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Claiming Procedure Overview

The purpose of this manual is to explain the clagrprocess in detail. Other
contract requirements (contract set up, clientlénemt, service delivery
standards, etc.) will not be included in this mdnua

Many events must occur before a provider may ssfag claim payment for
services. The provider must be registered with 80S and have a National
Provider Identification number (NPI). A contractish be signed between
NARBHA and the provider. The provider must alsbrsit a W-9 form to the
Accounting Unit.

If billing electronically, a provider must registand be approved by the MIS
department prior to claiming. (See Provider Elewic Claiming)

In most cases, the services which the member res@nust be approved in
advance by the Responsible Agency or NARBHA Careddement. A Letter of
Intent to Pay will be issued upon approval of th&sevices. (See Intent to Pay)

Once these events have occurred, claiming may begin



Questions — Who Should | Call?

For questions regarding claims:

Claim Specialists or Claims Manager
claimsunit@narbha.org

1300 S. Yale St.

Flagstaff, AZ 86001

Ph. (928) 774-7128

For questions regarding contracts:

Senior Contract Specialist or Provider Contractsadger
1300 S. Yale St.

Flagstaff, AZ 86001

Ph. (928) 774-7128

For questions regarding Provider electronic clagnin

Information Systems Development Manager
ClO@narbha.org

1300 S. Yale St.

Flagstaff, AZ 86001

Ph. (928) 774-7128

For questions regarding eligibility and enrollment:

Member Representatives
1300 S. Yale St.
Flagstaff, AZ 86001

Ph. (928) 774-7128

For questions regarding TPL / Co-Pay:

Financial Analyst or Financial Review Manager
1300 S. Yale St.

Flagstaff, AZ 86001

Ph. (928) 774-7128

For questions regarding Intent To Pay’s:

MIS Specialist or Production Manager
1300 S. Yale St.

Flagstaff, AZ 86001

Ph. (928) 774-7128



Claiming Information

General Information

NARBHA will accept paper claims in the CMS-15001fgeally used for
outpatient services) and UB-04 (generally usednpatient services) format.
Electronic submissions must in the 837 P or 83«rhht.

The filing time limits for claim submission are faslows:

Initial Submission 6 months from date of service
Resubmissions * 12 months from date of service

*If the initial submission is denied, submissionaofclean” claim must be made
within 12 months of the date of service.

Providers are encouraged to submit “clean” claiftex éhe service has been
provided, upon receipt of Intent to Pay letter, aftdr collections of Third Party
Liability (TPL) amounts are collected (If appropgg this will ensure payments
to providers in a timely manner.

CMS-1500 and 837 P are processed weekly with thadfdueing each Friday at
3:00 PM, unless announced otherwise. UB-04 and 88& processed twice a
month with the cutoff at 3:00 PM on th& &nd the 28 of each month, unless
announced otherwise.

Explanations of benefits (EOBs) are sent withire f{8) days after each cutoff
time for all claims which are entered prior to dtitd-or providers on a Type-of-
Service 1 contract (i.e. receive payment througintd rather than “advances”) a
check will be issued for “clean” claims and senttwthe EOB.

Adjustments to previously parlaims must be filed if the information on the
claim is determined to be inaccurate. Adjustmemist be submitted on the
NARBHA approved form. (See Adjustments) All adjusints over 50 claims
require approval of the Claims Manager and/or theefFinancial Officer.



Claims Help Desk

NARBHA'’s Claims unit provides a Help Desk to enstesolution of Provider
claim issues. The Claims Help Desk is availablent¥ay through Friday from
8:30 AM to 4:00 PM. Providers may call or en@ddimsunit@narbha.org
regarding issues such as:

» Completing a claiming form

» Checking status on a claim (30 days after submssia@laim)
* Questions regarding payments or denials on theB EO

* Issues surrounding the Intent to Pay for service

The Help Desk responds to all inquiries within €1(8) business days. Matters
for which NARBHA can not make a determination witlinree (3) business days
due to a legal or regulatory issue are referreddsolution by those
legal/regulatory bodies within two (2) businessslagd the provider is notified
of the referral.

Claim Forms

Use only alphabetical letters or whole numbersmiSyls such as $, # and *
should not be used.

All dates are to be entered in an 8-digit formalWOUT SLASHES OR
DASHES. Stay within the MMDDYYYY format. (i.e. Bul, 2010 should be
entered as 07012010).

Numerals and letters must be used appropriatetylétiter “O” and the numeral
“0” are different) and are not interchangeable

You must indicate the Provider Name, AHCCCS PraviBenumber, National
Provider Identification (NPI) number.

Member name and ID number must be exactly as gasgn the NARBHA
database (generally the way it was submitted to RIAR). NARBHA does not
use the member's AHCCCS number.

You must submit a service code that is in accordavith the NARBHA contract
and the ADHS Covered Behavioral Health Servicesi&uif a service code
requires a modifier, it must be written on the miai

If an Intent to Pay number is required misist be written on the claim or the
claim will deny. Attaching the letter of Intent Ray is not necessary. Claim
information must match Letter of Intent to Pay imhation.



