KEYSTONE MERCY 121 KeystoneFIRST

Independent Licensee of the
Blue Cross and Blue Shield Association

A Program of Keystone First and Mercy Health Plan

November 13, 2009

EPSDT Program
Provider Frequently Asked Questions

Dear Provider,

On September 1, 2008, the Department of Public Welfare (DPW) issued updated EPSDT guidance
to providers (MA Bulletin 99-08-13). Keystone Mercy has adopted these updated EPSDT
requirements, as communicated in a notification letter sent to Keystone Mercy providers on April 24,
2009. The EPSDT section of our web site’s Provider Center (www.keystonemercy.com) has several
resources designed to assist you with understanding and adhering to the new DPW guidance..

Because some providers continue to bill EPSDT-related services incorrectly, this letter is being sent
as a reminder of how to properly bill for these services.

How should EPSDT services be billed?
- Use VV20.0, V20.1 or V20.2 as primary diagnosis code
- Use one of the individual age-appropriate procedure codes outlined on the most current EPSDT
Periodicity Schedule, as well as any other EPSDT related service, e.g., immunizations, etc.
- Use EPSDT Modifiers as appropriate:
= EP - Complete Screen
= 52 - Incomplete Screen
= 90 - Outpatient Lab
= Ul - Autism

If all associated EPSDT services have not been completed, how should the services be billed?
The claim should be billed as outlined above except that the EP modifier would not be billed on the
individual age-appropriate procedure code. The services that have not been successfully rendered
will be billed with a 52 modifier.

If an EPSDT service is completed at a later date, how should the service be billed?

The claim should be billed as outlined above (EP modifier would be billed on the individual age-
appropriate procedure code) and the services that were previously billed with a 52 modifier will be
rebilled (with the subsequent date without the 52 modifier).

Is procedure code S0302 still a valid code?
Effective July 1, 2009, S0302 is no longer a valid EPSDT code. Discontinue using S0302 for dates

of service after July 1, 2009.

Where can | find the updated Periodicity Schedule and Immunization Tables?
Detailed information is available online in the EPSDT section of the Provider Center at
www.keystonemercy.com.
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Can EPSDT services be billed electronically?
Yes, EPSDT services can be billed either electronically (837 format) or via hardcopy (CMS 1500 or
UB-04). Keystone Mercy’s EDI Payer ID number is 23284.

Paper claims should be sent to:
Claims Processing Department
Keystone Mercy Health Plan
PO Box 7115
London, KY 40742

As a reminder, several changes were made to the EPSDT program and were outlined in the April 24,
2009 letter. These include screens added to or deleted from the Periodicity Schedule, new Dental
Screening requirements and updated immunization tables. Again, all of this information is available
online in the EPSDT section of the Keystone Mercy Provider Center at www.keystonemercy.com.

Please contact your Provider Account Executive or Provider Services at 1-800-521-6007, if you have
questions. Thank you for your commitment to Keystone Mercy members and for your continued
participation in our network.

Sincerely,

WM\CHBM

William C. Morsell
Senior Vice President
Provider Network Management

Attachments:
Sample Paper CMS 1500 Claim Form
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MDCodeWizard.com

1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
PICA PICA

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER |1a. INSURED'S I.D. NUMBER (For Program in ltem 1)
CHAMPUS HEALTH PLAN BLK LUNG

(Medicare #)  (Medicaid #) % (Sponsor's SSN) (Member ID#)  (SSN or ID) (SSN) @) |(KMHP ID NUMBER) 99999999

2. PATIENT’'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)

. MM | DD | _ YY

Healthy Kid 07 01 2004 v X F SAME
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)
123 MAIN STREET Self  Spouse  Child Other
CITY 8. PATIENT STATUS

HEALTHYVILLE PA Single X Married Other

ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
Full-Time Part-Time

99999 (1999 )999 Employed  FullTme - PartTin ( )

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT’'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSUI?JIE’\I%’S DAD'BE OF BI$JH

YES NO ! | M

b. ?/IT\;I_‘ER IBSURED‘\;YDATE OF BIRTH b. AUTO ACCIDENT? PLACE (State) b. EMPLOYER’'S NAME OR SCHOOL NAME
|
1 | ‘ M YES NO \

I I
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME

YES NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

KEYSTONE M ERCY HEALTH PLA YES NO If yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'’S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.

PATIENT AND INSURED INFORMATION ——> CARRIER

SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HADAA%\ﬁME %%SlMlLAR ILLNESS. |16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
M YY Q | | YY MM | DD YY MM DD | YY
|

[ DD, INJURY (Accident) OR GIVE FIRST DATE | |
| | | FROM | | TO | |

! ! PREGNANCY (LMP) ‘ ! | | | |
17a. .

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE a 18 HOSP|TWA‘T|BB DA‘TE§$ELATED TO cu,max‘n BBRYICE§Y
17b. FROM ! ! TO ! !

19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

YES NO | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to Item 24E by Line) —\l' 22. gﬂgBECAlD RESUBMISSION

1 V202 3. )

ORIGINAL REF. NO.

23. PRIOR AUTHORIZATION NUMBER

2l . 4|
24. A. DATE(S) OF SERVICE B. . D.PROCEDURES, SERVICES, OR SUPPLIES E. F. G. . J.
From To PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS Dégs R RENDERING
MM DD YY MM DD YY SERVICE CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS . PROVIDER ID. #

LEGACY ID

07:01:09 | 07:01:09 |11 | | 99393 |EP: | 100i00 |

0701109 |07:01:09 11| | 99173 L 5000 |

07/01:09[07:01:09| 11| | 92551 L 50100 |

PHYSICIAN OR SUPPLIER INFORMATION

25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ;?FCCEP‘T IASSIGNI\{/}IEI;I)T? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
or govt. claims, see bacl

999999999 999999999 YES X NO $ 200 00 |s $ 1

|
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # (
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

SIGNED DATE a. : . | b.
NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08/05






