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ND MMIS NEMT PROFESSIONAL WEB PORTAL TRAINING

NORTH
LAURA HOLZWORTH, MEDICAL SERVICES DIVISION DGkO'I'G ‘ Health & Human Services

Be Legendary.



ND MMIS Web Portal Professional Claim Form
Submission Instructions

Go to
https://mmis.nd.gov/portals/wps/portal/EnterpriseHome
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Welcome Print| - 0O Provider Registration

To obtain a user id and password, Providers and Trading Partners must have an approved

Welcome to the North Dakota 5 : : : :
enrollment with North Dakota and have received their Provider or Trading Partner ID.

MMIS Web Portal.

ND MMIS has established a Register

scheduled maintenance window
for calendar year 2019 from
9:00PM to 4:00AM Central Time
on the 2nd Thursday of the
month with the following
exceptions: Jan 17, Apr 17, May
16, Nov 7, and Dec 19. During
the maintenance window, the

Mar 20, 2020
Skip Navigation | Contact Us | Help | Search

© FAQ

Log into the system based
£ Find a Healthcare Provider non vour ole-

© Benefits Overview

© Provider Enroliment > Bl Uoe
£ Report Fraud & Abuse

> Sign In - Providers



Mar 20, 2020

.2 North Dakota MMIS Web Portal

Skip Navigation | Contact Us | Help | Search

L
e

£ Enroliment

I ProviderLogin

areas of the portal, please

The Health Enterprise Portal is a state-of-the-art electronic health care administration )
© ProviderManuals system that givesp patients, doctors, pharmacists and other users easy, secure and :gag;ssl?ugr dentermg your User ID and
© FAQ efficient access to health care information. )
© Billing Manuals % User ID:
£ Messages & ‘
Announcements

* Password:

Forgot User Name or Password ?

[Loon ] s

Governor's Task Force on
Access to Affordable
Health Insurance.

ND MMIS has established
a scheduled maintenance
window for calendar year
2019 from 9:00PM to
4:00AM Central Time on
the 2nd Thursday of the
month with the following
exceptions: Jan 17, Apr
17, May 16, Nov 7, and
Dec 19. During the
maintenance window, the
system may not be
accessible.

> Provider Login
* Enter USER ID and Password
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i ;} North Dakota MMIS Web Portal
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Quick Links

m|

£ Trading Partner
Enrollment
£ Provider Manuals

Request

£ Provider Training
Registration

£ Provider FAQ

£) Messages &
Announcements

Print| -

£) Add Service Location

© provider Inquiry/Update

£ Provider Resources

Provider } EDI | Authorizations | My Account ! || FES
Create Claims

Manage Claims
Lol gL sl Create Templates
Manage Templates
Claim Status Inquiry
Payment Inquiry
1099 Inquiry
Pharmacy Claims

Create Institutional Claim
Create Dental Claim
Create Claim from Template

Create Claim from Processed
Claim

Travel/Lodging Claim
3 HCBS/DD Claim

4 ] YSTEM, SYSTEM 03/04
4 O] YSTEM, SYSTEM 02/12
1-3 0f 3

If you are unable to view PDFs, please download Adobe Reader. | = '

> Submit a Professional Claim

e Se
e Se
e Se

ect Claims tab
ect Create Claims

ect Create Professional Claim

Create Professional Claim
Print| Help - O

Mar 23, 2020

Skip Navigation | Contact Us | Help | Search | Log out

New Document for Online Viewing: FIy

New Document for Online Viewing: 8

New Document for Online Viewing: iy
— ]

gl ADOBE" READER®




New Professional Claim

*Required Field

Print | Help - O

Basic Claim Info

Other Claim Info

Provider Member Basic Claim Service Line Items

2 Isthis a void/replacement?
O Yes @ no

‘ Submitter Information

Submitter ID

> New Professional Claim

* |s this a void/replacement?
v' Defaults to "No.”

v' Select "Yes” only if you are replacing or voiding a previously

paid/processed claim.




New Professional Claim

Print | Help - O

| *Required Field

Basic Claim Info Other Claim Info

Providler Member Basic Claim Service Line Items

2| Is this a void/replacement?
@ Yes O No

Claim Resubmission Information

*Resubmission Type Code

Replacement
Void

*TCN to Void/Replace

Note: For Void/Replacement of a Paid Claim, prior claim data (if available) will populate once the user has
either a) tabbed out of the TCN field,or b) selected another field on this page.

> New Professional Claim

* |s this a void/replacement?

v Select "Yes” only if you are replacing or voiding a previously paid/

processed claim.

v' Select Resubmission Type Code — Replacement or Void
v Enter which TCN to Void/Replace — cannot void/replace a
previously TCN number ’



Print | Help - 0O

. *Required Field

Basic Claim Info Other Claim Info

Provider Member Basic Claim Service Line Items

2 Is this a void/replacement?

' =
O ves @ o

| Submitter Information

Submitter ID

Provider Information

Go to Other Claim Info to enter information for other providers.

