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General Principles:
· Sliding fees apply to the Program type that they are attached to, not to the service code.
· Your charge is your charge; charges for the same procedure/test would be the same fee regardless of the program.  For example an 81025 pregnancy test would have the same fee in FP, MH and Other Services (OS) because it’s a standard service with no variation in the degree of complexity.  There are a few exceptions to this rule such as contracted rates.  Situations exist where Public Health must bill Medicaid one way and private insurance (3rd party payors) a different way do not violate this principle; like STD & TB (PH files a T1002 to Medicaid while filing a 99211 to Insurance).  
· Local health departments cannot vary their charge by payor ("your charge is your charge"); i.e., you cannot charge one rate to Medicaid and another to BCBS or self-pays (before application of the Sliding Fee Scale.)  However, you can provide the same CPT code for an office visit in different Programs with different rates - this is true in HIS.  This can be done by adding a modifier - e.g., a preventive medicine code such as 99385 or 99395 can be set up with 3 different rates as follows:  99385 or 99395 with no modifier is just an Adult Health annual exam (AH or OS Program with approval); a 99385FP or 99395FP is an annual exam for a Family Planning client and must include all the components required by that Program; and a 99385EP or 99395EP is a Health Check exam for an 18 -21 year old and includes all the required Health Check components.  In addition, the same code, such as a 99203, could also be set up with different rates by Program if the costs of providing a problem-focused exam differed by Program (for example, if you contract with an OB-GYN in the community to see your Maternity clients and therefore, the cost per patient in Maternity is significantly more that when the in-house NP provides that same problem-focused exam in other Programs.)
· Medical records should be complete and legible.  Provider’s signatures should reflect credentials for the level of position and license for which they are hired.
· If you are using Initials make sure that you have a policy to address their use and how often you update the list of names, credentials and initials that are to be used.  
· All services provided should be coded, reported and/or billed by marking them on the encounter form either for billing or reporting (if you are not sure if a service is billable or reportable check with program Supervisor). This includes the use of CPT, HCPCS and/or LU codes. If patient is in for a service that is not provided please note "not done" so that billing staff will not think that it was just forgotten.  The provider of the service is responsible for marking the encounter form with everything they provided to the patient.  Correct CPT and ICD-9 code must be used; make sure that all digits required are used with the ICD-9 codes.
· The CPT and ICD-9 codes reported on the encounter form should be supported by the documentation in the medical record.
· ICD-9 codes on billing form are to justify the CPT codes.  You need to be able to link the ICD-9 code to the respective CPT code.  Other ICD-9 codes on the billing form are used only if you need them to track diagnosis types or for other data collection purposes.  ICD-9 codes do not affect the amount that is paid for the CPT code; they are used to justify the CPT only. 
· “General Rule” for program type: What brought the patient to the Health Department is the primary reason for their visit.  Patient may have more than one problem but the main reason for visit or why the visit was scheduled will determine the program type. 
· It is important to note the main reason for a patient’s visit as the chief complaint.  In most cases it will be a complaint of a symptom but could be “annual FP exam” or “Health Check exam”.
· Agencies can bill Medicaid for services provided by Adult and/or Child Health Enhanced Role Nurses who perform exams covered by the preventive medicine codes (99381-99386 and 99391-99396).  If you are using Enhanced Role Nurses and billing 3rd party payers, other than Medicaid, make sure that you check and are in compliance with the guidelines consistent with the insurer’s supervision and “incident to” definitions.  Enhanced Role Nurses must have completed the approved training and be credentialed; for information on these courses contact the appropriate Branch in DPH.
