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Introduction

This document was developed to provide local health departments (LHD) with guidance and
resources specific to public health coding and billing of services rendered. This information was
developed using current program Agreement Addenda, Medicaid bullatidClinical
CoveragédPolicies and Current Procedural Terminology (CPT) and International Classification of
Diseases or Diagnosis (KL®) code books. Although we have made every attempt to provide
comprehensive and correct information, it is still &hble to contacyour program consultants

if this information is unclear or yfou have specific questions.

General Information

Documentation
1. Documentation within the health record must support the procedures, services, and supplies
coded.

2. Accuracycompletenessand timely documentatiorare essentialand agencies should have
a policy that outlines these details. Please refer to thewboentation Guidance from Local
Technical Assistance and Training (LTAT) Branch(kigad'publichealth.nc.gov/Ihd) for
additional information and guidelines.

3. If there is insufficient documentation support claims that have alreathgen paid the
reimbursement will be considered overpayment and a refundbeltequested.

Medicaidpaymentprocessthrough NC Tracks: JuriZ)15
Electronic adjustments are the preferred method to report an overpaymentor
underpaymento DHB Therearetwo separateactionsthat maybe filed:

1 Aprovidershoulduse"void" when the clienineedsto cancelor submitarefund
for a previouslypaid claimThe entireclaim willbe recouped undethe void
process.

1 Aprovidershould"replace"a claimif the clientis updating claininformationor
changingincorrectlybilled information. Thiserm isinterchangeableavith
adjustinga claim.

1 Theentire claim willbe recouped and reprocessadderthe replacement.

4. CMS guidelines require that tishief complaint/reason for avisit is documentedin the
record.
T LYy Yz2aid OFLasSa AlG sAaff o6S F O2YLIX FAYyd 2F |
6Cto SEIFYéE 2N al SHtadkK / KSO1 SEIFYéo
1 Remember that the client may present on the day of a visit with a different
reason/chief complaint from the one identified when thpmintmentwas made
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5. New versus Established client:

1 A new client is defined as one who hast received any professional services from a
physician/qualified health care professional working in your health department, within
the last three years, for a billable visit.

1 This includes some level of evaluation and management (E/M) service coded as a
preventive service using 993&D387 or 993909397

1 Or as an evaluation & management service using 9982D5 and 9921-89215.

L¥ G0KS OfASydQa 2yte dArard G2 GKS |1 SHfOGK 5SL
the above service codes
1 It does ot affect the designation of the client as a new client; the client can still be
NEW.
1 Remember that a client may be new to a program but established to the health
department if they have received any professional services from a physician/qualified
health care professional.
f Inthiscaseyoug 2 dzf R dzaS (GKS F2N¥a F2NJ I aySge Of A
the clientis billedr & & S & ( to ihd healttKdSpariment.

Due toNational Correct Coding Initiative (NC@Wits the practice of billing a 99211, and

then later billinga new visit code, haseen eliminated

1 Many LHDs have been billing a 99211 (usually an RN only visit) the first time they see a
client and then, up to 3 years later, bills a 9920849205 0r9938199387 (New Visit).

1 Examples may include: billing the 99211 for pregnancy test counseling or head lice
check by RN and then a new visit when the client comes in for their first prenatal, Family
Planning or Child Health visit.

f Now that the NCCI @i havebeen implemented | €t 2F (K2a4aS aySege¢ @
because the LHD will have told the system (via billing a 99211) that the client is
GSaidl ®EAAKSR

Consultyour PHNPDU Nursing Consultangalu have questions.
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6. Shared/split E/M VisitdJanuary 2017 Medicaid Bulletipg. 14)

T

A shared/split Evaluation and Managemé&BtM) visit is defined as a medically

necessary encounter with a client where the physician and a qualifieeRXggician

Practitioner (NPP) each m®nally perform asubstantive portionof a faceto-face E/M

visit with the same client on the same date of service.

l qadzaldl yiAdS LRNIA2YE 2F |y 9ka QGAaAl Ay
or medical decisiommaking key components of &M service.

The physician and the qualified NPP must be in the same group practice or be employed

by the same employeNote:wbt t Ay Of dzZRSd SDK$ (LBIRNEA REWER
t NI OGAGA2YSNI 0bt 03X at KEAAOAIl y (CNM)@goa G yia o
acceptable is ARRdvance Practice Practitioner)

Every party must document the work they performed. The documentation must show a
faceto-face encounter with the physician, in which case the service is billed under the

LIK & & A OA Iy OvidertdeniifiergaNPH.f  t NP

If there is no facdo-face encounter with the physician, the NPP must bill the service

dzaAy3a GKS DbttQa bldAz2ylf t NPOARSNI LRSYGATA
I y2GFrGA2y 2F aaSSy FyR F3aINBSRé¢ 2NJ al ANBS
as ashared/split visit because these statements do not support a-fagace contact

with the physician. Only the NPP could bill for the services.

According to the Centers for Medicare & Medicaid Services (CMS), shared/split visits
are applicable for serges rendered in the following settings
3 Hospital inpatient or outpatient
3 Emergency department
3 Hospital observation
3 Hospital discharge
3 Office or clinic
According to the Centers for Medicare & Medicaid Services (CMS), shared/split visits
are notallowed:
In a skilled nursing facility or nursing facility setting
For consultation services
For critical care services (99299292)
For procedures
Ly | OfASydiQa K2YS 2NJ R2ZYAOAfALFNER aAradids

MW (W W W W

bhe¢9fF {KIFENBRkaLI AG GAaAG&videNSE y2i O2yaARSNBR
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Billing

1. LHDs bill for services using the NPI of the Physician or Advanced Practice Practitioner who
provided services to the client or for the Medical Director who signed the standing orders for
the nurse to provide the service.

2. Services provided by nursgincluding Enhanced Role Registered Nurses) shoudléx
using the NPI of the physician who wrote the standing order to provide the examination.

3. Nurses providing services for which they would bill a 99211 shailiithat visit under the
Medicd 5ANBOG2NINE btL dzyf Sda GKSNBE Aa | aLISOATA
support the visit.

4. To be eligible to bill for procedures, products, and services related to this policy, Physician or
Advanced Practice Practitioners shall:
0 meet Medicaid or NCHC qualifications famarticipation.
0 becurrently Medicaid enrolled; and
o hill only for procedures, products, and services that are within the scope of their clinical
practice, as defined by the appropriate licensing entity.

5. Place oService: Local Health Department = 71
Home Visit = 12

6. Physician or Advanced Practice Practitioners may not charge for an office visit unless they
are face to face witlthe client.
o Writing an order in the medical record does not constitute a Physician or Advanced
Practice Practitioner office visit.
o Renember the highestevel Physician or Advanced Practice Practitiggreriding
services tathe client determines the level of service billed.
o If the RN/ERRN sees the client and then asks the Physician or Advanced Practice
Practitioner to come in and seeadltlient, the visit is billed at the code for the level of
visit done by the Physician or Advanced Practice Practitioner and the LU code would be
for the RN/ERRN contact.
o If an RN/ERRN consults with a Physician or Advanced Practice Practitioner dising a v
with a client but the Physician or Advanced Practice Practitioner does not see the client,
it is billed using the code appropriate to the RN/ERRN visit.

CBGD PHNPDU 012020, v15 7



7. Copays:
1 LHDs should charge Medicaid copay for Adult Health /Primary Care attdD&dtal
and Adult Immunizations onlyOther health department programs are exempt from
collecting any Medicaid copay.

1 For other insurance copaygouwould collect the copay on the insurance carg o
are innetwork with the insurance carrierOtherwise,you are not obligated to do so.

1 For FPyoumay collect the copay or their SFS amount dwkichever is lower (a Title X
requirement). OPA Title X Program Requirements April 2014
http://www.hhs.gov/opa/pdfs/ogcclearedfinal-april.pdf section 8.4.6.

1 LHDs should include specific negotiations in thesurance company contract®C
Law prohibitd. HDgrom charging clients for STI screening servitess includes
collecting insurance copayd/e are also prohibited by Family Plannfrgm charging a
client more than they would pay on the sliding fee scdlhese items, and others like
them, should be included in the contract between the Health Department and the
insurance company to ensure no eof-compliance issues with the insurance company

8. Encounter Forms:
1 All services provided shoulk indicatedon the Encounter Form/Superhbillhether
reportable or billable.

T 1ttt SyO2dzy iSNJ F2N)a a
FaaA3dySR o6& GUKS KSIF
statistical purposes.

K2dz R NB T Sauinhbeii KS
K RS ejfoteli of Bilédj fara o0 A
f ThewSYRSNAY3I t KEAaAOAlY 2N |(dff@renyti@sthe Bilidgl OG A OS
Physician or Advanced Practice Practitioner) NPI ipéingonwho provided the service.
o If the person who provided the serviegeasan RN or LPN then we use the NPI of
the physician who wrote the standing order or Medical Director (may be th
same)
o In addition to theBilling Physician or Advanced Practice Practitiomd?l, you
must also include the NPI of the health department when billing.
ol SFfiK 5SLINIGYSyida Ifaz2 dzasS (KS KSIfOK
requires each LHD to haeehealth department NPI.
o All Physician or Advanced Practice Practitioners, (except nurses who are not
eligible to obtain an NPI), arequiredto use theirown NPI.
o Every Physician or Advanced Practice Practitioner should get credentialed and
obtain anNPI. Advanced Practice Practitioners do not work under standing
orders.
o hyteé wbQa YR [tbQa ¢62N)] dzyRSNJ I LIKe&&aAao
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9 If a procedure or test thas commonly provideds part of a service is nptovided
please note "not done" so that ling staff will not think that it was just forgotten.

o The Physician or Advanced Practice Practitioner providing the service is
responsible for marking the encounter form with everything they provided to
the client.

o Correct CPT and ICD codes nhestied;, make sure that all digits requireate
usedwith the ICD codes.

91 ICD codes used on the billing form are to justify the CPT codes.

o Remember that the CPT code identifies whatidid and the ICD code identifies

whyyoudid it.

0 The billemeedsto be able to link the ICD code to the respective CPT code which
means the Physician or Advanced Practice Practitioner should mark the
encounter form in such a way that the biller can easily identify the paired ICD
and CPT codes.

Only one ICD code may be reed to justify any CPdode.

o However there may be multiple ICD codes requitedprovide detailed
justification of the service(s) provided.

o0 ICD codes do not affect the amount thatpaidfor the CPT code; they are used
only to justify the CPT code.

o

9. Billing Preventive and E/Msits toMedicaid on the same day

1 Medicaid will not reimburse for same day preventive visits and an E/ M (office) visit for
most programs; however, refer t@xception) in this guidance included in current
Health Check Program Guide
o0 When beneficiaries under 21 years of age receiving a preventative screen also
require evaluation and management of a focused complaint.
o In this situation, the provider may deliver all medically necessary care and
submit a claim for both the preventativaervice (CPT 9920x/9921x)
1 The only additional CPT codes that t@nincludedn the service are CPT codes for
injectable medications or ancillary studies for laboratory or radiology.
o Youwill need to consult with each insurance carrier for their plancsiebilling
rules.
1 If aclientis seen by a Physician or Advanced Practice Practitioner for STI services and an
additional problem on the same day
o Two E/M codes may halled; however, the -25 modifier musbe appendedo
the second E/M code.
o ThiswilidentifyG K G G¢2 GaSLI NI dSte ARSYUAFALIOF !
same Physician or Advanced Practice Practitionarthe samedayand it is not
a duplicate billing.

CBGD PHNPDU 012020, v15 9
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1 Billing STI services provided by the STI ERRRbidaid STI Clinical Service Policy.
Effective3/30/2016

o0 The four (4) components of the STI exam do not have to be provided by the
same STI ERRObill Medicaid for the provision of the STI service.

0 The service can still be split acr@different days and can be provided by a
different STI ERRN on each day, billing T1002 per unit (equals up to 15 mins) of
care provided.

o STI ERRMust bill T1002 for Medicaid clients and use 99211 to bill insurance
clients.Some thirdparty insurance companies wéllso accept the T1002. Local
Health Departments will need to check with each thpakty payer to see how
they would like the LHD to bill them for services.

1 Billing STI services provided by then- STI ERRN
o0 May bill insurance using 99211 for STI treatment only visits.
o NonSTI ERRNs may not Midicaidfor STI treatment only visits
o Non-STI Enhanced Role Nurses providing STI servidésdicaid clients should
use the nonbillable STI visit code LU242 f@oréing services provided to the
client since they cannot bill for the services provided.

1 TB nurse must bill TB servicesMedicaid using T1002 and bill insurance using 9911
T1002

10. Denials for Preventive Medicine Codes Billed witmunization Administration Services:
(NCTracks Newsletter March 17, 2016)

1 Recent system updates resulted in NCCI edit denials (EOB 4REZ10 EDIT) of
preventive medicine service codes submitted with EP modifier only and reported in
conjunction with mmunization administration service(s). These are correct NCCI edit
denials.

1 CMS billing guidelines indicate Physician or Advanced Practice Practitioners may use
modifier 25 with modifier EP anodifier TJ for preventive medicine service codes
(99381- 99397 and additional screening codes 994®609 and 96160) when reported
in conjunction with immunization administrative services (9096a74).
o Physician or Advanced Practice Practitioners may submit corrected replacement
claims if appropriate.

CBGD PHNPDU 012020, v15 10



1 Modifier 25 may be used with other negoreventive medicine E/M services when
reported in conjunction with immunization administration when th&V service is
significant and separately identifiable.

0 Exception:If a vaccines billedwith the same date of service as code 99211,
NCCI edits do not permit the E/M codelie reimbursed

o0 CMS has stated that an E/M code should betbilledin addtion to the
administration code(s) when the beneficiary presents for vaccine(s) only.

11. Use of NDC identifiers when billing/reporting 340b drugs/devices and
Immunizations: Excerpt from NC Tracks Bulletin March 29, 2018)

91 ALL providers areequired to submit the proper NDC that corresponds to the physician
administered LARCs and Vaccines used for administration and corresponding procedure
code as the new pricing is based on a procedure code/NDC match.

1 If the procedure code/NDC combination is not found, the claim line will deny and post
EOB 02047: "RATE NOT FOUND. CONTACT THE M&S HELPBESEBIAT{(83) or
email atncpharmacy@mslc.corfi
o Myers and Stauffie(M&S) is the current actuary who maintains these drug prices
for Pharmacy and Professional claims. Pleas#act Myers and Stauffer with
any questions or concerns; NCTracks will not be able to assist with these issues.

12. A County Health Departmentagmnot offer services to Health department employees free
of charge if they charge all other clients, including other county employees.
1 The employees and/ or their families should be assessed and charged the same way the
HD charges the general public.
T LT O2dzydeée 3IF20SNYYSyld O2y(iNIOla ¢AlGK
OFNBE YR 2NJ LINBGSYyiuA@S OFNB¢ GKSy i
how the county wants to compensate the HD for the care they provide.

KS I 5
I

l.:.l
KS 5 O

13. Will Medicad pay for more than one preventive medicine code per 356 days? Yes, but only
in certain circumstances.

1 The child Medicaid beneficiary-({p to 21) can get a FP and an EP well child physical

both within 365 days

1 An adultTraditional Medicaideneficiary nay get a FP and an OB physical, or an

1 AH annual assessment aad OB assessment, or an

1 AH and a FP physias long as one of the 2 physical assessments has a modifier

0 There is no modifier for Adult Health annual assessment therefore submission
of two AH physicals within 365 days would cause the last service to reject.
1 However, if for some reason a Medicaid client desire&aghysical in a 365 day time

period that does not fall into the combinations described above thendlal health
department mg either provide that service at no cost to the individual by discounting

CBGD PHNPDU 012020, v15 11
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on income and charge the client.

1 Clients withFP Medicaidre only eligible for Family Plaing related services and should
be screened for eligibility like all clients for other health department services.

Note new terminology throughout this document (June 2019) includes:
3 NC DHBNorth Carolina Division of Health Benefits (forméumpwn as NC
Division of Medical Assistance)
3 FP Medicaidalso known as MAFDN or BeSmart)

Standing Orders

The only level of E/M service that may be billed by an RN is 99211 since they are not allowed to
be enrolled with Medicaid and do not have NPl numbers. All visits done bgrBN#ledunder
the NPI of the medical director who signs health department policy/standing orders, writes an
order, or writes a prescription.
i Standing Orders must be in place for a nurse to provide or order medical services such
as ultrasounds or any other procedulab tests not previously ordered for the client by
a Physician or Advanced Practice Practitioner Physician or Advanced Practice
Practitioner.
1 For more information visiC BON Standing Orders Position Statenoent
www.ncpublichealthnursing.org

Sliding Fee Scale

1. A sliding fee scale can be attached to any program type, except STl and TB. \Whereve
sliding fee scales used it must be consistently applied to all clients.

2. Not every program provided by LHDs must include a sliding fee scale (SFS). When a
health department provides Adult Health Primary Care, Other services, it is their choice
to applya SF$it is not required.

3. Health Department Dental Clinics are required to agp8F%But it does not have to
slide to zero.

4. Some DPH programs require that if their monies are used to provide a service, the fee
for that service must slide to ze(e.g. Maternal Health, Family Planning, and Child
Health).

5. Healthy Mothers Healthy Children (HMHC)/Title V (Well Child funding)

Title V policy on applying sliding fee scale: any client whose income is less than the
federal poverty level will nabe chargedor a service ithat service is partly or wholly
supported by Title V fundg~or clients having income above the federal poyéevel,

the sliding fee scale of the LHD will be used to determine the percent of client

CBGD PHNPDU 012020, v15 12
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LI NOAOALI GA2y Ay (KS O2ad 2F GKS aSNBAOS
Health (WCH) Acting Section Chief).

The guidance regarding Title V fundamad sliding Child Health services to zero is as
follows: Any Maternal and Child Health services (even outside of Child Health Clinics)
Ydza i dzaS | aft ARAy3I ¥SS ao0rtS G4KIFKG at ARSa
the NC Administrative Codel0A NCAC 43B.0109 Client and T#eadty Fees.

The NC Administrative Code goes beyond the Title V/351 AA requirements, that all child
health services, whether sick or well, no matter where delivered, must be billed on a
sliding fee scale that slides to zero.

Administrative Code: 10A NCAC 43B .0109 CLIENT AND-PAIRDY FEES

(2) If a local provider imposes any charges on clients for maternal and child health

services, such charges:

(a) Will be applied according to a public schedule of charges;

(b) Will not be imposed on lovincome individuals or their families;

(c) Will be adjusted to refict the income, resources, and family size of the
individual receiving the services.

(2) If client fees are charged, providers must make reasonable efforts to collect from
third party payors.

(3) Client and thirdparty fees collected by the local provider foetprovision of
maternal and child health services must be used, upon approval of the program,
to expand, maintain, or enhance these services. No person shall be denied
services because of an inability to pay.

History Note: Authority G.S. 1302&4; Eff. Agl 1, 1985; Pursuant to G.S. 15PB.3A,
rule is necessary without substantive public interest Eff. October 3, 2017

Identifying Program Type
1 DSYSNJI f PwgadamSypeWhatNdought the client to the Health Department is
the primary reason for that visit.
1 Clients may present with more than one problem. It is up to the Physician or Advanced
Practice Practitioner to determine which problem is driving the wisd tocode it to the
correct program

CBGD PHNPDU 012020, v15 13



Establishing Fees
1. North Carolina lawllows aLHDto charge fees for services as long as:

1 Service fees are based on a plan recommended by the Health Director and
approved by the Board of Health and the County Commissioners, or the
appropriate governingntity.

1 The health department does not provide the service as an agent of the State (i.e.
Veccines for ChildrerMFGimmunizations)and

1 Thefees are not against the law in any walgrth Carolina General Statute 130A

39(9)

2. How do we set fees?
1 Health Department fees are set based on the cost to provide the servigeu If
need assistance with this process, contgatir Administrative Consultant.
1 Documentation of the methodology used for setting fees is a required piece of
evidence for reaccreditationInclude any minutes from meetings held during the

process.
3. ALHDOI yy 24 KIF @S | & aNMB&hdatesiiiGhisdnci@ss poayhanBya a
testing.
T wtO0KSNJ GKIy KFE@Ay3 | GFNBESE aSNBAOS:I |

keepingn mindthey must comply with program rules whiare governed by state
and federalguidelines.

4. hyS NHzZA S (2 O2yaARSNI gKSy aSaidAy3a ¥SSa Aa

1 You may not vary your charge Ipayersource but you may accept a variety of
reimbursements as full payment for that service

1 You might have a charge of $100 for a\see, but accept as full payment: $92
from Medicaid; $85 from a particular industry in your community with whom you
have negotiated a discounted rate; and $0, $20, $40, $60, $80 or $100 from self
pays, depending on where they fall on the sliding fee sgale

91 For exception regarding 340b drugs, please see guidance on page 33.

5. C2NJ It 62YSyQa | yR AdniistiativeGgedsA NKCAD 20HBi.610958 S NI
(a)(2) and (3imay apply:
1 If a localPhysician or Advanced PractiBeactitionerimposes any charges on
clients for maternal and childealth services, such charges:
o not be imposed on lovincome ndividuals or their families
o will will be adjusted to reflect the income, resources, and family size of the
individuaINE OSA @Ay 3 BKS &ASNBAOSa dé
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1 This meandhat, in all cases for WCH Prograntse sliding fee scale must be
appliedand it must slide to zero ($0.005ervices may not be denied due to an
unwillingness/inability to pay.

6. Charges for the samgrocedure/tes would be the same fee regardless of the Program
type.
1 For example, aB1025pregnancytest would have the same fee Family Planning
(FB, Maternal Health iMH) and Other Services (OS) because it is a standard service
with no variation in the degree of complexity.
1 There are a few exceptions to this rule such as contracted rates and programmatic
regulations specific to each program.

7. Situatiors may exist wher&HDamust bill services to Medicaid one way attird-party
insurance a different way.
1 Example STI& TB- LHDmay billa T1002 to Medicaiénd some third-party
insurers Somehird-partyinsurers only accept 99211. Verify with each insurance
carrier which codes they accept.

8. Standard Fee (formerkat Feels A number ofactors influence whether BHDmay apply
astandardto a service provideth the health department:
1 the descriptionof the service
1 whether the servicés providedo individuals with Medicaid coveragejrd party
insuranceand/or seltpays;
whetherthird-party payers cover the service and how it must billed
the Program in which the service provided
relevant statutes and Administrative Codsd
the requirements of specific types of funds

= =4 =4 4

9. Fhere-sheould-notbe-3-differefiees/charges for billing 340b medications or devices
should follow the guidance below:

1 LHDs are required to bill Medicaid the acquisition cost of medication or devices
purchased via the 340b drug program. Therefore, their fee/rate for Medicaid
must be theacquisition cost

1 LHDs may charge insurances and-galf clients at a different fee/rate than
what they charge Medicaid for the same medications or devices purchased via
the 340b drug progranilhis fee/rate should be based on the usual and

customary charge for drugs/devieén the LHD region.

1 However, LHDs (due to Title X funding) are required to slide the fee/rate of the
medication or device on the SFS for all-paljy Family Planning clients.
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10. As areminder, Boards of Health, County Commissioners or other governing entities are
requiredto approve the establishment of all fees and must approve any changes.
Authority may notbe conveyedo the Health Department or Health Director to approve
any fees or fee changes.

ICD Coding Resources

o0 NC DPHY/ For Local Health Departments
http://publichealth.nc.gov/lhd/icd10/training.htm

o 5 Steps:
ICD10 Quick StarGuide which is an awesome new FREE resource from our friends
at CMS.This guide can help streamligeur implementation plan no matter where
youare in the ICELO transition process(Ctrl + left mouse click to follow hyperlink.)
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/ICD10QuickStartGuide201
50622.pdf

o For rural and small practices:
http://www.roadto10.org

o ldentifying SociaDeterminants of Health, Coding and HIPAgee excerpt below from
following site):

https://www.aihc -assn.org/Blog/tabid/1676/ArticlelD/1068/IdentifyingSocial
Determinantsof-Health-and-HIPAACompliarce.aspx

Identifying Social Determinants of Health, Coding and HIPAA

What Are Social Determinants of Health?

To put it briefly, social determinants of health are the ways that the conditions in which
people live affect their healtiThey mightinclude such factors as transportation,
housing, education, or social isolation which can influence health stahese
influences are important for healthcare professionals to consider because addressing
them is a key part of achieving health equity.

Minority groups, in particular, tend to be disproportionately affected by social
determinants of healthThere are a number of ways that healthcare providers are
beginning to incorporate social determinants of health into patient care.

Example Z Codes i@D10-CM

Ly a2YS aiaidda dAz2yax I OfAYAOAlY YI& RSOAR
and psychosocial needs$.this happens, there is a group of codes within-OCthat

can help record this informatioQZ codesSome examples of these Z codesude:

T Z56: Problems related to employment and unemployment
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T Z58: Problems related to physical environment
T Z59: Problems related to housing and economic circumstances
1 Z60: Problems related to social environment

Program Specific Guidelines

Child Health(CH)

Health Check Program Guide (HCPG) contains updated information related to Child Health
Services. The guide is availahte Health Check Program Guide2620

Published by theDHB(DHB), refers to the current Health Check Program Guide, Periodicity
Schedule and Coding Guide as well as foot notes for guidance regarding comprehensive history,
physical assessment, vision screening, hearing screening, nutrition assessment, anemia risk
assessment, newborn metabolic/sickle cell screening, TB risk assessment, sexually transmitted
infections/diseases, anticipatory guidance, referral/folloy/plan of care.

Please contact your Child Health Nurse Consultant for specific questions abaltHehIth
Services

Child Health Periodic and Inteeriodic visits (well child/preventive health care) and sick visits
(primary care) are all coded to Child Health (CH) program type in Health Services Analysis (HSA)
regardless of payor source.

1. Problemfocused sick visits can now be provided on the same day as a well child/preventive
care.
o A 25 modifier must be used for the sick problem focused visit to indicate it is a separate
billable service on the same date of service as the well child/pr&xe health care visit.

o Provider documentation must support billing of both services and providers must create
separate notes for each service rendered to document medical necessity.

2. The EP modifier must be used for most components of the Perwdidnterperiodic well
visits when the payor source is Medicaid. EP modifier is an abbreviation for EPSDT, (Early
Periodic Screening, Diagnosis, & Treatment) which is administered by Medicaid to provide
services to beneficiaries under age 21.

3. Itis allowable to append the EP modifier for all payor sources except Health Choice to be
consistent and avoid confusion for staff even thougis ot requiredfor third party insurance.

CBGD PHNPDU 012020, v15 17


https://files.nc.gov/ncdma/documents/Providers/Programs_Services/EPSDT/Program-Guide-2020.pdf

4. Health Choice requires the TJ modifier to be appended for owzsponents of the Periodic
and Interperiodic well visits.

o Do not use TJ modifier when billing Medicaid for Family Planning services rendered to
Health Choice covered children. This issue has now been corrected by NC Tracks and
you should receive the correct reimbursement.

o The EP modifier muste includedon mast of the components for the periodic and inter
periodic visit types including:

immunization administration, (but not vaccine product codes)

vision,

hearing,

maternal postpartum depression screening

developmental screenings

autism screenings

screeningor emotional/behavioral problems

screening for adolescent health risks

Other screeningelated services for adolescents (i.e., smoking and tobacco

cessation counseling, alcohol and/or substance abuse structured screening and

brief intervention services

= =4 =4 -4 -8 -4 _5_2_°

o EP is a required modifier for these Health Chelelkm details but not to be used with
laboratory services and vaccine products (except point of care lead analyzer testing).
NOTE: See the HCPG for a list of all components requireatder to bill periodic or
inter-periodic services. Please be sure to enter all reportable services when a Health
Check visit occurs.

5. Well child/preventive services as well as E/M problem/sick (primary care) visit codes and other
related services provided #tose visits. The sliding fee schedule nhestppliedo any services
coded to CH Program Type.

Please be sure to enter all reportable services under program CH when a Child Health visit
occurs. The HC Program Type was retired on April 1, 2086to the HC Program Type only
recognizing ICEL0 Codes.

6. Completion of Forms:
0 The CPT code 99080 may be ablbeaeimbursedvhen Physicians or Advanced Practice
Practitioners complete a form for administrative purposes such as for sports physaal
school health assessment.

o If aformis presentediuring the visit for completion, it should be considered a part of the
visit and the client would ndte chargedor completion of the form.In this case, the CPT
O2RS odpnyn ¢g2dzZ R 6S aNBLEeNiagde: YR GKS Of A
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o If the form is broudt in later for completion, agencies could charge for the service using
the CPT code 9908®ince most insurance companies will not pay this code, agencies
need to inform clients that this is a naroveredservice,and they may be responsible for
the chage. This code is not reimbursable by Medicaid.

7. Laboratory services:
0 Medicaid will not reimburse separately for routine laboratory tests
(Hemoglobin/Hematocrit and TB skin test) when performed during a Health @aglgk
periodic screening visit.

o Other laboratory tests, including, but not limited to, blood lead screening, dyslipidemia
screening, pregnancy testing, urinalysis, and sexually transmitted disease screening for
sexually active youth, may be performed and billed when medically necessary.
http:// DHBncdhhs.gov/medicaid/gestarted/find-programsand-services/healthcheck
and-epsdt There must be documented symptoms or identified risks (based on history or
physical exambo bill for any additional labs (as part of a Periodic or kgeriodic well
child/preventive visit or as part of a sick/problem visit that may be provided on the same
day as a preventive service).

o It must be supported with an appropriate 1€1D code toexplain why the service ixing
provided/requested,and the appropriate CPT code for the laboratory service must also
be included

8. Same Day Health Check Wellness Visits and Sick Child (E/M) Encounters
o When Medicaid beneficiaries under 21 yearsagé receiving a Periodic or Intperiodic
visit alsorequire evaluation and management of a problem focused complaint, the
Physician or Advanced Practice Practitioner may deliver all medically necessary care and
submit a claim for both the preventive sece (CPT 9938x / 9939x) and the appropriate
level of E/M service (CPT 9920x/9921x).

o However, another option is to have the CHERRN document and bill for the well
child/preventive visit if the CHERRN can complete the full well visit witordponents
and the Physician or APP complete a separate note for the sick visit and bill for that sick
visit.

0 Beginning with services rendered after July 1, 2016, the Physician or Advanced Practice
Practitioner need not submit additional documentation of medical necessity to the fiscal
agentto reprocess a claim for the service rendered to treat the focused proble

o All requirements in this section regarding documentation of the additional, focused
service must be adhered to by the Physician or Advanced Practice Practitioner.
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o The E/M service must report only the additional time required above and beyond
the conpletion of the Periodic or Intgreriodic well visit to address the focused
complaint

0 ¢KS tKEaArAoOAly 2N ! RAFYOSR t NI OGAOS t NI Oi
is the attestation of the medical necessity of both services if the Physicianfor AA
provides both services.

o However, if the CHERRN can complete the well child visit the Physician or APP
needs to just sign for the sick visit completed on that same day.

9. Requirements for providingreventive and ProblerfRocused E/M Visits on thersa day
o Provider documentatiomust support billing of both services. CHERRN and/or Physician
or Advanced Practice Practitioneraist create separate notes for each service rendered
to document medical necessity.

LY RSOARAY3I 2y IFLIWNBLNARIGS 9ka fS@St 2F as
YR 6S@2yRé GKI G | f NoeatR@hedwsINFEs/iNiMsIdRoe BsddNA Y 3
to calculate the additional level of E/M service. If any portion of the hystorexam was

performed to satisfy the preventive service, that same portion of work should not be used

to calculate the additional level of E/M service.

o

o All elements supporting the additional E/M service must be apparent to an outside
reader/reviewer.

o0 The note documenting the focused (E/M) encounter should contain a separate history of
present iliness (HPI) paragraph and additional review of systems paragraph that clearly
describes the specific condition requiring evaluation and management.

0 The docurentation must clearly list in the assessment the acute/chronic condition(s)
being managed at the time of the encounter.

o If the provider creates one document for both services, he or she must clearly delineate
the problemoriented history, exam, and deadsi making from those of the preventative
service.

o0 Modifier 25 must be appended to the appropriate E/M code. Modifier 25 indicates that
0KS Of A Sy Qa aGignifidauit, separately M#ntjfidble S Rervadmove and
beyond the other service pruided.