Billing Provider

Note: Healthcare Providers are required to submit Mational Provider ID.

Medicaid Provider ID National Provider ID

> Medicaid Provider ID and National Provider ID will

be prepopulated
» Enter - Billing Provider Taxonomy Code
» Enter - Billing Provider Tax ID or SSN Number :



= Additional Billing Provider Information

*Entity Qualifier

I

*#0rg/Last Name

Currency Code

First Name

Address 2

v

*City

Zip and  Extension

Country Subdivision Code

> Additional Billing Provider Information

* REQUIRED

 Select - Entity Qualifier — non-person for NEMT commercial/group
and Human Service Zones providers. Person for NEMT individual

providers

* Enter - Org name or Last Name, First Name, Address, City, State and

Zip Code



9| Is the Billing Provider Address also the Pay-To Address?

J Yes @ Ng
Pay-To Address

*Address 1 Zip and Extension Country Subdivision Code

Address 2

> Is the Billing Provider also the Pay-To Address?

* Required - Defaults to “Yes”
 Pay-To Address is different, select “No”
v' Complete the Pay-To Address section with the Billing Provider
Address, City, State and Zip Code

10



2 Is the Billing Provider also the Rendering Provider?

O Yes @ o

Rendering (Performing) Provider

Medicaid Provider ID National Provider ID Taxonomy Code Location Number

> Is the Billing Provider also the Rendering Provider?

* Required - Default to "Yes" — individual NEMT providers

« Rendering (Performing) Provider is different select “No” — for NEMT
commercial/group and Human Service Zones providers — enter the
driver that performed the transportation

v Enter — Rendering (Performing) Provider Medicaid Provider ID
v Enter — Rendering (Performing) Provider NPI Number
v Enter — Rendering (Performing) Provider Taxonomy Code

1"



2 Is this service the result of a referral?

i Fan
®) ves () No

Referring Provider

Medicaid Provider ID National Provider ID

= Additional Referring Provider Information

*QOrg/Last Name First Name MI Suffix

> |Is this service the result of a referral?

« Defaults to “No” — Not applicable for NEMT providers
 If "Yes" - Referring Provider Medicaid Provider ID and NPI (National
Provider ID)

> Additional Referring Provider Information
» Org/Last Name and First Name
« Ml and Suffix — if applicable

12



Member Information

*Member ID

Property Cas

*Last Name First Name

ualty Number

> Member Information

REQUIRED

Enter - Member’s 9-digit ID number

Enter - Member's
Enter - Member's
Enter - Member's

Last Name
First Name

Date of Birth

v Use format: MM/DD/YYYY
Enter - Member's Gender

v" F = Female
v' M = Male

i

*Date of Birth

[

*Gender

b

SSN

13



= Member Address

*Address 1 Zip and  Extension Country

Address 2

oMember Address
* REQUIRED
« Enter - Member’s Address, City, State and Zip Code

Subdivision Code

14



Other Insurance Information

? *Does the member have other insurance?

> Not applicable to NEMT Providers — proceed to slide 29

> Does the member have other insurance?
* Yes or No

> If “NO” - member does not have other insurance - proceed to slide 29

> If “Yes” - member has other insurance- proceed to slide 16

15



Other Insurance Information

2| *Does the member have other insurance?

@ ves ) No

Note: Please go to thel Other Claim Info Tabyn the Coordination of Benefits Section.

> Other Insurance Information
« REQUIRED
 Does the member have other insurance?

+ Select "Yes”
 Click and complete the Other Claim Info Tab with the

Other Insurance information

16



Coordination of Benefits

Go to Basic Claim In

= Other Insurance ‘

Other Insurance

fo to enter basic claim information.

Sequence Number ~ Subscriber ID - Payer/Carrier ID + Payer/Insurance Org Name Payer Paid Amount

Mo Data

Add Other Insurance

> Coordination of Benefits

* REQUIRED

e Other Insurance
« Add Other Insurance

17



New Other Insurance Save | Reset | Cancel

= Other Subscriber

*Entity Qualifier *Subscriber ID First Name MI Suffix
W

SSN

» New Other Insurance
* REQUIRED
 Other Subscriber
 Entity Qualifier - Non-Person
» Subscriber ID — Member’s Primary Insurance ID number
 Last Name — Member’s Last Name

18



= Other Subscriber Information

*Relation to Individual

Employee

Life Partner
Organ Donor
Other Relationship
Self

Spouse

Unknown

Claim Filing Code
W

Group or Policy #

> Other Subscriber Information

 REQUIRED

 Relation to Individual

« Claim Filing Code

« Group or Policy number

Claim Filing Code

Automobile Medical

Blue Cross/Blue Shield

Champus

Commercial Insurance Co.