· TB and STD services are billed by minutes that equal to units; time spent for each visit needs to be documented in the medical record.  Time is defined as total time spent, not time in and time out.  Program Guidelines define the requirements for billable components for each visit type. 
· Providers may not charge for an office visit unless they are face to face with the patient.  Writing an order in the medical record does not constitute a provider office visit.  Remember that the highest level provider SEEING the patient helps to determine the level of service.  
· If a patient has not seen the Provider, Standing Orders must be in place to provide medical services such as ultrasounds or any other procedure/lab test not previously ordered for the patient by the Provider. 
· Local use codes - LU codes maybe used to report or bill services that are not billable by a CPT or HCPCS code.  Local codes may not be used to differentiate fees for the same service billed to patients as opposed to third party payers.  Your fee for a service must be billed with the same code and same fee to everyone, "Your fee is your fee."  LU codes are designated and controlled by Dr. Joy Reed’s office.  Additions to the LU codes list may be requested through her office at joy.reed@dhhs.nc.gov . The current list is available on the HIS website: http://his.dhhs.state.nc.us- in training/system manuals-supplemental documentation.
· If a legend is provided on a form, it must be used to complete the form.  If a legend is not on the form, legends must be clearly documented, easily understood and defined in agency policy.  Make sure that all marks fall within the blank you are marking. 
New versus Established Patient: 
· A new patient is one who has not been seen in your agency within the last three years, for a billable service that includes some level of evaluation and management service (preventive -99381-99387 & 99391-99397, evaluation & management - 99201-99205 & 99211-99215 or T-code T1002 STD/TB).  If the patient's only visit to the Health Department is WIC or immunizations without one of the above service codes, it does not affect the designation of the patient as a new patient; the patient can still be NEW.  NOTE: we are waiting for DMA’s final decision on this based on the national Correct Coding Initiative.
· Due to new edits/audits in MMIS related to the national Correct Coding Initiative the practice of billing a 99211 and then billing a NEW visit code will be eliminated.   Many local health departments have been billing a 99211 (usually an RN only visit) the first time they see a patient and then 2 weeks to up to 3 years later they bill a 99201 – 99205 or 99381-99387 (new visit.)  Examples may include: billing the 99211 for pregnancy test counseling or head lice check by RN and then a new visit when the patient comes in for their first prenatal, Family Planning or Child Health visit.  When the new edits are implemented all of those “new” visits will deny because the LHD will have told the system (via billing a 99211) that the patient is “established”.  Please review the practices in your local health department and find out if and under what circumstances you are billing using this pattern and make changes before the edits/audits are implemented and result in a significant number of denials for those new visit codes. 
· Since local health departments bill using Agency numbers not provider numbers, patients can be new to a program but established to the agency, thus billed with an established patient CPT code. 
Time:  
· Time may determine the level of the visit only where counseling and/or coordination of care dominates (more than 50%) of the face-to-face time between the physician and patient (and/or family).  If you use time you must document total visit time, describe the content of counseling or coordinating care, and actual time spent in counseling or coordinating care.
OS:
· OS program type and codes used within the program must be requested using the appropriate form and approved by Dr. Joy Reed.  This program is generally used for services that are billed at flat rate.  Note that if these services are billed to Medicaid or third party payers, the same flat rate must be billed to them as well.
· Services that you want to offer at a flat rate and that are not associated with another program can be charged to OS program with approval of Dr. Joy Reed.  Note again that if these services are billed to Medicaid or third party payers, the same flat rate must be billed to them as well.

