSURER tab for other SPECIAL CODES.

		ET:M/I Quantity Prescribed		There has been an issue with the new Quantity Prescribed (460) segment is causing CII scripts to reject.  The quantity prescribed (460) for CII drug also requires the quantity dispensed (442) to be sent on claims.  To fix, submit claim as new and send an override of Quantity Dispensed (442)  and Quantity Prescribed (460) and enter the amount of tablets for which the rx is written.  Make sure both 442 and 460 are UNsuppressed.

		G9:Pharmacy Not Contracted in 90 Day Retail Netw		May only be able to transmit a 30 count instead of 90 count.  Get order changed so that it does not reject every month.  (exception:  matching required quantity for CMOP, i.e. #120 ASPIRIN 81MG EC or #100 FISH OIL.)

		M5:Requires Manual Claim		Call Insurer to verify if you are contracted.  This rejection sometimes appears when attempting to submit an electronic claim for a workman's comp case.  

		INTERNAL ERROR (CODE 8899) when doing an override on diagnosis codes		 Please email Support@ihs.gov to have a HEAT ticket opened.  Programmer may need to fix this issue.

		M6:Host Eligibility Error		Insurance not active for patient.  Verify all information is entered correctly (BIN, PCN, ID, GROUP).  Search for active coverage on Emdeon Cardfinder.  See SEARCH FOR ELIGIBILITY tab.

		MR:Product Not On Formulary		Product is not covered, without approval.  Try to get a FORMULARY EXCEPTION or TIERING EXCEPTION through Cover my meds.

		N1:No Patient Match Found		No coverage found with information entered.  Verify all information is entered correctly (BIN, PCN, ID, GROUP, DOB).  If it all matches, verify on the claim receipt that all info is transmitting.  

		R6:Product/Service Not Appropriate For This Loca		View claim receipt.  It may say SPECIALTY DRUG:  PRODUCT/SERVICE NOT APPROPRIATE FOR THIS LOCATION.  This is when the insurance wants the patient to use their specialty pharmacy (usually high cost meds).  Can possibly get override to fill locally  by calling insurance (maybe atleast a 1 time override until Specialty pharmacy order can be processed).

		R9: Value in gross amount due does not follow pricing formulae		Go into Advance Setup of Insurer(^ADV) and change the answer to this field (Add Disp. Fee to Ingr. Cost) from YES to NO. Resubmit the claim by using NEW.  EXAMPLE OF HOW IT SHOULD READ:  Add Disp. Fee to Ingr. Cost: YES//

		SYNTAX ERRORS		Invalid entry in the NCPDP FIELD SPECIAL CODE.  Site should send a fileman inquiry in ABSP insurer file for that insurer.  Please email Support@ihs.gov to have a HEAT ticket opened.  Programmer may need to fix this issue.

		U7:M/I Pharmacy Service Type		Insurer may be lacking special codes 147-Pharmacy Service Type ‐ SPECIAL CODE: S ABSP(“X”)=“01”.  Field 147 must also be UNSUPPRESSED in in ADVanced setup of insurer. See SETUP OF INSURER tab.

		PAYOR UNAVAILABLE/GCR NOT SET UP		Insurer may be having technical issues.  Resubmit claim until it pays or gives actual reject.  I called our switch (Emdeon) when I got one of these rejects.  They assured me it was getting to the insurer, but they were having issues.

		Paper claim to….		Insurance plan may not be set up as billable to POS.  Go to ^RPMS in RPMS and enter third party plan.  There are three choices:  U        UNBILLABLE,  O        OUTPATIENT DRUGS ONLY,  P        BILLED POINT OF SALE.  All POS insurance plans should have P        BILLED POINT OF SALE listed.  Our VA plan and maybe a couple of  Workmans Comp plans are the only plans that are listed as    P        BILLED POINT OF SALE that do not actually bill electronically.  They go to paper claim, and the business office bills those claims.  If you have a medical only plan (no POS benefits) that shows up as a paper claim, it should be changed to OUTPATIENT DRUGS.  Plans should never be marked UNBILLABLE, as this opens a possibility for fraudulent activity.  Run your Paper claims report (^PAP) at least monthly to make sure nothing but VA claims or Workman's Comp claims show up on it (may vary with site; communicate with your business office to verify what they are billing off of paper claims).     See SETUP OF INSURER tab.                   
         