Dental Maint Org (DMQ)

Disability

Exclusive Provider Organization (EPO)
Federal Employee Program

Health Maint Org (HMQ) Medicare Risk
Health Maintenance Organization
Indemnity Insurance

Liability

Liability Medical

Medicaid

Medicare Part A

Medicare Pt B

Mutually Defined/Unknown

Other Federal Program

Other Non-Federal Programs

Point of Service (FOS)

Preferred Provider Qrganization (PPO)
Title V

Veteran Administration Plan

Workers' Compensation Health Clm "




Other Subscriber Information

*Relation to Individual Claim Filing Code

Group or Policy #

A

*Payer Responsibility Seq # Code

Insurance Type Code
W
MC 2nd - Disabled Bene 65 w LGHP

MC 2nd - No-Fault Auto is Primary

Payer Responsibility Eight
Payer Responsibility Eleven

MC 2nd End-5Stg Rnl Dis w Emp Grp HIt Payer Responsibility Five
MC 2nd Wrkg Agd Ben or Sps w Emp Grp HIt Payer Responsibility Four
MCare 2nd - Other Liability Ins Primary Payer Responsibility Nine
MCare 2nd Public Health Serv or Fed Agcy Payer Responsibility Seven
MCEi_re 2ndary Workers Comp Payer Responsibility Six
Medicare Secondary Black Lung Payer Responsibility Ten
Medicare Secondary Veteran's Admin Primary

Secondary

Tertiary

Unknown

> Other Subscriber Information

REQUIRED

Insurance Type Code

Payer Responsibility Seq # Code
Group or Plan Name

Group or Plan Name




*Release of Information Code

Informed Consent to Release Information
Yes, Provider has signed statement

» Other Insurance Coverage

* REQUIRED
« Release of Information Code
 Select appropriate value

Informed Consent to Release Medical Information for Conditions or Diagnoses
Regulated by Federal Statutes

Yes, Provider has a Signed Statement Permitting Release of Medical Billing
Data Related to a Claim

21




< Other Payer - Including Medicare A and B

*Payer/Carrier ID Qualifier *Payer/Carrier ID *Payer/Insurance Organization Name

> Other Payer - Including Medicare A and B

« Payer/Carrier ID Qualifier — Select Payer Identification
 Payer/Carrier ID — Insurance Payer/Carrier ID number
* Medicare and Medicare Advantage plans need to use

Payer/Carrier ID of 0000003302
* Payer/Insurance Organization Name — Insurance Name

22



= Additional Other Payer Information

*Address 1 *City State Zipand  Extension Country Subdivision Code

Address 2

Adjudication Date Authorization # Referral # Claim Control Number

Payer Claim Adjustment: ]

> Additional Other Payer Information
 Adjudication Date



$

= COB Monetary Amounts

Payer Paid Amount

Remaining Patient Liability Amount

(TPL Amount) §

Total Non-Covered Amount
$

» COB Monetary Amounts

» Payer Paid Amount

« Remaining Patient Liability
 Total Non-Covered Charge Amount

24



New Other Insurance Reset | Cancel

= Other Subscriber

*Entity Qualifier *Subscriber ID *Last Name First Name MI Suffix
W W

SSN

> New Other Insurance
* REQUIRED
 Scroll to the top of New Other Insurance section

»> SAVE



= QOther Insurance
Other Insurance Add Other Insurance

System successfully saved the Information,

Subscriber ID : Payer/Carrier ID : Payer/Insurance Org Name : Payer Paid Amount :

¥
Sequence Number

XXXXXXXX XXXXXXXX XXXXXXXXX

1-10f1

EED

> System successfully saved the Information
* Verify the Insurance was added
« Sequence Number
» Subscriber ID
» Payer/Carrier ID
* Payer/Insurance Org Name
* Repeat slides 17 — 25 if member has more than 1 payer 26




—| & Other Insurance

Other Insurance Add Other Insurance

System successfully saved the Information,

Subscriber ID : Payer/Carrier ID : Payer/Insurance Org Name : Payer Paid Amount :

Sequence Number *

1-10f1

Submit i Rese

> Save Claim

27




g [Tucional Cla

Basic Claim nfo Other Claim Info

|

> Navigate to the Basic Claim Info Tab



Claim Information

Go to Other Claim Info to include the following claim level information:
Specialized Line Information, Line Providers , Other Payer Service Line information, Test Result and Form Identification Information.

2 | *Is this claim accident related?

