Questions from the Billing/Finance Workshops

October, 2007
Patient Fee and Eligibility Policy

1.  Is HIV Testing considered under Communicable Disease?  Can this be billed under Medicaid?  
HIV testing is billed by the entity that performs the test – i.e. the State Lab or other outside reference laboratory.  Medicaid does cover this test.  There are LU codes that local health departments may use to capture the time spent in counseling and testing.  
2.  If a client comes into the Health Department for a pregnancy test and states that she is applying for Medicaid, should her income be assessed at that time or wait to see if Medicaid is approved before billing services? 
The patient’s income and charges for services rendered should be assessed on the same day services are rendered.  If she is approved for Medicaid and the coverage period is during the time the services were rendered, Medicaid would then be billed for the services and the patient would be refunded any payment she made on those services.
3.  Is a full eligibility still required for Medicaid Family Planning patients?  (i.e. salary of parents or whomever may be residing with them or can “Medicaid” be written on the financial eligibility form and have the patient and Health Department employee sign?) 
It is recommended to complete an eligibility screening for patients covered by Medicaid Family Planning Waiver so the patient will know how much they will be responsible for if they receive services not covered by Medicaid FPW.
4. If we have a Maternity patient move out of our county, do we stop seeing her and refer her to the county she is now residing in?  
You need to have provisions in your Fee and Eligibility Policy as to how you will handle patients who move out of county if your LHD requires county residency to be enrolled in your Maternal Health Program.  Remember, you can never abandon a Maternity patient once they are enrolled in your Maternal Health Program.  You would want to contact the LHD in the county to which the patient is moving to ensure continuity of care.  If the patient does not want to transfer her coverage, you would need to continue seeing her until she delivers.  
5. Confidential clients – can a “bad pap result” letter be sent in a plain envelope?  
“Confidential” services usually means that nothing may be mailed to the home and no message may be left at the home.  However, follow-up for a bad pap result is not something a minor can consent to under the statutes, so this is a complex situation depending on the age of the client.  Your Family Planning Lead Nurse should contact your Women’s Heealth Nurse Consultant to receive guidance on this question.
6. If a patient requests confidentiality for Family Planning, but wants insurance billed, do we 1) count as family of one or 2) count all income? 
The provision of confidential services and billing of insurance for those services are incompatible in practice; there is no way the agency can assure confidentiality when billing insurance.  You should let the patient know that an EOB will be sent from the insurance company to her mailing address, so she must make a choice.  If she chooses confidential services, you should treat her as a family of one and assess only her income.  
7. When asking a patient if both parents are aware of the visit –are there other ways of asking without using the word “confidential”? 

You should phrase the questions as to:  1) Are both of your parents aware of this visit? and 2) Can we send a bill/statement to your home?

8. If a minor comes in and doesn’t want his/her parents to know and they have Health Choice, will we be able to accept their card and bill Health Choice or would it be a breach of confidentiality?  Would an EOB be sent to the patient’s home and then their parents would know that they were receiving services at the Health Department?  

Health Choice does generate an EOB to the home.  Therefore, if the minor requests confidential services you would not be able to bill Health Choice.
9. Are flat rate fees to be billed under the sub program they were done in (IM, TB, etc) or are they considered Adult Health services and billed under a separate sub program (ex: foreign travel shots are billable and keyed under the IM sub program).  
As a general rule, services should always be reported under the Program where service time is recorded for providing that service.  However, flat rates may not be charged in any WCH Program; they require a sliding fee scale that slides to zero.  In addition, any time the agency charges a flat fee for a service, it must charge that same rate to all payors.  
10. When seeing patients in Adult Health and charging a flat fee, are we able to see Medicaid patients and bill to Medicaid?  
Yes, but any services covered by Medicaid would need to be billed to Medicaid at the same flat rate charged to clients.  An agency may not vary its charge by payor. 
11. Can you charge a flat rate for prenatal vitamins and iron to non-Medicaid patients?  

No.  Any services provided in a WCH Program must be placed on the sliding fee scale. In addition, you may not bill some clients for a service provided to others at no cost (in this scenario, where you bill non-Medicaid clients a flat rate, you have no way to bill Medicaid for that service so are in essence providing it to those clients free.)
12. A Family Planning patient will never be refused a service due to an outstanding balance.  What about flat fee services such as immunizations or limited physicals for employment?  

This statement only applies to Family Planning services.  Flat fee services can always be billed to the patient and payment expected.  Flat fee services would not be provided as part of a Family Planning visit as all those services must use the required sliding fee scale.
13. “No one shall be denied services based solely on inability to pay.”  It does not specify what type of service – surely you do not mean ALL services?  We surely do not need to provide free travel shots or free Zostavax, do we? 