10. Screenings
o Developmental screening:
1 In NC developmental screenirggareto be doneat 6 month, 12 month, 18
monthor 24 months anéges3, 4, andb yearsvisitsusing the AS,PEDS or
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other AAP recommended developmental screening tool which can be found
at: Bright Futures Developmental Screening Tools

1 Physician, CHEERN or Adwh®ractice Practitioners should bill and report
CPT code 96110 and E®difier.

1 CPT code 96110 can now be billed up to a maximum of two units per visit for
children 5 years of age and youngegdditionalrevenue is generated when
completed documented appropriately in the media&cord,and billed.

0 Screening for Autism Spectrum Disorders:
1 Screening for autism spectrum disorders is required at 18 and 24 months of
age using a validated screening tool,

1 AAP recommended tools for screening for autism can be foun@rght
Futures Developmental Screening Tools

1 M-CHAT and MCHAT Revised with Follawp (MCHAT R/F is preferred) are
the most commonly used validated screening tools used to identify children
who are at risk for autismspectrum disorders and can be used for children
between 16 and 30 months of age (which allows for catch up of screening if
the 18 or 24month visit is missed)

1 Providers may screen for developmental risk at ages greater than 30 months
when the provider ocaregiver has concerns about the child. The structured
AONBSYyAy3d (22t akKz2dzZ R 6S @FftARIGSR

o One example of the screening tool that can be used for ages greater
than 30 months of age is the Screening Tool for Autisfhoitddlers
and Young Children (STAT).

1 Physician, CHEERN or Advanced Practice Practitioners will bill CPT code
96110 and EP modifier; additional revenisegeneratedwhen completed
documented appropriately in the medical recaadd billed;

0 Screening for &egivers for Maternal Postpartum Depression During a Child Headih
1 The American Academy of Pediatrics (AAP) recommends maternal
postpartum depression screening at the 1, 2, 4, anddhth well visits. The
Centers for Medicaid and Medicare Servi(@MS) directs use of CPT code
96161 (Health Hazard Appraisal), one (1) unit per administration, with EP
modifier when billing for this service.

1 Examples of brief screening tools include the Edinburgh Postnatal Depression
Scale, Patient Health QuestionnalldPH®2), or Patient Health

CBGD PHNPDU 012020, v15 21

T2


https://brightfutures.aap.org/Bright%20Futures%20Documents/Developmental_Screening_Tools.pdf
https://brightfutures.aap.org/Bright%20Futures%20Documents/Developmental_Screening_Tools.pdf
https://brightfutures.aap.org/Bright%20Futures%20Documents/Developmental_Screening_Tools.pdf

Questionnaire 9 (PHQ). More information can be found at:
https://brightfutures.aap.org/materialsandtools/tool-and-resource
kit/Pages/DevelopmeniaBehavioralPsychosocigbcreenineand
AssessmenEorms.aspx

1 Billing providers should use CPT code 96161: administration of caregiver
F20dzaSR KSIFfGdK NRal laasSaayvySyid AyaidNHzy
for benefit of the patient, with scoring andbcumentation per standardized
instrument. The Centers for Medicaid and Medicare Services (CMS) directs
use of CPT code 96161 (Health Hazard Appraisal), one (1) unit per
administration, with EP modifier when billing for this service.

M In addition, when CP36161 is billed with CPT code 96127, modifier 59 must
be added to the EP modifier combination table, and the EP modifier to the
modifier 59 combination table.

1 North Carolina Medicaid will reimburse providers for up to 4 maternal
depression risk screens ¥k YA 8 0 SNBER (12 Y20KSNA RdzZNAY
postpartum.

1 Resources for providers include:

0 CCNC guidance document about maternal depression screening
available athttps://www.communitycarenc.org/pediatriessentials/

o0 There is also great information and resources from the AAP at the
Screening Technical Assistance and Resource (STAR) Center about
maternal depression screening as well as around screening for social
determinants of health and social emotional and developmental
screening at:https://www.aap.org/enus/advocacyand-policy/aap
health-initiatives/Screening/Pages/default.aspx

1 More detailed information can be found at the most current Health Check
Program Guide on the Wellness Visits, and Diagnostic and Treatment
Services athttps://medicaid.ncdhhs.gov/providers/prograrrend-
services/medical/wellnessisitsand-diagnosticand-treatment-services

0 Sceening for Emotional/Behavioral Health Risks:
1 CPT code 96127 should be used to report the administration of a structured
screen for emotional and behavioral health risks onchent, including
ADHD (i.e., Vanderbilt), depression (i.e., PHRH®O, Cient Health
Questionnaire Modified for Adolescents), suicidal risk, anxiety SCARED),
substance abuse (brief screen only), and eating disorders when their use is
indicated by guidelines of clinical best practice and surveillance.

CBGD PHNPDU 012020, v15 22


https://brightfutures.aap.org/materials-and-tools/tool-and-resource-kit/Pages/Developmental-Behavioral-Psychosocial-Screening-and-Assessment-Forms.aspx
https://brightfutures.aap.org/materials-and-tools/tool-and-resource-kit/Pages/Developmental-Behavioral-Psychosocial-Screening-and-Assessment-Forms.aspx
https://brightfutures.aap.org/materials-and-tools/tool-and-resource-kit/Pages/Developmental-Behavioral-Psychosocial-Screening-and-Assessment-Forms.aspx
https://www.communitycarenc.org/pediatric-essentials/
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Screening/Pages/default.aspx
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Screening/Pages/default.aspx
https://medicaid.ncdhhs.gov/providers/programs-and-services/medical/wellness-visits-and-diagnostic-and-treatment-services
https://medicaid.ncdhhs.gov/providers/programs-and-services/medical/wellness-visits-and-diagnostic-and-treatment-services

1 Medicaid will reimlirse providers for CPT Code 96127 to a maximum of two
units per visit. The EP modifier should always accompany the code when a
Medicaid beneficiary under 21 years old receives an emotional/behavioral
health screen in a preventative service, sick child/bt & counter.

1 The ASQ:SEcan be used to screen for emotional/behavioral risks for infants
and young children and must be billed using CPT code 96127.

1 The Pediatric Symptom Checklist (PSC) or Pediatric Symptom Checklist for
Youth (PSQ@) can be used to screen for emotional/behavioral risks for school
age children and adolescents. A Physician, CHEERN or Advanced Practice
Practitioner can decide that usirgPSC or-PSC would be beneficial
further assesgositive risk factors thawere identifiedin the HEEADSSS. CPT
code 96127 must be used to bill for the PSC orP.SC

9 If the PH@ or PH®® is used to screen theientfor an
emotional/behavioral helth risk (not the caregiver) then the 96127 CPT code
should be used

1 Physician or Advanced Practice Practitioners will bill CPT code 96127 and EP
modifier to a maximum of two units per visit; if completed and billed this can
generate additionatevenue.

T When CPT 96161 is billed with CPT code 96127, modifier 59 must be added
to the EP modifier combination table, and the EP modifier to8&enodifier
combination table.

1 Brief screens should be used only to identify risk for presence of an
emotional/behavoral problem. The use of a brief screen to assess or change
an already diagnosed mental health condition or illness is not supported or
recommended by CPT, AAP or CMS.

1 The AAP recommends the following table with examples of validated
emotional/behaviorarisk tools:https://www.aap.org/enuse/advocacyand
policy/aaphealthinitiatives/Mentak
Health/Documents/MH_ScreeningChart.pdf

1 Q&A from Mart Coding & Billing Guidance Document update:
Q. DoedHealth Choiceequire the provider to use the TJ modifier for a
well child visit as HCPG requires for the EP modifier?
3 Per guidance received from NDEHB Health Choice would require the
use of a TJ mafier in the place of when the EP Modifier is used.
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3 Perthe HCPG, when CPT code 96160/EP or 96161/EP are billed with
CPT Code 96127/EP, modifier 59 must be appended to
96160/96161.Would the same hold true for Health Choice, except the
provider would usetie TJ Modifier?

3 Per guidance received from NDEHB Health Choice would require the
use of the TJ modifier in the place of when the EP Modifier is used as
well as appending the modifier 59 when CPT Code 96160 or 96161 are
billed with CPT Code 96127.

o0 Screening for Adolescent Health Risks:
0o HEEADSSS Adolescent Health Risk Assessment:

1

The HEEADSSS is part of the Bright Futures tools and must be used for
adolescents starting at age 11 years and up to age 21 years of age

The previsit questionnaire is nahe HEEADSSS but should be reviewed to
identify risks and determine clarifying questions to be asked as part of the
HEEADSSS

Providers administering the HEEADSSSS must use CPT code 96160 which is
administration of clienffocused health risk assessmenttiusnent (e.g.,

WKSIFfGOK KFTIFNR FLLNYAALFEf QUET gAGK a02NR

instrument

For health risk screens in adolescents (youth aged 11 years and older) CPT
Code 96160 (Health Risk Assessment) may be reported when conducting a
health risk screen for an adolescent.

A Medicaid reimburses providers for CPT code 96160 to a limit of 1 unit.
The EP modifier must append the code when a Medicaid beneficiary
ages 1X; 20 years old receives a health risk screen in a preventative
service or E/M encounter.

CPT Code 96160 may not be used to claim a stk administration of a
CRAFFT (CPT CodeZglrief screen.

Refer to the current HCPG for examples of other scientifically validated
screening tools for adolescent health risk.

When 96160 is billed with CPT code 96127: modifier 59 must be added to the
EP modifier combination table, and the EPdifier to the 59modifier
combination table
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o Alcohol and Substance Abuse Screening and Brief Intervention (i.e., CRAFFT):

T

The CRAFFT is a validated screening toolsgratt of the Bright Futures
tools.

Physician, CHEERN or Advanced Practice Practitioners would use the CRAFFT
screening tool if any positive risk factors for alcohol/substance atuese
identified in the HEEADSSS screening tool or in any other way during the visit.

/1 9wwb Q& his yodd bt ddeallysHotld have received training in
brief intervention and counseling related to alcohol and substance use.

The Physician or Advanced Practice Practitioner will bill CPT Code 99408 plus
EP and 25 modifiers for a CRAFFT wAplogtive sk factors for alcohol

and/or substance (other than tobacco) abuse structured abuse screening and
brief intervention services/referral; 230 minutes;

The Physician or Advanced Practice Provider will bill CPT Code 99409 plus EP
and 25 modifiers for a GfFT witt2 positive risk factors for alcohol and/or
substance (other than tobacco) abuse structured screening and brief
intervention services/referral; greater than 30 minutes.

The Physician, CHEERN or Advanced Practice Practitioner should not bill for
the CRAFFT using the CPT code 99408 if there is less than a score of 2 (i.e.
Score of 0 or 1) which would require minimal or no counseling.

o0 In this case, the CPT code 96127 would be used.

Providers may bill 99408 or 99409 codes (with 25 and EP moddidys)
when alcohol and/or substance abuse screening is done, AND counseling is
provided directly to the beneficiary

As with any screen, the provider must document the screening tool used
(i.e., CRAFFT), the results of the screening tool (score), thessiigowvith
parents, and any referrals made.

11. Immunizations
0 All necessary immunizations must be administered by the billing provider delivering the
Health Check periodic or intgreriodic Well Child care exam.
The immunization portion of the well child vigiiay not be referred to another
provider,i.e. a privatepractice.

1

It is not appropriate for a Well Child Care Visit to be provided in one location,
and child referred to another location for immunizations.
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1 In addition, other pediatric practices who are providing well child visits to
Medicaid clients shouldot be deferring immunizations during well visits in their
practice and referring these children to local health departments for their
immunizations.

0 The most currenRecommended Immunization Schedules for Persons Aged 0 through 18:
United Statesapproved by theAdvisory Committee on Immunization Practic¢ ACIP),
American Academy of Pediatri¢dAP), and thdmerican Academy of Family Physicians
(AAFP) may be found dtttp://www.cdc.gov/vaccines/schedules/index.html

o0 Documentation for immunizations in the record may include:
1 Paper chart Include a copy of updated NCIR printout

1 EHR Note immunizations regived and up to date, or immunizations reviewed
and needed, and reference NCIR
0o Example Immunizations reviewed, needswonth vaccines,
see NCIR
1 If required immunizations are not given, the reason must be documented and a
plan to administevaccines as soon as possible must be noted in the record.

1 Children with medical and religious exemptions should have documentation in
the chart

1 When an immunization administration accompanies a preventive service visit, the
preventive service CPT (9938x o pEO Ydzad | LIJISE NI gAGK |
Of FAY F2NNOD 2A0K2dzi Y2RAFASNI WHpQX (KSa!
to deny per CCI edit;

1 Must use ICD 10 CPT code Z.23 as one of the diagnosis codes.

12.Smoking and Tobacco Use Cessation anoh§#ing:

1 Physicians, Advanced Practice Practitioners, and CHERRNSs in Health Departments
can bill DHB for services using the following:
0 Intermediate visit (3L0 minutes) CPT code 99406
A EP and 25 modifier must be included when provided in CH
0 Intensive visit (over 10 minuteslCPT code 99407
A EP and 25 modifier must be included when provided in CH
o Counselingannotbe billed if provided to a parent/guardian
1 Physicians, Advanced Practice Practitioners and Physician Assistants can bill under
respective NP1l number
¢ KS&S/t+¢ O2RSE Oy 6S 6AEESR AAYOARSY(
: altios:
. i sor
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o—Registered-Nurse

A RNMust have a standing order to provide and bill for these services

A Theymusthave attended a certified smoking cessation counseling

training

ERvb&a Ydzad R20dzYSyid NBOSALIW 2F GNIXAYyAy3
t NPOARSNR &aKz2dzZ R Ffglea AyOfdzRS R20dzyS
NEO2NR y2GAy3a (KS diefitieSpedss (dl, cchgmplathgh S ¢ 3
quitting) andstatus follow up plan and referrals (i.e., referral to NC Quit Line)

9 The Tobacco Cessation Counseling Standing Orders and Billing documents are posted and
can be found herehttps://www.quitlinenc.com/health-professionals/Ihd.html

= =

13.Dental Screenings:
o0 An oral screening must be performed at evetgalth Checlwell child visit.

o In addition, assessing for a dental home should occur at thed2th and 18month
through 6year visits.

o If no dental home is identified, perform a risk assessment and refer to a dental home.
Per the AAPD, a dental home should be established no lad&r 18 months of age.

o If no dental home is identified by age 3, the PCP/Pediatrician must refer the child to a
dentist for future dental care.

91 A referral must be done for any older child or adolescent that does not have a
dental home.

1 An oral screeningerformed during a physical assessment is not a substitute for
an examination by a dentist that results from a direct referral. The initial dental
referral must be provided unless it is knowrat the child already has a dental
home.

o LHDs use Bright Rues questions that ask about presence of a dental home and oral
health risk factors earlier than age 3 years.

o0 When any screening indicates a need for dental services, referrals must be made (are
required) for needed dental services and documented BthOKA f RQa YSRA OF f
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an explanation for why a referral to a dentist is not able to be made and a plan of care
to address any acute issues.
1 For example, whea family of a child at 1 year of age is asked about the
presence of a dental home, and tfemily responds that the child does not have
a dental home, the provider must make a referral or indicate why a referral
cannot be made to a dental home (i.e., no dental providers in the area will see
the client).

1 The initial dental referral must be provided unless it is known that the child
already has a dental home. An oral health risk assessment is recommended for
all young children at well visits until age 3 Y2 years.

1 Oral risk screening tools include eitheetNCPriority Oral Risk and Referral Tool
(PORRTQr the Bright Futures Oral Health Risk T&When any screening
indicates a need for dental services at an early age, referrals must be made for

A A v oA~
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1 The NC Oral Health periodicity schedule for dental examinaisoaseparate
and independent scheduler regulardental care for children

Note: Physician or Advanced Practice Practitioners who perform a Health Check screening
assessment and dental varnishing may bill for both services.

Application of dental varnishing is not a required Health Check Well Child visit component.
For billing codes and guidelines, refer to Clinical Coverage Polic2#, PAysician Fluoride

Varnsh ServiceonDHE) & ¢ S ohditgs:fin8DHBYB.¥mazonaws.com/s3fs
public/documents/files/1A23.pdf

14. Additional Billing Guidelines:

o Providers mustindicathl B F SNNJ f & dzaAy3d %nndmum G99y O2 dzy
SEFYAYLGA2Y G6AGK FOoy2NXIf FAYRAy3Iazé |2y
the finding to ensure proper tracking of referrals.

o Capillary blood draware considered incidental tdealth ChelcEarly Periodic
Screening and should not be billed.

o CPT Code for Venous Blood Draws: Report 3@t N\senousblood draw when an
external laboratory analysis is required. Capillary blood draws are considered
incidental to the Health Check welild visit.

o0 Report CPT 96161 for Maternal Depression Screens/First Year afiinifeistered to
caregiver for benefit of infant and CPG 96160 for Adolescent Risk Screens. When
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billing CPT code 96160 and/or CPT code 96161 with CPT 96127, please adat modifi
59 to the EP modifier combination table and the EP modifier to the 59 modifier
combination table.

o Refer to the current Health Check Program Guide Periodicity Schedule and Coding
Guide and foot notes for additional guidance

15. How to bill when @Gild Health and Family Planningservices interface

If the reason for visit is for a well child exam but thient presents also wanting FP services,
the visit is billed as follows:

(0]

o

Bill the Well Child Exam along with all required components under the CH
program type.The CH portion of the visit would be documented using the CH
templates whether in EHR or paper format.

REPORT all the FP portions of the visit, assuring that all required FP components
have been completedThe FP portion of the visit walilbe documented using

the FP templates whether in EHR or paper format.

Tooffer 340B medications, the visit must be documented separately so that it is
clear a FP visit has been made therefore establishinglteetin FP.

Document using a separate enadar form.

If the reason for visit is for FP services but ¢hientis also in need of their CH visit, the visit is
billed as follows:

o

REPORT the Well Child Exam along with all required components under the CH
program type.The CH portion of the visit witd be documented using the CH
templates whether in EHR or paper format.

Bill all the FP portions of the visit, assuring that all required FP components have
been completed.
3 The FP portion of the visit would be documented using the FP templates
whether in EHR or paper format.

Tooffer 340B medications, the visit must be dotented separately so that it is
clear a FP visit has been made therefore establishinglibatin FP.

Document using a separate encounter form.
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16. General Reminders

(0]

340B drug eligibility requires that theientreceive a 340B eligible service on the date
the 340B drug is provided anbdat drug and service must be document in the chart

If aclientis seen for FP services, all the assessments and education are completed and
separately documented (separate frothe CH documentation) and an encounter

reflects that theclientreceived FP services, then tbkent should be able to receive

onn. RNM¥zIas S@Sy AF (KS SynQadistei SNI A4 Sy i SN

Assure all CH service components airevided.

DO NOT try to document both visits on the same program templitgther the CH or
FP templates are structured to comply with both program requirements.

The following information mudte sharedelated to the provision of family
planning services during a Health Check or Child Health visit:
1 General information that includes the health benefits of abstinence, and the
risks and benefits of all contraceptive optigns

O
NS

§ Specificinformatiyy NBf I § SR (G2 GKS | R2f Sa0SyidQa
effective usepenefits,and efficacy of the method, and possible side effects or
complications;

1 Benefits of duamethod use (for example, condoms 81 Iprevention anda
secondmethod of contraception);

1 How to discontinue the method selected and informationl@actkupmethods
and emergency contraception;

1 Emergency4-hour number and location where emergency services lsan
obtained

1 At subsequent visits, review this information with the pent.

16.HMHC/Title V (Child Health funding)

(0]

Title V policy on applying sliding fee scale:
1 Any client whose income is at or less than 100% of the federal poverty level will
not be chargedor a service ithat service is partly or wholly supported by Title V
funds
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1 For clients having income above the federal poverty level, the sliding fex aical
the LHD will be used to determine the percent of client participation in the cost
of the service

1 This means that all services for children MUST slide using the appropriate SFS.

1 Any Maternal and Child Health services (even outside of Child HewmiitsiC

Ydzad dzaS F at ARAy3I FSS ao0ltS GKFG afa

Level per the NC Administrative Cagl20A NCAC 43B.0109 Client arrdrd-
PartyFees.

1 The NC Administrative Code goes beyond the Title V/351 AA requirements, that
all ahild health services, whether sick or well, no matter where delivered, must
be billed on a sliding fee scale that slides to zero.

17. Guidance Related to NC Administrative Ca8& NCAC 43B .0109 CLIENT AND THIRD
PARTY FEES

1. If alocal provider imposesg charges on clients for maternal and child health
services, such charges:
a. Will be applied according to a public schedule of charges;
b. Will not be imposed on lovincome individuals or their families;
c. Will be adjusted to reflect the income, resources, and family size of the
individual receiving the services.

2. If client fees are charged, providers must make reasonable efforts to collect from
third party payors.

3. Client and thirdparty fees collected byhe local provider for the provision of
maternal and child health services must be used, upon approval of the program,
to expand, maintain, or enhance these services. No person shall be denied
services because of an inability to pay.

4. For more informationhttp://reports.oah.state.nc.us/ncac/title%2010a%20
%20health%20and%20human%?20services/chapter%2043%20
%20personal%20health/subchapter%20b/10a%20ncac%2043b%20.0109.pdf

18. Health Choice:
o The North Carolina Health Choice (NCHC) Health Insurance Progr@mlflven is a
comprehensive health coverage program for {mgome children.

o Itis not Medicaid. The goal of the NCHC Program is to reduce the number of uninsured
children in the State.

o If a family makes too much money to qualify for Medicaid, loat little to affordthird
party or employersponsored health insurance, they may qualify for NCHC.
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o When billingNCHCyou should followyour procedures for billinghird-party insurance
programs. Health Choiagaimsmust be billed using th&JImodifier.

0 NCTracks has indicated that they will no longer require the TJ modifier for NC Health

Choice Family Plannimfjents. The claims should only require an FP_modifier and
should pay at the usual ratenstead of $90.
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ImmunizationProgram

It is very important to check theHealth Check Program Guidsublished by NCDHB
https://medicaid.ncdhhs.qgov/providers/prograrend-services/medical/wellnessisitsand-
diagnostiecandtreatment-services

1. Services to clients seen only for immunizations services shmilkcbdedto Immunization
Program

2. If a client presents for services in a program other than immunizations (e.g. CH, ¢ MH,
and receives immunizations (required as per Agreement Addenda or recommended), the
immunizations should be coded to the program which brought them in thgt dRemember that
immunizations coded to CH, FP and MH programs are subject to sliding fee scale.

3. Use of NDC identifiers when billing/reporting 340b drugs/devices and Immunizations:

All providers are required to submit the appropriate NDC that corresponds to the physician
administered LARCs and Vaccines used for administration and corresponding procedure code as
the new pricing is based on a procedure code/NDC match. If the procedure/NIDG
combination is not found, the claim line will deny and post EOB 02047: "RATE NOT FOUND.
CONTACT THE M&S HELPDESK8ATF§21-1183) or email ahcpharmacy@meslc.com

Myers and Stauffer (M&S) is the currerdtaary who maintains these drug prices for Pharmacy
and Professional claims. Pleasmtact Myers and Stauffer with any questions or concerns;
NCTracks will not be able to assist with these isgsuBKD Tracks Bulletin March 29, 2018)

4. Immunization Adninistration (for Child Health/Health Check)
0 Administration Codes
1 Effective with date of service July 1, 2011, the ONLY immunization
administration codes covered for Medicaid recipients in the Health Check age
range, 0 through 20 years of age, are CPT codes 90471 through 90474.

1 Append modifier EP (Health Check) taCGHT immunization administration codes
billed for Medicaid recipients in the Health Check age range, 0 through 20 years
of age.

1 Append the TJ modifier to all CPT immunization administration codes billed for
Health Choice recipients in the Health Check range, 0 through 20 years of age.

1 Do NOT append the EP or TJ modifier to the CPT vaccine product codes.

1 ALL providers are reqeid to submit the proper NDC that corresponds to the
physician administered LARCs and Vaccines used for administration and
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corresponding procedure code as the new pricing is based on a procedure
code/NDC match.
o If the procedure code/NDC combination is fiotind, the claim line will
deny and post EOB 02047: "RATE NOT FOWBMiDe units billed for CPT
codes 90471EP/TJ, 90472EP/TJ, 90473EP/TJ and 90474EP/TJ must be
billed onONEdetail to avoid duplicate audit denials.
1 Administration of one injectable vaioe is billed with CPT code 90471 (one unit)
with the EPmodifier.

1 Additional injectable immunization administrations are billed with CPT code
90472 with theEPmodifier.
o0 The appropriate number of units must be billed for each additional
immunization administration CPT procedure code, with the total charge
for all units reflected on the detail.

1 Currently, 90474EP cannot be billed with 90473EP because there are no two
oral/intranasal vaccines that would be given to a recipient.
0 Only one unit of either 90473EP/TJ or 90474EP/TJ is allowed.

1 CPT vaccine codes for the vaccines administerest be reported or billed, as
appropriate, even if administration codes are not being billed.
0 Remember to use the SL modifier when reportiteges vaccines.

1 For Medicaid recipients 21 years of age and older (above the Health Check age
range), the immunization administration codes have not changed. Bill the series
of CPT codes 90471 through 90474 without the EP or TJ modifier.

1 Refer to indivdual bulletin articles on specific vaccines for additional billing
guidelines.

o Physician or Advanced Practice Practitioners must use purchased vaccines for Health
Check beneficiaries ages 19 and 20, who (because of their age) are not routinely eligible
for NCIP/VFC vaccines.

o When purchased vaccine is administered to this age group, Medicaid will
reimburse Physician or Advanced Practice Practitioners for the vaccine
product and the administration fee.

o Note that some NCIP vaccines may be administereddpients ages 19 aholder, in
which caséMedicaid will cover the administration fee.
o Any time an NCIP vaccine is provided, the CPT vaccine code must be
reported with $0.00.
o Medicaidclients 21 years of age and over are responsible for the $3.00 copay when they
receive immunizations.
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Immunization billing guidelines are locatadthe Health Check Program Guide:
https://medicaid.ncdhhs.gov/providers/prograrrend-services/medical/wellnessisits

and-diagnosticand-treatment-services

Denials for Preventive Medicine Codes Billed with Immunization Administration
Services: (NCTracks Newsletter March 17, 2016)

Recent system updates resulted in NCCI edit denials (EOB 48210 EDIT) of
preventive medicine service codes submittediwiEP modifier only and reported in
conjunction with immunization administration service(s). These are accurate NCCI edit
denials.

1

CMS billing guidelines indicate Physician or Advanced Practice Practitioners may
use modifier 25 with modifier EP orodifier TJ for preventive medicine service
codes (9938199397 and additional screening codes 9949809 and6160

when reported in conjunction with immunization administrative services (90460
99474).

Physician or Advanced Practice Practitioners may sulmmécted replacement
claims if appropriate.

Do not use TJ modifier when billing Medicaid for Family Planning services
rendered to Health Choice covered children

Please remember there is not a copay for flu vaccine or the administration fee.

Modifier 25can beused with other norpreventive medicine E/M services when
reported in conjunction with immunization administration when the E/M service is
significant and separately identifiable.

1

Exception:If a vaccines billedwith the same date of service as code 99211,
NCCI edits do not permit the E/M codelde reimbursed

CMS has stated that an E/M code should betbilledin addition to the
administration code(s) when the beneficiary presents for vaccine(s) only.

Adda { [ ¢ Y 2tReAvactirteRJodué Code fall state supplied vaccines
billed or reported.
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5. \accines for Children (VFC) Program
1 The North Carolina Immunization Program works in conjunction with the federal
vaccine supply program, called the \fffGgram, to provide vaccines free of cost
to health care Physician or Advanced Practice Practitioners across the state.

1 Participating health care Physician or Advanced Practice Practitioners must
administer these vaccines according to N@nunization Program (NCIP
guidelines).

1 Physician or Advanced Practice Practitioners may not chdiyds for the cost
of the vaccines, but they can charge an administration fee for each-state
supplied vaccine given in an encounter.
o The administratiorfee may not exceed the rate established by the state's
Medicaid program.

1 As of October 1, 2012, all state supplied vaccines appropriate for adults are to be
used only for the uninsured adult.

0 An adult is anyone 19 or older.

o Medicaidclients 21 years of age and older are responsible for the $3.00
copay when they receive immizations.

o There is rver a cepay for a Medicaid beneficiary under 21 years of age
who are Medicaid or Medicare recipients are considered covered, or
insured, for this purpose.)

o Details on whiclelients are currently covered by NCIP vacaimay be
foundat:

http://www.immunize.nc.gov/providers/coveragecriteria.htm

1 Health Departments must have a mechanism in place so that clinical staff can
make the correct decision regardj VFC and Ne¥iFC eligible clientswho
should receive state vaccine and who should receive purchased vaccine.

1 Medicaid beneficiaries who are VFC age (0 through 18) are automatically eligible
for VFC vaccine; regardless as to whether they are dualgred by Medicaid
and another insurance plan.

o However, CDC recommends that Physician or Advanced Practice
Practitioners ask the family their preference; if they want their
insurance billed; privately purchased vaccine must be used. The
decision should be/hatever is least costly to thdient.

1 An administration fee cahe billedfor Immunizations provided byFCout you
must follow the eligibility guidelines sent out by the Immunization program,
including the rule that no one under 200% of the Federal Rg\uesvel maype
charged This wouldrequire financial eligibilitype performedeach time the client
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presents for immunizations order toappropriately apply this rule. The vaccine
code mustbe reportedin order toget paid for the administration fee.

1 NOTE: Clients may not be charged a fee higher than the Medicaid
reimbursement rate for the administratiofee, and the fee musbe waivedif the
client expresses an inability to pay the administration fee.

1 Health @oice* beneficiaries are consider@usured therefore, they are not
eligible for VFC vaccinegith one exception.

0 Health Choice beneficiaries who are Ameritadian or Alaska
Nativeare entitled to VFC vaccime$iealth Choice will only
reimburse an admmistration fee for these beneficiaries.

o Refer to individual Healt&hoice articles in the general Medicaid
Bulletin and theHealth Check Program Guider details
regarding the NCHC eligibiligyoups and the billing and claims
processing of Health Choice claims.

6. Purchased Vaccines

T

Health Check beneficiaries that are 19 & 20 years of agadreligible for VFC
vaccinesso the physician or advanced practice practitioner must use purchased
vaccines for this age group

Per the 2016 Health Check Billing Guide the physician or advanced practice practitioners
must use purchased vaccines for this age group and bill Medicaid for the cost of the
vaccine and the vaccine administratiorefe

Once aVledicaid recipient reaches the age of 21 years or glthezy are no longer
eligible for any VFC vaccine doses. They would need to receive purchased doses and
they would responsible for the $3.00 copay when they receive immunizations

Adults that are 19 years of age and older that "rénsuredare eligible for certain NCIP
vaccines.
0 Please refer to the most up to date edition of the NCIP Vaccine Coverage Criteria
located on the NCIP website at
http://www.immunize.nc.gov/providers/coveragecriteria.htm

Purchased vaccingrot required by Agreement Addendagay be coded to
Immunization program so thatou can recoupyour cost. Vaccine inventory and
purchasing policies should describe the process as to what program type to code the
services. LHDs must inform the cliefiany charges before the servicenmunizations,
and their administration, in this category may beaofped to insurance or the client and
are not subject to any SFS.
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7. Travel Immunizations

At thistime, Health Departments are restricted from billing Medicaid for counseling CPT
codes9940199403,but youmay be able to bill sefpay clients and thirgbarty payors.

Please check with othehird-party payors regarding their policy on reimbursement foisth
series of codes.

Regardless of whigbayor typeyou are billing; your documentation must support the
service as well as the time spent.

8. Billing for multiseries vaccines
Scenario/Question:
Question If client presents in FP and receives first dose of Tvinwken they return
for doses 2 & 3 do they go ®Tlor IMM?? The problem presents with the admin fee.
1 If they receive in FP then it must slide, if they receive subsequent doses in IMM
they donot slide. Is this OK?
0 The short answedepends on the funding source (public or private
vaccine).

o For state supplied vaccine (including Twigyithe NCIP Coverage Criteria
must be followed (see attachquy.1 & 4)).

o0 Onlyuninsuredadults can receie state Twinri® Also, the maximum
charge for the vaccine administration fee is $20.45 (current fee cap),
which must be waived if thelient states an inability to pay regardless of
the clinic in which thelientis seen, according to the billing brigicaLHD
Immunization Agreement signed by the Health Director (see below).

o az2ad [15Q&a R2 y20i OKINHBS I @F00OAYS |
vaccine

1 The Long answer and resources:
o Only those 18 years and older that ddeinsuredare eligible for the VFC
Doses of Twinrix.

o There is no 3 party payor to bill.If they have Medicaid dnsurance,
they would need to receive private stock of Twinrix and follow your
normal billing preedures.