™ .-*"~.
) Yes ') No

Service Authorization # Referral #

» Claim Information
* Is this claim accident related?
v Yes or No - select No for NEMT providers
« Service Authorization # - if applicable — not applicable for
NEMT providers
« Referral # - if applicable - not applicable for NEMT
providers



= Claim Note

VI

*Type Code

Additional Information

Certification Narrative

Diagnosis Description

(Goals, Rehab Potential or Dsch Plans
Third Party Organization Notes

*Note

80  characters Remaining

> Claim Note

« Add any pertinent information

v Example Note: Proving the Timely Filing Limit Policy
Remittance Advice (RA) Date and TCN Number

30



Faxing in an Attachment

2| Does this claim have Attachments?
® ves O no

Claim Attachments

Add Attachment

Type Attachment * Delivery Method + Attachment Control #

No Data

> Does this claim have Attachments?

e Yes or No
v" Select Yes
v" Click Add Attachment

31



| New Attachment

Save | Reset | Cancel

\ *Type Attachment *Delivery Method Attachment Control #
| v
Admission Summary A
Allergies/Sensitive Document
iﬂg;lsaynaeegner?mwtmn Justification for Admission Parental or Enteral Cert Progess Report Support Data for Claim
Baseline Laboratory Results Pathology Report Prosthetics/Orthotic Certifica Symptoms Document
Benchmark Testing Results Medical Record Attachment Patient Med History Doc Radiology Films Treatment Diagnosis
Blanket test Results ;
. I Phot h Radiology Reports
Certification Models PR i
Certified Test Report Nursing Notes Physical Therapy Certificatic Recovery Plan
Chemical Analysis Objective Physical Exam Physical Therapy Notes ~ Referral Form
Chiropratic Justificaiton Operative Note Physician Order Renewable Oxy Content Avg Rpt
Consent Form ;
Continued Treatment Order and Treatment Document Physician Report Report of Tests and Analysis
Death Notificaiton Oxygen Content Average report Plan of Treatment Report Treatment Beyond Util
Dental Models Oxygen Therapy Certification ~ Prescription State School Immunization Record

Paramedical Results

Drug Administered > Type Atta C h m e nt

Drug Profile Document

Explanafion Of Benefis  Select the appropriate type of attachment

Funtional Goals ‘/ ] .

Health Certif . —

Hoalh Cinic Record Example: Discharge Summafy NEMT providers
il Accosement ) select Support Data for Claim

32



New Attachment | Save | Reset | Cancel
*Type Attachment *Delivery Method Attachment Control #

Vv hd

Available on Request

By Mail

E-mail
= ane () Iy‘

Facsimilie

File Transfer

> Delivery Method

e Select the Facsimilie
 Faxed documentation needs to have a SFN177 cover form
e SFN 177 link: https://www.nd.gov/eforms/Doc/sfn00177.pdf

> SAVE

» Claim Submitted Confirmation Page may be substituted for the SFN 177

33


https://www.nd.gov/eforms/Doc/sfn00177.pdf

MMIS ATTACHMENT COVER SHEET - SFN 177

[ MMIS ATTACHMENT COVER SHEET
ég ' DERARTMENT OF HEALTH AND HUMAN SERVICES
L MEL L. MEDICAL SERVICES DIVISION

T Lo SFM 17T (1-2025)

Complete this foem and include it as the cover sheet for all attachments or additional documentation besng submitted ko the
Marih Dakota Depariment of Health and Human Senvices Medicaid,

Providiar WP af Medicaid Mumber

> Required

Member Madicaid Number

T * Provider NPI or Medicaid Number
R - « Member Medicaid Number
R — __ + Type of Attachment — Select only one
7013280374 v" Claim - Transaction Control Number (TCN)
s Merstton S v" Service Authorization (SA) — SA Number
S o 28 154 v’ Referral — Referral Number
e v Other - Description
ke ;anfaﬂze-u«
o _
s _Ffaﬂ:::[;?ﬁﬂﬁd-i
Mail to:

Morth Dakota Depariment of Health and Human Services
MMIS Attachments
600 East Bivd Ave.
Bismarck, ND 58505
Telephone Number: 1-877-328-7048
34



Electronic Only in an e-Attachment

Claim Attachments

Add Attachment

Attachment Control # +

Type Attachment ~ Delivery Method

No Data

» Does this claim have Attachments?
* Yes or No
v' Select Yes
v" Click Add Attachment

35



| New Attachment

Save | Reset | Cancel

\ *Type Attachment *Delivery Method Attachment Control #
| v
Admission Summary A
Allergies/Sensitive Document
iﬂg;lsaynaeegner?mwtmn Justification for Admission Parental or Enteral Cert Progess Report Support Data for Claim
Baseline Laboratory Results Pathology Report Prosthetics/Orthotic Certifica Symptoms Document
Benchmark Testing Results Medical Record Attachment Patient Med History Doc Radiology Films Treatment Diagnosis
Blanket test Results ;
. I Phot h Radiology Reports
Certification Models PR i
Certified Test Report Nursing Notes Physical Therapy Certificatic Recovery Plan
Chemical Analysis Objective Physical Exam Physical Therapy Notes ~ Referral Form
Chiropratic Justificaiton Operative Note Physician Order Renewable Oxy Content Avg Rpt
Consent Form ;
Continued Treatment Order and Treatment Document Physician Report Report of Tests and Analysis
Death Notificaiton Oxygen Content Average report Plan of Treatment Report Treatment Beyond Util
Dental Models Oxygen Therapy Certification ~ Prescription State School Immunization Record

Paramedical Results

Drug Administered > Type Atta C h m e nt

Drug Profile Document

Explanafion Of Benefis  Select the appropriate type of attachment

Funtional Goals ‘/ i .

