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Introduction

Federally Qualified Health Centers (FQHC) are entities or programs more commonly known as Community Health Centers, Migrant Health Centers, and Health Care for the Homeless Programs.  
This manual is an overview of the FQHC program for Oklahoma SoonerCare. Specific OHCA Administrative Rules are promulgated at 317:30-5-660 through 668. This manual is a billing tool only and not to be used in place of the administrative rules.
Qualifications for Participation

For purposes of providing covered services under SoonerCare, the FQHC must qualify in one of three ways:
(1) The FQHC receives a grant under Section 330 of the Public Health Service (PHS) Act (Public Law 104-229), receives funding from such grants under a contract with the recipient of such a grant and includes an outpatient health program or entity operated by a tribe or tribal organization under the Indian Self-Determination Act (Public Law 93-638);
(2) The Health Resources and Services Administration (HRSA) within the PHS recommends, and the Secretary determines that, the entity meets the requirements for receiving such a grant; or
(3) The Secretary of Health and Human Services determines that an entity may, for good cause, qualify through waivers of the requirements described above.  Such a waiver cannot exceed a period of two years.
When contracting with OHCA the FQHC  is required to submit a list of all affiliated centers, clinics or other entities owned and/or operated by the FQHC including any programs that do not have Health Center status, along with all OHCA provider numbers.

The FQHC must either directly employ or contract the services of legally credentialed professional staff that are authorized within their scope of practice under state law to provide the services for which claims are submitted to SoonerCare.
Professional staff contracted or employed by the FQHC will be required to individually enroll with the OHCA and will be affiliated with the organization which employs them.  Participating centers are required to submit a list of names of all practitioners working within the FQHC and a list of all individual OHCA provider numbers.  The reimbursement for the services rendered at or on behalf of the FQHC will be made to the organization.
Practitioners
The "core" practitioners recognized by OHCA are:

(1) Physicians;

(2) Licensed Physician Assistants (PAs);

(3) Nurse Practitioners (NPs);

(4) Certified Nurse Midwives (CNMs);

(5) Other specialized nurse practitioners;

(6) Clinical Psychologists or licensed Clinical Social Workers (LCSWs);

(7) Registered nurses under the supervision of a licensed physician; and

(8) Other certified or licensed health care professionals or para-professionals including but not limited to pharmacists, dentists, optometrists, and other mental health professionals and alcohol and drug counselors [licensed marital and family therapists (LMFTs), licensed professional counselors (LPCs), licensed behavioral practitioners (LBPs), and licensed alcohol and drug counselors (LADCs)  for services that are within the practitioner's scope of practice.
This provider enrollment and reimbursement process in no way changes the OHCA's policy with regard to reimbursement of practitioners.  LCSW’s, LMFTs, LPCs, LBPs, LADCs, and registered dieticians are not eligible for direct reimbursement as practitioners.  Their services are compensable only when billed by the FQHC.

Core Services

Basic outpatient services that may be covered when furnished to a patient at the FQHC or other location, including the patient's place of residence include:

Physicians' services and services and supplies incident to a physician's services. 
Physicians' services means professional services that are performed by a physician at the FQHC (or are performed away from the FQHC, excluding inpatient hospital services) by a physician whose agreement with the FQHC provides that he or she will be paid by the FQHC for such services.
"Services and supplies incident to" include services such as minor surgery, reading x-rays, setting casts or simple fractures and other activities that involve evaluation or treatment of a patient's condition.  They also include laboratory services performed by the Health Center and specimen collection for laboratory services furnished by an off-site CLIA certified laboratory and injectable drugs. For further detail see OHCA rules 317:30-5-662.3.
Visiting nurse services to the homebound. 
Visiting Nurse services to homebound members may be covered if the FQHC is located in an area in which the Secretary of Health and Human Services has determined that there is a shortage of home health agencies.

The services must be furnished by a registered nurse (RN), licensed practical nurse (LPN), or licensed vocational nurse (LVN) who is employed by, or receives compensation for the services from the FQHC. 
The services must be medically necessary and furnished under a written plan of treatment that is established and reviewed at least every 60 days by a supervising physician of the FQHC or established by a nurse practitioner, physician assistant, nurse midwife, or specialized nurse practitioner and reviewed at least every 60 days by a supervising physician, and signed by the nurse practitioner, physician assistant, nurse midwife, specialized nurse practitioner, or the supervising physician of the clinic.

This benefit does not cover household and housekeeping services or other services that would constitute custodial care.

Mental health professional services and services and supplies incident to the services of MHPs. 
For the provision of behavioral health related case management services, the FQHC must meet the requirements found in OHCA rules at OAC 317:30-5-585 through 317:30-5-589 and OAC 317:30-5-595 through 317:30-5-599. For the provision of psychosocial rehabilitation services, the FQHC must contract as an outpatient behavioral health agency and meet the requirements found at OAC 317:30-5-240. 
Medically necessary mental health professional therapy services are covered when provided in accordance with a documented individualized treatment plan, developed to treat the identified mental health and/or substance abuse disorder(s).  A minimum of a 45 to 50 minute standard clinical session must be completed by a Health Center in order to bill an encounter for the session.
In order to support the member's access to behavioral health services, these services may take place in settings away from the Health Center.  Off-site behavioral health services must take place in a confidential setting.
Covered services include: 
(1) Assessment/Evaluation/Testing;

(2) Alcohol and/or Substance Abuse Services Assessment and Treatment plan development;

(3) Crisis Intervention Services;

(4) Medication Training and Support;

(5) Individual/Interactive Psychotherapy;

(6) Group Psychotherapy; and

(7) Family Psychotherapy.
Preventive primary care Services. 
Preventive primary care services which may be paid for when provided by Health Centers are the following:

(1) medical social services;

(2) nutritional assessment and referral;

(3) preventive health education;

(4) children's eye and ear examinations;

(5) prenatal and post-partum care;

(6) perinatal services;

(7) well child care, including periodic screening (refer to OAC 317:30-5-47);

(8) immunizations, including tetanus-diphtheria booster and influenza vaccine;

(9) voluntary family planning services;

(10) taking patient history;

(11) blood pressure measurement;

(12) weight;

(13) physical examination targeted to risk;

(14) visual acuity screening;

(15) hearing screening;

(16) cholesterol screening;

(17) stool testing for occult blood;

(18) dipstick urinalysis;

(19) risk assessment and initial counseling regarding risks;

(20) tuberculosis testing for high risk patients;

(21) clinical breast exam;

(22) referral for mammography;

(23) thyroid function test; and

(24) dental services (specified procedure codes).