		*This document is just an explanation of the pharmacy point of sale procedures that are conducted on a daily basis at the Clinton Indian Health Service Pharmacy.  It is meant to be a tool to assist beginning POS technicians/pharmacists with some of the most common problems.  Our techniques work well for us, but they may need altered for your site.  Anyone utilizing this aid is encouraged to develop your own process, tailored to your needs.  Questions or concerns, contact michael.hunt@ihs.gov  580-331-3351.





Fixing a Rejected Claim

		Correcting a Pharmacy Point of Sale (POS) rejection in RPMS

		For additional training materials on Fixing a Rejected Claim, go to ABSP Pharmacy Point of Sale - eLearning 2020 at:

		https://www.ihs.gov/rpms/training/course-materials/

		Once you have your rejections from your RCR report uploaded into the RRIP processor (see DAILY TASKS tab, #4 under Daily Tasks), and have visited the REJECT LIST tab to see how to fix it, you will then go into the POS RPMS Package to fix and resubmit.

		First, go to Pharmacy Point of Sale and select #1.

		Select:  U      Pharmacy POS User Menu

		Then: U  Claims data entry screen

		You will then arrive at this screen.  This is the main screen that will be used correcting claims.  The main options that you will use from the list at the bottom of the screen are EV, NEW, RES, REC, and REV.  (See explanations for each below)











		EV Edit View Screen:  This allows you to pull up a patient's point of sale list for a specified time frame up to 365 days (default is last 30 days).  Hit E, then enter, then 3 to select one patient, then enter patient by name, date of birth, or chart number.  Then hit enter, or enter a different number of days that you want to view.  Then hit enter.

















		Claims for patient selected will then be displayed.  If you want to view the receipt for rejections details, type REC, then enter the number corresponding to the medication/rejection you want to view and hit enter twice.  The receipt will then display.  The receipt shows you everything that was transmitted on that claim.  This is good to verify rejection details, verify that the insurance plan is setup correctly (such as BIN number and Processor Control Number (PCN)).  Also most all information (except the diagnosis code and medication history) needed to complete a Prior Authorization (PA) is viewable here.																												View of receipt:

































		To reverse a claim (could be a negative copay, something needs changed, or whatever the reason ), type REV, then enter the number corresponding to the medication that you want to reverse, and hit enter.  Hitting enter will then refresh your screen until complete.																												Claim #13 shows reversed:















		To resubmit a claim that may show CLAIM NOT PROCESSED, or SYSTEM UNAVAILABLE, type RES, then enter the number corresponding to the medication that you want to resubmit, and hit enter.  You can continue to hit enter to refresh your screen as it resubmits.

















		To enter overrides, such as Dispense as Written (DAW) codes, days supply, quantity, or pretty much any modification to any NCPDP field(list available on CODES tab), you will enter NEW and hit enter to Send new claims.  Here you can pull up a claim several different ways. You can enter the POS RX Claim number from the Receipt preceded by the ` (Grave Accent: left of the 1 key on the keyboard).  You can enter the RX number found on the patient med list, or you can also enter F and hit enter to lookup by patient and date of service.  See common override examples below.































		**To exit this screen and save changes, hit F1 E.  



		**To exit this screen and NOT save changes, hit F1 Q.



		Ask Overrides?

		Entering Override:  

		To enter a DISPENSE AS WRITTEN override, enter claim number preceded by ` and hit enter.  Using the arrow keys on your keyboard, arrow up until the cursor is beside Ask Overrides? NO, and enter Y for YES and hit enter.  Hit enter two more times and it will take you to the main override screen. (see far right)																												Enter Yes beside Enter General Overrides (Y/N)?, and then hit enter.																								Enter the NCPDP field number for Dispense as Written Code (NCPDP field list found on CODES tab) and hit enter.  Then enter a 5 under the VALUE heading, and then continue to hit enter until you return to the NEW CLAIM ENTRY screen.  Then hit F1 E to resubmit.																								Continue to hit enter to refresh your screen and hopefully receive a PAYABLE claim.

































		All claims requiring the entry of an override will be worked similar to the above DAW code correction, just with a different NCPDP field number entered.  (see list of NCPCP fields on CODES tab).

		Ask Insurance?