PC:

· PC (Primary Care) program type must be requested using the appropriated form and approved by Dr. Joy Reed

Child Health:
· Health Check program type in HIS includes all components of the periodic and interperiodic visit codes with the EP modifier on visit, Immunization administration, vision, hearing, developmental and health risk assessments and/or behavioral risk assessment codes.  NOTE: that DMA’s recent analysis indicated that Health Departments have had a significant drop in performing the required developmental screening; this could be a result of health departments not entering the developmental screenings when billing for the Health Check visit since they are reportable only.  Please be sure to enter all reportable services when a Health Check visit occurs.
· Child Health program type in HIS includes E&M visit codes and other related services provided at those visits.
· Refer to the current Health Check Medicaid Bulletin usually posted on the DMA website each April for the upcoming fiscal year for policy changes.
Immunization:
· Immunizations can be entered into Immunization Program or any program they are given in.  
· Immunization administration fee can be billed with a preventive visit or any E/M (problem-focused) visit code.  The 25 modifier should be used with the E/M code to show that it is a significant separately identifiable E/M service.
· All immunizations should have an administration and vaccine code either billed or reported.

· Services to patients seen only for immunizations services should be coded to Immunization Program.

· Services to patients receiving immunizations as part of another program should have immunizations coded to the program which brought the patient in e.g., CH, FP, MH or AH. 

· Free VFC vaccines given along with a program visit should be reported to that program.  

· Purchased vaccines may be coded to Immunization program so that you can recoup your cost.   Policies should describe the process as to where to code the services and that you must inform the patient about any charges before the service.

· Immunizations not provided by VFC can be billed for along with the immunization administration fee under the Immunization Program but you must follow the eligibility guidelines sent out by Immunization program, including the rule that no one under 200% of the Federal Poverty Level may be charged (NOTE that this does not include the cost of purchased vaccines) and that clients may not be charged a fee higher than the Medicaid reimbursement rate for administration fee. 
· Effective 7-1-08: Vaccine administration fee- CPT code 90471EPx1 for one injected vaccination and 90472EP x the # of units for additional injections.  The CPT code for the vaccine administered should accompany each administration fee.  Effective 7-1-08: Vaccine administration- CPT code 90473EP x1 for one intranasal or oral vaccination ONLY and 90474EP x the # of units for additional vaccines or injections.  Use 90474EP in conjunction with code 90471 or 90473.   The CPT code for the vaccine administered should accompany each administration fee.  For more information check the April Special Bulletin: April 2011 Special Bulletin, Health Check Billing Guide 2011
· The EP modifier must always be appended to the immunization administration CPT procedure code when billing for Medicaid recipients from birth through 20 years of age.
· Refer to the current Health Check Medicaid Bulletin usually posted on the DMA website each April for vaccine billing specifics for children and/or consult your immunization consultant for questions on vaccines for adults or children.
EPI: Communicable Disease:  
· EPI Program type is used for General Communicable Disease activities to include Hep A, Hep B, food-borne outbreaks and other reportable disease investigations and follow ups other than STD or TB.  Clinical visits can be reported by the appropriate CPT code and there are LU codes that can be used to report activities that don’t fit into a CPT code.

· EPI services cannot be charged to the patient but if a clinical service is provided that is a billable service; third parties may be charged with permission from the patient.
STD:
· STD services cannot be charged to the patient but can be charged to Medicaid and to other third parties with the patient’s permission.  If you bill insurance you must use 99211 for nurse or higher E&M codes for mid level providers or physicians.  Remember that if the patient presents as being concerned about having a reportable STD or presents in an STD Clinic, nothing related or required for STD evaluation is billable to the patient.
· Only STD Enhanced Role Nurses can bill STD services using T1002 for Medicaid covered patients and may bill private insurance using 99211 with the patient’s permission.  T1002 is billed by units and a good practice is to document within the patient’s visit how much time was spent providing the components needed to screen or treat the patient. Example: 30 minutes = 2 units.  Procedure code T1002 cannot be billed on the same day that a preventive medicine service is provided.   
· Non STD Enhanced Role Nurses providing STD services should use the non billable STD visit code LU242 for reporting services provided to the patient.
· Mid-level providers and MDs bill using the E&M codes.
· When a patient receives STD services billed with E&M code and is also seen by another health department provider on the same date of service for a separately identifiable medical condition, the health department may bill the other appropriate E&M code, provided the diagnosis on the claim form indicates the separately identifiable medical condition and modifier 25 is appended to the E&M code.  If a T1002 code is used to bill Medicaid the 25 modifier is not needed on the E&M code.  
· If a patient comes in to have a syphilis serology done for purposes of employment ONLY we have a ruling that says that patient may be charged (NOTE that the local health department could only charge for drawing the blood IF it sends the blood to an outside lab for testing.) Please refer to the STD Contract Addenda which gives additional circumstances for billing patients.
· All local health departments must offer HIV and STD services at no cost to the client regardless of county of residence.  Exceptions include: a) asymptomatic clients who request screening for non-reportable STDs (e.g., herpes serology, Hep C) b) clients who receive follow-up treatment of warts after the diagnosis is established, and c) clients who request testing not offered by the state.  These clients may be billed for testing and screening according to local billing policy.   Essentially, clients who present and ask for STD testing not offered by the state can be billed if the test is provided.  The test is billable but the STD visit remains a free service.  Past legal guidance has stated that "screening and diagnostic testing still falls within the rubric of services provided at no charge to the patient" but that "once a STD that is not specified in the rule [15A NCAC 19A.0204(a)], such as venereal warts, has been diagnosed; treatment and follow-up services may be charged to the patient."  See   HIV/STD Agreement Addenda for more information.