Claim Forms Cont.

Any TPL collectiongnust be shown on the claim, only attaching the EOBois n
correct.

You must submit all information on the claim in aythat is verifiable so that it
can withstand audit.

Be sure to proof the claim before submitting it f@yment. The claim must be
“clean” — free from error and all applicable fields comiel — oiit will deny.

Attachments, such as medical records, Intent tor@gest forms, Letter of Intent
to Pay, etc. are not required for claims procesaimgshould notbe attached to
the claim. However, TPL EOBshould be attached to the claim.

Paper Claims — CMS-1500 or UB-04

Claims submitted on paper must be entered manimidiythe claims system by
the NARBHA Claims staff. Paper claim volume willry from week to week.
Claims are entered in the order they are receivtalvever, NARBHA can not
guarantee that every claim received during the wéklbe entered for
processing in that week’s cycle. NARBHA procesdasns within 30 days of
receipt.

NARBHA recommends the claims be typed. This erslegibility and therefore
faster processing from the NARBHA Claims Staff.ydiu choose to handwrite
your claims, please print neatly and keep nameasjpeus and codes within the
designated fields. Claims may not be faxed, urdsked by a member of the
claims unit. Claims staff handles faxes on a ¢gsease basis.

All claims must include a signature. Stamps oepfacsimiles are acceptable.

Electronic claims — 837 P or 837 |

All electronic claims must be submitted to the deated directory for your
agency/provider. You will be given this informatiom NARBHA'’s Network
MIS staff when you start testing (Ex. \c2\provindkx\claim directory), along
with a provider ID and/or abbreviation. The methodtransferring files is File
Transfer Protocol (FTP). If you need assistandé this application please
contact NARBHA MIS.



Electronic claims — 837 P or 837 | Cont.

Claim files must also be named utilizing the follog/convention:
XXXX (provider ID or provider abbreviation) monthanth day day and
the letter H for an 837 P file or the letter U &or 837 | file.

Example: 13640510HA or 13640510UA

Claim file name conventions must also match thagkned in the electronic
billing instructions. Files that do not follow tihequired naming convention will
not be processed.

Files submitted for processing are copied to thens processing directory and a
text file is generated consisting of all claim $ilprocessed. The next file is sent
electronically to the provider’'s read directorypg@vinfiXXX\read). Providers
are expected to check it against files submittéd. claim file fails it should be
corrected and resubmitted by the provider.

For information on what fields on the 837 P or&3& | are required, please
contactClO@narbha.org

Explanation of Benefits (EOB)

NARBHA will issue an Explanation of Benefits (EOBfter each adjudication
process is completed. The purpose of this is Wsadhe provider of the status
on the claims that were submitted. If a claimasidd, this will provide
information as to the problem(s) which caused sudknial. The status of a
specific claim will be either Paid/Approved or Dedi NARBHA does not have
a “Pended” claim status.

EOBs are organized by agency. Within each EOBclien payment detail is
sorted by Approved or Denied, and by member nagaeh line item on the EOB
represents a single service code for a single meoba given date. A member
total will be listed by member for each claims eyclThe EOB clearly states the
reason for denial.

Electronic EOBs (835) are available upon requestpfoviders who bill
electronically.



Data Validation and Claim Audits

Periodically NARBHA, its independent auditors, adts funders will audit
provider claims and supporting documentation. Aditacan be off-site or on-site
at the provider. It is expected that all pieceg@drmation on a claim can be
substantiated in the member case file accordimgdairements established in
contract (and other records as are deemed appi@jpoiathat the claim for that
service has been adjusted. If claims are fourimetm error, the provider is
required to correct or recoup, at a minimum, thoaens identified. If a pattern
of errors is suspected in the larger universe oYider claims, the provider(s)
may be required to research and correct any claowimng the same type of error
as the sample revealed. Audits will cover, butrarelimited to, the following
items:

Claim Audits:
% Third Party Liability (TPL) payment amounts
% Third Party Liability (TPL) carrier information
% Co-pay amounts
+« Denied claims have been “worked” and resubmittextassfully

Data Validation Audits:
+« Compliance with the Covered Behavioral Health SmwiGuide,
applicable requirements in licensure rules, contregquirements and the
ADHS/DBHS/NARBHA Provider Manual
s Encounter submission timeliness, correctness angstom requirements

Errors identified through the data validation aymticess are to be corrected. All
corrections sent to NARBHMust be identified as “data validation audit”. If the
provider sends an electronic file to NARBHA, thie imust only contain data
validation corrections. Do not mix other claimdwilata validation corrected
claims.