		Claims requiring switching from a primary to a secondary insurance can be corrected by entering your claim number, entering a YES beside Ask Insurance?.  Then hit enter to display the screen to the immediate right.  Enter YES next to ORDER OF INSURANCE and hit enter to display the screen at the far right.																												Under the Order heading, you can change the order by entering 1, 2, or 3.  Entering 1 by an insurer will make the claim go to that insurer first.  Once you have the order you want, hit enter until back to the main screen.  Enter F1 E to resubmit.

































		Ask Preauth #?

		Claims requiring the manual entry of a Prior Authorization number (not common) can be corrected by entering your `claim number, entering a YES beside Ask Preauth #?  Then enter a 1 by Prior Auth Type: and then enter your prior authorization number.  Enter F1 E to resubmit.  ***FYI:  Most often when a PA(Prior Authorization) is approved, you will not need to enter a PA number as shown in this example.  This is mainly when a claim rejection receipt instructs you to enter a prior authorization number, as seen in the far right example.																												This rx was written for LISINOPRIL 20MG dosed twice daily.  Insurance rejects because they would rather you give 40mg once daily, or break a 40mg tablet and give twice daily, because it is cheaper for the insurance.  Thankfully, the insurance supplied an override to enter.

































		Ask Qty/Price?

		Claims requiring the changing of a quantity can be corrected by entering a YES beside Ask Qty/Price?  You can then enter the desired amount next to Quantity:.  Hit enter several times to update the price being submitted and return to the main screen.  Then enter F1 E to resubmit claim.















		***DISCLAIMER***  Changing the quantity in this manner will just change it for this POS Claim and can cause issues if audited.  The patient med order will reflect the original ordered/dispensed quantity.  Verify with your pharmacist if the original order should be corrected to avoid future issues and loss of collections.

















		Ask Fill Date?

		To correct a PREVIOUS fill date of a prescription that has been filled multiple times, enter YES after Ask Fill Date?.  Hit enter to get the cursor to the far right under Fill Date.  Enter the month and day, or hit F and enter to show a list of previous fill dates to choose from.																												Hitting F and enter under Fill Date will display all fill dates for that prescription. Enter desired fill date, and then proceed with correcting the claim































https://www.ihs.gov/rpms/training/course-materials/

CODES

		Dispense as Written (DAW) Code Submitted in field 408																DUR CODES:  A DUR code is comprised of three parts; the Conflict code, the Professional Service code, and the Result of Service code.  Ask your pharmacist/provider to determine which codes to use.  Most common ones are highligted below.  See screen shots below.  Enter YES in at the Ask Overrides?  Then enter YES at the Enter NCPDP DUR Overrides (Y/N)?  Then enter the appropriate codes, and hit F1  E  when done to exit and save.  (Fields 475 and 476 are left blank)

		DAW 0		No product selection indicated

		DAW 1		Substitution not allowed by prescriber

		DAW 2		Substitution allowed - patient requested product dispensed

		DAW 3		Substitution allowed - pharmacy requested product dispensed

		DAW 4		Substitution allowed - generic drug not in stock

		DAW 5		Substitution allowed - brand drug dispensed as generic  *most commonly used at our site

		DAW 6		Undefined (not in general use; reserved for future use)

		DAW 7		Substitution not allowed - brand drug mandated by law/regulation

		DAW 8		Substitution not allowed - generic drug not available in marketplace

		DAW 9		Undefined (not in general use, reserved for future use)

		Medicare Part-D Prescriber ID Requirement  (the problem: see solution below)

		Reject		Reject explanation

		Reject 42		Plan's Prescriber data base indicates the Prescriber ID Submitted is inactive or is not found

		Reject 44 		Plan's Prescriber data base indicates the associated DEA to the submitted Prescriber ID Is not found

		Reject 43		Plan's Prescriber data base indicates the associated DEA to the submitted Prescriber ID is inactive														Most commonly used codes are highlighted.

		Reject 46		Plan's Prescriber data base indicates associated DEA to submitted Prescriber ID does not allow this drug DEA class														Conflict Codes:  will be listed in the rejection		Professional Service Code (Formerly Intervention code)		Result of Service Code (Formerly Outcome code)		Level of Effort

		****For reject code above, enter appropriate code below in field 420 and resubmit claim as new to correct.****																AD = Additional Drug needed		00 = No Intervention		Blank = NOT Specified		11		Time < 15 minutes

		Submission Clarification Codes:  Code Submitted in field 420 (the solution to problem above)																AN = Prescription Authentication		AS = Patient Assessment		00 = NOT Specified		12		Time >15 to < 30 minutes

		NCPDP Field 420																AR = Adverse Drug Reaction		CC = CoordinatIon of Care		1A = Filled as is, False positive.		13		Time >30 minutes

		Code		Description														AT = Additive Toxicity		DE = Dosing Evaluation/Determination		1B = Filled prescription as is.		14		Compounds needing a sterile environment when mixing

		42		The Prescriber ID Submitted has been validated, is active														CH = Call HELP Desk		FE = Formulary Enforcement		1C = Filled with different Dose.

