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BiIg Manual Training

of today’s training on the NEW
g al is to Highlight some of the
ajor changes to our billing policies and
cedures.

se note this is NOT the entire manual

lease note some of the changes that have been
3 made may NOT be in this presentation.

= Please refer to the Provider Billing Manual for
a Complete explanation of the Billing Policies
and Procedures.
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cceptable Bill Submission
Formats
- Providers can email their claims or

to their billing representative, as long as their
ubmissions are encrypted via use of secure email.

cure Fax- Providers can send their claims or bills

our secure fax number. Please put Attention
illing Unit on the fax cover sheet. 302-622-4475

1l- Providers can mail their claims or bills to the
attention of the Data Unit at the Delaware

Department of Services for Children, Youth and
Their Families, 1825 Faulkland Road Wilmington,
DE 19805




ssion

1le Bill ¢

FOrmats

Acceptal

= In Person-Providers can bring bills to Murphy Cottage
located at the above mentioned address; It is the
expectation of the Billing Unit that providers may
either leave the bills with front desk staff in the
lobby of Murphy Cottage, or the provider can request
to have front desk staff call the billing representative
to the lobby. If the representative is available, she
will come and take the bills or claims from you in the
lobby. However, providers are NOT permitted to
bring the bills or the claims to the billing
representatives’ personal offices located at Murphy
Cottage. To ensure safety within the building,
visitors may not walk without escorts throughout the
building.




Formats

ct Submission- Providers can request to
ocessing access to our billing payment

1e (1) user is the primary billing person and the second person is
the back-up

= Both users must sign into the system at least once per month or

the account will be suspended for inactivity and eventually
deleted

= Complete three forms and one training



eening Claims and
qun”ed Information

ide you will find the required
MUST be in your bill, or

out this information your claim is not a
n” claim or bill and it will NOT be
essed for reimbursement.

o r bill or claim is “not clean” you will
receive a Return to Provider Letter explaining
what was missing and what you need to do to

resubmit using the Re-submission Form.



eening Claims and
qun”ed Information

box)
Name, Middle Name, and Last

11 Na

e)
orization Number
e Date(s)

s of Service

ost as specified in executed contract (not your
ind customary rates)

m Client Date of Birth (MM/DD/YYYY)

‘= Level of care (i.e., IOP, Behavioral Intervention-
formerly known as Wrap, Crisis)

= Billing Code
m Corresponding CPT code or Corresponding HCPCS codes



b

dtandard Billing Forms

= The following standardized billing forms
will not be sufficient evidence of service
delivery

= For all bills or claims submitted to DPBHS, it
is our expectation that the supporting clinical
documentation will be readily available upon
monitoring and/or site visit within 24 hours
of date of service pursuant to contractual
expectations and industry standards



T

tandard Billing Forms

ew slides you will find the
forms that we require.

ithout prior approval, the provider May
T use any other forms. Prior approval
st be obtained from the billing manager.

itionally, it MUST contain ALL the
requirements listed in the following forms.



Standard Billing Forms
Hling Summary Form

ary Form

t MUST accompany all monthly
bills from Routine Outpatient, Intensive

utpatient, and Behavioral Intervention (formerly
own as Wrap-Around Services) regardless of
mission type (i.e., paper submission, electronic
bmissions through direct entry into FACTS
vider Invoice module). It is the expectation
that all claims and bills submitted for processing
will have this Billing Summary Form. The billing
total on this form must equal the total on the
individual Client Billing/ Activity Forms.



vioral Intervention (formerly known as
o-Around) Services and Crisis programs
are not billing electronically.



r electronically.

ams as well as 1

viders that are not



Standard Billing Forms
yrarsportation and Translation
Jrovider Forms

and Translation Services Billing
sheets (for providers who
ation and Translation services

-

se forms should be used by all transportation
ranslation providers. Translation providers
st use the translation billing form and cover

t. Transportation providers must use the

K transportation billing form and cover sheet.

- * Please note: If your agency provides transportation in
conjunction with treatment services, there is a specific
location on the Client/Activity Form for mileage
reimbursement



Processing Claims

or bill has passed the screening as a
it is sent for processing. One of the
will happen:

4

Payment- The provider will be reimbursed for payment based
on contractual specifications.