0 Ifthese persons are covered by the *#P Medicaidcamily Planning
Progrant they are consideretUninsuredfor our purposes and would be
eligible for the VFC Twinrix.
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o VFC Eligibility must take place at each visit so if they were on Medicaid
for dose #1 they were not eligible for a VFC dose on that date of service.
1 When they return for dose #2they have lost their Medicaid and
are now Uninsured on that date of service they are VFC eligible
and would get a VFC dosgsee excerpts from the Cowage
Criteria below)

VACCINE AGES Cohort ELIGIBYQRITERIA
COVERED FORNCIPVACCINE
USAGE
HepA/HepB [218years [ UNINSUREL]| LHD/FQHC/RHC Onlpnyuninsuredadult
Combination ADULTUSE | whomeetsoneor moreof the ACIP
(Twinrix) recommendedcoveragegroupscanreceive

athree-doseseriesof the combinationHep
A/HepBvaccineat the localhealth
departmentor at FederallyQualifiedHealth
CenterdFQHCand RuralHealthCenters
(RHC).

StatesuppliedHepA/HepBvaccinecannot
be usedfor the acceleratedschedule, four
doseseriesor for personswith adocumented
historyof acompletedhepatitisA or Bseries.

1 *** LHD/FQHC/RHC onlRersons covered by thHeP Medicaidramily Planning
Program are considered uninsured and may receive certain-stgtplied vaccines
as noted in this coverage criteria for uninsured adults if receiving services at a Local
Health Department, Federally Qualified Health Center, or Rural HEitltT.
T 'YR O0KAA A& (GKS 3FdzARFYyOS FTNRBY wunndg | o2 dz
admin. fees (see attached Billing Brief for the full document)
1 Achange in state law allows local health departments (LHDs) to chargdi¢héan
out-of-pocket adninistration fee for statesupplied vaccinenless:
o theclientis uninsured or underinsure@nd
o the family income is below 200% of the federal poverty level.

1 If these two conditions apply, theientQa | RYAYA &GN GA2Y FSS Ydz
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1 If the LHD chooses to charge an-ofipocket administration fee for statsupplied
vaccine, thanaximumamount is based on the state Medicaid rate on the date of
service.LHDs should check the LHD rate table provided annually by the Cifédt
who stde an inability to pay should have the administration fee waived.

T LF GKS [15Q4 R2 OKINBS 2dzi 2F LRO1Su FSS
criteria above they can charge it for each vaccine at each \jglease contact your
immunization nurse aasultant for more information).

Excerpts from LHD Agreement:

6. | will not charge a vaccine administration fee to Adedicaid federal vaccine
eligible children that exceeds the administration fee cap of $20.45 per vaccine
dose. For Medicaid children, | will accept the reimbursement for immunization administr:
set by the state Medicaid agency or the contracted Medicaid health plans.

7. 1 will not deny administration of a publicly purchased vaccine to an established
cliento SOl dzaS (KS OKAf RQ&a LI NBylGk3Idzr NRALF YK
the administrationfees

3 As far as the criteria for who can receive the vaccine in clinical tenefer

to the currentvaccine schedule:
https://www.cdc.gov/vaccines/schedules/hcp/index.htmi
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For information regarding consent/authorization for immunizing minors, please refer to:
http://www.sog.unc.edu/publications/bulletins/immunizatiorshildrenand-adolescents
frequently-askedquestionsaboutnorth-carolinaslaws

For additional progranguidance please contacyour Regional Immunization Consultant or visit
the program website albttp://www.immunize.nc.gov/providers/index.htm
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Sexually Transmittedinfections
STI Clinical Coverage Policy - Treatment in Local Health Department

1. The followingPhysician or Advanced Practice PractitianieraLHDsetting are eligible to
provideSTlservices:
1 Physician (billed bl/M code
1 Nurse Practitioner (billed byE/M codeg
1 Physician Assistahtbilled byE/M codes)
1 Enhanced Role Public Health Nurse (billed by T1002 to Medicaid; 8821002
to third partyinsurance)

*Advanced Practice Practitioner
Evew Physician or Advanced Practice Practitiosteould receive an orientation to th®T]
Program and agree to provide services according to ®8PProgram guidelines.

2. Currently RosteredSTIEnhanced Role RegisterBdirses $TIERRN) who have
completed theSTIEnhanced Role training course, may provide services to clients
seekingSTlevaluation and can bill Medicaid for these services if$AdERRN conducts
the interview, performs the physal examination, orders the appropriate testing and
provides appropriate treatment and counseling.

a. TheSTIERRN uses the T1002 for Medicaid covetmuhts ormay billthird party
AYyadzNI yOS AT ff26SR 00RTIUDAvEh the ERASSAUNEA
permission.

T1002 is billed to Medicaid in units-15 minutes = 1 unit; 280 minutes = 2
units; 3145 minutes = 3 units; 460 minutes = 4 units.

b. The T1002 is billable whextl the service componentare provided even if the
treatment component is completed on a different day while waiting for the
results of a lab test or if no treatment is necessary.

Essential STesvice components include the following

o medical history

sexual risk assessment

a physical examination inclusive of the upper and lower body,

laboratory testing

treatment (asneeded) *

education & counseling

referral necessary for evaluation beyond the Registered Nurse Scope of

practice

*including treatmenton a subsequent day

O OO0 O O0Oo

c. A maximum o# units per day may be billed. If, due to delayed test results,
the recipient must return for treatment, the 4 units may be split between 2
separate days. If T1002 is billed on separate days, between the 2 days all
servce components must be provided. Reimbursement for additional units is
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considered when documentation support medical necessity. The time spent
for each visit must be documented in the medical record.

d. You can bill beyond the 4 units if the following amet:
1. Document the total time of the visg Ex: 75 minutes = 5 units
2. Documentation needs to describe the services provided in sufficient detail in

order to support the time spent conducting the visit.
3. Follow the billing instructions on page 8 of t8&D Clinical Coverage policy:
https://files.nc.gov/ncdma/documents/files/1£2 0.pdf

e. Billing STI services provided by the STI ERRNour (4) components of the
STl exam do not have telprovided by the same STI ERRN in order to bill
Medicaid for the provision of the STI service. The service can still be split
across two different days and can be provided by a different STI ERRN on each
day, billing T1002 per unit (equals up to 15 min§gare provided.

3. Ifduringa Child Health, Family Planniig? MedicaidMaternity or other program visit
the Physician or Advanced Practice Practitioneeds to rule ouST$ to meet standards
of care, the client cannot be charged for tBdktesting and treatment services.
a. The client should be evaluated using the same standard of care and medical
record documentation as if they weteeing evaluatedn the STiclinic.
b. Even in these clinicwithin the Health Department the 340BSTIdrugs may be
given to the client for treatment; however, all folleup on theSTimust be done
in the program in which thewere evaluatedand/or treated (per CD Branch)
4. Atthe current time, nast STiservices cannot be charged to the client but can be
charged to Medicai@ndother third-partypayed g A G K (GKS Of ASy(dQa LIS
a. Ifyoubill insurancdor an STI ERR¥oumust use 9921br T100Zor a nurse
visitor ahigherE/M codefor Physician or Advanced Practice Practitianer
i. Remember that if the client presents as being concerned about having a
reportableSTlor presents in arSTIClinic, nothing related or required for
STlevaluation is billable to thelient
il. Exceptions to this rule apply orfigr tests and procedures not offered by
the NC SLPH or not required by the C3HProgram.

Exceptions include:

1 Youmay charge alientfor anySTlab theclientrequeststhat is not offered
through NC SLPH. For example, the SLPH does not offer Chlamydia testing for
males Thereforeif the clientrequests the testing through a privalab, they can be
charged.

1 Past legal guidance has stated that "screening and diagnostic testing still falls within
the guidelines of services provided at no charge to the client " but that "or®El a
that is not specified in the rule [15A NCAC 19A.0204(a)], such as venereahaarts,
been diagnosed; treatment and folleup services may be charged to the clienif."
you have additionafuestions please contacyour PHNPDU Consultant.
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1 Asymptomaticclients who request screening for neeportableST$ (e.g., herpes
serology
1 dientswho receive followup treatment of warts after the diagnosis established
1 The non STI ERRN may bill insurance using 99211 for STI treatment only visits. Non
STI ERRNs may not Midicaidfor STI treatment only visitdon-STI Enhanced
Role Nurses providing STI serviceMudicaidclients should use the nonbillable STI
visit mde LU242 for reporting services provided to the client since they cannot bill
for the services provided.
5. By Agreement Addenda it is preferred tHaT IERRNbrovide services t&Tlclients, but a
registered nurse having demonstrated competency can adieinissatment per
standing order, obtain client history and providigent-centeredcounseling).

6. Physician®r Advanced Practice Practitiorseshould bill Medicaid and may bill third
party payess (with theclientQa LISNX A &aA 2y 0 B dogedforihk Bvell LILINE L
of service provided. Third parpayers (Medicaid andhird partyinsurance) cate
chargedfor STiservices.NOTEhat in this case billinghird partyinsurance will result in
an EOB to the home address; therefore, dhentshould be informed of that and have
the opportunity to say they do not want insuranceb® billed

7. Billing when two differenPhysician or Advanced Practice Practitian@iffeent NPI
numbers) see client same day:

1 Whena client receiveSTIservices billed witlie/M or T1002 code and is
alsoseen by another health departmerRthysician or Advanced Practice
Practitioneron the same date ddervice for a separately identifiable medical
condition, the healthdepartment may bill both visits. There must beeparate
diagnosiscode ande/M code for the second procedure. No
modifier is required in this circumstance since there are two separate
Physician or Advanced Practice Practitiai@wvolved (with two NPI
numbers).

8. Billing Preventive an#/M visis to Medicaid on the same day

1 Medicaid will not reimburse for same day preventive visits and an E/ M (office)
visit. This applieso all programs (see exception). The only additional CPT codes
that canbe includedn the service are CPT codes for injectable medications or
ancillary stidies for laboratory or radiology.ouwill need to consult with each
insurance carrier for their plan specific billing rulEgception: Please refer to
Health Check Program Guider changes related to CH.

1 If a client is seen byRhysician or Advanced Practice PractitiofoerSTIservices
and an additional problem on the same day, t#\ codes may be billed,
however, the -25 modifier musbe appendedo the seconde/M code. This will
identifyd KI & G662 aaSLINFraGSte ARSylsamelofS &S
Physician or Advaced Practice Practitioneon the sameday, and it is not a
duplicate billing
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1 BillingSTiservices provided by th8 TIERRNI'he four (4) components of theT]
exam do not have to be provided by the sa®EERRNN order tobill Medicaid
for the provision of theSTlIservice.This isa clarificatonin the Medicaid STI
Clinical Service Poli®ffective3/30/2016. The service can still be split across
two different days and can be provided by a differ&RIERRN on each day,
billing T1002er unit gp-te 1- 15 minsequals 1 unit of care provided.

1 STIEERRNmust bill T1002 for Medicaid clients and use 992 T1002o bill
insurance clients.

1 The non STI ERRN may bill insurance using 99211 for STI treatment only visits.
Non-STI ERRNs may not Mikdicaidfor STI treatment only visitdon-STI
Enhance Role Nurses providing STI servicell&alicaid clients should use the
nonbillable STI visit code LU242 for reporting services provided to the client since
they cannot bill for the services provided.

1 TB nurse must bill TB services Medicaid usingr 102 and bilinsurance using
992110r T1002

9. Additional Billing Scenario:

2 K S yFPIMedicaidl O is scBediiledor the STIERRNisit and upon
interview thinksthe clientK & & . + | 3AF Ay éX OF yhySida8 Of A Sy
or Advanced Practice Practitionechedule and charged for the clinic visit?e
do not recommend switching the client to thhysician or Advanced Practice
Practitioner Youshould:

0 SeethecliennSTIOf AYAO o0 dEP MBdkaidy® i oAt f &
o Ifyoud ¢ A ( BFKMetlicai@ Of A Bhysicianio? Advanced Practice
Practitionerschedule, it will count towards th@-visit limit for the year.

A Keep in mind providing drugs foon-reportable STIs may impact
the amount of county funds required to provide treatment for
reportable STls as treatment for reportable STIs must be provided
at no cost to the client.

10.Human Papilloma Virus (HPV):

1 Once HP\s diagnosedin any clinic), the health department can see the
clientand treat them in any appropriatelinic, and you can charge at that
point for the treatment of HPV.

1 If the only reasoryou are seeing thelientfor isthe treatment of HPVyou
caneither bill the HPV treatment CPT or BfM code, but not both.

1 Ifyouare providing additional services that are unrelated to HPV treatment
that would warrant arE/M code, then you could bill with the treatment CPT
code and theE/M and append the25 nmodifier to the E/M code. To bill for
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both servicesthe visit and documentatiomust meet all criteria for both
CPT codes.

1 HPV treatment is billable to clients if they do not have Medicaid or prefer
that their insurance nobe billed. HPV is na reportableSTland therefore
R2Sa y20 Flrff dzyRSNJ GKS ay20G oAtflofS

1 AnSTERRN can apply TCA (HPV treatmiéttig lesion they are treating has
been diagnosed as a genital wart by a provider in that hearadment
AND theSTIERRN has been adequately trained, obseraed,signed off by
a provider in that health department AND a standing order is current, signed,
dated, etc.STIEERRN do not receive training on applying TCA iSTHERRN
Course.

1 The coes listed below are for the procedure for destroying lesio@eding
and billing for wart treatment depends on the location (anus or male/female
genitalia) and the type of wart.This guidance is specific to: condyloma,
papilloma, molluscum contagiosumetpetic vesicle via chemical destruction.
0 Anusc 46900 for simpléchemicaliand 46924 extensiveany method)

0 Male genitals; 54050 simple and 54065 extensive
o0 Female genitalg 56501 simple and 56515 extensive

1 The 17000¢ 17250 are CPT codes for thaestruction of benign or
premalignant lesions and are generally used for4genital/anal lesions.

1 Coding Surgical Procedurbsyond the basicsDifference between 56501 &
56515 is based on provider interpretation and procedure performed.

11. STIServices Not Billable ©liens. please see memo from then Assistant Attorney
Generallohn Barkley, dated August 31, 2qAppendixC) regarding this topic.

STI LABS
If the NC SLP#besnot provide a test, insurance can be billed with #leents consent and
clients without insurance or whdo not want to file with their insurance can choose to pay
out of pocket if the LHD hamolicyto support it.

1. If a client comes in to have a syphdeyology dondor purposes oémploymenf ONLY
we have a ruling that says that client mag charged NOTEthat the LHDcan only
charge for drawing the blood IF it sends the blood to an outside lab for testing. The
State Lab is not an appropriate lab to send tests done solely for employment. Please
refer to the STIContractAddendawhich give additional circumstances faitling
clients.

2. Modifiers with Labs
Valid billing with a modifier:

1 Modifier-59: Distinct Procedural Service, different site or orggstem for
example multiple sources collected for screening culture GC (mod#&ie)
1 Modifier-90: Specimen sent tareferencelaboratory for processing.

CBGD PHNPDU 012020, v15 46



1 Modifier-91: Repeat Clinical Diagnostic Lab telSbte: This modifier may not
be usedwhen tests are
3 rerun to corfirm initial results;
3 due to testing problems with specimens eguipment;
3 for any other reason when a normalne-time, reportable result is all
that is required.
For example, when Bhysician or Advanced Practice Practitioreguestsa test be
repeatedon the same day. Modifie91indicatesthat it is not a duplicate billing

Effective Jan. 1, 201%our new modifiers more effectively identifiistinct services

that are typicallyconsideredinclusive to another serviceUtilizing these modifiers

will help with more accurate coding that better describes the procedural encounter.
These modifiers are appropriate flICCprocedureto-procedure edits only

1 XEg Separate EncounterA service thais distinct because it occurred during a
separate encounter.

1 XSq Separate StructureA service that is distinct becausevias performecbn a
separate organ/structure.

1 XP¢ Separate PractitionerA service that is distinct becausevas performed by
adifferent practitioner.

1 XUc¢ Unusual NorOverlapping ServiceThe use of a service that is distinct
because it does not overlap usual components of the main service.

We have been advised that that billing via the NCTracks portal works for these
modifiers.

Use of these modifiers vs. modifier:59

Do not use one ahese modifiers with modifier 59 on the same claim lidecording

to CPT guidelinesyodifier 59 should le usedonlywhen no other descriptive

modifier explains why distinct procedural circumstances exist. Therefore, these new
modifiers should be used instead of modifier 59 to describe why a service is distinct.

Medicaid will continue to accept modifier 5%hen the X {ESPU} modifiers do not
accurately describe the encountddocumentation must suppothe useof
modifiers.

Gh. ¢ a-Begihifing SulNJl, 2016, if you report or bill with a zero $0 charge
office visits that are associated with an OB packagk @y OB global package code,
LJX S| &S dza S -stankasd nindifiergor tiieBeyOB office visits.

Miscellaneous Billing Guidance:
1. At the currenttime, Medicaidonly reimbursesfor STiservices provided in the home
settingwhen it is an extension of the clinical servicesa S ¢t mé¢ | & LI I OS
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a. Q:lsthe Health Department responsible for any of the charges to a client (i.e.
deductible) arising from when a clieahoosedo have their STD labs sent to a
Private Reference Lab vs. the SLPH andhg&seinsuranceo pay?

A:No. Any charges associdteith using theithird party insurance is the
responsibility of the clientJust remember n@opays may be accepted. We do
think it would be a good practice to have the client sign a form stating they are
aware that the health department is not obligatéo pay for deductibles or

other fees associated with billing insurance.

b. 2 KSy | 4aCt aSRAOFARE Of ASyd Aa &aAOKSRdz
AYGSNIBASys (GKAyla GKS OfASyd KFa .z 3l
Physician or Advanced Praetierovider schedule and charged for the clinic
Visit?

A: We do not recommend switching the client to the Physician or Advanced
Practice Provider. You should:
) {SS GKS OtASyil Ay {¢L OfAYyAO odzi R2 y2
i) LT @2dz a6A0OK ItoaPBysiciaa & Rdvaheed Ractic©Of A Sy (
Provider schedule, it will count towards thev&it limit for the year.
iii) Keep in mind providing drugs for noeportable STIs may impact the
amount of county funds required to provide treatment for reportable STls
as treatment for reportable STIs must be provided at no cost to the client.

AOR A a a a alaviala alla a

Evenin theseclinicswithin the HealthDepartment, the 340BSTrugsmaybe given
to the client for treatment. The Health Department should use staff resources to
determine in which program abnormal STI results are tonla@aged.

For additional progranmguidance please contactyour RegionalSTICommunicable Disease
Consultant or visit the program website [atp://epi.publichealth.nc.gov/cd/Ihds.html
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Tuberculosis Control & Treatment

Clinical Coverage Policy Tuberculosis Control and Treatmedt 1D
(guidance below as per T®nsultani05/15/19)

1. The followingPhysician or Advanced Practice PractitienieraLHDsetting are eligible to

provide TB service:

1 Physiciar(billed byE/M codes)

1 Nurse Practitionet (billed byE/M codes)

1 PhysiciarAssistant$ (billed byE/M codes) Publiglealth Nurses* (billed by T1002 or
reported by use of the appropriate LU code)

1 Public health nurses (RNs) supervised by the public health nurse (RN) who is responsible
for the TB Control Program and shall compligte Introduction to Tuberculosis
Management course.

*Advanced Practice Practitioner

2. TB Disease or Contacts:

o PerGS130Mnn aGKS f20Ff KSFfGK RSLI Mieew (i aKIf
examinationl YR GNBFGYSyd F2N) 1dzo0 SNDdzZ 2aAa&8 RAASIH 3
1 As aresult, TB services that deal with the examination and treatment of TB
must be free or if billed to Medicaid orthird-party payerthe LHDmust
assure that theclientis notbeing billedfor anything.

1 This becomeproblematic because most insurance companiasehin their
contract with the health department that they must collexd-pay from the
insuredclient. Medicaid does not require that a quaybe collecteddue to
this law.

1 If youbill third partyinsurancethen youwould need to negotiate the copay
issue with the insurance company.

0 The T1002 visit for TB clienssbilledin units based on time recorded in client record by
a Public Health (PH) Nurse under the guidance of a PH Nurse that has had the
Introduction to TB course.

0 T1002 visits are fdvaselinemonthly evaluation of clients on TB medication and not for

DOT visits(DOT is not a billableervice but DOT visits should be captured using LU121
or LU122).

o IfyourlIT system does not accommodate thesud the LUCodesplease consulyour
vendor for further guidance.
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1 Time spent with eligible nurse seeing the client mustdocumentedn the
medical record.

A good practice is to document time = units.
1 Example: 30 minutes = 2 units.
1 Remember: 1 unit @p to 15 minutes.
1 Procedure code T1002 canrm billedon the same day that a preventive
medicine servicés provided
1 A maximum of 4 units per day mag billedper client.

Clients thatare contactdo TB or are symptomaticannotbe chargedor a TB skin test.

Clients who need a TB skin test for reasons of employmesthoolmaybe chargedf
the health department uses purchased supplReading the TB SKIN TEST lisded as
part of the total charge)

To be able to separate purchased vs. state supplied TBT®#9MNisethe LU114 code
for state supplied TB SKIN TEST (report only) and the CPT code 86580 for purchased TB
SKINTES Twhich can have a charge attached.

If the client haghird partyinsurance ana@n RNis providing monthly assessmenyau
can billthird paty A y 2 dzZNJ y OS 6 A G K (0 KS9901fldr B1go2 Qa4 LISNN A & 2
1 OtherPhysician or Advanced Practice Practitianeligible to bilthird party
insurance would use the approprial¥M code for the level of service,

When a client receives a billable T@\sce (billed using aB/M code) and is also seen by
the same health departmenfhysician or Advanced Practice Practitiorer the same
date of servicefor a separately identifiable medical condition
1 The health department may bill the approprialé¥M code, provided the
diagnosis on the claim form indicates the separately identifiable medical
condition and modifier 25 is appended to tB#M code that correlates to the
primary reason for their visit to #nhealth department.

If the client is seen by a different health departmétttysician or Advanced Practice
Practitioneron the same date of service
1 The25modifieris not needed.

It is permissible to bill for TB services rendered in the home for clients unable to come
to clinic due to their disease.
1 These services would be billed using the T1002 code with the appropriate
number of units and Place of Service C@dePublic HealtlClinic.
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1 You must use the 71 as Medicaid does not have the T1002 code identified for
Place of Service Code-F2ome. (as per Julie Luffman and Phyllis Rocco
2/17)

i TB Risk Assessment form use LU code LU102 Completion of Screening Form
Please consult your TB consultant for further guidance.

o Clarification of the TweStep Tuberculosis (TB) Test Process and Billing (Adult Care
homes, Nursing homes, Health Departments)

There has been much confusion regarding the-step tuberculosis (T)Best¢ what is it and

K2g OlFy | LKeaAOAlyQa 2FFAO0S 3ISG LI AR F2NJ IF

Twostep testing reduces the likelihood of interpreting a "boosted" reaction as a true

conversion or a new infection; it is recommended in situationgmehthere will be repeat

testing on a regular basis.

Two-step testing is required for residents of lotgym care facilities upon admissioli.the

resident has had a documented TB skin test (TST) within the last 12 months, that TST can

be counted aghe first step in twostep testing.

1. If the reaction to the first test is positive, consider the individual infected.

2. If the reaction to the first test is negative, a second test should be given 1 to 3 weeks later.

a. If the second test is positive,regider the individual infected.

b. If the second test is negative, consider the individual not infected, record reactions, and

document

dates of reading and signature(s) of person(s) reading the tests.

Source: NCTB Control Program Policy Manual (Rev 01/09) at

http://www.epi.state.nc.us/epi/tb

Physicians should bill Medicaid for the tstep TB test as follows:

1. Bill the first part of the test using CPT procedure code 86580. This code can be Iyiled on

one time per day.

2. For the second part of the test that is administered 1 to 3 weeks after the first test, bill

using the same CPT procedure code, 86580. No modifier is required.

Two-step testing is required for staff in loigrm care facilities, awell as for staff in adult

day health care centers who provide care for HIV/AIDS clients (see Chapter XI, 10A NCAC

41A.0205 (b) 4 and 5). TB skin

testing is not covered by Medicaid for job requirements. Another payment source will need

to be identified wha the test is administered to staff to meet these requirements.
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o Billing Preventive anB/M visitsto Medicaid on the same day
1 Medicaid will not reimburse for same day preventive visits and an E/ M
(office) visit.This applieso all programs (see exception).

o The only additional CPT codes that tenincludedn the service are
CPT codes for injectable medications or ancillaugiss for laboratory
or radiology.

o Youwill need to consult with each insurance carrier for their plan
specific billing rules.

0 ExceptionPleasesee the Health Check Program Guidechanges
related to CH.

1 If aclientis seen byRhysician or Advanced Practice Practitiofoe/STI
services and an additional problem on the same day,BAM codes may be
billed, however, the -25 modifier musbe appendedo the seconde/M code.
This willidentify i K I § SiLdr2NI6iaSt @ ARSYGATFAlI 60t S & SN
the samePhysician or Advanced Practice Practitiorsr the samedayand it
is not a duplicate billig.

1 BillingSTiservices provided by th8 TIERRNI'he four (4) components of the
STlexam do not have to be provided by the saBiEIERRNo bill Medicaid
for the provision of theSTlservice.

0 The service can still be split acr@different days and can be
provided by a differenSTIERRN on eadatay, billing T1002 per unit
(up to 15 mins.) of care provided.
1 TBnurse must bill TB services kbedicaid using'1002 and bilinsurance
using 9921Dbr T1002

Refugee Health Initial Assessment by Nurse

1 T21002 is only approved for ERRNs océidfied RNs.Having said that,
your only alternative is to use the 99211 if you plan to bill for the RN
initial visit for Refugee health and refer the client out for their physical.
1 You may also bill Medicaid for any labs that are performedonse
(without venipuncture). Any labs sent to a reference lab should be
LINE OARSR gAGK GKS Of ASy( Qthele&tRA OF AR
department may bill for the venipuncture in this case.
1 You may not bill for vaccine administration along with a 992Mlere is
an NCCI edit that prohibits billing these two codes at the same time.
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3. ¢.

{1AY ¢SaiG o6¢{¢v VYR LYGSNFSNRY DI YYlI wSf &

or other nonmandated reasons

i1 Clients who need a TST or IGRA for reasons of employment or school may be
charged if the health department uses purchased supply. (Reading the TB skin
test is included as part of the total charge.)

1 Itis preferable to use symptom and risk screening ¢joagsaires in lieu of
placing a skin test for low risk individuals and to place the skin test or obtain
an Interferon Gamma Release Assay (IGRA) if the person responds yes to any
of the questionsL. Dw! Q&4 I NB LINBFSNNBR Ay (KAa

1 TB skin testsan be provided as a flat fee servitée client does not qualify
a4 GaFNBSE LISNI ¢. LINPINYY dbdshoRiemy S a
required sliding fee scale.

1 If the only service that a client comes in for is a skin test due to employment,
school, etc., it should go under the TB program type.
o However, if the client comes in for another service like MH, CH, or FP
and itis determinedas a part of the history that they are at high risk
for TB and need a skin test, then that TB skin test should go under the
program that the client iseen in
o0 The basic rule is that the TB skin test was then related to the program
that brought the cliat in andis determinedby the purpose of the
Visit.
1 The following LU codes may be used to report TST given, not read:
3 LU124 was TST given, not read, for low risk
3 LU 123 was TST given, not read, contact

1 Billing Q&A:

a A

(@]]
(0)]

Q:1have apatientthatid / 2 YLI y& | SAHBEEAIEOISNI £ & LINE

immunizations but also needsTB skin test.A company will be invoiced for
the TB test not the patient. Do we still put this TB test in TB program or in Other
Services Program

Other services progra is what brought him in? Hgivate Immunizations
were done in Other Services.

A: You would put the TB skin test in the OS program.
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TB screening/Assessment
RN Assesses Patient Using Tuberculosis Risk Questionnaire and the Tuberculosis Symptom
Questionnaire butNo TB Skin Tess Provided Per NC TB Control Program Guidelines

1 RN provides a nursing assessment using the NC TB Control Progksrculosis Risk
Questionnaireand Tuberculosis Symptom Questionnaii@ms.

1 The patient is deemed low risk per NC TB Control Program guidelines and
documentation of low risk status is given to the patie(for links to the NC TB Policy
Manual and other important documents, please visit the NC TB Control Program
website at:https://epi.dph.ncdhhs.gov/cd/tb/providers.htmbr contact your regional
TB Control Program Nurse Consultaithe RN must document the nursing assessment
and plan of care in the EHR per agencljggoprocedures and standing orders (SO).

1 Billa 99211 for patients who are screened usingThberculosis Risk Questionnaire
and theTuberculosis Symptom Questionnaii@ms but who do not receive the TB skin
test. The diagnosis code for this servigeuld be is: Z11.1 Encounter for screening for
respiratory TB.

1 Agencies need to assure they are not double billing TB services for low risk clients.

0 LTAT recommends LHDs have in place policies/procedures and/or standing orders

U that addresses documentatigroding and billing practices where a patient only
receives @ uberculosis Risk Questionnaiaad aTuberculosis Symptom
Questionnairebut no TB skin test because of low risk statlighe patient presents
the completed documentation stating the lowkistatus to their employer or school
and the employer or school deems the statement of low risk status insufficient and
is requiring a TB skin test, then a TB skin test will be provided to the patient without
further financial responsibility to the patient

U ! ASYyOASa akKz2dz R O2yidl OG GKS LI GASYyGQa Aya
covered. Medicaid will not reimburse foFuberculosis Risk Questionnaia@d a
Tuberculosis Symptom Questionnaioe TB skin tests that are not required under
Public Healthaw.

Gommunicable Disease

1.

EPI Program type is used for General Communicable Disease activities including Hepatitis A,
Hepatitis B, fooeborne outbreaks as well as other reportable disease investigations and
follow-upsother thanSTlor TB.

. Clnical visits can be reported usitige appropriate CPTde, and there are LU codes that

Oy 0SS dzaSR (2 NBLE2NI FTOGAGAGASE GKFG R2yQi
EPI services cannbe chargedo the client but if a clinical servige providedthat isa

billable service Medicaid mdye charged Othe third-party payeis maybe chargedvith

permission from the client.

For additional progranguidance please contacyour Regional Communicable Disease
Consultant or visit the program websiat http://epi.publichealth.nc.gov/cd/Ihds.html
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Maternity/OB Billing

Maternal Health (prenatal) clients ménave health department prenatal services paid for in a
variety of ways. Those includ&CDHB (DHBpr Pregnant Women, Presumptive Eligibility,
third-party insurance, or selpay (client pays for services). Details on how each of these is
handled should be outlined in the health department Fee & Eligibility Policies & Procedures.

Forms of Payment

1. Traditional Medicaid

A client with traditional Medicaid continues this coverage through pregnancy. Faniy
Planning (FRYledicaid would be require being converted to Medicaid for Pregnant Women

(MPW).

2. DHBfor Pregnant Women (MPW)

1 Clients who do not qualify fdraditional Medicaidcoverage (&., coverage that
extends beyond the pregnancy period) may be eligible for MPW, which covers a
broad range of healthcare services

1 Covers
o Prenatal, antenatal, delivergndson the last day bthe month in which the 60

postpartum day occurs
0 Services to treat medical conditions that may complicate pregnancy
o Childbirth classes
o Family planning services

1 dients enrolled in any category &HB including MPW are exempt from -q@ays
for medical care and prescriptions

3. Presumptive Eligibility (PE)
Is short term, limited prenatal coverage to ensure access to care whiBltgapplication is
being processed.

1 Clients covered by thirgarty insurance carriers should also have PE completed
since the policy may be inadequate therefore MPW could be considered as
secondary coverage

1 Covers the following services:

(0]

0
(0]
(0]

Ambulatory antepartum care (including ED visits)
Pharmacy

Laboratory

Diagnostic testing

1 Agencies should complete PE at the time of the positive pregnancy test or at the first
prenatal visit even if the client indicates the application DddBMPW has been
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completed. It extends from the date of approval through the end of the following
month.
o An example, a client applies and is approved on Septembgrthén
eligibility is through October 31

1 Services rendered during the PE period may not be billed to the client.
0 Please se®lCAPHNA WHNC Fall 2015 Repxcerpt below:

PECEmailsenthbk Hy k Mp FTNRY (KS 22YSyQa | SIftdK . NI yOK
G!a aKFNBR RdAzZNAYy3I GKS ! dzddza (316 M&exddl Heallao £ A O | S| §
Il ANBSYSyYyid ! RRSYRI AyOfdzRSa (KS F2fft2gAay3a I y3
referral forDHBeligibility determination for all pregnant women, not just those who will

NEBYIFAY Ay GKS [20Ff |1 SIfGK 5SLI NIYSyYyd F2N LINB

This language has been included in previous agreement addenda with the exception of OR was
replaced by AND.