TB:
· Patients that are contacts to TB or are symptomatic cannot be charged for a TB skin test.  Patients who need a TB skin test for reasons of employment or for school may be charged if the agency uses purchased supply (reading the PPD in included as part of the total charge).
· PPD’s can be flat fee services if they do not qualify as free per TB program guidelines because the TB program doesn’t have a required sliding fee.
· If the only service that a patient comes in for is a skin test due to employment, school, etc. it should go under the TB program type; however, if they are coming in for another service like Mat, CH, FP and as a part of the history it is determined they are at high risk for TB and need a skin test, then that PPD should go under the program that the patient was being seen under (the basic rule is that the PPD was then related to the program that brought the patient in which is determined by the purpose of the visit). 
· To be able to separate purchased vs state supplied vaccine use the LU114 code for PPD with State-Supplied vaccine (report only) and the CPT code 86580 for purchased supply which could have a charge attached.
· When billing TB Patient for evaluation prior to providing their monthly medication supply, the TB Flow sheet should reflect the actual time that was spent with the patient that was billable or reportable. Documentation should be specific as to the number of minutes you spend with the patient (i.e., 20 minutes = 1unit, etc.)  
· Required services for treatment of TB or contacts to TB are free or billable to third party only by law, but screening that is not required by law or not related to TB disease can have a fee that doesn’t slide.

· T1002 visit for TB patients is billed in units based on time recorded in patient record by a Public Health (PH) Nurse under the supervision of a PH Nurse that has had the Introduction to TB course.   The T1002 visits are for the monthly evaluation of patients on TB medication and not for DOT visits (DOT is not a billable service but DOT visits should be captured using the appropriate LU code).  Time spent with eligible nurse seeing the patient must be documented in the medical record.  A good practice is to document time = units.  Example: 30 minutes = 2 units.  Remember: 1 unit = 15 minutes.  Procedure code T1002 cannot be billed on the same day that a preventive medicine service is provided.
· If the patient has private insurance only and a RN is the provider, you can use the 99211 E&M code.  Other providers would use the appropriate E&M code if the patient has private insurance. 
· When a patient receives TB services (must be for a billable TB service) billed with an E&M code and is also seen by another health department provider on the same date of service for a separately identifiable medical condition, the health department may bill the appropriate E&M code, provided the diagnosis on the claim form indicates the separately identifiable medical condition and modifier 25 is appended to the E & M code.  If a T1002 code is used the 25 modifier is not used.  
Women's Health:
Maternity:

Clinical Coverage Policy No.: 1E-5 (This change is due to the National Correct Coding Initiative not the PMH changes)
Billing processes changed effective October 1, 2011. (Please refer to the October Medicaid Bulletin [attached], for all providers, including health departments, “Implementation of Additional Correct Coding Edits: New Visits and OB Care.) Health Departments that do not provide full scope OB care must bill for antepartum services using the following 
 

Antepartum Package Services codes: 

59425 - antepartum care only, 4-6 visits

59426 - antepartum care only, 7 or more visits.

 

Individual Antepartum Services
Individual antepartum services (use of Evaluation and Management codes) are covered if

a. a pregnancy is high risk and requires more than the normal amount of services for a routine pregnancy; or

b. antepartum care is initiated less than three months prior to delivery; or 

c. the recipient is seen by a provider between one (1) and three (3) office visits as specified in Attachment B: Billing for Obstetrical Services. 