Health Certif . -

Hoalh Cinic Record Example: Discharge Summafy NEMT providers
il Accosement ) select Support Data for Claim

36



' New Attachment

Reset | Cancel

*Type Attachment *Delivery Method

v

Available on Request
By Mail

Electronic Only
acsimilie

File Transfer

> Delivery Method
 Select the Electronic Only

> Save

Attachment Control #

37



7 Does this claim have Attachments?
@ Yes O No

Claim Attachments

System successfully saved the Information.
Add Attachment
Type Attachment > Delivery Method - Attachment Control # =

Discharge Summary Electronic Only 2589

1-1of1

| Claim e-Attachments

Add e-Attachment

No Data

> Save - System successfully saved the Information

38



-7-: Does this claim have Attachments?
@ Yes C‘ No

Claim Attachments

System successfully saved the Information.

Add Attachment

Type Attachment Delivery Method Attachment Control # -

Discharge Summary Electronic Only 2589

1-1of1

Claim e-Attachments

Add e-Attachment

No Data

> Claim e-Attachments?
v Click Add Attachment

39



Claim e-Attachments

Add e-Attachment

Add e-Attachment
etl Delete|Cancel

* File Name

Browse. ..

* Description

> File Name

« Cannot be more than 55 characters
« Cannot have special characters: example !|@#$

> Select Browse
 Insert/select file that is saved to your computer

> Description
« Content of attachment: example Discharge Summary

»> SAVE

40



Add e-Attachment esetlDeIetelCancel

* File Name

TEST.pdf = Browse...

* Description
Discharge Summary

> File Name

« Cannot be more than 55 characters
« Cannot have special characters: example |@#$

> Select Browse
« Insert/select file that is saved to your computer

> Description
« Content of attachment: example Discharge Summary

> SAVE

41



2| Does this claim have Attachments?

@ Yes C No

stem successfully save nformation,
Type Attachment Delivery Method = Attachment Control # =

Discharge Summary Electronic Only 2589

1-10f1

Claim e-Attachments

Add e-Attachment

System 5uccessfull saved the Information.

04/12/2022 TEST.pdf Discharge Summary

> Save - System successfully saved the Information
» Claim Attachment and Claim e-Attachment must be completed

» Note: If resubmitting/adjusting a claim, all documents need to be attached again.

42



Claim Data

*Patient Account # *Place of Service *Assignment Code
V v
*Benefits Assignment Certification *Release of Information Code
v v

> Clalm Data

Patient Account #

 Place of Service — NEMT providers select Other Unlisted Facility
(99)

* Assignment Code — NEMT providers select Not Assighed

« Benefits Assignment Certification — NEMT providers select Not
Applicable

» Release of Information Code -NEMT provider select Informed
Consent to Release Information

43



Diagnosis Codes

Version #

*1. 2. 3. 4,

5. 6. Iy 8.

9. 10. 11. 12,

> Diagnosis Codes
* REQUIRED
 Defaults to ICD-10
* Principal Diagnosis Code — NEMT Diagnosis Code — Enter Z59.82 -
only the primary needs to be listed
v" Enter the Diagnosis Code for the Member's primary, secondary
condition ect.



New Line Item Save | Save & Add Other Svc Info/TPL | Reset | Cance
ace of Service

*Service Date Begin

| =

*Procedure Code odifiers

| | . . 3. s | |

*Line Item Charge Amount

4 1. , . are v

*nit Code

> New Line Item
* Service Date Begin and Service Date End - Use format: MM/DD/YYYY
* Place of Service -NEMT providers select Other Unlisted Facility (99)
* Procedure Code
* Procedure Description — NEMT provider — pickup address and drop off
address. Also, the facility where the medical appt was at.
« Modifiers — if applicable
* Line Item Charge Amount
» Diagnosis Pointers — Primary, Secondary ect. NEMT select Primary
« Unit Code and Units

45



= Service Authorization

Service Authorization # Referral #

> Service Authorization

« Service Authorization # - if applicable — not applicable for NEMT
providers

« Referral # - if applicable - not applicable for NEMT providers

= Additional Service Line Information

EPSDT Indicator: ] Family Planning Indicator: ]