G¢KS LJzN1JI2AaS 2F (GKA& fly3ada 3S Aa (G2 KStL) Syadz
care services as soon as possible in pregnancy. This is regardless of the payer source. Note that
GKS adlFisSQa 20SNYff FANRI isHEMEiagindhenegafiveNE A y
direction; fewer women are accessing prenatal services early in pregnancy. The goal is to

reduce barriers to care for all clients. Please make sure that completion of PE determination

and referral forDHBeligibility determindion is completed as early as possible for accessing

LINSY |Gt OFNBE aSNBAOSad a

4. Third-Party Insurance
1 Health departments most often file thirgarty insurance for many (if not all) of
services.This varies by health department and may depend on patrticipation in a
specific planwhichi®©2 y a A RFNF B ( @2diil] 2 R NS 62NJ € @

1 Thirdpartyinsurance is always billed at 100% of the chadgs remaining balance
(minus copays) is billed to the client based on where they fallahng Fee Scale

(SF$

1 If the LHD has a contract with the insurance caytiiee charges are billed at the
contraded rate. Any balance that the insurance carrier does not pay should be billed
(less copays) to the client according to the Sliding Fee Scale (SFS).

9 If there is no contract with the insurance carrier, then the full amount of services

rendered with fall @ SFS (copay deduction not required)
1 Bill using E/M or Package codes in accordance with the payors billing guidance
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5. SeltPay Clients

1 Charges assessed based on financial eligibility
1 Clients should be billed using the E/M codes & SFS

Sliding Fee Scale
1 Maternal Health programs include all services funded in whole/part by maternal

KSFfiK R2fftFNAR O6FNRY GKS 22YSyQa | SIfidK
0 Healthy Mothers, Health Children (Title V)

o State Funds
o Other special grants to provide a service

i The fee forservice must slide to 0%

Details on how each of these is handled should be outlined in the health department Fee &
Eligibility Policies & Procedures.

Encounter Forms
1 All services provided should be indicated on the Encounter Form whether reportable

or billable
91 Due to edits/audits related to the National Correct Coding Initiative
0 ¢KS LN OGAOS 2F oAfftAy3d | dpummI aSadl

0 A subsequent office visit can only be billed using an established client
Evaluation/Management (E/M) code

Standing Orders
1 Must follow the North Carolina Board of Nursing (NCBON) template, found at the

Public Health Nursing website
0 http://www.ncpublichealthnursing.org/publications.htm
1 Orders must be in place for a nurse to provide and/or order medical services
The only level of E/M service that may be billed by an RN is 99211
1 Billingthird-party insurancepayors, other tharbHB
o Ensue compliance is being met with the guidelines consistent with the
ALISOATAO AYyadzZNEND& adzLISNDAAAZ2Y YR AGAy

=a
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Enhanced Role Registered Nurses (ERRN)
1 ERRNs must be in compliance with training & rostering

Billing for Antepartum Care
1 Office/Outpatient Visit, New CPT code(s) 99262 99205
1 Office/Outpatient Visit, Established (EstGPT code(s) 99212 99215
1 Visits can be billed in the following manner:

0 Separate Initial nurse and provider visit (only if thisisKk S | 3 Sy 02 Qa NZ
practice):
A/LrTyy2i O2RS a | aySge OfASyld 2y (K
A Use 99211 to establish the client at the nurse visit if she has had 3 or
fewer total visits, or
A Use 99211 toward the total number of visits for the pkg. if the ¢lien
has been seen for 4 or more total visits
0o Combined Initial nurse and provider visit
A Use 99211 for reporting purposes only, not billed or counted as a
separate visit toward the total number of visits
At NRPOARSNI LRNIAZ2Y 2F UKSienPvisi®ih i ¢ 2 dzt F
never having been seen in the agency for a nurse or provider E/M
visit in the past 3 years
1 Additionally, any irhouse labs performed at the initial visit (that are not on the list
of laboratory studies in 5 that are considered to be ihn@ed in the prenatal
package codes) may be billed by the agendpHiBat the time of service.
1 It may be appropriate to note that the 99211 may be billed individually if the client
leaves care after 3 or fewer visits. Then the 99211 would be billB#iBalong
with the one or two additional visits, rather than billing a package code.
NC DHBClinical Coverage Policy H=
1 LHDs that do not bill for delivery services, must bill for antepartum services provided
to clients who are seen according to ttraditional care schedule using the following
guidance and CPT codes:
0 Antepartum care only, 46 visits- 59425
0 Antepartum care only, 7 + vist$9426
1 Antepartum Package Services codes are based on number of visits
1 LHD that provide delivery services @lgyible to bill using global codes that include
delivery

An uncomplicated pregnancy follows this traditional care schedule as describicl in
DHBClinical Coverage Policy & Section 3.2.1

o0 Every 4 weeks for the first 28 weeks of gestation

o Every 23 weeks until the 38 week of gestation

o Weekly from the 38 week of gestation until delivgr
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1 The client may be seen more frequently than the traditional care schedule if the
provider determines and documents that the client and/or pregnancy warrants
addtional care

NC MedicaidObstetrics Clinical Coverage Policy
9 https://files.nc.gov/ncdma/documents/files/145.pdf

I NttNn-//n ) H R YMaAZoNa\A om o

NCDHBClinical Coverage Policy B Section 3.2.2:

1 Individual Antepartum Services (use of E/M codes) arereavif:
o Documentation supports the pregnancy as HRjsk (based on diagnosfND
requires more than the traditional care schedule of services for gestational age;
OR
0 Antepartum care is initiated less than (3) months prior to delivex;
o Clientis seeffor only (£3) office visits
T ICODMn RAFIAY23GA0 O2RS& O0SAAYYAYyFiske AUK aheé |
pregnancies that are billed using individual E/M codes
1 It may still be appropriate to bill an antepartum package (59425, 59426) for a client with
ahighNA a1 RAF3IAYy23A& o0ahé O2RSav
f ICDMn 5AF3Ay2aGA0 O2RS&a AYy (GKS da%é FyR ahé Ol
instances and is acceptable
 CodesZz34.0%0ndd 6y 2NXIf LINBIylIyOe O2RSa0 Yl & 0

Opportunities for Agency Decision/HigRisk Pregnancies
1 When providing prenatal/antepartum care to clients with a hiiggk diagnosis, the
I 3Syo0e gAff ySSR (2 RSGUSNNYAYS AF GKS Of ASy
uncomplicated pregnancy. Asgency may use either of the following standards as
defined:
0 ACOGlefinition: with early entry into PNC, a traditional number of visits would
equal 13
o NCDHBCIinical Coverage Policy ‘B section 3.2.1
(https://medicaid.ncdhhs.gov/providers/clinicaloveragepolicies/obstetrics
and-gynecologyclinicatcoveragepolicie9 as defined as:
A Every 4 weeks for the first 28 weekisgestation
A Every 23 weeks until the 38week of gestation
A Weekly from the 38 week of gestation until delivery
1 The agency can choose to bill the prenatal package code (59425 or 59426) even if the
client is seen more than the traditional number adits
f ¢KS 3Sy0OeQa RSOA&A2Y 2y K2g (GUKSe oAff &aKz

Submitting Billing toDHB
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Clients who complete all PNC at the LHD, bill the antepartum package using the delivery
date
| tASyia owlow-telBlE B[ @&za8 K SkepRuisiiBis2F GKS I ad
NEO2YYSYRSR G2 ¢6FAG dzyGAaft FFOSNI Ot ASydQa R
LF Ad0 Aa GKS LRfAOe 2F GKS [15 (2 {4NIyaftsSN
determined number of weeks gestation), use the last date of service at the LHD for
packag billing
If client transfers care to another provider for the remainder of the pregnancy, use the
date of transfer
Laboratory studies
o LT GKS tF-6a NB AyOfdzZRSR Ay GKS LJO1IF3S
modifier
o If the labs are not included in the package billing code BRH@pays for them
aSLI NFdStes GKSy ayz2¢ GKS& R2 y2i ySSR
o If your agency keys PNC as reportable services and uses the OB modifier (so they
can be pulled out of th®HBCost Study)the OB modifier goes on all services
including labs that are included in the package billing
| 3SYyOASa Ydzad oAff dzyRSNJ 0KS FlLOAfAGERQA bt
PMH contract
When determining which rendering NPl number to use with a agelor global code,
Health Departments should use the following:
o Package code
A NPI of the last provider that saw the client in the office
o Global billing
A NPI of the provider that delivered the client
0 CPT codes are as follows:

0 Venipuncture- 36415and
0 Serum pecimen
A Pregnancy 84703
A Hematocrit- 85013
A Hemoglobing 85018
A Genetic quad

1 UNC Healthcare recommends ordering/reporting all four tests
below:
1 -90 Modifier must be used to indicate that the specimens were
processed elsewhere on each individual test
0 AlphaFetoprotein (AFP)82105
o Estriol- 82677
0 Human chorionic gonadotropin (HC@4702
0 Inhibin Ac 86336
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1 HD will report the CPT code with tH80 modifier to thirdparty
insurance payors or DHB
1 UNC Healthcare (or another outside laboratory) willthi#l test(s)
without the -90 Modifier to thirdparty insurance payors or DHB
1 Providers can choose to solely perform the AFP using its code
1 Further guidance http://www.uncmedicalcenter.org/mclendon
clinicatlaboratories/availablgests/alphafetoprotein-maternal
serumguad-screen2nd-trimester
Glucose; quantitative 82947
Glucose; quantitative, blood exgereagent strip- 82948
Glucose Tolerance; quantitative, blood reagent s¢rg2950
Gestational Screen (GTT); post glucose dose (includes glué@8fH1
Glucose Tolerance (GTT); post glucose dose, each additional beyond 3
specimens; 82952

SN S S

Billing Scenarios for Glucose Tolerance Testing:

1 Remember that it is only permissible to bill for services that have been completed

1 If aclient receives a fasting blood sugar (FBS) draw, consumes the Glucola, and the one
hour and twehour specimens are successfully drawn, the agency would bill 82951.
82952 may be billed for the threleour specimen, along with 82951.

0 However, iftheDf ASYyd R2Say Qi G2t SNIGS ONBIdzZNBA
fasting blood sugar has been drawn, then it is not permissible to bill 82951, since
this code incorporates three blood draws plus the administration of Glucola. The
agency may bill CPR®47 for the random/fasting blood glucose test, along with
36415, collection of venous blood by venipuncture if a venous FBS specimen was
collected.

o Ifthe FBS is collected using a capillary blood specimemgat ksllable

1 If the client tolerates th&slucola until the onénour specimen is drawn, and then
regurgitates the Glucola so that the twwur and threehour specimens cannot be
drawn, the agency may bill CPT 82947 for the FBS test, 36415 for the specimen
collection, and CPT 82950 for the pgiicose test.

1 Specifi€PT Codes may be billed in addition to the prenatal clinical services as edentifi
in the NC DHB Clinical Coverage PolicyslE-or further guidance see Section 3.2, page
26, Attachment B.

These codegannot be billed separatelwhen using prenatal package codes 36415,
81000, 81001, 81002, 81003, 82731.
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However, these codes may be used when coding/billing as an E/M visligotsseen
less than 4 visits.
o Amniotic, Cervical, Fecal, Rectal and Urine specinflse refer to attachment B
of the Clinical Coverage Policy.
A Pregnancy/urine 81025
Colposcopy of the cervbs7452
Group Beta Strep culture, aerobic & anaerot83070
Group Beta Strep bacterial identification & susceptibility, aereBit077
Urinalysis (by dipstick or tablet reagent) rantomated w/ microscopy
81000
Urinalysis (by dipstick or tablet reagent) automated w/ microscopy
81001
A Urinalysis (by dipstick or tablet reagent) ranotomated w/o microscopy
- 81002
Urinalysis (by dipsticér tablet reagent) automated w/o microscopy
81003
Wet mount (analysis of microorganism$7210
Culture, Urine, routine 87086
Chlamydia trachomatis87491
Neisseria gonorrhoeae87591
Fecal occult blood 82270
Assay of fluid acidity83986
Fetal foronectin immunoassay82731

p > > > > >

>\

D D DB D D

Antenatal Fetal Surveillance
1 Fetal Surveillance Clinical Coverage Policy E4
https://nc DHBs3.amazonaws.com/s3fpublic/documents/files/1E4 1.pdf
1 Non-Stress Test (NST)
o Complete-HD bills for completingoth aspects of testing
59025
TechnicalComponent HD bills when solely performing the test.
59025TC
Professional ComponenrtD bills when provider solely interprets results
5902526

o O O 0O O

1 Ultrasound (U/S)
o CPT codes are as follows:
A Limited, fetal size, heartrate, positietY6815TC
A Limited,fetal size, heartrate, position (includes interpretatian)
76815
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o

(0]

A 14 weeks, 0 days gestation, single or first gestation, fetal & maternal
evaluation- 76805TC

A 14 weeks, 0 days gestation, single or first gestation, fetal & maternal
evaluation (includes intpretation) ¢ 76805

A 14 weeks, 0 days gestation, additional gestation, fetal & maternal
evaluation (includes interpretatiorg 76802

A Amniotic Fluid Index (AFI), limited stugly6815

A Biophysical Profile (BP®Y6819

A BPP with an AFI level76816

Tuberculasis Screening (TB)
0 There is a greater risk to clients and the fetus if TB disease is not diagnosed and
treated

Examination and treatment are ab costto the client
Testing is considered both valid and safe throughout pregnancy
Types:

o Interferonrgamma release assay (IGRA) is the preferred method

0 Skin testing

A Reading of a skin testi®t billable

Providers able to bill

o Physicians and APPgse E/M coding

0 RN (under the guidance of a PH RN that has completeththeduction to TB
course

A T1002, use unit based for time or the appropriate LU code
Testing for reasons of employment or educational institutions may be charged if the HD
uses purchased supply.

o CPT code 86580

Testing is reserved for clients with higkk factors that include théllowing but are
not limited to:

o Documented HIV infection; close contact with individuals known/suspect to have
TB; medical risk factors known to increase risk of disease if infected (e.g., DM,
chronic renal failure, malabsorption syndrome, silicosisgieloss greater than
10% of ideal body weight, gastrectomy, intestinaldass, current or planned
use of immunosuppressive medication, lupus, cancer, alcoholism, and substance
use); birth in or emigration from higprevalent countries; being medically
underserved; homelessness; living or working in #ergn care facilities, such as
correctional/mental health institutions, and nursing homes.

o Client returning for a skin test is prohibitive in a case investigation

A LU114 State supplied
For further guidane consult Tuberculosis Control & Treatment portion of this document
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1 Lead Screening

o If the client agrees to testing, staff will facilitate the following steps for collecting
avenousblood lead specimen for analysis at the NC State Laboratory of Public
Health (NCSLPH).

o This is a codfree service for only those clients who seek prenasmedhrough
the health department. The specimen will be drawn at HD and analyzed at the
NCSLPH.

o Health department billing/finance shoulwhlyfile for potential reimbursement
on clients covered bpHBfunding. NCSLPH does not maintain the capability to
bill third-party insurance; therefore, does not request thipdirty insurance data
from health departments.

A CPT cod&3655
o Currently, the cost of uninsured client testing is covered by the revenues

gererated. The NCSLPH will continue to assess cost recovery on an annual basis.

Pregnancy Medical Home (PMH) Progra@linical Coverage Policy-6
https://files.nc.gov/incDHBdocuments/files/1E6_1.pdf

PMH providers are obstetric specialty providers who offer managed care services idBto
beneficiaries with the goal of improving the quality of maternity care, improving birth
outcomes, and providing continuity of care.

The PMH seeks to engage the participation of any provider that is eligible @Htfor
obstetric services. Case Management services are provided for all prdghdieneficiaries
who are determined to be highisk and qualify for services.

To allow tle PMH to stay abreast of PMH beneficiary medical néee&) a RSaA Iyl G SR
shall provide the PMH alerts, including: emergency department (ED) visits, visits to a specialist,
missed appointments, and etEor more information,

http://files.nc.gov/indHBdocuments/files/1IE6 _1.pdf

1 Billing for PMH Incentives:
0 Risk screening:
o Bill incentive code S02&0use after pregnancy screening tool has been
completed

A Will only pay once pegestational period

A Complete the risk screening form at the first PNC visit when OB
history and exam are completed and reviewed by the provider

A Must be completed and signed by an RN or licensed provider
including advanced practice practitioners
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0 Services muse billed toDHBIn the following manner:
o Rendering provider National Provider Identifier (NPI) number identified on
the Community Care of North Carolina (CCNC) contract and
o Il SFfGK 5SLINIYSyidiQa oAffAy3a btL ydzyo SN

1 Postpartum
o Bill incentive code S0281 omthe comprehensive postpartum visit has been

completed
o Date of service must be within 60 days of delivery or termination of the
pregnancy
A Exceptions
1 Relocates to another state with the intent to live there
permanently
1 An undocumented citizen argligible only for emergency
services
1 Found eligible only for PE
1 Applies after the termination and documented income
0 Exceeds the MPW Poverty Leaad MAFRM
o Cannot be billed for a pregnancy that terminates by a spontaneous or
therapeutic abortion
o Will onlypay once per gestational period

Maternity/Obstetrical Billing
1 Preventative visit codes shoutgverbe billed for the  prenatal exam

1 DHBwiIll not reimburse for same day preventive and/or E/M visits
0 Exception
A Child Health Section, item F
1 https:// DHBncdhhs.gov/medicaid/gestarted/find-
programsand-services/healthcheckand-epsdt
1 AlPNC visits that will be billed using a package or global code should be coded in
the following manner:
o An E/M CPT codand
0 Reported with an OB modifier
o Orutilize a separate tracking system for OB package or global services
1 AlIPNC visits should be billed or reported
1 When a pregnancy is billed ddCMedicaid with a prenatal package or global fee
code, individual prenatal visits should be:
o Entered into biling system(EHRand
o ! O02YLI YASR o6& |y [FLILNRPLNRFIEGS 9ka O2
o0 Accompanied by an OB modifier (as report status only)
o Or reported in a separate tracking system
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1 This is important to assure appropriadCDHBCost Settlement
Postpartum

1 Postpartum care should be billed using an OB package code or global OB code,
not an office visit (E/M) CPT code fimaditional MedicaidCoverage or MPW
1 OB package codes that include postpartum care include the following:

0 59400¢ Global fee Routine Obsteical care including antepartum care,
vaginal delivery (with or without episiotomy, &/or forceps) and
postpartum care

0 59510¢ Global fee Routine Obstetrical care including antepartum,
cesarean delivery, and postpartum care (including incision checlsyisit(

0 59410¢ Postpartum packageVaginal delivery only (with or without
episiotomy &/or forceps) and postpartum care

0 59515¢ Postpartum packageCesarean delivery only, including
postpartum care (including incision check visitlis)

0 59430¢ Postpartum care aly (separate procedure, typically used when
an agency does not bill for delivery)

Postpartum Care Services
1 Visit occurs within 60day following delivery
o Bill using CPT code 59430 (or an appropriate global code if the agency
provides deliverygervices)
o PMH incentive code S0281
{1 Visit occurs after 60day following delivery
o0 PMH incentive code S0281 witht be reimbursed if the visit occurs more
than 60 days after delivery.
0 The postpartum package CPT code 59430 will be reimbursed by MPW until
the coverage expires
o For clients who transition téamily Planning<P Medicaigprogram the
postpartum clinic visit date is recognized as the Annual Exam Date (AED)

Home Visit for Postnatal Assessment
1 Follow requirements in NDHBClinical Coverage Politi-5
1 Rendered by an RN
o0 CPT code 99501

Family Planning Methods Postpartum
1 Bilateral Tubal Ligation
o Return within 60 days of delivery for postpartum visiMaternal Health
Clinic
0 LHD uses CPT code 59430 (package k)
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(0]
(0]
(0]

1 Intra-Uterine Device (IUD)

(0]

A Incentive code S0281 (if LHD is a Plsiiit)

A Diagnostic ICR0 code, Z39.2

1 DepcProvera® injection (J1050 FP UD)

Administered in Family Planning Clinic, not Maternal Health Clinic
Initial injection,Diagnostic ICR20 code, Z30.013

Surveillance injection if provided at the hospital pdsiivery, Diagnostic

ICD10 code, 230.42

Postpartum package
A CPT code 5943ind
A Incentive code S0281 (if LHD is a Plsiit)
A Diagnostic ICR0 code, Z39.2

Return within 60 days of delivery for postpartum visiEgamily Planning

Clinic

A LHD uses CPT code 59430 (package @uuk)
A Incentive code S0281 (if LHD is a Plslit)
A Diagnostic ICR0 code, 739.2

9 Insertion CPT code 58300 &Rl

1 Diagnostic 1D-10 code, Z30.438nd

1 Contraception HCPCS code:

(0]

(0]
(0]
(0]
(0]

1 Nexplanon® implant
0 Return within 60 days of delivery for postpartum visiEamily Planning

Clinic

ParaGard® J7300 FP UD
Skyla® J7301 FP UD
Liletta® J7297 FP UD
Mirena® J7298 FP UD
Kyleena®@9984J7296FP UD
A Not covered byrP Medicaid/BeSmart

A LHD uses CPT code 59430 (package cade)n E&M codend
A Incentive code S0281 (if LHD is a Plsiit)
A Diagnostic ICR0 code, 739.2
1 Insertion CPT code 11981 jplBs modifier ® and
91 Diagnostic ICR220 code Z30.017£36-818and
1 Contraception HCPCS code:
0 Nexplanon® J7307 FP UD

Modifier 59
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Billing guidance

0 25 Modifiercannot be usedvith the insertion CPT code 58300 when CPT

code 59430 (package code is being used)

o The FP Modifier must be used on the 1UD insertion code 58300.

o The FP and UD modifiers must be used when billing the IUD HCPCS code or
anytime the contraceptive method wamirchased utilizing 3408ricing

3 0 ay-onhrbey D Eamiby Pls HBirtise Ms z alth
Clinic-Family Planning 340B drugs/devices may only be used in a client that meets the
Family planning 340b patient definition on the tda the drug/device is
prescribed/administered /dispensed.
o The providemustinclude the appropriate diagnostic code for the
contraceptive method and counseling

Billing Scenarios for Postpartum Care & PMH:

1. Client who received a bilateral tubal ligation at the time of delivery and/or within the 60
days postpartumReturns to the LHD within 60 days of delivery for the postpartum visit
in the Maternal Health clinic. There is no contractual arrangement for it 1o bill for
the delivery.

1 Therefore, the LHD bilE9430for the postpartum package ar8l0281for the
PMH postpartum incentive, along with diagnosis c@38.2 (AF modifier no
longer required; do not use or you will not be paid).

1 Service must be bdtl under the rendering physician name on fElHcontract
with CCNC.

o |If after 60 days postpartum, HCPCS c86281will not be
reimbursed but the client may return for the postpartum visit using
CPT cod&9430under MPW until the end of the month that the 60th
postpartum day falls.

2. Client returns to LHD within 60 days of delivery for the postpartum visit. The client
needs to begin a contraceptive method and is seen in the Family Planning Clinic. Client
receives a Dep®rovera® injection.

1 LHD bill$9430for the postpartum packages0281for the PMH postpartum
incentive with diagnosis codé&39.2

1 The injectionJ1050FP UD billed with diagnosZ80.013(initial injection) or
Z30.42(surveillance of injection if provided at the hospital pdstivery).
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3. Client returns to LHD within 60 dag&delivery for the postpartum visit. Client has an
IUD inserted at the postpartum visit in the Family Planning Clinic.
1 The LHD can bB943Q S0281andcodes for the contraceptive device and
insertion. Billing is as follows:
A The FPUDmodifier must beused on the contraceptive device and
insertion code 58300, if the LHD is using 340 B stock.
A Thephysician omdvancedpracticepractitioner must include an
appropriate diagnosis code for the contraceptive method and method
counseling.

4. Client delivers on My 15, 2017. 60th postpartum day is July 14, 2017. MPW coverage
extends through July 31, 2017. A postpartum exam that occurs on or before July 31,
2017 will be covered by MPW.

1 Client is seen for the postpartum care on Juli lthe PMH participating
pradice can bill for the 59430 postpartum packafyDthe S0281 incentive
code.

1 Ifthe client is not seen for the postpartum care until Jul{? 2he 59430
postpartum package would be covered because the MPW extends through to
the last day of the month. Th80281 would not be covered because the client
was more than 60 days postpartum.

5. Incision checks or any other routine postpartum cprevided.
1 Snce the 59430, billed with S0281 at the time of the comprehensive postpartum
GAAAGY NBLNBaSyda F aLJO1F3aSe 2F LkaidlLl
incision check would be included in the 59430 package

6. Client comes in for an incision check ahdn a BP check and then an MMR or Varicella
G OOAYIFGA2Y 0STF2NB (GKS GaO2YLINBKSyaAgsS LkRai
1 All those visits are covered by the 59430
1 Only the vaccinations/administration codes would be billed separately

Modifier 24 Issues Unrelated to Pregnancy
1 Ifthe provider treats a client for a problem unrelated to the pregnancy, these visits
are excluded from the maternity package and can be billed separately
1 Append Modifier 24 Unrelated E/M service by the same provider during the prenatal
period to all E/M srvices that address unrelated issues as to alert the payor
1 The order of diagnostic codes for billing is as follows:
o First-> Unrelated pregnancy ICID Diagnostic code
0 Second> Z33.1 Pregnancy state, incidental
1 Dependent upon the payor, services billesing this modifier + unrelated diagnostic
codesmay only be paid after the global, package, and/or delivery has been billed
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o Consult specific payors for guidance
o An Example: A maternal health client presents to the LHD clinic with an
Upper Respiratory Infgion. The client is seen by a provider and treated.
A The visit may be billed outside the prenatal package using an
appropriate E/M code with the24
A Modifier and the following diagnostic codes:
1 First-> Unrelated pregnancy ICID Diagnostic codéode to
describe the URI)
1 Second> Z33.1 Pregnancy state, incidental

Sexually Transmitted Infections (STI)
i Please refer to the STI section.

HMHC/Title V (Well Child funding)
Title V policy on applying SFS: any client whose income is less than thed femesrty level will
not be charged for a service if that service is partly or wholly supported by Title V funds.

For clients having income above the federal poverty level, the SFS of the LHD will be used to
determine the percent of client participation in the cost of the service.

Maternal Care Skilled Nurse Home Visit
1 Follow requirements in NOHBClinical Coverageolicy 1M6
1 Rendered by an RN skilled in Maternity Care
o HCPCS Code T1001

Health & Behavior Intervention (HBI)
| dod by Li | Clinical (ol ker{LCSW)

1 Three of the codes we regularly use for HBI are being end dated and replaced by 3
new codes.In addition, there is a statement in the CP&nual that says:
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For health behavior assessment and intervention services (96156, 96158, 96159,
96164, 96165, 96167, 961686170 & 96171) performed by a physician or other
gualified health care professional who may report evaluation & management services
see Evaluation & Managememtr Preventive Medicine Services codes.

Medical Lactation Services
1 Only provided byhysicianadvancedpracticepractitioner andphysicianassistant
1 The following musapply:
o A medical condition (e.g., feeding problem or low weigain) diagnosed by
the abovementioned provider
o If the client is seen by the physician and the International B&edified
Lactation Consultant (IBCLC) on the same date of service, theiphysust
include the services provided by the IBCLC by billing the appropriate E/M
code
o Health and behavior visits using codes 96150, 96151, 96152 may not be
reported on the same date of service as an E/M service
0 The visit isiot for generalized preventa counseling or risk factor reduction
o When more than four CPT codes 96150 are submitted by a provider/group
the additional services will be denied. If a redetermination is requested,
documentation showing the medical necessity of the additional time mast b
submitted.
1 Component of the office visit code
o Per unit/15 minutes, based on the IBCLCs time (they are not for use by
physicians or other billable licensed health care provider), when performed
0 Health Departments use the following CPT codes:
0 96150- Healh and behavior assessmemrt . health-focused clinical
interview, behavioral observations, psychophysiological monitoring, health
oriented questionnaires), each 15 mins. faoeface with the client; initial
assessment
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0 96151- Health and behavior assessnide.g.health-focused clinical
interview, behavioral observations, psychophysiological monitoring, health
oriented questionnaires), each 15 mins. faoeface with the client; re
assessment

0 96152- Health and behavior intervention, each 15 mins., fazdace;
individual

These codes may only be used for spy and thirdparty insurance clients:

0 96153¢ Health and behavior intervention, each 15 mins., faxdace; group
(2 or more clientsYhis code is not reimbursed by Medicaid.

0 96154- Health andbehavior intervention, each 15 mins., fateface; family
(with the client presentYhis code is not reimbursed by Medicaid

Medical Nutrition Therapy (MNT)
1 Only provided byhysicianadvancedpracticepractitioner andphysicianassistant
1 Thefollowing must apply:
o A medical condition (e.g., feeding problem or low weight gain) diagnosed by
the abovementioned provider
o If the client is seen by the physician and the IBCLC on the same date of
service, the physician must include the services pravioiethe IBCLC by
billing the appropriate E/M code
o The visit is not for generalized preventive counseling or risk factor reduction
1 Health Departments use the following CPT codes:
1 Per unit/15 minutes
o Initial ¢ 97802
A Service limited to a maximum of 4 unitsie of service
A Service cannot exceed 4 units/270 calendar days
0 Reassessmet97803
A Service limited to a maximum of 4 units/date of service
A Service cannot exceed a maximum of 20 units/365 calendar days
0 Reassessment & subsequent intervention(s) for changkagnosi€ HCPCS
code G0270

1 Per unit/30 minutes
o0 Group (2 + or more individualsCPT code 97804

0 Reassessment and subsequent intervention(s) for change in diagnosis (group)
¢ HCPCS code G0271

Please refer to MNT Section for additional guidance
Group Prenatal Caree(g, CenteringPregnancy®)
T / dzNNByidte R2Sa y20 KIFI @S aLISOATAO O2RAyYy3

CBGD PHNPDU 012020, v15 72



T t NPOSSR 6A0GK dzaAy3d GKS GNIXRAGAZ2YIFE OF NB
provider visits

1 Bill for childbirth education in alition to PNC if group PNC session nsele¢ NC
DHBrequirements for Childbirth Education

Childbirth Education
1 Refer to Birthing Class&3inical Coverage Policy 1M
0 https://ncDHBs3.amazonaws.com/s3faublic/documents/files/1m2.pdf

1 Maynot be billed as Telehealth (virtual participation)

1 Provider must be a certified childbirth educator by a nationally recognized
organization for childbirth educatioor meet Stateapproved childbirth education
program requirementsand

1 Licensed practitioner operating within the scope of practice defineceui@tate law;
or

1 Under the personal supervision of an individual licensed under State law to practice
medicine.

o One unit/one hour

o Childbirth education is reimbursed per class. Each class can be either one
hour or two hours.

o The childbirth education providenay submit claims for reimbursement only
for classes that the client attends

o0 Maximum of 4 hours per day (fourtour classes or two-Bour classes) may
be provided per day

o A maximum of 10 hours of instruction (terhbur classes or five-Bour
classesjnay be billed for reimbursement per client/pregnancy

o A complete childbirth education series consists of ten hours of instruction

A Use CPT or HCPCS code S9442

Tobacco Cessation and Counseling
1 Physicians, Advanced Practice PractitionBiRRNSs in thidealth Departments can
bill DHBfor services using the following:
0 Intermediate visit (3L0 minutes) CPT code 99406
0 Intensive visit (over 10 minutesICPT code 99407
o Counselingannotbe billed if provided to a parent/guardian
1 Physicians, Advanced Priaet Practitioners and Physician Assistants can bill under
respective NPl number
¢t KkS&S /1t ¢ O2RS4 Oy 885 6 AEE SR GAYOARSY
professional-specialties:
fiod clinical isor
. dict alist
6—Clhnicalnurse specialist
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6—Registered Nurse
A RNMust have a standing order to provide and bill for these services
A Theymusthave attended aertified smoking cessation counseling
training
1 Tobacco cessation counseling may be billed in addition to the package or global fee
for PNC except in theamily Planning<P Medicaigdprogram
i Thetobaccocessationcounselingstandingorders andbilling documents are posted and
found here:https://www.quitlinenc.com/healthprofessionals/Ihd.html

Oral Health Screening

_Dentalcare-is-ncluded-forclientswith:
it | licaid
o—MPW {onlyup-to-time of delivery)
+—Providers-should-be screening-clients
it I

1 Dental care is included for clients with:

o Full Medicaid Coveragehich is all Medicaid ProgranexceptFamily Planning
Waiver and programs that only cover Medicare premiums (ie Medib#dicaid
dual eligible)

o MPW (only up to time of delivery)

1 Providers should be providing an oral health screening on clients:

o The following questions constitute the oral Hiéascreening and should be ask
by the prenatal care provider in conversation or a questionnaire.