This statement applies to services rendered in the WCH Programs.  Payment may be expected before any flat rate fees or ancillary services are provided. 
14. HSIS does not clearly show how to not slide the co-pay.  Can you tell us how to put insurance payment in screen 12 on HSIS so that the co-pay will not slide with the total due and billed to the client?

Below are examples of posting co-pays and then adjusting when the insurance pays.
 

First Example:  Posting a $12.00 co-pay when the patient pays the co-pay.   
  

HSA120A       NORTH CAROLINA HSIS - PAYMENTS AND ADJUSTMENTS                   
 11/13/07                                                       ADDED:          
 02901                                                        CHANGED:          
NEXT RECORD:  COUNTY 029    SCREEN 12   ID              DATE 111307   ACTION A  
MESSAGE: 016 ENTER ADD INFORMATION AND THEN PRESS "ENTER"                       
                                                                                
NAME: STEPHENS, ELIZABETH                           ID NUMBER:        
                                                                                
DATE OF PAYMENT: 111307                                                         
                             WRITE-OFF: _     WRITE-OFF AMT:        .00         
                                                                                
PAYMENT/CR TYPE: p (I,C,P,M) CASH RECEIPT: ____        RECEIVED BY: __________  
                                                                                
BILLED AMOUNT:      .00      PAYMENT/CR AMOUNT: 12.00     PROGRAM TYPE: fp   
                                                                                
OTHER ADJ AMT: -12.00      OTHER ADJ DESCRIPTION: co-pay ins_____             
                                                                                
BILL REMAINDER TO: _         REMAINDER AMOUNT:                                  
   (C,P)                                                                        
SFSCALE PCT:   0   SFSCALE AMOUNT:       .00   SFSCALE ADJ AMOUNT:        .00   
                                                                                
MEDICAID:          INSURANCE:                CURRENT ACCT BALANCE:        .00   
ACCT PERIOD:                                   AR-SKIP-IND                      

 

Second Example:  Insurance has now paid – we need to adjust off the co-pay and any disallowed charges from the Insurance Company.  Notice - Insurance was billed $100.00 and they paid $25.00.  We adjust off the co-pay and the disallowed amount and the patient is now responsible for the remaining balance.
  

HSA120A       NORTH CAROLINA HSIS - PAYMENTS AND ADJUSTMENTS                   
 11/13/07                                                       ADDED:          
 02901                                                        CHANGED:          
NEXT RECORD:  COUNTY 029    SCREEN 12   ID              DATE 111407   ACTION A  
MESSAGE: 016 ENTER ADD INFORMATION AND THEN PRESS "ENTER"                       
                                                                                
NAME: STEPHENS, ELIZABETH                           ID NUMBER:        
                                                                                
DATE OF PAYMENT: 111407                                                         
                             WRITE-OFF: _     WRITE-OFF AMT:        .00         
                                                                                
PAYMENT/CR TYPE: i (I,C,P,M) CASH RECEIPT: ____        RECEIVED BY: __________  
                                                                                
BILLED AMOUNT: 100.00    PAYMENT/CR AMOUNT: 25.00     PROGRAM TYPE: fp   
                                                                                
OTHER ADJ AMT: 42.00      OTHER ADJ DESCRIPTION: co-pay & disallowed_             
                                                                                
BILL REMAINDER TO: p         REMAINDER AMOUNT:                                  
   (C,P)                                                                        
SFSCALE PCT:   0   SFSCALE AMOUNT:       .00   SFSCALE ADJ AMOUNT:        .00   
                                                                                
MEDICAID:          INSURANCE:                CURRENT ACCT BALANCE:        .00   
ACCT PERIOD:                                   AR-SKIP-IND                      
                                                                   