Emergency Indicator: ] Co-pay Status:

v]

> Additional Service Line Information — not

applicable for NEMT providers
« EPSDT Indicator

« Family Planning Indicator

* Emergency Indicator

* Co-pay Status

46



New Line Item

Save & Add Other Svc Info/TPL | Reset | Cancel

*Service Date Begin Service Date End Place of Service
| =) [ | o v]
*Procedure Code Procedure Description Modifiers
| | | | 2| 3. 4. |
*Line ITtem Charge Amount Diagnosis Pointers
s | 1| v] 2. v)s.| va. v
*Unit Code *Units

| v) | |

+ Service Authorization

:IIII- - ice I' (AL = .l
? Is there additional line-specific information/TPL to be entered?
O Yes@® No

> s there Additional line-specific information/TPL to be entered?
> Defaults to No - leave as No for NEMT providers and SAVE line

» Change to Yes if needing to add Drug Identification or Ordering
Provider - proceed to slide 50

47



i Basic Line Item Information

| System successfully saved the Information.
Total Claim Charge Amount: $200.00 Add Service Line ltem

Senm::e Dates Dlag Pointers
Procedure ¥ a . a
L“ # i m CDdE i IIHI-IIH Llne Itern Charge Anlou“t ) unlt COde )
1

03/20/2020 03/20/2020 99204 First Diagnosis $200.00 Units 1.00000

1-1of1

Submit Claim |Save Claim | Reset

> Basic Line Item Information
System successfully saved the Information
Save Claim first
Submit Claim

48



Claim Submitted

Print | Help - 0O

Your claim has been successfully submitted. Please print and attach this sheet to the front of any additional documentation required.

Claim Information

TCN:

Date of Service: 03/20/2020 - 03/20/2020
Provider #:

Member ID:

Claim Status: C - To Be Dnd
Total Charge: $200.00
*To Be Paid Amount: $0.00
*Co-Payment: $0.00
*Total Recipient Liability: $0.00
Submission Date/Time: Tue Mar 24 11:28:05 CDT 2020

*This may not be the actual amount. Please refer to your remittance advice for detailed payment information.

> Print and Save for your records

Adjustment Reason Codes

Adjustment
Reason Code

0 204 This service/equipment/drug is not covered
under the patient?s current benefit plan
1 Al Claim/Service denied. At least one Remark
Code must be provided (may be comprised of
either the NCPDP Reject Reason Code, or
Remittance Advice Remark Code that is not an
ALERT.)
1 26 Expenses incurred prior to coverage.
1 27 Expenses incurred after coverage terminated.
1-40f4

Remark Codes

Mo Data

49



New Line Item Save || Save & Add Other Svc Info/TPL § Reset | Cancel

*Service Date Begin Service Date End Place of Service

| = | = | v

*Procedure Code Procedure Description Maodifiers

| | | | 1| |2.| .| .| |

*Line Item Charge Amount Diagnosis Pointers

3 | “1.| V2| MEN Vla | hd
*Unit Code *Units

| Vi | |

9| Is there additional line-specific information/TPL to be entered?

Note:Click the Save & Add Other Svc Info/TPL link to enter line-level TPL amounts, and to include the following line-level information:Service Line Information, Service Line Provider Information, Specialized Line
Information, and Other Payer Service Line Information

il [so o

> Is there Additional line-specific information/TPL to be entered?

* Yes — Enter Ordering Provider — repeat on each line entered
« Save & Add Other Svc Info/TPL




New Professional Claim Other Service Information Print | Help - C

| *Required Field

System successfully saved the Information,

Service Line Info  Service Ling Provider  Specialized Line Info  Other Payer Service Line Provider

Ln#:1

W Save & Retun to Basic Service Line item W mm

> New Professional Claim Other Service Information

« System successfully saved the Information
v Line # 1

51



*Required Field

System successfully saved the Information.

Service Line Info  Service Line Provider Specialized Line Info  Other Payer Service Line Provider ‘

Ln#:1

em] Save Ciaim]Reset]Cancel

IServioe Line Informationl

> Service Line Information

> Drug Identification — Repeat on each line if applicable
* National Drug Code
* Unit Code
* National Drug Unit Count



> Service Line Provider Information

» Ordering Provider Information — Repeat on each line

Medicaid Provider ID

National Provider ID

Org/Last Name, First Name

MI and Suffix — if applicable
Address, City, State and Zip Code



> Does the member have Other Insurance
* No - Member does not have Other Insurance
« Save & Return to Basic Service Line Item