NARBHA has raised the minimum standard for all datbdation audits to 90%
to more closely mirror the state requirement. Rteks scoring 90% or higher will
be successful in the audit and won't be reviewedfgear, unless otherwise
requested. Providers who score below 90% will Isgedl within 6 months of the
original audit and another data validation audit e preformed. In addition, we
have also decreased the “challenge time periontie(in which a provider has to
challenge data validation findings) to 7 days ireffort to meet state
requirements. The state requires that all datalatin audits be completed
within 21 days. Please refer to ADHS/NARBHA Providéanual, Section 8.1
Encounter Validation Studies.



Special Billing Instructions

Duplicate Claims

When a service code is provided, more than ondaé®same day to the same
member, by the same provider, these services neustinbined when billing.
Services are evaluated based on member ID, serod modifier (if applicable)
date of service, and provider AHCCCS ID numbertdfare same services for a
member that are provided on the same day mustlieigad as one claim line.
(i.e. transportation, case management, etc.)

For example, if case management was provided tondde same day:

Member #AB123099M0 Member # AB123099MO0
Provider #123456 Provider #123456

Date of Service: 1/1/10 Date of Service: 1/1/10
Service Code: T1016 HN Service Code: T1016 HN
Units: 2 Units: 2

Time: 8:00 AM Time: 2:00 PM

These services must be billed as follows:
1/1/10 T1016 HN dnits Prov #123456

If services are billed separatebgth services will deny as a duplicate. As a
result of the denied claims, no service value angayment will be issued.

Modifiers / Place of Service

These are several services that can, or are relgioiyédave modifiers and/or
certain place of service. In some cases thesefi@msdwill increase or decrease
your paid amount depending on the modifier/placsen¥ice. Please refer to your
contract attachment for modifiers and place ofises/combinations.

Date Spans / Units

In order to bill more than one date of service dim&, the services must be
performed on consecutive days. When more thardateeis indicated by the
dates of service, the units billed must be evenlisithle by the number of days.
An example of this would be July 1, 2009 to July 2609 for a total of 15 days.
If claims are not billed using the correct daterspad number of units, the claim
will be denied.



B5 Matrix

The B5 Matrix is a table found in the appendicethefADHS/DBHS Covered
Behavioral Health Service Guide. This table latservice codes that can not be
billed on the same day as another service codevidars should have edits in
place to catch these prior to submitting to NARBHA.

NARBHA Error Codes pertaining to B5 Matrix:

B5 = Service code conflicts with another servicehwi billing file. This does not
necessarily mean within the billing file from ycagency that was submitted to
NARBHA, it could also be from another agency thad Isubmitted a billing file

during the same adjudication process. (Both HCFAWEB).

B6 = Service code conflicts with another servicdecpreviously paid. This is
caused by a service that has already been adjadicathe NARBHA system,
again not necessarily from your agency, but alsmfanother agency. (Both
HCFA and UB).

B7=0verride first Claim not present in databaséairts that have an override on
them must always be the second claim in the NARBldfabase. The first claim
does not need an override and must get acceptbhd 8tate level, before the
claim with the override on it can be submitted dRBHA. (HCFA only)

Special Billing Instructions (FOR RA ONLY)

Sonora Quest Lab

= The doctor needs to write the order on a “NARBHAIr{8ra Quest) lab
Requisition”. The bottom copy is kept by the bbijidepartment of the
RA.

= The member then goes to a draw-site and specimerakaen.

= The lab Invoices/Statements are generated at SQhoat.

= A Monthly Invoice/Statement is sent from Sonora uirectly to the
RA. The RA billing department reconciles the S@nQuest Monthly
Invoice with their Requisitions. The RA writesl@eck to Sonora Quest.

= All discrepancies are forward to Sonora Quest yRA. All
reconciliation of claims is between Sonora Questtae RA.

= RA billing department enters the claim informatiato their billing
system and submits these files to NARBHA for adjaton.

= Each RA has a Sonora Quest provider ID that theyarecord these
services under. Sonora Quest’s Provider ID withC&AKCS is 452152.
Each RA has one set up using two (2) initials esld@b their agency, for
example: Verde Valley Guidance Center would be 2%V

» Please contact NARBHA Contract Unit regarding yagencies Sonora
Quest provider number.



Special Billing Instructions (FOR RA ONLY) Cont.
Billing for Protocall delivered crisis contacts/sevices:
Protocall completes crisis contact sheets for ¢h#y take.

= These Protocall crisis contact sheets make thejrtavéhe Responsible
Agency that enters this information into theiribgj data system to track
the Protocall crisis contact and bill NARBHA.