(This guidance is found by accessing the DMA website: http://www.ncdhhs.gov/dma/bulletin/index.htm; click on Clinical Coverage Policies and Provider Manuals; scroll down to 1E-5, Obstetrics (9/1/11) 
 

If you have questions please contact your Regional Women’s Health Nurse Consultant

 
Family Planning:

Clarification from Title X has greatly expanded the services that should be included under the FP Program.  The revised guidance clearly indicates that services to promote the reproductive and general health of the clients are an expected part of FP services.  Example One: Client has a pap smear done in Family Planning; the follow-up, re-test, etc. must be done in the FP program.  Example Two:  FP Annual Exam is done and patient needs a thyroid screen that has nothing to do with FP or method the patient is receiving; the test and time spent on the thyroid screen can be applied to the FP program, but does not have to be.  When an FP client calls in to make an appointment for a problem (discharge, headaches, breakthrough bleeding, etc.) the client should be seen initially in the FP Clinic for a determination of whether this is related to or has an impact on the method of contraception being used.  If the problem requires follow-up with another provider or a specialist, the referral can be made after that evaluation.  If you have questions, please contact your Women’s Health Nursing Consultant.

Note that the EXCEPTION to this is for STD services for the diagnosis and treatment of STDs for clients enrolled in Family Planning.  Even though Title X would include those services under the FP Program, there is a system issue with doing that at this time.  HIS will automatically apply the sliding fee scale to services entered in the FP Program and by Administrative Code [10A NCAC 41A .0204(a)], clients may not be changed for those services.  Therefore, those services for FP clients will need to be entered in the STD Program.  Any agency wishing to include them in the FP Program should call the HIS Help Desk for instructions on how to manually prevent the sliding fee scale from being applied to these services.  

· FP modifier should be appended to service codes (CPT / HCPCS) in Family Planning Program that have to do with the method or are required by the program. 

· Sliding fees apply to all FP services according to Family Planning Program guidelines. 

· Family planning diagnosis codes V25.0 – V25.9 (except V25.3) must be the 1st Dx for all Medicaid patients when family planning services are provided, you may use V72.3 Gynecological exam for private insurance.

· Use HCPCS code S4993 with the modifier FP to bill for oral contraceptives by billing x the number of packs of OCPs given up to 14 packs in 365 days (DMA counts back from date of dispensing). Refer to DMA Bulletin-May 2008 and the joint memo from Dr. Holliday and Dr. Joy Reed, 6-18-08, which gives recommendations for determining a fee based on the agencies average cost for oral contraceptives.  
· If a billable visit is not provided there are LU Codes that can be used to capture related services provided, LU235 Pill Replacement (REPORT ONLY) and/or LU236 Pill Pick-up (REPORT ONLY) 
· Preventive visit - If the patient is being seen for a Preventive visit while on menses, the complete exam with the exception of the pelvic exam should be performed.  It is preferred that you do everything possible at the Preventive visit. You should charge for the Preventive visit and lab work done on that day.  When the patient returns for the pelvic exam, you could then charge for the labs that are done to complete the visit. No visit code or pelvic exam should be billed, since this is considered the completion of the Preventive visit you have already billed.
· Annual check up – The preventive exam should be age appropriate and services provided as medically necessary.
· Providers may bill an E/M visit code when administering Depo-Provera; however, the use of this visit code is subject to the 6-visit per year limit. There are two ways to bill for Depo-Provera; 1) if you only administer Depo-Provera you should bill J1055 for Depo and the administration fee 96372 FP or 2) if you evaluate and document the patient's condition then you may bill the appropriate office visit code, based on documented components completed and J1055 for Depo-Provera.  Do not charge both an administration fee and an office visit for Depo-Provera. 
· If a patient presents for a visit that is usually performed by a nurse using a 99211 (e.g., pill pick-up. DEPO only visit) but the nurse is not available and the patient sees a mid-level, the visit should be billed using the 99211 so as not to penalize the patient because an RN is not available to see them.  But when a patient presents for that same type visit and sees a mid-level and upon the history, it is noted the patient is having severe headaches or other problems requiring the judgment of the mid-level or MD provider, and then the visit should be billed at the appropriate higher level. 

Lab:
· Venipuncture/Specimen Collection: CPT code 36415: Medicaid reimburses for venipuncture specimen collection fee only to the provider who extracted the specimen. The provider billing for this collection fee must be sending the lab work to an outside lab to be performed. One venipuncture fee is allowed for each recipient, regardless of the number of specimen(s) drawn.