Submit Claim ~Save & Retum to Basic Service Line ften M @M

54



(i e teem

Save & Add Other Svc Info/TPL | Reset | Delete | Cancel

*Service Date Begin Service Date End

Place of Service

|03/20/2020 = 03/20/2020

*Procedure Code Procedure Description

199204 |

*Line Item Charge Amount Diagnosis Pointers

v]a.|

§ 200.00| *1. | First Diagnosis
*Unit Code *Units
| Units ~| 1.00000

* Service Authorization

[+ Additional Service Line Information

5 Is there additional line-specific information/TPL to be entered?

@ Yeso No

Information, and Other Payer Service Line Information

Note:Click the Save & Add Other Svc Info/TPL link to enter line-level TPL amounts, and to include the following line-level information:Service Line Information, Service Line Provider Information, Specialized Line

> Edit Line Item
 Save




i Basic Line Item Information

| System successfully saved the Information.
Total Claim Charge Amount: $200.00 Add Service Line ltem

Senm::e Dates Dlag Pointers
Procedure ¥ a . a
L“ # i m CDdE i IIHI-IIH Llne Itern Charge Anlou“t ) unlt COde )
1

03/20/2020 03/20/2020 99204 First Diagnosis $200.00 Units 1.00000

1-1of1

Submit Claim |Save Claim | Reset

> Basic Line Item Information
System successfully saved the Information
Save Claim
Submit Claim



Claim Submitted

Print | Help - 0O

Your claim has been successfully submitted. Please print and attach this sheet to the front of any additional documentation required.

Claim Information

TCN:

Date of Service: 03/20/2020 - 03/20/2020
Provider #:

Member ID:

Claim Status: C - To Be Dnd
Total Charge: $200.00
*To Be Paid Amount: $0.00
*Co-Payment: $0.00
*Total Recipient Liability: $0.00
Submission Date/Time: Tue Mar 24 11:28:05 CDT 2020

*This may not be the actual amount. Please refer to your remittance advice for detailed payment information.

> Print and Save for your records

Adjustment Reason Codes

Adjustment
Reason Code

0 204 This service/equipment/drug is not covered
under the patient?s current benefit plan
1 Al Claim/Service denied. At least one Remark
Code must be provided (may be comprised of
either the NCPDP Reject Reason Code, or
Remittance Advice Remark Code that is not an
ALERT.)
1 26 Expenses incurred prior to coverage.
1 27 Expenses incurred after coverage terminated.
1-40f4

Remark Codes

Mo Data
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> Does the member have Other Insurance- Repeat on each line

* Yes — Member has Other Insurance — proceed to Slide 55 for instructions
 Scroll down to Other Payer Service Line Information

Other Payer Service Line Information

Other Payer Service Information

Add Other Payer Service Information

Other Payer Service Information

Sequence Number ¥ Other Payer Primary ID - Procedure Code 5 Paid Service Unit Count 5 Service Line Paid Amount 5 Adjudicated or Pay Date -

No Data



Other Payer Service Line Information

— Other Payer Service Information

Other Payer Service Information

Add Other Payer Service Information
Sequence Number ¥ Other Payer Primary ID - Procedure Code + Paid Service Unit Count Service Line Paid Amount Adjudicated or Pay Date -

No Data

> Other Payer Service Line Information
« Add Other Payer Service Information



New Other Payer Service Information Save | Reset | Cancel

= Service Line Adjudication

Sequence Number Other Payer Primary ID *¥Service Line Paid Amount  *Adjudicated or Pay Date *Paid Service Unit Count
V] | V] g I B | |

*Procedure Qualifier *Procedure Code
v

Procedure Code Description Bundled Line Number Procedure Code Modifiers

| | | | L] 2.| |

*Revenue Code Remaining Patient Liability

$

> New Other Payer Service Information
 Service Line Adjudication
v" REQUIRED
v" Other Payer Primary ID
v" Service Line Paid Amount
v" Adjudicated or Pay Date
v" Paid Service unit Count
v" Procedure Qualifier
v" Procedure Code
v Revenue Code
v Remaining Patient Liability

| 4. |

L




-/ Service Adjustment

Line Level Adjustments

Claim Adjustment Group Code ¥ Reason Code + Amount - | Quantity +

No Data

> Service Adjustment
« Add line Level Adjustments
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New Line Level Adjustments
*Claim Adjustment Group Code
New Line Level Adjustments HLLAL R ge LY

*Claim Adjustment Group Code *Reason Code ATOUTT Quantity
—r 1 s
| Contractual Obligations

- Reset | Cancel

orrection and RKeversals Reason Code 2 Amount 2 Quantity 2
' 2 5 |
Reason Code 3 Amount 3 Quantity 3
$
Reason Code 4 Amount 4 Quantity 4
$

> New Line Level Adjustments

« Claim Adjustment Group Code — Patient Responsibility or Contractual Obligation
v Only 1 Claim Adjustment Group Code may be selected at a time

¢« Reason Code and Amount - (Do Not enter PR or CO in front of Reason Code)

v" Patient Responsibility — up to 4 Reason Codes per detail line - Save
v Contractual Obligations — up to 4 Reason Codes per detail line - Save
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New Other Payer Service Information - Reset | Cancel

= Service Line Adjudication

Sequence Number Other Payer Primary ID *Service Line Paid Amount  *Adjudicated or Pay Date *Paid Service Unit Count
£V
v — s | 8 | |

*Procedure Qualifier *Procedure Code Procedure Code Description  Bundled Line Number Procedure Code Modifiers
V]| I I BN 2. 3] 4.