15. Our Dental Clinic wants to provide services to adult patients such as dentures, which is very costly.  We have to pay lab services.  If a patient is on a sliding fee scale, reimbursement does not cover costs.  Can we bill the patient for lab cost without putting on a sliding fee scale?  
Since you do not receive any State funding for your Dental Clinic, you do not have to put Adults on a sliding fee scale.  You may also have a sliding fee scale in an Adult Dental Clinic that does not slide to zero.  
16. Insurance deductible for Dental:  If the patient has a $50 deductible – should this be charged at patient percentage on sliding scale? 
From the insurance company’s perspective, the client must pay a minimum of $50 before the insurance will pay anything, so you must document that you have billed that before you begin billing insurance.  
17. Insurance company pays dental claim – what do we do with the balance?  
Based on what the EOB says, any remaining balance that the patient is responsible for after insurance has paid would need to be billed to the patient.  If your agency uses a sliding fee scale in your dental clinic, the balance should be applied to that sliding fee scale.  Dental services to adults are not required to use a sliding fee scale or may have a sliding fee scale that does not slide to zero.
18. A patient comes in for an STD and while there receives a Pregnancy Test, can we bill the patient for the pregnancy test?  
If a patient comes in for an STD treatment and needs to have a pregnancy test done to rule out pregnancy so staff will know what treatment to give (so the treatment will not adversely affect the baby if she is pregnant), then you cannot charge for the pregnancy test.  If the patient just wants a pregnancy test and there is no need for one based on the STD service, then the LHD may charge for the pregnancy test, but you have to tell the patient up front there may be a charge and how much it is.  
19. Our policy states that county residency is the only requirement for being eligible for services at our Health Department.  One of our Providers only wants to see children requesting sports physicals, college physicals, etc. if they are our clients.  She insists they transfer their care to us.  The DON feels like we should serve any county resident.  Which is correct? 
You cannot require a patient to receive all of their services at the LHD.  If your policy states that you will only see county residents (for all services except Family Planning, Immunizations, and Communicable Disease) then that is the requirement you must go by.  
Insurance Credentialing

1. BCBS Provider Number – What number do you use when the Medical Consultant is not on site?  
RN’s and other Medical Providers (NPs, PE’s, PA’s) would be providing services to Health Department patients under the guidance and Standing Orders of the Medical Consultant.  The Medical Consultant’s NPI# and the LHD’s Provider Number would be included on all LHD insurance claims.  

2. We are told we must bill all third party payers.  What about PPO plans?  How do we know we are listed as a Provider? 
Your agency must apply to the insurance company to become a Provider.  If you are not enrolled, you are not a Provider for that particular insurance company.  
3. If we are not the PPO Provider for a particular insurance, do we collect the co-pay for PCP; or, do we bill the insurance first to their insurance company and after reviewing the EOB, bill the patient the remaining balance on the sliding fee scale plus the co-pay if we have collected it?
If you are not a PPO Provider, you cannot collect a co-pay from the patient.  You would charge the patient as a self-pay patient based on how they qualify on the sliding fee scale.  However, before seeing the client you must inform them you are not an enrolled provider and offer them the option to see another provider who is enrolled with the insurance company and can bill the company for the services.  If they still elect to be seen in your clinic, you must share payment policies, including the percent of each service they will be required to pay based on your determination of their income.  
4. Is the requirement for 24/7 MD coverage applicable to Health Departments who do not house their own Maternity Clinic, but do provide Primary Pediatric Care, Child Health, Adult Primary Care, and Family Planning in-house? 
Provision of 24/7 coverage is not a requirement for all local health departments, but is a requirement of most insurance companies for your agency to become a participating provider.  
Payment Schedules, Service Denials, Arrangements for Payment

1. Maternal Health Program – A patient owes money from the last pregnancy and now would like to come back to the Maternal Health Program again.  When would they be considered back in the Program – when scheduling the appointment or being seen by the Clinical Staff?  (Appointments would not know that the patient owes money from the last pregnancy) 
For patients who have outstanding balances and are in the 60%-100% pay category, your LHD may choose to not admit these patients to your Maternal Health Program until they have made payment arrangements on their outstanding account.  It has been determined that the patient is not part of the Maternal Health Program until they have been seen for their first clinical visit.  The financial determination visit would not be counted.  Once the patient is seen in the clinical setting, they are considered “your patient” and denial of services would be considered “abandonment.”  Be sure that any service denials/restrictions are outlined completely in your Fee and Eligibility Policy.  
Bankruptcy, Bad Debt Write-Offs, and NC Debt Setoff

1. How are Health Departments handling balances for patients who die – write off or bill estate?  
Any outstanding balance for the deceased should be written off. 
2. When an account has been submitted to debt setoff and the client comes back in for services and pays at that visit – can the amount be applied to that day’s service or should it be applied to debt setoff balance?  
Any payments made by the patient should be applied to the oldest outstanding balance.  If the outstanding balance has been submitted to NC Debt Setoff, you would need to withdraw the account and begin the collection process again from the patient.  
3. Explain why we can’t submit Family Planning to debt setoff – how it is considered a barrier to services?
The federal Family Planning Program deems submission of Family Planning debt to NC Debt Setoff to be a barrier to service because it may keep the patient from seeking Family Planning services from your Health Department if they believe they will be harassed for payment of outstanding account balances.  The NCALHD adopted a motion requiring their President to send a letter asking for this requirement in writing with a legal citation; that letter indicated that local health departments in North Carolina would not change their practice until that written response was received.
Medicaid Provider Participation Agreement