Preventive primary care services which may not be paid for when provided by Health Centers are the following:

 (1) Health education classes, or group education activities, including media productions and publications, group or mass information programs;

(2) Eyeglasses or hearing aids;

(3) Screening mammography may be provided at a Health Center if the Center meets the requirements as specified in OAC 317:30-5-900; and

(4) Vaccines covered by the Vaccines For Children program (refer to OAC 317:30-5-14).
Preventive Primary Dental Services.

Covered medically necessary preventive dental services provided to adults and children are considered "core" services. The Health Center core service benefit to adults is intended to provide services requiring immediate treatment and is not intended to restore teeth.  Services are limited to treatment for conditions such as:

(1) Acute infection;

(2) Acute abscesses;

(3) Severe tooth pain; and

(4) Tooth re-implantation, when clinically appropriate.
Prescription drugs.
Eligible Health Centers may elect to participate in the 340B prescription drug program which limits the purchase cost of covered outpatient drugs. Centers that are eligible for participation in the 340B program must submit a request to participate to the Office of Pharmacy Affairs which includes their SoonerCare billing information.  On an annual basis, a copy of this form must also be submitted to OHCA's Pharmacy Unit.  Additionally, the Center must notify OHCA in writing of any changes in participation as well as any changes in name, address, or the addition of any satellite facilities.

For a more detailed discussion of prescription drug coverage for FQHC’s see OHCA Administrative rule 317:30-5-665.4.

Obstetrical care provided by Health Centers
In order to avoid duplicative billing situations, a Health Center should have a written agreement with its physician, nurse midwife, advanced practice nurse, or physician assistant that specifically identifies how obstetrical care will be billed to SoonerCare.  The agreement should specifically identify the service provider's compensation for Health Center "core" services and other (ambulatory) health services that may be provided by the Center.

If the Health Center compensates the physician, nurse midwife or advanced practice nurse for the provision of obstetrical care, then the Health Center bills the OHCA for prenatal and postpartum visits using the appropriate CPT code(s) as provided in the Health Center billing manual.

If the clinic does not compensate the provider for the provision of obstetrical care, then the provider must bill the OHCA for obstetrical care according to the method described in the SoonerCare provider specific fee-for-service rules for physicians, nurse midwives, physician assistants, and advanced practice nurses.

Under both billing methods, payment for prenatal care includes all routine or minor medical problems.  No additional payment is made to the prenatal provider except in the case of a major illness distinctly unrelated to pregnancy.

Delivery services are billed using the appropriate CPT codes for delivery.  The provider must be individually enrolled and bill for those services using his or her assigned provider number.

Family planning services provided by Health Centers
Family planning services are considered Health Center "core" services.

Other Services.

Other covered services for FQHC’s include:

(1) Services of advanced practice nurses (APNs), physician assistants (PAs), certified nurse midwives (CNMs), or specialized advanced practice nurse practitioners.

(2) Services and supplies incident to the services of APNs and PAs (including services furnished by nurse midwives).

For the provision of school-based health services, the FQHC must be contracted with a qualified school provider.  Reimbursement is made directly to the school.

If the Center chooses to provide other SoonerCare State Plan covered health services which are not included in the FQHC "core" service definition, the practitioners of those services, (dentists, optometrists, pharmacists, laboratories, etc.) must be individually enrolled as participating providers and bill for those services under their assigned provider number, consistent with program coverage limitations and billing procedures described by the OHCA. Other health services include, but are not limited to:

(1) dental services (refer to OAC 317:30-5-696) except for primary preventive dental services;

(2) eyeglasses (refer to OAC 317:30-5-450);

(3) clinical lab tests performed in the Center lab (other than the specific laboratory tests set out for Health Centers' certification and covered as Health Center services);

(4) technical component of diagnostic tests such as x-rays and EKGs (interpretation of the test provided by the Center physician is included as physician professional services);

(5) durable medical equipment (refer to OAC 317:30-5-210);

(6) emergency ambulance transportation (refer to OAC 317:30-5-335);

(7) prescribed drugs (refer to OAC 317:30-5-70);

(8) prosthetic devices (other than dental) which replace all or part of an internal body organ (including colostomy bags) and supplies directly related to colostomy care and the replacement of such devices;

(9) specialized laboratory services furnished away from the clinic;

(10) Psychosocial Rehabilitation Services [refer to OAC 317:30-5-241(a)(7)]; and

(11) Behavioral health related case management services (refer to OAC 317:30-5-585 through 317:30-5-589 and OAC 317:30-5-595 through 317:30-5-599).

Billing

For information on Supplemental Payments, Rate Methodology and Cost Reporting, see OHCA Administrative rules 317:30-5-666.1 through 668