		43		For the prescriber ID submitted, associated prescriber DEA Renewed, or In Progress, DEA Authorized Prescriptive Right														CS = Patient Complaint/Symptom		GP = Generic product selection		1D = Filled with different Directions.

		44		For the prescriber ID submitted, associated prescriber DEA recently licensed or re-activated														DA = Drug-Allergy Alert		M0 = Prescriber Consulted		1E = Filled with different Drug.

		45		For the prescriber ID submitted, associated DEA is a valid Hospital DEA with Suffix														DC = Drug-Disease Inferred precaution		MR = Medication Review		1F = Filled with different Quantity.

		46		For prescriber ID submitted and associated prescriber DEA, the DEA has authorized prescriptive right for this drug DEA Class														DD = Drug-Drug Interaction		P0 = Patient Consulted		1G = Filled with Prescriber approval.

																		DF = Drug-Food Interaction		PE = Patient Education/Instruction		1H = Brand to Generic change.

																		DI = Drug Incompatibility		PF = Patient Referral		1J = Rx to OTC change.

																		DL = Drug-Lab Conflict		PH = Patient Medication History		2A = Prescription NOT filled.

		NCPDP FIELD LIST:  Printable in RPMS at POS=>RPT=>OTH=>FLD  list NCPDP Fields																DM = Apparent Drug Misuse		PM = Patient Monitoring		2B = NOT filled, directions clarified.

																		DS = Tobacco use precaution		PT = Perform Laboratory Test		3A = Recommendation Accepted

																		ER = OverUse precaution		R0 = Pharmacist Consulted other source		3B = Recommendation Not Accepted

																		EX = Excessive Quantity		RT = Recommend Laboratory Test		3C = Discontinued Drug, Prescriber authorized Discontinuance of drug

																		HD = High Dose Alert		SC = Self-Care Consultation		3D = Regimen Changed

																		IC = Iatrogenic Condition Alert		SW = Literature Search/Review		3E = Therapy Changed

																		ID = Ingredient duplication		TC = Payer/Processor Consulted		3F = Therapy Changed--Cost increase acknowledged

																		LD = Low Dose Alert		TH = Therapeutic Product Interchange		3G = Drug Therapy Unchanged

																		LR = UnderUse precaution				3H = Follow-up/Report, Verbal and/or Written information was communicated from the

																		MC = Drug-Disease (Reported) precaution

																		MN = Insufficient duration Alert

																		MS = Missing Information/Clarification

																		MX = Excessive duration Alert

																		NA = Drug Not Available

																		ND = New Disease/Diagnosis

																		NF = Non-formulary Drug

																		NN = Unnecessary Drug

																		NP = New Patient Processing

																		NR = Lactation/Nursing Interaction

																		NS = Insufficient Quantity

																		OH = Alcohol precaution

																		PA = Drug-Age precaution

																		PC = Patient Consultation/Education

																		PG = Drug-Pregnancy Alert

																		PN = Prescriber Consultation

																		PP = Plan Protocol

																		PR = Prior adverse drug reaction

																		PS = Product Selection Opportunity

																		RF = Health Provider Referral

																		SD = Suboptimal Drug/Indication

																		SE = Side Effect Therapy

																		SF = Suboptimal Dosage Form

																		SR = Suboptimal Regimen

																		SX = Drug-Gender Alert

																		TD = Therapeutic duplication

																		TN = Laboratory Test Needed

																		TP = Payer/Processor Question



		*This document is just an explanation of the pharmacy point of sale procedures that are conducted on a daily basis at the Clinton Indian Health Service Pharmacy.  It is meant to be a tool to assist beginning POS technicians/pharmacists with some of the most common problems.  Our techniques work well for us, but they may need altered for your site.  Anyone utilizing this aid is encouraged to develop your own process, tailored to your needs.