1. Do we have to refund money to a patient that presents a Medicaid card that is over the billing period (i.e. were covered by Medicaid two years ago but did not present Medicaid card and was charged for services – now presents card with applicable dates of coverage)?  
Assuming that the patient failed to share when asked if they had Medicaid and then paid as requested, the agency acted in “good faith.”  If the agency followed their agency policies related to checking on the availability of a third party payer and could not find that information or that information was withheld by the client, then you are under no obligation to refund the money (the time limit for billing Medicaid for these services has expired).  
Rules and Regulations

1. Can you restrict ages in Dental Health clinics and only accept children?  
Yes
2. Are you required to see patients in BCCCP that are illegal immigrants with no U.S. citizenship? 
You should have no way of knowing whether these patients are legal or illegal.  If your agency asks any client about immigration status, you must ask all clients (you may NOT discriminate by asking only those who “look” as if they might be undocumented or only those with LEP.)  You cannot discriminate against patients based on their immigration status (Consolidated Agreement F.1.). 
3. For Communicable Disease, ppd placements for work, can you limit to just county residents?  
You can limit the provision of PPD for employment reasons to just county residency.  However, this service would not be considered Communicable Disease.  You would record it under Adult Health, Primary Care Clinic or “Other Services” (with DPH approval.)  
4. Regarding counties bordering Virginia – can there be a residency requirement for Child Health? 
 Yes, you can have residency requirements for Child Health services.
Billing Audit Tool

1. It has been stated that provider errors on Encounter Forms are one of the biggest problems identified in Billing Audits and that support staff are the ones correcting the Encounter Forms before entering them into HSIS or other data collection systems.  How inaccurate will HIS data be if providers are entering the “encounter” information directly, without administrative support review?  This is a huge concern – our providers make a very large number of errors.  How will this be addressed with HIS implementation?  
Management Support staff should never make decisions on coding issues.  It is the responsibility of the Provider providing the services to determine the level of service and mark the services provided.  If you feel your Clinicians are not completing the Encounter Forms correctly, you should have your Director of Nursing contact your PHNPD Nursing Consultant (the Administrative Consultants’ counterparts) for a coding audit and/or training.
Budget Preparation and Monitoring

1. Local Finance Officer vs. County Finance Officer on Healthy Mother/Health Children and WIC forms – which is correct?
On both forms, the County Finance Officer would sign for single County LHD’s and the HD Finance Officer would sign for Districts, Public Health Authorities and Human Services Agencies.  
Time Equivalencies

1. What is the source document that provides specific guidance on allocating Administrative time?  
OMB Circular A-87:  Cost Principles Applicable to Grants and Contracts.  Additional guidance for WIC programs is provided in the WIC Program Manual (Fiscal Management Section-Determining Personnel and Other Costs).  
Expenditure Reporting

1. Will counties be able to have more than one user with permission to enter expenditures into the WIRM? 
That is not allowable at this time.
2. Will there be a key added to the software of the WIRM Report where you click one button and the entire report will print instead of going to each page? 
 That is not on the schedule at this time.
3. We need to know the difference between State and Federal funds when they are received from the State (CFDA#s).  

Go to the DHHS website, www.dhhs.state.nc.us and click on Divisions and Contacts on the left side of the page.  Click on Administrative Divisions and Contacts and then click on Controller Website.  Scroll down until you see Audit Confirmation Reports and choose the report for the Fiscal Year you need.  Currently, the last report posted is for FY 2006-07.  (It was updated at the end of August, 2007, so FY 2007-08 probably won't be posted until sometime in August, 2008.)  Scroll down the next page until you see Division Key Pages and a dropdown box.  Chose DPH Key Pages and Download and Payments to District/Local Health Departments and Contractors Summary of Account and Center Descriptions will come up.  The CFDA#s are located in the column on the right side of the report.  Look down the list to find the Activity and match the FUND, RCC and FRC from the WIRM to find the correct Program and CFDA#.
4. We have opted out of the BCCCP Program and no longer offer these services effective July 01, 2007.  These funds are still showing up in the WIRM system.  What do we need to do to have them removed?  
Entry of funds available to local health departments is done at the Program level, so let your Administrative Consultant know about this problem and she will contact the appropriate Program and get this corrected.  Contact your Administrative Consultant directly for assistance anytime there are issues with the WIRM system.

5. The new Aid-To-County $15,000 states it is going to be reoccurring.  Will it be coming for July 1st or later in the year?  If later in the year, will we have to come up with new avenue(s) to spend?
That depends on whether the NCALHD chooses to re-calculate who gets the 

additional funds.  If not, which we believe is the current thinking, then it would go out with the Budgetary Estimate in February and be available July 1.
Accreditation

1. Where can we get a copy of the Health Department Self-Assessment Instrument for accreditation?

You may go to http://nciph.sph.unc.edu/accred/materials.htm for a complete Accreditation packet.  