FQHC encounters for "core" services, whether medical or behavioral health, are not subject to prior authorization.  However, some Health Center services may require a referral from a PCP/CM. Adequate records must be maintained to show what services were provided in the encounter claimed.
All outpatient behavioral health services must be reflected by documentation in the patient records in accordance with OAC 317:30-5-248.
All services must be billed using the CPT, CDT or HCPC code that describes the actual services performed along with an OHCA assigned encounter code.  The encounter code T1015 must be on detail line 1 of the claim form and entered with a billed charge of $0.00. This must be entered on every claim for the claim to be considered in the PPS Settle-up.
· Fee-for-Service.  FQHC services for fee-for-service members (not enrolled in managed care) must be billed on the appropriate 1500 Health Insurance Claim Form (formerly known as HCFA or CMS 1500), the ADA 2002, or the Pharmacy or Compound Drug Claim Form.  The appropriate procedure code for an FQHC encounter, T1015, must be entered on detail line 1 of the claim form. On the 1500 Health Insurance Claim Form the FQHC provider number must be entered in block 33 PIN# and Block 33 GRP#.
· Managed Care.  FQHC submitting claims for non-capitated services or encounter data for members enrolled in SoonerCare Choice managed care, use claim form 1500 Health Insurance Claim Form, the ADA 2002, or the Pharmacy or Compound Drug Claim Form.  The appropriate procedure code for an FQHC encounter, T1015, must be entered on detail line 1 of the claim form. On the 1500 Health Insurance Claim Form the FQHC provider number must be entered in block 33 PIN# and Block 33 GRP#.
· Referrals.  FQHC physicians submitting claims for covered services as a result of a referral must submit on the 1500 Health Insurance Claim Form (formerly known as HCFA or CMS 1500).   Enter in box 17a of the 1500 Health Insurance Claim Form (formerly known as HCFA or CMS 1500) or in the referring physician field of the Professional form on SoonerCare on the Web, the 10-character referral number from the Referral Form if the member is enrolled in the SoonerCare Choice program.  The Referral Form is not required to be submitted with the claim.

The following information is intended to provide procedures for submitting claims to the OHCA through our fiscal agent EDS. There are three methods for submitting to the OHCA:  paper, direct data entry via SoonerCare on the Web, and through 837 batch transactions.  Below is a cross reference of the conversion of the different types of claim submissions.
	Paper
	DDE
	HIPAA Transactions

	CMS 1500
	Professional
	837P

	ADA 2002
	Dental
	837D

	Pharmacy Drug Claim Form
	Pharmacy
	NCPDP, version 5.1

	Compound Prescription  Drug Claim Form
	Pharmacy
	NCPDP, version 5.1


Below are the approved paper claims utilized by the OHCA. 

1. 1500 Health Insurance Claim Form (formerly known as HCFA or CMS 1500), Health Insurance Claim Form (formerly known as the HCFA-1500), is the required claim form to be used by medical providers for professional services unless otherwise specified. 

2. The ADA 2002 paper claim form is the required claim form to be used by dental providers to bill for dental services.    

3. Drug Claim Form and Compound Drug Claim Forms are used to bill pharmacy services and are available in the Forms chapter of this manual or at the OHCA Web site at www.ohca.state.ok.us.
1500 Health Insurance Claim Form (formerly known as HCFA or CMS 1500), and ADA 2002 (dental) claim forms can be ordered from a standard form supply company.  OHCA/EDS does not distribute supplies of these forms.  Drug and compound prescription claim forms can be downloaded from the OHCA Web site or by calling the EDS Call Center. 
Paper Billing

Paper Claim requirements:
1. Enter complete information with a typewriter, personal computer or ballpoint pen (black ink only).

2. Provide all required information for every claim line.  Do not use ditto marks or the words “same as above.”

3. Verify the accuracy of all information before submitting the claim. 

4. 1500 Health Insurance Claim Form (formerly known as HCFA or CMS 1500) ADA 2002 claim forms are scanned into the MMIS.  Paper claim forms submitted should be the original red ink forms to facilitate the scanning process.  
5. Do NOT staple paper claims. The attachments for a claim should be placed underneath the identified claim for processing. DO NOT place the attachment on top of the claim form or it will be associated with the claim being processed prior to the identified transaction. DO NOT staple the attachment to the claim.
6. Mail paper claims to the appropriate mailbox: 

	1500 Health Insurance Claim Form and ADA 2002:

EDS

P. O. Box 54740

Oklahoma City, OK  73154
	Pharmacy:
EDS

P.O. Box 18650

Oklahoma City, OK  73154


1500 Health Insurance Claim Form Billing

Use the 1500 Health Insurance Claim Form example and directions that follow as guides when submitting paper claims.  Required fields are bolded in the directions.  
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	Form Locator
	1500 Health Insurance Claim Form (formerly known as HCFA or CMS 1500) Field
Description/Explanation

	1
	Insurance Location Selection – Enter X for traditional SoonerCare.  Required.

	1a
	Insurance ID Number – Enter the member’s SoonerCare identification number.  Must be 9 digits.  Required.

	2
	Patient’s Name – (Last name, first name, middle initial) – Enter the member’s last name, first name and middle initial as obtained by telephone through the eligibility verification system (EVS), electronic eligibility, SoonerCare on the Web, or by looking at the member’s SoonerCare ID card.   Required.

	3
	Patient’s Birth Date – Enter the member’s birth date in MMDDYY format. 

Sex – Enter an X in the appropriate box.  Optional.

	4
	Insured’s Name – (Last name, first name, middle initial).  Optional.

	5
	Patient’s Address - (No., street), CITY, STATE, ZIP CODE, TELEPHONE (Include area code) – Optional.

	6
	Patient Relationship to Insured – Optional.

	7
	Insured’s Address - (No., street), CITY, STATE, ZIP CODE, TELEPHONE (Include area code) – Optional.

	8
	Patient Status – Enter X in the appropriate box.  Optional.

	9
	Other Insured’s Name – Optional.

	9a
	Other Insured’s Policy or Group Number – Optional.

	9b
	Other Insured’s Date of Birth.  Enter the date in MMDDYY format.  – Optional.

Sex – Enter X in the appropriate box.  Optional.

	9c
	Employer’s Name or School Name – Optional.

	9d
	Insurance Plan Name or Program Name – If other insurance is available, enter the commercial or private insurance plan name.  Required, if applicable.

	10
	Is Patient’s Condition Related to – Enter X in the appropriate box of each of the three categories?  This information is needed to follow-up third party recovery actions.  Required, if applicable.

	10a
	Employment?  – (Current or previous) – Check “Yes” or “No” to indicate if the services being billed are employment related. Required, if applicable.

	10b
	Auto Accident? – Check “Yes” or “No” to indicate if the services being billed are related to an auto accident. Required, if applicable.

Place (State) – Enter the two-character state code.  Required, if applicable.

	10c
	Other Accident? – Check “Yes” or “No” to indicate if services being billed are related to an accident of another type.  Required, if applicable.