= Each RA has a Protocall provider ID that they areetord these Protocall
delivered crisis services under. Protocall’s RaevilD with AHCCCS is
719172. Each RA has one set up using two (2)pisitelated to their
agency, for example: Verde Valley Guidance Centuld/be 719172VV

®= These are adjudicated and counted as service value

=  Please contact NARBHA Contract Unit regarding yagencies Protocall
provider number

Third Party Liability

As guided by the DBHS/NARBHA Provider Manual (loedton NARBHA'’s
website: www.narbha.org/for providers/provider resources/BBNARBHA
Provider Policy ManualSection 3.5 — “Third Party Liability and Coordtien of
Benefits” NARBHA is the “payer of last resort.” Ruant to the Coordination of
Benefits outlined in the provider contract, prov&lare expected to bill the Third
Party Liability (TPL) payers prior to billing NARBA. TPL would include, but
not limited to, private health insurance, Medicamployment related health
insurance, medical support from non-custodial piarerourt judgments or
settlements from a liability insurer, State Worke€Compensation, first party
probate-estate recoveries, long term care insurand®ther Federal programs.
Any and all TPL collections must be reported ondla@m submitted to
NARBHA. This would be recorded in the payment fieldthe claim. If the
provider submits a paper claim to NARBHA the praridhust also submit the
documentation (Explanation of Benefits — EOB, edeionstrating collection of
TPL.

Title XIX/XXI members may also have TPL, which maguire co-payment,
coinsurance or deductibles. Under no circumstasicall the Provider bill or
attempt to collect any TPL deductible, co-paymengny other fee from a
member whom the Provider knows to be eligible foemrolled in the Title
XIX/XXI health care entitlement system. For Mediegaeporting the provider
shall report zero in the responsible party fieldlos claim if the service provided
is a Medicare covered service. If the service tsanledicare covered service,
then the payment field on the claim should bebé&ink.

The provider must report any and all collectiorcofpayment, coinsurance or
deductible amounts for Non-Title XIX/XXI members avalso have TPL.

10

K4



Third Party Liability Cont

For Non-Title XIX/XXI member who have TPL, the oetition of TPL co-
payments, coinsurances, or deductibles shall bertepcollectively in the TPL
amount on the claim. For Non-Title XIX/XXI membex$o have Medicare as
their TPL, the payment field will either be blard hon-covered services or the
total amount collected will be reported in the Tdyment field.

If the service is necessary, the provider must enghat its cost avoidance efforts
do not prevent any person from receiving the seraitd that the person will not
be required to pay any coinsurance or deductildesde of the other insurer’'s
providers.

When a response from a TPL has not been receivthithwihe timeframes
established for claims submission the provider rsubtnit the claim with a zero
amount reported in the payment field and the TRinidication listed. This
would include any services covered by Medicare.€dhe payment from the
TPL has been received the provider must adjusptéeously submitted claim to
reflect the payment received.

In an emergency situation, the provider must prsivide any medically
necessary behavioral health covered service amdcth@dinate payment with
any potential TPL.

The provider must retain documentation verifyingtta service is not covered by
the TPL (i.e. case management). The provider wsuhinit the claim to
NARBHA with zero reported in the payment field ahe name of the TPL
identified on the claim, except for non-Medicare@ed services. If submitting a
paper claim, NARBHA requests the provider to hightithe payment field and
the TPL'’s identification. With the submission opaper claim to NARBHA, the
provider must submit the TPL documentation. Theudoentation to demonstrate
non-covered TPL service would include, but notedito, the Explanation of
Benefits (EOB) from the TPL, a denial letter frone {TPL, a posted list from the
TPL, HCPC Manuals — for Medicare, website postiegs, If the service is
member specific, the information shall be retaingthin the member’s billing
records. If the service is non-member specifics thay be retained in a central
file for utilization for all members. The documetida must be updated every six
months to be considered valid documentation.

If a service is provided to a member in which thevier is not covered by the
TPL (i.e. professional level of provider is not eo&d in the TPL agreement) the
provider may bill those services directly to NARBHEhe provider would report
zero in the payment field on the claim, unlessTiRé carrier is Medicare, then
the payment field would be left blank. Again, theyader must retain
documentation that this provider is not coveredigyTPL. Valid documentation
would be the same as those listed in the paragrbpthe.
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Co-payments (Other than TPL co-payment requirements

There are certain times when it may be necessaméomnbers to contribute to the
cost of behavioral health services. A co-paymetitgjothan the TPL co-payment
requirement) is a fixed fee for services, basetherperson’s ability to pay and
never exceeds the actual cost of services. The DBANRBHA Provider Manual,
Section 3.4 “Co-payments” provides guidelines ow o assess co-payments for
Title XIX/XXI and Non-Title XIX/XXI members. This ranual is located on
NARBHA'’s website for referencevww.narbha.org/for providers/provider
resources/DBHS-NARBHA Provider Policy Manual

Behavioral health providers must not bill, nor atpe to collect payment directly
or through a collection agency from a person clagrio be AHCCCS eligible
without first receiving verification from AHCCCSadhthe person was ineligible
for AHCCCS on the date of service or that servmewided were not Title
XIX/XXI covered services.

DBHS/NARBHA Provider Manual, Section 3.4 “Co-payn&nprovides
guidance on those services in which a co-paymegtbhaassessed. For multiple
services received on the same day the memberyseaqulired to pay the co-
payment of the most costly service.

After a co-payment has been determined the prowidailt report the collection of
the co-payment on the claim submission to NARBHRAisTwould be reported on
the co-payment field.