Eligibility Search

		Eligibility Search

		For additional training materials on Eligibility Search, go to ABSP Pharmacy Point of Sale - eLearning 2020 at:

		https://www.ihs.gov/rpms/training/course-materials/



		Communication with other departments in your clinic is VERY IMPORTANT.

		1.  Communication with your benefits coordinators:  Inform them if you identify a patient whose coverage has recently expired.  They can then contact the patient to explore options for coverage.  Make sure that they know to call you if/when they get coverage for a patient so that any eligible claims can be back billed.



		2.  Communicate with your business office and registration staff to identify/enter medical insurance for those patients that had Pharmacy insurance identified.  We created an INSURANCE UPDATE schedule in our GUI appointment package.  Any of our medical support assistants (MSAs) that scan a new card but do not know how to enter it schedule an appointment.  Registration then works those appointments by entering the insurance, then checking out that appt.  This reduces phone calls, empowers EVERYONE in EVERY department to collect insurance cards, and is easily tracked to verify entry.  Pharmacy staff that locate pharmacy coverage but not medical simply schedule that patient on the INSURANCE UPDATE schedule for registration to research.











		Resources for Identifying Third Party Resources for Patients:  See Below





		For Emdeon Cardfinder, click the link below and then click REQUEST A NEW ACCOUNT in the login box.  Enter your info and it will email you when you can create your account.  You will need to enter your NCPDP NUMBER in the large empty box or they will not approve your account.

		https://secure.erxnetwork.com/logon.aspx?ReturnUrl=%2fNS%2fCardfinder%2fCardFinder.aspx















		For Availity, click the link below to register or login.

		https://www.availity.com/



		For Oklahoma Medicaid (Soonercare), click the link below.  You will need approval from someone at your site to create an account.  Check with your supervisor.

		https://www.ohcaprovider.com/hcp/Default.aspx?alias=www.ohcaprovider.com/hcp/provider





		Systematic Search for Eligibility= GAME CHANGER



		One of the major things that our site initiated to GREATLY increase our POS collections is performing a monthly systematic search for insurance coverage on all patients that have a pharmacy visit that have no insurance listed on pg 4 of their chart.  In my opinion, this has provided as much or more of an increase in our collections than any other task.  This is done with a VGEN report to identify uninsured patients who are filling at your pharmacy.   Once you have the report, enter each patients info into the Emdeon Cardfinder to search for coverage.  If coverage is found, enter the pharmacy coverage and attempt to back bill claims (up to 90 days for commercial and Medicare Part D plans, and up to 180 days for Oklahoma Medicaid).  If you are trained to enter the MEDICAL insurance, then do so.  If not, notify whoever it is at your site (registration or business office) that enters the MEDICAL coverage so that it can be entered and billed.  This communication between departments is crucial to avoid any loss of collections.  The benefits of this systematic search will compound monthly and can result in a massive increase in your total collections.  This will seem repetitive when you see the same names each month, but insurance coverage can begin or end on any day of the year.  We have skipped a few months in the past thinking we had already checked them, only to find a huge amount of new coverage when we finally ran it again.  It has paid off every single month, without fail.  Again, this report only captures patients who have nothing entered on page 4 of their record.  It is imperative to enter an END DATE for any insurance that you discover has terminated.  That patient will then be included in future VGEN reports.









		VGEN report:  creates a list of uninsured patients who fill prescriptions at your pharmacy

		Our CAC (clinical applications coordinator) at our site created a VGEN report to identify coverage for uninsured patients.  The same thing could possibly be done through Fileman.                                          

		Paramaters include:

		1. patient has NO INSURANCE listed on page 4 of chart.  (note:  if a person has medical coverage listed but no pharmacy coverage, this report will not capture that patient on the report)

		2. patient has a PHARMACY VISIT for date selected  (we changed to this instead of searching patient having ANY visit to narrow our search)

		3. Report lists PATIENT NAME, HEALTH RECORD NUMBER, DATE OF BIRTH, LAST 4 OF SSN, and ZIP CODE. This is the required information needed to search Emdeon Cardfinder for uninsured patients.



		 We started out doing it monthly, then weekly, then daily, and now we are back to monthly.  This works best for us because it is less duplication and seems to take less time.  Plus since you can back bill at least 90 days, no claims should be missed by running report every 30 days.  On the first of the month, we run the VGEN report for the previous month.  We were printing the report, but it will have duplicate listings if that patient had multiple visits during the month.  We have now started printing to the pub:drive and importing into Excel.  Data can then be manipulated and duplicates can be removed. See powerpoint below for directions on creating report.