	10d
	Reserved for Local Use – Enter the total dollar amount paid by a private insurance carrier (45.00). Do not put amount paid by Medicare.  If the private insurance carrier did not make reimbursement, write the words, “Carrier Denied” in this box.  A copy of the insurance payment detail or insurance denial must be attached to paper claims.   Required, if applicable.

	11
	Insured’s Policy Group or FECA Number – If the member has more then one private or commercial insurance, then follow directions for form locator 9 in this area.  Required, if applicable.

	11a
	Insured’s Date of Birth. - Optional.  

	11b
	Employer’s Name or School Name – Optional.

	11c
	Insurance Plan Name or Program Name – If other insurance is available, enter the commercial or private insurance plan name.  Required, if applicable.

	11d
	Is There Another Health Benefit Plan – Enter X in the appropriate box.  Provide additional 3rd or more private or commercial insurance information on a separate piece of paper utilizing the directions found in form locator 9.   Required, if applicable.

	12 
	Patient’s or Authorized Person’s Signature. – Optional.

	13
	Insured’s or Authorized Person’s Signature – Optional.

	14
	Date of Current Injury, Illness, or Pregnancy – Enter the date in a MMDDYY format of the onset of the illness (day of first symptom) or injury (accident).  OB claims must indicate the date the member was first seen for the pregnancy.  Required if applicable, or if form locator 10 has a box checked ‘Yes’. 

	15
	If Patient Has Had Same or Similar Illness, Give First Date – Enter date in MMDDYY format.  Optional.

	16
	Date Patient Unable to Work in Current Occupation. – Optional. 

	17
	Name of Referring Physician or Other Source – Enter the name of the referring physician.  Required, if applicable. 

	17a
	ID Number of Referring Physician – Enter the 10-character referral number from the Referral Form if the member is enrolled in the SoonerCare Choice program.  The Referral Form is not required to be submitted with the claim.  Required, if applicable.  

	18
	Hospitalization Dates Related to Current Service – Enter the requested FROM and TO dates in MMDDYY format.  Required, if applicable.

	19
	Reserved for Local Use – Optional.

	20
	Outside Lab– Enter X in the appropriate box.  Optional

$ CHARGE – Eight-digit numeric field.  Optional.

	21.1 to 21.4
	Diagnosis Nature of Illness or Injury – Enter the ICD-9-CM diagnosis codes in order of importance: (1) primary; (2) secondary; (3) tertiary; (4) quaternary.  These indicators will correspond to the appropriate procedures and will be listed in box 24E as 1, 2, 3, or 4.  Required, if applicable.

	22
	SoonerCare Resubmission Code, Original Ref No. – Optional. 

	23
	Prior Authorization Number – The prior authorization (PA) number is not required as the information is systematically verified.  Optional.

The CLIA certification number is required to be put in this block when billing for laboratory services.  Required, if applicable.

	24a
	Date of Service – Enter FROM and TO dates in MMDDYY format for the billing period for each service rendered.  Six detail lines allowed per form.  Required.

	24b
	Place of service – Enter the place of service code for the place services were rendered.  Required.
Place of Service Codes

Code

Description

11

Office

12

Home

20

Urgent care facility

21

Inpatient hospital

22

Outpatient hospital

23 

Emergency room

24

Ambulatory surgical center (ASC)

25

Birthing center

26

Military treatment facility

31

Skilled nursing facility (SNF)

32

Nursing facility (NF)

33

Custodial care facility

34

Hospice

41

Ambulance – land

42

Ambulance – air or water

51

Inpatient psychiatric facility

52 

Psychiatric facility – partial hospitalization

53

Community mental health center.

54

Intermediate care facility for the mentally retarded (ICF/MR)

55

Residential substance abuse treatment facility

56

Psychiatric residential treatment 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 (RHC)

81

Independent laboratory

99

Other unlisted facility



	24c
	Type of service – Optional.

	24d
	Procedures, Services, or Supplies

CPT or HCPCS Procedure Codes – Enter the appropriate procedure code for the service rendered.  Only one procedure code is billed on each claim form detail line.  Required. **To have claims count towards the PPS Settle-up you must enter the first detail line with procedure code T1015.**
Modifier – Enter the appropriate modifier, as applicable.  Up to three modifiers can be entered for each detail line.  Required, if applicable.

	24e
	Diagnosis Code – Enter the numeric codes (1, 2, 3, or 4), in order of importance, which correspond to the ICD-9-CM diagnosis code listed in form locator 21.  A minimum of one and maximum of four diagnosis code references can be entered on each line.  Required, if applicable

	24f
	$ Charges – Enter the charges for each line item on the claim form.  Required.

	24g
	Days or Units – Enter the appropriate number of units of services provided for the procedure code.  Whole and decimal numbers are acceptable.   Required.

	24h
	EPSDT/Family Plan –Enter an “E” if the services provided are related to EPSDT.  Enter an “F” if the services provided are related to family planning.   Leave blank for all other services.  Required, if applicable.

	24i
	EMG – Emergency indicator.  Enter Y or N.  Required, if applicable.

	24j
	COB –If providing EPSDT services, use the following indicators to assist with tracking purposes:

NU – Not Available                                 AV – Available 

S2 – Under Treatment                             ST – New Services Requested



	24k
	Reserved for Local Use – Enter the rendering provider number.  When entering the rendering provider number, do not extend beyond the right margin.  This is the 10-character SoonerCare provider number of the rendering provider.  Required.  

	25
	Federal Tax ID Number – Optional.

	26
	Patient’s Account Number – Enter the internal patient tracking number.  If the account number is supplied then it will appear on the remittance advice.  Optional.

	27
	Accept Assignment?  – Required.

	28
	Total Charges– Enter the total of column 24f charges.  Each page must have a total.  Claims cannot be continued to two or more pages.  Required.

	29
	Amount Paid – Enter the amount paid by the member.   Required, if applicable.

	30 
	Balance Due– Field 28, TOTAL CHARGE minus field 29, AMOUNT PAID equals the amount to be entered in field 30, BALANCE DUE.  Required.