Intent to Pay
Outpatient Services

The “Intent to Pay” (ITP) is a written notificatidar services delivered by a
contracted FFS provides from the Responsible AgéR&y). The ITP process
starts with the Responsible Agency completing té&deé of Intent to Pay form.
Once treatment has been decided on at a member\EF meeting, the RA
has three (3) business days to complete and forthaadorm to NARBHA.

Once the ITP information has been entered intd\thBBHA tracking database,
an ITP letter containing the ITP number is autooadly generated. NARBHA
then reviews the letter and distributes a copyeflTP letter to the requesting
Responsible Agency; with the original letter sentite FFS provider. NARBHA
has 48 hours to complete this process.

If the member requires additional services afterghd date of the original ITP,
the Responsible Agency must complete another Nofitetent to Pay form with
the action code of “2”; referencing the originaPIhiumber and submitted to
NARBHA. Once received by NARBHA, the same timenirais followed, as
stated above.

When the FFS provider submits a claim to NARBHAdervices provided, the
FES provider must reference the ITP number on liendorm in the prior
authorization field. The ITP number is the sixidigumber found on the lower
center portion of the ITP letter. Please refahts guide for detailed instructions
to properly complete the claim form.

Non-Emergency Inpatient Services

Prior-authorizations are required for all non-eneeicy Level | admissions and
concurrent reviews. These inpatient stays (00226) are now reviewed and
authorized by the Medical Management Staff at NARBHResponsible
Agencies should contact the Medical Management &taén a member is
admitted. It is not necessary to send a Notidateiht to Pay form. NARBHA
will review and initiate the ITP referral. Once @i is generated it will be sent
to the Responsible Agency and the treating facility

Bed Hold/Home Pass

Providers that are contracted to perform Bed Hodarld Pass services are not
required to obtain an Intent To Pay for these ses/as long as there is already a
0124 and 0126 Intent To Pay in place. This onlyliap to the 0183 and 0189
revenue codes.



Electronic Claims Submission (HIPAA)
Institutional/Professional Claims

With the passage of the initial Health Insurancdadality and Accountability

Act (HIPAA) regulation regarding Privacy it was tresponsibility of all health
care organizations to review their lines-of-busthasd determine whether these
standards/regulations would apply to them. Aftetewing the standards
NARBHA determined that we are a covered entity uride HIPAA
standards/regulations and began the steps necéssargure compliance with the
Privacy standards and plan for compliance withriaitdIPAA regulations.

The Final rule for Standards for Electronic tranges was published on August
17, 2003 by the Secretary of the U.S. Departmehteaith and Human Services
(HHS) concerning 45 C.F.R. Parts 160 and 162 utieeHealth Insurance
Portability and Accountability Act of 1996 (HIPAAThe final rule set an
implementation date of October 16, 2002. A one wséension was granted upon
request and NARBHA implemented the appropriatedsteds on 10/03/2003 as
part of this process NARBHA has successfully impeated the following
transactions for our provide network:

* Health Care Claim/Institutional (HIPAA/8371)
* Health Care Claim/Professional (HIPAA/837PI)
* Health Care Claims Payment/Advice (HIPAA/835)

It is up to each health organization to determinteable to implement, and
maintain, these electronic billing transactionsisTdecision is critical as the
HIPAA Transaction rule seems to indicate that cart@gency has made the
transition to electronic billing using the HIPAAatrsactions it may be precluded
from returning to manual/hardcopy billing practicegormation on the
Transaction rule can be found at:

» Centers for Medicare and Medicaid Service - Tratisa@and
Code Sets Standards

» Centers for Medicare and Medicaid Service - Seg@tandard —
Regulations

* Transaction Set Final Rule - August 17, 2000

Implementation guides for specific HIPAA Transansare available through the
Washington Publishing Company web sité@p://www.wpc-edi.comThere
may be costs involved for these resources.



Claim Formats - NARBHA will allow the submission of claims data
electronically using the HIPAA standard transactidefined above.

These electronic claims submission transactiong adlsere to the Electronic
Data Interchanges standards defined in the HIPAjlegions with the minor
changes necessary to satisfy the business ne®tSRBHA and our payor, the
Arizona Department of Health Services/Division @Havioral Health Services
(ADHS/DBHS).These are the only formats that NARBHA can accepfofr
submission of electronic claim dataNo non-HIPAA/proprietary formats for
billing can be accepted.

For a provider to submit claims to NARBHA electreatly the following
conditions must be satisfied
* Provider must be able to prepare claim files meetie
HIPAA transaction standards as implemented at NARBH
* Provider must be able to make the minor modificatmthe
HIPAA 837/P and HIPAA 837/I transactions that veifltisfy
the needs of NARBHA and out payor, DBHS.

NARBHA Certification for 837 Claims
Step-By-Step Process

ltem Description Comments

1. | Provider submits a formal request to NARBHA'S
Claims Unit to implement electronic claim
submission.