1. When was your last dental visit?o you need help finding a dentis{First
prenatal visit)

2. Do you have bleeding or swollen gums, a toothache or otheblpros in
your mouth?
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3. Do you have any questions or concerns about getting oral health care while
you are pregnant?
0 The oral health screening should be offeredeaeryvisit throughout prenatal
care
1 A Dental Referral should be facilitated for the following:
o Clients without a dental home or regular/routine care
1. Comprehensive dental exam
2. Preventative care such as dental cleanings
3. Treatment for identified dental problems
o Clients with dental home that are currently under regular/routine dental care
1. Continued detal care throughout pregnancy
1 Regional Public Health Dental Hygienists have a current resource list of dental providers
that accept DHB and pregnant women.

Depression Screeninuring Maternal Health Visit

1 Screenings should be performedth an approved tool/instrumenix each
trimester and postpartum

1 Effective July 1, 2019, the P¥Qnust be used during the antenatal period of
pregnancy

1 Effective July 1, 2019, the PH@r the EPDS may be used during the postpartum
period of pregnancy

1 Agency must have a policy on saneey, followup and referral (if applicable) for
abnormal results

1 Postpartum agency visit can occur in either

0 Maternal Health
o Family Planning

1 Depression screening may be billed in addition to the postpartum package, global
and incentive codes

1 Obstetric providers may be reimbursed for three (3) units of CPT code 96127
(depression screeningjuring the first year after the delivery date or until the
NEOALIASYyiUiQa StAIAO0AfAGE SyRa oathposti KS I .
delivery day occurs) in adobn to global obstetrics and postpartum package
ASNDAOSade ¢KS AyiuSyd Aa GKIFIG RSLINBaaaAzy
in_an office setting

1 Pregnancy Medical Home providers may bill CPT code 96127 in addition to S0281.

91 Depression screening is only reimbursable if completed in an agency setting

During the prenatal course of pregnancy, a proviaherst completefrom the
following:
1 Screening Questions
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o0 Maternal Health History Part G2 DHHS 4160
A Questions #1#2and #3
0 Ageng cannot bill for completion of the screening questions on this form
e If screening questions angositive, then a PHQ® or Edinburgh Postnatal
Depression Scale (EPSjompleted and may be billed
o Effective July 1, 2019 the PHI@nustbe completed during the antenatal period
of pregnancy.
o Effective July 1, 2019, the PHX@r the EPDS may be used during the
postpartum period of pregnancy
1 PHQ9
o Bill on the date of service using CPT code 96127
A ICD 1G@codez13.89-713.31 (Encounter for screening for Depression )
1 EPDS
o Bill on the date of service using CPT code 96127
A ICD 10 cod&13.89713.32 (encounter for screening for postpartum
depression)

Vaccines
1 If the client is selpay or services areilled using individual E/M codes, the agency can
bill in the following manner:
0 The provider E/M office visit CPT code (99229215)
o Vaccine CPT coded
0 A vaccine administration CPT code 90471 or 90472
1 Vaccines administered in Maternal Health Clinic
o Sef-pay clients will be billedn the SFS
9 Vaccines administered in Immunization Clinic
o HD would not bill according to Maternal Health SFS and follow Immunization
Clinic guidance
1 Measles, Mumps, and Rubella (MMR) and Variégtister Immune Globulin (VZIGgar
only administered postpartum. If the client is seen in Family Planning or Maternal
Health Clinics, healthcare provideraistassess for immunization compliance and refer
to immunization clinic as required.
o0 MMR-CPT code 90707
0 VZIG, humanCPT code 9@
9 If a client comes to clinic only to receive an immunization, ¢wsingroutine PNC),
then the agency is to bill in the following manner:
o A vaccine codand
o0 Administration fee
1 The only vaccines that are recommended to be routinely administered duregnpncy
are:
0 Influenza
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A Preservative free, CPT code 90686
A With preservative, CPT code 90688
o0 Tetanus, Diphtheria, and Pertussis (Tdap)
A CPT code 90715
1 These vaccines may be billed during routine PNC visits as follows:
o Bill administration CPT code 90471 or 90412
o Bill vaccine CPT code per immunization program rames
o Bill or report the office visit E/M CPT as appropriate
0 No copay during prenatal period
1 Vaccine administration and the vaccine specific CPT codes diwbitled on the date
the vaccine is administered

Billing for Antepartum Care Therapeutic Injections

RhoGam or 17 Alphidydroxyprogesterone caproate (17P) providadingPNC
1 If the agency plans to bill PNC using a package or global code for @Bsand a
provider E/M office visit is conducted the same day as a therapeutic injection
administration, then the office visit should be billed as follows:
0 Report the office visit (CPT codes 99299215) with an OB modifier
o Bill the therapeutic injectiol€PT code 96372
o Bill the specific medication HCPCS code:
A RhoGam, Full dose]2790
A RhoGam, Partial doseJ2788and
1 NC DHB approved NDC
A 17P-J1726 Makena®
1 Only if the medication has been purchased by the agency; billed
per 25 units/10mg)
1 Multi-Dose and single dose vial 250mg/ml
1 Auto Injector 275mg/1.1 ml
A 17P-J3490
1 Only be used for Compounded at pharmacy if the medication has
been purchased by the agency; billed per 1 unit/250mg)
1 Multi Dose vial (5 ml) 250ma/ml
1 Regardless of thmanufacturer(e.g., Prasco, American Region,
etc.)
A Makena®
1 HCPCS code J172&d
1 NDC
A Delalutin®
1 HCPCS code J3490
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1 17-Pisonlyfor the treatment of advanced adenocarcinoma of the
uterine corpus (Stage Il or IV); in the management of amenorrhea
(primary andsecondary) and abnormal uterine bleeding due to
hormonal imbalance in the absence of organic pathology, such as
submucous fibroids or uterine cancer; as a test for endogenous
estrogen production and for the production of secretory
endometrium and desquanti@n.

1 https://ncDHBs3.amazonaws.com/s3fs
public/documents/files/Medicaid Bulletin 2016 09.p(fegirs
p. 35)

Injections provided outside of @renatal visit

1 Regardless of the payor, a therapeutic injection administration and a Nurse E/M
office visit may not be billed on the same day of service

1 If a package or global code will be billed for OB services and the therapeutic injection
was theonlyreason for the visit, the following are billing options:

0 #1-Report the nurse office visitCPT code 99211 with the OB modifier as
part of the total nunber of visits in the packagendbill the HCPCS code for
the specific medication

A Do not bill the therapeutic injectio®PT code 96372
A Documentationmustbe present to support billing for a Nurse office
visitOR

o #2-Bill the therapeutic injection CPT 9632 with the HCPCS code for the
specific medication

A Do not report the office ViSiEPT code 99211
1 Selfpay clients should be billed on SFS

Injections for agencies that are not the PNC provider

1 When an RN provides multiple visits for a client not receipiegatal services at that

particular agency, these visits may be billed in one of two manners:
o Utilize CPT code 99211 (supportive documentation is pregset)
A HCPCS J1726 (Makenafy
A NDC
A HCPCS J3490 (Compound 17P)
1 NDCs for all compoundshd
1 Invoice from compounding pharmacy
o Utilize CPT code 9633ad
A HCPCS J1726 (Makenay
A NDC
A HCPCS J3490 (Compound 17P)
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1 NDCs for all compoundsd
1 Invoice from compounding pharmacy
1 Regardless of the number of visits for 17P administramnagency thatsi not
providing PNC services may not bill a package code 59425

For additional program guidance please conthet Regional Nurse Consultant (RNC) or visit
the program website alittp://whb.ncpublichealth.com
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Family Planning

Clinical Coverage Policy, Family Planning, 1-E7
https://files.nc.gov/incdma/documents/files/1E -7 4.pdf

1. GeneralTips regarding Family Planning Billing

1 Specific Criteria Covered yaditional MedicaidNCHC anBP Medicaid:
Traditional Medicaid, NCHC and FP Medicaid (also known as MAFDN, and Be
Smart)shall cover family planning services, nurse midwife, or nurse practitioner,
or furnished by or under the physician's supervision. Family planning services
include laboratory tets, andFDAapprovedmethods, supplies, and devices to
prevent conception, as follows:
¢CKS aFAGGAY3IE 2F RAFLIKNIIYAT
Birth control pills;
LYGNY dziSNRAYS 5S@A0Sa 6L! 5Qa40 6AyOf dzRAY 3
Contraceptive injections (includiri@epoProvera®);
Implantable contraceptive devices;
Contraceptive patch (includingulanetransdermal systery
Contraceptive ring (Nuva Ring);
Emergency Contraception (including Plan B and Ella);
Screening, early detection and education 8exually Transmitted Infections
(STIs), including Human Immunodeficiency Virus/ Acquired Immune Deficiency
Syndrome (HIV/AIDS);
3 Treatment for STIs; and
3 Lab services (refer tAttachment A, Section C, Item 1 of the Clinical Coverage
Policy)
1 Sliding feespply to all FP services according to Family Planning Program guidelines.
3z Ultrasounds are covered when the intrauterine contraceptive device (IUD) is
malpositionedor the strings are missing. Ultrasounds are not intended for the
purpose of routinechecking of placement after IUD insertion.
3 Reuvisions to the Clinical Coverage Policy effective 11/1/2018 added the following
Diagnostic and Procedural codes to the covered code lists:
1 new ICDB10 diagnosis codes as covered:
N76.0, N76.1, N76.2, N76.3,3[82XA, Z00.01, Z01.411, Z01.419,
Z30.015, 730.016, Z230.017, 230.44, 730.45, 230.46, Z31.69, 232.01,
Z32.02
1 new CPT codes as covered:
36415, 87660, 76830, 76856, 78657, 87480, 87510
3 From November 201BHBBulletin
(https://ffiles.nc.gov/ndHBdocuments/files/MedicaidBulletin201811.pd:
oEffective Nov. 1, 2018, bacterial vaginosis (BV) testing and treatment will be

MW (W (W (W (W (W (W W W
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covered for beneficiaries with MAFDN eligibilityeThllowing CPT codes,
diagnoses and medications have been added to Clinical PoheyHRdnily
Planning Services:
1 CPT codes
1. 87480¢ Candida species, direct probe technique
2. 87510¢ Gardnerella vaginalis, direct probe technique
3. 87660¢ Trichomonas vaginial, amplified probe technique
1 Diagnosis codes
1. N76.0¢ acute vaginitis
2. N76.1¢ subacute and chronic vaginitis
3. N76.2¢ acute vulvitis
4. N76.3¢ subacute and chronic vulvitis
1 Medications
1. Metronidazole 250mg, 500mg
Metronidazole gel 0.75%
Clindamycin cream 2%
Clindamycin oral 150mg
300mg, Clindamycin ovules100mg
Tinidazole 2gm, 1 gm, 500mg, 250mg
1 Medicaid covered pharmaceutical supplies and devices, including oral
contraceptive pills, intrauterine devices, implantable contraceptive devices,
contraceptive patchgontraceptive ring, emergency contraception and
contraceptive injections are covered under the FP Medicaid program if
provided for family planning purposes. There is ngpagment for
beneficiaries in the Family Planning program for Medicaid covered
contraceptive supplies and devices.
All eligible drugs for Family Planning will have a family planning indicator on
the drug file (including birth control pills, Defvovera, Ortho Evra
contraceptive patch, NuvRing). The dispensing fee is based on traditional
Medicaid rules. There is a gixescription limit per month with no override
OF LI oAfAlEDd t NPOARSNA NS y20 |ff26SR
ySOSaalNEé 05! 2m ORAA&LISY as@vailadle. MINA G 0 Sy 0
claims must be submitted via Point of Sale (POS) and must have the approved
ICD10-CM code. Posbperative medications are covered for sterilizations
procedures. All approved pasperative medications must have the
appropriate ICELO-CMDiagnosis for sterilization on the prescription.
The AED is not required on FP Medicaid program prescriptions
1 New ICB10 Codes effective 10/1/18 that may be used in the FP setting are:
0 F12.23 Cannabis dependence with withdrawal
o0 F12.93 Cannabis use, unsged with withdrawal
o F53.0 Postpartum depression
o F53.1 Puerperal psychosis
0 Z13.31 Encounter for screening for depression
0 Z13.32 Encounter for screening for postpartum depression

ogkwnN
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N35.820therurethral stricture, female
N35.92 Unspecified urethratricture, female
P35.4 Congenital Zika Virus disease
Z20.821 Contact with and suspected exposure to Zika Virus
T74.51 Adult forced sexual exploitation, confirmed
T74.52 Child sexual exploitation, confirmed
T76.51 Adult forced sexual exploitation suspected
T76.52 Child sexual exploitation suspected
Z04.81 Encounter for examination and observation of victim following
forced labor exploitation (not related to sex work)

0 Z62.813 Personal history of forced labor or sexual exploitation
More information related tchuman trafficking can be found at
www.aha.org/icd10-cm-codinghumantraffickingresources

O O0O0OO0OO0OO0OO0OO0o0OOo

1 New CPT Codes effective 1/1/19 which may be used in the FP setting are:

o G2012 Brietommunication technologpased service such as virtual
checkin. This allows the provider to get paid via a virtual
communication that does not result in a subsequent E&M visit. This is
not the same as telemedicine.

0 G2010 Remote evaluation of recordedeadand/or images submitted
08 |y SaidloftAakKSR LI GASyid O2YY2yfe
as a patient sending the provider a picture of a rash. This allows the
provider to get paid if the communication does not result in a
subsequent E&M visit.

0 GO00r1 Rural Health Center/Federally Qualified Health Center virtual
communication service (generallyl® minutes long) which does not
result in a subsequent E&M visit and which is not conducted as follow
up to an E&M visit which occurred in the last 7 days.

T tfSIFrasS aSSsS GKS F2fft26Ay3 OSNBAFIS FNRBY (KS
a SY2 NI y RdzY TieyXdColledti®RandiDebt Sedffé Y
We have received numerous questions pertaining to collections and deloifstetr
clients receiving Family Planningrgces under Title X. Our team reached out to the
Office of Population Affairs to gain further clarification. Below is the guidance that we
have received.

Q. Agencies have asked us if it's okay to send clients ' information to collection agencies
and/or debt setoff, and how to handle confidential clients.

A. Yes, it is generally permissible for an agency to refer clients to collection agencies
and/or debt setoff

However, "confidential tlients/clients should only be referred to Debt Collections
and/or Debt Sebff, if the Grantee, and/or it's subrecipients (including service sites) can
ensure that the client's "confidential” status will NOT be compromised by going through
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[he Debt Collection or Debt Seff process. If "confidentiality” cannot luaranteed, a
"confidential "clientshould NOT be referred to Debt Collections and/or Debtdfet

Q: May a county provide free pregnancy tests and still bill Medicaid?

A: A county may decide to offer pregnancy test at no cost to a certain subpaputzti

clients and still bill Medicaid. The process to carry out this is through a manual discounting
2F GKS aSNWAOS (2 1T SNB 2y (K SfasceptaBléwomingf S S
for a policy There are2 options

ax

Policy:

In order to icentify teens in need of family planning services and subsequently enroll them
in care andor to identify teens early in pregnancy to enroll in prenatate thefee

associated with pregnancy testing will be discounted to zero for thosgears of age ah
under. Local funding will be used to cover the cost of the servicksopunt thepregnancy
test to zerofor to all women without insurance or Medicaid.

Procedure:

Manually override the sliding fee scale and discount the service to zero for all chieatsl
under, regardless of their insurance or Medicaid statds.not bill third partyins. Or
Medicaid)

The rule herds thecounty cannotharge onel8-yearoldad n ¢ | Yy R {dzNY | N2 dzy R
Medicaid for the next 18 yr. old that shows up. It will have to be consistently applied to all
ages X and under, whatever they determine that age to be.

or

They could also just decide tliscount thepregnancytest to zerofor to all women without
insurance or Medicaid.

1 Family planning diagnosis (DX) codes Z803D.9 (except Z30.8) must be th&[x
for all Medicaid clients when family planning services are provided (except

postpartum exams);
1 you may use Z01.41 Gynecolmgiexam fothird partyinsurance.

1 If the client has Medicaid and is receiving postpartum clinical fellpvin the FP
clinic
1 Instead of an E/M or preventive code; use the routine postpartum follow
up CPT code 59430 (postpartum exam) and SQ2&dtpartum incentive
code) if the is a Pregnancy Medical Home without any modifiers and pair

with the Z39.2 diagnosis.
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1 The Family Planning diagnosis is codsmbad using the appropriate IED
10 (Z30.@; Z30.9, except 230.8) diagnosis code along with the
appropriate CPT code for the method provided, using both the FP and UD
modifiers

1 Providers may bill (bottraditional Medicaidand Family Planning Medicajdlso
known as MAFDN and BeSn)ddr both insertion/removal of an intrauterine device
or contraceptive implant and an E/M office visit if there is a separate, identifiable
issue that would warrant an office visit.

1 The office visit is billed with a 25 modifier, and the {ltDdiagnosis must
support the reason for billing the additional offieesit with an additional
diagnosis other than contraceptive insertion.

1 Beneficiaries covered undé&P Medicaidalso known as MAFDN and
BeSmartare only eligible for family planning services as describ&dn
DHEQ BE7 Clinical Coverageolicy andare not eligible for any other
Medicaid program.

i Annual exam & IUD:
If during an annual exam, the beneficiary requests an IUD insertion (CPT procedure
code 58300), an IUD removal (CPT procedure code 58301), insertion, non
biodegradable drug deliverimplant (CPT procedure code 11981), removal,-non
biodegradable drug delivery implant (CPT procedure code 11982), removal with
reinsertion, norbiodegradable drug delivery implant (CPT procedure code 11983), or
diaphragm or cervical cap fitting with insttiens (CPT procedure code 57170) or
during the annual visit the beneficiary decides to switch from birth control pills to an
IUD, the provider may bill for the annual exam and CPT procedure code 58300, 58301,
57170, 11981, 11982 or 11983. An appropriatedifier must be submitted with the
annual exam procedure NC Medicaid and Health Choice Family Planning Services
Clinical Coverage Policy No:-A2FAmended Date: March 15, 2019 19B27 19 code,
indicating that the service rendered was a separately identifiablwice provided by
the same provider on the same day of service. The providers documentation must
support that the service rendered was a separately identifiable service provided by
the same provider on the same day of service. If the only reason thdigheficiary
is seen in the office is to request an IUD insertion, an IUD removal), insertion, non
biodegradable drug delivery implant removal, rbiodegradable drug delivery
implant removal with reinsertion, nobiodegradable drug delivery implant or
diaphragm or cervical cap fitting with instructions providers shall not bill a separate
inter-periodic office visit. An office visit component is contained in the reimbursement
for CPT procedure codes 58300, 58301, 57170, 11981, 11982 and 11983. However, if
during the same visit, services are rendered for a separately identifiable service
provided by the same provider on the same day of service, the provider may bill for
the inter-periodic visit and CPT procedure code 58300, 58301, 57170, 11981, 11982
or 11983 The providers documentation must support that the service rendered was
a separately identifiable service.
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0 An appropriate modifier must be submitted with the annual exam
procedure code, indicating that the service rendered was a
separately identifiable g&ice provided by the same provider on
the same day of service.

06 KS LINPZGARSND&a R20dzYSyidldA2y &K?2dz
rendered was a separately identifiable service provided by the
same provider on the same day of service.

9 Inter-Periodic Visit & ID:
1 If the only reason that the beneficiary is seen in the office is to request an
IUD insertion (CPT procedure code 58300) or an IUD removal (CPT
procedure code 58301)

o providers should not bill a separate intperiodic office visit.

0 An office visit cmmponent is included in the reimbursement for
CPT procedure codes 58300 and 58301.

o However, if during the same visit, services are rendered for a
separately identifiable service provided by the same provider on
the same day of service, the provider mal far the inter-
periodic visit and the IUD insertion or IUD removal.

06 KS LINPJARSNDa R20dzYSyidlFdA2y &K?2dz
rendered was a separately identifiable service.

1 The list of procedure codes that meet the comprehensive annual or physical exam
requirement under the=P Medicaidalso known as MAFDN and BeSjarbgram
now contains procedure codes that include the postpartum exam
o CPT59400, 59410, 59430, 59510, an@53.5
0 in addition to the comprehensive annual or physical exam codes:
A 99383, 99384, 99385, 99386, 99387, 99393, 99394, 99395, 99396,
and 99397.

Please refer to the February 2016 Medicaid Bulletin, page 16 for additional information.
https://ncDHBs3.amazonaws.com/s3fs
public/documents/files/Medicaid Bulletin 2016 02.pdf

Effective October 1, 2015, (per WRNCsDHBwWill now allow the CPT code 59430
(postpartum package code) to meet the annual exam date (AED) requirement f6Pthe
Medicaid(also known as MAFDN and BeSharbgram. Physician or Advanced Practice
Practitioners can list the datieom the postpartum it as the AED oRP Medicaidalso
known as MAFDN and BeSn)ataims.DHBincluded this change irtheir revised Family
Planning Services (4& policy released 11/1/2018.

1 The annual preventive exam should be age appropriate and services provided as
medically necessary. Only one preventive exam is billable per 365 days.
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1 If the client isbeing seerfor a Preventive visit during her menses and a Pap smear is
required, thecomplete exanwith the exception othe pelvic exam shoulbde
performed

(0]
(0]
(0]

It is preferredthat youdo everything possible at the Preventive visit.
Youshould charge for the Preventive visit and lab work done on that day.
If the client returns for a Rasmear and/or labsjou can then charge for the
labs and a handling fee (99000) that are done to complete the visit.

No visit code or pelvic exam shoudd billedsince this is considered the
completion of the Preventive visjou have already billed.

If the Pap smeaiss not completedvith the preventive visit, it must be
completed within 30 days of the preventive viitbe covered

1 When aclient presents for a service which is usually performed by a nurse such as a
GLIAEE LIAO]l dzLdd 2NJ I a5SL2 2yfeé¢ @GAaari
Advanced Practice Practitioner or a physician because the nurse is unavailable

(0]

(0]

Thevisit should still b coded as a CPT code 99211 since that is the usual
level of service.

Coding the visit to a higher level without provision of higher level services
penalizes thelientbased only on having been seen by a higeeel

Physician or Advanced Practice Practitioner.

When aclientpresents for that same type visit and sees a Physician or
Advanced Practice Practitionemd itis notedin the history that theclientis
having severe headaches or other problems requiring the judgment of the
Physician or Advanced Practice Practitioner, then the visit should be billed at
the appropriate higher level

1 Contraceptive Injection/Dep®&rovera

(0]

o

(0]

For nurseonly visits at which clients ceive Depo injections, agencies may
opt to bill in one of the following two ways foraditional Medicaid FP
Medicaid(also known as MAFDN and BeSmalfpay and commercial
insurance:
A Billa 99211 FP and a J1050 FP UD
1 Note: the FP modifier is not need with 99211 for selpay clients.
Or Bill a 96372 FP and a J1050 FP UD

For clients withFP Medicaidalso known as MAFDN and BeSmart

0 dzii

A AttAY3 6AGK coTh R238& y2d O2dzyi

six interperiodic office visits, whil89211 does count toward this
limit.
In deciding how your agency will bill, please be aware of the different
reimbursement rates for 99211 and 96372.
1 Agencies may decide which of the two, above ways to bill for rurse
only visits for Depo injections.
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1 However, once an agency decides how they will bill this type of visit,
they must bill all patients in the same manner.

1 To decide which way to bill, ageasishould factor in both the
different reimbursement rates of 99211 and 96372, and also how
many patients withFP Medicaidise many or all of their six, allotted
inter-periodic visits per year.

3 It is permissible to bill 96372 (injection fee) for contratep injections
(Depo) with an E&M visit code (99299215) or with a preventive visit
code when

3 1) Theproviderand RNare onsite, and 2) the RN clearly
documents that he/she administered the injection.

3 A-25 modifier igequired andshould be appended to the
office visit code.

1 Nurses providindollow-up care to Family Planning clients farth
control methods (including &po) should always bill or report these
services under the prescribing Physician or Advanced Practice
Practitioner.
o For example, Sue comes for her annual FP exam and the Physician
or Advanced Practice Practitioner writes a new prescription for
Depo for he next 12 months.

o Each time Sue returns during those 12 months, the Depo should
be billedunder the Physician or Advanced Practice Practitioner
who prescribed it and not the Physician or Advanced Practice
Practitioner/nurse who gives it.

o This shouldemain constant until a new prescription is written
(whether it is for Depar a different method.)

o If the originating physician or APP has left the practice, a new
prescription would need to be written and billing would then be
undertheneWLINB & ONR 6 AY 3 LIKE@AAOAILY 2NJ It

1 National Drug Codes (NDCs)

o Effective January 2007

0 Must be usedwhen billing/reporting HCPCS codes
(drugs/medications i.e. Depo, Implantable Deviete,) to
Medicaid.

o Note: National Drug Codes are a universal drug identification
number. They identify the manufacturer of the drug and are
assigned by the FDA.
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o It is recommendedhat the nurse/Physician or Advanced Practice
Practitioner administering the drug be responsible for
documentation of the NDC number required for billing purposes.

o LHDs should follow the guidance below in billing Medicaid for
methods/devices

DHBICD10 update

The Division of Public Health has confirmed that all the followinglLIC&bdes are
active/paying in NCTracks:

1
1

= =4 A

T

Z30.015 Encounter for initial prescription of vaginal ring hormonal contraceptive
Z30.016 Encounter for inifigrescription of transdermal patch hormonal contraceptive
device

Z30.017 Encounter for initial prescription of implantable subdermal contraceptive
Z30.44 Encounter for surveillance of vaginal ring hormonal contraceptive device
Z30.45 Encounter for surilance of transdermal patch hormonal contraceptive device
Z30.46 Encounter for surveillance of implantable subdermal contraceptive

Additional Guidance

Previous guidance was to see a Family Planning client requesting STD services in STD/Adult
Health instead of in Family Planning, especially if the client was using the Depo injection for
contraception.

However, since updatedP Medicaidcamily Planning Medicaid guidance states that agencies
may opt to bill 96372 instead of 99211 for Depo injections without depleting one of the six
inter-periodic visits, there is no longer significant concern about depleting-peeindic visits

by seeimg these clients in Family Planning for STI testing/treatment.

T

T

| 3SyOASa akKlFff AYyO2NLIR2NIGS GKS /5k{¢5 LINE3
annual/preventive visit via the Family Planning Health History Form (DHHS 4060F and
DHHS 4060M).

At a problem/irier-LISNA 2 RAO @AaAidz |3SyOAasSa 2yfeé& ySSR
screening questions as indicated.
o For example, if a client presents with a vaginal discharge at a problem/inter
periodic visit, the provider may ask screening questions as indicated,cewd d
not necessarily need to ask all STD screening questions on the DHHS
4060F/4060M forms.

No STD services covered under 10A NCAC 41A.0204(a) provided to a FP client should be

billed to that client. Medicaid and thiedJF NI @ LJ @ SNE 06 o) mdg beOf A Sy i C
billed, but not the client.
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10A NCAC 41A .0204 CONTROL MEASSEKBALLY TRANSMITTED DISEASES:

Local health departments shall provide diagnosis, testing, treatment, fallpvand preventive
services for syphilis, gonorrhea, chlamydia, nararmccal urethritis, mucopurulent cervicitis,
chancroid, lymphogranuloma venereum, and granuloma inguinale. These services shall be
provided upon request and at no charge to the client.

a) One exception is diagnosis of and treatment for genital wartg;twimay be billed
either totraditional Medicaid third party insurance, or to the client via the Sliding Fee Scale

1 LHDs that operate and dispense through anpatiient pharmacy (either a contract
pharmacy or a LHBperatedpharmacy that fills contraceptive prescriptions written by
any community Physician or Advanced Practice Practitioner, not just LHD Physician or
Advanced Practice Practitioners)

o (Can either bill using the Medicai@utpatientPharmacy Rules or can use the
Physician Drug Program (PDP) process.

o If the Pharmacy is a Medicaid Pharmacy providergatiént pharmacy), then
standard dispensing fees (as established by Medicaid) can be billed to Medicaid
along with the cost of the method/device.

o LHDs that bill forUDs, Implantable Devices, and Depo through the Family
Planning Clinic/PDP process must bill Medicaid the actual (or acquisition) cost
which they paid for the method/device, and no dispensing fee is allowed.

o LHDs that dispense and bill for other FamlgnRing contraceptives through the
Family Planning Clinic/PDP process (LHDs that fill contraceptive prescriptions
only for clients seen in the LHD Family Planning Clinic) must bill Medicaid the
actual (or acquisition) cost which they paid for the method/we, and no
dispensing fee is allowed.

admm&e#eel—wa—the—Fawly—Planmng—elm&dOB Emergency Contraceptlon
purchased through the Family Planning 340B drug program may only be

prescribed/dispensed/administered to a client that meets the Family Planning
240b patient definition on the date the medication is
prescribed/dispensed/administered.

o If pregnancy testing is done in N&#dmily Planning clinics (i.e. in GenéZhhic),
and if it is appropriate to offer Emergency Contraception with a negative
pregnancy test, then a Family Planning encounter must be opened before
prescribing/ dispensing/administering the Emergency Contraception from 340B
stock.
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0 TFhere-sheould-notbe-3-differeffees/charges for billing 340b medications or
devicesshould follow the guidance below:

1 LHDs are required to bill Medicaid the acquisition cost of
medication or devices purchased via the 340b drug program.
Therefore, their fee/rate for Medicaid must bedlacquisition
cost.

1 LHDs may charge insurances and-paif clients at a different
fee/rate than what they charge Medicaid for the same
medications or devices purchased via the 340b drug progidnis.
fee should be based on the usual and customary charge for the
drug/device in theLHD region.

1 However, LHDs (due to Title X fundiage required to slide the
fee/rate of the medication or device on the SFS for altgaif
FamilyPlanning clients.

IUD CPT Code Changes

The following HCPCS codes may be used to bill for IUDs and implants as of 1/1/2018:
3 J7297- Liletta®, 52 mégvonorgestrelreleasing 1UD

J7298 Mirena®, 52 mg levonorgestredleasing IUD

J7296- Kyleena®, 19.5 mg levonorgestreleasing

J7301- Skyla®, 13.5mg levonorgestreleasing IUD

J7300- ParaGard®, the copper IUD

J4-3868]7307- Nexplanon®, etonogestimplant system

MW (W W W W

1 For Medicaid and NCHC Billing
3 ¢KS b5/ dzyAta F2NJ YeftSSylt aK2dzZ R 0S N

3 DHBand NC Health Choice cover the Kyleena® IUD as of October 2016.
1 Please see page 17 of the Janu2®y 7 DHBBulletin for more
detailed information on this coverage:
https://ncDHBs3.amazonaws.com/s3fs
public/documents/files/medicaid bulletin_2017 01.pdf
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3 While Kyleena® is covered by regulaiBand NC Health ChoicBHBhas
informed us thatKyleena® isot covered byFP Medicaid-amily Planning
Medicaid (also known as MAFDN and BeSmart

1 Because there are other similar, less expensive devices available,
Kyleena® has not been included on the curfeAtMedicaid
formulary.

3 The fee-scheduleforthe PDP isavallabl®biBrd—+ 5+ ¢ So6 LJ 3 S

3 Physician or Advancderactice Practitioner(s) shall follow applicable modifier
guidelines.

1 Family planning services billed to Medicaid muosstbilledwith the
appropriate code using the FP modifier (not just method related
services).

1 If you bill insurance, it is recommendétht you contact each carrier
to find out what the procedure is for using program related modifiers.