	31
	Signature of Physician or Supplier– The name of the authorized person, someone designated by the agency or organization and the date the claim was created.  A signature stamp is acceptable; however, the statement Signature on File is not allowed.  Required.

DATE – Enter the date the claim was filed.  Be sure not to write any portion of the date outside of the designated box.  Required.

	32
	Name and Address of Facility Where Services Were Rendered - Enter the provider’s name and address if other than home office.  This field is optional, but helps OHCA contact the provider if necessary.  

	33
	PHYSICIAN’S SUPPLIER’S BILLING NAME, ADDRESS, ZIP CODE, & PHONE # - Enter the name, address, zip code and telephone number of provider requesting payment for services listed on claim form.  If the provider furnished the services as part of a group practice organization, enter the name, address, zip code and telephone number of the group practice organization. 

PIN# - Enter the FQHC’s 10-character Oklahoma SoonerCare provider number (123456789A).  Required. 
GRP# - Enter the FQHC’s 10-character Oklahoma SoonerCare provider number (123456789A).  Required.
If billing is by a PCP/CM rendering provider (that is not part of a group practice) in the SoonerCare Choice program for services provided to a SoonerCare Choice member, do not use a group number in addition to the PCP/CM ID number.  


Internet Direct Data Entry Billing

Use the Professional claim form example and directions below as guides when submitting claims through Direct Data Entry on SoonerCare on the Web.  Required fields are bolded in the directions.  To open the form, choose the ‘Submit Professional’ claim option from the drop-down menu on the Provider Main page of SoonerCare on the Web.
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	DDE Professional Claim Submission Instructions

	Member ID - Enter the member ID number in the Member ID field.  (The patient’s last and first name will auto populate when the member ID entered is in the system.) Required.

	Patient Account # - The Patient account number will be captured and appear on the remittance advice if entered into this field.  This is optional.

	Referring physician - Enter the 10-character referral number from the Referral Form if the member is enrolled in the SoonerCare Choice program.  Required, if applicable.  See 1500 Health Insurance Claim Form locator 17A. 

	From Date - Enter the from date of service into the From Date field.  Required

	To Date - Enter the to date into the To Date field. Required

	Expected Delivery Date - Enter the expected delivery date into the Expected Delivery Date field.  Required, if applicable. 

	Accident Related To - If claim is related to an accident, select accident type in the Accident Related To field (‘None,’ ‘Employment,’ ‘Auto,’ or ‘Other’).  Required, if applicable.

	Diagnosis - Select appropriate diagnosis type in the Diagnosis field by choosing in the drop-down menu.  Then enter the diagnosis code(s).  Do not enter decimals.  Required.   See 1500 Health Insurance Claim Form locator 24 for more information. 

	Total Charges  - Total Charges field is automatically populated.

	TPL Amount - Enter the third party liability amount in the TPL Amount field.  This field should only be populated if the member has other insurance, which paid part of the claim.  If no other insurance is involved or has paid on this claim, leave this field at 0.00.    Required, if applicable.

	Carrier Denied  - If the third party liability carrier denied or allowed coverage, or did not make reimbursement, choose the appropriate answer of ‘Yes’ or ‘No’ and click on it.  Required, if applicable. 

	From DOS - Enter the from date of service in the From DOS field.  This will auto-populate from the line detail.  Required

	To DOS - Enter the to date of service in the To DOS field.  This will auto-populate from the line detail.  Required

	POS - Select the place of service code utilizing the drop-down window.  Required. 

	Procedure - Enter the CPT or HCPCS procedure code in the Procedure field.  See 1500 Health Insurance Claim Form locator 24d for more information. Required. **To have claims count towards the PPS Settle-up you must enter the first detail line with procedure code T1015.**

	Modifier  - Enter modifier code(s) in the Modifier fields.  Required if applicable.

	Diag. Cross-Ref  - Enter the diagnosis cross reference in the Diag. Cross-Ref field.  
Do not use commas.  Required.  

	Units - Enter number of units billed in the Units field.  Required.

	Charges - Enter the total dollar amount of charges for that specific detail in the Charges field; this action will auto-populate the Total Charges field.  Required.

	Pregnancy?  - If claim is related to a pregnancy, check the Pregnancy? box.  Required, if applicable. 

	Emergency?  - If claim is related to an emergency, check the Emergency? box.  Required, if applicable.

	EPSDT  - If claim is related to an EPSDT service, enter the code in the EPSDT by using the drop-down box and choosing the appropriate code.  Required, if applicable.

	Rendering Physician - Enter the FQHC’s SoonerCare ID number and location code in the Rendering Physician field.  Required. 

	Adding Lines of Detail - Click the Add button next to the line item window and repeat process for additional items to be billed on this submission.

	Hard-Copy Attachments - If a hard-copy attachment is to be added, use the ‘Hard-Copy Attachments’ arrow at the end of the bar.

Enter an attachment control number as assigned by the provider in the Attachment Control Number field.

The transmission code is entered in the Transmission Code field by clicking on the down arrow, highlighting the appropriate code, and clicking on it.

Report type code can be entered into the Report Type field by clicking on the down arrow to make the selection.

Free form text can be entered into the Description field.

Be sure to mail or fax the attachment control number form.

Attachment Control Numbers cannot be made up of special characters or include spaces.

Required, if applicable. 

	Submit - When finished, click on the Submit button.  Required for processing.


Paper Dental Billing

Use the ADA 2002 claim form example and directions that follow as guides when submitting paper claims.  Required fields are bolded in the directions.  
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	Form Locator
	ADA 2002 Field
Description/Explanation

	1
	Type of Transaction – Enter an X in the appropriate box. For Oklahoma SoonerCare billing use the EPSDT/TXIX box.  Required.

	2
	Predetermination/Preauthorization Number – Optional.

	3
	Primary Payer Information

· Carrier Name – Enter SoonerCare here.  

· Carrier Address – Enter the P.O. Box, which can 
be found in the General Information chapter of this manual.  

· City – Enter the city name.  

· State – Enter the two-letter initial of the state.  

· Zip – Enter the zip code.  