2. | NARBHA sends to Provider:

a. New process testing procedures for
certification.

b. VFP connection executable.

c. FTP userlD/password and [P
Address.

3. | Site establishes connection to the FTP point|via
VPN then FTP client

4. | Site submits a small set of 837 claims to the test The test file should have |a
system for a format check. minimum of 90 items or 3
pre-negotiated amount
The acceptance rate must
be 90% or greater.

5. | Provider passes format check




6. | Provider submits a small set of 837 claims to [tiée test file should have a
test system. minimum of 90 items or 3
a. Site passed format check. pre-negotiated amount
b. NARBHA submits to adjudication|
c. Provider passes adjudication. The acceptance rate must
d. Site receives 835 remittance advickee 90% or greater.
and .pdf EOB and is able to accept
and process.
7. | Providersubmits 2 volume tests to the test syst{ The volume amount will
The volume will be determined by NARBHA ande determined by
agreed on by the provider. NARBHA and agreed on
a. Site passed format check. by the provider.
b. NARBHA submits to adjudication|
c. Site passes adjudication. The acceptance rate must
d. Site receives 835 remittance advickee 90% or greater.
and .pdf EOB and is able to accept
and process.
8. | Provider is certified to submit claims to NARBHA.
9. | The Provider is responsible for all errors and

correction submissions. The provider will work
directly with the NARBHA claims staff to rectify
problems.

Other caveats and criteria:
The Provider must have access to the Internetdadhem to be able to
submit/retrieve claims information. Secure procsssthering to the
NARBHA implementation of the HIPAA Security guideds will be set
up between the provider and NARBHA to allow forstielaim information

to be exchanged.

The Provider may, at any time, be asked to rerees#rtify their claim
submission formats/process if their acceptance i@asistently fall
below the 90% acceptance level or, in the opinioNARBHA staff, re-

testing/re-certification is necessary.

Violation of NARBHA System Security Requirementdlwie a basis for
immediate suspension of the provider’s abilityubrit claims

electronically.



CMS-1500 Claim Form

The CMS-1500 Claim Form is completed by outpatmotwiders to bill for
covered services.

Step-by-step instructions for completing this fdyegin on the page following the
CMS-1500 Claim Form/Image. These instructionsnamabered according to the
order of field names on the CMS-1500 Claim Form.

It is not necessary to fill out the complete forfields that must be completed in
order to receive payment are marked as “requirddiose fields marked “not
required” are not applicable to behavioral healéiines processing and may be
left blank.



—

OO O A W N

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0805

[ [Pica PICA ||
1. MEDICARE MEDICAID TRICARE 1a. INSURED'S |.D. NUMBER {For Program in item 1)
CHAMPUS GBS pran — Bikune 4
D # D # [:| s SSN) D (Member (08) D (SSNor (D) (SSN) [:| (10)
2 PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 PATTENT%EIHTH DATE SEX 4, INSURED'S NAME (Last Name, First Name, Middie Initial)
MM ro v
| W ] f[]
5 PATIENT'S ADDRESS (No , Street) & PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
st smuseD ChﬁdD Omswl:l
oY STATE | & PATIENT STATUS cITY STATE
Single D Marriad D OtherD
ZIP CODE TELEPHONE (Include Area Gods) 2IP CODE TELEPHONE (Include Area Code)
Full-Time Part-Time|
( ) Emploved || Syudent stucent || ( )
9. OTHER INSURED'S NAME (Last Name, First Name. Middie Initial) 10. 1S PATIENT'S CONDITION RELATED TO 11. INSURED'S POLICY GROUP OR FECA NUMBER
a OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (Current of Previous) 2. INSURED'S DATE OF BIRTH SEX
E
OTHER INSURED'S DATE GF BIRT) ch::s!z:vs DNQ ‘ MD D
b. HER INSURED'S DATE QF BIRTH . AUTO ACCID! ’
WA ¥ ‘ SEX b. AU PLACE (State) |- EMPLOYER'S NAME OR SGHOOL NAME
‘ v 0 O Ow.
¢ EMPLOYER'S NAME OR SCHOOL NAME . OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
O [Ow
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d 1S THERE ANOTHER HEALTH BENEFIT PLAN?
I:l YES D NO If yes. return to and complete item 9 a-d

PATIENT AND INSURED INFORMATION —— > |<—CARRIER—»

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autharize the release of any medical or other information necessary
to process this claim, | aisc request payment of government benafits either to mysell or 1o the party who accepls assignment
balow.

13: INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | autharize
payment of medical benefits 1o the undersigned physician ar supplier lor
services below.