*Revenue Code Remaining Patient Liability

| s |

= Service Adjustment

Line Level Adjustments Add Line Level Adjustments

$50.00

Patient Responsibility

1-10f1

> New Other Payer Service Information
« Additional Adjustments - Add Line Level Adjustments — if applicable
« Verify Line Level Adjustments
* Save




System successfully saved the Information.

Other Payer Primary ID = Procedure Code » Paid Service Unit Count »

1 0000000350 99204 1.00000

m Save & Return to Basic Service Line Item

> If the member has 2 Insurance Policies

« Add Other Payer Service Information
v Complete a 2" Sequence Number — Repeat slides 55 — 59
v Primary is Sequence Number #1
v Secondary is Sequence Number #2

> If the member has 1 insurance
> Save & Return to Basic Service Line Item
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I Edit Line Item

*Service Date Begin
03/20/2020 =

*Procedure Code

99204 |

*Line Item Charge Amount

§ 200.00|

*Unit Code
| Units V|

Service Authorization

Service Date End Place of Service

03/20/2020 = | Office |

Procedure Description Modifiers

| | L 2| .|

Diagnosis Pointers

Save & Add Other Svc Info/TPL | Reset | Delete | Cancel

*1. | First Diagnosis V| 2. | V|3. |

*Units
1.00000 |

Additional Service Line Information

@ Yeso No

? Is there additional line-specific information/TPL to be entered?

Note:Click the Save & Add Other Svc Info/TPL link to enter line-level TPL amounts, and to include the following line-level information:Service Line Information, Service Line Provider Information, Specialized Line
Information, and Other Payer Service Line Information

> Edit Line Item

e Save




Basic Line Item Information

| System successfully saved the Information.
Total Claim Charge Amount: $200.00 Add Service Line ltem

—
Ser\nce Dates Dlag Pointers
"t - ggﬂi&dure Y IIHI-IIH L : e
1

03/20/2020 03/20/2020 99204 First Diagnosis £200.00 Units 1.00000

1-10of1

Submit Claim ‘ Save Claim Reset

> System successfully saved the Information

> Save Claim - Needs to be done before submitting the claim
* In order to re-submit the claim from a processed claim if need be

> Submit Claim



Claim Submitted

Print | Help - 0O

Your claim has been successfully submitted. Please print and attach this sheet to the front of any additional documentation required.

Claim Information

TCN:

Date of Service: 03/20/2020 - 03/20/2020
Provider #:

Member ID:

Claim Status: C - To Be Dnd
Total Charge: $200.00
*To Be Paid Amount: $0.00
*Co-Payment: $0.00
*Total Recipient Liability: $0.00
Submission Date/Time: Tue Mar 24 11:28:05 CDT 2020

*This may not be the actual amount. Please refer to your remittance advice for detailed payment information.

> Print and Save for your records

Adjustment Reason Codes

Adjustment
Reason Code

0 204 This service/equipment/drug is not covered
under the patient?s current benefit plan
1 Al Claim/Service denied. At least one Remark
Code must be provided (may be comprised of
either the NCPDP Reject Reason Code, or
Remittance Advice Remark Code that is not an
ALERT.)
1 26 Expenses incurred prior to coverage.
1 27 Expenses incurred after coverage terminated.
1-40f4

Remark Codes

Mo Data
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NEMT Questions and Answers

What are the appropriate HCPC code to use when billing?

https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-
schedule.xlsx

What diagnosis code should be used to bill with?

Use diagnosis code Z59.82

What place of service should be used to bill with?

Other Unlisted Facility (99)


https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx
https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx
https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx
https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx
https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx
https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx
https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx
https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx
https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx
https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx
https://www.hhs.nd.gov/sites/default/files/documents/rate-2026-july-nemt-fee-schedule.xlsx

NEMT Questions and Answers

Q.
Are the SFN 1507 - Non-Emergency Medical Transportation, Meals and
Lodging Request and SFN 296 - Non-Emergency Medical Transportation
Trip Ticket still required?

A.
Yes, the SFN 1507 from the Customer Support Center and the SFN 296 that
the provider completes are still required.

Resources:

Call Center:

For questions about member eligibility, payments, denials, or general claims
questions
Phone: (701) 328-7098 or (877) 328-7098. Email address: mmisinfo@nd.gov
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