Optional

	4
	Other Dental or Medical Coverage? – Enter an X in the appropriate box.  Required, if applicable.

	5
	Subscriber Name The dental insurance carrier name goes in this field.  This carrier must be billed first before Oklahoma SoonerCare.  Required, if applicable.

	6
	Date of Birth – This field is not used for Oklahoma SoonerCare billing.

	7
	Gender – Enter an X in the appropriate box.  Optional.

	8
	Subscriber Identifier (SSN or ID#) - This field is not used for Oklahoma SoonerCare billing.  

	9
	Plan/Group Number – Enter the number of insurance company here.  Required, if applicable.

	10
	Relationship to Primary Subscriber – Check appropriate box.  Required, if applicable.

	11
	Other Carrier – This field is used for payment information and/or denial information from the patient’s other dental insurance.    If the insurance denies the claim, “Carrier Denied” must be written in this field.  The denial of benefits must be attached to the claim when submitted to SoonerCare for payment.  If a payment is received from patient’s dental insurance, put the amount of the payment in this field.  Required, if applicable.

	12
	Primary Subscribers Information

· Name – Enter the subscriber’s name in last name, first name, middle initial order.  Optional.

· Address – Enter subscriber’s street number and name.  

· City – Enter the subscriber’s city of residence. 

· State – Enter the subscriber’s state of residence.  

· Zip code – Enter subscriber’s Zip code.

Optional.

	13
	Date of Birth –This field is not used for Oklahoma SoonerCare billing.

	14
	Gender – Enter an X in the appropriate box.  Optional.

	15
	Subscriber Identifier. (SSN or ID)- This field is not used for Oklahoma SoonerCare billing.

	16
	Plan/Group Number – Enter the subscriber’s or employer group’s plan or policy number.  This may also be known as the certificate number.  Optional.

	17
	Employer Name – Enter SoonerCare.  Optional.

	18
	Relationship to Subscriber/Employee: - Check the Self box.  Optional.

	19
	Student Status – Check appropriate box, if applicable.  Optional.

	20


	· Patient Name - Enter the patient’s name in last name, first name, middle name order.  Required.
· [image: image10.wmf]Address – Enter patient’s street number and name.  

· City – Enter the patient’s city of residence.  
Optional.

· State – Enter the patient’s state of residence.  

· Zip code – Enter patient’s Zip code.

	21
	Date of Birth (MM/DD/YY) – Enter patient’s date of birth using MM/DD/YY format.  Optional.

	22
	Gender – Enter an X in the appropriate box.  Optional.

	23
	Patient ID/Account #  - Enter patient’s nine-digit SoonerCare ID number.  Required.

	24 through 31 - Each row entry equals one unit.

	24
	Procedure Date – The date of service must be entered in MM/DD/YY format.  Required. 

	25
	Area of Oral Cavity - The following are the only acceptable quadrants: 

UL –Upper Left; UR – Upper Right; LL – Lower Left; LR – Lower Right

Required, if applicable.

	26
	Tooth System - Optional.

	27
	Tooth Number(s) or Letter(s) – (if applicable).  Must use the international tooth numbering system for permanent and primary teeth.  Supernumerary numbers are listed in your Provider Specific Policy.  Required, if applicable.

	28
	Tooth Surface - The following are the only acceptable surfaces:

M-Mesial, D-Distal

O-Occlusal, L-Lingual

F-Facial, B-Buccal 

I-Incisal

Required, if applicable.

	29
	Procedure Code-  This is the 5-digit HCPCS/CDT listed in the current HCPCS Level II codebook.  **To have claims count towards the PPS Settle-up you must enter the first detail line with procedure code T1015.**Required.

	30
	Description – Use this field to enter any additional information.  Optional.

	31
	Fee - Enter your customary fee for the procedure.    Required.

	32
	Other Fee(s) – Payment amounts made by other insurance plans.  This field is not used for Oklahoma SoonerCare billing.

	33
	Total Fee - The sum of the detail lines of the fees for examination and treatment services provided.  Required.

	34
	Place an X on each missing tooth – Identify all missing teeth by using the international tooth numbering system for permanent and primary teeth to mark an “X” on numbers and letters corresponding with those teeth.  Optional.

	35
	Remarks –Optional.

	36
	Patient/Guardian Signature – Signature and date are entered here.  This field is not used for Oklahoma SoonerCare billing.

	37
	Subscriber Signature - Signature and date are entered here.  This field is not used for Oklahoma SoonerCare billing.

	38
	Place of Treatment – Enter an X in the appropriate box.  If left blank, it will default to “Provider’s Office”.  Required, if applicable.

	39
	Number of Enclosures (00-99) – Optional.

	40
	Is treatment for orthodontics?  – Enter X in appropriate box.  If the No box is marked, skip form locators 41 and 42.  Optional.

	41
	Date Appliance Placed (MM/DD/YY) – Enter date Orthodontic appliance was placed.  Optional.

	42
	Months of Treatment Remaining – Enter number of months of treatment remaining for appliance.  Optional.

	43
	Replacement of Prosthesis? – Enter X in appropriate box.  Optional.

	44
	Date Prior Placement (MMDDYY) – Enter date of previous placement.  Optional.

	45
	Treatment Resulting From - Check applicable box.  Required, if applicable.

	46
	Date of Accident (MMDDYY) Enter date accident occurred. Optional.

	47
	Auto Accident State – Enter state where accident occurred.  Optional.

	48
	Name, Address, City, State, Zip Code of Billing Dentist or Billing Entity – Enter information in order stated above and on the form.  This is the information that should appear on any payments or correspondence that will be remitted to the billing dentist.  Required.

	49
	Provider ID – Enter the billing group provider number that contains nine numeric characters and one alphabetical character (the alphabetical character is provider location code) Location code should be where the service was rendered.  Required, if applicable.

	50
	License Number –Optional.

	51
	SSN or TIN – Optional.

	52
	Phone Number – Enter the phone number, including area code, of the billing dentist.  Optional.

	53
	Treating Dentist’s signature and date of claim – Failure to sign and date will cause claim to deny.  Required.

	54
	Provider ID - Enter the rendering provider number that contains nine numeric characters and one alphabetical character (the alphabetical character is provider location code) Location code should be where the service was rendered.  Required.