SIGNED - DATE — SIGNED _
—
14. DATE OF CURRENT: JLLNESS (First symptom) OR 15. [F PATIENT HAS HAD SAME QR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN PATI
MM Eg Y ‘ INJURY (Accit (( ";“8 ; GIVE FIRST DATE N?JM“ ! gb | YY Mﬁl 1 NT)B é EJY g c”’mf"f %GDCU B '\(‘)\"‘
| PREGNANCY(LMP) | | | ! |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a 18. HosprrAuznTlgg DATES RELATED TO CURRENT SERVICES
-2 ] e Ny S SR N e MM Yy MM DD Yy
17| NPI FROM T0
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? § CHARGES

[Jres [we | |

(| certify that the statements on the reverse
apply 1o this bill and are made a part thereot )

1

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 1o llem 24E by Line) 22, EEBJCMD RESUBMISSION
ODE QRIGINAL REF. NO.
e B e e
23. PRIOR AUTHORIZATION NUMBER
2| y |
24 A DATE(S) OF SERVICE B e, D. PROCEDURES, SERVICES, OR SUPPLIES ;8 G H. [} i =
From To PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS LV ) HENDERING o
MM DD Yy MM DD YY |SERVICE | EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS Pan | QUAL. PROVIDER ID # :
=
- - I L e T =
L [ [ | |, N T | I 8
=
| 1 1 4 1 [} [ [ [w c
-
| y ‘ s L N AN T @
| | | | ® I | | | L] | | e 3
(7]
y . 1l (e o e SR _ e
S - [ | 1 | | | | [ [ S
<
l I . I | | [ e 2
>
: : . - ! - ! (ESR | SIS R i
! | L | 1 4 B 1 i ] L [ e =
25. FEDERAL TAX LD NUMBER SSN EIN 26. PATIENT'S ACCOUNT NQ. | 27, &g%g:&?gﬂ&&h{?] 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
00 ICies Ll | e s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( ) |
INCLUDING DEGREES OR CREDENTIALS ‘

SIGNED DATE & 2 s ~ B
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)
@Pn‘nmd on Recycled Paper
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la.

11d.

CMS-1500 Procedures
Not Required

INSURED'S ID NUMBER

Required

Enter the unique 10-digit member ID in this fiel@he last two digits of
the ID will always have an M or F followed by a neme character. If
you are unsure of the Member ID, contd&RBHA’s member services.

Providers should always use the ID number indicatethe Letter of
Intent to Pay. If an invalid member ID number s2d, the claim will
deny.

Incorrect Examples: Correct Example:
AB12345610 (Old BHMIS#) AB123456M0
A123456789 (AHCCCS #) AB123456F0

123-45-6789 (SSN)

PATIENT'S NAME

Required

Enter the member’s name in the following ordersti@ame, First Name
and Middle Initial. The name must be the samerathe member intake.

PATIENT'S BIRTH DATE AND SEX
Required
Enter the member’s Date of Birth. Enter “M” fomta or “F” for female.

Not Required
Not Required
Not Required
Not Required
Not Required
Not Required
Not Required
Not Required
Not Required
Not Required

INSURANCE PLAN NAME
Required, if applicable
Enter the name of the Third Party Liability payétighlighted if possible.

IS THERE ANOTHER HEALTH BENEFIT PLAN?
Required, if applicable
Check the appropriate box to indicate other TPLecage.
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12.
13.
14.
15.
16.
17.

18.

19.
20.

21.

22.

23.

24a.

Not Required
Not Required
Not Required
Not Required
Not Required
Not Required

HOSPITAL ADMIT DATE

Required

Enter the date the member was admitted. If bilforgservice with a
Place of Service 21, 51, 52, 55, 56 you must hawesaital admit date.

Not Required
Not Required

DIAGNOSIS OR NATURE OF ILLNESS OR INJURY

Required

Enter the member’s behavioral health ICD-9 diaghosde. You must
enter at least one primary diagnosis. Secondairg, &nd fourth diagnosis
is optional. Only valid ICD-9 diagnosis codes aceeptable for claims
submission. Enter the appropriate code that kestribes the diagnosis
for the member All codes must be coded to the highest specificitye.
add 4" and 5" digit).

Not Required

PRIOR AUTHORIZATION NUMBER

Required, if applicable

Enter the six-digit Service Intent to Pay numbetlanclaim. Intent to
Pay number must be written on the claim or thenthaill be denied.
(Attaching the letter of Intent to pay is not nesggy and will not be
looked at) If more than one service is on thengjaise box 24J to show
corresponding Intent to Pay number for each servite number of
units, dates and provider number must match the Inént to Pay or the
claim will deny. The Intent to Pay Number can be found on the lower
center portion of the Letter of Intent to Pay.

DATE OF SERVICE

Required

Enter the member’s date of service. The datemviceshould be
completed in a 6-digit format, MMDDYY. The “Fronisiox should be the
first date of service and the “To” date the lageda service. In order to
bill more than one date of service on a line, #xwises must be
performed on consecutive days.



24b. PLACE OF SERVICE
Required
Enter the appropriate place of service code thetrdses where the
service was rendered.