																														See Below:  Screen Shots Expanded for viewing…









































































































































































































































































































































































































































































































































		*This document is just an explanation of the pharmacy point of sale procedures that are conducted on a daily basis at the Clinton Indian Health Service Pharmacy.  It is meant to be a tool to assist beginning POS technicians/pharmacists with some of the most common problems.  Our techniques work well for us, but they may need altered for your site.  Anyone utilizing this aid is encouraged to develop your own process, tailored to your needs.  Questions or concerns, contact michael.hunt@ihs.gov  580-331-3351.



https://secure.erxnetwork.com/logon.aspx?ReturnUrl=%2fNS%2fCardfinder%2fCardFinder.aspxhttps://www.availity.com/https://www.ohcaprovider.com/hcp/Default.aspx?alias=www.ohcaprovider.com/hcp/providerhttps://www.ihs.gov/rpms/training/course-materials/

SETUP OF INSURER 

		Setting Up a New Insurer.

		Steps for adding a new insurer include:

		1.  Table Maintenance:  First is the addition of the plan in Table Maintenance. Most often, Table Maintenance keys are restricted to very few users at each site.  Major problems can arise from incorrectly adding/updating insurers.  Use caution if you have Table Maintenance keys.



		Go to TMTP:  Table Maintenance Menu  [ABMD TM MENU]   (TMTP) =>INTM   Insurer File Menu =>EDIN   Add/Edit Insurer and select 2 ADD NEW INSURER.  Enter the NAME of the INSURER.  Our site includes the BIN and PCN number in the name for better, more accurate plan selection.





		Enter MAILING ADDRESS, BILLING Phone Number, and Federal Tax ID#.  To get this information, you may have to call the phone number on the card.  Insurer status should be BILLABLE.  Type of Insurer will be Private, MCR Part D, or something else from the list of choices. (hit ? and enter to see the whole list.)  Backbill limit (months): enter 12.  Dental Bill Status:  enter U for UNBILLABLE if adding a pharmacy plan.  Enter BILLED POINT OF SALE on Rx Billing Status for pharmacy plans.  (see screenshots to the right)















		2.  Next, go to POS => MGR => SET=> INS=> INS Quick setup of insurer.  Enter plan name and hit enter.  Enter YES to select plan, and enter YES when asked "Are you adding as a new ABSP INSURER".  Then enter all of the requested info including BIN, PCN, MEDICARE PARTD and Maximum RX's per  claim.  Maximum RX's per claim defaults to 4.  Leave it at this because it saves transmission fees if multiple claims send together, but if claims reject stating "MAX NUMBER OF CLAIMS IS 1", this will need to be changed.  










		Once this information is entered and you attempt to bill a claim, you could possibly get a rejection as shown to the right.  The newly entered plan will need SPECIAL CODES entered to make it bill properly.  To do this go to Advanced Setup of Insurer.







		3.  Advanced Setup of Insurer:  Go to POS=> MGR=> SET=> INS=> ADV ADVANCED SETUP OF INSURER.  Enter the name of the Insurer as it was entered in Table Maintenance.  All of our Pharmacy POS plan names include the BIN and PCN numbers in the name.  Verify that the info that was entered in Quick Setup of Insurer is populated, then enter the help desk phone number from the card.







		4.  See the default SPECIAL CODES and FIELDS TO BE SUPPRESSED for different types of plans listed below and enter these. (Table at the bottom of this page)

		Next,

		5.  Go to POS=> MGR=> SET=> INS=> RPMS Enter/edit RPMS Insurance file RX settings.  You have three choices here, either UNBILLABLE, OUTPATIENT DRUGS ONLY, or BILLED POINT OF SALE.  All pharmacy plans should be marked P  BILLED POINT OF SALE(see below).  This will trigger them to bill electronically through the Pharmacy Point of  Sale package within RPMS.  If you see claims that say PAPER CLAIM and are not billing electronically, that is usually a sign that this setting needs corrected.  VA and some Workmans Comp claims are the only claims that our site bills by PAPER CLAIM (may be different at your location).                 See example below.

















		***If you see claims that say PAPER CLAIM and are not billing electronically(see below), you will need  to update the RX BILLING STATUS.