	55
	Dentist License # - Enter the license number of the billing dentist.  Optional.

	56


	Address, City, State, Zip Code where treatment was performed 

Address - Enter address if different from address indicated in box 48.  Required, if applicable.

City – Enter city if different from city indicated in box 48.  Required, if applicable.

State – Enter two-letter state initial if different from state indicated in box 48.  Required, if applicable.

Zip Code – Enter zip code if different from zip code indicated in box 48.  Required, if applicable.

	57
	Phone Number – Enter phone number of office where treatment was performed.  Optional.

	58
	Treating Provider Specialty – Enter treating provider’s area of specialty.  Optional.


Internet Dental Billing

Use the Dental claim form example and directions below as guides when submitting a claim through Direct Data Entry on SoonerCare on the Web.  Required fields are bolded in the directions.  To access the form, choose the ‘Submit Dental’ claim option from the drop-down menu on the Provider Main page of SoonerCare on the Web.
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	DDE Dental Claim Submission Instructions

	Click on the Claim button in the toolbar and then select Dental, or move mouse pointer over the Claims tab, highlight the appropriate claim type, in this case ‘Submit Dental’ and click on it. 

	Provider Number - Your Provider ID should appear in the first box.  Confirm it is correct.  If it is not, you may need to log out and access the correct provider.  Required.

	Member ID - Enter the member ID number in this field.  (The Patient’s Last Name and First Name will auto populate if the Member ID entered is found in the system).  Required.

	Last Name – Enter member’s last name in this field.  Optional. 

	First Name – Enter member’s first name in this field.

	Patient Account # - Data entered in this field will be captured and passed back to you on the remittance advice.  Use whatever number you want, as long as it’s not PHI (see HIPAA).  Optional.

	Insurance Denied? – This field refers to a primary insurance or other coverage.  Was it denied?  Yes or No.

	Emergency - Specify whether the claim was an emergency by selecting Yes or No.  Optional.

	Accident – This field asks for selection of applicable type from the drop-down list.  Optional.

	Place of Service – This field requires selection of applicable type from drop-down list. Required.

	Rendering Provider - Leave this field blank if the rendering is the same as the billing provider listed in the very first field (Billing Provider).  Required, if applicable.

	Total Charges – This field is gray because it will total the claim for you.  Do not type in this box.

	TPL Amount - Enter any amount that has been or will be paid by any other payer.  If no other insurance is involved or has paid on this claim, leave this field at 0.00.  

	White Box - The white box is an itemized display of all service line(s) that you have entered.  They are numbered.  The detail information below the white box corresponds to the line item number within the white box.  In the Detail Information section, the item # indicates the line that is currently selected, which will also be highlighted in blue.

	DOS  - Enter the date of service here.  Required.

	Procedure - Enter the procedure code in this field.  Required. **To have claims count towards the PPS Settle-up you must enter the first detail line with procedure code T1015.**

	Tooth Number - Enter Tooth number in this field.  Required, if applicable.

	Surface – Enter surface in this field.  Required, if applicable.

	Quadrant - Choose the quadrant.  Required, if applicable.

	Prosthesis – Choose if applicable from the options available.  Optional.

	Cavity Codes - Enter modifier codes in the Cavity Code fields.  Required, if applicable.

	Units - Enter number of units billed in this field.  Required.

	Charges - Enter the total dollar amount of charges in this field for all units for this line of service. This action will auto-populate the Total Charges field, but it will not multiply the amount by the number of units.  Required.

	When finished, click on the Submit button.


Paper Pharmacy Claims

Use the claim form example and directions that follow as guides when submitting paper claims.  Required fields are bolded in the directions.  
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	Form Locator
	Pharmacy Drug Field 
Description/Explanation

	1
	Provider Number – Must be 10 digits, last digit is the location code.  Required.

	2
	Telephone Number – Optional.

	3
	Total Amount Billed - Optional

	4
	Patient’s Name – Last, first, middle initial.  Required.

	5
	Member ID Number – Nine characters Required.

	6
	Prescriber ID Number – Must be seven digits.  Required.

	7
	Emergency Indicator – Yes or No.  Optional.

	8
	Pregnancy Indicator – Yes or No.  Optional.

	9
	Nursing Home Indicator – Yes or No.  Optional.

	10
	Brand BMN Indicator
0 – No product selection indicated

1 – Substitution not allowed by prescriber – Dispense as written.

Required.

	11
	Refill Indicator – Two digits.  Example: 00 = original dispensing, 01 to 99 = refill number. Required.

	12
	Prescription Number – Up to seven characters.  Required.

	13
	Date Prescribed – On or before receipt date, not a future date.  Required.

	14
	Date Dispensed – On or before receipt date, cannot be future date.  Required.

	15
	NDC Number – Numeric, 11 digits.  Required.

	16
	Metric Quantity – Decimal and three zeros after value, up to 11 characters.  Example: 99999999.999  Required.

	17
	Days Supply – Up to three characters.  

	18
	Charge – Numeric, up to nine digits.  Required.

Provider’s Name and Address - Optional



	19
	3rd PTY Paid – numeric, eight digits, Required if applicable.
Signature of Provider or Representative (located at bottom of page) Required.



	20
	Date Billed/Date of Claim Submission.  Required.


	Form Locator
	Compound Prescription Drug Field
Description/Explanation

	1
	Provider Number – 10 digits, last digit is location code.  Required.

	2
	Telephone Number - Optional

	3
	Patient’s Name – Last, First.  Required.

	4
	Member ID Number – Nine digits.  Required.

	5
	Prescriber ID Number – Seven digits.  Required.

	6
	Emergency Ind. – Yes or No, if applicable.  Optional.

	7
	Pregnancy Ind. –  Yes or No, if applicable.  Optional.

	8
	Nursing Home Pat.  – Yes or No. Optional

	9
	Brand BMN Ind.

0 – No product selection indicated.

1 – Substitution not allowed by prescriber.  Dispense as written.

Required, if applicable.