· The amount you bill the patient for a CPT code for lab work done in your agency should include everything it takes to provide that service; supplies, collection, processing, and interpretation of results. Therefore you would not charge an additional fee for a venipuncture if done; that cost should be included in the total fee for the CPT code for the test.

· Handling Fee:

CPT code 99000: Handling and/or conveyance of specimen for transfer from the physician's office (Health Department) to another laboratory.  Medicaid does not reimburse for handling and/or conveyance of specimen. You may bill this code but remember that if you bill, you must bill everyone for the handling fee but you will get denials from Medicaid.  Once you document, based on denial code of “not a covered service”, that the service is not covered you do not need to continue to bill to Medicaid. You should include in your fee/billing policy that you do not have to continue to bill services that you know are “not a covered service”, this will limit unnecessary denials.  Since it is not a covered service for Medicaid, it could and should (if you are billing to other self-pays) be billed to the client.
· Pap Smear Fee:  For non Medicaid covered pap smears that are sent to the State Lab for processing the Health Department may bill the CPT code 88175 with the 90 modifier at $18.38(effective July 2011), this is to recoup what the State Lab charges the Health Department for non Medicaid processing.  Do Not charge for Pap smear processing for Medicaid; you are not charged for them by the State Lab and the State Lab bills Medicaid.  
Medicaid Specific Modifiers:
Health Department specific: (these are modifiers not program types)

· EP modifiers are used for immunizations, preventive visits and other services under Health Check.
· FP modifiers are used in Family Planning program type with Family Planning related services.
Modifiers that are used most often:

· 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.  The modifier 25 needs to be used if a separately identifiable evaluation and management (E/M) service by the same provider is done on the same day as a procedure or other service. The modifier 25 is attached to the E/M code, not the procedure code. NOTE: that since Health Departments bill using agency not provider numbers, this could apply to all separately identifiable services.
· Modifier 51 - Multiple Procedures Modifier 51 indicates several procedures were performed on the same day, by the same provider. Medicaid will not determine the major procedure for the provider. It is the provider’s responsibility to correctly identify the primary and secondary procedures in order to be reimbursed appropriately. Code the primary procedure first and add 51 to the 2nd and other subsequent procedures.
· Modifier 76 - Repeat Procedure by the Same Physician on the Same Day

Modifier 76 is appended to report that a diagnostic procedure or service was repeated by the same provider on the same date of service. Modifier 76 is used to indicate that a repeat diagnostic procedure was medically necessary and is not a duplicate billing of the original procedure done on the same date of service.
· Modifier 90 – Reference (outside) Laboratory
      When laboratory procedures are performed by a party other than the treating or  

       reporting physician, the procedure should be identified by adding the modifier “90”
       to the usual procedure number.
· Modifier 91 - Repeat Clinical diagnostic laboratory test.  It may be necessary to repeat the same laboratory test on the same day to obtain subsequent (multiple) test results.  Under these circumstances, the laboratory test performed can be identified by its usual procedure number and the addition of modifier "91".  This modifier may not be used when tests are repeated to confirm initial results; due to testing problems with specimens or equipment; or for any other reason when a normal, one-time, reportable result is all that is required.  It may not be used when other codes describe a series of test results (e.g. Glucose tolerance tests). Use only for laboratory test performed more than once on the same day on the same patient. 
References:
· Current CPT, ICD-9 and HCPCS code books, which are updated annually, should be available to the appropriate staff.
· DMA website should be reviewed regularly for monthly General Medicaid and Special Bulletins as well as Clinical Policy Manuals and Billing Guidelines: http://www.ncdhhs.gov/dma
· Contact your program consultants or PHNPD Unit Nursing consultant for coding questions

PHNPD Unit Nurse Consultants:

Ellen Shope: (828) 524-7948                                         Lynn Conner: (336) 207-3300

Eunice Inman: (252) 671-4779                                     Pamela Serrell: (910) 892-3580
Gay Welsh: (704) 986-3822
Joy Reed, EdD, RN – Head, Public Health Nursing and Professional Development Unit   
(919) 707-5131   