		***Once corrected and resubmitted electronically, the claim shows PAID (See below)

		Special Codes



																														D.0 Checklist/Payer sheet EXAMPLE.  More extensive lists are available on the Pharmacy billing Listserv.







		*This document is just an explanation of the pharmacy point of sale procedures that are conducted on a daily basis at the Clinton Indian Health Service Pharmacy.  It is meant to be a tool to assist beginning POS technicians/pharmacists with some of the most common problems.  Our techniques work well for us, but they may need altered for your site.  Anyone utilizing this aid is encouraged to develop your own process, tailored to your needs.







Entering Insurance

		Entering Insurance:

		For additional training materials on Entering Insurance, go to ABSP Pharmacy Point of Sale - eLearning 2020 at:

		https://www.ihs.gov/rpms/training/course-materials/

		Entering private insurance into a patient's chart is done on page 4 of their chart.  You will go to ^EPT (EDIT a patient's file), and enter patient by name, DOB, or chart number.  Once patient appears, you will be on Page 1 of their Chart.  Hitting enter will advance you through the pages of their chart until you get to page 4.



																										2. This is what page 4 will look like

		1. Select EPT to edit patient file/chart



		3. Entering an insurance card basically consists of BIN NUMBER, PCN NUMBER (Processor Control Number), PATIENT ID NUMBER, GROUP NUMBER (SOME PLANS DO NOT REQUIRE A GROUP).

		Example of insurance card.

		For this card, your plan would need:

		BIN: 610029

		PCN: CRK

		*These 2 numbers route the Rx claim through your switch (Emdeon/ChangeHealthcare) to the appropriate insurer.  Similar to routing numbers on a check will send it to the correct bank/account.















		4. To find the correct plan in your RPMS system, you can see a list of plans at ^SUMI-POS Setup - Summary of Insurers																										5. Enter through the SUMI report until you see the BIN number(610029) you are looking for in the middle column.  Then, within the list under that BIN number, find the one that has the PCN that you need (CRK).  This is the plan that you will enter on page 4 of the patients chart.





























		6. Once you have the name of your plan located, go to page 4 of Patient's chart (^EPT, enter patient, hit enter until you are at page 4.)  Here you will type A to ADD a new insurer, then hit enter.  Then enter Insurer name that you found on the SUMI Report, and hit enter.  You can enter just the first part of the plan (Caremark) and it will pop up your choices.  Select Number 1 or 2 (both have the correct BIN and PCN numbers, so either should work).																										7. You will then be at the screen to enter all of the patient info, including Cardholder information, ID number, GROUP number.  *Hint* if you are entering the insurance  card for the cardholder of that card (i.e. their name is on the card) you can type SAME.  This will populate the fields 1,5,6 and patient address for you.  If the patient's name is not on the card, you should enter the name on the card, their DOB, sex, and address, and the relation of your patient to the cardholder (Spouse, Child, etc).







































		8.  Here is a look at the entered patient information.																										9.  Continue to enter down to Select GROUP NAME, and enter the group number from the patient's card.  If the GROUP number has not been used before, you may have to ADD it to your systems database.  See next screenshot on #10 below.





















		10.  Enter yes when it asks you if you want to add as a new EMPLOYER GROUP INSURANCE.  Enter your GROUP Number off of the card as the GROUP NAME. Then hit NO when it asks "Do the Group Numbers vary depending on Visit Type". Then enter the GROUP NUMBER off of the card (Best to make the GROUP NAME and  GROUP NUMBER match).																										11.  At this point, the necessary information has been entered and the card should show up on page 4 as an active insurance.

































		12.  Our site makes a note on page 8 as to what we have done.  Hit enter to go to page 8 (or enter P8 followed by enter as a shortcut).  Enter YES to edit information, then enter ADD to add a line of information.  We then enter our message followed by the date and our initials.																										13.  You can now RESUBMIT any claims that need to be sent.  (see TAB FIXING A REJECTED CLAIM Line 73 for directions on how to resubmit a claim)Most insurances allow backbilling up to 90 days back.  If past that 90 day window, you will likely receive a CLAIM TOO OLD rejection, which is not fixable.  



































https://www.ihs.gov/rpms/training/course-materials/

Prior Authorization

		Prior Authorizations:

		For additional training materials on Prior Authorizations, go to ABSP Pharmacy Point of Sale - eLearning 2020 at:

		https://www.ihs.gov/rpms/training/course-materials/

				covermymeds  

				Free service to complete Prior Authorizations (PA), Formulary tiering exceptions, quantity limit overrides, etc.