1 For guidance on billing Health Choice for Family Planning services
please see below.

1 *NOTE: Modifiers with 58300: Use modifi2 (Failed Procedure) tdenote that you
attempted insertion, but the procedure was incomplete due to anatomical factors (e.g.
Stenosis) 053 (Discontinued Procedure) to indicate that you had to stop because of
concerns for client welbeing (e.g. vaswagal, severe pain)Apcording to the 2016 LARC
Quick Coding Guide Supplement at
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http://beyondthepill.ucsf.edu/sites/beyondthepill. ucsfoe/files/LARC%20Quick%20Cod
ing%20Guide%20Supplement.pdf
1 Agencies are encouraged to provide prescriptions for clients with Medicaid or insurance
prescription coverage for oral contraceptivegjlanepatch, NuvaRing and Plan B or
other emergency contraception to be taken and filled at a private pharmacy of the
chSyiga OK2AOSO®
3 The pharmacy will use theawn stock and bilDHBdirectly. Seedecision
makingflow charts at the end of this document for additional guidance
(Appendixes A and B).

340B Guidance

Billing scenario for client with insurance alkkdicaid with device purchased with 340b funds:

Jane has both BCBS and Medicaid. Her family planning appointment includes an IUD that costs
$300 at 340B/acquisition cost. That same IUD costs $600 at the usual and customary cost. The
agency bills BCBS $6@dd BCBS reimburses the agency $200. The agency then bills Medicaid
$100 in the hopes of being reimbursed for $300 tat#the 340B acquisition cost.

{23 2dzNJ 621 .0 FTROAOS Aa GKIFIG AGQa 21Fe& (2
340B/acquisition cost third partyA y & dzNJ y OS NBAYodzZNESa |y | Y2d
340B/acquisition cost.

If, however, the device wgsurchased privately (NOT via 340B pricingdu would bill
Medicaid the $400.00 difference between thédled price($600)and what BCBS paid
($200)

1 Forselfpay slidingee scale clients
0 Use HCPCS code S4993 with the modifiers FP and UD to bill for oral
contraceptives and include the number of packs.

1 The UD modifier indicates that the contraceptivas purchasethrough the 340B Drug
Pricing Program.
3 The fee for Medicauinsured clients must be set at the acquisition cost.
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3 The fee for uninsured, seffay clients may be set EITHER at the acquisition cost
ORat the usual and customary fee.
3 The fee focommercially insuredlients may be set at EITHER the acquisition
costORat the usual and customary fee.
3 Agencies may opt toitmer charge all commercialysured clients the
340B/acquisition fee, or to charge all commerciatigured clients the usual and
customary fee. Any charges that are not fully reimbursed by the commercial
insurance carrier must be charged to the clientthe SFS.
1 If the agency opts to charge all commerciatigured clients the usual and customary
FSS: YR AF (KS |3SyoOe Aa y2G O2y 0N} OiSR ¢
o Then the agency should inform clients prior to rendering services that they may
be charged less at a facility that is-imetwork with their commercial insurance
carrier.
o LT OftASyida YIS Iy AYyF2N¥SR RSOAA&AAZ2Y (2
clinic, the agency should bill clients on the SFS for any amount not reimbursed by
their commercial insurance carrier.

Example 1The agency decides to set the two fees for Family Planning devices/medications as
above, and to charge commerciaihsured clients the usual and customary fees.

Client BethhaBCBS an®2 YSa (2 1 K §& planar ¢lidiérénaestihd avf UD. Beth
is informed that her visit may cost less with amigtwork provider, since the agency is not
contracted with BCBS.

Beth makes an informed decision to be seen at the agenuoy.provider inserts a Liletta® 1UD.
The agency purchased the Liletta® IUD at the $50 340B/acquisition fee. The agency bills BCBS
their usual and customary Liletta® IUD fee of $600. BCBS reimburses the agency $300. The
agency then bills Beth the remaini8§00 on the SFS. Since Beth falls at 20% on the SFS, her
charge for the Liletta® device is $60.

3 Pro = Agency receives higher reimbursement from commercial insurance

3 Con = Client is charged higher fee

Example 2The agency decides to only set one feeFamily Planning devices/medications
the 340B/acquisition fee.

Client BethhaBCBSan®@2 YS&a (2 GKS F3SyoOeQa FlLYAf& LALFYYA
provider inserts a Liletta® IUD. The agency bills BCBS the $50 340B/acquisition fee for Liletta®.
BCBS reimburses the agency $25. The agency then bills Beth the remaining $25 on the SFS.
Since Beth falls at 20% on the SFS, her charge for the Liletta® device is $5.

3 Pro = Client is charged lower fee

3 Con = Agency receives lower reimbursement from commercial insurance

Example 3:
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Question:When aFP Medicaialient has a Mirena® inserted atite next week has another
inserted due to the initial Mirena® fell out, they billed for the 2nd insert & 2nd Mirena®. The
insertion was paid for & the Mirena® itself was denied. Reason: 0QD&hied due to not in
accordance with medical policy guidelind$e code used to #eill was z30.433. Just checking
to see if we should be paid for the 2nd Mirena®

Answer:Updated Answer:

CKS Goldz BE@Aa y26 RSTFdzyOluz a2 y2¢ I+ aSO2yR L|
covered. Perthe 11/201BHB. dzf t SGAYY dG9FFSOUADS b2FP MI HAMY
that an intrauterine device (IUD) has been expelled, providers may reinsert a replachnie
gAGK2dzi | ye hitpd/MildsyicGgowdd NBdackeits/files/MedicaidBulletin

201811.pdf

How to bill when Child Health and Family Planningisesvinterface
If the reason for visit is for a well child exam but the client presents also warErsgrvices,
the visit is billed as follows:

3 Bill the Well Child Exam along with all required components under the CH
program type.
i. The CH portion of theisit would be documented using the CH
templates whether in EHR or paper format.

3 REPORT all the FP portions of the visit, assuring that all required FP components
have been completed.
i. The FP portion of the visit would be documented using the FP
templates whether in EHR or paper format.

%z In order to offer 340B medication)e client must meet the 340B patient
definition. thevisitmust be-documented-separately so-thatitis cleara FP visit
has | o il blishing.the.clientin FP.

3 Document using a separate encounter form.

3 If the reason for visit is for FRrsices but the client is also in need of their CH
visit, the visit is billed as follows:
i. REPORT the Well Child Exam along with all required components
under the CH program type.
ii. The CH portion of the visit would be documented using the CH
templates wheher in EHR or paper format.

3 Bill all the FP portions of the visit, assuring that all required FP components have
been completed.
I. The FP portion of the visit would be documented using the FP
templates whether in EHR or paper format.
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3 NCTracks has indicatehat they will no longer require the TJ modifier for NC
Health Choice Family Planning clients.
i. The claims should only require an FP_modifier and should pay at
the usual rateinstead of $90 \We-have-notbeen-able-to-verify
1 General Reminders
3 340B drug eligibility requires that the cliergceives a Family Planning service
on the date the drug is provided and the 340B service and drug are
documented in the chart.

3z Ifaclientis seen for FP services, all the assessments and education are
completed and separately documented (separate frév@ CH documentation)
and an encounter reflects that the client received FP services, then the client
should be able to receive 340B drugs, even if the encounter is entered as
G NB LJ2 Ndn that glafed ¢

3z Assure all CH service components are provided.

z DO NOT try to document both visits on the same program templdteither
the CH or FP templates are structured to comply with both program
requirements.

Additional guidance can alsbe foundA y G KS F2tft2¢Ay3 t KeaiOAl
Clinical CoveragPolicyunder the reimbursement section:
https://ffiles.nc.gov/ncdma/documents/files/9 9.pdf

1 If a Health Check exaimprovidedn FP and a method is provided
o LHDs will need to add the FP modifier in the first modifier field (to match
the FP CPT and diagnosis codes) AND the EP modifier in the second
modifier field (to match the Health Check CPT and diagnosis codes)

o Please contacyour CH or PHNPDU Nursing Qdtents with questions
related to thiscombined service

o If you bill other thirdparty payers,it is recommended that you contact
them individually for guidance on use of the FP modifier.

1 Clarification from Title X has greatly expanded the services that sheulitluded
under the FP Program.
3 The revised guidance clearly indicates that services to promote the reproductive
and general health of the clients are an expected part of FP services.
o Example One: Client has a Pap test done in Family Planning; the-follow
up, retest, etc. must be donen the FP program.
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o Example Two: FP Annual Exardone,and client needs a thyroid screen
that has nothing to do with FP or method the client is receiving;

i.  Inthis case, the client should be referred for the thyroid screen to
another clinic or healtllepartment,and the client would be
responsible for the cost of that screen.

i.  Whena FRclient calls in to make an appointment for a problem
(discharge, headaches, breakthrough bleedetg,) the client
should be seen initially in the FP Clinic for a deiaation of
whether this is related to or has an impact on the method of
contraceptionbeing used

iii.  If the problem requires follovup with another Physician or
Advanced Practice Practitioner or a specialist, the referral can be
made after that evaluatin. Ifyouhave questions, please contact
your2 2 YSy Qa | St UK bdzNEAY3A [/ 2yadz il

Billing Preventive and E/Msits toMedicaid on the same day
0 Medicaid will not reimburse for same day preventive visits and an E/ M (office)
visit. UPDATE AFTER CODING COUNGCIL &1

o This applieso all programs (see exception).

o The only additional CPT codes that t@nincludedn the service are CPT codes
for injectable medications or ancillary studies for laboratory or radiology.

o Youwill need to consult with each insurance carrier for their plan specific billing
rules.Exception: Please refer tioe Health Check Program Guitte changes
related to CH.

If a client is seen by a Physician or Advanced Practice Practitioner far@dés and an
additional problem on the same day
3 Two E/M codes may be billed,
3 However,the -25 modifier musbe appendedo the second E/M code.
3 ThiswilidentifyG K G G¢2 GaSLI NI idSte ARSYUGAFALIOF !
same Physician or Advaed Practice Practitioneon thesamedayand it is not
a duplicate billing

HMHC/Title V (Well Child funding):
Title V policy on applying sliding fee scale: any client whose income is less than the
federal poverty level will nabe chargedor a service ithat service is partly or wholly
supported by Title V fundg~or clients having income above the federal pye
level, the sliding fee scale of the LHD will be used to determine the percent of client
participation in the cost of the service.
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10A NCAC 43B .0109 Client and FRiadty Fees
o |If alocal provider imposes any charges on clients for maternal and child
health services, such charges:
A Will be applied according to a public schedule of charges;
A Will not be imposed on lovincome individuals or their families;
A Will be adjusted to reflect the income, resources, and family size of
the individualreceiving the services.

o If client fees are charged, providers must make reasonable efforts to collect
from third-party payors.

o Client and thirdparty fees collected by the local provider for the provision of
maternal and child health services must be uagahn approval of the
program, to expand, maintain, or enhance these services. No person shall be
denied services because of an inability to pay.

A Allmaternal andchild health services, whether sick or well, no matter
where delivered, must be billed on tI&FS that slides to zero.

History Note: Authority G.S. 130AR&4; Eff. April 1, 1985; Pursuant to G.S. 180BA,
rule is necessary without substantive public interest Eff. October 3, 2017.

Smoking and Tobacco Use Cessation and Counseling
1 Physicians, Advaed Practice Practitioners, ERRNs in the Health Departments can bill

DHB for services using the following:
3 Intermediate visit (3L0 minutes) CPT code 99406
3 Intensive visit (over 10 minutesICPT code 99407
3 Counselingannotbe billed if provided to a gant/guardian
1 Physicians, Advanced Practice Practitioners and Physician Assistants can bill under
respective NPl number
lties:
| . . isor
¢ linicaladdic i alist
z—Clinicalnurse-specialist
linical ol Ker
z—Licensed-psychologist

z—Professional-counselor
z—Psychological-associate
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1 Tobacco cessation counseling may be billed in addition to the package or global fee for
PNC except in the Family PlarmiP Medicaigdprogram.

1 The Tobacco Cessation Counseling Standing Orders and Billing documents are posted and can be
found here:https://www.quitlinenc.com/healthprofessionals/lhd.tml

1 Pap Test Fee

3 If the client is selpay, the reference lab bills the health department (based on
negotiated rate) and the health department bills the client using the appropriate
CPT code and 9@odifierbased on SFS. The reference lab could file a-g¥&m
the insuance company.

3 Do Notcharge clients with Medicaid for Pap test processing. The lab that
performs & interprets the test is responsible for billing Medicaid directly.

3 Health Departments should negotiate rates with their reference lab.

Title X Rule Chage Coding and Billing Pregnancy test visits
See APPENDEX D: Options for Billing Pregnancy Test Counseling Services:

> >
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Family PlannindVedicaid (FP Medicaid also known as MAFDN daBe Smart)

Physician Advanced Practice Practitionsasbill FP Medicaidcamily Planning Medicaid for a
limited set of CPT codes. The complete list of these codedvembyundin Attachment A, C1 of
the Clinical Coverage Policy

https://files.nc.gov/n®HBdocuments/files/1E7_1.pdf

FP Medicaicand Retroactive Coverage

1 FP Medicai¢toverage is retroactive for 90 days.

1 If aclient has a Family Planning preventive visit within the 90 days preceding her receipt
of FP Medicaid¢overage, the service should be reimburseddByMedicaidprovided
that the client notifies her Department of Social Services (DSS) case workerdzte
of the visit and the need for retroactive coverage.

1 Once a local health department confirms that the client RBsMedicaidthe health
department may bill for a Family Planning preventive visit that occurred within the 90
days before thd-P Mediaidcoverage was issued.

1 That visit date would then be listed as the Annual Exam Date (AED) in NC Tracks.

1 If more than 90 days have passed between the Family Planning preventive visit date
FYR (KS LI ( F8B\dlihithedB©IGcal hailti@pa@rtment would not be
able to bill retroactively for the visit.

1. Annual Examination

1 An annual examination muse completedon allFP Medicaidalso known as
MAFDN or BeSmanpyrogram beneficiaries.

1 The annual examination mudie performedfor all beneficiariesprior to the
rendering of any other family planning services.

1 However, for established clients, if emergent or urgent contraceptive services
are needed, beneficiaries are allowed limited cdfivisitgorior to their annual
examination.

1 FP Medicaidallows for one (1) annual exam/preventive visit per 365 days.

1 Postpartum visit now = ABEDr FP Medicaidalso known as MAFDN or BeSmart)

o Clients who have their postpartum visit while insured under Medicaid for
Pregnant Women (MPW) sometimes enrolFiR Medicaidvhen their
MPW expires.

o0 Inthepast,these clients needed an annual exam appointment after their
postpartum visit to meeEP Medtaidbilling requirements.

0 OFP Medicaid Of F AYa NBIljdzZANSE GKI e 6KS | yydz
documentedto be reimbursedor contraceptive and other services
provided under this coverage.
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2. Six medically necessary intperiodic visits are allowed p&65 calendar days under the
OFP Medicaid 2 LJGA2Y @

a.

1

The purpose of the medically necessary ifperiodic visits is to evaluate the
OSYSTFAOAIFNEQA O2YyGNI OSLIGAGS LINPINF Y
prescription and to provide additional opportunities for counselindadlew-up

to the annual exam.

The AEDs requiredon all claims for inteperiodic visitsvith the exception of
pregnancy tests.

For a list of components that shoube includedduring the interperiodic visit
with pelvic exam refer t&linical Coverage Policttachment B, section B
https://files.nc.gov/ncDHB/documents/files/XE 1.pdf

The primary purpose of théinter-periodic visits is to provide contraceptive
services
o Itis recommendedhat the health departmenprioritize method-related
concerns for thesixinter-periodic visis.

The contraceptive method may necessitate an evaluation in FP clinic

0 Thehealth department policy may specify methods like IUD or vaginal
rings are automatically brought back into the FP clinic for any complaints
of discharge and clients on pills, patches and Depo lmeasentto the STI
clinic for complaints of discharge.

o Ifthe sixinter-periodic visits have beeexhaustedand the client returns
to the FP clinic for a method related concern (not caused b$Hithen
the health department can bill the client on the SFS for those services.

Physician or Advanced Practice Practitioners may bill an E/M visit code when
administering Depéd’rovera®.
0 However, the use of this visit code is subject to thest per year limit
for FP Medicaid
o Do not charge both an administration fee and anagfvisit for Depe
Provera®.

3. Contraceptive ServiceSuppliesand Devices

T

T

Emergency Contraceptives
Emergency contraceptives are a covered service. The appropriate office
visit code maye billed but there is no mechanism to bill Medicaid, FP
Medicaid/MAFDN/BeSmart) for ECP at this time (Plan B or Ella)

Pharmaceutical Supplies

a. All eligible drugs foFPMedicaid(also known as MAFDN or BeSmail)

have a family planning indicator (modifier) on the drug file (including birth
control pills, DepeProvera®Xulane Nuva Ring).

CBGD PHNPDU 012020, v15 101

NB


https://ncdma.s3.amazonaws.com/s3fs-public/documents/files/1E-7.pdf
https://files.nc.gov/ncDHB/documents/files/1E-7_1.pdf

b. Even though most local health departments provide prescriptions to
clients withinsurance and Medicaid for pills, patch, ring and emergency
contraceptives to take their pharmacy of choice, there are rare
circumstances (e.g., issues of confidentiality) where LHDs may provide
these drugs in house and bill Medicaid using the approptiddeand FP
modifiers. Health Departments cannot bill Medicaid for the patch, ring,
or ECP because these CPT codes are not on the Medicaid Reimbursement
fee schedule for health departments.

c. The dispensing fels basedn traditional Medicaidrules.There is a 6 (six)
prescription limit per month with no override capability.

d. Physician or Advanced Practice Practitioners are not allowed to distribute
GO NI YR YSRAOLI f t &rugsBaybrierc lis buiikbled 5! 2 m 0

e. All claims must be submitted via Point of Sale (POS) and must have the
approved ICELO-CM code.

f. Note: The AED is not required &1 Medicaidalso known as MAFDN or
BeSmartprogram prescriptions.

1 Birth Control Pills
a. Birth control pills maye dispesedthrough a pharmacy.

b. A beneficiary may receive up to an®nth supply.

c. When provided in &ealth department FERlinic, the clinic Physician or
Advanced Practice Practitioner may Bi#1993

1 Diaphragms
a. FP Medicaidalso known as MAFDN BeSmartpeneficiaries can choose
a diaphragm as a birth control method.

b. A Physician or Advanced Practice Practitioner can fit the client and bill
using the appropriate CPT code for diaphragm fitting.

c. However, the program does not cover the actual digggm

1 Injectable Drugs
a. DepoProvera® contraceptive injection is a covered service.

b. Use the diagnosis code for contraceptive management.
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c. The appropriate office visit code mag billedseparately

1 Intrauterine Devices (IUDs) andhplantable Devices
a. TheFP Medicaidalso known as MAFDN or BeSmartjgram covers only
the removal of Norplant.

b. The global period for 11976 is one (1) ymaae day and ninety (90) post
operative days.

1 Physician or Advanced Practice Practitiorsdrsuld notbill a separate inter
periodic office visit code for CPT codes 57170 (Diaphragm), 58300 (Insertion
IUD), 5881 (Removal of IUD) excaptthe-cireumstancewhen there is a
separate, identifiable issue that would warrant and office visit (zelew)

o anoffice visitcomponentis includedn the reimbursementCPT codes
57170, 58300, 58304re includedn the six interperiodic visit
limitations.

1 *NOTE: Modifiers with 58300:

0 Use modifier52 (Failed Procedure) to denote that you attempted
insertion, but the procedure was incomplete due to anatomical factors
(e.g. Stenosis)

o or-53 (Discontinued Procedure) to indicate that you had to stop because
of concerns for client welbbeing (e.g. vas@agal, severe pain)Agcording
to the 2016 LARC Quick Coding Guide Supplement at
http://beyondthepill.ucsf.edu/sites/beyondthepill.ucsf.edu/files/LARC%?2
0Quick%20Coding%20Guide%20Supplement.pdf

1 Provicers may bilf(both traditional Medicaidand FP Medicaidalso known as
MAFDN or BeSma}tjor both insertion/removal of an intrauterine device or
contraceptive implant and an E/M office visit if there is a separate, identifiable
issue that would warrantraoffice visit.

o0 The office visit is billed with a 25 modifier, and the {tDdiagnosis must
support the reason for billing the additional office visit with an additional
diagnosis other than contraceptive insertion.

0 Beneficiaries covered undé&P Medtaid(also known as MAFDN or
BeSmartpare only eligible for family planning services as described in
DHREQ a -7 @ldical Coverageolicy andare not eligible for any other
Medicaid program.
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$ Annual Examination DATE(AED
An annual examination must be completed onFdl Medicaidalso known as MAFDN or
BeSmart)program beneficiaries. The annual examination must be performed for all
beneficiaries prior to the rendering of any other family planning services. One annual
examhation is allowed per 365 calendar days. Six medically necessarpariedic visits
FNE Ffft26SR LISN)I ocp OFf SYRINJ RFéda dzyRSNJ (K
all claims for intesperiodic visits with the exception of pregnancy tests.
Provides who bill on the CM3$500 must enter the AED in the appropriate location on
the claim form.
Providers who bill on the U84 must use the occurrence form locators 32, 33, 34, or 35.
9YGISNI Iy aGummé Ay GKS 200dzNNByY Oborredppmig FA St R
GRIFGS¢E FTASERO®

Annual Examination Codes
99383 99394
99384 99395
99385 99396
99386 99397
99387 RC0510
99393 RC0519

Laboratory Procedures

The following laboratory procedures are only allowable for B Medicaidalso known as

MAFDN or BeSmartJNBE ANJ ¥ gKSyYy LISNF2NNXSR Ay O2yadzy Ol A
SEIFYAYLFL A2y ®d® C2NJ GKS LIz2NLI2 &S 2F dineSasthydajNli = ¢ d
of the procedure or 30 days after the procedure. Testing performed after 30 days will not be
reimbursed byFP Medicaidalso known as MAFDN or BeSmattHD must enter the AED in their

claims and submit the claims in timely fashion for N€¥$to submit its claims and get paid.

1. Urinalysis
2. Blood count; and
3. Pap test

HIV and Sexually Transmitted Diseases

Providers are allowed tsecreen a total of any combination of six (6) HIV or sexually transmitted
infections per beneficiary per 365 days. Screening for HIV and sexually transmitted infections can
be performed during theannual exarmation or during any of the six (6) intperiodic visits
allowed under the program, when annual examhas been in paid history. (CPT Codeseih

font are used by NCSLPH F# Medicaidalso known as MAFDN or BeSmart)
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HIV Screening
Miscellaneous
87789
86701
86702
86703
87389
87390
87539

Chlamydia
86631 87490
86632 87491
87110 87492
87270 87810
87320

Gonorrhea
87590 87592
87591 87850

87391
87534
87535
87536
87537
87538

Syphilis General ST

86592 Screening

86593 87081
87210

Herpes

86694 87274

86695 87528

86696 87529

87207 87530

87273

Treponema
86780 87285

Papillomavirus
87623
87624
87625

ICD10 Diagnosis Codes for Clinical Laboratory Submission forms for BeSmart Program

TESTS

ICB10

STD

Z11.3Encounter for screening fd
infections with a predominantly
sexual mode of transmissiq
(excludes HPV and HIV)
Z30.09Encounter for other generg
counseling and advice g
contraception

HIV

Z11.4Encounter for screening HI\
Z30.09Encounter for other generg
counseling and advice 0
contraception

Pap Test
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1 Physician or Advanced Practice Practitioners are allowed one Pap test procedure
per 365 calendar days in conjunction with an annual examination.

1 The Annual Exam Dais requiredon all claims for Pap tests.

1 Ifyouare unable to obtain a Pap specimen at the time of the preventive visit (i.e.
client is on menses), and they return within the allowaBedaytimeframe, you
may bill for the Pap (with the appropriate code) and the handling fee (99000).

1 If they return br the Pap after 30 days has passgal) may bill the handling fee
99000 only EP Medicaidvill not cover the Bptest after 30 days)

Collection of Pap Tes
1 Pap test CPT codes should not be used to bill collection of a specimen.

1 Collectionof the Pap tests includedn the reimbursement for officeisits,and
no separate fee is allowed.

1 Physician or Advanced Practice Practitioners who do not perform the lab test
should not bill the Pap tests.

1 Only the Physician or Advanced PracticecBtianer whoperformsthe lab test
should bill the Pap test codes.

1 Repeat Pap Test for Insufficient Cells

1 One repeat Pap test is allowed due to insufficient cells.
a. Physician or Advanced Practice Practitioners shall perform the repeat Pap
test within 180 calendar days of the first Pap test.

b. Physician or Advanced Practice Practitioners shall include the1GiGM
diagnosis R87.615 as tleecondary diagnosis on the gpopriate claim.

4. HIV and Sexually Transmitted Infections Screenings
1 Physician or Advanced Practice Practitioners can screen a total of any
combination of six (6) HIV or sexually transmitted infections per beneficiary per
365 days.

1 Screening for HIV and sexually transmitted infections can be performed during
the annual eamination or during any of the six (6) intperiodic visits allowed
under theprogram,when an annual exam has been in paid history.

HIV Screening
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i This isa recommended screening and shoblel completedas necessary and
appropriate

1 Physician or Advanced Practice Practitioners must includé€aba 0-CM
Diagnosis Z11.4s the secondary diagnosis on the appropriate claim.

1 Physician or Advanced Practice Practitioners must include the Annual Exam
Date on all claims submitted fé&P Medcaid(also known as MAFDN or
BeSmartkervices.

o The AED is the date of the annual examination.

STI Screening
1 A total of no more than six (6) STI screenings per 365atayalso covered
under theFP Medicaidalso known as MAFDN or BeSmart)gram
performed in conjunction with an annual examination or after an annual
exam has been in paid history.

1 Physician or Advanced Practice Practitioners must include the AED on all
claims submitted foFP Medicaidalsoknown as MAFDN or BeSmart)
services. The AED is the date of the annual examination

5. Previous guidance was to see a Family Planning client requesting STD services in
STD/Adult Health instead of in Family Planning, especially if the client was using the
Depoinjection for contraception.

a. However, since updateBP Medicaidalso known as MAFDN or BeSmart)
guidance states that agencies may opt to bill 96372 instead of 99211 for Depo
injections without depleting one of the six intperiodic visits, there is nlonger
significant concern about depleting inteeriodic visits by seeing these clients in
Family Planning for STI testing/treatment.

6. ! ASYyOASa akKlftf AyO2N1lLIRN}XYGS (G4KS /5k{¢5 LINEA3
annual/preventive visit via the FamilyaRhing Health History Form (DHHS 4060F and
DHHS 4060M).
a. At a problem/interperiodic visit, agencies only need to ask the CD/STD
LINEIANF YQ& aONBSyAy3d ljdzSadrazya a AyRAOL
i. For example, if a client presents with a vaginal discharge at a
problem/inter-periodic visit,
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ii. the provider may ask screening questionsraicated anddoes not
necessarily need to ask all STD screening questions on the DHHS
4060F/4060M forms.
7. No STI services covered under 10A NCAC 41A.0204(a) provided to a FP client should be
billed to that client. Medicaid and thirtldF NI & LI @ SNE O06AGK Of ASydcC
billed, but not the client.

10A NCAC 41A .0204 CONTROL MEASSEKBALLY TRANSMITTED DISEASES: (a)

Local health departments shall provide diagnosis, testing, treatmelweaip, and

preventive services for syphilis, gonorrhea, chlamydia, nongonococcal urethritis,

mucopurulent cervicitis, chancroid, lymphogranuloma venereum, and granuloma

inguinale. These services shall be provided upon request and at no charge to ihe clie
a) One exception is diagnosis of and treatment for genital warts, which may be
billed either totraditional Medicaidthird partyinsurance, or to the client via the
Sliding Fee Scale

8. Consultation for Sterilization

a. Male and female beneficiaries with FP Medicaid are eligible for sterilization
procedures. Refer to Clinical Policy-3,ESterilization Procedures on the NC
Medicaid website ahttps://medicaid.ncdhhs.govfor requirements related to
sterilization procedures.

b. Once a beneficiary with FP Medicaid has had a permanent sterilization procedure
and the necessary posurgical followup has occurred, the beneficiary is no
longer eligible for FP Medicaid program servidethe beneficiary has no need for
family planning services, but requires further medical care, the provider shall refer
the beneficiary to the local department of social services, health department,
federally qualified health center (community health cent or rural health clinic
in their county. If one of the above primary care providers is not available in the
county where the beneficiary resides, they may seek services in nearby or
surrounding counties.

c. NCHC shall not cover sterilizatiprocedures.

9. Miscellaneous Billing Instructions
a. Inter-periodic & Nonrbiodegradable drug delivery Implant (i.e. Implantable
Devices):
I. Physician or Advanced Practice Practitiosieall notbill a separate inter
periodic office visit code when billing f@PT codes 11981 (Insertion),
11982 (removal), 11983 (insertion & removal);
ii. anoffice visitcomponentis includedn the reimbursement foFP
Medicaid(also known as MAFDN or BeSmasdheficiaries.
iii. Youmay alsdbe reimbursedor the device using the appropriate HCPCS
code.
b. Interperiodic & Diaphragm fitting:
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i. Physician or Advanced Practice Practitiosieall notbill a separate inter
periodic office visit code when billing for CPT code 57170 (Diaphragm
fitting); anoffice vist componentis includedn the reimbursement foFP
Medicaid(also known as MAFDN or BeSmasdheficiaries.
c. Providers may bill (bottraditional Medicaid- Yy IRP Medicaidé CI YAt & tf | yy
Medicaid) for both insertion/removal of an intrauterine device or contraceptive
implant and an E/M office visit if there is a separate, identifiable issue that would
warrant an office visit.
I. The office visit is billed with a 25 modifiend the ICELO diagnosis must
support the reason for billing the additional office visit with an additional
diagnosis other than contraceptive insertion.
i. . SYSTAOAI NA S &P M2@icai8 NSRBE dzg RE®J 8t A3A06E S
planning services as descthinDHED a -7 @ldical Coverageolicy and
are not eligible for any other Medicaid program.

d. Annual exam & Nohiodegradable drug delivery Implant (i.e. Implantable
Devices):

I. Physician or Advanced Practice Practitioreznsbe reimbursedfor
insertion,removal, and removal with reinsertion ohplantabledevice in
addition to the annual exam.

ii. Youmay alsde reimbursedor the device using the appropriate HCPCS
code.

e. Annual exam & Diaphragm: Physician or Advanced Practice Practitieasts
only bill the appropriate annual examinaticanddiaphragm fittingprocedure
codes.

f. Annual exam & IUD: Physician or Advanced Practice Practitionesssaly bill
the appropriate annual examinatigrmand IUD insertion procedure codes.

I. Youmay alsdoe reimbursedor the device using the appropriate HCPCS
code.

g. If aPhysician or Advanced Practice Practitioner discovers that a beneficiary is
pregnant, a referral to the local Department of Social Services (DSS) for
enrollment in the Medicaid for Pregnant Women (M program should be
madefor FP Medicaidalso known as MAFDN or BeSmart)gram
beneficiaries.

h. Toease the transition to th&P Medicaidalso known as MAFDN or BeSmart)
program, prevent duplication of services and minimize the burden for Medicaid
beneficiariesNCDHBIs now allowingoeneficiariesi NI Yy A A G A 2P Ay 3 G2

CBGD PHNPDU 012020, v15 109



Medicaid LINPRINI Y FNRY 20KSNJ aSRAOI AR LINR3INJ

annual, physical or postpann exams received under these programs to meet
the FP Medicaidalso known as MAFDN or BeSmarthual exam requirement.

i. To meet the comprehensive annual or physical exam requirentbat
beneficiary is allowed one of the three options below:

ii. Receive the MPW postpartum exam in the 365 daysr to enroliment
as the required comprehensive annual or physical examn;
i.  Receive theraditional Medicaidcomprehensive annual or
physical exam in the 365 dagsor to enroliment;or,
ii. Receive the comprehensive annual or physical exam unddffhe
Medicaidalso known as MAFDN or BeSmarf)gramprior to
receiving othef=P Medicaigervices.

1 The list of proedure codes that meet the comprehensive annual or
physical exam requirement under tld® Medicaidalso known as
MAFDN or BeSmarnprogram now contains procedure codes that include
the postpartum exam
o 59400, 59410, 59430, 59510, and 59515
o After MPW eligibty has ended you much useraaddition-to-the
comprehensive annual or physical exam codes: 99383, 99384,
99385, 99386, 99387, 99393, 99394, 99395, 99396, and 99397.