	10
	Refill Indicator – Two-digit field. If single digit, plug zero plus value.  Example: 00 = original dispensing, 01 to 99 = refill number.  Required.

	11
	Prescription Number – Up to seven characters.  Required.

	12
	Date Prescribed – Must be on or before receipt date; cannot be a future date.  Required.

	13
	Date Dispensed – Must be on or before receipt date; cannot be a future date.  Required.

	14
	Local Use Only – Not applicable.

	15
	Days Supply – Up to three characters.  Required.

	16
	Charge – Numeric, up to nine digits.  Required.

	17
	TPL Paid – Numeric, up to eight digits.  Required, if applicable.

	18
	Provider’s Name and Address - Optional

	19
	Signature of Provider or Representative.  Required.

	20
	Date Billed/Date of Claim Submission – Must be on or before receipt date; no future date.  Required.

	21
	NDC Number – Numeric, 11 digits.  Required.

	22
	Metric Unit Quantity – Example: 9999999.999.  Required.


The pharmacy claim form may be used by multiple prescription claims.  The compound claim form is limited to one prescription claim per form.

Internet Pharmacy Claims

Use the Pharmacy claim form example and directions below as guides when submitting a claim through Direct Data Entry on SoonerCare on the Web.  Required fields are bolded in the directions.  To access the form, choose the ‘Submit Pharmacy’ claim option (see illustration below) from the drop-down menu on the Provider Main page of SoonerCare on the Web.
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	Pharmacy Claim Submission Instructions

	Click on the Claim Submission link, or move mouse pointer over the Claims tab, highlight the appropriate claim type (in this case ‘Pharmacy’) and click on it.

	Member ID - Enter the member ID number in this field.  (The Patient’s Last Name and First Name will auto populate if the Member ID entered is found in the system).  Required.

	Last Name – Enter member’s last name in this field.  Required.

	First Name – Enter member’s first name in the left field and their middle initial in the right field.  Required.

	Prescriber ID – This field must be populated with a seven-digit identifier for claim to process.  Required.

	Prescriber Name – This field that correlates to the Prescriber ID above must be populated.  Required.

	Pregnancy – Populate this field appropriately depending upon if the member was/is pregnant at the time the script was dispensed.  Optional.

	Emergency - Populate this field appropriately depending upon if the script was written due to an emergency condition.  Optional.

	Nursing Facility - Populate this field appropriately depending upon if the member was/is at a nursing facility at the time the script was dispensed.  Optional.

	Insurance Denied?  -  Populate this field appropriately depending upon if another insurance carrier denied the current script.  Required, if applicable.

	Rendering Provider - This field will auto populate with the same Provider ID found (auto populated) in the Provider Number field.  Required.

	Claim Type – Indicate in this field whether the current script is a regular pharmacy claim or a compound drug pharmacy claim.  Required.

	Prescription # - Populate this field with the pharmacy assigned script number (up to seven digits) for the current script.  Required.

	Date Dispensed – Populate this field with the date the script was dispensed by the pharmacy.  Required.

	Date Prescribed – Populate this field with the date the script was prescribed by the physician.  Required.

	New/Refill – Two digits.  Example: 00 = original dispensing, 01 to 99 = refill number.  Required.

	Days Supply – Enter the number of days the prescription will cover.  Required.

	Dispense/Written - Populate this field with most appropriate option from the drop-down menu to indicate if the script was dispensed as prescribed (dispensed as written) or if a generic medication was substituted.  Required.

	Prior Auth # - Populate this field with applicable Prior Auth or Super PA for claim.  If no PA was obtained, leave this field blank.  Required, if applicable.

	Total Charges - Populate this field with total amount being billed for all scripts in this submission.  Required.

	TPL Amount - Populate this field with amount paid on this claim by insurance carrier prior to SoonerCare billing.  If no other insurance is involved or has paid on this claim, leave this field at 0.00.  Required.

	Intervention – In this field, select the appropriate Prospective DUR intervention used to decide outcome of claim.  Required.

	Outcome – In this field, select the appropriate Prospective DUR outcome that was made using the intervention.  Required.

	Conflict Code – In this field, select the Prospective DUR conflict code that is to be overridden using the intervention and outcome code.  Required.

	NDC Code – Populate this field with the applicable 11-digit NDC for the script being billed.  Required.

	Quantity – Populate this field with the quantity that is being dispensed for the above NDC within the script.  Required.

	Click on the Submit button when finished.


Electronic Claim Attachment Filing

Proper filing of attachments to electronic claims is essential to the successful payment of submitted SoonerCare claims with attachments.  An important part of the filing process is accurate entry of Provider, Recipient, and Attachment Control numbers on the electronic claim form and the Cover Sheet (HCA-13).  Below is an illustration showing where these numbers need to be entered on the documents and directions to further assist in the proper entry of these numbers

Make sure the ACN on the form HCA-13 matches the ACN placed on the claim: 
The HCA-13 and the claim will match up when done correctly.  Refer to the illustration at right for correct entry fields.  The same ACN goes into the Attachment Control Number field of the HCA-13 cover sheet that was entered in the Control Number field of the direct data entry screen (SoonerCare on the Web) or the PWK segment of the 837 transactions.

Use counter to distinguish 
claim submissions: 
If a claim needs to be submitted a second time, the use of a counter number added to the ACN will assist in the information being matched on the next submission.  (i.e. Original ACN 123456, second ACN for the same claim 12345601)  Please make sure that the claim and the HCA-13 have been updated with the correct counter.  

Be sure to enter correct provider number:  Enter the billing/pay to provider number, not the rendering or performing provider numbers, on HCA-13.

Submit information legibly: 
Make sure your number is clear and legible on the HCA-13.  Illegible information could delay or stop the attachment process.  Alphabetical and numeric are the only characters that should be used in ACN selection.  Avoid dashes and spaces in ACNs.   

Avoid using confidential member information as ACN: 
Refrain from using the member’s social security number, date of birth, or name as an ACN.  These are easily identifiable or specific to the identification of the member, which is in direct violation of the HIPAA.  Account numbers can be used as long as they are facility/office specific.
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