				Simply go to the home page and click CREATE A FREE ACCOUNT.  At our site, we have listed ourselves as the PROVIDER'S OFFICE so that we can complete the PA's, with the provider's approval, to streamline the process.  This way you will see all correspondence and can better manage your prior authorizations.  Covermymeds site will save provider, pharmacy, and patient entries to speed entry of future prior authorizations.  It also will save completed PA's, with outcomes, to help you track your success/failures.

				Covermymeds home page:		https://www.covermymeds.com/main/

				Cover My Meds tutorial video available at:  		video.covermymeds.com/?video=complete_a_pa

				"MAGIC PARAGRAPH":

				The paragraphs below are examples of what I copy and paste onto virtually every Prior Authorization(PA) that I complete.  It has been beneficial to our site in achieving more approvals on PAs by explaining to the Insurer our special situation as an IHS site.  I encourage you to tailor the paragraph to your liking and utilize it with each PA that you complete.  It cannot hurt, and it may help.











		1.		Patient receives their care at our INDIAN HEALTH SERVICE CLINIC (FEDERAL FACILITY). We have a closed formulary and the preferred medications are not available for use.  The patient has the opportunity to try the preferred meds through retail or mail order service, but would be responsible for the copay amount, which they cannot afford.  Our clinic does not charge the patient their copay. We bill insurance, recover what we can to fund our clinic, and waive the patient copay.  The patient pays nothing.









		2.		Other formulary alternatives are not available at our FEDERAL INDIAN HEALTH CENTER.  





		3.		Other formulary alternatives are not available at our FEDERAL INDIAN HEALTH CENTER.  Patient receives their care at our INDIAN HEALTH SERVICE CLINIC (FEDERAL FACILITY). We have a closed formulary and the preferred medications are not available for use.  The patient has the opportunity to try the preferred meds through retail or mail order service.  However, they would be responsible for the copay amount, which they cannot afford.  Our clinic does not charge the patient their copay. We bill insurance, recover what we can to fund our clinic, and waive the patient copay.  The patient pays nothing.



















				*This document is just an explanation of the pharmacy point of sale procedures that are conducted on a daily basis at the Clinton Indian Health Service Pharmacy.  It is meant to be a tool to assist beginning POS technicians/pharmacists with some of the most common problems.  Our techniques work well for us, but they may need altered for your site.  Anyone utilizing this aid is encouraged to develop your own process, tailored to your needs.



https://www.bing.com/search?q=covermymeds+tutorial&src=IE-SearchBox&FORM=IESR3Nhttps://www.covermymeds.com/main/https://www.ihs.gov/rpms/training/course-materials/

PA LOG

		PA Log:  This tool can be useful to track the impact your POS team has made by the completion of Prior Authorizations.

		Total from column "I":				$46,944.00								How many fills to assume per year:				12

		Date		Chart #		PT. NAME		Starting Date		Ending Date		Needs update?		MEDICATION		Amount/month		Estimate/year		ACTION

		1/1/15		3333		DOE,JOHN		1/1/18		12/31/18		TRUE		ENBREL		$3,900.00		$46,800.00

		1/1/19		4444		DOE,JANE		1/1/19		12/31/19		TRUE		TRUE METRIX TEST STRIPS		$12.00		$144.00
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INSURER ASLEEP

		How to "wake up" an insurance that gives rejection  ( Wait for retry (insurer asleep).

		Your local IT department can help you with this, or you can do this yourself if you have fileman access.







































































































































		*This document is just an explanation of the pharmacy point of sale procedures that are conducted on a daily basis at the Clinton Indian Health Service Pharmacy.  It is meant to be a tool to assist beginning POS technicians/pharmacists with some of the most common problems.  Our techniques work well for us, but they may need altered for your site.  Anyone utilizing this aid is encouraged to develop your own process, tailored to your needs.

















Medicare Part B

		Centers for Medicare and Medicaid Services (CMS) form CMS855S 

		This will allow you to Bill Medicare Part B for the items mentioned on the form below.  If you choose to bill these items to Medicare Part B, there is usually an onsite interview process with CMS where they will ask the questions that are required. This is not the full accreditation process for DME.  













VA Billing
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