11 = Office 41 = Ambulance — Land

12 = Home 42 = Ambulance — Air or Water

21 = Inpatient Hospital 51 = Level | Behavioradalth Facility

22 = Outpatient Hospital 52 = Psychiatric Fagifartial Hospitalization

23 = Emergency Room — Hospital 56 = Psychiatrisi@Rntial Treatment Center
99 = Other

*2**Use 99 for Prevention and Early Intervention

24c. EMG
Required -NARBHA uses this field to indicate type of service
Enter one of the choices below to indicate the wethf payment for the
service(s):

1 = Fee-For-Service- this service is to be reimbursed by filing thera.
If a “clean” claim is submitted with correct infoation and there are no
outstanding balances to be applied, a check wils&eed.

2 = Advance/Block Purchase- the provider has been pre-paid for these
services; filing of the claim is to record encourdata for Value of
Services. No check will be issued by NARBHA atdiof adjudication.

24d. PROCEDURES AND MODIFIERS
Required
Enter the CPT or HCPCS procedure code that ideatifie service
provided. If the same procedure is provided midtipnes on thesame
date of service, enter the procedure only once. Use the unitd {&4G) to
indicate the number of times the service was pexvion that date. Unit
definitions must be consistent with the CoverediserGuide B-2 matrix.
Note: Some codes require modifiers.

MODIFIER

Required, if applicable

Enter the appropriate modifier that best describesservices rendered.
Note: Some modifiers may have an impact on rayalga for a service.

24e. Not Required



24f.

24h.

24i.

24,

25.

26.

27.

CHARGES

Required

Enter the total charges for each procedure. lfentloan one unit of
service was provided, enter the total chargeslfamats. For example, if
each unit is billed at $10.00 and three (3) unigserprovided, enter
$30.00 here and three units in box 24g. NARBHA wdit do the
calculation for you, and claims will be paid at taeser amount.

UNITS

Required

Enter the units of services provided on the daia(bpx 24a. Bill all
units of service provided on a given date on one. liFractional units are
not acceptable, and will cause the claim to dehen more than one
date is indicated by the dates of service, thesumited must be evenly
divisible by the number of days.

EPSDT Family Plan

Required, if applicable-NARBHA uses this as an aderfield

Enter the “F” override code. If claims can be aidgten according to the
B5 matrix, override indicator will need to be udezte.

Not Required

RENDERING PROVIDER ID #

Required, if applicable- NARBHA uses this field fo corresponding

ITP numbers when billing more than one service on alaim

Enter the ITP Number that matches the service bgiiegl on each line. If
more than one service is on the claim, use box@4how corresponding
Intent to Pay number for each service per line.

FEDERAL TAX ID NUMBER

Required

Enter either the Provider's Federal Tax ID Numitgi) or, if an
individual, the Social Security Number (SSN). Rlaccheck in the
appropriate box. This number must match the nurngted on your W-9
form. If number is missing or invalid, it will caa the claim to deny.

PATIENT'S ACCOUNT NUMBER

Optional

Enter your internal account number here. Thiglfrahy be used by
providers to track members by placing an intereabant number in this
field.

Not Required



28.

29.

30.

31.

32.

32a.

32b.

33.

33a.

TOTAL CHARGE
Required
Enter the total for all charges for all lines oe ttiaim.

AMOUNT PAID

Required, if applicable

Enter the total amount of the TPL collections. EfBst be attached to
claim.

BALANCE DUE

Required

Enter the amount that is to be considered for paym€alculate this by
subtracting the amount paid (box 29) from the toterge (box 28).

SIGNATURE

Required

The claim must be signed by the provider submittiregclaim form or by
an authorized representative. Stamps or othemnfides are acceptable.

DATE

Required

Enter the date on which the claim was signed. Sitpeature date cannot
be prior to the date(s) of service.

SERVICE FACILITY LOCATION
Required, if applicable
Enter the name and address of the facility whenaaes were rendered.

NPI NUMBER
Required, if applicable
Enter the 10 digit NPI number.

AHCCCS ID NUMBER
Required, if applicable
Enter the 6-digit AHCCCS Provider Number.

BILLING PROVIDER INFO AND PHONE NUMBER
Required
Enter the Provider's name, address, zip code, andgonumber.

NPI NUMBER

Required

Enter the 10 digit number that is assigned to togiger submitting the
bill. This number must match the given providemier in box 33b.
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33b. AHCCCS ID NUMBER

Required
Enter the 6-digit AHCCCS Provider Number. Thisnber MUST match

the Provider ID number on file with DBHS and NARBHA the claim
will deny.

Send completed claims to:

NARBHA
Claims Unit
1300 South Yale Street
Flagstaff, AZ 86001

Please do not fax claims as it is hard to read anday
cause claims to fail.



UB-04 Claim Form

The UB-04 Claim Form is used to bill for servicegls as inpatient stays, bed
hold/pass days, and outpatient facility usage H@&T charges. Other professional
services provided during an inpatient stay mudtibed separately on a CMS-
1500 Claim Form.

Step-by-step instructions for completing this fdsegin on the page following
UB-04 Claim Form image. These