Denial- The claim or bill is denied payment because it does not
eet program criteria and contractual specifications. Next, the
ovider will receive an exception report that details the
reason(s) why the claim was denied in whole or part. Itis the
provider’s responsibility to follow up with the required
information, fix any errors that may have resulted in the denial,
and resubmit the bill. The re-submitted bill must be re-
submitted using the re-submission form. The bill must be re-
submitted within the identified timely claim submission
guidelines.




e

Processing Claims

t- Only a portion of the bill can be paid.
ay : ot be made because the information
upplied indicates the claim or bill does not meet
ogram criteria or contractual specifications. Next, the
vider will receive an exception report that details
reason(s) why the claim was denied in whole or

t. The provider may need to follow up with the
ired information, fix any errors that may have
resulted in the denial, and resubmit the bill.

= (Example: If the agency submits their usual and
customary which may be out of line with what is stated
in the executed contract)



Processing Claims:
fion Reasons for Denial or
Jartial Payment

thorized

und date expired
e authorization gap
ate claim submission; previously paid

billed twice in the same day for the same client
otal amount billed

not authorized for that level of service

ot authorized for that level of service

Billed at incorrect rate per contract - only paid services at
contracted rate

@ Nota DPBHS client

= Nota DSCYF client
@ Transportation - client was not in treatment




Remittance Advice

ent has been submitted to our fiscal
e will send a Remittance Advice
to the provider’s billing representative.

is document will describe how much of the
submitted was paid, partially paid or denied.
e case of partial payment or denial, the RA
| be on the exception report. If your entire
bill was paid, without any exceptions, you will
receive a RA for the entire amount billed in
accordance to the executed contractual rates.



amely Claim Submission
. Requirements

ires that bills and claims MUST be
n 6 months of the original date
ery 30 calendar days). Bills and claims

nitted after this time frame will be denied.
ay include re-submitted claims.




oordination of Benefits/
mdary Claims Submission

pically the payer of last resort.

accordance with DPBHS policy #CS001 Service
ligibility if a youth is hospitalized this division
oes not function as a secondary payer for the
irpose of funding insurance co-payment for the
rivately insured, with the following exceptions
f a youth is hospitalized in a DPBHS designated
ychiatric hospital on a voluntary basis, or is
hospitalized on an emergency basis with DPBHS
authorization and the hospital is unsuccessful in
obtaining reimbursement for the private insurance, then

DPBHS may reimburse the Provider up to the allowable
contract rate for up to 72 hours.




Goordination of Benefits/

£ : e | - Vi : -~ I I < /,ffi ' h~',,/‘
pecondary Claims Submission

continued
= If a youth has both private insurance and Medicaid, the

private insurer is the primary fpayer and Medicaid is the
secondary payer. However, if the youth is treated by a
participating Medicaid provider, then the parent, legal

uardian or other legally liable individual is not responsible

or any co-pay amount and by federal regulation, private
providers may not bill payments for the amount. In such a
situation, Medicaid providers who have a contract with
DPBHS may be reimbursed up to the Medicaid rate in cases
pre-authorized by DPBHS. If the provider and Medicaid
recipient wish to utilize any applicable Medicaid Covera%e
to pay costs after the primary insurance has paid allowable
charges, the provider must obtain DPBHS authorization for
the service prior to the initiation of the service, in addition to
any other authorizations which may be required by other

payers.



oordination of Benefits/

continued
pay the difference between the

ance payment and the DPBHS

oviders cannot bill clients or their families for a
ered service or missed appointment (i.e., “no
show” billing) and cannot balance bill clients or
families.

= If the primary insurance carrier denies the claim as
a non-covered service, DPBHS may consider the
service for primary benefits.



LooYdination of Benefits/
pecondary Claims Submission

continued

= Please note, it is the provider’s responsibility to
obtain the primary insurance carrier’s
explanation of benefits (EOB) or the remittance
advice for services rendered to clients that have
other insurance coverage, in addition to
DPBHS. Providers must bill and obtain an
Explanation of Benefits (EOB) from any other
insurance or source of health care coverage
prior to billing DPBHS. The primary carriers’
EOB or remittance advice MUST accompany
any secondary claims submitted to DPBHS for
payment.