1 Pleasereferto-the Febryary2016-Medicaid Buletin—page-16 for
additionalnformation.
https/rcDHB-s3-amazonaws-comis3fs
public/documentsifiles/Medicaid Bulletin—2016 02 pdf

i. An ICBL0O-CM diagnosis related to family planning services must be the primary
diagnosis on the claim fornThe Division of Public Health has confirmed that all
of the following ICELO codes are active/paying in NCTracks:

i.  Z30.015 Encounter for initial preigption of vaginal ring hormonal
contraceptive

ii.  Z30.016 Encounter for initial prescription of transdermal patch
hormonal contraceptive device

ili.  Z30.017 Encounter for initial prescription of implantable subdermal
contraceptive

iv.  Z30.44 Encounter for survaitice of vaginal ring hormonal
contraceptive device

v. Z30.45 Encounter for surveillance of transdermal patch hormonal
contraceptive device
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vi.  Z30.46 Encounter for surveillance of implantable subdermal
contraceptive

vii.  Z01.411¢ encounter for gynecological exanaition (general)
(routing) with abnormal findings

viii.  Z01.41% encounter for gynecological examination (general)
(routing) without abnormal findings

12.North Carolina Health Choice & Family Planning Programs
a. If a Health Choice exais providedin FP and a method is provided, LHDs will need
to add the FP modifier in the first modifier field (to match the FP CPT and diagnosis
codes)
i. Please contaggour CH or PHNPDU Nursing Consultants with questions
related to this combined service.

b. If a Health Check em is providedin FP and a method is provided, LHDs will need to
add the FP modifier in the first modifier field (to match the FP CPT and diagnosis
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codes) AND the EP modifier in the second modifier field (to match the Health Check
CPT and diagnosis codes).
i. Please contet your CH or PHNPDU Nursing Consultants with questions
related to thiscombined service
c. If you bill other thirdparty payersi,t is recommended that you contact them
individually for guidance on use of the FP modifier.

d. [MAFDN P MedicaidrFamily Planning Medicaid]
i.  Effective April 1, 2018,

ii.  When performing a wet mount screening, providers serving Family Planning
Medicaid (MAFDN) beneficiaries shall bill procedure code 87210 (smear,
primary source with interpretation; wet mount for infeotis agents [e.g.,
saline, India ink, KOH preps]).

iii.  If both saline and potassium hydroxide (KOH) methods are needed, two units
may be billed.

iv.  Wet mount screenings may be performed during the annual exam or during
any of the six inteperiodic visits alloved per 365 days under Family
Planning Medicaid, when a sexually transmitted screening is required.

v. Line items submitted with a service date on or after April 1, 2018, for MAFDN
eligible beneficiaries, with Procedure code Q0111 (wet mounts, including
preparations of vaginal, cervical or skin specimens) will be denied.

vi.  The above guidance is from p. 4 of the February 2018 Medicaid Bulletin:
https://files.nc.gov/indHBdocuments/Providers/Bulletins/Medicaid Bulleti
n_2018 01.pdf?uigTXM_ bpAJA7pZgK6P80SYeQUS0qD8M

FP Medicaicand Sterilization
1 Providers have been seeking clarification from N.C. Medicaid about sterilization and
MAFDNeligibility under theFP Medicaidalso known as MAFDN or BeSmart)gram.

1 The Centers for Medicare and Medicaid Services (CMS) notified N.C. Medicaid that it is
notl OOSLJilotS (G2 al ldzSadAazya NBfEIFGSR G2 |
Medicaid application process.

1 Therefore, some beneficiaries will be approved F&Medicaid(also known as MAFDN
or BeSmartyvho have no need for family planning services.
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Though Department of Social Services (DSS) staff cannot ask beneficiaries questions
about sterilization status during the application process, provigeustdo so before
rendering services.

It is imperatve that providers determine if Medicaid beneficiaries need family planning
services prior to providing any other services under the program (e.g., annual or physical
exams)

Providers shalot bill Medicaid forany servicaendered undef~PMedicaid(also
known as MAFDN or BeSmduj a beneficiary who does not have family planning
needs.

Claims may be subject to audit to ensure proper billing.
For additional progranguidance please contacyour2 2 Y Sy Q & RNCSoF it th&

program website aEamily Planning Clinical Coverage Policy 1E
FP Medicai@@&A from June 20, 2018 (see appendix D)

If a patient with FP Medicai@lso known as MAFDN or BeSmddgs not have or no
longer has a need for family planning services (whether because he/she is sterilized or
for another reason), the provider should refer the patient to an appropriate safety net
provider, and should not bill FP Medicaid for services.
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Pharmacy(related to Family Planning)
1. 340b Drugs
a. In order to use 340B purchased stock, the client must meet the 340B patient
definition at each visit.
b. Although the following section is specific to FP and birth control methods,
the same methodology should be followed for all 340b drugs.

c. LHDs should follow the guidance below in billing Medicaid for
methods/devices.

e. LHDs that bill for IUDs, Implantable Devices, and Depo through the Family
Planning Clinic/PDP process must bill Medicaid the acquisition cost which
they paid for the method/device, and no dispensing fee is allowed.

f. LHDs that dispense andIdibr other Family Planning contraceptives through
the Family Planning Clinic/PDP process (LHDs that fill contraceptive
prescriptions only for clients seen in the health department Family Planning
Clinic) must bill Medicaid the acquisition cost which tpeyd for the
method/device and no dispensing fee is allowed.

g. N.C. Medicaid requires the UD modifier to be billed with the applicable

HCPCS code and NfoQroperly identify 340B drugs
i.  All non340B drugs are billed using the associated HCPC and NDC pair
without the UD modifier.

h. If pregnancy testing is done in NéHdmily Planning clinics (i.e. in General
Clinic), and if it is appropriate to offer Emergency Contraception with a
negativepregnancy test, then a Family Planning encounter must be opened
before prescribing/ dispensing/administering the Emergency Contraception
from 340B stock
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administeredvia-the-Famiidhning-clinicEmergency Contraception purchased via
the 340B Family Planning program may only be prescribed/dispensed/administered to
clients in the Family Planning clinic.

2. Administering medication from an outside source

a. is a practice we do not suppidbased on being able to assure medication
integrity.

b. If the health department chooses to engage in {iactice,they should have
policy and procedures in place and record the lot number and prescription
information from the bottle/syringe.

c. The above guidance is from p. 8 of the January 2018 Medicaid Bulletin
https://files.nc.gov/n®HBMedicaid_Bulletin_2018 01.pdf

For additional progranguidanceplease contacyour2 2 Y Sy Q & RNGSr vidit th&
program website aEamily Planning Clinical Coverage Policy 1E

Questions & AnswersClarificationfrom WHB regarding billing 340b for clients with
commercial insurance:
Q: If an agency has a client with commercial insurance, and the agency is not
contracted with that commercial insurance but bills for a device, and the
reimbursement is less than thed, what happens to the rest of the charge?
A:The agency may set two fees for Family Planning devices/medications:
1. The 340B/acquisition fee, which is also the fee billed to Medicaid. This is the
lower of the two allowable fees.
2. The usual andustomary fee. This is the higher of the two allowable fees.

FAQs related to above FP Billing Guidance 5/18/17:
1. Does this guidance only apply to local health departments, or does it also apply to
private providers and other clinics?
- The guidancapplies toall Medicaid billers not just to local health
departments.
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2. Does this guidance also apply to contraceptive implants?
1 Yes, the guidance sent on 5/18/17 pertains to how to bill for both do@®
implant procedures associated with annual exams and hperiodic visits.

1 Please read the sentences below to see how the first part of the guidance
(annual examsapplies to impants:

0 An appropriate modifier must be submitted with the annual exam
procedure code, indicating that the service rendered was a
separately identifiable service provided by the same provider on the
same day of service.

0 ¢KS LINEZARSNDAa RBpparnéihédettide2 y & K2 dzf |
rendered was a separately identifiable service provided by the same
provider on the same day of service.

o If during an annual exam, the beneficiary requests an IUD insertion
(CPT procedure code 58300), an IUD removal (€&3edure code
58301), insertion, notbiodegradable drug delivery implant (CPT
procedure code 11981), removal, nbiodegradable drug delivery
implant (CPT procedure code 11982), removal with reinsertion; non
biodegradable drug delivery implant (CPT pragedcode 11983), or
diaphragm or cervical cap fitting with instructions (CPT procedure code
57170) or during the annual visit the beneficiary decides to switch from
birth control pills to an IUD, the provider may bill for the annual exam
and CPT procedumde 58300, 58301, 57170, 11981, 11982 or 11983.

An appropriate modifier must be submitted with the annual exam
procedure NC Medicaid and Health Choice Family Planning Services
Clinical Coverage Policy No:-AEAmended Date: March 15, 2019
19B27 19 coddndicating that the service rendered was a separately
identifiable service provided by the same provider on the same day of
service. The providers documentation must support that the service
rendered was a separately identifiable service provided by thmeesa
provider on the same day of service.

If the only reason that the beneficiary is seen in the office is to request
an IUD insertion, an IUD removal), insertion, #modegradable drug
delivery implant removal, nobiodegradable drug delivery implant
removal with reinsertion, notbiodegradable drug delivery implant or
diaphragm or cervical cap fitting with instructions providers shall not
bill a separate inteperiodic office visit. An office visit component is
contained in the reimbursement for CPT prdoee codes 58300,
58301, 57170, 11981, 11982 and 11983. However, if during the same
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visit, services are rendered for a separately identifiable service
provided by the same provider on the same day of service, the provider
may bill for the intefperiodic vsit and CPT procedure code 58300,
58301, 57170, 11981, 11982 or 11983. The providers documentation
must support that the service rendered was a separately identifiable
service.

1 Please see below to see how the second part of the guidéinte -
periodic veits) applies to implants:
o If the only reason that the beneficiary is seen in the office is to
request an IUD/implant insertion (CPT procedure code 58300 or
11981) or an IUD/implant removal (CPT procedure code 58301or
11982 or 11983),

A providers should nobill a separate inteperiodic office
visit.

A An office visit component is included in the
reimbursement for CPT procedure codes 58300 and
58301, as well as procedure codes 11981, 11982 and
11983).

A However, if during the same visit, services are rendered
for a separately identifiable service provided by the same
provider on the same day of service, the provider may bill
for the inter-periodic visitandthe 1UD/implant insertion or
IUD/implant removal

T ¢KS LINRPODOARSNINA R20dzyYSydl GA2
the service rendered was a separately identifiable
service.
Does this guidance mean that Medicaid no longer pays for IUD and implant
devices?
1 Medicaid will continue to pay for IUD and implant a=s at both preventive
and interperiodic visits.

Whenwill DHBchange their Clinical Coverage Policy7lEamily Planning Services)
to reflect this newguidance?
f Updated AnswerThis guidance is found DHE) & NB PA &SR CI YA &
Services (1) Clinical Coverage policy dated 11/1/2018:
https://files.nc.gov/n®HBdocuments/files/1E7_1.pdf

Can agencies back bill based on thiglgnce?
1 No, agencies may not back bill. The guidance takes effect on 5/18/2017.

When our agency has tried to bill as per the guidance related to-peendic
visits, the claim has either denied, or the claim has gone through only to be
recoupedwithin a few weeks.
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T tftSFrasS O2ydl Ol @&2dz2NJ wS3aA2yIlf 22YSyQa
examples.

1 They can assist you with sending them TCNSs via pasgwotected
documents, so that the Division of Public Healtld DHBcanfurther
evaluate the issue

7. Can a Positive pregnancy test be billed in the maternal health clinic?
1 If the pregnancy test was performed in the FP clinic, but the result is positive,
then the visit may be converted to a Maternal Health visit for billing
purposes, providedgency policy/procedure/protocol supports this praetic

1 Although FPWFP Medicaiavill not pay for pregnancy testing services
provided in the MH clinic, all payor sources must be billed in the MH clinic
when the pregnancy test result is positive, iftiisi § KS F 3Sy 0é Qa LINJ
o In other words, an agency may not bill some positive pregnancy tests
under the FP program and others under the MH program based on
GKS Of ASyidQa LI} &2NJ a2dz2NOSo
o For selpay clients, positive pregnancy test visits billed in the MH
clinic must slide based on where the client falls on SFS

8. -
Answer#2
1 The agency renders and documents both the STI treatrbgr@n APP or
Physiciarand the contraceptive injection (Depo) services within the Family
Planning program.

$ The agency billEP Medicaidor these Family Planning serv&dacluding an
appropriate E&M code for the provider service and therapeutic injection
code for the Depofiapplicable.

Question Can LHDs bHP Medicaidrom the STD clinic?
Answer:
1 LHDprovidersmay billFP Medicaidrom the STD program. LHiDrses
(included ERRNS) cannot BiP Medicaidrom the STD program, since they
are not allowed to bill 99211 or T1002 k& Medicaid

1 The contraceptive method related diagnosis code should be listed first,
whether the agency billBP Medicaidhrough Family Planning or through STD
clinic. As per page 19 of the current policy
(https:/fiiles.nc.govin®OHBdocumentsffiles/IET yH PLIRF O X & ¢ KS  LJdzN.
theinterrLISNA2RAO @GAaArita Aa G2 S@FfdzrdS GKS
renew or change th contraceptive prescription, STI screening and treatment,
HIV screening and to provide additional opportunities for counseling as follow
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the visit toFP Medicaidhould therefoe render services as above.

1 ExamplePatient withFP Medicaids seen in STD clinic by réVel provider
for an interperiodic visit. In addition to rendering the appropriate STD clinic
services, the midevel provider also asks the patient if she ippawith her
Depo Provera contraception, if she has any questions about the method,
and/or if she desires to change methods. If the patient is happy with her
method and wants to continue it, the provider bills all covered and
appropriate services t&P Medcaid, with Z30.42 (encounter for surveillance
of injectable contraceptive) as the primary diagnosis code. If the patient
prefers to change methods, she may need a visit/encounter in the Family
Planning clinic, depending upon agency policy/protocol/cayad@iased on
NC Family Planning rulekthe client was due for her administration of Depo
during theSTDvisit, Family Plannin§40b stock cannot be administered in
the STD clinic. Agency may use43d0b stock or refer the client to the FP
clinic for rer Depo.

Question:If a client comes in for a FP service and receives immunizations, do you put a
FP modifier on immunizations if the client has Health Choice?
Answer:
1 No, you would not put the FP modifier on the immunization codes. S
o SeeDHBClinicalCoverage Policy 1E page 16.

1 Recommended billing guidance for NCHC visits in FP:
i. Bill the preventive or E&M visit code with the FP modifier.
a. If immunizations are provided during the visit use the
25 modifiersas the second modifier on the office visit.

ii. On the immunization administration code, 90471 or 90472, use the TJ
modifier but do not use a modifier on the actual immunization.

iii. If a contraceptive is provided use the FP and UD modifiers.

iv. Labs are being paéwith and without the FP modifier.
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Laboratory

T

An onsite or inrhouse laboratory is one where the LHD is the owner/responsible party
for the CLIA certificatélhe LHD may employ testeos contract themfrom some other
entity.

A reference lab is one where someoother thanthe LHD is the owner/responsible
party for the CLIA certificate.

A collectiononly site does not require a CLIA certificate.

Testsare categorizedanto waivedandnonwaived Nonwaived include$hysician or
Advanced Practice Practitionperformed microscopy procedur@PMB, moderate &
high complexity designations.

QWis usedor waivedtests, andyou only mustuse it ifyou have more than one way of
doing a test. If the only way to perform it is WAIVED, then do not put the QW.

Billing Scenarios:

f Scenario A:

3 Lab specimers collected

3 Lab performs test in house

3 LHDmay bill Medicaid or insurance for the test. If there is a balance remaining
after insurance, thé.HDbills client based on SFS. (w/ exceptiorsdfiabs)

3 If no Medicaid or insurane¢he LHDmay bill the client based on their charge for
the test and S&. The_HDmay not bill for collection (i.e. 36415) since this should
be includedn the LHDfee for the lab test

f Scenario B:

Lab specimers collected

Lab staff sends specimen to outside lab (including state lab)

Outsidelab bills Medicaidr third party insurance

For allself-payoutside lab bills thé.HDbased on negotiated/contracted rate. The

LHDmay then bill the client at their fee based on SiESluding 36415 for

venipuncture and 99000 for handling)

3 SLPHThe State Lab does notlithe LHDfor any lab tests they perform. SLPH
does bill Medicaid directly if applicable. ThidDmay billthe clientfor the lab test
and specimen collection, based on their charge on the SFS (w/ excep&dr of
labs).

3 Ifthe clientis considered to béndigent (0%pay): THeHDmay have an indigent
client clause with the outside lablhis meanshat the outside lab agrees to
perform the st and does not bill theHDor the client. Not all contracts include
this clause.We recommend the following:

3 Ensure that in their contract, they include a statement that if the insurance
does not pay (i.e. unmet deductible) that the lab bill the agency and not the
client.

Or

W (W (W W
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lab) and the agency would bill them on SFS.

9 Scenario C:

o If aclient has both inside and outside labs requiring a venipuncture (36415),
the agency may bill for the venipuncture

iii.  Modifiers with Labs

1 Valid billing with a modifier:

(0]

é
é

Modifier-59: Distinct Procedural Service, different site or orggstem for example,
multiple sources collected for screening culture GC (mod&i@)

Modifier 90: Specimen sent #referencelaboratory for processing.

Modifier-91: Repeat Clinical Diagnostic Lab test. Note: This modifier m&gnot
usedwhen tests are rerun to confirm initial results; due to testing problems with
specimens oequipment;or for any other reason whea normal, ortime,
reportable result is all that is requirede.g.Physician or Advanced Practice
Practitionerrequests tesbe repeatedon the same day. Modifier required do
indicate that it is not a duplicateilling (modifier-91)

Effective Jan.,12015 four new modifiers more effectively identiflistinct services thaare

typicallyconsiderednclusive to another servicéltilizing these modifiers will help with
more accurate coding that better describes the procedural encounter. Tineskfiers are
appropriate for NCCI procedute-procedure edits only

T

1

XE(Q Separate EncounteA service that is distinct because it occurred during a
separate encounter.

XS Separate StructureA service that is distinct becausevias performedon a
separate organ/structure.

XP¢ Separate PractitionelA service that is distinct becaugevas performed by a
different practitioner.

XUc¢ Unusual NorOverlapping Servic& he use of a servichadt is distinct because
it does not overlap usual components of the main service.

Use of these modifiers vs. modifier 59
i Do not use one ahese modifiers with modifier 59 on the same claim line.

1 According to CPT guidelinesodifier 59 should be usednlywhen no other descriptive
modifier explains why distinct procedural circumstances exist.

1 Therefore, these new modifiers should be used instead of modifier 59 to describe why a
service is distinct.

1 Medicaid will continue to accept modifier 59 whére X {ESPU} modifiers do not
accurately describe the encountddocumentation must supporiseof modifiers.
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Venipuncture/Specimen Collection

T

T

The physician or lab shall bill directly for lab fees.

The physician may bill, if the physician sends the lab work to an independeritd@; i
venipuncture collectio.

One collection fee is allowed for each beneficiary, regardless of the number of
specimens drawn.

When a series of specimens is required to complete a single test, the series is treated as
a single encounter.

CPT code 36416 may be used to bill for capilbloodcollection
0 However, it is not payable by Medicaid.
o0 Youshould include iryour fee/billing policy thatyou do not have to continue to
bill servicesthayou] y2 ¢ | NB Gy 2 (i 3 this lRigiCuNddessaryS NII A O €
denials.
o Since it isot a covered service for Medicaid, it could and should (if you are
billing to other insurers) be billed to the client

The amountyoubill the client for a CPT code for lab work dengour LHDshould
include everything it takes to provide that servisapplies, collection, processing, and
interpretation of results.
o Therefore youwould not chargean additional fee for a venipuncture if done
since that cost should be included in the total fee for the CPT code for the test.

Handling Fe

T

T

Use CPT code 99000 for Handling, transfer and/or conveyance of spdioometine
physican's officel(HD to another laboratory.

Medicaid does not reimburse férandlingand/or conveyance of specimen.

o0 Youmay bill this code but remember thatybu bill, youmust bill everyone for
the handlingfee, but youwill get denials from Medicaid.

0 Youshould include iryour fee/billing policy thatyou do not have to continue to
bill servicesthayoul y2 ¢ | NB ay 2 ( ¢ this lRigiSuNdsdessaryS NIJ A O €
denials.

o Since it is not a covered service for Medicaid, it could and should (if you are
billing to other insurers) be billed to the client.
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Pap Test Fe
1 If the client is selpay
o The reference lab bills the health department (based on negotiated rate) and the
health department bills the client using the appropriate CPT code and 90
modifier based on SFS.
o0 The reference lab could file a clawith the insurance company (if appropregt

Fern Test
1 The fern tesis usedior PROM (premature rupture of membranes) in a prenaliaint
by applying vaginal fluid to a slide and allowing it to dry.
o If placentalfluid ispresent then the fluid will dry in a pattern that looks like a
fern branch when examined under the microscope.

1 Currently counties that participate in the statieab's CLIA contract program should NOT
be performing the fern test because it is not on the test menu

1 CMS categorizes the fern test aPhysician or Advanced Practice Practitioner
performed microscopy procedure (PPMP) that banperformedif the lab has a CLIA
PPMP certificate, a certificate Stcreditation(CoA), or certificate of compliance (CoC)
but cannotbe performedif the lab has a CLIA certificate of waiver.

o Ifthe lab has a PPMP certificate onllaysician or Advanced Practice
Practitionercan perform the test, not &abtechor nurse.

1 CMS lists Q0114 as the only CPT code fofetretest in the list of approved PPMPs.

1 To bill or report for the fern test it is necessary to use HCPCS Q0114.
o AlthoughMedicaid does not reimburse this cogteuwould still bill Medicaid
and receive a denial and can then bill ttleent if they are aware that they may
be responsible for payment because it is a fomvered service.

Update- NCSLPH Requisition Forms
1 NPI numbers are now required on all NCSLPH requisition forms. Please see full memo at
the link below.
1 http://slph.ncpublichealth.com/doc/NREubmissionForme8-18-16.pdf

Newborn Screening Fee Increas
9 Inreference to the memo from the State Lab for Public Health, June 19, 2018, the fee
for Newborn Screenings has increased from $44.00 to $128.00.

1 Local health departments are not able to bill for this service,

o however,you may include a Medicaid ID miber on the requisition form so that
the lab may bill Medicaid directly.
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0 Local health departments should use program funds to caverMedicaid
clients.
1 For additional progranguidance please contacyour Regional NC State Lab for Public
Health Consltiant or visit the program website dtitps://slph.ncpublichealth.com/
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Medical Nutrition Therapy (MNT)
Clinical Coverage PolieDietary Evaluation & Counseling (MNT)

https://files.nc.gov/ncdma/documents/files/1-1- 0.pdf

1. Dietary evaluation and counseling providedgublic agencies, private agencies, clinics,
physician or medical diagnostic clinics, and physician offices shall be performed by:

T

T

Dietitiar/Nutritionist currently licensed by the N.C. Board of Dietetics/Nutrition
(provisional license is not acceptapl®R
a registered dietitiarcurrently registered with the Commissian Dietetic Registration
(registration eligibility is not acceptable).
It is the responsibility of thé A S A OA | Y Q agercyld WeaAfylinmwaitiid afl stadf &
qualificationsfori K SANJ adl F¥FQa LINPJAaAA2Yy 2F aSNBAOSC
A copy of this verification (current licensure or registration) shall be maintained by the
SASUAOAlIYQakbdz2NINRGAZYAA(lQa [3ASyOeo

a. (NOTE: Additional credentialing information to be included in June)2018

2. Dietary Evaluation and Counseling (Medical Nutrition Therapy)

T 2FFSNBE RANBOGAZ2Y YR 3JdzZARIFYyOS F2NJ aLISOAFTA
diagnosis and protocol.
o Individualized care plans provide for diseastated nutritional therapy and
counseling.
o Refer to Clinical Coverage Policy for specific diaggtsatare covered

a. Children through 20 Years of Age
Dietary evaluation and counselimgcovered for children through 20 years of age
receiving Medicaid and for children receiving NCHC ages 6 through 18 years
when there is a chronic, episodic, or acute condition for which nutrition therapy
is a critical component of medical management

b. Pregrant and Postpartum Women
Medicaid covers dietary evaluation and counseling for pregnant women when
the pregnancys threatenedby chronic, episodic, or acute conditions for which
nutrition therapy is a critical component of medical management, and for
pogpartum women who need follovwup for these conditions or who develop
such conditions early in the postpartum period.

c. Service Setting

Dietary evaluation and counseling sHadl providedas an individual, facto-face
encounter with the beneficiary ortheby STA OA I NE Q& OF NBG I 1 SN
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d. Service Limitations
a. The initial assessment and interventiorimited to four units of service per

date of service and cannot exceed four units per 270 calendar days by the
same or a differenDietician/Nutritionist

b. The reassessment and interventiaalimited to four units of service per
date of service and cannot exceed 20 units per 365 calendar days by the
same or a differenDietician/Nutritionist.

e. Medical Record Documentation
a. Medical record documentation shall be maintained for each beneficiary,
0KS YSRAOIf NBO2NRA 2 FPhysiigh oABWAREIA OA | NEB
Practice Practitionefor at least six (6) years, and shall include, at a
minimum:
I. The date of service.
ii. The presenting problem.
lii. A summary of the required nutrition serviceraponents.
iv. The signature of the qualified nutritionist providing the service.
V. tKS 0SYSTAOALI NE Q& LINRRy¥idiaNBr AddandeB 2 NJ 3
Practice Practitiond2d 2 NRSNJ F2NJ 0KS aSNIAOSO®
Billing Units
a. Dietician/Nutritionis(s) shall report the ppropriate code(s) used which
determines the billing unit(s).
i. CPT code 97802NT: initial assessment & intervention
il. Each 15 minutes of service equalsilling unit.
iii.  Service is limited to a maximum of 4 units per date of service.
iv.  Service cannot exceetunits per 270 calendar days.

b. CPT code 97804@NT: reassessment & intervention
i.  Each 15 minutes of service equalsilling unit.
ii.  Service is limited to a maximum of 4 units per date of service.
iii.  Service cannot exceed a maximum of 20 units per 365 calendar days.
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WIC Program

All individuals categorically eligible for the Women, Infants, and Children (WIC) Program shall
be referred to that program for routine nutrition education and food supplements.

Note: For agencies that also administer a WIC Program, the nutrition education contacts
required by that program shall be providedor to billing Medicaid for dietary evaluation and
counseling. Staff time utilized to provide a Medicagéimbursable nutrition service shall nbe
chargedto WIC program funds.

Dietitians/Nutritionists providing dietary evaluation and counseling are encouraged to refer
eligible clients to the Pregnancy Care Management (PCM) or CC4C programs as appropriate.
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Telemedicine & Telepsychiatry

T

1

1

T

Only the provider that provides the care or counseling for the client may bill for the

actual E&M or counseling visit.

The agency that facilitates the transaction between the client and thsitdf

LINE OARSNI Y& o0Afft (KS yday egabldssaihod®S Sé 2y OS
site providers mayarticipate in the care. Please read tb&iBClinical Policy-H

carefully prior to initiating this service. Special equipment and security is required.
Reference the Medicai€linical Policy

at https://files.nc.gov/incDHBdocuments/files/1-H.pdf

The list ofcodes that locahealth departments may bill as of this time are as follows

99201 99241
99202 99242
99203 99243
99204 99244
99205 99245
99211
99212
99213
99214
99215

Telemedicine Services provided by the local Health Department

o Distant location = where provider is located
o Originating location= where the client is located
0 Service site= 7@Public Health Clinic)

o Facility fee may not be billed by distant location (Medicaid/NCHC)
A May only be billed by originating site if eligible provider will be billing for
an approved service from the originating location
A Example: MESH unit is origimagisite. Nurse is facilitating the service with
the provider but is not an eligible provider for Telemedicine so may not bill
for any services provided on the same day as the Telemedicine service. No
billing for facility is allowed.

A Medicaid/NCHC doesot reimburse for a facility fee at any distant
location. CCP H, 4.2.1, a.

o Eligible providers include:
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o The following providers enrolled in the Medicaid or NCHC program who provide
this service may bill Medicaid or NCHC:
Telemedicine Professional Services
Nurse practitioners
Nurse midwives; and
t KEAAOAILIYyQa !aaradlyida

o Billable Codes:
o The following CPTrpcedure codes can be billed, as appropriate, by the eligible
providers noted in Subsections 6.1 and 6.2 for professional service:

0 E&M (New & Established): 99201 99202 99203 99204 99205 99211 99212 99213
99214 99215

o0 Consultation (New or Established)Z¥ 99242 99243 99244 99245

Local Use Codes

Please refer to memo and updates list regarding use of LU codes on the DPH/LHD website

under the Documentation and Coding header
http://publichealth.nc.gov/Ihd/docs/Discontinuation-LUCodeSe020118.pdf
http://publichealth.nc.gov/Ihd/docs/LU-CodesRevised2016Li610518.pdf
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Adult Health

1. Procedures and B codes
a. When providing grocedure youwill bill the procedure code alone (i.e.colposcopy).

b. If youare providing additional components and have the documentation to support
an office visit in addition to the procedure thatas peformed, thenyou can bill an
E' M code as appropriate andopend the-25 modifier to the B¥ code.

2. PreEmployment Physicals
a. LHDB may perform preemployment physicals provided they follow appropriate
clinical and billing guidelines.

b. The CPT code selected should best align with gpteta adult physical and must be
provided by &Physician or Advanced Practice Practitioner

c. AnERRN is not qualified to perform a physical ettt  O2 YYSNIOA £ RNA G S
licenseor for pre-employment withThe Department of Corrections (DOC)

d. TheLHDA & LISNX A G G SR { an agréee@éhtith ancomyénizaiionfaS S ¢ A Yy
is different from the fee charged tadividuals.
i. Youg2dz R adAftft F2ft2¢ aeé&2dz2NJ OKI NEHS A& @&
accept different levels of reimbursement.

3. Theadult annual health assessment

a. Is not covered when the medical criteria listedSaction 3.0 of the Clinical
Coverage Policiattps://files.nc.gov/ncDHBdocuments/files/1A-2.pdf are not
met.

b. The annual health assessment is not covered when the recipient has an illness or
specific health care need that resultsardefinitive medical diagnosis with
medical decisiomnmaking and the initiation of treatment, and when the policy
guidelines listed irsection 5.0 of the Clinical Coverage Poli@tow are not met:

c. Limitations

I. Medicaid beneficiaries 21 years of age andieolmay receive one annual
health assessment per 365 days.

il. The annual health assessment is not included in the legislataasi2
limit per year.

iii. Injectable medications and ancillary studies for laboratory and radiology
are the only CPT codes that aeparately billable when an annual health
assessment is billed.

iv. An annual health assessment and an office visit cannot be billed on the
same date of service.

v. See pagdlfor information related to more than one physical within a
365 day period.
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WISEWOMANBreast & Cervical Cancer Control Program (BCCCP)

If youhave any questions regarding BCCCP, please commacBCCCP/ VBEWOMANRRegional

Consultant

Dental Services

1 Guidance for Billing of Procedure Codes D0145 and D1206
o Clams that include procedure codes D0145 (Oral evaluation thieat under
three years of age and counseling with primary caregiver) and D1206 (Topical
application of fluoride varnish) mube billedin a particular order for both to
pay correctly.

o0 Procedure code D1206 mus¢ billedon the detail line before D0145.

A
A

A

NCTracks is designed to adjudicate one detail line at a time, beginning
with the first detail line on the claim and proceeding through the last.
NCTracks must verify that D1206 leen paidbefore D0145 cabe paid

for the same date of service.

Ensuringhat claimsare billedwith the procedure codes in this order will
expedite processing and payment.

If the claim is originally submitted to NCTracks with the procedure codes
in the wrong order and only D120§ paid the Physician or Advanced
Practice Pactitionermust submit a new claim for D0145 only
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Medicaid Specific Modifiers
Link to Modifiers:
https://publichealth.nc.gov/Ihd/docs/AC -NewsNotes-Vol2-Sept2019Modifiers.pdf

LocalHealth Department specific: (these aredifiers not program types)

1 EPmodifiers
o are usedor immunizations, preventive visits and other services under Health
Check.

1 FPmodifiers
0 are usedn Family Planning program type with Family Planning related services.

1 TJmodifiers
o are usedor immunizations, preventive visits and other servit@sHealth
Choice covered children.

o Do not use TJ modifier when billing Medicaid for Family Planning services
rendered to Health Choice covered children.

1 UDmodifiers
o Are used todentify any medicatiorsentraceptivegurchased with 340b pricing.

o N.C. Medicaid requires the UD modifier to be billed with the applicable HCPCS
code and ND®@ properly identify 340B drugs

o All non340B drugs are billed using the associated HCPQN&@ pair without
the UD modifier.

Additional Modifiers that maype used
1 Modifier -24 Complications of Pregnancy, Unrelated Issues

o If aclientdevelops complications of pregnancy or the provider treatsdient for
an unrelated problem, these visits are excluded from the maternity global package
and can be reported separately.

o Append modifier 24Jnrelated evaluation and management servicetliyy same
physician during the global periad all E/M services that address the pregnancy
complications or unrelated issues.

o Modifier 24 is needed to alert the carrier that the E/M service(s) is unrelated to
the global OB package
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Example:An establishedlientat 22-6 S S yeStaion is admitted to hospital

observation with prelerm labor. TheclientQa h . k D, lieii ébdeivationiamdS

performs a comprehensive history, exam, and MDM of moderate complexity. The next

day, the OB/GYketurns and determines thelienthas improved. Thelientis
RAAOKIFNHSR FNRY 20aSNBIFGA2y OIFINB 6AGK 2NRS
week.Note: this can be a service provided in the office and is not specifically related to
hospital sevices/care.

Remember:The global maternity package includes uncomplicated care. Because this
clientwas diagnosed with preerm labor and admitted to observation, this is not
uncomplicated care and, thus, it is separately reportable with the observation E/M
codes. Modifier 24 is needed to indicate these encounters are unrelated to the global
maternity package. Note- these services must be billed after the OB package code is
billed.

1 Modifier 25 - Significant, Separately Identifiable Evaluation and Management (E/M)
Service by the Same Physician on the Same Day of the Procedure or Other Service.

o Modifier 25 needs tde usedf a separately identifiabl&/M service by the same
Physician or Advanced Practice Practitiomeother qualified health care
professionals doneon the same day as a procedure or other service.

0 The physician may need to indicate that ttleentQad O2 Y RAGUA2Y NXBIj dzA NS |
above and beyond whas expectedor other services provided on the same day.

o The modifier 25 is attached to the E/M agchot the procedure code.
1 Modifier 51 - Multiple Procedures.

o0 Modifier 51 indicates several procedures were performed during the same
encounter, for the samelient, on the same date by the sarmRhysician or Advanced
Practice Practitioner

0 Medicaid will not determine the major procedure for tiéysician or Advanced
Practice Practitioner

o lItis thePhysician or Advanced Practice Practitidbér NB a Lt2igedtifytha f A § &
primary and secondary procedures correc¢thybe reimbursedappropiately.

o Code the primary procedure first and add 51 to tféanhd other subsequent
procedures.
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1 Modifiers 52 & 53 *NOTE: Modifiers with 58300:

o Use modifier52 (Failed Procedure) to denote that you attempiadertion,but the
procedure was incomplete due to anatomical facta@sgy(Stenosis) 053
(Discontinued Procedure) to indicate that you had to stop because of concerns for
clientwell-being .g.vasoevagal, severe pain)According to the 2016 LARC Quick
Coding Guide Supplement at
http://beyondthepill.ucsf.edu/sies/beyondthepill.ucsf.edu/files/LARC%20Quick%20
Coding%20Guide%20Supplement.pdf

1 Modifier 59- Modifier 59 Guidance from Centers for Medicare and Medicaid Services
(CMS)

Under certain circumstances, it may be necessary to indicate that a procedure or
service was distinct or independent from other remaluation and management
(E/M) services performed on the same day.

Modifier 59 is used to identify procedures/services, other than E/M services, that are
not normally reported together, but are appropte under the circumstances.
Documentation must support a different session, different procedure or service,
different site or organ system, separate incision/excision, separate lesion, or separate
injury (or area of injury in extensive injuries) not oraliy encountered or

performed on the same day by the same individual.

However, when another already established modifier is available it should be used

instead of modifier 59. Only if no more descriptive modifier is available and the use
of modifier 59best explains the circumstances, should modifier 59 be used.

Note: modifier 59 should not be appended to an E/M service. To report a separate
and distinct service with a neB/M service performed on the same day, see modifier

25.

X Series Modifiersnay be used in place of modifier 59 if appropriate.

1 Modifier 76 - Repeat Procedure by the Same Physician or other qualified health care
professional on the Same Day.

o Modifier 76 is appended to report that diagnostic procedure or service was

repeated by the samPhysician or Advanced Practice Practitioneithe same date
of service.
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o Modifier 76 is used to indicate that a repeat diagnostic procedure was medically
necessary and is not a duplicate billmfgghe original procedure done on the same
date of service.

1 Modifier 90 ¢ Reference Qutside) Laboratory.

o0 When laboratory procedureare performedby a party other than the treating or
reporting physician, the procedure should be identified ByRA Yy 3 G KS Y2 RA FA S
to the CPT code for the laboratory test.
A (e.g.LHDobtains sample but sends to outside laboratory for processimg;
this casethe 90modifier would be appended to the laboratory test)

1 Modifier 91 - Repeat Clinical Diagnostic Laboratory Tests.

o It may be necessary to repeat the same laboratory test on the same day to obtain
subsequent (multiple) test results.

0 Under these circumstances, the laboratory test performed can be identified by its
usual CPT code and the addition of modifit."

o Ths modifier may nobe usedwhen tests are repeated to confirm initial results; due
to testing problems with specimens or equipment; or for any other reason when a
normal, onetime, reportable result is all that is required.

o It may not be used when otleodes describe a series of test results (e.g. Fasting
and 2hour Postprandial Glucose.)

T ah. ¢ a2RAFASN]
o If you report or bill office visitavith a $0.00 chargéhat are associated with an OB
LI O1+F3S O2RS 2NJ h. 3f 206! tstarldhrdfodifiérSor 02 RS> d
these OB office visits.

T af{][¢€

a2RATASNI
o FRR a{]¢

Y2RAFASNI (2 Fftf adl a8 adzldld A SR ¢
1 X Modifiers

o Modifiers more effetively identifydistinct services thatre typicallyconsidered
inclusive to anotherservice
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o Utilizing these modifiers will help with more accurate coding that better describes
the procedural encounter.

o These modifiers are appropriate for NCCI procedorprocedure edits only
o Do not use one ahese modifiers with modifier 59 on the sarokim line.

o According to CPT guidelinesodifier 59 should be usednlywhen no other
descriptive modifieexplains why distinct procedural circumstances exist.

o Therefore, these new modifiers should be used instead of modifier 59 to describe
why a servie is distinct.

0 Medicaid will continue to accept modifier 59 when the X {ESPU} modifiers do not
accurately describe the encountddocumentation must supporseof modifiers

X series Modifiers may to be used in place of modifier 59 if appropriate.
1 XEcg Separate Encounter
0 A service that is distinct because it occurred during a separate encounter.

1 XS¢g Separate Structure
0 A service that is distinct becausenias performel on a separate
organ/structure.

1 XP¢ Separate Practitioner
0 A service that is distinct becaugavas performed by a different practitioner

1 XUc¢ Unusual NorOverlapping Service
0 The use of a service that is distinct because it doewetlap usual
components of the main service.

Pre-Operative Services an@onsultation Codes
1 Gonsult codes currently allowed and on the LHD fee schedule are 982245 and
99275.

1 The consultation visit codes cae usedd KSy | Y2 G KSNJ aLIK@aAOAl Yy 2N
42dz2NOS¢é¢ NBFSNBR | Of ASyid (2 G4KS [I5 aid2 SAG
problem or to determine whether to accept responsibility for ongoing management of
theclientQa Sy (oktheBardFaNsFOA TAO O2YyRAGAZ2Y 2NJ LINRO f ¢

o For example: Under new procedures supported by AAP and CCNC, DSS requires
an initial assessment (not necessarily a fullg?©) to assigning the child to
foster care.
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0 The assessment is meant to identify any issues tbaiiire immediate medical
attention such as uncontrolled asthma or significant behavioral health issues and
to link with needed resources such as CC4C or behavioral health.

o The LHD may or may not become the medical home for the child. DSS is engaging
LHDs across the state to provide these services to expedite transfer to foster
care.
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References:

1 Current CPTCDand HCPCS code books, which are updated annually, shoaicgiliable
to the appropriate staff.

1 DHBwebsite shoule reviewed regularljor monthly General Medicaid and Special
Bulletins as well as Clinical Policy Manuals and Billing Guidelittes:// DHBncdhhs.gov/

1 Contactyour program consultants or PHNPDU Nursing consultant for coding questions.

Contacts:

PHNPDWurse Consultants:

Lynn Conner: (336) 268300 lynn.conner@dhhs.nc.gov
Carolynn Hemri¢919)8010727 carolynn.hemric@dhhs.nc.gov
PamelaLangdon (919) 2186391 pamela.langdon@dhhs.nc.gov
Rhonda Wright (828) 289782 rhonda.wright@dhhs.nc.gov

LTAT Administrative Consultants:

Kathy Brooks: (336) 211678 kathy.brooks@dhhs.nc.gov
Brook Johnson: (919) 741133 brook.johnson@dhhs.nc.gov
Samantha Smith: (919) 3@129 samantha.smith@dhhs.nc.gov
Becky Webb: (919) 813160 Rebecca.webb@dhhs.nc.gov

Public Health Nursing ahProfessional Development Unit, Local Technical Assistance &
TrainingBranch

Susan Haynes Little, DNP, RN, PIBERACPH, CPHQ, CPM

ChiefPublic HealtiNurse,BranchHead

Office (919)2154471

Email: susan.little@dhhs.nc.gov

NCDPH Regional Nurse Consultant Directbityp://ncpublichealthnursing.org/phn_dirc.htm
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Appendices

Appendix AFlow Chart fot. HDBIlling byClientTypes
(Oral Contraceptive Pills, Patch, Ring and Emergéonnyraception)

Client Type:
Medicaid/ FP
Medicaid, or
Private
Insurance

Client Type:
Self-Pay

1)Clients seen at
H.D. get labs,
exams, scripts
and/or voucher for
OCPs, Patch, Ring
or EC

3) & 4) Pharmacy
(either inside or
outside pharmacy
contracted with H.D)
uses 340B stock and
bills client for method
based on SFS

2) Client
takes script to
pharmacy of
her choice to
be filled

1) H.D. bills financial source for labs, exam, visit, etc. Qild8third party insurance or selpay on

sliding fee scale) using appropriate {0Dcodes with FP modifier.

2) Clients who have Medicaid andfitird-party insurance take prescription (h@oucher) to

pharmacy of their choice and that individual pharmacy willHiBthird party insurance directly

using theirOWNstock andNOTthe LHIR & onn. LIIZNOKF aSR Ay @Sy (2 NE ®
3) Self pay clienthat meet the340B patient definitiorwill receive their supply fromtheHmMa o n n.
purchased inventory and will pay thaiDbased on their sliding fee scdl8F$percentage (%).
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Appendix BFlow Chart fot HDBIlling byClientTypes
(Depo, IUDs: Mirena/Paragard and Implants:)

Patient Type:
Patient Type:

SelfPay

Medicaid/FPW or

Private Insurance

1) Patients seen at H.D.
get labs, examgisit for
Depq IUCs
(Mirena/ParaGard) and
Implant
(Implanon/Nexplanoh

2) H.D. bills DMA,
or private insurance
using the correct

codes andnodifiers (FP &
UD)and uses the 340B
purchased stock from
health department

3) Pharmacy (either inside
or outside pharmacy
contracted wih H.D.) uses
340B stock and H.D. bills
client for method based on
sliding fee scale.

1) H.D. bills financial source for labs, exam, visit, etc. Qild8third party insurance or selpay on
sliding fee scale) using appropriate {0Dcodes with FP modifier.

2) Clients who have Medicaid/FPW andtloird-party insurance receive method from H.D. 340B

purchased inventory and H.D. bills using FP and UD modifi&klBfno UD modifier fothird party
insurance).

3) Self pay clientwho meet the340B patient definitiorwill receive their supply fromtheHmMa o n n.
purchased inventory and will pay thedD based on their SE&egory.
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AppendixC Memorandum from Evelyn Foust re: STD services not billetietat

State of North Carolina Reply to:
" John P. Barkley
FOY COOPER Department of Justice Health & Public Assistance
AT TORNEY GENERAL . P. O. Box 629 Tel.: (919) 716-6864
RALEIGH Fax: (919) 716-6758
27602-0629
August 31, 2001

Ms. Evelyn Foust

HIV/STD Prevention and Care Branch
1902 Mail Service Center

Raleigh, NC 27699-1902 .

Re: . STD Services at No Charge to Patient
Dear Evelyn:

I5ANCAC 19A .0204 (a), requires that “diagnosis, testing, treatment, follow-up and preventive
services for syphilis, gonorrhea, chlamydia, nongonococcal urethritis, mucopurulent cervicitis,
chancroid, lymphogranuloma venereum, and granuloma inguinale ... be provided upon request and at
no charge to the patient.” The HIV/STD Prevention and Care Branch in DHHS has prepared a guidance
document on billing for STDs that states that screening or diagnostic testing services for all sexually
transmitted diseases (STDs) must be provided at no charge to the patient, even for patients who do not
have one of the STDs specifically identified in the Rule .0204(a). The Division of Medical Assistance
(DMA) asked how services for diagnosis and testing can be provided at no charge to the patient for
diseases other than those specified in Rule .0204(a)? )

When screening or diagnostic testing is done, it is not known which STDS will be found. It is
only after the screening or testing is done that the non-specified diseases are discovered. Therefore, the
screening or diagnostic testing still falls within the rubric of services provided at no charge to the patient
because they are designed to either diagnose or rule out both specified and unspecified STDs. However,
once a STD that is not specified in the rule, such as venereal warts, has been diagnosed, treatment and
follow-up services may be charged to the patient.

Sincerely,

v

John P. Barkley -
Assistant Attorney General

e Judy Owen O’Dowd
Steve Cline
Chris Hoke

This is an advisory letter. It has not been reviewed and approved in accordance with procedures
for issuing an attorney general's opinion.
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AppendixD: OPTIONS FOR BILLING PREGNANCY TEST CONUNSELING SERVICES

OPTIONS FOR BILLIRREGNANCY TEST COUNSELING SERVICES

Background:

The new Title X guidelines only allows Medical Doctors (MD), Doctor of Osteopathy (DO) or
AdvancedPractice Providers (APP) to provide pregnancy test options counseling in Title X
funded clinics. Per Title ¥quirements, Registered Nurses (RN) are no longer allowed to
provide pregnancy test options counseling in Title X fundemcs.

Guidance:
The following must be considered when billing pregnancy test options counseling services:

1. The Centers for Medicare and Medicaid Services (CMS), Evaluation and Management
Services Guide (August 2017) define the components of an E/M visdltolehistory,
examination and medical decision making. Exceptions to this rule is when visits consist
predominately (more than 50%) of counseling or coordination of care. In these cases,
time is used to bill the visit using either the E/M CPT code series or with Preventive
Counseling code series (994099404). For providers to bill higher than a 99214 fo
options counseling, the service needs to reflect the medical components and
complexity beyond the level of a 99211. Documentation must support the lodidd.

2. Local health departments have latitude in how they set up pregnancy testing services
outside d the Family Planning (FP) program.

Local Health Departments have two options for billing pregnancy test counseling:

Option 1:RNs will offer pregnancy testing services (history, pregnancy test results, pregnancy
options, referrals and resources per FRIdntle X requirements) under the FP program type.

If the patient requests pregnancy test options counseling, a provider will see the patient on
the same day as pregnancy testing or as soon as possible on a different day. The visit will be
billed using etier the appropriate counseling codes, E/M codes or be billed by time. The lab
can be billed but the RN can only report a $0 charge service for either a 99211 (no charge) or
a local vendor code (no charge) if billed on the same day as the provider. Laditl he
departments will need to work with their vendor to assure the 99211 reported by the RN is not
billed with the provider CPT code. For providers to bill a higher Evaluation and Management
Code other than a 99211 for pregnancy test options counselirggsénvice needs to reflect
medical components and complexity beyond the level of a 99211. Documentation must
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support the code billed. Charges must be subjected to the sliding fee scale, based on the
Of ASyiQa StAIAOAfAGE F2NJ RAAO2dzyiao

Option 2:RNswill provide pregnancy testing services (history, pregnancy test results, pregnancy
options and options counseling, referrals and resources) under the Other Services (OS) program
type (for more information on how to seip an OS program, contact your LTAdministrative
Consultant or your PHNDPU Nurse Consultant). RNs will provide the pregnancy testing services
per agency policy and will include pregnancy test options counseling. The visit will be billed using
a 99211 or per local agency policy. Title Xutagons will not apply. However, no agency may
refuse pregnancy testing services to a client due to her inability to pay for pregnancy testing.

Remember:If pregnancy testing occurs during a preventive (e.g. annual) or problem (e.g.
changing a contraptive method) visit in the FP clinic, then pregnancy testing services and
options counseling must conform to Title X guidelines and requirements.

Considerations:
Agencies should review their population/patient demographics to assure equitadddth
policies are in place for pregnancy testing services to include the following:

1. Population health indicators that may be affected by increased costs of or decreased
access to pregnancy test options counseling: teen pregnancy rate;esomimmics
of the county, accessibility and availability of health care services, infant morbidity
and mortality rates, early/late entry into prenatal care ratess.

2. Patient payer panel: percent of patients who are g&lf/, who have Medicaid
or have private insurance

3. Impact of agency policies on community/patientgolicy decisions should be
studied under a PDSA model to measim@act.

4. Datarelatedto percentageof patientswho will need options counselingand
potential revenue generated, if MD/DO/APP providesvces.

If you have questions related to coding and billing for pregnancy test services, please contact
your Public Health Nursing and Professional Development Unit Nurse Consultant
(https://publichealth.nc.qe/Ihd/).

If you have questions related to Title X program guidelines and requirements, please contact
@2dzNJ 2 2YSyQa | S| fHitgs:/ihdzNBuSichtah/dndzbrilaktyith 0
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References:

Medicare Learning Network (August 201Ealuation and Management Services
Guide. Department of Health and Human Service Centers for Medioar
Medicaid ServicesRetrieved from: https://www.cms.gov/Outreackand
Education/Medicard_earningNetwork-
MLN/MLNProducts/Downloads/evahgmt-servquidelCNO06764.pdf

b/ S5A@AaA2Y 2F tdzof A0 | S| (KFAQSenSg3Qa | SI £
19 Title X/Family Planning Rule Change Welifile X Family Planning Rule
Changes Frequently Asked Questions]. Retrieved from email sent by Mary
Rodgers to the wh.nurselistsbouces@lists.ncmail.net [Nursing
Director/Manager/Supervisor and Family Planning Nurse Coordinator].

~ ~

6FP Medicaid Cl YAf & tflyyAy3d aSRAOIAR
June 20, 2018WebinarQuestions

[ 2y 0FO0Y {KIFIKYSS | FANRBicGaidt SR YNE ¥ af VIS NBaaSRA
b2NIK /IFINREAYl S5AGAaA2Y 2F t d20o75688/ | SIf KX 22Y
shahnee.haire@dhhs.nc.gov

Question:Can you review specific labs covereadleanfamily planning?

Answer:[ 02N} G2NB A SNDA GBRlediCaBIdENTR f dzy REMIYYRY Ja a S
Program include:

a) Hematocrit or hemoglobin;

b) Urinalysis for sugar and protein;

¢) Papanicolaou tests (including repeat tests for insuffictefis);

d) Screening for Gonorrhea, Syphilis, Chlamydia, Herpes, Treponema, Papillomavirus,

Destruction, Benign or Primalignant lesion(s), General STI screening; and screening for HIV.

e) Pregnancy testing

Please note that urinalysis, blood count, and Pap tests may only be performed on the day of the
annual exam or up to 30 days after the annual exam. One repeat pap test may be performed
for insufficient cells within 180 calendar days of the first pap test.

Question:Are ER visits covered?
Answer:¢ K &P Medicaid CI YAt & tflyyAy3d aSRAOFAR t NRINIY
Emergency room or emergency department services.

Question:We are working with a local health department to increase the demand fotcss.
Do you have data that shows the percent of the county population that would qualifyHor
Medicaidservices?

CBGD PHNPDU 012020, v15 144


https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/eval-mgmt-serv-guide-ICN006764.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/eval-mgmt-serv-guide-ICN006764.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/eval-mgmt-serv-guide-ICN006764.pdf
mailto:wh.nurselists-bouces@lists.ncmail.net

Answer:For data questions related to this program, please contact
Shahnee.haire@dhhs.nc.gov directly.

Question:What kinds of servicean be offered to a 4earold or an 80yearold in Family

Planning?

Answer:6FP Medicaid Cl YAt & tflyyAy3a aSRAOFAR &ASNIAOSa
able to conceive and who are currently trying to delay or avoid pregnancy. No services are

indicated for patients who are not capable of achieving pregnancy (includirgearbld and

an80year2 f R F SYIFP Betlizaidl CR YAt & tflyyAy3d aSRAOFAR &l
any such services. However, am@garold male is still eligible to recélv 8 S NI A OFP (1 K NR dz3
Medicaic€ ®

Question:What does a provider say if a client was given Medicaid but cannot use it?
Answer:Individuals that are eligible fdfP Medicaidlue to income but are not clinically eligible

can be concerning to both parties. A script to assist health agencies on informing individuals,

GKFG GKS& I NB ERMedichif aiERAUAISA R KBSA Nd Ay I FAYLF A
published, pleas refer to the Division of Medical Assistance January 2018 Medicaid Bulletin for
provider guidance.

wDHBSterilization and Eligibility Guidelines Bulletin Link:
https://files.nc.gov/n®OHBMedicaid_Bulletin_2018 Q1
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Glossary

i

= =4

= =4 -4 -

340-B- a public/private partnership overseen by the Federal government to allow

medication purchasing at a reduced rdtederal-program-forpurehasing
drugsimedications-at-areducedrate
340B Patient Definitionhttps://www.340bpvp.com/resource-center/faqs/patient-
definition/
AED Annual Exam Date
AH Adult Health Program type typically used for adult preventive or sick care visits. An
adult preventive medicine health assessment consists of a comprehensive unclothed
physical examination, comprehensive health history, anticipatory guidance/risk factor
reduction interventions, and the ordering of gendand ageappropriate laboratory
and diagnostic procedures. SoindB use this program code for BCCCP and
WISEWOMANervices.
CH Child HealthPediatric primary care dtHB. Children may be treated f@aommon
illnesses, and their lorgerm health needs can be managed. Doctors will refer children
as necessary to specialists.
CPT Current Procedural Terminology; codes & descriptions for reporting/billing medical
services, procedures, supplies and matriaAccurate CPT coding provides an efficient
method of communicating medical services and procedures among health care
Physician or Advanced Practice Practitianérealth care facilities, arttlird-party
payers and enhances the health cdPlysician oAdvanced Practice Practitiorera
control of the reimbursement process.
DPH Division of Public Health
DSM Diabetes SelManagement
E/M- Evaluation & Management (CPT codes)
ER Modifier required onall mostMedicaid claims to identify servicesndered to
recipients under the age of 21t is not required for E&M visits.

The EP modifier muste includedon most of the components for the periodic and

inter-periodic visit types including:
immunization administration, (but not vaccine prodwcides)
vision,
hearing,
maternal postpartum depression screening
developmental screenings
autism screenings
screening for emotional/behavioral problems
screening for adolescent health risks
Other screeningelated services for adolescents (i.e., snmgkand tobacco
cessation counseling, alcohol and/or substance abuse structured screening
and brief intervention services)

=4 =4 -8 8 -8 -9 _-9_12_°
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EP is a required modifier for these Health Cheakndetails but not to be used with
laboratory services and vaccine productdOTE: See the HCPG for a list of all
components requiredn order to bill periodic or interperiodic services. Please be
sure to enter all reportable services when a Health Check visit occurs.
1 EP#Communicable Disease
1 ERRNEnhanced Role Registered Nurse
CHERRN: At the completion of the CHERRN progragisterednurses will be able
to independently:
o perform EPSDT (Health Check) screenings using AAP Bright Futures evidence
based recommendations as the clinical framework.
o Complete all components of a Health Check screening visit, focusing on the
comprehensive pediatric history and the complete physasslessment.
o identification of problems, assuring appropriate consultation, referral and/or
treatment of identified problems, along with documentationgapport quality
of care and billing requirements

STIERRN: At the completion of ti8INurseERRN progranRegistered Nurses will
be able toindependently

3 Perform and document a8Tlassessment.
3 ldentify and treat specifie®T$ by standardized protocols and standing orders.
3 Develop a working knowledge specimen collection and laboratory procedures
as they relate t&&Tlassessment and treatment.
3 ProvideSTlclienteducation, risk reduction counseling and folloyy for ST,
utilizing a clientcentered approach.
3 IntegrateSTIrisk assessment into thdientassessment process.
1 Flat Feea charge that does not slide. Often used for services provided in Adult
health and Other Services.
1 FR Family Planningprovisionof family planning services and supplies furnished
(directlyor under arrangements with others) to individuals of childbearing age
(including minors who can be considered to be sexually active) who are eligible under
the state plan and who desire such services and supplies
FP Medicaidalso known as MAFDN, BeSmart
HGC Health CheckThe Health Check program facilitates regular preventive medical care
and the diagnosis and treatment of any health problem found during a screening. There
is no separate enrollment in Health Check. If soneemreligible for Medicaid and is
under the age of 21, they automatically receive Health Check services. Together, Health
Check andEPSDprovide for the complete care of children and youth in Mezdd
1 Health ChoiceN.C. Health Choice for Children (NCHC) provides free exdsiv
health insurance for children and teens from age 6 through the end of the month of
their 19th birthday. The benefits covered by NCHC are equivalent to the benefits
coveredby the Medicaid program with four broad exception3NOoEPSDT2) No
longterm care;3) No noremergency medical transportation; and, Bgstricted
dental and orthodontic benefits.
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HCPCSHealthcare Common Procedure Coding System. It was established in 1978 as a
way to standardize identification of medical services, supplies and equipment.
ICD International Classification of Diseases
Inter-periodid/Periodic - The2016 HCB@efines Periodiand Interperiodic well visits as
follows:
Periodic Encounter for routine child health exam with abnormal findiggs
Z00.121 Encounter for routine child health exam without abnormal findings
Z00.129
Routine Interperiodic Encounter for other administrate examg 202.89

The N(Health ChecProgram recommends regular medical screening assessments (well
child visits) for beneficiaries as indicated in the following table. North Carolina
aSRAOFARQA LISNA2RAOAGE aOKSRatyined to have2 y f &
screening or assessment visits on a different schedule, the visits are still covered. While
frequency of visits is not a required element of reimbursement byH&&lth Checkthis
schedule of visits for eligible infants, children and adoénts is strongly recommended
to parents and health care providers.

Please Note: Completion of all elements of thealth Checkvell-child visit as

indicated for each age group in the periodicity scheduleggjuiredfor Medicaid

provider reimbursement.

LU Local- (codes) LU codes may be usedéport or bill services that are NOT billable
by a CPT or HCPCS code

MH- Maternal Heah/Obstetrics/Prenatal CareObstetrics is a branch of medical
science that deals with maternity care, including antepartum care, labor and delivery,
and postpartum care. Standards of care are published by the American College of
Obstetricians and Gyneca@sts (ACOG), Centers for Disease Control (CDC), and the
American College of Nurse Midwifery (ACNM) for the perinatal care of the mother.
MNT- Medical Nutrition Therapy

Modifiers- additionsto CPT codes to identify that something additional/different was
performed at the same time.

NC DHB/DHBNorth Carolina Division of Health Benefits (formerlyDigsion of

Medicd Assistancke

NCIP The North Carolina Immunization Program works in conjunction with the federal
vaccine supply program, called the Vaccines for Children (VFC) program, to provide
vaccines free of cost to health caPdysician or Advanced Practice Practitienacross

the state. Participating health caf@hysician or Advanced Practice Practitianetust
administer these vaccines according to NCIP guidelines.

NCTracksMedicaid Contractor. Processes and pays Medicaid claims.

NDC National Drug Code

OS Other Services; used tecord services not identified with another program type

PC Primary Care; may be used to record primary care services to Adults or Children.
PMH Pregnancy Medical Home

SFSSIliding Fee Scale; required by most programs
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1 STiSexually Transmitted Infeotis- diagnosis and treatment of sexually transmitted
diseases§T) provided in thd_HDsetting. Service includes medical history, diagnostic
examinations for sexually transmitted diseases, laboratory tests as medically indicated,
treatment as indicated, and referral as appropriate
TB SKIN TESTuberculin Skin Test
Title \-FederaF dzy RAy 3 F2NJ 22YSyQa g [/ KAt RNByQa | St
Title X Federal funding for Family Planning
VFC The Vaccines for Children (VFC) Program helps provide vaccines to children whose
parents or guardians may not be able to afford them. This helps ensuraltietildren
have a better chance of getting their recommended vaccinations on schedule. Vaccines
available through the VFC Program are those recommended by the Advisory Committee
on Immunization Practices (ACIP). These vaccines protect babies, yourgnclaifdi
adolescents from 16 diseases.
Funding for the VFC program is approved by the Office of Management and Budget
(OMB) and allocated through the Centers for Medicare & Medicaid Services (CMS) to
the Centers for Disease Control and Prevention (CDC).
CDC buys vaccines at a discount and distributes them to granteesstate health
departments and certain local and territorial public health agercieich in turn
distribute them at no charge to those private physicians' offices and public healttsclini
registered as VFBhysician or Advanced Practice Practitiaer
1 WIG TheSpecial Supplemental Nutrition Program for Women, Infants and Children

(WIQ is afederal assistancprogram of theFood and Nutrition ServiqENS) of the

United States Department of Agricultu(gSDA) for healthcare and nutrition of lew

income pregnant women, breastfdeng women, and infants and children under the age

of five.

E NN
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https://en.wikipedia.org/wiki/Federal_assistance
https://en.wikipedia.org/wiki/Food_and_Nutrition_Service
https://en.wikipedia.org/wiki/United_States_Department_of_Agriculture

Quick Links

General Information

Billing

OPATitle X Program Requirements April 2014

Standing Orders
www.ncpublichealthnursing.org

ICD Coding Resources
http://publichealth.nc.qgov/lhd/icd10/training.htm
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/ICD10QuickStartGuide20150

622.pdf
http://www.roadto10.org/

Child Health

HealthCheck Program Guide:
https://files.nc.gov/ncdma/documents/Providers/Programs_Services/EPSDT/HERkk
ProgramGuide201804-01.pdf

Immunization

Health Check Program Guide:
https://medicaid.ncdhhs.gov/providers/prograrrend-services/medical/wellnessisitsand
diagnostiecand-treatment-services
http://www.immunize.nc.govprovidergcoveragecriteria.htnttp://www.imm
unize.nc.gov/providers/index.htm

Sexually Transmittedinfections
STIClinical Coverage Policireatment in Local Health Department
http://epi.publichealth.nc.gov/cd/Ihds.html

Tuberculosis Contrdo& Treatment
Clinical Coverage Polichuberculosis Treatment in Local Health Department

Communicable Disease
http://epi.publichealth.nc.gov/cd/lhds.html

22YSyQa | St aK

Maternity/OB Billing

Clinical Coverage Poli@9bstetricslES

Clinical Coverage Policy Pregnancy Medical Hofaé 1
Clinical Coverage PolicyE¥ Fetal Surveillance
Clinical Coverag®olicy 1M2- Childbirth Education
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http://www.hhs.gov/opa/pdfs/ogc-cleared-final-april.pdf
http://www.ncpublichealthnursing.org/
http://publichealth.nc.gov/lhd/icd10/training.htm
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/ICD10QuickStartGuide20150622.pdf
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/ICD10QuickStartGuide20150622.pdf
http://www.roadto10.org/
https://files.nc.gov/ncdma/documents/Providers/Programs_Services/EPSDT/Health-Check-Program-Guide-2018-04-01.pdf
https://files.nc.gov/ncdma/documents/Providers/Programs_Services/EPSDT/Health-Check-Program-Guide-2018-04-01.pdf
https://medicaid.ncdhhs.gov/providers/programs-and-services/medical/wellness-visits-and-diagnostic-and-treatment-services
https://medicaid.ncdhhs.gov/providers/programs-and-services/medical/wellness-visits-and-diagnostic-and-treatment-services
https://files.nc.gov/ncdma/documents/files/1d2.pdf
http://epi.publichealth.nc.gov/cd/lhds.html