1

estubmitting Claims Vs.
Reconsideration

ve 6 months from the date of

ct and resubmit claims or bills
at received with a RTT letter and or an
ception report with the “required

rmation”. Thus, the provider is re-
bmitting a claim or bill with the information
require that was missing from the bill or
claim. A reconsideration is the process a
provider uses when he/she has a dispute with

the payment of a claim. Reconsideration is the
DPBHS billing appeal process.




mitting Claims Vs.
Reconsideration

claim originally denied because of
lon, incorrect coding, etc., that is
with the required information

deration- A request for the review of a claim that
er believes was paid incorrectly or denied

of processing errors. Please see the Appeal

1 detailed information for reconsideration

K process

= A resubmission must be on the re-submission form.



1

ider Glaim and or Bill Appeal
Process

e submitted within 30 days after the initial denial
eceived. The first step in disputing a claim
ment or decision is to contact your billing
resentative. Generally the billing

esentative can resolve the billing dispute

nin 5-7 business days.

= [If the provider is not satistied with the outcome
from the billing representative, they can follow the
appeal process using the Reconsideration Form.



Claim Inguiries

unit accepts telephone, written,
uiries from providers

s of communication are in compliance
HIPAA standards and maintain

e Claim Inquiry Form when requesting
nation in writing.



Jime Intervals

ded down to the nearest 15
ender services to a client from
that would be 1 hour and

lease note you must submit time in
r iIncrements

inutes is .25

utes is .50

= 45 minutes is .75

= 60 minutes is 1.0



HHhimg Monitoring and
PDocumentation

ors provider billing on an annual basis.

each claim or bill submitted for

ocumentation to verify the claim.

1 the progress note to include the
owing items for billing documentation (for clinical

tations, please refer to the treatment services

ns of the Provider Manual):

e service was provided
t Name
nbservice Type
Start time
End time
Number of units billed

s L ’BH




ing Monitoring and
Documentation

our program bills for mileage

for flex fund reimbursement, DPBHS
ntation will be in the client chart.

umentation for transportation

x fung
the service was prov
Name

Ice Type

ne
o] umber of units billed

3 # of miles traveled for this claim (includes start and arrival
location)

= Name of DPBHS representative who authorized/approved
flex fund expenditure




5111INg Monitoring and
Jocumentation

h individual client sub-service

laim. Each claim MUST have
ipport its existence on the

\ber of units billed to

It is also the expectation of DPBHS

. required documentation be in the

rt within 24 hours of the service




‘Monitoring and
Jocumentation

1t without proper

) claim cannot be verified; as a
1id for that claim must be

2 money paid for these
Overpayment. It does
act any other investigation relating to
cular claims identified, nor will it

't any resulting civil, criminal or

ative action undertaken.



Srogram Funded Billing
lonitoring

ler that is currently operating
unded or cost-reimbursable
ure to have supporting
entation for theservices you bill in your
imbursable /program funded contract.
uring an audit you should be able to
documentation that corresponds with
1'expense line in your contractual “budget
*form”, for each bill that was submitted to
" DPBHS for reimbursement.




rror Notification to

DPBHS
= If a provider realizes that they have submitted a bill
for payment in error, they must contact the Billing
Manager as soon as they have become aware. These
errors include incorrect units, dates, sub service or
clients etc. The provider is required to use the
Stibmitted in Error form.

@ The provider may also be required to return

Ilzayment to DPBIYIS for the claim or billing error.

he two payback options would be recoupment

through Future claims or through direct check made
payable to “The State of Delaware” and in the memo
line, the client’s initials and date of service that was
billed in error. For multiple errors and multiple dates
billed in error, a letter must accompany the check to
specify what the check covers (which clients, which

ates of service, etc.).

Provider




DiVision ol Prevention and Behavioral Health

, ~ Services

Silling Manual Training

oint Presentation will soon be on the Division

http:/ /www .kids
shtml#pbhRegMHS

ote the Revisec ing Manual and all standard
1 this presentation will be viewable and available
Y13 contract year, on the Division website at

http:/ /v
shtm

Billing

anager-Tyneisha Jabbar-Bey 302-633-2695 (p)
302-622-4475 (f)
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